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Abstract
Background: In most countries, patients can get a second opinion (SO) through public or private healthcare
systems. There is lack of data on SO utilization in private vs. public settings. We aim to evaluate the characteristics
of people seeking SOs in private vs. public settings, to evaluate their reasons for seeking a SO from a private
physician and to compare the perceived outcomes of SOs given in a private system vs. a public system.
Methods: A cross-sectional national telephone survey, using representative sample of the general Israeli population
(n = 848, response rate = 62%). SO utilization was defined as seeking an additional clinical opinion from a specialist
within the same specialty, on the same medical concern. We modeled SO utilization in a public system vs. a private
system by patient characteristics using a multivariate logistic regression model.
Results: 214 of 339 respondents who obtained a SO during the study period, did so in a private practice (63.1%). The
main reason for seeking a SO from a private physician rather than a physician in the public system was the assumption
that private physicians are more professional (45.7%). However, respondents who obtained a private SO were neither
more satisfied from the SO (p = 0.45), nor felt improvement in their perceived clinical outcomes after the SO (p = 0.37).
Low self-reported income group, immigrants (immigrated to Israel after 1989) and religious people tended to seek SOs
from the public system more than others.
Conclusions: The main reason for seeking a SO from private physicians was the assumption that they are more
professional. However, there were no differences in satisfaction from the SO nor perceived clinical improvement.
As most of SOs are sought in the private system, patient misconceptions about the private market superiority
may lead to ineffective resource usage and increase inequalities in access to SOs. Ways to improve public services
should be considered to reduce health inequalities.
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Background
It is widely known that social inequalities in health result
from factors such as socio-economic level, geographical
residence, ethnicity, race end education [1, 2]. Socio-economic status, education, income and occupation are well
known factors intertwined with health behaviors and
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health outcomes [3–5]. Differences in access to healthcare services can also explain health inequalities. Likewise, geographical residence affects access to health
services [6], as most medical specialists tend to reside in
central regions. The structure of the healthcare system
may also introduce inequalities by access when certain
services are available only to those able to purchase
them privately.
These inequalities are more obvious in countries where
healthcare services are mostly privatized, however they
also exists in national tax-funded healthcare systems [7].
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Many OECD countries have turned to a ‘public-private
mix’ structure during the last decades and increased
out-of-pocket co-payments, and thus increasing health
inequalities [8, 9].
Second medical opinions as a case study for inequalities
in access to healthcare services

Utilization of SOs can serve as a case study for understanding inequalities in access to healthcare services.
Patients may seek a SO from another physician to obtain
additional information or reassurance about diagnosis,
treatment or prognosis [10–12], to ascertain whether the
treatment is appropriate [13–15] and also if they are
dissatisfied or distrust the physician [10, 12–14, 16–22].
There are differences among countries in access,
provision and payment mechanisms for SOs. In a private
market such as in the US, health insurance plans may
require and provide mandatory SOs for surgery. Most
insurance plans will pay for at least part of the cost while
Medicare will pay 80% of the cost. The Medicare health
maintenance organization (HMO), which covers about
13% of the population, provides SOs in some cases
before surgery with co-payment. Some plans require a
referral from a primary care physician, and require seeing
an in-network physician. Conversely, in countries that has
a National Health Insurance (NHI) such as Canada,
there is no mandatory SO requirement before surgery
[23].
Although the increase of private services consumption
at the expense of public services is well-studied [9], this
issue was rarely examined in the context of SOs. Only few
studies identified factors potentially exacerbating health
disparities by identifying characteristics of patients who
seek a SO, such as insurance type and coverage policy
[22]. Other studies highlighted additional factors that can
affect this utilization, such as living in non-central cities
or suburbs of central cities or living far from an academic
hospital [20, 24].
Inequalities and access to second medical opinions in
Israel

All the citizens in Israel are covered by a public NHI
provided by four not-for-profit health funds, providing
primary and secondary care. In parallel, more than 75%
of the population are covered by voluntary, supplementary health insurance provided by the health funds or by
private insurance. The proportion of private insurance
and supplemental programs in Israel is significantly higher
than in OECD countries (80% compared to 32.5%) [25].
Moreover, 24% (on average) of the national health expenditure in 2015 were paid directly by patients, compared to
20% in the OECD countries [26].
Patients in Israel can obtain SOs either through the
private system by a private physician by paying either
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out-of-pocket or by receiving partial reimbursement
from supplementary program offered by the health funds
or by private insurance plans, or through the public system by approaching a specialist working in a community
setting, through the secondary care provided by the
health funds. The patients pay a quarterly co-payment
for visiting a specialist. A detailed description of access
to SOs in Israel appears elsewhere [27].
The boundaries between the public and private sectors
are often blurred, both in relation to funding and supply.
For example, in Israel the public health funds sell private
supplementary health insurance [8, 9, 28] and there are
cases in which the same physicians provide medical consultations in both private and public funded settings [8].
The question whether SO should be provided and covered
by the government as part of the NHI becomes especially
interesting in Israel, in terms of financing and provision.
Private expenditure on health for services that are not
included in the public basket increased in the last decades [9], SOs have been a significant component of this
rise, accounting for about 10% of the total expenditure
of the supplementary health programs provided by the
health funds (equivalent to $92.6 million) [29]. The
increase in private expenditures and in particular for SOs,
widens the gaps among social groups. These gaps in SO
access can be found both in access to private vs. the public
system and in the periphery vs. the center of the country
[30]. We previously showed that some social groups in
Israel obtain less SOs than others: immigrants, people
living in peripheral areas and those who perceive their
health as not so good [31].

Methods
Aim, design and setting of the study

We aimed to evaluate (1) the characteristics of people
seeking SOs in the private system vs. the public system in
Israel; (2) the reasons for seeking private SOs; and (3) the
perceived outcomes of SOs given in a private system vs. a
public system. Such an assessment is important to determine whether SOs are utilized in an equal, accessible and
efficient way for the benefit of patients, physicians and
healthcare organizations.
We conducted a cross-sectional telephone survey of the
Israeli general population [32]. The survey was conducted
in collaboration with the B.I. and Lucile Cohen Institute
for Public Opinion Research, an academic survey unit at
Tel-Aviv University, during November 2011. The interviewers followed a closed-end protocol asking participants
whether they obtained a SO during the past year, their
reasons for seeking a private physician vs. a physician
working in public settings and the perceived outcomes
from the consultation. The study was approved by the
Institutional Ethics Committee for non-clinical studies
(K2010/137).
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Sampling and participants

Statistical analyses

We sampled a representative random sample of the general Israeli adult population. The inclusion criterion was
being 18 years old and above. The respondents were
sampled by a probabilistic sampling of Israeli adult
population households from layers of statistical areas,
defined by socio-demographic characteristics of each
area. With this way of sampling, the sample ensures representation of various population groups, particularly
those with a relatively small proportion. The sample size
was based on a pre-test conducted with 274 respondents,
which showed that about 20% of them had obtained a SO
during the last year.
We used disproportionate stratified sampling to increase
the number of respondents who obtained a SO for the inferential statistics. This method allows different sampling
ratios in different strata and ensures there are at least 300
respondents who obtained a SO. We over-sampled another 239 respondents who obtained a SO, using the same
principles of sampling layers of statistical areas as the representative sample. Hence, the survey included a total of
848 people from the representative sample and the disproportionate stratified sampling.
We approached 984 households, out of which 609
questionnaires were completed in full (response rate
62%). 105 respondents from the representative sample
(17.2% of 609) visited a physician for a SO during the
study period. We calculated this rate from the representative sample only (without the disproportionate
stratified sampling). With the disproportionate stratified
sampling, a total of 344 respondents obtained a SO (105
from the representative sample and 239 from the
oversampling). This analyses here focus on a subgroup
of 339 people who obtained a SO (after excluding 5
respondents with missing data on their private-public
visit place).

We compared the characteristics of respondents who
obtained a SO in the public system to those who obtained
a private SO by univariate χ2 tests. We then predicted the
binary dependent variable (the setting of getting the SO:
private vs. public) using a multivariate logistic regression
model. To reduce the number of covariates entered into
the regression we included in the null model only those
covariates which were significant (p < 0.05) in the univariate analyses. We used backward elimination for model
selection. The elimination method was Wald, based on
the robust estimator of the parameter estimate covariance
matrix. The threshold for elimination was 0.05. We used
SPSS Version 20 for the statistical analyses.

Variables and measurements

The dependent, binary, variable was a self-reported setting of obtaining the SO, which was either from a physician in the public or private system. A ‘second opinion’
was defined as ‘visiting another specialist, in the same
specialty, in order to get a second opinion on the same
medical problem during the past 12 months’ (excluding
consultations with family physicians). The covariates
were socio-demographic variables: (1) gender; (2) age
group; (3) educational level; (4) personal status; (5) ethnicity (Jewish/Arab); (6) religiosity (religious/secular); (7)
self-reported income level; (8) socio-economic level
according to residency, as defined by the Israeli Central
Bureau of Statistics; (9) being an immigrant (defined as
immigration to Israel after 1989); (10) country of birth;
and (11) perceived health status.

Results
Characteristics of patients seeking a SO in the public
system vs. the private system

Most of the respondents (214 of the 339 respondents who
obtained a SO), did so in the private system (63.1%).
Religious respondents sought SOs from the public system
more than secular respondents. Respondents from the low
self-reported income group sought more SOs from the
public system relative to respondents from middle and
high-income status (Table 1). Similarly, respondents
objectively classified in a low socio-economic level
sought SOs from the public system more than respondents from middle and high-income status. Immigrants
(less than 28 years in Israel) sought SOs from the public
system more than native born and established immigrants. There were no significant differences between the
two groups in gender, age group, educational level, personal status, ethnicity, country of birth and perceived
health status. The covariates that remained significant in
the multivariate logistic regression were immigration and
religiosity (Table 2). Immigrants tended to obtain SOs
from the public system more than native-born and established immigrants (OR = 3.68, 95% CI 1.67–8.1), and religious people tended to obtain SOs from the public system
more than secular people (OR = 0.45, 95% CI 0.27–0.76).
Reasons for seeking a second opinion in the private
market

One hundred twenty-seven out of 214 respondents who
sought a SO from a private physician, provided reasons
for seeking a SO in a private setting (Table 3). The main
reason for seeking a SO from a private physician rather
than from the public system was an assumption that
private physicians are more professional (n = 58, 45.7%
of 127). The other reasons were prior acquaintance with
the physician or a word-of-mouth about the specific private physician (n = 21, 16.5%), waiting time at the health
fund (n = 18, 14.2%), that private physicians have better
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Table 1 Characteristics of respondents who sought a second opinion in the public system vs. the private system (n = 339)
Public system n = 125 (%)

Private system n = 214 (%)

Male

50 (37.3%)

84 (62.7%)

Female

75 (36.6%)

130 (63.4%)

18–39

41 (42.3%)

56 (57.7%)

40–59

38 (31.9%)

81 (68.1%)

60+

46 (37.4%)

77 (62.6%)

Basic

20 (47.6%)

22 (52.4%)

High school

56 (36.4%)

98 (63.6%)

Academic

49 (34.5%)

93 (65.5%)

Characteristics
Gender

0.892

Age group

0.29

Educational level

0.296

Missing values

1

Personal status

0.43

Living with a partner

95 (35.4%)

173 (64.6%)

Not Living with a partner

28 (40.6%)

41 (59.4%)

Missing values

2

Ethnicity

0.237

Jewish

98 (34.9%)

183 (65.1%)

Arabic

23 (43.4%)

30 (56.6%)

Missing values

4

1

Religious

51 (45.1%)

62 (54.9%)

Secular

70 (31.7%)

151 (68.3%)

Missing values

4

1

Well below the average

40 (48.2%)

43 (51.8%)

Around the average

57 (31.5%)

124 (68.5%)

Well above the average

8 (30.8%)

18 (69.2%)

Missing values

20

29

Low

33 (49.3%)

34 (50.7%)

Middle and higha

86 (33.2%)

173 (66.8%)

Missing values

6

7

Native-born and established immigrants

106 (34.5%)

201 (65.5%)

Immigrants (immigrated to Israel after 1989)

19 (59.4%)

13 (40.6%)

Israeli

78 (36.1%)

138 (63.9%)

European / American

14 (37.8%)

23 (62.2%)

Soviet Union

13 (44.8%)

16 (55.2%)

Asian / African

18 (32.7%)

37 (67.3%)

Missing values

2

Religiosity

.015*

Self-reported income group

.027*

Socioeconomic level (by residential area)

.015*

Immigration

.006*

Country of birth

0.741

Perceived Health status

0.68

Very good

49 (38.9%)

77 (61.1%)

Good

44 (34.1%)

85 (65.9%)

Not so good

27 (34.2%)

52 (65.8%)

Missing values

5

p < 0.05
Note: Percentages are calculated as valid % per each row (i.e., each row sums up to 100%, without Missing values)
High socio-economic level was combined with middle socio-economic level because of small numbers at this level.

a

p-value
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Table 2 Patient characteristics associated with the setting of
getting a SO: private vs. public using logistic regression model
Survey method
n = 339
Predictors

OR

95% CI

P

Religiosity
Religious

Reference group

Secular

0.45

0.27–0.76

0.03

Immigration
Immigrants*

Reference group

Native-born and established immigrants

3.68

1.67–8.1

0.01

attitudes (n = 13, 10.2%) or other reasons such as flexible hours, restrictions of the public health fund, etc.
(n = 17, 13.4%).
Perceived outcomes of the consultation

Interestingly, there were no differences in the perceived
outcomes between private and public consultations.
Respondents who obtained a private SO were neither
more satisfied from the SO, nor felt clinical improvement
after the SO, nor mentioned any difference between the
diagnosis or treatment between the first and the SO, nor
tended to prefer the recommendation that was given in
the SO over of the first opinion, compared to those who
obtained the SO in a public system (Table 4).

Discussion
Public health systems in tax-funded healthcare systems,
such as Medicare and Medicaid in the US, the NHS in
the UK, and the public systems in Canada and Europe,
offer free or affordable access to health services. Such
services strive for high quality, but operate under limitations of public budgets which limit choice and quality.
In theory, private healthcare services overtake public
services in those dimensions, offering allegedly higher
Table 3 Main reasons for seeking a SO from a private physician
rather than from the public system (n = 127)
Reasons for seeking a SO from a private physician

n = 127
(%)

Private physician is more professional than
the public health fund physician

58 (45.7%)

Prior acquaintance with the physician or by
receiving a recommendation about the specific
physician who works in a private clinic

21 (16.5%)

Waiting time at the health fund

18 (14.2%)

Private physicians have a better attitude and
are more relaxing

13 (10.2%)

Other

17 (13.4%)

Total

127 (100.0%)

Missing

87

level of expertise, more choices, better quality, shorter
waiting times, and a sense of exclusivity, for people who
can afford them. Yet, our findings shed a different light
on this assumption. Although the main reason for
seeking a SO from a private physician was the assumption that private physicians are more professional, those
who sought a SO from a private physician were neither
more satisfied from the SO nor felt that their symptoms
have more improved nor their diagnosis or treatment
were different after the SO. Hence, the underlying ‘story’
here is how patient perceptions on the superiority of the
private market draw them to seek private SOs. The private sector benefits from those perceptions, by providing
an answer to those patients who can afford to pay for
private services. Our findings support other systematic
reviews and studies negating the belief that the private
sector is more efficient, accountable, or medically more
effective than the public one [32, 33]. Particularly in
Israel, there is no evidence that patients with supplementary programs receive better services than ones with
a public insurance [8]. So, what attracted most of the
respondents to seek a SO on the private market?

What attracts patients to the private market?

First, private physicians provide access to expertise.
People usually seek a SO when their problem is complex, and they would sensibly look for a renowned
expert. Private insurances enable easier access to senior
specialists (e.g., department heads) and provide the
freedom of choosing a specific physician, which is not
necessarily possible in the public sector. Second, patients
may feel it is worth paying for private consultations to
shorten waiting times [34]. Waiting times to specialists
can be rather lengthy, and in some health funds in Israel,
for example in Clalit Health Services (the largest Israeli
HMO), patients can see a different specialist only after
3 months have passed from the first consultation with a
specialist in a particular medical domain. Finally,
patients sought SOs from private specialists due to the
sense that private physicians have a better attitude to
patients. In a private consultation, patients are paying
for the physician’s time in a relaxed, hopefully heedful
consultation, where the physician has more time to
probe into the patient’s concerns. Consequently, patients
can build better relationships with the specialists which
result in higher levels of trust [35]. While our findings
negate the assumption that the private market excels
over the public one, at least in regards to SOs, it probably excels on the patient-centeredness dimension.
Private practices can be more responsive in aspects of care
delivery and are being more client orientated [36, 37].
Such environments can be seldom provided by public
systems which are commonly hasty.
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Table 4 Perceived outcomes of getting a second opinion in the private vs. the public system (n = 339 respondents)
Perceived outcomes

Public n = 125 (%)

Private n = 214 (%)

p-value

I preferred the SO over the first one

47 (85.5%)

112 (94.9%)

0.071

There was a difference between the diagnosis
or treatment between the first and the SO

54 (49.1%)

113 (59.5%)

0.08

I was satisfied with the SO

96 (82.1%)

179 (85.2%)

0.45

I felt health improvement after getting the SO

53 (51.0%)

86 (45.5%)

0.37

1

Fisher’s Exact Test

There is a bit of an irony here, because many specialists in Israel work in both public and private settings,
even on the same day (usually mornings in public
settings and afternoons in private settings). This may
provide a partial explanation for the lack of differences
in clinical judgment between the two settings. Yet the
same clinician, who works in both settings, can offer a
much better experience in their private practice, in
terms of shorter waiting times and a more relaxed and
attentive atmosphere.

Differences in utilization of second opinions in the private
vs public systems

In our final model we found that immigrants (less than
28 years in Israel) tend to seek more SOs from the public
system compared to the private one. A previous study
showed that immigrants use less health care services,
although they enjoy the same health care coverage as
non-immigrants. This utilization is probably due to
economic and cultural factors [38].
Socio-economic level was not included in the final
model but there is a hint about its potential influence as
it was significant in the univariate analysis. Our study
showed that respondents from low socio-economic
levels sought more SOs from the public sector, probably
due to the higher costs in the private one. These differences can be interpreted as an inequality of health services utilization and can represent a preference of the
high income group to use private health services [39].
These findings are also in line with another study showing that people with a higher socio-economic status visit
more specialists [7]. Preference for private physicians
driven by the assumption that they are superior to the
public ones may introduce inequalities in access as
private SOs are paid out of pocket (and reimbursed
under some conditions for those with supplementary
programs). Hence, there is a structural inequality in the
health system where accessing a private SO means
paying higher out-of-pocket costs and it is unfair to
weaker populations. Access to private SOs can have
consequences in access inequality measures such as
waiting times as those who cannot afford to pay privately
actually have to wait a longer time.

Practical implications

Reducing inequalities in health has been defined as a strategic goal in western countries, including Israel. Enabling
access to SOs in public systems can reduce unnecessary
out-of-pocket payments for private consultations (for the
patient) and their reimbursement by NHIs. A second
implication, though not easy to implement, is the need to
inform patients about expertise and quality of private physicians where public-private mix exists. Patients as health
consumers try to maximize on quality and minimize on
costs. While the cost is clear in both public and private
markets, quality is difficult to measure and combines
medical expertise, patient-centered approach and ease of
access (i.e., a shorter waiting time and flexible appointment time). In the absence of valid information on quality
of public and private clinicians, patients rely on intuition,
recommendations of friends and relatives, or reviews
available in the media and the internet, commonly with
limited value. Lack of valid information draws patients to
decisions that are not always rational [40]. Our findings
indicate that patients are willing to pay more for a private
consult while the perceived outcomes of satisfaction are
rather similar to a physician who works in the public
system. On the other hand, healthcare providers in the
public sector should pay more attention to what customers really need and satisfy their expectations to
timeliness and kindness [41].
Strengths and limitations

This study is unique in exploring the relation between
the utilization of SO in the private system vs the public
system. Previous studies did not look into the reasons
for preferring a private physician over a public one for a
SO. This study has several limitations. First, our definition of a SO as ‘visiting another specialist, in the
same specialty, in order to get a SO on the same medical
problem during the past 12 months (excluding visits to
family physicians)’ does not capture all cases of SO. For
example, patients may seek a SO on the same episode
from specialists in different clinical domains (e.g.,
seeking advice about back pain from both an orthopedic
surgeon and a neurologist). We chose this definition
after thorough methodological considerations, to avoid
misinterpretation of the question by patients. Second, as
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in any survey, selection and recall biases may have occurred, as well as embarrassment and social desirability
that might limit the validity of the findings. For example,
patients might have felt uncomfortable to disclose intimate health conditions in a telephone survey.

Conclusions
The study analyzed the characteristics of people seeking
a SO from the public system vs. the private system. We
analyzed the influencing factors on patient preferences
on consulting with a private physician rather than a
physician who works in a public setting, and whether
the private consultation indeed delivers more objective
value to the patient. Our findings shed light not only on
SOs, but also on the relation between the private and public health systems in countries with a public-private mix.
Particular patient groups (religious respondents and
immigrants) sought more SOs from the public sector.
Low socio-economic level, which was significant only in
the univariate analyses, can hint about potential inequalities in access to SOs. The main reason for seeking a
SO from private physicians was the assumption that they
are more professional than physicians working in public
settings. However, there were no differences in satisfaction from the SO and clinical judgment between the two
settings. This raises the question of the added value of
getting a SO on the private market.
Considering better ways to improve the public services
and better mechanisms to finance SOs through the public
systems can help improve access to some social groups. In
parallel, keeping improving patient-physician communication is important in order to reduce unnecessary
demands for SOs. Further research is recommended to
validate the survey findings with objective visits data.
Abbreviations
HMO: Health Maintenance Organization; NHI: National Health Insurance;
SO: Second Opinion
Acknowledgements
Funding was provided by a grant from the Israel National Institution for
Health Policy and Health Service Research (NIHP) under grant number R/10/
144. The Israel National Institution for Health Policy and Health Service
Research had no role in the design and conduct of the study: collection,
management, analysis, and interpretation of the data; and preparation,
review, or approval of the manuscript.
GG is a Research Fellow in Public Health and is supported by the
Collaboration for Leadership in Applied Health Research and Care (CLAHRC)
for NW London. This article presents independent research in part supported
by the National Institute for Health Research (NIHR) under the Collaborations
for Leadership in Applied Health Research and Care (CLAHRC) program for
North West London. The views expressed in this publication are those of the
author(s) and not necessarily those of the NHS, the NIHR or the Department
of Health.
Availability of data and material
Not applicable.

Page 7 of 8

Funding
We gratefully acknowledge the support (Grant No R/10/144) from the Israel
National Institute for Health Policy and Health Services Research (NIHP).
Authors’ contributions
LS was involved with conception and design, data collection and analysis,
and drafted the manuscript. GG was involved with acquisition of funding,
conception and design, data collection and analysis and drafted the
manuscript. ND was involved with acquisition of funding, conception and
design, data collection and analysis, and revising the manuscript.
IH was involved with conception and design, data collection and revising
the manuscript.
RDB was involved with conception and design, data collection and analysis,
and revising the manuscript. JSP was involved with acquisition of funding,
conception and design, data collection and analysis, and revising the
manuscript. All authors read and approved the final manuscript.
Ethics approval and consent to participate
The protocol study was approved by the sub Institutional Helsinki
committee at “MEIR” Medical Center, for non-clinical studies (Approval
K2010/137).
A verbal informed consent was obtained from all participants. The study
method was a telephone survey, and a verbal consent was obtained at the
beginning of the telephone interview.
Consent for publication
Not applicable.
Competing interests
All authors listed have contributed sufficiently to the project to be included
as authors, and meet each of the three authorship requirements as stated in
the Uniform Requirements for Manuscripts Submitted to Biomedical Journals
(www.icmje.org).
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Department of Health Systems Management, Ben-Gurion University of the
Negev, P.O. Box 653, 84105 Beer-Sheva, Israel. 2Department of Industrial
Engineering and Management, Ben-Gurion University of the Negev, P.O. Box
653, 84105 Beer-Sheva, Israel. 3Clalit Mushlam Health Insurance Systems, Clalit
Health Services, 1 Ben Gurion, 5120149 Bnei Brak, Israel. 4Clalit Research
Institute, Clalit Health Services, 101 Arlozorov, 62098 Tel-Aviv, Israel.
5
Department of Primary Care and Public Health, School of Public Health,
Imperial College London, The Reynolds Building, St. Dunstan’s Road, London
W6 8RP, UK. 6Sackler Faculty of Medicine, Tel-Aviv University, Tel-Aviv, Israel.
Received: 31 October 2018 Accepted: 5 April 2019

References
1. Ferguson JAWM. Racial disparity in cardiac decision making: results from
patient focus groups. Arch Intern Med. 1998;158:1450–3. https://doi.org/10.
1001/archinte.158.13.1450.
2. Williams DR, Mohammed SA, Leavell J, Collins C. Race, socioeconomic
status, and health: complexities, ongoing challenges, and research
opportunities. Ann N Y Acad Sci. 2010;1186:69–101. https://doi.org/10.1111/j.
1749-6632.2009.05339.x.
3. Stringhini S, Sabia S, Shipley M, et al. ASsociation of socioeconomic position
with health behaviors and mortality. JAMA. 2010;303:1159–66. https://doi.
org/10.1001/jama.2010.297.
4. Wagstaff A. Poverty and health sector inequalities. Bull World Health Organ.
2002;80:97–105. https://doi.org/10.1590/S0042-96862002000200004.
5. Adler NE, Newman K. Socioeconomic disparities in health: pathways and
policies. Health Aff. 2002;21:60–76. https://doi.org/10.1377/hlthaff.21.2.60.
6. Bleich SN, Jarlenski MP, Bell CN, LaVeist TA. Health inequalities: trends,
Progress, and policy. Annu Rev Public Health. 2012;33:7–40. https://doi.org/
10.1146/annurev-publhealth-031811-124658.

Shmueli et al. BMC Health Services Research

7.

8.

9.

10.

11.
12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.
23.

24.

25.

26.
27.

28.

(2019) 19:238

Filc D, Davidovich N, Novack L, Balicer RD. Is socioeconomic status
associated with utilization of health care services in a single-payer universal
health care system? Int J Equity Health. 2014;13:115. https://doi.org/10.1186/
s12939-014-0115-1.
Chernichovsky D. The public-private mix in the modern health care system concepts, issues, and policy options revisited. Working paper: National
Bureau of Economic Research; 2000. http://www.nber.org/papers/w7881.
Accessed 21 Nov 2013
Chernichovsky D. Reforms are needed to increase public funding and curb
demand for private care in Israel’s health system. Health Aff. 2013;32:724–33.
https://doi.org/10.1377/hlthaff.2012.0283.
Philip J, Gold M, Schwarz M, Komesaroff P. Second medical opinions: the
views of oncology patients and their physicians. Support Care Cancer. 2010;
18:1199–205. https://doi.org/10.1007/s00520-009-0742-z.
Sutherland LR, Verhoef MJ. Patients who seek a second opinion: are they
different from the typical referral? J Clin Gastroenterol. 1989;11:308–13.
Tattersall MHN, Dear RF, Jansen J, Shepherd HL, Devine RJ, Horvath LG, et al.
Second opinions in oncology: the experiences of patients attending the
Sydney Cancer Centre. Med J Aust 2009;191:209–212. https://doi.org/10.
5694/j.1326-5377.2009.tb02754.x.
Moumjid N, Gafni A, Bremond A, Carrere MO. Seeking a second opinion: do
patients need a second opinion when practice guidelines exist? Health
Policy. 2007;80:43–50.
Oskay-Ozcelik G, Lehmacher W, Konsgen D, Christ H, Kaufmann M,
Lichtenegger W, et al. Breast cancer patients’ expectations in respect of the
physician-patient relationship and treatment management results of a
survey of 617 patients. Ann Oncol. 2007;18:479–84.
Tam KF, Cheng DK, Ng TY, Ngan HY. The behaviors of seeking a second
opinion from other health-care professionals and the utilization of
complementary and alternative medicine in gynecologic cancer patients.
Support Care Cancer. 2005;13:679–84.
Clauson J, Hsieh YC, Acharya S, Rademaker AW, Morrow M. Results of the
Lynn Sage Second-Opinion Program for local therapy in patients with
breast carcinoma. Changes in management and determinants of where
care is delivered. Cancer. 2002;94:889–94.
Goldman RE, Sullivan A, Back AL, Alexander SC, Matsuyama RK, Lee SJ.
Patients’ reflections on communication in the second-opinion hematologyoncology consultation. Patient Educ Couns. 2009;76:44–50.
Greenfield G, Pliskin JS, Feder-Bubis P, Wientroub S, Davidovitch N. Patientphysician relationships in second opinion encounters - the physicians’
perspective. Soc Sci Med. 2012;75:1202–12.
Mellink WA, Dulmen AM, Wiggers T, Spreeuwenberg PM, Eggermont AM,
Bensing JM. Cancer patients seeking a second surgical opinion: results of a
study on motives, needs, and expectations. J Clin Oncol. 2003;21:1492–7.
Sato T, Takeichi M, Hara T, Koizumi S. Second opinion behaviour among
Japanese primary care patients. Br J Gen Pract. 1999;49:546–50 http://www.
ncbi.nlm.nih.gov/pubmed/10621989. Accessed 7 Feb 2011.
van Dalen I, Groothoff J, Stewart R, Spreeuwenberg P, Groenewegen P, van
Horn J. Motives for seeking a second opinion in orthopaedic surgery. J
Health Serv Res Policy. 2001;6:195–201. https://doi.org/10.1258/
1355819011927486.
Wagner T, Wagner L. Who gets second opinions? Health Aff (Millwood).
1999;18:137–45. https://doi.org/10.1377/hlthaff.18.5.137.
Ridic G, Gleason S, Ridic O. Comparisons of Health Care Systems in the
United States, Germany and Canada. Mater Sociomed. 2012;24:112. https://
doi.org/10.5455/msm.2012.24.112-120.
Hewitt M, Breen N, Devesa S. Cancer prevalence and survivorship issues:
analyses of the 1992 National Health Interview Survey. J Natl Cancer Inst.
1999;91:1480–6. https://doi.org/10.1093/jnci/91.17.1480.
Mossialos E, Wenzl M, Osborn R, Sarnak D. International Profiles of Health
Care Systems. The Commonwealth Fund. 2015. https://www.common
wealthfund.org/publications/fund-reports/2016/jan/international-profileshealth-care-systems-2015.
OECD. Health at a Glance: OECD Indicators, OECD Publishing. Paris: OECD;
2017. https://doi.org/10.1787/19991312.
Greenfield G, Pliskin JS, Wientroub S, Davidovitch N. Orthopedic surgeons’
and neurologists’ attitudes towards second opinions in the Israeli healthcare
system: a qualitative study. Isr J Health Policy Res. 2012;1:30.
Filc D, Davidovitch N. Rethinking the private–public mix in health care:
analysis of health reforms in Israel during the last three decades. J Health
Serv Res Policy. 2016;21:249–56. https://doi.org/10.1177/1355819616650470.

Page 8 of 8

29. Israeli Ministry of Health IM of H. A public report on supplementary health
programs of the Israeli Health Funds in 2014. 2015. http://www.health.gov.il/
PublicationsFiles/shaban2014_03012016.pdf.
30. Vashitz G, Davidovitch N, Pliskin JS. Second medical opinions. Harefuah.
2011;150:105–10, 207 http://www.ncbi.nlm.nih.gov/pubmed/22164936.
Accessed 10 June 2012.
31. Shmueli L, Shmueli E, Pliskin JS, Balicer RD, Davidovitch N, Hekselman I, et
al. Second Medical Opinion: Utilization Rates and Characteristics of Seekers
in a General Population. Med Care. 2016;:1. https://doi.org/10.1097/MLR.
0000000000000567.
32. Shmueli L, Davidovitch N, Pliskin JS, Balicer RD, Hekselman I, Greenfield G.
Seeking a second medical opinion: composition, reasons and perceived
outcomes in Israel. Isr J Health Policy Res. 2017;6:67. https://doi.org/10.1186/
s13584-017-0191-y.
33. Basu S, Andrews J, Kishore S, Panjabi R, Stuckler D. Comparative
performance of private and public healthcare systems in low- and middleincome countries: a systematic review. PLoS Med. 2012;9:e1001244. https://
doi.org/10.1371/journal.pmed.1001244.
34. Jofre-Bonet M. Public health care and private insurance demand: the
waiting time as a link. Health Care ManagSci. 2000;3:51–71. https://doi.org/
10.1023/A:1019024903898.
35. Russell S. Treatment-seeking behaviour in urban Sri Lanka: trusting the state,
trusting private providers. Soc Sci Med. 2005;61:1396–407. https://doi.org/10.
1016/j.socscimed.2004.11.077.
36. Berendes S, Heywood P, Oliver S, Garner P. Quality of private and public
ambulatory health care in low and middle income countries: systematic
review of comparative studies. PLoS Med. 2011;8:e1000433. https://doi.org/
10.1371/journal.pmed.1000433.
37. Pongsupap Y, Lerberghe WV. Choosing between public and private or
between hospital and primary care: responsiveness, patient-centredness and
prescribing patterns in outpatient consultations in Bangkok. Tropical Med
Int Health. 2006;11:81–9. https://doi.org/10.1111/j.1365-3156.2005.01532.x.
38. Davidovitch N, Filc D, Novack L, Balicer RD. Immigrating to a universal
health care system: utilization of hospital services by immigrants in Israel.
Health Place. 2013;20:13–8. https://doi.org/10.1016/j.healthplace.2012.11.005.
39. Regidor E, Martínez D, Calle ME, Astasio P, Ortega P, Domínguez V.
Socioeconomic patterns in the use of public and private health services and
equity in health care. BMC Health Serv Res. 2008;8:183. https://doi.org/10.
1186/1472-6963-8-183.
40. Victoor A, Delnoij DM, Friele RD, Rademakers JJ. Determinants of patient
choice of healthcare providers: a scoping review. BMC Health Serv Res.
2012;12:272. https://doi.org/10.1186/1472-6963-12-272.
41. Detsky AS. WHat patients really want from health care. JAMA. 2011;306:
2500–1. https://doi.org/10.1001/jama.2011.1819.

