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Abstract
Introduction:

This study aimed to understand why, how, and when lay people seek, acquire, and exchange dental
healthcare knowledge across social networks, and to include people who may not have been able to
express themselves using traditional research methods.

Methods

A participatory drawing method was used. Participants were recruited purposively (n = 15) in two
drawing sessions and ethnographic sessions, including individuals with complex needs. Participants
depicted their and their family’s experiences of dental care through drawings, combined with narratives
about the drawings’ meanings. These were analysed using thematic narrative analysis.

Results

The drawings demonstrated that participants (24 to 92 years old) attached emotions of fear,
apprehension, intimidation and dissatisfaction to their lived experiences of using dental services. Most
participants concealed these emotions and limited communication about them, even with close family,
putting on a ‘brave face'. Participants with complex needs primarily expressed feelings of vulnerability
and limited agency, as communication about feelings around dental care was overshadowed by
psychological, social and economic challenges. While vulnerable dental emotions were concealed,
negative feelings towards perceived injustices in the dental healthcare system were communicated
without apparent reluctance.

Conclusion

The study demonstrated the potential strengths of using drawing methods to include individuals with
complex needs in research.

Introduction

Lay people’s knowledge acquisition and diffusion across community networks is known to influence the
uptake of dental services for routine care and, through that, their oral health (1, 2). However, mechanisms
linking people’s dental literacy practices at the interpersonal and community [meso] levels to patterns of
dental service utilization are poorly understood (2). Furthermore, there is a lack of definition of what
constitutes lay people’s knowledge of dental services and systems in the literature, so we define lay
people’s dental healthcare knowledge as the information that individuals and communities acquire and
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disseminate about dentists and dental services, drawing on diverse sources, including social
communication and information media in their everyday lives (1, 3, 4).

Oral health or dental literacy is the degree to which people have the capacity to obtain, process, and
understand basic oral health information and services needed to make appropriate health decisions, and
this has mainly been previously studied using quantitative methods. However, functional dental literacy
constitutes only one aspect of people’s knowledge, measuring only their educational competence in
reading and understanding biomedical information about dental care (1). Standardized functional dental
literacy measurement tools tend to overlook the need to investigate other forms of dental knowledge
that people develop through social interactions (5, 6), despite it being acknowledged that people do not
solely rely on educational materials, but bricolage knowledge by seeking and sharing across various
informal and local information channels (7, 8). Whether people’s social practices of acquiring and
disseminating knowledge through informal networks shape dental service use is therefore unclear (7, 9).
(10) concluded that knowledge diffusion across social networks may not influence people’s dental
service uptake behavior, although there are few studies in this space. This gap informed the positioning
of the study, which attempted to capture dimensions of dental healthcare knowledge practices at the
interpersonal and community [meso] level, by gathering data in a community setting.

This study is also unusual because it uses a qualitative participatory method (drawing) to explore this
topic. Participatory arts-based methods such as drawing (11), photography (12); music and theatre (13),
emphasize participants as leading data creation. These relatively creative and innovative techniques are
often used in marginalized groups and communities (14, 15) to help address an imbalance of power
between researchers and informants, and allow greater inclusivity of participants who are unconfident
expressing their opinions in questionnaires and focus groups (16). Participatory arts-based methods
have been used to explore human perceptions when interviews are not feasible (17).

Drawing methods have previously been used to explore health-related tacit knowledge and the lived
experiences of lay people (17, 18). The visualisation of data in drawings helps participants express their
tacit knowledge, formed through informal ways in everyday life (19, 20). This study hypothesizes that
people comprehend and communicate their lived experiences of navigating the dental healthcare
system, utilizing dental services not only through objective and logical analysis of words, but also
visually through creative processing of information.

The empirical and methodological gap outlined above inspired the incorporation of drawing as a method
in our study to map people’s dental healthcare knowledge practices. This study, therefore, aimed to use a
drawing method to gain a deeper understanding of why, how, and when lay people seek, acquire, and
exchange dental healthcare knowledge across social networks, and to include people who may not have
been able to express themselves using traditional research methods.

Materials and methods

The Community Setting
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Drawing sessions were conducted in a community group located in a relatively disadvantaged area in
Liverpool, North-West England. The centre supports local residents through outreach, education and
social activities. It organises around 18-20 social and special interest group sessions throughout the
week to provide social support and network opportunities. People with shared interests also form their
own cliques within the larger community. About 200 people visit the centre per week, with the majority
being White British women, over 40-years-old, and people experiencing various socioeconomic and
health challenges. Participants in this study were comprised of individuals who attended this centre.
They took part in two of the centres’ groups: “Coffee and Chat” and “The Drawing Group”. The existence
of special interests and support groups, like that of a drawing group and other art-related activities,
afforded the authors an opportunity to use participatory drawing as a way of gathering data.

Study design

The drawing study was situated within a wider ethnographic observation project where the researcher
had conducted fieldwork for approximately 12 months, spending over 400 hours in the community center
getting to know the staff and users, and understanding its function and relationships. The drawing
sessions arose during the observation phase from a desire to elicit more detailed views of dental
healthcare from participants. There were two primary drawing sessions and a further collaborative
drawing event. The third, collaborative event involved the participants who contributed to a common
medium, where their reactions and reflections were also noted by the researcher. The sessions were
planned with consultation from the lead gatekeeper (SD). The researcher was an internationally qualified
dentist, not currently working clinically, who had no experience of working in the NHS dental system.

Sampling participants

Participants from two support groups: “Coffee and Chat” and “The Drawing group” were included - based
on their membership of either or both of these groups. Several participants also had complex healthcare
and socioeconomic challenges. So, their caregivers/family members and centre support staff/volunteers
were also included as participants and interlocutors between the researcher and drawing participant.
Finally, a few participants who did not engage with any support group but had a creative inclination to
draw and who had been identified during the wider ethnographic observation were also invited to
participate. The final sample consisted of 15 participants — 13 female and 2 male, aged 24-92-years
(Table 1).

Data collection

A diverse range of art materials, including sheets, canvas, paints, and artefacts (a face-mask-shaped
canvas and a papier-maché skull), were provided. Providing multiple media supported elicitation of
participants’ diverse creative potential and expression of their thoughts with minimal direction from the
researcher. Since participants had been found in the ethnography to only infrequently talk about health-
related topics in their informal discussions, the researcher initially encouraged participants to draw on a
broad topic: ‘You and your family’s dental experiences’ and to avoid leading what was produced.

Page 4/24



Participants’ descriptions of their creative representations were also documented in the researchers’
field notes. Narratives were noted in field notes and not audio-recorded to capture how participants
discussed the task and described their artwork for several reasons. Community groups were considered
private spaces, and a few participants expressed their concern and discomfort with the researcher’s
practice of audio-recording. This was particularly so for those with limited communicative and cognitive
abilities. Considering participants’ needs and adhering to ethical practices in the study field, the
researcher decided to document narratives in field notes, which they were familiar with, rather than
audio-recording, given the ongoing ethnographic study over months. This decision facilitated the
efficient conduct of the participatory sessions without compromising the engagement of under-
represented participants. In field notes, the researcher paid attention to capturing tacit knowledge as
well as non-verbal emotional aspects.

To address the limited verbal responses from some participants with complex needs, the researcher
probed the group leader who assisted, for example, the participant with Parkinson’s disease. Family
members supporting participants were also asked for their interpretation during the drawing session,
and whether the participants had previously shared the feelings they had depicted in the drawings with
them. The awareness of family members regarding participants’ thoughts concerning dental care as
their primary caregivers was documented to understand the process of interpersonal sharing among
family members in everyday life.

Data analysis:

Reissman’s thematic narrative approach (21, 22) was used to analyze the mixed data comprising visual
and textual components. The analysis aimed to understand each participant’s narrative (23). The
creativity inherent in the colors, strokes, and inscriptions of dental artworks, which may convey hidden
meanings, was annotated using the participants’ own words describing the drawing at the time of the
session, alongside analyzing narratives captured in the field notes. Data from drawings and associated
narratives were synthesized to form themes. To prevent misinterpretation and strengthen the
transparency and rigor in the analysis of drawings, the researcher conducted member checking post-
analysis to confirm the interpretation of drawings aligned with participants’ opinions (24).

Ethical considerations:

Ethical approval was obtained (University of Liverpool, reference no.12748). A third-party agreement
between the University of Liverpool and the community centre was signed concerning research integrity
while conducting sessions in public settings. Ethical considerations were deemed crucial for conducting
the drawing session, ensuring that participants understood the process of visual data collection,
protection, and presentation. Visual data creation and publication followed the UK copyright law and the
International Visual Sociology Association’s (IVSA) code of research ethics and guidelines (25). Initially,
blanket consent was obtained from gatekeepers to access the community center and interact with
community members. Subsequently, a recruitment poster was displayed to inform participants about the
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study, and participant flyers were distributed to various support and interest groups during visits to raise
awareness about the ongoing study.

Prior to the drawing sessions, the participant information sheet was shared with every participant to
explain the principles of voluntary participation, anonymity, and confidentiality. Written and informed
consent was also obtained for participation. Additionally, to comply with copyright law, a separate
consent form was prepared to obtain written consent from every participant to publish any images and
creative pieces created by them, as they own the copyright to these images. The group leader of “Coffee
and Chat” explained the information sheet specifically to a participant with Parkinson’s disease and
assisted the researcher in obtaining written consent. Names of the local community center,
support/interest groups and participants have been pseudonymized for confidentiality.

Results

Both community group drawing sessions lasted 2 hours. Table 1 provides demographic details on the
participants involved. Participants included three group leaders, a community volunteer and two family
members who were primary caregivers of participants with complex needs. The two family members did
not participate in the drawing exercise but were there as support and were also interviewed after the
drawing session to incorporate their insights. In addition to the two drawing sessions, participants
engaged in a collective artwork activity during the ethnographic observation sessions over a month.

Insert Table 1:Participant demographic characteristics.[Refer to the Table 1_Manuscript file].

The act of drawing facilitated brief moments of communication among participants about dental
experiences, enabling them to share a topic that, according to the participants, was rarely discussed on
usual days. As drawing allowed creative flexibility to the participants, the artworks covered wider
perspectives than the researcher’s intended narrow research focus on understanding people’s literacy in
using dental services for themselves and their families through their experiences, but were within the
opening brief set to participants.

The analysis is presented in three themes: i) Putting on a brave face, (ii) Feelings of vulnerability and loss
of agency by those experiencing health and social challenges and (iii) Perceptions of injustice,
unaffordability of obtaining dental care.

(i).Putting on a ‘brave face’

The artworks and associated narratives highlighted the prominent role that emotions play in knowledge-
sharing about dentists and dental service use. However, it was apparent that people tended to conceal or
avoid sharing psychologically distressing emotional aspects like anxiety, fear, disappointment, and
nervousness caused by dental care among their social networks. In particular, it was apparent that
despite participants attaching strong emotions to their dental experiences, there was relatively limited
communication and sharing of these emotions, even with close family members.
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Insert_Figure 1: The drawing illustrates a multi-colored spectrum of dental emotions intertwined but
discernible to the participant: [1] sadness, [2] scared, [3] anxiety, [4] bravery, [5] happiness. (Written
consent obtained for publication).[Refer to Drawings_The artworks of participant file_Page 1].

A middle-aged mother, Florence (Figure 1), drew a picture of the mixture of emotions she felt as a
mother about dental care, and how she shielded displaying these to her daughter (who had autism)
receiving dental care. The painting portrays a complex range of both negative and positive emotions
(sadness (blue), fear (red) and anxiety (dark green) mixed with thoughts and feelings about being brave
and happy (bright and sunny colours). Florence said that although she personally felt anxious getting
dental treatment,

she did not communicate her own nervousness to the family due to embarrassment and instead
portrayed a courageous demeanor externally. She stated that as a mother, she does not want to transfer
her feelings of dental anxiety to her children, particularly her daughter. She was consciously brave in
setting aside her own anxious feelings about dental visits in order to support her daughter’s dental
visiting.

“I do not share my feelings about dentist as | feel silly. | am brave to encourage my children to go to
dentist” — Florence, mother, Coffee and chat group.

Insert_Figure 2: Drawings depicting the vulnerable emotions attached to dental experiences unravelled
during rare mother-daughter dyadic communication. (Written consent obtained for publication)[Refer to
Drawings_The artworks of participant file_Page 2].

Figure 2 also involved a mother-child dyad relationship and was drawn by a mother (Whitney) on behalf
of her daughter, who had ADHD. Prompted by the drawing task, Whitney asked her daughter if she could
remember how the experience of orthodontic treatment was for her. Despite this being 19 years ago,
Whitney’s daughter had never discussed her experience of school bullying associated with her
misaligned teeth and braces. Whitney’s drawing depicts her daughter’s transformational journey from the
‘dark grey’ phase of distressing feelings because of her dental appearance to eventually feeling beautiful
after orthodontic treatment. Whitney, as a parent, reflected that, despite encouraging open
communication, children may hold back sharing complex feelings about dental appearance and visits to
avoid burdening others:

“I think she [daughter] just wanted to bury it, she just didn't want to acknowledge that it was happening,
and em [pause]. She actually said [I] had a lot going on with Charlie [Whitney’s specially abled son with
cerebral palsy and autism], so she just felt it was something that really could not be addressed.” -
Whitney, (mother), The drawing group

Insert_Figure 3: The community knowledge of dentists is co-created on the papier maché skull artefact,
which symbolises the minds of participants. (Written consent obtained for publication) [Refer to
Drawings_The artworks of participants file_Page 3].
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A shared artwork on a papier maché skull artefact (Figure 3) exhibited the same phenomenon with
anxious emotions evoked by dental care, such as a phobia of needles, embarrassment of yellow teeth
expressed in the artwork, which had not hitherto been discussed with others. Also depicted was relief
after the dental visit and feeling proud at their bravery. Similar to individual artwork, the shared artwork
depicted a concealing of distressing emotions and putting on a ‘brave face’. This was drawn as just
above the eye sockets by an individual (67-years, with a bipolar disorder diagnosis). The person
expressing this, said she rarely talked to her husband or son about this. Unpleasant emotions were
positioned towards the back of the skull, contrasting with a ‘brave face’ being put forward. It is notable
that emotions are expressed and reported as ‘internal’, with memories of previous experiences
backgrounded.

2. Feelings of vulnerability and loss of agency by those experiencing health and social challenges

Insert_Figure 4: The human mask-shaped artefact, inscribed with “Leave my tooth alone,” poignantly
captures the unspoken dental emotions a participant with Parkinson’s disease experiences, created by
the community leader. Written consent obtained for publication [Refer to Drawings_The artworks of
participants file_Page 4].

Federica had slurred speech and reduced dexterity due to the long-term effects of Parkinson’s disease
on her. She could not easily draw or give an in-depth interview. Hence, Connor, as a supportive group
leader and friend, listened to Federica's dental experiences patiently and illustrated an array of her
fragmented, vulnerable emotions visually on the human mask-shaped canvas shown in Fig 4, which were
evoked while undergoing dental procedures. Notably, the artwork displayed a prominent inscription,
across its forehead in bold red capital letters, ‘Leave my teeth alone’: signifying this to be the uppermost
thought in the mind of a participant (Federica) regarding her own dental care. The fact that this sat as a
thought suggests the individual was unable to express their concerns and experienced a lack of agency
in determining what was happening to them. The artefact (Fig 4) symbolically expresses Federica's
feelings of vulnerability, during dental care. Connor explained the artwork based on what Federica shared
with him:

“In terms of what she specifically told me, the tongue poking out was meant to be a bit mocking at the
dentist. The dentists’ equipment is to show how scary all the things used are and that it feels
threatening. The tears and red ring around the eyes is to show exhaustion and fear. | asked Federica
what she felt when she saw a dentist, and she said she wanted to say ‘Leave my teeth alone’ to the
dentist”- Connor

Insert Figure 5: The 92-year-old participant with multiple healthcare challenges depicts her apprehension
about dental visits through drawing, and the prominent inscription below it-“This is how | feel when | go
to the dentist- Apprehensive”, which she rarely communicates. (Written consent obtained for publication)
[Refer to Drawings_The artworks of participants file_Page 5].
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A grey shaded drawing (Fig 5) of an apprehensive face of a man was drawn by a 92-year-old lady (Meryl)
who was confined to a wheelchair and facing multiple health complications, including heart failure, brain
bleeding and postural hypertension with gradual ageing. Due to multiple morbidities, Meryl was primarily
dependent on the support of her daughter and primary caregiver, Andrea (69-years), to access dental
services. As the participant was not a trained artist, she chose to replicate a picture of an apprehensive
male face, which she considered the closest symbolic depiction of her own apprehension during visiting
her dentist.

When the researcher asked the participant’'s daughter and sole caregiver, Andrea, whether her mother
had previously shared these emotions concerning dental visits with her, Andrea replied that Meryl rarely
expressed feeling apprehensive about dental care despite the supportive presence of her daughter
during dental visits. Andrea explained why her mother chose to draw her dental apprehension instead of
actively discussing it:

“She will write, she will draw but she will very rarely communicate verbally to me or even to the dentist
[how she feels]. They [Mery’s generation] didn't’ always want to express themselves. My mum has
expressed herself, which gave me bit of a shock, that she actually felt apprehensive when she went to
the dentist.” - Andrea, Meryl daughter and primary caregiver

Insert_Figure 6: Bag of Nerves: Drawing by the participant living in social isolation, unemployment, with a
learning disability. (Written consent obtained for publication).[Refer to Drawings_The artworks of
participants file_Page 6].

Figure 6 was contributed by Orlando, who experienced multiple health and social challenges such as
learning difficulties, living alone without any familial support, being unemployed and infrequently
communicating with other community centre members. He tended to spend time by himself in a corner
of the community lounge. Orlando drew a little human figure in the right corner depicting his childhood
phase symbolically, labelling it as ‘take my young self’, to himself in different phases of adulthood
depicted by bigger drawings of human figures with distinct 3-5 layers of dentition, along with the
metaphoric phase ‘Bag of nerves’ which he kept repeating. He said the phrase represents his thoughts
about how he always felt nervous visiting the dentist:

“It [dental visit] makes me feel nervous and uptight.”- Orlando

When probed regarding dental visits, he responded, “No, no significant need”, indicating that seeking
dental care was not a priority for him. He went on to talk about his more general feelings about his life in
general:

“| am just fed up of me life, no job, no money. | have no one to turn up to, | feel intimidated [from the
world around me]. | feel trapped [in a routine life].”- Orlando.

The overshadowing of wider health and social care needs on dental issues was also found in relation to
other participants. For example, Andrea, as carer for Meryl (Figure 5) attributed the lack of conversation
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regarding her mother’s dental apprehensiveness to the wider context of significant other healthcare
needs:

“Every aspect of a person’s care [referring to dental healthcare] is of significance, but with my mum, she
was in heart failure, she had two heart attacks and then she had the brain bleed. So, mum’s medical
issues [pause]... my mum’s general well-being was always of concern to me but obviously | would be
looking more on day to day basis, to say at, in a morning like ‘How's your breathing?’, not ‘How are your
teeth? ‘Do you feel dizzy when you stand up? She has postural hypotension, so | say ‘Are we good to
walk?’ sS in the list, it [dental visits] was not in the list of priorities. Not saying dental care wasn't
important, but it wasn't in the list of priorities. It was not a general topic of conversation.” — Andrea,
Meryl's daughter and primary caregiver.

3. Perceptions of injustice, unaffordability of obtaining dental care

A third theme within drawings was an expression of common disappointment, frustration, anger, and
sadness regarding the injustices of dental service costs. Before drawing, the participants collectively
selected the dental issue which mattered to them, and they communicated with each other. Then they
used a similar artistic style to depict their shared knowledge on the dental healthcare system (Fig 7).
Money appears prominently (Figs 7b and 7c), and unfairness in terms of inequity is expressed in terms
of a mountain (Fig 7c) despite being aware of the significance of dental care in life depicted in (Fig 7a).

Insert Figure 7[(a)-(d)]: Drawings created by participants portraying their discussions about unaffordable
dental healthcare spending.(Written consent obtained for publication).[Refer to Drawings_The artworks
of participants file_Page 7].

Dwyane, drew attention to the fact that he had left his drawing [Fig.7d)] black and white intentionally to
convey his disappointment with the rising cost of dental services and dentists being uncompromising on
treatment costs:

“I'm leaving it [ the drawing, c] black and white because it is black and white. Dentists are black and
white. There's no middle ground with them, is there? We'll charge you the earth. There's no compromise.”-
Dwyane.

Taby, agreed with Dwyane, explaining that the shared view of the group was they felt disappointed in a
perceived failure of the public dental healthcare system:

“Right! [When] we were born, | was born in the 50s, it was [promised] 'CRADLE-to-GRAVE'; and why is?
Why is your teeth not a part of your body? Don't get it. Don't get it Why is it now a separate part of your
body and we were paying before anyway? NHS wasn't free, it is assumed that you can afford all this but
you can't.” — Taby, Drawing group.

Discussion
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One of the most striking findings is the extent of emotions expressed through the artworks, particularly
by participants with complex health and social needs. Participants depicted their thoughts and feelings
about dentists and dental services principally through the nature and intensity of accumulated emotions
over their life course, rather than in terms of factual information and educational messages. Many
participants showed a tendency to conceal vulnerable emotions concerning dental visits, sometimes
through putting forward an externally brave demeanour without seeking emotional support.

Cultures of ‘silence’ have been reported previously in participatory work on other conditions, such as
Female Genital Mutilation and Menstrual Hygiene Management, with individuals tending to internalize
emotions regarding their experiences (26, 27). Limited sharing of various healthcare experiences is not
uncommon, nor is it limited to specific cultures or societies. Several qualitative studies conducted in the
USA, UK, Africa, Asia and Australia have shown that people from a wide range of age groups and
ethnicities limit their sharing about certain diseases and uptake of services. Women have been found to
be reluctant to share thoughts about a wide range of healthcare issues, such as HIV (28, 29); dementia
(30); breast screening (31, 32); and sexual health (33), with feared stigma, shame, judgment on identity
and being left emotionally hurt due to cultural and religious beliefs, being thought to be reasons.

There is less literature on how oral health and related experiences are communicated across social
networks, although a wide range of studies (34) describe people’s experience of emotional distress
during dental visits as well as feelings of shame and stigma at having poor oral health (7, 34, 35). Kettle
et al (2019) found limited intergenerational sharing of anxiety regarding dental care and a tendency of
parents to want to protect their children from their own concerns by masking their own negative
emotions. There have been no previous studies, though, which have involved describing how people with
a range of complex needs share and experience these anxieties.

Our results showed that a pattern of non-disclosure and hiding of emotions, even between family
members and carers, existed. Although, more general negative thoughts and feelings about issues
concerning the entire dental healthcare system, such as the perceived injustices relating to
unaffordability and unequal availability of NHS dental treatment, tended to be shared among the group
and discussed. Previous UK studies (36—38) similarly found perceptions of dental treatment as
expensive and unfair, with dissatisfaction, confusion about private versus NHS costs, and mistrust of
dentists’ intentions posing barriers to uptake of dental care, and demonstrating belief in the egalitarian
principle of equal access to affordable NHS care. Our study shows that such perceptions are not limited
to individual concerns but are shared frequently within a community setting, which may amplify such
perceptions.

We found that the drawing method was effective in including a group of participants who would not have
participated in other methods, such as surveys, interviews and focus groups, especially as several
participants had limited verbal ability. A previous review (39) reported that inclusive approaches to
research participation empowered people with cognitive disabilities, allowing them to voice their
previously unheard experiences and improve data quality. However, approaches to inclusion were varied
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in effectiveness, and the authors advocated developing guidelines to promote inclusion at all stages of
research and highlighted using innovative visual methods to engage participants in data collection and
analysis, as used in this study, as an important opportunity for enhancing inclusivity.

Due to the creative and symbolic nature of the drawings, there was a risk of their misrepresentation by
the researcher. Facilitating participants to interpret their own artworks enabled cross-validation,
enhanced the depth of the data and strengthened reflexive rigor. Additionally, the collaborative session
co-produced shared meanings of dental services embedded within the local community.

While this study was embedded in a community setting and involved a group of people who might not
usually have been involved in research, this approach also had downsides in that inevitably, the sample
involved were from a limited geographic area, the numbers involved were small and it is possible there
was some cross-contamination of the ideas expressed, especially since the elicitation of data took place
mainly in a group setting. While this limits generalizability, it suggests that this approach would merit
replication in a range of other settings because the data itself revealed a depth of insight from a group
which is often excluded from research efforts.

Conclusion

The study demonstrated the potential strengths of using drawing methods to include individuals with
complex needs in research, who might not have been involved in research using other methods. In the
community setting studied, participants attached intense and vulnerable emotions to their experiences
of dental services: sadness, fear, anxiety, bravery, and happiness. These emotions were often concealed
by participants, sometimes through putting on a ‘brave face’ and without seeking emotional and practical
support. In contrast, negative experiences due to crises in dental service delivery were shared frequently
across the community networks. The accounts also revealed how a wide range of social, psychological
and economic factors compel people to deprioritise seeking information on dental services in daily life.
The limited seeking and sharing of dental service knowledge in everyday life alongside other healthcare
and social needs warrants further exploration, particularly with people with cognitive and communicative
limitations from diverse ethnicities. Drawing as a participatory data collection method can be used to
widen inclusivity, engaging people with communicative and cognitive limitations who are unwilling or
unable to participate in conventional studies to understand their internal feelings and thoughts about
using dental healthcare services.
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No.

Recruited
from

Coffee and
chat

Coffee and
chat

Daughter of
Federica

Visitor

Coffee and
chat

Coffee and
chat

Coffee and
chat

Coffee and
chat, group
volunteer

Community
worker

Participants

[Pseudonyms]

Connor

Federica

Emily

Orlando

Sonia

Mindy

Florence

Michelle

Kiara

Age Gender

[in Male[M]/

years]
Female
[F]

24 F

80 F

50+ F

61 M

84 F

67 F

50 F

48 F

30 F
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Ethnicity

White-

British

White
British

White
British

White
British

White
British

White
British

White
British

White
British

White
British

Associated healthcare
or socioeconomic-
related needs

Community leader with
self-reported autism

Parkinson_’s disease,
wheelchair-dependent,
social isolation

Primary caregiver and
daughter of Federica

Self-reported learning
difficulty,

unemployment,
benefits, and social
isolation. Do not
engage with any
community group.

People Living with
Dementia [PLWD]

Ageing and social
isolation

Community worker,
mother of a daughter
who is on the Autism
spectrum

Multiple mental health
conditions, including
bipolar

Community worker for
mental well-being




10 The drawing Meryl 92* F White Ageing with increased

group British health risks¥*,
wheelchair-dependent

11 Family Andrea 70 F White Primary caregiver and
member of British daughter of Meryl
Meryl

12 The drawing Dwayne 65 M White Underlying cardiac
group British condition

13 The drawing Taby 72 F White -
group British

14 The drawing Renee 54 F White -
group British

15 The drawing Whitby 66 F White Mother of a daughter
group British with ADHD

Figures
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Figure 1

The drawing illustrates a multi-colored spectrum of dental emotions intertwined but discernible to the
participant: [1] sadness, [2] scared, [3] anxiety, [4] bravery, [5] happiness. (Written consent obtained for
publication).
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Figure 2

Drawings depicting the vulnerable emotions attached to dental experiences unravelled during rare
mother-daughter dyadic communication. (Written consent obtained for publication)

M 4 happi . Foar of
RS heppinass o | Internal thoughts of happincss, h'_._—-'—""_\ e

and confidence " iy fear and ignorance injection

A visual 3-dimensional representation of positive and negative emotions and thoughts emerges in the minds of participants during their
dental visits

Figure 3
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The community knowledge of dentists is co-created on the papier maché skull artefact, which
symbolises the minds of participants. (Written consent obtained for publication)

I want to say to my dentist, “Leave my teoth alone”

Figure 4

The human mask-shaped artefact, inscribed with “Leave my tooth alone,” poignantly captures the
unspoken dental emotions a participant with Parkinson’s disease experiences, created by the community
leader. Written consent obtained for publication
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Figure 5

The 92-year-old participant with multiple healthcare challenges depicts her apprehension about dental
visits through drawing, and the prominent inscription below it-“This is how | feel when | go to the dentist-
Apprehensive”, which she rarely communicates. (Written consent obtained for publication)
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Figure 6

Bag of Nerves: Drawing by the participant living in social isolation, unemployment, with a learning
disability. (Written consent obtained for publication).
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[(a)-(d)]: Drawings created by participants portraying their discussions about unaffordable dental
healthcare spending.(Written consent obtained for publication).
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