BEBLUOBRADT = v/ (FEFTIK[Prodrome of wind stroke

disorder] 72 &)
TN—TH5FOFxy 7 (JREIZEDSJRE /Y% — 2 [Mixed Principle-

based patterns] 72 &)
. 1BF#R (shoreline) ®F =7 (F2E [Body Yin deficiency] 72 &)
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PAG BEICR T -FBH X UHBER

1. FHEIZESBEA /¥ — > (Mixed Principle-based patterns) : 7 /L —7 D

3.

AR L O T TV —OlEZ AT 5, SR, REBICESREA Y —
> (mixed principle-based patterns) (213 2 fifEidH 5, T 72bb, FEIZED
< s34 — (Principle-based patterns) & Y% JFERICE S NFZ—2

(“in between” Principle-based patterns) OfiA&bETh5, WETESE &
OWeBEOFER, 2 FEE L LFEEMES (post-coordinated) D& & L THEED
ZEDPBAL NI 0T,

RFEERONAZ — : BH L OEAFER LUORZEFEL AR T 5, BREZER
NG = DEBRECHFT 5,

BREZE (TM) CVWEEEEZ (WM) Ob T I3V —0OBRElL . mEES

(TM) BXOHEEEZE (WM) OF7 3V —FMOR—HEO L~ (Thbb
FISEMHEICESL) ZHALMNIT S, HOFEDEERN., EO LI REEITE
MEFZB L/ EEAFEEFZOMSCHAEEZE L TV O 02 HEIZT 5,
KNT, RHLBLIOERICBW THEBEEREZOEKR, BREZOEEB IV
RE—VIZERL, Zho2RBITabomaRAl2EE£ L. Eiid 5,

EZT, o, EDXH5RBAT, 7V a VOFRAR, 77 ADEBEB X
CEELZHZE (BOME [Yang nature] OERZ ) I 2B ME0 7236001
WOER AL T RNED (BREFOEOHEE, V77 L X - A N
E\) o

EBRFNE LU EREDERIMES LU EREROEICE
FOHME

FX

1.

ICD-11 % 1 &IZIT, BTRFBELERBREBRBEOVTHIZBWTHHWLND,
ICD-10 @ 3 XFEB LV 4 LF L~V E FEORBEN. (entities) DILEHR
R4t (common linearization) (7725, ICD-10 ® [—&EFE | ) 238KV A

COMMON LINEARIZATION D 7= DIERE—ICD-11 [GHEFDE 6

—202—



FNTWD, EETRFETCIL, B EBV ICHEBEHRI/ (common
linearization) ZHAWAMENH D, F7-. BERRETH, FHERLIEML
TA-ODYEEa— FEFERATE 5,

BAE, FEL@EALRAL (common linearization) 1 24 ECTRINLTW5S,  (MERE
% [Sexual Disorders] \ZBAd A= REXERF TH D, F7o, MEFHIE
BRI UREFENREZ 2 DORRLEIIHITDNE I DITHONT, BEH
BENMTHONL TS, ) @I (common linearization) %, TR & B
HOWMFIZANDLZEEZBRLIELDOTHD, FEERZEFHAVLNRVET,
LUTDEBYTHD :

a. 23 EOMREREICEELY LT TERB I OMREY — 2 0F]H
(Factors influencing health status and contact with health services)
(Lgioo 17 &)

b. 24 ED GHEFICF IS S B EE [ Traditional medicine conditions ]

c. 6F (MENREEEIEZE Sleep-wake disorders]) ., ZIUILTRIZE T

RRICEE TRV,

ICD-11 TiX, WL O OEENEAINTEY, BENAROFEHIED A
Fh, ERLIV bV Ea—F BB L EERSoTWDE, ZOTH
AT, FEBBEB IO —EOBEEOEARNLE CTH o=, TORE,
ICD-10 OD—EDFEBHNL (entities) 25, BHFHIC LV ERER DT Y —iz &
STEIHZ O, Bk, &4, FRIEEII A —7 b3 iz,

A — BB E

1.

2.

ICD-11 A7 =V — (LR K1E [Common Linearization JiZ517 3 8 H 72
E) . FNSOLEEE Y. BA—EDHIETEINT S Z LIk - Tk
Ehr—Zn% T#8E (coordination) | & FES,

BHEIFERESNAIEELR T I —ORH LIZIE., bW ABHENES SN
TEY., ZNE2EFiRES (precoordination) & FES, Z Dk 5 RERIKEA =
— NiZ, X8 =2—F (Stem Code) &IN5,

BHESEICL s TS bIERNRREEZERT 5720, B2 EERER
o — R (Stem Code) I[ZIBMTAZ LN TED, BERESICIT. FAT
Nz =2 — F (Extension Code) % A CH#pa— K (Stem Code) Z¥LIE
TAHERZHREENMETH S, ZNbOPEE=— R (extension code) 3.
Z< OFEBICEAIN S —BRRHR,. 7= & 213, EEE (severity) | FFH]
BIEHE (temporal properties) . (% (laterality) 72l % BW T 5, Zhbit,
XEONRFA—ZRBIWMEDOEY MIFE LD TRHIN TV D,
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4., FEFRLE (Common Linearization) (23 W\ CHRTRHEIZH VNSNS ICD-
11 OH 5 HMEIL., BREE SN bDIZR 55, ICD-11 TiE, T
ROFFIEEIEL, ICD-10 O 3 XF (Fkm 4 XF) 21— N EREED L~ THE
SEND, BEARIZE > TEERSMEEOEBMLFEMEREY ., BERBEEIC
BOWTXELHWCa—FT 4752 LN TEDL, 2L, ZhEEESR
WA T20D O TIEARU,

a. ICD-10 @ 3 LFE LV~ IHHETAHHTRB L ORERIER (F4o0H5

ICD-11 D=2 —F ¢ 22"« L~ ) 1%, MR THE =T o AD
FELBRWIRY , BRiEE I3,

B50 Z\iEv~ 7 U 7 (Plasmodium falciparum malaria)  (ICD-10)

7P5 EEE~ 7 U 7 (Plasmodium falciparum malaria (ICD-11)

b. ICD-10 @ 4 LR V-~V E 7213 F N EICHYS T D RABKIER (F2Ph

BICD-11 D= —5 7 22« L~UL 2 BIOREMBESROD EE 1.
MR THENRT T U AREELRWEY ., £ LTEEBE SN
5 (UTFTOREDT A MIBERESSNLDS) |

G00.0 1 > 7z U HEMEREEES (Haemophilus meningitis)  (ICD-10)

BC5.141 A & 7 )V P & 5 MEMEREEAK  (Bacterial meningitis due to

Haemophilus influenza) (ICD-11)

5. BRIES EFREEOEERTT-DIZ, [HEE# (shoreline) | L5 A
EERAWD, (ERAICE L, BaTEA IS R L, BREAILEE TR
9, ) TRTCEFREE T HLERD HEHEa—F (Stem Code) DRI
OWTIE, UT2ZE LERRARO—EESLETHD ¢

a.

o oo T

PeeD a— K (BEIZFBT RO/ [ Mortality Linearization] T
N HE
BEZEH=ET R
—EMHICET A HEENB LU b u v—aHHI
a—7 4 v T OERME
B DEFEDRRIRAL (linearization) DOREEREEIZRIT HHE
B R

1. ERARHY

. AREER

COMMON LINEARIZATION D 7= OFRE—ICD-11 [GHREZRDOE 8

—204—



6.

7.

10.

BEEICERAINOEERICD-I0 DT I —% L Ea— LR, DTob
DNBREINTZ
a. ICD-11 ® 4 XFa— K (#2225 7=V —)
> fEEIET-R—EHR (SHORT Mortality List)
b. —#$® ICD-115 XFa—F (#6353 7= —)
> BTREHZRRIE (Mortality Tabulation
Linearization)
c. TRTHOEHa— K (Stem Code) (#715,000 % 7 =1 —)
> L@ IR{E (common linearization)

Hi@#IRt (common linearization) 1%, BHFEE ST (multiple cause of
death analysis) NFIEEL 725 X 9 REEMEICRE D £ CHE SN R Z =2 —
T a7 L, HARAEEE (WHO) IZX > THEI L LBV ICRER

(underlying causes of death) DOHHIE 7 ILBIRZEH T 572 DITFEHTE
D

—EDIREEIL, FAANZ, HDVIIREBNIERIESNTZHBER L, 2
DEZLBFMCE L SESNDARENEDR H 5, ICD-11 Tk, ZD X575
&, BEET OB 7 & T3 7R (parenting) | LR, BHD U v
JBFET 2HE1E. Ihie [EEE 7Rt (multiple parenting) | &
FES, L2aL, MEHIREO B T—FHOROAPANWLN LI HE. Ziud

FRR{EE (Linearization Parent) | & L THEHI LN TS, FEHREN

(entity) 25 E T THRFEMRILIND7ZNT, #KRILB (linearization
parent) @2 — NGRS S5, #IR1EE (linearization parent) [,
Z DOfIRAL (linearization) @ [FEZE7/2# (primary parent) | THAH LE X
HIENTE B,

— %Iz, FERFHE IR (primary parenthood) %, HFABIZERILENS,
L7228 T, FBEE (Infectious Diseases) & #Hi4EH (Neoplasms) @ 2 DDE
MNEM (primacy) #5265, TRXNTOREELSIOHEDIL. T b
BEOENEELRE L S, FERIZ, SMA (External Causes) (26 &L

(primacy) 526N TND, X—FEEIZBIT5 L E2—DERKRE T,
TOMDET A b Tl AT, BEEF (Developmental Anomalies) . K
43W (Endocrine) | F7-213@& %A (Immune disorders) & 7=, FEEICZ
DEIIRIREEEL 2D,

F@EsRIl (Common Linearization) (Z331F 5 ICD-11 OFERIFES L. Ko
— K (STEM CODES) (ZX - CHERLFBELET LB E LTV,
BABRREZBANE LT, BEBAIEICLY ICD-11 SEERDIRILWRERE
CHMEEATZbD LD, FRIFE SN E B —F (STEM CODES) i,
EREES SN 5B = — F (EXTENSION CODES) & L LifERHTE % (=
NOITTARTXEICEEDONTWD) , 2L, §RTOTELEa—F
(EXTENSION CODES) Z{EE D EEH = — K (STEM CODES) & #HAigbtH T
Wb Tidzevy, E#o— R (stemcode) ICEATEX AHLEa— N, 8

COMMON LINEARIZATION D 7= DIFERE—ICD-11 (G EF D= 9
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F[#& (SANCTIONING TABLES) [ZFEMIICFLR & TW\ 5, FRAE
(Sanctioning tables) (%, BHE 9 25 A& WM 2 2 10240 F 7T EE
(Applicable) . #ZH (Required) F7=13i# A7 (Non-applicable) & ¥|7E

9%, F7z, F8A[FE (sanctioning tables) (ZX& > T, FHEAEL AW THE

RENDLAEENDH DV FIHEES SN TV AELBEESN, ZhitkoT

a— P TEMER 2 — MRS, BEEAEIIT 22 L TE D,

a. WU)7eF A& (sanctioning tables) % W HEFEEIEIL, DLTICHE
HATE5:
i. FL@EHIR{E (Common Linearization) —WHO ICD-11 55 1 %
ii. FEORBELHIRIL (National Morbidity Linearizations) —
WHO ICD-11 D % 8 2 CTILIR & 15 E R OfRkAL
(linearizations) . (LITF D12 &=MF)
iii. ®ERERIRIL (Specialty Linearizations) (L F 11 #E48)

1L FHES TEXRWVD, FEEHRN LT X CTHERIRIL (Common
Linearization) (25 LN RWEBENL (Entities) (%, 5l&ficx, K3lb &
WA EFE (inclusionterm) & L TERIND, T2, ZIL6 DOEEEN
(entities) 3. HERIRRIL (Specialty Linearizations) % 7= 134 E O # Rk
(National Linearization) (ZBW T, FETHHEAIL. £ a— R (stem
codes) LT HZ L HLAHETH D,

12. FE DO RABRGIRIL (National Morbidity Linearizations) : & [E\Z X % ICD
DEERIZH 7> T, WHO OEEAREERFIRI (International Morbidity
Linearization) MOILFIEH TR INTWBD L EIZFEMARD HILD EE X B
B ZDOZ &ML, WEIZ, ICD-10AM (A=A +F V7)) | CM (T AU A) |
GM (FAY) . CA (BT &) Lo -ERDtkET (National Modifications)
Lo TR SN TV 5, ICD-11 DFEBFEEIEIL, T 9 LIFEMOILE A 7]
BRI 52— F T, EEEMREELHIRT D,

a. ZEORABZRLIRI (National Morbidity Linearizations) Z#:{7¢ 5 &
EEFLETDHEIT, BITOLDOITA LU ARMFEEINS, THITIE,
ZEORERLIRIL (National Morbidity Linearization) BAZE3E 23BN
THH %29 X THE Az R—%2 b (Foundation Component) (Z:EA1L
T, oz EDXIICHFERMTNED, BRI TRENE
AOLPIZT DI ENMETHD, WHO IE, FDEBEE Y — /L2 R
LTW<, ICD-11 B X WVICD-10 D& EEEFRIEE (National Clinical
Modifications) M DOZEEMEMEITIZ L >C, WHO @ ICD-11 &, FED
TERZMRIL (national morbidity linearizations) & D—E & FEzR9 5,

b. S F I FEREEORBABRGIRIL (national morbidity linearizations) [H
DFRIEMEIL, ICD-11 DER - FfR{b= R —=2 & (Foundation-
Linearization Components) &Il > THEREINLITHAH LE X
BRTVD, 2oL IICLT, FEORESREIR{L (National
Morbidity Linearizations) (2 & 2B EMIEH O —HI, EFEH

COMMON LINEARIZATION D 7= D ERE—|CD-11 [GRES D E 10
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TEBELRIL (International Morbidity Linearization) DRFGRITLEIZ
7
| X

MoEEZOID,

13. B BBk (Specialty Linearizations) : 8RERICIT. UIE Lidd@sik
{t, (Common Linearization) %z 7= X LRA2BEINVNELRBEEND
%, HEEREIRAL (Specialty Linearizations)  (L(F7/d [#:8E i (Specialty
Adaptation) J EFEIZFL T E) ZERMLT DT 2 2OFERH D -

a. TBEEHRIM (Morbidity Linearization) DX H7254k8EE LT (2 &
ZIE, BEIZIE, #FEF (Neurology) DiEIGTICD 22— RIZE 5 ITHT
ZEIMLUTIE L b ORNMER SN TR Y | #F#E4£ (Mental
Health) ., [IfF#E4 (Oral Health) 7¢ EWZEBWTHEIRRDZ O DR
BRBESHMTOILTWE) , ZOftod ICD-11 DOEFER#ERAL (Specialty
Linearizations) & LTCi&, UTDO X RbDNRH D : FEF

(Dermatology). HRF} (Ophthalmology) . 44K > 45817 BT 5 #EEE

(Reproductive Health) — (WS/R4FE#S + 4IEEF[GURM)), (5it/ESF

(Traditional Medicine), A 755k M7 (External Causes and Injury),
# LB (Rare Diseases) 72 Y, HEARIS L OMZHE (Sleep and Pain) |2
30 B ORFERARIN L (Specialty Linearizations) 7233 2 FJREMEN H V) |
TOMIZHEFE S NDFREEDLH 5,

b. ICD-11 DHFFEARIR{L (Research Linearizations) —Z 31 5 OFRRIKIL,
AR R—32 b (Foundation Component) 7> 5 H7-IZEREIER &
Nic, ZblTUIXLIEsEBEREE TR, ka2 T~T, =
DX O RGE . BEEIRE (Specialty Linearizations) %, #49 L &3k
BHRAE (common linearization tree) OV —% 1R E L OREAR
#fR{k (Mortality and Morbidity Linearizations) &3#&LFET, oL A,
ICD MOLERDFETIN—T2EBRETDEEZOND, FREMEN
iz 5 L5z, EARE (Foundation Layer) (ZX-> T, ZHHD/N—
Varo—ERKLND,

WTHNOERIZBN TS, FFERBIRIE (Specialty Linearizations) (Z31) %1E
IR 72BN (entities) 1F, EEEE /2 ICD-11 & 5ERAEBRMEMN T
TR oT, T OREMEZ BN E LTS Z BT 2 2 L 2/ EEIZT D
AAlFE R Z R/,

14.Fl UBES 2B O FIETERT Z L 28T 572, 387[%# (sanctioning
tables) ZAERL L. ZHUC X o CIEFEZREBHEAL (entity) DOBIREZIEET 5,
IO ORAARANT, HPNILEHIRIE (Common Linearization) D72#1Z
RESINTZHDTHoTD, FFERFRIR({E (Specialty Linearizations) (Z % 3@
S5,

COMMON LINEARIZATION D72 D{ERE—ICD-11 [GHEFDE 11
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15. 3@ #RE (Common Linearization) ([ZBEIEClX7an& 5%2_ b5 BME 7R
3 fé&liﬁﬁ X, BERBRIRIL (Specialty Linearizations) (ZBWCRTRETH
o TRTOFEML S TR (Specialty Llnearlzatlons) DFIZDW
“C\ H3E LR (Common Linearization) ([ZENEET S, 20O K 95 72800
FF A Y —%, ICD-11 DOEFRAI BRI (International Morbidity
Linearization) OBSHET A@EATIZHBWNT, AEEBLIOKRGIHEE &4
N5,

16.1CD 11 OBEBER AT I —

a. HHEBRRAGIT. 2 DDOEAL—ITHE I VERD D
FDN T T Y — ]I G HEAY (Mutually Exclusive) TR 4741270 6

i
o TN T ZY —(I#IEIC Lo THFHERT (ointly Exhaustive) & 7256
(LR 67000

b. 2B D= VZHE D I, SERIRIEOZE 7 A L MTZ 2 DDFRR
BT A —2EOLNENDD
o LD FRIZFZEFATHRNDD
o FENIHATHRNDLD

c. ICD DFEK=— FIZiE, TERNOUTO 2 BEPDH D -
* 8- 20 (TEESHS) (Other (specified))

(EEO9IZ 1%, I \ﬁé%éf‘w[NotElsewhere Classified: NEC]
ENTIEATE)

*.9 - MR (Unspecified)
(BEBEAGIZ 13, MICHEE &4 720 [Not Otherwise Specified: NOS ]
ENVEIFIAE)

ICD-11 OFRRIL (Linearizations) [Z2BWTH, 26 OHA%E .
ICD-11 $RIR1L (Linearizations) ==— T\ AW LI TR TlER T
HIEMDRBEINTND
FOMIZEEE SIS (Other Specified) DK T XF *Y
BHRE] (Unspecified) DT XF  *Z

OHANT, EFRICHEBTE DL ZBHNE LTHWD,

ICD-11 ®FEAR =2 7R—% >  (Foundation Component) D4, 4 ICD-11
BT AV IR EOEA DANR—RAL—ER DD, BRIT I —

COMMON LINEARIZATION D 7= DERE—ICD-11 [GHREFDE 12
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HEA =z 7"—x> b (Foundation Component) ZIZFAE L2V, Zhblida
YEa—F c TAIY XA Lo THEIZER SRS,

24 B EHERICHEITEARE—FETa1—IL1
EOBRELURBOBE

ZOFREL GREFZFORBEERESCHKZEOERLEDDI &, £, £
LREFH - EEMICERIND Z LR EE L LTER SN, KETEH, F0H
TR (EVa2— 1) I2B80WT, FE, AR, &EH, BLUZFoMittRE&ET—
ENCAHWON TV S EHRFEEZICEFEZFOEELL O —IZEER LT
%, SEEEZ., TE., BABLIOBEOESEICESL ., A sh-. BRE
FILBT D —EOKR—FEEB IO 2R LT 5,

REIT2FIZHNILTWD, FB1E T, GREFRCBITERE ISO®I g
WL TW5

BREFICBIT SRR (TM)
DiEREEE (Heart system disorders) (TM)
iti&fEZE (Lung system disorders) (TM)
fefigi- A& ZE (spleen system disorders) (TM)
FFigi-AE®E (Liver system disorders) (TM)
FhgRfEZE (Kidney system disorders) (TM)
fM>AREZ  (Brain system disorders) (TM)
ik L OMEEIREZE  (Mental and emotional disorders) (TM)
iR, B, B L OWEMEREE (Eye, ear, nose and throat system disorders)
(TM)
9. ‘B. BIEIR X OWIWREE (Bone, joint and muscle system disorders) (TM)
10. FZJER L USKEMEAEZE  (Skin and mucosa system disorders) (TM)
11. K. MBLOK (B OEE (Qi blood and fluid disorders) (TM)
12. #ME9% (External contraction disorders) (TM)
13. ZMEAFEZSREZE (Female reproductive system disorders) (TM) (HE%
&ie)
a. H#&BEREE (Menstruation associated disorders) (TM)
b. #FIRESEREE (Pregnancy associated disorders) (TM)
c. PFEMERAEMEE (Puerperium associated disorders) (TM)
d. TOMOEVEATEREREEEE (Other female reproductive system
associated disorders) (TM)
14. /NEEB L OE D ELBEREZE  (Childhood and adolescence associated
disorders) (TM)
15. HHFEOKEEREE (Certain specified disorders) (TM)

0NN
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F2ETIL, BRERICIRBITANZ =2 100 a AZSELTNS |

BREZICBIT S 3% — (TM)
1. FPERICED < "% — 2 (Principle-based patterns) (TM)
2. NERERLEESE D X% — > (Body constituents patterns) (TM)
a. KD/ F—> (Qipatterns) (TM)
b. M /3%—> (Blood pattern) (TM)
c. K (HH®) ©s8%—> (Fluid patterns) (TM)
d. ¥, 3%—> (Essence patterns) (TM)
3. #+B%/3%—> (Organ system patterns) (TM)
a. iR Y% —> (Liver patterns) (TM)
b. Ll&R/34 — > (Heart patterns) (TM)
c. R/ X% —> (Spleen patterns) (TM)
d. iz 3% —> (Lung patterns) (TM)
e. Bk Y% — > (Kidney patterns) (TM)
4, BRIFEK D% — 2 (Environmental factor patterns) (TM)
5. D& —> (Meridian patterns) (TM)
a. IEf&D/3%—> (Main meridian patterns)
b. #F#&D /X% — > (Extrameridian patterns)
6. NIRALD N F— (Six stage Patterns) (TM)

a. KGR D/3% — > (Early yang stage patterns) (TM)
DGR D35 — > (Middle yang stage patterns) (TM)
BHEAJRE 0O 23 &% — >~ (Late yang stage patterns) (TM)
KI&FEE D% — > (Early yin stage patterns) (TM)
DR D N5 — (Middle yin stage patterns) (TM)
FREFRII D /3% —> (Late yin stage patterns) (TM)

7. ZERAMO/NZ—2 (TM)

a. EfEmd/3%— (Upper energizer stage patterns) (TM)

b. FED/I%— (Middle energizer stage patterns) (TM)

c. THEO/Z— (Lower energizer patterns) (TM)

d. IREFED/ X% — 2 (Mixed energizer patterns) (TM)

8. 4fFED/NNZ— (TM)

a. f#5EED /3% — (Defense phase patterns) (TM)

b. KAFED /¥ —> (Qiphase patterns) (TM)

c. BAEED /3% —> (Nutrient phase patterns) (TM)

d. IM5EED /X% — > (Blood phase patterns) (TM)

9. DR /{4 — > Four constitution medicine patterns (TM)

a. KFBABLD/ X% — > (Large yang type patterns) (TM)

b. DIBEANTLD & —2 (Small yang type patterns) (TM)

c. KBEABLD/ % —> (Largeyin type patterns) (TM)

d. V»REAEIO/ % — 2 (Smallyin type patterns) (TM)
10. 415,34 —> (Formula-Patterns) (TM)

™R oa0 T
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Pattern classification is very unique in traditional medicine. Kampo medical patterns have transformed over time during Japan’s
history. In the 17th to 18th centuries, Japanese doctors advocated elimination of the Ming medical theory and followed the basic
concepts put forth by Shang Han Lun and Jin Gui Yao Lue in the later Han dynasty (25-220 AD). The physician Todo Yoshimasu
(1702-1773) emphasized that an appropriate treatment could be administered if a set of patterns could be identified. This principle
is still referred to as “matching of pattern and formula” and is the basic concept underlying Kampo medicine today. In 1868, the
Meiji restoration occurred, and the new government changed its policies to follow that of the European countries, adopting only
Western medicine. Physicians trained in Western medicine played an important role in the revival of Kampo medicine, modernizing
Kampo patterns to avoid confusion with Western biomedical terminology. In order to understand the Japanese version of traditional
disorders and patterns, background information on the history of Kampo and its role in the current health care system in Japan is

important. In this paper we overviewed the formation of Kampo patterns.

1. Introduction

The globalization of health care has not left traditional
medicine behind. The World Health Organization (WHO)
took the initiative for globalization of traditional medicine
by founding the Division of Traditional Medicine in 1972 [1].
In 1978, the Alma-Ata Declaration on Primary Health Care
called on countries and governments to include the practice
of traditional medicine in their primary health care approach
[2]. Thirty years later, traditional medicine is widely available,
affordable, and commonly used in many parts of the world.

WHO is presently updating its International Classifica-
tion of Diseases from the 10th (ICD-10) to 11th edition (ICD-
11) [3, 4] and plans to incorporate traditional medicine into
this new version. International experts from China, Korea,
Japan, Australia, the US, and the EU are involved in this
project. The ICD-11 alpha version was released in 2011, and
the beta version was released in May 2012, with a version also
available on the web [5].

The ICD-11 beta version contains 2 sections on traditional
medicine: “traditional disorders” and “patterns” (zheng in

Chinese). China and Korea referred to their own national
standards to develop these sections. China used the 1995 clas-
sification and codes of traditional disorders and patterns of
traditional Chinese medicine (GB95) as a national standard.
The third edition of the Korean Classification of Diseases
of Oriental Medicine (KCDOM3) was incorporated into the
Korean modification of ICD-10 (KCD-6) in 2010. KCD-6
was groundbreaking because it was the first publication in
which Western biomedicine and traditional medicine shared
a common platform in terms of medical statistics.

For Japan’s contribution to this edition, the Committee
for Terminology and Classification of the Japan Society for
Oriental Medicine (JSOM) was responsible for organizing
the section on Kampo classification. Kampo covers a wide
variety of traditional Japanese medicine including acupunc-
ture and moxibustion, existing before Western medicine was
introduced to Japan. In contrast to China and Korea, Japan
did not have national standards for reference. To understand
the Japanese version of traditional disorders and patterns,
background information on the history of Kampo and its role
in the current health care system in Japan is important.
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2. History of Kampo Medicine

Medicines were brought from ancient China to Japan via the
Korean peninsula in the 5th or 6th century. While Japanese
medicine originally followed the ways of ancient Chinese
medicine, Japan adopted Chinese knowledge to suit its own
climate and race [6]. Also because not all materials were avail-
able, Japan replaced the material to the Japanese herbs and
minerals. The first Japanese medical book, “Daidoruijuho,”
was a collection of Japanese traditional therapies written in
808.

Further modifications of Japanese traditional medicine
occurred during the Edo period (1603-1867) [7, 8]. The
medicine of Ming-China was introduced at the beginning
of this period and spread widely (Gosei school). During
this time, Japanese doctors advocated the elimination of
Ming Chinese medicine, instead following the basic con-
cepts of Shang Han Lun and Jin Gui Yao Lue introduced
during the later Han dynasty (25-220 AD). The physician
Todo Yoshimasu promoted his perspective on these classic
texts and rejected the theory developed later in China. His
approach emphasized that an appropriate treatment could be
administered if a set pattern could be identified, a practice
still referred to today as “matching of pattern and formula”
(Koho school). Later in the Edo period, another school which
integrated both Koho style and Gosei style occurred (Setchu
school).

Among these three schools, Koho school influenced most
the current Kampo practice in Japan.

In the 18th century, European medicine was introduced
in Japan. Modern anatomy was first studied in 1754 by
Toyo Yamawaki, a famous Kampo doctor who had acquired
an anatomy book from Europe. Toyo Yamawaki respected
Yoshimasu, who also knew European medicine. Yoshimasu
may have tried to reform Kampo medicine to harmonize it
with European medicine.

This trend was followed by other doctors like Seishu
Hanaoka (1761-1835), who performed the first surgery with
general anesthesia in 1804. This event occurred 42 years
before William T. G. Morton successfully performed surgery
using ether as a general anesthetic. Hanaoka combined
Kampo and European medicines, using Kampo mainly for
internal medicine and European medicine for surgery.

The Meiji restoration occurred in 1868, and the new
government decided to modernize Japan introducing Euro-
pean culture including medicine. With the passing of the
1874 Medical Care Law, the German model was adopted
as the national health care system, and all Kampo-related
systematic education was stopped. Kampo practitioners were
no longer recognized as official medical professionals; for
those interested in becoming physicians, the only option
available was to study Western medicine and pass a national
examination. Thereafter, the practice of Kampo drastically
declined.

After difficult years, physicians like Kyushin Yumoto
(1876-1941), Keisetsu Otsuka (1900-1980), and Domei
Yakazu (1905-2002) played a key role in reviving Kampo
medicine. For Kampo medicine to survive, these physicians
had to transform it into a more practical form that the new
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generation of physicians would also find useful. The modern
form of Kampo medicine lost much of its theoretical origin,
and emphasis was now being placed on proper prescription
of Kampo formulas for treating symptoms. These changes
made Kampo conceptually easier to understand for the
new generation of physicians trained only with Western
medicine. Moreover, the “matching of pattern and formula”
methodology made the clinical use of Kampo a more
appealing form of treatment.

The result of these efforts was that, by 1967, the first
4 Kampo formulas were approved by the government for
coverage under the national insurance system.

3. Current Status of Kampo Medicine in Japan

Recent research shows that about 90% of physicians in Japan
use Kampo medicines in daily practice, even for cancer
patients [9-11]. For women’s health, nearly 100% of Japanese
obstetrics/gynecology doctors use Kampo medicine [12-
14]. Physicians even use Kampo medicine in the university
hospital along with high-tech techniques such as organ trans-
plantation or robotic surgery. Physicians often use Kampo
medicines along with chemotherapy or radiation therapy
for cancer patients. These examples show the magnificent
integration of modern Western biomedicine and traditional
medicine [15, 16].

Kampo medicine has government-regulated prescription
drugs, and now 148 formulas are listed on the Japanese
Insurance Program. Kampo practitioners can also use decoc-
tions, selecting several herbs among 243 types covered by the
insurance system [17]. In 2001, the Ministry of Education,
Culture, Sports, Science and Technology decided to incorpo-
rate Kampo medical education into the core curriculum of
medical schools. There are 80 medical schools in Japan, all of
which now provide Kampo medical education.

4. How the “Kampo Medical Classification”
Developed Recently in Japan

The Japan Society for Oriental Medicine (JSOM) was
founded in 1950 and is the largest academic association for
Kampo medicine. The JSOM Committee for Terminology
and Classification decided not to use traditional names for
disorders in Kampo classification because many of them
overlap with Western biomedical terms. Traditional names
for disorders are primarily symptoms, such as “headache”
or “watery diarrhea” In contrast, in Western medicine,
disease names are based on pathological causes, such as
cholera or malaria. Since these diseases have existed for a
long time, traditional medicine recognizes these diseases.
However, the pathologies of these diseases were unknown
when the names were given and so are not reflected in
the disease names in traditional medicine. Therefore, it is
difficult to map traditional disorder names and biomed-
ical disease names. Sometimes, symptomatic traditional
names for disorders are broad and can be mapped to
multiple biomedical disease names. Because the restoration
of Kampo medicine in Japan was led by physicians, Western
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biomedical terms were often used instead of the traditional
Kampo terms to avoid confusion.

Organ system patterns are very important in medicine
in China and Korea. However, Kampo experts in the Meiji
(1868-1912), Taisho (1912-1925), and Showa (1926-1989) eras
chose not to use organ systems to avoid overlap with biomed-
ical terms. As a result, Kampo medicine is sometimes criti-
cized because of the relative lack of terms to describe patients’
conditions. The pathogenesis rather than host reaction is
most important in Western biomedicine. In contrast, the
host’s reaction to the pathogen is the most important factor
in traditional medicine. In this regard, Kampo medicine has
been developed in harmony with Western biomedicine.

5. Kampo Medicine Patterns

Kampo patterns were reconstructed logically according to
the ICD principles, which are both jointly exhaustive and
mutually exclusive. Several parameters are used for deter-
mining Kampo patterns: yin-yang, deficiency-excess, cold-
heat, 6 stages of acute febrile diseases, and gi-blood-fluid [18].
Of these, yin-yang, deficiency-excess, cold-heat, and interior-
exterjor belong to the 8 principles used in Chinese medicine.
In China, each component is used in combination with the
others to define the pattern, such as “liver yin deficiency
pattern,” and is not usually used independently. Among 8
principles, yin-yang is a polysemic word. Sometimes it is used
for the sensible temperature in Japan. Under international
harmonization, yin-yang is usually a high-level concept of
deficiency-excess, cold-heat, and interior-exterior. To avoid
confusion, we decided not to use yin-yang for the sensible
temperature.

Kampo patterns are determined for all patients according
to the flow charts shown in Table1 and Figure 1. Patient
conditions are divided into 2 groups: acute febrile infectious
conditions and chronic conditions (Figurel). A 6-stage
pattern, based on Shang Han Lun, is used for describing
acute febrile infectious diseases like influenza. Qi-blood-fluid
patterns are mainly used for describing chronic diseases.

One issue raised regarding Kampo patterns concerns
the “between deficiency and excess” pattern. The deficiency
and excess pattern is usually based on the strength of the
pathogen. However, in Japan, deficiency and excess patterns
are primarily based on the patient’s condition. The ancient
textbook of Huangdi Neijing (Former Han dynasty; 220
AD to 8 AD) explains that “when the foreign pathogen
is strong, it is called as excess, and when body energy is
weakened, it is called as deficiency” The problem with this
statement is that deficiency is defined by the strength of
foreign pathogens, and deficiency is defined by the energy
of the host. Many traditional medical terms are polysemic,
mainly due to their long history. However, the deficiency-
excess terms are originally polysemic; this has created much
confusion.

In Japan, deficiency-excess was originally determined by
the strength of the foreign pathogen in the case of acute febrile
infectious diseases and by the strength of the body energy in
the case of chronic diseases. Additionally, Kampo medicine

Combination of
(1) deficiency and excess patterns
(2) cold and heat patterns

(Table 1)

Acute febrile infection Chronic health condition

Six-stage patterns

(Shang Han Lun) Body constituent patterns
Early Yang stage Qi deficiency pattern

Middle Yang stage Qi stagnation pattern
Late Yang stage Qi counterflow pattern
Early Yin stage Blood deficiency pattern

Middle Yin stage Blood stasis pattern

Late Yin stage Fluid disturbance pattern

F1GURE 1: Diagnostic flow used in Kampo medicine. All patients are
assigned a specific category as described in Table 1 and then divided
into 2 groups according to whether they have acute febrile infectious
disease or chronic disease. For acute febrile disease, the 6 stages of
Shang Han Lun are very important. For chronic diseases, the host
body constituent patterns are very important.

was used extensively for acute febrile infectious diseases
before antibiotics were developed, where the strength of the
foreign pathogen was very important. Since the development
of antibiotics, Kampo medicine has been used more often for
chronic diseases, in which the strength of the body energy is
more important. In the modern version of Kampo, the host
condition is assigned a high value, while the foreign pathogen
is addressed by Western biomedicine. Therefore, the host
energy is of greater importance. The need thus arose for the
option to designate the body energy level as “neutral” rather
than just “deficient” or “excessive” This issue was raised by
Tokaku Wada (1743-1803), a physician in the Edo period [19].
His clinical wisdom was described in “Dosui Sagen” which
was published in 1805. In this book, “between deficiency
and excess” was described in the type of edema. This idea
is thought to have influenced Kazuo Tatsuno (1905-1976)
[20, 21] and other physicians in the Showa era. For example,
a patient with impaired glucose tolerance appears normal
according to the older Kampo designations, even though
Kampo medicine is indicated for this condition. In such
cases, the “neutral” designation enables acknowledgment of
a condition that lies between deficiency and excess.

6. Formula Pattern

The formula pattern is also very unique in Kampo medicine.
While traditional Chinese medicine (TCM) prescriptions
are individualized at the herbal level, Kampo medicine is
individualized at the formula level. This practice may have
started during the Edo period, as usage of different amounts
of herbs was described in a book by Kaibara in 1712 [22].
According to this book, the amount of each herb used in
Japan was 1/5 to 1/3 that used in China. Kajbara explained
that one of the reasons for this practice was the difficulty in
importing herbs from China. Even though alternative herbs
available in Japan were used, some had to be imported from
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TaBLE 1: Combinations of deficiency-excess and cold-heat patterns.

Components Cold Heat Between cold and heat Tangled cold and heat
Deficiency Cold, deficiency Heat, deficiency getw.een cold and heat, Tang}ed cold and heat,
eficiency deficiency

Excess Cold, excess Heat, excess

Between cold and heat, excess Tangled cold and heat, excess

Cold, between
deficiency and
excess

Between deficiency

and excess excess

Heat, between deficiency and

Between cold and heat, Tangled cold and heat,
between deficiency and excess between deficiency and excess

Regardless of acute or chronic health conditions, all patients are classified into 1 of these 12 combinations. Very limited combinations are used for acute diseases.
Between deficiency and excess; neutral in “deficiency and excess”; between cold and heat; neutral in “cold and heat”; tangled cold and heat; mixture “cold and

heat,” for example, cold foot and hot flush on face.

China. These differences in the amounts of herbs used are
still prevalent. This may explain why Kampo medicine is
individualized at the formula level. During the Edo period,
doctors carefully studied the roles of formulas and decided
the characteristics of each formula. This practice led to
Yoshimasu’s idea of “matching of pattern and formula”

Physicians continue to follow this principle today. Clin-
ical trials have been conducted using the same Kampo
formula used previously for a specific disease, determining
the appropriate Kampo formula based on host patterns.
“Matching of pattern and formula” has thus been shown to
be a sophisticated approach.

By 1967, the first 4 Kampo formulas were approved by
the government for coverage under the national insurance
system, and 148 are now listed.

The acceptance of Kampo formulas into the national
health insurance system marked the start of the exponential
growth of Japans market in Kampo medicines. Between
1976 and 1992, the sales of Kampo medicine grew more
than 10-fold in Japan (Japan Kampo Medicine Manufacturers
Association, 2007) [23].

With such a rapid increase in the number of Kampo drug
products sold, the government and pharmaceutical industry
needed to ensure that high standards were maintained. In
1987, the government established the Good Manufacturing
Practice (GMP) law to ensure safety in manufacturing pro-
cesses, including the production of Kampo formulas. The
stringent manufacturing process for Kampo medicine has
increased the legitimacy of this modality, as people can
now expect uniformity and high quality from the different
formulas. This facilitates “matching of pattern and formula,
because if the formulas are not stable, it is very difficult to
consistently match pattern to formula.

7. Future Challenges

Even though all 80 medical schools in Japan have incor-
porated Kampo medical courses into their curricula, the
number of such courses is very small compared to that
of Western biomedicine courses. Postgraduate and contin-
uous Kampo medical education have not been established.
Statistics indicate that Kampo formulas are used in daily
practice by 90% of physicians, which represents over 260,000
physicians. However, the number of Kampo experts certified
by the JSOM is only 2150. This great discrepancy means

that most physicians use Kampo formulas based on Western
biomedical disease diagnoses without deep consideration of
patterns. Further education is necessary for the users of
Kampo formulas.

Another concern for the future is the coding rule used for
the qi-blood-fluid pattern. Deficiency, excess, and between
deficiency and excess are mutually exclusive. Likewise, cold-
heat and the 6 stages are mutually exclusive in the same cat-
egory. However, several abnormalities in gi-blood-fluid may
exist in 1 patient. We conducted a small clinical trial without
establishing any coding rules. Some doctors provided only
1 code for the qi-blood-fluid pattern, while others provided
4 codes. For more accurate statistics, coding rules should be
developed and training in coding should be imparted.

In terms of international comparisons, Kampo patterns
are too simple compared to TCM and traditional Korean
medicine (TKM). Organ system patterns are particularly
lacking in Japan. However, in ICD-11, all the patterns will be
presented on the common platform of Western biomedicine.
Some organ system patterns can be linked to Western
biomedicine disease codes, even though they do not map one-
to-one. ICD 11 has terminology that is novel to ICD. This
allows ontology software precisely describe the content of
each term and links the different codes to each other. The next
stage of ICTM development will be field testing. We expect
that the international field test will allow for international
comparisons.

8. Conclusion

Kampo patterns are rather unique compared to Chinese or
Korean patterns. There are 2 explanations for this difference.
First, Kampo medicine was separated from the theory of the
Ming dynasty and then reestablished based on Shang Han
Lun theory during the Edo period. Second, Kampo medicine
is used in combination with Western biomedicine by licensed
doctors in Japan. Kampo terminology was redeveloped in
order to avoid confusion with Western biomedicine.
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