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KEY FINDINGS
Concerns about a nurse shortage did not lead to higher wages. 
• Over the late 1990s and into 2000, nurses’ pay did not increase at all, although some hospitals had already 

begun worrying about a nurse shortage in 1997. 

• When wages fi nally began to rise, nurses responded promptly—hospitals added 186,500 nurses between 2001 
and 2003.

• Instead of competing for nurses by increasing pay, hospitals often turn to a combination of overworking (through 
mandatory overtime), contingent workers, understaffi ng, and one-time hiring bonuses to meet staffi ng needs.

Inadequate staffi ng undermines patient care.
• The quality of patient care suffers when cost-cutting staffi ng practices reduce nurse/patient ratios.

Most analyses of the nurse workforce overlook the critical link between pay 
and nurse supply.
• Of 49 recent analyses of the nurse workforce, only 11 proposed increasing wages in order to attract more 

nurses.

• However, a report from the U.S. Government Accountability Offi ce cited “inadequate staffi ng, heavy workloads, 
the increased use of overtime, a lack of suffi cient support staff, and the adequacy of wages” as key factors in the 
emerging nurse shortage.

• The link between wages and the number of workers seeking jobs—which most economists view as the key driver 
in labor markets—is too often overlooked when it comes to nurses.

Unions raise nurses’ pay and improve staffi ng ratios.
• Nurses who are union members enjoy a 13 percent wage boost.

• Nurses’ wages are higher in cities with a stronger union presence—for both union members and nurses who are 
not in unions.

• Nurse/patient ratios are 18 percent higher in the most unionized cities as compared to cities with the lowest 
levels of nurse unionization.

Every year, our hospitals need more registered nurses. 
Between 2004 and 2014, more than 1.2 million nursing 
positions will become open, either to meet the growing 

demand for medical care or to replace nurses who retire or 
leave the fi eld. Hospital administrators are voicing concerns 
about a nurse shortage—some are even declaring a crisis 
in nurse staffi ng. Nurses themselves are increasingly worried 
about the impact of understaffi ng on the quality of patient care. 

This report looks in detail at trends in nurse employment and 
wages. It focuses on bedside nurses, who work in hospitals, 
since hospitals employ three-fi fths of all registered nurses and 

are the primary health care setting experiencing a nurse short-
age. In particular, the report examines how nurses’ pay and 
working conditions affect hospitals’ ability to meet their staffi ng 
needs. It reviews recent analyses of the nurse workforce, evalu-
ating the policy options offered for solving the nurse shortage. 
And it offers new data analysis exploring the impact of col-
lective bargaining on nurses’ pay. The report concludes with 
recommended practices to ensure both an adequate supply of 
nurses and high-quality patient care through competitive, trans-
parent wage-setting, collective bargaining, and nurse/patient 
ratio standards.

EXECUTIVE SUMMARY
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In 2001, the U.S. Government Accountability Offi ce concluded that poor job satisfaction—including low pay—was the key 
to an emerging nurse shortage. The study described the developing supply issue as one of a shortage of nurses “available 
or willing” to accept employment under currently offered pay and working conditions. Since hospital administrators control 
nurse compensation and the hospital working environment, their workforce problems largely refl ect their own choices about 
pay and staffi ng levels.

Effective solutions to nurse staffi ng concerns
• Increasing pay for nurses is the most direct way to draw both currently qualifi ed and aspir-

ing nurses to hospital employment. Hospitals that choose to offer higher wages are able to attract more 
nurses, leading to more adequate staffi ng and improved patient care.

• Providing nurses a collective voice through unionization raises nurse pay and improves 
patient care.

• Hospitals’ wage-setting practices must be fair, without unlawful collusion among hospitals. 
Anti-trust laws and guidelines should be enforced and, where appropriate, strengthened. Bet-
ter and more transparent data collection on wages and staffi ng (including nurse turnover and the use of temporary and 
contract nurses) would inform more effective policy responses. Whistle-blower protections are needed so nurses can 
raise concerns about wage-setting without fear of retaliation.

• Mandated staffi ng ratios protect quality patient care. 

• Higher pay for nurse faculty will allow expansion of nurse education, ensuring an adequate 
supply of nurses both now and in the future.

• More research and public education are needed to help hospitals, policy-makers, and the 
public understand how nurse pay affects nurses and patients.

The clear picture that emerges from this study is that hospitals can choose fair, competitive wage-setting practices to maintain 
adequate staffi ng levels. Nurse labor supply increases when wages rise, so hospitals can meet their staffi ng needs without 
resorting to excessive use of overtime, fl oating nurses, expensive agency or registry nurses, or understaffi ng. Despite current 
pressures to reduce expenses, hospitals have an opportunity to reap the rewards of improving pay and working conditions, 
enhancing patient outcomes, and ensuring that medical needs are handled 
by competent, compassionate nursing staff. 



6

America’s health care system depends on nurses 
more than any other workers.1 One of every four 
health care workers is a nurse.2 In hospitals, the 

average patient is attended by a nurse for 6.3 hours 
of every day.3 Patients with more acute care needs get 
even more nursing attention—7.8 hours a day.4 The 
level of nurse care affects patients’ recovery, with more 
time from nurses reducing adverse outcomes.5 Ensuring 
appropriate levels of nurse staffi ng is critical for provid-
ing quality patient care.

More and more nurses are needed every year. As our 
population ages, a bigger share has health care needs. 
In addition, consumers are demanding more high-tech 
and discretionary medical services. The U.S. Bureau of 
Labor Statistics predicts that between 2004 and 2014, 
the number of employed nurses will grow by 29 percent, 
from 2.4 million to 3.1 million.6 Nurses as a group are 
also growing older, with many approaching retirement, 
and others will leave nursing work for other jobs. Thus, 
during the 10-year period that started in 2004, more 
than 1.2 million nurses will be needed to fi ll new posi-
tions and replace current workers.7 Both the growth rate 
of nurse positions and the percent increase needed to 
meet hiring demand for nurses are much higher than 
the average for all occupations.

Hospitals, federal and state government agencies, 
nurse unions, consumer groups, and nurses themselves 
are concerned about how our voracious appetite for 
specialized care from nurses can be met. Many hospi-
tal administrators contend that they are now facing a 
nurse shortage situation—even a crisis—with too few 
nurses available to fi ll the current demand. Nurses have 
repeatedly expressed concerns about the impact of 
understaffi ng on patient care.

The current period of inadequate nurse supply is typi-
cally dated to about 1998,8 with the primary evidence 
of a shortage being the vacancy rate for funded nurse 
positions. In 2001, this rate was reported to be 13 per-
cent for hospital nurses.9 Along with unfi lled positions, 
shortages typically also involve higher than normal 
rates of turnover and shorter job spells.

In fact, the nursing profession has a history of recurring 
shortages—going back as far as the early 1900s.10 Some 
experts argue that the problem is not too few nurses, 
but poor working conditions, including inadequate 
wages, which fail to draw available qualifi ed staff or that 
dissuade individuals from training as nurses. 

This report looks in detail at trends in nurse employ-
ment and wages, focusing on hospital nurses. Hospitals 
employ three-fi fths of all working nurses11 and are the 
main health care setting perceiving a nurse shortage.12 
Skill demands and working conditions are different in 
hospitals than in settings such as physicians’ offi ces 
and nursing homes,13 so labor supply and demand is-
sues are unique for hospitals. In addition, restructuring 
of hospital services and health care fi nancing in the last 
25 years has led to drastic deterioration in working con-
ditions for many hospital nurses. As pressures to hold 
down expenditures expand throughout the health care 
system, the employment situation for hospital RNs may 
be a bellwether for the occupation as a whole.

New analysis by the Institute for Women’s Policy Re-
search of data from the U.S. Department of Labor’s Cur-
rent Population Survey confi rms that hospital nurses’ 
wages failed to rise while the hospitals’ nursing short-
age developed and grew. The data analysis also reveals 
wide disparities between the states and among cities 
in hospital nurse wages. One potential explanation for 
wage variation explored in this report is the impact of 
unionization. This report examines what nurses gain by 
joining unions and explores the relationship between 
levels of unionization and overall hospital nurse wages.

This report also analyzes public policy discussions re-
garding the need for and the supply of hospital nurses, 
and the kinds of solutions promoted by different stake-
holders for ensuring that we will have enough qualifi ed 
nurses to meet anticipated health care needs. National 
and state initiatives to increase subsidies for nurse 
education, for example, will only be effective if staffi ng 
problems are actually caused by a shortage of nursing 
students; if low pay or unattractive working conditions 
keep trained nurses out of hospital employment, 

INTRODUCTION

Hospital nurses’ wages failed to rise 
while the hospitals’ nursing shortage developed and grew.
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approaches that directly target wages and working 
conditions are needed. Our goal is to shed light on 
effective, feasible strategies for ensuring an adequate 
short- and long-term supply of these critical health care 
professionals.

The clear picture that emerges from this study is that 
hospitals that choose to follow a “high-road” approach 
to nurse employment enjoy signifi cant benefi ts. Nurse 
labor supply increases when wages are increased, so 
hospitals can meet their staffi ng needs without resort-
ing to excessive use of overtime, fl oating nurses, expen-
sive agency or registry nurses,14 or understaffi ng. This 
allows higher-quality patient care and better patient 
outcomes. Despite pressure to reduce expenses, hospi-
tals have an opportunity to reap the rewards of improv-
ing pay and working conditions, improving patient out-
comes, and ensuring that medical needs are handled by 
competent, compassionate nursing staff.

I. A NEW ERA OF 
NURSE STAFFING
Employment of registered nurses is growing, both in 
absolute terms and as a share of the entire U.S. work-
force. Since 1980, the number of employed nurses has 
nearly doubled, from 1.3 million to 2.5 million.15 (Dur-
ing this period, the workforce as a whole expanded by 
only 43 percent.16) Nurses also represent an increasing 
portion of all workers: 1.3 percent in 1980, 1.6 percent 
in 2004, and a projected 1.9 percent in 2014.17 And the 
number of employed nurses per capita rose from 368 
per 100,000 population in 1970 to 807 in 2000—a 120 
percent increase.18

Despite this continued strong commitment to nursing, 
many health care experts are voicing concern about the 
adequacy of our supply of nurses, both now and for the 
future. Some hospital representatives and industry ana-
lysts argue that it has become too diffi cult to fi ll funded 
nurse positions. They contend that rising demand for 
nurses’ specialized services is outstripping the pool 
of workers joining the profession, especially in light of 
the retirement of currently employed nurses and move-
ment of nurses out of hospitals into other health care 
settings, other industries, or nonemployment. In fact, 

while the U.S. Department of Labor projects that the 
number of employed nurses will increase by more than 
700,000 between 2004 and 2014, it also anticipates that 
1.2 million nurses will be required in order to fi ll both 
new and vacated nurse slots over the course of that de-
cade.19 The very low unemployment rate for experienced 
nurses—1 percent20—indicates that there is a very slim 
margin between the number of individuals qualifi ed for 
nurse work who want that work and employers’ demand 
for nurses. 

Changes in health care delivery 
increase demand and hospital patient acuity

Hospitals have signifi cantly changed their approach to 
health care delivery in recent decades. The 
congressionally mandated prospective payment 
system adopted for Medicare in 1983, under which pro-
viders are paid predetermined amounts based on a cost 
schedule, introduced a new emphasis on cost contain-
ment. When costs exceeded reimbursements, hospitals 
turned to insurance companies for more money, lead-
ing to new efforts by insurers to manage spending by 
controlling care. Spending constraints in the Balanced 
Budget Act of 1997 only increased fi nancial pressures. 
New technological innovations allowed procedures 
formerly restricted to hospital settings to be performed 
more cheaply in out-patient facilities, leaving only 
higher-acuity patients, requiring a higher level of nurse 
care, in hospitals.21 One analyst asserts that “managed 
care turns hospitals into large intensive care units”22 by 
forcing healthier patients into out-of-hospital care. The 
hospital industry also experienced a period of aggres-
sive mergers to reduce costs.

At the same time, the overall demand for health care 
is increasing. Our population is aging, with a growing 
share moving into age groups with higher-than-aver-
age needs for medical services. Consumers are better 
educated about medical practices and more assertive 
in asking for care—especially kinds of care that involve 
intensive support from nurses, such as diagnostic pro-
cedures, surgery, and transplants.23

Changing staffi ng practices erode patient care

When hospitals are unable to hire their desired number 
of nurses for the level of compensation they choose 
to offer, they can reduce the volume of services they 

The U.S. Department of Labor projects between 
2004 and 2014,1.2 million nurses will be 

required in order to fill both new and vacated nurse slots.
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provide, by, for instance, closing beds; allowing longer 
waits for emergency room service, surgery, or other care; 
or not investing in new technologies or capital proj-
ects.24 They also typically turn to four types of staffi ng 
approaches to keep medical care delivery on track.

v Understaffi ng: scheduling too few nurses for the 
predicted workload (i.e., increasing the number of 
patients each nurse must care for). 

v Overworking: extending nurse work schedules, 
through long-hours schedules, mandatory on-call 
scheduling, or mandatory overtime. Overtime is 
more common in facilities with generally lower 
nurse staffi ng levels.25 A survey of New York City 
teaching hospitals found that overtime was used 
more than any other supplemental staffi ng ap-
proach to increase nurse work-hours.26

v Contingent workers: hiring temporary (“per diem”) 
or contract (“agency”) nurses. Over half of acute 
care hospitals use temporary nurses.27

v Bonuses: offering one-time payments to new 
hires.28 

Where new staffi ng practices reduce the number of 
hours that nurses spend with patients, quality of care 
suffers. Overworking pushes nurses out of hospital jobs 
to physicians’ offi ces and other health care settings 
with better working conditions. Contingent workers 
often lack the specifi c job knowledge that is needed to 
provide optimal care in a high-stress work environment. 
And, while hiring bonuses may attract some nurses, 
they do not address the on-going concerns about wages 
and working conditions of the nurse workforce.

II. ARE THERE 
TOO FEW NURSES?
Recent public discussions about the need for more 
nurses refl ect an assumption that there are not enough 
trained, qualifi ed nurses to provide all the health care 
that they alone can offer. In fact, it is impossible to 
“prove” that there is a shortage of nurses. There is no 
objective measure of how many nurses are needed, nor 
is the level of “need” determined the same way by all 
employers or for all health care situations. The number of 
vacant funded nurse positions is often cited as an indica-
tor of the relationship between nurse supply and de-
mand. However, an employer’s budget for nurse staffi ng 
refl ects its overall fi nancial context, preferences about 
the use of various personnel to augment nurses, and 
expected use of specifi c hospital services. Thus, an an-
nounced vacancy rate for one facility does not necessarily 
mean the same thing about the availability of nurses as 
the same statistic would for another institution. 

In addition, the number of currently employed nurses 
does not count the entire supply of trained nurses: A 
growing number of nurses are employed in jobs out-
side of nursing. Thirty-fi ve percent more nurses worked 
in non-nursing jobs in 2000 than in 1992.29 One in 20 
licensed nurses (5 percent) has chosen a job outside 
nursing.30 And vacancy rates do not reveal other as-
pects of nurse labor supply, such as turnover, that affect 
hospitals’ ability to maintain adequate staffi ng levels. 
Turnover in acute care hospitals averages 21 percent 
nationally.31 

Hospitals’ choices about nurses’ wages and working 
conditions are key to making it easier, or harder, to 
attract and retain qualifi ed staff. If working in an am-
bulatory care setting seems less stressful and more 
satisfying than hospital nursing, hospitals could in-
crease wages to compensate for differences in working 
conditions and draw more nurses into their workforces. 
The same is true for qualifi ed nurses who have elected 
to work outside their fi eld: Better employment offers 
from hospitals would attract some of them back, easing 
hospitals’ hiring crunch. 

Two independent studies from nonpartisan congres-
sional research organizations in 2001 suggested there 
were suffi cient nurses to meet the existing demand, 
although perhaps not at wages offered at that time. The 
U.S. Government Accountability Offi ce (then called the 
U.S. General Accounting Offi ce) found evidence of the 
“emerging shortages of nurses available or willing to fi ll 
some vacant positions,”32 but concluded that data were 
not available to document a general situation of an ab-
solute lack of qualifi ed nurses. The report noted that an 
emerging nurse shortage was caused by job satisfaction 
problems such as “inadequate staffi ng, heavy work-
loads, the increased use of overtime, a lack of suffi cient 
support staff, and the adequacy of wages” and by too 
few workers training as nurses. An analysis of current 
and projected demand for, and supply of, nurses by the 
Congressional Research Service found that, in 1998, 
there were nearly 150,000 more nurses than needed, al-
though mismatches of geography and specialization left 
some employers with fewer nurses than they desired.33 
The report projected that a true shortage would likely 
begin to develop in 2008 or 2009, although changes 
in employer practices, including wage increases and 
improvements to working conditions, and technological 
innovations or staffi ng modifi cations would affect those 
projections. Thus, hospitals themselves play a pivotal 
role in creating, or avoiding, a shortage situation in fi ll-
ing their nursing needs.



9

Lack of capacity limits enrollment 
in nurse training programs

One reason to suspect a shortage may develop is that 
enrollment in and graduation from nurse training 
programs has slowed, and fewer people are sitting for 
nurse licensing exams. Enrollment fell from 270,200 in 
1993 to an estimated 200,000 in 2005.34 The number of 
nurse graduates dropped by 11 percent from the 1993-
1994 academic year to 1997-1998.35 Only 75,000 indi-
viduals took a nurse licensing exam in 2000, down from 
98,000 in 1996.36

A major factor in ensuring an adequate supply of new 
nurses is the limited capacity of current educational 
programs. In 2001, 5,000 qualifi ed applicants were re-
jected from baccalaureate programs because there were 
too few slots for them.37 Nurse training programs face 
the same recruitment problem for faculty as hospitals 
do for staff nurses: unattractively low salaries.38 

Hospitals compete with other health 
care employers to attract and retain nurses

Hospitals have to compete more and more with em-
ployment opportunities for nurses in other settings, 
such as physicians’ offi ces and nursing homes. The ex-
pansion of jobs for nurses outside hospitals is refl ected 
in the decline in the share of nurses working in hospi-
tals—from 68 percent in 1984 to 59 percent in 2000.39 
Some of these jobs have much more attractive working 
conditions than many hospital positions. Physicians’ 
offi ces, for instance, may offer a lower risk of injury and 
more satisfying professional relationships than many 
staff nurses experience in hospitals.40 The fact that 
hospitals have not taken suffi cient measures to improve 
working conditions or offer wages that compensate for 
them explains why the nursing shortage is worse in 
hospitals than elsewhere.41

Hospitals gain from the 
perception of a nurse shortage

Hospital administrators’ self-reported diffi culties in 
maintaining staffi ng levels are frequently echoed as 
evidence of shortages. Their favored solutions tend to 
cluster around expenditures and activities that could be 

underwritten or undertaken by other parties. Typically, 
hospitals recommend government subsidies to expand 
nurse training programs—scholarships for students and 
money for programs. This is a self-interested proposal: 
It transfers the responsibility for ensuring that employ-
ers have an adequate hiring pool to other parties (i.e., 
taxpayers).42 If wages and working conditions in the nurs-
ing profession are not attractive to prospective students, 
however, this approach will fail.

III. NEW ANALYSIS SHOWS 
HOSPITAL NURSES’ WAGES 
REMAINED STAGNANT 
AS HOSPITALS’ HIRING 
PROBLEMS GREW
Hospital nurses’ wages remained fl at for several years 
after hospitals began complaining of a nurse shortage, 
according to new analysis of data from the U.S. Bu-
reau of Labor Statistics’ Current Population Survey by 
the Institute for Women’s Policy Research (Figure 1).43 
Reports that hospitals were having diffi culty attracting 
nurses began to emerge in 1997 and 1998, but nurses’ 
wages were essentially unchanged from 1996 to 2000—
in fact, median hourly wages for hospital RNs were lower 
in 2000 than in 1996. It was not until 2001—after several 
years of hospitals’ inability to draw an adequate num-
ber of nurses—that wages started to rise.

This analysis indicates that more nurses took jobs in 
hospitals as soon as wages began to increase. Employ-
ment levels were relatively fl at from 1996 to 2001, but 
rose in 2002, following the wage increase in 2001. The 
employment growth trend for hospital nurses continued 
in 2003. As wages began to fall in 2004, however, the 
number of nurses working in hospitals also dropped.

Nurse wages vary among local labor markets

Hospital nurses’ wages vary substantially among local 
labor markets. Median hourly wages for hospital nurses 
range from $38.85 in Oakland, Calif., to $19.44, in 
Norfolk, Va. (see  Table 1). Six of the 10 cities with the 

The U.S. Government Accountability Office noted 
that an emerging nurse shortage was caused by job 

satisfaction problems such as “inadequate staffing, 
heavy workloads, the increased use of overtime, a lack 
of sufficient support staff, and the adequacy of wages.”
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highest wages for hospital nurses are in California: Oak-
land, San Francisco, San Jose, and Sacramento, ranked 
fi rst through fourth, respectively; Riverside, ranked 
eighth; and Los Angeles, ranked 10th. The other cities 
in the top 10 are New Haven, Conn. (fi fth), Nassau, N.Y. 
(sixth), Seattle (seventh), and Portland, Ore. (ninth). 
The 10 cities with the lowest nurse wages are (in order 
from 58th to 67th highest) San Antonio, Texas, Louisville, 
Ky., Orlando, Fla., Dayton, Ohio, Syracuse, N.Y., Nash-
ville, Tenn., Albany, N.Y., Rochester, N.Y., Memphis, 
Tenn., and Norfolk, Va.44

At the state level, hospital nurses fare best in Hawaii 
($28.35 an hour), Washington, California, Massachu-
setts, Connecticut, Alaska, Oregon, Minnesota, Nevada, 
and Rhode Island (Appendix B). The 10 states with the 
lowest median hourly wages for hospital nurses are Ala-
bama, Kentucky, Virginia, Wyoming, Mississippi, Ten-
nessee, Iowa, North Dakota, West Virginia, and Arkansas 
($18.26 an hour).

IV. WHAT DETERMINES 
NURSE PAY?
Economists expect supply and demand to determine wages

In the textbook case of competitive labor markets, em-
ployers and workers respond in exactly opposite ways 
to higher wages: More people want to work when wages 
go up, but employers (both individually and as a group) 
want to hire fewer workers, as each additional employee 

becomes more expensive. If employment markets oper-
ated perfectly, according to economic theory, the level 
of employment and prevailing wage at a given moment 
would be determined by supply and demand, the way 
prices and sales are set for goods such as groceries. 
The number of workers on the job and the wage paid to 
them at a given moment would refl ect a compromise 
between employers’ and workers’ needs: The number 
of qualifi ed people willing to work (labor supply) for 
a given wage would equal the number of workers that 
employers want to hire at that wage (labor demand) 
(Figure 2). Employers would like to hire more workers at 
a lower wage, but not enough workers are willing to ac-
cept employment for lower pay. And employers can’t af-
ford to hire more workers than the market equilibrium, 
because additional workers will not generate enough 
revenue to be profi table.

Theoretically, over a suffi ciently long period of time, la-
bor demand and labor supply will even out in a way that 
allows employers to hire the maximum possible num-
ber of workers, at the highest possible wage rate, that 
will provide both the largest profi ts for employers and 
the highest total earnings for workers. When employers 
want more workers than are available at the prevailing 
wage rate (for instance, because consumers want more 
of the goods or services the employers can currently 
offer), employers will have to increase wages, because 
they are already employing as many workers as will ac-
cept the current wage. Workers will respond by gaining 
the expertise and credentials required for the unfi lled 

Source: Institute for Women’s Policy Research analysis of 1996 through 2004 Current Population Survey Outgoing 
Rotation Group fi les.
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positions or, if already qualifi ed, moving from current 
jobs or unemployment to the better-compensated jobs.

How supply and demand affect wages 
in other occupations: The example of pharmacy

The fi eld of pharmacy more closely approximates 
economic theories of wage-setting, while sharing some 
important similarities with nursing. As a health care 
occupation, pharmacy is subject to some of the same 
demand growth and economic pressures as nursing. 
The occupation also has a history of periods of demand 
outstripping the need for workers, dating at least to the 
1950s.45 Employers perceived the start of a new short-
age of pharmacists at the same time that hospitals be-
gan worrying about a nurse shortage—around 199846—
as use of prescription drugs grew. Demand for workers 
in both occupations is fueled in part by the aging of the 
U.S. population, which increases use of health care.

Unlike nursing, however, wages responded very quickly 
to the growing need for pharmacy professionals. From 
1998 to 2000, pharmacists’ incomes increased by 20 per-
cent47—while nurses’ earnings remained fl at. While the 
pharmacy shortage has lessened, salaries rose another 
8.5 percent between 2002 and 2004.48 Training programs 
in pharmacy expanded as the need for more graduates 
became apparent.49 Industry analyses of pharmacists’ 
earnings commonly attribute wage hikes to the short 
supply,50 as if it were natural that wages would rise as 
labor supply tightened. 

One key difference between pharmacists and nurses 
is that fewer than a quarter of pharmacists work for 
hospitals.51 The majority of occupational growth has 
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Figure 2: Theory of Labor Supply and Demand

Table  1.  Best  and  worst MSAs for  hospital  nurses:
 Median hourly wages

Best

 
  

MSA  

Median 
hourly 

wage 
   Oakland, CA  $ 38.85  
San Francisco, CA  33.70  
San Jose, CA 31.77  
Sacramento, CA 31.69  
New Haven- Meriden,  CT  31.67  
Nassau- Suffolk,  NY 30.72  
Seattle-Bellevue-Everett, WA 28.99  
Riverside-San Bernardino,  CA 27.61  
Portland -Vancouver, OR-WA 27.30  
Los  Angeles-Long Beach,  CA 27.27  

Worst

MSA

Median 
hourly 

wage 
    San Antonio, TX $ 21.48  
Louisville, KY 21.27  
Orlando,  FL 21.02  
Dayton-Springfield, OH 20.93  
Syracuse, NY 20.82  
Nashville, TN  20.46  
Albany-Schenectady-Troy, NY 20.40  
Rochester, NY 19.72  
Memphis, TN 19.56  
Norfolk-Virginia Beach-Newport  News,  VA-NC 19.44  

Source: Institute for Women's Policy Research 
analysis of September 1995 through April 2005
Current Population Survey Outgoing Rotation Group files.
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occurred in the retail sector, especially in retail chains.52 
Pharmacists’ wages are higher in retail pharmacy than 
in hospitals.53 The pharmacy profession is not female-
dominated, as nursing is—44 percent of pharmacists 
are women, while 92 percent of registered nurses are.54 
Thus, pharmacists’ wages are not subject to the penalty 
that often accompanies jobs such as nursing that are 
seen as “women’s work.” 55

Education and experience should increase wages

In general, workers who bring more skills and experience 
to the job market should be able to earn more than those 
with less to offer to employers. In nursing, however, ad-
ditional years of experience are poorly rewarded. Wage 
growth is so concentrated in the early years of a nurse’s 
career that earnings after 20 years in the profession are 
only 1 percent to 3 percent higher than those of nurses 
with only fi ve years of experience.56 Nurses with starting 
salaries of $35,000 reach an earnings plateau at $47,000 
and have no more room for earnings growth, especially if 
they stay in direct patient care.57 This kind of wage com-
pression discourages long-term job tenure and makes 
nurses more susceptible to offers to move out of hospi-
tals into other health care settings. 

Extra education should also improve workers’ wages. 
Among workers overall, for instance, those with a college 
education earn 72 percent more than those with only 
a high school degree.58 In nursing, however, there is an 
unusual degree of similarity of earnings, regardless of 
whether nurse training was received through a diploma 
program, an associate degree program, or a four-year 
bachelor degree program.59 In fact, nurses trained in di-
ploma programs earn more than those with a bachelor’s 
degree (nurses in these two groups earn $43,422 and 
$42,972 a year, respectively)—likely because they have 
more years of nursing experience .60 

The fact that the links between education, experience, 
and wages are so weak in nursing suggests that supply 
and demand do not function well in the RN labor market. 

High risks of nursing should garner higher pay

Health care jobs are some of the riskiest in the na-
tion. Hospitals and nursing homes have the highest 
and second-highest rates, respectively, of nonfatal 
workplace injury and illness of all industries.61 Among 
nurses, those in nursing homes and hospitals experi-
ence the highest and second-highest risks, respectively, 
of injury.62 Nurses are vulnerable to latex allergies, 
back injuries, physical assault, blood-borne pathogens, 
and pollution from waste incineration, disinfectants, 
and surgical waste.63 Workers such as nurses who are 
exposed to greater risks on the job should be compen-
sated for the risk associated with their occupation. 

Employment markets are not always effi cient

Many factors can disrupt the idealized supply-and-de-
mand scheme of wage-setting. Employers can make a 
mistake and offer too low a wage, so they are not able 
to hire enough workers to operate at full capacity. Or 
workers may have gotten the wrong kind of training, 
so they are not qualifi ed to accept jobs that employ-
ers want to fi ll. If a local labor market offers very few 
employment opportunities, workers may have to accept 
much lower pay than they would in a more competitive 
market, or be willing to relocate. And other factors, such 
as discrimination, may affect employers’ hiring, pay, and 
promotion decisions, causing ineffi ciencies. 

If there is a shortage, why don’t hospital RN wages 
increase?

As noted above, wages for hospital nurses are not af-
fected by labor demand in the expected manner. Their 
wages remained unchanged for years after hospitals 
began noticing shortages. There are several possible ex-
planations for this rupture of the relationship between 
supply and demand.

Collusion among hospital administrators
Although holding down nurses’ wages can create or 
worsen labor supply problems, hospital administrators 
may perceive lower wages to be in their best interests. 

Nurses with starting salaries of $35,000 reach an 
earnings plateau at $47,000 and have no more 
room for earnings growth, especially if they stay 

in direct patient care. This wage compression 
discourages long-term job tenure and makes nurses 

move out of hospitals into other health care settings. 
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In a market with more than one hospital, however, an 
individual hospital whose wages are lower than its 
competitors will not be able to attract enough nurses. 
In this situation, hospital administrators may choose 
to unlawfully work together to set wages for the entire 
local labor market. When hospitals join together to set 
nurse wages in their communities, normal supply and 
demand processes will not work, and wages will not 
respond appropriately to shortages. 

Employers engaging in this kind of collusive behavior 
regarding wage-setting act much as a monopoly would 
in terms of setting prices for its product: With only 
minimal, or no, competition, wages or prices are set 
unilaterally, rather than through supply-and-demand 
negotiation.64 The potential for cooperative behavior 
among hospitals in a local area has increased with the 
proliferation of hospital mergers, because there are 
fewer individual employers. 

A lawsuit fi led by the U.S. Department of Justice (DOJ) 
in 1994 alleged that hospitals in Utah engaged in ex-
actly this sort of collusive behavior.65 The suit contend-
ed that hospital administrators collaborated in fi xing 
nurse salaries and preventing any hospital from offering 
salaries above the agreed-upon level, even though that 
action would have been likely to alleviate the noncol-
luding hospital’s nurse shortage. Consent decrees 
issued in the suit forbid exchanges of information and 
agreements among hospitals about nurse compensa-
tion.66 Previously, the DOJ had investigated similar 
concerns about wage-setting by hospitals in Connecti-
cut. In 1996, the DOJ and the Federal Trade Commission 
(FTC) issued guidelines to clarify what kinds of wage in-
formation could be shared among employers, and what 
exchanges might be considered collusive. The DOJ and 
FTC retain authority to enforce anti-collusion standards.

Nurse loyalty impedes job mobility
The supply-and-demand model of wage-setting as-
sumes that workers will leave lower-paying jobs and 
accept better ones, either locally or elsewhere. If nurses 
are for some reason reluctant to make this kind of 
transition, employers will feel less pressure to provide 
competitive salaries and working conditions. In fact, 
nurses are inclined to stay within a single local labor 
market for their entire work career,67 so one source of 
job exit—moving to a different city—is dampened in 
this profession.

The gender factor
As a job primarily performed by women, nursing is af-
fected by gender-based bias in pay.68 According to the 
theory of comparable worth, the mere fact that women 
are the main holders of certain jobs leads to their pay 
being unusually low. For example, in a lawsuit fi led by 
nurses in Denver in 1978, the plaintiffs provided statis-
tical evidence that salaries paid by the City of Denver 
were higher in jobs held primarily by men, and lower 
in jobs requiring similar qualifi cations that were fi lled 
mainly by women, such as nursing.69 Analysis of na-
tional-level census data also found that nurse wages 
are held down by the fact that the occupation is female-
dominated.70

V. IGNORING THE OBVIOUS: 
THE IMPORTANCE OF NURSE 
WAGES 
Despite the concerns expressed by hospital administra-
tors since 1997 about the lack of nurses, nurses’ wages 
were fl at from 1989 to 2000.71 It was during this period 
of nurse wage stagnation that worries about the supply 
of nurses began to be articulated. But only in the last 
few years have nurse wages begun to rise.72 As a rule, 
hospitals did not use pay incentives (other than one-
time payments such as signing bonuses) to draw nurses 
from other health care employers to hospitals, or from 
nonemployment into the workforce. For instance, in 
Washington, where employers complained of a lack of 
qualifi ed nurse applicants, only 17 percent of 83 acute 
care hospitals surveyed in 2001 had boosted salaries 
in the previous year to try to attract higher-skill candi-
dates.73 

Nurse workforce analyses ignore the effect 
of pay on nurse labor supply

Numerous state commissions and task forces, industry 
groups, and federal agencies have issued reports on the 
perceived shortage of nurses, looking either at national 
trends and conditions regarding the supply of nurses or 
at individual states’ labor markets for nurses. In these 
publications, perceived shortages are usually explained 
by problems with inadequate training capacity, compet-
ing job opportunities for women outside health care, 

When hospitals join together to set nurse wages in their 
communities, normal supply and demand processes will not 

work, and wages will not respond appropriately to shortages.
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and the lack of a positive public image of nursing as a 
career. For example, a spring 2004 report from the U.S. 
Department of Health and Human Services contends 
that “there is a consensus that any nursing shortage in 
Massachusetts, like elsewhere, is associated with an 
insuffi cient capacity of nurse training programs”.74 
However, the report does not examine or report on 
nurses’ wages—even though one of two Massachusetts nurse 
workforce studies referenced by the Department of Health and 
Human Services specifi cally states that inadequate wages prevent 
adequate staffi ng.75 

When suggesting solutions to the diffi culty hospitals 
seem to experience in employing suffi cient numbers of 
nurses, these analyses typically recommend new public 
subsidies for training,76 or marketing campaigns to 
make nursing seem more attractive. Wages and work-
ing conditions receive scant attention, if any, in the 
majority of these reports. Even when compensation is 
discussed as a key factor discouraging potential workers 
from choosing nursing as a career, lists of policy recom-
mendations often neglect to call for higher wages, more 
generous benefi ts, or improved working conditions.

A review of 49 nursing workforce analyses, by legisla-
tively created bodies, hospital and nurse associations, 
industry and university researchers, and nonprofi t 
organizations, fi nds that only 11 studies, or 22 per-
cent, advocate raising wages in order to attract and 
retain nurses (see Appendix D). Unfortunately, these 
incomplete sources of information, analysis, and policy 
recommendations appear to dominate public policy 
discussions about how a nurse shortage can be solved. 

Research confi rms that higher wages 
increase nurse labor supply

Despite the widespread neglect of wage issues in nurse 
workforce analyses, research published in peer-reviewed 
journals and other professional publications confi rms 
the critical role played by wages in increasing nurse 
labor supply. Nurse supply is expanded, in response to 
wage incentives, primarily through attracting students 
to training programs,77 but also by keeping workers on 
the job78 or encouraging more work hours.79 One study 
estimates that annual wage increases of 3.2 percent to 
3.8 percent would lead to a 6.2 percent growth in gradu-
ation rates from nurse training programs, providing an 
adequate supply of employed nurses by 2020.80 Analy-
sis of recent wages and nurse employment fi nds that 
wage increases in 2002 and 2003 were accompanied by 
signifi cant increases in nurse employment—especially 
among the oldest and youngest cohorts—as well as 
growth in enrollment in training programs.81 Most of the 
job growth was in hospitals. 

Our review of hospital nurses’ wages and employment 
confi rms the relationship between wage hikes and 
employment levels (Figure 1, above). Nurses’ median 
weekly real (infl ation-adjusted) earnings were actu-
ally lower in 2000 than in 1996—that is, they fell over the 
period when hospitals began to experience a shortage. 
The number of nurses working in hospitals was also fl at 
over this period. Wages rose slightly between 2000 and 
2001, climbed more substantially to 2002, and remained 
at the 2002 level in 2003. Hospital nurse employment 
increased, lagging behind wage gains by one year—that 
is, while hospitals delayed increasing nurses’ wages, la-
bor shortages continued; when wages improved, nurses 
moved to fi ll hospital vacancies. 

This is reassuring evidence that hospitals can effectively 
address problems they have in attracting qualifi ed 
nurse personnel by offering better wage inducements. 
Both currently trained nurses and new training program 
enrollment appear to be responsive to wage signals. 

A recent and extensive comparative analysis of nurse la-
bor supply in 19 countries faults employers in the United 
States for underutilizing wage increases when shortages 
are perceived.82 Higher pay would signal that demand 
was beginning to outstrip supply and would draw new 
trainees into the nursing profession. As one expert notes, 
“low supply of nurses may refl ect a low demand—not an 
unmet demand”83—because workers pay to get training 
in fi elds that have attractive job openings. 

Low pay and poor working conditions 
push nurses out of hospitals

The proportion of all nurses who are employed by 
hospitals has been decreasing for the last 20 years.84 
This is partly because structural changes in health care 
delivery have moved many services from hospitals to 
out-patient settings. It is also due in part to nurses’ 
dissatisfaction with working conditions in hospitals. Of 
all health care employment settings, nurse job satisfac-
tion is lowest in nursing homes, and second-lowest in 
hospitals, with one-third (33 percent) of hospital nurses 
reporting that they are dissatisfi ed with their job. Nurse 
educators have the highest job satisfaction, with only 
17 percent dissatisfi ed.85 Older nurses are less satisfi ed 
with their jobs than younger ones.

Many nurses are able to fi nd both higher salaries and 
preferable work schedules in jobs outside nursing. Of 
employed nurses who are not working in nursing, more 
than a third (35 percent) are in positions with higher 
pay.86 Nearly half (46 percent) fi nd the hours better in 
their current work, and a similar share (45 percent) are 
in jobs that are more professionally satisfying.87
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Hospital employment is generally seen as more stress-
ful than other health care settings, and work schedules 
available elsewhere are seen as more attractive.88 Poor 
working conditions, inadequate benefi t plans, and the 
lack of career ladders in hospital nursing also make 
other employment opportunities more attractive.89

VI. STAFFING LEVELS 
MATTER: THE IMPACT ON 
QUALITY OF CARE
Time spent with nurses is intrinsically linked with the 
quality of care hospital patients receive, as measured by 
adverse patient outcomes. Staffi ng issues in general are 
cited as the cause of 24 percent of unexpected nega-
tive patient outcomes (“sentinel events”)—up from 16 
percent in 1998.90 More nursing care per patient short-
ens hospital stays, reduces rates of urinary tract infec-
tions and upper gastrointestinal bleeding in medical 
patients, and lowers rates of death from complications 
in surgical patients,91 while decreasing the occurrence 
of pneumonia in surgical patients.92  

Higher nurse staffi ng 
ratios improve patient outcomes

Increases in the number of full-time-equivalent nurses per 
inpatient day decrease avoidable adverse events, including 
urinary tract infections, pneumonia, and thrombosis after 
major surgery,93 complications following abdominal aortic 
surgery,94 and other nonfatal adverse events in hospital 
settings.95 For intensive care patients, decreased nurse-to-
patient ratios can increase the number of days spent in an 
intensive care unit and lengthen overall hospital stays.96 

Nurse staffi ng ratios are also linked to patient mortality.97 
In fact, each additional patient per registered nurse in a 
hospital increases the likelihood of surgical patient death 
within 30 days of admission by 7 percent,98 and each ad-
ditional nurse per patient day decreases the odds of AIDS 
patient death within 30 days by more than 50 percent.99 

Staff mix matters too

Higher levels of nursing care relative to other hospital 
personnel also augment quality of care, as measured 
by medication errors,100 wound infections,101 patient 
falls,102 lengths of stay, shock, and cardiac arrest.103 For 
instance, a 10 percent increase in nurse work hours as a 
proportion of all hospital nursing staff hours decreases 
the odds of pneumonia by 9.5 percent.104 The propor-
tion of registered nurses in a hospital has also been 
shown to infl uence the chances of patient death.105 

Workload and work schedules
can impede quality care delivery

Other aspects of nurses’ working conditions can also 
hamper their ability to ensure patient safety. Increases 
in the amount of work expected of nurses may create 
more interruptions while providing patient care, a phe-
nomenon considered by health care professionals to 
contribute to medical errors.106 Nurse burnout, attribut-
ed to high workloads and stressful work environments, 
reduces patient satisfaction with care.107

Extended shifts and mandatory overtime can harm 
quality of patient care. The Institute of Medicine found, 
for instance, that longer work hours and fatigue re-
duce nurses’ job functioning.108 The likelihood of error 
increases with longer work hours and with any per-
formance of overtime, regardless of the length of the 
original shift.109 Error likelihood is three times greater 
when shifts exceed 12.5 hours.110 These results are par-
ticularly salient given that full-time hospital staff regis-
tered nurses work an average of 55 minutes longer than 
scheduled each day, and 40 percent of registered nursing 
shifts worked in hospitals exceed 12 hours.111 

Contingent workers can reduce quality of care

Increasing use of contingent workers in nursing health 
care112 and widespread reliance on temporary nursing 
staff113 also threaten the quality of hospital care. Be-
cause temporary workers are far less familiar with their 
hospital’s procedures and staffi ng than 

More nursing care per patient shortens hospital stays, reduces 
infections, and lowers rates of deaths from complications. 
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regular employees, the presence of temporary nurses is 
associated with higher indicators of poor quality of care 
such as medical errors and infections.114

Higher nurse staffi ng levels are cost-effective for hospitals

These fi ndings on the importance of appropriate nurse 
staffi ng have signifi cant fi nancial implications. The 
costs to hospitals of adding nurses may be at least 
partially balanced by savings from fewer adverse patient 
outcomes115 such as nosocomial pneumonia116 or other 
hospital-acquired infections.117 For instance, pneumo-
nia is associated with more than fi ve additional days 
spent in the hospital, an increase in the chance of death 
of approximately 5 percent, and around $25,000 in ad-
ditional costs;118 higher nurse staffi ng levels are associ-
ated with lower rates of postsurgical pneumonia.119 

Because patients receive more care when nurse staffi ng 
levels are higher, patient outcomes are better. Kovner 
and Gergen note that this effect “is good for patients, 
good for a hospital’s reputation, and—depending on 
the cost-effectiveness—may be fi scally good for 
hospitals as well.”120 Thus, while hospitals’ operating 
costs increase when the nurse workforce expands, some 
research suggests that hiring more nurses may not af-
fect hospitals’ profi tability.121 

VII. THE VALUE OF A 
COLLECTIVE VOICE
The fraction of the nurse workforce that is covered by 
union contracts remained steady over the 1990s, at 19 
percent.122 (During this period the unionization rate for 
workers as a whole fell from 18 percent to 15 percent.123) 
Nurses working in hospitals are especially likely to par-
ticipate in unions, as 38 percent of hospitals have union 
contracts.124 Since nurse employment grew substantially 
from 1990 to 2000, the number of nurses benefi ting from 
union representation increased over the decade. 

Joining a union means 
higher wages for hospital nurses

Unions strengthen nurses’ voice in negotiating wage 
and compensation issues with their employers. Accord-
ing to new analysis of Current Population Survey data 
by the Institute for Women’s Policy Research, unioniza-
tion increases hospital nurses’ wages by 13 percent. 
This adds $2.84 an hour to the average hourly wage of 
non-union nurses, giving those who are union members 
an average wage of $25.51.125 

Wages are higher where more nurses join unions

Unions do more than increase wages for their members: 
Wages are higher for all nurses in cities with greater 
levels of unionization. The union density effect is strik-
ing at the level of local labor markets. In 11 cities, more 
than half of hospital nurses are unionized: Buffalo, N.Y., 
San Jose, Calif., Stockton, Calif., New York City, Oakland, 
Calif., San Francisco, Sacramento, Calif., Seattle, Min-
neapolis, and Youngstown, Ohio (Table 2). The average 
wage in these cities is $29.20. The average hospital 
nurse wage in the least unionized cities—Salt Lake 
City, San Antonio, Texas, Tampa, Fla., Dallas, Phoenix, 
Austin, Texas, Birmingham, Ala., Denver, Houston, Al-
lentown, Pa., Memphis, Tenn., Indianapolis, Nashville, 
Tenn., and Louisville, Ky.—is $22.85—a difference of 
$6.34 an hour. Comparing the most and least unionized 
cities, unions add 28 percent to the wages of all hospital 
nurses, not just the ones who join a union.  

Among states, union density varies from a high of 70 
percent in Hawaii to a low of 3 percent in North Caroli-
na (Appendix C). The top 10 states, in order, are Hawaii, 
Washington, Minnesota, New York, Oregon, Alaska, 
Rhode Island, California, Montana, and Massachu-
setts. The 10 states with the lowest levels of hospital 
RN unionization are (ranking 41st through 51st) South 
Dakota, Tennessee, Utah, Virginia, Kansas, Colorado, 
South Carolina, Indiana, Arizona, and North Carolina.

The relationship between unionization and pay can be 
measured statistically. On a scale ranging in absolute 
value from 0 (no relationship) to 1.0 (perfect correla-
tion), across cities, union density and nurse wages vary 
together at the 0.61 level. This shows a strong correla-
tion between the presence of unions and overall wages 
for nurses. 

Unions improve quality of care

Nurse unionization also improves quality of patient 
care. Research has found that mortality rates from acute 
myocardial infarction are lower in unionized hospi-
tals.126 The authors of this report suggest that the pres-
ence of unions may improve morale, job stability, and 
collegial relationships, leading to better patient care. 

Other research suggests that unions may improve qual-
ity of care by increasing nurse staffi ng levels. In the 
cities with the highest rates of nurse unionization, there 
are nearly 20 percent more nurses per patient (adjusting 
for patient acuity), as compared to staffi ng levels in the 
least-unionized cities (Table 2).127
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VIII. ACTION FOR CHANGE: 
POLICY RECOMMENDATIONS
Higher wages and fair negotiation of compensation are 
the keys to solving the hospital nurse shortage. These 
goals are within our reach. While health care spend-
ing costs are a concern to hospitals and consumers 
alike, a 10 percent increase in hospital nurses’ wages 
would cause total health care spending to rise only 1 
percent.128 As this report documents, increasing union 
representation is one sure path to improving compen-
sation. Better and more public data collection will help 
diagnose workforce issues and lead to more effective 
solutions. Corporate responsibility for fair wage-setting 
will allow wages to better refl ect supply and demand. 
Where wages are not fairly determined, the government 
can step in to enforce its existing guidelines.

Other legislative solutions include regulation of mini-
mum nurse-to-patient ratios and subsidies for nurse 
faculty wages to increase nurse education resources. 
Research on comparable worth in nursing can highlight 
ways to overcome gender discrimination. Analysis of 
the impact of nurse staffi ng and wages on public health 
care costs and patient outcomes would also support 
new mobilization around the impact of nurses’ employ-
ment conditions on quality of care. 

Nurse unionization

Nurses with a strong collective voice can restore com-
petition in the labor market and work effectively to 
protect quality of care. Legal protections for fair and 
democratic union organizing elections are essential for 
providing that voice to nurses. 

Nurse wage-setting should 
be free of hospital collusion

Hospitals should agree not to engage in collusive 
behavior that artifi cially reduces nurses’ wages and to 
strictly adhere to U.S. Department of Justice and Federal 
Trade Commission guidelines on information sharing. 
Hospitals should specifi cally pledge not to work in con-
cert with other hospitals to set nurse wages.

Other research suggests that unions may improve quality of care 
by increasing nurse staffing levels. In the cities with the 

highest rates of nurse unionization, there are nearly 20 percent 
more nurses per patient (adjusting for patient acuity), as 
compared to staffing levels in the least-unionized cities.

Table 2. Most and least unionized MSAs for hospital nurses: 
Union density, median hourly wages, and nurse/patient ratios

Most  unionized

MSA
Union 

density

Median 
hourly 
wage

Nurse/ 
Patient

 Ratio

Buffalo-Niagara Falls, NY 78% $23.71 0.81
San Jose, CA 73% 31.77 1.16
Stockton-Lodi, CA 67% 30.68 1.18
Greater New York, NY * 65% 24.70 0.77
Oakland, CA 64% 38.85 1.33
San Francisco, CA 64% 33.70 0.93
Sacramento, CA 62% 31.69 0.96
Seattle-Bellevue-Everett, WA 62% 28.99 0.92
Minneapolis-St. Paul, MN-WI 61% 26.86 1.09
Portland-Vancouver, OR-WA 52% 27.30 1.11
Youngstown-Warren, OH 52% 22.93 0.82

Average 64% $29.20 1.01

Least unionized

MSA
Union 

density

Median 
hourly 
wage

Nurse/ 
Patient 

Ratio

Salt Lake City-Ogden, UT 4% $22.82 0.97
San Antonio, TX 4% 21.48 0.27
Tampa-St. Petersburg-Clearwater, FL 4% 24.15 0.68
Dallas, TX 4% 22.87 1.06
Phoenix-Mesa, AZ 4% 24.70 0.86
Austin-San Marcos, TX 4% 23.11 0.94
Birmingham, AL 3% 22.87 0.88
Denver, CO 3% 24.52 1.19
Houston, TX 3% 25.48 0.81
Allentown-Bethlehem-Easton, PA 3% 23.52 1.02
Memphis, TN 2% 19.56 0.86
Indianapolis, IN 2% 23.03 0.89
Nashville, TN 1% 20.46 0.90
Louisville, KY 1% 21.27 0.61

Average 3% $22.85 0.85

Difference in wages, most highly 
and least unionized

$6.35

Union premium 28%

* This includes an area greater than the fi ve boroughs of New 
York City. Within the fi ve boroughs, the median hourly wage 
was $37.77 in 2005.

Note: The nurse/patient ratio is the number of full-time-equivalent outpatient and inpatient 
nurses in general hospitals as a percentage of the average daily patient census, adjusted for 
the average level of patient acuity.

Source: Institute for Women’s Policy Research analysis of September 1995 through April 
2005 Current Population Survey Outgoing Rotation Group fi les; unpublished Service 
Employees International Union analysis of data from the 2003 American Hospital 
Association’s Annual Survey of Hospitals and the Center for Medicare and Medicaid 
Medicare Cost Reports and Historical Impact Files. The 2005 New York City median 
wage refl ects employer reports submitted in collective bargaining by 26 hospitals in 
the fi ve boroughs of New York City.
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Disclosure on data and wage-setting

Data collected legally by hospitals about nurse vacan-
cies, turnover, and wages should be made public. This 
practice would discourage wage discrimination against 
nurses and allow better public policy development to 
address workforce needs.

Enforcement of existing federal
laws and guidelines

The U.S. Department of Justice and the Federal Trade 
Commission should effectively enforce the antitrust 
laws that protect nurses from potential hospital col-
lusion in wage-setting and should review existing 
guidelines to see that they adequately protect against 
collusive behavior. When appropriate, Congress should 
exercise its oversight responsibilities by conducting in-
vestigations, and state attorneys general should inves-
tigate exchanges of wage information or wage-setting 
agreements that violate existing DOJ/FTC guidelines.

Fair corporate behavior

Hospitals should agree to comprehesive corporate in-
tegrity practices related to wage-setting. These practices 
include:

1. Free speech. Hospitals should rescind any poli-
cies that silence nurses on wage or quality of care 
issues, or discourage them from sharing their wage 
information with other nurses. 

2. Whistleblower protection. Hospitals should agree 
not to retaliate against nurses who speak out about 
hospital practices that unfairly suppress wages or 
reduce the quality of patient care. Federal and state 
statutes should be strengthened to provide stron-
ger protections for workers speaking out about 
wage issues.

Staffi ng ratios

Some policy-makers have taken steps to ensure that 
nurse staffi ng levels are adequate for patient well-being. 
These efforts should be expanded through additional 
state initiatives as well as federal legislation such as 
the Nurse Staffi ng Standards for Patient Safety and Quality 
Care Act of 2005, sponsored by Rep. Janice Schakowsky 
(D-Ill.).

Nurse faculty salaries

Increasing wages for nurse educators would allow ex-
pansion of nurse training capacity so that all qualifi ed 
applicants can pursue education as nurses. Rising nurse 
wages draw students to the fi eld of nursing, but the 
ability to attract and retain suffi cient qualifi ed faculty is 
crucial for allowing nurse supply to naturally adjust to 
increasing demand.

Education regarding comparable worth 
and hospital working conditions

As a traditionally female-dominated occupation, nurs-
ing is affected by discriminatory practices that unfairly 
suppress wages and interfere with supply-and-demand 
functions in wage-setting. State and industry task forces 
should be set up to explore the impact of these prac-
tices and educate hospitals about developing more 
equitable assessments of the work performed by nurses 
and determining fair compensation for that work. Assis-
tance should also be provided to hospitals to improve 
working conditions and better support the delivery of 
high-quality patient care.

Research on public health care 
costs and patient outcomes

Analysis of public policies such as California’s staffi ng 
ratio legislation can provide critical insight into the im-
pact of nurse working conditions on public health care 
costs and patient outcomes.

For most hospital patients, nurses are the human face 
of care. Nurses are asked to contribute more every year 
to our growing health care system. Fair pay can help 
ensure that medical needs are handled adequately and 
compassionately, now and for generations to come. 



19

Data for the Institute for Women’s Policy’s  (IWPR) 
analysis of hospital RNs’ wages and for union density 
among hospital RNs are from the September 1995 
through April 2005 Outgoing Rotation Group fi les of 
the Current Population Survey (ORG). The ORG dataset 
was compiled by the Urban Institute and analysis was 
performed by the Institute for Women’s Policy Re-
search. Only workers aged 18 to 64 who reported their 
occupation as registered nurse and their industry as 
the hospital industry are included. The fi nal sample of 
hospital nurses includes 18,337 observations, 8,269 of 
which contained an MSA (Metropolitan Statistical Area) 
identifi er and could be used for the MSA-level analyses. 
Where hourly wages were not reported, they were cal-
culated as usual weekly earnings divided by actual work 
hours. Median wages and union density were calculated 
using the ORG weight and represent monthly averages 
over the study period. Wages were converted to 2005 
dollars using the CPI-U-RS. 

The dependent variable in the wage equations used to 
examine the adjusted union premium was the log of 

hourly earnings, and the regressions controlled for year, 
potential work experience (age minus years of educa-
tion minus fi ve) and experience squared, marital sta-
tus, race and ethnicity, and union membership (union 
membership or coverage by collective bargaining agree-
ments).

The MSA-level analyses presented here report fi nd-
ings for 67 of the 71 largest MSAs in the country, where 
sample sizes were adequate for that analysis.

The IWPR ORG dataset covers 9-2/3 years of nurses’ re-
ports of their employment experiences. It was necessary 
to combine this many years of data to compile sample 
sizes that are suffi cient for evaluating wages and union 
density for individual MSAs. Due to changes in hospi-
tal RNs’ wages over this period—in particular, some 
observed increase in those wages in recent years—the 
median wages reported here may not match current 
wage measures. However, the IWPR dataset provides 
important insights into differences among MSAs and 
states in nurse wages and unionization.

APPENDIX A: Data and Methodology 
for Wage and Union Density Analysis



20

 
 

 

 

$ 28.35
28.24
28.12
27.55
27.30
26.18

26.03
25.80
25.57
25.52

 
 
 

 
$ 20.72

20.46
20.46
20.46
20.25
20.21

20.18
20.15
19.43
18.26

 

Best and worst states for hospital nurses: 
Median hourly wages

Hawaii
Washington
California
Massachusetts
Connecticut
Alaska
Oregon
Minnesota
Nevada
Rhode Island

Alabama
Kentucky
Virginia
Wyoming
Mississippi
Tennessee
Iowa
North Dakota
West Virginia
Arkansas

Best

Worst

Median hourly
wage

Median hourly
wage

State

State

Source: Institute for Women's Policy Research analysis of 
September 1995 through April 2005 Current Population 
Survey Outgoing Rotation Group files.

APPENDIX B: 
Best/Worse 
States for 
Nurse Wages

APPENDIX C: 
Most/Least 
Unionized States

Most and least unionized states for hospital nurses: 
Union density and median hourly wages

Most  unionized

MSA Union density
Median hourly 

wage

Hawaii 70% $28.35
Washington 60% 28.24
Minnesota 58% 25.80
New York 53% 23.39
Oregon 45% 26.03
Alaska 43% 26.18
Rhode Island 42% 25.52
California 41% 28.12
Montana 40% 21.33
Massachusetts 36% 27.55

Average 49% $26.05

Least unionized

MSA Union density
Median hourly 

wage

South Dakota 5% $20.93
Tennessee 5% 20.21
Utah 4% 22.44
Virginia 4% 20.46
Kansas 4% 22.05
Colorado 4% 24.63
South Carolina 4% 22.57
Indiana 4% 21.33
Arizona 4% 24.89
North Carolina 3% 21.77

Average 4% $22.13

Difference in wages, 
most highly and 
least unionized

$3.92

Union premium 18%

Source: Institute for Women’s Policy Research analysis of September 1995 
through April 2005 Current Population Survey Outgoing Rotation Group 
fi les.
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APPENDIX D:
Summary of state analyses 
of the nurse workforce

State 
 

Report Source a 

Finds that wages are a 
factor in state’s nurse 

shortage? 

Recommends wage 
increases 

for staff nurses? 
California, Connecticut, Florida, Illinois, Iowa, Texas, Utah, Washington, West Virginia, and Wisconsin (2001); Colorado, 
Maine, Minnesota, Missouri, New Mexico, New Yo rk, Ohio, and Tennessee (2002); Arizona, Georgia, Massachusetts, Michigan, 
Montana, Nebraska, Oklahoma, and Oregon (2004). 
  

The Health Care Workforce: Education, 
Practice & Policy. U.S. Department of 
Health and Human Services, Health 
Resources and Services Administration, 
Bureau of Healthcare Professions. 

 
Gov. 

 
Generally, no, though a 
few do; most refer to a 
“consensus” that lack of 
training capacity causes 
shortages. 

 
No. 

Arizona  Boom or Bust? The Future of the Healthcare 
Workforce in Arizona (2002). St. Luke’s 
Health Initiatives. 

NP Yes; notes that nurses 
are leaving for higher 
pay in other states. 

No. 

 Arizona’s Nursing Shortage (2005). Arizona 
Hospital and Healthcare Association. 

HA No. No. 

Arkansas Our Health Care Crisis: The Arkansas 
Nursing Shortage (2002). Arkansas 
Legislative Commission on Nursing 
(PowerPoint). 

WC Yes; notes that nurses 
are leaving for higher 
pay in other states. 

No. 

 Arkansas’ 2010 Nursing Workforce Needs 
(2002). Arkansas Legislative Nursing 
Commission. 

WC No. No. 

California Nursing in California: A Workforce Crisis 
(2001). Coffman, Spetz, Seago, Rosenoff, 
and O’Neil. 

Univ. Yes. No. 

 Survey of RNs in California (2004). Fletcher, 
Guzley, Barnhill, and Philhour. 

Board Yes.  Compensation for work 
included as one of five 
themes.  

Colorado The Nursing Workforce in Colorado (2003). 
Miller. 

NP No. No. 

 A Workforce in Crisis: A Time for 
Innovation in Nursing (n.d.) Colorado 
Alliance of Nursing Workforce 
Development. 

NP No. Recommends “distinct 
salary for distinct role 
and competency.” 

Delaware Solving the Nursing Shortage in Delaware 
(2002). Delaware Health Care Commission 
Committee on Nursing Workforce Supply. 

Gov. Yes.  Yes.  

District of 
Columbia 

Predicting the Demand for Nursing 
Personnel in DC (2000). Hunt-McCool. 

Univ. No. No. 

Key to Sources: NP = nonprofi t; Univ.=university; WC=state workforce commission created by 
state legislature; Board=state board of nursing; HA=hospital association; Gov=government (e.g., 
state health and human services departments); NA=nurses association.

a
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  Status o f  Nursing   Supply   and   Demand   i n  
Io w a  (2004 ) .   C e n t e r   f or   Hea l t h W o rk f o rce   
P l a nn i n g,   I o wa   Dep ar t m e n t   o f  Pu b li c   Hea l t h .   

G o v .   Yes.   N o .   

  Issue Brie f :   Status   o f  the   Nursing   W ork f orce   
in Io w a  (200 5 ) .   C e n t e r   f o r   Hea l t h W o rk f o rce  
P l a nn i n g,   I o wa   Dep ar t m e n t   o f  Pu b li c   Hea l t h .   

G o v .   Yes ;   n ot es   t h a t   n urses   
are  l ea v i n g   f or   h i g h e r  
pa y   i n   ot h e r  s t a t es.   

N o .   

K a n sas   Kansas N u rsing   Occupational   Outlook   
2000 - 2010  (200 5 ) .   Sc h mi d t .   

N A   N o .   N o .   

Ma i n e   2003 Overvie w  o f  Maine’s   Nursing   
Graduate Capacity  (2004) .   OMNE, N u rs i n g   
L eaders  o f   Ma i n e.   

G o v .   N o .   N o .   

Mar yl a n d   Maryland’s Nursing Shortage: A  W ork f orce   
Cris i s  (2003) .   He ll er   a n d  Swee n e y .   

U n i v .   Yes.    Yes,  m o s t ly   to  address  
sa l ar y  c o m press i o n .   

  Compensation as a  F unction   o f  Retentio n  o f  
Nurs e s   (2003). Re t e n t i o n  Su b c o mmi tt ee ,  
Mar yl a n d   S t a t ew i de   C o mmi ss i o n  o n  t h e   
Cr i s i s   i n   Nurs i n g   

W C   Yes.   N o .   

Ma s sac h u s e tt s   Survey o f  Hospital   Nurse   Sta ff ing   Issues   in   
Massachuset t s   (2004) .   Mass ac hu se tt s   
H o sp i t a l  Org a n i za t i o n a n d   Mass a c h use tt s   
Org a n i za t i o n   o f   N u rse   E x ecu t i v es.   

H A   N o .     N o .   

  Health Care  W ork f or ce Issu e s   in   
Massachuset t s   (2000) .  Massac hu se tt s   Hea l t h   
P o li c y   F o ru m .   

U n i v ./NP   Yes.   Yes.   

M i c h i ga n   Survey o f  Nurs e s  (2004).   M i c h i ga n   Ce n t er   
f o r   Nurs i n g .   

NP   N o .   N o .     

M i nn es ot a   F indings  f rom   the   Minnesota   Registered   
Nurse  W ork f o rce   Surv e y   (2003) .  O ffi ce  o f   
Rura l  Hea l t h  a n d   P r im ar y  Care ,  M i nn es ot a   
Depar t m e n t o f  Hea l t h .   

G o v .   N o .     N o .     

  Creating a Strategic Roadmap  f or   Nursing   
Education  (200 5 )   –   P o werP o i n t .   R ot h c h il d .   

U n i v .   N o .     N o .   

M i ss i ss i pp i   Mississippi Nu r sing   W ork f orce  F acts  ( n /d ).   
H oo v er.   

W C   N o .   N o .   

M i ss o ur i   Missouri’s Hospital  W ork f orce:   Tempora r y   
Relie f   f or   a  Long - Term  P roblem   (2004 ) .   
Becker a n d   P o r t h .   

H A   N o .   N o .   

Ne b raska   Nebra s ka   RN   Survey   Report   2003   (200 3 ) .  
W a l b ur n  a n d   K e lly .   

NP   N o .     N o .     

  The Supply and Deman d   f or   Re gistered  
Nurs e s   in   Nebraska   (2005). R o se nb au m   
(Ce n t er   f or   Nurs i n g) . .   

NP   N o .   N o .   

State 
 

Report Source a 

Finds that wages are a 
factor in state’s nurse 

shortage? 

Recommends wage 
increases 

for staff nurses? 

Florida Florida’s  Nursing Shortage: It is Here and It 
is Getting Worse (2001). Florida Hospital 
Association. 

HA Yes.  No. 

 Statewide Strategic Plan for Nursing 
Workforce in Florida (2004). Florida Center  
for Nursing. 

Gov. No. No. 

 Nurse Staffing in Florida: The Challenge 
Continues (2005). Florida Hospital 
Association. 

HA No. No. 

Iowa Final Report of Governor Vilsack’s  Task 
Force on the Nursing Shortage (2002). 
Prepared by Iowa Council of Nurses. 

Gov. No.  Yes.  

 

New 
Hampshire 

New Hampshire Nursing Workforce 
Initiative Final Report (2002).  Foundation 
for Healthy Communities. 

NP Yes.  Indirectly; concludes 
that salary is an 
important issue. 
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New Mexico Addressing New Mexico’s  Nursing Shortage: 
A Statewide Strategy Framework (2002). 
New Mexico Commission on Higher 
Education and University of New Mexico 
Health Sciences Center.  

Gov. No. No. 

New York The Nursing Shortage (2001). New York 
State Education Department, Office of the 
Professions. 

Gov. No. No. 

 Current Issues in Nursing (2003). New York 
State Education Department., Office of the 
Professions. 

Gov. Indirectly. Yes.  

North Carolina Task Force on the North Carolina Nursing 
Workforce Report (n/d). Task Force on the 
North Carolina Nursing Workforce. 

WC Yes.  Yes.  

North Dakota An Examination of Supply vs. Demand 
(2003). Center for Rural Health, University 
of North Dakota School of Medicine and 
Health Sciences. 

Univ. Yes.  No. 

Ohio Workforce Survey Summary (2004). State of 
Ohio Board of Nursing. 

Board No. No. 

Oregon WHEN, Not If… A Report on Oregon’s 
Registered Nurse Workforce (2005). Burton, 
Morris, and Campbell. 

NA No. Not directly. 

Pennsylvania White Paper on the Nurse Workforce in 
Pennsylvania (2004). Pennsylvania 
Department of Health. 

Gov. No. No. 

Rhode Island Help Wanted: The Growing Crisis in RI’s  
Nursing Workforce (2004). Rhode Island 
SHAPE Foundation. 

NP Yes.  Yes.   

South Dakota Registered Nurse Survey (2002). South 
Dakota Consortium: Colleagues in Caring. 

Board 
(coalition) 

No. No. 

Tennessee Supply and Demand Study (n/d). Tennessee 
Center For Nursing. 

NP No. No. 

 Curing the Crisis in Nursing Education: A 
Master Plan for TN (2005). 
Tennessee Center For Nursing. 

NP No.  No.  

Texas Hospital Nursing in Texas  (2004). Texas 
Department of State Health Services Center 
For Health Statistics and Statewide Health 
Coordinating Council Nursing Workforce 
Data Advisory Committee. 

Gov.  No.  Yes, to increase returns 
to experience. 

Vermont A Call to Action: Addressing Vermont’s  
Nursing Shortage (2001). Blue Ribbon 
Nursing Commission. 

Gov. Yes.  Yes.  

Virginia Strategic Plan and Recommendations to 
Ensure an Adequate Supply of Nurses in 
Virginia (2004). State Council of Higher 
Education for Virginia. 

Gov. No. No. 

Washington How are Washington’s  Hospitals Affected by 
the Nursing Shortage? (2002). Skillman, 
Hutson, Andrilla, Berkowitz, and Hart. 

Univ. No. No. 

Wisconsin Hospital Workforce Report (2004). 
Wisconsin Hospital Association. 

HA No. No. 

 

State 
 

Report Source a 

Finds that wages are a 
factor in state’s nurse 

shortage? 

Recommends wage 
increases 

for staff nurses? 

New Jersey New Jersey’s  Educational Capacity: Impact 
on Nursing (2005). Dickson and Flynn. 

Gov. No. No. 

 Remedies for the Nursing Shortage (2005). 
Advisory Council to Promote the Profession 
of Nursing in New Jersey, Division of 
Consumer Affairs. 

Gov. Indirectly.  No.  
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