


HIS HONOUR:

BACKGROUND

1 Helen was aged 68 years at the time of her death. She resided in Abbeyfield Aged Care
Facility in Frankston from 2 March 2015 until the time of her death. Helen is survived by her
siblings, maintainjng regular contact with her sister Gail. She was particularly close to her

mother, who passed away on 16 February 2015.

2 Helen had a medical history of bipolar affective disorder and cluster B personality traits. At
age 18 years she first attempted suicide’, and was admitted to psychiatry units at Dandenong
Hospital and Kingston Centre. Her admissions were often in the context of suicidal thoughts
and behaviour. Helen had a protracted admission to the psychiatry unit in Dandenong Hospital
from 23 December 2014 to 2 March 2015, during which she struggled with her mother’s |

concurrent terminal illness.?

3 On 2 March 2015, Helen was discharged to Abbeyfield Aged Care Facility in the Peninsula
Health catchment areca. Helen was accepted for case management by Peninsula Health, but an
agreement was reached with Monash Health that any psychiatric inpatient readmission required

within three months of her discharge would be provided by the Monash Health inpatient units.?

4 On 2 April 2015, a solicitor working in her 9" floor office in Melbourne observed a woman
acting erratically on the rooftop of Car Park A. On several occasions the woman ran towards
the ledge. On one occasion she collided with the ledge and looked to the ground below. The
solicitor called the police.* Constable Braden Hickey and Constable Jessica Norman attended
the car park and spoke with the woman, who identified herself as Helen. Helen told the
officers she parked her car in the car park, but could not remembef the exact location or

whether she was in the correct car park.

5 S/C Hickey noted that Helen smelled of alcohol, and she told him that she had consumed a
couple of wines at lunch with a friend. S/C Hickey asked Helen if she was on the roofiop
intending to jump. Helen told him she was fine, and that she would just get the train home, and

get someone to come back and help her find her car later. Constable Norman noted that Helen

! Coronia! brief, statement of Raymond, dated 14 July 2015, 60.

% Coronial brief, statement of Dr Christos Plakiotis, dated 14 September 2015, 74,
* Above n 2.

* Coronial brief, statement of solicitor, dated 15 April 2015, 48-49,

Page 1




























41

(b) that Helen died on 14 April 2015, at Place A, Melbourne from muitiple injuries sustained

in a fall; and
(c) that the death occurred in the circumstances described in paragraphs 23 to 24 above.

I convey my sincerest sympathy to Helen’s family and friends.

COMMENTS

42 Pursuant to section 67(3) of the Coroners Act 2008, T make the following comments

43

44

connected with the death:

The Operatér Company Chairman is aware that multiple suicides have occurred at Car Park A.
He is aware of continued complaints and requests to address the issue and is aware of the
devastating impact on the occupiers of premises which neighbour his car park. The Operator
Company Chairman and the Car Park Operator appear to have little to no desire to ensure the

safety of persons using their car park, or to prevent likely future suicides from their car park.

I vnderstand the challenges in implementing legislative change regarding amendments to
currently compliant publicly accessible buildings where they arc used as a suicide location. 1
do not believe the callous attitude of the Car Park Operator is reflective of the broader
commercial community in this State. Further, T accept that the Australian Building Codes
Board may be better placed to assist with the implementation of long-term measures to effect
change in the area nationwide. However, despite the complexity and challenge -entailed, 1
consider this issue too important to be shelved because it is perceived too difficult.
Commencing in 2016, the NCC is now reviewed every three years, and given the number of
suicides outlined in paragraph 26, three years is too lengthy a time to wait for consideration of

prevention measures in this area.

RECOMMENDATIONS

45

46

Pursuant to section 72(2) of the Coromers Act 2008 (Vic), 1 make the following

recommendations connected with this death:

That the Victorian Department of Environment Land, Water & Planning implement
amendments to the Building Act 1993 and Building Regulations 2006 to provide Municipal
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