Witness Statement of Dr.Catherine White


WITNESS STATEMENT

(CJ ACT 1967, s.9, MC Rules 1981, r.70)

Statement of Dr. 





Occupation  Forensic Physician

This statement (consisting of x pages 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.

Dated the Day, Month, Year

Signed


1. Qualifications and Experience

Current position, role, how long doing it.

Amount of experience doing forensic examinations of rape complainants.

Description of training, supervision, peer review of this field.

Qualifications in this field.

Relevant courses, conferences i.e. evidence of being up to date in knowledge.

Other relevant experience and qualifications.

Articles published etc

As a forensic physician my overriding duty is to the court and the administration of justice. I have written this witness statement with objectivity and impartiality and within the limits of my competence.

2. Outline of the Case

a. Date seen, where, at request of; time started & finished. Any others present (eg. Crisis worker, doctors in training, etc)
b. Consent

I explained to X my role as an independent medical witness and the procedures that would be likely to follow. X gave verbal and written informed consent allowing me to take her medical history, complete a medical examination, make appropriate notes and records, take swabs and samples for forensic analysis, write a witness statement and release any information about this to the Police / Crown prosecutor/ social services as requested. Need to modify as appropriate. 
c. Nature of allegation as said by whom (usually police officer, identify by name, rank & collar number). Who else was present when given this information.
d. Nature of allegation as told by complainant. Who else present when spoke to complainant.
Include any details of alcohol, drug consumption if relevant. 
e. Actions since alleged assault (washed, bathed etc). Make clear who this information is from.
3. Medical History
Put what seems to be relevant given the nature of the alleged assault and the presence or absence of any injuries.
With child cases, tend to be more inclusive e.g. social history, family history.
4. The Examination

Who was present.

Hours after alleged assault.

Height, weight. (include centile charts for children)
Signs of intoxication.

Demeanor.

General observations.

Injuries including list of any body charts used.

Start description of any injury with body part first. E.g Left upper arm, a purple bruise measuring …..
Important negative findings.
Details of genital examination. (including what position examined, instruments used eg speculum, colposcope etc). Say if DVD made. Say if subject to peer review or not. 
e.g.

I used 3 body charts as well as my notes to record injuries. These were appended thus:

CWA

Anterior view of body

CWB

Posterior view of body.

CWC

Genitalia

In detail;
CWA

1. Right upper arm, lateral (outer) aspect, a purple bruise, 3cm x 2 cm, 14 cm proximal (above) the ante cubital fossa (front crease of the elbow joint). No swelling or tenderness associated.
CWB

2. Right breast. A yellow / brown bruise, 1.5cm diameter, near the nipple. 

3. Left breast, three bruises;

a. Yellow bruise, 
2cm x 1.5cm.

b. Red bruise, 
1cm x 0.5cm.

c. Yellow bruise, 
1.5cm x 1cm.

4. Right anterior thigh (front of the upper leg), a yellow bruise, 1.5cm diameter, 24cm above the patella (kneecap).

Freda told me that the bruises on her buttock and breasts were due to him kissing, sucking and biting her. She thought that the ones on her breast were from Saturday 26th August and the one on her buttock was from either that Saturday or the Sunday 27th August.

CWC

Genitalia

Normal adult female external genitalia. Pubic hair shaved. The hymen was oestrogenised and fimbriated (this is a normal finding for her age and development.)

      5. A transection of the hymen at the 6 o’clock position*. The edges of this were healed. A transection means a full thickness tear. The hymen is a tissue that partly covers the entrance of the vagina. I was able to pass a small speculum (plastic piece of equipment used to perform internal vaginal examinations) easily.

*face of a clock is used to denote injury site. With the person lying on their back, the uppermost part of the anal margin would be 12 o’clock, the lowermost 6 o’clock etc.

Samples taken e.g. 
I took the following samples;

CW1

Unused control sample

CW2

Skin control swab.

CW3a+b
Vulval swabs

CW4a +b
Low vaginal swabs

CW5a+b
High vaginal swabs

CW6

Plastic vaginal speculum


CW7a+b
Skin swabs from Right cheek

CW8

Water for swabs

CW9a+b
Buccal swabs for DNA

Chain of evidence of forensic samples.

Eg.

These were placed in suitable containers, labelled with Freda’s name, their nature, date of collection and handed to PC Romeo at 06.00 hours on 3rd February 200x.

5. Discussion
General discussion of injuries

Aging of injuries etc
It is well recognized that in a healthy, sexually active woman, non consensual vaginal intercourse can take place without leaving any injury. In a recent study done at St Mary’s looking at 500 women who alleged vaginal rape and examined within 48 hours, 77% did not have any genital injury. This is backed up by other, published, research, Bowyer and Dalton1 found that a minority of vaginal rape survivors in their study had a genital injury (22 out of 83; 26%)
6. Opinion
Summary of nature of allegations.

Overall conclusion

Detail
For example;
The allegation was of non consensual penile vaginal intercourse approximately nine hours prior to the examination.

The absence of any injury in a young healthy sexually active woman neither confirms nor refutes these allegations.

7. Unused material and basis of opinion
I have written this statement using my contemporaneous notes which contain unused information. The original notes are retained at the St Mary’s Centre.

My opinion is based upon the information given to me at the time of the examination and when writing this statement. If further information becomes available, I will review my opinion if asked and given sufficient time to do so.

Signed

References

Glossary of terms used.
Labelled genital line diagram if necessary.
NB
1. Always try to be clear who gave you which piece of information & who else if anyone was present when you were given that information.

2. Attach copies of body charts.

3. State if any photographic images including DVD have been taken even if you have not used them.

4. Sign each page.
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