CST: Goals of Care Documentation
Topic examples:

e lliness understanding, goals, fears, trade-offs, preferences
e Modality decision (and how this came about)

e Code status discussions

e Prognosis shared (functional or time-based)

Steps:

1. Power Chart = Provider View

2. Admission or Rounding tab

3. Select “Advance Care Planning and Goals of Care” from menu
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Click on [+] sign and select Goals of Care Discussion.
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Option: “Copy and paste” the section of your Nephrology Clinic Note that addresses Goals of Care
and place it in the “Goals of Care” PowerForm.



