
Patient/Resident/
Client and Family 
Critical Incident and 
Disclosure Guide 

The Initial Disclosure Record:

The initial disclosure record includes the facts of what 
happened and is filed in the health record.

You may request a copy of the initial disclosure record 
free-of-charge by contacting:

Name:

Phone:

Email:

The Health Record:

You may request a copy of your health record by 
contacting:

Name:

Phone:

Email:

For information or updates on the Critical Incident review 
process contact:

Name:

Phone:

Email:

To learn more about critical incidents, visit:  

www.gov.mb.ca/health/patientsafety/ 

To learn more about patient safety visit:  

www.https://www.sharedhealthmb.ca/quality 

Client Relations teams work throughout Manitoba 
to help patients, residents and clients navigate their 
health-care journey.  If you have questions, suggestions, 
or concerns please contact the Regional Health 
Authority/Service Delivery Organization where the care 
was or is being received.  A list of Client Relations teams 
across Manitoba are available at https://sharedhealthmb. 
ca/patient-care/patient-relations/.
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We Are Sorry

Health care providers do their best to ensure patients, 
clients and residents receive safe care. But unintended 
events can happen and cause unintended harm. These 
are called patient safety events. 

A serious patient safety event may be recognized as a 
critical incident. 

We are sorry that you/your loved one has experienced 
unintended harm.  

We take events involving harm very seriously and you 
have a right to know what has happened. We will 
provide information in a transparent manner. 

We understand that you may be feeling many emotions. 
This is common.  We understand this is difficult and 
upsetting for all concerned.

What is a Critical Incident?    

A critical incident is an unintended event that occurs 
when health services are provided to a person 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 person’s underlying health 
condition or from a risk inherent in providing the 
health services 

This means the unintended event does not result from 
the patient’s illness or the risk in treating the illness, but 
from the health services provided.  

Manitoba has legislation* that defines critical incidents 
and the requirements for how they are managed. All 
information related to a critical incident is confidential 
and privileged. This means that any information related 
to a critical incident will not be shared outside of the 
review.  

Examples of serious patient harm that could be a critical 
incident may include:

• Being operated on the wrong area of the body 
• Receiving the wrong medicine or wrong dose of a 

medicine that results in serious patient harm 
• Delaying treatment or not receiving treatment that 

results in preventable serious harm 

* The Health Services Governance and Accountability Act

We will treat you with respect and care.

We will complete an initial disclosure with you that 
includes:

• The facts of what happened, as they become 
known

• Details of how the event has, or may, impact you 
or your loved one’s health

• The actions taken or to be taken to deal with 
the results of the event. This may include health 
services, care or treatment advised  

We will report the critical incident to Manitoba Health.
We are sorry for any unintended harm experienced. 

The Critical Incident Review

Once a patient safety event is verified as a critical 
incident, a Critical Incident Review Committee (CIRC) 
will be established to review what happened. This will 
involve interviews and a review of the health record 
(including items like electronic and written charts, 
diagnostic tests, etc.).  As a patient/family involved in a 
critical incident, you may be asked to participate in the 
review to share your experience. Based on the findings 
of the review, the CIRC will develop recommendations 
and actions to improve patient safety.  The review may 
take 90 business days to complete. 
 
The goal of the review is to determine what could be 
done to improve patient safety and prevent a similar 
event from happening to someone else.  

A summary of the review findings and 
recommendations will be shared with you and reported 
to Manitoba Health. 


