
Please note: I use the word ‘person’ instead of ‘patient’ to describe the people who 
come to the ward to access support for the distress they are experiencing in their lives.  
I use ‘person’ as it should not be forgotten that these are human being like ourselves 
who happen to have gone through often horrific ordeals, e.g. childhood sexual abuse 
and violence, partner violence, relationship break ups, bereavements, and other 
traumatic or very difficult life events. For example, between 70 to 90 per cent of 
people who hear voices do so after a traumatic event (see: http://
www.intervoiceonline.org/about-voices/essential-facts).  So these people are not just 
‘patients’ or the ‘mentally ill’ but they are potentially any of us given certain 
circumstances.  I hope you keep this in mind as you read below and reflect on how 
you, your loved ones or people you know could be treated if they happened to 
experience traumatic events through no fault of one’s own, then require help for 
distress and end up at the psychiatric ward in Lower Hutt.
Note: The writing that is highlighted is my own reflections on what I am hearing 
and it also directs you to relevant information if you want to explore why I have 
come to the conclusions I have.   

02/08/16:
Ward/clinical nurse manager present:
- A psychiatrist said that he wouldn’t tell the person about the plan he had for him as 
this would make it easier for the person to comply with it.  Manager said a person was 
‘using this place as a hotel’.  Manager said that ‘we’ll have a crack at making him 
take them’ – in reference to medication a person did not want to take.  A person 
described as a ‘nuisance’ by a clinical staff member present.  While describing trying 
to give someone a depot drug injection, manager said that ‘we go in now regardless’.  
A person described as ‘certainly socially inept’.  Person described as ‘pleasant’ – seen 
as a sign of wellness.  A psychiatrist said that a person ‘didn’t look like bipolar’ as a 
way of trying to describe person’s diagnosis. Note: Guessing what diagnosis or 
condition someone has is nearly as reliable as looking for it through the DSM. See: 
https://www.madinamerica.com/2017/01/dsm-medical-model-video/ 
08/08/16:
- A psychiatric staff member said that ‘If he’s not taking meds, he can’t…’ Note: This 
is a regular occurrence/conversation at these meetings where there is punishment 
for not taking medication.  A person described as ‘a bit vicious’.  A person described 
as ‘compliant with medication’ – seen as a sign of wellness.  A person described as 
‘pleasant and polite’ – seen as a sign of wellness.  A person described as ‘on verge of 
tears’ – seen as a sign of ‘illness’.   A person’s condition seen as ‘very chronic’ who 
has been on clozapine since 2002.  More meds or a change of meds are seen as the 
only options and no discussion about whether meds may not be working is had.  A 
person refused meds – seen as sign of illness.  Psychiatrist described an incident of 
how a person said to him that he didn’t feel listened to as the psychiatrist sat 
crosslegged and with his arms folded.  The psychiatrist described this statement as 
another sign of the person’s paranoia and he described him as ‘completely delusional 
and paranoid’. Note: often people are described as ‘lacking insight’ as a sign that 
they are more unwell but psychiatrists don’t seem to think they lack any ‘insight’. 



People on ward describe sarcastically at end of meeting, ‘that’s the happy family’ – 
this happens at almost every meeting I have been at it.
15/08/16:
- There was a complaint from a person’s mother about a medication error.  The 
psychiatrist said that to discharge this person as soon as possible as her and her family 
are ‘a nightmare’.  A 16 year old boy was restraint and held in seclusion for the day.  
They were looking at options of keeping him there and secluding him from the main 
area of the ward.  A person described as ‘odd’ and ‘bizzare’.  Psychiatrist described 
how he felt community services were failing someone who ‘we put a lot of work into’ 
and asked the question, ‘Can we complain?’ about services.  A person flashed himself 
at one of the staff member so it was felt ‘he needed to go’.  A person was described as 
‘he stinks’.  A plan was developed to revoke his leave if he didn’t take a shower.  
Conversations with him described as ‘whatever rubbish he wants to talk about’.  The 
staff were trying to find ways to get him out as they were concerned they would 
‘never get him out’.  Community services again described as ‘obviously not doing 
their job properly’.  A person described as ‘easily manageable’ – seen as a sign of 
wellness.  People on ward described sarcastically as the ‘happy lot’ at end of meeting.
Late August 2016:
 - Psychiatrist mockingly describes someone who had drawn a picture of the images 
she sees as looking like ‘angry Pokemon’.  Note: The person also showed me these 
drawings of the images she tends to see and they looked like scary images to have to 
deal with.  This woman then ended up being given medication by this psychiatrist 
which seemed to be a medication error by him (she was prescribed a medication on 
top of her current medication and there are clear medical guidelines about not 
combining these two medications). It almost killed her and left her with severe 
seizures and housebound for a few months being supported by her elderly parents.  
27/09/16:
- Psychiatrist described person as ‘stroppy’ and a ‘fucking bastard’.  Another person 
did not see themselves as ‘sick’ as the psychiatrist saw him and the person said that 
‘I’d like to leave’.  This was seen as further evidence of their ‘illness’.  Another 
patient was described as ‘compliant’ and this was seen of signs of wellness. The ward 
manager, described a person who had made some progress ‘as good as he’ll get’ and 
that services haven’t seen the ‘real him’.
12/10/16:
- A psychiatrist said that a person shouldn’t be asked about his mental health as it 
makes him more suicidal. I visited the person on the ward after this meeting.  He said 
that he has been told he can’t complain about his double vision problems to staff 
members but this was causing him concerns.  A psychiatrist said that a person should 
be given ECT for maintenance and this person’s family have agreed. He said that 
after she had ECT she would see the benefits and comply. Note: this woman who was 
given involuntary ECT is someone who questioned the medical approach to treating 
distress and who had made direct complaints to a pharmaceutical company about a 
drug she was prescribed.  It seems, to me, that ECT is a useful option for making 
this woman docile and compliant rather than listening to the complaints she had 
while on the ward. 



20/10/16:
- Two people given ECT.  Another person who was given ECT had her first seizure 
ever a week after having it.  No one questioned whether her seizure could be as a 
result of ECT.  The woman almost factured her cheekbone when she had seizure and 
fell. Epilum was an option that the psychiatrists were looking to prescribe to treat the 
seizure but a GP registrar said that neurologists did not recommend this.  This 
registrar was one of the more sceptical and evidence based registrars that I met but 
he did not last long on the ward. Zopiclone as a popular drug for psychiatrist 
prescribing in this meeting.  Olanzapine depot injection (Pharmac: $280 to $560 per 
(usually fortnightly) injection, see: https://www.pharmac.govt.nz/Schedule?
osq=olanzapine) was also a popular option.  A person was attending a funeral.  
Psychiatrists have made sure he has lots of PRN (take as necessary) medication to 
stop any strong emotions.  
09/11/16:
- Person who has been given ECT three weeks before reported as ‘unsettled’ – sign of 
‘illness’.  A psychiatrist openly talks about deceiving a patient by not giving her all 
the information to make her comply with his recommendations.  A psychiatrist says 
that another person is to be told that he must take his lithium or he won’t be 
discharged.  Another person due to be given ECT after a CT scan. 
Late November 2016:
- More people given ECT.  People now being put on risperidone depot injections.  
This may have something to do with risperidone depot injection leaflets developed 
by pharmaceutical company, Janssen-Cilag, being put up on noticeboards around 
the ward.  The ward must have had a pharmaceutical rep visit recently.  ‘Adult 
ADHD’ leaflets developed by pharmaceutical company, Novartis, also up on 
noticeboard.   
Date not recorded but I believe it was 6th January 2017:
- Person described as ‘less demanding’- seen as sign of wellness; person ‘less irritable 
and disruptive’ – seen as sign of wellness.  A person refused to take their medication 
so a psychiatrist ordered a depot injection for that person.  A person described as 
‘settled’ and he/she ‘took medication’ - seen as sign of wellness. 
27/01/17:
- Psychiatrist mockingly described a heavily drugged person as incompetent saying 
‘he doesn’t have the frontal lobes’.  (This psychiatrist may or may not be aware that 
the neuroleptic medication he prescribes is probably causing actual damage to the 
person’s front lobes, see: https://www.madinamerica.com/2014/06/frontal-brain-
volume-reduction-due-to-antipsychotics/ and https://www.madinamerica.com/
2013/06/antipsychotics-and-brain-shrinkage-an-update/ )Clinical nurse manager 
frustrated at this meeting, taking off his glasses asking are we doing ‘what is good for 
the patient’?  And do we have ‘coherent plans’?  Psychiatrist recommended depot 
injection and discharge- this was a reoccurring theme at ward meetings.
10/02/17:
One of the staff members said that they would need to keep somebody on a 
Community Treatment Order to keep him on an injection to ‘keep a hold of him’.  



Woman who came in with delirium due to pneumonia spoken about.  Staff confused 
about what she has with the psychiatric registrar saying he never saw this type of 
‘illness’ before and he was asking ‘what ‘it’ is?’  A person was described as 
‘compliant’ and it was noted that he was on ‘huge amount’ of meds. This was seen as 
OK as he was judged to have ‘chronic psychosis’.  Note: it seems to be that if a 
person is not responding well to medication it is changed or increased and if that 
doesn’t work their condition is seen as chronic rather than a reflection on the meds 
not working and there are no examinations into whether the meds made the person 
worse.  There was a talk about medicinal cannabis use and its benefits.  The ward 
pharmacist joked how of the people in the USA on it 90% were ‘young men’ who had 
it prescribed for ‘chronic pain’ – this got a good laugh. Note: This is far from true 
(see: http://www.medicaldaily.com/parents-medical-marijuana-card-374925) which 
makes me question other information about medication he talks about and where 
he gets it from.  The psychiatrist describes how a mother asked if she could record a 
meeting with him and her adult child who was the ward.  He then describes this 
mother as ‘crazy’ for this request. 
13/02/17:
Psychiatrist describes a mother of a person on the ward as ‘not the brightest in the 
bunch’.   
17/02/17:
Woman who was sent to psychiatric ward because she was delirious due to pneumonia 
has been two weeks on ward now.  Note: This is an example of how easy it can be to 
end up on the ward and then stay there because of lack of evidence based and 
compassionate/understanding treatment by staff.  
10/03/17:
Staff member describes how he ‘had to strong arm’ a person to force him to have a 
depot injection
17/03/17:
Lawyer present at ward meeting.  At start of meeting she talks about the legal issues 
with the psychiatrist.  This psychiatrist mocks the person saying he has ‘300’000 court 
hearings’.  The associate clinical nurse manager (ACNM) says this person is ‘crazy’.  
Another psychiatrist talking about having ongoing x-rays for somebody else saying 
‘ideally we should but we can’t’. ACNM talks about another person saying her ‘mum 
is a problem.  We should probably put section 8A on the mother’.  Psychiatrist – 
‘Mum is clearly not bright…I wasted my whole day yesterday (in reference to talking 
to them)…grandmother is also crazy…they (the family) are all crazy, the 
grandmother, mother, sister.’  Psychiatrist talking about another person who they are 
looking to transfer to TWOM (Wellington psychiatric ward): ‘he is a narcissistic, low 
functioning, angry man’.  ACNM talking about a person: ‘she thinks olanzapine and 
(another drug, I think I heard augmentin) are the same thing’.  Psychiatrist replies 
‘good…provided she keeps on taking both…’ ACNM – ‘she is as crazy as’…all staff 
laughing about her ‘delusions’.  ACNM talking about another person who he 
describes as ‘so crazy’, refers to him making phone calls to his accountant and lawyer 
that were ‘totally out of the radar’.  Psychiatrist replies, ‘Good’. The two psychiatrists 
also mock the private psychiatrists’ drug treatment of this person.  ACNM – about 



another person, ‘he refused his medication…’ then he said that he said to him ‘don’t 
worry, I’ve got a jab [jab equals needle depot injection] for you’.  Other psychiatrist 
advises ACNM to ‘jab him’ Wednesday…then psychiatrist puts this person on ‘court 
list’, i.e. for sectioning.  First psychiatrist describes a person who was dancing in the 
court yard as ‘a childish young lady’.  ACNM and this psychiatrist talking about a 
person going on leave and psychiatrist says ‘don’t ask him (what this person 
wants),see what happens’  All staff laughing as psychiatrist describes being disturbed 
by phone calls which he feels should have went to registrar. ACNM describing a 
person who ‘doesn’t believe he should be here [who is] on meds’. Psychiatrist asks ‘is 
he taking them?’ ACNM says ‘yes’.  Psychiatrist replies ‘That’s good’.  ACNM 
describes how another person is being seen by an addiction service on the ward, other 
psychiatrist jokes that ‘they should take him with them.’  ACNM describes how he is 
complaining about the food and that he isn’t getting what he ordered.  ACNM says 
‘look man, it’s a hospital.’ This psychiatrist says ‘he needs to go somewhere else’ and 
jokes that ‘he needs more upmarket accommodation.’  The lawyer jokes that she 
‘heard that there’s a room at your place’ back to him.  Psychiatrist says to get him off 
the ward it would be easier ‘if he was informal’.  Another staff member says that ‘he 
is not informal’.  Psychiatrist says that ‘he will be in two minutes’ then signs a form to 
do so. Another person talked about: a psychiatric nurse, says that the ‘police don’t do 
anything’ when she calls them. Note: there seems to be a culture of laying blame on 
outside service for their perceived incompetency. Lawyer said that if we can ‘get rid 
of’, i.e. discharge, a person that ‘would really help our court list which is already 
huge.’ 
07/04/17:
Woman who went to hospital with pneumonia (see above) and who was delirious 
because of this ended up at the psychiatric ward. She has spent over 6 weeks on the 
ward and she is bouncing back and forth from short periods of leave then coming 
back to the ward.  She is spoken about in this meeting.  A woman had ECT yesterday.  
She didn’t want anymore.  Psychiatrist says that ‘this doesn’t matter’ as he has got a 
second opinion about this.  Note: From my time at these meeting this second opinion 
is usually from another psychiatrist who is often at the ward meetings and seems to 
have a good relationship with the two regular psychiatrists.  A person who came 
back to the ward after a fishing trip with a support group is discussed. ACNM says 
that he smells of fish. Psychiatrist mockingly says that after a few days most people 
on the ward smell like fish.  The woman who initially had pneumonia back on the 
ward for a few days for a review as she has now gone from being ‘manic’ to being 
‘depressed’. ACNM states that a person’s condition ‘looks more like a medical case 
than a psychiatric case.’  Note: nobody seems to notice or pay attention to this 
obvious contradiction.  If psychiatric cases are distinct from medical cases then 
does psychiatry still belong to the field of medicine or is it just a special 
pseudo-‘medical’ discipline? 
10/04/17: 
A person who was given a session of involuntary ECT in October and November now 
back on the ward.  She is described as ‘irritable’.  She is setting off alarms and telling 
other people about their medication.  A person who is due to have ECT is described as 



feeling anxious about it.  This is the same person where her lack of consent to ECT 
was described by psychiatrist as ‘it doesn’t matter’ as he has already got another 
psychiatrist’s second opinion.
17/04/17 (I think, date not recorded):
A person described as ‘agitated’ ‘irritable’ and abusive to staff. She was described as 
‘throwing her toys out of cot’. A lawyer by the name of John Miller was mentioned by 
the ward lawyer and the psychiatrist.  They said that they did not like his approach as 
he asked many questions and was forthright in his approach.  They joked about ways 
to make the job of the lawyers representing people on the ward more difficult.  
19/04/17:
No psychiatrists present…much less derogatory and less demeaning language used.  
ACNM, said there is a social worker, who is a sister of a person on the ward ‘asking 
lots of question’.  ‘I said to the nurse if she is asking about treatment plans and this, 
that and the other she needs to ring the doctor and make an appointment.’  ACNM 
speaking about another person ‘I don’t know what he is doing here but he is fine.’  A 
person who changed his mind about where he was going to when he had night leave 
and then had an appointment on the ward at 10am the next day came to the ward at 
745am so he could have breakfast was described as ‘playing the game’ by a 
psychiatric nurse and also ACNM said his behaviour ‘is not on’.   A female’s dress 
sense was described as ‘very bad’, ‘provactive’ and ‘without modesty’
21/04/17:
Psychiatrist talks about certain behaviours are diagnosed as ‘PTSD’ in New Zealand 
but these behaviours are given a different diagnosis anywhere else in the world.  Note: 
This undermines the biological validity and reliability of this diagnosis as it seems 
to be different depending on culture.  This psychiatrist or anybody else does not 
seem phased or concerned by this. ACNM describes how a person has been stealing 
stuff so she has been put in seclusion.  Psychiatrist says she needs to go to TWOM.  
ACNM says ‘family came in protesting, saying ‘oh please don’t send her to TWOM’.  
Psychiatrist adamant that she still needs to go there.  Psychiatrist speaks about how 
‘unfortunately’ someone ‘is under the act’ so they can’t discharge him for suspected 
drug dealing.  ACNM says a young man (same young man as described below with 
other ACNM) acting aggressively and slamming doors.  ACNM describes him as 
‘very self entitled’ as he is asking consistently if he can have some leave and go out 
and be discharged.  Psychiatrist says about another person: ‘she is informal because 
I’m lazy but she doesn’t know the difference’ so this is seen as OK by psychiatrist.  
Psychiatrist describes a man on ward ‘as worse than a teenager’.  Staff, including 
lawyer and psychiatrist, then have a good laugh mocking this man who is making 
phone calls on ward.  ACNM describes how two people have not had any sleep.  This 
seems to be seen as OK as long as the person is compliant and not causing any 
difficulty for staff on the ward.   ACNM speaks about a person who is expressing 
suicidal ideas.  Psychiatrist says that there are plenty of beds and ‘he can stay here 
forever, I don’t care.’  Psychiatrist then starts speaking about a person he gave 
overnight leave to.  The lawyer says that there was a body found in Wellington 
harbour this morning suggesting it could be this man. All staff have a laugh at this.  
Staff member jokes ‘I hope that is not one of ours’.  This gets a good laugh from 



another staff member.  Another staff member describes a person as the ‘Castaway 
guy’.   Psychiatrist jokes as I leave about how much the human body can tolerate and 
jokes about Jesus spending 40 days in the desert without food/drink.  
24/04/17:
ACNM describes a young man’s behaviour as ‘whatever I ask him he has ten answers 
for me?’  He then said that he asked him ‘you are either stupid, you are silly or you 
are sick?’ ‘Which one is it?’ Some chuckles by staff at this. ACNM says that this 
young man responded ‘you know you speak from the voice of authority’.  ACNM said 
that he replied ‘Yeah, that’s what I’m doing so you tell me, you are either sick, stupid 
or ill?’  Man responded, ‘well, you know…’ which frustrated ACNM. ACNM said he 
replied, ‘alright, what can I do?’  Young man replied, ‘I want my food and my music’. 
ACNM replied, ‘You can’t have that’.  Young man replied, ‘I want to be discharged.’  
‘No I can’t do that’, ACNM says.   ACNM describes the TRM (seclusion area) where 
this young man has mainly been put as ‘cold’ and ‘mentally, as a place where you 
would go crazy’.  ACNM describes a person who he says is ‘mentally unwell’ 
‘playing his illness really well’   ACNM describes how a person was admitted and 
how he text his sister to say he was going to hang himself, one of the psychiatrists 
jokingly added ‘and improve the quality of the human beings’ which got laughs from 
most staff around the table.  This psychiatrist added further ‘jokes’ about how it is too 
late for partying in the South Island where this person had been which got a few more 
laughs.  ACNM ends sarcastically with ‘and that’s the happy lot.’ Psychiatrists joke 
about how the last person mentioned is a Russian spy and everyone has a good laugh 
about this including the lawyer at the table. 
26/04/17:
ACNM again mentions how cold the seclusion area (TRM) is. There is a suggestion 
of underfloor heating by ACNM so people could sleep better. The lawyer suggests that 
if it’s not built in it can’t be done and that people have their own thermostats in their 
rooms. The ACNM said these are broken.  The lawyer said ‘well then they need to put 
a job in for that’ but there wasn’t any more talk about this or getting this fixed.   A 
young girl’s behaviour described as unusual.  Psychiatrist’s solution: switching 
neuroleptic meds rather than seeing what is going on for her.   A person who had 
resisted ECT eventually gave into it.  This is seen as a successful outcome as she is 
more compliant now (Note: it seems to me that if the staff break the person’s 
resistance to drug or ECT treatment and the person becomes more docile and 
compliant this is a successful outcome) but she is still refusing her medication so the 
team discussed plans to make sure the family or someone else control her meds.  This 
woman was given involuntary ECT and the clinical team are now planning to make 
sure others, not her, control her meds and reinforce the need for medication 
compliance to this woman’s family.  Weekly ECT still recommended by the 
psychiatrist. Note: She has already had her rights taken away and she has been 
forced into compliance and now probably has brain damage due to ECT. (See: 
http://www.ectresources.org/)  Another person’s parents were in and had complaints 
about the ward.  Seen as having been ‘abusive’ towards staff.  Psychiatrist encourages 
the psychiatric nurse to tell somebody to ‘make sure she is using the quetiapine’ to 
make sure she is sleeping.  Note: Quetiapine is a strong neuroleptic that carries 



serious risks and is not designed for insomnia but rather for extreme distress (see here 
for top 100 reported side effects of this drug with insomnia being number two: https://
rxisk.org/top_100_reactions/quetiapine/)  A person reports that the medication she is 
taking, venalflaxine, isn’t working, ACNM says that he is not so sure. Note: This drug 
being ineffective is the second most common reported reaction to this drug, see 
here: https://rxisk.org/top_100_reactions/venlafaxine/) 
01/05/17:
Lawyer reminding psychiatrist that a person is due to be put on a section 13 today.  
Psychiatrist critical of Wairarapa mental health services.  Person admitted on ward 
who was diagnosed with ‘oppositional deviant disorder’ and who has ‘intellectual 
impairment’  and ‘had taken two overdoses over the weekend’ described as ‘sullen’, 
‘sulky’, ‘irritable’.  Psychiatrist already asking about a place for her to go back to.  
They do not seem to want her on the ward.  A staff member mentions that a person 
thinks that they will be on ward for two weeks longer than they think and then laughs 
about this. ‘No signs of irritability’ – seen as sign of wellness.  Enquiry into a person 
being pregnant.  Reaction from staff members: ‘oh Jesus’ and laughter. Psychiatrist 
describes how housing services ‘don’t want her (a woman on ward) around as she is a 
troublemaker, for sure.’ ACNM critical of community services describing them as 
‘fluffing about’ with a person now on the ward.  Note: Criticism of external 
community services is a common theme on the ward while there doesn’t seem to be 
any critical self reflection.  ACNM speaks about how he wants to transfer someone 
back to TWOM because of criminal record and aggressiveness.  Psychiatrist says 
‘send him back’.  Note: This appears to be a reoccurring theme for psychiatrist as 
any people he perceives as difficult he either wants off the ward or sent back to 
another area. Person who came in ‘dishevelled’ and who ‘stank’ mocked by all staff 
as they have a good laugh about it. ACNM describing how they washed him saying 
that when the person asked what the shampoo was, ACNM mockingly replied ‘that’s 
the smell of a nice smell’- this got lots of laughs while saying he was ‘nasty’.  ACNM 
described how this person also had a rash over his body which got a good laugh as 
well.  ACNM described how he got this person to take his medication saying  ‘I’m 
going to bribe this guy…usually we  don’t do that but I thought in this case, if I get 
him a cigarette…I might be able to get him in the shower…’.  Then he jokes about the 
man being confused, more laughs by staff.  Another person mocked because of his 
talking about his Christian beliefs and trying to talk to other people about them.  
Young man, the same young man as before, described as ‘still keeps requesting leave, 
argues about clozapine’ ‘reluctantly taking meds’.  Psychiatrist says that he is going to 
switch this young man’s medication ‘between olanzapine and risperidone’.  Note: This 
change, increase or switching off medication seems to be a decision taken by 
psychiatrists without any consultation with the person.  ACNM describes a story 
about going out on day leave shopping with this young man. The young man seems to 
an indecisive shopper and how he had to wait on him for a while. ACNM describes 
how he got angry at him– the story gets lots of laughs. The young man buys ACNM a 
coffee after ACNM says that he doesn’t want a coffee – ACNM describes ‘how he 
lashes out at him’ and then he cancels his leave going against what the consultant has 
granted. The young man also asks about new medication he was given – ACNM 



seems to be surprised that he asked – again it does not seem to be expected or usual 
that people ask what their medication is and if they do it seems to be interpreted as 
suspicion and thus a sign of ‘illness’.  Psychiatrist says how ‘we can’t discharge him’ 
and describes him as ‘a real pain’ because the medication he has prescribed him isn’t 
working as effectively as he thought it would.  This is also a recurring theme, i.e. if 
the person improves the medication or treatment, e.g. ECT, is seen as wonderful while 
if the person doesn’t improve or gets worse after taking medication or having 
treatment the person is seen as difficult or a pain.  A staff member mentions that a man 
prefers to be called another name –this get lots of laugh by staff.  ACNM mocks this 
man who has told ACNM he is ‘currently pursuing his Masters in spirituality’ and his 
new partner is doing a phD.  ACNM mockingly says that he replied to him saying, 
‘Cool yeah congratulations’ – lots of laughs after.  ACNM describes how a person told 
him he didn’t want to take his medication as his son, a doctor, said that he didn’t need 
it.  The person threw the medication out the window when it was handed to him.  
ACNM told him to tell him if he didn’t want to take certain medication and not waste 
it by throwing it out the window. This was after encouraging him to take the 
medication and handing it to him.  ‘I was firm with him’, he says. The man then 
apologised but ACNM said to him ‘it’s too late’.  This got lots of laughs.  Psychiatrist 
says he will increase his lithium dosage.  Psychiatrist then talks about another person 
who is due ECT the next day.  He arranges with the psychiatric nurse a plan so she 
doesn’t eat in the morning before ECT.  This gets a good laugh from the psychiatric 
nurse. A few months ago, this lady tried to get out of ECT by making sure she ate in 
the morning as they couldn’t perform ECT if she had ate beforehand.  She was 
eventually given ECT involuntary numerous times. 
02/05/17:
On my way out I also passed a psychiatrist, his registrar and a nurse going to a room 
with a person on the ward.  On the way into the room the person asked ‘what are we 
meeting for?’.  The psychiatrist shouted angrily at her while staring at her that ‘we are 
going to talk about your meds!’ 
A young Maori or Pacific woman who looked terrified was waiting at the exit door of 
the psychiatric ward pleading with the receptionist through eye contact to let her out.  
Three male staff members asked the woman to go back to the main ward area.  She 
said no. She was asked to go back or she would be forced to go back.  She asked them 
not to touch her and said that they were evil.  She was then forcibly restraint and 
forced to walk back to the main area of the ward with one man bending one arm 
behind her back and the other staff member bending the other arm while a third was 
ready to lift up her legs to carry her if necessary.  A person on the ward told me that 
this woman had come in yesterday and was held down by four male staff members 
and given an injection of psychiatric medication against her will.  
03/05/17:
Manager of ward, present:
- One of the ACNMs described a woman who had displayed some distressed 
behaviour as ‘feral’.  A psychiatrist said that he’ll make a deal with a person on the 
ward.  He said that he would tell the person he would take him off the Community 
Treatment Order if he would take his depot injection.  ACNM said that people on the 



ward were advising a pregnant woman about her psychiatric medication and advising 
her not to take them.  This was laughed off by the staff members.  A psychiatrist was 
increasing medication to make a person sleep at night and was surprised the high dose 
he prescribed wasn’t working.  Many of the drugs prescribed can actually cause 
insomnia rather than help reduce it (‘Insomnia’ is quite high up on list of reported 
side effects for most drugs at www.rxisk.org)  Two men came in after relationship 
break ups.  There was no talk about this but just about making sure they were 
medication compliant.
08/05/17:
Manager, present:
- A person’s diagnosis recommended by psychiatrist to be changed from ‘paranoid 
schizophrenia’ to ‘borderline personality disorder’ because they think he may be 
lying.  Note: It does not seem to take any extensive examination or investigation to 
change diagnoses.  This would be like changing a lung cancer diagnosis to a throat 
cancer diagnosis on a whim and without any major examination.  This suggests 
that the validity and reliability of psychiatric diagnoses are very dubious. 
Psychiatrist critical of external mental health teams outside of ward. ACNM describes 
how a person refused oral medication and then how the staff had to put pressure on 
him to take and said to him ‘look, there is no messing around, we are going to give 
you an injection’ so he then took his meds but he is described as ‘still continuing to 
push the boundaries’. ACNM describes another person as ‘worse than ever’. This 
person has been on the ward for some time now.  A person on leave from the ward 
was complaining about having a ‘black tongue’.  This was laughed off by staff 
members and the ward manager joked about a movie he had previously seen that this 
reminded him of.  A person was described exasperatedly as ‘worse’ – lots of laughs 
after this.  A person who was on the ward and was informal was rang by one of the 
associate clinical nurse managers.  ACNM said that this person was annoyed as he felt 
his community psychiatric nurse has cost him two jobs. Even though this person had 
been informal on the ward, ACNM told him that he was ‘technically still a client’.  
ACNM describes how this person ‘threw his toys out of his cot’ and the person hung 
up. ACNM rang him back.  The person asked him to stop hassling him or he would 
ring the police. He then threatened to cause damage to staff at the ward if they didn’t 
leave him alone. The police then visited this person to look for him and ACNM 
decided to put him under the mental health act, section 8.  Note: the mental health 
teams do not seem to realise how frustrating it can be for people to be constantly 
hassled and have their lives invaded by the mental health services when people just 
want to be left alone.
09/05/17:
- I met a person on the ward who says that she came here after experiencing distress 
in a relationship where she was beaten and dragged around.  She now describes how 
she has been beaten by and dragged around by male nurses at TWA then thrown into a 
cold room.  The OT asked if she had reported it to anyone.  The woman left the room 
shortly after.  I’m not sure if this was followed up on. 
10/05/17:
Ward/clinical nurse manager, present towards end of meeting:



ACNM describes how a person refused clozapine and then says ‘he’s going to be 
difficult’.  Note: If a person takes their meds and is compliant staff see this person 
as well and if they refuse their meds or are very sceptical about the meds they are 
seen as unwell. This seems to be the standard way of looking at people on the ward. 
If a person makes the staff’s job a bit trickier or they need to spend more time with 
a person to explain things to them these people are seen as nuisances.  Psychiatrist 
asks ‘if she (a person) is on 29-3A, if she admits to stay on a voluntary basis or if she 
changes her mind and becomes involuntary, do we change it again or after?’ The 
lawyer asks, ‘Does she needs to be?’ Psychiatrist answers ‘yes’.  Lawyer tells him 
‘then you need to do a 29-3B, a voluntary patient is not sufficient if you are going to 
flip her as soon as she tries to get leave anyway.’  Psychiatrist says ‘if she tries we can 
change it now’. Lawyer says ‘that’s just manipulating the situation isn’t it?’ 
Psychiatrist jokes ‘I’m a lazy man’ – gets lots of laughs.  Lawyer jokes lightly with 
psychiatrist, ‘Yeah I understand that, no worries, but it’s almost inevitable she is going 
to try to leave…’ Conversation goes on.  Psychiatrist half jokingly says ‘we know 
what’s right (for this woman) I’m just trying to spread the blame to everyone who is 
around’.  Psychiatrist talks more seriously, ‘I don’t think that there are brilliant 
solutions, there is just spreading the blame, that’s my defensive mechanism’.  Ward 
manager shares jokes with psychiatrist about behaviour of couple of people.  No 
concerns raised about psychiatrist’s remarks or behaviour. 
Back at service:
A woman today told me that she was raped by 4 male people who were on the ward 
while she was there.  She said that staff were aware of it but they treated her as if she 
was making this up and like she was ‘delusional’.   Note: This woman says that 
people don’t believe her as her story sounds unusual but with what I have heard 
and witnessed above I would not be shocked if this was the case.  
16/05/17: 
I was at a community ward meeting. One of the people on the ward told me that there 
were no toilets available to anyone as a woman had defecated and made a mess in 
some of the toilets and other toilets were still broken.  She said that there was no place 
for people to go to the toilet.  I also spoke with another man who had been on the 
ward. He explained to me how he and other men urinated in the showers as there were 
no toilets available. Note: it strikes me as amazing that broken toilets are not fixed 
as soon as possible.  If costs are cited as a reason for this this seems ridiculous as 
the costs of fixing the toilets would be far less compared to the costs of changing to 
medication that shows no evidence for effectiveness.  Fixing the toilets would also 
lead to less stress and a more pleasant environment and probably less need for 
costly and dangerous medications.
19/05/17:
Two psychiatrists joke about one of them creating a diagnosis ‘incopia’ – inability to 
cope.  They both have a laugh at this.  Note: to be fair, when the psychiatrist who is 
full-time at TWA is present at the meetings the language he uses and the sensitivity 
he brings to the meetings change the atmosphere.  He seems like a genuinely 
compassionate guy who is in a field and environment that is corrupt.  Also the other 
psychiatrist does not seem to know that the scientific reliability and validity of many 



psychiatric diagnoses is about the same as randomly created diagnoses.  See: 
https://www.madinamerica.com/2013/02/rejuvenating-abolitionism-of-psychiatric-
labels-even-some-establishment-psychiatrists-embarrassed-by-new-dsm-5/ ACNM 
talks about a person being discharged and put on train.  Psychiatrist jokes asking ‘did 
she have time to get out the other side?’ Note: This is the person who defecated and 
messed up the toilets.  It seems like they were desperate to get her to leave rather 
than try to help or understand her. ACNM says that the physical health hospital staff 
may be making a complaint about psychiatric staff not following proper safety 
procedures prior to ECT.  This is laughed off by the psychiatrists.  One psychiatrist 
describes two women as ‘thick as thieves, those two’.  Psychiatrist describes how a 
person is experiencing ‘delayed grief’ which is seen as problematic. This is the same 
person who was given PRN (medication to take when necessary) to cope with any 
strong emotions when he attended a funeral (see: 20/10/16). This approach seems to 
have produced delayed grief.  Psychiatrist says how the medication, ‘Lorazepam is 
chartered’, i.e. authorised for a nurse to give him when necessary, for this person but 
the person doesn’t know this.  This is not seen as a problem or worth informing the 
person of.  Psychiatrist talks about how a person is ‘pissed off’ because the 
community mental health team have ‘tricked him’.  Note: Psychiatrist does not seem 
to notice how this could ‘piss’ people off when he does this and yet blames other 
services when they do it and the person reacts.
22/05/17:
ACNM describes how a person ‘has been taking his medication reluctantly with 
persuasion’ Note: it is hard to know what this ‘persuasion’ involves.  Woman who 
initially came in with pneumonia (see note 10/02/17) back on ward, described as 
‘tearful, labile, irritable, angry’.  This person has same name as a person the staff have 
found difficult. The lawyer says ‘did you say (first name of a person)?’  ACNM 
answers ‘a different (first name of a person)’. The lawyer says ‘Jeepers’ with relief 
and the psychiatrist, jokes, ‘Not the other (first name of a person), please’.  ACNM 
says how the plastic surgery doctors ‘are very angry with us’ because they haven’t 
been maintaining six hourly checks on a person.  ACNM reports how a person ‘wants 
something better than quetiapine’.  ACNM retorts back ‘the hangar coat (I think, not 
very audible), is much better than quetiapine’ and bangs (I believe he is implying how 
a hangar coat can be used to kill oneself). His remark gets a few sniggers.  ACNM 
talks about how a young person is treating TWA ‘like a motel’ because she pressed the 
nurse’s call button and said ‘bring me towels’. The psychiatrist replies, ‘It’s the new 
generation, they’re entitled as hell, you know that, they’re only getting more entitled’. 
Gets lots of laughs.  Note: There are three young student nurses sitting at this ward 
meeting who are on placement. Psychiatrist jokes how a person ‘would be the acid 
test if lifestyle changes can counteract the effects of clozapine’.  He describes this 
person as over 6 foot, spends 3-4 hours in the gym and watches what he eats. The 
registrar comment how he ‘will blow up like a balloon’.  Note: This comment 
indicates that this psychiatrist is well aware of the severe physical health side effects 
of clozapine and seems to indicate how he sees the prescription of clozapine to this 
person as a type of fun and interesting experiment. ACNM says that a person is 
better ‘in the sense that he is taking his medication’. Note: it seems as long as 



someone is taking their medication then that is the main thing.  A person who is 
taking her medication and who ACNM says ‘likes taking her meds’ is now ‘going 
around healing other people and taking their devils away’. Again the fact that the 
medication does not seem to be improving her situation or behaviour is not raised as a 
concern. ACNM remember this woman when she first had contact with TWA and how 
‘you probably forgot what she looked like, she used to be very slim, very calm, very 
cooperative…now she looks like Mongrel mob’. There is no talk about whether the 
treatment they gave her may be causing these changes.  Thankfully, www.rxisk.org 
has collected feedback from people who have taken these types of medications and 
conscientious doctors who have reported the side effects or ineffectiveness or 
worsening of behaviours due to these drugs. The way this woman is now could be 
very well because of her medication.  Psychiatrist and the ward GP talk about 
medication for somebody else and psychiatrist comments on how this person ‘doesn’t 
know’ that Lorazepam is chartered for him so that the nurses can give him ‘in case 
they have any trouble’ with him.  (Same person as 19/05/17 note on chartered 
Lorazepam). Note: This lack of prior information or transparent management plans 
being given to people seems to be a common practice on the ward as well.  A person 
reports that she is now feeling like hurting others.  This is ‘something new’ according 
to ACNM as previously her feelings and acts of harm were solely towards herself.  
There is no investigation or enquiry into this new behaviour or what is causing it. 
24/05/17:
ACNM describes how a person didn’t have any sleep and it is definitely confirmed 
that she took her medication before she went to bed.  This does not raise any visible or 
spoken concerns for her psychiatrist.  Note: The fact that the sedative medication she 
was put on does not have the desired effect and actually caused sleeplessness is not 
raised as a concern and will not be reported back as a side effect so that people and 
doctors could know more about this medication.  www.rxisk.org again is a valuable 
tool for this type of information and can save people’s lives. 
The last thing I said before I left: It has been good to get an insight into how the 
psychiatric ward and psychiatric professionals work. ‘I would like to say having 
worked in prisons, police cells and with addiction services for the last number of 
years, I find this environment one of the most toxic environments I’ve ever been in.  
Some of the language used here, particularly by the doctors is incredibly demeaning, 
humiliating and derogatory towards people who are going through extreme distress. 
So I’d like to say that before I leave as it has been incredibly toxic in this 
environment. I’ve also brought along the Hippocratic Oath which some people seem 
to have forgotten when it comes to treating people who are going through extremely 
distressful experiences. So that’s me’.  One psychiatrist says that ‘…we should have 
discussed it before today’.  ‘I think it would have created issues with Pathways and 
complaints would have been made. I’m not speaking on behalf of Pathways here, I’m 
speaking on behalf of myself and thank God I never ended up on a psychiatric ward.  
The way you act like you care in front of people, then behind their backs, you bring 
that into your work, it’s just disgraceful. And honest to God we need the Hippocratic 
Oath again as that’s what you are meant to live up to.  You’re not living up to it. And 
then you may say it’s a stressful environment for you but so many people have been 



abused, sexually abused from a young age for years and then you treat them like 
animals so yeah, you can take it onboard.’  Psychiatrist says that ‘I think it’s unfair’.  I 
say ‘I think it’s unfair what’s happening to the people here, you’re meant to be a 
public servant.’  ‘So I’ll leave, all the best to everybody.’  Lawyer suggests a chat with 
the clinical nurse/ward manager after this meeting. I said ‘I’ll chat with the (name of 
ward/clinical nurse manager) before I leave’ (meaning before I leave Pathways).  
Note: I have mentioned the derogatory and demeaning language to my manager at 
Pathways regularly.  She is also aware of it but I believe because of senior 
manager’s emphasis on keeping good relationships with the DHB to both her and 
me this has not been acted on. I told the clinical director of Pathways about the 
language and behaviour by professionals on the ward back in October 2016.  He 
did not seem to pay much notice of this.  I have not felt in a position to talk to the  
ward/clinical nurse manager about this type of language because he participates in 
it and also I have been warned by management within Pathways to keep good 
relationships with the DHB and avoid contacting senior DHB officials to try to 
create change.  This is why I took this opportunity at the final ward meeting to voice 
my concerns directly and openly to staff members working at TWA. Since then, a 
complaint was made to Pathways from the ward manager.  Pathways have told me 
that they will include what I said in any future references and have clearly taken 
the side of TWA in this incident. 
Note: depot injections are quite popular and are well marketed by pharmaceutical 
companies as they are much more profitable.  For example, I found leaflets on the 
psychiatric ward noticeboard advertising the depot injection, Risperidal Consta, to 
the people on the ward. Risperidal Consta costs Pharmac and thus the tax payer $217 
per injection of 50mg.  This could be for two weeks.  The equivalent medication 
prescribed in oral tablet form costs less than $1.  People are also often changed from 
olanzapine oral tablets to injectable olanzapine injections.  This can be a change from 
a cost of approximately $2 per fortnight/$4 per month for oral medication to $280 to 
$460 per fortnight or $560 per month for injectable medication.   People’s medication 
can also be changed from older injectable typical neuroleptic medication, e.g. 
Zuclopenthixol decanoate (cost: $5 per injection) to a newer injectable atypical 
medication, olanzapine (cost: $280 to $560 per injection).  A person who is with the 
community mental health recently told me that this was the change that happened to 
him. There is no reliable evidence that this change produces any better outcomes 
(See: https://www.madinamerica.com/2011/11/%ef%bb%bfoutcomes-in-the-era-of-
atypical-antipsychotics/ ). Also, there is no reliable evidence that depot injections lead 
to any better outcomes for people compared to the same oral medication. There is 
also evidence that depot injection leads to more adverse side effects (See: https://
www.madinamerica.com/2012/06/long-acting-risperidone-consta-increases-costs-not-
outcomes/) This is a gross waste of taxpayer’s money and the only people that are 
profiting are the pharmaceutical industry, psychiatrists and pharmacists who join 
them on the money train. Finally and most importantly, there is also no reliable 
evidence that taking neuroleptic (antipsychotic) medication leads to better outcome 
compared to no medication.  (See: https://www.madinamerica.com/2016/07/the-case-
against-antipsychotics/) 



Note: in around November/December 2016: a psychiatrist was looking at getting a 
person off the ward.  He was looking at giving this person a double depot injection, 
i.e. two times the current amount of his depot injection.  He expressed some concern 
about this as it may affect his lung functioning but it seemed like this was the plan as 
they were eager to get him off the ward. He was later discharged.  In March 2017 this 
man died due to failure of some internal organs (not sure which one, it might have 
been the heart).  The family of this man were very thankful to the ward staff for trying 
to help him little realising how medical services and their treatment may have led to 
his premature death.  I have the details of this man.  
Note: ECT is commonly used on the ward still.  The second ‘independent’ opinion is 
usually given by another psychiatrist who appears at the ward meetings regularly as 
well and is on friendly terms with the two other psychiatrist and the ward manager/
clinical nurse manager. There has never been any mention or concern about the 
second opinion being refused. A person also described to me how she as she was 
strapped down for ECT she was asked to sign the consent form.  This woman also 
described to me how her psychiatrist told her that if she didn’t have ECT voluntary 
she would be forced into it anyway.  She eventually consented although I don’t know if 
this can be counted as consent. 
Note: staff may use the excuse that they are working with people that can be violent 
and difficult to work with.  This may be the case but most of this type of behaviour is 
probably caused by the drugs these people are prescribed. Some of the most common 
reactions to SSRIs (anti-depressants) and neuroleptics (anti-psychotics) are akathisia 
(a feeling of restlessness, agitation and turmoil) and feelings of anger, aggression and 
anxiety (see: www.rxisk.org).  The very drugs that people are being are being given 
are resulting in people displaying behaviours that are deemed inappropriate and more 
drugs are then given to manage this behaviour. The way people are treated by staff 
along with the toxic environment probably leads to the majority of violent and/or 
aggressive behaviour. 
The atmosphere. language and culture within these meetings is toxic and it seems like 
many people are so stooped in this culture that they don’t even notice what they are 
doing and they seem to never critically analyse their own words or behaviours.  Many 
staff treat people they are meant to be helping as nuisances at best and disposable at 
worst.  I have heard arguments about the need for a laugh and a bit of black humour 
but I do not believe that the attitudes and behaviours are solely reflective of what 
happens in these meetings behind people’ backs as I believe it carries on into their 
practices with people. The culture or environment does not, and in my opinion should 
not, discount the need for professionals to take personal and professional 
responsibility for their words and actions as some professionals I met, e.g. the social 
worker, registrar and occupational therapist, did not participate in this as much as 
many others so passing this off as endemic in the culture lets some people’s actions 
and words off the hook. For me, the culture needs to change but some individuals are 
more responsible than others for what I have wrote about above.   


