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When Healthcare Isn’t Enough: 
A CHRISTIAN RESPONSE TO SOCIAL  

DETERMINANTS OF HEALTH

ABSTRACT: Education, employment, housing, neighborhood safety, and 
traumatic life experiences influence people’s health, and poor health as a 
result of inequities in these areas cannot be remedied by medical care alone. 
Although social determinants of health threaten the attainment of a healthy 
life for people across North America, nurses are positioned to be leaders in a 
movement toward health equity. Nurses can follow the example of Jesus in 
loving their neighbors as themselves by addressing the social needs of 
patients, championing health system change, educating their communities, 
and advocating for Health in All Policies.

KEY WORDS: health disparity, health equity, nursing, poverty, social 
determinants of health

Nurses, whether working 
in hospitals, clinics, com-
munity health centers, 
schools, or other facili-

ties, desire to see individuals and those 
in communities achieve health. Yet, 
persistent health disparities threaten 
the attainment of a healthy life for 
people across North America. Nurses 
daily encounter examples of the ways 
in which poverty, racism, inadequate 
housing, food insecurity, lack of social 
support, and other social determinants 
impact health.

Christian nurses also recognize that 
these persistent disparities in health and 
longevity are not in line with God’s 
desire for human flourishing. Jesus often 
healed people physically and opposed 
social structures that disadvantaged 
people. With an understanding of social 

determinants of health (SDOH), 
openness to personal reflection and 
change, and desire to demonstrate God’s 
love, nurses can work both within and 
outside of the healthcare system to 
improve the lives of their patients.

HEALTH EQUITY AND SOCIAL 
DETERMINANTS OF HEALTH

Health equity describes the ability for 
all people to live a healthy life. Health 
disparities such as maternal mortality, 
cancer survival, and hospitalization rates 
remind us that health equity is not yet a 
reality in the United States. Such dispari-
ties are powerfully illuminated by life 
expectancy gaps of up to 30 years 
between neighborhoods within the same 
urban areas (Ducharme & Wolfson, 
2019; NYU Langone Health, 2020). 
Researchers now suggest that ZIP codes 
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only health behavior, we miss the 
opportunity to truly improve health.

NURSING AND SOCIAL  
DETERMINANTS OF HEALTH

Nurses regularly face dilemmas in 
which patient care is influenced by 
social factors. Examples include 
planning discharge for a patient who has 
no home in which to return, managing 
diabetes in a patient without a place to 
store insulin, or strategizing medication 
assistance options for a patient who 
cannot afford prescriptions. Addressing 
the social needs of patients is challeng-
ing, but even when done well, does not 
fully address SDOH.

The Code of Ethics for Nurses 
(American Nurses Association, 2015) 
reminds us that nurses’ duty to improve 
the health of patients extends beyond the 
healthcare system and the individual social 
needs of patients. Nurses respect the 
dignity and worth of all people (provision 
1), promote human rights (provision 8), 
and integrate principles of social justice 
into nursing (provision 9). These ethical 
directives require nurses to consider factors 
beyond direct patient care. This might 
include identifying ways in which policies 
are beneficial or detrimental to patients’ 
health and educating lawmakers through 
advocacy. Nurses might partner with 
educators, such as a school-based health 
center model, to decrease missed school 
days due to untreated illness or poorly 
managed chronic conditions, increasing 
opportunities for health education. Or 
they may suggest ways online schooling 
can be facilitated to overcome barriers 
such as achievement gaps. Nurses can be 
members of outcome management and 
research teams, identifying disparities 
within their healthcare systems and 
developing system-level solutions to 
address them. This type of work is time 
consuming and difficult, yet necessary to 
eliminate health disparities and close the 
life-expectancy gap.

IMPLICATIONS FOR THE  
CHRISTIAN NURSE

Jesus provided an example of loving 
people by both meeting individual 
needs and addressing social issues. 
Christian nurses seeking to follow 

may be a better predictor of life 
expectancy than genetic code (Graham, 
2016). Medical care prevents only 10% 
to 15% of premature deaths in the 
United States (Schroeder, 2007). Health 
behaviors such as smoking, diet, and 
exercise habits account for another 40% 
of premature deaths (Mather & Scom-
megna, 2015).

This begs the question, “What 
explains the rest of disparities in prema-
ture death?” Healthcare simply isn’t 
enough. Social determinants of health are 
the conditions in which people are born, 
grow, work, play, and age and that affect 
health and longevity (World Health 
Organization, 2019). Education, 
employment, housing, neighborhood 
safety, and traumatic life experiences 
influence our health. These determinants 
are driven by social problems including 
racism, classism, and poverty. Christian 
nurses can recognize that these do not 
align with God’s love for all creation and 
that nurses can take action to dismantle 
these social problems.

The impact of SDOH on health 
status is nuanced and complex. Cer-
tainly, social conditions influence the 
risk of certain health problems. If 
someone is sleeping outside or in a 
mold-infested environment, nurses are 
not surprised to note increased respira-
tory illness. If a patient has been unable 
to seek care due to long work hours 
and lack of health insurance, a nurse is 
not surprised to find diabetes or cancer 
at a more advanced state. Yet, social 
determinants are not only risk factors 
for health problems; they are directly 
associated with poor health outcomes 
(Braveman & Gottlieb, 2014).

People experiencing situations such as 
repeat evictions, frequent job change 
with lack of social mobility, food 
insecurity, and an inability to meet 
financial needs experience chronic stress. 
Although the body was designed to 
manage short-term stress, it was not 
designed to function optimally under the 
stress of severe resource disparities. The 
chronic stress of wondering about where 
to live, what to eat, and how to survive 
results in maladaptive coping mechanisms 
and changes to the neurological and 
endocrine systems (Steptoe & Marmot, 

2002). Incidence of chronic disease such 
as high blood pressure and diabetes as 
well as rates of preterm labor are more 
common among people living in poverty 
(Akwo et al., 2018; Collins et al., 2019).

The influence of social determinants 
is also demonstrated through premature 
aging. Dr. Arlene Geronimus developed 
the weathering hypothesis in response 
to her question of why African Ameri-
can women were dying at younger ages 
than White women. She concluded that 
the stress African American women 
experienced was literally wearing down 
their physical bodies (Geronimus, 1992). 
Her hypothesis is supported by recent 
research on telomeres, the projective 
ends of chromosomes whose length is 
associated with longevity. Geronimus et 
al. (2015) found that poverty, education, 
safety, negative social interactions, 
neighborhood satisfaction, and hopeless-
ness influenced telomere length. People 
negatively impacted by social determi-
nants such as poverty and racism are at 
risk for premature aging.

National and global recognition of 
the importance of SDOH is increasing. 
Healthy People 2020 (Office of Disease 
Prevention and Health Promotion, 
2020) now includes SDOH as a topic 
with objectives aimed at reducing 
poverty and housing insecurity, 
increasing educational attainment, and 
decreasing crime. The Centers for 
Disease Control and Prevention (CDC) 
places social determinants at the base of 
the public health pyramid for the 
Health Impact in 5 Years initiative, 
indicating these interventions have the 
greatest potential impact (CDC, 2018).

At a global level, the World Health 
Organization (WHO, 2020) has a Social 
Determinants of Health Unit to support 
countries in developing initiatives to 
promote health equity through addressing 
SDOH. The United Nations (UN) 
produced 17 sustainable development 
goals targeting determinants such as 
poverty, education, and inequality (UN, 
n.d.). When Jesus’ disciples asked why a 
man was blind, suggesting the cause was 
his or his parents’ sin, Jesus replied, 
“Neither this man nor his parents sinned” 
(John 9:1-12, NIV). Health is bigger than 
individual choices. As nurses, if we address 
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make assumptions without knowing the 
narratives and circumstances of the 
people we meet. Examining and 
challenging our assumptions and biases 
allows us to love more like Jesus and be 
more effective in our work as we seek to 
eliminate inequitable SDOH.

The narrative of poverty. Our under-
standing of poverty and its causes can 
shape the way we consider solutions to 
poverty and the ways in which we 
interact with people experiencing 
poverty. Household income—when 
compared with race, gender, employ-
ment, and neighborhood socioeconomic 
status—is the strongest predictor of 
lifespan (Signorello et al., 2014). Growing 
up in poverty causes a lasting impact on 
the body, from limiting developmental 
capacity (Jensen et al., 2017) to increasing 
the risk of cardiovascular disease in 
adulthood (Barr, 2017). In the United 
States, poverty is often viewed as an 
individual condition: People experience 
poverty often as a result of poor decision-
making, mismanagement of resources, or 
the consequence of poor health behav-
iors. However, when considering the 
health impact, poverty is less of a 
condition and more of a trauma (Jensen, 
2018; Sapolsky, 2005).

Squires describes poverty as a dripping 
faucet on concrete (Squires & Lathrop, 
2019). A few drops of water do not 
damage the concrete, but with continual 
dripping, the concrete weakens and 

Jesus’ teaching may view their work 
through an ethical lens focused by their 
faith. Nursing is not only a profession, 
but also a means of living out the belief 
that Jesus loves his creation and desires 
people to be healthy and whole. The 
Gospels reveal that healing was a 
central component of Jesus’ ministry 
on earth. Jesus’ interactions with 
society often centered on those most 
marginalized by society and he 
regularly disrupted social structures in 
his healing (Squires & Lathrop, 2019).

Luke 13 records that Jesus was 
teaching in a synagogue when a crippled 
woman entered worship. We are not told 
that she approached Jesus or even asked 
for help, but he placed his hands on her 
and healed her. The synagogue leader was 
outraged that this healing has taken place 
on the Sabbath. Jesus called out the 
leader’s hypocrisy, challenging him that 
the woman’s freedom from illness as a 
child of God was much more important 
than upholding the social rules of not 
working on the Sabbath (Luke 13:10-16).

In Luke we learn of a woman who 
desired healing due to a bleeding disorder 
and grasped the hem of Jesus’ cloak as he 
traveled past. When Jesus asked who 
touched him, the crowd backed away and 
the woman fell at his feet. Her 12 years of 
bleeding rendered her unclean, meaning 
she had likely gone years without human 
touch; her uncleanliness and low social 
status placed her at the bottom of society. 
The crowd, expecting Jesus to rebuke her, 
heard him proclaim, “Daughter, your faith 
has healed you. Go in peace” (Luke 
10:48, NIV).

Throughout his ministry, Jesus brought 
physical healing while offering forgive-
ness and changing the social status of 
those he healed. He healed leapers, 
enabling them to rejoin society (Luke 
17:11-14) and restored the blind and the 
lame, allowing them to escape a life of 
begging (Mark 8:22-25; John 5:2-9). Jesus 
was not afraid to challenge social norms 
and religious structures that prevented 
people from experiencing this healing. 
The Gospels reveal a Savior who cares 
about physical suffering, social conditions, 
spiritual suffering, and oppression.

Christian nurses can thus reflect on 
their profession and personal work, 

asking, “How can I do likewise?” Jesus 
commanded us to love our neighbors as 
ourselves. This neighbor might be the 
patient who has no home in which to 
return. The neighbor could be the 
emergency room (ER) frequent flyer 
whose drug abuse is self-medication for 
past trauma. Or this neighbor could be 
a family living just a ZIP code away 
whose life expectancy is lower than 
ours because of the neighborhood in 
which they live. God deeply cares about 
the plight of his creation and these 
inequities are not God’s design.

INDIVIDUAL CHANGE
As Christian nurses desiring to love 

our patients as God loves them and 
fostering compassion in a world in 
which health equity is a reality, the work 
must begin internally. An initial step 
involves examining personal biases and 
narratives that can negatively impact 
interactions with our patients and people 
groups. The above examples of Jesus’ 
ministry illustrate how Jesus’ view of 
humanity differs from ours. “The Lord 
does not look at the things people look 
at. People look at the outward appear-
ance, but the Lord looks at the heart” (1 
Samuel 16:7, NIV). Jesus knew the heart 
of the bleeding woman when society 
had classified her as unclean. He 
recognized the ways in which society’s 
boundaries contributed to the suffering 
of humanity. As people, we are quick to 
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consider community and policy interven-
tions as well as our individual interactions 
with our patients. We can change the 
question from, “What is wrong with you 
today?” to “What happened to you?” Jesus 
modeled a similar approach in his 
ministry. When people sought his help or 
healing, Jesus often asked, “What do you 
want me to do for you?” An all-knowing 
God demonstrates that people know best 
what they need.

Implicit bias. As individuals seeking to 
create health equity, we need to be more 
knowledgeable of the role of racism in 
sustaining inequity as well as our 
potential racial biases. Inequities in 
SDOH extend from racism and our 
country’s long history of segregation. 
Racism in the United States is rooted in 
the belief of the perceived superiority of 
White people (The People’s Institute for 
Survival & Beyond, n.d.). Segregation, 
the enforced separation of racial groups, 
lies at the heart of health disparities, and 
racial disparities exist across every SDOH 
(Williams & Collins, 2001). For many, 
racism is not a consciously chosen belief 
system, but an unconscious response to 
living in a race-conscious society. 
Regardless, nurses must be aware of their 
implicit bias in order to provide care in a 
way that advances health equity.

Implicit bias describes negative 
evaluations against specific groups or 
categories that affect understanding and 
action (The Joint Commission, 2016). 
Most healthcare providers show some 
level of implicit bias with negative 
attitudes toward people of color (Hall et 
al., 2015). As nurses, this is particularly 
concerning in that bias affects behavior 
and contributes to health disparities. For 
example, differences in breast cancer 
survival between Black and White 
women have been described as a genetic 
difference, with Black women having an 
increased risk of estrogen receptor 
negative breast cancer. Recent research 
shows that Black women born in states 
with legal racial discrimination during 
the Jim Crow era had greater risk of 
estrogen receptor negative cancer than 
those born in states without Jim Crow 
laws (Krieger et al., 2017). Jim Crow laws 
legalized segregation in all aspects of 
society including healthcare. Hospitals 

Sidebar: Moving Upstream: How Nurses  
Impact Change
Social determinants of health are complex, covering all sectors of society with roots in racism and 
other forms of oppression. Considering how to eliminate their negative impact on health can be 
overwhelming. The notion of moving upstream in approach can be conceptualized by the com-
mon analogy in which individuals are drowning in a pool at the end of the stream. The immediate 
approach for the rescue team involves pulling the drowning individuals from the pool of water.

Next, the rescue team might ask, “Can we pull the individuals out of the stream before 
they get to the pool?” This approach is helpful. Then someone asks, “Can we stop people from 
falling in?” “Is something pushing them in?” “Can we move people back from the edge of the 
stream?” These questions illustrate the concept of moving upstream.

Nurses are unique in that they are involved at all levels of this analogy. Nurses are pulling 
out drowning people. We are treating those with chronic diseases, cancer, and imminent health 
threats that are, in part, due to social determinants. This is critical and necessary work. But 
nurses are also well positioned to move upstream in approach and help their health systems, 
communities, and nation do the same.

Nurses can start addressing SDOH by talking to patients about the social factors most impact-
ing their health. This can be as simple as asking patients about the features and safety of the 
place they will return after discharge. Nurses could consider asking all asthmatic patients about 
mold and bug infestation in their place of residence and their ability (or lack thereof) to address it. 
Nurses working with patients experiencing high levels of nutrition-related diseases can ask patients 
about where they purchase food and what strategies they use when money for food runs short.

 Conversations like this have several benefits. First, nurses are helping patients understand 
that their environment and social conditions impact their health. Although patients may not have 
the ability to change factors such as their living situation or socioeconomic status, these conver-
sations can decrease stigma and shame. Patients may be more honest about their barriers to 
implementing positive health behaviors if they are not focused on avoiding shame. Strategies 
that decrease stigma around disease processes can positively impact health-promoting behav-
iors (Fischer et al., 2019).

These conversations also increase nurses’ awareness of the social determinants most signifi-
cant to their patient population and can focus their efforts on developing resources and referrals 
to meet these social needs. For example, a nurse working with people experiencing homeless-
ness can learn about housing resources and develop relationships with caseworkers to whom 
they can refer patients. Although nurses cannot personally solve the social needs for all patients, 
creating strong referral networks within the community and connecting patients to resources can 
improve the health of individuals and their families.

cracks. For people living in poverty, daily 
stressors are like this dripping faucet. 
Riding two buses to get to the nearest 
grocery store, the dangerous intersection 
that never gets addressed, the landlord still 
hasn’t fixed the leaky windows and the 
power bill keeps increasing, a few days of 
missed work to care for a sick child 
means being short on rent. This constant 
barrage of stress weakens the body 
physically and biologically.

Understanding poverty as a conse-
quence and individual condition limits 
our approaches and solutions to 
addressing poverty. The burden for 
getting out of poverty lies with the 
individual currently experiencing it. A 
brief study of the data or a few 
conversations with individuals living in 
poverty quickly challenge this narra-
tive. Only 16% of American children 
who grow up in poverty are consis-
tently connected to jobs or school and 

are not poor by their late 20s (Ratcliffe 
& Kalish, 2017). There is a national 
shortage of 7.5 million affordable and 
available rental units for families living 
at or below the poverty line, and 75% 
of low-income households are denied 
federal assistance with housing due to 
underfunding (Aurand et al., 2018).

Sustaining work and advancing a career 
without a stable place to live is extremely 
difficult. Even among people who work, 
involuntary part-time work and wage 
stagnation keep workers in poverty. Over 
2 million full-time workers and 5.7 
million part-time workers live in poverty 
(Bauer, 2018). What if we consider 
poverty a social problem, a reminder of 
the way in which each of us is not living 
within God’s desire for equity? If we 
approach poverty as a trauma versus a 
consequence, it expands our compassion 
and approaches to eliminate it. For nurses, 
this change can impact both how we 
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were segregated and, in some states, 
White nurses could not care for Black 
patients. Laws denying civil rights have 
been an important factor in poor health 
outcomes for Black Americans due to 
their influence on determinants such as 
housing, education, and employment as 
well as their direct affect on access to 
healthcare (Hahn et al., 2018).

Black Americans have a higher death 
rate when compared with Whites for 8 
of the 10 leading causes of death in this 
country (Williams & Collins, 2001). 
Black Americans are not only more 
likely to experience negative SDOH, 
they are also more at risk for inadequate 
treatment within the healthcare system. 
Implicit bias is not limited to race as 
healthcare providers also have been 

shown to have implicit bias related to 
socioeconomic status, mental health, and 
drug use (FitzGerald & Hurst, 2017).

As the definition implies, implicit bias 
is not intentional and operates on a 
subconscious level. Racism is uncomfort-
able and a willingness to choose awareness 
and change as opposed to a posture of 
defense is challenging. Yet, creating a safe 
and loving environment for patients 
requires nurses who are willing to do just 
that. Awareness and targeted action to 
address behavior influenced by bias is 
effective in creating change (The Joint 
Commission, 2016). Nurses who actively 
work to develop empathy can mitigate the 
impact of their biases. Specific examples of 
this include listening to patient experi-
ences and taking time to consider patient 
perspectives. The influence of bias also can 
be addressed through partnership building, 
involving patients in the care planning 
process, and jointly setting health goals 
(Narayan, 2019).

Personal introspection to illuminate 
bias and challenge limited narratives is an 
ongoing process. Just as Christian nurses 
seek to grow in their relationships with 
God, they can grow in their understand-

ing and love for the people God created. 
A lifelong commitment to recognizing 
social and health disparities and how we 
often unknowingly contribute is the first 
step in obtaining health equity.

INFLUENCING HEALTH SYSTEM 
CHANGE

As nurses become more aware of 
SDOH and their influence on patients, 
they can be advocates for change within 
their health systems. For example, nurses 
can advocate for their clinic or hospital to 
develop or adopt an SDOH screening 
tool. These tools, such as the Protocol for 
Responding to and Assessing Patients’ 
Assets, Risks, and Experiences (PRA-
PARE; National Association of Commu-
nity Health Centers, 2016), the American 

Academy of Family Physicians (AAFP) 
Social Needs Screening Tool (AAFP, 
2018), and The Accountable Health 
Communities Health-Related Social 
Needs Screening Tool (Center for 
Medicare and Medicaid Services, n.d.), 
collect information on social determi-
nants in the same way health systems 
collect vital signs and pain ratings. Most 
tools can be embedded in the electronic 
health record and result in reimbursement 
as well as improved health outcomes. This 
information can guide patient care as well 
as inform the health system about the 
social needs and barriers facing their 
patients. Health systems can create 
programing and initiatives focused on 
meeting these needs.

Knowing the impact of implicit racism 
on social determinants and health 
disparities, nurses can also help their 
health systems implement strategies 
proven to decrease the effect of bias on 
healthcare delivery. These strategies 
include staff training on self-awareness 
and perspective taking as well as strategies 
to protect providers from an excess of 
information, impeding their ability to 
partner with patients and express empathy 

(The Joint Commission, 2016). Nurses 
can assist in creating monitoring systems 
to collect outcome data based on race 
and identify disparities and promote 
hiring processes that ensure diversity at all 
levels of the organization (The Joint 
Commission, 2016).

Community education. Although 
healthcare systems can improve their 
approaches to addressing SDOH, 
healthcare alone cannot achieve health 
equity. As nurses, sometimes our greatest 
ability to help our patients occurs outside 
of our clinical work. When we share our 
stories, we help our community members 
understand how determinants like 
poverty, racism, homelessness, underem-
ployment, and food insecurity affect the 
health of our nation. As nurses speak of 
their experiences and that of their 
patients, they illuminate health disparities 
in a way statistics and data cannot. 
Through vulnerable and intentional 
conversation, nurses can challenge their 
friends, family, and populace to identify 
biases and consider new solutions to 
social problems.

For Christian nurses, these conversa-
tions can happen in the church. As 
people united by their love for God and 
desire to share this love, the church 
community has immense potential for 
social change and healing. For example, a 
local church might post a list of munici-
pal counselors and mental health 
providers, decreasing stigma and linking 
parishioners to care. A church group 
could open a free daycare center to allow 
low-income parents to work or seek 
employment. A parish might start a 
community garden and provide produce 
to their community or invest in a local 
school by supplying needed books, 
snacks, and after-school tutors. Viewing 
health disparities and inequities in social 
determinants as social problems that 
grieve the heart of God changes the way 
we interact with humanity.

Social system change. Eliminating 
disparities in SDOH requires changes 
in policy. Policy can cause generations 
of disparities as potently illustrated by 
legal racial discrimination in the Jim 
Crow era. Conversely, policy is a tool 
for implementing widespread change. 
Altering the social landscape requires 

Creating strong referral networks within the  
community and connecting patients to resources  
can improve individuals’ health.
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us to address the policies, legal codes, 
and social ideologies that have created 
concentrations of poverty and wealth 
and disadvantaged ethnic and racial  
minorities (Bailey et al., 2017).

Nurses can advocate for the health of 
their patients at all levels of policy both as 
healthcare providers and community 
members. At an institutional level, nurses 
can promote policies that foster diversity 
in hiring practices, identify and address 
discriminatory practices, and create healthy 
work environments with pathways for 
increased education and career advance-
ment. At a local level, nurses might work 
with county commissioners or city 
officials to increase affordable housing 
options or improve local transit. Nurses 
can influence national policy by joining 
professional organizations, working in 
tandem with nurses across the country on 
legislation that address healthcare access, 
poverty, and social services. As nurses 
interact with their communities, work-
places, and government, they can evaluate 
policies and programs through a health 
lens, recognizing that those policies which 
most impact health are often unrelated to 
healthcare delivery.

Health in All Policies describes an 
approach to addressing SDOH in which 
public health practitioners, like nurses, 
collaborate with nontraditional partners 
to incorporate health considerations into 
decision-making across diverse sectors 
(Rudolf et al., 2013). In this approach, 
decision makers are educated about the 
health and equity consequences of policy 
options during the policy development 
process. Nurses are well equipped to assist 
in this effort. Through calling, writing an 
email, attending a school board or 
community meeting, or testifying at a 
committee hearing, nurses can emphasize 
the health impact of policies. Nurses can 
ask questions like, “What impact will this 
decision have on the most vulnerable in 
our community?” “Will this policy 
change benefit people living in the 
neighborhood with the lowest life 
expectancy?” “Does this policy inadver-
tently further disadvantage those most 
negatively affected by social determinants 
of health?” “How can we best demon-
strate love for our neighbors in the 
decision we make?” (See Sidebar: 

Moving Upstream: How Nurses Impact 
Change.)

CONCLUSION
Although health equity often seems 

like a distant and unachievable reality, 
Christian nurses should remember—
and remind others—that God is always 
working and we are invited to join in 
that work. Striving toward health 
equity is both a professional mandate 
and means of living out our faith. We 
can and should work within the 
healthcare system and in our interac-
tions with individual patients, but 
healthcare alone will not close the life 
expectancy gaps and health disparities 
endemic in the United States. Through 
introspection, personal growth, 
storytelling, community engagement, 
and advocacy, nurses can help usher in 
a new era in which every person has 
the opportunity to live a healthy life. 
Christian nurses can support the vision 
of Jesus who “came that (people) may 
have life, and have it to the full” (John 
10:10, NIV). 
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