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Abstract

Dental caries is the most common noncommunicable disease globally and is a substantial burden for 

both adults and children, yet it remains largely neglected. The World Health Organization recognized 

the right to oral health in 2024. This paper introduces a comprehensive framework for children’s right 

to oral health based on the provisions of the International Covenant on Economic, Social and Cultural 

Rights and the Convention on the Rights of the Child. It demonstrates that although human rights 

treaties do not explicitly recognize the right to oral health, oral health, and particularly dental caries, is 

a matter of human rights. The first part of the paper clarifies how dental caries is a child rights matter, 

while the second part proposes a rights-based approach to the regulation of its risk factors.
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Introduction

Oral diseases have been largely neglected in public 
health legal scholarship, even though they remain 
the most prevalent noncommunicable disease 
(NCD) worldwide.1 Globally, untreated dental car-
ies (tooth decay) poses a substantial NCD burden 
for children and adults; two billion people have 
untreated dental caries in permanent teeth and 
514 million in primary teeth.2 The disease is mul-
tifactorial—that is, its incidence is connected to a 
complex set of factors, including sugars ingestion, 
oral hygiene, fluoride exposure, and oral health 
care. If these factors are regulated adequately, 
dental caries is largely preventable.3 Dental car-
ies is also associated with health inequities; for 
example, its occurrence is more common among 
children of low socioeconomic status.4 It has severe 
short- and long-term consequences; its prevalence 
in childhood predicts poor oral and general health 
outcomes in later life, and, via socio-behavioral fac-
tors, it presents a high risk of passing caries on to 
future generations.5 A failure to address the under-
lying causes of dental caries fosters and exacerbates 
existing inequalities.

Oral health is rising on the global agenda, 
particularly with the World Health Organization’s 
(WHO) 2024 adoption of the Global Strategy and 
Action Plan on Oral Health, which recognizes the 
right to oral health.6 Although there is also increas-
ing support for a rights-based approach to oral health 
in the dental and public health literature, a compre-
hensive analysis of the right to oral health remains 
unresolved.7 A rights-based approach, particularly 
focusing on children’s rights, is pertinent because it 
can offer a shift from the focus on individual respon-
sibility toward addressing dental caries, particularly 
its prevention, at a population level. Accordingly, this 
paper conceptualizes children’s right to oral health, 
based on the United Nations Convention on the 
Rights of the Child (CRC) and International Cov-
enant on Economic, Social and Cultural Rights 
(ICESCR).8 The analysis is restricted to dental caries 
in children, one of the main oral conditions and the 
main NCD among children globally.9 In the first 
section, I describe the background against which the 
human rights analysis is conducted. Subsequently, I 

analyze how dental caries is a matter of children’s 
rights and requires upstream measures for its 
prevention. I then explore what a children’s rights-
based approach to preventing dental caries entails, 
with particular attention to four risk factors that 
can be addressed by laws and regulations: (1) sugars 
ingestion; (2) oral hygiene; (3) fluoride exposure; 
and (4) oral health care attendance.

Background and methodology

The prevention of NCDs is a matter of human 
rights law; not only does human rights law provide 
a mechanism to hold governments accountable, 
but the interpretation of rights by treaty bodies can 
similarly guide the balancing of (legal) measures.10 
Substantively, scholars have extensively analyzed 
human rights in relation to NCD risk factors.11 

Within the field of public health, including 
dental public health, a shift from an existing 
individualized focus toward upstream policies 
is simultaneously emerging.12 Traditionally, den-
tal professionals occupied a central role in the 
prevention of oral diseases, but it is increasingly 
recognized that population-level prevention and 
promotion practices must be strengthened.13 Con-
sequently, dental researchers have discussed the 
potential of integrating oral diseases into the NCD 
agenda.14 The fact that oral diseases—in this case, 
dental caries—share risk factors with other NCDs 
provides an opportunity for states to jointly pro-
mote oral health and general health through the 
“common risk factors approach.”15

A gap between the two bodies of scholarship—
(human rights) law and oral health—remains when 
it comes to the right to oral health, although a few 
studies have considered human rights and oral 
health.16 For example, David Manton, Jan Wollgast, 
Brigit Toebes, and I developed a right to health-
based approach to dental caries, while Gillian Jean 
et al. provide a conceptual study on a rights-based 
approach to oral health.17 The latter studies the 
practical status quo in the area of oral health: Is 
oral health recognized as a human right in existing 
policies and health systems?18 Rightfully so, the au-
thors conclude that “the rights status of oral health 
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is not settled.”19 They come to this conclusion, how-
ever, following the assumption that “rights only 
exist when duty bearers accept the obligation to be 
accountable for progressive right realisation.”20

In contrast to the above assumption, this paper 
analyzes the right to oral health based on human 
rights law on paper. Accordingly, the legal value of 
human rights as understood here arises from the 
fact that by acceding to and ratifying human rights 
treaties, states accept the obligations laid out in 
them.21 I adopt a doctrinal method to analyze the 
content of children’s right to oral health. The use 
of the phrase “the right to” does not imply that I 
wish to invent a novel, autonomous right (lex feren-
da). Rather, I seek to analyze what children’s right 
to oral health consists of within the context of the 
ICESCR and CRC specifically. 

A common methodological challenge that 
human rights law scholars encounter concerns the 
risk of blurring the distinction between lex lata and 
lex ferenda in novel or progressive interpretations, 
as such interpretations inevitably rely on nonbind-
ing interpretative practice and guidance offered 
by competent treaty bodies.22 This paper therefore 
differentiates between hard law and authoritative 
interpretations. Treaty texts constitute hard law, 
which is interpreted with authoritative interpreta-
tions—namely, general comments, the reports of 
Special Rapporteurs, and concluding observations. 
General comments offer general interpretative 
guidance for the rights enshrined in the treaties, 
while the reports of Special Rapporteurs and con-
cluding observations by treaty bodies provide 
guidance for domestic implementation. Finally, 
WHO reports and scientific literature are similarly 
used for the interpretation and concretization of 
the content of rights.23 

Dental caries as a matter of human rights

The WHO’s Global Strategy and Action Plan 
recognizes that “achieving the highest attainable 
standard of oral health is a fundamental right of 
every human being.”24 Human rights treaties do 
not explicitly recognize this right. However, be-
cause oral health is integral to overall health and 

well-being, it falls within the scope of the right to 
health as enshrined in article 12 of the ICESCR and 
article 24 of the CRC.25 In line with the interdepen-
dence and indivisibility of human rights, the right 
to oral health goes beyond the domain of health.26 
This corresponds with the social determinants of 
health—the impact of conditions in which people 
live and “wider forces that shape the conditions 
of daily life” on health—which also asks for any 
health policies to be intertwined with wider (social 
and economic) policies.27

Given that oral health “encompasses psychoso-
cial dimensions, such as self-confidence, well-being 
and the ability to socialize and work without pain, 
discomfort and embarrassment,” poor oral health, 
including that associated with dental caries, is a 
critical matter of social life and functioning, there-
by affecting those rights related to the development 
of children (e.g., articles 6(2) and 27(1) of the CRC).28 
The impact on the enjoyment of these rights is fur-
ther exacerbated given that the prevalence of dental 
caries is greater among vulnerable groups, includ-
ing children with low socioeconomic status, and it 
fosters existing health inequalities and disparities.29

Dental caries limits the full realization of 
children’s right to health. In light of article 12(2)
(c) of the ICESCR and article 24(2)(c) of the CRC, 
states are mandated to take measures necessary 
for the prevention of dental caries.30 According to 
article 12(2)(a) of the ICESCR, states must take steps 
to ensure the healthy development of the child.31 
Given that childhood is constitutive of later (oral) 
health status and that dental caries in childhood 
has intergenerational and intragenerational effects, 
it is pertinent to target measures toward children 
to ensure the enjoyment of the right to health 
throughout life.32 Finally, because severe untreated 
dental caries in children can affect eating, owing 
to pain, it may lead to underweight and stunting.33 
Therefore, under article 24(2)(c) of the CRC, states 
should consider dental caries as a potential cause of 
malnutrition.34

Further, the ICESCR and CRC indicate mea-
sures that contribute to the fulfillment of the right 
to health. Articles 12(2)(d) of the ICESCR and 24(2)
(b) of the CRC prescribe states to ensure access to 
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health care services in case of need, while article 
24(2)(f) of the CRC requires the development of pre-
ventive health care services.35 This corresponds with 
WHO’s Global Strategy and Action Plan, which has 
universal health coverage at the core of its vision, 
because ensuring equal access to oral health care 
services is an important component of effectively 
addressing dental caries.36 Yet the multifactorial 
nature of the disease—driven, among other things, 
by sugars intake—and the associated social and 
commercial determinants of health, requires a re-
sponse beyond health care.37 This is supported by 
research that demonstrates that an individualized 
care approach does not suffice for reducing caries 
incidence in all segments of society.38 Although the 
measurable behavior is that of individuals, the de-
terminants of those behaviors, including social and 
commercial ones, are largely structural in nature 
and consequently should be addressed as such. The 
right to health similarly requires a supplementary 
focus on upstream, preventive measures that ad-
dress the underlying determinants of health—for 
instance, the provision of adequate nutritious foods 
and information (article 24(2)(c) and (e) of the 
CRC).39 

Poor child oral health, including (severe) 
dental caries, is also associated with missed school 
days and reduced academic development, an issue 
of children’s right to education (article 12(1)(e) of 
the CRC).40 This is especially problematic in light 
of the increased prevalence of dental caries among 
persons of low socioeconomic status and the per-
tinence of socio-behavioral factors. Accordingly, 
article 6(2) of the CRC—one of the general princi-
ples prescribing the right to life (Article 6(1) CRC) 
and the obligation to ensure the development of 
children that should be interpreted “in its broadest 
sense as a holistic concept”—is at stake as well.41 
The best interest of the child, as one of the general 
principles of the CRC and stipulated in article 3, 
underpins all the above. As a substantive right, an 
interpretative principle, and a rule of procedure, 
the best interest principle mandates states to ensure 
that it is applied throughout its structures and in 
all processes, and to consider the potential impact 
of all decisions and actions on children’s rights and 

interests.42 Finally, in fulfilling the above rights and 
adopting measures, states are mandated to consider 
children’s views in all matters affecting the child 
(article 12(1) of the CRC).43 

A rights-based approach to addressing 
dental caries risk factors

To identify state obligations in the context of chil-
dren’s right to oral health with respect to dental 
caries, it is important to understand the etiology of 
dental caries and its modifiable risk factors. Doing 
so will inform a rights-based framework to guide 
the development of dental caries control strategies.

WHO describes the process of dental caries 
as the “destruction of teeth [that] results when mi-
crobial film (plaque) formed on the tooth surface 
converts the sugars contained in foods and drinks 
into acids, which dissolve tooth enamel and den-
tine over time.”44 In other words, frequent sugars 
consumption modifies the microbial balance of 
the plaque into one that is cariogenic. This cario-
genic plaque is readily able to metabolize sugars, 
forming acids that dissolve the two dental hard tis-
sues—enamel (the hard outer surface of tooth) and 
dentine (the layer between enamel and the dental 
pulp)—leading to carious lesion development.45 To 
prevent caries, the creation and persistence of these 
acids must be interrupted.

Reducing the risk of caries development 
involves a combination of factors.46 Given the pri-
mary role of sugars and their pathological influence 
on the dental plaque microbiota in dental caries 
development, it is important that the amount and 
frequency of sugars ingested be limited.47 Dental 
plaque, which builds up on tooth surfaces, needs 
to be regularly removed by brushing with a fluo-
ride toothpaste and interdental cleaning, thereby 
removing the cariogenic plaque (if present) and 
limiting the time it is present on the tooth surface.48 
Exposure to low levels of fluoride, either through 
toothpaste or community water fluoridation, 
strengthens the resistance of enamel to deminer-
alization (dissolution or cavity formation).49 Oral 
health practitioners play an important role in pre-
venting and managing dental caries by identifying 
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a patient’s risk of developing dental caries, arresting 
existing carious lesions (that is, halting the progres-
sion of active carious lesions), and treating carious 
lesions with restorations or extractions.50 

The remainder of this section is structured 
according to the aforementioned risk factors that 
can be addressed by laws and policies: (1) sugars 
ingestion; (2) oral hygiene; (3) fluoride exposure; 
and (4) the dental health care system. 

Free sugars ingestion
Sugars ingestion is a key dental caries risk factor; 
limiting the frequency and amount of sugars in-
gested curbs the development of cariogenic biofilm 
and in turn significantly lowers dental caries risk.51 
Although dental caries development is fueled by all 
dietary sugars, it is important to distinguish be-
tween free sugars and intrinsic sugars.52 Free sugars 
are considered nonessential nutrients whose intake 
is linked to a number of NCDs (including dental 
caries) and encourages further consumption.53 
Consequently, WHO strongly recommends that 
they represent less than 10% of total energy intake.54 
Intrinsic sugars are those naturally present in whole 
fresh fruits and vegetables and are recommended 
as part of a healthy diet.55 

The right to health and the right to an ade-
quate standard of living, including adequate food 
(hereinafter the right to adequate food), can inform 
upstream measures to address sugars consump-
tion.56 As signatories, states must adopt measures to 
prevent NCDs, including those related to diet.57 The 
progressive realization of the right to adequate food 
implies that obligations stretch beyond ensuring “a 
minimum package of calories, proteins and other 
specific nutrients.”58 In fact, nutrition is among 
the key determinants of children’s health, and the 
right to health mandates states to ensure the pro-
vision of adequate nutritious foods and combat 
malnutrition.59 

The obligations under the right to health in 
this context are various. The obligation to respect 
the right to health can be interpreted to mean that 
states should not act in a manner that is likely to 
result in preventable, diet-related morbidity and 
mortality—such as by incentivizing the consump-

tion of unhealthy products.60 The obligation to 
protect requires states to regulate the activities of 
industries whose practices may be detrimental to 
their health.61 The Committee on Economic, Social 
and Cultural Rights classifies the failure to protect 
consumers from practices detrimental to health 
by manufacturers of food as a violation of this 
obligation.62 The obligation to fulfill means that 
individuals must be assisted with, among other 
things, the provision of nutritiously safe food and 
information.63

More particularly, treaty bodies and Special 
Rapporteurs have addressed “sugars” explicitly, 
especially in relation to the food environment. For 
instance, the Committee on the Rights of the Child 
refers to sugars in its General Comment 15, stating 
that “children’s exposure to ‘fast foods’ that are 
high in … sugar … should be limited.”64 The com-
mittee also notes that the marketing of such foods 
should be regulated and their availability in schools 
limited.65 The committee also referred to sugars in 
its concluding observations to Tonga in 2019, sug-
gesting that the state “discourage school canteens 
from serving ‘fizzy’ drinks, junk food and food 
high in sugar.”66 Finally, the Special Rapporteur on 
the right to health, Tlaleng Mofokeng, directly sig-
nals the increased presence of sugars, among other 
substances, in food systems and food environments 
as drivers of health, specifically NCDs.67 

Specific measures that have been suggested 
or identified as good practices by Special Rappor-
teurs and in general comments in the context of 
food include sugar(-sweetened beverage) taxes; 
advertising bans and restrictions for certain foods; 
mandatory (front-of-pack) labeling measures; fiscal 
measures and procurement policies to incentiv-
ize the agricultural production of, among other 
products, vegetables and fruits; the establishment 
of health-related requirements for investments by 
transnational companies; limiting the availability 
of certain food products in schools; and involving 
schools in health strategies.68 In this regard, it must 
be highlighted that a number of these structural 
measures incur little or no cost for states and con-
tribute to the realization of the right to health. In 
light of the attainability of the right to health, these 
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measures should thus be prioritized.69 

Oral hygiene
Oral self-care—toothbrushing and interdental 
cleaning—is crucial in maintaining a favorable 
oral environment; doing so removes the buildup 
of dental plaque. Apart from the question of which 
policy tools are available to states to regulate hy-
giene practices, it is important to first consider the 
extent to which state obligations stretch here: Can a 
state step into the bathroom and address children’s 
brushing habits through legal interventions?

Articles 5 and 18 of the CRC provide guidance 
in this regard. Article 5 prescribes a hands-off 
approach and stipulates that states must respect 
the responsibilities, rights, and duties of parents 
in guiding their children in the exercise of their 
rights.70 Article 18(2) sets out that states have to 
provide “appropriate assistance to parents and legal 
guardians in the performance of their child-rearing 
responsibilities” to guarantee the rights enshrined 
in the convention.71 In other words, states must 
strike a balance: they have to respect, and thereby 
not interfere with, the relationship between caregiv-
ers and children, while providing those caregivers 
with the means, such as funds and information, 
to ensure that children grow up in a manner that 
assures the furtherance of their rights.

Substantively, the right to health, along with 
the rights to information and education (articles 13, 
24, and 29(1)(a) of the CRC), inform measures ad-
dressing oral hygiene as a risk factor for poor child 
oral health. Article 24(2)(e) of the CRC explicitly 
stipulates that, in pursuing the full implementa-
tion of children’s right to health, states must adopt 
measures “to ensure that all segments of society, in 
particular parents and children, are informed, have 
access to education and are supported in the use of 
basic knowledge of … hygiene.”72 Under the obliga-
tion to fulfill (facilitate) the right to health, states 
must make an effort to “enable and assist individu-
als and communities to enjoy the right to health.”73 
The provision of information as a public health 
intervention corresponds with the balance between 
articles 5 and 18 of the CRC, described above.74 The 
information provided should be physically accessi-

ble, understandable, and appropriate to children’s 
age and educational level.75 The Committee on the 
Rights of the Child’s General Comment 15 suggests 
that such information be communicated via school 
curriculums, health services, and in other contexts 
for children who do not attend school.76 Parents 
should be informed via multiple channels, includ-
ing media and public information leaflets.77

Fluoride exposure 
Fluoride mitigates caries lesion formation because it 
favors remineralization of the enamel and dentine, 
providing resistance against acids. Fluoride can be 
provided by brushing with a fluoride toothpaste, re-
ceiving professionally applied fluoride treatments, 
or through fluoridated community water supplies, 
dietary salt, or milk.78 

In its topical version, fluoride qualifies as an 
essential medicine. Fluoride-containing dental 
preparations were added to the 22nd WHO Model 
List of Essential Medicines and the 8th WHO Mod-
el List of Essential Medicines for Children in 2021.79 
This reinforces the framing of fluoride exposure as a 
matter of human rights law: since fluoride qualifies 
as an essential medicine, its provision falls within 
the core content of the right to health.80 This means 
that this obligation is not to be realized progres-
sively: rather, noncompliance with the obligation to 
make essential medicines available and accessible 
amounts to a violation of the right to health.81 

Community water fluoridation has proven 
to be successful and has been rated as one of the 
10 greatest public health interventions by the US 
Centers for Disease Control and Prevention.82 As a 
population measure, it provides safe and equitable 
access to all and can in turn reduce oral health in-
equalities.83 In this form, fluoride is a non-essential 
nutrient, which means that its intake is not needed 
for the body to perform essential physiological 
functions.84 It must also be noted that the exces-
sive intake of fluoride—for example, in contexts 
where fluoride is naturally present in water or 
food—can potentially be harmful.85 In this regard, 
the so-called AAAQ (which stands for availability, 
accessibility, acceptability, and quality) framework 
offers guidance for fluoride provision: it must be (1) 
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available, (2) physically and economically accessible 
in a nondiscriminatory fashion, (3) culturally and 
ethically acceptable, and (4) medically appropriate 
and of good quality.86 

The right to health offers discretion as to its 
precise implementation.87 Rather, the standard 
set under the CRC and the ICESCR pledges that 
nutrients and medicines, including fluoride, must 
be administered (medically) appropriately.88 This 
implies that states’ obligations include providing 
appropriate amounts of fluoride, for which there are 
guidelines.89 In this regard, the obligation of states 
stretches to guarantee the rational and appropriate 
dispensation, sale, and usage of essential medicines 
so as to prevent adverse health effects.90 The deci-
sion on the exact method of fluoride delivery is left 
to the state. In addition to this, individuals in all 
segments of society should be informed about the 
importance of fluoride exposure and the means of 
such exposure, and should be supported in mak-
ing informed decisions about fluoride and their 
health.91 

Oral health care
Health care plays a multifaceted role in caries man-
agement, ranging from preventive care to curative 
treatment.92 In many countries, however, unmet 
needs for dental care still remain. This is related to, 
among other factors, limited coverage of dental care 
(for adults) (thereby leaving oral health care atten-
dance dependent on individuals’ financial means), 
the unequal distribution of the oral health care 
workforce, and a preference for technology-based 
curative treatment.93

The right to health similarly reflects these 
roles.94 Primarily, the obligation to fulfill the right 
to health mandates states to ensure the provision 
of health care.95 There are multiple general factors 
that established health care systems must address, 
including the AAAQ requirements and the appro-
priate training of health care workers.96 In addition, 
especially when it comes to children, the health 
care system should encompass not only curative 
services but also “prevention, promotion, treat-
ment, rehabilitation and palliative care services.”97 

The right to health requires the appropriate 

allocation of resources to prevent overt and covert 
forms of discrimination.98 It is pertinent to note 
that the Committee on Economic, Social and Cul-
tural Rights stipulates that “investments should 
not disproportionately favour expensive curative 
health services … often accessible only to a small, 
privileged fraction of the population, rather than 
primary and preventive care, benefiting a far larg-
er part of the population.”99 NCDs should also be 
addressed in preventive health care services, inte-
grating “a combination of biomedical, behavioral, 
and structural interventions.”100 

Many countries face difficulties ensuring 
access to oral health care for all, and the lack of uni-
versal coverage for oral health is signaled as a main 
concern in debates on oral health.101 Considering 
the large number of countries in which oral health 
care services are provided by private parties and ex-
penses are covered by out-of-pocket payments, the 
obligations concerning the economic accessibility 
of health care facilities and services (alternatively 
known as affordability) under the right to health 
must be highlighted.102

The child’s right to health is clear: universal 
access to primary health care services, into which 
oral health care and essential oral health care 
should be integrated, for children should be of 
primary concern, and the inability to pay should 
not result in the denial of the child’s right to access 
health care.103 Payment for such services should 
still be based on the principle of equity so that they 
remain affordable for all.104 Accordingly, states have 
a special obligation to ensure that those with insuf-
ficient (financial) means have the necessary health 
insurance and that insurance is affordable for all.105 
In establishing such a system, states must make 
use of risk-pooling mechanisms that rely on equi-
table, means-based contributions.106 Regardless of 
whether the insurance system is of public, private, 
or mixed nature, the responsibility remains with 
states to ensure its affordability.107

Finally, besides universal access to health care 
facilities and services, and the further require-
ments of health care provision, the right to health 
offers guidance concerning the environment in 
which health care is provided. In this regard, states 
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Table 1. The child’s right to oral health: A framework

Rights affected by dental caries incidence
Issue caused by or 
related to dental 
caries

Connected provision(s) State obligations (non-exhaustive)

Consequences for 
(oral and general) 
health

Best interests of the child
CRC, art. 3 

Right to health 
CRC, art. 24(1); ICESCR, art. 12(1) 

Right to development 
CRC, arts. 6(1), 27(1); ICESCR, art. 
12(2)(a) 

•	 Prevent diseases, including dental caries
•	 Ensure the highest attainable standard of (oral) health over the life course by 

addressing dental caries risk factors during childhood
•	 Address caries as a potential cause of undernutrition
•	 Ensure the healthy development of children
•	 Inform all segments of society about child health and nutrition

Impact on personal 
life and inequalities

Best interests of the child
CRC, art. 3

Right to development 
CRC, arts. 6(2), 27(1); ICESCR, art. 
12(2)(a) 

Right to health 
CRC, art. 24; ICESCR, art. 12(1) 

Right to education 
CRC, arts. 28(1)(e), 29(1)(a)

•	 Ensure the development of children and provide for an adequate standard of 
living for the child’s development

•	 Take measures to encourage regular attendance at schools

Rights that can inform dental caries prevention policies
Risk factor Relevant provisions State obligations Illustrative policies 

(non-exhaustive)
Sugars consumption Right to health

CRC, arts. 24(1), 24(2)(c), 24(2)(e); 
ICESCR, arts. 12(1), 12(2)(a), 12(2)(c) 

Right to adequate food
CRC, art. 24(2)(c); ICESCR, art. 11(1)

•	 Combat malnutrition and ensure the 
provision of nutritious food

•	 Disseminate information concerning 
lifestyle and nutrition, also in 
relation to oral health

•	 Sugar taxes
•	 Advertising bans or restrictions for 

products high in sugars
•	 School health strategies
•	 Front-of-pack nutrition labeling

Oral hygiene Responsibilities of primary caregivers 
and states
CRC, arts. 5, 18 

Right to information
CRC, art. 13

Right to health
CRC, arts. 24(1), 24(2)(e); ICESCR, 
arts. 12(1), 12(2)(a), 12(2)(c)

Right to education 
CRC, art. 29(1)(a)

•	 Assist parents and legal guardians in 
their child-rearing responsibilities

•	 Respect freedom of parents and legal 
guardians in raising their children

•	 Ensure that parents and children 
are informed about (oral) hygiene 
practices

•	 Inform children about oral hygiene 
via school curriculums, health 
services, and contexts for children 
who do not attend school

•	 Inform parents in multiple ways 
(for example, via media and public 
information leaflets)

Fluoride exposure Right to health
CRC, arts. 24(1), 24(2)(f); ICESCR, 
arts. 12(1), 12(2)(a), 12(2)(c)

•	 Ensure the AAAQ of essential 
medicines, including fluoride

•	 Help individuals make informed 
decisions about their health

•	 Ensure appropriate access to fluoride 
exposure, either topical or systemic

•	 Provide information on the effects of 
fluoride exposure

Oral health care
attendance

Right to health
CRC, arts. 24(1), 24(2)(b), 24(2)(f); 
ICESCR, arts. 12(1), 12(2)(a), 12(2)(c) 

•	 Provide preventive and curative oral 
health care services and ensure that 
they meet the AAAQ requirements, 
particularly affordability

•	 Create an environment in which 
health-seeking behavior is 
encouraged

•	 Put an affordable (oral) health care 
system in place, including preventive 
services

•	 Provide (oral) health services within 
schools, to promote health-seeking 
behaviors

Notes: CRC = Convention on the Rights of the Child, G.A. Res. 44/25 (1989); ICESCR = International Covenant on Economic, Social and Cultural 
Rights, G.A. Res. 2200A (XXI) (1966)
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should create an environment in which children 
and parents are enabled and encouraged to adopt 
health-seeking behavior.108 Such an environment 
should encompass not only the availability of ser-
vices but also high levels of health knowledge.109 
An example of such a stimulating environment 
includes the provision of health services within 
schools to promote health-seeking behavior.110

Conclusion

Child oral health and the prevention of dental 
caries has clear human rights dimensions. Oral 
health is an integral component of general health 
and affects children’s current and future health and 
development. This makes it a crucial component in 
ensuring the fulfillment of multiple rights. Reflect-
ing on the analysis of state obligations to address risk 
factors, the need for upstream measures stands out, 
especially given resource restraints in many states. 
On the one hand, the current barriers to realizing 
the right to oral health care and its associated cost-
liness indicate the shortcomings of policies focused 
primarily on oral health care. On the other hand, 
upstream measures—such as implementing a sugar 
tax, requiring front-of-pack labeling, or restricting 
advertising—can be implemented at minimal or no 
cost. The adoption of an upstream approach thus 
increases the attainability of the right to health, 
which increases the stringency of obligations aris-
ing from the right to health.

Table 1 summarizes a proposed framework for 
children’s right to oral health. This framework can 
be used by policy makers, advocates, and research-
ers to further public oral health, particularly in the 
context of dental caries as a disease. Additionally, 
it can inform future research on rights-based ap-
proaches to oral diseases, other NCDs in general, 
and associated risk factors. The rights identified 
can serve as legal tools to hold policy makers ac-
countable and inform policy and practice in the 
field of oral health and childhood caries.

Human rights, especially children’s rights, 
can inform the development of a comprehensive 
approach to addressing dental caries incidence and 

risk factors, supplementing the current individual-
ized approach with upstream measures. 
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