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THE PROLETARIANIZATION OF NURSING 
IN THE UNITED STATES, 1932-1946 

David Wagner 

There have been many studies of the development of an industrial work force 
with all its attendant hardships as newly proletarianized peasants were thrown off 
the land and into factory labor. The author postulates that a similar process occurred 
in the creation of at least one modern “profession”-nursing-as the traditional 
autonomy of private practice nursing w!as displaced by institutional nursing in 
hospitals and nursing homes. 

Prior to  the Depression, most nurses worked in private duty-as independent 
entrepreneurs-without the regimentation, rigid division of labor, and intense super- 
vision characteristic of modem hospitals. The collapse of the U.S. economy made 
it impossible for most nurses to continue to earn a living privately at the same time 
that hospitals required cheap labor power in order to develop as viable businesses. 
Despite the promise of job security in hospital work, most nurses resisted the change 
by criticism, sabotage, walking away from jobs, and attempts at unionization. 
Hospitals sought in response to inculcate loyalty by a variety of methods, including 
screening of applicants, in-service training, and professional ideology. In some 
instances, hospitals coerced private nurses into “staff’ jobs by threatening their 
ability to secure business on their own. By the end of World War 11, the majority of 
nurses were employed, for the f i s t  time, as wage earners for institutions. The entire 
period was marked by such discord and revolt on the part of nurses, however, that 
the American Nurses’ Association was transformed as an organization in order to 
avoid massive unionization. 

The study points out that this unwritten history of nursing has been obscured by 
professional nursing leaders who are still suppressing revolts of rank-and-file nurses 
against the conditions of hospital work. 

Historic social and economic changes beginning with the decline of feudalism in 
Europe led to the creation of an industrial working class in the Western world. This 
process-which included the forcible expulsion of the peasantry from the land, the 
decline of the handicraft production and artisanal skills, and the rise of factory pro- 
duction-has been well studied and documented by social historians and sociologists. 
The resistance of newly proletarianized elements to their fate, the crisis of legitimizing 
the new state of affairs, and the protests of working-class groups have been the focus 
of a new school of social historians including E. P. Thompson, Eric Hobsbawn, and 
others. 

There has been little corresponding historical analysis, however, of the decline of 
autonomy and private entrepreneurship among professional workers which has led to 
an increasing similarity in work processes and professional organizations to industrial 
groups, nor of their resistance to these changes. 
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This paper attempts to study how one profession-nursing-was stripped of its 
historic independence from wage labor and came to be employed in overwhelming 
numbers in hospitals and other institutions. Nursing history has been characterized 
not by a rise in professional autonomy, responsibility, and prestige-as it is sometimes 
portrayed by professional leaders-but by a diminution of independence, increasing 
stratification and division of labor, and growing revolt against assembly-line conditions. 

This study focuses on organized nursing in the United States from the beginning of 
the Depression to the 1946 convention of the American Nurses’ Association (ANA). 
It was the 1930s and 1940s which saw the creation of a nursing labor force tied to 
hospitals. In 1930, between 70 and 75 percent of all registered nurses (RNs) were 
self-employed as private duty nurses; by 1946, only between one-sixth and one- 
quarter of all nurses were still self-employed. In 1929, only about 4,000 nurses were 
employed by hospitals for salaries. By the end of World War 11, the majority of RNs 
were “staff’ or “general duty” nurses employed in the wards of hospitals.’ This 
period, moreover, is hardly one of just statistical change. These years witnessed the 
development of modern hospital personnel policies; the emergence of a division of 
labor between RNs, LPNs (licensed practical nurses), and aides; and the growth of 
hospital programs to  inculcate their work forces with an institutional and professional 
loyalty. The period also illustrates a growing resistance by rank-and-file nurses to the 
deteriorating conditions. Their continued resistance eventually led to  a national crisis 
in World War I1 with nurses being portrayed as unpatriotic. The revolt of newly 
proletarianized hospital nurses further led to widespread protest and threats to union- 
ize which culminated in 1946 in the transformation of. the ANA from a professional 
lobbying group to a collective bargaining agent. 

This study cannot be conclusive due to the relative absence of source material on 
rank-and-file nurses. Like other working groups, most hospital and private duty 
nurses worked so hard that they had little time or energy to  record their experiences. 
There were few organized groups of nurses on a local level independent of the ANA. 
As a result, we are greatly limited to the nursing professional journals and secondary 
sources. These journals, it should be noted, do reflect the socio-political changes of 
these years in their ambivalent attitude toward the reported complaints of the ranks. 
They rarely, however, provide us with first-hand accounts of the actions and emotions 
at the bottom, because most articles in these journals were written by directors of 
nursing, administrators, and nursing educators. With this in mind, it is hoped that 
the account below will stimulate further study and exploration of sources in this very 
dramatic period of nursing history. 

THE TRADITIONAL NURSING SYSTEM 

In order to understand the development of modern professional nursing, it is 
necessary to review the health care system as it existed prior to the Depression. 

‘Although the massive move into hospital nursing is uncontested, the exact figures of the 
number of private duty and “staff’ nurses are somewhat contradictory. I have relied on figures in 
contemporary accounts in the American Journal of Nursing and Trained Nurse and Hospital 
Review which give estimates of 70-75 percent private duty nurses in 1930 and use the 4,000 figure 
for staff nurses in 1929. The 1946 figures vary from the low of 114,000 reported in reference 1 
to 160,000 in reference 2. 
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Traditionally, Americans were reluctant to  enter hospitals for treatment of illness. 
Middle- and upper-class patients were cared for at home, even if afflicted with the 
most severe diseases. Hospitals initially grew up in the 19th century as places for 
lower-class people, some of whom were ill but many of whom were destitute and 
felt by families, town fathers, and society to  need the supervision of an institution. 

While the public often attributes the advances of modern medicine to the tireless 
efforts of physicians, the development of nursing actually provided many of the 
advances for which medicine has taken the credit. By the late 19th century, it was 
clear that without antiseptic conditions, adequate nutrition, pre- and post-operative 
monitoring, and rehabilitative care, no amount of diagnostic or surgical skill would 
save lives. Nursing provided the actual care for patients once the doctor made his 
short visit .’ 

The private duty nurse became a major figure in medical care. She was trained in a 
hospital school of nursing for two to  three years and upon graduating practiced as a 
private entrepreneur, usually for affluent individuals in need of nursing care. These 
nurses, whether working in homes or in hospitals, were paid for by families and 
patients rather than employed by the hospital. The role of the private duty nurse 
was ambiguous, as illustrated by Susan Reverby’s study ( 5 ) .  On the one hand, she 
was a professional, indispensable in the recovery of patients. On the other hand, 
the personalistic relationship of employment in the home led to  her use by patrons 
as servant, maid, cook, and housemother. The contradictory status of private nursing 
remains a central problem in the history of nursing. As with other female occupations, 
nursing’s attempt to  achieve professional status has been weakened by the traditional 
association of women with household work. Rather than being paid wages, private 
duty nurses were greatly compensated in room and board, historically depressing their 
wage levels relative to  other professional workers. Moreover, because of the association 
of nursing with household work, a wide variety of women workers, untrained by the 
definitions of the nascent nursing profession, grew up simultaneously providing cheap 
competition for those nurses who had trained at a nursing school. 

Meanwhile, hospitals operated not on the basis of paid labor, but by using nursing 
students to  operate their wards. Most nursing students were immediately put t o  work 
on the wards, spending only four to  six months in actual course work, putting in a 
total of three years of unpaid labor for hospitals. Hospitals were able to  grow into 
profitable institutions greatly on the basis of this free labor : they provided student 
nurses only with room and board and a small amount of spending money in exchange 
for 12 to  16 hours a day of work. Usually the hospital hired only a paid director of 
nursing, several supervisors and head nurses, and a few nursing instructors. Even this 
system of “education” was a sham as it was later exposed that hospitals hired “nursing 
instructors” without high school degrees, provided little supervision, and turned out 
students so poorly trained that the hospitals would later refuse to  issue them 
references (6) .  

Since each student nurse meant greater profit for the hospital, they were “trained” 
at an incredible rate. Between 1900 and 1929, the number of nursing schools soared 
from 432 to 1,885, as noted in Table 1. 

‘The best accounts of nursing’s role in actually developing American medicine are included 
in several feminist works, e.g. references 3 and 4. 
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Table 1 

Growth in American nursing schools and students, 1900-1 929“ 

Year Number of Schools Number of Graduates 

1900 
1910 
1920 
1929 

432 
1,129 
1,755 
1,885 

11,164 
32,636 
54,958 
78,771 

“Source, reference I. 

Nursing leaders estimated that there were ten times as many nursing schools than 
were actually necessary for patient care. In 1920, for example, there were 149,128 
nurses, yet by 1930 there were 294,263-a 97 percent increase while the population 
had increased by only 16 percent. Added to  this were 153,000 “untrained nurses” 
who had achieved “degrees” by methods such as correspondence schools, unlicensed 
programs, and fraud. In some cities in the 1920s, one out of every ten women workers 
was a nurse (2). A 1928 study indicated that widespread unemployment existed in 
the field because of the surplus of nurses. 

The nursing profession was not oblivious to  the situation. As early as 1910, nursing 
leaders had called for fewer schools, tougher admission policies, tighter registration 
to  control practitioners, and transfer of nursing education to  universities. In 1923, 
the famous Goldmark Report on Nursing, paid for by the Rockefeller Commission, 
endorsed a proposal of exchanging student labor for graduate nurses in hospitals, 
mandating a B.S. degree, and splitting nursing duties so that RNs would perform only 
professional work while “subsidiary workers” would perform housekeeping and other 
routine chores. However, these proposals went unheeded by both hospital managers 
and private duty nurses. For hospitals, the only criterion for a good nurse was good 
health and sufficient strength to  be able to  perform 16 hours of drudgery. Nursing 
skills were not yet standardized; rather, “tasks were learned through constant repeti- 
tion and adherence to each hospital’s ‘one right way’ of performance.” (8) 

Hospitals regarded themselves as charitable, quasi-religious institutions which cared 
for their students and workers in the same paternalistic way as their patients. Reverby 
notes(8,p.211) that: 

. . . both patients and workers were seen as recipients of the institutions’ charity. 
Workers were disciplined, l i e  children, through the hospital’s control over their 
daily lives: their food, housing, clothing, sexual activities, even the hours they slept. 

Hospitals were not yet dominated by business-minded managers as they would be by 
the 1940s, but were usually run by religious or philanthropic figures with no manageri- 
al training. The paternalistic outlook of hospital managers led them to regard the 
suggestion of a paid nursing staff as unreasonable since they saw themselves as 
benevolent teachers, not employers. The more modern managers regarded paid nurses 
as “too expensive . . . too hard to  discipline, and too willing to  quit.” (8, p. 212) 
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Equally important was the rejection of paid hospital labor by the nurses themselves. 
The American Journal of Nursing reported that private duty nurses rejected the 
Goldmark Report as much as hospitals (9, p. 659) and that nurses regarded “general 
duty” (the term for a paid hospital nurse employed on wards) as “not quite respect- 
able.” (10, p. 593) Private nurses had excellent reasons for their attitude: Those few 
nurses hired by hospitals were treated just like students, usually given little payment 
besides room and board, worked 12 to 16 hours a day, and were forced to live in 
nurses’ residences with the students. Hospital food, which they were forced to eat, 
was notoriously bad. The hospitals maintained curfews, bans on males in rooms, and 
provided no recreational facilities. Paid hospital nurses worked a seven-day week with, 
at most, two half-days off. Further, there was no chance to advance in position 
because educators and supervisors were usually chosen from the ranks of upper-class 
women. 

Private nurses enjoyed a considerable independence and skill in their work. As 
entrepreneurs, they were able to select or reject individual cases,-take vacations and 
breaks at will, and move in and out of the work force. Many private duty nurses 
enjoyed the responsibility of an individual case. It was rewarding to spend six weeks 
to three months with one patient: The nurse was able to observe the progress and 
recovery of the patient, work closely with the family, and feel an integral part of the 
medical process. She did social work, dietary counseling, physical therapy, operating 
and surgical procedures, as well as preventive care. Many private duty nurses feared, 
quite correctly, that hospital employment would mean “mass cure” assembly-line 
work with each nurse caring for dozens of patients with a loss of control and personal 
contact with patients. It would also mean a return to the discipline of maternal nursing 
supervisors and paternal hospital managers. 

On the eve of the Depression, only a few hospitals employed paid nurses. Nearly 
three-quarters of all R N s  worked as private entrepreneurs. As competition increased, 
exploitation did as well; commercial registries began by the 1920s to dominate over 
hospital and doctors’ lists of nurses. These registries often extracted large fees from 
nurses, and if disagreements arose, dropped rebellious nurses from their roles. Once 
blackballed, a nurse found it difficult to obtain customers and could be forced to 
seek a different career. 

THE DEPRESSION: THE COLLAPSE 
OF PRIVATE DUTY NURSING 

The Great Depression in the United States caused a revolution in the nursing field. 
The economic upheaval caused a crisis which involved not only nursing, but the entire 
system of health care in the United States. 

As we have noted, the economic health of both hospitals and private duty nurses 
depended upon the income of upper- and middle-class patients. Hospital insurance 
systems were unheard of; for most people, any medical crisis meant bankruptcy and 
crisis. Prior to the Depression, enough of the population enjoyed prosperity to sustain 
proprietary and voluntary hospitals and many private duty nurses. However, the 
Depression made it all but impossible for most people to go to the hospital. In 1932, 
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hospital admission rates dropped 50 percent. In 1935, admissions were still 30-50 
percent off in many hospitals. The American Journal of Nursing estimated that 75 
percent of all medically ill people could not afford the costs of care at this time (1 1 ,  
p. 312). 

Private duty nursing virtually collapsed as massive unemployment cut the income 
of patients. Reliable figures are difficult to obtain, but one source reported that 60 
percent of all nurses were unemployed in 1932-1933 (12, p. 1357). By 1932, registries 
reported 41 percent fewer calls for service than in 1929. In New York State, for 
example, nurses worked an average of half the number of days they did prior to the 
Depression, earning an average of $654 a year. Nursing was bitter over its plight, 
noting that it was hit far harder than other professions. The vast surplus of nurses 
made the employment situation more desperate than the 20-25 percent unemploy- 
ment experienced nationally. Many nurses had to be equipped with shoes and 
uniforms by registries or charitable facilities when they did obtain jobs. Upon securing 
a patient, the families often complained about the fee and sometimes refused to  pay. 
Competition increased as many retired, married, and part-time nurses-as well as the 
untrained-returned to the field. Further, private duty nurses found themselves in 
competition with public health agencies which handled cases of the poor for no fee. 

By 1933, thousands of nurses were leaving the field for industrial or clerical jobs. 
In public health agencies, offices, and the few hospitals with paid staffs, wage cuts 
were prevalent. Many private duty nurses offered their services to  local hospitals or 
public agencies in exchange for room and board. As the entire field of nursing was on 
the verge of collapse, professional leaders feared a breakdown in nursing morals, un- 
scrupulous competition, and the demise of the ANA and nursing professionalism (13). 

As a result of the Depression, the ANA, sympathetic hospital managers, and educa- 
tional figures in nursing evolved a multipronged strategy for recovery. The strategy 
included campaigns to close inferior nursing schools, secure an eight-hour day for 
private duty nurses in order to “share the work” and better fit the supply of nurses 
with the demand by nurse placement services, and hourly nursing experiments. The 
most critical decision was to champion the hiring of full-time paid nursing staffs in 
hospitals. 

The clamor against the large number of inferior nursing schools was joined by 
numerous educators and physicians who were sympathetic to nursing’s plight and 
concerned about the poor quality of nurses being graduated. Between 1928 and 
1938, 800 schools of nursing were shut down. Some educators and many state 
nursing associations called for a complete moratorium on the graduation of students, 
but this was not heeded. The attempt to match the supply of nurses with demand was 
probably not effective. Nurse placement services and non-profit registries set up by 
the ANA still had to compete with private ones, and despite the obvious need for 
medical care, disposable income was too low to support many private duty nurses. 
Hourly nursing services established with the hope that poorer patients could pay by 
the hour instead of 12-hour stretches failed, as only the rich patronized them and 
competition from free public health agencies continued. Private duty nurses, 
accustomed to  obtaining a full day’s income and complete control over treatment, 
rebelled against their time and skills being sold on an hourly basis. 
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For years, the ANA had refused to  endorse a limitation on hours of work. Even 
in the midst of the Depression, it proclaimed “an arbitrary limitation on the hours 
of work by law violates the whole spirit of nursing.” (14, p. 1001) It also opposed 
nursing’s coverage under the National Recovery Administration (NRA) guidelines 
(which could have established maximum hours and minimum wages) because this 
would equate nurses with non-professional employees (14, p. 1002). Despite such 
reluctance to stoop t o  workers’ protection, several state nurses’ associations took the 
lead and prodded the ANA into eventually endorsing the eight-hour day. Even then, 
only the largest medical centers effected the eight-hour day, and most nurses con- 
tinued to work over 50 hours a week until after World War 11. 

The major component of the ANA’s plan was to  secure the replacement of student 
nurses with graduate general duty nurses. For years the small number of such positions 
had gone unfilled and unwanted by private duty nurses. However, the idea of an 
employed staff with year-round job security, paid salaries, and benefits appeared to 
be an idea whose time had come. In 1932, the ANA created a Committee on the 
Distribution of Nurses which sent a letter to every hospital trustee and director of 
nursing in the United States, urging an end to  the use of students and the hiring of 
paid staff. The letters indicated that graduate nurses “were available and willing to 
work at low salaries.” In fact, the professional association urged hospitals to  consider 
whether it might be cheaper to  hire a few paid nurses than to run a school of nursing. 
Supervision, noted the American Journal of Nursing, could be lessened as graduate 
staff would not require such extensive control as students. Nursing leaders also 
advocated the development of Taylorism prior to  its full acceptance by hospitals, 
proposing that many hospitals could hire maids and orderlies to  do maintenance work, 
secretaries to do ward paper work, and attendants to  provide routine care. By dividing 
up nurses’ traditional functions into several “secure stable groups of workers” obtain- 
able “at very reasonable wages,” hospitals could save money. One study noted that 
18 percent of the hospitals could replace ten student nurses with only one to three 
RNs, 19 percent could use four RNs, and 28 percent only five (6) .  Hospitals were 
urged to  close their schools and transfer money used for student allowances, books, 
instructors, and classrooms to  paid staff. 

The most farsighted observers agreed with the nursing leaders. For example, Dr. 
Bert Caldwell, an official of the American Hospital Association (AHA), felt that 
graduate nurses would make for a more efficient, stable, and compliant work force 
(cited in reference 15). The AHA, as the representative of a growing number of 
educated and more capitalistic hospital managers, was increasingly concerned about 
the poor quality of nursing care and the poor image that exploited nursing students 
and hospital workers were giving their institutions. In 1919, for example, an AHA 
official noted (8, p. 211) that loyalty of the work force was a critical variable: “A 
$15 a week clerk may have it in her power to alienate a $50,000 a year hospital 
endowment.” Nursing supported this trend, as Reverby has argued (8, p. 219), by 
noting that “nurses would be more efficient, cheaper because of low wage demands, 
and easier to  discipline both because of their professionalism and because they would 
now be the hospital’s not the patient’s employees.” The latter referred to the frequent 
complaint of hospital directors that private duty nurses entered the hospital, did 
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whatever they wanted, disobeyed hospital protocol, and often deprecated the hospital 
in front of patients and families. 

In addition to  discipline, cheapness was certainly a virtue. Jobs were already so 
scarce that nurses were appealing to  hospitals to  hire them as clerical staff, house- 
keepers, supply room workers, and linen room staff. Nurses who had hated the 
thought of hospital employment were aware that hospitals did provide free rent, 
food, laundry, and clothing. For this reason, it is not surprising that employment 
bureaus began being flooded when they advertised jobs for $15 a week in hospitals 
in the 1932-1934 period. 

The role of the public sector in setting a precedent for hospital nursing should also 
be noted. As many voluntary hospitals closed because of lack of funds, public 
hospitals and clinics became flooded. Given the need for medical care, public works 
funds began to  be used in the 1930s to  construct new and enlarge old public facilities. 
These medical facilities were among the first to hire paid nurses since they had no 
source of students. By 1934, the Civilian Works Program had put 10,000 nurses to 
work in public hospitals, clinics, and public agencies. 

Private nurses, however, would not be moved in mass numbers into accepting these 
positions. The resistance of nurses to hospital work proved an irritant to  nursing 
leaders. Julia Stimson, later the president of the ANA, attacked private duty nurses 
as being only concerned about themselves and not with health care for patients (16). 
Margaret Stack, another ANA official, charged private nurses were remaining idle 
rather than preparing for institutional work (17). At the ANA’s 1934 convention, no 
less than the President’s wife, Eleanor Roosevelt, predicted that private duty nursing 
was on its way to being replaced by a new “public” nurse who served in hospitals 
and public agencies (18, p. 1).  

THE BEGINNINGS OF MODERN HOSPITAL 
PERSONNEL POLICIES : INDUCING LOYALTY 

In retrospect, it appears inevitable that hospitals would develop a method of 
recruiting, organizing, and disciplining a full-time nursing staff in order to  achieve 
stability as an institution. The Depression was only a temporary setback, leading to  
increased rationalization in health economics and eventually to higher profits for 
hospitals. 

The most significant factor in the economic recovery of hospitals was clearly the 
development of group and individual hospitalization insurance. The rise of Blue Cross/ 
Blue Shield made it possible for a large segment of the population to  afford hospital 
care for the first time. In 1934, Blue Cross had only 100,000 subscribers; by 1938, 
1.5 million; and by 1941, 6 million. By 1946,22 million Americans had some form 
of insurance. 

Coinciding with the growth of insurance was the rising level of technical expertise 
in hospitals. The period studied saw the rise of many drugs, surgical procedures, and 
immunization, as well as technical developments in X-ray, nuclear medicine, and 
respiratory therapy. For those who still doubted the efficacy of hospitals, a public 
campaign was launched by hospital managers aimed at convincing the public of the 
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dangers of staying home. For example, prior to the 1930s, most childbirths occurred 
at home; however, the AMA and AHA were greatly responsible for scare campaigns 
about the safety of using midwives and other methods of childbirth. 

The sudden mushrooming of hospital patients made it incumbent on management 
to secure a stable body of foot soldiers. The number of physicians was declining 
relative to the growing population, and the AMA, committed to the principles of 
private entrepreneurial medicine, would allow no increase. The huge development of 
technical procedures such as intravenous therapy and catheterization meant hospitals 
could not rely merely on unskilled staff for their labor power. 

Beginning in the mid-l930s, the ANA and the AHA worked in an informal alliance 
to modernize and stabilize the hospital system. While their program was ahead of the 
financial capacity of most hospitals and the ideological predelictions of many hospital 
executives, it was cogent and eventually successful. The key aspects of their program 
were the modernization of hospital personnel policies to create a stable and loyal staff 
and the development of a hospital hierarchy based on Tayloristic principles of dividing 
the work process into the smallest possible components and giving cheaper work to 
unskilled and semiskilled workers. 

When the first large influx of nurses filtered into the hospitals, nursing directors 
and hospital administrators had no standard for recruitment or clearly defined 
objectives for hospital nursing (19, p. 290). Nursing directors were shocked that many 
nurses had little technical knowledge, “poor moral qualities,” were critical of the 
hospitals, and insisted on practicing nursing in their own way. A superintendent of 
nursing wrote in May 1933 that “graduate nurses are not as highly motivated nor 
enthusiastic as students” and refused to perform as much work as had previously 
been carried out by students (20). The new nurses were angered by their low salaries, 
and when increases were not forthcoming, simply reduced their work loads. Absentee- 
ism was high, particularly around the weekends. Many nurses were charged with 
using fraud in securing jobs, and there was no system for evaluating references. Most 
irritating to the superintendents was the lack of loyalty displayed by the nurses to 
their new facility. Most nurses associated socially and educationally with their own 
school of nursing. For 50 years alumnae groups had served as the major local points 
of reference for RNs and constituted the foundation of the ANA. Once employed, 
often at a hospital not connected to the “home” school, nurses continued to orient 
toward their graduate colleagues and skills learned there. Nursing superintendents 
warned that “their center of loyalty is not in the school or the hospital they are 
working in, but elsewhere,” and urged that a professional solidarity be established 
to overcome the group solidarity of alumnae groups (20). 

Articles by nursing directors continued to note the failure to screen out unsuitable 
nurses, the need to allow RNs to live outside of the hospital, and the failure of nurses 
to rise in the presence of doctors and their elders as was traditional (21). Nurses, 
moreover, needed discipline imposed on them as they regarded their employment 
as “transient” and not respectable. They continued to practice a variety of medical 
techniques despite the attempts at standardization by supervisors (22). One nursing 
director noted that nurses were not prepared for hospital conditions: they resented 
being switched from one ward to another and having to live and eat in the hospital. 
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Close scrutiny of applicants and clear orientation to  hospital workwould be necessary. 
The importance of physical examinations was stressed as “many [nurses] are breaking 
under the strain of hospital routine.” Unlike students, the new nurses were often 
older and unable to handle the massive workload of the hospital. Again, most critical 
was the need to  instill a “sense of belonging” through staff meetings, classes to  instruct 
nurses in morals and techniques, and social programs such as drama, choir, and library 
clubs (23). 

Nurses were often the patient’s and family’s major contact with the medical facility, 
therefore, their loyalty was more critical than that of a factory worker. A negative 
or critical nurse could send patients elsewhere or alienate funding sources. Nurses, 
however, were caught stealing equipment, sabotaging procedures, being careless and 
inefficient in using instruments, and failing to  attend educational programs designed 
for them. Most irritating was the nurses’ tendency to  blame their employers for their 
poor conditions, not themselves. “A pinkish tinge of communism seems to  have crept 
into the thinking of nurses as a group,” noted one nursing director (24). 

In order to check the widespread uneasiness of hospital administrators and the 
growing rebelliousness of nurses, the major nursing groups attempted to  develop 
guidelines for personnel practices in institutions. Beginning in 1935, the ANA and 
the National League for Nursing Education (NLNE) issued a series of proposals. 
Admitting that the situation of the graduate staff nurse was “deplorable,” these 
groups urged that nurses’ salaries be based not on comparison with what hospitals 
had spent on students, but on comparison with professional workers elsewhere in 
the community. The ANA noted indignantly that most non-professional workers 
earned more than RNs. The nursing organizations called for a 48-hour week with 
at least one full-day off. Broken schedules in which nurses had t o  work split shifts 
and stay in the hospital for hours awaiting recall were attacked, Vacations with pay, 
paid sick leave, and free hospitalization and health care were called for. As nurses 
were not covered under social security, a retirement plan for non-profit hospitals 
was urged. All nursing groups demanded freedom for nurses t o  live and take their 
meals outside of the hospital. Further, the nursing associations asked that grievance 
procedures be developed and that staff conferences be held to  give nurses input into 
planning. 

Throughout the 1930s, the nursing journals trumpeted small gains registered by 
staff nurses in isolated instances. Overall, however, hospitals failed to  improve the 
conditions of staff nurses. By 1941, most hospital nurses still earned less than many 
private duty and public health nurses and far less than female factory workers. About 
80 percent of nurses were still required to  live in the hospitals. Three-quarters of 
nurses had no sick pay, half had no free hospitalization, and two-thirds no pension. 
Broken schedules, arbitrary dismissals, unpaid overtime, 50-60 hour weeks, and 
unposted schedules continued to exist for most staff nurses. 

Although the professional associations failed to  improve salaries, benefits, and 
working conditions, they had more success in implementing the idea of in-service 
education and staff conferences to  inculcate loyalty, proper morality, health, and 
professionalism in RNs. Beginning in the 1930s, nursing and hospital journals carried 
numerous articles on the value of staff education. For example, an article by Alice 
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Shoonmaker in the Trained Nurse and Hospital Review (25)  is quite explicit in stating 
that staff education is to  socialize nurses “into identifying with the profession” and 
“to induce a group spirit” sympathetic to the hospital. Shoonmaker developed a 
rating system to evaluate RNs on the basis of health, temperament, attitude, character, 
work habits, professional growth, study habits, and attendance at  professional 
conferences. 

Clearly the concerns of the hospital were all-embracing. Because nurses were more 
prone to  illness than other workers due to overwork and exposure t o  disease, 
Shoonmaker’s program enforced good nutritional habits and developed a sports 
program to improve physical fitness. A “Personality Committee” was formed “to 
develop self-confidence, self-control, cultivate courtesy, group spirit, friendliness, 
initiative and neatness.” A “Bedside Skill Committee” was formed to  emphasize 
proper technique, efficiency, speed, and diligence in nursing care. Staff education 
further emphasized “leadership” and the “civic responsibility” of nursing with plays, 
library readings, and exposure to  “proper culture.” 

Another successful tactic in achieving the loyalty of RNs was the development of 
an aura of prestige around aspects of hospital nursing. Both the American Journal of 
Nursing and Trained Nurse and Hospital Review began carrying testimonials by con- 
tented staff nurses. They emphasized the honor of working in major medical centers 
where important physicians were at work making new discoveries daily. The great 
rise of medical specialties was touted as giving a new opportunity for advancement- 
nurses could go into pediatrics, the operating room, obstetrics, and neurology, which 
might provide further opportunities for study and advancement. The opportunity 
to rise to head nurse or supervisor was also emphasized. 

The view of nursing’s leadership dovetailed the hospitals’ needs most in its endorse- 
ment of Taylorism and the creation of a hospital hierarchy. Nursing was interested in 
Tayloristic principles; one of the chief complaints of nurses for a half century had 
been the non-nursing duties required of them, from housekeeping to  flower arrange- 
ment to  menial tasks such as emptying bedpans. As “professionals,” the heritage of 
household work was considered a burden. Moreover, the creation of a less-skilled 
body of subsidiary workers would allow RNs to move into the supervisory positions, 
trading in their one-to-one bedside nursing for direction and control of the work 

-process. Finally, the huge workloads of general duty nurses led the leadership to 
look for both labor-saving devices and less-skilled workers for assistance. 

While elements of the nursing leadership had been actively interested in Tayloristic 
principles since the turn of the century, it would be a mistake to  regard the nursing 
profession as primarily responsible for the modern hospital hierarchy, as some recent 
observers have argued? The nursing profession has never had the power to induce 
changes in the health system, and its rank and f i e  has always been too divided on the 
issue. Thus, the actual process has usually been initiated by hospitals pressed to  meet 

3Reverby (8), along with other recent observers of  nursing history, has developed an insightful 
analysis of the role of nursing professionalism in hospital Taylorism. However, as I indicated, its 
influence in the ultimate configuration of hospitals was minimal. One indication of this is the 
continued disequilibrium felt by professional leaders after each new introduction of subsidiary 
workers. 
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growing labor needs and endorsed subsequently, when no alternative existed, by 
nursing. 

Hospitals began hiring thousands of “subsidiary workers” in the 1930s and also 
created the licensed practical nurse (LPN), a graduate of a one-year technical program. 
This allowed for cheaper labor costs and fulfiied unmet labor needs for R N s  as private 
nurses continued to  boycott hospitals. Nursing was divided on this issue. The 1936 
ANA convention nearly ended in blows between those who sought to  ban all subsidi- 
ary workers and those who felt they were inevitable and that organized nursing must 
step in and assure their licensing under the control of RNs. While the field argued, the 
nursing journals noted with some accuracy that the whole issue would be moot if RNs 
continued to  reject general duty jobs (26). By December 1937, a survey (27) noted 
that 71 percent of all hospitals were already hiring subsidiary workers. For ten years, 
bitter revolts would occur in nursing circles over LPNs and aides. For rank-and-file 
nurses, the lesser trained were threats to their jobs, making for cheaper competition 
and eroding their bargaining power. Nonetheless, the nursing profession as a whole 
had to  accept what was a fait accompli by hospitals and portray as a victory its ability 
to control the registration of LPNs and gain supervisory power over LPNs and aides. 

The growing number of patients and the stratification of nursing personnel ended 
the one-to-one patient-nurse relationship which most nurses historically prized. The 
1930s saw the rise of “functional nursing,” which meant tasks were divided up to  
be administered in assembly-line fashion: one nurse gives medications, another bed 
baths, another connects the 1.V.s. The opportunity for personal involvement in 
recovery, family contact, and bedside work diminished. The “bedside nurse” became 
more and more the attendant, who had time in the process of making beds, toileting, 
and feeding to actually talk with patients and families while the RN scurried about. 
Not only did R N s  lose the quality of bedside nursing to  less-skilled workers, but the 
creation of dozens of specialty occupations such as social workers, anesthesiologists, 
X-ray technicians, respiratory therapy technicians, nutritionists, operating room 
technicians, and physical therapists led to  a diminution of traditional skilled tasks 
handled by RNs. 

Time-motion studies, used to  establish standards of performance in factories, were 
found to be applicable to nursing. In 1941, an RN reported that the work process had 
been so accelerated that she had to perform in one hour the work previously done by 
six nurses. The editor of the Trained Nurse and Hospital Review (28) noted the “pace 
of nursing had been taken from industry . . . the words ‘blitzkreig’ and ‘mechanized 
forces’ have a meaning other than military.” Nurses over 40 began to leave the field 
at a rapid rate, unable to  maintain the pace. In defending nurses leaving the field, it 
was noted (29) that “trustees should understand that you can whip a tired horse, but 
that doesn’t make them pull with the fervor of a colt.” 

THE RESISTANCE OF NURSES TO PROLETARIANIZATION 

The major problem from the standpoint of hospitals was the resistance of rank- 
and-file nurses to  the new system. The mass of private duty nurses continued t o  dislike 
hospital work, as it provided worse salaries and benefits than private employment and 
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imposed the harsh discipline of factory life. The 1930s and 1940s saw a bitter struggle 
emerge between R N s  insistent upon maintaining the old system of private duty nursing 
and the hospital management’s need to  accumulate a work force. 

Private duty nurses, for a variety of reasons, reacted to the situation passively. 
Nurses had little organizational, social, and political experience. Private nurses had 
virtually no contact with one another while working. Long hours, travel, and hard 
work left little time for care of their families, much less organizational work. Nurses 
were socialized in cloistered, quasi-religious schools which created docile and com- 
pliant behavior. General staff nurses were considered a “transient” group and had even 
fewer organizational vehicles than private duty nurses. It was not until 1940 that a 
section of the ANA was organized by them, and like private nurses, the backbreaking 
work and cloistered hospital existence minimized their activity. 

Rather than mobilize, nurses boycotted these new positions. The American Journal 
of Nursing reported that nurses refused hospital staff positions even in 1934 and 1935 
when mass unemployment would appear to  have made any job palatable. In 1936, 
when an upturn in employment occurred, it became virtually impossible to  recruit. 
Nurses considered “the work too hard, the hours too long, the salary too small” and 
cited serious fatigue and lack of any opportunities for advancement (10). 

The shortage of nurses for hospital work led hospitals to  hire nurses on a temporary 
basis when the patient census was high and to  simply fire them without notice when 
admissions slacked off. This, of course, was advantageous for hospital management: 
it drew needed labor power without full-time benefits and salaried labor costs. By 
1939, the shortage of nurses for hospitals was so acute that hospitals began forcing 
private nurses to  work. Hospitals and affiliated physicians had retained control over 
prospective job calls for private nurses. In the late 1930s, when hospitals called private 
duty nurses to  accept temporary staff assignments, they threatened resistant nurses 
with cutting them off the lists of nurses, never again to receive referrals from the 
hospital or affiliated physicians (28, 30). Many nurses complained that they were 
being blackmailed: either become a staff nurse or starve! The process of creating a 
labor force in nursing was analogous to  driving the peasanty off the land in 18th and 
19th century England to  accept factory work. 

Not all of the resistance to  proletarianization was passive. Nursing journals 
described “nurses becoming resentful, bitter and antagonistic . . . to authority.” (31) 
Nurses refused overtime without pay, quit without giving notice to the hospital, 
refused to  handle a large number of patients, refused to  stand up when doctors and 
supervisors entered, and began blaming the hospital system for their problems. 

In 1937, the first widespread attempts to unionize the nursing field occurred. 
The extent of actual organization is difficult to  gauge, but it is clear that significant 
inroads were made. In New York City, the Hospital and Medical Employees, CIO, 
organized the municipal hospital nurses and won them an eight-hour day-the first 
widespread victory for a large group of RNs. The Trained Nurse and Hospital Review, 
clearly worried about the impending destruction of the ANA, warned that this victory 
and the high salaries won would lead nurses to  trade unionism (32). 

Strong organization in 1937-1938 was reported also in New Jersey where unions 
led the struggle for the eight-hour day as well as freedom to live outside the hospital, 
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civil service coverage, vacation pay, and seniority provisions. Organizing activity also 
occurred in California, Washington, Oregon, Kentucky, Massachusetts, and West 
Virginia. 

Many ad hoc staff nursing groups also were organized independently of unions 
and the ANA. At Beth Israel Hospital in Boston in 1937, for example, staff nurses 
organized to  protest low pay, long hours, high patient loads, vacations without pay, 
and “the attitude of head nurses and supervisors.” (33) In 1938, staff nurses in West 
Virginia organized the Swope Society for Nurses, named after a radical proponent of 
the eight-hour day for nurses (34). The motto of the group was “One for all, all for 
one.” Nursing journals of that year also report the spontaneo s formation of 
“graduate staff clubs” demanding schedule postings, more time off, an end to  broken 
hours, vacation with pay, salary increases, free hospitalization, and educational leave. 

The ANA responded to  these efforts with a full-scale attack on trade unionism. 
Editorials in the American Journal of Nursing appeared warning that unionization 
meant strikes and desertion of patients and would lead to  the end of professionalism. 
Hostile relations with hospitals and the medical profession were predicted. The ANA 
and state nursing associations rushed to  pass resolutions condemning unions. A typical 
one quoted in an editorial in the May 1938 American Journal of Nursing entitled 
“Union membership? NO!” declared (35, p, 573) that: 

Y 

. . . the nurse as a professional and giver of comfort is in fundamental conflict with 
struggling for reasonable working conditions and economic security. Nursing is not 
practiced en masse . . . the problems of nurses are individual prablems. 

A sociologist engaged by the American Journal of Nursing to do a study on nurses’ 
reactions to trade unionism captured the feelings of the ANA in noting (36, p. 393): 
“A nurses’ union would be almost, if not quite, as absurd as a mothers’ union.” The 
ANA believed the only successful strategy for improving the conditions of nursing was 
to convince the general public that better conditions would lead to better patient care. 
It further saw the AHA and other medical groups as potential allies in an effort to 
rationalize hospital labor, noting (37): “Satisfactory employment conditions . . . 
[will] not [be] enforced [by] demands from the group, but by gradual education of 
executives and the supporting public.” 

In attacking nurses who were “closing their eyes to  patient need,” the general 
feeling of the ANA was (38, p. 782): “In order to  be content as a staff nurse in any 
hospital, the nurse must be in sympathy with the aims, methods, and policies of the 
hospital’s administrative body.” 

Despite the conservatism of the ANA, it was gradually forced to  advocate demands 
similar to those of trade unions. Farsighted leaders such as Gertrude Dubois, president 
of the California Nursing Association, noted that unless the professional association 
acted strongly on behalf of rank-and-file nurses, it was doomed as an organization 
(cited in reference 32). Rank-and-file anger could not be ignored without jeopardizing 
the credibility of the organization. However, the union issue appears to  have plateaued 
by the beginning of World War 11, despite continued discontent. Nurses were unready 
to  accept the need for collective bargaining to  secure gains. The events of the World 
War would change this, however, and lead to a second revolution in nursing. 
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WORLD WAR 11: NURSING’S RESISTANCE 
BECOMES A NATIONAL ISSUE 

The development of the modern hospital system and the modern nursing profession 
was accelerated by the war. Hospitals expanded dramatically as auxiliary workers 
were trained and nurses forced into hospital work, while agitation and revolt spread 
in the nursing field. 

In 1940, the Roosevelt Administration developed a series of committees in conjunc- 
tion with hospital administrators, health councils, and organized nursing to  prepare to 
meet the war staffing needs of hospitals. From 1940 to  1946, health care was put on 
a war footing under governmental control. Despite the great hue and cry of patriotism, 
the war was for hospitals-as for many private industries-a boomtime. For nurses, 
as for other workers, it was a disaster. 

The use of hospitals rose during World War I1 to  its highest level. This growth in 
hospitalization resulted from a number of social and economic factors: the cut in 
the number of civilian doctors, limiting the possibility of office visits and home care; 
the absence of family members to  care for patients at home; the rising rate of injuries, 
not only from the war but from industrial accidents; and the concurrent increase of 
Blue Cross/Blue Shield policy holders (particularly group hospitalization insurance 
secured by unions), which made hospitalization more available. The growing utiliza- 
tion of hospitals led to a soaring rate of income for hospitals, fostering new construc- 
tion, expansion, and the development of new technology. Modem Hospital admitted 
in 1943 that prosperity had reached their facilities for the first time since 1929 (cited 
in reference 39). 

Hospitals achieved a great deal of their prosperity through an organized rape of the 
nursing field. Hospital profits rose at the cost of the erosion of most of the gains 
nursing had achieved in the previous decades. The eight-hour day won in many facili- 
ties was reversed due to  “the nurse shortage” cry of hospitals. The successful campaign 
of nursing t o  cut the number of nursing schools and graduates to  ease the surplus 
collapsed. The War Nursing Council, a coalition of all nursing organizations during the 
war, agreed to  train an additional 50,000 nurses a year to meet the “shortage.” Con- 
trary to  the previous program for nursing education, entrance requirements were 
lowered, and the National League for Nursing agreed t o  cut the length of under- 
graduate training. The latter move prepared student nurses to  once again staff the 
hospital wards as they had done previously. By late in the war, 60 percent of nursing 
care in some hospitals was being performed by students (40). While hospitals had 
begun to  train large numbers of subsidiary workers, LPNs and aides had still been 
in a kind of no-man’s land, denied legal recognition in many states. In 1941, 
however, the War Nursing Council, to  the anger of many rank-and-file RNs, endorsed 
the widespread creation of LPNs. Between 200,000 and 300,000 LPNs and aides were 
trained during the war. Using the “shortages” as an excuse, these non-professional 
workers were also used to  take RN positions. A study done by the League proved 
hospital care had deteriorated considerably from 1938-1943, with fewer hours of 
bedside care available and less than half of it performed by RNs. The League itself 
characterized the assumption of most nursing tasks by non-professionals as producing 
“care [that] is less skilled and more uncertain.” 
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The soaring cost of living during World War I1 caused a decline in nursing income 
that far outpaced the modest wage gains, leading to vast numbers of RNs leaving 
nursing for factory labor. Exact figures are not available, but at mid-war it appears 
most nurses were earning only $60 to  $80 per month on a cash basis, while a minimum 
subsistence income for individuals was $125 per month. 

The “shortages” and increases in hospital population led to  speed-up conditions in 
hospitals. Janet Geister, editor of Trained Nurse and Hospital Review, estimated that 
by 1943 case loads were two to three times greater than prior to  the war (41, p. 40). 
Letters flooded nursing journals complaining of case loads of 26-30 patients at break- 
neck speed. Even nursing directors protested (29): “DO you think I like to  chase these 
girls at top speed all day? . . . And pay them hardly more than our maids are getting? 
. . . but the superintendent is interested only in balancing the budget.” One nurse 
noted a study showing the early deaths of many nurses due to  overwork, fatigue, and 
susceptibility to  disease (42). 

These exploitative conditions were justified by the humanitarian need for more 
bodies to  care for the ill. Yet was there realZy a nursing shortage? Janet Geister’s 
Trained Nurse and Hospital Review and many rank-and-file nurses argued throughout 
the war that the shortage was artificially created. They noted that while many 
thousands of RNs did go overseas, joining the Army Cadet Corps, WACS, Red Cross, 
and other operations, they represented but a small number of available nurses. Many 
nurses pointed out that government policy and hospitals refused to make use of 
available nursing personnel-male nurses were not deferred from the draft to  be 
allowed to  serve in hospitals, black nurses widely available were refused hospital jobs, 
and nurses over 40 were systematically discriminated against. 

In addition, the nursing field pointed to the atrocious personnel practices, salaries, 
and working conditions as the key reason for the nursing shortage. World War I1 
produced a huge number of industrial jobs available to  women due to  the manpower 
shortage. R N s  left their positions en masse for factory and clerical jobs. Statistics are 
unavailable, but it is possible that the number of RNs leaving nursing for other civilian 
jobs exceeded those going overseas. Janet Geister’s frequent statements chiding the 
hospitals’ calls to  be “patriotic” and stay in the hospital echoed the feelings of the 
rank and file : 

They feel they can be just as patriotic on $125 a month as they can on $60 (43). 

Do you blame some of our nurses for taking bench jobs in factories? They like 
an occasional steak too (44). 

Private duty nurses steadfastly refused once again to enter hospital work, and many 
of their complaints were hardened by deteriorating conditions. No less patriotic than 
others in the war, many wrote letters regretting that they couldn’t support their 
families on their poor salaries, were too old for hospital work, or couldn’t stand the 
work pace. By 1942, hospitals picked up the attack on private duty nurses. “You are 
all hard. You have lost your kindness,” charged one executive. Another (45) warned 
individual nurses that “in the vast unemployment after the war . . . your record for 
coming across now will be considered.” Hospitals redoubled their efforts to force 
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nurses into staff positions. With the backing of the ANA and the effects of patriotic 
fervor, many private nurses were, by the end of the war, forced to work. A major issue 
in the war became the demand of many state nursing associations and local groups that 
private duty nurses on staff be compensated at the same rates they had previously 
obtained. 

Whatever the truth of World War 11’s “nursing shortage,” the situation led to an 
escalating confrontation, forcing the issues of nursing supply and demand into the 
national arena. As early as 1940, an editorial in the Trained Nurse and Hospital Review 
(46) attacked the “half-baked schemes to train loads of nurses.” Meetings of the 
Texas Nurses Association were reported to be unconcerned with defense, but very 
concerned about the surplus in nursing (47). Rather than trumpet the war effort, the 
Trained Nurse and Hospital Review consistently questioned the nursing shortage and 
warned that there would be “a post-war glut.” Janet Geister warned hospitals that 
nurses who had a taste for independence would avoid them, noting that the only area 
of real bedside nursing left appeared to be private duty (29). 

Hospital conditions and blatant attacks on nursing further alienated many nurses. 
Despite efforts to glorify hospital nurses as war heroes (e.g. hospitals passed out 
“Hospital Work is War Work” badges), nurses remained bitter toward their institutions. 
Nurses were particularly angered at new hospital construction and physical improve- 
ments while increases in salary were considered too costly. The American Journal of 
Nursing (39) worried by 1943 that “a lasting suspicion of economic policies of the 
hospitals” would occur. Hospitals themselves provoked fears of mass unemployment 
by stating that at the war’s end they could hire people “at a dime a dozen.” (48) 

Wide publicity for the nursing shortage and unionization attempts led to wide- 
spread negative publicity for nurses. Many articles appeared branding nurses as 
unpatriotic. Legislation was proposed in many states to emasculate all registration of 
nurses in order to break the power of licensing. The failure of sufficient numbers of 
nurses to go overseas was the final straw in the struggle. On January 10, 1945, 
President Roosevelt proposed legislation to draft all nurses. Cartoons appeared 
depicting the nurse as the “woman who wasn’t there” and articles called the nursing 
situation a “national disgrace.” 

The nursing profession and its ranks were bitter at the draft call. Nursing was the 
first occupational group ever singled out for a draft. The leaders responded that 
nurses were as patriotic as workers in any other field, but were afraid to lose their 
jobs in the post-war glut and had been propagandized for years to take up hospital 
work because of domestic shortages. The head of the ANA suggested that if a new 
draft be necessary, all women should go. Only the intervention of V-E Day halted the 
proposed draft, but the anger and conflict over nursing supply had become a national 
issue. Nurses already furious at their poor conditions were virtually in open revolt 
against not only hospitals but also their professional associations. 

Beginning in mid-war, dozens of letters to the editor began to attack the ANA. 
Some threatened that unless the Association did less talking and more fighting, they 
would join the CIO. Many attacked the War Nursing Council for surrendering on the 
issue of subsidiary workers and predicted that mass layoffs would lead them to 
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unionize at the war’s end. Janet Geister noted that nurses were increasingly joining 
unions and that the ANA membership had declined (49). The pages of the Trained 
Nurse and American Journal of Nursing indicated a ,significant change in thinking of 
the nursing leadership. The former began to  carry articles sympathetic to unions and 
noted the “widespread desire for worker’s protection” ranging from seniority provi- 
sions to  pension coverage. Both major journals complained that nurses had been 
compliant too long, that submissiveness was achieving nothing. The Trained Nurse 
went as far as to  note that it might be necessary for radicals to  lead the way to  turn 
nursing into a promising field (50). Articles such as Emily Hicks’s “A Single Spirit 
and Purpose” (51) noted that “in the broadest sense we are all workers.” A series 
by a hospital nurse, Florence Branigan, attacked the ANA for not doing much for 
nurses, and noted that hospitals were now Big Business (52,53). 

The pioneer in breaking with nursing’s past was the California State Nursing 
Association (CSNA). The CSNA represented the largest number of general duty 
nurses and faced the most competition from trade union organizing attempts. In 1942, 
threatened by the rising cost of living and speedup, the CSNA established a set of 
personnel and salary standards. The hospitals refused to  abide by them and the CSNA 
voted to  act as a collective bargaining agent for the state’s nurses. After issuing a strike 
threat, the CSNA took the case to  the War Labor Board, which approved its case for 
a 15 percent increase in pay. Geister noted that an announcement at an eastern 
meeting of the actions of the CSNA was met by a standing ovation. Nursing journals 
received many queries as to  whether “California has gone labor union,” most of which 
were clearly positive in nature. Gradually nursing leaders differentiated a program of 
collective bargaining based on the California experience separate from unionism. On 
September 25, 1946, the biennial ANA convention approved unanimously an 
Economic Security Division and the establishment of state nursing associations as 
collective bargaining agents. 

The ANA clearly made its move on the basis of incipient unionization of nursing. 
The convention reports in two issues of the American Journal of Nursing featured 
the turn toward collective bargaining as a “death blow to unionism.” The Los Angeles 
Times (quoted in reference 54) noted that the “CSNA sought recognition as a bargain- 
ing agent largely to prevent encroachment of labor unions. It deserves better support 
from hospitals.” Since the 1946 decision, the state nursing associations have clearly 
illustrated all the contradictions of professional associations: domination by super- 
visory and administrative personnel, refusal for over 20 years to engage in strike 
activity, an interest in exclusionary education in nursing at the expense of more 
working-class members of the field, and a continuing refusal to ally with other hospital 
workers to  the point of scabbing on most hospital strikes (55). 

Nevertheless, despite the significant distinction between the ANA and bona fide 
trade unions, the 1946 convention marked the realization of the dominance of staff 
nursing. For the first time, private duty nurses had declined to  a small minority of 
RNs. Most nurses faced the same issues and concerns as their “non-professional” 
co-workers. The freedom to select cases, work independently, provide complete 
bedside care, and maintain close relationships with physicians and administrators 
was ended for the majority of nurses. 
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CONCLUSION 

It should be clear that the creation of a large nursing labor force in American 
hospitals between 1932 and 1946 was a traumatic experience for thousands of nurses. 
Nurses were forced by massive unemployment, threats by hospitals to their livelihood, 
and ideological attacks on private practice into taking hospital jobs. World War I1 
added the forces of patriotism and threats of coercion by the government to the 
others in leading to the proletarianization of nursing. 

It is noteworthy that current nursing historians and professional leaders minimize 
or even glorify these years. Mary Roberts, a past president of the ANA and author of 
a widely read history of nursing, calls the effect of the Depression positive in that it 
led to the hiring of general staff nurses who stabilized “the services and improved the 
care of patients.” (19, p. 286) It may be true that the old paternalistic, individualized 
relationship of nurses to patients was as doomed in modern American capitalism as 
the doctor who made house calls with horse and buggy. But the denial of the bitter 
battle to force nurses into a salaried work force obscures the similarities of nursing’s 
history with that of other segments of the working class. The professional leaders 
must hide this history-as they must hide the current similarities of nursing with 
other underpaid women workers-in order to retain control over their ranks. Hospital 
nursing, stripped of its prestige from close association with doctors and medical 
technology, bears strong similarities to factory work. The contradiction between 
this reality and professional nursing rhetoric is as constant a battle today as it was in 
the 
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