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Documenting Advance Care Planning and Goals of Care in CST Cerner:
A Step-by-Step Guide and Case Example

The purpose of this document is to provide support for health care professionals and most responsible practitioners (MRPs) in
Advance Care Planning (ACP) and Goals of Care (GOC) conversations and documentation. Pages 1-4 of this document
contain essential information related to documenting ACP and GOC in CST Cerner. The remainder of the documentincludes a
case example and screenshots.

e ACP, GOC, and Substitute Decision Makers (SDM) should be documented in CST Cerner using the following PowerForms:
o Advance Care Planning
o Goals of Care
o Temporary Substitute Decision Maker and Substitute Decision Maker (TSDM and SDM)
o Oncology Non-Curative Intent

e Scanned documents can be tagged with ACP Note Types.

e (Code status should be documented in CST Cerner when medically indicated. Note that Code Status may be referred to as
Medical Orders for Scope of Treatment (MOST), or at BC Cancer specifically, Goals of Care Orders. Note distinction
between Goals of Care orders (i.e., code status order) and GOC conversation.

o Go to page 3 for more information on entering and viewing code status.

Documenting using these tools ensures all ACP and GOC information appears in the ACP and GOC section of CST Cerner.

If the patient had previous encounters with documented ACP and GOC in place, the information will be pulled forward into the
applicable fields within the ACP and GOC section of CST Cerner and is viewable across encounters. All previous ACP and
GOC information including code status history is also viewable from the Results Review tab.

Go to page 8 to see screenshots.

Contact acp@phsa.ca with any questions about the information in this document.


https://cstcernerhelp.healthcarebc.ca/Patient_Chart/Results/Results_Review_(Non-Providers).htm
mailto:acp@phsa.ca

How to use the PowerForms:

ACP PowerForm

Goals of Care PowerForm

Substitute Decision Maker
(TSDM/SDM) PowerForm

Oncology Non-Curative Intent
PowerForm

Discussions/documents prior to
this encounter or updates to ACP
documents on this encounter:

e advance care plans
(formal or informal
discussions/records of
health wishes)

e advance directives

e representation
agreements

e palliative care benefits

e existing provincial No

Discussions (during this
encounter) regarding:

o llness
understanding,
goals/values, fears,
trade-offs,
preferences

e code status/medical
orders for scope of
treatment
conversations

e prognosis shared by

Information about substitute
decision makers for a patient,
which can be:

e under authority of a
representation
agreement,

e courtappointed
committee of person,

e ortemporary
appointment under
section 16 of the Health
Care (Consent) and

Indicates when a patient is
undergoing treatment with non-
curative intent, to help inform
goals of care conversations,
including:
e prognosis
e the surprise question,
“would you be surprised
if this patient died within
the next year?”

CPR form team (time-based, Facility (Admission) Act.
functional, level of
dependency)
Note Types:

External documents can be scanned into CST Cerner using the
ACP note types. Doing so ensures these scanned documents

appear in the ACP and Goals of Care section in CST Cerner. The °
representation agreement and advance directive note types will °
allow the system to push these documents to CareConnect for °

shared understanding across care settings.

ACP Note Types:

e Advance Directive

Medical Order for Scope of Treatment
No CPR - BC Emergency Health Services
Representation Agreement (section 7)

e Representation Agreement (section 9)
e Advance Care Planning

When sending documents to Health Information Management
(HIM) to be scanned, indicate the appropriate note type from the

list.




Code Status/ Medical Orders for Scope of Treatment /Goals of Care Orders

At BC Cancer, the terms “Code Status”, “Medical Orders for Scope of Treatment” (MOST), and “Goals of Care Order” are
interchangeable. “Code status” is technically the MOST or Goals of Care Order designation that is entered in CST Cerner. The term
“Code Status” is used in this document for simplicity and alignment with language used in CST Cerner.

There are ongoing challenges with entering and viewing up-to-date code status orders in CST Cerner at BC Cancer. As of August 2026,
the appropriate procedure for code status and MOST form documentation is currently under review by BC Cancer, PHSA, and Clinical
Informatics and will be updated as soon as possible.

Entering Code Status: Viewing Code Status:
When entering a code status order, ensureitison a As of August 2026, full instructions for entering code status properly in
recurring encounter. Code status is discontinued when  |ight of ongoing challenges with CST Cerner are under review by BC Cancer

an encounter is discharged.

Clinical informatics and will be available on their SharePoint page.

BC Cancer specific information on updating and entering  You can view code status in the Banner Bar or using Results Review.
new code status orders on CST Cerner can be found on
the BC Cancer CST Cerner SharePoint site. BC Cancer specific information on viewing code status orders on CST

Cerner can be found on the BC Cancer CST Cerner SharePoint site.

Important information about code status:

Code status is a medical order signed by the MRP. Ideally, a code status order is accompanied by a regional health authority MOST or
provincial No CPR form. A MOST is not a patient consent form.

Code status is not required for all patients. It is recommended for people living with advanced medicalillness.

Complete code status after ACP and GOC conversations with patients and/or those who matter to them.

All members of the health care team can contribute to a code status designation by engaging in ACP conversations and documenting
conversation outcomes using the applicable PowerForms.

MRPs select a code status designation based on their clinical judgment of the client’s current health status.

DNACPR (Do Not Attempt Cardiopulmonary Resuscitation) designations do not mean airway issues are not treated. If a clientis
choking, a health care professional is expected to attempt to clear the airway. If obstruction escalates to a cardiac arrest, the DNACPR
order applies.


https://healthbc.sharepoint.com/sites/BCCancerCSTCernerSustainmentResourcesPHSA/SitePages/Home.aspx
https://cstcernerhelp.healthcarebc.ca/Patient_Chart/Results/Results_Review_(Non-Providers).htm
https://healthbc.sharepoint.com/sites/BCCancerCSTCernerSustainmentResourcesPHSA/SitePages/Home.aspx

Case Example

Background

Alice Tran is a 64-year-old woman with advanced breast cancer and is receiving palliative chemotherapy at BC Cancer -
Vancouver. Outside of her oncology care, she also receives treatment for diabetes through a clinic at Vancouver General
Hospital.

Both BC Cancer and Vancouver Coastal Health (VCH) sites use the CST Cerner electronic health record. Since Alice accesses
care in VCH, this means her medical information, including oncology reports and hospital visits, are recorded in one shared
digital environment that clinicians at both organizations can access to support care decisions.

At BC Cancer - Vancouver

During an oncology follow-up appointment, Alice reports worsening fatigue, occasional breathlessness, and new concerns
about her health that affect her ability to care for her grandchildren, which she does twice a week.

The oncology nurse looks at the Advance Care Planning (ACP) and Goals of Care section of Alice's chart and can see that she
has had previous conversations with her medical oncologist about ACP and her Goals of Care. However, there is no
documentation indicating a designated substitute decision maker and she does not see evidence of a conversation about
resuscitation (i.e., code status).

The nurse asks Alice about her substitute decision maker (SDM) and learns that she has a section 7 representation agreement
naming her daughter as her representative. In their handover, the nurse mentions to the medical oncologist that Alice has not
had a conversation about her wishes related to code status.

The oncologist continues the conversation with Alice about goals of care and code status and they agree on a designated
code status level that aligns with her wishes and condition. The oncologist completes a enters the code status order on CST



Cerner. She also completes the Provincial No CPR form. Alice’s code status is viewable in the banner bar at the top of the
screen and is also viewable in Results Review. Alice gets a copy of her No CPR form to take home and is told to bring it with
her if she goes to the hospital.

The nurse and oncologist use the Goals of Care PowerForm and the Advance Care Planning PowerForm within CST Cerner
to document the detailed conversation, including the conversation about code status. The Temporary Substitute Decision
Maker/Substitute Decision Maker PowerForm can also be used to document TSDM/SDM information. The oncologist uses
the Oncology Non-Curative Intent PowerForm to indicate her prognosis and treatment status. They can also scan in any
documents using certain note types in CST Cerner. Anything documented using the PowerForms or ACP and Goals of Care
note types will show up in the ACP and Goals of Care section of CST Cerner.

The ACP PowerForm includes:
e Documentation about the section seven representation agreement naming her chosen SDM

The Goals of Care PowerForm includes:
e Alice’s understanding of her illness and prognosis
e Hervalues (e.g., wanting to continue caring for her grandchildren)
e Details about the conversation they had about code status

e Documentation about conversations that have included Alice’s family members and their understanding of her wishes

The TDSM/SDM PowerForm includes:
e Alice’s daughter’s name and contact information

Oncology Non-Curative Intent PowerForm includes:
e Alice’s prognosis
e Additionalinformation about Alice’s palliative therapy that may help inform care providers in other settings about her
goals of care



Scanned documents:
e Representation agreement (pushes to CareConnect)
e (Code status documentation (MOST form/BC Cancer Goals of Care Order/Provincial No CPR form) (does not push to
CareConnect at this time)

The oncologist has also updated the code status order section of the CST Cerner chart as appropriate. Because the
PowerForm fields and note types feed into Alice’s chart in CST Cerner, the information is immediately visible to all authorized
care providers across BC Cancer, VCH, and other relevant CST Cerner sites.

Unscheduled Emergency Department Visit at VGH

A week later, Alice goes to the Vancouver General Hospital Emergency Department (ED) with shortness of breath and chest
pain. It is determined that Alice has a pulmonary embolism.

When triage and ED physicians open Alice’s record in the CST Cerner system, they open the ACP and Goals of Care section
and see:

e Herrecentoncology notes and chemotherapy regimen

e The ACP and Goals of Care, and Non-Curative Intent PowerForms completed at BC Cancer

e Her SDM (including a representation agreement) and code status documentation

As this documentation was properly completed using the PowerForms and Note Types, the ED team doesn’t have to hunt
through narrative text, call BC Cancer to clarify Alice’s wishes, or ask Alice to repeat all of this information again. The care
team asks Alice if they can contact her daughter to come to the hospital, and is able to adjust clinical decisions based on
Alice’s expressed goals, such as avoiding overly aggressive interventions that conflict with her priorities.

Family Physician Follow-up

Alice has a family physician who she sees regularly to help manage her symptoms and other health concerns. Her family
physician knows her well, but they have not had a conversation about ACP up to this point. Her physician is aware of Alice’s



recent hospitalization and can see information about Alice’s representation agreement on CareConnect, but no other details
related to ACP. She plans to initiate a follow-up ACP conversation with Alice, asking her to bring a copy of her ACP information

to her next appointment.

Conclusion

Proper documentation is foundational to ensuring that interdisciplinary teams working in different clinical contexts can see,

trust, and act on the same patient information in pursuit of better outcomes.



Screenshots

Results Review: View ACP, GOC and code status history
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Advance Care Planning View

Code Status - Adult
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16-Mar-2026 04:52 PDT

19-Jan-2026 21:21 PST

Advance Care Plan Information
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16-Mar-2026 10:35 PDT
12-Mar-2026 11:39 PDT
20-Jan-2026 01:54 PST

02-Oct-2025 11:11 PDT
17-Sep-2025 09:54 PDT

Advance Care Planning Documentation

Code Status Type Perioperative Status

4-No CPR, Critical Care, ...
4-No CPR, Critical Care, ...
4-No CPR, Critical Care, ...
Advance Care Plan

Yes

Unable to answer at this ...

Yes
No
Yes
Yes
Medical Orders for Scop...

Attempt CPR, Full Code
Attempt CPR, Full Code
Attempt CPR, Full Code
Advance Care Plan Type

Section 7 Standard Repr..
Section 7 Standard Repr...
Section 7 Standard Repr...
Section 7 Standard Repr..
Section 7 Standard Repr...

\
During Chemotherapy S...
Attempt CPR, Full Code
Attempt CPR, Full Code
Attempt CPR, Full Code

Advance Care Plan Locat.. Reason Advance Care Pl.. Advance Care Plan Addit... Palliative Care Benefits

. Unable to obtain copy

Unable to obtain copy
Unable to obtain copy

. Unable to obtain copy

Unable to obtain copy

Copy left at home, wife ...
Copy left at home, wife ...
Copy left at home, wife ...
Copy left at home, wife ...
Copy left at home, wife ...

No

4 1 minutes ago
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ACP Documentation: ACP Powerform | Provincial Health

T ' Services Authori
TN vy
vEadO SA e s @B
*Peformed on: | 11.5ep-2024 :t 1513 s POT By: Kilgour, Heather, RN
Advance Care Planning B *The ACP Details box allows
Advanca carepisn [0V e L ] very few characters —
(o] answer D - .
e e e e recommend documenting
Planning :rwmmmmd\usodwo«ov & .
- details in GOC Powerform
el < R T [
] Section 3 Erhanced Regresentotion Agreement
] Advance Drective
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Exploratory
Conversations: Goals
of Care Powerform

vEO KA s @@

*Performed on:

11-5ep-2024 | 15l|w| 1505 5] POT

By: Kilgows, Heather, RN

Goals of Care Discussion

Goals of Care Discussion Date and Time:

The Patient’s Ability to Participate in
Goals of Care:

Details of Inability to Participate in
Discussion:

Dedision Maker Involved in
Development of Goals of Care:

Goalks of Care Discussion Details:

Inchode:

* Patient and family awareness of current
stuation or condrion and Prognoss.

* Patient values, wishes or hopes.
* Patient’s fears or things they wish to avoid.
* If patient is unable to particpate n

discussion, confrm with Substtute Decsion
Maker that they are representng the patient’s

* Patient priorties o trades-offs for chance of
extended ¥e

Apphicable Paative Care Identifiers
(Check all that apply):

Version 2 Fab. 27, 2089

= &l =

[ sthe o express goois of cave ot thes e
© 13 NOT curently sble %o express gosts of cave (reek SOM]

Name of Decision
Maker Involved:

Calibei Ve @ rhw@ BUZS EES

Engaged in an exploratory conversation with patient using the ACP Conversation Guide:
Understanding What Matters Most. Patient states his family is what matters most to him,
identifying his wife, Sarah, and his two daughters, Iris and Sylvie. He worries about being a
burden to them as he navigates cancer care. Patient reassured that his healthcare team is
here to support both him and his family, and that we will check in with him regularly
regarding feeling like a burden. Patient states he wants to do everything he can to be healthy
for his family, including receiving cancer treatment, eating a balanced diet, and remaining
active.

Patient identified his wife Sarah as his SOM. Encouraged patient to discuss his wishes with
Sarah and provided patient the Conversation Starters handout.

Patient advises we will have ongoing conversations related to what matters most to him, his
wishes and fears.

(] Advance Cors PlarvLiving Wil/Gosk of Care Documentation
(] Fiady Scale

[] Disgnostic Criesa (SPICT)

(] Supsse Queston

In Progress
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ACP Documentation: SDM ] Provincial Health

L i 1
¥ § Services Authority

L A Ambulatory Summary

Ambulstory Summary
l MR AR /A’ x -00Q
> ONC/HEM/BMT Workfiow

Summary X Handoff Tool Quick Orders X Amb Workflow X + Mo 9 =.

¥ Patient Information
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Oncology Non-Curative Intent

9-Mar 2021 S v o8 o PST By: TestCST, OncologstHematologist-Physician] ON,

ir dult Oncology/Heme Oncology Non-Curative Intent

Non-Curative Intent  C [0 (o™ ]

Prognosis © Yom: © Merthe J

Would You Be Surprised | ' o |

1f This Patient Died In

The Rext Year?

Other Relevant Segoe Ul vy v @ rR@BU/S EEZX
Information




Code Status

Enter or update code status in the Patient Care section on the Quick Order page:

- —
| wﬁ —i Al

» Patient Disposition

4 Code Status

Code Status Attempt CPR, Full Code

Code Status 1-no CPR, Supportive Care, No Intubation
Code Status 2-No CPR, Therapeutic Care,No Intubation
Code Status 3-No CPR, Acute Transfer, No Intubation
Code Status 4-No CPR, Critical Care, No Intubation
Code Status 5-No CPR, Critical Care, May Intubate

» General Communication

» Activity

» Diets

» Lines/Tubes/Drains

» Wound Care

Once a code status order has been placed, it will show on the Banner Bar:

HOSPITAL, APPLE st [ Recent v
HOSPITAL, APPLE DOB:15-Mar-1980 MRN:740024492 Code Status:2-No CPR, Therapeutic Care,No Intuba..Process:Falls Risk Location:VGH T6B; T6BL; 02

Age:43 years Enc:7400000075005 Disease: Enc Type:npatient; Active
Allergies: penicillin, Dust GenderFemale PHN: 9873641236 Dosing Wt: 58 kg (23-JUN-2023) Isolation: Attending:Test, Alex

Hover your mouse over the Code Status message to display additional details as shown in the screenshot below.

Code Status:2-No CPR, Therapeutic Care,No Irtuba...Process:Falls Risk

Code Status:2-No CPR, Therapeutic
Care,No Intubation

07-Jul-2023 15:18 PDT, Perioperative
status: Attempt CPR, Full Code, During
chemotherapy: Attempt CPR, Full Code

psing Wt: 58 kg (23-JUN-2023)
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The patient may have more than one encounter. If an active Code Status order is placed in one encounter, the Banner Bar of other
active encounters will display the message - Previous code status details available. Hovering over the Code Status message will
display the most up-to-date Code Status order details as shown in the screenshot below. Note that if a code status order is placed in
an encounter that is subsequently discharged, that code status order will not display.

Code Status:Previous code status details available.... Process:Falls Risk

: tatus:Previ at
bsing Wt: 58 kg (23-JUN-2023) Code StatusiBrevious code status
07-Jul-2023 15:18 PDT, 2-No CPR,
Therapeutic Care,No Intubation,
Perioperative status: Attempt CPR, Full
Code, During chemotherapy: Attempt
CPR, Full Code

< Assessment X Discharge
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View previous code status details in Results Review. Note that if a code status order is placed in an encounter that is subsequently
discharged, that code status order will not display.

< ~ | #% Results Review

Recent Results | Advance Care Planning | Lab - Recent | Lab - Extended | Lab - Provincial | Pathology | Microbiclogy Cultures

Flowsheet: { Advance Care Planning View v l E] Level: { Advance Care Planning View v l (® Table () Group
«» Thursday, 27-April-2017
LX) Showing results from (17-Dec-2019 - 27-Apr-2020) Show more results

Code Status

Advance Care Plan Informa Advance Care Planning View | 27-Apr-2020 13:14 PDT | 27-Apr-2020 13:13 PDT
Code Status

Goals of Care Code Status Type 5-No CPR, Critical Care...
Perioperative Status Attempt CPR, Full Code
During Chemotherapy Status Attempt CPR, Full Code
Advance Care Plan Information
Advance Care Plan Yes
Advance Care Plan Details NO CPR
Advance Care Plan Type Advance Care Plan
Goals of Care
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