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Abstract
Background Indigenous Australians suffer from higher rates of oral disease and have more untreated
dental problems and tooth extractions than the general population.   Indigenous Australians also have
lower rates of accessing oral health services and are more likely to visit for a problem rather than a check-
up.  Multiple issues effect health service and prevention programs including:  characteristics of health
services such as distances to health services; existence of social and cultural barriers; available wealth
and social support; and, characteristics of the individual and community including the importance given
to the disease.  This paper seeks to explore the perceived importance of oral health within a rural
Indigenous community in Australia and the factors in�uencing this perception.   Methods The study used
a phenomenology research design incorporating focus group discussions and in-depth interviews.  It was
undertaken in partnership with communities’ Health Action Group who guided the focus, implementation
and reporting of the research.   A convenience sample was recruited from established community groups.
 Thematic analysis on the transcripts was completed.   Results Twenty- seven community members
participated in three focus groups and twelve in-depth interviews.  The study found that the community
gives high priority to oral health.   Factors in�uencing the importance include: the perceived severity of
symptoms of oral disease such as pain experienced due to tooth ache; lack of enabling resources such
as access to �nance and transport; the social impact of oral disease on individuals including impact on
their personal appearance and self-esteem; and health beliefs including oral health awareness. 
Participants also noted that the importance given to oral health within the community competed with the
occurrence of multiple health concerns and family responsibilities.   Conclusion This paper highlights the
high importance this rural Indigenous community gives to oral health.  Its �ndings suggest that under-
utilisation of oral health services is in�uenced by both major barriers faced in accessing oral health
services; and the number and severity of competing health and social concerns within the community. 
 The study results con�rm the importance of establishing affordable, culturally appropriate, community-
based oral health care services to improve the oral health of rural Indigenous communities.

Background
In Australia, Aboriginal and Torres Strait Islander peoples (respectfully referred hereafter as Indigenous)
suffer from higher rates of oral disease including dental caries and periodontal disease than the non-
Indigenous population [1-4].  Oral disease causes pain and dis�gurement, has a negative in�uence on
quality of life, and is linked to poor nutrition, diabetes, and cardiovascular disease [5, 6].  In addition to
this, Indigenous Australians are known to have a higher disease burden than non-Indigenous.  This is
complicated further by a higher prevalence of social concerns including higher level of psychosocial risk
factors; lower socioeconomic status; lower social capital; and a higher prevalence of lifestyle risk factors
[7, 8].  

Indigenous Australians have lower rates of dental visits and are more likely to visit for a problem than for
a check-up than the general population [9, 10].  Low levels of individual preventive oral health care and
engagement in high risk lifestyle activities has also been reported among Indigenous Australians [11, 12]. 
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This includes high levels of smoking, alcohol consumption, diets high in sugar, and poor reported
engagement in oral hygiene activities [11, 13-15].  Research indicates that broader structural and social
factors including social capital inform oral health choices and impact on poor uptake of preventative oral
health measures [14, 16].  Having a healthy diet and access to oral hygiene equipment are in�uenced by
living arrangements and limited budgets within Indigenous communities [17, 18].  Evidence exists of
insu�cient education about oral disease prevention due in part to di�culties accessing oral health
services, with research also indicating that some Indigenous Australians believe having poor oral health
was normal [9, 10, 17].  

Multiple issues effect health service and health prevention activities including: factors associated with
the disease; with the individual and their community; with health services; with the broader environment
and history of the community; and with competing health and social priorities [19-23].  Factors
associated with the disease include the severity of a disease’s impact and its prevalence [22].  Individual
and community factors in�uencing treatment seeking behaviour include the perceived importance of the
disease and access to �nancial resources [22, 24].  Anderson and Davidson (2014) identify multiple
factors in�uencing perceived importance of a disease including social characteristics such as ethnicity or
education; access to enabling resources such as �nance and transport; health beliefs including health
attitudes and knowledge; and, the perceived severity of symptoms of the disease [22].  Health service
factors have also been shown to in�uence the decision to access oral health services within Indigenous
communities. These factors include high costs associated with accessing treatment; lack of familiarity
with the dental care provider; and lack of availability of culturally appropriate services [25-27]  

Factors associated with the broader socio-economic and historical environment include employment
status, income, education, self-e�cacy, health literacy and cultural connection which all have a strong
in�uence on both the patterns of oral disease for Indigenous people in Australia [28-32]; and on the
uptake of oral health services [33-37].   Importantly, historical and ongoing con�ict over landownership
associated with colonisation also play a major role in disparities in oral health outcomes and oral health
service uptake [38-40]. This has been highlighted by The Australian Research Centre for Population Oral
Health which has stated that, ‘Aboriginal and Torres Strait Islander peoples present with third world
problems in a �rst world country as a result of the dispossession of their land, disruption of their culture,
material deprivation and racial discrimination’ [41]. 

Rural and remote Indigenous communities are faced with further challenges due to the limited availability
of oral health services leading to greater distances to travel, and the limited consistency of rural and
remote oral health services due to workforce shortages, staff turnover and already existing heavy
workload which in turn in�uences relationship and partnership building with the community [42, 43]. 
Most dental health preventive services require professionally trained personnel, needing equipment and
regular availability of the service for the re-application of treatment [44].  In disadvantaged and especially
remote communities with limited access to services and staff, this is usually not possible.  Further to this,
rural Indigenous communities face a signi�cant number of other competing health priorities associated
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with major diseases including cardiovascular disease, diabetes, kidney disease, respiratory disease,
cancer and mental illness [45]. 

The purpose of this paper is to explore the perceived importance of oral health within a rural Indigenous
community and the factors in�uencing this perception. This is considered in the context of the barriers to
accessing oral health care and prevention, and the multiple competing priorities faced within rural
Indigenous communities.  This study is one aspect of a larger qualitative study exploring oral health
service needs; the community’s perceptions of the importance of oral health; and, how oral health can be
best improved within a rural Indigenous population. 

Methods
Study design

A phenomenological research design was employed to guide the conduct of the study.  Phenomenology
aims to understand the essence of the lived experiences of persons about a phenomena [46].  In-depth
interviews (IDIs) and focus group discussions (FGDs) were undertaken with the intention to explore the
importance given to oral health by community members and the factors in�uencing the level of
importance given.  These methods have been well documented as appropriate for focusing on topics that
are not well explored and working with populations on topics that require rich contextual understandings
[47].  The following section is described based on the consolidated criteria for reporting qualitative
research (COREQ) [48].   

Setting

This study was conducted in a small, rural Indigenous community in Queensland, Australia.  The
community has a population of approximately 1300 people of which over 95% identify as Aboriginal and
2.5% identifying as both Aboriginal and Torres Strait Islander.    Because of the relocation of Indigenous
people under past government policies the population have connections to many different Australian
Indigenous nations.  Just under a quarter of the community earn an income other than government
bene�t and around 15% of residents have completed year 12 or equivalent  [49].

Within the community, the local Aboriginal Controlled Community Health Service provides oral health
services intermittently throughout the year and there is a visiting state government funded school dental
van providing oral health services to children.  The closest private dental services are located
approximately 8km from the community and the closest public dental services are located approximately
50 kilometres from the community.

Research team

This study was undertaken by a research team including Indigenous and non-Indigenous persons in
partnership with the local community’s Health Action Group. The Health Action Group includes
representatives from the diverse agencies in the community including health, education and welfare
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agencies.  The Indigenous research team members were also members of the local community with
extensive experience in health service provision.  Their participation supported all stages of research
development, implementation and reporting.  This included a key role in raising awareness of the project
to facilitate participant recruitment and in assisting with recruitment of a local research assistant.

Study participants and recruitment

Following advice from the local Health Action Group and key informants within the local community, a
convenience sample was recruited from established groups.  Differing community groups were
strategically included to capture the diversity and breadth of oral health experience within the
community.  These groups included participants accessing chronic disease services, attending hospital
outpatient’s services, maternal health services and other community groups.  A local Indigenous research
assistant from the community was employed to assist with managing recruitment and supporting the
conduct of individual in-depth interviews and focus group discussions. 

Many potential participant initially heard about the study though advertising via their respective
community groups.  Interested participants contacted the local research assistant who provided them
with additional verbal and written information face to face.  To allow for the possibility that participants
may not be comfortable talking openly in a group about the topic, interested participants were provided
with the choice of participating in focus groups or individual discussions.  Informed consent was
completed at the time of research discussion.  This process was guided by the facilitator who was a
member of the research team with assistance from Indigenous team members and the research
assistant.

Data Collection

Where possible, focus groups were organised to achieve relative homogeneity regarding age, engagement
with speci�c health service, gender or role within community.  This was to further facilitate participant
comfort in the group environment and maximise topic understanding [50].  Data collection through these
two types of qualitative methods was completed from January – April 2017.  The discussion facilitator
was a member of the research team and had an established relationship with the community at the time
due to her role as a dental therapist within the community.  The participants were recruited from groups
unrelated to her professional role.  The facilitator was supervised and trained by two other members of
the research team who were both experienced qualitative researchers.  This included recording practice
interviews and reviewing as a team to discuss areas for improvement to ensure effectiveness of
technique.   Focus groups were held at community venues where participants were already attending
including facility meeting rooms.  Individual interviews were held at local venues suggested by
participants and included community meeting rooms.  Only the participants and the researchers were
present during the discussions.  Discussions lasted 30 – 45 minutes.

The schedule of research questions to guide both individual interviews and focus groups was developed
in partnership with the local Health Action Group. The development of questions was based on a review
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of the literature, discussions within the research team and with the Health Action Group and, informal
discussions with local community members to ensure cultural appropriateness and clarity of questions. 
For this component of the research project, questions centred around two foci, the perceived importance
of oral health and the factors in�uencing the importance given to oral health (Appendix 1).  The questions
were piloted by the facilitator with team members from the local community. 

Discussions were facilitated to allow for a relaxed conversational process that aimed to build a
relationship with the participants.  Participants were encouraged to share their personal perceptions and
stories in order to co-develop knowledge and share experiences simulating a yarning or storytelling
experience in the context of Australian Aboriginal and Torres Strait Islander people [51, 52].  The interview
questions schedule was re�ned during the study to allow for re�exivity of the research process [53].  Field
notes were completed after each research activity by the researchers present and throughout the entire
research process to assist with recording investigator observations and re�ections. 

Data Analysis

All in-depth interviews and focus groups were transcribed verbatim. Thematic analysis applying Braun
and Clark’s six step process was performed which included familiarisation with the data; succinct coding
of the data; searching for themes; reviewing of themes; de�ning and naming of themes; and writing up
�ndings [54].  Data analysis initially involved two of the research team members familiarising themselves
with the data by reading the transcriptions independently to gain an understanding of participants’
perceptions and experiences.  Using inductive reasoning emerging codes were identi�ed. The two
researchers then compared their proposed codes, discussed similarities and differences, and checked
against original transcripts for validation until consensus was reached on emerging themes.  The
proposed themes were then reviewed and con�rmed by a member of the research team who was also a
community member to support accuracy of interpretation and to further explore interpretation where
necessary.  Organisation of the data was completed with assistance of NVivo© 12 (Windows) QRS and
written up as �ndings. Feedback on the draft �ndings was sought from the local Health Action Group and
adjustments made as indicated.  Analysis and description within each theme were continued until
description was exhausted.

Research Ethics

This research was conducted within the guidelines for Ethical Research in Australian Indigenous Studies
[55] and was granted ethics approval from the Darling Downs Health Human Research Ethics Committee
(Protocol HREC/16/QTDD/42). The study was instigated following an expressed interest by the
community through the Health Action Group.  The research team included members of the local rural
Indigenous community.  These members and the local Health Action Group were integral to providing
advice in relation to the study including: study design; development of the data collection instruments;
promotion of the study in the community; assistance with cultural support of participants if needed and
responding to any concerns if they arose; and reporting to the community.  Prior to conducting any
session, the project and implications of involvement were reviewed with potential participants.  Written
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informed consent was obtained from all participants. All data were de-identi�ed, and the reporting of the
�ndings was submitted to the local Health Action Group for discussion. 

Results
Three focus groups and twelve in-depth interviews were completed with twenty-seven community
members.  There was a total of 10 male and 17 female participants.  Four participants were aged
between 18 and 39 years, while the remaining 23 were aged over 40 years.     

Nearly all of the respondents gave a high level of importance to oral health. 

Yes, it is, very important… because it’s like a part of you.  IDI 3 Female Participant 

Four key themes were identi�ed as  in�uencing the importance given to oral health.  These included: the
severity of symptoms of oral disease, in particular pain; the demand on resources to respond to oral
disease such as �nancial resources; the severity of the social impact of oral disease such as the
damaging effect on personal appearance; and individual’s health beliefs and oral health awareness. 

Severity of Symptoms

Participants gave a high importance to oral health principally because of the pain associated with
untreated oral disease. These perceptions stemmed from participants’ personal experience of oral
disease or their observations of the impact oral disease had on their family or other community members.
We suggest it would be di�cult to overestimate the experience of the pain of untreated oral disease
within the community as one participant described:  

You know, it’s a pain you can’t handle … tooth ache… Everybody knows how it is powerful.  You lay in bed
and you’re in frigging agony in your mouth. …  That’s what it is, hey…Yeah, it was a pain I’ll never ever
forget.  FGD 2 Male Participant 

The severity of the ongoing pain of untreated oral disease led some participants drinking alcohol to
reduce the pain of pulling out their own teeth with pliers. 

…that night, you know my tooth was aching, yeah, so what I do yeah, I just get drunk and just pull it out…
then I just get the pliers and just yanked on it … that’s three times I did that.  FGD 2 Male Participant 

Participants were very aware of the suffering of other family and community members, with oral disease
described as occurring frequently and often ongoing. 

It’s something that I see the kids suffering with, and I know that there’s nowhere for them to go.  … I
actually had boys sitting on the carpet about a week and a half ago comparing abscesses and gum
boils.  “I have a lump here.”  “Oh, well look at mine.”  …  It’s not nice to see the kids dealing with that sort of
stuff. 
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IDI 2 Female Participant 

…with the amount of holes in teeth that the kids are showing me now, and the number of abscesses and
stuff, I can de�nitely see at some point these kids are going to be missing out on school because of their
pain and their dental issues. 

IDI 3 Female Participant

Demand on Resources to Respond to Oral Disease

Responding to oral disease places demands on individual family and community resources including
�nancial resources, social support and networks, transportation and the time needed to access services. 
The widespread experience of �nancial burden associated with oral disease was a principal in�uence on
the high importance given to oral health.  

            Yeah (having good teeth) is very important because when I had to pay for dental things, it cost
almost 1,000 bucks… It is very expensive.  FGD 2 Male Participant 

Responding to oral disease was also recognised as placing a burden on the whole family. As one
participant explained this burden includes relying on others for transport to and from an oral health
service and taking up their time which can lead to lost work hours.

 

If they're not mobile then how the hell are they going to get here? So they're just relying on family and
stuff. Then family have to stay there with them, which is a concern because they're doing their own thing. 
IDI 7 Female Participant 

Social Impact

The importance of oral health was also linked to social impact most notably the bene�ts to appearance
and self-esteem of a healthy mouth.            

            …  It makes you look good.  IDI 3 Female Participant 

Oral disease was perceived to have a severe negative impact on appearance through the presence of
severely stained, broken or missing teeth.   

…everybody cares about how they look. Like even old people do. Yeah. It is important to them and it's
de�nitely for comfort because you've got to eat every day. You want your teeth to eat every day. It's about
how you see yourself. It's okay if people - how they see you, it's all right and you can take that how you
take it. But it's important from how you see yourself and how [you like yourself]. Anything that improves
especially eating and how you look. It's an everyday thing so - it has a big impact on you really -to having
a better life and a better outlook on life. IDI 10 Male Participant 
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One participant noted the importance of good oral health to her con�dence. 

Yeah, that actually boosts my con�dence a lot.  Because I never used to smile because I had like a hole in
my teeth, but ever since it’s �xed, I can smile freely.  IDI 1 Male Participant 

Oral health was also given high importance because of its importance for eating and nutrition. 

Well, yeah very important just to eat.

Well you need your teeth to chew you know … FGD 2 Male Participant 

Participants also highlighted the important role of oral health care with one participant re�ecting on
recent care:  

Feels great, it’s like a second chance IDI 1 Male Participant.  

One participant gave high importance to oral health due to her perception of the severely negative impact
oral disease has on those with chronic disease in the community.  

It means a lot because we have a lot of people here in this community that have ongoing issues with
diabetes and heart problems. FGD 3 Female Participant 

Health Beliefs and Oral Health awareness

Health beliefs are attitudes, values and knowledge people have about health and health services that can
in�uence their subsequent perception of the importance of a particular disease.  Knowledge about oral
disease and its impact and, prevention and treatment options were observed by participants as
in�uencing the importance given to oral health.  Several participants believed that a limited number in the
community did not prioritise oral health as much as they should which they associated with a lack of
awareness.  

I don’t think they have a priority for oral health. …. I think that’s entrenched. It’s where we’ve got to go with
education and just improve that whole understanding.  I mean I’ve done some women’s health days where
I’ve spoken, and these are all over the place, and it’s astounding how many people don’t realise the
potential for the chronic disease impact with dental health, and stuff.  FGD 1 Female Participant 

For the older participants, re�ection on their increased awareness of oral health and oral disease
prevention strategies highlighted for them both the importance of oral health and missed opportunities to
protect their own oral health. 

Oral health is important to me now, now that I know what I know. …. if you look after your teeth, you’ve got
them for the rest of your life.

 IDI 5 Female Participant 
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I only wish I knew then what I know now about it.  That’s why, right at the beginning, that’s what we
needed to know.  Otherwise we’d have looked after our teeth; ate the right food and that…  So, oral health
is important to me now, now that I know what I know.  IDI 7 Female Participant

For some older participants, new knowledge seemed to not in�uence their individual behaviour with many
reporting they had bad teeth and yet not prioritising oral health for themselves.  However, they were
concerned about the next generation and wanted to impress in them behaviours that would lead to better
outcomes. 

My teeth are rotten, but it is (still) important. For my kids I think I push it more on them because mine are
like (this) - I'm old and [it’s going to be] too late.  

IDI 8 Female Participant 

Despite the high importance given to oral health participants also noted that oral health is just one of
many competing health and social issues within the community. This is clearly highlighted in a
participant’s re�ection about how the importance of oral health had changed for her over time. 

You only realise these things when you grow older.  Because to me at the time, it wasn’t important when I
was having all my children.  It wasn’t important.  Like I said, the only important thing was putting food on
the table…  Keeping them fed, and clothed, and clean.  IDI 7 Female Participant

Discussion
This research explored the perceived importance of oral health within a rural Indigenous community and
the factors in�uencing this perception.  The study found that most community members give a very high
importance to oral health.  This high importance given to oral health is consistent with previous studies
that show Indigenous communities are concerned about oral health [17].  The key factors leading to the
high importance given to oral health are: the widespread experience of the severe pain of untreated oral
disease; and the high cost and prevailing di�culty - and at times inability - to access oral health care. 
Additional factors include the experience of the positive bene�ts of good oral health on daily living
including improved appearance, self-esteem and eating.  Participants also noted that the importance
given to oral health within the community varied both with the knowledge of the impact of oral health and
oral disease and, with the occurrence of multiple competing health concerns and family responsibilities. 

Pain was highlighted as a factor in in�uencing importance and stemmed from experience of episodes of
severe tooth or mouth pain and discomfort.  This �nding is re�ected in the literature with Indigenous
people more likely to have visited an oral health service due to relief of pain [27, 56].   Concerns about oral
disease and impact on personal presentation was also a factor in�uencing increased importance, a
�nding similar to a previous study [27].  These �ndings rea�rms that the mouth should not be viewed
separately from the rest of the body because oral health affects general health through considerable pain
and suffering and impacting on quality of life and well-being.  However this study also showed that
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although pain and the social impacts of oral disease in�uenced perceived importance, it did not always
instigate treatment seeking at a health facility. 

Nearly all participants had either experienced the negative impact of oral disease or knew of family or
community members who had faced the impact of untreated oral disease.  However, the literature also
reports that Indigenous people are less likely than the general population to have visited an oral health
service in the past year [27, 56].  This is a major concern as healthy preventive behaviours for oral disease
include the regular attendance of oral health services including regular attendance for check-ups rather
than dental problem.  Such visiting patterns provide the opportunity for early diagnosis, prompt treatment
of dental disease and provision of preventive services.  This research highlights that the under-utilisation
of oral health services is associated not with any limited importance given to oral health within the
community, but rather with the major barriers faced in accessing oral health services and engaging in oral
care prevention activities; and, the number and severity of competing health and social concerns within
the community.  In fact, some of the barriers such as cost and access, actually increased perceived
priority for oral health.  The study results con�rm the importance of establishing affordable, culturally
appropriate, community-based oral health care services and oral health promotion to improve the oral
health of rural Indigenous communities.  

Older participants in this study reported improvements in knowledge of oral health care and prevention
over time which resulted in more awareness of missed opportunities.  However there was also evidence
that these participants considered it was too late to do anything to improve their oral health.  A previous
study has reported that Indigenous people perceive dental problems as inevitable including a perception
that most children will get problems with their teeth that will likely lead to extraction [17].  The suffering of
children was also of great concern in the present study, with participants however indicating a sense of
inevitability about oral disease in children.  The perceived lack of interest observed of some of the other
members of the community in our study may be re�ective of this belief of inevitability and should be
considered in oral health promotion and care.  There is a need for further research of beliefs regarding the
inevitability of oral disease and its impact on accessing oral health services. 

Despite the high importance given to oral health the literature also reports that Indigenous people are less
likely than the general population to have visited an oral health service in the past year and then often
only for the relief of pain [27, 56]. This is a major concern as healthy preventive behaviours for oral
disease include the regular attendance of oral health services including regular attendance for check-ups
rather than dental problem.  Such visiting patterns provide the opportunity for early diagnosis, prompt
treatment of dental disease and provision of preventive services.  The results con�rm the importance of
establishing affordable, culturally appropriate, community-based oral health care services and oral health
promotion and transport systems which allow access to these health services in order to improve the oral
health of rural Indigenous communities.  

Limitations
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Representation of participants may be biased to those who have self-selected as they are concerned
about oral health.  Participants also tended to be older adults and so it is noted that most participants
had experienced complications of oral disease. Di�culties are therefore noted in interpreting these
�ndings and their application to youth and younger adults.  The discussion facilitator was a known
dental health therapist in the community.  Participants may have been more inclined to express their
concerns due to the facilitators known role.  However, the community rapport already established with the
facilitator was also seen as an important component to engaging in rich discussions about the topic. 

Conclusion
The study highlights the high priority given to oral health within a rural Indigenous community.   The high
priority is primarily attributed to the widespread experience of the severe pain of untreated disease and
the cost and di�culty of gaining treatment for oral disease.   Indigenous communities have both a high
burden of oral disease and reduced uptake of oral health services and engagement in preventative
strategies.  This study has found that a limited uptake of oral health services in this community is not
due to a lack of importance given to oral health but rather to barriers faced in accessing oral health care.
This �nding suggests that public health services will need to consult with individual rural Indigenous
communities to identify local barriers to accessing oral health services and how these can be best
ameliorated.   The study contributes to the body of research that recognises that the priority given to a
disease within communities may be in�uenced by factors other than simply the pathology of the
disease.  It also highlights that there is a need to understand the importance given to a disease within a
community and the factors in�uencing this in order to better serve the needs of local communities.   

Declarations
Ethics approval and consent to participate

Ethics approval was granted by the Darling Downs Hospital and Health Service Human Research Ethics
Committee (Protocol HREC/16/QTDD/42).  The authors worked in partnership with the local Health
Action Group to design and implement the study.  Prior to conducting any session, all participants were
given a verbal introduction to the project and implications for involvement discussed in collaboration with
a local research assistant.  An information sheet was provided to all potential participants and signed
written informed consent was obtained from all those who decided to participate. All data were de-
identi�ed for data storage and reporting.  The reporting of the �ndings was submitted to the local Health
Action Group for discussion. 

Consent for publication

Consent for publication was given by the local Health Action Group. 

Availability of data and materials



Page 13/17

The data generated during the current study are not publicly available due to the potential for individual
privacy being compromised but are available from the corresponding author on reasonable request. 

Competing interests

The authors declare that they have no competing interests 

Funding

This research was funded through the Department of Health – Health Practitioner Research Scheme
2016/2017 funding round.  The funding body had no role in study design, data collection and analysis or
writing of the manuscript. 

Authors' contributions

AT, DW, TT, TF and BF participated in developing research design of this study. TT completed the
qualitative �eldwork with support from TF and BF. AT and DW led the analysis, development and drafting
of the manuscript with feedback from TT, TF and BF. All authors have read and approved the �nal
manuscript for submission. 

Acknowledgements

The authors wish to thank the participating community, especially the participants who volunteered their
time to provide valuable information regarding their personal experience of oral health and oral disease.
The research would not have been possible without their generous contribution.  Appreciation is also
given to the local Health Action Group and the Elders for their active involvement in the project decision
making, consideration of �ndings, and commentary on the draft report.  We would also like to thank the
local Health Service for their advocacy on behalf of the community and the local Aboriginal Shire Council
for their support in recognising and promoting the need for this project. Thanks, is also given to the South
Burnett and Kingaroy dental services who facilitated the project to be undertaken and support the need
for a culturally appropriate oral health service to be developed.  We acknowledge the Traditional Owners
of the community (Wakka Wakka), and pay our respects to the Elders: past, present, and emerging.

References
1. Williams, S., et al., Review of Indigenous oral health. Retrieved Australian Indigenous HealthInfoNet,

2011.

2. Hopcraft, M. and W. Chow, Dental caries experience in Aboriginal and Torres Strait Islanders in the
Northern Peninsula Area, Queensland. Australian Dental Journal, 2007. 52(4): p. 300-304.

3. Endean, C., K. Roberts-Thomson, and S. Wooley, Anangu oral health: The status of the Indigenous
population of the Anangu Pitjantjatjara lands. Australian Journal of Rural Health, 2004. 12(3): p. 99-
103.



Page 14/17

4. Schuch, H.S., et al., The magnitude of Indigenous and non-Indigenous oral health inequalities in
Brazil, New Zealand and Australia. Community Dent Oral Epidemiol, 2017. 45(5): p. 434-441.

5. Skamagas, M., T. Breen, and D. LeRoith, Update on diabetes mellitus: prevention, treatment, and
association with oral diseases. Oral Diseases, 2008. 14(2): p. 105-114.

�. Humphrey, L.L., et al., Periodontal Disease and Coronary Heart Disease Incidence: A Systematic
Review and Meta-analysis. Journal of General Internal Medicine, 2008. 23(12): p. 2079.

7. Markwick, A., et al., Inequalities in the social determinants of health of Aboriginal and Torres Strait
Islander People: a cross-sectional population-based study in the Australian state of Victoria.
International Journal for Equity in Health, 2014. 13(1): p. 91.

�. Al-Yaman, F., The Australian Burden of Disease Study: impact and causes of illness and death in
Aboriginal and Torres Strait Islander people, 2011. Public Health Research & Practice.

9. Roberts-Thomson KF, Spencer AJ, and J. LM, Oral health of Aboriginal and Torres Strait Islander
Australians. Medical Journal of Australia, 2008. 188(10): p. 592-593.

10. Mejia, G.C., E.J. Parker, and L.M. Jamieson, An introduction to oral health inequalities among
Indigenous and non-Indigenous populations. International Dental Journal, 2010. 60(3S2): p. 212-215.

11. Smithers, L.G., et al., Diet and anthropometry at 2 years of age following an oral health promotion
programme for Australian Aboriginal children and their carers: a randomised controlled trial. British
Journal of Nutrition, 2017. 118(12): p. 1061-1069.

12. Jamieson, L.M., K. Roberts-Thomson, and S. Sayers, Dental caries risk indicators among Australian
Aboriginal young adults. Community Dentistry and Oral Epidemiology, 2010. 38(3): p. 213-221.

13. Jamieson, L.M., et al., Dental self-care and dietary characteristics of remote-living Indigenous
children. Rural Remote Health, 2006. 6(2): p. 503.

14. Roberts-Thomson, K.F., et al., A comprehensive approach to health promotion for the reduction of
dental caries in remote Indigenous Australian children: A clustered randomised controlled trial.
International Dental Journal, 2010. 60(3S2): p. 245-249.

15. Roberts-Thomson, K.F., et al., Prevalence, extent and severity of severe periodontal destruction in an
urban Aboriginal and Torres Strait Islander population. Aust Dent J, 2014. 59(1): p. 43-7.

1�. Rouxel, P.L., et al., Social capital: theory, evidence, and implications for oral health. Community
Dentistry and Oral Epidemiology, 2015. 43(2): p. 97-105.

17. Irving, M., et al., Client perspectives on an Aboriginal community led oral health service in rural
Australia. Aust J Rural Health, 2017. 25(3): p. 163-168.

1�. Durey, A., et al., Aboriginal Health Worker perceptions of oral health: a qualitative study in Perth,
Western Australia. Int J Equity Health, 2016. 15: p. 4.

19. Baker, S.R., Applying Andersen’s behavioural model to oral health: what are the contextual factors
shaping perceived oral health outcomes? Community Dentistry and Oral Epidemiology, 2009. 37(6):
p. 485-494.



Page 15/17

20. Cohen, L.A., et al., Behavioral and Socioeconomic Correlates of Dental Problem Experience and
Patterns of Health Care-Seeking. The Journal of the American Dental Association, 2011. 142(2): p.
137-149.

21. Marshman, Z., et al., What in�uences the use of dental services by adults in the UK? Community
Dentistry and Oral Epidemiology, 2012. 40(4): p. 306-314.

22. Andersen, R.M., Davidson, P.L., & Baumeister, S.E. , Improving Access to Care in America: Individual
and Contextual Indicators., in Changing the U.S. health care system: Key issues in health services
policy and management, G.E. Kominski Editor. 2014, Wiley: San Francisco, CA, . p. 33 - 69.

23. Harris, R.V., A. Pennington, and M. Whitehead, Preventive dental visiting: a critical interpretive
synthesis of theory explaining how inequalities arise. Community Dentistry and Oral Epidemiology,
2017. 45(2): p. 120-134.

24. Champion, V., Skinner, C.S., The Health Belief Model, in Health behavior and health education, K.
Glanz, Rimer, B., & Viswanath, K. , Editor. 2008, Jossey-Bass: California. p. 45 - 65.

25. Dyson, K., E. Kruger, and M. Tennant, A decade of experience evolving visiting dental services in
partnership with rural remote Aboriginal communities. Australian Dental Journal, 2014. 59(2): p. 187-
192.

2�. Durey, A., D. Bessarab, and L. Slack-Smith, The mouth as a site of structural inequalities; the
experience of Aboriginal Australians. Community Dent Health, 2016. 33(2): p. 161-3.

27. Jones, K., et al., Factors Relating to Access to Dental Care for Indigenous South Australians. J Health
Care Poor Underserved, 2016. 27(1a): p. 148-160.

2�. Smith, K., et al., Oral health in rural and remote Western Australian Indigenous communities: A two-
year retrospective analysis of 999 people. International Dental Journal, 2007. 57(2): p. 93-99.

29. Amarasena, N., et al., Psychological distress and self-rated oral health among a convenience sample
of Indigenous Australians. J Public Health Dent, 2015. 75(2): p. 126-33.

30. Ha, D.H., et al., Social inequality in dental caries and changes over time among Indigenous and non-
Indigenous Australian children. Aust N Z J Public Health, 2016. 40(6): p. 542-547.

31. Jamieson, L.M., et al., Associations between area-level disadvantage and DMFT among a birth
cohort of Indigenous Australians. Aust Dent J, 2013. 58(1): p. 75-81.

32. Jamieson, L.M., et al., Oral health and social and emotional well-being in a birth cohort of Aboriginal
Australian young adults. BMC Public Health, 2011. 11(1): p. 656.

33. Martin-Iverson, N., et al., Indigenous Australian dental health: A brief review of caries experience.
Australian Dental Journal, 2000. 45(1): p. 17-20.

34. Jones, K., E.J. Parker, and L.M. Jamieson, Access, literacy and behavioural correlates of poor self-
rated oral health amongst an indigenous south Australian population. Community Dent Health, 2014.
31(3): p. 167-71.

35. Parker, E.J. and L.M. Jamieson, Associations between indigenous Australian oral health literacy and
self-reported oral health outcomes. BMC Oral Health, 2010. 10: p. 3.



Page 16/17

3�. Parker, E.J., et al., Oral Health Impact among Rural-dwelling Indigenous Adults in South Australia. J
Health Care Poor Underserved, 2016. 27(1 Suppl): p. 207-19.

37. Amarasena, N., et al., Factors Associated with Routine Dental Attendance among Aboriginal
Australians. J Health Care Poor Underserved, 2016. 27(1 Suppl): p. 67-80.

3�. Steffens, M., L. Jamieson, and K. Kapellas, Historical Factors, Discrimination and Oral Health among
Aboriginal Australians. Journal of Health Care for the Poor and Underserved, 2016. 27(1a): p. 30-45.

39. Ben, J., et al., Experience of racism and tooth brushing among pregnant Aboriginal Australians:
exploring psychosocial mediators. Community Dent Health, 2014. 31(3): p. 145-52.

40. Ben, J., et al., Self-reported racism and experience of toothache among pregnant Aboriginal
Australians: the role of perceived stress, sense of control, and social support. J Public Health Dent,
2014. 74(4): p. 301-9.

41. Australian Research Centre for Population Oral Health, Data Watch: Oral Health of Aboriginal
Australians. Australian Dental Journal, 2004. 49(3): p. 151-153.

42. Kruger, E., A. Jacobs, and M. Tennant, Sustaining oral health services in remote and Indigenous
communities: a review of 10 years experience in Western Australia. International Dental Journal,
2010. 60(2): p. 129-134.

43. Tsai, C., A. Blinkhorn, and M. Irving, Oral Health Programmes in Indigenous Communities Worldwide—
Lessons learned from the �eld: A qualitative systematic review. Community Dentistry and Oral
Epidemiology, 2017. 45(5): p. 389-397.

44. Marinho, V.C., et al., Fluoride varnishes for preventing dental caries in children and adolescents.
Cochrane Database Syst Rev, 2013(7): p. Cd002279.

45. Australian Institute of Health and Welfare, Australian Burden of Disease Study: Impact and causes of
illness and death in Aboriginal and Torres Strait Islander people 2011, AIHW, Editor. 2016, AIHW:
Canberra.

4�. Liamputtong, P., and Serry, T., Making Sense of Qualitative Data, in Research Methods in Health:
Foundations for Evidenced Based Practice, P. Liamputtong, Editor. 2016, Oxford University Press:
South Melbourne, Victoria. p. 421 - 436.

47. Khan, M. and L. Manderson, Focus groups in tropical diseases research. Health Policy and Planning,
1992. 7(1): p. 56-66.

4�. Tong, A., P. Sainsbury, and J. Craig, Consolidated criteria for reporting qualitative research (COREQ): a
32-item checklist for interviews and focus groups. International Journal for Quality in Health Care,
2007. 19(6): p. 349-357.

49. ABS, Data by Region: South Burnett Queensland. 2018, Australian Bureau of Statsitics: Canberra.

50. Kamberelis, G., and Dimitriadis, G., Strategic articulations of pedagogy, politics and inquiry, in The
Sage Handbook of Qualitative Research, N.K. Denzin, & Lincolm, Y.S., Editor., Sage: Thousand Oaks,
Calafornia. p. 887-908.



Page 17/17

51. Bessarab, D. and B. Ng’andu, Yarning about yarning as a legitimate method of Indigenous research.
International Journal of Critical Indigenous Studies, 2010. 3(1): p. 37-50.

52. Geia, L.K., B. Hayes, and K. Usher, Yarning/Aboriginal storytelling: towards an understanding of an
Indigenous perspective and its implications for research practice. Contemporary Nurse, 2013. 46(1):
p. 13 - 17.

53. Attia, M. and J. Edge, Be(com)ing a re�exive researcher: a developmental approach to research
methodology. Open Review of Educational Research, 2017. 4(1): p. 33-45.

54. Braun, V. and V. Clarke, Using thematic analysis in psychology. Qualitative Research in Psychology,
2006. 3(2): p. 77-101.

55. AIATSIS, Guidelines for Ethical Research in Australian Indigenous Studies. 2012, Canberra: Australian
Institute of Aboriginal and Torres Strait Islander Studies.

5�. Arrow, P., Service Use and Perceived Need among an Aboriginal Population in Western Australia. J
Health Care Poor Underserved, 2016. 27(1 Suppl): p. 90-100.

Supplementary Files

This is a list of supplementary �les associated with this preprint. Click to download.

Appendix1InterviewGuide.docx

AdditionalFileCOREQCheckList.docx

https://assets.researchsquare.com/files/rs-10255/v2/Appendix%201_Interview%20Guide.docx
https://assets.researchsquare.com/files/rs-10255/v2/Additional%20File_COREQ%20Check%20List.docx

