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Objectives. Several groups in Manitoba, Canada, experience early childhood caries (ECC), including Aboriginal, immigrant, and
refugee children and those from select rural regions. The purpose of this pilot study was to explore the views of parents and
caregivers from four cultural groups on early childhood oral health and ECC. Methods. A qualitative descriptive study design
using focus groups recruited parents and caregivers from four cultural groups. Discussions were documented, audio-recorded,
transcribed, and then analyzed for content based on themes. Results. Parents and caregivers identified several potential barriers to
good oral health practice, including child’s temperament, finances, and inability to control sugar intake. Both religion and genetics
were found to influence perceptions of oral health. Misconceptions regarding breastfeeding and bottle use were present. One-on-
one discussions, parental networks, and using laypeople from similar backgrounds were suggestedmethods to promote oral health.
The immigrant and refugee participants placed emphasis on the use of visuals for those with language barriers while Hutterite
participants suggested a health-education approach. Conclusions. These pilot study findings provide initial insight into the oral
health-related knowledge and beliefs of these groups. This will help to inform planning of ECC prevention and research strategies,
which can be tailored to specific populations.

1. Introduction

Oral health plays an important role in overall health. This is
particularly true during early childhood as oral health can
influence overall health and well-being [1]. Keeping primary
teeth healthy is essential as those who suffer from caries in
their preschool years are more likely to experience caries
throughout childhood and adolescence [2, 3].

Early childhood caries (ECC) is decay affecting the pri-
mary dentition of children <72 months of age [4, 5]. Several
groups have been found to be at a high risk for ECC including

First Nations andAboriginal children, refugees and newcom-
ers, and those experiencing poverty [6–9]. Prevalence rates
for ECC in several distinct Canadian pediatric populations
have been reported with most groups exhibiting rates above
40%. For instance, urban and on-reserve First Nations and
Aboriginal children are reported to have high rates, some-
times reaching 80–90% of the population withmanymeeting
the definition of severe early childhood caries (S-ECC), a
more rampant form of ECC [8–10]. Meanwhile nearly 40%
of rural Hutterite children have been reported to have S-ECC
[11]. Other groups in Canada such as Vietnamese children,
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immigrants from South Asia, and Portuguese-speaking
immigrants have been reported to experience ECC [12–14].

However, still very little is known about the oral health
of newcomers, although anecdotal conversations with practi-
tioners would suggest a high level of dental needs. There is
a growing realization that newcomers are at increased risk
for caries as the American Academy of Pediatric Dentistry
(AAPD) has included a question on “immigrant status” in
their caries-risk assessment tool (CAT) [15].

There are many challenges involved in promoting oral
health to high-risk groups. First and foremost is the difficulty
associated with reaching these populations. Additionally,
“one-size-fits-all” approaches and strategies that have worked
with the general population often have little impact on
reducing the incidence of ECC in high-risk populations and
may not be effective with distinct cultural groups [16]. Even if
it were possible to reach all high-risk children and provide
them with tailored programming, the desired behavioural
changemay not take place (despite the increase in knowledge
offered by traditional oral health approaches) [16].

Differing practices and views on oral health, which may
be related to cultural diversity, may contribute to increased
caries risk. Many aspects of cultural diversity can influence
oral hygiene routines, diet, health beliefs, reaction to pain,
and access to care, factors which may in turn affect oral
health status [17, 18]. If a person belongs to a cultural group
that does not define poor oral health as abnormal, they may
lack both information about oral health and access to care
and may not comply with professional recommendations for
treatment [18, 19].

There is a growing realization that qualitative research
methods are useful in identifying how knowledge and ideas
“develop and operate within a given cultural context” [20].
Overall, there is limited qualitative research on the topic
of ECC and the promotion of early childhood oral health
(ECOH) among cultural minority groups in North America
[21, 22]. There is a growing realization that qualitative
research methods may be helpful to uncover family and
cultural issues that influence infant and preschool oral health.
Having an appreciation of different cultural views may allow
for focused outreach and promotion activities [23, 24].While
known barriers to good oral health include a lack of funds to
seek dental care (especially with newcomer populations [25]),
the effect of knowledge and beliefs on child oral health is less
well understood. Parental and caregiver lack of knowledge
of and negative attitude towards preschool oral health have
been found to be associated with increased caries experience
in their young children [23].

The purpose of this pilot study was to examine the knowl-
edge and beliefs of parents and caregivers from four different
cultural groups with respect to ECOH and ECC.The ultimate
goal was to use these findings to assist in tailoring ongoing
promotional activities to improve ECOH and prevent ECC.

2. Methods

A qualitative study design using focus groups was chosen
to explore parent and caregiver views on ECOH and ECC

from four different cultural groups. This pilot study was
undertaken by the Healthy Smile Happy Child (HSHC)
partnership that has been promoting ECOH in Manitoba,
Canada, since 2000. The partnership adopted and maintains
a community engagement approach to address ECC and
has been guided by three pillars: community development,
health promotion and education and evaluation [26–28].
Focus groups were selected as health promotion programs
can often be strengthened through participatory planning
approaches that allow participants to voice their experiences
and opinions [29]. The project team recognized the value of
focus groups and the different findings that can be obtained
using such an approach.

Four pilot focus groups involving parents and caregivers
of children <6 years of age were held. Each focus group
involved a different cultural group and was held in southern
Manitoba, Canada. A nonprobabilistic approach to recruit-
ment using a convenience sample of participantswas selected.
The four groups included parents and caregivers from an
urban Aboriginal community, a rural Hutterite colony in
southwest Manitoba, a refugee group in the city ofWinnipeg,
and an urban group of recent newcomer immigrants to
the city of Winnipeg, Manitoba. These four distinct groups
were selected as children from these communities often
experience a higher burden of ECC than the mainstream
population.

Aboriginal participants were recruited through an Abo-
riginal Head Start program and an organization providing
culturally relevant preventive and supportive programming
to families. All participants were self-identified as Aboriginal
(First Nations orMétis). Hutterite participants were recruited
with the help of a teacher and research assistant who was
a member of a Hutterite colony and who had an existing
working relationship with the Department of Pediatrics and
ChildHealth at the University ofManitoba.TheHutterite live
on colonies and are a communal branch of Anabaptists (like
the Amish andMennonites) [30]. Meanwhile, refugee partic-
ipants were recruited through theCanadianMuslimWomen’s
Institute. Participants had refugee status and had been in
Canada for at least one year. Finally, the newcomer focus
group participants were recruited from an English-as-an-
additional-language (EAL) program in Winnipeg, Canada.
Participants were landed immigrants, who had an English
benchmark of at least four and who had been in Canada for
at least one year.

The team facilitating the focus groups included a qualita-
tive research consultant and a HSHC staffmember.The study
was approved by the University of Manitoba Health Research
Ethics Board and followed established community research
protocols. Participants provided written informed consent
and permission for audiorecording of the discussions. The
research team made notes on a flipchart during the discus-
sions while the HSHC team member took additional notes.
Participants were invited to review the notes and to correct,
delete, or add to any inaccurate or inadequate representations
of their comments. Participants in the urban focus groups
were provided with bus tickets and all participants received
a small honorarium.
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Focus group discussions followed a sequence of guiding
questions from a semistructured tool developed by theHSHC
partnership as follows.

Semistructured Interview Guide

(1) I would like to start by asking youwhat “healthy teeth”
means for babies or very young children (under 5
years old). If I said that someone’s child had healthy
teeth, what would that mean to you?

(a) Is it important for kids to have healthy teeth in
your culture?

(b) What do you think makes very young kids get
cavities or decay in their baby teeth?

(2) Do you think whether or not a child’s baby teeth are
healthy makes any difference to their overall health?
If yes, ask how or in what ways.

(3) Where did you learn how to take care of your babies’
or young children’s teeth?

(a) Has anyone ever learned about dental care for
babies or very young kids at any of the programs
they attend?

(b) Has anyone read any pamphlets or brochures
about dental health for babies or young kids?

(c) What do you think is the best way to get
information out to parents and families about
dental health for babies or young kids?

(4) How do you take care of your babies’ or young chil-
dren’s teeth?

(a) Are there any specific practices that your culture
does to keep children’s teeth healthy?

(b) What helps you keep your babies’ or young
children’s teeth healthy?

(c) Are there any things that make it hard for you
to take care of your babies’ or young children’s
teeth?

(5) Does anyone here have children who have had prob-
lems with their teeth?

(a) What kinds of problems did they have?
(b) What did you do about it?
(c) Does anyone here know any kids who have had

dental surgery? If yes, ask what that was like for
the kids and the families.

(6) Is there one thing that somebody (anybody—gov-
ernment, health workers, family members, the people
in this room, or anyone else you can think of) could
do to help parents and caregivers take care of young
children’s teeth? What would it be?

(7) Is there anything else that you would like to tell me
about what we talked about today?

Questions of particular interest included what good oral
health means for their child, their experiences with dental
problems like ECC, and how they learned to care for their
children’s teeth. Another area of interest was whether there
were any practices unique to their cultures relating to caring
for young children’s teeth. Additional probing questions were
used as needed to elicit specific details or clarification. Notes
and recordings from each focus group were transcribed
verbatim and analyzed independently using thematic analysis
by two members of the team. When analyzing the data,
transcripts from each of the participant groups were exam-
ined independently, drawing out participants’ responses to
the overarching research questions. Themes that emerged in
each cultural group were reported separately so that findings
would be more practical to inform existing and future oral
health promotion and research activities.

3. Results

A total of 40 parents and caregivers participated in this
pilot study, including nine in the Aboriginal focus group
and 14 in the Hutterite focus group. Eight were residents of
the community where the focus group was held while the
additional six resided at a different colony.The refugee group
included 11 parents and caregivers. Participants originated
from countries in Africa, the Middle East, and Western Asia
including Chad, Congo, Ethiopia, Iraq, Morocco, Nigeria,
and Somalia. Six people participated in the immigrant focus
group and were from Africa and Western Asia including
Congo, Eritrea, Nigeria, and Sudan.

4. Aboriginal Group

4.1. Definitions and Perceptions of Oral Health. Aboriginal
participants described healthy teeth as being clean, free from
decay, and not falling out.Themajority agreed that baby teeth
are important. Participants referred to a link between oral
health and temperament, stating that

if they have a toothache, they’re going to be all
upset and miserable, crying, in pain and if they
have a cavity, then they’re going to be crabby. If
they have healthy teeth, they won’t be grouchy.

However, another participant felt that baby teeth are of
little value as they are “going to fall out anyway.”

Two main risk factors for caries were identified. One was
a mother’s diet during pregnancy and the other was the use
of bottles and bottle-feeding. One participant expressed,

“Everything you eat when you’re pregnant,
everything that goes in your mouth, your baby
gets it”

Some participants believed that giving children a bottle at
bedtime or naptime causes caries. While several participants
had heard this before, a few stated that they did not believe
this to be true.

Participants generally learned how to care for their chil-
dren’s teeth from their mothers, grandparents, and friends.
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One participant described how her grandparents tought her
to use a facecloth and infant toothbrush to clean her babies’
gums and teeth. Another indicated that she learned about
using infant toothbrushes and toothpaste and the importance
of antenatal oral health by attending a community-based
Healthy Baby program.

Participants identified several barriers to adopting good
family oral hygiene habits. This included uncooperative
children, the cost and inability to purchase oral hygiene
supplies, and lack of time. One participant expressed,

It’s hard with my kids to get them to brush their
teeth. I have to hold them there and brush for
them. They do not like to brush their teeth. It
only takes a couple of seconds, but it’s a big deal.

Another said, “Mine are too lazy.”
Some caregivers indicated that they had little difficulty

in getting their child to cooperate in brushing, though one
parent noted that despite this her child still developed caries
in her front teeth.

4.2. Participants’ Experience with ECC. Three participants in
the Aboriginal group had at least one child or family member
who had experienced S-ECC and underwent dental surgery
under general anesthesia (GA). One stated that her child’s
teeth had rotted before she reached the age of two because she
did not have enough enamel and had surgery to remove these
teeth. The mother of a three-year-old described the surgery
experience as “awful.” Another stated that her niece had all
her teeth removed when she was four years old.

Her teeth rotted really quickly. By the time she
was three years old, her top and her bottom was
just black, like on posters you see of tooth decay.
That’s how her teeth were.

Many of the parents indicated that they had difficulty
in getting their children to see the dentist. For some, it was
because they had been scared or hurt during previous dental
encounters or feared needles. Unfortunately, one mother
admitted that her son “has five cavities right now because he
won’t go to the dentist.”This fear of the dentist led two parents
to agree that itmight be better if the dentist were to simply use
a gas to “just knock [their children] out.”

4.3. Cultural Practices as Related to Oral Health. Aboriginal
participants shared information about traditional medicines
and practices such as the use of herbal and traditional
medicines when babies have rotten teeth. One had taken her
child to a traditional healer because of the way “the gums
looked” and had informed the dentist of this. However, par-
ticipants suggested that before incorporating any traditional
knowledge or medicines into programming and prevention
activities, it is important to first seek permission froman elder
to share knowledge and teachings.

4.4. Recommendations for Promoting ECOH. Sharing infor-
mation on a one-to-one basis and making use of existing

parental networks were described by participants as effec-
tive ways to promote ECOH within the urban Aboriginal
community. It was suggested that front-line workers, such
as public health nurses and dentists, begin making home
visits. Participants also suggested that elders “talk to children
in school about taking care of teeth and the [traditional]
medicines.”

5. Hutterite Group

5.1. Definitions and Perceptions of Oral Health. Hutterite
participants identified four factors they believed influenced
oral health: oral hygiene, intake of junk food, use of fluoride,
and genetics. Some participants felt that brushing and rinsing
may be more important than a child’s intake of candy and
treats.

You can have a kid who does not eat candy and
does not brush or a kid who eats lots of candy
and brushes and the kid who eats a lot of candy
will be better off.

Participants were not aware of colonies that fluoridate
their drinking water, but noted that fluoride does occur
naturally in the water of some colonies. Other colonies use
water that has been treated by reverse osmosis to remove
minerals and one participant wondered whether or not this
might affect oral health as it removes fluoride from the water.

Genetics were also identified as possibly contributing to
caries in Hutterite children. One mother pointed out that
even in colonies where parents “are making quite a bit of an
effort” to care for children’s teeth, “a lot of kids have to fill their
teeth.” Another stated that, while they did not remember ever
brushing their teeth as children, they never had cavities and
wondered if this might be due to genetics.

Parents and caregivers identified several obstacles to
caring for their children’s teeth. It was noted that, on sev-
eral occasions, the children’s temperaments hindered oral
hygiene. Specifically, childrenwere often too tired, grumpy, or
simply unwilling to brush their teeth. Parents and caregivers
also expressed difficulty in making the time to help or
encourage their children to brush their teeth due to their
own fatigue. Several parents in the group spoke about others
giving candy to their children. One parent stated, “I never give
her candy, but she gets it from everybody else!”

One caregiver acknowledged that she only cleans her
children’s teeth once a day, even though she knows it is
recommended to wipe the teeth after each feeding. Her
attempt to reduce the risk of decay was to give her baby
water to drink, a practice that other parents in the group
seemed to share. As one parent pointed out, it is important
to clean babies’ mouths because there are “something like 8
or 9 [sugar] cubes per cup” of breast milk, only “slightly less
than juice.”

Participants admitted that it can be painful and traumatic
for children when they have cavities, which can affect their
quality of life: “if [children] have bad teeth, how can they eat?”

5.2. Participants’ Experience with ECC. TwoHutterite partic-
ipants had children who had dental surgery for S-ECC. One
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participant’s four-year-old daughter had been complaining
of a toothache so she took her to a dentist who “found a
whole mouth full of problems.” She needed five teeth filled and
another two removed.

I never want to go through it again. . . seeing her
in all this pain and you cannot do anything at all.
You just have to wait for this appointment. And
it drives you crazy. And you’re guilty. I took the
blame. It’s my fault. I did not take enough care
of her teeth. Seeing her going into the operating
room, they’re going to put her to sleep and what
if she never wakes up? And all of those things. . .

5.3. Cultural Practices as Related to Oral Health. Those who
had learned about oral health through presentations in their
communities were willing to share information with other
family members. For instance, one passed along information
to family members that you should not give a bottle to a child
over one year of age. While participants felt empowered to
share with family and friends, they indicated that they might
feel uncomfortable about sharing information with others
whom they did not know well.

Participant 1: I wouldn’t dream of, if I see someone
giving a baby a bottle, a two-year old, saying, “Do you
know that’s not healthy?”
Participant 2: Of course not.
Participant 1: If I know them—but not if I did not know
them.
Participant 2: They basically wouldn’t have to listen to
you.
Participant 1: Well, it’s none of our business. It’s a
personal preference.
Participant 3: I might if I knew them a little—say do
you know that this could cause this or that.
Participant 2: But it’s always better if they get it from
somebody higher up.
Participant 1: Like at a meeting or a workshop.
Participant 4:That’s non-confrontational.

5.4. Recommendations for Promoting ECOH. Hutterite par-
ticipants indicated that workshops are an effective way to
share oral health messages. They appeared to value a “per-
sonal, one-to-one connection” style of learning. Oral health
pamphlets and posters are displayed in the colony. Materials
with both text and pictures were recommended as one parent
stated, “nothing propels you more to try to help your child
than to see the results of non-caring”, like “pictures of decayed
teeth.”

However, they did say that “if language is too high tech,
nobody’s going to read it.” The community kitchen seems to
be an established area for information sharing in Hutterite
colonies.

Some caregivers mentioned that they sometimes obtain
articles from the internet. They recommended strategies like

a parenting blog, forum, or an email list serve or contact list as
ways to disseminate information. Caregivers from this colony
also indicated that public health nurses could take a more
active role in providing information.

6. Newcomers: Immigrant and Refugee Groups

6.1. Definitions and Perceptions of Oral Health. Those in the
immigrant group felt that good oral healthmeant the absence
of swelling, pain, and broken teeth. One parent commented
that “if the first set of teeth starts bad then that will transfer
to new [adult] teeth.” Some in the refugee group felt that the
health of baby teeth is important and explained that there
is a relationship between overall health and healthy teeth.
Another felt that baby teeth do not affect adult teeth.

Two refugee participants believed that genetic factors play
a role in the process of decay, with one referring to the high
occurrence of “bad teeth” in her family. The consumption of
sweets, lack of oral hygiene, and the use of bottles were also
identified as contributing factors in caries development.

Participants also mentioned the inability to control their
children’s intake of sweets at school, which makes it difficult
for them to care for their children’s teeth. Milk and dairy
products were identified as good choices for children due
to their calcium content. One mother from the immigrant
group shared how she managed to curb her daughter’s intake
of sweets:

Sometimes you need to scare them.My daughter
likes chocolate and sugar. When she has cereal, I
give her a little sugar but she wants more. I tell
her that if I give her more sugar, when I take her
to the dentist, he’ll remove all her teeth. . . Now,
sometimes she says “Do not put sugar!”

Immigrant participants believed that regular visits to the
dentist or doctor were important practices. However, those
in the refugee group did not necessarily share this view, as
one participant stated that children do not need to go to the
dentist unless they are experiencing dental problems.

One immigrant mother mentioned how the dentist rec-
ommended that she give her daughter a cup rather than a
bottle as her daughter’s teeth had “turned black.” She said the
“bottle is not good for teeth.” Other participants agreed that
children should start using a cup at an early age instead of
bottles.

Parents and caregivers also shared information regarding
oral hygiene practices at home.They described cleaning their
babies’ gums and tongue using a cloth, warm water and
salt, baking soda, glycerin, or cotton wool. The majority of
participants indicated they had first learned about oral health
care from familymembers and friends and later frommedical
practitioners in their home countries. As one stated,

“I do with my daughter the same my mom did
with me.”

6.2. Participants’ Experience with ECC. Children of partici-
pants from the immigrant focus group were reported to have
had few dental problems. However, one child did develop
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caries involving the primary maxillary incisors. The mother
described her experience:

[The] family doctor, whenmy child’s tooth was a
little black, he told me to go to dentist and gave
address—but no other information. The dentist
said there’s nothing too bad about the teeth—it’s
just the colour. And when her new teeth come
out, they’ll be better. He said to brush all the time
and I do not have to feed her by the bottle.When
shewas small, I gave hermost of the time a bottle.
That’s why she had the problem. So I have to feed
her by the cup and you have to clean always her
teeth.

6.3. Cultural Practices as Related to Oral Health. Participants
in both groups spoke about the practice of using a twig from
a specific tree to clean teeth, stating that it has the additional
benefit of being natural and chemical-free. They referred to
this twig as a “sewak” and reported that the plant has “lots of
benefits for your teeth.” The twig is reportedly very effective:
“Sometimes a brush won’t get everything, but that one will take
everything off.” Some bring these twigs back when they return
from visits to their homeland. Another added that the twig
can also be purchased locally.

Participants in the refugee group discussed the impor-
tance of hygiene to the Muslim faith. As one participant
stated,

It’s part of the obligation. As part of Islam, we
pray 5 times in the day. It is most recommended
that you brush your teeth.There is a saying from
our prophet that if I would have told any human
being that these are the obligations that youmust
do, I would have encouraged them to clean their
teeth five times a day. He did not say it’s a must
for you—it’s a very strong recommendation that
it is very important.

6.4. Recommendations for Promoting ECOH. Participants
suggested that oral health promotion activities could be deliv-
ered through existing programs, classes, daycares, schools,
and organizations inwhich parents are already involved (such
as EAL classes or programs for moms and tots).

That’s a good reason to use community centres—
they can bring parents out, tell them what you
want to say, what they need to do. For people
who do not understand the language, it’s better
for them to see it with their eyes.

Some indicated that they would appreciate getting infor-
mation from a healthcare provider with experience and
knowledge whom they could easily trust. One suggested
that family doctors could distribute oral health information
during immunization appointments. Others felt that basic
information could be delivered by laypeople. People from
their own cultural community could be trained to pass on this
information. There was general agreement that some refugee
caregivers might prefer “someone who is like them” or who
knows their language.

7. Discussion

The purpose of this pilot study was to gain an initial
understanding of views on ECOH that may assist in shaping
effective and appropriate culturally proficient promotional
activities and materials targeting specific “communities”
within an increasing diverse population.

Even though the intent of these pilot focus groups was not
to contrast findings between the different cultural groupings,
it was interesting that there were some differences and appar-
ent similarities. For instance, when asked what contributes to
caries in young children, participants in the Aboriginal group
identified bottles and bottle-feeding along with prenatal diet
as being important while Hutterite participants identified a
lack of fluoride in the drinking water, junk food, and genet-
ics. Meanwhile, newcomer participants mentioned sweets, a
lack of oral hygiene, and genetics. One apparent similarity
between some of the groups related to barriers to regularly
cleaning their children’s teeth was seen as both participants in
the Aboriginal andHutterite groupsmentioned a lack of time
as well as their children’s temperament and uncooperative-
ness.With regard to promotingECOHeach groupmentioned
the importance of reaching parents and making personal
connections but offered unique suggestions ranging from
including Aboriginal elders to share traditional knowledge,
the use of workshops and health-educationmaterials with the
Hutterites, and using laypeople in newcomer communities
to including oral health messages in existing programs
providing assistance to these families.

Each focus group yielded useful suggestions on how to
possibly promote oral health and engage members of their
cultural community. For instance, Aboriginal participants
discussed at length the role of elders. Two specific issues
were identified, namely, seeking permission from an elder
to incorporate traditional medicine or knowledge into pro-
gramming and the elder’s actual role in information sharing.
These findings are consistent with those of a study examining
cultural factors affecting children’s oral health, which found
that elders and their wisdom were highly respected [17].

The Hutterite focus group elicited information not dis-
cussed in the other groups. They discussed concerns of
passing on information to strangers and the importance of
using a nonjudgmental approach as some felt guilty that
their child required dental surgery. They felt that appropriate
methods included the use of pamphlets, posters, and e-mail
updates.This resembles a health-educationmodel rather than
health promotion and community development approaches
and is not recommended for groups with low literacy levels,
language barriers, or limited access to computers. Hutterite
communities have a unique lifestyle as they live communally
with community ownership ofmost goods. Communal living
allows for less control over some aspects of living as compared
to other groups, as is evident with shared meals, dress, and
lack of individual finances [30]. This lifestyle may impact
their access to oral hygiene supplies and dental care. As
decision-making occurs at the community elder level, efforts
need to be directed to educating and building relationships
with community leaders. It is important to note that women
in Hutterite culture play a key role in making decisions about
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health [11, 30].We previously reported that Hutterite mothers
had a highly accurate view of their children’s oral health [11].

Both Hutterite and refugee participants believed that
genetics play a role in ECC development. While there is a
proven increase in dental agenesis in the Hutterite popula-
tion, presently there is no literature to substantiate a genetic
predisposition to caries with this group [31]. This belief is
likely based on the fact that some genetically associated
diseases, such as muscular dystrophy and cystic fibrosis, are
more prevalent in or exclusive to the Hutterite population
[32, 33]. Some genetic conditions do affect enamel and dentin
formation, which can decrease host resistance to caries (e.g.
amelogenesis imperfecta). However, there is now emerging
evidence supporting a genetic predisposition to caries in
some populations [34–36]. The belief that hereditary factors
contribute to caries is not exclusive to our study, as these
views were also held by Latino immigrant caregivers in
another investigation [24]. Regardless of the role that genetics
play, it is important to increase parental awareness of the
numerous factors involved in caries development so that they
can minimize their children’s caries risk.

Interestingly, some participants in the Aboriginal group
did not believe that putting children to sleep with a bottle
could cause caries. This was surprising, as bottle misuse is
a highly cariogenic practice. Other reports have suggested
that some parentsmay not understand this andmay routinely
give their infants and toddlers bottles at bedtime [23, 37]. In
a recent qualitative study, nurses reported that parents often
do not associate bottle-feeding with caries [38]. Our findings
also suggest that there may be some misconceptions about
general infant feeding that require clarification. For instance,
participants from the Hutterite group stated that breast milk
is high in sugar. While breast milk does contain a certain
amount of natural sugar, breast milk itself is not cariogenic
[39]. A recent review suggests that there is inconclusive
evidence to support a relationship between breastfeeding
and ECC [40]. However, while some studies have reported
that breastfeeding may be protective against caries [41]
other studies have reported that prolonged breastfeeding
and nocturnal breastfeeding may increase the risk [42].
The Canadian Dental Association’s recent position statement
on breastfeeding supports this practice but emphasizes the
importance of regular oral hygiene once primary teeth begin
to erupt [43].

Aboriginal participants received most of their oral health
information from mothers and grandmothers. Therefore, it
may be important to involve parents and grandparents in
oral health promotion activities to equip them with essential
oral-health-related information that they can then pass on
to younger generations. A move towards family-centred care
(which encourages the involvement of all members of a
patient’s circle, both familial and social) would assist in
meeting the needs of this group [44]. In our study, only
one participant received oral health messages from a health
professional. This was surprising, as the group identified
public health nurses as a possible messenger of oral health
information.

Immigrant participants possessed a good level of under-
standing about ECOH and few had children who developed

ECC. This may be in part due to what is called the “healthy
immigrant effect,” which suggests that the healthiest aremore
likely to migrate and be granted residence in another country
[45]. Participants in this focus group held differing opinions
about who should deliver information to members of their
community. While some felt that professionals would be best
as they “trust” them, others believed that lay workers in the
community would be better suited to promote ECOH. This
has been shown to be effective in the Vietnamese community
in British Columbia [14].

Several common themes emerged from the different pilot
focus groups. For instance, participants from each group
identified that the difficulty in cleaning their children’s teeth
and limiting sugar intake were challenges to keeping their
children’smouths healthy. Similar findings were also reported
in a recent study involving African newcomers to Canada
as they expressed concern over their inability to keep their
children fromeating sugar and candies andfightingwith their
children to brush their teeth [21].

Refugee participants believed that few of their children
had dental issues and suggested that children really only need
to visit the dentist when they experience a dental problem or
toothache. Similarly, another report has suggested that the
perceived need for dental care may be low among African
newcomers as they mainly rely on their own assessments,
toothaches, and advanced signs of caries to indicate the need
for dental care rather than the established early warning signs
of ECC [21]. Additional evidence supports these findings,
as certain groups have been found to seek dental care only
after their children begin to experience pain [46]. Seeking
preventive dental care may not be the cultural norm [21, 46].

The refugee group discussed the influence of religion
on oral health and hygiene. Many participants identified as
Muslim said that performing oral hygiene is part of Islam.
However, focus groups with a similar population of Canadian
newcomers have suggested that oral hygiene may not be a
priority, as they believe that oral health is ultimately dictated
by God’s will [21]. Perhaps the involvement of religious
institutions and leaders may be a worthwhile avenue to
explore for continuing work with this population.

Language is key to effective and safe communication and
therefore must play a critical role if ECOH is to be effectively
tailored to specific populations. Participants suggested that
using individuals from their own cultural group to deliver
oral health messages would be effective. Language barriers
have a larger influence on how one successfully interacts with
the health care system than cultural beliefs [47]. Language
is affected by cultural and historical context and is “often
about sharing and validating realities” [48].Given the obvious
language barriers that exist for newcomer populations, par-
ticipants in the immigrant and refugee groups also suggested
that providing visual information and resources may be
useful in sharing key messages about ECOH. As rates of
immigration continue to grow, cultural groups are less likely
to have access to health professionals who share the same
beliefs and understandings of health and disease, language,
and experiences [49]. “Linguistically appropriate care” can
be achieved when a provider shares an understanding of
the experiences of the community [48]. Perhaps the use of
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interpreters at dental care appointments can help to pass
along oral health messages. This service exists in some
community-based dental programs in the Winnipeg region.

For practitioners to provide “culturally responsive care”
they require awareness of cultural beliefs and practices while
recognizing that care still needs to be provided based on
an assessment of the individual [49]. Health promotion
workers should continue to learn about distinct cultural
groupswhile recognizing that communication and individual
beliefs will still have an impact on knowledge acquisition and
behavioural change.This approachwill help shape health pro-
motion activities and develop prevention strategies targeted
to unique at-risk groups. If we are going to reduce the impact
of ECC on these groups, we must ensure that preventive
strategies are adapted as necessary and incorporate their
suggestions.

There are several limitations to our pilot work. Due
to our sampling approach, the findings are not generaliz-
able to the entire communities participating in our study
as these findings may not be reliable and reproducible if
more representative samples were recruited. Further, those
agreeing to participate may have been those with a greater
appreciation and awareness of oral health. Participation was
not restricted to only parents and caregivers of children
who were affected by ECC, which may have resulted in an
overrepresentation of those whose children were actually in
gooddental health.The small numbers of participants and the
pilot nature of this work also prohibit comparisons between
groups. Language issues proved to be a large hurdle in the
focus group process, as several participants spoke English as
an additional language. This was particularly evident in both
focus groups with parents and caregivers who were refugees
or other immigrants. While all individuals in the immigrant
focus group spoke English well, the majority of participants
in the refugee group had limited English skills and relied
on other participants to translate for them. The reliance on
these individuals as translators constituted another source
of error, as the information obtained by researchers was,
in a sense, passed through an intermediate party which
had “interpretive control.” The interpreters had control over
what they communicated as the content and meaning of
their language peers’ responses. While the immigrant and
refugee focus groups were somewhat heterogeneous in terms
of country of origin, it can be argued that all participants in
each respective group shared similarity as they self-identified
as being either an immigrant or refugee. Participants in this
study may have already had some understanding of ECC
through exposure to the HSHC initiative or other resources.
Regardless, the information obtained during these focus
group sessions is extremely valuable and provides useful
insight into the best ways to promote ECOH amongst these
at-risk populations.

The HSHC partnership understands that meaningful
community development requires that attention be paid to
cultural proficiency for meaningful community engagement,
the development of interventions, oral health promotion, and
health education. That is why this pilot work was under-
taken. Culturally and linguistically proficient approaches
must be developed for at-risk communities if they are to

fully participate in prevention and promotional activities
[50]. Developing culturally proficient and therefore relevant
approaches to oral health promotion and caries prevention
requires an understanding of diversity. Cultural proficiency
can be enhanced by increasing awareness of the views and
beliefs of cultural groups.

This pilot work will certainly help to inform our further
qualitative and quantitative research and outreach activi-
ties with these different groups, especially immigrants and
refugees to Manitoba, Canada. There is a growing need
for further qualitative investigation with larger samples of
parents, especially those whose children have experienced
ECC, to gain their perspectives. Larger sample sizes would
also assist in drawing comparisons between different cultural
groups.Thiswould also assist in the development of questions
for use in survey instruments and caries-risk assessment tools
for these cultural groups. Since little is known about the
true oral health status of refugee and immigrant newcomers
to Manitoba, baseline studies on the prevalence of ECC
and associated risk factors are warranted. At the present
time we are using these findings to assist us in developing
pictorial-based ECOH promotion materials for newcomer
populations.

8. Conclusion

These pilot focus group sessions were useful in identifying
potential barriers to ECOH, sources of oral-health informa-
tion, oral health-related misconceptions, and how to best
reach each community with ECOH messages. Caregivers
identified several barriers to maintaining ideal early child-
hood oral health including the child’s temperament, finances,
and inability to control sugar intake. Each group appeared
to have a reasonable understanding of early childhood oral
health. However, both religion and genetics were found to
influence the perception of oral health in some groups.
Misconceptions regarding breast milk and bottle use were
present. while participants from the refugee group believed
that dental visits were only necessary if dental pain or
problems were experienced.

Each group proposed strategies to improve oral health
promotion. One-on-one discussions, use of parental net-
works, and the use of laypeople from similar cultural back-
grounds were suggested as ways to promote oral health. The
immigrant and refugee group placed emphasis on the use
of visuals for those with language barriers while the Hut-
terite participants recommended a more traditional health-
education focused approach.

The findings from this paper have provided some initial
insight into the oral-health-related knowledge and beliefs of
these high-risk cultural groups. These insights will help to
inform planning of ECC prevention and research strategies,
which can be tailored to specific populations.
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