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1. P U R P O S E  
 
This policy outlines CLBC staff and service providers’ responsibilities to report, review, and follow-
up on critical incidents that occur during service delivery and involve individuals accessing 
CLBC funded services. 

 
2. D E F I N I T I O N S  
 
Individual: A person 19 years of age or older who is eligible for CLBC services, as described in 
the Eligibility for CLBC Supports and Services policy. 
 
Critical Incidents: Serious or unusual events that involve an individual accessing services 
funded by CLBC that occur while service is being delivered. CLBC defines critical incidents to 
include the following: 

• An individual that is involved in or  impacted by  a critical incident 
• A critical incident, or an alleged or suspected critical incident of emotional, physical, 

financial or sexual abuse, or neglect 
• An individual who witnesses a critical incident that is traumatic and violent (e.g. all types 

of abuse, aggression between individuals, incidents of aggressive/unusual behaviour) 
 

Community Care Facilities Licensing: Community Care Facilities Licensing is responsible for 
the development and implementation of legislation, policy, and guidelines to protect the health 
and safety of people being cared for in licensed facilities in British Columbia. 

 
Licensed Facility:  Any facility licensed under the Community Care and Assisted Living Act, and 
subject to investigation by the Medical Health Officer through each regional Health Authority. 

 
Unlicensed Program: Any program delivered by a service provider under contract with 
CLBC that is not licensed under the Community Care and Assisted Living Act. Unlicensed 
programs must report critical incidents to CLBC using the CLBC Critical Incident Report. 

 
PARIS: The CLBC electronic personal information management system. 
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Support Network: Friends, family, and community members who provide personal 
support, advocacy, and help with monitoring services and who have reciprocal relationships 
with individuals.  

 
Non-Reportable Incident:  Unexpected or unusual events that involve an individual 
accessing services funded by CLBC that do not meet the CLBC definition of a critical 
incident. 
 
3. P O L I C Y  
 
Critical incident reporting is an important formal safeguard designed to protect the safety, health, 
well-being, and rights of individuals accessing CLBC funded services. CLBC works 
collaboratively with individuals, families, service providers, Community Care Facilities 
Licensing, and other mandated community investigative agencies to: 

• Maintain the well-being of  individuals 
• Ensure critical incidents are identified and responded to in a timely manner 
• Continuously improve service quality and ensure that appropriate supports are made 

available to individuals, and 
• Learn from critical incidents so as to reduce the likelihood of them occurring again.  

 
Critical incident reporting is also important for service provider continuous quality 
improvement efforts. Service providers use the information collected from critical incident 
reports to reduce the likelihood of reoccurrence and to prevent future incidents. 

 
Service providers are required to submit critical incident reports to CLBC for any critical 
incidents that involve individuals served that occur during service delivery. Reporting 
requirements are outlined in this policy and are a condition of the service provider’s contract 
with CLBC. Service providers will: 

• Notify CLBC of any critical incident involving an individual; and 
• Submit a critical incident report for any incident that: 

o Is  identified in Appendix One: Critical Incident Types as a “critical incident” 
including those that are also reported to Community Care Facilities Licensing 

o Involves one or more individuals who are accessing a CLBC funded  service, and 
o Occurs during service delivery. 

 
Any critical incident that service providers report to Community Care Facilities Licensing must 
also be reported to CLBC. 
 
For incidents of an urgent nature (e.g. allegations of abuse or neglect, unexpected death), service 
providers must: 

• Immediately call their CLBC liaison analyst; and  
• Fax the critical incident report within 24 hours to the CLBC office responsible for their 

contract. 
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For incidents that are not of an urgent nature (e.g. unexpected illness, aggressive/unusual 
behaviour), service providers must mail or fax the critical incident report within 5 working days 
to the CLBC office responsible for their contract. 

 
CLBC will accept the following incident report forms: 

• CLBC Critical Incident Report; 
• Community Care Facilities Licensing’s incident forms; and 
• Critical incident report forms produced from a service provider’s information 

management system (e.g. ShareVision, NucleusLabs) that contain information that is 
identical to the CLBC Critical Incident Report. 

 
CLBC has a responsibility to review, document, and determine appropriate follow-up for critical 
incidents. CLBC is responsible for providing ongoing review and analysis of critical incident 
trends or patterns, and for reviewing and following up with service providers on their internal 
critical incident analysis. 

 
While critical incident reporting is an important formal safeguard, CLBC also values informal 
safeguards. Individuals, families, and support networks are encouraged to develop personal and 
community safeguards to prevent and respond to critical incidents. CLBC facilitators assist with 
the development of informal safeguards as part of the individual planning process. 

 
4. P R O C E D U R E S  

 
Service Provider Responsibilities 

 
4.1 Service providers are responsible for reporting all critical incidents to the CLBC office 
responsible for their contract. 

 
4.2 Service providers are required to report critical incidents to CLBC within the required 
timelines. For incidents of an urgent nature (e.g. any allegations of abuse or neglect, unexpected 
death), service providers must: 

• Immediately call their liaison analyst; and 
• Fax the critical incident report within 24 hours to the CLBC office responsible for their 

contract. 
 

For critical incidents of an urgent nature that occur when CLBC offices are closed, service 
providers must report the critical incident to the Ministry of Children and Family Development 
(MCFD) After Hours Office (as outlined in the Service Provider Requirements Guide). 

 
For critical incidents that are not of an urgent nature (e.g. unexpected illness, aggressive/unusual 
behavior), service providers must mail or fax the critical incident report within 5 working days 
to the CLBC office responsible for their contract. 
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4.3 Service providers have different reporting requirements depending on whether they have a 
licensed facility or they have an unlicensed program. 

 
If a critical incident occurs in a licensed facility, service providers must report the incident to 
CLBC and Community Care Facilities Licensing using a Community Care Facilities Licensing 
incident form. Service providers with licensed facilities are required: 

• Under the Community Care and Licensing Act and the Residential Care Regulation to inform 
the regional authorities Medical Health Officer of all reportable critical incidents that 
involve individuals accessing services using Community Care Facilitates Licensing’s 
incident forms;  

• To send the completed Community Care Facilities Licensing incident form to the Medical 
Health Officer and submit the “Funded Agency” copy to CLBC. Every critical incident 
reported to the Medical Health Officer must also be reported to CLBC; and  

• To report critical incidents to CLBC which are not reportable to Community Care Facilities 
Licensing. For these incidents, staff of licensed facilities complete a CLBC Critical Incident 
Report and submit it to CLBC. 

 
Community Care Facilities Licensing’s incident forms are available at the Community Care 
Facilities Licensing Office located in the local health region. 

 
If the incident occurs in an unlicensed program or involves an incident that is only reportable to 
CLBC, service providers must report the incident to CLBC using the CLBC Critical Incident Report.  
Refer to Appendix One: Critical Incident Types for the list of critical incidents.     

 
The CLBC Critical Incident Report is available from local CLBC offices or via the CLBC 
website: http://www.communitylivingbc.ca/policies_and_publications/documents/CriticalIncidentsRepor
t.pdf 

 
NOTE: Instead of using the CLBC Critical Incident Report, service providers may submit report 
forms produced from their internal information management system (e.g. Sharevision, 
NucleusLabs) as long the reports contain information that is identical to the CLBC Critical 
Incident Report. 

 
4.4 If a service provider becomes aware of concerns of abuse or neglect that are occurring outside 
of service delivery (e.g. where an individual reports to a service provider that they have been 
abused when they were not accessing services), they will inform CLBC immediately by 
contacting their liaison analyst. The analyst will respond to this report by complying with 
CLBC’s Adult Guardianship Policy. 
 
 
 
 
 

http://www.communitylivingbc.ca/policies_and_publications/documents/CriticalIncidentsReport.pdf
http://www.communitylivingbc.ca/policies_and_publications/documents/CriticalIncidentsReport.pdf
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Analyst Responsibilities 
 

4.5 Analysts must be familiar with this policy and the Critical Incidents: Service Provider 
Requirements Guide to assist service providers to understand their contract responsibilities related 
to critical incident reporting.   
 
4.6 Analysts inform service providers about their responsibility to document and submit critical 
incident reports: 

• When they meet with the service provider for the first time to review their contract  
• As part of the follow-up work after a critical incident has been reported, and 
• During routine monitoring visits, if appropriate. 

 
4.7 Upon receiving a critical incident report, analysts are responsible for determining the 
urgency of the response required. Analysts determine the urgency of the response by assessing 
the incident and the service provider’s actions taken in response to the incident. Analysts 
consider the: 

• Critical incident type 
• Severity of an incident 
• Frequency of incidents (e.g. if it is a reoccurring incident) 
• Impact on the individual’s well-being  
• Implications for current service provision to the individual 

 
4.8 Upon receiving a critical incident report, analysts are responsible for deciding the type of 
follow-up that is required. Critical incident types are divided into events that require mandatory 
follow-up and those that may be followed up based on the analyst’s discretion. Appendix One: 
Critical Incident Types identifies the critical incident types for each category. 

 
Analysts must also decide if follow-up should occur for a critical incident type that does not 
require mandatory follow-up. 

 
4.9 Analysts are responsible for determining who needs to be notified of a critical incident. 
Analysts are responsible for: 

• Notifying key CLBC staff, and all relevant community investigative agencies; and  
• Confirming that the service provider has contacted the individual’s support network (as 

appropriate). 
If there are implications for service provision to the individual, analysts must ensure the 
appropriate CLBC staff (e.g. facilitator, Integrated Service Manager) are involved. Analysts can 
request a facilitator’s involvement if a facilitator is not already involved. 

 
For more information on notification requirements, refer to Appendix Two: Critical Incidents 
Notification Chart for CLBC Staff which identifies based on the critical incident type: 

• Who should be notified,  
• The required timeframe for notifying key stakeholders, and  
• The type of notification that is required (e.g. call). 
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4.10 Analysts are required to respond within 48 hours upon receiving calls from interested 
stakeholders such as family, friends, the Advocate for Service Quality, or the Office of the 
Ombudsperson expressing concern about an individual’s safety and risk. 

 
4.11 Upon receiving a service provider’s phone call about urgent critical incidents, analysts 
record the call in a Critical Incident PARIS note. 

 
4.12 Analysts may be required to (or may choose to) engage in follow-up activities. This may 
include visiting a specific program or service provider to interview the individual, staff, and 
others involved. When appropriate, analysts may also contact family members, physicians, and 
other professionals. 

 
4.13 Analysts coordinate investigations and, with support from the Integrated Service Manager, 
develop collaborative investigative procedures with agencies that have regulatory and 
investigative mandates, such as Community Care Facilities Licensing and the local police. 
Community Care Facilities Licensing leads the investigation of licensed facilities.  

 
4.14 Analysts, upon learning of concerns of abuse or neglect that are happening outside of service 
delivery (e.g. where an individual reports to a service provider that they have been abused when 
they were not accessing services), will contact a facilitator immediately to initiate the Adult 
Guardianship response. 

 
4.15 Upon being notified of a death, analysts must refer to the End-of-Life Policy, specifically: 

• Practice section 4.9 to learn about who to contact following a death; and  
• Practice sections 4.12 and 4.13 about the information analysts must share with the service 

provider about reporting a death.  
 

4.16 Analysts are responsible for recording all critical incidents in PARIS by completing the 
Critical Incident grid which can be found in the Central Index.  This section is where details that 
are reported in the CLBC Critical Incident Report or the Community Care Facilities 
Licensing’s incident forms are entered. Refer to Section 5 – Documentation for more information.  

 
4.17 When a critical incident that will be followed up is recorded (whether for a mandatory or 
discretionary critical incident type), analysts should open a Critical Incident Follow-Up Work 
Assignment. The Critical Incident Follow-Up Work Assignment should be completed within 14 
business days of it being opened. 

 
Should analysts require more than 14 business days to complete a Critical Incident Follow-Up 
Work Assignment, they must consult the Integrated Service Manager to review the incident and 
follow-up work. Analysts will create a Critical Incident note in PARIS to document why more 
time is being provided to close the assignment. 
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4.18 Analysts are responsible for analyzing critical incident patterns or reoccurring issues as part 
of their ongoing monitoring and contract management responsibilities. Analysts use the critical 
incident data provided by Corporate Services to support this analysis. 
 
Facilitator Responsibilities 

 
4.19 Facilitators are responsible for working closely with individuals and members of their 
support networks (as appropriate) to develop informal safeguards as part of individual support 
planning to prevent and respond to critical incidents. 

 
4.20 When facilitators are notified in PARIS that a critical incident requiring mandatory follow- 
up has been received for an individual with whom they are involved, the facilitator collaborates 
with the analyst to determine the urgency and nature of CLBC’s response. Facilitators should 
inform the Integrated Service Manager if the response requires their involvement. 

 
4.21 When a facilitator’s involvement has been requested or is in response to a notification in 
PARIS, facilitators follow-up with the individual or members of their support network (as 
appropriate) to review and develop new individual support plans and safeguards. Facilitators 
plan with individuals and members of their support network (as appropriate) when: 

• Concerns are identified about the service provided, or 
• A new approach is needed. 

 
4.22 If a facilitator becomes aware of a serious event that should have been reported as a critical 
incident, they will contact the assigned liaison analyst to ensure the appropriate follow-up is 
done. 

 
Integrated Service Manager Responsibilities 

 
4.23 Integrated Service managers are responsible for ensuring analysts and facilitators: 

• Are familiar with this policy and the Critical Incidents: Service Provider Requirements Guide, 
and 

• Comply with expectations for analysts and facilitators outlined in this policy. 
 

4.24 Integrated Service Managers are responsible for providing direction to staff on how to 
respond to critical incident reports. 

 
4.25 Integrated Service Managers support analysts to: 

• Analyze critical incident patterns or re-occurring issues as part of ongoing monitoring of 
services and programs; 

• Review critical incident reports as they are received, including the assessment of the 
incident, documentation, and making follow-up decisions; and 

• Coordinate collaborative investigative procedures with agencies that have regulatory and 
investigative mandates such as the local police. 
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4.26 Integrated Service Managers are also responsible for ensuring analysts: 

• Complete and record the required follow-up, and  
• Open and close the PARIS Follow-Up Work Assignment to assist with tracking. 

  
4.27 Integrated Service Managers, upon being notified of a death or a serious injury, are 
responsible for notifying the Director, Regional Operations. 

 
Director, Regional Operations 

 
4.28 The Director, Regional Operations is responsible for identifying safety and quality of service 
issues through the periodic review of critical incident data.  

 
CLBC Corporate Services – Tracking Critical Incident Report Data 

 
4.29 CLBC’s Corporate Services maintains a central database of critical incident data using the 
information analysts input into the Critical Incident grid in PARIS. The database is used to 
produce reports on critical incident data (by region, individual, service provider, critical incident 
type, etc.) that allow analysts to review critical incident trends or patterns. 

 
5. D O C U M E N T A T I O N  

 
5.1 When a critical incident report is received, analysts enter information into the Critical 
Incident grid found in the Central Index – Critical Incidents Section of PARIS.  The Critical 
Incident grid includes details that the service provider submitted via the CLBC Critical Incident 
Report or the Community Care Facilities Licensing’s incident form.  

 
5.2 Any follow-up, whether mandatory or discretionary, requires a Critical Incident Follow-Up 
Work Assignment. The Critical Incident Follow-Up Work Assignment should be completed 
within 14 business days of it being opened. Should the Follow-Up Work Assignment require 
more time, the analyst must consult the Integrated Service Manager and include a Critical 
Incident Note in PARIS explaining why more time is being provided. 

 
5.3 Analysts create a Critical Incident note to record information that cannot be captured in the 
grid. 

 
5.4 Analysts will record the service provider’s phone call about a critical incident in the Critical 
Incident note. 

 
5.5 Analysts ensure a copy of the critical incident report is scanned or uploaded in the 
individual’s PARIS file in the Individual Site (SharePoint). 
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5.6 Analysts also ensure a printed copy of the critical incident report is placed in the service 
provider’s CLBC record. 
 
 
6. P R A C T I C E  

 
6.1 The analysis of and response to critical incidents is an important part of CLBC’s 
comprehensive approach to safeguarding the well-being and rights of individuals accessing 
CLBC funded services.  Critical incidents can be an indication that an individual’s needs are not 
understood, the approach needs to be changed, or the supports are inadequate. 

 
NOTE: Critical incident reporting is just one component of CLBC’s quality assurance 
framework. It is one of the ways that CLBC reviews and assesses critical, serious, and 
unusual incidents in conjunction with other related policies. CLBC staff and service 
providers should also be familiar with and governed by other components of CLBC’s 
quality assurance framework including the Investigations of Abuse and Neglect Policy, the 
End-of-Life Policy, the Behaviour Support and Safety Planning Policy, and the Adult 
Guardianship Policy. 

 
6.2 It is recommended that analysts schedule an initial meeting with new service providers to 
review the following documents: 

• Critical Incidents Policy that includes Appendix One: Critical Incident Types outlining the 
incidents reportable to CLBC 

• CLBC Critical Incidents: Service Provider Requirements Guide that provides practice guidance 
on critical incident reporting, and 

• CLBC Critical Incident Report that is for all unlicensed programs and incidents in licensed 
facilities that are not reportable to licensing. 

 
6.3 Analysts inform service providers about how other policies are relevant to the Critical Incident 
Policy, including the Behaviour Support and Safety Planning Policy, the Adult Guardianship Policy, 
the Investigations of Abuse and Neglect Policy, and the End-of-Life Policy. 
 
6.4 Analysts should be available to service providers to help them understand the policy so that 
they are knowledgeable about critical incidents and their responsibility to report to CLBC. 

 
6.5 Reviewing, documenting, and determining appropriate follow-up for critical incidents is an 
important part of an analyst’s liaison and monitoring role with service providers. Analysts 
should review critical incident reports and data in preparation for on-site visits. By analyzing 
critical incident trends and patterns, analysts can identify what may be impacting service quality 
and whether the appropriate supports are being made available to the individual. 

 
6.6 It is important that service providers submit an accurate and complete description of the 
critical incident. Analysts must clarify any incomplete or vague reports to ensure that the 
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appropriate follow-up is done and any revision to the individual’s service or individual support 
plan is based on factual information. 

 
6.7 Frequent or severe critical incidents may indicate that service planning and coordination is 
required to determine how to better meet the individual’s needs. Analysts and facilitators work 
closely (e.g. establish regular meetings) with individuals, their support networks (as 
appropriate), and other professionals to address the underlying cause(s) of the incident(s) and 
assess the individual’s needs. The analyst should consult the Integrated Service Manager if 
critical incident reports indicate ongoing issues, inadequate follow-up, or a pattern of service 
provision concerns to determine next steps.  

 
6.8 Analysts, in consultation with the Integrated Service Manager, can request an external review 
when critical incidents continue to occur and the follow-up highlights disagreements on the 
causes or next steps. External reviews may be a useful option to resolve issues, address specific 
safeguard measures, or suggest new approaches. 

 
6.9 Analysts should inform MCFD After Hours when recurring critical incidents are of concern 
(e.g. missing/wandering persons, aggression towards an individual or another person) and may 
bring an individual to the attention of community response systems. Analysts should consult the 
MCFD-CLBC Operating Agreement on the Provision of After Hours Services for details on how 
to submit an After Hours Alert. 

 
6.10 It is important for analysts to record information that may have an impact on an individual’s 
well-being or planning needs. Analysts should always record information relevant to monitoring 
and document any resolutions or progress made following an incident in the PARIS Follow-Up 
Work Assignment before it is closed. If further progress is made after the Follow-Up Work 
Assignment is closed (after 14 business days of it being opened), analysts should record it in a 
PARIS note in the individual’s file. 

 
6.11 When analysts receive critical incident reports that provide details of non-reportable incidents, 
analysts must consider whether the information provided is important for them to know and 
whether or not it should be recorded in the individual’s PARIS file. 
 
Example: If an analyst receives a report that an individual has been diagnosed with cancer 
(erroneously reported as “unexpected illness” on a critical incident report), it is important for the 
analyst to update the individual’s PARIS file. While it is not a critical incident, the diagnosis may 
impact the services or supports the individual may need in the future. The analyst should contact 
the service provider to discuss what is or is not reportable and to discuss the individual’s 
ongoing support needs 

 
Example: If an analyst receives multiple critical incident reports detailing aggressive or unusual 
behavior that are not actually critical incidents, the analyst should follow-up with the service 
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provider to clarify CLBC’s criteria for aggressive and unusual behavior and to discuss the 
individual’s ongoing support needs. 

 
6.12 Service providers are required to document and track all unexpected or unusual incidents 
that are non-reportable incidents for their own internal monitoring purposes. Non-reportable 
incidents are important to record but not serious enough to report as a critical incident.  For 
example, if an individual does not receive their medication because their supply runs out before 
the agency’s staff orders more but does not result in an adverse reaction or require emergency 
care, the service provider should record the incident internally as a non-reportable incident.  
Analysts may periodically review records of non-reportable incidents with service providers as 
part of their on-site visits. 

 
6.13 When following up on critical incidents, analysts and service providers must be respectful of 
an individual’s personal privacy, individual freedom, and right to self-determination. 

 
7. R E F E R E N C E S  

 
CLBC Adult Guardianship Policy  
CLBC Behaviour Support and Safety Planning Policy 
Critical Incident Report 
CLBC Critical Incidents: Service Provider Requirements Guide 
CLBC Investigations of Abuse and Neglect Policy 
CLBC Monitoring Guidelines Policy 
CLBC End-of-Life Policy 
Community Care and Licensing Act 
Residential Care Regulation 
Practice Guidance:  Critical Incident Data Responding to Vulnerability  
A Discussion Paper about Safeguards & People with Developmental Disabilities 
Information and Instructions for Critical Incident Updates in PARIS  
MCFD-CLBC Operating Agreement on the Provision of After Hours Services
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Appendix One 
Critical Incident Types 

 
 
 
Critical Incidents are serious or unusual events that occur during service delivery.  
 
Unexpected or unusual events that do not meet CLBC’s criteria for critical incidents are 
considered non-reportable incidents. Service providers are required to record and track all non-
reportable incidents internally.  
 
The types below correspond to the “Type of Incident” check boxes on the CLBC Critical Incident 
Report and Community Care Facilities Licensing’s incident forms. The critical incident types are 
divided into events that analysts will ALWAYS follow-up and those that MAY be followed up. 
 
The initials “CCFL” after a type indicate that this is a reportable incident on Community Care 
Facilities Licensing’s incidents forms used by the regional Health Authorities.  The service 
provider forwards CLBC the “Funded Agency” copy of each Community Care Facilities 
Licensing incident form. 
 
“Individual”: For the purpose of these critical incident types,’ individual’ refers to an individual 
receiving CLBC funded services. 
 
MANDATORY FOLLOW-UP  
The following critical incidents must always be reviewed and followed up by an 
analyst:  
 
Abuse  
The deliberate mistreatment of an individual that causes physical, mental, or emotional harm, 
or damage to or loss of assets by a person in a position of trust or authority.  
 
For all categories of abuse, if a service provider becomes aware of alleged or actual abuse 
occurring outside of service delivery (for example, by a family member at an individual’s home 
or in community), they will inform CLBC immediately. 
 
The following types of abuse are critical incidents:   
 

Emotional Abuse (CCFL) 
Alleged or actual act or lack of action that diminishes an individual’s sense of well-being 
and is perpetrated by a person in a position of trust or authority, including verbal 
harassment, yelling, or confinement.  
 
NOTE: Emotional abuse may include: intimidation, humiliation, withholding needed medication, 
censoring mail, invasion or denial of privacy or denial of access to visitors. 
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Financial Abuse (CCFL) 
Alleged or actual misuse or abuse of an individual’s funds or assets by a person in a 
position of trust or authority. Obtaining property or funds without the knowledge and 
full consent of the individual or a formal or informal representative.  
 
Physical Abuse (CCFL) 
Alleged or actual excessive or inappropriate physical force directed at an individual by: 

• A person in a position of authority or trust, including a staff member or 
 volunteer, or 

• A person who is not responsible for providing services and is not a supported 
 individual.  
 

NOTE: The alleged or actual physical abuse is perpetrated against the individual. This critical 
incident type is never about the individual’s actions towards a staff or any other persons. If an 
incident is about physical aggression between a person (including another supported individual)  
refer to Aggressive/Unusual Behavior or Aggression Between Individuals to determine if it 
would be more appropriate to report it as one of these incident types. 
 
Sexual Abuse (CCFL) 
Alleged or actual sexual behaviour, directed at an individual, whether consensual or 
not, by a staff member, volunteer or any person in a position of trust or authority. Sexual 
behaviour may also include inappropriate, unsolicited, or forced sexual attention from a 
person who is not responsible for providing supports or services. 
 
Sexual behaviour between two consenting individuals is not a critical incident.  

 
Aggression between Individuals (CCFL) 
Aggressive behaviour by an individual towards another individual that causes injury requiring 
first aid (e.g. bandage, ice pack), emergency care by a medical practitioner or nurse practitioner, 
or transfer to a hospital 

 
Attempted Suicide (CCFL) 
Attempt by an individual to intentionally self-harm for the purpose of taking his or her own 
life.  

 
NOTE: While suicidal threats are not reportable as critical incidents, they should be recorded as non-
reportable incidents by the service provider and reported to a healthcare professional. If there is a pattern 
of suicidal threats or suicidal ideation, it is important that the service provider follow-up with a healthcare 
professional.
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Choking (CCFL) 
An individual’s airway is obstructed, requiring first aid, emergency care by a medical 
practitioner or nurse practitioner, or transfer to a hospital.  
 
NOTE: Choking is a prevalent cause of death among individuals. All choking incidents that do not 
require first aid or any type of immediate medical assistance and are not reportable as critical incidents, 
should be recorded as non-reportable incidents by the service provider and reported to a healthcare 
professional. 
 
Death (CCFL) 
Death of an individual while participating in a CLBC funded service.  
 
NOTE: Refer to the End-of- Life Policy for guidance on the reporting, documenting, and reviewing 
requirements following the death of an individual. 
 
Neglect (CCFL) 
Alleged or actual failure of a service provider to meet the individual’s needs, including the need 
for food, shelter, medical attention or supervision, which endangers the individual’s safety.  
 
NOTE: Service providers must record any evidence of self-neglect such as when an individual fails to take 
care of himself or herself that causes, or is reasonably likely to cause within a short period of time, serious 
physical or mental harm or substantial damage or loss in respect of the adult's financial affairs.  
 
If a service provider becomes aware of alleged or actual neglect occurring outside of service delivery (for 
example, by a family member at an individual’s home), they will inform CLBC immediately. 
 
Poisoning (CCFL) 
Ingestion of a poison or toxic substance by an individual (excluding licit or illicit drugs).  
 
Use or Possession of Illicit Drugs or Misuse of Licit Drugs 
Misuse of a legal substance such as mouthwash, or ingestion of aftershave.  Serious misuse of 
legal substances such as a prescription drug or alcohol. Any use or possession of an illicit drug. 
 
Use of Seclusion 
Involuntary separation of an individual from normal participation and inclusion. The person is 
restricted to a segregated area and denied the freedom to leave it and is left alone. 
 
Use of seclusion must be reported as a critical incident. It may never be included in a Behaviour 
Supports and Safety Plan. 
 
NOTE: Use of seclusion is identified as a prohibited practice in the Behaviour Support and Safety 
Planning Guide. 
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Weapon Use 
An individual who uses or threatens to use a weapon to harm or threaten somebody. A weapon 
includes any object used to threaten, hurt or kill a person, or destroy property. 
 
NOTE: Weapons may include but are not limited to loaded or unloaded firearms, knives, swords, 
mace, pepper spray or derivatives, and improper use of laser beams. Incidents where an individual 
possesses a weapon, for example, a pocket knife but does not use or threaten to use it, should be 
recorded by the service provider as a non-reportable incident. 
 
DECISION TO FOLLOW-UP 
The following critical incidents must be reviewed and may require further follow- up by 
analysts depending on the seriousness and impact of the event:  
 
Aggressive/Unusual Behaviour (CCFL) 
Aggressive behaviour by an individual towards a person (including another supported 
individual, staff, or others) or unusual behaviour that: 

• Is not appropriately addressed or documented in the individual’s Behaviour 
Support and Safety Plan, or 

• Results in harm (physical, including self-harm or emotional). 
 

If the harm is to another individual, refer to Aggression Between Individuals to determine if it 
would be more appropriate to report it as that incident type.  

 
Unusual behaviour is behaviour that is unusual for the individual. 

 
Disease/Parasite Outbreak (CCFL) 
An outbreak or the occurrence of a communicable disease above the level which is normally 
expected, including a communicable disease or parasite such as scabies. If you have any 
questions, contact your local Health Authority.  

 
NOTE: Transmission can be by direct or indirect contact with infected persons or with their excretions 
(e.g. blood, mucus) in the air, water, food, or on surfaces or equipment.  

 
Fall (CCFL) 
A fall that results in an injury requiring emergency care by a medical practitioner or nurse 
practitioner, or transfer to a hospital.  

 

NOTE: Other falls that may not require emergency care by a medical practitioner or a nurse practitioner 
and are not reportable as critical incidents, should be recorded as non-reportable incidents by the service 
provider and reported to a healthcare professional. Unexplained falls may be an indicator of other 
underlying medical conditions. 
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Medication Error (CCFL) 
Mistake in administering medication that: 

• Adversely affects an individual, or 
• Requires emergency care by a medical practitioner or nurse practitioner, or 

transfer to a hospital.  
 

NOTE:  Medication errors that do not result in emergency care by a medical practitioner or nurse 
practitioner, or transfer to a hospital should be recorded by the service provider as non-reportable 
incidents.   

 
Missing/Wandering (CCFL) 
Unscheduled or unexplained absence of an individual from a CLBC funded service.  

 
NOTE: CLBC analysts must document in PARIS when the individual has been found. If the individual is 
not located, follow-up needs to occur. 

 
Motor Vehicle Injury (CCFL) 
Injury to an individual as a result of a motor vehicle accident while participating in a CLBC 
funded service.  

 
NOTE: Car accidents that do not result in an injury should be recorded by the service provider as non-
reportable incidents.  

 
Other Injury (CCFL) 
Any other injury to an individual that requires emergency care by a medical or nurse 
practitioner, or transfer to a hospital.  
 
 
RESTRICTED PRACTICES (See Behaviour Support and Safety Planning Policy for further details).  
 
The following types of restricted practices are critical incidents:  
 

Exclusionary Time Out 
Removal of an individual from a situation and environment for a period of time to 
prevent harm to him/her or others. It does not include positive redirection of an 
individual to a safe, quiet place. It differs from seclusion in that the individual is not left 
alone. 
 
Must be reported as a critical incident even when it is included in an approved 
Behaviour Support and Safety Plan. 
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Restraint 
Use of physical or mechanical restraints to temporarily subdue or limit the individual’s 
freedom of movement, including containment. Containment means restricting an 
individual within a certain area (e.g. using a half-door or locked exits). 
 
Must be reported as a critical incident even when it is included in an approved 
Behaviour Support and Safety Plan. 
 
NOTE: PRNs are not intended to be used as a chemical restraint. They are intended to help 
individuals regulate their behavior and emotions. Since PRNs are not considered a restraint, they 
do not need to be reported as a critical incident. 

 
Restriction of Rights 
Removal of an individual’s access to activities. It does not include standard safety 
practices or reasonable house rules. 
 
Must be reported as a critical incident even when it is included in an approved 
Behaviour Support and Safety Plan. 
 

 
Service Delivery Problem/ Disruption of Services (CCFL) 
Condition or event that could impair a service provider and its staff to provide care or which 
affects the individual’s health, safety, dignity, or well-being. Examples include flood and fire.  

 
NOTE: Other events that may affect service delivery but are not critical incidents including incarceration 
and expected hospitalization must be recorded by the service provider. In these situations, the service 
provider should contact their liaison analyst to inform them that the individual is expected to be away 
from service. The service provider must also report the absence on an occurrence report for monitoring. 

 
Unexpected Illness/Food Poisoning (CCFL) 
Illness of an individual requiring emergency care by a medical practitioner or nurse 
practitioner, or transfer to a hospital, including food poisoning. Food poisoning is a food borne 
illness involving an individual that requires emergency care by a medical practitioner or nurse 
practitioner, or transfer to the hospital.  Any incidents of food poisoning must be reported as 
“unexpected illness” on the CLBC Critical Incident Report.  
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     Appendix Two 
Critical Incident Notification Chart for CLBC Staff 

 
 

NATURE OF CRITICAL 
INCIDENT WHO SHOULD BE NOTIFIED 

TIMEFRAMES AND TYPE OF 
NOTIFICATION 

Incidents involving death or 
serious injury 

Analyst notifies: 
• The Integrated Service Manager  
• Other involved staff (e.g. Facilitator) 

 

Analyst ensures service provider contacts: 
• All appropriate stakeholders as listed on the 

CLBC Critical Incident Report 
• Members of  the individual’s support network 

(as appropriate) 

The Integrated Service Manager notifies the 
Director, Regional Operations. 

 

 
 

For incidents involving death, refer 
to the End-of-Life Policy. 
 

For serious injuries, immediately 
notify the Integrated Service 
Manager by phone. 
 

A Critical Incident Follow-Up 
Work Assignment should be 
opened and completed within 14 
business days.  
 

 

Critical incidents that require 
follow-up (incidents other 
than death or serious injury) 
as defined in the CLBC 
Critical Incident Policy 
 

Analyst notifies the Integrated Service Manager 
that a review will be conducted. 

 

Analyst: 
• Notifies the facilitator, and  
• Ensures the service provider has contacted 

members of the individual’s support 
network (as appropriate). 

Develop response plan within 24 
hours of receiving the report. 
 

Document incident in the Critical 
Incident grid in the individual’s 
PARIS file.  
 

The Integrated Service Manager is 
notified of the plan by phone or 
through PARIS depending on type 
and severity of incident.  
 

A Critical Incident Follow-Up 
Work Assignment to be opened 
and completed within 14 business 
days. 
 

Critical incidents that may 
require further action (other 
less serious incidents that are 
not urgent)  as defined in the 
CLBC Critical Incident Policy 
 

Analyst reviews and responds to the critical 
incident as necessary, consulting with the 
Integrated Service Manager if it is determined that 
further action is required. 

 

Analyst: 
• Notifies the facilitator, and 
• Ensures the service provider has contacted a 

member of the individual’s support network. 

Document incident in the Critical 
Incident grid in the individual’s 
PARIS file, and notify the 
Integrated Service Manager, if 
further action is required.  
 

A Critical Incident Follow-Up 
Work Assignment should be 
opened and completed within 14 
business days. 
 
 
 
 


