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1 President ACNC 2017-2021 

Cartagena Declaration: Date with a dream
Declaración de Cartagena: cita con un sueño
Declaração de Cartagena: encontro com um sonho

Charles E. Bermúdez Patiño1*

When we took on the challenge, as the Board of Directors, 
of leading the course of the Colombian Clinical Nutrition 
Association, we established pillars on which we would 
work in the following years: education, research, creation 
and strengthening of networks, and dissemination strate-
gies. The Declaration of Cartagena is a convincing example 
of the union of these four paths to fulfill the mission and 
vision of our Association, also succeeding in influencing 
the rest of Latin America in the quest to achieve a higher 
good, a timely medical nutritional therapy, adequate, fair, 
equitable and in conditions of human dignity, recognizing 
the patient as a fragile person with rights and committing 
the health team as guardians of these rights.

Taking as a reference the Declaration of Cancun, sig-
ned in 2008, a document that for the first time in Latin 
America proclaimed “the human right of the sick to 
receive timely and optimal nutritional therapy where-
ver they are(1)”; malnutrition in its various forms,  as the 
most common disease, and in the clinical area related to 
inadequate intake, increased nutritional requirements 
due to disease, poor absorption of nutrients, excessive 
nutrient loss; or a combination of all these factors(2), 
becomes a global problem, with figures around 50 % of 
patients hospitalized according to the series studied(3-5).

If we review the nutritionDay figures in Colombia we 
find that the malnutrition rate in 7,994 patients evaluated 
from 2009 to 2015 is 38 %. Despite this data, in 2018 
only 27.2% of the patients studied underwent nutritional 

screening, showing that there is still a long way to go in 
the timely detection of the risk of malnutrition. When 
reviewing nutritional interventions we found that by 
2018 the use of nutritional supplementation was 9.9%, 
enteral nutrition 5.3% and parenteral nutrition 2.2%(6), 
remembering that malnutrition figures are around 40 % 
of hospitalized patients, it is pertinent to think that ultima-
tely, something is wrong with the nutritional intervention.

The consequences of malnutrition are widely des-
cribed and can be summarized as slow healing, altered 
immunity, increased mortality, increased hospital stay, 
and the direct and indirect costs of health care. 

It has been documented in multiple publications that 
the percentage of complications is higher in malnouris-
hed patients: Waitzberg et al. in 2001, quantified this 
higher rate of complications in malnourished patients 
in 27% different from 16.8% of incidence in well-nou-
rished patients(3); Correia et al. in 2003, indicated that 
in malnourished patients mortality increased by 8 % and 
hospital stay increased by up to 3 days(7).

Once the problem was identified, and the adverse 
outcomes that the problem entails, the next step, in this 
particular case of the Societies, Colleges and Associations 
belonging to FELANPE, was to assume the challenge, and 
the implications of declaring “Nutritional Care as a human 
right, and to guarantee to all persons, especially to the sick 
with or at risk of malnutrition, access to nutritional care 
and in particular to optimal and timely nutritional therapy, 
in order to, among others, reduce the high rates of hospital 
malnutrition and associated morbidity-mortality”(8).  The 
Declaration of Cartagena establishes 13 Principles, but I 
consider that the most important thing is to establish an 
action plan that allows us to move from words to deeds, 

President’s Letter Revista de Nutrición Clínica y Metabolismo
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*Corresponding author:  Charles E. Bermúdez Patiño
presidencia@nutriclinicacolombia.org
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from discourse to action, committing governments to the 
integral treatment of our patients, understanding nutritio-
nal therapy as a human right(9) and the key to an effective 
and sustainable health system.

Finally, this is the moment to publicly express my 
gratitude to my family for their help, support and 
generosity with their time and in particular to Valeria 
Bermúdez Garzón, my daughter, who is in 11th grade 
at the Angloamericano School, and who despite her 
school obligations, decided to accompany me to achieve 
my dreams, to support me not only from the heart but 
through admirable physical work, advice, recommen-
dations, she has walked with me these years, we have 
grown together, always remember “Close your eyes, 
focus, imagine, dream, make a wish”.

Thank you, daughter!!!   
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1  President of FELANPE  2019 - 2020 

The Cartagena Declaration from the optics of the 
presidency of FELANPE

Declaración de Cartagena desde la óptica de la presidencia de la FELANPE
Declaração de Cartagena da óptica da presidência de FELANPE

Dolores Rodríguez Veintimilla.1

According to the Royal Academy of the Spanish  
Language (RAE), Declaration is the action and effect of 
declaring, manifesting or explaining what others doubt 
or ignore, manifestation of intent or intention. On May 3, 
2019, the 16 countries that make up the Latin American 
Federation of Nutritional Therapy, Clinical Nutrition 
and Metabolism (FELANPE) in the city of Cartagena, 
Colombia, raised their voices, proclaimed to the world 
and registered their real commitment to recognize nutri-
tional care as a Human Right independent of the level 
of health care, in action against the various kinds of mal-
nutrition and in particular that which is disease related, 
convinced that adequate Nutritional Therapy can correct 
malnutrition, improve disease prognosis, quality of life, 
decrease comorbidities, mortality and health costs.

The great initiative to recognize the right of patients to 
receive nutritional therapy as a human right, registered 
as the Cartagena Declaration: International Declaration 
on the Right to Nutritional Care and the Fight against 
Malnutrition, saw the light from the hand of a great 
professional, Dr. Diana Cardenas who with Dr. Charles 
Bermudez, president, and other distinguished members of 
the Colombian Association of Clinical Nutrition (ACNC) 
designed this great project and promoted this activity with 
the main objective of reducing the prevalence of disease-
related malnutrition and promote the development of 
clinical nutrition. Malnutrition figures in Latin America 
range between 40 % and 60 %, and there are even studies 

that report an increase in its prevalence with a notable 
increase in the number of days of hospital stay and a grea-
ter frequency of comorbidities.

The question comes to mind: How to promote com-
pliance with the Cartagena Declaration? This leads us 
to the last point of the Declaration in which FELANPE 
shares with its co-responsible organizations the concern 
and responsibility regarding the process of intervening in 
the different forms of malnutrition, due to the negative 
impact it has on the health of individuals, communities 
and societies. 

It is gratifying to see the way in which the different 
countries of FELANPE are working together to fight hos-
pital malnutrition, and this example of perseverance and 
effort has spread to other societies such as the European 
Society of Clinical Nutrition and Metabolism (ESPEN), 
the American Society of Parenteral and Enteral Nutrition 
(ASPEN), and the Pan American and Iberian Federation 
of Critical Medicine and Intensive Care (FEPIMCTI), 
among others. 

As has been expressed on multiple occasions “no 
person is an island”, and the desired objectives will not 
be achieved if each one works alone, on his or her own. 
In this sense, with the signing and proclamation of the 
Cartagena Declaration, FELANPE leads a global effort 
so that finally food and nutritional security in hospi-
tals and health systems is recognized as an indissoluble 
part of therapeutic success and comprehensive health 
management.
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Nutrition and Clinical Nutrition  
as human rights

Nutrición y Nutrición Clínica como  
derechos humanos

Nutrição e nutrição clínica como direitos humanos

Pr. Rocco Barazzoni1*

There is no doubt that human beings have a right to nutri-
tion and hydration as a basic support for life. Prolonged 
deprivation of sufficient amounts of food results in deve-
lopment of malnutrition, which is incompatible with 
survival through deterioration of health. More specifically, 
disease (particularly infections through loss of immune 
defense), disabilities and ultimately death are common 
malnutrition consequences. There is strong general 
awareness that the right to be nourished is jeopardized by 
natural, social and economic hurdles that still affect a large, 
but fortunately decreasing proportion of humankind. 
Ensuring adequate food availability for all is therefore a 
strong priority in political agendas worldwide.

It is however much less recognized that deteriora-
tion of nutritional state and the onset of malnutrition 
are primarily associated with disease, independently of 
nutrient availability and even intake. As they become 
sick and vulnerable, humans often develop anorexia 
with reduced desire to eat, as well as profound metabolic 
derangements that impair the ability to utilize food and 
nutrients to store energy and preserve tissues and muscle 
mass. Most importantly, disease-related malnutrition is 
all the more dangerous for patient survival as it enhances 
disease-specific risks. The right to nutrition becomes 
therefore crucial in disease conditions, but nutritional 
components and complications of disease are unfor-

tunately dramatically under-recognized. Food quality 
and food intake in hospital settings are often low due to 
organization choices and priorities that neglect nutri-
tional needs, at a time when they should receive highest 
priority. Patients that are unable to eat adequate quanti-
ties of calories and protein could and should indeed be 
treated with supplemental nutrition to meet their needs 
and preserve nutritional status. Clinical nutrition pro-
tocols are available to this aim through oral, enteral and 
parenteral routes and techniques, which were introdu-
ced and refined over several decades. Clinical nutrition 
treatment is however dramatically under-recognized and 
under-implemented in all medical fields. Neglecting or 
even ignoring the therapeutic option of clinical nutrition 
is increasingly frustrating and ultimately unacceptable, 
since strong evidence is accumulating to show its effec-
tiveness to reduce complications, mortality and save 
healthcare costs.

For these reasons, as the discipline of clinical nutrition 
is rapidly growing, scientific Clinical Nutrition Societies 
more and more recognize the need to extend their sco-
pes beyond supporting and disseminating excellence in 
research, education and clinical practice. Indeed, they 
should increasingly promote action to enhance awareness 
on the importance of preventing malnutrition and its dra-
matic complications in all patients and clinical settings.  
Such actions should aim to reach not only health-care 
professionals but also patients, policymakers and the 
public at large through multi-stakeholder strategic cam-
paigns. As this is increasingly occurring worldwide, the 
Latino-American Federation for Parenteral and Enteral 
Nutrition (FELANPE) implemented an important step 
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that lead to the Cartagena Declaration this year, calling 
to formally recognize that clinical nutrition, no diffe-
rent from basic food, is a human right. The Cartagena 
Declaration was signed by all Presidents of Latino-
American Parenteral and Enteral Nutrition Societies, 
and Presidents of the European and North-American 
Society were invited to Cartagena to sign as witnesses. 
The Cartagena Declaration also importantly provides 
indications to move towards implementation of its 
principles. Formal, widespread recognition of clinical 
nutrition as a fundamental human right could indeed 
play a relevant role in promoting awareness that disease-

related malnutrition is a major clinical burden, reducing 
life expectancy, life quality and health-care resources in 
millions of patients worldwide. 

The European Society for Clinical Nutrition and 
Metabolism (ESPEN) has recognized the need to 
promote initiatives to increase awareness and implemen-
tation of clinical nutrition treatment, which should also 
reach towards patients, public at large and policymakers. 
ESPEN strongly supports all efforts towards recognition 
of each patient’s right to nutrition and clinical nutrition, 
and it has therefore convincingly signed the Cartagena 
Declaration in its witness capacity. 
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Summary

Faced with the need to promote the right 
to nutritional care, to fight against malnu-
trition and to advance in education and re-
search in clinical nutrition, all the FELANPE’s 
societies signed on May 3 during an extraor-
dinary assembly in the city of Cartagena, 
the International Declaration on the Right 
to Nutritional Care and the fight against 
Malnutrition, “Declaration of Cartagena”.

The Declaration provides a coherent 
framework of thirteen principles which can 
serve as a guide for societies, schools and 
associations affiliated to FELANPE in the de-
velopment of action plans. In addition, it will 
serve as an instrument to promote, through 
governments, the formulation of policies 
and legislation in the field of clinical nutri-
tion. We believe that the general framework 
of principles proposed by the Declaration 
can contribute to raise awareness about the 
magnitude of this problem and to forge co-
operation networks among Latin-American 
countries. Although this Declaration does not 
have a binding legal effect, it has undeniable 
moral force and can provide practical guid-
ance to States. We will then be contributing 
to achieving the United Nations Sustainable 
Development Goals which aim to put an end 
to all forms of malnutrition by 2030.

Keywords: Malnutrition, Right to Health, 
Right to Food, Right to Nutritional Care.

Resumen

Frente a la necesidad de promover el dere-
cho al cuidado nutricional, de luchar contra la 
malnutrición y de avanzar en temas de edu-
cación e investigación en nutrición clínica, 
las sociedades que constituyen la FELANPE 
firmaron la Declaración Internacional sobre 
el Derecho al Cuidado Nutricional y la lu-
cha contra la Malnutrición, “Declaración de 
Cartagena”, en la asamblea extraordinaria 
que tuvo lugar el 3 de mayo del presente año 
en la ciudad de Cartagena. 

La Declaración proporciona un marco co-
herente de trece principios los cuales podrán 
servir de guía a las sociedades, los colegios y 
las asociaciones afiliadas a la FELANPE en el 
desarrollo de los planes de acción. Además, 
servirá como un instrumento para que pro-
muevan, a través de los gobiernos, la formu-
lación de políticas y legislaciones en el campo 
de la nutrición clínica. Consideramos que el 
marco general de principios propuesto por la 
Declaración puede contribuir a crear concien-
cia acerca de la magnitud de este problema y 
a forjar redes de cooperación entre los países 
de la región. Aunque esta Declaración no tie-
ne un efecto jurídico vinculante (obligatorio), 
tiene una fuerza moral innegable y puede pro-
porcionar orientación práctica a los Estados. 
Estaremos entonces contribuyendo a alcan-
zar los Objetivos de Desarrollo Sostenible de 
Naciones Unidas que buscan, para 2030, poner 
fin a todas las formas de malnutrición.

Palabras clave: malnutrición, cuidado nutri-
cional, derecho a la alimentación, derecho a 
la salud. 

 

Resumo

Confrontados com a necessidade de pro-
mover o direito à assistência nutricional, 
para combater a desnutrição e favorecer o 
progresso na educação e na pesquisa em 
nutrição clínica, todas as companhias mem-
bros da FELANPE em data do 3 de maio 
2019 numa reunião extraordinária, na cida-
de de Cartagena, reconhecem e suscrivem 
à Declaração Internacional sobre o Direito 
à Nutrição e o combate à desnutrição, 
“Declaração de Cartagena”.

A Declaração fornece uma estrutura coe-
rente de treze princípios que podem servir 
como um guia para sociedades, escolas e 
associações afiliadas à FELANPE no desen-
volvimento de planos de ação. Além disso, 
servirá como instrumento para promover, 
através dos governos, a formulação de po-
líticas e legislação no campo da nutrição 
clínica. Acreditamos que a estrutura geral de 
princípios proposta pela Declaração pode 
contribuir para aumentar a conscientização 
sobre a magnitude desse problema e for-
jar redes de cooperação entre os países da 
região. Embora esta Declaração não tenha 
um efeito legal vinculante, tem força moral 
inegável e pode fornecer orientação prática 
aos Estados. Vamos então contribuir para 
alcançar os Objetivos de Desenvolvimento 
Sustentável das Nações Unidas que visam, 
até 2030, pôr fim a todas as formas de des-
nutrição.

Palavras-chave: Desnutrição, direito à saú-
de, direito à alimentação, direito ao cuidado 
nutricional.
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INTRODUCTION 

On the occasion of the tenth anniversary of the Cancún 
Declaration, which refers for the first time in Latin America 
to the right to nutrition, the Colombian Association 
of Clinical Nutrition (ACNC) proposes to the Latin 
American Federation of Nutritional Therapy, Clinical 
Nutrition and Metabolism (FELANPE) to revise and 
update the above-mentioned declaration(1). This proposal 
is based on three fundamental aspects. 

First, the need to recognize nutritional care as a 
human right(2). We consider nutritional care as an 
emerging human right, which implies that govern-
ments and health systems must respect, protect and 
fulfill the right to regular hospital diet, therapeutic diet 
(i.e food modification and supplements) and medical 
nutrition therapy (i.e. enteral and parenteral nutrition).  
This could mean that the patient has the right to benefit 
from food or medical nutrition therapy administered 
by a team of experts, and the government has the duty 
to guarantee it. We are convinced that promoting this 
right in all care settings and from the level of primary 
care to highly complex hospital institutions is a mecha-
nism that will allow us to fight against the problem of 
malnutrition and promote nutritional therapy ensuring 
respect for dignity of all patients(3). 

Secondly, the need to go forward in clinical nutrition 
education and research. The lack of education and trai-
ning of health professionals (doctors, dieticians, nurses 
and pharmacists, among others) in the field of clinical 
nutrition is worrying(4,5). Added to this is the lack of 
awareness of these professionals about the importance 

of adequately addressing nutritional problems with 
patients(6). The integration of content and a sufficient 
number of hours of nutrition education into undergra-
duate curricula is a priority(5). In addition, the recogni-
tion of clinical nutrition as a specialty is essential in order 
to promote its teaching in postgraduate and continuing 
education programs. Providing high quality nutrition 
education to physicians and other caregivers is a mecha-
nism that contributes to building healthier populations. 
Hand in hand with education, research will promote and 
ensure the development of the discipline. The develop-
ment of lines of research on the most frequent problems 
in this field is a priority. In particular, efforts to unders-
tand the pathophysiology of malnutrition and nutri-
tional alterations through innovative technology (e.g. 
metabolomics) should be guided, which will be impor-
tant to improve treatment and to develop new strategies 
in order to obtain better results. 

Third, the need for tools to address bioethical ques-
tions and dilemmas. The possibility of feeding all sick 
people thanks to advances in science and technology 
leads to bioethical questions and dilemmas. We believe 
that the exercise of clinical nutrition must be carried out 
within the framework of a set of ethical principles and 
values which must be based on respect for human dignity. 
The UNESCO Declaration on Bioethics and Human 
Rights, promulgated on 19 October 2005, served as a 
reference for the development of these principles(7). 

Therefore, the declaration seeks through its XIII 
principles to provide a frame of reference to promote 
the development of nutritional care in the clinical set-
ting that allows all sick people to receive nutritional 
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therapy in conditions of dignity. The definition of these 
principles was consolidated after the presentation of the 
review, from different approaches, carried out by Latin 
American experts during the FELANPE congress in 
Guadalajara in 2018. These principles were defined by 
a committee of experts defined by the ACNC and sub-
mitted for discussion and validated by the presidents of 
the societies, colleges and associations of the member 
countries of FELANPE. 

The Cartagena Declaration, adopted on May 3 at 
the extraordinary assembly of FELANPE in the city of 
Cartagena, provides a coherent framework of principles 
that can serve as a guide to the societies, schools and 
associations affiliated to FELANPE in the development 
of action plans. It will also serve as an instrument for 
governments to promote the formulation of policies and 
legislation in the field of clinical nutrition. The general 
framework of principles proposed by the Declaration can 
contribute to raising awareness of the magnitude of this 
problem and to forging cooperation networks among 
the countries of the region.  We will then be contribu-
ting to achieving one of the goals of the United Nations 
Sustainable Development Goals(8), which seeks by 2030 
to “put an end to all forms of malnutrition”.
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International Declaration on the Right to Nutritional Care and the Fight against Malnutrition

CARTAGENA DECLARATION 

Approved on May 3, 2019 within the framework of the 
33rd Colombian Congress of Metabolism and Clinical 
Nutrition, IV Andean Regional Congress-Center Region 
of the Latin American Federation of Nutritional Therapy, 
Clinical Nutrition and Metabolism (FELANPE) 2019, 
during the extraordinary assembly.

The Assembly,
Recognizing that the societies, colleges and associations 
affiliated to FELANPE have joined efforts since its 
creation to promote research, education and training of 
professionals in Clinical Nutrition, and to collaborate, 

if required, with the public authorities in the evaluation 
and solution of problems related to clinical nutrition, 

Recalling the International Declaration of Cancun, 
2008, on the right to nutrition in hospitals, where for 
the first time the Presidents of the societies, schools and 
associations of FELANPE declared their will to raise 
nutrition in hospitals to the level of basic human right, 

Noting article 25 of the Universal Declaration of 
Human Rights of December 10th, 1948 which states 
that “ everyone has the right to a standard of living 
adequate for the health and well-being of himself and 
of his family, including food,...” and article 11 of the 



17

Cardenas D, et al. Rev. Nutr. Clin. Metab. 2019;2(Supl.1):14-23.

International Covenant on Economic Rights, The 
International Covenant on Economic, Social and 
Cultural Rights (ICESCR) stipulates that States par-
ties “recognize the right of everyone to an adequate 
standard of living for himself and his family, including 
adequate food” and affirms the existence of the “funda-
mental right of everyone to be free from hunger”,

Invoking article 12 of the International Covenant on 
Economic, Social and Cultural Rights, in particular gene-
ral comment No. 14 on the right to the highest attainable 
standard of health, which recognizes that “the right to 
health encompasses a wide range of socio-economic fac-
tors that promote the conditions under which individuals 
can lead healthy lives, and extends this right to underlying 
determinants of health, such as food and nutrition”,

Recognizing nutritional care as a human right insepa-
rable from the right to health and the right to food,

Considering that the right to food must be respected 
in all spheres, including the clinical one, the sick person 
must be fed in conditions of dignity and has the funda-
mental right to be free from hunger,

Bearing in mind that the right to food is often disrespec-
ted in the clinical setting resulting in an unacceptable num-
ber of people suffering from disease-related malnutrition, 

Recognizing that inpatient malnutrition is associated 
with prolonged hospital stays, reduced quality of life, 
increased comorbidity, and unnecessary health costs,

Stressing that advances in science and technology 
today make it possible to feed naturally or artificially 
any sick person and to actively combat malnutrition, 

Aware that adequate nutritional therapy can correct 
malnutrition, improve disease prognosis and quality of 
life, reduce co-morbidities, mortality and health costs, 

Aware of the need to seek, through the application 
of basic, clinical and public health sciences, increasingly 
effective nutritional solutions,

Aware that nutritional therapy may have side effects 
and low effectiveness in some patients such as those in 
a hypercatabolic state, or if not administered properly,

Convinced of the need to call upon researchers, the 
pharmaceutical industry and academic entities on the 
importance of promoting research in clinical nutrition 
under a new paradigm that considers nutritional therapy 
beyond the administration of micro and macronutrients, 

Convinced of the need to appeal to public authorities and 
various national and international bodies on the impor-
tance of nutritional care and the fight against malnutrition, 

Bearing in mind that the scientific and technolo-
gical advances that have enabled the development of 
artificial nutrition therapy pose dilemmas and ethical 

problems, which should be addressed from a bioethical 
perspective, and respecting the principles set out in the 
UNESCO Declaration on Bioethics and Human Rights 
promulgated on 19 October 2005,

The FELANPE urges the States and the Human 
Rights Council of the United Nations to recognize this 
Declaration and therefore the Right to Nutritional Care 
as a human right, as it guarantees to all people, espe-
cially the malnourished ill people, access to nutritional 
care and, in particular, optimal and timely nutritional 
therapy in order to reduce the high rates of hospital 
malnutrition and the associated morbidity and morta-
lity among other things.  

It is proclaimed,  

I. Scope 

The Declaration deals with the right to nutritional care, 
independent of the level of health care, and the fight 
against various kinds of malnutrition in particular that 
one associated with disease, thus limited to the field 
of clinical nutrition. Clinical nutrition is an interdisci-
plinary and applied discipline and science concerned 
with malnutrition. The aim is to apply the principles 
of nutritional therapy (artificial nutrients administered 
through supplements, enteral and parenteral nutrition) 
within the framework of nutritional care in order to 
ensure nutritional status and to modulate other bio-
logical functions to positively influence the treatment, 
quality of life and outcome of patients;

This declaration is addressed to the societies, 
schools and associations affiliated to FELANPE and to 
any organization or institution that defends the right to 
food, the right to health and promotes the fight against 
malnutrition. The Cartagena Declaration should be 
considered to be a framework document whose prin-
ciples constitute the basis for promoting the develop-
ment of nutritional care in the clinical field, and raising 
awareness among public authorities, academic bodies, 
and the pharmaceutical industry. 

II. Objectives

1. To promote respect for human dignity and protect the 
right to nutritional care, ensuring respect for human 
life and fundamental freedoms, in accordance with in-
ternational law on human rights and bioethics;

2. To provide a frame of reference whose principles 
constitute the foundation for promoting the develo-
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pment of nutritional care in the clinical setting that 
allows all sick persons to receive nutritional therapy 
under dignified conditions;

3. Promote awareness of the magnitude of the pro-
blem of malnutrition associated with disease and 
the need to develop a model of nutritional care in 
health institutions; 

4. Promote the development of research and education 
in clinical nutrition under a new paradigm.

III. Principles 

1.  Feed the ill person in conditions of dignity   

The right to food must be understood as an International 
Human Right that allows all human beings to be fed in 
conditions of dignity. It is recognized that this right 
encompasses two distinct norms: the first is the right to 
adequate food; the second is that everyone be protec-
ted against hunger. In the clinical field, the fulfillment 
of this right also implies the respect of these two norms 
and it becomes concrete when the sick person receives 
complete nutritional care under the intervention of an 
interdisciplinary group of professionals specialized in 
clinical nutrition. The right to nutritional care is recog-
nized as an emerging right that relates to the right to 
health and the right to food;

It is emphasized that the sick person must be fed in 
conditions of dignity, which implies recognizing during 
the process of nutritional care the intrinsic value of 
each human being, as well as respect for integrity, the 
diversity of moral, social and cultural values. The right 
to nutritional care includes quantitative, qualitative and 
cultural acceptability aspects; 

Therefore, sick people, without distinction of any 
kind, should enjoy the same quality of nutritional the-
rapy under conditions of dignity, and a comprehensive 
approach to the malnutrition associated with the disease. 
The right to nutritional care is considered to be exerci-
sed when every man, woman and child, after appropriate 
diagnosis, receives adequate nutrition (oral, enteral or 
parenteral nutritional therapy) taking into account all 
dimensions (biological, symbolic, affective and cultu-
ral) and does not suffer from hunger. Essential elements 
are safety, timeliness, efficiency, efficacy, effectiveness 
of nutritional care and respect for bioethical principles. 
This is considered the minimum that must be guaranteed 
independent of the level of health care;

It must be considered that nutritional therapy is a 
medical therapy, sick persons have the right and auto-
nomy to refuse it and health personnel have the obligation 
to accept this decision and not to perform futile actions. 

The right to nutritional care should not be limited or 
restricted to energy sources, protein and other specific 
nutritional elements, but should guarantee the human, 
physical and economic mechanisms for access to nutri-
tional therapy. 
 
2. Nutritional care is a process  

Nutritional care is part of the patient’s overall care, and 
should therefore be an inherent component of their 
care. It is conceived as a continuous process consisting 
of several stages which can be summarized as follows: 1. 
Screening, 2. Nourish and 3. Watch. 

Screening
 The identification of nutritional risk by means of 

screening is the first stage, which leads, in the next 
stage, if the patient is at risk, to the completion of a 
complete diagnosis of nutritional status, allowing the 
medical indication of nutritional therapy to be esta-
blished and the nutritional plan to be carried out. 
Screening should be systematic for sick people at any 
level of health care. Any patient at nutritional risk 
should benefit from the full nutritional diagnosis. 

 The nutritional diagnosis allows the identification 
of nutritional alterations, which can be: a. Malnu-
trition (synonym of undernutrition), b. Overweight 
and obesity, c. Micronutrient abnormalities. Mal-
nutrition is defined as the condition resulting from 
lack of intake, nutritional absorption, increased nu-
trient losses leading to alteration of body composi-
tion (decrease in fat-free mass) and body cell mass 
leading to decreased mental and physical functions 
and deterioration of clinical outcome. Malnutrition 
may be the result of fasting, disease or old age (i.e. 
> 80 years). Each can be presented in isolation or in 
combination. 

 Malnutrition may present as: a. Malnutrition 
without disease, b. Malnutrition associated with in-
flammatory disease (acute or chronic), c. Malnutri-
tion associated with disease without inflammation. 

 It is emphasized that the diagnostic criteria for malnu-
trition established by consensus should be evaluated 
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in the Latin American context, taking into account the 
phenotypic characteristics of the population and the 
socio-economic situation, among others. 

 The detection of nutritional risk should be a priority 
at all levels of health care.

Nourish  
 The nutrition plan includes nutrition therapy (or 

medical nutrition therapy), i.e., oral nutrition thera-
py, artificial nutrients administered through supple-
ments, enteral and parenteral nutrition. Nutritional 
therapy is considered to be a medical intervention, 
requiring a medical nutritional indication, which has 
the objective of specific treatment and requires the 
informed consent of the patient. Like any therapy, 
nutrition also has side effects, risks and benefits. The 
biological dimension (quantitative and qualitative), 
the symbolic, affective and cultural dimension asso-
ciated with food are taken into account even if it is 
artificial nutritional therapy.

Watch 
 Nutrition therapy should be monitored and docu-

mented. Monitoring seeks to verify that the different 
dimensions of nutrition therapy are met and to pre-
vent side effects. Documentation serves to track and 
evaluate the continuity of therapy for each patient 
and to ensure quality.

The three stages seek safety, timeliness, efficiency, 
efficacy and effectiveness of nutritional care. Health 
institutions should promote the development of the 
nutritional care model based on detecting, nourishing 
and monitoring.

3.  Patient empowerment as a necessary 
action to improve nutritional care

Empowerment is defined as a process and an outcome. 
The first is based on the principle that increasing educa-
tion improves the ability to think critically and act autono-
mously, while the second (outcome) is achieved through 
the sense of self-efficacy, the outcome of the process. 

Empowerment is achieved through education, 
and education implies freedom. Therefore, in nutri-
tional care, empowering patients is offering them the 
opportunity to be part of the nutritional process and 
treatment. Empowering the patient not only seeks to 

obtain a voice, but also to share knowledge and respon-
sibilities with them and with the family. 

Empowerment seeks to increase the freedom and 
autonomy of the patient (the ability to make informed 
decisions) about the role of malnutrition and nutritio-
nal therapy in the different phases of treatment.

Empowering patients and their families in the fight 
against malnutrition implies empowering them to 
think critically about this syndrome and its respective 
negative consequences, while allowing them to make 
autonomous and informed decisions, such as deman-
ding nutritional care and complying with the suggested 
nutritional treatment.

4.  The interdisciplinary approach to 
nutritional care  

Nutritional care should be performed by interdiscipli-
nary teams which should include, at a minimum, nutri-
tion professionals, nurses, physicians, pharmacists, 
and encourage the integration of phonoaudiology, 
occupational therapy, physical therapy, rehabilitation, 
social work, and psychology, among other disciplines 
that can increase the effectiveness of nutritional the-
rapy. This approach involves the equitable integration 
of the various disciplines related to nutritional acti-
vity. Scientific evidence shows the advantages of this 
approach in terms of cost-effectiveness, safety, effi-
ciency and efficacy. 

The creation of nutrition therapy teams and the 
result based accreditation of functioning teams should 
be promoted.

 
5.  Ethical principles and values in clinical 

nutrition

It is important to emphasize that nutritional therapy 
(oral, enteral and parenteral nutrition) is considered 
a great scientific and technological advance that has 
allowed any sick person to be fed and and to improve 
clinical outcomes, quality of life and impact on health 
costs. It is recognized that with these advances bioethical 
issues arise that may have repercussions on individuals, 
families and groups or communities. These issues should 
be analysed within the framework of the principles set 
out in UNESCO’s DUBDH, in particular the universal 
principles of equality, justice and equity, non-discrimi-
nation and non-stigmatization, nonmaleficence, auto-
nomy, beneficence and respect for human vulnerability 
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and personal integrity. Respect for cultural diversity and 
pluralism is fundamental to the realization of nutritional 
care and the debate around ethical questions.

It is recognized that patients at risk or in a state of 
malnutrition are a group considered ethically vulne-
rable. Vulnerability is an inescapable dimension of 
human beings and the configuration of social relations. 
Considering the vulnerability of the malnourished 
patient implies recognizing that individuals may at some 
point lack the capacity and means to feed themselves 
and, therefore, it is necessary for this need to be met by 
professionals in clinical nutrition. Malnutrition implies 
physical, psychological and social deterioration (with 
the risk of losing one’s life and the possibility of losing 
one’s autonomy). 

Professionalism, honesty, integrity and transparency 
in decision-making should be promoted, in particular 
the declaration of all conflicts of interest and the sha-
ring of knowledge in accordance with article 18 of the 
DUBDH.

6.  The integration of healthcare based on 
value (economic aspects) 

Economic aspects should be integrated into clinical 
nutrition exercise, assessment and research. It is propo-
sed to integrate value-based health care into nutritional 
care. Under this approach, the aim is to reorient health 
services to improve the satisfaction of people’s health 
needs, particularly nutritional care, while maintaining 
an optimal relationship with costs and outcomes. 
Generating value implies an emphasis on achieving 
health outcomes for both patients and organizations 
and society while maintaining an optimal relationship 
with costs. In this context, value in health is defined by 
an efficient relationship between results and costs. It is 
the patient, society and the health service provider who 
capture the value. 

The sick person has the right to receive safe and 
high-quality nutritional care, with qualified person-
nel and seeking cost-effectiveness, based on scientific 
evidence. Resources should be allocated according to 
public policies focused on promotion, prevention and 
nutritional intervention that result in improving the 
quality of life of patients. For this it is fundamental 
that quality programs are implemented which inte-
grate elements of the health economy: cost minimiza-
tion, cost effectiveness, cost benefit, cost effectiveness 
and cost utility.

 

7.  Clinical nutrition research is a pillar for 
the realization of the right to food in 
the clinical field and the fight against 
malnutrition  

The development of clinical nutrition research should 
be promoted under a new paradigm, which consists 
of a vision of clinical nutrition that considers that 
the sick person needs, beyond food and nutrients, an 
approach to metabolism in the particular context of 
the disease and a better understanding of its metabolic 
and nutritional state. For this, it is necessary to deve-
lop research to understand the biological-molecular 
mechanisms associated with the metabolic states of 
sick people.

Authorities, health organizations (insurers, hospitals), 
pharmaceutical and food companies should be required 
to invest more and support research in clinical nutrition. 

Interdisciplinary research groups should be created, 
promoted and supported at the appropriate level for 
the purpose of: 
a) research on relevant clinical nutrition issues under 

scientific standards of quality, evidence-based medi-
cine and respecting the principles of bioethics; 

b) developing relevant lines of research in the regional 
(Latin American) context; 

c) evaluating the advances in science and technology 
that arise in the field of clinical nutrition; 

d) supporting the formulation of recommendations, 
guidelines and consensus of clinical practices based 
on scientific evidence; 

e) promoting debate, education and public awareness 
on clinical nutrition and the problem of malnutri-
tion, as well as participation in respect of the right to 
food in this field. 

It is recognized that the interests and welfare of the 
individual should have priority over the sole interest 
of science or society (pharmaceutical industry, compa-
nies, etc.).

8.  Clinical nutrition education is a 
fundamental axis for the fulfillment of 
the right to nutritional care and the fight 
against malnutrition 

Clinical nutrition education should be created, promo-
ted and supported at the appropriate level and under 
the new paradigm:
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a) at the undergraduate level: promote the teaching of 
clinical nutrition in health careers (medicine, nutri-
tion, nursing, pharmacy, etc.); 

b) at postgraduate level: recognize clinical nutrition as 
a clinical specialty and not as a subspecialty or com-
plementary training; 

c) appropriate institutions: accredit specialised trai-
ning and promote continuing education in the field 
of clinical nutrition.

 
9.  Strengthening of networks 

Activities, programs and projects shall be created, pro-
moted and supported at the appropriate level for the 
purpose of: 
a) promoting in health institutions the development of 

the nutritional care model based on detecting, nou-
rishing and monitoring; 

b) strengthening clinical nutrition education programs;
c) developing and strengthening lines of research in cli-

nical nutrition; 
d) promote solidarity and cooperation in the develop-

ment of programs to promote nutritional care and 
the fight against malnutrition.

10.  Creating an institutional culture that 
values nutritional care  

Activities, programs and projects shall be created, pro-
moted and supported at the appropriate level for the 
purpose of: 
a) sensitizing physicians and other health professionals 

to the importance of clinical nutrition; 
b) sensitizing the public and institutions to the pro-

blems of malnutrition and the right to nutritional 
care; 

c) showing the scientific evidence that will make it pos-
sible to advance in the institutionalization of the nu-
tritional care model based on detecting, nourishing 
and monitoring; 

d) promoting the participation of the public, patients 
and institutions in the realization of the right to nu-
tritional care; 

e) promoting fair and equitable nutritional care.

11. Justice and equity in nutritional care  

A fair and equitable public health agenda should be 
created, promoted and supported for the purpose of:

a) developing mechanisms so that every sick person 
has availability, and stable, continuous and timely 
access to nutritional therapy, as well as the correct 
use of nutritional therapy; 

b) promoting the integration into health systems of the 
nutritional care model capable of providing nutritio-
nal therapy under dignified conditions; 

c) promoting the interdisciplinary approach and the 
creation of nutritional therapy teams; 

d) valuing the reimbursement and payment of nutritio-
nal care services; 

e) contributing to achieving the goals of United 
Nations sustainable development goals 2 and 3 
(DSO 2 and 3) in particular goals 2.2: “By 2030, 
end all forms of malnutrition”, and 3.4: “By 2030, 
reduce by one third premature mortality from 
non-transmissible diseases through prevention 
and treatment and promote mental health and 
well-being”.

12.  Ethical, deontological and transparency 
principles of the pharmaceutical and 
nutritional industry 

Relationships should be promoted between societies, 
schools and associations that defend the right to clinical 
nutrition with the the pharmaceutical and nutritional 
industry (Ph&NI), based on the ethical and transpa-
rency policies they demand: 
a) Clarity and accountability in the roles of the Ph&NI 

so that they can:  
•	 demonstrate the highest level of quality of nutri-

tional solutions and products;
•	 demonstrate, through Ph&NI independent 

scientists, that the nutritional solutions created 
demonstrate objective and scientifically valid cli-
nical benefit;

•	 to have education programs promoted by the 
Ph&NI with the highest scientific value and that 
are free of any intention of commercialization of 
the nutritional solutions;

•	 that the interaction of the Ph&NI with professio-
nal and regulatory organizations is strictly focu-
sed on the promotion of the best patient care and 
constant scientific growth.

To this end, each society, college and association must 
establish policies of ethics, integrity and transparency. 
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13. Call to International Action 

FELANPE calls on societies and international organi-
zations to unite in the fight against malnutrition and the 
respect of the right to nutritional care. The principles 
set out in this document will serve as a basis for com-
mon action. 

The FELANPE urges the States and the Human 
Rights Council of the United Nations to recognize this 
Declaration and therefore the Right to Nutritional Care 
as a human right as it guarantees all people, especially the 
malnourished ill, access to nutritional care and, in par-
ticular, optimal and timely nutritional therapy in order 
to reduce the high rates of hospital malnutrition and the 
associated morbidity and mortality among other conse-
quences.

Cartagena, 3 May  2019,

Signed by FELANPE Presidents.  

Dr. Dolores Rodríguez-Ventimilla
Federación Latinoamericana de Terapia Nutricional, 
Nutrición Clínica y Metabolismo – FELANPE 2019-2020

Dr. Ana Ferreira 
FELANPE 2021 – 2022

Dr. Ma. Virginia Desantadina 
Asociación Argentina de Nutrición Enteral y 
Parenteral – AANEP

Dr. Dan Waitzberg 
Sociedad Brasileña de Nutrición Parenteral y Enteral – 
BRASPEN

Ms. Janett K. Rodriguez 
Asociación Boliviana de Nutrición Clínica y Terapia 
Nutricional

Dr. Paula Sánchez
Asociación Costarricense de Nutrición Enteral y 
Parenteral – ACONEP

Dr. Charles Bermúdez
Asociación Colombiana de Nutrición Clínica – ACNC

Dr. Lázaro Alfonso Novo
Sociedad Cubana de Nutrición Clínica y Metabolismo 
– SCNCM

Dr. Karin Papaprieto 
Asociación Chilena de Nutrición Clínica, Obesidad y 
Metabolismo – ACHINUMET

Dr. Mery Guerrero 
Asociación Ecuatoriana de Nutrición Parenteral y 
Enteral – ASENPE

Dr. Miguel León-Sanz
Sociedad Española de Nutrición Parenteral y Enteral 
– SENPE

Dr. Juan Carlos Hernández 
Colegio Mexicano de Nutrición Clínica y Terapia 
Nutricional – CMNCTN

Dr. Rosa Larreategui 
Asociación Panameña de Nutrición Clínica y 
Metabolismo – APNCM

Dr. María Cristina Jiménez 
Sociedad Paraguaya de Nutrición – SPN

MSg. Luisa Angélica Guerrero 
Asociación Peruana de Terapia Nutricional – 
ASPETEN

Dr. Anayanet Jáquez 
Sociedad Dominicana de Nutrición Enteral y 
Parenteral – SODONEP

Ms. Mabel Pellejero 
Sociedad Uruguaya de Nutrición – SUNUT

Dr. José Guillermo Gutiérrez  
Asociación Salvadoreña de Nutrición Parenteral y 
Enteral – ASANPEN, 

Witnesses

Dr. Roberto Berni Canani 
The European Society for Paediatric Gastroenterology, 
Hepatology and Nutrition – SPEGHAN

Dr. Liliana Ladino 
Latinamerican Society for Paediatric 
Gastroenterology, Hepatology and Nutrition – 
LASPEGHAN
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Dr. Rafael Figueredo
Sociedad latinoamericana de Nutrición – SLAN

Pr. Rocco Barazzoni
European Society for Clinical Nutrition and 
Metabolism – ESPEN

Dr. Juan Bernardo Ochoa
American Society for Parenteral and Enteral Nutrition 
– ASPEN.  
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Summary
The Cartagena Declaration recog-

nizes that nutritional care is a human 
right. To make this human right effecti-
ve, the Declaration provides a coherent 
framework of thirteen principles which 
provide a structure for promoting the de-
velopment of nutritional care in the clinical 
setting, allowing all sick people to receive 
nutritional therapy in dignified conditions. 
The Declaration, through its principles, 
may also serve as an instrument to promo-
te, through governments, the formulation 
of policies and laws in the field of clinical 
nutrition. The general framework of prin-
ciples can contribute to raising awareness 
about the magnitude of this problem and 
to promote cooperation networks among 
Latin-American countries.

Thus, the Cartagena Declaration should 
be considered a framework document 
whose principles constitute the basis for 
promoting the development of nutritional 
care in the clinical field, and raising aware-
ness among public authorities, academic 
bodies, and the pharmaceutical industry.

This article presents the definition, 
context, scope, perspective and some key 
concepts for each of the principles.

Keywords: Cartagena Declaration; 
Human rights; Principles. 

Resumen 
La Declaración de Cartagena reconoce 

que el cuidado nutricional es un derecho 
humano. Para lograr que este derecho 
sea efectivo, la Declaración propone trece 
Principios, los cuales proporcionan un mar-
co de referencia para promover el desarrollo 
del cuidado nutricional en el ámbito clínico 
que permita que todas las personas en-
fermas reciban terapia nutricional en con-
diciones de dignidad. La Declaración por 
medio de los principios, podrá servir como 
un instrumento para que se promuevan, a 
través de los gobiernos, la formulación de 
políticas y legislaciones en el campo de 
la nutrición clínica. También, se pretende 
que el marco general de principios ayude 
a crear conciencia acerca de la magnitud 
de este problema y a forjar redes de coo-
peración entre los países de la región. Por 
lo tanto, la Declaración de Cartagena debe 
considerarse un documento marco cuyos 
principios constituyen la base para promo-
ver el desarrollo de la atención nutricional 
en el campo clínico, y concientizar a las 
autoridades públicas, los organismos aca-
démicos y la industria farmacéutica.

En este artículo se presenta la defini-
ción, el contexto, el alcance, la perspectiva 
y algunos conceptos clave para cada uno 
de los Principios. 

Palabras clave: Declaración de Cartagena, 
derechos humanos, principios. 

Resumo 
A Declaração de Cartagena reconhece 

que o cuidado nutricional é um direito 
humano. Para garantir que esse direito 
seja efetivo, a Declaração propõe treze 
princípios, que fornecem uma estrutura 
para promover o desenvolvimento dos 
cuidados nutricionais no ambiente clínico 
que permite que todas as pessoas doentes 
recebam terapia nutricional em condições 
dignas. A Declaração, por meio dos princí-
pios, também pode servir como instrumen-
to para promover, através dos governos, a 
formulação de políticas e leis no campo da 
nutrição clínica. Além disso, pretende-se 
que a estrutura geral de princípios  ajude a 
aumentar a conscientização sobre a magni-
tude desse problema e criar redes de coo-
peração entre os países da região.

Portanto, a Declaração de Cartagena de-
ve ser considerada um documento de es-
trutura cujos princípios constituem a base 
para promover o desenvolvimento do cui-
dado nutricional no campo clínico e cons-
cientizar as autoridades públicas, os órgãos 
acadêmicos e a indústria farmacêutica.

Este artigo apresenta a definição, con-
texto, escopo, perspetiva e alguns concei-
tos-chave para cada um dos princípios

Palavras-chave: Declaração de Cartagena, 
direitos humanos, princípios.
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THE PRINCIPLES

PRINCIPLE # 1

Feed the ill person in conditions of dignity 

“The right to nutritional care is recognized as an emer-
ging right that relates to the right to health and the right 
to food. It is emphasized that the ill person must be 
fed in conditions of dignity, which implies recognizing 
during the process of nutritional care the intrinsic value 
of each human being, as well as respect for integrity, the 
diversity of moral, social and cultural values. The right 
to nutritional care includes quantitative, qualitative and 
cultural acceptability aspects.” (1)

Context 

In this principle, it is recognized that nutritional care 
is a human right and, therefore, ill patients must be fed 
in conditions that respect their dignity. It must be con-
sidered the cornerstone principle of the Declaration. 
It is the starting point; it is the need to respond to 
the problem of disease related malnutrition and the 
undernourishment of the ill person. This problem is 
still frequent and little progress has been made despite 
the fact that the science of clinical nutrition has been 
developed over the last decades and that today we 
have ample evidence that demonstrates the impact of 
nutritional therapy, within the framework of an optimal 
and timely nutritional care, on the prognosis and the 
outcomes of the patients. Integrating the human-rights-
based approach in the field of clinical nutrition is a new 
perspective that provides the opportunity of engaging 
different interested parties in a common fight against 
malnutrition(2). 

Scope 

Recognizing nutritional care as a human right and pro-
moting the respect for dignity when feeding ill patients 
has implications that are political, academic-scientific, 
ethical and legal. Even though the Declaration is not 
a legally binding instrument, meaning it does not 
oblige the parties, it does commit them morally. In this 
context, the scientific societies that have signed the 
Declaration have committed themselves to recognizing 
and fostering this right. A first step is to ensure that 
governments and political authorities look at the pro-
blem of malnutrition in the clinical context with inte-
rest and promote public policies and legislation on the 
subject. From the academic point of view, the teaching 

and recognition of this right as an emerging human 
right that is deeply related to the right to health and to 
the right to food, must be promoted. From an ethical 
perspective, it is possible to recognize that the patient 
at risk or in a state of malnutrition is a vulnerable per-
son due to the impact on the biological, economic and 
social aspects. Additionally, it holds us responsible for 
this problem and forces us to act in favor of nutritional 
care for all patients. 

**  Images designed by Milena Puentes in the framework of the promotion 
program of the Cartagena Declaration
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Perspective 

The signing of the Declaration of Cartagena on May 3, 
2019 is the starting point for common actions in Latin 
America, but without losing sight of the global perspec-
tive of the actions. The Declaration’s implementation 
program seeks, first of all, to provide the necessary tools 
that enable the translation of the principles into actions. 
In other words, the Declaration indicates us “what” 
must be done and the tools will indicate “how” it must 
be done. The first principle will be present directly or 
indirectly in each of the tools. 

Key concept

The notion of dignity 

Dignity refers to the intrinsic value of each human 
being for the mere fact of being one. According to 
Immanuel Kant, dignity implies the fact that the per-
son should never be treated as a means, but rather as 
an end in itself. In nutritional care, the notion of dig-
nity implies, as stated in the first principle, “recognizing 
during the process of nutritional care the intrinsic value 
of each human being, as well as respect for integrity, the 
diversity of moral, social and cultural values.” 

PRINCIPLE # 2

Nutritional care is a process

“Nutritional care is part of the patient’s overall care, and 
should therefore be an inherent component of their 
care. It is conceived as a continuous process consisting 
of several stages which can be summarized as follows: 
1. Screening, 2. Nourish and 3. Watch. 

Consequently, health institutions should promote 
the development of the nutritional care model based 
on detecting, nourishing and monitoring”. (1)

Context

Principle # 2 recognizes that nutritional care is a process 
and is closely related to # 1. Principle # 1 of the Cartagena 
Declaration  states that the patient must be fed in condi-
tions that guarantee the respect for human dignity. 

How is this achieved? It is possible to guarantee the 
respect for human dignity if the patient is fed while 
taking into account the cultural, symbolic and affective 
or emotional aspects of nutrition, as well as recognizing 
the risks, benefits and limitations of nutritional therapy. 
Like any other medical therapy, nutritional therapy must 
have an indication and must be administered with the 
patient’s consent. To guarantee the administration of 
an adequate nutritional therapy, said therapy must be 
conceived within the framework of a continuous process 
that starts with the identification of the nutritional risk. 

Scope 

Recognizing nutritional care as a process has impli-
cations mainly on the organization of patient care. 

Activities must be organized and standardized so that 
detection, nutritional therapy and nutritional care 
monitoring are carried out according to the condi-
tions and characteristics of each healthcare system 
or each institution. Ideally, it must be done from an 
interdisciplinary perspective (Principle # 4) and with 
the patient’s involvement (Principle # 3). Principle # 2 
recognizes that every person who asks for medical ser-
vice, at any level of care, has the right to benefit from 
the nutritional care process. In other words, that once 
the risk has been identified or the nutritional status has 
been diagnosed, the person must be fed taking into 
account the benefits they might have according to the 
precise medical indication and only after their consent. 
Principle # 2 also has implications for the academic 
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aspects, since it must be made sure that healthcare pro-
fessionals acquire the necessary competencies to carry 
out the three stages of nutritional care. 

In this way, the scientific societies that have signed 
the Declaration have committed themselves to recogni-
zing and promoting nutritional care as a process, and to 
this end, a first step is to ensure that governments and 
institutions look at the problem of malnutrition with 
interest and promote the implementation of the nutri-
tional care model based on three stages and with an 
interdisciplinary approach. From the academic point of 
view, the education on the different stages of nutritio-
nal care must be promoted. 

Perspective

Principle # 2 is key to the development of clinical nutri-
tion and to guaranteeing the respect for the right to 
nutritional care. The implementation program of the 
Declaration will have tools that are necessary to define 
how professionals and institutions set the nutritional 
care model in motion. The three stages aim to ensure 
that nutritional care is provided with safety, timeliness, 
efficiency, efficacy and effectiveness.

Key concepts 

Screening

The identification of nutritional risk by means of scree-
ning is the first stage, which leads, in the next stage, if 
the patient is at risk, to the completion of a complete 
diagnosis of nutritional status, allowing the medical 
indication of nutritional therapy to be established and 
the nutritional plan to be carried out. Screening should 
be systematic for ill patients at any level of health care. 
Any patient at nutritional risk should benefit from the 
full nutritional diagnosis. 

The nutritional diagnosis allows the identification of 
nutritional alterations, which can be: a. Malnutrition 
(synonym of undernutrition), b. Overweight and 
obesity, c. Micronutrient abnormalities. Malnutrition 
or undernutrition are defined as the condition resul-
ting from lack of intake, altered nutritional absorp-
tion, increased nutrient losses leading to alteration 
of body composition (decrease in fat-free mass) and 
body cell mass leading to decreased mental and phy-
sical functions and deterioration of clinical outcome. 
Malnutrition may be the result of fasting, disease or old 
age (i.e. > 70 years). Each can be presented in isolation 
or in combination. 

Malnutrition may present as: a. Malnutrition without 
disease, b. Malnutrition associated with inflammatory 
disease (acute or chronic), c. Disease related malnutri-
tion without inflammation. 

It is emphasized that the diagnostic criteria for mal-
nutrition established by consensus should be evaluated 
in the Latin American context, taking into account the 
phenotypic characteristics of the population and the 
socio-economic situation, among others. The detec-
tion of nutritional risk should be a priority at all levels 
of health care. 

Nourish 

The nutritional plan includes nutritional therapy (or 
medical nutritional therapy), i.e., with natural foods of 
ordinary administration and artificial nutrients admi-
nistered through supplements, enteral and parenteral 
nutrition. Nutritional therapy is considered to be a 
medical intervention, requiring a medical-nutritional 
indication, which has the objective of specific treatment 
and requires the informed consent of the patient. Like 
any therapy, nutrition also has side effects, risks and 
benefits. The biological dimensions (quantitative and 
qualitative), the symbolic, affective and cultural dimen-
sions associated with feeding are taken into account, 
even if it is artificial nutritional therapy.
 
Watch 

Nutrition therapy should be monitored and documen-
ted. Monitoring seeks to verify that the different dimen-
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sions of nutrition therapy are met, as well as preventing 
side effects. Documentation helps to track and evaluate 
the continuity of therapy for each patient and to ensure 

quality. It’s important to be able to start a process of risk 
management and “insurability” in the clinical setting. 

PRINCIPLE # 3

Patient empowerment as a necessary action 
to improve nutritional care 

“Empowering patients and their families in the fight 
against malnutrition implies empowering them to 
think critically about this syndrome and its respective 
negative consequences, while allowing them to make 
autonomous and informed decisions, such as deman-
ding nutritional care and complying with the suggested 
nutritional treatment.” (1)

Context

Principle # 3 of the Declaration of Cartagena recog-
nizes the patient’s central role in the nutritional care 
process described in Principle # 2. The third principle 
is defined by the need of moving from a model of pater-
nalistic relation between the patient and the doctor or 
the healthcare system to a model where decisions are 
shared. A nutritional care model inspired by empower-
ment seeks to enhance the patient’s own capacities to 
manage nutrition in acute or chronic diseases and their 
capacity to take control of their lives. Empowerment 
implies that the patient and their support network com-
mit to nutritional therapy, moving from the simple fact 
of receiving all information passively to active involve-
ment in the decisions. It also implies that the nutritio-
nal care professional must transmit certain information 
so that the patient and their network have the capacity 
of acting with complete freedom. 

Scope 

Recognizing that patient empowerment is a necessary 
action to improve nutritional care and to promote res-
pect for human dignity has implications for organiza-
tional, academic-scientific and ethical aspects. From the 
organizational point of view, the stages of the nutritional 
care model “Screening, nourish and watch” have to con-
sider educational and awareness actions toward patients. 
Healthcare professionals have to acquire skills to educate 

and transmit the information to the patient so that joint 
decisions can be taken. From the ethical point of view, 
empowerment implies recognizing the patient’s princi-
ple of autonomy (respect for patient’s ability to decide, 
and their right to have their will respected), the clinical 
nutrition professionals’ responsibility of feeding the ill 
person and the principle of equity in health. 

The scientific societies that have signed the 
Declaration have committed themselves to recognizing 
and promoting nutritional care, and to acknowledging 
the importance of empowering the patient in decision-
making throughout this process. 

To this end, a first step is to ensure that governments 
and institutions look at the problem of malnutrition 
with interest and promote the implementation of the 
nutritional care model based on three stages, with an 
interdisciplinary approach and involving the patient’s 
empowerment. From the academical perspective, 
education regarding the different stages of nutritional 
care and the techniques of therapeutic education and 
empowerment must be promoted. 
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Perspective 

Principle # 3 is key to the development of clinical nutri-
tion and to guaranteeing the respect for the right to 
nutritional care. The implementation program of the 
Declaration will have the tools that are necessary for 
professionals and institutions to set this principle in 
motion. Awareness should be raised among the diffe-
rent patient associations in regard to the importance of 
nutritional care in any disease. 

Key concepts

Empowerment is defined as a process and a result. The 
former is based on the fact that, increasing education 
improves the ability to think critically and to act auto-
nomously, while the latter (result) is achieved through 
the sense of self-efficacy. 

Empowerment is achieved through education 
and education implies freedom. In nutritional care, 
empowering patients means offering them the 
opportunity to be part of the nutritional process and 
treatment; consequently, it’s not just about obtaining 
a voice, but also about sharing knowledge and respon-
sibilities with them and their families. Empowerment 

seeks to increase the patient’s freedom and autonomy 
(the ability to take informed decisions) on the role of 
malnutrition and nutritional therapy in the different 
stages of the treatment.

PRINCIPLE # 4

The interdisciplinary approach to  
nutritional care

“This approach involves the equitable integration of 
the various disciplines related to nutritional activity. 
Scientific evidence shows the advantages of this approach 
in terms of cost-effectiveness, safety and efficiency”(1)

Context 

Principle # 4 of the Cartagena Declaration recognizes 
the importance of interdisciplinarity in the practice of 
nutritional care. The interdisciplinary approach has been 
essential to putting into practice the medical and scienti-
fical advances that led to the development of nutritional 
therapy in the last decades. As nutritional therapy deve-
loped, multidisciplinary nutritional support teams were 
created, progressively migrating to interdisciplinary ones, 
to optimize the effectiveness and safety of this therapy. It 
has been demonstrated that the impact of standardization 

and nutritional care through interdisciplinary groups 
improve the patient’s results and safety, and have a posi-
tive economic impact on health institutions. However, 
many hospitals don’t have nutritional support teams. 

Scope 

Recognizing the importance of the interdisciplinary 
approach in nutritional care has implications that are 
mainly academic, but also for organizational aspects. 
It is recommended that nutritional therapy be admi-
nistered within nutritional support teams where, as a 
minimum, nutrition, nursing, medicine and pharmacy 
professionals participate. Additionally, the inclusion of 
other disciplines such as phono audiology, occupatio-
nal therapy, physical therapy, rehabilitation, social work 
and psychology, which increase the effectiveness of 
nutritional therapy, is advised. Academically, not only 
should professionals in these disciplines be formed in 
the field of clinical nutrition, but specific disciplinary 
competencies should be defined. 
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The scientific societies that have signed the 
Declaration have committed themselves to recogni-
zing the importance of the interdisciplinary approach 
in nutritional care. From the academic perspective, the 
education of the professionals who make up the interdis-
ciplinary nutritional support teams must be promoted. 

Perspective 

The creation of the interdisciplinary nutritional support 
teams and the certification of the currently functioning 
teams must be promoted through the measurement 
of their results. Within interdisciplinarity, the different 
disciplines interact respecting each other’s specific work 
field. There is cohesion of knowledge, where knowledge 

is contributed from the disciplinary perspective, respon-
sibility is shared, but the competence of each discipline 
is maintained. Therefore, it becomes necessary to recog-
nize the limitations and competencies of the different 
disciplines that interact in nutritional care. In the imple-
mentation program, tools that will allow the develop-
ment of the interdisciplinary approach will be created. 

Key concepts

Interdisciplinarity, according to the Royal Academy of 
the Spanish Language is defined as an activity “That is 
carried out with the cooperation of several disciplines.” 
Multidisciplinarity and transdisciplinarity are close 
and complementary concepts. In Interdisciplinarity 
the different disciplines interact respecting each other’s 
specific work field. 

PRINCIPLE # 5

Ethical principles and values in clinical 
nutrition 

“It is recognized that patients at risk or in a state of 
malnutrition are a group considered ethically vulne-
rable. Vulnerability is an inescapable dimension of 
human beings and the configuration of social relations. 
Considering the vulnerability of the malnourished 

patient implies recognizing that individuals may at 
some point lack the capacity and means to feed them-
selves and, therefore, it is necessary for this need to be 
met by professionals in clinical nutrition.” (1)

Context 

Principle # 5 of the Cartagena Declaration recognizes 
the need to support the practice of nutritional care in 
ethical principles and values. Nutritional therapy is 
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considered a great scientific and technological advance 
that has allowed the ill person to be fed and to improve 
clinical outcomes, quality of life and impact on health 
costs. It is recognized that with these advances bioethi-
cal issues arise that may have repercussions on indivi-
duals, families and groups or communities. Principle 
# 5 proposes that these issues be analyzed within the 
framework of the principles set out in UNESCO’s 
Universal Declaration on Bioethics and Human Rights 
(DUBDH), particularly the universal principles of 
equality, justice and equity, non-discrimination and 
non-stigmatization, nonmaleficence, autonomy, bene-
ficence and respect for human vulnerability and perso-
nal integrity(3). Furthermore, this principle recognizes 
that respect for cultural diversity and pluralism is fun-
damental to the realization of nutritional care and the 
debate around ethical questions. 

Scope 

Principle # 5 establishes the need of giving nutritional 
care an ethical approach. A key aspect of this approach 
is recognizing that patients at risk or in a state of mal-
nutrition are a group considered vulnerable. This vul-
nerability is explained by the impact of malnutrition in 
the biological, psychological and social aspects (with 
the risk of losing one’s life and the possibility of losing 
one’s autonomy) and due to the fact that malnutrition 
is a commonly overlooked syndrome in the clinical 
context. Vulnerability is an inescapable dimension of 
human beings and the configuration of social relations. 
Considering the vulnerability of the malnourished 
patient implies recognizing that individuals might at 
some point lack the capacity and the means to feed 
themselves and, therefore, it is necessary for this need 
to be met by clinical nutrition professionals. 

The scientific societies that have signed the 
Declaration have committed themselves to recognizing 
the importance of the ethical approach in nutritional 
care. A promotion of the education on ethics, the dis-
cussions and spaces for an ethical debate around nutri-
tional care are expected. 

Perspective 

Nutritional care as a human right implies that every 
person with or at risk of malnutrition, must have access 
to nutritional care and in particular to an optimal and 
timely nutritional therapy. This right must be exercised 
with an ethical foundation and with professionalism. 

The ethical foundation establishes the values and prin-
ciples needed for the practice of nutritional care. These 
principles will have an impact in the actions and deci-
sions made when feeding the ill person. The goal is for 
said actions to respect the ill person’s autonomy, take 
into account the possible benefits and risks, and futile 
actions to be limited. This principle also has a deonto-
logical dimension, since it states that professionalism, 
honesty, integrity and transparency should be promo-
ted in decision-making, particularly in the declarations 
of all conflicts of interest and appropriate sharing of 
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knowledge, according to what is stated on article 18 of 
the DUBDH.

The implementation program of the Cartagena 
Declaration will develop tools that will allow the crea-
tion of programs for ethical formation in nutritional 
care. These tools will allow the ethical approach to be 
taken into account in nutritional care and will be essen-
tial for promoting the respect for this human right.

Key concepts

Ethics 

Ethics is a branch of philosophy whose objective is to 
carry out an intellectual analysis of the human moral 

dimension in all its complexity. Ethics deals with prin-
ciples that allow us to make decisions about what is 
morally right and wrong. In other words, ethics is the 
study of what is morally right and what is not. 

An ethical dilemma is a situation in which moral obli-
gations demand or seem to demand that a person take 
one or more alternative but incompatible actions, in a 
way that the person cannot take all the required actions. 
In those situations, there exists a conflict or tension bet-
ween respect for two or more principles which makes it 
difficult to decide what must be done. Decisions related 
to futile actions lead to ethical dilemmas. 

PRINCIPLE # 6

The integration of healthcare based on value 
(economic aspects)

“Economic aspects should be integrated into clinical 
nutrition exercise, assessment and research. It is propo-
sed to integrate value-based health care into nutritional 
care. Under this approach, the aim is to reorient health 
services to improve the satisfaction of patient’s health 
needs, particularly nutritional care, while maintaining 
an optimal relationship with costs and outcomes. 
Generating value implies an emphasis on achieving 
health outcomes for both patients and organizations 
and society while maintaining an optimal relationship 
with costs.” (1)

Context 

Principle # 6 of the Cartagena Declaration recognizes 
the need to integrate the economic aspects mainly 
in the exercise of clinical nutrition. The need to inte-
grate nutritional care in health systems, guaranteeing 
efficiency, arises. In other words, health systems and 
organizations must be able to guarantee nutritional the-
rapy, looking for a health service with the best possible 
results and maintaining an adequate relation with costs. 

Scope 

Principle # 6 establishes the need of using a value-
based approach and integrating the economic aspects 

to nutritional care. A key aspect of this approach is the 
recognition of the need to guarantee, in all health sys-
tems, adapted regulatory processes and the reimburse-
ment of nutritional products (supplements, enteral and 
parenteral nutrition), consultations with specialists, 
and the integration of the four steps of nutritional care 
(screening, diagnosing, nourishing, watching). 

The scientific societies that have signed the 
Declaration have committed themselves to recognizing 
the importance of the integration of healthcare based in 
value (economic aspects). 
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Perspective 

The ill person has the right to receive safe and high-
quality nutritional care, with qualified personnel and 
seeking cost-effectiveness, based on scientific evidence. 
Resources should be allocated according to public 
policies focused on promotion, prevention and nutri-
tional intervention that result in improving the quality 
of life of patients. For this it is fundamental to imple-
ment quality programs which integrate elements of the 
health economy: cost minimization, cost effectiveness, 
cost benefit, cost effectiveness and cost utility. 

Key concepts

Value in health is defined by an efficient relationship 
between results and costs, and their beneficiaries: the 
patient, society and those who finance healthcare ser-
vices.

PRINCIPLE # 7

Clinical nutrition research is a pillar for the 
realization of the right to food in the clinical 
field and the fight against malnutrition 

“The development of clinical nutrition research should 
be promoted under a new paradigm, which consists of 
a vision of clinical nutrition that considers that the ill 
person needs, beyond food and nutrients, an approach 
to metabolism in the particular context of the disease 
and a better understanding of its metabolic and nutri-
tional state. For this, it is necessary to develop research 
to understand the biological-molecular mechanisms 
associated with the metabolic states of ill patients.” (1)

Context 

Principle # 7 of the Cartagena Declaration recognizes 
the need to promote the development of clinical nutri-
tion research under a new paradigm. It arises from the 
need to understand that nutritional therapy does not 
simply imply the administration of nutrients to meet 
some requirements. Nutritional therapy administra-
tion also implies understanding that the ill person 

shows specific metabolic situations and alterations that 
could be considered adaptive to the injury or disease. 
Therefore, nutritional therapy has to be adjusted to the 
metabolic situation of each patient. 
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Scope 

Principle # 7 establishes the need to promote the deve-
lopment of clinical nutrition research. The goal is to 
promote research on the mechanisms and physiologi-
cal and molecular aspects of the injured or ill patient’s 
metabolic adaptations. A key aspect of this approach 
is the need to promote research and innovation in 
nutritional therapy products that allow administering 
nutrients in a way that adapts to each situation. It is 
also necessary to develop research so that the molecu-
lar, physiological mechanisms that are characteristic of 
situations like sarcopenia, cachexia and micronutrient 
deficiencies are known. 

Perspective 

The scientific societies that have signed the Declaration 
have committed themselves to promoting research. To 
that end, a demand for higher investment and support 
for research in clinical nutrition must be made to gover-
nment authorities, academic institutions and pharma-
ceutical companies. The problem of disease related 

malnutrition and its impact on health systems must 
have more visibility so that research in this field can be 
a priority. It is recognized that the interests and welfare 
of the individual should have priority over the exclusive 
interest of science or society (pharmaceutical industry, 
companies, etc.). 

The implementation program of the Cartagena 
Declaration will develop tools that will allow the fulfill-
ment of the following objectives: 

a) research on relevant clinical nutrition issues 
under scientific standards of quality, evidence-based 
medicine and respecting principles of bioethics; b) 
developing lines of research that are relevant in the 
regional (Latin American) context; c) evaluating the 
advances in science and technology that arise in the 
field of clinical nutrition; d) supporting the formula-
tion of recommendations, guidelines and consensus 
of clinical practices based on scientific evidence; e) 
promoting debate, education and public awareness on 
clinical nutrition and the problem of malnutrition, as 
well as participation in respect of the right to food in 
this field.

PRINCIPLE # 8

Clinical nutrition education is a fundamental 
axis for the fulfillment of the right to 
nutritional care and the fight against 
malnutrition 
“Clinical nutrition education should be created, pro-
moted and supported at the appropriate level and 
under the new paradigm: a) at the undergraduate level: 
promote the teaching of clinical nutrition in health 
careers (medicine, nutrition, nursing, pharmacy, etc.); 
b) at postgraduate level: recognize clinical nutrition as 
a clinical specialty and not as a subspecialty or comple-
mentary training.” (1)

Context

Principle # 8 of the Declaration of Cartagena recogni-
zes the need to promote clinical nutrition education. 

This principle emerges from the lack of clinical nutri-
tion education at the undergraduate and postgraduate 
education levels of healthcare professionals, doctors, 
nurses and nutritionists, among others. Despite the 
evidence that doctors have the will, understand the 
importance of nutritional care and are considered relia-
ble sources of information regarding nutrition, these 
professionals do not perform nutritional care and cite 
the lack of knowledge and insufficient training as a 
barrier. These data align with the evidence of persistent 
gaps in education and training in medical nutrition in 
the United States and Europe. 

Scope 

Principle # 8 establishes the need to promote clinical 
nutrition education. The goal is to promote the intro-
duction of a basic curriculum in nutrition in the facul-
ties of health careers (medicine, nutrition, nursery, 
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pharmacy, etc.). In postgraduate medicine and other 
health careers: recognizing clinical nutrition as a clini-
cal specialty and not as a subspecialty or complemen-
tary formation. 

Perspective

The scientific societies that have signed the Declaration 
have committed themselves to promoting clinical 
nutrition education. To that end, a minimum curri-
culum in nutrition at the undergraduate level and the 
recognition of clinical nutrition as a specialty must be 
promoted. Minimum knowledge and competencies 
should be taught at the undergraduate level of health 
careers. The corresponding institutions shall accredit 

specialized formation and foster continuing education 
in the field of clinical nutrition.

The implementation program of the Declaration of 
Cartagena will develop tools that will allow the crea-
tion, promotion and support, at the appropriate level, 
and under the new paradigm, of clinical nutrition edu-
cation. At the undergraduate level: promote the tea-
ching of clinical nutrition in health careers (medicine, 
nutrition, nursing, pharmacy, etc.). At the postgraduate 
level: recognize clinical nutrition as a clinical specialty 
and not as a subspecialty or complementary training. 
Appropriate institutions: accredit specialized training 
and promote continuing education in the field of clini-
cal nutrition.
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PRINCIPLE # 9

Strengthening of networks 

“Activities, programs and projects shall be created, 
promoted and supported at the appropriate level for 
the purpose of: a) promoting in health institutions the 
development of the nutritional care model based on 
detecting, nourishing and monitoring; b) strengthe-
ning clinical nutrition education programs; c) deve-
loping and strengthening lines of research in clinical 
nutrition; d) promote solidarity and cooperation in the 
development of programs to promote nutritional care 
and the fight against malnutrition.” (1)

Context

Principle #9 of the Cartagena Declaration recognizes 
the need to strengthen clinical nutrition networks. This 
principle arises from the need to unite efforts among 
the different scientific societies, academic and hospital 

institutions, among others, to promote better nutritio-
nal care and the fight against malnutrition.

Scope

Principle # 9 establishes the need to develop networks 
in order to promote nutritional care and, with this, 
the development of the nutritional care model based 
on detecting, nurturing, monitoring; strengthening 
clinical nutrition education programs; developing and 
strengthening lines of research in clinical nutrition; 
promoting solidarity and cooperation in the develop-
ment of programs to promote nutritional care and the 
fight against malnutrition.

Perspective 

The scientific societies that have signed the Declaration 
have committed themselves to fostering the creation of 
networks to promote clinical nutrition. 
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PRINCIPLE # 10

Creating an institutional culture that values 
nutritional care  

“Activities, programs and projects shall be created, 
promoted and supported at the appropriate level for 
the purpose of: a) sensitizing physicians and other 
health professionals to the importance of clinical nutri-
tion; b) sensitizing the public and institutions to the 
problems of malnutrition and the right to nutritional 
care; c) showing the scientific evidence that will make 
it possible to advance in the institutionalization of the 
nutritional care model based on detecting, nourishing 
and monitoring; d) promoting the participation of the 
public, patients and institutions in the realization of the 
right to nutritional care; e) promoting fair and equita-
ble nutritional care.” (1)

Context 

Principle # 10 of the Cartagena Declaration recognizes 
the need to create an institutional culture that recognizes 
the value of nutritional care based on respect for human 
rights, in particular the human right to nutritional care. 
This principle arises from the need to raise awareness of 
disease related malnutrition in the various health care 
settings and the role of nutritional care. 

Scope 

Principle #10 establishes the need to foster an institutio-
nal culture that recognizes nutritional care as a human 
right. This implies making society and institutions 
aware of the problems of malnutrition and the right to 
nutritional care; showing the scientific evidence that 
will make it possible to advance in the institutionaliza-
tion of the nutritional care model based on detecting, 
nurturing, monitoring; promoting the participation of 
the community, patients and institutions in the realiza-
tion of the right to nutritional care; promoting fair and 
equitable nutritional care.

Perspective 

The scientific societies that have signed the Declaration 
have committed themselves to recognizing the right to 
nutritional care and to foster the principles and values 
that are necessary in healthcare institutions at different 
levels. 

Key concept

Institutional culture refers to the values and practices 
that guide and give meaning to the work of institutions.
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PRINCIPLE # 11

Justice and equity in nutritional care 

“A fair and equitable public health agenda should be 
created, promoted and supported for the purpose of: 
a) developing mechanisms so that every ill person has 
availability, and stable, continuous and timely access to 
nutritional therapy, as well as the correct use of nutri-
tional therapy; b) promoting the integration into health 
systems of the nutritional care model capable of provi-
ding nutritional therapy under dignified conditions; c) 
promoting the interdisciplinary approach and the crea-
tion of nutritional therapy teams; d) valuing the reim-
bursement and payment of nutritional care services.” (1)

Context 

Principle #11 of the Cartagena Declaration recognizes 
the need to promote justice and equity in nutritional 
care. This principle arises from the need to promote the 
idea that that all ill patients receive nutritional care on 
equal terms and with equal opportunities. 

Scope 

Principle #11 establishes the need to promote just legis-
lation and public policies in the field of clinical nutri-
tion. This implies promoting the integration within 
health systems of the nutritional care model capable of 
providing nutritional therapy in conditions of dignity, 

justice and equity; promoting the interdisciplinary 
approach and the creation of nutritional therapy teams; 
valuing the reimbursement and payment of nutritional 
care services, among others. 

Perspective 

The scientific societies that have signed the Declaration 
have committed themselves to promote legislation and 
public policies in the field of clinical nutrition that pro-
vide access to nutritional care with justice and equity.

We consider that in this way, it is possible to contri-
bute to achieving the goals of United Nations sustai-
nable development goals 2 and 3 (SDG 2 and 3)(4) in 
particular goals 2.2: “By 2030, end all forms of malnu-
trition”, and 3.4: “By 2030, reduce by one third prema-
ture mortality from non-transmissible diseases through 
prevention and treatment and promote mental health 
and well-being.”

Key concept

Equity is the absence of avoidable or remediable diffe-
rences between different groups of patients, defined by 
either social, economic, demographic or geographical 
criteria. Thus, inequity in health goes beyond simple 
inequities in health determinants, access to resour-
ces needed to improve or maintain health, or health 
outcomes. This lack of equity also results from the 
impossibility of avoiding or overcoming injustices or 
non-compliance with human rights. 
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PRINCIPLE # 12

Ethical, deontological and transparency 
principles of the pharmaceutical and 
nutritional industry (Ph&NI)

“Relationships should be promoted between societies, 
schools and associations that defend the right to clini-
cal nutrition with the pharmaceutical and nutritional 
industry (Ph&NI), based on the ethical and transpa-
rency policies they demand: Clarity and accountability 
in the roles of the Ph&NI so that they can demonstrate 
the highest level of quality of nutritional solutions 
and products; demonstrate, through Ph&NI indepen-
dent scientists, that the nutritional solutions created 
demonstrate objective and scientifically valid clinical 
benefit; to have education programs promoted by the 
Ph&NI with the highest scientific value and that are 
free of any intention of commercialization of the nutri-
tional solutions; that the interaction of the Ph&NI with 
professional and regulatory organizations is strictly 
focused on the promotion of the best patient care and 
constant scientific growth.” (1)

Context 

Principle #12 of the Cartagena Declaration recognizes 
the need to promote relations with the pharmaceutical 

and nutritional industry based on ethical, deontologi-
cal and transparency principles. This principle arises 
from the need to avoid unclear conflicts of interest and 
to reiterate that the welfare of patient should take prio-
rity over the exclusive interest of the pharmaceutical 
industry.

Scope 

Principle # 12 establishes the need to promote relations 
with Ph&NI based on ethical, deontological and trans-
parency principles. 

Perspective 

The scientific societies that have signed the Declaration 
have committed themselves to promoting relations 
with Ph&NI based on ethical, deontological and trans-
parency principles. To this end, every society, college 
and association shall establish policies of ethics, inte-
grity and transparency, recognizing that Ph&NI plays 
an essential role in the creation and commercialization 
of solutions and nutritional formulas for the patient; 
and that it contributes to the education of health per-
sonnel in the provision of nutrition and in nutritional 
research.



40

Cardenas D, et al. Rev. Nutr. Clin. Metab. 2019;2(Supl.1):24-41.

THE DECLARATION’S MANDATE

PRINCIPLE # 13

Call to International Action

“FELANPE calls on societies and international organi-
zations to unite in the fight against malnutrition and the 
respect of the right to nutritional care. The principles 
set out in this document will serve as a basis for com-
mon action. 

The FELANPE urges the States and the Human 
Rights Council of the United Nations to recognize this 
Declaration and therefore the Right to Nutritional Care 
as a human right as it guarantees all patients, especially 
the malnourished ill, access to nutritional care and, in 
particular, optimal and timely nutritional therapy in 
order to reduce the high rates of hospital malnutrition 
and the associated morbidity and mortality.” (1)

Principle # 13 clearly sets out the mandate of the 
Declaration of Cartagena. It recognizes the right to 
nutritional care as a human right. It also recognizes that 
the beneficiaries of that right are patients in any health 
setting, who may claim access to nutritional care and 
in particular to optimal and timely nutritional therapy. 
Those in charge of protecting this right are societies and 
international organizations that must unite in the fight 
against malnutrition, and who must reach out to gover-
nments and political legislators to create legislation and 
public policies in the field of clinical nutrition. 
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Summary 

Malnutrition is a public health problem 
in the world. Malnutrition associated with 
socioeconomic factors falls within the 
scope of the right to adequate food. The 
approach to this type of malnutrition is 
achieved through the two aspects of this 
right: the right to be protected against 
hunger and the right to adequate food, 
wich implies the need to constitute an 
economic, political and social environ-
ment that allows people to achieve food 
security by their own means. However, di-
sease-related malnutririon cannot be defi-
ned within the scope of the right to food. 
In this context, a human right to nutritio-
nal care should be considered where the 
person at risk or in a state of malnutrition 
can receive nutritional care including nu-
tritional therapy in an optimal and timely 
manner. This new emerging human right 
must be studied and defined from the 
human rights approach to be recognized 
before international and national human 
rights institutions.

Keywords: Malnutrition; Public health; 
Right to nutritional care. 

Resumen 

La desnutrición es un problema de sa-
lud pública en el mundo. La desnutrición 
asociada a factores socioeconómicos es 
competencia del ámbito del derecho a la 
alimentación adecuada. El abordaje de es-
te tipo de desnutrición se logra a través de 
las dos vertientes de este derecho: el de-
recho a estar protegido contra el hambre 
y el derecho a una alimentación adecuada 
que implica la necesidad de constituir un 
entorno económico, político y social que 
permita a las personas alcanzar la seguri-
dad alimentaria por sus propios medios. 
Sin embargo, la desnutrición asociada a la 
enfermedad no puede definirse dentro del 
alcance del derecho a la alimentación. En 
este contexto, debe considerarse como un 
derecho humano al cuidado nutricional 
donde la persona en riesgo o en estado 
de desnutrición pueda recibir cuidado nu-
tricional incluyendo la terapia nutricional 
de manera óptima y oportuna. Este nue-
vo derecho humano emergente debe ser 
estudiado y definido desde el enfoque de 
los derechos humanos para que sea reco-
nocido ante las instituciones de derechos 
humanos internacionales y nacionales.

Palabras clave: desnutrición, salud públi-
ca, derecho al cuidado nutricional.

Resumo 

A desnutrição é um problema de saúde 
pública no mundo. A desnutrição associa-
da a factores socioeconómicos encontra-
-se no domínio do direito à alimentação 
adequada. A abordagem para esse tipo 
de desnutrição é alcançada através dos 
dois aspectos desse direito: o direito a 
ser protegido contra a fome e o direito a 
alimentação adequada, o que implica a 
necessidade de constituir um ambiente 
económico, político e social que permi-
ta as pessoas alcançarem a segurança 
alimentar por seus próprios meios. No 
entanto, a desnutrição associada à doen-
ça não pode ser definida no âmbito do 
direito à alimentação. Nesse contexto, um 
direito humano aos cuidados nutricionais 
deve ser considerado onde a pessoa em 
risco ou em estado de desnutrição pode 
receber cuidados nutricionais, incluindo 
terapia nutricional, de maneira ótima 
e oportuna. Esse novo direito humano 
emergente, deve ser estudado e definido 
a partir da abordagem de direitos huma-
nos para ser reconhecida perante institui-
ções nacionais e internacionais de direitos 
humanos.

Palavras-chave: desnutrição, saúde pública, 
direito ao cuidado nutricional. 
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INTRODUCTION 

Malnutrition is a public health problem in the world 
due to the high impact on morbidity, mortality and 
costs to health systems. According to the World Health 
Organization (WHO) malnutrition can be of three 
types: overweight/obesity, malnutrition (undernutri-
tion) and micronutrient disorders. Figure 1 shows the 
classification of nutritional disorders(1). Malnutrition 
in the International Classification of Diseases 11 (ICD-
11) is found within code 5 “endocrine diseases” and as 
part of “nutritional disorders”. Malnutrition is defined 
there as “a disorder in which the body’s requirements 
are not met due to insufficient nutrient intake or poor 

absorption or utilization”. It may be due to lack of access 
to food or disease. Malnutrition is generally understood 
as a deficit in energy consumption, but can also refer to 
a lack of specific nutrients. It may be acute or chronic(2). 

In this definition we can identify two main types of 
malnutrition due to deficit. The first is malnutrition 
associated with socioeconomic factors and hunger, 
where the starting point is inadequate access to food 
(Figure 2). Figures from the Food and Agriculture 
Organization of the United Nations (FAO) show that, 
in 2017, 821 million people were suffering from hun-
ger, that is, 1 in 9 people in the world. The approach to 
address this problem is based on public nutrition poli-
cies and the eradication of poverty and hunger(3). The 

Figure 1. Diagnoses tree of malnutrition; from at risk for malnutrition, basic definition of malnutrition to etiology-based diagnoses. 
ESPEN, 2017(1). Phenotypic and etiologic criteria for the diagnosis of malnutrition according to The GLobal Leadership on Malnutrition 
(GLIM). For ESPEN, undernutrition is synonimous of malnutrition.

Phenotypic criteria Etiologic criteria

1. Weight loss
>5% within past 6 months,
or >10% beyond 6 months

1. Reduced food intake or assimilation
50% of ER > 1 week, or any reduction for >2 weeks, or 
any chronic GI condition that adversely impacts food 
assimilation or absorption

2. Low body mass index (kg/m2)
<20 if < 70 years, or <22 if >70 years
Asia:
<18.5 if < 70 years, or <20 if >70 years

2. Inflammation
Acute disease/injury or chronic disease-related

3. Reduced muscle mass
Reduced by validated body composition measuring 
technique

Socioeconomic or 
psychologic related 

malnutrition

Acute disease- or injury-
related malnutrition

Hunger-related 
malnutrition

Chronic DRM with 
inflammation

Cancer cachexia and other 
disease-specific cachexia

Malnutrition-
Undernutrition without 

disease

Disease-related 
malnutrition (DRM) with 

inflammation

Disease-related 
malnutrition (DRM) without 

inflammation

Malnutrition/Undernutrition

At risk for malnutrition
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human rights approach for several decades, through 
the right to adequate food, has allowed States to take 
responsibility and act to protect populations against 
hunger and malnutrition. 

Second, disease-related malnutrition where the star-
ting point is the varying degrees of acute or chronic 
inflammation associated with the disease or trauma, 
and consequent metabolic adaptations, reduced 
food intake, or decreased assimilation(1) (Figure 3). 
This leads to altered body composition, loss of lean 
mass, loss of adipose tissue and decreased biological 
function(1). To address disease-related malnutrition, 
nutritional care has proven to be an effective and cost-
efficient process(4,5). However, despite this and the fact 
that it is now technically possible to administer nutri-
tional therapy to any sick person, the prevalence of 
malnutrition associated with the sick person at hospital 
admission remains high, between 40 % and 60 % accor-
ding to different studies(6). Public policies and legis-
lation to address this issue are scarce and the human 
rights approach has never been studied. 

Faced with this problem, we ask ourselves: why 
is the right to food not respected in the clinical field? 
Surprising as it may seem, in the hospital, a privileged 
place for the care of the person seeking health and the 
highest level of well-being of people, this right is too 
often disrespected. Our hypothesis is that disease-
related malnutrition does not fall within the scope of 
the concept or normative content of the right to food. 
In this article we will show that in the clinical context 
and at any level of health care, the right to food can-
not be guaranteed because its normative content does 
not apply. Therefore, it is necessary to recognize a new 
emerging human right: the right to nutritional care. 

THE RIGHT TO FOOD

The right to adequate food as a fundamental human 
right was recognized for the first time, within the fra-
mework of the right to an adequate standard of living, 
in the Universal Declaration of Human Rights of 1948 
(Article 25):

Figure 2. Pathways from inadequate food access to multiple forms of malnutrition, FAO, 2018(8). 

MULTIPLE FORMS OF 
MALNUTRITION

Inexpensive, high-calorie, low-
nutrition foods

Metabolic adaptations to food 
deprivation

Insufficient intake of calories, protein, 
vitamins and minerals

FOOD INSECURITY
Uncertain access to food 

at the household or 
individual level

Inadequate infant and child 
feeding

FOOD CONSUMPTION
Quantity
Quality

Continuity

Anxiety, stress, 
depression

Disordered patterns  
of eating

Child stunting and 
wasting

Micronutrient 
deficiencies

Overweight and 
obesity

Undernutrition pathway                                      Obesogenic pathway



45

Cardenas D, et al. Rev. Nutr. Clin. Metab. 2019;2(Supl.1):42-48.

“Everyone has the right to a standard of living 
adequate for the health and well-being of himself 
and of his family, including food...”(7). This right 
became legally binding when the International 
Covenant on Economic, Social and Cultural 
Rights (ICESCR) entered into force in 1976. 
Since then, other international agreements 
have reiterated the right to food, including the 
Convention on the Elimination of All Forms 
of Discrimination against Women (1979), the 
International Convention on the Rights of the 
Child (1989), the Convention Relating to the 
Status of Refugees (1951), the Convention on 
the Rights of Persons with Disabilities (2006) 
and various regional human rights instruments. 
To date, 160 States have ratified the ICESCR and 
are therefore legally bound to implement its pro-
visions. Article 11 of the ICESCR stipulates that 
States parties “recognize the right of everyone to 
an adequate standard of living for himself and his 
family, including adequate food” and affirms the 
existence of the right of everyone to be free from 
“hunger and malnutrition”(8).

To live a life without hunger is considered as the mini-
mum that must be guaranteed by each State indepen-
dent of the level of development(14). However, the right 
to food is not limited to this aspect. The Committee on 
Economic, Social and Cultural Rights has defined the 
right to food in its general comment No. 12 as:

“The right to adequate food is realized when every 
man, woman and child, alone or in community with 
others, have physical and economic access at all times 
to adequate food or means for its procurement.”(9)

In addition, the Committee stresses that the right to 
adequate food “should not be interpreted restrictively 
or strictly as the right to a minimum ration of calories, 
protein or other specific nutrients”. Other elements 
such as food practices, hygiene education, nutrition 
training, health care provision and breastfeeding 
should also be taken into account. This implies that 
every person must have access to food not only to be 
free from hunger but also to have a good state of health 
and well-being. Therefore, this right encompasses two 
distinct norms: the first is the right to “adequate food”, 

DISEASE RELATED 
MALNUTRITION

Elevation of resting energy expenditure 
and increased catabolism

Insufficient intake of energy, protein, 
vitamines and minerals

DISEASE

BURDEN AND 
INFLAMMATION

Acute or chronic

REDUCED FOOD INTAKE 
OR ASSIMILATION

Associated anorexia and 
decreased food intake

Other forms of malnutrition
Undernutrition and obesity 

METABOLIC 
ADAPTATIONS

Malnutrition related to 
chronic disease with 

minimal or no perceived 
inflammation

Malnutrition related to 
chronic disease with 

inflammation

Malnutrition related to 
acute disease or injury with 

severe inflammation

Figure 3. Pathways from disease to malnutrition. Base on the  definition and classification of disease-related malnutrition(1).
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the second is that “everyone is protected from hunger 
and malnutrition”(8).

This approach to the right to food, which has evol-
ved since the 1990s, aims to go beyond the food secu-
rity approach that has been defended until then. It is no 
longer just about defending and promoting agricultural 
production and ensuring the availability of food; it is 
now about a right to food that protects people from 
hunger and malnutrition in order to achieve good 
health. In other words, it seeks to protect the right to 
satisfy one’s own food needs, either by producing or by 
buying the products. It is considered a radical change 
of perspective: the citizen who benefits from the right 
to food is no longer a defenseless, passive recipient, an 
object of charity, and who must be “fed”, but a person 
who has the right to benefit from an environment that 
allows him to feed himself and, failing that, to receive 
assistance not only with dignity but also with quality(10). 

In conclusion, malnutrition associated with socio-
economic factors falls within the scope of the right to 
adequate food. Addressing this type of malnutrition 
is achieved through the two strands of this right. On 
the one hand, the right to be protected from hunger, 
considered as an absolute norm, and as the minimum 
level that must be guaranteed to all people regardless 
of the level of development achieved by the State. On 
the other hand, the right to adequate food encompasses 
much more, as it entails the need to create an economic, 
political and social environment that enables people to 
achieve food security by their own means. 

Does disease related malnutrition have a place in the 
human right to food? How should the right to food be 
understood in the clinical context? In other words, the 
fundamental question is: should people be granted the 
right to “feed themselves” or to be “fed”? 

THE RIGHT TO NUTRITIONAL CARE: AN 
EMERGING HUMAN RIGHT

Let us recall that in the field of public health and in the 
political context, the beneficiary or holder of the right 
to food is considered to be a person with an active role 
to which the State must provide an enabling environ-
ment that allows him or her to “feed himself ” and, 
failing that, to receive assistance with dignity. In the 
clinical context, should individuals be granted the right 
to “feed themselves” or to be “fed”?

In the clinical context, the sick person is more likely 
to have altered nutritional status simply because he or 
she is sick. Therefore, every sick person in contact with 

a health institution should be able to receive nutritional 
care. That is, nutritional screening should be carried 
out to identify nutritional risk, an accurate diagnosis 
of malnutrition leading to a nutritional plan that inclu-
des feeding and nutritional therapy, its surveillance 
and monitoring (Figure 4). For the patient to benefit 
from nutritional care, a clinical nutrition professional 
is required to ensure a complete and adequate nutri-
tional care process. The sick person cannot decide for 
themselves the type of nutrition or food they need. It 
is the professional who issues a recommendation and a 
therapeutic indication. Of course, it is the patient, who 
has the freedom to decide whether or not to accept the 
health professional’s proposal.

Screening

 
Monitoring Nutritional therapy

Figure 4. The stages of the nutritional care.  

Therefore, the sick person has the right to receive a 
nutritional therapy i.e. “to be fed” and this must be gua-
ranteed by the State and the caregivers. The normative 
content of the right to food as conceived in internatio-
nal human rights instruments cannot be applied in the 
same way in the clinical context. Thus, it is possible to 
recognize that patients have the right to receive optimal 
and timely nutritional care, and consequently, it is pos-
sible to recognize an emerging human right: the right to 
nutritional care (Figure 5). 

Recognizing the existence of a right to nutritional 
care would have implications for the beneficiaries of 
the right (patients who are malnourished or at risk of 
malnutrition), and for duty bearers such as the State 
and legislators. For patients, this right would imply that 
they can claim from the state a complete nutritional care 
that prevents or at least limits nutritional alterations 
and modulates metabolic adaptations to have a positive 
impact on the evolution of the disease and outcomes. 
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For States, this right would imply guaranteeing at least 
access, acceptability, availability and quality of food 
and nutritional therapy in the hospital (Figure 5).

For health professionals, the right to nutritional care 
should guide their actions. It is about defending the 
right of each sick person to receive all stages of nutri-
tional care that lead to the patient being “fed” in con-
ditions of dignity. More specifically, the right to benefit 
from nutritional care and to receive nutritional require-
ments through timely, optimal and quality nutritional 
therapy, in a context that supports the emotional, sym-
bolic and social dimension of food. Emphasis should be 
placed on the fact that feeding the sick person should 
not be considered an act of charity, as when feeding 
the ill patients in hospital during the Middle Ages. On 
the contrary, it should be considered as a medical the-
rapy that is integrated into the general care of patients. 
Nutritional therapy is a medical intervention, which 
requires an indication for achieving a treatment goal 
and the informed consent of the competent patient. 
Consequently, physicians, nutritionists, nurses and 
other health professionals must protect, respect and 
guarantee the right to nutritional care through the rea-
lization of all stages of nutritional care including timely 
and optimal nutritional therapy. 

CONCLUSION

Disease-related malnutrition cannot be defined within 
the scope of the right to food. The right to food as con-
sidered in international human rights instruments, such 
as the right to “eat”, cannot be guaranteed in the same 
way in the clinical setting. In this context, a human right 
to nutritional care should be considered, where the per-
son at risk or already malnourished receives nutritional 
care including nutritional therapy in an optimal and 
timely manner. This new emerging human right must 
be studied and defined from a human rights perspective 
so that it can be recognized before national and interna-
tional human rights institutions.
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Summary
Introduction: Nutritional care was 

recognized as a human right in the 
Cartagena Declaration of May 3, 2019. This 
article defines this right and discusses the 
implications of the human right-based 
approach in clinical nutrition and the fight 
against disease-related malnutrition.

Methodology: An analysis was ca-
rried out with the human rights-based 
approach. This approach is a fundamen-
tal strategy to determine the roles and 
obligations of different stakeholders 
(governments and policy makers, health 
institutions, patients, health professionals 
and caregivers).

Results: It is possible to define nutri-
tional care as an emerging human right. 
Its normative mandate is found in princi-
ple 13 of the Cartagena Declaration. Like 
other human rights, it is based on the prin-
ciple of respect for human dignity and its 
content and scope are limited to the field 
of clinical nutrition. Although this manda-
te has no binding force, it does imply an 
important moral commitment to ensure 
that the patient benefits from the nutritio-
nal care process.

Conclusion: The recognition of nutri-
tional care as a human right is the result 
of the effort of international scientific so-
cieties in the field of clinical nutrition that 
seek to fight for a minimum guarantee so 
that people anywhere in the world can 
access nutritional care. In the future, the 
objective is that from a legal and political 
point of view, states also have certain obli-
gations, whose effective implementation 
can be legitimately claimed by people.

Keywords: Human Rights, Nutritional 
Care, Malnutrition

Resumen 
Introducción: el cuidado nutricional fue 

reconocido como un derecho humano en 
la Declaración de Cartagena del 3 de ma-
yo de 2019. En este artículo se define este 
derecho y se analizan las implicaciones del 
enfoque basado en los derechos humanos 
en la nutrición clínica y la lucha contra la 
malnutrición asociada a la enfermedad.

Metodología: se realizó un análisis con 
el enfoque basado en los derechos huma-
nos (Human rights-based approach). Este 
enfoque es una estrategia fundamental 
para determinar el papel y las obligacio-
nes de las diferentes partes interesadas 
(gobiernos y responsables políticos, insti-
tuciones de salud, pacientes, profesiona-
les de la salud y cuidadores). 

Resultados: el cuidado nutricional 
es un derecho humano emergente, cu-
yo mandato normativo se encuentra 
en el principio 13 de la Declaración de 
Cartagena. Al igual que otros derechos 
humanos, se fundamenta en el principio 
del respeto a la dignidad humana, su con-
tenido y alcance se limitan al campo de la 
nutrición clínica. Aunque este mandato no 
tiene fuerza vinculante, sí implica un com-
promiso moral importante para asegurar 
que el paciente se beneficie del proceso 
de cuidado nutricional. 

Conclusión: el reconocimiento del cui-
dado nutricional como derecho humano 
es el resultado del esfuerzo de las socieda-
des científicas internacionales en el cam-
po de la nutrición clínica que pretenden 
luchar por un mínimo de garantía para 
que las personas en cualquier parte del 
mundo puedan acceder al cuidado nutri-
cional. A futuro, el objetivo es que desde el 
punto de vista legal y político, los estados 
también tengan ciertas obligaciones, cuya 
implementación efectiva puede ser legíti-
mamente reclamada por las personas. 

Palabras clave: derechos humanos, cui-
dado nutricional, malnutrición 

Resumo 
Introdução: cuidado nutricional foi re-

conhecido como um direito humano na 
Declaração de Cartagena de 3 de maio de 
2019. Este artigo define esse direito e discute 
as implicações da abordagem baseada nos 
direitos humanos, na nutrição clínica e na lu-
ta contra a desnutrição associada à doença.

Metodologia: foi realizada uma aná-
lise, com a abordagem baseada nos di-
reitos humanos. Essa abordagem é uma 
estratégia fundamental para determinar o 
papel e as obrigações das diferentes par-
tes interessadas (governos, responsáveis 
políticos, instituições de saúde, pacientes, 
profissionais de saúde e cuidadores).

Resultados: O cuidado nutricional é 
um direito humano emergente, cujo man-
dato normativo é encontrado no princípio 
13 da Declaração de Cartagena. Como ou-
tros direitos humanos, é baseado no prin-
cípio do respeito à dignidade humana, o 
seu conteúdo e alcance são limitados ao 
campo da nutrição clínica. Embora este 
mandato não tenha força vinculativa, 
implica um compromisso importante 
para garantir que o paciente beneficie do 
processo do cuidado nutricional.

Conclusão: o reconhecimento do cui-
dado nutricional, como um direito huma-
no é o resultado do esforço das sociedades 
científicas internacionais no campo da 
nutrição clínica, que tem como objetivo 
lutar por uma garantia mínima para que 
as pessoas em qualquer lugar do mundo 
possam aceder ao cuidado nutricional. No 
futuro, o objetivo é que, do ponto de vis-
ta jurídico e político, os estados também 
tenham certas obrigações, cuja imple-
mentação efetiva possa ser legitimamente 
reivindicada pelas pessoas.

Palavras-chave: direitos humanos, cuida-
do nutricional, malnutrição.
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INTRODUCTION  

There is an inextricable link between health and human 
rights. According to Jonathan Mann, health is a human 
rights issue and, inversely, human rights are a health 
issue(1). Over the past 70 years, human rights have 
developed under international law, as bases for public 
health, offering a universal framework for promoting 
justice in public health, elaborating the freedoms and 
rights that are necessary to attain dignity for everyone. 

Human rights are philosophical, legal and political 
concepts claiming that every human being possesses 
inalienable and universal rights, which are independent 
of the current legal framework and of other factors 
such as ethnic origin or nationality(1). Human rights 
are a variety of personal prerogatives of an individual 
that democratic societies, generally, enshrine in the law, 
either through their political constitutions or as a con-
sequence of adhering to international conventions, the-
reby guaranteeing that all figures, including the State, 
respect their primacy. The centrality of human rights in 
health issues is found in well-known public health poli-
cies, programs, and practices. In fact, growing evidence 
shows that norms that enshrine respect, protection and 
fulfillment of human rights can be translated into better 
public health(2). 

The relationship between human rights and nutrition 
is also bidirectional. On the one hand, the human rights-
based approach contributes to the field of nutrition. It 
has done so for several decades, from the field of public 
nutrition, through the human rights instruments and 
institutions which form the basis for formulation and 
implementation of nutrition policies and programs. This 
means that, from the public health perspective, those 
interested in nutrition enforce the states’ obligation to 
promote the human right to adequate food and therefore 
not to be hungry. They also recognize that other human 
rights (civil, political, economic, social and cultural) 
must be implemented to allow the right to food to be a 
reality, founded on a sustainable basis. In other words, 
efforts have focused on using human rights laws and ins-
titutions to unite the efforts  aimed at improving human 
nutrition, as a “moral imperative and as a precondition 
for sustainable social, economic, and human develop-
ment.”(3) On the other hand, the way in which nutrition 
can impact human rights and thus have positive, sustai-
nable effects for human beings and society has recently 
been put into question. In other words, public nutrition 
can contribute to the sustainable development agenda 
through human rights. 

However, nutrition in the clinical context has not 
yet explored the path of the human rights-based 
approach sufficiently. Until now, it has limited itself to 
promote and claim the right to food in the clinical con-
text(4,5). The Declaration of Cancun, signed in 2008 by 
FELANPE was based on the right to food and nutrition 
in hospitals(6). Another example, the Resolution ResAP 
(2003)3 on Food and Nutritional Care in Hospitals, 
adopted by the Committee of Ministers of the Council 
of Europe, was based on the right to food, as stated in 
the introduction: “access to a safe and healthy variety of 
food is a fundamental human right.”(7)

By invoking the right to food and nutrition in hos-
pitals, the right to be protected against hunger and the 
right to adequate food would be promoted. However, 
we consider that the problem of disease-related mal-
nutrition goes further and cannot be considered only 
within the scope of this right, nor its normative con-
tent applied in the clinical context; consequently, a 
proposal is made to recognize a new human right: the 
right to nutritional care(8). Therefore, the International 
Declaration on the Right to Nutritional Care and the 
fight against Malnutrition, Cartagena Declaration, is 
innovative when it recognizes that nutritional care 
must be considered an emerging human right. This 
declaration emerges from the need to take a new look at 
the Declaration of Cancun. Its starting point is the need 
to move forward on key issues such as the promotion 
of clinical nutrition research and education, patient 
empowerment, recognition of the health value in nutri-
tional care and the promotion of an optimal nutritional 
care to impact on the prevalence of disease-related mal-
nutrition and its impact on the disease burden. To make 
progress in this matter, public policies and legislation 
on clinical nutrition are needed, and the promotion of 
the right to nutritional care is a way to achieve this.  

In these circumstances, it is necessary to define nutri-
tional care as a human right. In other words, we want 
to answer the following question: How can the human 
rights-based approach contribute to the development 
of clinical nutrition and the fight against disease-related 
malnutrition? In this article, the right to nutritional care 
is defined under this approach and the implications for 
clinical nutrition are analyzed. 

METHODS  

The human rights-based approach 

The human rights-based approach has been developed 
by the United Nations as the conceptual framework 
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that places the respect, protection and guarantee of 
human rights as the foundation, the objective and 
the tools to make a sustainable human development 
feasible(9). The human rights approach is a popular 
conceptual framework and it carries considerable rhe-
torical and legal power. Furthermore, this approach 
can help mobilize the strength of public opinion to 
achieve change. However, frequently, both the meaning 
of human right claims and the way in which they are 
justified might cause confusion. The lack of a definition 
of human rights fosters the promotion of this approach 
for whatever cause is deemed useful, with the resulting 
indiscriminate proliferation of claims and subsequent 
depreciation. Therefore, defining nutritional care as a 
human right is necessary.

The right to nutritional care has been considered an 
emerging human right by the international scientific 
societies in the clinical nutrition field since May, 2019. 
The ultimate goal is that this human right, beyond 
civil society, is recognized by national and internatio-
nal institutions such as the United Nations Human 
Rights Council. It is an ambitious goal, and the first 
step towards achieving it is to have clarity and precision 
on the definition and contents of this right. The human 
rights-based approach can serve this purpose. Our 
hypothesis is that this approach makes it possible to 
define the right to nutritional care not as an extension 
of the right to health or to food but as a human right 
in itself. This article answers the following questions: 
How is the right to nutritional care classified? What are 
the basis, content and scope of this right? 

RESULTS AND DISCUSSION

Nutritional care is an emerging human right

Emerging human rights are legitimate social claims 
aimed at the formulation of new or renewed human 
rights(10). Emerging human rights have a starting point 
in 2004 in the Universal Declaration of Emerging 
Human Rights(11). This Declaration “pretends to fill the 
existing gaps and contribute to designing a new horizon 
of rights that serves as a guide for social movements, for 
the agendas of political leaders, in order to foster a new 
relationship between global civil society and power.”(10)

Emerging human rights are, on the one hand, those 
rights that arise in the face of the rapid and constant evo-
lution of globalized societies and, on the other hand, a set 
of rights that emerge after having remained “submerged” 
in oblivion or the indifference of states and the interna-
tional system as a whole. As part of the emerging human 

rights there are some innovative ones, such as the right 
to a basic income, or new interpretations of classic rights, 
like for example the right to access medications, conside-
red an extension of the classic right to health.

In the case of clinical nutrition, the application of the 
human rights-based approach allows us to define nutri-
tional care, not as an extension of the right to health 
or the right to food, but as a new human right(8). It is a 
claim by civil society (in this case, scientific societies in 
the field of clinical nutrition) aspiring that all patients 
have access to an optimal and timely nutritional care, 
and that disease-related malnutrition and hunger, in the 
clinical context, be a visible issue. Therefore, and accor-
ding to this approach, it is necessary to define the basis, 
content and scope, the way it has been done for other 
emerging human rights(12) (Table 1).

Human dignity: the foundation of the right to 
nutritional care 
Human dignity is the fundamental value of human 
rights. The notion of human dignity from its philoso-
phical dimension means, according to Immanuel Kant, 
the fact that the person should never be treated as a 
means, but rather as an end in itself. People do not have 
a price, they have dignity (13). Dignity refers to a quality 
that would be linked to the very essence of each human 
being, which would explain why this quality has to be 
equal for everyone and not admit levels or degrees. In 
this sense, it means that all human beings deserve uncon-
ditional respect, regardless of their age, physical or men-
tal health, gender identity or sexual orientation, religion, 
social status or ethnical origin. However, it is necessary 
to recognize that dignity can be an ambiguous concept: 
pro-euthanasia and anti-euthanasia movements exist in 
the name of respect for human dignity. This ambiguity 
can lead to important philosophical and legal debates 
mainly about their operative value in decision making 
and in the legal field. This is why it is necessary to define 
what it means to feed the person in conditions of dignity 
as proposed by the Cartagena Declaration. 

The respect for human dignity, understood as 
a person’s right to be treated ethically, to be valued 
and respected for who they are, is attained by feeding 
the sick person, when their individual autonomy, 
religious beliefs and sociocultural environment are 
taken into consideration. This implies recognizing 
the intrinsic value of each human being, as well as the 
respect for the integrity, the diversity of moral, social 
and cultural values during the stages of the nutritio-
nal care process. 
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The absence of an optimal nutritional care can 
threaten human dignity. But prolonging nutritional 
therapy beyond what’s medically necessary, might 
also be considered as a lack of respect for human 
dignity since the person’s physical integrity would 
be being harmed. Hence, it must be considered that 
nutritional therapy is a medical treatment, the patient 
has the right and the autonomy to refuse it, and the 
caregivers have the obligation to accept this decision 
and not perform futile actions. 

 
Content and scope of the right to  
nutritional care

The content and scope of human rights refer to the 
interests that the rights defend (for example, health 
and knowledge) and the duties generated by these 
underlying interests. Nutritional care as a human right 
implies the duty of guaranteeing all people, especia-
lly those at risk or in a state of malnutrition, access to 
nutritional care and, in particular, to optimal and timely 
nutritional therapy with the purpose, among other 
things, of reducing the high rates of disease-related 
malnutrition and associated morbidity and mortality(8). 
The right to nutritional care is considered to be exer-
cised when every man, woman or child, after a timely 
diagnosis, receives adequate nutrition (therapeutic 
diet, oral, enteral or parenteral nutritional therapy) 
taking into account their dimensions (biological, sym-
bolic, affective and cultural) and does not suffer from 
hunger. Essential elements include safety, timeliness, 
efficiency, efficacy, effectiveness of nutritional care and 
the respect for bioethical principles. This is considered 

the minimum that must be guaranteed, regardless of 
the level of health care. 

Nutritional care is part of overall patient care, and it 
encompasses a process that begins with the identifica-
tion of the nutritional risk and whose objective is to pre-
vent and treat disease-related malnutrition by providing 
a wide range of products, from food to nutritional the-
rapy. The latter is considered as a medical intervention 
that requires a therapeutic indication with a treatment 
objective and that requires the patient’s informed con-
sent. Promoting the right to nutritional care does not 
mean being in favor of administering compulsorily 
nutritional therapy to all sick people during every stage 
of their disease, including the terminal phase. 

Therefore, nutritional care has to do with the duty of 
feeding sick patients by natural or artificial means in order 
to prevent or treat disease-related malnutrition and con-
tribute to health and improving outcomes. The content 
of this human right must be conceived in close relations-
hip with other human rights. It is considered possible to 
frame this duty within the scope of two well-recognized 
rights: the right to food and the right to health.

The human rights approach makes it possible to 
identify duty-bearers. In the case of nutritional care, the 
duty-bearers are States and other interested parties, and 
also healthcare service managers, the scientific society 
and the caregivers. The issue at stake is the capacity for 
health care systems to provide optimal nutritional care. 

 
Human rights indicators 

Human rights indicators provide “specific informa-
tion on the state or condition of an object, event, acti-

Table 1. Characteristics of the human right to nutritional care 

Emerging Human Right

Foundation  
 – Human dignity

Duty-bearers 
 – The Cartagena Declaration morally commits scientific societies in the field of clinical nutrition to promote the right to nutritional 

care 
Rights-holders

 – Patients at risk or in a state of malnutrition

Content and scope
 – Nutritional care is related to the duty of identifying the risk, diagnosing the nutritional state and feeding sick patients by natural 

or artificial means in order to prevent or treat disease-related malnutrition and contribute to health and improving outcomes. 
The content of this human right must be conceived in close relationship with the right to health and the right to food. 
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vity or outcome that can be related to human rights 
norms and standards, and that can be used to assess 
and monitor the promotion and implementation of 
human rights.”(14) They are used to assess and monitor 
the promotion and protection of human rights. The 
importance of these indicators rests on their usefulness 
for making more concrete situation analyses, identi-
fying and defining issues and difficulties that need to be 
addressed. Additionally, they serve to review strategies 
and set objectives and goals, follow progress and assess 
outcome impact(14). The use of indicators contributes to 
improve the effective implementation of human rights.

Indicators can be quantitative or qualitative. 
Quantitative indicators include statistic type indicators, 
while the latter encompass any information articulated 
descriptively or in a “categorical” manner. Indicators can 
also be structural, process or outcome indicators. 

After a thorough analysis, indicators of the right to 
nutritional care have been proposed. The starting point 
was the description of attributes or characteristics that 
detail the normative standards of the right to nutritio-
nal care proposed by the Cartagena Declaration. The 
specification of the attributes of the right to nutritional 
care helps make the content of that right concrete and 
makes explicit the link between the defined indicators 
of this right on the one hand and the normative stan-
dards regarding that right on the other(14).

In general, the attributes are defined according to 
the normative framework of the right in question. In 

our case, the only normative (not legally binding) 
is the Cartagena Declaration, which is complemen-
ted by the normative related to the right to health 
and the right to food, defined in the preamble of this 
Declaration (Table 2).

The identified attributes of the right to nutritional 
care were: 

 � Nutritional care is a process
 � Optimal and timely nutritional therapy for at risk or 

malnourished patients
 � Education of the patient in clinical nutrition
 � Education of caregivers in clinical nutrition 
 � Clinical nutrition research

Table 3 shows the structural, process and outcome 
indicators. These were defined on the basis of the 
Declaration’s Mandate. 

CONCLUSION AND PERSPECTIVE 

Recognizing that all patients have the right to nutritio-
nal care is an important advance in clinical nutrition. 
The human rights-based approach allows the identifi-
cation of the main priorities and objectives in order to 
fight against malnutrition and implement an optimal 
nutritional care for everyone. Among these priorities 
and objectives, it is possible to identify the need to 
improve medical research and education, highlight 
economic aspects, create an institutional culture that 

Table 2. Normative on the right to health and the right to food in the Declaration of Cartagena 

Preamble

 – Article 25 of the Universal Declaration of Human Rights from December 10, 1948 which establishes that “Everyone has the right 
to a standard of living adequate for the health and well-being of himself and of his family, including food […]”

 – Article 11 of the International Covenant on Economic, Social and Cultural Rights (ICESCR) which stipulates that the States 
Parties to the Covenant “recognize the right of everyone to an adequate standard of living for himself and his family, including 
[adequate] food” and affirms the existence of the “fundamental right of everyone to be free from hunger.”

 – Article 12 of the International Covenant on Economic, Social and Cultural Rights, particularly General Comment No. 14 on the 
right to the highest attainable standard of health recognizing that “the right to health embraces a wide range of socio-economic 
factors that promote conditions in which people can lead a healthy life, and extends to the underlying determinants of health, 
such as food and nutrition.”

Principle 13

The Declaration of Cartagena’s Mandate  
 – FELANPE calls on societies and international organizations to unite in the fight against malnutrition and the respect of the right 

to nutritional care. The principles set out in this document will serve as a basis for common action. 
 – The FELANPE urges the States and the Human Rights Council of the United Nations to recognize this Declaration and therefore 

the Right to Nutritional Care as a human right as it guarantees all people, especially the malnourished ill, access to nutritional 
care and, in particular, optimal and timely nutritional therapy in order to reduce the high rates of hospital malnutrition and the 
associated morbidity and mortality.
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Table 3. Right to nutritional care indicators

Attributes

Nutritional care 
process 

Optimal 
and timely 
nutritional 

therapy 

Education of the 
patient in clinical 

nutrition

Education of 
caregivers in clinical 

nutrition

Clinical nutrition 
research 

Structural 
indicator

Legislation on nutritional care 

Public policies to improve nutritional care and fight against disease-related malnutrition 

Process 
indicator 

Proportion of 
hospitals that 
implement the three 
stages of nutritional 
care: Screening, 
nourish, watch.

Proportion of 
hospitals with 
interdisciplinary 
nutritional 
therapy groups. 

Development of 
empowerment and 
therapeutic education 
to patients with 
nutritional therapy 
in the hospital and at 
home. 

Improved nutritional 
curriculum in medical 
faculties and others. 
Creation of 
postgraduate 
programs. 

Creation of groups 
or lines of research 
in clinical nutrition 
and metabolism. 

Outcome 
indicators

Prevalence of nutritional risk and disease-related malnutrition

Prevalence of 
nutritional risk upon 
hospital admission. 

Proportion 
of patients at 
nutritional risk 
who received 
nutritional 
therapy. 

Proportion of patients 
with knowledge of 
nutritional care. 

Teaching hours 
of nutrition at the 
undergraduate level 
of medicine and other 
health professions.
Creation of 
postgraduate 
programs. 

Number of original 
publications on 
clinical nutrition.

values nutritional care and promote patient empower-
ment as necessary actions to improve nutrition.  

Nutritional care must be considered an emerging 
human right. By being recognized only in the Cartagena 
Declaration, and even though it has no legally binding 
force, it does harbor a very important moral strength 
that implies the ethical responsibility to promote nutri-
tional care. 

This right is the result of the efforts of internatio-
nal scientific societies in the field of clinical nutrition 
that seek to achieve a minimum guarantee that people, 
anywhere in the world, can access nutritional care. In 
the future, the objective is that, from a legal and politi-
cal point of view, States also have certain obligations, the 
effective implementation of which can be legitimately 
claimed by people. Therefore, States and other duty-bea-
rers would be bound to “respect, protect, and fulfill” the 
right to benefit from the entire nutritional care process. 
This means that the patient has the right to benefit from 
nutritional screening and for his nutritional state to be 
diagnosed, to receive regular hospital diet, therapeutic 
diet (food modification and supplements) and nutritio-

nal therapy (enteral and parenteral nutrition) administe-
red by a team of experts, and the State has the duty to 
guarantee it. 
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Summary
Introduction: Nutritional care was re-

cognized as a human right in the Cartagena 
Declaration on May 3, 2019. This article 
analyzes the Cartagena Declaration from 
the ethical approach. 

Methodology: An analysis was made ba-
sed on the four principle approach and on 
the principles of the UNESCO Declaration 
of Bioethics and Human Rights.   

Results: it is recognized that the right 
to nutritional care implies feeding the sick 
person in conditions that respect their 
dignity, considering the vulnerability of 
the malnourished person or at risk of mal-
nutrition and respecting the principles of 
bioethics. Therefore, the principles of auto-
nomy, beneficence, non-maleficence and 
justice must be respected. Recognizing 
this right and the ethical basis of the 
Declaration does not imply that the obli-
gation to feed all patients at any stage of 
life and at any cost is being accepted. On 
the contrary, recognizing this right implies 
from an ethical point of view that the best 
decision for the patient must be taken and 
this may include the decision not to feed.

Conclusion: The Cartagena Declaration 
has a fundamental structural ethical com-
ponent which is based on the concepts of 
dignity and vulnerability, respect for auto-
nomy, beneficence, non-maleficence and 
justice as a condition for the practice of 
clinical nutrition. In addition, it promotes 
the values   of justice and equity in nutritio-
nal care.

Keywords: Human rights; Ethics; 
Bioethics; Malnutrition.

Resumen 
Introducción: el cuidado nutricional 

fue reconocido como un derecho huma-
no en la Declaración de Cartagena del 3 
de mayo de 2019. Este artículo analiza la 
Declaración de Cartagena desde la pers-
pectiva y fundamentación ética. 

Metodología: se hace un análisis desde 
la ética teniendo en cuenta los principios 
de la bioética o “principialismo” y los de 
la Declaración de Bioética y Derechos 
Humanos de la UNESCO.

Resultados: se reconoce que el dere-
cho al cuidado nutricional implica alimen-
tar a la persona enferma en condiciones 
que respeten su dignidad, teniendo en 
cuenta la vulnerabilidad de la persona 
desnutrida o en riesgo de desnutrición y 
respetando los principios de la bioética. 
Por lo tanto, se deben respetar los princi-
pios de autonomía, beneficencia, no male-
ficencia y justicia. Reconocer este derecho 
y el fundamento ético de la Declaración 
no implica que se esté aceptando la obli-
gación de alimentar a todos los pacientes 
en cualquier etapa de la vida y bajo cual-
quier costo. Por el contrario, reconocer es-
te derecho implica desde el punto de vista 
ético, que se debe tomar la mejor decisión 
para el paciente y esto puede incluir la de-
cisión de no alimentar.  

Conclusión: la Declaración de Cartagena 
tiene un componente ético estructural fun-
damental el cual se basa en los conceptos 
de dignidad y vulnerabilidad, el respeto a 
la autonomía, la beneficencia, la no male-
ficencia y la justicia como condición para 
el  ejercicio de la nutrición clínica. Además, 
promueve los valores de justicia y equidad 
en el cuidado nutricional.

Palabras clave: derechos humanos, ética, 
bioética, malnutrición. 

Resumo 
Introdução: o cuidado nutricional foi 

reconhecido como um direito humano 
na Declaração de Cartagena de 3 de maio 
de 2019. Este artigo analisa a Declaração 
de Cartagena sob a perspetiva e o funda-
mento ético.

Metodologia: é feita uma análise da 
ética, levando em consideração os prin-
cípios da bioética ou “principialismo” e os 
da Declaração da UNESCO de Bioética e 
Direitos Humanos.

Resultados: a Declaração de Cartagena 
tem como fundamento ético os princípios 
da Declaração da UNESCO de Bioética 
e Direitos Humanos. Reconhece-se que 
o direito ao cuidado nutricional implica 
alimentar a pessoa doente em condições 
que respeitem sua dignidade, levando em 
consideração a vulnerabilidade da pessoa 
desnutrida ou em risco de desnutrição e 
respeitando os princípios da bioética.

Portanto, os princípios de autonomia, 
beneficência, não maleficência e justiça 
devem ser respeitados. O reconhecimento 
deste direito e da base ética da Declaração 
não implica que a obrigação de alimentar 
todos os pacientes em qualquer fase da 
vida e a qualquer custo seja aceite. Pelo 
contrário, reconhecer esse direito implica, 
do ponto de vista ético, que a melhor de-
cisão para o paciente deve ser tomada e is-
so pode incluir a decisão de não alimentar.

Conclusão: a Declaração de Cartagena 
possui um componente ético estrutural 
fundamental, baseado nos conceitos de dig-
nidade e vulnerabilidade, respeito à autono-
mia, beneficência, não maleficência e justiça 
como condição para a prática da nutrição 
clínica. Além disso, promove os valores de 
justiça e equidade no cuidado nutricional.

Palavras-chave: direitos humanos, ética, 
bioética, desnutrição.
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INTRODUCTION

On May 3, 2019, in the city of Cartagena, Colombia, 
the 16 associations, societies and schools that comprise 
the Latin American Federation of Nutritional Therapy, 
Clinical Nutrition and Metabolism (FELANPE), after 
signing the Cartagena Declaration, committed them-
selves to defend the right to nutritional care and to 
fight against malnutrition. The Cartagena Declaration 
seeks through its thirteen principles to provide a frame 
of reference to promote the development of nutritional 
care in the clinical setting that allows all sick people to 
receive nutritional therapy in conditions of dignity. It 
also works as an instrument for the societies that are 
members of FELANPE and all the institutions that 
work in favor of nutritional care to promote, through 
governments, the formulation of policies and legisla-
tions in the field of clinical nutrition. It is a non-binding 
instrument, i.e. one that does not legally bind, but has 
an undeniable moral strength which commits the par-
ties to join efforts in this common fight.  Knowing its 
ethical foundations is key to the implementation of the 
declaration’s principles, the development of the imple-
mentation program and the formulation of policies in 
clinical nutrition. The objective of this article is to carry 
out an analysis on the ethical aspects and principles 
that lay the foundations for the Cartagena Declaration. 

METHODS 

Ethics is a branch of philosophy whose objective is to 
carry out an intellectual analysis of the human moral 
dimension in all its complexity (1). Ethics has to do with 
principles that allow us to make decisions about what 
is morally right and wrong. It refers to a judgment of 
behaviors, good or bad. Bioethics is part of ethics and 
its objective is to reflect on and provide answers to the 
ethical problems and questions or dilemmas introdu-
ced by the advances in science and technology, inclu-
ding decision-making in the field of healthcare. This 
article analyzes the ethical foundation of the Cartagena 
Declaration taking into account the principles of 

bioethics (autonomy, beneficence, nonmaleficence, 
and justice) as well as the principles established in 
UNESCO’s Universal Declaration on Bioethics and 
Human Rights signed by 191 countries in the city of 
Paris on October 19, 2005 (DUBDH)(2). 

RESULTS - ANALYSIS 

Artificial nutrition is considered to be a great advance 
in 20th century medicine, because thanks to the admi-
nistration of nutrients through enteral or parenteral 
routes today we can feed sick people who require it, 
and have an impact on malnutrition, outcomes and 
quality of life. However, this advance leads to ethical 
questioning in particular situations such as palliative 
care and the end of life, cancer, patients with advan-
ced Alzheimer’s, patients in intensive care, etc.(3). The 
difficulties in decision-making and ethical dilemmas in 
this field arise mainly due to a lack of clarity on the role 
of artificial nutrition. It is a medical therapy that has 
to have an indication, a precise therapeutic objective, 
and must have the patient’s, their family’s, or their legal 
representative’s consent. Like every medical therapy, 
artificial nutrition has precise medical indications but 
can also have side effects and complications that can 
be more important than the possible benefit and can 
cause harm to the patient. This is why the decision of 
withholding or withdrawing  nutritional therapy in spe-
cific situations must be made after an analysis of each 
case and after an interdisciplinary consultation with the 
treating medical team and the family. 

By recognizing the right to nutritional care as a 
human right, the Cartagena Declaration is promoting 
a commitment and a very important ethical responsi-
bility for all of the scientific societies or persons who 
push and defend it. It must be made clear that this 
does not mean that the obligation to feed every person 
under any circumstance or during every stage of life, 
including the terminal phase, is being defended. On the 
contrary, recognizing this right implies, from the ethi-
cal point of view, that an agreement must be reached 

 2  Hospital Ethics Committee and Humanism and Bioethics Committee of 
the Fundación Santa Fe de Bogotá, Bogotá, D.C., Colombia.
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together with the patient and their family, on the best 
decision for the patient, and this includes the option of 
not feeding.  Therefore, the feeding of the sick person 
must be promoted under conditions that respect their 
dignity, taking into account and respecting the princi-
ples of bioethics. 

UNESCO’S UNIVERSAL DECLARATION ON 
BIOETHICS AND HUMAN RIGHTS

The Cartagena Declaration is based on the respect for 
the principles established in the UDBHR(2) . It is an 
ethical reference that encompasses matters related to 
medicine, life sciences, and the use of technology asso-
ciated to human beings, taking into account the ethical, 
social, legal and environmental dimensions. 

The UDBHR aims to provide a universal structure 
of principles and procedures to guide States in the for-
mulation of policies, laws and diverse tools applied to 
the field of bioethics.  It is an instrument whose central 
axis is the respect for human dignity, human rights and 
is based on 15 principles (Table 1). 

The Cartagena Declaration recognizes and applies 
them in the field of clinical nutrition, so that Principle 5 
“Ethical principles and values in clinical nutrition”, states:

 “It is important to emphasize that nutritional 
therapy (oral, enteral and parenteral nutrition) 
is considered a great scientific and technological 
advance that has allowed any sick person to be fed 
and to improve clinical outcomes, quality of life 
and impact on health costs. It is recognized that 
with these advances bioethical issues arise that 
may have repercussions on individuals, families 
and groups or communities. These issues should 
be analysed within the framework of the princi-
ples set out in UNESCO’s UDBHR, in particular 
the universal principles of equality, justice and 
equity, non-discrimination and non-stigmatiza-
tion, nonmaleficence, autonomy, beneficence 
and respect for human vulnerability and personal 
integrity.” 

HUMAN DIGNITY

Respect for the person’s dignity is the cornerstone 
upon which the values of both the UDBHR and the 
Cartagena Declaration are based, and it is also the gui-
ding thread of their statements. 

The concept of human dignity and respect for 
human rights are closely related. The approach based 

on human rights allows the identification of priorities 
and objectives in order to fight against malnutrition 
and implement an optimal nutritional care for ever-
yone.  It also allows to understand that human dignity 
is a central axis in the ethical foundation of feeding the 
sick person. The notion of human dignity from its phi-
losophical dimension means, according to Immanuel 
Kant, the fact that the person should never be treated 
as a means, but rather as an end in itself. People do not 
have a price, they have dignity (4). Dignity refers to a 
quality that would be linked to the very essence of each 
human being, which would explain the reason why 
this quality has to be equal for everyone and not admit 
levels, degrees or exceptions. In this sense, it means that 
all human beings deserve unconditional respect, regar-
dless of their age, physical or mental health, gender 
identity or sexual orientation, religion, social status or 
ethnical origin. 

The first principle of the Cartagena Declaration is 
focused exclusively on recognizing the importance of 
feeding the sick person in conditions of dignity. The 
respect for human dignity, understood as a person’s 
right to be treated ethically, to be valued and respected 
for who they are, is attained when by feeding the sick 

Table 1. Principles of the UDBHR, UNESCO 2005

 – Human dignity and human rights

 – Benefit and harm

 – Autonomy and individual responsibility

 – Consent

 – Persons without the capacity to consent 

 – Respect for human vulnerability and personal integrity 

 – Privacy and confidentiality

 – Equality, justice and equity

 – Non-discrimination and non-stigmatization 

 – Respect for cultural diversity and pluralism 

 – Solidarity and cooperation

 – Social responsibility and health 

 – Sharing of benefits 

 – Protecting future generations 

 – Protection of the environment, the biosphere and 
biodiversity
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person (by means of nutritional therapy), their indi-
vidual autonomy, religious beliefs and sociocultural 
environment are considered. This implies recognizing 
the intrinsic value of each human being, as well as the 
respect for integrity, and the diversity of moral, social 
and cultural values during the stages of the nutritional 
care process. 

The absence of an optimal nutritional care can 
threaten human dignity. But prolonging nutritional 
therapy beyond what’s medically necessary, might also 
be considered as a lack of respect for human dignity 
since the person’s physical integrity would be harmed. 
Hence, it must be considered that nutritional therapy is 
a medical treatment, sick people have the right and the 
autonomy to refuse it, and healthcare personnel have 
the obligation to accept this decision and not perform 
futile actions. 

THE VULNERABILITY OF THE 
MALNOURISHED PATIENT

The notion of vulnerability is central to the ethical com-
ponent of clinical nutrition. The Cartagena Declaration  
states: 

“It is recognized that patients at risk or in a state 
of malnutrition are a group considered ethically 
vulnerable. Vulnerability is an inescapable dimen-
sion of human beings and the configuration of 
social relations. Considering the vulnerability of 
the malnourished patient implies recognizing that 
individuals may at some point lack the capacity 
and means to feed themselves and, therefore, it is 
necessary for this need to be met by professionals 
in clinical nutrition. Malnutrition implies physi-
cal, psychological and social deterioration (with 
the risk of losing one’s life and the possibility of 
losing one’s autonomy).”  

The word vulnerable comes from the Latin vulnerabi-
lis, formed by vulnus (wound) and the suffix abilis or 
-able which indicates possibility, that is, that can be 
wounded. Hence the word vulnerability in its common 
use means “capable of ” being wounded. A vulnerable 
person is a person who can be hurt easily and who 
cannot defend themselves expeditiously. It is in this 
way the field of law considers vulnerable people, whom 
the State has the obligation of protecting to avoid, for 
example, them from becoming objects of research. In 
the ethical field, the notion of vulnerability is based on 
the Levinasian notion that suggests a non-intellectual 

morality whose origin is an individual’s vulnerability 
and subjectivity, defined by bodily sensitivity and not 
by conscience, or reason, or the rational deliberation 
of freedom(5). Thus, according to the ethics of vulne-
rability, the matter of respect for and the support of 
the vulnerable person goes beyond the protection of 
a category of individual and the difficult problem of 
informed consent (6). In these conditions, the respect 
for the person is not reduced to the assessment of their 
legal competence nor to the examination of their cog-
nitive abilities. Likewise, the response to specific needs 
cannot turn into deciding for the other which would be 
a dismissal of their will. Furthermore, what situations 
of vulnerability highlight is the need of considering the 
fact that the person needs the other, needs medical care 
and health care structures, and the de facto reality that 
they wish to be considered a person, a human being 
whose dignity is intact despite being at risk of physical 
or cognitive aggression.

Therefore, the deepest ethical sense of vulnerability 
implies a commitment to responsibility towards others, 
the “care for others”(6). Vulnerability implies “the res-
ponsibility for the other” and that means we need the 
other. In the case of malnutrition, a malnourished 
patient is doubly vulnerable because on the one hand, 
their integrity is compromised, and on the other hand, 
they are fragile due to their relationship of dependence 
with the professional who must feed them artificially. 
Malnutrition implies, the same way the illness does, the 
loss of control over the body, of the vital processes that 
are necessary for health and of autonomy. In the case 
of malnutrition this is even more serious because its 
diagnosis is difficult due to the lack of consensus on its 
definition and the methods to determine it; in addition 
to the scarce action of doctors that can be due to insen-
sitivity per se or due to lack of education on the subject 
of malnutrition and its consequences. Therefore, it is 
possible to consider that the malnourished patient is 
a doubly vulnerable patient. In particular situations, 
the person with disease-related malnutrition loses the 
ability to feed themselves. They are then dependent 
on a caregiver, on their technical and scientific quali-
fications, but also on their moral qualities to satisfy the 
medical treatment that is nutritional therapy. 

THE BIOETHICAL PRINCIPLES IN THE 
DECLARATION OF CARTAGENA 

Principlism, according to Tom Beauchamp and James 
Childress, is based on four principles: the respect for the 
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person’s autonomy, the principle of nonmaleficence, the 
principle of beneficence and the principle of justice(7). 
These four principles constitute a common frame of refe-
rence for the analysis of bioethical problems. 

AUTONOMY 

Patients must be treated as autonomous agents, i.e. 
recognize their capacity to make independent and 
authentic decisions about how they want to be fed, 
whether they want to be fed or not, based on their 
knowledge, values and personal beliefs. Autonomy 
does not mean that a patient has the right to obtain 
any treatment they desire or request if this treatment 
in particular is not medically indicated. Autonomy can 
only be excercised after having gathered complete and 
appropriate information, as well as having understood 
it. The decision must be made without any kind of pres-
sure or coercion.

These aspects are manifested in Principles # 1 and 
# 3 of the Cartagena Declaration. On the one hand, 
Principle 1 states that: 

“It must be considered that nutritional therapy 
is a medical therapy, sick persons have the right 
and autonomy to refuse it and caregivers have the 
obligation to accept this decision.” 

This is complemented by Principle # 3 which recogni-
zes the importance of the patient’s empowerment to 
ensure truly autonomous decisions by the patient: 

 “Empowering patients and their families in the 
fight against malnutrition implies empowering 
them to think critically about this syndrome 
and its respective negative consequences, while 
allowing them to make autonomous and infor-
med decisions, such as demanding nutritional 
care and complying with the suggested nutritio-
nal treatment.”

BENEFICENCE 

The principle of beneficence imposes the obligation of 
acting for the patient’s benefit. Caregivers must com-
ply with professional obligations and standards. Each 
decision must be made at the individual level. Health 
professionals have the obligation of maximizing the 
potential benefits for their patients and simultaneously 
minimizing the potential harm for them.

This means that an adequate nutritional therapy 
must be provided in response to a medical indication 
and following the patient’s consent, the screening of 
malnutrition risk must be done using a validated tool 
that is adequate for all people that come into contact 
with health services. Nutritional assessment must be 
conducted on all subjects identified as being at risk by 
the nutritional risk detection. Monitoring of the nutri-
tional therapy must be carried out on all patients.

Respect for the principle of beneficence in the 
Declaration is implicit in the preamble:

“Aware that adequate nutritional therapy can 
correct malnutrition, improve disease prognosis 
and quality of life, reduce comorbidities, morta-
lity and health costs,”

And in Principle # 2 which recognizes that:

“Nutritional care is part of the patient’s overall 
care, and should therefore be an inherent compo-
nent of their care.”

NONMALEFICENCE 

The principle of nonmaleficence imposes the obliga-
tion not to inflict harm on others. Medical nutritional 
therapy must minimize possible harm. If the risk of 
administering nutritional therapy to a specific patient 
outweighs the potential benefits, then the caregivers 
have the obligation of not providing (withholding) 
said therapy. If the nutritional therapy is useless and it 
only prolongs suffering or is postponing death, it must 
be suspended. Additionally, respect for this principle 
implies avoiding the hospitalized patient’s prolonged 
and unnecessary fasting. Withholding or withdrawing 
nutritional therapy if it is considered useless: in a situa-
tion where it would only prolong suffering, or at the 
terminal stage of an incurable or untreatable disease, 
situations in which nutritional therapy would not be 
medically indicated.  

Respect for this principle is recognized in the pream-
ble of the Declaration of Cartagena:

“Aware that nutritional therapy may have side 
effects and low effectiveness in some patients 
such as those in a hypercatabolic state, or if not 
administered properly,”
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Emphasis is also placed on not performing futile actions 
in Principle # 1: 

“It must be considered that nutritional therapy 
is a medical therapy, sick persons have the right 
and autonomy to refuse it and caregivers have the 
obligation to accept this decision and not perform 
futile actions.”

JUSTICE 

The principle of justice refers to an equal access to 
healthcare for everyone. Limited resources, including 
the time that doctors and other healthcare professio-
nals dedicate to their patients, must be allocated uni-
formly in order to achieve a true benefit for the patient. 
The resources must be allocated justly without any 
discrimination. This means that all patients must have 
the best nutritional care available. This implies that 
nutritional therapy must always be administered, like 
any other therapy, only when there is a medical indica-
tion. This is explicit in the preamble of the Cartagena 
Declaration:

“Aware of the need to seek, through the applica-
tion of basic, clinical and public health sciences, 
increasingly effective nutritional solutions,”

And in Principle # 6 of the Declaration where emphasis 
is placed on the value-based approach in healthcare:  

“Under this approach, the aim is to reorient health 
services to improve the satisfaction of people’s 
health needs, particularly nutritional care, while 
maintaining an optimal relationship with costs 
and outcomes.”

Principle # 11 acknowledges the importance of the 
values of justice and equity in nutritional care.

Table 2 shows the ethical contents of the Cartagena 
Declaration.
 
CONCLUSION 

The Cartagena Declaration has a fundamental structural 
ethical component which is based on the concepts of 
dignity and vulnerability. The principles established by 
this Declaration recognize the importance of Principlism 
and promote the respect for autonomy, beneficence, 
nonmaleficence and justice as a condition for the prac-

tice of clinical nutrition. In addition, it promotes the 
values of justice and equity in nutritional care.

Table 2. Ethical Contents of the Declaration of Cartagena

Ethical Foundation Declaration of 
Cartagena

Feed the ill person in conditions of 
dignity

 – Principle 1

Vulnerability of the person at risk of 
malnutrition or in a state of malnutrition 

 – Principle 5

Respect for the principle of autonomy  – Principle 1 
 – Principle 3

Respect for the principle of beneficence  – Preamble 
 – Principle 2

Respect for the principle of 
nonmaleficence

 – Preamble 
 – Principle 1

Respect for the principle of justice  – Preamble 
 – Principle 6
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Summary

The Latin American Federation of 
Nutrition Therapy, Clinical Nutrition and 
Metabolism (FELANPE), in its general 
assembly held last May in the city of 
Cartagena, raised the right to nutritional 
care and the fight against malnutrition 
to the category of human right. The 
Cartagena Declaration, which through 13 
Principles addresses the worrying pro-
blem of malnutrition, in all its forms, in-
dicates how to raise awareness about this 
scourge that is much talked about, investi-
gated, assumed, palliated, we obtain some 
results, but we can rarely beat it. 

Thus, it is recognized that malnutrition 
is a complex problem, requiring complex 
treatments, which are optimized when dis-
ciplines related to nutritional activity such 
as medicine, nursing, nutrition, pharmacy 
and rehabilitation, among others, decide 
to join efforts based on their knowledge 
and respecting the disciplinary competen-
ces, as was explicit in Principle # 4 of the 
Cartagena Declaration focused on the in-
terdisciplinarity of nutritional care, and as 
reflected by Humberto Arenas, Alexandra 
Texeira, Gil Hardy, María Isabel Pedreira, 
authors who integrate this article which is 
about this Principle.

Resumen

La Federación Latinoamericana de Terapia 
Nutricional, Nutrición Clínica y Metabolismo 
(FELANPE), en su asamblea general realizada 
en el pasado mes de mayo en la ciudad de 
Cartagena, elevó a la categoría de derecho 
humano el derecho al cuidado nutricional 
y a la lucha contra la malnutrición. En la 
Declaración de Cartagena, la cual a través 
de 13 Principios aborda el preocupante 
problema de la desnutrición, en todas sus 
formas, indica la manera de crear conciencia 
sobre este flagelo del que mucho se habla, 
se investiga, se asume, se palia, se obtienen 
escasos resultados, pero al que pocas veces 
se consigue vencer. 

Se reconoce, entonces, que la malnu-
trición es un problema complejo, que re-
quiere tratamientos complejos, los cuales 
logran ser optimizados cuando disciplinas 
relacionadas con la actividad nutricional 
como medicina, enfermería, nutrición, 
farmacia y rehabilitación, entre otras, 
deciden sumar esfuerzos basados en sus 
conocimientos y respetando las compe-
tencias disciplinares, como quedó explí-
cito  en el Principio # 4 de la Declaración 
de Cartagena enfocado en la interdiscipli-
nariedad del cuidado nutricional, y como 
lo reflejan Humberto Arenas, Alexandra 
Texeira, Gil Hardy, María Isabel Pedreira, 
autores que integran este artículo que tra-
ta sobre dicho Principio.  

Resumo 

A Federação Latino-Americana de 
Terapia Nutricional, Nutrição Clínica e 
Metabolismo (FELANPE), em sua assem-
bleia geral realizada em maio passado na 
cidade de Cartagena, elevou o direito ao 
cuidado nutricional e o combate à des-
nutrição à categoria de direito humano, 
Declaração de Cartagena, que através 
de 13 princípios aborda o preocupante 
problema da desnutrição, em todas suas 
formas, indica como aumentar a conscien-
tização sobre esse flagelo que é muito co-
mentado, investigado, assumido, aliviado, 
com poucos resultados, mas raramente é 
abatido.

Reconhece-se, então, que a desnutrição 
é um problema complexo, que requer tra-
tamentos complexos, otimizados quando 
disciplinas relacionadas à atividade nu-
tricional, como medicina, enfermagem, 
nutrição, farmácia e reabilitação, entre 
outras, decidem unir esforços com base 
em seus conhecimentos. e respeitando as 
competências disciplinares, como foi ex-
plicitado no Princípio nº 4 da Declaração 
de Cartagena, focado na interdisciplina-
ridade do cuidado nutricional, e refletido 
por Humberto Arenas, Alexandra Texeira, 
Gil Hardy, María Isabel Pedreira, autores 
que integram este artigo que trata deste 
Princípio.
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INTRODUCTION

Principle # 4 of the Cartagena Declaration correctly 
guides nutritional care towards interdisciplinarity: “This 
approach involves the equitable integration of the various 
disciplines related to nutritional activity. Scientific evi-
dence shows the advantages of this approach in terms of 
cost-effectiveness, safety, efficiency and efficacy.”(1)

Malnutrition, in all its forms, is an alteration with a 
high degree of complexity and uncertainty, and should 
be addressed as such. This complexity makes it neces-
sary for diverse disciplines to participate, focusing their 
attention and actions to interact with one another sha-
ring knowledge, experience and objectives. 

For over four decades, when Dr. Stanley J. Dudrick 
used parenteral nutrition with the known outcomes, 
he did so with the help of a health team conformed by 
nursing, pharmaceutical and nutrition professionals, 
an initially multidisciplinary one which then began to 
migrate to interdisciplinarity. Since then, it has been 
recognized that the contribution of each discipline is, 
to a great extent, responsible for the success of nutritio-
nal therapy: saving lives, enabling patients condemned 
to die due to the impossibility of using the digestive 
tract to be nourished, to recover, progress.          

INTERDISCIPLINARY NUTRITIONAL CARE

Interdisciplinary, a term coined by sociologist Louis 
Wirtz and first published in 1937. Interdisciplinarity, 
whose prefix inter anticipates that a relationship will 
be established between the disciplines, one in which 
every one of them will contribute, within their field and 
competence, the different conceptual analysis schemes, 

subjecting them to comparison, critical judgement and, 
finally, incorporating and integrating results with the 
purpose of solving a concrete problem in all its comple-
xity, in this case malnutrition, object of study and care(2). 

As proposed by Mario Tamayo y Tamayo, interdisci-
plinarity is an internal demand of sciences. Let us take 
the case of medicine, nursing, nutrition, pharmacy, reha-
bilitation, psychology, each of them considered particu-
larly, can be considered a level of science, whose purpose 
is to maintain health, prevent, treat, cure or palliate disea-
ses, among others, applies structured processes, which 
respond to a dynamic of their own and which develops 
as each system, of its own discipline, connects to, relates 
to and coexists with the other disciplines(2). 

Therefore, confronting the scourge of malnutrition 
(undernourishment or obesity), a broad and complex 
phenomenon, requires the concurrence of various 
health disciplines, each of which has specific compe-
tences within their curricular context and with a com-
mon structure or base whose reality is defined, studied, 
researched and developed from an own perspective. 
With this foundation (for the issue that concerns us, 
in research and assistance), disciplines start intertwi-
ning, being integrated, giving each other a cohesion of 
knowledge, forming groups or teams that enrich each 
discipline at a personal level, professionally, optimizing 
the nutritional care provided to the patient, family, 
caregivers and the community. 

However, disciplines adopt diverse ways of coexis-
ting, of working as a team, of producing knowledge, 
such as multidisciplinarity, pluridisciplinarity, inter-
disciplinarity, intradisciplinarity and transdisciplina-
rity, each type having its own characteristics, specific 
dynamics and different nuances. In general, Nutritional 

In conclusion, by signing the Cartagena 
Declaration, the societies, associations 
and schools that make up FELANPE, pled-
ged to recognize the importance of pro-
moting equitable disciplinary integration 
to provide optimal nutritional care, both 
in healthcare and academia, as scientific 
evidence proves. 

Keywords: Cartagena Declaration; Mal-
nutrition; Interdisciplinary; Principles.

En conclusión, al firmar la Declaración 
de Cartagena, las sociedades, asociacio-
nes y colegios que conforman la FELANPE, 
se comprometieron a reconocer la impor-
tancia de promover la integración disci-
plinar equitativa para brindar un óptimo 
cuidado nutricional, tanto en la asistencia 
como en la academia, según lo demuestra 
la evidencia científica.

Palabras clave: Declaración de Cartagena, 
desnutrición, interdisciplinariedad, princi-
pios.

Concluindo, ao assinar a Declaração de 
Cartagena, as sociedades, associações e 
escolas que compõem a FELANPE compro-
meteram-se a reconhecer a importância 
de promover uma integração disciplinar 
equitativa para oferecer um atendimento 
nutricional ideal, tanto no atendimento 
quanto na academia, de acordo com evi-
dências científicas.

Palavras-chave: Declaração de Cartagena, 
desnutrição, interdisciplinaridade, princí-
pios.
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Support Teams (NST) embrace multidisciplinarity: “a 
set of disciplines with common objectives that do not 
maintain collaborative relationships with each other.” 

Some scholars of economic issues related to health 
policies propose that transdisciplinarity, defined as “the 
transformation and integration of knowledge from all 
interested perspectives to define and address complex 
problems” or “Process according to which the limits 
of individual disciplines are transcended to address 
problems from multiple perspectives with the aim of 
generating emerging knowledge”, might increase the 
benefits, in financial terms(1).  

The Cartagena Declaration approaches the subject 
of nutritional care from the Interdisciplinarity pers-
pective due to all the advantages it brings along with 
it among which is its essence: it is the sum of knowled-
ges, scientific methods, abilities and disciplinary skills 
that allow solving complex problems that surpass the 
limits and competences of each discipline, creating new 
knowledge, finding certainty in situations of uncer-
tainty, complementing deficiencies with the objective 
of optimizing nutritional care and fighting against mal-
nutrition, contributing to society’s well-being and the-
refore economic progress(1,3). 

Consequently, recognizing the importance of the 
interdisciplinary approach in nutritional care has impli-
cations that are mainly academic, but also for health 
organizations and institutions. The administration of 
nutritional therapy must be done within the framework 
of nutritional therapy teams where, as a minimum, 

nutrition, nursing, medicine and pharmacy professio-
nals participate. Additionally, the inclusion of other 
disciplines such as phono audiology, occupational 
therapy, physical therapy, rehabilitation, social work 
and psychology, which increase the effectiveness of 
nutritional therapy, complement each other, but most 
importantly that it should be done with ethics, huma-
nism, recognizing the other as equal, respecting diffe-
rences, diversity, nutritional care should be provided 
valuing and appreciating the sick person’s vulnerability 
and human dignity (Figure 1).

In 1999, Dr. Óscar Jaramillo, in a communica-
tion to FELANPE, in support of the creation of the 
Interdisciplinary Course on Critical Nutrition, CINC, 
wrote: “The problems that must be solved day after day, 
do not present themselves to us – for our fortune or 
our disgrace- classified in disciplinary blocks. Nature, 
in its admirable wisdom, does not allow – with very few 
exceptions – only one of its individuals to be responsi-
ble for changing its course”. “... The intention is for an 
interdisciplinary work to originate –by spontaneous 
generation- from a non-interdisciplinary education 
given to students, forgetting that university forma-
tion rarely offers students the opportunity to interact 
with other disciplines”. In this sense, the Cartagena 
Declaration recommends that: From the academic 
point of view, not only should the professionals in these 
disciplines be formed in the field of clinical nutrition, 
but specific disciplinary competences should also be 
defined and respected.
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Figure 1. Teamwork models for nutritional care. 
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Importance of the Cartagena Declaration on the 
right to nutritional care and the fight against 
malnutrition. From the medical perspective

Importancia de la Declaración de Cartagena sobre el derecho al cuidado 
nutricional y la lucha contra la malnutrición. Desde la perspectiva médica

Importância da Declaração de Cartagena sob o direito ao cuidado nutricional e a luta 
contra a desnutrição. Do ponto de vista médico

Acad. Dr. Humberto Arenas Márquez, FACS-FASPEN*.

Evidence shows that the rate of prevalence of hospital 
malnutrition is alarming and that its associated care 
costs increase exponentially(4,5); undoubtedly, optimal 
nutrition is intimately related to the positive outcome 
in disease management(6) ; therefore, it would be ideal 
for a nutritional plan to be applied to every sick person 
who enters a hospital(7,8). However, reality is different; 
the doctor leading the care team has not been trained to 
face this challenge and, what is worse, is not conscious 
of this need.

Based on the Hippocratic ethical principle “First, do 
no harm”, the FELANPE has presented the Cartagena 
Declaration in 2019 and defined 13 principles to 
raise awareness, especially among doctors and Health 
System leaders in Latin America, about the right held 
by patients to an optimal in-hospital nutrition through 
the creation of an Institutional Culture that values 
nutritional care(9).

The doctor, as the leader of the interdisciplinary 
health team, through his or her attitude and making use 
of his or her competences such as intelligence, effort 
and charisma must be able to improve his or her self-
awareness and that of his or her collaborators to create 
a coalition capable of transforming its hospital environ-
ment, and thus integrate the process of nutritional care 
into the Institutional Safety Culture(10) whose objecti-

1 Director of the Integrated Intestinal Failure Unit, Hospital San Javier , 
Guadalajara, Jalisco, México. President of FELANPE 2017 – 2018.

*Corresponding author: Humberto Arenas Márquez
arenas50@hotmail.com

ves are: the identification and control of risks that can 
cause nutritional harm to patients, the prevention of 
harm and providing a safe environment to supply opti-
mal nutrition at all times and under any circumstances.

On the other hand, the culture of safety is a matter of 
ethics and is linked to efficiency, given that a safe doctor 
is not the one that is most competent in a skill, but rather 
the one that is most honest in recognizing their own 
competence and ability limitations and that has enough 
courage to ask for help and is committed to learn beyond 
their limitations, especially in the nutritional area(11).

Such cultural shift is a precondition for action that 
will lead to a policy to improve the patient’s nutritional 
care process with a policy of measuring outcomes and 
with them the capacity to act in the political field(12). 

Undoubtedly, trust is the cornerstone of the doctor-
patient relationship(13). The concept of vulnerability is 
particularly relevant when the state of dependency is 
related to the disease; therefore, the sick person trusts 
us medical professionals to provide them a responsi-
ble and dignified care by recognizing their integrity to 
maintain their health and coordinate a care focused on 
the patient’s needs so that patients perceive that they 
are protected when they are most vulnerable.

Although we have significant advances in the medi-
cal sciences, practices have not evolved. In order to 
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achieve the objectives of the Cartagena Declaration, we 
need a unified goal that allows all actions to be aligned.

An objective that has been discussed in debates on 
healthcare and that can be defined and measured is 
the addition of value to systems. Porter has developed 
the theory of value in which the center of attention, 
and therefore of value, are patients. Value in health is 
defined as the achieved result for every unit of money 
invested and is created by a full cycle of care of the 
person’s medical conditions. Value can be measured 
using scientific tools (14,15).

Shared responsibility will be achieved through the 
development of integrated practice units. These integra-
ted systems of care would replace our autonomous and 
individualistic culture, in which specific departments 
and specialties work independently and focus on pro-
viding a limited range of interventions. 

CONCLUSIONS

In order to achieve the goals of the Cartagena 
Declaration, it is essential for a cultural shift to be 
produced among doctors. Systems must invest in a 
comprehensive healthcare model that includes opti-
mal nutrition. Investigation of the doctors’ attitude 
through measurements of their results and costs, as 
well as patient satisfaction, will allow the identification 
of interdisciplinary care teams that five value to the 
patient by including the nutritional process in the insti-
tutional culture. This cultural shift will lead to achieving 
quality care, operational efficiency and financial health 
for the institution and care providers for the patient’s 
benefit (16).
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THE CARTAGENA DECLARATION: THE ROLE 
OF THE PHARMACIST

The Cartagena Declaration(9) on the right to nutritio-
nal care, outlines 13 important Principles, including 
the fact that nutritional care should be a continuous 
process encompassing; Screening, Nourishment and 
Monitoring. Nourishment by oral, enteral nutrition 
(EN) or parenteral nutrition (PN) is considered a 
medical intervention, which like any therapy with side 
effects, risks and benefits should be monitored and 
documented. Moreover, the sterile nutrition products 
used for PN are categorised as pharmaceutical drugs. 
Principle 4 of The Declaration recognises “The inter-
disciplinary approach to nutritional care”. It specifically 
recommends that nutritional care [in hospitals] should 
be performed by interdisciplinary teams, i.e. a nutrition 
support team (NST) which should include at a mini-
mum, nutrition professionals (dietitians), nurses, phy-
sicians and pharmacists. 

A TECHNICAL ROLE

The nutritional care process involves several sta-
ges. Pharmacists are well placed and professionally 
qualified to play a major part in each step, using the 
knowledge and technical skills developed during their 
professional training and post graduate experience. In 
many locations, the formulation and compounding of 
PN regimens remains the cornerstone of this technical 
pharmaceutical role. Since the early pioneering days of 
PN, pharmacists have had responsibility for the prepara-

tion of PN. As experts in pharmacology, microbiology, 
asepsis and pharmaceutical compatibility/stability, 
pharmacists have contributed significantly to the suc-
cessful use of nutritional therapy, by formulating stable 
PN regimens to safely meet individual patient require-
ments. It is well recognised that safe administration is 
key to efficacious PN therapy. Many PN components 
and admixtures are excellent growth media for bacteria 
and moulds, but any such risks can be minimised when 
the processes are supervised be pharmacists. Optimum 
quality can be assured when PN admixtures are prepa-
red by competent technical staff in appropriate aseptic 
facilities that are routinely monitored. 

A substantial body of research data, frequently gene-
rated by hospital, academic and industry pharmacists, 
are available to facilitate judgements on stable and safe 
formulations. In the absence of pharmaceutical input, 
poor understanding of all the issues that influence sta-
bility can lead to serious, even fatal consequences (17).  
On-going training programs for pharmacists and phar-
macy technicians must involve understanding the 
principles and limitations of aseptic techniques, over-
coming the belief that any operation carried out under 
laminar flow automatically results in a sterile product or 
that a good validation overrides an incorrectly designed 
or poorly audited facility. There may be a statistical risk 
of producing ‘infected’ PN bags in a poorly designed, 
uncontrolled Aseptic Unit operated by inadequately 
trained personnel. On the other hand, safety and qua-
lity can be assured if suitably trained pharmacists, who 
fully understand the technical processes involved, can 
nullify the potential microbiological risks by following 
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standard operating procedures and by taking professio-
nal responsibility for their actions. 

A CLINICAL ROLE

Pharmacy participation in daily NST rounds provides 
a useful forum to help identify unexpected events, such 
as pyrexia, avoid the unnecessary removal of central 
lines and improve the likelihood of rapidly identifying 
the causes of such events that can threaten patient 
outcomes. His/her specialist knowledge concerning 
limits for chemical compatibility within which the PN 
prescription can be formulated is invaluable (18).

The pharmacist can also review the concurrent admi-
nistration of other drugs and advise ward staff on phar-
maceutical aspects of safe administration techniques. 
The pharmacist’s understanding of drug pharmacoki-
netics, drug-nutrient interactions (DNI), stability and 
compatibility will ensure that the most convenient and 
safe PN admixture can be prescribed for the patient(19). 
Knowledge of the products available in the hospital 
formulary and their relative costs can also ensure cost 
effectiveness of PN therapy. Interdisciplinary collabo-
ration during patient selection and monitoring, cathe-
ter placement and catheter care, PN prescription and 
preparation is essential. In all these operations there are 
elements of risk and elements of benefit for patients. If 
the correct balance is found, then the so called ‘hazards 
of PN’ can be minimised or even eliminated. Involving 
pharmacists in the patient assessment and prescribing 
processes, allows these important clinical issues to be 
addressed.

MULTI- CHAMBER BAGS (MCB)

One of the most significant PN developments in recent 
decades has been the move from multiple bottle systems 
to single ‘Big Bags’ containing all the daily nutrients. 
Many PN regimens are still compounded into Big Bags 
in hospital Aseptic Units, but latterly industry has been 
able to provide a wide variety of regimens in 2- and 3- 
chamber bags (MCB). The benefits of delivering PN in 
a single MCB have been well documented and accepted 
as the optimum means of safe administration. An unfor-
tunate consequence of the ready availability of MCB 
with long shelf lives coupled with the increasing regula-
tory pressures on GMP etc has been the abandonment 
of PN compounding by many hospital pharmacies and 
closure of their Aseptic Units.  Nevertheless, MCB as 
supplied by the manufacturer, are not ‘All-in-One’ regi-
mens and still require daily aseptic addition of micro-

nutrients. Pharmacists must therefore be vigilant and 
ensure that all PN additives are made aseptically, under 
pharmaceutically controlled conditions.

PHARMACONUTRITION

With continuing clinical interest in ‘nutraceuticals’ for 
immuno-/pharmaco-nutrition it is likely that there 
will be expanding focus on the parenteral administra-
tion of specific amino acids, such as glutamine, argi-
nine, novel lipid sources, such as fish and olive oils, 
individual trace elements and antioxidant vitamins, 
at concentrations greater than RDA. The American 
Nutraceutical Association has defined ‘nutraceuticals’ 
as “naturally occurring dietary substances in pharma-
ceutical dosage forms”(20). This definition certainly 
encompasses PN components and pharmaconutrients, 
but it has been estimated that 75% of home users of 
nutraceutical supplements do not inform their doctor 
or NST and may not regard them as ‘medicines’. In fact, 
many nutraceuticals are potent medications with some 
health benefits but may have potentially adverse effects 
when interacting with PN or EN. We are already aware 
of interactions between thiamine/bisulfite, cysteine/
copper, selenite/ascorbic acid, lipids/peroxides. We 
know that glutamine effects methotrexate pharmacoki-
netics in cancer patients and methionine increases the 
incidence of oxoprolinuria in females on low protein 
diets. Increasing clinical demands for supplementing 
EN and PN regimens with pharmacological doses of 
these nutraceuticals for treatment of specific diseases 
will require even more pharmaceutical involvement for 
aseptic compounding of patient specific pharmaconu-
trition regimens. Not Less! 

A TEACHING ROLE

Pharmacist’s expertise and training in pharmacokine-
tics, DNI and microbiology makes them a principle 
source of knowledge, advice and education for health 
professionals and PN patients. As a key member within 
the interdisciplinary NST, the pharmacist can ensure 
colleagues develop better awareness of potential medi-
cation risks at the patient assessment stages. Expertise 
in medication counselling, allows the pharmacist to 
educate and advise patients on preparation, storage and 
administration of PN at home (HPN). Education and 
on-going training of fellow NST members and HPN 
patients in aseptic techniques for handling PN and 
co-administration of other medications is a key phar-
maceutical responsibility. Centralisation of all prescrip-
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tion-derived records and patient monitoring records 
in the pharmacy, can form an essential part of the PN 
patient’s care plan and will facilitate regular audits for 

constantly improving team performance in the fight 
against disease related malnutrition, as advocated by 
The Cartagena Declaration.
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The reflection focused on the Cartagena Declaration(9) 
by the Committee of Nutritionists of the Latin 
American Federation of Nutritional Therapy, Clinical 
Nutrition and Metabolism (FELANPE) leads us to ask 
ourselves: What is our responsibility as professionals 
and as a group with regard to these rights? 

The answer, undoubtedly, is that as professionals and 
as group we have the responsibility of contributing to 
the promotion of the right to nutritional care and the 
fight against malnutrition, and to the advancement in 
terms of education and research in clinical nutrition, 
so that they become a reality and not just theoretical 
statements that are not put into practice.

While the statements of principles and norms are 
important, without feelings, attitudes and inner con-
viction, we will not achieve the expected outcomes. As 
nutrition professionals, we believe that knowing the 
Declaration is not enough, but that it is necessary to 
embrace its spirit and implement it. 

As a collective, it is our duty to defend this right not 
only by complying with it from the exercise of our daily 
practice, but, additionally, we must ensure that it is res-
pected and fulfilled, avoiding falling into a situation of 
complicity or failure by omission. 

JL Aranguren raises the following question: can the 
man who accepts, at least with his passivity and his 

silence, an unjust social situation be considered a truly 
good man?(21) 

Transferring Aranguren’s question to the context of 
the Cartagena Declaration, we ask ourselves: can the 
Nutritionist who accepts, at least with his passivity, the 
violation of the right to nutritional care and everything 
this implies, be considered good? 

It is the Nutritionist’s responsibility to participate in 
the formulation and implementation of policies for the 
positive fulfillment of the principles of the Cartagena 
Declaration, to analyze governmental structures and 
policies and, simultaneously, to carry out research in 
nutrition and health that contributes data for the elabo-
ration of these policies. 

Demonstrating, through clinical research, that the 
interventions of the nutrition professional solve pro-
blems and help people have full enjoyment of their 
rights to adequate nutritional and health status, is an 
individual commitment as professionals and additiona-
lly a matter of guild and social responsibility. 

We nutritionists must perform a practice that prio-
ritizes the preservation of people’s rights and promo-
tes the acknowledgement of nutrition and health as a 
human right, advocating for the people who are under 
our care. 

The right to nutritional care and the fight against 
malnutrition. From the Nutritionist’s point of view
El derecho al cuidado nutricional y la lucha contra la malnutrición. Desde la 

óptica del Nutricionista
O direito ao cuidado nutricional e a luta contra a desnutrição. Do ponto de vista do 

Nutricionista
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We believe that, driven by the Cartagena Declaration, 
we must form academic and ethics study groups, with 
professors, researchers and clinicians, with the purpose 
of achieving a higher convergence between theory and 

practice, committing ourselves not only to be a good 
Nutritionist, but also a prepared, updated, ethical, 
guild-conscious and professional Nutritionist.
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In May 2019, the Latin American Federation of 
Nutritional Therapy, Clinical Nutrition and Metabolism 
(FELANPE), in a general assembly, approved the 
International Declaration on the Right to Nutritional 
Care and the Fight Against Malnutrition, named the 
Cartagena Declaration. 

The nursing personnel daily witness patients who 
develop malnutrition during their hospitalization or 
who arrive at health institutions in a deplorable state 
of malnutrition(22). This situation largely afflicts people 
who remain 24 hours a day next to those who seek an 
answer to their health needs. There are publications 
of evidence-based studies(23), in which patients who 
remain fasting for surgery, for a longer time than is 
recommended, put their recovery at risk(24). However, 
in many health institutions, there is still resistance to 
making modifications to this practice that may compro-
mise the surgical patient’s life.

As nurses, what do we have to do with this 
Declaration, knowing that together with patients and 
their families, we act in the same field as doctors? 

WE HAVE A LOT TO DO!

It is a fortune to know that States around the world, 
presided over by Dr. Tedros Ghebreyesus, Director-
General of the World Health Organization, WHO, and 
the International Council of Nurses, ICN, during the 
opening of the 72nd World Health Assembly, establis-

hed 2020 as the Year of the Nurse and midwife, giving 
birth to Nursing Now.

This campaign states that “While it is true that the 
WHO recognizes the crucial role that nurses play on 
a daily basis, 2020 will be dedicated to highlight the 
enormous sacrifices and contributions of nurses and 
midwives, and… seeks to train nurses to take their 
place at the heart of the health challenges of the 21st 
century and maximize their contribution to achieve 
Universal Health Coverage.”(25) 

Walking next to health professionals that support 
the Cartagena Declaration, means that Nursing can 
optimize every step towards meeting the challenges 
that healthcare demands, taking into account that “to 
promote the development of nutritional care in the cli-
nical setting that allows all sick people to receive nutri-
tional therapy in conditions of dignity”(9) is one of the 
objectives of the Declaration.

Who better than the nursing team that accompanies 
the patient in their hospitalization at different moments 
in which their clinical conditions change, causing chan-
ges in the therapeutic behaviors that will affect their 
recovery and overall status? 

Nurses are able to observe and act on “factors as 
diverse as education, economic status, social capital 
and the physical environment profoundly affect the 
health and well-being of individuals and populations” 
as stated by one of the principles of the document 
Nursing Now(25).

International declaration on the right to nutritional 
care and the fight against malnutrition. From the 

Nursing perspective 
Declaración Internacional sobre el derecho al cuidado nutricional y la lucha 

contra la malnutrición. Desde la perspectiva de Enfermería
Declaração internacional sobre o direito aos cuidados nutricionais e o combate contra à 

desnutrição. Na perspetiva da Enfermagem
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By conceiving nutritional care as “a continuous pro-
cess consisting of several stages which can be summari-
zed as follows: 1. Screening, 2. Nourish and 3. Watch”, 
as proposed by the Cartagena Declaration, the caregiver 
who is closest to the patient and can act immediately 
upon detecting the alterations present in the patient’s 
evolution and consequently provide care, is the Nurse. 
The Nurse acts throughout the entire assistance process 
with a strong post-operative care teaching approach, 
directly associated with a better patient recovery, in the 
same way that continuous assessment and monitoring 
are very well defined in the nurse’s role(26). 

As stated by the Cartagena Declaration, “Nutrition 
therapy should be monitored and documented. 
Monitoring seeks to verify that the different dimensions 
of nutrition therapy are met and to prevent side effects. 
Documentation serves to track and evaluate the conti-
nuity of therapy for each patient and to ensure quality.”(9) 
It will be the nurse’s leadership in assistance what will 
favor the fulfillment of this record and the monitoring of 
the complications that occur during the patient’s hospi-
talization process. It is these actions, based on the results 
obtained in successful experiences lived in the day-to-
day life with patients, citizens, caregivers, what made the 
proposals recorded in the document Nursing Now and 
the Cartagena Declaration possible, which pleasingly 
walk towards the same objective, shoulder to shoulder, 
optimizing the outcomes that must be achieved.  

Being aware that “clinical nutrition research is a 
pillar for the realization of the right to food in the cli-
nical field and the fight against malnutrition” makes it 
necessary to promote “the teaching of clinical nutrition 
in health careers (medicine, nutrition, nursing, phar-
macy, etc.).”(9) Therefore, interdisciplinary action in the 
formation of students in health areas is fundamental, 
since the beginning of curricular formation, to achieve 
an effective and coherent interaction in order to obtain 
the best results in clinical practice.

In order for the patient to be fed and adequately nou-
rished, it is necessary for each person to carry out con-
crete actions. Caregivers must act knowing the cultural 
level of each patient and their family, with the purpose of 
empowering them so that they can continue the health 
recovery process at home. They will be able to make the 
best decisions based on the freedom that knowledge pro-
vides, identifying what is best for them and their health. 
That freedom can be attained by incorporating the tra-
ining and teaching that the nurse developed with their 
team and transmitted to the patient during their hospi-

talization process, thus optimizing the obtained results 
during the teaching-learning process(27).

The Cartagena Declaration strengthens the actions 
that health teams must develop together with people 
who seek to improve their health when it is compro-
mised. 
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Summary 

The Sustainable Development Goals 
(SDGs) seek to end all forms of hunger 
and malnutrition by 2030 and ensure the 
access of all people, especially children, 
to sufficient and nutritious food throug-
hout the year. However, the goals of SDG 
2 “Zero Hunger,” and the other 16 SDGs do 
not include the problem of disease-related 
malnutrition. Malnutrition (underweight, 
overweight and obesity, micronutrient 
deficiencies) associated with socio-econo-
mic factors (poor diet, hunger and pover-
ty) and disease-related malnutrition have 
different pathophysiological origins and 
mechanisms and therefore need different 
approaches. The Cartagena Declaration 
is an instrument where nutritional care is 
elevated for the first time as a human right 
and can be considered as a strategy to gi-
ve visibility and draw the attention of pu-
blic policy makers on the need to advance 
in this field. By including this type of mal-
nutrition within the global approach to 
the problem of population malnutrition, 
we would be contributing to achieving 
the SDG targets and, in particular, to the 
sustainable development of countries.

Keyword: Sustainable Development 
Goals; Human Rights; Malnutrition.

Resumen 

Los Objetivos de Desarrollo Sostenible 
(ODS) buscan terminar con todas las for-
mas de hambre y desnutrición para 2030 
y velar por el acceso de todas las personas, 
en especial los niños, a una alimentación 
suficiente y nutritiva durante todo el año. 
Sin embargo, las metas del ODS 2 “Hambre 
Cero”, y de los otros 16 ODS no incluyen la 
problemática de la desnutrición asociada 
a la enfermedad. La malnutrición (bajo 
peso, sobrepeso y obesidad, carencia 
de nutrientes) asociada a factores socio 
económicos (mala alimentación, hambre 
y pobreza) y la desnutrición asociada a la 
enfermedad tienen orígenes y mecanis-
mos fisiopatológicos distintos; y por lo 
tanto, necesitan abordajes diferentes. La 
Declaración de Cartagena es un instru-
mento en que, por primera vez, el cuidado 
nutricional es elevado a categoría de de-
recho humano y puede ser considerado 
como una estrategia para dar visibilidad 
y llamar la atención de los formuladores 
de políticas públicas sobre la necesidad 
de avanzar en este campo.  Al incluir este 
tipo de desnutrición dentro del abordaje 
global del problema de la malnutrición de 
las poblaciones estaríamos contribuyendo 
a lograr las metas de los ODS y en concreto 
al desarrollo sostenible de los países.

Palabras clave: objetivos de desarrollo sos-
tenible, derechos humanos, malnutrición. 

Resumo 

Os Objetivos de Desenvolvimento 
Sustentável (ODS) buscam acabar com 
todas as formas de fome e desnutrição até 
2030 e garantir o acesso de todas as pes-
soas, especialmente crianças, a alimentos 
suficientes e nutritivos ao longo do ano. 
No entanto, os objetivos do ODS 2 “Fome 
Zero” e os outros 16 ODS não incluem 
o problema da desnutrição associado à 
doença. A desnutrição (baixo peso, sobre-
peso e obesidade, carência de nutrientes) 
associada a fatores socioeconômicos (má 
alimentação, fome e pobreza) e a desnu-
trição associada à doença têm origens e 
mecanismos fisiopatológicos diferentes 
e, portanto, precisam de abordagens di-
ferentes. A Declaração de Cartagena é um 
instrumento em que, pela primeira vez, o 
cuidado nutricional é elevado à categoria 
de direito humano e pode ser considera-
do uma estratégia para dar visibilidade e 
chamar a atenção dos formuladores de 
políticas públicas sobre a necessidade de 
avançar neste campo. Ao incluir esse tipo 
de desnutrição na abordagem global do 
problema da desnutrição populacional, 
estaríamos contribuindo para alcançar as 
metas dos ODS e, em particular, para o 
desenvolvimento sustentável dos países.

Palavras-chave: objetivos de desenvol-
vimento sustentável, direitos humanos, 
desnutrição.
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INTRODUCTION 

According to the United Nations, sustainable deve-
lopment is defined as “development that meets the 
needs of the present without compromising the abi-
lity of future generations to meet their own needs. 
Sustainable development requires concerted efforts to 
build an inclusive, sustainable and resilient future for 
people and the planet”(1). Sustainable development 
takes into account three basic elements: economic 
growth, social inclusion and environmental protec-
tion. These elements are interrelated and essential for 
the well-being of individuals and societies(1). Extreme 
hunger and malnutrition remain a major obstacle 
to sustainable development. Hunger and malnutri-
tion make people less productive and more prone to 
disease, so they are often unable to increase their inco-
mes and improve their lives.  

In September 2015, more than 150 heads of state 
and governments met at the historic Summit on 
Sustainable Development, at which they approved the 
United Nations Agenda 2030. This Agenda contains 17 
goals and 169 universally applicable targets that, from 1 
January 2016, govern countries’ efforts to achieve a sus-
tainable world(1). The Sustainable Development Goals 
(SDGs) replace the Millennium Development Goals 
(MDGs), and seek to achieve those targets that were not 
achieved. What is innovative about the SDG is that it 
calls on all countries, without distinction, to take a series 
of measures to promote development while protecting 
the planet. They recognize that efforts to address issues 
such as hunger must go hand in hand with strategies that 
support economic growth and address a range of social 
needs, including education, health, social protection and 
employment opportunities, while combating climate 
change and promoting environmental protection. SDGs 
are not legally binding, but countries set targets to be 
achieved through national actions and policies. 

OBJECTIVE 2: HUNGER ZERO

Ending hunger, achieving food security and improving 
nutrition, and promoting sustainable agriculture are 
the focus of Goal 2 “Zero Hunger”.  A world without 
hunger and in good nutritional status can have a posi-
tive impact on the economy, as well as on overall health, 
education, equality and social development. This Zero 
Hunger goal is a central point in building a better future 
for all countries. Hunger and malnutrition, by slowing 
human development, would prevent the achievement 
of the other Sustainable Development Goals, such 

as education, health and gender equality (2) (Table 1, 
Figure 1). 

DISEASE RELATED MALNUTRITION AND SDG

Disease related malnutrition, a specific type of mal-
nutrition caused by a concomitant disease, is highly 
prevalent in all countries of the world (3,4).  In Latin 
America the prevalence of malnutrition at hospital 
admission is higher than in other regions of the world, 
according to a review of the literature is 40 % to 60 %(5), 
and increases with the length of hospital stay. Disease 
related malnutrition is associated with a reduced qua-
lity of life for patients and an increase in infectious and 
non-infectious comorbidities, the length of stay and 
the costs which impose a considerable economic and 
health burden on these countries(6,7).

The risk of malnutrition at the time of admission has 
been correlated with several factors including metabo-
lic alterations, the impact of the disease on nutritional 
requirements, decreased food intake, organizational pro-
blems and lack of awareness and medical education. We 
believe that whatever the reason, the higher prevalence 
of disease-related malnutrition in Latin America could 
be influenced by the higher prevalence of hunger and 
malnutrition in the general population. This means that 
socio-economic conditions and public health conditions 
(access and health coverage) may influence the higher 
prevalence of hospital nutritional risk in the region. 

The burden of malnutrition was investigated in 
Colombia in hospitalized patients with cardiovascular 
or pulmonary disease in a multicenter study by Ruiz 
et al (8). This study showed that the risk of malnutri-
tion detected with the Malnutrition Screening Tool 
(MST) was associated with a 1.6-day increase in the 
average length of hospital stay, with a relative increase 
of 30.13% in the average cost associated with hospita-
lization. It was also associated with an increased risk of 
mortality up to 30 days after discharge from hospital.

Numerous studies have shown that nutritional care 
can improve clinical outcomes and reduce health care 
costs in different areas of the disease, such as critically 
ill patients (9,10), pancreatitis (11), older adults (12), patients 
with dysphagia (13), and patients with chronic obstruc-
tive disease (14).

Despite this evidence, disease related malnutrition is 
not often detected and, therefore, is not treated in hos-
pitals, alerts are not generated, and there is no concern 
among policy-makers. Few countries have legislation 
and public policies on this issue.  In addition, none of 



78

Cardenas D. Rev. Nutr. Clin. Metab. 2019;2(Supl.1):76-81.

the targets of Goal 2, nor of any of the other 16 SDGs, 
mentions malnutrition associated with disease (Table 
1). This means that governments will focus on addres-
sing undernutrition and food security without taking 
into account this specific type of disease-related mal-
nutrition. 

GOAL 2 “ZERO HUNGER” AND THE  
CARTAGENA DECLARATION  

In order to include the problem of disease related malnu-
trition in the national and international political agenda 
and to increase the probability of formulating policies 
to combat this problem, particularly in the hospital set-
ting, it is necessary as a first step to give visibility to the 
problem and generate awareness of its importance. The 
Cartagena Declaration is an instrument where, for the 
first time, nutritional care is elevated to the category of 
a human right. Although this Declaration commits only 
societies to work in its defense, it is a first step towards 
giving visibility and attracting the attention of public 

policy makers. Raising nutritional care to the rank of 
human right will serve as a strategy so that when eva-
luating and seeking solutions to the problem of malnu-
trition of the population, disease-related malnutrition 
will also be considered. This is essential if we bear in 
mind that malnutrition (underweight, overweight and 
obesity) associated with socioeconomic factors (poor 
nutrition, hunger and poverty) and disease-related mal-
nutrition have different origins and physiopathological 
mechanisms, and therefore, need a different approach 
(Figure 2). 

In this way, by making the problem visible and fighting 
for nutritional care for all patients, we would be contri-
buting to the sustainable development of countries. 

CONCLUSION 

When scientific societies and health professionals 
assume the defense of the right to nutritional care, they 
promote the visibility of this issue. The objective is to 
ensure that disease-related malnutrition is included in 

Table 1. Goal 2 Targets: Zero Hunger

2.1 By 2030, end hunger and ensure access for all people, in particular the poor and vulnerable, including infants, to healthy, 
nutritious and adequate food throughout the year

2.2 By 2030, end all forms of malnutrition, even by achieving, by 2025, the internationally agreed goals on growth stunting and 
emaciation of children under five years of age, and address the nutritional needs of adolescents, pregnant and lactating women 
and older persons

2.3 By 2030, double the agricultural productivity and incomes of small-scale food producers, particularly women, indigenous 
peoples, family farmers, pastoralists and fisherfolk, including through secure and equitable access to land, other productive 
resources and inputs, knowledge, financial services, markets and opportunities for value-added generation and non-agricultural 
employment

2.4 By 2030, ensure the sustainability of food production systems and implement resilient agricultural practices that increase 
productivity and production, contribute to the maintenance of ecosystems, strengthen resilience to climate change, extreme 
weather events, droughts, floods and other disasters, and progressively improve soil and land quality.

2.5 By 2020, maintain the genetic diversity of seeds, cultivated plants and farm and domesticated animals and their related wild 
species, including through the sound management and diversification of seed and plant banks at the national, regional and 
international levels, and promote access to the benefits arising from the utilization of genetic resources and traditional knowledge 
and their fair and equitable sharing, as agreed internationally.

2.a Increase investments, including through enhanced international cooperation, in rural infrastructure, agricultural research 
and extension services, technological development and gene banks of plants and livestock in order to improve agricultural 
production capacity in developing countries, in particular in the least developed countries.

2.b To correct and prevent trade restrictions and distortions in world agricultural markets, including through the parallel 
elimination of all forms of agricultural export subsidies and all export measures with equivalent effect, in accordance with the 
mandate of the Doha Development Round.

2.c. Take measures to ensure the proper functioning of markets for food commodities and their derivatives and facilitate timely 
access to market information, particularly on food stocks, in order to help limit extreme food price volatility.

Source: https://www.un.org/sustainabledevelopment/es/.
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Figure 1. Including disease-related malnutrition and promoting nutritional care in the clinical setting would contribute to the 
sustainable development of countries. From:  https://www.un.org/sustainabledevelopment/es/.
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Figure 2. A: Pathways from inadequate food access to multiple forms of malnutrition (Except disease related malnutrition) According 
to the FAO, 2018(15); B: Pathways from disease to malnutrition. Figure according to the classifications and definitions of ESPEN(4).
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the global approach to the problem of population mal-
nutrition. In this way, the science of clinical nutrition 
is contributing to the achievement of the goals of the 
United Nations Agenda 2030 and in particular to the 
sustainable development of the countries.
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Summary

Considering the high prevalence of 
disease-related malnutrition and the need 
to advance education and research in cli-
nical nutrition, the Cartagena Declaration 
was signed in May 2019. This is the 
International Declaration on the right to 
nutritional care which is addressed to so-
cieties, colleges and associations affiliated 
with FELANPE, and to any organization or 
institution that promotes the fight against 
malnutrition.

The Declaration provides a coherent fra-
mework of 13 Principles which can serve 
as a guide in the development of action 
plans. In addition, it will serve as an instru-
ment for states to formulate policies and 
legislate in the field of clinical nutrition. 
We believe that the general framework 
of principles proposed by the Declaration 
can contribute to raising awareness about 
the magnitude of this problem and for-
ging cooperation networks between the 
countries of the region, and why not, the 
world. It will be, then, contributing to 
achieving the United Nations Sustainable 
Development Goals that seek, by 2030, to 
end all forms of malnutrition.

Resumen 

Frente a la alta prevalencia de mal-
nutrición asociada a la enfermedad y la 
necesidad de avanzar en la educación 
e investigación en nutrición clínica, se 
firmó en mayo de 2019 la Declaración 
de Cartagena. Se trata de la Declaración 
Internacional sobre el derecho al cuidado 
nutricional la cual va dirigida a las socie-
dades, colegios y asociaciones afiliadas a 
la FELANPE, y a toda organización o ins-
titución que promueva la lucha contra la 
malnutrición. 

La Declaración proporciona un mar-
co coherente de 13 Principios los cuales 
podrán servir de guía en el desarrollo de 
los planes de acción. Además, servirá co-
mo un instrumento para que los Estados 
formulen políticas y legislen en el campo 
de la nutrición clínica. Consideramos que 
el marco general de principios propues-
to por la Declaración puede contribuir a 
crear conciencia acerca de la magnitud de 
este problema y a forjar redes de coope-
ración entre los países de la región, y por 
qué no del mundo. Se estará, entonces, 
contribuyendo a alcanzar los Objetivos de 
Desarrollo Sostenible de Naciones Unidas 
que buscan, para 2030, poner fin a todas 
las formas de malnutrición.

Resumo

Face á alta prevalência de desnutrição 
associada à doença e a necessidade de 
avançar na educação e pesquisa em 
nutrição clínica, se assinou em maio de 
2019 a Declaração de Cartagena. Esta é a 
Declaração Internacional sobre o direito 
ao cuidado nutricional, dirigida a socie-
dades, faculdades e associações afiliadas 
na FELANPE e a qualquer organização ou 
instituição que promova o combate à des-
nutrição.  

A Declaração fornece uma estrutura 
coerente de 13 Princípios que podem ser-
vir como um guia no desenvolvimento de 
planos de ação. Além disso, servirá como 
um instrumento para os estados formu-
larem políticas e legislem no campo da 
nutrição clínica. Acreditamos que o qua-
dro geral dos princípios propostos pela 
Declaração pode contribuir para a criação 
de uma consciencia  sobre a magnitude 
deste problema e criar redes de coope-
ração entre os países da região, e porque 
não do mundo. Contribuirá, então, para al-
cançar os Objetivos de Desenvolvimento 
Sustentável das Nações Unidas que 
buscam, até 2030, acabar com todas as 
formas de desnutrição.
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The Colombian Association of Clinical 
Nutrition and FELANPE propose a program 
which aims to implement actions aimed at 
promoting and putting into practice each 
of its 13 Principles.

Keywords: Human rights; Malnutrition; 
Principles.

La Asociación Colombiana de Nutrición 
Clínica y la FELANPE proponen un progra-
ma de implementación el cual tiene como 
finalidad poner en marcha acciones enca-
minadas a promover y a poner en práctica 
cada uno de sus 13 Principios. 

Palabras clave: derechos humanos, mal-
nutrición, Principios. 

A Associação Colombiana de Nutrição 
Clínica e a FELANPE propõem um pro-
grama de implementação que tem como 
propósito promover ações  e colocar em 
prática cada um de seus 13 princípios.

Palavras-chave: direitos humanos, des-
nutrição, Princípios.
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INTRODUCTION 

The Cartagena Declaration should be considered as a 
starting point for the development of actions that seek 
to promote the right to nutritional care and the fight 
against malnutrition. The principles established therein 
must be transformed into concrete actions. To this end, 
an implementation program is proposed, the purpose 
of which is to implement actions aimed at promoting 
each of its 13 principles (Figure 1). 

The program for the implementation of the 
Cartagena Declaration is justified, first, by the need to 
promote better nutritional care and the fight against 
disease related malnutrition.  Its foundation is the 
recognition of nutritional care as an emerging human 
right that implies that the right of everyone to benefit 
from the stages of nutritional care that lead to ade-
quate nutritional therapy (supplements, therapeutic 
diet, enteral and parenteral nutrition, etc.) should be 
respected, protected and fulfilled(1). This means that 
the patient has the right to benefit from the stages of 
nutritional care by a team of experts, and the govern-

ment should be able to guarantee this. This human right 
is inseparable from the right to health and the right to 
food. We are convinced that promoting this right from 
the level of primary care to highly complex hospital 
institutions is a mechanism that will make it possible 
to combat the problem of malnutrition and to promote 
nutritional therapy in conditions of dignity for all(1). 

Second, the need to advance clinical nutrition edu-
cation and research. The lack of education and training 
of health professionals (doctors, nutritionists, nurses 
and pharmacists, among others) in the field of clinical 
nutrition is alarming(2). This is in addition to the lack of 
awareness of these professionals about the importance 
of addressing nutritional problems with patients in an 
appropriate manner. The integration of content and a 
sufficient number of hours of nutrition education into 
undergraduate curriculums is a priority. In addition, the 
recognition of clinical nutrition as a specialty is essen-
tial in order to promote its teaching in postgraduate and 
continuing education programs. Providing high quality 
nutrition education to physicians and other health pro-
fessionals is a mechanism that contributes to building 
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healthier populations. Hand in hand with education, 
research will promote and ensure the development of 
the discipline. The development of research lines on the 
most frequent problems in this field is a priority. In par-
ticular, efforts should be directed to the understanding 
of the physiopathology of malnutrition, metabolic and 
nutritional alterations and adaptations through inno-
vative technology (for example, metabolomics) which 
will be important to optimize treatment and develop 
new strategies to obtain better results. 

Third, the need for tools to address bioethical ques-
tions and dilemmas. The possibility of feeding all the 
sick people who require it thanks to advances in science 
and technology entails bioethical questions and dilem-
mas. We believe that the exercise of clinical nutrition 
should be carried out within the framework of a set of 
ethical principles and values which should be based on 
respect for human dignity. The UNESCO Declaration 
on Bioethics and Human Rights, promulgated on 19 

October 2005, served as a reference for the develop-
ment of these principles.

In this article we will present the general guidelines 
of the program of implementation of the Cartagena 
Declaration, in particular the development of the toolbox.

OBJECTIVES OF THE IMPLEMENTATION 
PROGRAM  

1. To define the necessary mechanisms to promote 
the Cartagena Declaration in the academic sphere, 
with national and international scientific societies, in 
health institutions, with the pharmaceutical industry 
and governments. Actions to achieve this objective 
have been determined since the signing of the Decla-
ration and will be maintained on an ongoing basis. 

2. Develop the necessary tools for the implementation 
of the principles of the Cartagena Declaration. Dis-
semination of the tools will begin in the third quar-
ter of 2019 and extend to 2020.

3. Adopt the strategy to measure, through indicators, 
compliance with the implementation of the Carta-
gena Declaration.  In the first instance, the indicators 
will be defined and developed in order to later pro-
mote their implementation. 

WORKING GROUP

The implementation program and the development of 
the program’s tools will be carried out by three working 
groups made up of experts in clinical nutrition from 
Latin America.  

 � Research and education 
 � Ethics 
 � Promoting Nutritional Care

Each working  group will focus on the development of 
tools that consider the principles of the Declaration. 
The relationship of working groups to the principles of 
the Cartagena Declaration is shown in Table 1.

THE TOOLBOX 

It will be made up of the following nine tools: 

1.  Nutritional Care Process Implementation 
Guide and Manual

The objective of this manual is to provide the guidelines 
and basic tools necessary to implement the nutritional 
care model in institutions and at the different levels of 

Figure 1. Steps of the Cartagena Declaration.  

Signing of the Cartagena Declaration
May 3, 2019

Design of the toolbox kit
2019 - 2020

Implementation program
2020 - 2022

Assessment and measurements of the 
implementation program

From 2022
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nutritional care in Latin America.  It will include recom-
mendations on the use of screening, diagnostic, nutri-
tional therapy and surveillance tools. In addition, it will 
facilitate economic and scientific arguments to promote 
the development of nutritional care in institutions or 
health systems. This tool seeks to provide detailed gui-
dance for improving nutritional care in clinical practice 
and for institutions that do not yet have a nutritional 
care structure to implement it. That is, this tool also aims 
to provide methodological assistance to develop the 
nutritional care model, recommendations on planning, 
implementation and monitoring of nutritional care.

2.  Guide to promoting the creation of 
interdisciplinary nutrition therapy groups

This tool aims to provide detailed guidance for the crea-
tion of interdisciplinary nutritional therapy groups. It 

will provide methodological and operational assistance 
to develop them. 

3.  Manual for Patient Education and 
Empowerment

The purpose of this manual is to provide the basic gui-
delines and tools necessary to educate and empower the 
patient. The development of this manual will be based 
on a literature review and an expert consensus meeting. 

4.  Ethics and transparency policy for nutrition 
societies

Its objective is to develop a model document defining 
a policy of ethics and transparency based on the prin-
ciples of the Declaration. The main objective is to pro-
mote ethical and more transparent relations between 

Table 1. Working groups and the principles of the Cartagena Declaration 

Principles of the Cartagena Declaration Working groups

Promotion of 
nutritional 

care

Research and 
Education

Ethics 

1 Nutrition in conditions of dignity of the sick person x x

2 Nutritional care is a process x

3 Patient empowerment as a necessary action to improve nutritional care x x

4 The Interdisciplinary Approach to Nutritional Care x x x

5 Ethical principles and values in nutritional care x x x

6 Integrating value-based health care (economic aspects) x

7 Clinical nutrition research is a pillar for the fulfillment of the right to 
nutritional care and the fight against malnutrition.

x

8 Clinical nutrition education is a fundamental axis for the fulfillment of the 
right to nutritional care and the fight against malnutrition.

x

9 Strengthening clinical nutrition networks x x x

10 Creating an institutional culture that values nutritional care x x

11 Justice and equity in nutritional care x x

12 Ethical, deontological and transparency principles of the nutritional 
pharmaceutical industry (NPh&I)

x x

13 International Call to Action x x x
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scientific societies and different actors, such as the 
pharmaceutical industry, among others. 

5. Guideline on Ethical Principles in Nutrition

Explanatory and academic materials will be produced 
on ethical principles to facilitate addressing ethical pro-
blems and dilemmas in nutrition. The development of 
this manual will be based on a literature review and an 
expert consensus meeting. 

6.  Manual of Principles of Clinical Nutrition 
Research

The purpose of this manual is to provide the basic gui-
delines and tools necessary to promote research in cli-
nical nutrition. 

7.  Core curriculum for undergraduate clinical 
nutrition education (medicine, nutrition, 
nursing, pharmacy, etc.).

The undergraduate core curriculum aims to establish 
the competencies, attitudes and skills needed by health 
professionals. It will begin with the core curriculum for 
physicians. The curriculum will be developed after a 
literature review and an expert consensus meeting. 

8.  Nutrition curriculum and competencies for 
postgraduate education

The curriculum shall include recommendations and 
minimum curriculum content as well as competencies 
for the health professional who wishes to develop in the 
areas of clinical nutrition and nutritional therapy. The 
curriculum will be developed after a literature review 
and an expert consensus meeting. 

9.  Strategies and guidelines for the creation 
of public policies and legislation in clinical 
nutrition

This directive will have the key elements to bring the 
issue of malnutrition onto the political and public 

health agenda.  A survey will be carried out to find out 
the current state of legislation and public policies on 
clinical nutrition in all the countries that are part of 
FELANPE. 

CONCLUSION 

The mission of the implementation program is to trans-
late the principles of the Cartagena Declaration into 
concrete actions. The toolbox represents an important 
step for nutritional care to be recognized as a human 
right. While the Cartagena Declaration contains the 
principles on what should be done, the toolbox shows 
how this can be done. It will include a series of analyti-
cal, practical and educational tools that offer guidance 
and advice on the practical aspects of the 13 principles.  
The program comes at an opportune time. Clinical 
nutrition societies and associations are looking for ways 
to improve the rates of disease-related malnutrition and 
to promote education and research in clinical nutrition. 
In that sense, these tools represent valuable guidance. 
FELANPE remains committed to continue supporting 
these efforts.
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