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Introduction
DIANNE DODD AND DEBORAH GORHAM

This collection of articles on women and health care in Canada from
the 1880s to the present, which grew out of the 1991 University of
Ottawa Hannah Lecture Series, contributes to an understanding of the
complex role women have played in the history of health care, as
workers and as consumers.

Until quite recently, much of the historiography on gender and
health care accepted the gendered medical hierarchy, which conflated
medicine with the physician’s role alone, and either ignored or subordi-
nated the experience of nurses and other health care workers. Histo-
rians have focussed on mainstream medicine’s promotion of a
maternalist ideology! that confined women to the private sphere, while
enhancing medical authority over an ever growing medical domain,
much of it affecting women as patients.2 As well, historians have shown
that the physicians’ view of women’s role in society and the family
profoundly affected the treatment and diagnosis of disease among
women patients.? The pioneering role of early women doctors,* who
managed to break through the barriers to become professionals, has
also engaged the interest of historians.

More recently historical focus has shifted to women’s agency in
attempting to redefine the boundaries of medical practice by negoti-
ating with physicians and public health authorities for medical improve-
ments designed to ensure the health and safety of women and
children.? This collection contributes to and expands on this new
approach by examining women as nurses, as patients, and as members
of laywomen’s organizations. Medical professionalization with its atten-
dant risks and benefits, and its frightening but liberating medical tech-
nology, knowledge, and methods, is seen here as neither a total defeat
for women, nor an unqualified triumph. Although the ideology of medi-
cine in the late nineteenth and early twentieth centuries stressed a
gendered division of labour in which highly paid prestigious and auton-
omous male physicans “cured,” while poorly paid and subordinate
female nurses “cared” for patients,® women successfully built a profes-
sional niche for themselves in health care. This role was built upon an
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older tradition that did not separate, or hierarchically order, curing and
caring. Occasionally as pioneer women physicians, but more commonly
as a professionalized model of the traditional nurse, women offered
health services to other women and children.

Less well known, but equally important, is the long tradition of
laywomen’s active involvement, even leadership, in the medicalization
of childbirth and other areas of concern to women. As the predecessors
of modern public health professionals, middle-class women, through
their charitable activities, brought the message of health care to poor
and isolated women, and in the process helped improve the quality of
care. As well, women’s organizations promoted and supported profes-
sional women health workers in their struggle to define their health
care role.

Women health care workers and their lay allies had a perspective
on health care that differed from the mainstream. As a result, many
worked quietly toward ameliorating the harsher effects of mainstream
medicine’s one-dimensional approach to medicine. Although class,
cthnic and even regional distance often separated women health care
practitioners from the female patients they served, these women implic-
itly challenged mainstream medicine by giving nursing care, midwifery
and prevention a more prominent place. The more vocal and organized
among these women healers demanded greater recognition, autonomy
and even a redefinition of health care, from their male colleagues. Thus
the volume offers confirmation that women’s experience of profession-
alization was and has been fundamentally different from that of men.
Women’s demands, however, were muted and remained largely
unheeded by mainstream medicine.

Nurses as Health Care Professionals

Our emphasis on the history of nursing redresses an imbalance in the
literature that has allowed a scholarly interest in the professionalization
of medicine to obscure a similar trend occuring in nursing. This process
clearly affected a much larger group of women health care workers. The
three contributors who explore nursing history in this volume, Beverly
Boutilier, Meryn Stuart, and Kathryn McPherson offer new perspectives
on modernized, professionalized nursing and its contribution to health
care in Canada. In Canada, as elsewhere, nursing moved out of the
domestic to the public sphere in the nineteenth century. As yet another
aspect of women’s domestic work performed in the home in times of
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illness and/or childbirth, nursing bestowed no particular stature, and
certainly no remuneration. Its domestic roots indeed haunted nursing
as it slowly evolved into a twentieth century profession attempting to
cloak itself in the authority of science. These three papers address, in
different ways, the complex and sometimes contradictory definitions of
the role of the nurse that emerged as nurses realigned and renegotiated
their relationship to a changing medical establishment.

As we see from Boutilier’s paper on the National Council of
Women'’s changing view of nursing, even laywomen reformers were not
immediately friendly to the idea of trained nurses. Worried that the
hospital environment, where nurses trained, would “unsex” middle-class
women, they were also ambivalent about separating nursing from the
more general maternal-domestic role with which they identified.
Merging its concern for providing women with adequate nursing
services in the home, with an impulse to create roles for middle-class
single women in the burgeoning industrial economy, the National
Council of Women endorsed trained nurses in the 1890s and eventually
founded the Victorian Order of Nurses. Ensuing conflict with the
medical profession over the role and definition of “nurses” helped push
the Council to adopt a professional model.

Hindered by a traditional image, and its association with
domestic work, nurses met with considerable obstacles in their efforts
to professionalize. Despite the heavy workload and unusual level of res-
ponsibility imposed on nurses, hospital administrators and physicians
have seldom given them autonomy and recognition as professionals.”
Nowhere is physician hostility to the autonomous nurse more apparent
then in the case of public health nursing, a practice that originated in
the mid-nineteenth century as a service to the sick poor and as an occu-
pation for single, middle-class women. As Stuart points out in her contri-
bution on Ontario’s rural child welfare project in the 1920s, the Ontario
Provincial Board of Health marginalized women in both the clinical and
administrative aspects of its program. They also confined nurses’ public
health role to the promotion of infant welfare alone. This despite the
fact that public health nurses, as cheap, well-trained, and committed
workers were the vanguard of the new public health movement that
emphasized the special power of one woman—the nurse—to teach
mothers about child care.®

It is clear from Stuart’s paper as well as several others in the
collection that in isolated areas public health nurses often did the work
of physicians, particularly in obstetrics. Admonished against suggesting
treatment or diagnosis, even against advancing opinions, these nurses
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were consistently denied the recognition or autonomy they needed to
effectively meet the demands of their work.

Nursing leaders, however, did not openly challenge prevailing
gender norms, which linked nursing with domestic work, and made it
appear as a natural extension of the wife-mother role. Instead they
emphasized womanly self-sacrifice. While this made nursing a less
threatening role for women to assume than that of physician, it also
prevented nurses from assuming the degree of autonomy thought
necessary to professionalism. Indeed many rank and file nurses saw
themselves not as professionals but as workers who had a special
womanly gift for nurture. Many of the tensions that emerged between
trained and untrained nurses, between private-duty nurses and hospital
superintendents, are linked to this ever present conflict between profes-
sional and gender identity.” As Kathryn McPherson describes the day-
to-day reality of most nurses’ working lives in her contribution on the
history of nurses’ work, education and self-identity, it is clear that the
conflicting demands of patients, their families, hospital administrators,
and physicians—many of whom still viewed nurses as servants—did little
to foster a professional ethic.

But McPherson’s central point in her contribution to this volume
is that nurses resisted the many forces intent on defining nursing as
non-professional, domestic labour. McPherson challenges much
previous scholarship on the relationship between nursing and science
and posits that nurses were engaged in a process of redefining nursing
as a profession based, as medicine was, on science. Science was not
compatible with nursing’s traditional values, and further, was often used
as a tool by hospital administrators and physicians to increase “effi-
ciency” in the workplace. Still, McPherson asserts that nurses’ work,
even in the pretechnology era of the 1920s and 1930s was indeed based
on science, and that nurses themselves perceived their work as scientific.
In their struggle to redefine their role, nurses repudiated domestic
expertise as a basis for authority, and adopted the male model of
science. Because nurses’ perception of science offered the prospect of
reintegrating caring and curing, they perhaps redefined science in the
process, McPherson suggests.

The work of Boutilier, Stuart and McPherson reveals that profes-
sionalization in nursing offered middle-class Canadian women a role in
the public sphere with remuneration and some degree of publicly
authorized skill and authority. However, while nurses’ self-identity may
have challenged mainstream medicine, nurses remained subordinate to
physicians, in the hospital, as private duty nurses, and as public health
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nurses. As well, their leaders’ efforts to professionalize were thwarted
by a gender ideology that stressed women’s subordinate role in
society, 10

Yet our contributors also demonstrate that nurses were not as
subservient in reality as in rhetoric. Nurses’ efforts to improve their
status involved the adoption of a rhetoric of professionalism that,
although modified by the ideology of femininity—and therefore funda-
mentally different from male professionalism—placed nursing under
the aegis of science, so essential to modernized medicine.

Mothers, Midwifery and Medicine

The papers in chapters 5 through 7 link together several disparate
themes relating to the evolution of midwifery in Canada. They also offer
differing interpretations. J. T. H. Connor examines the views of male
physicians on midwifery in the nineteenth century; Dianne Dodd’s
paper is concerned with the views of the pioneer Canadian woman
physician Dr. Helen MacMurchy on maternity care; and finally, Denyse
Baillargeon examines the way in which a group of working-class Mont-
real housewives of the 1930s responded to the medicalization of mater-
nity care.

Connor re-examines the conflict between professionalizing
physicians and traditional midwives. Although the “regulars” among the
male physicians organized themselves to oppose competition from folk
healers or “irregulars,"ll including midwives, Connor asserts that the
modernizing medical profession was not monolithic in its opposition to
midwives. He also points out that the Canadian medical profession, like
its American counterpart, was ambivalent toward the very technological
breakthroughs—anaesthesia and forceps!?>—that have been cited as
factors in the demise of the traditional midwife. Finally, he elaborates on
the theme suggested by the telling phrase in his title, “Larger Fish to
Catch Here than Midwives,” and points out the physicians had more
formidable opponents than midwives and that attacks on the status and
legitimacy of the traditional midwife cannot be blamed exclusively on
physicians.

J. T. H. Connor’s research into the views of a number of indi-
vidual nineteenth century physicians offers substantial support for his
statements, and his paper offers an important perspective on the
midwife—physician controversy. However, there are some issues touched
on in the paper that are open to opposing interpretations. While
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Connor makes a good case for the ambivalence of individual physicians
concerning the traditional midwife, his work does not vitiate the central
premise of much recent feminist scholarship concerning the rivalry
between physicians and midwives: namely, that physicians, collectively
and individually, were happy to let the traditional practice of midwifery
die of neglect.’® In Canada—in contrast to Europe—a modernized
midwifery, with formal methods of accreditation, was not allowed to
develop.!* Connor’s distinction between educated and uneducated
midwives must be seen in light of the medical profession’s failure to
endorse any type of formal education for midwives that might rival their
own. Once the profession had established the need for an exclusive and
scientifically based education as a prerequisite for practising medicine,
and had established dominance over obstetrical technologies, it could
assert authority over fields formerly dominated by women without
openly attacking individual women practitioners.!5 Clearly, middle-class
male physicians built on, and exploited class, ethnic and gender advan-
tages, which allowed them superior access to education, and earned
them the sympathetic ear of the state in their licensing struggles.

While male physicians may have taken the lead in discouraging
the practice of traditional midwifery, the newly professionalizing nurses
and women physicians did not themselves champion these premodern
female healers. Instead for the most part they adopted male concep-
tions of professionalism and saw the midwife as a practitioner of low
status and dubious legitimacy.!® Clearly the loss of women’s traditional
medical expertise! ’—and the midwife was undoubtedly the most impor-
tant exemplar of that expertise—must be viewed not only in terms of
loss, but also in terms of women'’s gains as health care professionals.

Such gains certainly accrued to the handful of women who
became physicians. Although medical professionalization initially
ensured the exclusion of women, who by custom and by law were
denied entry into the universities that granted the degree necessary to
practise medicine, it also inadvertantly opened the doors by codifying
the requirements for training. Women physicians such as MacMurchy
drew upon an already established constituency and legitimacy as health
workers, and gained a measure of professional recognition their
domestic predecessors could not have achieved.!® The fact that contem-
porary male practitioners, forced to share their expertise and profes-
sional status,!? perceived women’s entry into the profession not as a
harmless continuation of an older traditional role, but as an intolerable
incursion into male territory, is evidence in itself of the gains made by
women physicians.
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The career of Dr. Helen MacMurchy, the prominent Canadian
public health authority, eugenicist, and educator illustrates that women
physicians, like other women health care workers, often served as a
bridge between the older tradition associated with the now degraded
midwife, and modern professionalized health care roles. Dodd in her
paper focusses on one specific venture in MacMurchy’s career as a
public health physician: her plan to introduce a popular midwifery
guide for women into isolated areas of Canada. Dodd’s textual analysis
of the guide reveals MacMurchy’s deep ambivalence toward women’s
traditional expertise when it came to birthing. On the one hand,
MacMurchy was convinced that medical science would do more to save
mothers and children from preventable deaths than traditional
patterns. On the other hand, she recognized and even respected the
skills that ordinary women could bring to this women’s event.
MacMurchy’s efforts to reduce maternal mortality in rural Canada
encompassed a broader view of healing than most of her male
colleagues would tolerate. Despite her middle-class reform and eugenist
sympathies, and her commitment to medical professionalization,
MacMurchy showed considerably more sympathy with midwifery than
did the male physicians Connor describes.

How did the medicalization of childbirth and other aspects of
women's health affect the health services women patients received?
Some historians contend that the increasing dominance of medicine by
elite male practitioners led to a deterioration in patient care for women.
One thing is apparent from all of these papers, however. The twentieth
century professionalization of medicine,?’ particularly the medicaliza-
tion of childbirth, was not immediately and universally accepted. Both
Meryn Stuart’s examination of a public health nursing project spon-
sored by the Ontario government in the 1920s, and Denyse Baillar-
geon’s analysis of a group of working class Montreal housewives in the
1930s, demonstrate that urban working class women and rural women
did not passively adopt all of the new ways that modern “experts,” male
or female, attempted to impose upon them. Some they rejected and
others they accepted. And, because of their poverty and/or isolation,
some were simply not available to them.

The role of laywomen health reformers as the vital link between
medical professionals and their patients, is an important but neglected
aspect of the history of women and health care in Canada. This
volume’s exploration of women'’s advocacy of health reforms, and their
promotion of the medicalization of child and maternal health high-
lights the origins of public health. Modern bureaucratic structures
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aside, public health is merely a continuation of older folk traditions in
which women played a prominent role. The emphasis on living a
healthy lifestyle, religious commitment in the pre-1920s period, preven-
tion of illness, and the focus on education within the family, make
public health a modern version of women’s visiting.

Several papers in this volume make a significant contribution
toward enlarging our understanding of the role of these voluntary
women. Denyse Baillargeon, for example, shows that laywomen
reformers in Montreal responded to high rates of infant and maternal
mortality by setting up services such as visiting nurses, Les Gouttes de
lait and other charities. It is worthy of note that women pushed the
male-dominated medical profession to adopt such procedures as
prenatal care only after public health nurses, in conjunction with
women reformers, proved their efficacy and popularity. Milk depots
developed into baby clinics,?! and were eventually taken over by provin-
cial and/or municipal authorities.?? As Baillargeon demonstrates,
visiting nurse organizations were so effective that in both Canada and
the United States, a private insurance company adopted the measure in
order to reduce maternal and infant mortality among its policy-
holders.??

Administrative and clinical control over public health was eventu-
ally wrested from voluntary women’s organizations, its unrecognized
pioneers, by male authorities and physicians. As Meryn Stuart points out
in her paper on public health nursing in Ontario, the expansion in
these programs was also accompanied by strict control by male physi-
cians and administrators over women's role as “health teachers.”
Women complied with this medicalization of women’s health, in the
belief that public health would improve national health and give women
a recognized role in health care and society.?*

Receiving substantial backing—emotionally, financially and polit-
ically—from the women's movement, women professionals, particularly
in public health, tried to represent the interests of middle-class women
and indirectly the poor, geographically isolated women they served.
They were not entirely successful. Physicians such as MacMurchy who
became missionaries in underdeveloped countries, or public health
workers, took the message of medicalization to the poor and isolated.
They used their position as white upper middle-class professionals to
overcome the disadvantages they suffered as women. Indeed their focus
on professionalization denigrated traditional domestic and maternal
skills, and displaced the “untrained” midwife and working-class hospital
nurse. Indeed, the whole nursing movement was based on the replace-
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ment of working-class “domestic drudges” with “gentlewomen” of
middle-class origins. Public health nurses who were thought to require
tact and diplomacy, were often of upperclass origins. Stuart’s public
health nurses clearly held class and ethnic loyalties that put them at a
distance both from their women patients and from the rural doctors
with whom they worked and whose education was not, they thought, of
the highest quality.

The middle-class urban notion of health that these women
sought to disseminate among the poor and isolated is examined
through these papers. For example, the information Denyse Baillargeon
gathered through her use of oral history offers the opportunity to
compare the vision of women health reformers and professionals with
those of working class recipients of their services. Recent historical work
has examined women’s ambivalent attitude toward the services that
modernized medicine could offer them during childbirth. Women may
have perceived losses as birthing was transformed from a woman-
controlled social event into a male-dominated medical emergency with
a vast array of obstetrical interventions, and a change of location from
home to hospital. Physicians, no doubt, did wish to appropriate control
over maternity in order to justify their expanding ambitions in obstetrics
and gynaecology and even pediatrics, but it is nonetheless true that
women actively sought greater safety and comfort in childbirth. As
Judith Leavitt has pointed out, high maternal mortality rates made tradi-
tional childbirth an event that women universally feared.2®

These fears are poignantly expressed in MacMurchy's Supplement,
and in Baillargeon’s evocation of the reactions of individual Montreal
housewives in the 1930s. Although their mothers had used them, a fear
of maternal mortality caused many of Baillargeon’s respondents to shun
midwives in favour of male physicians as birth attendants. On the other
hand, these working-class mothers were often hostile toward male prac-
titioners whose competence they questioned, and expressed a greater
appreciation for the services of visiting nurses. Baillargeon’s paper thus
suggests that women found the strictly medical approach insufficient,
viewing maternity services in ways more closely resembling that of
nurses and public health physicians than private medical practitioners.
Nonetheless it is also clear that the working-class mothers did not share
all the views of public health nurses, in particular they questioned their
faith in breastfeeding as a panacea for infant mortality and morbidity.

In the Canadian context, any discussion of social medicine must
take into account the factor of geographic isolation, a subtext that runs
through several of the papers. It is especially important in light of the
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midwifery and maternal mortality campaigns. As both Dodd’s and
Boutilier’s papers show, middle-class women tried to provide Canadian
outpost mothers with either nursing services, or alternative medical
services such as midwives. Through their campaigns, which won them
the active hostility of the medical profession, women reformers pointed
out the stark contradictions in the public health message. The emerging
medical system advocated increased medical consultations while
narrowing the definition of an acceptable medical practitioner.
However, in a country where the availability of recognized medical
expertise was severely restricted by cost, distance and professional
rivalry, inequities resulted.

Women Physicians

At the time that they first gained admission to the profession the small
number of women who became physicians in Canada in the late nine-
teenth and early twentieth century often adopted a strategy of adapting
the ideology of femininity to their professional aspirations. Like nurses,
many women physicians claimed to provide a more caring, natural and
non-interventionist approach to medicine®® and to serve the special
needs of women and children.?’ This strategy gave women a foot in the
door. However, it also served to divert attention away from the reality of
discrimination that women faced as physicians and continued to face
throughout the twentieth century.

In the concluding paper in this volume, Deborah Gorham ana-
lyses aspects of women’s experience as physicians in training and in
practice during the second half of the twentieth century. She is espe-
cially concerned with raising questions about the recent decisive
increase in the numbers of women physicians in Canada. Now that
women physicians are “no longer an invisible minority,” what will the
increase mean, she asks, for the women themselves, and for the practice
of medicine?

At the turn of the century women such as MacMurchy were rele-
gated to the margins of medicine and confined to areas pertaining to
women and children. Gorham suggests that even today sex segregation
is a factor in the medical profession. Women gravitate toward family
practice, pediatrics, and obstetrics and gynecology, while men continue
to dominate such prestigious specialties as surgery and biomedical engi-
neering. Women physicians still encounter role conflict in juggling
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domestic and career demands. As well, Gorham points out, women
physicians must struggle to balance conflicting norms for feminine
behaviour on the one hand, and masculine professionalism on the
other. In this regard, Gorham presents a perspective on the meaning of
professionalism and its relationship to gender that differs in significant
respects from that of other contributors to this volume, most notably
McPherson and Stuart. In their work on nursing, they stress the efforts
of nurses to feminize professionalization, whereas Gorham maintains
that modern professionalization has been and continues to be so closely
linked to modern conceptions of masculinity that it will take more than
muted reforms to break those links and develop genuinely gender-free,
egalitarian concepts of skill and achievement.

On the issue of women physicians’ possibly greater capacity for
caring,?® Gorham maintains that any stress on feminine virtue, espe-
cially given an identification of science and technology with masculinity,
will only reinforce women’s marginal status within the profession. And,
as long as medical ethics continue to accord greater value to an increas-
ingly technologized view of curing than to caring, the hope that women
will change medicine is surely futile.

Gorham's paper also points to the fact that the recent increase in
the numbers of women entering the field of medicine, like the earlier
increase of the late nineteenth century, has been fuelled by (or at least
coincident with) a rise in the strength of the women’s movement. The
recent success that midwives have achieved in their struggle to gain
recognition from legislators and government health care planners, to
which Gorham briefly alludes, also owes much to the women’s move-
ment. Clearly, the history of women and health care reveals meaningful
links between health reform and feminism. But will continued pressure
for health reform from women’s groups result in an increase in the
status of caring, as opposed to curing? Will the newly transformed
professionalizing midwives in Ontario, for example, be able to trans-
form obstetrical care? These are questions that remain as yet unre-
solved.

Conclusion

As health care consumers, as lay reformers and as health care workers,
women have been ambivalent about the modernization of medicine
throughout the period with which this volume is concerned. On the one
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hand, they actively sought the improvements to health and safety that
new medical science could bring to women and children. As well,
middle-class women struggled to build a professional role for them-
selves as nurses, doctors and lay health reformers. Initially basing their
claim to such work on an older tradition in which healing was part of
women's domestic role, they were forced to repudiate that tradition in
favour of a professionalized model. Only by doing so could they achieve
recognition within the modern health care system.

Nevertheless, women health care workers continued to define
their role in significantly different ways from the men who controlled
the system, and to voice their own demands for recognition and for a
degree of autonomy as health care professionals in their own right.
Although they accepted and perhaps even reinforced prevailing gender
norms, as well as class and racial prejudices, they also attempted to
soften the harsher effects of male medical dominance. By voicing the
demands of women patients for greater emphasis on caring and preven-
tion rather than curing alone, professional women articulated a health
reform agenda within the health care system, albeit in a constrained
fashion.

The essays in this collection demonstrate that the history of
women and healing in Canada must be seen neither as a simple story in
which science and technology brought progress to women, nor as a
story of the oppression of women by an inhuman, unfeeling medical
profession. Not only has health care remained wider than medicine,
even as it has modernized, women themselves have had agency during
the process of modernization. And as women they have often succeeded
in redefining aspects of health care affecting women, in spite of their
own limitations and the limitations imposed upon them by barriers of
race, class and sex.
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Helpers or Heroines?
The National Council of Women,
Nursing, and “Woman’s Work” in

Late Victorian Canada
BEVERLY BOUTILIER

In 1905, the Canadian-born nursing reformer Isabelle Hampton Robb
lamented that the “good nurses do in hospitals is now unquestioned,
but outside the hospital the trained nurse is still regarded as a not alto-
gether unmixed blessing.” At the root of the problem, she suggested,
was the public’s failure to distinguish between the professional, modern
nurse and her old-fashioned competitor, “the well-meaning, enthusi-
astic, but untaught amateur.”! One group of Canadians who did grasp
the difference between these two classes of nurses was the National
Council of Women of Canada. In the early 1900s, the National Council
of Women adopted the registration of trained nurses as one of its many
reform concerns. In the trained nurse, the women of the National
Council saw reflected a measure of themselves. Like many of them, the
trained nurse was middle-class, educated, and perhaps most impor-
tantly, a full-time care giver.2 Moreover, the popular association of
trained nursing with the middle-class social ideals of efficiency, order,
and cleanliness made these new professional women the natural allies of
the many National Council affiliates engaged in organized charity and
moral uplift among the “deserving” urban poor.

The National Council of Women'’s decision to ally itself with
professional nursing in the 1900s marked the culmination of its decade-
long struggle to reconcile two competing constructions of “woman’s
work,” one trained, remunerative, and professional, and the other
domestic, voluntary, and evangelical. From its inception in 1893, the
National Council defined “woman’s work” as the moral and spiritual
guardianship of society, and asserted that women’s traditional responsi-
bility for homemaking and motherhood accounted for the growing
social influence of Victorian women. As a result, during the 1890s, the
National Council responded to the self-conscious professionalism of
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North American nursing leaders with a predictable degree of ambiva-
lence. While its members looked upon the development of trained
hospital nursing as confirmation of the importance of “woman'’s
sphere,” they were initially reluctant to accord middle-class nurses the
kind of professional status claimed by male-dominated occupations such
as medicine and law. Instead, sacred images of trained nursing as an
“avocation” and “refuge” for women who chose to serve a higher master
than man dominated their initial deliberations on the subject.

This kind of sentimental imagery complemented Council
women’s own sense of responsibility for the physical and spiritual
welfare of their less affluent urban neighbours. Evangelical sentiment
permeated the benevolent nursing enterprises sponsored by societies
federated with the National Council in the last decade of the nineteenth
century. In general, Council women carefully distinguished between the
work of trained nurses and the act of nursing itself. While they acknowl-
edged that only women specially trained in hospitals should be engaged
professionally as nurses in well-to-do households, many evangelical
women within the National Council believed that any woman called to
God’s service could nurse among the poor. For members of affiliated
societies like the Order of King's Daughters and the Toronto Nursing-at-
Home Mission, nursing the sick poor in their own homes was a pecu-
liarly feminine form of social service. Whether calling their workers
“friendly visitors” as in the case of the King’s Daughters or “missionary
nurses,” these evangelical women hoped that their organized nursing
work would not only bring middle-class standards of physical care and
hygiene into the houscholds of the urban poor, but spread the transfor-
mative influence of the gospel as well. In this way, both bodies and souls
would be “saved” in the poor neighbourhoods of urban Canada.

The National Council’s decision to found a national district
nursing order in the latter half of the decade ultimately forced its
members to confront the limitations of defining the work of middle-
class women solely in domestic and voluntary terms. Although Council
women discussed nursing extensively, they paid very little attention to
the needs of trained nurses themselves until Lady Ishbel Aberdeen, the
British social reformer and Canadian social leader who presided over
the Council between 1893 and 1898, founded the Victorian Order of
Nurses for Canada in 1897. For an organization wary of public notoriety,
the experience of founding and defending a controversial institution
such as the Victorian Order proved a crucible of sorts for the National
Council. The fierce campaign mounted by the organized medical
profession and by segments of the popular press against the Council’s
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initial proposal to establish a “Victorian Order of Home Helpers"—
whose members would be skilled birthing attendants but not necessarily
trained nurses by Canadian standards—took Council women by surprise
and forced them to concede that the question of who nursed was as
important as the act of nursing itself. The persistence of medical opposi-
tion to the reformulated “Victorian Order of Nurses,” a district nursing
institution to which only trained hospital nurses would be admitted,
fully awakened Council women to the need for a definition of female
professionalism that would neither undermine their own status as volun-
tary workers nor impede the expertise of trained nurses as a group.

This study considers the National Council’s discussion of nursing
and the advent of the “modern” trained nurse at its annual meetings in
the 1890s. The first part explores Council women’s use of conventional
middle-class domestic ideology to define and delimit the meaning of
trained hospital nursing in the early 1890s. The second part explores
the class and gender assumptions inherent in the distinction made by
some Council women between the work of trained nurses and the act of
nursing as an expression of evangelical sentiment. The third part
outlines the terms of the maternal welfare scheme sponsored by the
National Council in 1897, and considers its reasons for employing
“home helpers” rather than trained nurses to safeguard the lives of
childbearing women in the Canadian Northwest. And finally, the fourth
part considers the Victorian Order controversy and its impact on the
National Council’s domestic construction of nursing at decade’s end.

The “Modern Nurse”

The education, social bearing, and financial independence of the
“modern” nurse marked her as a new kind of woman worker. She was
middle-class, and though she might work from necessity, she might also
work from choice.? For most of the nineteenth century, however,
nursing had been a form of domestic service undertaken in well-to-do
homes and in urban charity hospitals by working-class women of varying
degrees of social “respectability.” The handful of nursing schools estab-
lished in Canada during the 1870s and 1880s attracted a small number
of middle-class students and public attention, but it was not until the
1890s—when over thirty established and newly constructed hospitals
opened training schools—that nursing was widely accepted as an occu-
pation suitable for Canadian women of the middle classes.? Despite the
growing popularity of trained nursing in this and subsequent decades,
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the perception that nursing was a natural feminine calling and that
nurses, trained or otherwise, were domestic workers persisted. The
medical profession’s representation of trained nurses as subordinate
helpmeets, and hospital reformers’ exploitation of them as symbols of
middle-class domesticity, merely reinforced the popular image of
nursing as a specialized department of female domestic labour.

During the 1890s nursing reformers began a concerted effort to
distance the work of nursing from its association with domestic labour
by identifying themselves and other graduates of “recognized” hospital
training schools as “professional” workers. In North America, this
impulse led to the formation of the American Society for Superintend-
ents of Training Schools for Nurses in 1893, to which sixteen superin-
tendents of Canadian hospital schools belonged by 1899.5 Using the
medical profession as their model, these nursing elites attempted, first,
to raise the educational calibre of nurses and prevent overcrowding by
lobbying hospitals to implement a standard three-year nursing curric-
ulum; second, to rationalize nursing practice by forging a set of recog-
nizable nursing skills; and third, to evolve a code of ethics that would
clearly identify public well-being with an exclusionary and hierarchical
model of nursing professionalization. These reforms were designed to
legitimate trained nursing as a form of paid work for middle-class
women, on the one hand, and to imbue its practitioners with an occupa-
tional status commensurate with both their social rank and their
medical role as “handmaids to science,” on the other.®

Trained nurses were not the only middle-class “women workers”
to organize in the 1890s. Like organized nurses, most of the women who
joined the National Council of Women of Canada after 1893 also repre-
sented themselves as workers. But unlike nurses, who shared an
acknowledged occupational identity that was forged by a common insti-
tutional training and publicly valorized by wages, the work of National
Council women was intuitive and voluntary, and its value asserted rather
than formally recognized. The work identity of National Council
members derived from their assimilation of conventional ideas about
women'’s responsibility for the home and family life. The evangelical
sense of mission that underlay the social work of so many National
Council affiliates and individuals during the 1890s further defined
womanhood itself as a special and morally suasive force within the
public sphere. At the first annual meeting of the National Council in
1894, Lady Aberdeen asked her audience,

how can we best describe this woman'’s mission in a word? Can we not
describe it as “mothering” in one sense or another? We are not all called
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upon to be mothers of little children, but every woman is called upon to
“mother” in some way or another; and it is impossible to be in this
country, even for a little while, and not be impressed with a sense of what
a great work of “mothering” is in a special sense committed to the
women of Canada.

This special, “grand women’s mission” to mother permeated the
National Council’s reform program and was regarded by Council
members as the source of organized women'’s public, as well as private,
authority. As a common definition of purpose, it embodied Council
women'’s equation of homemaking with nation building, and cast their
organization as a “new opportunity which he affords us of being fellow-
workers with Him for all that makes for righteousness.””

Coming of age in an industrializing and urbanizing society
increasingly driven by waged labour and specialized knowledge, during
its first few years the National Council eagerly appropriated the
language of the paid labour market to redefine the household as a place
of business and women’s traditional domestic duties and benevolent
activities as work. In this way, organized middle-class women entered the
social sphere as skilled workers, armed with expert knowledge about the
needs of the home circle and ready to shield it from the threats and
temptations of the outside world. As a selfstyled “representative” body
of women workers, the National Council’s special mission was to those
women and children too weakened by poverty, disease, or moral trans-
gression to help themselves. The missionary watchword, “woman’s work
for woman,” guided the National Council’s reform initiatives and
defined a feminine work ethic built upon the cultural designation of
women as the moral and spiritual guardians of society. From the view-
point of the National Council, then, “woman’s work,” both in the home
and in the community, was obligatory, and hence non-remunerative. It
was also vocational, infusing the duties of womanhood, and particularly
of motherhood, with moral and evangelical purpose. And, most impor-
tantly, its skills were those of domesticity, and as such, they were the
exclusive purview of women.

Viewed through this ideological lens, the care of the sick was
construed by Council women as both the private and the public respon-
sibility of women. At their annual meeting in 1894, National Council
delegates gathered to consider the question of “Women’s Work in
Connection with the Sick.” The first speaker, Miss Agnes V. Harris of the
Hamilton Local Council of Women,® sketched the development of
hospital nursing as an “avocation” for middle-class women and explored
its relationship to a domestic and non-remunerative construction of
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woman’s work. No longer a degraded occupation reserved for working-
class women, nursing was now “a field of labor at once honorable and
remunerative.” The burgeoning crop of hospitals offering instruction in
nursing accounted for the elevated status of hospital nurses, according
to Harris, and explained the recent and “remarkable” transformation of
the public’s attitude toward nursing as an occupation for middle-class
women. Trained to bring the skills of domesticity to the work of science,
Harris argued that the “modern trained nurse” was

peculiarly an end of the century production, certified, armed cap-a-pie
with technical knowledge, the handmaid and valued assistant of the
great corps of workers who labor tirelessly in the interests of humanity
and science when the healthy public is sleeping.

“The necessities of the modern physician,” then, had “created
the modern nurse.” Harris most fully expressed her approval of this new
breed of woman worker by contrasting her with that archetypal mid-
Victorian nurse, Sairy Gamp. “No greater contrast can be conceived,”
she asserted, “than the type presented by Charles Dickens in his delinea-
tion of Sairy Gamp, the typical nurse of his time.”®

But training alone did not make a good nurse. The personal
qualities of nurses themselves were equally important. Just as the
drunkeness and disobedience implicit in the image of Sairy Gamp were
meant to convey the socially degraded status of the untrained work-
house nurse, the wide range of feminine virtues attributed to the
trained modern nurse were meant both to signify the social elevation of
nursing work and to suggest the improved moral calibre of the women
undertaking it. Only those women fully conversant with the intuitive
skills of womanhood would be good nurses. It must be understood,
Harris reminded her audience, that while the training school could
teach the student how to learn and profit from “the ever varying experi-
ences that unfold themselves as she advances in her profession,” only a
fully developed feminine character would ensure success. “[A]s physi-
cians too well know, there is the trained incompetent as well as the
trained competent nurse, for tact and sympathy, and an intuitive sense
of how to do the right thing at the right time, are natural gifts that
cannot be learned in a training school.” In essence, the requirements of
the “ideal nurse” were those of the ideal woman, whose personal quali-
ties, Harris suggested, were summed up in a few lines by Wordsworth:
“The reason firm, the temperate will, / Endurance, strength and skill; /
A perfect woman, nobly planned, / To warn, to comfort and command.”
This was not “an impossible combination of virtues,” Harris assured
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delegates, for there were already “such women, both in hospital wards
and outside them, and truly they make glad the waste places of the
earth.”10

This representation of the ideal nurse as a “perfect woman, nobly
planned” underscored the ambivalence of National Council women
toward hospital nursing as a source of income for women of their own
social class during the early 1890s. The apparent disparity between a
traditional construction of nursing as a feminine domestic duty and its
reconstruction as an “honorable and remunerative” occupation was a
potentially troublesome one, for it threatened to erode the very founda-
tion upon which Council women'’s identity was built. Echoing contem-
porary attitudes about the cyclical nature of women’s paid work, Harris
suggested that, for some, nursing might prove to be a temporary occu-
pation before marriage. A woman'’s early retirement from paid work
would in no way diminish the value of her professional training,
however: “Even if the nurse only followed the calling for a brief period,
it would have a tendency to broaden her sympathies and increase her
capacities for usefulness in her own home and among her own circle of
friends.” Because the path travelled by nurses was an arduous one that
severely tested the strength of their characters, Harris cautioned her
audience that only exceptional women should undertake the “avocation
of the modern professional nurse,” and only after giving the implica-
tions of their choice “serious consideration.” A willingness to take
charge of the care of strangers would in particular test the depth of her
calling, for “tasks that are considered a labour of love in the home
circle, become repugnant when undertaken for strangers, and only the
strong persevere to the end, the strong in mind as well as body.”!!

Although Harris described hospital nursing as a profession and
referred to trained nurses as professionals, she used these terms not to
suggest the similarity of men’s and women’s work, but to assert its differ-
ence. As a masculine construct, professionalism privileged education,
public service, and self-fulfilment as the pillars of an elite occupational
identity founded on the cultural and remunerative vaiue of men’s work.
On a functional level, Harris used the term profession both to denote
paid work appropriate for the “certified” daughters of professional fami-
lies and to signal nurses’ subscription to a corporate ethic of service. Yet
here any similarity between male and female professional work ended.
Culturally, women’s work was predicated upon the value of personal
rather than public service, and upon the unpaid, reproductive work of
mothering rather than the waged work of male breadwinners. Accord-
ingly, the religious and domestic construction of nursing as a “calling”
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advanced by Harris rejected remuneration as the cornerstone of a
female professional identity. While hospital training had “had the
tendency to elevate the calling [of nursing] almost to the dignity of a
profession,” Harris argued that the work of nurses belonged not to the
“commercial world” of monetary exchange but to the “world of higher
human effort.” Nursing was thus not principally a livelthood for those
motivated by the “spur of necessity.” It was a “refuge from sad memo-
ries” and a sanctuary for “bruised hearts” who sought solace “in caring
for those more unfortunate than themselves.”!?

In contrast to masculine professional ideology, which rational-
ized paid work as a form of public service, the vocational construction of
nursing articulated by Harris expressed an ideal of womanly service
undergirded by self-forgetfulness and personal self-sacrifice.!3
According to Harris, this feminine notion of service was most fully actu-
ated by the nursing sisterhoods of the Catholic Church. “To-day, as in
the past, their deeds are ‘speaking deeds,” wrought without desire for
the approbation of the world, yet, crowned with the imperishable
beauty of conscious self-sacrifice.” Their seclusion from the distractions
of domestic life, and their training in “habits of self-repression and
unquestioning obedience,” eminently fit Catholic sisters for the “duty”
of nursing, for these circumstances enabled them “to labor for the love
of their profession and not for the emolument connected with it.” Yet
Harris’s conflation of the traditional nursing sister with the ideal
modern nurse was more figurative than literal. The nursing sister’s
disavowal of worldly goods and rewards, her spiritual vocation to serve,
and her self-forgetfulness reveal less about nursing sisters themselves
than about organized women’s idealization of modern nursing as a
secular calling for women of their own social class.

As the only institutional model of female social service tradition-
ally known to women of the “respectable” classes,'* such a comparison
simultaneously enhanced the status of hospital nursing and emphasized
the strength of its ties to a domestic and religious construction of
women'’s work. Thus while training of some sort was now required to
master the work of nursing, only those exceptional women who
eschewed domestic happiness, whether by design or by default, would
choose to spend their lives “in deeds of direct beneficence” as nurses.
Harris acknowledged that most middle-class women were not willing to
travel “the rugged path of duty” followed by the modern nurse. But this
did not mean that there was a lack of sympathy between trained nurses
and the women workers of the National Council, and she urged dele-
gates “to give earnest thought and practical aid to this noble calling.”
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“[A]s women,” she concluded, “the work belongs especially to us. Let us
show ourselves worthy of the trust.” !5

Nurses and Nursing

Trained nurses had no clear voice within the National Council of
Women during the early 1890s. Two groups of trained nurses, the
Trained Nurses’ Association of the Kingston General Hospital and the
Hamilton Society of Trained Nurses, affiliated with the National Council
in 1895 and 1896 respectively but their representatives did not take an
active part in any of the Council’s early deliberations on the subject of
nursing.!® In general, trained nurses pursued an alternative reform
agenda within their own organizations during the 1890s. Aside from the
American Society of Superintendents of Training Schools for Nurses,
which limited its membership to nursing educators from large general
hospitals, during the 1890s trained nurses in Canada and the United
States began to forge the local links that eventually resulted in the
formation of national organizations such as the Nurses Associated
Alumnae Associations of the United States and Canada in 1896 and the
Canadian National Association of Trained Nurses in 1908. Local nursing
societies and hospital alumnae associations addressed, in varying
degrees, the problems and issues specific to the work of trained nurses,
and offered isolated graduate nurses engaged in private practice the
kind of occupational identity and sororal associations they had enjoyed
as students in their hospital schools.!”

The relationship of trained nurses to National Council workers
was also explored in some detail by Council women in 1894. Mrs.
Hodgins of Toronto attempted to marry a traditional construction of
nursing as “woman’s work” to the emergence of trained nursing as a
skilled branch of modern medicine. Hodgins applauded the trained
nurse as a positive development in elite health care, and enthused that
“the new era has brought all that is most desirable in a nurse to our
bedside.” Tracing the broad strokes of Harris’s portrait of the hospital
nurse, she observed that “hundreds of noble and unselfish women of
education and refinement have devoted their lives to the profession of
nursing.” This unique combination of personal and professional qualifi-
cations gave “thoroughly trained and efficient nurses” a role as crucial
as that played by physicians in the care of the sick: “the doctors will tell
us, that honestly speaking in nine cases out of ten the patient owes
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everything, sometimes even life itself to their gentle and intelligent

care.”18

The development of this skilled band of workers did not relieve
laywomen of their obligation to superintend the health care of their
own families, however. The “professional skill” of a trained nurse made
her an indispensable addition to the middle-class sickroom, but in times
of emergency a trained nurse was not always on hand. While previously
experience alone had prepared a2 woman to nurse her own family,
Hodgins asserted that the specialized knowledge of the modern health
care professions now precluded such a casual approach to nursing, and
advised her audience that “a certain amount of training” was now
required. A course of St. John Ambulance first aid lectures would equip
laywomen to meet most emergencies and teach them to appreciate “the
thousand and one little things” done by trained nurses to mitigate the
suffering and soothe the pain of their patients.

Just as Harris had used the image of the Catholic sisterhood to
illuminate a religious construction of trained nursing, Hodgins used the
image of trained nurses to empower middle-class laywomen as skilled
workers. Like other National Council commentators in the 1890s,
Hodgins equated systematic training with skill; in turn, skill imbued an
occupation with respectability and the worker who performed it with a
recognizable vocation. As one Council member observed, “A vocation
that requires no systematical or recognized training is not likely to be
regarded as very high or respectable, or have an honored place in the
field of labor.”!® Emergency training, despite its cursory nature, would
give middle-class laywomen the authority to redefine themselves as
skilled nurses within the confines of their own homes. Although she was
careful to articulate a clear division of responsibility between “amateur”
and “professional” nurses, Hodgins implied that the difference between
the two groups of workers was more a matter of degree than of kind.

A quick, light hand, a firm though tender touch, and a cheerful and
decided manner, are worth everything to a nurse, whether amateur or
professional, and these are possible to all, but like the perfect rose or
stately lily require and repay careful cultivation.2?

Thus while only the professional nurse would make the kind of
personal sacrifice required of her vocation, both amateur and profes-
sional nurses, when tested, possessed the presence of mind and self-
forgetfulness that trained workers needed to apply their knowledge
effectively and skilfully.?!
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While Hodgins’s paper suggests the extent to which trained
nurses had become a fixture in the homes of the middle and upper
middle classes, their services remained largely inaccessible to working-
class families, except in urban charity hospitals. Many late Victorian
social reformers nevertheless regarded trained nursing as the ideal anti-
dote for the growing physical and spiritual degradation they perceived
among the industrial urban poor. Beginning in the 1850s, English
nursing reformers like William Rathbone and Florence Nightingale
pioneered a system of urban home care known as district nursing, which
they promoted as a specialized department within the new middle-class
discipline of hospital nursing.??

Evangelical sentiment informed the efforts of trained district
nursing advocates like Nightingale and Rathbone, as well as the practice
of many of the earliest district nurses. Nightingale argued that frained
district nurses would introduce order, cleanliness, and fresh air into the
homes of the poor. As “health missionaries,” they would help eradicate
the environmental causes of poverty by teaching the poor the basic prin-
ciples of sanitation and hygiene.?? Throughout the latter half of the
nineteenth century, however, the phrase “nursing the poor in their own
homes” assumed many different meanings. Charitable societies, city
missions, and churches in Great Britain and in many American cities
employed a variety of women to nurse among the poor. Nightingale
deplored the tendency of many charities and missions to offer the sick
poor material relief rather than good nursing, and she was especially
critical of organizations like the Raynard Biblewomen, whose
“missionary nurses,” she charged, were better equipped with theological
knowledge than with nursing skill. But, while the methods of district
and missionary nursing advocates differed, the ultimate purpose of their
work was the same: the creation of the Kingdom of God on earth.2*

At the National Council of Women'’s Conference in 1894, Eliza-
beth M. Tilley of the London Local Council of Women,? outlined two
schemes by which local councils might take up the work of nursing.
Tilley argued that an organized service to nurse the poor in their own
homes was urgently needed. As the Dominion Secretary of the Order of
King's Daughters, an “interdominational religious organization” whose
members laboured in witness to Christ, Tilley assumed that the needs of
the sick poor were spiritual as well as physical in nature.?®

It is a problem that constantly comes before the minds of the women
who go in and out of the homes of the brothers and sisters who have not
much of this world’s goods. In times of sickness, while not being cases
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for hospital treatment, they are in need of proper care, medicine and
nourishment.2’

Like many of her contemporaries, Tilley regarded nursing the
sick poor as a branch of organized charity. In this sense, nursing the sick
poor in their own homes was an extension of the kind of “friendly
visiting” work undertaken by middle-class women’s groups like the
Order of King’s Daughters, whose members offered themselves “for
service, in personal and friendly visitation among the poor, regarding
those they visit as friends and neighbors.”?® By extending the hand of
personal friendship across class lines, friendly visitors hoped to incul-
cate the cthic of self-help among the needy poor and, in the case of
overtly evangelical groups like the King’s Daughters, to sow the seeds of
religion in previously untilled soil. %

But what constituted “proper care” and who was qualified to give
it? The most “efficient” method of meeting the health needs of the sick
poor, Tilley suggested, was to enlist the services of “a corps of trained
nurses” whose members, in tandem with a diet and medical dispensary,
would care for the poor. Her “vision” included the erection of a nurses’
home, “a centre where they could be found, and from which they would
go forth to the homes of the sick poor to nurse and carry nourishment.”
The latter would be prepared by “those in charge of the home,” a Board
of Women. While the skill of trained nurses was clearly acknowledged in
this scheme, their authority as “woman workers” was not. The hierar-
chical relationship foreseen by Tilley between the home’s female board
of management and its nursing staff privileged the “efficiency” of orga-
nized middle-class women, not that of their paid agent, the trained
middle-class nurse.

A second, less efficient, but also less expensive scheme would
establish a diet and medical dispensary, along with a central information
bureau for “women who are willing and able to nurse” among the sick
poor. Although Tilley suggested that the only difference between this
plan and her initial suggestion was the absence of a nurses’ home and
its consequent expense, more was at stake than she implied. Without
the formalization of their authority within an institutional framework
like a Home, organized laywomen would likely lose control of the
venture, The establishment of a medical dispensary depended upon the
“generosity” of medical men, not the will of organized women. Similarly,
as free agents within a medicalized authority structure, trained nurses
themselves would no longer be required to labour under the supervi-
sion of a hierarchy of laywomen.3°
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Tilley suggested that the absence of a corps of trained women to
nurse among the poor constituted an “emergency.” The same circum-
stance that made the amateur nurse described by Hodgins necessary in
the family circle thus also compelled some laywomen to care for
strangers in the social circle. Although Tilley sought to provide the poor
with the same kind of trained nursing care to which members of her
own class were becoming accustomed, she also regarded a member’s
willingness to nurse among the sick poor as a measure of her assimila-
tion of the Order’s motto, “Not to be ministered unto, but to minister.”
In this sense, nursing the poor in their own homes was the duty of all
women called to God’s service.3! A laywoman’s willingness to give phys-
ical care to strangers was widely interpreted as a concrete expression of
spiritual grace and of individual responsibility “to The King, Our Lord
and Saviour Jesus Christ"—the avowed object of the Order.?? Unlike
Hodgins, however, Tilley did not refer to her workers as nurses; this
designation was clearly reserved for the graduates of hospital schools to
whom the King’s Daughters turned for advice and training.3® But for
evangelical women like Tilley, the skill or proficiency of the women who
volunteered to nurse the poor was not the principal concern. It was
hoped that nursing the poor in their own homes would offer them spiri-
tual solace as well as physical relief. Caring for both “the souls and
bodies of our fellow creatures” was, Tilley informed the Council, the
singular purpose of the Order. Tilley described for her audience the
steps taken by London-area “circles” of the King’s Daughters to meet the
medical needs of their less fortunate neighbours. Helping poor women
and children was the principal focus of their efforts. Some circles, which
varied in size from six to onwards of twenty women, lent parturient
women maternity bags, which provided “all articles needed by mother
and infant, including sheets, pillow cases and towels,” and visited them
daily until they were able to care for themselves. Another very large
circle “composed mostly of working girls,” engaged in night nursing
among the poor. Tilley praised the willingness of these “sisters” to sacri-
fice their own interests in the care of others. This, in her estimation,
marked them as true students of Christ:

In their desire to help their fellow creatures in the name of Christ, they
were willing to take two days of hard, steady work in the factory or shop
without a night between for sleep, the night being given to nurse the
sick. All honor to these dear sisters who were willing to make personal
sacrifice to carry out their Master’s teachings. “Bear ye one another’s
burdens and so fulfil the law of Christ.”
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Tilley’s narration of another episode implied that the nursing
labour of the King’s Daughters revealed more than the spiritual grace of
its workers; it was also a means of evangelizing among the sick poor and
their families. Tilley recounted the efforts of yet another circle to “save”
a woman suffering from consumption and neglect, whose brood of
small children was too young to care for her or tend to the upkeep of
her house. Although the pair of King’s Daughters sent to the house
found “a scene of dirt and confusion,” their daily visits soon restored
order and cleanliness, and gave the woman physical as well as spiritual
relief:

For three weeks they gave several hours each morning to teaching and
directing the children how to do the work, often doing a good deal of it
themselves. They cared for the sick woman and made nourishment for
her, and after attending to her bodily wants one or the other would sit
down and read God’s Word to her, thus providing food for her soul.

The impact of this care was spiritually transformative, Tilley
declared. “The woman’s husband, who was a sceptic, told the doctor
with tears in his eyes of all the loving care shown to his dying wife, and
added, ‘I'll say no more against Christians.”3*

Another missionary nursing service, the Nursing-at-Home
Mission of Toronto, was briefly affiliated with the National Council of
Women at mid-decade.35 According to Mrs. Helliwell, a mission worker
who attended the annual meeting of the National Council in 1894, the
Nursing-at-Home Mission employed “trained nurses capable of giving
most efficient care to women.”3® Her use of the adjective “trained”
brings into relief the variable meanings attributed to the term “trained
nurse” during the 1890s, and indeed in subsequent decades.3? Although
Mission nurses were reputedly trained “in the latest ideas of nursing,”
they did not receive the kind of training advocated by nursing leaders
who joined the American Society of Superintendents after 1893.
Instead, after passing a two-month probationary period and completing
a further one-year and ten-month apprenticeship—which included a
course of medical lectures in the “rudiments of obstetrical, medical and
surgical nursing”—they were examined and awarded the diploma of the
Nursing Mission Training School. In contrast to “recognized” hospital
training schools, which were increasingly concerned with the educa-
tional and social backgrounds of pupil nurses, the principal qualifica-
tions for prospective Mission nurses were spiritual:
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No one will be accepted as a nurse unless she is an earnest, evangelical
Christian, and is seeking to enter the service in order to glorify the Lord
Jesus Christ, and with a view to leading souls to Him through ministering
to the bodies of the sick whom she visits.

It was hoped that their peculiar combination of training and spir-
itual resolve would counter the unsanitary conditions that bred the
ignorance, crime, and vice that managers of the Mission associated with
the poorer homes of Toronto.3®

In common with the King’s Daughters, Helliwell noted that the
Nursing-at-Home Mission ministered “to the souls as well as to the
bodies of these poor people.”® To the homes of the “sinful, sick and
sorrowing” Mission nurses brought with them “the message of a loving
Saviour whose heart was ever filled with compassion and love.” Mission
supporters likewise believed that nursing the sick poor in their own
homes would exert a potentially transformative influence over their
lives: “However much of the dark side of life is secen in the work, there
are yet many bright spots, where the kindly influence of a kindly nurse
has led to right thinking and right doing. Who can estimate the far-
reaching influence of kind words and deeds done in the name of the
Master?”4? As Helliwell told her co-workers in the National Council,
many of the homes in which the light of Christ had been ignited by
nurses “could have [been] reached in no other way.”*! This comment
underscores the ancillary status of nurses themselves in the world view
of the women who founded the nursing service. Theirs was primarily a
mission of spiritual relief; the nurses whom they hired and trained were
but one means to this wider end.

Helping Heroines

Poor urban dwellers were not the only beneficiaries of the National
Council of Women’s considerable charitable and spiritual resources in
the 1890s. Just as local 