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THE LAMPARD INQUIRY

Amended Witness Statement of Lynda Costerd

On 20 May 2025 | provided a statement to the Lampard Inquiry. On reviewing this
statement | identified a factual error to paragraph [9] which was verbally amended

when | gave oral evidence at the Lampard Inquiry on 10 July 2025. This statement
reflects this amendment.

I, Lynda Costerd, will say as follows.

Preliminaries
1. My full name is Lynda Mary Costerd.

2. | am making this statement about my dad, Geoffrey George Toms, “Geoff".
Who died on 14 May 2015 at Southend Hospital having been transferred from
Rochford Hospital, Beech Ward, on 11 May 2015.

3. | have previously provided a commemorative statement to the Inquiry about
my dad. This statement will address the care and treatment provided to him
by South Essex Partnership University NHS Foundation Trust (“SEPT") and

my concerns about that care and treatment.



Diagnosis

4. Dad first started displaying symptoms at around the end of 2012, when he
was 85 years old. He didn't have any history of mental illness and hadn't had
any contact with mental health services. Around that time, he started
becoming forgetful and confused. He would sit on the edge of the bed and
couldn't remember what to do next. Sometimes he would get up in the
middle of the night and go to put on a suit as if he was going to work. He
forgot so many things, for example he forgot that we have family in Australia.
On one occasion Dad had gone off to have a bath and after a while mum
found him in the bathroom on his hands and knees because he couldn’t
remember how to get into the bath. He would sometimes forget that he
needed to eat and drink. Mum would remind him and he'd say, “I've already

done that”, but he hadn't.

5 My mum was the one looking after Dad and trying to get him seen by
doctors. | have recently tried to get his medical records but haven't been
able to because | didn't have the right ID documents. My understanding of
the following specific dates therefore comes from the summary in the ‘Root
Cause Analysis Investigation Report’ (“RCA Report”) that was given to us by
SEPT after Dad died.

6. Dad was referred by his GP to the Community Mental Health Team - Older
People and was assessed on 25 October 2013. | am not sure about the details
of that assessment, but he was booked in for further outpatient
appointments at Southend Hospital. He attended outpatient appointments
on 18 November 2013, 10 February 2014, 7 July 2014 and 2 February 2015. The
RCA Report notes that Dad was seen “initially with moderate depressive
episode which was treated with Sertraline with good effect”. It also records
that “Since February 2014 memory impairment was also identified and felt
to be vascular in nature and not purely Alzheimer’s”. In fact, Dad's memory

impairment had been going on longer than that.

7. | recall throughout this period my mum battling to try and get answers. In
February 2015, | remember her saying “they've finally told us Dad has
vascular dementia”. I'm not aware of any medication or treatment that was
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prescribed following that diagnosis. Mum was just given phone numbers for
support services and was told that people would be in touch about helping

with Dad’s care, but she didn't hear anything.

At that time, Dad was very unhappy. He was a proud man and in his lucid

moments he hated seeing the way he was going. He couldn't deal with it.

Admission to Rochford Hospital, Beech Ward

S.

10.

11.

On Friday 1 May 2015, Mum received a call from the Alzheimer's Society
about arranging for someone to come and see Dad. She explained to them
that she had recently been asked by him to put a pillow over his face and
that he had talked about wanting to die. They gave some advice for over the

weekend and scheduled an appointment for Tuesday 5 May.

On 5 May 2015, a nurse and another lady (I'm not sure what her role was)
from Canvey Island’s dementia services visited Dad at home. | was away on
holiday at the time, but | understand that an assessment was done and the
visiting nurse decided that it would be best to admit Dad. She told mum
that it was the only option to keep Dad safe. So my Mum and daughter drove
Dad down to Rochford Hospital that afternoon. As far as | am aware there

had been no discussion about an inpatient admission before then.

Mum said that the admission process was straightforward and that they just

asked a few background questions about Dad's health.

Ward environment

12.

13.

Dad was on Beech Ward for less than six full days (5 May 2015 to 11 May 2015).
During that time, either my Mum, my daughter or | visited every day. We

had a number of different concerns about the ward environment.

The ward consisted of the individual bedrooms, the day room and then the
nurses’ office. The day room had some armchairs, tables and a service hatch
for food etc. There wasn’'t anything for real comfort or interaction. | don't

think there was evena TV.



14. The nurses’ office was by the day room and then Dad's room was at the very

15.

6.

17.

18.

1.

far end of the ward. There were two sets of fire doors between the nurses’
office and Dad's room. The alarm to call for attention in Dad’'s room was
behind the bed, so he couldn't reach it. All of this meant we were concerned
about whether someone would be able to attend to Dad quickly if he

needed help.

Dad had been admitted having expressed suicidal thoughts. In those
circumstances, my understanding is that they should have been keeping a
very close eye on him. That wasn't the case. | never saw any of the nurses
engaging with him. The RCA Report says that he was on “Level 2
observations”, but | never saw those observations being carried out. When |
asked, nurses seemed unsure about which room he was in. In fact, there
were no numbers or identifiers on the bedroom doors, so I'm not sure how

they would have identified his room even if they had known.

To address the risk of him falling out of bed, staff placed a mattress on the

floor next to the bed, even though he had never fallen out of bed.

The whole ward seemed to run on little or no interaction with patients. |
always saw staff, but they would be sitting in the office having a chat or

sitting on their phones.

My impression was that staff took deliberate steps to keep Dad immobile to
make their job easier. For example, they put him in nappies even though
Dad had no problem with incontinence. On one occasion my mum and
daughter were visiting and Dad was shouting that he needed help with
getting to the toilet. My daughter went to speak to a nurse to get help and
they replied, “nah, it's ok he has a nappy on”. He was taken back to his room,
where he started trying to pull his nappy to one side and have a wee - a

nurse tried to catch it in a cup.

Another example is the walking aids that were made available to Dad. He
was used to walking with a three-wheeled walker. When he was admitted
they wouldn't let Mum take it in because they said it would get lost, so he

just had his walking stick. On the Thursday, two days after his admission, we
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20.

had a meeting with two nurses and a physiotherapist. They said Dad had
been assessed and they were replacing his walking stick with a walking
frame. The frame didn’t have any wheels and Dad was not comfortable using
it. When he was sitting in the day room it was taken away from him and put
at the side of the room, so he couldn’t get up and move around even if he
wanted to. | also understand that they used a hoist to move him from his
bed to a chair in the day room, where he would be left all day. There was no

account taken for his preference of where to be. It was beyond demeaning.

I think the ward environment and the systems put in place had an extremely
detrimental impact on Dad. When mum visited for the first time on the day
after his admission, he was dressed and packed and begged her to take him
home. He said they were not doing anything for him. Mum thought they

were going to help him.

Care and treatment

Care management and plans

21.

22.

The fact that we were free to visit the ward whenever we liked led me to
believe that Dad wasn't receiving any rehabilitation or therapeutic care. He

never had any commitments that we had to plan our visits around.

| am not aware of any care plan that was put in place for Dad. The only formal
meeting we had with staff was the one with the physiotherapist that | have
described above. The extent of the plan shared at that meeting was that Dad
would be provided with the walking frame and should be supervised by
someone when using it (we now know that didn't happen). As a family we
were not consulted or engaged with. When we tried to raise concerns they
were brushed off. For example, we raised a concern about the mattress
being on the floor next to his bed because we felt it would cause problems
whenever he got out of bed and would make it more likely that he would fall
given his age, mobility and the fact that he was likely to forget it was there.
We also raised concerns about dad’s consumption of food and drink, which
I will discuss further below. Staff were dismissive of these concerns and one

nurse even suggested to us that Dad didn't actually have dementia.



23.

| assume that Dad was included in discussions around his care, but he
wouldn't have remembered them. Any assessment was just done with him,
we weren't included. | feel we should have been involved because we were
the ones that really knew Dad. Most of the information about Dad’s care and
treatment | learned about from the subsequent complaint we made and the
RCA Report.

General

24.

25.

26.

Safety

| don't think the care provided to Dad was adequate. His basic needs on the
ward were not addressed. For example, he used a hearing aid and dentures.
At some point he lost these and no attempt was made to provide
replacements. | think he was without them for four or five days. During that

time, he wouldn't have been able to hear or eat properly.

There was little regard paid to Dad's nutrition. He had a dairy allergy and
lactose intolerance, so when he was admitted Mum brought various things
in for him (soya desserts, spreads and special biscuits etc) and was told to
put them in a fridge. When | went to collect his things after he died, they
hadn't been touched. The set up for patients to eat and drink was that they
could go to the serving hatch in the day room, but Dad couldn't do that
unassisted because his walking frame was taken away from him. In any
event, as l've explained above, Dad's dementia meant that he often didn't
remember to eat and drink. It didn't seem to me that anyone on the ward
was reminding him or encouraging him to do so. Dad had a pacemaker
fitted. Normally it wasn't visible but after a few days you could see it raised

from his chest because he was malnourished.

As we could see Dad's physical health declining, we asked for him to be seen
by a doctor. The response we got was “it doesn’t work like that”. My
understanding of what staff were saying was that it wasn't possible to just
request a doctor. We were also told that physical health issues were not

dealt with on that ward.



27. 1 now know, from the RCA Report, that when he was admitted, Dad had told
staff he was prone to falls. That wasn't true. He had had one fall at home and
that was on an uneven surface. | also now know that Dad had a number of
falls while he was on the ward, but at the time | was only aware of two. | set
out below what | knew at the time and then what | know now about Dad’s

physical safety on the ward and the impact on him.
28. What | knew at the time:

a. On the Friday (8 May 2015) staff called Mum to tell her that Dad had
had a fall and was in A&E.

b. On Sunday (10 May 2015) | went to visit Dad. It was his birthday the
next day, but | was working and so wouldn't be able to visit. | found
him slumped in a chair in the day room with his walking frame on the
other side of the room. His drink had been knocked over and was all
over the floor, which no one had noticed. He was confused and
incoherent and there was a light brownish fluid coming out of his
nose. When | asked staff about it, they were dismissive and said it was
from some medicine that he had been given. Bruising on his face had

not fully come through but it was clear that he had injured his face.

c. On Monday (11 May 2015) my mum and daughter went to visit Dad. He
looked like he had been mugged. His nose was to one side and was
clearly broken he had two black eyes and bruising all over his face. His
wrist was pink and swollen. Mum and my daughter were really
concerned and suggested to staff that he needed to be seen by a
doctor. That was when they said, “it doesn't work like that”. Another
patient told my daughter that they had seen Dad fall on Saturday
night. Apparently, what had happened was that Dad had been
walking down the corridor with his walker and somehow lost control
of it. He fell and the metal crossbar of the walker had smashed into
his face. The other patient had picked Dad up off the floor and tried
to get him upright. Because it was the weekend, there weren't any
permanent staff working so on Monday, no one knew what had

happened.



29. What | know now, from the Trust’s investigation and the RCA Report:

a. On Wednesday (6 May 2015), the day he was admitted, Dad fell and

was found on the floor of his bedroom at 23:30.

b. On Thursday (7 May 2015) evening Dad fell and was found on the floor
of his bedroom at 21.05.

c. At some point either late on Thursday night (7 May 2015) or early on
Friday morning (8 May 2015) Dad fell. He was found on the floor of his
bedroom at 02:50 and was referred to A&E.

d. On Saturday (9 May 2015) at around 2115, Dad fell and was referred to
A&E, but a paramedic assessed him on the ward and decided he

could stay there, but should have regular neurological observations.

e. On Sunday (10 May 2015), Dad remained slumped in that chair in the
day room all day. When care was handed over to the night staff at
about 9pm, he was found in the chair and was unresponsive when
they tried to rouse him. He was hoisted into a wheelchair and
returned to his bed. Nobody had checked on him or raised any

concerns about why he hadn't moved all day.

30. As can be seen from the above, staff only told us about one of the four falls
that he had. On Monday (11 May 2015}, when Mum and my daughter visited,
Dad was incoherent, shouting and throwing his arms around. It was so

unlike him, but we now know that he had a brain injury.

Transfer to Southend Hospital

31. At some point in the afternoon of 11 May, the decision was made to transfer
Dad to Southend Hospital. The staff on Beech Ward contacted the acute
assessment ward at Southend to arrange his transfer. The RCA Report notes

the following:

“..Agreed plan was to discuss with medical team for possible transfer which

was confirmed. Letter sent to gcute stated:-



32.

33.

e Facial bruising

e ? Broken nose

e 7 left wrist fracture

e Worsening hypomatrameia

o UTI

Recent nose bleed ? secondary to Dabigatran”

My Mum received a phone call saying that Dad was on his way to Southend
and that although he was supposed to go to the Acute Assessment Ward
there was no space for him so he would have to go to A&E. She was also told
that the nurse accompanying Dad was due to go off duty at 7pm, so she
would need to come and sit with him. | thought there was no way she could
do that, especially if he was acting aggressively. My daughter and | went
straight there and found Dad on a bed in a cubicle alone, he was totally out
of it and not acting like himself. We saw the nurse that had been
accompanying him from Beech Ward in the car park as we went into the
hospital. Staff in A&E told us that he shouldn't be in A&E, so they weren't
providing any care for him at all. At about midnight | snapped and said
someone needed to help us. After about thirty minutes a nurse came to sit

with him and we went home.

The next thing we heard was that Dad had been transferred up to the end-
of-life care ward on the sixth floor. We went to visit him there on Tuesday (12
May 2015). The staff there were amazing. They put him in a private room so
we could stay with him the whole time and they made him comfortable. |
couldn't ask for a better team of people to be looking after Dad. You could
see how much they cared in everything they did and you knew he was in

good hands.

34, 0n Wednesday (13 May 2015), the consultant rang us and said that things

weren't looking great. He invited us to sit down and talk. He asked if we

would agree to Dad having a scan, so they could identify everything that was
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35.

going on. We agreed and the scan showed a Bilateral Subdural Haematoma
and bleeding to the brain. The consultant also confirmed that Dad had a
urinary tract infection and that his wrist and nose were broken. Based on his
demeanour and the way he interacted with us, | formed the impression that

he was appalled by dad’s injuries.

Dad passed away at around 6am on Thursday morning. The staff said they
would leave him in his room for as long as we wanted so that everyone could

come and say goodbye.

After Dad died

36.

37.

The Trust did not provide us with any information about raising concerns or
making complaints. About three months after Dad died, someone from the
Alzheimer's Society called Mum to ask if there was anything they could do
to provide help with caring for Dad. Mum explained that he had died and
about some of our concerns around his care. The person from the
Alzheimer's Society recommended that we submit a complaint and
explained how to do it. | took responsibility for that and submitted a

complaint on mine and Mum'’s behalf.

Mum and | met with! [I/S] L and [V/S]

| was provided with a written summary of the concerns we'd raised. | added

some additional detail to the summary and sent it back.

39.

concerns were going to be investigated and they anticipated it would take

approximately thirty working days to complete the investigation.

The investigation was initially assigned toi [I/S]

I[IIS] My understanding is that she, in turn, had asked the Ward Manager
to undertake the investigation. However, it was later explained that because
of the nature of the complaint, the Trust felt that the investigation should be

undertaken by someone more senior who was not attached to the ward. The
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investigation was therefore reassigned to [1/S] (Deputy Director of

Nursing) and [1/S] E(Assista nt Director Quality and Practice).

40.The RCA Report is dated 15 January 2016 and was sent to me alongside a

41.

letter from Andy Brogan (Deputy CEO) dated 29 January 2016. That letter

provided further responses to the specific concerns and questions | had

raised. On 8 February, we attended a meeting Withé [I/S] iand

another person (I can't recall who) to discuss the investigation’s findings.

Reading the RCA Report was horrible. The findings were even worse than
we thought. At the final meeting the Trust recognised that there were
failures, but their response felt blasé; as if they had addressed the problems
and it was all sorted now. They did apologise, but it was too little, too late. |
thought they ought to be appalled by the report’'s findings, but that wasn't

the impression | got.

42. At the meeting, the Trust recognised that there were problems with staffing;

that there weren't enough permanent staff, so people didn’'t know what was
happening on the ward. They said they won't let that happen again, but |

didn’t come out of the meeting feeling confident about what they'd said.

43| raised the point about there not being any numbers or identifiers on the

bedroom doors and the response was “Really? That shouldn't be
happening”. How can you have any systems if you can't even identify the
rooms? In his letter, Andy Brogan accepted that the majority of staff could
not clarify which room dad had been in, but that one thought he was in the

“Swing Room”.

44 The “care and service delivery problems” that the investigation identified

were as follows:

e Poor communication between ward staff and family to discuss

concerns and care and treatment plans.

e Mr T was identified as at risk of falls, and whilst assessed by
physiotherapist, Occupational therapist and medical staff the

detailed falls risk assessment was not undertaken.
M



Care plan mentioned risk of falls, but did not detail care and

treatment and was not reviewed or updated following a fall.

Lying and standing blood pressure requested by medical staff
following first fall, this did not appear to be undertaken, although
regular observations and (Modified early warning score system)

MEWS recordings were.

Physiotherapist on assessment documented in case recording, but

this was not translated into the care plan.

Falls prevention equipment was not offered or used with the patient

to alert staff to independent mobilisation and to support Mr T.

There was a clear physical deterioration with Mr T - this was being
reviewed by medical staff through ward rounds and with oncall [sic]
Doctors, but there was no escalation of the changes and
deterioration for further review and assessment in particular over the

weekend.

Mr T sustained 4 falls whilst on Beech ward - each time these were
reported and Mr T was assessed by medical staff. Mr T was also seen
by the acute hospital and paramedics but it is unclear how he
sustained further bruising to his face, swollen wrist and possible
fracture of the nose. It is questioned by the investigators if Mr T had
a further unwitnessed fall after the 4% documented fall on 9 May
2015.

fncontinence pads used with Mr T, but no explanation given as to

why these were used and no continence assessment undertaken.

Mr T’s teeth and hearing aid went missing. It is unclear if this was
whilst on Beech ward or whether from transfer to acute hospital.
Only documentation in regards to property was on the first day of

admission.
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o Neurological observations were undertaken as per medical advice,
but it is unclear if staff picked up on other signs and symptoms —
aggressive behaviour to escalate concerns in deterioration of

physical condition.

recommendations that had been made in the RCA Report. | thought the
Action Plan was without substance or urgency, and | didn't think it
represented a proper attempt to address the serious findings of the
investigation. In my opinion, there was a severe lack of undertaking to
resolve the identified problems. Despite promises from the Trust, | never

received any updates on the implementation of the plan.

46.There was no emotional support offered to me or my family by the Trust.
When | went to collect Dad'’s belongings, staff didn't know where they were
and didn't express any concern or recognition for what we had gone

through. It was like he was dead and that was all done and dusted.

Reflections and recommendations

47.1 didn't feel that the complaint was taken seriously, and | didn't feel that it
had got us anywhere. For a long time | was filled with anger about what had
happened and |l ended upin a really bad place emotionally. There then came
a point where | had to try and just accept that what had happened had
happened.

48.1 was pleased when | saw that this Inquiry was happening because | felt like
at long last these issues were going to be properly investigated once and for

all.

49.In my view everything about Dad's care and treatment was completely
wrong. It all should have been done differently. However, the main thing |
come back to is why staff kept reiterating that they didn't deal with medical

issues on that ward. | don't understand why someone would be put on a
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ward when they had issues that couldn't or wouldn't be addressed there.

There need to be better assessments of where patients should be admitted.
50. The recommendations for change that | would like to make are as follows:

a. Proper due diligence should be done, looking at each person as an

individual, what their needs are and how they can best be met.

b. Family members should be included in discussions about their family
member's care and treatment. That is particularly important where

someone has dementia.

c. It often seemsthat problems are blamed on a lack of money. If that is
really the case then the Government needs to step in and sort this out

once and for all.

| believe the facts stated in this witness statement are true.

-~ [US]

Date: 15™ July 2025
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