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Abstract

Managing residential care facilities (RCFs) includes the ability to manage adverse events while
maintaining a human rights-based approach to care and support. Literature investigating rights-based
approaches in RCFs is scarce; therefore, an investigation of the current approach in RCFs will inform
improvements. This study sought to identify whether RCFs in Ireland upheld a rights-based approach
during the course of adverse events by analyzing notifications of adverse events from 2021 taken from
the Database of Statutory Notifications from Social Care in Ireland. Data analysis was conducted
independently by two researchers. Notifications of adverse events were coded according to whether the
human rights principles of fairness, respect, equality, dignity, and autonomy were upheld or violated
during the adverse event and its subsequent management. There was some evidence of violations,
including staff violations during adverse events and their management, as well as residents violating
fellow residents’ autonomy, respect, and dignity in notifications of “serious injury” and “allegations of
abuse.” However, overall, good practice was identified, with residents” human rights upheld by staff. Our
findings indicate that a rights-based approach to care and support is being upheld during adverse events

and their management, which may indicate that such an approach to care and support has been adopted
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Introduction

Human rights are the basic rights and freedoms
that all people should enjoy. They are protected
under the Universal Declaration of Human Rights
and the European Convention on Human Rights.!
How these rights are understood and applied so that
people with disabilities can fully enjoy their human
rights is further addressed in the Convention on the
Rights of Persons with Disabilities.> A convention
on the rights of older persons has not been adopted
to date but has been advocated for in the academic
literature Respect for human rights is also implicit
within many published codes of conduct and ethics
of health and social care professionals.* A human
rights-based approach to health care and to social
care can be considered as adherence to the underly-
ing principles in human rights instruments.

A rights-based approach to delivering care
and support for people with disability and older
persons ensures that their human rights are pro-
tected and supported while availing of health care
and social care’ Residential care facilities (RCFs)
provide health care and social care in the form of
accommodation, nursing, and supportive services
to people who cannot live independently. In Ireland,
RCFs can encompass nursing homes, supportive
care facilities, residential homes, rehabilitation
centers, and palliative care centers, among other
facilities. The care provided by RCFs encompasses
both health care and social care and can range
from full nursing care to assisted living and from
full-time care to respite. Embedding a rights-based
approach in the service culture of RCFs ensures that
people availing of services are treated with fairness,
dignity, respect, and equality and that they can
participate fully in decisions about their own care.

The human rights principles outlined in leg-
islation are often used to make up frameworks that
can serve as practical tools to guide the implementa-
tion of a rights-based approach in practice without
the need for knowledge of human rights legisla-
tion.® Frameworks such as the PANEL principles
(participation, accountability, nondiscrimination,
and equality) and the FREDA principles (fairness,
respect, equality, dignity, and autonomy) have been
adopted by national regulators of health and social

care to promote and monitor a rights-based ap-
proach. Ireland’s Health Information and Quality
Authority has published rights-based guidance for
RCFs underpinned by the FREDA principles.® These
tools can also be used by health and social care reg-
ulators and researchers to assess for a rights-based
approach in health and social care settings.

RCFs are typically regulated with the goal of
maintaining and improving the quality of care and
safeguarding residents® Regulation can improve
the quality and standard of care by implementing
improvements across all regulated organizations
and by focusing on poorly performing organiza-
tions.” A rights-based approach to caring for older
persons and for people with disability has been
called for in the literature.” It is a strategic objective
of the regulators of RCFs in Ireland and elsewhere,
who, in addition to promoting a rights-based ap-
proach, identify, challenge, and report on breaches
of rights in health and social care services.”

A common aspect of regulating RCFs is the
statutory mandate to notify the regulator of ad-
verse events, as is the case in Ireland.” Statutory
notifications from RCFs in Ireland, similar to
other jurisdictions, provide detail on the incident,
the actions taken by the RCF, and the outcome.™
They include valuable information that is utilized
to assess compliance with regulations, assess levels
of risk to residents, and monitor the quality of care
and support provided. Analyzing statutory notifi-
cation data can provide insight into the approach
to care and support taken during the management
of adverse events in RCFs. This can inform qual-
ity improvement across the system.® Analyzing
notifications can also identify system failures and
contributing factors that can inform risk man-
agement recommendations and opportunities for
quality improvement.” Adverse events are complex,
can have multiple contributing factors, and are
high-stress situations for both residents and staff.”

There is a scarcity of literature investigating a
rights-based approach in social care and analyzing
adverse events, specifically in RCFs. Reviewing stat-
utory notifications provides a method to investigate
the approach taken to care and support in health
and social care settings. In this light, we designed
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a study reviewing and analyzing the narratives that
are part of statutory notifications of adverse events
from RCFs in order to identify if FREDA principles
were being violated or upheld during the course
of adverse events and their management. This can
help inform interventions aimed at improving the
quality and safety of RCFs.

Methods

Context

In Ireland, the regulation of RCFs is the respon-
sibility of the chief inspector of social services of
the Health Information and Quality Authority. The
regulator receives statutory notifications of adverse
events from all RCFs that detail the circumstances
of the incident, the number of residents involved,
and the actions taken by the RCF throughout the
adverse event.® The free-text data contained in
each notification are entered by staff members of
the RCF submitting the notification and by the
regulatory inspector that reviewed the notification.
The nine types of notifications mandated in Ireland
are “unexpected death,” “outbreak of infectious
disease,” “COVID-19 outbreak,” “serious injury to
residents,” “unexplained absence of residents,
legations of abuse,” “staff misconduct,
professional review,” and any “fire, loss of service
or unplanned evacuation.” The regulator must be
notified of these adverse events within three days
of their occurrence. Quarterly reporting is also
mandated. Such notifications must describe the
RCF’s use of restraints, its operation of fire safety
equipment, and the occurrence of theft, non-seri-
ous injuries, pressure sores, and expected deaths
in the facility. These quarterly notifications differ
fundamentally from the three-day notifications
because they take a trend approach to monitoring
care and safety rather than one based on individual
incidents.

We used the Database of Statutory Notifica-
tions from Social Care in Ireland 2013-2021 as the
basis for our analysis.”” This database is a com-
prehensive national repository of all notifications
received by the regulator. Each notification received
by the regulator is risk rated by the inspector re-

» «

al-

» <«

staff under

sponsible for monitoring the center that submitted
the notification. The risk rating is a combination of
two values: the risk likelihood and the risk impact.
Both of these values range from 1 (lowest risk) to 5
(highest risk). These values are multiplied to derive
the risk rating for the notification. The risk rating
is color-coded as follows: green=1-3, yellow=4-6,
orange=8-12, and red=15-25.

Sample

In order to draw a representative sample that in-
cluded all service types (n=4; RCFs for older people,
RCFs for adults with disabilities, RCFs for children
with disabilities, and RCFs for people of all ages
with disability), notification types (n=9), and
risk rating colors (n=4), we stratified the sample
by service type, notification type, and risk rating
color. Upon receipt, each notification is assigned
a reference number. Notifications received in 2021
(total n=39,336) were extracted from the Database
of Statutory Notifications from Social Care in Ire-
land. Quarterly notifications were excluded from
the analysis (n=15,357). Using the random number
generator in Microsoft Excel, we drew the top two
of each type of notification, stratified as above. Not
all types of notifications or risk ratings were re-
ceived from each type of service. Thus, this method
resulted in a total of 194 notifications in our sample
for analysis.

Data analysis

Data were imported into NVivo 13 (QSR Interna-
tional) for analysis. The free-text data describing
the circumstances surrounding the incident were
analyzed independently by two researchers. Line-
by-line coding was completed through a deductive
approach for each notification in the sample, looking
for violations and upholding of the FREDA princi-
ples during the adverse event and its management.
Both researchers together devised a decision-making
framework, assisted by the Health Information and
Quality Authority’s published guidance on a rights-
based approach to care and support (Table 1).*° This
framework illustrates how each FREDA principle
could be violated or upheld. This framework was
applied independently to each notification.
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Incidents could be coded to one or more of the
FREDA principles if one or more were violated or
upheld. Each incident was also classified as involv-
ing either staff upholding or violating principles,
or resident peers upholding or violating principles.
Each incident was also classified as to whether it
occurred during the adverse event or during the
management of the adverse event.

The researchers met to compare the results
of their analyses. Disagreements were resolved
through discussion or by the involvement of a third
researcher. Results are presented as a narrative re-
view of each FREDA principle, with consideration
of the notification type and supported by verbatim
quotes from the notification. This study is reported
in line with the Standards for Reporting Qualita-
tive Research.”

Results

The sample drawn consisted of 194 notifications of
adverse events, constituting 0.81% of all three-day
notifications received in 2021. Table 2 contains a
breakdown of the sample, including totals for each
stratification by risk rating and percentages of these
totals. Notifications of COVID-19 outbreaks were
the only notification type in our sample to contain
notifications submitted by all types of RCFs and
include all risk rating colors (n=32).

Fairness

There was evidence of the principle of fairness
being upheld by staff in the management of ad-
verse events in all but notifications of “staff being
under professional review.” Examples of upholding
fairness included ensuring the correct staffing (“ad-
equate staffing levels remaining, with use of relief
& over-time” [NOT-0455444]); appropriate assess-
ments and management of care and support needs
(“Effective care planning and interventions in place
to support the high risk of fracture, equipment and
manual handing procedures and plans in place”
[NOT-0413405]); learning from adverse events
("Additional Supervision and ‘early warning/in-
dication’ measures have been put in place, to seek
to ensure a non-reoccurrence” [NOT-0480060]);

supporting access to appropriate care and support
(“A social story was prepared and read to BMog to
inform her that she would be going to the hospital”
[NOT-0386103]); supporting access to complaints
procedures (“the residents [sic] has been met and
a statement of account taken. The residents [sic]
understands the issue is being taken seriously”
[NOT-0495511]); and explaining rules and expecta-
tions and treating people equally (“notified families
and residents of these restrictions” [NOT-0513341]).

Violations of fairness by staff in the sample
were rare but were found in notifications of “serious
injury,” “unexplained absence,” and “fire, service
loss or unplanned evacuation.” These violations of
fairness included inadequate staffing (“not all staft
were on duty as per the planned roster” [NOT-
0421817]); not supporting access to the required care
(“Resident overnight without medical treatment
and/or pain relief and injury not noted until next
staff member came on duty” [NOT-0435668]); and
not learning from the adverse event (“No details of
actions taken to reduce risk of recurrence outlined
in notification form” [NOT-0456168]).

Respect

There was a lot of evidence of the principle of re-
spect being upheld by staff in the management of
adverse events in all but notifications of “staff under
professional review.” The most common manner of
upholding respect was by providing reassurance
and support to residents in the management of an
adverse event, both verbally and physically (“emo-
tional support offered by way of conversation, back
and hand rubs” [NOT-0386103]). Respect in com-
munication was also evident (“Social stories were
completed with the residents to communicate the
loss of water and change in plans” [NOT-0513252]).
Respect for choices was also evident in the man-
agement of an adverse event (“It was explained to
XXX that they were positive for COVID-19, XXX
expressed that they did not want to be transferred
to hospital and that they wanted to stay” [NOT-
0496881] and “XXX and YYY were brought out
of the center for activities of their own choosing”
[NOT-0441808]). Respect for privacy and values
was also evident (“attempted to prevent fellow res-
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TABLE 1. Framework for assessing adherence with or violations of FREDA principles

opportunities and being treated no

less favorably because of one€’s status or
characteristics. Equality can relate to
equality of access to and outcomes from
care and support.

and advocacy regardless of status or
characteristics

« Equitable care and support

Ensuring that people with more

complex and varying needs achieve the

same outcomes as others through the

provision of additional support

« Supporting a persons full inclusion and
participation in society

« Supporting access to independent
advocacy or legal representation of a
person’s choosing when requested or
needed

Principle | Description Upholding Violation
Fairness Fairness means ensuring that when a « Ensuring correct staffing levels « Not taking a person’s views about their
decision is made with a person using « Appropriate assessments of care and care and support into account
a service about their care and support, support needs « Unclear decision-making processes that
the person’s views are sought, listened « Appropriate management of care and do not allow others to know how they
to, and weighed alongside other factors support needs will be treated in similar circumstances
relevant to the decision. Decisions are « Learning from adverse events « Denying or not supporting a person’s
made in a way that is clear and fair to « Supporting access to appropriate care access to appropriate care and support
allow others to know how they might and support « Denying or not supporting a person’s
be treated in similar circumstances. If a « Supporting access to complaints access to complaints procedures
decision interferes with a person’s human procedures and the ability to make « Not learning from adverse events
rights, this must be legally justified, a complaint without fear of negative « Not providing comprehensive
proportionate, and taken only when all consequences information in an accessible and
other alternatives have been considered. | ¢ Explaining rules and expectations to all meaningful format to the person using
« Treating people equally and openly services
in order for others to know they can « Failing to follow care plans
expect the same treatment
« Placing the individual at the center of
the decision-making process
« Providing comprehensive information
in an accessible and meaningful format
to the person using services
« Staff implement safeguards to ensure
that restrictive practice is used only
when it is in the person’s best interests;
such practice is regularly reviewed and
removed as soon as possible
Respect Respect refers to objective, unbiased « Providing reassurance and support « Disrespectful communication
consideration and regard for the rights, during adverse events « Not considering a person’s choice or
values, beliefs, and property of other « Listening to and considering the views
people. Respect applies to the person and person’s views, wishes, feelings, and « Not respecting a person’s values
to their value systems. choices and ensuring that decisions are | « Not respecting a person’s property
aligned to the person’s wishes as much
as possible
« Respecting values
Equality Equality means having equal « Equal access to supports, services, « Denying access to supports, service,

or advocacy due to a persons status or
characteristics

Having blanket policies, conditions, or
rules in place in the service

Unequal outcomes in care and support
based on civil status; disability; family
status; gender; membership of the
Traveller community; race, color

or nationality; religion; or sexual
orientation

Not supporting access to independent
advocacy or legal representation of a
person’s choosing when requested or
needed

Not supporting a person’s full inclusion
and participation in society
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ident entering as XXXX was undressed from the
waist down” [NOT-0386103] and “to be examined
by a female physician” [NOT-0375386]).

Violations of respect were evident in notifi-
cations of “serious injury,” “allegations of abuse,”
and “staff misconduct.” The vast majority of these
violations, excluding those in notifications of “staff
misconduct,” involved peer-on-peer interactions
and were relatively minor physical altercations
(“Resident XXXXXX tried to knock the dessert
out of their hand and threw a spoon at Resident
YYYYYY” [NOT-0430676]) or verbal violations of
respect (“the other resident said ‘shut the fuck up,
don’t talk to me, go away” [NOT-0413804]). Staft
violations of respect involved disrespectful com-
munication (“staff member alleged to have shouted
at a resident” [NOT-0495511]); violations of privacy
(“carer had made inappropriate comments and
exposed resident inappropriately” [NOT-0418805]);
and disrespect in their actions (“staff member has
allegedly made the resident feel uncomfortable

TABLE 1. continued

about calling out for assistance as he presents as
annoyed and frustrated when he responds. He is re-
ported to also take longer than needed to respond”
[NOT-0456947]).

Equality

Upholding the principle of equality was evident in
the management of “outbreaks of infectious dis-
ease,” “serious injury,” “unexplained absence,” and
“staft misconduct.” Only one violation of equality
by staff was identified. This was in a notification of
“staft misconduct.”

Evidence of equal treatment with regard to
medical concerns was evident (“All residents symp-
tomatic have been reviewed by GP and referred
to Dietician” [NOT-0453528]), as was evidence of
facilitating equal access to medical treatment (“res-
ident was brought to the A and E where she was met
by members of the staft team from the residential
service” [NOT-0458542]) and advocacy (“Residents
have been offered further supports of contact-

direct how they live on a day-to-day
basis according to personal values, beliefs
and preferences. In a health and social
care setting, autonomy involves the
person using a service making informed
decisions about their care, support or
treatment.

person is provided with adequate and
relevant information about their care
and support options

Supporting individuals’ participation
in decisions regarding their care and
support

Understanding and supporting the will
and preference of individuals
Supporting independence

Presuming that a person has capacity
and working to fully support them in
making decisions for themselves

Principle | Description Upholding Violation
Dignity Dignity means treating people with o Treating people with compassion « Not treating people with compassion
compassion and in a way that values o Supporting self-respect and dignity « Denying basic needs
them as human beings and supports their | « Valuing people « Neglecting or treating people in any
self-respect, even if their wishes are not « Ensuring that basic needs are met way that is likely to cause harm
known at the time.  Respecting the privacy of individuals « Not respecting the privacy of
when supporting them in undressing, individuals when supporting them in
bathing, and dressing and when undressing, bathing, and dressing or
discussing their health and care and when discussing their health and care
support and support
« Communicating sensitively with people | « Communicating in a patronizing or
» Minimizing restrictive practices condescending way toward a person
 Learning and considering a person’s « Inappropriate use of restrictive
lifestyle in all decisions made about practices
their care « Not considering a persons lifestyle in
all decisions made
Autonomy | Autonomy is the ability of a person to « Obtaining consent by ensuring that the | « Denying opportunities for individuals’

participation in decision-making
processes

Not obtaining consent or doing so
without providing adequate and
relevant information to the individual
on their care and support options
Denying a person’s will and preferences
Not supporting independence

Failure to support a person’s decisions
regarding their care and support
Presuming that a person does not have
capacity and making decisions on their
behalf

Source: Adapted from Health Information and Quality Authority, Guidance on a Human Rights-Based Approach in Health and Social Care Services

(Dublin: Health Information and Quality Authority, 2019).
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ing an advocate or an identified representative”
[NOT-0426556]). Only one instance of a violation
of equality was found in a notification of “staff mis-
conduct,” where equal access to care was denied:
(“Staff failed to follow protocol around head injury,
in particular, failure to get appropriate medical ad-
vice following a head injury” [NOT-0417548].)

Dignity

Upholding the principle of dignity was evident in
all adverse event notifications except notifications
of “unexpected death” and “unexplained absence.”
There was evidence of residents being treated with
compassion (“Compassionate visits
and virtual calls with family” [NOT-0453528] and
“additional measures we were putting [sic] in place
such as familiar staff only to support resident”
[NOT-0497781]) and with value (“nurse who had
been assisting her managed to hold her at this
stage and prevented the resident from falling to the
ground” [NOT-0468320]). Dignity was upheld by
staft supporting residents’ self-respect (“care staft
remained outside the partly opened door allowing
for her privacy” [NOT-0458967]); ensuring that
basic needs were met (“Staff ensured person was

occurring

cleansed & dignity maintained” [NOT-0458967]);
and comforting residents in the event of an adverse
event (“Emotional first aid and support to regulate”
[NOT-0433644)).

Staft violating the principle of dignity was
evident in notifications of “serious injury” (“Res-
ident overnight without medical treatment and/
or pain relief and injury not noted until next staff
member came on duty” [NOT-0435668]); “allega-
tions of abuse” (“Resident XXXXXX had not been
brought to the toilet between the hours of 10:30 and
18:30” [NOT-0414757]); “staff misconduct” (“staff
member was being aggressive and verbally abusive
towards the resident” [NOT-0441070]); “staff under
professional review” (“non-adherence to controls
in place including lack of social distancing, over-
staying time allocated for visit and not wearing a
face shield” [NOT-0421899]); and “fire, service loss
or unplanned evacuation” (“they could not bath/
shower for one day” [NOT-0513252]).

Violations of dignity also occurred in peer-

on-peer interactions and were reported only in
notifications of “serious injury” (“Resident XXXX
sustained 3 knife wounds, inflicted by peer” [NOT-
0442910]) and “allegations of abuse” (“Staff then
witnessed XXX intimidatingly staring at YYY and
said ‘Shut up’, in a threatening tone. XXX picked
up his walking stick and struck YYY with an up-
wards motion making contact with YY'Y left wrist”
[NOT-0470480]).

Autonomy

Staft supporting and promoting the principle of
autonomy was evident in the sample in all but noti-
fications of “outbreaks of infectious disease,” “staff
misconduct,” and “staff under professional review.”
Obtaining consent and supporting informed deci-
sions about their own care was evident (“advised
for hospital transfer to rule out injury- resident
agreeable” [NOT-0456217]), even if it was against
what had been advised (“resident is refusing to
comply with full medical advice, in that he is refus-
ing to wear the boot at night” [NOT-051879405]).
Supporting participation in decisions made on
care and support was evident (“handover at 8am
with consultation with XXXX so he can plan his
daily activity” [NOT-0457704]). Understating and
supporting the will and preferences of residents
was evident (“resident wishes to contact family
when choosing to do so” [NOT-0491340]) and
(“requested to go out on the bus which staff facil-
itated and he got a takeaway which he appeared to
enjoy” [NOT-0431685]). Supporting independence
was also evident in the sample (“Resident went on
a planned outing unaccompanied as per protocol”
[NOT-0462696]).

Incidents of staff violating autonomy occurred
in notifications of “unexplained absence,” “allega-
tions of abuse,” and “staff misconduct.” Violations
included restrictive practices (“restrictions now in
place for minimum of one month, no friend visits,
no internet access, no use of smart phone. House
doors locked at all times, no independent shopping
trips” [NOT-0447579]); failure to support decisions
regarding care (“The advocate neglected to facili-
tate the resident’s stated wishes when they agreed
to the advocate visiting” [NOT-o0491401]); and
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failing to facilitate care plans (“A staff member is
alleged to have fed a service user in a manner that
did not adhere to a resident specific FEDS plan”
[INOT-0426556]).

Human rights-based approach during the
adverse event and its management

The vast majority of adverse events in our sample
contained examples of staffupholdingarights-based
approach to care and support in the management of
an adverse event. There were numerous examples of
staff upholding all of the FREDA principles in each
type of adverse event notification, excluding “staff
under professional review.” There was also evidence
of staff upholding each FREDA principle during
the adverse event, although not as numerous as in
the management of an incident.

Violations of the FREDA principles occurred
mainly in the adverse event itself (and not in the
management of such events), where there was
evidence of violations of all five principles. In the
management of such events, there was evidence
only of the violation of autonomy and fairness.

Staff and peer-on-peer evidence

In the majority of notifications in our sample, staft
upheld a rights-based approach when managing
adverse events and during events. There were a
small number of notifications containing staft vio-
lations of the FREDA principles, with the majority
being notifications of “staff misconduct.”

Peer-on-peer interactions were responsible for
violations of respect, dignity, and autonomy, and
these were in notifications of “serious injury” and
“allegations of abuse.”

Discussion

Summary of findings

Notifications of adverse events from RCFs in
Ireland contained evidence that a rights-based
approach to care and support is being upheld by
staff during adverse events and their management.
RCEF staff upholding FREDA principles was evident
in all types of notifications except for notifications
of “staff under professional review.” Although there

were examples of the FREDA principles being vi-
olated by staff, these were few in number, and no
violations were identified in notifications of “unex-
pected death,” “outbreaks of infectious diseases,”
and “outbreaks of COVID-19.” Evidence of residents
violating their fellow residents” autonomy, respect,
and dignity were observed, but only in notifications
of “serious injury” and “allegations of abuse.”
Statutory notifications from RCFs in Ireland,
similar to other jurisdictions, provide detail on the
incident, the actions taken by the RCF, and the out-
come.”” This valuable information can be utilized
in a variety of ways: assessing compliance with
regulations, assessing risk, monitoring quality of
care, or providing insight into the approach to care
and support taken during the management of ad-
verse events. Adverse events are complex, can have
multiple contributing factors, and are high-stress
situations for both residents and staff.” Evidence of
a rights-based approach during times of high stress
may indicate that a rights-based approach to care
and support in general has been widely adopted
in RCFs in Ireland. Staff ensuring that the FREDA
principles are protected and supported during
adverse events may point toward a rights-based
approach being embedded in the service culture.
Conversely, an adverse event—being complex, a
time of high stress, and out of the ordinary—may
be the only time a rights-based approach is taken.
This is the first study to rely on notifications
of adverse events to investigate whether a rights-
based approach is being implemented in RCFs, and
there is a scarcity of literature that investigates ex-
periences of a rights-based approach in social care.
Applying the same FREDA framework used here
to other data sources, such as inspection reports or
investigations of complaints received by the regu-
lator, may provide insight into the approach taken
by RCFs during the routine care and support of
everyday life. In support of our finding, a review
of rights-based approaches in mental health and
disability and dementia care settings indicated
that a rights-based approach can be successfully
implemented and is of benefit to those receiving
treatment.> A study published in 2020 that used
regulator inspection reports to investigate human
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rights in RCFs for people with an intellectual
disability in Ireland indicated that a rights-based
approach had not been implemented. This study,
which developed its own human rights framework
based on the United Nations Convention on the
Rights of Persons with Disabilities, indicated that
restrictive practices are in use and that residents are
subject to abuse, neglect and isolation and are not
empowered.> In contrast, our study indicates that a
rights-based approach to care and support is being
embraced by RCFs. This contrasting finding may be
because our focus was on acute incidents and not
routine care, using adverse event notification data
instead of inspection reports. This suggests that the
presence of a rights-based approach during adverse
events may not translate to the presence of a rights-
based approach in routine care and support. In
support of this lack of generalizability, a study using
the same database as our study investigated the use
of restrictive practices in nursing homes in Ireland
and showed the indiscriminate use of restrictive
practices in RCFs, suggesting that the FREDA
principles are being violated.” The measurement of
the implementation or impact of a rights-based ap-
proach is not simple, however, as measuring typical
health outcomes does not capture the effects of a
rights-based approach to health care and to social
care, and statutory notifications do not portray the
everyday approach to care and support.?®

Human rights legislation, codes of profes-
sional conduct, and national standards advocate
for a shift away from a paternal approach to care
and support toward a rights-based approach.”
There has also been a call in the literature to im-
plement a rights-based approach to health care
and social care since the United Nations outlined
the need for a rights-based approach in all of its
agencies® Education on human rights for health
care professionals and care workers can improve
decision-making skills in practice* Educating the
public can also benefit those being cared for and
supported in RCFs, as it can provide confidence to
question the nature and quality of care for older
people* A review, published in 2015, on the impact
of human rights legislation in health care and social
care in England and Wales, however, indicated that

a rights-based approach was not realized. The au-
thor of this review states that the Human Rights in
Healthcare Programme, which was introduced in
2005, had not led to a shift away from a paternalistic
approach to care and support toward a rights-based
approach. The author argues that the development
of human rights-based resources has had a benefi-
cial effect but that the overall implementation has
not been as successful, for a multitude of reasons.

The people being cared for in RCFs are resi-
dents, not patients, and the goal of care differs from
other health care services. While there is substan-
tial research into adverse events in acute settings,
there is a paucity of data and research relating to
adverse events in other settings, including RCFs.*
In RCFs, a rights-based approach may result in
compromises being made that would not be made
in acute services and this, in certain circumstanc-
es, may cause a disparity in risk management and
conflict with restrictive practices aimed at reducing
the risk of adverse events. Adverse events in RCFs
are complex and can have multiple causes, and
striking the balance between risk management,
control, and monitoring and the promotion of
autonomy, liberty, independence, choice, comfort,
quality of life, and positive risk taking may explain
some of the violations of the FREDA principles that
were evident in our sample. There are competing
demands of empowerment and the duty of care for
staff; however, staff have a responsibility to, and not
a responsibility for, residents? In nursing practice
studies, it has been identified that challenges can
arise when practitioners need to achieve a balance
between upholding the human rights of individu-
als while protecting these individuals’ health and
well-being and maintaining their duty of care as
practitioners® This has also been identified with
supporting people who are at risk and may lack the
capacity to make a decision but still require their
human rights to be upheld.””

The comprehensive reporting of adverse events
is important for understanding the event and for
learning by both those reporting and those receiv-
ing notifications® Identifying violations of the
FREDA principles by staff in statutory notifications
of adverse events can assist RCFs and the regulator
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in the further implementation of a rights-based ap-
proach and in making the elimination of violations
of FREDA principles by staff potentially achievable.
Violations of FREDA principles in notifications of
“staff misconduct” suggest that the RCFs are aware
of violations from staff and are actually upholding
the FREDA principles and implementing a rights-
based approach by reporting these violations.
However, the complete elimination of violations
during resident-to-resident interactions may not
be achievable, as is the case in almost all situations
where people live with other people. Monitoring for
patterns of these interactions and taking preventa-
tive action, however, would help reduce incidents of
violations of dignity and respect by fellow residents.

Strengths and limitations

To the best of our knowledge, this is the first in-
vestigation of the use of a rights-based approach to
care and support in RCFs. Our work is also unique
in that it utilized notifications of adverse events to
the regulator to investigate the approach to care
and support during adverse events. The sample
was extracted from the Database of Statutory No-
tifications from Social Care in Ireland, a national
database that contains all notifications of adverse
events received by the regulator from RCFs in Ire-
land commencing in 2013 This national database
may not be complete, as it may not contain every
adverse event that occurs in RCFs in Ireland. How-
ever, the risk of this is low given that reporting
adverse events to the regulator is legally required
and RCFs are monitored and inspected. Our sam-
ple was stratified for types of notifications, types of
RCFs and risk ratings, ensuring that a large repre-
sentative sample was analyzed.

The free-text data in statutory notifications
are written by RCF employees and regulatory in-
spectors. This is both a strength and a limitation.
Using data contained in notifications means that
the data collection method is commensurate across
events and no bias was introduced by the research-
ers in its collection. Notifications are, however, a
single point of view that include personal opinions
and biases and are influenced by the culture of the
RCE.# Those completing forms may attempt to put

their best foot forward and not apportion blame or
reveal a non-rights-based approach to the manage-
ment of the adverse event. Although the form is the
same for everyone, the language, terminology, and
writing skills are not. Establishing an evidence base
on the implementation of a rights-based approach
requires the use of a variety of study designs using
a range of sources. These include audits, regulatory
inspection reports, focus groups with residents and
staff, and observational studies.

The interpretation of the FREDA principles
and the framework for coding the notifications was
devised by the authors without input from service
providers or from residents of RCFs. Their input on
the interpretation of the FREDA principles in the
development of the framework may have resulted
in a different framework. The findings presented
are therefore limited to our interpretation of the
FREDA principles. That said, the framework was
devised using the Health Information and Quality
Authority’s guidance on a rights-based approach
to care and support, which was published in 2019.
This meant that stakeholders had over two years to
become familiar with the Health Information and
Quality Authority’s interpretation of the FREDA
principles.

The authors who performed the analysis were
experienced in the method and complemented
each other in their experience of the fields of care,
statutory notifications, and human rights. A third
researcher strengthened the analysis by resolving
any disagreements. The sampling strategy was de-
veloped by researchers with in-depth knowledge of
the nuances of adverse events in RCFs and the nu-
ances in the provision of care and support in RCFs.
As a result, the sample should reflect the approach
taken during adverse events in RCFs in Ireland.

Conclusion

Our analysis of a sample of notifications received
by the social care regulator in Ireland detailing
adverse events in RCFs indicates that a rights-based
approach to care and support is being upheld during
adverse events. There was evidence of violations of
human rights by staff and by residents, but these

JUNE 2024 VOLUME 26

NUMBER 1

Health and Human Rights Journal 125



N. MCGRANE, L. BEHAN, AND L. M. KEYES / GENERAL PAPERS, 115-127

were minor in nature and few in number. In RCFs,
there are competing demands to promote a rights-
based approach and to avoid harm or injury that
are not present in other health care services, such
as acute care, which may explain the violations by
staff. In these situations where human rights are
competing with risk management, staff need to
consider the applicability and weighting of each
right within that situation and their duty of care to
ensure safety and fairness for all residents. While
eliminating violations of human rights by staff
is potentially achievable, eliminating violations
during resident-to-resident interactions may not
be. Monitoring for patterns of these interactions
and taking preventative action, however, would
help ensure that residents’ human rights are upheld
in RCFs.
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collected regulatory data pertaining to events as
opposed to individuals. The data do not contain
any identifiable personal data.
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