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In the matter of the Public Inquiry into the Safety and Security of Residents in the Long
Term Care Homes System, pursuant to the Order in Council 1549/2017 and the Public 

Inquiries Act, 2009 

I, Richard Reddick, of the City of Woodstock, in the County of Oxford, MAKE OATH 
AND SAY: 

1. I am witness to the Public Inquiry into the Safety and Security of Residents in the 

Long-Term Care Homes System (the "Long-Term Care Homes Public Inquiry.") I 

have firsthand knowledge of the matters to which I hereinafter depose. Where I 

do not have firsthand knowledge, I have identified for the source of my 

information and belief, believe it to be true. 

2. Attached hereto and marked as Exhibit "A" to this my Affidavit is a copy of my 

witness summary prepared for the purposes of this Inquiry, the contents of which 

and there documents referred to therein, I hereby adopt as part of my Affidavit. 

3. I swear this Affidavit as a witness in the Long-Term Care Homes Public Inquiry 

and for no other or improper purpose. 

SWORN BEFORE ME at the City of St. 
Thomas, in the County of Elgin, on June 
22,2018 

Commissioner for Taking Affidavits 
(or as may be) 



This is Exhibit "A" referred to in the Affidavit of Richard Reddick, 
sworn June 22, 2018 

Commissioner for Taking Affidavits (or as may be) 
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Background 

Interview Summary of Dr. Richard Reddick 

(Draft as of June 4, 2018) 

Richard Reddick 

Caressant Care Woodstock("CCW") 

Medical Director 

I can't recall but I worked there for approximately 40 years. 

July I 2017 

1. In addition to my general practice, I was the Medical Director of CCW. I had approximately 

100 residents, who were my patients. Typically, they would come to be my patients when 

they were admitted to CCW. Residents often had a family doctor that did not practice at 

CCW, as they were located out of town, or had stopped working at nursing homes. 

2. I was also part of the Woodstock on-call team, which was comprised of roughly 15-20 

doctors in Woodstock who have hospital privileges and who were called in emergent 

situations. When I was on call, I would be at the Home on evenings and weekends, to 
attend to an urgent matter, if need be. 

3. There would be some residents whom I never saw, if they were not my patients and I 

never responded to an on-call event concerning them. 

4. I was at CCW once or twice/week; usually on Tuesdays and Wednesdays. Tuesdays were 

typically shmter days. In addition to this, I maintained contact with my patients by phone and 
fax, when I would be called about an urgent medical issue. 

5. When I was at the Home, I would try to get to every section of the Home over the week. 

There are five sections to the Home and about 160 beds in total. 

6. I worked with many outstanding healthcare workers at CCW, who included many nurses 
and healthcare aids. 
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Description of Duties and Responsibilities 

General Attendance to Residents 

7. I would go to a section of the Home, sit down with the nurse at the nurse's station, and we 

would look at my "Communication Book." This was a binder that was kept at the Home for 

me. There was one binder per section. Each resident had a separate tab in the binder. It 

contained the resident's name, room number, and new reports that had been received since 

the last time I saw the resident. The nurses would flag any concerns or questions they had for 

me. The new reports included new lab work, medical consultations, reports from the 

hospital or other new infonnation. The binder is separate from the resident's official chait 
and specific for me. 

8. At the same time that I went through my Communication Book, the nurse would have the 

computer open in front of him/her where we would review the resident's chart and the 

Medication Administration Record ("MAR") to see what medications the resident had 
been administered. 

9. We would also look at the "Physician's Medication Review" (the Three Month 
Medication Review.) 

10. The nurse and I would go through all of these items together and examine the resident as 

wairnnted. For example, if the report came through that the resident was constipated, I 

would look at the records with the nurse and I might change the laxative, but I did not 

really need to see the resident for this. Whether or not I examined the resident depended 

on what was going on with that pa1ticular resident and his/her individual medical factors. 

11. Once I had reviewed the new information or things that had been flagged for me, 

examined the resident (if wananted), and dete1mined the best course of cme for that particular 

resident, I would place all lab work, rep01ts and consultations in the respective patients chait and 

write a note in the patient's chart in the section of the doctor's orders. Each resident has their 

own chart in a physical binder but nursing/healthcai·e aid notes are in their computer charting. 

12. For diabetic residents talcing insulin, I would ask the nurse to pull up the resident's blood 

sugars for the past few months and also the A 1 C. If I saw that the sugai·s were dropping and 

the resident's weight was down; I might suggest a change to the insulin dose. But it always 

depended on the resident and what was going in with him/her. 

13. If I was responding to an on-call event concerning a resident who was not one of my 

patients, then I would look at the resident's full chart before examining the resident. 
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14. Sometimes the Director of Care ("DOC"), whose job it was to keep an eye on how care 

was given, would ask me if something more should be done. This was usually in relation to 

a resident's behaviour. The DOC would also perfo1m an administrative function, in that 

she would bring things up at the quarterly PAT meetings - e.g. new guidelines, new fo1ms, 
and new forms which I would need to sign. 

15. The nurses were an important pai1 of the process as they could provide infmmation that was 

not located elsewhere, because they were in the Home and saw the residents on a day-to-day 

basis. I feel that my- system of reviewing my Communication Book and sitting down with the 

nurse worked well and together we were able to figure he out t best 

treatment for each patient. 

16. When I attended at the Home, I would see the phaimacist on a regular basis. She would often 

write a note and leave it in the Communication Book for me. I would say things like, "I have 

reviewed the patient's chai1, and here ai·e my recommendations." 

17. I would also :frequently talk to the pharmacist about notes she had made or other thoughts she had 

on the course of therapy for my patients. Sometimes she would say, "Here is my recommendation 

.. ". and it was often the same thing that I had noticed as well. 

Ordering 

18. To prescribe medication, I used the "digital pen" at the nurses' stations. I would use it and 

write on the Physician Order sheets, on the right-hand side in the patient's chait When I 

docked the pen, it would electronically send the prescription to the phaimacy. 

19. If I gave a prescription over the phone to a nurse, the nurse would be responsible for 

sending the prescription in to the phaimacy, using the digital pen. When I was in next, I 

would sign the order. 

Admission of New Residents 

20. I would usually see them within a week. I would look at their chart, past health histmy, hospital 

notes (if they had been admitted :from the hospital), why they were now in a long-te1m cai·e 

home, and what happened to have them anive the at Home. It was usually that they were quite 

fragile, health-wise, and that they had had some s011 of incident or illness which prevented them 

:from returning to their own homes. The nurses had their own admission process that they had to 

follow and I would discuss the admission of the resident while doing my own admission 

process. My admission histories were in the chai1 under "History." 
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21. The goal was to rehabilitate residents. Some would get better and even leave the Home, 
but this did not happen very often. 

Quarterly Reviews 

22. I have done a few thousand of these. They are done every three months and form the 

basis of my orders for medication. 

23. As far as the process goes, the phannacist would review the resident's medication and 

possibly make recommendations, which I would consider. The nurse would print out the 

medication list and review it before I would see it. The nurse and I would look at the 

resident's chart together, check to make sure there had not been y an changes, and look at 

things such as whether the resident had recently been in the hospital or ifs/he had been 

refusing medication. If changes were needed, I would make those, but it depended on the 

resident. 

24. For diabetic residents taking insulin, I would review their AlC and blood sugar tests. AlC 
is a measurement, over a three-month average, of how much sugar is "sticking" to red 

blood cells. It is usually done once every three months for diabetic individuals taking 

insulin. 

25. As far as Al C levels are concerned, a n01mal reading is below 6. For diabetics with perfect 

control of their diabetes, the AlC is below 7. However, for older individuals, Al Cs would 

typically rnn 8-8.5, as long as they were not hyper/hypoglycemic. It was acceptable for older 

residents to have their Al Cs run higher because they have already lived most of their lives and 

are therefore less likely to suffer the long-term disadvantages associated with readings. As a 

physician, I don't want to over-treat my patients in this regard. However, one has to be careful 

that their blood sugars are fairly well-controlled. If however, a patient's Al C was typically 7 but 

it spiked to 9, then I would wonder what is going on, what has changed, has the patient been 

eating, has the patient been sick, is the patient taking their medication? If the AlC spiked, I 

would need to do a deeper investigation to dete1mine what might be going on, medically 

speaking, with the patient. 

26. The number of times a diabetic who takes insulin gets their blood sugars taken depends on 

each individual and their diabetic condition and the kind and amount of insulin they are on. 

For a resident taking short-acting insulin, they might get their blood sugars tested more 

often. 

27. For non-diabetics, a blood sugar check would be done only on their annual reviews. 

Otherwise, it was not generally checked. 
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Annual Reviews 

28. The annual review was the same as the Quarterly review, but a deeper dive, where I 

would look at not just medications, but conduct annual physical. The phaimacy and the 

nursing staff would do their own annual reviews, and I would do my own while 

considering any inf01mation, recommendations, and inf01mation from the rest of the 

team. 

Medication Management 

29. I did not have anything to do with the development, implementation, or monitoring of 

medication services. This is the responsibility of the nursing staff. However, once in a 
while, it was discussed at PAT. 

30. The only time I went into the medication room was when I was looking for a nurse. To 

the best of my recollection, I never had a key to the medication room. 

31. I have no recollection of ever signing for medication. 

32. I never had anything to do with the narcotic count, though I knew this was done in the 
Home. 

33. In te1ms of involvement in a medication management system specifically, every three 

years the Horne would participate in a Quality Assurance accreditation. 

34. I wrote my orders on my patients but after that I was not involved in the ordering, 
delivery, or storage of medication at all. 

35. My focus was on providing medical care to my patients. 

PAT Meetings 

36. I sat on the professionals' committee. I cannot recall who was on the committee, but ce1tainly the 

DOC and the phaimacist, as well as others such as the administrator, head of dietaiy, public 

health, etc. I would ensure that the physician's view was represented. 

37. I would be asked for my point of view on any errors that had occun-ed or with any 
paiiiculai· issues with residents . 

38. The phaimacy would present inf01mation relating to the use of psychiatric medications in the 

Home, for exan1ple. I would take this information but not necessaiily make any 

implementations, unless they were waiTanted from a medical perspective. 
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39. The pharmacist provided reports on medication use and I might be asked 
for my comments or input. 

40. I recall that insulin was discussed, but it was more centred on newer kinds of 
insulin. We discussed procedural things, such as how many medications were used in the 
home and how minor tranquilizer use might be kept to a minimum. 

Incidents and Reporting 

41. No incidents relating to medication stand out in my mind. I recall that a number of 
years ago, the narcotic box was broken into but I am not sure what happened or what 
came of it. I know that the police investigated. This is really something the nurses and 
management manage. 

42. If it was an incident involving a missed medication or an extra dose given, depending on 
the medication, the physician whose patient it was would be called, or the doctor on-call. 

43. The physician really only became involved in a medication incident if it was a 

Insulin 

significant issue. If it was a nursing enor, something the nurses didn't do and they should 
have, then it would be up to the DOC to deal with. Same with the phatmacy - if there was an 
error with packaging or something, then the phatmacy would deal with it. 

44. I was not responsible for the development of any policies in relation to insulin 
in the Home and I was not involved in its monitoring. 

45. I gave the orders with respect to insulin, but nothing more. I did not monitor its 
administration. I did not check to see if administration sites were being rotated. These are 
nursing duties. 

46. I would give orders of what kind of insulin to give and how much. What insulin I 
prescribed was dependent on the specific patient. For someone whose blood sugar was fairly 
stable, I would prescribe a long-acting insulin, such as Levenmir or Lantus. If they needed 
more help, then I would prescribe a sh01t-acting insulin, which was usually taken at meal 
times. 

4 7. Often blood sugai·s would become unstable if the resident had not been eating. Then the 
short-acting insulin, such as Novolin Toronto, if the resident was on it, would be held. 

48. I relied on the nurses to tell me what was going on with the patient. I would 
decide if a resident was not to get their insulin. 
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49. Sliding scale insulin was not used a lot. It is insulin that is used on an as-needed basis. 
For example, if the resident's blood sugar was between zero and five, then the order 
might state zero insulin. If it was between five and eight, then there might be a 
prescription for two units of short-acting insulin. 

50. However, if the resident went to the hospital, for example, and they were sick, their blood 

sugars would be tested. If a patient' s blood sugar was high, they might be given a dose of 

shmi-acting insulin and possibly a sliding scale for a short time. 

51. I suppose one resident could be given another's insulin, but I don't think there would be 

any way of knowing this. 

52. I do not know if insulin is kept in the Emergency Drug Box. Glucagon is in there. I would 

be asked what I wanted in there and then I would sign a prescription for all of the 

treatments. The infmmation of all that is included is available through CCW. 

Death 

53. When one of my patients started to decline and become palliative, if wananted, they could 

be sent to the hospital. Usually they were sent back to the Home at which time I would sit 

down with the family and explain to them what was going on; i.e. that their family member 

was palliative and might die in the near future. 

54. The patient might be moved to a certain area. If they were in an older pa.ii of the Home where 

there are a few residents to a room, they would be moved to Room 14 or 15 (I can't recall the 
exact number), where they had more privacy. I would go through their medication orders and 

cut back on their medication as warranted, and make sure they were comfortable, from a 

medication perspective. I would ensure the proper orders were made to address things like 
pain, nausea, and bowel control. 

55. When one of my patients died, I would be notified by telephone call. I would try to go the 

Home, talk to the nurse, examine the patient to see if their vital signs were absent, and 

pronounce the death. Sometimes I would be on-call so I might pronounce other doctors' 
residents. 

56. I would complete the top of the Residents Death Form (LTCI00015386) or a fonn like it 

and sign it. The nurse would complete the rest. 
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57. I would make a note in the patient's chart that the resident had passed away and that all 
medications could be destroyed and the body could be released. 

5 8. I would complete the Death Certificate. If I was pronouncing a resident who was another 

doctor's patient and I didn't know the patient very well, I would leave it for that 

resident's own doctor to complete. 

59. The Coroner would be called if the death was accidental or unexpected. Having no prior illness 

would make the death unexpected. If the resident had been sick but declining, than it would not 

be unexpected. It was rare to call the Coroner: for example, I have pronounced 1 OOs and 1 OOs 

of deaths and the Coroner has been called about one dozen times. In nursing homes, residents 

are frail and have a lot of illnesses. It was rare that death was unexpected. The Coroner might 

be notified if the resident had died after a fall. 

60. It used to be that the Coroner had to be called for every tenth death. However, I 

understand that the Coroner would be called and asked if they wanted to attend. They 

almost-always said no, so the practice was stopped. 

Maureen Pickering 

61. I remember talking to Karen Routledge on the phone, either at that moment, i.e. at Ms. 

Pickering's death, or later on, but I am not sure when. I remember having a conversation around 

the fact that we were not sure why Ms. Pickering's blood sugar was low. I remember some 

discussion around calling the Coroner, but was I not directly involved in those discussions. I 

believe Karen Routledge said that she did call, as recommended. The Coroner did not think that 

there was anything to investigate. 

62. There was no concern at the time that something was happening. Although everyone now 

lmows what was going on, it was not on anyone's radar at the time and there was no 

awareness around it. Ms. Pickering was declining and was in poor condition. 

63. To the best of my recollection, I did not have a conversation with Dr. Urbantke. 

64. With insulin specifically, it's hard to trace and the body just degrades it. 

65 . I do not recall seeing Ms. Pickering's records from her hospital admission at any point, if 

she was admitted to the hospital. I believe that I saw at least part of her records from the 

emergency department but I am not sure exactly when I saw them. 
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66. Up until two years ago, I also worked in the hospital, so I would follow my patients from 
CCW at the hospital. This gave me a good idea of what was going on with them. I do not 
remember seeing Ms. Pickering in Woodstock hospital just prior to her death. 

67. There are things, other than an insulin overdose, that can cause hypoglycemic symptoms. 

For example, if the resident had not been eating well, had been declining, or had some 

type of cancer. 

68. When one of my patients is quite elderly, sick, not doing well for a period of time, and looking 

like they are about to pass, then a decision needs to be made about how far to take 

investigations because ordering many investigations may "torture" them and is not the best 

course of therapy, from a medical point of view. It is difficult to be precise with respect to 

cause of death unless one is prepared to unde1take a high level of investigation. 

Gladys Millard 

69. I pronounced her death. I did not have any reason to suspect intentional harm, given her 

comorbidities. Although I have some difficulty remembering, I did view her decline as a 

progression of her illnesses. 

70. It is possible to present with diaphoretic symptoms that are unrelated to insulin. There are lots of 

bodily processes that happen when one dies, including the organs shutting down. 

71. Her symptoms did not cause me any concern at the time. 

Elizabeth Wettlaufer 

72. I worked with her from time-to-time. I did not get as much work done when she was on. 

She was slower and more plodding, but adequate. I prefened working with other nurses 

than her. 

73. She was ove1weight and she seemed depressed. She had some personal issues that she 

mentioned to me, possibly about her personal relationship,just as we were working in

between patients, chit-chatting about our weekend, etc., as coworkers do. 

74. She seemed like a good person and I had no concerns about her. 

75. I knows that there were some issues and that she made mistakes. She ended up getting fired 

because she had accumulated mistakes. Nurses will make mistakes sometimes and I'm not 

sure if she made more than other nurses. I do not recall hearing anything specific about any 

e1rnrs and none were brought to my attention. 
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76. I am not sure if she was on drugs or alcohol, but it wouldn't surprise me if she were. 
To the best of my knowledge, I never saw her on drugs or alcohol. 

77. If other nurses believed that I preferred working with them, other than her, they may have 
gotten that impression from her, not from me. 
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