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“YEARIR (zhi wei bing)” in traditional Chinese medicine(TCM)
refers to preventing people from diseases by prior action or
disease prevention.

@gi“ AR AL T (&) £ BiHSH

Disease prevention in TCM was firstly described in “The

Yellow Emperor's Canon of Medicine (37 W% Huang Di Nei
Jing) ” compiled around 500 B.C., the earliest extant medical

classic in China. Since then Great progresses in the theory
and practice of preventing diseases have been achieved

“VBARR” RPEZHRE LB EREARTD
The theory and practice of disease prevention are the one of
Important components of TCM.
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More attention has been paid to disease prevention in
recent years in the field of TCM.
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Incorporating the principles and methods of Evidence—
based Medicine (EBM) into clinical studies and practice

of TCM will facilitate the improvements of health care.
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The essential implications of disease prevention
iIn TCM

ﬂﬁ@ﬁgiﬁiﬁai, Iﬂéﬂﬁﬁfﬁiﬁﬁr

Treatment in advance for an illness that has not yet occurred

WrgR=, SeliesT

Early treatment for a disease that is not yet apparent
EREE, RENRR
Treating a disease timely to keep from deterioration
EERR. BTEEX
Modulating and improving the entire function of human body
after a disease cured in order to keep from recurrence
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The basic concepts of disease preve

In modern medicine
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LR TP (Disease prevention) R3gEF%HE—a]
ek ERIA RIgERES R (Adverse health
outcome) , HIERFEFEM (Specified disease) -
BIRARA (Iliness condition) FIA B I RE4:
(Adverse clinical events) %, FEKRE. KB

FIARIrBORBUE S . AT HlfEt. FEEk
Jiis, CAARHIEBRFES A R RS = R A 5| Bl
BB R RAIEAL: B H ™ HAE R SRBiE
HE K. BK; BRELRENSSTRE,
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Diagnoses & treajtment Rehabilitation
under conventional

conditions
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Interventions in different phases in the development of a disease



— R B (Primary prevention)
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— PP (Secondary prevention)
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B B REFET 4 FARR T,  PARHIEBREES AR K& A&

- FEERRHIEIL T, S0 m iR R B & T K B T &
B, B0 5 R B RETE A BB R HLER T

=ZLWiP5 (Tertiary prevention)

- FEENRRIET, SREAEMHRE. FLLZELUEER
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i [/ T2 9.

B EPERER “BRE” SIREZER BRI AE
A X5 E .

In general, the conception and implication of “disease
prevention” in TCM are identical to those in modern

medicine.

HEZE “BAR” HFAMEET—. _ZWPHTFH. — =
ZWPI R NER B T5is LSS RN A T — R lERE
BT REWR; HEEE KRR,

Preventive intervention studies of TCM may need to focus on
primary and secondary prevention .
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B EPERER “BRE” SIREZER BRI AE
A X5 E .

In general, the conception and implication of “disease
prevention” in TCM are identical to those in modern

medicine.
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BT REWR; HEEE KRR,

Preventive intervention studies of TCM may need to focus on
primary and secondary prevention .
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General model of study in pri
prevention and its methodologl

ISsues
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General model

— RN B

General population

ST Study hypothesis

PRE: TP 1t

Preventive intervention
(Over a period of time)

—

REmJEAZF .
Other possible ‘&VI‘

factors ha jj‘ %

N

Hirfaka

R

Target risk population

B IR E

Definition, criteria and
measure

SK it

Implem]zntation

TS

Causal inference

Target clinical events
/disease

X~ itk R R

Definition, criteria and
measure
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Methodological issues



(1) EERRHIEIL: B HEER

Formulating a study hypothesis :

guestion and proposed answer, covering three
fundamental elements, i.e.

which preventive intervention may have what petential
efficacy or effectiveness for what kind of risk populatien.

WP R=AIT: Fe— BT IS R R R XU R
HREFSAEAT A RN ?

&3 ? Rationality?
o AR Be RERAFERFAXHER A e EE AE
#t<=4n4H Burden of of the adverse clinical event of
Interest

o VARG F AT BEF=E R The net benefits
probably produced by the preventive

Intervention under study

21



(2) B X ABERIHHSE 1dentification of the

risk population

+1). kX

I

N

2 Risk factors

o HARMBEEZE? Definition of risk

~ WRNMEBRABRETX—EE, MWAMERAZEI T A
) B e PR B BB XA BT AT R

o UNfTHAE E R AR How is the risk factor determined ?

— ENX. PadE. WE T EFNJ5¥E Definition and criteria, tools
Instruments and methods of measurement
— BREAR 5L HREZE single factor or multi-factor

—- Bt 5%EE (Both qualitative and quantitative
approaches) ;

22



@ 2) (BRI KRG Health risk assessment

o NMHABHINETATHE AT RER R ERERKF,
FEUE I I AR SR AT 58 & AR IR I PREFF B ER . RFAE
T R AT B 1 35 1
Predicting the nature and manifestation and estimating the
burden of adverse events which the risk population.may
experience over a period of time by assessing the current
health risk with valid tools.

REZGPEZHMAREEZNEREEE ¥H. TERINRR
ik TE (Screening test) 323 BATREAL B XK

It is necessary to integrate TCM with the knowledge of modern
medicine to make risk assessment sound.

LA RS TRBABEMME Valid of risk assessment tools and

assessment methods

23
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Traditional clinical risk assessment tools do not
accurately predict coronary atherosclerotic plague

burden
AJR 2009; 192:235-243

1 5 Wi 1 FE I 1
I FL 32 N R

1
i U Framengeham

*Third Report of the National
Cholesterol Education Program
(NCEP)Expert Panel on

Detection, Evaluation, and
Treatment of High Blood Cholesterol
in Adults

(Adult Treatment Panel III)

b B E 2% IEHR 2009, 1, 21, C4
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+ 3) Wi B R NBEFRER K
Criteria for deciding whether the risk population
should be recruited in a study

o KK, BHEHRERNEAR

Levels of risk, Priority on the high-risk population

0 Eﬁ%ﬁéiE‘ﬂﬁﬂi—fiﬁﬂﬁiﬁigﬂﬁﬂ?ﬁﬁﬁﬂiiﬁEI‘J)\'- il
The adverse events of interest may be of important
significance clinically with substantial burdens in
population.

° LIZ‘@L\T H| Hﬂ‘%ﬁ%ﬁ@, ~Hl:_f)_[/l\ A %‘ Other important factors

should also be considered

- THREHE R ] BB Ee A 24 Efficacy and Safety
- B - Cost—effectiveness
- SEFREI B 4T 1 Feasibility of implementation

27



( 3) o ﬁﬂﬁﬂ? 'ft:E‘(ﬂfﬁ% Defining the target

adverse clinical event for the risk population

< 1) HAEREH R E X definition of the the target
adverse clinical event
. REHAEANRERAF T RBEREGY, BIEER A UEEEE A
REPER. &/, Blaste. . Wt —TAREEE B
w2) BARIEERE: K% Criteria for the clinical event
to be selected

o WIHEFEBERIGKRE XMAEESIH; Clinical importance

and burden of suffering in population

o T-TIEHE W] BE M BE N 2241 Potential Efficacy and Safety of

the preventive intervention for clinical events

28



< 3) BWlwRSBEFRIMN & Measurements of the clinical
event

o FEJFIENRIE ——E X~ P WETLTHE Syndromes of
TCM
— EEME. AAEER R
— BB RNE T AN,

o THEERHEUE ARG IRIF. 455 Clinical evens,

outcomes in modern medicine system

— AAKIETR 2 Wrn e KoAE N2 BiR Fr T i

o ENWFEFF/EKTESR Subjective/”’soft” outcomes,

WEFRE. ZAXNR /I WABRRESER e.g., HRQOL, patient—
reported outcomes)

— MBI EERM G Validated instruments/scales and

unbiased measure

METERNERERTTEEN. 20
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’%Fﬁ Preventive intervention

< 1) —TR T — PP 7 30T T e DL 12 A R AR XU A
RAEDNHImREFGRILRBGER KA, HERBEBMHIK
/NI

For primary prevention, the intervention must have potential efficacy to
reduce occurrence rate of the clinical events in risk population or
postpone its happening. And

how good is the intervention in terms of efficacy and safety?

¢ 2) BT ERREIR ((ENZHRBRU) » T HiakEH
AR ML PR BOTRRY, DU T F T M i R
WEASHM, ByAERFEREMZ b
Determination of the preventive intervention must be based on scientific
principles and procedures.

30



< 3)IBH, P “RIWSBT” ABITHE K, AR TP
W/IRETE TATH. HeRGWTW, Gnstk. I,
Ak, #E) , LENFZEAHYTH, WCRESER.

For primary prevention, life-style modulation, behavioral
counseling, acupuncture, qigong~ taiji- herbal medications or
complex interventions can be considered as candidates.

D 4) E\Zﬁ:l:ﬁjj‘%\ f@%\ gﬁ.gx ﬁ%\ Hﬁﬁ&fﬁ%%mﬁ%o

Clearly defining the administration, dosage, frequency, and time-
length of the intervention.

+ 5) THUEIE R EKTT 5. @RFLAEFATHE. RN,
WL TR H FERR -5t

Taking account of subject’s compliance, feasibility of the
Intervention administration

31



< 6) NMA U HIT HUFE V5 I R
A sufficient period of time for follow-up

- BTR-ZTW, HABRREEL LB iR REARPERIR
. MTRERRE, FEEBRKRTHETIH.

- FEVHIRAE EES TRJIITERER
— BAnlmPREABOR B B AR AR

- R AR “SElREE” , ERERT UaNE TS,
m— R AR, BEAR. BEEAE. ETHfEy
NIV T
(REEEHR, XARY, H T EDTFH/FETRTER,

A UMERGREE R EARE, W3R T A B A MR
ARk, HERDRRTEEZBOAEK. D

— TPREHE AT BERRBERT R/
Time length for follow-up may mainly depend on

— Natural course from risk factors to the target clinical
events

— Risk level of the target population
— Efficacy magnitude of the intervention

32



(5) g (RGARE) AN
2, BOARANEE (FEPLR
%) W
Minimizing impact of biases (Systametic
errors) and chance (Radom errors) on the
study results

33
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_ BRTSBIA S, WALEERNE F R

o BEHLYTERIREE (Randomizedcontrolled trials, RCTs) ;

— DIAMEHBALLIIBENL A ER 5% (single—individual-based randomization)
— X B A R BB B 78 AT B P AR BE AL BC ¥ (Cluster randomization)

o HERWAFFT (Quasi—Experimental studies). ,#iE HIEREHLXT HE
% (Concurrent Non—RCTs)  ZET XK ARE B ¥ 1T
(I?jisl;-based allocation design) . BY[EI R FIBFF (Time,series
stuay) ;

o PAFI#FFE (Cohort studies) ;

o BEWTHE HE( Cross-sectional survey );

o HIRMEHFFT (Descriptive study) , BIFENRARFIHRE (Case

series reports) 5N E (Single case reports)

ZNEi A e SR - R KX )l S NE L EY; 3
itz 3 Y

o WHRHER

o BHEIEME

o T{THE 34
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AR N R
o MABTERERE, HKMHE;
o WEMTITHT, E&M%
- BB RN
o HEMIE
- TE
o FTHIH
o BE. BE. RNE;
o Z&NE;
o % H

HE BN RS R LT

III,

b
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SRR,
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i

Y

SRR MBFFTRIBTBL

8

2B E DT IR G RHEADIEIA
S B4ES ST

AL S RIS ST DI SR I G vt T

B

o 24 (Propensity score method) .

A JH AN E

IImII

H, M EARGETH TR B & A

J)9

4857 ( Regression-discontinuity analysis )

i&ffﬁﬁéﬁ% PRI SE B /1 PR T X

o T HEMT S LERMKE N S E
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(6) TR R I PEfE assessment in benefits

and harms of the intervention based on the
comparison with risk population without
Intervention

« 1) B RER

ERTFTMAFELR
— 45N R ZR Absolute risk reduction, ARR
— XX FE{RZR Relative risk reduction, RRR

— Biilk—#IREANFEANRERKEA R THAZ Number needed
to treat, NNT &KX 95% CI (F[fEX[E) ;

A R A SE R[]
ERTHARHE,

— BHHIEZERT ] Length of postponement of adverse events , 5§
— TRAEFH disease-free life expectancy

dmt

R/
%o 2

« 3) BEfFEEFREF Severity of the adverse event

ERTIARE IR RE A )™ B E 2 A BRI
» 4) JFRE A r4E Quality adjust life years, QALY 27
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- SR ERBAIKTH?

. a
A(
.

MAKYEAL Overall assessment
o FI| /B, %=

Bt SE Bl M ?

Are the likely intervention benefits worth the

potential harm?

o R H-BEE (Cost—effectiveness)

—IUEENNT QALYs K Tipy St 2 3%
BN W71 BRSE) BNBEAT PP
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Preventive Service the U.S. Population

Discuss daily aspirin use—imen 40+, wormen S50+

Childhood immmunizations

Bi oA

Smoking cessation advice and help to quit—adults

1]

Alcohol screaening and brief counsaeling—adults

Colorectal cancer screening—adults S0+
Hypeaertension screesning and treatment—adults 18+
Influenza iMmmunization—adults S04+

Vision screening—adults 65+

Alw s w |k |{wnwnun

Cervical cancer screamninmg—wormen
Cholesterol screening and treatment—rmen 25+, women 45+

Frneumococcal immunizations—adults 65+

EBreast cancer scresning—wormean <40+
Chlamwdia screening—sexually active wormen under 25
Discuss calcium supplamentation—wormen

Vision screening—preschool children

Folic acid chemoprophylaxis—women of childbearing age

bW bk WoR M| AN W|H AR WA

O bhesity screening—adults

Depraession screasning—adults
Hearing screening—adults 65+

Injury prevention counsaling—parents of children 0-4

W= oW WK WNLEWwW®N

1
2
3
2

Osteocporosis screening—worman 654+

Cholesterol screening—rmemn < 35 womean < 45 at high risk
Diakbetes screening—adults at risk

Diet counseling—adults at risk

- ek b
- ot o md

Tetanmnus-diphtheria booster—adults

MNotes:

Services with the same total score tied im the rankings:

10 = highest impact, most cost effective amona these evidence-basad preventive s=rvices
2 = lowest impract, least cost effective among these evidence-basad preventive sservices

This is a ranking of what doctors can do in their offices to prevent diseas= and promote health, not what
pecple can do im their personal lives, such as increasing exercise lewvels or eating a healthier diet.

G 1o wewewe. preventorgSnec o for complete imformation.
S the appendix to this report for more complete descriptions of all 25 services.

National Commission on Prevention Priorities
Preventive Care: 4 National Profile on Use, Disparities, and Health Benef#$s

2007




(7) G RHESFH SN

Making causal inference rational--
following the consented criteriascientifically

i¥

Intervention Subjects Adverse Clinical events

X — IR SKRERFERT 2 5 R HERR T H e BT Re AR ?

Can any alternative explanations be ruled out for this causal inference?

TR PPN L I;)
[ _

7 — ZABRFENERRZTMRERIERRNS R
Yes —— It favours this inference

B —— FTHEmAIIE 2R A
No —— This inference is in doubt.
41
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- IRRS RN S B A R T EMIE R
eI
XT R GLiRZ A R ;

» M ERTIEINE
et/ AR A FE AL R 22 O R M

- WERIGETH

« I ARk R A B BRI SR SR BR
The following approaches may facilitate to establish a
convincing causal inference
Sound study design,

Minimizing impact of biases and chance on the
study results

valid and reliable measurement,

Appropriate data analyses, and

Following the consented criteria scientifically to make
causal inference =
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Detecting early disegse by
screening tests
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%, ]

759% RN N A I piry

BRI SRR AT B E
--HURRE (Sensitivity)FH
(Prediction) BE/7;

PHAESE A O 2R

R

FLHIER R AL ( Screening

BUREIR I 8 Ak DA R 3 %

CFi l‘% Iéﬁ%ﬁl‘*ﬁ%%ﬁ%ﬁ?&ﬁ%

— 5 1H, EXRHER
JE'J{'%E% M CAccuracy)

e B (Specificity) & Fi]

14, ZOREREH 9“‘% EI'J—:

7R I SRR,

SEZ L

SRR O T RPN DUS A F LR R I:B‘BBE
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N BG40 ER

%5 ES AR AR

BRI

KR 7 R 75 R 2.

Py ) SR B T LLEREAR A
YR DR AT e 4e 2B R “Anas v ”
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(1) FFFRPE Study hypothesis

REH U AR TG &

5 (ARIEKREH) IR E KA E
R -
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(2) MRIFESNET A

& R A,

S E”

“GRIR” , “TALHE” YRz

N

LRI RUEE

AR BE. RMERHNEES

b B W7
o IR

X
o V{3

- |

’ﬂa%%

“p fae

RS

\

R PR AT BRI

E B[R] -5 7152 B9 IR/ AE I B2 3K
7 B RE XAPR S UER R 8 AR HERIEE

T B fB AR 1 22 8] ) 2257
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o KT b v B Jia 5%

- IR IRHEREA LR S SR A G
ERFRERIE T
B, SURBIH “H LA

o XT: PRIFEHME, [EMS, WKAESDBEZ ) H1H

Az, ZHMT, HRL, BEMKR. UHKER, KEE

%.
o BT

BRAIE, K&, BE, KEER, FEHEH ARG

EERERME, HXom, 0%, Ead,

L=

~J

BREARTE, ERPHERS, MEEERRKS .
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H 45 J& How to predict the adverse outcomes
which the risk population may suffer from
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Preventive clinical services must be evidence based

F I EEUE T A

It must be recognized that some practices and substances used by
rraditional medicine might be found to be unsafe and ineffective

enabling the twio systems to work r'ﬂ'&n v n:l" 51 J,n: by side. Thn: Wwes 1It]1 of
accumulated clinical experience and know 1&-.1_;_:: within traditional medicine
der-.er':&. to hn: '-?Il._l-.Jll._ W Ir J, ::.:._-_l aud COTII0 ; j e

e support of the scientific commmuuty and practiiiioners o
will be needed if traditional medicine is 1o be brought into mainstream health

SelrvVIiCces.
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Reduce CHD Risk:
Herbal or botanical dietary supplements

Evidence statement: | lespite widespread promotion
of several herbal or botanical dietary supplements
for prevention of CHD), a paucity of data exists on
product standardization, controlled clinical trials
for efficacy, and long-term safety and drug interac
tons. Clinical trial data are not available to sup
port the use of herbal and botanical supplements in

Recommendation: ATP III does not recommend use

Third Report of the National CholesterolEducation Program (NCEP) on Detection,
Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel IIl)
Final Report 61
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Tamiflu is the only drug for avian

Influenza. It is based on shikimic acid

which is abstracted from plant Illicium
Illicium lanceolalum lanceolalum, which is also one of ¢

traditionally used Chinese medicines.
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A successful example

In preventive study

--- a series of preventive
Interventions for stomach
cancer
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