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1

Modern health care cannot exist without professional nurses. Throughout the 

twentieth century, there was seldom a sustained period when the supply of 

nurses was equal to demand. Whether the complaint was too many or too few, 

there has been little satisfaction with the number of nurses working at any point 

of time since the inception of American professional nursing. This book offers 

a historical analysis of the relationship between the development of nurse 

employment arrangements with patients and institutions and the appearance 

of nurse shortages from 1890 to 1950. During this time, pervasive structural 

problems arose within the nurse labor market and led to differences between 

the supply of and demand for nurses. The response to nursing supply and 

demand problems by health-care institutions and policy-making organizations 

failed to address nurse workforce issues adequately, and this failure resulted in 

nurse shortages, which were at times profound and lengthy.

Woven throughout this book is attention to two historical realities of the 

nursing profession. The first is the racial composition and segregated nature of 

the early twentieth-century nursing workforce. Until the mid-twentieth century, 

nursing existed as two separate occupations, one occupied by white women, 

another by black women. The existence of a segregated nurse educational sys-

tem, a system that paradoxically enabled distinct and unequal educational expe-

riences at that same time it provided a haven for African American nurses to 

learn and practice, existed for over eighty years. African American nurses were 

for the most part educated and employed in the approximately eighty-eight black 

hospital-based schools of nursing operating in the United States. As late as the 

mid-1960s historically black hospital-based schools of nursing were responsible 
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2	 Nursing the Nation

for educating and distributing to the public the vast majority of African Ameri-

can nurses.1

Working patterns differed for African American nurses. Historians have tra-

ditionally viewed African American nurses as favoring the public health field, 

which imposed less restrictive employment practices based on race and offered 

the chance of promotional opportunities not present in hospitals.2 Evidence that 

African American nurses did work as private duty nurses appear in reports of 

at least two registries operating in New York City in the 1920s along lines simi-

lar to white professional private duty registries.3 Yet few records have survived 

fully documenting the working lives of black private duty nurses. This book, as 

a history of the American nurse workforce, recognizes the importance of includ-

ing the experience of all nurses and does so by blending the stories of African 

American nurses into the whole.

The second historical reality is the gendered nature of the nursing profes-

sion. Gender represents a major driving force in considering any labor market. 

The extreme gendering of nursing as an occupation in which women predomi-

nate historically led to assumptions regarding adequate compensation rates, 

resolution of nurse supply problems, and the value attributed to nursing as an 

occupation. Nurse leaders and hospital administrators, as well as health-care 

analysts, typically approached the nurse labor market with very conventional 

ideas regarding the permanence of its predominantly women’s workforce in the 

labor market. The assumption that nurses remained in the labor force for only 

short periods of time before leaving to raise families re-enforced the view that 

replenishment of the supply of nurses via increases in the number of new stu-

dent recruits was a necessary expedient to resolve nurse supply problems. Such 

assumptions also promoted an acceptance of the nurse workforce as composed 

predominantly of temporary workers for whom attractive working conditions 

were an unnecessary luxury. Yet, many nurses did not fit the mold of full-time 

workers and disregarded the exhortations of professional leaders to make nurs-

ing their prime activity, choosing instead to incorporate work into a mosaic of 

life activities. Nursing offered women a fluid occupation in which to enter and 

leave the workforce as familial responsibilities required.

Establishing professional nursing as a women’s occupation was a con-

scious decision on the part of early nurse leaders who viewed presumed femi-

nine characteristics of caring and helpfulness as ideal for those who nursed. As 

a women’s profession, nursing offered women workers opportunities for jobs 

and professional advancement that were closed to women in other fields. At 

the same time, there existed—and still exists—no logical reason why men cannot 
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nurse, as they did. Men historically nursed and established strong careers in 

the field, although in very small numbers. Private duty nurses who were men 

often exerted a monopoly over jobs caring for men patients and also enjoyed 

wage rates higher than those of women nurses. However, due to the limited 

nature of the men’s private duty labor market and a dearth of sources on the 

subject, this book concentrates on the work of women private duty nurses as 

the main subject of interest.

The members of the nursing workforce established the conventions of their 

employment conditions and created an infrastructure of distribution to the pub-

lic; this infrastructure sometimes succeeded, but more often failed, in supply-

ing sufficient nurses for an increasingly technologically driven health-care 

system growing more and more dependent on nurses for efficient operation. The 

roots of twentieth-century nurse shortages reflected the peculiarities of a sys-

tem developed in the late nineteenth century, which attempted to deliver nurs-

ing care to a new patient population at minimal cost. By examining the origins 

and development of nurses’ work this book illuminates the complicated nature 

of the nurse labor market, identifies its numerous problems and dysfunctions, 

situates the underpinnings of the appearance of nurse shortages, and scrutinizes 

solutions implemented to address them.

The ways in which earlier generations of nurses were employed, utilized, 

and compensated caused misdistribution of nurse resources and long-term 

problems in ensuring an adequate supply of nurses to the sick public. A decades-

long reliance on student nurse workers, for instance, who delivered the major-

ity of patient care, artificially reduced the financial cost of nurse services and 

lulled hospitals into assuming nursing care was obtained through cost-cutting 

measures.

The job market for nursing school graduates revolved around the private 

hiring of nurses by a small number of patients who could afford private care, 

reducing job opportunities and chances for steady employment. Intense com-

petition from nonprofessional nurse workers stymied nurses’ efforts at control-

ling the labor market and required significant time and effort from nurses as they 

fought intrusions into their practices. Poor employment conditions within hos-

pitals failed to attract a stable nursing workforce, while the itinerant nature of 

the workforce led to repeated disruptions in reliable care delivery.

Attempts at developing strategies to resolve shortages on the part of nurses 

themselves, medical experts, and government officials resulted in tactics that 

were neither effective nor safe for patient care. The result was that for the first half 

of the twentieth century, hospitals grappled with a nurse workforce insufficient 
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to meet patient care demand, nurses struggled with poor working conditions, 

physicians grumbled that they needed more nurses, and patients worried 

about who would take care of them.

A shortage of nurses is not a new phenomenon and stemmed from core prob

lems in work design and management. Over the past thirty years, contemporary 

researchers have observed the cyclical nature of nursing shortages.4 Historians 

and economists taking a longer view identify significant nurse shortages dating 

from the post–World War II era.5 Some suggest nurse shortages have an even 

earlier origin, having persisted throughout most of the twentieth century.6

Unresolved workforce issues increase the difficulties in retaining qualified 

staff and threaten the provision of care. An acceleration in attrition rates of 

actively employed registered nurses, significant job dissatisfaction among 

nurses, and increased incidence of nurse alienation and burnout point to large 

problems existing within nurses’ workplace environment.7 In response to these 

issues, the Institute of Medicine (now called the National Academy of Medicine) 

released a landmark report, The Future of Nursing: Leading Change, Advancing 

Health (2010). The report noted the need for a fundamental transformation of 

the nursing profession to deal adequately with a health-care system undergo-

ing complex and rapid changes to maintain adequate delivery of nurse services 

in the years ahead.8

Although historians have identified the rigorous circumstances under which 

earlier generations of nurses worked, few have concentrated on the actual 

employment situation that characterized nurses’ professional life.9 There has 

been less study of the role professional associations and groups had in the sup-

ply and demand for nurses. Knowledge of the nurses’ labor market is critical 

for providing fuller comprehension of similar problems in today’s rapidly chang-

ing workforce. This book provides that knowledge by offering the first exten-

sive examination of how nurses arranged their working conditions and by 

synthesizing the historical context of the complex factors creating nurse distri-

bution problems.

Background

American professional nursing traces its roots to the late nineteenth century, 

when the phenomenal growth of hospitals, attributed to changing patterns of 

work and living arrangements, required more skilled caregivers. Improvements 

in medical therapeutics, newer conceptions of disease and illness, and the grow-

ing power of physicians removed sick care from a home setting and established 

hospitalization as routine for ill individuals. Necessary for the acceptance of 

hospitals by the public was the presence of an educated group of nurse workers 
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who could carry out the more complicated and technologically driven treatment 

regimens required by the tremendous growth of scientific medicine. Installing 

a corps of reliable, respectable nurses provided a cadre of caregivers conver-

sant with the demands of modern medical practice and assured the growing 

number of middle-class patients that hospitals were safe.10 Unlike hospital 

attendants, who traditionally delivered care in mid-nineteenth-century hospi-

tals and whom professional nurses rapidly replaced, nurses were able to able to 

read and write, use math to calculate dosages and solutions, observe and record 

patient parameters such as pulses and other vital functions, including responses 

to treatment, and consult with physicians. These new health-care workers 

revolutionized the delivery of sick care and created a new occupational field 

welcoming to women workers.

By 1900, approximately six hundred hospital-based schools of nursing oper-

ated in the United States using an apprenticeship-based form of pedagogy.11 

Students worked in the hospital learning whatever nursing procedures the par

ticular institutions provided for their patients and, in return for their education 

and a small stipend, delivered the majority of patient care.12 As most schools 

were bereft of formal teaching staffs, the students used a method of learning that 

was self-taught and experimental. By using student labor, hospitals came to rely 

on an inexpensive but transitory workforce. Upon completion of the educational 

program, students received a diploma and were sent out to find employment.

As early modern hospitals tended not to hire their graduates, the majority 

of nurses sought work in the private duty sector, where they had direct employ-

ment from a sick patient. Patients or their families hired a nurse either upon 

the advice of the attending physician or when the family’s ability to care for ill 

members was lacking. Late nineteenth-century private duty nurses, typically 

employed for the duration of an illness, provided home-based care twenty-four 

hours a day, seven days a week. When middle-class patients began seeking hos-

pital care, private duty nurses followed them into the hospital. Although the 

setting changed, the work arrangement remained the same, with patients hiring 

nurses to provide full-service care.13 Those unable to afford private nursing 

received their care through the student training system in the hospitals; if 

patients were at home and medically indigent, they might meet the eligibility 

requirements for the services of a visiting nurse.

Two characteristics of private duty nursing highlight the differences between 

the private employment of nurses and our current institution-based nurse work 

arrangements. First, private duty nursing reflected an entrepreneurial approach 

in which nurses assumed responsibility for generating their income and a steady 

supply of patients. Moreover, while hospitals imposed restrictions on private 
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nurses regarding patient charges and other working conditions, nurses relied 

on their ingenuity to obtain employment and controlled their work schedules 

as independent contractors. The second key characteristic was that private duty 

nurses provided care that mirrored familial traditions, in which family mem-

bers, usually women, were the main providers of care throughout the course of 

illness. This structure remained a significant part of private duty nursing with 

minor variations throughout the first half of the twentieth century. The patient-

nurse relationship became the model of modern nursing practice; this model 

has been replicated and reinvented throughout the twentieth century and the 

present day.14

For private duty nurses, the unique circumstances of caring for one patient 

who was also their employer created a situation plagued with dysfunction. 

Beginning in the 1920s, issues surrounding acceptable rates of patient charges, 

hours of work, the means through which nurses obtained patient cases, nego-

tiations over working conditions, and competition with other less-trained nurse 

workers consumed the working lives of private duty nurses. By then, a steady 

increase in the number of new nurses entering the labor market, graduates of a 

growing number of nursing schools—as well as the presence of a large group of 

nontrained nurse workers who, in an unregulated labor market, competed 

equally with professional nurses for patients—considerably lessened the number 

of job opportunities. Calls for nurses to leave private duty and seek institutional 

employment increased.

The onset of the Great Depression contributed to further cracks in the sys-

tem by reducing demand for private duty services. Middle-class patients, unable 

to afford private duty nurses, expected hospitals to provide personalized care. 

Private and semiprivate rooms replaced multiple-bed wards, creating a need for 

more nurses. Hospitals began to understand that hiring graduate nurses was a 

more efficient and rational use of nursing resources, as technological changes 

and therapeutics created complex care requirements necessitating practition

ers more expert than student nurses. This book argues that hospitals and 

nurses faced with financial pressures did not suddenly come together as employ-

ers and employees in the span of the Great Depression years; rather, a longer, 

highly contentious, volatile period ensued that ultimately led to the modern 

staff nurse model.

Despite these difficulties, the private duty system served as the template 

for nurse employment, setting the patterns for how nurses procured work as 

well as determining typical and acceptable hours of work, compensatory rates 

and arrangements, and the ways in which nurses engaged employers in negoti-

ating working conditions. For better or worse, the private duty market was the 
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principal, and in some cases only, job market for nurses. In 1923, estimates indi-

cated that 80 percent of all professional nurses worked in private duty.15 More-

over, while the percentage of nurses employed in private duty dropped to 

55 percent in 1930, 21 percent in 1949, and 13 percent in 1962, throughout the 

sixty-year period between 1900 and 1960 the private duty field maintained its 

ranking as one of the largest professional areas of nursing.16

By the late 1930s, the idea that the private duty market had hit rock bottom 

appeared increasingly more evident. A string of circumstances revived for a 

period the faltering system. Hospital admission rates increased significantly in 

the closing decades of the 1930s, the result of the growing number of individu-

als obtaining health insurance policies. Technological demands of patient care 

continued to intensify rapidly, creating a greater need for experienced nurses. 

Further, a movement to reduce nurses’ daily working hours from twelve to 

eight resulted in the need for more nurses to cover twenty-four-hour shifts. The 

overall result was a much higher demand for fully educated hospital nurses. 

In fact, reports of a national nursing shortage began circulating throughout the 

health-care system as early as 1936.17

Hospitals found they could maintain a nursing service that hired a mini-

mal number of full-time employed nurses supplemented as patient care require-

ments demanded with per diem nurses, most of whom were private duty nurses 

temporarily without patient assignments. Nurses also displayed restraint in enter-

ing into full-time employment situations. Accustomed to their status as inde

pendent contractors, private duty nurses often preferred the self-regulating 

private market, in which they had control over their work schedules. This system 

met hospitals’ need for registered nurse services while lessening the financial 

commitment of hiring full-time employees.

The onset of World War II hastened changes in the nurse labor market. With 

approximately 25 percent of registered nurses serving in the military, there was 

again a demand for student workers. To deal with the situation, Congress passed 

the Nurse Training Act of 1943 to create the Cadet Nurse Corps program. The 

program provided more than $160 million to schools of nursing to increase the 

number of student nurses, who in turn would free up fully educated nurses for 

military and other national defense roles.18 The Cadet Nurse Corps program 

also continued the student nurse–led system of hospital care delivery and once 

more hospitals relied on cheap student labor, compliments of the federal 

government.

As the war abroad ended, a battle between hospitals and nurses percolated 

at home. Hospital utilization continued to climb, the result of improved treat-

ment modalities; federal programs such as the Hill-Burton Act, which supported 
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building new, more complex health-care institutions; and a larger number of 

Americans able to access hospital services through health insurance plans pro-

vided by employers. A critical element in assuring the success of the post–World 

War II modern medical care system was nurses. By this time, hospitals, under-

standing the benefits of a permanently employed nursing staff, demonstrated 

greater interest in hiring nurses as regular employees and looked forward to 

employing them as they returned from military service. Expectations were high 

that nurses would respond by seeking out positions as staff nurses.

The complex characteristics of the post–World War II nurse labor market 

worked together to limit the number of nurses seeking employment.19 Perhaps 

the most glaring and puzzling factor that discouraged nurses from re-entering 

the workforce were the poor working conditions found in hospital employment. 

Hospitals, while eager to hire nurses, wanted to do so on their terms; nurses 

found these terms incompatible with a satisfying career and adequate compen-

satory arrangements.20 The first significant nursing shortage occurred in the late 

1930s; shortages continued throughout the war years and endured into the post-

war era, becoming a national crisis by the 1960s.

Private duty nurses continued to function, but in an increasingly marginal-

ized role. Hospitals, eager to hire nurses in large numbers, discouraged private 

duty nurses through a variety of tactics that restricted their practice and placed 

burdensome working rules on them. During the 1940s, younger graduates of 

nursing programs, particularly those who participated in the Cadet Nurse Corps 

and completed the required six-month hospital employment period, became 

accustomed to full-time employment as staff nurses and shunned private duty. As 

nurses accepted hospital employment as normative, problems remained. Hos-

pitals were unable to maintain a nurse workforce sufficient to meeting patient 

care needs. Nurses continued to view hospital employment as a temporary sit-

uation until marriage or children intervened. Physicians demanded warm bodies 

to care for their patients. Moreover, it was not clear to patients whether the health 

worker walking into their rooms to deliver care was a registered nurse, a student 

nurse, a licensed practical nurse, or a nurses’ aide.

Understanding nurse supply and distribution, whether discussing shortages 

or excesses, requires a critical analysis of the historical structure and organ

ization of nurses’ work. The conventions established in the initial decades of 

the twentieth century became the foundation on which modern-day professional 

nurses sought employment and carried out their work. Many of the problems 

experienced in supplying nurses to patients, as well as some of the successes, 

originated in the early labor market. An examination of the nursing labor market 
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enables greater understanding of similar issues currently plaguing our health-care 

system today.

We face a growing elderly population with a multitude of nursing care 

needs. Some of these older people can afford private care, and others rely on 

various home care services, which has spiked an interest in private nursing ser

vices.21 Also, contemporary hospitals often rely on short-term nurses from agen-

cies; this recalls the private duty per diem system found in the earlier part of 

the twentieth century. Further, some physicians offer private care services via 

“boutique” or “concierge” practices, which resemble in many respects private 

duty nursing, albeit with greater financial rewards.22 This book analyzes the ben-

efits and burdens of privately financed care, and how it informs current debates 

over how to deliver essential nursing and health care. It also highlights how a 

stable, reliable professional nurse workforce remains to be established.

Chapter Overview

Chapter 1 scrutinizes the development of modern professional nursing educa-

tional programs in the mid-nineteenth century and the work options avail-

able to graduates of such programs. This chapter also details the demographic 

characteristics of nurse labor market participants prior to World War II.

Chapter 2 examines private duty registries, which were agencies that con-

nected patients with nurses. This chapter also looks at nurses’ professional asso-

ciations, such as the National League for Nursing Education (NLNE) and the 

American Nurses Association (ANA), and their role in building the framework 

of nurses’ work.

Chapter 3 looks at the New York Central Registry, which was set up and 

administered specifically by and for nurses. This registry highlights the work-

ings of the private duty nurse market and the challenges nurses encountered 

as they attempted to monopolize the nursing labor market in the state.

Chapter 4 analyzes the national nurse labor market and the dysfunctions 

that arose as private duty nursing emerged as the primary occupational role in 

the nursing profession. The chapter also examines national studies carried out 

on the experiences of African American nurses, revealing the similarities and 

dissimilarities between black and white nurses as they sought work.

Chapter 5 covers the end of World War I to the beginning of the Great Depres-

sion and describes a “golden age” for private duty registries. This was a time 

when significant professional registries solidified their status as major distribu-

tors of nurses and worked to improve employment conditions and resolve the 

day-to-day problems involved in distributing nurses to the public.
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Chapters 6 and 7 focus on the tumultuous decades of 1930–1950, when the 

dismantlement of the private duty labor market occurred, leading to significant 

nurse shortages, which threatened the functionality of hospitals. This period 

also ushered in the standardized eight-hour day for nurses, which created more 

opportunities and demand. This era, often referred to as nursing’s “great trans-

formation,” is traditionally seen as the time when nurses left the private duty 

field to work as permanent employees in staff nursing positions.23 It is also a 

period in which hospitals introduced licensed practical nurses (LPNs) to address 

nursing shortages. The emergence of LPNs led to tensions between nursing lead-

ers and private duty nurses, who viewed LPNs as a threat to their livelihood. 

As the market for private duty nurses declined in the 1950s in the push to favor 

staff nursing positions, the business of the registries dropped off. No longer seen 

as major players in the nurse labor market, registries’ ability to supply and sup-

port nurses faded.

The Conclusion provides a contextual understanding of the state of the 

nurse labor market and connects the current state of nurses’ work and the 

supply of nurses to its historical legacy. This historical analysis of nurses’ 

work places in perspective recent changes in care delivery and broadens our 

understanding of nurses’ issues as we develop strategies for meeting our future 

health-care needs.

This book confronts one of the most enduring problems faced by the Amer-

ican health-care system. How do we obtain the right number of nurses for 

patients in need of care at a price society can afford? Ensuring an adequate sup-

ply of nurses is a critical function of a modern society, particularly for a coun-

try such as the United States, which has built up and depends on a complex, 

highly technological health-care system. Professional nurses work in a large vari-

ety of health-care settings, not only providing services to those in the acute 

and chronic stages of illness, but also overseeing a wide spectrum of services 

designed to encourage, maintain, and support a healthy population. The range 

of services offered by professional nurses means there are few Americans able 

to go through their lives without contact with a nurse at some point. Their uni-

versal presence as a major health-care provider goes unchallenged and when 

they are in short supply the nation as a whole suffers.

By the late twentieth century the nurse labor market was marked by cyclical 

shifts in supply and demand exacerbated by fluctuations in workplace settings 

and employment conditions. The allocation of nursing care services remains a 

tenacious problem that the American health-care system has failed to address 

and solve sufficiently. Identifying why this situation exists and the solutions 

earlier generations used to resolve their nurse distribution problems provides 
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perspective to current nurse supply issues that nurses and policy makers can 

build upon as they provide care for our nation’s citizens. By exploring the gen-

esis of employment patterns in the nurse labor market, this book illuminates 

the complex foundations from which nurse shortages developed and will pro-

vide answers to the question that perennially perplexes the American health-

care system: Why does the United States never seem to have enough nurses?



12

Educational programs preparing individuals for private nursing work existed 

from the beginning of the republic. Valentine Seaman, a physician affiliated with 

the New York Hospital, offered a course of lectures on childbirth care for women 

wishing to secure work as nurses as early as 1798.1 In 1839, Philadelphia phy-

sician Joseph Warrington initiated a more organized approach to nurse educa-

tion with the establishment of the Nurse Charity of Philadelphia, designed to 

prepare nurses to care for individuals during childbirth and the postpartum 

period. Warrington offered the students a planned program of study, supervised 

clinical experience, and a certificate upon completion of the program testifying 

to their abilities as nurses.2 By 1853, the Nurse Charity took on the characteris-

tics of a school, acquiring living quarters for students, a library, and an orga

nized curriculum.3 The opening of a hospital and a renaming of the enterprise 

to the Philadelphia Lying-In Charity Hospital and School of Nursing in 1881 

completed the transition of the Nurse Charity to an official school of nursing, 

which continued operations until 1918.4 A second Philadelphia institution, the 

Woman’s Hospital, often cited as the first chartered school for nurses in the 

United States, opened a school for nurses that was incorporated in 1861, 

although the first students did not arrive until 1864.5 The two Philadelphia 

schools also operated registries that placed graduates of their programs with 

patients requiring private duty care.

The professional schools of nursing established in the nineteenth century 

aimed not only to reform hospital-based nursing care through the presence of a 

disciplined and educated corps of student nurse workers but also to establish 

nursing as a legitimate, respectable, and attractive occupational field for young 
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women.6 The field most nursing school graduates entered was private duty. The 

origin of private duty nursing follows traditional patterns of illness care in which 

families hired outside individuals to care for their sick members. Before the 

twentieth century, when most sick care took place within the home, family 

members who fell ill received care directly from unaffected relatives. For 

common or minor illnesses, the knowledge required for delivery of health 

care resided within the family domain with its women members. Some dis-

eases required care outside of the home, such as when conditions stretched 

family resources or when special skills not possessed by the general popula-

tion were required, or simply when a family had the financial means to employ 

caregivers, which demanded outside assistance.

Until the late nineteenth century, individuals of varying abilities delivered 

most hired private nursing care. Many nurses, sometimes referred to as “expe-

rienced nurses,” acquired competence in nursing simply by doing it; they relied 

on their experiences with the sick to claim nursing status. Some received nurs-

ing knowledge through work with physicians or by employment in existing hos-

pitals. The historical record is not silent on working nurses before the late 

nineteenth century and the emergence of training schools for nurses; several 

researchers have uncovered examples of organized, competent delivery of nurs-

ing to institutionalized patients.7 However, the story of how the earliest private 

nurses worked in patients’ homes lacks the documentation found in hospital 

records dated later.

As evidenced by the increasing number of individuals listed as nurses in 

the U.S. Census beginning in 1870, private nurses were available to the general 

population, representing a growing occupational field, particularly for women. 

Historian Susan Reverby has carefully recorded the life course of “professed 

nurses,” those women who sought paid employment as private nurses minus 

formal training.8 The growing popularity of the trade with both patients and phy-

sicians made such nurses a fixture within the nursing marketplace. The tradi-

tion of hiring outsiders for private nursing care existed well before the advent 

of professional nurse educational programs and outside their scope; it contin-

ued even as those programs spread around the country.

Graduates of the growing number of late nineteenth-century nurse train-

ing programs saw the private nursing market as the best possible field for 

employment. Although some graduates of nursing programs were hired by 

hospitals, mainly in supervisory or other leadership positions, most health 

care during this time period occurred in the home. Close study of the private 

nurse market provides an instrumental glimpse into the evolution of modern 

health care.
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Chloe Cudsworth Littlefield: Portrait of a Private Duty Nurse

In January 1883, Chloe Cudsworth Littlefield, writing to her mother Elizabeth, 

reported on a significant rite of passage she had recently undergone. “I am wear-

ing my caps have filled out my paper & signed the agreemnt [sic] to remain two 

years.”9 Littlefield had completed her initial months at the nurse training school 

of the Woman’s Hospital in Philadelphia and by wearing a cap she was noting 

a tradition that would later become enshrined in nurse education over the next 

century as the symbol of an educated nurse. Littlefield’s prolific and richly 

detailed family letters and diary offer a fascinating and compelling look at the 

life and career of a late nineteenth-century private duty nurse. Her story vali-

dates historical knowledge about early nurses’ work and offers a more nuanced 

look at nursing practice, suggesting reconsideration of many of the typical por-

trayals of such nurses.

Chloe Cudsworth Littlefield was born in 1850, the youngest of nine children, 

to a farming family in upstate New York. As she grew into adulthood, Little-

field, like many women of the era, found it necessary to seek paid employment 

outside the home. At first she sought jobs with the various manufacturing con-

cerns that dotted the northeast region, serving as a major employment sector 

for women workers in the late nineteenth century.10 However, economic secu-

rity in such jobs eluded Littlefield and in 1881, after she sustained a series of 

layoffs, she journeyed to Philadelphia to enter the nurse training program of the 

Woman’s Hospital. She was thirty-one.

Nursing was a known occupation to Littlefield, who had already earned a 

reputation by skillfully caring for sick relatives, including her older brother 

during his terminal illness. She had also observed firsthand the practice of a 

trained nurse when Littlefield’s sister, Ellen Hubbard, hired one to attend dur-

ing and after childbirth. Yet, Littlefield’s attraction to nursing most likely lay in 

the more practical and remunerative aspects of the occupation, the expected 

earnings a nursing career would provide; these earnings promised more stabil-

ity than those of jobs in the manufacturing sector. Nearing her 1883 graduation 

from Woman’s Hospital, Littlefield confided to Ellen her anticipation that her 

decision to become a nurse would literally pay off: “Only hope I get a diploma 

I shall think I have earned it if I do & if I do not I shall not regret the exsperiense 

[sic] I have you know I will have a better means of support than at one time 

I was likely ever to have.”11

The Woman’s Hospital program, typical of nurse education programs of 

the time, was two years in length and consisted of lectures and work in the hos-

pital’s wards. After a period of months during which Littlefield acquired basic 
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nursing skills learned by working in the hospital’s wards, the school sent her 

out to deliver private duty care to patients in their homes. This practice pro-

vided students with hands-on experience caring for private patients and pre-

pared them for life as a private nurse. At the same time, schools earned income 

from the monies paid by patients for the student care.

In late 1883 Littlefield graduated and returned to her parents’ home in Graf-

ton, New York, and later to Hubbard’s house in Springfield, Massachusetts. She 

settled in Springfield over the next several decades, using it as a base of opera-

tions for her work. Initially, Littlefield did not seek out patients; instead, she 

used her time assisting her parents and sister with household and farm duties, 

visiting relatives, preparing her wardrobe for eventual work, and caring for 

relatives who came down with illness—not an uncommon occurrence. In 

April 1884, she traveled to New York City to attend her niece during childbirth, 

her first real case as a trained nurse. Sadly, the baby died one day after his birth. 

Littlefield returned to Springfield shortly afterward and began her career in 

earnest.

Once embarked on her practice, Littlefield experienced minimal difficulty 

in obtaining cases and enjoyed a thriving practice. Her reputation among phy-

sicians in the area was excellent; many of them engaged her to care for their 

own ill friends and family members. Littlefield voiced pride in her work, mak-

ing special note in her diary and letters when she received compliments. In 

August 1884, she nursed the seriously ill sister of a local physician until the 

patient succumbed to what was determined upon autopsy to be a cancerous gall 

bladder. Despite the poor outcome, the attending physician told Littlefield that 

she was the first nurse he had seen in a long time who knew how to care for a 

patient.12 In another instance, Littlefield wrote her mother, “I heard Mrs. Taylor 

say yesterday that Dr. Stebbins said I was the best nurse in the City.”13 Little-

field’s evident delight in physician praise represented not just pride that her 

work was well received but recognition that a nurse’s practice, and consequently 

her income, was tied to the number of patients who engaged her and was medi-

ated mainly through physicians who admired her skills. A nurse who built up 

a good standing in the community and was acknowledged as a competent prac-

titioner could look forward to steady work. Littlefield’s early success in impress-

ing local physicians with her skills boded well for the future.

In 1884, the private duty nurse market was in its infancy, with few work 

conventions set. Springfield, although a thriving industrial center, had no sys-

tematic method through which trained nurses could obtain work or connect 

with patients. Springfield’s first training school for nurses did not open until 

1892; until then trained nurses utilized their own devices in seeking jobs.14
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Littlefield employed tactics typical of trained nurses of the time and began 

her job search by visiting some physicians in the area, letting them know she 

was available for care and using her contacts with other trained nurses to 

advertise her services. One opportunity that offered promising results occurred 

when the daughter of Littlefield’s sister Ellen (Marion) became seriously ill with 

croup. Littlefield, involved in her niece’s care, thought her interactions with the 

attending physician would prove helpful. Writing to her father about Marion’s 

illness, Littlefield noted, “Dr. Hooper was here this morning for the fourth and 

last time. I think his acquaintance may prove beneficial to me in my practice. 

I haven’t taken a case yet but I hope to be ready some time this week if one pre

sents.”15 In early June Littlefield noted in her diary further efforts to obtain work: 

“I call on Dr. Sprague this evening. She thinks she will have a case for me in 

2 or 3 days.”16 Three weeks later, Littlefield received a call to a care for a patient 

who had experienced a complicated stillborn birth.

Littlefield’s use of the term case to indicate patients for whom she cared 

was both conventional and noteworthy, carrying inferences about the autonomy 

of private duty nurses. As opposed to hospital nurses, who were assigned to 

patients or specific tasks, private duty nurses, much like physicians, took cases. 

Taking a case indicated ownership of patient care on the part of the nurse and 

reinforced the independent nature of private nursing practice. Private duty 

nurses assumed the entire care of the patient, seeing the patient from the time 

care was requested until the nurse was no longer needed—either when the 

patient recovered or died.

Littlefield settled easily into the rhythm of work typical of private duty 

nurses, with most of her cases lasting anywhere from a few weeks to a couple 

of months. Once engaged on a case, she moved into the patient’s house, fitting 

into the household routine as the situation demanded. Littlefield’s concern for 

the well-being of her patients often extended to the entire household and she 

became known for her ability to “take over,” restoring order on several differ

ent levels at times of crisis when illness struck. For example, in January 1885, 

Littlefield embarked on a difficult case caring for a patient diagnosed with “con-

sumption of the bowels.” The attending physician predicted the patient “would 

last a few days at most.”17 Yet, Littlefield’s treatments swiftly returned the patient 

to health. Upon recovery, the patient testified that without Littlefield’s care, “she 

would been in her grave.”18

Littlefield’s care encompassed more than the usual bedside attention, which 

typically ended once the patient was well. For instance, she once delayed her 

departure from a patient’s house until assured the patient’s daughter would “take 

all necessary care of her now.” Even then, Littlefield waited a bit longer before 
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leaving, giving up two other cases, until the family hired a replacement “kitchen 

girl,” the original one having left shortly before. Littlefield wrote her mother, 

telling her, “but of course would not leave them without a girl in the kitchen.”19 

On another case, Littlefield felt little compunction in agreeing to carry out work 

not strictly within the duties of a professional nurse. The patient, a new mother, 

remarked to Littlefield that she thought the Boston Training School, which even-

tually became the Massachusetts General Hospital Training School, taught its 

nurses to do more than those who graduated from Hartford Hospital but noted 

that nurses from Hartford would wash babies’ didees (diapers). Littlefield, no 

doubt thinking this was a gentle hint that she wash the baby’s diapers, replied 

that while her school did not have her wash diapers, she would do it if the patient 

wished. However, there was already someone in the household who took on this 

job, sparing Littlefield the task.20

Littlefield’s firsthand account highlights both the pressures and mundanity 

of the twenty-four-hour nature of private duty care, where even rest time 

depended on how well or poorly the patient fared. Her diary makes frequent 

note of when she could and could not obtain time for herself: “After 2 P.M. I am 

sitting down a few minutes for the first time today. I have been busy all morn-

ing as I have been most every moment nearly since I have been here.”21 In 

another case, which required her to travel from her parents’ home in New York 

back to Springfield, she arrived late and was tired but the doctor insisted she go 

directly to the patient, who happened to be the doctor’s brother. Littlefield com-

plied.22 Other cases presented opportunities for more relaxation. For instance, 

Littlefield had many patients that were women undergoing childbirth, which 

allowed her to take walks or naps—assuming a normal birth without health com-

plications. Because many of her cases were in Springfield and close to home, 

she often used her rest periods to visit her sister and replenish her wardrobe or 

pick up other needed supplies.

Littlefield’s working life was not always this idyllic and often required her 

to pay consistent attention to the business of nursing. In March 1887, Littlefield 

made a serious mistake that threatened her professional reputation and liveli-

hood when she mistakenly promised to take two cases at the same time. Both 

cases, which happened to involve Littlefield relatives, were to attend patients 

during childbirth, cases which typically consumed up to four weeks of a nurse’s 

time. Littlefield, while on the first case, was alerted to her error by her sister, 

Ellen, who wrote her frantically, “am very sorry you made such a mistake. . . . ​

It is too bad for Abbie [the second patient] and too bad for your reputation here 

if you cannot be depended when after you had made an engagement. . . . ​I do 

not know what you had better do—you and Abbie are the ones to agree upon 



18	 Nursing the Nation

something.”23 In a subsequent letter to Littlefield, her sister continued to voice 

concern about the problem, emphasizing the consequences that might ensue. 

“I do [underline in original] hope that Abbie will get along well and be able to 

get some good help that you may meet your engagement here—if you fail to meet 

it I am afraid it may do more harm than you could repair soon.”24 Ellen suggests 

and then rejects solutions to the problem, reasoning that sending for another 

nurse might be costly and that the doctor would be more likely than Littlefield 

to know about substitute nurses.

Littlefield arranged for her sister Mary to care for the second case but she 

remained distressed by her error. She asked Ellen to speak with the doctor 

involved to explain the situation, as it was too complicated for Littlefield to put 

in a letter. She also believed the situation required a personal response, even if it 

was from a third party, her sister. She acknowledged her responsibility, declar-

ing, “The mistake made is very unfortunate I know, for all concerned & I can 

not [sic] account for it . . . ​if it were all explained to the Doctor he might think 

me the more stupid.”25 She advised Ellen that if the doctor did not know of a 

nurse, the patient might try to hire another nurse, Miss Hoag, a colleague of Lit-

tlefield’s. Yet, Littlefield was reluctant to let Hoag know of her error, writing 

“Although I would much rather she know nothing whatever of the matter—only 

I feel obliged to do what I can to supply my place.”26

Reliability in taking cases as promised was a hallmark of a good private duty 

nurse and continued as the standard of first-rate private duty practice. It was 

incumbent upon the nurse to arrive as arranged once engaged for a case. Patients 

depended on nurses appearing when they said they would. When they did not, 

the nurse, or, later, private duty registries, suffered potential loss of business. 

Littlefield weathered this professional storm without any apparent damage to 

her reputation. She remained in high demand with patients, yet her concerns 

and those of her sister were real and emphasized the precarious nature of the 

private duty market, which depended on a variety of factors and a nurse’s inge-

nuity to maintain a successful practice. As self-employed independent con-

tractors, they needed to assume all the skills required to run a good business. 

Customer service was essential for successful practice. And, as Littlefield knew, 

rumors and gossip held the potential to destroy a reputation.

Left obscure in Littlefield’s writings are the ways in which she arranged the 

amount and payment of compensation for her work. Periodically, she reports 

receiving somewhere between $15 and $20 a week for her services, an amount 

typical for the time. The method through which she negotiated payment from 

patients is left unspecified. In one case, she records that the husband of a patient 

who had just given birth asked her to accompany the family from Springfield to 
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Middletown, Connecticut, for a period of two to three weeks.27 She had already 

received $20 for her first week of work and the husband inquired what her terms 

would be for the extra time as he did not want to stand in the way of her earn-

ing more if she had another case. Littlefield did not reveal the outcome of her 

negotiations but as she did accompany the family to Connecticut, a suitable 

agreement was most likely reached.28

Littlefield’s patient charges stayed within the same range over time, a pat-

tern typical of nurse wages, which tended to remain stagnant with few increases 

in the price of private duty nursing occurring. She earned the same $15 to $20 a 

week in 1892 that she received in 1884.29 Having their roots in nineteenth-century 

practices, stagnant wage rates persisted as a major problem for nurses through-

out the twentieth century. The only way a private duty nurse could increase 

her income was by taking more than one case at a time, a logistical impossi-

bility when caring for one patient on a twenty-four-hour basis. This dilemma 

plagued nurses over decades.

Littlefield’s singular experiences display professionalism and pride in 

her care and a keen sense of business in making her practice a success. Late 

nineteenth-century families depended on a constellation of members to carry 

out tasks involved in sustaining a household. Both married and single women 

shared in household responsibilities, which kept family enterprises running, 

whether these included churning butter, milking cows, sewing clothes, or car-

ing for children. Littlefield’s choice of career allowed her to meet the multiple 

demands placed on her as well as providing her with an independent income. By 

navigating several roles at once she enjoyed a life filled with pleasure and achieve-

ment. Littlefield lived into her nineties and family reminisces of her recall a 

happy, thoughtful, caring woman who maintained delight in her work as a nurse.

Littlefield represents a pioneer private duty nurse entering the field on the 

cusp of professional nursing when trained nurses were rare and not yet accepted 

fully as necessary for illness care. In Littlefield’s time there existed a good deal 

of ignorance and uncertainty about the trained nurse.30 Doctors and patients 

lacked a consensus on what expectations trained nurses offered, thus permit-

ting early practitioners freedom to create practice customs on their own with 

little fear of criticism or censure. Littlefield’s early years as a nurse took place 

in a period before the rise of nursing’s professional sensibilities. Professional 

associations, which promoted normative ideas about professional practice, did 

not begin organizing until the 1890s. Nurses completing their training in the 

very early years of professional nursing did so without the constraints of later 

practice. Nurses’ professional aspirations and a growing market for nurse ser

vices created a need to define better the parameters of nurses’ work and establish 
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conventions that dictated normative behavior. As more and more graduate 

nurses entered the private duty field, the elements of an infrastructure that orga

nized and systematized the work environment emerged.

Characteristics of the Emerging Nurse Labor Market

The profession of nursing saw significant achievements by the beginning of the 

twentieth century. There were somewhere between 549 and 867 schools of 

nursing operating in the country, descendants of the late nineteenth-century 

movement to educate a group of workers specifically for paid care of the sick.31 

Although national standards designating the components of an adequate nurse 

educational program did not yet exist, national nurse leaders pointed to some 

agreement on what comprised a good nurse educational system. Nurses also 

completed major organizational accomplishments with the formation of several 

professional associations. An ultimately successful campaign to obtain legal rec-

ognition and protection of nursing through the passage of state nurse registra-

tion acts was in its infancy. Further, professional nurses proved their worth and 

received national fame through participation in the Spanish-American War.

Accurate estimates of the number of individuals working as nurses at the 

turn of the twentieth century do not exist. Statistics kept on the nurse labor mar-

ket for the first decades of the twentieth century tend to be inexact and confus-

ing. The U.S. Census enumerated an occupational category of “nurses” beginning 

with the 1860 census, listing a total of 8,132 nurses in the thirty-four states and 

eight territories then comprising the Union.32 Thirty years later, the 1900 cen-

sus differentiated nurses into two categories: one for “nurses (trained)” and a 

second for “nurses (not specified).”33 The term trained nurse applied to those 

who had completed a course of nurse training or education in one of the hospital-

based programs cropping up around the country. The “nurses (not specified)” 

category pertained to individuals employed as nurses who did not possess for-

mal education or training in nursing. Census officials noted that efforts to dis-

tinguish trained nurses from nontrained nurses were not always successful.34

Adding further to inaccuracies found in nurse census enumerations was the 

Census Bureau’s practice of including student nurses in the trained nurse cat-

egory. This convention, which continued through the 1950 census, inflated the 

number of nurses reported. A 1974 recalculation of census figures by the Depart-

ment of Health, Education, and Welfare (HEW) corrected for the inclusion of 

student nurses and provides a more accurate accounting of the number of nurses 

for the years 1910–1960, although basic classification problems with nurse-

related census enumerations remain.35 Despite issues surrounding counts of 

nurses, a cautious reading of U.S. census data does offer some sense of the 
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size, growth, and characteristics of the early twentieth-century nurse labor 

market, allowing identification of several salient features descriptive of the 

nurse workforce.

In 1900, the U.S. Census listed 12,026 trained nurses. It is unclear how the 

Census Bureau arrived at this number, although the bureau reported that “Effort 

was made to separately classify trained nurses.”36 Contemporaries generally con-

sidered this estimate too low. In a 1900 article in Trained Nurse and Hospital 

Review, Anita Newcomb McGee, assistant surgeon general of the U.S. Army, 

attempted to approximate the number of nurses then present in the United 

States. Basing her analysis on reports issued by the Bureau of Education, which 

tracked nursing education programs, and beginning with the first known schools 

of nursing in the country, dating from the 1830s, McGee concluded that the num-

ber of all nurses that had graduated from schools of nursing was somewhere 

between twenty-five and thirty thousand.37 Of course, not all of these nurses 

were working or even alive in 1900, yet taking McGee’s estimate as a highest 

number of possible nurses and using the census figures for 1900 as the lowest 

limit, there were somewhere between twelve and thirty thousand nurses, gradu

ates of some type of training program, existing in the United States at the turn 

of the century—a wide and somewhat inexact range.

The remaining figures, provided by the 1900 census, which consisted pri-

marily of data on the race, age, and marital status of nurses, grouped the “nurses 

(trained)” and “nurses (not specified)” categories together, making differen-

tiations between the two impossible. Beginning with the 1910 census, not only 

is greater detail provided on nurses but “trained nurses” and “nurses (not 

trained)”—the former “nurses (not specified)” category—are treated separately, 

allowing a more refined picture of the nurse population to emerge.

Trained Nurses

The most notable, defining, and enduring characteristic distinguishing the 

nurse population in the twentieth century was its tremendous growth. By 1910, 

there were 50,476 nurses, an increase of 38,672 over 1900 figures. Ten years 

later, the 1920 population of nurses doubled to 103,879 nurses and doubled again 

in 1930 to 214,989. Even allowing for the inexactitude of the census figures, the 

nurse labor market demonstrated an early and persistent trend toward enlarg-

ing; achieving a 325 percent increase between 1910 and 1930. Schools of nurs-

ing, also experiencing significant growth, demonstrated ample ability to turn 

out larger and larger numbers of nurse graduates (see figure 1.1).

The phenomenal increase in the trained nurse population was the result of 

several converging factors that created high demand and also led to nursing’s 
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popularity as a legitimate occupation. The main factor driving demand for nurses 

was the rapid growth of American hospitals during the last three decades of the 

nineteenth century. In 1873, there were an estimated 178 hospitals in the United 

States.38 By 1904, the U.S. Census Bureau recorded 1,493 hospitals, a figure that 

included voluntary general, children’s, specialty, and some tuberculosis hospi-

tals but not sanitariums, psychiatric facilities, or private run-for-profit hospi-

tals.39 This number rose to 6,719 by 1930.40 Included in that number were 4,302 

general hospitals as well as psychiatric facilities, tuberculosis hospitals, 

children’s hospitals, and other specialty institutions, all of which utilized trained 

nurses. Hospital expansion, attributed to the rise and success of scientific med-

icine as well as changing patterns of illness care, encouraged the middle class to 

seek out institutional care when ill. Changing illness care patterns required that 

hospitals hire caregivers competent and able to deliver increasingly more tech-

nical and complex treatments, a need met by opening schools of nursing. Hos-

pitals found it expedient to use students to deliver care, solving their nursing 

care problems at a low cost. A simple equation developed: as the number and 

size of hospitals increased, so too did the number of nurses.

The second noteworthy factor driving the nurse population upward was the 

growing appeal of the occupation as a meaningful, remunerative form of work 

for women. In the late nineteenth century, women entered the workforce in 
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Figure 1.1. ​ Trained nurses and nontrained nurses, 1900–1930. Sources: U.S. Depart-
ment of Commerce and Labor, Twelfth Census of the United States: 1900—Special 
Reports: Occupations at the Twelfth Census (Washington, DC: Government Printing 
Office, 1904), xxvi; U.S. Department of Commerce 1913, 1923, and 1933.
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larger numbers and began moving into jobs different from the domestic and 

manufacturing work that had previously employed the bulk of women work-

ers.41 Nursing was one of the occupations that offered different opportunities; 

these opportunities served as a reasonable alternative to more mundane jobs and 

carried some attractive characteristics for those needing to make a living. Nurs-

ing had shed its unsavory and largely undeserved reputation as an occupation 

filled with drunkards and loose women and became known as respectable. The 

required education was conveniently provided and paid for by the hospital-

based school system. Further, its promise of steady work, a promise not always 

fulfilled, beckoned those dependent on outside income.

Schools of nursing experienced little trouble in finding, admitting, and grad-

uating students, turning them out in droves. The relative ease with which nurse 

training programs accepted applicants represented an added advantage for those 

seeking an occupation. In general, schools looked for women with good health, a 

respectable reputation, no family responsibilities, willingness to work hard, suf-

ficient education to read and write readily, possession of some mathematical 

skills, and the ability to produce letters testifying to their character. Educational 

requirements for the early schools were minimal; most accepted applicants 

with only an eighth-grade, or even lower, education.

An 1882 U.S. Bureau of Education circular of information on training 

schools for nurses reported that the highest educational attainment required by 

the sixteen schools surveyed was a common school education.42 Educational 

requirements for admission to nurse training schools failed to rise even as more 

schools entered the market. Prominent nurse educator and leader M. Adelaide 

Nutting lamented the lack of higher educational standards, blaming the situa-

tion on the dependence of hospitals on students for patient care delivery and a 

willingness to admit all applicants regardless of educational background. Nut-

ting’s 1912 Bureau of Education report, Educational Status of Nursing, estimated 

that about 35 percent of schools required a high school education or equivalent, 

23 percent required only one year of high school, 22 percent required a com-

mon school education, and 14 percent had no educational requirement at all.43 

Not only did this situation fail to improve over time, but it worsened. A 1923 

Rockefeller-funded study, Nursing and Nursing Education in the United States, 

reported a decline in the percentage of schools requiring a high school educa-

tion from 1912 levels to 29.1 percent in 1918, although the percentage of schools 

requiring at least one year of high school rose to 42.7 percent.44 It was not until 

the 1930s that nursing schools began routinely requiring a high school educa-

tion. In 1932, 90 percent of students surveyed by the Committee on the Grading 

of Nursing Schools entered their school of nursing with a high school diploma.45
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Entry requirements for schools of nursing were relatively equal across the 

country, but the distribution of trained nurses was not. Most trained nurses con-

gregated in large population areas; 45 percent of nurses in 1910 lived in cities 

of over one hundred thousand. This trend continued to characterize the profes-

sion over time. By 1930, the percentage of nurses living in cities over one hun-

dred thousand rose to 49 percent (see table 1.1).

Nurses settled in areas in which job opportunities were higher or at least 

perceived to be higher. Logic dictated that cities with large populations offered 

greater chances of work. Given that early twentieth-century work prospects were 

closely tied to the hospital and school from which a nurse graduated, the vast 

bulk of nurses most likely hesitated to venture far from the schools they attended, 

most of which were located and concentrated in the major cities of the country. 

The concentration of nurses in large cities in conjunction with limited nurse 

availability in less populated areas led to the perception that the labor market 

was overcrowded rather than maldistributed, a complaint frequently voiced in 

the beginning of the twentieth century.

In addition to being in big cities, early trained nurses were overwhelmingly 

young, white, single women. The censuses of 1910, 1920, and 1930 showed that 

an average of 78 percent of trained nurses were between the ages of 21 and 

44 years old. The inclusion of student nurses, who were traditionally younger, 

in these percentages biases the average age downward. The large percentage of 

nurses of young adult years indicates a relatively homogenous population age 

wise, reflecting primarily the large infusion of young entrants into the field. 

Older nurses were a smaller percentage of the population because of the heavy 

work and long hours. Comments in professional journals and at meetings often 

spoke to the length of a nurse’s career, which spanned a relatively short ten-

year period as the aging nurse would find herself not up to the tasks required as 

the years went by (see table 1.2).46

Table 1.1.
Trained nurses living in cities with 
populations over 100,000, 1910–1930

Year Percentage of nurses

1910 45
1920 45
1930 49

Sources: U.S. Department of Commerce 
1913, 1923, and 1933.
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Between 1900 and 1930, the percentage of African American nurses 

declined from a high of only 3 percent of trained nurses in 1910 to a low of 

2 percent in 1930. Even allowing for the fact that minority populations were 

often undercounted or miscounted by census officials, the number of African 

American trained nurses was abysmally low. Actual numbers of African Amer-

ican nurses remained constant throughout the first three decades of the twenti-

eth century. In 1910, the first years for which the Census Bureau provided racial 

breakdowns on nurses, there were 2,433 African American nurses. This num-

ber rose to 5,728 by 1930, an increase of 135 percent—which fades in compari-

son to the 325  percent increase in white nurses over the same period (see 

table 1.3).

Limited opportunities existed for African Americans wanting to become 

professional nurses. Segregated conditions and racial bias denied African Amer-

icans entry into schools of nursing reserved for white Americans. In 1886, Spel-

man Seminary in Atlanta, Georgia, opened the first school of nursing for African 

American women, followed by others schools in the South exclusively for 

Table 1.2.
Ages of trained nurses, 1910–1930

Age (years)

Percentage of nurses

1910 1920 1930

16–20 10 7b 11
21–44 79 81 74
45–64 11a 11 12
65 and over Not provided 1 1

Sources: U.S. Department of Commerce 1913, 1923, and 1933.
a Includes ages 65 and older.
b Includes ages 16–19.

Table 1.3.
Trained nurses by race, 1910–1930

Category

1910 1920 1930

Percentage
Total 

nurses Percentage
Total 

nurses Percentage
Total 

nurses

White 96 79,844 97 145,680 98 287,966
African American 3 2,433 2 3,324 2 5,728
Other < 1 50 < 1 107 < 1 484

Sources: U.S. Department of Commerce 1913, 1923, and 1933.
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African Americans.47 The segregated system of nurse education extended to 

the North. Chicago’s Provident Hospital and Training School opened in 1891 in 

response to the lack of facilities willing to admit minority women to nurse edu-

cation programs.48 Other segregated northern schools initiated nursing educa-

tion programs for similar reasons. The segregated nurse educational system 

persisted well into the middle of the twentieth century and was one piece of a 

system serving two divided populations of professional nurses, characterized 

not just by segregated schools but also by separate professional organizations, 

exclusionary licensing systems, and working opportunities that differed con-

siderably for African American nurses.

The most striking characteristic of the trained nurse field was the gendered 

nature of the workforce in which women predominated. In 1900, the percent-

age of nurses who were men was 6 percent, rising slightly to 7 percent in 1910, 

then dropping precipitously to 3 percent in 1920 and bottoming out at 1 percent 

in 1930 (see table 1.4).

The percentage drop reflects a consistent number of men nurses in an over-

all enlarging population. The actual number of nurses who were men remained 

about the same throughout the first three decades of the twentieth century, total-

ing 5,839, 5,464, and 5,452 men nurses in 1910, 1920, and 1930, respectively.

Men and African Americans shared similar barriers to entry into the pro-

fession. A few schools of nursing did admit men and some, such as the Mills 

School affiliated with Bellevue Hospital in New York City, which opened in 

1888, admitted men only.49 Men who nursed were considered ideal for certain 

types of patients such as men with urogenital conditions, and psychiatric and 

substance abuse patients. In general, the design of the modern system of profes-

sional nursing assumed a women’s workforce and the profession became per-

centagewise increasingly more woman-oriented as the century progressed.50 

Table 1.4.
Trained nurses by gender, 1900–1930

Year Women (%) Men (%)

1900 94 6
1910 93 7
1920 96 4
1930 98 2

Sources: U.S. Department of Commerce and Labor 1904; 
U.S. Department of Commerce 1913, 1923, and 1933.
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Stereotypical women’s characteristics, such as gentleness, kindness, and warmth, 

which were believed requisite in caring for the ill, re-enforced the gendered 

nature of the workforce. The perceived submissiveness of women to authority 

was thought to be a plus in a workforce considered in need of discipline and 

control. The lower rate of pay for which women worked also figured into calcu-

lations of who made the best nurse.

Trained nurses were also predominantly single. Census figures for 1920 

indicate that only 7.5  percent of nurses were married, with the remaining 

92.5 percent either single, widowed, divorced, or of unknown marital status. 

By 1930, the percentage of married nurses increased slightly but remained low; 

only 12.5 percent of nurses were listed as married. (Prior to 1920 nurses’ mari-

tal status was unrecorded; see table 1.5.)

Aside from social conventions which dictated that women give up work 

upon marriage, nurses were strongly discouraged from combining marriage and 

work. Nurses worked long hours and were expected to demonstrate total loy-

alty and responsibility to their jobs and their patients. The addition of marital 

responsibilities to an already busy working life, which often involved night work 

and spending days away from home, seemed incompatible with a nurse’s profes-

sional career. For most nurses, it was one or the other, either a job or marriage, 

and this was reflected in a largely single workforce.

As the early twentieth-century nurse workforce developed, the character-

istics of nurses changed little and resulted in a homogenous young, white, single 

population of women. Before 1950, recruitment centered on gendered and racial 

assumptions that re-enforced measures used to employ, control, and compen-

sate nurses. The lack of diversity within the profession and the resulting image 

of the young, white nurse presumed to be a temporary worker committed to the 

labor force only until marriage intervened was not just accurate but difficult to 

challenge.

Table 1.5. 
Marital status of trained nurses, 1920–1930

Year
Single, widowed, 

divorced, or unknown (%) Married (%)

1920a 92.5 7.5
1930 87.5 12.5

Source: U.S. Department of Commerce 1933.
a Data for 1920 listed in the 1930 census report.
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Trained versus Untrained Nurses

Nurses labeled “nurses (not trained)” by the Census Bureau coexisted and com-

peted with trained nurses for jobs and patients. Known within nursing circles 

variously as practical nurses, experienced nurses, domestic nurses, nurse atten-

dants, or just plain nurses, individuals in this category worked as nurses with-

out having completed a training program or educational experience. Subsidiary 

worker was the general term used by professional nurses to describe this cate-

gory of worker. The absence of rigorous licensing laws or regulatory processes 

allowed these nurses to enter the work force on terms comparable to that of 

professional nurses. The abilities of these workers varied. While many demon-

strated proficiencies that met or exceeded those of trained nurses, others were 

less skilled; they were helpful only with mildly ill patients and a genuine threat 

to the safety of the chronically ill.

Professional nurses viewed subsidiary workers as competitors who threat-

ened the not-yet-established dominance of professional nursing for nursing the 

sick and spent considerable time and effort in trying to control, regulate, or drive 

subsidiary workers from the field. Numerous causes in which professional 

nurses engaged in the first three decades of the twentieth century such as obtain-

ing state regulated licensing, establishing systems of nurse procurement, and 

devising work conventions included measures meant to differentiate trained 

nurses from their untrained counterparts as well as drive the nontrained group 

out of nursing.

Because subsidiary workers were an unorganized and unregulated group, 

most of the knowledge about them comes from professional nurses who spoke 

only in pejorative terms about these workers.51 Census data on this group pro-

vide some measure of identifying characteristics of the individuals comprising 

the “nurse (not trained)” category. As with data on trained nurses, census data 

regarding nontrained nurses must be approached cautiously as the Census 

Bureau failed to define nontrained nurses clearly and the category may have 

included workers such as nursemaids or child care workers. A careful reading 

of census data yields insight into the general characteristics of the nontrained 

nurse population.

The percentage of nontrained nurses was considerably larger than the 

trained nurse category, with 103,725 individuals listed as nontrained nurses in 

1900. This number reflected growth in the number of nontrained nurses evident 

throughout the last decades of the nineteenth century. Unlike the trained nurse 

category, which experienced consistent growth, the number of nontrained nurses 

enlarged initially in the early decades of the twentieth century but then began 
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stabilizing by the 1930s. Figures for 1910 indicate an increase to 126,250 and 

an equal second increase in 1920 to 151,936. By 1930 the increase in numbers 

was a mere 1,926 to 153,862 (see figure 1.1 earlier in chapter).

By 1940, the census category of “nurses (not trained)” had disappeared from 

census enumerations with two new categories, “practical nurse and attendants” 

and “hospital and other institutions,” appearing. Neither of these categories, 

which represented a newer type of nurse worker, is comparable to “nurses (not 

trained),” limiting further efforts at tracking functional characteristics of this 

group.

Nontrained nurses differed from trained nurses in several important ways. 

The distribution of nontrained nurses around the country exemplified different 

patterns, and as a group, nontrained nurses were older, racially more diverse, 

and included more men than their trained nurse competitors. Fewer nontrained 

nurses were located in cities with populations over one hundred thousand but 

with less of a percentage difference between the trained and nontrained group. 

The percentage of nontrained nurses in cities with populations over one hun-

dred thousand ranged from 35 percent in 1910 to 40 percent in 1930, whereas 

the percentages for trained nurses were 45, 45, and 49 percent in 1910, 1920, 

and 1930, respectively.

Nontrained nurses tended to be older than trained nurses. In 1910, 50 percent 

were in the 21–44 age range, a percentage that remained relatively stable until 

1930. A larger percentage of nontrained nurses were in the 45–64 age range: 36, 

35, and 41 percent for the years 1910, 1920, and 1930, respectively, than in the 

trained group (11, 11, and 12 percent). A small but noteworthy group of non-

trained nurses, approximately 8 percent, were older than 65 in 1930, as com-

pared with only 1 percent of trained nurses (see table 1.6).

The nontrained nurse workforce contained more men and was racially more 

diverse than the trained nurse workforce. Men made up 13, 13, and 9 percent 

Table 1.6.
Ages of nurses (not trained), 1910–1930

Age (years)

Percentage of nurses

1910 1920 1930

16–20 13 3 5
21–44 50 56 46
45–64 36 35 41
65 and over Not provided 6 8

Sources: U.S. Department of Commerce 1913, 1923, and 1933.
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of nontrained nurses in 1910, 1920, and 1930, respectively (see table 1.7). Up 

to 15, 9, and 11 percent of nontrained nurses were African American in 1910, 

1920, and 1930, respectively, reflecting a better match between the population 

of untrained African American nurses and the general population of African 

Americans (see table 1.8).

The strictly segregated nature of the trained nurse workforce in terms of race 

and gender forced both African Americans and men who worked as nurses into 

the untrained market. This provided work opportunities for minority popula-

tions, even if it was of a disadvantaged nature.

Nontrained nurses also differed in marital status: larger percentages of 

nontrained nurses were married (18.7 and 24.7  percent in 1920 and 1930, 

respectively) compared to trained nurses (7.5 and 12.5  percent, respectively, 

for the same years) (see table 1.9).

In the early twentieth century, women did both work and marry, although 

in much smaller numbers than they did later in the century. In 1920, the mar-

riage rate was 22.8 percent for women in the workforce. This figure increased 

to 28.8 percent in 1930; this percentage aligns with that of married nontrained 

nurses.52 The presence of a substantial subset of married nurses indicates that 

for some women, nurses’ work and marriage was a reality.

Table 1.7.
Nurses (not trained) by gender, 1910–1930

Year Women (%) Men (%)

1910 87 13
1920 87 13
1930 91 9

Sources: U.S. Department of Commerce 1913, 1923, 1933.

Table 1.8.
Nurses (not trained) by race, 1910–1930

Category

1910 1920 1930

Percentage
Total 

nurses Percentage
Total 

nurses Percentage
Total 

nurses

White 85 107,850 90 138,095 89 114,810
African American 15 18,902 9 13,798 11 16,265
Other < 1 86 < 1 103 < 1 583

Sources: U.S. Department of Commerce 1913, 1923, and 1933.
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Conclusion

From 1870 to 1900, women began seeking jobs that were considered socially 

respectable and intellectually challenging, and that required higher education 

than factory work; all of these characteristics were offered by nursing. The appeal 

of the profession to a wide variety of groups, each with their own agendas, solid-

ified nursing as an alternative occupational choice for women. Nurses were 

welcomed by physicians as more capable caregivers of the sick and sought after 

by patients and their families as an expedient answer to health-related issues, 

and the nursing profession grew rapidly during the turn of the twentieth century. 

Women such as Chloe Cudsworth Littlefield entered the profession with high 

hopes that it would meet the need for meaningful, reliable, remunerative work; 

this hope was realized over her long career.

The profession spent its initial decades on the health care scene establish-

ing its presence as a critical component of illness care but was stymied in devel-

oping a monopoly by having to share the market with a large group of untrained 

nurses. The two populations of nurses, trained and nontrained, one growing, 

the other declining, existed in an uneasy relationship to one another and to the 

sick public. Ill individuals were free to choose the type of nurse worker best 

suited for their circumstances. While the trained nurse category grew in num-

bers and secured a more reliable base of patients and institutions willing to 

employ its members, nontrained nurses survived in the nurse labor market, com-

peting with their more educated counterparts and often driving the trained 

group to engage in tactics designed to limit nontrained nurse employment pros-

pects. Competition and conflicts between the two groups escalated over the 

first four decades of the twentieth century. Later chapters address in detail the 

significance of the battles between trained and nontrained nurses.

Table 1.9. 
Marital status of nurses (not trained), 1920–1930

Year
Single, widowed, 

divorced, or unknown (%) Married (%)

1920a 81.3 18.7
1930 75.3 24.7

Source: U.S. Department of Commerce 1933.
a Data for 1920 listed in the 1930 census report.
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Private duty nursing composed the predominant occupational field for profes-

sional nurses by the beginning of the twentieth century. Early chronicles of pri-

vate duty nursing indicate that physicians or patients requiring the services of 

a graduate nurse relied on their local knowledge of which nurses were compe-

tent and available for taking patient cases. Key cities or towns, where a growing 

number of schools produced more and more nurses, required a more system-

atic method of hiring nurses. The emergence of nurse registries, agencies that 

served as the connecting link between nurses, patients, physicians, and hospi-

tals, met the need of nurses to obtain patient cases and the need of patients to 

hire nurses. A plethora of different types of nurse registries began appearing 

throughout the country around the turn of the twentieth century, with each type 

exhibiting variations in the way it operated. In general, registries served as the 

main employment structure through which nurses found work. This chapter 

examines how and why registries emerged as the means through which nurses 

obtained jobs and the role of professional associations in their formation.

Commercial Employment Agencies

The first task in setting up an employment system for private duty nurses was 

establishing a means through which nurses and patients could find one another. 

Nurses needed a reliable way to seek cases; patients and physicians needed an 

easy way of obtaining and verifying the capabilities of the nurse. One means 

through which nurses could and did obtain jobs was via commercial employ-

ment agencies.

Starting Out

Organizing the Work and the Profession

Chapter 2
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Commercial employment agencies, which operated as profit-making enter-

prises, placed nurses, both trained and nontrained, with patients, although many 

within the nursing profession discouraged trained nurses from using employ-

ment agencies for obtaining cases. Articles in professional nursing journals often 

referred to commercial agencies in scornful terms, citing their profit-making 

motive, the high fees the agencies charged nurses, and their practice of sending 

out nontrained workers as nurses, often with little differentiation from the 

trained group. Nurses criticized registries that placed nurses with other domes-

tic workers, such as chambermaids and scrubwomen.1

Hospital-Based Registries

The employment agency model seemed ideally suited for the nurse labor mar-

ket, in which patients in need of nursing care did not enjoy ready access to a 

supply of nurses and nurses in need of jobs required an efficient means of work 

notification. However, commercial agencies were not the main means through 

which nurses and patients connected with one another. Rather, it was through 

professional nurse registries, types of agencies similar to, although different 

from, commercial employment agencies, that nurses sought work.

Nurse registries were agencies that listed nurses who were available and 

met certain standards as defined by the registry for patient care. Patients or 

physicians notified the registry of the need for a nurse, initially in person or 

through a messenger system and later, as its use spread, via telephone; the reg-

istry then sent out a nurse suitable for the particular patient case. The initial 

impetus for establishing nurse registries began when student nurses were 

assigned to deliver care to private patients in their homes.

The Training School for Nurses at Bellevue Hospital in New York City pro-

vides an illustrative example of how initial nurse registries evolved. In 1873, a 

group of civic-minded, influential women dedicated to reforming American hos-

pital care established Bellevue Training School.2 The school, one of the first in 

the United States based on Florence Nightingale’s ideas, consisted of two years 

of study and work in the hospital wards, after which the student received a 

diploma and was recognized as a trained nurse. One year after the program 

opened, the school began sending out students to deliver care to private patients, 

to “train nurses for the proper care of the sick in private families,” and to “send 

nurses to the sick poor in their own homes.”3 The school, chronically short of 

funds from its inception, reaped a major benefit by pocketing the profits obtained 

from the service. Patients paid the school directly $16 a week for the services of 

the nurse, and students received $13 a month.4 As the positive reputation of 
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the school spread, demand for Bellevue’s nurses grew rapidly and, in what 

would be a harbinger of things to come for the nursing profession, oftentimes 

exceeded supply. Two years after the training school opened, the governing body 

of the school decided to offer the services of graduate nurses, who received sala-

ries of $18 to $25 a week dependent on abilities, age, and experience.5 In 1878, 

after an embarrassing incident in which a Bellevue nurse stood accused of theft, 

the governing board established a more formal official registry that listed the 

names of nurses meeting specific standards and deemed eligible for sending out 

as a Bellevue nurse.6 Nurses were required to comply with a set of regulations, 

provide evidence they met school standards, and wear a pin indicating their 

status as a Bellevue graduate.7

Other schools and hospitals established registries in patterns similar to Bel-

levue. By 1896, approximately forty hospital-based registries operated across 

the country.8 Patients who wanted a nurse contacted the registry, which then 

sent out a suitable graduate. By sending patients only those nurses who held a 

diploma from the specific school, the registry verified that the nurse met school 

standards.9

Hospital-based registries operated within the hospital through the nursing 

superintendent or director’s office. The office kept a list of nurses’ names avail-

able for cases, assigning nurses as they received calls. The complexity of the 

registry varied with the hospital’s size. In many cases, the registry did not exist 

as an organized separate entity as did Bellevue’s, but was merely a function car-

ried out by the nurse superintendent or supervisor, who kept an up-to-date list 

of available nurses, took calls for nurses, and notified nurses as they were 

needed. Hospital-based registries took on qualities more typical of a business 

enterprise when organizers developed rules and regulations governing how the 

registry ran and incorporated the registry as a business. In some instances, the 

hospital administered the registry, controlling its activity and ensuring that it 

operated to the hospital’s benefit. Arrangements such as this sometimes caused 

conflict between nurses and the hospital administration. For instance, in 1896 

the Alumni Association of the New York Hospital Training School for Nurses, 

in response to complaints about the methods used to run the registry, requested 

that the director of nursing accept registry control and that other changes take 

place to improve registry functioning.10 The hospital’s board of governors refused 

the request, leading the alumni association to organize a competing registry.11 

In a similar episode, the Bellevue alumni took matters into their own hands 

when the school’s ladies board of managers, the registry’s administering body, 

refused a request to install a telephone in the registry office to increase calls for 

nurses. Physicians joined the nurses in asking for the phone, yet the managers 
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rejected the petition in favor of continued use of a messenger system. The dis-

pute resulted in the establishment of a rival registry by the alumni association, 

which continued until the mid-twentieth century.12

Physician-Operated Registries

Hospital-based registries formed the backbone of the professional nurse regis-

try system and would serve as the main type of nurse registry in the twentieth 

century. However, other types of registries organized outside professional nurs-

ing circles. In several localities it was physicians, not nurses, who recognized 

the benefit of such an operation and set up nurse registries. The Directory for 

Nurses of the College of Physicians of Philadelphia (CPP) provides one exam-

ple of a physician-run nurse registry and also illustrates the close interest phy-

sicians demonstrated in the private nurse market. The CPP faced a nurse supply 

problem in the early 1880s. At the time, the largest source of trained nurses to 

the Philadelphia area came from educational programs attached to the Woman’s 

and Lying-In Charity hospitals, both of which sent out their graduates to pri-

vate patients but in numbers insufficient to meet physician demand for easily 

available nurses.13 Physician complaints about nurses centered prominently on 

the inconveniences experienced in locating them for patient care. As one phy-

sician reminisced about his experiences in the 1880s, “Many was the time that 

I,—and every other practicing physician,—would have to employ a horse hack, 

often in the night time, and drive for miles in search of a nurse. Quite often, our 

first choice would be out of town, or sick, or engaged. Usually the next on our 

list would live in another part of the city, and so we might have to spend pre-

cious hours merely in the search for a second, a third, or even a fourth choice.”14

Philadelphia physicians sought out the Medical Library in Boston (a nurse 

registry) for advice and determined that the CPP should set up its own nurse 

registry. Modeled on the Boston registry, the Philadelphia Directory for Nurses 

opened for business on May 14, 1882, and met with immediate success. By 1890, 

the directory listed over seven hundred nurses and emerged as the largest source 

of private nurses for the Philadelphia area until its closure in 1936.

Aware that the reputation of the nurses associated with the directory was 

critical, CPP required each nurse meet certain standards, thus serving as a basic 

credentialing system similar to that carried out by the Bellevue registry.15 Cer-

tifying that nurses complied with the requirements of the registry became a hall-

mark of nurse registries and was particularly important before the enactment of 

state nurse licensing laws. Patients and physicians wanted some means of ensur-

ing that nurses met minimum standards and that their nursing performance 

was credible.
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Although its opening went smoothly, encountering few problems, the direc-

tory needed to address the immediate issue of what type of nurse, trained ver-

sus nontrained, to accept on the registry. In this 1880s, this issue had not yet 

emerged as controversial. Initially, the directory aimed to accept only nurses 

that graduated from a training program. In 1869 the American Medical Associ-

ation called for the establishment of schools to train nurses “to qualify the 

student for the important, onerous, and responsible duties of the sickroom,” 

recommending that trained nurses replace the “ordinary ignorant or unedu-

cated nurse.”16

The problem facing the directory was that few schools of nursing existed 

in Philadelphia in 1882. CPP physicians clearly favored trained nurses and 

sought out the cooperation and assistance of the Woman’s and Lying-In Charity 

hospitals in setting up the directory. CPP agreed to the request that the direc-

tory send only graduate nurses and not students, a practice few schools at the 

time could claim they followed.17 However, owing to the dearth of nursing edu-

cational programs in the Philadelphia area, accepting only graduated trained 

nurses proved impractical given nurse demand, and the directory accepted 

nontrained nurses based on recommendations from respected physicians.18 The 

situation was relieved somewhat with the 1885 opening of a Nightingale-

inspired training school at the Philadelphia General Hospital (formerly the 

Philadelphia Hospital). Subsequent openings of several other nursing programs 

in the Philadelphia area increased considerably the supply of trained nurses, 

leading the directory to alter its nurse acceptance practices in preference to 

trained nurses, although it continued to supply a certain number of nontrained 

nurses throughout its fifty-four-year existence.

Providing placement for nontrained nurses as well as trained nurses, a prac-

tice which later became extremely problematic for nurses and registries, pre-

sented a less severe problem in the 1880s. The small supply of trained nurses 

available made it inevitable that physicians would need to use nontrained indi-

viduals as the need arose. Relations between graduates of early schools of nurs-

ing and their nontrained counterparts were most likely more cordial than those 

that developed in later years as the numbers of both types of nurses increased 

and competition for patients rose. Early trained nurses were accustomed to 

working alongside nontrained nurses, because many of the first schools of nurs-

ing depended upon nontrained nurses for their operations. Sister Helen Bow-

doin, the first superintendent of the Training School at Bellevue Hospital, relied 

on her experience as head of nursing at several English hospitals to qualify for 

the Bellevue position. The four head nurses originally working under her and 

responsible for supervising the students were experienced nontrained nurses.19 
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In addition, Bowdoin’s successor, Eliza Perkins, was also a nontrained nurse.20 

The first two directors of the Boston Training School at the Massachusetts Gen-

eral Hospital were likewise not graduates of any nursing program. Rather, both 

possessed experience as nurses during the American Civil War.21 Until the num-

ber of schools of nursing increased considerably with a corresponding increase 

in the number of graduate nurses, there simply were not enough trained nurses 

to meet demand. The shortage of qualified nurses meant that problems of com-

petition between the trained and nontrained group did not develop until later. 

Furthermore, as seen in Littlefield’s experiences, professional sensibilities, 

which pitted trained nurses against the nontrained group, had not yet awakened 

in the 1880s.

Physician-run nurse registries, such as the directory, met a need for efficient 

distribution of nurses to the public but required a critical mass of individuals 

willing to invest the time, energy, and money in administering a business enter-

prise. Most of the physician-run nurse registries were in cities such as Boston, 

New York, and Philadelphia that had substantial populations of organized med-

ical groups. Such registries also situated nurses as dependent on and under the 

control of medicine. The development of other types of registries by nurses, par-

ticularly those administered and monitored outside of the hospital-based regis-

try system, became a popular response to the problem of connecting nurses with 

patients in a way that let nurses take control of the working arrangements. These 

were known as central registries.

Central Registries

Central registries were designed to enroll nurses who did not belong to a local 

hospital or alumni association registry, were willing to travel distances for 

patient cases, and agreed to work in many different hospitals. Physicians and 

patients who needed a nurse could make one phone call to the central registry. 

The registry then assumed responsibility for locating and sending the nurse to 

the patient. The benefits of a centralized registry seemed obvious. The registry 

checked the credentials of the nurse much as hospital-based and physician-run 

registries did. Physicians invested minimal time trying to find nurses. By serv-

ing a larger area, the centralized registry presumably received more calls for 

nurses, thus ensuring steady employment for its nurse registrants.

By the turn of the century, the idea that central registries should be nurse-

operated, noncommercial, nonprofit agencies became popular. The success of 

physician-controlled and other commercial nurse placement ventures led 

professional nurse leaders to recommend nurse-run registries as an expedient 

method of distributing private nursing services.22 The practical aspect of using 
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one agency to provide nursing services was the prime driving force behind the 

establishment of many registries, but the registry movement was more than just 

a handy way for nurses to acquire jobs.

Early twentieth-century nurse-run central registries were often associated 

with nurses’ clubhouses or living quarters for nurses that provided a spectrum 

of services including meals, recreation, and educational opportunities.23 Some 

believed a nurse registry should offer a variety of services to patients, in effect 

serving as a one-stop nursing shopping center for the community. Paying indi-

viduals could use the registry not just for nursing services when ill but they 

could also purchase special diets and sick room supplies.24 For those who held 

this larger vision of registry services, the movement was a bridge between soci-

ety and nursing, a way to educate the public to the ideals of the profession.

Although the primary job of the nurse registry was to connect graduate 

nurses with patients, leaders of the centralized registry movement also intended 

to categorize, distribute, and control all nurse workers based on qualifications 

determined by the registry. Expectations were that registries would resolve dif-

ficult problems surrounding nontrained nurses or subsidiary workers. Profes-

sional nurse leaders alternatively tried to control the unregulated growth of 

nontrained workers and, at the same time, recognized that many of these work-

ers combined the provision of basic nursing skills with some household tasks 

and genuinely contributed to the care of the sick. Patients considered appro-

priate for the assignment of subsidiary workers or attendants were home-bound 

chronic, convalescent, or mildly ill individuals who also needed housekeeping 

services. Attendants charged lower fees than private nurse services, which 

kept health-care costs at an affordable level.25 Leaders of the professional nurse 

registry movement advocated enrolling subsidiary workers as nurse attendants 

on registries and allocating them to appropriate patients as determined by the 

registry.26

Professional leaders did not limit the business of central registries to the 

private duty nurse market. Registries were encouraged to offer their services to 

hospitals, institutions, and other related agencies to fill staff and supervisory 

positions, serving as an early version of a nurse placement service. By provid-

ing a complete line of nursing services, leaders hoped the central registry would 

become the main distributor of nurses to all those needing nurses, whether at 

home or in the hospital. Some envisioned organizing central registries into a 

statewide network of registries with a headquarters connected to smaller cen-

ters. Nurses enrolled on the registries could be moved around and distributed 

throughout the state as local needs required, promoting more efficient use of 

nursing services and providing greater opportunities for nurses to obtain cases.27
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Leaders believed connecting the nurse-run central registry to professional 

nurse associations such as state or local associations would achieve this wide 

array of goals. An already-organized nurse association offered a structure within 

which to readily establish a registry. Members of local nurse associations 

included nurse leaders, those who directed hospitals, schools of nursing, and 

related health care agencies, who could give the benefit of their experience to 

registry governance.28 Contemporary journal articles reported the establishment 

of some nurse association–sponsored central registries in Boston, Denver, Wash-

ington, DC, Baltimore, Minneapolis, Philadelphia, Oklahoma City, and Kansas 

City during the first two decades of the twentieth century. These registries 

formed the nucleus of what were later known as professional nurse registries, 

which were directly connected with professional association activities.29 The 

establishment of central registries and the formation of professional nurse asso-

ciations took place concurrently and were closely related and dependent upon 

one another. The power of professional associations in mediating nurse employ-

ment situations grew significantly during this time.

Professional Nurse Associations

Nurses jumped into the professional association organizing movement in the 

last decade of the nineteenth century at a point when sufficient numbers of 

school of nursing graduates existed to ensure success. For the most part, organ

izing nurses into professional groups remained the province of nurse leaders 

who anticipated that professional associations would lead the fight for compo-

nents considered essential for full professional status: better educational con-

ditions and standards, state-mandated licensing of nurses, and the development 

of a code of ethics.

The formation of nurse associations was a contentious, byzantine process 

that pitted nurses against one another. The three associations that emerged from 

the competition were the American Nurses Association (ANA), the National 

League for Nursing Education (NLNE), and the National Association of Colored 

Graduate Nurses (NACGN). The ANA and the NLNE served as the face of white 

American nursing and controlled the direction and scope of activities for pro-

fessional nurses throughout the twentieth century.

The earliest nurse professional organizations were nursing school alumnae 

associations. The New York Training School at Bellevue Hospital claimed the 

formation of the first alumnae association in 1889, and approximately thirty-

one alumnae associations were in existence by 1895.30 School of nursing alum-

nae associations formed for purposes similar to those of alumnae associations 

of other educational institutions. Alumnae associations instilled a sense of spirit 
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and camaraderie among graduates of the same program and offered social and 

educational events of interest to members. Most significantly, school of nursing 

alumnae associations provided a mechanism for promoting issues of importance 

to working nurses, in particular setting up a means of obtaining and regulating 

conditions associated with employment and in arranging and overseeing the 

work parameters for private duty nurses through hospital-based registries. Alum-

nae held a vested interest in the establishment of efficient registries, whether 

administered by the hospital or the alumnae association. In either situation, the 

working arrangements made by the registry were of significant concern to alum-

nae members, who were often the main source of supply of private duty nurses.

For many nurses, alumnae associations provided the easiest way to main-

tain their professional and employment affairs. However, for others, such as 

those who moved away from the school from which they graduated or who grad-

uated from a school without a functioning alumnae association, joining an 

alumnae association was not a possibility. By the 1890s, nurses began forming 

local nurse associations as either a substitute for or an addition to an alumnae 

association. Local nurse associations provided a means of organizing with 

other nurses from different schools within a particular area and provided ben-

efits similar to those given by alumnae associations. They offered social and 

educational events in which nurses could gather. In several cases, local 

nurse associations developed plans for obtaining sick benefits for their mem-

bers. Moreover, as with alumnae associations, local nurse associations moni-

tored issues of importance for working nurses. Some operated registries for 

their members.31

During the 1890s, the Trained Nurse and Hospital Review, the sole nursing 

journal published at that time, reported on several local nurse associations 

organizing around the country.32 Work issues figured prominently in the forma-

tion of these associations. In particular, local nurse associations portrayed them-

selves as one means for differentiating their members from nontrained nurses 

and were promoted as a way for trained nurses to capture a greater share of the 

private duty market. They would often distribute to physician group directo-

ries, listing nurse members who had completed a nurse training program and 

were available for patient care.33 Local associations took seriously their mission 

to protect members from the nontrained. For example, by incorporating the 

word protective in their names, many local associations, such as the Spokane 

Protective Nurse Association, indicated that they were protecting their mem-

bers against competitive inroads from the nontrained group.34 Use of the term 

protective association mirrored the practice in other associations formed by 

nineteenth-century working women’s groups who, barred from trade unions 
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because of their gender, organized cooperatively to distribute available work and 

maintain wage rates, a mission similarly supported by working nurses.35

On a national level, nurses began organizing in 1893 with the formation 

of the American Society of Superintendents of Training Schools of Nursing 

(ASSTSN), an association of leaders of training schools and precursor of the 

National League for Nursing Education. The brainchild of Isabel Hampton Robb, 

the ASSTSN took an aggressive role in forming new organizations for nurses. 

As Robb figures prominently in early professional organizing activities, it is 

worth considering her career and the ideas on which she based the formation 

of the major twentieth-century professional nursing associations.

A Canadian by birth, Robb graduated from the New York Training School 

at Bellevue Hospital in 1883.36 After a short period working in Europe as a nurse/

companion to wealthy traveling Americans, she accepted a position as the 

superintendent of nurses of the Illinois Training School for Nurses (ITSN). The 

main hospital with which ITSN contracted for delivery of nurse services was 

Cook County Hospital, an institution firmly controlled by politicians. Robb’s 

tenure at ITSN was short, only three years, and marked by difficulties working 

in the tough world of Chicago politics. Unhappy at ITSN and eager to advance 

her career, she accepted a position as the first superintendent of nurses and prin-

cipal at the newly established Johns Hopkins School of Nursing in 1889. The 

prestige attached to the new school affiliated with the recently established Johns 

Hopkins University allowed Robb recognition as a leading nurse educator, plac-

ing her in a favorable position to influence nurse education as well as to play a 

major role in the formation of professional associations.

In 1893 Robb attended the International Congress of Charities, Correction, 

and Philanthropy, held during the Chicago World’s Fair. The event included a 

special section on “The Hospital Care of the Sick, Training of Nurses, Dispen-

sary Work and First Aid to the Injured.” The secretary of the section, Henry H. 

Hurd, was the superintendent of Johns Hopkins Hospital and a colleague of 

Robb’s. Her position at Hopkins, her connection to Hurd, and her reputation as 

a prominent leader made Robb the logical choice to chair the subsection on nurs-

ing. Robb took this opportunity to set forth her plan for organizing American 

nursing, which revolved around a two-step process and culminated in the estab-

lishment of two major national nursing organizations, the ASSTSN and the 

Nurses Associated Alumnae of the United States (NAA).

Robb believed in the primacy of bringing together regular working nurses, 

reasoning that “Superintendents being the heads of schools have a great deal of 

influence, not only among their pupil nurses, but graduate nurses, and until we 

can get superintendents united regarding the fundamental principles of the 
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work, we cannot expect the nurses to work and to unite and to be as successful 

as they must be later on when we hold ideas in common.”37 This selective vision 

reflected Robb’s beliefs that those in leadership positions possessed the aptitude 

to lead, strengthen, and reform the profession and especially to guide the less 

capable working nurses in their organizing efforts. Robb noted the benefits accru-

ing to nurses of such an approach, remarking on the “advantage to the busy 

graduate nurses of having a body already organized to relieve them of the bur-

den and responsibility of all the various details involved in the formation of an 

organization.”38 Robb was not just gathering together the best and the brightest 

of professional nursing, she was doing working nurses a favor by creating their 

association for them. Robb moved quickly on her proposal.

Robb’s plan for organizing trained working nurses involved first encour-

aging the formation of school alumnae associations, a movement already in 

progress. Her design for the NAA, which organized in 1896, depended on using 

alumnae associations as the association’s basic membership unit.39 Robb’s reli-

ance on alumnae associations as the building blocks of the larger national group 

ensured that only nurses meeting the qualification of graduation from a school 

of nursing could join as a member in the national group, thus eliminating non-

trained nurses. She argued that “the nurses can only be represented through 

their alumnae, so the organization of the alumnae associations and superinten-

dents’ society is necessary before we can have any qualified members for the 

larger national association.”40 The major caveat in Robb’s plan was that the NAA 

should admit not just any alumnae association to the national group; only cer-

tain alumnae groups, designated as meeting defined standards set by the lead-

ership group, were eligible. Initially, these standards stipulated that the hospital 

affiliated with the alumnae association contain no fewer than one hundred beds 

and that the students take a course of at least two years, later changed to three 

years, in the hospital without being assigned private duty cases.41 These require-

ments eliminated not only nontrained nurses but also the substantial number 

of nurses who graduated from smaller schools with minimal standards. The 

NAA was designed not as an open organization welcoming to all nurses, but 

rather as an organization in which only those nurses who claimed graduation 

from a school that adhered to standards as promulgated by the national body 

could join.

Robb’s influence on the way in which professional nursing developed was 

enormous. The top-down approach she advocated, in which elite leaders guided 

and set the course for the vast majority of working nurses, meant that the pro-

fessional associations developed as exclusive rather than inclusive bodies. The 

rejection of graduates from small schools perceived to have lower standards 
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divided the profession into two camps: those from the elite leadership group 

and others that rejected an organization that appeared not to want them.

Robb’s and other nurse leaders’ determination that organizing the profes-

sion proceed on a standard-based level was a serious attempt to impose needed 

reforms in the nursing educational system and it was grounded in realistic fears 

concerning the increasing number of hospitals opening schools. The increase 

in schools alarmed those who witnessed nurses entering the labor market with 

questionable credentials. There were long work hours, minimal theoretical prep-

aration, and poor facilities where students lived. Training program educational 

standards, never very high to begin with, seemed to erode over the decades as 

any and almost every hospital jumped on the nursing school bandwagon. As 

New York nurse Sylveen Nye observed in 1900, “Under present conditions any 

person can organize a stock company, rent a house, put in half a dozen beds and 

call it a hospital. Then in order to have the necessary work performed cheaply, 

a training school for nurses can be established and incorporated, pupils admit-

ted and for payment for their services give them what? A course of instruction 

that enables them to properly and faithfully carry out the orders of any physi-

cian and give to every patient committed to their hands the best possible care? 

No, they receive a diploma, Trained Nurse.”42

As it was, even the most prestigious schools, such as Massachusetts Gen-

eral, Bellevue, Philadelphia General, ITSN, and Johns Hopkins, barely qualified 

as educational institutions. The crux of the matter was how to convince hospi-

tals, which ran the schools, to improve standards. Robb theorized that by making 

high standards requisite for joining the national associations, hospitals would 

enhance their educational programs and accept the expense as the price they 

must pay to have their alumnae association align with the professional body.

The debate over how national nurse associations should organize erupted 

in 1901 when nurses attending the Third International Congress of the Interna-

tional Council of Nurses argued over the appropriate organizational structure 

for national nursing associations. Ethel Gordon Fenwick, British nursing leader 

and president of the International Council of Nurses, encouraged the establish-

ment of school of nursing alumnae groups as the core unit of national organ

izations, commenting that the strong bonds formed during students’ educational 

years provided the incentive needed for nurses to join in larger groups.43 Syl-

veen Nye, by then president of the recently established New York State Nurses 

Association (NYSNA), disagreed, stating that a nurses association organized 

along alumnae lines would fail. “The very nature of such an organization is too 

narrow. Nurses need to broaden, to mingle with those of other schools, and to 

get out of the ruts. . . . ​It would be a mistake to make the State associations 
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dependent upon the success of the local organizations, which are too often fail-

ures, and kept in existence only through the indefatigable efforts of a few 

women,” Nye asserted.44

Disagreement over the top-down alumnae association approach raged for 

years, consuming time and effort during the first decade of the NAA’s existence. 

Many nurses continued to question the rationale behind using the alumnae asso-

ciations as organizing units and urged opening up the NAA to more nurses as a 

better means of encouraging hospitals to adopt improved nurse education stan-

dards. ITSN graduate I. C. Rose raised this point at the NAA’s Seventh Annual 

Convention, arguing, “And right here we must ask ourselves the question, which 

is more advisable, to put our standard so high that only the smaller percentage 

of nurses can possibly meet the requirements, or at first shall we be content to 

have a more elastic standard.”45

Rose noted that not every nurse could go to the best schools, suggesting 

that admitting nurses to the NAA from schools with lower standards would 

encourage such graduates to work to improve their school’s standing. She pre-

dicted defeat if the NAA stuck with high admission criteria.

Other problems directly connected to the alumnae association organizing 

model confronted the NAA. First, not all nurses belonged to an alumnae asso-

ciation, either because their school did not have one or they chose not to join; this 

automatically barred them from NAA membership. Nurses moved around the 

country, and if they relocated away from their schools, many saw little need to 

support an association that provided them with few benefits. At the turn of 

the century, nurses had already organized other types of professional groups. 

As noted, some local nurse associations were formed in the last decade of the 

nineteenth century that provided the same, and in some cases more, benefits 

for the individual nurse. Some alumnae associations simply did not want to the 

join the NAA. For example, the New York City Hospital Training School Alum-

nae Association, affiliated with one of the oldest training schools in the coun-

try, initially decided that participating in the NAA was too costly with few 

benefits, a decision that was reversed in 1903.46 Further, the entry of state nurse 

associations into the mix complicated an already befuddled situation.

New York State provides an illustrative example of just how convoluted the 

formation of nursing associations became. Of the twenty-six alumnae associa-

tions attending the second annual meeting of the NAA, nine came from New 

York, indicating strong statewide support.47 However, the state contained sev-

eral other nursing groups, such as the Buffalo Nurses Association, established 

in 1895, and the Protective Association of Graduate Nurses of New York State 

(PAGN), which formed in 1897. These groups held very different opinions on 
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how nurses should organize.48 Both groups rejected the alumnae association 

model of membership, utilizing individual membership instead as the basis of 

entry into their associations.

In 1897 a group of New York State nurses aligned with the NAA began to 

agitate for a state nurse organization for the specific purpose of passing a state 

nurse licensing act. This group proposed organizing the state association along 

alumnae association lines similar to the NAA.49 PAGN opposed the move and 

took action to draw up its own licensing act. The Buffalo Nurses Association, 

known to be independent of NAA, also resisted forming the state association 

on alumnae association lines. Reports of contentious nurse meetings, charges, 

and countercharges filled the pages of Trained Nurse and Hospital Review.50 In 

the end, compromise won the day. PAGN failed to garner continued support and 

dropped out of sight after a few years. The Buffalo group continued to negotiate 

with those wanting a state association based on alumnae association member-

ship. After numerous meetings, discussions, and debates, the New York State 

Nurses Association organized in 1901, which settled the issue for the state but 

created further turmoil in the NAA.

In 1901, the NAA, now eager to include various types of nurses’ societies, 

such as state and local associations, appointed a committee to revise the bylaws 

to allow admittance of the state nurse associations now forming in greater num-

bers.51 However, several states paralleled New York’s example and had lower 

membership requirements that conflicted with the national body. State nurse 

associations, established with the primary purpose of passing nurse practice 

acts, aimed for larger memberships to convince legislators that a sufficient body 

of trained nurses supported proposed licensing acts.52 This varied with NAA 

aims, which sought to limit membership to a more select group.

The NAA debated this issue until 1904 when it voted to change its bylaws 

to admit state nurse associations.53 Even so, the membership issue failed reso-

lution. At this point, state nurse associations weren’t the only ones seeking mem-

bership in the NAA; local nurse associations at the county levels, which were 

eligible for NAA admittance based on the 1904 bylaws change, were also reaching 

out. Faced with a dizzying array of differently organized groups, the NAA, renamed 

the American Nurses Association (ANA) in 1911, engaged in a major reconfigu-

ration and reorganization beginning in 1916 and ending in 1922. The reorgani

zation resulted in a federated model composed of state nurse associations 

divided into local units called district nurse associations, which were the for-

mer county associations. A nurse choosing to join the ANA joined at the district 

level, which represented a component of the state nurse association. State associa-

tions replaced alumnae associations as the entry point for membership in the 
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national ANA. Membership requirements varied from state to state and dis-

trict to district. Any state or district could make it more or less easy for a nurse 

to join individually or require membership in a school alumnae association. 

Moreover, many states continued the alumnae association membership require-

ment, which was not officially abandoned by the ANA until 1944.54 The reten-

tion of alumnae associations as significant components of the ANA up to the 

early 1940s created a collection of powerful interest groups within the main 

body. In states that continued the alumnae association model, alumnae groups 

held significant power and were able to prioritize issues of importance to them.

Structural changes implemented by the association’s reconfiguration cre-

ated a more logical organization but also held some long-term ramifications 

for the ANA. For African American nurses, state association control of entry 

into the ANA institutionalized racial barriers, exclusion, and segregation. In its 

early years, the NAA admitted alumnae associations affiliated with black schools 

of nursing, although in minuscule numbers. Chicago’s Provident Hospital 

School of Nursing was admitted in 1903, followed by the District of Columbia’s 

Freedman’s Hospital School of Nursing in 1904.55 Some state associations 

admitted African American nurses either individually or through their school’s 

alumnae association. In 1905, the alumnae association of the Lincoln Hospital 

School of Nursing in New York City became a unit member of NYSNA.56 The 

alumnae association for the Harlem Hospital School of Nursing was listed as a 

NYSNA member, and thus an ANA member, in 1928, shortly after its 1924 open-

ing.57 Giving state associations the authority to determine membership require-

ments meant that states could segregate with impunity and discriminate without 

reprisals. Any state could place barriers against a black school of nursing seek-

ing admission. In most cases, state associations simply barred black schools 

or applied membership requirements intended to discriminate. Until the 

mid-twentieth century, when the ANA finally desegregated, many states’ nurse 

associations existed for white nurses only.

African American nurses had already initiated a separate professional asso-

ciation before the ANA reconfiguration. The establishment of NACGN occurred 

in 1908. Founded by a group of leading African American nurses, NACGN orga

nized with aims similar to those of ANA, including working toward better edu-

cational standards, keeping up to date on professional issues and concerns, and 

improving the status of nurses. Also, NACGN took on the difficult and challeng-

ing tasks of seeking interracial professional cooperation and fighting job dis-

crimination based on race. As historian Darlene Clark Hine noted, “Though the 

notion was never overly articulated by black nurse leaders, they undoubtedly 
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used these organizations as shields from the excessive racism, hostility, and den-

igration of their white colleagues, behind which they developed and honed 

leadership skills essential to attaining the ultimate objective of integration and 

acceptance into the mainstream of American nursing.”58 The existence of a small 

number of black alumnae groups in the ANA and the special status afforded the 

Freedman’s Hospital alumnae association, which permitted that group entry as 

an individual unit of the ANA, the only alumnae association so treated once the 

federated model was put in place, meant white nurses could rationalize, as they 

did, that they had done the best they could under the racial conventions of the 

time.59 The apathy African American nurses found among white nurses for 

addressing issues of racial justice and integration in the ANA continued even 

after ANA integration.

The trilevel division of the ANA into national, state, and district compo-

nents also split the focus and interests of the association into varying levels of 

priority. The national ANA, in which nursing educators and directors predomi-

nated, tended to concentrate on educational issues and other programs intended 

to reform the profession. Divisions played out on the national level as the elite 

leadership group engaged in professionalizing endeavors to secure nurse licens-

ing acts, upgrade standards for schools of nursing, and carry out curricular 

reform. However, these issues, highly valued by nurse leaders, appeared dis-

connected from the everyday concerns of the majority of working nurses. As 

Susan Reverby noted, “The concerns of such nurses—for improved working 

conditions, income, and recognition for their skills—were perceived as antithet-

ical to the professionalizing effort.”60

The emphasis on professionalization and the tactics designed to achieve it 

is very apparent when examining the national programs, aims, and actions of 

the ANA. However, when viewed from the state and district levels, a different 

picture emerges. District nurse associations, whose membership included larger 

proportions of working nurses as opposed to that of the leadership group, could 

not avoid dealing with nurses’ issues. Working nurses attended district associ-

ation meetings, lodged complaints, and made demands that districts address 

their concerns about employment. Moreover, when district nurse associations 

entered into the private duty registry business through the establishment of cen-

tral registries, the work of nurses, specifically the work of private duty nurses, 

placed working issues at the forefront of district association activities. The 

nature of the relationship between a district, its members, and the district-run 

registry was complicated and intense. The district required the support of mem-

bers to carry out successful registry activities.
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Conclusion

The late nineteenth- and early twentieth-century proliferation of nursing schools 

releasing scores of graduate nurses into the job market and the growing accep

tance of professional nurse services for illness care created a need to devise an 

orderly system of sending nurses to patients. At the same time, professional 

nurses began developing patterns of employment, which they hoped would lead 

to satisfactory working conditions and reliable income. Utilizing a third party 

to link nurses and patients was viewed as a practical means of job procurement. 

A number of agencies that served as connecting points between nurses and 

patients existed within the late nineteenth-century nurse labor market. For some 

nurses, control over their place in the labor market became of paramount impor-

tance. Professional nurse registries provided a way for nurses to promote pro-

fessional aspirations, achieve professional goals, and shape the market.

In the same period that nurses came to the consensus that they should exert 

strong control over their work, the profession also began a complex movement 

to organize into professional associations. Taking control was no easy task and 

the three-organization structure that emerged dealt with rivalries, disunity and 

acceptance, and promotion of racial segregation built into the system. Despite 

its many flaws, it was a structure that remained in place through the first half of 

the twentieth century. It was also the structure that spoke for working nurses, 

addressing issues of concern for the nurse at the bedside. The national organ

izations often spoke with muted voices on nurse working conditions, preferring 

to concentrate on matters the leadership believed were of greater import. On 

local levels, district and state nurse associations did not have the luxury of 

avoiding issues members prioritized, such as conditions in the workplace.

In the next chapter, the experience of one New York City district nurse asso-

ciation in setting up and administrating a central registry will be presented, 

shedding light on how districts dealt with issues central to working nurses and 

also illustrating how early twentieth-century registries operated.



49

A registry is a factor in the community; supplying nurses of all schools 

to rich and poor; helping to create uniform standards and wipe out class 

distinction; supplying nurses for institutional or public health nursing; 

a registry through which the problem of nursing those of moderate means 

has been met; which is controlling the attendant and wiping out the com-

mercial registry.

—Elizabeth Burgess, “The Future of the Central Registry”

These words, spoken by Elizabeth Burgess, a prominent champion of profes-

sional private duty registries, summed up the characteristics of an ideal central 

private duty registry. Many in the professional nursing community shared and 

supported Burgess’s conception of a central registry as one administered by and 

for professional nurses, standardizing delivery of nursing care, and functioning 

as a major distribution point for all nursing services. Central registries, also 

known as professional nurse registries, indicating their control by nurses, simul

taneously offered a way for nurses to organize their work and manage their 

professional careers, deliver nursing care to patients, and impose a uniform set 

of standards delineating the qualifications of nurse caregivers. Their affiliation 

with professional association groups added further to their appeal. Such regis-

tries became agencies of choice favored by many practicing nurses and leaders 

in the nursing community as the best mechanism for supplying nurses.

The number of functioning central registries varied over time. Before World 

War II, the ANA recorded 145 active professional registries. This figure rose 

steadily after the war when 176 professional registries were in operation by 

Supplying Nurses

The Central Registry Business

Chapter 3
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1956, after which time the number declined. In 1965, there were still 153 pro-

fessional nurse registries listed with the ANA.1 This chapter examines the 

experience of one of those registries, the New York Central Registry (NYCR), 

analyzing how it navigated the complex nursing business scene.

By the first decade of the twentieth century, New York state nurses achieved 

significant prominence, assumed major leadership roles in professional activi-

ties, and were at the forefront of nursing advancement. The distinction with 

which many in professional nursing circles held the state was due to the sheer 

size and scope of its nursing population. A 1903 U.S. Bureau of Education report 

listed seventy-nine schools of nursing in the state, the most of any state and ten 

more than Pennsylvania, in second place. Thirty-five schools of nursing were 

located in New York City alone.2 The 1910 U.S. Census reported that 10 percent 

of the nation’s nurse population resided in New York State, with 5 percent of 

all U.S. nurses living in New York City.3 By 1904, a local group of New York 

City nurses was sufficiently organized to form a county nurses’ association, the 

New York County Nurses’ Association, later renamed the New York Counties 

Registered Nurses’ Association (NYCRNA).4 NYCRNA’s location in the nation’s 

most populous city, the site of many large hospitals and health-related agencies, 

an estimated 10 percent of the nation’s hospital beds, as well as New York City’s 

substantial professional nurse population, ensured its status as a leader in state 

nursing affairs.5

Much of NYCRNA was comprised of unit groups representing local school 

of nursing alumnae associations, a membership structure that continued after 

the 1916 ANA reorganization and persisted well into the middle of the twenti-

eth century. NYCRNA’s leadership, aware of the dominant status of alumnae 

associations, considered the wishes of the alumnae groups in all activities and 

often deferred to their interests when making decisions. This tactic made it eas-

ier for NYCRNA to stabilize and carry out its programs.

One of NYCRNA’s member alumnae associations was an organization 

known as the Association of Graduate Nurses of Manhattan and Bronx (AGNMB). 

The AGNMB formed in 1902 to meet the needs of the growing population of 

graduate nurses moving into New York City and functioned as an alumnae asso-

ciation, offering services to graduate nurses not belonging to a local alumnae 

association.6 Of concern for AGNMB members was the plight of private duty 

nurses, who were either left on their own to obtain cases or used commercial 

registries for work. Private duty matters remained a major focus of AGNMB 

throughout its existence, and the organization served as a driving force behind 

central registry and NYCRNA affairs.
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Reports of flourishing nurse-run private duty registries in Boston and Buf-

falo convinced NYCRNA’s membership in 1907 that a district-sponsored cen-

tral registry was warranted.7 In 1909 NYCRNA considered a report, compiled 

by the County Registry Committee, which investigated the New York private 

duty market. The report concluded that nurses unaligned with an alumnae asso-

ciation were forced to find cases through commercial profit-driven agencies, a 

situation considered by organized nursing as incompatible with professional 

ideals. The County Registry Committee determined that approximately six thou-

sand trained and nontrained nurses registered for work at commercial regis-

tries throughout the city. In arguing for the establishment of a central registry, 

the committee noted it was both a privilege and a duty for NYCRNA to take on 

such a project, which carried the potential to better control the professional life 

of nurses and unify the strength of the graduate nurse group. The report recom-

mended that the association establish a central registry.8

NYCRNA embarked on a plan to carry out the report recommendations by 

eliciting support for the core registry from hospital superintendents and physi-

cian members of the county medical and the county homeopathic societies as 

well as nursing school alumnae associations.9 To dispel apprehension, NYCRNA 

promised alumnae associations that the proposed central registry would not 

interfere with the associations’ registries work, but would be concerned with 

the “registration of the floating population of nurses now registering at undesir-

able bureaus: to respond to all surplus calls and to be a central bureau of infor-

mation.”10 NYCRNA further distanced the proposed central registry from those 

of alumnae associations by offering an institutional nurse placement service in 

addition to private duty placement.11 The institutional nurse placement service 

specialized in obtaining positions for qualified nurses in hospitals or other 

health-related agencies. A full-service nurse placement agency not only set the 

central registry apart from alumnae association registries, which only placed pri-

vate duty nurses, but also fulfilled a goal set by nursing leaders that centralized 

registries serve as large-scale nurse distribution centers.

NYCRNA was successful at convincing the alumnae associations that the 

new venture would not threaten their registries. The alumnae associations dem-

onstrated significant interest in the project, promising to refer surplus calls 

received from their registries to the central registry and in some cases offering 

financial aid during the initial organizational period. NYCRNA voted to estab-

lish the central registry (which became the NYCR), which opened for business 

on July 1, 1910. Twenty-two days later, the registry received a call for and sent 

a nurse to its first case, a patient with scarlet fever at Presbyterian Hospital.12
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Registry Organization

The organization, administration, and policies of the newly organized central 

registry had much in common with other professional registries, reflecting con

temporary practices by professional groups as the best way to provide private 

duty nurse services.13 The NYCR had total control of the business vested in 

NYCRNA’s executive committee as a membership corporation, an element con-

sidered crucial to achieving the aims of the professional group. A governing 

board selected by each affiliated alumnae association oversaw registry opera-

tions and reported directly to the executive committee. Administration of the 

registry fell to the registrar and an assistant.14

The registrar had a central role in directing the placement of nurses by using 

expertise as a professional nurse to evaluate requests from patients, and com-

bining knowledge of the capabilities of each nurse enrolled in the registry to 

select the most appropriate nurse available. Women who had received some 

higher education, possessed vast experience in nursing, and had developed 

business acumen were found to be particularly well qualified for a registrar posi-

tion.15 NYCRNA appointed Pauline Dolliver, a graduate and former superinten-

dent of nurses of the Massachusetts General Hospital School of Nursing, as the 

NYCR’s first registrar. Dolliver was familiar with New York City, having worked 

as the assistant superintendent of St. Luke’s Hospital School of Nursing. This 

was an important attribute, as knowledge of the local nurse labor market was 

considered essential to running the registry.16 Dolliver received an annual sal-

ary of $1,500 and rooms at the registry.17

Since the registry was a district activity and purposely designed as a demo

cratic organization, NYCRNA meetings included routine discussion of registry 

business during which members voiced approval or disapproval of policies. In 

general, the governing board presented decisions regarding the registry to the 

executive committee for approval. The executive committee then notified the 

membership of the action at meetings with no discernible dissent and little 

participation from members noted. The absence of disagreement over registry 

matters did not always indicate approval of policies by nurse registrants. In fact, 

nurse leaders active in association activities often complained that private duty 

nurses lacked interest in professional affairs.18 A perceived lack of enthusiasm, 

coupled with poor attendance at meetings, made private duty nurses less of a 

factor in decision-making, their voices often silent. For private duty nurses, 

locked into a seven-days-a-week, frequently twenty-four-hours-a-day work 

schedule, nonattendance most likely reflected a lack of time. Although leaders 

were consistent in accusing private duty nurses of professional indifference, 
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their absence at meetings allowed the operation of the registry to proceed with 

little interference from members.

Nurses seeking membership in the NYCR submitted credentials for approval 

and indicated which type of cases they preferred—or often registered against 

certain types of cases. Nurse leaders criticized nurses registering against cases, 

urging nurses to be available for all cases and to accept more difficult ones. Legit-

imate reasons for registering against cases included inexperience or unfamiliar-

ity with a certain disease entity. Inconvenience was also deemed an appropriate 

reason for registering against cases. For example, for contagious cases, nurses 

sometimes underwent a period of quarantine afterward, thereby reducing their 

potential for income. For nurses who often existed on the margins of financial 

security, any loss of revenue spelled economic disaster.19 The custom of regis-

tering against cases troubled both private duty nurses who needed work but 

wanted autonomy and registries obliged to send out nurses regardless of their 

condition or the case.

After acceptance as a registrant, a nurse agreed to abide by registry rules, 

which outlined procedures for placing her name on call, the manner of assign-

ing cases, dues, working hours, and policies for a miscellany of situations she 

might encounter.20 Nurses had their name added to a list of available registrants 

and agreed to remain within a two-hour contact area of the registry, receiving 

cases in rotation based on when they were added to the list. A variant of this 

was the selection method, which called for the registrar to evaluate the patient 

situation and assign the nurse most appropriate to the patient. Those who viewed 

the registry as a system linking the best nurse to each unique patient favored 

the selection method. Working nurses tended to be wary of the selection method, 

as it often resulted in favoritism by the registrar toward her preferred nurses.21 

Any violation of the rules, such as refusing to take an assigned case or being 

unavailable when called, resulted in the nurse’s name reverting to the bottom 

of the list. The registry expected loyalty from registrants and urged them to pro-

mote its services whenever possible.22

In the initial years of operation, the NYCR adopted approaches and addressed 

problems typically encountered by related agencies serving the private nursing 

market. Solving problems persisted as an elusive exercise as the same chal-

lenges arose again and again. Examining how the NYCR dealt with challenges 

peculiar to the private duty business provides a picture of the workings of the 

early private duty registry system and issues involved in setting up a nurse 

distribution network. Three areas—registry membership, nurses’ fees, and how 

well the registry carried out its business—are particularly relevant for consid-

eration of later problems.
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Registry Membership

One of the most immediate issues addressed by the NYCR was determining who 

was eligible for enrollment. Two factors complicated registry eligibility: the intri-

cacies of the New York State Nurse Practice Act and NYCRNA’s membership 

requirements. The New York State Nurses’ Association (NYSNA), established 

in 1901, was the nation’s first state nurses’ association and took credit for pass-

ing one of the original and strongest nurse practice acts in 1903.23 Leaders hoped 

that the Nurse Practice Act, when enacted, would lead to higher standards of 

nursing practice. However as historian Nancy Tomes noted, strict regulations 

and the nonmandatory nature of the act worked to lessen its impact and useful-

ness for regulating nursing.24

The act’s restrictiveness related to the requirement that licensing candidates 

had to graduate from a school approved by the New York State Education Depart-

ment. This regulation barred graduates of schools that failed to obtain educa-

tion department approval from taking the registration examination. Tomes 

estimated that in 1909 a third of the schools operating in New York State were 

not approved by the state.25 Education department approval applied to schools 

both in and out of state. Most schools failed to apply for approval so a substan-

tial number of graduate nurses working in the state remained ineligible for New 

York registration.

Lacking a state license to practice nursing did not necessarily represent an 

impediment for working nurses. Licensing laws were both mandatory and vol-

untary. Mandatory laws require that anyone who practices the occupation be 

licensed and meet the requirements of the state’s regulations or face penalties if 

found practicing in violation of the law. Voluntary laws applied only to those 

using the title of the occupation. Early state nurse practice acts protected only 

the title “registered nurse” and use of the initials RN after a nurse’s name. State 

nursing associations lacked the political power to pass more desirable mandatory 

laws regarding education or work hour mandates. Therefore, they accepted the 

voluntary, less adequate form.26 Voluntary status meant anyone could practice as 

a nurse if he or she did not claim to be a registered one. Licensing conferred no 

major benefit for graduate nurses. Tomes estimated that in 1910, registered 

nurses represented at most 60 percent of the state’s graduate nurses.27

Incorporated shortly after the passage of the Nurse Practice Act, NYCRNA’s 

original organizers deemed it inadvisable to demand state registration for mem-

bers and did not require it. Expectations were that nurse members would 

become eligible for and seek out state licensing. The association welcomed 

alumnae groups from schools whose graduates lacked registration. As late as 
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1914 NYCRNA admitted three alumnae associations (for the Italian, Sydenham, 

and Flower Hospitals Schools of Nursing) even though their members were not 

all registered nurses.28 This practice placed NYCRNA in a serious dilemma once 

the organization entered the registry business. Including unlicensed nurses 

meant the registry’s standards failed to meet those of the state association. Fur-

ther, excluding unlicensed graduate nurses meant NYCRNA operated a service 

unavailable to some of its members. There was also the threat that nurses who 

were unlicensed through no fault of their own might use commercial registries. 

Moreover, many nurses living in New York City were considered unlicensed as 

graduates of out-of-state schools or schools that were in-state but not approved.29

The issue of registry membership was part of a larger debate within orga

nized nursing regarding standards and admittance into the profession. Nursing 

leaders engaged in a decades-long battle to regulate nursing practice via licens-

ing acts believed to lead to higher standards for schools of nursing. However, 

hospitals saw nursing schools as an efficient and cheap way to deliver nursing 

care; therefore, they outmaneuvered such efforts by rapidly establishing a tre-

mendous number of new schools. The number of schools skyrocketed from 

around 550 schools in 1900 to 1,844 schools in 1930.30 Licensing laws often 

failed to meet leaders’ expectations that state-regulated practice would uplift 

the profession. The dubious caliber of many nursing schools added additional 

concerns.

Facing the reality that state registration was still an undervalued commod-

ity, the NYCR chose a middle route to registry membership by establishing three 

classifications of registry membership for graduate nurses. Class A nurses were 

members of an alumnae association affiliated with NYCRNA and members of 

its school registry if one existed. Class B members included individual mem-

bers of NYCRNA. Class C members were unlicensed graduate nurses, not mem-

bers of NYCRNA, who agreed to seek registration within a year of application 

to the registry.31 Registry fees were $5 higher for Class B and C members, pro-

viding an incentive to those nurses still unlicensed to obtain registration. Still, 

the three-class system failed to resolve all membership issues completely.

The graduate/registered/nonregistered nurse membership issue represented 

only one perspective in determining the appropriate nurse worker to admit to 

registry membership. Debates on subsidiary workers demonstrated the other 

standpoint. Recognizing the value of providing less-trained employees and the 

NYCR’s resolution to deliver a full range of nursing services, the registry estab-

lished a category of skilled attendants.32 The number of attendants joining the 

registry was never large, averaging 15 percent of the total membership. Further, 

registry commitment to these workers was less than complete.33 In 1915, the registry 
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dropped trained attendants after NYCRNA learned that accepting only gradu

ate nurses would make the agency exempt from taxation.34 The registry reversed 

this decision in 1921 upon the urging of New York City Commissioner of Public 

Welfare Bird S. Coler, who asked the registry to admit graduates of New York 

City schools as trained attendants. In addition, a revised 1920 state nurse prac-

tice act provided for a new category of licensed, trained attendants.35

The issues surrounding both trained attendants and nonlicensed graduate 

nurses went to the heart of the problem of determining who was the real bed-

side nurse. Ultimately, efforts by the NYCR to control the practice of nonregis-

tered nurses through the registry system proved unsuccessful. In addition, new 

challenges would arise with the implementation of fees.

Lavinia Dock credited the Lady Managers of the Bellevue School of Nurs-

ing with setting the first fee for trained nurses at $21 per week.36 The fee-setting 

process for private duty nurses considered customary fees, the general market 

rate, and approval of nurse charges by hospital governing boards. Alumnae asso-

ciation registries commonly participated in determining fees to charge patients 

in their home hospital. When an association desired a fee increase, the group 

petitioned the hospital governing board, which retained the right to approve or 

disapprove the request.

Fee setting for private duty nurses took on additional importance when hos-

pitals considered the remuneration paid to nurses directly employed by the 

institution. When the number of patients in a hospital temporarily rose beyond 

the capacity of the student nurse–led workforce, hospitals hired private duty 

nurses on a per diem basis as supplemental staff. Nurses working on a per diem 

basis, a practice emerging in the 1920s, enabled hospitals to obtain a crew of 

temporary expert general duty nurses without the obligations, such as room and 

board, owed full-time staff.37 When hired on a per diem basis, private duty 

nurses expected to receive the customary daily private duty fee, a fee hospitals 

often considered too high. Later, as hospitals employed more graduate nurses 

on a full-time basis, they linked staff nurse salaries to private duty rates. As a 

consumer of private duty services, it remained in the hospital’s best interests to 

keep private duty rates moderate over time. New York Hospital once more pro-

vides an illustrative example of how hospitals and nurses arranged this process. 

In April 1920, the alumnae association appointed a committee to confer with 

the hospital’s governors about raising the remuneration of nurses employed by 

the hospital to conform to the going local private duty rate of $6 per day.38 The 

governors agreed to this request, and by June nurse employees began receiving 

the same rate as private duty nurses.39 This equity in pay kept all nurses, whether 
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private duty or hospital employed, stabilized and standardized the costs of nurs-

ing care for hospitals and patients alike.

Private duty nurses seemed to accept the fee-setting mechanism, especially 

since they exerted a degree of control as they were party to initiating increases 

and demonstrated agency in determining their rates. More likely, they saw 

mutual benefits in the methods used to set fees. When alumnae associations 

requested fee increases, hospital boards inevitably consulted other hospitals 

regarding their private duty rates. Emerging from this practice was the institu-

tion of a local standardized private duty rate among hospitals within a regional 

area, preventing undercutting of fees between nurses. But the practice also set 

fees at the lower private duty rate and stymied benefits potentially gained from 

competition.

Some nurses disagreed with setting standardized fees. These nurses may 

have understood that standardized fees would not allow them to charge higher 

fees in times when demand for nurses rose. They could not profit from shifts 

that demanded services or confront the competition between nurses that might 

arise. Nurse administrator Christine Kefauver, writing in Trained Nurse and 

Hospital Review, challenged the standardized fee. Kefauver believed leaders 

erroneously let working nurses think higher fees would decrease work oppor-

tunities. In a blatant attack on nurse leaders, Kefauver observed,

Furthermore there is a tendency to standardize the nurses wages and this 

standard is based on that which maintained twenty years ago. Any 

attempt to raise it is frowned upon by the leaders of the nursing profes-

sion (few of whom are engaged in private nursing themselves) and the 

general public. . . . ​The contention is made by the leaders of the nursing 

profession, and with truth, that if the private nurse raises her prices large 

numbers of people will be deprived of her services. It is however, equally 

true that large numbers have always [italics in original] been so deprived 

and that such would continue to be the case if nurses charges were 

reduced to one [italics in original] dollar a day, so this is no good reason 

why she should be required to accept a salary which is less than suffi-

cient for her means.40

Standardizing nurses’ fee within a locality, with hospitals consulting one 

another before contemplating changes to nursing remuneration, became a time-

honored tradition and as nurses became hospital employees this was resorted 

to by hospitals for determining nurse salary levels and keeping them low.41 This 

oligopolistic market structure, in which a few buyers of nursing services, the 
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hospitals, determined a standard rate regardless of market demand, resulted in 

stagnant nurse salary levels that were nonresponsive to normal supply and 

demand mechanisms.42

The fee-setting mechanism is significant not just for its effect on nurse remu-

neration. The active participation of nurses in fee setting through their agents, 

either the alumnae associations or the central registry, challenges traditional 

stereotypes of nurses as helpless victims of more powerful men-dominated 

physician and hospital groups who set fees without input from nurses.43 The 

negotiations in which registries engaged with hospital boards resembled those 

of trade unions’ discussions with employers. Although hospital boards did not 

always grant fee increase requests, evidence exists to indicate the concerted 

action of organized groups of nurses was a source of strength and frequently suc-

cess, such as in the NYCR’s experience in determining and elevating private 

duty nurse fees.

The NYCR set initial fees for nurses at $25 per week or $4 per day, a stan-

dard private duty fee for 1910. Alcoholic, insane, and contagious cases, patients 

with nervous disorders, and the first two weeks of obstetrical cases were all 

charged $5 a week more.44 Nurses charged higher fees for patients with certain 

disease conditions or health states, such as obstetrical cases, in which the nurse 

cared for two patients, not one, or in substance abuse or psychiatric cases, in 

which patient safety and well-being demanded the constant presence of the 

nurse without breaks. NYCRNA member alumnae associations recommended 

fees adopted by the NYCR, which reflected typical rates charged by city alum-

nae association registries. Vigilance on the part of member associations insured 

adherence to local rates and NYCRNA received challenges when members 

believed the association shirked this duty.45 In May 1912 the AGNMB inquired 

of NYCRNA’s executive committee as to why the NYCR rates did not rise to the 

amount set by a group of alumnae associations the past October.46 Registry rates 

did rise the following November.47

The 1912 increase in fees applied to the weekly rate charged patients, which 

was raised from $25 to $28 per week. The fee increase and the united effort 

alumnae associations employed to achieve it received the attention of the local 

press. A New York Times article claimed that the actions of the “nurses trust,” 

composed of hospital alumnae association registries and the NYCR, would cause 

a rise in the cost of illness.48 The article resulted in a flurry of letters to the Times 

arguing for and against the higher fees. One physician wrote that in his experi-

ence nurses who charged higher rates were not more efficient and maintained 

lofty ideals of their value to patients.49 A nurse responded that the rate increase 
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was a necessity created by higher costs of living.50 Another nurse challenged 

the notion that a graduate nurse in good standing would work for less than $25 

a week, implying it was only untrained nurses who accepted lower fees.51

In 1918, the registry increased the daily fee to $5 a day.52 Some hospitals 

refused to agree to the higher charge, maintaining the $4 rate as acceptable for 

their patients. At the 1919 annual NYCRNA membership meeting this issue 

received vigorous discussion, during which NYCRNA leadership noted that the 

association had approached hospital boards, which failed to approve the $5 rate, 

requesting a reversal of their decision. Several hospitals were willing to com-

promise on a $4.50 fee, but most wanted to keep the lower rate. NYCRNA 

appointed a committee of alumnae association members to formulate a plan to 

obtain compliance with the $5 charge. The meeting minutes noted an unusual 

degree of participation from the membership, which highlighted the comments 

of private duty nurses who all agreed the $5 daily rate was fair.53 S. S. Goldwa-

ter, director of Mt. Sinai Hospital, chairman of the Committee on Hospitals, Gen-

eral Medical Board, and Council of National Defense during World War I, and 

former member of the NYCR’s governing board, noted the success of the alum-

nae associations’ efforts to increase private duty rates. He acknowledged justi-

fication for the increase but feared it would decrease enrollment of nurses in 

the army needed for war service.54 The registry later instituted another increase 

to $6 a day in 1920.55

The Patient of Moderate Means

The $25 per week rate for private duty nurse care was widely accepted through-

out the country up to World War I with professional journal articles frequently 

citing it as the standard rate.56 Fees also customarily included the cost of the 

nurse’s meals. The patient’s family supplied meals to nurses who cared for 

patients in the home. Hospitalized patients paid a fee to the hospital for the 

nurses’ meals, with the hospital supplying the meals. Hospitals raised revenue 

from this system by charging patients a larger amount for the nurses’ meal than 

the meal cost and then pocketing any profits.

Charges for both the private duty nurses and the inclusion of her meals 

made the expense of private nursing care out of reach for most of the popula-

tion. Estimates of who hired private duty nurses are difficult to make for the 

early decades of the twentieth century. One 1915 survey completed in New York 

State reported that of 113 women undergoing childbirth at home only one had 

the continuous care of a graduate nurse. Of those surveyed forty-nine received 

continuous care not from a professional nurse but rather from a practical (not 
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trained) nurse.57 Commentators acknowledged that wealthy people used private 

nursing, poor individuals used visiting nurse services, and middle-income 

patients worked out sick care arrangements as best they could.58

Nurses, aware that high fees limited their services to only the wealthy, 

searched for ways to increase the availability of care to those of more moderate 

means. Methods suggested included establishing special funds that patients 

could draw from to pay the regular private nursing fee, sick benefit societies to 

which patients could contribute and use in the event of illness, and free care 

supplied by nurses. One example of a special fund was the Crerar Fund of Chi-

cago, established through a legacy left to the Illinois Training School for Nurses 

(ITSN). The Crerar Fund allowed low-income workers who required nursing 

care to contribute a portion of the nurses’ fee while the school contributed the 

difference.59 In another scheme tried out in Cincinnati, nurses registered with 

the central registry were required to volunteer a certain amount of time for free 

care. The Cincinnati registry envisioned eventually establishing a fund that 

would compensate the nurses for such care.60

The NYCR adopted a variation of the free care method, sometimes referred 

to as the Toronto Method.61 The registry accepted charity cases, assigning nurses 

whose names were at the bottom of the list of on-call nurses and who agreed 

previously to take charity patients. The nurse accepted what the patient could 

pay. A nurse on a charity case was relieved when a regular case became avail-

able for her.62

Providing free or reduced-price nursing care was disadvantageous to nurses 

and was thought to be demeaning to patient recipients. Commentators on the 

subject in nursing journals presumed self-respecting workers would avoid any 

form of charity as a humiliating experience. Many expressed concern that pro-

viding charity care to self-supporting patients encouraged dependence.63 One 

optional payment method for lower-income patients was the sliding scale, which 

referred to the adoption of a different rate of charges based on a patient’s ability 

to pay, a practice often used by physicians. Sliding scales received extensive 

discussion at professional meetings and in journal articles. Editorials in the 

American Journal of Nursing (AJN), the official journal of the ANA, commended 

sliding scales as the best solution to extending nursing care to the middle class.64

Although physicians reported success with sliding scales, support for the 

scheme among nurses was lukewarm. Doctors who saw many patients in one 

day had the potential to make up reduced fees from poorer patients with visits 

to the wealthy. Private duty nurses who cared for one patient over extended peri-

ods of time might be locked in a low-income situation for weeks.65 The practi-

cal aspects of determining which patients were and were not able to pay the 
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regular fee baffled nurses, who seemed hesitant to investigate patient finances. 

Nurses were also suspicious that wealthy patients would unfairly claim pov-

erty to reap commercial advantages from a sliding scale.66

The main opposition to sliding scales centered on the use of a local stan-

dardized rate of nurses’ fees, which nurses maintained was essential in an 

unregulated, competitive market.67 “The remuneration for the services of the 

thoroughly trained and graduated nurse is one of the most fixed, immutable and 

unalterable laws of mankind; it is $25.00 a week, including room and board,” 

complained one physician in discussing the subject.68 Nurses feared that if fees 

varied, the door would be open to price wars between professional graduate 

nurses and untrained nurse workers, with the eventual outcome of below-market 

rates for nursing care. Even those supportive of sliding scales cautioned that it 

required careful consideration when being instituted.69 Lavinia Dock supported 

set fees, suggesting that sliding scales be limited to nurses enrolled in a strong 

central registry able to withstand any assault on charges from rival groups.70 At 

a 1907 NYCRNA meeting, members voiced disapproval of sliding scales but 

noted the custom was in vogue. A committee appointed to investigate a sliding 

scale of prices subsequently determined it was not practical to institute.71

The frustration involved in devising a lower-cost solution to private nurs-

ing and the rigid pattern of nurses’ fees led to suggestions for revision in the 

nurse remuneration system. Some believed it a poor economic practice to set 

an across-the-board fee for all practitioners regardless of experience or skill. 

Nurses newly graduated from schools of nursing could expect to command the 

same rate of pay as those who had been working for several years.72 The only 

means private duty nurses had available to increase their income was to take 

more cases, a situation dependent on the supply of nurses and demand for their 

services.

A graded registry, which combined a sliding scale of charges for different 

types of nurses by categorizing nurse workers per schooling and skill, offered 

an alternative to the standard rate and relief for those with moderate incomes 

when confronted with nurses’ bills.73 Nurses with higher classifications charged 

higher fees; those with less training or experience worked for less. Proponents 

of graded registries envisioned an organized system in which the nurse educa-

tional system would graduate different levels of nurses; the registry system 

would then distribute them to patients appropriately, thus relieving some of the 

costs of nursing care. Yet, a graded registry had considerable flaws. Objections 

included the fact that those who could afford the higher-priced nurse might opt 

for a lower-cost one to save money. Less well-off individuals would be forced 

to choose the cheaper and less-qualified nurse regardless of their illness. This 
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seemed unfair and incompatible with professional ideals, which dictated that 

patient need rather than ability to pay should determine patient assignment.74

The graded registry scheme was intertwined with the subsidiary worker 

problem and appealed to health-care leaders searching for ways to provide 

low-cost care. A 1908 American Hospital Association (AHA) subcommittee on 

nurse training, which examined the issue of providing care to the middle-class 

patients, blamed high-priced graduate nurses who adhered too strictly to set fees 

for denying care to the middle class. The subcommittee chairman, Rev. A. S. 

Kavanagh, superintendent of Brooklyn’s Methodist-Episcopal Hospital, believed 

hospitals should adopt the graded nurse scheme to introduce a cheaper type of 

nurse worker. Chairman Kavanagh declared, “If nurses continue to consider 

$25 or $30 per week as part of the standard which they must always maintain 

to safeguard their honor, then our hospitals must remember their duty to the 

whole community and seriously take up the question of supplying this need.”75 

The AHA subsequently appointed a committee that presented a plan in 1914 

for the grading and classifying of nurses. The classification plan provided for 

three levels of nurse workers: Grade A, registered or graduate nurses; Grade B, 

attendant nurses; and Grade C, household nurses.76 This plan received signifi-

cant opposition from nursing groups and the AHA never acted upon it.77 Oppo-

nents of nurse grading were concerned that no regulatory mechanisms existed 

for confining the lower-grade nurses to their intended patients.78 Yet, the idea 

of different levels of nurses assigned to patients based on nursing care needs 

remained a favored approach to solving the problem of high-cost nursing care 

and rationalizing a confusing system of care delivery that relied on patient abil-

ity to pay as the prime determinant of who received a nurse.

The Nurse Registry Business

As a commercial enterprise, the first years of operations were disappointing 

for the new venture. NYCR membership increased only gradually and finances 

were poor despite strenuous efforts at promoting registry services and curtail-

ing expenses. Survival of the registry depended on yearly subsidies from the 

alumnae associations. The situation changed around 1915, when the NYCR’s 

prospects improved; expressions of confidence in the business from nurses, 

physicians, and the public were noted. By 1920, the NYCR was self-supporting, 

had paid back bonds to finance the initial operation with interest, and no lon-

ger requested subsidies from the alumnae associations.79

Registry productiveness can be evaluated by examining two aspects of the 

agency’s operation: the number of patient calls received and filled, and mem-

bership totals. Although exact figures on the number of patient calls received 
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and filled and membership statistics are sparse for the initial years of NYCR 

operations, data which do exist provide some understanding of how well the 

registry functioned. The number of patient calls received provides a rough indi-

cation of how much business the registry received by those requiring nursing 

services. Percentages of calls filled suggest how well the registry met demand 

for its services.

For the initial years of operation, from 1911 to 1915, patient calls averaged 

a meager 95.6 per month. A turnaround occurred in 1918, when patient calls 

received soared to 612 per month. The large increase in calls observed in 1918 

was most likely connected to the deadly flu epidemic, which contributed to a 

greater demand for nursing services overall. By 1923 the NYCR was receiving 

an average of 433 calls per month (see table 3.1).80

By the early 1920s, greater consumer awareness of registry services and bet-

ter publicity explains some of the increase in calls received. The governing 

board of the NYCR invested considerable time and effort considering how to 

more effectively inform the public of registry services, with circulars of infor-

mation periodically passed out to groups thought good sources of business. As 

physician groups were the prime source of referrals for nursing services, the reg-

istry directed heavy publicity to them. A contemporary idea that individuals 

living alone in hotels were a population in need of nursing care when ill led 

registry officials to also distribute circulars at city hotels. The various advertis-

ing schemes put into action by the registry proved successful.81

Membership totals gauged registry effectiveness. Professional registries 

depended for income on yearly registrant fees, a practice that varied from that 

of commercial registries, which charged nurses a percentage of each case they 

received. Dependence on fees meant that registries relied heavily on increasing 

the number of nurse registrants enrolled on the registry rather than the number 

of patient calls for financial solvency.

NYCR membership increased slowly. Between 1911 and 1915 membership 

averaged 185 nurses a year. By 1923, the average number of nurses listed as 

members increased to 550.82 Two factors—a general increase in the number of 

graduate nurses entering the labor market and an expansion of NYCRNA—led 

to membership growth. The tremendous increase in schools of nursing in the 

initial decades of the twentieth century led to greater numbers of graduates each 

year. The number of nurses graduating from schools of nursing nationally almost 

doubled in a ten-year period from 8,140 in 1910 to 14,980 in 1920.83 In New 

York City, 827 students graduated in 1918.84 Adding graduate nurses to the local 

labor market at the rate of almost 900 a year easily contributed to a significant 

increase in membership. A reconfiguration of NYSNA in 1919 replacing the 
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county system with district associations further explains the registry’s increased 

membership. NYCRNA became District 13 of NYSNA and included not just New 

York County and the borough of Manhattan, but also the counties of Bronx, Rich-

mond, and Westchester.85 The expansion resulted in new registrants becoming 

eligible for and enrolling in the registry.

Despite the increase in membership and generally upbeat reports of regis-

try business, the registry varied in its ability to fill calls received for nurses. 

Table 3.1. 
New York Central Registry patient calls received and filled, 1911–1915,  
1918, 1923

Date

Patient calls 
received 
(average 

per month)

Patient 
calls filled 
(average 

per month)
Percentage 

filled Membership

1911 113a 84a 74a 161b

1912 104c 84c 80c 186d

1913 94e 68f 87f 201g

1914 73h 63i 79i 196j

1915 94k 77k 81k 375k

1918 612l 376l 64l 418l

1923 433m n/a n/a 550m

Sources: Figures for 1911–1915: “Minutes, Governing Board, Central Registry, 
NYCRNA,” 1913–1914, box 8, NYCRNAP; figures for 1918: “Minutes, Executive 
Committee, NYCRNA,” 1918, box 15, NYCRNAP; figures for 1923: “Minutes, Registry 
Committee, NYCRNA,” 2 November 1923, box 8, NYCRNAP.
a �Average based on number of patient calls received and filled for February and 

May 1911.
b Based on membership totals for May 1911.
c �Average based on number of patient calls received and filled for January, February, 

April, and November 1912.
d �Average based on membership totals for April and November 1911.
e �Average based on number of patient calls received for January, April, May, June, 

September, and October 1913.
f �Average based on number of patient calls filled for January, April, June, September, 
and October 1913.

g Average based on membership totals for April, June, and October 1913.
h �Average based on number of patient calls received for March, April, May, June, July, 

August, September, October, and December 1914.
i �Average based on number of patient calls filled for March, April, May, June, July, 
August, September, and December 1914.

j �Average based on membership totals for April, May, June, September, and 
December 1914.

k Based on figures for January 1915.
l �Average based on patient calls received and filled and membership totals for March, 
May, and June 1918.

m Average as reported in minutes; based on unknown months.
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Between 1911 and 1915 the registry had a decent call fill rate, averaging 

78 percent. During the boom year of 1918, the registry filled only 64 percent of 

calls.86 The rate of calls filled is a rough index of nurse supply and demand. In 

1918, several events affected nurse supply. The most profound was the flu epi-

demic, which not only increased demand for nurses but removed many nurses 

from the labor market as they also fell victim to the flu.87 World War I military 

service further decreased the number of available nurses.88

Given these two events, it is probable that the NYCR experienced more trou

ble filling requests for nurses. Although reports of nurse shortages surfaced 

nationwide, the NYCR reported its best membership totals to date. Tremendous 

increase in demand for nurse services in a market with fewer overall workers 

because of the flu epidemic and armed services requirements can explain some 

of the decreases in filled calls, although it is possible the registry used ineffi-

cient practices in distributing nurses.

Maintaining a high rate of calls filled could characterize a dependable ser

vice, one which would receive repeated calls from those in need of nursing care. 

The registry seemed oddly oblivious to this fact. In the early years of business, 

such as in 1913, a year when the registry filled almost 90  percent of calls 

received, records document concern over filling calls. Despite that excellent rec

ord, NYCRNA’s executive committee called for greater effort on the part of the 

registry in meeting demand for nurses.89 By 1918, the registry perceived unfilled 

calls caused by a scarcity of nurses as an operational crisis, but they did not 

outline plans for improving the matter.90

Although records for the next few years fail to include exact figures on 

patient calls received and filled and membership rolls, as the registry entered 

the 1920s positive reports of registry business are noted. Finances were good 

enough to increase the registrar’s salary and hire additional staff for the office.91 

The 1920 nurses’ fee increase to $6 for twelve-hour shifts indicated confidence 

that requests for nurses were adequate and permitted higher rates. The NYCR 

settled into the routine of running a professional nurse placement service. Reg-

istry officials expressed satisfaction with the progress of the venture.

Conclusion

By 1920, the private duty labor market had to respond and adapt as a different 

field in which many workers competed with one another for jobs and powerful 

interest groups, such as physicians and hospitals, influenced working condi-

tions. Graduate nurses found limited work alternatives in other places. Private 

duty nursing was an expensive commodity that many people needed, but few 

could afford.
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Professional nursing organizations viewed participation in the field through 

district association-run registries as integral to the interests of the profession, 

critical to the proper distribution of nurses to the community, and protective of 

nurse workers. When a district association operated a private duty registry, it 

consumed a significant amount of time and money and often required compro-

mises in meeting professional goals. District-run central registries served as 

an intermediary between nurses, their patient employers, and hospitals, which 

forced professional associations to confront issues on a pragmatic rather than 

idealistic basis. The interest of rank-and-file nurses in obtaining favorable working 

conditions at a fair wage conflicted with that of registry leaders, who empha-

sized the dependable, professional nature of the service. When registries sup-

plied nurse workers, deciding who was and was not eligible to nurse sick patients 

took on meaning sometimes incongruent with the values of the professional 

association. Further, the need to establish the worth of nursing care via private 

duty fees propelled districts into activities that resembled those of trade unions. 

Entering the nurse labor market as a distributor and quasi-employer of nurses 

introduced an element of commercialism into professional affairs that proved 

difficult for professional leaders to reconcile with their visions of self-sacrificing 

nursing service. In New York, alumnae groups gave support but continued to 

maintain their local hospital-based registries, restricting the market for the NYCR. 

The private duty market was, above all, a local service requiring knowledge of 

local practices.

Despite problems, NYCRNA claimed success in the first ten years it man-

aged a central registry and pointed to growing numbers of patient calls for nurses 

as proof that the agency accomplished its intended purposes. Moreover, the 

steady increase in membership provided the income necessary to sustain oper-

ations and testified to critical support among graduate nurses for professionally 

run registries. Further, as was seen in practices revolving around fee setting, pri-

vate duty nurses exerted a degree of control over their conditions of work.

Professional nurse registries were not the only agencies providing nurses 

to the general population. A collection of other registries of both a nonprofit 

and commercial nature competed with professional nurse registries for the 

same patients and nurse workers. The professional associations believed 

they were the best ones to distribute nursing services on a low-cost, nonprofit 

basis. They would spend over seventy years trying to find solutions to a com-

petitive labor market plagued with problems of inefficiency, ineffectiveness, 

and obsolescence.
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By the end of World War I, many stakeholders wanted to study the nursing 

profession. Professional leaders supported campaigns to investigate nursing 

issues, believing they could use such studies as a mechanism through which to 

achieve educational reform.1 Professional working nurses, confronting an 

increasingly crowded labor market, searched for solutions to problems in obtain-

ing and maintaining gainful, consistent employment. Coincidentally, health-

care industry analysts and physicians awakened to the crisis surrounding 

payment of nursing care. Deciding who should deliver nursing care, the type of 

education received by those employed as nurses, and the means through which 

to finance nursing care were central in the ongoing debate regarding illness care.

Groups responsible for funding and carrying out studies on nursing repre-

sented a cross section of parties interested in nursing and health-care issues, 

such as professional nursing organizations, physician and hospital associations, 

public health groups, lay individuals, and charitable philanthropic foundations. 

For example, C.E.A. Winslow, an important twentieth-century public health ana-

lyst, and founder and chair of the Yale University Department (later School) of 

Public Health, was an early researcher on the wider concerns about health care 

delivery. In addition, M. Adelaide Nutting, professor at Columbia University’s 

Teachers College program, had a long history of advocating improved educa-

tional models for nursing. New voices such as analyst Janet Geister, nurse, 

researcher, and future executive director of the American Nurses Associa-

tion (ANA), and statistician May Ayres Burgess served in leadership capacities 

on several of the studies. Both Geister and Burgess epitomized the reform 

Surpluses, Shortages, and Segregation

Chapter 4
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movement in nursing dedicated to designing innovative and efficient models of 

nursing care delivery.

Physicians who served on studies presented a more complex, self-interested 

point of view. William Darrach, dean of Columbia University’s College of Phy-

sicians and Surgeons, served as chair of the Committee on the Grading of Nurs-

ing Schools (CGNS), a position that presumably called for a degree of neutrality. 

In a crucial encounter with the New York Academy of Medicine’s executive 

committee as the CGNS was in its formative stage, Darrach placed his spin on 

the aims of the study, reflecting physician views of nursing. “The Committee 

was appointed with a two-fold idea,” Darrach explained, “one to help the nurses 

and the other to keep track on the nurses, so that whatever they did would be 

supervised by the medical profession.”2 Darrach admitted that nursing educa-

tion was in “an awful mess,” and that “the main thing is to have nursing educa-

tion on a sounder basis.”3 Members of the academy responded to Darrach’s 

remarks with predictable candor. One physician noted that “nursing education 

is in control of women who will not brook any control from medical men. They 

have an exaggerated idea of their profession.”4

Historians examining early studies into nursing tend to concentrate on their 

relevance for educational matters and reform, the areas on which the studies 

focused. Still, each investigation devoted considerable attention to the nurse 

labor market, making an examination of each study from a nursing workforce 

perspective both illuminating and necessary. Findings tended to be consistent 

and validated professional nursing leaders’ ideas on the cause of nurse employ-

ment problems; they believed problems stemmed from the fact that the private 

duty/student system of care delivery was an inefficient, expensive, and poor 

distributor of nursing services, preventing nurses from securing stable jobs. 

Published recommendations echoed nursing leaders’ assertions that exten-

sive reform, reorganization, and redistribution of nurse workers were imperative. 

The key method suggested for improving care delivery involved substituting 

graduate nurses for students to deliver patient care in hospitals and requiring 

schools of nursing to exist solely as educational institutions. Staffing hospitals 

with a permanent corps of employed nurses would free students to learn, allow 

patients to receive adequate nursing during hospitalization, and ensure steady 

employment for graduate nurses.

The Post–World War I Nurse Labor Force

The 1920 U.S. Census figures listed approximately 301,124 individuals work-

ing as nurses, of whom about 149,128 were either graduate, registered, or stu-

dent nurses.5 Acute care hospitals, although major consumers of private duty 
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services, did not employ many nurses; the clear majority of nurses, 80 percent 

in 1920, worked in the private duty field. Hospital or institutional nursing and 

the public area of health claimed the remaining 20  percent evenly divided 

between the two areas. Student nurses numbered about fifty-five thousand.6 This 

contingent of graduate and student nurses comprised the professional nurse 

workforce employed in institutions, health care agencies, and private homes.

Hospitals and other medical establishments employed approximately ten 

to eleven thousand nurses, most of whom did not deliver direct patient care but 

worked as supervisors, administrators, or educators.7 A survey published in 

1920 on New York City hospitals completed by the Public Health Committee of 

the New York Academy of Medicine found that 36 percent of the nursing staff 

in hospitals with training schools or affiliated with training schools were gradu

ate nurses.8 The Public Health Committee estimated that 3 to 37 percent of the 

graduate nursing staff were engaged in teaching and supervisory work, which 

frequently overlapped with bedside nursing care activities, making a clear 

delineation between the three tasks difficult. Reports on the nurse labor market 

during the 1920s consistently blamed nursing care delivery problems on a lack 

of graduate nurses for bedside care; assumptions were that fully trained gradu

ate nurses were in short supply for direct patient care.

In general, direct patient contact with graduate nurses was limited to those 

patients who hired private duty nurses. The use of private duty nurses for hos-

pital care represented a transition from original models of home-based private 

nursing care established in the late nineteenth century. An abandonment of 

home care occurred during the initial decades of the twentieth century as 

patients and nurses began favoring institutions for sickness care. The emergence 

of private duty as a predominantly hospital-based service most likely took place 

over a period of years, appearing in different parts of the country at different 

times. In Illinois, for example, complaints that nurses were refusing home cases 

in preference for hospital cases emerged in the early 1920s.9 Both the 1923 Nurs­

ing and Nursing Education in the United States (Goldmark) report and the 

1926 NYSNA study on conditions in the private duty market estimated that 

three-fifths of all cases taken by private duty nurses were in hospitals.10 By the 

late 1920s, hospital-based private duty care was the norm.11 The CGNS survey 

of two hundred professional registries in 1928 revealed that 79 percent of calls 

received were for hospital cases.12

Student nurses delivered most of the bedside nursing care in the 1,800 hos-

pitals that operated schools of nursing.13 The status of caregivers in hospitals 

without a school of nursing is indeterminate. Many of these hospitals may have 

used attendants trained specifically by the hospital or hired individuals who 
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demonstrated some capacity for nursing. The 1920 New York City hospital study 

estimated that “trained attendants, ward helpers and so-called ‘practical’ nurses” 

delivered 7 percent of the care given in hospitals with training schools.14

Small fluctuations in the numbers of nurses could set off worries about 

nurse shortages and instigate actions to increase supply. An illustration of how 

a temporary change in supply created the perception of a crisis is found in the 

post–World War I era.

A Nursing Shortage

Following World War I, reports in professional journals indicated that the num-

ber of applicants to schools of nursing dropped slightly.15 As the decline was in 

the number of entering students, decreases in the number of graduate nurses 

did not show up until 1922. The situation reversed quickly and by 1924 the 

number of graduate nurses was well above 1920 levels and continued to climb 

throughout the decade.16 Despite increased numbers of nurses, reports of nurse 

shortages persisted.17

Uniform agreement existed that the shortage was of hospital bedside nurses, 

and that the shortage was relative and directly connected to an increase in 

demand for nurse services.18 The heightened demand for bedside nurses was 

caused in part by factors such as increasing hospital use and construction, which 

increased space and the number of beds available. For instance, between 1918 

and 1928 more than 1,500 new hospitals opened, with an expansion in bed 

capacity of almost 300,000 beds over 1918 levels.19 In addition, the complexity 

of patients’ hospital care increased. New treatments emerged. With these treat-

ments, a broad range of newly introduced patient services such as radiological, 

laboratory, and therapeutic services consumed more and more nursing time.

Early twentieth century hospitals exhibited a sparse employee structure 

devoid of the multiple layers of workers seen in today’s institutions. Student 

nurses had to be all-around hospital workers capable of performing any job, 

including nonnursing tasks such as food preparation, formula-making, messenger 

service, patient escort, and cleaning functions, further claiming student time.20 

One of the effects of more elaborate, labor-intensive hospitals was an overall 

increased demand for student nurse labor.

Student nurses also had increased demands in the classroom. Although 

schools of nursing remained focused on patient care delivery rather than stu-

dent education, increased rigor in educational standards appeared in the World 

War I era. In 1917, the National League for Nursing Education (NLNE) released 

its first Standard Curriculum for Schools of Nursing, which outlined the com-

ponents of a good nursing school and included recommendations on increased 
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class time and decreased hours spent on patient care for students.21 Hospitals 

were under no obligation to follow the standards and most did not. Even the 

NLNE failed to recommend wholesale adoption of the standards, recognizing 

that most schools were in no position to reduce hours spent by students in 

patient care. The Standard Curriculum foreshadowed a trend in which students 

spent more time in class and less time on patient units.22

Graduate nurses were a vast presence in the labor market, yet their services 

were unavailable to most patients. Fees charged by private duty nurses and the 

rigid method of providing private duty services, requiring that patients hire 

nurses for twenty-four hours, seven days a week, continued to place nursing 

care out of the financial reach of most sick people. The idea that private duty 

nurses were underutilized and spent an inordinate amount of time waiting for 

cases became conventional wisdom by the early 1920s. Determining how to dis-

tribute skilled nursing services and provide enough work for graduate nurses, 

while educating the nursing workforce, was the core problem. Proposed solu-

tions can be classified roughly into two primary categories: the supply-side 

approach and the reform method.

Proponents of the supply-side approach held to the idea that nurses caused 

shortage conditions. Supply-siders thought nurse educators held impossibly 

high standards, which not only took students away from patient care for class 

activities but also created overeducated graduates who subsequently shunned 

careers as bedside nurses. Those graduate nurses who did work at patients’ bed-

sides in the private duty field demanded exorbitant fees, which the average ill 

individual was unable to pay. Supply-siders advocated a system of short train-

ing courses in nursing for women willing to work for low wages.23 Short-course 

nurses remained a mainstay of proposals to alleviate shortage conditions 

throughout the century. By 1934, ten states regulated the practice of subsidiary 

or short-course workers. These laws failed to achieve popularity, and few people 

applied for licenses. In four of these states, Michigan, New York, Virginia, and 

Pennsylvania, only 1,251 individuals received licenses under these laws.24 Lost 

on many who favored such proposals was the fact that one hundred fifty thou-

sand people, either untrained in nursing or trained with a short course, were 

already present in the job market. It was well known that this group of nurse 

workers charged and received fees not much different from those of professional 

nurses, eliminating any cost advantage to a short-course nurse. Lack of regula-

tion and control over these workers continued to create problems.25

Not surprisingly, nursing leaders were in the vanguard of the reform move-

ment, which focused on quality rather than quantity. Believing the problem was 

not a shortage of students but rather a shortage of qualified applicants to schools, 
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reformers held to the goal of establishing a true educational system that elimi-

nated student labor, thus attracting higher-qualified candidates to schools. 

Reformers wanted hospital reliance on student labor as a cost-saving measure 

to cease. In reformers’ eyes, student nurses deserved schools in which educa-

tion was the priority. By replacing students with graduate nurses employed in 

staff positions, students could focus on educative activities. Improving the edu-

cational experience would better prepare graduates for delivery of the complex 

care that leaders thought represented the future of nursing and enable hospitals 

to offer steady, reliable work to graduate nurses, eliminating the employment 

problems experienced by private duty nurses.

Convinced their ideas were sound, logical, and practical, professional lead-

ers promoted this general scheme throughout the early decades of the twenti-

eth century, spending years seeking support for their plans.

“Your Money and Your Life”

On April 30, 1925, private duty nurses, frustrated over poor working conditions 

in New York City, met at the Central Club for Nurses to map out a plan for shorter 

hours and higher fees for private duty service in hospitals. Dr. Augustus Down-

ing, assistant commissioner of education of New York State, attended the meet-

ing, cautioning the nurses to moderate their demands so that higher fees would 

not restrict nurse services to the wealthy. Newspaper reports of the meeting 

noted the unhappiness of those in the audience to Downing’s remarks. “Hisses 

were sounded. . . . ​His [Downing’s] remarks were interrupted often by cries from 

the room.”26 Eventually, the nurses agreed to a proposal suggested by Downing 

that further study occur. The result of the gathering was to request that the New 

York Counties Registered Nurses Association (NYCRNA) conduct a study of pri-

vate duty nursing within the New York City area. NYCRNA asked the registry 

committee of the central registry to assume responsibility for the investigation, 

which the committee was willing to do.27

A second NYSNA district in Buffalo appointed a committee to conduct 

a similar type of study. NYSNA combined the two projects into one state-

sponsored survey on the economic conditions of private duty nursing, appoint-

ing Janet Geister as director.28 Geister, a member of NYCRNA’s registry committee, 

was eminently qualified to guide the investigation because of her experience in 

conducting field studies and surveys. Geister recognized that complaints of phy-

sicians and nurses differed.29 Physicians were interested in obtaining nurses 

easily and cheaply; nurses’ concerns centered on low wages and poor working 

conditions. Geister’s announced goal for the NYSNA study was to generate infor-

mation on actual conditions within the nurse job market, diagnose the exact 
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problems with private duty nursing, and formulate ways to distribute nurses 

better.30 The study, carried out between 1925 and 1926, became a landmark 

investigation of conditions in the private duty market, exposing extreme work-

ing conditions for nurses and validating a need to reorganize the job market.

The NYSNA study consisted of questionnaires completed by nurses on a 

variety of factors such as the number of days and hours worked, patient charges, 

income, type and location of cases obtained, and years spent in private duty 

nursing.31 Nurses completed the questionnaires during a one-week period in 

February 1926. The study provided a plethora of data on critical components 

of private duty work and investigated demand for nurses, how well the market 

met nurse employment needs, and the difficulties physicians claimed they expe-

rienced in obtaining nurses.

The first and most significant indicator of how well the private nurse job 

market operated was the number of days spent by nurses on call without cases, 

a value providing some measure of how successfully the market met nurse 

demand for work. Some explanation of the way private duty nurses obtained 

patients clarifies the significance of days on call.

Nurses signified availability for cases by placing their names “on call” at 

their registry. Once a nurse notified the registry she was on call certain obliga-

tions ensued, such as being available by telephone for messages, notifying the 

registry when leaving home for any reason, and promising to be ready to travel 

to a patient’s home or hospital within a reasonable period from the time she 

received a case.32 A nurse on call was considered ready and anxious for work. 

A day on call was not comparable to a day off but resembled more a day in 

which a worker might show up for work but receive neither a job nor pay. Of 

the total number of possible days of work the nurses included in the study could 

work, 72 percent were actual working days. Sickness accounted for 5 percent 

of the possible days of work. Days listed as not worked accounted for the remain-

ing 23 percent. The high rate of days of work spent waiting for new patients 

and not working, amounting to almost a quarter of the possible days of work, 

pointed to a very inefficient job market (see table 4.1).

The second measure of private duty employment level is days spent on 

cases. Unlike traditional jobs that involve a specified number of work days per 

week with designated days off, private duty nurses worked each day continu-

ously from the start of a case to its termination. Nurses preferred long cases, 

which provided reliable income and reduced time spent in waiting for new 

patients. Nurses in the study worked an average of five days a week; this period 

was considered less than ideal for private duty nurses. Geister highlighted 

47 percent of nurses who worked less than seven days a week as evidence of 
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low employment. Nurses working seven days nonstop comprised 53 percent of 

the respondents. Sixty-eight percent of nurses worked at least five days a week 

but more than 30 percent of nurses studied were well below acceptable levels 

for days of work (see table 4.2).

Geister’s concerns about days per week worked reflected contemporary 

understandings of special duty conventions. When looked at from the perspec-

tive of hours worked per week, a different picture emerges. Given that 80 percent 

of the cases worked by nurses in the study entailed twelve-hour shifts, a five-

day workweek equaled sixty hours. Estimates of the average weekly hours of 

work for general workers in 1920 and 1930 are 49.8 and 47.7 hours, respectively.33 

Despite the higher number of weekly hours worked by nurses in comparison to 

other employees, Geister interpreted a five-day workweek as an indication of 

Table 4.1. 
Average private duty nursing workweek in New York State, 1926

Category Value

Average number of days worked 5 (72% of possible work days)
Average fee charged patients $5–7
Average weekly earnings of nurses $31.26

Source: Janet Geister, “Report of a Survey of Private Duty Nursing,” in Proceedings, 
Official Meeting, New York State Nurses Association, 24th Annual Meeting, 1925,  
ed. NYSNA, NYSNAP, AC-2, box 5, Bellevue Alumni Center for Nursing History, 
Guilderland, NY.
Note: Averages based on one workweek in February 1926.

Table 4.2. 
Number of days per week private duty nurses  
employed, 1926

Days per week Percentage of nurses worked

5–7 days 68a

3–4 days 13
1–2 days 7
Did not work 12

Source: Janet Geister, “Report of a Survey of Private Duty 
Nursing,” in Proceedings, Official Meeting, New York State 
Nurses Association, 24th Annual Meeting, 1925, ed. NYSNA, 
NYSNAP, AC-2, box 5, Bellevue Alumni Center for Nursing 
History, Guilderland, NY.
Note: “Employed” means spent on cases.
a Forty-seven percent of nurses worked six days or less.
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nurse underemployment. However, about 75 percent of the nurses worked at 

least as many hours per week as the average worker, and 68 percent worked 

sixty hours or more (see table 4.3).

Overall, the two measures, days on call and length of cases, substantiated 

the argument that the job market failed to achieve full employment. For Geis-

ter, the persistence of conventions and practices used by nineteenth-century pri-

vate duty nurses was the main culprit in this failure. Private duty nursing 

remained a twenty-four-hour, seven-days-a-week service delivered from the 

beginning of illness to its conclusion. The custom made sense when patients 

requiring constant attention received care in their homes. It seemed practical to 

bring the nurse to the patient. As patients sought out hospital care, private duty 

nurses simply transferred their conventional home-based practices intact to 

institutional settings. However, hospital care was different. Unlike private homes 

where patients were isolated, hospitals grouped sick people together and pos-

sessed the potential, which Geister believed was yet unrealized, to develop 

distinct and improved nursing care delivery models. Geister challenged the 

notion that ill individuals required continuous nursing care. Such care was 

prohibitively expensive for most patients and frequently unnecessary. Patients 

locked into twenty-four-hour nursing care paid for more care than most needed.34

Results of the NYSNA studies confirmed the belief that private duty nurs-

ing was in serious difficulty, as 40 percent of the respondents indicated that they 

planned to leave private duty in the future, demonstrating nurses’ discontent 

and suggesting to Geister that private duty required fundamental changes. She 

cited the number of nurses not working a full week, irregular employment, the 

short working life of private duty nurses, and uncertain and low income as proof 

that reform was essential.

Geister advised a radical reorganization of nursing care delivery service, 

promoting as a first step the distribution of nurses into central clearinghouses 

Table 4.3. 
Private duty nurses’ hours of work, 1926

Hours of work Percentage of nurses

12 80
24 20

Source: Janet Geister, “Report of a Survey of Private 
Duty Nursing,” in Proceedings, Official Meeting, New 
York State Nurses Association, 24th Annual Meeting, 
1925, ed. NYSNA, NYSNAP, AC-2, box 5, Bellevue 
Alumni Center for Nursing History, Guilderland, NY.
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or registries. Adopting the early twentieth-century idea of a central registry as a 

community center for all nursing needs, Geister recommended the expansion 

and standardization of such agencies as an efficient method of dispersing all 

levels and types of nursing services. Centralized registries could offer alterna-

tives to traditional care delivery patterns, decrease nursing care costs, and enable 

more people to avail themselves of private care when sick. Geister proposed 

diversification of nurse services into group nursing, which entailed the assign-

ment of one nurse to more than one patient, each paying a portion of the nurses’ 

fee, and hourly nursing, which referred to the employment of a private nurse 

for short periods of time. For those nurses wishing to continue in the traditional 

one-to-one nurse-patient mode, Geister saw no difficulty. She noted that there 

would always be patients preferring full-time nurse services and advised those 

nurses interested in providing private services to affiliate with a registry.

Geister’s reasonable solution was not implemented. Despite complaints and 

discontent over working conditions, nurses demonstrated allegiance to the pri-

vate duty system. Accounting for this loyalty is not difficult: nurses faced limited 

occupational choices, and private duty, although unattractive, was the one 

employment option open to most graduates.

The NYSNA study also revealed an additional reason private duty remained 

a major field of employment. The average weekly salary of $31.26 indicated to 

investigators the low general income of private duty nurses with a mean hourly 

wage of 49¢ an hour, which Geister claimed was about even with charwomen, 

servants, and unskilled laborers.35 A review of the data from a different perspec-

tive reveals, however, that 41 percent of the nurses made over $41 a week, a not 

inconsiderable sum. Nurses earning higher incomes might still have spent sub-

stantial time out of work, reducing their annual salary, but the number of nurses 

commanding weekly salaries greater than the average indicates that the potential 

existed for better compensation than the norm. Nurses were aware that earnings 

varied, and some may have entertained thoughts of joining higher income ranks.

Other employment opportunities, such as institutional work, provided reg-

ular salaries but were dependent on hospital-controlled rates. Moreover, pri-

vate duty nurses lived independently, unencumbered by the needs, oversight, 

and paternalism of the hospital administration. The practice of including main-

tenance costs (such as the cost of meals, uniforms, etc.) as part of institutional 

nurses’ remuneration, because these nurses were required to live within the con-

fines of the hospital grounds, lessened the appeal of hospital employment.

Less evident and determinate is the number of nurses that either wished to 

engage in full employment or were dependent on a twelve-month income. Were 
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some nurses more interested in part-time or sporadic employment, for which 

private duty offered a flexible schedule? What was an acceptable rate of employ-

ment for a predominantly women’s occupation in 1926? A nearly full week of 

work for almost 70 percent of the nurses studied may or may not represent a 

satisfactory rate of employment given the population.

Comments elicited from nurses completing the 1925 survey shed light on 

their perceptions of private duty. Many complained of the long hours, which 

caused some to leave the field. Others spoke of their preference for private duty. 

“I prefer private duty because I would rather do regular bedside nursing. It is 

more interesting to myself, more to the patient in the case and more serious ill-

ness where attention is required,” remarked a nurse. Another explained her dis-

like of hospital work. “I specialize in obstetrics and like it. Like nursing better 

than anything else I have ever done. Don’t like hospital positions. Too much 

like training days. As my specialty in obstetrics as well as private duty in house, 

home cases is my work.”36

The results of the NYSNA study received wide coverage in professional 

journals and meetings and hit a nerve in professional nursing and medical 

groups. In 1926, as the Committee on the Grading of Nursing Schools (CGNS) 

was getting organized, Mary Roberts, editor of the American Journal of Nursing 

and a member of the committee in charge of CGNS’s national study of the nurs-

ing profession, met with the Rockefeller Foundation’s president, George Vincent, 

to ask his advice as to how to proceed. Roberts reported that the newly formed 

committee believed in the importance of the NYSNA study but did not want to 

investigate issues deemed unfriendly or politically sensitive to the hospital and 

medical groups. Nurse leaders in New York City at the time were acutely aware 

that physicians were eager to solve nurse supply problems to their advantage. 

The subcommittee on nursing of the New York City Medical Society was cam-

paigning for a plan to institute a new categorization of nurse workers. NYSNA 

officials were invited to meetings to discuss the plan, which included adding a 

less-trained nursing tier, but found the physicians’ ideas professionally threat-

ening.37 The prestigious and powerful New York Academy of Medicine was also 

deeply involved in efforts to reconfigure the nursing profession, holding con-

ferences on the “Nursing Situation” and releasing recommendations on how to 

enlarge the supply of nurses.38 Roberts asked Vincent his opinion on involving 

other groups, such as doctors, hospitals, and patients, in the new study. Vin-

cent advised Roberts to involve hospital and physician groups interested in 

nursing issues.39 This advice was accepted and relayed to other nurse leaders. 

The CGNS included medical hospital and public health groups (see Appendix).
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The Committee on the Grading of Nursing Schools

In 1911, the NLNE sought to develop a method of grading or classifying schools 

of nursing, believing such a classification scheme, like the approach used by 

Abraham Flexner in his study of medical schools, was an essential first step in 

improving nursing education. Carrying out such a project entailed considerable 

expense, requiring funds the NLNE did not possess. Adelaide Nutting appealed 

to the Carnegie Foundation in 1911 for financial aid, but it denied the request.40 

For years the project languished. Convinced the project was fundamental to 

reforming nursing education, the NLNE continued to solicit support from nurs-

ing and hospital groups. In 1925, substantial donations from the three national 

nursing organizations and a gift from Frances Payne Bolton, a wealthy and influ-

ential philanthropist to nursing and later a member of Congress, allowed the 

project to commence. The resulting undertaking, formed as the Committee on 

the Grading of Nursing Schools (CGNS), would carry out the largest nationwide 

study of the nurse job market to date.41 CGNS appointed statistician Dr. May 

Ayres Burgess as its director, with the membership representing leading national 

health care associations and experts in the field of education.42

The committee intended to accomplish its original goal, which was to study 

and ensure a steady stream of nurses by carrying out three related projects: 

a study of supply and demand, a job analysis, and a grading of schools of nurs-

ing.43 The first project, the analysis of the supply and demand for nursing ser

vices, was the CGNS work most concerned with the nurse labor market; it 

involved surveys and questionnaires given to nurses, physicians, and other 

related groups. The study, published in 1928 as Nurses, Patients, and Pocket­

books, was a compilation of each survey’s findings.44 The results of each survey 

tended to verify the CGNS’s ideas regarding problems in the nurse labor market.

In 1928 the professional nurse population in the United States had grown 

to 197,198. Private duty nurses continued to dominate the profession, claiming 

54 percent of nurses. The percentage decline in nurses practicing private duty 

from 1920 levels reflected both a decrease of approximately thirteen thousand 

private duty nurses and an increase of fifty thousand total nurses over an eight-

year period. The fields of public health and institutional nursing also expanded.

The total number of nurses increased rapidly during the 1920s because of 

larger numbers of students graduating each year and an increase in the num-

ber of schools, which rose from around 1,800 in 1920 to 2,155 in 1928. With 

the exception of 1922, when the number of graduates declined, approximately 

1,200 more nurses graduated each year between 1920 and 1928. The investi-

gators estimated that if the rate of growth continued, sixty thousand nurses 
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would graduate in the year 1965, adding up to a total of 716,794 professional 

nurses. Many nursing leaders considered this number of nurses unacceptably 

high given the population of the country and future job prospects for the pro-

fession; they could not have predicted the changes occurring in health care 

over the next decades, or the increasing acceptance of a hospital-based nurse 

workforce.

Questionnaires completed by 3,392 private duty nurses during one week 

in March 1927 revealed that the average private duty nurse worked 5.1 days 

(similar to the findings of the NYSNA survey), waited on call 1 day, and spent 

0.9 of a day either resting or sick. Many nurses, 55 percent, worked seven days 

during the week. Nurses working five days or more accounted for 68 percent of 

those surveyed. During the week of study, 86 percent of the nurses cared for 

one case each. Hospital cases accounted for 53 percent of the patients treated by 

the nurses. For the remaining proportion of patients, care occurred in the home.

The investigators grouped physicians answering questionnaires by spe-

cialty, providing an idea of the type of case referrals nurses received. The four 

types of specialist most commonly using private duty nurses in rank order fre-

quency were surgeons, obstetricians, internists, and general practitioners. The 

average physician using private duty nurses reported that of three patients 

requiring a nurse only two patients obtained one. Physicians attributed failure 

to obtain a nurse to the cost of nursing services. Interestingly, when patients 

answered a similar question, they identified their inability to find the right kind 

of nurse, rather than expense, as the greatest problem.

Fees and salaries varied little for private duty nurses. The major difference 

in private duty fees related to an extra $1 earned by nurses working twenty-four 

hours (nurses’ fees averaged $6 for twelve-hour cases and a bargain $7 for twenty-

four-hour care). Private duty nurses averaged a salary of $1,311 per year, which 

was less than that of nurses in the fields of public health and institutional work, 

where nurses averaged $1,720 and $2,079, respectively.45

The CGNS’s private duty nurse registry survey provided the first thorough 

analysis of nurse registries. Although private duty registries operated in several 

parts of the country for many years, the workings of these organizations remained 

unknown. The CGNS located 879 agencies operating private duty registries for 

nursing services.46 Of these, 389 returned usable questionnaires and were cat-

egorized based on a governing body operating the registry (see table 4.4).

The registry study revealed a weak business performance for registries overall. 

Only 17 percent of registries made a profit, with 28 percent unaware of their 

financial status. Registries operated by district nurse associations or commercial 

enterprises were both more likely to run a profit or break even. Registries operated 



80	 Nursing the Nation

by hospitals or alumnae associations, run mainly as small companies, exhib-

ited less familiarity with their financial situation and more than half did not 

employ a full-time administrator. Only 200 of the 389 registries could answer 

questions regarding calls received and filled for patients. Of those registries that 

kept records on patient calls, the vast majority of calls received (79 percent) 

were for hospitalized patients. During a one-week period in January 1928, the 

registries received 9,696 calls for nurses and filled 9,574 of them, a 98 percent 

fill rate. Although 84 percent of the registries reported that hospital calls were 

easier to fill, the high fill rate for both home and hospital calls pointed to the 

ease patients had in obtaining nurses. Requests for nurses for home-based cases 

in larger cities were easier to fill. The investigators concluded that the number 

of nurses flocking to the major cities in search of work overcrowded the job 

market in those areas, creating a need for nurses to take any available case 

even if it was in the less desirable home setting.

Over 50  percent of the registries placed those who were not registered 

nurses. Practical nurses headed the list of subsidiary workers placed by regis-

tries, with an assortment of other workers such as orderlies, hospital maids, and 

domestics also placed. Most registries that placed subsidiary workers were in 

the district association, commercial, and individually run categories. A small 

number of hospital-based registries, 12 percent, reported enrolling practical 

nurses, demonstrating that a market for subsidiary workers, particularly practi-

cal nurses, existed. Investigators concluded that the need for practical nurses 

was not high, basing their conclusion on the fact that 93 percent of the total num-

ber of registries reported a greater need for graduate nurses than for practical 

nurses. The investigators de-emphasized both the use of and need for practical 

nurses, estimating that the number of practical nurses in proportion to regis-

tered nurses was steadily decreasing.

Table 4.4. 
Registry categories

Category of registry Percentage

Hospital or alumni 63
District association, nurses club, or commercial 24
Individual or small firm 10
Other 3

Source: May Ayres Burgess, ed., Nurses, Patients, and Pocketbooks (New York: 
Committee on the Grading of Nursing Schools, 1928), 70–71.
Note: Percentages are per the controlling body operating the registry.
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The CGNS investigators concluded that registries’ need for nurses was 

declining, with most registries (325) expressing no need for additional nurses. 

Fifty-six percent recorded declining calls for nurses. Hospital-based registries 

performed better than district association or commercial registries. They reported 

increasing numbers of calls and fewer nurses waiting on call for new cases. The 

ability of hospital-based registries to efficiently respond to nursing demand 

helped them support operations. Nurse leaders, many of them critical of hospital-

based registries, often called for them to affiliate with the preferred district-

operated centralized agencies. Hospital registries persisted. Many factors, such 

as the desire for control over and familiarity with nurses, explain why alumnae 

associations and hospitals continued to operate local registries. The mere fact 

that hospital-based registries were doing what they were designed to do, that 

is, supply private nurses to hospitalized patients, made them viable agencies 

that felt less pressure to cease operations.

The success of hospital-based registries negatively affected district associ-

ation and commercial enterprises, which were unable to meet patient demand 

for nurses from their registrant list as nurses saw the hospital agencies as pro-

viding greater access to patients. The growing use of hospital facilities for ill-

ness care and declining number of calls received for home-based care further 

constricted business for district association and commercial registries even as 

the nurse supply increased. Dependent as they were on home-based patients 

and overflow calls from hospitals, nonhospital-based registries experienced 

downturns in the private duty market first. This situation seemed to be devel-

oping in the winter months of 1928. The continued flow of graduate nurses into 

the job market each year added to crowded conditions, particularly in areas with 

populations over five hundred thousand known to attract large numbers of 

nurses.

The CGNS highlighted two main findings as particularly relevant for future 

planning. The first was that equilibrium existed between supply and demand 

as reported by nurse registries in the private duty market. The second was evi-

dence of a severe oversupply of nurses in a job market that offered few job pros-

pects for new entrants. Not only was the market reaching a saturation point for 

workers but the sufficient labor numbers already present in the field were meet-

ing demand. The CGNS blamed the situation on a common cause—the use of 

students as a cheap source of labor by hospitals. The practice not only deprived 

graduates of hospital jobs but also created gridlock in the job market by pour-

ing out enormous numbers of new nurses each year. Based on the findings, 

the CGNS passed two key resolutions, both of which concerned the nursing 
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education system. The first was that hospitals should not have to absorb the 

cost of educating nurses, funds for which should come from private or public 

sources. The second stated that schools should not exist for cheap labor, but 

should “be based solely upon the kinds and amounts of educational experience 

which that hospital is prepared to offer.”47

The registry study led the CGNS to conclude that existing registries suffered 

from severe deficiencies, requiring a complete reformulation of the system. 

Hospital-based registries were too narrow, district association registries too inef-

ficient, and commercial registries lacking in professionalism. A professional 

nurse registry where private duty nurses could organize in central groups would 

solve contemporary nurse distribution problems. A new type of registry where 

nurses received salaries and worked eight-hour shifts would improve employ-

ment conditions for all. The proposed registry of the future would classify nurses 

by their capabilities and make patient assignments based on the capacities of 

each nurse. Complicated patients would receive experienced nurses; less expe-

rienced nurses would concentrate on moderately ill individuals with general 

nursing needs. Nurses’ classification would determine salaries. Patients requir-

ing help with housekeeping would receive domestic servants, thus eliminating 

the need for practical nurses.48 Offering different schemes, such as hourly and 

group nursing, would allow patients new choices in how much nursing care 

they might purchase. Working under improved conditions with professional 

leadership would eliminate the dissatisfactions expressed by private duty 

nurses. Although seemingly reasonable, these strategies proved difficult to 

implement.

Nurses, Patients, and Pocketbooks received a mixed response. Clearly, tell-

ing hospitals to change the educational system was not a strategy designed for 

success. Nurses also seemed skeptical that hospitals would follow recommen-

dations, as hospitals were very powerful. “It is about as easy to put into prac-

tice the implications of the report as it is to enforce prohibition,” wrote one 

reviewer.49 Hospital and physician groups tended to concentrate on the educa-

tional suggestions, particularly the suggestions to decrease the number of stu-

dents and increase the use of graduates. Opposed to any plan that even hinted 

that some schools of nursing should close, hospital groups defended student 

service as the best way to deliver nursing care to hospitalized patients.50 Their 

commitment to student service was not based solely on lower costs. Nursing 

schools, especially those in small communities, brought community cachet, but 

were particularly threatened by hints of cutting back on the production of stu-

dents.51 Communities took great pride in their hospitals, and hospital boards 
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pointed to schools of nursing as proof their hospitals were in the mainstream of 

medical care.

The legacy of the CGNS is discouraging and complicated. After the publi-

cation of Nurses, Patients, and Pocketbooks, the CGNS continued to function 

until 1934, releasing two more volumes published with financial assistance from 

the Rockefeller Foundation.52 As the work of the CGNS ended as funding ceased, 

the NLNE addressed the committee’s uncompleted business. The original goal, 

grading schools of nursing, never reached fruition. Nurses, Patients, and Pocket­

books failed to galvanize the nursing community to call for radical changes. The 

CGNS did amass a tremendous number of facts, and nursing leaders used the data 

collected to argue for better educational standards and more secure employ-

ment opportunities for nurses. Further, the CGNS served as an accurate predic-

tor of future events in the nurse job market. Employment of graduate nurses 

in permanent hospital positions eventually occurred. The Great Depression 

served as the economic catalyst responsible for modifications in the nursing 

care delivery system. As the country entered the Depression years, the diffi-

culties in the private duty market would continue to worsen. Conditions that 

appeared negative in 1928 would be catastrophic by 1932.

Black Private Duty Nurses

Despite the prodigious amount of information on the nursing profession and 

nurses gathered by the aforementioned investigations, one group of professional 

nurses, black nurses, remained invisible as segregation dealt a cruel blow. Edu-

cated in a separate system and denied jobs in white institutions, black nurses 

forged career paths both similar to and different from those of the majority of 

white nurses. Historian Darlene Clark Hine noted that in the mid-1920s more 

than two-thirds of black graduate nurses worked in either private duty or 

institutional settings.53 Hine also suggests that, at least in the South, many black 

nurses avoided private duty and worked in hospitals before embarking on 

careers in public health. Public health, considered a more prestigious field, pro-

vided a degree of autonomy missing in other areas of nursing for both black 

and white nurses.54

The limited mention of black nurses by officials of professional nurse reg-

istries under study in this investigation is notable. In New York City, the alum-

nae associations of both Lincoln and Harlem Hospital Schools of Nursing, both 

all-black institutions, were members of NYSNA and NYCRNA. Membership 

within NYCRNA presumably carried entry to the central registry. NYCRNA’s 

central registry records do not mention the presence or absence of black nurse 
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registrants. The establishment of a separate registry in New York City, affiliated 

with the National Association of Colored Graduate Nurses (NACGN), for black 

nurses suggests their exclusion from other registries, including the central reg-

istry.55 In Chicago, black nurses were refused outright the services of the Nurses 

Professional Registry. Minnie Ahrens, executive secretary of the First District, 

rationalized the exclusionary policy by explaining, “because we cannot place 

them, the social differences are too great.”56

Shortly after its founding in 1908, the NACGN established as a major aim 

the organization of a registry specifically for black nurses.57 In 1917, NACGN’s 

executive board officially voted to create a national registry in one of the larger 

black hospitals to register and place black nurses in both private duty and insti-

tutional positions.58 NACGN’s membership agreed with this plan at the next 

annual convention, approving the opening of the National Nurses Registry at 

Lincoln Hospital in New York City, one of the oldest and most prestigious black 

schools of nursing.59 A year later, Adah Thoms, the registry’s director, reported 

success in placing nurses in both private duty and permanent positions.60 By 

1920, reports of registry operations indicated placement of nurses in a variety 

of posts; the registry also served as a clearinghouse for potential jobs around 

the country.61 The accomplishment of the National Nurses Registry in placing 

nurses in institutional positions is noteworthy given that even though a major 

aim of the ANA was to use nurse registries for that specific purpose, most reg-

istries failed to do so.

By 1925, the National Nurses Registry numbered eighty registrants, with 

its nurses charging the same fees as white nurses. As with white nurses, 

black nurses held to the necessity of maintaining a standard fee. A discussion 

on nurses’ fees at a 1918 NACGN executive board meeting indicated that mem-

bers were overwhelmingly supportive of a standard fee for nurses, although 

one member noted that black nurses often received lower fees than white nurses 

and another member preferred a fee-setting strategy that reflected the condition 

of the patient.62 The registry received 80 percent of its calls from white patients. 

Contemporary nurses considered black patients too poor to employ graduate 

nurses. Black nurses enhanced their employment opportunities by readily 

accepting chronic cases that their white counterparts avoided.63 The record is 

silent on how black nurses felt when relegated to the less desirable patients.

The Rockefeller Foundation, interested in the plight of minority nurses, 

gathered information on working conditions for early twentieth-century black 

nurses. In 1925, John Rockefeller told foundation secretary Edwin R. Embree 

his desire that the Rockefeller Foundation pursue any opportunity for improv-

ing the conditions for training of black nurses. Embree subsequently appointed 
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Canadian nurse, Ethel Johns, to conduct a study of black nursing in the United 

States. To prepare for this project, Johns consulted a study completed in 1924 

by the Hospital Library and Service Bureau, a Rockefeller-funded organization, 

which collected and disseminated hospital information on educational condi-

tions for minority nurses. Both the Hospital Library and Service Bureau report 

and Johns’s report focused mainly on educational matters, but both studies also 

solicited data on working conditions for black nurses. Although the Hospital 

Library and Service Bureau report confined itself to summary statistics, Johns’s 

report is mainly impressionistic, with an emphasis on obtaining “a sympathetic 

understanding” of the southern point of view.64 The stereotypical racist assump-

tions contained in Johns’s report make its findings suspect, and its conclusions 

must be approached with great caution.

The Hospital Library report compiled statistics on more than 1,600 accred-

ited hospitals. Of these, only sixty used black private duty nurses; they limited 

those nurses to caring for black patients.65 Johns’s study did not estimate the 

use of private duty nurses but did include data from five hospitals surveyed that 

kept statistics on the employment status of their graduates. Of 827 graduates, 

approximately 60  percent worked. Of these, 224 nurses, 67  percent, were 

employed in private duty in 1925.66 The study results indicate a higher percent-

age than the estimated 54  percent of nurses overall working in private duty, 

raising questions about the assertions that black nurses favored public health 

positions.

Johns noted regional differences in the employment of black private duty 

nurses. In the South, physicians expressed a preference for black nurses, not-

ing that they adapted well to the domestic situation and gave excellent bedside 

care. White private duty nurses were resentful of black nurses, viewing them as 

a possible source of competition. The refusal of professional nurse registry 

service to black nurses made case referral difficult. Working within a stratified 

system, professional black nurses faced limited opportunities.

The CGNS reviewed the status of black nurses briefly, noting it had been 

unable to make an adequate study of the employment possibilities for them, 

although it recognized the need for more black nurses.67 Still, the committee 

limited this need to areas of the country with large black populations. The CGNS 

expressed little hope that increasing the supply of black nurses would resolve 

any nursing care problems experienced by black patients. Expressing traditional 

views, the CGNS asserted that few black patients possessed the funds to pay for 

graduate nursing care. The committee, indirectly as a way to circumvent the 

issue of segregation, expressed the need for further study of the nursing needs 

of black populations. However, members seemed dismayed by the complexities 
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of the segregated system, dismally concluding, “The social, educational, and 

economic problems involved in the question of the negro [sic] nurse are so dif-

ficult and so involved that the Grading Committee is not in a position to make 

recommendations concerning them.”68

Conclusion

In the post–World War I era, high demand existed for one type of nurse worker: 

the acute care bedside nurse. The difficulty in obtaining enough bedside nurses 

created havoc in the nurse employment field. Hospitals continued adherence 

to an outmoded apprentice system of nurse education and were unable to devise 

a method of financing hospital nursing care without using students and produc-

ing scores of underused graduate nurses. The result was a job market with two 

separate yet interconnected sectors. In the hospital sector, demand for bedside 

nurses continued to rise and led to continuous efforts to increase the supply of 

students. Each year, an augmented number of student nurses graduated and was 

released into the private duty market, in which low demand for workers cre-

ated overcrowding and oversupply. The isolation of graduate nurses in the small 

private duty sector resulted in underemployment and stagnant earnings. Nurse 

leaders understood the problem but, being unable to garner strong backing for 

change from nurses themselves, physicians, or hospitals, they preferred to focus 

on reforming the education system.

Consistently repeated throughout 1920s reports on nursing was the theme 

that private duty was an inefficient method of delivering nursing care to mod-

ern patient populations in both acute care and home settings. Leaders found 

some solace in the larger percentage of nurses employed by institutions in the 

late 1920s. However, the transition to staff nursing was occurring at a glacial pace. 

Little support existed for instituting radical transformations. While nursing 

waited for a stronger stimulus for change, the problems within the private duty 

system cried out for a solution.

The studies discussed in this section identify four main issues plaguing the 

private duty labor market: competition, maldistribution, underemployment, and 

segregation. Too many graduate nurses sharing the market with large numbers 

of subsidiary workers severely overcrowded the labor market. The two groups 

of workers performed similar functions with little distinct differentiation 

between them. The distribution system failed to provide enough work for nurses 

and enough nurses for patients. The expense involved for patients who wanted 

and needed care created unnecessary restrictions in nursing care use. Moreover, 

one group of nurses, blacks, was effectively separated from the larger nurse 

job market. Although private duty nursing had seemed a logical way to deliver 
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professional nursing care at the beginning of the century, the rigid method of 

care delivery was making less sense for contemporary sick care practices.

Each of the reports discussed in this chapter focused on a specific aspect of 

the private duty situation and suggested solutions centered on that issue. The 

NYSNA study revealed the inherent rigidities of private duty, recommending 

diversification of the care delivery model. The CGNS specified nothing less than 

the total reorganization of the registry system, with the aim of control over the 

distribution of nurses. The two studies on black nurses bore witness to issues 

of injustices in the profession and confirmed the disinterest of white nurses in 

addressing the problem of segregation. Regulation, diversification, and control 

would comprise the cornerstone of solutions suggested by those interested in 

resolving private duty issues, although these solutions would come too late to 

preserve the private duty nursing profession.



88

The studies and investigations carried out in the 1920s provided strong evidence 

that the nurse labor market possessed serious difficulties resistant to solution. 

Strong evidence did not necessarily convert to action. Even as the ink dried on 

the studies, the role of private duty nurse continued to hold a prominent place, 

employing substantial numbers of professional nurses up to and beyond 1930. 

Much of private duty’s attraction as a professional choice for nurses was cred-

ited simply to its default status—there were few other employment opportuni-

ties for graduate nurses. Hospitals continued to cling to the student nurse care 

system and avoided hiring graduate nurses as employees, and nurses persisted 

in shunning hospital employment, viewing private duty as their best hope for 

employment. Although viewed by multiple groups as dysfunctional, disorga

nized, and disordered, private duty endured.

Criticisms of private duty nursing came from nursing and health care lead-

ership groups who believed that only radical reorganization and hospital 

employment would rationalize the system. However, individual private duty 

nurses and the registries that placed them formulated strategies at the local level, 

away from the leadership, designed to ameliorate problems, make sense of the 

market, and respond to changing demands for nursing service. Examining the 

daily work of the private duty nurse and the functioning of the registry system 

sheds light on a good part of the durability of the market.

Many private duty nurse registries dealt effectively with nurse employment 

issues. Many worked hard at and delivered on their goal of distributing nurses 

to the sick public and providing nurses with work. Moreover, registries often 

took on challenges offered by a system that demanded twenty-four-hour service 

Private Duty’s Golden Age

Chapter 5



	 Private Duty’s Golden Age	 89

by modifying delivery aspects to meet changing circumstances. This chapter 

examines two registries, in Chicago, Illinois, and Brooklyn, New York, that deter-

minedly defied obstacles and succeeded in connecting patients with nurses 

and nurses with patients. Their success offers a more nuanced, complicated 

image of a labor market riddled with difficulties, demonstrating that even as the 

nursing situation faced enormous problems, nurses engaged in concerted efforts 

to meet demand. Furthermore, as working conventions changed to meet market 

conditions, the contemporary contours of nurses’ work regarding hours of work, 

payment for services, and personnel policies emerged. The story begins in 

Chicago.

A Bustling Registry in a Bustling Town

In 1923, Lucy Van Frank, head registrar of the thriving Chicago Nurses Profes-

sional Registry (NPR)1 described the importance of private duty registries, spe-

cifically central registries, noting, “They are now considered as much a necessity 

in the nursing world as are commercial bureaus in the business world, and as 

essential a part of the great plan of caring for the sick, as is the system of 

Training Schools in the hospital.”2 Based on Van Frank’s experience as regis-

trar of one of the largest and most successful central registries, this was not 

an overstatement.

The NPR, which opened in 1913, resembled in many respects the New York 

Central Registry (NYCR). Established as professional nursing began dominating 

sick care work, the NPR, unlike the NYCR in New York City, succeeded in cap-

turing a large share of Chicago’s private duty market and operated for over sev-

enty years, an astounding record in a field mainly known for reports of its 

demise. It was one of the largest and longest-operating central registries in the 

country. In 1923, the same year that the Goldmark Report reported severe under-

employment of private duty nurses, the NPR recorded its busiest year to date.3 

Although twenty-five commercial registries competed with the NPR for nurs-

ing business, the registry continued to be the premier Chicago nurse agency for 

professional private duty nurses, and remained an example of an efficient, sta-

ble professional nurse registry.4 The NPR found its success in the circumstances 

of the registry’s organization as well as the peculiarities of the local Chicago 

market.

Professional nursing in Illinois developed similarly to that in New York 

State.5 The Illinois State Nurses’ Association (ISNA) formed in 1901, shortly 

after NYSNA organized.6 In 1912, nurses in the counties of Cook, DuPage, 

and Lake established the First District of the ISNA, which included the city of 

Chicago and became the major center of nursing activity in Illinois. Due to its 
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central location, Chicago’s First District exerted the same influential position 

in state nursing affairs that NYCRNA did in New York State. The First District 

took on the job of entering the nurse labor market by opening the NPR in 1913.7 

The registry achieved immediate success in delivering private duty services to 

patients in the Chicago area and experienced tremendous growth in a very short 

period. One month after the NPR opened for business, it claimed 150 members, 

averaged 8 nurse placements a day, and ended its first year of operations with 

500 members.8 Between 1917 and 1923 the number of registrants rose to 957 

and yearly calls averaged 11,028 by 1923.

Several factors account for the NPR’s success. Once opened, the registry 

quickly mobilized and capitalized on considerable financial and moral support 

extended to it by the nursing community in Chicago. Chicago school of nursing 

alumnae associations donated substantial amounts of money to cover initial 

NPR expenses.9 In addition, agreements worked out with several Chicago school 

of nursing alumnae associations resulted in the merger of their registries with 

the NPR, substantially increasing the number of nurse registrants. By the mid-

1930s, the NPR listed the participation of twelve alumnae association registries, 

representing some of the greatest hospitals in Chicago and the surrounding 

area.10

Acquiring hospital-based registries on its membership rolls was crucial to 

NPR’s success. Many guaranteed fee-paying members (each nurse paid a yearly 

fee to the registry) ensured financial solvency and reaped advantages for the 

alumnae associations who were spared the expense and effort of running a reg-

istry. The system worked in a simple manner. When an alumnae association 

joined the NPR, it prioritized the association’s members for calls received from 

their hospital. Such arrangements improved work opportunities for all reg-

istrants and increased chances of filling hospital calls. This type of system 

mirrored the centralized registry system nursing leaders advocated (see chap-

ter 4). Centralized systems consolidated calls for nurses within a local area, 

ensured an adequate supply of nurses available for demand, and rationalized 

the market.

The NPR’s head registrar, Lucy Van Frank, added further to the success of 

the NPR with her strong management style and background in both nursing and 

business.11 Van Frank was a notable figure in registry circles, serving on the 

ANA’s Special Registry Committee in 1915 and also speaking and writing exten-

sively on registry and private duty issues.12 Much of her commentary illus-

trated how registrars approached the job of distributing nurses, identified basic 

problems in managing a registry, and depicted the relationship between the reg-

istrar and nurse registrants, which was a frequently negative one.
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Van Frank identified private duty nurses as the “most discontented and 

unhappy group of all nursing groups.”13 Among criticisms Van Frank lodged 

against private duty nurses were their unavailability when called for cases, 

unwarranted complaints and misunderstandings over how nurses were assigned, 

nonpayment of registry fees, refusal to take unpopular cases, particularly those 

in patients’ homes, and a tendency to disregard registry rules. Particularly irri-

tating to Van Frank were nurses who refused cases, especially cases that involved 

patients with cancer, tuberculosis, or venereal disease, and those involving tiny 

infants with feeding problems.14 Blaming the poor behavior of working nurses 

on the hospital training system, which accepted unqualified students, Van Frank 

urged private duty nurses to provide a good example for student nurses by exhib-

iting strong bedside care and keeping abreast of new procedures.15 Communi-

cation gaps and different perspectives of private duty work between private duty 

nurses and registry leaders troubled relations between the two groups and placed 

obstacles in the way of solving problems for years, even as the NPR flourished.

Each year between 1923 and 1929, the NPR recorded significantly higher 

monthly patient assignments, as well as doubling of its membership (see 

table 5.1).16 The NPR’s widespread membership represented a significant por-

tion of graduate nurses in Illinois: approximately 9 percent of the state nurses 

and 17 percent of the city nurses were enrolled in the NPR in 1930.17 The NPR 

provided a solid number of registrants and served as a reliable source of patient 

calls in the Chicago area. Enough confidence in business existed to permit a pri-

vate duty fee increase from $6 for twelve-hour cases to $7 in 1927.18 Registry 

records indicated a financially robust enterprise. In 1929, the NPR recorded an 

impressive profit of $10,905.92.19

To manage a large number of members and patient requests for nurses, the 

NPR increased its staff, secured larger quarters for offices, and installed a 

switchboard service during the 1920s.20 By 1930, a registrar and five assistants, 

all of whom were registered nurses, comprised the registry staff.21 The NPR 

developed plans to expand services offered to patients, nurses, and health-care 

agencies: it provided hourly nursing services through which patients hired 

nurses by the hour as opposed to full twelve-hour shifts, and institutional place-

ment services that offered nurses a means to obtain permanent positions.22 First 

District took pride in the NPR, reporting on tributes received, such as when the 

Illinois Central Hospital expressed warm appreciation for the promptness with 

which NPR nurses responded to and cared for victims of a 1926 train wreck.23

Chicago private duty nurses joined the trend to hospital-based practice in 

the 1920s, clearly indicating their preference for hospital work by refusing home 

cases with great frequency. Van Frank admitted that home cases were not ideal, 
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stating, “Often the home conditions make nursing difficult.”24 However, her 

position required she find nurses for all requests and the extra time spent by 

registry staff placing a nurse in the home was burdensome. Physicians criticized 

nurses severely for refusing home-based patients, sometimes threatening to 

withhold hospital cases from nurses who refused to care for patients in the 

home.25 Moreover, although nurses complained about unemployment during 

slack periods when patients were scarce, the ease with which they refused home 

cases indicated a degree of satisfaction with the amount of work received.26

Table 5.1.
Nurses Professional Registry patient assignments and membership, 
1917–1940

Year
Monthly patient 

assignments (average)
Yearly membership 

(average)

1917 400 530
1918 337 482
1919 400 390
1920 574 620
1921 860 976
1922 882 982
1923 919 957
1924 1,117 1,157
1925 1,327 1,233
1926 1,752 1,489
1927 2,304 1,733
1928 2,384 1,744
1929 2,555 1,921
1930 1,996 1,806
1931 1,548 1,622
1932 1,326 1,457
1933 828 1,149
1934 1,265 1,203
1935 1,316 1,147
1936 1,658 1,197
1937 2,075 1,279
1938 2,121 1,327
1939 2,385 1,369
1940 2,758 1,515

Source: “Nurses Professional Registry, Average Number of Registrants and Average 
Monthly Number of Private Duty Assignments, 1917–1946,” 26 July 1948, box 1, CNRC, 
Midwest Nursing History Resource Center, College of Nursing, University of Illinois.
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Long hours of work, particularly the custom of working twenty-four-hour 

cases, was a dominant complaint of private duty nurses. Nationwide campaigns 

to reduce nurses’ hours of work were ongoing throughout the early twentieth 

century, although initial drives for work hour reduction centered on student 

nurses.27 For private duty nurses the effort to reduce hours focused on elimi-

nating twenty-four-hour workdays.

The arguments advanced against twenty-four-hour shifts were extensive, 

with the fatigue experienced by nurses working excessive hours heading the list. 

Nursing required careful attention to patients’ conditions; mistakes due to sleep-

iness after remaining awake for extended periods of time could result in disas-

ter.28 There was general consensus that most patients did not require constant 

attention. The presumption was that patients in need of around-the-clock care 

were so critically ill that a nurse would quickly tire out if she attempted to work 

twenty-four hours straight. In such cases, hiring two nurses, each working one 

twelve-hour shift, was considered more appropriate. Continuous work deprived 

nurses of free time associated with normal working hours, adding to nurses’ dis-

satisfaction with the job.29 The practice of a set fee per shift also meant long 

hours lowered the hourly rate of pay to an average of 30¢ an hour. The general 

unattractiveness of twenty-four-hour shifts detracted from nursing’s appeal to 

well-qualified recruits.30

Patients cared for at home over long shifts needed sufficient sleeping spaces 

for the nurse. In the hospital, twenty-four-hour workdays presented complica-

tions as nurses remained with their patients throughout the night, requiring that 

hospitals supply cots in patient rooms for private duty nurses. Both patients and 

nurses complained about restless sleep under such arrangements. Reports that 

private duty nurses roamed hospital corridors at night dressed in their night-

clothes, their hair tied up in curlers, attire considered inappropriate for profes-

sionals, filled nursing journals.31

Twenty-four-hour shifts did have some adherents. Such duty did not always 

demand continuous wakefulness on the part of the nurse. When assigned to 

twenty-four-hour cases, nurses were entitled to six hours of sleep and two to 

four hours of recreation time.32 How this worked out in practice depended on 

the patient’s condition and availability of relief for situations that required the 

patient receive constant attention. A nurse on a twenty-four-hour case might 

expect to be alert for the entire time, or she might engage in actual work any-

where from fourteen to sixteen hours. The extra dollar received for twenty-four-

hour shifts could seem worthwhile if the nurse worked only two hours more 

than when on twelve-hour duty.
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In rural areas with few hospital facilities, nurses feared fewer calls and 

reduced income if twelve-hour shifts became standard, particularly if patients 

felt they had to hire two nurses. The early twentieth-century association of 

twelve-hour shifts as appropriate for critically ill patients only made older 

nurses wary about shift reductions.33 Others nurses simply preferred longer 

shifts and did not see a need to change.

Some nurses reasoned that twelve-hour shifts were not cost effective. Nurses 

working twelve-hour shifts often complained that travel time to and from 

patients added up to two hours a day, elongating the working day and giving 

nurses little time to rest before returning to duty.34 Other factors added to the 

time spent on the job. Early twentieth-century nurses did not travel to work 

dressed in uniforms as it was customary to arrive at the hospital in street clothes 

and change into a uniform before reporting for duty. To take advantage of the 

hospital-provided meals, nurses had to allow enough time to change, eat, and 

be ready for duty at the start of their shifts, stretching twelve-hour shifts to four-

teen to sixteen hours. Some believed it was more expeditious to remain on 

duty over twenty-four hours, save on travel time, obtain three meals, and earn 

extra income.35

Nurses working in private homes did not have a means of obtaining meals, 

so patients’ families were expected to supply them. A nurse in meager financial 

circumstances could save significant money on food by accepting twenty-four-

hour duty that included full board.

The tradition of including meals as part of the nurses’ remuneration carried 

over from home-based to hospital care with a major modification. Hospitals 

charged the patients who hired private nurses for the nurses’ meals.36 In turn, 

the nurse received a meal, not money, for her board. The hospital used this as a 

revenue source, pocketing the difference between the fee charged the patient 

and the cost of the meal.

Despite reservations about shorter work hours, opposition to twelve-hour 

shifts among private duty nurses was limited. Resistance came mainly from phy-

sicians. Illinois physicians broadly expressed dissatisfaction with the move 

to shorter hours. They believed the increased cost of care would cause patients to 

avoid using private nurses. Other physicians objected because they would need 

to discuss patients’ conditions with several nurses, leading to confusion regard-

ing care.

Hospitals contested shorter hours for student nurses but muted their 

opposition to reduced hours for graduate private duty nurses. Institutions 

may have welcomed twelve-hour shifts as one way of relieving institutions of 

.
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responsibility for providing sleeping arrangements for private duty nurses. 

Twelve-hour arrangements required no financial cost to hospitals and carried 

the potential for profit. When patients hired two twelve-hour nurses, hospitals 

charged patients for three additional meals for the second nurse, thus profiting 

from higher revenues.

The NPR was concerned about work hours from its founding in 1923. Many 

graduate nurses expressed less interest in the private duty field and reasoned 

that hospital mandates limiting nursing shifts to twelve hours might force phy-

sicians and patients to accept the practice.37 This strategy had proven success-

ful in Evanston, Illinois, where they established twelve-hour shifts for private 

duty nurses.38 Aligning with hospitals to institute a contractual matter between 

nurse and patient underscores nurses’ recognition that hospitals held greater 

authority to institute change, while also illustrating nurses’ power to influ-

ence their own work. Working together made common sense and increased 

the chance of success.

Still, cooperation from hospitals was not easily forthcoming. By 1925 the 

NPR, frustrated over the slow pace of change to shorter hours, decided to take 

matters into its own hands and instituted a policy of assigning nurses on hos-

pital cases to twelve-hour shifts only, resulting in a quicker method for gaining 

shorter hours.39 Although physicians continued to voice opposition, by the end 

of 1926, NPR nurses were working twelve-hour shifts of hospital duty, and illus-

trating the importance of the alliance between nurses and hospitals.40 In 1929, 

Van Frank confidently declared, “Today the modern Private Duty Nurse has 

become the Special Nurse in the hospital and seeks a twelve-hour service or less. 

This makes it possible for her to have more time for rest and relaxation and an 

opportunity to lead the life of a normal person.”41

As the twelve-hour duty model gained traction with institutions and nurses, 

the NPR saw continued expansion of calls for nurses, although they were less 

robust than before the twelve-hour model was in place. Average monthly assign-

ments showed a yearly increase of 198 cases between 1923 and 1924. Between 

1926 and 1927, the year twelve-hour shifts became normative for hospital cases, 

the increase in average monthly assignments climbed to 552. Average cases 

increased only to 80 per month between 1927 and 1928. The following year 

recorded an increase in monthly assignments of 171.42

Because the NPR did not formally evaluate the change, the case numbers 

cannot be wholly attributed to demand. Many factors contributed to private 

duty nurse demand, such as incidence of illness and the financial state of those 

needing services. Determining the impact of one change on the private nursing 
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service given the data available is impossible. Still, a 65 percent increase in the 

cost of private duty nursing, based on a difference in cost of one twenty-four-

hour nurse at $10.50 a day versus two twelve-hour nurses at $17 a day includ-

ing the costs of meals, most likely deterred some private duty use. Moreover, as 

the country entered an economic downturn in the late 1920s, raising the cost of 

private nursing services threatened to wipe out the market for private duty ser

vices no matter how the registries tried to remain solvent.

A Registry Grows in Brooklyn

In 1926, the year that Janet Geister’s study of conditions in the private duty mar-

ket recorded large amounts of underemployment among private duty nurses, 

District 14 of the New York State Nurses’ Association opened a new professional 

nurse registry, the Nursing Bureau of District 14 (NB14).43 Although 1926 was 

not a particularly auspicious year for entering the private duty field, it was pre-

cisely the maldistribution problems so clearly documented by Geister that led 

to the NB14. The NB14 was intended to improve the delivery of nursing care 

by having the registry serve as the main distribution center for nursing services 

for the New York City borough of Brooklyn.44 The district received strong sup-

port for the endeavor from the Medical Society of Kings County’s Committee 

on Nursing, which encouraged and supported setting up the NB14 as a means 

of improving dispersal of nursing services throughout the community.45

Despite reports of generally dismal prospects for private duty nursing, the 

NB14 recorded immediate success. Considerable support for the new venture 

came not only from the medical community but also from nurses. Seven alum-

nae associations helped launch the registry by either endorsing or offering finan-

cial support to the district for initial start-up costs.46 Three alumnae association 

registries joined the NB14 immediately, with another three hospitals using the 

services of the registry at a high frequency.47 In January 1927, after only nine 

months of operations, the NB14 listed 631 nurses as registrants. Furthermore, 

in a telling demonstration of the potential power of well-organized registries, 

registry officials proudly claimed their efforts in obtaining an increase in hos-

pital private duty fees from $6 to $7 for twelve-hour duty enabled nurses to 

secure a living wage.

The events surrounding the rise in fees provide an illustrative example of 

how concerted action on the part of nurses in improving their working condi-

tions via an organized body such as a registry contained the seeds of victory. 

Before the establishment of the registry, individual Brooklyn alumnae associa-

tion registries unsuccessfully petitioned hospital boards for a fee increase from 

$6 to $7 for a twelve-hour shift. Once the NB14 opened, the registry set initial 
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hospital fees at the preferred $7 for twelve-hour duty. Brooklyn hospitals, not 

pleased with this higher rate, suggested through the local Nursing Committee 

of the Hospital Trustees Association that the public address the question of nurse 

fees, but a public outcry never emerged. The NB14’s support of higher fees as 

well as its robust membership rolls convinced hospitals to reconsider and accept 

the new rates, which quickly became the standard throughout the district within 

a few weeks.48

Under the careful management of Executive Director Emma Collins, the reg-

istry flourished. Collins, who wrote and frequently spoke on private duty nurs-

ing matters, used her position as director to implement ideas she believed critical 

to successful registry management.49 Two main areas concerned Collins. She 

believed professional registries should capture as much of the work available 

for nurses by responding to community needs for nursing services and culti-

vating alternative nursing schemes. Additionally, Collins recognized the impor-

tance of registrants to registry functioning. She advised easy discussion of 

issues to resolve difficulties, advocating registry policies that improved work-

ing conditions for private duty nurses and, as discussed below, illustrate the 

NB14’s commitment to registry services that met both patients’ requests for nurs-

ing care and nurses’ need for secure work.

From its inception, the NB14 offered services designed to meet the full range 

of nursing services in the community. The registry provided nursing for home 

and hospitalized patients and included in its membership not just professional 

nurses but also nonprofessional nurse workers such as trained attendants and 

practical nurses. Approximately 30 percent of the registrants fit into the func-

tional, or nonprofessional, nurse category.50 Their inclusion was intended to 

secure a larger share of the home-based nursing care market and purposely keep 

fees for home-based patients low as a further inducement for attracting home 

calls.51

Registry reports indicate that the NB14 was notably different from other 

professional registries in maintaining a larger home-based market. In 1933, 

40 percent of the calls received by the NB14 were for patients at home.52 Though 

the percentage of home calls declined in 1939 and 1940 to 20 percent, the num-

ber of home calls received by the NB14 continued to be higher than numbers 

reported by other professional registries.53 Professional nurse registries nation-

wide reported that approximately 10 percent of the calls they received were for 

home cases in the same period.54

The NB14 also offered an array of alternative nursing schemes to patients. 

An hourly nursing service, providing private nursing care for short periods 

at hourly rates, functioned throughout the life of the registry.55 In 1934, the 
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registry inaugurated a home delivery service for birthing women. Nurses 

made prenatal visits to expectant women and were present at the time of 

delivery. The NB14 rented sterile maternity supplies to those patients requir-

ing them.56

The NB14 made several attempts to enlarge the patient base for private duty 

services by providing nurses at reduced rates to individuals unable to afford the 

cost of regular private duty. First, in 1936, the registry hired a salaried commu-

nity nurse to care for patients who needed private nursing care but were unable 

to afford it. Patients paid fees to the registry based on the patients’ estimate of 

what they could afford. Difficulties in administering the program led to its ter-

mination in 1937.57 A second attempt at providing professional nursing services 

to those of moderate income was more successful. In 1938, officials of the NB14 

expressed concerns that the passage of the New York State Nurse Practice Act 

(the Todd-Fell Act) licensing practical nurses would result in acutely ill patients 

hiring lower-priced practical nurses in place of registered nurses. The registry 

established a fund supplementing the fees of registered nurses for select patients 

deemed in need of professional nursing care.58

The NB14 did not limit services to delivery of personal nursing care. It 

offered programs helpful for families in times of illness. The registry furnished 

loans of sickroom equipment such as bedside tables, bedpans, basins, and other 

supplies used for patient care to patients of limited means. The registry arranged 

a nursing resource file for patients and families who required additional care-

taking services. The file contained information on facilities for convalescent 

care, day nurseries, and boarding homes.59

The Registry and Registrants

Officials of the NB14 recognized that patient needs imposed arduous working 

conditions on nurses and sometimes caused nurses to reject patient cases. Night 

duty, considered by nurses to be a particularly unpleasant line of work, led the 

list of cases nurses refused to take. Private duty nurses easily enumerated the 

disadvantages linked to night duty cases. Nurses complained of getting inade-

quate rest during the day when assigned to night cases. Accepting night cases 

often became a self-fulfilling prophecy. Nurses agreeing to take night cases soon 

found themselves offered patients only during the evening hours and seldom 

saw physicians, limiting their chances to build up a practice through physician 

referrals. Further, night duty nurses experienced greater difficulty in collecting 

fees from patients or families. Another reason was the sheer boredom of having 

to remain on duty during times when most patients slept.
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The NB14 addressed the issue by creating policies designed to ease the bur-

den of nurses on night cases and at the same time improve acceptance rates for 

night calls.60 Registry regulations required that nurses rotate from day to night 

shifts.61 Sharing night cases seemed fair to all and decreased the practice of reg-

istering against certain cases. The NB14 also did not demand that nurses follow 

the traditional practice of remaining at home throughout the day when waiting 

for night duty and promised not to call nurses before 4 P.M. for night cases, allow-

ing them more free time during the day. The registry provided further assis-

tance to night nurses by arranging for transportation to emergency cases after 

11 P.M.62 Rotating shifts and other amenities accorded night nurses proved to be 

successful but did not completely eliminate problems surrounding night duty, 

as the NB14 continued to periodically experience shortages of nurses available 

for night cases.63

For many nurses, trouble encountered in collecting fees when on night duty 

was enough reason to avoid less-popular hours. Nurses described the issues 

involved in fee collection through letters written to the registry. Several nurses 

claimed that after unsuccessfully sending bills to patients’ homes, they spent 

time and money traveling to collect fees in person. In some cases, the hospital 

collected fees for night nurses but made it difficult for nurses to pick up the 

money when convenient for them. One nurse noted it was not unusual for 

her to have three or four uncollected fees at any one period. The problem of 

uncollected fees grew worse when caring for patients close to death. One nurse 

bluntly described the dilemma in the following way: “Sometimes we are told 

we are unethical when we request our fee of the family when the patient is criti-

cal and we are sure we will not be needed the next night, however, the night 

nurse who is timid may have a long wait until an estate is settled and an irregular 

$5 per day does not permit of much saving.”64 In response to nurses’ complaints, 

the NB14 developed a policy that parties responsible for the nurses’ payment 

sign a form before the nurse arrived on duty that they would indeed pay the 

fee.65 Complaints about noncollection of fees decreased immediately after the 

institution of the new policy.66

The registry had a vested interest in keeping night nurses paid and happy. 

The NB14 recorded a notable increase in the number of night duty calls in the 

late 1930s. In 1938, 50 percent of the calls received were for night duty. A year 

later, 74 percent of the calls were either for night or evening cases.67 Providing 

nurses to patients at undesirable hours would assume a growing importance 

in the private duty field, especially as nurses moved to eight-hour shifts.68 

Assuring nurses that the registry met their needs when assigned to night shifts 
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lessened the chance they might seek to avoid cases that were becoming a sig-

nificant share of the registry’s business.

The NB14’s demonstrated attention to registrants needs in other ways. The 

profession depended on practitioners who were expert and familiar with new 

techniques. After graduation from school, the opportunities to learn new meth-

ods lessened; nurses’ skills sometimes became rusty, and graduate nurses ben-

efited from the review of nursing procedures. To keep the nurses up to date with 

changing skills and therapeutics, the registry sponsored educational programs 

designed to introduce or review knowledge and expertise for nurses beginning 

in 1938.69 Programs covered a broad range of topics, from review of medical care 

and procedures to demonstrations and practice of nursing techniques. By 1939, 

educational programs, known as the first Thursday lectures, were popular 

events.70

Providing educational programs met the needs of most registrants for con-

tinuing education, but some nurses required different measures. Sending com-

petent nurses to cases assured the NB14 of repeat customers and represented 

an ethical responsibility of the agency. The registry was keenly aware that not 

all nurses met standards considered acceptable for patient care. Registries 

referred to problem nurses as nurses who “failed to give satisfaction” and found 

such nurses difficult to place. Because the likelihood of work was sparse for 

many of these nurses, registries displayed a reluctance to sign them up and to 

take their membership fees without hope of providing them with cases.

Two types of problems caused the registry to question a nurse’s ability to 

provide private duty services. Nurses either created difficulties for registry oper-

ations or demonstrated incompetence in the delivery of care. The Registry 

Committee discussed problem nurses at meetings and made decisions to either 

remove them from registry enrollment or allow them time to improve their per

formance. In 1929, twenty nurses did not have their membership renewed 

because the registry believed their skills were so poor.71 Nurses failing to coop-

erate with registry policies also ended up losing registry privileges. Some nurses 

placed themselves on call and then were unreachable when cases became avail-

able. Other nurses refused cases located at long distances from their homes.72 

The abilities of a nurse who did not comply with registry policies factored into 

whether she was asked to stay or leave the registry. In one instance a nurse, even 

though considered a good nurse, was accused of flagrant disregard of the rules of 

the bureau and dismissed. A year later she asked for reinstatement. The registry 

decided to give her one more chance based on the quality of her nursing care.73

Nurses posing threats to patient safety were generally but not always 

removed from the registry. In 1931, a graduate nurse failed her state board licensing 
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examination three times. She was placed in the nonprofessional category of 

registry membership but retained registry privileges. The registry gave her one 

more opportunity to pass the licensing examination even though the hospital 

from which she graduated refused to permit her to nurse their patients.74 The 

registry removed a trained attendant after receiving complaints that she was 

impudent and lazy, slept while her patient was in a coma, and borrowed money 

from other nurses without repaying.75 Nurses sometimes offered justifications 

for behaviors considered unacceptable. A nurse accused of sleeping in the sec-

ond bed of a two-bedroom house while her patient’s fever rose to 105.4o Fahr-

enheit explained she was completing her second shift of work, needed the 

money, and fell asleep by mistake. The nurse received a suspension from the 

registry.76 Extenuating circumstances could result in less-harsh penalties for 

nurses. A nurse who came to the registry with proper credentials applied a hot 

water bottle to a patient, causing burns to the skin. The nurse was dismissed 

from the case, apologized profusely, but remained on the registry.77 In another 

situation, the registry received complaints about a nurse who was new to the 

registry. On her first case, the registry received reports that she did not care for 

her patient. On her second case, when assigned to a burn victim, hospital staff 

accused the nurse of sleeping during the night and failing to change her patient’s 

dressings. Because the nurse had appropriate recommendations and a shortage 

of nurses existed, the registry continued to place her with patients.78 In 1938, a 

practical nurse was dismissed from the registry when she fell asleep on a case, 

had a nightmare, and woke screaming, frightening her patient. The nurse 

reapplied for membership in 1941. The registry refused. Registry officials had 

received reports that the nurse was seen wearing a uniform and insignia like a 

navy nurse and was posing as a registered nurse.79

Nurses with health complications also created several issues. In one situa-

tion, a nurse with a severe lung condition that caused her to hemorrhage was 

required to pass a physical examination before returning to duty. Based on this 

situation, the registry instituted a policy that nurses posing a threat to patients’ 

health obtain medical clearance before returning to duty.80 Sometime later 

another nurse who developed a psychiatric illness required a referral to a psy-

chiatrist. The registry removed the nurse from the registry, but upon her recov-

ery a year later she asked for reinstatement. The registry re-enrolled her on the 

registry, but limited her to hospital cases on day shifts only.81

Support

The NB14 received endorsement for its operations from groups relevant to the 

nursing business. Nursing, hospital, and medical groups actively cooperated 
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with and became involved in the administration of the NB14. Representatives 

from district alumnae associations were members of the Registry Committee and 

consistently attended and participated in registry governance.82 District 14 solic-

ited assistance from hospitals for the new registry as part of establishing the 

enterprise. Reports indicated encouraging cooperation from hospitals.83

Support given by physicians, the individuals from whom it was presumed 

most calls for nurses were received, was critical to registry functioning. Physi-

cians demonstrated support in a variety of ways. The chair of the Kings County 

Medical Society’s Committee on Nursing was a member of the Registry Com-

mittee and attended meetings regularly. Physician representatives advised 

registry officials on how to promote and publicize the NB14 to area doctors, 

sometimes offering hints on ways to improve services.84 In 1930, the Medical 

Society, after a request from registry staff, eliminated commercial registry adver-

tising in the society’s bulletin. Registry officials perceived this action as a 

strong moral statement and advocacy for the NB14.85 Physicians were also 

instrumental in offering educational programs to nurse registrants as a means 

of keeping private duty nurses informed of current medical advances.86 The 

efforts of the NB14 to provide services considered by physicians to be essential 

to patient management resulted in patronage received from doctors. The Medi-

cal Society approved registry enrollment of multiple types of nurse workers, 

efforts at providing a broad range of services, and attempts to enlarge the agen-

cy’s patient base.

No one action taken by District 14 insured the success of the registry. The 

series of decisions made regarding the policies of the registry, combined with 

much cooperation from groups relevant to the private duty nurse business, 

helped District 14 launch a stable center of nurse distribution. In many ways, 

the NB14 resembled the model of centralized nurse registries proposed earlier 

in the century. The NB14 was close to serving as a center for all community nurs-

ing needs. It provided nurses, supplies, education, and resources, and served 

as a demonstration of how a professional nurse registry could prosper.

Conclusion

Explanations for why Chicago’s NPR and Brooklyn’s NB14 succeeded in deliv-

ering private duty services are easy to enumerate. Both registries were in large 

population centers with ready access to patients, hospitals, and nurses. They 

practiced superior management styles. They received support from the local 

community of nurses and physicians that created an atmosphere that guaran-

teed growth.
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Still, accounting for the success of the two registries represents only one 

part of a complicated story. The second part relates to how the two registries 

put in place measures designed to make sense of the labor market characterized 

by deficiencies, disorders, and disruption, and ensured reliable delivery of nurse 

services. Both the NPR and the NB14 invested considerable time and effort in 

developing reasonable working conditions under which nurses labored. The 

days were long gone when early private duty nurses, such as Chloe Cudsworth 

Litttlefield, could leverage their pioneer status to fashion their conventions of 

work. By the 1920s, such arrangements were no longer feasible or operative. The 

modern practice of private duty demanded a different, more standardized 

approach that included recognition that delivery of a twenty-four-hour service 

required reasonable working standards for nurses.

Both the NPR and NB14 focused on issues of prime importance to working 

nurses. These seemingly mundane matters, which leaders of the trade unions, 

such as Samuel Gompers, would have called “bread-and-butter” issues, most 

likely ranked high in importance among private duty nurses. This was a differ

ent perspective from that of the nursing leadership. Nurse leaders used the 

findings of the major studies on nursing to call for a radical reformulation of 

the private duty market and encouraged nurses to leave the field for hospital 

employment. Such exhortations may not have been particularly welcome or 

even of consequence to average nurses. Rather, knowing that working hours 

were standard, that periodic fee increases occurred, and that a process existed 

for the collection of fees were powerful incentives. They might determine who 

entered, remained, or left the private duty field as well as how well the field 

met the demand for nurses.

Moreover, the NPR and the NB14 took steps that went beyond simply defin-

ing basic working conditions. They also proactively engaged in tactics designed 

to improve, control, and determine nurses’ conditions of work. Two situations 

discussed in this chapter, the institution of the twelve-hour day in Chicago and 

fee-raising in Brooklyn, highlight the power registries exerted in negotiating 

improvements in conditions of work. In both instances, each registry attempted 

traditional approaches used by earlier nurses, which included back-and-forth 

negotiations between nurse alumni associations and hospitals. When those 

negotiations broke down, both the NPR and the NB14 took matters into their 

own hands and acted.

The two registries’ success in those situations was not surprising. When 

the registries spoke to the hospitals, they carried a power unavailable to indi-

vidual nurses. The central registries represented many associations and several 
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hundred nurses on whom the hospitals depended for patient care. Both regis-

tries enrolled large numbers of nurses, presenting a critical mass difficult for 

hospitals to ignore. Each registry also enjoyed good support from the medical 

community, providing a powerful ally group. Hospitals could not isolate one 

nurse or a single alumni association. Individually employed nurses negotiated 

on their own, unable to speak with the voice of hundreds of NPR or NB14 

nurses behind them. As will be discussed later, this strategy was lost to nurses 

once they turned to hospital employment.

Not all registries replicated the success of Chicago and Brooklyn agencies. 

As will be seen in the next chapter, the New York Central Registry was unable 

to survive in a climate far more competitive and cutthroat. Moreover, the eco-

nomic turmoil brought on by the Great Depression held the power to undo even 

the most carefully managed registry.

The next chapter examines how the private duty market fared during the 

Great Depression, examining the changes forced by the cataclysmic economic 

event. During the 1930s, private duty nursing underwent tremendous changes 

that affected the construction of the post-Depression nurse workforce market. 

Chapter 6 will explain why working nurses of 1940 looked very different from 

those of 1930.
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Financial exigencies took center stage during the 1930s, requiring nurses to 

adapt and adjust to changing workforce circumstances. These changes tied them 

closer to hospital employment and altered the nurse supply/demand dynamic. 

At the same time, nurses’ continued allegiance to the private duty nursing sec-

tor allowed them, at least in their eyes, a degree of independence and choice 

in their working lives. In the 1930s, many nurses remained unconvinced that 

giving up private practices and accepting hospital employment was to their 

advantage. The result was that during the nation’s worst financial crisis, a labor 

market characterized as defunct and obsolete continued to thrive and new agen-

cies emerged while older ones closed.

On December 31, 1932, after twenty-two years of distributing private duty 

nurses to New York City patients, the NYCR of New York Counties Registered 

Nurses’ Association (NYCRNA) closed. The immediate precipitating cause was 

financial insolvency. Given the timing in the midst of the Great Depression, the 

closure was not surprising. What happened next, however, was unexpected. 

Nine months later, on August 1, 1933, a new registry, the Nursing Bureau of 

Manhattan and Bronx (NBMB), rose from the ashes of the defunct NYCR, assum-

ing the mantle of the professional nurses’ registry of note in the greater Manhat-

tan area. As with its sister registry across the East River, the NB14, and Chicago’s 

NPR, the NBMB offered nurses a professional venue owned and operated by and 

for nurses. Through NBMB nurses could obtain patient cases, and as with the 

other two registries, it achieved a significant amount of success, remaining in 

business until the early 1980s.

The Great Depression

Collapse, Resurrection, and Success

Chapter 6
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The years between 1923 and its closure in 1932 were not easy ones for the 

NYCR. Numerous bad business decisions, poor managerial oversight, stiff com-

petition from other private duty registries, and altercations with both the New 

York City Licensing Bureau and the New York County Medical Society over the 

type of health care workers sent to patients sapped the strength of the registry. 

These issues carried a financial cost and distracted registry officials from the 

ultimate purpose of the registry: connecting patients with nurses.

By the early 1930s, NYCR business conditions were at their lowest level, 

with the number of patient calls received falling precipitously from 13,000 in 

1926 to 6,250 in 1932, a 50 percent drop.

The decrease in calls had consequences. Between 1928 and 1932, member-

ship, which brought in income through fees and represented the sole registry 

revenue, dropped 42 percent (see table 6.1). In 1931, registry receipts just barely 

met expenses, and there were insufficient funds to meet expenses for the rest 

of the year.1 Because it was a NYCRNA-operated entity, it was up to the mem-

bership to decide the registry’s fate. In September 1932, NYCRNA’s board of 

directors recommended closure. The membership agreed, voting in October to 

terminate the NYCR.2

NYCRNA was well prepared to shut down NYCR operations, settling all 

transactions necessary to conclude business by the end of the year.3 However, 

concern over the destiny of the remaining registrants complicated the process. 

NYCRNA members weighed different options for those nurse registrants still 

enrolled in the NYCR and now left without a professional registry, including 

having NYCR nurses join Brooklyn’s NB14, asking other alumnae association 

Table 6.1.
New York Central Registry patient calls received and filled, 1926–1932

Year Patient calls received Calls filled (%) Membership

1926 13,000 85 727
1927 10,500 90 803
1928 12,000 83 789
1929 N/A N/A N/A
1930 8,000 88 760
1931 6,250 96 575
1932 3,000a 83a 455a

Source: “Graph Showing Calls Received and Filled by Registry Form,” 1 September 
1925–31 August 1932, box 8, NYCRNAP.
Note: Figures are unavailable for the year 1929; a change in the fiscal year for the 
registry made data collection of patient calls received inaccurate.
a Figures are for the first eight months of the year only.
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registries to take on former NYCR nurses, and amalgamating all professional 

sponsored city registries into one central registry.4 The last-resort option, to 

do nothing and let the registrants find work on their own, raised fears that 

registrants would join commercial registries, a fate considered by nursing 

groups equivalent to professional death. This option was rejected outright by 

the NYCRNA leadership.5

The Association of Graduate Nurses of Manhattan and Bronx (AGNMB), 

which continued to function as it had since the beginning of the century as an 

alumnae group within NYCRNA for nurses from out-of-town schools, emerged 

out of a void. The AGNMB, a major supporter of the NYCR, felt a special respon-

sibility to the remaining registrants who were also AGNMB members. It actively 

worked for the establishment of a new professional registry under its auspices.6

The ideal professional registry was believed to inspire professional pride, 

standards, and status, fulfilling multiple purposes. It provided adequate nurs-

ing service to the community and met the needs of physicians, its main clien-

tele. Furthermore, it ensured the distribution of the most highly qualified nurses 

through membership requirements, as promulgated by the professional group, 

and provided nurse registrants, who governed their registries through commit-

tee membership and participation in decision-making; this control over prac-

tice was unavailable through other means.7

The themes identified as important for a professional registry echoed the 

ideas proposed for central registries at the beginning of the decade; these ideas 

had been re-emphasized by the CGNS’s conception of the registry of the future 

(see chapter 4). In the committee’s final report released after the founding of 

NBMB, the CGNS reiterated a commitment to distributing graduate nursing 

service through well-organized, sizable, central nursing bureaus that would 

employ private duty nurses on a salaried basis and eliminate uncertainty over 

income for nurses. Despite an emerging trend toward hospital employment of 

graduate nurses for general duty positions, nursing groups continued to advance 

the image of an all-purpose placement agency meeting the varied nursing needs 

of the community and operating under the control of nurses.8 Professional 

nurses, such as those who comprised the membership of the AGNMB, persisted 

in trying to achieve this goal despite the significant difficulties encountered in 

operating a nursing business.

Ultimately, the NBMB owed much of its existence to working nurses’ com-

mitment to a professional registry. The AGNMB did not begin a serious effort to 

establish the new registry until receiving assurance of available financial sup-

port from interested nurses in the form of contributions. In one month, between 

December 12, 1932, and January 3, 1933, private duty nurses raised over four 
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thousand dollars.9 A significant amount of money quickly obtained in the middle 

of the Depression convinced the AGNMB that the project was worth pursuing, 

and represented perhaps the most vital reason the AGNMB decided to take a 

chance on the professional nurse registry business. Nurses simply wanted their 

registry. As in Chicago and Brooklyn, working private duty nurses in Manhat-

tan and the Bronx demanded a registry that not only provided a means of obtain-

ing patient cases but also fulfilled their professional aspirations.

In its initial years of operation, the NBMB flourished. It finished its first year 

with significant increases in all indices of registry effectiveness. The registry 

recorded a 72 percent increase in the total number of registrants and a 154 percent 

increase in the number of private duty calls received. The rate of unfilled calls 

was high, at 23 percent, but the following year saw marked improvement in this 

area.10 Financially, the NBMB prospered, earning a substantial income. After just 

one year of operation, registry staff received considerable salary increases; sala-

ries were again raised the following year.11

The NBMB ended its first decade fiscally stable, with calls for professional 

nursing services continuing to grow. Still, problems persisted. The NBMB had 

trouble securing a wide-reaching share of the New York City private duty mar-

ket, as had its predecessor, the NYCR. The NBMB’s ability to fill calls, a prime 

marker of registry effectiveness, did not match national statistics. Further, the 

registry had to contend with considerable changes in the working patterns of 

professional nurses. By the end of the decade, the effects of the Great Depres-

sion, changes in work hours, and greater hospital employment significantly 

changed the market for private duty nurses, which was very different from the 

one in which the NBMB was established.

Chicago’s NPR was also experiencing difficulties for some of the same 

reasons. In 1930, NPR’s Van Frank reported, without hyperbole, that the unem-

ployment situation among private duty nurses was the worst she had ever 

encountered.12 The next three years, the height of the Depression, witnessed a 

continued deterioration in the employment prospects of private duty nurses. 

The NPR recorded a 30 percent drop in patient assignments in 1931.13 By 1932, 

nurses registered with the NPR averaged 8.75 days of work per month, or 80 days 

for the year.14 As can be seen in table 6.2, for the years 1930 to 1936 the registry 

sustained significant declines in profits. After 1936, the NPR began running 

profits once more, although they were never as large as those recorded before the 

Depression. Between 1937 and 1943, yearly profits were averaging $1,478. In 1943, 

the NPR went into a financial slump and began to run deficits once again.15

NPR’s dependence on membership dues for operational costs explains some 

of the decline in profits. Membership dropped from 1,921 members in 1929 to 
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1,149 in 1933. Adding to registry financial woes were some nurse registrants’ 

delinquency in paying membership dues, as they were also affected by the eco-

nomic downturn of the Depression. Attempts made to secure funding for regis-

trants wishing to remain affiliated with the registry helped some; a $5 reduction 

in contributions helped others. The NPR also instituted more liberal payment 

plans that allowed nurses to spread payments over the year or register for 

membership privileges for short-term service.16 Despite these measures, in 1932, 

the NPR began dropping nurses from the registry list for delinquency.17

To provide some immediate help, First District (Chicago) instituted several 

initiatives. It established a nurses’ exchange in which nurses sold articles of 

handiwork.18 A loan fund provided small amounts of money to those in need.19 

The NPR gave attention to nurses in high need, calling them out of turn for 

cases.20 The registry relaxed policies that required nurses to reside within the 

Chicago area when on call. Nurses with families living some distance from Chi-

cago were allowed to return home to reduce expenses, provided their name be 

close to the bottom of the list of on-call nurses.21 The nurse received notification 

to go back to the city when her name reached a position on the list where it was 

probable she would obtain a patient case.22 To preserve morale, First District 

encouraged nurses to keep busy by maintaining an interest in professional 

affairs, studying new methods in medicine, pursuing higher education, and 

developing recreational interests in areas such as music and art.23 The NPR also 

sought to decrease the number of nurses seeking private duty work. Nurses grad-

uating from schools outside of the Chicago area were first discouraged to register 

Table 6.2.
Nurses Professional Registry 
profit/deficit, 1930–1936

Year Profit/deficit

1930 +$6,865.63
1931 +$4,044.16
1932 +$86.18
1933 +$2,329.61
1934 +$12.09
1935 −$190.19
1936 +$77.60

Source: “Income over Expenses,” 
n.d., circa 1947, box 1, CNRC, 
Midwest Nursing History Resource 
Center, College of Nursing, 
University of Illinois.
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on the NPR, then refused registration. The registry implemented a policy 

requiring nurses who had not been actively employed for two years to enroll in 

a refresher course in 1932 before being allowed registry membership.24

More ambitious workforce projects were aimed at increasing the employ-

ment of graduate nurses by hospitals in any capacity. For example, hospitals 

were asked to hire only licensed personnel, rather than unlicensed and less-

trained attendants.25 First District appealed to hospitals to offer registered 

nurses postgraduate courses in which the nurse could review new techniques 

and procedures and, at the same time, become eligible for hospital room and 

board. Hospitals were urged to limit student enrollment and hire graduate nurses 

in students’ places. Private duty nurses were asked to give volunteer service to 

hospitals one day a month as a help to those institutions willing to cut student 

enrollment.26

In May 1932, the Illinois State Nurses Association (ISNA) petitioned hos-

pital superintendents, directors of nursing, and presidents of hospital boards of 

directors to limit the number of students admitted for the coming year.27 Many 

hospitals in the Chicago area complied—they were also financially strapped—

and reported admitting smaller classes of students in 1932; several schools 

closed.28 Private duty nurses in First District gave a month or more of free ser

vice to Chicago hospitals as an aid to institutions that promised to reduce enroll-

ment; hospitals were quick to accept the offer.29 Hospitals also offered nurses a 

variety of schemes that provided small amounts of remuneration, maintenance 

(e.g., room and board, uniforms), or a combination of both in exchange for work. 

Some hospitals offered nurses compensation ranging from $1 a day to $20 a 

month with maintenance for four hours of work a day. In other cases, hospitals 

provided nurses who were willing to work as general duty nurses for a varying 

number of hours full or partial maintenance with no salary.30

These efforts were intended to ameliorate the worst effects of the Depres-

sion but exerted little influence on the core working conditions of most nurses. 

Nurses waited out the bad economic times as best they could. The measure that 

contained the greatest potential for making inroads into improving nurse 

employment was the institution of the eight-hour day, a Depression-era spread-

the-work scheme that significantly changed job opportunities for nurses and 

transformed the nurse supply/demand ratio for decades to come.

The Standardized Eight-Hour Day

The effort to reduce working hours, begun in the 1920s with twelve-hour shifts, 

continued to absorb private duty nurses’ attention into the 1930s. Twelve-hour 

shifts improved working conditions but failed to satisfy fully private duty nurses’ 
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expectations for reasonable hours. The severe unemployment during the Depres-

sion gave nurses a persuasive argument to use in the battle for a shorter work-

ing day.

California launched the first eight-hour plan for private duty nurses in 

1929; the movement advanced across the nation as the Depression deepened.31 

Between 1933 and 1935, a torrent of articles describing successful eight-hour 

plans for private duty nurses appeared in professional journals. These articles 

credited the eight-hour day with increasing employment, improving the qual-

ity of care, lowering the cost of private nursing, enhancing patient satisfaction, 

and promoting healthy living for nurses.32 They resonated with the nation’s pri-

vate duty nurses and employers. Shorter working days gained ground in the 

nation’s hospitals, anticipating future trends in hospital staffing, and increased 

the number of days private duty nurses worked from around 10 to 35 percent.33 

More than 150 hospitals nationwide adopted the eight-hour day for private duty 

nurses in 1933.34 By 1937, the number of hospitals reporting eight-hour days 

for private duty nurses rose to 855, representing 20 percent of the nation’s hos-

pitals.35 Of the hospitals reporting eight-hour plans, 679 limited private duty 

nurses exclusively to that shift. The eight-hour day spread to 1,039 hospitals 

by 1940.36

The professional association for nurses, the American Nurses Association 

(ANA), held a vital interest in the eight-hour day but considered working con-

ditions a local matter better settled by district nurse associations; the associa-

tion initially rejected active involvement in the movement on a national level. 

This attitude changed in 1933 when the ANA weighed in on the matter by 

issuing a pronouncement outlining the association’s general position, which 

was that nurses should not be expected to work more than eight hours out of 

twenty-four.37 The 1933 entry of the ANA into the discussion coincided with the 

passage of the National Recovery Act, which provided for federal regulation of 

work hours via a code system in selected industries. Hospital industry and 

professional nurses were exempt from the provisions of the act. However, there 

were numerous calls to the ANA from its members, 65 percent of whom were 

private duty nurses, demanding action from the organization to help underem-

ployed working nurses. The outcry made the conservative ANA board of direc-

tors address the situation formally.38 In 1934, the ANA house of delegates passed 

a resolution firmly supporting eight hours of work as the regular working day 

for nurses nationwide.39

Reports from professional nurse registries tracked the progress of eight-hour 

duty beginning in 1934.40 From 1934 to 1940, the percentage of calls for eight-

hour shifts out of the total number of calls received climbed from 24 percent in 
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1934 to 78 percent in 1940, during which time the total number of calls and 

days worked by private duty nurses increased. Although several factors, such 

as improved economic conditions and higher hospital bed occupancy, played a 

role in the overall growth in private duty calls during the second half of the 

1930s, reports uniformly attributed the improvement in employment for private 

duty nurses to adoption of the eight-hour day.41

Patients also reaped benefits. The eight-hour day increased private duty 

employment by lowering the cost of one unit of private nursing service. Typi-

cally, an eight-hour nurse charged fees $1 to $2 lower than those working twelve-

hour shifts. The elimination of extra meal charges for nurses added to patients’ 

savings. When patients hired three eight-hour nurses, they paid for only three 

meals as opposed to six meals for two twelve-hour nurses. Three eight-hour 

nurses cost $16.50 per patient based on a cost of $5 per shift plus 50¢ for meals 

for each nurse. In comparison, two twelve-hour nurses cost an average of $17 a 

day.42 The 50¢ savings, while not large, seemed sufficient to increase patients’ 

use of private nursing services. Further, reducing the cost of private nurses 

contributed to changing practices in private duty use and promoted increased 

employment of nurses. Many patients, including those who previously could 

not afford around-the-clock private nursing, chose to use nurses for just one or 

two eight-hour shifts, rather than hire nurses over an entire twenty-four-hour 

period. A larger pool of patients using some degree of private nursing increased 

the total number of nurses employed.

Not all registries experienced an easy transition to eight-hour shifts. Chi-

cago’s NPR made its first foray in June 1932 when it initiated eight-hour private 

duty nurses as an additional choice for patients. This effort met with little suc-

cess, and a year later First District joined the NPR in planning a wider, more 

vigorous crusade. The district reasoned that, because it was consumers who 

employed private nurses, it was important to get information on working hours 

for nurses before a general audience. Involving consumers in the campaign 

to shorten nurses’ working hours was a tactic commonly used by nurses in 

other localities. The Chicago movement included publicizing the benefits of 

eight-hour care through radio announcements, newspaper articles, and talks to 

women’s clubs and civic organizations.43 Progress was still slow, with only six-

teen hospitals in Chicago permitting eight-hour shifts for private nurses by 

1934.44 Even as yearly national reports on the increasing popularity of eight-

hour duty continued to appear, by 1940 just twenty-three Chicago hospitals 

required eight-hour shifts exclusively for private nursing services.45

The introduction of eight-hour shifts by the NPR did not result in an imme-

diate increase in patient calls. The raw number of patient calls for shorter shifts 
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averaged between 19 and 174 per month for the years 1933 and 1934, respec-

tively, representing less than 1 percent of calls received for 1933 and a mere 

12 percent of calls for 1934.46 In 1936, the NPR received 3,100 eight-hour calls, 

an average of 258 calls per month, or a 50 percent increase from 1934 levels. 

Measured against the total number of calls for nurses received by the NPR, eight-

hour calls were only 16 percent of the total calls received in 1936 for eight-hour 

nurses.47 This trend reversed over the next several years as the NPR witnessed 

greater movement to eight-hour calls. In 1941 calls for nurses to work eight 

hours represented 80 percent of total calls. The following year the percentage 

of calls rose to 87 percent; this corresponded with national figures, in which 

80 to 85  percent of calls received by professional registries were for eight-

hour nurses.48 Although the eight-hour day for private duty nurses predomi-

nated by the early 1940s, reports persisted of nurses working twelve-hour and 

even twenty-four-hour shifts into the 1940s. By 1945, the ISNA reported a 

microscopic percentage of twenty-four-hour duty, but a small percentage of 

twelve-hour duty was still requested in some areas.49

Significant opposition from three groups—physicians, hospitals, and 

nurses—delayed acceptance of an eight-hour working day for private duty 

nurses across the nation. Physicians repeated familiar arguments regarding the 

increased cost to patients via having to pay more nurses. They predicted mis-

communications when several nurses took care of one patient and feared care 

would deteriorate.50 The traditional practice of supplying nurses with meals 

paid for by patients complicated the eight-hour issue for hospitals, making them 

more formidable adversaries to shorter hours.51 When hospitals transitioned to 

twelve-hour shifts, they merely added on to patient charges three meals for the 

second nurse. However, charges for additional nurses’ meals were less easy to 

rationalize when each nurse was only in the hospital eight hours and reduced 

hour plans stipulated charging patients for only one meal per nurse. Some of the 

early successful eight-hour programs reported eliminating nurse meal charges 

entirely as part of the scheme.52 Estimates of income received by hospitals for 

nurses’ meals are sparse. Some reports indicated hospitals made from eleven to 

fifty-two thousand dollars a year from nurses’ meals. Many hospitals were reluc-

tant to reduce an easy source of income.53

Proponents of eight-hour plans argued that the increase in nurses used by 

patients would cancel out losses incurred by reducing the meals per nurse.54 

Others called on hospitals to end the practice of charging patients for meals.55 

As the eight-hour day gained ground, the debate over nurses’ meals escalated 

and was a catalyst for discussions on professionalism.56 Discontent expressed by 

private duty nurses over the inclusion of meals as part of their compensation 
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stemmed from hospitals’ efforts to limit losses incurred from shorter working 

shifts. Many hospitals simply transferred financial responsibility for meals 

from patients to nurses, billing nurses for meals during their shifts whether they 

ate the meal or not. Nurses themselves were divided over the issue.57

In 1938, the ANA recommended the elimination of meals as part of private 

duty nurses’ fees and advised hospitals not to force nurses to buy hospital meals, 

a recommendation which received slow acceptance.58 In a 1940 study of 1,039 

hospitals that implemented an eight-hour day, at least 83 percent required either 

the patient or the nurse to obtain and pay for hospital meals.59 It was not until 

1945 that Illinois’s First District established a policy of eliminating meals as part 

of private duty charges.60 Although mention of meals was dropped permanently 

from fee schedules, nurses were asked to cooperate with hospitals who claimed 

hardship in adhering to the changed policy.61 Later reports still referenced the 

fact that nurses’ wages included meals.”62

The most serious opposition to eight-hour duty came from nurses who 

viewed shorter hours with suspicion. Fear of reduced income, altered meal pol-

icies, and simple resistance to change headed the list of nurses’ complaints 

about eight-hour shifts.63 In Illinois, opposition from or apathy exhibited by pri-

vate duty nurses led to slow acceptance of eight-hour shifts, with resistance to 

eight-hour duty being more of a problem outside the Chicago area.64 Private duty 

nurses in support of eight-hour work schedules accused the opposition of self-

ishness. However, opponents attributed the resistance to eight-hour duty to the 

fact that some private duty nurses had extensive, reliable patient bases and suf-

ficient employment. Rather than recognize the severe financial plight of most 

nurses, some nurses chose to oppose change rather than help their colleagues.65 

For the most part, all of these charges were unsubstantiated and ignored a 

counter argument that each nurse should have the liberty of deciding hours of 

work.66 A united front of a large proportion of nurses eventually prevailed in 

promoting the eight-hour shift.67

Patients accepted eight-hour shifts with more ease than any other stake-

holder group and their use of private duty services changed with shorter hour 

nurses.68 The choice of hiring a nurse for anywhere from eight to twenty-four 

hours at a reduced rate opened up the possibility of more patients obtaining pri-

vate nursing. Articles in professional journals indicated that shorter hours did 

introduce private duty to a different patient population, such as patients who 

were unable to afford the cost of twelve-hour or twenty-four-hour nurses but 

who could more readily finance one eight-hour nurse.69 A 1935–1936 study on 

consumer expenditures found that private nursing services were limited primar-

ily to individuals in high income brackets—those earning over three thousand 



	 The Great Depression	 115

dollars a year—determining that only 40 percent of the population could afford 

private duty care.70 Data collected at the time did not account for the impact of 

health insurance plans, which expanded in popularity as the eight-hour shift 

became more common. Demand for private duty nurses rose consistently into 

the 1940s during the same period that the number of people with health insur-

ance also increased. Hospitals also expanded, due to the availability of funds 

through the Hill-Burton Hospital and Construction Act.71

Patients may also have appreciated the ability to choose from a variety of 

private duty service shifts, such as those at night when hospital staffing was low. 

Data on which shifts patients preferred to hire nurses for is minimal for the late 

1930s but some reports indicated a growing preference for private nursing ser

vices during night shifts, contradicting a popular belief that patients preferred 

private nursing during the day. Patients recognizing differences in staffing lev-

els between the three shifts may have felt more comfortable with individual-

ized nursing care during the night hours when number of hospital-employed 

personnel on duty was typically low.72

Shorter Hours, Substantial Changes, Same Pay

The general satisfaction with eight-hour duty downplayed one critical out-

come of reduced hours—shorter hours did not improve nurses’ incomes. Nurses 

received more cases, worked more days, and increased their hourly rate of pay, 

but remained locked in a very low-paying job.73 Several factors complicate 

estimating the impact shorter workdays exerted on income levels. Appraisal of 

nurse income levels during the Depression is problematic to evaluate in gen-

eral, given the abnormal economic conditions overall. Studies analyzing the 

effect of eight-hour duty on nurse earnings do not exist. Private duty nurses 

failed to keep accurate accounts, making self-report of income suspect. Nurses 

claimed they did not know how much money they earned. Both Janet Geister, 

in her studies of New York private duty nurses during the 1920s, and the CGNS 

commented on nurses’ incomplete knowledge of their yearly income.74 Several 

authors during the 1930s noted that attempts to estimate nurse earnings were 

inexact, as most nurses did not keep adequate records.75

Two 1930s studies shed some light on private duty nurses’ yearly income 

levels. In 1938, the ANA published an extensive study of salaries and employ-

ment conditions affecting nurses. The Study of Incomes, Salaries and Employ­

ment Conditions Affecting Nurses surveyed nurses from twenty-three states 

working in institutions, and as private duty and office nurses. Over 11,000 

nurses, including 245 private duty nurses in Illinois, reported on their income 

and working conditions for the years 1934 and 1935.76 Although the small 
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number of nurses surveyed both nationally and statewide limits the applicabil-

ity of the results of the study, the results provide an idea of trends in income for 

private duty nurses, indicating abysmally low yearly revenue. The results 

also showed Illinois nurses worked fewer hours for more pay, an indication of 

geographic variations that are difficult to explain (see table 6.3).

A second survey of working conditions for private duty nurses, completed 

by the ISNA in 1939, resulted in similar findings. A total of 659 private duty 

nurses completed questionnaires on annual salary, days, and shifts worked and 

a variety of other employment conditions.77 None of the nurses in the study 

worked more than a total number of days equal to six months of a year. The aver-

age income reported for 1937 was $560.95. In 1938, nurses averaged $663.14.78 

The results of the two studies demonstrate a bleak picture for private duty nurses 

overall. Despite high hopes for improved working conditions from a shorter 

working day and the reported increased demand for private nursing services, 

they were still earning about 50 percent less than the $1,311 average yearly 

income estimated by the CGNS in late 1920s.79

Even though the shift hour change did not increase their income, the eight-

hour day’s significance for private duty nurses was substantial. On several dif

ferent levels the shorter workday exerted a profound influence on employment 

conditions for working nurses in general. Historian Marilyn Flood noted that 

efforts to obtain eight hours of work for private duty nurses predated those for 

staff nurses—private duty nurses were trendsetters. Flood claimed private duty 

nurses set the standard for hours of work for both general and private duty 

nurses.80 The ground that private duty nursing laid further explains why hospi-

tals actively opposed or reluctantly approved shorter hours for private duty 

nurses. Hospitals feared that if one group of nurses within an institution, such 

as private duty nurses, worked only eight hours, all nurses would ask for a simi-

lar privilege, driving up hospital costs overall.

Table 6.3.
Salaries and days worked for nurses nationally and in Illinois,  
1934 and 1935

Nationally Illinois

Year 1934 1935 1934 1935

Median yearly salary $733 $810 $763 $798
Median number of days worked 157 174 141 157

Source: American Nurses Association 1938.
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Private duty nurses experienced different patterns of work after the intro-

duction of eight-hour days. When nurses worked twelve to twenty-four hours, 

they often took extended periods of time between cases to rest and recuperate. 

Less fatigued from eight-hour shifts, nurses returned to on-call status faster.81 

The increased demand for private duty nurses, believed to be the result of eight-

hour duty, challenged the market to supply sufficient nurses. Without market 

stresses, which were lacking in the mid-1930s, supply and demand balanced 

each other.

Perhaps the most critical outcome of reduced work hours for nurses was 

not apparent to most. Shorter hours of work for private duty nurses broke the 

model of continuous nursing care of patients from the initial onset of illness to 

its termination. Eight-hour shifts empowered patients to employ private duty 

nurses in a myriad of ways. Patients might hire nurses for only one or two shifts 

as opposed to a whole illness. Private duty nursing became episodic rather than a 

continuous model of nursing practice, with mixed results for nurses. Nurses 

achieved regular working hours with a chance for a greatly improved quality of 

life, but this accomplishment came at the expense of their commitment to close 

personal care. Sharing patients with other nurses eliminated the unique nature 

of the private duty nurse-patient relationship. When nurses gave up the one-to-

one nurse-patient relationship over the course of a patient’s illness, they lost a 

very particular and valuable aspect of professional nursing.

As the economy improved after the height of the Depression in 1933, pro-

fessional nurse registries reported better employment conditions beginning as 

early as 1934. Nationally, registries received across-the-board increases in calls 

for the years 1935–1937. Decreases occurred in 1938 and 1939 as a result of the 

1937–1938 recession. By 1940, business rebounded, and professional registries 

reported a slight increase (3.5 percent) in calls received.82

Reports of sporadic nursing shortages began appearing in professional jour-

nals as early as 1936 and were discussed intently at the June 1936 ANA board 

of directors meeting and American Hospital Association conference.83 Hospi-

tals blamed the shortage on greater demand for nurses after institution of the 

eight-hour day, stabilization of the economy enabling patients to afford to hire 

private duty nurses once more, and a pronounced expansion in hospital use.84 

Hospital occupancy rates for general hospitals rose from 64 percent in 1935 to 

70 percent in 1940.85 Improved medical techniques and increased medical spe-

cialization accounted for some of the increase in hospital utilization but a more 

obvious reason was enrollment in hospital insurance plans that permitted more 

people to afford institutional care.86 In 1935, there were approximately 75,000 
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subscribers to insurance plans; by 1939 the number jumped to 2,900,000 

nationwide.87

Controversy existed over whether there was a real shortage of nurses. Many 

nurses were suspicious, believing hospitals were using talk of shortages as an 

excuse for admitting larger student classes in their training schools, which 

decreased the need to hire graduate nurses. Hospitals began to hire less-trained 

workers such as nurse aides and assistants. Nurses believed such workers threat-

ened their livelihoods by offering hospitals a low-cost solution to staffing prob

lems.88 Some employers believed better working conditions would cure any 

shortage problems. “I think the secret of getting nurses is to pay a living wage, 

give them good conditions of life and good food,” remarked one hospital admin-

istrator at an AHA convention.89 Other contended that the increased revenues 

hospitals were receiving from a sudden influx of insured paying patients should 

be used to attract nurses via higher salaries to institutional jobs.90 In the private 

duty market, supply and demand conditions argued against a nursing shortage. 

The high fill rate for calls reported by professional nurse registries for the sec-

ond half of the 1930s, which ranged from 96 to 99 percent, indicated a market 

in equilibrium between supply and demand.91

Despite the improved overall conditions, data from the NPR and other 

indices reveal a less positive picture. The average daily number of private duty 

nurses on call dropped from 434 in 1934 to 325 in 1936.92 This represented a 

25 percent decrease in nurses waiting on a call. To the more than three hun-

dred nurses not working daily, this may have seemed small comfort. In 1937, 

the NPR reported no nurse shortage in Chicago.93 A year later, conditions dete-

riorated again, although not to Great Depression–era levels. Because so many 

nurses were waiting for calls, the NPR temporarily limited registry membership 

to graduates of hospitals affiliated with the registry.94 Over the next two years, 

NPR records reported a supply of nurses adequate to demand. At times, scores 

of nurses moving into the Chicago area made it difficult for nurses to obtain 

enough work.95 The available work seemed to ebb and flow, according to nurs-

ing supply.

Despite what appeared to be a labor market trying to equilibrate, reports of 

private duty nurse shortages persisted. The explanation for why such reports 

appeared at the same time the private duty market was meeting demand can be 

found in the changing nurse labor market. It was general duty nurses, not pri-

vate duty nurses, who hospitals hired in the late 1930s. A growing movement 

for hospitals to use private duty nurses as general duty staff nurses attests to 

the increasing interest of hospitals in nurses who would care for many patients, 

not just one patient. In 1936, reports from professional nurse registries noted 
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an increase in the number of calls from hospitals for nurses for temporary gen-

eral duty, now referred to as staff nursing. The percentage of calls for temporary 

staff nurses, also known as per diem nurses, received by registries rose slightly 

between 1937 and 1940, from 5 to 5.7 percent. The small percentage increase 

that corresponded with a simultaneous increase in the total calls received over-

all concealed a significant rise in the actual number of calls for general duty. In 

1937, professional registries received 29,658 calls for general duty; by 1940 it 

increased to 38,089.96

Using private duty nurses intermittently as staff nurses was an easy way for 

hospitals to supplement insufficient staffs.97 Private duty nurses could be hired 

and dismissed as patient occupancy rates rose and fell. This opened an addi-

tional source of calls for private duty nurses, but did not have universal appeal. 

Problems, such as setting the rate of pay, hours of work, and reprisals against 

private duty nurses who refused to comply with hospital requests for temporary 

help, marred the relationship between the two parties.98

Professional registries reported more difficulty filling calls for temporary 

staff nurse positions than for private duty calls. Between 1934 and 1940 regis-

tries filled regular private duty calls 100 percent of the time. The percentage of 

calls filled for temporary staff nursing ranged from 87  percent in 1937 to 

91 percent in 1940. Nurses cited the long, strenuous hours of work and inade-

quate remuneration as reasons for refusing temporary staff nurse positions.99 

The American Journal of Nursing’s 1940 report on professional nurse regis-

tries attempted to rationalize lower rates of filling calls for temporary staff nurse 

positions by using the obvious and circular reasoning that nurse registrants 

preferred private duty to staff nursing, which was why they registered at pri-

vate duty registries and did not work as hospital staff nurses in the first place.100 

But this explanation underplayed the significant problems private duty nurses 

experienced when they accepted temporary staff nurse positions.

Wages received for temporary staff nurse positions, considerably lower than 

the fee charged for regular private duty, presented the greatest source of discon-

tent for private duty nurses.101 Hospitals typically offered private duty nurses a 

daily fee prorated from the monthly schedule rate of pay for permanent staff 

nurses. Hospitals still included maintenance (e.g., meals, uniforms, laundry, or a 

combination) as part of staff nurse compensation; this wasn’t part of the daily 

prorated fee. The 1938 ANA study on incomes, salaries, and employment condi-

tions found that 65 percent of 6,790 institutional (staff) nurses surveyed received 

full maintenance as part of their remuneration. Another 28 percent received par-

tial maintenance. Only 4 percent of institutional nurses did not receive mainte-

nance.102 In 1938, a study of general duty nurses carried out by the ISNA found 
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that of 628 institutional nurses, 52 percent received full maintenance as part of 

their salary, and 37 percent received partial maintenance. Only 9 percent of the 

nurses received a full cash salary (without maintenance).103

The practice of assigning nurses to split shifts (nonconsecutive hours of 

duty) represented another irritant for private duty nurses. A nurse might be hired 

from 7 A.M. to 11 A.M., receive a four-hour break during a slow period of the shift, 

and then return to duty from 3 P.M. to 7 P.M.. Hospitals used split shifts as a means 

of providing coverage at busy times without hiring additional staff. Private duty 

nurses, who were accustomed to working consecutive hours, resented split 

shifts. Because they lived outside hospital grounds, private duty nurses who 

wished to return home during their break period made four trips to and from 

work over an eight-hour day.104

A significant cause of dissatisfaction with temporary staff nursing occurred 

in institutions that required private duty nurses to provide service supplement-

ing the regular staff as general duty nurses. Some hospitals refused to allow 

nurses who refused temporary staff positions to receive private duty calls in the 

institution.105 The ANA considered these complaints in its 1938 study of work-

ing conditions for nurses and made several recommendations designed to relieve 

some of the worst aspects of temporary general duty care. These included ask-

ing hospitals to pay temporary staff nurses based on location, to assign private 

duty nurses to consecutive hours only, and to ensure that nurses not be denied 

private duty privileges if they declined temporary staff nurse positions.106

In Chicago, nurses registered at the NPR who filled calls for temporary staff 

nursing echoed the complaints of unfair treatment by hospitals found in national 

reports.107 By the early 1940s calls for temporary staff nurse positions increased 

dramatically in response to a general problem of staffing hospitals related to 

wartime needs for nurses.108 Even as they requested more and more temporary 

nurses, hospitals paid them below typical fees for private duty nurse service. 

Some hospitals paid staff nurses only $3 to $4 a day at a time when private duty 

nurses received $5 a day.109 Usually, nurses were required to work split shifts 

as part of staff nursing service. Some hospitals allowed the nurse to retain her 

position on the registry list while on a staff nurse assignment, releasing her when 

she received a case; in others, nurses had to give up their places on the registry 

list when filling temporary staff nurse positions. Many nurses reported that hos-

pitals discriminated against them if they refused temporary staff nurse jobs. 

Even in hospitals that did not discriminate, there were warnings to nurses that 

temporary staff nursing was expected and that refusing requests for temporary 

service would not be overlooked by hospital authorities. Troubles between 

nurses and hospitals over filling temporary staff nursing positions continued 
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into the war years.110 The punitive, authoritarian approaches devised by hospi-

tals to engage nurses for patient care defied logic and failed to result in satis-

factory responses to staffing issues. Private duty nurses continued to resist filling 

temporary staff nurse positions, and hospitals persisted in devising solutions 

designed to alleviate nurse shortages but failing to resolve them in the long term.

Conclusion

As the country entered the war years, conditions for nurse employment 

improved. In 1940, the NPR reported its busiest year on record. The registry 

reported proudly that twenty-two hospitals used the NPR exclusively for pri-

vate nursing services. Another forty institutions used the registry as needed. The 

registry felt comfortable enough with economic conditions to raise membership 

fees.111 NPR finances improved; the registry showed one of the highest post-

Depression profits.112 Reports of registry effectiveness in meeting demand for 

nurses began to resemble those of the late 1920s. Demand for nurses was high, 

membership was up, and profits were good. The NPR continued their well-

deserved claim as the premier distributor of professional private nursing services 

in the Chicago area.

In New York, the two major professional registries, the NBMB and NB14, 

mirrored patterns seen by the NPR in both private duty nurse use and nurse 

membership, testifying to a stable private duty nurse business that on the sur-

face appeared much as it had in the late 1920s. At the same time, significant 

alterations occurring within the private duty market indicated a labor market 

in considerable flux.

During the 1930s, nurses achieved a beginning step to a more normative 

working life with the institution of the eight-hour day. Although not completely 

accepted across the nation as standard hours of work, eight-hour service for pri-

vate duty nurses represented major progress in regularizing nurses’ labor with 

that of other occupations and considerably transformed private duty nurses’ 

relationships with their patients. Shorter work days also contributed to increased 

demand for nurses, a trend already underway as hospitals began to need more 

graduate nurses available for patient care.

The growing demand for nurses came at a steep price, creating an adver-

sarial relationship between nurses and hospitals. Accustomed to using more pli-

ant and obedient student workers, hospitals approached nurses’ reluctance to 

take on staff nurse work with punitive measures that worked to repel nurses 

rather than attract them to hospital employment. The actions of hospitals fore-

shadowed trends used by hospitals over the next decades as they attempted to 

address increasing nurse shortages. The situation posed serious problems as the 
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country faced World War II minus a sufficient supply of professional nurses. 

Conflicts between nurses and hospitals over whether nurses should continue 

to work as independent private duty nurses or employed staff nurses highlighted 

the growing control hospitals exerted over nurse work. The next chapter exam-

ines the how the nation grappled with a supply of nurses insufficient to meet 

demand, the solutions proposed, and the effects on nurses in the private duty 

market as they increasingly sought employed hospital positions.
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If you say more and better [nurses] that’s just wonderful but [first] it has 

to be more.

—Surgeon General Thomas Parren’s response to  

Nursing Chief Lucile Petry Leone’s wartime plans  

to both increase the number of nurses and upgrade  

nursing education

The most pressing issue facing the nursing profession from 1940 to 1950 was 

supplying care sufficient to meet institutional and patient demand. Developing 

tactics to meet nurse demand outlasted World War II, consumed the attention 

of nurse and health-care leaders, and shifted the employment patterns of nurses. 

This period saw the implementation of three main strategies: an increase in the 

number of nurses graduating from schools of nursing, installation of a three-

tiered hierarchy of hospital nurse workers to rationalize the nurse labor mar-

ket, and improvement of the distribution of nurses by replacing independently 

employed private duty nurses with institutionally employed staff nurses. 

Improvement of nurse working conditions did not figure into these strategies. 

Concentrating on the supply of nurses and new types of nurse workers without 

attending to the working environment failed to solve the shortage issue and cre-

ated significant tensions within the market. For private duty nurses, the changed 

circumstances significantly altered the way in which they practiced nursing.

As the country entered World War II, the nursing profession faced the sig-

nificant challenge of supplying nurses to care for the extraordinary needs of both 

the military and civilian population. Surgeon General Parren’s response typified 

More and More (and Better) Nurses

Chapter 7
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what many in the medical field assumed would provide the solution to the 

wartime nurse shortage—produce more and more nurses. After all, since the 

beginning of the twentieth century, the nation’s health-care system demonstrated 

a robust and remarkable ability to increase the number of nurses, enlarging the 

professional nursing workforce from a mere 11,000 in 1900 to approximately 

284,159 by 1940. Producing more nurses seemed a strategy assured of success.1

Expanding the nurse workforce met some of the immediate demand but 

failed to ensure a stable workforce for a more technologically advanced health-

care system than had been present in the pre-war period. Solution by numbers 

proved insufficient to the war and postwar shortages. Even as more nurses grad-

uated from nursing educational programs, nurse shortages persisted and threat-

ened the safe delivery of patient care in the nation’s hospitals.2

Yes, Virginia, There Is a Shortage of Nurses

The nursing profession acknowledged the existential threat of worldwide war 

and recognized the critical role nurses would play in the conflict. In 1940, even 

before the bombing of Pearl Harbor, several leading professional organizations 

formed the Nursing Council on National Defense (NCND), which eventually 

became the National Nursing Council, an organization composed of six major 

nursing associations and several federal agencies central to nurse utilization 

and resources.3 The council was a voluntary body designed to coordinate and 

develop plans for nursing’s response to the war emergency. The council also 

represented a major and unprecedented cooperative effort on the part of orga

nized nursing to work together on issues of national import. Its members seized 

the war situation not only to carry out the profession’s patriotic duty but also to 

advance professional aspirations designed to improve and reform nursing.4 Sig-

nificantly, the council included as a full partner the National Association of 

Colored Graduate Nurses (NACGN), which waged a contentious but ultimately 

successful battle to include African American nurses in the war effort, presag-

ing the later racial integration of the profession. A second governmental entity, 

also set up in 1940, the Subcommittee on Nursing, a subcommittee of the Health 

and Medical Committee to Advise the Council on National Defense, handled 

nursing matters with federal agencies and worked in close cooperation with the 

council.5

The council’s first order of business was to carry out a national inven-

tory of registered nurses.6 The 1941 inventory, conducted through the United 

States Public Health Service, laid to rest skepticism raised in the late 1930s 

that the country had a nursing shortage. Results indicated that the country had 

about 289,286 registered nurses, of which approximately 173,055 were actively 
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engaged in nursing practice. Of these, 89,327, or 51.6 percent, met the primary 

requirements for potential military duty. Another 25,252 inactive nurses indi-

cated availability for duty if needed. Given that not all nurses available would 

meet military standards, the inventory estimated there were 75,000 nurses eli-

gible for armed force service but that a total shortage of 76,000 nurses for com-

bined military and civilian needs existed.7 Approximations of nursing shortages 

fluctuated over the course of the war, climbing to over 100,000 by the end of 

the hostilities.8

The situation was dire. Even if nursing schools accelerated their programs 

to less than the traditional three years, a limit existed to how fast the system 

could produce one nurse, let alone 76,000 of them. Furthermore, as the draft 

kicked into high gear, removing many men from the workforce, employment 

opportunities for women and the better pay that went with them cut into the 

pool of nursing’s typical recruits of young white females. As one author noted: 

“The nurse shortage was not met in 1941. It is not being met in 1942. And, if 

the war continues, it seems evident that it will not be met in 1943 or 1944 on 

the present basis of operation.”9

Initially, nursing and government leaders hoped that somehow more nurses 

would be located to mitigate the crisis. Some believed that large numbers of 

“hidden” nurses who failed to answer the 1941 inventory could ease the short-

age.10 One commentator lamented that nurses tended to marry and raise 

families, dropping their actual workforce rate to only 60  percent; this, if the 

commentator thought about it a bit, was a remarkable rate for a predominantly 

female occupation.11 The war placed nurses in a gender bind. At a time when 

other American women were urged to keep the home fires burning till the men 

returned, nurses received admonishment for not signing up for military service 

abroad.

Private duty nurses received criticism for not contributing more to the war 

effort. In 1942, the council’s Distribution of Nursing Service during the War 

provided guidelines for determining the most efficient use of wartime nurse 

resources. The council recommended that private duty nurses should be reserved 

for “acutely ill patients, for those requiring special treatments, and for patients 

in situations where the limited amount of nursing service available make it nec-

essary for private duty nurses to be employed.”12 The recommendation pre-

ceded the War Manpower Commission’s 1943 Procurement and Assignment 

Services for Physicians, Dentists, Veterinarians & Nurses, which stipulated in 

the section “Criteria of Essentiality for Nurses,” that private duty nurses be used 

only for acutely ill patients. The 1943 report also recommended that nurses not 

necessary for acute care should work on other types of essential nursing service 
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such as general staff nursing, public health nursing, or work in industrial health 

services or physicians’ offices.13

Private duty registries took the primacy of private duty nurses seriously. 

Brooklyn’s NB14 asked physicians to elicit patients’ cooperation in hiring nurses 

only when necessary and reminded nurses that they must care solely for the 

critically ill.14 The guidelines, which did not carry the force of law, were con-

fusing. Patients often interpreted the guidelines as prohibiting all private duty 

nursing, which the council lumped into the category of “luxury nursing,” that 

it defined as using private duty nurses during periods of convalescence.15 In let-

ters to the American Journal of Nursing, nurses debated the issue. One nurse 

challenged private duty nurses to give up their independent practices and take 

hospital positions to preserve the country’s sovereignty and liberties.16 Another 

nurse defended private duty as providing essential services, listing the types of 

patients she cared for as including asthmatics with coexisting pneumonia and 

surgical patients receiving postoperative procedures requiring continuous mon-

itoring, as well as patients with skull fractures, peritonitis, and severe burns.17

The national inventory found that private duty nurses comprised 27 percent 

of actively employed nurses, a significant percentage responsible for care deliv-

ery.18 A 1943 study carried out by the War Manpower Commission’s Procure-

ment and Assignment Service calculated that private duty nurses provided more 

than 30 percent of bedside care delivered by graduate nurses; in some hospitals 

private duty service almost equaled the hours of nursing service given by gen-

eral staff nurses. Removing them would only increase the work of general staff 

nurses. The study also noted that many nurses unable to work as general staff 

nurses due to age or physical status could still care for patients that required 

close monitoring in an era before the introduction of intensive and cardiac care 

units.19

Hospitals also continued using private duty nurses as temporary per diem 

nurses to supplement small staffs.20 The ANA monthly reports on professional 

registries reported a 19 percent increase in calls for private duty nurses for per 

diem hospital positions from 1940 to 1941, a measure that stabilized between 

1942 and 1944 and remained a vital service provided by professional nurse reg-

istries as part of the effort to maintain hospital nurse staffing.21 Private duty 

nurses also did their part by volunteering for military service; an estimated 

14.4 percent of returning veterans were previous private duty nurses, a percent-

age similar to that of public health, industrial, and office nurses.22

As the nation struggled to supply enough nurses, two groups of nurses 

remained grossly underutilized—African American women and men of all 

races. Historian Charissa Threat eloquently chronicles how gender and race 
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prevented full use of a vital portion of the professional nurse workforce, noting 

that even before Pearl Harbor African American female nurses “rushed to the 

nearest Red Cross recruiting location to join the nurse corps.”23 Once they 

arrived they were rebuffed and refused acceptance into the Army Nurse Corps, 

a situation not reversed until the final years of the war. Men of all races who 

were nurses received similar if slightly different treatment. Denied admittance 

as nurses into the all-female Army Nurse Corps, men who were nurses served 

either as less-skilled medical technicians or orderlies, or as frontline soldiers.24

Those charged with addressing the shortage problem, the National Nurs-

ing Council, the Subcommittee on Nursing, and federal legislators, reached a 

consensus that the nation faced a nursing crisis requiring significant measures 

and developed a focused approach. Referred to as “the three-point program,” 

the plan consisted of increasing student nurses and auxiliary nonprofessional 

nurse workers while distributing graduate nurses in an equitable manner, such 

as moving private duty nurses into general staff nurse positions where they 

could care for more than one patient, to meet war needs.25 Despite limited evi-

dence of their effectiveness, these strategies remained the mainstay of approaches 

to nurse shortages throughout the later twentieth century. The first, increasing 

the supply of student nurses, was the most successful at achieving its objectives 

and represented the first massive federal program for nursing education, the 

United States Cadet Nurse Corps.

Underlying all approaches to wartime nurse shortages was the reasoning 

that military requirements for nurses took precedence over civilian needs. 

Encouraging young women through financial incentives to enter nursing edu-

cation programs became the main means of staffing hospitals. Two appropria-

tions, in 1941 and 1942, represented the initial foray of the federal government 

into supporting nursing education but the paltry amounts, a little over five mil-

lion dollars, failed to appreciably increase the numbers of students. By 1943, 

concerns over the lack of nurses created a public health crisis that laid the 

groundwork for a much larger program.26

The Cadet Nurse Corps

The 1943 Nurse Training Act, known as the Bolton Act in honor of its con-

gressional sponsor, Ohio Representative Frances Payne Bolton, was designed to 

remedy shortages through the creation of the Cadet Nurse Corps (CNC) pro-

gram. The act further provided massive amounts of federal aid, approximately 

$180 million by the act’s end, to nursing schools and students for educational 

purposes. The financial support to students attracted entrants who augmented 

understaffed hospitals, freeing up graduate nurses to serve in the military. It 
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provided monies to students either directly or on their behalf for tuition, uni-

forms, instructional materials, and a monthly stipend over the course of their 

studies, with schools receiving funds for student maintenance costs.27

The enormously popular CNC received credit for averting a complete 

wartime breakdown of hospital nursing service and successfully increased the 

number of nursing students delivering hospital care from 99,952 in 1943 to 

125,677 in 1945.28 Analyses of the CNC emphasize improvements in the state 

of nursing education and the precedent-setting role of federal government sup-

port for nursing education.29 Approximately 90  percent of existing nursing 

schools participated in the CNC. It stabilized nursing education by requiring 

adherence to a set of regulations promulgated by the surgeon general and the 

program’s administrator, the U.S. Public Health Service’s Division of Nurse Edu-

cation, not heretofore required of nursing education, such as state accreditation 

and connection with a hospital approved by the American College of Surgeons.30 

Consultative services offered to those schools requiring improvement aided infe-

rior programs. The program included a nondiscrimination clause opening it up 

to all schools of nursing and providing typically underfunded African Ameri-

can schools of nursing (both in historically black colleges and universities and 

hospitals) with welcome financial assistance.

The CNC’s commitment to and implementation of nursing education reform 

is considered the program’s major contribution, yet the CNC’s influence on 

nursing practice, although less recognized, was considerable. First and foremost, 

the CNC model situated student nurses as the main providers of hospital nurs-

ing service. Although this was a traditional model used by hospitals, use at this 

time validated the practice of using partially educated nurses as primary patient 

caregivers in times of shortage. Reliance on student nurses also contributed to 

the dominance of hospital-controlled nurse education programs, at least in the 

immediate postwar era. Perhaps most critically, CNC graduates favored hospi-

tal employment over the private duty market, which changed the pattern of 

nurses’ postwar careers. This shift, the direct result of the way in which the CNC 

program organized the program of studies, intensified and accelerated the trans-

formation of the nurse labor market begun in the 1930s.

The key to the CNC’s aims was the requirement that educational programs 

reduce study time from thirty-six to thirty months. Students spent the first 

twenty-four months in course work and practical experience, with the last 

six months, identified as the “senior cadet” period, working full time under super-

vision in a federal or nonfederal hospital in a role similar to that of the graduate 

nurse.31 In theory, senior cadets replaced fully educated nurses destined to serve 

in the military. Estimates on how that worked in practice do not exist. In 1944, 
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the first year senior cadets were available, only 12,000 students qualified, an 

insignificant amount. A year later, a more robust pool of 25,000 senior cadets 

entered hospital practice as the war was winding down.32 Most senior cadets 

(73 percent) stayed in their home hospitals; the remaining 27 percent worked 

in the army, navy, Veterans Administration, Public Health Service, and Indian 

Service.33

The senior cadet period, considered innovative because it changed tradi-

tional ways of educating nurses, exerted more influence on the types of jobs 

nurses sought after graduation.34 Working as staff nurses for the last six months 

of their education normalized hospital employment for graduate nurses who 

typically stayed at their home hospitals. Hospitals reaped the benefits of hav-

ing available a steady stream of new staff nurses who did not require extensive 

and expensive orientations and the practice prolonged the time a hospital could 

depend on their services.

The transition to hospital employment caused a drop in the percentage of 

nurses working as private duty nurses. Between 1941 and 1949, the number of 

active private duty nurses actually rose from 46,793 to 65,032, yet the percent-

age of working nurses who engaged in private duty fell from 27  percent to 

21.6 percent.35 Multiple factors drove the decrease in private duty nurses, but 

the impact of the CNC on nurses’ professional decisions was noteworthy and 

long-lasting. The assumption that new graduates would seek out the private sec-

tor for work disappeared as hospitals became the employer of choice.

All Who Nurse for Hire

For many, the quickest way to produce the massive number of caregivers required 

for the war effort was to create a group of assistive personnel who could carry out 

non-essential nursing tasks not requiring the expertise and knowledge of a pro-

fessional nurse. This approach, which divided nursing work into different levels 

based on education and skills, was an important facet of the three-point pro-

gram laid out at the beginning of the war. The program recommended expand-

ing the use of auxiliary, nonprofessional nurse workers through the training of 

nurse aides and licensed practical nurses (LPNs). However, introducing large 

numbers of assistive personnel, previously known as subsidiary workers, was 

controversial for private duty nurses who traditionally viewed such workers as 

competitors. The roots of the LPN movement lay in Depression-era attempts to 

alleviate an overcrowded nurse labor market, but took on a far different purpose 

during the 1940s when LPNs received support as the answer to nurse shortages.

During the Great Depression New York State passed a mandatory nurse 

practice act that included a provision addressing LPNs. New York was a prime 
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location for the start of the LPN movement; it was the most populous state and 

the largest home state of nurses, with an estimated seventy thousand individu-

als hiring out as nurses.36 In 1933, anxious to deal with an overcrowded labor 

market and firmly establish the status of legitimate registered nurses, the NYSNA 

set out on a course to improve and replace the standing 1920 Nurse Registra-

tion Act.37

The push for new legislation received significant support in 1934 when the 

State Education Department released the results of the Horner Report, a survey 

of the nurse labor market that provided data and statistics validating assump-

tions that the private duty nurse market was overcrowded and underpaid. An 

estimated 32,404 licensed registered nurses and 36,579 unlicensed individuals, 

most of whom worked in the private duty field, competed for patients and jobs 

in an unregulated market with a declining number of job opportunities that was 

the result of the financial crisis.38

The Horner Report recommended passage of a mandatory nurse practice act 

with the inclusion of a new nurse classification, the LPN.39 Building on the 

report’s conclusions and recommendations, the NYSNA drafted a bill for a new 

nurse practice act requiring licensing for “all who nurse for hire,” creating a 

second-level practical nurse category, and providing definitions of both pro-

fessional and practical nursing that distinguished between the two fields of 

nursing practice.40 These three provisions reflected the legislative requirements 

professional leaders had developed over the years to create “a real” nurse prac-

tice act.41 The most important aspect of the act required anyone who nursed to 

secure a license to work as a nurse, with penalties imposed on those who did 

not. For years, professional nurse associations had hoped to strengthen exist-

ing nurse registration acts with mandatory licensure provisions; the situation 

in New York presented the best opportunity to achieve this aim, with accep

tance of an LPN category considered worth the price.

On a national level, organized nursing faced increasing pressure to create a 

category of less-trained nurses and welcomed New York State’s efforts to license 

LPNs. At the same time that New York State nurses lobbied for a new nurse prac-

tice act, a joint committee of the three major nursing associations, the ANA, the 

National League for Nursing Education (NLNE), and the National Organization 

for Public Health Nursing (NOPHN), also addressed the issue. The culmination 

of the joint committee’s work was the 1940 release of Subsidiary Workers in the 

Care of the Sick, which outlined the major, pre–World War II positions of orga

nized nursing regarding subsidiary workers.42

Opposition to the practical nurse provision came primarily from working 

private duty nurses, who worried about increased competition and believed 
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licensing practical nurses legitimized such employees in the eyes of the public, 

further encouraging their use. Proponents argued that the bill would eliminate 

competition by controlling unlicensed nurses, pointing out that patients often 

hired nurses based purely on financial considerations; they employed a regis-

tered nurse if they could afford one, and resorted to an unlicensed practical 

nurse if they could not. Two levels of practice would guide families and physi-

cians when choosing nursing personnel based on patient need and eliminate 

nurses who were unable to meet the licensing requirements.43 The act’s propo-

nents also held out hope that a second regulating device would work to control 

LPN practice and create acceptance from the private duty group. Nursing lead-

ers believed that LPNs would seek work through the professional registry sys-

tem, ensuring their appropriate assignment to patients, such as homebound 

individuals with chronic conditions, and that their fees would be lower than 

those of registered nurses.

The act, known as the Todd-Fell Act, passed in 1938 but an overwhelming 

number of applications from both registered and practical nurses led to a delay 

in enacting the mandatory provisions until 1941. Nurses could continue to reg-

ister under the two levels of the act, but registration would not be obligatory for 

practice as a nurse.44 In December 1941 the state hospital association requested 

a further delay, claiming that the wartime nurse shortage would cause a hard-

ship for hospitals if they were required to adhere to the mandatory provisions. 

A 1942 amendment to the act delayed implementation of the mandatory provi-

sions until six months after hostilities ended; this delay was extended beyond 

the war years based on reports of persistent nurse shortages.45 Postponement of 

the act at the request of hospital authorities continued until 1948 when the 

NYSNA successfully promoted an amendment to require enforcement. In 1949, 

New York State finally achieved a mandatory nursing practice law when the “all 

who nurse for hire” provision became obligatory.46

The Modern Licensed Practical Nurse Emerges

As only the mandatory provisions of the Todd-Fell Act were delayed, practical 

nurse licensing proceeded once the law was passed in 1938. Licensed practical 

nurse educational programs grew, and by 1940 the New York State Education 

Department approved nine schools of practical nursing.47 Nursing leaders coop-

erated in the establishment of LPN programs and exerted as much control as 

they could over the type and use of graduates emerging from such programs. 

Between 1942 and 1943, decisions made by the joint committee promoted the 

training and use of practical nurses as an effective measure to increase the sup-

ply of nurse workers available to the civilian population.48 In 1945 the National 
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Nursing Planning Committee, a committee charged with outlining a postwar 

program for nursing, included full recognition of practical nurses.49 By the end 

of the war, seven states had joined New York in licensing either practical nurses 

or trained attendants, bringing the total number of states with such provisions 

to twenty.50 Forty-eight state-approved schools opened in those states with 

licensing laws for LPNs.51

While leaders participated fully in the integration of LPNs into health care, 

private duty nurses continued to be suspicious of them. Janet Geister, still a 

champion of working nurses, gave voice to their concerns in a 1944 article in 

Trained Nurse and Hospital Review.52 Acknowledging that some private duty 

nurses felt betrayed by the professional associations for promoting practical 

nurses, Geister warned that the LPN movement was vigorous and unstoppable, 

endorsing the approach adopted by national groups for “safe” practical nursing 

via licensing. She revived the idea that the private duty registry system could 

control LPN practice and proclaimed that expansion and better financial sup-

port of the registry system were the best means of supervising and distributing 

LPNs. Geister maintained her belief that nurse-run agencies could and should 

exert tight control over LPNs. However, events within the nurse labor market 

dictated a different path for practical nurses. Examination of how professional 

nurse registries adjusted to licensed practical nurses illustrates World War II–

era changes in the nurse labor market that directly influenced private duty and 

practical nurse practice.

The presence of a nursing shortage shortly after passage of the New York 

State nurse practice act licensing practical nurses provided the testing ground 

for the two-level nursing system. The experience of Brooklyn’s NB14 failed to 

show the validity of the system. Although the NB14 enrolled practical nurses 

from the beginning, a decline in practical nurse registrants occurred during the 

war years, dropping from a pre–World War II level of 35 percent to 19 percent 

of registrants in 1943, with a further decline to 13 percent in the postwar years.53 

The registry received many calls appropriate for practical nurses and seriously 

considered the shortage of registrants.54 Registry officials blamed the lower num-

ber of practical nurse registrants on commercial agencies, which permitted 

practical nurses to charge patients higher fees than allowed by the NB14.55 The 

NB14 maintained a comparatively lower rate of practical nurse fees until 1943, 

when it raised fees to $5 for an eight-hour shift to attract more registrants.56 As 

LPN fees became more uniform throughout the city, the NB14 agreed to set prac-

tical nurse charges at 75  percent of the registered nurse rate.57 Despite these 

efforts designed to draw in more registrants, membership of practical nurses 

remained flat. NB14 director Emma Collins predicted that the registry, unable 
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to fill calls, would see its market for LPNs diminish.58 However, Collins’s fore-

cast did not account for the considerable change in the nurse labor market. 

Employment patterns of LPNs in the initial years after the passage of the man-

datory nurse practice act illustrates why the NB14 failed to capture more of the 

practical nurse market.

Analysis of available statistics on LPNs indicates that they sought hospital 

jobs, with a clear national trend demonstrating hospitals’ expanded employment 

of ancillary staff in all categories, including LPNs. In New York State, over a 

five-year period from 1945 to 1949, the number of auxiliary workers employed 

in hospitals more than doubled, from 17,573 to 38,735 workers.59 Because LPNs 

were counted together with all auxiliary workers, the actual number of practi-

cal nurses employed by hospitals is unknown, yet studies completed during the 

1940s suggest that anywhere from 30 to 70 percent of practical nurse graduates 

entered hospital employment.60

Considering the educational system developed for practical nurses, it was 

not surprising that graduate LPNs sought work in acute care institutions. Regu-

lations for clinical experience for student LPNs prescribed a system different 

from that of earlier programs, which emphasized the home care of patients. The 

schools that educated LPNs in the 1940s required at least six months’ clinical 

experience in a general hospital, and graduates logically sought hospital employ-

ment after graduation.61 Given the prolonged nursing shortage, it was reasonable 

that hospitals would take advantage of this new group of licensed personnel.62

National figures indicated that professional registries placed only small 

numbers of nonprofessional workers, despite a 1944 call from ANA urging reg-

istries to list nonprofessionals and a steady increase in requests for nonprofes-

sional services received by registries.63 In 1948, the total number of practical 

nurse registrants listed in 101 professional nurse registries was under 2,000.64

Conflicted Relationships

The war years posed the same problems for the NBMB that were encountered 

by the NB14. By early 1942, registry reports indicated tremendous difficulties 

in filling private duty calls, especially for night cases.65 To relieve the shortage 

situation, registry officials implemented plans such as requiring nurses to rotate 

to night shifts for a specified period and adopting special nurse insignia indi-

cating willingness to work in an emergency. These solutions were not enough 

to address the enormous demand.66 Unlike the NB14, where stable financial cir-

cumstances lessened the economic threat to the agency, wartime membership 

in the NBMB declined as private duty nurses either entered the military or 

sought hospital positions, resulting in a loss of operating income. In July 1943, 
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an emergency occurred: monthly expenses doubled expected income. The 

NBMB faced potential bankruptcy.67 Reorganizing registry operations, increas-

ing registrant fees, and cutting staff, including the executive director and her 

assistant, reduced expenses and saved the agency from financial ruin.68 One year 

later, profits increased and registry staff received salary increases. By Decem-

ber 1944, income received from membership receipts was so high that the board 

of directors voted to rebate a portion of the fees back to registrants.69

The good fortunes of the registry did extend to its practical nurse registrants. 

The NBMB enrolled practical nurses from its inception, and, until the mid-

1940s, issues surrounding less-trained nurses did not receive much notice, 

with few discussions in meetings centering on practical nurse issues. Practical 

nurse registrants campaigned for and obtained higher fees around the same time 

the NB14 debated the subject, indicating acceptance of LPN concerns.70 Despite 

seemingly peaceful relations, a major battle over the new nurse group erupted 

in 1944 and resulted in the expulsion of LPNs from the registry.

A new NBMB executive director, Anne Reilly, encouraged the focus on 

LPNs with her extreme antagonism towards LPN registrants.71 Once named 

NBMB’s director, Reilly lost no time in removing LPNs from registry member-

ship. She complained to the registry’s board of directors that placing LPNs cost 

more and required extra work, and she questioned whether the registry should 

continue LPN enrollment.72 Reilly’s attitude toward practical nurses is espe-

cially notable for the personal nature of her attacks. At one New York State 

Nurses Association meeting, Reilly publicly argued that LPNs had innumerable 

moral problems, such as excessive drinking while on duty. She also accused 

LPNs of overcharging patients and doubling up on cases to earn more income.73 

Reilly’s remarks often used either explicit or coded racial terms. At registry 

meetings, Reilly identified nurses who were causing problems for the registry 

as “Negro,” reported such nurses as having psychiatric illnesses or emotional 

difficulties, and accused them of having been employed previously as “kitchen 

workers.” Other registrants followed Reilly’s lead, referring to LPNs as former 

“domestic girls.”74

Reilly used her position as director to galvanize NBMB registrants against 

LPNs. At a 1944 NBMB meeting convened to discuss registrant issues, mem-

bers revived common complaints against LPNs. Members voiced disapproval 

of LPNs wearing the same uniforms as registered nurses, making it difficult for 

patients to differentiate between the professional and practical group. The adop-

tion of nurses’ caps worn by LPNs was irksome, as were rumors that LPNs 

charged more than professional nurses. One registrant recounted a case in which 

she shared the care of a patient with an LPN. She charged the LPN with implying 
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to the family that practical nurses received training comparable to registered 

nurses. At an NBMB registrants’ meeting called to discuss LPN issues, registrants 

voted unanimously to remove LPNs from the registry.75

The elimination of LPNs had little effect on registry operations and seemed 

to have none on LPNs, who could easily sign up with another area registry eager 

to place them. Four years later, by which time Reilly had resigned and a new 

regime was in charge, the Practical Nurses of New York, Inc., requested the 

NBMB reconsider the placement of LPNs.76 NBMB membership voted to return 

LPNs to registry enrollment, although some registrants continued to express 

resentment against LPNs.77

On one level, viewing the vote to exclude LPNs as an emotional response 

from a group with very long memories of past injustices makes sense. Private 

duty nurses continued to perceive the new LPNs as major competitors in a full 

labor market. Fears persisted that the newly licensed group would take away 

jobs from professional nursing despite the growing reality that it was nurses, 

not jobs, that were in short supply. The racial overtones of the discussion most 

likely reflected not just overt racism but underlying resistance to more robust 

efforts taken to integrate the profession underway during World War II and the 

postwar era.78 The anger of private duty nurses toward their new colleagues also 

reflected genuine concerns over the proposed shape of the postwar nurse labor 

market. The popularity and promotion of LPNs as a solution to nurse shortage 

problems concerned private duty nurses directly. Private duty nurses did not 

have to look far to find plenty of support for the position that LPNs were the 

future of bedside nursing.

Two major postwar studies of the nursing profession encouraged and 

advanced the use of LPNs. Nursing for the Future, also known as the Brown 

Report, and A Program for the Nursing Profession, authored by economist Eli 

Ginzberg under the auspices of the Committee on the Function of Nursing, advo-

cated the use of a differentiated nursing staff composed of professional and 

practical nurses. The Brown Report recommended a two-level nursing system 

with each worker assigned to functions based on background, training, and 

experience.79 The Committee on the Function of Nursing endorsed increasing 

the number of LPNs and the scope of their duties as the best way to close the 

gap between supply of and demand for nursing services.80

Physician groups saw LPNs as a quick solution to nursing shortages. In 

1946, the American College of Surgeons urged adoption of practical nurse licen-

sure by every state and advised hospitals to admit, utilize, and provide short 

courses for training vocational nurses (which were different from LPNs and had 

attained a lower skill level).81 Two years later, the American Medical Association’s 
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Committee on Nursing Problems strongly recommended the use of LPNs to 

deliver much of hospital bedside nursing care.82

These reports reflected the continuing shift in emphasis from using LPNs 

for the care of home-based, chronically ill patients to employing them chiefly 

in acute care institutions. Different groups offered varying reasons why hospi-

tals should employ LPNs. The American College of Surgeons and the American 

Medical Association were interested in having LPNs supplement and extend the 

work of professional nurses. The Brown Report focused on competent home care 

by recommending that LPNs engage in a year of fully paid, supervised experi-

ence in a hospital before entering private practice.83 The result of all the recom-

mendations regarding the proper role and placement of LPNs was that their 

practice would take place primarily in acute care hospitals. Private duty nurses, 

who believed they were the group uniquely qualified to deliver close, personal 

bedside care in acute care settings, received a clear and unwelcome message: 

private duty nursing was not part of the postwar nursing movement.

Ironically, while the introduction of LPNs was changing the nature of the 

nursing workforce, NBMB professional nurse registrants had little to fear by 

admitting the practical nurse group back to the registry. In the years after the 

vote to re-admit LPNs, the NBMB attracted few LPN registrants. In 1949, only 

sixty LPNs enrolled with the NBMB, representing a mere 6 percent of the total 

number of NBMB registrants.84 Although the NBMB rate of calls filled improved 

from the mid-1940s, when the rate of calls filled for 1945–1946 was a mere 

38 percent, the registry still filled only 59 percent of calls received in 1949.85 It 

was not a shortage of jobs that confronted the private duty field in the late 1940s, 

but, rather, a lack of nurses.

The First Great Nursing Shortage

The increased demand for nurses taxed the country’s professional private duty 

registries, which experienced decreasing ability to meet patient calls. On a 

national level, in 1940, registries filled 99 percent of all calls received for pri-

vate duty service; by 1944, the rate of calls filled plummeted to 65 percent.86 

A corresponding decline in the number of nurse registrants available for calls 

accompanied the decrease in the percentage of calls filled, with 10 percent fewer 

nurses registered for work from 1942 to 1943. By 1944, registries recorded 

22 percent fewer registrants from 1943 levels.87 As noted previously, the per-

centage of active nurses working in the field dropped from 27 to 21 percent.88

The professional nurse registries in New York City mirrored national trends. 

The NB14 radically cut delivery of services as the rate of calls filled by the agency 

dropped precipitously over a six-year period from a high of 95 percent in 1940 
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to a low of 33 percent in 1945.89 The lower percentage rate of filled calls reflected 

not just the registry’s difficulty in finding nurses to take cases but also a tremen-

dous increase in requests for nurses, which the NB14 was unable to meet. Calls 

received doubled between 1940 and 1945, rising from 9,826 to 20,108.90 

Although NB14 membership totals remained stable during this period, the reg-

istry reported frequent shortages of nurses available to accept calls, reflecting 

the general nurse shortage.

Registry officials attributed the poor rate of calls filled to several factors 

beyond high demand. Nurses continued to avoid accepting cases for the unpop

ular evening and night shifts, which represented most of the calls received; 

80 percent of NB14 calls by 1944 were for these shifts.91 Nurses also registered 

at multiple registries, some of which promised higher patient fees than the NB14. 

In the early 1940s, NB14 fees stalled at a Depression-level rate of $5 for an eight-

hour shift until 1942 when the fee increased to $6.92 Private duty nurses dis-

satisfied with this growth agitated for and received an increase to $7 for eight 

hours in 1944.93 Not until 1946 did nurses win a more reasonable increase to 

$8 for eight hours of work.94 Finally, NB14 Director Collins noted a troubling 

trend in which hospitals bypassed the registry and contacted nurses directly for 

work. Nurse-poor hospitals hiring nurses directly for private duty or staff nurse 

positions on a per diem basis depleted the reserve of nurses from which the 

NB14 could answer calls.95

The national shortage of nurses worsened by the end of the war even as 

military nurses returned home. Scores of investigations filled professional 

journals chronicling the causes and extent of the shortage and the means to 

alleviate it.96 The main catalyst for nursing shortages was increasing demand 

in proportion to higher hospital utilization. A host of factors contributed to 

increased nursing needs. There were continued increases in hospital insurance 

plans as well as new, complex medical treatments that required hospitalization 

and close attention from professional nurses for safe delivery. An expanded Vet-

erans Administration system to care for returning military personnel, a higher 

birth rate, and increased hospital construction secondary to the passage of the 

1946 Hospital Survey and Construction Act (Hill-Burton Act) also occurred. At 

the same time, the supply of potential nurses continued to decline because fewer 

students entered nursing programs as young women settled into postwar mar-

riages and raised families. Many nurses also took advantage of the 1944 GI Bill 

to return to school and earn advanced degrees. An anticipated flow of military 

nurses back to the civilian sector failed to take place.97

A decline in the proportion of the population made up of young, single 

women, the typical sector on which schools of nursing relied for prospective 
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students, added to nursing recruitment problems. The percentage of single 

women between the ages of 16 and 24 years dropped from 15 percent of all 

women in 1940 to 11 percent in 1950.98 Declining enrollment at schools of nurs-

ing reflected the seriousness of the shortage situation. Admissions to schools of 

nursing fell from a high of 67,051 in 1944 (during the Cadet Nurse Corps program) 

to a low of 38,210 in 1947, with a slight rebound to 43,373 in 1948.99

The solutions advocated for the postwar shortage mirrored those used dur-

ing the war years—recruiting more students into the profession and implement-

ing greater utilization of assistive personnel. However, as student recruitment 

lagged, hospitals, faced with increasing numbers of patients who required care-

givers immediately, turned to hiring more and more assistive personnel. Hospi-

tals looked to personnel below the skill level of LPNs, generally referred to as 

nurse aides, to handle the daily flow of patients. Hospitals found the nurse aide 

an ideal type of worker. An aide, trained for a specific set of duties, required 

minimal instruction and could be moved from department to department or 

from job to job as patient requests demanded. As the lowest worker in the now 

three-level hierarchy, the nurse aide received a minimum rate of pay. After World 

War II, personnel-starved hospitals increasingly relied on a variety of assistive 

personnel to care for patients. By 1949, an estimated two hundred thousand 

individuals worked as nurse aides nationwide.100

Support for nurse aides was widespread. The American College of Sur-

geons advised hospitals in 1946 to admit and utilize the assistance of auxiliary 

nurses (typically referring to untrained volunteer and paid personnel under 

various names), sending a letter to all college-approved hospitals urging them to 

begin nurse aide programs.101 Ginzberg emphasized a two-level, professional/

practical nursing system of care delivery, but saw a major role for assistive per-

sonnel who would take on numerous housekeeping and patient-related services 

of a nonprofessional nature.102 The Brown Report recognized that historically 

attendants were a fixture in many hospitals, particularly those specializing in 

the care of the mentally ill and long-term patients, highlighting the importance of 

health aides in modern hospitals to relieve the professional nurse of routine 

tasks.103 These reports focused on well-thought-out rationales for using nurse 

aides. Others more bluntly stated the reasons why aides were a preferred solu-

tion. One hospital director hypothesized that even if hospitals could find enough 

nurses to hire, the salaries would be unaffordable. Hiring more assistive per-

sonnel would provide nurse workers at a lower cost.104

Left obscured in the discussions over the structure of the post–World War II 

nurse labor market was the role nurse salary and benefits played in alleviat-

ing the shortage. Many nurses identified inadequate compensation and employee 
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benefits as contributing to nurse shortages, yet few suggested concrete propos-

als for improving the economic situation for nurses or using improved pay 

and benefit scales as inducements for nurses to work.105 A 1947 U.S. Bureau of 

Labor Statistics study, The Economic Status of Registered Professional Nurses, 

1946–47, laid out nurse economic problems in stark terms. The study, with its 

extensive data and observations of nurses, provided a compelling and dismal 

picture of nurses’ compensation, benefits, and work environment.

The study indicated the average nurse earned about $2,100 per year, with a 

range of from $2,484 per year for nurse educators to $1,836 per year for private 

duty nurses.106 Comparing nurses’ earnings with those of workers in various 

occupations, both those that did not require specialized training and those that 

did, resulted in mixed findings; nurses’ earnings were equal to those of low-

skilled employees such as assemblers and office workers but lower than those 

of sewing machine operators. Stenographers, bookkeepers, and clerk-typists 

earned higher salaries than nurses. Teachers, deemed most comparable in edu-

cational preparation and professional status, earned salaries considerably higher 

than did nurses. An average salary for teachers employed in city school systems 

was about $2,500 but dropped to $2,100 if the entire population of teachers in 

both city and rural areas was included. On a wider level, in 1949 women engaged 

in professional and related services earned on average $1,824 a year, with the 

average yearly salary for both women and men being around $2,017. This placed 

nurses within the range of other professional workers.107 Nurses failed to view 

their wages as sufficient. One nurse survey participant summed up the general 

perspective of many nurses: “As it stands today, nursing offers only enough to 

cover the essentials of living with no chance to save for the future or for emer-

gencies . . . ​it is obvious that a nurse cannot live on the gratitude of patients; 

she must have sufficient income.”108

Nurses also expressed great concern over the lack of retirement pension 

plans offered by hospitals, rating it the most substandard aspect of their work. 

Hospitals were exempt from the original provisions of the Social Security Act, 

which did not change until 1950, when amendments to the act allowed private 

duty nurses coverage with an additional mechanism in which religious, chari-

table, educational, and similar institutions could waive their exemption to allow 

employee coverage.109 All nonprofit hospitals were not required to participate 

until 1983.110 For nurses, this presented a double bind. Not only did they receive 

low salaries and few benefits during their working years, but they also had little to 

no financial security to look forward to in retirement.

The major reason nurses left the profession was to marry, according to the 

1947 study, with 79 percent of inactive nurses indicating marriage or household 
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responsibilities as the cause of their inactivity. Family obligations presented 

obvious impediments to work, but as the study noted the case was not so clear 

with many nurses, indicating that better pay and working conditions might serve 

to attract them back to work despite their family obligations. For many, child care 

costs, travel expenses, laundry (of uniforms and caps), and other professional 

expenditures lessened earnings to the point where it was not profitable to work.

The study concluded that two main factors contributed to the nurse short-

age: the drain of nurses leaving the profession to marry and the attraction of 

women to other fields with better pay, benefits, and working conditions. Short-

ages were not caused by nurses leaving the field, but, rather, nurses’ working 

conditions. These factors deflected young women from entering the field pri-

marily at the point of entry into the profession. One nurse eloquently summed 

up the problem: “Young girls soon learn that the work is long and arduous hours 

are most unattractive, and the net take-home pay pitifully inadequate. They soon 

learn that, in comparison with outside situations, there is smaller chance of pro-

motion that is paid promotion, though for the most part the outside situations 

required less time and money spent on education and preparation.”111

The study uncovered valuable data on the private duty field, shedding light 

on why private duty persisted as a viable occupational field. It seems the pri-

vate duty field still offered nurses choices not available in other fields. Private 

duty nurses earned the lowest monthly salaries, yet their hourly earnings, at $1 

an hour, were the highest. Higher hourly earnings reflected the lower number 

of hours worked per month, thirty-nine hours for private duty nurses versus 

forty-four hours on average for staff nurses, whose work frequently required 

uncompensated overtime. Many private duty nurses worked short work weeks. 

Twenty-two percent worked less than eighty-five hours a month, approximately 

twenty-one hours a week, which the study noted to be a personal preference 

on the part of the nurse.

Private duty nursing continued to offer nurses freedom to work when they 

wanted, an advantage for married nurses or for those who had family responsi-

bilities. In an age when full-time employment was the norm for most working 

nurses, private duty offered alternative part-time jobs welcomed by many. Com-

ments provided by nurses who completed the study’s survey testify to the 

value nurses placed on both higher hourly earnings and the freedom to blend 

work with family responsibilities.112 Moreover, in a comment reminiscent of 

nineteenth-century nurse Chloe Cudsworth Littlefield, one nurse highlighted 

how private duty permitted her to do work and help out her family at home. 

The respondent stated, “Am a housewife on a farm. Because of shortage of help 

on the farm I cannot leave my husband much as his work is much harder with 
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me away. However, at night when I am wanted badly I do night duty—last year 

doing 82 nights and 18 this year to date.”113

The study uncovered another critical aspect of private duty work. Nursing 

work, a twenty-four-hour-a-day occupation, is typically divided into three eight-

hour shifts. In the late 1940s, 74 percent of staff nurses worked only one shift; 

for the majority, 55 percent, this was the day shift. Unlike today’s staff nurses, 

nurses in the late 1940s did not rotate shifts with any frequency. Private duty 

nurses, on the other hand, worked different shifts more frequently and with 

greater variation. Although a similar percentage of private duty nurses, 

75 percent, worked only one shift, the shifts worked varied over the twenty-

four-hour day. Only 36 percent of private duty nurses worked the day shift, 

while 15 and 24 percent worked the evening and night shifts, respectively. Reg-

istries noted this as a major problem over many decades. Private duty nurses 

were the unsung heroes, called upon to deliver a greater portion of care during 

the evening and night hours when fewer medical personnel were present and 

unstable patients required close monitoring.

Unsung heroes or not, private duty nursing continued its decline as an occu-

pational choice for nurses. The shortage of nurses left private duty registries 

with fewer and fewer nurses to send to patients, and professional private duty 

registries, once viewed as the go-to resource for nurses, lost their ability to 

deliver on their main service: sending a nurse to a patient whenever needed. 

As registries’ reliability declined, hospitals, now caught up in structuring a nurse 

workforce of differently skilled workers, turned their back on the private duty 

market and took on the responsibility for hiring their staff on their terms. These 

terms may or may not have been acceptable or appreciated by nurses. Private 

duty nursing would continue as an identifiable occupational field for nurses for 

several more decades, but it lost its prominence, its dependability, and its aura 

as the field best able to deliver safe, individualized, personal care of patients. 

As the country entered the second half of the twentieth century, a far different 

practice of nursing and way of staffing hospitals emerged.

Conclusion

Demand for nurses reached insatiable proportions during the 1940s. The threat 

posed by World War II, the rapid growth of highly sophisticated and complex 

therapies and technologically driven medical care, and the tremendous increase in 

the number and variety of hospital services both elevated the status of the 

profession and emphasized the critical importance of a reliable, stable nurse 

workforce. Hospitals’ dependence on temporary, itinerant workers in the form 

of private duty nurses and partially trained student workers became untenable 
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in the face of an immediate need for larger and larger numbers of caregivers. 

The decade created an opportunity for more focused nurse shortage solutions 

while at the same time exposing difficulties in relying on traditional solutions 

or finding new workable ones in a rapidly changing labor market.

Solutions utilized were both progressive and expedient. During World 

War II, the CNC emphasized not just numbers of nurses but the value of well-

educated professional nurses. The various postwar studies on the status and 

future of the nursing profession were unanimous in advancing better prepared 

and educated professional nurses. The proliferation and acceptance of differ-

ently skilled hospital-employed assistive personnel became the quickest 

means through which hospitals could conveniently and cheaply staff their 

units. These two approaches—improve the quality of nursing and continue to 

use more workers and less-skilled workers—were exemplars of both forward 

thinking and backward glances. Health-care leaders and hospitals were in 

agreement that they wanted better nurses, but when facing patients lying in 

beds requiring immediate care, they were forced to fall back on past strategies: 

cheaper, less-trained workers.

For private duty nurses, the decade was cataclysmic. The emphasis on 

better-educated nurses, preferably graduates of college or university programs 

(that were growing in number and popularity), and the hiring of more and more 

assistive personnel, marginalized private duty nurses to the outskirts of the pro-

fession and devalued their role as providers of close, personal, individualized 

patient care. As most nurses sought hospital employment, private duty nurses’ 

status as independent contractors determining their terms of employment 

ceased. At the same time, the power of professional nurse registries to control 

nurse employment diminished. Hospitals, as nurse employers, became the stan-

dard. Hospitals then had the power to establish pay rates, hours of work, ben-

efits, and other employment conditions. As the postwar nurse shortage continued 

into the second half of the twentieth century, hospitals failed to question whether 

improving the working lives of nurses could make a positive impact on nurses’ 

decisions to enter and stay in the workforce. In the absence of a strong third 

party, a role often taken by professional nurse registries, nurses were left to their 

own devices to receive the treatment and compensation they deserved as 

professionals.
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For almost fifty years, the private duty market existed as the main supplier of 

professional graduate nursing services for hospitals and patients and provided 

nurses with their primary source of work. By the mid-twentieth century, sig-

nificantly diminished in influence, private duty occupied an isolated and mar-

ginalized position in the nurse labor market. A host of interrelated factors 

occurring as part of the changing patterns of nursing and health-care delivery 

in the United States in the early part of the twentieth century led to both the 

dominance of private duty as a professional field and its subsequent decline.

Early twentieth-century nurse leaders believed the registry system would 

become an influential agent meeting the full nursing needs of the public. They 

envisioned the private duty field as providing regular work opportunities for 

the legions of graduate nurses pouring out of schools of nursing, anticipating 

that it would supply nurses to the public at a reliable and sufficient rate. Pri-

vate duty nursing both succeeded and failed to accomplish those goals and in 

the process became an anachronous system of nurse distribution.

Distributing Nurses

For early practitioners of nursing, private one-to-one services on a cash basis 

made sense. The traditional source of caregivers, patients’ families, did not pos-

sess the specialized knowledge needed for modern medical care. Furthermore, 

hospitals at the turn of the twentieth century were not yet interested in hiring 

and paying for the nursing staff necessary to deliver the specialized care required 

by advances in modern medicine. Offering private nursing services to individ-

ual patients both at home and in the hospital met the immediate needs of some 

 Conclusion



144	 Nursing the Nation

of the ill and provided graduate nurses a livelihood. The private nursing ser

vices era was at its peak when the idea that citizens had a “right to health care” 

was a foreign concept unaligned with American ideas about individualism and 

free-market enterprises. Most ill individuals did not possess the financial 

resources to afford a product—in this case, nursing services. Not providing every 

patient with a nurse was troubling to the profession but not limiting.

Nurses reaped major advantages from the system. The private duty field 

offered professional nurses one, and in many cases the only, opportunity for 

work. Although private nursing was by no means an ideal occupational field, 

the ability to pick when and where to work bolstered nurses’ sense of indepen

dence and may have assisted nurses to plan working days while meeting famil-

ial responsibilities. The alternative to private duty, employment as staff nurses 

in hospitals, was unpalatable for most private duty nurses. Unlike nurses 

employed by institutions, private duty nurses did not have to manage many of 

the regulations, obligations, and burdens imposed by hospitals. The third-party 

system, in which registries served as a brokerage point for nurses and patients, 

simplified the process of securing cases. Nurses were active participants when 

registries determined fees and hours of work, and had a sense of control over 

their careers. Professional registries sustained nurses in other less tangible ways. 

Associating with a professional group increased the status enjoyed by nurses. 

Registries provided a means of differentiating professional nurses from untrained 

nurse workers, offering a small measure of control over the competition. Nurse 

registrants demonstrated vigorous and enduring loyalty to both private duty and 

the registry system.

Hospitals used the private duty system to their full advantage. Throughout 

the first half of the twentieth century, hospitals remained committed to student-

centered nursing care. Although professing happiness with students as work-

ers, hospitals recognized that some patients either preferred or required more 

expert care. Hospitals relied on the private duty market as a fallback system, a 

way of obtaining a graduate nursing staff for patients willing and able to afford 

private care without the hospital incurring the expense and bother of employ-

ing nurses. Providing these services gave hospitals better reputations and mar-

keting power. Hospitals exerted effective control over the working lives of private 

nurses by requiring the approval of fee schedules and working hours by insti-

tutional boards of directors. This institutional stranglehold maintained tradi-

tional patterns of authority considered essential to effective hospital operations. 

Hospitals themselves became savvy consumers of the registry system and used 

registries as a source of temporary staff nurses. In the late 1930s and early 1940s, 

many nurses considered to be staff nurses most likely were private duty nurses 
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working on a per diem basis. This arrangement allowed hospitals to continue 

to avoid employing permanent staff and sustaining associated expenses, such 

as pensions. Registries also verified that nurses possessed the necessary educa-

tional preparation and work background for safe care, sparing hospitals the 

necessity to do so.

Physicians actively supported the private duty system. For their hospital-

ized patients, private duty nurses provided more expert care than that given by 

students. The availability of a group of graduate nurses who could closely mon-

itor patients’ conditions and proficiently and safely carry out treatments per-

mitted physicians to apply more complex patient therapeutics and procedures 

demanded by advances in medical care. The inclusion of doctors in decisions 

regarding nurses’ fees and working conditions allowed them to influence nurses’ 

work and was a source of physician power. Even so, physicians expressed 

ambivalence toward private practice nurses. The high expense of private nurs-

ing limited such care to those with the means to pay the fees. Many patients 

deemed by doctors to need nurses went without close nursing observation. Dif-

ficulties in securing nurses for patients strained physician-nurse relationships. 

Physicians, frustrated that not all patients could afford or obtain graduate nurses, 

sought to establish a cheaper solution. Less-trained nurses promised to both 

lower the cost to patients and be potentially easier to control than the profes-

sional nurse group.

The lack of an alternative or substitute system that would both ensure care 

for patients and jobs for graduate nurses assured private duty’s survival, at least 

for the first half of the twentieth century. Even so, private duty nursing was 

a field with significant liabilities. The inherently high cost of delivering a per-

sonal, intensive, professional service limited the patients served to the wealthy 

few. Most patients were untouched by private duty nurses. Professional nursing 

recognized this problem and worked hard to invent strategies to overcome finan-

cial barriers to private nursing care. Diversifying the delivery of private duty 

care as a means of opening up the field to more customers held promise for 

private duty growth. However, alternative schemes to broaden access to tradi-

tional private duty failed to capture a larger share of the market or much sup-

port from professional groups. The main method through which demand for 

nurse services increased resulted from the campaign for shorter working hours. 

The standardized schedule spread work among more nurses, and it succeeded 

in lowering the unit cost of services rendered, which led to a significant increase 

in requests for private nursing services.

Shorter work hours did not represent the sole factor driving up demand for 

professional nurse services. By the 1930s, hospitals, reconciled to hiring greater 
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numbers of nursing staff, became major consumers of nursing services. An 

increase in hospital utilization, the result of hospital insurance plans, added to 

the need for a stable staff. The health care needs of the armed forces during 

World War II further heightened demand. By the early 1940s, professional nurs-

ing entered into a lengthy period in which cries of nurse shortages drowned 

out previous complaints that too many nurses existed. Registries failed to keep 

pace with higher demand for services. Rates of unfilled requests for nurses 

soared.

The inability to supply sufficient nurses to meet demand was the most 

prominent and abysmal failure of the private duty system and spelled doom for 

it as a permanent system for nurse distribution. The nurse educational system, 

instead, proved to be a prolific supplier of professional nurses. The increase in 

the number of nurses over the first half of the twentieth century was the most 

remarkable characteristic of the profession. Even so, increasing the number of 

nurses failed to make a dent in repeated nurse shortages and created the ironic 

situation wherein no matter how many nurses the system produced, the nation 

never had enough.

Unable to depend on the private duty field for an adequate supply of gradu

ate nurses, nurse-poor hospitals resorted to other means of obtaining staff. 

Hospitals discovered they could easily hire nurses on either a temporary or 

permanent basis without registry help. They found that using a differentiated 

nursing staff composed of several different types of nurse workers met the need 

for employees and decreased their reliance on private practitioners. Hospital 

success in doing so allowed them to employ many less-trained, cheaper work-

ers and fewer, more expensive, registered nurses. A decreased reliance on pri-

vate practitioners gave the illusion that hospitals had finally adopted a permanent 

nurse staffing model able to meet post–World War II health-care needs.

The passage of mandatory nursing practice acts during the middle of the 

century eased the way for hospitals to vary their employee base and reduce com-

petition between unlicensed and professional nurses. However, hospitals, not 

nurses, used the new licensing system to the best advantage. Mandatory licens-

ing acts both strengthened regulations governing registered nurse practice and 

created a new type of licensed worker, the licensed practical nurse. The acts 

also provided hospitals with greater options in whom they could hire and how 

they could hire them. The state-sponsored system of nurse credentialing for not 

one but two levels of nurses provided institutions with a minimum standard 

with which to evaluate safe practitioners. Moreover, as the licensing system did 

not affect categories of workers below the practical nurse level, hospitals were 
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free to increase employment of unlicensed assistive personnel who were fre-

quently substituted for professional nurse care.

The practice of staffing hospitals with large proportions of auxiliary work-

ers and a smaller number of registered nurses strained the system and threat-

ened patient safety. The increasingly complex care given to post–World War II 

patients required practitioners that were more educated and skilled than licensed 

practical nurses and nurse aides. High demand for private duty nurses, charged 

with caring for very sick patients unable to receive care from a differentiated staff, 

continued into the 1950s. At the same time, the ability of registries to serve as 

a dependable source of nurses declined. Although the number of private duty 

nurses actively working in the field remained relatively stable throughout the 

1950s, too many requests for nurses went unfilled.1 Between 1948 and 1960, the 

rate of calls filled by professional nurse registries on a national level averaged 

70 percent.2 During the same time, the Chicago Nurses Professional Registry was 

filling calls at a dismal rate of 50 percent.3 The Nursing Bureau of District 14’s 

rate was not much higher, averaging 54 percent.4 The Nursing Bureau of Man-

hattan and Bronx’s rate of filled calls plummeted from 59 percent in 1949 to 

45 percent in 1960.5 Historians Julie Fairman and Joan Lynaugh identified the 

extreme difficulty that physicians at Philadelphia’s Hospital of the University 

of Pennsylvania had in obtaining private duty nurses, causing them to devise 

other methods of care delivery, such as intensive care units.6 While profes-

sional registries struggled with an unprecedented demand for nurses, hospitals 

experimented with care models other than private duty to supply nursing care. 

The introduction of intensive care units in the 1950s revolutionized acute health 

care delivery and helped meet hospitals’ obligation for the provision of care. 

All care required by patients, whether routine or highly specialized, became an 

institutional responsibility.7

The employment of a permanent hospital nursing staff solved many prob

lems the private duty system failed to address. Permanent staff members, 

assigned at a hospital’s convenience, were more reliable than intermittently 

hired private workers. Hospital prerogative in assigning staff as needed by insti-

tutional demand eliminated nurses’ tendency to avoid unpopular shifts and 

cases. Dependable reimbursement rates from hospital insurance plans provided 

the financial base necessary for salaries, managing the cost issue. By becoming 

their employer, hospitals solidified their control over nurses’ conditions of work.

Post–World War II nurses tended to more readily accept hospital employ-

ment than did prewar graduates. Smaller percentages of nurses sought work in 

the private duty field. New graduates did not see the private duty field as the 
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proper venue in which to practice. The uncontested substitution of licensed 

practical nurses for registered nurses, which enabled hospitals to solve staff-

ing problems, blurred the distinction between the two groups and lessened the 

value attached to private professional nursing care. By the 1960s, private duty 

nursing faded as a job choice for nurses.

Organizing Nurses’ Work

The private duty system served the dual function of distributing nurses and serv-

ing as a labor market in which nurses established and solidified patterns of 

work. The registry system allowed nurses to negotiate with hospitals over fees, 

working hours, employment conditions, and a miscellany of other factors rele-

vant to their working lives. Nurses were active, if not always successful, par-

ticipants in negotiations regarding employment. The loss of this aspect of the 

private duty market is one that had a profound influence on nursing and is key 

to understanding the way and conditions under which contemporary nurses 

work.

The involvement of local professional nurses’ associations in determining 

conditions of work for private duty nurses was tremendous. Local districts, 

through the sponsorship of professional registries, closely engaged in activities 

that regulated the day-to-day working lives of professional nurses. Participation 

from member nurses varied, but was always in some degree present. Neither 

professional leaders nor working nurses were passive victims in determining 

conditions of work. At times they were less powerful and failed to achieve their 

aims. At other times conflict over goals led to defeat. In several cases, nurses 

succeeded in winning better conditions.

The early work of professional nurse associations in negotiating employ-

ment matters, particularly in setting fees and hours of work, resembled activi-

ties later engaged in by the profession’s bargaining units as nurses sought 

economic security. Registry work served as a training ground for nurses who 

subsequently assumed a greater role in bargaining over conditions of work. 

Although professional participation in collective bargaining activities has 

remained controversial for nurses, negotiating employment matters was an early 

and prominent part of local district association programs.

The success nurses achieved in improving working conditions requires bal-

ancing the result against a private system of nurse employment. District asso-

ciations assumed responsibility for getting nurses to patients and took this on 

as an essential mission of the professional association. By maintaining the reg-

istry system, district associations unwittingly allowed hospitals to avoid hiring 

and paying directly for a permanent nursing staff. A large number of nurses, 
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rejected by hospitals as too expensive and left to compete for the small number 

of patients able to afford nursing services, flooded the market and drove down 

nurses’ incomes.

When hospitals finally did employ nurses in large numbers, they effectively 

hid the nursing costs in patient room-and-board costs they charged to insurers. 

Earlier generations were well aware of the high cost of private nursing care and 

engaged in vigorous debate over ways to lower such costs. Once nursing became 

a part of hospital service, the actual cost to patients was unknown, which 

obscured and devalued a service considered to be essential to modern health 

care.

As a system of nursing care delivery, private duty was expensive, inefficient, 

and wasteful of nursing resources. Despite these disadvantages, private duty 

nursing provides a compelling example of a unique relationship between nurse 

and patient. Private duty nursing was the first and most enduring form of nurs-

ing, in which nurses assumed independent responsibility for the total nursing 

care of their patients. Although other patterns of nursing care delivery have 

attempted to duplicate it, none have succeeded in recapturing the intimate one-

to-one nurse-patient relationship provided by private duty nursing. Private 

duty was a form of nursing for which patients were willing to reach into their 

own pockets and pay cash for care. The willingness of patients to do so for so 

many years stands as a testament to the essential nature of nursing as a critical 

service to modern societies.

Studies on nurses’ work often concentrate on the subordinate position the 

profession has assumed in the health care field. This book recognizes that sta-

tus but offers a perspective of the private duty registry system as a nurse-run, 

women-run business enterprise. This book does not romanticize or aggrandize 

the role taken by those who operated registries. They remained accountable to 

and too frequently constrained by other groups of men as part of their daily 

work. However, it does acknowledge a little-known episode in nursing history: 

nurses operated viable business organizations that sold nursing services to the 

public and experienced a degree of success. The professional nurse registry sys-

tem continued to supply nurses for private care well after private duty nursing 

went into eclipse. The registries investigated in this book remained in opera-

tion until the early 1980s, when dwindling membership and financial problems 

led to their closure. For over seventy years professional registries were a major 

distribution center of registered nurses. Their story is an intriguing part of Amer-

ican nursing history and demands attention as an example of women-run 

enterprise in the business of employing or seeking employment for large num-

bers of predominantly women workers.
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This book is concerned with a field in which the vast majority of workers 

are women. Unraveling the evolution of nurses’ work contributes to a better 

understanding of the larger labor history of women’s work; it expands our knowl-

edge of how nurses shaped their work in general by exploring nurse employ-

ment on a local, micro level. It discloses the workings of the labor market in 

which earlier generations of nurses began to practice.

The premise of this book is that supplying sufficient professional nurses to 

meet American health-care needs remained a persistent problem throughout the 

twentieth century to the present day. Investigating the reasons why nurse distri-

bution proved to be so unpredictable and undependable for previous genera-

tions suggests areas of interest for those involved in delivering contemporary 

nursing care. In particular, today’s policy makers need to be well aware of the 

critical influence two characteristics of nursing have on the supply of nurses: 

First, nurses require satisfactory working conditions. Second, nursing care is a 

very expensive commodity.

Both these statements should appear to be obvious. Yet, there has simulta

neously existed a history of inattention and denial of these factors. Those 

involved in obtaining nursing services seemed to give little recognition to the 

relationship between working conditions and nurse employment. Hospitals, 

physicians, and registry officials acknowledged that when nurses did not like a 

job, they did not work. Nurses refused cases when the patient was inconveniently 

located, when the hours were too long or unpopular, or when the demands of 

the case or position were too high. Hospitals, by virtue of their authority over 

nurses’ work situation, were in a powerful position to help institute strategies 

that gave nurses less choice while motivating them to take undesirable cases or 

work. Better compensation, more flexible scheduling, fringe benefits, and insti-

tutional support of nurses’ work might have served as motivating factors. There 

seems to be little evidence that institutions considered this to be a valuable 

course of action. Instead, hospitals used more manipulative and forceful tech-

niques to make nurses work. And when those failed, hospitals resorted to hir-

ing less-trained, easier-to-control workers.

This history presents a cautionary tale for those involved in present-day 

nurse distribution. Relying on less-trained workers is no longer a viable option 

for the medically complicated patients cared for in contemporary health-care 

settings. The supply of registered nurses available for and willing to work con-

tinues to vary considerably. Rumors are surfacing that a new nurse shortage 

may be soon approaching. As a large number of baby-boomer nurses age and 

begin retiring, hospitals and other health-care agencies may find themselves 
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unprepared to meet future nursing demand. Meeting the nursing needs of the 

population requires reconsideration of how to immeasurably improve nursing 

as an occupation. Nursing has always been a satisfying, ennobling career that 

provides numerous intangible benefits. Nurses need to receive equally satisfy-

ing concrete rewards.

How to pay for those tangible rewards continues to perplex the American 

health-care system. The individualistic, cash-based private duty system high-

lighted the cost issue. However, private duty nursing resisted efforts at cost 

reduction. Focusing on lower costs missed an important point. Professional 

nursing care has been, is now, and most likely always will be expensive. The 

critical problem to be solved may not be how to reduce costs but rather how to 

arrange the financing of nursing care in the first place.

When private duty nursing originated, health care in the United States 

existed as a predominantly private effort of voluntary agencies. Financial respon-

sibility for care rested with the individual patient, who either paid cash for 

services or relied on the charitable instincts of others. Private duty nursing fit 

neatly into this scheme. Private nurses served those who had disposable income 

to spend on health care. Despite efforts to expand services and claims by pro-

fessional organizations that all ill individuals deserved professional nursing 

care, registered nurses strictly divided their work between those who could pay 

and those who could not; this was not dissimilar to how hospitals and other 

health-care agencies divided patients.

By the 1930s, cracks in the pay/nonpay patients categories appeared. The 

expansion of health insurance plans opened up private hospital care to a larger 

patient population. Former ward patients suddenly found that as paying cus-

tomers they were welcome in semiprivate rooms. The increased demand for 

nurses caused by the surge in insurance plans eliminated underemployment 

problems and changed the nurse distribution model to address the needs of the 

sick public. Allocating nurses based on financial status no longer seemed logi-

cal. Government entry into the health-care field through the Medicare and Med-

icaid programs continued the process. As health care became more and more a 

public responsibility, private nursing became less and less credible as a model 

of distribution and work.

In 1963 the surgeon general’s report on nursing, Toward Quality in Nurs­

ing, called for greater government involvement in meeting the nursing needs of 

the country. The report recommended increased government funding for nurs-

ing education, practice, and research to meet future needs.8 It downplayed the 

role private duty nursing would play in future health-care systems. Noting that 
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the number of private practitioners had decreased over the years, the report 

anticipated little growth in the private duty labor market, forecasting instead 

an immense need for nurses employed in acute care institutions.9

This stand was consistent with trends in health care evident by the 1960s. 

Using the patient’s ability to pay as a criterion for care delivery became unac-

ceptable when medical need, not income, was deemed a worthier factor. This 

perspective assumed cost sharing throughout the larger population and expected 

the government to be a willing partner in meeting those costs. It did not, of 

course, allow for the growing reluctance of the government to pay for the run-

away health-care expenses of the 1970s and 1980s and could not foresee the 

more recent drive to rein in those costs. The American health-care system has 

vacillated between providing more and more expensive health services and rec-

ognizing that unlimited care carries a staggering price. Paying the price of nurs-

ing services contributes to this tension and remains an issue in search of a 

solution.

I am completing this book after the 2016 presidential election and seven 

years after the passage of the revolutionary Affordable Care Act (ACA). As of 

this writing, it remains unclear how the ACA will survive, as the Republican 

Party remains committed to a repeal plan with a murky strategy for replacement. 

Much of the discussion on replacement of the ACA revolves around the greater 

involvement of the free market in deciding who should pay for health insur-

ance. There are also questions about how much and for what type of coverage 

consumers should pay. With these issues are continued concerns about the 

diminishing expectations of the care patients will receive because of reduced 

regulatory processes intended to standardize care and ensure that all patients 

receive some bare minimum of services. The unraveling of the health-care sys-

tem as we know it opens discussions on privatization schemes aimed at Medi-

care and the Veterans Administration. Proponents of such ideas believe firmly, 

with scant evidence to back up their claims, that a private free-market system 

of health-care delivery is the answer to the nation’s health-care ills. As no 

double-blind study exists that would provide the evidence base to select one 

system over another, proponents of free-market solutions ask for blind trust with 

no proof.

History offers, and in fact becomes, a critical form of inquiry to use in plan-

ning future policy initiatives. The private duty nurse system delivers a prime 

and clear example of how the delivery of care took place in an entirely free-

market approach. When the system reigned, patients who wanted a nurse and 

could afford to pay for one received a nurse; those who could not afford a nurse 

did not. As this book demonstrates, such a system carried with it serious 
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liabilities and more often than not failed to deliver on either of its promises: a 

nurse for every patient and a job for every nurse. Moreover, when national cri-

ses hit, such as during World War II, the free market barely managed to avoid a 

complete breakdown of hospital services until the federal government stepped 

in with financial support. Free-market principles work exceedingly well in 

many instances, but their utility in health care has garnered mixed results. The 

question I began this book with was “Why does the United States never seem to 

have enough nurses?” I now contend that Americans should contemplate and 

consider the history of the nurse labor force as one example of how privatiza-

tion can go wrong. My hope is that our next question is not “Why does the 

nation never seem to have a health-care system that can deliver enough care to 

its citizens?” Rather, we should be asking how we can effectively provide care 

and how much care is enough.
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Appendix

Table A.1. 
Membership of the Committee on the Grading of Nursing Schools

William Darrach, MD, chair
May Ayres Burgess, director
Mary M. Roberts, RN, consultant

Members:
National League of Nursing Education
American Nurses’ Association
National Organization for Public Health Nursing
American Medical Association
American College of Surgeons
American Hospital Association
American Public Health Association

Members at large:
Frances Payne Bolton, prominent citizen of Cleveland, Ohio
Sister Domitilla, director, St. Mary’s Training School
Henry Suzzallo, PhD, trustee, Carnegie Foundation
Samuel Capen, PhD, chancellor, University of Buffalo
Edward A. Fitzpatrick, PhD, dean, graduate school, Marquette University
W. W. Charters, PhD, professor, University of Chicago
Nathan B. Van Etten, MD, general practitioner

Source: May Ayres Burgess, ed. Nurses, Patients, and Pocketbooks (New York: Committee 
on the Grading of Nursing Schools, 1928).
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and their decades-long friendships.
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