terminalB

Evidence-based resources for connection and well-being

Cultural Considerations in
End-of-Life Nutrition

A Clinician Reference Guide

This guide is provided by terminal2.org.
It is not a substitute for professional medical advice.




terminal2.org

Food at the Bedside Is Rarely About Nutrition

When a family brings food to a dyingloved one's bedside, they are almost never thinking about
calories. They are thinking about identity, devotion, and faith. Food is how cultures express love,
fulfill duty, honor ancestors, and maintain hope. Clinicians who understand this can provide
culturally sensitive care that respects family values while preventing harm.

The following guide is not a set of stereotypes — individuals vary enormously within any cultural
group. It is a starting point for curiosity, a framework for asking better questions, and a resource
for understanding why food at the bedside carries such weight.

Latino/Hispanic Families

Corecultural values: Cuidar (to care for) and familismo (the primacy of family obligation) are
central to Latino caregiving. Preparing food for a sick family member is a fundamental
expression of cuidado — to stop feeding feels like abandonment of duty.

What you may see:

» Homemade soups (caldo, sopa) brought to the bedside daily.
« Extended family members insisting the patient must eat to keep their strength up.
o Concern that not feeding is equivalent to "giving up" or hastening death.

o Use of traditional remedies and herbal teas alongside medical care.

Clinical approach:
» Reframe mouth care as cuidado — "You are still caring for her when you moisten her lips."

e Honor the food at the bedside: "The soup smells wonderful. She knows you're here. Can
we place it where she can smell it?"

o Engage the matriarch or family decision-maker in the conversation — decisions are often
communal.

» Use the phrase "Her body can no longer receive the gift of food" rather than "She can't
eat."

African American Families

Corecultural values: In many African American communities, food carries the weight of
survival, community, and celebration. Historically, feeding one's family has been an act of
resistance and resilience. Food traditions — Sunday dinners, holiday meals, comfort foods —
are deeply tied to identity and belonging.

What you may see:
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» Strong faith-based framing: "God can still perform a miracle" — with food as part of that
hope.

e Requests for aggressive treatment including artificial nutrition, rooted in historical medical
mistrust.
e Church community bringing meals as an act of collective care.

» Reluctance to "give up" on feeding, which may be perceived as the medical system giving
up on the patient.

Clinical approach:

* Acknowledge the role of faith without dismissing it: "l respect your faith. We want to make
sure we are not causing suffering while we pray."

» Engage pastoral leaders early — a trusted pastor's support for comfort-focused care can
be decisive.

o Address historical mistrust directly: "l understand there are reasons not to trust the
medical system. | want to be transparent with you about what we know."

» Frame the shift as "We are not stopping care — we are changing the kind of care to match
what his body needs right now."
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Asian Cultures (Chinese, Viethamese, Korean, Filipino,
Japanese)

Core cultural values: Filial piety — the duty ofchildrentocare foraging parents — isadefining

value across many Asian cultures. Food is deeply embedded in traditional medicine concepts:
hot/cold food balance in Chinese and Vietnamese traditions, the concept of amae (nurturing
dependency) in Japanese culture, and food as both medicine and love.

What you may see:

o Congee, soup, or herbal tonics prepared according to traditional medicine principles. e
Strong belief that specific foods can heal or restore energy (ginseng, bird's nest soup,
specific herbs).

» Children feeling that allowing a parent to stop eating is a failure of filial duty.

» Desire to avoid discussing death directly — families may prefer indirect communication.

o Ritual tastes: offering a sip of tea or a drop of favorite food on the lips as a final gesture.

Clinical approach:
o Support ritual tastes — a drop of tea on the lips is culturally essential and medically
harmless.
e Frame care within the family's framework: "You are fulfilling your duty by ensuring she is
comfortable and not suffering."
» Be prepared for indirect communication — the family may expect the clinician to guide the
decision rather than ask "what do you want?"
» Respect hot/cold food beliefs — if the family wants to offer warm water rather than ice
chips, support this preference.

South Asian/Indian Families

Core cultural values: Foodin South Asian cultures is intertwined with spiritual practice, family
duty, and Ayurvedic tradition. Prasad (blessed food offered at temples) holds sacred
significance. The rituals surrounding death may include specific foods and substances.

What you may see:

 Prasad brought from the temple — families may request that it be offered to the patient.

» Ganga water (holy water from the Ganges) or tulsi (holy basil) leaves placed in the mouth
at the time of death — this is a sacred ritual, not an attempt at nutrition.

« Strict vegetarianism that may extend to concerns about medications (gelatin capsules,
animal-derived ingredients).
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o Family hierarchy in decision-making — eldest son or family patriarch may hold authority.

Clinical approach:
« Facilitate sacred rituals: Ganga water, tulsi, and prasad can be placed on the lips — this is
a spiritual practice that brings the family peace and does not cause harm.
» Proactively address vegetarianism: check that medications and supplements do not
contain animal products when possible.

o Understand that fasting may be viewed positively in some Hindu and Jain traditions — the
body releasing its need for food can be seen as spiritual preparation.

Middle Eastern/Muslim Families

Core cultural values: Islamic bioethics distinguishes between beneficial treatment and
non-beneficial treatment. The preservation of life is a paramount value, but Islam does not
require treatment that prolongs suffering without benefit. Hospitality and feeding guests and the
sick is a deeply ingrained cultural and religious duty.

What you may see:

« Families requesting that all possible medical interventions continue, including artificial
nutrition.

o Concern about whether withdrawing nutrition is haram (forbidden) in Islam.

* Ramadan considerations if the patient is dying during the holy month (the ill are exempt
from fasting, but families may have questions).

o Preference for same-gender caregivers, particularly for intimate care like mouth care.

Clinical approach:

* Frame within Islamic bioethics: many Islamic scholars support withdrawing non-beneficial
treatment. Offer to facilitate consultation with an imam or Islamic bioethicist.

» Use the language of mercy: "We are ensuring he is not suffering, which is an act of mercy
(rahma) consistent with Islamic values."

* Respect gender preferences for caregivers when possible.

NG During Ramadan, reassure families that medical exemptions from fasting apply, and that
womfort care does not violate religious obligations.
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Jewish Families

Corecultural values:Jewish perspectives on end-of-life nutrition vary significantly across
denominations. Halacha (Jewish law) encompasses a wide range of positions, from Orthodox
requirements to maintain nutrition to Reform perspectives that prioritize comfort. The concept of
goses (a person in the active dying process) has specific halachic implications.

What you may see:

» Requests for rabbinical consultation before any changes to nutrition or hydration.

e Concern about whether stopping artificial nutrition constitutes hastening death, which is
prohibited in Jewish law.

« Shabbat considerations: families may not want decisions made or changes implemented
on Shabbat.
o Kashrut (dietary law) concerns about medications and nutritional supplements.

Clinical approach:

o Facilitate rabbinical referral early — do not wait for a crisis. Many hospitals have rabbis on
their chaplaincy team.

» Understand that Orthodox families may require a specific halachic ruling before
withdrawing artificial nutrition — this is a religious obligation, not reluctance.

* Be aware that the concept of goses may actually facilitate comfort care in some
interpretations: once a person is clearly dying, removing impediments to a peaceful death
may be permissible.

» Respect Shabbat timing for conversations and decisions when possible.

Native American/Indigenous Families

Core cultural values:There is nosingle "Native American"perspective on death and nutrition —
there are over 570 federally recognized tribes, each with distinct traditions, beliefs, and
practices. The most important clinical principle is to approach each family with curiosity rather
than assumption.

What you may see:

o Requests for traditional healers or medicine people to be involved in care.
Specific foods or herbs that hold ceremonial significance. o Preferences
around the handling of the body and the dying space.  Possible distrust of

the medical system rooted in historical trauma.

Clinical approach:
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o Ask, don't assume: "Are there specific traditions or practices that are important to your
family as we provide care?"

* Welcome traditional healers alongside medical care.
» Be prepared to accommodate ceremonial foods or practices at the bedside.

» Recognize that mistrust may be a barrier — consistent, transparent, respectful
communication is essential.

Western/Secular Families

Core cultural values: In secular Western culture, the dominant paradigm is consumer healthcare
— the expectation that medical problems have medical solutions, and that more treatment is
always better. The internet has amplified this, as families research nutrition, supplements, and
alternative therapies.

What you may see:

e Internet research on nutritional supplements, immune-boosting diets, or alternative
nutrition therapies.

» Requests for consults with nutritionists or naturopaths.
o Guilt-driven requests: "If we had just gotten the feeding tube sooner..."

« Difficulty accepting that there is no treatment that will fix the problem.

Clinical approach:
* Meet the evidence with evidence: share research findings directly. Secular families often
respond well to data.
o Address guilt directly: "This is not happening because of anything you did or didn't do.
This is the disease."
» Redirect problem-solving energy: "There are many things you can do right now that will
make a real difference in his comfort. Let me show you."
» Provide printed evidence-based materials (like the companion family guide in this series)
that families can read and re-read.

Universal Clinical Principles
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Across All Cultures, the Clinician Should:
o Ask before assuming: "What does food mean to your family right now?"
» Honor the food at the bedside even when the patient cannot eat it.

« Distinguish between ritual tastes (a drop on the lips) and nutritional intake — support the
former.

» Reframe care rather than withdraw it: "We are changing how we care, not stopping care."
o Engage spiritual leaders, interpreters, and cultural brokers early and proactively.

» Recognize that food refusal conversations are among the most emotionally charged in
end-of-life care — allow time and revisit.

» Document cultural preferences and family dynamics in the care plan.
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