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WITNESS STATEMENT

(CJ Act 1967, 5.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70)

Statement of: REID, RICHARD IAN

Ageifunder I8: OVER 18  (if over 18 insert ‘over 18°) Occupation: CONSULTANT GERIATRIC MEDICINE

This statement (consisting of 41 page(s) each signed by me) is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be liable to prosecution if I have wilfully stated in it
anything which I know to be false or do not believe to be true.

Signed: Code A Date: 04/10/2004

.............................

I am Doctor Richard Ian REID MB, ChB. I reside at the address detailed overleaf. I qualified
at Glasgow in 1974,

I became a Member of the Royal College of Physicians (United Kingdom) in 1978.
A Fellow of the Royal College of Physicians (Glasgow) in about 1988 and a Fellow of the
Royal College of Physicians (London) in about 1990.

My General Medical Council registered number is 1341171.

Experience

1. House Officer (Medicine) at Royal Alexandra Infirmary, Paisley, Scotland from August
1974 to January 1975.

2. House Officer (Surgery) at Stirling Royal Infirmary, Stirling, Scotland from February
1975 to July 1975.

3. Senior House Officer )Obstetrics and Gynaecology) at Paisley Maternity Hospital,
Paisley, Scotland from August 1975 to January 1976.

4. Senior House Officer (Geriatric Medicine) at the Victoria Geriatric Unit, Glasgow from
February 1976 to July 1976.

5. Senior House Officer (Cardiology) at the Glasgow royal Infirmary, Scotland from

august 1976 to April 1977.

Signed: }ICOdeA Signature Witnessed by: Code A
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hospital, giving a brief history and the results of any examination and treatment.

I would also expect a prescription sheet to be commenced detailing any drugs prescribed on

admission (see separate statement).

The clinical notes of a patient would then be maintained by the Clinical Assistant or doctor
covering that responsibility, myself as Consultant, with entries from other clinical staff
when consulted regarding the management of a patient.

A nursing record is also commenced on admission of a patient which is maintained by the
nursing staff.

During my ward round of Dryad Ward I would visit each patient, read their clinical notes,
examine the prescription sheets and obtain additional information from the nursing staff,
provided from the nursing records. This information is usually verbally provided and it

would be unusual for me to read the nursing record of a patient.
This information together with information I have obtained myself as a result of any
examination I have made of the patient, would form the basis of any note that I made on a

patients clinical notes.

If there is no marked change in a patients condition, treatment or management then I would

not expect any entry to be made on a patients clinical notes by the Clinical Assistant.

However I would make a note on the clinical notes of each patient I saw during my ward

round.

Included in my notes on the clinical notes would be any instructions regarding the clinical

care of a patient to the Clinical Assistant.

I have been asked to detail my involvement and the care and treatment of Mrs Elsie

DEVINE , Code A }, who was admitted to Dryad Ward of the

Gosport War Memorial Hospital on Thursday 21 October 1999 (21/10/1999), having been

Signe¢__Code A Signature Witnessed by: ¢  Code A
2003(1)
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informed of her mother’s condition. This it appeared had not been done until a late stage.

Mrs REAVES was concerned regarding her mother’s treatment and I recall spending a long time
going through the whole medical picture, concerning her mother, with Mrs REAVES trying to

explain fully the circumstances leading up to her mother’s death.

I recall that one of Mrs REAVES questions was:-

"Was it Dr BARTON'’s decision alone to terminate my mother’s life?"

I recall that Mrs REAVES was very upset by her perception of Dr BARTON’s attitude and by

Dr BARTON’s explanation of what was happening in the last few days of her mother’s life.

It was apparent to me as a result of the first meeting I had with Mrs REAVES, after her mother’s
death that Mrs REAVES intensely disliked Dr BARTON.

I felt that as a result of my meetings with Mrs REAVES on the two or three occasions in May or
June 2000 that I developed a rapport’ with Mrs REAVES which at one stage led to her making a
comment that indicated that she felt her concerns would have been addressed had she had
myself to deal with at that time, as opposed to Dr BARTON and that this would possibly have
. negated the need for her to make any complaint. It was unusual for me to have any involvement
on any level with relatives, after the death of a patient, unless requested by the relatives. Had

Mrs REAVES or any relative asked to see me at any stage then I would have seen them.

I am aware that there were other issues raised by Mrs REAVES concerning her mother’s
treatment, medication and care. However I am not able to recall these in any detail without

| access to the minutes of these meetings.
\

-

Takenby Code A

Signed-i Code A ! Signature Witnessed by: G Code A

_____________________________
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