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“Non-Indigenous Australians must learn to appreciate 
the discomfort that is a daily experience for 

Aboriginal and Torres Strait Islander Australians. 
You can’t experience what we feel every day, but you 

can accept it as real. You can sit with, and use this, 
experience of discomfort in this learning to enable 

much-needed change. Change oneself and then apply 
those principles to work in policy development and 

service delivery.” – Red Little 
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ABSTRACT 

Aboriginal and Torres Strait Islander Peoples have a healthy oral health history. Intentional 

disruptions initiated during colonisation and sustained by neoliberalism and institutional 

racism have had devastating impacts on oral health, and general wellbeing. Despite concerted 

efforts to reduce the experiences of oral diseases for Aboriginal and Torres Strait Islander 

Communities, inequities persist and, in some cases, have worsened. Therefore, the research 

comprising this thesis broadly aimed to further our understanding of the complex 

circumstances contributing to the inequitable experience of oral health for Aboriginal and 

Torres Strait Islander Peoples through qualitative methodologies. This thesis is broadly 

divided into four sections and 16 chapters.  

Section A provides an introduction to this thesis. It its divided into two parts, the first 

provides a brief overview of Aboriginal and Torres Strait Islander oral health in Australia. 

The second part is a literature review comprised of two qualitative systematic reviews.  

Section B details the methodologies and study design of this thesis. Chapter 4 provides 

details related to the study design, methodological approaches, and theoretical frameworks. 

Chapter 5 provides the Candidate’s positionality statement. Chapter 6 details a 

methodological approach to research, termed Relational Yarning, that was conceptualised 

alongside the research comprising this thesis. 

Section C includes the results generated from the research undertaken during Candidature and 

includes six chapters. Chapters 7, 8, and 9 detail barriers, facilitators, and motivators related 

to establishing and maintaining oral health for Aboriginal and Torres Strait Islander families. 

Chapters 10 and 11 focus on exploring the impact of neoliberalism on Aboriginal and Torres 

Strait Islander oral health as well as global Indigenous wellbeing.  

Section D provides an overview of the research presented in this thesis and recommendations 

for future directions. Chapter 13 and 14 are commentaries regarding aspects of concepts 



 

 xii 

deemed critical during previous sections of the thesis: self-determination, resistance to 

neoliberalism, and the need to progress a strengths-based narrative regarding Aboriginal and 

Torres Strait Islander oral health. Chapter 15 provides concluding remarks and 

recommendations. 

This thesis provides evidence and suggestions to enhance existing facilitators to establishing 

and maintaining oral health, as identified by Aboriginal and Torres Strait Islander families 

and Indigenous Communities, globally. Aboriginal Community Controlled Health 

Organisations (ACCHOs) have a strong history of supporting Aboriginal and Torres Strait 

Islander self-determination and subsequently, Community wellbeing. Any successful 

endeavour to further oral health equity for Aboriginal and Torres Strait Islander Peoples must 

privilege the leadership and expertise of ACCHOs and their workforce. There remains a need 

for structural changes that ensure adequate funding to comprehensively embed oral health 

promotion and programming in the service delivery of ACCHOs  This thesis supports the 

notion of neoliberalism as a re-colonisation of Aboriginal and Torres Strait Islander Peoples, 

and indeed Indigenous Peoples globally, that is furthering health disparities through both 

insidious process of internalisation as well as generative mechanisms external to individuals. 

Critically, the strength of Aboriginal and Torres Strait Islander Communities continues to 

resist these processes.  
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who we are, for we can be no other 
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SECTION A 
  
Introduction 
 

 

 

 

 

 

 

OVERVIEW  

Section A provides an introduction to this thesis. It is broadly divided into two parts, the first 
provides a brief overview of Aboriginal and Torres Strait Islander oral health in Australia. 
The second part is a literature review comprised of two qualitative systematic reviews.  
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Background 
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1.1 PREFACE 

This chapter briefly outlines the background to the body of research comprising this thesis 

and summarises the key aspects related to the oral health experiences of Aboriginal and 

Torres Strait Islander Peoples in Australia. Although efforts have been made to minimise 

repetition between the details provided in this Chapter and those outlined in each manuscript, 

some may still exist. This chapter concludes by outlining the overarching aim of this thesis. 

 

1.2 BACKGROUND 

Aboriginal and Torres Strait Islander Peoples have a history of strong oral health, grounded 

in a relational and holistic understanding of wellbeing that considers oral health as central to 

general health. Prior to European colonisation in 1788, over 260 language groups of 

Aboriginal and Torres Strait Islander Peoples in Australia thrived for 65,000 years, each with 

their unique histories, cultures, and spiritual traditions (1). Colonisation brought mass 

suffering for Aboriginal and Torres Strait Islander Peoples in Australia, through removal of 

Communities from Country, forced removal of children from their families, restriction of 

language use, ecological destruction, and suppression of participation in cultural activities (2, 

3). Colonisation, assimilation, marginalisation, and globalisation has had, and continues to 

have, devasting impacts on Aboriginal and Torres Strait Islander wellbeing (2, 4). Despite the 

social disadvantage created by colonial attempts at assimilation, Aboriginal and Torres Strait 

Islander Peoples continue to resist dominant ideologies and forces; we must recognise this 

immense strength, as well as interrogate the circumstances that have maintained the need for 

continued resilience.  

Although considerable resourcing has been allocated to addressing health inequities 

experienced by Aboriginal and Torres Strait Islander Peoples, disparities persist and, in some 

cases, have worsened (5, 6). Approximately 61% of Aboriginal and Torres Strait Islander 
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Peoples experience decay in their primary teeth, compared with 41% of non-Indigenous 

Australians, and are more likely to have untreated decay compared with non-Indigenous 

children (7). Early Childhood Caries (ECC) has deleterious impacts on children, including 

pain, speech difficulties, compromised self-esteem, and difficulties eating and sleeping (8). 

Evidence suggests that severe consequences of ECC can affect child growth, development, 

concentration, quality of life, failure to thrive and educational attainment (9-13). Challenges 

to establishing and maintaining oral health for Aboriginal and Torres Strait Islander families 

persist (14). Present strategies for strengthening oral health, and indeed overall wellbeing, for 

Aboriginal and Torres Strait Islander Peoples often fail to consider the historical, socio-

political, and structural challenges Aboriginal and Torres Strait Islander Peoples face in 

attaining oral health (15, 16).  

There remains a need to move beyond clinical indicators of oral health to build a contextual 

understanding of the environments in which oral health inequities persist (17). This approach 

must be led by Community-identified needs, consider structural and institutional factors 

related to the experience of inequities, and progress a strengths-based narrative that 

counteracts the deficit discourse often told of Aboriginal and Torres Strait Islander health. 

Therefore, through a range of qualitative methodologies informed by decolonising theories, 

this thesis broadly aims to explore the barriers, facilitators, and motivators to maintaining oral 

health for Aboriginal and Torres Strait Islander families in the context of neoliberal Australia.  

 

1.3 REFERENCES  

1. Dudgeon P, Wright M, Paradies Y, Garvey D, Walker I. The social, cultural and 
historical context of Aboriginal and Torres Strait Islander Australians. Working together: 
Aboriginal and Torres Strait Islander mental health and wellbeing principles and practice. 
2010:25-42. 
2. King M, Smith A, Gracey M. Indigenous health part 2: the underlying causes of the 
health gap. The lancet. 2009;374(9683):76-85. 
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5. Petersen PE. The World Oral Health Report 2003: continuous improvement of oral 
health in the 21st century--the approach of the WHO Global Oral Health Programme. 
Community Dent Oral Epidemiol. 2003;31 Suppl 1:3-23. 
6. Fisher-Owens SA, Gansky SA, Platt LJ, Weintraub JA, Soobader M-J, Bramlett MD, 
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2009;56(6):1481-99. 
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to Indigenous oral health. Australian Health Review. 2015;40(5):570-83. 
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oral health for Indigenous Communities 

globally: A qualitative systematic review 
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2.1 PREFACE  

This qualitative systematic review and meta-aggregation aimed to identify factors that 

facilitate and challenge the ability of global Indigenous Communities to maintain oral health. 

This is an important component to the thesis as it situates the findings within the global 

Indigenous context.   

 

2.2 PUBLICATION DETAILS  

Poirier B, Soares G, Sethi S, Hedges J, Jamieson L. Facilitators and challenges to maintaining 

oral health for Indigenous Communities globally: A qualitative systematic review. Journal of 

Health Care for the Poor and Underserved. (Forthcoming Journal of Health Care for the Poor 

and Underserved 34.1 February 2023. All rights reserved.) 

 

2.3 HIGHLIGHTS  

• Challenges and facilitators to maintaining oral health were identified at the child, 

carer, Community, and service level.  

• The results indicate the complexity of oral health maintenance for Indigenous 

Communities in Canada and Australia; the myriad of factors influencing oral hygiene 

practices, dental appointment attendance, and health-promoting behaviours cannot 

simply be reduced to a single factor.   

• Structural inequities confounded the ability to maintain oral health for participants; all 

those involved in the oral health of Indigenous Peoples must recognise and act upon 

the effects of socioeconomic, historic, and systemic inequities that enable the 

continuation of Indigenous Peoples’ collective experiences of discrimination. 
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• Interventions to strengthen the oral health of Indigenous Communities must use a 

comprehensive and integrated approach to care that considers oral health as central to 

overall well-being and addresses challenges at levels beyond personal responsibility. 
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2.5 PUBLICATION 

TITLE:  Facilitators and challenges to maintaining oral health for Indigenous Communities 

globally: A qualitative systematic review 

Authors: Brianna Poirier1*, Gustavo Soares1, Sneha Sethi1, Joanne Hedges1, Lisa Jamieson1 

1. Australian Research Centre for Population Oral Health, Adelaide Dental School, 

University of Adelaide, Adelaide, Australia 

Abstract 

Globally, Indigenous Peoples experience pervasive oral health inequities due to a complex 

interplay of social determinants of health, the sustained effects of the colonisation, racism, 

and intergenerational disruption to Indigenous Communities. Therefore, this qualitative 

systematic review aimed to synthesise evidence related to facilitators and challenges that 

impact the ability of global Indigenous Communities to maintain oral health. Two 

independent reviewers searched PubMed, SCOPUS, Web of Science and Embase. Qualitative 

studies including illustrations from Indigenous Peoples regarding facilitators and challenges 

to oral health maintenance were considered. Included articles were critically appraised. The 

search identified 4247 articles eligible for inclusion; 22 articles were included. Challenges 

and facilitators were synthesised across child, carer, Community, and service levels during 

the meta-aggregation. The prioritisation of integrated oral health services, programs, and 

research that encompass multiple factors at various levels of influence are needed to 

strengthen the oral health of Indigenous Communities.  

Keywords:  

Indigenous peoples [MeSH]  

Oral health [MeSH] 

Public Health Dentistry [MeSH] 

Social determinants of health [MeSH] 
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Holistic Health [MeSH] 
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Introduction 

Indigenous Peoples1 is a global term used to refer to a vast range of groups with unique 

social, cultural, and historic characteristics whose societies developed on their traditional 

lands prior to colonisation.1 Despite such rich sociocultural diversity, robust evidence has 

demonstrated a clear pattern of poorer health and social outcomes for Indigenous populations 

compared with their non-Indigenous counterparts, irrespective of the level of development of 

the region where they live.2, 3 For instance, Canada and Australia, two high-income countries, 

present some of the highest gaps in life expectancy between Indigenous and non-Indigenous 

groups globally.2 These pervasive health inequities have been attributed to a complex 

interplay of social determinants of health, including the sustained effects of the colonial 

enterprise on land and cultural deprivation, structural and interpersonal racism, and 

intergenerational disruption of Indigenous families and Communities.4-6 Factors such as lack 

of adequate health infrastructure, socioeconomic deprivation, and cultural barriers continue to 

limit the accessibility of resources and health care that would enable increased well-being and 

uptake of healthy behaviours for Indigenous Peoples.7-11 

Poor oral health is a strong marker of socioeconomic disadvantage within and across 

populations. Due to the complex interplay of colonial legacy, ongoing assimilation efforts, 

and social disadvantage, including limited access to economic resources, Indigenous Peoples 

experience a disproportionately high burden of oral disease.12 Challenges faced by 

Indigenous Peoples in maintaining their oral health include lack of oral health providers 

serving the Community, difficulties obtaining a dental appointment, financial and geographic 

barriers to dental care, and the costs of healthy food, toothpaste, and toothbrushes.8, 13-15 

 
1 In Canada, Indigenous Peoples refers to First Nations, Inuit, and Metis Peoples and in Australia, Indigenous 
Peoples refers to Aboriginal and Torres Peoples. 
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Pooled estimates of oral disease show that Indigenous Peoples worldwide have a higher 

prevalence of periodontal disease, dental caries, and worse self-rated oral health than non- 

Indigenous populations across the lifespan.16-20 Findings indicate that oral health inequities 

between Indigenous and non-Indigenous groups are also manifest in the prevalence of oral 

human papillomavirus (HPV) infections and in the incidence HPV-related oropharyngeal 

squamous cell carcinoma.21, 22 The magnitude of the oral disease burden among Indigenous 

populations is not only an unfair consequence of unequal power structures and social 

gradients, but also produces significant impacts on the well-being of individuals, their 

families, and their Communities.23-25  

Indigenous cultures often share holistic notions of health and healing that are centred 

on connections, family, and Community.26 From an individual perspective, this concept is 

understood as a balance of body, mind, heart, and spiritual well-being. Within the family 

context, supportive relationships provide a safe environment that enables the healthy 

development of its members. At the Community level, collective efforts are directed at 

intergenerational healing, cultural continuity, and empowerment.4 Recently, Indigenous 

scholars and non-Indigenous allies have placed increasing emphasis on Community strengths 

as a way of overcoming deficit discourses based on vulnerability, disease burden, and 

discrimination that prevail in the Indigenous health literature.27 Examining Community 

strengths related to oral health while recognising the contextual and structural barriers that 

prevent Indigenous populations from maintaining positive oral health practices may provide a 

comprehensive picture of facilitators and challenges in this field. Oral health knowledge that 

builds on the strengths and needs of Indigenous Communities might generate renewed and 

culturally meaningful strategies of oral health promotion.15 Therefore, this qualitative 

systematic review and meta-aggregation aimed to identify factors that facilitate and challenge 

the ability of global Indigenous Communities to maintain oral health. 
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Methods  

This systematic review has been registered in PROSPERO (blinded) and the Joanna Briggs 

Systematic Reviews register. A prior search of the PROSPERO register discovered no 

comparable studies.  The Preferred Reporting Items for Systematic reviews and Meta-

Analyses (PRISMA) guidelines 28 were adhered to in the conduct of this systematic review 

(Supplementary File 1 – available from the authors upon request). 

Positionality. The research team acknowledges the influence of personal experiences and 

philosophies on research and the importance of self-situation and reflection. This systematic 

review is a consequence of aspirations to highlight personal stories, reflections, and opinions 

of Indigenous Peoples regarding oral health. Stories shared with the primary reviewers (BP, 

GS) related to oral health inequities experienced by Indigenous Communities in South 

Australia, Brazil, and Canada, while conducting field work over the past five years provided 

the motivation to investigate existing qualitative evidence regarding oral health maintenance 

for Indigenous Communities. Although both researchers are non-Indigenous, BP has 

qualitative experience with Community-engaged scholarship in the context of Indigenous 

health in Canada and Australia; and GS has had the privilege of working with Indigenous 

Peoples of Brazil and South Australia. The supporting research team consists of Indigenous 

leaders and non-Indigenous researchers with extensive experience in the realm of Indigenous 

oral health. 

Identifying studies for inclusion. The reviewers used a pre-established search 

strategy,29 which used key terms (and their related variants) related to the population of 

interest, the phenomenon being researched, as well as the included study designs. Two 

independent reviewers (BP, SS) screened the collected literature for eligible articles using 

PubMed, SCOPUS, Web of Science, and Embase databases from database inception until 
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March 2022. The search was tailored and adapted according to the requirements of each 

database (Supplementary File 2 – available from the authors upon request). 

To ensure an exhaustive and thorough search for eligible studies, the reviewers used 

the option to run “related” searches where possible and performed manual bibliographic 

searches of each included article to identify other potentially relevant publications. Titles and 

abstracts were screened independently by both reviewers to assess eligibility, with articles 

considered relevant by either reviewer progressing to full-text review. The selected articles 

then progressed to full-text screening, and the reviewers included studies that satisfied the 

following criteria: 

• The study focused on the oral health experiences of Indigenous Peoples 

• The study was qualitative or mixed methods (with explicit qualitative examples)  

• The study was available in English 

• The study was published prior to March 2022 

Studies that exclusively included Indigenous health workers, had no ethical approval, 

contained no qualitative illustrations, and those published in languages other than English 

were excluded. Any disagreements were solved through discussion with a third reviewer 

(GS).  

Critical appraisal. Of the various validated tools for appraisal of qualitative studies, 

this review used the Joanna Briggs Institute (JBI) System for the Unified Management, 

Assessment and Review of Information (SUMARI) critical appraisal tool. The JBI SUMARI 

tool was chosen due to its focus on congruity and high sensitivity to aspects of validity.30 

Included studies were appraised by two independent reviewers (GS, SS). The JBI SUMARI 

tool includes 10 questions that consider methodology, positionality, findings, and cohesion; 

each question is scored as yes, no, or unclear. Studies that scored at least eight yes answers 
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were considered of high methodological rigor, while those that scored five or less were 

considered of low methodological rigor.  

Data extraction and synthesis. Data were extracted in phases. For the initial phase, 

the reviewers (BP, GS, SS) applied concepts of thematic analysis and expansively 

acknowledged findings from each included study. These findings were then extracted into 

JBI SUMARI. The successive phase used the JBI data extraction tool for all the included 

studies. Extracted findings were scored within JBI SUMARI as Credible, Not Supported, and 

Unequivocal.31 The synthesis of findings was carried out manually by the research team, 

including writing all extracted findings on a white board and categorising common concepts 

and themes. Common themes were then grouped together, with networks between other 

identified themes explored in the context of oral health. These synthesised categories were 

subsequently transferred from the white board to JBI SUMARI. Each individual finding was 

placed within the appropriate category, with each category then assigned to an overarching 

synthesised finding. 31, 32 

 

Results  

The search identified 4,247 articles eligible for inclusion in this review, of which 972 were 

duplicates, leaving 3,275 unique records for screening. The full text of 66 articles were 

retrieved and assessed for eligibility; during this process 44 articles were excluded, largely 

due to a lack of qualitative study design. Therefore, a total of 22 articles were included in this 

systematic review (Figure 1).  

Figure 1. PRISMA 2020 flow diagram 28 
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Study characteristics. The included studies were published between 2003 and 2022, 

with seven from Canada 9, 15, 33-37 and 15 from Australia.8, 24, 38-50 Methods among articles 

included focused ethnography,35 motivational interviewing,8, 24, 41 yarning circles,38, 39, 45 

sharing circles,9, 36 focus groups,33, 34, 37, 42, 43, 46, 48 and semi-structured interviews.15, 33, 34, 37-40, 

42, 47, 50 Community-based participatory research and participatory action research 

methodologies framed three15, 33, 36 and two35, 49 studies, respectively. Findings presented in 

this review represent First Nations,15, 33-35 Métis,9, 36 Inuit,37 and Aboriginal and Torres Strait 

Islander Communities 8, 24, 38-50 (Table 1). 
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Table 1. Study Characteristics 

Study Country Methods Phenomena of 
interest 

Setting Participant 
characteristics 
and sample size 

Naidu et al. 
2014 33 

Canada Community-
based 
participatory 
research, 
interviews, 
and focus 
groups 
Analysis: 
Thematic 
analysis. 

Beliefs and 
practices 
regarding oral 
health 

Algonquin 
Community 
of Rapid 
Lake, 
Western 
Quebec 

Children aged 9 
to 11 years 
(N=7) and their 
parents (N= 8) 

Ogenchuk 
et al. 
202115 

Canada Community-
based 
participatory 
research, 
interviews 
Analysis: 
Inductive 
thematic 
analysis 

Strengths and 
barriers related to 
the provision of 
oral health 
services in an 
Indigenous 
Community 

La Loche 
Community 
in northwest 
Saskatchewan 

Elders, 
Community 
leaders, 
healthcare 
providers, 
teachers, and 
parents/guardians 
of children 
(N=38) 

Patel et al. 
202139 

Australia Interviews 
and yarning 
circles 
Analysis: 
Grounded 
theory 

Perception and 
attitudes towards 
dental services 

Indigenous 
Communities 
in Kimberley 
region, 
Western 
Australia 

Indigenous 
adults aged 18 
years or older 
(N=80) 

Patel et al. 
202138 

Australia Interviews 
and yearning 
circles 
Analysis: 
Grounded 
theory  

Perceptions and 
attitudes towards 
oral health 
education and 
disease prevention 

Indigenous 
Communities 
in Kimberley 
region, 
Western 
Australia 

Indigenous 
adults aged 18 
years or older 
(N=80) 

Piggott et 
al. 202140 

Australia Interviews.   
Analysis: 
Thematic 
analysis  

Parents' and 
carers' perceptions 
on the use of 
minimally 
invasive dental 
treatments to 
young Indigenous 
children 

Indigenous 
Communities 
in Kimberley 
region, 
Western 
Australia 

Parents and 
carers of 
Indigenous 
children. Sample: 
29. 

Poirier et 
al. 202141 

Australia Motivational 
interviewing.  
Analysis: 
Reflexive 
thematic 
analysis  

Motivations 
identified by 
parents of 
Indigenous 
children to 
enhance 

Indigenous 
Communities 
in South 
Australia 

Parents of 
Indigenous 
children. Sample: 
226. 
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effectiveness of 
future oral health 
prevention efforts 

Poirier et 
al. 20218 

Australia Motivational 
interviewing.  
Analysis: 
Reflexive 
thematic 
analysis  

Barriers impeding 
parental efforts to 
establish oral 
health and 
nutrition practices 
for Indigenous 
children 

Indigenous 
Communities 
in South 
Australia 

Women pregnant 
with Indigenous 
children. Sample: 
327. 

Poirier et 
al. 202224 

Australia Motivational 
interviewing.  
Analysis: 
Reflexive 
thematic 
analysis  

Facilitators for 
establishing oral 
health and 
nutritional 
practices to 
Indigenous 
children 

South 
Australian 
Indigenous 
Communities 

Women pregnant 
with Indigenous 
children. Sample: 
226. 

Shrivastava 
et al. 
201934 

Canada Interviews 
and focus 
groups.  
Analysis: 
Inductive 
thematic 
analysis  

Barriers and 
enablers of 
relational 
continuity of oral 
health care 

Cree 
Communities 
in Northern 
Québec 

Patients, health 
care providers, 
and managers of 
local health 
centres. Sample: 
74 (36 interviews 
and 6 focus 
groups) 

Tynan et 
al. 202042 

Australia In-depth 
interviews and 
focus groups.  
Analysis: 
Thematic 
analysis with 
NVivo. 

Perceived 
importance of oral 
health 

Rural 
Indigenous 
Communities 
in 
Queensland 

Patients 
accessing local 
health services 
and members of 
Community 
groups. Sample: 
27 (12 interviews 
and 3 focus 
groups). 

Vaughn et 
al. 200343 

Australia Focus groups.  
Analysis: 
coding and 
categorisation 
of the data. 

Oral health-
related 
experiences, 
attitudes, and 
behaviours 

Milyakburra, 
Umbakumba, 
and 
Angurugu 
Communities 
in the Groote 
Eylandt 
Island, 
Northern 
Territhory 

Children's 
caregivers and 
Aboriginal health 
workers. Sample: 
40 (7 focus 
groups with 
children's 
caregivers, 1 
focus groups 
with Aboriginal 
Health Workers) 

Butten et 
al. 201945 

Australia Yarning 
circles and 
face-to-face 
interviews.  

The impact child 
oral health has on 
families from the 
perspective of 
urban, Aboriginal 

Aboriginal 
and Torres 
Strait Islander 
Communities 
in Caboolture 

N=20 All 
mothers (one 
carer was an 
aunt) of 
Aboriginal and 
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Analysis: 
Thematic 
analysis 

and Torres Strait 
Islander parents 
and carers 

(near 
Brisbane, 
Queensland). 

Torres Strait 
Islander children 

Butten et 
al. 202044 

Australia Yarning 
circles and 
face-to-face 
interviews.  
Analysis: 
Thematic 
analysis 

Experiences and 
perceptions of 
oral health from 
the perspective of 
urban, Aboriginal 
and Torres Strait 
Islander women 

Aboriginal 
and Torres 
Strait Islander 
Communities 
in Caboolture 
(near 
Brisbane, 
Queensland) 

N=20 Aboriginal 
and Torres Strait 
Islander women, 
who were or had 
been the parent 
or carer of an 
Indigenous child 
under the age of 
5 

Durey et 
al. 201746 

Australia Focus groups 
(n=9) and 
interviews 
(n=1).  
Analysis: 
Thematic 
analysis 

Perceptions and 
experiences of 
Aboriginal parents 
of young children 
as they relate to 
oral health 

Health 
services, 
playgroup 
centres, 
family day 
centres, and 
Community 
centres in 
Perth, 
Western 
Australia 

N=52 Aboriginal 
and Torres Strait 
Islander parents 
of young 
children 
(overwhelmingly 
young mothers, 
with 2 fathers, 
and some 
grandmothers) 

Jamieson 
et al. 
200848 

Australia Focus groups.  
Analysis: 
Content 
analysis 

Social, cultural, 
and environmental 
context of oral 
health 

Indigenous 
people in 
South 
Australia's 
mid-north 
region (Pika 
Wiya) 

N=34 30 women 
(21-72 years), 4 
men (55-65 
years) 
Indigenous 
adults who had 
lived in South 
Australia's mid-
north region for 
most of their 
lives 

Jones et al. 
201647 

Australia Semi-
structured, 
face-to-face 
interviews.  
Analysis: 
Themes-based 
coding 
methodology 

Self-reported 
factors 
contributing to 
attendance and 
non-attendance at 
South Australian 
public dental 
clinics 

Indigenous 
Communities 
in South 
Australia 

N=49 Indigenous 
participants were 
purposively 
sampled from 1 
of 3 groups: (1) 
those who  
accessed and 
completed a 
recommended 
course of dental 
care, (2) those 
who accessed 
dental care but 
do not complete 
it, and (3) those 
who did not 
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initiate access to 
dental care  
following a 
referral for such 
care 

Kim et al. 
202135 

Canada Focused 
ethnography 
using 
participatory 
research 
principles, 
including 
interviews and 
participant 
observation.  
Analysis: 
Thematic 
analysis 

Children and 
youths’ oral 
health experiences 
and 
understandings 

Two 
Anishnabeg 
Communities 
in Quebec 

N=27 
Anishnaabe 
children aged 6-
11 (7 male, 7 
female) 
Anishnaabe 
youth aged 12-17 
(6 male, 7 
female) 

Kong et al. 
202149 

Australia Semi-
structured 
interviews, 
participatory 
action 
research  
Analysis: 
Inductive 
thematic 
analysis 

Oral health 
perceptions and 
needs during 
pregnancy for 
Aboriginal and 
Torres Strait 
Islander women 
and oral health 
promotion. 

Aboriginal 
and Torres 
Strait Islander 
Communities 
in GWS 
region of 
Sydney, 
NSW 

N=12  
Aboriginal and 
Torres Strait 
Islander women 
(18-36 years), 
N=7 pregnant 

Krichauff 
et al. 
202050 

Australia Interviews.  
Analysis: 
Grounded 
theory. 

Experiences of 
oral health, and 
factors that 
prevent 
Indigenous 
Australians from 
seeking 
preventive dental 
care. 

Aboriginal 
and Torres 
Strait Islander 
Communities 
in South 
Australia 

N=20 

Kyoon-
Achan et 
al. 202036 

Canada Focus groups 
and sharing 
circles, 
Community 
based 
participatory 
research 
Analysis: 
Thematic 
analysis 

Views on 
paediatric dental 
surgery to treat 
early childhood 
caries under 
general 
anaesthesia and 
receptivity to 
silver diamine 
fluoride 

First Nation 
and Métis 
Communities 
in Manitoba, 
Canada 

First Nations and 
Métis 
individuals, 
mean age of 35.6 
years (N=59) 

Kyoon-
Achan et 
al. 20219 

Canada Focus groups 
and sharing 
circles 

Challenges and 
problems faced by 
First Nations and 

First Nations 
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Critical appraisal. An inter-reviewer reliability score of 8.3 for critical appraisals 

demonstrated a high level of agreement between reviewers (Supplementary File 3 – available 

from the authors upon request). Included studies performed poorly across critical appraisal 

items concerned with philosophical perspectives, researcher positionality, and influence of 

researchers on study outcomes (Supplementary File 4 – available from the authors upon 

request). No studies were deemed ineligible on the sole basis of critical appraisal scores.31  

Meta-aggregation findings. From the included studies, 354 illustrations were 

extracted, which were merged into 42 categories, and further aggregated into eight 

synthesised findings (Supplementary File 5 – available from the authors upon request). The 

eight synthesised findings included child-level challenges, child-level facilitators, parent-

level challenges, parent-level facilitators, Community-level challenges, Community-level 

facilitators, service-level challenges, and service-level facilitators (Figure 2). 

 

Figure 2. Conceptual model of challenges and facilitators to maintaining oral health for 

Indigenous Peoples. 
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Child-level challenges. At the child level, resistance to tooth brushing created 

difficulties for carers working to establish and maintain oral hygiene practices that support 

oral health, particularly for single carers.9 Despite this, carers made every effort to encourage 

regular brushing, as exemplified by one mother whose children didn’t enjoy brushing their 

teeth: “They just refuse to brush their teeth. But we really try our best to take care of her 

teeth. There are nights where she doesn't want to brush but I sit her on the potty and then 

like, we’ll brush her teeth and then they go to bed. It's how we do this. And with couples, its 

communication right? Ask did you brush their teeth? Make sure you brush their teeth. I 

always tell my fiancé because I am not the only one putting [the child] to bed” 9. Lack of 

services for young children created challenges for carers prioritising their children’s oral 

health, with one parent acknowledging the ramifications of failing to provide preventive oral 

health care: “Here, they get nothing till they are five, and that is just ridiculous. And then you 
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are looking at dental emergencies instead of treating it when it could have been treated with 

a filling or whatever. And now they are in the children’s hospital being put under [general 

anaesthetic], which is dangerous and stressful, having a hospital procedure and something 

really painful when it could have been prevented. So it is like this great big hole in the 

system. This massive big hole where these kids are just falling in.” 46 Some carers and 

children discussed the implications of poor oral health in terms of child embarrassment, 

specifically one’s social appearance, and subsequent self-esteem challenges. 36, 41 Some 

adolescents saw embarrassment as motivation to brush their teeth: “The most time we brush 

our teeth is before an event, like going to the movies, out with friends, or to check out a 

hockey game, so it doesn’t stink.” 35 

Child-level facilitators. Engaging oral health promotion activities were acknowledged 

as beneficial for children, with carers suggesting jingles for tooth-brushing, similar to hand-

washing promotion, to engage and educate children from a young age.44 Oral health was 

identified as a mechanism to increase child self-esteem, with youth in rural Quebec asserting 

that oral health is not only important for physical but mental well-being.35 The mental well-

being component of oral health was also considered in the Australian context: “[If my kids 

have no fillings, they’ll] feel very pretty about themselves. . .pretty inside and outside and 

that’s something that every girl needs to feel. They need to feel secure about themselves and 

everything.” 41 The importance of friendly services for children24, 40, 43, 45 was highlighted, 

particularly services that encouraged child self-determination: “At the school they are so 

wonderful. My kids are scared of dentist and they are wonderful and he wants to go there all 

the time, every time his teeth hurt he wants to go there, so it’s really good, so we are quite 

impressed with the way they handle the children there. It’s about the children’s opinion and 

what they want and they make them feel safe and secure.” 45 
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Carer-level challenges. At the carer level, negative role modelling was a challenge in 

terms of oral hygiene, dietary habits, and smoking behaviours.8, 35, 44 Carers acknowledged 

the difficulty in expecting behaviours from children when they did not lead by example. One 

parent discussed the need for education to address these gaps: “I also think there does need to 

be more education for the parent, particularly in those early years. If they don’t have good 

dental hygiene, they are not going to be able to teach the kids well and for them just waiting 

until school age, there needs to be something out there for the parents.” 44 Maintaining oral 

health at home was challenging for some carers, with tooth-brushing routines causing stress 

for both carers and children.45 During pregnancy, limited oral health awareness was discussed 

as a challenge for mothers who wanted the best for their child’s health.43, 44, 49 Many mothers 

expressed shock or remorse when they learned the impact of poor maternal oral health on 

child health outcomes (i.e. premature birth): “I didn’t think it would hurt the baby... If I 

would have known that, I would have gone to the dentist a hell of a lot earlier.” 49 Mothers 

described efforts to self-educate, “I had to go research it myself, there’s not a lot of parents 

that get to have the internet and stuff. Like I can’t get on the internet. It’s not like old-school 

where you can go to an encyclopaedia.” 44  

Carer-level facilitators. Carers resonated with the impact of positive carer role 

modelling on improved oral health experiences for their children.35, 46, 49 Not only did carers 

identify their personal role, they also reflected on the intergenerational role their carers 

played: “I think that the parents are [helpful to oral hygiene] because I probably wouldn’t 

have [taken] care of my teeth if my mom hadn’t told me every day to.” 35 Despite carer 

apprehensions about visiting the dentist, child oral health motivated carers to take preventive 

action for their children.8, 15, 24, 36, 38, 41, 49 Carer experiences of oral disease underscored 

motivations for ensuring robust oral health for children: “His dad doesn’t want him to have 

teeth the way that he has them... which is very decayed ”ight now because he’s too scared to 
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go to the dentist. He doesn’t want [our son] to have that fear.” 41 Carers that prioritised 

preventive and healthy lifestyles, by promoting water consumption, low sugar consumption, 

regular dental appointments, and oral hygiene behaviours from a young age facilitated oral 

health for children.24, 35-37, 41, 43, 44, 46, 49 Many carers were determined to take preventive steps 

for the benefit of their children’s health: “… if [the kids] don’t like what they see in solid 

[vegetables], I will blend it and put it on pizza bases or in spaghetti bolognaise. They are 

going to get it one way or another.” 44 Prioritising prevention also related to parent 

willingness to use dental products, such as silver diamine fluoride or fluoride varnish: “In my 

mind, the reason why I say yes [to silver diamine fluoride] is because I know that that’s the 

best solution. It’s going to stop [the decay] in its track. It’s not going to hurt my baby 

anymore. It’s not going to keep proceeding.” 36 Carers identified the need for targeted parent 

education embedded in other services typically accessed by new carers: “As part of their 

prenatal care, they should actually have a free dental service for these mums to be able to, 

use and teach them about their teeth, have a look at their teeth… I think this is a huge factor 

because educating the parents from such a young age with their babies also educates the 

parents.” 46 Importantly, carers acknowledge the range of needs and preferences for 

education, suggesting that a dynamic and flexible program would be most appropriate.46, 49 

Community-level challenges. Numerous challenges exist at the Community level, 

including the ubiquity of sugar.8, 37, 38, 43, 44, 48 Participants described food environments in 

schools, homes, and Communities where sugar-sweetened beverages and candy were 

accessible and affordable: “Food full of sugar is causing the problem and the Community 

shops sell too much food full of sugar which the children buy and it is no good for their 

teeth.” 43 Participants from Australia and Canada37 related increased sugar consumption to 

the introduction of sugar during colonial settlement, as one Aboriginal woman recalled, “All 

our relations, everybody used those bottles with cordial (juice), you know, sugar to put kids 
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to sleep. Or to give to them to shut up, you know. It’s just normal, we just knew that’s the way 

to do that. We grew up into that system. It’s like, a carry on from the mission stuff, you 

know?” 48 Participants also discussed the influence of family members with regard to sugar 

consumption as challenging:8, 9, 41, 46 “Grandparents are great, but sometimes are a problem, 

I'll tell my kids, ‘No, you can't have candy’ and Mama and Papa will show up and bring 

something ... they bring cookies and we say we don’t give them those but they just give them.” 

9 Loss of traditional practices due to assimilation efforts and the continuing impacts of 

colonisation posed significant challenges to maintaining oral health for Communities:9, 15, 37, 

38, 43, 48, 49 “So when people were eating the bush tucker (traditional foods) a lot, it was good 

for their teeth. But then in the missions it was sit, sit still, the Europeans came in and made 

‘em all sit down in one spot. But we’re in the fast lane now. Too much fast food. Gives you a 

buzz. Sugar and fat, that’s part of the thing. Without even knowing it, it’s giving you a buzz so 

you just go back and want more of it, you know.” 48 Food and water insecurity also posed 

challenges for Communities.8, 9, 15, 37, 38 Water insecurity affected water consumption as well 

as tooth-brushing patterns,37 whereas food insecurity affected food choices and dental service 

use: “Both me and my husband work and if he goes to see a dentist it's going to cost us $400 

and that $400 would put groceries in our fridge, we choose groceries or dentist and right 

now that's not like an option.” 9 

Limited oral health awareness 8, 9, 15, 24, 35-37, 44, 48 and nutrition awareness 8, 9, 24, 44, 46 

contributed to challenges at the Community level in maintaining oral health. Low levels of 

oral health and nutrition knowledge compounded, even for those trying to make the healthiest 

decisions for their families: “[Baby food is]  advertised  [as  being]  good  for  your  baby  

and  healthy  for  your  baby  and  a  lot  of  them  claim ... it’s pure fruit, no added sugar... 

That’s a bit sad because a lot of  Mums especially  when  you’re  shopping, you’re busy, you 

go well this is supposed to be  healthy  for  my  baby,  it’s  on  special,  I’m  going  to  chuck 
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it in my trolley. And not realising that it could be doing more harm than good.” 8 Community 

members discussed education and true understanding as fundamental to changing behaviour: 

“We are told, 'You shouldn’t do this, you shouldn’t do that.' There isn’t really a concrete 

understanding of how bad soft drink is for people. And I think we understand it when it starts 

to affect someone in our family. And then we are like 'Oh, that is what soft drink does to your 

teeth.’” 46 Community members also discussed a lack of service awareness:15, 39, 40, 49 “Like, 

am I able to go to the dentist? Are they able to rip out teeth? Like do you know what I mean—

anaesthesia like all that kind of stuff. What if I need work? Like I have no idea.” 49 This was 

particularly problematic in more rural areas with sporadic access to dental services, where 

Communities were not aware of dental visits: “No-one knows if there is a government dentist, 

everyone finds out two days after. Oh! the dentist was here I didn’t even know!” 39 The use or 

understanding of dental services as emergency services24, 37, 39, 42, 44, 46, 49, 50 limited uptake of 

preventive oral health behaviours for some: “I haven’t gone to the doctor—the dentist, in 

quite a long time and everyone I know don’t go to the dentist—unless it’s to the dental 

hospital… for emergencies.” 49 The cost of oral hygiene supplies also created challenges at 

the Community level:9, 35, 38, 44 “It’s six, eight, nine dollars (in regional Australia), toothpaste 

and the brush they are separate prices...you got to feed the whole family and if you don’t 

have enough bread or something you’ve got to go and buy all of these things you wouldn’t 

have a chance to buy all these toothpaste toothbrushes.” 38 

Poor oral health greatly affected quality of life for Community members:35, 38, 43, 48 “It 

affects your whole body, having toothache, your way of thinking. You just don’t wanna get 

out of bed. You just wanna lay with a hot pack. You don’t wanna talk. You don’t want to 

associate, or nothing. You can’t eat food.” 48 Oral health-related fatalism was a pervasive 

belief in some Communities, where oral disease was assumed an inevitable outcome:39, 43, 44, 

46, 48 “A lot of people just think that your teeth are gunna get bad and that there’s nothing you 
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can do about it anyway.” 48 Many Community members discussed managing competing 

priorities, including other health priorities, as challenging in relation to oral health-related 

needs.8, 9, 15, 35, 36, 41, 42, 45-48, 50 Basic living essentials such as housing and food took 

precedence, “There are just all sorts of things ... there's other important bills that come 

before [dental care] you know the roof over your head and like some people are struggling.” 9 

Limited social support affected individuals’ ability to attend dental appointments,42, 46 and in 

some instances Community members were reprimanded for bringing children with them to 

dental appointments, “I was a single mum, no support, no family over here. So when I did get 

into that dentist early in the morning, they said, 'What did you bring your kids here for?'... 

And they said, 'We can’t treat you, you have got to find a place for your children.' And I’m 

like 'Well, what am I meant to do with them?' and they’re like 'Well, ring up someone to come 

and get them' and I’m like 'I don’t have anyone' and they said 'Oh, everyone has someone.'” 

46 Participants also discussed challenges related to social appearance and oral health;35, 36, 42, 

44, 48 for some, poor oral health affected self-esteem and confidence in social settings, and 

others saw social standards as potentially motivating: “The media affects a lot of the youth. 

You see people with perfect teeth ... and then you look at yourself and you don’t have that. It 

kind of pushes you to brush your teeth.” 35 Related to social appearance, shame due to oral 

health was a common experience for participants:37-39, 41, 46-48 “We are all frightened to laugh. 

When we laugh, we laugh like this [puts hand over mouth] and hide our teeth when we 

smile.” 46 Shame also related to accessing dental services: “She was really upset, she was 

devastated, staying home, real 'shame' you know. And she finally got to go to the dentist and 

she didn’t have any money. They did something. But then they kept sending her this bill. And 

she was too embarrassed because she didn’t have the money so she never went back for 

treatment. Her teeth are just falling out.” 46  
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Community-level facilitators. Social support was identified as a key facilitator to 

maintaining oral health.24, 35, 40, 47 For some Community members, family members enabled 

attendance to dental appointments through provision of transportation or childcare. Others 

identified the importance of wider support as central to oral health: “Family have helped in 

getting us to where we are now. So it’s like looking after babies and everything like that. It is 

like a necessity basically that we teach our children and in that way they can teach their 

children and so on, and so on and so on. So it does play a big role in healthy teeth.” 24 

School policies facilitated oral health for some families by ensuring children’s teeth were 

checked regularly and lunchbox policies related to sugar content.15, 38 Traditional practices 

were recognised for their alignment with good oral health among Communities and the low 

need for dental care in olden times:43, 44, 48 “They cooked in the charcoal, and they didn’t 

shake it off, they just ate it. I can remember going fishing they chucked the fish on the coals. I 

can remember sitting there spitting out charcoal, you know what I mean about the crunchy 

gritty bits, but that’s how they lived off the land.” 44 Having a connected or holistic 

understanding of oral health44, 48 was beneficial for Communities because it encouraged 

healthy behaviours: “If you look after your body it helps you look after the rest of your parts. 

Like our eyes now for diabetics. If we eat a lot of sugar it affects our eyes. I have been 

through that step, I know exactly what happens now with those things, so with our teeth we 

need to look after them, eh?” 48 Community members also reflected on the need for this 

connected understanding to extend to service provisions: “I think it [dental] could be more 

into the medical side of things, like medical centres as well because you know it seems so 

separate. You know you got the dental side and the medical side, and I think they really need 

to push it, you know when they do the health checks, they really don’t check too much about 

the dental.” 44 
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Service-level challenges. Several challenges at the service level affected oral health 

for participants, including inaccessibility of dental services.8, 9, 37, 39, 40, 47, 49, 50 Inaccessibility 

related to lack of transport, waiting lists, paid parking, impermanence of visiting services, and 

distance from dental services: “So [towns] are two and a half hours away too… Some of them 

do come on Community transport. But you know what? A lot of those leave at six, seven 

o’clock in the morning because they don’t just take that one person… So, therefore, I 

reckon—out of town [Aboriginal and Torres Strait Islander] communit[y members] that 

come to my work, I reckon 90% of them don’t show up [for appointments]." 49  

Participants explained the complexities and difficulties of navigating health systems9, 

45, 47 especially considering that for some, making an appointment was a foundational barrier 

to services: “Some people just don’t even know how to make appointments for themselves. 

They never have to do that and then they have children and they don’t even know how to do 

that for their children because they never did it for themselves. Some people have like six or 

eight kids and they don’t even worry about that. They are too busy just getting by every day, 

making food to eat.” 9 Payment plans and different qualification schemes compounded 

difficulties.45 Some participants expressed frustration at oral health funding models9, 48-50 and 

subsequent eligibility for dental care schemes: “There's a lot of assumptions made by health 

care providers that everybody's covered under First Nation’s health. But what I would like to 

say is people are working in minimum wage jobs, a lot of those jobs don't come with benefits, 

so they don't have benefits through work. They're making just enough money or not on 

income assistance so you don't have any benefits through there. So they have no coverage 

and even things like [dental care] that should not be an issue, it becomes an issue.” 9 Some 

funding models require confirmation of Indigenous status, which is problematic for families 

fractured through colonial assimilation policies, “I can’t get my [Confirmation of 

Aboriginality] papers because they can’t track back far enough.” 49 
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The cost of dental care36, 39, 42, 46, 49 also presented challenges for participants, and the 

lack of knowledge of costs prohibited some people from making appointments: “Yes, I 

actually know somebody who they have issues with their teeth because they don’t have any 

insurance, they are not on social assistance, they are not status, and they are not on nothing 

so it is very difficult for them. They haven’t really been to the dentist at all.” 9 Related to 

costs, some participants reflected on being given limited treatment options,44, 45 where either 

service providers only offered the least expensive option or individuals believed they could 

only afford one service, which was often tooth removal rather than restoration: “With the 

dental where you go to the hospital and that, they don’t offer root canals and things like that, 

you got the basics. If it can’t be filled well then it’s pulled out. You don’t have a choice when 

you don’t have money to go to the dentist. At the dental hospitals and clinics it’s mainly 

pulled. They don’t do a lot.” 45  

Many individuals shared instances of negative and traumatic dental experiences which 

dampened motivations to further engage with dental services.8, 9, 34, 36, 39, 43-46, 48-50 Experiences 

involved poor provision of care where dental problems persisted or worsened after utilising 

services, but also poor provision in terms of social encounters: “It feels degrading and it 

makes me want… I want to see change. But this particular time I wasn’t in a good mood, 

wasn’t in a good space. I was like, ‘I’m not coming back.’ Because you will go back to the 

services that look after you, and if you don’t get that service, you just don’t go back. People 

don’t like it… if you’re getting bad service at that dentist, why would you go back?” 46 

Trauma also related to accessing government services, which ties in with colonisation efforts 

and assimilation policies, particularly those related to removal of children: “With some of the 

Indigenous families, because it was then a government initiative, the dentist was a 

government initiative but now Medicare required a signature and signing a government form 

when you don’t know the terms and conditions does bring about a bit of fear like what are 
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you signing, then there’s the other thing, the fear of what my mum went through like when 

they questioned how I broke my tooth, umm so the shame and the wariness as to what they 

are going to do, are they going to take their kids away because of bad teeth.” 45 Culturally 

inappropriate dental care was discussed in relation to discrimination, assumptions, and racism 

experienced at dental services, which compounded other challenges to accessing services:39, 

46, 50 “Some people when they see an Aboriginal person coming, we are all put in that 

category, we are all put in that box if they have had a bad experience with another 

Aboriginal person. They wouldn’t do that to an Italian woman if they had a bad experience 

with another Italian woman. But they will do it with an Aboriginal person. Do you see what I 

mean?” 46 Participants also shared experiences in which dental staff made them feel guilty 

for missing appointments or bringing children with them to the service. Fundamentally, oral 

health models of care don’t reflect the needs9, 34, 45-47, 49, 50 of many Indigenous Communities. 

Participants described the inability of models of care to meet their family, transportation, 

follow-up, time, comfort, and education needs: “I think it’s the big families. The parents are 

aware that their kids have tooth decay or they are having tooth problems. They need to see a 

dentist, but it’s really hard to get into a dentist when you have six kids. There is no way you 

are going to get six kids; they are going to put you one-week, next week, the next one the next 

week, and like who wants to be at the dentist that many times ... But being in this area where 

there are no dentists here, you have to travel out of town to see the dentist, so that’s another 

issue.” 9 

Service-level facilitators. At the service level, culturally appropriate dental care 

(which included interactions with Indigenous staff and services), transportation, sensitivity to 

needs, and empathy facilitated oral health maintenance for Communities.24, 37, 47-49 

Participants shared stories of occasions when service providers made them feel comfortable 

throughout treatment and provided suggestions for ways Community members could be 
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better supported, such as the use of a support person: “If you want your dental work... [the 

support person] can go with you and pick you up and take you to a dental clinic... You know, 

for the fella’s that have got really bad teeth... I suppose she explains to the dentist beforehand 

that, you know, like be prepared more or less, like don’t say this is this... You know, don’t let 

these fella’s walk in and be like oh my God you didn’t brush your teeth, because obviously 

they haven’t... She prepares them so you don’t feel bad about not looking after your teeth.” 24 

Participants also reflected on positive dental experiences that encouraged use of services and 

eventually relationality (trusting connection) between service providers and Community 

members:24, 47, 49, 50 “I always had a dentist that I went to growing up that I really trusted, and 

I must say I’m scared of dentists. So, when I found one, I could really trust, I just stuck with 

them. Yeah, and it’s just the security of knowing that, okay, I can trust you.” 49 

 

Discussion  

This systematic review and meta-aggregation synthesised perspectives from 22 articles 

conducted with Indigenous Communities in Canada and Australia. Community members 

from the included articles highlighted a variety of challenges and facilitators across child, 

parent, Community, and service levels. Importantly, individuals resonated with the centrality 

of oral health for the general well-being of their entire Community. The large number of 

findings at the Community level indicates that interventions targeted on strengthening 

facilitators or overcoming challenges would have more widespread benefit than efforts 

focused on children or carers individually. These findings directly align with notions of 

connectedness within Indigenous Communities25, 51 as well as in Indigenous understandings 

of well-being.52 

The results from this review indicate the complexity of oral health maintenance for 

Indigenous Communities in Canada and Australia. The myriad factors influencing oral 
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hygiene practices, dental appointment attendance, and related health-promoting behaviours 

cannot simply be reduced to dental fear or transportation, for example. The range of 

challenges and facilitators across child, parent, Community, and service levels underscores 

the importance of moving beyond a deficit discourse of individual blame and responsibility 

for poor oral health outcomes.13, 25, 53, 54 Structural inequities, identified here and elsewhere, 

13, 25, 53 confound the ability to maintain oral health; failing to identify the shortcomings of 

deficit discourses reproduces the narrative that Indigenous Peoples cannot make good oral 

health decisions nor comply with ‘expert’ advice. 55 All those involved in the oral health, and 

indeed overall health, of Indigenous Peoples must recognise and act upon the effects of 

socioeconomic, historic, and systemic inequities that enable the continuation of Indigenous 

Peoples’ collective experiences of discrimination.37, 53 Interventions to strengthen the oral 

health of Indigenous Communities must use a comprehensive and integrated approach to care 

that considers oral health as central to overall well-being and address challenges at levels 

beyond personal responsibility. This could include the integration of dental care in universal 

health care coverage; Canada has recently launched a dental care program that will cover all 

low-income Canadians by 2025.56 Australia and other countries would benefit greatly from 

following suit and considering oral health as central to health at a policy level. Changes in 

dental care funding would address some of the concerns raised by participants in this review 

who hover between eligibility for targeted funding schemes and the ability to pay for dental 

care.9, 48-50   

The results of this review are weighed to challenges rather than facilitators to 

maintaining oral health for Indigenous Peoples. In line with moving beyond the individual 

responsibility narrative and deficit discourse of oral health experienced by Indigenous 

Peoples, future work should employ a strengths-based approach that focuses on building 

solutions. The oral health disparities experienced by Indigenous Peoples are well 
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documented, work must now shift to ways that challenges to maintaining oral health can be 

addressed while sharing stories of success that can inspire and motivate change in other 

Communities. The varying needs and suggestions for improvement identified in this review 

underscore the importance of engaging with each Community affected by oral health 

programs, policy, and research to identify its needs. Where independent consultation is not 

possible, particularly for state or national level oral health programs, the time and space for 

individual tailoring of programs to the needs of each Community must be embedded within 

programs to ensure uptake and benefit for each Community affected by programming. This 

includes providing funding and resources for Communities to adapt parts of plans to their 

needs in a culturally responsive manner. Adequate programming and funding models that 

reflect Community values, in combination with the prioritisation of Indigenous leadership 

and Indigenous Health Worker participation in oral health,14 would advance the reorientation 

of oral health services that are currently failing to meet the needs of Indigenous 

Communities. Indigenous leadership and involvement in oral health provision has the 

potential to strengthen the accessibility, culturally security, relationality, and sensitivity of 

services.  

To the best of our knowledge, this systematic review is the first to synthesise the 

challenges and facilitators to maintaining oral health for Indigenous Peoples at a global level. 

This systematic review complied with all relevant systematic review methodological 

protocols to maintain transparency of processes and results. The variety of findings at the 

child, parent, Community, and service levels is a highlight of this review as it provides areas 

for targeted action by researchers, health programmers, and policymakers. The studies 

included in this review represent a limited number of Indigenous Communities from Canada 

and Australia, that draws attention to the need for more research that unpacks oral health 

challenges and facilitators in a qualitative approach among other diverse Indigenous 
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populations, within these countries and across the world. Despite best efforts to perform a 

comprehensive search including all possible ‘Indigenous’ search terms, the search was 

limited to articles available in the English language, and as such, some relevant papers may 

have been excluded during the screening phases.  

Conclusion. The prioritisation of integrated oral health services, programs, and 

research that encompass multiple factors at various levels of influence would strengthen the 

oral health of Indigenous Communities. Central to the success of integrated initiatives is 

adequate funding to tailor programs to Community needs and Indigenous leadership. To 

ensure a culturally responsive and reflexive approach to oral health, the discourse of oral 

health inequity must move beyond individual blame to a strengths-based discourse that 

encourages success while recognising systemic challenges to maintaining oral health for 

Indigenous Peoples. Taking lead from Indigenous Communities will improve the quality of 

care, programming, and awareness among Communities, ultimately contributing to sustained 

oral health maintenance. 
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3.1 PREFACE  

This qualitative systematic review aimed to synthesise Indigenous Health Worker (IHW) 

perspectives regarding their roles and involvement in oral health. This is an important 

component to the thesis as it contributes to the evidence base regarding the ways in which 

oral health can be better integrated into Indigenous health service provisions in a culturally 

secure way. 

 

3.2 PUBLICATION DETAILS  

Poirier B, Sethi S, Hedges J, Jamieson L. Building an understanding of Indigenous Health 

Workers’ role in oral health: A qualitative systematic review. Community Dentistry and Oral 

Epidemiology 2022. doi: 10.1111/cdoe.12743 

 

3.3 HIGHLIGHTS  

• There were four overarching findings of this review: systemic barriers limiting IHW 

ability to support oral health, benefits of IHW involvement in oral health, avenues to 

increase IHW involvement in oral health, and oral health challenges in Community.  

•  IHW resonated with the need to clarify their roles in oral health and the opportunities 

to benefit Community experiences of oral health through their involvement. 

• Utilising IHWs in a more official oral health capacity with a well-defined scope of 

practice would increase the ability of Communities to establish and maintain oral 

health, particularly in remote regions. 
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“Unfortunately for many Aboriginal people, 
of course, they’ve been in the situation of being 

herded on government reserves. Their own 
responsibility’s been assumed by Protectors of 

Aborigines and by government officials, and if you 
become part of that system, it’s always difficult to 

break out of it.” – Lowitja O’Donoghue 
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SECTION B  
 
Methodology &  
Study Design  
 

 

 

 

 

 

 

OVERVIEW  

Section B details the methodologies and study design of this thesis. Chapter 4 provides 
details related to the study design, methodological approaches, and theoretical frameworks. 
Chapter 5 provides the Candidate’s positionality statement. Chapter 6 details an approach to 
research termed Relational Yarning that was conceptualised alongside the research 
comprising this thesis. 
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4.1 PREFACE 

This Chapter will detail the background to this research project in Section 4.2, including the 

study design, and the recruitment strategies and study population. The aims and objectives 

specific to this thesis will be described in Section 4.3, and the theoretical frameworks used 

within this thesis will be discussed in Section 4.4. Although efforts have been made to 

minimise repetition between the details provided in this Chapter and those outlined in each 

manuscript, some may still exist.  

 

4.2 BACKGROUND TO THIS RESEARCH  

4.2.1 Ethical approval  

This study received ethical approval from the Aboriginal Health Council of South Australia 

Human Research Ethics Committee (04-09-362) and the University of Adelaide Human 

Research Ethics Committee (H-057-2010). All participants provide written and informed 

consent at each timepoint in the study.  

 

4.2.2 Study Design 

The research conducted in this thesis was part of the Australian arm of an international 

randomised controlled trial “Baby Teeth Talk,” funded by the National Health and Medical 

Research Council of Australia (NHMRC ICIHRP Grant # 627350). This trial was led by the 

University of Adelaide and involved researchers from the Menzies School of Health Research 

at Charles Darwin University, University of South Australia, Ngai Tahu Māori Health 

Research Unit at the University of Otago, and the School of Dentistry at the University of 

Toronto. The aim of this project was to determine if the implementation of a culturally-

appropriate Early Childhood Caries (ECC) intervention reduced oral health inequities and 

disease burden among Aboriginal and Torres Strait Islander children living in South 
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Australia. The research team hypothesised that exposure to the intervention would reduce 

dental disease burden among Aboriginal and Torres Strait Islander children and therefore, 

reduce oral health inequities between Indigenous and non-Indigenous children (1). 

Participants recruited to the study were randomly assigned on a 1:1 basis to the test-

immediate group or the delayed intervention group using a computer-generated permuted 

block randomisation sequence, stratified by recruitment sites. The intervention included four 

components: (1) provision of dental care to the mother, (2) fluoride varnish application to 

children’s teeth, (3) anticipatory guidance, and (4) motivational interviewing (MI) (Figure 1).  

 

Figure 1. Study design schematic emphasising the sources of data collated for this thesis. 

 
 

This thesis utilised the data captured during the MI component of the intervention. MI is a 

specific category of interviewing methodology that works to enhance intrinsic motivation for 

unmotivated or ambivalent individuals who either resist suggestions, do not consider 

behaviour change necessary, are unable to justify reasons for action, or have low adherence to 

health behaviours (2). The approach to behaviour change in MI is underpinned by the notion 
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that increased knowledge at the individual level is insufficient to elicit meaningful behaviour 

change and that increasing one’s intrinsic motivation increases the likelihood of behaviour 

change (3). In this trial, each time point had a specific MI directive that the conversation 

focused on, and staff had a loose guide that highlighted key points to embed in the 

conversation. However, due to the principles of MI, the conversation was largely guided by 

the participants’ knowledge and questions. At baseline during pregnancy for the test-

immediate group, the MI directive was encouraging participant attendance to dental services; 

at 6-months, the MI directive focused on the importance of non-cariogenic foods and drinks 

for children; at 12-months, the MI directive emphasised the importance of fluoride in 

preventing ECC; and the 18-month MI directive encouraged dental attendance for children. 

The control-delayed group received three MI sessions, with the first session combining 

directives from baseline and 6-months. The detailed MI guides are provided in Appendix A.  

This thesis also utilised both qualitative systematic review methodologies and scoping review 

methodologies to synthesise evidence related to (1) the experience of oral health for 

Indigenous Peoples globally, (2) the extent of Indigenous Health Worker (IHW) involvement 

in oral health globally, and (3) the impact of neoliberalism on Indigenous health outcomes. 

Further, historical and anthropological evidence are collated in Chapters 13 and 14 to further 

arguments and positions generated from findings related to empirical evidence analysed in 

earlier chapters.  

 

4.2.3 Study Population  

To be eligible to participate in this project, individuals had to be pregnant residents of South 

Australia, expecting a baby or babies of Aboriginal and/or Torres Strait Islander identity, or 

given birth to an Aboriginal and/or Torres Strait Islander baby or babies within the past six 

weeks. Recruitment strategies were largely based on stakeholder engagement in maternity 
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hospitals and mothers’ groups across South Australia. Posters and information were provided 

to staff at maternity hospitals and ACCHOs, who helped spread the word about the project 

and provided referral forms to the team on behalf of any interested individuals. From there, 

snowballing was a key element to recruitment, as the team started meeting with mothers, 

word quickly spread to other family and friends who were eligible to partake (4).  

Four-hundred and forty-nine mother-child dyads were recruited to the study between 2011-

2012 (5). The proportion of participants recruited to this project represented approximately 

two thirds of the target population. For the purposes of this thesis, purposive sampling of the 

wider cohort was used to determine the inclusion of interviews for analysis. This purposive 

sampling was based on the fidelity scores of staff who conducted the interviews, where 

fidelity is understood as the extent to which MI was conducted as intended (6, 7). Fidelity of 

MI was conducted as a part of this project to ensure robust and sound methodological rigour, 

considering the success of MI is contingent on the interventionist’s competency in eliciting 

participant statements of self-motivation (8). Therefore, all included interviews were 

conducted by the researcher with the highest MI fidelity score because these interviews 

constituted the majority of data collected, were more comparable in flow, and provided the 

richest data.  

 

4.3 AIMS AND OBJECTIVES WITHIN THIS THESIS  

4.3.1 Aims 

The aims of this thesis were to (1) identify barriers, facilitators, and motivators to establishing 

and maintaining oral health for Aboriginal and Torres Strait Islander families, and Indigenous 

Peoples globally; (2) explore the impact of socio-political ideologies of neoliberalism on 

Aboriginal and Torres Strait Islander oral health and Indigenous wellbeing; (3) establish an 

evidence base related to Aboriginal and Torres Strait Islander involvement in oral health and; 
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(4) describe the importance of strengths-based approaches regarding Aboriginal and Torres 

Strait Islander oral health research and discourse. The chapters of this thesis that correspond 

with each aim are highlighted in Figure 2.  

 
Figure 2. Pictorial representation of thesis aims in relation to chapters that address each aim. 

 
Note: Chapters 4 and 5 relate to the methodology and positionality of the Candidate in relation to the aims of 
this thesis. 
 
 

4.3.2 Objectives  

The aims of this thesis were fulfilled through the following objectives:  

• To utilise reflexive thematic analysis to identify barriers, facilitators, and motivators 

to establishing oral health for Aboriginal and Torres Strait Islander families 

• To employ qualitative systematic review and meta-aggregation methodologies to 

explore experiences of oral health for global Indigenous Communities 

• To use constructivist grounded theory to establish a conceptual model regarding the 

internalisation of neoliberal ideologies among Aboriginal and Torres Strait Islander 

mothers  

• To conduct an audit of Aboriginal Community Controlled Health Organisation 

websites and social media profiles in South Australia to quantify and describe oral 
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health programming and promotion led by Aboriginal and Torres Strait Islander 

Communities 

• To explore the ways that neoliberalism impacts Indigenous wellbeing through 

generative mechanisms 

• To develop and articulate the processes of successful Community engagement in the 

context of Indigenous oral health research  

• To consider the impacts of colonisation on oral health from a historical perspective 

• To reflect on the ways Aboriginal Community Controlled Health Services resist 

neoliberal ideologies, strengthen self-determination, and create more equitable health 

experiences for Communities  

 

4.4 THEORETICAL FOUNDATIONS 

4.4.1 Indigenous Methodologies  

Indigenous research methodologies are dynamic processes that emphasise cyclical 

perspectives, often providing alternative solutions to colonial and Western approaches to 

research (9, 10). A main aim of Indigenous methodologies is ensuring research is conducted 

in an ethical, reciprocal, and respectful manner (11). Through the application of convergence 

Indigenous methodologies, the research conducted in this thesis intended to privilege the 

comprehensive and holistic understandings that exist within Aboriginal and Torres Strait 

Islander traditional knowledge systems in partnership with Western research methods (12). 

Convergence Indigenous research methodologies are motivated by decolonising values, 

reconciliation pursuits, and aspirations of harmony through the prioritisation of Aboriginal 

and Torres Strait Islander ways of knowing, being, and doing in tailoring Western research 

methods to meet Community-identified needs (12, 13). The involvement of non-Indigenous 

researchers in the process of convergence Indigenous methodologies requires researchers to 
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approach their work as a learner due to the necessity of creating a sensitive, open-minded 

research environment that prevents misrepresentation, exploitation, and misinterpretation of 

Indigenous leaders, collaborators, participants, and Communities (14).  

 

4.4.2 Critical realism 

The research and analysis comprising the latter half of this thesis were conducted from the 

metatheoretical perspective of critical realism. Through the process of learning and 

identifying factors related to the experiences of oral health for Aboriginal and Torres Strait 

Islander Peoples in this thesis, it became apparent that the research questions being asked 

were missing a key piece to the puzzle that might not be empirically obvious or tangibly 

observed. As such, the pieces comprising Chapters 11, 12, 13, and 14 were conducted with 

the goal of progressing our understandings of the hidden but necessary preconditions that 

result in the empirical observations of disproportionate experiences of oral disease among 

Aboriginal and Torres Strait Islander Peoples. Critical realism understands social 

phenomenon as constituted by and consisting of layers of reality (15, 16). From this 

understanding, causality must be explored beyond the observable and empirical layers of 

reality to build an understanding of the complexities of social phenomenon. Critical realism 

aims to evoke change by identifying and comprehending the contingencies that elicit causal 

pathways for a given outcome, which for the purposes of this thesis is generally, inequitable 

experiences of oral health among Aboriginal and Torres Strait Islander Peoples.  

 

4.4.2 Decolonising Theories  

In alignment with convergence Indigenous methodologies and the socially focused aspects of 

critical realism, the underlying methodological approach to the works comprising this thesis 

were informed by decolonising theories (11, 17). Decolonising theories challenge the 
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hegemonic cultural outlook of dominant society, recognising the oppressive ways in which 

Indigenous Peoples continue to be disregarded by research, while Western knowledge is 

favoured (18). Decolonising theories denounce the ongoing impacts of colonisation on 

Indigenous Peoples and the related marginalisation from dominant culture, where dominant 

culture is understood to be aligned with colonial and neoliberal ideologies. Indigenous 

researchers have advanced a decolonising approach to research that reframes dominant 

paradigms to a more nuanced, liberationist understanding of research that recognises the 

historical, political, and social contexts in which research exists (11, 19). Fundamentally, 

decolonising theories privilege Indigenous leadership and voices by focusing on topics 

identified as important by Indigenous Peoples and Communities. Critically, decolonising 

theories recognise the variation of Indigenous worldviews, distinct to each Community and 

location, and highlights the need to embed the appropriate values and approaches as the core 

structure in any decolonising research pursuit (11, 20, 21). As is central to Indigenous 

methodologies and decolonising theories, I will next position myself as a non-Indigenous 

researcher engaging in Indigenous research (10, 18, 21) in Chapter 5. 
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5.1 PREFACE  

This chapter consists of the Candidate’s positionality statement that situates her as a non-

Indigenous, white, female researcher in relation to the research conducted throughout her 

Candidature. This is critical component of the thesis as reflexivity has been a continuous 

journey embedded throughout the Candidature and is extremely important in positioning 

one’s assumptions and values in relation to the work they pursue.  

   

5.2 POSITIONALITY STATEMENT 

“Scientists currently have to remove all traces of themselves from  

experiments, otherwise their data is considered to be contaminated.  

Contaminated with what? With the filthy reality of belongingness?  

The toxic realisation if we can’t stand outside of a field we can’t own it?” 

Tyson Yunkaporta 

Considering the historical unethical conduct and maltreatment of Indigenous Peoples in the 

name of research, both in Australia and around the world (1), in combination with the 

embracing of researcher subjectivity in qualitative research (2), it is critical to self-situate 

with regard to one’s research. I would like to start the positioning of myself as a non-

Indigenous white female researcher from Canada in relation to the work presented within this 

thesis by acknowledging the teachings I have had the honour of learning from Indigenous 

Peoples, Communities, Country, colleagues, and friends (many of whom I now consider 

family), throughout this journey. I would also like to thank these people for trusting me to 

share critical stories and for coming along on this journey with me, for without them, its 

completion would not be possible. I would also like to acknowledge Indigenous Peoples 

whom I have not met, but from who I have learned immensely about methodologies, ways of 

thinking, being, and doing, through both written and spoken word. The writing of my thesis 
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started with this chapter because of the centrality of reflexivity in qualitative methodologies, 

but more importantly due to the intricacies of non-Indigenous involvement in Indigenous 

research.  

“I sit on a man’s back, choking him and making him carry me, and 

yet assure myself that I am sorry for him and wish to lighten his 

load by all means possible, except by getting off his back.” 

Leo Tolstoy  

Now, as is commonplace for Aboriginal and Torres Strait Islander Peoples, I will introduce 

who I am and where I come from. I was born on the ancestral lands of the 

Attawandaron/Chonnonton, the Anishinaabe, and Haudenosaunee peoples and the treaty 

lands and territory of the Mississaugas of the Credit on Turtle Island. These lands are now 

referred to as Guelph, within Ontario, Canada. I was born and raised in Guelph, a city of 

about 135,000 people within 100km of Toronto. I lost my father at a very young age and 

lived with my Mom and brother for the early years of my life. I truly believe this experience 

shaped the person I have become, the depth of emotion felt from such a young age instilled 

empathy and an indescribable ‘knowing’ within me, but also my Mother ensured that my 

brother and I understood the power of love and the importance of family in healing pain. I 

grew up across the road from my maternal grandparents, who played a big role in our lives 

growing up; we spent summers during my childhood camping, growing food, and swimming 

in the local lake. For me, school and education was something that I had control over as a 

child, something I could excel in, and therefore one less thing that my Mother had to worry 

about. I had an innate drive to protect my Mother in any way I could, so I focused almost all 

of my energy on school. Due to my privilege as a white, middle class person in Canada, I had 

access to education throughout my life, and as it was something I had always invested in, I 

proceeded to complete an undergraduate degree in Health and Life Sciences at Queen’s 
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University in Kingston after high school. During this time I was exposed to the social 

determinants of health, concepts of equity, some of the true history of Canada’s past, and I 

took a keen interest in nutrition and food systems. In the final year of my undergraduate 

degree, I started looking at graduate programs as I wasn’t sure of what career I wanted to 

pursue as I neared graduation.  

 

After living away from home for four years, moving back to Guelph was a welcomed 

opportunity. When I was visiting my family on Thanksgiving break of my final year of 

undergraduate studies, I met with a professor in the Nutrition department at my hometown 

university who was researching Indigenous food sovereignty. She ended up being my 

supervisor; I decided to work with her because we connected on a personal level, despite my 

admittedly limited knowledge of the intricacies of Indigenous health research. My Masters 

research involved moving to Vancouver Island for four months to work with a First Nations 

Community in the gardens alongside Elders. I am so grateful to have been provided the time 

and space to sit with and learn from these women. I am still in contact with all of them, and I 

cherish the foundational groundwork they did in helping me gain an appreciation of 

Indigenous ways of being, doing, and knowing. My biggest lesson during this time was the 

importance of listening, observing, learning, and then changing my own understandings of 

the world; a process I would now summarise as a decolonising of my own thoughts. I want to 

explicitly acknowledge that decolonising oneself is an ongoing, never-ending process; when 

we live in such a colonial society, I’m not convinced that full decolonisation is even possible, 

however that does not make it any less a meaningful pursuit.  

 

My Masters was a very confronting and eye-opening experience; I didn’t appreciate the 

growth at the time but reflecting now, I can see that every experience was necessary to bring 
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me to this point. I faced many obstacles during my Masters related to institutional barriers 

resulting from a system that does not appreciate alternative approaches to research, as 

evidenced by its inability to align with principles of evolving research within Community 

based methodologies. I almost dropped out of the program, twice, due to the hurdles and 

challenges I was failing to overcome. I am very grateful to my family and mentors who 

supported me through to the completion of this project. The eye-opening aspect of this 

experience related to the realisation of my own privilege and ignorance. I remember driving 

home from a day in the gardens when everything hit me like a ton of bricks: I was so 

privileged that I had been able to live in a country for over twenty years without 

understanding the reality of life for its First Peoples, historically and presently. I went to a 

Catholic school as a child, and we were never taught about residential schools and the 

removal of Indigenous children or the true history of Canada. I couldn’t comprehend how so 

much had been hidden from me and how such a shameful history was so easily dismissed by 

dominant culture. I felt deep guilt about my complicity in this narrative. Later that week I was 

listening to a podcast, and I heard the quote from Dr Maya Angelou: “Do the best you can 

until you know better. Then when you know better, do better.” This has been my guiding light 

since that day, no excuses, no blaming, just forward action that works to do better, 

incorporating every lesson along the way, no matter how uncomfortable these processes may 

be.  

 

The only thing I know with confidence is that I don’t know much at all. I am grateful that I 

did not come to this work as a ‘knower,’ and that by default and from experience I have 

always approached research as a ‘learner’ (1). There are a few more things that I know or 

believe to be true, that continue to guide my involvement as a non-Indigenous researcher in 

Indigenous research:  



 

 74 

1. I will never understand the complexity of Indigeneity and it’s not my place nor right 

to have this understanding. 

2. It is a true privilege to learn from and work alongside my Indigenous colleagues, 

partners, friends, and family; I cherish their generosity in sharing time and space with 

me. 

3. It is an immense responsibility to be a custodian of voices and stories of Indigenous 

Peoples. I must do all that I can to diminish opportunities for misinterpretation, 

however that may look in different circumstances.  

4. I have an ethical compulsion to embed advocacy and translational outcomes related to 

increased health equity for Indigenous Peoples in all research endeavours.  

5. All works must be led or co-designed by the Indigenous Communities that are 

engaging in the research journey; otherwise, we are complicit in the continuation of 

unethical, colonial, and exploitative research practices. 

6. Self-determination must always be the bottom line – no research priority can ever 

overcome the right to self-determination of Indigenous Peoples.  

7. It is my responsibility to continually interrogate my own intentions, desires, and place 

in Indigenous research.  

8. I must use my own privilege to create spaces and opportunities for Indigenous 

Peoples, even when this means I must give up my own seat at the table.  

9. There is no research without trusting and reciprocal relationships.  

10. I must be cognisant of any inherent power I bring to a situation because of my 

positionality, and work to eliminate notions of power in my exchanges with others. 

 

I did not have all of these 10 thoughts sorted out by the time my journey brought me to 

Adelaide and the Indigenous Oral Health Unit; I would probably refer to them more as 
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fragments of my thoughts because they are dynamic in nature and always evolving. These 

thoughts have developed over time and by listening. I would be remiss to not acknowledge 

the immense mentorship and guidance I have received from three of the strongest Indigenous 

women I know, my sister-in-laws Madison and Carleigh Cachagee and Joanne Hedges, our 

team’s fearless leader. At the beginning of my Masters, I met my partner and the far-fetched 

reality of Indigenous wellbeing that I was studying slowly inched closer to home. As familial 

relations strengthened between us and our relationship became serious, I learned that I would 

come to have two Cree First Nations sisters. During the first year of my PhD, our eldest sister 

had her first daughter. Not soon after Sage’s birth, the residential school graves in Canada 

were uncovered. Every news article I saw, I imagined it was my niece that had been taken 

from her mother. When I talked with Aboriginal and Torres Strait Islander Mums in the field 

and heard their stories about wanting what was best for their children, I understood their 

intentions for they were similar to my own. The implications of the findings of research and 

the ability to utilise research for meaningful and impactful change for Indigenous 

Communities, families, children became a strong desire embedded in all my pursuits.  

 

I will never truly understand the implications of colonisation, assimilation, and all of the 

other horrific circumstances on Indigenous wellbeing but I feel much closer to these pursuits 

than I did when I walked onto campus the first day of my Masters. I am indebted to my 

sisters for allowing me to have a window into the implications of these policies on their own 

lives. My gratitude for Jo’s leadership will never be sufficiently articulated. I cannot describe 

the impact that Jo has had on my development and growth as a human, as a woman, as a 

leader, and as a researcher. It is the honour of a lifetime to have Jo as such an integral part of 

my journey, I value every yarn, laugh, cuppa, success, and failure that we share because they 

all provide an opportunity for me to learn, to question my assumptions, to acknowledge my 
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privilege, and to do better by Community. All the fragments of my life shared in this 

positionality statement influence the way that I approach and engage in the work I do every 

day. Reflecting on my positioning is a daily practice that I interrogate both internally and 

externally with Indigenous and non-Indigenous colleagues. The work comprising this thesis 

has been conducted from this positioning.  

 

5.3 REFERENCES 

1. Smith LT. Decolonizing methodologies: Research and indigenous peoples: 
Bloomsbury Publishing; 2021. 
2. Braun V, Clarke V. One size fits all? What counts as quality practice in (reflexive) 
thematic analysis? Qualitative research in psychology. 2021;18(3):328-52. 
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6 
 

Methodology 
 

Walking together: Relational Yarning as a 
mechanism to ensure meaningful and ethical 
Indigenous oral health research in Australia 
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6.1 PREFACE  

This work outlines the opportunity that Relational Yarning holds for prioritising six key 

values identified as necessary to meaningful and ethical research with Aboriginal and Torres 

Strait Islander Communities. This is an important component to the thesis because the 

approach to meaningful and ethical research with Aboriginal and Torres Strait Islander 

Communities described in this piece informs all of the subsequent work presented in the 

thesis.   

 

6.2 PUBLICATION DETAILS  

Poirier B, Hedges J, Jamieson L. Walking together: Relational Yarning as a mechanism to 

ensure meaningful and ethical Indigenous oral health research in Australia. Australia New 

Zealand Journal of Public Health 2022. doi: 10.1111/1753-6405.13234 

 

6.3 HIGHLIGHTS  

• Relational Yarning enables the prioritisation of six core values: respect, relationships, 

advocacy, reciprocity, time, and gratitude. 

• The methodology proposed in this work is flexible and can fit alongside various 

methodologies and research projects, while ensuring ethical and meaningful 

Community-informed pursuits. 

• Continued exploration and documentation of best practices and methodologies in 

Indigenous research, such as this piece, are critical to shifting Western research 

paradigms to include and privilege Indigenous ways of knowing.  
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“Let no one say the past is dead.  
The past is all about us and within.” 

 – Oodgeroo Noonuccal (Kath Walker) 
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SECTION C  
 
Results 
 

 

 

 

 

 

 

OVERVIEW  

Section C includes the results generated from the research undertaken during Candidature, 
and includes six chapters. Chapters 7, 8, and 9 detail barriers, facilitators, and motivators 
related to establishing and maintaining oral health for Aboriginal and Torres Strait Islander 
families, respectively. Chapters 10 and 11 focus on exploring the impact of neoliberalism on 
Aboriginal and Torres Strait Islander oral health as well as global Indigenous wellbeing. 
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7 
 

Results 
 

“What are we doing to our babies’ teeth?” 
Barriers to establishing oral health practices 

for Indigenous children in South Australia 
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7.1 PREFACE  

This study explores and collates participants’ experiences to develop an understanding of 

barriers impeding parental efforts to establish oral health for their Aboriginal and Torres 

Strait Islander children. This is an important component to the thesis as it contributes to the 

understanding of the complex context of Indigenous oral health in Australia.  

 

7.2 PUBLICATION DETAILS  

Poirier B, Hedges J, Smithers L, Moskos M, Jamieson L. ‘What are we doing to our babies’ 

teeth?’ Barriers to establishing oral health practices for Indigenous children in South 

Australia. BMC Oral Health 2021, 21, 434. doi: 10.1186/s12903-021-01791-x 

 

7.3 HIGHLIGHTS  

• Barriers to establishing and maintaining oral health were identified at the structural, 

knowledge, parental, and social level. 

• Qualitative findings were explored in relation to participant socioeconomic position, 

as determined by self-reported demographic attributes. 

• Recommendations from this analysis include increased oral health promotion in non-

metropolitan areas, and utilisation of Community experiences in creating strategies 

that foster oral health and nutrition understanding. 
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8 
 

Results 
 

Child-, Family-, and Community-Level 
Facilitators for Promoting Oral Health 

Practices among Indigenous Children 
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8.1 PREFACE  

This study aimed to bring together stories of parental strength and to identify factors that 

facilitate the establishment and maintenance of oral health for Aboriginal and Torres Strait 

Islander children. This is an important component to the thesis as it provides actionable 

strengths-based suggestions to enhance the experience of oral health for Aboriginal and 

Torres Strait Islander peoples in Australia.  

 

8.2 PUBLICATION DETAILS  

Poirier B, Hedges J, Smithers L, Moskos M, Jamieson L. Child-, family- and Community-

level facilitators for Indigenous childhood oral health. International Journal of Environmental 

Research and Public Health 2022. doi: 10.3390/ ijerph19031150.  

 

8.3 HIGHLIGHTS  

• The findings are presented in alignment with Fisher-Owens and colleagues’ 

comprehensive conceptual model, where individual, family, and Community 

influences on children’s oral health are considered. 

• The results emphasise the importance of considering facilitators beyond an individual 

child to include family and Community-level facilitators; key results include familial 

ties, learning from previous experiences, positive oral health beliefs, generational 

teaching, helpful Community resources, and holistic health care.  

• The findings highlight the necessity of robust oral health prevention efforts for 

Indigenous Communities that consider overall wellbeing in conjunction with 

biomedical measures.  
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9 
 

Results 
 

Aspirations and Worries: The Role of Parental 
Intrinsic Motivation in Establishing Oral 
Health Practices for Indigenous Children 
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9.1 PREFACE  

This study explores intrinsic motivations identified by parents of Aboriginal and Torres Strait 

Islander children with the intention for these motivators to enhance the effectiveness of future 

oral health prevention efforts. This is an important component to the thesis as it moves 

beyond the notions of barriers and facilitators to identify intrinsic motivations that can 

contribute to behaviour change.  

 

9.2 PUBLICATION DETAILS  

Poirier B, Hedges J, Smithers L, Moskos M, Jamieson L. Aspirations and Worries: The role 

of parental intrinsic motivation in establishing oral health practices for Indigenous children. 

International Journal of Environmental Research and Public Health 2021, 18, 11695. doi: 

10.3390/ ijerph182111695.  

 

9.3 HIGHLIGHTS  

• Findings suggest that aspirations and worries related to child oral health, child general 

wellbeing, child appearance, and Community health trends underscored parental 

motivation.  

• The findings highlight the relationship between parental motivations and the social 

and emotional impacts of oral health on children wellbeing. 

• Observations of Community trends motivated parents to establish oral health practices 

for their children, signifying the awareness and centrality of Community wellbeing to 

individual wellbeing for Aboriginal and Torres Strait Islander Communities in this 

project. 
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Results 
 

Oral health promotion and programming 
provided by Aboriginal Community Controlled 

Health Organisations in South Australia 
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10.1 PREFACE  

This study identified oral health promotion information and oral health programming, with a 

specific focus on dental caries prevention, provided by ACCHOs in South Australia. This is 

an important component to the thesis because it describes the work being done by ACCHOs, 

a previously unexplored topic in South Australia, and establishes a foundation for future 

advocacy in this area. 

 

10.2 PUBLICATION DETAILS  

Poirier B, Tang S, Haag D, Sethi S, Hedges J, Jamieson L. Oral health promotion and 

programming provided by Aboriginal Community Controlled Health Organisations in South 

Australia. Health Promotion Journal of Australia, 2022. doi: 10.1002/hpja.640. 

 

10.3 HIGHLIGHTS  

• ACCHOs shared information related to oral health and nutrition information on 31 

occasions and facilitated twelve programs related to oral health between 2013 and 

2021.  

• Oral health programs primarily focused on dental care provision, while all the 

nutrition programs focused on healthy eating. Information shared in relation to oral 

health and nutrition included oral health promotion, service availability, and 

educational resources.  

• Despite the limited oral health funding and training received by ACCHOs in South 

Australia, findings from this study illustrate the significant leadership and advocacy of 

ACCHOs in relation to oral health promotion for Community members.  
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Results 
 

“I feel like the worst mother in the world”: 
Neoliberal subjectivity in Indigenous 

Australian oral health 
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11.1 PREFACE  

This study investigated the ways in which internalised neoliberal ideologies influence the 

experience of oral health for Aboriginal and Torres Strait Islander Peoples in South Australia. 

This is an important component to the thesis as it explored factors beyond individual control 

that constrain one’s ability to make optimum health choices.  

 

11.2 PUBLICATION DETAILS  

Poirier B, Hedges J, Smithers L, Moskos M, Jamieson L. “I feel like the worst mother in the 

world”: Neoliberal Subjectivity in Indigenous Australian Oral Health. Social Science & 

Medicine – Qualitative Research in Health 2022. doi: 10.1016/j.ssmqr.2022.100046. 

 

11.3 HIGHLIGHTS  

• This is one of the first studies to explicitly link neoliberal ideologies with Indigenous 

oral health experiences in Australia, indeed, the world.  

• The conceptual model includes five overarching experiences: ownership, guilt, failure, 

embarrassment, shame, and judgment, and three factors that participants discussed as 

exacerbating their experiences: institutional racism, bullying, and financial 

limitations. 

• Considering oral health within the political economy and current health discourse 

enables a shift in perspective and accountability for poor oral health from individuals 

to macro-level determinants of health, while simultaneously minimising opportunities 

to employ a deficit approach.  

• The impacts of ‘failing’ socially accepted responsibilities for health can create deeper 

and more complex barriers to accessing care which is often already inaccessible for 

many Indigenous Communities. 
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Results 
 

The impact of neoliberal generative 
mechanisms on Indigenous health: a critical 

realist scoping review 
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12.1 PREFACE  

This study mapped generative mechanisms which articulate the impacts of neoliberalism on 

Indigenous health globally. This is an important component to the thesis as it is one of the 

first pieces to develop a conceptual understanding of the ways in which neoliberalism broadly 

influences Indigenous health and wellbeing.  

 

12.2 PUBLICATION DETAILS  

Poirier B, Sethi S, Haag D, Hedges J, Jamieson L. The impact of neoliberal generative 

mechanisms on Indigenous health: a critical realist scoping review. BMC Globalisation & 

Health 2022. doi: 10.1186/s12992-022-00852-2. 

 

12.3 HIGHLIGHTS  

• Sixteen generative mechanisms and four generative mechanisms of resistance were 

synthesised from 100 pieces of evidence and mapped against four core pillars of 

neoliberalism: competitive and private markets, reduced public expenditure, personal 

autonomy, and deregulation that facilitates economic activity. 

• The evidence synthesised in this review further substantiates the argument that 

neoliberalism perpetuates colonial ideologies that continue to oppress and marginalise 

Indigenous Peoples. 

• The multiple levels across which generative mechanisms exist contributes evidence to 

the notion that neoliberalism embeds colonial values at individual, Community, state, 

national, and international contexts. 
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“At the heart of all the violations of our 

human rights has been the failure to respect our 
integrity and the insistence on speaking for us, 

defining our needs and controlling our lives. 
Self-determination is the river in which all other 

rights swim.” – Michael Dodson  
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SECTION D  
 
Future Directions 
 

 

 

 

 

 

 

OVERVIEW  

Section D provides an overview of the research presented in this thesis and recommendations 
for future directions. Chapter 13 and 14 are commentaries regarding aspects of discussion and 
concepts deemed critical during previous sections of the thesis: self-determination, resistance 
to neoliberalism, and the need to progress a strengths-based narrative regarding Aboriginal 
and Torres Strait Islander oral health. Chapter 15 provides concluding remarks and 
recommendations. 
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13 
 

Neoliberal Resistance 
 

Aboriginal Community Controlled Health 
Services: An Act of Resistance Against 

Australia’s Neoliberal Ideologies 
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13.1 PREFACE  

This work argues that ACCHS operate in resistance to neoliberal ideologies while 

maintaining self-determination. This is an important component to the thesis because it brings 

together earlier studies within this thesis while acting upon the call to amplify Indigenous 

resistance to neoliberalism identified in Chapter12 

 

13.2 PUBLICATION DETAILS  

Poirier B, Hedges J, Soares G, Jamieson L. Aboriginal Community Controlled Health 

Services: An Act of Resistance Against Australia’s Neoliberal Ideologies. International 

Journal of Environmental Research and Public Health. (Submitted July 2022). 

 

13.3 HIGHLIGHTS  

• Arguments presented call for dedicated funding relative to the need of Aboriginal and 

Torres Strait Islander Communities for ACCHS as identified by Aboriginal and 

Torres Strait Islander Peoples. 

• The Australian nation must comply with and respect Aboriginal and Torres Strait 

Islander Peoples’ right to self-determination to ensure Aboriginal and Torres Strait 

Islander Communities have the power to overcome legacies and ongoing impacts of 

neoliberalism and colonization and attain equitable health outcomes. 
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14 
 

Oral Health Discourse 
 

The future of Aboriginal and Torres  
Strait Islander oral health lies in  

the footprints of the past 
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14.1 PREFACE  

This piece uses historical evidence to substantiate an argument for the need to reframe 

discussions of Aboriginal and Torres Strait Islander oral health by critically engaging with 

the ways in which the future of Aboriginal and Torres Strait Islander oral health lies in the 

ways of the past. This is an important component to the thesis because it was inspired by 

experiences along the Candidature journey and provides an evidenced strategy around the 

need to progress a strengths-based narrative of Aboriginal and Torres Strait Islander oral 

health.  

 

14.2 PUBLICATION DETAILS  

Poirier B, Hedges J, Jamieson L. The future of Aboriginal and Torres Strait Islander oral 

health lies in the footprints of the past. Australia New Zealand Journal of Public Health. 

(Submitted June 2022). 

 

14.3 HIGHLIGHTS  

• To reframe the narrative of Aboriginal and Torres Strait Islander oral health, we 

identified two key steps: (1) the recognition, appreciation, and embodiment of 

Aboriginal and Torres Strait Islander self-determination, knowledges, and leadership 

in oral health programming and provision, and (2) the utilisation of a strengths-based 

approach in all Aboriginal and Torres Strait Islander oral health research. 

• The need to recognise, appreciate, and prioritise Aboriginal and Torres Strait Islander 

knowledges and practices that contributed to the historical self-determination of 

Aboriginal and Torres Strait Islander oral health to ensure a healthier future is 

identified.   
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We would like to begin by acknowledging and paying respect to the First Peoples of 

Australia, whose land we have the privilege of living, learning, and working on, the Kaurna 

Peoples. We extend this respect to all Aboriginal and Torres Strait Islander Peoples who may 

read this work, those whom we have had the honour of yarning with and learning from, and 

whose participation in research contributed to the stories shared herein. We express our 

gratitude for the sharing of these lands and more so, our deep sorrow for the spiritual, 

cultural, and personal costs of that sharing. We would like to inform Aboriginal and Torres 

Strait Islander readers that this commentary has referenced fundamentally unethical and racist 

scientific works; to justify going forward, this historical evidence was needed as a window to 

the past. We recognise these unethical works as unacceptable and regret that limited work has 

been done from a decolonial lens in the space of Aboriginal and Torres Strait Islander oral 

health history. We commit to re-telling this history by pursuing future works that present a 

balanced and truthful account of the oral health history of Aboriginal and Torres Strait 

Islander Peoples.  

 

It is widely acknowledged that both the history of research and the provision of healthcare for 

Indigenous Peoples globally has been framed by oppressive colonial values and wrought with 

maltreatment and unethical behaviour. Oral health research and dental care provision for 
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Aboriginal and Torres Strait Islander Peoples is not exempt from colonial influence (1, 2). 

This commentary aims to counteract the stories often told of Aboriginal and Torres Strait 

Islander oral health by collating evidence that discusses the healthy history of oral health, the 

implications of colonisation on oral health, and the current portrayal of oral health. We argue 

the need to reframe discussions of Aboriginal and Torres Strait Islander oral health by 

critically engaging with the ways in which the future of Aboriginal and Torres Strait Islander 

oral health lies in the footprints of the past.  

 

Aboriginal and Torres Strait Islander Oral Health  

A Healthy History  

Despite current biomedical understandings of oral health and dentistry that tend to view teeth 

and oral health as an entity separate from the body, Aboriginal and Torres Strait Islander 

Peoples have long considered the mouth as an interconnected component of well-being, that 

extends far beyond individual behaviour (3). Yarning and Songline traditions of Aboriginal 

and Torres Strait Islander Communities preserve and share knowledges within stories and 

spoken words. Songlines “connect sites of knowledge embodied in the features of the land” 

(4) and it is through Songlines that Aboriginal and Torres Strait Islander Peoples share ways 

of exploring the information, innovations, secrets, and stories that Country hold (4). 

Culturally, teeth have played a significant role in many Aboriginal and Torres Strait Islander 

traditional practices, including men’s business, initiation, weaving, and fishing. Amongst 

many Communities in Australia’s eastern and south eastern regions, tooth removal is the 

most important aspect of initiation ceremonies, whereby young men are bestowed the status 

of manhood (5); while specifics of this process are as diverse as Aboriginal and Torres Strait 

Islander Communities, tooth removal has been a common aspect of initiation for some time 

(5, 6). Another example of the cultural importance of teeth can be seen in the use of biting 
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bags, small, looped woven string bags made by Aboriginal women and used by Aboriginal 

men in Arnhem Land. The distinguishing feature of biting bags is their ability to be held in 

one’s mouth, clenched between one’s teeth for a variety of reasons, including ritual fighting. 

Biting bags are believed to be powerful objects whereby biting down enables access to 

spiritual power (7).    

 

The primary source of sugar for Aboriginal and Torres Strait Islander Communities prior to 

colonisation was honey and manna from sugar trees. There was a generally low availability 

of fermentable carbohydrates in food sources; nothing comparable to the soft, sticky 

carbohydrates that cling to teeth and gums in white breads, pastries, and jams (6). Aboriginal 

and Torres Strait Islander Communities relied on the numerous plant and animal foods 

available for nutritional substance, which included roots of native carrots, yams, grasses, 

leaves, fruits, seeds, fish, kangaroos, and birds (8). Cooking and eating practices are thought 

to have contributed to oral hygiene of the time; for example, side effects of chewing the 

marrow and bones of animals contributed to tooth cleaning. As a result of cooking foods in 

an oven of ash and hot sand, meals often had a level of charcoal remaining at the time of 

consumption. A combination of these factors accounts for the comparative freedom from oral 

diseases experienced by Aboriginal and Torres Strait Islander Communities at this time (6).  

 

Anthropological studies have identified that Aboriginal and Torres Strait Islander 

Communities were almost entirely free from periodontal disease and dental caries prior to 

colonisation (6, 8). A clinical comparison of 172 Aboriginal and Torres Strait Islander 

children and nearly 500 non-Indigenous children in 1963 identified a twofold prevalence of 

dental caries in non-Indigenous children compared to Aboriginal and Torres Strait Islander 

children (9). The oral health of Communities was so strong that one anthropologist reflected 
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on the likely experience of a dental surgeon in Communities during the 1800s, “For one 

thing, [the dentist] would have practically no periodontal disease to treat, or the cases he 

had would be very few and far between… Again, caries would be infrequent, indeed would be 

so comparatively rare that he would be able to take his time over the treatment of the few 

carious teeth met with. Most astonishing of all, he would have no dentures to make. The 

number of teeth lost would be so few that he could forget all his knowledge of prosthetic 

dentistry without harming his patient” (6). In reflecting on the oral health of Aboriginal and 

Torres Strait Islander Peoples today, we see a stark difference both in clinical indicators as 

well as the commonality of notions of oral health related fatalism (10).  

 

Colonisation of Oral Health 

With colonisation came impoverishment, dispossession, exploitation of land, disruption of 

social networks, and the destruction of subsistence livelihoods for Aboriginal and Torres 

Strait Islander Communities (11, 12). Importantly, the point of ‘contact’ between Aboriginal 

and Torres Strait Islander Peoples and colonisers is not a static place in time, but an ongoing 

and enduring period of deterioration in Aboriginal and Torres Strait Islander living 

conditions, quality of life, and eventuated in disrupted wellbeing, including oral health (13). 

The majority of documented records from the initial arrival of colonisers in Australia reflect 

European encounters with Communities from a colonial lens. Limited records regarding 

health indicators, such as mortality and morbidity, exist from this period (11).  

 

Linear enamel hypoplasia (LEH) and defects of the dental enamel (DDEs) are measures 

anthropologists use to learn more about the historic health of a population. LEH can assist 

with general health inferences as well as socioeconomic circumstances (14), while DDEs 

reflect the presence of physiological stress during child development (15). Before the arrival 
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of colonisers in Australia, evidence demonstrates low levels of LEH, with many Aboriginal 

and Torres Strait Islander Peoples escaping LEH altogether (16) and the occurrence of DDEs 

was also infrequent (11). The rapid expansion of colonial presence, along with the 

introduction of assimilation policies, and the mandating of missions2 across Australia, saw a 

significant increase in the levels of LEH and DDEs. The development of missions paralleled 

a uniform and dramatic increase in LEH prevalence, with earlier and longer occurrences (16). 

The uniform levels of LEH are attributed to the uniform environments of increased control, 

forced sedentism, increased nutritional deficiencies, and infectious diseases characteristic of 

missions. These experiences are despite the availability and ‘benefit’ of medical services and 

support allegedly provided by missions (16, 17). For Aboriginal and Torres Strait Islander 

Peoples, LEH is an indication of changing morbidity that demonstrates chronic and long-term 

effects of colonial settlement not otherwise visible during this initial period (16). Nearly 

identical to the rise in LEH, impacts on child development, as measured via DDEs, occurred 

earlier and persisted over a longer period of development, with prolonged exposure to 

colonisation and the environments of missions. Using measures of both individual teeth and 

total counts of teeth, a consistent rise in the frequency of LEH and DDEs from infrequent 

occurrences to a ubiquitous experience parallels increasing strength of the colonial goal of 

assimilation (11).  

 

The historical relationships of domination over Aboriginal and Torres Strait Islander Peoples 

that began with colonial contact is maintained through the biomedical provision of modern-

day dental services. The contrast in epistemological understandings of oral health are 

reflected in the characterisation of dental professionals as ‘heroic’ and ‘benevolent,’ and  

 
2In Australia, missions were established to achieve assimilation of Aboriginal and Torres Strait Islander 
Communities with dominant colonial citizens by segregating Communities into “schools of citizenship” (18). 
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patients as passive recipients (2, 18). The perceived passive involvement of Aboriginal and 

Torres Strait Islander Peoples in oral health is furthered by an apparent ‘lack’ of oral hygiene 

practices or ‘failure’ to follow expert advice (1, 19). However, if we consider the 

relationships between Country, Community, food, and knowledges, as well as the historic 

evidence, we are compelled to believe another story; one of preventive health that goes 

beyond individual behaviours promoted by biomedical understandings of oral diseases and 

instead extends to the wellbeing of entire Communities.  

 

Aboriginal and Torres Strait Islander Oral Health Deficit Discourse  

A mix of biomedical understandings of disease and neoliberal ideologies of individual 

responsibility for health have surmounted in immense personal blame surrounding Aboriginal 

and Torres Strait Islander oral health (1, 20). The current portrayal of Aboriginal and Torres 

Strait Islander oral health largely contributes to and upholds the deficit discourse that creates 

expectations of poor oral health even among Community members themselves (3). 

Problematically, this narrative fails to recognise the forced assimilation of Aboriginal and 

Torres Strait Islander Peoples during colonisation that initiated and rapidly increased the 

experience of oral diseases. Reinforcing the deficit discourse surrounding oral health 

outcomes for Aboriginal and Torres Strait Islander Peoples is a damaging practice that is 

echoed by the media, demotivates Communities, and sustains experiences of oppression. This 

narrative of deficit discourse infiltrates to the provision of oral health services, where health 

care providers have unjust assumptions about Aboriginal and Torres Strait Islander Peoples, 

as evidenced by experiences of racism at dental services (21). Further, the assumption of 

‘poor oral health’ is based on biomedical understandings of oral diseases that is limited in 

scope to Western understandings. By comparison, Aboriginal and Torres Strait Islander 

understandings of oral health reflect more holistic notions of teeth as central to one’s day to 
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day life, rather than an acute focus on problems limited to the oral cavity (1). The biomedical 

view fails to recognise the whole person in relation to their oral health, as well as their 

Community, knowledges, and histories.  

 

Reframing Aboriginal and Torres Strait Islander Oral Health  

To reframe the narrative of Aboriginal and Torres Strait Islander oral health, we identify two 

key steps: (1) the recognition, appreciation, and embodiment of Aboriginal and Torres Strait 

Islander self-determination, knowledges, and leadership in oral health programming and 

provision, and (2) the utilisation of a strengths-based approach in all Aboriginal and Torres 

Strait Islander oral health research. It is a great limitation and loss of opportunity to not 

include Aboriginal and Torres Strait Islander knowledges in relation to dentistry; currently, 

Aboriginal and Torres Strait Islander oral health is limited to the scope of dental 

professionals. It is clear from the evidence that Aboriginal and Torres Strait Islander oral 

health flourished prior to colonisation. As such, reframing our approach to the provision of 

oral health that honours self-determination and Community knowledges would create the 

opportunity to learn from the past. Opportunities could include ongoing Elder consultation 

with dental services, extended appointment times with Aboriginal and Torres Strait Islander 

patients to build relationality and allow for considerations of oral health in relation to the 

whole person, or co-designing oral health promotion campaigns and training for Community, 

but also for dental professionals. We caution the reduction of our second key step, a 

strengths-based approach, to symbolic gestures fulfilled through superficial inclusion of 

statements within manuscripts. Therefore, employing a strengths-based approach to oral 

health research must move beyond reporting of results and extend to study design, data 

capturing tools, Community engagement, and meaningful knowledge translation efforts that 

honour Community needs and contribute to policy change that betters the oral health of 

Aboriginal and Torres Strait Islander Peoples. A fundamental acknowledgment of the 
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continual impact of colonisation and discrimination on the oral health outcomes of Aboriginal 

and Torres Strait Islander Peoples is needed to encourage achievable and meaningful program 

outcomes that move beyond individual responsibility (1, 22).  

 

Journeying forward 

The Uluru Statement from the Heart was published in 2017 and is an invitation for the people 

of Australia to contribute to a better future for Aboriginal and Torres Strait Islander Peoples, 

which includes a commitment to “truth telling about our history” (23). The healthy history of 

oral health and wellbeing for Aboriginal and Torres Strait Islander Peoples is a part of the 

story that needs to be told truthfully. We must recognise, appreciate, and prioritise Aboriginal 

and Torres Strait Islander knowledges and practices that contributed to the historical self-

determination of Aboriginal and Torres Strait Islander oral health to ensure a healthier future.  
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15.1 PREFACE  

This chapter collates the evidence generated throughout this thesis. Section 15.2 provides an 

overview of the research comprising this thesis. Section 15.3 highlights the key findings and 

concluding remarks of the evidence presented herein. Finally, section 15.4 reports 

recommendations and future directions arising from this thesis, in alignment with the 74th 

World Health Assembly Resolution for Oral Health.  

 

15.2 OVERVIEW OF RESEARCH  

The research comprising this thesis has explored micro, meso, and macro level facilitators 

and challenges to establishing and maintaining oral health for Aboriginal and Torres Strait 

Islander Peoples in Australia and, Indigenous Peoples globally. Learnings and observations 

acquired along this journey were also translated into a methodological paper proposing 

Relational Yarning as a mechanism to ensure meaningful and ethical oral health research, as 

well as two commentaries. The commentaries aimed to progress a strengths-based narrative 

of Aboriginal and Torres Strait Islander oral health as well as emphasise the importance of 

self-determination in any successful health equity pursuit. The exploration of the impact of 

neoliberalism on Aboriginal and Torres Strait Islander oral health as well as Indigenous 

wellbeing globally provided an opportunity to consider the influence of socio-political 

ideologies that shape the environments in which Indigenous health inequities persist.  

 

15.3 RECOMMENDATIONS  

During the 74th World Health Assembly (provide country and year) a Resolution for oral 

health was made that called upon the World Health Organisation to draft a global strategy on 

tackling oral diseases for consideration in 2022 and translation to an action plan by 2023 (1). 

This Resolution acknowledged the high prevalence of oral diseases globally, and the 
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increasing inequities experience by socially disadvantage population groups, which includes 

Aboriginal and Torres Strait Islander Peoples. This Resolution is a landmark document that 

puts oral health equity on the global stage, in a comprehensive manner that identifies the 

interconnectedness of oral diseases and general wellbeing, including cancer, quality of life, 

mental health, and noncommunicable diseases. The Resolution urged member states to take 

eight actions and called on member states to take an additional three actions. Table 1 

summarises these calls to action in relation to the evidence generated within this thesis.  

 

Table 1. World Health Assembly Resolution on oral health comparison with evidence 

generated within this thesis. 

The World Health Assembly Resolution on Oral Health Calls to Action 
 

The Resolution URGES Member States: 
Evidence generated 

within this thesis related 
to this Call to Action  

(1) to understand and address the key risk factors for poor oral health 
and associated burden of disease 

✓ 

(2) to foster the integration of oral health within their national policies, 
including through the promotion of articulated interministerial and 
intersectoral work 

 

(3) to reorient the traditional curative approach, which is basically 
pathogenic, and move towards a preventive promotional approach with 
risk identification for timely, comprehensive and inclusive care, taking 
into account all stakeholders in contributing to the improvement of the 
oral health of the population with a positive impact on overall health 

 
 
✓ 

(4) to promote the development and implementation of policies to 
promote efficient workforce models for oral health services 

✓ 

(5) to facilitate the development and implementation of effective 
surveillance and monitoring systems 

 

(6)  to map and track the concentration of fluoride in drinking water  
(7)  to strengthen the provision of oral health services delivery as part of 
the essential health services package that deliver universal health 
coverage 

 
✓ 

(8) to improve oral health worldwide by creating an oral health-friendly 
environment, reducing risk factors, strengthening a quality-assured oral 
health care system and raising public awareness of the needs and 
benefits of a good dentition and a healthy mouth 

 
✓ 

 
The Resolution CALLS on Member States: 

Evidence generated 
within this thesis related 

to this Call to Action 
(1) to frame oral health policies, plans and projects for the management 
of oral health care according to the vision and political agendas in health 
projected for 2030, in which oral health is considered as an integral part 
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of general health, responding to the needs and demands of the public for 
good oral health 
(2) to strengthen cross-sectoral collaboration across key settings, such as 
schools, Communities and workplaces to promote habits and healthy 
lifestyles, integrating teachers and the family 

 
✓ 

(3) to enhance oral health professionals’ capacities to detect potential 
cases of neglect and abuse, and provide them with the appropriate and 
effective means to report such cases to the relevant authority according 
to the national context 

 

 

This thesis generated evidence related to six of the 11 Calls to Action from the World Health 

Assembly Resolution on oral health within the Indigenous Australian context. Much work 

remains to be done to ensure equitable experiences of oral health for Aboriginal and Torres 

Strait Islander Peoples. More translational emphasis on existing evidence, similar to policy 

translation pursuits called for in the discussions included in this thesis, is needed to reorient 

oral health from a curative approach to a preventive promotional approach. A holistic and 

preventive approach is possible within Aboriginal and Torres Strait Islander Communities, as 

this approach is already utilised by ACCHS for other areas of health and to some extent oral 

health, as evidenced by research comprising this thesis. Providing adequate funding and a 

concentrated effort towards establishing an oral health role for AHW in South Australia, and 

indeed nationally, would go some way to strengthen the provision of oral health service 

delivery as part of essential health services. To achieve the calls to action from the World 

Health Assembly, researchers must recognise their inherent responsibility to prioritise 

translation and advocacy efforts of their research. Specifically related to the limitations of the 

work presented in this thesis, future engagement with multi-level stakeholders, including 

AHW, ACCHOs, fathers, families, communities, dental care service providers, and political 

leaders will be critical to further Indigenous oral health equity and wellbeing, both in 

Australia and indeed, globally. 
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15.4 CONCLUSIONS  

The work presented herein provides evidence that furthers a shared understanding of the 

complex environments and conditions that sustain the inequitable experiences of oral health 

for Aboriginal and Torres Strait Islander Peoples. More importantly, the evidence provides 

suggestions and opportunities to enhance existing facilitators to establishing and maintaining 

oral health as identified by Aboriginal and Torres Strait Islander families, as well as 

Indigenous Communities globally. ACCHOs have a strong history of supporting Aboriginal 

and Torres Strait Islander self-determination and subsequently, Community wellbeing. Any 

successful endeavour to further oral health equity for Aboriginal and Torres Strait Islander 

Peoples must privilege the leadership and expertise of ACCHOs and their workforce. There 

remains a need for structural changes that ensure adequate funding to comprehensively 

embed oral health promotion and programming in the service delivery of ACCHOs.  This 

thesis supports the notion of neoliberalism as a re-colonisation of Aboriginal and Torres 

Strait Islander Peoples that is furthering health disparities through both insidious process of 

internalisation as well as generative mechanisms external to individuals. Critically, the 

strength of Aboriginal and Torres Strait Islander Communities continues to resist these 

processes.   
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“Do the best you can until you know 
better. Then when you know better, do 

better.” - Dr Maya Angelou 
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16.1 APPENDIX A: MOTIVATIONAL INTERVIEWING GUIDES 

MI: Pregnancy 
Intro 
1. Scope of study / spirit of MI 
2. Timeline / info sheet 
3. Consent / voucher & goodies / contact details 
 
Discussion 

1. Take yourself to the dentist 
It is safe: 

a. It is safe to visit the dentist during pregnancy 
b. The dentist can check your whole mouth including your teeth and gums 
c. The dentist can then work out what treatment will be best for you, for your 

pregnancy and preparing for your baby 
d. There may be some treatments that you and your dentist decide to leave until 

after you have your baby, but most treatments (cleaning, fillings, even 
extractions) are normally ok 

It is important to have a check-up treatment during pregnancy to keep your 
mouth healthy:  

a. You may notice changes in your mouth during pregnancy, for example, your 
gums could bleed more 

b. The dentist can help check the way you are cleaning and help you clean well 
and look after your gums as well as your teeth 

c. If your gums are not cleaned well, they could bleed even more and cause you 
problems 

d. Vomiting in pregnancy can put your teeth at more risk of damage: the dentist 
can help check this and help work out ways for you to prevent more damage 

Having healthy teeth and gums is good for you and your baby: 
a. Gum problems can put you at more risk of having an early delivery (which 

isn’t good for the baby) 
b. If you have holes in your teeth that are not fixed, then there is more chance 

you will pass the germs onto your baby after it is born, and this makes your 
baby more likely to get holes 

c. The dentist can help get your teeth and gums healthy during pregnancy  
Check-ups are always best 

a. Having check-ups early, before you have big problems, means that the 
treatment you need is probably smaller 

b. Some things can be fixed easily with small treatments 
c. Waiting until you feel pain could mean that the tooth cannot be fixed anymore 

and needs to be pulled out  
d. So make an appointment for a check-up, and if you notice any changes or 

think you have problems later, contact the clinic again  
2. Brushing daily stops germs making holes in your teeth 

Brush with a soft tooth brush and toothpaste with fluoride 
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a. Brush every morning and every night 
b. A soft toothbrush cleans your teeth well without causing damage to your teeth 

and gums 
c. Toothpaste with fluoride helps protect your teeth against holes 
d. Most toothpastes from the supermarket have fluoride 
e. After brushing do not wash the toothpaste out: just spit it out 
f. When you visit the dentist they can check the way you are brushing and help 

you clean your teeth and gums well  
g. The dentist can check if the toothbrush and toothpaste you are using are the 

best ones for you  
Your gums may bleed more when you are pregnant 

a. During pregnancy your gums might bleed more than normal 
b. This means that your gums need to be kept very clean 
c. Brush the edge of your gums with a soft toothbrush: do not worry if they 

bleed, if you are gentle and using a soft toothbrush they should get better 
d. Severe gum problems in pregnancy may increase your chance of having your 

baby early (which is not good for the baby)  
e. Visiting the dentist when you are pregnant will mean that they dentist can 

check your gums and see if you have calculus or tartar that they can clean off 
for you: this will help stop your gums bleeding  

Fluoride in toothpaste helps protect your teeth against holes: 
a. The fluoride in toothpaste helps to protect your teeth and even helps heal early 

decay 
b. It is best to use toothpaste at least twice a day 
c. You only need a pea size amount 
d. After brushing do not rinse the toothpaste out 
e. If your gums are bleeding and you want to rinse – put a small amount of 

toothpaste back on your teeth after rinsing  
f. Leave the toothpaste in your mouth – you will get used to it!!  
g. The dentist can check that the toothpaste you are using is the best for you and 

give you specific advice that is best for your teeth  
3. Take care of your teeth 

Children will learn by watching you  
a. Show your children how you are looking after your teeth and gums  
b. Show them that you value a healthy body and healthy smile  
c. Brush your teeth with a soft toothbrush and toothpaste twice a day  
d. Visiting the dentist when you are pregnant means the dentist can help make 

sure that your teeth and gums are healthy and help you look after them  
Children will learn about visiting the dentist from you  

a. Visit the dentist regularly –for yourself and other children 
b. Visit for check-ups – don’t wait until you have a problem 
c. If you notice changes, or think you might have a problem, visit the dentist as 

soon as possible 
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d. Visiting the dentist early can help make sure your teeth can be fixed and not 
pulled out 

e. Finding and treating problems early means you have smaller and more 
comfortable visits 

f. Show your children that visiting the dentist is ok  
Fluoride in toothpaste helps protect your teeth against holes: 

a. The fluoride in toothpaste helps to protect your teeth and even helps heal early 
decay 

b. It is best to use toothpaste at least twice a day 
c. You only need a pea size amount 
d. After brushing do not rinse the toothpaste out 
e. If your gums are bleeding and you want to rinse – put a small amount of 

toothpaste back on your teeth after rinsing  
f. Leave the toothpaste in your mouth – you will get used to it!!  
g. The dentist can check that the toothpaste you are using is the best for you and 

give you specific advice that is best for your teeth  
Your gums may bleed more when you are pregnant 

a. During pregnancy your gums might bleed more than normal 
b. This means that your gums need to be kept very clean 
c. Brush the edge of your gums with a soft toothbrush: do not worry if they 

bleed, if you are gentle and using a soft toothbrush they should get better 
d. Severe gum problems in pregnancy may increase your chance of having your 

baby early (which is not good for the baby)  
e. Visiting the dentist when you are pregnant will mean that they dentist can 

check your gums and see if you have calculus or tartar that they can clean off 
for you: this will help stop your gums bleeding 

Having healthy teeth and gums is good for you and your baby: 
a. Gum problems can put you at more risk of having an early delivery (which 

isn’t good for the baby) 
b. If you have holes in your teeth that are not fixed, then there is more chance 

you will pass the germs onto your baby after it is born, and this makes your 
baby more likely to get holes 

c. The dentist can help get your teeth and gums healthy during pregnancy  
4. Bush tucker, fresh fruit and vegies are best for teeth 

Bush tucker, fruit and vegies are low in sugar  
a. Foods and drinks that are low in sugar are good for your teeth, your body and 

your baby  
b. The germs that cause holes in teeth feed on the sugar from your food and drink  
c. Visiting the dentist when you are pregnant means the dentist can check your 

teeth for any holes that are already there, and look for signs of holes that are 
starting 

d. If the dentist finds early signs of holes starting, there are ways (cleaning, 
fluoride and low sugar diet) that means they can repair themselves 

Snack on healthy foods that are low in sugar 
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a. Sometimes in your pregnancy you may feel like you need to eat more 
b. Snack on foods that are good for you and your baby – as well as your teeth 
c. Good healthy snacks include fruit and vegetables, cheese, nuts and yogurt  
d. Sometimes in your pregnancy you may feel like soft drinks, juice or sweet 

foods 
e. These foods can damage your teeth 
f. It is best for you and baby if you eat foods that are healthy and not high in fat 

or sugar 
g. The dentist can check your teeth for damage, as well as holes, and talk with 

you about what foods would be good for your teeth  
Drink plain fluoridated tap water  

a. As much as you can, drink plain water 
b. Water is good for your teeth as well as your body and your baby  
c. Many other drinks have a lot of sugar or acid that can damage your teeth  
d. If you have juices, try mixing them with some water 
e. Your dentist can look for signs of damage to your teeth from acid drinks and 

talk with you about what will be best for you and your teeth  
 
 
 
 
 
 

MI: 1 
Intro 

1. Scope of study / spirit of MI 
2. Timeline / info sheet 
3. Consent / voucher & goodies / contact details 

 
Discussion 
1. Find out what she knows 

• Is everything going okay with your teeth? 
• Can you tell me what you think about oral health? 

 
2. Cards: Agenda setting  

There are a number of things we can talk about today. These are some of the ways people 
work towards oral health. Some of these you might have heard of/are already doing; 
others might be new ideas for you. When you look at these cards, what would you like to 
find out more about today? 

• Take yourself to the dentist 
– Dental treatment safe & important during pregnancy (pre-term, enamel, 

birth weight). 
– How bugs in mouth can pass to baby 

• Brushing daily stops germs 
– Soft toothbrush, fluoride toothpaste, evening better than morning, spit 

(don’t rinse) 
–  Brush bleeding gums gently to heal 
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• Take care of your teeth 
– Children learn by watching you, teaching values. Brushing teeth, regular 

trips to dentist, how decay spreads to babies. 
• Fresh food is best 

– Bush tucker & veg low in sugar, germs + sugar=cavities, starchy foods are 
sugary 

– Fruit, cheese, yogurt are good snacks. Drink tap water when thirsty. Dilute 
juices with water. 

 
3. Ask-Provide-Ask 

• I’m happy to share ideas with you... what have you already thought of? 
• Some mothers do it this way... what do you make of that? 
• Can you think of other times when this happened, but you got through it? 
• From what you’re saying, it sounds like ___ may be an issue. What ahve you 

heard about ___? 
• There are some great ideas about the ways women look after their teeth during 

pregnancy... would it be okay to talk about some of these? 
 

4. Rulers: Importance and Confidence 
• On a scale of 0 -10 
• High 

• What makes change important to you? 
• What does it mean to be a __? 

• Low 
• How come a 2 and not a 1? 
• What would it take to bump you up a few notches?  
• What would help you feel more confident to make this change? 

 
5. Commitment language 

• What do you think the first step might be to reach your goal? 
• Given that you’re here... where would you like to go now? 

 
6. Change Plan 

 
7. Referral 
 
Questionnaire 

MI: 2 
*denotes activity 
 
Intro 
4. Scope of study / spirit of MI 
5. Timeline / info sheet 
6. Consent / voucher & goodies / contact details 
 
Discussion 
8. Establish rapport. 

• How are you and baby going? (e.g. family, birth, feeding) 
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9. Ask for change talk. 
• What are your goals for baby’s teeth? What concerns might you have? 
• Why do you think it’s important for your baby’s teeth to come in healthy and 

strong? 
 

10. Listening / sharing information.  
(Find out what she knows about looking after baby’s teeth. à Discuss bugs/time/sugar in 
MI-consistent way.) 
 
Listening. 

• Can you tell me your thoughts about looking after your baby’s oral health? 
• How is everything going with baby’s teeth? (e.g. teething, sleeping/soothing) 

i. What are some of the things you’re doing as _______ (e.g. baby’s teeth 
come through; baby gets cranky)? 
 

Sharing information. (Ask – Provide – Ask / listen, reflect, summarize / encourage 
change talk) 

àFrom what you’re saying, it sounds like ______ may be an issue. Is it alright if I 
share some information with you? We’ve learned that there are 3 important things 
which put holes in our teeth:  
 
BUGS  
Babies aren’t born with bugs in their mouth. Bugs come from people (e.g. through 
sharing food, cleaning dummy in mouth, kissing) and sugar (which combines with 
bugs to form acid, dissolving the teeth). 

 
*Fizzy dissolving teeth*   
When we eat food or drink, the bugs in our mouths break down the food and 
drink into ACID.  The acid then starts to dissolve the healthy tooth. Bugs 
breakdown food/drink to make acid, and the acid makes holes in baby’s teeth. 

– Discuss. (Wiping away bugs with cloth.) 
 

TIME 
• The more frequently we eat or drink things that contain sugar, the more we 

dissolve our teeth. Which do you think is better: sipping your can of fizzy over 
cleaning the house, or drinking a can at dinner? It’s better to finish your sweet 
drink quickly than having it over a long time.   

• One of the main causes of children getting decay is going to sleep with a bottle 
of something other than water, let’s say milk (which contains sugar).  That sugar 
is getting eaten by the bugs to make acid.  The acid is dissolving baby’s teeth for 
the 8 hours they are sleeping.   

– Discuss. (Drinks at sleeping time do the most damage, water ok.) 
 
SUGAR 
• Sugar combines with bugs to form acid. Cariogenic substances; milk, formula, 

juice, flavoured milk, cordial, fizzy, lollies, high sugar content puree fruit, 
tinned fruit.   
 
*Ranking sugary drinks* 
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*Sugar in baby food* Show where to find sugar on the label.  A good amount 
would be under 5g.   

– Discuss. (Breast milk and formula are best. Only milk or water should go 
in baby’s bottle. Try not to give baby food with tooth much sugar.) 

 
11. Use bugs/time/sugar cards to discuss issues relevant to mum. (Ask – Provide – Ask.) She 

can pick topics, and/or you could discuss these: “What do you know about _____ for 
baby’s teeth?”  

• Cleaning  
– Wipe baby’s gums and teeth with damp cloth, morning and night 
– Around 10 months, brush baby’s teeth with toothpaste morning and night 
– Play with a toothbrush to encourage use 
– Less bugs = less decay 

• Healthy diet  
– Minimize sugar intake (e.g. juice, fizzy drinks, cordial, flavoured milk, 

honey, jam) 
– Breast milk is best 
– Discuss healthy foods/bush tucker 

• Teething 
– Give baby damp wash cloth, frozen ring, or cold spoon to suck on 
– See doctor about baby’s pain relief 

 
12. Rulers: Importance and Confidence 

• On a scale of 0 -10 
• High 

• What makes change important to you? 
• What does it mean to be a __? 

• Low 
• How come a 2 and not a 1? 
• What would it take to bump you up a few notches?  
• What would help you feel more confident to make this change? 

 
13. Commitment language 

• What do you think the first step might be to make sure baby has the best possible 
start for healthy, strong teeth? 

• Given that you’re here... where would you like to go now? 
 
14. Change Plan 

• What kinds of challenges do you see this plan? 
 
 

MI: 3 (12 months) 
Goal: Fluoride varnish 

Intro 
Scope of study / spirit of MI. Timeline / changes to info sheet / fluoride questions. Audio 
consent / goody bag / contact details 
 
Discussion 
15. Intro 
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• How is everything going with your baby’s teeth? 
• The focus of our meeting today is on keeping baby’s teeth healthy, especially with 

the help of fluoride. Can you tell me what you know about fluoride? 
• Ask for change talk: 

– What are your goals? What concerns do you have about fluoride varnish? 
– Why do you think it’s important for baby’s teeth to come in strong and 

healthy? 
 

16. Agenda setting  
There are a number of things we can talk about today. These are some of the ways we can 
look after babys’ oral health. Some of these you might have heard of/are already doing; 
others might be new ideas for you. When you look at these cards, what would you like to 
find out more about today? 

• Fluoride varnish 
What:  
– Fluoride is a natural mineral found throughout the earth’s crust and widely 

distributed in nature. 
– Fluoride varnish is a protective coating which is painted on the teeth to 

stop cavities forming and to slow down cavities which may have started. 
The varnish last for 6 months. So your child should receive the fluoride 
varnish every 6 months for the next 2 years.  

– Has a good taste.  It’s a sticky gel and stays on teeth for a long time, 
soaking deep into the tooth to make it very strong. 

– It is safe and has been used all over the world. 
 

How: 
– Fluoride is in tap water, toothpaste, some foods, and also comes in a high 

concentration called fluoride varnish. This is the application of fluoride 
directly onto the tooth.  It helps to rebuild damage produced by acids. FV 
has over 48 times the amount of fluoride as child toothpaste. 

– Fluoride concentrates in the growing bones and developing teeth of 
children, helping to harden the enamel on baby and adult teeth before they 
emerge.  

– Fluoride helps because, when teeth are growing, it mixes with tooth 
enamel (the hard coating on your teeth), that prevents tooth decay, or 
cavities. But fluoride can help even after your teeth are formed. It works 
with saliva to protect tooth enamel from plaque and sugars. 

– Also helps even when the cavities have started 
 

Why: 
– This is a problem affecting Aboriginal kids in particular. Important to 

make change for Aboriginal health.  
– Some people believe that fluoride causes cancer, but this not true and has 

never been proven. They also think that fluoride is bad for you because it 
is given to everyone, and they would rather individuals get to decide. But 
fluoride in water is actually the most effect public health initiative that’s 
ever happened, anywhere in the world. What’s really great about it is that 
the people with the most decay end up getting the biggest benefit from 
fluoride varnish—so it reduces inequalities. Before fluoride was put in our 
water in the 1950s, most people had to have all of their teeth pulled out. 
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When: Within the first 12 months, baby gets their top 4 and bottom 4 teeth—
so this is the best time for fluoride varnish to work. We want to apply it 
today and also in 6 months, when baby is about 18 months old. 
 
Who: Dental professional. In our study, staff are “dental professionals.” You 
can’t buy Duraphat at the Chemist or supermarket. 
 

• No bottle feeding at night 
– The main cause of babies getting holes in their teeth is going to bed with a 

bottle of something other than water (like milk, which contains sugar). The 
sugar from the milk gets eaten by the bugs on our teeth to make acid. The 
acid dissolves baby’s teeth for the 8 hours they are sleeping. 

– Drinks at sleeping time do the most damage. Water is okay. 
 

• Brushing baby’s teeth 
– Now is the time to start brushing baby’s teeth, morning and night 
– Play with toothbrush to encourage use 
– Brushing off bugs from teeth prevents holes. Less bugs = less decay 
– Do not use toothpaste until 18 months 

 
• Healthy diet for baby 

– Minimize sugar intake (e.g. juice, fizzy drinks, cordial, flavoured milk, 
honey, jam). A good amount from canned food is under 5g. 

– Breast milk is best 
– Bush tucker & vegetables low in sugar, germs + sugar = decay, starchy 

foods are sugary too 
– Drink tap water when thirsty. Dilute juices with water. 

 
Ask-Provide-Ask  

• I’m happy to share ideas with you... what have you already thought of? 
• Some mothers do it this way... what do you make of that? 
• Can you think of other times when this happened, but you got through it? 
• From what you’re saying, it sounds like ___ may be an issue. What have you 

heard about ___? 
• There are some great ideas about the ways mums look after their baby’s teeth... 

would it be okay to talk about some of these? 
 

17. Rulers: Importance and Confidence 
 

18. Commitment language 
• What do you think the first step might be to make sure your baby has the best 

possible start for healthy, strong teeth? 
• Given that you’re here... where would you like to go now? 

 
19. Change Plan 

My plan is to: 
It’s important to me because: 
A step I can take is: 
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Someone who can help is: 
If things don’t go well, I can: 
 

• What kinds of challenges do you see to your plan? 
• What kinds of challenges do you see for continuing with fluoride varnish through 

this project? How about meeting us in 6 months to put more varnish on baby’s 
teeth? 

 
20. After applying FV, let mum know: 

1. No food or drink for at least 30 minutes 
2. No brushing or cleaning teeth tonight 
3. Teeth will have a yellow tint from the fluoride but will come off when brushed in the 

morning. 
4. I’ll be back in 6 months for another application. 

MI: 4 (18 months) 
Goal: schedule baby’s dental check (+ apply FV) 

Intro 
7. Scope of study / spirit of MI 
8. Timeline / changes to info sheet / fluoride questions 
9. Audio consent / goody bag / contact details 
 
Discussion 
21. Intro 

• How is everything going with your baby’s teeth? 
• The focus of our meeting today is on taking baby for her first dental check. Can 

you tell me what you think about taking baby to the dentist?  
• Ask for change talk around taking baby to the dentist: 

– Can you tell me why you think it’s important for you to have baby’s teeth 
to come in strong and healthy? 

– What are your goals for taking baby to the dentist? What concerns do you 
have about taking her? 

 
22. Agenda setting  

There are a number of things we can talk about today concerning taking baby to the 
dentist. We can’t know until we get there, but these 4 cards show some of the things that 
might happen when you take your baby to the dentist. When you look at these cards, what 
would you like to find out more about today? 

• Healthy check up / healthy teeth 
– Things go well: baby gets comfortable with going to the dentist, starts a 

healthy habit from a young age which they can carry into adulthood, 
dentist will look at her teeth, clean them, etc. 

– Diet, brushing, no bottles at night 
• Family support 

– When the clinic calls, you can ask to bring your family with you. It could 
be a new family tradition, supporting each other by doing it together and 
maybe even holding each other accountable back at home too, to brush, eat 
healthy foods, etc. How can you make things better for your family now 
than what you’ve seen others do in the past? What kinds of changes do you 
want to make? 

• Treatment (crowns under GA) 
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– After the front teeth decay, the baby can’t have crowns (which only work 
on molars).  

– Crown is placed on tooth to keep it strong until it falls out naturally. 
– There is a possibility that baby will need treatment for holes in her teeth. 

This could mean having crowns put in, or maybe even having teeth pulled 
out under a GA. At this age, the baby will need to go to a dentist/hospital 
for care. General Anaesthesia (GA) refers to being “put to sleep”. During 
GA, the baby is unconscious. First they give you the baby gas to calm you 
down, then they numb the baby’s arm with a spray before putting a needle 
in. This puts the baby to sleep. 
The baby can’t drink or eat for 6 hours before the procedure (otherwise, 
vomiting is possible and this would be very dangerous during GA). 

– Even though it’s difficult, this is a really positive thing to do. 
 

23. Ask-Provide-Ask / Ask for change talk 
• Can you think of other times when something difficult or scary happened, but you 

got through it? 
• From what you’re saying, it sounds like ___ may be an issue. What have you 

heard about ___? 
• What are your goals? What concerns do you have? 
• Why do you think it’s important for baby’s teeth to come in strong and healthy? 

 
24. Rulers: Importance and Confidence 

• On a scale of 0 -10 
• High 

• What makes change important to you? 
• What does it mean to be a __? 

• Low 
• How come a 2 and not a 1? 
• What would it take to bump you up a few notches?  
• What would help you feel more confident to make this change? 

 
25. Commitment language / plan: 

 
• What do you think the first step might be to make sure you can take baby to the 

dentist? 
• What kinds of challenges do you see to your plan? 
• What kinds of challenges do you see for continuing with fluoride varnish through 

this project? How about meeting us in 6 months to put more varnish on baby’s 
teeth? 
 
My plan is to: 
It’s important to me because: 
A step I can take is: 
Someone who can help is: 
If things don’t go well, I can: 




