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Abstract

Importance Medical Office Assistants (MOAs) are non-clinicians who carry out critical tasks in primary care settings.
Despite their central roles as the first point of contact for patients or at the front desk, there are no reviews of policies,
supports or interventions that could help support MOAs within complex primary care clinics.

Objective We systematically scoped the literature to identify interventions, regulations, policies, practice supports, or
resources targeting MOASs in primary care.

Evidence review Searches were conducted in Pubmed, EMBASE, Web of Science, and grey literature sources
(Google, Google Scholar, and Duckduckgo), for items set in high-income countries and reported in English or French,
from January 2000 to December 2024. We additionally searched for references for all articles through Scopus. Articles,
reports, papers, or other online materials or articles were included if they reported anything about supporting MOAs
in primary care clinics. Data analysis involved descriptive numerical summaries and content analysis.

Findings Sixty articles were included, covering team building or reconfiguration of the team (18/60; 30%),
education/counselling/health coaching (15/60; 25%), navigator or care management of patients (10/60; 17%), training
or credentials for MOAs (8/60; 13%), screening activities (6/60; 10%), and advanced rooming (3/60; 5%). Articles were
primarily set in the United States (47/60; 78%). Workforce well-being was the most common positive outcome (26/60;
43%). Equity outcomes were rarely reported (5/60; 8%). Commonly identified barriers to implementing interventions
included time and resource constraints, staffing challenges, inadequate training, and lack of provider buy-in. Involving
MOAs in planning, offering role flexibility, and fostering leadership support were important for success. Furthermore,
strong leadership, collaborative relationships, and fair compensation were key components of an environment
conducive to change.

Conclusion and relevance This review reveals gaps in supporting MOAs as members of the primary care team. Most
of the literature focuses on clinic-level changes, with limited evidence on MOA training and/or career growth. Given
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their strong impact on primary care access and experience for patients, more focus on MOAs in health system reform

is warranted.

Keywords Medical Office Assistant, Primary Care, Health policy

Background

Medical office assistants (MOAs) are core members
of the health care workforce. We use the term MOA to
describe non-clinicians who complete a range of duties
[1-3]. In addition to administrative tasks like sched-
uling appointments, managing patient records, bill-
ing, and ensuring smooth office operations [1, 4], many
MOAs conduct clinically-adjacent tasks such as triaging
patients, obtaining vital signs, reporting results of investi-
gations to patients, or administering screening question-
naires [5-8]. They also serve as a communication bridge
between patients and clinicians. In primary care settings,
they represent the front-door to the entire health system,
and routinely conduct crucial administrative, communi-
cative, problem-solving, and decision-making tasks [3,
9, 10]. MOAs in primary care often having deep insights
about patients’ personal and family histories [5]. Despite
this, their health-related training is often minimal [2].

The role of MOAs and their titles differs across juris-
dictions. For example, in the UK, MOAs focus more on
administrative rather than clinically-adjacent tasks [11]
and have mandated online education in triage and patient
safety [12]. In Australia and Canada, MOAs perform both
administrative and clinically-adjacent tasks, and some
have training through accredited courses, though the
scope of clinical duties varies widely. In the US, medical
receptionists are focused on administrative tasks while
medical assistants have a range of clinical-adjacent respon-
sibilities, including rooming, vital signs and assisting with
procedures, with certification typically required [13].

The primary care sector has experienced a substantial
increase in workload as the population ages and the com-
plexity of care increases [14]. Policy documents on the
challenges and opportunities facing primary care high-
light the need to realize the full potential of both clinical
and non-clinical staff [15, 16] including MOAs. Unfor-
tunately, MOAs face many challenges related to profes-
sional development and task performance. MOAs in
primary care are typically not licensed and rarely union-
ized in the primary care environment [17]. Relatedly, they
have large variations in skills and training, often with
no clear pathways for continuous education and career-
related advancement [18]. The wide variation in tasks
performed by primary care MOAs reflects the need for
flexibility and adaptation to local needs, but to achieve
the full potential of their role, some health system part-
ners have expressed interest in pursuing policies to
enable system-wide efforts at standardizing or optimiz-
ing their skill set [19, 20].

The objectives of this scoping review are to systemati-
cally scope the relevant literature on the work of MOAs
in high-income countries, and identify regulations, policy
levers, practice supports or resources that support the
quintuple aim (i.e., population health, patient care, work-
force well-being, efficiency, and equity) [21, 22]. By iden-
tifying gaps and opportunities in the current systems,
this review seeks to inform strategies that could optimize
the role of MOAs, ensuring they are better equipped to
meet the demands of modern primary care.

Methods

We conducted a scoping review of regulations, policy
levers, and practice supports for MOAs, reported results
following the PRISMA (Preferred Reporting Items for
Systematic Reviews and Meta-Analyses) extension for
scoping reviews [23] and registered our protocol in the
Open Science Framework database [24]. Our method-
ology is based on Arksey and O'Malley's [25] approach
and Levac et al.'s [26] methodological enhancement and
featured the following steps: (1) identifying the research
question; (2) identifying relevant articles; (3) selecting
articles; (4) charting the data; (5) collating, summarizing
and reporting the results and (6) consulting with relevant
stakeholders. We consulted with a Scholarly Communi-
cations & Health Sciences Librarian to design and refine
the search strategy for this review.

We assembled an interdisciplinary team across Can-
ada with expertise in implementation science, organiza-
tional theory, qualitative methods, biostatistics, primary
care reform, health policy, and health services research
(N=27). The team also includes an MOA advisory group
that provides input on methods, results and analysis
through meetings and reviewing documents. Throughout
the study, the team met regularly to discuss the protocol,
review emerging results, and interpret findings, ensuring
a collaborative and rigorous approach to the research. No
formal methodological quality or risk-of-bias appraisal
was undertaken; the review synthesized reported find-
ings as described. We also recorded whether studies
reported funding.

Stage 1: identifying the research question and consulting
with key groups

Based on initial exploratory research and a meeting with
the research team and key stakeholders, we developed
our research questions and submitted the protocol to the
Open Science Network:
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1. What regulations, if any, exist that govern the scope
of work, training requirements, and payment policies
for primary care MOAs in different jurisdictions
across high-income countries as defined by the
World Bank?

2. What policy levers, practice supports, educational
programs, or knowledge translation resources exist
to support high performance amongst primary care
MOAs?

3. What evidence exists related to the effects of these
supports on the quintuple aim (population health,
patient care, provider experience, cost-effectiveness,
and equity)?

Stage 2: Identifying relevant articles- Search strategy and
information sources

Eligibility criteria

We identified articles through a search of electronic data-
bases and grey literature. Based on the initial exploratory
research we used the following eligibility criteria:

+ Type of publication: journal articles, reports or
papers, conference proceedings

« Study design: Any study design, report or
commentary

» Time frame: Published in 2000 or later (to account
for changes since the introduction of electronic
records)

+ Language: English or French

+ Location: Not in a low-or-middle-income country
(as defined by the World Bank) to find evidence most
likely to be relevant to the Canadian context

«+ Study population: medical office assistants (e.g.,
medical office assistant, receptionist, medical
assistant, front office staff) working in office-based
primary care practices (e.g., family physician, general
care)

+ Types of intervention: regulations, policy levers,
practice supports or resources implemented at scale
and or across jurisdiction

Information sources

The search strategy consisted of the two concepts of
‘Medical Office Assistant’ and ‘primary care’ It was run
in the following databases: MEDLINE on Ovid, EMBASE
on Ovid, CINAHL on EBSCO, APA PsycInfo on Ovid
on September 11, 2023 using database specific syntax
to search a combination of text words, keywords and
subject headings. The search strategy can be found in
Appendix 1. For the concept of primary care, Wetzels et
al. (2007) search strategy [27] and Flinders Primary Care
search filters [28] were consulted and adapted. A date
limit of 2000 to present was put on the search strate-
gies. Reference tracking backwards and forwards using
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Scopus was conducted on all items that were included
and any articles not retrieved on Scopus are summarized
in Appendix 2.

Grey literature search

For the concept of primary care, we consulted and
adapted Wetzels search strategy and Flinders Primary
Care filters. We underwent a multi-step grey literature
strategy [29], with details found in (Appendix 3a-e):

A) Grey Literature Databases included: We searched
ProQuest Thesis Dissertations, Open Grey (system
for information on grey literature in Europe), the
New York Academy of Medicine Grey Literature
Report.

B) Search Engine Searches: We conducted custom
Google Scholar searches with the same terms we
used in our academic literature search. We set limits
for high-income countries as defined by the World
Bank. We reviewed the results 10 pages past the last
relevant site found from the Google Scholar search.
A grey literature search was also conducted in Duck
Duck Go, using different search strings including
various terms under each concept of MOA]
‘supports’ and ‘primary care’ (Appendix 3e).

C) Targeted Website Searches: We browsed (using
a variety of identified words) the websites of
organizations (government, health organizations,
NGOs, universities, research centers, community
organizations, advocacy groups, and academic
departments) that publish documents relevant to the
research question.

D) Targeted Website Search for MOA Programs: An
advanced Google search was conducted for each of
the 38 OECD countries from July to August 2024
to identify programs offering medical office job
training (Appendix 4), using search terms developed
from a preliminary search (Appendix 1). The search
reviewed the first five pages of results to find relevant
certifications, diplomas, standardized learning
modules, and training programs, excluding job
postings, handbooks, foreign exchange programs,
medical volunteering, and government sites. Only
programs with publicly available information were
included, ranked by Google’s relevancy. For countries
with no results, job terminology was verified, and
searches repeated.

Stage 3: study screening

Citations identified through the bibliographic databases
were deduplicated using Covidence. Two team members
independently screened the titles and abstracts to assess
eligibility. The review process consisted of two levels of
screening: (1) a title and abstract review and (2) full-text
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review. For the first level of screening, two research-
ers (AR and JM) independently screened the title and
abstract of all retrieved citations for potential eligibil-
ity against a set of minimum inclusion criteria. Articles
deemed relevant by both reviewers were included in the
full-text review. In the second step, the two researchers
(AR and JM) each independently assessed the full-text
articles to determine if they meet the inclusion/exclusion
criteria and reasons for exclusion were recorded at this
stage. Conflicts were resolved through discussion or with
the input of a third reviewer (JS and NI), as needed.

Stage 4: data collection

We used excel for extracting study characteristics, which
included: article details (article title, author(s), year of
publication, country of study, type of document/study,
objectives, methods/approach, participants, MOA title
used in study), details of the support/policy/intervention
(name, brief description, key findings/learnings, areas of
influence, contextual factors, barriers and facilitators),
and outcomes organized by their impact on the quintu-
ple realm (outcomes related to patient/care experience,
workforce well-being, population health, cost of care/effi-
ciency and equity).

Data abstraction was conducted by two members inde-
pendently (AR and JM). Each reviewer's independent
abstracted data were compared, and discrepancies were
discussed with a third reviewer (JS). This process was to
confirm consistency between the reviewers. Data was
compiled in an excel spreadsheet.

Stage 5: data summary and synthesis of results

Upon completion of data collection, we organized the data
into a priori categories of policies, regulations, and practice
supports, developed by the team based on the literature
and consultation with our advisory team. These categories
were 1) tasks, split into 5 subcategories of education/health
coaching, navigator/care management, panel management,
screening activities and advanced rooming 2) training and/
or credentials and 3) team building or reconfiguration of
the team. Two researchers categorized each intervention
and came together to discuss discrepancies (AR and JM).
A third researcher resolved any conflicts (JS).

Each item found was reported by category with their
outcomes organized by the quintuple aim (improving
population health, enhancing the care experience, reduc-
ing costs, workforce well-being and safety, equity) [21,
22]. For equity, we assessed whether the explicit focus of
the project described was to improve care for a margin-
alized group, or if this was assessed as a secondary fea-
ture, such as through sub-group analyses, as we have done
in prior reviews [30]. Our findings provide an overview
of the research rather than an assessment of the quality
of individual articles. The study team met to collate and
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summarize study results [25], and then to compile and
organize results into category-specific tables that relate
to our research questions. In this way, our scoping review
provides a synthesis of supports, interventions and poten-
tial policy levers to help MOAs achieve their full potential.

Stage 6: consultation

As per Level et al. [26] we consulted with stakeholders in
Canada, and research team partners in Canada, United
States, and the United Kingdom who provided insights
on the scoping review protocol. Stakeholders, in particu-
lar our MOA advisory board, were engaged throughout
the study and acted as consultants. Specifically, they pro-
vided input regarding the search strategy and grey litera-
ture search to incorporate the MOA voice in capturing
what is important.

Results

Search results

The search identified 7415 records from databases/reg-
isters that were imported into Covidence. The grey lit-
erature search found 583 articles to be considered for
eligibility and were documented on a Word Document.
A total of 2430 duplicates were identified from both the
grey literature, supplementary and database searches,
either manually by the team or automatically from
Covidence (Fig. 1). 5568 citations entered title abstract
screening, 379 full texts were retrieved and assessed for
eligibility and 60 articles were included (42 from data-
bases searches, 18 from grey literature). Reference track-
ing backwards and forwards using Scopus was conducted
on the 60 items included in the review. Of the 60 articles
included in the review, Scopus could not identify two
items (Appendix 2). 126 citations were retrieved from
reference tracking in Scopus, exported into Covidence
and screened, and all were excluded.

Description of included articles

Most articles took place in the USA (47 articles), followed
by the UK (6 articles). Articles also took place in Ger-
many (2), Canada (3), Switzerland (1) and Australia (1).
We found academic manuscripts or theses (44), reports
(11), commentaries (2), toolkits (2), and a book (1), but
no policy papers, as demonstrated in Table 1. Partici-
pants commonly used the titles Medical Assistants (42),
Medical Office Assistant (5), Receptionist (5), others (5),
Front Office Staff (2), Office Staff (2), and Manager (2).
A few articles used participants with various MOA roles
(e.g. interviewing managers and office staff).

Across the 60 articles, we found policy levers and prac-
tice supports among most categories, as seen in Table 2
below.

From these, 51 articles reported quintuple aim out-
comes (Table 3).
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Studies from databases/registers (n = 7415)
Embase (n = 2727)
MEDLINE (n = 1716)
PsycINFO (n = 1591)
CINAHL (n = 1102)
ProQuest Dissertations & Theses Global (n = 152)
Scopus (n = 127)

Grey Literature (n=583)
16 Targeted Website Searches (n=82)
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References removed (n = 2430)
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Duplicates identified manually from Website Searches (n=41)
Duplicates removed from Google Scholar (n= 60)
Duplicates manually removed from Duckduckgo = (n-313)

—

Studies included in review (n = 60)

Fig. 1 PRISMA, Study identification and selection

Table 1 Description of the type of sources included

Source Number of items
Academic publications (manuscripts or theses) 44

Reports 1

Commentaries 2

Toolkits 2

Book 1

Table 4 reports outcomes organized by the quintuple
aim framework. The full details of the outcomes of each
article can be found in Appendix 6 (Tables A1-A5). No
payment policies were identified among the articles
included.

Section 1: patient support and care coordination
Education, counselling and health coaching

As demonstrated in Tables 3 and 4, 15 articles focused
on MOAs providing education, counselling or health

Studies excluded from databases (n = 4935)

Studies not retrieved from databases (n = 4)
Studies not retrieved from grey literature (n = 3)

Studies excluded from databases (n = 231)

Not in english (n = 7)

No intervention (n = 86)

Not primary care (n = 4)

Wrong intervention (n = 33)

Wrong study population (n = 47)

Protocol or conference supplements (n = 2)

Wrong publication date, country, or language (n =
3)

Wrong study type (protocol, conference
supplement, etc) (n = 49)

Studies excluded from grey literature (n = 81)
No Intervention = 24

Wrong Intervention = 18

Wrong study type =2

Not primary care = 1

Wrong Population = 27

coaching to patients. Eight articles focused on education
and counselling and six on health coaching. 12 articles
were published in the United States, two in the United
Kingdom and one in Canada. Topics in the education
and counselling interventions included tobacco usage,
diabetes, depression screening, suicide assessment, rou-
tine testing (height, weight, blood pressure, etc.), mental
health knowledge, using decision-making aids on con-
traceptive methods and general approaches to helping
MOAs empathize and tailor interactions with patients. In
the six health coaching articles, MOAs supported man-
agement of obesity [31], diabetes [32-34], sleep, diet,
physical activity, and behavior change goals [35] and chla-
mydia [36]. 2 articles had no reported outcomes [37, 38].
Eight interventions reported outcomes related to
patient care. Three interventions demonstrated positive
patient care outcomes (e.g. motivation to achieve health
goals due to increased role of MOAs in their care) [31],
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Table 2 Types of policy levers and practice supports identified for Medical Office Assistant in primary care

Type Subtype Definition

Number of results

Education/Counsel-
ling/Health Coaching
Navigator/Care
Management

Patient Support and Care

Coordination self-management

providing advice to patients with previously diagnosed conditions on 15

coordinating services or appointment patients for patients, or advice 10
about coordinating services or appointment for patients, or providing

advice about available community services

Panel Management
due for something

Screening activities

find patients due for screening — using data to identify patients that are 0

mental health, smoking, alcohol; this includes data collection from 6

patients, can be on the phone, in person, or via a survey

Advanced rooming
Training or credentials for
Medical Office Assistant
Team building or recon-
figuration of the team

Taking vitals, support provider in rooms 3
Training courses, education, career ladders, credentials for MOAs 8

Changing roles, new team members, task/role blurring, change of scope 18

satisfaction with care [35] and confidence in MOAs [33].
One intervention found that patients reported more
positive experiences when engaging with an MOA in an
expanded health coaching role compared to interactions
with a community health worker [39]. Four interven-
tions found increased documentation of patients at risk
[40], behavioral health screening [41], chronic care pro-
vided by MOAs [39] and frequency of MOAs speaking
with patients [42]. An intervention that assigned MOAs
the responsibility of promoting diabetes educational
resources, lead to increased patient engagement in clinic-
based diabetes care [42].

Ten interventions impacted workforce well-being. Staff
confidence in their roles, responsibilities, and knowledge
improved in four interventions [29, 33, 38, 40]. Three
interventions found increased physician satisfaction with
MOA’s intervention work [30, 32, 39]. One intervention
found positive career impacts, such as higher salaries and
increased opportunities for MOAs [31]. Another inter-
vention found that MOA communication skills improved
[43]. Knowledge and awareness regarding depression
increased in one study [40]. Another study found MOAs
were generally enthusiastic about their new health coach-
ing role [28].

Population health was impacted by 5 interventions.
Patient’s quality of life and optimism towards their care
improved when MOAs assisted with their diabetes care
[33]. Several articles found positive uptake of clinical out-
comes such as increased testing of blood pressure and
cholesterol [34, 35, 42, 44].

One article impacted cost of care and efficiency, where
there was an increase in organizational efficiency [34].
One intervention impacted equity, as they increased
opportunities for bilingual MOAs who could support
patients in need of culturally appropriate services [34].

Navigator and care management

There were ten articles spanning six countries: Switzer-
land (1), Australia (1), the United States (3), Germany (2),
the United Kingdom (2) and Canada (1). Interventions
included training MOAs to provide routine diabetic care
[45-47], conducting initial counseling and screening for
patients with elevated body mass index (BMI) [46, 48],
implementing a protocol-based care management for
patients at risk of rehospitalization for mental health care
[49, 50], redefining MOA responsibilities in chronic dis-
ease management, increased provider to MOA ratio for
patient visits [51], care coordination for elderly patients

Table 3 The number of studies organized by quintuple aim categories reported*

Types of policy levers and/or

practice supports tice supports

Subtypes of policy levers and/or prac-

Quintuple Aim Categories
Patient Care Workforce

Population Cost of Care/ Equity

(# of included articles) (# of included articles) Well-being Health Efficiency
Patient Support and Care Coordi-  Education, Counselling, Health Coaching (15) 9 1 6 4 2
nation (34) Navigator/Care Management (10) 5 7 4 4 0
Panel Management (0) 0 0 0 0 0
Screening activities (6) 2 5 3 3 2
Advanced Rooming (3) 1 3 2 1 0
Training or credentials for MOA (8) 3 6 2 2 1
Team building or reconfiguration of the team 7 14 3 7 0
(18)
Total 27 46 20 21 5

"9 articles had no outcomes
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Table 4 Summary of quintuple aim categories for policies,

regulations or practice supports*

GREEN Posiive outcome

BLUE Outcomes with no change

YELLOW | Negative outcome

NO Not reported
COLOUR

(2026) 27:106

Quintuple Aim Categories

Patient
Care

Workforce | Population | Cost of
Well- Health Care/

being Efficiency

Equity

First Author (country)

Education, Counselling, and Health Coaching

AuYoung (USA)

Bass (Canada)

Celeste-Harris (USA)

1
2
3 [ Clark (USA)
1
5

Djuric (USA)

6 | Dunn (USA)

7| Rodriguez (USA)

8| Maryniuk (USA)

9 | Naughton (USA)

10 | Nguyen (USA)

11| Ricketts (UK)

2| White (UK)

13 | Lieu (USA)

14| Lisel (USA)

15 | Munro (USA)

Navigator or Care Management of Patients

16 [ Ansorg (Switzerland)

17 | Black (Australia)

18 | Brain (USA)

19 | Gensichen (Germany)

20 | Gensichen (Germany)

21 [ Lyon (USA)

22 | MacKay (Canada)

23 [ Lisel (USA)

24| Brunton (UK)

25 | Siddiqui (UK)

Screening Activities

26 [ Ferrer (2009)

27 | Ishida (USA)

28 | Lock (UK)

29 | Katz (USA)

30 | Gorman (USA)

31 | Herrera (USA)

Advanced Rooming

¥

32 [ Gray (USA)

Harper (USA)

3.

2

Cuenca (USA)

Training or Credentials

3

Chapman (USA)

Gray (USA)

3

4

Brown (USA)

3

E

Topson (USA)

3

Blash (USA)

A

&

Blash (USA)

7

Blash (USA)

7

5

Vadala (Canada)

Team Building or reconfiguration o

the team

43 [ Dill (USA)

44| Eden (USA)

45 | Gerstein (USA)

46 | Dill (USA)

47 | Ferrante (USA)

48 | Brant (UK)

49 | Brooks (USA)

50 [ Milford (USA)

51| Martinez (USA)

52| Grove (USA)

53 | Johnson (USA)

54 | Blash (USA)

55 | Blash (USA)

56 | Blash (USA)

57 | Kwan (USA)

58 [ Blash (USA)

59 | DeChant (USA)

2

Lyon (USA)
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[52] and signposting [53, 54]. Two papers did not report
outcomes [53, 54].

In terms of patient care, two interventions reported
positive effects on patient satisfaction [46, 48], while one
observed a negative impact [45]. Staff and provider com-
munication with patients improved in two interventions
[46, 51].

Six interventions reported positive impacts on work-
force well-being [45-47, 49, 51, 52]. By creating clinical
roles to care for diabetic patients, staff felt roles were
clearly defined and they were working more efficiently
[45, 46]. Interventions resulted in less provider burn-
out [51], improved job satisfaction and confidence [49],
as well as increased willingness to participate in quality
improvement activities [46]. Lower MOA turnover was
also found [52]. Task shifting with routine diabetic care
from physician to MOAs reduced physician burnout and
the intervention received positive feedback from physi-
cians [45]. One intervention had a negative impact on
workforce well-being as time constraints and staffing
challenges were measured [48].

Regarding cost of care and efficiency, four interven-
tions reported positive changes [46, 48, 51, 52]. Brain et
al. found that by redefining responsibilities for MOAs to
care for chronic disease management, emergency depart-
ment visits, urgent care visits, and hospital admissions
reduced [48]. Three interventions found increased visit
volumes [46, 51, 52] alongside decreased provider over-
time hours [51] and decreased cost [46, 52].

Screening activities

There were five MOA-led screening programs [55—
59] and one was a care coordinator role developed to
increase screening with MOA involvement [60]. Five
were in the USA, while one was in the UK.

Three articles found a negative impact on patient care
experience. One study found that patients did not under-
stand the rationale behind the intervention, in which
automated messaging was used to promote screening
[60], and another found that patients of MOAs were sig-
nificantly less likely than patients of registered nurses to
be identified for screening [57]. Another article found
that resources provided had limited patient utility (e.g.,
outdated or unhelpful to patients) [59].

Regarding workforce well-being, one study found that
MOA’s attitudes towards their involvement in the inter-
vention changed positively during implementation [56].
Another found that MOAs were willing to learn and take
on new tasks, however they also found that MOAs had
decreased satisfaction with their role [57]. One article
found that the intervention allowed MOAs to prac-
tice more holistic care, such as guiding patients to seek
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help for local community services (housing, daycares,
etc.), however authors also reported that it had negative
impacts on workforce well-being as there was confu-
sion from MOAs about the intervention which impacted
workflow [59].

With respect to population health, two articles found
an increase in patient screening [55, 58] and the other
found an increase in patients completing advanced care
planning discussions for colorectal cancer [60].

Two articles measured a negative impact on cost of care
and efficiency. One found low fidelity of the intervention
as the practice struggled with adoption due to pressure
to keep up with patient flow [55], and the other found an
increase in wait time and time spent with staff [60]. As for
equity outcomes, one study found that screening rates were
higher for Black/African adults when completed by MOAs
compared to physicians [58] and another article described
that intervention was offered in multiple languages for fam-
ilies ensuring that language does not prevent access [59].

Advanced rooming

Three articles involved interventions where MOAs sup-
ported advanced rooming initiatives, one in which
MOAs became flow managers [61], another in which the
MOA role was expanded [62], and lastly an MOA sup-
ported the doctor during a patient visit [63]. One article
did not report outcomes [61].

Expanding MOA roles positively impacted workforce
well-being, increasing physician confidence and satisfac-
tion with MOAs [62] while also enhancing MOAs' skill
development [63]. Health outcomes improved as well
with an increase in mammograms [62] and other cancer
screening [63]. Clinic efficiency improved, visits were
shorter, which in turn made clinic flow smoother [62].
Another study reported lower wait times for patients
and more efficient visits (e.g. better communication and
quicker results provided) [63].

Training and credentials

Seven articles and 1 book discussed training and creden-
tials for MOAs, all set in the USA [13, 64—70]. Regard-
ing patient care experience, articles reported increased
patient satisfaction of MOAS’ role in their care [13, 69],
improved patient perceptions of MOAs [65], and patient
comfort discussing mental health [65].

Regarding workforce wellbeing, four training pro-
grams found an increased in staff satisfaction with their
work and/or with the program [13, 64, 68, 69]. Others
reported increased staff engagement, motivation and/
or confidence in delivering the intervention [13, 64—66].
One study found that career development opportuni-
ties increased job satisfaction and engagement, reduced
MOA turnover, improved teamwork, collaboration
and quality of care delivery and used apprenticeships
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to upskill MOAs into new roles [66]. Recruitment and
retention of MOAs increased in two articles [68, 69].

Regarding population health outcomes, one study found
that screening of asthma and blood testing increased [13],
and another found increased immunization and colorec-
tal screening rates [69]. Regarding cost of care and effi-
ciency, one study found a positive impact as patient visit
time, emergency department visits, urgent care visits, and
hospital admissions all decreased, while returned phone
calls to patients increased [13]. Another study found less
patients visits with primary care, ER, hospital admissions,
and specialty care [69]. Regarding equity, one interven-
tion reported that MOA’s language skills enabled them to
help non-English speaking patients [68].

Team building or reconfiguration of the team
Eighteen articles focused on team building initiatives or
reconfiguration of the team in primary care clinics. 17
articles were set in the USA, and one in the UK. Mod-
els included: building a career ladder [71, 72], team-based
primary care models [73-75], patient-centered medical
home (PCMH) models [19, 76-78], alternatives to face-
to-face consultation [79], team reconfiguration [80, 81],
work performance tool [82], quality improvement inter-
ventions [83], a quality assurance committee conducting
evaluation [84], strategies for staff retention and recruit-
ment [85], and a toolkit to build relationships in clinics
[86]. 3 articles had no reported outcomes [19, 85, 86].

Regarding patient care, patient satisfaction increased in
4 articles [77, 78, 82, 84], and patient gratitude towards
the care given increased in one study [74]. One study
found that patients did not use telephone consultations
because MOAs did not promote them, which was attrib-
uted to their lack of involvement in planning, training,
and acceptability of the new approach [79].

Regarding workforce well-being, workforce satisfac-
tion for staff and physicians increased across eight inter-
ventions, [72, 74, 76-78, 80, 82, 84]. Two interventions
found an increase in wages and career opportunities [71,
77]. Four interventions found an increase in recruitment
and retention of MOAs [72, 77, 78, 84]. Increased MOA
fulfillment and tolerance for workload was also reported
[73]. One study found improved teamwork and increased
career ladder opportunities [77].

Population health was impacted in two articles. Imple-
menting a quality assurance committee to improve
chronic care access and efficiency (such as diabetes care
and immunizations) resulted in increased diabetic care
follow-ups and monitoring, children's immunization,
and cardiovascular disease diagnoses [19]. In the second
study, the ratio of MOA to physician was increased and
MOAs took on physician tasks to improve efficiency. This
resulted in an increase in vaccinations, diabetes monitor-
ing, and breast screening [81].
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Regarding cost of care/efficiency, one study was found
to be cost-effective for the practice [79], and another
experienced staffing challenges [81]. Two articles found
that interventions allowed more time for staff to com-
plete work [82, 87]. Two articles found improvements in
clinic efficiency, such as a decrease in abandoned calls
[72] and shorter wait times [84]. Finally, a clinic found
that increasing the MOA to provider ratio, led to staff
cost decrease and a 50% drop in patient no-shows [78].

Reported barriers and facilitators

We thematically organized barriers and facilitators from
across articles (Table 5). Barriers to implementing inter-
ventions included time and resource constraints [13, 19,
31, 32, 36, 38, 39, 43, 45, 47, 48, 55, 61, 66—69, 76, 78, 81].
These included overestimating clinic capacity [31, 43, 45,
48, 55, 76] and difficulties in recruiting [ 19, 38, 39, 81]
and retaining trained staff [32, 61, 76]. Inadequate train-
ing and a lack of provider buy-in complicated implemen-
tation [13, 38, 68]. Some MOAs felt unmotivated and
unclear about the interventions' purpose [13, 61]. MOAs
were also often uninvolved in the planning and imple-
mentation of the intervention, inhibiting buy-in [36, 55].
Also, providers resisted collaboration, distrusted MOA
skills, and were uneasy with role changes [32, 37, 55, 61].
Resistance to adapting to new workflows and worries
about legal compliance hindered organizational change
[51, 56]. Finally, insufficient compensation for additional
responsibilities was also reported [19, 51, 56, 76, 85].

Key to the intervention's success was strong support
from clinic leaders and program champions [19, 31, 62,
71, 74]. Also. training modules and partnerships with
training institutions prepared MOAs for their new roles
[13, 19, 31, 76, 80]. Collaborative relationships among
clinic staff and providers, and engagement with MOAs
encouraged a shared vision [37]. Some interventions also
offered services in English and Spanish, and connection
with community resources [19, 43, 55]. This improved
accessibility and capacity. Input from MOAs, along with
their flexibility to transition between traditional and new
roles, was crucial, as well as having a clear career ladder
[13, 19, 71, 81]. Additionally, top leadership buy-in fos-
tered an environment conducive to change [13]. Engag-
ing MOAs, providers, and nurses in training created
alignment in vision and goals [13, 32, 38, 69].

MOA training programs by country
Relevant and country-specific MOA related programs
were found for 23 out of 38 countries. While searches for
the UK and US generated higher number of results, more
programs in these countries were online programs and
lacked practicum or internship opportunities.

Overall, while there is a core set of skills common
to most countries' programs, there are also notable
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differences (Appendix 5). Programs that covered all skill
sets were found in Australia, Canada, Japan, Norway,
Germany, and New Zealand. The most common subject
area across all countries’ programs was administrative
skills, which were found in programs in 19 countries. The
second most common course subject was medical ter-
minology, which was found in programs in 10 countries.
EMR specific knowledge was found in 9 countries and
computer skills were found in 15 countries’ programs.

The most common length of programs was one year,
with the shortest online program being 3 h (United King-
dom) and the longest being 3-year in-person programs
(Denmark, Germany). In general, in-person courses tend
to be longer, often ranging from several months to years,
while online courses are typically shorter, ranging from a
few weeks to several months.

The cost of programs also highly varied and was often
not included on program websites. From the public infor-
mation gathered, the most expensive programs were in
Canada ($9,300 USD) and Australia ($5,100 USD). Some
programs were paid for through practicum placements,
so students did not need to provide a course or registra-
tion fee (Germany & Norway).

Discussion

Despite the critical role of MOAs in primary care, this is
the first review of policies, regulations, and practice sup-
ports to help ensure that MOAs can perform an evolving
range of tasks in their complex primary care environ-
ment. Most articles in our review focused on clinic-level
changes — from shifting team structures, to creating new
roles, and developing efficient workflows. There were
only a few resources identified regarding training to sup-
port MOAs.

The two largest categories of articles focused on patient
support and care coordination (e.g., health coaching, care
navigator, screening activities, advanced rooming), and
team building and reconfiguration. Few articles focused
on MOA training and credentials, indicating a need for
more evidence to support MOA learning and approaches
to expanding MOA capabilities beyond their current
administrative duties.

The most reported outcomes related to workforce well-
being, which included MOA job satisfaction, engage-
ment, motivation, leadership, recruitment, and retention.
This aligns with descriptive articles that have identified
career aspirations for MOAs who were interested in
growing in their roles [88]. Population health outcomes
such as increased screening and quality of life were most
reported in education, counselling and health coach-
ing interventions. Cost of care/efficiency outcomes were
commonly reported in articles that involved team build-
ing and reconfiguration of the team interventions.
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Table 5 Reported barriers and facilitators of intervention or program
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implementation

Barriers

Facilitators

Time and Resources constraints

« Overestimation of clinic capacity and difficult workload

« Recruiting highly trained staff

+ MOA burnout and turn over

- Maintaining old roles (e.g. running front desk) while implementing new ones
Training and Knowledge

- Inadequate resources dedicated to training

« Allocating MOA time to attend training, and providing coverage for training
« Role unpreparedness due to lack of training

+ Buy in from providers that training was required

Motivation and Acceptance

« Retention of trained MOAs

- Some MOAs lacked interest and education background

- Unclear purpose of the interventions

- Reluctance to take on new tasks, more work, or work on a team

« Job dissatisfaction for the MOAs

- Some MOAs were not in favor of blurred roles

« Reluctance of providers (changing clinic structure, presence of MAs in exam
room) and distrust with MOA skills

« Role perception: new MOA role not positively received by GPs and staff

- Lack of engagement of PCP to integrating new MOA roles

- Staff seen as lower status compared to clinicians

Complex Patient Interactions

- Complexity of population (e.g., language, SES)

- Patient's issues were not in the scope of MAs

« MAs felt hypocritical delivering messages at odds with their own behavior
- Discomfort with engaging patients in mental health discussions
Collaboration and support

« Lack of an internal champion

« Resistance from providers and administrative staff who did not think MOAs
were up to the tasks

+ MOAs did not feel a part of the planning process

« MA's felt lack of confidence

« lack of MOA recognition

Organizational change and adaptation challenges

- Difficult for practices to adapt to the innovation

« Lack of team huddles

- No head or director to give feedback

« Lack of planning and coordination to integrate new MOA roles

MA Career Opportunities

« Lack of clarity of MA scope

« Lack of stackable credentials

« Lack of career mobility in clinics e.g. no promotion opportunities, no com-
pensation for added work)

Legality, Policies, Systems

- Compliance, legal, billing, and other internal regulatory oversight of the new
delegated order protocols

« Concerns about shared documentation in the EHR

- Did not have permission to order screenings

- Lack of compensation for more work

Champions and Leaders

- Institutional Support: Clinic leaders and program champions
increased enthusiasm

+ The quality improvement lead facilitated biweekly implementation
meetings

+ Use talented MOAs as teachers

Training and Skills

- Staff training

« Creating formal partnerships with MA training institutions to provide
"externship”+ opportunities

- Limit training sessions to shorter times

- Communicating the training to physicians

- Sense of control and efficacy over work

Patient Interactions and Relationships

- Patient-provider relationship

- One-on-one supports provided by MOAs to increase patient
engagement

«Increased involvement with patients

Accessibility

- Intervention offered in English and Spanish

+ Connecting with community resources outside the practices
enhanced capacity

MOA engagement and role redevelopment

« Input from medical assistants and desire to take on these additional
responsibilities

- Flexibility to switch between traditional and new roles

- Working with human resource to establish a career ladder prior to
implementing changes

Time and Resources

- Time and opportunity to explore the workflow decreased frustration
- Top leadership buy-in

- Clinics from large health systems are well-resourced and supported
by human resources workforce development

Office Relationships

- Engaging providers & nurses in training to embrace change

- Align vision and goals with providers and MAs

« Personal connections with colleagues and having psychological safety
- Ability to give input and be respected

- A sense of trust/safety in a positive work environment

Office Structure

« Detailed protocols and standing orders

- ability to make structural changes

Compensation, Benefits

- Designing and distributing appropriate rewards for workers as they
increase their skill levels

- Compensation for extra effort

Other

- Developing “bright spots”to streamline implementation before
implementing system-wide

+ Mix MAs from different sites to enhance community and increase
participation

Only five equity-related outcomes were measured
across all articles, highlighting a gap in research and pol-
icy on how MOAs can support patients facing structural
barriers to care. These articles focused on language barri-
ers and equitable healthcare services for racialized com-
munities, suggesting the potential for MOAs to enhance
equitable patient care—for example, by employing bilin-
gual MOAs to improve communication and access.

Regarding education and counselling, positive out-
comes were found mainly in patient care, workforce
wellbeing and population health. Team building and
reconfiguration had the greatest impact on work-
force well-being, likely due to MOAs strong desire to
help patients [89], which these interventions actively
supported.



Shuldiner et al. BMC Primary Care (2026) 27:106

Barriers to implementing interventions included time
and resource limitations, challenges in staffing, inad-
equate training, lack of preparedness, and lack of pro-
vider buy-in. MOAs were often uninvolved in planning,
leading to low motivation, while providers resisted col-
laboration and role changes. Complexities within health
systems, including legal restrictions on scope of work,
as well as lack of career advancement opportunities,
also hindered interventions. Facilitators included strong
leadership, training support, and collaborative relation-
ships, which fostered a shared vision among clinic staff.
MOA input, time and resources, role flexibility, fair com-
pensation and benefits, and leadership buy-in were key
to creating an environment conducive to change. These
success factors align with descriptive articles that suggest
MOAs derive satisfaction from aspects such as task vari-
ety, assisting patients, and fostering positive relationships
with colleagues [89].

Most health professions can be understood through
their licensure, legal requirements, and professional orga-
nizations, but the work scope of MOAs in most jurisdic-
tions is only loosely regulated. The proportion of MOAs
with formal training is difficult to determine as they are
not registered with a licensing body [4] and training is
often “on-the job” [90]. Our search of MOA programs
found substantial variability in the availability, content,
structure, and focus areas. The findings highlighted dif-
ferences in program duration, from 3-h online courses
to 3-year in-person programs, as well as common skill
areas, and the prevalence of online versus in-person
learning. While certain core competencies like admin-
istrative skills and medical terminology were consistent,
there was variability regarding areas such as ethics and
privacy and EMR-specific knowledge. Additionally, there
was a wide variation in program costs, with some of the
highest fees in Canada and Australia.

Expanding the scope of practice and training for MOAs
has the potential to help address health system strain by
improving access to care, enhancing efficiency, assisting
patients in navigating complex services, and strengthen-
ing triage and intake processes. Leveraging the skills and
experience of MOAs within team-based models of care
may contribute to a more effective and patient-centred
health care system, and support progress toward achiev-
ing the quintuple aim.

Limitations

This scoping review had a few limitations. First, we could
not access non-academic resources and documents that
were not publicly available. This review was restricted
to articles published in English and French, so relevant
resources and articles in other languages, were excluded.
This language limitation may have resulted in gaps in the
coverage of programs and initiatives from non-English/
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French speaking regions. No formal methodological
quality or risk-of-bias appraisal was undertaken. Find-
ings may be influenced by favorable response bias com-
mon in literature on care improvement initiatives as well
as publication bias toward positive results; together these
factors may overstate benefits and underreport neutral
or negative findings. Finally, there was difficulty with the
academic literature search given a lack of shared termi-
nology for MOAs.

Conclusions

This review highlights evidence gaps regarding policies
and structured supports to enhance the work of MOAs
in primary care. Most of the evidence identified focuses
on clinic-level changes, with limited attention to MOA
training or career advancement. Despite their presence
in all health care teams and strong potential impact on
primary care access and experience for patients, MOAs
remain under-recognized in broader health system poli-
cies and related research.
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