
Introduction

Service rate is a term used to describe the types
and volumes of treatment provided. Wide
variations in service rates across general dental
practices are known to exist. Many factors can
potentially influence a dentist's decision to
undertake treatment, and thereby the service rate.
A patient's dental status and demand for treatment
are important factors for determining the need for
treatment, as are any regulatory and financial
aspects of the given dental health care system.
Although less is known about the role of dentist-
related factors in the decision-making process,
differences in dentists' perceptions of disease
patterns, differences in their educational
background, or differing cultural values relating to
health and health care, could also be influential.
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Studies have documented wide variations in the types and volumes of dental services provided by dentists. Such variations in service
rates have also been observed across different regions. Besides the numerous patient-related sources of variation, dentist-related
factors such as practice patterns and the beliefs and attitudes of dentists, can also affect treatment decisions, and thus service rates.
Given its inherent complexity, the provision of prosthodontic services is especially prone to variation. This study used a questionnaire
technique to evaluate the dentist-related factors, including social, demographic, work situation and patterns, and prevailing attitudes
that may be influential in the reported time spent on prosthodontic treatment among general dentists in Riyadh. Responses to a list of
13 attitude items were analysed using factor analysis, which allowed a reduction of the items to 4 attitudinal factors with a variance
explanation of 52%. These 4 variables, together with 9 other variables pertaining to socio-demographic and practice profile aspects,
were then set as the independent variables in multiple regression models. The dependent variable was the reported weekly time
spent on prosthodontic treatment of patients. Significant associations with increased prosthodontic hours were weekly hours spent
on treating adults, nationality, working sector and one of the attitudinal factors which encompassed technical aspects. In the
gender-based regression models, the one additional significant correlate for males was total weekly working hours. The results
suggest that factors other than patient-related ones are also important in the time that general dentists allocate to the provision of
prosthodontic services.

Findings in medicine suggest that a high level
of professional uncertainty increases the
probability of a service being rendered which is
more closely related to the style of practice of the
provider than to the nature and severity of the
illness. Even when professional agreement is
high, other professional concerns, such as fear of
malpractice and financial self-interest, can still
introduce variation into treatment decisions.
However, the fact that variation exists does not
imply that treatment is necessarily inconsistent
with patient needs. It remains unsubstantiated
whether lower levels of service utilization
represent a more desirable level of care, or
conversely, whether high service rates represent
over-treatment. Nevertheless, clinical decision-
making can affect the effectiveness and efficiency
of care, which patients and insurers of health care
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are increasingly demanding.
In dentistry, studies have shown that dentists'

practice beliefs and certain characteristics of the
practice are sources of variation in the rates of
services provided. Thus, factors other than
disease status alone, act to influence treatment
strategy. For example, the pattern of decision-
making of the provider may be a source of
variation in service rates, as well as in the types of
specific services so provided.

Prosthodontic services are a case in point,
since it has been reported that, among general
dentists, some provide much more such services
than others. About 20% of the variation in
prosthodontic service rates has been explained on
the basis of dentist-related factors, such as gender
and time in the profession. More recently,
additional factors such as weekly hours spent on
the dental care of adults, and working sector have
been found to be strongly associated with time
spent on prosthodontic services.

In Saudi Arabia, a country undergoing rapid
expansion in dental health care services, the
provision of prosthodontic services is apparently
also widespread, but, amongst general dentists,
probably quite varied in both its volume and its
nature. Little is known about the extent of such
variations. Given the relative importance of
dentist-related factors to the decision-making
process that has been shown in studies conducted
elsewhere, it is reasonable to suppose that
local conditions and traditions might impact on the
practice profiles and attitudes of individual
providers. In order to explore this question, and to
be able to test the assertion that regional
differences exist, a study of prosthodontic
decision-making among general dentists in
Riyadh, Saudi Arabia, was initiated. The general
intention was to gain an understanding of the
variation to which the decision-making process is
subject, and how this may relate to the extent of a
dentist's involvement in prosthodontic services.

The present aim was to evaluate, using
multivariate methods, the associations between
the reported time engaged in prosthodontic
services by general dentists, and a number of
dentis t -related factors, viz. social and
demographic attributes, work conditions, and
dentists' attitudes.

The study population comprised general
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Materials and Methods

Study Population

dentists working in the greater Riyadh area. Due to
unavailability of an accurate list of all dentists
working in the area, random sampling was not
feasible. Thus, convenience sampling was applied,
but with an attempt made at purposive selection
so as to represent relevant sub-groups of the total
dental workforce. This was done by including
adequate numbers of dentists, in the first instance
from the different working sectors, viz.
government (GS) and private sectors (PS), and
secondly from across the different districts of the
city. For the government sector, the dental
departments of the large tertiary care hospitals
(usually administered by specific government
departments), the two dental colleges, and
smaller dental clinics administered by the Ministry
of Health, were included. While a dentist register
was not available, a list of all private sector
registered clinics was obtainable from the
regulatory authority. Inclusion of clinics, and thus
dentists, from the private sector was aimed at
gaining broad coverage of the city's various
districts.

A total of 228 dentists were surveyed, and 137
returned questionnaires were completed to the
required level, yielding a response rate of 60%.
Failure among respondents to answer single
questions, namely internal non-response, was
negligible. There was no available information for
analysis of non-respondents.

The questionnaire used was adapted from one
used in a national survey of prosthodontic
decision-making among Swedish general
dentists, but took into account issues considered
relevant to the local situation. The questionnaire
comprised three parts:

The first part included questions regarding
social and demographic attributes, such as
gender, age, nationality, and working sector,
and was preceded by a brief description of the
intentions and scope of the research, as well as
its confidentiality.

(a) Aspects of work pattern were assessed by 3
questions enquiring about the number of
weekly working hours devoted to treating
all patients, to treating adult patients, and to
providing prosthodontic treatment (this last
question would subsequently be set as the

Questionnaire
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The second part comprised the following:
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dependent variable in a regression model
for data analysis). Interval scales were used
(Table 1).

Saudi Dental Journal, Vol. 15 No. 1 January - April 2003

(b) Aspects of work situation were assessed by
3 questions enquiring about dentists'
perceptions of demand for services in their
practices, of the characteristics of their
patients, and their satisfaction with working

Table 1. Percentage distribution of weekly working hours
(total, adults only, and prosthodontics), demand for services,
characteristics of patients, and satisfaction as a dentist with
respect to gender and working sector.

Variable

Weekly total clinical
working hours

<15 h
15-20 h
21-25 h
26-30 h
31-35 h
36-40 h
41-45 h
>45 h

Weekly adult treatment
hours
<15 h
15-20 h
21-25 h
26-30 h
31-35 h
36-40 h
>40 h

Weekly prosthodontic
treatment hours

<5 h
5-10 h
11-15 h
>15 h

Level of demand for
services

Large number of
patients
Average number of
patients
Lack of patients

Characteristics of
patients

Highly demanding,
high expectations
Acceptable demand,
realistic expectations
Undemanding, low
expectations

Satisfaction with work
as a dentist

Satisfied
Neither satisfied, nor
dissatisfied
Dissatisfied

Total
=137n

1
3
3
12
18
18
17
28

7
18
10
21
11
24
9

19
48
16
17

44

54

2

15

76

9

74
21

Males
=65n

0
5
6
15
9
19
18
28

8
22
6
17
6
29
12

11
49
17
23

43

54

3

17

74

9

74
18

8

Females
=72n

1
1
1
10
26
17
14
30

7
14
14
25
15
20
5

26
47
15
12

44

57

0

12

78

10

74
23

3

PS
=67n

2
5
2
8
8
15
14
46

12
10
6
10
12
35
15

12
48
18
22

36

63

1

13

81

6

81
18

1

GS
=70n

0
1
4
17
29
19
19
11

3
24
14
31
10
14
4

26
49
14
11

51

47

2

16

71

13

67
24

PS = private sector; GS = government sector

INFLUENCE OF DENTIST-RELATED FACTORS

as a dentist. A Likert scale with 3 categories
was used for each question (Table 1).

(c) Thirteen items assessing dentists' attitudes
are listed in Table 2. Statements were
preceded by a written orientation to the
exercise, and reassurance that there were
no r ight or wrong answers, with the
only objective being to record the
respondent's spontaneous reaction. This
was interpreted as reflecting prevailing
attitudes among dentists. All statements
had visual analogue scale (VAS) response
alternatives coded in 8 equidistant steps,
ranging from 1 = disag ree completely to 8
= ag ree completely . This meant that
negatively formulated statements indicated
a strongly positive attitude when a low
number was recorded. A case in point is
item 3, Patients with poor ability to pay do
not need information regarding the most
expensive treatments , which had a mean
of VAS score of 3.9. This means that the
majority of dentists disagreed with the
statement, and thus were favourably
inc l ined towards giv ing pat ients
information. The 13 items listed in Table 2
would subsequently be subjected to factor
analysis (see Statistical methods below).

Questionnaires were distributed to the
selected dentists on an individual and personal
basis, at a pre-arranged time as agreed to through
prior telephone contact. A verbal explanation of
the central purpose of the study, as well as
clarification of certain key aspects of the methods
used, for example the VAS, was given to each
participant. A request for the earliest possible
response was made. A telephone reminder was
given three days after distribution, and the
questionnaires were collected a week later.

Data were first analysed in frequency tables.
Means, standard deviations and coefficients of
variation (CV) were calculated and differences in
means evaluated with the t test for gender and
working sector.

The third part of the questionnaire containing
four hypothetical prosthodontic clinical
scenarios, and a series of associated questions
relating to clinical decision-making for the
given cases is not presently reported.

Statistical Methods
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Responses to the attitude items from sub-
section (c) of the second part of the questionnaire
(Table 2) were analysed by factor analysis using
principal components, a standard psychometric
method to assess common variation between
attitude questions. The number of principal
components, or factors, were determined after
inspection of scree plots and by applying the
Kaiser criteria. For exclusion of items, communality
was set at < 0.3. The factors were rotated by the
Varimax method to maximize the total variance
explanation retaining the dimensionality of
factors. The loadings of items in each factor were
resolved into additive indices transformed to
range between 0 and 100 in order to allow the
regression coefficients to be interpreted as
change in percent units. In doing so, those items
with negative formulations were inverted in the
coding so that the index variables would
unequivocally indicate agreement with the
attitude. Index variables were therefore always
positive, and the more affirmative the attitude, the
higher the value obtained.

In order to test the associations between the
reported time spent on prosthodontic services and

14

Table 2. Means and standard deviations of responses to attitude items and differences between means with respect to gender and
working sector (a negative difference indicates a greater female or GS mean)

Statement

1. The patient must have good oral hygiene before any crown
treatment can be considered

2. The implant option should always be given to the patient
even if a conventional approach is possible

3. Patients with poor ability to pay do not need information
regarding the most expensive treatments

4. Age is of no concern when considering implant treatment
for the edentulous patient

5. Only the dentist should carry out yearly check-ups
6. When a patient chooses between different treatments, the

dentist should encourage the patient to decide on his/her
own.

7. Impression making should normally be delegated to
auxiliaries

8. If you feel another dentist has provided inferior treatment
for a patient, the patient should be advised to return to that
dentist for re-treatment at no cost

9. Close cooperation between dentists helps them to offer
the best treatments possible to their patients

10. The dentist should perform all stages of treatment to make
the patient feel safe

11. Failure of prosthodontic therapy is generally the result of
the patient's neglect

12. Missing posterior teeth should generally be replaced
13. Prior to prosthodontic treatment in the patient with a

history of caries, dietary counselling is advisable.

Mean

7.5

5.5

3.9

3.3

6.1
5.5

3.5

5.4

7.4

6.1

3.8

5.7
5.4

SD

1.1

2.3

2.5

2.5

2.1
2.4

2.4

2.5

1.1

2.0

1.9

2.3
2.1

Mean
difference

(M/F)

0.0

0.1

0.2

1.4

0.6
0.4

0.9

0.2

0.0

-0.4

0.3

0.8
0.3

P

0.837

0.805

0.576

0.001

0.109
0.328

0.032

0.623

0.995

0.212

0.359

0.053
0.380

Mean
difference

(PS/GS)

0.0

-0.6

0.4

0.2

0.6
-0.8

0.2

-0.5

-0.1

0.5

-0.7

1.5
-0.8

P

0.845

0.128

0.288

0.703

0.099
0.050

0.682

0.292

0.780

0.159

0.040

0.000
0.020

PS = private sector; GS = government sector

the various dentist-related factors, a multiple
regression model was obtained using number of
weekly hours spent on prosthodontics as the
dependent variable. Independent variables were
constructed from the series of questions relating
to:

All statistical analyses were performed on an IBM
Personal Computer using SPSS 10.

4 social and demographic attributes (first part
of the questionnaire, viz. gender, age,
nationality, and working sector),

5 work pattern and work situation variables
(sub-sections (a) and (b) of the second part of
the questionnaire, viz. weekly total clinical
hours, weekly adult treatment hours, level of
demand at clinic, patient characteristics, and
satisfaction as a dentist), and

attitudinal factors to be derived from the factor
analysis, described above, of the items in sub-
section (c) of the second part of the
questionnaire.

OMAR ET AL.
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Results

Among the responding dentists, 47% were
males and 53% females. The mean age of the
group was 33 years (range, 22 to 63). Forty-nine
percent worked in the PS and 51% in the GS. A
larger proportion of the males worked in the PS
(57%) than in the GS, while comparatively more
females worked in the GS (58%). The nationality
distribution was 46% Saudis and 54% other
nationalities, predominantly from neighbouring
countries. Percentage distribution of other
practice profile variables are listed in Table 1,
together with bivariate analyses of the variables
with respect to gender and working sector.

Large individual variations in some aspects of
practice profile were evident. Total mean weekly
working hours and hours spent treating adults
were not different for males and females, but the
time spent on prosthodontic treatment was

Table 3. Varimax rotated factor analysis (Principal components analysis) of attitudinal items.

Statement

When a patient chooses between different treatments, the
dentist should encourage the patient to decide on his/her own
(no. 6)

If you feel another dentist has provided inferior treatment for a
patient, the patient should be advised to return to that dentist
for re-treatment at no cost (no. 8)

Failure of prosthodontic therapy is generally the result of the
patient's neglect (no. 11)

Missing posterior teeth should generally be replaced (no.
12)

Only the dentist should carry out yearly check-ups (no. 5)

The dentist should perform all stages of treatment to make the
patient feel safe (no. 10)

The patient must have good oral hygiene before any crown
treatment can be considered (no. 1)

Prior to prosthodontic treatment in the patient with a history of
caries, dietary counselling is advisable (no. 13)

Patients with poor ability to pay do not need information
regarding the most expensive treatments (no. 3)

The implant option should always be given to the patient even if
a conventional approach is possible (no. 2)

Close cooperation between dentists helps them to offer the
best treatments possible to their patients (no. 9)

Age is of no concern when considering implant treatment for
the edentulous patient (no. 4)

Impression making should normally be delegated to auxiliaries
(no. 7)

Eigenvalue

Factor 1
(patient

role)

0.67

0.66

0.66

0.41

0.40

2.15

13.9

Factor 2
(dentist

influence)

0.64

0.63

0.58

0.57

0.32

0.34

1.65

13.7

Factor 3
(patient

influence)

0.72

-0.60

0.49

0.43

-0.31

1.54

11.9

Factor 4
(technical
aspects)

0.80

0.69

-0.38

1.38

11.9

Communality
(h )2

0.48

0.45

0.47

0.59

0.48

0.37

0.59

0.54

0.57

0.48

0.43

0.67

0.61

INFLUENCE OF DENTIST-RELATED FACTORS

significantly higher for males (12.3 h, SD=7.8) than
females (9.4 h, SD=6.2) (P<0.05). Comparing
working sectors, PS dentists spent more hours
totally doing clinical work compared to their GS
colleagues.

Univariate analyses of the attitudinal items
showed generally large standard deviations of the
VAS values (Table 2), which reflect considerable
individual variation. Strong agreement by most
was recorded for items no. 1 (oral hygiene
prerequisite; CV 15%), and no. 9 (close
professional cooperation; CV 15%), while items no.
4 (age irrelevant to implant planning; CV 76%), and
no. 7 (delegating impression making; CV 69%)
were viewed negatively, but inconsistently so.
Bivariately, there were varying differences in the
distributions with respect to gender and working
sector. For about half of the items, the differences
exceeded 0.5 units, but for only 3 items were they
strongly significant. Notwithstanding the negative
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view for the whole group, males were far more
positive that age was of little concern when
considering implant therapy for edentulous
patients (no. 4). GS dentists felt less strongly than
PS dentists that missing posterior teeth should
generally be replaced (no. 12), and agreed more
strongly that dietary advice was necessary prior to
prosthodontic treatment (no. 13).

In the factor analysis, none of the items had a
communality of < 0.3, and thus all items were
included in the final factor analysis (Table 3). Items
were reduced to four factors, with a variance
explanation of 52%. The 4 factors were interpreted
to capture the dimensions of patient role (items
no. 6, 8, 11), dentis t influence (items no. 1, 5, 10,
12), patient information (items no. 2, 3, 9, 13),
and technical aspects (items no. 4, 7). The
component loadings on each factor were
transformed into indices (0 to 100) (Table 4), which
were set as additional independent variables in
the multiple regression models.

Table 4. Distribution of means and standard deviations of indices derived for attitudinal factors (0-100)

Variable

F1 Patient role (0-100)
F2 Dentist influence (0-100)
F3 Patient information (0-100)
F4 Technical (0-100)

Mean

55
73
68
29

SD

20
15
18
23

Mean

57
75
68
36

SD

18
15
18
23

Mean

53
71
68
23

SD

21
16
19
21

Mean

51
77
64

SD

21
15
19
23

Mean

58
70
72
28

SD

19
16
18
23

Total
= 137n

Males
= 65n

Females
= 72n

PS
= 67n

GS
= 70n

PS = private sector; GS = government sector

The final multiple regression models for the
total, and male and females groups were as
follows (AWH = adult working hours; N =
nationality; WS = working sector; F4 = technical
aspects attitudinal factor; WWH = weekly working
hours):
Y = -10.589 + 0.304 (AWH) + 0.691 (N) + 2.303 (WS) +
0.049 (F4), R = 0.343 (total)
Y = -6.739 + 0.485 (WWH), R = 0.361 (males)
Y = -0.382 + 0.188 (AWH) + 3.146 (N), R = 0.194
(females)

Significantly related independent variables
with respect to weekly time devoted to
prosthodontic treatment are summarized in Table
5. In the total model, w orking hours spent on
adults , nationality, working sector and the
attitude factor (F4) encompassing broadly
technical aspects , were each significantly

correlated. In the separate models, only total
weekly working hours was significant for males,
while w orking hours spent on adults and
nationality were significant for females.

2

2
2

Discussion

In this study, the dentist-related factors that
may influence the time that general dentists
allocate to providing prosthodontic treatment in
their clinical practices were investigated. Since
underlying differences in patient needs and
demands are important sources of variation in the
rates of service, as homogeneous a patient base
as possible to whom the services were being
provided, would have been desirable. However,
wide variations in dental service rates have been
reported across clinics serving even socially
homogeneous patient pools. Nevertheless, the
convenience sampling used in the present study
was a limitation, but was unavoidable due to
unavailability of an accurate dental register. An
attempt at purposive selection was made so as to
represent relevant sub-groups of the total dental
workforce. From the list of registered private clinics

1,10

that was available, private sector dentists were
chosen so that coverage of the city was as broad as
possible. Government sector dentists were drawn
from the dental departments of most of the large
hospitals and from smaller clinics. In spite of these
empirical efforts to gain exposure to possible
variation in population densities and socio-
economic conditions, precise statistical
generalization is not possible beyond the
immediate population.

The questionnaire used was a modified version
of one used in a national survey of Swedish
dentists focussing on decision-making in a
prosthodontic context. The reliability and
discriminatory ability had been found to be
satisfactory from a psychometric perspective, as
was the case in the present version, which differed
from the Swedish one only in some locally relevant
respects. The response rate of 60% must be
considered less than satisfactory, yet it is

13
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acknowledged that the time period of 1 week for
completion and return was short. Further, had
information been available on non-responders,
the survey error could have been reduced.

The sub-group compositions reflect the large
addition to the dental workforce in recent years of
Saudi dentists (46%), mostly younger (75% under
40 years), and a majority of them women (53%).
The rapid expansion currently taking place in the
private sector is also apparent, albeit intuitively so.

Although there were no differences in mean
total weekly working time and mean adult
treatment time between male and female
dentists, there were differences between the two
working sectors. In concurrence with other
reports, private sector dentists in this study
also worked longer total hours than government
sector dentists. The proportion of male private
sector dentists working clinically for more than 45
hours per week was greater than for all of the other
sub-groups (Table 1). In other countries, wide
variations in clinical working hours have been
reported, with higher percentages of men working
over 45 hours per week than women, and males
spending considerably more of their clinical time
on prosthodontic services. Although not
presently investigated, wide variations, related to
gender as well as to working sector, have been
reported for the quantities of prosthodontic
services actually produced, as well as their
types.

Among the various social, practice profile and
attitudinal aspects that were investigated, large
individual variations were observed. This
contrasted with the fairly small differences
observed among groups, which in many instances
were not statistically significant in the multivariate
analyses. Specifically, the wide variation in
individual responses to most attitude items, as
indicated by the large standard deviations (Table
2), suggests that attitudes may be more individual,
than group attributable. This large degree of
variation is indicative of an underlying lack of
homogeneity and consistency in dental care.
Even so, factor analysis obtained four attitudinal
dimensions which gave a variance explanation of
52% (Table 4), and compares favourably with the
56% variance explanation for similar attitudinal
factors reported elsewhere. The first three
factors obtained in the present study convincingly
encompassed the common themes of patient
role , dentist inf luence and patient
information , while the fourth technical aspects
factor was less so. However, in interpreting Table 3,
the order of the factors reflects only their variance

10,15
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explanation ability, not their substantive
interpretation.

In the multiple regression analyses, by far the
most important variable influencing the
dependent variable weekly prosthodontic
treatment hours was w eekly adult treatment
hours (Table 5). The association was highly
significant in the total and the female models,
while w eekly total clinical hours was significant
in the male model. The regression coefficient (b)
in Table 5 should be interpreted in the context that
different scales were used for the various
independent variables. The value of 0.304 for
weekly prosthodontic treatment hours (a

continuous variable) suggests that for each
additional reported hour spent on treating adults,
the weekly time spent on prosthodontics
increased by 0.3 h (P<0.001). From this it follows
that about 30% of all additional time used on adult
care is devoted to prosthodontics. For the pr ivate
vs. government sector variable, the value of 2.303
indicates the number of additional prosthodontic
hours spent by GS dentists after adjustment of
total working hours. This demonstrated that the
importance of adult treatment hours to
prosthodontic activity is remarkably similar to
findings in Sweden. Even though prosthodontic
therapy is virtually exclusive to adult patients
whichever the region being discussed, the
closeness of the variance explanations observed
in Riyadh and in Sweden is all the more interesting
given the vastly different social, oral health status,
oral health care systems, and educational
conditions that apply in the two areas.

Other variables of differing significances in the
total model were working sector, nationality, and
the technical attitudinal factor (F4), while in the
female model, nationality was significantly
associated (Table 5). Contrary to other studies,
neither gender nor age showed associations. In a
Swedish report, females were significantly
associated with relatively more working hours
spent on prosthodontics, although producing
smaller quantities of services. In this regard, the
present finding that working sector in the female
model (Table 5) was significantly associated with
more time spent on prosthodontics, could be
partly explained by the relatively high female
composition of the government sector, and the
fact that the service is free and may thus increase
patient demand. Elsewhere, private practitioners
are known to spend more time on prosthodontic
services than their government sector
colleagues. The only attitudinal variable found to
be moderately important was the one of a

12
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Table 5. Multiple regression models for weekly hours spent on
prosthodontic treatment (only statistically significant
associations shown)

Independent variables

Social and demographic
attributes
Age (5-year categories)
Gender (male vs. female)
Working sector (PS GS)
Nationality (Saudi non-

Saudi)

Practice profile
Weekly total clinical hours
(5-hr bands)
Weekly adult treatment hours
(5-hr bands)
Level of demand at clinic
(3 categories)
Patient characteristics
(3 categories)
Satisfaction as a dentist
(3 categories)

Dentists' attitudes
(from factor analysis, Table 4)

F1
F2
F3

vs.
vs.

Males
= 65
b

n

0.485***

Females
= 72
b

n

3.146*

0.188**

Total
= 137
b

n

2.303*
4.691***

0.304***

R-square: 0.361 (males), 0.194 (females), 0.343 (total model);
P<0.05*, 0.01**, 0.001***

technical dimension (F4), but also incorporating
a positive attitude towards delegation of tasks. It
seems reasonable that such an attitude would
encourage greater involvement in prosthodontics,
although it could also mean that time could be
saved in the performance of procedures. However,
this is not in line with an earlier finding that
dentists with high prosthodontic service rates
have a less positive attitude towards delegation
than dentists with a low prosthodontic
production.13

Overall, the relatively low precision of the
regression models suggests a possible lack of a
broad enough range of included dentist-related
factors. Little variation in the time spent on
prosthodontic services was explained by attitudes
and beliefs. The absence of significant effects may
reflect the low correlation between attitudes and
behaviour found in a variety of other social
contexts, or it may be due to the use of category
rates which were too broad to detect significant
relationships. However, the close resemblance of
the present results with those obtained in a large
Swedish population does suggest that factors

16

9

other than those covered by the questionnaire
must be involved. More information about
dentists' personalities, as well as about their
patients' profiles, could have improved the
explained variance, and warrant further
investigation.

On the basis of the findings, it is clear that
reported prosthodontic service rates in general
dental practice can be regarded as a multi-
dimensional process, involving a broad range of
factors.

2. The most notable effect on the time devoted to
prosthodontic services was the time spent on
adult dental treatment.

3. Some of the variation was also explained by
nationality in the total and female models, and
total weekly clinical hours in the male model.
Lesser effects were working sector, and the
attitudinal dimension capturing technical
aspects, in the total model.

4. All other dentist-related, and other attitudinal
factors had insignificant effects on time
devoted to prosthodontics.

5. The large unexplained variation in the reported
rates of prosthodontic services may be due to
other unmeasured characteristics of the
dentist as well as the practice, which require
further investigation.

Conclusions

1. Although considerable individual variation in
prosthodontic service rates was seen,
differences, on a group basis, viz. gender,
working sector, were smaller.
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