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Resolved. That a special committee, to consist of two members of
the Senate to be designated by the president thereof, and five
members of the House of Representatives to be designated by the
speaker thereof, be established for the purpose of making an
investigation and study relative to the circumstances of the death of
Richard Cunningham who died on November twenty-seventh, nine-
teen hundred and seventy-three at the Danvers State Hospital and
any other related matters thereto. Said committee shall be provided
with quarters in the State House or elsewhere, may hold hearings,
may travel within the Commonwealth, and may expend for clerical
and other services and expenses such sums as may be appropriated
therefor. Said committee shall report to the General Court the results
of its investigation and study, and its recommendations, if any,
together with drafts of legislation necessary to carry such recom-
mendations into effect by filing the same with the clerk of the House
of Representatives on or before the first Wednesday of April,
nineteen hundred and seventy-four.
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Appointed by the President of the Senate:

Senator James P. Rurak of the Fourth Essex District
Senator William L. Saltonstall of the Third Essex District

Appointed by the Speaker of the House

Representative John G. King of Danvers
Representative Timothy A. Bassett of Lynn
Representative Robert C. Buell of Boxford
Representative Daniel J. Day of Lynn
Representative Henry J. O’Donnell. 11l of Salem

Assistant: Kathleen D. Guerin S.N.D.
Secretary: Nancy P. Ingalls

»
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REPORT OF THE SPECIAL COMMITTEE FOR
THE PURPOSE OF MAKING AN INVESTIGATION

AND STUDY RELATIVE TO THE CIRCUMSTANCES
OF THE DEATH OF RICHARD CUNNINGHAM

August 2, 1974

To the Honorable Senate and House ofRepresentatives:

The Special Committee for the purpose of making an investigation
and study relative to the circumstances of the death of Richard
Cunningham and any other matters related thereto herewith submits
its report.

Respectfully submitted,

Senator James P. Rurak, Senate Chairman
Representative John G. King, House Chairman
Senator William L. Saltonstall
Representative Timothy A. Bassett
Representative Robert C. Buell
Representative Daniel J. Day
Representative Henry J. O’Donnell, 111
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Recognizing that legislators represent all citizens, including those
who are serviced by public agencies, the members of the Special
Committee for the Purpose of Investigating the Circumstances of the
•Death of Richard Cunningham began their study on February 7,
1974. The boy had died on November 24, 1973 of heat and
suffocation in a heating duct at the Danvers State Hospital.
Motivated by genuine interest in the details of his deatli and concern
for all the mentally ill, we determined, not to conduct a hostile
offensive, but to consider open-mindedly all aspects of the case. We
aimed to discover;

1. What steps can be taken to prevent the recurrence of the kind
of death experienced by Richard Cunningham.

2. What underlying factors of administrative or legislative nature
contribute, however unintentionally, to such an eventuality; and

3. Whether the legislature can assist institutions like Danvers State
Hospital by providing additional funds or staff according to
individual needs.

With this threefold purpose in mind, the members of the Special
Committee initiated a series of seven meetings continuing from
February 8, 1974 to May 22, 1974. During these sessions we
proceeded to study the physical and psychological aspects of the
situation and to consult with representatives of the Department of
Mental Health as well as with administrators of Danvers State
Hospital and the Hogan Regional Center. We felt that the very least
that should issue from the death of Richard Cunningham would be a
better understanding of the problems facing the mentally ill and
those in public service who provide for direct patient care. We would
like to be able to say that Richard Cunningham’s death did not go
unnoticed insofar as it directed our human resources to prevent
similar occurrences. In the following survey we present the results of
our analysis of the circumstances surrounding his death and our
recommendation for improving the services rendered to other
dependents.

Commontoealtt) of JWas&actjusetts;
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The composite account of the disappearance on November 24th
and death of Richard Cunningham indicates that several factors
contributed to the hesitancy and lack of precision that characterized
the three-day interval that elapsed before his body was discovered on
Tuesday, November 27, 1973. Although the most acute
of the patient’s escape patterns and the most humanistic
for his discovery may very well not have changed the circumstances
of his death, the Special Committee agrees that a consideration of
the facts of the case may prevent a repetition of this type of
accident. Before introducing specific factors in the case, however, it
seems advisable to provide the legislature with as brief and accurate a
reference to the patient’s health record as preserves confidentiality
while facilitating reader comprehension.

A. Review of Health Record
At the time of disappearance, the patient was registered as a night

patient at Danvers while spending the day undergoing treatments at
Hogan Regional Center. After the age of three he had been
hospitalized continuously except for a very few months of residence
in a private home. Records from these institutions show that he was
retarded but likewise “very bright when he wanted to be” and able
to perform in a manner not consonant with retardation. A report for
October 10, 1972 states that the patient made frequently successful
and “surprisingly sophisticated” attempts to escape. In fact, records
consistently show that between January and August 1972, he made
thirteen completed escapes and four aborted ones, and “had several
times broken, or had attempted to break gratings and vents in the
heating system while in seculsion”. In the light of his subsequent
accidental death, it is important to note that he had established
“escape-pattern” consisting of efforts to get outside followed byN
improved attention-span. In fact, he was averse to being secluded and
showed improvement when moved from smaller to larger rooms as
the records of his various transfers from Hogan to Danvers indicates.

HISTORICAL DATA RELEVANT TO
UNDERSTANDING OF THE REPORT
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B. Chronology of the Search for the Escape
Saturday, November 24, 1973:
Before 11:00 a.m. The record at Danvers State Hospital suggests

that the patient seemed to be “improved and
was therefore allowed to leave the ward with
another patient but without an attendant.
Reports agree that he was absent from his
ward but disagree as to whether he went to
the chapel or to the canteen.I

11:45 a.m. Attendants recall seeing him previous to this
hour. A written report specifies that at
precisely 11:45 a.m. he was “sitting on the
floor in the ward (Ward A-2) crying.”
Although one attendant testifies to having
seen the patient in the procession from ward
to cafeteria, he seems not to have eaten in the
cafeteria where he was categorized as “op-
tional”.

12:15 p.m.

When a ward check revealed his absence as
well as that of another patient, three atten-
dants searched the wards and one of the three
continued the search into the route to the
cafeteria and the tunnel-system.

1:00 p.m.

The acting unit-supervisor, a licensed practical
nurse, ordered:

1:30 p.m.

1. the initiating of escape-reports and
2. a second more extensive search of the

building; he also notified the physician on
duty but never received a return call from
him.

The nurse on duty sent an attendant to patrol
the grounds in a state car, informed Hogan
Regional Center of the patient’s dis-
appearance, and asked that Hogan’s buildings
be searched.

Between 1:30 p.m.
and 2:30 p.m.

/

M-

A second nurse, the Unit Supervisor, coming
on duty received from his predecessor the
notification of the escape of the two patients
and the progress already made in regard to

2:30 p.m.
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them. He secured a copy of the patient’s
address card and requested an escape-report.
The Unit Supervisor, on receiving the escape-
report, noticed that neither the physician on
duty nor the police had been notified. He
informed the security officers of Danvers
State Hospital and Hogan Regional Center,
the Danvers and Middleton Police Depart-
ments, and State Police in Topsfield
reported to the resident physician both the
absence of the patient and the fact that the
information had been given to the various
police units.

3;45 p.m.

4:15 p.m. The Unit Supervisor checked out a report
from the Danvers State Hospital central office
that the patient might be found near the
candy machines and discovered it to be false.
He also sent two attendants to check the
tunnels and grounds, but they returned after
forty-five minutes to report lack of success.
About the same time he received a call that
the second missing patient was found in
Boston’s Government Center and sent two
attendants to recover him. He kept three
attendants searching the grounds until 11:00
p.m.

First Day ofSearch
1. Although the Danvers State Hospital

Comment on

Search Procedures direct that if the escapee
“is not located within two hours” the State
Police should be asked to conduct a search for
the dependent person, the direction was notj|f,
implemented at this time. In this case the-
escape-report was not obtained by the person
in charge until two and three quarter hours
after notification. A formal search was not
requested, no emergency was declared and no
notification was given to the Regional Office.
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2. Although a call was made to the on-
duty physician there is some disagreement as
to whether personal contact was made.

3. The file held no current “dependent
person” fact sheet for the patient who was
categorized and consistently dealt with as
“dependent”. The information on the out-of-
date fact sheet was inaccurate and superficial.

4. The on-duty physician directed that the
non-dependent search procedure be followed
although Richard Cunningham was classified
as “dependent” and the list of dependent
patients was posted on Ward A-2. Since the
majority of the patients were considered
“dependent” there is reason to wonder why
the doctor was not more inclined to use the
“dependent” than to employ the “non-
dependent” search procedure.

)

Sunday, November 25, 1973
2:00 a.m. The Unit Superintendent, having extended

duty beyond the 11:00 p.m. end of shift
presumably to continue to monitor the
search, left the hospital.

Comment on Second Day of Search
After the discovery of the patient’s body the
Lynn Unit Director stated, in a report to the
Superintendent, that security guards con-
tinued to search the grounds and tunnels.
However this report is contradicted by two
other reliable sources:

After 2:00 a.m.

1. the written reports of the security police
which give no indication of such a search;
and

*

2. the word of the Lynn Coordinator that to
her knowledge the Lynn Unit personnel
performed no such search.
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A.M. On being informed of the patient’s dis-
appearance, the Lynn Unit Director at-
tempted to contact the patient’s mother but
was unsuccessful due to change of phone
number. The Clinical Social Work Supervisor
finally did reach her with the news that her
son was missing. There is no clear record of a
continuing search on Monday. 1a

1:30 p.m. Hogan Regional Center notified Region IV
that the patient was missing and phoned the
Acting Steward at Danvers State Hospital to
express concern over the patient’s continuing
absence.

Late P.M. At the Acting Steward’s suggestion, the Direc-
tor of Nursing at Danvers State Hospital
conducted an investigation to familiarize him-
self with the progress of the case. And, after a
mandate from the Region IV Legal Medicine
Director, he talked to a representative of the
Deputy Commissioner’s staff.

Tuesday, November 27, 1973
A.M. The Lynn Unit Director, the Superintendent,

and the Acting Steward discussed the
patient’s case. Three attendants conducted an
intensive search of Danvers State Hospital
grounds and an adjacent construction site,
and questioned the Hogan Center staff as to
whether any escape-patterns might be identi-
fied. Although they were not advised formally
of such patterns, they learned from the Hogan
staff that “the patient had, on several
sions, crawled through the heating ducts”. '

But on a “subsequent check of Hogan
Regional Center records by a Regional IV
Administrator, one reference existed; on
September 8, 1973, the patient had to be

Monday, November 26, 1973
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rescued from a cool air duct.” After obtaining
the address of the patient’s “foster” mother,
attendants searched the area of her home but
were unsuccessful. When these facts were
reported, the Lynn Unit Director ordered a
complete search of the hospital to discover
whether the patient might be hiding some-
where and sneaking to the cafeteria for food.
When an attendant mentioned the removal of
a 9-1/2” by 13” grating from a heating duct
in a room in the Ward, A-2 Annex, the
Director of Nursing accompanied the atten-
dant to the shaft and found his body. Earlier
a different attendant noticed the uncovered
duct but paid no attention to it because the
room was in order and the shaft was small. It
was also discovered thn t a patient who helped
with such chores had swept up the plaster
near the vent without looking into it.

I

12:40 p.m.

The attendant notified the Lynn Unit Direc-
tor who informed the Medical Examiner. The
Director of Nursing notified the Superin-
tendent.

1:00 p.m.

All authorities were notified that the body
had been found.

1:20 p.m.

Wednesday, November 28, 1973
An autopsy revealed that there were no
bruises on the body of the deceased, that he
died of “primal pulmonary bums” at 210°F.
with asphyxia as a secondary cause, and that
he died very shortly after he dropped into the

•u duct.

Two incidents among the many aspects of the search for Richard
Cunningham point to what the Special Committee considers major
areas of inefficiency in the service system of Danvers State Hospital,

AREAS OF INEFFICIENCY IN
SERVICE OF THE MENTALLY ILL
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namely: a) its staffing problem; and b) its want of strategy for
implementing administrative directions. The fact that a heating vent
remained uncovered for three days in a room clearly visible to all
residents who might enter the room and who were conscious that a
major search was underway, indicates the first inadequacy. And the
fact that the physician on duty could classify the disappearance of a
“dependent” patient as an “ordinary escape” not deserving notifi-
cation of the superintndent or backup physician, illustrates the
second. This report, therefore, covers the analysis of both general
areas made by the Special Committee.

The Staffing Problems
Although extraneous factors like the simultaneous escape of

another patient caused complications that might otherwise have been
avoided, it became evident that many difficulties issued from the
institution’s staffing problems. For example:

1. On the dates of the event under consideration only three of the
six nurses scheduled to cover Ward A-2 were present to serve forty
patients. Only one LPN was directing the Unit’s four wards which
contained one hundred and thirteen patients. The reduction process
thus indicated was operative on most nights as well as on weekends.

2. Although professionally obligated to be concerned about
patients who are escape-oriented, and to be aware of the number of
times Richard Cunningham had attempted to escape, the staff failed
to recognize the implications of his crying in the ward which may
have indicated the beginning of the patient’s escape syndrome.

3. The failure to report the removal of the cover from the heating
duct indicates that the patients engaged in routine hospital mainte-
nance were not adequately supervised. The Committee found it hard
to determine whether this pattern of patient-employment could be
traced to understaffing resulting from a job-freeze due to lack of
funds.

4. Discussion of such staffing inadequacy introduced the possibly
unforeseen implications of separate legislative acts on the benefi-
ciaries of those acts. The Special Committee became aware that
legislators and executive agencies may lose sight of the needs of
individuals when they aim at controlling expenses. Consequently, at
a later date, the legislature and government should investigate
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whether, in reducing the 1975 monetary appropriations for Region
Four by $1,228,531 they overlooked the fact that the hospital’s
1056 patients (according to the governor’s budget, HI) are allotted
only $7,652 per person while six other regional institutions receive
from 25% to 125% more funds annually.

5. Richard Cunningham’s death also raised the question of
classifications of inmates as “dependent persons”. According to
General Laws (c. 123, S 1) a “mentally retarded person” is a person
who, as a result of inadequately developed or impaired intelligence,
as determined by clinical authorities as described in the regulations
of the department, is substantially limited in his ability to learn or
adapt, as judged by established standards available for the evaluation
of a person’s ability to function in the community”. Although
forty-one of the forty-six patients of Ward A-2 were categorized as
“dependent” there emerged no consistent interpretation of that term
by staff members and administrators. Consequently, the substantial
doubt as to the “dependency” of Richard Cunningham not only
eventually confused the search methods but delayed them in their
initial stage. For example, attendants differed as to whether he was
subject to constant supervision with limited privileges for “im-
proved” behavior, or non-dependent and free to remain away from
the cafeteria. The Special Committee questioned whether there
should not be more efficient and frequent conferences of those
responsible for the personal review and reclassification of patients,
from facility-to-facility. Such discovery of evident lack of adequate
communication between individuals and levels of staff-personnel
directed the attention of the Committee to the need for analysis of
the second general area of interest, namely: the strategy for
communication and implementation of administrative directives.

In the process of itsanalysis of attitudes and procedures related to
the Richard Cunningham case, the Special Committee found con-
siderable inefficiency in both the Danvers State Hospital record-
keeping patterns and its search-procedures.

1. The Record-keeping Patterns were marred in such ways as the
following;

a. Due to the fact that is not legal to have a patient’s name placed
on the registers of two state hospitals simultaneously, his complete
record was kept at Hogan Regional Center where he was on “visit”
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status, while his “short term” records were filed at Danvers State
Hospital where he was on regular admission.

b. Although the patient returned regularly to Hogan for programs,
the record of his treatment was not duplicated for Danvers State
Hospital. Since Hogan .had sent all the information at the time of his
previous admissions, it was not considered necessary to repeat the
data. Danvers agreed to check jts old files for request trips.

c. When first admitted the patient is accompanied by photocopier
of “forms signed by parents for anaesthesia. . .history and receivf*
laboratory reports” his physical examination record and insurance
information. On subsequent trips “no reports of progress come back
when the patient is returned to Hogan”. This procedure necessitates
inter-institutional communication of valuable information by phone.
It also means that there is no continuous updating of the records of
such a patient.

d. The Adult Unit Director at Hogan Regional Center admitted
not having seen the cover sheet referring to Richard on his last
admission and not being able to determine who signed it. The heavy
emphasis on memory and the habit of communicating orally resulted
either in the failure to deliver the message about the boy’s climbing
into the vent for several days after his transfer, or causing it to be
only vaguely understood, since Danvers denies having been informed.

2. The Search Procedures were also defective in the following
ways:

a. At the time of the escape of Richard Cunningham, Danvers
State Hospital had received the approval for its manual on searches.
In fact, the procedure suggested by the department as a guideline had
been adopted by Danvers State Hospital as the actual search
procedure, with very few modifications. In the emergency under
analysis, personnel carried out the search along lines traditionally
operative prior to the October 1973 publication of directives.

b. No special search equipment had been made available to the
separate units and no internal mobilization plan had been develope^

c. Although over 90% of its inmates are classified as “dependent”,
and the number of escapees amounts to five or six a week even in the
coldest weather, no testing of the suggested special procedures had
been carried out anywhere in the hospital. Yet Danvers was one of
the seven regional institutions whose procedures had been approved.
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d. Formal search was not requested by those on duty; the police
were alerted but not asked to participate in the search; and no search
at all was continued on Sunday.

As a result of the Special Committee’s study of the Richard
Cunningham case, Danvers State Hospital has made a serious effort
to comply with the mandated Hospital Search Procedure of the
Department of Mental Health. Currently;

A. It instructed the Unit Chiefs to reevaluate every patient wno is
currently classified as a “Dependent Person” in accordance with the
definition as stated in the Search Plan Procedure. As a result, of the
evaluation fewer than ten percent of its inmates are categorized as
“dependent”;

B. It is in the process of preparing new “Dependent Person” fact
sheets, including a recent photograph for every patient so classified;

C. It is requiring that the Superintendent’s office and similar
administrative positions have lists of dependent persons which are
regularly updated;

D. It has authorized the Unit Chiefs to assume responsibility for
taking appropriate steps to familiarize staff and patients with the
search procedure and has formed drills for escape procedures;

E. It has organized a Hospital Search Committee, chaired by the
Superintendent, to implement the administrative aspects of the
search plan; and

F. It has put baffles in heating vents to prevent further accidents.
In spite of such reforms, however, there is more to be done for

mental patients in Region Four.

A. General Recommendations for Service of the Mentally 111
The Special Committee came to realize that there was no question

of trying to fix culpability on any one person or office. The physical
property and a highly impersonal system are responsible for the
death of Richard Cunningham. The fact that he ended his life in a
supposedly locked room pointed to the inadequacy of facilities. On

REFORMS ALREADY INITIATED

RECOMMENDATION FOR IMPROVED SERVICE.
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examination the Committee discovered that many of the eighty-
seven buildings are outmoded, with locks that are old and easily
opened. It is a veritable “rabbit warren” of interconnected passages
that are over one-hundred years old. The investigators concluded that
security-wise the plant was as ineffective as it was unsuited to
rehabilitative purposes.

In referring to the impersonality of the system, it must be
admitted that at no time did authorities at Danvers State Hospital try
to conceal defects in their operational procedures. Assisted by
candor, therefore, the Committee determined that the following
recommendations, which are administrative in nature, would be the
most immediately beneficial innovations to introduce:

1. Since Danvers is a hospital it should operateconsistentlyas one
insofar as record-keeping is concerned. It should obligate doctors and
nurses to keep daily written notes about the progress of patients; it
should insist on the clarity and adequacy of such records; and it
should rule out verbal information as appropriate evidence of the
need for inter-institutional transfer.

2. The Hogan Regional Center and the Danvers State Hospital
should coordinate search procedures so that the uniformity and
immediacy of the operation might initiate a more readily effective
method of patient-recovery. They should also post the number of
persons missing each day so that general awareness may be
intensified.

3. The Danvers State Hospital should adopt a more aggressive
advertising campaign to obtain highly competent staff members and
attendants. It should investigate the possibility of affiliating with
nursing schools so that a measure of continuity in informed staffing
may be assured.

4. In accordance with the redraft of the Emergency Medical
Procedure by the Department of Mental Health, the hospital should
see that all its non-medical staff have current first-aid training.

B. Specific Recommendations for Service of Adolescents
The Danvers State Hospital, acting on the current willingness of its

administrative and direct-service staffs to collaborate, should initiate
programs for treating severely disturbed adolescents in a newly-
formed Adolescent Unit on its own grounds. This innovation,
however, deserves some elaboration which the next section discusses
briefly:
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The Special Committee’s investigation brought forth expressions
of interest of an official nature that suggest the possibility of
important physical changes at the Region Four plant. The discussion
of this situation led to the attempt to discern the role of legislative
agencies in regard to responsibility for state hospitals. It was noted
by the Committee that the Department of Public Health could
authorize the use of the Medical Building at Lemuel Shattuck
Hospital for older patients but only if there were a high ratio of staff
per patient. However, since the financial situation at the Danvers
State Hospital is in critical condition due to the 1975 budget cut the
failure of the hospital to receive accreditation indicates the urgency
for legislative interest in the Region IV issues mentioned in this
report.

2. The Potential for Change
After communication with the Office for Children, the Special

Committee members and the administrators of Region Four agreed
that Danvers State Hospital is ill-prepared to handle patients under
twenty-one years of age. Since, according to figures furnished by the
Office for Children, it treats only one hundred and eighty young
people a year, with a daily census of approximately twenty, it can
offer little in educational, vocational, or diversional programs, or in
custodial care for high-risk adolescents. But, although the whole
Department of Youth Services and the Eastern Massachusetts
Chapter of the National Association of Social Workers express
concern about young people committed to Danvers, the Committee
realized that budgeting for progressive programs is a priority neither
with the Danvers administration nor with the Regional Office of the
Department of the Mental Health Office. However, it urges that by
the polling of the resources of such agencies as; the Division of
Youth Services, the Office for Children, the Department of Mental
Health, and the Department of Public Welfare, there be immediate
efforts made to provide adolescents with specific diagnosis and
treatment aimed at the ultimate objective of returning them to the
community whenever it is possible to do so. In support of the
suggestions made by Edward L. Raynard, Regional Director of the
Office for Children, the Committee members urge the following
improvements which he believes would be practically possible.

1. The Physical Situation at Region Four
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a) that an Adolescent Unit, equipped to study with a view to
resolving the problems of young mental patients, be established on
Danvers State Hospital grounds; and

b) that programs aimed at the multi-faceted development of even
the most seriously disturbed patient be organized in such areas as,
but not limited to, psychiatric counseling, health and educational
services.

They likewise recommend that communication between
hospital and the Region IV Office for Children be kept opeiWf
continuous, and candid and that the uniqueness of the adolescent
who is committed to a large mental institution be recognized and
given priority at all times. Finally, they request that the Department
of Mental Health incorporate the cost of these changes into its 1976
budget.

It is noted here that the Region IV Office for Children has, since
this matter came to be investigated, continued to meet with Region
IV Department of Mental Health officials. The results, though at
times painstakingly slow are, to date, as follows:

1) The Region IV Office is ready to provide a building at Danvers
State Hospital for severely emotionally disturbed delinquents. It is
anticipated that a private agency will be contracted with to provide
services for this program.

2) Another group identified by cooperative efforts of several
agencies are the severely emotionally disturbed individuals who are
considered delinquents. The Department of Mental Health has few, if
any, services to adequately provide for such individuals in Region IV
and plans to provide some are still being formulated.

3) The administration at Hogan Regional Center has determined
to conduct a survey of its residents to determine if there are
individuals who are severely emotionally disturbed, as opposed to
being retarded, at the center.

While the Committee has voiced impatience with the difficulty
identifying needs and providing appropriate services, it is pleased ate.
the progress in providing for the disturbed delinquent. It hopes that
the channels of communication which have now been opened with
the mutual agreement cited above will continue open and provide for
a swifter resolution of the problems documented in each of the other
critical areas.
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Finally, in completing this report the members of the Special
Committee do not leave these issues unresolved but submit them to
the Special Committee on Mental Retardation created by Chapter 19
of the Resolve of 1970 and expanded by Chapter 6 of the Resolve of
1974.
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