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I use a patient example to demonstrate the discrete steps. If you find it unclear, let me know and I’ll 

put in more specifics. 

This poor bastard has a tongue cancer and the idea is to treat him “as usual” with radiotherapy to 

the primary and bilateral necks along with concurrent chemotherapy. I have not addressed the issue 

of chemotherapy recording here. 

[Note: the inclusion of p16 in the Diagnostic Specific Values window. I can give more detail on this if 

you wish.] 

 

  



After the D&S screen, the CarePlan screen is filled in as shown. 

[Note: if anyone is interested in the dropdown choices and their rationale, ask.] 

 

  



On completion of these two steps, D&I looks like this:  

 

We then use the “Copy RadRx from Another Patient…” option which is easier to reach by just 

pressing Ctrl-X. That calls up the next box to select a patient, pressing “XXX” will produce this view 

(since the selection key for this function is Ctrl-X, labelling the patient as “XXX_PATIENT” saved 

keystrokes).  

 

The appropriate selection is the ‘patient’ called “XXX_PATIENT, RADICAL H&N PRIMARY IN SITU”. 

The MRN indicates the site and the date of production - 28th May 2012. Select the patient. 

 

The D&I screen is now populated with the radiation prescriptions of XXX_PATIENT, RADICAL H&N 

PRIMARY IN SITU. You will see that there are four in total. 



 

The RO then removes the unwanted prescriptions. 

 

The selected prescription is then opened and edited. 

 

This normal looking prescription must be edited in 3 ways 

1. the entry in Pattern must match the name of the relevant XXX_PATIENT (i.e., XXX_PATIENT, 

RADICAL H&N PRIMARY IN SITU). An empty Pattern is not permitted and planning will 

cease. 

2. The entry in Comment has to make a clear statement about OVERLAP – e.g., OVERLAP – NO, 

OVERLAP – YES, accepted. 

3. The Note attached which we will see in the next image. 



 

The note has the skeleton of the data required from the RO to tell the RT what is relevant. In the 

case of the consults, these are present for checking purposes to see that referral entries are already 

present in MOSAIQ. 

 

This is the completed note. Failure to complete the note will prompt immediate clarification. When 

completed the RO closes the Note. 



 

Here is the finished product. 

I shall now return to XXX_PATIENT, RADICAL H&N PRIMARY IN SITU to show you why the Pattern 

entry is important. It is saying, what ever exists within the generic patient (XXX_PATIENT, RADICAL 

H&N PRIMARY IN SITU), you are to follow the protocol listed there in the most recently approved 

document. 

Once again, here is the actual ‘patient’ opened and their D&I screen shown. You can see the four 

prescriptions that were copied across. 

 

If you go to Chart and look at what else is in this patient’s file, there is a relevant document. 



 

There are two documents, both approved. The earlier document is an earlier protocol description. It 

is superseded by the more recent document which is displayed on the right and shows the Standing 

Orders for this protocol treatment. How much or little is listed here is up to the department 

obviously. 

I am now able to define the relevant Standing Orders for any patient treated in any time period. 

The obvious question is, do the ROs do this? The answer is YES, on every patient. It’s not perfect, but 

it allows us to put in place a few more No Fly Zones for staff to verify intentions clearly. I have not 

done it yet, but screen dumps of the prescriptions and notes for each option can be included in the 

standing orders. 


