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Reciprocity in the intercultural conference space to
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Objectives: Despite high rates of oral disease in Indigenous communities globally, progress is slow in implementing policies and practices
so the depth of inequity is addressed and oral health outcomes improve. Indigenous communities are often poorly consulted in the process.
This paper responds to this inequity by seeking to create a respectful intercultural space at international dental conferences where Aboriginal
health practitioners and dental public health researchers can discuss ways forward for oral health in Indigenous communities. Methods:
Participatory action research informed by Indigenist methodologies guided this research. Two roundtable discussions between Australian
Aboriginal and non-Aboriginal participants were recorded, transcribed and analysed for themes related to problems and potential solutions
to dental disease in Indigenous communities. Follow-up discussions on participants’ reflections engaging in this intercultural space were
recorded and analysed. Results: Two Aboriginal health practitioners and five non-Aboriginal international dental public health researchers
identified the importance of inclusion where intercultural engagement and collaboration with Indigenous Peoples were integral to con-
ducting research in this context and improving oral health outcomes. Conclusions: Creating a safe, respectful space between Aboriginal
health practitioners and non-Aboriginal dental public health researchers at an international conference fostered dialogue to better understand
barriers and enablers to good oral health outcomes. Intercultural engagement and discussion is a step towards mutual understanding of
oral health perspectives and experiences that can foster equity and enable more collaborative responses to improve oral health outcomes.
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Introduction

The ongoing legacy of colonisation and inequitable
power relations underpinning health practices have led
to worse health outcomes for Indigenous compared to
non-Indigenous Peoples (Gone et al., 2019; Huria et al.,
2019; Tuhiwai Smith, 1999). Health inequities faced by
Indigenous communities are multi-factorial and inter-
generational, ranging from the loss of culture, lands and
identity to socioeconomic and geographical disadvantage
(Reynolds, 2014). However, in many colonised countries,
the western biomedical culture of health is privileged, and
the knowledge, beliefs and values of Indigenous Peoples
related to health are often ignored (Tuhiwai Smith, 1999).
Tuhiwai Smith (1999) called for a more ethical and
respectful approach that increased Indigenous participa-
tion and respected and included Indigenous knowledge
and priorities in research within a framework of equity.
Napier and colleagues (2014) support Tuhiwai Smith’s
(1999) claim that when Indigenous cultural beliefs are
marginalised or demeaned by the dominant culture, pro-
moting and maintaining health can be eroded, with blame
for non-compliance with western treatment regimens often
projected onto those who are already disadvantaged.
Current and often costly models of dental care,
frequently resulting in late-stage dental treatment rather
than prevention, have not led to satisfactory improve-
ment of oral health outcomes at a population level and
fail to capitalise on upstream opportunities to prevent
disease and promote and sustain oral health (Watt, 2007).

Research has identified that oral disease and access to
dental services is a serious problem for Indigenous Peo-
ples globally, including Aboriginal Australians (Durey et
al., 2016b; Parker et al., 2010; Slack-Smith ef al., 2011).
Aboriginal Australians experience greater rates of caries,
higher levels of untreated caries, more missing teeth, and
poorer periodontal health than non-Aboriginal Australians
(Christian and Blinkhorn, 2012; Kapellas et al., 2014). In
addition, Aboriginal Australians can experience discrimi-
nation when attending health services leading to their
reluctance to access care (Durey et al., 2016b; Shahid
et al., 2009). To better meet Aboriginal Australians’ oral
health needs, engaging with the community and focus-
ing on prevention, rather than just treatment of disease
needs to be addressed.

The paper presents findings from a qualitative research
project that explored creating an intercultural space in a
conference setting. The study supported two front-line
Australian Aboriginal health practitioners from Perth
Western Australia, to participate in an International As-
sociation for Dental Research (IADR) conference in San
Francisco in 2017 (the site of our study). A core value
of the TADR (2023) is social responsibility, to ‘improve
health and well-being for all People, to reduce health
inequalities and inequities, and proactively take actions
and positions to improve health’. These values and the
recognised need to address Indigenous participation
prompted our exploration into considering more innova-
tive and inclusive ways to engage Indigenous stakeholders
in decisions about the oral health needs of their communities.
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This lack of engagement of Indigenous stakeholders, in
this case Aboriginal Australians, in decisions about their
oral health was evident from our previous research (Durey
et al., 2016a; Durey et al., 2017).

Our project came about following a process of profes-
sional intercultural engagement over several years between
the Aboriginal and non-Aboriginal authors. Collaborating
on various research projects to improve Aboriginal oral
health generated a commitment to two-way learning in
this intercultural space that led to mutual respect, honesty,
the capacity to be reflexive and recognise limitations and
a willingness to listen and learn in a mutually supportive
environment that allowed trust to develop. (Wilson ef al.,
2020) The authors collaborated to devise and develop
this project this project that included discussions over
time with Aboriginal colleagues and members of the
project advisory group. Our intention was to create a
safe intercultural space at an IADR conference.

This study aimed to explore whether working to
create an equitable and respectful intercultural space at
an international dental research conference can lead to
productive two-way learning and understanding about
how to respond to barriers and enablers to oral health
in Indigenous communities. We worked with Aboriginal
Australian colleagues as one group of Indigenous Peoples
in this study. The purpose was to bring international dental
public health researchers and front-line Aboriginal health
practitioners together in an intercultural space to share
their respective knowledge and expertise of Aboriginal
health and oral health in ways that were respectful and
equitable. Aboriginal knowledge was valued as integral to
understanding oral health in a colonised context (Dudgeon
and Fielder, 2006; Nakata et al., 2012).

Methods

The principles of participatory action-research (PAR)
guided the research and included ‘reflection, data collection,
and action that aims to improve health and reduce health
inequities” (Baum ez al., 2006). Funding was obtained to
support two Aboriginal community frontline health prac-
titioners to participate in the 2017 IADR Congress. A key
activity was to participate in two roundtable discussions
with international dental public health researchers in this
intercultural space to discuss challenges and potential solu-
tions to the problem of poor oral health in the Aboriginal
community. Both Aboriginal participants were invited to
participate having worked in senior roles in the Aboriginal
health sector for many years. Non-Aboriginal international
senior dental public health researchers with backgrounds
in oral health in under-served communities, were identified
and invited to participate.

Ethics approval to conduct the research was granted
from [removed for review as potentially identifying]. Fol-
lowing participants providing informed written consent,
two roundtable discussions were organised over lunch at
a local restaurant, facilitated, recorded and transcribed by
two authors (AD and LS) and imported into NVivol2 to
help organise and manage the data for analysis.

We were guided by Nakata et al.’s (2012) research
on the ‘cultural interface’ and Homi Bhaba on ‘the third
space’ (Rutherford, 1990) on how to better engage in
this intercultural space when working with Indigenous

Peoples in a colonised country. It is the space where
different cultures meet, a liminal space between cul-
tures, often contested and uncomfortable yet with the
potential for participants from different cultures to come
together, listen and share knowledge and experience.
Avoiding binary positioning, where each defends their
world view and opposes the other, can assist this and
prevent shutting down inquiry. Instead, creating a space
where neither culture is dominant and participants from
each culture listen to, acknowledge and respond to the
other so two-way learning can develop as they share the
space together in ways that are respectful and equitable.
(Nakata et al., 2012; Rutherford, 1990).

However, sharing this space can be confronting,
risky and unsettling as participants may be resistant and
experience tension communicating cross-culturally. Learn-
ing how to be together differently in ways that are not
restrictive but inclusive and expansive can open up the
potential for new understandings, identities and positions
to emerge (Nakata et al., 2012; Rutherford, 1990). This
is particularly pertinent in colonised countries where
inequitable power relations have systematically devalued
and marginalised Aboriginal knowledge and continue to
negatively impact on health outcomes for Aboriginal
Peoples (Moreton Robinson, 2000; Pease, 2010). Adopt-
ing a de-colonisation approach recognises and re-values
Aboriginal knowledge and culture in ways that can
positively impact on Aboriginal health and wellbeing
(Chandler and Lalonde, 1998; Moreton Robinson, 2000).

We adopted a Yarning approach, a method used to
gather data in Indigenist research. Yarning is an ‘informal
and relaxed discussion through which both the researcher
and participant journey together visiting places and topics
of interest relevant to the research study’ (Bessarab and
Ng’andu, 2010). Each participant introduced themselves
and their professional background at the start of the dis-
cussion to help build rapport in this intercultural space
and explore what Aboriginal participants wanted to learn
from the dental public health researchers, as advised by
their community members, and what international dental
researchers wanted to learn about the Aboriginal context
in relation to oral health.

Non-Aboriginal participants were then followed up via
email for their reflections on engaging in the discussions
and sharing knowledge about Aboriginal oral health. Ques-
tions included key areas of importance from the discussion
and whether they had learnt anything new. Both Aboriginal
participants agreed to take part in a joint interview about
their reflections on the discussions which were recorded
and transcribed following informed written consent.

A line-by-line analysis of the transcripts of the dis-
cussions and reflections identified key themes and noted
similarities and differences in responses. Data were re-
viewed and discussed between the researchers and any
sub-themes noted under the key themes. This iterative
process permitted review and revision of findings and
interpretations to ensure consistency and quality until
consensus was reached (Bazeley, 2009). Findings from
the reflections also indicated whether shared learning in
the intercultural space was experienced as equitable and
cultural differences respected. Participants were de-identified
where quotes referred to Aboriginal participants as AP
1-2 and International Dental Researcher - IDR 1-5.
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Results

Two roundtable discussions/Yarning sessions lasting
around 60 minutes each were held over lunch at a location
adjacent to the conference venue with five international
dental public health researchers — two from the UK,
one from New Zealand, one from the US and one from
Canada. An additional brief discussion was held with
another senior dental researcher from the US studying La-
tino oral health. Three of the non-Aboriginal participants
(US, New Zealand and Canada) had conducted research
in Indigenous oral health contexts.

The overall response from international participants
for the initiative was positive — ‘an amazing start — but
we needed more time’. The discussion provided a unique
opportunity to meet and share knowledge and experience
from different international perspectives that revealed
similarities in key barriers and enablers to improving, not
just oral health in Aboriginal communities, but also in
other communities disadvantaged socioeconomically. There
were also frustrations that dental research and practice
often focused on the minutiae of treatment rather than big
picture social determinants such as poverty that negatively
impact oral health outcomes of Indigenous communities.
Participants considered that ideas for how to resolve some
of these issues required lateral thinking that, in the case of
children’s oral health, could focus more on parent issues
and locus of control rather than specifically oral health.

The results are organised into categories of barriers
and ideas for improving oral health in the Aboriginal
community followed by a summary of participants’ reflec-
tions on participating in this initiative. This will include
the overall outcome of working in the intercultural space.

Barriers

Structural and organisational barriers

Key barriers identified in the discussion related to the
limited recognition given by the dental profession to
structural issues such as poverty negatively affecting oral
health outcomes in Aboriginal communities.
For me when I have seen the problems with afford-
ing good food is an issue, you might want to have
fresh fruit and veg to feed the family, but a packet of
biscuits or chips is cheaper, quicker, easier to keep
someone quiet. (IDR2)
One participant highlighted that some Indigenous Peo-
ples in the US experience high levels of unemployment,
alcohol abuse, violence, limited access to healthy diet
and low incomes, factors not dissimilar to those in some
Indigenous communities in Australia and Canada. Access
to education about prevention was frequently non-existent
and attending dental services was often difficult when
appointments were mandatory and lacked flexibility
despite attendance challenges for community members
due to distance, transport and cost.
If they have to travel 50 miles to get to the Indian
health service office what I was observing that drives
me mad is that you have to have an appointment, you
can't just drop in, and if you don't have a car and
you have to travel there and you have to borrow a
car and then something happens and you can't get
the car, well, you go to the bottom of the list again

18

so it might be months before you can get another
appointment. (IDRS)
Another participant commented that despite large amounts
of money being poured into oral health in Indigenous
communities:
...all that investment, planning and consultation and
still the disease process gets worse. (IDR4)
High rates of dental caries associated with sugar con-
sumption are presented as risk factors yet sugary food
and drinks are heavily promoted in advertising, raising
ethical questions about their detrimental effect on health
outcomes. In some countries there has been a push to
remove vending machines containing sugary drinks from
schools, but challenges persist.
The schools were so reluctant, you could see the
health benefits of water for the children. But to buy
the gym equipment to keep their bodies healthy with
exercise, they need the income from the vending
machines. (IDR2)
The response to whether dental public health research-
ers had a role in advocating for policies to reduce sugar
consumption was met with the reality they confronted
with a multi-million dollar ‘sugar industry [as] a huge
lobby’. Discussion instead considered that:
...public policy is essential, but we can't sit around
and wait for it to change. (IDR3)
While government policy documents are often replete
with good intentions to improve oral health in Aboriginal
communities, (Centre for Oral Health Strategy, 2014; WA
Department of Health, 2016) progress in implementing
practice is slow and risk factors persist (Butten et al.,
2018). Empowering Indigenous communities to have more
agency in how to address the problem is important and
shifts the narrative from a top-down process with little
or no consultation with the community.
I think it is still really important to help empower
the people who are being affected by this to resist it
and come up with their own strategy. I come back
to the whole strategy that we need to listen to what
the communities are saying. (IDR3)
Yet, in the context of a conference, this was challeng-
ing given the overall focus of research in presentations:
I have been walking up and down and most of these
people have been doing very intensive, micro level
stuff. They don't quite see the bigger picture. And if
you look on the street, you see the reality of poverty,
drugs, mental illness and most of the researchers don 't
get that in terms of the work. (IDR4)
There was also frustration at the short-term rather than
longer term focus on sustainable interventions. Another
participant suggested that the problem might also lie in
the lack of rigorous assessment and ‘iterative participa-
tory evaluation’ of current interventions:
People are publishing a ‘show and tell — this is what we
did in our community’ but there is very little evaluative
data that you can then use to move it forward. (IDR3)
This raised the issue of accountability about whether
a program or intervention was successful in achieving
its aims, in the short or long-term. This was considered
important in terms of local reach and broader applica-
tion to other contexts. One Aboriginal participant noted
the lack of coordination between agencies and programs
often resulted in duplication of programs that suggests



a structural and organisational problem adding to the
oppression rather than addressing closing the gap in
dental health.
I think we have a lot of programs in the Aboriginal
community. A lot of times there is [duplication]and
funding is given to different agencies or organisations,
and they are doing the same thing. It is a matter of
making it work a little bit smarter. So, looking at where
the programs are and how to work with other people
to get the most out of them for our community. (AP1)
Another key barrier raised was the lack of culturally re-
spectful care of Aboriginal Australians, which was a com-
mon theme across nations represented in the discussion.

Culturally safe care

Some participants discussed the inter-generational effects
of trauma as an ongoing legacy of colonisation and dis-
crimination leading some Indigenous Peoples’ reluctance
to attend dental services that are not welcoming nor felt
culturally safe. The Aboriginal participants offered some
context about these effects that often led to mistrust of
mainstream health services:
We also have the Stolen Generation in Australia where
a lot of children were taken away from their families
to missions. A lot of the now grandmothers who were
taken away were sexually abused so do not trust the
white person and the stories go down from daughter
to daughter to granddaughter. And that keeps the
stories going, so they think going to see a GP or
a dentist and especially if it is a male practitioner,
they won't go. So, a lot of them will look around to
see where there is a female GP or dentist or allied
health practitioner. There is a lot of trust that needs
to be brought back. (AP2)
This suggests that some dental services were not cultur-
ally safe and failed to understand this and other factors
preventing access. These included expectations for com-
munity members to make appointments to attend the service
rather than the service having a more flexible approach to
appointments. This seemed particularly relevant given the
lived experience of some Aboriginal community members
with competing demands on limited funds and unreliable
access to transport, often leading to non-attendance.
While Aotearoa/New Zealand’s embedding of cultural
safety into their dental curriculum had positive outcomes
where students engaged early with Maori communities
and health services, other countries have limited or non-
existent opportunities or material in their curricula to learn
about what constitutes culturally safe and respectful care
of their Indigenous Peoples.

Enablers

Key enablers to improving oral heath in Aboriginal contexts
included the importance of consulting with, and listening to
Aboriginal communities and adapting policy and practice
interventions to the local context; involving consumers in
an iterative evaluation of oral health programs so they can
be modified along the way to ensure they are effective
in different settings. Other enablers included minimising
poverty as a risk factor to oral health, a focus on preven-
tion, including success stories about effective ways to
engage Indigenous Peoples and thinking creatively about
solutions to improving oral health.

Community engagement and participation in
promoting oral health

Participants expressed their frustration and discourage-
ment at the slow progress in improving oral health in
Indigenous communities, despite extensive efforts. Par-
ticipants noted that the current one size fits all approach
had not been effective, whereas actively involving mar-
ginalised local communities in decisions related to their
oral health, including around education, was effective.
...community workers from within the areas where
there was the worst poverty and the highest level
of oral disease. It was they who were delivering the
messages, bottom up and it was very successful, and
it reduced a lot of inequalities. (IDR2)
This approach not only recognised the strengths within
local communities but also built their capacity in oral
health and preventing disease in the long-term. It also
targeted efforts towards the needs of the local community,
including around cultural appropriateness, rather than
a one-size-fits-all model. This more tailored approach
respected the lived experience and agency of such com-
munities and in ways that understood:
. their fear, and the resistance and what do they
think we should do about it. (IDR3)
This community centred, participatory approach to
evaluating the project at various stages of implementation
identified what is and is not working with opportunities
to ‘tweak it’ along the way to be more effective.
While participants did highlight the need to address
structural issues such as poverty and families being able
to afford a healthy diet and dental care, addressing the
problem from other perspectives was also important.

Prevention and lateral thinking

One participant considered a strengths-based approach,
with a focus on prevention and factors that facilitated
success and offset the usual deficit approach where the
focus was always on problems.
I've often thought it would be great to go to high
schools and start at that level with people before they
have even started thinking about becoming parents,
about educating them and how they would look after
a child's teeth and hygiene in general so bringing the
mouth back into the body. (IDR2)
Rather than focus on the problem, one participant had
interrogated their research results where a minority of
children in an Indigenous community had no cavities.
While no differences in income or education of parents
were detected as to why they were cavity free, variations
were found in locus of control. Those parents with more
sense of control in their parenting:
... tended to say that oral health was more important
than the parents of the kids who did have caries.
(IDR5)
This raises questions about the role of broader social and
psychological issues of Indigenous parents’ responses
to their children’s oral health, factors influencing their
choices and how to facilitate that sense of coherence and
locus of control. Participants discussed that focusing on
building self-esteem and parenting skills that includes
oral health care, might empower parents and would-be
parents to access dental care and:

19



...understand that they are valued and have as much
right as anyone else to access services. (AP1)

Reflections and the intercultural space

Four of six non-Aboriginal participants and both Abo-
riginal participants offered their reflections on the round-
table discussions in the intercultural space. Key themes
emerging in all responses were that discussions were
engaging, informative and worthwhile, an initiative that
‘planted a seed’ opening the door to ‘future opportunities’.
The value of this approach and the process of coming
together was noted:

A few of the things we spoke about might be difficult

to find in any written format such as publications or

on the web such as the initial barriers to projects

that had to be overcome. (IDR2)

An opportunity to share ‘campfire stories’ where we

all talk, listen and learn. (IDR1)

And the discussions with the dental experts, I really

liked how it was done, like a Yarning session. (AP2)
Despite only ‘touching the surface’ and ‘needing more
time’ to explore issues, all participants appreciated the
opportunity to listen and learn about each other’s contexts
and experiences, noting similarities and differences be-
tween Aboriginal and other cultural groups across nations.
Both Aboriginal participants found the discussions and
the overall conference a positive experience, expanding
their understanding of the importance of oral health in
primary health care and positioning Aboriginal oral health
within a broader global perspective. One participant noted
that in other colonised countries:

. consulting with the community needs to happen
more. It is good to hear other countries that are
doing that. (AP2)

Even though one Aboriginal participant was initially
apprehensive about the discussions, both appreciated the
interactions and felt respected:
It was comfortable but at the same time [ knew there
was a little bit of pressure to talk. (AP1)
It made me feel comfortable anyway just sitting down
and Yarning with them. ... And knowing they wanted
to come and have lunch with us made me feel more
relaxed as well, not us chasing after them for when
they are ready. They come to lunch with us. (AP2)
Instead of Aboriginal knowledge being devalued and
marginalised, it was acknowledged and respected, leaving
Aboriginal participants with a sense of:
... going back to our community feeling empowered
and knowledgeable ... and more directed in a way
about what can be done. (AP1)

Discussion

All participants valued the opportunity to come together in
this intercultural conference space to discuss oral health in
Indigenous communities, with a focus on Aboriginal Austral-
ians. The discussion gave international dental researchers
first-hand knowledge of the lived experience of Aboriginal
Australians and the barriers they can face accessing educa-
tion and treatment for dental disease and hearing their sug-
gestions for potential solutions. It also gave the Aboriginal
participants the opportunity to engage in a safe and respectful
space where their knowledge and experiences were heard
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and valued. Their responses reflected the value of Yarning
in creating an informal atmosphere where Aboriginal voices
are validated and participants felt safe to express their ideas
and experiences, share their knowledge and learn from each
other. (Bessarab and Ng’andu, 2010).

Structural and organisational issues featured strongly
in the findings and included issues such as poverty, unem-
ployment, violence and limited availability of oral health
education that impacted, not just on oral health but also
on access to services for Indigenous Peoples. Organisa-
tional barriers included dental services in some colonised
countries responding insensitively to the socioeconomic
and cultural context of Indigenous Peoples and their often-
reduced capacity to access care. This included limited if any
flexibility around appointment times of services, a focus
on expensive treatment, generally out of reach for many,
rather than on prevention, and a lack of awareness that
many Indigenous People wanting care may not have access
to transport. Services’ failure to recognise the intersection
of culture and socioeconomic context with structural and
organisational factors can undermine and compound poor
health outcomes (Napier et al., 2014).

Findings raised ethical questions about the negative
effect on health outcomes, including oral health, of the
sugar industry often targeting children when advertising
sugar sweetened beverages and food (Ju et al., 2019;
Moynihan and Miller, 2020). This was concerning when
schools were reluctant to remove vending machines selling
sugar sweetened beverages because the income was used
to buy sports equipment. As noted by one participant,
despite substantial financial investment into Aboriginal
oral health, outcomes have not improved overall. Ac-
cording to participants, a top-down process and one-size-
fits-all approach has been the norm with limited if any
consultation with local Aboriginal communities about
how to address the issue more effectively. Little if any
education and training for dental practitioners in deliver-
ing services in culturally safe ways in some countries
is an issue. According to one participant, the conference
seemed not to address these issues with a focus more on
treatment and ‘intensive micro level stuff”.

Suggestions to improve oral health centred around
consulting with, including, and empowering Indigenous
communities in decisions about their oral health. Fostering
a sense of agency for the person seeking care reflects
the concept of patient centre care, defined as: ‘Providing
care that is respectful of and responsive to individual
patient preferences, needs, and values, and ensuring that
patient values guide all clinical decisions’ (Scambler et
al., 2016). This approach disrupts the narrative of a top-
down, standardised model where patients are expected to
adapt to the needs of the organisation by, for example
adhering to a rigid appointment system. Instead, it offers
a flexible and targeted approach that meets the needs of
the local context and community.

The discussion gave international dental researchers
first-hand knowledge of the lived experience of Aboriginal
Australians and the barriers they face accessing educa-
tion and treatment for dental disease and hearing their
suggestions for potential solutions. Dental practitioners
with knowledge of the local Aboriginal context and lived
experience who include patients in decisions about their
oral health not only reflected the principles of patient



centred care but were more likely to build relationships
and promote oral health in ways that are non-judgemental,
respectful and likely to increase Aboriginal Australians’
trust and future access to services. This patient-centred
approach also offered opportunities for the dental and
Aboriginal community sectors not just to work together
to build local oral health capacity, but also to think
creatively about broader issues such as parenting skills
and self-efficacy as a strategy to promote better oral
health outcomes.

Conferences have traditionally provided a communal
space for academics and other stakeholders including
policymakers and practitioners (generally the privileged) to
share knowledge, present their findings, build relationships
and augment their status. (Nicolson, 2017) However, find-
ings may take years to reach Indigenous (and in this case
Aboriginal) communities and for policies and practices to be
implemented so health outcomes improve. Hence a potential
location for this intercultural engagement is at an oral health
conference. The likely beneficiaries of research, in this case
Indigenous Peoples, are often not included despite the po-
tential for intercultural discussions to increase understanding
of what is needed to improve oral health outcomes in this
context. The lack of inclusion can inadvertently reinforce
the health inequities that such conferences often seek to
address (Durey et al., 2016b; Nicolson, 2017).

Some have argued that conferences are elitist and
benefit the privileged rather than the disadvantaged groups
they research (Urry, 2007). However, guided by theory
of the intercultural space, this project has demonstrated
that creating a safe and non-judgemental space between
Indigenous and non-Indigenous cultures at an interna-
tional conference fostered dialogue in a spirit of shared
inquiry. Thus, there may be thoughtful ways to assist
in creating an intercultural space at conferences such as
facilitated small group engagement. This discussion led
to increased awareness about what works and the barriers
to oral health in Indigenous communities at systemic and
clinical levels, including the idea of conducting iterative
evaluations of interventions with the community to ensure
they were achieving their aims to improve oral health
outcomes (Nakata et al., 2012; Rutherford, 1990). As a
result of these activities, we went on to host two of the
participants for three visits to Perth during which we held
informal roundtables with Aboriginal colleagues to con-
tinue discussions, inform practice and build relationships.

The study has limitations. The context specific and
time-limited design and the targeted yet small number
of participants indicate that findings may not be general-
ised to other settings. However, the study did reflect the
advantages of bringing Indigenous and non-Indigenous
participants together to engage in a reciprocal exchange
at an international conference on issues related to oral
health in an intercultural space.

This project benefited from the extensive experience
and knowledge of a select group of participants in their
respective cultures and professions who were prepared
to contribute to a discussion about the barriers and
enablers to oral health in Indigenous communities at
an international conference. While the findings reflect
participants’ individual perceptions, experiences and in-
terpretations of oral health in Indigenous communities,
they raise important ongoing questions for researchers,

dental practitioners and policy makers to consider at
conferences and beyond. These include how best to re-
spond to a) systemic barriers and enablers to improving
oral health in Indigenous communities and b) providing
appropriate opportunities at international conferences to
engage Indigenous Peoples in discussions and decisions
about improving their oral health. Collaborating with
Indigenous Peoples to incorporate their perspectives and
experience related to oral health is essential if problems
are to be addressed within a framework of health equity.
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