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Introduction

A medical record is a comprehensive summary of the diagnosis and treatment process
written by doctors in clinical practice according to prescribed formats and requirements. It
also reflects a comprehensive analysis and organization of the patient’s condition, treatment
plan, and treatment outcomes. Medical records hold significant value in Chinese medicine
diagnosis and treatment, teaching, scientific research, and management. Through medical
records, doctors can gain a more comprehensive understanding of the patient's disease
progression and treatment process, providing a basis for further diagnosis and treatment.
They can serve as teaching cases for learning academic theories, diagnostic approaches,
treatment methods, and clinical thinking. Information can be extracted to support research
on related diseases and the evaluation of treatment methods. Furthermore, medical records
can identify issues in the medical process, summarize experiences and lessons learned, and
enhance the level of medical services.

Establishing standardized outpatient medical records for Chinese medicine with
international applicability is an inherent requirement for enhancing Chinese medicine
diagnostic and treatment capabilities and academic development worldwide. It provides a
crucial foundation for improving the quality of Chinese medicine outpatient diagnosis and
treatment globally, and promoting clinical practice and academic exchanges of Chinese
medicine among various countries.

The content of this document is based on the actual development of international clinical
diagnosis and treatment of Chinese medicine, referencing the requirements of Chinese and
other countries' governments and academic organizations for Chinese medicine outpatient
medical records, highlighting the characteristics of Chinese medicine diagnosis and clinical
thinking. The requirements proposed in this document, while ensuring the standardization
of medical record content, also consider the practicality of application in outpatient
diagnosis and treatment, and can be used as a reference for Chinese medicine medical
institutions and clinical practitioners around the world.



Standard for medical records in the international clinic
of Chinese medicine

1 Scope

This document specifies the basic requirements for the writing and contents of Chinese
medicine outpatient medical records in various countries.

This document is applicable to both paper-based and electronic Chinese medicine
outpatient medical records. It can be used as guide for Chinese medicine outpatient medical
records in various countries, and also as references to formulate relevant management rules
and regulations for relevant organs.

2 Normative references
This document contains no normative references.
3 Terms and definitions

The following terms and definitions are applicable to this standard.

31

medical record

the sum of words, symbols, charts, images, slices and other information formed by medical
personnel during the course of medical activities, which includes medical records of
outpatient, emergency and Inpatient.

3.2

outpatient medical records writing

an action refers to that the medical personnel collect the relevant information by looking,
listening & smelling, asking, pulse feeling & palpation, and physical examination, auxiliary
examination, diagnosis, treatment, nursing, and so on; then write medical record by
inducing, analyzing and summarizing,

33

first visit

The process of first visit to the medical institution by patient who has specific complaints
and medical needs.

Note: The first diagnosis is relative, whether it is the first diagnosis should be determined by
the doctor according to the clinical practice.

3.4

return visit

After the first visit, the patient visits the medical institution one or more times in a
centralized time period, due to the necessity of further diagnosis and treatment according to

10



the first diagnosis .
35

follow-up

during the treat period, doctor or medical personnel follow up with the patients by
telephone and other means of communication, to keep informed of their condition and
treatment development, and to guide the process of nursing and recovery.

3.6
present symptoms
main symptoms, signs, or other clinical manifestations of the patient at the time of the visit.

3.7

clinical assessment

a semi-quantitative or quantitative evaluation of patients' disease-related clinical indicators
by using specific clinical evaluation criteria, indices, and scales.

3.8

patient compliance

level of the patient implements the doctor's prescription related to the diagnosis, treatment,
and prevention of the disease.

4 General specifications

4.1 Requirements for writing

4.1.1 The writing of TCM outpatient medical records should be true, accurate, timely,
complete and standardized.

4.1.2The writer of medical records should use medical terms correctly. The use of TCM
terms should be in accordance with relevant standards and specifications. The records
should be write with neat script, clear handwriting, precise sentences, smooth statements
and correct punctuation.

4.1.3 For handwriting, the wrong words should be marked with two lines, the wrong words
should be clear and recognizable, and a sign with time is asked.

4.1.4 Out-patient medical records generally should be written by the on-duty doctor on the
day of receipt, and the doctor’s name and time should be recorded.

4.1.5 As the medical records contain private information of personal and healthy, the
documents should be managed confidentially.

4.1.6 The management of medical records, information and documents should comply with
the relevant laws and regulations of the countries and regions in which the medical
institutions are located.

4.2 Requirements for medical record content
4.2.1 The first page of the outpatient medical records

The first page of the outpatient medical records should include information on the patient's
name, sex, year of birth, nationality or race, nation, marital status, occupation, place of birth,

11



residence address, history of allergies, diagnosis and visit time.

4.2.2 Items for first visit

The first visit record should include the items listed:

a)

Medical history, including: complaint, history of present illness, history of past
illness, personal history, history of marriage, childbearing and menstrual , family
history, etc.

b) Diagnosis and examination, including: general situation, looking, listening & smelling,

asking, pulse feeling & palpation, physical examination, speciality check-up, clinical
evaluation, auxiliary examination (including positive and negative information of
differential diagnosis), syndrome differentiation analysis, the TCM diseases,
syndrome diagnosis, etc.

Treatment, including: therapeutic principle therapeutic method, prescription of
Chinese patent medicine, soup medicine, acupuncture, other treatments and advice

for adjusting and nursing.

4.2.3 Items for return visit

The record of return visit should include the items listed:

a)

Patient status since the last visit or follow-up. Including: compliance, response,
present symptoms, more medical history reported by the patient in the follow-up.

b) Diagnosis and examination, including: general situation, looking, listening & smelling,

asking, pulse feeling & palpation, physical examination, speciality check-up, clinical
evaluation, auxiliary examination (including positive and negative information of
differential diagnosis), syndrome differentiation analysis, the TCM diseases,
syndrome diagnosis, etc.

Treatment, including:therapeutic principle,therapeutic method, prescription of
Chinese patent medicine, soup medicine, acupuncture, other treatments and advice
for adjusting and nursing.

4.2 4 Items for follow-up

The record of follow-up should include the items listed:

a) Patient status since the last visit or follow-up. Including: compliance, response, present

symptoms, more medical history reported by the patient in the follow-up.
b) The adjustment of the treatment according to the feedback of the patient.

c) Advice for compliance, adjusting and nursing.

5 Records of first visit

5.1 Medical history

5.1.1 Complaint

The main symptoms, signs, or clinical findings which drives the patient to doctor and their

duration.

5.1.2 History of present illness



The details of present illness, including occurrence, evolution, diagnosis and treatment,
which should be written in chronological order, and the current situation with TCM inquiry,
Including: the occurrence, the main symptoms and development, the accompanying
symptoms, The course of diagnosis and treatment since the occurrence, therapeutic effect,
and general situation of sleep and diet, the positive and negative information of differential
diagnosis.

a) Occurrence: time, location, urgency, prodrome, possible causes or induced factors.

b) The main symptoms and development: location, nature, duration, degree, remission
or exacerbation factors and development of the main symptoms, which should be
written in chronological order.

c) Accompanying symptoms: record the accompanying symptoms and describe the
relationship between accompanying symptoms and main symptoms.

d) The course of diagnosis and treatment since the occurrence: record the process and
effect since the occurrence until this visit, including: the examination,diagnosis and
treatment given to the patient in the hospital or other medical institutions, and also
intervention measures applied by the patient. The names of drugs (including health
products), the diagnoses and surgeries should be marked with quotation marks(“”).

e) General situation since the occurrence: briefly record the heat or cold, diet, sleep,
mood, urine and stool,weight and so on.

f) Present symptoms of the patient.

g) The main purpose of the patient for the visit.

5.1.3 History of pastillness

The patient's past health and illness, including general health status, history of disease,
history of infectious diseases, history of vaccination, history of surgical trauma, history of
blood transfusion, history of food or medicine allergy, etc.

5.1.4 Personal history

Place of birth , long-term residence and habits; hobbies as smoking, alcohol, drugs;

occupation and working environment, industrial poison, dust, history of exposure to
radioactive substances and sexual history.

5.1.5 History of marriage, childbearing and menstrual

Marital status, age of marriage, health status of spouse, children, etc; menstruation,
leucorrhea secretion and pregnancy of female patients.

5.1.6 Family history

The health status of parents, brothers and sisters;and if there are diseases similar to the
patient or family genetic diseases.

5.2 Diagnosis and examination
5.2.1 General situation

Body temperature, respiration, heart rate, blood pressure, height, weight, etc.

13



5.2.2 Looking
5.2.2.1 General looking

The changes of whole body and parts as look, color, shape and posture, such as shape, fat
and thin, facial color, lip color, mental condition and so on.

5.2.2.2 Tongue inspection

Information related to tongue inspection including corpora linguae, tongue color, tongue
coating and sublingual choroid.

5.2.3 Listening and smelling

Both listening and smelling: information of diagnostic significance should be
recorded,including sound features as speak, cough and wheeze, auscultation of heart and
lung, smells of breath and excreta.

5.2.4 Pulse feeling and palpation
5.2.4.1 General palpation

Information related to general palpation including palpation on the body surface, abdomen,
meridian, acupoints and other parts of the body.

5.2.4.2 Pulse feeling

Information related to pulse feeling including position, pulse rate, vein material, pulse force
and so on.

5.2.5 Speciality situation

Record the diagnostic information found in the speciality check-up according to the
patient's disease characteristics.

5.2.6 Clinical assessment

Including the important clinical symptoms, syndromes, life ability, social psychological
status and so on.

5.2.7 Auxiliary examination

Record the results of major examinations related to the disease before and during the visit.
The results should be categorized and recorded in chronological order. Results from other
medical institutions should be marked with time and name of the institutions.

5.2.8 Syndrome differentiation analysis

Briefly describes the process of analysis, the preliminary understanding of pathogenesis and
syndrome based on information of diagnosis and examination.

5.2.9 Diagnostic results

The diagnostic results shoud be made by the doctor based on a comprehensive analysis of
the patient's condition at the current visit, including Chinese medicine disease and
syndrome diagnosis. The multiple diagnosis should be listed with proper priority according

14



to the clinical importance.

5.3 Treatment programmes

5.3.1 Therapeutic principle and therapeutic method

A general description of therapeutic principle and therapeutic method to apply.
5.3.2 Prescriptions

The specific treatment plans adopted by doctors under the guidance of therapeutic method,
including: drug prescription of Chinese patent medicine and soup medicine, acupuncture
prescriptions, and other non-drug therapy intervention methods.

a) Prescriptions for Chinese patentdrugs should include the name of the drug,
specification, dosage, and method of administration.

b) Chinese medicine decoction prescriptions should include the name of the
prescription, the names of the constituent herbs, dosage, preparation method,
number of doses, and administration method.

¢) Acupuncture prescription should include the names of acupoints and the

acupuncture manipulation techniques.
5.3.3 Advice for adjusting and nursing

According to the patient's condition and treatment plans, medical advice for patients to
cooperate with, such as guiding opinions on the patient's lifestyle, daily diet, home nursing,
etc; and advice for further examination and treatment if it is necessary.

6 Record of return visit

6.1 Compliance with treatment

The use of prescriptions and cooperation of the advice should be recorded since last visit or
follow-up until this time.

6.2 Response to treatment

The patient’s perceptions, change of the disease condition and symptom after taken the
drugs and advice, which should be recorded since last visit or follow-up until this time.

6.3 Present symptoms and supplementary medical history

The main symptoms, signs, or other clinical manifestations present at the patient's
follow-up visit should be recorded. If necessary, additional medical history information that

needs to be supplemented should be recorded.

6.4 Diagnosis and examination

See requirements in "5.2 Diagnosis and examination”.
6.5 Treatment programmes

Refer to requirements in "5.3 Treatment programmes”.
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7 Records of follow-up

7.1 Compliance with treatment

See requirements in “6.1 Compliance with treatment”.

7.2 Response to treatment

See requirements in “6.2 Response to treatment”.

7.3 Present symptoms and supplementary medical history

See some of the requirements in "6.3 Present symptoms and supplementary medical
history".

7.4 Adjustment of treatment plan

The adjustment of treatment plan for therapeutic principle, therapeutic method,
prescription and advice should be recorded, which is based on information of follow-up.

7.5 Advice of follow-up

The advice on the patient's lifestyle, daily diet and home nursing should be recorded, which
is based on compliance and information of follow-up.
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