




The Review and Implementation Committee dedicates this Report 

to the memory of the 12 infants who died in the pediatric cardiac surgery 

program at the Winnipeg Health Sciences Centre in 1994, and to their families who,

despite having done nothing wrong, have suffered a tragic loss. It is our hope that 

your loss will protect future generations of children and their families, and 

that this Report will contribute to preventing similar 

events from ever occurring in the future.
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The Review and Implementation Committee (Review Committee) could not have understood the com-

plicated issues involved and completed its work in a reasonable period of time without the support of many

people.

The Review Committee wishes to begin by thanking the ten families who met with us to discuss the

deaths of their children, the Inquest process and their assessments of the recommendations made by Judge

Sinclair. We address the families directly in the text of our Report, but we wish to also thank them here for

sharing their stories and providing us with insights which we could not obtain elsewhere. We realize the

process of talking to strangers about these tragic and disturbing events was not easy. We hope that the fam-

ilies will accept the Dedication at the front of this Report as an expression of our sympathy and admiration

for them. The list of the families whom we met is printed below.

The Review Committee benefited from the specialized knowledge and experience of a large Advisory

Committee representing most of the leading institutions involved with the events which were under inves-

tigation during the Inquest process. We would like to thank our colleagues for their assessments of the rec-

ommendations in the Inquest Report, their advice on related matters, and the provision of additional mate-

rial when it was requested. We can honestly say that all the individuals and institutions involved were acces-

sible and helpful, despite the possibility that we would end up being critical of their actions. We were

impressed by the willingness of the members of the Advisory Committee to be open and candid in the pres-

ence of professional colleagues from other institutions. The members of the Advisory Committee and other

participants in the Review Committee process are listed in Appendix B.

The Review Committee met with a number of individuals and organizations and received written sub-

missions from others. This material was valuable to the Committee because it offered either first-hand

knowledge of the health care system and/or passionate advocacy of the necessity for change.
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The Review Committee met a number of times with the Minister of Health, the Honourable Dave

Chomiak, M.L.A., and the Acting Deputy Minister of Health, Ron Hikel. We wish to thank them for select-

ing us to undertake this challenging assignment, for their support throughout the past four months, and for

respecting the independence of the Committee to allow it to reach its own judgements on the issues.

The Committee had the services of Guy Corriveau, a recent Masters Graduate in Public Administration,

who located reference sources and prepared the select bibliography at the end of the Report. The Committee

expresses its appreciation to Mr. Corriveau for his excellent work.

Lori Burrows of Manitoba Health supported the Committee in a very professional and dedicated man-

ner. She coordinated the flow of paper and typed successive drafts of the Report. Her work was crucial in

enabling the Committee to complete its task in a timely manner, and we express our sincere appreciation.

Last, but far from least, the Committee wishes to thank most sincerely Tom McCormack, Senior Policy

Advisor in Manitoba Health, who provided both insightful advice on the issues, along with excellent admin-

istrative support. While serving as Secretary to the Committee, Mr. McCormack continued his regular

departmental duties and juggled numerous assignments with exemplary professional knowledge, skills and

commitment. Put quite simply, the Committee could not have done its work without him, and we wish to

express our admiration and gratitude for his efforts.
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