
 

  

 

1 
 

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 document includes a 
case example and screenshots. 

• 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 

• Scanned documents can be tagged with ACP Note Types.  
• 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
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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: 

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

• advance directives 
• representation 

agreements 
• palliative care benefits 
• existing provincial No 

CPR form 
 

Discussions (during this 
encounter) regarding: 

• illness 
understanding, 
goals/values, fears, 
trade-offs, 
preferences 

• code status/medical 
orders for scope of 
treatment 
conversations 

• prognosis shared by 
team (time-based, 
functional, level of 
dependency) 

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

• under authority of a 
representation 
agreement,  

• court appointed 
committee of person,  

• or temporary 
appointment under 
section 16 of the Health 
Care (Consent) and 
Facility (Admission) Act.  

Indicates when a patient is 
undergoing treatment with non-
curative intent, to help inform 
goals of care conversations, 
including: 

• prognosis 
• the surprise question, 

“would you be surprised 
if this patient died within 
the next year?” 

 

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

ACP Note Types: 
• Advance Directive 
• Medical Order for Scope of Treatment 
• No CPR – BC Emergency Health Services 
• Representation Agreement (section 7) 
• Representation Agreement (section 9) 
• Advance Care Planning 
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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, ensure it is on a 
recurring encounter. Code status is discontinued when 
an encounter is discharged. 
 
BC Cancer specific information on updating and entering 
new code status orders on CST Cerner can be found on 
the BC Cancer CST Cerner SharePoint site. 

As of August 2026, full instructions for entering code status properly in 
light of ongoing challenges with CST Cerner are under review by BC Cancer 
Clinical informatics and will be available on their SharePoint page.  

You can view code status in the Banner Bar or using Results Review. 
 
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 medical illness.  
• 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 client is 

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
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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 
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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: 
• Documentation about the section seven representation agreement naming her chosen SDM 

The Goals of Care PowerForm includes:  
• Alice’s understanding of her illness and prognosis 
• Her values (e.g., wanting to continue caring for her grandchildren) 
• Details about the conversation they had about code status 
• Documentation about conversations that have included Alice’s family members and their understanding of her wishes 

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

Oncology Non-Curative Intent PowerForm includes: 
• Alice’s prognosis 
• Additional information about Alice’s palliative therapy that may help inform care providers in other settings about her 

goals of care 
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Scanned documents:  
• Representation agreement (pushes to CareConnect) 
• 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: 

• Her recent oncology notes and chemotherapy regimen 
• The ACP and Goals of Care, and Non-Curative Intent PowerForms completed at BC Cancer 
• 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 
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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. 
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Screenshots  

Results Review: View ACP, GOC and code status history 
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Oncology Non-Curative Intent 
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Code Status 
Enter or update code status in the Patient Care section on the Quick Order page: 

 

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

 

 

 

 

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

 

 

 


