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ABSTRACT
Objectives: The engagement and retention of Indigenous participants are critical factors in the success of oral health research, 
particularly in longitudinal studies. However, participant experiences and perceptions of Indigenous research involvement re-
main underexplored. The objective of this qualitative study was to explore Indigenous participants' experiences of culturally safe 
oral health research.
Methods: The longitudinal intervention study involved Indigenous adults who received culturally safe dental care. The in-
tervention included home-based dental checks, flexible appointment scheduling, regular follow-up and financial support for 
dental treatment at a local dental clinic. Following dental treatment, semi-structured interviews were conducted using a yarning-
based approach to document participants' experiences of both the intervention and the study processes. Interviews were audio-
recorded, transcribed and analysed thematically.
Results: Four themes were developed from 136 participants' experiences of culturally safe dental research: (1) research and 
clinical team characteristics including positive interactions with team members and personalised care; (2) participation in a 
research intervention that breaks down barriers to dental care including home visits, flexible scheduling and financial support; 
(3) research participation as a means of supporting personal and community health; and (4) a community-driven recruitment 
strategy that improved trust and retention.
Conclusions: Culturally safe, community-driven dental research centred on Indigenous representation, personalised care and 
home-based dental service delivery can effectively reduce barriers to dental care and improve engagement and retention among 
Indigenous participants in oral health research.

1   |   Introduction

Oral health is an important aspect of overall wellbeing for 
Aboriginal and Torres Strait Islander (hereafter referred to as 
Indigenous) communities; however, Indigenous Australians 
experience considerably worse oral health outcomes than 

non-Indigenous Australians, with higher rates of untreated den-
tal caries, periodontal disease and tooth loss [1, 2]. This may re-
sult in poor nutrition, impaired speech, missed work and poor 
quality of life [3, 4]. These inequalities are not just clinical issues; 
they highlight the effects of colonisation, social disadvantage, 
racism and the ongoing absence of culturally safe healthcare 
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and health promotion [5–7]. Dental attendance patterns among 
Australians differ, with Indigenous Australians more likely to 
present to a dentist with pain or emergency conditions rather 
than for preventive care [8]. For communities in rural and re-
mote regions, there is limited clinical infrastructure, workforce 
shortages and long travel distances to dental services [9]. The 
Australian National Oral Health Plan 2015–2024 recognises 
Indigenous Peoples as a priority group and highlights the need 
for culturally appropriate dental care and improving access to 
oral health services [10].

Recently, there has been growing demand from both national 
and international stakeholders for culturally safe dental 
research, necessitating shifts in research paradigms, poli-
cies and practices [11, 12]. Culturally safe care is defined by 
Indigenous Peoples themselves, focusing on environments and 
practices that respect identity, uphold traditional knowledge 
and actively dismantle racism [13]. Key elements include gen-
uine partnerships with Indigenous communities, Indigenous 
leadership at all stages of research, recognition of historical 
and social context, use of Indigenous methodologies (such as 
yarning [Yarning is an Aboriginal and Torres Strait Islander 
cultural practice of informal, conversational storytelling used 
to build trust, share knowledge and engage in respectful dia-
logue]) [14] and trauma-informed, strengths-based approaches 
to care and data collection [11, 15]. The AIATSIS Code of 
Ethics and similar national frameworks (e.g., Australian 
Health Practitioner Regulation Agency, Australian Dental 
Council) set explicit standards for culturally safe research, 
emphasising Indigenous self-determination, leadership, cul-
turally competent staff, mutual respect, open collaboration, 
responsive informed consent and ongoing Indigenous gov-
ernance and benefit [16–18]. Hedges et  al. [19] outlined five 
explicit pathways for decolonising Indigenous oral health re-
search: (1) embedding positionality statements in all research; 
(2) honouring reciprocal relationships through traditional 
knowledges and community models; (3) developing culturally 
secure, strengths-based data capture tools; (4) constructing 
frameworks that address the intersection of multiple axes of 
oppression; and (5) implementing decolonising knowledge 
translation techniques. While the decolonisation of research 
is a long-term and ongoing process shaped by broader insti-
tutional structures, dental researchers have an ethical ob-
ligation to actively champion decolonising initiatives that 
promote equity, self-determination and justice in oral health 
research and care.

Despite acknowledging these challenges, the development of 
policy frameworks that emphasise cultural safety remains lim-
ited, and there is still limited empirical evidence on what consti-
tutes effective, culturally safe dental research and care [17, 18]. 
Understanding Indigenous perspectives on research partici-
pation and culturally safe dental care is crucial for developing 
effective service delivery models and research approaches that 
can address oral health inequities [11, 15, 20, 21]. The literature 
provides limited qualitative evidence on how Indigenous par-
ticipants perceive culturally safe dental care within research-
integrated models. Hence, this study addresses the following 
research question: What are the experiences and perceptions of 
Indigenous Australian adults who participated in a culturally 
safe dental research study?

2   |   Methods

The qualitative findings reported are part of a longitudinal 
quasi-interventional study and registered with the Australian 
New Zealand Clinical Trials Registry (registration number: 
ACTRN12626000046303) [13]. The study involved oral epide-
miological examinations at baseline and at the 12-month fol-
low-up (after receiving dental care). The qualitative interviews 
were conducted at the 12-month follow-up period from January 
2024 to March 2025. This study received ethics approval from 
the Aboriginal Health Council of South Australia's Human 
Research Ethics Committee (04-22-990) and the University of 
Adelaide Human Research Ethics Committee. The research fol-
lowed the CONSIDER statement for Indigenous health report-
ing guidelines (see Data S1) [22].

2.1   |   Positionality Statement

The research team comprised six Indigenous and seven non-
Indigenous researchers. Overall, the team was led by a Senior 
Aboriginal Research Officer and Director of the Indigenous 
Oral Health Unit with over 15 years of experience working in 
Indigenous oral health research (JH). Additionally, study gov-
ernance was provided by an Indigenous Oral Health Unit 
Reference Group, which covered all aspects of the project. 
The team engaged in regular reflection sessions led by JH and 
Indigenous researchers on positionality and how our assump-
tions impact the research overall, further ensuring that cultural 
safety was centred across all project dimensions.

2.2   |   Culturally Safe Research Framework

This study was guided by a generative co-design approach 
adapted for oral health, bringing together Indigenous partici-
pants, Elders and community leaders, Aboriginal Community 
Controlled Health Organisations (ACCHOs), dental practi-
tioners, researchers and service partners to iteratively design and 
refine culturally safe dental care and research processes [23]. The 
approach centred on shared problem definition, rapid feedback 
cycles and joint decision-making to ensure that study priorities, 
procedures and outcomes reflected community-defined needs. 
The study adhered to national Indigenous research values (spirit 
and integrity, cultural continuity, equity, reciprocity, respect and 
responsibility) and emphasised relational accountability, benefit 
sharing and long-term commitments [18]. Knowledge transla-
tion was planned from the outset, and findings were returned 
through yarning groups, community reports, newsletters and 
co-presentations. Across all phases, the framework operation-
alised cultural safety using Indigenous methodologies to co-
create actionable, locally owned solutions that improve trust, 
satisfaction, empowerment, self-determination and retention in 
oral health research and care [24].

2.3   |   Study Participants and Recruitment

Inclusion criteria for participation of adults were: (i) aged 
18 years and older; (ii) identified as Aboriginal or Torres Strait 
Islander; and (iii) resided in South Australia. Study information 
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was shared with local ACCHOs, Indigenous and non-Indigenous 
community organisations and social media. In addition to con-
venience sampling, snowball sampling was employed, whereby 
existing study participants referred eligible friends or family 
to join.

2.4   |   Culturally Safe Research Methodologies

Before conducting the study, all field workers and research-
ers underwent cultural safety training. Introductions by the 
research and clinical team routinely involved sharing cul-
tural background, community affiliations and connections 
to Country. Yarning was used to explain study details during 
interviews and when completing questionnaires. Yarning as a 
research methodology prioritises relationship-building, reci-
procity and culturally safe communication between researchers 
and participants [14]. Researchers ensured the consent process 
respected the need for time and clear, responsive communica-
tion, allowing participants to fully understand the research pur-
poses, methods and potential outcomes. Power imbalances were 
reduced by field staff wearing Indigenous-designed uniforms 
featuring Indigenous artwork, engaging in informal conversa-
tions and being attentive to language needs and preferred com-
munication methods. The study's findings were disseminated 
to participants through an annual newsletter and community 
presentations.

Dental examinations were delivered through personalised 
oral health checks (such as home visits, workplace visits and 
community centre visits), flexible appointment scheduling 
and regular follow-ups. Based on ownership of an Australian 
Government Health Care Card (HCC; concession card), partici-
pants were referred to either a private or a public dental service. 
At a private urban dental clinic, participants could choose either 
an Indigenous or a non-Indigenous dental professional for treat-
ment. The programme provided financial assistance with travel 
to the dental clinic and with preventive and therapeutic dental 
services [25]. Oral health education was tailored to individual 
and family needs, using clear language, storytelling and cul-
turally relevant visual aids (artwork) to illustrate complex oral 
health concepts.

2.5   |   Data Collection

With consent, interviews were audio-recorded and transcribed, 
and any personally identifying information was removed. 
Through open-ended interview questions, the research team 
asked participants about their experiences with the culturally 
safe research programme, with reflections on the positive as-
pects of their involvement, memorable experiences across all 
stages of participation, and whether they shared the details 
about the study with their other family and friends.

2.6   |   Analysis

Template analysis was used to thematically analyse responses 
to specific open-ended interview questions regarding partici-
pant experiences with the research [26, 27]. The six steps of 

analysis involved: (1) authors (S.N., R.A., J.G., A.P.) engag-
ing in data familiarisation by repeatedly reading transcripts; 
(2) preliminary coding of the data relevant to the aims of the 
study, with concept themes identified in advance by the au-
thors (e.g., ‘Reduced stigma and fear’, ‘Relaxed environment’, 
‘Contributions to Indigenous oral health research’); (3) organ-
ising themes into clusters and defining the connection between 
themes including hierarchical ‘child’ themes nested within 
broader ‘parent’ themes; (4) developing the coding template; 
(5) in an iterative process, applying the template to the data 
and modifying the template with themes redefined or removed 
where necessary to enable a rich representation of the data; (6) 
the template was finalised and then applied to the data, with 
themes collaboratively developed through discussion with the 
research team, whereby authors selected extracts and defined 
themes.

3   |   Results

3.1   |   Study Participant Characteristics

A total of 136 Indigenous South Australian adults (n = 80 female, 
n = 56 male), with a mean age of 46.23 years (Table 1), partici-
pated in an interview. Most participants had a tertiary education 
(53%), and about half held an HCC (51%). Participants reported 
poor self-rated oral health (75%) and had not attended a dental 
appointment in over a year (69%). Cost was the most common 
barrier (63%), and 71% of participants were referred to private 
clinics for dental treatment. These characteristics reflect the 
challenges Indigenous Australians experience in accessing rou-
tine dental services and underscore the relevance of the cultur-
ally safe intervention model evaluated in this study.

3.2   |   Thematic Analysis

Four themes were developed and described below (Figure 1): (1) 
research and clinical team characteristics; (2) research interven-
tion characteristics; (3) research participation supports personal 
and community health; and (4) word-of-mouth referrals as a 
community-driven recruitment strategy.

3.2.1   |   Theme 1: Research and Clinical Team 
Characteristics: Recognising Contextual Factors 
and Providing Personalised Care

In this theme, participants described their interactions with 
clinicians (treating dentists) and the research team as positive 
and culturally safe. Participants valued the personalised com-
munication and tailored approach to care delivered by the re-
search team. Many felt that their experiences and beliefs were 
validated by the team, with one participant describing how they 
felt ‘proud’ to receive treatment from an Aboriginal dentist:

One of the best parts was going into dental clinic and 
receiving all your care from Aboriginal dentist…I was 
just like proud and I felt safe straight away. 

(P69)

 16000528, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/cdoe.70066 by E

dith C
ow

an U
niversity, W

iley O
nline L

ibrary on [29/03/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense
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Participants also expressed appreciation for the relaxed home-
based clinical environment:

…the way that the team interacted with us you know, 
it wasn't just like a really clinical approach it was a 
relaxed environment, you know, a bit of banter. So it 
was quite friendly and inviting. 

(P244)

Importantly, some participants felt that the research team rec-
ognised contextual factors such as cultural and social histories 
that may impact oral health and access to dental care for com-
munities. This was seen as further supporting personalised and 
culturally safe care and promoted confidence in caring for oral 
health:

A more personal level of care, more consideration of 
cultural and social context, easier assistance to dental 
care, that usually it's time constraints and usually it's 
fear-related if it's not time constraints, that usually 
impacts how frequently I go to the dentist…Just have 
a bit more insight and confidence in just looking after 
oral and physical health. 

(P339)

Overall, a relaxed, personalised environment, Indigenous rep-
resentation among the research and clinical team and cultur-
ally safe communication (e.g., clear explanations, taking time 
to yarn about participants' oral health, validating experiences) 
supported positive research experiences for participants.

3.2.2   |   Theme 2: Research Intervention Characteristics: 
Breaking Down Barriers

Research intervention characteristics play an important role in 
positive participant experiences. For example, mobile dentistry 
improved participants' anxiety of dentists, the stigma associated 
with attending dental clinics and provided greater accessibility 
for large families:

Having them checked at home, keeping them 
comfortable…I was just saying it's quite a traumatic 
experience, [daughter] gets quite scared. So it's really 
good for them to be able to be at home (P74)

TABLE 1    |    Study participant characteristics.

Level n %

Age (mean SD)* 136 46.23 
(16.13)

Age category

18–34 years 36 26.3

35–54 years 51 38.3

> 55 years 48 35.3

Gender

Female 80 58.9

Male 56 41.0

Indigenous identity

Aboriginal 125 91.8

Aboriginal and Torres Strait 
Islander

4 2.9

Other Indigenous groups 7 5.1

Residence location

City 111 81.6

Regional/remote 25 18.3

Site of dental examination

Clinical/dental clinic 57 42.2

Home visit/community centre 79 57.7

Education

High school or less 64 47.4

Tertiary education 72 52.5

Ownership of healthcare card

No 67 49.2

Yes 69 50.7

Last dental visit

Less than 1 year ago 43 31.3

More than 1 year ago 93 68.6

Reason for last dental visit

Check-up 30 21.6

Problem 106 78.3

Avoided dental visit due to cost

No 50 37.0

Yes 86 62.9

Self-rated oral health

Good 34 25.1

Poor 102 74.8

(Continues)

Level n %

Referral for dental treatment

Public dental service 35 25.7

Private clinic 97 71.3

No treatment required 4 2.9

Abbreviations: LCI, lower confidence interval; UCI, upper confidence interval.
*The mean and standard deviation were calculated for age (continuous variable).

TABLE 1    |    (Continued)
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Continuity of care across the study and regular check-ins with 
participants were key aspects of culturally safe dental research. 
This supported retention at follow-up and ensured participants 
felt that they were not forgotten:

…so I think just communication of the project guys 
was really helpful and constant, so I didn't feel like 
I'd been left to wander the streets as you might, you 
know, put it. 

(P146)

Many participants favoured receiving subsidised dental care as 
part of the study, as one participant stated: ‘Best part…it's free… 
cause dental can be costly’ (P49). Additionally, the inclusion of 
health promotion and education alongside clinical care was an-
other valued aspect of the research:

The best part is being aware of the condition of my 
teeth and how it can affect me in the future when I 
do get old, especially so from the kind of information 
given to me by the expert who looked at my teeth…So 
that makes me feel happy. 

(P380)

This theme relates to the research project's ‘practice model’ 
being well-received by Indigenous participants. The factors that 
worked included home-based dental care, the inclusion of health 
promotion and education alongside clinical care, flexible sched-
uling, family-centred approaches, follow-up and continuity of 
care and financial support for dental treatment and travel.

3.2.3   |   Theme 3: Research Participation Supports 
Personal and Community Health

In this study, Indigenous participants described how their partic-
ipation in Indigenous oral health-related research with a holistic 
focus provided them with greater insight into their own personal 
health and oral health. Additionally, participation was described as 
a positive way to support the health of the broader community by 
promoting the ‘building of evidence’ in this research area, which 
in turn may have positive implications for healthcare delivery:

I think it was just contributing towards the building 
of evidence and information towards having the 
service be available to all Aboriginal and Torres 
Strait Islanders in the state, I think it's a really, really 
important bit of work and I was just happy to play my 

FIGURE 1    |    Themes mapping the components of culturally safe dental research. The central concept is supported by four themes: (1) breaking 
down barriers, which includes home-based dentistry, continuity and regular check-ins, flexible scheduling, family-centred care and financial sup-
port; (2) personalised care, encompassing personalised communication, Indigenous representation in the dental care team, a relaxed and welcoming 
clinical environment and building trust; (3) community health and wellbeing, capturing the desire to give back to the community, build evidence and 
influence policy; and (4) community-centred research, driven by word-of-mouth referrals, family inclusion, community support and the fostering of 
trust and relationships.
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part in it to contribute and just to help underline the 
importance of that….

(P206)

As such, participants recognised the individual impacts  
of receiving clinical care through research, as well as how 
research may influence policies leading to improvements 
in health for Indigenous Peoples. These discussions indi-
cated that participants viewed oral health service delivery 
as generally not adequately designed for Indigenous Peoples, 
and that feedback and participation are essential in improving 
services:

I suppose to develop further information for the 
dental industry in regards to Aboriginal people. I like 
to participate to give back as well but also I received a 
lot of help and support myself in regards to my teeth…
benefited me quite a lot. 

(P196)

Overall, many participants highlighted research participation 
as a way to give back to their community and to learn more 
about their own personal health, which some described as an 
empowering experience. Importantly, supporting Indigenous 
participation in oral health research requires building trust with 
communities through culturally safe approaches, as described 
in the aforementioned theme.

3.2.4   |   Theme 4: Word-of-Mouth Referrals: 
Community-Driven Recruitment

Another factor that supported recruitment, participation and 
retention of participants as part of the current study was word-
of-mouth referrals about the study (i.e., snowball sampling). 
Participants who had positive experiences with the study de-
scribed sharing study details with friends, family members, 
work colleagues and clients:

I was sending a lot of clients to you guys as part of the 
study and all the feedback I had from other clients, 
they really appreciated it and that because they 
couldn't afford to get their teeth done. 

(P257)

Additionally, many favoured the subsidised and personalised 
dental care they received, as well as the flexibility of the re-
search team:

That yous came to us and done it in the comfort of 
our homes. But then we're also able to get other family 
members who would not go to the dentist. 

(P9)

Some participants asked if this programme was available to 
other family members and friends during the follow-up, re-
flecting that trust and rapport-building with communities are 
beneficial approaches to supporting research participation. 
These reflections highlight how community-driven recruitment 

increases participation while also extending the reach and im-
pact of the intervention.

4   |   Discussion

This qualitative study explored the perspectives of Indigenous 
Australians involved in a culturally safe dental care research 
intervention. Importantly, participants themselves defined what 
culturally safe dental care meant to them, rather than having 
it determined solely by practitioners or institutional guidelines. 
Findings demonstrate that when research is designed around 
Indigenous values, including personalised care, Indigenous 
representation, flexible and accessible service delivery and 
community-driven participation, it can effectively reduce long-
standing barriers to dental care and foster trust, engagement 
and retention among Indigenous communities. This study 
adds to the established evidence that non-Indigenous-led den-
tal services, which are not culturally safe, prevent utilisation by 
Indigenous Peoples [28].

4.1   |   Strengths and Limitations

The strengths of this research include capturing lived experience 
perspectives of 136 Indigenous Australian adults of various ages 
and community groups, as well as having an Indigenous dentist 
provide culturally safe dental treatment. The limitations include 
potential selection bias with snowball sampling and variability 
with self-reported experiences across quantitative measures. 
Only a small number of perspectives from participants living 
in regional and remote areas were captured, warranting further 
exploration.

4.2   |   Lessons Learned

The findings from this study generated five key lessons for re-
searchers, clinicians and policymakers seeking to design and 
deliver culturally safe oral health research with Indigenous 
communities:

1.	 Culturally safe environments and personalised approaches:

The findings from this study demonstrate that the provision of 
culturally safe dental intervention characteristics, such as home-
based dental checks, flexible appointments, regular follow-ups, 
and oral health education, is pivotal in breaking down long-
standing barriers to care for Indigenous communities. Mobile 
dentistry and culturally safe environments helped to alleviate 
the anxiety and stigma often associated with clinic-based dental 
treatments, particularly for families and young children. This 
aligns with past research, which confirms that accessibility, 
comfort and service flexibility are core determinants of health-
seeking behaviour and satisfaction in Indigenous oral health 
interventions [20, 29, 30]. The study participants also empha-
sised that personalised, relationship-focused care, using tailored 
communication approaches, created a positive experience in 
dental research, maintaining a relaxed, friendly clinical setting. 
Participants' appreciation of yarning, clear explanations and 
validation of their experiences further aligns with Indigenous 
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methodologies, which privilege Indigenous voices and recipro-
cal relationships in health research [16]. Understanding prefer-
ences for scheduling dental appointments was key to supporting 
attendance. Participants emphasised the importance of conve-
nient clinic locations and accessible transport over drop-in clin-
ics and suggested grouping family members' appointments to 
engage parents and children better.

2.	 Addressing financial barriers:

The provision of financial support was particularly valued, 
as the cost of dental care is a significant barrier to access for 
many Indigenous families. This highlights the need to design 
oral health programmes that address not only clinical needs 
but also financial and logistical obstacles, especially when den-
tal care is excluded from universal healthcare coverage (i.e., 
Medicare) [11].

3.	 Workforce:

Indigenous representation among dental practitioners and re-
search staff has been shown to reduce power imbalances and 
alleviate anxiety. The presence of Indigenous dental providers 
was identified as instrumental for culturally competent commu-
nication and continuity of care [15, 31]. These local health care 
providers connect non-Indigenous care providers and patients 
by translating communication and serve as facilitators of con-
tinuity of care, maintaining services during professional turn-
over [31].

4.	 Research participation:

Participants recognised the broader benefit of contributing to 
building evidence and informing policy, viewing their involve-
ment as a meaningful way to ‘give back’ to the community and 
help shape more responsive, effective oral health systems [21]. 
Participants reported not only personal benefits but also altru-
ism (acting to benefit others, despite affecting oneself), helping 
others and contributing to science [32].

5.	 Community-driven recruitment strategies:

Word-of-mouth referrals and snowball sampling were used in 
promoting participation and retention, and when participants 
had positive experiences with the research team, they became 
advocates for the study, sharing their experiences with fam-
ily, friends and colleagues, and actively encouraging others to 
participate. This peer-based recruitment approach not only in-
creased study reach but also helped to overcome entrenched bar-
riers of mistrust, shame and affordability that can inhibit dental 
care access among Indigenous communities [21, 32].

4.3   |   Implications for Policymakers, Clinicians 
and Researchers

Policymakers can improve oral health service utilisation for 
Indigenous Peoples by supporting Indigenous-led oral health 
programmes, including dental clinics within ACCHOs, and oral 
health promotion and education campaigns led by Aboriginal 
Health Workers and Practitioners. Non-Indigenous-led dental 

services, such as state dental services and private dental clin-
ics, can listen, learn and grow from feedback from Indigenous 
patients and clinicians to improve cultural safety. This will be 
further supported by increasing Indigenous workforce repre-
sentation within dental services to act as a cultural bridge, fos-
ter trust and sustain continuity of care. This study's Theme 1, 
‘…recognising contextual factors and providing personalised 
care,’ should be a guiding ethos for Indigenous oral health ser-
vice delivery. In this project, features included home visits for 
anxiety in the clinical environment, treatment at no cost due 
to financial barriers, and regular contact because of unfamil-
iarity with dental systems. The onus is on state health and oral 
health policymakers to support practice model changes and cul-
turally safe dental treatment for Indigenous Australians [33]. 
Non-Indigenous-led dental programmes aiming to increase 
Indigenous participation should consider Theme 4, which high-
lights the power of word-of-mouth referrals. When services are 
culturally safe and meet individual and family needs, partici-
pants are keen and proud to refer new participants to the study.

Clinicians can present these findings to managers and policy-
makers to advocate for changes within the dental clinics and 
systems in which they work. Where policymakers are unable 
or unwilling to make changes, clinicians can take inspiration 
from Indigenous co-designed and led dental research projects to 
improve the way they practise. When designing studies, dental 
researchers should centre Indigenous voices using participatory, 
decolonising approaches such as yarning, Indigenous leadership 
and community-driven recruitment to improve engagement and 
achieve better research outcomes. Protocols should consider 
both financial and logistical support, and findings should al-
ways be returned to communities.

Although this study was conducted with Indigenous Australians, 
the core findings are likely to resonate with Indigenous com-
munities in other colonised nations including Aotearoa New 
Zealand (Māori), Canada (First Nations, Inuit, and Métis) and 
the United States (Native Americans and Alaska Natives), all of 
whom experience disproportionately higher rates of untreated 
dental disease than their non-Indigenous counterparts. The fun-
damental enablers identified in this study, which include cultur-
ally safe environments, Indigenous workforce representation, 
accessible and flexible service delivery and community-driven 
participation, align with principles in international Indigenous 
health frameworks and have been echoed in oral health research 
across these nations.

5   |   Conclusion

This study highlights the importance of a culturally responsive 
oral health research team, the impact of culturally safe research, 
the role of participation in supporting both personal and com-
munity health and the value of community-centred recruitment 
processes.
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