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Abstract

Background Serious illness conversations can cause discomfort in patients, potentially impeding their understand-
ing and decision-making. Identifying ways in which physicians can reduce this discomfort may improve care. This
study investigates which physician communication styles and characteristics individuals perceive as comforting

in physician—patient serious illness conversations.

Methods We conducted a nationwide online factorial survey in German, French, and Italian with 1572 Swiss par-
ticipants from the public (51.4% women) aged 16 to 94. Each participant assessed 5 out of 1000 different vignettes
describing a physician informing a cancer patient about their terminal prognosis. We systematically manipulated 11
attributes: physician’s years of experience, physician sex, patient sex, patient age, prior relationship to physician, clarity
of information, self-disclosure, physician taking time, recommendation, expression of sadness, and continuity of care.
Participants evaluated their comfort level with the physician described in the vignettes. Multilevel models with ran-
dom effects were used to analyze the impact of the dimensions on comfort.

Results Clarity of information (3= 2.13, p< 0.01), taking enough time (6= 2.00, p < 0.01), and continuity of care (3=
1.27,p< 0.01) were the strongest predictors of comfort. A prior physician—patient relationship significantly increased
comfort, with a longer relationship being more comforting (p < 0.01). Physician self-disclosure (8= 0.40, p< 0.01)

and expression of sadness (8= 0.46, p< 0.01; 3= 0.58, p< 0.01) also increased comfort. Recommendations based

on experience did not influence comfort but failing to provide reasons for recommendations decreased comfort (3=
—0.24, p< 0.01). Recommendations based on patient preference increased comfort (3= 0.30, p< 0.01). A limitation
of this study is that the vignettes describe only fictitious situations and can thus be seen as oversimplifications.

Conclusions Taking time, providing clear information, and ensuring continuity of care are pivotal in enhancing com-
fort. Also relevant are the expression of sadness, physician self-disclosure, and a prior relationship with the patient.
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Background

Serious illness conversations (SICs) refer to discussions
between healthcare providers, patients, and their families
focused on patients’ values, prognosis, treatment options,
and goals of care related to serious or life-threatening ill-
nesses [1, 2]. These conversations are crucial yet often
emotionally fraught for both physicians and patients [1,
3]. Physicians report fearing using the wrong words and
concern about managing the patients’ response and emo-
tions [4]. However, engaging patients in discussions about
their values and goals strengthens trust and ensures that
they feel supported and respected [5]. SICs can give
patients a sense of control during uncertain times in their
illness, fostering awareness and understanding of the dis-
ease and prognosis [6]. SICs help patients maintain hope
while acknowledging the reality of advanced illness or
even death [7].

How physicians conduct SICs can promote patient
comfort and facilitate effective communication. Prior
research has tested comforting language [2, 8] and has
found that communication style can reduce fear and
anxiety and improve quality of life and recall of prognos-
tic information [1, 9]. What styles are most effective in
producing these outcomes has been less studied [10]. A
video-vignette study showed that incorporating affect
into communication was effective during bad news con-
sultations in reducing anxiety and improving recall [11].
Westendorp et al. [12] showed that clinicians’ behaviors
like not interrupting the patient, adopting an empathic
tone of voice, and empathic responses to the patient-
expressed emotions also increased information recall
in patients with advanced breast cancer [12]. Empiri-
cal evidence supports that the majority of patients with
advanced cancer want a physician who listens to their
distress and concerns [13] and want to feel heard and lis-
tened to [14]. Communication styles that include dialogic
information exchanges such as shared decision-making
also have the potential to help regulate patients’ emotions
and facilitate comprehension of medical information [15,
16].

Characteristics of the physician—patient relationship
have also been found to play an important role in patient
comfort during SICs. Hillen et al. [17] highlight that
trusting physician—patient relationships can facilitate
communication and medical decision-making, decrease
patient fear, and improve treatment adherence. A previ-
ous study on patients’ relationships with their palliative
care physicians found that patients desired a more per-
sonal connection and patients expect characteristics like
honesty, good listening skills, taking time, experience,
gentleness, and knowledge of the patient’s history [18,
19]. Having a long personal relationship with the clini-
cian (oncologists, nurses, or allied health) was found to
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foster a sense of comfort and trust [20] and empower the
patient to engage in discussions more actively [21, 22].
Studies have shown that ruptures of continuity can lead
to feelings of abandonment and potentially leave patients
with the feeling that the physician did not care [19, 23,
24]. Additionally, explicit prognostic information and
reassurance about no abandonment when entering pallia-
tive care were found to decrease participants’ uncertainty
and to increase their self-efficacy and satisfaction [25].
Physician self-disclosure of personal information or
experiences can also be used to strengthen the physi-
cian—patient relationship [26] and has been found to
increase comfort and satisfaction [27] in addition to fos-
tering an atmosphere that encourages patients to feel
more comfortable sharing [28]. However, self-disclosure
has been described as a boundary violation [29]. Studies
have reported decreased comfort and satisfaction when
primary care physicians self-disclose [27]. While these
inconsistent findings may be attributable to variations in
the initial nature of the physician—patient relationship,
the context of self-disclosure, and the specific content of
the self-disclosure [28], physician self-disclosure may be
a skill that could improve patient comfort during SICs.
Despite the known importance of specific commu-
nication styles and characteristics, there is a need for a
deeper understanding of how they may contribute to
comfort during SICs. Previous studies in the field have
predominantly relied on observational methods and thus
may be confounded. Factorial surveys offer a solution by
combining useful elements of experiments and surveys,
allowing for the assessment of how single attributes affect
variables/outcomes of interest. Many attributes can be
tested simultaneously, while their effects can be assessed
independently [30]. In this study, through the systematic
manipulation of variables in scenarios (e.g., physician
communication styles and relationship characteristics),
factorial designs allow insight into underlying mecha-
nisms contributing to comfort with serious illness con-
versations. Additionally, factorial designs facilitate the
evaluation of multiple scenarios by one participant, even
those that rarely occur, leading to higher number of rated
scenarios and thus increasing statistical power. Further-
more, most studies are single-institutional, highlighting
the need for national surveys to enhance generalizability
and representativeness. Research in healthcare commu-
nication has established that members from the general
public can be seen as “analogue patients,” that is, par-
ticipants who are asked to imagine themselves being in
a patient’s role. This approach has been shown to be valid
for studying communication in healthcare and can reli-
ably reflect patient perspectives [31-33], and has been
used as proxies for patients in a vignette study [34]. By
employing this method, our study contributes unique
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insights into both public perceptions of SIC, which are
relevant for understanding societal attitudes toward
such discussions, and how individuals, when adopting a
patient perspective, may respond to these discussions.
Therefore, we aimed to examine how different physician
communication styles and relationship characteristics
contribute to comfort during SICs using an experimental
factorial design.

Methods

Study design

We conducted a cross-sectional experimental factorial
survey [35-37] in which we systematically manipulated
11 dimensions with a focus on physician characteristics
and communication styles during a SIC but also includ-
ing patient age and gender to systematically control for
them. The study was assessed by the Bernese Cantonal
Research Ethics Committee, which determined that the
study did not require a full ethics application (BASEC-Nr.
Req- 2022-01349) thus not requiring written informed
consent. This study was part of a larger study encom-
passing the dependent variables: comfort, trust, profes-
sionalism, compassion, empathy, willingness to follow a
physician’s recommendation, and end-of-life specificity.
This study was not including patients or the public dur-
ing development.

Study participants

Participants were recruited in collaboration with gfs.
bern, an opinion research company specializing in repre-
sentative surveys and data analyses. We employed quo-
tas for age, gender, and language (German, French, and
Italian are national languages of Switzerland) to ensure
a representative sample in these areas. Potential partici-
pants were contacted by e-mail with a link to the survey
using gfs.bern online convenience panel. The link was
configured by gfs.bern in such a way that participants
were only able to participate once. Recruitment lasted
from April 27 to June 3, 2023. Informed consent to par-
ticipate was given on the first page of the online survey.
Due to the nature of quota sampling, it is not feasible to
calculate a response rate.

Instrument

The full-factorial design combining all possible levels
comprises 55296 scenarios or vignettes (= 3X 2X 2X 3 X
4X2X2X2X 6X4x%2). Out of this full factorial, we drew
1000 vignettes. We describe this process in detail in the
“Statistical analysis” section. The vignettes were included
in the online survey, which also contained 22 sociode-
mographic questions. Translation of the vignettes from
English to German, French, and Italian was performed by
native speakers using forward and backward translation.
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The survey was piloted using a convenience sample (N=
15), ensuring that German, Italian, and French-speaking
people provided feedback. We set up the online survey in
Qualtrics.

Dependent and independent measures

The dependent measure in this study was the partici-
pants’ comfort with the physician depicted in the vignette
which was assessed using the question: “If you were the
patient, how comfortable would you feel with this physi-
cian” We measured comfort on an 11-point rating scale
ranging from —5 to +5 with verbal anchors for the mini-
mum score (— 5, not at all) and maximum (+ 5, totally),
following recent recommendations. Vignette dimensions
and their levels were the independent measures based on
a previous literature review and are presented in Table 1.
The selected dimensions encompassed both factors pre-
viously demonstrated to influence SIC and exploratory,
emotionally relevant dimensions that could potentially
impact SIC. In total, the following 11 dimensions were
investigated. Experience of the physician was categorized
into three levels (early, mid, and late career) to represent
key stages of a medical career and allow for the assess-
ment of potential non-linear relationships between
experience and comfort. Sex of physician [38] and sex
of patient [38] as varied between two categories (female
and male). Patient age was also divided into three groups
to explore differences among young, middle-aged, and
older patients. Prior relationship to physician [20] had
three levels (no relationship, short-term, or long-term) to
examine its influence on comfort. Clarity of information
[25] was tested with two levels to assess its role in per-
ceived comfort. Similarly, self-disclosure [26, 38] and phy-
sician takes time [18] were each examined with two levels
to evaluate their impact on comfort ratings. Recommen-
dation (2, 39] had six levels, balancing the absence of rec-
ommendations against those provided based on patient
preferences, physician experience, or without a stated
reason, to determine whether the way a recommendation
is given affects comfort. Expression of sadness was varied
across three levels to analyze both its influence on com-
fort and whether the manner of expression plays a role.
Lastly continuity of care [40, 25] was either present or
absent, allowing for an assessment of its effect on com-
fort. An example of a complete vignette can be found in
Additional file 1: Table S1.

Statistical analysis

Out of all possible scenarios (vignette universe =55296),
a fractionalized experimental design (D-efficient design)
of 1000 vignettes was drawn using SAS (D-efficiency
=98.87). D-efficient designs are characterized by sam-
pling vignettes with a minimal intercorrelation of
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Table 1 Vignette dimensions and their levels
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Dimensions

Levels

Textual

Experience of physician

Sex of physician
Sex of patient

Age of patient

Prior relationship to physician

Clarity of information

Self-disclosure

Physician takes time

Recommendation

Expression of sadness

Continuity of care

Early career
Mid career
Late career

Male
Female

Male
Female

Young adult
Middle aged adult
Old adult

No relationship
No relationship
Short relationship
Long relationship

Brief and technical
Detailed and understandable

No
Yes

No
Yes

No

No

No

Yes, without a reason

Yes, based on experience

Yes, based on patient preference

No

No

Yes, in words

Yes, in words +tearing up

No
Yes

1. 5 years of experience
2. 15 years of experience
3. Over 25 years of experience

1.35 years old
2.55 years old
3.80 years old

1.1s meeting the physician for the first time

2.1s meeting the physician for the first time

3. Has known the physician since this recent hospitalization
4. Has known the physician since the beginning of the iliness

1. Only brief explanations of the disease and prognosis with complicated and techni-
cal language that the patient finds hard to understand

2. Detailed and clear explanations of the disease and prognosis that the patient
seems to understand well

1. (blank)
2.The physician tells the patient that his/her father had the same illness and under-
stands how difficult the situation is

1. Little to no time to listen to the patient or to answer questions
2. Enough time to listen to the patient and to answer questions

1. Based on the information given, the patient needs to decide by himself/herself
if chemotherapy should be continued

2. Based on the information given, the patient needs to decide by himself/herself
if chemotherapy should be continued

3. Based on the information given, the patient needs to decide by himself/herself
if chemotherapy should be continued

4.They should stop chemotherapy

5. Based on their experience, their recommendation is to stop chemotherapy

6. Based on the wishes expressed by the patient during the conversation, their
recommendation is to stop chemotherapy

1. (blank)

2. (blank)

3. The physician expresses how sad it makes him/her to give these bad news

4.The physician expresses how sad it makes him/her to give the bad news and tears
up

1. He/she will lose contact with the patient, because they will be referred to a differ-
ent team of physicians

2. He/she will remain available for the patient, despite the fact that a new team

of physicians will now be involved in their care

Prior relationship to physician, recommendation, and expression of sadness are balanced, which means they reflect equal representation of “no relationship” and
“relationship” (short and long); (blank) indicates that those sections were not displayed in the vignettes

dimensions (and interaction terms) and a maximal vari-
ance of vignette levels [41]. Correlation of dimensions
can be found in Additional file 1: Table S2. This vignette
sample was then blocked into 200 decks of 5 vignettes
and randomly and evenly assigned to participants, with-
out randomizing the order of the vignettes. We aimed
for a minimum of five participants per vignette. Figure 1
provides an overview of the size of the vignette universe,
deck size, and respondent assignment.

The factorial survey data have a multi-level structure
as each respondent evaluated five vignettes. To address
this specific data structure, we applied multilevel

models with random effects using STATA (version 16.1)
[42]. We estimated and report the main effects for the
vignette dimensions. Reference categories for categori-
cal dimensions were early career, no prior relationship
with physician, 35 year old patient, brief and techni-
cal information, no self-disclosure, having only limited
time, no recommendation, no expression of sadness, and
no continuity of care. Coefficients indicate the increase
or decrease on the 11-point rating scale for comfort
scores, with all other factors remaining unchanged.
Coding of the dimensions and levels can be found in
Additional file 1: Table S3. Missing values were listwise
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N, =55°296
Vignettes in the vignette universe
(N, = Cartesian product of the
number of levels of all dimensions)
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sampling

ng = 1000
vignettes in the vignette fraction

bl

ng = % vignettes per deck =5

% respondents per deck = 7.86

d decks, created by
d d-efficient blocking
d=200

ng = % vignettes per deck =5

% respondents per deck = 7.86

Random and even assignment

n,=1572
respondents

Recruitment of respondents

4

A

Quota design for gender, age, language

Population of N, possible
respondents (Swiss population)

Adapted from Auspurg/Hinz 2015, p. 43

Fig. 1 Overview of vignette universe, deck size, and respondent assignment

deleted for analysis. For subgroup analyses, subgroups
were built based on existing participant categories of
interest: male vs. female, worked in healthcare vs. not,
chronic disease of self or someone close vs. not. The
significance level in this study was alpha <0.05.

Results

Respondent characteristics

A total of 1572 (51.4% female) participated in the
study. On average, participants were 55.6 years old (SD
=17.64). Over 90% of participants had Swiss citizen-
ship (91.3%), and the majority was German speaking
(65.3%). Most participants had attended some form of
higher education (60.1%). Table 2 shows all assessed
sociodemographic variables.

The average completion time without participants
who took longer than an hour (N= 68, system time
kept running when people closed the survey and reo-
pened it later) was 13.7 min.

Vignette characteristics

Each deck (consisting of five different vignettes) was
rated at a minimum by 5 different participants and at a
maximum by 10 different participants, equaling to 7860
vignettes rated in total. For 103 vignettes (1.31%), no
comfort rating was given. Figure 2 shows the distribution
of comfort across all vignettes.

Prediction of comfort

Our model explained 27.3% of the variance, and com-
fort was significantly predicted by the 11 dimensions
(Wald Chi®, = 4257.36; p < 0.05). Clarity of informa-
tion delivery (= 2.13, p < 0.01), taking enough time (=
2.00, p< 0.01), and mentioning continuity of care (=
1.27, p< 0.01) were the strongest predictors of com-
fort in the model. A prior relationship (short: 5= 0.26,
p< 0.01; long: B= 0.44, p< 0.01) with the physician
enhanced comfort, and a longer relationship contrib-
uted even greater to comfort (p< 0.01). Physician self-
disclosure (= 0.40, p< 0.01) and physician expression
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Table 2 Respondent characteristics

Variable Participants, n (%)
Gender

Female 808 (51.4)
Male 756 (48.1)
Age, M (SD) 50.6 (17.64)
Primary language

German 1027 (65.3)
French 429 (27.3)
[talian 75 (4.8)
Other 41 (2.6)
Nationality

Swiss 1435 (91.3)
Other 136 (8.7)
Religion

Protestant Reformed 422 (26.8)
Roman Catholic 405 (25.8)
Muslim and Islamic communities 9(0.6)
Jewish religious communities 5(0.3)
Other churches and religious communities 46 (2.9)

No religious affiliation 682 (43.4)
Education

No school qualification 2(0.1)
Mandatory school 28(1.8)
Vocational training 319 (20.3)
Matura 255 (16.2)
Higher education 946 (60.1)
Other 21(1.3)
Worked in healthcare, yes 324 (20.6)
Physician 29 (1.84)
Nurse 101 (6.42)
Other medical personnel 92 (5.85)
Other 102 (6.49)
Chronic disease of self or someone close 529 (33.65)

Note. Worked in healthcare others are for example administrative personnel, IT,
or consulting

of emotion (f= 0.46, p< 0.01; f= 0.58, p< 0.01) were
also found to increase participants’ comfort ratings.
However, no difference was found between expressing
sadness in words compared to expressing it in words
and tearing up (p= 0.10). Failing to provide reasons for
recommendations, which the physician gave, decreased
comfort (8= —0.25, p< 0.01). Physician’s recommenda-
tions based on experience did not influence comfort but
if based on patient preference, increased it (8= 0.30, p <
0.01). All main effects of the investigated dimensions
can be found in Table 3.

To illustrate the range of comfort ratings, we mod-
eled two extreme vignettes by predicting scores for a
scenario in which all dimensions were set to their least
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favorable levels (negative vignette) and one in which
all were set to their most favorable levels (positive
vignette). Based on our regression model, the predicted
comfort rating for the negative vignette was —3.99,
while the positive vignette received a predicted rating
of 4.1 (on our scale from —5 to +5). The full text of
these extreme vignettes can be found in Additional file:
Tables S4 and S5.

Subgroup analyses

For male participants, the dimensions remained signifi-
cant, except for giving recommendations without a rea-
son which did not influence comfort ratings (3= —0.13,
p= 0.18). For female participants, the experience of the
Pphysician only increased comfort if it was late career
(B= 0.18, p< 0.05) and was no longer significant when
being in mid-career (8= 0.08, p= 0.35). For female par-
ticipants, the sex of the patient described in the vignette
significantly influenced comfort ratings, as male patients
were rated significantly lower compared to female
patients (8= —0.14, p< 0.05). The same was true for the
sex of the physician, female participants rated male physi-
cians as less comforting compared to female physicians
(8= —0.15, p< 0.05). The R? for females (R*>= 0.31) was
higher compared to that of the whole sample (R*= 0.27)
and the male subsample (R*= 0.22).

Among the subgroup of healthcare workers (N= 324),
the experience of the physician and the relationship with
the physician did not influence comfort significantly. Rec-
ommendations given without reason were the only type
of recommendations that remained significantly nega-
tive (8= —0.38, p< 0.05). When looking at the sample
and excluding people working in healthcare, we found no
differences regarding the importance of each dimension
which showed as the same dimensions being significant
as in the whole sample.

The subsample of participants who had a chronic dis-
ease or who had someone close with a chronic disease
showed that experience of the physician did not signifi-
cantly influence comfort (= —0.07, p= 0.53; = 0.16,
p=0.13). If recommendations were given without reason,
they negatively influenced comfort (= —0.27, p< 0.05).
In all subsamples, clarity, taking time, continuity of care,
self-disclosure, and expression of sadness remained posi-
tively significant.

Discussion

Our study showed that taking time, precise information
delivery, expression of continuity of care, physicians’
self-disclosure, expression of sadness (including tearing
up), and recommendations tailored to patient’s wishes
are pivotal in increasing comfort with a physician during
SICs from the public perspective. While factors such as
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Fig. 2 Distribution of comfort ratings across all vignettes

Table 3 Main effects of the vignette dimensions on comfort
Comfort B Std. err z P>|z| 95% conf. interval
Experience
Early career Ref Ref Ref Ref Ref Ref
Mid career 0.151 0.062 2420 0.016 0.029 0.273
Late career 0.268 0.062 4.320 >0.001 0.147 0.390
Sex physician (male) —0.088 0.051 —1.730 0.083 —0.188 0.012
Sex patient (male) 0.008 0.051 0.160 0.867 —0.091 0.108
Age patient
30 Ref Ref Ref Ref Ref Ref
55 —0.263 0.621 - 042 0.672 —0.148 0.955
80 0.163 0.062 262 0.009 0.041 0.285
Prior relationship
No Ref Ref Ref Ref Ref Ref
Short 0.256 0.062 4110 >0.001 0.134 0.378
Long 0444 0.062 7.150 >0.001 0323 0.566
Clarity of information (yes) 2134 0.051 42,000 > 0.001 2.035 2235
Self-disclosure (yes) 0.404 0.051 7.960 > 0.001 0.305 0.504
Time (long) 1.998 0.051 39.290 >0.001 1.898 2.098
Recommendation
No Ref Ref Ref Ref Ref Ref
Yes, without reason —0.245 0.072 —3410 0.001 —0.386 —-0.104
Yes, based on experience -0.017 0.072 —0.240 0.809 —0.158 0.124
Yes, patient based on patient prefer-  0.301 0.072 4210 > 0.001 0.161 0442
ence
Expression of sadness
No Ref Ref Ref Ref Ref Ref
Yes, in words 0.458 0.062 7.370 > 0.001 0.336 0.580
Yes, in words and tears up 0.577 0.062 9.250 > 0.001 0.455 0.699
Continuity of care 1.266 0.051 24.900 >0.001 1.166 1.366
Constant 2611 1.018 25.650 >0.001 241 2.810
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taking time, precise information delivery, and expression
of continuity of care count with good evidence [13, 18,
19, 25, 43—45], our study—through its national scale and
factorial design—provides even more robust evidence for
these aspects. It also underscores the importance of other
communication styles and characteristics such as physi-
cians’ self-disclosure of personal information, expression
of sadness, and recommendations tailored to patient’s
wishes, highlighting the need for more attention to their
potential value in SICs. Furthermore, the significant dif-
ference in comfort ratings between our modeled extreme
vignettes reinforces the overall impact of communica-
tion style. This is evident in the markedly higher comfort
rating for the most favorable communication approach
compared to the least favorable one, emphasizing the role
of effective communication in shaping comfort during
SIC.

Self-disclosure is still seen as controversial, mainly
because it can be perceived as a boundary violation from
a healthcare provider’s perspective [29, 46]. Neverthe-
less, our results underscore that self-disclosing personal
information and expressing one’s sadness, which can be
categorized as rapport-building self-disclosures [47], can
lead to heightened comfort ratings. Crying and tearing
up remain understudied even though studies have shown
that nearly half of all physicians have cried at their work-
place, and at least one quarter had cried in the presence
of a patient during the 12 months prior to the survey [48].
In the study by Janssens et al. [48], medical interns and
physicians expressed slightly negative attitudes toward
crying, seeing it as unprofessional and a sign of weak-
ness, thus showing how pervasive the historical prohibi-
tion of these behaviors is within medicine [49]. Crying
was only seen as appropriate by physicians when it was
about the patient’s situation [48], which holds true for
our vignettes and might be why it led to increased com-
fort ratings in our study. Supporting this view, palliative
care physicians, rather than seeing crying and the expres-
sion of emotions as unprofessional or negative, perceive
it as beneficial to the physician—patient relationship [50],
observations which had earlier been made by Siegel [51]
and Rousseau [49] who argued that crying and express-
ing sadness are ways for physicians to show their vulner-
ability and humanity. However, further investigation is
warranted; physicians’ expressions of sadness and crying
deserve more attention in education and research [48,
52] especially since evidence highlights that suppression
and inhibition of emotions, including the suppression of
tears, might influence physician’s well-being and increase
their risk for burnout [53-55].

In times of patient-centered care [56] and shared deci-
sion-making [57], it is unsurprising that recommenda-
tions based on patient preference increase participant
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comfort. These findings highlight the significance of
physicians offering a recommendation that agrees with
patients’ wishes [58] and underscore the importance of
physicians actively listening to patient preferences and
basing decisions on those preferences during SICs. Addi-
tionally, our results indicate that the failure to link rec-
ommendations to patient preferences can compromise
the physician—patient relationship and diminish comfort
with the physician. Some physicians refuse recommen-
dations, believing it undermines patient autonomy [39].
However, our results suggest that giving no recommen-
dation is only worse when a recommendation is provided
without any accompanying reason. We suggest always
basing recommendations on patient preferences. In
cases where time constraints exist, it may be preferable
to refrain from providing a recommendation rather than
offering one hastily without justification.

In the whole sample, a prior relationship with and expe-
rience of the physician increased comfort ratings, which
is in line with the study by Nauck and Jaspers [59], which
found that physician experience contributes to patients’
trust. Our results show that even a brief prior relation-
ship between the physician and the patient resulted in
increased comfort ratings. Therefore, it seems advisable
for physicians to introduce themselves in a prior meeting
before conducting a SIC. However, in the subsample of
healthcare workers in our study, these two factors did not
influence comfort ratings. There has only been limited
research on physicians and other healthcare professionals
becoming patients, and one potential explanation could
be due to the training and exposure of healthcare work-
ers so that they prioritize other aspects of care over a
prior relationship or may understand system constraints
that do not allow for many choices. Additionally, health-
care workers may be placing a greater emphasis on com-
petence and adherence to professional standards rather
than the duration or nature of the individual physician—
patient relationship. However, these assumptions require
further investigation. Future research should also investi-
gate the interaction between the investigated dimensions
or the interaction between participant characteristics
such as occupation in healthcare, age, or gender and the
presented dimensions.

This study is not without limitations. First, the
dimensions we investigated were selected based on
the literature, and the described vignette can be seen
as an oversimplification of the real world and SIC. It
is important to note that factorial vignettes are inher-
ently measuring imagined comfort, rather than actual
comfort. However, the factorial survey provides experi-
mentally manipulated scenarios, allowing insight into
underlying mechanisms that contribute to comfort.
Factorial surveys are increasing internal validity and
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allowing causal interpretation of dimension and out-
come at the cost of external validity [60]. Second, while
factorial survey methods have been used in healthcare
communication research, our study relied on a gen-
eral population sample rather than clinical patients.
Participants were asked to imagine themselves as the
patient in the described scenario, which introduces an
additional layer of hypotheticality. Research supports
the validity of analogue patient assessments of health-
care communication [32, 33], but it remains uncertain
to what extent their perceptions align with those of
actual patients experiencing serious illness conversa-
tions. This should be considered when interpreting our
findings, and future studies could compare responses
from analogue patients with those of clinical patients
to assess potential differences in perspectives. Third,
the potential simplification of SIC is reflected in the
fact that our model explained 27.3% of the variance
in comfort with the physician. While this may be seen
as low, it is essential to consider that SICs are gener-
ally uncomfortable for patients and physicians alike [1,
3]. It may not be possible to make them entirely com-
fortable for patients. The score could also indicate that
comfort with a physician depends on other aspects not
included in our vignettes such as non-verbal behavior,
race, or other sociodemographic characteristics. Future
research could depict vignettes not as text but as video
vignettes using actors to increase realism and external
validity. Additionally, even though we applied quotas
to achieve a representative sample regarding age, sex,
and the three languages spoken in Switzerland, our
sample consisted of a higher-than-expected amount of
healthcare workers, and participants with higher edu-
cation were also overrepresented. This could be due to
self-selection bias and a higher interest of healthcare
workers in research projects focusing on topics rel-
evant to them. Lastly, the concept of patient comfort
deserves more attention regarding its conceptualiza-
tion in future research as there is no standardized and
agreed-upon definition for this concept. Due to feasi-
bility constraints, we relied on a single-item question
to assess patient comfort rather than a comprehensive
scale. Despite these limitations, our study has impor-
tant strengths: the factorial survey approach allowed us
to investigate several different dimensions simultane-
ously that are relevant during serious illness conversa-
tions using a large sample from the public, broadening
the current knowledge within the field of SICs. Impor-
tantly, our results reflect perspectives from the gen-
eral public, allowing us to contribute a broader view
of societal attitudes toward SIC. Understanding public
perceptions is valuable, as they may shape expectations
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and potentially influence how individuals experience
SIC as future patients or family members.

Conclusions

Our study highlights communication styles that physi-
cians can use to enhance comfort during SICs and the
characteristics of the physician patient relationship that
can foster comfort. In line with previous research, we
found that taking time, providing clear information, and
ensuring continuity of care are pivotal in enhancing com-
fort, though our study provides an even more rigorous
basis for those conclusions. Also relevant for increasing
comfort levels are the physicians’ expression of sadness,
the self-disclosure of personal information relevant to
the consultation, and having a prior relationship with the
patient. Exploring how to teach these communication
styles and how to incorporate these behaviors and styles
into medical training and in serious illness communica-
tion could lead to more valuable end-of-life discussions
and decision-making.
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