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New York State Medical Assistant Research Project Background

There is growing evidence that medical assistants (MAs) can play an important role in supporting primary care practices’ 
transition to team-based care, often resulting in improved quality of care, access to care, and productivity, as well as improved job 
satisfaction and reduced burnout.  However, little is known about the variation in use of MAs in traditional or advanced roles 
across sites.  To better address this research gap, the New York Health Foundation funded a two-phase research project on use of 
MAs in New York.  The first was a planning phase grant, awarded to the New York Alliance for Careers in Healthcare (NYACH), 
the healthcare industry partnership of the NYC Mayor’s Office of Talent and Workforce Development to undergo a landscape 
analysis and inform the design of a potential research effort. The planning involved semi-structured interviews with stakeholders 
in primary care across New York State, including: representatives from Federally Qualified Health Centers (FQHCs), hospital-
based ambulatory clinics (both public and private), small private physician practices, health care research institutions, higher 
education, membership organizations and public health.

Findings from these interviews suggested there is wide variation in MA scope of tasks and training and certification requirements 
within the state. Further, there was significant interest among stakeholders to better understand the extent to which other 
practices are utilizing MAs in expanded roles and tasks. As a result, the second phase of the study, led by the Mullan Institute for 
Health Workforce Equity, featured a survey of primary care providers that covered: recruitment and retention; MA participation 
in sets of tasks; interest in MAs taking on new tasks and the barriers to doing so; and interest in apprenticeship models. Phase II 
also involves an environmental scan on MA training and education in the state of NY and MA focus groups.
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Executive Summary 
Between November 2024 and April 2025, the Fitzhugh Mullan Institute for Health Workforce Equity 
(Mullan Institute) conducted a survey of employers of medical assistants (MAs) in primary care in New 
York State about MA support, benefits, training and career paths, recruitment and retention, and 
roles/activities in their organizations. The survey also queried employers’ perceptions of potential 
expansions to MA roles including involvement in giving injections/vaccinations. Survey respondents 
received a $25 gift card to acknowledge their participation. 

Collectively, we received 120 complete responses and 47 partial responses from employers across the 
state. Survey participants included practice administrators (45.6%), nurse supervisors (17.4%), 
administrative leaders (e.g. CEO or COO—10.1%), clinical leaders (10.1%) and others (5.4%). Their 
organizations included community health centers (35.9%), group practices (34.0%), solo practices 
(22.4%) and small numbers of academic practices (4.5%) and other settings (3.2%). Most (69.9%) were 
from the New York City region, 9.5% were from the Mid-Hudson region, 3.4% were from Long Island and 
the remainder (17.1%) were from other regions of the state. 

Key takeaways include: 

• The vast majority of respondents said their organizations offer paid leave (85.8%), paid vacation 
(88.8%), health insurance (71.6%) and part-time hours (75.4%) to MAs.    

• When hiring MAs, most required MAs to have completed a training program (68.2%) or earned 
an MA certification (60.7%).  

• Overall, 34.8% of respondents reported that any MAs in their organizations started in other 
roles before advancing to become MAs; a higher percentage (54.8%) indicated any MAs 
advanced to other roles in their organization.  

• Overall, 21.8% of respondents said their organizations provided support for existing staff 
members to become MAs; 30.1% said their organizations supported MAs to pursue other 
careers. 

• Respondents generally reported greater difficulty in recruiting MAs compared with retaining 
them (43% vs. 30% somewhat/very difficult, respectively). 

• Overall, we found that MAs are engaged in a wide variety of tasks across primary care practices 
in the state of New York – but often these roles were also shared with nurses and other staff.  
MA involvement in specific tasks ranges from a high of 95.9% (taking patient vital signs) to a low 
of 11.2% (billing and coding). 

• Among practices that do not use MAs for specific activities, a large portion are interested in 
expanding the MA role. For example, half of the practices surveyed do not currently have MAs 
notify patients of normal test results (n=52), but 54% (n=28) of them are interested in having 
MAs take on that role. 

• Two out of 3 respondents (66%) said their organizations would likely have MAs provide 
injections/vaccinations if the law changed, with an additional 10% being uncertain (neither likely 



3 
 

nor unlikely). The vast majority (85%) indicated they would have an in-house nurse or physician 
provide the training, signaling training MAs to provide injections/vaccinations would be a 
feasible task. 

• The most frequently cited benefits of expanded MA roles were reduced physician burnout 
(58.8%) and increased provider productivity (47.9%).  

• Respondents most frequently cited difficulty recruiting qualified MAs (47.9%), need for 
extensive training for MAs on expanded roles (45.4%) and existing MA burnout/stress (40.3%) as 
barriers to expanding MA roles at their organizations. 

• They were most likely to cite training resources for physicians on working with MAs in expanded 
roles (60.2%), expanded training programs for MAs (also 60.2%) and guidance on MA scope of 
practice (50.5%) as necessary resources to support expansion of MA roles.  
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Methods 
Between November 2024 and April 2025, the Fitzhugh Mullan Institute for Health Workforce Equity 
(Mullan Institute) conducted a survey of employers of medical assistants (MAs) in primary care in New 
York State about MA support, benefits, training and career paths, recruitment and retention, and 
roles/activities in their organizations. The survey also queried employers’ perceptions of potential 
expansions to MA roles including involvement in giving injections/vaccinations. The survey questions 
were informed by findings from focus groups with 35 New York MAs during an earlier phase of this 
project.1 The survey was distributed electronically via Qualtrics to listservs of New York health systems, 
hospital and community health center associations and unions. Respondents received a $25 gift card to 
acknowledge their participation. 

We conducted descriptive analysis of the survey data (overall means and frequencies), along with 
bivariate comparisons by organization type (and by specialty for certain metrics) using a threshold of 
p<0.05 to indicate statistical significance. 

 

Respondent Characteristics 
Survey respondents were primarily practice administrators (45.6%) and nurse supervisors (17.4%). The 
remaining respondents wrote in responses that we grouped into the categories of administrative 
leader/HR, clinical leader and “other” roles as indicated below in Figure 1.  

 

Figure 1. Respondent Roles 

 

 

                                                             
1 See our February 2025 report for more information on the focus groups: Medical Assistants in New York: Focus 
Group Findings 

45.6%

17.4%

10.1%

5.4%

21.5%
Practice administrator

Nurse supervisor

Admin leader/HR

Clinical leader

Other

https://www.gwhwi.org/uploads/4/3/3/5/43358451/ma_focus_group_findings_report.pdf
https://www.gwhwi.org/uploads/4/3/3/5/43358451/ma_focus_group_findings_report.pdf
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As shown in Figure 2, nearly 70% of respondents were from New York City, with Long Island having the 
second highest percentage of respondents (9.6%), making the survey skewed toward the downstate 
area.   

 

Figure 2. Respondent Roles 

 

 

As shown below in Figure 3, respondents were largely from community health centers and group 
practices, 35.9% and 34% of respondents respectively. An additional 22% of respondents indicated they 
were in solo practices, 4.5% in academic practices, and 3.2% from other settings. 

 

Figure 3. Respondent Practice Settings  

 

When asked to report the number of MAs in their organization, responses ranged from 1 to 10,000 with 
an average of 104.8 MAs (median = 6).  90% of the practices had fewer than 50 MAs.  The number of 
open positions ranged from 0 to 1,000 with one out of three practices (33.6%) not having any open 
positions. Among those with open positions, the mean number of open positions was 20.3 (median 2). 
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MA Support and Benefits 
In competitive marketplaces, offering benefits and opportunities to earn higher wages for specific roles 
or responsibilities can help an organization stand out with prospective employees.  We found that nearly 
all survey respondents said their organizations offer paid leave (85.8%), paid vacation (88.8%), health 
insurance (71.6%) and part-time hours (75.4%) to MAs. Solo practice respondents were least likely to 
report offering benefits to MAs including paid sick leave (53.1% vs. 90%+ for all other organization types, 
p<0.01); paid vacation (62.5% vs. 90%+ for all other organization types, p<0.01); and health insurance 
(19.4% vs. 75%+ for all other organization types, p<0.01). Academic outpatient practice respondents 
were most likely to report offering part time hours (100%) to MAs compared with other organization 
types, but differences between organization types were not statistically significant (p=0.1). See Table 1. 

 

Table 1. MA Support and Benefits by Organization Type 
 

FQHC 

Academic 
Outpatient 

Practice 

Single 
Specialty 

Group 
Practice 

Multi-
Specialty 

Group 
Practice 

Solo 
practice Other Total  

 

MAs part of a union** 48.9% 66.7% 11.5% 26.1% 3.1% 25.0% 27.2% 

Does your organization offer any of the following benefits or scheduling options to MAs? 

Paid sick leave** 97.7% 100% 96.0% 91.3% 53.1% 100% 85.8% 
Paid vacation** 100% 100% 92.0% 95.7% 62.5% 100% 88.8% 
Health insurance** 97.8% 100% 80.0% 78.3% 19.4% 50.0% 71.6% 
Part time hours 68.2% 100% 80.7% 87.0% 68.8% 66.7% 75.4% 

Can MAs in your organization earn higher wages for any of the following activities? 

Advanced MA role (e.g., 
(senior MA, MA supervisor) 

48.9% 66.7% 53.9% 73.9% 37.5% 50.0% 52.2% 

Serving as preceptor or 
trainer for MA trainees 

42.2% 66.7% 37.5% 45.5% 21.9% 25.0% 37.6% 

Providing translation 
services 

31.1% 50.0% 32.0% 30.4% 19.4% 50.0% 29.9% 

*p<0.05, **p<0.01 

 

When examining opportunities for earning higher wages, we found slightly over half of respondents said 
their organizations offered MAs higher pay for serving in advanced roles (senior MA or MA supervisor), 
only 37.6% paid MAs more for serving as preceptors/trainers for MAs, and even fewer (29.9%) said they 
paid more for MAs providing translation services. A lower percentage of respondents from solo 
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practices reported that their organizations paid MAs higher wages for each category of extra 
responsibilities, but none of the comparisons between organization types was statistically significant. 

Overall, 27.2% of respondents said that MAs at their organizations were able to join unions. We found 
statistically significant differences (p<.01) in union participation by MAs by organization type: 
respondents from academic outpatient practices (66.7%) and FQHCs (48.9%) were most likely to say 
their MAs were unionized, and respondents from solo practices were least likely (3.1%).  

 

MA Training & Career Paths 
When asked to report what types of training MAs needed to be hired in their organizations, most 
respondents indicated that they required MAs to have completed a training program (68.2%) or earned 
an MA certification (60.7%). More than half also said they required MAs to complete on-the-job training, 
and only a few (6.7%) said their organizations did not require MAs to have any specific training. We 
found statistically significant differences by organization type for MA training program and MA 
certification requirements: FQHCs and solo practices (56.3% each) were less likely to expect MA to have 
completed a training program compared with other organization types (76.9-100%, p=0.03); and FQHCs 
were also least likely to expect MAs to have completed a certification program (38.6% vs. 50%-100% 
among other organization types, p<0.01). 

 

Figure 4. MA Training Requirements 

 

 

Overall, 34.8% of respondents reported that any MAs in their organizations had started in other roles 
before advancing to become MAs. The most frequently cited prior roles included patient 
registration/front desk staff, patient services representative, call center staff and food & nutrition staff. 
When comparing by organization type, FQHC respondents were most likely (52.3%) to say they had MAs 

6.7%

52.6%

60.7%

68.2%

0% 10% 20% 30% 40% 50% 60% 70% 80%

No specific training

On-the-job training

MA certification

MA training program

Are MAs required to have any of the following training to be hired to work in your 
organization? 
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who started in other roles compared with other organization types, but the differences only approached 
statistical significance (p=0.07). 

Respondents were more likely to report that any MAs in their organizations had advanced to other roles 
(54.8%), both in general and within each organization type. There were statistically significant 
differences between organization types in the likelihood of having MAs advance to other roles (p=0.03): 
respondents from academic outpatient practices (83.3%), “other” practice settings (75.0%) and FQHCs 
(68.2%) were more likely to report having MAs advance than other organization types, and solo practice 
respondents were least likely (34.4%). Respondents identified the following roles to which MAs 
advanced (listed in order of frequency):  

• Licensed practical nurse 
• Registered nurse 
• Care coordinator 
• Healthcare administration 
• Patient navigator 
• Technician (e.g., EKG) 

 
When asked whether their organizations provided financial support for MA training, 21.8% of 
respondents said their organizations provided support for existing staff members to become MAs, and 
30.1% said their organization supported MAs to pursue other careers. The percentage offering at least 
one of these options was 36.8%, but a larger percentage (46.6%) said their organizations did not provide 
either type of support (see Figure 5).  

 
Figure 5.  Financial Support for MA Training 

 

 

Differences between financial support offered by organization type approached statistical significance 
for both supporting existing staff to become MAs (p=0.06) and supporting MAs to pursue other careers 
(p=0.06). FQHCs (34.9%) and academic outpatient practice respondents (33.3%) were most likely to say 

46.6%

36.8%

30.1%

21.8%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

None

Existing staff to MA *or* MA to other career

Support MAs to pursue other careers

Support existing staff to become MAs

Does your organization provide direct financial support for any of the following? 
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their organizations supported existing staff members to become MAs relative to other organization 
types (0-23.1%); respondents in multispecialty groups (47.8%), FQHCs (34.9%) and single specialty 
groups (34.6%) were most likely to say their organizations supported MAs to pursue other careers 
relative to other organization types (0-16.7%). Respondents from solo practices (77.4%) and “other” 
practice settings (75.0%) were significantly more likely than other organization types to say their 
organizations did not provide any financial support for MA training (p<0.01). 

When asked about which types of financial support their organizations provided for MA training, 
respondents were most likely to identify direct tuition assistance (16.0% for MA to other career, 10.7% 
for existing staff to MA) and paid on the job training (9.9% and 8.4% respectively). Smaller numbers 
provided tuition assistance through union funds (8.4% and 5.3% respectively) and loan repayment (4.6% 
and 2.3% respectively). Notably, respondents were more likely to identify financial support mechanisms 
for MAs to train for other careers vs. those for existing staff to train as MAs (see Figure 6). 

 

Figure 6. Financial Support for MA Career Advancement 

 

 

Participation in Innovative MA Training Models 
We also wanted to know if primary care practices in New York are involved with two unique training 
opportunities: 1) local Boards of Cooperative Educational Services (BOCES) to sponsor either high school 
or adult learning training programs for MAs, LPNs, or other health professionals, and 2) apprenticeship 
programs (either state-sponsored or other) where health professions trainees (including MAs) employed 
at participating organizations can receive paid on-the-job-training through a structured curriculum.2  

                                                             
2 See our April 2025 report for more information about these and other training innovations: Medical Assistant 
Training in New York: Landscape, Challenges, and Opportunities for Enhancement 
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https://www.gwhwi.org/uploads/4/3/3/5/43358451/ny_training_landscape_april_2025.pdf
https://www.gwhwi.org/uploads/4/3/3/5/43358451/ny_training_landscape_april_2025.pdf
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When asked about their organizations’ participation in training programs through BOCES, small numbers 
of respondents (11.5%) said their organizations currently participated, which is not surprising given the 
large number of respondents from NYC where BOCES is not available.  Similarly, relatively few practices 
indicated they participate in apprenticeship programs, which is also not surprising given the 
Apprenticeship program is relatively new.  Most of the respondents who said their organizations 
currently worked with BOCES or apprenticeship programs were from FQHCs (60.0% and 57.1% 
respectively). Respondents who worked with BOCES were about equally likely to use it for MA (60.0%) 
and LPN training (66.7%). Importantly, more than half expressed interest in learning more about BOCES 
and Apprenticeship opportunities signaling the potential for wider adoption in the future as word 
spreads about these MA training programs (see Figure 7).   

 

Figure 7. Participation in BOCES or Apprenticeship Training Models 

 

 

MA Recruitment & Retention 
When asked to assess their organizations’ experiences recruiting and retaining MAs, respondents 
generally reported greater difficulty in recruiting MAs compared with retaining them. More than 43% of 
respondents said it was somewhat (32.8%) or very difficult (10.9%) to recruit MAs, while just under 30% 
said it was somewhat (22.8%) or very difficult (7.1%) to retain them (see Figure 8). There were no 
significant differences in recruitment (p=0.36) and retention perceptions (p=0.89) by organization type. 
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Figure 8.  Respondent Assessments of Ease/Difficulty of MA Recruitment and Retention 

 

 

Respondents largely agreed that hosting MA interns or trainees (87.3% strongly agree or agree), having 
career ladders (69.8%) and having advanced MA roles (58.9%) were helpful in recruiting and retaining 
MAs (see Figure 9).  Given the retention challenges identified above, primary care practices may want to 
explore opportunities for developing career ladders at their organizations as a retention strategy.  
Respondents were less likely to agree that they had access to a local pipeline of MA graduates (48.6%) 
and that they were satisfied with the available supply of MAs in their area (39.7%).  The wide interest in 
BOCES and Apprenticeship programs speaks to an opportunity expanding the pipeline of MAs with 
further investments/expansion of these training models – particularly the high school BOCES and 
Apprenticeship programs that have no tuition costs associated with them, making MA training more 
accessible for low income populations. Notably, the items about the impact of advanced MA roles and 
career ladders had the highest percentage of “not applicable" responses (25.0% and 20.7% respectively), 
likely because not all organizations offer these opportunities to their MAs. 

  

16.5%

12.5%

23.6%

22.7%

29.9%

21.1%

22.8%

32.8%

7.1%

10.9%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Retain MAs

Recruit MAs

Very easy Somewhat easy Neither easy nor difficult Somewhat difficult Very difficult



12 
 

Figure 9. Respondent Assessments of MA Recruitment & Retention Experiences 

 

 

MA Staffing & Roles 
When asked to indicate which primary care specialties in their organizations employed MAs, 
respondents most frequently identified internal medicine (57.1%), pediatrics (49.2%) family medicine 
(47.6%), and obstetrics/gynecology (35.7%). Smaller numbers said their organizations employed MAs in 
geriatrics and psychiatry (see Figure 10), or other specialties (most frequently cardiology, urgent care 
and podiatry). 

 

Figure 10. Specialties Employing MAs at Respondent Organizations 
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Respondents were asked to choose a single specialty on which to report on MA activities in detail; their 
selected specialties are shown in Figure 11. The top 4 specialties were the same as the most frequently 
identified in Figure 10: family medicine, internal medicine, pediatrics and obstetrics/gynecology. 

 

Figure 11. Specialties for MA Activity Questions 

 

When asked to indicate whether their organization offered different levels of MA positions in their 
selected specialty, 37.1% said they offered multiple levels with increasing responsibility and the other 
62.9% said they offered only one level. There were no statistically significant differences between 
specialties (p=0.59), but respondents reporting on obstetrics/gynecology (54.6%) and “other” specialties 
(55.6%) were somewhat more likely to say their organizations offered multiple levels (<40%, see Figure 
12). 

 

Figure 12. Levels of MA Position Offered by Specialty 
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To understand more about team configuration in respondents’ organizations, the survey asked 
respondents to indicate the MA to primary care provider ratios for standard situations and for PCPs with 
high volume and/or complex patients. As shown in Figure 13, respondents were more likely to report 
ratios of 2 MAs per PCP (26.7% vs. 19.1%) and more than 2 MAs per PCP (7.9% vs. 6.1%) for high 
volume/complexity situations compared with their standard ratio. Similar proportions of respondents 
indicated ratios of less than 1 MA per PCP for standard and high volume/complexity situations (about 
13%).  In both standard and high volume/complexity practices, ratios of 1 MA per PCP were the most 
frequently selected (61.7% standard and 52.5% high volume/complexity).  

 

Figure 13. MA to Primary Care Provider Ratios in Respondent Organizations 

 
 

MA Activities 
Respondents were asked to indicate which professions (MAs, LPNs, RNs, and/or other professions) 
performed activities in direct care and communication, patient education and coaching, population 
health, and administration that are allowable for MAs to perform in New York. The activity list was 
developed by Erin Fraher, PhD and colleagues at the University of North Carolina.3 For any activities that 
MAs did not perform, we later asked respondents to indicate if they would be interested in expanding 
the MA role to include the activities.    

We calculated whether only MAs performed those activities (solid blue shading), MAs along with nurses 
or other professions (solid orange shading), or not performed by MAs which was broken out into two 
groups:  interested in having MAs take on the activity (striped orange) or not interested (solid grey).    

Overall, we found that MAs are engaged in a wide variety of activities across primary care practices in 
the state of New York – but often these roles were also shared with nurses and other staff – which is to 
be expected in team-based care when roles can overlap.  Not surprisingly, LPNs and RNs were not as 
involved in more administrative activities such as: registering patients (administrative check-in), scribing 
during exams/visits, billing and coding, completing hospital admissions forms, and assigning referrals 

                                                             
3 Fraher EP, Cummings A, Neutze D. The Evolving Role of Medical Assistants in Primary Care Practice: Divergent and Concordant 
Perspectives from MAs and Family Physicians. Medical Care Research and Review. 2020;78(1_suppl):7S-17S. 
doi:10.1177/1077558720966148 
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and laboratory services. For those services, between 3.2% to 14.5% of practices reported LPN or RN 
involvement.  However, for nearly all other activities between 20% and 44.6% sites reported LPNs and 
RNs were engaged in providing services that MAs can also perform, pointing to opportunities for 
practices to offload activities that nurses are performing to greater reliance on MAs for these activities. 
This also points to the value of greater clarity and education around MA scope of practice. See Appendix 
2 for full details on LPN, RN, and other providers’ roles in activities that could be performed by MAs. 

 

Direct Care and Communication Activities 
We found the widest variety in MA engagement among the 14 Direct Care and Communication 
Activities with MA engagement ranging from 96% of the practices reporting that MAs take patients’ vital 
signs to only 16% indicating that MAs administer medications. (See Figure 14.)  Three activities were 
performed by MAs in 90% or more of the surveyed practices, including: taking patients’ vital signs, 
inputting information into the electronic health records, and administering electrocardiograms (EKGs). 
In over 80% of the practices, MAs draw blood, serve as translators, and record chief complaints/history. 
Over half of the practices had MAs review/update medications in chart, assist with procedures or scribe 
during the clinical exams/visits. In contrast, less than half of the practices had MAs notify patients of 
normal test results, review after-visit summaries with patients, register patients, refill or pend 
medications based on standing orders or administer medications.    

Among practices that relied on staff members other than MAs for the Direct Care and Communication 
activities (i.e. striped orange and grey portion of the bars), interest in having MAs take on these activities 
ranged from a low of 21% expressing interest in having MAs serve as translators to a high of 54% 
interested in having MAs take on notifying patients of normal test results. 

Figure 14. MA Involvement in Direct Care and Communication Activities 
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Patient Education and Coaching Activities 
We also found variation in MA participation in Patient Education and Coaching Activities.  While nearly 
3 out of 4 practices involved MAs in screening for depression (74.1%), substantially fewer involved MAs 
for motivational interviewing to help patients set goals, relaying/reinforcing education to patients with 
chronic diseases on preventive care, or helping patients with chronic diseases set health goals (without 
motivational interviewing). (See Figure 15.) Among sites that do not currently use MAs for particular 
patient education and coaching activities (striped orange and grey portion of the bars), interest in having 
them take on these roles ranged between 31% (help patients with chronic diseases set health goals 
(without motivational interviewing) to 55% (screen for depression) across the activities.  

  

Figure 15.  MA Involvement in Patient Education and Coaching Activities 

 

 

Population Health Activities 
In team-based care models, MAs can play an important role in supporting population health.  Consistent 
with the focus group discussions with MAs, we found that approximately 60% of practices engage MAs 
in Population Health Activities, including reviewing patient lists to identify patients in need of 
preventive screening, extracting information from EHRs to manage patient lists, contributing to visit 
planning discussions, and finding patients with diabetes overdue for HbA1C tests and pending orders.  
(See Figure 16.) Among sites that do not currently use MAs for these roles (orange striped and grey 
portion of the bars), between 35% (contribute to visit planning discussions) and 53% (extract 
information from EHRs to manage patient lists) are interested in having them take on specific population 
health activities.  
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Figure 16. MA Involvement in Population Health Activities 

 

 

Administrative Activities 
Collectively, Administrative Activities were some of the activities least likely to be performed by MAs.  
Among these activities, MAs were most likely to be involved with assigning referrals and laboratory 
services (42%) and updating and filing patient records and insurance forms (38%). Fewer practices 
reported involving MAs in completing hospital admission forms (23%) and billing and coding (11%).  
Among the sites that do not use MAs for these administrative activities (orange striped and grey bars), 
the percent interested in having them take on particular administrative activities ranged from 23% 
(complete hospital admission forms) to 37% (assign referrals and lab services). Respondents were 
generally least likely to be interested in having MAs participate in administrative activities, with more 
than half of respondents indicating no current involvement or interest in having MAs complete hospital 
admission forms or work on billing & coding.  

 

Figure 17. MA Involvement in Administrative Activities 
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Interest in MAs Giving Injections/Vaccines 
Survey respondents were largely supportive of MAs giving injections/vaccinations. Two out of 3 
respondents (66%) said they would likely have MAs provide injections/vaccinations if the law changed, 
with an additional 10% being uncertain (neither likely nor unlikely).  Respondents in FQHCs were more 
likely to say they would allow MAs to perform injections/vaccinations if the law changed compared to 
respondents in other settings (78% vs. 61%, p<0.10). However, not all are likely to have MAs take this on 
as approximately 23% of those responding to the survey said they would be somewhat or very unlikely 
to allow MAs to provide injections/vaccines. See Figure 18. 

 

Figure 18. Likelihood of MA Provision of Injections/Vaccinations if Allowed 

 

 

Practice administrators that expressed interest in having MAs provide injections/vaccines were also 
asked how to identify strategies they would use to train MAs on providing injections and vaccinations. 
The vast majority (85%) indicated they would have an in-house nurse or physician provide the training, 
signaling training MAs to provide injections/vaccinations would be a feasible task.  Respondents could 
select more than one option. Nearly one out of four (21.8%) said they would validate school 
certification.  Equal percentages of respondents (12.8%) indicated they would bring an outside 
consultant in-house to provide training or send MAs to an outside organization for training.  A small 
percentage (4.0%) did not know how they would train MAs to administer injections/vaccinations if they 
were allowed to give them. See Figure 19. 
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Figure 19. MA Injection/Vaccination Training Approaches 

 

 

Reasons to Expand MA Roles 
Moving toward team-based care and expanded roles for medical assistants has the potential to improve 
practice efficiency, reduce provider burden and improve staff satisfaction.  To better understand how NY 
practices view the value of expanding team-based care, we asked respondents to indicate top reasons 
they would consider expanding MA roles in their organizations.  The most frequently cited benefit of 
expanded MA roles was reduced burn on physicians (58.8%). This was the only reason cited by the 
majority of respondents who answered the question; otherwise, respondents indicated a wide variety of 
reasons including increasing PCP productivity (47.9%), improving patient outcomes (44.5%) and 
satisfaction (42.9%) along with reducing burden on nursing staff (42.9%). Respondents also cited MA-
centric reasons including providing career growth opportunities (41.2%), enabling staff to practice to the 
top of their license (40.3%) and increasing MA job satisfaction (35.3%).  Fewer respondents indicated 
that expanded roles for MAs would support primary care transformation (27.6%) or support value-based 
care (26.9%).  Similarly, substantially fewer (26.1%) indicated expanded MA roles would increase PCP 
satisfaction despite the expected benefits for PCPs described above. 

We identified statistically significant differences in reasons for expanding MA roles by organization type 
for reducing burnout on nursing staff (p<0.01) and enabling staff members to practice to the top of their 
license (p<.05). In both cases, single specialty group and solo practice respondents were least likely to 
identify these reasons (<30%) compared with all other organization types (>50% for reducing burnout 
and >45% for practicing at the top of license). 
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Figure 20. Reasons to Expand MA Roles 

 

 

Barriers to Expanding MA Roles 
The top barriers to expanding MA roles that respondents identified were mostly related to the existing 
MA workforce and pipeline (see Figure 21). Respondents most frequently cited difficulty recruiting 
qualified MAs (47.9%), need for extensive training for MAs on expanded roles (45.4%) and existing MA 
burnout/stress (40.3%) as barriers to expanding MA roles at their organizations.   

Relatively few respondents (21.0%) cited the need for provider training on expanded MA roles as a 
barrier, despite the fact that few providers are trained in team-based care in medical school or NP/PA 
training programs – though more health professions training programs are moving in that direction.  
Respondents were also much less likely to identify issues of PCP (16.0%) or nursing (10.9%) resistance or 
lack of buy-in to working with MAs in expanded roles. 

We found statistically significant differences for barriers identified by respondents from different 
organization types for PCP training (p=0.05), which ranged from 0% (academic practices) to 75% (“other” 
settings), and compliance with scope of practice regulations (p=0.03), which FQHC (55.6%), other (50%) 
and multispecialty group practice respondents (45.5%) were more likely to identify compared with 
respondents from other organization types. 
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Figure 21. Barriers to Expanding MA Roles 

 
 

Resources Needed to Support Expanded MA Roles 
When asked to indicate what resources would be helpful to support expanded roles for MAs at their 
organizations, respondents most frequently cited resources focused on training and guidance for 
providers and MAs (see Figure 22). They were most likely to cite training resources for physicians on 
working with MAs in expanded roles (60.2%), expanded training programs for MAs (also 60.2%) and 
guidance on MA scope of practice (50.5%) to support expansion of MA roles. Respondents were less 
concerned about buy-in from co-workers or unions: they were least likely to indicate needs for nurse 
buy-in (14.6%), union buy-in (15.5%) and physician (17.5%) to enable MAs to practice in expanded roles. 
There were no statistically significant differences in resources to support expanded MA roles identified 
by respondents from different organization types. 
 

Figure 22.  Resources Needed to Support Expanded MA Roles 
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Survey Limitations 
The survey had a few limitations that should be considered in interpreting the findings. First, while we 
sought to use a variety of distribution channels to reach employers of MAs in different types of 
organizations, some were more likely to generate responses than others. As a result, the survey findings 
may not fully represent the range of perspectives on MA support, activities and needs. A few 
respondents also indicated that they supervised and were looking to hire very large numbers of MAs, 
which may mean that their responses reflect their perceptions based on system-level norms rather than 
personal experiences directly supervising and hiring MAs.  

Second, to minimize respondent burden, we asked respondents to answer the questions on MA 
activities based on one specialty type only (e.g., family medicine, pediatrics).  We then asked 
respondents whether they would answer the questions similarly for MAs working in other primary care 
specialties. Only 7.6% disagreed, suggesting the responses are broadly representative of how MAs are 
used in primary care in their organizations. 

As noted above, the survey also included a high percentage of respondents from New York City and 
other downstate regions of the state. Additionally, organization types were highly correlated with 
region: responses from New York City were significantly more likely to be solo practices, while responses 
from other regions were significantly more likely to be FQHCs. These correlations make it difficult to 
examine geographic differences in MA support and activities across the state separately from 
organization type differences.  

 

Conclusions 
The findings from this survey on Use of MAs in Primary Care point to several opportunities to enhance 
primary care delivery in the state of New York.  Overall, we found that MAs are engaged in a wide 
variety of tasks across primary care practices.  However, there is extreme variation in which activities 
MAs typically perform, with LPNs and RNs often performing tasks that could be done by MAs.   
Importantly, two thirds of respondents indicated they would likely have MAs provide injections and 
vaccinations – a task that MAs are allowed to do in every other state except New York – should the law 
change. 

Among practices that do not currently use MAs for specific activities, a large portion are interested in 
expanding the MA role, which is seen as a potential strategy for reducing physician burnout and 
increasing productivity.   Respondents indicated training resources, including training for physicians on 
working with MAs in expanded roles and guidance on MA scope of practice would support expansion of 
MA roles.  Respondents also expressed interest in learning more about apprenticeship programs that 
could help them offer paid on the job training to prospective recruits.   

 

 



APPENDIX A.  Medical Assistant Par�cipa�on in Ac�vi�es, by Prac�ce Se�ng 

  

FQHC 

Academic 
Outpa�ent 

Prac�ce 

Single 
Specialty 

Group 
Prac�ce 

Mul�-
Specialty 

Group 
Prac�ce 

Solo 
Prac�ce Other Total 

 n= 41 n=6 n=23 n=21 n=28 n=4 n=119 

Direct Clinical Care and Communication 
       

Register pa�ents (administra�ve check-in) 26.8% 50.0% 45.5% 45.0% 64.3% 25.0% 43.0% 
Take pa�ents' vital signs** 100.0% 100.0% 100.0% 100.0% 82.1% 100.0% 95.9% 
Administer medica�ons 2.9% 16.7% 22.2% 17.6% 28.6% 25.0% 15.8% 
Draw blood 77.1% 80.0% 95.2% 95.0% 84.0% 75.0% 85.5% 
Administer electrocardiograms 82.9% 100.0% 90.9% 94.4% 100.0% 75.0% 90.3% 
Assist with procedures (I&D, suturing, staple 
removal, etc.)* 62.2% 66.7% 84.2% 94.1% 47.8% 100.0% 69.3% 
Refill or pend medica�ons based on standing 
orders 20.0% 0.0% 5.3% 0.0% 24.0% 50.0% 16.3% 
Record chief complaints and/or basic history* 90.0% 60.0% 100.0% 65.0% 74.1% 100.0% 83.2% 
Review/update pa�ents' medica�ons in chart 62.5% 40.0% 78.3% 85.0% 70.8% 100.0% 71.3% 
Input informa�on into electronic health 
records 97.5% 80.0% 95.7% 94.7% 92.6% 75.0% 94.1% 
Scribe during exams/visits 42.1% 0.0% 53.8% 72.7% 52.6% 100.0% 52.3% 
Review a�er-visit summaries with pa�ents 53.6% 0.0% 50.0% 25.0% 47.6% 66.7% 45.7% 
No�fy pa�ents of normal test results 50.0% 25.0% 55.0% 47.1% 52.0% 33.3% 49.5% 
Serve as a translator 81.5% 100.0% 81.8% 100.0% 76.2% 100.0% 84.8% 

*p < 0.05, **p < 0.01 

 

 

 



  

FQHC 

Academic 
Outpa�ent 

Prac�ce 

Single 
Specialty 

Group 
Prac�ce 

Mul�-
Specialty 

Group 
Prac�ce 

Solo 
Prac�ce Other Total 

Patient Education and Coaching 
       

Screen for depression 75.7% 66.7% 72.7% 70.0% 75.0% 100.0% 74.3% 
Use mo�va�onal interviewing to assist 
pa�ents in se�ng health goals 17.7% 66.7% 42.9% 33.3% 45.5% 50.0% 33.3% 
Assist pa�ents with chronic diseases in se�ng 
health goals (without mo�va�onal 
interviewing) 8.8% 40.0% 26.7% 18.8% 34.8% 33.3% 21.9% 
Relay/reinforce educa�on to pa�ents with 
chronic disease on preven�ve care as directed 
by providers 21.2% 20.0% 36.8% 22.2% 40.0% 66.7% 30.1% 

Population Health 
       

Review pa�ent lists to iden�fy pa�ents in need 
of preven�ve screening (e.g., mammography) 52.8% 40.0% 56.3% 83.3% 65.2% 100.0% 62.4% 
Find pa�ents with diabetes overdue for 
HbA1c and pend HbA1c order** 35.3% 50.0% 36.4% 84.2% 81.0% 100.0% 58.7% 
Extract informa�on from electronic health 
record to manage pa�ent lists 44.4% 75.0% 68.8% 73.7% 68.0% 66.7% 61.2% 
Contribute to visit planning discussions 69.4% 20.0% 45.5% 64.7% 52.6% 66.7% 59.3% 

Administrative 
       

Update & file pa�ent records & insurance 
forms 22.9% 16.7% 38.1% 52.6% 55.6% 25.0% 38.4% 
Billing and coding 9.1% 20.0% 4.8% 16.7% 11.5% 25.0% 11.2% 
Complete hospital admissions forms 12.5% 0.0% 13.3% 46.2% 31.6% 33.3% 24.0% 
Assign referrals & laboratory services 37.1% 0.0% 33.3% 55.6% 54.2% 50.0% 42.1% 

*p < 0.05, **p < 0.01 



APPPENDIX B.  MA Ac�vi�es by Profession  

MA Activities   MAs LPNs RNs 
Other 
Staff 
Members 

N/A Don't 
Know 

Direct Clinical Care and Communication 
      

Register patients (administrative check-in) 41.9% 6.5% 3.2% 71.8% 1.6% 0.8% 
Take patients' vital signs 95.2% 29.8% 26.6% 4.8% 0.0% 0.8% 
Administer medications 13.1% 45.1% 44.3% 20.5% 15.6% 1.6% 
Draw blood 76.4% 33.3% 31.7% 13.0% 8.9% 1.6% 
Administer electrocardiograms 70.0% 26.7% 23.3% 6.7% 19.2% 3.3% 
Assist with procedures (I&D, suturing, 
staple removal, etc.) 

57.4% 32.8% 31.2% 18.0% 13.9% 3.3% 

Refill or pend medications based on 
standing orders 

13.1% 19.7% 35.3% 39.3% 16.4% 3.3% 

Record chief complaints and/or basic 
history 

81.2% 35.3% 36.9% 18.9% 1.6% 0.8% 

Review/update patients' medications in 
chart 

67.2% 32.0% 33.6% 25.4% 4.9% 0.8% 

Input information into electronic health 
records 

91.7% 44.6% 43.0% 24.0% 1.7% 0.8% 

Scribe during exams/visits 28.3% 4.2% 3.3% 27.5% 41.7% 4.2% 
Review after-visit summaries with patients 30.6% 17.4% 24.0% 26.5% 27.3% 5.8% 
Notify patients of normal test results 42.9% 31.9% 39.5% 34.5% 10.1% 3.4% 
Serve as a translator 66.1% 22.9% 21.2% 33.9% 15.3% 6.8% 

  



Patient Education and Coaching MAs LPNs RNs 
Other 
Staff 
Members 

N/A Don't 
Know 

Screen for depression 68.3% 30.9% 35.0% 23.6% 5.7% 2.4% 
Use motivational interviewing to assist 
patients in setting health goals 

24.8% 14.1% 29.8% 37.2% 17.4% 8.3% 

Assist patients with chronic diseases in 
setting health goals (without motivational 
interviewing) 

17.2% 14.8% 36.1% 37.7% 13.9% 7.4% 

Relay/reinforce education to patients with 
chronic disease on preventive care as 
directed by providers 

26.1% 20.2% 42.9% 35.3% 8.4% 5.0% 

Population Health 
      

Review patient lists to identify patients in 
need of preventive screening (e.g., 
mammography) 

52.1% 24.0% 31.4% 38.0% 11.6% 5.0% 

Find patients with diabetes overdue for 
HbA1c and pend HbA1c order 

45.0% 19.2% 29.2% 29.2% 16.7% 6.7% 

Extract information from electronic health 
record to manage patient lists 

52.1% 22.3% 28.1% 38.0% 10.7% 4.1% 

Contribute to visit planning discussions 46.2% 27.4% 34.2% 33.3% 15.4% 6.8% 

Administrative 

      

Update & file patient records & insurance 
forms 

36.1% 6.7% 6.7% 71.4% 4.2% 1.7% 

Billing and coding 10.1% 4.2% 4.2% 79.8% 7.6% 2.5% 
Complete hospital admissions forms 15.4% 4.3% 12.8% 45.3% 32.5% 3.4% 
Assign referrals & laboratory services 38.5% 12.8% 14.5% 61.5% 5.1% 3.4% 
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