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Abstract

When one person reports heat in the back and a deep chill in the hands at the same time, placing the

experience on a single “cold or heat” axis erases its most clinically informative features: distribution and

simultaneity. Replacing that experience with one thermographic image erases sensory coding, temporal delay,

adaptation, and context. This problem-led critical synthesis reads Korean-medicine cold–heat questionnaires;

Korean and Japanese work on cold hypersensitivity; thermosensory physiology; quantitative sensory testing;

vascular provocation; objective–subjective discordance in hot flushes; neuropathic burning; and the regional,

depth, and temporal distinctions preserved in the Donguibogam. Three recurrent reductions emerge: spatial

reduction of whole-body cold–heat into a sum score; temporal reduction of a fluctuating event to resting skin

temperature; and criterion circularity when groups defined by expert judgment or self-report are reclassified

using closely related questions or images. We propose a “local thermal field” that records, for location l and

time t, perceived quality and intensity P(l,t), skin temperature and its rate of change T(l,t), cold and warm

detection Q(l,t), perfusion and rewarming V(l,t), provoking and relieving context C(t), and functional effect

F(t). This is not a new diagnosis but a measurement grammar for separating competing explanations. The first

study should not train an AI to guess disease or test treatment effectiveness. It should combine cognitive

interviews, 14-day event-based body maps, ambient temperature, and standardized rest–provocation–recovery

observations to test repeatability, added information, and feasibility. The contribution of Korean-medicine

observation is not to replace biomedical measurement, but to preserve experiences in which different regions

move in different directions and to make any added prognostic, functional, or treatment-selection value

falsifiable.

Keywords: localized thermal sensation · spatiotemporal phenotype · cold hypersensitivity of hands and feet ·

thermoception · thermography · cold–heat pattern identification · critical synthesis

When cold and heat occur in the same person

“One side of my back feels as if it faces a fire, while my hands feel chilled from within.” Translating this

sentence into either a whole-body cold pattern or heat pattern deletes two facts: the location is not

simply the back but one side of it, and the heat and cold coexist within the same time window rather

than alternating. The clinically useful question is not which sensation is real, but how sensations in

different regions change together, in what sequence, and under which conditions.

“Chilled” may not mean merely cold. A patient may use it for cooling of the skin, cold felt deep in bone,

tingling, pain, numbness, or the sense of a draught passing through the limb. “Hot” may cross

objective warming, flushing, burning pain, itch, and oppressive heat. Words must not be converted

immediately into mechanisms, but neither should their sensory quality be discarded. This two-sided

boundary is the starting point of the study.

What kind of paper does this question require?

This is not a systematic review because it does not estimate the average effect of an intervention. Nor is

it a diagnostic paper that validates traditional categories such as heat on the back or cold extremities

as modern diseases. The prior question is whether current cold–heat language and measurement
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preserve localized, mixed complaints. Answering it requires a problem-led critical synthesis:

conceptual history, measurement construction, and counterexamples from distinct clinical states are

compared to derive observations that can separate explanations.

PubMed, PMC, KCI, J-STAGE, and the public Korean Institute of Oriental Medicine corpus were

searched on 13 August 2026. Sources were grouped into seven families: cold–heat questionnaires and

expert consensus; Korean and Japanese cold-hypersensitivity research; thermosensory physiology and

QST; vascular provocation and thermography; objective–subjective discordance; clinical

counterexamples involving focal burning or cold; and East Asian primary texts. Priority was given to

sources capable of changing a central claim, including studies that expose measurement failure or

narrow applicability. This is not a completed exhaustive review; search strings and inclusion decisions

are released in a separate ledger.

What is lost when cold–heat becomes one score

A shortened Korean-medicine cold–heat questionnaire reviewed domains including the whole body,

body parts, fluid preference, excretion, sensation, and emotion before compressing them into seven

items. In 1,759 retested participants, the correlation was 0.609; agreement with practitioner

classification was 74.5%, with kappa 0.487 [1] . The instrument matters because it provides a brief,

repeatable common language. Yet moderate agreement should be a starting point for asking what

different clinicians read differently, not an endpoint declaring cold–heat fully measured.

In a survey of 31 experts at university-affiliated Korean-medicine hospitals, 77.4% considered

subjective symptoms more important than instrumental findings, whereas only 32.2% and 35.5%

accepted proposed proximal–distal skin-temperature criteria for hands and feet [2] . This suggests not

that either subjective or objective measurement is wrong, but that they observe different targets.

Criterion circularity arises when a cold–heat category defined by symptoms is validated against closely

related questions or practitioner judgment. A whole-body score may be useful for screening and group

comparison, but it lacks coordinates for simultaneous heat in the back and cold in the hands.

A Korean nationwide survey measured cold sensation separately in the hands, feet, and abdomen; the

regions were highly correlated, yet 34.2% reported cold hypersensitivity in at least one site [3] . A 2026

scoping review identified 109 Korean and Japanese studies but still concluded that unified diagnostic

criteria were needed [4] . A large literature does not imply a stable construct. The next task is not

another yes-or-no classification of “cold hypersensitivity,” but an analysis of which distinct cold

experiences prior studies placed under the same name.

Did classical medicine treat cold–heat as a single axis?

The editorial architecture of the Donguibogam “Fire” chapter does not treat heat as one quantity.

Separate entries distinguish depth by palpation (手按辨熱深淺), regions associated with viscera (審臟腑

熱之部分), day from night (熱有晝夜之分), upper/middle/lower burner, and heat of the palms, soles, and
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chest (五心熱) [24] . This does not validate the physiology asserted in each entry. It does establish a

historical observational grammar that kept distribution, depth, and time distinct.

The “Heat on the Back” entry consists of one sentence—“背熱屬肺. 肺居上焦, 故熱應於背”—marked as

derived from the Yixue Rumen [25] . It does not diagnose lung disease or prescribe treatment for a

contemporary patient. It shows that heat on the back was an editorial unit placing a regional

observation within a visceral and upper-burner explanatory network. Rather than fixing it as a modern

independent disease, it is more productive to use it as a historical compression that prompts

questions: is the back objectively warmer; is the sensation unilateral; is it cutaneous; and does it

covary with sweating, breathing, posture, or meals?

The “Cold” chapter distinguishes cold limited to hands and feet from cold extending through all four

limbs, explicitly parsing the scope of 厥 and 四逆 [26] . This does not license translation of those

categories into modern vascular disease. It supplies a rule about extent within the word “cold.”

Paradoxically, the classical table of contents may be more sensitive to localization than a modern short

cold–heat score. That possibility should be judged not by reverence for the text but by whether the

recovered distinctions reduce information loss in actual patient descriptions.

Sensation is not a defective thermometer

Skin temperature and thermal sensation are related but not identical. Warm and cold detection

thresholds vary by age and body site [5] , and sensitivity differs within hands and feet by glabrous versus

hairy skin and by precise location [6] . The DFNS QST protocol combines cold and warm detection,

thermal pain, paradoxical heat, and mechanical modalities against site-, age-, and sex-specific

reference values. This standardization is valuable, but some parameters have limited individual

diagnostic utility because confidence limits approach the device range, and the results remain

psychophysical judgments made by participants [7] .

More fundamentally, perceived temperature is not a linear output of one sensory channel. Spatially

interlacing innocuous warm and cool stimuli can produce a hotter, more unpleasant, or painful

percept than either component. The thermal grill illusion shows that signal integration can generate a

quality absent from the physical stimulus; population coding explains the experimental record better

than a one-pathway–one-quality model [8, 9] . The illusion does not explain a patient’s spontaneous heat

sensation. It does refute the inference that heat without hot skin is merely measurement error.

A thermoception task that compared actual peripheral temperature change with awareness of that

change also found substantial individual variation [10] . Discordance therefore becomes an outcome to

explain rather than noise to discard. A person who feels hotter at the same skin temperature and a

person who fails to detect greater cooling may have opposite sensory problems.
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Discordance can arise in at least four places

First is temporal sampling mismatch. Comparing a 20-minute nocturnal heat episode with one

afternoon thermogram measures different events. In hot-flush research, diaries and sternal skin

conductance can agree closely in the laboratory but show lower concordance during ambulatory

monitoring [11] . In one study, only 47% of objective events had a subjective counterpart and 56% of

subjective events had an objective recording [12] . The first design task is to align event windows, not to

crown either subjective or objective data as truth.

Second is mismatch between resting values and dynamics. In Raynaud research, reperfusion and

rewarming after cold challenge provided repeatable outcomes beyond baseline temperature [13] .

Conversely, among 296 people with CRPS, 44.3% had bilateral temperature differences of 1°C or less,

and temperature difference was unrelated to symptom duration [14] . A normal resting value does not

guarantee normal recovery after provocation, while one abnormal value is not specific to a disease.

Third is channel mismatch. Skin temperature measures a physical state; laser perfusion measures

superficial flow; QST records perceptual judgments to stimuli; skin biopsy measures a structural

density; and autonomic tests sample selected sweating or vascular responses. Expert reviews of small-

fibre neuropathy emphasize that these measures are not interchangeable and must be combined

according to clinical purpose [15, 16] . Fourth is mismatch in spatial integration and language: one test

point cannot represent a field described as “the whole hand,” “inside the bone,” or “deep in the back.”

How different conditions produce the same thermal word

Raynaud phenomenon may involve colour and flow changes after cold or emotional provocation with

delayed rewarming. Erythromelalgia involves warmth- or exercise-triggered erythema, warmth, and

burning pain; excessive cooling can itself damage tissue [17] . Both conditions recruit thermal words,

yet require different safety questions and provocation logic. The simple symmetry “cool heat, warm

cold” fails against these counterexamples.

In 1,090 patients with somatosensory lesions, paradoxical heat during cooling occurred in 30% of the

neuropathic group and 2% of healthy controls [18] . Small-fibre neuropathy, meanwhile, may present

with burning, cold, dysaesthesia, and autonomic symptoms despite normal routine nerve-conduction

studies [15, 16] . These findings do not mean heat on the back is neuropathy. They warn that the direction

of a thermal word cannot identify the direction of pathway dysfunction.

Localized burning of the back supplies another counterexample. Notalgia paresthetica, with itch,

tingling, or burning near the scapula, is discussed as a focal sensory neuropathy; proximity between

imaging findings and the symptom region does not establish the palpated structure or cause [19] .

Burning feet likewise crosses erythromelalgia, neuropathy, nutritional or endocrine problems, and

skin disease [20] . The useful move is not to append a long differential list, but to state what else should

be observed if each explanation is true.
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What Korean and Japanese cold-
hypersensitivity research has not resolved

Korean and Japanese cold-hypersensitivity research has importantly made subjective cold a legitimate

medical object. Hiesho studies link peripheral temperature to autonomic, lifestyle, and menstrual

factors, while Korean work has developed thermography, heart-rate variability, cold challenge, and

questionnaires [4, 21] . Yet when a “cold” group is first defined by an unstable questionnaire, subsequent

physiological differences may reflect cold sensation, sex, body size, lifestyle, or sampling; the design

cannot easily separate them.

A convolutional model classifying Hiesho from 5,612 thermograms obtained from 46 people illustrates

a critical validation problem when image count greatly exceeds participant count [22] . If repeated

images from one person enter both training and evaluation, the model may recognize individual

imaging signatures rather than cold hypersensitivity. The public abstract is insufficient to adjudicate

the actual split, so we do not label the result erroneous. We do require participant-level splitting,

external validation, and prespecified failure criteria in BRC work.

The central gap is more specific than “insufficient objectification.” Few studies treat the conditions

under which subjective and objective signals agree or diverge as the result itself, rather than forcing

them into one diagnostic truth. Most report a cross-sectional group difference and rarely observe how

regional sensation, temperature, and function couple and uncouple within one person over days. A

longitudinal local thermal field can add precisely this missing information.

The local thermal field: a measurement grammar, not a diagnosis

In compact form, the local thermal field is H(l,t) = {P,T,Q,V,C,F}, where l is body location and t is time. P

records perceived quality and intensity; T skin temperature, asymmetry, and rate of change; Q

cold/warm detection and pain thresholds; V colour, flow, and rewarming; C ambient temperature,

clothing, posture, activity, meals, sleep, emotion, medication, and menstrual context; and F effects on

sleep, concentration, work, walking, and hand use. The notation does not claim a complete physiology.

It is an index preventing non-interchangeable observations from being omitted.

Within this model, “sensation–temperature discordance” is not one abnormal score. Events can be

concordant (P and T move together), sensation-dominant (P changes without T), unperceived (T

changes without P), dynamic (resting values agree but V is delayed after provocation), or spatially

mixed (P and T move in opposite directions across regions). One person may move between cells over

time. The purpose is not to fix a person in a category but to decide what next measurement would

separate explanations.

Existing cold–heat scores are not discarded. They remain higher-level variables for whole-body

tendency and preference but do not overwrite the field. Two people with the same global score may

differ in regional distribution and dynamics; two people with opposite global scores may share delayed

hand rewarming. If such crossings occur, the field adds information. If they do not, the more complex

model should be abandoned.

Baekrokdam Research Commons The Back Burns and the Hands Feel Cold

BRC-2026-W001 · EN 6 / 11



Questions that must be answered inside the model

Good research does not maximize explanations; it organizes questions whose answers would change

the next action. The most important internal questions are:

Do cognitive interviews distinguish “chilled” from “cold” and “burning” from “hot,” or are these

person-specific metaphors?

How much do patient-drawn regions overlap across repeated recordings of the same event type?

Does intensity covary most with absolute skin temperature, asymmetry, rate of change, or recovery

after cooling?

Do back heat and hand chill rise together, occur in sequence, or vary independently?

Does the local field explain sleep, concentration, hand use, or walking beyond a global cold–heat

score?

Which combinations of colour change, swelling, pain, sensory loss, sweating, or orthostatic

symptoms require a different clinical pathway?

Do region, depth, and time questions derived from classical texts improve retest agreement or

explanatory value beyond contemporary everyday language?

What does it mean to patients when treatment changes sensation without temperature, or

temperature without sensation?

Hypotheses and conditions for abandoning them

Hypothesis 1 is that location and event type are more stable within a person than chance. If 14-day

body-map overlap and within-person event agreement are low, “phenotype” should be withdrawn.

Hypothesis 2 is that event-aligned rate of change and recovery curves correspond more closely to

sensation and function than resting skin temperature. It fails if baseline values explain more or no

measure is reproducible.

Hypothesis 3 is that spatial mixture and sensation–temperature discordance add patient-important

information beyond a global cold–heat score. If adding local variables to a prespecified baseline model

fails to improve externally validated performance or decisions, complexity should be reduced.

Hypothesis 4 is that the classical grammar of region, depth, and time enriches contemporary

observation. If comprehension, repeatability, and discrimination do not improve, it remains historical

interpretation rather than a clinical measure.

Hypothesis 5 is that response to Korean-medicine treatment may vary by event phenotype rather than

by the direction of a thermal word. Current evidence cannot test this. Cases that cannot separate

natural fluctuation, concurrent care, expectation, regression, and time may generate causal

hypotheses but cannot establish effectiveness. Treatment response must not be used as a diagnostic

test in the first study.
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The first study should begin with language, not devices

Stage 0 is a maximum-variation cognitive-interview study of approximately 15–20 adults experiencing

recurrent heat on the back, hand chill, or burning palms or soles. Participants narrate a recent event

and identify what is lost when the researcher summarizes it as “heat” or “cold.” They think aloud while

interpreting items about body map, depth, boundary, movement, simultaneous sensations, triggers,

relievers, and function. The purpose is not to teach traditional terminology, but to locate translation

errors between patient language and research variables.

Stage 1 is a 14-day event-based longitudinal study. Fixed morning and evening diaries alone would miss

brief events, so minimal scheduled entries are combined with records at onset, peak, and recovery.

Body maps and P, C, and F take priority; ambient temperature, humidity, and wrist or finger skin

temperature are synchronized where feasible. Primary outcomes are missingness, burden, event

capture, overlap of maps for recurring event types, and within-person variability—not disease-

classification accuracy.

Stage 2 is a standardized rest–provocation–recovery visit. Acclimatization, caffeine, smoking, exercise,

meals, medication, menstrual timing, sensor placement, and emissivity are prespecified. Skin

temperature, photographs, colour change, rewarming curves, and symptom concordance are collected

from all participants; QST, perfusion, and autonomic tests are reserved for explicit subquestions.

Assessors are masked to selected symptom narratives and prior results. Rather than one healthy-

control group, mechanistically different comparators—such as Raynaud phenomenon, post-injury cold

intolerance, and menopausal hot flushes—test whether the model improperly collapses distinct states.

Only Stage 3 asks about clinical added value. A baseline model using diagnosis, routine history, and

global cold–heat score is compared with a prespecified model adding the local thermal field. External

data must show better prediction of functional worsening, need for reassessment, patient-prioritized

goals, or improved clinician decisions. Without added value, the field remains an interesting

description and is not adopted as a clinical tool.

Research curiosity and clinical safety proceed together

Detailed study of localized thermal sensation must not delay ordinary differential diagnosis. New

unilateral sensory loss or weakness, severe pain with swelling or colour change, skin injury, systemic

fever, chest pain, dyspnoea, syncope, or rapidly progressive symptoms require care and reassessment

before research classification. Recurrent white–blue–red colour change, persistent erythema and

warmth, nocturnal burning, temporal links to medication or chemotherapy, and thyroid,

haematologic, autoimmune, or metabolic signs open separate pathways.

At the same time, an unrevealing test must not erase the experience. If discomfort changes sleep, hand

use, clothing, concentration, or willingness to leave home, it is a patient-important outcome. Safety

must run two paths in parallel: do not miss dangerous disease, and do not abandon distress that
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remains unexplained. This is how BRC research connects with Baekrokdam clinical guidance: clinic

pages support differential and care decisions, while this article supplies citable research questions,

evidence, and limits.

The next unit of cold–heat research

A person with back heat and hand chill does not need a more persuasive single label. The needed unit

preserves what was felt where, how temperature and flow changed, when discordance recurred, and

what it altered in life. Classical texts preserve a vocabulary of distribution, depth, and time;

contemporary physiology shows multiple routes by which sensation and temperature can separate.

Neither explains the patient alone. Better questions arise when the two are placed in rigorous, non-

equivalent relation.

The claim remains modest: do not end cold–heat with one score; open it into spatiotemporal data. That

small shift has large consequences. It makes it possible to ask, in one design, what treatment changed,

whether experience or instrument moved first, and whether Korean-medicine observation truly adds

information beyond standard history.

Declarations

Author contributions

(CRediT)

Yeonseung Choe: Conceptualization, Methodology, Clinical framing, Research-system design,

Writing – review & editing · Baekrokdam Research Commons (BRC): Investigation, Data

curation, Writing – original draft

Data availability No patient data were used. The form decision, question map, search and selection ledger, and

claim–evidence ledger are published as machine-readable JSON. Copyrighted full text is not

redistributed; public locators and the extent of verification are recorded.

Funding No external funding.

Competing interests BRC originated at Baekrokdam Korean Medicine Clinic, and author Yeonseung Choe is involved

in its clinical and research design. Links to clinical guides permit navigation between care

information and research evidence; they are not evidence of treatment effectiveness. Future

effectiveness studies require protocol registration, independent statistical review, and conflict

management.

AI use disclosure AI tools assisted query expansion, candidate classification, counter-hypothesis generation,

structuring, and translation drafting. Candidates not verified in public full text or a

bibliographic abstract were not used for central claims. Yeonseung Choe designed the problem,

form, and clinical direction; authors and editors remain responsible for citation existence,

content, fitness, and final judgment. AI is not an author.

Ethics This critical synthesis uses public literature and contains no human-participant data. Cognitive

interviews, 14-day observation, sensor measurements, provocation, and treatment observation

will not begin before a separate protocol and ethics review.

References

1. Yoon Y, Kim H, Lee Y, Yoo J, Lee S. Developing an optimized cold/heat questionnaire. Integr Med Res. 2015;4(4):225–230.

https://doi.org/10.1016/j.imr.2015.09.003

Baekrokdam Research Commons The Back Burns and the Hands Feel Cold

BRC-2026-W001 · EN 9 / 11

https://pmc.ncbi.nlm.nih.gov/articles/PMC5481792/


2. Bae KH, Jeong YS, Go HY, et al. The definition and diagnosis of cold hypersensitivity in the hands and feet: findings from

an expert survey. Integr Med Res. 2018;7(1):61–67. https://doi.org/10.1016/j.imr.2017.11.001

3. Bae KH, Lee Y, Go HY, et al. The relationship between cold hypersensitivity in the hands and feet and health-related quality

of life in Koreans: a nationwide population survey. Evid Based Complement Alternat Med. 2019;2019:6217036.

https://doi.org/10.1155/2019/6217036

4. Choi SJ, Pak S, Jin M, Che S. Diagnostic criteria and clinical characteristics of cold hypersensitivity in Korea and Japan: a

scoping review. J Oriental Obstetrics & Gynecology. 2026;39(1):34–60. Source

5. Stevens JC, Choo KK. Temperature sensitivity of the body surface over the life span. Somatosens Mot Res. 1998;15(1):13–28.

https://doi.org/10.1080/08990229870925

6. Filingeri D, Zhang H, Arens EA. Thermosensory micromapping of warm and cold sensitivity across glabrous and hairy skin

of male and female hands and feet. J Appl Physiol. 2018;125(3):723–736. https://doi.org/10.1152/japplphysiol.00158.2018

7. Rolke R, Baron R, Maier C, et al. Quantitative sensory testing in the German Research Network on Neuropathic Pain:

standardized protocol and reference values. Pain. 2006;123(3):231–243. https://doi.org/10.1016/j.pain.2006.01.041

8. Fardo F, Beck B, Allen M, Finnerup NB. Beyond labeled lines: a population coding account of the thermal grill illusion.

Neurosci Biobehav Rev. 2020;108:472–479. https://doi.org/10.1016/j.neubiorev.2019.11.017

9. Shin DA, Chang MC. A review on various topics on the thermal grill illusion. J Clin Med. 2021;10(16):3597.

https://doi.org/10.3390/jcm10163597

10. Vabba A, Panasiti MS, Scattolin M, et al. The thermoception task: a thermal imaging-based procedure for measuring

awareness of changes in peripheral body temperature. J Neurophysiol. 2023;130(4):1053–1064.

https://doi.org/10.1152/jn.00014.2023

11. Sievert LL, Reza A, Mills P, et al. Diurnal rhythm and concordance between objective and subjective hot flashes: the Hilo

Women’s Health Study. Menopause. 2010;17(3):471–479. https://doi.org/10.1097/gme.0b013e3181cbb3c6

12. Hunter MS, Haqqani JR. An investigation of discordance between subjective and physiological measures of vasomotor

symptoms. Climacteric. 2011;14(1):146–151. https://doi.org/10.3109/13697131003735585

13. Pauling JD, Shipley JA, Hart DJ, et al. A multicenter study of validity and reliability of hand cold challenge measured by

laser speckle imaging and thermography in systemic-sclerosis Raynaud phenomenon. Arthritis Rheumatol.

2018;70(6):903–913. https://doi.org/10.1002/art.40457

14. Cho CW, Nahm FS, Choi E, et al. Multicenter study on the asymmetry of skin temperature in complex regional pain

syndrome. Medicine (Baltimore). 2016;95(52):e5548. https://doi.org/10.1097/MD.0000000000005548

15. Verdugo RJ, Matamala JM, Inui K, et al. Review of techniques useful for the assessment of sensory small fiber

neuropathies: report from an IFCN expert group. Clin Neurophysiol. 2022;136:13–38.

https://doi.org/10.1016/j.clinph.2022.01.002

16. Katzberg HD, So Y, Brannagan T, et al. Diagnostic and screening laboratory tests in the assessment of patients with small

fiber neuropathy: an evidence-based review. Muscle Nerve. 2026;73(6):952–960. https://doi.org/10.1002/mus.70119

17. Caldito EG, Kaul S, Caldito NG, Piette W, Mehta S. Erythromelalgia. Part I: pathogenesis, clinical features, evaluation, and

complications. J Am Acad Dermatol. 2024;90(3):453–462. https://doi.org/10.1016/j.jaad.2023.02.071

18. Vollert J, Fardo F, Attal N, et al. Paradoxical heat sensation as a manifestation of thermal hypesthesia: a study of 1090

patients with lesions of the somatosensory system. Pain. 2024;165(1):216–224.

https://doi.org/10.1097/j.pain.0000000000003014

19. Mülkoğlu C, Nacır B. Notalgia paresthetica: clinical features, radiological evaluation, and a novel therapeutic option. BMC

Neurol. 2020;20:191. https://doi.org/10.1186/s12883-020-01773-6

20. Makkar RPS, Arora A, Monga A, Gupta AK, Mukhopadhyay S. Burning feet syndrome: a clinical review. Aust Fam

Physician. 2003;32(12):1006–1009. Source

21. Kono K, Abe S, Yamamoto M, et al. Vascular endothelial dysfunction and autonomic nervous hyperactivity among

premenopausal women with cold-sensitivity constitution (Hiesho). Tohoku J Exp Med. 2021;253(1):51–60.

https://doi.org/10.1620/tjem.253.51

22. Wang T, Endo M, Ohno Y, Okada S, Makikawa M. Convolutional neural network-based computer-aided diagnosis in Hiesho

(cold sensation). Comput Biol Med. 2022;145:105411. https://doi.org/10.1016/j.compbiomed.2022.105411

23. Stjernbrandt A, Björ B, Andersson M, et al. Manifestations of cold sensitivity: a case series. Int Arch Occup Environ Health.

2020;93:739–747. Source

Baekrokdam Research Commons The Back Burns and the Hands Feel Cold

BRC-2026-W001 · EN 10 / 11

https://pmc.ncbi.nlm.nih.gov/articles/PMC5884007/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6500598/
https://www.kci.go.kr/kciportal/ci/sereArticleSearch/ciSereArtiView.kci?sereArticleSearchBean.artiId=ART003307068
https://doi.org/10.1080/08990229870925
https://doi.org/10.1152/japplphysiol.00158.2018
https://pubmed.ncbi.nlm.nih.gov/16697110/
https://pubmed.ncbi.nlm.nih.gov/31783059/
https://pmc.ncbi.nlm.nih.gov/articles/PMC8396808/
https://doi.org/10.1152/jn.00014.2023
https://pmc.ncbi.nlm.nih.gov/articles/PMC2866775/
https://pubmed.ncbi.nlm.nih.gov/20443722/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6001804/
https://pmc.ncbi.nlm.nih.gov/articles/PMC5207547/
https://doi.org/10.1016/j.clinph.2022.01.002
https://doi.org/10.1002/mus.70119
https://doi.org/10.1016/j.jaad.2023.02.071
https://doi.org/10.1097/j.pain.0000000000003014
https://doi.org/10.1186/s12883-020-01773-6
https://pubmed.ncbi.nlm.nih.gov/14708150/
https://www.jstage.jst.go.jp/article/tjem/253/1/253_51/_html/-char/en
https://pubmed.ncbi.nlm.nih.gov/35358750/
https://pubmed.ncbi.nlm.nih.gov/32264773/


24. Heo Jun. Donguibogam, Miscellaneous Disorders, vol. 3, “Fire”: editorial sequence including depth by palpation, regional

heat, day/night heat, triple-burner distribution, and five-centre heat. Public KIOM edition. Source

25. Heo Jun. Donguibogam, External Form, vol. 2, “Heat on the Back” (背熱), citing Yixue Rumen. Public KIOM edition. Source

26. Heo Jun. Donguibogam, Miscellaneous Disorders, vol. 2, “Reversal and Four Counterflows Are Different” (厥與四逆不同),

citing Li Dongyuan. Public KIOM edition. Source

Baekrokdam Research Commons The Back Burns and the Hands Feel Cold

BRC-2026-W001 · EN 11 / 11

https://app.mediclassics.kr/books/%EB%8F%99%EC%9D%98%EB%B3%B4%EA%B0%90/pages/1483
https://app.mediclassics.kr/books/%EB%8F%99%EC%9D%98%EB%B3%B4%EA%B0%90/pages/752
https://app.mediclassics.kr/books/%EB%8F%99%EC%9D%98%EB%B3%B4%EA%B0%90/pages/1379

	The Back Burns and the Hands Feel Cold:Reconstructing Cold–Heat from a Single Score into aSpatiotemporal Phenotype
	Abstract
	When cold and heat occur in the same person
	What kind of paper does this question require?
	What is lost when cold–heat becomes one score
	Did classical medicine treat cold–heat as a single axis?
	Sensation is not a defective thermometer
	Discordance can arise in at least four places
	How different conditions produce the same thermal word
	What Korean and Japanese cold-hypersensitivity research has not resolved
	The local thermal field: a measurement grammar, not a diagnosis
	Questions that must be answered inside the model
	Hypotheses and conditions for abandoning them
	The first study should begin with language, not devices
	Research curiosity and clinical safety proceed together
	The next unit of cold–heat research
	Declarations
	References


