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Abstract 

Completion of MOLST (Medical Orders for Life-Sustaining Treatment) forms are historically 

low among oncology patient populations.  The purpose of this Doctor of Nursing (DNP) project 

was to qualitatively explore the perceived barriers to patient MOLST form completion among 

acute and critical care oncology registered nurses (RNs) and nurse practitioners (NPs) working in 

national comprehensive cancer centers across the United States (US).  The project aim was to 

increase understanding of MOLST form completion barriers among acute and critical care 

oncology RNs and NPs to promote MOLST form completion rates among cancer patients.  

Project objectives were to 1) conduct individual interviews with critical care oncology RNs and 

NPs working in national comprehensive cancer centers to understand perceived patient MOLST 

form completion barriers; and 2) utilize findings to develop an educational in-service outline for 

RNs and NPs with recommendations on how to promote patient MOLST form completion. 

Ruland’s Peaceful End of Life Theory acted as the theoretical framework. RNs and NPs were 

recruited through purposive sampling. Data was analyzed using Braun and Clarke’s (2006;2013) 

reflexive thematic analysis method.  Knowledge Gives Them Power was found as the central 

organizing theme with the following four key themes: Being an Advocate for My Patient’s 

Wants; Timing and Situation is Everything; Fears; and Educational Needs. Research is needed 

exploring the optimal time to approach critical care cancer patients with the MOLST form 

discussions as well as how to improve interdisciplinary teams’ goals of care discussions with 

patients and their family. 

Keywords: advanced care planning, MOLST, end of life care, critical care, oncology patients 
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It is not uncommon for patients with advanced cancer to become acutely ill and to require 

prolonged hospitalization with no prior documented goals of care discussions (Harle, Karim, 

Raskin, Hopman, & Booth, 2017). Oncology patients are often faced with making complex 

medical decisions that require them to choose treatment options based on their illness perception 

and knowledge (Bomba, 2017). Advanced care planning (ACP) is defined as a process in which 

patients, in conjunction with their health care providers, family members, and significant others, 

discuss and document the patient’s future health care and end-of-life care (EOLC) needs and 

preferences (Bestvina & Polite, 2017). Timing of ACP discussions is a pivotal element to EOLC. 

ACP discussions should take place early on in an oncology patient’s care and should be centered 

on a patient’s understanding of the disease process, experienced symptoms, prognosis, available 

treatments, and treatment risks and/or benefits (Harle et al., 2017). The absence of patient-

provider ACP discussions may result with a patient receiving aggressive or undesired cancer 

treatment or end of life (EOL) treatment with limited clinical benefits (Brown et al., 2016). To 

appropriately guide and plan care based on a patient’s values and wishes when their capacity to 

self-advocate is lost, it is imperative that oncology health care providers are comfortable with, 

and have knowledge of, how to approach ACP discussions.  

Current evidence has indicated that despite efforts to increase early patient-provider ACP 

discussion among oncology patients, ACP conversations continue to occur infrequently 

(Bestvina & Polite, 2017; Brown et al., 2016; Harle et al., 2017).  Bestvina and Polite (2017) 

found that rates of documented ACP discussions were as low as 10% among oncology patients. 

For patients at the EOL, ACP has been associated with lower rates of mechanical ventilation, 

cardiopulmonary resuscitation (CPR), intensive care unit (ICU) admissions, earlier hospice 

enrollment, and decreased financial burden (Brown et al., 2016). These findings indicated that 
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patients with ACP have less aggressive EOLC, decreased futile care, and decreased prolonged 

suffering (Brown et al., 2016). Additionally, ACP has been shown to decrease the burden of 

family and surrogate decision makers also known as health care proxies (HCP) (Sullivan & 

Slatore, 2015). 

Background & Significance 

A major component of ACP includes advance directive (AD) discussion.  An AD is a 

legal document allowing an individual to state their EOLC needs and wishes should that person 

no longer be able to advocate and make medical decisions for themselves (National Cancer 

Institute, n.d.). There are many types of AD documents, one of which is a MOLST form. 

MOLST forms help healthcare providers discuss, identify, and document treatment wishes and 

preferences concerning life-sustaining treatment among patients with serious health conditions 

who want to either avoid or receive life-sustaining treatment. MOLST forms are intended to be 

completed by patients who have advanced disease processes or have an expected life expectancy 

of one year or less (Bomba, 2017; Harle et al., 2017). The use of MOLST forms may promote 

oncology patient-provider ACP conversations as well as AD completion rates among oncology 

patients (New York State Department of Health [NYSDH], 2019).  Additionally, MOLST forms 

can eliminate patient ambiguity related to medical terms such as “end of life” or “comfort care 

measures”, can minimize potential harm from aggressive and undesired treatment across care 

settings, and can promote patient comfort and quality of life while incorporating patient wishes 

during specific situations (Turnbull et al., 2019; National POLST Paradigm, 2019).   

There has been a growing movement from both legislation and professional organizations 

to promote early ACP discussions with oncology patients to ensure that their wishes for EOLC 

are documented at an appropriate time (Bomba, 2017; Starr, Ulrich, Corey, & Meghani, 2019).  
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To initiate MOLST form completion, conversations need to first take place with the patient, the 

patient’s health care provider, and the patient’s healthcare agent or surrogate about the patient’s 

diagnosis, prognosis, and treatment goal options and preferences (NYSDH, 2019). To promote 

optimal oncology patient advocacy, life quality, and quality EOLC, oncology healthcare 

providers, including registered nurses (RNs) and nurse practitioners (NPs), need to identify 

MOLST completion barriers that inhibit ACP discussions with oncology patients (Bestvina & 

Polite, 2017). 

Purpose, Aims, & Objectives

            The purpose of this Doctor of Nursing (DNP) project was to qualitatively explore the 

perceived barriers to patient MOLST form completion among acute and critical care oncology 

RNs and NPs working in national comprehensive cancer centers across the United States (U.S.).  

The project aim was to increase understanding of MOLST form completion barriers among acute 

and critical care oncology RNs and NPs to promote MOLST form completion rates among 

cancer patients. Project objectives were to 1) conduct individual interviews with critical care 

oncology RNs and NPs working in national comprehensive cancer centers to understand 

perceived patient MOLST form completion barriers; and 2) utilize findings to develop an 

educational in-service outline for RNs and NPs with recommendations on how to promote 

patient MOLST form completion. 

DNP Essentials 

The American Association of Colleges of Nursing (AACN) (2006) stated that the purpose 

of a DNP project is to demonstrate the culmination of graduate student skills and knowledge 

acquired throughout the academic pursuits of the candidate. The AACN’s (2006) Essentials of 

Doctoral Education for Advanced Nursing Practice outline eight core competencies expected of 
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a DNP prepared NP. For this DNP project, Essentials I and II were addressed through utilization 

of both nursing science and nursing theory to explore and analyze perceived underlying barriers 

to patient MOLST form completion among acute and critical care oncology RNs working in 

comprehensive cancer centers to promote quality improvement in practice and patient care 

(AACN, 2006). Essential III was addressed through conducting a review of the literature to 

explore key findings that served as evidence-based recommendations and guidelines for 

approaching how to improve current patient MOLST form completion rates as perceived by 

acute and critical care RNs working in comprehensive cancer centers (AACN, 2006). Essential 

VI was incorporated in this project through exploring the necessity of interprofessional 

collaboration to promote ACP discussion between oncology patients, RNs, NPs, and other 

interdisciplinary healthcare providers. Regarding Essential VII, data was collected and analyzed 

with the purpose of discovering ways to decrease patient MOLST completion barriers and 

increase effective ACP discussion among oncology patients, RNs, NPs, and interdisciplinary 

teams to alleviate gaps in patient care (AACN, 2006). Finally, essential VIII was addressed as 

the outcomes of this project were designed to promote and empower advanced practice provider 

knowledge and understanding regarding barriers that decrease oncology patient MOLST forms 

completion rates. 

Theoretical Framework 

The theory that served as the framework for this DNP project was Ruland’s Peaceful End  

of Life Theory. This theory is a mid-range theory that seeks to connect the parallels seen 

between grand nursing theories and nursing clinical practice (Appendix A). This allows for the 

verification of theory and practice through testing (Alligood & Marriner-Tomey, 2010). Ruland’s 

Peaceful End of Life Theory was created under the premise of focusing not on dying itself for 



 

 

 

 

10 MOLST FORM COMPLETION 

terminally ill patients, but on prioritizing what contributes to creating time that is both peaceful 

and meaningful for a patient and their significant others (Ruland & Moore, 1998). Ruland and 

Moore (1998) found that among patients who were terminally ill, there was a lack of direction to 

guide effective nursing care creating a barrier to the provision of high quality EOLC for these 

patients. The Peaceful End of Life Theory aims to go beyond pain relief and symptom 

management. The theory cultivates complex and holistic caring attitudes that include awareness, 

sensitivity, and compassion (Ruland & Moore, 1998). Key components found to contribute to a 

peaceful EOL include not being in pain, experiencing comfort, experiencing dignity and respect, 

being at peace, and closeness to significate others (Ruland & Moore, 1998).  

Ruland’s theory was developed based on two general system theories including 

Donabedian’s Model and Brandt’s Preference Theory. Donabedian’s Model consists of structure, 

process, and outcomes. This was adapted to fit into the schema of Ruland’s Peaceful End of Life 

Theory as the structure is the terminally ill patient and their significant others, the process is 

nursing interventions, and the outcomes include being pain and symptom free, feeling at peace, 

and being comfortable, respected, and having significant others close by (Higgins & Hansen, 

2017). Brandt’s Preference Theory seeks to define quality of life and what a good life is. The 

Preference Theory is assimilated into Ruland’s Peaceful End of Life Theory as the underpinning 

of a “good life” is defined as getting what one wants at the end of their life, and “quality of life” 

is defined as symptom relief and satisfaction with interpersonal relationships (Higgins & Hansen, 

2017). 

This DNP project focused on the exploration of patient MOLST form completion barriers 

as perceived by acute and critical care RNs and NPs working in oncology settings. MOLST 

forms serve as legal documents that designate and clarify a patient’s EOLC preferences 
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(Turnball et al., 2019). The guiding principles of MOLST form completion complement those 

found in Ruland’s Peaceful End of Life Theory as ACP seeks to improve life quality and to 

honor the preferences of individuals with chronic diseases or limited life expectancy (Harle et al., 

2017). Ruland’s theory served as the guiding framework for this project as the principles 

outlined in the theory coincide with the exploration of perceived barriers to patient MOLST form 

completion among acute and critical care RNs and NP working in oncology settings. 

Literature Review 

An extensive literature review was conducted to explore barriers to ACP and MOLST 

form completion among oncology patients. Keywords utilized for the literature search included 

the following both singularly and in combination: MOLST, advanced care planning, ACP, 

advance directives, AD, end of life, EOL, end of life care, EOLC, oncology patients, barriers, 

and cancer patients. Databases searched included the following: CINAHL Plus with full text, 

PubMed, Medline, and Web of Science. The search was limited to the years 2014 to 2019 to 

ensure inclusion of current evidence-based research focusing on oncology patient ACP and 

EOLC. Following the review of article titles, abstracts, and removal of duplicates, 21 articles 

were included for review. Relevant and significant findings have been synthesized to provide 

support for this DNP project. 

Institute of Medicine  

           In 2014, the Institute of Medicine (IOM) released a landmark comprehensive review 

of EOLC in the U.S. entitled, Dying in America: Improving Quality and Honoring Individual 

Preferences Near the End of Life. This review supported that the current healthcare system in the 

U.S. is ineffectively designed to meet the growing needs of providing high quality and 

compassionate EOLC that is both affordable and sustainable (IOM, 2014). In terms of ACP, the 
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IOM report found that there was a discrepancy between the care patients received and the care 

patients wanted (IOM, 2014). Key components contributing to this discrepancy were related to 

the patient’s decision-making capacity, the focus on comfort care versus acute care, 

implementation of a patient’s wishes, and the lack of clinician EOLC communication skills 

(IOM, 2014). The report suggested that these key findings need to be addressed in order to 

provide high quality EOLC that is congruent with a patient’s preferences (IOM, 2014). 

Advanced Care Planning 

ACP is considered a collaborative process in which providers and their patients discuss 

future medical care in the event the patient does not have capacity to make their own decisions 

(Bomba, 2017). Effective ACP should take place under the theoretical context of shared decision 

making.  This means that clinicians, patients, and their significant others work in partnership to 

develop ADs that reflect the values and beliefs of the patient should the patient not be able to 

make their own medical decisions at any given time (Bomba, 2017). Research has indicated that 

ACP helps to ensure that patients receive care consistent with their values and beliefs, helps to 

decrease the burden of decision making on their significant others, helps to provide groundwork 

for HCPs to make appropriate decisions for patients, and helps to decrease the moral distress for 

providers to provide aggressive medical care with limited clinical benefits (Bestvina & Polite, 

2017; Sullivan & Slatore, 2015). 

Types of Advance Directives

 ADs are legal documents that an individual completes to guide future medical treatment 

decisions should they not have capacity to advocate for themselves (ACS, 2019). ADs came to 

be in the 1960s and 1970s in response to the U.S. Supreme Court who established the precedent 

that patients have the right to refuse and withdraw unwanted life sustaining treatments 



 

  

13 MOLST FORM COMPLETION 

(Stonecipher, 2006). Under the Patient Self-Determination Act, the current expectation is that 

providers are encouraging shared decision making with their patients with regard to treatment 

options, the right to accept or refuse treatments, and preparing ADs (Evans et al., 2016). 

Although early ACP discussions and documentation of ADs promotes value consistent EOLC, 

the literature has indicated that ineffective communication and other barriers underscore low 

completion rates of ADs with oncology patients (Bestivina & Polite, 2017; Brown et al., 2016).  

Brown et al. (2016) found that 84% of patients did not participate in ACP as their healthcare 

provider did not initiate or engage them in ACP discussions.  Study findings also revealed that 

54% of the oncology patients avoided ACP discussions due to the anxiety that they felt thinking 

about their death (Brown et al., 2016). 

Multiple types of ADs exist. Each type of AD serves a specific purpose to guide medical 

professional and surrogate decision makers (ACS, 2019). A healthcare proxy is an individual 

designated by a patient who is authorized to make medical decisions for the patient should they 

not have capacity (ACS, 2019).  A living will is a document that states an individual’s future 

medical care preferences and their general wishes if they are in a terminally ill situation and can 

address a multitude of different medical scenarios (ACS, 2019). The MOLST form demarcates 

what specific interventions a patient would or would not like done on their behalf if they cannot 

make those decisions, including resuscitation orders (ACS, 2019). A MOLST form falls under 

the umbrella of the national POLST (Physician’s Orders for Life-Sustaining Treatment) 

Paradigm. 

POLST paradigm. 

A majority of oncology patients report that they are familiar with ADs early on in their 

care, however more than half do not have a POLST form completed until the final two months of    
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life (Zive et al., 2015). Having a goals-of-care discussion with a patient or their HCP is not 

considered ideal when the patient is acutely ill (de Heer et al., 2017). The POLST Paradigm 

offers an increasingly widespread approach to initiate EOL planning discussions that result in 

active medical orders once signed by a provider (National POLST Paradigm, 2019). The POLST 

Paradigm seeks to facilitate ACP discussions, encourages shared decision making between 

patients and health care providers, and emphasizes that patient desires are respected at the EOL 

(National POLST Paradigm, 2019). Currently, 22 states have adopted the POLST program and 

28 states are currently either developing their own POLST program or creating similar initiatives 

under different names such as MOLST in New York State (Turnbull, Ning, Rao, Tao, & 

Needham, 2019).  The POLST program has become widespread across the U.S. in its adoption 

into policy in recent years (Appendix B). POLST conversations are considered appropriate for 

patients who are susceptible to an acute medical crisis, who may not wish to receive aggressive 

care that attempts to save their life such as mechanical ventilation or cardiopulmonary 

resuscitation (CPR), or for healthy patients who would like their wishes on future EOLC to be 

documented (National POLST Paradigm, 2019).  

MOLST forms. 

Under the larger national POLST Paradigm, the MOLST form is a document that 

contains a set of medical orders that clearly define the acute life sustaining care patients would or 

would not like to receive, allowing providers to honor a patient’s medical and treatment 

preferences in emergent situations across care settings (Ganguli et al., 2016; Evans et al., 2016; 

Pedraza, Culp, Knestrick, Falkenstine, & Moss, 2017; Boerner, Rodriquez, Quach, & 

Hendricksen, 2018). MOLST forms allow for the facilitation of open and transparent 

communication between healthcare providers, patients, and their significant others. Despite 
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documented benefits to ACP, it is estimated that only 22% of cancer patients complete MOLST 

forms within 30 days of dying (Zive et al., 2015). In the absence of a completed MOLST form, 

providers are obligated to treat patients aggressively, leading to discrepancies between the care 

patients receive and the care that they desired (Clemency et al., 2016). There has been a 

mounting level of support to increase the utilization of MOLST forms, as appropriately 

completed MOLST forms increase compliance with patient’s wishes, reduce EOL 

hospitalization, increase utilization of hospice, and increase likelihood that patients died in their 

preferred place (Brinkman-Stoppelenburg, Rietjens, & van Der Heide, 2014; Lammers et al., 

2018; Wright et al., 2016). Therefore, ACP should be considered a lifelong process and should 

be routinely addressed by providers and patients to avoid undesired treatment (IOM, 2014).  

Patient and Healthcare Professional Perceptions of ACP 

A review of the literature indicated that among physicians and advanced practice 

providers, there is a need to provide further education regarding appropriate roles concerning 

MOLST form utilization and how to best use these forms as a guide to direct timely ACP 

discussions (Ganguli et al., 2016). One study found that only 50% of physicians reported 

knowing whether or not their patients had a completed MOLST form on file (Ganguli et al., 

2016). Of the advance practice providers surveyed in this same study, only 25% felt comfortable 

making ACP recommendations in terms of EOLC to patients (Ganguli et al., 2016). Study 

findings additionally revealed that the providers held positive attitudes toward MOLST forms 

and thought that they were helpful in guiding EOLC preference discussions with patients 

(Boerner et al., 2018). In spite of a general positive perception among providers and patients 

toward MOLST forms, uncertainty about the interpretation of ADs still exists and forms have 
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been found to be inconsistently filled out, both of which create barriers to completing ADs 

(Clemency et al., 2016).   

The Oncology Care Model 

The Oncology Care Model was initiated by the Centers for Medicare and Medicaid 

Services (CMS) to address the historically low rates of ACP discussions and documentation 

(Bestvina, et al. 2018). The model mandates that ACP be a part of early coordination of care for 

individuals diagnosed with cancer (Bestvina et al., 2018). One study found that of patients 

admitted to the ICU, 51.3% had prepared some sort of AD, but of those who reported this, only 

23% of these patients had the proper paperwork on file at the hospital (de Heer et al., 2017). 

Discrepancies such as the hospital not having the appropriate paperwork lead to patients 

receiving unwanted and aggressive care in emergent situations, making it imperative that patients 

and their providers appropriately document ACP discussions (Clemency et al., 2016). 

Good Death Quality Metrics 

The consensus in the literature has indicated that quality metrics be applied to what 

qualifies as a “good” death. Good death quality metrics include being enrolled in hospice for 

more than seven days before death, not dying in an ICU, no chemotherapy administered within 

last two weeks of life, and/or no CPR or mechanical ventilation within last 30 days of life 

(Lammers, Zive, Tolle, & Fromme, 2018, Pedraza et al., 2017). The American Society of 

Clinical Oncology (ASCO) developed Quality of Oncology Practice Initiatives that require ACP 

be initiated and documented within the first three visits for all newly diagnosed oncology 

patients (Bestvina & Polite, 2017).  Additionally, the IOM has recommended that health care 

providers actively engage individuals in ACP and revisit ACP discussions consistently to update 

documentation that fits a patient’s care values and wishes (Lammers et al., 2018). 
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Human Rights Protection & Ethical Considerations 

Prior to implementing this DNP project, approval was granted by the University at 

Buffalo’s (UBs) Institutional Review Board (IRB). Ethical concerns for this project were related 

to the protection of human subjects, risk of data breach, and limiting risk to participants. Prior to 

starting the interviews, participants were fully informed of the project purpose, why data was 

being collected, and what project participation entailed. Participant questions were then 

answered and verbal consent was obtained. Data collected in this project was de-identified to 

protect participant identity.  Participants were assigned a unique numeric code to eliminate 

identifiable information during the data collection and analysis process.  

Audio files were transcribed verbatim, reviewed for transcription accuracy, and then 

destroyed. The transcription files and all other electronic project related materials were kept on a 

laptop computer that required passcode credentials that only the DNP Project Student had access 

to. Any additional physical documents necessary for this project were kept in a lock box that 

only the DNP Project Student had access to. All data collected throughout the duration of this 

project was used with the intention of answering the project question. Findings resulting from 

this project were reported without participant identifiers.  Transcripts will be destroyed after 

three years as per the UB IRB protocol.  

Project Design 

Qualitative research is useful in healthcare research as it allows for participants to 

respond based on their professional expertise and knowledge of the topic at hand (Holloway & 

Galvin, 2016). This DNP project utilized a qualitative descriptive (exploratory) and essentialist 

approach to explore perceived barriers to oncology patient MOLST form completion among RNs 

and NPs working in acute and critical care areas in National Cancer Institute (NCI) designated 
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Comprehensive Cancer Centers. Qualitative descriptive work aims to “give voice” to a topic or a 

group of people” where little information is known (Braun & Clarke, 2013, p. 174). An 

essentialist view is one where the participants are considered “vessels of information” and where 

the “story of the data” is told or “given voice” using illustrative data extracts (Braun & Clarke, 

2013, p. 252). Findings resulting from this project were disseminated by the DNP Project 

Student in the form of an educational in-service outline created for the RNs and NPs working in 

the NCI Comprehensive Cancer Centers in critical care areas that presented recommendations on 

how to better promote patient MOLST form completion. 

Project Methods 

Recruitment Strategy 

Non-probabilistic, purposive sampling was utilized to recruit volunteer participants for 

this DNP project (Holloway & Galvin, 2016). Recruitment began with the Oncology Nursing 

Society (ONS), a professional organization for nursing students, RNs, and NPs who work in an 

oncology setting or have interest in an oncology patient population (ONS, 2019). This 

organization serves to contribute to nursing science in an oncology setting by advocating for the 

nursing profession and advancing the quality of care cancer patients receive (ONS, 2019). The 

ONS Acute and Critical Care Virtual Community Discussion Board was utilized for project 

recruitment. A total of 361 members were active as a part of this virtual community when the 

project began (ONS, 2019). Members were initially solicited through the Discussion Board via a 

thread query asking members if they utilized MOLST or POLST forms in their acute or critical 

care oncology settings (Appendix F). 

Enrollment for the study was slower than anticipated, in part because of low activity on 

the ONS discussion board. To bolster recruitment, the original discussion board message was 
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emailed to individuals on a publicly available listserv to a random sample of members. Those 

who replied were then followed up with a second email that contained brief information about 

the project, project purpose, and the DNP Project Student’s contact information in order to 

facilitate communication with the DNP Project Student regarding the best time to set up a 

telephone interview if interested in participating (Appendix G). Recruitment was also bolstered 

using the DNP Project Student’s network and the DNP advisor’s professional network of 

candidates who qualified and were interested in participating. The same recruitment content was 

utilized for all methods of reaching study participants. All participant information was kept 

confidential regardless of how they were recruited to the study. 

The approximate target sample size was ten RNs and NPs who met inclusion criteria for 

this project. Participant inclusion criteria included the following:  adult licensed RNs and NPs; 

employment in an acute or critical care unit in an NCI designated Comprehensive Cancer Center; 

at least one year of experience as an RN or NP; working in a state that utilizes MOLST/POLST 

forms; and English language fluency. Sample size was ultimately determined based on the point 

of data saturation or when similar themes continued to reoccur amongst interviews (Braun & 

Clarke, 2006; 2013). In total, seven individuals met inclusion criteria and volunteered to 

participate in the study. 

Data Collection 

Prior to an interview taking place, the project purpose was reviewed, all participant 

questions were answered, and verbal informed consent was obtained from each participant 

(Appendix E). Due to the geographic distance of participants from the interviewer, all interviews 

took place using Skype on a day and time preferred by the participant. This project employed the 

use of a demographic questionnaire (Appendix C) and a semi-structured interview questionnaire 
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(Appendix D). The semi-structured interview questionnaire created for this DNP project was 

developed guided by findings resulting from the extensive review of the literature and was 

adapted with permission from a previous DNP project entitled Support for a Standard Operating 

Procedure for the Use of Medical Orders for Life Sustaining Treatment (MOLST) Forms in a 

Comprehensive Cancer Institute (Secrist, M., 2018). The questionnaire utilized 12 open ended 

questions to allow participants time to discuss and reflect upon their personal experiences and 

perceptions as they related to the purpose of this DNP project (Appendix D). When further 

clarification to answers was needed, probing questions were asked by the DNP Project Student 

as a means of eliciting detailed and richer responses from the participants.  

All interviews were audio recorded and transcribed verbatim by the DNP Project Student 

for data analysis. After the audio recordings were transcribed, the DNP Project Student re-read 

each transcription multiple times to ensure transcription accuracy.  Once transcription accuracy 

was established, all audio recordings were destroyed.   

Data Analysis 

Braun and Clarke’s (2006; 2013) six phase reflexive thematic analysis method was 

utilized for data analysis. Reflexivity, according to Braun and Clarke (2013), is concerned with 

critical reflection on the research process and practice and involves acknowledgment by the 

researchers regarding how their professional roles and various life positionings could potentially 

shape and inform data collection and analysis.  Prior to data analysis work for this project and 

then continuing throughout the data collection, analysis, and reporting process, the DNP Project 

Student and Advisor met regularly and incorporated reflexivity into their discussions.   

Thematic analysis is the process of identifying patterns of shared meaning across a 

dataset (Braun & Clarke, 2006; 2013). An inductive or bottom up approach was utilized to 
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analyze the data with findings reported in the form of key themes developed directly from the 

dataset that captured the essence of the narrative being portrayed across the interviews (Braun & 

Clarke, 2013; Thomas, 2006).  A theme is considered to summarize significant concepts of the 

participant’s responses that relate to the research question at hand and characterizes a reoccurring 

topic or idea within the dataset (Braun & Clarke, 2006; 2013).   

The DNP Project Student and the DNP Project Faculty Advisor, a qualitative methods 

expert, first analyzed the dataset independently and then met to discuss findings and to review, 

revise, and establish final themes and subthemes.  Braun and Clarke (2006; 2013) clearly and 

concisely delineated how to successfully conduct a reflexive thematic analysis using the 

following six phases: Phase 1: Familiarizing yourself with the data; Phase 2: Generating initial 

codes; Phase 3: Searching for themes; Phase 4: Reviewing themes; Phase 5: Defining and 

naming themes; and Phase 6: Producing the report.  Phase 1 included the DNP Project Student 

becoming immersed in the data.  The DNP Project Student did this by creating the semi-

structured interview questionnaire, conducting the interviews, transcribing the interviews, 

reading and re-reading all transcriptions to ensure transcription accuracy, and starting to analyze 

the data noting initial impressions.  Phase 2 entailed reading through early data impressions and 

then generating initial codes that were present in the data. Phase 3 involved searching for themes 

and subthemes in the coded data and establishing candidate themes. Continual analysis was 

imperative to refine each theme and define clearly how it was related to the overall dataset and 

project question. Phase 4 encompassed the DNP Project Student reviewing the themes and 

subthemes with the DNP Project Faculty Advisor, a qualitative methods expert. Phase 5 included 

refining, defining, and naming final themes as agreed upon by the DNP Project Student and the 

DNP Project Faculty Advisor. Illustrative quotes were then selected from the dataset that 
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captured the participant’s story and supported each theme in a meaningful manner. Following 

Phase 5 and prior to Phase 6, a second sweep of the dataset was conducted by the DNP Project 

Student and the DNP Project Faculty Advisor to revisit the dataset to compare and contrast 

themes and subthemes to ensure that each theme maintained the integrity of participant 

narratives. Finally, in Phase 6, the final report was written and plans for project dissemination 

were completed. A visual map of findings was created by the DNP Project Student (Appendix 

H). 

Findings 

Included in this study were RNs and NPs working in states that recognize MOLST forms 

who were currently employed in NCI designated Comprehensive Cancer Centers, specifically in 

the ICU setting. Interviews were conducted as a one-time Skype call held during a day and time 

convenient to the participant and data collection took place over a five-week period.  The study 

sample included a total of seven participants comprised of three Master’s prepared NPs and four 

Bachelor’s prepared RNs. Five participants were female, two were males, and all participants 

had between 1 to 20 years of experience in their professional role. Participants worked in the 

states of Maryland, Massachusetts, Minnesota, New York, and Oregon. Participant 

demographics are illustrated in Table 1.  

Central Organizing Concept  

Knowledge gives them power. 

A central organizing concept (theme) is one that captures a coherent and meaningful 

pattern found across the dataset that provides a succinct answer to the research question (Braun 

& Clarke, 2013). The central organizing concept for this study was Knowledge gives them 

Power. All seven participants commented on how having knowledge of a patient’s EOLC 
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wishes would provide everyone who directly cared for the patient care (patients, family members 

and/or health care decision makers, nurses) with the power to facilitate genuine patient centered 

care as well as the power to understand everyone’s role in helping the patient complete a 

MOLST form.  Participant 5 commented,    

I think the knowledge gives them the power to fill the form out. Along with support from 

their loved ones and providers. Sometimes they need the confidence that comes along 

with external validation that whatever they are doing or deciding is okay with those who 

matter. 

Participant 6 stressed, 

By design we have the conversations early and as a result we know early on if you want 

everything or limited or comfort measures. Knowing makes it easier, so I like that we 

have to have these conversations early on. Knowledge is power, so we just need to make 

sure that we're very clear with our patients what their philosophy is so we can give them 

the power. 

Throughout the study, it was apparent that the concept of knowledge as power was 

woven into each participants role in one way or another. Knowledge gives them Power supported 

the following four key themes identified in this study: Being an Advocate for my Patient; Timing 

and Situation Are Everything; Fears; and Educational Needs. 

Key theme 1: Being an advocate for my patient. 

The first identified key theme was Being an advocate for my patient. This theme 

described how nursing advocacy was a critical component in guiding nurses in understanding 

their patient EOLC wishes. It was evident throughout all seven interviews that when RNs and 

NPs had knowledge of their patient’s wishes from a documented MOLST form, they intrinsically 
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felt that their ability to advocate on behalf of their patient was improved. Nursing advocacy was 

discussed by all seven participants as encompassing how not knowing a patient’s wishes caused 

them advocacy uneasiness, how they felt comfortable having EOLC conversations with their 

patients, how they felt it was the responsibility of the entire provider team to have EOLC 

conversations with their patients because it enabled informed decisions to be made that promote 

quality of life. 

Regarding advocacy uneasiness if an AD is not present, Participant 1 remarked,   

You're just kind of just stuck thinking, oh this is great, let's do all the things despite the 

fact that the patient is suffering and will never make a fully recovery if they even make it 

out of the ICU at all.  

Participant 2 stated,  

If you're unsure in a situation that is acute and a patient is in distress and you need to act 

fast and make decisions on whether to intubate and ventilate or to perform CPR without a 

MOLST in place you have to do everything. You're only choice really is to do the all 

measures. And then in those situations you’re unsure without the MOLST form or the 

goals of care discussion you feel you have no knowledge. You question that you may be 

doing something the patient didn’t really want and that is not a good feeling.   

Concerning feeling comfortable having MOLST conversations with patients, Participant 3 

voiced, 

I like to review their form if they have a MOLST form completed. I definitely go through 

it with them and I say I notice you have this completed. I just want to make sure you that 

you know, and that you understand this is exactly what you want, you know, are you 
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confused about any terms and then just kind of asking them in general what's their idea if 

they're nearing that kind of point what their end. 

Finally, pertaining to the responsibility of the entire provider team to have EOLC 

conversations with their patients, Participant 5 commented,  

I think all providers, nurses, nurse practitioners, physician assistants, and physicians 

should have these conversations with patients and their families and should be well 

equipped to navigate them. I don’t think it falls to one provider alone, it should be 

something everyone feels comfortable discussing although sadly I don’t think everyone 

is. 

Key theme 2: Timing and situation are everything. 

The second key theme resulting from the analysis of data was Timing and situation are 

everything. This theme captured participant perceptions that MOLST forms should be completed 

early on in an oncology patient’s care such as during routine clinic visits with their primary care 

provider or oncologist or admission to the hospital or ICU and that MOLST form completion 

should not be approached when patients are experiencing a health crises such as a change in their 

health status and/or when they have decreased capacity and ability to understand and 

comprehend information being presented to them. Participants also stressed the importance of 

allowing patients and family time to think about and process the need to fill out a MOLST form.  

With regard to early timing for MOLST completion, Participant 3 stated, 

The first time you hear MOLST form terms shouldn’t be in an ICU, it should be brought 

up early on and routinely revisited with your oncologist whether that’s in clinic or on 

every inpatient admission. I think it doesn’t need to be a lengthy discussion but at least 

someone needs to dip their toes in the conversation just so your kind of have an idea 
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going forward what the patient’s mindset is... So many patients are admitted and need 

aggressive interventions immediately, and sometimes they get intubated before they 

come to the unit or are unresponsive on admission. It just isn’t possible to have a goals of 

care conversation with a patient at that time. 

Participant 1 noted, “I feel like the earlier the better”, and Participant 7 stated,  

I think timing would be earlier, especially if it’s related to a terminal diagnosis or poor 

prognosis. I think a conversation earlier is better. Ideally, it’s something that is brought 

up in a routine fashion and given the attention it needs…So many patients I see don’t 

give thought to it though until they are in the ICU and time is of the essence and 

decisions are made now and not later. That moment of now can be all the difference, and 

it doesn’t seem fair to make someone make that decision in that crisis versus 

contemplating it with time on their side to think about it. 

All seven participants discussed the importance of avoiding MOLST form completion with 

patients experiencing a decline in health or a change in health status.  Participant 1 stressed, 

I find sometimes it's hard to have those discussions with patients that are still coming out 

of the anesthesia from OR. They come up with propofol and fentanyl still in their system 

and they're really sleepy, very loopy, and saying weird things so then the providers are 

like I'll get to it later and then it kind of falls to the back burner and then no one really 

talks about it from the get go at least. 

Participant 5 acknowledged, 

It’s probably more advantageous though to do so in an environment that is not stressful. 

Maybe not when the patient is complaining of shortness of breath, or crushing chest pain, 
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but when the patient is calm and able to rationalize what the context and implications of 

the conversation are. 

Participant 3 maintained, 

A patient who is struggling is going to want everything in that moment because they feel 

like they're not being taken care of and they need something urgently whether it's oxygen 

or pain relief. Those aren’t people who will be thinking long term about their wants and 

needs. So they're not thinking clearly and if we spoke to them ahead of time we would 

get a clear understanding of what their true wants are. 

Finally, participants stressed the need for allowing patients and family time to think about and 

process the need to complete a MOLST form. Participant 1 maintained, 

In the sense that you present the MOLST form and the situation and then you let the 

family, the patient, or the decision maker have some time without the medical team being 

there to just kind of have a heart-to-heart with your family about what's going on. 

Participant 4 noted, 

I really don’t think an ICU is a great setting for POLST forms to be introduced. Patients 

are so panicked and decisions like that shouldn’t be made in a state of fear, they take 

contemplation and time to think about. They shouldn’t be rushed. 

Key theme 3: MOLST form patient and family fears. 

A third theme that developed across the dataset was patient and family fears regarding 

MOLST forms.  Fears experienced by patients were described by the RNs and NPs as 

misconceptions, the thought of being left to die, letting people down, and avoidance.  Participant 

2 commented, 
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I think they become fearful, and understandably so. So many misconceptions of the 

MOLST form or DNR DNI exist. The most common I have come across being that we 

will not treat you at all or we will just put you on a morphine drip and hasten your 

death… I'm sure it's still a fearful, and scary situation for them to know their transitioning 

from active treatment to comfort care. 

Participant 1 stressed, “I think that patients perceive when you say DNR DNI that you're just 

going to say forget it and let them die or suffer or that it’s going to be an immediate transition to 

comfort care.” 

Participant 5 remarked,  

I would say most if not all times patients and families know what their wishes are but 

they may not directly communicate that with the team and it may be you know fear of 

letting down the provider by not wanting to pursue active treatment.  

Participant 4 stated,  

Families sometimes well really health care proxies I’ve seen them make decisions that 

directly go against the POLST form and that is uncomfortable. Or worse I guess is when 

they say something like oh the patient would have never wanted this, but I don’t want to 

see them die so let’s keep going full steam ahead. 

Family fears were described by the participants as completion of a MOLST form meant 

that their loved one would be left to die, unacceptance of the patient’s impending death, and 

being divided among each other regarding making the decision. Participant 1 commented, “I 

think they just thought that when she signed the DNR DNI that medically we were just going to 

leave her and no longer treat her” and Participant 7 remarked, 
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I think perception of what filling out a MOLST form really means because I think there's 

not a lot of education with patients and family. It doesn't necessarily mean we’re going to 

instantly pull the plug when you fill it out. 

Participant 1 maintained, “She decided to change her MOLST from a full code to DNR DNI and 

it was a big issue for the family. The family however weren't ready to see their mom pass away.” 

Participant 3 described, 

The sons and wife were completely divided as to what dad would have wanted. His wife, 

who was his healthcare proxy, was beside herself because she felt he wouldn’t have 

wanted any of this given the poor prognosis and unlikeliness of returning to the same 

quality of life if he did make it out of this acute situation. It was back and forth for about 

two weeks while the patient remained a full code until a decision was finally made to 

transition to comfort care and withdraw life support…The wife grappled with dealing 

with the fallout from her sons who thought they needed to keep everything going. 

Ultimately though, they begrudgingly agreed with her and allowed her to sign the 

MOLST form changing his care level. 

Finally, Participant 6 commented, “Most people just don't want to have to think about it, they 

avoid it in my experience.” 

Key theme 4: Patient, family, and provider MOLST form educational needs. 

The fourth and final key theme that resulted from the dataset analysis was Patient, family, 

and provider MOLST form educational needs. Patients and their family were described by 

participants as requiring a substantial amount of education regarding the purpose of the MOLST 

form and medical terminology found on the forms. Participants described the difficulty patients 
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and their family members had understanding complex medical jargon on MOLST forms without 

education from providers. Participant 3 described, 

They haven't told their significant other family what they've thought about it and then 

when they start hearing all these terms that are new and unfamiliar for them and it 

induces panic and fear for so many patients. Even just being in the hospital is stressful for 

so many patients then throw in making decisions about end of life care, or MOLST forms 

related to types of medications, IVs, oxygen, ventilators, they don't know what it means, 

they need someone to bridge the gap and kind of make it easier for them to understand it 

all. I find that lack of understanding deters patients from talking about MOLST forms 

ultimately leading them to not want to sign one. 

Participant 2 explained, 

It requires a lot of explanation about the MOLST form, and how it simply put, is a means 

to direct providers on what to do if a patient is at a point in time where they require life-

saving measures. It's not stop care it’s to give patients control when they may not 

otherwise have it. 

Participant 4 commented, “If you don’t understand the form’s terms or what it entails, you 

probably won’t go out of your way to fill it out” and participant 5 noted, “My perception is that 

we could do a better job. We could do better at addressing the specific questions on the form and 

how we ask them or relay the information related to them.”   

Educational needs for providers were identified in terms of developing improved 

understanding of interdisciplinary roles regarding patient goals of care discussions and MOLST 

form completion. Participants felt that critical care teams and oncology teams frequently 

approached a patient’s medical care from different viewpoints and perspectives, resulting in 
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conflicting information often communicated to patients and their families. This disconnect was 

described as making it increasingly difficult for patients and/or their family members to make 

informed EOLC decisions. It was felt that the critical care team had to defer to the primary team 

in terms of directing goals of care conversations when they were not in agreeance. Another area 

discussed regarding provider education was the need for providers to promote increased MOLST 

form awareness to patients and their families.  Participant 7 stated,  

I’ve also noticed in my ICU that the consulting services sometimes don’t want us to have 

the conversation…ICU doctors and the consulting doctors, like the oncologists, will be 

like I know they’re sick but I think before we give up we should, you know, consider this 

other treatment option. It seems like they think we should push for treatment X Y and Z 

before we discuss or bring up end of life. I think it adds some hesitation for the ICU 

doctors to be able to go in and talk to the patients or their families about goals of care 

when the primary providers keep pushing treatment that may not even be first line 

therapies. 

Participant 3 noted, 

It becomes a delicate balance of not offending the oncologist if they don’t agree with a 

patient signing a MOLST form if they think they have a chance for their cancer to be 

cured. They still want everything done because they’re focused on the cancer and the 

oncologist is telling them that’s curable. Now we’re in the ICU and the cancer isn’t the 

only thing going on. 

Finally, Participant 4 commented, 

I would say mostly awareness. First of all, that POLST forms even exist and secondly 

what it is, what the purpose of it is, and how they would fill it out… I would say a lot of 
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patients don’t even know it exists, there's not even an abundance of advanced directives 

filled out appropriately. People are like what is that, what is involved so there's a lot of 

miscommunication, and maybe lack of education about the form. People can’t fill out 

what they don’t know exists. 

Discussion 

This study explored patient MOLST form completion barriers as perceived by acute and 

critical care RNs and NPs working in NCI designated Comprehensive Cancer Centers. Ruland’s 

Peaceful End of Life Theory was a good fit to guide this study since it encompasses complex and 

holistic EOL caring attitudes that include awareness, sensitivity, and compassion and the 

importance of ensuring that patients at the EOL are not in pain, that they are experiencing 

comfort, dignity and respect, that they are at peace, and feel a sense of closeness to others 

(Ruland & Moore, 1998). Across the interviews, participants often used story telling about 

personal EOLC patient and family experiences to describe their perception of barriers to MOLST 

form completion.  Participants frequently cited that when a patient had an acute status change, 

MOLST forms or code status should be readdressed to confirm their goals of care. Contradictory 

to this perception, participants also discussed that they felt it was an inappropriate time to 

readdress goals of care when a patient was in a crisis and when their health status changed to a 

point where they were unable to appropriately comprehend and sign a MOLST form with proper 

capacity to do so.  When patients are experiencing crisis, participants recognized that these 

patients were less likely to be able to rationally process the situation and may not be making 

decisions that reflect their true desires. This brings up some interesting questions that should be 

considered in the future. How can providers best approach discussions regarding ACP when a 

patient is emergently decompensating? 
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This study presented another interesting finding, the perceived lack of interdisciplinary 

team support and agreement when addressing goals of care and MOLST form completion in 

oncology ICU settings. Participants routinely remarked about feeling as though the critical care 

team and the oncology team did not always see eye to eye regarding patient goals of care and 

EOLC wishes. Participants frequently acknowledged feeling as though the patient and/or their 

family members were receiving contradicting information from the perspective and viewpoint of 

the different patient care services. This lack of uniformity was identified as making it 

increasingly difficult for the patients and their families to decide what to do when facing EOLC 

situations. It was felt that this lack of a united front contributed to a decrease in patient MOLST 

form completion.  

Findings resulting from this study supported findings resulting from the review of the 

literature. Like the literature review findings, in this study, barriers contributing to MOLST form 

completion included the need to assess the patient’s decision-making capacity, the lack of 

clinician EOLC communication skills, the need for clinicians, patients, and their significant 

others to work in partnership to respect the EOLC values and beliefs of the patient should the 

patient not be able to make their own medical decisions, that having a goals of care discussions 

with a patient or their HCP is not considered ideal when the patient is acutely ill, that ACP 

should be considered a lifelong process and should be routinely addressed by providers and 

patients to avoid undesired treatment, and that among physicians and advanced practice 

providers, there is a need to provide further education regarding appropriate roles concerning 

MOLST form utilization and how to best use these forms as a guide to direct timely ACP 

discussions (IOM, 2014; de Heer et al., 2017; Ganguli et al., 2016).  Based on these findings, an 

in-service guideline presenting general recommendations to promote patient MOLST form 
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completion for RNs and NPs working in NCI designated Comprehensive Cancer Center ICUs 

comprehensive cancer center was developed by the DNP Project Student (Appendix I).  

Conclusions 

Throughout this study, one central organizing concept, Knowledge gives them the 

power, captured a coherent and meaningful pattern found across the dataset that provided a 

succinct answer to the research question (Braun & Clarke, 2013).  Knowledge was frequently 

mentioned as a determining factor supporting the level of comfort providers had in caring for 

oncology patients at the EOL as well as being a determining factor in facilitating informed 

decision making among patients and their family members. It was recognized among the 

participants that knowledge as power affected how providers, nurses, patients, and their family 

members felt about goals of care.  

The four identified key themes resulting from this study included Being an advocate for 

my patient’s wants, Timing and situation are everything, MOLST form patient and family fears, 

and Patient, family, and provider MOLST form educational needs educational needs (Table 2). 

Knowledge as power played a foundational and essential role in each of these four key themes. 

RNs and NPs both felt that when they knew what a patient wanted regarding their EOLC, they 

were able to better advocate for their patients and adjust the care they provided to a 

corresponding level in line with the patients wants.  Knowledge of a patient’s EOL wants 

empowered the RNs and NPs in their own role as a nurse caregiver.  

Participants often felt that it was imperative for providers to be cognizant of how timing 

and situation affected the patient’s or their family member’s emotional and physical capacity to 

discuss MOLST forms. Timing and situation were often addressed in terms of how the right time 

and place supported properly addressing and following up on MOLST forms. Consequently, 
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participants were additionally conscious of how the inverse was also true; how an inappropriate 

time and situation in a patient’s care could impede a meaningful MOLST form discussion. 

 Fears were often influenced by a lack of understanding among patients and their families 

regarding what the MOLST form purpose was and how it could be compassionately and 

respectfully implemented into medical care. Additionally, RNs and NPs reported that when they 

felt unsure of a patient’s EOLC desires, they felt unsettled. Overall, it was indicated by 

participants that providers, patients, and family members were in need of MOLST form 

education to improve upon oncology patient MOLST form completion.  

Strengths & Limitations 

A strength of this study was the inclusion of participants from different states across the 

nation, allowing for the DNP Project Student to explore and gain insight into regional 

perspectives regarding use of MOLST forms among acute and critical care RNs and NPs 

working in comprehensive cancer centers. Using a qualitative approach for this project was 

appropriate since the project question sought to learn about barriers of patient MOLST form 

completion from the perspective of the RN and NP participants as a means of discovery and 

insight. Limitations of this study included the use of purposive sampling, a limited sample size, 

that the analysis of data was subjective in nature and incorporated the need for reflexivity, and 

that the findings are not generalizable.  

Implications and Recommendations 

This study helped to identify future areas of research regarding MOLST form 

completion. One key area warranting further research is whether or not the MOLST form uses an 

appropriate healthcare literacy level for patients and families to understand. While most of the 

general population in the U.S. read at an eighth-grade literacy level, it has been well documented 
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that most healthcare related materials are written at a tenth-grade literacy level (Safeer & 

Keenan, 2005). 

A second area of needed research is the exploration of methods to improve the 

interdisciplinary dynamics in the oncology ICU setting regarding having collaborative goals care 

discussions with patients and families. Participants in this study reported the lack of unity 

between medical teams often causes discontinuity in the information provided to patients and 

their families during a difficult time.  

Finally, optimal timing and situation should be further studied in terms of MOLST form 

completion and advanced care planning in general. Future studies should consider piloting 

interventions that are contingent upon addressing MOLST forms at a specific point in time to 

evaluate the effects on MOLST form completion rates. Participants of this study unanimously 

felt that providers could optimize MOLST form completion by addressing it early on and then 

following up on it routinely. 
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Table 1 

Participant Demographics 

Participant 1 2 3 4 5 6 7 

Age (years) Under 30 
55 and 
above Under 30 30 to 34 40 to 44 35 to 39 Under 30 

Race Caucasian Caucasian Caucasian Caucasian Caucasian Caucasian Caucasian 

Education Bachelor's Master's Bachelor's Bachelor's Master's Master's Bachelor's 

Duration in 
Role (years) 1 to 5 1 to 5 1 to 5 6 to 10 16 to 20 1 to 5 6 to 10 

State Oregon New York New York Minnesota Massachusetts Maryland Oregon 

Gender Male Female Female Female Female  Female Male 

Role RN NP RN RN NP NP RN 
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Table 2 

Additional Support Quotes 

Central Organizing Concept 
Knowledge Gives Them the Power 

Themes/Subthemes Additional Supporting Quotes 

Being an Advocate for 
My Patient 
 Completed MOLST 

improves ability to 
advocate. 

 Comfortable having 
end of life 
conversations 

 Professional 
responsibility 

 Consider quality of 
life in decision 

 Encourage patient 
autonomy 

 “In a perfect world advance care planning would happen early 
and be followed up on routinely. Everyone would delineate 
exactly what they do and do not want, but we don’t live in a 
perfect world so in that case we need to deal with the situations 
we are handed and do our best to advocate for our patients” -
Participant 1. 

 “I think having a practitioner that's comfortable talking about it 
including all of the different gray areas that can possibly 
happen. It is very important for the patients to be able to 
understand exactly what they're signing. The MOLST form 
with some of those stipulations that come along with it, it can 
be a hammered out pretty easily if you're comfortable talking 
about it or if you're able to frame it correctly” -Participant 6. 

 “I or any health care provider can help encourage a patient to 
fill a MOLST form out by explaining to them that it takes a 
tremendous amount of responsibility and guilt away from 
family members and makes it easier for them to ensure your 
wishes are followed by completing the form ahead of time 
before things become an acute situation and calm minds are 
prevailing and there is less emotional turmoil involved” ‐
Participant 2. 

 “I think it can be helpful to make sure patient’s wishes are 
honored. That if they didn’t want to be intubated or coded 
they’re not. There is a clear line drawn as to when to transition 
care, or consider alternate therapy goals. Maybe it isn’t cure, 
maybe it’s embrace the quality and not the quantity of time”-
Participant 5. 

 “It comes down to compassionate conversations that empower 
the patient to advocate for themselves and their needs. No one 
is in their shoes but themselves and they need to be able to do 
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 Not knowing causes 
uneasiness 

Timing and Situation 
Are Everything 

 Early on 

 Routine follow up 

 Acute changes 

 Not in a crisis 

 Admission to 
hospital/ICU 

what is right for them and have faith in their agency to make 
their own decisions” -Participant 2. 

 “It is a bit unsettling if someone doesn't have a MOLST form 
and maybe they're not responsive, or they’re at that point, and 
your kind of left wondering along with the family what their 
true feelings are about the care they are receiving. Especially 
when there's invasive procedures like dialysis or feeding tubes, 
the providers are discussing trachs, you know care that is 
lifesaving but ultimately aggressive” -Participant 3. 

 “The earlier the conversation is had the better. An earlier 
conversation just seems to be the better avenue, and maybe it 
should include the family so that they may be involved and help 
to empower the patient” -Participant 3. 

 “I think first and foremost it needs to be an introduction early 
on to the MOLST form and goals of care documentation should 
thing go bad abruptly. Probably one of the most important 
things we can do right now for our society in general and as 
healthcare providers to make the MOLST more routine and 
commonplace for everyone” -Participant 2. 

 “Even though it’s far from best practice when something acute 
happens MOLST forms should be reviewed to ensure that if we 
have to carry out aggressive measure it is what the patient 
wanted. It always comes back to them the patient” -Participant 
6. 

 “I can understand that time of diagnosis may not be the best 
time. Patient’s already have so much on their minds that they 
can’t really think clearly at that point. However, it should never 
be started in an ICU if you can avoid it. Patients are in a crisis 
when being admitted to the ICU again they won’t be thinking 
clearly” ‐Participant 1. 

 “That it is incredibly important to have goals of care 
discussions with every patient admitted to the ICU” -Participant 
2. 
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 Not having capacity 
to make decision 

 Allow time to 
process and space to 
think 

MOLST Form Patient 
and Family Fears 

 Patient 

o The thought of 
being left to die 

o Misconception 

o Letting people 
down 

o Avoidance 

 Family 
o Their loved one 

would be left to die 

 “On top of that if family isn’t physically present or readily 
available we are obligated to check code status and treat 
aggressively if they are a full code” -Participant 3. 

 “I asked them about what they knew of her understanding of 
quality of life was and what kind of quality life she would want 
going forward. I felt that it was pretty seamless in terms of a 
full of information back and forth. I think they had a clear 
understanding of what was going on with their mom and how 
she would end up if we treated her. Especially with life saving 
measures such as intubation, mechanical ventilation and 
possible CPR. I gave them some time to think about it. They 
signed a do not intubate and do not resuscitate. I felt a good 
sense of accomplishment for them and for me” -Participant 2.   

 “I think that they just get scared the biggest hindrance for a 
patient is that fear of death” -Participant 6. 

 “Just breaking down the barrier of it's too late because I think 
that's a lot of times the feeling that people get when the MD 
hands them a POLST” -Participant 4. 

 “Another hindrance I sense from my patients is the emotional 
aspect of relaying information to their family. They don’t want 
to leave them not having done everything” -Participant 2. 

 “Or maybe even just thinking it’s the wrong time for them to be 
thinking about end of life care, like being afraid that if they 
aren’t optimistic they will be setting themselves up to go down 
that route. You know mind over matter type of thought process, 
don’t think about it and it won’t happen” -Participant 5. 

 “They perceived it I think as she was dying or she was going to 
die but she was fine she will definitely get out of the hospital. I 
think they just thought that when she signed the DNR DNI that 
medically we were just going to leave her and no longer treat 
her” -Participant 1. 
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o Unacceptance of 
patient’s impending 
death 

o Divided making 
decisions 

Patient, Family, and 
Provider MOLST 
Form Educational 
Needs 

 Patient/Family 
o Purpose of MOLST 

form 

o MOLST form 
terminology 

 Provider 
o Interdisciplinary 

roles regarding 
goals of care 
discussions 

 “I think sometimes patients are their own barriers, and then some 
families if they’re not supportive definitely can dissuade a patient 
from being open to talking about MOLST forms”-Participant 5. 

 “I think sometimes patients will tell their families I don't want 
to live, or I can't do a machine my whole life. However, the 
second they’re faced with death so acutely they change their 
minds and are like oh well actually, you know, I do want 
everything done even though that may be fear talking not what 
they actually want. Which then that change confuses the family 
who wants to honor the patient’s wishes but is unsure what to 
do because on one hand they didn’t want to prolong suffering, 
and on the other they just said do everything.” -Participant 7. 

 “It needs to be explained that this isn’t what that means.  What 
we're trying to address with patient’s is what do you want if 
you’re heart stops or you can’t breathe on your own. A DNR 
DNI is literally just dictating that we won’t do CPR or as we 
call it external cardiac massage out here in Portland or put them 
on a ventilator, and should something arise we treat until either 
of those measures were required” – Participant 1. 

 “Also with the terms of care that are intensive care unit specific 
how to bring them to a patient’s level of understanding, so 
many providers I work with struggle with this” –Participant 4. 

 “I find that as a provider when I sit in on family meetings it can 
be the primary service that deters families who are charged with 
making the decision from wanting to complete a MOLST form. 
This is because they offer more treatment, they see the cancer 
and not necessarily the pneumonia, the PE, the acute event or 
multiple comorbidities that compounds the cancer”-Participant 
2. 
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Appendix A 

Concepts of Ruland’s Peaceful End of Life Theory 

Appendix A. demonstrates the relationship between the concepts of Ruland’s theory. Adapted 

from “Theory Construction Based on Standards of Care: A Proposed Theory of The Peaceful 

End of Life”, by C. Ruland and S. Moore. Nursing Outlook, 46(4), p. 174. Reprinted with 

author’s permission. 
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Appendix B 

POLST Paradigm Adoption 

Appendix B demonstrates the recognized POLST paradigm statewide programs that have been 

adopted since March 2019. Each state program is designated as developing, endorsed, mature, or 

non-conforming. Adapted from POLST.org. Reprinted with the organizations permission. 

https://POLST.org
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Appendix C 

Participant Demographics 

1. What is your current age?  
a. Under 30 years old 
b. 30-34 years old 
c. 35-39 years old 
d. 40-44 years old 
e. 45-49 years old 
f. 50-54 years old 
g. 55 and above 

2. What is your race? 
a. Caucasian 
b. African American 
c. Asian 
d. American Indian or Alaska Native 
e. Native Hawaiian or Pacific Islander 
f. Other race 

3. What is your highest educational degree obtained? 
a. Diploma degree 
b. Associate’s degree 
c. Bachelor’s degree 
d. Master’s degree 
e. Doctorate degree 

4. How long have you been working in your current role as a Registered Nurse or Advanced 
Practice Nurse? 

a. Less than 1 year 
b. 1 to 5 years 
c. 6-10 years 
d. 11-15 years 
e. 16-20 years 
f. Greater than 20 years 



 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
  

 
  

 
 

 
 

 
 

 
 

  
 
 
 
 
 

51 MOLST FORM COMPLETION 

Appendix D 

Semi-structured Interview Questionnaire 

1. Describe for me a situation where you have taken care of a patient who completed a 
MOLST form in the intensive care unit. 

2. Describe your feelings about having a goals of care discussion for patients admitted to the 
intensive care unit. 

3. Explain to me whose responsibility you feel it is to initiate ACP conversations and assist 
a patient to fill out a MOLST form. 

4. Describe any challenges or barriers you feel hinder the use of MOLST forms for 
providers. 

5. Describe for me any challenges or barriers you feel hinder patients from completing 
MOLST forms.  

6. Describe what you think motivates or encourages a patient to complete a MOLST form. 

7. Describe any appropriate settings to have discussions regarding MOLST form 
completion. 

8. Explain for me when you feel is the most appropriate time to begin ACP discussions with 
patients and to discuss MOLST form completion. 

9. Describe for me your level of comfort in caring for a patient with an active MOLST 
form.   

10. Explain to me if there is a difference in the level of comfort caring for a patient who has 
an active MOLST form compared to a patient who does not have an active MOLST form. 

11. Describe for me how the end of life care experience compares for patients with 
completed MOLST forms compared to those without a completed MOLST form.  

12. Is there anything about MOLST form completion for oncology patients in general that 
you feel is important for me to know that we did not discuss? 
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Appendix E 

Informed Verbal Consent Script 

Hello, my name is Andrea Darrall and I am an Adult-Gerontology Nurse Practitioner (AGNP) 
Doctor of Nursing Practice (DNP) candidate at the University at Buffalo. Thank you for your 
interest in participating in my DNP project entitled “Perceived Barriers to MOLST Form 
Completion among Acute and Critical Care Oncology Registered Nurses and Nurse 
Practitioners Working in Comprehensive Cancer Centers across the Nation”.  For this study, I 
serve as the principle investigator. Should you need to contact me in regards to this study my e-
mail is aedarral@buffalo.edu, or my phone number is 716-425-5205. 

Before we get started, one of the ethics requirements of research is that I obtain your informed 
consent to participate in this study. I am going to read a brief description of the study to you and 
after that, you can ask me any questions you may have.  Once all your questions are answered, 
and if you are still interested in participating in this study, I will ask for your verbal consent and 
we can start the interview.   

The purpose of this study is to explore barriers to the completion of MOLST forms as perceived 
by acute and critical care oncology registered nurses and nurse practitioners. Objectives for this 
DNP project are to utilize key findings resulting from this project to develop general 
recommendations that address identified MOLST completion; to promote MOLST completion 
rates among oncology patients; and to develop an educational in-service to disseminate project 
findings and reinforce MOLST completion recommendations for acute and critical care oncology 
registered nurses and nurse practitioners. This project has been granted approval from the 
University at Buffalo’s IRB.  

If you agree to participate, you will be asked 16 questions developed for this project to explore 
barriers to MOLST form completion as perceived by acute and critical care oncology registered 
nurses and nurse practitioners. Once the interview commences, the phone conversation will be 
audio recorded on a passcode protected device that only I will have access to. The interview is 
expected to take approximately one hour.  

Your participation in this study does not involve any physical or emotional risk to you beyond 
that of everyday life. While you are not likely to have any direct benefit from being in this 
research study, taking part in this study may help registered nurses and nurse practitioners better 
understand barriers to MOLST form completion with oncology patients. You may choose to not 
participate in this research study. Participation in this study will involve no cost to you. You will 
not be paid for participating in this study. 

Study records that can identify you will be kept confidential by de-identifying all participant 
personal information. All data and information collected for this study will be kept on a passcode 
protected laptop that only I will have access to. The audio file from the interview will be 
transcribed verbatim and de-identified. Once transcription process is completed, the audio file 
will be deleted. Data analysis will be conducted using de-identified transcripts and guided with 
the assistance of my DNP Project faculty Advisor, Dr. Loralee Sessanna, an expert in qualitative 

mailto:aedarral@buffalo.edu
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research methods, who is on faculty in the University at Buffalo, School of Nursing. The results 
of this research study may be published, but your name will not be used.  

Your participation in this research study is completely voluntary.  You can withdraw at any time. 
Choosing not to be in this study or to stop being in this study will not result in any penalty to 
you. Your choice to not be in this study will not negatively affect any rights to which you are 
otherwise entitled. 

If you have questions about your rights as a participant or concerns or complaints about the study 
and wish to speak with someone who is not directly associated with the study, you can contact 
the research participant advocate at the University at Buffalo at 716-888-4845 or 
researchadvocate@buffalo.edu. 

Do you have any questions at this time? 

If Yes- answer questions 
If No- Continue 

May we begin the interview? 

If Yes- continue 
If No- thank you for your time 

\ 

mailto:researchadvocate@buffalo.edu
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Appendix F 

ONS Virtual Community Discussion Board Thread 

Dear ONS Acute and Critical Care Virtual Community Members, 

Is anyone using MOLST or POLST forms in their acute or critical care oncology setting? 
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Appendix G 
ONS Community Recruitment E-mail 

Dear Potential Participant: 

Thank you for responding to my thread. I am an Adult-Gerontology Nurse Practitioner (AGNP) 
Doctor of Nursing Practice (DNP) student at the University at Buffalo located in Buffalo, New 
York. I am currently recruiting participants for my DNP project entitled Perceived Barriers to 
MOLST Form Completion among Acute and Critical Care Oncology Nurses and Nurse 
Practitioners Working in Comprehensive Cancer Centers across the Nation.  

The purpose of my DNP project is to explore barriers to the completion of MOLST forms as 
perceived by acute and critical care oncology registered nurses and nurse practitioners.  

As you are a member of the Oncology Nursing Society (ONS) and have enrolled in the Acute 
and Critical Care Virtual Community Discussion Board, I would like to invite you to participate 
in this study. For this study, I am looking to recruit registered nurses and nurse practitioners who 
work in acute and Intensive Care Units (ICUs) in NCI designated Comprehensive Cancer 
Centers. This study consists of a one-time phone interview with me, the principal investigator, to 
be scheduled at your earliest convenience before 11/2019.  

The interview will take approximately 60 minutes of your time to complete. Your participation is 
voluntary but important to the success of this study.  

The responses you provide will be confidential. The results of this study will be reported in the 
form of a final DNP project defense and utilized to create an educational in-service for registered 
nurses and nurse practitioners who work in acute units and ICUs in NCI designated 
Comprehensive Cancer Centers.  

If you are interested in participating in this project, please email me the best time to contact you 
to answer any questions about the project and to set up the telephone interview session day and 
time at aedarral@buffalo.edu. 

Regards, 

Andrea Darrall 

mailto:aedarral@buffalo.edu
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Appendix H 
Thematic Map 
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Appendix I 

General In-Service Recommendations to Promote MOLST Form Completion among Oncology 
Patients 

 Introduction to the MOLST form for an oncology patient should happen early on in care 
when establishing with an Oncologist. 

 Critical care teams and oncology teams need to collaborate with one another regarding 
their patient’s EOLC wishes and MOLST form completion to avoid providing conflicting 
and confusing information to patients and their family members. 

 Time should be specifically allotted to patients and/or their families to adequately discuss 
the purpose of a MOLST form, to review and ask questions about the MOLST form, and 
to explain unknown terminology used on the form itself to patients and their family 
members. 

 Providers should identify early on any MOLST form misconceptions and address any 
fears that among patients and/or their family members.    

 The patient’s family members and/or key decision makers should be included in MOLST 
form conversations, goals of care conversations, and advanced care planning 
conversations. 

 To promote patient MOLST form completion and to decrease fear surrounding the 
MOLST form itself, routine MOLST form conversations should take place at follow-up 
clinic visits. 

 Patient MOLST forms should be readdressed with every hospital and/or ICU admission. 

 To facilitate informed decision making, providers should foster improved 
interdisciplinary team dynamics by participating in meetings together to ensure that they 
are able to communicate uniform medical and MOLST information to patients and/or 
their family members.  
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Appendix J 

STUDY EXEMPTION 

October 12, 2019 
Dear ANDREA DARRALL, 

On 10/12/2019, the University at Buffalo IRB reviewed the following submission: 

Type of Review: Initial Study 

Title of Study: Perceived Barriers to MOLST Form Completion 
among Acute and Critical Care Oncology Registered 
Nurses and Nurse Practitioners Working in 
Comprehensive Cancer Centers across the Nation 

Investigator: ANDREA DARRALL 

IRB ID: STUDY00003823 

Funding: None 

Grant ID: None 

IND, IDE, or HDE: None 

Documents Reviewed: • DarrallDNPStudyProposal.docx, Category: IRB 
Protocol; 

• STUDY00003823_ONS Recruitment E-mail.pdf, 
Category: Recruitment Materials; 

• STUDY00003823_HRP-503 Template.docx, 
Category: IRB Protocol; 

• STUDY00003823_Informed Verbal Consent 
Script.pdf, Category: Consent Form; 

• Scientific review form.pdf, Category: Other; 

• STUDY00003823_Interview Questions.docx, 
Category: Surveys/Questionnaires; 
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The University at Buffalo Institutional Review Board has considered the submission for the 
project referenced above on 10/12/2019 and determined it to be Exempt. 

In conducting this study, you are required to follow the requirements listed in the Investigator 
Manual (HRP-103), which can be found by navigating to the IRB Library within the Click 
system. 

UBIRB exemption is given with the understanding that the most recently approved procedures 
will be followed and the most recently approved consenting documents will be used.  If 
modifications are needed that may change the exemption determination, please contact the UB 
IRB Office. Also, see the Worksheet:  Exempt Determination (HRP-312) for information on 
exemption criteria and categories. 

As principal investigator for this study involving human participants, you have responsibilities to 
the SUNY University at Buffalo IRB (UBIRB) as follows: 

1. Ensuring that no subjects are enrolled prior to the IRB approval date. 

2. Ensuring that the UBIRB is notified of: 
 All Reportable Information in accordance with the Reportable New Information 

Smart Form. 
 Project closure/completion by submitting a Continuing 

Review/Modification/Study Closure Smart Form in Click. 

3. Ensuring that the protocol is followed as approved by UBIRB unless minor changes that 
do not impact the exempt determination are made. 

4. Ensuring that the study is conducted in compliance with all UBIRB decisions, conditions, 
and requirements. 

5. Bearing responsibility for all actions of the staff and sub-investigators with regard to the 
protocol. 

6. Bearing responsibility for securing any other required approvals before research begins. 

If you have any questions, please contact the UBIRB at 716-888-4888 or ub-irb@buffalo.edu. 
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Capstone Question 
What are the perceived barriers to MOLST completion among 
acute and critical care oncology nurses working in national 
comprehensive cancer centers? 

3 

Purpose of Capstone 
• To increase understanding of MOLST form completion 

barriers among acute and critical care oncology RNs and 
NPs 

• To promote MOLST form completion rates among cancer 
patients. 

4 

Completion among Acute and 
Critical Care Oncology Nurses and 

Nurse Practitioners Working in 
Comprehensive Cancer Centers 

across the Nation 
Presented by Andrea Darrall 

University at Buffalo 
Fall 2019 

DNP Essentials 
• DNP Essentials integrated into project: 

• I - Scientific Underpinnings for Practice 
• II- Organizational and Systems Leadership for Quality Improvement and 

Systems Thinking 
• III- Clinical Scholarship and Analytical Methods for Evidence-Based Practice 
• VI -Interprofessional Collaboration for Improving Patient and Population 

Outcomes 
• VII -Clinical Prevention and Population Health for Improving the Nation's

Health 
• VIII- Advanced Nursing Practice 
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Specific Objectives 
1) To conduct individual interviews with oncology acute and 

critical care RNs and NPs working in national 
comprehensive cancer centers to understand perceived 
patient MOLST form completion barriers 

2) Utilize findings to develop an educational in-service outline 
for RNs and NPs with recommendations on how to promote 
patient MOLST form completion. 

5 

What is a MOLST Form? 
• Medical Orders for Life Sustaining Treatment. 

• A legal document utilized to convey patient’s wishes concerning end of life care. 

• It is meant to be completed by patients with a serious health condition or a life 

expectancy of less than a year. 

• Contains a legal set medical of orders related to: 

• cardiopulmonary resuscitation, intubation, artificial nutrition, 
artificial hydration, hospitalization, and other medical end of life 
care orders 

• Completed  and considered valid when signed by a physician or a nurse 

practitioner. 

6 

Background & Significance 
• 1960s and 1970s the U.S. Supreme Court 

• Established precedent that patients had the right to refuse and 
withdraw unwanted life sustaining treatments. 

• Created advanced directives. 

• 1990 the Patient Self-Determination Act 

• Providers incentivized to engage patient’s in advanced care planning 
and complete of advanced directives. 

• 2018 Senate Bill 1869A 

• Allows nurse practitioners to sign and validate MOLST forms in NYS. 

7 

Background & Significance 
• Advanced directives are legal forms that are completed to guide future medical 

decisions for an individual should they not be able to make their own decisions. 

• Types of advanced directives include: 

• Health Care Proxy 
• Living Will 
• Physician Orders for Life Sustaining Treatment (POLST) 
• Medical Orders for Life Sustaining Treatment (MOLST) 
• Do Not Resuscitate (DNR) 
• Do Not Intubate (DNI) 

8 
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9 

Background & Significance Background & Significance 
Benefits of advance care planning: 

• Ensure patient receives end of life care they desire. 
• Reduces family decisional burden. 
• Utilizes informed decision making. 
• Places emphasis on patient’s goals, values, beliefs, and 

treatment preferences. 
• Decreases moral distress among health care providers. 
• Improved communication between patient, family, and providers. 
• Increased satisfaction with quality of life at end of life. 

10 

Background & Significance 
• Historically, low advance care planning rates exist in the oncology patient population. 

• MOLST forms convey end of life care wishes for patients. 

• MOLST forms serve to facilitate goals-of-care discussions. 

• Further education of providers necessary to increase MOLST form completion. 

11 

Theoretical Framework 
Ruland’s End of Life Theory: 

• A mid-range theory. 
• Integrates two general system theories, Donabedian’s model and Brandt’s Preference 

theory. 
• Prioritizes creating peaceful and meaningful time for patients and their significant others 

at the end of life. 
• Improves shared decision making. 
• Develops standardization for end of life care. 

12 
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13 

Literature Review 
• Extensive literature review conducted to explore barriers to advance care planning and MOLST form completion 

among oncology patients. 

• Keywords search included: 

• MOLST 
• Advance care planning 
• Advance directives 
• End of life 
• End of life care 
• Oncology patients 
• Cancer patients 

• Databases included: CINAHL Plus with full text, PubMed, Medline, and Web of Science. 

• Search limited from 2014 to 2019. 

15 

Justification of Theoretical Framework 
• MOLST forms support patient centered care in order to facilitate a patient’s end of life preferences. 

• Both MOLST forms and Ruland’s theory: 

• Place emphasis on shared decision making. 
• Aim to integrate dignity and respect into end of life care. 

• MOLST form complements theoretical underpinnings of Ruland’s theory. 

14 

Literature Review Findings 
IOM 

• “Dying in America: Improving Quality and Honoring Individual Preferences Near 
the End of Life” 

Advance Care Planning 

• A process in which patients, in conjunction with their health care providers, family 
members, and significant others, discuss and document the patient’s future health 
care and end-of-life care needs and preferences. 

Types of Advance Directives 

• Health care proxies, Living wills, POLST, and MOLST forms 

16 
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Literature Review Findings 
POLST Paradigm 

• Increasingly widespread approach to initiate EOL planning discussions that result in 
active medical orders once signed by a provider. 

MOLST Forms 

• A document that contains a set of medical orders that clearly define the acute life 
sustaining care patients would or would not like to receive. 

Perceptions of Advance Care Planning 

• In spite of a general positive perception among providers and patients toward MOLST
forms, uncertainty about the interpretation of ADs still exists and forms have been found 
to be inconsistently filled out. 

17 

Literature Review Findings 

The Oncology Care Model 

• Initiated by CMS to address low rates of advance care planning and documentation. 
• Mandates that advance care planning be a part of early care for individuals 

diagnosed with cancer. 

Good Death Quality Metrics 

• Metrics include being enrolled in hospice for more than seven days before death, not 
dying in an ICU, no chemotherapy administered within last two weeks of life, and/or 
no CPR or mechanical ventilation within last 30 days of life. 

18 

Project Design 
• Qualitative descriptive (exploratory) and essentialist approach. 

• Demographic questionnaire and qualitative semi-structured interview questions. 

• Results utilized to create general in-service recommendations to promote MOLST form completion among 

oncology patients. 

19 

Ethical Considerations 

• Approval granted by University at Buffalo’s Institutional Review Board. 

• Ethical concerns related to: 

• Protection of human rights. 
• Risk of data breach. 
• Limiting risk to participants. 

• Electronic data protected on the DNP Project Student’s passcode protected laptop. 

• De-identified transcripts kept in lockbox that only DNP student had access to. 

20 

5 



    

  

   

 

 

 

    

  

   

 

 
 

 

 

 

 
 

 

     

 

 

 

 

 

 

       

 

  

     

    
 

 

 

 

 

‘- ‘-

‘- ‘-

12/10/2019 

Project Method 
• One time interviews that took place over Zoom or Skype. 

• All interviews were audio recorded, transcribed verbatim and de-identified, and read and re-read while 

listening to the audio recordings to ensure transcription accuracy. Audio recordings were destroyed 

once transcription accuracy was established. 

• Braun and Clarke’s (2006; 2013) reflexive thematic analysis utilized. 

21 

Study Sample 
Inclusion Criteria 

• Greater than or equal to 18 years old. 
• Registered Nurse or Nurse Practitioner. 
• Works in NCI designated 

Comprehensive Cancer Center. 
• Work in acute or critical care units. 
• Greater than or equal to one year of 

experience. 
• Works in state that utilizes 

MOLST/POLST forms. 
• Speak fluent English. 

Exclusion Criteria 

• Less than 18 years old. 
• Not a Registered Nurse or Nurse 

Practitioner. 
• Not working in a NCI designated 

Comprehensive Cancer Center. 
• Does not work in acute or critical 

care units. 
• Less than one year of experience. 
• Resides in a state that does not 

utilize MOLST/POLST forms. 

23 

Recruitment Strategy 
• Non-probabilistic, purposive sampling. 

• Recruitment included: 

• Oncology Nursing Society™ members who are apart of Acute and Critical Care 
virtual community. 

• Professional network of qualified candidates. 

• Seven interviews completed. 

• Sample size determined by point of data saturation. 

22 

Demographic Questions 
1. What is your current age? 3. What is your highest educational degree obtained? 

a) Under 30 years old a) Diploma degree 

b) 30-34 years old b) Associate’s degree 

c) 35-39 years old c) Bachelor’s degree 

d) 40-44 years old d) Master’s degree 

e) 45-49 years old e) Doctorate degree 

f) 50-54 years old 

g) 55 and above 

4. How long have you been working in your current role 
as a Registered Nurse or Advanced Practice Nurse? 

2. What is your race? 

a) Caucasian a) Less than 1 year 
b) African American b) 1 to 5 years 
c) Asian c) 6-10 years 
d) American Indian or Alaska Native d) 11-15 years 
e) Native Hawaiian or Pacific Islander e) 16-20 years 
f) Other race f) Greater than 20 years 

24 
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Semi-Structure Interview Questionnaire 
1. Describe for me a situation where you have taken care of a patient who completed a MOLST form in the intensive care unit. 

2. Describe your feelings about having a goals of care discussion for patients admitted to the intensive care unit 

3. Explain to me whose responsibility you feel it is to initiate ACP conversations and assist a patient to fill out a MOLST form. 

4. Describe any challenges or barriers you feel hinder the use of MOLST forms for providers. 

5. Describe for me any challenges or barriers you feel hinder patients from completing MOLST forms. 

6. Describe what you think motivates or encourages a patient to complete a MOLST form. 

7. Describe any appropriate settings to have discussions regarding MOLST form completion. 

8. Explain for me when you feel is the most appropriate time to begin ACP discussions with patients and to discuss MOLST form completion. 

9. Describe for me your level of comfort in caring for a patient with an active MOLST form. 

10. Explain to me if there is a difference in the level of comfort caring for a patient who has an active MOLST form compared to a patient who does not 
have an active MOLST form. 

11. Describe for me how the end of life care experience compares for patients with completed MOLST forms compared to those without a completed 
MOLST form. 

12. Is there anything about MOLST form completion for oncology patients in general that you feel is important for me to know that we did not discuss? 

25 

Participant Demographics 
Participan 1 2 3 4 5 6 7 

Age (years) 

Under 30 
55 and 
above Under 30 30 to 34 40 to 44 35 to 39 Under 30 

Race 
Caucasian Caucasian Caucasian Caucasian Caucasian Caucasian Caucasian 

Educat on 
Bachelor's Master's Bachelor's Bachelor's Master's Master's Bachelor's 

Dura on in Role 
years) 

1 to 5 1 to 5 1 to 5 6 to 10 16 to 20 1 to 5 6 to 10 

State 

Oregon New York New York Minnesota Massachusetts Maryland Oregon 

Gende 
Male Female Female Female Female Female Male 

Role 
RN NP RN RN NP NP RN 27 

Data Analysis 
Braun and Clarke’s six phase reflexive thematic analysis method. 

• Process of identifying shared patterned meanings found across a dataset. 
• Process of reflexivity integrated. 

Six phases included: 

• Familiarizing yourself with the data. 
• Generating initial codes. 
• Searching for themes. 
• Reviewing themes. 
• Defining and naming themes. 
• Producing the report. 

26 

Key Findings 
Central Organizing Concept: 

• Knowledge Gives Them Power 

Key Themes: 

• Being an Advocate for my Patient 
• Timing and Situation are Everything 
• MOLST Form Patient and Family Fears 
• Patient, Family, and Provider MOLST Form Educational Needs 

28 
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Central Organizing Concept 
Knowledge Give Them Power 

• “I think the knowledge gives them the power to fill the form out. Along with 
support from their loved ones and providers. Sometimes they need the 
confidence that comes along with external validation that whatever they are 
doing or deciding is okay with those who matter” - Participant 5. 

• “By design, we have the conversations early and as a result we know early 
on if you want everything or limited or comfort measures. Knowing makes it 
easier, so I like that we have to have these conversations early on. 
Knowledge is power, so we just need to make sure that we're very clear with 
our patients what their philosophy is so we can give them the power” – 
Participant 6. 

29 

Key theme 1: Being an advocate for my patient. 

• Completed MOLST improves ability to advocate 

• Comfortable having end of life conversations 

• Professional responsibility 

• Consider quality of life in decision 

• Encourage patient autonomy 

• Not knowing causes uneasiness 

30 

Key Theme 1 Supporting Quote 
• “If you're unsure in a situation that is acute and a patient is in distress and you need to act fast and 

make decisions on whether to intubate and ventilate or to perform CPR without a MOLST in place 

you have to do everything. You're only choice really is to do the all measures. And then in those 

situations you’re unsure without the MOLST form or the goals of care discussion you feel you have 

no knowledge. You question that you may be doing something the patient didn’t really want and that 

is not a good feeling. “ – Participant 2 . 

31 

Key Theme 2: Timing and Situation are Everything 

• Early on 

• Routine follow up 

• Acute changes 

• Not in a crisis 

• Admission to hospital/ICU 

• Not having capacity to make decision 

• Allow time to process and space to think 

32 
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Key Theme 2 Supporting Quote 
• “The first time you hear MOLST form terms shouldn’t be in an ICU, it should be brought up 

early on and routinely revisited with your oncologist whether that’s in clinic or on every 

inpatient admission. I think it doesn’t need to be a lengthy discussion but at least someone 

needs to dip their toes in the conversation just so your kind of have an idea going forward 

what the patient’s mindset is... So many patients are admitted and need aggressive 

interventions immediately, and sometimes they get intubated before they come to the unit or 

are unresponsive on admission. It just isn’t possible to "have a goals of care conversation 

with a patient at that time.” – Participant 3. 

33 

Key theme 3: MOLST form patient and family fears. 

Patient 

• The thought of being left to die 

• Misconception 

• Letting people down 

• Avoidance 

Family 

• Their loved one would be left to die 

• Unacceptance of patient’s impending death 

• Divided making decisions 

34 

Key Theme 3 Supporting Quote 
• “I think they just thought that when she signed the DNR DNI that medically we were just going to leave her and 

no longer treat her” – Participant 1. 

Key Theme 4: Patient, Family, and Provider MOLST 
Form Educational Needs 

Patient/Family 

• Purpose of MOLST form 

• MOLST form terminology 

Provider 

• Interdisciplinary roles regarding goals of care discussions 

3635 
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Key Theme 4 Supporting Quote 
• “It requires a lot of explanation about the MOLST form, and how it simply put, is a means to direct providers 

on what to do if a patient is at a point in time where they require life-saving measures. It's not stop care it’s to 

give patients control when they may not otherwise have it.” –Participant 2. 

37 38 

Thematic Map 

Strengths & Limitations 
Strengths: 

• Participants from different states. 
• Qualitative approach to discover participant 

perspectives. 

Limitations: 

• Limited sample size. 
• Data analysis subjective in nature. 
• Findings not generalizable. 

39 

General In-Service Recommendations to Promote 
MOLST Form Completion among Oncology Patients 

• Introduction to the MOLST form for an oncology patient should happen early on in care when establishing with an 

Oncologist. 

• Critical care teams and oncology teams need to collaborate with one another regarding their patient’s EOLC 

wishes and MOLST form completion to avoid providing conflicting and confusing information to patients and their 

family members. 

• Time should be specifically allotted to patients and/or their families to adequately discuss the purpose of a MOLST 

form, to review and ask questions about the MOLST form, and to explain unknown terminology used on the form 

itself to patients and their family members. 

• Providers should identify early on any MOLST form misconceptions and address any fears that among patients 

and/or their family members. 

40 
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General In-Service Recommendations to Promote 
MOLST Form Completion among Oncology Patients 
• The patient’s family members and/or key decision makers should be included in MOLST form 

conversations, goals of care conversations, and advanced care planning conversations. 

• To promote patient MOLST form completion and to decrease fear surrounding the MOLST form itself, 

routine MOLST form conversations should take place at follow-up clinic visits. 

• Patient MOLST forms should be readdressed with every hospital and/or ICU admission. 

• To facilitate informed decision making, providers should foster improved interdisciplinary team dynamics by 

participating in meetings together to ensure that they are able to communicate uniform medical and 

MOLST information to patients and/or their family members. 

41 
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Implications and Recommendations 
Future research should address: 

• Whether or not MOLST forms use an appropriate healthcare literacy level for 
layperson comprehension. 

• Explore methods to improve interdisciplinary dynamics in the oncology ICU setting 
regarding goals of care discussions. 

• Evaluate optimal timing and situation for MOLST form completion and advanced care 
planning. 

Thank You! Are there any questions about my project? 
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