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BOARDING-OUT SYSTEM

Primary Disciplinary Field(s): Psychiatry, Social Policy, Mental Healthcare Reform

1. Core Definition

The Boarding-Out System, particularly within the context of 19th and early 20th-century mental
healthcare, denotes a structured and often state-subsidized arrangement wherein individuals
suffering from severe psychiatric or psychotic conditions are transferred from large, often
overcrowded, institutional settings (asylums) into the care of private families or smaller, non-
specialized institutions within the community. This practice served as a crucial, early attempt at
deinstitutionalization, prioritizing a family environment over the often sterile and regimented
atmosphere of traditional mental hospitals. The fundamental premise of the system was to provide
a more domestic, humane, and potentially therapeutic setting, recognizing the detrimental effects
of long-term confinement on mental well-being and social integration.

Unlike purely voluntary foster care arrangements, the Boarding-Out System was typically
formalized through legislative or governmental oversight. It required the explicit consent of the
primary caregiver or the patient's legal guardian, ensuring that the transfer was not purely
administrative but involved a degree of choice concerning the setting of care. Crucially, the system
involved financial mechanisms: allowances were provided to the host families or private carers,
and specific services necessary for the patient's care, rehabilitation, and maintenance were funded
by the state or local poor relief bodies. This financial support was essential, acknowledging the
burden and specialization required to care for individuals with significant mental health needs,
thereby making the arrangement viable for working-class families who often served as caregivers.

While the term encompasses various localized models across different nations, the core functional
element remains the regulated placement of the mentally ill into community settings as a direct
alternative to asylum incarceration. The patients placed were typically those deemed non-violent,
chronically ill, or those whose conditions were stabilized but required ongoing supervision and
routine. It represented a policy shift away from the warehousing model of mental healthcare toward
an acknowledgment of the potential benefits derived from integration, vocational activity, and
normalization provided by a typical family setting, contrasting sharply with the isolation and
institutional drift experienced in centralized facilities.

2. Etymology and Historical Development

The historical roots of community care for the mentally ill predate formal state systems by
centuries, most famously centered around the village of Gheel, Belgium. Since the 13th century,

Gheel developed an enduring tradition where pilgrims seeking miraculous cures for mental
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affliction were integrated into the local community, living and working alongside the residents. This
spontaneous, religiously-motivated system of family care served as a powerful conceptual
predecessor to the formalized Boarding-Out System adopted by 19th-century reformers. Gheel
demonstrated, on a large and sustained scale, that individuals with severe mental health issues
could be managed humanely and safely outside the walls of specialized institutions, challenging
prevailing notions of necessary segregation.

The concept gained significant institutional traction during the mid-19th century, particularly in
response to the rapid overcrowding and documented abuses within the massive asylums
established earlier in the century. Reformers recognized that while asylums provided sanitary
conditions and professional oversight, they failed catastrophically in promoting recovery or
rehabilitation for chronic patients. France, under the pioneering work of figures like Jean-Etienne
Esquirol, experimented with community placement models. However, the system found its most
structured legislative footing in Scotland. The Scottish Lunacy Commission, established in 1857,
formally promoted boarding-out as a policy tool to manage the chronic mentally ill, particularly
those categorized as 'pauper lunatics,' providing rigorous supervision and ensuring financial
support for the foster families, thereby creating a model that emphasized inspection and
accountability.

The adoption of boarding-out spread to other parts of the British Empire, including Australia, New
Zealand, and Canada, typically focusing on patients whose conditions were considered incurable
but manageable outside the strict confines of the asylum. This period of development coincided
with broader Victorian social reforms aimed at improving the conditions of the poor and vulnerable.
However, unlike the spontaneous, therapeutic nature of Gheel, the 19th-century state-sponsored
systems were primarily driven by twin motivations: humanitarian concerns regarding the quality of
life for the patients, and pragmatic economic considerations aimed at reducing the massive cost
burden of maintaining expanding central asylum facilities. The system, therefore, served as both a
progressive reform and a cost-saving measure, defining its dual legacy.

3. Primary Context and Objectives

The primary objective driving the implementation of the Boarding-Out System was the urgent
need to address the crisis of asylum overcrowding that plagued industrialized nations throughout
the 19th century. As the population grew and diagnoses of chronic conditions increased, existing
mental institutions became overwhelmed, leading to deterioration in patient care, sanitation issues,
and a reliance on custodial rather than therapeutic methods. By moving stable, long-term patients
into private homes, authorities could free up valuable space in centralized institutions for acute
cases requiring intensive medical and psychiatric intervention, optimizing the use of scarce
resources.
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A secondary, but highly significant, objective was the normalization and humanization of care.
Reformers believed that immersion in a typical family environment--with its inherent routines, social
interactions, and domestic responsibilities--was infinitely more beneficial for the patient's long-term
mental health than the rigid, often dehumanizing, structure of the large asylum. The environment of
the private home often offered opportunities for meaningful, if simple, labor (such as chores or farm
work), promoting a sense of utility and self-worth that was impossible to cultivate in the massive,
isolated institutional setting. This focus on domesticity and engagement aimed explicitly at
mitigating the effects of "institutionalism," the psychological deterioration resulting from prolonged
detachment from normal social life.

Furthermore, the system was intended to decentralize mental healthcare responsibility. By
involving private citizens and families in the care process, the burden was distributed, and
institutional stigma was subtly challenged. The allowance paid to the carers served not merely as
compensation but as a recognition of their social contribution. This model implicitly acknowledged
that recovery and maintenance were not solely the province of specialized medical professionals
but were profoundly influenced by the social determinants of health, including community support
and stable living conditions. The success of the system was heavily dependent upon the quality of
the selected private homes and the vigilance of the supervising medical officers and inspectors.

4. Key Characteristics and Implementation Models

The functional architecture of the Boarding-Out System relied on several core characteristics that
distinguished it from modern foster care or general poor relief. Firstly, placement was highly
regulated. Potential host families were rigorously vetted by medical authorities and social welfare
boards to ensure they could provide a safe, sanitary, and compassionate environment. These
checks often included assessments of the family's character, economic stability, and proximity to
medical services. The goal was to ensure the patient was not simply being handed over for cheap
labor or neglect.

Secondly, continuous medical and administrative supervision was non-negotiable. Unlike purely
private arrangements, the state or regional lunacy boards retained ultimate responsibility for the
welfare of the boarded-out patients. Regular, often unannounced, visits were conducted by
inspectors or designated medical officers whose duties included reviewing the patient's physical
and mental status, ensuring the proper administration of any required medication, and verifying
that the allowances provided were being used exclusively for the patient's benefit. This oversight
mechanism was designed to prevent the system from regressing into a form of hidden custody or
neglect, which was a frequent historical criticism of poor relief systems.

Thirdly, financial arrangements were critical to the system's longevity. The allowance provided to
the host family was intended to cover the costs of board, lodging, and basic necessities, and
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sometimes included a small stipend for the carer's labor. This economic incentive allowed people
of modest means to participate, providing a crucial network of care. Without this financial support,
the humanitarian effort would have been unsustainable. Moreover, the allowance amount was
frequently reviewed and adjusted based on the patient's specific needs, such as requirements for
specialized diets or additional supervision, maintaining a link between care quality and financial
remuneration.

Implementation models varied significantly geographically. While the Scottish model emphasized
scattered placements across rural areas, other regions, like the early American colony
experiments, sometimes clustered placements near existing smaller hospitals or poorhouses to
facilitate easier medical access. The patient population selected often focused on chronic, non-
acute cases--patients who might never fully recover but who were manageable and stable,
demonstrating the system's utility primarily for long-term maintenance and social integration rather
than acute rehabilitation.

5. Advantages and Disadvantages

The advantages of the Boarding-Out System, when executed properly, were substantial. For the
patient, the most profound benefit was the escape from the often demoralizing and monotonous life
of the large asylum. Placement in a private home often led to improved dietary intake, increased
personal freedom, and, crucially, social stimulation. Patients often experienced a reduction in
institutional behaviors (such as pacing or muttering) and showed significant improvements in
overall demeanor and responsiveness due to the normalized family environment and personalized
attention that was impossible in a facility housing hundreds or thousands of patients.

From a systemic and economic standpoint, boarding-out offered significant cost savings compared
to constructing and maintaining specialized psychiatric hospitals. The lower overhead costs
associated with community placements allowed governments to stretch limited mental health
budgets further. Furthermore, the system acted as an effective decentralized mechanism for
dealing with escalating patient numbers, mitigating the political pressure caused by asylum
overcrowding and the necessity of constant institutional expansion, thereby proving to be a
pragmatic solution for long-term custodial care.

However, the system faced considerable inherent disadvantages and criticisms. The quality of care
was highly inconsistent, depending entirely on the goodwill, competence, and commitment of the
individual host family. Without rigorous and frequent inspection, the system was highly susceptible
to abuse, neglect, and exploitation, particularly where patients were viewed primarily as a source of
supplementary income or cheap labor. Concerns arose that, in poorly monitored arrangements, the
patient could simply become a prisoner in a private house, lacking the institutional safeguards,
however flawed, of the central asylum.
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Another significant criticism centered on the lack of specialized therapeutic resources in the
community setting. While the normalization was beneficial for stable patients, those requiring
complex medical intervention, specialized therapies, or intensive crisis management could not be
adequately served by the average host family. The system, therefore, tended to exclude the most
severe or acutely disturbed patients, limiting its overall scope. Furthermore, local communities
sometimes exhibited resistance or stigma toward the presence of "lunatics,” leading to potential
social isolation for the patient despite their physical integration into the neighborhood.

6. Comparison with Deinstitutionalization and Foster Care

The Boarding-Out System is often seen as a critical precursor to the massive mid-20th-century
movement of deinstitutionalization, but key distinctions exist. Deinstitutionalization, spurred by the

advent of effective psychotropic medications and political shifts in the 1960s and 70s, aimed at
emptying the asylums entirely, transitioning care to state-funded community mental health centers
and specialized residential facilities. Boarding-out, conversely, was typically intended for a small,
stable minority of the chronic population and often operated concurrently with large asylums, which
remained the primary site for acute and complex care. Boarding-out aimed at supplement control,
whereas deinstitutionalization aimed at radical restructuring.

The organizational difference lies in the infrastructure. Deinstitutionalization promised (though often
failed to deliver) a sophisticated network of community resources, including day treatment centers,
vocational training, and specialized housing staff. The Boarding-Out System, by contrast, relied
on the generalized infrastructure of the private home and the financial allowance, with oversight
provided remotely by asylum staff or inspectors. While both aimed for community placement, the
modern model emphasizes clinical support integrated into the community, while the historical
model emphasized domesticity supplemented by occasional clinical checks.

When compared to general foster care, the primary difference is the population served. While
foster care traditionally addresses the needs of children or vulnerable adults who cannot live with
their biological families due to various forms of neglect or abuse, the Boarding-Out System
specifically targeted individuals certified as having a psychotic condition or chronic mental illness
requiring legally recognized supervision. Moreover, the state's involvement in the boarding-out
process was explicitly rooted in lunacy laws and psychiatric certification, distinguishing it from
broader social welfare placements which deal with social, rather than strictly clinical, vulnerability.

7. Ethical and Regulatory Considerations

Ethical scrutiny of the Boarding-Out System centers heavily on patient autonomy and informed
consent. Although the source content notes that the transfer was voluntary and with the primary
carer's consent, the context of 19th-century pauper patients or those deemed legally incapable
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raises serious questions about the true voluntariness of the arrangement. For many who had spent
decades institutionalized, the "choice" to move into a private home, often in exchange for
performing basic labor, was made under the heavy constraint of poverty and institutional
dependency, blurring the lines between compassionate care and administrative necessity.

Regulatory rigor was, therefore, the essential moral safeguard of the system. The requirement for
continuous inspection, particularly in models like the Scottish system, was an attempt to impose
state accountability over private arrangements. Regulations usually dictated minimum standards
for living space, diet, and access to medical attention. The failure of these regulatory mechanisms,
often due to understaffing or bureaucratic apathy, frequently led to the system's decline or eventual
scandal, highlighting the inherent tension between distributing care responsibilities and maintaining
central oversight for vulnerable populations.

Modern ethics views institutional placement through the lens of the least restrictive environment
principle. The Boarding-Out System, despite its historical flaws, championed this principle
decades before it became standard in mental healthcare legislation. It acknowledged that
confinement was often unnecessarily restrictive for many chronic patients. However, the system's
reliance on non-professional carers and the potential for financial exploitation remain salient ethical
challenges, emphasizing the need for robust professional training and constant patient advocacy in
any decentralized care model.
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