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Introduction

In 1990, the Oncology Nursing Society (ONS) 
Radiation Therapy Special Interest Group (RT SIG) 
established a work group in an effort to improve and 
standardize the documentation of nursing care provid-
ed to patients receiving radiation therapy. Improved 
documentation of side effect management and patient 
education also was a goal of this task. Through the 
work group’s efforts, ONS produced the first edition 
of Radiation Therapy Patient Care Record, which has 
become the standard radiation therapy documentation 
tool in healthcare facilities across the United States.

In 2000, the RT SIG established a work group 
to study how nurses use the tool and revise it to bet-
ter meet the needs of radiation therapy nurses today. 
The work group sent a survey to all RT SIG members 
that requested information about how they document 
nursing care. Responses revealed that, although many 
institutions continue to use the tool as originally pro-
duced, a significant number are using modifications of 
the original tool. This new edition of the documentation 
tool incorporates many of the respondents’ recommen-
dations. Work group members hope that the new tool 
will meet the needs of a greater majority of radiation 
therapy nurses, thus creating an improved standard.

The revised tool is more comprehensive and user-
friendly than the original tool. For the first time, users 
can reproduce the forms in two ways: by printing from 
the included CD or by photocopying the hard copy 
contained in the folder. What is more, a fold-out sheet 
attached to each site-specific care record lists the assess-
ment parameters or criteria users will need to complete 
the form. Each assessment also includes filling out a 
sheet that records teaching and instructions as well as 
detailed medical and social history. These new features 
will reduce the amount of time needed to document care 
as well as provide a concise overview of the patient’s 

disease state, treatment program, and educational needs. 
In an effort to encourage and facilitate nursing research, 
many of the assessment parameters have been changed 
to commonly used toxicity criteria.

If you reproduce the Patient Medication Record, 
any care record, or any teaching and instruction form, 
you must retain the copyright statement that appears 
on the bottom of each page. 

The work group that developed the revised tool 
wishes to thank the members of the project core com-
mittee for their diligent and thorough efforts, which 
produced a great tool. The present group hopes this 
revision will prove to be as well received.

Radiation Therapy Special Interest 
Group Documentation Project Core 
Committee (1994)
Allison Blackmar, RN, MSHP, OCN®

Tricia Bull-Hurst, RN, MSN, OCN®

Dorothy Casey, RN, OCN®

Kathleen Dauscher, RN, BSN, OCN®

Jane Feldman, RN, MEd
Marilyn Grainger, RN, OCN®

Jean Holland, RN, MSN, OCN®

Mickey Klinger, RN, OCN®

Nancy Malone, RN
Nancy O’Connor, RN, OCN®

Irene Anita Pahule, RN, OCN®

Isabelle Patton, RN, OCN®

Mary Reinbold, RN, OCN®

Nancy Riese, RN, BS, MS, MPH
Lucille Rotundo, RN, OCN®

Ginny Rudolf, RN, OCN®

Leona Stevens, RN, OCN®

Jayne Waring, RN, OCN®
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Instructions for Using the  
Radiation Therapy Patient Care Record

The forms in this tool have been designed to give 
healthcare providers a quick overview of a patient’s 
disease state; the care, medication, and education the 
patient receives; the side effects the patient experiences; 
and social information about the patient. The four types 
of forms the tool includes are
•	 The initial nursing assessment.
•	 A patient medication record.
•	 Radiation therapy patient care records specific to 

irradiated sites (e.g., abdomen, bone, brain, breast, 
head and neck, pelvis, skin, thoracic area), with 
associated toxicity parameters.

•	 Forms that document the teaching and instructions 
a patient has received. Each form is specific to an 
irradiated site.
The sections that follow tell how to complete each 

type of document. To help you use the records and 
forms correctly, an example of one completed form 
follows these instructions.

Initial Nursing Assessment/Database 
Form

The nurse who will follow the patient through 
radiation therapy should
•	 Complete this assessment at the initial visit.
•	 Complete the demographic information and vital 

signs portions.
•	 Record the information about the present illness 

and past medical history.
•	 Provide a check mark or brief answer in the areas 

about social history and review of systems.
•	 Place an asterisk where additional information is 

needed, and document this information in the ad-
ditional space provided.
The nurse completing the initial nursing assess-

ment should sign and date the form.

The Patient Medication Record
Begin by completing the top of the patient medica-

tion record: Write the patient’s name, his or her medical 
record or radiation therapy record number (MR#/RT#), 
and the date on which the first assessment is completed.

Provide the information requested about the pa-
tient’s allergies and pharmacy.

In the Chemotherapy section of the Patient Medi-
cation Record, circle the appropriate letter, N or C, to 
document chemotherapy that the patient received before 
starting radiation therapy (neoadjuvant, or N) or che-
motherapy that is concurrent (C) with radiation therapy. 
The form allows you to record pertinent information 
about the last and future courses of chemotherapy.

In the Medications section, document medication 
that the patient is currently taking that was started be-
fore beginning radiation therapy. Write “PTA” (prior 
to admission) in the Date column. If the patient begins 
taking medications during the course of radiation 
therapy, record the date on which the medication was 
started. List the dose and route of administration in the 
appropriate columns. In the Freq column, write how 
often the patient takes the medication. If the patient 
stops taking the medication, write in the DC’D column 
the date it was discontinued. In the Samples column, 
record information about any sample medication the 
patient receives, including medication name and dos-
age. In the last column, document information about 
refills: the amount dispensed, the number of refills, the 
date refilled, and your initials.

On the next page of the form, space has been 
provided to record all medications and IV fluids given 
during treatment in the radiation department. This 
includes radioprotectant medications. Any toxicity- 
related reaction to these medications, such as nausea, 
vomiting, or a drop in blood pressure, should be re-
corded in the Response column. This column is not 
meant to record the radioprotectant effect of the drug.

The nurse performing the assessment must sign 
all forms.

Documentation of Radiation Therapy 
Patient Care

Begin by completing the top of the form. Provide 
the patient’s name, the MR#/RT#, and the date on which 
the first assessment is performed.

In the lightly shaded area at the top of each site-
specific radiation therapy patient care record is an area 
in which to provide an overview of the patient’s disease 
and treatment status. The data in this section often are 
buried in other documentation, but nurses need to have 
it at a glance. 
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An example is provided using the Patient Care 
Record for Brain:

The Other category that appears in this section on 
some radiation therapy patient care forms provides a 
space for critical data about disease or treatment.

Assessment Parameters
For reliability and validity purposes, the work 

group that developed this tool used established toxicity 
scales when possible. After reviewing different scales, 
the group first chose criteria from the National Cancer 
Institute Common Toxicity Criteria (CTC) Version 
2.0. If there were no toxicity criteria for the adverse 
event in this set, the group selected the Radiation 
Therapy Oncology Group’s (RTOG) Version 2.0 or 
SOMA Scales criteria. When neither scale offered an 
appropriate description of the problem, the members 
selected ratings from the first edition of this tool pub-
lished by the Oncology Nursing Society or developed a 
scale indicating absence or presence of the side effect. 
Citations are noted, indicating which scale is used for 
each toxicity. (Please note that all scales do not list 
descriptors for each of the number ratings. In these 
instances, a dash, —, is used.)

In the Assessments section are
•	 The Dates and (cGy or Gy) /Fx rows: In the Dates 

row, write the date on which the assessment is being 
performed. In the (cGy or Gy) /Fx (centiGray or 
Gray/fraction) row, write the cumulative dose fol-
lowed by the cumulative number of fractions (1,000 
cGy/5) for the corresponding assessment day. 

•	 Subsections about alteration in comfort, nutri-
tion, elimination, skin, mucous membranes, the 
central nervous system, ventilation, coping, or 
sexuality and how trauma relates to the risk of 
falling: Each “alteration” or trauma subsection 
cites potential side effects. Consult the assessment 
parameters or toxicity criteria to assign a score that 
describes the side effect the patient is experienc-
ing. The Nutrition Alteration subsection includes 
a space in which to enter the patient’s weight. Note 
that elimination alteration criteria include two 
scales: one for assessment of a patient with an os-

tomy, another for assessment of a patient without 
an ostomy. Record the scores in the column that 

pertains to the date of the assess-
ment. If an assessment parameter 
does not provide an appropriate 
explanation of toxicity, place an 
asterisk in the box and write a 
note that describes the toxicity 
in the area designated by your 

institution.
•	 The Injury, Potential Bleeding/Infection subsec-

tion: In the appropriate cells, write the date blood 
work was done and the lab values.

•	 The Vital Signs subsection: In this subsection, 
record the patient’s temperature, pulse, and respira-
tion (TPR) rate and blood pressure (BP).

•	 The subsection called Other: This subsection 
allows you to specify additional information.

•	 Box in which to write initials: In the appropriate 
box, write your initials to indicate who recorded 
the data shown in the column above the initials.

Documentation of Teaching and 
Instructions

Begin by completing the top of the teaching and 
instructions form: Write the patient’s name, MR#/RT#, 
and the date on which the form is started.

In the Date/Initials column, write the date on which 
you make an entry. Also write your initials.

Patient education is a process that is ongoing 
throughout the course of radiation therapy. The teach-
ing and instructions forms, which are specific to the 
irradiated site, are designed to document teaching as 
it occurs. Method codes, evaluation codes, and plan 
codes are listed on each form. Use the method codes 
to complete the Method column, the evaluation codes 
to complete the Evaluation column, and the plan codes 
to complete the Plan column. Provide dates and initials 
as the form requests. In the Comments column, provide 
applicable notes.

At the bottom of the form is a box to document 
social information. Completion of this section provides 
important information at a glance regarding services 
that are in place before radiation therapy begins. It also 
provides useful information regarding transportation 
issues as well as guidance for prescribing medications 
that may be required during the radiation treatment 
course.

The nurse performing the assessments must sign 
all forms.

Surgical Procedure Debulking
Concurrent Therapy ( Y / N)
Stereotactic XRT (Y / N)
Protocol none

Histology Glioblastoma multiforme
Grade/Stage Grade III
Recurrence (Y / N)
Primary or metastasis Primary	
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Sample Patient Care Record
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Sample Teaching and Instructions Form
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