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6 Patients’ outcomes of second opinions

6.1 Abstract

Background: The aim of this study was to investigate the influence of the second opinion
consultants’ recommendations on the patients’ complaints, and the patients’
satisfaction with the second opinion.

Methods: 625 consecutive second opinion patients visiting an outpatient clinic of orthopaedic
surgery in 1996/ 1997 participated in this study. They completed a questionnaire
prior to seeing the orthopaedic surgeon. One month and again one year after
completion of the consultation they received a second and a third questionnaire by
post. Patients were asked if they were satisfied with the second opinion, about the
course of their complaints and what treatment had been performed and for which
motives.

Results: One month following the second opinion 59% of the responding patients were
satisfied. One year after the second opinion the satisfaction rate of the responding
patients was 51%. Being dissatisfied was related to persistent complaints, receiving
‘no substantive orthopaedic diagnosis’ and suffering from anterior knee pain. Most
patients felt that their complaints had remained constant or had deteriorated after
the second opinion. Twenty-two per cent of patients sought additional opinions
following the second opinion. The second opinion consultants judged the second
opinion to be meaningful in 49% of the cases.

Conclusions: The majority of our study group suffered from chronic complaints, which are often
difficult to treat, and only half of them benefited subjectively from the second opinion.

6.2 Introduction

Second opinions have a honourable tradition in medicine. When patients take the initiative to
seek a second opinion, they exercise their right to opt out of the ‘treatment contract' and take their
case to someone else. Clinicians who take the initiative for a second opinion offer their patients a
chance of a fresh look at their problem. A second opinion may provide the patient with secondary
support and confirmation. However, it may also generate considerable anxiety and confusion,
especially in case of unconfirmed opinions. Our research has shown that the non-confirmation rate of
diagnosis at second opinion was 24 per cent on a simple yes or no basis . Patients may become1

concerned about which course of action to adopt.
Today, clinicians encounter more and more patients' requests for second opinions . This might be2,3

related to increasing patients’ awareness and rising public expectations of modern medicine's
possibilities. In our research, however, we found that problems in doctor-patient communication and
their relation were the most important determinants of whether patients took the initiative for a second
opinion .4

Approximately 30 per cent of the new patients seen in 1996/1997 at our outpatients’ clinic for
orthopaedic surgery were referred for a second opinion. In two limited studies of two other university
hospitals the same figures were found .5,6

In the Netherlands, the yearly number of new patients consulting the outpatient clinic is restricted,
due to our budgetary system. As second opinion patients usually are rated as new patients, a high
percentage of them contribute to a significant extent to waiting lists and limit accessibility to the
outpatient’s clinics for regular first opinion patients. Considering the rising demand on health care
and its limited financial resources, it becomes necessary to find out if second opinions really
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contribute to a meaningful use of health services. 
Until now, the benefits of second opinions, assessed from the patients' peace of mind, and

outcomes in terms of quantity or quality of life have been sparsely analysed. To our knowledge, no
studies have been published concerning the impact of the second opinion consultants'
recommendations on the patients’ perception of their disease problem, and the patients' satisfaction
with the consultation. In our study we collected data at the time patients visited our clinic for a
second opinion, immediately after the second opinion was finished, and one year afterwards. These
data allow us to explore the long-term reaction to the second opinion in terms of satisfaction,
patients’ decision-making, and perceived health.

The research questions concerning this long-term perspective were:
- Are patients satisfied with a second opinion, and what factors could predict the degree of

satisfaction? 
- Which action is taken by the patients after the second opinion, and whose treatment did

they want to accept, that of the first or of the second opinion consultant? 
- How often and under which circumstances are additional opinions sought after a second

opinion?
- What patients profit most from a second opinion in terms of amelioration of complaints or

improvement of health status from the time the second opinion was sought?
- What is the second opinion consultants’ judgement about the consultation?

6.3 Patients and methods

Between August 1996 and August 1997, 625 consecutive second opinion patients at the
outpatient orthopaedic clinic at the Groningen University Hospital were included in our study.
Informed consent was obtained.
A second opinion was defined as such as a patient had consulted one or more other board certified
specialists for the same complaints within the last two years. Referrals needing an academic
environment for special diagnostic or therapeutic interventions were excluded. Second opinions could
be either patient initiated or consultant initiated.
Patients were asked to complete a self-administered questionnaire prior to seeing the second opinion
consultant (T ). One month (T ) and one year (T ) after completion of the consultation they were0 1 2

invited by mail to complete a second and a third questionnaire.
At T , questions were asked about socio-demographic characteristics, (period of) complaints,0

functional (a VOEG 13-item list) or other complaints, health care utilization (consultations of other
physicians and duration of hospitalization in the past year), scepticism toward physicians measured
with a three-item index , and the RAND-36 Health Survey. The VOEG (Vragenlijst Over Ervaren3

Gezondheid = Questionnaire about Experienced Health) of Dirken (1969) comprises various
questions about symptoms with a general and aspecific character . The questionnaire was7

developed to measure the degree to which the patient is inclined to transfer stress into physical
problems. According to some authors a high score on the VOEG 13-item list indicates a tendency to
transpose psychological and social problems to vague physical complaints . The RAND 36 Health7

Survey is a reliable measure of health status, which uses eight concepts: physical and social
functioning, bodily pain, role limitations due to physical health problems, or due to personal or
emotional problems, general mental health, energy/fatigue, and general health perceptions and
perceived change of health in the previous year. The Rand-36 Health Survey and the VOEG 13-item
list was only used for patients above 18 years.
At T , the degree of satisfaction with the second opinion was assessed. At T  the questions about1 2

satisfaction and the RAND-36 Health Survey were repeated, patients were asked about the course of
complaints, and what kind of treatment had been performed and on which grounds. The second
opinion consultants were asked to complete a self-administered questionnaire about the supposed
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diagnosis (ICD-9 code), the recommended therapy, and treatments performed before referral. The
second opinion consultants were asked to indicate if they considered the second opinion to have
been medically meaningful.

To study the relation between the different dependent variables and a series of independent
variables we used multiple regression analysis (analysis 4,5 and 6) or logistic regression analysis
(analysis 1,2,3 and 7). The explorative nature of this study forced us to use many variables which
could influence the outcomes. Given the nature of the data we had to incorporate two additional
aspects into the statistical analysis. The fact that there are more patients than second opinion
consultants leads to a clustering which had to be taken care of. Furthermore, in some analysis we
used independent variables that where measured at two levels (patient and consultant level). To deal
with these two aspects we used a multilevel approach to (logistic) regression analyses (the software
used is MLWIN). We evaluated the non-responders at T  and T  on socio-demographic background1 2

variables, grouped diagnoses, and variables concerning initiative to second opinion, health status and
RAND- 36, and the patients’ evaluation of communication with the first opinion consultant.
The set-up of the statistical analyses for each of the dependent variables (corresponding to the
research questions) is the same. The independent variables consist of three blocks: socio-
demographic variables, variables related to diagnosis made by the second opinion consultant and to
the subjective health status, and variables concerning the second opinion. All variables were entered
at the same time. If we analysed a dependent variable on which we also had earlier data, we always
included this information as an independent variable. This means that we can interpret the effect of
the other independent variables in terms of change in e.g. satisfaction from the time shortly after the
second opinion to the situation a year later. 

6.4 Results

At T , 625 questionnaires of second opinion patients were collected. The mean age of the0

study population at inclusion was 39 (range 1-85) years. Forty-two per cent were male and 58 per
cent female. More than a quarter (26 per cent) had previously sought two or more other opinions. 
Most patients indicated that it was their own decision to seek a second opinion (62 per cent), mostly
in conjunction with the general practitioner (as a consequence of the Dutch gate-keeping system).
The treating consultant was thought to have initiated the second opinion in 218 patients (35 per cent).
Three per cent of the patients referred themselves.

The patients had visited our outpatient clinic 2.6 (1-16) times on average. Forty-nine per cent
of patients visited our outpatient clinic only once, 28 per cent twice or three times, and 23 per cent
more than three times.

6.4.1 RESPONSE

The response one month (T ) after completion of the consultation was 81 per cent (n=509).1

Twenty-two patients (3.5 per cent) responded with a blank questionnaire indicating they wanted to
stop participating in the study, leaving 490 usable questionnaires. In contrast with the non-
responders, the refusers were not sent a further questionnaire at T .2

One year after completion of the second opinion (T ) the response was 77 per cent of the total study2

group, and 80 per cent (n=484) of those who wanted to continue participating in the study at T . 1

The non-responders at T  were significantly younger than the responders (non-responders 35 yr., sd2

14, responders 41 yr., sd 17). They did not differ on other variables.
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6.4.2 SATISFACTION OF PATIENTS

Satisfaction one month after the second opinion (T ):1

The majority (59 per cent) of the responding patients were satisfied with the second opinion,
28 per cent were partially or completely dissatisfied, while 3 per cent had no opinion. Ten per cent
left the question unanswered.
The second opinion was generally judged as a good opportunity to ask important questions, and had
given the patients confidence (table 1).
There was no difference in satisfaction between patient-initiated and consultant-initiated second
opinions.

Satisfaction one year after the second opinion (T ):2

The second opinion had fully met the expectations of 40 per cent of the patients, in 58 per
cent it had not, while 2 per cent had no opinion.

agree disagree not applicable total (100%)
(*)

SO helped to decide to have an operation or not 41% 21% 38% 465

SO helped to decide which operation was to be performed 19% 24% 57% 460

Information about alternative treatments 48% 52% 397

Opportunity to ask important questions 76% 24% 402

SO has given me confidence 71% 29% 451

SO has made me doubtful 17% 83% 420

SO has made me anxious 9% 91% 413

It was confusing to get two different opinions 18% 82% 380

(*) not applicable because no operation was advised at first opinion

Table 1 Patients’ judgement about the second opinion at one month after the second opinion
(T )1

The patients had grown a little more dissatisfied at T ; 51 per cent were fully satisfied about2

the second opinion, 46 per cent were partially or completely dissatisfied, and 2 per cent had no
opinion. We found a moderate correlation between the satisfaction at T  and T  (Spearman correlation1 2

0.49, p<0,001), also in the logistic regression analysis (table 2 analysis 1)  .
Patients became more satisfied between T  and T  if they believed that the complaints had eased off1 2

because of the second opinion (table 2, analysis 1). When controlling for satisfaction at T , becoming1

satisfied could not be predicted from patients’ age, sex or education.
One-quarter of all patients who had been entirely satisfied at T , became partially or1

completely dissatisfied at T , these patients mostly received ‘no substantive orthopaedic diagnosis’2

at second opinion, had anterior knee pain, or had persistent complaints.

agree disagree total

The second opinion has given me confidence 69% 31% 417

SO has made me doubtful 26% 74% 336

The treatment of the SO consultant was successful 18% 82% 332

Table 2 Patients’ judgement about the second opinion at one year after the second opinion (T )2
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6.4.3 TREATMENT AFTER SECOND OPINION

Advised treatment at second opinion:
According to the patients, the advised treatment had changed in 45 per cent, was unaltered

in 45 per cent, while to 10 per cent of the patients it was unclear whether the therapy advice had
changed or not. In one quarter of the cases (n=140) patients and physicians had discongruent ideas
about whether the advised therapy had changed at second opinion or not. One hundred and six
patients thought that the advised therapy had changed but the second opinion consultants thought it
had not, and 34 patients thought that the advised therapy had not changed, while according to the
consultants it had.

Preferred treatment at T :1

If the patients thought that the therapy proposed by the first opinion consultant was unconfirmed by
the second opinion consultant (221/490), they often wished to follow the advice of the second opinion
consultant (77 per cent, 170/221), two per cent wanted to comply with the advice of the first opinion
consultant, and 2 per cent (4/221) with another advice. In 19 per cent of cases (42/221) the patients
had not yet decided which treatment they wished to follow. 
If the patients thought that the therapy proposed by the first opinion consultant was confirmed by the
second opinion consultant (220/490), almost none (5 per cent, 11/220) had at that moment decided
whether they wanted to follow the given advice, and from whom they wanted to receive further
treatment.

Performed treatment at T :2

According to the patients a treatment was received in 50 per cent (241/484), 4 per cent
(21/484) were still on a waiting list, 5 per cent (24/484) refused the advised treatment and in 40 per
cent (192/484) no treatment had been advised. If the second opinion consultant had advised a
conservative treatment, patients frequently (56 per cent) regarded it as being given no treatment
advice at all.
In case of an unconfirmed therapy at second opinion (according to the consultant), 87 per cent
(100/115) decided to follow the advice of the second opinion consultant and 6 per cent (7/115) that of
the first consultant while 6 per cent (7/115) complied with another opinion.
The second opinion consultant took over treatment (conservative and operative) in 225 patients
(36%). They actually intended to do so only in 155 patients (25%) at T . Treatment was more often0

taken over if the patient suffered from degenerative arthritis. If an operation had been performed at T2,

it had been performed less frequently by the second opinion consultant (table 2, analysis 2).
Nineteen patients were operated by the second opinion consultant, despite the fact that the latter
had indicated that further treatment should be continued by the referring doctor. The reason why this
group of patients were nevertheless treated by the second opinion doctor could not be traced. 

6.4.4 SEEKING ADDITIONAL OPINIONS:
Twenty-two per cent of the patients indicated that they had sought one or more other

opinions after the second opinion, while another 11 per cent had re-consulted their general
practitioner for the same complaints. Seeking further opinions was positively associated with
receiving ‘no substantial orthopaedic diagnosis’ at second opinion and good scores of mental
functioning, and inversely related to good scores of physical functioning. Patients who were more
sceptic towards physicians did seek fewer additional second opinions (table 2, analysis 3).
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Analysis 1   Analysis 2  Analysis 3 Analysis 4 Analysis 5 Analysis 6 Analysis 7
P<0.05  Est SE   Est SE  Est SE Est SE Est SE  Est SE Est SE
Intercept 1.311 2.754  .662 .339  4.03 2.298 57.67 12.28 40.98 10.33 -2.242 3.609 -2,181 3.609
Sociodemographic 
Age -.021 .018   .001 .004 -.029 .019 -.069 .098 .091 .080 -.034 .024 -.013 .018
Gender   .418 .431 -.046 .097 -.054 .456 .761 2.417 -.311 1.96 .062 .529 .763 .428
Education -.174 .286 .062 .062 -.270 .292 1.375 1.553 .790 1.249 .176 .337 .006 .282
NHS -.439 .545 .098 .115  .02 .570 .976 2.835 -2.882 2.361 -.684 .841 -.238 .524
Health and diagnosis
Arthritis  .298 .652 -.037 .143 .54 .644 -6.059 3.617 .306 2.904 .316 .841 1.353 * .671
Low back pain -.047 .770 .239 .173 .671 .914 -2.166 4.313 5.365 3.634 -1.731 1.414
Shoulder complaints  .177 .194  8.479 * 5.007 2.939 3.862 .747 .913 -.418 .867
Patello-femoral complaints -.176 .757 .561 * .176 1.31 .918 -.457 4.35 5.556 3.501 -1.14 1.007 -.139 .737
Iatrogenic problems  1.126 .708 .216 .172 1.21 .795 -3.9 4.221 1.21 3.474 1.834 * .888 -.114 .786
No diagnosis      2.056 * .823 .432 * .194 2.637 * 1.289 -1.675 4.83 1.759 4.139 -.595 .992 .277 .820
Subjective health  .238 .341 -.051 .066 -.082 .291 .818 1.734  .365 1.31 -.178 .340 -.184 .330
Physical functioning T -.041 * .017  -.048 * .016  –  –  .030 .020  .034 .0182

Physical functioning T -.016 .017   .387 * .078  -.019 .020 -.020 .0170

Mental functioning T  .050 * .025   .001 .022   – – .011 .027 -.018 .0232

Mental functioning T  -.025 .023    .361 * .093 -.072 * .028 .012 .0240

VOEG score  .009 .101 .026 .019 -.029 .099 -2.73 * .484 -1.263 .440  .314 * .148 .215 .115
Various concerning the SO
Communication score -.101 .333 .043 .074 -.519 .344 -1.556 1.813 -1.045 1.492 .504 .418 -.212 .331
Scepsis score -.316 * .162 .050 .034  .370 * .154 .482 .851 -.477 .696 .026 .191 .134 .156
Initiative second opinion  .206 .497 .003 .114  .080 .552 -2.143 2.872 -2.793 2.286 -.177 .684 -.273 .503
Treated before -.498 .568 .013 .126  .051 .555 1.013 3.081 3.413 2.589 -1.234 .665 .531 .553
Diagnosis congruent -.039 .544 .063 .116 -.323 .559 .472 2.945 -.256 2.33 -2.161 * .716 .408 .538
Therapy advise congruent  .123 .456 -.015 .107  .013 .489 -3.448 2.65 -4.052 2.146 -2.478 * .568 -.702 .463
Satisfied  .354 .275 .568 .064  .459 .297 .294 1.562 -.753 1.289 -.164 .337 .016 .288
Operation performed  .338 .527 .016 .116 -1.829 * .530 -5.659 2.914 -2.721 2.29  1.647 * .627 -1.248 * .542
Complaints disappeared -.253 .523 .612 * .106  – – -9.536 * 2.639 -1.214 2.154 .094 .598 .174 .514

Analysis 1: patient consulted other specialists after the second opinion 
Analysis 2: patients’ satisfaction with second opinion at T2

Analysis 3: patients thinks that second opinion ameliorated the complaints 
Analysis 4: patients’ physical functioning at T2

Analysis 5: patients’ mental functioning at T2

Analysis 6: patients’ judgement of second opinion consultants
Analysis 7: treatment overtaken by second opinion consultant

* Significant 

Table 3 Regression analyses patients’ outcomes one month and one year after the second opinion
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6.4.5 PATIENTS’ COMPLAINTS, PHYSICAL AND MENTAL FUNCTIONING ACCORDING TO THE RAND 36 AT T2

One year after the second opinion the majority of patients (82 per cent) considered the
treatment of the second opinion consultant had not helped to reduce the complaints (table 3). The
majority of patients were of the opinion that their complaints had remained constant or had worsened.
In only 42 per cent the complaints had ameliorated. The course of the complaints was independent of
the initial diagnosis made by the second opinion consultant. 
Complaints improved more frequently according to the patient if she/he had been treated surgically.
Complaints were less likely to ameliorate in patients who scored high in scepticism toward
physicians, and in those who had received ‘no substantial orthopaedic diagnosis’ at second opinion
(table 2, analysis 4).

Physical functioning at T  was independent of grouped diagnoses. If physical functioning was2

unfavourable at T , it was generally not changed at T  The physical functioning had improved if the1 2.

respondent had the idea that the index complaints had subsided as a consequence of the second
opinion. Patients with many functional complaints as measured with the VOEG 13-item list at T0

functioned physically unfavourably at T (table 2, analysis 5).2 

Mental functioning at T  was also dependent on mental functioning at T . A high score on the VOEG2 1

13-item list at T  was related to a worse mental functioning at T . In contrast to physical functioning,0 2

mental functioning was independent on whether the index complaints had subsided since the second
opinion or not (table 2 analysis 6).

T  Mean (SD) T  Mean (SD)0 2

Physical functioning 50.92 (27.42) 58.53 (28.05) p<0,001

Social functioning 68.38 (26.96) 74.47 (27.01) p<0,001

Role limitations physical problem 34.88 (41.17) 46.89 (42.19) p<0,001

Role limitations emotional problem 77.59 (38.44) 78.76 (36.72) NS

Mental health 74.06 (18.65) 4.06 (18.65) NS

Vitality 60.01 (20.53) 60.28 (20.35) NS

Pain 46.40 (23.09) 58.72 (25.72) p<0,001

General health perception 63.62 (20.93) 66.50 (15.44) NS

Health change in one year 41.46 (20.23) 54.14 (24.38) p<0,001

Table 4 RAND-36 Health Survey

6.4.6 JUDGEMENT OF THE SECOND OPINION CONSULTANT

The second opinion consultant thought the second opinion had been meaningful in 49% of
the cases.
A meaningful second opinion could not be predicted by the diagnosis of the patient, or by the initiator
of the second opinion (patient or first opinion specialist).
The second opinion consultant usually considered the second opinion fruitless if there was no
difference of opinion concerning diagnosis and/or therapy. The second opinion consultant more often
regarded the second opinion to be meaningful in the following circumstances (table 2 analysis 7):
- if the first opinion consultant had advised an operative therapy
- if iatrogenic complications had occurred during the treatment of the first opinion consultant
- if patients had additional functional complaints as measured with the VOEG 13-item list at T0

- if patients had better mental scores according to the RAND 36.
The judgement of the second opinion consultant was not related to the patient’s satisfaction.



63

6.5 Discussion

The purpose of this prospective study was to assess outcomes of voluntary second opinions
in orthopaedic medicine.
Initially we focussed on the course of complaints and the changes in patients’ perceived health
status, but since we found that a second opinion did not influence these two matters very much, the
topic of patients’ satisfaction grew more important. However, patients’ satisfaction is a very difficult
concept to measure. In this study, we asked the patients directly in these terms. In general, patients
do have a tendency to state that they are satisfied when asked directly . In the last few years (after8

the onset of our study) much is developed in the field of patients’ satisfaction assessment .8

Nowadays, in order to truly assess (dis)satisfaction, very specific questions concerning the
expectations of patients and what they find really important should have been evaluated.

Our study showed that the second opinion often did not meet the patients’ expectations, and
that only half of the patients stated that they were fully satisfied with it. The percentage of dissatisfied
patients could be even higher amongst the non-responders of this investigation.
Patients’ dissatisfaction was often related to receiving no substantive orthopaedic diagnosis at the
second opinion. Patients seek a diagnostic label or an etiologic explanation for their physical
symptoms. Living without a diagnosis for their complaints is often detrimental to patients, even if the
final diagnosis would lack clear implications for treatment . Posner (1984) showed in a study of pain9

patients that many patients want information about etiology even more than analgesia per se . This10

could be the reason why some patients in our study were still satisfied with the second opinion, even
though the treatment of the second opinion consultant had not resulted in diminution of complaints
according to the patient.

The compliance with the advised therapy of the second opinion consultant seemed much
higher than in most American studies. The American studies of second opinion elective surgery
programs showed that not all patients adhered to the advised treatment of their physicians. Even if
the two physicians agreed with each other, 25 to 45 per cent of the patients did not follow their advice

. Of the patients who were not eligible for surgery, one-third would have surgery anyway . 12,13 14,15

The high percentage of patients that complied with the second opinion advice in our study was
probably due to the fact that our second opinions were often voluntarily sought. This corresponds with
the findings of Sutherland that patients who voluntarily seek a second opinion often do act on the
second consultant’s recommendations . This could mean that patients who seek the opinion of2

another consultant, actually seek a different opinion. This impression is strengthened by the fact that
those patients whose treatment proposed by the first opinion consultant was confirmed by the
second opinion consultant generally had not decided whether they wanted to adhere with the advice
at T , whereas in cases of unconfirmed therapies most patients wanted to follow the advice of the1

second opinion consultant. Patients may like to receive a different opinion, but not all second opinion
consultants may wish to contradict the opinion of their first opinion colleague, especially if they know
each other. Consultants tend to ‘follow the pack’ in order to avoid inter-collegial criticism .16

A considerable percentage of the group (22%) sought one or more opinions the year after the
second opinion. Patients who received no substantive orthopaedic diagnosis were more tempted to
go doctor-shopping. A striking result of our study was that seeking additional opinions was unrelated
to persistent complaints. This outcome suggests that other patient-related factors play a role in
doctor-shopping.

According to the second opinion consultants a second opinion was particularly meaningful if
there were new insights in diagnosis and/or therapy. However, this judgement of the specialist about
the second opinion proved to be unrelated to the degree of the patient satisfaction, suggesting that
patients have different ideas about a meaningful second opinion.

This study shows that most of the complaints were difficult to treat and that the majority of
the patients did not benefit from the second opinion regarding amelioration of complaints. In general,
the physical functioning at T  had not improved. The patients who did improve their physical2

functioning were generally more satisfied, but what became first, the physical functioning or the
satisfaction? 
A second opinion is apparently not a suitable instrument for improvement of physical symptoms, but
for the acceptation of them, as well as for supply of information and support in the choice of medical
treatment.



64

Concerning patients’ recall and understanding of given information we found that there is still
a lot left to be desired. Frequently patients did not know whether the advised therapy had changed or
not, or they had ideas that differed significantly from those of the consultants. How can patients
make decisions as a result of a second opinion they do not fully understand? This suggests that
communication difficulties do not only exist at first opinion, but also at second opinion.
The situation in which patients get their information could be improved. For a smooth physician-
patient communication the cooperation of both parties is indispensable. However, the situation in
which the physician communicates can be influenced more easily than that of the patient. It is
emphasized in many studies that the length of consultation time is a weighty factor regarding the
patient’s satisfaction with the information given. A longer time for consultation reduces the patient’s
stress and enables him to take in the information better. Research has shown that in general for a
good and complete transfer of information a minimum of 19 minutes’ contact time is required .17,18

However, owing to the structure and funding of our health care system, this is at present not feasible.

For a proper understanding of the outcomes of voluntary second opinions in medicine, we
should consider all aspects of the matter, including recurrences of complaints, differences in
mobility, and complications of surgery or expectant treatment.
Apart from the possible cost-saving aspects of second opinions (SSOPs) and the non-confirmation
rate between the first and the second opinion in diagnosis and/or treatment, hardly any other
outcomes of second opinions have been investigated at present. Other aspects of second opinions,
such as patient satisfaction, health gain and influence on the decision-making of doctor and patient
are mostly still virgin territory. The present study is a first step on the road to further investigation of
these aspects, therefore we needed to observe many possible relevant variables. 
Unfortunately we cannot obtain a reliable understanding of a number of results without a proper
control group. Since a self-selected group is concerned, it is technically impossible to do a
prospective randomized study on this subject. For example, our study allows no reliable conclusions
on the net health gain by second opinions. An experimental study of second opinions would be
necessary in order to obtain reliable data on their effects on complaints and physical functioning.
There are no publications of prospective studies from which the health gain could be deduced. This
would require a case control study, in which the control group should be taken at randomly from the
population requesting a second opinion, and should not be given a second opinion during the period
of a study. Such a study design would in general be regarded as unacceptable, and therefore it will
be difficult, in the future as well, to measure results of this nature in a reliable manner.

The percentages of patients seeking a second opinion seem to increase, while little is known
about the outcomes. Communication difficulties at second opinion seemed to obscure the
consultants’ advice to the patients. This study shows that the vast majority of the patients believed
that the second opinion did not aid in amelioration of their complaints. Only half of the patients was
fully satisfied with the second opinion, and 22% continued seeking other opinions.
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