
Xxxxxxx Xxxxxx
Xxxx x

xx Xxxxxxxxx Street
Xxxxxxxx

Auckland 1xxx

The Health and Disability Commissioner
Te Toihau Hauora, Hauatanga
Level 10, Tower Centre
45 Queen Street
(P.O. Box 1791)
Auckland 1010

29 March 2012

Attention: The Health and Disability Commissioner

Re: Complaint C11HDCxxxxx about XXXX-Xxxx counsellor(s); further 
submissions to the original complaint, which was unjustifiably and 
prematurely closed as communicated by your letter of 24 Feb. 2012

Dear Health and Disability Commissioner, dear staff at the Office of the H+D Commissioner,

On 26 March 2012 I received further very important information, which was sent to me with a reply to 
my Official Information Act request of 04 March 2012. It contained details that were not known to me
before, which are of high relevance to core issues, and to the way the complaint I made was handled.

Please accept these very important new submissions I wish to make to my original complaint 
under reference C11HDCxxxxx, which give compelling evidence of the lack of trustworthiness 
of certain counsellors I consulted at XXXX Xxxx in Xxxxxxxxx during 2009 and 2010.

The complaint I submitted by way of emails on 08 August 2011, and after being forced by your 
Assessor Axxx Lxxxx to condense it into a summarised complaint, again sent to you in an abbreviated 
form (dated 09 August 2011) on 10 August 2011, has been closed unjustifiably by your office. 

In a letter from Deputy Health and Disability Commissioner Theo Baker (dated 24 February 2012) I 
was informed that your office saw no need for further investigations into the matters raised. This 
though is an unjustified and unreasonable step that was taken, due to key information relevant to my 
complaints not having been examined and assessed properly, and due to the Waitemata District 
Health Board, which is in charge of XXXX-Xxxx, not having been challenged properly at all about 
single, very justified issues raised by me, about crucial evidence that I presented, and about obvious 
contradictions between information I provided, explained and deliberated on, and other information 
presented by XXXX and the CEO Dr Dale Bramley of the Waitemata District Health Board.

It is not acceptable to me that irrelevant information was used and relied on to make the 
decision as it was made, while truly very relevant information presented by me has either been 
overseen, ignored, misinterpreted and/or incorrectly, inappropriately and unfairly evaluated.

I have already presented my clear, determined position to the decision of your office in a letter 
from 27 March 2012, which I sent to your office’s official email address, and which has been 
confirmed as received by your Executive Assistant Kerry Norman on 28 March 2012.

Also have I this Monday, 26 March 2012, received further highly important information through 
a request under the Official Information Act 1982, which I made on 04 March 2012. I have received 
this information by courier with a letter from your Legal Advisor Lydia Wadsworth, and in her letter 
dated 23 March 2012 she has listed the information that your office has supplied to me.
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This information includes:

1. A letter from Axxx Lxxxxx, Complaints Assessor, to Waitemata DHB, dated 06 October 2011;
2. a complaint summary (printed 27 Feb. 2012) for my complaint under ref. C11HDCxxxxx;
3. a letter from Deputy Health and Disability Commissioner Theo Baker to Waitemata DHB dated 

24 Feb. 2012;
4. a record of a phone conversation I had with Axxx Lxxxxx, Complaints Assessor, dated 13 Dec. 

2011;
5. a record of a phone conversation I had with Complaints Assessor Jxxxx Fxxxx, dated 13 Dec. 

2011;
6. a letter from Dr Dale Bramley as C.E.O. of the Waitemata District Health Board to Mr Lxxxxx

dated 26 October 2011, which was apparently sent to your office then, together with a 
complete set of the partly manual and partly computer generated clinical notes on my file with 
XXXX-Xxxx ( covering 2008-2011); 2 “cover sheets” bearing notes and being signed by XXXX
Counselling Manager Mr Txxxxxxxxx (25.10.11) were included in the set of file notes(!);

7. a record of a phone conversation Mr Lxxxxx had with Mr Wxxxxxxx Txxxxxxxxx of XXXX, 
belonging to the Waitemata DHB, dated 20 October 2011;

8. an administrative record of a letter sent to me on 15 August 2011;
9. a Complaints Assessment Triage Form (dated 08 to 11 Aug. 2011, partly “blank”);
10. a complaint summary printed on 16 August 2011, after my original letters of complaint were 

received and prepared for recording and processing for the due assessment.

In the following I will come to the highly sensitive and important information that I have been able to 
extract from the final pages of client notes from my file with XXXX Xxxx (of which I only had an own 
set of copies covering up to mid December 2010), but I will start with the information concerning some 
major mistakes that were made by your administrative staff and your Complaints Assessor Axxx
Lxxxxx:

A) In the triage form and complaint summaries I have detected some very incorrect 
information that appears to have been entered by your Complaints Assessor staff in the 
process of opening and creating a file in your system.

From the New Complaint (Triage) form dated 11 August 2011 I have had to take note of 
the following:

The summary of the various issues or single complaints I raised against XXXX-Xxxx staff have 
been created a bit “over abbreviated”, but I understand that this may be necessary for keeping 
the administration of such cases sufficiently brief and thus efficient.

Yet: There has been a MAJOR MISTAKE made by stating the following aspect:

“failed to take into account Xxxxxxx’s non-compliance with his medication regime when 
providing him with counselling”. 

This is completely incorrect, and that was NEVER a point of issue I raised. The issue I 
raised instead was rather, that my counsellor at XXXX-Xxxx (during 2009), Mr Mxxxxxx
Sxxxxxxxx, did actually fail to acknowledge, that I was actually taking medication for 
almost the whole, uninterrupted period, when I consulted him!

This was clearly stated by me on top of page 26 in my original letter of complaint, which 
was dated 08 August 2011! On that page you can read what I actually complained about and 
criticised, when explaining the details under the heading “Re “Medication” and “Risk”” under 
the chapter heading “Some other quite relevant inaccuracies found in the notes of my 
client file are the following:” 

Under “Facts, corrections and explanations re these aspects” I then stated very clearly 
what was actually happening. I was taking medication all along, and some of it throughout the 
whole periods, while my counsellors, particularly Mr Mxxxxxx Sxxxxxxxx, did not bother 
checking this during sessions conducted with me, he did not record anything at all and 
instead wrote “nil noted”, which is wrong, misleading and very irresponsible.
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Medical records, such as these clinical notes, are used as a source for clinical 
information, for preparing assessments, for resource in cases of emergencies and 
future treatment, as well as for general guidance of clinical staff involved. Generally 
medical staff, whether working in mental or physical health, will rely on such 
information. The failure to keep correct records is a highly irresponsible failure of duty 
of any staff member in charge of keeping such records!

This error by your assessing staff - prior to the proper assessment even having 
commenced, will likely have impacted negatively on the outcome of the work that was 
done afterwards. It has been carried over into the complaint summaries that also bear 
the same wrong information.

I prompt you to correct this information and review all the issues raised accordingly!

B) From the same form I had to take note of the following minor mistake:

Lxxxx Hxxxxx of XXXX-Xxxx was not really a “fill-in counsellor”, as is wrongly noted in 
the triage form and complaint summaries! She was my “follow-up” counsellor, because 
I ended ALL involvement with Mxxxxxx Sxxxxxxxx on 23 Dec. 2009, which was also confirmed 
by me in correspondence to the Clinical Team Leader at XXXX-Xxxx from January 2010. I did 
request a new counsellor then, who then turned out to be their Clinical Supervisor, who 
as another XXXX clinician also provided counselling to clients. This was Lxxxx Hxxxxx. 

Again I must request you to correct this information.

C) As I had already suspected and feared, when reading a reference in the letter (dated 26 
October 2011) from CEO Dr Bramley of the Waitemata District Health Board, which was 
attached to your decision of 24 February 2012, the following matter has now been 
confirmed and thus represents a very major failure by your staff:

In his letter of 06 October to Dr Dale Bramley as CEO of Waitemata DHB, Mr Axxx Lxxxxx
did write the following sentences: “Mr Xxxxxx’s complaint is of an unusual length and 
complexity, and, as such, rather than responding in detail to each individual issue 
raised, it may be helpful to instead provide a general overview of his care”.

This approach taken by your Complaints Assessor, and possibly even authorised by your 
senior staff, indeed represents an open invitation to the Waitemata DHB to present an 
abbreviated statement that will inevitably overly “summarise”, “generalise”, offer 
“highly edited” and hence “unspecified” information about my treatment or care. It had 
to result in a less focused, less clear, less analysed, and thus also less reliable and less useful
response by the Health Board, which is in charge of XXXX-Xxxx as part of their services.

That is of course, what has happened, and by Axxx Lxxxxx giving the CEO Dr Bramley 
of Waitemata DHB such an open invitation to avoid properly addressing most of the 
issues raised, the outcome of the whole exercise has turned out to be an abject failure 
to address anything I had raised in my letters of complaint!

The staff of Waitemata District Health Board and XXXX-Xxxx appear not to have been 
challenged on the particular points of issues I raised, were instead given the option to 
not respond to them individually, clearly and appropriately, and thus the whole 
complaint process was compromised unfairly from the very beginning. From information 
supplied to me I am also unable to establish, which documents that I supplied with my 
complaint correspondence from 08 and 09 August 2011 were sent to Waitemata District 
Health Board and their service XXXX-Xxxx. I continue to have the impression and 
suspicion, that not all information was communicated, so that XXXX-Xxxx could 
possibly not properly and precisely comment to the various points at issue that were 
raised by me.

I cannot accept this approach that was taken at all, and as I have already made clear in 
my letter from 27 March 2012, I must expect you to re-assess the whole complaint 
matter from scratch, this time ensuring that Mr Axxx Lxxxxx and other staff members, 
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who were involved in this failed assessment, will no longer have any input of any sorts 
into resolving it. 

D) The same kind of mistake was also made during a phone conversation Mr Lxxxxx had 
with Mr Txxxxxxxxx on 20 Oct. 2011. Mr Txxxxxxxxx, who is the Counselling Manager for 
XXXX in the Auckland Region, did phone Mr Lxxxxx at about lunchtime that day, enquiring 
about the letter from him requesting “all relevant notes”, and what that meant. 

It appears that Mr Txxxxxxxxx was concerned about this, given the fact that the whole 
records on file (re Xxxxxxx Xxxxxx’s) are “extensive”. He even seems to have vastly 
exaggerated by challenging Mr Lxxxxx with the claim that they may need to hire an 
extra staff member to deal with the request. 

So in return, Mr Lxxxxx appears to have appeased Mr Txxxxxxxxx by stating something 
that according to his notes means: “Advised him that we certainly did not require this 
information – we needed a high level summary of his care/concerns and the clinical 
records necessary to support this”.

Again, Mr Lxxxxx did allow XXXX and the Waitemata DHB staff to avoid supplying much 
of the information that is available and on record with them. The provided “clinical 
notes” are just a part of the whole information and documents available. By also merely 
attaching a reply letter from Mr Txxxxxxxxx (dated 30 June 2010), which was answering a 
complaint made by me on 16 June 2010, obviously not including the complaint itself, it was 
made very easy for Mr Txxxxxxxxx (a senior person at XXXX and DAPAANZ), to distract 
from any overly sensitive, controversial, self-incriminating and otherwise exposing 
information, which would have shed light on serious shortcomings by XXXX staff, criticism 
directed at them, and consequently would have exposed the true situation that existed.

As stated in my letter from 27 March 2012, I must object to this whole, irresponsibly
loose approach that was taken in this whole matter by your staff members, and this 
now needs to be addressed and corrected.

E) With the clinical notes from XXXX, which I received on 26 March 2012 as part of the O.I.A. 
request, I have now obtained copies of the very last pages with entries from mid 
December 2010 until 08 June 2011. I did prior to this only have copies of my clinical file 
notes that covered up to 16 December 2010.

I had stopped direct involvement with Lxxxx Hxxxxx as my last counsellor at XXXX-
Xxxx from 07 December 2010, and my last meeting with her was on 02 December 2010. 
So any of the clinical file notes from that time onwards covered only activities that I was not 
directly involved in, in large part not aware of, and which otherwise only recorded some 
correspondence that was received from me, or that was posted out to me.

It has now come to my attention that Lxxxx Hxxxxx did at about 14:30 h (02:30 pm) on 
22 December 2010 apparently call my GP, Dr Brian Txxxxxx, in order to discuss my 
situation and various relevant aspects. The file notes that Lxxxx wrote claim the following was 
discussed and received or acknowledged:
“Phone call to Dr Txxxxxx, advised Dr Txxxxxx session content 02/12/10, email 08/12/10 
and letter inviting contact. Informed him that XXXX are not responding to his emails but 
scan for risk. Informed Dr Txxxxxx that Xxxxxxx drank in recent review hearing with 
WINZ medical team, which he did not know. Informed him that if Xxxxxxx is discharge I 
will send a copy of the discharge letter to him.
Dr Txxxxxx stated that he receives an email from Xxxxxxx daily, they also donot 
respond to his emails and scan for risk.”

I have never had any knowledge about this phone conversation or this file entry before! 
It has just come to my attention, and it proves to be of highest importance in this whole 
matter involving my complaints about staff at XXXX-Xxxx! It reveals that my suspicions 
towards and lack of trust in Lxxxx Hxxxxx were absolutely justified, because she has 
recorded completely untrue information in the client file at XXXX-Xxxx!
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It is not my main concern, whether she claims that I supposedly had not told my doctor 
about having been drinking (due to unbearable stress and upset about a friend not coming 
with me as a support person) prior to the Medical Appeal Board hearing that I attended late 
on xx October 2010. As far as I know, I had confided this to my doctor.

It is also not my main worry, that she failed to acknowledge that the Medical Appeal 
Board hearing was one that I’d requested myself, and which wasn’t made up of a panel 
of “WINZ medical team” doctors (as it’s supposed to be an “independent” review panel).

My complete, resolute disapproval and anger is about how she claims that my doctor
supposedly told her “that he receives an email from Xxxxxxx daily”!

This is a blatantly LIE, and I will never believe, that my doctor would have told her this!

In the month of December 2010 I only sent my doctor two email during the whole 
month! One I sent on 19 December 2010, in which I informed him about some concerns with 
the very limited free sessions with a XxxXXXX psychologist, ongoing concerns about my 
benefit situation, my disappointments with XXXX-Xxxx staff and about difficulties with 
commencing High Court action to seek a judicial review to address legal and other issues with 
the mentioned Medical Appeal Board’s decision. In a second email on 29 December 2010 I 
gave him a comprehensive summary of the difficulties I had faced back here in NZ, since my 
return in late 2005. This covered medical and other aspects, and it also raised my great 
concerns and immense disappointment with the lack of support and treatment I had been 
offered here. That email was sent both to Lxxxx Hxxxxx at XXXX and to Dr Txxxxxx, 
which happened in a few cases, because I wanted to ensure that both were informed.

I had never ever sent an email to my GP prior to 12 July 2010, which was when I started 
experiencing very serious harassment and completely unreasonable treatment from 
Work and Income staff, which followed a very unreasonable, illegally enforced and 
conducted review of my medical situation by a WINZ designated doctor on 17 June that 
year. Given a flood of harassing letters (6 in 5 days) from Work and Income, putting me 
under unbearable pressure, announcing completely unreasonable steps to be taken, all 
this caused me to send a number of emails to my GP over the coming weeks then. At 
one stage then, I was even referred to mental health assessors from Cornwall House due 
to suicidal ideations, had the police take me there, was put into severe emotional and 
mental crisis, and this is why I saw a need to keep my doctor informed about what was 
going on.

Having moved to Xxxxxxxx in Xxxx 2009, I was many suburbs away from Xxxxxxxxxx Xxx, 
where my doctor is based, and due to lack of funds I could anyway not afford the high 
bus fares and doctor’s fees, which would have been payable, had I chosen to see my 
doctor in person each time. My doctor did never reply to emails, but he did (unlike XXXX
staff) never tell me not to send him an email with important information to him.

Since 12 July 2010 I have only sent about 19 or 20 emails IN TOTAL for the attention of 
my doctor! Some of these were actually also ones that I had actually primarily sent to Lxxxx
at XXXX and then only sent as “CC” to Dr Txxxxxx, so he would be copied in on some 
important developments. There were some of those emails that I did in July to late 2010 also 
on-forward to Xxxxxxx Xxxx – then xxxxxxxxxx spokeswoman on xxxxxx xxxxxxx in the NZ 
Parliament, because I approached her re the completely unreasonable measures that Xxxx
xxx Xxxxxx were then taking against me. In total I have about 33 emails on file in my email 
account, which “contain” emails either directly sent to, or otherwise “cc’d” to Dr 
Txxxxxx, but which otherwise were forwarded to persons like Xxxxxxx Xxxx, 
counsellors at XXXX or my lawyer acting for me in the case against MSD. These are 
ALL the emails that have ever been sent from me to my GP, and partly on-forwarded, 
which happened over a period of almost two years. 

It is an absolute lie to claim that I sent my doctor emails every day, and this quite 
clearly intentional falsification of an entry of notes in my client file can only have been 
made with ulterior motives, possibly to show me in a bad light, to thus discredit me, so 
Lxxxx Hxxxxx could cover her own short-comings by deflecting from them.
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It has now been on a number of occasions, where I had serious cause to remember my 
first encounter with Lxxxx Hxxxxx, which was during our first counselling sessions on 
xx Feb. 2010. Always somewhat cautious when meeting a new counsellor, I asked her about 
her experience and qualifications. She did also give me a bit of other information about 
her life experiences and her personal self, which included the fact that she did at one stage 
in her life also decide, to give up drinking alcohol. She disclosed some exposure to alcohol 
abuse in the family (about suffering relative), and re herself she confided to me: “I used to 
be a great manipulator”. I will never forget her saying this to me, and it remains stuck in 
my memory. My doubts about her grew, because of her at times ambiguous messages 
during our conversations. Soon I became more suspicious about her, losing the initial 
trust. Later I had to tell myself in silence, that she is from my view still a “great manipulator”.

Re this wrong information put into my file, which discredits me unjustifiably, accuses 
me of actions I have never committed, thus slanders me, I can give you all the evidence 
you wish, to prove that her claim is completely wrong and untrue. It has clearly been 
fabricated to falsify the information in my client file. At the same time I note again, that 
hardly any details are noted, which disclose the enormous distress and pressures I was under 
then, and how I expressed my hopelessness, despair, frustrations and anger in some phone 
messages and emails. I read very little about this in the file notes, and this makes clear 
again, that Lxxxx Hxxxxx did not have much sympathy and offered little support to me. 
In short: She has proved to be absolutely biased and untrustworthy towards me!

The following emails are ALL that I ver sent to Dr Txxxxxx on the following, 
corresponding days:
12.07.10 1st email I ever sent to my GP, informing about serious developments, 

suffered distress – as a consequence of harassment by WINZ staff;
13.07.10 2nd email sent to Dr Txxxxxx, which refers to some issues with XXXX staff, 

and which on-forwards a lengthy email sent a day earlier to counsellor Lxxxx
Hxxxxx, outlining the wide range of problems I struggled with, which were 
severely impacting on treatment and progress; much emphasis is on the 
escalating problems with Work and Income and my inability to cope with this;

15.07.10 3rd email to Dr Txxxxxx, sending copies of 2 letters from Work and Income
(rec’d on previous 2 days), showing unreasonable harassment; informed him
about grievance with Work and Income due to wrong decision by a designated 
doctor; indicatied also my intention to appeal the doctor’s decision;

16.07.10 4th email to Dr Txxxxxx, informing about yet another harassing letter rec’d 
from Work and Income (send copy), as well about distressed phone call to 
WINZ, expressing despair and suicidal thought, only to be visited by police 
and taken for mental health assessment;

17.07.10 5th email to Dr Txxxxxx, informing of 4th letter from WINZ in 3 days; express 
dismay and disbelief; regret having ever come back to NZ;

27.07.10 email to Lxxxx Hxxxxx of XXXX, which on-forwarded or “cc’d” to Dr 
Txxxxxx as well (for his info); expressing great distress and exhaustion after 
2 terrible weeks; send an attached letter (from 27.07.10) in reply to L. 
Hxxxxx’s letter of 19 July to update her – “cc” Dr Txxxxxx; I take note that 
XXXX wish no email correspondence;

30.07.10 send “cc’d” email to Dr Txxxxxx, which primarily is for L. Hxxxxx at 
XXXX, informing both about my attendance to 2nd assessment with Jxxx
Bxxxx (psychiatrist at XXXX) and send attached High Court Judge 
decision on my successful appeal for legal aid;

09.08.10 send further email to L. Hxxxxx at XXXX, which also “cc’d” to Dr Txxxxxx
again, thus informing both re continued stress, worries, legal aid question 
now to be resolved by LXXP panel, and send on some info/doc’s received 
from WINZ under Official Information Act;

13.08.10 1 more email – just to Dr Txxxxxx; informing about obtained copy of 
psychiatric assessment from XXXX, which contains mistakes again and 
some misleading references; express intention to have these corrected;

10.09.10 2 sent that day, both to XXXX counsellor L. Hxxxxx and to Dr Txxxxxx; 
the 1st one refers to a letter requesting corrections of mistakes in psychiatric 
assessment; the 2nd one elaborates further to that;
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29.11.10 2 emails sent to L. Hxxxxx (XXXX counsellor) and Dr Txxxxxx, informing 
of an escalation of troubles with WINZ; on-forward correspondence 
received and sent, re Med. Appeal Board decision and own response, etc.;

19.12.10 1 email sent to Dr Txxxxxx, giving an update on the slow progress with 
psychologist sessions at XxxXXXX, ongoing difficulties with Work and Income, 
a new legal challenge to address resulting problems and mentioning 
difficulties with counsellor at XXXX-Xxxx;

29.12.10 1 email sent to Lxxxx Hxxxxx at XXXX and “cc’d” to Dr Txxxxxx, in which 
I respond to a letter from L. Hxxxxx from 20.12. and present a summary of 
the highly distressing, disappointing, painful, upsetting and endless 
course of events since my return to NZ in late 200x; I stress the severe, 
harmful impact stressors had on attempts of struggle, coping, recovery, 
treatment and so forth and express complete loss of hope for 
understanding, help and support; wish, I’d never returned to NZ;

13.02.11 1 email to Dr Txxxxxx, informing about consultation summary report from 
XxxXXXX, correspondence re closure of my file at XXXX Xxxx (w. L. 
Hxxxxx) and that I have found a Barrister to take up judicial review
application to High Court – for addressing issues with WINZ;

15.04.11 1 email sent to Dr Txxxxxx, informing him about mistakes in clinical files 
at XXXX, so that he would himself get the correct information also;

31.10.11 1 email updating re blood and other samples to be supplied for testing;
18.02.12 1 email giving Dr Txxxxxx an update re my Xxxxxxxx counselling, XxxXXXX

referral and sundry other matters (also re further new failures by WINZ staff);
19.03.12 1 email sent to Dr Txxxxxx, updating him re medical assessment by 

XxxXXXX psychologist, plus renewed uncertainty re my rental housing.

I consider this matter a very serious one, hence I do invite you, to contact my doctor 
himself, if you may wish to get further confirmation from him about the untruthfulness 
of Lxxxx Hxxxxx’s claims and the correctness of the information I am providing you 
here with this letter. The phone number of Dr Txxxxxx at the Xxxxxxxxxx Xxx Medical 
Centre is: 09 xxx xxxx.

In the selected attached files (see email attachments and/or photo copies added to letter by 
post/courier) I send you relevant summary information, as well as a few selected 
samples re “sent” emails that have been kept on my account with my email provider. I 
can assure you that I have not deleted any emails that I sent to Dr Txxxxxx (due to the 
importance of such information), and I also have a copy of most of the medical file that Dr 
Txxxxxx’s kept on me since early 2006. The emails he received from me are also 
recorded in that file, and if needed, I can make these documents available to you.

I guarantee you that this information is absolutely correct.

F) Last not least I wish to make a comment on the cover sheets that Mr Txxxxxxxxx put on 
top of the two separate lots of copies of my clinical notes, which Dr Bramley supplied 
to your office with his letter from 26 October last year.

Mr Wxxxxxxx Txxxxxxxxx has on those cover sheets made some notes (on 25 Oct. 
2011), which make it very clear, that other important information, like 2 available 
assessments from the XXXX psychiatrist, Dr Jxxx Bxxxx (their only one in-house 
psychiatrist), like other records from other mental health services (St Luke’s Community 
Mental Health Centre) and like especially a large volume of “letters” (including 
correspondence by email, post, letters given to me by XXXX counsellors) had NOT been 
included in their information.

I can inform you, that especially the volume of correspondence and letters will shed 
more light on some problems that I raised with XXXX management and certain 
counsellors or other staff members over the years. In my correspondence I did raise 
serious concerns, but also expressed some major distress, endless problems, 
expressed at times great despair and hopelessness, but it appears that XXXX
management and the CEO of Waitemata DHB have little interest in making this available 
to your office.
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The reason for this is clear to me, and it proves to me, that your office has to a fair degree 
been cleverly misled by Dr Bramley and Mr Txxxxxxxxx, them both apparently trying to portray 
me as some kind of “difficult”, “unreasonable” and “unmotivated” client, who has supposedly 
been given all the best quality support and treatment, but who does appear to not appreciate 
this, due to his own failings and lack of honest commitments.

Because of this I must appeal to you to take very serious the information and concerns 
I am communicating to you in this letter! XXXX and Waitemata DHB have no interest in 
the full truth being established and their shortcomings being exposed. All the points 
raised here and in my previous correspondence must be taken on board, used for a 
proper, thorough re-assessment, and if necessary be presented to Waitemata District 
Health Board’s CEO and XXXX staff to confront him/them with the truth.

I thank you for acknowledging these important further submissions, to take the necessary action, and I 
look forward to your reply in due course.

Yours sincerely and thankfully

Xxxxxxx Xxxxxx


