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Providing feedback and comment  
on HSIB reports

At the Healthcare Safety Investigation Branch (HSIB) we welcome feedback on 
our investigation reports. The best way to share your views and comments is to 
email us at enquiries@hsib.org.uk or complete our online feedback form at  
www.hsib.org.uk/tell-us-what-you-think.

We aim to provide a response to all correspondence within five working days.

This document, or parts of it, can be copied without specific permission providing 
that the source is duly acknowledged, the material is reproduced accurately, and 
it is not used in a derogatory manner or in a misleading context. 

© Healthcare Safety Investigation Branch copyright 2022.
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About HSIB 

We conduct independent investigations of patient safety concerns in NHS-
funded care across England. Most harm in healthcare results from problems 
within the systems and processes that determine how care is delivered. Our 
investigations identify the contributory factors that have led to harm or the 
potential for harm to patients. The safety recommendations we make aim to 
improve healthcare systems and processes, to reduce risk and improve safety. 

We work closely with patients, families and healthcare staff affected by patient 
safety incidents, and we never attribute blame or liability. 

Considerations in light of coronavirus (COVID-19) 

A number of national reports were in progress when the COVID-19 pandemic 
significantly affected the UK in 2020 and 2021. Much of the work associated with 
developing the reports necessarily ceased as HSIB’s response was redirected. 

For this national report, the investigation was initially paused, but then restarted 
due to its association with COVID-19. The processes HSIB used to engage with 
staff and families had to be adapted. Changes are described further in this report.
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A note of acknowledgement 

We would like to thank the family of Len, whose experience is documented in this 
report. We would also like to thank the healthcare staff who engaged with the 
investigation for their openness and willingness to support improvements in this 
area of care. 

About Len  

About this report 

Len was aged 89 years and was a retired electronic engineer. He had been 
married for 65 years, and he and his Wife lived independently in their own home. 
Len’s son and daughter, and their families, were very important to him and they 
played an active role in each other’s lives. In earlier years Len was physically 
active enjoying swimming, cycling, walking and being a lifeguard. He kept busy 
doing DIY throughout his life. 

This aim of this report is to help improve patient safety in relation to the use 
of oral morphine sulfate solution (a strong pain-relieving medication taken by 
mouth), and to demonstrate how a systems-based approach to investigation 
can be applied. It is intended to increase knowledge about how HSIB identifies 
patient safety risks for national investigations and to improve understanding of 
and engagement with HSIB investigations. For readers less familiar with this area 
of healthcare, medical terms are explained within the report.
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 Our investigations

 Our investigators and analysts have diverse experience of healthcare and 
other safety-critical industries and are trained in human factors and safety 
science. We consult widely in England and internationally to ensure that our 
work is informed by appropriate clinical and other relevant expertise.

 We undertake patient safety investigations through two programmes: 

 National investigations

 Concerns about patient safety in any area of NHS-funded healthcare in 
England can be referred to us by any person, group or organisation. We review 
these concerns against our investigation criteria to decide whether to conduct 
a national investigation. National investigation reports are published on our 
website and include safety recommendations for specific organisations. These 
organisations are requested to respond to our safety recommendations within 
90 days, and we publish their responses on our website.

 Maternity investigations 

 We investigate incidents in NHS maternity services that meet criteria set out 
within one of the following national maternity healthcare programmes: 

• Royal College of Obstetricians and Gynaecologists’ ‘Each Baby Counts’ report

• MBRRACE-UK ‘Saving Lives, Improving Mothers’ Care’ report.

 Incidents are referred to us by the NHS trust where the incident took place, 
and, where an incident meets the criteria, our investigation replaces the trust’s 
own local investigation. Our investigation report is shared with the family and 
trust, and the trust is responsible for carrying out any safety recommendations 
made in the report.

 
 In addition, we identify and examine recurring themes that arise from trust-

level investigations in order to make safety recommendations to local and 
national organisations for system-level improvements in maternity services.

 For full information on our national and maternity investigations please visit 
our website. 

https://www.hsib.org.uk/investigations-cases/
https://www.hsib.org.uk/
https://www.hsib.org.uk/
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 Executive Summary

 Background
 
 The aim of this investigation report is to help improve patient safety in relation to 

the use of oral morphine sulfate solution (a strong pain-relieving medication taken 
by mouth). It also aims to demonstrate the systems-based approach that HSIB 
uses to identify matters for national investigation, via a scoping investigation into a 
patient safety incident (referred to here as the ‘reference event’). 

 The reference event concerned Len, who took an accidental overdose of 
morphine sulfate oral liquid. Len’s family referred their concerns to HSIB to 
consider whether Len’s care highlighted any national safety issues that could be 
addressed through an HSIB investigation.

 The results of the scoping investigation did not meet the criteria for a national 
investigation. However, HSIB thought it would be beneficial to publish a shorter 
investigation report highlighting specific risks which may be associated with 
morphine sulfate oral liquid and to improve understanding of and engagement 
with HSIB investigations. 

 The reference event 

 Len, who was 89 years old, fell at home and developed pain in the right side of 
his chest. Len had previously been diagnosed with Charcot-Marie-Tooth (CMT) 
disease, which is a progressive disease that affects the nervous system.

 Len developed breathing problems so contacted his GP practice by telephone. 
The GP asked Len some questions about his symptoms and offered him a face-
to-face appointment that afternoon. At that appointment, the GP ruled out a 
chest infection, prescribed additional ibuprofen and told Len to continue taking 
paracetamol. 

 Len’s family later called an ambulance because Len was very breathless and in 
pain. Len was taken to the emergency department at his local hospital. He was 
assessed by medical staff who diagnosed a suspected rib fracture. He was given 
additional pain relief. However, after returning home Len found that the lidocaine 
pain relief patches he was given irritated his skin and he stopped using them. 

 Len’s family noticed that over the next 2 weeks he became quieter and less active.

 Len again contacted his GP with ongoing breathlessness and pain. The GP 
prescribed Len morphine sulfate oral solution, which has a concentration of 10mg 
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in 5ml, at a dose of 1.25ml to 2.5ml (which equates to 2.5mg to 5mg per dose) to 
be taken up to every 4 hours when required. Len’s Wife collected the morphine 
solution from the pharmacy for him and Len took three doses of 5ml (10mg) 
morphine (two to four times the suggested dose) over the course of the day. 
Len and his Wife thought that the 10mg in 5ml strength on the manufacturer’s 
label on the morphine bottle showed the correct dose.

 The next morning Len’s Wife could not wake him and called an ambulance. Len 
was taken to the emergency department with breathing difficulties, thought to 
be caused by a suspected accidental overdose of morphine, pneumonia and 
worsening of his CMT. Len initially recovered after receiving treatment, but a 
short time later was found to be unresponsive and was pronounced dead.

 After his death, Len’s GP phoned the family to offer their condolences. It was 
only when the family asked why Len had been prescribed such a high dose of 
morphine that it became clear that Len and his Wife had not seen the dispensing 
label on the outer packaging advising Len to take 1.25ml to 2.5ml. 

 Findings 

 The key findings from the investigation include:

• The initial choice of paracetamol and ibuprofen to control Len’s pain following 
his fall was in line with national guidance. 

• Len’s pain was not effectively controlled on paracetamol and ibuprofen, 
therefore required review by his GP to address this.

• The choice of a morphine liquid was in line with national guidance and a reduced 
morphine dose was prescribed in line with recommendations for the older 
person and Len’s degree of kidney dysfunction.

• Len’s dose of morphine was displayed on the dispensing label attached to the 
outer box that the morphine was provided in. The label was not seen by Len or 
his Wife.  

• Len and his Wife read the manufacturer’s text on the morphine bottle, which 
showed the strength of the morphine liquid, and understood this to be the 
required dose. 

• When Len was taken to hospital with difficulty with breathing, he was found to 
have taken an accidental dose of morphine, he had a chest infection and his CMT 
may have impacted on his breathing.
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HSIB makes the following safety observations

 The intention of this safety observation is to ensure that prescribed oral morphine 
solution can be consistently taken in line with the prescribers directions. 

Safety observation O/2022/165:  
It may be beneficial if manufacturers of morphine oral solution 10mg in 5ml 
ensure that any dose measurement aid, if supplied with the medication, is able to 
measure a full range of possible doses.

 
 The intention of this safety observation is to ensure that professional bodies and 

regulators highlight the importance to their membership of participating in HSIB 
safety investigations to ensure that all relevant leaning can be obtained.

Safety observation O/2022/166: 
It may be beneficial if professional bodies provided guidance and further support 
to their members to maximise the learning that can be achieved from safety 
investigations that may improve patient care.
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Further  
information 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an  
investigation then please read our  
guidance before contacting us.

 @hsib_org is our Twitter handle.  
We use this feed to raise awareness of 
our work and to direct followers to our 
publications, news and events.

Contact us
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 

We monitor this inbox during normal office 
hours - Monday to Friday from 09:00 hours to 
17:00 hours. We aim to respond to enquiries 
within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk


