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Medical assistants identify 
strategies and barriers  
to clinic efficiency
This cross-sectional study explored the ways that medical 
assistants and physicians can work together to ensure 
that patients receive appropriate care. 

ABSTRACT
u Background: Medical assistant (MA) roles 
have expanded rapidly as primary care has 
evolved and MAs take on new patient care du-
ties. Research that looks at the MA experience 
and factors that enhance or reduce efficiency 
among MAs is limited.
uMethods: We surveyed all MAs working in 
6 clinics run by a large academic family medi-
cine department in Ann Arbor, Michigan. MAs 
deemed by peers as “most efficient” were se-
lected for follow-up interviews. We evaluated 
personal strategies for efficiency, barriers to 
efficient care, impact of physician actions on 
efficiency, and satisfaction.
u Results: A total of 75/86 MAs (87%) re-
sponded to at least some survey questions 
and 61/86 (71%) completed the full survey. 
We interviewed 18 MAs face to face. Most 
saw their role as essential to clinic functioning 
and viewed health care as a personal calling. 
MAs identified common strategies to improve 
efficiency and described the MA role to or-
chestrate the flow of the clinic day. Staff rec-
ognized differing priorities of patients, staff, 
and physicians and articulated frustrations 
with hierarchy and competing priorities as 
well as behaviors that impeded clinic efficien-
cy. Respondents emphasized the importance 
of feeling valued by others on their team. 
u Conclusions: With the evolving demands 
made on MAs’ time, it is critical to understand 
how the most effective staff members manage 

their role and highlight the strategies they 
employ to provide efficient clinical care. Un-
derstanding factors that increase or decrease 
MA job satisfaction can help identify high-
efficiency practices and promote a clinic cul-
ture that values and supports all staff. 

As primary care continues to evolve 
into more team-based practice, the 
role of the medical assistant (MA) 

has rapidly transformed.1 Staff may assist 
with patient management, documentation 
in the electronic medical record, order entry, 
pre-visit planning, and fulfillment of quality 
metrics, particularly in a Primary Care Medi-
cal Home (PCMH).2 From 2012 through 2014, 
MA job postings per graduate increased from 
1.3 to 2.3, suggesting twice as many job post-
ings as graduates.3 As the demand for expe-
rienced MAs increases, the ability to recruit 
and retain high-performing staff members 
will be critical. 

MAs are referenced in medical literature 
as early as the 1800s.4 The American Asso-
ciation of Medical Assistants was founded in 
1956, which led to educational standardiza-
tion and certifications.5 Despite the impor-
tant role that MAs have long played in the 
proper functioning of a medical clinic—and 
the knowledge that team configurations im-
pact a clinic’s efficiency and quality6,7—few 
investigations have sought out the MA’s 
perspective.8,9 Given the increasing clinical 
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Seventy-five 
percent of 
MAs reported 
preclinic huddles 
to plan for 
patient care 
were helpful, but 
only half said 
huddles took 
place “always” 
or “most of the 
time.”

demands placed on all members of the pri-
mary care team (and the burnout that often 
results), it seems that MA insights into clinic 
efficiency could be valuable. 

METHODS
This cross-sectional study was conducted 
from February to April 2019 at a large aca-
demic institution with 6 regional ambulatory 
care family medicine clinics, each one with 
11,000 to 18,000 patient visits annually. Fac-
ulty work at all 6 clinics and residents at 2 of 
them. All MAs are hired, paid, and managed 
by a central administrative department rather 
than by the family medicine department. The 
family medicine clinics are currently PCMH 
certified, with a mix of fee-for-service and 
capitated reimbursement. 

We developed and piloted a voluntary, 
anonymous 39-question (29 closed-ended 
and 10 brief open-ended) online Qualtrics 
survey, which we distributed via an email link 
to all the MAs in the department. The survey 
included clinic site, years as an MA, percep-
tions of the clinic environment, perception 
of teamwork at their site, identification of ef-
ficient practices, and feedback for physicians 
to improve efficiency and flow. Most ques-
tions were Likert-style with 5 choices ranging 
from “strongly agree” to “strongly disagree” 
or short answer. Age and gender were omit-
ted to protect confidentiality, as most MAs 
in the department are female. Participants 
could opt to enter in a drawing for three  
$25 gift cards. The survey was reviewed by  
the University of Michigan Institutional Re-
view Board and deemed exempt. 

We asked MAs to nominate peers in their 
clinic who were “especially efficient and do 
their jobs well—people that others can learn 
from.” The staff members who were nominat-
ed most frequently by their peers were invited 
to share additional perspectives via a 10- to 
30-minute semi-structured interview with 
the first author. Interviews covered highly ef-
ficient practices, barriers and facilitators to 
efficient care, and physician behaviors that 
impaired efficiency. We interviewed a mini-
mum of 2 MAs per clinic and increased the 
number of interviews through snowball sam-
pling, as needed, to reach data saturation (eg, 

the point at which we were no longer hear-
ing new content). MAs were assured that all 
comments would be anonymized. There was 
no monetary incentive for the interviews. The 
interviewer had previously met only 3 of the 
18 MAs interviewed. 

z Analysis. Summary statistics were cal-
culated for quantitative data. To compare 
subgroups (such as individual clinics), a chi-
square test was used. In cases when there were 
small cell sizes (< 5 subjects), we used the  
Fisher’s Exact test. Qualitative data was col-
lected with real-time typewritten notes during 
the interviews to capture ideas and verba-
tim quotes when possible. We also included 
open-ended comments shared on the Qual-
trics survey. Data were organized by theme 
using a deductive coding approach. Both au-
thors reviewed and discussed observations, 
and coding was conducted by the first author. 
Reporting followed the STROBE Statement 
checklist for cross-sectional studies.10 Results 
were shared with MAs, supervisory staff, and 
physicians, which allowed for feedback and 
comments and served as “member-checking.” 
MAs reported that the data reflected their lived 
experiences. 

RESULTS
Surveys were distributed to all 86 MAs work-
ing in family medicine clinics. A total of  
75 (87%) responded to at least some ques-
tions (typically just demographics). We used 
those who completed the full survey (n = 61; 
71%) for data analysis. Eighteen MAs par-
ticipated in face-to-face interviews. Among 
respondents, 35 (47%) had worked at least  
10 years as an MA and 21 (28%) had worked 
at least a decade in the family medicine  
department. 

Perception of role
All respondents (n = 61; 100%) somewhat or 
strongly agreed that the MA role was “very 
important to keep the clinic functioning” and 
58 (95%) reported that working in health care 
was “a calling” for them. Only 7 (11%) agreed 
that family medicine was an easier environ-
ment for MAs compared to a specialty clinic; 
30 (49%) disagreed with this. Among respon-
dents, 32 (53%) strongly or somewhat agreed 
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that their work was very stressful and just half 
(n = 28; 46%) agreed there were adequate MA 
staff at their clinic. 

Efficiency and competing priorities
MAs described important work values that 
increased their efficiency. These included 
clinic culture (good communication and 
strong teamwork), as well as individual strat-
egies such as multitasking, limiting patient 
conversations, and doing tasks in a consis-
tent way to improve accuracy. (See TABLE 1.) 
They identified ways physicians bolster or 
hurt efficiency and ways in which the rela-
tionship between the physician and the MA 
shapes the MA’s perception of their value  
in clinic. 

Communication was emphasized as crit-
ical for efficient care, and MAs encouraged 
the use of preclinic huddles and communica-
tion as priorities. Seventy-five percent of MAs 
reported preclinic huddles to plan for patient 
care were helpful, but only half said huddles 
took place “always” or “most of the time.” 
Many described reviewing the schedule and 
completing tasks ahead of patient arrival as 
critical to efficiency. 

Participants described the tension be-
tween their identified role of orchestrating 
clinic flow and responding to directives by 
others that disrupted the flow. Several MAs 
found it challenging when physicians agreed 
to see very late patients and felt frustrated 
when decisions that changed the flow were 
made by the physician or front desk staff 
without including the MA. MAs were also 
able to articulate how they managed com-
peting priorities within the clinic, such as 
when a patient- or physician-driven need 
to extend appointments was at odds with 
maintaining a timely schedule. They were 
eager to share personal tips for time man-
agement and prided themselves on careful 
and accurate performance and skills they 
had learned on the job. MAs also described 
how efficiency could be adversely affected 
by the behaviors or attitudes of physicians. 
(See TABLE 2.)

Clinic environment
Thirty-six MAs (59%) reported that other MAs 
on their team were willing to help them out in 

clinic “a great deal” or “a lot” of the time, by 
helping to room a patient, acting as a chap-
erone for an exam, or doing a point-of-care 
lab. This sense of support varied across clin-
ics (38% to 91% reported good support), sug-
gesting that cultures vary by site. Some MAs 
expressed frustration at peers they saw as 
resistant to helping, exemplified by this ver-
batim quote from an interview:

“Some don’t want to help out. They 
may sigh. It’s how they react—you just 
know.” (Clinic #1, MA #2 interview)

Efficient MAs stressed the need for situ-
ational awareness to recognize when co-
workers need help: 

“[Peers often] are not aware that an-
other MA is drowning. There’s 5 people 
who could have done that, and here 
I am running around and nobody 
budged.” (Clinic #5, MA #2 interview)

A minority of staff used the open-end-
ed survey sections to describe clinic hi-
erarchy. When asked about “pet peeves,” 
a few advised that physicians should not 
“talk down” to staff and should try to teach 
rather than criticize. Another asked that 
physicians not “bark orders” or have “low 
gratitude” for staff work. MAs found micro-
managing stressful—particularly when the 
physician prompted the MA about patient  
arrivals:

“[I don’t like] when providers will make a 
comment about a patient arriving when 
you already know this information. You 
then rush to put [the] patient in [a] room, 
then [the] provider ends up making [the] 
patient wait an extensive amount of time. 
I’m perfectly capable of knowing when 
a patient arrives.” (Clinic #6, survey)

MAs did not like physicians “talking bad 
about us” or blaming the MA if the clinic is 
running behind. 

Despite these concerns, most MAs re-
ported feeling appreciated for the job they 
do. Only 10 (16%) reported that the people 
they work with rarely say “thank you,” and  
2 (3%) stated they were not well supported by 
the physicians in clinic. Most (n = 38; 62%) 
strongly agreed or agreed that they felt part 

When asked 
about “pet 
peeves,” a few 
MAs advised 
that physicians 
should not “talk 
down” to staff 
and should try 
to teach rather 
than criticize.
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of the team and that their opinions matter. 
In the interviews, many expanded on this  
idea:

“I really feel like I’m valued, so I want to 
do everything I can to make [my doctor’s] 
day go better. If you want a good clinic, 
the best thing a doc can do is make the MA 
feel valued.” (Clinic #1, MA #1 interview)

DISCUSSION
Participants described their role much as an 
orchestra director, with MAs as the key to 
clinic flow and timeliness.9 Respondents ar-
ticulated multiple common strategies used 
to increase their own efficiency and clinic 
flow; these may be considered best practices 
and incorporated as part of the basic train-

TABLE 1

Medical assistant strategies to improve clinic efficiency
Strategy Examples Relevant quotes

Preclinic huddle and 
good communication 

 

- 75% of MAs found 
preclinic huddles helpful

- Working with the same 
physicians when possible 

“I review with my physician things that he may need done before we begin 
so that I am aware beforehand and can have these things done when I go 
into the room the first time.” (Clinic #3, survey)

“Communication is important; you might have saved someone 5 minutes  
if you just said something.” (Clinic #5, MA #2 interview)

Multitask - Room patients quickly 

- Chart or ask questions 
while patient is getting 
ready

- Keep situational 
awareness and try to 
anticipate needs

“I always try to stay one step ahead of the doctor.”  
(Clinic #4, MA #1 interview)

“If I see outside records on the computer, I will ask the patient if they went 
to urgent care … I’m trying to be more proactive rather than reactive.” 
(Clinic #6, MA #2 interview)

“Sometimes MAs don’t pay attention to what’s going on. … I’m not 
Wonder Woman, but I’m paying attention.” (Clinic #1, MA #1 interview)

Limit patient 
conversations

- Be polite but do not get 
caught up in patient “chit-
chat.”

- Reframe time as 
important to patient

“I want to get through this so you can have your full visit time with your 
doctor.” (Clinic #2, MA #2 interview)

“I love this conversation, but your doctor is waiting to see you.”  
(Clinic #2, MA #1 interview)

Use a consistent and 
focused workflow

- Use same pattern  
for checking in patients  
and rooming them

- Work with the same 
physicians when possible

“Faster isn’t always more efficient. That is how mistakes are made. I take 
a little longer to room a patient than some MAs do and I believe that is 
because I am more thorough.” (Clinic #6, survey)

“I have found that being consistent in the order in which I do things helps 
to keep things efficient and ensure that I don’t miss anything.”  
(Clinic #3, survey)

Pre-visit planning - Review and print schedule 
ahead of time

- Pre-chart as much as 
possible (pending orders)

“Stay on task, do things the same as much as possible. Anything that  
can be done ahead of time: Do it.” (Clinic #5, survey)

“Doing as much as possible before the doc even asks. Doing A1C, swab 
throats, pulse ox, etc.” (Clinic #1, survey)

“I do print out my schedule and make notes on it, right before the session. 
I write little notes for my doctor [such as] ‘work note needed.’ …We are a 
team, so it’s important to communicate." (Clinic #5, MA #2 interview)

“Make good use of your time. I prep for the day. I go through notes  
for each patient, take notes, and pre-chart.” (Clinic #5, MA #1 interview)

Share the workload - Explore whether faxing 
and copying could be done 
by others

- Evaluate whether nurses 
might be better suited for 
some tasks than are MAs 

“Having the MAs copy records or [do other things] clerical staff could be 
doing doesn’t make sense.” (Clinic #4, MA #2 interview)

“The front desk doesn’t always hand patients the right form, but that extra 
second makes a huge difference [for the MA].” (Clinic #4, MA #1)

MAs, medical assistants.
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ing. Most MAs reported their day-to-day jobs 
were stressful and believed this was underrec-
ognized, so efficiency strategies are critical. 
With staff completing multiple time-sensitive 
tasks during clinic, consistent co-worker sup-
port is crucial and may impact efficiency.8 
Proper training of managers to provide that 
support and ensure equitable workloads may 
be one strategy to ensure that staff members 
feel the workplace is fair and collegial. 

Several comments reflected the power 
differential within medical offices. One study 
reported that MAs and physicians “occupy 
roles at opposite ends of social and occupa-
tional hierarchies.”11 It’s important for physi-
cians to be cognizant of these patterns and 
clinic culture, as reducing a hierarchy-based 
environment will be appreciated by MAs.9 
Prior research has found that MAs have 
higher perceptions of their own competence 
than do the physicians working with them.12 
If there is a fundamental lack of trust between 

the 2 groups, this will undoubtedly hinder 
team-building. Attention to this issue is key 
to a more favorable work environment.

Almost all respondents reported health 
care was a “calling,” which mirrors physician 
research that suggests seeing work as a “call-
ing” is protective against burnout.13,14 Open-
ended comments indicated great pride in 
contributions, and most staff members felt 
appreciated by their teams. Many described 
the working relationships with physicians as 
critical to their satisfaction at work and in-
dicated that strong partnerships motivated 
them to do their best to make the physician’s 
day easier. Staff job satisfaction is linked to 
improved quality of care, so treating staff well 
contributes to high-value care for patients.15 
We also uncovered some MA “pet peeves” 
that hinder efficiency and could be shared 
with physicians to emphasize the importance 
of patience and civility. 

One barrier to expansion of MA roles 

TABLE 2

MA “pet peeves”: Things physicians do that detract from clinic efficiency
Peeves Examples/quotes

Not signing visit orders “Docs … go from one patient to another but still haven’t signed the prior orders. I can’t send it or 
take care of it if it is not signed.” (Clinic #1, MA #2 interview)

“Sometimes they [the doctors] don’t sign the orders until the end and then we are scrambling  
to get them while trying to room other patients.” (Clinic #3, survey)

Not completing paperwork This “causes multiple follow-up phone calls for the staff.” (Clinic #2, survey)

“Patients are calling but docs aren’t completing their paperwork.” (Clinic #2, MA #1 interview)

Constantly running behind, 
or not requesting a longer 
appointment for the 
patient

“… when patients come late, it sometimes throws off the rest of the day, depending on the 
doctor.” (Clinic #3, survey)

“Saying ‘yes’ to late patients is very stressful on the MA. It’s patients who are 20-30 minutes late 
when you are running behind because we try really hard to keep the schedule moving. … If your 
doc is behind, you may be without a lunch.” (Clinic #2, MA #1 interview)

“If you know your patient is going to take 40 minutes every time, make sure they are actually 
scheduled for 40 minutes.” (Clinic #2, MA #2 interview) 

Gowning inefficiently Physicians who want an EKG should ask the patient to get in a gown. “This is really a time-saver.” 
(Clinic #1, survey) 

Being impatient or irritable “Sometimes the provider stands at the door [when we are rooming a patient]. We are working as 
quickly as we can.” (Clinic #4, MA #3 interview)

“If a doctor is having a bad morning, it’s hard when they bring it into clinic. Stress and attitude 
trickle down.” (Clinic #2, MA #1 interview)

Indirect communication Some physicians “will go directly to leadership with a concern instead of addressing it with the 
MA.” (Clinic #5, survey)

“Providers … never tend to communicate to the MA that makes the mistakes. The mistakes 
continue to happen, the providers stay upset, the MA never knows there is a problem, and on the 
back-end there tends to be some clean-up or decrease in quality patient care.” (Clinic #1, survey)

MAs, medical assistants.
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Prior research 
has found that 
MAs have higher 
perceptions 
of their own 
competence 
than do the 
physicians 
working with 
them.

within PCMH practices is the limited pay and 
career ladder for MAs who adopt new job 
responsibilities that require advanced skills 
or training.1,2 The mean MA salary at our in-
stitution ($37,372) is higher than in our state 
overall ($33,760), which may impact satisfac-
tion.16 In addition, 93% of MAs are women; 
thus, they may continue to struggle more 
with lower pay than do workers in male- 
dominated professions.17,18 Expected job 
growth from 2018-2028 is predicted at 23%, 
which may help to boost salaries.19 Prior stud-
ies describe the lack of a job ladder or promo-
tion opportunities as a challenge1,20; this was 
not formally assessed in our study. 

MAs see work in family medicine as 
much harder than it is in other specialty clin-
ics. Being trusted with more responsibility, 
greater autonomy,21-23 and expanded patient 
care roles can boost MA self-efficacy, which 
can reduce burnout for both physicians and 
MAs.8,24 However, new responsibilities should 
include appropriate training, support, and 
compensation, and match staff interests.7 

z Study limitations. The study was lim-
ited to 6 clinics in 1 department at a large 
academic medical center. Interviewed par-
ticipants were selected by convenience and 
snowball sampling and thus, the results can-
not be generalized to the population of MAs 
as a whole. As the initial interview goal was 
simply to gather efficiency tips, the project 
was not designed to be formal qualitative 
research. However, the discussions built on 
open-ended comments from the written sur-
vey helped contextualize our quantitative 
findings about efficiency. Notes were docu-
mented in real time by a single interviewer 
with rapid typing skills, which allowed cap-
ture of quotes verbatim. Subsequent studies 
would benefit from more formal qualitative 
research methods (recording and transcrib-
ing interviews, multiple coders to reduce risk 
of bias, and more complex thematic analysis). 

Our research demonstrated how MAs 
perceive their roles in primary care and the fa-
cilitators and barriers to high efficiency in the 
workplace, which begins to fill an important 
knowledge gap in primary care. Disseminat-
ing practices that staff members themselves 
have identified as effective, and being atten-
tive to how staff members are treated, may in-

crease individual efficiency while improving 
staff retention and satisfaction.                JFP
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