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Abstract
Nutrition is essential for the processes of 
wound healing in the body, regardless of 
wound type. Malnutrition puts a patient 
at particular risk for developing wounds, 
specifically pressure injuries. The elderly 
have been identified as a population at risk 
due to the physiological decline associated 
with advancing age. This review provides 
an overview of evidence regarding the role 
of nutrition in wound healing and helps 
determine if specific macronutrients and 
micronutrients are particularly beneficial. 
Research supports elevated macronutrient 
and fluid needs for patients with chronic 
wounds to meet increased demand. Micro-
nutrients such as vitamin C, zinc, arginine, 
glutamine, and vitamin A have also been 
implicated as beneficial for wound healing 
and supplementing these micronutrients 
has been suggested. However, research is 
conflicting as to whether supplementing 
micronutrients above the Recommended 
Dietary Allowance is favorable. Correcting 
nutritional deficiencies and malnutrition 
appears to be of utmost importance; this 
is when macronutrient and micronutrient 
supplementation seems to be especially 
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useful. Ultimately, this review emphasizes 
the importance of nutrition assessment for 
patients with chronic wounds or those at risk 
for pressure injuries to help devise an indi-
vidualized plan of care to meet specific mac-
ronutrient, fluid, and micronutrient needs 
based on overall medical condition. 

continued on page  2
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Introduction
Impaired skin integrity is a significant is-
sue in health care. Wound healing can be 
influenced by a multitude of factors, but 
research strongly supports the vital role of 
nutrition in assisting the process of heal-
ing chronic wounds. The National Pres-
sure Ulcer Advisory Panel reported on the 
extent of pressure injury occurrence in 
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health care settings in the United States between 1990 and 2000, 
with a 10 to 18 percent occurrence in hospitals, 2.3 to 28 percent 
in long term care, 0 to 6 percent in rehabilitation settings, and as 
high as 29 percent occurrence in home care.1, 2, 3 It is estimated 
that 60,000 people die every year in the United States from com-
plications associated with pressure injuries.4 

Pressure injuries, also known as pressure ulcers, decubitus ulcers, 
or bedsores are caused by continuous pressure to the skin that 
hinders capillary blood flow to the area resulting in impaired cel-
lular metabolism and breakdown of tissue.1, 5 Pressure injuries are 
most likely to develop over bony prominences such as the sacrum 
or coccyx, hips, buttocks, elbows, or heels and are influenced by 
shear force, friction, and moisture accumulation.1, 5, 6  They are clas-
sified according to the level of tissue breakdown to determine se-
verity, from stages I through IV.1, 5  See the summary table below.

continued on page  3

Wounds that are not pressure related can develop due to compli-
cations from surgery as well as from vascular diseases, neuropa-
thy, and diabetes.4 

Studies also identify malnutrition, dehydration, uncontrolled dia-
betes, sepsis, neurological and vascular disease, spinal cord dam-
age, and recent weight loss all as notable risk factors for the devel-
opment of wounds, particularly pressure injuries.1, 2, 7, 8 Diagnostic 
criteria for malnutrition are not clearly defined, but characteristics 
of malnutrition can include inadequate nutrient intake, nutrient 
overconsumption, extremes in body mass index (BMI), edema, 
reduced grip strength, and deficiencies in specific nutrients.2, 7 
Lab values such as albumin, prealbumin, transferrin, C-reactive 
protein, and retinol-binding protein have all been used as clini-
cal markers of malnutrition, but most have not been validated as 
effective indicators due to the influence of inflammation and po-
tential fluid imbalance.2, 9 A recent initiative known as the Global 
Leadership Initiative on Malnutrition (GLIM) evaluated existing 
screening and assessment methods to appropriately define mal-
nutrition and determined the top diagnostic criteria to include 
non-volitional weight loss, low body mass index, reduced muscle 
mass, reduced food intake or assimilation, and disease burden/

Learning Objectives:

At the conclusion of this activity, participants  
will be able to:

1. List and describe current research related to the role  
of nutrition in wound healing.

2. Incorporate macronutrient and micronutrient 
recommendations to improve wound healing.

3. Develop a comprehensive, individualized plan of  
 care to meet specific needs based on overall  
 medical condition.

Stage I Stage II Stage III Stage IV

Non-blanchable erythema 
of intact skin that may 
be discolored, indurated, 
warm, or hard.1, 5

Involves partial thickness 
skin loss of the epidermis, 
dermis, or both; Often 
appears like an abrasion 
or blister.1, 5

Characterized by full 
thickness skin loss causing 
damage to or necrosis 
of underlying tissue and 
sometimes reaching 
underlying fascia.1, 5

Involves extensive 
damage or tissue necrosis 
to muscle, bone, or 
supporting structures.1, 5

inflammation.10 The elderly are at particular risk for malnutrition 
due to physical and mental decline, economic hardship, as well as 
the psychological and social impacts that are all associated with 
advanced age.5, 6, 7 Aging can also negatively affect one’s appetite 
and nutrient intake for a multitude of reasons, including loss of 
taste and smell sensations, declined ability to feed oneself, and on-
set of chewing and swallowing difficulties, also known as dyspha-
gia.2, 5, 7 Poor nutrition exacerbates a state of inflammation, weak-
ens the immune system, collagen formation, and tensile strength, 
all of which contribute to the persistence of chronic, non-healing 
wounds and increases the risk of infection.2 Chronic wounds not 
only significantly impact a patient’s overall physical function and 
quality of life, but they also put a heavy burden on the healthcare 
system due to increased lengths of stay and higher healthcare 
costs.8, 11, 12, 13

Adequate, well-balanced nutrition has been clearly supported by 
research evidence as a vital component to aid in the improvement 
of impaired skin integrity. Macronutrients including carbohydrates, 
protein, and fat, as well as vitamins, minerals, and trace elements 
all constitute the well-balanced diet that is necessary to promote 
wound healing.14 Adequate fluid status is also essential because it 
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helps maintain skin hydration and blood flow to transport oxygen, 
nutrients, and growth factors to the wound site.4, 14 Patients with 
wounds have a higher resting energy expenditure than those with 
intact skin and thus have a higher energy requirement.8 Protein is 
the macronutrient that is necessary in higher amounts during all 
stages of the wound healing process to assist with tissue repair, 
fibroblast proliferation, collagen synthesis, angiogenesis, and im-
mune function.8, 15 Inadequate protein and energy intake may 
result in delayed wound healing.15 Inadequate energy intake also 
puts a patient at risk for deficiencies in specific vitamins and miner-
als, and research supports supplementation of certain micronutri-
ents, especially if a patient is at risk for deficiency.8 Micronutrients 
associated with wound healing include vitamin C, zinc, vitamin A, 
B vitamins, iron, vitamin D, and copper.4, 6, 8, 16, 17 Supplementation 
with specific amino acids including, arginine, proline, and gluta-
mine are also often recommended for wound healing, but studies 
on the efficacy of their use are controversial.4, 6, 18 The purpose of 
this review is to provide an overview of evidence regarding the role 
of nutrition in wound healing, and to determine if specific macro-
nutrients and micronutrients, when included or supplemented in a 
nutrition regimen, should be considered beneficial.

and is not helpful for wound healing.14 Thus, overweight individu-
als are just as much at risk for malnutrition and impaired wound 
healing as in patients with normal or underweight. 14

All macronutrients play a vital role in promoting wound healing. 
Carbohydrates are a main energy source for cellular activity, assist 
in digestion, and promote palatability.4, 19  They also stimulate in-
sulin production, which is important in the anabolic stages of heal-
ing.2 Fats are a critical component in both inflammatory mediator 
and clotting factor development and contribute to cell membrane 
synthesis.4, 19 They also provide energy and assist in absorption of 
fat-soluble vitamins.2 Protein is the most important macronutri-
ent involved in wound healing because it is crucial in the process 
of repairing tissues.4 Complete proteins, hydrolyzed proteins, and 
free amino acids all play a role in tissue regeneration.3, 4 Protein as-
sists in maintaining positive nitrogen balance during all phases of 
healing.4 Fibroblast proliferation, collagen formation, blood vessel 
development, and immune function support are specific areas of 
healing in which the role of protein is indispensable.4, 15  Elevated 
protein intake and protein supplementation in patients with non-
healing wounds has been associated with higher rates of healing.3, 

4, 15 Protein needs in the elderly population are increased regard-
less of skin integrity due to body composition changes that occur 
with aging and reduced activity levels.4, 15 Recommended protein 
needs for healthy adults is 0.8 grams (g)/kg of body weight/day.4 
In elderly adults with intact skin, research supports a minimum ex-
ogenous protein need of 1.0 g/kg of body weight/day.4, 20 The Na-
tional Pressure Ulcer Advisory Panel and European Pressure Ulcer 
Advisory Panel (NPUAP/EPUAP) both recommend increased pro-
tein intake of 1.25 to 1.5 g/kg of body weight/day for patients with 
wounds.4, 9, 19 Patients with more severe stage III and IV pressure 
injuries may need as much as 1.5 to 2.0 g/per kg of body weight/
day, depending on wound size and drainage.4, 9  These elevated 
protein needs are usually associated with pressure injuries in mal-
nourished patients, but these needs have also been confirmed as 
beneficial in other types of wounds such as diabetic foot ulcers 
and in non-malnourished patients.11, 15, 19 Van Anholt et al con-
ducted a randomized control trial using high protein oral nutrition 
supplementation in non-malnourished subjects with pressure in-
juries.11 Results indicated a significant decrease in pressure ulcer 
size and severity scores in subjects receiving supplementation.11 
However, in certain circumstances, excessive protein intake can 
overburden the kidneys and liver, particularly in those with pre-
existing renal or hepatic diseases; thus, protein supplementation 
must be recommended with caution.9 

Adequate hydration is also important for wound healing, as fluid 
supports blood flow to wounded tissues, preserves intact skin, 
and prevents additional breakdown.4, 9 Dehydration, especially 
in the elderly, can increase risk for pressure injury development 
due to decreased turgor pressure and skin elasticity.21 Current 
fluid recommendations from the American Society for Enteral and 
Parenteral Nutrition (ASPEN) for patients with healthy skin are 30 
milliliters (ml)/kg of body weight/day or 1.0 to 1.5 ml/kcal expend-
ed.4, 9   For patients with pressure injuries, fluid recommendations 

The Role of Nutrition in Wound Healing
continued from page  2

Macronutrients and Fluid
Energy needs must be properly met for wound healing to occur. 
The presence of wounds increases metabolic demand to support 
the body’s tissue regenerating processes at the cellular level.4, 8, 12 

Baseline energy requirements are usually estimated at 25 to 30 kilo-
calories (kcal)/kilogram (kg)/day.8 However, patients with wounds, 
specifically pressure injuries, are recommended to consume 30 to 
35 kcal/kg/day to compensate for energy expenditure required for 
the wound healing process.2, 8 Those considered underweight with 
a BMI less than 18.5 or those who have experienced significant 
weight loss may have energy needs as high at 40 kcal/kg/day.2, 6, 8 

This becomes more complicated for patients with a BMI above 30 
because it is just as important to meet energy requirements and 
preserve muscle mass in the patient with obesity, but using their 
actual weight can greatly overestimate energy requirements.8 In 
this case, it is appropriate to adjust body weight to calculate more 
accurate energy needs.8 Weight loss that occurs in patients with 
wounds regardless of original weight status implies catabolism 
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increase to a range of 30 to 40 ml/kg of body weight/day.4, 9 Fluid 
needs are also contingent on losses of fluid from wound exudate, 
complications of other health conditions, or specific conditions 
that impact fluid balance such as renal disease or heart failure.4, 9  

Vitamin C 
Vitamin C, also known as ascorbic acid, has a significant role in 
the synthesis and cross-linkage of collagen, thus affecting vascu-
lar integrity and capillary bed strength.9, 22 Collagen is a primary 
backbone of structures in the body such as skin, bones, cartilage, 
tendons, and blood vessels, making vitamin C essential with re-
gards to wound healing.22 Vitamin C is also involved in the immune 
response, cell mitosis, and monocyte entry into wound tissue.9, 
19, 23  It also functions as an antioxidant.23 The Recommended Di-
etary Allowance (RDA) for vitamin C is 75 milligrams (mg)/day for 
women over 70 years old and 90 mg/day for men over 70 years 
old.23 The Tolerable Upper Limit (TUL) for both genders is 2000 mg/
day.23 However, no specific guidelines have been established as to 
the amount of vitamin C required for wound healing and whether 
supplementation is recommended for patients with non-healing 
wounds.22

Research is controversial regarding the use of vitamin C supple-
mentation for wound healing. However, it is clearly stated that 
correcting nutritional deficiencies is of utmost importance.22 Fail-
ure to address vitamin C deficiencies, resulting from poor intake 
and malnutrition, will result in delayed wound progress towards 
healing.22 Vitamin C deficiency is difficult to diagnose though, as 
there are no functional tests available to determine deficiency, and 
clinical manifestations of deficiency occur over time with varied 
symptoms.22 A dated randomized control trial from 1974 supports 
the use of vitamin C supplements, since the treatment group in 
this study had a significant reduction in wound size versus the pla-
cebo.23 However, a randomized control trial from 1995 that is cited 
as support in many studies failed to confirm any benefit of vitamin 
C supplementation since there were no improvements in over-
all wound healing in the experimental group versus the placebo 
group.22, 23 Multiple studies have cited the ASPEN Nutrition Sup-
port Core Curriculum as supporting vitamin C supplementation of 
up to 1000 to 2000 mg/day in divided doses for stressed patients 
or those at risk for deficiency with stage III or IV pressure injuries.23, 

24 It is stated in the ASPEN text, however, that these guidelines 
were developed to standardize practice at one facility and have 
not been validated in research.24 Nausea, diarrhea, and abdomi-

nal cramps may occur with supplementation of very high doses 
of vitamin C and cautious use is suggested in patients with iron 
overload or those prone to kidney stones.23, 24 Evidence strongly 
points towards the necessity of supplementation only in states of 
deficiency, and vitamin C supplementation in patients without de-
ficiency is not beneficial for wound healing.23, 24 

Zinc 
Zinc is a micronutrient with multifaceted functions in the body. It 
serves as a cofactor for reactions involved in the synthesis of DNA, 
RNA, cell replication and growth, and formation of body protein.19, 

21, 23, 24 Zinc is essential for synthesis of granulation and epithelial 
tissues, collagen, and also has anti-inflammatory and antimicro-
bial effects.14, 21, 23 Malnutrition resulting from overall poor intake, 
and thus inadequate intake of zinc-containing foods, can result in 
deficiency, which significantly impacts wound healing potential 
from decreased collagen synthesis, epithelialization, and wound 
strength.14, 25 Symptoms of zinc deficiency include hair loss, diar-
rhea, decreased appetite, dysgeusia or altered taste, skin lesions, 
and erectile dysfunction in men.23 The elderly are at particular 
risk for malnutrition due to decreased intake associated with ag-
ing, with zinc being a common micronutrient deficiency in this 
population.25 Other causes for deficiency include diarrhea, malab-
sorption, and hypermetabolic states seen in acute illness.2, 24 Due 
to zinc’s importance in immune system function, deficiency can 
cause immune system suppression, decreased immune response 
with injury, and increased predisposition to infection.25

Evidence is inconsistent regarding the effectiveness of zinc supple-
mentation on wound healing. There have been individual studies 
indicating a notable benefit, including research by Momen-Heravi 
et al, who sought to determine if 220 mg of zinc supplementa-
tion daily for twelve weeks would impact healing parameters in 
patients with diabetic foot ulcers.26 Results of this randomized, 
double-blind, placebo-controlled trial did indicate significant im-
provement in parameters of wound healing compared with a pla-
cebo.26 Zinc supplementation also resulted in improved glucose 
metabolism in the experimental group as well, which is attributed 
to the role of zinc in insulin synthesis and storage.26 Interestingly, 
previous research reported that serum zinc levels were signifi-
cantly lower in those with diabetic foot ulcers than those without 
diabetic foot ulcers.26 However, serum zinc concentration can be 
an unreliable indicator of total body status.23, 24

The consistent conclusion from the majority of studies examining 
zinc and wound healing is that supplementation is only recom-
mended in states of zinc deficiency.2, 19, 24 In patients with normal 
zinc levels, supplementation could potentially cause zinc toxicity.24 
Excess zinc supplementation can interfere with the absorption 
of other micronutrients such as iron and copper, and can cause 
immunosuppression, and gastrointestinal distress.2 Guidelines 
for supplement dosage have been suggested but have not been 
clearly outlined in the literature.24 A commonly proposed recom-
mendation is 220 mg of zinc sulfate twice daily for 10 to 14 days.9, 

24 The Dietary Reference Intake (DRI) for zinc is 8 mg/day for wom-

continued on page  5
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en and 11 mg/day for men.23, 24 The TUL for both genders is 40 
mg/day.23 Zinc supplements are usually found in the form of zinc 
sulfate and are made in doses of 110 and 220 mg, which normally 
contain 25 and 50 mg of elemental zinc.23 Supplement doses are 
much higher than the RDA because of zinc’s insolubility, making it 
somewhat difficult to absorb.24

Amino Acids
As previously mentioned, protein is indispensable in the growth 
and repair of body tissue.19  Protein is important because it sup-
plies the body with specific amino acids, which are the building 
blocks of protein.4, 14 The amino acid arginine receives special at-
tention for having properties promoting wound healing. In a 
healthy person, the body is intrinsically able to produce arginine 
through synthesis in the kidney and liver from gut-derived citrul-
line; thus, it is not normally an essential part of the diet.25 However, 
during states of severe body stress such as trauma, sepsis, and sig-
nificant wounds or pressure ulcers, arginine becomes an essential 
amino acid because endogenous synthesis of arginine may not be 
enough to meet the higher body demand due to increased physio-
logical stress.4, 14, 23, 24, 25, 27, 28 Arginine is a precursor of polyamines, 
which make up protein.23, 29 It is also important in cell signaling, 
differentiation, and proliferation.29  Properties of arginine that pro-
mote wound healing include its high nitrogen content to promote 
positive nitrogen balance; arginine is also a precursor of proline, 
which is converted to hydroxyproline and then collagen.23  It is 
also the only substrate for nitric oxide synthesis, which is crucial to 
wound healing for many reasons, including its impact on the qual-
ity of collagen deposited during tissue remodeling.23, 29 

There are studies that support the use of supplemental arginine 
in states of stress, but recommendations for a safe regimen to pro-
mote effective healing of chronic wounds are controversial and not 
clearly defined.4, 9, 24 However, studies including arginine supple-
mentation often include arginine in an oral nutrition supplement 
combined with calories, protein, and micronutrients, so the par-
ticular benefit of arginine is hard to quantify.28, 30, 31 Arginine doses 
that have been used in experimental research include 4.5 grams, 
9 grams, 17 grams, and 20 grams.2, 23, 27 According to a critical re-
view by Alexander and Supp, up to 20 grams of supplemental argi-
nine is considered safe and relatively well-tolerated by adults, but 

evidence is lacking regarding the most effective dose and proper 
timing of administration. 27 Conversely, there is evidence that over-
supplementation of arginine could result in overproduction of ni-
tric oxide, which can be detrimental to the acutely ill by increasing 
the systemic inflammatory response and promoting sepsis.9, 14 One 
study specifically compared the use of 4.5 grams versus 9 grams 
of oral arginine supplementation in twenty-three inpatients with 
stage II, III or IV pressure injuries and found no statistically signifi-
cant difference in healing rates.32 This study indicates that similar 
clinical benefits in pressure injury healing can be achieved with a 
lower dosage of arginine and supports significant cost-savings for 
both the healthcare facilities and for patients with pressure inju-
ries.32 Adequate protein intake is also emphasized for optimal ben-
efit of arginine supplementation.2 

Glutamine is another conditionally-essential amino acid, meaning 
that it is produced endogenously, but it becomes essential in states 
of stress and trauma.2, 4 Glutamine is involved in various body pro-
cesses, many of which contribute to wound healing.2 General areas 
of glutamine involvement include metabolic, enzymatic, antioxi-
dant, immunologic, and transport areas.2, 13 There is evidence that 
glutamine supplementation is beneficial in states of catabolism 
including  trauma, burns, and sepsis, all of which deplete endog-
enous glutamine stores.13, 24, 25, 33 Glutamine supplementation in 
metabolic stress improves gut function, enhances immune func-
tion, decreases complications from sepsis, and improves insulin 
sensitivity.13, 24, 25, 33 The currently recommended, maximum dose 
of glutamine supplementation reported by Mueller et al is 0.57 g/
kg/day.24 However, it cannot be assumed that the same benefit will 
be seen in those with chronic wounds because these patients typi-
cally do not have the same inflammatory and metabolic complica-
tions as those with sepsis or trauma.25 Glutamine supplementation 
for wound healing remains controversial.2, 9, 25 Due to the overall 
nutrient depletion seen in those with chronic wounds resulting 
from protein energy malnutrition, glutamine supplementation 
might be beneficial due to total body depletion of glutamine.2, 25 

Other amino acids implicated in wound healing are cysteine, pro-
line, methionine, lysine, and B-hydroxy B-methylbutyrate (HMB), a 
metabolite of leucine.24, 34 Cysteine, lysine, and proline all serve as 
precursors for collagen formation.24 Methionine also plays a role 
in collagen formation as well as fibroblast proliferation.24 HMB has 
been studied in combination with supplementation of amino acids 
based on the theory that it bolsters collagen formation, regulates 
protein utilization, and helps prevent muscle breakdown.24 Unfor-
tunately, the literature is scarce on the impact of these individual 
amino acids and derivatives on wound healing. Most of the stud-
ies examining amino acid supplementation in wound healing use 
combination supplements containing one or more amino acids, as 
well as other nutrients, making it difficult to attribute results to one 
particular amino acid.25, 28, 30, 34, 35 Some of these studies on amino 
acid supplementation for wound healing are done in animal mod-
els, and it may not be effective to translate the evidence to humans 
until human studies are performed.29, 33, 35, 36 A number of individu-

continued on page  6
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al randomized, placebo-controlled studies yielding positive results 
from combination amino acid supplementation for wound heal-
ing examined very specific sample populations, such as those with 
pressure injuries and spinal cord injuries or subjects with diabetes 
and wounds who are also on dialysis, so conclusions cannot be 
generalized to all populations and all types of wounds.28, 34 These 
studies are also limited by very small sample sizes of 30 subjects or 
less.28, 30, 34, 35 It is reiterated that specific amino acid supplementa-
tion may only be of particular benefit in states of deficiency, but it 
is of utmost importance to correct malnutrition when wounds are 
present for optimal healing or else specific micronutrient supple-
mentation will not be effective.2 

Vitamin A
Research also suggests a role for fat-soluble, vitamin A in promot-
ing skin integrity due to its many functions in the body, including 
epithelialization and collagen formation. 9, 19, 24 For this reason, it is 
often used topically to manage various skin conditions to stimu-
late growth of epithelial tissue.2, 25 Vitamin A is also important to 
immune system function because it increases macrophage and 
monocyte presence at a wound site.2, 24 Dietary vitamin A defi-
ciency has been associated with decreased immune function, di-
minished wound healing, and increased risk of wound infections.24 

Research supports a particularly beneficial role of vitamin A in pro-
moting healing in patients on corticosteroid therapy for inflamma-
tory diseases, like rheumatoid arthritis, because vitamin A supple-
mentation counteracts the negative effects of corticosteroids.2, 19, 

24, 25 The recommended vitamin A supplemental dose for patients 
on corticosteroids is 10,000 to 15,000 IU/day and can be up to 
25,000 IU/day.2, 4, 24, 25 This supplementation must be limited to 7 
to 14 days to prevent acute toxicity, and certain populations, such 
as those with abnormal liver function or malnutrition, must be es-
pecially cautious.2, 24, 25 Symptoms of vitamin A toxicity include dry 
mucous membranes, vomiting, headache, liver damage, hair loss, 
pain, bleeding, and coma in severe cases.4, 24 

Other micronutrients
Many other micronutrients have also been postulated as having 
functions beneficial to the body for wound healing. Vitamin D is 
a fat-soluble vitamin more recently associated with wound heal-

ing due to its role in skin proliferation.2 Vitamin D is the only mi-
cronutrient that can be synthesized in the skin when exposed to 
ultraviolet light, in addition to obtaining it from dietary intake.37 Vi-
tamin D deficiency is common in the elderly population who have 
limited sun exposure. The elderly are also the population most at 
risk for malnutrition and pressure injuries.37 Evidence is limited 
as to whether vitamin D is of particular benefit. There are studies 
supporting vitamin D deficiency being associated with increased 
incidence of venous and pressure injuries.2 However, vitamin D 
deficiency may not be an independent risk factor for pressure inju-
ries, according to a study by Kalava, Cha, and Takahashi, and may 
instead be a marker of medical comorbidities which increase the 
risk of pressure injuries.37

Fatty acids, particularly omega-3 fatty acids, have received some 
attention as being involved in skin integrity due to their biolog-
ic role in vascular physiology and immune responses.27 Specific 
roles of omega-3 fatty acids include pro-inflammatory cytokine 
production, gene expression, cell metabolism, and formation of 
new blood vessels.24  Evidence suggests involvement of omega-3 
fatty acids in helping reduce wound infections, although another 
animal study suggested that excessive omega-3 supplementation 
impairs wound healing.24, 27 There are inconsistencies in the litera-
ture and ultimately, the role of fatty acids in wound healing has not 
been studied enough for recommendations to be made.24 

Although there is no clear evidence supporting its role in healing 
chronic wounds, the antioxidant properties of vitamin E may posi-
tively impact wound healing in conjunction with states of inflam-
mation.24 Selenium also has antioxidant properties correlated with 
wound healing.2 Iron has been associated with collagen formation 
and wound healing as it supplies oxygen to tissues, although iron 
supplementation has been shown to prolong inflammation.2, 4, 19, 24 
Copper is involved in collagen cross-linking needed for rebuilding 
tissues, and manganese has been associated with tissue regenera-
tion as well.4, 24 B vitamins contribute to collagen formation and 
have also been suggested in benefitting diabetic patients.16, 19, 24 
In an experimental animal study by Mochizuki et al, diabetic mice 
treated with B vitamin supplementation displayed accelerated 
wound healing and improved blood glucose control.16 Ultimately, 
there is no definitive evidence supporting supplementation of 
these micronutrients above the RDA for wound healing.

Conclusion
Nutrition plays an indispensable role in the processes of wound 
healing, regardless of the type of wound and specific population. 
Malnutrition has been identified as a major risk factor for wound 
development, most often pressure injuries, and working to remedy 
malnutrition seems to be of utmost importance in nutrition ther-
apy for prevention and treatment of wounds.19, 38, 39 Criteria used 
to diagnose malnutrition may differ between studies, but progress 
has been made in recent years to develop a global consensus of 
core diagnostic criteria for malnutrition.10 What is known is that 
the elderly are at particular risk for malnutrition due to the physi-
ologic changes that occur with aging, as well as a decrease in over-

continued on page  7
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all appetite and meal intake that occurs with advancing age.19, 20 
Many patients with wounds also have multiple, additional comor-
bidities, such as ongoing inflammation, muscle atrophy, or meta-
bolic disturbances, and these comorbidities further complicate 
the characterization of nutrition status.33 

Evidence confirms that elevated energy, protein, and fluid needs 
are essential for wound healing.4, 8, 9, 12 Increased protein intake 
is especially important in the elderly due to a declining anabolic 
response to available protein and to offset catabolic and inflam-
matory conditions commonly seen in aging populations.9, 20 Spe-
cific macronutrient requirements are individualized based on age, 
wound severity, and comorbidities.2, 6, 8, 14 Research is varied on 
the benefit of specific micronutrient supplementation above the 
RDA to promote wound healing. Micronutrient supplementation, 
particularly of vitamin C and zinc, may be beneficial in states of 
specific micronutrient deficiency.2, 19, 23, 24 Micronutrient deficien-
cy is often accompanied by malnutrition due to decreased, over-
all intake.19 Specific amino acid supplementation is suggested 
to be beneficial in certain circumstances, particularly in states of 
metabolic stress.4, 12, 23, 24, 25, 27, 28 This is when conditionally essen-
tial amino acids such as arginine and glutamine become essen-
tial, and supplementation can help meet an increased demand.2, 

4, 14, 23, 24, 25, 27, 28 Other micronutrients such as vitamin A, vitamin D, 
omega-3 fatty acids, and B vitamins have implications for wound 
healing due to their specific roles on body processes that impact 
skin integrity, but evidence is lacking as to whether supplementa-
tion provides any particular benefit; there are no dosage recom-
mendations.2, 4, 16, 19, 27, 37 

One limitation of available evidence is that individual studies of-
ten include multiple macronutrients and micronutrients, so the 

continued on page  8
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benefit of a particular nutrient on wound healing cannot be clearly 
determined.25, 28, 30, 34, 35 Another limitation is that many studies are 
based on animal research, which does not always clearly translate 
to humans, so further research in these areas is required.29, 33, 35, 36 
This review supports the necessity of screening for malnutrition 
by a medical professional such as a registered dietitian, particu-
larly in elderly, institutionalized patients and those with chronic 
wounds. 9, 19, 39 Nutrition assessment can also help identify nutri-
ent deficiencies and whether supplementation is warranted. 9, 24 
This process should involve an interdisciplinary care team and 
development of a highly individualized plan of care, based on a 
patient’s particular medical condition and existing comorbidities.9, 

19, 38 Further studies on the role of nutrition in wound healing are 
needed in order to confirm and clarify the controversial evidence 
presented, particularly regarding specific recommendations for 
micronutrient supplementation. 

https://dhcc.eatrightpro.org/prof-development/newsletter-self-study-articles
https://dhcc.eatrightpro.org/prof-development/newsletter-self-study-articles
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Chair Update

Editor Column

Winter Greetings!

As I write this message, I reflect upon unique chal-
lenges I have faced in the past year to which I am 
sure you all can relate. Not only personal challenges, 
but also those within our varied areas of practice. 
Whether you work in a post-acute facility, home 
health, or corrections, the prevention and contain-
ment of COVID-19 has become an unprecedented 
priority. Many of you have likely been working re-
motely, which presents yet another obstacle to pro-
viding quality nutrition care. I am certainly hopeful 
for a better year in 2021, as the vaccination is now 
being provided.  I also hope that by being a mem-
ber of DHCC, you will see that we are continuing to 
provide quality newsletter articles, webinars, and 
resources to allow time for growth and enrichment 
as a dietitian. 

In this newsletter, our CPEU article provides you 
with an outstanding review of current evidence re-
lated to the role of nutrition in wound healing by 
Christine A. Barnett, MS, RD, LDN and Anne Buison, 
PhD, RDN.  Please also check out our NDTR member 
spotlight article as it summarizes research around 
food safety and hygiene as it relates to our world 
right now. Thank you, Jani Leuschel, MS, NDTR for 
providing this timely information. Our Policy Up-

Thank you for taking the time to read this edition 
of Connections.  We hope you find the information 
interesting and valuable.

Consider writing for the newsletter!  Whether a 
practice-focused article or a more in-depth CPEU 
article, we welcome your contribution.

Julie Driscoll
RDN, CSR, CSG, LDN

Marcus F. Sam
MS, RDN, LDN

dates article, written by Cindy Wolfram, RDN, LD, 
FAND, touches on The Legislative and Public Policy 
Committee’s guidance on establishing advocacy 
and public policy work for the Academy of Nutri-
tion and Dietetics. Because of the pandemic and 
the strain, it put on Food Service departments 
around the globe, Cindy Dahl, QS, RDN, NHS, was 
able to utilize an alternative method food ser-
vice plan with the help of a fast casual restaurant 
chain. Her article will touch on that process. Finally, 
Joanne Zacharias, RDN, recaps the Fall 2020 House 
of Delegates Meeting with her article. We will also 
be adding a new column entitled “Members of the 
Move”, highlighting accomplishments and hap-
penings amongst our members. If you know of a 
member (yourself or someone else) that should be 
recognized, please contact our newsletter editor, 
Marcus Sam. 

I wish everyone a happy new year filled with good 
friends, good food, and good health. Feel free to 
reach out to me at any time with questions or sug-
gestions.

Julie Driscoll, RDN, CSR, CSG, LDN
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As Jani mentions, NDTRs/DTRs are critical professionals involved in 
communicating up-to-date, science-backed food safety education 
to the public.

Jani’s diverse professional experience includes a stint as a copy 
editor at a major newspaper and many years as a fitness instruc-
tor and personal trainer. When her family members developed 
diabetes and food allergies, she was moved to enroll in the di-
etetics program at Texas Woman’s University. Jani has an MS in 
kinesiology, a BS in nutrition, and runs her own nutrition blog 
called  Food Hall by Jani, where she features science-backed nu-
trition information, recipes, wellness articles, and resources rel-
evant to NDTRs/RDNs and the nutrition world!

frozen, many do not know to do the same with frozen vegetables. 
Frozen vegetables need to reach an internal temperature of 165°F 
to kill bacteria.

The other main handling problem during the meal prep experi-
ment was poor handwashing. While 72% of the participants at-
tempted to wash hands prior to food prep, only 5% used all the 
steps outlined by the CDC. Usually, participants failed to scrub for 
20 seconds.

This experiment was conducted in November and December of 
2019. Since that time, effective handwashing techniques have 
been thoroughly broadcast by government agencies world-
wide and by the media. Increased awareness of proper hand-
washing could be leading to better food handling practices in 
home kitchens.

Dietetic Technicians Subunit Member Article Spotlight: 
Pandemic Food Safety: 
Wholesome Meals at Home
Introduced by Drisana Clifton, MPH, NDTR

Greetings fellow  NDTRs and DHCC members! 
Hello fellow NDTRs/DTRs and DHCC members! 
FNCE® brought many wonderful connections to 
the DHCC NDTR/DTR community through the 
virtual booth. It was great to see everyone who 
made it to the virtual networking event. We will 
be hosting more virtual events so be on the look-
out for invites! 

Spotlighting members and their knowledge and 
expertise is a powerful way to leverage connec

tions in our community. In this article, DHCC member Jani Leus-
chel, MS, NDTR shares her knowledge and summarizes research 
around food safety and hygiene as it relates to our world right now. 

Pandemic Food Safety: Wholesome Meals at Home

In clinical settings, DTR/NDTRs work under the 
supervision of the RD/RDN, and in the commu-
nity, they often provide nutrition education and 
assistance to individuals and families. This mul-
tifaceted task may include finding resources for 
healthy food, coaching on grocery shopping, and 
teaching culinary skills and menu planning. 

As the pandemic continues, it should include 
communicating food safety messages for prepar

ing wholesome food at home and preventing illness from bacteria 
on food. Cooking at home is the new normal, so there has never 
been a better time to become educated on how to handle and pre-
pare food safely at home.

It was timely that in late September the Food Safety Inspection Ser-
vice (FSIS) released the results of research on frozen foods prepara-
tion and on the use of food safety behaviors during meal prepa-
ration.1,2 Results of their Food Safety Consumer Research Projects 
revealed a surprising lack of knowledge about when frozen foods 
are safe to eat.

FSIS researchers observed the meal prep of raw frozen stuffed 
chicken breasts and a salad that combined frozen corn with 
canned black beans. Although 75% to 80% of participants used 
a thermometer to check the internal temperature of the chicken 
after cooking, less than 5% checked the temperature of corn after 
heating. A few participants did not cook the corn. Although most 
people know that animal products should be fully cooked and will 
check the internal temperature of meats when cooking fresh or 

Drisana Clifton
MPH, NDTR

Jani Leuschel
MS, NDTR

continued on page  11

https://jani-foodhall.org/about-food-hall/
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During meal prep in the test kitchen, very few participants tried 
to wash their hands after touching the raw chicken product. This 
suggests that many people do not know that frozen raw chicken 
can harbor bacteria just like fresh raw chicken. It also opens the 
door for cross-contamination due to touching other food after 
touching the chicken product.

Another interesting facet of this meal prep experiment was half of 
the participants said they did not use a thermometer after cook-
ing not-ready-to-eat (NRTE) frozen chicken dishes at home.  Three 
likely reasons for thermometer use in the experiment were:

1. First-time preparation of this type of frozen chicken product. 

2. Package directions specifying a thermometer to check the inter-
nal temperature after cooking.

3. The experimental treatment, a short video on food safety and 
thermometer uses with NRTE foods played with other news sto-
ries (seen by half of the participants). 

This research points out that DTRs and RDNs can help consum-
ers and clients prepare frozen foods safely by reminding them to 
check frozen food labels, which should indicate whether they are 
fully or partially cooked. This includes frozen vegetables as well 
as entrees that may contain beef, chicken, pork, and other meats. 

Three important meal prep practices will help with avoiding ill-
ness from eating frozen foods:

1. Proper handwashing before preparing a meal and after han-
dling foods that may contain bacteria, such as raw or partially 
cooked meats.

2. Reading the package label thoroughly for cooking instructions 
and whether an item has been fully cooked.

3. Checking to make sure frozen meat and vegetable products 
are cooked to an internal temperature of 165°F by inserting a 
food thermometer into the center of foods after cooking to test 
foods for this internal temperature

These precautions fall under the four food safety steps in the Be 
Food Safe campaign from the USDA in cooperation with The Part-
nership for Food Safety Education, the CDC, and the FDA:3

•   Clean: Wash hands and surfaces often.

•   Separate: Don’t cross-contaminate.

•   Cook: Cook to proper temperatures.

•   Chill: Refrigerate promptly.

Dietetic Technicians Subunit Member Article Spotlight: 
Pandemic Food Safety: Wholesome Meals at Home
continued from page  10

RDNs and NDTRs particularly recommend minimally processed 
frozen items like fruits and vegetables to clients and the public 
because they offer nutrition and convenience at a low cost. 

Data from the American Frozen Food Institute (AFFI) shows that 
people are buying more frozen foods to limit the number of gro-
cery shopping trips and relieve the time crunch and increased 
workload that result from having all family members at home.

continued on page  12

Food Safety & Frozen Foods:
Steps to follow

1. Wash your hands before and 
often while preparing food.

 Use the CDC guidelines for 
handwashing.

2. Read the label on the 
package to find out if a 
food is ready-to-eat or 
must be cooked.

3. Cook meat/poultry and 
vegetables to an internal 
temperature of 165 F.

Follow the cooking 
instructions on the package.

Insert a food thermometer 
into the middle to test for 
doneness!
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Dietetic Technicians Subunit Member Article Spotlight: 
Pandemic Food Safety: Wholesome Meals at Home
continued from page  11

Children engaged in distance learning may not be getting lunches 
from school. This, along with adults working from home translates 
into more meals eaten at home. People often choose quick and 
easy frozen foods to fulfill these needs.

The AFFI’s survey4 shows that frozen food sales increased exponen-
tially in the early weeks of the pandemic (doubled in late March), 
and they are continuing above average according to trade publica-
tions5. Trends show that people who shunned frozen foods prior 
to the pandemic are now buying them. The most popular items are 
those with a high need for food safety: frozen vegetables, meat/ 
poultry, and pizza. 

(The AFFI offers frozen food safety, nutrition information, and reci-
pes at https://frozenadvantage.org/.)

As coronavirus influences our everyday actions, NDTRs and RDNs 
can help government agencies, such as the FSIS and CDC, edu-
cate people regarding food safety messages that are pandemic 
pertinent.  This is particularly relevant for RDNs/NDTRs working in 
Healthcare Communities who interface with at-risk populations 
like seniors, young children, and those with illnesses and disor-
ders that lower immunity. These populations may rely upon fro-
zen foods and delivered meals that require increased vigilance to 
food safety.

While our communities stay home and practice safety behaviors 
like social distancing and wearing masks to avoid coronavirus, 
we can help them side-step food-borne illness by emphasizing 
proper food handling processes.
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Why Care about Policy and Advocacy?  
Cynthia A. Wolfram, RDN, LD, FAND

Cynthia A. Wolfram
RDN, LD, FAND

The Legislative and Public Policy Committee (LPPC) guides the 
establishment of the Academy of Nutrition and Dietetics’ advo-
cacy and public policy work, consistent with the mission and vi-
sion of the Academy. The goal of the Academy’s advocacy efforts 
and policy initiatives are to positively impact the health status 
of Americans through food and nutrition, supported by federal, 
state, and local public policies with member involvement.

As we begin 2021, there is a new administration in Washington, 
D.C.  The LPPC will be working diligently to evaluate the current 
policy initiatives and determine strategies to continue the policy 
work for the Academy.

As Administration changes are in process, there will be several 
items that will occur with new staff, administration members and 
their confirmation and the general work of starting the work of 
the new administration.  

As we move forward into the new year, several goals for Policy 
and Advocacy will be actively presented and I encourage you to 
participate:

•  Action Alerts:  Please respond!  It is important to have our 
voices heard.  The action alerts are sent so you can easily 
respond. I will continue to post these on the DHCC electronic 
mailing list (EML).

•   Issues Experts:  The goal is to identify a group of experts on issues 
that impact those we serve so that we are ready to respond to re-
quests, often with short turnaround time.  Please consider being 
a part of this group.  If you are interested in participating, please 
email me at Cwolframrdld@gmail.com.

•    Website Update:  The website area of Policy has recently updated 
to include resources for use in various areas of policy.  Addi-
tionally, there are useful tools that can be used to make your 
voice heard.

•  ANDPAC: Consider donating to the Academy of Nutrition and Di-
etetics Political Action Committee.  All have different thoughts 
about this area.  I encourage you to consider that often our pro-
fession needs to contribute to members of congress to have our 
voices heard.  As we have new members of Congress, there may 
be opportunity to support these members, so they learn about 
the Academy and the policy initiatives.  

If you have ideas, suggestions, or concerns, please feel free to con-
tact me at Cwolframrdld@gmail.com

Together, we can make a difference.

mailto:Cwolframrdld%40gmail.com?subject=
mailto:Cwolframrdld%40gmail.com?subject=
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Food and Nutrition Service Department 
Alternate Method Food Service Plan

Operation Name: _____________________________________________  [add date]

The Concept.

1.   ______Healthcare will have their meals produced and delivered for 3 days with the option of additional 3 
days a week from an approved restaurant operated by [designated/approved restaurant]. Menu order will 
be approved by the Registered Dietitian Nutritionist (RDN) as indicated on the Spreadsheet in the kitchen.  
Diets will be monitored for texture on tray line. Texture modified diets (puree, mechanical) will be prepared 
in house. Items will be modified as indicated.   Kitchen staff will be educated on the meal service plan.

2.   The health department survey rating of [designated/approved restaurant] will be viewed on __________ 
County site. 

3.   Meal will be supplemented for specialty items within the facility kitchen for specific diets. 2g Sodium/Renal 
will have high sodium items substituted in house (ex; no cornbread and instead of restaurant starch, will 
have in house prepared rice or noodles) and signed off by RDN.  

4.   Nursing will be apprised of the status of the meal delivery for oversight during mealtime.

5.   Delivered food will have the time of delivery and temperature recorded on the spreadsheet. Menu will be 
kept on file for 30 days. 

6.   Meal service will be on disposable products.

7.   Meals will be served with the tray ticket indicating the diet order. 

8.   Delivered food will be discarded 4 hours after the time food left designated/approved restaurant. 

9.   Any non-kitchen volunteers in the kitchen will have a short food safety instruction. 

The receiving facility is located at ______________________________

Editor’s note:

When the pandemic began, Cindy Dahl, RDN, NHA developed a plan for the delivery of meals from an outside source 
if needed.

This is that sample plan, which could be customized for any specific restaurant or approved food service operation.

continued on page  15
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Food and Nutrition Service Department 
Alternate Method Food Service Plan

Distance between Facilities.

The [designated/approved restaurant] distance: ________________________

________________Healthcare Services

________________Healthcare Center is a non-medical healthcare institution dually certified (SNF/NF). 

There are _____licensed beds. Current census  ____ patients.

________Healthcare Center participates in Medicare and Medicaid programs.

Number and Type of Meals Prepared and Transported.

The resident master menu consists of seven diet types including Regular, Small, Large, 2-gram sodium, carbohy-
drate controlled, low-fat/low cholesterol, renal, regular, Soft, Diabetic/Low Calorie, Heart Healthy, Vegetarian and 
Ground/Puree.  
[designated/approved restaurant] will provide meals from their menu offerings. 

 The facility will determine foods acceptable for specific diet textures. 

 Approximately  _____meals/menu items per meal will be produced and delivered in delivery trucks. 

________ Healthcare retains the flexibility to provide these items on individual non-disposable dishware 
as determined necessary. These foods are termed bulk items and are ordered to meet the individual pref-
erence needs of residents. 

The number and types of these foods corresponds to nutritive equivalent to ______ Healthcare emer-
gency menu. 

_____Healthcare will be providing individually packaged additional items to specific diets approved by 
the healthcare facility Registered Dietitian Nutritionist. 

BOTH Lunch at 11: 15 am (noon meal) and Dinner at 4:15 pm (5pm meal) on [day/days of the week].

II.  Restaurant  Kitchen Considerations

Adequacy of Central Kitchen Space, Equipment and Facilities
[Designated/approved restaurant] is an approved facility that routinely provides catering for large groups. 

Adequacy of Staff
[Designated/approved restaurant] is staffed with PIC = Person in Charge (Food Safety Manager).

continued on page  16
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Food and Nutrition Service Department 
Alternate Method Food Service Plan

Food System Temperature Control

There are a variety of temperature control systems in place. Hot foods prepared at the central kitchen are cooked 
to 135°F and 145°F or above according to HACCP guidelines for potentially hazardous foods and then transported 
covered  in a vehicle 1.9 miles (15 minutes). 

Equipment Used to Transport Food

The food in moving a short distance (3.9   miles/ 9 – 12 minutes) and will be delivered via truck or car. The food will be 
covered during transport. 

[Designated/approved restaurant]  Kitchen inspection

[Designated/approved restaurant] kitchen has been inspected several times by the ______________ Department 
of Health and has been found in compliance. The most recent inspection can be found at ___________ County 
Environmental Health. 

Reviewed and approved by Facility Administrator:___________________________________________   
Date: _____________

Reviewed and approved by Facility Registered Dietitian Nutritionist:

___________________________________________Date: ____________

Reviewed and approved by _____________________Catering Manager [Designated/approved restaurant]

 _________________________________________Date: ____________

continued from page  15
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A Systems Approach to Accelerating Nutrition and Health Equity 1 
 

Fall 2020 House of Delegates Meeting Recap: A Systems Approach to 
Accelerating Nutrition and Health Equity  
The Academy of Nutrition and Dietetics House of Delegates (HOD) convened its Fall 2020 Virtual Meeting on Thursday, October 15 
and Friday, October 16. Meeting participants discussed nutrition and health equity as a subtopic of diversity and inclusion. 

Critical Issue Question: 
How can the Academy and its members accelerate nutrition and health equity? 

 
Why Nutrition and Health Equity? 
COVID-19 has underscored existing disparities Black, Latinx, and Native American communities are experiencing. These 
communities suffer from a disproportionate burden of COVID-19 cases and deaths. 
 
During the meeting, delegates gained a 
knowledge base on the impact of racial 
and social injustices on nutrition and 
health equity. The resources, to the right, 
are intended to help delegates and their 
constituents understand the topic and 
practice with cultural humility in the 
communities in which they live, work, 
and play. 

 
 
The HOD explored a Systems Approach to Nutrition and Health Equity through the lens of the Social Ecological Model, the Academy 
Strategic Plan, and information from the Nutrition Equity Summits, as depicted below:  
 

 
 
 
 
 

Resources 
• Understanding and Promoting Nutrition and Health Equity 
• Practicing Cultural Competence and Cultural Humility in the Care of Diverse 

Patients 
• Combatting Unconscious Bias and Preventing Microaggressions: A Professional 

Duty 
• Equity vs. Equality video by Robert Wood Johnson Foundation  
• Project Implicit® Race IAT Test  
• Diversity and Inclusion page on the Academy website 
• Academy’s Definition of Terms (new terms for diversity and inclusion)  
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Cultural Humility 
Subject Matter Experts on Diversity and Inclusion and Health Equity provided more information that enabled delegates to 
brainstorm concepts for a proposed Academy Cultural Humility tool. The information will be shared with the Academy Board 
of Directors and the Diversity and Inclusion Committee for their consideration. 

 
 
 
 
 
 
 
Impact Areas  
The Nutrition Health Equity Model was explored within three impact areas: Communications/Advocacy, Grassroots 
Efforts/Community, and Research, and considered Academy activities already underway. The impact areas and sample delegate 
actions are shown below. 

What’s Next?  
• Members will be asked to complete a survey of their work and volunteer involvement related to Nutrition and Health 

Equity, especially in the Black, Latinx, and Native American communities. The results of this survey will be shared with 
members. 

• Members will be asked to join self-directed task forces to brainstorm activities or projects related to actions or tools within 
the three impact areas and report progress to the HOD. The goal is to increase awareness of and replicate or scale projects 
that help to accelerate nutrition and health equity within the nutrition and dietetics practice. 

• The HOD will continue to work on the nutrition and health equity topic, as well as other topics under the umbrella of 
Diversity and Inclusion. The HOD will continue to collaborate with the Diversity and Inclusion Committee. 

 
What Academy Members Can Do 
• Learn more about and increase personal awareness of cultural humility, racial equity, bias and nutrition and health equity in 

your practice.  
• Take the Nutrition and Health Equity survey noted above and consider joining a task force.  

 

Communications/Adovcacy
•Support and communicate Academy Advocacy and Public Policy 
activities

•Take the Member Policy Interest survey to join an affinity group

Grassroots Efforts/Community
•Develop a mentor program with experienced members engaged in 
successful programs

•Survey members about program successes and share the 
information across the Academy

Research
•Identify funding sources/opportunities and build research funding 
collaborations

•Strengthen relationships with stakeholder communities to assess 
needs and desired outcomes

Coined by Tervalon and Murry-Garcia in 1998, “Cultural humility is a 
lifelong process of self-reflection and self-critique whereby the individual 
not only learns about another’s culture, but one starts with an examination 
of her/his own beliefs and cultural identities.” 

 

Additional Information 
Fall 2020 Meeting Materials  Contact Your Delegate 
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