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Abstract

We have previously advocated that nutritional care be raised to the level of a

human right, in close relationship to two well‐recognized fundamental rights:

the right to food and the right to health. This article aims to analyze the

implication of nutritional care as a human right for healthcare practitioners.

1

https://orcid.org/0000-0002-0709-0307
https://orcid.org/0000-0002-3503-4302
http://orcid.org/0000-0002-3926-0526
http://orcid.org/0000-0001-8506-7244
mailto:dianacardenasbraz@gmail.com
https://onlinelibrary.wiley.com/journal/19412452
http://crossmark.crossref.org/dialog/?doi=10.1002%2Fncp.10864&domain=pdf&date_stamp=2022-05-23


We will focus on the impact of the Human Rights Basic Approach (HRBA) on

healthcare professionals (HCPs), namely how they can translate HRBA into

routine clinical practice. Ethics and human rights are guiding values for

clinical nutrition practitioners. Together they ensure a patient‐centered
approach, in which the needs and rights of the patients are of the most

significant importance. Human rights are based on the powerful idea of equal

dignity for all people while expressing a set of core values, including fairness,

respect, equality, dignity, and autonomy (FREDA). Through the analysis of

FREDA principles, we have provided the elements to understand human

rights and how an HRBA can support clinicians in the decision‐making

process. Clinical practice guidelines in clinical nutrition should incorporate

disease‐specific ethical issues and the HRBA. The HRBA should contribute

to building conditions for HCPs to provide optimal and timely nutritional

care. Nutritional care must be exercised by HCPs with due respect for

several fundamental ethical values: attentiveness, responsibility competence,

responsiveness, and solidarity.
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INTRODUCTION

Nutritional care is a process that involves distinct,
interrelated steps that should be provided in a systematic
sequence.1 The aim is to deliver comprehensive nutri-
tional care to all patients, with particular attention to the
prevention or treatment of patients with disease‐related
malnutrition (DRM).2–4 The ultimate objective of nutri-
tion intervention is to positively impact clinical out-
comes, including enhanced survival, through the provi-
sion of evidence‐based nutrition interventions. Despite
this, nutritional care in hospitals and after hospital
discharge is frequently insufficiently implemented and is
not generally part of the patient's holistic care.5,6 Among
the cited reasons for underimplementation of nutritional
care are the lack of malnutrition awareness, poor
education of healthcare professionals (HCPs) (including
physicians),7–11 the lack of reimbursement of nutrition
treatments, and the lack of a relevant public health
policy.12,13 DRM and nutritional care are issues largely
unknown among policymakers13 and are generally not
found on national or global health policy agendas.

As we have previously advocated, nutritional care was
raised to the level of a human right, in close relationship
to two well‐recognized fundamental rights: the right to
food and the right to health.14,15 That would mean that all
patients have access to “beneft from the right to be
screened and diagnosed for DRM, to receive regular

hospital diet, therapeutic diet (ie, food modification and
supplements) and evidence‐based medical nutrition ther-
apy (ie, artificially administered nutrition and hydration)
administrated by an interdisciplinary team of experts, and
the government has the duty to guarantee.”14,16 This
approach defines specific duty bearers as the states,
policymakers, institutional managers, and HCPs.

In this article, we will analyze the implication of
nutritional care as a human right and will focus on the
impact of Human Rights Basic Approach (HRBA) on
clinicians and HCPs, particularly on how this approach can
support clinicians in the decision‐making process. We aim
to provide the elements to understand human rights and
how an HRBA can support clinicians to make evidence‐
based decisions in the best interests of their patients.

WHY DO WE NEED A HUMAN
RIGHTS–BASED APPROACH IN
CLINICAL NUTRITION?

Human rights are moral principles considered as norms
that aim to protect people from social and political
abuse.17 Human Rights were first defined in the Universal
Declaration of Human Rights adopted in 1948 as a
response to the Holocaust atrocities. Human rights
principles are for every human being (universal), inde-
pendent of other factors such as religion, ethnicity, or
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nationality. Everyone should have access to human rights
simply because they are human beings. No one's human
rights can be limited or restricted in any circumstances.
Such principle refers to how the state (public authorities)
must treat everyone. The HRBA provides a practical
framework to protect the rights of everyone.

The link between the HRBA and HCPs is
bidirectional.18,19 According to Curtice and Exworthy,20

“Ignoring or violating human rights has a detrimental
effect on people's health and, conversely, using a HRBA
can improve health outcomes and deliver better quality
person‐centered healthcare.” Thus, according to the
United Nations, an HRBA seeks to deepen under-
standing of the relationship between rights holders
and duty bearers contributing to bridge the gaps
between them.

TABLE 1 Definition of the FREDA human rights core values proposed for an HRBA to clinical nutrition supported by article(s) from
the ECHR most relevant to each FREDA principle.15

Core values Definition Article(s) from the ECHR

Fairness: “Ensuring that when a decision is made with a person using a service
about their care and support, the person's views are sought, listened to
and weighed alongside other factors relevant to the decision. If a
decision interferes with a person's human rights, this must be legally
justified, proportionate and only when all other alternatives have been
considered. Together with equality and autonomy, they ensure that
the decision‐making process is free from discrimination and that the
person is involved in the decision‐making process.”15

Article 14: Prohibition of discrimination

Respect: Respect is the “objective, unbiased consideration and regard for the
rights, values, beliefs and property of other people.” Respect applies to
the person as well as their value systems. Respect is central to
providing person‐centered care and support. People who use services
must be listened to, and what is important to them must be viewed as
important to the service. The principle of respect must be upheld
regardless of a person's impairment or loss of capacity. Upholding the
principle of respect also means that another person nominated by the
person themselves, such as a family member or friend, is valued and
listened to.”

Article 8: The right to respect for family
and private life

Article 9: The right to freedom of
thought, conscience and religion;

Equality/equity Equality means people having equal opportunities of access and being
treated no less favorably than other people on the grounds set out in
legislation. These grounds include: sex, race, color, language, religion,
political or other opinion, national or social origin, association with a
national minority, property, birth, or any other status.

Equity means everyone is provided based on the individual needs and
available resources.

Article 14: Prohibition of discrimination

Dignity Dignity means treating people ethically, and for one to be valued and
respected for their own sake, and in a way that values them as human
beings and supports their self‐respect, even if their wishes are not
known at the time.

Dignity is the core value of human rights. Lack of dignity is a common
theme in examples of abuse and neglect in healthcare settings,
including malnutrition.

Article 3: Prohibition of torture
Article 8: The right to respect for family

and private life

Autonomy Implies the principle of self‐determination. This means that a patient is
allowed to make free choices. The decision should be based on clear,
sufficient, and relevant information. Patients should participate in
decision‐making. Respecting and supporting autonomy is important in
health care, as it is a fundamental aspect of person‐centered care. In a
healthcare setting, people may require different levels of support to assert
their autonomy and make their own decisions. This means health care
professionals have a key role in this process. The ability to be autonomous,
and make decisions, can and must be supported and developed.

Article 5: The right to liberty and security
Article 8: The right to respect for family

and private life

Abbreviations: ECHR, European Convention on Human Rights; FREDA, fairness, respect, equality, dignity, and autonomy; HRBA, Human Rights Basic
Approach.
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The imperative for applying this approach in the
context of clinical nutrition is that HRBA has significant
implications to the way priorities and objectives are
identified and program outcomes are formulated.14

Moreover, this approach reinforces situation analysis at
three levels:

1. “Causality analysis: drawing attention to root causes,
for example the origin of DRM and any lack of
patient's nutritional care access;

2. Role or obligation analysis: helping to define who
owes what obligations to whom, especially with
regard to the identified root causes;

3. Intervention analysis identifying the interventions
needed to build rights‐holders' capacities and improve
duty‐bearers’ performance.”

Human rights can be articulated to a set of core
values, including fairness, respect, equality, dignity, and
autonomy (FREDA). Thus, we need an HRBA in clinical
nutrition because this could guarantee that human rights
principles, values, and standards are made real in clinical
practice.

BUILDING HUMAN RIGHTS INTO
CLINICAL PRACTICE
FRAMEWORKS

HRBA is the approach by which human rights can be
protected in clinical and organizational practice by
adherence to the FREDA principles.20 The usefulness
of these principles is that they form the basics of good
clinical care that should be integrated into what
clinicians already do on a daily basis. It is important to
highlight that these principles “are used to inform
decisions, not to determine them,” and that the five
FREDA principles are interdependent and should not be
considered separately.20 They may often overlap but
should be considered together. This means that in any
particular situation, all five principles must be consid-
ered, but the weight given to each principle in reaching a
particular conclusion can vary and will depend on the
issues under consideration.

For the purpose of this article, we have applied the
five FREDA principles considered to underpin all
international human rights treaties. In Tables 1 and 2,
we provide a brief explanation of each of the FREDA
principles, reference the relevant article(s) from the
European Convention on Human Rights Act 2003 that
are most relevant to that principle, and we provide
examples of how these values can be promoted and
incorporated into clinical nutrition practice (Figure 1).

ETHICAL APPROACH TO
NUTRITIONAL CARE AS A
HUMAN RIGHT

Ethics is concerned with principles that allow us to
make decisions about what is right and wrong. HCPs
have the ethical duty to assure optimal and timely
nutritional care within the boundaries of resources
provided for them.21,22 This obligation must be exercised
with due respect to a number of fundamental ethical
values. Thus, ethics and human rights are guiding values
for clinical nutrition practitioners. Together they ensure
a patient‐centered approach, in which the needs and
rights of the patients are of the greatest importance.23

HCPs must be competent in medical ethics that govern
their practice and understand the link between clinical
nutrition and the human rights of their patients.

When it comes to analyze the impact of an ethical
approach to the practice of clinical nutrition, it should be
emphasized that nutrition as an ethical subject is able to
present itself as a legitimate form of care in medical
practice, since life without food is not possible.24 Feeding
patients becomes a form of treatment, raising new ethical
issues when applied to specific situations.

The relevant question here is which ethical char-
acteristics are fundamental to clinical practice: In other
words, how should HCPs act when feeding sick patients?
What is the best way to care for one specific patient at a
specific time?

NUTRITIONAL CARE PROCESS
AND THE PHASES OF CARE

The ethics of care is a normative theory that places the
phenomenon of care at the center of ethical reflection.25 It
is based on the understanding of the human being as a
vulnerable and interdependent relational being. Although
traditional moral theories (ie, utilitarianism, deontology,
theory of justice, and virtue ethics) are based on the
primacy of autonomy, the ethics of care, which is more
context‐based and concrete, emphasizes the notion of
vulnerability, which it considers to be one of the essential
characteristics of the human condition. The ethics of care
emphasizes the importance of response; thus, the ethical
question is “how to respond?”25

The ethics of care, defined by Tronto as a “practice
and a disposition,” is an ongoing process comprising five
phases of caring and five moral characteristics of care.25

Those moral elements are specific attitudes and skills
necessary for effective caring. This normative theory is
useful to define some ethical characteristics necessary for
good nutritional care and is a useful tool that can help
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TABLE 2 Proposed application of the five FREDA human rights core values for an HRBA to clinical nutrition.15

Core value How to promote each FREDA value in the day‐to‐day work of clinical nutrition practice

Fairness Providing relevant information:

• Ensure patients have sufficient information on nutritional care to make independent and informed choices
(patient empowerment).

Seeking consent

• Explain the risks and benefits of proposed nutritional therapy options.
• Ensure that individuals knows they have a choice and can consent freely without pressure.
• If needed, consult with the healthcare representative or family to know the persons’ preferences.

Protecting personal information

• Recognize confidentiality in treating the patient's information.

Supporting a person to make an AHD

• Explain and allow the person to decide on their AHD regarding the role of nutrition and survival.

Participating in decisions

• Recognize that the patients are given the opportunity to be heard and to participate in decision‐making (patient
empowerment).

Respect Day‐to‐day communication

• Ensure that the person has all the available information necessary, in a way they understand, to decide about
nutritional care (patient empowerment).

• When providing information to a person, consider their preferences and their background, for example previous
life experience, educational attainment, literacy, culture, and religious beliefs.

• Take the time to listen to individuals and to understand them as an individual, without judgement.
• Avoid using technical language to describe the person's condition or care. Instead, use the persons’ own words
and terms they can understand.

Person‐centered planning

• Respect the persons as the expert on their own life and support them to lead the development of a person‐centered
plan as much as possible.

• Ensure the person‐centered plan reflects the goals that are unique to the person and that are meaningful to them.
• A person's goals should not be dependent on available resources.
• Ensure that nutrition care plan focuses on what is important to a person and how the person wants to live (patient
empowerment).

Supporting the achievement of human rights

• Promote the person's right to nutritional care access.
• Where applicable, support individuals to realize all their rights, including the right to the whole process of
nutritional care.

Equality/equity Providing quality nutrition care for all

• Support people who use your service to get nutritional care they need, regardless of sex, race, color, language,
religion, political or other opinion, national or social origin, association with a national minority, property, birth,
or any other status.

• The quality of nutrition care that is provided is the same for everyone.

Presuming and supporting capacity

• Recognize that you must always presume that a person has capacity and that you should never judge a person's
decision‐making ability based on sex, race, color, language, religion, political or other opinion, national or social
origin, association with a national minority, property, birth, or any other status.

• Recognize that you cannot presume that a person lacks capacity in relation to a certain matter or decision on the
basis that they make a decision that seems unwise to you.

Encouraging equality and a human rights–friendly service.

(Continues)
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address key questions regarding an HRBA. Thus, the
phases of care can correspond to the seven steps of the
nutritional care process, as proposed in Figure 2.

According to the European Society for Clinical
Nutrition and Metabolism guidelines on definitions and
terminology of clinical nutrition, nutritional care should
be provided in a systematic sequence that involves seven
distinct interrelated steps, and this systematic sequence is
called the nutritional care process.1

The first and second steps are malnutrition risk
screening and nutritional assessment, which can be
conceived as the “caring about” phase of care ethics. This
first phase requires an ethical element, that of attentiveness,
namely a “just and affectionate regard to an individual
reality.” In a practical way, this means that the HCPs
identify the need for nutritional care by identifying patients
who are at‐risk of malnutrition or who are already
malnourished by using an appropriate validated tool in all

TABLE 2 (Continued)

Core value How to promote each FREDA value in the day‐to‐day work of clinical nutrition practice

• Recognize the importance of there being a culture of equality within your service in which all people achieve
equal access to and equal outcomes from nutritional care.

• Be aware that there should be no blanket policies, conditions, or rules in place in your service that can impact
people's human rights.

Dignity Meeting basic nutritional need

• Ensure that people have access to appropriate nutrition and hydration so that they do not suffer from malnutrition
or dehydration.

• Ensure that every patient has access to regular hospital diet, therapeutic diet, and evidence‐based medical
nutrition therapy (including AANH) provided by HCPs.

• Ensure that evidence‐based medical nutrition therapy (including AANH) does not cause harm.
• Do not leave the patient on unnecessary fasting.

Maintaining privacy

• Avoid rushing a task in a way that might impact the patient's privacy and dignity.

Communicating effectively

• Ensure that a person's dignity is maintained even if the person is unconscious and unable to communicate.

Autonomy Seeking consent

• Make sure that you communicate clearly and effectively with the patient.
• Use language or other means of communication that people can understand and do not use medical or social care
jargon to discuss nutritional care issue.

• Make sure that the person is provided with complete and relevant information about nutritional care options,
including the advantages and disadvantages of each option, to ensure people can make a fully informed decision.

• Openly discuss risk management in a positive and proactive manner.

Understanding and respecting a person's will and preferences

• Make sure that you understand the will and preferences of the patient to ensure that you can promote and support
people's autonomy when assisting in or supporting their decision‐making process.

• To make sure that autonomy is upheld, support a person's choice in relation to care and support regardless of
whether or not you believe it is the right decision.

Supporting capacity and responding accordingly

• If a person has been assessed as lacking capacity in relation to a particular matter or decision, make every effort
possible to ensure that the person's past and present will and preferences have been determined.

• This includes considering the views of any person named by the person themselves, whether a family member, a
friend, surrogate, or independent advocate, and considering any written documentation (such as an AHD) and
ensuring that any decision made takes these into account.

• Although a person might have been assessed as not having capacity to make a decision at a particular moment in
time, understand that when it is relevant and possible for you to do so, you should make sure that the person's
capacity is reviewed and that changes are made accordingly.

Abbreviations: AANH, artificially administered nutrition and hydration; AHD, advanced health directive; FREDA, fairness, respect, equality, dignity, and
autonomy; HCP, healthcare professional.
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individuals who come in contact with healthcare services
and by assessing the patient's nutrition status.21,24

Caring about malnutrition leads to the establishment
of an appropriate response, which is consolidated in the
“taking care of” phase. In this phase, the HCPs recognize
their responsibility to respond to a patient's risk of
malnutrition or to any degree of malnutrition and reach a
diagnosis. This responsibility is shared and concerns all
those involved in patient care. The HCP, by making a
nutritional plan, will ensure to meet all the necessary
nutritional requirements of the patient. In this phase,

actions have mainly two specific purposes: (1) to combat
malnutrition or (2) to limit loss of quality of life through
nutritional therapy. It is worth noting that responsibility
is ethics‐based and must not be conceived as a duty‐
based responsibility.21,24

The third phase of the ethics of care is the
“caregiving,” which implies the direct activity of contact
with the patient. HCPs should be able to respond in the
best way to the nutritional needs of the patient by
providing nutrients orally, via enteral tube feeding or
parenteral nutrition, to prevent or treat malnutrition in

FIGURE 1 Actions that a clinician can apply in daily clinical practice to respect the five FREDA principles. FREDA, fairness, respect,
equity, dignity, autonomy; HCP, health care professional

FIGURE 2 The five phases of ethics (bold) of care and their five ethical elements (italics) are integrated to the nutrition care process (as
defined by Cederholm et al1).
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an individualized way. In this phase, competence is
considered an ethical element. One cannot simply
acknowledge the need to care and accept the responsi-
bility but follow through without enough competence or
adequate skill. Prescribing nutrition interventions in
patients requires far more than providing for the food
that the patient cannot or will not eat; it requires training
and understanding of the personalized nutritional
requirements in a given patient during her/his illness.
Like any other area of medical care, lack of competence
would result in the needs of care not being met or in an
increase in the risk of complications. Thus, HCPs must
commit to life‐long learning to ensure competence in
nutritional care practice.21,24

In phase 4, “care receiving,” HCPs assess the success
of nutritional therapy with the patient and document this
process. This phase is essential to preserve the relation-
ship between patients and HCPs. The ethical element in
this phase is responsiveness, which refers to the
receiver's responsiveness to the nutrition care, meaning
the way the patient or the family/caregiver perceive the
care.21,24

According to the ethics of care, the realization of a
complete nutritional care process by the HCP means they
are responding to the vulnerability of the patient.

Finally, the fifth phase is “caring with,” which
highlights the role of institutions in the organizational
structures for providing nutritional care. The ethical
element in this phase is solidarity and support.

The ethics of care highlights two key considera-
tions26: (1) The care concerns a human being who is
suffering from a pathological condition that we are able
to treat or prevent, and (2) when we take care of
someone, it means that we care about the emotional,
social, and psychological dimensions. Consequently, care
is not only a matter of supplying a treatment to alleviate
or to cure but also a matter of humanity. In that sense,
nutritional therapy, as a medical therapy, is capable
(most of the time) to cure or prevent malnutrition and
help recover from disease, but it also supports basic
nutrient feeding, which is essential to survival. This
approach also implies that ethically, the best decision for
the patient must be taken and this may include, under
certain circumstances, the decision not to feed (ie, in the
case in which nutrition is considered a futile therapy). In
the latter context, any technological or legal obstacles to
the application of ethical decisions should be anticipated,
if possible, and resolved.21

The ethical and human rights–based approaches
should be reflected in clinical nutrition practice guide-
lines. Clinical practice guidelines in clinical nutrition
should incorporate disease‐specific ethical issues and the
human rights approach.

CONCLUSION

Human rights are about people being treated with
fairness, respect, equality and dignity, and clinicians
should incorporate it into their clinical practice. By
recognizing the vulnerability of the patient, particularly
regarding nutritional status; promoting equality; and
ensuring human rights, HCPs help make sure that all
patients using healthcare services receive good‐quality
nutritional care. The human rights norms and ethical
values and principles can contribute to moving forward
in promoting patient's access to appropriate nutri-
tional care.
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