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Considerations for Culture Competence Throughout the Nutrition 
Care Process
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Abstract
The minority population in the United 
States is expected to continue to 
increase by 2060. This impacts the way 
health-care providers administer care 
to their patients, given different cultural 
views. Cultural competence is growing 
alongside the changing demographics, 
and many health-care facilities are making 
it a priority. Nutrition assessment and 
counseling may need to be tailored to fit 
patients’ personal beliefs and traditions. 
Language, religious diet specifications, 
education level, and housing status may 
impact overall nutrition status. This article 
reviews the three dimensions of culture 
and how they relate to the nutrition care 
process and provides recommendations 
for registered dietitian nutritionists to 
follow.

Introduction
The United States is diversifying and, as a 
result, health care is changing to account 
for differing views, values, and attitudes 
among individuals seeking care. The 
minority population in the United States 
increased from 37.9% in 2014 to 39.1% in 
2018 and is expected to increase by 10% 
by 2060.1,2 Currently, the majority of the 
minority population is Hispanic (18%), 

followed by black (13%), and Asian (6%).1 
The need for health care–specific cultural 
competence is growing with the increase 
in minority populations.2 A culturally 
competent individual is defined as “one 
that acknowledges and incorporates—on 
all levels—the importance of culture, 
assessment of cross-cultural relations, 
vigilance toward the dynamics that result 
from cultural differences, expansion 
of cultural knowledge, and adaption 
of services to meet culturally unique 
needs.”3

Cultural competence is applicable to our 
day-to-day interactions but is essential 
for health-care providers who deliver care 
for individuals in vulnerable conditions. 
Data suggest Hispanic and black minority 
groups are more likely to suffer from 
cardiovascular disease, diabetes, asthma, 
and cancer,3 thus emphasizing the 
importance of understanding the cultural 
nuances specific to those minority 
populations. There are three dimensions 
that describe diversity: primary 
dimensions, secondary dimensions, and 
organizational dimensions, as described 
in Table 1. This article will review 
opportunities and discuss considerations 
for integrating culturally competent care 
within the nutrition care process.

Considerations for Culturally 
Competent Care Within the 
Nutrition Care Process
All components of the nutrition care 
process may be influenced by cultural 
factors. The remainder of this article will 
discuss how primary, secondary, and 
organizational dimensions of diversity can 
influence nutrition assessment, intervention, 
monitoring, and evaluation of care.

Nutrition Assessment
An in-depth nutrition assessment is 
completed on any patient at risk for 
developing malnutrition or with a 
malnutrition diagnosis. The consensus 
statement created by the Academy of 

Table 1. Dimensions of culture

Dimensions Examples

Primary Race

Ethnicity

Age

Secondary Religious orientation

Educational 
background

Housing status

Organization Field of work

Functional status

http://online.lexi.com/?searchUrl=%Flco%2Faction%2Fsearch%3Fq%3Dspironolatone%26t%3Dname%26va
http://online.lexi.com/?searchUrl=%Flco%2Faction%2Fsearch%3Fq%3Dspironolatone%26t%3Dname%26va
http://online.lexi.com/?searchUrl=%Flco%2Faction%2Fsearch%3Fq%3Dspironolatone%26t%3Dname%26va
https://www.nhlbi.nih.gov/health/educational/lose_wt/risk.htm
https://www.nhlbi.nih.gov/health/educational/lose_wt/risk.htm


20 ❙ Support Line ❙ February 2020

Nutrition and Dietetics and American Society 
for Parenteral and Enteral Nutrition defined 
six characteristics that should be evaluated as 
part of a complete nutrition-focused physical 
assessment to diagnose malnutrition:

 1. involuntary weight loss
 2.  inadequate caloric intake
 3. functional status
 4. nutrition-focused physical assessment 

that evaluates for loss of muscle mass
 5.  fluid accumulation
 6. loss of subcutaneous fat 4

It is important to consider these characteristics 
in the context of cultural factors. In a study 
conducted by Sheean et al, older Americans 
(>55 years of age) reported differences 
in malnutrition as determined using the 
abridged Patient-Generated Subjective Global 
Assessment tool that assessed weight loss, oral 
intake, global decreases in physical function, 
and other nutrition-specific guidelines 
(anorexia, constipation, dry mouth) in different 
race/ethnicity groups.5 A total of 26% of 
participants were determined to be at “high 
nutrition risk.”5 Of these, black individuals have 
the highest risk of malnutrition (34%), followed 
by Hispanics (31%); only 16% of non-Hispanic 
whites were at risk of malnutrition.5 This study 
indicates that malnutrition may be affected 
by cultural factors and registered dietitian 
nutritionists (RDNs) need to be aware of the 
risk factors.

Weight Loss
Unintentional weight loss is a significant 
concern for all individuals and is primarily 

related to disease but can be exacerbated 
by cultural factors. Housing status, 
functional status, and religion may all 
influence weight loss via inadequate caloric 
intake. RDNs are responsible for obtaining a 
detailed nutrition history to determine if the 
weight loss was intentional or unintentional 
and to determine appropriate interventions 
to prevent further weight changes.

Caloric Intake
Caloric intake requires clinical judgment 
from the RDN as appropriate caloric 
and protein requirements are estimated 
based on the patient’s height, weight, and 
medical condition. The gold standard for 
determining caloric requirements is using 
indirect calorimetry; however, it is not 
always feasible given cost, availability, and 
time.6 Indirect calorimetry measures the 
gas exchange in the body and best reflects 
caloric expenditure. Accordingly, predictive 
equations are often used to determine 
nutritional requirements for patients. Various 
predictive equations used to measure caloric 
prescriptions in patients are included in 
Table 2.6 Using these equations, along with 
the nutrition history, 24-hour diet recall, and 
patient report, the RDN will estimate caloric 
needs and determine whether the patient is 
meeting his or her nutritional requirements. 
Culture may influence either decreased or 
excessive caloric intake.7

Food insecurity is defined as the 
uncertainty of having enough food to 
meet the needs of all household members 
because the household has insufficient 

money or other resources for food. Overall, 
11.1% of Americans are affected by food 
insecurity. Race and ethnicity may impact 
overall caloric intake; statistics indicate 
that 21.2% of black and 16.2% of Hispanic 
individuals suffer from food insecurity.8 
Furthermore, individuals suffering from 
food insecurity are often not able to meet 
their nutritional needs.

The secondary dimension of cultural 
competence includes housing status or 
religion and has a major role on caloric 
intake. Those who live in food deserts 
may not have equal access to food, which 
decreases their ability to adequately meet 
their nutritional needs.9,10 These individuals 
are also more likely to have elevated waist-
to-hip ratios, supporting the notion that 
foods often available to these populations 
are not nutritionally dense and are higher 
in fat and overall caloric content.10

Fasting, defined as “the voluntary 
abstinence of some or all caloric foods 
and beverages for therapeutic, spiritual, 
or political reasons,” is observed in a 
variety of religions.11 There are three main 
types of fasting recognized in research: 
calorie restriction, alternate-day fasting, 
and dietary restriction.12 When following 
a calorie-restricted fast, there is a specific 
percentage reduction in the number of 
kilocalories ingested per day.12 Alternate-
day fasting incorporates a 24-hour feast 
period followed by a 24-hour fast period. 
During the feast period, fasters may 
consume food ad libitum; however, during 
the fasting period, fasters must abstain 
from food and beverage consumption 
with the exception of water. Finally, dietary 
restriction is the reduction of one or more 
components of dietary intake with no 
reduction in caloric intake.12 Alternate-day 
fasting and dietary restrictions are the most 
common fasting techniques used.12

Ramadan is similar to alternate-day fasting; 
Muslims do not consume any food or 
liquids from sunrise to sunset for 28–30 
days. A major difference between the two 
fasting periods is that Ramadan forbids all 
beverage consumption, while alternate-day  

Table 2. Predictive equations to determine caloric expenditure

Name Equation

Mifflin–St. Jeor Men: RMR=(10×W)+(6.25×H)−(5×A)+5

Women: RMR=(10×W)+(6.24×H)−(5×A)−161

Livingston Men: RMR=(293×W0.4330)−(5.92×A)

Women: RMR=(248×W0.4356)−(5.09×A)

Ratio 10–35 kcal/kg

Ireton–Jones RMR=1,784−(11×A)+(5×W)+(244×S)+(239×T)+(805×B)

Penn State RMR=(Mifflin–St. Jeor×0.96)+(VE×32)+(Tmax×167)−6,212

A=age (years), B=burn (present=1, absent=0), H=height (cm), RMR=resting metabolic rate, S=sex (male=1, 
female=0), T=trauma (present=1, absent=0), Tmax=maximum body temperature in the past 24 hours in degrees 
Celsius, VE=minute ventilation in L/min, W=weight (kg)
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fasting allows for water consumption.12 
During Ramadan, traditionally one large 
meal is consumed after sunset, with a 
lighter meal before dawn. The Koran states 
that those who are critically ill, pregnant, 
menstruating, or nursing are able to break 
the fast and make up the days later in 
the year.13 Meals are delivered to hospital 
patients during the fasting period, so the 
RDN may need to work with the patient and 
the kitchen in the facility to provide meals 
at times that the patient will be able to 
consume. Options include family members 
bringing in meals prior to sunrise and after 
sundown or working with the kitchen to 
plan for meals during recommended times. 
Many hospital kitchens close overnight, 
so meals may need to be created prior to 
the kitchen closing and stored in patient 
refrigerators so that they are available 
during feast times.

Another religion that participates in fasting 
is Greek Orthodox Christianity. They 
follow three different fasts: Nativity (40 
days preceding Christmas), Lent (48 days 
preceding Easter), and the Assumption 
(15 days in August).14 During the fasts, 
they abstain from dairy products, eggs, 
and meat every day. Fish and olive oil are 
recommended to be avoided on certain 
days.12 This can be viewed as a variant of 
vegetarianism due to the limited amount 
of animal protein consumed, so this fasting 
is similar to dietary restriction. Since 
most of the fasts recommend avoiding 
animal proteins, education on plant-based 
proteins may prevent muscle catabolism.

The Catholic and Mormon faiths also 
practice fasting. Catholics will fast during 
the season of Lent (which is 40 days), when 
certain foods may be avoided, particularly 
meat on Friday. Catholics will often fast on 
Ash Wednesday and Good Friday as well. 
The Church of Jesus Christ of Latter-Day 
Saints (also known as the Mormon Church) 
fasts one Sunday each month, and church 
members will go without food or water 
for two consecutive meals. They will then 
contribute the money that would have 
been used for those meals to those in 
need.15

There is limited research available 
regarding fasting and negative implications 
on nutrition status, however there are 
consequences to be considered. Some of the 
potential complications of fasting include 
lipogenesis, hormone modulation, reduced 
oxidative stress and inflammation, increased 
stress resistance, lipolysis, and autophagy.11 
Dehydration is another concern to be 
aware of for fasting patients, specifically if 
beverage intake is limited, as in Ramadan. 
Although limited research is available, 
patients already at risk for malnutrition may 
need further education from the RDN on 
whether fasting is appropriate.

Muslim practices follow a specific diet, 
which prohibits alcohol, pork, and 
by-products of pork.13 An RDN should be 
aware of specific dietary restrictions that 
the Muslim patient may be following to 
prevent any conflict between the patient 
and RDN. Diet in Judaism is strict and 
may be difficult to manage in the hospital 
setting. Judaism has a specific dietary 
pattern called kosher, which prohibits 
consuming blood and certain forbidden fats 
and sinews, consuming flies and insects, 
and the mixing of meat and dairy.16 Jewish 
patients avoid pork products, shellfish, 
and birds of prey. Many food products may 
also contain ingredients from nonkosher 
animals such as casein, fish oil, wine vinegar, 
gelatin, and lard.16 One of the most well-
known practices of the Jewish faith is that 
meat and dairy products are not mixed. 
This means that different cutlery, utensils, 
etc., are used for each product, and they 
must be washed and dried in separate 
areas. This may make it difficult to provide 
kosher meals to patients in a hospital 
setting, and thus most kosher meals are 
prepackaged in disposable containers to 
prevent any cross-contamination. It is the 
RDN’s responsibility to conduct an in-depth 
nutrition assessment on Jewish patients 
to understand their dietary habits and to 
provide the most appropriate meals.

Functional status and occupation are 
components of the organizational dimension 
of cultural competence that may impact 
caloric intake. Occupation related to the 

busy schedules of today’s work environment 
may play a role in inadequate caloric intake. 
Over half of today’s young workforce report 
having to eat on the run, which in turn limits 
their ability to choose healthful options.17 
Many members of today’s workforce also 
report being too busy to eat breakfast 
daily, leading to inadequate caloric intake 
throughout the day. Long works hours have 
been associated with irregular meals, late 
dinners, and little focus on nutrition.17 As 
part of the social history, the RDN will often 
determine the patient’s line of work and how 
that may interfere with overall caloric intake. 

Functional status is another organizational 
dimension that may be impacted by 
culture. Handgrip strength is one of the 
clinical characteristics that can be used 
to identify and support a malnutrition 
diagnosis.4 Handgrip strength may 
correspond to overall muscle wasting 
in patients, as patients with increased 
wasting will often experience decreased 
handgrip strength. Older (>55 years of 
age) black and Hispanic individuals have 
reported significantly decreased physical 
functioning, which can relate to higher 
rates of wasting on physical exams.5 
Functional status may also affect a patient’s 
ability to grocery shop and prepare food, 
leading to decreased oral intake, which 
may in turn lead to weight loss.

Nutrition-Focused Physical 
Assessment
The nutrition-focused physical assessment 
(NFPA) allows the RDN to identify 
subcutaneous fat or muscle wasting, fluid 
accumulation, and vitamin and mineral 
deficiencies. Some cultures may respond 
to physical assessment differently than 
others, as sense of self-boundary differs 
among individuals in different cultural 
groups. It is expected that RDNs follow the 
same recommendations as medical doctors 
(such as asking permission, providing the 
reasoning behind physical assessments, 
and being respectful of patients’ wishes) 
when conducting an NFPA. Most patients 
understand and accept that physical 
touch may be necessary during a medical 
examination, but some cultures may 
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consider different body parts to be sacred 
or private that other cultures do not.

Muslim women who elect to do so must 
have their arms, legs, and hair covered to 
maintain moral and social order, and wearing 
hospital clothing may not correspond with 
their religious beliefs.13 If a male medical 
professional must conduct the physical 
assessment, a thorough explanation of why 
clothing must be removed and removing 
the clothing for as little time as possible 
are recommended.13 When conducting 
the NFPA on Muslim women, RDNs should 
explain what the physical assessment will be 
and ask permission prior to uncovering the 
temple, arm, and leg regions if the patient is 
following traditional beliefs.

Women may not feel comfortable with a male 
provider conducting a physical assessment, 
so males should ask female patients for 
permission and have a female counterpart 
available if that is what the patient prefers 
and vice versa. Overall, it is important to 
remember that patients may have different 
beliefs when it comes to physical assessment, 
and that is why describing the assessment, 
asking permission, and respecting any 
decisions to not participate are crucial.

Integrating Culturally Competent 
Care
The goal of culturally competent care is to 
deliver patient-centered treatment plans that 
meet the cultural, social, and communication 
needs of patients.18,19 An essential step in 
cultural competence is becoming aware of 
your own cultural attitude and that of the 
community served.18 This cultural attitude 
will allow the health-care professional to 
focus on areas of personal improvement to 
best serve the community.18,19

Communication is essential in delivering 
culturally competent care, as language plays 
a large role in medical care.20 A language 
barrier can negatively affect nutrition care 
due to misunderstanding of information 
received and given, the potential for increased 
noncompliance, and the perceived barriers 
related to the use of interpreters.20 Interpreters 
are the best resource to communicate with 
a patient who speaks a different language 

and must be legally provided to all limited 
English proficient patients by the health-care 
facility.21 Family members are often used as 
interpreters as well.

There are barriers to keep in mind when 
utilizing an interpreter such as availability, 
translation between dialects, and knowledge 
of the topic discussed. The use of interpreters 
may also be a barrier in building rapport 
and a close relationship with the patient. 
To negate these barriers, the health-care 
provider can speak in first person directly 
to the patient, speak in short sentences, 
and avoid idioms and acronyms.22 Avoiding 
or limiting the use of family members as 
interpreters will eliminate the potential for 
errors, the violation of confidentiality, and 
an increase in the risk of poor outcomes.22 
Using a trained professional interpreter has 
been associated with improved patient 
satisfaction, decreased adverse events, and 
mitigated malpractice.22 It may be the role 
of the RDN to determine the most prevalent 
foreign language of their population and 
to learn the language to build rapport with 
patients.20 Members of the medical team 
who are certified interpreters may be a useful 
resource when communicating with patients 
who speak different languages.

Nutrition Intervention
Medical Nutrition Therapy
The relationship between culture and 
medical nutrition therapy (MNT) is 
multifactorial, as ethnicity, religion, 
educational background, housing status, 
and functional status all influence diet. As 
mentioned earlier, housing status and the 
ability to meet nutritional needs may be 
limited to those living with food insecurity. 
To accommodate these patients, RDNs 
should understand the resources available 
and the transportation options in different 
neighboring areas. Knowing a patient’s 
educational background may be important 
to understanding their health literacy 
when providing MNT. Per joint commission 
recommendations, all handouts given to 
patients should be at or below a fifth-grade 
reading level to ensure understanding.23

MNT should be individualized to the 
patient’s beliefs and practices. For example, 

pork products may be removed from 
handouts for Muslim and Jewish patients 
because their faiths do not believe in 
consuming it. Being aware of patients’ 
restrictions and beliefs will increase patient 
satisfaction by showing interest in the 
patient and allowing individualized care.

Nutrition Monitoring and Evaluation
Insurance coverage for patients may be a 
barrier to providing the best patient care, as 
RDN visits are often not covered by insurance. 
Transportation to appointments may also be 
a factor to consider, as some patients may not 
have a car or rely on public transportation 
and thus have to walk or use another source 
of transportation. To overcome these factors, 
RDNs should work with other team members 
to coordinate appointments, provide 
information on resources available, and have 
social workers assist patients in transportation 
and transportation cost. In the outpatient 
setting, RDNs should provide patients with 
appropriate educational materials as a 
resource if they are unable to make additional 
appointments due to inadequate insurance 
coverage. Being familiar with the public 
transportation available in the area is also 
beneficial to provide patients with options for 
making appointments.

Summary
Overall, increasing cultural competence 
in health care may improve both patient 
satisfaction and outcomes. Dietitians should 
work closely as an interdisciplinary team 
(nurses, doctors, social workers, etc.) to aid in 
identifying patients that have cultural beliefs 
that may affect delivery of medical care. RDNs 
have a special role in cultural competence, as 
they need to be familiar with patients’ beliefs 
about eating, nutrition, and physical touch as 
these are major roles in nutrition care. RDNs 
should always ask about food preferences 
and for permission prior to physical touch to 
ensure proper care. This requires RDNs to work 
closely with the kitchen to provide appropriate 
meals, be educated on the majority 
population in the local area, understand 
language barriers, and provide individualized 
care to patients based on beliefs. As the United 
States continues to become more diverse and 
as cultural competence grows, RDNs will need 
to adapt as well.
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Nutrition Advocacy from the Grassroots
Nikki Kendrick, MDA, RDN, CNSC DNS Reimbursement Representative

If dietetics is your profession, policy 
should be your passion! This has been 
repeated over and over at the Nutrition 
and Dietetics Advocacy Summit 
(formerly Public Policy Workshop), Food 
& Nutrition Conference & Expo™ (FNCE)® 
breakout sessions, and articles in the 
Journal of the Academy of Nutrition and 
Dietetics. Registered dietitian nutritionists 
(RDNs) are advocates for the promotion 
of the health and wellbeing of the public. 
The Academy actively works on the 
behalf of RDNs to promote the health of 
the public and advance the profession 
through research, education, and 
advocacy.

Advocacy is the public support of an idea, 
proposal, or policy. It requires identifying 
the specific idea and promoting the cause 
to shape public perception in support 
of that idea. Advocacy can be done at all 
levels of policy. The Academy has focused 
significant efforts over the past 30 years 
on grassroots advocacy. The goal of 
grassroots advocacy is to affect change at 
a local level. Increasingly the influence of 
individuals through grassroots efforts has 
grown and can empower those who feel 
that their voices are too small to be heard 
by their elected leaders. The Academy has 
developed a Grassroots Advocacy Toolkit 
that provides specific tips and guidance on 

how to develop confidence in advocacy 
works. The toolkit is free to Academy 
members and has a list of resources for 
those who want to get more involved but 
aren’t sure where to start.

Even with the resources published by the 
Academy, some RDNs may still not know how 
advocacy fits into their career and interests. 
There are many ways to be successful as an 
advocate; the most important thing you 
can do is to start. Here are a few ideas with a 
nutrition support focus:

• Learn more about your hospital’s 
coding and billing practices.
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https://www.census.gov/quickfacts/fact/table/US/RHI325218#RHI325217
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https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/definitions-of-food-security.aspx
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/definitions-of-food-security.aspx
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https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/definitions-of-food-security.aspx
https://www.churchofjesuschrist.org/study/manual/gospel-topics/fasting-and-fast-offerings?lang=eng&_r=1
https://www.churchofjesuschrist.org/study/manual/gospel-topics/fasting-and-fast-offerings?lang=eng&_r=1
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https://www.rmhpcommunity.org/sites/default/files/resource/Cultural%20Competence%20Self-Assessment.pdf
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http://www.hpoe.org/resources/ahahret-guides/1395
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