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Introduction
Patients are admitted in a 40 bed radiotherapy ward of a multispecialty teaching government 
hospital for reasons of acute deterioration during a course of (chemo)-radiotherapy; toxicity of 
treatment; invasive investigations or procedures; or general debility or end-of-life care

The focus of the treating team is usually on the principle reason of admission – i.e. some form of 
cancer directed care or a life threatening condition

Other accompanying symptoms are usually neglected, to the point of not being enquired about 
or trivialised

Therefore, the desire to audit the current status of recording common associated symptoms, 
which potentially have a very important bearing on patient well being, but neglected for reasons 
as stated 

This audit was performed in the Department of Radiotherapy of the Sanjay Gandhi Postgraduate 
Institute of Medical Sciences, at Lucknow, Uttar Pradesh
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Audit Standard
The recording of symptoms of a general nature in case-sheets was expected to be very low to 
non-existent (This was to be done by screening the preceding 100 case notes and discharge 
summaries for the mention of these symptoms).

Post intervention the compliance was expected to be Ideally 100% 

Realistically, an 80% compliance would be acceptable.



Audit Criteria
Edmonton Symptom Assessment System-R-CS

Hannon B, Dyck M, et al. Modified Edmonton Symptom Assessment System including constipation and sleep: validation in outpatients with cancer. 
J Pain Symptom Manage. 2015 May;49(5):945-52. doi: 10.1016/j.jpainsymman.2014.10.013. Epub 2014 Dec 15. PMID: 25523890.





Initial assessment- 3April2023 – 18May 2023

The initial assessment consisted of obtaining 100 consecutive preceding admissions and 
discharge summaries

Period was 3April2023 – 18May 2023 N= 100

Not a single file had any mention of Pain; Tiredness; Drowsiness; Nausea; Anorexia; Shortness of  
breath; Depression; Anxiety; Well being; Constipation; Sleep

Not a single discharge summary had mention of these symptoms either

Base line recording was 0 (Zero) %



Intervention (19-20 May 2023)

Faculty and residents were explained about the need for assessing general symptoms (some 
thing that should form a part of routine assessment)

The Chief Nursing Officer incharge of the indoor ward was briefed initially and then all the other 
nursing officers were explained about the importance of recording the symptoms.

A set of 100 proforma sheets were placed in the nursing station and sham interviews with 
nurses were simulated in the local language (Hindi) to explain how the questions need to be 
posed and how to record answers.



First post intervention assessment 
(20May-15June2023)

In this period 20May to 15 June 2023 (27 days) 204 admissions took place

Of these in 55 (27%) of the files, ESAS forms were filled.



Second Intervention 20June2023

A second round of discussions took place with the Chief Nursing Officer in-charge of the indoor 
ward and other nursing officers.

They cited too much work…
Stated that the forms had been exhausted and not replenished…
So a system was created where in the office staff would photocopy the ESAS forms and hand 
over to the ward attendant.

They stated they would do better and 200 forms were left with the nursing station.



Second post intervention Re-assessment 
(10July-29July2023)

In this period 10July to 29July2023 (20 days) 145 admissions took place, 121 files retrieved (83%)

Of the 121 files, 85 files had filled ESAS questionnaires (70%).



Summary and Conclusion
The recording of symptoms of a ‘general nature’, such as Pain; Tiredness; Drowsiness; Nausea; 
Anorexia; Shortness of  breath; Depression; Anxiety; Well being; Constipation; Sleep are not 
recorded in case files or in the discharge summary in the department of radiotherapy

This audit has shown that with some effort and training it is possible to begin recording patient 
symptoms at the time of admission to enable nursing staff and doctors to focus on these 
symptoms and address them

A 70% compliance was noted after two iterations, but it makes the case for repeat audits to 
sustain or improve the compliance

Of note, it was observed that although symptoms were recorded in a form specific to this 
purpose, they still did not find mention in the case notes or discharge summaries

There is a need to highlight this deficiency as addressing the same has potential to ease the 
suffering of patients afflicted with cancer, along side disease modifying treatments that are 
being given



Thank you 
This work is the result of a collaborative effort of the Chief Nursing Officer of the Radiotherapy 
indoor ward Mrs Mary MD Lal and her team of nursing officers and assistants

This audit has been overseen in the ward and data collected by Dr Anshika Gupta, MD, Senior 
Resident in the Department of Radiotherapy. Special thanks to Dr Parul Priyanka, MD, Senior 
Resident overseeing the ward

The co-operation of the faculty of the Department of Radiotherapy is gratefully acknowledged 
and in particular the supervisory role of Dr Shagun Misra

And a special thanks to Prof Punita Lal, who has been consistently leading the palliative care 
services in this department for over a decade and half now


