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TRAINING SCHOOL (Institutional Care Model)

Primary Disciplinary Field(s): Special Education, Developmental Psychology, Social History,

Public Health

1. Core Definition and Institutional Function

The term Training School refers to a specific type of residential rehabilitation institution

established primarily during the late 19th and early 20th centuries, designed for the long-term care,

instruction, and habilitation of children and adults diagnosed with cognitive retardation or

intellectual disability. These institutions represented a significant, though ultimately flawed,

evolutionary step away from purely custodial asylum models, emphasizing the potential for

intellectual and vocational growth among residents. Unlike pure custodial facilities which focused

solely on basic physical maintenance and segregation, the Training School model purported to

integrate structured educational and therapeutic programs aimed at maximizing the individual's

functional capabilities within a controlled environment.

Central to the operational structure of the Training School was the utilization of an

interdisciplinary team approach, intended to address the holistic needs of the residents. This

team typically comprised a diverse group of specialists, including physicians, registered nurses,

special education teachers, vocational instructors, psychologists, and various allied health care

practitioners such as occupational therapists, physical therapists, and speech-language

pathologists. The philosophy underpinning this structure assumed that comprehensive

development required coordinated efforts across medical, psychological, educational, and social

domains, thereby justifying the concentration of resources and expertise within a single, large

facility. The goal was to render coordinated services encompassing health care, vocational

preparation, structured residential living, specialized training, and organized leisure activities, all

under one organizational umbrella.

While the stated mission often involved preparing residents for eventual community integration or

minimizing dependency, the reality of the Training School setting frequently necessitated

permanent, long-term placement. The institution functioned as a complete ecosystem, providing

shelter, sustenance, and a highly regulated schedule of activities. Despite the emphasis on

'training,' the institutional nature often overwhelmed the rehabilitative goals. The sheer scale of

operations--many facilities housed hundreds or even thousands of individuals--combined with

bureaucratic oversight and persistent resource constraints, meant that individualized attention and

genuine rehabilitative success were often compromised, leading to outcomes more akin to

custodial segregation than true rehabilitation.
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2. Historical Genesis and 19th-Century Context

The concept of the Training School emerged from the broader movement in the mid-19th century

that sought specific, specialized care for individuals with intellectual disabilities, moving away from

housing them indiscriminately alongside individuals with mental illness in standard psychiatric

hospitals or poorhouses. Early pioneers, influenced by Enlightenment ideals and pedagogical

optimism, such as Édouard Séguin, championed the belief that intellectual disability could be

mitigated, if not cured, through highly structured, sensory, and moral training. This period of initial

optimism fueled the establishment of state-supported institutions designated explicitly for

educational and therapeutic purposes, leading to the adoption of names like 'School for the

Feeble-Minded' or 'Training School.'

The institutional model evolved through distinct phases. Initially, during the 1850s and 1860s,

these facilities genuinely focused on instructional objectives, prioritizing younger residents believed

to be the most receptive to training. However, by the late 19th century, factors such as increasing

population size, institutional overcrowding, and the emerging influence of eugenics shifted the

mandate. The focus increasingly pivoted from rehabilitation to permanent segregation and

custodial care. Eugenics proponents viewed intellectual disability as a threat to the social order,

justifying isolation not merely for the individual's benefit but for the supposed protection of society.

This intellectual shift greatly impacted the operational reality of the Training School, transforming

educational settings into large, often isolated, and highly controlling residential centers.

The establishment of Training Schools also reflected prevailing societal assumptions about

competency and morality. The institutions were often situated on sprawling rural campuses,

intended to foster self-sufficiency through manual labor, particularly in agriculture. This isolation

served multiple purposes: it removed the residents from public view, reinforced the idea of

institutional self-support through the residents' own work (often unpaid), and maximized control

over their daily lives. By the early 20th century, the term Training School remained in use, even

when the actual training component had significantly diminished, replaced by routinized living and

structured confinement, solidifying their role as lifelong residences for many individuals.

3. Interdisciplinary Service Delivery Model

The interdisciplinary service model championed by Training Schools was theoretically advanced

for its time, contrasting sharply with the purely medical or purely custodial models of previous eras.

The inclusion of vocational rehabilitation specialists was particularly crucial, providing instruction in

manual trades, domestic skills, and basic labor intended to foster productivity and self-worth.

Health services were comprehensive, ranging from routine medical care to complex psychiatric

and neurological interventions, managed by dedicated institutional medical staff who resided or

worked exclusively on campus.
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Furthermore, the reliance on allied health care practitioners distinguished these settings.

Occupational therapists focused on daily living skills and sensory integration, physical therapists

addressed mobility and gross motor function, and speech therapists worked on communication

abilities. This highly specialized, centralized delivery system was initially viewed as the most

efficient and effective way to manage complex developmental needs. The concentration of these

resources was necessary due to the severe lack of community-based specialists capable or willing

to work with individuals with significant intellectual disabilities outside of institutional walls.

However, the implementation of this interdisciplinary structure was frequently hampered by

practical constraints. Staff-to-resident ratios were often poor, especially outside of peak clinical

hours, meaning that highly trained professionals often spent disproportionate time on basic

custodial duties rather than specialized therapy. Moreover, internal professional hierarchies

sometimes led to fragmented care, where medical needs overshadowed educational or social

development goals. While the model aimed for comprehensive care, the reality was often a highly

regimented system where standardization took precedence over the personalized care that true

rehabilitation demands, particularly when managing hundreds of residents simultaneously.

4. The Ideal vs. The Reality of the Residential Environment

A central tenet promoted by advocates of the Training School model was the provision of home-

like environments, a concept intended to mitigate the sterile and oppressive atmosphere typical

of large custodial asylums. This ideal was often represented through architectural choices, such as

grouping residents into smaller cottages or dormitories designed to foster familial or small-group

dynamics, rather than housing them in massive hospital wards. The aim was to create a sense of

belonging, warmth, and normalcy through structured routines that mimicked a large, communal

household.

The source material notes, however, that this ideal was "rarely reached in practice." The inherent

nature of institutionalization worked against the creation of genuine home-like settings. Scale was

the primary antagonist; managing hundreds of individuals meant imposing rigid, standardized

schedules for feeding, bathing, and activities, stripping away personal autonomy and individuality--

the very essence of a home environment. The necessity of efficient administrative control often

superseded the need for personal comfort or flexibility. Furthermore, staffing issues, including high

turnover and reliance on poorly trained or low-paid attendants, frequently resulted in impersonal or

even neglectful care, undermining any superficial architectural efforts to simulate domesticity.

The reality of living in a Training School often involved extensive communal living, limited personal

space, and the strict enforcement of rules designed for institutional efficiency rather than individual

flourishing. Personal possessions were often restricted, privacy was nonexistent, and interactions

were governed by a professional hierarchy rather than familial bonds. Therefore, while the rhetoric
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of the "home-like environment" provided a positive public face for the institutions, the actual

experience for residents was typically one of institutional confinement, rigid routine, and

profound segregation from the norms of community life, highlighting the significant gap between

institutional aspiration and practical execution.

5. The Shift Towards Deinstitutionalization

The typical usage of Training Schools began to decrease significantly during the latter half of the

20th century, a dramatic shift driven by profound socio-political changes, legal challenges, and

mounting ethical scrutiny. This decline forms the core narrative of the deinstitutionalization

movement. The movement was fueled by civil rights advocacy, parent groups demanding better

conditions and integration for their children, and damning media exposes that revealed widespread

abuse, neglect, and substandard living conditions within these large, isolated facilities.

Critical to the decline was the emergence and adoption of key conceptual frameworks, notably the

Normalization Principle, first articulated significantly by Bengt Nirje and later refined by Wolf

Wolfensberger. This principle posits that people with disabilities should live lives and receive

services that are as close as possible to the conditions and patterns of mainstream society. The

very existence of Training Schools--large, segregated, and isolated--was fundamentally antithetical

to this principle. Legal precedents, such as the landmark 1972 case of Wyatt v. Stickney in the

United States, established the constitutional right to treatment in the least restrictive setting, legally

challenging the necessity and appropriateness of massive institutions.

The result was a systematic, albeit gradual, transition toward community-based support systems

(CBSS). Governments began investing in smaller, group homes, supported living arrangements,

and personalized support services that allowed individuals to live within their communities rather

than being confined institutionally. This massive policy shift led to the closure or severe downsizing

of most traditional Training Schools by the turn of the 21st century, marking the end of an era

defined by centralized, segregated care for individuals with intellectual disabilities. The decline was

thus a reflection of a societal evolution toward recognition of the human rights and inherent dignity

of people with disabilities.

6. Key Characteristics of Institutional Function

The structure and daily life within a Training School followed specific, defining patterns that

differentiated it sharply from typical community living:

Congregate Living Arrangements: Residents were housed together in large numbers, typically in

dormitory or cottage settings, rather than in individualized apartments or family units, minimizing

personal space.

Highly Regimented Schedules: Daily life was dictated by strict institutional schedules covering
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waking, sleeping, meals, and activities. This structure prioritized logistical efficiency over individual

choice or spontaneous action, minimizing autonomy.

Professional Hierarchy: Decision-making authority rested almost entirely with professional staff

(administrators, physicians, and supervisors), leaving residents with minimal autonomy or

participation in their own life planning or decision-making processes.

Emphasis on Vocational Efficiency: Training was often geared toward preparing individuals for

low-wage, unskilled labor within the institution itself (farm work, laundry, kitchen duty), sometimes

blurring the line between training and unpaid labor exploitation for institutional benefit.

Isolation and Segregation: The physical location of the institutions was usually remote,

intentionally separating residents from mainstream community life, which severely limited

opportunities for social integration and skill generalization necessary for independent living.

Medicalized Perspective: Intellectual disability was often framed primarily as a medical condition

requiring institutional oversight and therapeutic intervention, reinforcing dependency rather than

viewing it as a social condition requiring environmental support and accommodation.

7. Criticisms and Ethical Debates

Criticisms leveled against the Training School model are manifold and center fundamentally on

human rights and ethical care standards. The most significant critique involves the concept of

segregation. By isolating individuals with intellectual disabilities, the institutions effectively denied

them fundamental civic rights, educational opportunities, and the chance to develop necessary

social skills through typical community interaction. This isolation often led to stagnation of

development rather than active rehabilitation, undermining the very purpose implied by the

institution's name.

Furthermore, ethical debates focused heavily on the quality of life and treatment within these

facilities. Reports frequently documented conditions characterized by overcrowding, lack of

sensory and intellectual stimulation, physical and psychological abuse by poorly monitored staff,

and excessive reliance on chemical or physical restraints to manage behavior for institutional

convenience. These failures demonstrated that the institutional setting, regardless of initial

idealistic intentions, was inherently susceptible to practices that violated the dignity and rights of

the residents. The lack of external accountability inherent in large, isolated state-run systems

proved a persistent problem that required systemic reform.

The economic viability of these institutions was also highly debated. While initially presented as

cost-effective solutions, the long-term cost of maintaining large physical plants and the high staffing

needs necessary for adequate care became prohibitive. Moreover, critics argued that the societal

cost of lost human potential and the failure to integrate productive citizens far outweighed any

perceived savings. The ultimate conclusion drawn during the late 20th century was that

segregation was neither ethically justifiable nor financially sustainable when measured against the
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demonstrable success and improved quality of life afforded by comprehensive, person-centered

community supports.
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