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Abstract 

Background: Oral healthcare is paramount and inextricably linked to well-being. Yet, the evidence indicates that cul-
turally and linguistically diverse (CALD) migrant communities have unequal access to mainstream dental services due 
to several barriers. The purpose of this study was to investigate the oral healthcare experiences, attitudes and barriers 
to oral healthcare utilisation in CALD mothers.

Methods: A qualitative study with semi-structured interviews was conducted within a social constructivism epis-
temology. CALD mothers who identified as non-English speaking, foreign country born, with a child under 12, were 
recruited though purposive snowball sampling. Questions probed oral healthcare experiences, barriers, enablers, and 
attitudes. Verbatim typed transcripts were thematically analysed using grounded methodology.

Results: Thirty-three CALD mothers participated; twenty from India, five from Fiji, four from China, two from Nepal 
and one each from Israel and Macedonia. Languages included Cantonese, Fiji-Hindi, Gujrati, Hebrew, Hindi, Kannada, 
Mandarin, Maharashtrian, Macedonian, Nepalese, Punjabi, Sanskrit, Telegu and Urdu. Cost was the foremost barrier 
to oral healthcare services, followed by Confidence in quality care for the provision of services and treatment. Confu-
sion in navigating a public and private healthcare system was highlighted and Competing priorities took precedence. 
Complacency referred to ‘no need’ or lack of urgency in dental care. Subsequently, dental hesitancy (superordinate 
theme) described the patterning of data as comprising the five ‘C’ factors and was theorised as the dental hesitancy 
phenomenon to explain the occurrence of delay or avoidance in utilising dental care.

Conclusion: Findings highlight the utility of the dental hesitancy phenomenon unearthed within this study. CALD 
mothers explained five ‘C’ dimensions: cost, confidence, confusion, competing priorities and complacency as barriers 
to accessing timely dental care. Multisectoral collaboration between healthcare systems, universal health coverage 
and primary sector support is required to address dental hesitancy in CALD mothers. Further, this study contributes to 
the field of behavioural and social sciences in oral health and augments the literature on dental avoidance.
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Background
Oral healthcare inequities and inequalities are widely 
reported amongst populations [1]. The evidence empha-
sises that the mouth is linked to non-communicable risk 

factors and therefore, promoting prevention in dental 
care is prominent to stem population health inequali-
ties [2]. The WHO resolution in oral health declared 
that Universal Health Coverage (UHC) contributes 
towards achieving Sustainable Development Goals for 
‘good health and well-being’ and ‘reducing inequali-
ties’ [3]. However only a handful of countries currently 
incorporate UHC in oral healthcare, with Australia lag-
ging behind comparable European countries. A system-
atic review conducted in Europe, affirmed that migrant 
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populations utilised emergency services for oral health-
care more than host country counterparts [4]. Migrants, 
or what the authors classify as culturally and linguistically 
diverse (CALD) populations experience multiple barriers 
in language, literacy, sociocultural norms, policy among 
other factors [5, 6]. This then intensifies inequalities in 
oral healthcare experienced by CALD communities.

Health sociologist Sarah Nettleton [7] identified moth-
erhood discourses as the creator and controller of the 
domestic environment in a sociological study. This study 
conceptualised four discourses which described mothers 
as either ‘natural’ ‘ignorant’ ‘responsible’ or ‘caring’ dental 
agents for government. To exemplify, the home was con-
sidered a useful target population for government cam-
paigns [7]. In essence, the discourses highlighted diverse 
beliefs and social experiences which influence a mother’s 
ability to act as dental agents for their child. Hence, simi-
lar constructs occur for CALD mothers, who migrate 
from specific historical, social, economic and political 
circumstances which multiplies power, agency or on the 
contrary, vulnerabilities [8]. The Australian Bureau of 
Statistics reported over six million mothers and 7.3 mil-
lion families reside in Australia [9]. Almost 30 % of the 
population was overseas born and nearly half the Aus-
tralian population were classified as CALD in 2021 [10]. 
According to the Census, over 300 languages are spoken 
in Australia [11], reflecting the importance in under-
standing population-specific oral healthcare needs for 
CALD mothers. In the state of NSW, 60 % of the popu-
lation utilised dental services annually [12], but the uti-
lisation of dental care is not culturally shared amongst 
all population groups. In this manner, the concept of 
prevention in oral healthcare, that is, directed towards 
maintaining lifelong oral health and teeth is not mutu-
ally shared. It is unclear why and/or which factors hinder 
CALD populations.

Quite a considerable literature investigates ‘dental 
avoidance’ to explain the psychosocial fear that inhib-
its oral healthcare utilisation [13]. For instance, Arm-
field and Ketting revealed that adults presenting with 
high level anxiety encountered additional barriers in 
affordability and communication to dental healthcare 
in Australia [14]. However, few studies have explored 
oral healthcare experiences in CALD migrant popula-
tions beyond psychosocial factors. In a qualitative study 
undertaken with CALD mothers in Melbourne, Aus-
tralia, accessibility, fees, waiting lists and problematic 
interpreter experiences were affirmed [15]. Yet, fun-
damentally, CALD mothers experience various, multi-
ple influences in the country in which they live. System 
and policy barriers, including long public dental waiting 
lists as well as negative provider experiences and an ill-
ness approach to dental care are some known barriers 

for CALD mothers [16]. Moreover, it is unclear whether 
intra-variability exists in oral healthcare access across 
CALD communities, given the limited number of quali-
tative studies conducted within an Australian context. 
For instance, in Western Australia, interviews with 
African migrant carers were conducted in an aged care 
setting [17]. This study highlighted limited prevention 
knowledge and dental visitations for pain [17], how-
ever, only ten female carers were interviewed. Moreo-
ver, much remains unknown about CALD mothers and 
their oral healthcare experiences. Therefore, the purpose 
of this study is to explore the experiences and attitudes 
to oral healthcare utilisation in CALD mothers residing 
in Australia. This study aim contributes towards the field 
of behavioural and social sciences in oral health and is 
aligned with the WHO resolution in oral health policy, 
with the broader objective to promote population equity.

Method
The social constructivism paradigm (Vygotsky) informed 
the epistemological orientations of this study [18, 19]. We 
draw upon Creswell and Plano Clark’s constructivism 
definition as understanding knowledge through multi-
ple participant meanings [20], and experiences through 
social and cultural interactions [19]. That is, CALD 
mothers are influenced by their environmental and 
sociocultural fabric when accessing and utilising den-
tal services, and in this context, co-create meaning and 
knowledge. The broad research team comprised epidemi-
ologists in oral health and behavioural and social scien-
tists. Specifically, the first author is a CALD mother and 
experienced qualitative researcher, for which purposes 
we consider, the ‘insider-outsider’ positioning. Instead, 
the author self-situates along the ‘space between’ rather 
than a dichotomy [21]. Belonging within a CALD group 
potentially reinforces shared meanings or habits with 
participants, which could be measured through shared 
‘language’. This is also advantageous in understanding the 
historical and cultural facets from participant voices [21]. 
Despite the positioning, self-reflexivity and researcher 
bias was adhered for all interviews. Co-authors of this 
study were positioned as ‘neutral’ considering interviews 
were conducted by the first author.

Qualitative sample and CALD definition
An epidemiological review by Pham and colleagues [22] 
suggested a minimum of two defining variables for CALD 
related research. Individuals born in non-English speak-
ing countries and those whose first language is not Eng-
lish. Supported by this classification [23], foreign born 
mothers from a non-English speaking country, who con-
versed in a non-English language were recruited. While 
interpreters were offered, CALD mothers who consented 
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to participate displayed a level of English proficiency and 
all declined the need for an interpreter. Participants also 
had at least one child under the age of twelve.

Sampling and data collection
A purposive snowball sampling method was undertaken. 
In 2016, the state of NSW comprised 30% of Australia’s 
total migrant population [24]. Demographically, CALD 
mothers were recruited from the Greater Western region 
of Sydney. This is home to the largest multicultural pop-
ulation with nearly 40% of households who converse 
in a non-English language [25]. Recruitment occurred 
through CALD community groups and Facebook CALD 
communities. Emails and private messages were sent to 
administrators of Facebook CALD community groups. 
Administrators had the discretion to disseminate study 
information to their community networks. CALD moth-
ers were invited to participate in a one-one interview 
about their oral healthcare experiences. Semi-structured 
interviews were conducted in English either by phone, 
Zoom or in person which lasted between 25 and 60 min-
utes in duration. Interviews were conducted between 
March 2021 – July 2021. Participant information, consent 
and questions were all addressed prior to the conduct of 
interviews and voluntary participation was emphasised. 
Semi structured questions explored the oral healthcare 
experiences of CALD mothers in the origin country and 
in the current Australian system. Questions probed den-
tal utilisation attitudes and perceptions, historical expe-
riences of dental care, accessibility to services, provider 
experiences and barriers and facilitators to oral health-
care in Australia. A $20 gift card was presented to all 
participants, including CALD mothers who withdrew 
from the study; due to children/time (n = 2) and those 
that did not meet eligibility criteria (n = 2). An Olympus 
digital recorder was utilised, and transcripts were typed 
verbatim in Word. Ethical approval was granted by the 
University of Sydney Human Research Ethics Committee 
(2021/101).

Researcher bias was minimised through iterative 
coding and ongoing reflections of the researcher [26]. 
This was achieved with mind mapping, self-reflections, 
memos, journaling and the interrogation of unintended 
bias for the duration of this study. Further study rigour 
was aligned with fit, whereby the data applied to par-
ticipant responses and applicability, that is, findings 
offer new insights regarding dental utilisation [27]. 
Additionally, the developed themes were created from 
the properties and dimensions within the data and his-
torical contextualisation for CALD mothers were also 
collated to understand previous dental care experiences 
[27]. Study reliability and triangulation was conducted 

with the research team through repeated discus-
sions of the data, coding and analysis [28]. Quotations 
were selected to include as many participant voices as 
possible.

Data analysis
Data analysis was performed using grounded meth-
odology within the school of Strauss and Corbin [27]. 
Grounded theory in this study emphasises a research 
method and generation of theory, to explain the expe-
riences of dental care in CALD mothers. Inductively, 
line by line open coding with reiterative reading, mem-
oranda and repeated examination of transcripts was 
performed. Coded data (which included demographics, 
experiences etc.) was sorted into categories using Excel 
(known as axial coding). Sorted categories were then 
grouped into sub-themes of shared similarities, pat-
terns or experiences. This process was cyclical, ongoing 
and repeated over a period of ten months. Theoretical 
data saturation was achieved when no further insights 
or new data emerged with CALD mothers interviewed 
[27]. Five codes were removed from further analysis, 
which occurred due to lack of group consensus. For 
instance, the code ‘fear’ was dropped, as reported by 
only one participant. Subsequently, sub-themes were 
identified from coded data which resulted in two over-
arching themes; 1) dental hesitancy and 2) experiences 
with health workforce personnel. For the purposes of 
this paper, dental hesitancy is extrapolated.

Following the above analysis, a theory was gener-
ated to describe the factors to oral healthcare utilisa-
tion in CALD mothers, which was grounded in the 
data. To situate this theory within the evidence base, 
a modified version of the vaccine hesitancy model was 
utilised, which was first devised by the WHO SAGE 
working group [29, 30]. This model highlights barriers 
to vaccine uptake which were surprisingly comparable 
to our data for dental care. The 3C vaccine hesitancy 
model incorporates confidence, defined as trust and 
safety, complacency such as self-efficacy and conveni-
ence, which encompasses affordability and literacy lev-
els [29]. We diverge from ‘convenience’ in the vaccine 
model to incorporate ‘C’ factors based on our findings 
from within our data. Therefore, ‘5C’ sub-themes were 
included, which deviates to the ‘3C’ vaccine model 
(Additional file 1: Appendix 1). Notably, we distinguish 
our definition of ‘hesitancy’ from the SAGE work-
ing Group who ascertain ‘the delay or refusal, despite 
availability’. Instead, we define hesitancy in terms of 
the dictionary defined ‘reluctance or delay’. Notably, 
this model has not yet been applied within the oral 
healthcare literature, which has primarily focussed on 



Page 4 of 10Marcus et al. BMC Public Health         (2022) 22:2199 

behavioural aspects, or the five ‘A’ framework of access 
[31].

Results
The resultant sample included 33 CALD mothers, who 
conversed in various languages and were born in either; 
China, Fiji, India, Israel, Macedonia and Nepal partici-
pated (see Table 1). Mothers had children aged 12 years 
or under. Sub-themes are shown below, as reported in 
order of frequency.

Cost
Affordability was the foremost barrier to oral healthcare 
utilisation in our study. In consensus, dental care in Aus-
tralia is extremely costly (Amruta, India) for CALD fami-
lies. A Medicare system was suggested by mothers, to 
help cover the cost of general cleaning. This was particu-
larly highlighted when arriving from a foreign country in 
which the currency conversion rate is much lower to the 
Australian dollar … It is too much … especially when you 
migrate initially-in the initial stages, every dollar looks 
very big (Amruta, India).

Uh, (dental access) problems, because of it being 
expensive! Then I said, “Okay”. This Australia, this 
Nepal, the condition seems similar … (Rita, Nepal).

Knowledge, attitudes and belief in regular dental vis-
its to prevent severe oral health problems from occur-
ring was generally shared by 60% of CALD mothers. 
This idea of preventive oral healthcare seemed to be 
well understood. Although CALD mothers displayed an 
understanding and knowledge about oral healthcare pre-
vention, the delay in access and utilisation occurred, as 
predominately related to the costs involved.

People from our background, from India, we do 
delay the treatment. We don’t try to seek that care 
which we should just because of the cost involved. 
We’re trying to heal or treat ourselves on our own. 
We are just taking painkillers but not taking good 
care or health care and not accessing, not seeking 
the dental care treatment or the cleaning services or 
the dental check-up that should be done....(Amneet, 
India).

One solution to this issue of cost was dental travel to 
the home country. However, this largely related to multi-
ple factors of family support, lower costs and/or known, 
trusted providers in the home country.

You know, you have to spend a lot, and then you’ll be 
like, “oh I’ll leave it this year, we can do it next year”. 
Something like that, I have like, five fillings to be 
done, you know … And then you’ll be like, oh, if I can 
avoid, you know, then you’ll avoid it. That’s one thing 
which I think is really expensive. You have to go back 
in India. It’s very cheaper over there...(Disha, India).

Confidence in quality care
Confidence was reported by participants as the desire 
for trustworthy, quality care providers, reiterated in 
terms of an ethical or ‘good dentist’. Some CALD moth-
ers reported negative dental experiences with an inade-
quate provision of care in Australia (and/or in the home 

Table 1 Sample demographics of CALD mothers, n = 33

Pseudonym Country of birth Languages spoken 
other than English

Year 
migrated to 
Australia

Jia Li China Cantonese, Mandarin 2012

Li na China Mandarin 2017

Mei Zhen China Cantonese, Mandarin 2006

Xiang China Cantonese, Mandarin 2006

Aishwarya Fiji Fiji-Hindi 1995

Manushi Fiji (Lautoka) Fiji-Hindi 2013

Priyanka Fiji (Lautoka) Hindi 1990

Shreya Fiji Fiji-Hindi 1987

Sushmita Fiji Fiji-Hindi 2009

Aditi India Hindi, Sanskrit 2016

Amruta India Marathi 2009

Neha India Hindi 2003

Shraddha India Hindi 2010

Sulaksha India Hindi, Telegu 2009

Bipasha India (Bangalore) Hindi, Kannada, Telegu 2008

Isha India (Bangalore) Kannada 2009

Kalpana India (Bangalore) Hindi, Kannada 2014

Keerthy India (Chennai) Tamil 2020

Chhaya India (Delhi) Hindi 2019

Vaishali India (Delhi) Hindi 2009

Disha India (Gujrat) Gujrati 2010

Janki India (Gujrat) Gujrati 2009

Sujathaa India (Hyderabad) Hindi, Telegu, Urdu 2017

Shweta India (Mumbai) Hindi, Marathi 2008

Jasleen India (Punjab) Punjabi 2017

Amneet India (Punjab) Punjabi 2016

Gurpreet India (Punjab) Punjabi 2014

Sachpreet India (Punjab) Punjabi 2008

Surjit India (Punjab) Punjabi 2015

Aliza Israel Hebrew 2015

Vera Macedonia Macedonian 1996

Anushka Nepal Nepalese 2005

Rita Nepal Nepalese 2014
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country) that occurred to the CALD mother and/or their 
families. The below excerpt is from a dental care experi-
ence that occurred in Australia.

But yeah, they (relative) were not cared for properly. 
And so, I just don’t know if there could be a regu-
latory body in that space as well to make sure the 
treatment which the dentist provides is up to the 
mark … She was unhappy with the dentist. And she 
said that yeah, it’s not worth it, you know, going and 
visiting a dentist. I keep up with the regular treat-
ment but then there are things which are not right 
…. then you know, they stop having trust. So, that 
becomes a trust issue then, then you don’t want to go 
and see a dentist and then same thing you pass on to 
your kids … (Vishali, India).

Dental provider trust was further underscored whereby 
treatment decisions were enforced onto the patient. This 
however posed concerns about need and/or unneces-
sary work. For instance, a mother described unnecessary 
treatment, although she was unable to question the den-
tist at the time.

… kind of enforced, and you kind of felt like, you 
said it was, sort of, pushed into doing it … And then, 
you see it’s- when you’re sitting on the chair, you 
feel, worried, [chuckles] mouth wide open...That is 
not the time where you can say a lot of things...No, 
we can leave it in-I’m happy with that or things like 
that. Uhm, and she (Dentist) … “Okay, so you’ve got 
this black thing here. So, let’s get it out and I’ll just 
replace it with something else.” I’m like, Uhm, okay....
uhm, I’m happy with what I’ve got, I don’t mind it. 
I’d rather leave it in … (Amruta, India).

Dental billing concerns were raised whereby dental 
practices have the discretion to decide the fee amount, 
which invariably differs by each surgery. Some practices 
charged consultation fees or provided unnecessary work. 
CALD mothers who encountered such experiences, 
expressed avoidance of the specific dental provider/clinic 
for future dental visits for their own family. A mother 
reported that she was forced for an x-ray at a new clinic, 
when she already retained a recent x-ray from a previ-
ous clinic and didn’t wish to expose herself to radiation 
superfluously. The lack of standardization in billing or 
policies at provider centres was further questioned by 
CALD mothers in terms of patient interests or business 
profits.

I tried to ask why and why there is a gap...Somebody 
told me they took some deep clean, or they have 
some x-ray done...I’m not so sure whether they done 
… but I’ve still been forced to do that (x-rays) or why 

are you (dentist) just gonna charge me for the $180 
for the first consult? (Xiang, China).

Experiences of dissatisfaction with dental providers 
was also reaffirmed with a sense of frustration.

I think the way, way we were charged. Because 
they both say they did cleaning. But I don’t know 
what sort of cleaning they did. So, because cleaning 
I didn’t, I didn’t ask you to do cleaning, why you’re 
doing it? They charged us a hundred dollars for it, 
which was not needed. So, I didn’t like that. (Janki, 
India).

Confusion navigating the public‑private healthcare system
The Australian healthcare system was described as con-
fusing, particularly regarding the dual public-private 
healthcare system and lack of information. Uncertainty 
about where to begin within the dental system was 
reported … .though I’m working here, I don’t have much 
connectivity or knowledge about the local dentistry over 
here (Keerthy, India). The healthcare system in the home 
country was described as ‘easier’ to understand com-
pared to the ‘confusing’ and very difficult to understand 
the difference between public and private (Sushmita, 
Fiji) healthcare system in Australia. This perception was 
shared between majority (75% of participants), including 
mothers with tertiary qualifications and spoke with high 
levels of English proficiency. Co-designed suggestions 
were provided by mothers, for instance simple, graphical 
information (translated into other languages) that entails 
system information, and what is covered and where to 
access support. Navigating the healthcare system was 
more pronounced for new mothers to Australia, com-
pared to mothers residing in Australia for over ten years.

...I think it might be a bit confusing when you- like 
the Australian system is- is not- it’s not private but 
it’s not public. It’s something in between. In Israel, 
it’s very uh, public uhm, more public. So, it was a 
bit confusing in the beginning to understand what is 
included in the insurance, what is not. Uhm, whose 
doctor work- works with which insurance? First, 
when you emigrate, you prefer uhm- [clicks tongue] 
you prefer not to have any out-of-pocket expenses.” 
(Aliza, Israel).

Maybe there should be a service where they can let 
you know what you’re, just like a Medicare thing...
When they can let you know what you are, you 
know, ah, ah, you know entitled to and how to access 
some of the services. And I know, I know that some 
hospitals do you have dental care but you need to 
be on a waiting list ...I think this is only if you’re get-
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ting umm Centrelink payment.... But it’s almost like 
umm, it’s almost like a hush-hush...Like, people don’t 
really know about it. (Vera, Macedonia).

A key distinction to the Australian oral healthcare sys-
tem and the origin country was the need to plan dental 
visits approximately six months in advance. In this exam-
ple, a mother referenced a specific provider who was 
associated to a private insurance company, which meant 
that no gap payment would be incurred. This experience 
was starkly different to healthcare systems from origin 
countries, with next day availability of dental appoint-
ments or walk-in clinics. Oral healthcare information 
was also requested by CALD mothers who lacked social 
and cultural support and/or were new to Australia (under 
6 years).

In China if you feel some prob-problem, you can 
see the dentist uh right away more quickly, yeah, 
yeah, yeah. It’s different. Yeah, and here, I think nor-
mally immigrants don’t know you need to arrange 
this thing in advance yeah. Like, like you arrange a 
holiday, like few months before, yeah, it’s different. I 
think it’s the different culture. (Li na, China).

Competing priorities
Starting anew in a foreign country required various 
changes in the lifestyle, system and processes. The Aus-
tralian lifestyle was constantly reaffirmed as ‘busy’ and 
‘hard’ in terms of juggling all else, which resulted in the 
delay in access or utilisation of oral healthcare services 
for CALD mothers. Child-family responsibilities also 
took precedence whilst time challenges added to the 
complexity when working full time or negotiating care 
for children …. And having young kids, going to the den-
tist by myself is really, a really hard thing um, because 
I’m pretty much primary carer of the kids, so, it’s, it’s like 
I would need to organise babysitting to go to the dentist. 
(Shreya, Fiji).

Mothers reiterated the focus is on the children. You 
can’t get dental and general well-being, and like you 
always pushed yourself to the side (Priyanka, Fiji). A regu-
lar dental clean/check-up was also not a priority due to 
competing health concerns that were considered more 
significant than oral healthcare. You know, there are many 
other more important issues to handle like day-to-day 
issues. My diabetes, you know, uh, my weight and stuff like 
that which I need to be in control. (Keerthy, India).

Complacency
Complacency encapsulated the concept of ‘no need’, self-
efficacy and lack of oral health priority. Oral healthcare 
avoidance due to sociocultural beliefs of ‘no need’ and 

the perceived risk from a lack of regular oral healthcare 
was considered low. Sociocultural practices in origin 
countries differed, for which dental care was likely to be 
obtained when pain was experienced by 36% of partici-
pants. Dentist access or utilisation was further avoided if 
pain subsided. Several access barriers overlapped which 
led to dental delay or avoidance, as described by CALD 
mother, Gurpreet. The below example underlines differ-
ing sociocultural factors in terms of health education for 
prevention as well as system related policies to enable 
reduced oral healthcare costs.

… one is no need. I don’t have any pain and the-- other-
wise like ah it’s costly as well. So, I don’t want to go for like 
just for normal check-up. (Gurpreet, India).

Another aspect of complacency involved difficulties 
in behaviour change due to the multiple demands, time, 
norms or habits associated with living in Australia.

...honestly until now, I have never been to a dentist 
for myself … They (people from community) don’t go 
to the dentist unless they are under severe pain. They 
postpone things. Okay, let’s go in tomorrow. It’s not 
ringing, paining or they’ll try to home medicine, then 
clove oil … They’ll have to wait and see whether it’s 
going up ... And then only at the later stage they will 
go to the doctor. Even if it comes to me, I will do the 
same though. It’s very hard for me to change myself. 
Um every time I say. Okay. I think I’ll do it from next 
week. I’ll do it from next week. Always from next 
week, but I,I,I don’t know how to do it along with 
how I’m living, you know. (Sulaksha, India).

Several individual, social and system factors overlapped 
and interconnected. For instance, cost and competing 
priorities overlapped when discussing life and child car-
ing responsibilities. Confidence incorporated trustwor-
thiness and provider competence while complacency 
involved the lack of priority given to oral healthcare. 
Hence, the interplay between macro systems, provider 
and individual/family level factors align with the previ-
ous evidence [16]. On a separate note, acculturated (that 
is, the duration of time exposed to host country norms 
and practices) CALD mothers who resided in Australia 
for over ten years, also expressed dental hesitancy due 
to cost, lack of time or need barriers. Our study sug-
gests that CALD mothers from India were more likely 
to travel to the home country for family purposes and 
consequently receive dental care, which was not reiter-
ated by other country born CALD mothers. Significantly, 
CALD mothers asserted hesitancy with the delay or 
avoidance in dental care services due to five ’C’ determi-
nants within the Australian context. Collectively address-
ing all dimensions of the five ’C’s would facilitate dental 
access and utilisation for CALD mothers (Fig.  1). Our 
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social constructivist conceptual approach enables us to 
explain concepts, constructs and relationships to coher-
ently explain the phenomenon of interest [32], in this 
case, dental utilisation in CALD mothers. The combina-
tion of five ‘C’ factors and the theme, dental hesitancy 
was together theorised as the dental hesitancy phenom-
enon. This phenomenon explains the barriers to underu-
tilisation or dental delay for CALD migrant mothers as a 
result of five ’C’ factors, as illustrated in Fig. 2. We utilised 
a continuum to define hesitancy as never having accessed 
dental care to sporadic, delayed dental care. Notably the 
dental hesitancy phenomenon was both inductively and 
deductively devised from within the study data.

Discussion
This study contributes firsthand experiences in oral 
healthcare for CALD mothers residing within the Aus-
tralian multicultural setting. Findings highlight the utility 
of the dental hesitancy phenomenon within the Austral-
ian context. The phenomenon is used to explain both the 
dental hesitancy theme and the five ‘C’ determinants as 
barriers to accessing oral healthcare: cost, confidence, 
confusion navigating the healthcare system, competing 
priorities and complacency. Multiple intersecting fac-
tors that contribute to micro and macro level disparities 

in oral healthcare were evident. For instance, information 
clarity is required about the public-private healthcare 
system, particularly for new CALD mothers to the coun-
try. Illustrated by a CALD mother was the distinct socio-
cultural practices from the origin country to Australian 
norms. Metaphorically, this was depicted as the need to 
schedule dental care several months in advance, likewise, 
to planning a holiday. Hence, multipronged approaches 
at the policy, provider, community and family level that 
address the dental hesitancy phenomenon is required, 
to promote oral healthcare utilisation for CALD moth-
ers. Despite the in-depth exploration of findings, caution 
is required when interpreting results. Our sample com-
prised mothers with an adequate to high level of English 
proficiency, despite various methods to recruit diversity 
in languages and countries. Moreover strengthening 
policy, programs and community support, in alignment 
to the WHO UHC resolution in oral healthcare [3] to 
promote oral healthcare equity in CALD communities is 
needed within the Australian context.

The utility of this dental hesitancy phenomenon, from 
the perspective of CALD mothers, shifts beyond the 
psychosocial fear focus within the behavioural oral 
healthcare literature. A wider range of sociocultural 
factors hindered access to dental services within this 
Australian context and time (We note time, consider-
ing publicly funded dental care programs are limited at 
present, but this could change in the future). Notably, 
the complexity in accessing dental care is not merely 
individual level factors. Social factors interact and hin-
der dental accessibility. Thus, logistical challenges were 
reported although this did not relate to geographic 
proximity of dental providers in our findings. For exam-
ple, CALD mothers who were employed during week-
day hours were coupled with home responsibilities after 
hours. Therefore, dental hesitancy is not solely a behav-
ioural or psychological issue, which contrasts with the 
evidence on dental anxiety [33, 34]. In this case, CALD 
mothers do not appear to have experienced traumatic 

Fig. 1 The dental hesitancy phenomenon

Fig. 2 Dental utilisation from zero to regular oral healthcare utilisation in CALD mothers
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childhood dental experiences, that is commonly linked 
to dental anxiety [34]. Distinctly, the five ‘A’ framework; 
approachability, acceptability, accommodation, afforda-
bility, and appropriateness, was not utilised considering 
all these domains were not reported in our study data. 
To further elucidate, participants interviewed were in 
urban geographic locations and the expansion of den-
tal practitioners across greater metropolitan areas 
meant that ‘accommodation’ was irrelevant in our study 
findings.

The dental hesitancy phenomenon is aligned to 
widely cited evidence of social determinants, whereby 
individual living and working (and other) condi-
tions consequently impacts health [2]. This contrasts 
to the literature on vaccination hesitancy [29] [35]. 
For instance, vaccination hesitancy is not necessar-
ily impacted by education or socioeconomic status 
wherein low levels of vaccine uptake is indicated in 
highly educated groups [36]. For instance, Sabbah and 
colleagues [37] conducted an epidemiological study 
in oral health, using the National Health and Nutri-
tion Examination Survey (NHANES) data. The study 
substantiates a social gradient in oral health which 
impacts health outcomes, as influenced by income and 
education [37]. Further, Lane and colleagues reported 
a global analysis which explored the most common rea-
son for vaccine hesitancy. Findings underline the ‘risk-
benefit’ parameter as the main hinderance to vaccine 
hesitancy [38]. This ‘risk-benefit’ can be viewed in con-
gruence to ‘complacency - competing priorities’ from 
our study. Parallels are moreover evident in vaccine 
miscommunication and the lack of accessible trust-
worthy oral healthcare information, which remains 
an ongoing challenge to be addressed, particularly for 
CALD communities [23]. For instance, one cross sec-
tional study identified disparities in trust pertaining to 
vaccine hesitancy amongst CALD groups [39]. Asso-
ciated with trust, confusion is a reported barrier in 
both vaccine and dental hesitancy. In our study, CALD 
mothers narrated confusion in navigating the oral and 
general healthcare system, including subsidised dental 
care options. The OECD substantiates that Australia’s 
healthcare system is one of the most complicated sys-
tems in the world [40] and thus healthcare system 
simplicity and information clarity is required. Conse-
quently, implications for the lack of public oral health 
information and/or messaging interposes with the 
dimension of complacency and the inappropriate per-
petuation that oral health is not a public health priority. 
Targeted communication in collaboration with CALD 
communities, including a ‘one-stop’ online website 
(with simplified information) and primary healthcare 

professionals was suggested by participants as key ena-
blers to overcome dental hesitancy.

Limitations
Findings from this study lack transferability to other con-
texts or population groups, due to the specific sample 
of CALD mothers interviewed. Outlying data unfit for 
inclusion within this dental hesitancy theme included 
CALD mothers who were unable to travel to the home 
country because of COVID related travel restrictions. 
This comprised 18% of the sample, who primarily travel 
for family purposes and then subsequently receive dental 
treatment. Reasons for overseas dental treatment gen-
erally intertwined with cost, confidence in quality care 
and competing priorities and thus was not included as a 
sub-theme. Considerations for study limitations included 
distinct socioeconomic positions of CALD mothers. For 
instance, mothers who utilised private health insurance 
to help reduce dental costs, in contrast to mothers with-
out the ability to pay for dental services and treatment. 
This exacerbates oral healthcare inequalities whereby 
governing actors and regulating bodies have the power to 
influence and shape population health equity. Participant 
recruitment inequities occurred within this snowball 
approach whereby online membership to CALD specific 
community groups automatically excluded participants 
without access to this form of social and cultural capi-
tal. Language barriers were not reported in this sample, 
which is likely to differ to the needs of humanitarian and 
refugee CALD migrants. Perceived or experiential rac-
ism was not probed as participants in this study reported 
‘respectful’ experiences. Again, this could be attributed 
to participants displaying English proficiency, tertiary 
qualifications and/or employment/income levels. More 
specifically, we did not collect qualification/income data 
as per ethical approvals, however just under half of the 
group voluntarily reported this information. The evi-
dence indicates racial inequalities are experienced by dif-
fering population groups and thus further research with 
refugees and those with low levels of English proficiency 
is warranted. Implications from this study help inform 
oral healthcare services that are relevant for CALD com-
munities. Further research is needed to assess the com-
prehensiveness of findings. This could include constructs 
in quantitative research methods that address questions 
pertaining to the 5C’s.

Conclusion
Understanding the reasons for low uptake of oral 
healthcare utilisation in CALD communities, with 
first generation migrants whose first language is not 
English, is essential to promote population health 
equity. Findings from this study reveal the utility of the 
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dental hesitancy phenomenon as the delay or avoid-
ance in access or utilisation of oral healthcare in CALD 
mothers. This phenomenon incorporates the combi-
nation of the dental hesitancy theme and attributing 
five ‘C’ factors: cost, confidence in quality care, confu-
sion navigating the healthcare system, competing pri-
orities and complacency. Multisectoral collaboration to 
address all ‘C’ factors is required. Explicitly, integration 
of the primary and oral healthcare systems, including 
policy development for improved and targeted pro-
grams and services, health education support and the 
provision of accessible and simplified information. 
Findings further support universal health coverage in 
oral health within the Australian context, to promote 
more equitable access to oral healthcare within CALD 
communities.
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