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Practice Alert
Medicines that can cause respiratory depression 
May 2022
Key points 
Respiratory depression is slow and ineffective breathing. If this happens, a person may not get enough oxygen and this can increase carbon dioxide levels, potentially leading to a medical emergency.
Some medicines significantly increase the risk of respiratory depression – in particular, medications that affect the central nervous system (CNS), such as benzodiazepines (e.g. diazepam, oxazepam), antipsychotics (e.g. quetiapine), anticonvulsants (e.g. gabapentin, pregabalin), opioids (e.g. oxycodone, codeine), or combinations of medicines that affect the CNS.
Inappropriate dosing and/or management of sedatives and other CNS medicines can result in respiratory depression.
Opioids administered at the same time as sedatives or other psychotropic medicines can also increase the risk of respiratory depression. 
Providers must comply with the NDIS Code of Conduct and the NDIS Practice Standards when supporting participants who take medicines which can cause respiratory depression.
Providers should have emergency plans in place to identify and manage risks to participants. Workers should follow the provider’s emergency plan regarding when to call an ambulance or seek medical assistance.


What is respiratory depression?
Respiratory depression is characterised by slow and ineffective breathing and can lead to increased carbon dioxide in the body and reduced oxygen availability. 
Respiratory depression is a serious and sometimes life-threatening condition if it is not monitored and managed effectively. Respiratory depression can precede serious cardiovascular conditions such as respiratory arrest (cessation of breathing), cerebral hypoxia (insufficient oxygen to the brain) or respiratory acidosis (high levels of acid in the blood due to increased carbon dioxide in the body), which can lead to premature death. 
Respiratory depression can be caused by the side effects of medicines and can result from inappropriate dosing or drug-to-drug. Medicines that can increase the risk of respiratory depression include benzodiazepines such as midazolam or diazepam, particularly when used in combination with other psychotropic medicines such as antidepressants, antipsychotics, anticonvulsants or sedatives such as phenobarbital.
Opioids on their own or in combination with other psychotropic medicines are also associated with a significant risk of respiratory depression. People with a disability may be at an increased risk because of pre-existing physical risks for breathing problems.
Medicines associated with an increased risk of respiratory depression
Benzodiazepines such as midazolam, diazepam (Valium), and lorazepam 
Opioids such as oxycodone, codeine, and fentanyl 
Polypharmacy with medicines that compromise kidney or liver function
Psychotropic polypharmacy (two or more medicines that affect the CNS (antipsychotics, antidepressants, sedatives and anticonvulsants)
Combinations of any of the above increase the risk further and increase the risk of drug-to-drug interactions
When is respiratory depression more likely?
Higher rates of medicine-related respiratory depression have been reported in people who: 
are aged over 55 years
experience obstructive sleep apnoea  
are obese  
have a severely compromised status of health
have multiple comorbid health conditions
are prescribed more than one of opioids, benzodiazepines, antipsychotics, antidepressants and other psychotropic drugs
experience daytime drowsiness
have impaired kidney or liver function 
are smokers 
have a history of opioid dependence, drink alcohol while taking prescribed opioids. 
Supporting participants
Providers can support participants who are prescribed medicines that can cause respiratory depression by being aware of the risks and how to respond in potential emergency situations. 
Providers can support participants to make an appointment with their medical practitioner or pharmacist at any time if they report, or are observed experiencing adverse effects due to medicines, particularly if there has been a recent change in medicine. Participants are eligible for medicine reviews with a pharmacist as a way of ensuring their medicine is safe and effective. A medical practitioner can provide the participant with a referral for this medicine review.
If a participant commences taking a new medicine, the prescribing doctor may recommend specific timeframes for review of its effectiveness and potential adverse effects. Providers can also support participants, where appropriate, to follow up on medication review appointments. 
Participants taking multiple medicines (or polypharmacy) should be reviewed at least every 3 to 6 months by a medical practitioner or pharmacist Practice Alert: Polypharmacy. This will identify the need for assessment of effectiveness, potential interactions and risk versus benefit profile of all medicine and any associated adverse effects. If the patient is intended to be on a combination of medicines long-term, consider a Home Medication Review (HMR) with a pharmacist who can identify potential interactions between medicines.
You can read more about polypharmacy and medication reviews in the Practice Alert: Polypharmacy.
Emergency Response (requires expert medical review)
Providers should have emergency plans in place to identify and manage risks to participants. Workers should follow the provider’s emergency plan regarding when to call an ambulance or seek medical assistance. 
Record keeping
Each participant should have current health and medical records that are ready to be taken to hospital should a participant require emergency treatment. This allows doctors and hospital staff to identify current medicines and potential medicine-related adverse events. The participant can obtain their medication history from their regular pharmacy and request a new copy when there is a medication change.
Training
Providers should consider training workers directly involved in the care of participants or residents who require the use of medicines that may cause respiratory depression about:
the administration of those medicines
the risks of medicines associated with respiratory depression
guidelines on how to respond to potential emergencies, particularly related to the use of medicines associated with respiratory depression.
Provider obligations
NDIS Code of Conduct
Providers and workers must comply with the NDIS Code of Conduct when providing supports or services to NDIS participants.
The NDIS Code of Conduct requires all workers and providers who deliver NDIS supports to NDIS participants to, among other things: 
provide supports and services in a safe and competent manner with care and skill
promptly take steps to raise and act on concerns about matters that might have an impact on the quality and safety of supports provided to people with disability.
NDIS Practice Standards 
If you are a registered NDIS provider, you must comply with the NDIS Practice Standards and Quality Indicators  as part of your conditions of registration. The NDIS Practice Standards relate to the delivery of safe, quality supports and services, and the management of risks associated with the supports you provide to NDIS participants.
The NDIS Practice Standards that are most relevant to this alert include:
· Access to supports: each participant can access the most appropriate supports that meet their needs, goals and preferences.
· Human resource management: each participant’s support needs are met by workers who are competent in relation to their role, hold relevant qualifications, and who have relevant expertise and experience to provide person-centred support.
· Incident management: each participant is safeguarded by the provider’s incident management system, ensuring that incidents are acknowledged, responded to, well-managed and learned from. 
· Independence and informed choice: each participant is supported by the provider to make informed choices, exercise control and maximise their independence relating to the supports provided.
· Information management: each participant’s information is managed to ensure that it is identifiable, accurately recorded, current and confidential. Each participant’s information is easily accessible to the participant and appropriately utilised by relevant workers. 
· Management of medicine: each participant requiring medicine is confident their provider administers, stores and monitors the effects of their medicine and works to prevent errors or incidents.
· Responsive support provision: each participant can access responsive, timely, competent and appropriate supports to meet their needs, desired outcomes and goals. 
· Risk management: risks to participants, workers and the provider are identified and managed.
· Safe environment: each participant accesses supports in a safe environment that is appropriate to their needs.
· Support planning: each participant is actively involved in the development of their support plans. Support plans reflect participant needs, requirements, preferences, strengths, and goals, and are regularly reviewed. 
Resources
Me and my medication - Council for Intellectual Disability (cid.org.au)
Me and my doctor - Council for Intellectual Disability (cid.org.au)
MedicineWise app - NPS MedicineWise
Keep track of medicines and access important health info anytime and anywhere, especially in emergencies.
Medicine Finder, NPS medicine wise
Search medicine by active ingredient or brand name. Learn more about many types of medicines that are prescribed or recommended for treatment. Learn more about getting the most from your medicines.
Symptom Checker | healthdirect
Safe use of mental health medications | healthdirect
Risks associated with benzodiazepines, SA Health
Benzodiazepines - Better Health Channel
Opioid medicines - safety, prescribing, side effects | healthdirect
Opioid medicines and chronic non-cancer pain - NPS MedicineWise
Psychotropic Medication Resources (unsw.edu.au)
Opioids_Narcotics+for+chronic+pain.pdf (squarespace.com)
Epilepsy Management Plans and Emergency Medication Plans
Epilepsy Management Plans and Emergency Medication Plans, Epilepsy Foundation
Seizure Management Planning, Epilepsy Action Australia
Epilepsy Management Plan and Emergency Medication Plans, Epilepsy Smart Schools
Emergency Management Plan - Epilepsy Queensland
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General enquiries
Call: 1800 035 544 (free call from landlines). Our contact centre is open 9.00am to 4.30pm in the NT, 9.00am to 5.00pm in the ACT, NSW, QLD, SA, TAS and VIC Monday to Friday, excluding public holidays. 
Email: contactcentre@ndiscommission.gov.au 
Website: www.ndiscommission.gov.au
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