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ABSTRACT
Background Nutrition influences cancer outcomes, yet access to registered dietitian 
nutritionists (RDNs) remains inconsistent. Patient-centered data can reveal gaps 
in care, unmet needs, and disparities, providing real-world insight into oncology 
nutrition services.
Objective The objective of this study was to characterize cancer survivors’ experi-
ences with professional nutrition care since diagnosis, including sources, met and 
unmet needs, timing, and priority areas, and to examine variation by sociodemo-
graphic and clinical characteristics.
Design The cross-sectional study analyzed online surveys from the Cancer Experience 
Registry, an online patient-reported outcomes registry of cancer survivors in the 
United States and Canada, collected between November 2022 and November 2024; 
analyses of this study were restricted to US participants.
Participants/setting Participants included 1427 cancer survivors, predominantly 
women (76.5%), older adults (45.5% aged ≥65 years), and non-Hispanic White survi-
vors (85.5%); smaller proportions identified as non-Hispanic Black (5.6%), Hispanic 
(3.2%), and non-Hispanic other race (4.3%); and 1.5% were missing. The most common 
cancers were breast (32.6%), blood (29.6%), and gastrointestinal (10.5%).
Main outcomes measures Primary outcomes included receipt of nutrition care since 
cancer diagnosis (ie, any nutrition care and care from an RDN and patient-reported nutri-
tion care need), categorized as met (ie, wanted and received support), unmet (ie, wanted 
but did not receive support), no perceived need (ie, did not want support), or unsure. 
Statistical analyses performed Descriptive statistics summarized receipt of nutrition 
services, expressed need, timing, and priority areas. Bivariate and multivariable 
regression analyses examined differences in nutrition care need and RDN engagement 
across patient characteristics.
Results Since diagnosis, 53.6% reported receiving nutrition care, with 39.3% from an RDN. 
Need was met in 41.0%, unmet in 13.4%, no perceived need in 33.2%, and unsure in 12.5%. 
Among participants desiring nutrition care, demand peaked during treatment and post-
treatment. Unmet need was more common after treatment and was linked to increasing 
energy level (P = .002), emotional health (P < .001), intentional weight loss (P < .001), and 
cancer worry (P < .001). Endorsement of symptom management (P = .008) and intentional 
weight gain (P = .001) as reasons for nutrition support was higher among participants who 
saw a provider (RDN or non-RDN) compared with those who did not. Participants with 
unmet needs were more often younger, women, food-insecure, lacking caregiving support, 
and had higher symptom burden, and no perceived need was associated with rural resi-
dence, lower education, lacking caregiver support, and private practice care (all, P < .05). 
Conclusions Unmet nutrition care needs were observed among cancer survivors and 
varied by sociodemographic and clinical characteristics. Future research should eval-
uate the impact of systematic malnutrition screening and referral pathways on access 
to RDN services and examine how nutrition care needs and engagement evolve from 
diagnosis through survivorship. Additional work is needed to understand and address 
disparities across population subgroups and care settings.
J Acad Nutr Diet. 2026;126(10):156395.
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M 
AINTAINING ADEQUATE NUTRITIONAL STATUS 
is critical for optimizing prognosis, treatment 
tolerance, symptom management, and overall 
quality of life throughout the cancer continuum. 1

Despite the recognized importance of nutrition in cancer care, 
malnutrition and nutrition-related symptoms remain com-
mon among cancer patients, compromising treatment effec-
tiveness and increasing morbidity. 2,3 This challenge is further 
exacerbated by inconsistent access to registered dietitian 
nutritionists (RDNs), highlighting persistent gaps in oncology 
care despite evidence linking engagement with nutrition 
services to improved cancer outcomes. 4

Comprehensive, patient-centered data are essential to 
characterize these gaps, identify unmet needs, and examine 
disparities in the provision of nutrition services across 
different care settings, cancer types, and demographic 
groups. 5 By linking patient experiences with clinical and 
structural factors, these data provide a real-world perspective 
on priorities and barriers, highlighting opportunities to opti-
mize resource allocation, clarify the role of RDNs, and inform 
policy and guideline development to support consistent 
integration of nutrition services into oncology care.

The objective of this study was to describe cancer survivors’ 
experiences with professional nutrition services since cancer 
diagnosis, including sources of care, the extent of met and 
unmet needs, when nutrition services were desired, and types 
of nutrition services wanted. Expressed nutrition care need 
was classified as met (received the wanted care), unmet 
(wanted care but did not receive it), no perceived need (did not 
want care), or unsure. Using data from the Cancer Experience 
Registry (CER), variation in expressed nutrition care need and 
engagement with an RDN was examined across sociodemo-
graphic characteristics, economic and support resources, 
clinical characteristics, treatment history, and care settings.

METHODS
Data Source and Study Population
The CER is an ongoing observational clinical trial 
(ClinicalTrials.gov, NCT02333604) designed to understand 
the emotional, physical, practical, and financial impact of 
cancer and to identify unmet needs among patients, survi-
vors, and caregivers across the United States and Canada. 6-8 

The CER is hosted by the Cancer Support Community, a 
professionally led network of cancer support services with 
more than 200 locations in 50 markets worldwide. Adults 
aged 18 years and older who have ever received a cancer 
diagnosis and caregivers are eligible to enroll. Participants 
were required to be able to read English and have access to 
the internet to complete the survey. No additional exclusion 
criteria were applied beyond failure to meet eligibility re-
quirements or data quality standards. Participants are 
recruited through Cancer Support Community and Gilda’s 
Club affiliates, hospital and health care partners, state co-
alitions, advocacy organizations, and targeted social media 
outreach. All registrants review an online consent form 
approved by the Institutional Review Board and provide 
consent electronically before beginning the baseline survey. 
All surveys were administered electronically using Voxco 
Online (Voxco). After enrollment, participants are invited to 
complete follow-up surveys online every 6 months for 2 
years (at 6, 12, 18, and 24 months). Participants received up

to 4 automated reminder e-mails if surveys were not 
completed, and received a $25 gift card for completion of 
each follow-up survey. Beginning with the 12-month follow-
up survey, Cancer Support Community added a supple-
mental nutrition-focused module to the patient-survivor 
survey to assess participants’ experiences with and prefer-
ences for professional nutrition care. Survey items are pro-
vided in Figure 1 (available at www.jandonline.org). Items in 
the supplemental nutrition-focused module were developed 
through an iterative process involving the CER’s principal 
investigator and a multidisciplinary team with expertise in 
survey development, oncology nutrition (RDNs), and 
patient-reported outcomes; the team also included mem-
bers with lived experience as cancer survivors or caregivers. 
Item content was informed by prior CER work and clinical 
expertise. The module did not undergo formal pilot testing 
before implementation. Salus IRB (Austin, TX) serves as the 
Institutional Review Board of record (study number 22088). 
All procedures follow institutional and international ethical 
standards, including the Declaration of Helsinki.

To ensure data integrity, multiple safeguards were imple-
mented during survey administration and data processing. 
Recruitment partners distributed unique survey links, and 
links were not posted on public social media platforms, 
limiting exposure to uncontrolled audiences. Survey access 
was further protected using reCAPTCHA (Google), and Internet 
Protocol addresses outside the United States and Canada were 
blocked. The survey included embedded data quality checks, 
such as attention and consistency items with varying response 
formats, to verify response validity. In addition, quantitative 
(fixed-response) and open-ended responses were reviewed for 
patterns of inconsistency or low-quality data. Observations 
failing data quality checks were excluded from analyses.

We used cross-sectional data from the CER patient-survivor 
12-month survey, collected between November 2022 and 
November 2024, which included the full set of nutrition ser-
vice items. A total of 1427 adult cancer survivors completed 
the 12-month survey and were included in the analytic 
sample. Some sociodemographic and clinical characteristics 
were obtained from the CER baseline survey (eg, date of birth, 
gender identity, race and ethnicity, education, and most 
recent primary cancer), and others were updated during 
follow-up (eg, ZIP code, employment status, caregiver status, 
metastatic status, and treatment history). Several measures

RESEARCH SNAPSHOT

Research Question: What are cancer survivors’ experiences 
with professional nutrition care since diagnosis, including 
sources of care, met and unmet needs, timing of need, and 
priority nutrition concerns, and how do these experiences 
vary by sociodemographic and clinical characteristics?

Key Findings: In this cross-sectional cohort study of 1427 
cancer survivors, 53.6% reported receiving any nutrition 
care, and 39.3% engaged with a registered dietitian 
nutritionist. Overall, 13.4% reported unmet nutrition needs, 
which were considerably more common after treatment and 
among younger survivors, women, those experiencing very 
low food insecurity, lacking caregiving support, and 
reporting higher symptom burden.
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existed only at the 12-month assessment, including all 
nutrition care items, symptom burden, and food security. The 
overall response rate to the 12-month follow-up survey dur-
ing the study period was approximately 40%. Among partici-
pants who initiated the 12-month survey, 95% completed the 
supplemental nutrition-focused module. Surveys were 
included if participants provided responses to the nutrition 
module; no additional exclusions were applied based on 
response patterns or data quality at the time of this analysis.

Nutrition Care Survey
Before responding to the nutrition-related questions, par-
ticipants were provided with a definition of “professional 
support” for eating and nutrition to ensure consistent 
interpretation. Professional support was defined as “care 
from staff such as a registered dietitian or nutritionist, pri-
mary care or family practice doctor, oncology doctor, or other 
healthcare providers (eg, palliative care provider, holistic 
provider, pharmacist, or chiropractor).” Responses to these 
items are described as “nutrition care” (Figure 1).

Engagement with providers for nutrition care was 
assessed by asking participants whether they had received 
professional nutrition-related services from 9 possible pro-
vider types, including RDNs, oncology physicians, primary 
care clinicians, nurse navigators, and holistic or integrative 
providers. Participants could select all provider types they 
had seen. For analysis, RDN engagement served as the pri-
mary provider-related outcome, captured as ever having 
seen an RDN since diagnosis.

Nutrition care need was assessed using a single item 
asking participants which statement best described their 
experience with eating and nutrition support since being 
diagnosed with cancer. Response options included:

• I wanted eating and nutrition support and did get it 
(met need).

• I wanted eating and nutrition support and did not get 
it (unmet need).

• I did not want eating and nutrition support (no 
perceived need).

• I am not sure (unsure need).

Timing of desired nutrition care was assessed for those 
who indicated wanting nutrition care. Participants selected 
all time points when they wanted or would have wanted 
professional support (eg, at diagnosis, during treatment, af-
ter treatment, at recurrence, or when cancer advanced).

Areas of desired nutrition services were measured using a 
checklist of topics (eg, managing symptoms or adverse ef-
fects [eg, nausea and changes in taste], support around my 
weight [ie, maintain, gain, or loss], achieving healthy eating 
patterns, increasing my energy level, and improving my 
emotional or mental health). Participants selected all rele-
vant topics. Weight-related support options (ie, maintaining, 
gaining, or losing weight) likely reflect intentional weight-
related goals from the participant’s perspective, although 
intention was not explicitly specified in the survey item.

Covariate Measurements
Sociodemographic characteristics included self-reported 
date of birth, gender identity, race, ethnicity, annual house-
hold income, education level, employment status, and health

insurance coverage. Geographical residence was classified 
using Rural-Urban Commuting Area (RUCA) codes based on 
participants’ ZIP codes and March 2020 census commuting 
data. 9 RUCA codes range from 1 (most urban) to 10 (most 
rural); residence was categorized as urban/suburban (RUCA 
1-3) or rural (RUCA ≥ 4).

Economic and support resources included food security 
and caregiver status. Food security was assessed using the 
validated US Department of Agriculture Household Food 
Security Survey Module: 6-Item Short Form. 10 Caregiver 
status was defined as whether the participant did or 
currently does have a family or friend caregiver providing 
support related to their cancer experience.

Clinical characteristics included participants’ primary 
cancer site, defined as the most recent primary diagnosis 
provided at CER enrollment, and time since diagnosis, 
calculated from the self-reported year first diagnosed with 
cancer. Metastatic disease was defined as any report of 
meeting any of the following criteria: reporting stage IV at 
diagnosis or self-report of current or ever metastatic disease 
at baseline or follow-up. Recurrent disease reflected self-
reported cancer recurrence at or before the 12-month 
survey.

Treatment history included self-reported lifetime expo-
sure to multiple modalities, including chemotherapy, radia-
tion therapy, and immunotherapy, based on whether 
participants indicated they had ever received each treatment 
type up to the time of the 12-month follow-up survey. 
Additional treatment types assessed included hormone 
therapy, targeted therapy, chimeric antigen receptor T-cell 
therapy, hematopoietic stem cell transplantation, and other 
treatments (eg, surgery, steroid, topical, and palliative care).

Health care system characteristics included the self-
reported site where participants received most of their 
cancer treatment, categorized as an academic or compre-
hensive cancer center, community cancer center, private 
oncology practice, US Department of Veterans Affairs/mili-
tary health system, or other care setting.

Nutrition-impact symptoms were assessed in the 
12-month survey using a patient-reported symptom check-
list developed for the CER. Participants were asked: “In the 
past 6 months, have any of the following symptoms caused 
ongoing problems or required ongoing management?” 
Thirteen gastrointestinal-, oral-, and appetite-related 
symptoms were included (ie, taste changes, decreased 
appetite, early satiety, nausea, vomiting, gas, bloating, con-
stipation, diarrhea, dry mouth, difficulty swallowing, mouth/ 
throat sores, and fatigue). Item selection was informed by 
clinical expertise and common symptom domains relevant 
to oncology care. Symptom burden was categorized as 0, 
1—2, or ≥3 symptoms to reflect increasing levels of symptom 
burden while maintaining a relatively balanced distribution 
across categories in the sample.

Analysis
Descriptive statistics were used to summarize participant 
characteristics, with frequencies and percentages reported 
for all variables. Bivariate associations between categorical 
variables were examined using χ 2 tests. In multivariate 
analysis, nutrition care need was modeled using multino-
mial logistic regression with met need as the reference
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category, and RDN engagement (yes/no) was modeled using 
binary logistic regression. Covariates were selected a priori 
based on clinical and conceptual relevance and informed by 
bivariate associations. To retain the full analytic sample, 
missing data for covariates were handled by creating a 
separate category for missing observations in the multi-
variable analyses. For each outcome, analyses were con-
ducted among participants with available outcome data, 
and no imputation procedures were applied. Given the 
study’s emphasis on estimation rather than formal hy-
pothesis testing, adjustment for multiple comparisons was 
not performed. Effect estimates are presented as odds ratios 
(ORs) or relative risk ratios (RRRs) with 95% CIs to support 
interpretation. Exact P values are reported for key findings 
in the text, with statistical significance defined as a 2-sided 
P < .05. All analyses were conducted using StataNow/MP 
software, version 18.5. 11

RESULTS
Participant Characteristics
A total of 1427 CER participants completed the 12-month 
follow-up survey and responded to items regarding profes-
sional nutrition care (Table 1). Most respondents were 
women (76.5%), and nearly one-half (45.5%) were 65 years or 
older. Although eligibility included adults 18 years or older, 
no participants in this analytic sample were aged 18—24 
years. The sample was predominantly non-Hispanic White 
(85.5%). More than one-half (52.2%) were 5 or more years 
from their initial cancer diagnosis. The most common pri-
mary cancer type was breast cancer (32.6%), and 28.2% re-
ported metastatic disease. Overall, 15.1% reported low or 
very low food security, and many participants endorsed a 
substantial symptom burden, with 35.5% reporting 3 or more 
nutrition-impact symptoms that interfered with gastroin-
testinal function or appetite. Family or friend caregiving was 
common, with 79.9% indicating that they did or do have a 
family or friend caregiver.

Engagement with Provider Types for Nutrition Care
Among the 1427 respondents, more than one-half (53.6%) 
reported receiving some form of nutrition services since 
cancer diagnosis, whereas 46.4% (n = 662) reported not 
seeing any of the provider types listed in Table 2 for nutrition 
care. An additional 2.5% (n = 35) selected “other” provider 
type. Nearly 40% (39.3%) reported seeing an RDN for nutri-
tion services since their cancer diagnosis; 18.9% received 
nutrition care exclusively from an RDN, whereas 20.4% saw 
an RDN in combination with 1 or more of the other 8 pro-
vider types listed in Table 2. Fewer than 1 in 5 (15.3%) re-
ported an RDN visit in the past 6 months. Participants 
reported receiving nutrition-related services from other 
provider types as well, although at lower rates and not 
typically as their sole source of care. These included 
oncology physicians (18.0%), primary care providers (15.4%), 
and holistic or integrative practitioners (6.3%).

Distribution of Nutrition Care Need
Figure 2 displays the distribution of nutrition care needs 
among all respondents and by primary cancer type. In the 
full sample of 1427 participants, 41.0% reported a met 
nutrition care need, 13.4% reported an unmet need, 33.2%

indicated no perceived need, and 12.5% were unsure 
whether they wanted nutrition care. Overall, nearly 1 in 2 
respondents (45.6%) reported that they either did not want 
or were unsure if they wanted nutrition care. Participants 
with head and neck cancers reported the highest proportion 
of met need (65.2%), whereas unmet need was most com-
mon among those with breast cancer (17.0%). Respondents 
with lung cancer showed the highest proportion indicating 
no perceived need or uncertainty, with 57.9% reporting that 
they did not want or were unsure if they wanted nutrition 
care.

Timing of Desired Nutrition Care
Figure 3 presents the timing of desired nutrition care strat-
ified by met vs unmet nutrition care need. Only participants 
who indicated that they wanted nutrition care were included 
in Figure 3. Bivariate associations were further examined to 
highlight points in the care trajectory where unmet need 
may be more pronounced. Among participants who desired 
nutrition care, the most common time point was during 
cancer treatment, endorsed by 65.1% of those with met need 
and 57.1% of those with unmet need (P = .045). The next 
most frequently selected time point was after completing 
treatment, with significantly higher endorsement among 
those with unmet need (52.9%) compared with those whose 
needs were met (41.2%; P = .005). Fewer participants re-
ported wanting nutrition services at diagnosis (24.9% in full 
sample) or at the time of recurrence (27.1% among partici-
pants who experienced a recurrence; n = 225) or an 
advanced cancer diagnosis (27.6% among participants who 
experienced disease advancement, excluding those meta-
static at diagnosis; n = 105). Overall, the stratified patterns 
highlight that the demand for nutrition care is highest dur-
ing active treatment and the post-treatment period, and that 
individuals with unmet needs more frequently expressed a 
desire for services after treatment completion, indicating 
potential opportunities to address gaps in survivorship care.

Areas of Desired Nutrition Services
Figure 4 presents areas of desired nutrition services among 
participants who indicated that they wanted nutrition care. 
As with Figure 3, analyses were restricted to participants 
expressing a desire for nutrition care, and stratified patterns 
were examined using bivariate associations to identify areas 
where unmet need may be more pronounced.

Figure 4A displays areas of desired nutrition services 
stratified by met vs unmet nutrition care need. Among par-
ticipants whose nutrition care needs were met, the most 
frequently endorsed areas were healthy eating (55.6%) and 
symptom management (49.4%). Compared with those whose 
nutrition care needs were met, participants with unmet 
needs were more likely to want support related to increasing 
energy level (61.8% vs 47.5%; P =.002), emotional health 
(42.9% vs 25.8%; P < .001), worry about cancer recurrence or 
spread (41.4% vs 26.2%; P < .001), and losing weight (40.3% vs 
25.1%; P < .001). In contrast, participants with a met need 
were significantly more likely to endorse gaining weight as 
an area of desired services (12.3% vs 3.7%; P = .001).

Figure 4B displays areas of desired nutrition services 
stratified by nutrition provider engagement (eg, saw an RDN, 
saw non-RDN providers only, or saw no provider). Overall,
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Table
 
1. Sample characteristics for total sample and by nutrition care need and engagement with a registered dietitian nutritionist since cancer diagnosis

Characteristic
Total sample 
(N
 

�
 
1427)

Nutrition
 
Care

 
Need Saw

 
RDN

 
a
 Since

 
Diagnosis

Met need 
(n
 

�
 
585)

Unmet need 
(n
 

�
 
191)

No
 
perceived

 
need

 
(n
 

�
 
473)

Unsure
(n
 

�
 
178)

P
 
value

 
b

(ᵡ
 
2
 statistic)

No
(n
 

�
 
866)

Yes
(n
 

�
 
561)

P
 
value

 
b

(ᵡ
 
2
 statistic)

Sociodemographic characteristics ←̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅ n (%)̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅→ ←̅̅̅̅̅ n
 
(%)̅̅̅̅̅→

Age
 
group <.001

 
(40.1) .003

 
(11.3)

25-44
 
y 173

 
(12.1) 65

 
(11.1) 33

 
(17.3) 53

 
(11.2) 22

 
(12.4) 99

 
(11.4) 74

 
(13.2)

45-64
 
y 604

 
(42.3) 260

 
(44.4) 101

 
(52.9) 160

 
(33.8) 83

 
(46.6) 342

 
(39.5) 262

 
(46.7)

≥65
 
y 649

 
(45.5) 259

 
(44.3) 57

 
(29.8) 260

 
(55.0) 73

 
(41.0) 425

 
(49.1) 224

 
(39.9)

Missing 1
 
(0.07) 1

 
(0.2) 0

 
(0) 0

 
(0) 0

 
(0) 0

 
(0) 1

 
(0.2)

Gender <.001
 
(30.0) .52

 
(1.3)

Man 329
 
(23.2) 133

 
(22.9) 19

 
(10.0) 137

 
(29.0) 40

 
(22.5) 208

 
(24.0) 121

 
(21.6)

Woman 1086
 
(76.5) 447

 
(76.8) 170

 
(89.5) 333

 
(70.4) 136

 
(70.4) 651

 
(75.2) 435

 
(77.5)

Other 4
 
(0.3) 2

 
(0.3) 1

 
(0.5) 0

 
(0) 1

 
(0.6) 2

 
(0.2) 2

 
(0.4)

Missing 8
 
(0.6) 3

 
(0.5) 1

 
(0.5) 3

 
(0.6) 1

 
(0.6) 5

 
(0.6) 3

 
(0.5)

Race
 
and

 
Ethnicity <.001

 
(35.0) .027

 
(9.2)

Non-Hispanic White 1220
 
(85.5) 486

 
(83.1) 158

 
(85.7) 423

 
(89.4) 153

 
(86.0) 756

 
(87.3) 464

 
(82.7)

Non-Hispanic Black 80
 
(5.6) 48

 
(8.2) 11

 
(5.8) 11

 
(2.3) 10

 
(5.6) 38

 
(4.4) 42

 
(7.5)

Hispanic (any race) 45
 
(3.2) 17

 
(2.9) 15

 
(7.9) 9

 
(1.9) 4

 
(2.3) 28

 
(3.2) 17

 
(3.0)

Non-Hispanic other 61
 
(4.3) 28

 
(4.8) 6

 
(3.1) 21

 
(4.4) 6

 
(3.4) 31

 
(3.6) 30

 
(5.4)

Missing 21
 
(1.5) 6

 
(1.0) 1

 
(0.5) 9

 
(1.9) 5

 
(2.8) 13

 
(1.5) 8

 
(1.4)

Geographic region (RUCA 
c ) .033

 
(8.7) .41

 
(0.7)

Urban/suburban 1275
 
(89.4) 530

 
(90.6) 176

 
(92.2) 407

 
(86.1) 162

 
(91.0) 767

 
(88.6) 508

 
(90.6)

Rural 146
 
(10.2) 53

 
(9.1) 15

 
(7.9) 64

 
(13.5) 14

 
(17.9) 93

 
(10.7) 53

 
(9.5)

Missing 6
 
(0.4) 2

 
(0.3) 0

 
(0) 2

 
(0.4) 2

 
(1.1) 6

 
(0.7) 0

 
(0)

Highest level of education .002
 
(15.1) .078

 
(3.1)

College
 
or more 1065

 
(74.6) 461

 
(78.8) 144

 
(75.4) 344

 
(72.7) 116

 
(65.2) 632

 
(73.0) 433

 
(77.2)

Less than college 356
 
(25.0) 122

 
(20.9) 44

 
(23.0) 129

 
(27.3) 61

 
(34.3) 230

 
(26.6) 126

 
(22.5)

Missing 6
 
(0.4) 2

 
(0.3) 3

 
(1.6) 0

 
(0) 1

 
(0.6) 4

 
(0.5) 2

 
(0.4)

Employment status <.001
 
(59.2) .045

 
(8.1)

Employed 533
 
(37.4) 229

 
(39.2) 79

 
(41.4) 173

 
(36.6) 52

 
(29.2) 328

 
(37.9) 205

 
(36.5)

Retired 597
 
(41.8) 246

 
(42.1) 54

 
(28.3) 234

 
(49.5) 63

 
(35.4) 376

 
(43.4) 221

 
(39.4)

(continued
 
on
 
next page)
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Table
 
1. Sample characteristics for total sample and by nutrition care need and engagement with a registered dietitian nutritionist since cancer diagnosis (continued)

Characteristic
Total sample 
(N
 

�
 
1427)

Nutrition
 
Care

 
Need Saw

 
RDN

 
a
 Since

 
Diagnosis

Met need 
(n
 

�
 
585)

Unmet need 
(n
 

�
 
191)

No
 
perceived

 
need

 
(n
 

�
 
473)

Unsure
(n
 

�
 
178)

P
 
value

 
b

(ᵡ
 
2
 statistic)

No
(n
 

�
 
866)

Yes
(n
 

�
 
561)

P
 
value

 
b

(ᵡ
 
2
 statistic)

Unemployed, disability 197
 
(13.8) 77

 
(13.2) 40

 
(20.9) 39

 
(8.3) 41

 
(23.0) 102

 
(11.8) 95

 
(16.9)

Unemployed, other 92
 
(6.5) 31

 
(5.3) 17

 
(8.9) 25

 
(5.3) 19

 
(10.7) 55

 
(6.4) 37

 
(6.6)

Missing 8
 
(0.6) 2

 
(0.3) 1

 
(0.5) 2

 
(0.4) 3

 
(1.7) 5

 
(0.6) 3

 
(0.5)

Insurance .055
 
(20.7) .30

 
(4.8)

Private
 
only 541

 
(37.9) 223

 
(38.1) 94

 
(49.2) 163

 
(34.5) 61

 
(34.3) 319

 
(36.8) 222

 
(39.6)

Government only 700
 
(49.1) 282

 
(48.2) 80

 
(41.9) 250

 
(52.9) 88

 
(49.4) 436

 
(50.4) 264

 
(47.1)

Private
 
+
 
government 137

 
(9.6) 63

 
(10.8) 11

 
(5.8) 45

 
(9.5) 18

 
(10.1) 78

 
(9.0) 59

 
(10.5)

Uninsured 3
 
(0.2) 1

 
(0.2) 1

 
(0.5) 0

 
(0) 1

 
(0.6) 1

 
(0.1) 2

 
(0.4)

Other 26
 
(1.8) 8

 
(1.4) 3

 
(1.6) 10

 
(2.1) 5

 
(2.8) 19

 
(2.2) 7

 
(1.3)

Missing 20
 
(1.4) 8

 
(1.4) 2

 
(1.1) 5

 
(1.1) 5

 
(2.8) 13

 
(1.5) 7

 
(1.3)

Economic and social resources 
Food

 
security <.001

 
(41.7) .26

 
(2.7)

High/marginal 1202
 
(84.2) 503

 
(86.0) 141

 
(73.8) 424

 
(89.6) 134

 
(75.3) 737

 
(85.1) 465

 
(82.9)

Low 119
 
(8.3) 49

 
(8.4) 22

 
(11.5) 26

 
(5.5) 22

 
(12.4) 64

 
(7.4) 55

 
(9.8)

Very low 97
 
(6.8) 32

 
(5.5) 28

 
(14.7) 20

 
(4.2) 17

 
(9.6) 57

 
(6.6) 40

 
(7.1)

Missing 9
 
(0.6) 1

 
(0.2) 0

 
(0) 3

 
(0.6) 5

 
(2.8) 8

 
(0.9) 1

 
(0.2)

Caregiver status (family/ friend) <.001
 
(32.6) <.001

 
(31.2)

Did/does have a caregiver 1140
 
(79.9) 507

 
(86.7) 148

 
(77.5) 352

 
(74.4) 133

 
(74.7) 651

 
(75.2) 489

 
(87.2)

Did
 
not/does not have a caregiver 267

 
(18.7) 70

 
(12.0) 36

 
(18.9) 119

 
(25.2) 42

 
(23.6) 202

 
(23.3) 65

 
(11.6)

Missing 20
 
(1.4) 8

 
(1.4) 7

 
(3.7) 2

 
(0.4) 3

 
(1.7) 13

 
(1.5) 7

 
(1.3)

Clinical characteristics

Time
 
since

 
diagnosis .57

 
(7.6) .53

 
(2.2)

1
 
to
 
<3
 
y 312

 
(21.9) 141

 
(24.1) 43

 
(22.5) 92

 
(19.5) 36

 
(20.2) 185

 
(21.4) 127

 
(22.6)

3
 
to
 
<5
 
y 354

 
(24.8) 148

 
(25.3) 47

 
(24.6) 116

 
(24.5) 43

 
(24.2) 207

 
(23.9) 147

 
(26.2)

5
 
to
 
<10

 
y 399

 
(28.0) 156

 
(26.7) 58

 
(30.4) 130

 
(27.6) 55

 
(30.9) 246

 
(28.4) 153

 
(27.3)

≥10
 
y 360

 
(24.2) 139

 
(23.8) 42

 
(22.0) 135

 
(28.5) 44

 
(24.7) 228

 
(26.3) 132

 
(23.5)

Missing 2
 
(0.1) 1

 
(0.2) 1

 
(0.5) 0

 
(0) 0

 
(0) 0

 
(0) 2

 
(0.4)

(continued
 
on
 
next page)
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Table
 
1. Sample characteristics for total sample and by nutrition care need and engagement with a registered dietitian nutritionist since cancer diagnosis (continued)

Characteristic
Total sample 
(N
 

�
 
1427)

Nutrition
 
Care

 
Need Saw

 
RDN

 
a
 Since

 
Diagnosis

Met need 
(n
 

�
 
585)

Unmet need 
(n
 

�
 
191)

No
 
perceived

 
need

 
(n
 

�
 
473)

Unsure
(n
 

�
 
178)

P
 
value

 
b

(ᵡ
 
2
 statistic)

No
(n
 

�
 
866)

Yes
(n
 

�
 
561)

P
 
value

 
b

(ᵡ
 
2
 statistic)

Primary cancer site .12
 
(28.9) .001

 
(23.4)

Breast 465
 
(32.6) 186

 
(31.8) 79

 
(41.4) 149

 
(31.5) 51

 
(28.7) 282

 
(32.6) 183

 
(32.6)

Blood 422
 
(29.6) 172

 
(29.4) 50

 
(26.2) 149

 
(31.5) 51

 
(21.7) 267

 
(30.8) 155

 
(27.6)

Gastrointestinal 150
 
(10.5) 67

 
(11.5) 15

 
(7.9) 43

 
(9.1) 25

 
(14.0) 81

 
(9.4) 69

 
(12.3)

Genitourinary 104
 
(7.3) 38

 
(6.5) 11

 
(5.8) 43

 
(9.1) 12

 
(6.7) 75

 
(8.7) 29

 
(5.2)

Gynecologic 108
 
(7.6) 49

 
(8.4) 16

 
(8.4) 30

 
(6.3) 13

 
(7.3) 58

 
(6.7) 50

 
(8.9)

Lung 57
 
(4.0) 21

 
(3.6) 3

 
(1.6) 23

 
(4.9) 10

 
(5.6) 40

 
(4.6) 17

 
(3.0)

Head/neck 23
 
(1.6) 15

 
(2.6) 2

 
(1.1) 5

 
(1.1) 1

 
(0.6) 7

 
(0.8) 16

 
(2.9)

Other 98
 
(6.9) 37

 
(6.3) 15

 
(7.9) 31

 
(6.6) 15

 
(8.4) 56

 
(6.5) 42

 
(7.5)

Metastatic disease .094
 
(6.4) .003

 
(8.7)

No 1024
 
(71.8) 399

 
(68.2) 140

 
(73.3) 354

 
(74.8) 131

 
(73.6) 646

 
(74.6) 378

 
(67.4)

Yes 403
 
(28.2) 186

 
(31.8) 51

 
(26.7) 119

 
(25.2) 47

 
(26.4) 220

 
(25.4) 183

 
(32.6)

Recurrent disease .54
 
(2.2) .24

 
(1.4)

No 1017
 
(71.3) 409

 
(69.9) 142

 
(74.4) 343

 
(72.5) 123

 
(69.1) 627

 
(72.4) 390

 
(69.5)

Yes 410
 
(28.7) 176

 
(30.1) 49

 
(25.7) 130

 
(27.5) 55

 
(30.9) 239

 
(27.6) 171

 
(30.5)

Nutrition-impact symptoms <.001
 
(65.0) <.001

 
(30.1)

None 538
 
(37.7) 195

 
(33.3) 43

 
(22.5) 234

 
(49.5) 66

 
(37.1) 372

 
(43.0) 166

 
(29.6)

1-2 382
 
(26.8) 163

 
(27.9) 51

 
(26.7) 125

 
(26.4) 43

 
(24.2) 227

 
(26.2) 155

 
(27.6)

≥3 507
 
(35.5) 227

 
(38.8) 97

 
(50.8) 114

 
(24.1) 69

 
(38.8) 267

 
(30.8) 240

 
(42.8)

Treatment history 
Chemotherapy .008

 
(11.8) <.001

 
(17.1)

No 446
 
(31.3) 155

 
(26.5) 71

 
(31.2) 156

 
(33.0) 64

 
(36.0) 306

 
(35.3) 140

 
(25.0)

Yes 981
 
(68.8) 430

 
(73.5) 120

 
(62.8) 317

 
(67.0) 114

 
(64.0) 560

 
(64.7) 421

 
(75.0)

Radiation
 
therapy <.001

 
(19.4) <.001

 
(23.6)

No 810
 
(56.8) 293

 
(50.1) 111

 
(58.1) 298

 
(63.0) 108

 
(60.7) 536

 
(61.9) 274

 
(48.8)

Yes 617
 
(43.2) 292

 
(49.9) 80

 
(41.9) 175

 
(37.0) 70

 
(39.3) 330

 
(38.1) 287

 
(51.2)

(continued
 
on
 
next page)

RESEA
RCH

O
ctober 2026 Volum

e 126 N
um

ber 10 
JO
U
RN

A
L
 O
F
 TH

E
 A
CA

D
EM

Y
 O
F
 N
U
TRITIO

N
 A
N
D
 D
IETETICS

 
7



Table
 
1. Sample characteristics for total sample and by nutrition care need and engagement with a registered dietitian nutritionist since cancer diagnosis (continued)

Characteristic
Total sample 
(N
 

�
 
1427)

Nutrition
 
Care

 
Need Saw

 
RDN

 
a
 Since

 
Diagnosis

Met need 
(n
 

�
 
585)

Unmet need 
(n
 

�
 
191)

No
 
perceived

 
need

 
(n
 

�
 
473)

Unsure
(n
 

�
 
178)

P
 
value

 
b

(ᵡ
 
2
 statistic)

No
(n
 

�
 
866)

Yes
(n
 

�
 
561)

P
 
value

 
b

(ᵡ
 
2
 statistic)

Immunotherapy .89
 
(0.6) .54

 
(0.38)

No 1126
 
(78.9) 463

 
(79.2) 154

 
(80.6) 371

 
(78.4) 138

 
(77.5) 688

 
(79.5) 438

 
(78.1)

Yes 301
 
(21.1) 122

 
(20.9) 37

 
(19.4) 102

 
(21.6) 40

 
(22.5) 178

 
(20.6) 123

 
(21.9)

Health
 
care

 
system

 
characteristics 

Site
 
of most cancer treatment .013

 
(29.8) <.001

 
(35.6)

Academic/comprehensive
 

655
 
(45.9) 296

 
(50.6) 73

 
(38.2) 210

 
(44.4) 76

 
(42.7) 355

 
(41.0) 300

 
(53.5)

Community 417
 
(29.2) 176

 
(30.1) 60

 
(31.4) 138

 
(29.2) 43

 
(24.2) 253

 
(29.2) 164

 
(29.2)

Private
 
oncology practice 230

 
(16.1) 71

 
(12.1) 38

 
(19.9) 86

 
(18.2) 35

 
(19.7) 172

 
(19.9) 58

 
(10.3)

VA
 
d
 /military 12

 
(0.8) 5

 
(0.9) 1

 
(0.5) 6

 
(1.3) 0

 
(0) 7

 
(0.8) 5

 
(0.9)

Other 53
 
(3.7) 18

 
(3.1) 8

 
(4.2) 16

 
(3.4) 11

 
(6.2) 38

 
(4.4) 15

 
(2.7)

Not sure 18
 
(1.3) 5

 
(0.9) 1

 
(0.5) 7

 
(1.5) 5

 
(2.8) 14

 
(1.6) 4

 
(0.7)

Missing 42
 
(2.9) 14

 
(2.4) 10

 
(5.2) 10

 
(2.1) 8

 
(4.5) 27

 
(3.1) 15

 
(2.7)

a RDN
 
=
 

registered dietitian nutritionist.
b
 P values derived from

 
χ
 

2 tests comparing distributions across nutrition care need (4 groups) and across RDN
 

utilization (yes/no), based on complete cases only; χ
 

2 statistics are shown in parentheses. 
c RUCA

 
=
 

Rural-Urban Commuting Area. 
9

d
 VA
 
=
 

US Department of Veterans Affairs.
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Table 2. Types of providers seen for nutrition care among participants (N = 1427) a

Variable

Since Being Diagnosed With Cancer b

This provider type 
seen in past 6 mo c

This provider 
type seen

Only this provider
type seen

This and other 
provider types seen

←̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅ n (%)̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅̅ →

Registered dietitian nutritionist 561 (39.3) 269 (18.9) 292 (20.4) 218 (15.3)

Oncology physician 257 (18.0) 38 (2.7) 219 (15.3) 96 (6.7)

Oncology nurse 182 (12.8) 19 (1.3) 163 (11.4) 73 (5.1)

Primary care physician 219 (15.4) 39 (2.7) 180 (12.6) 118 (8.3)

Primary care nurse 52 (3.6) 7 (0.5) 45 (3.2) 19 (1.3)

Palliative care provider 42 (2.9) 7 (0.5) 35 (2.5) 22 (1.5)

Holistic provider 90 (6.3) 13 (0.9) 77 (5.4) 49 (3.4)

Pharmacist 41 (2.9) 3 (0.2) 37 (2.6) 19 (1.3)

Chiropractor 33 (2.3) 2 (0.1) 31 (2.2) 11 (0.8)

a A total of 662 (46.4%) did not report seeing any of these provider types for nutrition care since cancer diagnosis. An additional 2.5% (n = 35) selected “other.” 
b Survey items: “Since being diagnosed with cancer, have you ever gotten professional support for eating and nutrition from any of the following care providers?” Participants could select 
all that applied. 
c “Have you gotten professional support for eating and nutrition in the past 6 months from any of the following care providers?” Participants could select all that applied.

Figure 2. Distribution of nutrition care need since cancer diagnosis, overall and by primary cancer type. Percentages represent the 
proportion of respondents within each cancer type reporting a met, unmet, low-perceived, or unsure need for nutrition care; 
categories sum to 100% per group. Survey item: “Which of the following describe your experience with professional support for 
eating and nutrition since being diagnosed with cancer?” Response options: I wanted eating and nutrition support and did get it; I 
wanted eating and nutrition support and did not get it; I did not want eating and nutrition support; I am not sure.
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the distribution of endorsed areas of support differed 
significantly by provider engagement for several domains. 
Among participants who had engaged with an RDN, healthy 
eating (59.1%) and symptom management (50.0%) were the 
most frequently endorsed areas, and endorsement of these 
domains differed significantly across provider engagement 
groups (P = .001 and P = .008, respectively). In contrast, 
participants who reported no provider engagement had 
lower endorsement of symptom management (35.8%) and 
gaining weight (3.0%), with significant differences observed 
across groups for these domains (P = .008 and P = .001, 
respectively).

Unmet Need vs Met Need
In adjusted multinomial models, several factors were 
significantly associated with unmet nutrition care need 
(Table 3). Participants aged 25 to 44 years had a higher 
likelihood of being in the unmet need group compared with 
adults 65 years and older (RRR 2.17; 95% CI, 1.07 to 4.41). 
Higher likelihood of unmet need was also observed among 
women (RRR 2.20; 95% CI, 1.21 to 4.03), those experiencing 
very low food security (RRR 2.16; 95% CI, 1.17 to 3.99), those 
who did not or do not have a caregiver (RRR 2.07; 95% CI, 
1.25 to 3.42), participants reporting 3 or more nutrition-
impact symptoms (RRR 2.01; 95% CI, 1.27 to 3.18), and in-
dividuals whose primary treatment setting was a private 
oncology practice (RRR 2.08; 95% CI, 1.26 to 3.43). Lower

likelihood of unmet need was observed among non-
Hispanic Black participants compared with non-Hispanic 
White participants (RRR 0.46; 95% CI, 0.22 to 0.96), those 
with metastatic disease (RRR 0.63; 95% CI, 0.41 to 0.96), and 
those treated with chemotherapy (RRR 0.66; 95% CI, 0.44 to 
0.98) or radiation therapy (RRR 0.65; 95% CI, 0.44 to 0.97).

No Perceived Need vs Met Need
Several sociodemographic and clinical characteristics 
were associated with no perceived need. Participants 
were more likely to be in the no perceived need group if 
they lived in rural areas (RRR 1.55; 95% CI, 1.02 to 2.35), 
had less than a college education (RRR 1.49; 95% CI, 1.09 
to 2.03), or did not/do not have a caregiver (RRR 2.54; 
95% CI, 1.73 to 3.73). A higher likelihood of no perceived 
need was also observed among those who were treated 
primarily in private oncology practices (RRR 1.63; 95% CI, 
1.11 to 2.40). Lower likelihood of no perceived need was 
observed in non-Hispanic Black participants compared 
with non-Hispanic White participants (RRR 0.28; 95% CI, 
0.14 to 0.56), in those reporting 1—2 symptoms (RRR 
0.63; 95% CI, 0.46 to 0.86) or 3 or more symptoms (RRR 
0.47; 95% CI, 0.34 to 0.66) compared with those reporting 
no symptoms, and among those who received radiation 
therapy compared with those who did not (RRR 0.61; 95% 
CI, 0.46 to 0.82).

Figure 3. Timing of desired nutrition care by whether they received professional care. Participants could select multiple time 
points; percentages do not sum to 100%. Survey item: “When did you want professional support for eating and nutrition?” 
Participants could select all that applied. a Items applicable only to participants who experienced a new cancer within the past 12 
months (n = 45), a recurrence (n = 225), or an advanced cancer diagnosis (excluding those metastatic at diagnosis; n = 105). 
*P < .05 (χ 2 test).
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Table 3. Multivariable multinomial and logistic regression models of nutrition care need and engagement with a registered 
dietitian nutritionist since cancer diagnosis

Independent Variable

Model 1: Nutrition Care Need (Multinomial) 
[Reference: Met Need] Model 2: Saw

RDN a (Logistic) 
Yes vs No

Unmet need vs 
reference

No perceived 
need vs reference

Unsure vs 
reference

←̅̅̅̅̅̅̅̅̅̅̅̅̅̅ RRR b (95% CI)̅̅̅̅̅̅̅̅̅̅̅̅̅̅ → OR c (95% CI)

Sociodemographic characteristics

Age group [reference: ≥65 y]

45-64 y 1.44 (0.83-2.48) 0.76 (0.52-1.10) 0.90 (0.53-1.54) 1.38 (0.98-1.94)

25-44 y 2.17 (1.07-4.41)* 1.26 (0.74-2.15) 1.19 (0.57-2.50) 1.24 (0.77-1.97)

Gender [reference: Man]

Woman 2.20 (1.21-4.03)* 0.71 (0.50-1.01) 0.87 (0.53-1.43) 1.06 (0.77-1.47)

Race and Ethnicity [reference: Non-Hispanic 
White]

Non-Hispanic Black 0.46 (0.22-0.96)* 0.28 (0.14-0.56)* 0.47 (0.22-1.02) 1.78 (1.08-2.94)*

Hispanic (any race) 1.96 (0.90-4.28) 0.65 (0.28-1.52) 0.63 (0.20-2.00) 0.91 (0.48-1.74)

Non-Hispanic other 0.39 (0.15-1.02) 0.92 (0.49-1.74) 0.42 (0.16-1.09) 1.85 (1.04-3.29)*

Geographic region (RUCA d )
[reference: Urban/suburban]

Rural 0.68 (0.36-1.29) 1.55 (1.02-2.35)* 0.74 (0.39-1.42) 0.87 (0.59-1.28)

Highest level of education
[reference: College or more]

Less than college 0.97 (0.63-1.50) 1.49 (1.09-2.03)* 1.64 (1.09-2.45)* 0.78 (0.59-1.03)

Employment status [reference: Employed] 

Retired 0.91 (0.51-1.62) 0.95 (0.64-1.40) 0.97 (0.55-1.73) 1.50 (1.05-2.15)*

Unemployed, disability 1.51 (0.89-2.58) 0.88 (0.55-1.43) 2.85 (1.64-4.96)* 1.32 (0.90-1.93)

Unemployed, other 1.27 (0.64-2.51) 1.14 (0.63-2.07) 2.29 (1.14-4.58)* 1.11 (0.68-1.81)

Economic and social resources

Food security (USDA e )
[reference: High/marginal]

Low 1.28 (0.70-2.32) 0.79 (0.46-1.37) 1.61 (0.87-2.96) 1.13 (0.74-1.73)

Very low 2.16 (1.17-3.99)* 0.77 (0.41-1.45) 1.37 (0.68-2.74) 1.04 (0.64-1.67)

Caregiver status (family/friend)
[reference: Did/does have a caregiver] 

Did not/does not have a caregiver 2.07 (1.25-3.42)* 2.54 (1.73-3.73)* 2.70 (1.64-4.45)* 0.43 (0.30-0.62)*

Clinical characteristics

Primary cancer site [reference: Breast] 

Blood 0.66 (0.39-1.11) 0.71 (0.47-1.06) 0.82 (0.47-1.44) 1.02 (0.71-1.45)

Gastrointestinal 0.60 (0.31-1.17) 0.70 (0.43-1.13) 1.35 (0.73-2.52) 1.29 (0.85-1.95)

Genitourinary 1.26 (0.53-2.98) 0.84 (0.46-1.51) 1.04 (0.44-2.44) 0.76 (0.44-1.32)

Gynecologic 0.75 (0.38-1.47) 0.72 (0.42-1.24) 0.98 (0.47-2.06) 1.27 (0.80-2.01)

Lung 0.39 (0.11-1.42) 1.29 (0.65-2.56) 1.58 (0.65-3.86) 0.55 (0.29-1.05)

Head/neck 0.42 (0.08-2.11) 0.36 (0.12-1.12) 0.19 (0.02-1.70) 3.32 (1.23-8.98)*

Other 0.96 (0.46-1.99) 0.82 (0.45-1.47) 1.05 (0.49-2.25) 1.25 (0.76-2.07)
(continued on next page)
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Unsure Need vs Met Need
Participants were more likely to be unsure about their 
nutrition care need if they had less than a college education 
(RRR 1.64; 95% CI, 1.09 to 2.45), were unemployed due to 
disability (RRR 2.85; 95% CI, 1.64 to 4.96) or other reasons 
(RRR 2.29; 95% CI, 1.14 to 4.58), or among those who did 
not/do not have a caregiver (RRR 2.70; 95% CI, 1.64 to 4.45). A 
higher likelihood of being unsure was also observed among 
those who received treatment primarily in a private 
oncology practice (RRR 1.84; 95% CI, 1.11 to 3.06). Lower 
likelihood of uncertainty was observed among participants 
who had received radiation therapy (RRR 0.66; 95% CI, 0.44 
to 0.98).

Independent Correlates of RDN Engagement
In the adjusted logistic regression model, participants were 
more likely to have seen an RDN if they were non-Hispanic 
Black (OR 1.78; 95% CI, 1.08 to 2.94) or non-Hispanic other

(OR 1.85; 95% CI, 1.04 to 3.29) compared with non-Hispanic 
White, were retired (OR 1.50; 95% CI, 1.05 to 2.15), reported 
nutrition-impact symptoms (1—2 symptoms: OR 1.49; 95% 
CI, 1.11 to 2.00; 3 or more symptoms: OR 1.76; 95% CI, 1.32 to 
2.34), had head and neck cancer (OR 3.32; 95% CI, 1.23 to 
8.98), or had undergone radiation therapy (OR 1.56; 95% CI, 
1.21 to 2.02). Participants who did not or do not have a 
caregiver were significantly less likely to have engaged with 
an RDN (OR 0.43; 95% CI, 0.30 to 0.62). Lower likelihood of 
RDN engagement was also observed among those treated 
primarily at a community cancer center (OR 0.75; 95% CI, 
0.58 to 0.99) or in private oncology practices (OR 0.39; 95% 
CI, 0.27 to 0.55).

DISCUSSION
Our findings are consistent with a growing body of literature 
demonstrating that nutrition interventions delivered by RDNs 
improve symptom burden, nutritional status, quality of life,

Table 3. Multivariable multinomial and logistic regression models of nutrition care need and engagement with a registered 
dietitian nutritionist since cancer diagnosis (continued)

Independent Variable

Model 1: Nutrition Care Need (Multinomial) 
[Reference: Met Need] Model 2: Saw

RDN a (Logistic) 
Yes vs No

Unmet need vs 
reference

No perceived 
need vs reference

Unsure vs 
reference

Metastatic disease [reference: No] 

Yes 0.63 (0.41-0.96)* 0.87 (0.64-1.19) 0.66 (0.42-1.02) 1.16 (0.88-1.52)

Symptom burden (GI f /appetite) 
[reference: None]

1-2 1.48 (0.91-2.40) 0.63 (0.46-0.86)* 0.74 (0.47-1.19) 1.49 (1.11-2.00)*

≥3 2.01 (1.27-3.18)* 0.47 (0.34-0.66)* 0.84 (0.54-1.31) 1.76 (1.32-2.34)*

Treatment history

Chemotherapy [reference: No]

Yes 0.66 (0.44-0.98)* 1.01 (0.74-1.36) 0.81 (0.54-1.22) 1.27 (0.97-1.67)

Radiation therapy [reference: No] 

Yes 0.65 (0.44-0.97)* 0.61 (0.46-0.82)* 0.66 (0.44-0.98)* 1.56 (1.21-2.02)*

Health care system characteristics 

Site of most cancer treatment 
[reference: Academic/ 
comprehensive]

Community 1.30 (0.86-1.97) 1.09 (0.80-1.48) 0.88 (0.56-1.36) 0.75 (0.58-0.99)*

Private oncology practice 2.08 (1.26-3.43)* 1.63 (1.11-2.40)* 1.84 (1.11-3.06)* 0.39 (0.27-0.55)*

VA g /military 0.57 (0.05-6.56) 1.09 (0.30-3.95) Too small 1.28 (0.36-4.56)

Other 2.25 (0.89-5.71) 1.17 (0.56-2.44) 2.77 (1.20-6.40) 0.50 (0.26-0.95)*

Not sure 0.65 (0.07-6.02) 1.80 (0.53-6.11) 3.09 (0.81-11.8) 0.35 (0.11-1.12)

a RDN = registered dietitian nutritionist.
b RRR = relative risk ratio.
c OR = odds ratio.
d RUCA = Rural-Urban Commuting Area. 9
e USDA = US Department of Agriculture.
f GI = gastrointestinal.
g VA = US Department of Vseterans Affairs. 
*P < .05.
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Figure 4. (A) Areas of desired nutrition services by whether they received professional care. Participants could select multiple 
reasons; percentages do not sum to 100%. Categories are ordered by frequency of unmet need. Survey item: “What eating and 
nutrition needs did you want or get professional support for?” Participants could select all that applied. *P < .05 (χ 2 test). (B) Areas 
of desired nutrition services, by provider type seen for nutrition care (saw registered dietitian nutritionist [RDN], saw non-RDN only,
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and, in some populations, treatment tolerance and clinical 
outcomes, while economic evaluations suggest that timely 
nutrition intervention and malnutrition prevention may 
reduce downstream health care utilization and costs. 12,13 Ev-
idence from qualitative, quantitative, and mixed-methods 
research demonstrates that survivors value individualized, 
professional nutrition guidance and often perceive unmet 
needs related to energy, emotional well-being, and survivor-
ship transitions—findings that closely mirror the patient-
reported priorities observed in this study. 5,14-16

This study underscores the unmet need for nutrition ser-
vices among cancer survivors. Although more than one-half 
of respondents reported receiving some form of nutrition 
care, only approximately one-third received care from an 
RDN. This pattern suggests a meaningful disconnect between 
clinical need and access to specialized nutrition services. In 
addition, more than one-half of respondents who desired 
nutrition care reported unmet need during cancer treatment 
and after treatment completion, pointing to critical periods 
in the cancer care continuum where nutrition services may 
be especially critical for long-term health and recovery. 
These findings emerged in a cohort characterized by sub-
stantial symptom burden (35.5% with 3 or more symptoms), 
with a notable subgroup experiencing socioeconomic 
vulnerability, including low (8.3%) or very low (6.8%) food 
security, as well as variability in treatment settings. These 
results underscore the importance of timely, coordinated, 
and specialized nutrition care across the cancer experience 
with and beyond cancer.

A considerable proportion of solid tumor oncology out-
patients are at high risk of malnutrition at diagnosis, high-
lighting the need for early and standardized screening to 
target nutritional interventions effectively. 17,18 Despite this 
evident need, the availability of RDNs in outpatient oncology 
centers remains limited, with an average of only 1 full-time 
equivalent RDN per 2308 patients with cancer. 4 Given the 
substantial unmet nutritional needs among cancer survivors, 
the high risk of malnutrition in oncology outpatients, and 
limited access to RDNs, improving staffing ratios of RDNs 
and implementing validated malnutrition screening tools in 
the clinical workflow is imperative for appropriate referrals 
and identification of patients at high risk for malnutrition. 
This integration would ensure early, standardized nutritional 
screening and intervention, addressing the gap between 
patient needs and specialized dietetic care. 19

Engagement with nutrition providers varied across the 
sample. Although nearly 40% of respondents reported seeing 
an RDN since diagnosis, fewer than 20% relied exclusively on 
RDNs for nutrition care, and many reported receiving 
nutrition-related guidance from clinicians who are not 
nutrition specialists. These patterns are notable, given the 
high symptom burden and prevalence of clinical indications 
for specialized nutrition care. Healthy eating, symptom 
management, and increasing energy level were the most 
frequently reported reasons for exclusive RDN consultation, 
while emotional health was less commonly cited overall. 
However, participants with unmet nutrition care needs were

significantly more likely than those with met needs to desire 
support related to increasing energy level, emotional health, 
worry about cancer recurrence or spread, and weight loss 
(all, P < .05). These findings indicate that unmet nutrition 
care needs frequently co-occur with psychosocial distress 
and symptom burden, highlighting the relevance of nutrition 
services to both physical and emotional domains of survi-
vorship. 20 Collectively, the results support the role of RDNs 
in addressing a broad spectrum of nutrition-related concerns 
and underscore the importance of systematic referral path-
ways and nutrition screening to improve alignment between 
patient needs and access to specialized nutrition care. 16 

Patterns of nutrition care need also differed by cancer 
type. Respondents with head and neck cancer had the 
highest proportion of met need, while unmet need was most 
common among breast cancer survivors. Participants with 
lung cancer frequently reported no perceived need or un-
certainty, suggesting gaps in awareness or communication 
regarding nutrition services. These patterns are consistent 
with literature showing that survivors’ need for supportive 
care often differs by cancer type, which can only be met 
when supportive care resources are available and 
accessible. 6,21

The timing of desired nutrition care was concentrated 
during active treatment and the post-treatment period. 
Those with an unmet need were more likely to indicate a 
desire for nutrition care after treatment completion, high-
lighting a critical but underused point for nutrition in-
terventions. This general pattern differs from research in 
patients with head and neck cancers who prefer to receive 
nutrition counseling before treatment is initiated. 15 Nutri-
tion impact symptoms persist long beyond active treatment 
and greatly influence recovery, quality of life, and functional 
status. 22 Incorporating nutrition services into survivorship 
care planning may help address this gap, particularly during 
transitions from oncology to primary care. 14,23 

Multivariable analyses identified several sociodemo-
graphic and clinical correlations of unmet need, no perceived 
need, and uncertainty. Unmet need was more common 
among younger adults, women, those experiencing very low 
food security, individuals without caregiving support, and 
participants receiving care in private oncology practices. 
Employment status and educational attainment were asso-
ciated with uncertainty about whether to seek nutrition 
care, potentially reflecting concerns about affordability or 
limited awareness of RDN benefits. 16 Education has been 
described as a super-determinant of health, with lower 
attainment linked to poorer diet quality, potentially due to 
reduced resources or nutritional knowledge. 24 Embedding 
RDNs within the oncology care team could provide acces-
sible education and support for all patients, allowing them to 
make informed decisions about engaging with nutrition 
services. These patterns highlight structural and interper-
sonal factors that may limit access to nutrition care. The 
independent association between very low food security and 
unmet need underscores a critical equity concern, empha-
sizing the importance of linking oncology patients to both

did not see a provider). Participants could select multiple reasons; percentages do not sum to 100%. Categories are ordered by 
frequency of unmet need. Survey item: “What eating and nutrition needs did you want or get professional support for?” Partic-
ipants could select all that applied. *P < .05 (χ 2 test).
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clinical nutrition care and community food assistance 
resources. 25-27

No perceived need and uncertainty for nutrition services 
were strongly associated with lower educational attainment 
and absence of a caregiver, suggesting limited awareness of 
the benefits of nutrition or concerns about affordability or 
accessibility. Uncertainty, but not no perceived need, was 
also associated with unemployment, including unemploy-
ment due to disability, suggesting that economic instability 
and competing health demands can reduce engagement 
with nonurgent supportive services. 28,29 Participants treated 
in private practice settings were consistently more likely to 
fall into these categories, highlighting potential differences 
in resource availability across care settings.

RDN engagement was more likely among participants 
with clinical indicators of nutrition risk, including higher 
symptom burden, head and neck cancer, and receipt of ra-
diation therapy. Engagement was also higher among retired 
participants and those identifying as non-Hispanic Black or 
non-Hispanic other. In contrast, participants without care-
giving support and those treated in community or private 
practice settings were less likely to engage with an RDN, 
reflecting limited staffing of RDNs in nonacademic oncology 
centers. 30 Expanding access to RDNs across all treatment 
settings, including through telehealth, may help reduce 
disparities in nutrition care for rural and community-based 
populations.

The findings have important policy implications and un-
derscore the need for systematic and equitable approaches 
to identifying and addressing nutrition care needs. Stan-
dardized nutrition screening and clear referral pathways 
could ensure timely access to specialized nutrition care, 
particularly during treatment and post-treatment periods 
when demand is greatest. National guidelines and standards 
are needed to ensure consistent, high-quality nutritional 
screening and early intervention across all settings, thereby 
bridging the substantial gap between patient needs and 
specialized dietetic provision. 30,31 Such integration would 
not only improve patient outcomes, but also reduce health 
care costs associated with malnutrition-related complica-
tions, as evidence indicates that appropriate nutritional 
support can lead to cost savings and improved clinical out-
comes. 12,15 Given the high symptom burden, unmet nutri-
tional needs among cancer survivors, and risk of 
malnutrition in oncology outpatients, advocacy for greater 
integration of RDNs into oncology care teams is needed. 17-19 

Establishing equitable reimbursement for nutrition care is 
essential to improve patient access to these vital services 
and incorporate RDNs as core members of oncology care
teams. 13,32-34

Strengths and Limitations
The sample was drawn from the CER, which may not fully 
represent the broader survivor population. As an open, self-
enrolled survey without a defined sampling frame, the CER 
limits the ability to assess differences between participants 
and nonparticipants or to evaluate nonresponse bias at the 
population level. Participants are often recruited through 
community-based advocacy and support organizations, 
which may disproportionately engage individuals who are 
more connected to supportive care services, including

nutrition-related resources. As such, estimates of met need 
may be higher than in the general population of cancer 
survivors. At the same time, more engaged individuals may 
also have greater expectations for care, potentially contrib-
uting to higher reporting of unmet need. The direction and 
magnitude of these potential biases are difficult to 
determine.

The sample was predominantly female, non-Hispanic 
White, and composed largely of breast cancer survivors, 
which does not reflect the broader cancer survivor popula-
tion. This limited diversity may influence findings, as access 
to nutrition care, health-seeking behaviors, and ability to 
advocate for services may differ across sociodemographic 
groups, including those who are underinsured or from his-
torically underserved populations. These factors should be 
considered when interpreting both prevalence estimates and 
observed associations.

Although completion of the nutrition module was high 
among those who reached the 12-month survey, it is 
possible that participation in this section was influenced by 
interest in or perceived need for nutrition-related care. The 
placement of these items at the end of the survey may 
introduce bias related to survey fatigue or differential 
completion. All measures were self-reported, which may 
introduce recall error; however, standardized survey items 
and multivariable models help reduce bias in estimated as-
sociations. Analyses were conducted using available data 
without imputation, and individuals who completed the full 
survey or specific modules may differ systematically from 
those who did not.

The cross-sectional design limits inferences about tempo-
rality, although models accounted for treatment history and 
time since diagnosis. Clinical nutrition assessment data, such 
as measured malnutrition status or weight trajectories, were 
not available, limiting interpretation of clinical need beyond 
reported symptoms. Despite these limitations, the study 
benefits from a large national sample, detailed characteriza-
tion of symptoms and care experiences, and comprehensive 
modeling of factors associated with perceived need and RDN 
engagement, offering valuable insights into nutrition care 
delivery across the cancer continuum.

Future Directions
Future research can evaluate the impact of systematic 
malnutrition screening and automated referral pathways on 
access to RDN services across diverse oncology settings. 
Longitudinal studies can characterize how nutrition care 
needs and engagement evolve from diagnosis through sur-
vivorship and identify clinical and structural drivers of un-
met need. Research examining racial and ethnic, age, sex, 
and geographic differences in perceived need and RDN 
engagement can deepen understanding of inequities and 
inform targeted interventions. To enhance generalizability 
and address limitations in current samples, future studies 
should incorporate broader recruitment strategies, including 
clinic-based and population-based approaches, to reach in-
dividuals less connected to supportive care networks, and 
consider the use of targeted recruitment strategies or de-
mographic quotas to improve representation of underserved 
populations. Integrating food-security screening and com-
munity resource linkage may clarify how addressing
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structural barriers influences uptake of nutrition care. 
Workforce and implementation studies can determine 
effective models for integrating RDNs into community 
oncology practices and resource-constrained environments, 
including through telehealth or shared-care approaches.

CONCLUSIONS
The results of this survey underscore the importance of 
integrating RDNs into care teams across the cancer care 
continuum and of enhancing patient awareness of nutrition 
service provisions during their experience with and beyond 
cancer. This large-scale national survey demonstrates sub-
stantial unmet nutrition care needs among cancer survivors 
and identifies important disparities by age, gender, socio-
economic resources, caregiving support, symptom burden, 
food security, and care setting. Despite the documentation of 
the risks of malnutrition in cancer outcomes, nutrition needs 
remain unmet for a considerable proportion of patients 
across all cancer types.
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Introductory Note: The following items were administered as part of an observational survey assessing participants’ 
experiences with eating- and nutrition-related care following a cancer diagnosis. Items are presented in the order 
administered. Response options are shown as presented to participants.

Survey Instructions: The next questions ask about your eating and nutrition experiences and professional support for eating
and nutrition since being diagnosed with cancer.

By professional support, we mean care from staff such as a registered dietitian or nutritionist, primary care or family practice
doctor, oncology doctor, or other healthcare provider (eg, palliative care provider, holistic provider, pharmacist, or 
chiropractor).

Use of Professional Support

1. Since being diagnosed with cancer, have you ever received professional support for eating and nutrition from 

any of the following care providers? (Select all that apply.)
• Registered dietitian
• Oncology doctor
• Oncology nurse
• Primary care or family practice doctor
• Primary care or family practice nurse
• Palliative care provider
• Holistic provider (e.g., naturopath, integrative medicine provider)
• Pharmacist
• Chiropractor
• Other (please specify): ______
• None of these

2. In the past 6 months, have you received professional support for eating and nutrition from any of the following 
care providers? (Select all that apply.)
• Registered dietitian
• Oncology doctor
• Oncology nurse
• Primary care or family practice doctor
• Primary care or family practice nurse
• Palliative care provider
• Holistic provider (e.g., naturopath, integrative medicine provider)
• Pharmacist
• Chiropractor
• Other (please specify): ______
• None of these

Experience With Support

3. Which of the following best describes your experience with professional support for eating and nutrition since 
being diagnosed with cancer?
• I wanted eating and nutrition support and did get it
• I wanted eating and nutrition support and did not get it
• I did not want eating and nutrition support
• I am not sure / Prefer not to share

Timing of Desired Support

4. When did you want professional support for eating and nutrition? (Select all that apply.)
• Before being diagnosed with cancer
• Around the time when I was first diagnosed with cancer
• Before beginning treatment for cancer
• During active treatment for cancer
• After my active treatment ended

(continued on next page)

Figure 1. Nutrition Care Survey.
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• Around the time of a new cancer diagnosis
• When my cancer came back (cancer recurrence)
• When my cancer advanced or spread
• Other (please specify): ______
• None of these

Nutrition-Related Needs

5. What eating and nutrition needs did you want or receive professional support for? (Select all that apply.)
• Achieving healthy eating patterns
• Increasing physical fitness or strength
• Increasing energy level
• Improving emotional or mental health
• Managing symptoms or side effects (e.g., nausea, changes in taste)
• Managing worries about nutrition and cancer recurrence or progression
• Treating cancer
• Support around weight (maintain, gain, or lose weight)
• Other (please specify): ______
• None of these

If support around weight was selected:

Which best describes the type of weight-related support you wanted or received?
• Maintaining weight
• Gaining weight
• Losing weight
• Prefer not to share

Health Behavior Changes

6. To what extent are the following statements true for you since being diagnosed with cancer? 

Response options for all items:

Not at all; A little bit; Somewhat; Quite a bit; Very much
• I changed my eating patterns to manage symptoms and side effects
• I changed my eating patterns to improve long-term health
• I increased my level of physical activity to manage symptoms and side effects
• I increased my level of physical activity to improve long-term health

Nutrition-Related Symptoms

7. In the past 6 months, have any of the following symptoms caused ongoing problems or required ongoing 
management? (Select all that apply.)
• Taste changes
• Decreased appetite
• Inability to eat a full meal or feeling full after only a small amount of food
• Nausea
• Vomiting
• Gas
• Bloating
• Constipation
• Diarrhea
• Dry mouth
• Difficulty swallowing
• Mouth or throat sores
• Fatigue
• None of these

Figure 1. (continued) Nutrition Care Survey.
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