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Abstract
Purpose The purpose of this study is to investigate the asso-
ciation between polypharmacy with health-related quality of
life (HRQoL) and medication regimen complexity with
HRQoL in residential aged care facilities (RACFs).
Methods A cross-sectional study of 383 residents from six
Australian RACFs was conducted. The primary exposures
were polypharmacy (≥9 regular medications) and the validat-
ed Medication Regimen Complexity Index (MRCI). The out-
come measure was staff informant rated quality of life
assessed using the Quality of Life Alzheimer’s disease
(QoL-AD) scale. Covariates included age, sex, Charlson’s co-
morbidity index, activities of daily living, and dementia sever-
ity. Logistic quantile regression was used to characterize the

association between polypharmacy and QoL-AD (model 1)
and MRCI and QoL-AD (model 2).
Results The median age of the 383 residents was 88 years and
297 (78 %) residents were female. In total, 63 % of residents
were exposed to polypharmacy and the median MRCI score
(range) was 43.5 (4–113). After adjusting for the covariates,
polypharmacy was not associated with either higher or lower
QoL-AD scores (estimate −0.02; 95 % confidence interval
(CI) −0.165, 0.124; p=0.78). Similarly, after adjusting for
the covariates, MRCI was not associated with either higher
or lower QoL-AD scores (estimate −0.0009, 95 % CI −0.005,
0.003; p=0.63).
Conclusions These findings suggest that polypharmacy and
medication regimen complexity are not associated with staff
informant rated HRQoL. Further research is needed to inves-
tigate how specific medication classes may impact change in
quality of life over time.
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Introduction

Polypharmacy and complex medication regimens are highly
prevalent in residential aged care facilities (RACFs) [1–3].
The definition of polypharmacy is diverse in literature [1]. A
recent systematic review revealed that the prevalence of
polypharmacy is highly variable depending on the definition
used for polypharmacy [1]. The polypharmacy definition of
≥5 medications is common in the community and outpatient
settings [4, 5], whereas ≥9 medications is the most common
polypharmacy definition in RACF settings [1]. Polypharmacy
is currently a quality indicator in RACFs in some jurisdictions
in Australia [6]. While polypharmacy is not always
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inappropriate, it is associated with a greater risk of adverse
drug events, morbidity, mortality, and increased healthcare
use [7–11]. Complex medication regimens have also been
associated with increased potential adverse drug events,
healthcare use and 30-day hospital readmission and inversely
associated with adherence and hospital discharge directly
home [12–14]. Addressing these areas has been an ongoing
concern, in particular in the RACF setting because there is a
higher prevalence of polypharmacy and more complex medi-
cation regimens than in the community setting [9, 15].
Investigating quality of life is also important in this setting
because the palliative approach to provision of aged care ser-
vices involves focusing on maintenance of quality of life as a
goal of care [16]. People with dementia or cognitive impair-
ment are a vulnerable group with high care needs that fre-
quently require residential aged care.

The development of community-based models of care has
led to people being admitted to RACFs later in life. Residents
in RACFs aged ≥85 years accounted for 57 % and 43 % of
residents in Australia and the USA, respectively, in 2011 [17,
18]. In residents of RACFs, health-related quality of life
(HRQoL) measures have been identified as an important mul-
tidimensional outcome measure [19, 20]. Health-related qual-
ity of life measures encompass ratings of physical, psycholog-
ical, and social variables in combination with recognition that
HRQoL depends on the group being evaluated [21]. The pur-
pose of such a measure is to quantify the degree to which the
medical condition or its treatment impacts the individual’s life
in a valid and reproducible way [22]. Currently, national vol-
untary quality indicators for aged care are being developed in
Australia and are likely to include a measure of quality of life.

The association between certain comorbidities and
HRQoL has been widely investigated. However, there
has been limited research on the association between med-
ications and HRQoL in RACFs in residents with or with-
out dementia [23]. People with dementia may have differ-
ent patterns of medication use and corresponding suscep-
tibility to adverse drug events which may in turn affect
quality of life [24]. People with dementia have limited
eligibility for participation in clinical drug trials and,
therefore, it is important to develop an evidence base for
medication use in this population group [25]. To our
knowledge, no previous studies have quantified the asso-
ciation between medication regimen complexity and resi-
dent HRQoL. Relatively few studies have investigated the
association between polypharmacy and HRQoL [7, 26].
Two Western Australian studies investigated this associa-
tion in the RACF resident population [7, 26]. The first
study included 351 residents aged ≥65 years and found
no association between number of medications (>10 med-
ications) and resident self-reported HRQoL in adjusted
cross-sectional analysis [26]. The second cross-sectional
study used the same data source and reported an inverse

association between polypharmacy (≥5 medications) and
self-reported resident HRQoL [7]. To our knowledge,
these are the only two published studies to quantify the
association between polypharmacy and HRQoL in resi-
dents of RACFs.

The objective of this study was to investigate the associa-
tion between polypharmacy with HRQoL and medication reg-
imen complexity with HRQoL in residents of RACFs. We
hypothesized that both medication regimen complexity and
polypharmacy would be inversely associated with HRQoL.

Methods

Study design and setting

We conducted secondary analyses of data from a cross-
sectional study of permanent residents in six RACFs in met-
ropolitan Adelaide and regional Mt. Gambier in South
Australia. Residential aged care facilities in Australia provide
supported accommodation for people with care needs that can
no longer be met in their own homes [27]. The term is synon-
ymous with the terms Bnursing home^ and Blong-term care
facility^ that are used internationally [28]. The overall study
design, methodology, and data collection have been described
in detail elsewhere [29]. The initial study investigated analge-
sic use, pain, and daytime sedation in people with and without
dementia in RACFs [30].

Participants

Permanent residents aged ≥65 years with and without demen-
tia that had the ability to participate in structured assessments
in English were included in the study sample. Residents
deemed medically unstable (e.g., experiencing delirium) or
estimated to have a life expectancy of less than 3 months were
excluded from the study. There were 664 eligible residents in
six residential aged care facilities and 603 residents were in-
vited to participate due to exclusion by directors of care. Of
these 603 residents, 220 were excluded for the following rea-
sons: 106 declined; 34 were unwell, hospitalized, or palliative;
54 could not be recruited because third-party consent could
not be arranged; and 26 residents were excluded for other
reasons including being a new resident, behavior, or
condition-precluded interview. The final study sample includ-
ed 383 residents. There was no statistically significant differ-
ences between participants and all residents of RACFs in
terms of age (mean 87.5 years [standard deviation SD 6.2]
vs. 87.3 years [SD 6.4], t test, p=0.66), sex (77.5 % female
vs. 78.5 % female, chi square, p=0.90), and dementia diag-
nosis (44.1 % vs. 46.8 %, chi square, p=0.72).

1118 Eur J Clin Pharmacol (2016) 72:1117–1124



Data source

A standardized data extraction form containing a range of
validated and widely used scales (e.g., Katz Activities of
Daily Living Scale (ADL), Dementia Severity Rating Scale
(DSRS) was used for data collection. Residents’ medication
administration charts were used to directly extract medication
data. Clinical diagnoses of dementia and any other comorbid-
ity were extracted from the electronic medical records. All
data were collected by three experienced study nurses who
undertook centralized training in the standard administration
of the data collection tools. Data collection occurred from
April to August 2014.

Medication assessment

To determine the prevalence of polypharmacy, the number of
regular charted medications for each resident was counted.
Polypharmacy was operationally defined as the Buse of nine
or more regular medications,^ including prescription, non-
prescription, dermatological products, and vitamin and herbal
supplements. This definition was consistent with that recom-
mended for use in residential aged care and is also the most
frequent definition of polypharmacy in RACFs according to a
recent systematic review [1]. Medication regimen complexity
was computed using the 65-item validated Medication
Regimen Complexity Index (MRCI) [31]. The MRCI incor-
porates a weighting corresponding to dosage form used, dos-
age frequency, and additional directions. The complexity in-
dex was the sum of scores for these three sections, with higher
MRCI scores corresponding with more complex medication
regimens. Regular and as-needed medications, including pre-
scription, non-prescription, dermatological products, and vita-
min and herbal supplements, were all included when comput-
ing the MRCI. The inclusion of non-prescription medications
was consistent with other recent studies utilizing the MRCI
[15, 32].

Primary outcome

The primary outcome measure was the Quality of Life in
Alzheimer’s Disease (QoL-AD) scale. The staff informant
version of the QoL-AD scale was completed by a regis-
tered nurse or care coordinator, who was required to have
known the resident for a minimum of 2 weeks. The 15-
item version for use in RACFs is an adaptation of the
original 13-item version for use among community-
dwelling people with dementia [33]. Previous research
suggests that when used in people with dementia and
mini-mental state examination scores greater than 10, the
QoL-AD scale has good validity and reliability [21].
Possible scores range from 15 to 60, with higher scores
indicating better HRQoL. Although some residents with

dementia may have been able to self-report, the staff in-
formant version of the QoL-AD scale was used for con-
sistency and to maximize the number of completed scales.

Covariates

Covariates included age, sex comorbidity, ADL and dementia
severity. Charlson’s Comorbidity Index (CCI) was calculated
for each resident [23]. CCI consolidates individual comorbid
conditions into a single, predictive variable. This is a widely
used and validated method for use among older people in
RACFs [34]. Activities of daily living were assessed using
the 6-item Katz ADL scale [35]. The 12-item DSRSwas com-
pleted by a staff informant as a valid assessment of dementia
severity [36].

Statistical analysis

Demographic and clinical characteristics of residents were
summarized numerically by MRCI tertile (≤37, >37 to 50
and >50) and polypharmacy (yes/no). Unadjusted and adjust-
ed logistic quantile regression was used to investigate the as-
sociation between polypharmacy as a dichotomous variable
and HRQoL (analysis 1) and MRCI as a continuous variable
and HRQoL (analysis 2) [37]. Logistic quantile regression is a
regression technique that accommodates bounded continuous
outcomes. The bounded continuous outcome was logit-
transformed and regressed against the exposure variables
using quantile regression. For the adjusted analyses, a full
covariate model including age, sex, ADL, CCI, and DSRS
was specified a priori based on previous research [1, 2].
Additionally, choice of covariates was informed by research
suggesting polypharmacy is inversely associated with demen-
tia in the RACF setting, and dementia may be associated with
lower quality of life [1, 38–40]. Subgroup analyses were per-
formed for analysis 1 and analysis 2 by limiting the sample to
the 171 residents with a clinical diagnosis of dementia or who
took antidementia medications (ATC code N06D). These sub-
group analyses were conducted to compare to two previous
studies on polypharmacy and HRQoL that were conducted in
samples of residents with dementia only [7, 26]. All analyses
were performed using R Version 3.0.1.

Results

Data were collected from 383 residents and 297 (78 %)
residents were female (Table 1). At baseline, the median
age of the participants was 88 years (range 66–106). The
median number of regular charted medications per resi-
dent was 10 (range 1–22). In total, 243 (63 %) residents
were exposed to polypharmacy (≥9 regular medications).
The median score for QoL-AD in those exposed to
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polypharmacy was 37 (range 17–51) compared to 35
(range 15–49) among residents without polypharmacy.
The median QoL-AD score for the total study sample
was 36 (range 15–51).

Residents’ MRCI scores ranged from 4 to 113, with a me-
dian score of 43.5 and higher scores indicating a more complex
medication regimen. Residents with a MRCI score ≤37 used a
median of 6 (range 1–12) medications, residents with a MRCI
score between 38 and 50 used a median of 10 (range 4–17)
medications, while residents with a MRCI score >50 used a
median of 14 (range 7–22) medications. Residents with a
MRCI score >50 had a median QoL score of 36 (range 17–46).

The most prevalent dosing frequency for all medications
was once daily (2807 medications, 54.6 %). The most preva-
lent dosage form was oral which included tablets or capsules
(3718 medications, 70.4 %), followed by topical medication
including creams, gels, paints, and patches (455 medications,
8.6 %). Other dosage forms (e.g., eye drops, inhalers, nasal
sprays, injections) were used less commonly (1108 medica-
tion, 21 %). The five most prevalent medication classes used
by residents with and without dementia were paracetamol
(n=362; 94.5 %), laxatives (n=282; 73.6 %), antithrombotics
(n=238; 62.1 %), vitamins A and/or D (n=212; 55.3 %), and
medications for peptic ulcer and gastro-esophageal reflux dis-
ease (GORD) (n=205; 53.5 %).

In the unadjusted model, there was no association between
polypharmacy and either higher or lower QoL-AD scores (es-
timate 0.175; 95 % CI −0.093, 0.443; p= 0.20) (Table 2,
Fig. 1). Likewise, MRCI was not associated with either higher
or lower QoL-AD scores in the unadjusted model (estimate
−0.002; 95 % CI: −0.008, 0.004; p=0.49) (Table 2, Fig. 2).
After adjusting for the covariates, polypharmacy was not as-
sociated with either higher or lower QoL-AD scores (estimate
−0.02; 95 % CI −0.165, 0.124; p=0.78) (Table 2). Similarly,

after adjusting for covariates there was no association between
MRCI and QoL-AD scores (estimate −0.0009; 95 % CI
−0.005, 0.003; p=0.63) (Table 2). Figures are available online
as supplementary files.

There were 171 (45 %) residents with a clinical diagnosis
of dementia or who took antidementia medications. Among
these residents, 91 (53 %) were exposed to polypharmacy and
the median MRCI score was 42 (range 6–113). In subgroup
analyses for residents with dementia, there was no association
between polypharmacy and OoL-AD scores in either the un-
adjusted (estimate −1.096E-09; 95 % CI −0.409, 0.409;
p = 1.00) or adjusted (estimate 0.001; 95 % CI −0.332,
0.335; p=0.99) analyses (Table 3). Similarly, there was no
association between MRCI and QoL-AD scores in either the
unadjusted (estimate −0.004; 95%CI −0.016, 0.008; p=0.52)
or adjusted (estimate −0.001; 95%CI −0.010, 0.009; p=0.87)
analyses (Table 3).

Discussion

The main findings of this study were that polypharmacy was
not associated with staff informant rated HRQoL scores, and
that medication regimen complexity was not associated with
HRQoL scores even after adjusting for clinically important co-
variates. This finding is important because HRQoL is an im-
portant outcome measure for older people and it is crucial to
determine the appropriateness of polypharmacy or regimen
complexity as quality indicators in this resident population [7].

Previous studies on the association between medication use
and HRQoL in the RACF setting have reported mixed find-
ings. AWestern Australian study by Bosboom et al. found that
polypharmacy was inversely associated with self-reported
HRQoL for residents with dementia when adjusting for a

Table 1 Demographic and
clinical characteristics of the 383
residents living in residential aged
care facilities

MRCI Polypharmacya

Overall ≤37 >37 to ≤50 >50 No Yes

n= 383 n= 130 n= 123 n= 130 n = 140 n= 243

Age (years) 88 (66–
106)

87 (71–
106)

87 (72–
103)

89 (66–
101)

88 (71–
106)

88 (66–
103)

Female (N; %) 297 (78) 98 (75) 93 (76) 106 (82) 103 (74) 194 (80)

CCI 2 (0–11) 2 (0–6) 2 (0–11) 2 (0–10) 2 (0–7) 2 (0–11)

Total ADL 4 (0–6) 4 (0–6) 4 (0–6) 2 (0–6) 3 (0–6) 4 (0–6)

Dementia severity 15 (0–54) 13 (0–54) 13 (0–54) 20 (0–54) 17 (0–54) 13 (0–54)

No. of regular
medications

10 (1–22) 6 (1–12) 10 (4–17) 14 (7–22) 6 (1–8) 12 (9–22)

Total HRQoL 36 (15–51) 37 (15–49) 37 (18–51) 36 (17–46) 35 (15–49) 37 (17–51)

Values are expressed as the median (range) unless specified otherwise

MRCI medication regimen complexity index, CCI Charlson comorbidity index, ADL activities of daily living,
HRQoL health-related quality of life
a Nine or more regular medications

1120 Eur J Clin Pharmacol (2016) 72:1117–1124



similar range of covariates as in our study [7]. In contrast,
anotherWestern Australian study by Beer et al. using the same
data showed no association between the use of more than ten
medications and self-rated HRQoL [26]. The Western
Australian studies included residents with dementia only and

Bosboom et al. defined polypharmacy as ≥5 medications,
while Beer et al. investigated the use of >10 medications.
These conflicting results highlight the importance of the def-
inition of polypharmacy when investigating outcomes associ-
ated with polypharmacy in RACFs. In our sample, 63 % of

Table 3 Results from logistic
quantile regression analyzing
MRCI with QoL-AD and
polypharmacy with QoL-AD
(residents with dementia only;
n= 171)

Unadjusted analysis Adjusted analysis

Parameter Estimate 95 % CI p value Estimate 95 % CI p value

Model 1

Intercept −0.513 −1.040, 0.013 0.06 0.891 −1.549, 3.332 0.48

MRCI −0.004 −0.016, 0.008 0.52 −0.001 −0.010, 0.009 0.87

Age (years) −0.005 −0.032, 0.023 0.74

Female 0.071 −0.352, 0.493 0.74

CCI −0.033 −0.131, 0.065 0.51

Total ADL 0.008 −0.088, 0.104 0.88

Dementia severity −0.033 −0.047, −0.018 <0.001

Model 2

Intercept −0.677 −0.960, −0.394 <0.001 0.976 −1.427, 3.378 0.43

Polypharmacya −1.096E-09 −0.409, 0.409 1.00 0.001 −0.332, 0.335 0.99

Age (years) −0.007 −0.034, 0.019 0.59

Female 0.069 −0.349, 0.487 0.75

CCI −0.028 −0.123, 0.068 0.57

Total ADL 0.016 −0.077, 0.109 0.74

Dementia severity −0.030 −0.045, −0.016 <0.001

Estimates are on the logit scale
a Nine or more regular medications

CI confidence interval, MRCI medication regimen complexity index, CCI Charlson comorbidity index, ADL
activities of daily living

Table 2 Results from logistic
quantile regression analyzing
MRCI with QoL-AD and
polypharmacy with QoL-AD

Unadjusted analysis Adjusted analysis

Parameter Estimate 95 % CI p value Estimate 95 % CI p value

Model 1
Intercept −0.006 −0.316, 0.303 0.97 0.737 −0.243, 1.716 0.14
MRCI −0.002 −0.008, 0.004 0.49 −0.001 −0.005, 0.003 0.63
Age (years) −0.002 −0.012, 0.009 0.78
Female 0.001 −0.167, 0.169 0.99
CCI −0.037 −0.080, 0.007 0.10
Total ADL 0.016 −0.034, 0.066 0.53
Dementia severity −0.034 −0.041, −0.028 <0.001

Model 2
Intercept −0.218 −0.440, 0.004 0.05 0.755 −0.221, 1.731 0.13
Polypharmacya 0.175 −0.093, 0.443 0.20 −0.020 −0.165, 0.124 0.78
Age (years) −0.002 −0.013, 0.008 0.68
Female 0.008 −0.162, 0.178 0.93
CCI −0.034 −0.078, 0.010 0.13
Total ADL 0.017 −0.032, 0.065 0.50
Dementia severity −0.034 −0.041, −0.027 <0.001

Estimates are on the logit scale
a Nine or more regular medications

CI confidence interval, MRCI medication regimen complexity index, CCI Charlson comorbidity index, ADL
activities of daily living
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residents were exposed to polypharmacy (≥9 medications)
and these included residents with and without dementia. The
definition of polypharmacy used in our study is the most com-
monly used definition in the RACF setting and is consistent
with the polypharmacy indicator that has been used in RACFs
in Australia and the USA [1]. Future studies should investi-
gate the optimal definition of polypharmacy in this setting.

Residents with dementia may have different patterns of
medication use than residents without dementia, and this
may impact the association with quality of life [41]. In our
study sample, polypharmacy was inversely associated with
dementia severity. The subgroup analyses were limited to res-
idents with dementia as prior studies by Bosboom et al. and
Beer et al. limited their studies to residents with dementia.
Similar to Beer et al., our subgroup analyses found no associ-
ation between either polypharmacy or MRCI and HRQoL.
Although Beer et al. used self-reported assessments for
HRQoL, the comparison between our entire resident cohort
and the subgroup limiting to dementia, demonstrates that re-
gardless of dementia status there is no association between
polypharmacy and MRCI with HRQoL [26]. Although there
is no universal consensus on a superior instrument in assessing
HRQoL in RACF residents, the QoL-AD is considered a mea-
sure of choice to assess the impact of interventions in demen-
tia care [42]. While many residents of RACFs are able to self-
report their HRQoL, studies suggest that there are discrepan-
cies in HRQoL ratings made by people with dementia com-
pared to those made by proxies (e.g., family carers and care
staff) [26, 43, 44]. Notwithstanding the challenges associated
with asking residents with dementia to self-report HRQoL, it
may be important to include both self-reported and proxy
measures in future research.

The complexity of an individual’s medication regimen not
only takes into account the number of medications used but
also the form of the medication, dosing frequency and addi-
tional directions required for correct administration.
Medication regimen complexity was calculated using the
MRCI. This is a widely used tool; however, it has not been
specifically validated for use in the RACF setting [2]. Given
most residents do not self-administer their medication, this
may be a less useful indicator of HRQoL or other clinically
important outcomes in this setting. Conversely, multiple daily
dosing and the administration of multiple dose forms may be
disruptive to the resident and adversely affect their HRQoL.
Some residents may self-administer certain medications under
supervision, e.g., metered dose inhalers. The MRCI was not
scored differently for residents who do and do not self-
administer their medications. A recent study conducted in
Portugal of 415 residents aged ≥65 years showed that resi-
dents receiving from 1 to 5 different medications had a total
MRCI score of 6.6 (±2.9), while those receiving from 6 to 20
medications had a total MRCI score of 20.2 (±8.9) (CI 99 %
(p<0.001)) [3]. Residents in our study had higher MRCI

scores indicating they hadmore complexmedication regimens
than in the Portuguese study. Although we did not find an
association with HRQoL, we did not assess the impact that
complex regimens may have on staff. Additionally, complex-
ity of medication regimens may highlight the opportunity for
clinicians to consider simplifying regimens where appropriate
and urge clinicians to consider regimen complexity when pre-
scribing new medication.

There is a need for longitudinal studies into the association
between medications and HRQoL. In a recent longitudinal
study, it was suggested that the main predictors of HRQoL
in residents were the baseline scores of the HRQoL measures
and the number of chronic problems as assessed by CIRS-G
comorbidity scale [45]. A Norwegian cluster randomized con-
trolled study of residents of RACFs with dementia found that
better baseline HRQoL (as measured by the QUALID scale)
was associated with worsening HRQoL at 10 months [46].
The study found no association between baseline use of anti-
psychotics and change in HRQoL in adjusted analysis and
approximately half of the residents QUALID scores did not
deteriorate over a 10-month period [46]. Conversely, a study
investigating potentially inappropriate medications (PIMs)
with HRQoL found an association between PIMs and lower
HRQoL [47]. Future research should investigate how medica-
tion review and use of specific medications is associated with
maintenance or deterioration of quality of life changes over
time [48]. With a sufficiently large sample size and multivar-
iate analyses, it would be possible to consider whether specific
medication classes are associated with changes in quality of
life and other clinically relevant outcomes.

Strengths and limitations

Residents who participated in the study were similar in key
demographics to all residents of the RACFs, indicating our
sample was representative of residents in the RACFs from
which they were recruited. However, the findings may not
be generalizable to other settings. Diagnostic data were ex-
tracted from each resident’s current electronic medical record.
However, we did not validate the clinical diagnoses listed in
the medical records.

Informant ratings tend to underestimate self-reported
HRQoL of people with dementia [26]. This is a limitation of
our study; however, the registered nurse or care coordinator
was required to have known the resident for at least 2 weeks.
Although self-report is preferable where possible, staff infor-
mant rating scales are recommended as a substitute when peo-
ple with dementia are not able to self-report. This principle is
recognized by the Dementia Outcomes Measurement Suite of
the Australian Dementia Collaborative Research Centres.
Regardless, proxy bias cannot be excluded. Although, the
QoL-AD instrument is suitable for use in people with
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dementia, the domains are applicable to people without de-
mentia. Additionally, although only 44 % of participants had
cognitive impairment that met the diagnostic criteria for de-
mentia, many other participants had mild cognitive impair-
ment or sub-threshold symptoms of dementia.

A limitation of our study is that we did not specifically
consider the influence of depressive symptoms on HRQoL
ratings. Depressive symptoms are recognized to be related to
lower self-rated HRQoL, however the association between
proxy-rated HRQoL and depressive symptoms is less clear
[44]. Nevertheless, QoL-AD does include items related to
residents’ mood and depressive symptoms.

Causality could not be determined given the cross-sectional
nature of this study. It is not possible to determine whether
residents with a more limited life expectancy and possibly
lower HRQoL had medications stopped (deprescribed) which
could lead them to belong to the non-polypharmacy group and
therefore confound the results. However, we adjusted for mul-
tiple clinically relevant variables including comorbidity, de-
mentia severity, and ADLs.

We considered the number of medication and not the clin-
ical appropriateness of the medication, as polypharmacy alone
is a current quality indicator in Australia and several other
countries. Similar limitations also exist when applying explicit
tools (e.g. Beers Criteria) to define medication appropriate-
ness, most of which are not specific to the RACF setting nor
among people with limited life expectancy (e.g. advanced
dementia) [49]. More research on the clinical appropriateness
of regimens in this setting will be of benefit as it may reduce
inappropriate prescribing [49].

In conclusion, the use of polypharmacy and complex med-
ication regimens is highly prevalent among residents of
RACFs. Polypharmacy and medication regimen complexity
were not associated with staff informant rated HRQoL in
RACFs. Understanding whether or not medications contribute
to lower quality of life is important for clinical practice be-
cause medications are a potentially modifiable risk factor for
lower quality of life. Determining a quality indicator for med-
ication use is progressively more important as the use of med-
ications and associated regimens are increasing in this popu-
lation group. Further research is needed to investigate how
specific medication classes may impact on change in quality
of life over time.
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