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7 Second opinions in orthopaedics: the claim on
capacity made by second opinions. A model
exercise

7.1 Abstract

Background: Little is known about the consequences that a growing numbers of second opinions
in orthopaedic surgery exerts on the (limited) capacity of orthopaedic care. The aim
of this study is to calculate the claim on the capacity of university hospitals in 2010,
assuming that the proportion of second opinion patients will continue to grow at the
same rate.

Methods: Contact times with all patients visiting the outpatient clinic at the University Hospital
Groningen were recorded. Admission rates of clinical care as well as daytime clinic
of both first and second opinion patients were registered. With the use of an existing
manpower prediction model we calculated the required capacity of orthopaedic care
at the university hospitals in 2010.

Results: The total contact time is 22% longer for first opinion patients than for second opinion
patients, due to the fact that the first group required more repeat consultations and
were more often hospitalized. The future academic workload would grow 17,6%
based on general demographic developments and a supposed proportion of non-
academic patients seeking a second opinion at a university hospital of 5%.

Conclusion: According to our model, 4 extra full-time orthopaedic surgeons will be required in
2010, solely to meet the increased demand for second opinions.

7.2 Introduction

The demand for health (care) is growing, while the growth of the funds lags behind. The
hospitals in the Netherlands are on a budget and often a maximum is set to the number of ‘first
outpatient visits’ (FOVs) to be made annually, for financial reasons. On the whole second opinion
patients are counted as FOVs. As a consequence, the quota of ‘regular’ new patients that can be
seen is reduced by second opinion patients. If the proportion of second opinion patients continues to
grow faster than that of first opinion patients, it will mean an increasing claim on the capacity of
orthopaedic care, which is limited in any case. This exerts a negative influence on the accessibility
of consultation hours for first opinion patients and on the waiting times in (particularly) the university
hospitals. 
The study of second opinions in orthopaedics has shown that a considerable proportion of the new
patients in the outpatient clinic of university hospitals come for a second (or third, fourth or fifth)
opinion. In our study this proportion amounted to some 25 to 30%. In another university hospital,
during a study performed in 1991, this proportion was 20% .1

Orthopaedics is one of the specialisms with the longest waiting lists. In a specialism such
as orthopaedics in which operations greatly influence the quality of life, waiting lists may have
negative social consequences . Although a growing number of second opinions may satisfy a need2

of the individuals requesting them, at the social level it leads at the same time to a reduced access
to care. The capacity of orthopaedic care available, namely, is limited. As mentioned, a large
proportion of second opinions has a negative impact on the capacity available for the other patients.
This chapter describes the present claim of the second opinions made on the capacity. We will
investigate if there is indeed an increase in numbers of second opinions, and if so, we shall calculate
what the claim on capacity in university hospitals will be in 2010 if the proportion of second opinion
patients continues to grow at the same rate.
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7.3 Methods

In this study we shall be concerned only with the claim on capacity made by second
opinions in the university hospitals.
We started from the manpower prediction model that was used earlier for the estimate of the future
number of professional workers needed in orthopaedics . The data (and in part assumptions) used in3

the calculations are: the evolution of the numbers of consultations, in casu the number of second
opinions, the claims on time of various activities on the one hand and orthopaedists’ available time on
the other. Records kept over the limited time of two weeks in May 2000 at the outpatient clinic of
orthopaedic surgery in Groningen University Hospital provided data on the claims on time of second
opinion patients compared with the other new patients. The contact times in minutes of all FOVs
(first and second opinion) and follow-up examinations in that period were recorded. For the contact
time for clinical admissions and daytime clinic the data of the study of van der Velde (1997) were
applied. We assumed that the clinical care and daytime treatment require the same length of time for
the two groups of patients.
The study of second opinions was performed in one university hospital, while limited data are
available from a study in the Amsterdam Free University Hospital and the Radboud University
Hospital in Nijmegen . The data on the current situation originate from the study of second opinions1

and the manpower study of professional workers in orthopaedics . 3

Our study of second opinions covered one moment in time, allowing no trends to be
deduced. For this purpose, only very limited sources are available. In 1991 a limited investigation was
performed in the Nijmegen Radboud Hospital from which it emerged that some 20% of the new
outpatients in that university practice came for second opinions . No more recent similar data from1

that clinic are available, but the impression was gained that the number of second opinions has risen
very markedly since that time. Furthermore, in Groningen University Hospital since the collection of
data for the second opinion study, records were kept in a limited way from which only a short term
trend, if any, might be deduced. 
With a view to further investigation and determination of the grow of the number of second opinions,
the trend was subdivided into a fixed part that is a function of the number of first outpatient visits in
general hospitals, and a growing part (due to increase of the popularity of second opinions).
It is not feasible on the basis of the available data to calculate the total number of second opinions in
all Dutch (non-university) hospitals. On the other hand it may be assumed that the university
hospitals will display similar proportions of second opinions and that the university hospitals are the
places where most requests for second opinions will be handled.

7.4 Results

In the next paragraphs calculate the mean contact time for first and second opinion patients
and the accompanying workload for orthopaedic surgeons in 2010 based on demographic
developments and a growing demand of second opinions. Then we will calculate the consequences
for the manpower planning of orthopaedic surgeons in 2010.

7.4.1 COMPARISON OF MEAN CONTACT TIMES FOR FIRST AND SECOND OPINION PATIENTS AT THE OUTPATIENT CLINIC

If all academic hospitals have comparable percentages of second opinion patients, roughly
30% of all first time consultations in academic hospitals concern second opinion patients.
Consequently, the proportion of first opinion patients is 70%. In our study, the average first
consultation was found to take 24.3 minutes for a first opinion patient, and 29.8 minutes for a second
opinion patient. The proportion of total time spent on first consultations is therefore 65.5% for first
opinion patients and 34.5% for second opinion patients.
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Proportion of all Contact time (in minutes) Proportion of contact time 
first consultations per first consultation of first consultations

First opinion patients 70.0% 24.3 65.5%

Second opinion patients 30.0% 29.8 34.5%

All patients 100.0% 26.0 100.0%

Table 1: Contact time of first consultations, split between first and second opinion patients

In our study, the average amount of repeat consultations was found to be 2 for first opinion patients,
and 1.67 for second opinion patients. This difference in number of repeat consultations between first
and second opinion patients is probably due to the fact that fewer second opinion patients will
ultimately be taken into treatment in the second opinion hospital.
The average duration of the repeat consultation (10.7 minutes) is equal for first and second opinion
patients. Hence, the proportions of all time spent on repeat consultations are 74% and 26%
respectively (table 2). The mean total amount of time spent on repeat consultations will be 21.4 (=2 x
10.7) minutes for first opinion patients, and 17.9 (=1.67 x 10.7) for second opinion patients.

Proportion of Number of Proportion Contact time Proportion of Contact time of
all first repeat  of repeat per repeat contact time repeat consultations

consultations consultations consultations consultation of repeat per first consultation
per first (in minutes) consultations (in minutes)

consultation

First opinion patients 70.0% 2.00 73.6% 10.7 73.6% 21.4

Second opinion patients 30.0% 1.67 26.4% 10.7 26.4% 17.9

All patients 100.0% 1.90 100.0% 10.7 100.0% 20.3

Table 2: Time of repeat consultations, split between first and second opinion patients

The clinical admission rate was found to be 23.6% for first opinion patients, and 13,2% for second
opinion patients. Therefore, the mean clinical admission per first consultation is 0.236 for first opinion
patients and 0.132 for second opinion patients. The difference in clinical admission rates between
first and second opinion patients is probably due to the fact that fewer second opinion patients will
ultimately be taken into treatment, or were already being treated (or will be treated in future) by the
first opinion consultant.
A combination of the share of all first consultations with the mean clinical admissions rate for first
and second opinion patients leads to estimated shares of roughly 81% and 19%, respectively (table
3).
A clinical admission for orthopaedic surgery takes an average of 208 minutes . We assumed that3

this would apply for both first and second opinion patients. Hence, the proportion of total time spent
on clinical admissions for first and second opinion patients will also be 81% and 19%, respectively.
The average time spent on clinical admission per first outpatient consultation will be 49.1 minutes
(0.236 x 208) for first opinion patients and 27.5 minutes (0.132 x 208) for second opinion patients.
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Proportion of Number of Proportion Time per Proportion of Contact time for
all first clinical of all clinical contact time clinical admissions

consultations admissions per clinical admission for clinical per first
first consultation admissions (in minutes) admissions consultation 

(in minutes)

First opinion patients 70.0% 0.236 80.7% 208.0 80.7% 49.1

Second opinion patients 30.0% 0.132 19.3% 208.0 19.3% 27.5

All patients 100.0% 0.205 100.0% 208.0 100.0% 42.6

Table 3: Time of clinical admissions, split between first and second opinion patients

The admission rate of the day clinic was found to be 7.8% of the first opinion patients, and 5.4% of
the second opinion patients. Therefore, the mean day clinic admission per first outpatient
consultation is 0.078 for first opinion patients and 0.054 for second opinion patients. A combination
of the share of all first consultations with the average day clinic admissions rate for first and second
opinion patients leads to estimated shares of roughly 77% and 23%, respectively (table 4).
The average day clinic admission for orthopaedic surgery was found to take 117.8 minutes . We3

assumed that this would apply for both first and second opinion patients. Therefore, the proportion of
all time spent on day clinic admissions for first and second opinion patients will also be 77% and
23% respectively. The average duration of time spent on day clinic admission per first outpatient
consultation will be 9.2 minutes (0.078 x 117.8) for first opinion patients and 6.4 minutes (0.054 x
117.8) for second opinion patients (table 4).

Proportion of Number of day- Proportion Contact time per Proportion Contact time for
all first clinic admissions of dayclinic dayclinic of contact day-clinic

consultations per first admissions admission time for admissions per
consultation (in minutes) dayclinic first consultation 

admissions (in minutes)

First opinion patients 70.0% 0.078 77.1% 117.8 77.1% 9.2

Second opinion patients 30.0% 0.054 22.9% 117.8 22.9% 6.4

All patients 100.0% 0.071 100.0% 117.8 100.0% 8.3

Table 4: Time of day clinic admissions, split between first and second opinion patients

The total time required per patient is obtained by adding the expected time per patient for each of the
four types of patient consultations and treatment, i.e. 104.0 minutes for first opinion patients and 81.5
minutes for second opinion patients (table 5).
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Contact time Contact time of Contact time of Contact time of Total contact
per first repeat consultations clinical admissions day-clinic time per

consultation per first consultation per first consultation admissions per first patient
consultation

First opinion patients 24.3 21.4 49.1 9.2 104.0

Second opinion patients 29.8 17.9 27.5 6.4 81.5

All patients 26.0 20.3 42.6 8.3 97.2

Table 5: Time (in minutes) per patient, split between first and second opinion patients

Combination of the share of all first consultations with the mean number of minutes for first and
second opinion patients leads to an estimated distribution of all patient related time of approximately
75% : 25% (table 6).

Percentage of all patients Total time per patient (in minutes) Percentage of all time for patients

First opinion patients 70.0% 104.0 74.9%

Second opinion patients 30.0% 81.5 25.1%

All patients 100.0% 97.2 100.0%

Table 6: Total share of time, split between first and second opinion patients

We can conclude from these findings that although an estimated 30% of all new patients in
academic hospitals came for a second opinion, they used only 25% of the available time for patient
consultation and treatment. First consultations with second opinion patients take more time, but
because of less follow-up (at least in the academic centre) the total time share is smaller. 
In the following section we shall look at the changes in the time share of second opinion patients as
a consequence of changing demography and growth of the percentage of second opinions.

7.4.2 THE WORKLOAD ASSOCIATED WITH SECOND OPINIONS IN ACADEMIC HOSPITALS IN 2010

Prediction based on demographic developments of academic patients only
In the following calculations we exclusively involve the proportional increase of the ageing

population into our model. The age distribution of all first and second opinion patients in the Dutch
academic hospitals and the general population in the Netherlands is shown in table 7. The age
distribution of first opinion patients resembles the general population more closely than does the age
distribution of second opinion patients. Compared with the other two groups, the second opinion
patients are relatively more concentrated in the age groups of 16-30 and 31-45 (29.0% and 30.7%)
(table 7). The youngest group of patients is less represented in the group of second opinion patients
(with 6.5%), compared with the total population (with 19.6%) or the first opinion patients (with
17.1%).



71

Population(1997) First opinion patients Second opinion patients

<= 15 years 19.6% 17.1% 6.5%

16-30 years 21.3% 20.9% 29.0%

31-45 years 23.8% 24.6% 30.7%

46-60 years 18.3% 20.2% 21.1%

61-75 years 11.7% 13.9% 10.1%

> 75 years 5.3% 3.3% 2.6%

Total 100.0% 100.0% 100.0%

Table 7: Current age distribution of the general population in the Netherlands, and of the first and
second opinion patients in Dutch academic hospitals 4

Midrange statistic population forecasts for the Netherlands show that in the period between 1997 and
2010, the youngest age group (from 0 till 15 years) will show a growth of 3%. The population between
16 and 30 years and between 31-45 years will decrease by 8% and 3% respectively. 
On the other hand, the elderly population will grow substantially in this period (46 - 60 years: 23%,
61-75 years: 27%, >75 years: 22%) . 4

The contribution to the growth of the total number of first and second opinion patients can be
calculated by multiplying the current share and the population growth for each age group. This
assumes that the percentage of people of each age group seeking a second opinion remains the
same in the years to come, but that the absolute numbers of people in each age group will change.
The contribution of the age group of 0 to 15 years for instance, is 17.1% in first opinion patients
(table 7), the estimated growth of this group in the general population is 2.8% (table 8), meaning the
total number of patients will increase by 0.5% due to the growth of the general population in that age
group. 
The total growth is determined by adding the contributions of each age group. The total growth of first
and second opinion patients will resemble the growth in the general population, namely
approximately 7%. This implies that on the basis of demographic developments only, the future
workload associated with second opinions will be 7% higher than the contemporary workload.
However, the workload associated with second opinions will remain the same in proportion to the
future workload associated with first opinions. If only demographic developments are taken into
account, both show approximately the same growth rate.

Population growth (1997-2010) Contribution to growth Contribution to growth 
first opinion patients second opinion patients

<= 15 years 2.8% 0.5% 0.2%

16-30 years -7.7% -1.6% -2.2%

31-45 years -3.1% -0.8% -1.0%

46-60 years 23.0% 4.6% 4.9%

61-75 years 27.0% 3.8% 2.7%

> 75 years 22.6% 0.7% 0.6%

Total 6.7% 7.3% 6.8%

Table 8: Future development of population growth and its contribution to the growth of the number
of first and second opinion patients (assumption: constant proportions)
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Prediction based on demographic developments of academic and non-academic patients and past
trends

It is estimated that in 1990, approximately 10,000 second opinion patients visited outpatient
orthopaedic clinics at university hospitals. This number of second opinion patients is calculated by
multiplying the total number of approximately 50,000 first consultations at the outpatient orthopaedic
clinics of university hospitals in 1990 with the estimated contribution of second opinions of 20% .1

The number of first consultations in non-academic hospitals was approximately 375,000 in 1990, this
implies that 2.7% of the patients did seek a second opinion at a university hospital. 
In 1997, the total number of second opinion patients visiting outpatient orthopaedic clinics at
university hospitals in the Netherlands, was estimated to be 16,500 (i.e., 30% of a total of 55,000
new patients). At the outpatient clinics of non-academic hospitals approximately 425,000 new
orthopaedic patients were seen. Based on the findings in our study, we assume that the majority of
second opinion patients seen at the university hospital were first seen in non-academic hospitals,
meaning that some 16,500 second opinion patients were generated out of a total of 425,000 first
opinion patients. Therefore, 3.9% of all new patients in non-academic hospitals in 1997 eventually
turned up as second opinion patients at the university hospitals. Thus, the proportion of non-
academic patients seeking a second opinion at a university hospital has risen from 2.7% in 1990 to
3.9% in 1997.

The key figures of the past development in the number of patients are listed in table 9. The
total number of first consultations at the outpatient orthopaedic clinics of university hospitals has
risen by 10% from 50,000 to 55,000. In the above-mentioned period the share of second opinion
patients has risen from 20% to 30%. This means that the proportion of first opinion patients at the
outpatient orthopaedic clinics of university hospitals decreased by 3.8% (from 40,000 to 38,500),
while the proportion of second opinion patients increased by 65% (from 10,000 to 16,500 ).
The total number of first non-academic consultations grew from 375,000 in 1990 to 425,000 in 1997
(13.3%).

1990 1997 Growth

Academic hospitals

Total number of new academic patients 50.000 55.000 10.0%

Share of academic second opinion patients relative to the 
total number of new academic patients

20.0% 30.0%

Number of new academic first opinion patients 40.000 38.500 -3.8%

Number of new academic second opinion patients 10.000 16.500 65.0%

Non-academic hospitals

Total number of new non-academic patients 375.000 425.000 13.3%

Share of academic second opinion patients relative to the 2.7% 3.9%
total number of new non-academic patients

Table 9: Development of the numbers of orthopaedic patients 1990-1997

Based on demographic development, the total number of first non-academic consultations will grow
by approximately 10%, and the number of university hospital first opinion patients will grow by 7.3%
in the period from 1997 to 2010 .3

From these predictions we estimated the total number of new non-academic patients and the number
of university hospital first opinion patients in 2010. The development of the number of second opinion
patients is still unclear since we do not know the percentage second opinion patients that will
emerge from of the new non-academic patients. Were this share to increase from the present 3.9%
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to 5.0% in 2010, the total number of second opinion patients in orthopaedic surgery would then be
approximately 23,000. This would be 41.8% higher than the number of second opinion patients in
1997. The total number of new university hospital patients would then be approximately 65,000, with
41,000 first opinion and 23,000 second opinion patients. In this scenario there would be 17.6% more
new university hospital patients in 2010, compared with 1997. The share of second opinion patients
relative to the total number of new university hospital patients, would increase from 30% in 1997 to
36% in 2010 (table 10).

1997 2010 Growth

Academic hospitals

Total number of new academic patients 55.000 64.707 17.6%

Share of academic second opinion patients relative to the 36.2%
total number of new academic patients

30.0%

Number of new academic first opinion patients 38.500 41.311 7.3%

Number of new academic second opinion patients 16.500 23.396 41.8%

Non-academic hospitals

Total number of new non-academic patients 425.000 467.925 10.1%

Share of academic second opinion patients relative to the 3.9%
total number of new non-academic patients

5.0%

Table 10: Development of the numbers orthopaedic patients 1997-2010

7.4.3 CONSEQUENCES FOR MANPOWER PLANNING

The repercussion of this growth on the demand for academic orthopaedic surgeons is
estimated by calculating the amount of time needed to interview and treat these extra patients. As
already shown in table 6, the amount of time per first opinion patient differs from the amount of time
per second opinion patient.
Table 11 shows the total of time spent (to be spent) on first and second opinion patients in 1997 and
2010. The average length of time needed per first and second opinion patient is kept constant over
the years. Since the growing share of second opinion patients actually consumes less time than do
first opinion patients, there will be a small decrease in contact time per new patient: from 97.2 to
95.8 minutes (-1.4%). For the same reason, the growth in total contact time (16.0%) is somewhat
smaller than the growth in the total number of patients (17.6%).
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1997 2010 Growth

Academic hospitals

Number of new academic first opinion patients 38.500 41.311 7.3%

Number of new academic second opinion patients 16.500 23.396 41.8%

Total number of new academic patients 55.000 64.707 17.6%

Number of minutes per new academic first opinion patient 104.0 104.0 0.0%

Number of minutes per new academic second opinion patient 81.5 81.5 0.0%

Mean number of minutes per new academic patient 97.2 95.8 -1.4%

Total number of minutes for new academic first opinion patients 4.003.091 4.295.317 7.3%

Total number of minutes for new academic second opinion patients 1.344.522 1.906.472 41.8%

Total number of minutes for new academic patients 5.347.614 6.201.789 16.0%

Table 11: Development of time needed for academic patients 1997-2010

The number of orthopaedic surgeons in academic hospitals will ceteris paribus, also have to
grow by 16.0%. Since a total of 57 orthopaedic surgeons were working in an academic setting in
1997, the number of academic orthopaedic surgeons needed in 2010 will be 66. We assumed that
each orthopaedic surgeon in 2010 will work the same length of patient related time per year as in
1997.

1997 2010 Growth

Academic hospitals

Total number of academic orthopaedic surgeons 57 66 16.0%

Number of new academic first opinion patients per surgeon 675 625 -7.5%

Number of new academic second opinion patients per surgeon 289 354 22.3%

Total number of new academic patients per surgeon 965 979 1.4%

Table 12: Number of orthopaedic surgeons in academic hospitals

The number of orthopaedic surgeons needed solely for the growth of the relative number of
second opinion patients can be calculated by predicting the number of new academic patients in
table 10, using a share of 3.9% for academic second opinion patients out of all non-academic
patients instead of 5.0%. The number of second opinion patients would then grow by 10.6% instead
of 41.7%, and the total number of new academic patients would then grow by 8.3% instead of 17.6%.
Using these alternative numbers of patients in 2010 for tables 11 and 12, it can be shown that a total
number of 62 academic surgeons would be needed in case the relative number of second opinion
patients is held constant. This leads to the conclusion that a total of 4 surgeons is needed, solely to
accommodate the growth of the relative number of second opinion patients.
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7.5 Discussion

It was attempted in this chapter to outline the future claim on capacity made by second
opinions in university centres. At present, calculations can only be made with incomplete data. For
lack of data, the numbers of second opinions given (and to be given) in non-university hospitals are
not included in the calculations. It is high time for a thorough monitoring of the trends in the numbers
of second opinions. In the future, this phenomenon will have to be taken into account in the estimate-
based planning of needed professional workers and training capacity.
Accordingly, our calculations in this chapter have been made with the aid of a number of
assumptions and estimates. We are not certain, for instance, what proportion of first outpatient clinic
visits in the non-university practices will result in a second opinion. The proportion of 3.9% in 1997 is
probably a fair estimate. Nevertheless, there still remain a number of uncertainties concerning our
data. We have counted the number of officially recorded FOVs as the addition of first and second
opinion patients. In the official data, namely, no distinction is made between first and second opinion
patients. Consequently, the actual number of first opinion patients is probably somewhat lower than
the official data suggest, and the proportion of second opinions generated from this number may
slightly exceed our estimate. The rise of the number of first outpatient visits between 1990 and 1997
is difficult to calculate and to extrapolate to 2010, because this rise is partially due to a bookkeeping
effect. In that period, namely, the specialists started to record the number of FOVs more accurately,
which resulted in fewer follow-up consultations and more FOVs. Also, the CTG (National Health
Tariffs Authority) altered the definition of the FOV starting January 1999. This has given a different
meaning to the information concerning numbers of outpatient visits, so that this information cannot be
simply compared with that of earlier years. 

The age distribution of the second opinion patients in our study group proved to differ from
that of the non-academic population of orthopaedic patients. The specialism of orthopaedics is
sensitive to the greying of the population, but our population included few elderly patients, particularly
among the second opinions. If this is not a cohort effect, the future rise of the proportion of aged
people among the general population might lead to a fall of the proportion of second opinions. It is
also quite conceivable, however, that the elderly of 2010 will be more emancipated than those of
1997, and consequently will be seeking second opinions more often. Patient emancipation and a
number of other future trends are difficult to express in figures. We consider it likely that more and
more patients will seek a second opinion more and more often compared with the present.
It was found totally unexpectedly that the total contact time is shorter for second opinion patients.
This is due to the fact that fewer repeat consultations are necessary, and fewer patients of this group
are hospitalized. On the other hand, in these calculations we did not take into account the possible
‘hidden consultation time’, such as intercollegial consultation or study of the literature.

We assumed for our estimate on an unchanging time of contact between doctor and patient,
which is a conservative basis. The contact time might quite possibly increase. Although our
calculations are based on a number of assumptions, control calculations have shown that the
calculated effects are not changed greatly by other assumptions.

The main conclusions that may be drawn from our estimates are:
- The total time of contact with the second opinion patient is shorter than that for a first opinion

patient. Consequently, the proportion of second opinion patients rises faster than the
proportion of orthopaedic surgeons required for this purpose.

- Owing to the growth of the number of second opinions it is to be expected that in future they
will account for a substantial part of the claims on the capacity in university centres, and
possibly in the non-university centres as well.

- A relatively small rise of the proportion of second opinions generated by the non-university
population of orthopaedic patients results in a pronounced effect in the university centres.

- The future growth of the number of first outpatient visits in university centres will be
determined to an important extent by the growth of the number of second opinions.

- According to our model, in 2010 four extra full-time university-appointed orthopaedic
surgeons will be necessary solely to meet the increased demand for second opinions. These
four orthopaedic surgeons will need additional supportive staff and facilities. We are talking
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here only of orthopaedics. Were we to include all specialisms, it would probably be
necessary to add 150 to 200 specialists to the staff of the university centres.

In the United States, where second opinions have been very popular for a longer time, it was found
that approximately one in five patients (of all specialisms) had sought a second opinion in the
previous year, also counting non-university centres . This figure cannot be simply compared with the5

results of our study. Our study was concerned only with the proportion of patients who were given a
second opinion in a university hospital. The American study took into account all requests for second
opinions, including those handled in general hospitals. In the Netherlands, at present approximately
one in 25 (orthopaedic) patients request a second opinion. Were the American trend to manifest itself
in the Netherlands as well, this might deeply affect the functioning of Dutch health care. It might have
consequences for the expenses of health care as well as for the claims on capacity. It will then be
necessary to set priorities.
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