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This paper explores how colonisation has shaped oral healthcare and oral health inequities across Indigenous populations globally. It highlights how colonial healthcare models, which prioritise Western medical paradigms, often marginalise Indigenous knowledge and practices. For Indigenous communities, such as Aboriginal Australians, Māori, and those in the Global South, oral health disparities stem from historical and ongoing structural violence, socioeconomic barriers, and limited access to culturally appropriate care. The authors argue for a decolonisation framework in global oral health that shifts power, accountability, and respect toward Indigenous and marginalised communities. A rights-based, accountability-informed decolonisation framework seeks to address historical and ongoing oral health inequities, integrating a view that oral health is a human right and demands that governments and health systems rectify the disparities. It emphasises culturally relevant care and inclusive policymaking, fostering solidarity and systemic change to create equitable and effective oral healthcare for all populations. We propose that deliberate actions need to be taken to centre power redistribution, accountability, and respect in global oral health, moving away from Euro-American-centric frameworks to create an equitable, culturally responsive oral healthcare system. Our calls to action include the need for self-reflection within the field to dismantle entrenched colonial ideologies and prioritise Indigenous leadership and knowledge. Effective allyship should involve collaboration driven by the needs of communities, with institutions accountable for reducing exclusionary practices. By “learning to unlearn” traditional frameworks, the oral health community can build a system that genuinely addresses health disparities and supports justice and equity worldwide.
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Introduction

Colonialism profoundly impacted the development of healthcare systems worldwide. By design, colonial societies prioritise the needs of settlers through the oppression of colonised peoples. Colonial healthcare systems were founded upon the belief that colonised peoples were inferior to settlers, and these healthcare systems remain structured by settler colonial ideologies (1–3). The continued structuring of healthcare models using Western paradigms further marginalises Indigenous Peoples through multiple mechanisms, such as the subalternation of Indigenous knowledge systems and healing practices that remain integral to Indigenous communities. This has implications for growing inequalities in the global disease burden.

In the Global North, Indigenous populations such as Aboriginal and Torres Strait Islander communities in Australia, Māori communities in Aotearoa/New Zealand, and Indigenous communities on Turtle Island, North and Central America (First Nation, Métis, Inuit, Alaskan Native, and American Indian) experience a higher burden of oral disease than non-Indigenous populations (4–9). The high level of untreated dental caries, lower number of restored teeth and high prevalence of periodontal disease (10) are reflective of systemic inequities. Factors such as limited access to healthcare services (11), economic disparities (12), cultural disconnection (13), stigmatisation (14), and historical trauma (15) contribute to the prevalence of oral health issues. In addition, the lack of culturally appropriate dental care and preventive measures exacerbates the situation (16). This disparity is directly related to the impact of colonialism and its intersection with racism and intergenerational trauma (17).

In the Global South, the oral disease burden is skewed to countries with low economic resources; and, within the country, to those with low socioeconomic status. This is reflected in the oral health data of the 47 countries in the World Health Organization (WHO) Africa Region, of which 43 low- to low-middle-income countries has increased oral disease burden over the last 30 years. Currently 44% of the population in the African WHO region suffers from oral diseases (18). The oral health disparities in the Global South are deeply rooted in the legacy of colonialism, which disregarded traditional oral health practices in favour of Western methods (3). In addition, the influx of migrant workers supporting colonial industries brought about changes in dietary patterns that contributed to an increase in dental caries (19). Today, the 46 of the 47 countries in the World Health Organization Africa Region that had experienced colonisation, continue to grapple with the political, social, and economic consequences of these historical disruptions, facing underfunded healthcare systems (20), inaccessible oral health services (21), and persisting Western healthcare models that frequently do not align with local needs.

Similarly, Pacific Island Countries and Territories (PICTs) experience very high levels of dental caries and periodontal disease, increasing over the years. Over the past 40 years, the inequities in population oral health have widened, despite technologies and innovations that have narrowed some disparities in other parts of the world. Western diets and movement away from traditional ways of living have played a role in this change (22). In the Pacific region, the transition of the Indigenous Peoples in Fiji to a dependency on facility-based oral health care over traditional oral health self-management practices exemplifies the effect of colonial ideologies on oral health practices and self-determination (22).

The shift to facility-based oral health care undermined the use of local plants, natural remedies, and community-based health approaches. This led to losing valuable knowledge, cultural heritage, and self-determination in oral health as indigenous and local knowledge are poorly integrated. It fostered dependency on biomedical models of health that focus on treating symptoms rather than the Indigenous holistic approach encompassing physical, mental, and spiritual well-being, and ultimately failing to address the root causes of health issues (23–26). Barriers to health and oral healthcare access were further created due to geographic isolation, financial constraints, and inadequate transportation (22, 26–28). Facility-based care also often lacks cultural sensitivity, making it difficult for Indigenous Peoples to feel understood or respected, which discourages them from seeking care. In addition, the dependency on the facility for care reinforces power imbalances, as healthcare decisions are frequently made by providers who may not fully understand or respect Indigenous cultural contexts.

The imposed Euro-American-centric approach to healthcare delivery on Indigenous populations and other marginalised groups create healthcare landscapes that are misaligned with the cultural and healing needs of the populations. The poor recognition of the local life philosophy and context contributed to the enforcement of a Euro-American-centric approach to oral health care for Indigenous Peoples (29). Settler colonialism sustains harmful stereotypes of Indigenous Peoples as disempowered communities, with narratives that reinforce dependence and vulnerability that are validated and perpetuated through policies (4). By framing Indigenous Peoples as mere recipients of care, rather than active participants in it, settler colonialism attempts to restrict Indigenous Peoples' assertion of self-determination as primary agents in their care (30).

Moreover, in the removal of self-determination, colonisation also positioned Indigenous Peoples to be the subjects of tests to advance care and research, often without their consent (31). The contraception study trials in Puerto Rico serve as an example of settler colonialism's impact on the healthcare landscape and science to advance care innovation (32, 33). Colonisation thus drives health inequities, not only due to the loss of cultural identity but also due to the active oppression of Indigenous populations by colonisers for their own gain and power maintenance (34).

The decolonisation framework is required to address entrenched health inequities—including oral health inequities—that are perpetuated by settler colonialism. For example, during the 2024 mpox outbreak, decolonisation provided a framework for the Africa Centers for Disease Control and Prevention to take leadership for the public health response in Africa by declaring the first-ever Public Health Emergency of Continental Security due to the rising mpox cases, mortality spreading to non-endemic countries (35). The call was also for the restructuring of global health supply chains to prioritise Africa's vaccine access (36, 37) and fostered a partnership model where African governments shaped policy decisions, resource allocations, and responses (38). This shift came after the neglect Africa faced during the 2022 mpox outbreak, when vaccines were mainly accessible to high-income countries, despite Africa being the epicenter (39). The July 2022 mpox Public Health Emergency of International Concern was removed in May 2023 while cases were still rising in the Democratic Republic of Congo, the epicentre of the infection (40).

The mpox outbreak, similar to oral health, illustrates how a decolonisation lens is needed to support effective public oral health responses and to prioritise equitable access to healthcare resources, particularly for historically marginalised populations. This approach challenges existing global health frameworks that often favour high-income countries and underscores the importance of local leadership, community-centered strategies, and resource sovereignty to address oral health inequities at their roots. By applying a decolonisation framework, public oral health can shift towards self-determined, culturally relevant interventions that more effectively meet the unique needs of African communities.

Applying the decolonisation framework to the global oral health response is important, knowing that the burden of oral diseases affecting over 3.5 billion people globally is skewed to low- and middle-income countries (LMICs) (41). In addition, the global caseload of oral disease surpasses the estimated population growth rate between 1990 and 2019, indicating that the current measures and policies to prevent and control oral diseases have explicitly failed to the disadvantage of vulnerable populations (42). The dominance of global actors in decision-making for local actions, excluding local knowledge, cultural practices, and traditional oral healthcare approaches, has contributed to the observed skewness in the oral disease burden. Western-led research and policies often overlook the specific needs of LMICs, and this is further disadvantageous to these regions in addressing oral health inequities.

Oral health inequities resulting from colonisation, and sustained by settler colonialism, are a form of structural violence (43). Structural violence refers to subtle, often invisible, systematic ways in which social structures harm or disadvantage individuals and often have no one specific person who can (or will) be held responsible. It prevents individuals, groups and societies from reaching their full potential by creating barriers to meeting basic needs or achieving one's potential (44). Colonisation prevents populations from equitable access to dental care and treatment, leading to higher rates of untreated dental caries, periodontal disease, and other oral health issues. It results from the policy and governance that perpetuate colonial ideologies that fail to recognise or support Indigenous health practices, resulting in a lack of investment in community-led health initiatives. This lack of representation and advocacy reinforces structural violence by maintaining oral health disparities.

Viewing oral health inequities through the lens of structural violence emphasises the need for systemic change. There is a moral and professional obligation for the global dental professionals and the oral health research community to recognise oral health inequities driven by colonialism, as an urgent call for action (45, 46). By disassembling settler supremacy and dismantling colonial systems that directly create and sustain oral health inequities, decolonial frameworks and approaches can develop transformative and inclusive approaches that disrupt oral disease patterns (47).


Power, accountability, and decolonisation global oral health

Established and championed by Indigenous and marginalised leaders in their pursuits of health justice, decolonisation is a disruptive rather than complementary approach to human rights and self-determination (48, 49). Decolonisation de-centres colonial ideologies that continue to oppress Indigenous and marginalised communities and requires us to challenge the entrenched inequities within oral health globally (49). A global decolonial framework for oral health must recognise and value Indigenous knowledge and leadership; address the structural inequities that contribute to oral health disparities; prioritise local policy reform that promotes equitable resource distribution; and establish accountability mechanisms that hold healthcare systems, researchers, and policymakers responsible for addressing oral health disparities. It must be recognised that research and biomedical care are part of colonial processes and, therefore, require targeted efforts and structural change that prioritise decolonial values and necessitate decolonial practices (47).

At the heart of decolonisation is power. The glaring power differentials, for example, the Global North and Global South, often results in solutions to address oral health inequities with the unintended consequence of replicating colonial relationships rather than supporting transformative work to address inequities. Despite the long-standing evidence of oral health inequities in the Global North among ethnic minorities and populations with low socioeconomic status (50, 51), the World Health Organization failed to include oral health in its agenda until 2021 (52)—which limited global attention and action on oral health inequities in low- and middle-income countries.

Decolonisation requires that power be niched with accountability. Accountability requires power redistribution to generate relevant knowledge to develop meaningful policies and programmes to reduce health disparities (53). It requires healthcare providers, researchers, and policymakers to be answerable to the historical and persisting disparities in oral health. It is, however, not just about recognising the damage caused by the dominance of Western-centric practices; it's about taking proactive steps to correct these inequities. It requires intentional efforts to free and make local and Indigenous knowledge, practices, and culture visible from the prevailing power structures (54) by considering diverse perspectives, particularly those of individuals whose existence is marginalised and deemed insignificant, in decision-making (55). This can ensure the development of inclusive policies, the fair allocation of resources, and the continuous involvement of communities in the decision-making process.

With this accountability-informed decolonisation framework, a rights-based perspective can be used to build a monitoring schema for global actions. A rights-based perspective posits that failing to achieve progress in realising the highest attainable standard of oral health for a population is a health system failure and a human rights violation (56–58). Integrating a rights-based perspective within an accountability-informed decolonisation framework is a powerful approach to addressing health disparities and promoting social justice. It offers a transformative approach to oral health equity by holding systems accountable for upholding the right to oral health and centering the experiences of marginalised communities. This makes building a more just and equitable oral health landscape possible by seeking to rectify historical injustices and promote a future where all individuals can realise their right to health.

A rights-based perspective recognises oral health as a fundamental human right, as outlined in the Universal Declaration of Human Rights and the International Covenant on Economic, Social and Cultural Rights. It asserts that everyone has the right to achieve the highest standard of oral health, which encompasses timely access to healthcare and essential determinants like clean water, nutritious food, and adequate housing. When populations cannot attain this standard, it reflects a violation of human rights and exposes systemic inequities affecting vulnerable groups. This perspective shifts responsibility from individual blame to systemic accountability, which holds the governments and health systems accountable for equitable oral health resource access and to redress structural violence. By integrating decolonisation into this framework, redress mechanisms must address the ongoing impacts of colonialism on oral health practices and empower communities to reclaim their health sovereignty, ultimately improving oral health outcomes and equity in care access.

At the global level, a rights-based, accountability-informed decolonisation framework enables the creation of a comprehensive monitoring schema for assessing global oral health actions. This schema would include metrics to evaluate oral health outcome disparities among marginalised populations, involve communities in developing culturally relevant monitoring tools, and establish accountability structures for governments and organisations that fail to meet their oral health-related obligations. This may involve reporting requirements, feedback mechanisms, and avenues for redress. By empowering marginalised voices, the framework challenges the power dynamics that often silence these populations in health systems. It emphasises that oral health is a collective right, fostering solidarity among communities, advocates, and policymakers to mobilise resources for health equity. In addition, it necessitates an intersectional analysis that recognises how discrimination based on race, gender, class, and disability intersects to influence oral health outcomes, ensuring that the monitoring schema addresses these complexities in health disparities.

This way, accountability can reinforce equally shared respect between Global North and Global South collaborators. Respect means moving away from the idea that Western methods are the gold standard and embracing a more pluralistic approach that includes traditional practices and cultural safety (59). This shift requires a genuine commitment to understanding and integrating oral health practices that have been passed down through generations within Indigenous and marginalised communities. By valuing these practices, the oral healthcare system can provide more culturally appropriate care, essential for building trust and ensuring better oral health outcomes.



What next for decolonizing global oral health

Decolonising oral health care requires redistributing power and creating accountability frameworks at the global and local levels to promote a more equitable and effective care system. This may require the inclusion of non-dental practitioners, such as Indigenous health workers, in oral health care promotion and provision to create a culturally safe knowledge-sharing environment that empowers self-determination of oral health (60). This approach can facilitate recognising oral health as a fundamental component of overall health, moving beyond the restrictive norms and philosophical debates that have historically marginalised oral health in global health discussions (61). By doing so, it positions the right to oral health within a broader framework of health rights, addressing the systemic barriers that have long excluded oral health from being considered an integral part of general health and human rights considerations. This requires changes in policy and practice, a commitment to truth and reconciliation, and addressing the systemic inequities that have led to disparities in oral health outcomes.

At the country level, integrating Indigenous oral health practices with Western medical care requires a respectful, balanced approach valuing both systems. This integration enhances patient outcomes by enabling Indigenous communities to access culturally familiar care alongside modern dental and healthcare advancements. Developing a referral network between Indigenous practitioners and Western providers would foster trust, allowing patients to transition smoothly between systems based on needs and preferences. Successful integration requires governmental support, including frameworks recognising and funding Indigenous practitioners. Cross-training programmes for Indigenous and Western providers would deepen mutual understanding, while community involvement in design and implementation ensures relevance and acceptance. Structural barriers, such as insufficient funding or limited legal recognition, must be addressed to achieve equity. This approach promises a more inclusive oral healthcare system that respects cultural diversity and, if well-funded and community-driven, could significantly improve accessibility and quality of oral healthcare for Indigenous populations. Effective integration requires robust monitoring to assess patient satisfaction, health improvements, and referral success rates, with community feedback continuously refining the process for sustained impact.

As research directly informs care provision and resource allocation, decolonising research methodologies is essential to a decolonial oral health agenda. By design, decolonial research pursuits create sustainable change because they are community-led and align with community ways of knowing, being, and doing. Decentering researcher aims and dismantling colonial agendas upheld by academic institutions is required of any decolonial project. The use of participatory research methods is one potential pathway to decolonise research because of the opportunity for research participants to actively disrupt the power symmetries that traditionally define knowledge production (62). For example, the ring vaccination strategy used in Sierra Leone for the testing of the Ebola vaccine was a departure from the randomized control trial upheld as the golden standard of practice. The ring vaccination methodology aligns with community-based health norms, prioritising collective well-being over the individualistic approach of clinical trials, and yet maintained standards required for the conduct of clinical trials (63). The ring vaccination strategy was appropriate for communitarian societies that would find it difficult to justify why some individuals would receive experimental therapies that had good chances of reducing the risk of death while others, equally at risk, would not have the same opportunity in a system where collective decisions are made based on shared community values and the well-being of the group rather than individual risk-benefit calculations. This approach ensured ethical acceptability while still adhering to rigorous scientific standards for evaluating vaccine efficacy and safety. Randomised clinical trials with placebo controls could create ethical dilemmas that conflict with the community's social values (64).




Conclusion: a call to action

Power redistribution, accountability, respect and disruption of colonial ideologies must be at the center of the global oral health planning, implementation, monitoring and evaluation processes, guiding our efforts to create a more equitable and culturally responsive oral health care system. By challenging the entrenched Euro-American-centric frameworks that have dominated oral health research and practice, our openness to “learning to unlearn” (65) the conventional canon will provide us with the means and opportunity to “relearn” (65) as an oral healthcare profession. It would also enable the professionals in the oral health field and its allies to address the disparities that continue to affect Indigenous and marginalised populations around the world.

It is a call for a self-reflective process—to examine our positions, privileges, and connections to colonial systems that continue to shape oral health practices and knowledge—while recognising the dynamics of coloniality in the production of dominant thoughts (66, 67), and the advantages derive from the entrenched structures and systems. Actors and players must be willing to confront how the education and institutions we trust are often embedded within a colonial legacy, and acknowledge how these systems maintain barriers to equity. This self-awareness is the first step for meaningful allyship, emphasising supportive roles as enablers rather than leaders in spaces where privileges had dominated.

As Abimbola and Pai urge (68), we also need to advocate for change within academic and health structures that currently reinforce a Global North dominance, often at the expense of relationships with the communities served. Allyship means fostering genuine collaboration, where the agendas are driven by Indigenous communities' needs rather than by other actors' priorities. These actions should extend to holding institutions accountable for dismantling exclusionary practices that deny representation to marginalised groups. Embracing an approach to research with and clinical care for Indigenous communities that centers on their leadership and priorities—rather than those of outside agendas—marks a crucial shift towards empowerment, accountability, and respect.

Regional calls for action, such as the Suva declaration and the WHO global action plan for Fuji, can be powerful tools for change (69, 70) as they can provide a renewed focus on oral health improvement in regions. These calls can, however, be strengthened by being bold and explicitly stating that Indigenous oral health practices should be strongly recognised in mainstream oral health prevention and promotion.

Furthermore, there is the need to critically assess the positioning of global health and oral health organisations, many Euro-American-centric and white-dominated, and push for a more equitable redistribution of power and resources. Decolonising global health requires dismantling all forms of supremacy through prioritising the redistribution of power and enforcing the disruption of colonial ideologies through frameworks that promote accountability and respect. Embracing the process of “learning to unlearn” conventional frameworks in global oral health will allow the collective players in the field to “relearn” through diverse perspectives. Such openness offers the oral health field—and all its allies—the opportunity to address disparities that continue to harm Indigenous and marginalised communities worldwide, thereby building a more equitable and culturally responsive oral health care system. This is a matter of justice and a necessary step towards creating a healthier and more equitable world.
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