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Abstract
Objective: All Australian residential care facilities are recommended to have ac-
cess to a medication advisory committee (MAC) to provide governance of medi-
cation management. The objective was to explore the structure and function of 
Australian MACs.
Methods: A national 43-item survey of MACs was conducted from November 
2023 to January 2024. The survey was adapted from the Australian Government 
Department of Health and Aged Care Audit Tool and Checklist for a Medication 
Advisory Committee (Audit Tool). All MAC representatives were recruited using 
a comprehensive and purposive strategy including the Department of Health and 
Aged Care newsletter, professional organisations, social media and professional 
contacts. Outcomes included self-reported MAC structure and function across 
four key roles as per the Audit Tool, including policy development, risk manage-
ment, education and quality improvement.
Results: Responses were received from 120 MACs covering 642 residential care 
facilities (24% of Australian residential care facilities) in all Australian states 
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1   |   INTRODUCTION

The Australian Government's Royal Commission into 
Aged Care Quality and Safety highlighted opportunities 
for better medication management in residential care 
facilities.1 Medication Advisory Committees (MACs) 
are a key strategy to promote medication safety in resi-
dential care facilities.2,3 A MAC is a ‘multidisciplinary 
committee that provides overarching governance of 
medication management to ensure the judicious, ap-
propriate, safe and quality use of medications’.4 p. 3 All 
Australian residential care facilities are recommended 
to have access to a MAC. MACs operate at a system-
level to support evidence-based practice. Australian 
MACs are similar to international quality circles (mul-
tidisciplinary peer review groups) that support primary 
health-care professionals,5,6 and hospital-based drug 
and therapeutics committees.7

MACs have existed for over 25 years, but there has 
been limited research into their structure and function.8 
In 2017, MACs were identified as a key intervention to 
manage increasing polypharmacy.2 In 2020, a qualita-
tive study explored the structure and function of four 
MACs that supported 27 residential care facilities in the 
state of Victoria.9 This study, conducted in partnership 
with the Victorian Government Department of Health 
and Human Services, made 12 recommendations to op-
timise MAC structure and function and identified op-
portunities for MACs to transition from a reactive to 
a proactive model of quality improvement. However, 
there have been no studies in other states or with a 
larger sample size.

In 2022, the then Australian Government Department 
of Health and Aged Care (now known as Australian 
Government Department of Health, Disability and 

Ageing)  published updated ‘Guiding Principles for 
Medication Management in Residential Aged Care 
Facilities’ (the Guiding Principles).10 This included a 
‘User Guide: Role of a Medication Advisory Committee’4 
and ‘Audit Tool and Checklist for a Medication Advisory 
Committee’ (Audit Tool).11 The Audit Tool was de-
signed to support self-reflection by residential care 
provider organisations to identify improvement oppor-
tunities. However, there were no national baseline data 
on the structure and function of MACs for residential 
care provider organisations to benchmark against. 
Benchmarking self-audit results against national data 
may help to drive quality improvement. The objective 
of this study was to explore the current structure and 
function of Australian MACs.

2   |   METHODS

A national cross-sectional online survey was conducted 
in November 2023 to January 2024. This manuscript has 

and mainland territories. The MACs provided oversight to a median (IQR) 116 
(61–196) beds/residents and a median (IQR) 1 (1–4) facilities. Over half (58%) 
of MACs were multidisciplinary (nursing, pharmacist and prescriber represen-
tation). More than half of MACs reported performing all functions listed in the 
Audit Tool relating to policy development (59%) and risk management (53%). 
Only 41% and 28% of MACs reported they performed all functions in the Audit 
Tool related to education and quality improvement, respectively.
Conclusion: There is extensive heterogeneity in the structure and function of 
MACs with scope for MACs to become more multidisciplinary, identify staff 
training needs and proactively lead quality improvement.

K E Y W O R D S

clinical audit, clinical governance, long-term care, medication therapy management, quality 
improvement

Practice impact

Medication Advisory Committee (MAC) structure 
and function varies widely. Over half were multi-
disciplinary (58%), and 28% reported performing 
all functions listed in the audit tool for quality 
improvement. Future initiatives should focus on 
ensuring MACs are multidisciplinary and are im-
plementing and evaluating quality improvement 
strategies, particularly in non-metropolitan areas.
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been reported as per the Checklist for Reporting of Survey 
Studies (CROSS).12

2.1  |  Survey development

The survey instrument was based on the ‘User Guide: Role 
of a Medication Advisory Committee’4 and ‘Audit tool and 
checklist for a Medication Advisory Committee’.11 The 
survey included all questions in the Audit Tool, but sev-
eral multi-part questions in the Audit Tool were divided 
into separate survey items and additional response op-
tions were added for some items (i.e. in addition to yes/
no). The content validity and face validity of the survey 
instrument were evaluated by a multidisciplinary panel 
comprising representatives from two residential care pro-
vider organisations. Minor amendments were made to the 
survey based on the panel feedback, such as improving 
clarity of some questions by providing definitions of key 
concepts.

The survey instrument was divided into two sections 
and included closed-ended (e.g. dichotomous, multi-
ple choice and multi-answer questions) and open-ended 
free-text items. Section A related to establishing and im-
plementing MACs and included six items from the Audit 
Tool and 10 items on MAC and residential care facility 
demographics and structure. Section B related to the four 
roles of MACs outlined in the Audit Tool: (1) develop and 
endorse policies, procedures and guidelines and advise on 
legislation and standards (three items), (2) advise on risk 
management systems associated with medication man-
agement (seven items), (3) identify education and training 
needs for medication management (eight items) and (4) 
monitor effectiveness and performance as well as imple-
ment quality improvement strategies for medication man-
agement (nine items).

2.2  |  Participants and sample size

The survey instrument was designed for completion 
by MAC chairs or members employed (e.g. registered 
nurses) or contracted (e.g. general practitioners, accred-
ited pharmacists [now known as credentialled pharma-
cists], and community pharmacists) by residential care 
provider organisations. In the absence of a register or list 
of Australian MACs, we adopted a broad but purposive 
sampling strategy to elicit responses from MAC chairs 
or members in metropolitan and non-metropolitan 
areas across all Australian states and mainland territo-
ries. The survey was open for a 9-week period. The study 
did not involve hypothesis testing and so we did not per-
form an a priori sample size calculation. However, we 

aimed to recruit participants that represented MACs 
covering more than 10% of Australia's 2639 residential 
care facilities.13

2.3  |  Recruitment

Prospective participants were identified via expression 
of interest through professional (Aged and Community 
Care Providers Association, Pharmaceutical Society of 
Australia, Society of Hospital Pharmacists Australia 
[now known as Advanced Pharmacy Australia]), re-
search (Residential Aged Care Research Network: 
RACReN) and government channels (‘Your Aged Care 
Update’ Department of Health and Aged Care newslet-
ter), social media (Facebook, LinkedIn, X/Twitter) or 
via direct contact to professional contacts of the project 
investigators.

Prospective participants were asked to complete an on-
line expression of interest (EOI) form. Those who com-
pleted the EOI form were sent the explanatory statement. 
A member of the research team reviewed each EOI to 
ensure that another representative of the same MAC had 
not already participated. Written informed consent was 
then obtained from all participants via email. Participants 
were provided with the link to complete the online survey 
and a unique study identification number to input into 
the online survey. The survey was administered using the 
Research Electronic Data Capture (REDCap) electronic 
data capture tool. Participants who were members of 
multiple MACs were able to complete the survey for each 
MAC, provided a different member of that MAC had not 
already completed the survey.

2.4  |  Data collection and analysis

Data were collected and managed using the REDCap 
electronic data capture tool hosted and managed by Helix 
(Monash University). REDCap is a secure, web-based 
software platform designed to support data capture for re-
search studies.14,15 Data were imported to Microsoft® Excel 
(Microsoft Corporation, 2024, version 16.81). Duplicate 
survey entries (same survey ID) were removed.

Descriptive statistics (frequencies and percentages 
for categorical and ordinal data, median and inter-
quartile range (IQR) for discrete data) were used to de-
scribe demographics, structure and function of MACs. 
Exploratory bivariate analyses were performed using 
Pearson's χ2 test to compare demographics of MACs 
(metropolitan vs. non-metropolitan, multidisciplinary 
vs. non-multidisciplinary and 1:1 MAC:residential care 
facility ratio vs. 1:>1 MAC:residential care facility ratio). 
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Continuity correction was reported for 2 × 2 analy-
ses. Data analysis was conducted using the Statistical 
Package for Social Sciences (SPSS, version 29.0; IBM 
Corp. Armonk, USA).

2.5  |  Ethics approval

Ethics approval was granted by the Monash University 
Human Research Ethics Committee (ID 39206).

3   |   RESULTS

3.1  |  Survey responses

A total of 113 EOIs were received from MAC chairs and 
members and 71 (63%) consented to participate. Complete 
survey responses were received from 71 MAC chairs or 
members (100% of consenting participants). These re-
spondents represented 120 MACs that supported 642 
unique residential care facilities (24% of all Australian 
residential care facilities).

3.2  |  Medication Advisory Committee 
demographics and structure

The 120 MACs operated across all Australian states and 
mainland territories, with geographic distribution simi-
lar to that of national Australian residential care services 
(Table  1). More than half were from non-metropolitan 
regions (78, 65%) and from either independent not-for-
profit (59, 49%) or private residential care provider organ-
isations (45, 38%). A proportion of MACs also oversaw 
community services (16, 13%), hospital (including inpa-
tient, acute or sub-acute) services (6, 5%) and disability 
support services (5, 4%).

MACs oversaw from 15 beds to 6281 beds and from 1 
to 70 residential care facilities (Figure 1). The majority 
(105, 88%) of MACs reported directly to executive (se-
nior management) through to the board or management 
(Table 2).

Most MACs met every 3 months (89, 74%) in face-to-
face (52, 43%) or hybrid face-to-face/virtual (41, 34%) 
formats. The median (IQR) number of MAC members 
was 7 (5–11), and the reported attendance at the most 
recent MAC meeting ranged from 43% to 100%. Over 
half (70, 58%) of the MACs were multidisciplinary 
(i.e. had nurse, pharmacist and prescriber members). 
The most common health professional members were 
accredited medication review and/or Quality Use of 
Medication (QUM) pharmacists (111, 93%), registered 

nurses (105, 88%), community pharmacists (100, 83%) 
and general practitioners (70, 58%). Half the MACs 
were chaired by registered nurses.

3.3  |  Role 1: Develop and endorse 
policies and procedures, and advise on 
legislation and standards

Over half (71, 59%) of MACs reported performing all 
recommended functions within the policy development 
role listed in the Audit Tool. More than three-quarters of 
MACs reported performing functions relating to devel-
oping and endorsing policies, procedures and guidelines 
relating to medication management (94, 78%), including 
ensuring that the policies, procedures and guidelines were 

T A B L E  1   Demographics of participating MACs vs. 
demographics of Australian residential care services.

Demographics
Participating 
MACs, n (%)

Australian 
residential 
care services, 
n (%)a

State and Territories

Victoria 57 (48) 748 (28)

New South Wales 40 (33)b 835 (32)

South Australia 14 (12)b 229 (9)

Queensland 11 (9)b 468 (18)

Western Australia 9 (8)b 249 (9)

Australian Capital 
Territory

5 (4)b 27 (1)

Tasmania 3 (2)b 71 (3)

Northern Territory 2 (2)b 12 (1)

Geographic region

Metropolitan 74 (62)b 1653 (63)c

Regional 51 (43)b 439 (17)c

Rural 20 (17)b 507 (19)c

Remote 7 (6)b 40 (2)c

Organisation funding type

Independent 
not-for-profit

59 (49) 123,382 (56)d

Private 45 (38) 90,159 (41)d

Public 13 (11) 7926 (4)d

Other 3 (3) –
aAustralian demographics defined as residential care service provision as at 
30th June 2023 as reported on GEN-​agedc​areda​ta.​gov.​au.
bNot mutually exclusive.
cMutually exclusive, metropolitan defined as Monash Model (MM) 1, 
regional MM2–3, rural MM4–5, remote MM6–7.
dReported as number of resident places not number of residential care 
facilities.
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accessible to staff (110, 92%) and that there was a commu-
nication strategy for new, revised or updated documents 
(91, 76%) (Table 3). When the MAC did not perform these 
functions, other clinical governance teams or manage-
ment/head office were reported to be responsible for the 
functions. No significant associations were identified 
between MACs who reported they performed policy de-
velopment functions and the geography of the MAC, mul-
tidisciplinary nature of the MAC or the MAC: residential 
care facilities ratio (Table S1).

3.4  |  Role 2: Advise on risk-management 
systems and the management of risks 
associated with medication management

Over half (64, 53%) of MACs reported performing all rec-
ommended functions within the risk management role in 
the Audit Tool. Advising on risk management, through 
collaborative development of strategies to control, reduce 
or eliminate medicine-related risks was the most com-
mon reported function of MACs (117, 98%) (Table  3). 
Risk management activities were informed by internal 
audits (95, 79%), National Quality Indicator Program data 
(90, 75%), electronic medication incident reporting sys-
tems (84, 70%), medication use patterns and trends (84, 
70%), quality improvement strategies (83, 69%) and seri-
ous incident response scheme (SIRS) reports (83, 69%). 
Twenty MACs (18%) reported they were not responsible 

for informing and updating risk assessments and the risk 
management system associated with medication manage-
ment. More than half of MACs had reviewed and self-
reported being adherent with the ‘Guiding Principles 
for Medication Management in Residential Aged Care 
Facilities’ document (75, 63%). A further 23% (n = 27) 
reported they planned to review the Guiding Principles 
within the next 6 months. No significant associations were 
identified between MACs who reported they performed 
risk assessment functions and the geography of the MAC, 
multidisciplinary nature of the MAC or the MAC: residen-
tial care facilities ratio (Table S1).

3.5  |  Role 3: Identify education and 
training needs for medication management

Less than half (49, 41%) of MACs reported performing 
all education roles outlined in the Audit Tool. While the 
majority of MACs supported the provision and access 
to education and training on medication management 
(112, 93%), only half reported that the MAC had a role 
in implementing processes to assess workforce com-
petency and training needs (70, 58%) (Table  3). When 
this was not the responsibility of the MAC, participants 
qualitatively described this role was commonly reported 
to be the responsibility of the residential care facility or 
the facility manager, head office or other quality, gov-
ernance or education committees. Education was mostly 

F I G U R E  1   Overview of Australian medication advisory committee (MAC) structure and function. Summary of results from national 
audit of 120 Australian MACs. MAC function results refer to percentage of MACs that reported doing all functions under the four roles 
as outlined in the Australian Government Department of Health and Aged Care Audit Tool and Checklist for a Medication Advisory 
Committee. IQR, interquartile range; MAC, medication advisory committee; RCFs, residential care facilities.
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delivered face-to-face (106, 88%) and via e-learning (86, 
72%). No significant associations were identified be-
tween MACs who reported they performed education 
functions and the geography of the MAC, multidisci-
plinary nature of the MAC or the MAC:residential care 
facilities ratio (Table S1).

3.6  |  Role 4: Monitor 
effectiveness and performance as 
well as the implementation of quality 
improvement strategies for medication 
management

One in four MACs (34, 28%) reported performing all func-
tions within the quality improvement role as described in 
the Audit Tool. Almost all MACs reported being proac-
tive and responsive to medication management issues 
and risks (115, 96%), and three-quarters of those MACs 
(90/115, 78%) reported that they developed action plans 
in response to identified issues and risks. Nearly all MACs 
reported that they utilised a pharmacist to support QUM 
activities (116, 97%). The existing strategies or sources of 
data most used to evaluate QUM included number and 
type of medication incidents (98, 82%), the psychotropic 
register (93, 78%) and numbers of residential medica-
tion management reviews completed (90, 75%). Eighteen 
(15%) MACs reported they did not evaluate existing 
QUM strategies. Less than half of the MACs measured 
resident experiences with medication management (57, 
48%), with most responding that this was completed by 
facility-level staff (e.g. registered nurses, care staff, facil-
ity managers or pharmacists) or not at all. Being located 
in a metropolitan area was significantly associated with 
performing all quality improvement functions listed in 
the Audit Tool compared to non-metropolitan MACs 
(32/74 vs. 2/46, p < .001) (Table S1).

T A B L E  2   Structure of Australian MACs.

Structure characteristics
n (%), unless 
stated

Number of RCFs the MAC oversees, median 
(IQR)

1 (1–4)

Number of Beds MAC oversees, median 
(IQR)

116 (61–196)

Number of Beds MAC oversees

1–50 19 (16)

51–100 33 (28)

101–150 23 (19)

151–200 11 (9)

200+ 28 (23)

Didn't answer 6 (5)

Number of members of MAC,  
median (IQR)

7 (5, 11)

Number of people at last MAC,  
median (IQR)

6 (4, 9)

Members of the MAC

Accredited medication review and/or 
QUM pharmacist

111 (93)

Registered nurse 105 (88)

Senior management 103 (86)

Community pharmacist 100 (83)

General practitioner 70 (58)

Administrator or secretariat 35 (29)

Nurse practitioner 19 (16)

Onsite/embedded pharmacist 11 (9)

Resident or resident advocate 10 (8)

Geriatrician 6 (5)

Othera 23 (19)

Chair of the MAC

Registered nurse 60 (50)

Pharmacist 20 (17)

Otherb 40 (33)

Reports to Executive/Board, yes 105 (88)

Has an accountability framework 95 (79)

Has an agreed and approved terms of 
reference (ToR) document

96 (80)

Has a ToR that has been reviewed in the last 
12 monthsc

82 (68)

Frequency of MAC meetings

More often than every 3 months 5 (4)

Every 3 months 89 (74)

Every 6 months 24 (20)

Ad hoc 2 (2)

Format of meetings

Face-to-face 52 (43)

T A B L E  2   (Continued)

Structure characteristics
n (%), unless 
stated

Virtual 27 (23)

Hybrid 41 (34)

Abbreviations: IQR, Interquartile range; MAC, Medication advisory 
committee; QUM, Quality use of medication; RCF, Residential care facility; 
ToR, Terms of reference.
an = 23 MACs indicated that one or more ‘other’ members attended their 
MAC.
bOther members described in full text included, but were not limited to, care 
managers, facility managers and clinical care coordinators.
cIndicates a question that only appeared if the preceding question was 
answered as ‘yes’, but denominators have been presented as n = 120.
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4   |   DISCUSSION

This study represents the most comprehensive explora-
tion of the structure and function of Australian MACs. 
It highlights scope for improvement in multidisciplinary 
membership and purpose of the MAC by ensuring current 

terms of reference, and opportunities for targeted inter-
ventions to ensure MACs are adherent to the Guiding 
Principles,10 are identifying education and training 
needs relevant to their residential care staff, and proac-
tively implementing and evaluating quality improvement 
initiatives.

T A B L E  3   Scope and functions of Australian MACs, as per roles described in the MAC User Guide and Audit Tool.4,11

Function Yes, n (%)

Role 1: develop and endorse policies, procedures and guidelines and advise on legislations and standards 71 (59)b

Develop/endorse policies/procedures/guidelines representing all elements of medication management 94 (78)

Ensure policies/procedures/guidelines are accessible to all RCF healthcare professionals and external healthcare 
professionals

110 (92)

Documented communication strategy for new, revised or updated policies/procedures/guidelines 91 (76)

Role 2: advise on risk-management systems and the management of risks associated with medication 
management

64 (53)c

Informing and updating risk assessments and risk management system associated with medication management 100 (83)

Collaboratively develop strategies to control, reduce or eliminate medicines-related risks 117 (98)

Regularly review need for RCF healthcare professional education and training on medication management and risk 
mitigation strategies

106 (88)

Reviewed updated Guiding Principles for Medication Management in Residential Aged Care Facilities 76 (63)

Ensures adherence with Guiding Principles for Medication Management in Residential Aged Care Facilitiesa 75 (63)

Role 3: identify education and training needs for medication management 49 (41)d

Support provision and access to education and training on medication management 112 (93)

The education and training provided is based on the specific needs of the RCF healthcare professionals, the facility and 
those receiving carea

109 (91)

Support and provide input into an internal and/or external learning and development programa 94 (78)

Implement processes to assess competency and training needs of RCF workforce regarding medication management 70 (58)

Implement process to perform risk assessment to inform training needs and priorities for the RCF workforce regarding 
medication management

83 (69)

Implement process to develop or provide access to training and education resources to meet the needs of the RCF 
workforce regarding medication management

97 (81)

Implement process to use ongoing education programs to supplement existing knowledge and skills of the 
multidisciplinary workforce

93 (78)

Role 4: monitor effectiveness and performance as well as the implementation of quality improvement 
strategies for medication management

34 (28)e

Develop policies, procedures and guidelines for systematic evaluation of QUM 82 (68)

Evaluate existing QUM strategies 102 (85)

Proactive and responsive to medication management issues and risks 115 (96)

Develop action plan in response to medication management issues and risksa 90 (75)

Utilise a pharmacist to support QUM activities 116 (97)

Review medicine utilisation trends and usage patterns 100 (83)

Measure and improve individuals' experience with medication management 57 (48)

Plan and drive QUM and medication safety initiatives 110 (92)

Abbreviations: MAC, Medication advisory committee; QUM, Quality use of medication; RCF, Residential care facility.
aQuestion only appeared if the preceding question was answered as ‘yes’, but denominators presented as n = 120.
bRepresents MACs that completed all three functions under the policy development role as described in the Audit Tool.
cRepresents MACs that completed all five functions under the risk management role as described in the Audit Tool.
dRepresents MACs that completed all seven functions under the education role as described in the Audit Tool.
eRepresents MACs that completed all eight functions under the quality improvement role as described in the Audit Tool.
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More than half of MACs involved a nurse, pharmacist 
and prescriber member. This was consistent with expert 
panel recommendations for MACs in residential care 
facilities,9 and with best-practice recommendations for 
drugs and therapeutics committees.7 Encouragingly, the 
proportion of MACs with general practitioners (GPs) was 
double that reported among a sample of regional and rural 
MACs in 2020.9 However, medical prescriber representa-
tion was still the lowest of the three core disciplines. Local 
and system-level strategies to promote GP engagement 
in residential care, including overcoming administrative, 
time and financial barriers, are needed.16 Local strategies 
could include ensuring the MAC operates effectively, at 
a time and in a format convenient to all personnel, and 
that the agenda is focused on governance and clinical risk 
management and not day-to-day operational, administra-
tive or bureaucratic concerns.9,16 At a system level, new 
‘General Practice in Aged Care’ incentives commenced in 
July 2024 may facilitate increased engagement by GPs in 
MACs.17 Increasing awareness of the potential for MAC-
led quality improvement, through sharing of successes, 
adapting knowledge from hospital based drugs and thera-
peutics committees and increased research on the role of 
MACs may also drive necessary organisational and cul-
tural changes.9

Two-thirds of MACs reported having up-to-date terms 
of reference, and three-quarters were chaired by an inter-
nal member of staff. This suggests there may be scope to 
optimise MAC operation by improving clarity regarding 
the role of the MAC in areas such as policy development, 
risk management, education and quality improvement. 
As identified in the Royal Commission into Aged Care 
Quality and Safety, ‘better system governance is crucial 
to the reform of aged care’.1 p. 82 Expert panel recommen-
dations for MACs support appointing an independent 
chair of the MAC, such as a pharmacist, for the purpose 
of ensuring good clinical governance, accountability and 
transparency.9

Most MACs reported they were proactive and respon-
sive to medication management issues. However, devel-
oping action plans, implementing and monitoring the 
effectiveness of quality improvement initiatives were 
among the least reported functions. This is consistent with 
previous findings that showed that while MAC members 
attached a high priority to preventing medicine-related 
harm, the activities of MACs were often reactive and qual-
ity indicator data was just tabled at MAC meetings rather 
than actively discussed and used.9 These findings suggest 
there may be opportunities to optimise the function of 
MACs to better support continuous quality improvement 
that is tailored to the local needs, resources and challenges 
of their specific residential care facility. The need to mon-
itor performance and address emerging issues was also 

highlighted in the Final Report of the Royal Commission 
into Aged Care Quality and Safety.1 Residential care pro-
vider organisations and MACs could consider utilising 
nurse or pharmacist change champions or knowledge bro-
kers to support implementation and reporting back to the 
MAC.18–20 These individuals are important facilitators of 
success and may help to translate evidence and guidelines 
into practice.19

A key strength of this study was the diverse sam-
ple of MACs from all states and mainland territories of 
Australia. Responses were received from MACs represent-
ing nearly one-quarter of all Australian residential care fa-
cilities. Responses were also received from not-for-profit, 
public and private residential care provider organisations. 
Our sample included MACs from both metropolitan 
and non-metropolitan areas. This study aligns with key 
Australian Government initiatives and measured the real-
world impact of the implementation of new guidance for 
MACs.4,10,11 Potential limitations include the recruitment 
methodology. In the absence of a register or comprehen-
sive list of Australian MACs, we employed a broad recruit-
ment strategy. This maximised the number of MACs, but 
we were not able to directly calculate a response rate. It 
is possible that well-functioning MACs were more likely 
to participate (self-selection bias). The study relied on 
self-reporting, and it is possible that MAC representatives 
over- or under-estimated each role/function. The high 
proportion of MACs that involved accredited pharmacists 
may reflect recruitment of MAC representatives through 
pharmacist organisations and Facebook groups. This may 
have influenced the prevalence of reporting certain func-
tions of the MACs. For these reasons, the results of the 
study may not be generalisable to all MACs in Australia.

5   |   CONCLUSIONS

MACs are diverse in their structure and function, and op-
erate largely in accordance with Australian Government 
recommendations. However, opportunities exist for MACs 
to have a greater role in planning, implementing and mon-
itoring quality improvement initiatives. Optimising the 
structure of MACs, including ensuring multidisciplinary 
representation and up-to-date terms of reference, may be 
important first steps. Future work should explore the im-
pact of the variation in structure and function of MACs 
on resident and medication management outcomes, and 
evaluate the effectiveness and cost-effectiveness of inter-
ventions designed to optimise the function of MACs.

ACKNOWLEDGEMENTS
The authors would like to thank all the Medication 
Advisory Committee members who participated in the 

 17416612, 2025, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ajag.70048 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [26/08/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



      |  9 of 10CROSS et al.

survey and the individuals and organisations that helped 
to disseminate the survey. Open access publishing facili-
tated by Monash University, as part of the Wiley - Monash 
University agreement via the Council of Australian 
University Librarians.

FUNDING INFORMATION
This study was supported by the Commonwealth of 
Australia represented by the Department of Health and 
Aged Care Medical Research Future Fund (MRFF) 
Quality, Safety and Effectiveness of Medicine Use by 
Pharmacists, 2022 grant (grant ID: MRFMMIP000025). 
AJC is supported by an NHMRC Emerging Leadership 1 
grant (APP2009633).

CONFLICT OF INTEREST STATEMENT
AJC has received grant funding or consulting funds from 
the Medical Research Future Fund, Dementia Australia 
Research Foundation and Pharmaceutical Society of 
Australia. All grants and consulting funds were paid 
to the employing institution. AJC is also a board direc-
tor on the Pharmaceutical Society of Australia national 
board. BB declares that they have no competing in-
terests. HVD declares that they have represented the 
Australian Commission on Safety and Quality in Health 
Care on the Project Stakeholder Group for this project, 
and also led a project in 2021/2022 on the development 
of the then Australian Government Department of Health 
and Aged Care (now known as Australian Government 
Department of Health, Disability and Ageing) 2022 edition 
of the Guiding Principles for Medication Management in 
Residential Aged Care, User Guide: Role of a Medication 
Advisory Committee and Audit Tool and Checklist for a 
Medication Advisory Committee. KL declares no COI rel-
evant to this publication. KL has received grant funding 
from the National Health and Medical Research Council, 
the Medical Research Future Fund, the Australian 
Research Council, the Hospital Research Foundation, 
Dementia Australia and the Flinders Foundation. All 
grants and consulting funds were paid to the employing 
institution. TPH declares he is the Chair of the Board 
for the Australian Council of Deans of Health Sciences 
(ACDHS Pty Ltd). SNH declares no COI relevant to this 
publication. SNH has received grant funding from the 
National Health and Medical Research Council, Medical 
Research Future Fund, NSW Health, Aged Care Quality 
and Safety Commission unrelated to this work. All grants 
were paid to the administering institution. SH chairs NSW 
Therapeutic Advisory Group and Sydney Health Partners 
Geriatric Medicine Clinical Academic Group. These roles 
are not remunerated. AtM declares that they have no com-
peting interests. AB has received grant funding from the 
Medical Research Future Fund. All funds were paid to the 

employing organisation. AnM declares that they have no 
competing interests. LQ declares that they have no compet-
ing interests. MAK declares that they have no competing in-
terests. JSB has received grant funding or consulting funds 
from the National Health and Medical Research Council, 
Medical Research Future Fund, Victorian Government 
Department of Health and Human Services, Dementia 
Australia Research Foundation, Yulgilbar Foundation, 
Aged Care Quality and Safety Commission, Dementia 
Centre for Research Collaboration, Pharmaceutical Society 
of Australia, Society of Hospital Pharmacists of Australia, 
GlaxoSmithKline Supported Studies Program, Amgen, 
and several aged care provider organisations unrelated to 
this work. All grants and consulting funds were paid to the 
employing institution.

DATA AVAILABILITY STATEMENT
The de-identified data analysed are not publicly available, 
but requests to the corresponding author for the data will 
be considered on a case-by-case basis.

ORCID
Amanda J. Cross   https://orcid.
org/0000-0001-6001-9211 
Brooke Blakeley   https://orcid.org/0009-0003-1501-8828 
Kate Laver   https://orcid.org/0000-0003-0259-2209 
Terry P. Haines   https://orcid.org/0000-0003-3150-6154 
Sarah N. Hilmer   https://orcid.
org/0000-0002-5970-1501 
Alexandra Bennett   https://orcid.
org/0000-0002-9900-5316 
Angelita Martini   https://orcid.
org/0000-0003-1886-7115 
J. Simon Bell   https://orcid.org/0000-0002-6115-2767 

REFERENCES
	 1.	 Royal Commission into Aged Care Quality and Safety. Final 

Report: care, Dignity and Respect. [Internet]. Commonwealth of 
Australia; 2021.

	 2.	 Jokanovic N, Wang KN, Dooley MJ, et al. Prioritizing interven-
tions to manage polypharmacy in Australian aged care facili-
ties. Res Social Adm Pharm. 2017;13(3):564-574.

	 3.	 Cheek J, Gilbert A, Ballantyne A, Penhall R. Factors influenc-
ing the implementation of quality use of medicines in residen-
tial aged care. Drugs Aging. 2004;21(12):813-824.

	 4.	 Australian Government: Department of Health and Aged 
Care. User Guide: role of a Medication Advisory Committee. 
Commonwealth of Australia as Represented by the Deptartment 
of Health and Aged Care; 2022.

	 5.	 Rohrbasser A, Harris J, Mickan S, Tal K, Wong G. Quality cir-
cles for quality improvement in primary health care: their ori-
gins, spread, effectiveness and lacunae–a scoping review. PLoS 
One. 2018;13(12):e0202616.

	 6.	 Rohrbasser A, Kirk UB, Arvidsson E. Use of quality circles for 
primary care providers in 24 European countries: an online 

 17416612, 2025, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ajag.70048 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [26/08/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://orcid.org/0000-0001-6001-9211
https://orcid.org/0000-0001-6001-9211
https://orcid.org/0000-0001-6001-9211
https://orcid.org/0009-0003-1501-8828
https://orcid.org/0009-0003-1501-8828
https://orcid.org/0000-0003-0259-2209
https://orcid.org/0000-0003-0259-2209
https://orcid.org/0000-0003-3150-6154
https://orcid.org/0000-0003-3150-6154
https://orcid.org/0000-0002-5970-1501
https://orcid.org/0000-0002-5970-1501
https://orcid.org/0000-0002-5970-1501
https://orcid.org/0000-0002-9900-5316
https://orcid.org/0000-0002-9900-5316
https://orcid.org/0000-0002-9900-5316
https://orcid.org/0000-0003-1886-7115
https://orcid.org/0000-0003-1886-7115
https://orcid.org/0000-0003-1886-7115
https://orcid.org/0000-0002-6115-2767
https://orcid.org/0000-0002-6115-2767


10 of 10  |      CROSS et al.

survey of European Society for Quality and Safety in family prac-
tice delegates. Scand J Prim Health Care. 2019;37(3):302-311.

	 7.	 Holloway K, Green T, eds. Drug and Therapeutics Committees: a 
Practical Guide. World Health Organization; 2003.

	 8.	 Darzins A, Royal Australian College of General Practitioners. 
Care of Older Persons Committee of Council, Australian 
Nursing Federation, & Geriaction Incorporated. Integrated Best 
Practice Model for Medication Management in Residential Aged 
Care Facilities. Australian Government Publishing Service; 
1997.

	 9.	 Picton L, Lalic S, Ryan-Atwood TE, et al. The role of medication 
advisory committees in residential aged care services. Res Social 
Adm Pharm. 2020;16(10):1401-1408.

	10.	 Australian Government: Department of Health and Aged Care. 
Guiding Principles for Medication Management in Residential 
Aged Care Facilities. Commonwealth of Australia as repre-
sented by the Deptartment of Health and Aged Care; 2022.

	11.	 Australian Government: Department of Health and Aged Care. 
Audit Tool and Checklist for a Medication Advisory Committee. 
Commonwealth of Australia, Department of Health and Aged 
Care; 2022.

	12.	 Sharma A, Minh Duc NT, Luu Lam Thang T, et al. A consensus-
based checklist for reporting of survey studies (CROSS). J Gen 
Intern Med. 2021;36(10):3179-3187.

	13.	 Australian Government. Australian Institute of Health 
and Welfare. Providers, Services and Places in Aged Care. 
Australian Government. Australian Institute of Health and 
Welfare; 2024.

	14.	 Harris PA, Taylor R, Minor BL, et al. The REDCap consortium: 
building an international community of software platform 
partners. J Biomed Inform. 2019;95:103208.

	15.	 Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. 
Research electronic data capture (REDCap)–a metadata-driven 
methodology and workflow process for providing translational 
research informatics support. J Biomed Inform. 2009;42(2):377-
381. doi:10.1016/j.jbi.2008.08.010

	16.	 Pearson R, Mullan J, Ujvary E, Bonney A, Dijkmans-Hadley 
B. Australian general practitioner attitudes to residential aged 
care facility visiting. Health Soc Care Community. 2018;26(4):e4
97-e504.

	17.	 Australian Government: Department of Heatlh and Aged Care. 
General Practice in Aged Care Incentive. Australian Government: 
Department of Heatlh and Aged Care; 2025.

	18.	 Woo K, Milworm G, Dowding D. Characteristics of quality im-
provement champions in nursing homes: a systematic review 
with implications for evidence-based practice. Worldviews Evid-
Based Nurs. 2017;14(6):440-446.

	19.	 Cross AJ, Haines TP, Ooi CE, et al. Roles and effectiveness of 
knowledge brokers for translating clinical practice guidelines 
in health-related settings: a systematic review. BMJ Qual Saf. 
2023;32(5):286-295.

	20.	 Ea AML, Cross AJ, Martini A, Wesson J, Bell JS. Generating and 
translating evidence for safe and effective medication manage-
ment in aged care homes. Br J Clin Pharmacol. 2024;91:84-94. 
doi:10.1111/bcp.16269

SUPPORTING INFORMATION
Additional supporting information can be found online 
in the Supporting Information section at the end of this 
article.

How to cite this article: Cross AJ, Blakeley B, 
Dowling HV, et al. National audit of the structure 
and function of Australian residential care 
medication advisory committees. Australas J 
Ageing. 2025;44:e70048. doi:10.1111/ajag.70048

 17416612, 2025, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ajag.70048 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [26/08/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org//10.1016/j.jbi.2008.08.010
https://doi.org//10.1111/bcp.16269
https://doi.org/10.1111/ajag.70048

	National audit of the structure and function of Australian residential care medication advisory committees
	Abstract
	1  |  INTRODUCTION
	2  |  METHODS
	2.1  |  Survey development
	2.2  |  Participants and sample size
	2.3  |  Recruitment
	2.4  |  Data collection and analysis
	2.5  |  Ethics approval

	3  |  RESULTS
	3.1  |  Survey responses
	3.2  |  Medication Advisory Committee demographics and structure
	3.3  |  Role 1: Develop and endorse policies and procedures, and advise on legislation and standards
	3.4  |  Role 2: Advise on risk-management systems and the management of risks associated with medication management
	3.5  |  Role 3: Identify education and training needs for medication management
	3.6  |  Role 4: Monitor effectiveness and performance as well as the implementation of quality improvement strategies for medication management

	4  |  DISCUSSION
	5  |  CONCLUSIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT
	ORCID
	REFERENCES


