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PERSPECTIVES IN HOSPITAL MEDICINE

Chasing Hope: When Are Requests for Hospital Transfer a Place  
for Palliative Care Integration?

Leah B Rosenberg, MD*, Juliet C Jacobsen, MD

Division of Palliative Care and Geriatrics, Massachusetts General Hospital, Boston, Massachusetts.

“I don’t think she’ll ever make it home again.”
I stood at the nursing station with two staff nurses from our 

medical ward. The patient, a woman with metastatic cancer 
and acute respiratory failure, had just arrived by a medical 
helicopter from an out-of-state community hospital. At the 
previous hospital, days had stretched into weeks, and she was 
not getting better. Limited documentation told us that the pa-
tient’s family sought further options at our facility. Beyond that, 
we knew little about the conversations that had transpired. The 
transfer had been arranged and off she went, arriving on our 
helipad in worsening respiratory distress, now needing a high-
er level of supplemental oxygen and teetering on the edge of 
endotracheal intubation. Above all, she was extremely uncom-
fortable from shortness of breath, and an urgent palliative care 
consult was placed a few hours after she touched down.

I arrived at the bedside to meet the patient and family. In 
these circumstances, I often feel that a palliative care consult 
is not the miracle that patients seek, but the grim consolation 
prize behind door two of a tragic and exhausting game show 
of a hospital transfer. I read the family’s dismayed facial expres-
sions as they gazed at my badge reading “Palliative Care” and 
imagined that they would have preferred a different answer to 
their question that led them here: “Is this all that can be done?”

The hope of patients and families is a precious thing. As a 
palliative care physician, I recognize that my role is never to 
take away hope but rather reframe the wish for recovery into 
the realm of the achievable. Some people can pivot when the 
hospital transfer happens. They feel that they have “done all 
they could” and searched the earth for the reversal of their 
medical circumstances. I empathize with the wish to try every-
thing and respect the motivation that lies behind it. I also see 
the cost of chasing hope.

In 2017, 1.5 million patients were transferred, comprising 
3.5% of all hospital admissions.1 Although the majority of hos-
pital transfers are medically appropriate and hold the possibil-
ity of treatment options unavailable at smaller facilities, there 
are also significant drawbacks. Transfers have been identified 
as risky times for adverse events, are often expensive, and are 
associated with higher mortality and longer length of stay.2 
There are often lapses in documentation and provider com-

munication, and handoff practices vary widely between hospi-
tals.3 Some transferred seriously ill patients become function-
ally trapped in the accepting hospital. Patients arrive too sick 
to undergo any meaningful disease-directed therapy and too 
medically tenuous to return to their home community.

When patients and families seem overly hopeful about what 
a transfer might provide, the request for transfer may indicate 
a deeper need for empathic understanding. Clinical conver-
sations about “what can be done” typically focus on medical 
aspects and often miss a critical element—a complete explo-
ration of a seriously ill patient’s prognostic awareness.

In palliative care, we use the term prognostic awareness to 
define patients’ dynamic understanding of their prognosis in 
terms of likely longevity and quality of life. Accurate prognostic 
awareness—where there is concordance between a patient’s 
worries and the medical facts as understood by their treatment 
team—has been associated with enhanced quality of life and 
mood when patients have enough emotional reserve to active-
ly cope with the illness; for example, by reframing things in a 
positive light.4,5 However, when patients are struggling to cope, 
talking about the prognosis is hard for patients and for their 
clinicians, who often accurately perceive their patient’s struggle 
and delay conversations, hoping that more time will help their 
patient better adapt and prepare to talk about it.6,7 However, 
delaying conversations makes it even harder for patients and 
families to develop accurate prognostic awareness, leaving 
them unprepared when medical decisions arise.8 Such delays 
have a particularly strong impact in nononcology care, where a 
more unpredictable illness trajectory makes it even harder for 
patients to understand and prepare for what might happen.

When seriously ill patients and families consider transfer to a 
tertiary medical center in a situation of medical crisis, it can be 
a good time to pause. Palliative care specialists are trained to 
communicate around these difficult points of transition, but gen-
eralist clinicians already involved in the patient’s care can also 
sensitively explore patients’ prognostic awareness as it relates 
to the hospital transfer.9 In the Table, The phrases mentioned 
suggest language that is helpful in broaching such discussions, 
which assesses the patient’s illness understanding, hopes, and 
worries. Asking about patients’ hopes for their illness enables 
clinicians to quickly know some of their most important priori-
ties. Giving patients the permission to be future-oriented and 
positive also supports them to cope in these challenging con-
versations. Asking patients to identify two or three hopes places 
their most optimistic hopes within a larger context and can lead 
to a discussion of the potential tradeoffs of the transfer.10 For 
example, the hope for a little more time from treatments avail-
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able through transfer may be at odds with the hope to spend 
as much time as possible with family. Once the patient’s hopes 
are better understood, the clinician can then ask about worries. 
Most seriously ill patients are deeply (often silently) worried 
about the future, and when asked, can articulate worries about 
dying that can be the foundation for an honest conversation 
about the likely course of the hospital transfer.

With empathic assessment, several patients can speak hon-
estly with their clinicians about their illness, including the pros 
and cons of hospital transfer. However, some continue to strug-
gle, often asking clinicians to remain positive and not endors-
ing any worry. We describe these patients as having low prog-
nostic awareness.11 With such patients, palliative care expertise 
may be needed to ensure that patients and their families have 
the information they need to engage in informed medical de-
cision-making. There are emerging models for distance pallia-
tive care integration, which may be helpful in these situations.12 
If these technologies became common in practice, frontline 
clinicians may increasingly find virtual consultation helpful in 
working with patients to develop more accurate prognostic 
awareness. There is also the possibility of clinician-to-clinician 
electronic consultation, or peer coaching, where the patient 
is not seen directly by the consultant, but expert advice is of-
fered to the local provider.13 Although both these innovations 
offer service that currently may not be available in certain care 
settings, in-person consultation remains the gold standard. If 
a nuanced discussion cannot be had, palliative care expertise 
may be the reason for transfer.

Back at our hospital, I met with the patient and her partner. 
There were tradeoffs to be made and hard truths to be ac-
knowledged. In this unfamiliar place, with caregivers she had 
met just hours before, the patient changed her resuscitation 
order to allow for a natural death. She passed away later that 
evening, surrounded by her immediate family but far away 
from the community that had held her throughout her illness. 
I reflect on the loss that can come with choosing “everything” 
when efforts are often better spent on ensuring comfort. Al-
though hospital transfer is often the right answer for seriously 
ill patients seeking diagnostic and therapeutic options unavail-
able at their home medical centers, the question should also be 
an impetus for a nuanced assessment of patients’ prognostic 
awareness to prepare patients if things do not go as hoped or 
to enlist palliative care expertise for those struggling to cope. 
As there is a workforce shortage of palliative care providers, 

particularly in smaller and rural American hospitals, frontline 
hospitalist clinicians may find themselves increasingly playing 
a critical role in discussions where transfer is considered. By 
assessing patients’ prognostic awareness through thoughtful, 
compassionate inquiry in these moments of transition, we can 
support informed medical decision-making.

Disclosure: The authors do not report any conflicts of interest relevant to this 
piece.
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TABLE. How to Assess Prognostic Awareness at the Time of Impending Hospital Transfer

Three Parts of Prognostic Awareness Suggested Language

Assess illness understanding What is your understanding of your health or current medical situation?

Explore hopes Can you share more about what you are hoping for with this illness?

Are there other hopes that you have related to this illness?

Explore worries What are your biggest worries?

If no further treatments were possible at the next facility, what would then be your biggest worries?

What would the potential drawbacks of a transfer be from your point of view?


