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THE NATIONAL CENTER FOR MEDICAL-LEGAL PARTNERSHIP

The mission of the National Center for Medical-Legal Part-
nership (NCMLP) is to improve the health and well-being of 
people and communities by leading health, public health, 
and legal sectors in an integrated, upstream approach to 
combating health-harming social conditions. Over the past 
several years, NCMLP has helped increase the number of 
medical-legal partnerships in the U.S. to nearly 300. These 
partnerships serve children, chronically ill adults, the el-
derly, Native Americans, and veterans. NCMLP spearheads 
this work in four areas: (1) transforming policy and practice 
across sectors; (2) convening the field; (3) building the evi-
dence base; and (4) catalyzing investment.
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INTRODUCTION

This is consistent with the Affordable Care Act’s emphasis on improv-
ing health care quality and the introduction of quality standards.2 
Health care providers thus must adapt how they practice in response 
to this payment reform, often without the tools to understand how to 
meet quality standards and reduce their costs or utilization patterns.3 
Population health management has emerged as a solution to the 
“pain points” — missed quality metrics or incentives that affect the 
amount a health care institution is paid — associated with payment 
reform.4 Population health management assesses the health out-
comes that exist within a defined population and asks what medical, 
social, and civil legal needs are affecting those outcomes.5 By identify-
ing risks within the population and seeking to intervene before those 
risks become costly medical crises, health care providers can main-
tain or even improve the health of their patients while also reaping 
financial rewards for the health care delivery organization.6

In medical-legal partnerships (MLPs), legal professionals work on-site 
in the health care setting to address civil legal needs that adversely 
affect health and increase health care utilization,7 and thus are ideally 
suited to help health care providers identify risk, improve patient 
care, and resolve patients’ health-harming civil legal needs. There are 
opportunities for MLPs to be part of the population health manage-
ment assessment process, and it is up to MLPs to demonstrate their 
value to health care organizations in the new world of population 
health management and payment reform.

This issue brief examines two examples of payment reform pain 
points felt by health care institutions adapting to new reimbursement 
models, and the treatment of those pain points through collaboration 
with MLPs. This is followed by recommendations on how an MLP can 
become part of those population health management teams that are 
revolutionizing health care one population at a time, and the ad-
vantages of doing so, both for the health care institution and for the 
sustainability of the medical-legal partnership approach. 

In an effort to control health care 
costs, many health care delivery 
organizations have agreed to contracts 
that incentivize the provision of high-
quality care and penalize unnecessary 
or preventable health care utilization.1



medical crisis by controlling his/her condition through 
coordinated efforts. Population health management also 
engages patients in their care so that they are invested 
in their health outcomes and understand the value of 
early interventions, such as exercise and nutrition, on 
their health status.18

How Payment Reform is Changing  
Health Care

Health care delivery payment reform seeks to reduce 
health care costs without undercutting value. Payers, 
such as insurance companies, have begun to tie finan-
cial incentives to the quality of care provided through 
value-based contracting.19 This is in contrast to the 
traditional fee-for-service model, in which providers are 
paid based on the amount and type of care provided.20

UNDERSTANDING POPULATION 

HEALTH, PAYMENT REFORM,  

AND PAIN POINTS

By better understanding the risks 
of their patient populations and 
communities, providers can prioritize 
care for those at highest risk, and 
identify preventive measures that  
will keep risk from rising.

How Health Care Organizations  
Practice Population Health 

Health care delivery organizations that embrace pop-
ulation health consider the individual needs of their 
patients as part of a larger whole. Within that whole, 
they discern patterns of risk, social factors, and health 
outcomes, and undertake preventive measures on a 
broad scale.8 Under the population health approach, 
providers consider the prevalence of biologically-based 
medical conditions along with the social determinants 
of health within the group.9 Social determinants, defined 
as the conditions in which people are “born, live, learn, 
work, play, worship, and age,” may include housing 
instability, food insecurity, and lack of income supports 
that make maintaining or improving health difficult.10 
The “population” can be defined by geographic location, 
status (e.g., prisoners or the elderly), or the panel of 
patients served by a particular doctor or health care 
facility.11 Improving population health is one of the goals 
of the Institute for Healthcare Improvement’s Triple 
Aim that also includes improving patient experiences 
and reducing the per-capita costs of care.12 The Triple 
Aim has been embraced by the Centers for Medicare 
and Medicaid Services13 and the Affordable Care Act’s 
National Quality Strategy.14

Institutions and providers engaging in population health 
management identify and stratify the risk within the 
population in order to determine which patients are 
most likely to develop health problems or become sick-
er.15 By better understanding the risks of their patient 
populations and communities, providers can prioritize 
care for those at highest risk, and identify preventive 
measures that will keep risk from rising.16 For example, 
providers may strategize to prevent a diabetes patient’s 
condition from becoming out of control through the 
aligned efforts of a primary care physician, nutritionist, 
pharmacist, and a community-based exercise program.17 
In this way, the team can prevent a potentially costly 

4      Applying the Medical-Legal Partnership Approach to Population Health, Pain Points and Payment Reform



INCENTIVE-BASED CONTRACTS RISK-BASED PAYMENT MODEL

DEFINITION Quality standards are built into the contract, and 
health care providers that satisfy these standards 
will be eligible for incentive payments.21

The expected costs to treat a particular patient 
population or condition are set based on an esti-
mate.22 Providers that stray above those estimated 
costs are held accountable for the difference, while 
providers that control expenses are rewarded.23

EXAMPLE The Centers for Medicare and Medicaid Services 
use the Healthcare Effectiveness Data and Infor-
mation Set (HEDIS) measures to assess quality per-
formance. If the hospital or health system meets 
those quality measure targets, they are eligible for 
incentive payments.

Bundled payments, in which payment is designed 
around a budget that factors in the continuum  
of care for a single episode of care or over a 
specified period of time.24 The payer combines 
payments for care rather than dividing payment 
among all of the providers.25

BENEFITS Rewards providers for satisfying quality standards 
based on discrete measures on such issues as clin-
ical quality, patient satisfaction, and efficiency.

Providers are not penalized for providing care; 
rather, they are penalized for providing care be-
yond what the condition requires.

DRAWBACKS Providers may not be aware of the quality stan-
dards and how they apply to their practice.26

It may not be possible to accurately predict  
expected costs.

APPROACHES TO VALUE-BASED CONTRACTING

Under the population health framework, networks of 
care are organized into Accountable Care Organizations 
(ACOs), though there are other names for this concept 
such as Accountable Health Communities, Coordinated 
Care Organizations, or Integrated Care Organizations. 
In this brief, for simplicity, we use the term ACO. The 
ACO model of care illustrates the application of quali-
ty-based contracting to population health.27 Included in 
the Affordable Care Act’s amendments to Medicare and 
Medicaid, but now embraced by private insurance as 
well, ACOs are an approach to care delivery that manage 
the health of a population by coordinating patient care 
through a primary care provider in an effort to reduce 
duplication of services, eliminate unnecessary services, 
and involve patients in their care.28 Along with prima-
ry care providers, specialists, home health care, and 
hospital systems participate in ACOs.29 ACOs are held to 
a certain quality standard or set of standards and share 
the financial risk for clinical performance.30 The ACO 
providers are either rewarded when they meet these 
quality standards or penalized when they do not.31 ACOs, 
particularly those serving the uninsured or Medicaid en-
rollees, are also attuned to the social determinants that 
affect health and often integrate mental health and case 
management services into their patients’ care.32

Why Addressing Health Care Pain Points 
Requires New Partners 

Notwithstanding the potential benefits of various 
payment reform options, the transition to value-based 
contracting has caused problems for many health care 
organizations as they struggle to adapt to the new 
reimbursement models. Such pain points may arise, 
for example, when high-risk patients who historical-
ly require a high volume of services now cause the 
organization to exceed the established costs for care. 
Other times, the health care organization’s traditional 
approaches to providing services may not align with 
the focus on quality metrics in value-based contracts.33 
Furthermore, health care organizations may lack the 
knowledge to determine how non-medical factors 
influence their patients’ health and the likelihood that 
these factors will lead to costly medical interventions. 
Fortunately, the core concepts of population health 
management and collaborations with other sectors, 
can assist health care delivery organizations and their 
patients in the transition to payment reform and in 
addressing pain points. One such strategy is using the 
medical-legal partnership approach.
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HOW THE MEDICAL-LEGAL 

PARTNERSHIP APPROACH CAN 

HELP ADDRESS PAIN POINTS

The medical-legal partnership approach aligns with the 
movement toward improved population health because 
it seeks out opportunities to prevent costly medical 
episodes through treatment of the whole person. In 
an MLP, legal professionals work on-site together with 
health care providers to address and treat the most 
complex social determinants, which require legal solu-
tions.34 These unmet health-harming civil legal needs 
include unlawful evictions, unsafe living conditions, 
and a lack of income supports, such as the improper 
denial of public benefits.35 By addressing underlying 
social determinants that contribute to poor health, the 
MLP approach seeks to improve the health condition 
of individuals in coordination with their health care 
providers.36

In MLPs, staff in a health care setting screen patients 
to determine if they have health-harming civil legal 
needs. Through screening, an MLP may discover that a 
patient’s housing is infested with rodents, which could 
exacerbate certain health conditions, such as asthma. 
The MLP attorney will proactively address the issue by, 
for example, sending a letter to the landlord or repre-
senting the patient in a lawsuit challenging the unlawful 
housing conditions.37 By resolving the legal issue, the 
patient’s health may be improved, translating into cost 
savings on the medical side. Some MLPs also engage in 
broad-scale policy work in which they consider patterns 
of social determinants in a population, and advocate 
for policy changes that have an impact on population 
health.38 For example, MLPs may advocate for stricter 
housing code regulations or tougher protections for 
tenants in housing disputes.

MLPs are experts at effectively addressing need by view-
ing individuals not just as having “legal” or “medical” 
problems, but considering the impact of these issues on 
one another. The table to the right describes how MLPs 
shift the focus of traditional civil legal aid policy work to 
align with how health care defines populations.

With this shift in focus, MLPs are ideally suited to assist 
health care organizations in tackling pain points they 
face through changing reimbursement models. Pages 
eight and nine include two examples of pain points 
faced by health care organizations — one with a poten-
tial bundled payment or risk contract, and the other 
with an incentive based contract — as they adapt to 
payment reform, and the possibilities for MLPs to assist 
in easing these pains.

Note: The two case studies on pages eight and nine 
discuss real hospital contracts and real medical-legal 
partnerships’ involvement in those contracts, while 
positing hypothetical individual patient cases.
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POPULATION HEALTH CARE-ONLY 
DEFINITION LEGAL-ONLY DEFINITION MEDICAL-LEGAL  

PARTNERSHIP DEFINITION

Asthmatic children All children with asthma in a 
specific clinic

Children with housing problems 
in a specific geography

Children with uncontrolled 
asthma and housing problems in 
a specific geography

Seniors with diabetes Patients with uncontrolled 
diabetes who are referred to 
an insurance hotline

Clients over 65 years old living 
under 200% federal poverty line 

Elderly people with diabetes 
under 200% federal poverty 
line who cannot afford their 
medications

Children with sickle-
cell anemia

All children with sickle  
cell disease in a certain 
pediatric office

Children in various school 
settings, some of whom have 
sickle cell

Children with sickle cell disease 
with problems in school 
requiring accommodations

HOW MEDICAL-LEGAL PARTNERSHIPS REDEFINE THE FOCUS OF POLICY WORK
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MLP AND BUNDLED PAYMENT CONTRACTS: 
Helping High-Need, High-Cost Patients in Nebraska

EXAMPLE 
A 42-year-old woman with high blood pressure, 
degenerative disc disease, peripheral artery disease 
and anxiety, visited the emergency department three 
times during a one-year period for high blood pressure 
crises, each resulting in multiple-day hospitalizations. 
At her most recent visit to the emergency department, 
the staff discovered that she could not afford her high 
blood pressure medication, which usually kept her 
conditions manageable, and that she had been denied 
disability insurance. She was then referred to the 
Medical Center’s medical-legal partnership.

Through consultation with the patient, MLP attorneys 
determined she was in fact eligible for disability 
insurance, and appealed the decision with medical 
documentation from her health care providers. With 
the insurance, she can afford her medications. By 
maintaining her medication regime and controlling her 
conditions, she is less likely to need the services of the 
emergency department for high blood pressure crises. 
The Medical Center can thus ensure that costs stay 
below the bundled payment amount.43

Patients with complex health and social needs utilize 
emergency departments and health clinics, and are 
hospitalized at rates far higher than the general pop-
ulation. These high-need, high-cost patients make up 
only five percent of emergency department patients, 
but they account for 25 percent of all hospital visits in 
a given year.39 Sometimes referred to as “super utiliz-
ers” — a moniker that perhaps unfairly stigmatizes these 
(generally poor) individuals as patients who are not 
truly in need of the services they seek — these high-
need, high-cost patients are less likely to benefit from 
coordinated care models and have, on average, more 
unaddressed health-harming social or civil legal needs 
that result in poor health outcomes.40 As Dr. Jeff Martin 
notes, high-use “is often driven by psychosocial, finan-
cial, and societal barriers to care and points to a lack of 
coordination between health care, social service, and 
civil legal aid infrastructure.”41

The University of Nebraska Medical Center, which has 
the largest emergency department in the region, began 
to focus on the high-need, high-cost pain point in its 
practice as it prepared for the transition to bundled 
payments. Under its proposed agreement with its pay-
er, if the cost of care for the Medical Center’s patient 
population is below the bundled payment amount, the 
Medical Center and its providers will be rewarded. If 
the cost of care is above the bundled payment amount, 
the Medical Center and providers will be penalized. 
Over-usage of the emergency department by high-need 
patients could cause the Medical Center to incur costs 
above the bundled payment amount.42

The Medical Center has an established medical-legal 
partnership (MLP) with Legal Aid of Nebraska. With its 
unique perspective on those social and legal barriers 
that negatively affect population health, the MLP team 
was able to help the Medical Center strategize to meet 
its payment goals and ease this pain. The MLP worked 
with health care providers to assess risk within this 
patient population in light of health-harming social and 
civil legal issues that led patients to frequently use the 
hospital’s emergency department.
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MLP AND RISK CONTRACTS: 
Patients with Serious Mental Illness in Indianapolis

EXAMPLE 
A thirty-three-year-old patient with serious mental 
illness housed in a state-operated facility had been 
stabilized and was ready to be discharged into an 
outpatient setting. However, she remained in the state-
operated facility because she did not have the income 
to afford private housing, and her supplemental security 
income was cut off. The health center’s MLP attorney 
was called to consult with the patient to determine 
whether she was eligible for income supports. When  
the MLP secured supplemental social security income 
for the patient, she was able to find housing and leave 
the state-operated facility, thus helping Midtown meet 
its goal.48

When payment reform is introduced to new markets 
or new delivery systems, patients with serious mental 
illness may represent another pain point for health 
care institutions. Adults with serious mental illness are 
defined as having “a diagnosable mental, behavioral, or 
emotional disorder” that interferes with or limits one 
or more of their major life activities.44 By one estimate, 
health care expenditures for individuals with serious 
mental illness reached $147 billion.45 When indirect 
costs are factored in, the tab for serious mental illness 
reached $467 billion in 2012.46 Patients with serious 
mental illness are often housed in state-operated 
facilities even when there is no medically-indicated 
need because there are social or legal obstacles to the 
patient living in a more integrated community setting.

At Indiana’s Eskenazi Midtown Mental Health Clinic 
(Midtown), health care providers are dialed-in to the 
difficulties associated with treating and maintaining the 
health of their seriously mentally ill patients, including 
those transitioning out of state-operated facilities back 
into community-based settings. Under its value-based 
contracts with the state, Midtown is penalized if the pa-
tients under its care occupy more than a certain number 
of beds in state-operated facilities. Midtown can earn a 
bonus if those patients that do not require institution-
alization are instead treated in outpatient facilities and 
monitored by their providers in a community setting.47 
Midtown’s established medical-legal partnership with 
Indiana Legal Services, Inc. helps the health center 
identify those health-harming social and civil legal 
issues that may impede its patients’ transitions out of a 
facility and back into the community.
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01
Get familiar with the  
value-based contracting  
used by your health  
care organization.

Population health management is 
specific to each health care delivery 
organization. In other words, knowing 
the type of contracts in place at the 
health care organization where you 
work or that you partner with is critical 
to understanding the specific culture 
that administrators and frontline health 
care providers operate within, and the 
environment that any new interventions 
must seek to complement.

The best way of doing this is to simply 
ask questions. The legal and health care 
staff involved in operating or planning 
a medical-legal partnership should talk 
to the health care organization’s CEO 
and revenue cycle management team 
to determine what type of contracting 
is used by the health care organization, 
including determining whether there are 
penalties or incentives in the provider 
contracts. MLP teams should also ask 
whether there are quality measures 
within the contracts. The answers to 
these questions will help MLP legal 
professionals gain a better understand-
ing of their partners’ environment and 
priorities, and will help MLP health care 
providers understand what quality mea-
sures, if any, apply to their practice.49

02
Work with your partner 
or potential partner to identify 
risk created by health-harming 
social and civil legal issues.

Medical-legal partnerships can help 
mitigate risk by targeting those patients at 
greatest risk for incurring the highest costs 
and determining, through screening and 
consultation, the unmet health-harming 
civil legal needs that may contribute to their 
risk. Screening, which should take place in 
the health care setting, is a valuable tool 
that health care providers should utilize to 
identify health-harming civil legal needs 
within their patient populations.

Screening procedures should be jointly de-
veloped. Legal professionals are well-versed 
in the specific health-harming civil legal 
needs that different vulnerable populations 
often face, and what questions to ask in 
order to uncover those needs. Health care 
providers are familiar with the factors that 
most frequently affect patients’ health care 
utilization, and understand the points of 
screening that can have the largest impact 
and how best to standardize screening.

It is also important that the medical-legal 
partnership team is kept “in the loop” 
concerning the decisions of the staff 
charged with identifying and stratifying risk 
in the patient population. This is facilitated 
through the integration of the MLP legal 
team into health care operations.50 Thus, 
when the population health management 
team identifies risk in the patient popu-
lation, the MLP legal team is immediately 
notified and can quickly become involved in 
the process of delivering care.

03
Help the health care organiza-
tion reveal and resolve its  
pain points.

Together, an MLP team’s legal profes-
sionals and health care providers should 
probe the areas in which the health care 
organization struggles to reduce costs 
or meet quality standards. Helping to 
address these pain points is an MLP’s 
greatest opportunity to demonstrate 
its value proposition to the health care 
organization. The MLP team can discover 
these pain points through conversations 
with administrative, financial, and clinical 
team members. In addition, the health 
care team in a not-for-profit hospital can 
direct the MLP to the hospital’s Commu-
nity Health Needs Assessment, which 
may indicate areas in which the hospital 
seeks to improve.51 Health care providers 
and MLP legal professionals can also find 
out what pain points afflict their health 
care organization or institution through 
discussions with Medicaid, Medicare, and 
other insurers.

Once identified, MLP teams should 
examine those pain points in context 
of the health-harming social and civil 
legal needs uncovered through patient 
screening, and target MLP services at 
the populations and needs that have the 
greatest potential to help patients and 
pain points alike.

RECOMMENDATIONS: HOW MLPS CAN 

EMBRACE A POPULATION HEALTH 

MANAGEMENT PRACTICE
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04
Track the impact of your work 
on health care utilization.

Medical-legal partnerships should search 
their patient-clients’ medical records 
for high-utilization patterns that were 
reduced after a medical-legal partnership 
intervention. This is information that 
health care team members and health 
care IT staff should take the lead on 
compiling. It will be easier to track and 
examine this kind of information if a clear 
target population and pain point were 
identified at the onset, rather than trying 
to assess utilization patterns among 
patients who do not share a common un-
derlying condition. A few data points go 
a long way in the conversation of how an 
MLP can help address a population pain 
point, and they are critical in conversa-
tions about investment in MLP.

05
Re-conceptualize and message 
MLP’s value and delivery in  
the context of backing up and 
enhancing the health care 
team, rather than as the legal 
intervention alone.

Medical-legal partnership teams should 
frame their work in terms of how they can 
help embed a culture of legal problem 
solving in the health care team through 
education and consultation, and strat-
egize what infrastructure is needed to 
achieve that. This is a better argument 
of value to health care institutions than 
legal outcomes alone, and also a better 
capacity and sustainability model for 
medical-legal partnerships. A pilot study 
in Lancaster, Pennsylvania, showed that 
many of the health-harming civil legal 
problems identified among high-use, 
high-need patients could be treated 
with “indirect legal care” where a lawyer 
relayed legal information and resources 
to social workers and other members of 
the care team. The study showed that 
approximately 16 percent of disability-re-
lated health-harming civil legal problems 
required direct involvement and repre-
sentation from an attorney, while almost 
84 percent could be addressed by a 
lawyer supporting the case management 
team.52 This suggests that having legal ex-
pertise on the health care team expands 
the help patients’ receive without a law-
yer needing to provide direct assistance 
to every patient. This idea further makes 
the case for having legal professionals as 
part of the health care team, and MLP as 
a health care intervention.

06
Share your data and your stories 
with health care leadership and 
health care providers.

Once your medical-legal partnership 
has some initial data on its effects on 
utilization and pain points, make sure 
to share that data with the health care 
organization’s CEO or Executive Director, 
population health management team, and 
front-line clinicians who work with the 
targeted patient population. Share the 
data alongside a single patient story and/
or health care provider testimonial of the 
impact of the MLP. Ideally, you will be able 
to pair one compelling individual story 
with data that highlights broader impact 
across the health care organization.

Those examples are just two ways in which MLPs can help health 
care organizations meet their goals in the new era of payment 
reform and population health management. They also demon-
strate how population health management — including the 
assessment of risk — can help health care organizations uncover 
the health-harming social and civil legal needs that drive up 
medical costs for millions of low-income individuals.

Medical-legal partnerships also benefit from becoming involved 
in the process of easing pain points by proving its value as a col-
laborative player in the move towards value-based care. It can 

demonstrate to health care organizations that the MLP is valuable 
in strategizing to reduce costs, and, in doing so, help uncover new 
sources of revenue to support its work.

The six recommendations below can help health care providers 
and legal professionals position medical-legal partnership as 
a population health management strategy within their institu-
tions. These recommendations are relevant both for existing 
medical-legal partnerships, as well as for organizations thinking 
about developing a medical-legal partnership. The latter can use 
the population health management framework in its planning 
discussions as a strategic way of determining its service delivery 
priorities and setting up the business case for the program.

National Center for Medical Legal Partnership      11



Hospitals and health systems are thinking about 
risk and patient problems at the population level. 
For medical-legal partnerships to be considered a 
relevant health care intervention, they have to speak 
the language, understand the numbers, and be able 
to identify and assert their value in the context of a 
hospital or health system’s pain points. This means 
moving beyond delivering civil legal assistance 
randomly to individual patients in clinics, to a 
more systematic identification of health-harming 
civil legal needs. MLPs must also build a culture of 
legal problem-solving and capacity building in the 
health care team. And to demonstrate their worth to 
hospitals and health systems MLPs must impact the 
metrics that the hospitals value — utilization patterns 
and patient satisfaction.

More information about medical-
legal partnership and population 
health can be found on the 
National Center for Medical-legal 
Partnership’s website at:

www.medical-legalpartnership.
org/resources/

LOOKING AHEAD
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GLOSSARY OF TERMS

Accountable Care Organizations: 
Organizations in which health care providers collaborate 
to provide coordinated, high-quality care to patients.

Health-harming civil legal need:  
A social, financial, or environmental problem that has a 
deleterious impact on a person’s health and that can be 
addressed through civil legal aid services.

Incentive-based payment contacts:  
Quality standards are built into the contract, and health 
care providers that satisfy these standards will be eligible 
for incentive payments.

Medical-legal partnership:  
An approach to health care delivery that embeds civil 
legal aid lawyers and paralegals alongside health care 
teams to detect, address, and prevent health-harming 
social conditions.

Pain points:  
Missed quality metrics or incentives in the delivery  
of health care to patients that affects the amount  
a health care institution is paid under changing  
reimbursement models.

Population health:  
The health outcomes of a group of individuals, including 
the distribution of such outcomes within the group.

Risk-based payment model:  
The expected costs to treat a particular patient pop-
ulation or condition are set based on an estimate. 
Providers that stray above those estimated costs are 
held accountable for the difference, while providers that 
control expenses are rewarded.

Social determinants of health:  
The circumstances in which people are born, live, learn, 
work, play, worship, and age, as well as the systems put 
in place to deal.

National Center for Medical Legal Partnership      13



1.	 Hotsetter M, Klein S. (2015), In Focus: Tying Val-
ue-Based Contracting in Health Care to Value-Based 
Pay for Physicians, Commonwealth Fund, http://
www.commonwealthfund.org/publications/newslet-
ters/transforming-care/2015/october/in-focus.

2.	 Kizer K. (2015), Clinical Integration: A Cornerstone 
for Population Health Management, Journal of 
Healthcare Management; 60(3), 164, 165-66.

3.	 Hostetter M, Klein S., supra note 1.

4.	 Hacker K, Walker D.K. (2013), Achieving Population 
Health in Accountable Care Organizations, American 
Journal of Public Health; 103(7), 1163, 1163.

5.	 Id. at 1166. See also Burton D. (2013), Population 
Health Management: Implementing a Strategy for 
Success, Health Catalyst 2, available at https://
www.healthcatalyst.com/whitepaper/Population-
HealthManagement.

6.	 Predict, Prioritize, Prevent: Nine Things Practices 
Should Know about Risk Stratification and Panel 
Management, Colorado Beacon Consortium (2013), 
available at https://www.rmhpcommunity.org/
sites/default/files/resource/Vol.%202%20Issue%20
2%20Predict,%20Prioritize,%20Prevent.pdf.

7.	 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, Journal of Health & Biomedical Law; 8, 
211, 233-34.

8.	 The Advisory Board Company. (February 2016), 
Slide Deck, The High-Performance Care Manage-
ment Enterprise. See also Kindig D, Stoddart G. 
(2003), What Is Population Health? American Jour-
nal of Public Health; 93(3), 380, 381.

9.	 Kindig D, Stoddart G., supra note 8, at 381.

10.	 Social Determinants of Health, Healthy People 
2020, https://www.healthypeople.gov/2020/top-
ics-objectives/topic/social-determinants-of-health.

11.	 Berwick D, Nolan T, Whittington J. (2008), The 
Triple Aim: Care, Health, And Cost, Health Affairs; 
27(3), 759, 762 and Hacker and Walker, supra note 
4, at 1164.

12.	 Berwick D, Nolan T, Whittington J, The Triple Aim, 
supra note 11, at 760.

13.	 Mosquera M. (Jan. 27, 2012), ‘Triple Aim’ Is Pri-
ority for Tavenner and CMS, Healthcare Finance, 
http://www.healthcarefinancenews.com/news/tri-
ple-aim-priority-tavenner-and-cms?page=34.

14.	 About the National Quality Strategy, Agency for 
Healthcare Research and Quality, http://www.ahrq.
gov/workingforquality/about.htm.

15.	 The Advisory Board Company, supra note 8.

16.	 Predict, Prioritize, Prevent: Nine Things Practices 
Should Know about Risk Stratification and Panel 
Management, supra note 6.

17.	 This example was modified from One Patient’s Trans-
formation through Population Health Management, 
Partners Healthcare, http://www.partners.org/
Innovation-And-Leadership/Population-Health-Man-
agement/In-Action/Allen-Patient-Story.aspx. See  
also Dadlez C. (2014), Population Health Manage-
ment: The Intersection of Concept and Reality, 
Frontiers Health Services Management; 30(4), 34 
(describing population health management at St. 
Francis Care Inc.).

18.	 Kizer K., supra note 2.

19.	 Farhangian M, Feldman S. (2015), Moving Away from 
Fee-for-Service: Implications for Medication Adher-
ence, Southern Medical Journal; 108(5), 298.

20.	 Id.

21.	 Hostetter M, Klein S., supra note 1.

22.	 Alternative Payment Models, American Acade-
my of Pediatrics, https://www.aap.org/en-us/
professional-resources/practice-transformation/
Implementation-Guide/Pages/Alternative-Pay-
ment-Models.aspx?nfstatus=401&nftoken=0000000
0-0000-0000-0000-000000000000&nfstatusde-
scription=ERROR%3a+No+local+token.

23.	 Id.

24.	 Bundled Payments, American Medical Association, 
http://www.ama-assn.org/ama/pub/advocacy/
state-advocacy-arc/state-advocacy-campaigns/
private-payer-reform/state-based-payment-reform/
evaluating-payment-options/bundled-payments.page

REFERENCES

14       Applying the Medical-Legal Partnership Approach to Population Health, Pain Points and Payment Reform

http://www.commonwealthfund.org/publications/newsletters/transforming-care/2015/october/in-focus
http://www.commonwealthfund.org/publications/newsletters/transforming-care/2015/october/in-focus
http://www.commonwealthfund.org/publications/newsletters/transforming-care/2015/october/in-focus
https://www.healthcatalyst.com/whitepaper/PopulationHealthManagement
https://www.healthcatalyst.com/whitepaper/PopulationHealthManagement
https://www.healthcatalyst.com/whitepaper/PopulationHealthManagement
https://www.rmhpcommunity.org/sites/default/files/resource/Vol.%202%20Issue%202%20Predict,%20Prioritize,%20Prevent.pdf
https://www.rmhpcommunity.org/sites/default/files/resource/Vol.%202%20Issue%202%20Predict,%20Prioritize,%20Prevent.pdf
https://www.rmhpcommunity.org/sites/default/files/resource/Vol.%202%20Issue%202%20Predict,%20Prioritize,%20Prevent.pdf
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health
http://www.healthcarefinancenews.com/news/triple-aim-priority-tavenner-and-cms?page=34
http://www.healthcarefinancenews.com/news/triple-aim-priority-tavenner-and-cms?page=34
http://www.ahrq.gov/workingforquality/about.htm
http://www.ahrq.gov/workingforquality/about.htm
http://www.partners.org/Innovation-And-Leadership/Population-Health-Management/In-Action/Allen-Patient-Story.aspx
http://www.partners.org/Innovation-And-Leadership/Population-Health-Management/In-Action/Allen-Patient-Story.aspx
http://www.partners.org/Innovation-And-Leadership/Population-Health-Management/In-Action/Allen-Patient-Story.aspx
https://www.aap.org/en-us/professional-resources/practice-transformation/Implementation-Guide/Pages/Alternative-Payment-Models.aspx?nfstatus=401&nftoken=00000000-0000-0000-0000-000000000000&nfstatusdescription=ERROR%3a+No+local+token
https://www.aap.org/en-us/professional-resources/practice-transformation/Implementation-Guide/Pages/Alternative-Payment-Models.aspx?nfstatus=401&nftoken=00000000-0000-0000-0000-000000000000&nfstatusdescription=ERROR%3a+No+local+token
https://www.aap.org/en-us/professional-resources/practice-transformation/Implementation-Guide/Pages/Alternative-Payment-Models.aspx?nfstatus=401&nftoken=00000000-0000-0000-0000-000000000000&nfstatusdescription=ERROR%3a+No+local+token
https://www.aap.org/en-us/professional-resources/practice-transformation/Implementation-Guide/Pages/Alternative-Payment-Models.aspx?nfstatus=401&nftoken=00000000-0000-0000-0000-000000000000&nfstatusdescription=ERROR%3a+No+local+token
https://www.aap.org/en-us/professional-resources/practice-transformation/Implementation-Guide/Pages/Alternative-Payment-Models.aspx?nfstatus=401&nftoken=00000000-0000-0000-0000-000000000000&nfstatusdescription=ERROR%3a+No+local+token
https://www.aap.org/en-us/professional-resources/practice-transformation/Implementation-Guide/Pages/Alternative-Payment-Models.aspx?nfstatus=401&nftoken=00000000-0000-0000-0000-000000000000&nfstatusdescription=ERROR%3a+No+local+token
http://www.ama-assn.org/ama/pub/advocacy/state-advocacy-arc/state-advocacy-campaigns/private-payer-reform/state-based-payment-reform/evaluating-payment-options/bundled-payments.page
http://www.ama-assn.org/ama/pub/advocacy/state-advocacy-arc/state-advocacy-campaigns/private-payer-reform/state-based-payment-reform/evaluating-payment-options/bundled-payments.page
http://www.ama-assn.org/ama/pub/advocacy/state-advocacy-arc/state-advocacy-campaigns/private-payer-reform/state-based-payment-reform/evaluating-payment-options/bundled-payments.page
http://www.ama-assn.org/ama/pub/advocacy/state-advocacy-arc/state-advocacy-campaigns/private-payer-reform/state-based-payment-reform/evaluating-payment-options/bundled-payments.page


25.	 Id.

26.	 Hostetter M, Klein S., supra note 1.

27.	 Hacker K, Walker D.K., supra note 4.

28.	 Gold J. (Sept. 14, 2015), Accountable Care Organi-
zations, Explained, Kaiser Health News, available  
at http://khn.org/news/aco-accountable-care-orga-
nization-faq/.

29.	 Id.

30.	 Id.

31.	 Kizer K., supra note 2.

32.	 Maxwell J, Bailit M, Tobey R, Barron C. (2014), Early 
Observations Show Safety-Net ACOs Hold Prom-
ise To Achieve The Triple Aim And Promote Health 
Equity, Health Affairs Blog, http://healthaffairs.org/
blog/2014/09/15/early-observations-show-safety-
net-acos-hold-promise-to-achieve-the-triple-aim-
and-promote-health-equity/.

33.	 Hostetter M, Klein S., supra note 1.

34.	 Sandel M, et al. (2014), The MLP Vital Sign: Assess-
ing and Managing Legal Needs in the Health Care 
Setting, Journal of Legal Medicine; 35(1), 41, 47 
[hereinafter, Sandel et al., The MLP Vital Sign] and 
Hallarman L, et al. (2014), Blueprint for Success: 
Translating Innovations from the Field of Palliative 
Medicine to the Medical-legal partnership, Journal 
of Legal Medicine; 35(1), 179, 184.

35.	 Sandel M, et al. (2010), Medical-legal partnerships: 
Transforming Primary Care By Addressing The Legal 
Needs Of Vulnerable Patients, Health Affairs; 29(9), 
1697, 1698.

36.	 Sandel M. The MLP Vital Sign, supra note 34, at 47.

37.	 How Civil Legal Aid Helps Health Care Address 
SDOH, (2015), National Center for Medical-Legal 
Partnership, http://medical-legalpartnership.org/
mlp-response/how-civil-legal-aid-helps-health-
care-address-sdoh/. See also Marple K. (January 
2015), Framing Legal Care as Health Care, The Na-
tional Center for Medical-Legal Partnership, http://
medical-legalpartnership.org/new-messaging-
guide-helps-frame-legal-care-health-care/.

38.	 Murphy J, Lawton E, Sandel M. (2015), Legal Care as 
Part of Health Care, Pediatric Clinics North America; 
62(5), 1263, 1265.

39.	 McCarthy N. Rethinking Care for Emergency De-
partment Super Utilizers in a Value-Based World, 
ECG Management Consultants, available at http://
www.ecgmc.com/thought-leadership/articles/
rethinking-care-for-emergency-department-super-
utilizers-in-a-value-based-world.

40.	 The National Center for Medical-Legal Partnership. 
(2016), Slide Deck, Population Health Simultaneous 
Break-Out. See also Martin J, Martin A, Schultz C, 
Sandel M. (2015), Embedding Civil Legal Aid Services 
In Care For High-Utilizing Patients Using Medi-
cal-Legal Partnership, Health Affairs Blog, http://
healthaffairs.org/blog/2015/04/22/embedding-civ-
il-legal-aid-services-in-care-for-high-utilizing-pa-
tients-using-medical-legal-partnership/.

41.	 Martin J, Martin A, Schultz C, Sandel M.,  
supra note 40.

42.	 Applying the MLP Approach to Population Health, 
Pain Points, and Payment Reform Case Study #1 – 
High-Need, High-Cost Patients, (2016), National 
Center for Medical-Legal Partnership.

43.	 Id.

44.	 Insel T, (2013), Getting Serious About Mental Illness-
es, National Institute Of Mental Health Director’s 
Blog, http://www.nimh.nih.gov/about/director/2013/
getting-serious-about-mental-illnesses.shtml.

45.	 Id.

46.	 Id.

47.	 Applying the MLP Approach to Population Health, 
Pain Points, and Payment Reform Case Study #2 
— Mental Health, (2016), National Center for Medi-
cal-Legal Partnership.

48.	 Id.

49.	 Hostetter M, Klein S., supra note 1.

50.	 Building Infrastructure and Integration, National 
Center for Medical-Legal Partnership, http://medi-
cal-legalpartnership.org/resources/integration/.

51.	 Non-profit hospitals must conduct Community Health 
Needs Assessments every three years. 26 U.S.C.§ 
501(r)(3) (2014).

52.	 See Martin J, Martin A, Schultz C, Sandel M., supra 
note 40.

National Center for Medical Legal Partnership      15

http://khn.org/news/aco-accountable-care-organization-faq/
http://khn.org/news/aco-accountable-care-organization-faq/
http://healthaffairs.org/blog/2014/09/15/early-observations-show-safety-net-acos-hold-promise-to-achieve-the-triple-aim-and-promote-health-equity/
http://healthaffairs.org/blog/2014/09/15/early-observations-show-safety-net-acos-hold-promise-to-achieve-the-triple-aim-and-promote-health-equity/
http://healthaffairs.org/blog/2014/09/15/early-observations-show-safety-net-acos-hold-promise-to-achieve-the-triple-aim-and-promote-health-equity/
http://healthaffairs.org/blog/2014/09/15/early-observations-show-safety-net-acos-hold-promise-to-achieve-the-triple-aim-and-promote-health-equity/
http://medical-legalpartnership.org/mlp-response/how-civil-legal-aid-helps-health-care-address-sdoh/
http://medical-legalpartnership.org/mlp-response/how-civil-legal-aid-helps-health-care-address-sdoh/
http://medical-legalpartnership.org/mlp-response/how-civil-legal-aid-helps-health-care-address-sdoh/
http://medical-legalpartnership.org/new-messaging-guide-helps-frame-legal-care-health-care/
http://medical-legalpartnership.org/new-messaging-guide-helps-frame-legal-care-health-care/
http://medical-legalpartnership.org/new-messaging-guide-helps-frame-legal-care-health-care/
http://www.ecgmc.com/thought-leadership/articles/rethinking-care-for-emergency-department-super-utilizers-in-a-value-based-world
http://www.ecgmc.com/thought-leadership/articles/rethinking-care-for-emergency-department-super-utilizers-in-a-value-based-world
http://www.ecgmc.com/thought-leadership/articles/rethinking-care-for-emergency-department-super-utilizers-in-a-value-based-world
http://www.ecgmc.com/thought-leadership/articles/rethinking-care-for-emergency-department-super-utilizers-in-a-value-based-world
http://healthaffairs.org/blog/2015/04/22/embedding-civil-legal-aid-services-in-care-for-high-utilizing-patients-using-medical-legal-partnership/
http://healthaffairs.org/blog/2015/04/22/embedding-civil-legal-aid-services-in-care-for-high-utilizing-patients-using-medical-legal-partnership/
http://healthaffairs.org/blog/2015/04/22/embedding-civil-legal-aid-services-in-care-for-high-utilizing-patients-using-medical-legal-partnership/
http://healthaffairs.org/blog/2015/04/22/embedding-civil-legal-aid-services-in-care-for-high-utilizing-patients-using-medical-legal-partnership/
http://www.nimh.nih.gov/about/director/2013/getting-serious-about-mental-illnesses.shtml
http://www.nimh.nih.gov/about/director/2013/getting-serious-about-mental-illnesses.shtml
http://medical-legalpartnership.org/resources/integration/
http://medical-legalpartnership.org/resources/integration/


The National Center for  
Medical-Legal Partnership

Department of Health Policy and Management 
Milken Institute School of Public Health 
The George Washington University

2175 K Street, NW 
Suite 513A 
Washington, DC 20037

www.medical-legalpartnership.org 
(202) 994-4119

CONTACT INFORMATION

http://www.medical-legalpartnership.org

