
You or your family member received this pamphlet  
to explain what happens now that you have 
experienced a critical incident. We know you may 
be feeling upset, angry and worried. We are sorry 
that this critical incident occurred. We want you to 
know the situation is being taken very seriously. 

When people receive healthcare services they 
expect to receive safe care. Healthcare providers 
try to do their best to ensure this is the case. But 
unexpected things can happen to patients that 
cause them unintended harm. Unexpected events 
can result from the healthcare provided and not 
due to the patient’s illness or the usual risks in 
treating the disease. When this event happens  
it is called a critical incident. When healthcare 
providers discuss the facts about a critical incident 
with the patient, this process is called disclosure.
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How long will this critical incident review take?

This review may take 90 days (or longer) 
depending on how complex the critical incident is.

Who may I contact if I have questions about the 
critical incident review process?

You may contact_________________________________  

at______________________________________________  

if you have any questions. 

Please contact your healthcare provider (e.g. doctor 
or nurse) directly, if you have questions about your  
ongoing care. 

How can I learn more about critical incidents?
Go to: www.web2.gov.mb.ca/bills/38-3/b017e.php

How can I learn more about patient safety?
Go to: www.mbips.ca



How does the law define a critical incident?

A critical incident (CI) is an unintended event that 
occurs when health services are provided to an 
individual and result in an effect to him or her that:

• Is serious and undesired, such as death, 
disability, injury or harm, unplanned admission 
to hospital or unusual  extension of a hospital 
stay; and

• Does not result from the individual’s underlying 
health condition or from a risk inherent in 
providing the heath services. This means the 
unintended event does not result from the 
patient’s illness or the risk in treating the illness, 
but from the healthcare provided.  

What are some examples of a critical incident?

Examples of a critical incident are:

• Being operated on the wrong side or site.

• Receiving the wrong medicine or wrong dose of 
medicine that results in organ damage such as 
kidney damage.

• A review of:

• The how and why of the event.

• Recommended changes to improve patient 
safety to try to prevent the same harm from 
happening again.

• The process to improve the health system, not 
assign blame.

• Upon request, the organization will provide 
you with a copy of the disclosure record 
free-of-charge. 

Where may I get a copy of the disclosure record?

• The disclosure record, including the facts 
of what actually happened with the critical 
incident and the effects, will be written in your 
medical record/chart. The patient, or the person 
authorized to act on the patient’s behalf, may get 
a copy of the disclosure record by calling

 _________________________________________ at 

 ___________________________________________. 

• A full review of your medical record/chart is 
available upon request.

How will the healthcare organization/facility 
prevent the same thing from happening to 
someone else?

A critical incident review committee studies the 
event and suggests ways to improve the safety of 
patient care.

What will the healthcare organization/facility do?

This healthcare organization will:

• Give you the facts about what actually happened 
in a clear manner. 

• Complete a disclosure record that includes:

• The facts of what actually happened as they 
become known. 

• How this event will impact on your health. 

• The actions taken or to be taken to deal with 
the results of the critical incident. This may 
include any health services, care or treatment 
advised for the patient.

• At your request, provide you with a copy of the 
disclosure record free-of-charge. 

• Investigate the event to learn how to prevent the 
same thing from happening to someone else. 
Report these fi ndings to Manitoba Health and 
Healthy Living. 

What can I expect?

I can expect:

• An apology.

• To be treated with care, consideration and 
respect.

• Open and honest communication so you 
understand the facts about what happened. This 
will occur as soon as possible.

• Someone will contact you again, if new facts 
become known.

• To be told what has been done so far and what 
will happen next.


