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Preface: Why This Book Now 

Medicine is one of humanity’s most powerful achievements. It can diagnose hidden disease, 

interrupt lethal events, relieve suffering, repair injury, replace failing organs, suppress 

destructive inflammation, stabilize mental states, prevent infection, extend life, and accompany 

persons through vulnerability. This book does not begin by rejecting medicine. It begins from 

gratitude for what medicine can do. 

Yet medicine is now being asked to carry burdens that its dominant frame cannot fully see. 

Chronic disease, multimorbidity, mental suffering, immune dysregulation, climate-related health 

stress, food-system illness, loneliness, caregiver exhaustion, ecological degradation, and health-

system fragmentation cannot be understood only as defects inside isolated bodies. They are 

embodied in persons who live through worlds of food, work, family, care, commerce, culture, 

climate, ecology, and meaning. 

This book appears from that recognition. 

Its central claim is simple: medicine becomes life-coherent when it sees the patient not as an 

isolated diseased body, but as a living organism-person whose capacity to protect, repair, 

regulate, relate, participate, and flourish is conserved or disrupted within nested worlds. 

The book does not offer an alternative to biomedical medicine. It offers a wider grammar within 

which biomedical medicine can remember its deepest purpose. Disease remains real. Diagnosis 

remains essential. Medication, surgery, psychiatry, emergency care, public health, specialist 

expertise, rehabilitation, and palliation remain indispensable. But they must be placed within a 

larger question: does this action protect, restore, or expand life-capacity? 

The phrase life-capacity names the central orientation of this book. Health is life-capacity 

enabled. Healing is life-capacity restored. Flourishing is life-capacity expressed in dignity, 

relation, meaning, participation, and ecological belonging. 

The chapters that follow develop this orientation in six movements. First, they introduce the life-

coherent turn. Second, they describe the architecture of health and healing through salugenesis, 

salutogenesis, exposure, repair, and restorative margins. Third, they reread disease as disturbed 

coherence without weakening diagnostic precision. Fourth, they translate the framework into 

clinical practice through coherence assessment, co-creation, minimum sufficient force, and the 

CARE method. Fifth, they widen the frame to primary care, public health, civil commons, 

dashboards, and Caribbean/SIDS realities. Finally, they establish safeguards, evidence discipline, 

a research agenda, and the closing claim that medicine exists to serve life. 

This book has been written especially with clinicians, public-health practitioners, researchers, 

policymakers, educators, and Caribbean/SIDS health leaders in mind. But it is also written for 



 

anyone who senses that health cannot be reduced to numbers, services, risks, behaviors, or 

isolated organs. Health is a living pattern. It depends on the conditions that allow life to continue. 

The question guiding the whole manuscript is therefore: 

Does this expand or reduce the conditions required for life to live, heal, participate, and 

flourish? 

That is the question life-coherent medicine asks medicine to carry. 

 



 

 

Abstract 

Life-Coherent Medicine: Healing the Organism in the Worlds We Conserve proposes an 

integrative clinical and public-health framework that places disease, treatment, healing, 

prevention, and policy within the organism–niche relation. It defines health as life-capacity 

enabled, healing as life-capacity restored, and flourishing as life-capacity expressed through 

dignity, relation, meaning, participation, and ecological belonging. 

The book distinguishes salugenesis, the organism’s inner biology of healing completion, from 

salutogenesis, the outer field of health-generating conditions. It argues that health is sustained 

when exposure remains within restorative capacity and that disease, distress, dysfunction, and 

breakdown become more likely when cumulative exposure exceeds repair and margins collapse. 

The framework is applied to immune disease as maladaptive phase-locking, neuropsychiatric 

disease as disturbed living coherence, noncommunicable diseases as conserved organism–niche 

miscouplings, and multimorbidity as layered miscoupling. Clinical practice is reframed through 

diagnosis as coherence assessment, the clinical encounter as structural coupling, treatment as 

protection-repair-re-entry, minimum sufficient force, and the CARE method: Contextualize, 

Assess, Re-open, Embed and Evaluate. 

At the systems level, the book presents primary care as relational infrastructure, public health as 

niche repair, civil commons as health infrastructure, dashboards as instruments that should serve 

life, and Caribbean/SIDS medicine as a place-based test case for life-coherent practice. The final 

sections establish safeguards against anti-biomedical misuse, patient blame, vague holism, 

overreach, and unsupported claims, while proposing a research agenda for testing and refining 

life-coherent medicine. 

The central claim is that medicine becomes life-coherent when it remains scientifically 

disciplined while becoming answerable to the living capacities it exists to protect. 
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Executive Summary 

1. The Core Claim 

This book proposes life-coherent medicine as a clinical, public-health, and systems framework 

for aligning medicine with the conditions required for life to live, heal, participate, and flourish. 

Its central claim is: 

Medicine becomes life-coherent when it treats disease seriously while also asking what 

conditions would allow the organism-person to protect, repair, regulate, relate, participate, and 

re-enter life. 

The framework does not reject biomedical medicine. It deepens it. Disease remains real. 

Diagnosis, medication, surgery, psychiatry, emergency care, public health, specialist referral, 

screening, vaccination, rehabilitation, and palliation remain essential. Life-coherent medicine 

asks that these be placed within a wider purpose: the protection and restoration of life-capacity. 

 

2. Health as Life-Capacity 

The book defines: 

Health as life-capacity enabled. 

Healing as life-capacity restored. 

Flourishing as life-capacity expressed in dignity, relation, meaning, participation, and 

ecological belonging. 

This definition does not reduce health to subjective well-being or social context. Biological 

viability remains essential. Blood pressure, glucose, renal function, immune regulation, 

oxygenation, mood stability, pain control, and disease activity all matter because they affect life-

capacity. 

But health also includes the capacities to sleep, move, eat, understand, trust, belong, care, receive 

care, participate, and live with dignity. These capacities are shaped by the worlds people inhabit. 

 

3. The Organism–Niche Relation 

The patient is not an isolated body. 



 

The patient is an organism-person structurally coupled with food, air, water, microbes, housing, 

work, family, care, culture, law, economy, technology, climate, ecology, and meaning. 

This does not mean that disease is merely social or environmental. It means that disease is 

embodied in living systems that are continuously shaped by relations with their worlds. 

Life-coherent medicine therefore asks two questions together: 

1. What disease is present? 

2. What organism–niche pattern is conserving, worsening, or blocking healing? 

 

4. Salugenesis and Salutogenesis 

The book distinguishes two complementary processes. 

Salugenesis is the inner biology of healing completion: the movement from danger, defense, 

inflammation, and disruption toward resolution, clearance, repair, reintegration, and re-entry into 

life. 

Salutogenesis is the outer field of health creation: the resources, meanings, relationships, 

institutions, protections, and affordances that make life comprehensible, manageable, 

meaningful, supported, and repeatable. 

Healing requires both. The organism must complete repair from within, but it does so within 

worlds that may either support or block healing. 

 

5. Exposure, Repair, and Restorative Margins 

One of the book’s most practical principles is: 

Health is sustained when exposure remains within restorative capacity. 

Exposure includes physical, chemical, microbial, nutritional, psychosocial, commercial, digital, 

and ecological burdens. 

Repair includes sleep, nourishment, movement, immune resolution, therapy, care, safety, 

relationship, meaning, creativity, nature, rehabilitation, and ecological restoration. 

Margins include time, energy, money, trust, attention, safety, biological reserve, care continuity, 

social support, and ecological stability. 



 

Disease, distress, dysfunction, and breakdown become more likely when exposure repeatedly 

exceeds repair and margins collapse. 

 

6. Disease as Disturbed Coherence 

The book does not replace disease categories. It deepens them. 

A diagnosis is necessary, but it is often not the whole story. Disease labels identify patterns; life-

coherent formulation asks what living process has become disturbed, locked, overburdened, 

under-repaired, or unable to re-enter life. 

The book applies this to four disease domains: 

Immune disease is interpreted as maladaptive phase-locking: defense does not resolve, 

clearance does not complete, repair overbuilds, memory does not update, or the organism cannot 

re-enter ordinary life. 

Neuropsychiatric disease is interpreted as disturbed living coherence across autopoietic 

regulation, structural coupling, emotioning, felt interiority, emotional sentience, meaning, and 

viable action. 

Noncommunicable diseases are interpreted as conserved organism–niche miscouplings: 

recurring patterns in which biological, emotional, relational, commercial, ecological, and 

institutional conditions stabilize disease-producing trajectories. 

Multimorbidity is interpreted as layered miscoupling: multiple diseases, exposures, repair 

deficits, medications, meanings, and care burdens interacting in one life. 

 

7. Life-Coherent Clinical Practice 

The clinical practice section translates the framework into action. 

Diagnosis as coherence assessment means naming the disease while also asking what exposure, 

repair deficit, margin collapse, phase-lock, conserved pattern, or living-process disturbance is 

involved. 

The clinical encounter as structural coupling means that the consultation itself can reduce 

threat, restore dignity, clarify meaning, reopen feasible action, or become another source of 

burden. 

From compliance to co-creation means replacing blame-based instruction with shared design 

of a plan that protects life and can actually be lived. 



 

Treatment as protection, repair, and re-entry means that treatment should not only control 

disease but also support healing, rebuild margins, and reopen participation. 

Minimum sufficient force means acting strongly enough to protect life while avoiding 

unnecessary burden, coercion, overmedicalization, and treatment-related miscoupling. 

CARE provides the practical method: 

• C — Contextualize the condition 

• A — Assess conserved patterns 

• R — Re-open a feasible domain of action 

• E — Embed and evaluate 

 

8. Primary Care, Public Health, and Civil Commons 

Life-coherent medicine widens from the clinic to systems. 

Primary care is described as relational infrastructure because it holds the person across time, 

diagnoses, uncertainty, medication burden, prevention, family context, and follow-up. 

Public health is described as niche repair because it reduces harmful exposure, restores repair 

conditions, rebuilds margins, and designs fields in which health-supporting ways of living 

become easier to conserve. 

Civil commons are described as health infrastructure. Clean water, food systems, housing, 

education, care, public knowledge, ecological stability, primary care, and social trust are not 

optional social goods. They are shared life-support systems. 

Dashboards that serve life should measure not only disease control but also exposure reduction, 

repair capacity, margins, dignity, trust, participation, commons, and ecological stability. 

 

9. Caribbean/SIDS Life-Coherent Medicine 

The Caribbean and small island developing states are presented as especially important contexts 

for life-coherent medicine. 

In small islands, organism–niche coupling is visible at human scale. Food imports, tourism, 

climate stress, family networks, health-system constraints, water security, ecological 

vulnerability, primary care continuity, and global inequity all enter bodies and communities. 

A Caribbean/SIDS life-coherent health agenda would include: 



 

• strengthening primary care continuity, 

• protecting medication supply chains, 

• supporting local and healthy food systems, 

• reducing ultra-processed food dependence, 

• integrating mental health into primary care and schools, 

• protecting kidney health under heat and NCD burden, 

• preparing disaster continuity plans, 

• supporting caregivers, 

• protecting ecological commons, 

• and building life-coherent dashboards. 

The Caribbean/SIDS lens grounds the book in place and shows how clinical medicine, public 

health, ecology, economy, and justice are inseparable. 

 

10. Safeguards and Evidence 

Because the framework is wide, it requires strong safeguards. 

Life-coherent medicine is not anti-biomedical, anti-medication, anti-psychiatry, anti-

measurement, or anti-specialist care. It is not a single-cause theory. It is not exposure 

reductionism. It is not patient blame. It is not vague holism. It is not a promise that all illness can 

be healed. It is not a burden placed on clinicians alone. 

The book proposes a six-level evidence ladder: 

1. Established clinical practice 

2. Strongly supported biological and public-health mechanisms 

3. Plausible integrative synthesis 

4. Clinical formulation grammar 

5. Emerging or contested claims 

6. Metaphor, heuristic, and philosophical orientation 

The key discipline is: 

Coherence is not proof. 

Life-coherent medicine must be evidence-aware, uncertainty-literate, clinically humble, and open 

to revision. 

 

11. Research Agenda 

The book proposes a research agenda to make life-coherent medicine testable and accountable. 



 

Research streams include: 

• empirical validation of the framework, 

• organism–niche mapping, 

• salugenesis and healing completion, 

• immune phase-state medicine, 

• neuropsychiatric living coherence, 

• CARE in NCD care, 

• multimorbidity and treatment burden, 

• primary care as relational infrastructure, 

• life-coherent dashboards, 

• civil commons and policy, 

• Caribbean/SIDS health systems, 

• and implementation science for minimum sufficient force. 

The framework should be judged not by whether it explains everything, but by whether it helps 

medicine see better, act better, reduce harm, restore dignity, improve feasibility, and expand life-

capacity. 

 

12. Final Orientation 

The book closes with the claim that medicine is an instrument of life. 

Medicine exists to protect life where it is threatened, relieve suffering where it can be relieved, 

support healing where healing is possible, preserve dignity where cure is not possible, repair the 

conditions that make illness more likely than health, and help persons and communities re-enter 

life. 

The final measure is not only whether a number improves, a lesion shrinks, a pathway is 

blocked, or a protocol is followed. 

The final measure is whether life-capacity is protected, restored, or expanded. 

 



 

 

Reader’s Guide 

This book can be read sequentially, but different readers may enter through different pathways. 

For Clinicians 

Begin with Parts I and IV. 

Part I introduces the life-coherent turn, protects biomedical medicine, and defines health as life-

capacity. Part IV translates the framework into clinical practice through coherence assessment, 

the clinical encounter, co-creation, treatment as repair, minimum sufficient force, and the CARE 

method. 

Clinicians may also find Chapter 14 on multimorbidity, Chapter 21 on primary care, and the 

CARE Worksheet especially practical. 

For Public-Health Practitioners 

Begin with Chapters 8, 9, 22, 23, and 24. 

These chapters develop exposure, repair, restorative margins, capture modes, public health as 

niche repair, civil commons as health infrastructure, and dashboards that serve life. 

For Policymakers 

Begin with Parts V and VI. 

These sections show how primary care, public health, civil commons, measurement, 

Caribbean/SIDS realities, evidence discipline, and research priorities can be aligned around life-

capacity. 

For Researchers 

Begin with Chapters 26, 27, and 28. 

These chapters define what life-coherent medicine is not, clarify evidence levels, distinguish 

uncertainty from overclaiming, and propose a research agenda for testing and refining the 

framework. 



 

For Caribbean/SIDS Readers 

Begin with Chapters 22–25. 

These chapters connect public health, civil commons, dashboards, food systems, climate stress, 

primary care, kidney health, mental health, tourism, ecology, and island-scale organism–niche 

coupling. 

For General Readers 

Read the book in order. 

The architecture is designed as a movement: from medicine’s life-coherent turn, to the 

architecture of healing, to disease, to clinical practice, to systems, to safeguards and the future of 

medicine. 
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Part I — The Turn Toward Life-Coherent Medicine 

This Part begins the life-coherent turn. It does not reject medicine’s existing achievements. It 

asks why those achievements now need to be placed within a wider understanding of the living 

person. Disease remains real, diagnosis remains essential, and treatment remains necessary. But 

medicine becomes incomplete when the disease is seen while the life in which it arises 

disappears. 

 

1. Why Medicine Needs a Life-Coherent Turn 

Medicine has never been more powerful. 

It can see inside the body, name diseases earlier, block molecular pathways, replace failing 

organs, suppress destructive inflammation, stabilize dangerous mental states, interrupt infection, 

repair anatomy, prevent complications, and extend life in ways that would have seemed 

impossible to earlier generations. Its achievements are real. A life-coherent medicine must begin 

in gratitude for them. 

But power is not the same as orientation. 

A medicine may become technically powerful while losing sight of the living whole it exists to 

serve. It may treat the number, but miss the person who must live with the treatment. It may 

name the disease, but fail to ask what world keeps producing it. It may deliver interventions, but 

not support healing. It may measure outcomes, but miss dignity, meaning, participation, trust, 

and repair. It may improve survival while leaving life itself narrowed, unsupported, or 

fragmented. (Engel, 1977; Sackett et al., 1996) 

This is not a failure of medicine alone. It is a sign that medicine now stands inside a larger crisis 

of living systems. 

The burdens arriving in clinics today are not only acute infections, injuries, and isolated organ 

failures. They are chronic disease, multimorbidity, immune dysregulation, neuropsychiatric 

suffering, metabolic illness, food-system disease, climate stress, loneliness, caregiver exhaustion, 

ecological disruption, and health-system fragmentation. These do not fit easily inside a model of 

the patient as an isolated body temporarily malfunctioning. (Commission on Social 
Determinants of Health, 2008; World Health Organization, 2023, 2025) 

The patient is not an isolated body. 

The patient is a living organism-person: breathing air, eating within food systems, sleeping or 

failing to sleep, moving or being unable to move, trusting or fearing institutions, living in family, 

culture, economy, ecology, technology, memory, grief, work, love, uncertainty, and meaning. 
(Maturana & Varela, 1980, 1987; Varela et al., 1991) 



 

Medicine needs a life-coherent turn because it must learn to see this without losing diagnostic 

precision. 

The question is not whether disease is real. Disease is real. The question is whether disease is the 

whole story. It is not. 

A person with diabetes does not live only inside glucose metabolism. They live inside food 

prices, family meals, stress, sleep, shame, medication access, kidney risk, movement 

possibilities, and commercial food environments. 

A person with asthma does not live only inside airway inflammation. They live inside housing, 

air quality, inhaler access, fear of breathlessness, school or work conditions, climate, viral 

exposure, and family understanding. 

A person with depression does not live only inside mood symptoms. They live inside sleep, 

body, loss, meaning, relationship, trauma, inflammation, poverty, isolation, medication, stigma, 

and future possibility. 

A person with autoimmune disease does not live only inside immune pathways. They live inside 

pain, fatigue, flares, tissue damage, medication risk, work disruption, family worry, uncertainty, 

and the body’s difficulty returning from defense into ordinary life. 

A person with multimorbidity does not live as a list of diagnoses. They live one life carrying all 

of them together. 

Life-coherent medicine begins here. 

It does not say that biology is unimportant. It says biology is living. It is always the biology of a 

living being in relation. Cells live in tissues. Tissues live in organs. Organs live in bodies. Bodies 

live in persons. Persons live in families, communities, institutions, economies, cultures, 

ecosystems, and worlds of meaning. 

The task of medicine is not only to identify what is wrong. It is to ask what would allow life to 

move again. 

This requires a shift of orientation. 

From disease alone to life-capacity. 

From intervention alone to healing completion. 

From compliance to co-creation. 

From isolated risk factors to conserved organism–niche patterns. 

From metrics alone to dashboards that serve life. 

From public health as messaging to public health as niche repair. 

From health systems as service delivery to health systems as relational infrastructure. 

From medicine as technical mastery to medicine as an instrument of life. 



 

This widening does not weaken medicine. It strengthens it. 

A life-coherent clinician still diagnoses pneumonia, lupus nephritis, stroke, psychosis, heart 

failure, depression, cancer, asthma, diabetes, kidney disease, and sepsis. But the clinician also 

asks: What burden is this person carrying? What repair is blocked? What margin is missing? 

What pattern keeps repeating? What treatment is necessary? What plan can be lived? What 

would re-entry into life look like? 

A life-coherent public-health practitioner still measures disease burden, vaccination, screening, 

mortality, and risk. But they also ask: What exposures are normalized? What repair pathways are 

unavailable? What commons are failing? What margins have collapsed? What policies would 

make health easier than disease? 

A life-coherent health system still delivers services. But it asks whether those services restore 

trust, continuity, dignity, feasibility, and participation — or whether they shift burden onto 

patients, families, clinicians, and communities. 

The simplest way to see the whole architecture is to place the organism, healing, clinical care, 

public health, civil commons, and life-ground in one field. 

Figure 1. Life-Coherent Medicine: Healing the Organism in the Worlds We Conserve. 

The diagram shows medicine as a life-coherent practice that protects the organism, supports 

healing completion, restores margins, repairs niche conditions, and reopens participation in life. 



 

The figure is not meant to replace the argument. It is meant to orient it. 

The whole book unfolds from this architecture. 

Medicine begins with disease because disease threatens life. But medicine becomes life-coherent 

when it remembers that disease control is not the final measure. The final measure is whether 

life-capacity is protected, restored, or expanded. 

This is the turn. 

 



 

 

2. Disease Is Real, but It Is Not the Whole Story 

Disease is real. 

This must be said plainly because any wider framework can be misunderstood. Life-coherent 

medicine is not a retreat from diagnosis, science, pharmacology, surgery, psychiatry, emergency 

care, or specialist medicine. It does not replace clinical reasoning with metaphor. It does not tell 

a patient with organ-threatening disease that the answer lies only in meaning, lifestyle, or 

context. It does not soften danger when danger is present. (Sackett et al., 1996; Engel, 1977) 

Sepsis is real. 

Stroke is real. 

Cancer is real. 

Diabetic ketoacidosis is real. 

Lupus nephritis is real. 

Psychosis is real. 

Suicidal depression is real. 

Severe asthma is real. 

Kidney failure is real. 

Myocardial infarction is real. 

Inflammatory bowel disease, rheumatoid arthritis, vasculitis, heart failure, chronic obstructive 

pulmonary disease, infection, trauma, and malignancy are real. 

They require diagnosis. They require treatment. They require urgency when urgency is present. 

A life-coherent medicine must therefore protect biomedical medicine before it widens medicine. 

It must say clearly: the disease must be named. 

But once the disease is named, the next question remains. 

What life is carrying this disease? 

A diagnosis is essential because it opens the field of appropriate action. To name asthma is to 

know something about airway inflammation, bronchospasm, triggers, controller therapy, reliever 

therapy, exacerbation risk, and monitoring. To name diabetes is to know something about 

glucose metabolism, cardiovascular risk, kidney protection, neuropathy, eye disease, medication, 

food, and follow-up. To name depression is to know something about mood, sleep, appetite, 

cognition, suicidality, treatment, psychotherapy, medication, and risk. To name lupus is to know 

something about immune dysregulation, organ involvement, renal risk, inflammation, 

immunosuppression, monitoring, and specialist care. (Engel, 1977; Epstein & Street, 2007) 

Without diagnosis, care becomes vague. Without diagnosis, danger may be missed. Without 

diagnosis, treatment may become guesswork. 



 

But diagnosis is not the whole person. 

A patient with the same diagnosis may live a very different disease depending on their body, 

history, resources, relationships, housing, food, work, culture, trust, and access to care. The label 

may be the same; the life in which it is carried is not. 

Two patients may both have diabetes. One has income, family support, health literacy, 

medication access, safe walking space, and stable sleep. Another has food insecurity, depression, 

pain, shift work, shame, medication cost, and no continuity of care. The diagnosis is the same. 

The living field is different. 

Two patients may both have asthma. One lives in a dry, clean home with reliable inhalers and 

caregiver understanding. Another lives with mold, smoke exposure, anxiety, poor inhaler 

technique, and no action plan. The diagnosis is the same. The world of breathing is different. 

Two patients may both have depression. One has grief, support, therapy access, and meaning. 

Another has trauma, isolation, poverty, insomnia, alcohol use, stigma, and suicidal thoughts. The 

diagnosis is the same. The path to healing is different. 

This is why life-coherent medicine says: disease is real, but it is not the whole story. 

The disease must be treated, but the conditions of healing must also be seen. 

Modern medicine often works best when disease is acute, localized, and reversible through a 

defined intervention. An abscess can be drained. A fracture can be fixed. A bacterial infection 

can be treated. A cataract can be removed. A blocked artery can sometimes be opened. A 

hormone can be replaced. A deficiency can be corrected. In such cases, the intervention may be 

decisive. 

But many conditions do not end so neatly. Chronic diseases unfold over years. Mental suffering 

returns through body, meaning, relationship, and world. Immune disease flares and remits. 

Multimorbidity accumulates. Treatment burden grows. Patients become tired of being measured, 

warned, instructed, and blamed. Clinicians become frustrated because the plan is correct but the 

pattern persists. 

Here, the disease label remains necessary, but insufficient. 

The clinician must ask: 

What is keeping this pattern active? 

What exposure keeps returning? 

What repair is blocked? 

What margin is missing? 

What has become too difficult to live? 

What would make the treatment plan possible? 

What would allow the person to re-enter life? 



 

These questions do not replace diagnosis. They deepen diagnosis into care. 

They also protect against blame. 

When a patient’s blood pressure remains high, the usual language may turn quickly to adherence. 

Did the patient take the medication? Did they reduce salt? Did they lose weight? Did they 

exercise? These questions may matter. But they can also become accusations when asked 

without context. 

A life-coherent clinician asks more carefully. Can the patient afford the medication? Are side 

effects present? Is sleep poor? Is pain driving sympathetic activation? Is alcohol used to regulate 

stress? Is food highly salted because of cost, culture, or available options? Is follow-up 

fragmented? Is the person ashamed to admit what is really happening? 

The aim is not to excuse everything. It is to understand enough to act wisely. 

This distinction is crucial. 

Life-coherent medicine is not permissive medicine. It does not avoid hard truths. A clinician may 

need to say, “Your blood pressure is dangerous,” or “Your glucose is damaging your kidneys,” 

or “Your depression requires urgent safety planning,” or “This inflammation may destroy tissue 

if we do not treat it.” Truth matters. 

But truth must be joined to feasibility and dignity. 

A patient cannot act on truth if the plan cannot be lived. A patient cannot participate fully in care 

while humiliated. A patient cannot follow instructions that ignore cost, fear, pain, family 
dynamics, side effects, transport, sleep, or food. (Barry & Edgman-Levitan, 2012; May et al., 
2014) 

Disease is real, but care becomes real only when it enters the patient’s life. 

This is why the book will repeatedly protect both sides. 

It will protect diagnosis from vague holism. 

It will protect the patient from reduction to diagnosis. 

It will protect treatment from therapeutic nihilism. 

It will protect healing from being reduced to intervention. 

It will protect agency from blame. 

It will protect public health from mere messaging. 



 

It will protect evidence from overreach. 

The first discipline of life-coherent medicine is therefore double vision: 

See the disease clearly. 

See the life clearly. 

Without the first, medicine becomes unsafe. 

Without the second, medicine becomes incomplete. 

The next chapter gives the positive definition that holds this double vision together: health as 

life-capacity. 

 



 

 

3. Health as Life-Capacity 

Health is often noticed most clearly when it is threatened. 

A person becomes short of breath. A wound does not heal. A blood pressure rises. A glucose 

level damages vessels and nerves. A mood collapses. A joint inflames. A kidney loses filtration. 

A child cannot sleep. An elder falls. A family cannot afford medication. A community loses safe 

water. A storm interrupts care. In these moments, health appears as what has been lost. 

Medicine often responds by measuring and correcting the loss. This is necessary. But the deeper 

question remains: what is health for? 

Health is not only the absence of disease. 

It is not only normal laboratory values. 

It is not only survival. 

It is not only risk reduction. 

It is not only productivity. 

It is not only the ability to remain outside hospital. (World Health Organization, 1948; Engel, 
1977) 

Health is life-capacity enabled. (Antonovsky, 1979, 1987; World Health Organization, 1948) 

It is the real capacity of persons and communities to live, repair, regulate, relate, learn, 

participate, belong, and flourish within the web of life. 

This definition is not meant to soften medicine. It is meant to clarify medicine’s purpose. 

Blood pressure matters because vascular injury can reduce life-capacity. Diabetes matters 

because it can damage kidneys, nerves, vessels, eyes, wounds, energy, and future possibility. 

Depression matters because it can collapse sleep, appetite, meaning, agency, relationship, and the 

will to live. Asthma matters because breath is one of the most immediate conditions of 

participation. Immune disease matters because protection can become destructive. Cancer 

matters because malignant growth can threaten survival, function, dignity, family, and time. 

The point is not to replace disease outcomes with vague well-being. The point is to remember 

why disease outcomes matter. 

They matter because disease can reduce the organism-person’s capacity to live. 

Life-capacity begins with biology. A living body must maintain oxygenation, circulation, 

metabolism, immune defense, endocrine rhythm, renal clearance, neurological integration, tissue 

repair, sleep, movement, and energy. Biological viability is not optional. The body is not merely 

a container for personhood. It is one of the primary expressions of life-capacity. 



 

But human health cannot stop at biological function. 

Persons do not merely metabolize. They live in meaning. They love, grieve, remember, 

anticipate, worship, fear, work, care, speak, belong, decide, and hope. They suffer not only when 

organs fail, but when dignity is broken, agency is crushed, relationship is unsafe, knowledge is 

withheld, participation is denied, and the future closes. 

Health therefore includes dignity. 

Dignity means the person is not reduced to diagnosis, cost, risk score, productivity, compliance, 

social category, or data profile. A patient who is treated with dignity may disclose more honestly, 

return for follow-up, ask questions, tolerate difficult treatment, and remain engaged. A patient 
who is humiliated may withdraw, conceal, resist, or disappear. (Epstein & Street, 2007; Barry & 
Edgman-Levitan, 2012; Kauffman, 2015) 

Health includes agency. 

Agency does not mean abstract choice. It means the real capacity to act. Agency requires time, 

energy, knowledge, safety, trust, money, care, and available pathways. To tell a person to act 

without asking whether action is possible is to confuse instruction with care. 

Health includes belonging. 

Belonging means more than social contact. It means being recognized, remembered, included, 

and needed without humiliation. Loneliness, stigma, displacement, exclusion, and social defeat 

are not minor additions to disease. They shape the field in which the organism-person regulates, 

heals, and participates. 

Health includes meaning. 

Meaning does not cure disease by itself. But without meaning, treatment may become another 

burden in a life that no longer feels worth moving toward. Meaning helps persons endure 

difficulty, interpret suffering, rebuild after loss, and orient toward the future. 

Health includes participation. 

The goal of treatment is not only better numbers. It is the possibility of returning, as far as 

possible, to ordinary life: sleep, movement, family, work, school, worship, friendship, play, 

creativity, care, contribution, and rest. 

Health includes ecological embeddedness. 

No person is healthy apart from air, water, food, soil, climate, microbes, biodiversity, and the 

living systems that sustain bodies before medicine is ever needed. The ecological life-ground is 
not background scenery. It is health infrastructure. (Whitmee et al., 2015; Rockström et al., 
2009; Steffen et al., 2015) 



 

These domains can be seen together in one field. 

Figure 2. Health as Life-Capacity. 

Health is shown as the enabled capacity to live, repair, relate, learn, participate, belong, and 

flourish within the web of life. Biomedical stability is essential, but health also depends on 

dignity, agency, meaning, relationship, and ecological belonging. 

This definition has immediate clinical consequences. 

When a treatment improves a marker but leaves the person exhausted, ashamed, confused, 

impoverished, or unable to participate, care remains incomplete. 

When a patient is labeled non-compliant without asking whether medication is affordable, food 

is available, pain is controlled, sleep is possible, or the plan is understood, agency has been 

misrecognized. 

When a health system counts appointments but loses continuity, it may be active without being 

life-coherent. 

When public health tells people to choose healthier behavior while food systems, housing, work, 

climate, and commercial environments make those choices difficult, it has displaced 

responsibility downward. 

Health as life-capacity asks medicine to evaluate its actions differently. 



 

Not only: Was the disease controlled? 

Also: What capacity was restored? 

Not only: Did the risk marker improve? 

Also: Can the person sleep, move, eat, understand, relate, participate, and hope more freely? 

Not only: Was the service delivered? 

Also: Did the service strengthen life? 

Not only: Did the patient follow instructions? 

Also: Were the conditions for agency present? 

This does not make medicine less scientific. It makes medicine more accountable to what its 

science is for. 

Health as life-capacity also changes prevention. 

Prevention is not merely the avoidance of future disease. It is the protection of present and future 

capacity. Clean air protects breath, sleep, pregnancy, cardiovascular function, childhood 

development, immune regulation, and dignity. Food security protects metabolism, learning, 

family life, culture, pregnancy, and future agency. Safe housing protects sleep, respiratory health, 

privacy, emotional regulation, study, and care. Public knowledge protects agency, trust, and 

participation. Primary care protects continuity, early diagnosis, medication safety, and relational 

trust. 

The same principle applies across scales. 

At the cellular scale, life-capacity means viability, energy, repair, signaling, and differentiation. 

At the organismal scale, it means regulation, movement, immunity, metabolism, cognition, and 

recovery. 

At the personal scale, it means dignity, meaning, agency, belonging, and participation. 

At the family scale, it means care, trust, shared resources, and intergenerational support. 

At the community scale, it means safety, social cohesion, public space, mutual aid, culture, and 

voice. 

At the institutional scale, it means fair access, transparency, accountability, and support for 

repair. 

At the ecological scale, it means clean air, water, soil, biodiversity, climate stability, and 

regenerative capacity. 



 

At the civilizational scale, it means economies, technologies, laws, and governance systems 

aligned with the conditions of life. 

Health as life-capacity prevents two errors. 

The first error is reducing health to biology alone. This misses dignity, meaning, agency, 

relationship, and world. 

The second error is reducing health to subjective well-being or social context alone. This misses 

disease, physiology, danger, organ protection, diagnosis, and treatment. 

Life-coherent medicine refuses both. 

It asks for the whole pattern. 

Health is biological, personal, relational, institutional, ecological, and civilizational. But in the 

clinic, it returns to one practical question: 

What would allow this person’s life-capacity to be protected, restored, or expanded? 

The next chapter places that question where it actually lives: in the relation between organism 

and world. 

 



 

 

4. The Organism in the Worlds It Conserves 

The living organism is never alone. 

This is one of the simplest claims in the book, and one of the most important. The body is not a 

machine placed inside an environment. The person is not a private interior later affected by 

external circumstances. The patient is not a disease-bearing unit surrounded by optional context. 

The organism is always in a world. (Maturana & Varela, 1980, 1987; Varela et al., 1991) 

It breathes air, drinks water, metabolizes food, encounters microbes, responds to temperature and 

light, moves through built space, receives or lacks care, speaks and is spoken to, trusts or fears 

institutions, sleeps or fails to sleep, works, grieves, loves, remembers, hopes, and adapts. 

More precisely, the organism lives by recurrent coupling with a niche. 

That niche includes food, water, air, shelter, microbes, family, work, school, language, culture, 

law, economy, health systems, technology, digital platforms, institutions, ecosystems, climate, 

stories, symbols, power relations, and meaning. These are not background scenery. They are part 

of the relational field through which life is maintained, stressed, injured, repaired, or 

transformed. 

This is why the phrase “the worlds we conserve” matters. 

A world is not only a physical setting. It is the lived domain of relations that becomes repeatable. 

It is what a person comes to expect, fear, trust, afford, avoid, desire, endure, and imagine. It 

shapes appetite, movement, vigilance, sleep, care-seeking, shame, hope, and participation. It 

enters biology through repeated perturbations and adaptations: autonomic tone, endocrine 

rhythm, immune readiness, metabolic regulation, vascular reactivity, pain thresholds, 

inflammatory signaling, microbial ecology, and emotional disposition. 

Medicine often says that patients live in environments. (Varela et al., 1991; Fuchs, 2018; 
Kirmayer & Gómez-Carrillo, 2019) 

Life-coherent medicine says that persons live in worlds of recurrent coupling. 

The distinction matters. 

An environment can be treated as external context. A world is lived from within. A damp house 

is not merely an environmental exposure for a child with asthma. It is the world of breathing, 

sleep, caregiver worry, school absence, fear of attacks, medication use, and family stress. A food 

system is not merely a background determinant for diabetes. It is the world of shopping, cooking, 

comfort, price, culture, advertising, family meals, shame, and metabolism. A clinic is not merely 



 

a service location. It is the world of being believed or dismissed, treated or blamed, guided or 

confused. 

The person lives through these worlds. 

This can be visualized as nested and reciprocal. 

Figure 3. The Organism–Niche Relation. 

The person is not an isolated body placed in an external environment, but a living organism 

structurally coupled with biological, relational, cultural, institutional, ecological, and meaning-

making worlds. 

The organism–niche relation changes the meaning of clinical responsibility. 

It does not abolish personal responsibility. Persons act, choose, learn, resist, cooperate, and 

change. But action arises within fields of possibility. Agency is enabled or disabled by time, 

energy, money, trust, pain, sleep, safety, transport, food, family, stigma, medication access, 

language, and hope. (Commission on Social Determinants of Health, 2008; Antonovsky, 
1987) 

To ask a person to act without asking whether action is possible is to confuse advice with care. 

This is why the word “non-compliance” is often too small. 



 

A patient may not be refusing the plan. The plan may not yet be livable. 

The medication may be unaffordable. 

The side effects may be intolerable. 

The explanation may not have been understood. 

The work schedule may destroy sleep. 

The family meal may be difficult to change. 

The clinic may be too far away. 

The patient may be ashamed to return. 

The body may be too tired to move. 

The home may keep the airway in alarm. 

The person may be living in fear, grief, pain, or humiliation. 

The plan may be medically sound but existentially impossible. 

Life-coherent medicine does not excuse all inaction. It asks what would make action possible. 

This question changes chronic care. 

For hypertension, it asks not only about medication and salt, but also sleep, stress, pain, kidney 

function, heat, alcohol, vascular tone, medication access, and follow-up. 

For diabetes, it asks not only about diet and glucose, but also food systems, affordability, muscle 

activity, sleep, family meals, stress physiology, shame, medication access, and kidney protection. 

For depression, it asks not only about mood, but also loss, sleep, isolation, inflammation, 

endocrine rhythm, trauma, social defeat, meaning, pain, and future possibility. 

For asthma, it asks not only about inhalers, but also air, housing, mold, smoke, allergens, 

infection, fear, technique, cost, and continuity. 

For immune disease, it asks not only about pathways and markers, but also pain, fatigue, sleep, 

infection risk, tissue damage, repair, medication burden, and re-entry into life. 

These are not separate biological and social questions. They are questions about coupling. 

The body becomes the history of its relations. 

Not deterministically. Not every exposure causes disease. Not every adversity produces illness. 

Not every symptom can be explained by context. The organism responds according to its own 

structure, history, and present state. Biology matters. Genetics, chance, infection, injury, 

malignancy, immune variation, endocrine disruption, and degenerative processes remain real. 

But relations matter because living systems are shaped through repeated perturbation and 

adaptation. 



 

A person living under chronic threat may inhabit a different physiology from someone living in 

safety. A child surrounded by nourishing food, sleep, play, affection, and clean air develops in a 

different field from a child living with hunger, violence, mold, and fear. A patient repeatedly 

dismissed by health care may bring vigilance into every consultation. A person whose illness has 

been explained clearly may regulate differently from one trapped in confusion. 

The organism–niche relation also changes how we understand treatment. 

Treatment is not simply applied to a passive body. The living organism must respond. A 

medication may reduce blood pressure, suppress inflammation, stabilize mood, treat infection, or 

replace a deficient hormone. Surgery may repair structure. Psychotherapy may reorganize 

meaning. Social support may reduce threat. But in every case, the organism-person must 

integrate the intervention into living. 

This is why the same intervention may have different effects in different lives. 

The same prescription may work well for one patient and fail for another because of cost, trust, 

side effects, sleep, food, family, or belief. The same dietary advice may empower one person and 

shame another. The same exercise plan may restore capacity in one body and worsen pain or 

fatigue in another if poorly timed. The same mental-health intervention may help when safety is 

present and fail when danger continues. 

Evidence becomes most life-coherent when joined to context, relationship, timing, meaning, and 

the organism’s capacity to respond. 

The clinical encounter itself is part of the niche. 

The consultation, diagnosis, explanation, prescription, referral, follow-up, and record all enter 

the patient’s world. Care can reduce threat, restore dignity, clarify meaning, mobilize resources, 

and open the next adaptive transition. It can also create fear, confusion, stigma, dependency, 

burden, or mistrust. 

Medicine is not outside the system it observes. 

It becomes part of the worlds patients conserve. 

This gives clinical humility a concrete meaning. To diagnose is to distinguish. To distinguish is 

to participate. A category can open treatment, but it can also narrow attention. A word can 

restore dignity, but it can also humiliate. A plan can protect life, but it can also overwhelm. A 

system can deliver services, but it can also shift burden. 

Life-coherent medicine therefore asks clinicians to use distinctions responsibly. 

A diagnosis should not end inquiry. It should open the next question: 

What world is this diagnosis living in? 



 

A diagnosis of diabetes lives differently in a person with food security, family support, 

medication access, and continuity than in a person without them. 

A diagnosis of depression lives differently in a person with belonging, sleep, safety, and therapy 

access than in a person isolated by shame, violence, poverty, or grief. 

A diagnosis of rheumatoid arthritis lives differently in a person with early treatment, workplace 

accommodation, medication continuity, and trusted explanation than in a person dismissed for 

years and expected to function through pain. 

A diagnosis of asthma lives differently in a child with clean housing, inhaler access, caregiver 

understanding, and school support than in a child breathing mold, smoke, dust, heat, fear, and 

fragmented care. 

The disease category may be the same. The world is not the same. 

This prevents two errors. 

The first error is individualism: placing the full burden of health on the person while treating the 

niche as background. This turns structural difficulty into personal failure. 

The second error is determinism: treating the person as a passive product of conditions. This 

erases agency, creativity, responsibility, and the organism’s capacity to reorganize. 

Life-coherent medicine refuses both. 

The person is not solely responsible for the world that shaped illness. But the person is not 

powerless. The task of care is to find where viable action can reopen. 

Sometimes that action is biomedical: take the medication, drain the abscess, suppress 

inflammation, treat infection, stabilize rhythm, protect the airway, remove the tumor, replace the 

hormone. 

Sometimes it is behavioral: pace exertion, restore sleep, reduce alcohol, change one meal, move 

gently, monitor glucose, attend follow-up. 

Sometimes it is relational: repair trust, involve family, reduce shame, coordinate support. 

Sometimes it is institutional: improve access, lower cost, simplify follow-up, ensure continuity. 

Sometimes it is public-health action: repair food systems, housing, air quality, work conditions, 

climate resilience, and care infrastructure. 

The question is not whether organism or niche matters more. 

The question is where the next feasible opening lies. 



 

This chapter completes the first turn of the book. 

Medicine is powerful, but needs a wider orientation. Disease is real, but not the whole story. 

Health is life-capacity enabled. And the organism-person lives within worlds of recurrent 

coupling. 

We now have the beginning of the life-coherent turn: disease is real, health is life-capacity, and 

the organism always lives in a world. The next task is to describe the architecture through which 

healing becomes possible. 

That is the work of Part II. 

 



 

 

Part II — The Architecture of Health and Healing 

Having established the need for a life-coherent turn, this Part develops the conceptual 

architecture of the book. It distinguishes treatment from healing, salugenesis from salutogenesis, 

exposure from repair, and margins from mere resilience. It also names the capture modes through 

which systems can appear successful while quietly reducing life-capacity. 

 

5. Healing as Completion, Not Merely Intervention 

Treatment is not the same as healing. 

This distinction is simple, but it changes the orientation of medicine. Treatment is what the 

clinician, caregiver, institution, health system, or community may offer. Healing is what the 

living organism must be able to complete. (Epstein & Street, 2007; May et al., 2014) 

Treatment may initiate healing. 

Treatment may protect healing. 

Treatment may remove an obstacle to healing. 

Treatment may suppress a destructive process. 

Treatment may restore a missing support. 

Treatment may create time for healing. 

But treatment itself is not always healing. 

This does not diminish treatment. It clarifies its purpose. 

An antibiotic may kill bacteria, but the organism must still clear debris, resolve inflammation, 

repair tissue, restore appetite, rebuild strength, and re-enter ordinary activity. 

Surgery may remove obstruction, repair anatomy, drain abscess, stabilize trauma, or excise 

malignancy, but the organism must still clot, inflame, remodel, revascularize, scar, regain 

movement, tolerate pain, and adapt to what has changed. 

Antihypertensive medication may reduce vascular risk, but the person may still need sleep, 

rhythm, movement, reduced salt burden, medication continuity, stress recovery, and trust. 

Antipsychotic medication may reduce terrifying salience or disorganization, but the person may 

still need sleep, safety, explanation, relational recoupling, family support, and a path back into 

shared life. 

Treatment can be delivered. 



 

Healing must be completed. 

This is why life-coherent medicine cannot define success only by intervention performed, 

prescription written, target reached, lesion removed, pathway blocked, symptom reduced, or 

service delivered. These are often essential. But the deeper question remains: 

Did the living system move from danger toward repair, reintegration, and renewed participation? 

Healing is not passive recovery. It is active, ordered, resource-consuming, and condition-

dependent. It requires energy, oxygen, water, nutrients, mitochondrial coordination, immune 

resolution, clearance, sleep, safety, time, care, trust, and meaning. It requires the body to know 

when to defend and when to release defense; when to inflame and when to resolve; when to 

conserve energy and when to re-enter activity; when to scar and when to remodel; when to 

remember danger and when to update memory. (Serhan & Savill, 2005; Medzhitov, 2008; 
Wynn, 2008) 

This is where many chronic conditions become intelligible in a new way. 

Disease may arise not only because something has gone wrong, but because something 

protective has not been able to complete its sequence. (McEwen, 1998; Furman et al., 2019; 
Nathan & Ding, 2010) 

Inflammation protects, but persistent inflammation damages. 

Fibrosis repairs, but excessive fibrosis stiffens. 

Pain protects, but persistent pain can imprison. 

Stress physiology mobilizes, but prolonged mobilization exhausts. 

Avoidance protects, but chronic avoidance shrinks life. 

Immune memory protects, but misdirected memory can attack. 

Metabolic conservation protects under threat, but prolonged conservation may become fatigue, 

insulin resistance, or functional shutdown. 

The life-coherent question is therefore not only: 

What disease does this person have? 

It is also: 

What phase of defense, repair, or reintegration has not completed? 

This reframes the meaning of a symptom. 

A symptom is not always merely noise to be silenced. Sometimes it is a signal of ongoing 

danger. Sometimes it is the residue of incomplete repair. Sometimes it is the cost of a protective 

state that has lasted too long. Sometimes it is a clue that the organism has not yet found a safe 

way back into ordinary life. 



 

Fever, pain, fatigue, swelling, avoidance, appetite change, vigilance, sleepiness, withdrawal, 

cough, diarrhea, inflammation, dissociation, and fear can all have protective logics in particular 

contexts. They can also become destructive, excessive, misdirected, or chronic. 

Life-coherent medicine does not romanticize symptoms. It asks what they are doing, what they 

are costing, what phase they belong to, and what would allow the organism to move beyond 

them. 

This is especially important because medicine can become highly fluent in interruption and less 

fluent in completion. It knows how to block, suppress, remove, replace, bypass, sedate, 

stimulate, ablate, drain, and cut. These powers are indispensable. But if medicine only interrupts, 

it may leave the organism without a pathway to complete healing. 

Suppression may stop damage without restoring coherence. 

A steroid may calm destructive inflammation, but not remove the exposure, restore sleep, rebuild 

muscle, repair the barrier, clear debris, or return the person to meaningful activity. 

An analgesic may reduce pain, but not restore safe movement, trust in the body, sleep, or 

participation. 

An anxiolytic may reduce panic, but not repair threat-saturated coupling, relational insecurity, 

breathing patterns, or future possibility. 

A glucose-lowering drug may improve markers, but not transform food insecurity, sleep 

disruption, stress physiology, shame, or commercial pressure. 

A surgical procedure may correct structure, but not restore strength, confidence, rhythm, 

livelihood, or belonging. 

None of this means treatment was wrong. 

It means treatment must be placed inside a wider sequence. 

This protects medicine from two errors. 

The first error is under-treatment. 

Some processes must be interrupted decisively. Severe asthma, sepsis, anaphylaxis, lupus 

nephritis, vasculitis, psychosis with danger, suicidal depression, diabetic ketoacidosis, stroke, 

myocardial infarction, obstructed bowel, malignancy, severe infection, and respiratory failure 

cannot wait for gentle contextual reflection. The life-coherent act is to protect life. Strong 

intervention may be necessary when life, organ function, or safety is threatened. 

The second error is identifying healing with suppression. 



 

Once immediate danger is controlled, the question changes. What remains to be resolved, 

cleared, repaired, rebuilt, paced, reconnected, or re-entered? Suppression may create the 

possibility of healing, but it does not always complete healing by itself. 

Healing as completion therefore introduces sequence. 

The question is not only: 

What treatment works? 

It is also: 

What treatment is needed now, for this phase, in this organism-person, in this world? 

A patient with uncontrolled inflammatory bowel disease may need immune-targeted therapy. But 

durable healing may also require mucosal repair, nutritional rehabilitation, anemia correction, 

sleep restoration, microbiome stability, stress reduction, and careful re-entry into activity. 

A patient with post-viral illness may need exclusion of urgent pathology, pacing, autonomic 

support, sleep protection, symptom management, careful rehabilitation, and attention to immune, 

vascular, mitochondrial, or infectious contributors. 

A patient with depression may need medication, psychotherapy, safety planning, sleep 

restoration, relief from impossible demands, relational repair, meaning reconstruction, and 

renewed options. 

A patient with diabetes may need medication, but also a food plan that can be lived, family 

participation, sleep repair, movement that does not humiliate, and continuity of care. 

The same disease category may require different healing sequences depending on what is active, 

what is blocked, what is depleted, and what the person’s world can support. 

This is why life-coherent medicine asks: 

What danger response is active? 

What phase of healing is incomplete? 

What resources are missing? 

What exposures are still present? 

What margins have been depleted? 

What conditions would allow movement from defense toward repair and renewed participation? 

These questions deepen clinical reasoning without replacing conventional diagnosis. 

A diagnosis may name the disease. 

A healing-sequence formulation asks what needs to happen next. 



 

Healing as completion also changes how medicine understands relapse. 

Relapse is not always simple failure. It may indicate that the organism returned to a niche that 

reactivated the old state. It may show that repair was incomplete, margin too thin, exposure still 

present, support withdrawn too early, or re-entry too abrupt. In some cases, relapse reflects 

disease biology requiring more intensive or sustained treatment. In others, it reveals that the 

person was asked to re-enter life before life had become safe, meaningful, or supported enough 

to receive them. 

Healing therefore requires re-entry. 

The goal is not merely to leave the hospital, stop the flare, normalize the test, quiet the symptom, 

or reduce the score. The goal is to return to living. 

That means ordinary rhythms: sleep, nourishment, movement, relationship, work where possible, 

play, learning, care, creativity, worship, nature, community, and meaning. 

A patient discharged after heart failure needs more than a discharge summary. They need 

medication access, weight monitoring, diet understanding, early follow-up, family support, 

symptom recognition, transport, affordability, and confidence. 

A patient recovering from stroke needs more than survival. They need speech, movement, 

swallowing, dignity, home adaptation, caregiver support, mood care, social participation, and 

prevention. 

A person recovering from psychosis needs more than reduced hallucinations. They need sleep, 

safety, trust, meaningful occupation, family education, and a non-humiliating route back into 

shared reality. 

A child with asthma needs more than an inhaler. They need clean air, caregiver understanding, 

school support, trigger reduction, and a plan that can be used during fear. 

Healing is not complete when the intervention ends. Healing is more complete when life can 

resume without immediately recreating the same danger. 

This is where the organism–niche frame becomes indispensable. The organism must heal, but the 

niche may either support or block completion. Food, oxygen, water, sleep, safety, sanitation, 

care, trust, time, low toxic burden, ecological stability, and meaningful social support are not 

optional complements to biology. They are part of the field through which biology heals. 

A wound heals poorly in malnutrition, diabetes, infection, vascular insufficiency, stress, and 

neglect. 

Sleep restores immune, metabolic, neurocognitive, and emotional regulation, but sleep requires 

time, safety, rhythm, darkness, quiet, and reduced threat. 



 

A person cannot pace recovery if work, finances, family, and disbelief force overexertion. 

A person cannot regulate diabetes if food systems make nourishment unaffordable or culturally 

unsupported. 

A person cannot recover from trauma if the threat continues. 

Healing is biological. 

But biology heals in a field. 

This does not mean the clinician must fix everything. It means the clinician must not 

misrecognize what is blocking completion. Sometimes the most life-coherent act is a 

prescription. Sometimes it is urgent referral. Sometimes it is explanation. Sometimes it is sleep 

protection. Sometimes it is reducing medication burden. Sometimes it is physical therapy. 

Sometimes it is social work. Sometimes it is family involvement. Sometimes it is environmental 

investigation. Sometimes it is advocacy. Sometimes it is simply naming that the person is trying 

to heal under impossible conditions. 

Healing as completion also protects against patient blame. 

If a person does not recover as expected, the question should not begin with moral judgment. It 

should begin with inquiry. 

What remains active? 

What has not cleared? 

What is still unsafe? 

What is under-resourced? 

What has been over-forced? 

What margin is missing? 

What has treatment itself burdened? 

What has the system failed to see? 

A patient may be blamed for fatigue when the organism is conserving energy because repair is 

incomplete. 

A patient may be blamed for avoidance when the nervous system has not yet learned that 

movement, relation, or the world are safe. 

A patient may be blamed for poor diet when the food environment has been designed against 

them. 

A patient may be blamed for relapse when exposure and burden were never reduced. 

Life-coherent medicine asks what would allow the organism to complete the next transition. 



 

This is not indulgence. 

It is precision. 

Healing as completion must also be distinguished from perfection. 

Not every illness can be cured. Not every injury can be reversed. Not every loss can be repaired. 

Not every life-capacity can be fully restored. Aging, disability, grief, chronic disease, 

neurodegeneration, trauma, and death are part of the human condition. 

Life-coherent medicine does not promise invulnerability. 

It asks what form of healing remains possible. 

In palliative care, healing may mean relief of suffering, reconciliation, meaning, comfort, family 

presence, truthful conversation, symptom control, dignity, and a good-enough death. 

In disability care, healing may mean access, adaptation, participation, identity, assistive 

technology, community, and refusal of humiliation. 

In chronic disease, healing may mean reducing flares, preserving function, restoring confidence, 

pacing wisely, and living more fully within limits. 

In mental illness, healing may mean safety, relational trust, reduced suffering, increased options, 

and a less narrowed world. 

In public health, healing may mean repairing the conditions that made avoidable harm normal. 

Completion does not always mean returning to what was. 

Sometimes it means arriving at a new viable coherence. 

The central claim of this chapter can now be stated simply: 

Treatment becomes life-coherent when it serves the organism’s movement from danger, 

defense, and disruption toward repair, reintegration, and renewed participation in life. 

This prepares the next step. 

If healing is completion, then we need a name for the organism’s inner movement toward 

completion. 

That name is salugenesis. 

 



 

 

6. Salugenesis: The Inner Biology of Healing 

Salugenesis names the inner biology of healing completion. 

Medicine has many precise terms for the production of disease: pathogenesis, etiology, risk 

factor, lesion, mechanism, dysfunction, syndrome, complication, progression. It has fewer 

equally precise terms for the living process by which an organism moves from danger, injury, 

inflammation, disruption, or overload toward restored coherence. 

Recovery is often described by its endpoints: symptoms improve, wounds close, markers 

normalize, function returns, disease activity falls, remission is achieved. These endpoints are 

important. But they do not fully name the process that makes them possible. 

Salugenesis gives that process a name. 

It names the organism’s inner movement from danger response toward inflammation resolution, 

rebuilding, differentiation, reintegration, remodeling, and restored functional coherence. 

It asks not only: 

What caused the disease? 

But also: 

What healing process has not completed? 

It asks not only: 

What pathway should be blocked? 

But also: 

What transition should be supported? 

It asks not only: 

What marker should improve? 

But also: 

Can the organism re-enter ordinary life? 

Salugenesis does not replace pathogenesis. The two must be held together. 



 

Pathogenesis explains how disease is produced. Salugenesis explains how healing is generated. 

Many conditions involve both: ongoing damage and incomplete repair, persistent exposure and 

failed resolution, active inflammation and insufficient reintegration. 

The clinical art is knowing which process is most urgent, which is most dangerous, and which 

transition must happen next. 

The salugenic sequence can be described simply: 

Danger → Defense → Containment → Resolution → Clearance → Repair → Remodeling 

→ Reintegration → Re-entry into life. (Serhan & Savill, 2005; Medzhitov, 2008; Nathan & 
Ding, 2010) 

This is not a rigid sequence. Living systems are recursive. Phases overlap. Defense and repair 

may occur together. Clearance may begin early and continue late. Memory and adaptation shape 

future responses. 

But the sequence is clinically useful because it shows that healing has direction. The organism 

does not merely stop being sick. It must move through transitions. 

The first movement is danger recognition. 

Cells and tissues must know that ordinary function is no longer safe. Infection, injury, toxins, 

hypoxia, mechanical strain, oxidative stress, metabolic overload, immune complexes, allergens, 

microbial products, trauma, and other perturbations can all signal danger. In response, the 

organism may reorganize metabolism, immune activity, vascular tone, pain, temperature, 

attention, appetite, movement, and behavior. 

In acute danger, this is coherent. 

A cell or tissue may need to reduce ordinary specialized function, conserve energy, release alarm 

signals, recruit immune help, alter mitochondrial respiration, activate innate immune pathways, 

and participate in inflammation. The organism temporarily shifts from ordinary participation 

toward protection. (McEwen, 1998; Chovatiya & Medzhitov, 2014) 

The danger response belongs to healing because healing begins with protection. 

The problem arises when protection cannot release. 

A cell that remains in danger mode cannot fully resume its ordinary role. An epithelial cell 

cannot maintain barrier, absorption, and quiet exchange if it remains organized around alarm. A 

muscle cell cannot support normal exertion if energy production remains constrained. A neuron 

cannot regulate ordinary signaling if threat physiology persists. A fibroblast cannot return to 

quiet matrix maintenance if repair signals remain active. An immune cell cannot complete 

clearance and resolution if danger signals continue to dominate. 



 

What protects in the acute phase may become harmful when prolonged. 

This principle runs through the entire book. 

Inflammation is necessary. Persistent inflammation damages. 

Fatigue can protect. Persistent fatigue narrows life. 

Pain can protect. Persistent pain can imprison. 

Fibrosis can stabilize. Excessive fibrosis constricts function. 

Avoidance can prevent harm. Chronic avoidance shrinks possibility. 

Hypervigilance can save life. Persistent hypervigilance can make the world unlivable. 

The salugenic question is therefore not whether these responses are good or bad in the abstract. It 

is whether they are occurring in the right phase, with the right intensity, for the right duration, 

and whether the organism can move beyond them. 

The second movement is defense and containment. 

Inflammation mobilizes immune cells, vascular change, cytokines, chemokines, complement, 

coagulation, metabolic reallocation, fever, pain, swelling, sickness behavior, and tissue-level 

coordination. Defense protects boundaries, contains spread, prevents collapse, and buys time. It 

may be uncomfortable, costly, and disabling, but it often serves life. 

The third movement is resolution. 

Inflammation does not simply fade away by exhaustion. Resolution is active. It requires signals 

that terminate inflammatory recruitment, promote efferocytosis, clear apoptotic cells, reprogram 

immune cells, restore vascular integrity, reduce danger signaling, and shift tissue from defense 

toward repair. (Serhan & Savill, 2005; Medzhitov, 2008; Nathan & Ding, 2010) 

This distinction matters clinically. 

A patient may have less inflammation because immunity has been suppressed, but that does not 

necessarily mean resolution has occurred. Suppression can be necessary and life-saving. But 

resolution implies a transition toward restored order. It asks whether the inflammatory process 

has completed its work, whether debris has been cleared, whether tissue signaling has changed, 

and whether the organism is moving toward function. 

The fourth movement is clearance. 

Healing requires removal, drainage, recycling, or safe containment of what would otherwise 

keep danger active: pathogens, damaged cells, immune complexes, crystals, toxins, necrotic 

debris, misfolded proteins, dysfunctional mitochondria, biofilms, inflammatory exudate, and 

damaged matrix. 

Clearance is not glamorous, but it is fundamental. 



 

What is not cleared may continue to signal danger. 

This is why drainage, lymphatics, autophagy, mitophagy, efferocytosis, renal clearance, 

mucociliary clearance, glymphatic flow, bile flow, bowel function, microbial balance, and 

ordinary waste removal matter. The body cannot re-enter health while danger material remains 

unprocessed. 

The fifth movement is repair. 

Repair rebuilds what has been damaged. Cells proliferate. Epithelial barriers close. Fibroblasts 

deposit matrix. Endothelial cells support vascular restoration. Immune cells coordinate 

rebuilding. Stem and progenitor systems may participate. Nutrients, oxygen, energy, hormones, 

growth factors, and mechanical signals all matter. 

Repair is not merely “the body fixing itself.” 

It is biologically expensive coordination. 

But repair also requires restraint. 

Building is necessary, but overbuilding destroys function. Fibrosis shows this clearly. A scar 

may protect against rupture, but too much scar prevents breathing, filtering, moving, absorbing, 

or contracting. Healing must therefore include exit signals. Repair must become remodeling. 

Remodeling must become function. (Wynn, 2008; Wynn & Ramalingam, 2012) 

The sixth movement is differentiation and remodeling. 

The tissue must become less like a wound and more like a functioning organ. Cells return toward 

specialized roles. Matrix is reorganized. Vessels mature. Barrier function improves. Mechanical 

properties normalize where possible. Nerves adapt. The organism must move from provisional 

repair toward usable function. 

The final movement is reintegration and re-entry. 

This is where salugenesis becomes fully life-coherent. 

A person is not healed merely by cellular repair. Healing returns to lived function: walking, 

sleeping, eating, working, learning, relating, caring, playing, grieving, hoping, participating, and 

making meaning. 

A technically successful intervention may still leave the person unable to re-enter life. 

Conversely, a life-coherent plan asks from the beginning: 

What will make re-entry possible? 

One of the clearest ways to understand chronic illness is this: 



 

Disease may emerge when the organism cannot return from the healing cycle to the health 

cycle. 

The organism remains defended, inflamed, exhausted, sensitized, scarred, avoidant, 

hypervigilant, depleted, or functionally narrowed. It may still be trying to heal, but the attempt 

has become chronic. 

This is incomplete salugenesis. 

Incomplete salugenesis occurs when the organism begins a healing response but cannot complete 

it. This may happen because the trigger persists, clearance fails, energy is insufficient, repair 

overbuilds, tissue mechanics become distorted, exposures continue, infection persists, allostatic 

load is too high, damage is too extensive, or the surrounding niche does not support recovery. 

This reframes many clinical patterns without reducing them to one explanation. 

Chronic inflammation may be an incomplete transition from defense to resolution. (Furman et 
al., 2019; Tabas & Glass, 2013) 

Fibrosis may be an incomplete transition from repair to functional remodeling. 

Persistent fatigue may be an incomplete transition from conservation to re-entry. 

Chronic pain may be an incomplete transition from protection to safe movement. 

Post-infectious illness may be an incomplete transition from antiviral defense to ordinary 

participation. 

Allergic disease may be an incomplete transition from barrier alarm to tolerance. 

Autoimmunity may involve an incomplete transition from recognition and clearance toward 

restored tolerance. 

These are not diagnostic conclusions by themselves. 

They are formulation questions. 

They help the clinician ask what transition may be blocked. 

This is crucial because the disease remains real. The damage is real. The suffering is real. The 

person is not imagining illness because the framework sees an unfinished healing sequence. 

Rather, the framework validates suffering by asking more precisely what biological, relational, 

and environmental conditions prevent completion. 

The same principle applies to neuroimmune sensitization. Pain, fatigue, sensory sensitivity, sleep 

disruption, brain fog, dysautonomia, and mood changes can emerge when immune, neural, 



 

metabolic, and autonomic systems remain organized around threat. In acute illness or injury, this 

may protect the organism. Pain protects tissue. Fatigue reduces activity. Sensory sensitivity may 

promote withdrawal. Autonomic shifts prioritize survival. But when these states persist, ordinary 

stimuli become threatening, movement becomes costly, sleep fragments, and the body remains 

prepared for danger even when relative safety has returned. 

This is not imaginary illness. 

It is embodied protection that has become locked. 

The implications for care are profound. Dismissal worsens threat. Overmedicalization may also 

reinforce fixation. The organism needs truthful explanation, symptom control, pacing, sleep 

restoration, autonomic support, inflammation treatment where appropriate, gradual safe exposure 

where appropriate, rehabilitation, relational safety, and careful attention to biological drivers. 

Re-entry must be earned by creating conditions in which the body can safely update its 

evaluation. 

Salugenesis therefore changes how medicine thinks about time. 

Modern health systems are often organized around episodes: consultation, admission, procedure, 

discharge, prescription, referral, review. But healing unfolds across time and conditions. 

Discharge is not healing. Completion of treatment is not always healing. Symptom reduction is 

not always healing. A living system may require prolonged support to rebuild reserve, restore 

confidence, recover rhythm, regain trust, and re-enter participation. 

Salugenesis also changes how medicine thinks about energy. 

Healing consumes resources. Inflammation, proliferation, differentiation, remodeling, immune 

coordination, protein synthesis, sleep-dependent restoration, and rehabilitation all require energy. 

When the organism is energetically depleted, healing may stall. 

This is where margins become biological. 

The organism needs enough energetic and metabolic reserve to move through healing. When 

exposures repeatedly consume reserve, when sleep is poor, when nutrition is inadequate, when 

toxins accumulate, when fear remains chronic, or when inflammation persists, the organism may 

lack the margin needed to complete transition. 

This is not an argument for a single mitochondrial explanation of all chronic disease. It is an 

argument that metabolism, energy, and repair capacity are central to healing. The salugenic lens 

is useful only when held with humility. 

Chronic diseases are heterogeneous. Genetic disease, malignancy, infection, autoimmunity, 

vascular injury, neurodegeneration, trauma, endocrine disease, and environmental illness cannot 



 

be collapsed into one mechanism. Incomplete healing may be a useful pattern, but it must not 

become a universal explanation. 

A life-coherent salugenesis therefore remains clinically disciplined. 

It asks: 

What disease diagnosis must not be missed? 

What danger must be controlled now? 

What process is still active? 

What phase has persisted too long? 

What has not cleared? 

What repair is incomplete? 

What repair is excessive? 

What reserve is depleted? 

What conditions are blocking transition? 

What re-entry into life is realistic and safe? 

These questions do not replace guidelines. They help place guidelines inside a living sequence. 

If danger is ongoing, the trigger must be addressed. 

If defense is destructive, inflammation may need control. 

If containment traps pathology, drainage or removal may be needed. 

If resolution fails, inflammation must be guided toward termination. 

If clearance fails, danger material must be reduced or removed where possible. 

If repair is incomplete, tissue restoration must be supported. 

If repair is excessive, fibrosis must be restrained. 

If memory is fixed, the organism must be helped to update. 

If re-entry is blocked, rhythm, safety, trust, rehabilitation, meaning, and social support must be 

restored. 

This is treatment as phase restoration. 

The clinical art lies in sequencing. 

Some patients need urgent suppression. Others need drainage, clearance, sleep protection, 

exposure reduction, pacing, rehabilitation, antimicrobial therapy, antifibrotic care, metabolic 

support, or social protection. Most need a coordinated sequence rather than a single act. 

Salugenesis begins inside the organism, but it cannot remain there. 

The organism must complete healing from within, but healing remains biologically constrained 

by the conditions of life. Food, oxygen, water, sleep, safety, sanitation, care, trust, time, low 

toxic burden, ecological stability, and meaningful social support are not optional complements to 

biology. They are part of the field through which biology heals. 



 

This prepares the complementary concept. 

If salugenesis is the inner biology of healing completion, salutogenesis is the outer field that 

makes health coherent, manageable, meaningful, supported, and repeatable. 

The organism heals from within. 

But it heals in a world. 

The relationship between these two can be shown as paired arcs: one inner, one outer, joined 

through the organism–niche relation. 

Figure 4. Salugenesis and Salutogenesis: The Two Bookends of Healing. 

Salugenesis names the organism’s inner movement toward healing completion, while 

salutogenesis names the outer field of resources, relationships, meanings, institutions, and 

protections that make health possible and repeatable. 

 



 

 

7. Salutogenesis: The Outer Field of Health 

If salugenesis names the organism’s inner biology of healing completion, salutogenesis names 

the outer field that makes health possible, intelligible, manageable, meaningful, supported, and 

repeatable. (Antonovsky, 1979, 1987) 

The distinction is essential. 

The organism must heal from within, but it does not heal in isolation. It heals in a world of food, 

water, air, housing, microbes, family, care, work, culture, law, economy, technology, public 

knowledge, ecological stability, and meaning. 

These conditions do not merely surround biology. They enter biology through sleep, 

nourishment, movement, threat, trust, infection, toxins, rhythm, care, inflammation, metabolism, 

immunity, attention, and hope. 

Salutogenesis therefore asks a different question from pathogenesis. 

Pathogenesis asks: 

What produces disease? 

Salutogenesis asks: 

What generates health? 

Both questions are necessary. Without pathogenesis, medicine risks vagueness. Without 

salutogenesis, medicine risks becoming a science only of damage. A life-coherent medicine must 

know how disease is produced, but also how health is made possible, maintained, restored, and 

protected. 

Salutogenesis is the outer health-generating field: the resources, meanings, relationships, 

institutions, protections, and affordances that make life comprehensible, manageable, 

meaningful, supported, and repeatable. (Commission on Social Determinants of Health, 2008; 
Whitmee et al., 2015) 

It is the complementary bookend to salugenesis. 

Salugenesis asks whether the organism can complete healing. 

Salutogenesis asks whether the surrounding niche supports health. 

This means that health is not created only by avoiding harm. A person can avoid some exposures 

and still lack health if their world does not support sleep, food, safety, dignity, belonging, care, 

movement, learning, meaning, and participation. 



 

Prevention is necessary, but not sufficient. 

Life also requires positive conditions of viability. 

A child does not flourish only because toxins are absent. The child needs nourishment, 

attachment, play, language, sleep, protection, curiosity, belonging, school, ecological contact, 

and a future that feels open. 

An adult does not become healthy only because disease markers are controlled. The adult needs 

rhythm, agency, relationship, meaningful work or contribution, financial feasibility, care 

continuity, rest, and a world in which healthier patterns can actually be lived. 

An elder does not retain dignity only because diagnoses are treated. The elder needs familiarity, 

respect, memory supports, mobility, social recognition, medication safety, transport, 

companionship, and a care system that does not make dependence humiliating. 

Salutogenesis begins from this wider field. 

The central salutogenic insight is that health depends on coherence. Life must feel sufficiently 

comprehensible, manageable, and meaningful for the organism-person to mobilize resources in 

the face of stress, injury, uncertainty, and change. (Antonovsky, 1987) 

Comprehensibility means that what is happening can be made intelligible enough to orient 

action. 

Manageability means that demands can be met with available resources. 

Meaningfulness means that struggle can be connected to values, relationships, identity, purpose, 

care, or future possibility. 

These are not merely psychological ideas. They shape the whole organism. 

A person who understands their illness may be less trapped in chaos. A person with resources 

may be more able to follow treatment. A person with meaning may endure difficulty without 

collapsing into hopelessness. A person with trust may seek care earlier. A person whose 

symptoms are believed may regulate differently from one repeatedly dismissed. A person whose 

treatment plan is feasible may participate more fully than one handed instructions they cannot 

enact. 

This does not mean illness is caused by poor attitude. 

That would be a serious distortion. 

Salutogenesis is not positive thinking in medical clothing. It is not the claim that meaning cures 

disease or that persons become ill because they lack optimism. It is the recognition that living 



 

systems require orientation, resources, relationships, and conditions in order to meet stress and 

complete adaptation. 

A person cannot manage lupus, asthma, inflammatory bowel disease, psychosis, depression, 

diabetes, heart failure, or kidney disease through mindset alone. But neither can these conditions 

be fully separated from the world in which the person must live, interpret, cope, rest, act, and 

receive care. 

Salutogenesis belongs inside medicine because medicine always asks people to live with 

treatment. 

A plan that is scientifically correct but practically unmanageable is not yet life-coherent. It may 

fail not because the patient lacks will, but because the person lacks the resources required to 

enact it. (May et al., 2014; Barry & Edgman-Levitan, 2012) 

A medication that cannot be afforded is not manageable. 

A diet that cannot be purchased, cooked, shared, or culturally sustained is not manageable. 

An exercise plan that ignores pain, heat, safety, exhaustion, disability, or time is not manageable. 

A follow-up plan that requires transport the patient does not have is not manageable. 

A psychiatric plan that asks for insight when the organism has no margin is not manageable. 

A discharge plan that assumes family support where none exists is not manageable. 

Salutogenesis makes feasibility a clinical matter, not an administrative afterthought. 

This is where resistance resources become important. 

Some resources are broad and general: health literacy, trust, income, family support, education, 

cultural solidarity, responsive governance, public health infrastructure, clean water, safe housing, 

and care continuity. 

Other resources are specific and immediate: a medication, referral, wheelchair, glucose monitor, 

therapy session, transportation voucher, home modification, interpreter, crisis plan, emergency 

shelter, or disease-specific clinical guidance. 

Both are needed. 

A person may have strong family support and still lack insulin. 

A community may have cultural solidarity and still lack safe water. 

A clinic may prescribe the right medication but fail because cost, transport, food insecurity, 

health literacy, trust, and follow-up remain unaddressed. 



 

Life-coherent medicine asks both questions: 

What general resources must be strengthened? 

What specific resource is required here, now, for this person, in this situation? 

This brings salutogenesis close to the everyday work of clinical care. It is not a remote public-

health theory. It is present whenever a clinician asks whether the patient understands the 

diagnosis, can afford treatment, has support, can return for review, can sleep, can eat safely, can 

ask questions without shame, can manage side effects, can recognize danger signs, and can 

connect treatment to something worth living for. 

A physician’s explanation can be salutogenic. 

Explanation does not cure disease by itself, but it can reduce fear, restore orientation, support 

agency, and make care more usable. 

A truthful explanation can help a patient understand why symptoms fluctuate, why suppression 

may be necessary, why exposure reduction matters, why sleep is not optional, why rehabilitation 

must be sequenced, and why recovery may require both biomedical and life-context change. 

False certainty, overpromising, single-root-cause claims, dismissal of conventional treatment, 

and exaggeration of contested mechanisms are anti-salutogenic because they undermine trust. 

Honesty can itself restore coherence. 

The clinician can say: 

Your suffering is real. 

We do not know everything. 

These processes may be involved. 

This is what we must rule out. 

This is what we can test. 

This is what we can treat. 

This is what we can support. 

This is how we will monitor. 

This is what improvement would look like. 

This is where uncertainty remains. 

Such language is not merely kind. 

It is clinically coherent. 

It reduces the patient’s need to live inside confusion. 

Salutogenesis also reframes resilience. 



 

Resilience is not the ability to endure unlimited stress without consequence. That is a dangerous 

myth. True resilience requires margins. It requires rest after effort, repair after injury, safety after 

threat, nourishment after depletion, support after overload, and time after disruption. 

A society that demands endless resilience while eroding the conditions for recovery is not 

promoting health. It is increasing allostatic load. 

Many patients have been asked to be resilient in conditions that are anti-salutogenic. They are 

told to cope while care is fragmented, food is costly, sleep is destroyed, work is precarious, 

housing is unsafe, air is polluted, digital environments capture attention, and family systems are 

overburdened. They are praised for endurance while the world continues to deplete the very 

margins required for healing. 

Life-coherent medicine must not confuse adaptation with health. 

A person may adapt to poverty, violence, overwork, loneliness, pain, pollution, displacement, 

stigma, or climate stress. But adaptation has cost. When adaptive cost accumulates faster than 

recovery, coherence becomes fragile. The organism may become more reactive, less tolerant, 

slower to repair, more prone to flare, more vulnerable to infection, more exhausted, or more 

likely to enter shutdown states. 

Salutogenesis therefore gives medicine a way to distinguish health from mere survival. 

Survival asks: 

Can the organism endure? 

Health asks: 

Can the organism live, repair, relate, participate, and flourish without constantly exceeding its 

margins? 

This is why the outer field matters. 

Salutogenesis can be understood as an affordance field. An affordance field is the surrounding 

pattern of conditions that makes some actions easier, safer, more visible, more meaningful, more 

supported, and more repeatable than others. A salutogenic affordance field makes health-

supporting ways of living easier to enact. 

A staircase that is visible, safe, pleasant, and accessible affords movement. 

A shaded neighborhood with sidewalks, low traffic danger, and social trust affords walking. 

A workplace with predictable hours affords sleep, family care, and recovery. 



 

A school with food, play, inclusion, emotional safety, curiosity, dignity, and student voice 

affords development. 

A clinic with continuity, affordability, respect, clear communication, and navigation support 

affords care-seeking. 

A culture that honors grief affords mourning and reintegration. 

The reverse is also true. 

A fast-food-saturated, car-dependent, unsafe, time-poor, screen-saturated, socially fragmented, 

high-stress, low-trust environment affords illness-producing patterns even when people know 

what they “should” do. 

It is not enough to tell people to choose health when the field repeatedly rewards, normalizes, or 

necessitates the opposite. 

This is one of the most important bridges between medicine and public health. 

Health promotion becomes more than messaging. It becomes the redesign of daily life so that 

health-supporting patterns are materially, relationally, institutionally, ecologically, and culturally 

supported. 

Food is a clear example. 

Nutrition is often discussed as individual choice, but food is one of the main ways the niche 

becomes body. Food environments shape metabolism, immunity, microbiome ecology, energy, 

development, mood, sleep, and chronic disease risk. But food choice is shaped by income, 

availability, pricing, marketing, transport, culture, kitchen access, time, stress, caregiving burden, 

school meals, work schedules, and commercial design. 

A salutogenic food environment makes nourishing food affordable, accessible, culturally 

meaningful, minimally toxic, and practically usable. 

Movement is another example. 

Movement depends on bodies, but also on space. A person may need to move, but movement 

may be blocked by pain, disability, heat, traffic, unsafe streets, long work hours, exhaustion, 

gendered vulnerability, lack of public space, or shame. A salutogenic movement field makes 

activity ordinary, safe, dignified, and woven into daily life rather than imposed as another task on 

an already burdened person. 

Sleep is another. 

Sleep is biological, but it is also social and ecological. It depends on time, housing, noise, light, 

safety, pain, caregiving burden, work rhythms, digital exposure, anxiety, temperature, and 



 

cultural expectations. A sleep-deprived society cannot become healthy through individual 

willpower alone. Sleep protection is a public-health and clinical matter. 

Care access is another. 

A health system may technically exist but remain anti-salutogenic if it is humiliating, expensive, 

fragmented, confusing, culturally unsafe, difficult to navigate, or impossible to access without 

losing work or dignity. Care becomes salutogenic when it is trustworthy, continuous, affordable, 

respectful, understandable, and responsive. 

This does not erase personal agency. It makes agency real. 

Agency is not an abstract power floating free of conditions. It requires time, energy, knowledge, 

safety, dignity, support, and available pathways. To tell people to exercise agency while 

stripping away the conditions that make agency possible is a form of burden displacement. 

Salutogenesis therefore protects against moralizing behavior. 

Many behaviors that appear irrational from a distance are adaptive within constrained niches. 

Ultra-processed food may regulate hunger, time scarcity, low income, emotional stress, and 

aggressive marketing. Sedentary behavior may protect against unsafe streets, exhaustion, pain, or 

heat. Substance use may be an attempt to regulate trauma, loneliness, despair, or bodily distress. 

Avoidance of care may reflect prior humiliation, cost, distrust, or bureaucratic burden. 

A life-coherent approach does not deny responsibility. 

It situates responsibility within the field that shapes possibility. 

This is especially important in NCD care. Hypertension, diabetes, obesity, cardiovascular 

disease, chronic respiratory disease, chronic kidney disease, cancer risk, and multimorbidity are 

often described through behavioral and metabolic risk factors. These remain important. But a 

life-coherent frame deepens the account by asking how biological, emotional, relational, 

commercial, ecological, and institutional conditions stabilize disease-producing trajectories. 
(Gilmore et al., 2023) 

The salutogenic question becomes: 

What world is being conserved? 

And what conditions would allow a healthier way of living to become possible? 

This moves clinical care from compliance to co-creation. The clinician still asks what numbers 

matter, what guideline applies, what medication is needed, and what risks must be reduced. But 

the clinician also asks: 



 

What world is this patient living in? 

What pattern is being conserved? 

What emotional domain organizes action? 

What language is closing possibility? 

What small change could shift the organism–niche relation without force? 

Salutogenesis also matters in psychiatry. A person cannot think their way out of danger that 

continues. A child cannot regulate in an environment that repeatedly overwhelms them. A 

caregiver cannot recover while depletion is constantly renewed. A person with psychosis cannot 

re-enter shared reality if every return is humiliating, isolating, and unsafe. A person with chronic 

pain cannot restore trust in movement if movement is forced without safety. 

Salutogenesis asks what field would make repair livable. 

At the community scale, this means safe water, nourishing food, walkable spaces, social trust, 

care access, public knowledge, cultural belonging, clean air, shade, public transport, emergency 

preparedness, education, housing, and ecological protection. 

At the institutional scale, it means schools that protect curiosity and belonging; workplaces that 

protect recovery and dignity; clinics that protect trust and continuity; digital systems that protect 

attention, privacy, agency, and non-addictive design; and governments that protect the civil 

commons. 

At the ecological scale, it means recognizing that ecosystems are not external scenery but life-

supporting conditions. Air, water, soil, biodiversity, climate stability, and healthy oceans are 

health infrastructure. A society cannot generate health while degrading the life-ground from 

which health arises. 

This chapter can be summarized in one central claim: 

Health is patterned by the worlds that make life-capacity possible, safe, meaningful, 

supported, and repeatable. 

Salugenesis taught us that the organism must complete healing from within. Salutogenesis now 

teaches us that inner healing depends on an outer field. The person lives at the intersection of 

these inner and outer processes. 

A patient may have excellent meaning and support but still require biological treatment. 

Another may receive excellent biological treatment but lack the life conditions needed for 

sustained recovery. 

The two are inseparable but not identical. 

The next chapter develops the operational bridge between them: exposure, repair, and restorative 

margins. 



 

 



 

 

8. Exposure, Repair, and Restorative Margins 

Health is sustained when exposure remains within restorative capacity. (McEwen, 1998; 
Commission on Social Determinants of Health, 2008) 

This is one of the simplest operational principles of life-coherent medicine. 

The organism is always exposed: to food, air, water, microbes, chemicals, light, temperature, 

sound, work, family, stress, digital signals, commercial design, cultural meanings, institutions, 

and ecological conditions. Exposure is not automatically harmful. Life requires exposure. The 

organism grows, learns, adapts, strengthens, and participates through encounter with the world. 

But exposure becomes dangerous when burden exceeds repair. 

This gives life-coherent medicine its most practical bridge between body and world. 

The organism does not meet the niche as theory. It meets the niche as dose, rhythm, intensity, 

timing, repetition, meaning, threat, nourishment, deprivation, support, and recovery. 

A pollutant enters the airway. 

A food pattern enters metabolism. 

A night of poor sleep enters immune and endocrine regulation. 

A humiliating interaction enters vigilance and shame. 

A supportive relationship enters safety and possibility. 

A clinic visit enters trust or mistrust. 

Heat enters cardiovascular strain. 

Debt enters sleep. 

Digital overload enters attention. 

Care enters regulation. 

The niche becomes biology through exposure. 

But biology also depends on repair. The body is not fragile simply because exposure exists. 

Living systems are built to respond, neutralize, clear, rebuild, learn, and adapt. 

The question is not whether exposure occurs. 

The question is whether repair remains sufficient. 

Repair includes familiar biological processes: sleep, immune resolution, mitochondrial 

restoration, protein synthesis, wound healing, neuroplasticity, hormonal rhythm, renal clearance, 

hepatic metabolism, lymphatic drainage, antioxidant buffering, microbiome recovery, tissue 

remodeling, and autonomic recalibration. (Antonovsky, 1987; May et al., 2014) 



 

But repair also includes relational and social processes: reassurance, belonging, apology, justice, 

explanation, rest, mourning, forgiveness, care, meaning, and restored agency. 

Margins are what make repair possible before breakdown occurs. 

Margins include reserves of time, energy, safety, trust, money, care, ecological stability, 

biological resilience, and institutional support. A person with margin can tolerate disruption. A 

poor night of sleep can be followed by recovery. A financial shock can be absorbed. A stressful 

week can be followed by rest. A flare can be treated early. A mistake can be repaired. A loss can 

be mourned. A crisis can be met before it becomes catastrophe. 

A person without margin lives near collapse. 

Every burden arrives as too much. A small infection destabilizes diabetes. A missed paycheck 

means medication is skipped. A sleepless night worsens pain, mood, appetite, and blood 

pressure. A clinic delay becomes hospitalization. A family conflict becomes relapse. Heat 

becomes cardiovascular strain. A food price increase becomes metabolic risk. An unresolved 

symptom becomes panic. 

Margins are not luxuries. 

They are health infrastructure. 

The relationship among exposure, repair, and margins can be seen most simply as a field of 

balance. When cumulative exposure remains within restorative capacity, adaptation and healing 

remain possible. When exposure exceeds repair and margins collapse, disease, distress, 

dysfunction, and breakdown become more likely. 



 

Figure 5. Exposure, Repair, and Restorative Margins. 

Health is sustained when cumulative exposure remains within restorative capacity. Disease, 

distress, dysfunction, and breakdown become more likely when exposure exceeds repair and 

margins collapse. 

The simplest formulation is: 

Exposure must not chronically exceed repair, and repair must be protected by margins. 

This applies at every scale. 

At the cellular scale, oxidative stress, mitochondrial strain, hypoxia, infection, toxins, 

inflammation, mechanical load, and nutrient deficiency may exceed the cell’s capacity for repair, 

autophagy, proteostasis, and energy restoration. 

At the organismal scale, chronic stress, poor sleep, metabolic overload, infection, pain, 

inactivity, trauma, inflammation, and medication burden may exceed the body’s capacity to 

regulate. (McEwen, 1998; Furman et al., 2019) 

At the personal scale, grief, shame, anxiety, poverty, loneliness, overwork, caregiving, 

uncertainty, and meaning-collapse may exceed emotional and cognitive repair. 

At the family scale, illness, debt, conflict, care burden, unemployment, and housing stress may 

exceed relational margin. 



 

At the community scale, violence, climate stress, food insecurity, social fragmentation, degraded 

public space, and weak care systems may exceed collective resilience. 

At the ecological scale, pollution, biodiversity loss, warming, soil degradation, water 

contamination, and disaster recurrence may exceed regenerative capacity. (Rockström et al., 
2009; Steffen et al., 2015; Whitmee et al., 2015) 

The pattern is the same: 

When burden repeatedly exceeds repair, systems become brittle. 

This does not mean all burdens are bad. Living requires challenge. Muscles strengthen through 

load followed by recovery. Immunity learns through exposure followed by resolution. Children 

develop through manageable difficulty supported by care. Communities grow through shared 

challenges when trust and repair are present. 

The problem is not exposure itself. 

The problem is exposure without sufficient recovery, support, meaning, or margin. 

Life-coherent medicine therefore distinguishes adaptive stress from anti-salugenic burden. 

Adaptive stress is time-limited, meaningful or tolerable, recoverable, and followed by 

restoration. It can build capacity. 

Anti-salugenic burden is excessive, repeated, humiliating, toxic, unsafe, meaningless, 

unsupported, or inescapable. It blocks healing. 

Exercise can be adaptive. Overexertion in a depleted person can worsen illness. 

Microbial exposure can educate immunity. Chronic mold, infection, or polluted air can sustain 

inflammation. 

Work can give meaning. Precarious, exhausting, unsafe work can destroy sleep and repair. 

Caregiving can express love. Caregiving without support can become depletion. 

Digital connection can support belonging. Digital capture can fragment attention, sleep, mood, 

and agency. 

The clinical task is to ask which exposures strengthen life and which consume life. 

This matters especially in chronic disease. Many chronic conditions are not caused by a single 

exposure, but by layered burdens accumulating over time. One exposure may be manageable. 

Several together may exceed margin. 



 

A patient with hypertension may be managing salt intake, poor sleep, chronic pain, family stress, 

heat exposure, medication cost, alcohol use, and work strain. Each factor may be partial. 

Together, they conserve vascular stress. 

A patient with diabetes may be managing ultra-processed food, stress physiology, low muscle 

activity, poor sleep, shame, affordability, family meals, commercial pressure, and limited follow-

up. Together, they conserve metabolic miscoupling. 

A patient with asthma may be managing allergens, air pollution, mold, viral infections, anxiety, 

poor inhaler access, and housing conditions. Together, they conserve airway instability. 

A patient with depression may be managing grief, isolation, inflammation, endocrine disruption, 

sleep loss, financial insecurity, shame, and narrowed possibility. Together, they conserve 

collapse. 

A patient with autoimmune disease may be managing immune memory, tissue injury, infection 

history, stress, sleep disruption, microbiome disturbance, exposure burden, and incomplete 

resolution. Together, these may conserve phase-locking. 

This is why multimorbidity is not surprising. 

The same depleted margins can express themselves through multiple systems. Sleep loss can 

affect mood, glucose regulation, pain, immune function, blood pressure, cognition, appetite, and 

inflammatory tone. Food insecurity can affect metabolism, stress, family life, medication 

adherence, child development, and dignity. Climate heat can affect cardiovascular strain, kidney 

risk, sleep, work, mood, and medication stability. Care fragmentation can affect every chronic 

disease. 

The disease labels differ, but the margin ecology may be shared. 

Life-coherent medicine therefore asks not only what disease is present, but what burden-repair 

pattern is being conserved. 

This can be made practical through three clinical questions. 

First: 

What exposures are repeatedly acting on this person? 

These may be physical, chemical, biological, nutritional, psychosocial, commercial, digital, 

ecological, relational, or institutional. 

Second: 

What repair processes are available, blocked, or incomplete? 



 

This includes sleep, nourishment, movement, medication, therapy, immune resolution, clearance, 

rehabilitation, relationship, nature, creativity, spiritual practice, social support, and ecological 

repair. 

Third: 

What margins are missing? 

Time, money, safety, trust, energy, attention, transport, medication continuity, food access, 

housing, care, social support, and institutional responsiveness all determine whether the person 

can absorb disturbance without collapse. 

These questions help medicine move beyond blame. 

A person may not be failing because they lack motivation. They may be overexposed, under-

repaired, and margin-depleted. The clinical plan may need to become smaller, more sequenced, 

more protective, and more feasible. 

A person with diabetes and depression may not be ready for a large dietary overhaul, a complex 

exercise program, and multiple medication changes at once. The life-coherent next step might be 

to restore sleep, simplify medication, reduce shame, identify one feasible breakfast change, 

arrange follow-up, involve a family member, and treat depression. 

This is not lowering standards. 

It is restoring margin so that further change becomes possible. 

A person with chronic pain may not benefit from being told simply to move more. The next step 

may be pain control, fear reduction, graded movement, sleep restoration, explanation of 

sensitization, pacing, physiotherapy, and relational support. Movement must become safe enough 

to be repeated. 

A patient with asthma in damp housing may need inhaled therapy, but also recognition that the 

airway is being asked to heal in an anti-salugenic environment. Treatment is necessary. Exposure 

reduction may be equally necessary. 

A caregiver with hypertension may need medication, but also relief, sleep, social support, and 

time. Blood pressure is not separate from the world that keeps the body mobilized. 

Exposure-repair thinking also clarifies why “lifestyle advice” often fails. 

Much lifestyle advice treats behavior as if it were simply chosen. But behavior is often the 

surface expression of exposure, repair, and margin. 

Overeating may be regulation under stress, food scarcity, sleep loss, commercial design, or 

emotional distress. 



 

Sedentary behavior may reflect pain, unsafe spaces, exhaustion, depression, heat, or lack of time. 

Poor medication adherence may reflect cost, side effects, misunderstanding, mistrust, fragmented 

care, or shame. 

Alcohol use may regulate trauma, loneliness, insomnia, social expectation, or despair. 

Avoiding care may reflect previous humiliation, transport difficulty, fear of diagnosis, or 

administrative burden. 

The life-coherent question is not: 

Why will this person not do what is good for them? 

It is: 

What exposure, repair deficit, or missing margin makes the current pattern more repeatable than 

the healthier one? 

This question opens compassion and precision at the same time. 

It also protects against another error: treating repair as individual self-care alone. 

Sleep, nutrition, movement, therapy, nature contact, social connection, and meaning practices 

matter. But they are not equally available to everyone. A person cannot sleep well in unsafe 

housing, move safely in dangerous streets, eat well where healthy food is unaffordable, attend 

therapy they cannot access, rest while working multiple jobs, or recover in a household without 

support. 

Self-care without structural care becomes burden displacement. 

Life-coherent medicine therefore treats repair as both personal and public. Individuals can learn, 

choose, practice, and participate. Families can support. Clinicians can guide. Health systems can 

coordinate. Communities can create safe spaces. Governments can protect air, water, food, 

housing, work, education, and care access. Public health can reduce exposure before repair is 

overwhelmed. 

This gives justice a concrete clinical meaning. 

Health inequity is not only unequal disease distribution. It is unequal exposure, unequal repair, 

and unequal margin. Some persons and communities are repeatedly exposed to more harm, given 

fewer resources for repair, and denied the margins that others take for granted. Their bodies then 

carry the pattern as disease. 

The life-coherent question becomes: 



 

Who is carrying exposure for whom? 

Workers may carry toxic exposure for economic productivity. 

Children may carry food-system failure as obesity, anxiety, or metabolic risk. 

Women may carry unpaid care burden as exhaustion, depression, hypertension, or pain. 

Poor communities may carry pollution, heat, unsafe housing, and degraded services. 

Small island states may carry climate stress produced elsewhere. 

Patients may carry health-system fragmentation as “non-compliance.” 

Clinicians may carry institutional overload as burnout. 

Ecosystems may carry waste, extraction, and degradation until human health returns the burden 

as disease. 

Exposure is often displaced downward onto those with least margin. 

This is why margins must be protected ethically. 

Margins are not inefficiencies. They are what allow life to absorb shock, learn, repair, and adapt. 

A system with no margin may appear efficient until disturbance arrives. Then it fails. 

A hospital with no staffing margin burns out clinicians and harms patients. 

A household with no financial margin skips medication. 

A body with no sleep margin becomes inflamed, insulin resistant, anxious, or hypertensive. 

A community with no social margin fragments under crisis. 

An ecosystem with no regenerative margin collapses under stress. 

A civilization with no ecological margin converts present productivity into future disease. 

Efficiency without margin is fragility. 

This chapter can be summarized in one central claim: 

Disease becomes more likely when exposure repeatedly exceeds repair and margins 

collapse; healing becomes more possible when harmful exposure is reduced, repair is 

restored, and margins are rebuilt. 



 

This is not a formula for certainty. 

It does not say that every disease is caused by exposure imbalance. Genetic disease, malignancy, 

infection, injury, developmental conditions, and random biological events all require specific 

explanation. 

It does not say that repair always restores what has been lost. Some damage is irreversible. 

It does not say that margins guarantee health. Life remains vulnerable. 

But it does say that medicine becomes more truthful when it asks whether the organism-person is 

being asked to live, heal, or change under burdens that exceed available repair. 

This prepares the next chapter. 

If exposure, repair, and margins are central to health, then systems can fail by hiding exposure, 

consuming repair, eroding margins, and then blaming individuals for predictable breakdown. 

They can measure the wrong things, normalize harm, reward throughput, commercialize illness-

producing patterns, enclose commons, and call adaptation resilience. 

These are capture modes. 

 



 

 

9. Capture Modes: When Systems Normalize Harm 

A health system can treat disease while conserving the conditions that produce it. 

This is one of the central dangers life-coherent medicine must learn to recognize. Harm is not 

always obvious. It does not always appear as open neglect, cruelty, corruption, or error. Often 

harm becomes normalized through the ordinary operations of systems that appear rational, 

efficient, evidence-based, profitable, modern, measurable, or resilient. 

The system continues to function. Targets are reported. Services are delivered. Markets grow. 

Indicators improve. Technologies expand. Policies are implemented. 

Yet life-capacity may be quietly reduced elsewhere. 

A capture mode occurs when a system’s tools, incentives, language, measures, procedures, or 

power relations become detached from the life they are supposed to serve. 

Something designed to help begins to dominate. 

A measure replaces the reality it was meant to illuminate. 

A policy becomes more important than the people it was meant to protect. 

A market creates demand for what damages health. 

A technology captures attention while promising connection. 

A health system improves throughput while exhausting patients and clinicians. 

A resilience narrative praises people for surviving burdens that should have been removed. 

Capture does not require bad intentions. 

That is why it is so dangerous. 

A clinician may genuinely want to help but be trapped in a rushed system that allows no time for 

explanation. A public-health programme may aim to improve indicators but ignore the lived 

burdens imposed by implementation. A hospital may pursue efficiency but remove the relational 

margin required for healing. A food industry may provide affordable calories while normalizing 

metabolic burden. A digital platform may offer connection while capturing attention, sleep, and 

self-worth. A policy may promote personal responsibility while hiding structural exposure. 

Life-coherent medicine must therefore ask not only: 

What disease is present? 

But also: 

What system is making this disease easier to conserve? 



 

This chapter names several capture modes. They are not exhaustive, but they are clinically and 

publicly useful. 

 

Measurement Violence 

Measurement is necessary. 

Medicine cannot function without measurement. Blood pressure, glucose, creatinine, oxygen 

saturation, imaging, pathology, inflammatory markers, psychiatric scales, spirometry, mortality 

rates, quality indicators, and service metrics all matter. They help detect danger, guide treatment, 

monitor progress, compare interventions, allocate resources, and prevent avoidable harm. 

But measurement becomes violent when it reduces living reality to what the system can count, 

then treats everything outside the measure as secondary, irrelevant, or nonexistent. (Bevan & 
Hood, 2006; Muller, 2018) 

A person becomes a number. 

A community becomes a rate. 

A clinician becomes productivity. 

A school becomes test scores. 

A hospital becomes throughput. 

A life becomes cost. 

The danger is not measurement itself. 

The danger is reduction without accountability. 

A HbA1c can help protect a patient with diabetes. But if the number becomes the whole person, 

shame, food insecurity, depression, medication cost, sleep disruption, family burden, and 

commercial food systems may disappear. 

A depression score can support assessment. But if the score replaces listening, grief, trauma, 

loneliness, meaning-collapse, and social constraint may be missed. 

A waiting-time target can improve access. But if it pressures clinicians to shorten encounters 

beyond usefulness, care may become less healing while appearing more efficient. 

Measurement violence occurs when the map injures the territory. 

Life-coherent medicine does not reject measurement. It asks measurement to become answerable 

to life. 



 

What does this measure reveal? 

What does it hide? 

Who bears the cost of what it hides? 

 

Metric Capture 

Metric capture occurs when institutions begin optimizing for indicators rather than for life-

capacity. (Bevan & Hood, 2006; Muller, 2018) 

A clinic may optimize appointment numbers while continuity worsens. 

A hospital may reduce length of stay while readmission risk, family burden, and post-discharge 

confusion increase. 

A public-health programme may count educational sessions while food systems remain 

unchanged. 

A digital health platform may count engagement while worsening anxiety or attention 

fragmentation. 

A policy may celebrate reduced expenditure while shifting care burden onto families. 

The metric becomes the master. 

This is especially dangerous in chronic disease care. Chronic illness requires time, trust, 

sequence, follow-up, explanation, and adaptation. These are not always easy to measure. A 

rushed visit can be counted. A prescription can be counted. A lab result can be counted. A billing 

code can be counted. But trust, dignity, comprehension, feasibility, margin, and renewed 

participation are harder to capture. 

If the measurable drives out the meaningful, care becomes life-blind. 

Life-coherent dashboards must therefore include both biomedical control and life-capacity. 

Biomarkers remain central, but they must be joined to access, continuity, affordability, dignity, 

trust, sleep, safety, social support, exposure reduction, restorative margins, ecological stability, 

and participation. 

 

Implementation Violence 

Implementation violence occurs when a technically sound intervention is imposed in a way that 

increases burden, ignores context, disrespects dignity, or fails to ask whether the people affected 

can actually live with it. 



 

This can happen even when the intervention itself is evidence-based. 

A diabetes programme may require frequent appointments without considering transport, work 

schedules, caregiving, or cost. 

A lifestyle intervention may recommend foods that are unavailable or unaffordable. 

A digital monitoring system may demand daily data entry from people already overwhelmed. 

A hospital discharge protocol may transfer complexity to families without training or support. 

A mental-health referral pathway may exist on paper but be unusable because of stigma, waiting 

times, cost, or lack of cultural safety. 

The intervention may be correct in theory but harmful in practice because implementation 

ignores the organism–niche relation. 

Life-coherent implementation asks: 

Can this be lived? 

Who must carry the burden? 

What margin is required? 

What dignity is at risk? 

What support is necessary? 

What unintended exposure are we creating? 

The goal is not simply to deliver interventions. 

The goal is to embed them in ways that protect life-capacity. 

 

Commercial Capture 

Commercial capture occurs when market systems shape health-damaging environments while 

presenting the resulting disease as individual failure. (Gilmore et al., 2023) 

This is visible in food systems, alcohol, tobacco, gambling, pharmaceuticals when misused, 

digital platforms, cosmetic industries, wellness markets, and many other domains. Commercial 

actors may create products, environments, narratives, habits, and dependencies that increase 

exposure while privatizing responsibility for the consequences. 

Ultra-processed foods are marketed aggressively, made cheap, made convenient, and woven into 

daily life. Then individuals are blamed for obesity, diabetes, fatty liver disease, and 

cardiovascular risk. 



 

Digital platforms are designed for attention capture, emotional stimulation, social comparison, 

and habit formation. Then individuals are blamed for distraction, sleep disruption, anxiety, 

loneliness, and reduced attention. 

Alcohol may be normalized as celebration, stress relief, masculinity, sophistication, or social 

belonging. Then individuals are blamed when dependence, violence, liver disease, injury, cancer 

risk, or family harm emerges. 

Commercial capture does not mean every market activity is harmful. Markets can distribute 

useful goods, create livelihoods, support innovation, and expand access. 

The problem occurs when profit depends on increasing exposure, weakening repair, narrowing 

agency, or enclosing commons. 

Life-coherent medicine must therefore ask: 

Who benefits when this disease-producing pattern is conserved? 

This question is not ideological. 

It is clinical and public-health realism. 

 

Epistemic Capture 

Epistemic capture occurs when a system controls what counts as legitimate knowledge so 

narrowly that important forms of suffering, exposure, relation, or lived experience are excluded. 

A patient’s account may be dismissed because tests are normal. 

A community’s experience of environmental illness may be ignored because the exposure is hard 

to measure. 

A clinician’s practical knowledge may be devalued because it does not fit institutional metrics. 

Traditional, local, or community knowledge may be ignored even when it contains important 

information about food, land, care, grief, resilience, or ecological change. 

Emerging phenomena may be prematurely dismissed because they do not yet fit existing 

categories. 

The danger is not skepticism. Skepticism is necessary. Medicine must guard against false claims, 

overdiagnosis, pseudoscience, and harmful certainty. 



 

The danger is premature closure: deciding too early that what cannot yet be measured, coded, or 

explained is not real. 

Life-coherent medicine needs epistemic humility. 

It should distinguish carefully among established evidence, plausible synthesis, emerging 

hypotheses, contested claims, and speculation. But it should not confuse uncertainty with 

absence. 

The person’s suffering may be real even when the explanation is incomplete. 

 

Algorithmic Capture 

Algorithmic capture occurs when digital systems, predictive models, scoring tools, or artificial 

intelligence begin shaping decisions in ways that obscure responsibility, amplify bias, or reduce 

persons to data profiles. 

Algorithms can help. They can identify risk, support diagnosis, detect patterns, remind clinicians, 

improve logistics, and expand access. 

But they can also misrecognize lives. 

A risk score may miss the patient whose suffering does not fit the model. 

A triage system may deprioritize complexity because it is hard to code. 

A digital platform may increase engagement while reducing sleep, attention, mood, or social 

trust. 

An AI tool may reproduce historical bias if trained on inequitable data. 

A clinical system may make it easier to click a code than to hear the story. 

Algorithmic capture is not merely a technical problem. 

It is a life-coherence problem. 

The question is whether digital tools expand or reduce human capacity, dignity, agency, 

attention, trust, and care. 

The test is simple: 

Does the technology serve life, or does life become organized around serving the technology? 



 

 

Cultural Masking 

Cultural masking occurs when harmful patterns are hidden under accepted stories, norms, 

identities, or expectations. 

A culture may normalize overwork and call it ambition. 

It may normalize alcohol and call it celebration. 

It may normalize emotional silence and call it strength. 

It may normalize women’s exhaustion and call it love. 

It may normalize unhealthy food and call it tradition, even when commercial systems have 

transformed the food environment. 

It may normalize medical dismissal and call it efficiency. 

It may normalize poverty and call it personal failure. 

It may normalize ecological destruction and call it development. 

Culture can be salutogenic. It can provide meaning, belonging, ritual, care, identity, music, food, 

spirituality, memory, and solidarity. 

But culture can also mask harm when practices, expectations, or narratives prevent people from 

seeing what life is costing. 

Life-coherent medicine must approach culture with respect and discernment. It should not 

pathologize culture from outside. But neither should it romanticize any pattern that disables life-

capacity. 

The question is: 

Does this cultural pattern expand or reduce the capacities required for life to live, heal, 

participate, and flourish? 

 

Burden Displacement 

Burden displacement occurs when one part of a system appears successful because another part 

is forced to carry the cost. (May et al., 2014; Mair & May, 2014) 



 

A hospital reduces length of stay, but families carry unprepared caregiving. 

A clinic improves appointment volume, but clinicians carry burnout and patients lose continuity. 

A company sells cheap food, but bodies carry metabolic burden. 

A nation grows economically, but ecosystems carry degradation. 

A health programme promotes self-management, but patients carry complexity without support. 

A society praises resilience, but the vulnerable carry exposure without repair. 

Burden displacement is one of the most important diagnostic concepts for life-coherent medicine 

because it reveals hidden violence. 

Many systems look efficient because they have moved the cost elsewhere. 

The clinical question becomes: 

Who is carrying the burden that the system refuses to see? 

The answer may be the patient, the family, the nurse, the primary care doctor, the poor 

community, the child, the elder, the caregiver, the island, the future generation, or the ecosystem. 

Life-coherent medicine makes displaced burden visible. 

 

Commons Enclosure 

Commons enclosure occurs when shared life-support systems are privatized, degraded, 

restricted, commodified, or made inaccessible. (McMurtry, 1999, 2013) 

The civil commons include the shared conditions required for life: clean water, public health, 

education, care, food security, ecological systems, public knowledge, safe spaces, social trust, 

emergency protection, and institutions accountable to life. When these are weakened, individuals 

must purchase privately what should have been protected collectively — if they can afford it. 

A community loses public space, and movement becomes a private gym membership. 

Food systems degrade, and nourishment becomes a specialty product. 

Public health weakens, and prevention becomes personal consumption. 

Education narrows, and wisdom becomes credentialed access. 



 

Care systems fragment, and family exhaustion becomes the hidden infrastructure. 

Ecology is degraded, and future generations inherit exposure. 

Commons enclosure converts shared life conditions into private burdens. It therefore increases 

inequality because those with money can buy partial substitutes while others absorb harm. 

Life-coherent medicine must recognize civil commons as health infrastructure. 

Without commons, health becomes privatized, fragile, and unjust. 

 

Resilience-as-Adaptation 

Resilience is often good. People, families, communities, and ecosystems need the capacity to 

withstand disturbance, recover, learn, and reorganize. 

But resilience becomes a capture mode when it is used to praise adaptation to conditions that 

should not be tolerated. 

A burned-out clinician is called resilient. 

A poor family surviving impossible stress is called resilient. 

A community repeatedly rebuilding after preventable climate harm is called resilient. 

A patient managing fragmented care is called resilient. 

A child adapting to violence is called resilient. 

In each case, the word may hide the question of why the burden remains. 

True resilience requires repair and margin. 

False resilience demands endurance without changing the conditions that cause depletion. 

Life-coherent medicine therefore asks: 

Are we strengthening the capacity to recover, or are we normalizing harm by praising survival? 

This distinction is especially important in chronic disease, mental health, climate adaptation, and 

small island settings. Communities should indeed be supported to adapt to climate stress. But 

adaptation must not become an excuse for continued ecological harm, weak infrastructure, or 

abandonment by those most responsible for global burden. 



 

Resilience without justice becomes adaptation to violence. 

 

Capture in the Clinic 

Capture modes are not only public-health or policy concepts. They appear in ordinary clinical 

practice. 

A clinician may focus on the disease marker and miss the patient’s life. 

A patient may be labeled non-compliant when the plan was impossible. 

A brief visit may force premature simplification. 

A guideline may be applied without context. 

A digital record may reward coding over listening. 

A prescription may be correct but unaffordable. 

A referral may be made but not accessible. 

A discharge plan may be medically complete but practically unsafe. 

A person may be told to change lifestyle while their world remains organized against change. 

This is not a condemnation of clinicians. 

Clinicians themselves are often captured by overloaded systems. They may be asked to provide 

humane care without time, continuity, staffing, administrative support, or institutional margin. 

Clinician burnout is not only an individual wellness problem. It is a signal that the care system is 

consuming the human conditions required for care. 

Life-coherent medicine must therefore protect the clinician-patient relation as a commons of 

healing. Time, trust, listening, continuity, explanation, and follow-up are not inefficiencies. They 

are part of the relational infrastructure through which healing becomes possible. 

 

Capture in Public Health 

Public health can also be captured. 



 

It can become too focused on messaging while neglecting the material conditions that shape 

behavior. 

It can count campaigns rather than changed affordances. 

It can emphasize personal responsibility while leaving commercial determinants untouched. 

It can celebrate adaptation while failing to reduce exposure. 

It can use surveillance without accountability. 

It can implement programmes without listening to communities. 

It can treat vulnerable populations as targets rather than partners. 

Life-coherent public health asks whether interventions reduce harmful exposure, restore repair, 

rebuild margins, protect commons, and increase life-capacity. 

It does not measure success only by activities delivered. 

It asks whether the field of living has changed. 

 

From Capture to Correction 

The purpose of naming capture is not despair. 

It is correction. 

Measurement violence is corrected by life-serving indicators. 

Metric capture is corrected by dashboards that include life-capacity. 

Implementation violence is corrected by co-design, feasibility, dignity, and context. 

Commercial capture is corrected by regulation, public goods, truthful information, and protection 

from predatory design. 

Epistemic capture is corrected by humility, plural evidence, careful listening, and disciplined 

uncertainty. 

Algorithmic capture is corrected by transparency, bias auditing, human accountability, and 

attention to dignity. 

Cultural masking is corrected by respectful discernment and life-value questioning. 



 

Burden displacement is corrected by tracing costs back to their sources. 

Commons enclosure is corrected by rebuilding shared life-support systems. 

Resilience-as-adaptation is corrected by pairing resilience with justice, repair, and exposure 

reduction. 

Each correction returns medicine to the same question: 

Does this expand or reduce life-capacity? 

 

The Central Claim 

Capture modes explain why disease can persist even when knowledge exists. 

A society may know how to prevent diabetes while conserving food systems that produce 

metabolic burden. 

A health system may know continuity matters while organizing care around fragmentation. 

A clinician may know listening matters while being given no time to listen. 

A community may know clean air matters while pollution remains profitable. 

A patient may know what would help but lack the margin to do it. 

A family may know care matters but be exhausted by unsupported burden. 

An island may know climate resilience matters while global systems continue to intensify risk. 

The problem is not only ignorance. 

It is organized misrecognition. 

Life-coherent medicine must therefore become a practice of seeing what systems have learned 

not to see. 

This chapter completes Part II. 

We now have the architecture of health and healing: treatment is not healing, salugenesis names 

inner healing completion, salutogenesis names the outer health field, exposure and repair meet in 

restorative margins, and capture modes explain how systems normalize harm. 

With this architecture in place, the next task is to return to disease itself. 



 

What does disease look like when restored to living process? 

That is the work of Part III. 

 
 



 

Part III — Disease as Disturbed Coherence 

This Part does not replace disease categories. It asks what becomes visible when disease 

categories are restored to living process. Immune disease, neuropsychiatric disease, 

noncommunicable disease, and multimorbidity are treated here as distinct but related windows 

into disturbed coherence: life locked in protection, narrowed in meaning, conserved in unhealthy 

organism–niche patterns, or layered across multiple diagnoses. 

 

10. From Disease Labels to Living Processes 

A diagnosis is a beginning, not an ending. 

This sentence must be handled carefully. It does not mean that diagnosis is unimportant. It means 

the opposite. Diagnosis is one of medicine’s great achievements. To name pneumonia, 

myocardial infarction, diabetic ketoacidosis, lupus nephritis, stroke, psychosis, asthma, 

malignancy, kidney failure, depression, sepsis, inflammatory bowel disease, or heart failure is to 

open a field of knowledge, risk assessment, treatment, monitoring, referral, prognosis, and 

communication. (Sackett et al., 1996; Engel, 1977) 

Without diagnosis, care becomes vague, unsafe, and impressionistic. 

A life-coherent medicine does not weaken diagnostic medicine. It asks diagnosis to become more 

alive. 

The problem arises when the diagnostic label becomes too static. A label may name the disease 

category without showing what the living organism is doing now. It may identify the condition 

without showing the phase, the burden, the repair deficit, the depleted margin, the sustaining 

exposure, the relational field, the meaning-world, or the next possible transition. 

In chronic and complex illness especially, the label may be necessary and still insufficient. 

A person may have rheumatoid arthritis, but that label alone does not tell us whether the person 

is in early inflammatory synovitis, destructive erosive disease, remission with residual pain, 

fibrotic stiffness, medication-related immunosuppression, systemic fatigue, or social collapse 

from years of untreated pain. (Salisbury et al., 2011; Wallace et al., 2015) 

A person may have asthma, but that label alone does not tell us whether the dominant process is 

acute bronchospasm, chronic airway inflammation, fixed remodeling, viral-triggered flare, 

pollutant-induced barrier alarm, anxiety-amplified dyspnea, poor inhaler access, or damp 

housing. 

A person may have depression, but the label alone does not tell us whether the living process is 

grief, endocrine disruption, sleep collapse, social defeat, inflammation, trauma, loneliness, 



 

medication effect, existential despair, bipolar depression, substance-related mood disorder, or 

several at once. 

The diagnosis names the pattern. 

It does not always reveal the process. 

This chapter introduces the central movement of Part III: 

from disease labels to living processes. 

The movement is not away from diagnosis. It is through diagnosis into deeper clinical seeing. 

A disease label is like a doorway. It tells us which room we may be entering, but it does not yet 

tell us what is happening inside the room, how long it has been happening, what is sustaining it, 

what has been damaged, what remains reversible, what is locked, what must be protected, and 

where the next opening lies. 

Life-coherent medicine therefore works with two layers. 

The first layer is diagnostic identification. 

What disease, syndrome, injury, exposure, psychiatric condition, functional pattern, risk state, or 

emergency is present? What must not be missed? What red flags require urgent action? What 

tests, imaging, pathology, physiology, clinical criteria, or specialist assessments are needed? 

What evidence-based treatment is indicated? 

The second layer is living-process formulation. (Engel, 1977; Muth et al., 2014) 

What is the organism trying to protect, repair, conserve, or escape? What exposure remains 

active? What repair process has not completed? What margin is depleted? What phase has 

become locked? What meaning or emotional field organizes action? What relationships, 

institutions, commercial pressures, ecological conditions, or care-system failures make the 

pattern easier to repeat than to transform? What next transition is possible? 

Both layers are required. 

Diagnostic identification protects precision. 

Living-process formulation protects the person from being reduced to the label. 

A diagnosis without process can become flat. 

A process without diagnosis can become unsafe. 

Life-coherent medicine requires both. 



 

This distinction is especially important because disease labels can perform several useful 

functions at once. They can legitimize suffering, guide treatment, coordinate professional action, 

support research, organize services, and provide patients with language for what they are 

experiencing. A patient who has been dismissed may feel relief when a diagnosis finally names 

the pattern. A clinician may know how to proceed because the diagnosis links symptoms to 

known risks and therapies. A health system may provide access because the diagnosis activates a 

pathway. 

But labels can also become traps. 

They become traps when the person is reduced to the category. 

They become traps when the diagnosis ends inquiry. 

They become traps when treatment becomes mechanical. 

They become traps when all symptoms are forced into one label. 

They become traps when the label hides social, ecological, emotional, or institutional conditions. 

They become traps when the label is used to blame, dismiss, stigmatize, or abandon. 

They become traps when clinicians forget that the patient exceeds the category. 

This is why Part III examines disease through three windows and then gathers them in 

multimorbidity. 

Immune disease shows how life can become locked in protection. 

Neuropsychiatric disease shows how life can become disturbed in body, feeling, relation, 

meaning, and possibility. 

NCDs show how daily worlds can become embodied as chronic metabolic, vascular, respiratory, 

renal, and multimorbid disease. 

Multimorbidity shows how these patterns layer in one life. 

These are not separate applications pasted together. They are distinct expressions of a deeper 

pattern: disease as disturbed coherence. 

The relationship can be seen in one architecture. 



 

Figure 6. Disease as Disturbed Coherence. 

Immune disease, neuropsychiatric disease, NCDs, and multimorbidity are presented as distinct 

but related expressions of disturbed organism–niche coherence. 

The figure should not be read as a claim that all diseases are the same. They are not. Lupus is not 

depression. Asthma is not diabetes. Psychosis is not chronic kidney disease. Cancer is not simply 

a failure of coherence. Each condition has its own mechanisms, dangers, investigations, 

treatments, and prognoses. 

The figure instead asks the reader to notice a common clinical need: after the disease is named, 

we must ask what living process has become disturbed. 

Many diagnoses are nouns. 

Living processes are verbs. 

Asthma is not only a condition; the airway is narrowing, inflaming, remodeling, reacting, 

remembering, and sometimes fearing breathlessness. 

Diabetes is not only a metabolic category; the organism is regulating glucose, storing energy, 

resisting insulin, responding to stress, moving or not moving, sleeping or not sleeping, eating 

within a food field, and adapting to commercial and family rhythms. 



 

Depression is not only a disorder; life is contracting, sleep is changing, appetite is altering, the 

future is dimming, the body is slowing or agitating, the self is being judged, and possibility is 

narrowing. 

Autoimmunity is not only immune attack; the organism is recognizing, misrecognizing, 

defending, remembering, inflaming, damaging, resolving or failing to resolve, repairing or 

overbuilding. 

Chronic kidney disease is not only reduced filtration; vascular, metabolic, inflammatory, 

medication, toxin, genetic, dietary, access, and care-continuity histories are converging in a silent 

organ that may fail before suffering becomes obvious. 

A disease label freezes enough of the process to make action possible. Life-coherent medicine 

then asks how to thaw the label back into the living sequence. 

This matters because treatment depends on phase. 

The same diagnosis can require different action depending on what phase is dominant. A patient 

with inflammatory bowel disease in active ulceration is not in the same clinical situation as one 

with post-inflammatory irritable bowel symptoms, fibrostenotic disease, nutritional depletion, 

dysbiosis, systemic fatigue, or medication complications. 

A patient with heart failure may need diuresis, rhythm control, afterload reduction, ischemic 

evaluation, renal protection, rehabilitation, medication simplification, dietary support, or 

palliative care depending on the state. 

A patient with depression may need urgent safety, medication, psychotherapy, sleep restoration, 

social support, grief work, bipolar assessment, substance treatment, endocrine evaluation, or 

relief from impossible caregiving. 

The diagnosis may be the same. 

The next transition may not be. 

Living-process formulation restores clinical temporality. It asks: 

What is active? 

What is resolving? 

What remains uncleared? 

What has been damaged? 

What has adapted? 

What has become locked? 

What is still exposed? 

What repair capacity remains? 

What sequence of care is needed next? 



 

This temporal view also helps prevent therapeutic confusion. Suppression may be necessary 

when defense is destructive. But once danger is controlled, the organism may need resolution, 

clearance, repair, rehabilitation, and re-entry. Stimulation may help when capacity is underused, 

but harm when the organism is depleted. Exposure may help when avoidance is maintaining fear, 

but harm when the environment remains unsafe. Rest may help when repair is active, but become 

disabling if it prevents reconditioning after danger has passed. 

The clinical question is always phase-sensitive: 

What does this organism need now? 

Living-process thinking also restores place. 

Disease does not occur in a vacuum. It occurs in a tissue, in a body, in a person, in a family, in a 

community, in an ecology, in an economy, in a culture, in a health system. 

A label may be identical across patients, but the niche may be entirely different. 

“Hypertension” is not only a vascular diagnosis. It is also a question about salt, kidney function, 

vascular tone, sleep, stress, pain, heat, alcohol, medication access, family burden, income, and 

continuity. 

“Diabetes” is not only a glucose diagnosis. It is also a question about food systems, affordability, 

insulin resistance, muscle activity, sleep, stress hormones, medications, family meals, shame, 

culture, and commercial design. 

“Chronic respiratory disease” is not only a lung diagnosis. It is also a question about air, housing, 

work, smoke, mold, infection, climate, inhaler access, and fear. 

This is not a dilution of diagnosis. 

It is diagnosis restored to the worlds in which it lives. 

A living-process formulation also restores meaning without making meaning the only cause. 

This is crucial. Symptoms are never merely messages, but they are not meaningless either. Pain, 

fatigue, panic, breathlessness, inflammation, swelling, avoidance, appetite, insomnia, and despair 

may carry biological, emotional, relational, and social information. 

Some information points to pathology. 

Some points to threat. 

Some points to overload. 

Some points to failed repair. 



 

Some points to loss, humiliation, or impossible demand. 

Some points to the patient’s attempt to survive under constraint. 

Medicine becomes more precise when it can hold mechanism and meaning together. 

The challenge is to do so without overinterpretation. 

Not every symptom is symbolic. Not every disease is caused by stress. Not every illness is 

maintained by the niche. Not every patient needs a complex life-process explanation. Sometimes 

the diagnosis is straightforward, the treatment works, and the person heals. 

Life-coherent medicine should not complicate what is simple. 

Treat the infection. Repair the fracture. Replace the thyroid hormone. Remove the cataract. 

Control the asthma. Rehydrate. Vaccinate. Drain the abscess. Refer urgently. Act. 

But when illness persists, recurs, clusters, resists explanation, generates distress, overwhelms 

self-management, creates fragmentation, or appears across multiple systems, the wider process 

lens becomes essential. 

The clinician then asks not only: 

What is the diagnosis? 

But: 

What pattern is this diagnosis part of? 

This question prevents siloed medicine. Real people often have overlapping diagnoses: diabetes, 

hypertension, depression, chronic pain, obesity, sleep apnea, kidney disease, asthma, 

autoimmune disease, trauma, substance use, poverty, caregiving burden, and climate exposure. 

Each condition may have its own pathway, guideline, and specialist. But the person lives them 

together. 

The organism metabolizes the whole. 

Living-process formulation asks whether there is a shared exposure, shared repair deficit, shared 

margin collapse, shared regulatory lock, shared care fragmentation, or shared life-world 

narrowing across the labels. 

This is why multimorbidity will later need its own chapter. Without a process view, 

multimorbidity becomes a list. With a process view, it becomes layered miscoupling. 

The chapter can now be summarized in one central claim: 



 

Diagnosis names the disease pattern; life-coherent formulation asks what living process has 

become disturbed, locked, overburdened, under-repaired, or unable to re-enter life. 

This prepares the three chapters that follow. 

Immune disease will show how life becomes locked in protection. 

Neuropsychiatric disease will show how life becomes disturbed in body-world coherence. 

NCDs will show how daily worlds become embodied as chronic disease. 

Together, they show that disease is real, diagnosis matters, and the living process must be seen. 

 



 

 

11. Immune Disease as Phase-Locking 

Immune disease is not only immune attack. 

It is not only inflammation. It is not only self versus non-self. It is not only excessive defense, 

deficient defense, allergy, autoimmunity, autoinflammation, fibrosis, infection, or chronic 

inflammatory activation. These categories matter. They help clinicians diagnose, stratify risk, 

select treatment, monitor damage, communicate with patients, and conduct research. 

A patient with lupus still needs lupus care. 

A patient with asthma still needs asthma care. 

A patient with inflammatory bowel disease, vasculitis, rheumatoid arthritis, psoriasis, chronic 

sinusitis, immunodeficiency, interstitial lung disease, long COVID, or allergic disease still needs 

careful diagnosis, guideline-informed treatment, and appropriate specialist involvement. 

But these categories do not always tell us what the living organism is doing. 

A life-coherent medicine asks a deeper question: 

What if many chronic immune diseases are not merely immune errors, but maladaptive phase-

locks — adaptive immune-metabolic states that began as protection but became persistent, 

recurrent, excessive, misdirected, or unable to complete their transition back into ordinary life? 

(Serhan & Savill, 2005; Nathan & Ding, 2010; Netea et al., 2016) 

This is the central claim of life-coherent systems immunology. 

It reframes immunity as the organism’s living boundary-coherence process: the dynamic 

capacity to remain itself while remaining open to nourishment, microbes, air, relation, repair, 

learning, and participation. (Medzhitov, 2008; Chovatiya & Medzhitov, 2014) 

In health, the immune system must defend without becoming permanently defended, tolerate 

without becoming vulnerable, repair without overbuilding, remember without fixation, and 

return to ordinary living after perturbation. 

Immune health is not immune silence. 

It is not maximal immune strength. 

It is not permanent tolerance. 

It is coherent movement between protection and participation. 



 

This shift changes the clinical imagination. The immune system is not merely a weapon system. 

It is a boundary intelligence. It continuously asks, in molecular, cellular, tissue, and organismal 

ways: 

What belongs? 

What threatens? 

What must be tolerated? 

What must be excluded? 

What must be contained? 

What must be cleared? 

What must be repaired? 

What must be remembered? 

What can be released? 

Disease appears when one of these movements becomes locked. 

The organism enters a protective, inflammatory, reparative, metabolic, allergic, fibrotic, 

interferon, neuroimmune, or conservation state that may have been adaptive at first, but that can 

no longer complete its transition. 

Defense does not resolve. 

Clearance does not complete. 

Repair does not reintegrate. 

Memory does not update. 

Conservation does not release. 

The healing cycle becomes a holding pattern. (Netea et al., 2016, 2020) 

This is phase-locking. 

A phase-lock is not simply a disease label. It is a way of naming the regulatory state that has 

become stuck. The same diagnosis may include different locks at different times. The same lock 

may appear across different diagnoses. 

One patient with asthma may be primarily locked in type 2 barrier inflammation. Another may 

be driven by viral triggers, pollution, mold exposure, anxiety-amplified dyspnea, poor inhaler 

access, or fixed airway remodeling. 

One patient with rheumatoid arthritis may be dominated by synovial inflammation. Another may 

have controlled inflammation but persistent pain, fatigue, deconditioning, medication effects, or 

fibrotic damage. 

One patient with inflammatory bowel disease may be in active immune-mediated ulceration. 

Another may be in stricture, dysbiosis, visceral hypersensitivity, nutritional depletion, post-

inflammatory fatigue, or social withdrawal after years of illness. 

The disease name remains essential. 



 

But the phase-state tells us what kind of movement is needed next. 

This can be visualized through the healing cycle and its possible lock points. 

Figure 7. Immune Disease as Phase-Locking. 

Chronic immune disease can be understood as a maladaptive lock within an otherwise protective 

healing sequence: defense does not resolve, clearance does not complete, repair overbuilds, 

memory does not update, or the organism cannot re-enter ordinary life. 

The immune system does not exist to keep the organism in battle. It exists to allow the organism 

to return to life. 

This matters because chronic immune disease often feels like life interrupted. Patients do not 

only experience laboratory abnormalities. They experience pain, fatigue, swelling, 

breathlessness, rash, diarrhea, stiffness, itching, sinus pressure, weakness, fever, brain fog, sleep 

disruption, food fear, medication burden, disability, unpredictability, social withdrawal, and loss 

of trust in the body. 

Their lives become organized around flares, triggers, appointments, tests, side effects, 

uncertainty, and the question of when the next loss of function will arrive. 

A phase-locking frame does not make this suffering metaphorical. 

It makes it more concrete. 



 

It asks: 

What protective process has become unable to stand down? 

 

Immunity as Boundary-Coherence 

The immune system is usually introduced through defense. It protects against pathogens. It 

distinguishes self from non-self. It recognizes antigens. It destroys invaders. 

These are true but incomplete. 

Life requires boundaries, but living boundaries are not walls. They must be selectively open. The 

organism must take in food, water, oxygen, microbes, maternal signals, sensory information, 

social contact, and ecological exchange while remaining itself. It must tolerate the microbiome 

without becoming infected, accept food without treating every meal as danger, repair tissue 

without scarring everything, clear dead cells without inflaming constantly, and remember threats 

without living permanently in the past. 

Immunity is therefore a process of boundary-coherence. 

Boundary-coherence means the organism’s capacity to conserve identity while remaining open 

to a changing world. It is a living balance between preservation and participation. The skin, gut, 

lung, mucosa, blood, lymphatics, nervous system, microbiome, endocrine rhythms, and tissue 

niches all participate. 

Immunity is not confined to immune cells. 

It is distributed across the organism’s relation to its niche. 

This is why immune disease cannot be fully understood as immune cells misbehaving in 

abstraction. Immune cells act within tissues. Tissues act within organs. Organs act within bodies. 

Bodies act within worlds. 

A synovium, airway, gut mucosa, skin barrier, vessel wall, kidney glomerulus, lung interstitium, 

or nervous system niche each gives immune activity a particular form. The disease is not merely 

“inflammation.” It is inflammation somewhere, doing something, under particular conditions, 

with particular histories. 

This has practical consequences. 

The same inflammatory pathway may mean different things in different tissues. 

The same biomarker may not have the same clinical meaning in every person. 



 

The same treatment may be appropriate in one phase and insufficient in another. 

The clinician must ask not only what immune pathway is active, but what tissue niche is 

sustaining it and what transition has failed. 

 

Adaptive Phase-Shifting and Maladaptive Phase-Locking 

A healthy immune system changes state. 

It becomes vigilant when danger appears. 

It becomes inflammatory when defense is needed. 

It becomes tolerant when harmless exposure should be accepted. 

It becomes reparative when tissue is damaged. 

It becomes memory-forming after threat. 

It becomes quiet enough for ordinary life to resume. 

This is adaptive phase-shifting. 

The organism changes state in order to preserve viability. After infection, injury, allergen 

exposure, toxin, mechanical stress, microbial disruption, psychological threat, or tissue damage, 

the immune system may shift into defense, containment, inflammation, clearance, repair, or 

conservation. These shifts can be lifesaving. 

The problem is not that the organism shifts. 

The problem is that it may not shift back. 

Maladaptive phase-locking occurs when an adaptive phase persists beyond its proper window, 

becomes recurrent without adequate completion, or prevents re-entry into ordinary participation. 

In chronic disease, the organism may remain in defense after the danger has passed, remain 

inflamed after the infection is controlled, remain allergic after exposure should be tolerated, 

remain fibrotic after repair should have remodeled, remain fatigued after acute illness should 

have resolved, or remain sensitized after tissue danger has diminished. 

This is not failure in a moral sense. 

It is a failed transition. 

The language of phase-locking helps avoid two clinical errors. 

The first is treating every immune state as an enemy. Inflammation, fever, mucus, pain, fatigue, 

swelling, and avoidance can all have protective meaning in the right context. 



 

The second is romanticizing protection when it has become destructive. Persistent inflammation 

damages tissue. Persistent mucus obstructs. Persistent fibrosis stiffens. Persistent pain disables. 

Persistent fatigue narrows life. Persistent hypervigilance exhausts. Persistent immune memory 

can misdirect. 

The question is not whether the process is good or bad in itself. 

The question is whether it can complete its work and release. 

 

Disease as Unfinished Living 

Chronic immune disease often feels as if the body is caught in an unresolved biological sentence. 

The body begins a response but cannot finish it. 

It defends but does not resolve. 

It inflames but does not clear. 

It repairs but overbuilds. 

It remembers but cannot update. 

It conserves energy but cannot re-enter ordinary activity. 

It protects but, in protecting too long, reduces life. 

This is why immune disease can be understood as unfinished defense, unfinished clearance, 

unfinished repair, or unfinished reintegration. 

Unfinished defense appears when immune activation continues beyond what is useful. 

Autoimmune and autoinflammatory conditions can reflect defense states that have become 

misdirected, excessive, or self-sustaining. 

Unfinished clearance appears when danger material remains: apoptotic cells, necrotic debris, 

immune complexes, crystals, mucus, biofilms, damaged mitochondria, persistent antigen, toxins, 

or matrix fragments. What is not cleared can continue to signal danger. 

Unfinished repair appears when rebuilding becomes excessive or disordered. Fibrosis, scarring, 

remodeling, and stiffness may begin as repair but become functional constraint. (Wynn, 2008; 

Wynn & Ramalingam, 2012) 

Unfinished reintegration appears when the person cannot return to ordinary rhythms of sleep, 

movement, nourishment, relation, work, care, and participation after illness. Fatigue, pain, 

dysautonomia, fear of flare, medication burden, and loss of trust in the body may keep life 

organized around disease long after the acute event has passed. 



 

This framework does not mean every immune disease is caused by incomplete healing alone. It 

does not mean every chronic symptom is immune-mediated. It does not mean stress, exposure, 

mitochondria, microbiome, civilization, or trauma explains everything. 

Its value is more disciplined: 

It asks what transition has failed. 

 

Treatment as Phase Restoration 

If diagnosis becomes phase-state reasoning, treatment becomes phase restoration. 

The purpose of treatment is not merely to silence symptoms, normalize isolated biomarkers, or 

force the organism back to ordinary function. The deeper purpose is to help the organism move 

from a locked regulatory state toward the next coherent phase of living. 

Suppression prevents damage. 

Resolution completes inflammation. 

Clearance removes danger material. 

Repair restores structure. 

Reintegration restores health-cycle participation. 

Suppression is necessary when immune activity threatens organ function, tissue integrity, airway 

patency, vascular stability, neurological function, or survival. Corticosteroids, biologics, 

conventional immunosuppressants, small-molecule inhibitors, antihistamines, leukotriene 

modifiers, complement-targeted therapies, and other treatments can be life-serving when defense 

has become destructive. 

A life-coherent approach does not oppose immune suppression. 

It often requires it. 

But suppression is not the whole of restoration. It may reduce injury without clearing debris, 

resolving tissue memory, reversing fibrosis, restoring mitochondrial reserve, repairing barriers, 

normalizing sleep, rebuilding muscle, reducing exposure, or re-establishing participation. 

Suppression can create the possibility of healing without completing healing. 

Resolution is needed when inflammation cannot complete. Clinically, this means asking whether 

inflammation is truly ending or merely being held down. 

Clearance is needed when danger material remains. The practical question is: what has not been 

removed? 



 

Repair is needed when tissue integrity has been lost. Repair must rebuild without trapping the 

organism in scar. 

Reintegration is needed when the person cannot return to the health cycle. This is where sleep, 

movement, pacing, confidence, social participation, work adjustment, family support, meaning, 

and care continuity become part of immune care. 

The goal is not just lower inflammation. 

The goal is re-entry into life. 

 

Minimum Sufficient Force in Immune Care 

Immune care must also learn proportionality. 

When immune activity is destructive, force is necessary. Severe asthma, anaphylaxis, vasculitis, 

lupus nephritis, autoimmune hemolysis, inflammatory bowel disease flare, severe dermatitis, 

cytokine storm, neurological relapse, or autoinflammatory crisis may require decisive 

intervention. The least forceful option is not always the safest option. Under-treatment can 

destroy organs and lives. 

But once life is protected, the question becomes: 

What is the least excessive intervention that supports the next coherent transition? 

Too little force allows damage. 

Too much force may add burden, toxicity, infection risk, fear, cost, dependency, or loss of 

reserve. 

The goal is not gentleness as an ideology. The goal is proportionality. Life-coherent medicine 

asks how to protect the organism without creating unnecessary secondary injury. 

This principle will be developed fully in Chapter 19. Here, in immune disease, it appears as a 

practical discipline: 

Use enough treatment to prevent damage. 

Do not stop at suppression when repair and reintegration remain incomplete. 

 



 

Patient Communication 

The language of phase-locking can help patients if used carefully. 

It should never suggest that illness is imaginary, self-created, or merely emotional. It should 

never imply that the person is failing to “move on.” It should not be used to deny disability, 

withhold treatment, or blame the patient for a chronic state. 

A careful explanation might sound like this: 

“Your immune disease is real, and we need to treat it seriously. The diagnosis tells us one 

important part of the story. But we also need to understand which part of the immune-healing 

cycle has become stuck. Is your body still in defense? Is inflammation failing to resolve? Is 

something not being cleared? Has repair become excessive? Are pain and fatigue keeping you 

from re-entering ordinary life? Our task is to treat the disease and help your body move safely 

toward the next phase.” 

This explanation validates the diagnosis while opening a path. 

It also helps the patient understand why treatment may need sequencing. They may need 

medication before rehabilitation, sleep before exertion, exposure reduction before symptom 

control becomes durable, clearance before repair, or social support before re-entry. 

A patient who understands sequence may feel less blamed and less lost. 

 

Safeguards 

This chapter needs clear safeguards. 

Phase-locking does not replace disease-specific diagnosis. Autoimmune diseases, 

autoinflammatory syndromes, allergic disease, immunodeficiency, infection, malignancy, 

fibrosis, and post-infectious illness require established diagnostic workup. 

Phase-locking does not imply one cause. Chronic immune disease is heterogeneous. Genetics, 

infection, tissue injury, microbiome, metabolism, environmental exposure, hormones, age, sex, 

stress, developmental history, medications, and chance can all matter. 

Phase-locking does not mean all chronic disease is immune disease. Immune processes may 

participate in many conditions, but not every illness should be immunologized. 

Exposure reasoning must not become exposure reductionism. Some exposures matter greatly. 

Others are minor, uncertain, or irrelevant. Claims must be matched to evidence. 



 

Conventional treatment must not be delayed when organ damage, severe inflammation, infection, 

malignancy, respiratory compromise, neurological injury, or systemic danger is possible. 

The patient is not the lock. The lock is a formulation, not an identity. The organism-person 

exceeds every phase-state map. 

These safeguards keep the framework life-serving. 

 

The Central Claim 

Immune disease becomes clearer when immunity is seen as boundary-coherence and chronic 

disease as maladaptive phase-locking. 

The immune system must defend, tolerate, resolve, clear, repair, remember, and re-enter life. 

When these movements remain flexible, immune activity supports participation. When one or 

more phases becomes locked, disease may emerge as unfinished defense, unfinished clearance, 

unfinished repair, or unfinished reintegration. 

Life-coherent immune care therefore asks: 

What diagnosis must be named? 

What tissue niche is involved? 

What phase is locked? 

What exposure, memory, damage, or repair failure sustains it? 

What treatment is needed now? 

What transition must happen next? 

What would re-entry into life look like for this person? 

Immune disease shows how life can become locked in protection. 

The next chapter turns to neuropsychiatric disease, where life can become disturbed in body, 

feeling, meaning, relation, and possibility. 

 



 

 

12. Neuropsychiatric Disease as Disturbed Living Coherence 

Mental suffering is real. 

This must be the opening safeguard. A life-coherent psychiatry does not dissolve psychiatric 

illness into metaphor, spirituality, social commentary, family dynamics, trauma narrative, or 

philosophical language. (Sackett et al., 1996; Engel, 1977) 

Depression, anxiety, bipolar disorder, psychosis, post-traumatic stress disorder, obsessive-

compulsive disorder, addiction, eating disorders, somatic symptom and functional disorders, 

neurodevelopmental differences, neurocognitive disorders, suicidal states, and severe behavioral 

disorganization can be dangerous, disabling, and life-threatening. They require careful 

assessment, risk management, diagnosis, psychotherapy, medication when indicated, crisis care, 

hospitalization when necessary, family support, social intervention, and long-term follow-up. 

A life-coherent approach does not replace psychiatry. 

It asks psychiatry to become more fully answerable to life. 

The starting point is simple: the person who suffers psychiatrically is not merely a brain, not 

merely a diagnostic category, not merely a set of symptoms, not merely a trauma history, not 

merely a social location, not merely a cognitive pattern, and not merely a chemical imbalance. 

The person is a living organism whose body, feeling, memory, meaning, relationship, culture, 

development, biology, and world have become disturbed in ways that reduce viable participation 

in life. 

This chapter names that disturbance as disturbed living coherence. 

It asks: 

What happens when the organism’s living coherence is disturbed? 

What happens when the body cannot regulate, the world no longer feels safe, emotioning 

narrows possible action, felt sense becomes intolerable, meaning collapses, and the future 

closes? 

 

Beyond Single-Lens Psychiatry 

Modern psychiatry already contains many partial truths. 



 

Brain circuits matter. 

Neurotransmitters matter. 

Genes matter. 

Inflammation matters. 

Interoception matters. 

Sleep matters. 

Trauma matters. 

Attachment matters. 

Social determinants matter. 

Culture matters. 

Meaning matters. 

Medication matters. 

Psychotherapy matters. 

Community matters. (Craig, 2002; Damasio, 1999; Barrett, 2017) 

The problem is not that these lenses are wrong. 

The problem is that each becomes incomplete when treated as the whole. 

If depression is treated only as chemistry, grief, exhaustion, shame, poverty, endocrine rhythm, 

inflammation, isolation, sleep loss, and meaning-collapse may disappear. 

If anxiety is treated only as irrational cognition, the body’s threat physiology, interoceptive 

sensitivity, trauma history, uncertainty, caffeine, asthma, hyperthyroidism, family burden, and 

social precarity may be missed. 

If psychosis is treated only as dopamine dysregulation, trauma, sleep collapse, altered salience, 

social defeat, substances, culture, meaning, sensory overload, and relational dislocation may be 

under-seen. 

If addiction is treated only as moral failure, the biology of reward, relief, pain, trauma, 

loneliness, withdrawal, habit, commercial design, and despair vanish. 

If distress is treated only as social suffering, urgent psychiatric risk, bipolar disorder, psychosis, 

severe depression, delirium, substance-induced states, endocrine disorders, seizures, infection, 

medication effects, and neurological disease may be missed. 

Life-coherent psychiatry must refuse all reductions. 

It must hold biology and world together without collapsing one into the other. 

 



 

The Five Layers of Living Coherence 

Psychiatric suffering can be understood across five interwoven layers. These layers are not 

separate boxes. They are ways in which life regulates, feels, interprets, relates, and orients itself 

in a world. 

The first layer is autopoietic regulation: the living organism as a self-producing unity. Before a 

person can think, speak, choose, or narrate, the organism must remain alive. It must regulate 

energy, sleep, appetite, immune function, temperature, endocrine rhythms, circulation, 

respiration, pain, movement, and arousal. 

Psychiatric suffering is never disembodied. Even the most meaning-saturated despair is carried 

by a body. 

When autopoietic regulation is disturbed, the person may experience exhaustion, agitation, 

insomnia, appetite change, pain, dissociation, panic, sensory overload, cognitive fog, reduced 

motivation, altered libido, or bodily dread. These are not “just psychological.” They are lived 

biological states. 

The second layer is structural coupling: the history of organism–world relation. (Fuchs, 2018; 

de Haan, 2020; Kirmayer & Gómez-Carrillo, 2019) 

A person develops through recurrent relations with caregivers, family, language, school, culture, 

housing, food, danger, affection, humiliation, play, technology, work, law, institutions, ecology, 

and community. These relations shape what the organism expects from the world. 

A child repeatedly met with safety may learn that distress can be held. A child repeatedly met 

with danger may learn vigilance. A person repeatedly humiliated may enter social life through 

shame. A person repeatedly abandoned may expect withdrawal. A person repeatedly 

overburdened may learn that rest is unsafe. Structural coupling becomes the history through 

which the world becomes predictable or threatening, meaningful or incoherent, livable or 

impossible. 

The third layer is emotioning. (Kauffman, 2015; Barrett, 2017) 

Emotions are not merely private feelings. They are bodily domains of possible action. Fear opens 

some actions and closes others. Shame opens hiding, contraction, self-attack, or submission. 

Anger opens defense, protest, or rupture. Grief opens mourning, withdrawal, memory, and 

longing. Trust opens cooperation. Love opens care. Curiosity opens exploration. Joy opens play. 

Despair closes the future. 

Psychiatric suffering often involves disturbed domains of possible action. The person does not 

merely “feel bad.” Their world of possible movement narrows. 

The fourth layer is felt interiority: the organism lived from within. 



 

Interoception, bodily sensation, affective tone, pain, breath, gut feeling, heartbeat, fatigue, and 

arousal become part of the person’s self-world experience. A panic attack is not merely an idea; 

it is a body-world event. Depression is not merely sadness; it may be heaviness, slowing, 

emptiness, insomnia, agitation, pain, appetite change, and bodily impossibility. Trauma may be 

remembered not only as story but as startle, contraction, numbness, nausea, vigilance, 

dissociation, or dread. 

The fifth layer is emotional sentience and meaning-world: the felt-evaluative dimension by 

which life senses how life is going. 

Emotion is not decorative cognition. It is evaluative life-regulation felt from within. It tells the 

organism-person whether the world is inviting, dangerous, impossible, meaningful, humiliating, 

safe, empty, or worth moving toward. 

Together, these five layers show why psychiatric disease is not simply “in the mind.” 

It is disturbed living coherence across body, world, feeling, self-experience, and meaning. 

This architecture can be held together with a practical formulation ring. 

Figure 8. Neuropsychiatric Disease as Disturbed Living Coherence. 

Psychiatric suffering is shown as disturbance across bodily regulation, organism–world 

coupling, emotioning, felt interiority, and meaning. The seven-primitives grammar provides a 

practical formulation tool for identifying where viable action has narrowed. 



 

 

Symptoms as Disturbed Viability 

A life-coherent psychiatry asks what symptoms are doing in the economy of survival. 

This does not mean symptoms are always adaptive. Many are destructive, dangerous, painful, 

and disabling. But they may still carry traces of the organism’s attempt to conserve viability 

under impossible or overwhelming conditions. 

Depression may be collapse of viable possibility. The organism-person slows, withdraws, loses 

appetite or seeks comfort, sleeps too much or cannot sleep, loses future orientation, and feels 

action as impossible. Sometimes depression follows loss, humiliation, inflammation, endocrine 

disturbance, chronic stress, social defeat, pain, isolation, or exhaustion. Sometimes it arises with 

little obvious external cause. In all cases, the life-coherent question is: 

What has made life feel no longer movable? 

Anxiety may be threat-saturated coupling. The organism anticipates danger, scans, tightens, 

avoids, ruminates, checks, or panics. The world becomes too uncertain, too fast, too exposed, too 

unsafe, or too demanding. Anxiety is not simply irrational fear. It may be the body’s attempt to 

prepare for danger, even when the preparation becomes excessive or misdirected. 

Trauma may be danger-world after danger has passed. The nervous system, perception, body, 

memory, and relationship remain organized around threat. The past is not merely remembered; it 

recurs in the present as startle, avoidance, nightmares, shame, dissociation, anger, numbness, or 

bodily alarm. (van der Kolk, 2014; Fonagy & Luyten, 2023) 

Obsessive-compulsive disorder may involve uncertainty and ritualized regulation. The person 

becomes trapped in loops of threat, doubt, checking, cleaning, ordering, repeating, or 

neutralizing. Ritual narrows anxiety temporarily but conserves the loop. 

Addiction may be narrowed regulation around relief, reward, pain, belonging, or escape. 

Substance use or compulsive behavior may regulate intolerable states before becoming its own 

source of captivity. 

Psychosis may involve altered salience, self-world boundary disturbance, and disruption of 

shared reality. It is not reducible to meaning, but it is not outside meaning either. The person may 

experience perception, significance, threat, identity, or reality itself as reorganized. 

Mania may be expansion without sufficient constraint. Energy, confidence, speech, sexuality, 

spending, creativity, irritability, sleeplessness, and action may intensify beyond the organism’s 

regulatory limits. 

Eating disorders may involve disrupted body-world meaning, interoceptive control, shame, 

identity, family patterns, culture, trauma, perfectionism, reward, fear, and bodily regulation. 



 

Functional and somatic symptom disorders may involve body, meaning, interoception, threat, 

attention, and regulation loops, with symptoms that are real and embodied even when structural 

pathology is not sufficient to explain them. 

Neurodevelopmental differences may be understood, at least in part, as coupling mismatch rather 

than simple deficit. The question becomes not only what impairment exists, but what 

environment would allow this nervous system to participate with less coercion and more dignity. 

This way of speaking does not replace formal diagnosis. 

It deepens formulation. 

 

The Seven-Primitives Clinical Grammar 

To keep this from becoming vague, life-coherent neuropsychiatry uses a practical seven-

primitives clinical grammar: 

Constraint, Margin, State, Disturbance, Perception, Regulation, and Options. 

This grammar is one of the strongest bridges between psychiatry and the wider life-coherent 

medicine project. 

Constraint asks: What is blocked, trapped, forbidden, unsafe, unaffordable, impossible, or 

overdetermined? 

A depressed caregiver may be constrained by duty, poverty, guilt, lack of sleep, lack of help, and 

cultural expectation. 

A young person with panic may be constrained by fear of bodily sensations, school pressure, 

family conflict, and loss of trust in the body. 

A person with addiction may be constrained by withdrawal, shame, peer environment, pain, 

trauma, availability, and hopelessness. 

Margin asks: What reserve remains? 

Does the person have sleep, food, money, emotional space, family support, medication access, 

safety, time, trust, and cognitive bandwidth? Many psychiatric interventions fail because they 

ask for insight, action, exposure, or behavioral change when the person has no margin. 

State asks: What organismic condition is present now? 

Is the person activated, collapsed, dissociated, inflamed, sleep-deprived, intoxicated, 

withdrawing, manic, psychotic, frozen, agitated, suicidal, ashamed, or exhausted? 



 

Treatment must fit state. A person in acute danger needs stabilization before reflective work. A 

person without sleep may need rhythm before insight. A person in mania needs containment 

before life planning. 

Disturbance asks: What perturbations are acting? 

These may include trauma reminders, substances, medication effects, pain, infection, endocrine 

disease, family conflict, financial threat, grief, digital overload, workplace humiliation, climate 

disaster, or sleep disruption. 

Perception asks: What has become salient? 

Threat? Failure? Contamination? Rejection? Abandonment? Bodily danger? Cosmic meaning? 

Hopelessness? Shame? Injustice? Persecution? Emptiness? 

Perception shapes the world the person inhabits. 

Regulation asks: How is the organism-person trying to cope? 

Avoidance, compulsion, eating, alcohol, withdrawal, overwork, self-harm, dissociation, 

reassurance seeking, aggression, ritual, control, fantasy, shutdown, or hypervigilance may all be 

attempts at regulation. 

Options asks: What viable pathways remain visible and supported? 

Psychiatric illness often narrows options. Healing begins when one real option becomes visible 

enough to act upon. 

This grammar is useful because it avoids both reductionism and endless complexity. It gives 

clinicians a disciplined way to ask: 

Where is life constrained? 

Where is margin missing? 

What state is active? 

What disturbance is present? 

What perception organizes the world? 

What regulation is being attempted? 

What option can reopen? 

 

Treatment as Viable Recoupling 

If psychiatric disease is disturbed living coherence, treatment becomes viable recoupling. 



 

This does not mean psychotherapy alone. It means helping the organism-person regain a more 

livable relation among body, feeling, meaning, relationship, and world. 

Sometimes treatment begins with urgent protection. Suicidality, psychosis with danger, mania, 

severe depression, delirium, intoxication, withdrawal, severe eating disorder, catatonia, violent 

risk, or inability to care for self may require decisive intervention. Medication, hospitalization, 

crisis care, family involvement, legal safeguards, or emergency medical evaluation may be 

necessary. 

Life-coherent medicine does not hesitate when life is at risk. 

Sometimes treatment begins with biological stabilization. Sleep restoration, medication, 

treatment of endocrine disease, pain control, substance withdrawal management, nutritional 

rehabilitation, infection treatment, seizure evaluation, or medication review may be required 

before psychological work is possible. 

Sometimes treatment begins with margin restoration. A person cannot do deep trauma work 

while unsafe. A caregiver cannot recover while continuously depleted. A child cannot regulate in 

a chaotic environment. A person in poverty cannot benefit fully from advice that assumes 

resources they do not have. 

Sometimes treatment proceeds through felt-sense repair. Interoceptive tolerance, breathing, 

grounding, pacing, movement, body awareness, and trauma-sensitive practices may help the 

person inhabit the body without terror or numbness. 

Sometimes treatment requires relational recoupling. Family work, peer support, group therapy, 

community belonging, culturally safe care, and repair of trust may become central. 

Sometimes treatment requires meaning reconstruction. The person needs a story that is truthful 

enough to orient action, compassionate enough to reduce shame, and open enough to allow a 

future. 

Sometimes treatment requires social and structural intervention: housing, food, safety, school 

accommodation, workplace change, disability support, legal protection, community care, or 

reduced exposure to violence. 

Medication can be life-coherent when it protects life, restores margin, reduces overwhelming 

salience, stabilizes mood, improves sleep, reduces compulsion, relieves terror, or allows 

participation. 

Psychotherapy can be life-coherent when it expands the person’s domain of possible action, 

repairs meaning, supports regulation, reduces shame, integrates trauma, restores agency, and 

strengthens relational trust. 

Social intervention can be life-coherent when it changes the medium in which suffering is 

conserved. 



 

The question is not medication versus meaning. 

The question is what form of care supports viable recoupling now. 

 

Public Mental Health 

Mental health is not produced only in clinics. 

A society can generate anxiety, depression, addiction, trauma, loneliness, attention 

fragmentation, sleep disruption, and despair through the worlds it conserves. Precarious work, 

violence, poverty, social media capture, housing insecurity, climate grief, discrimination, family 

overload, cultural humiliation, loss of public space, weak community institutions, and 

fragmented care all shape the field in which psychiatric suffering emerges. 

This does not mean society causes every mental disorder. 

It means that mental health cannot be protected if the surrounding world repeatedly overwhelms 

regulation, erodes belonging, fragments attention, and strips meaning. 

Life-coherent public mental health asks: 

Are children safe enough to develop? 

Are families supported enough to care? 

Are schools organized around dignity and curiosity? 

Are workplaces compatible with recovery? 

Are digital environments protecting attention and sleep? 

Are communities reducing loneliness? 

Are clinics accessible without humiliation? 

Are cultural resources available for grief, meaning, and belonging? 

Are those with severe mental illness given pathways back into housing, work, relationship, care, 

and dignity? 

A society that treats psychiatric suffering only after collapse, while conserving the conditions 

that produce collapse, remains anti-salutogenic. 

 

Safeguards 

A life-coherent psychiatry must protect itself from misuse. 

It must not delay urgent care. Suicidal intent, psychosis, mania, severe depression, delirium, 

intoxication, withdrawal, catatonia, severe eating disorder, abuse, violence, neurological signs, 



 

endocrine disturbance, infection, medication toxicity, seizures, and acute medical conditions 

require appropriate clinical response. 

It must not blame the patient. If symptoms are understood as disturbed living coherence, that 

does not mean the person created them. It means the organism-person is trying to remain viable 

under conditions that may exceed regulation. 

It must not romanticize suffering. Depression, psychosis, trauma, addiction, and eating disorders 

are not gifts simply because meaning can sometimes emerge from recovery. 

It must not reduce psychiatric illness to social adversity. Biological illness remains real. 

Medication may be essential. Genetics, neurodevelopment, brain injury, endocrine disease, 

inflammation, sleep disorders, substances, and unknown biological factors may all matter. 

It must not reduce psychiatric illness to brain disease alone. The brain lives in a body, and the 

body lives in a world. 

It must respect culture without using culture to hide harm. Spirituality, ritual, family, and 

community can support healing; they can also mask abuse, stigma, coercion, or silence. 

It must remain humble. A formulation is a map, not the person. 

 

The Central Claim 

Neuropsychiatric disease becomes clearer when understood as disturbed living coherence. 

The person suffers not only because of symptoms, but because the organism’s capacity to 

regulate, feel, interpret, relate, and participate has become narrowed, locked, overwhelmed, or 

nonviable. 

The task of life-coherent psychiatric care is therefore to diagnose accurately, protect life, 

stabilize danger, restore margin, repair felt sense, support meaning, reconnect relationship, 

reduce harmful exposure, and reopen viable options. 

This does not replace psychiatry. 

It helps psychiatry remember the living person. 

Immune disease showed how life can become locked in protection. 

Neuropsychiatric disease shows how life can become locked in disturbed body-world coherence. 



 

The next chapter turns to noncommunicable disease. There, the same life-coherent logic appears 

in daily living: food, sleep, stress, movement, care, commerce, climate, family, and policy 

become embodied as metabolic, vascular, respiratory, renal, and multimorbid disease. 

 



 

 

13. NCDs as Conserved Organism–Niche Miscouplings 

Noncommunicable diseases are real diseases. (World Health Organization, 2025; Pan American 

Health Organization, 2024) 

Hypertension is real. Diabetes is real. Chronic kidney disease is real. Cardiovascular disease, 

stroke, chronic respiratory disease, cancer, obesity-related metabolic dysfunction, fatty liver 

disease, chronic pain, dementia risk, and multimorbidity are real. 

They require evidence-based prevention, diagnosis, monitoring, medication, surgery where 

indicated, rehabilitation, palliation, and public-health action. A life-coherent approach does not 

replace the risk-factor model, biomedical treatment, screening, pharmacotherapy, renal 

protection, cardiovascular prevention, oncology, respiratory care, or emergency medicine. 

But the standard NCD frame is incomplete when it treats chronic disease mainly as a collection 

of risks inside individuals. 

The deeper question is not only: 

What risk factors does this person have? 

It is also: 

What world is conserving this disease-producing pattern? 

This chapter names NCDs as conserved organism–niche miscouplings. 

That means chronic disease patterns are often sustained by recurring relations in which 

biological, emotional, relational, commercial, ecological, and institutional conditions stabilize 

disease-producing trajectories. 

This does not make NCDs less biological. 

It makes their biology more intelligible. 

Blood pressure lives in vessels, kidneys, autonomic tone, endocrine systems, sodium balance, 

vascular structure, inflammation, sleep, pain, stress, heat, alcohol, medication access, and care 

continuity. 

Glucose lives in pancreatic beta cells, liver, muscle, adipose tissue, mitochondria, insulin 

signaling, sleep, stress hormones, food systems, affordability, family meals, movement, shame, 

and commercial design. 



 

Chronic respiratory disease lives in airways, lung tissue, inflammation, smoke, air quality, 

housing, occupational exposure, infection history, climate, medication access, and fear. 

Kidney disease lives in filtration, vessels, diabetes, hypertension, nephrotoxins, hydration, 

infection, medication access, late detection, and system continuity. 

Cancer risk lives in genetics, chance, aging, immune surveillance, infection, toxins, diet, 

hormones, inflammation, occupational exposure, environmental conditions, screening access, 

and treatment pathways. 

NCDs are in the body. 

But the body is in a world. 

 

The Limits of the Risk-Factor Model 

The risk-factor model is indispensable. It helps medicine identify tobacco use, unhealthy diets, 

physical inactivity, harmful alcohol use, air pollution, hypertension, hyperglycemia, 

dyslipidemia, obesity, infection-related cancer risks, genetic risks, occupational exposures, and 

other contributors to chronic disease. It supports surveillance, prevention, treatment guidelines, 

medication decisions, screening, and population health planning. 

The problem is not that risk factors are wrong. 

The problem is that risk factors can become too detached from the worlds that produce them. 

(World Health Organization, 2025; Commission on Social Determinants of Health, 2008) 

When physical inactivity is treated only as individual behavior, built environment, work hours, 

heat, pain, disability, safety, transport, social norms, depression, and exhaustion may disappear. 

When unhealthy diet is treated only as choice, imported food dependence, pricing, marketing, 

stress, family rhythms, school meals, time poverty, kitchen access, and commercial capture may 

disappear. (Afshin et al., 2019; Caribbean Public Health Agency, 2025) 

When alcohol use is treated only as personal weakness, trauma, social ritual, loneliness, stress, 

masculinity, celebration, despair, availability, and industry promotion may disappear. 

When poor adherence is treated only as irresponsibility, cost, side effects, mistrust, complexity, 

health literacy, clinic access, and previous humiliation may disappear. 

The risk factor remains real. 

But its conservation is relational. 



 

People often know what they are “supposed” to do. The question is why the worlds they inhabit 

make healthier action difficult to sustain. 

From a life-coherent perspective, the clinical question shifts from: 

Why is this patient non-compliant? 

to: 

What organism–niche pattern is this person conserving, and what new relational conditions 

would allow a healthier way of living to become possible? 

This is one of the core clinical shifts of life-coherent medicine. 

 

Conserved Miscoupling 

A miscoupling is a recurrent organism–niche relation that preserves short-term viability while 

progressively reducing life-capacity. 

The word “conserved” does not mean freely chosen. It means repeatedly reproduced. 

A person may conserve late-night eating because exhaustion, stress, family routine, insomnia, 

and cheap food make that pattern available. 

A family may conserve high-salt, high-sugar, ultra-processed meals because they are affordable, 

familiar, emotionally comforting, heavily marketed, and time-efficient. 

A worker may conserve alcohol use because it regulates stress, social belonging, pain, and 

fatigue. 

A patient may conserve missed appointments because transport, shame, cost, clinic delays, and 

work demands make attendance difficult. 

A community may conserve sedentary life because streets are unsafe, heat is high, public space 

is limited, and work is exhausting. 

A health system may conserve uncontrolled hypertension because medications are intermittently 

available, follow-up is fragmented, explanation is rushed, and trust is thin. 

The organism adapts. 

The niche repeats. 

The pattern stabilizes. 



 

At first, the pattern may help the person cope. Eating may soothe. Alcohol may relieve. 

Withdrawal may protect. Sedentary rest may conserve energy. Avoiding the clinic may avoid 

humiliation. Skipping medication may preserve money for food. 

But over time, the same pattern may contribute to diabetes, hypertension, fatty liver disease, 

depression, kidney disease, cardiovascular risk, family strain, and loss of possibility. 

This is conserved miscoupling. 

It is not blame. 

It is diagnosis at the level of living pattern. 

 

NCDs as Embodied Worlds 

NCDs are often described as chronic diseases of lifestyle. Life-coherent medicine should be 

careful with that word. 

“Lifestyle” can be useful when it refers to daily patterns of food, movement, sleep, substance 

use, stress, and social behavior. But it becomes misleading when it implies that these patterns are 

simply chosen by isolated individuals. 

Daily life is not merely a personal style. 

It is a lived ecology. 

Food, movement, sleep, stress, care-seeking, medication use, and social participation are shaped 

by the surrounding affordance field: what the world makes possible, easy, safe, meaningful, 

affordable, dignified, and repeatable. 

This is why NCDs are embodied worlds. 

A food system becomes insulin resistance. 

A sleep culture becomes blood pressure. 

A work rhythm becomes cortisol and inflammation. 

A transport system becomes sedentary life. 

A climate pattern becomes kidney strain and cardiovascular stress. 

A commercial environment becomes appetite, craving, and habit. 

A care system becomes control or complication. 

A culture of shame becomes avoidance. 

A family rhythm becomes meal timing, emotional regulation, and medication adherence. 

A policy becomes vascular risk. 



 

This does not mean every case of NCD is socially caused in the same way. Genetics, aging, 

biological variation, infection, medication effects, endocrine disorders, developmental history, 

and chance remain important. 

But the NCD burden at population scale cannot be understood without the worlds that repeatedly 

shape exposure, repair, and margin. 

NCDs are among the clearest expressions of the exposure–repair–margin principle developed in 

Chapter 8. 

 

Hypertension as Conserved Vascular Vigilance 

Hypertension is not merely a number. 

It is a vascular, renal, autonomic, endocrine, inflammatory, behavioral, and social pattern. 

At the biomedical level, hypertension requires accurate measurement, cardiovascular risk 

assessment, medication when indicated, lifestyle intervention, renal protection, and monitoring 

for target-organ damage. These are not optional. 

But life-coherent medicine also asks: 

What keeps the vascular system mobilized? 

Salt intake, obesity, kidney disease, sleep apnea, pain, alcohol, stress, medication nonadherence, 

endocrine disorders, vascular stiffness, inflammation, heat, and genetics may all matter. So may 

work insecurity, chronic vigilance, financial stress, trauma, caregiving burden, social 

humiliation, and limited care access. 

The person may not simply “have high blood pressure.” 

They may be living in a world that repeatedly asks the body to stay ready. 

The clinical task is not to choose between medication and context. 

It is to do both: treat the pressure, protect organs, reduce risk, and ask what pattern of life makes 

pressure harder to release. 

 



 

Diabetes as Metabolic Miscoupling 

Type 2 diabetes is often discussed through diet, weight, insulin resistance, beta-cell function, 

exercise, and medication. These are central. But diabetes also reveals organism–niche coupling 

with unusual clarity. 

Glucose regulation is shaped by food quality, meal timing, stress, sleep, movement, medication, 

muscle mass, liver metabolism, adipose tissue, inflammation, family meals, pregnancy history, 

endocrine rhythms, cultural food patterns, cost, advertising, and shame. 

A person may know what food is recommended and still be unable to live that recommendation. 

Healthy food may be expensive. Cooking may require time the person does not have. Family 

meals may be emotionally and culturally complex. Ultra-processed foods may be cheap, 

convenient, comforting, and aggressively marketed. Sleep loss may increase appetite and insulin 

resistance. Stress may increase glucose. Depression may reduce energy. Shame may make 

follow-up harder. 

Diabetes is therefore a metabolic disease, but it is also a disease of repeated metabolic coupling 

with food systems, sleep systems, stress systems, commercial systems, family systems, and care 

systems. 

Medication may be necessary and life-saving. 

But medication works best when the world stops pushing the body so relentlessly in the opposite 

direction. 

 

Chronic Respiratory Disease as Breath in a World 

Breathing is one of the most immediate organism–niche relations. 

The lung meets the world with every breath. 

Asthma, chronic obstructive pulmonary disease, chronic sinus disease, post-infectious airway 

syndromes, occupational lung disease, and some forms of chronic respiratory vulnerability 

cannot be understood only inside the airway. The airway is exposed to smoke, air pollution, 

mold, dust, allergens, viral infections, occupational chemicals, climate heat, humidity, housing, 

stress, exercise conditions, and medication access. 

A child with asthma may need inhaled corticosteroids and bronchodilators. But the child may 

also need clean housing, reduced smoke exposure, school support, caregiver education, trigger 

reduction, and a plan that can be used during fear. 



 

An adult with COPD may need inhalers, smoking cessation, vaccination, pulmonary 

rehabilitation, oxygen assessment, and exacerbation prevention. But they may also need social 

support, air quality protection, transport, nutrition, and dignity. 

Breath is biological. 

Breath is ecological. 

Breath is social. 

 

Chronic Kidney Disease as Silent Miscoupling 

Chronic kidney disease often develops quietly. By the time symptoms appear, significant damage 

may already have occurred. This makes kidney disease a powerful example of why life-coherent 

medicine must protect life-capacity before suffering becomes obvious. 

Kidney function is shaped by diabetes, hypertension, vascular disease, infections, autoimmune 

disease, nephrotoxins, dehydration, heat stress, genetics, pregnancy history, medication access, 

late diagnosis, and care continuity. 

A patient with early kidney disease may feel well and therefore not experience urgency. But life-

coherent medicine sees the future body already at risk. It asks how to protect filtration before 

dialysis becomes necessary. This may require medication, blood pressure control, glycemic 

management, avoidance of nephrotoxins, education, diet support, and reliable follow-up. 

At the niche level, kidney health is shaped by heat, water access, occupational conditions, 

medication safety, primary care detection, and chronic disease management. 

In hot climates and small island settings, kidney stress may be intensified by dehydration, 

outdoor work, heat waves, medication instability, and health-system constraints. 

Kidney disease reminds us that health is often protected before the patient feels ill. 

 

Cancer Risk and the Life-Coherent Frame 

Cancer must be handled carefully. 

A life-coherent medicine must never imply that cancer is simply the result of lifestyle, stress, or 

miscoupling. Cancer is biologically complex. It involves mutations, aging, genetic susceptibility, 

infection, immune surveillance, environmental exposures, hormones, chance, tissue context, and 

many mechanisms beyond any simple organism–niche story. 



 

But the organism–niche relation still matters. 

Cancer risk and outcomes are shaped by tobacco, alcohol, diet, obesity, infection, occupational 

exposures, environmental toxins, ultraviolet radiation, air pollution, reproductive factors, 

screening access, vaccination, early detection, treatment availability, social support, and 

survivorship care. 

Life-coherent cancer care includes prevention where possible, screening where appropriate, 

evidence-based oncology, surgical care, radiotherapy, chemotherapy, immunotherapy, palliation, 

symptom control, psychosocial support, family care, dignity, and survivorship. 

The goal is not to force cancer into the same pattern as diabetes or hypertension. 

The goal is to ask how life-capacity can be protected at every stage: prevention, diagnosis, 

treatment, remission, recurrence, palliation, and grief. 

 

From Compliance to Co-Creation 

The strongest clinical contribution of the NCD frame is the movement from compliance to co-

creation. 

Compliance language assumes that the clinician knows, the patient should follow, and failure 

belongs mainly to the patient. Sometimes this is partly true: patients do sometimes make choices 

that worsen risk. But compliance language is often too small for chronic disease because it 

ignores whether the proposed plan can become livable. 

Co-creation begins differently. 

It asks the clinician and patient to create a feasible next step together. 

The clinician still brings evidence, diagnosis, risk assessment, medication knowledge, and 

clinical judgment. The patient brings lived knowledge: costs, fears, routines, family realities, 

food practices, symptoms, shame, work, transport, side effects, cultural meanings, and what is 

actually possible. 

Together they ask: 

What matters most medically? 

What matters most to the patient? 

What is the smallest change that would protect life? 

What would make this plan feasible? 

What might block it? 

Who can help? 



 

How will we know whether it is working? 

What should we do if it fails? 

This is not permissiveness. 

It is disciplined feasibility. 

A medically perfect plan that cannot be lived is not yet a plan. 

It is an instruction. 

The CARE method, developed fully in Chapter 20, gives this logic a simple structure: 

Contextualize, Assess, Re-open, Embed and Evaluate. 

Here, in the NCD chapter, CARE appears as the natural clinical response to conserved 

miscoupling. If a disease pattern is conserved by daily relations, then care must help bring forth a 

new relation that can actually be repeated. 

 

NCDs and Emotioning 

NCD care often underestimates emotion. 

Shame, fear, grief, despair, trust, love, duty, pride, anger, and hope all shape chronic disease 

management. A person who feels ashamed may avoid weighing, testing, clinic visits, or honest 

conversation. A person who fears side effects may not take medication. A person who distrusts 

the system may delay care. A person who feels loved may try again. A person who feels 

respected may disclose the real barrier. 

Emotions are not merely private states. They are bodily domains of possible action. They open 

some paths and close others. 

A patient in shame does not inhabit the same action-world as a patient in dignity. 

A patient in fear does not inhabit the same world as one in trust. 

This is why clinical language matters. 

“You are non-compliant” closes possibility. 

“This plan has not yet become livable” opens inquiry. 

“You need willpower” creates shame. 

“Let us find the smallest change that protects your body” creates partnership. 



 

“You are failing your diabetes” attacks identity. 

“Your glucose is telling us that your body needs more support” protects dignity. 

Words are not decorative. 

They shape the domain of action. 

 

Caribbean/SIDS NCD Coherence 

The Caribbean and small island developing states make organism–niche medicine especially 

visible. (World Health Organization, 2023; Pan American Health Organization, 2024) 

In small island settings, imported food dependence, tourism economies, climate stress, 

constrained specialty services, family networks, cultural strengths, ecological vulnerability, 

medication supply chains, and health workforce limitations are closely coupled. 

Imported ultra-processed food can reshape metabolism, agriculture, culture, affordability, and 

childhood taste. 

Tourism can generate income while influencing land use, food systems, labor rhythms, housing 

cost, waste, and commercial priorities. 

Climate change can affect heat stress, storms, food security, water safety, vector-borne disease, 

mental health, kidney risk, and care continuity. 

Small health systems may provide relational closeness while lacking redundancy, specialized 

capacity, and supply-chain margin. 

Family networks may offer support while also carrying heavy caregiving burdens. 

Culture may preserve meaning, food, music, spirituality, and belonging, while also conserving 

some harmful norms. 

In this context, NCDs are not merely individual diseases. They are island-scale signals of 

organism–niche coupling. 

A life-coherent Caribbean NCD strategy would not rely only on telling people to eat better, move 

more, take medication, and lose weight. It would also ask how food imports, school meals, local 

agriculture, safe walking spaces, primary care continuity, medication access, climate resilience, 

public education, family support, workplace rhythms, and commercial regulation shape the field 

of possibility. 

This theme will be developed fully in Chapter 25. 



 

 

Safeguards 

The NCD framework needs safeguards. 

NCDs require biomedical care. Life-coherent medicine must not delay antihypertensives, 

diabetes medications, statins, inhalers, anticoagulation, cancer treatment, renal protection, 

emergency care, or specialist referral when indicated. 

The framework must avoid blaming society in a way that erases patient agency. Persons still act, 

choose, learn, and participate. The point is not to remove responsibility but to make 

responsibility feasible. 

The framework must avoid blaming patients. Many disease-producing patterns are conserved 

because they are adaptive under constraint. 

The framework must avoid single-cause explanations. NCDs are multifactorial, heterogeneous, 

and biologically complex. 

The framework must avoid romanticizing culture. Cultural practices can be life-giving, but also 

may conserve harmful patterns. 

Public-health action must be practical. The goal is not to solve every determinant at once, but to 

identify high-leverage changes that reduce exposure, restore repair, and rebuild margins. 

 

The Central Claim 

NCDs become clearer when seen as conserved organism–niche miscouplings. 

The diagnosis remains real. The risk factors remain real. The medications remain necessary. But 

chronic disease patterns often persist because bodies are coupled to worlds that make disease-

producing patterns easier to repeat than health-generating ones. 

Life-coherent NCD care therefore asks: 

What disease must be treated? 

What risk must be reduced? 

What pattern is being conserved? 

What exposure is repeated? 

What repair is blocked? 

What margin is missing? 

What language or relationship could restore dignity? 



 

What feasible action can reopen a healthier domain of living? 

What public-health change would make this pattern less likely for the next person? 

Immune disease showed how life can become locked in protection. 

Neuropsychiatric disease showed how life can become disturbed in body, feeling, meaning, and 

relation. 

NCDs now show how daily worlds become embodied as chronic metabolic, vascular, 

respiratory, renal, and multimorbid disease. 

The next chapter brings these streams together. 

Real patients rarely live in one disease category. They live with layered histories, overlapping 

diagnoses, shared exposures, depleted margins, and intertwined biological systems. The next 

chapter therefore turns to multimorbidity as layered miscoupling. 

 



 

 

14. Multimorbidity as Layered Miscoupling 

Real patients rarely arrive as single diseases. 

They arrive with lives. 

A person may have diabetes, hypertension, chronic kidney disease, depression, chronic pain, 

poor sleep, obesity, asthma, grief, food insecurity, medication cost, family caregiving, and fear of 

the next appointment. 

Another may have rheumatoid arthritis, fatigue, anxiety, steroid-related weight gain, 

hypertension, gastritis, work loss, and social withdrawal. 

Another may have heart failure, kidney impairment, loneliness, polypharmacy, dizziness, falls, 

memory decline, and a daughter who is exhausted from caregiving. 

Medicine often organizes these into separate labels, pathways, clinics, and prescriptions. The 

patient, however, does not live them separately. 

The organism metabolizes the whole. 

This is why multimorbidity must have its own chapter. 

Without it, the book would risk presenting immune disease, neuropsychiatric disease, and NCDs 

as separate applications of a framework. But in real clinical life, these domains overlap. Immune 

activation, metabolic strain, sleep disruption, depression, pain, vascular risk, kidney 

vulnerability, medication burden, social stress, environmental exposure, and care fragmentation 

may all participate in one life-pattern. 

Multimorbidity is therefore not merely the coexistence of several diseases. (Salisbury et al., 

2011; Wallace et al., 2015) 

It is often layered organism–niche miscoupling. 

The principle from Chapter 8 now becomes clinically visible: health is sustained when exposures 

remain within restorative capacity, and disease, distress, dysfunction, and breakdown become 

more likely when cumulative exposures exceed repair margins. 

Multimorbidity is what this looks like when the burden is layered across systems. 

 



 

From Disease List to Life Pattern 

A problem list is necessary. 

It protects memory. It guides treatment. It prevents omissions. It helps clinicians coordinate care. 

It identifies risks. It supports referrals. It allows medication review, surveillance, and preventive 

action. 

But a problem list is not a life pattern. 

A person may have: 

Diabetes. 

Hypertension. 

Depression. 

Sleep apnea. 

Chronic kidney disease. 

Chronic pain. 

Obesity. 

Fatty liver disease. 

This list is useful, but it does not yet tell us whether these conditions share a common terrain: 

sleep loss, food insecurity, stress physiology, metabolic overload, chronic inflammation, 

medication burden, shame, immobility, or care fragmentation. 

Life-coherent medicine asks: 

What is the pattern beneath the list? 

What exposure is repeated across conditions? 

What repair process has been lost? 

What margin has collapsed? 

What intervention would improve more than one condition because it restores the shared terrain? 

This is the difference between managing diseases one by one and caring for the organism-person 

as a whole. 

 

Shared Burdens, Multiple Expressions 

Multimorbidity often emerges because the same burdens express themselves through several 

biological systems. 

Poor sleep can worsen blood pressure, glucose regulation, appetite, pain sensitivity, mood, 

immune regulation, cognition, and inflammation. 



 

Food insecurity can worsen diabetes, hypertension, anxiety, family stress, child development, 

medication adherence, and dignity. 

Chronic pain can reduce movement, worsen sleep, increase depression, raise blood pressure, 

increase medication burden, and narrow social participation. 

Depression can reduce energy, impair medication use, alter appetite, worsen sleep, increase 

inflammation, and reduce care-seeking. 

Steroids may control inflammation but worsen glucose, weight, mood, blood pressure, bone 

health, and infection risk. 

Poverty can become biology through food, housing, sleep, stress, transport, delayed care, and 

reduced options. 

Heat stress can worsen cardiovascular strain, kidney risk, sleep, work capacity, mood, hydration, 

and medication stability. 

The body does not file these under separate specialties. 

It receives them together. 

This is why multimorbidity often signals not only multiple diseases, but a depleted field of 

repair. 

 

Immune, Metabolic, and Neuropsychiatric Coupling 

The prior three chapters can now be read together. 

Immune disease showed how life can become locked in protection: defense does not resolve, 

clearance does not complete, repair overbuilds, or re-entry fails. 

Neuropsychiatric disease showed how life can become disturbed in regulation, emotioning, felt 

sense, relation, and meaning. 

NCDs showed how daily worlds can become embodied as chronic metabolic, vascular, 

respiratory, renal, and multimorbid disease through conserved organism–niche miscoupling. 

Multimorbidity is where these streams meet. 

A patient with autoimmune disease may also develop depression, fatigue, sleep disturbance, 

obesity, hypertension, osteoporosis, medication side effects, chronic pain, and social withdrawal. 

Some arise from the disease. Some arise from treatment. Some arise from inactivity, stress, 



 

inflammation, financial burden, and loss of participation. The organism-person is not simply 

accumulating diagnoses; life is becoming narrowed across linked domains. 

A patient with diabetes may also develop depression, neuropathic pain, kidney disease, sleep 

apnea, hypertension, fatty liver disease, erectile dysfunction, shame, and social isolation. These 

are not random additions. They often share metabolic strain, vascular injury, inflammation, sleep 

disruption, food systems, stress, medication burden, and loss of agency. 

A patient with chronic respiratory disease may also carry anxiety, insomnia, deconditioning, 

heart strain, steroid exposure, social restriction, and fear of breathlessness. Breath, movement, 

mood, and participation become coupled. 

A patient with severe mental illness may also develop obesity, diabetes, cardiovascular disease, 

substance use, sleep disruption, poverty, stigma, medication side effects, smoking, and reduced 

access to care. Psychiatric suffering and metabolic disease become entangled through biology, 

treatment, social exclusion, and health-system failure. 

The diseases remain real. 

But the pattern is layered. 

 

Polypharmacy as a Signal 

Polypharmacy is sometimes necessary. 

A person with heart failure, diabetes, hypertension, atrial fibrillation, kidney disease, and 

autoimmune disease may require multiple medications to protect life. Life-coherent medicine 

does not romanticize medication reduction when treatment is needed. 

But polypharmacy can also become a signal that care has fragmented. (Scott et al., 2015) 

One drug treats pressure. 

Another treats glucose. 

Another treats pain. 

Another treats reflux caused by the pain drug. 

Another treats insomnia. 

Another treats anxiety. 

Another treats steroid effects. 

Another treats constipation. 

Another treats dizziness. 

Another is added after a guideline review. 

Each prescription may be defensible in isolation. 



 

Together they may overwhelm the person. 

The life-coherent question is not: 

Can we stop medicines? 

It is: 

Does the regimen protect life-capacity or consume it? 

Is the burden of treatment now part of the disease pattern? 

Can anything be simplified, sequenced, deprescribed, substituted, explained, synchronized, or 

supported? 

Medication review becomes a form of margin restoration. 

 

Treatment Burden and the Invisible Work of Illness 

Multimorbidity creates work. (May et al., 2014; Mair & May, 2014) 

Appointments. 

Laboratory tests. 

Refills. 

Dietary restrictions. 

Symptom monitoring. 

Side-effect management. 

Insurance or payment decisions. 

Transport. 

Family coordination. 

Specialist instructions. 

Lifestyle advice. 

Exercise goals. 

Sleep advice. 

Medication timing. 

Fear management. 

This work is often invisible to the system. Each clinician may add a reasonable instruction. The 

total plan may become impossible. 

The patient may then be labeled non-compliant. 

Life-coherent medicine asks instead: 



 

Has the burden of care exceeded the patient’s margin? 

A plan can fail because it is medically wrong. But it can also fail because it is too heavy to live. 

This is especially important for older adults, caregivers, persons with low income, persons with 

cognitive impairment, persons with depression, and families already under strain. 

In these situations, simplifying care may be one of the most therapeutic acts available. 

 

Layered Miscoupling 

Layered miscoupling means that several organism–niche mismatches become stacked and 

mutually reinforcing. 

For example: 

Food environment contributes to diabetes. 

Diabetes contributes to fatigue. 

Fatigue reduces movement. 

Reduced movement worsens insulin resistance and depression. 

Depression worsens sleep and eating. 

Poor sleep worsens blood pressure and appetite. 

Medication cost leads to skipped treatment. 

Skipped treatment worsens symptoms. 

Symptoms increase fear. 

Fear reduces care-seeking. 

Care fragmentation increases confusion. 

Confusion reduces trust. 

Low trust reduces follow-up. 

No single factor explains the whole pattern. 

The disease becomes conserved through loops. 

Layered miscoupling can also occur in immune disease: 

Inflammation causes pain. 

Pain reduces movement. 

Reduced movement worsens mood and metabolic risk. 

Steroids control inflammation but increase glucose and weight. 

Weight gain worsens shame and mechanical load. 

Sleep disruption worsens inflammation. 

Fatigue reduces work capacity. 

Financial stress increases allostatic burden. 



 

Delayed care worsens flares. 

The disease becomes more than inflammation; it becomes a life-pattern organized around 

interrupted participation. 

In psychiatry: 

Trauma increases vigilance. 

Vigilance disrupts sleep. 

Poor sleep worsens anxiety and pain. 

Anxiety increases avoidance. 

Avoidance reduces social support. 

Isolation worsens depression. 

Depression reduces activity. 

Inactivity worsens metabolic health. 

Metabolic illness increases shame and fatigue. 

The person’s world narrows. 

Layered miscoupling helps the clinician see why simply adding another instruction may fail. 

The pattern may require an intervention that breaks a loop. 

This contrast can be represented in a practical table. 

Table 1. Multimorbidity as Layered Miscoupling. 

The table contrasts a conventional disease-list view with a life-coherent formulation that 

identifies shared exposures, blocked repair, depleted margins, treatment burden, and feasible 

leverage points. 

Conventional View Life-Coherent View 

Multiple diagnoses listed 

separately 

Interacting disease processes carried by one organism-

person living one life 

Each condition assigned its own 

guideline 

Guidelines sequenced around the person’s life-capacity, 

danger, burden, and margin 

Non-adherence treated as patient 

failure 

Feasibility, cost, shame, side effects, care burden, and 

trust are assessed 

Polypharmacy treated mainly as 

medication count 

Regimen assessed for life-protection, toxicity, cost, 

complexity, and burden 

Lifestyle advice given condition 

by condition 

Shared exposure–repair–margin pattern is identified 

Specialist care fragmented by 

organ system 

Primary care coordinates the whole pattern 

Treatment targets pursued 

separately 

One leverage point may improve several conditions 

Outcomes measured mainly by 

disease markers 

Outcomes include function, dignity, participation, 

treatment burden, and re-entry into life 



 

 

 

Finding the Leverage Point 

In multimorbidity, the clinical art is not to treat everything at once. 

That is usually impossible. 

The art is to identify the next life-coherent leverage point. 

A leverage point is not necessarily the most dramatic diagnosis. It is the place where a small, 

feasible change can restore margin, reduce exposure, improve repair, or make several other 

actions possible. 

For one patient, the leverage point is blood pressure control. 

For another, sleep apnea treatment. 

For another, depression treatment. 

For another, medication affordability. 

For another, pain relief. 

For another, family involvement. 

For another, transport. 

For another, reducing steroid exposure. 

For another, food access. 

For another, one trusted follow-up appointment. 

For another, explaining the whole pattern in a way that reduces shame. 

The question becomes: 

What one change would make the rest of care more possible? 

This is not minimalism for its own sake. 

It is sequencing. 



 

Life-coherent care does not abandon complexity; it orders it. 

 

Reframing Clinical Priorities 

Conventional disease management often prioritizes the most dangerous marker or diagnosis. 

That remains necessary. Severe hypertension, unstable angina, suicidal intent, acute kidney 

injury, sepsis, hypoxia, cancer red flags, severe asthma, psychosis with risk, or diabetic 

ketoacidosis must be treated urgently. 

But in stable multimorbidity, the priority may not always be the highest guideline target. It may 

be the condition that blocks every other intervention. 

Untreated depression may block diabetes care. 

Severe pain may block movement. 

Sleep apnea may block blood pressure, mood, and energy. 

Medication cost may block all chronic disease control. 

Low trust may block follow-up. 

Caregiver exhaustion may block adherence. 

Cognitive impairment may block self-management. 

Food insecurity may block dietary advice. 

The life-coherent question is: 

What must be addressed first so that the organism-person can respond? 

This is the clinical meaning of wu-wei in chronic care: not forcing change where the system 

cannot yet move, but finding the opening through which movement becomes possible. 

 

The Role of Primary Care 

Multimorbidity reveals why primary care is not merely a gatekeeping service. (Muth et al., 2014; 

Starfield, 1998) 

It is relational infrastructure. 



 

Specialists are essential. Disease-specific expertise saves lives. But no specialist sees the whole 

pattern as consistently as good primary care can. Primary care holds continuity, medication 

review, family context, prevention, early warning, explanation, coordination, and follow-up. It 

sees the patient across diseases, across time, and across life events. 

A life-coherent health system must therefore protect primary care as one of the main places 

where layered miscoupling can be recognized. 

Without primary care, multimorbidity fragments. 

The cardiologist treats the heart. 

The nephrologist treats the kidney. 

The psychiatrist treats mood. 

The rheumatologist treats inflammation. 

The pulmonologist treats breath. 

The endocrinologist treats glucose. 

The patient carries the whole. 

Primary care helps the system remember that the diseases belong to one life. 

This will become the central systems claim of Chapter 21. 

 

Multimorbidity and Dignity 

Multimorbidity can erode dignity. 

Patients may feel like failures because every visit brings another abnormal result. They may feel 

overwhelmed by advice. They may avoid care because they expect judgment. They may feel 

reduced to weight, glucose, pressure, mood score, creatinine, medication list, and risk. 

Life-coherent medicine must protect dignity precisely here. 

The clinician can say: 

“You are carrying a lot. We do not need to fix everything today. Let us find the next step that 

gives you more room to breathe.” 

This kind of statement is not sentimental. 

It restores margin. 

It tells the patient that complexity is not personal failure. It invites partnership. It reduces shame. 

It makes room for action. 



 

 

Multimorbidity as a Public-Health Signal 

At population scale, multimorbidity is not only a clinical challenge. 

It is a signal. 

When many people develop combinations of diabetes, hypertension, depression, kidney disease, 

obesity, chronic pain, asthma, sleep disorders, and cardiovascular disease, the question cannot be 

limited to individual choices. 

What food systems are being conserved? 

What sleep rhythms are being destroyed? 

What work patterns exhaust repair? 

What housing conditions increase exposure? 

What commercial systems profit from disease-producing habits? 

What care systems fragment follow-up? 

What climate stresses are entering bodies? 

What communities lack safe space, shade, trust, and social support? 

What civil commons have been weakened? (Gilmore et al., 2023) 

Multimorbidity tells us that multiple systems are being overburdened together. It is one of the 

clearest clinical expressions of life-system incoherence. 

 

Caribbean/SIDS Relevance 

In Caribbean and small island contexts, multimorbidity often becomes highly visible because the 

organism–niche relations are tightly coupled. 

Imported food dependence, high NCD burden, climate stress, constrained specialty capacity, 

medication supply vulnerability, family caregiving, economic pressure, tourism rhythms, and 

ecological fragility may converge in the same patient. 

A hurricane can interrupt dialysis, medications, refrigeration, appointments, income, food, sleep, 

and mental health. 

A shift in food imports can reshape diabetes, hypertension, obesity, and childhood habits. 

Heat can worsen blood pressure, kidney stress, sleep, work capacity, and mood. 

Limited specialty services can delay diagnosis and intensify complications. 



 

Strong family networks can protect care, but may also concentrate burden on already exhausted 

caregivers. 

A life-coherent Caribbean medicine would therefore treat multimorbidity not only as a clinical 

workload, but as a signal of island-scale exposure, repair, and margin. 

 

Practical Multimorbidity Questions 

A life-coherent consultation for multimorbidity can use a compact set of questions: 

What diagnoses are present and which are dangerous now? 

What condition is most limiting life-capacity? 

What shared exposure worsens several conditions? 

What repair process is most depleted? 

What margin is missing? 

What medication burden is present? 

What care burden is present? 

What one change would make other changes easier? 

Who else must be involved? 

What follow-up will keep the plan alive? 

These questions do not replace disease guidelines. 

They help sequence them inside a real life. 

 

Safeguards 

The multimorbidity frame also needs safeguards. 

Complexity must not become an excuse for therapeutic inertia. Serious disease still requires 

treatment. 



 

Simplification must not become undertreatment. Reducing burden should not mean abandoning 

necessary care. 

Shared-pattern thinking must not erase disease specificity. Diabetes is not depression. Lupus is 

not asthma. Kidney disease is not social stress. Each condition has its own clinical reality. 

Social explanation must not replace diagnostic vigilance. Multimorbidity can hide malignancy, 

infection, endocrine disease, medication toxicity, autoimmune disease, neurodegeneration, or 

acute organ dysfunction. 

Patient agency must be supported without blame. The goal is to make responsibility feasible. 

The formulation must remain revisable. In layered illness, today’s best map may need correction 

tomorrow. 

 

The Central Claim 

Multimorbidity is often layered organism–niche miscoupling: multiple disease processes, 

regulatory states, exposures, repair deficits, medications, meanings, and care burdens interacting 

in one life. 

The clinical task is not to abandon disease-specific care, but to sequence it around the whole 

person. 

Treat what is dangerous. 

Reduce what is overburdening. 

Restore what repairs. 

Simplify what overwhelms. 

Rebuild what gives margin. 

Coordinate what is fragmented. 

Protect dignity. 

Find the next feasible opening. 

This chapter completes Part III. 

We began with the distinction between disease labels and living processes. We then examined 

immune disease as phase-locking, neuropsychiatric disease as disturbed living coherence, NCDs 

as conserved organism–niche miscouplings, and multimorbidity as layered miscoupling. 

These disease chapters show that life can become disturbed in different but related ways: locked 

in protection, narrowed in meaning, conserved in unhealthy daily worlds, or layered across 

multiple diagnoses. 

The next task is clinical: 



 

How should medicine respond? 

That is the work of Part IV. 

 

 



 

Part IV — Life-Coherent Clinical Practice 

This Part translates the framework into clinical practice. The question is no longer only how to 

understand life-coherent medicine, but how to practice it in the consultation, in diagnosis, in 

treatment planning, in chronic care, and in the ordinary work of helping patients move again. The 

aim is practical: to make care more precise, humane, feasible, and life-serving. 

 

15. Diagnosis as Coherence Assessment 

Diagnosis protects life. 

This must remain the first principle. A life-coherent clinical practice does not replace 

conventional diagnosis with broad relational language. It does not tell the clinician to look for 

“coherence” while missing sepsis, myocardial infarction, stroke, diabetic ketoacidosis, 

pulmonary embolism, malignancy, renal failure, psychosis, suicidality, lupus nephritis, 

anaphylaxis, severe asthma, infection, or medication toxicity. (Sackett et al., 1996) 

It does not weaken differential diagnosis, red flags, urgent referral, laboratory investigation, 

imaging, pathology, evidence-based treatment, or specialist care. 

Diagnosis remains indispensable. 

But diagnosis can be deepened. 

A disease label tells us what condition is present. Coherence assessment asks how the organism-

person has become disturbed, locked, overburdened, under-repaired, or unable to re-enter life. It 

asks what is active, what is depleted, what is exposed, what is protected, what is failing to 

complete, what is being conserved, and what next transition is possible. 

Life-coherent diagnosis therefore holds two questions together: 

What disease must be diagnosed and treated? 

What pattern of living coherence must be understood and repaired? 

The first question protects precision. 

The second protects the person. 

 



 

Two Layers of Diagnosis 

Life-coherent diagnosis has two layers. (Engel, 1977; Muth et al., 2014) 

The first is diagnostic identification. 

This is ordinary clinical medicine at its best: history, examination, risk assessment, differential 

diagnosis, red flags, investigations, imaging, pathology, diagnosis, staging, prognosis, and 

treatment selection. 

It asks: 

What condition is present? 

What must not be missed? 

What is urgent? 

What evidence supports the diagnosis? 

What treatment is indicated? 

What monitoring is required? 

What specialist input is needed? 

The second layer is coherence assessment. 

This asks: 

What is the organism trying to protect, repair, conserve, or escape? 

What exposure remains active? 

What repair process is blocked or incomplete? 

What margin is depleted? 

What phase is locked? 

What emotional, relational, institutional, ecological, or commercial pattern is conserving the 

disease? 

What feasible next step would allow life to move again? 

The first layer names the disease. 

The second names the living pattern. 

Both are needed. 

 



 

Table 2. Two Layers of Diagnosis. 

Diagnostic identification names the disease, risk, or syndrome. Coherence assessment asks how 

the living process has become disturbed and what transition would allow life-capacity to 

recover. 

Diagnostic Identification Coherence Assessment 

What disease, syndrome, injury, risk 

state, or emergency is present? 

What living process has become disturbed, locked, 

overburdened, under-repaired, or unable to re-enter 

life? 

What must not be missed? What exposure remains active? 

What red flags require urgent action? What repair process is blocked or incomplete? 

What organ, system, or function is at 

risk? 

What margin is depleted? 

What tests, imaging, pathology, or 

referral are needed? 

What organism–niche pattern is being conserved? 

What evidence-based treatment is 

indicated? 

What emotional, relational, institutional, ecological, or 

commercial conditions keep the pattern repeating? 

What guideline, protocol, or 

specialist pathway applies? 

What feasible next transition would allow life-capacity 

to improve? 

What biomedical outcome should be 

monitored? 

What would show that the person is re-entering life 

more fully? 

This table should not be read as two separate forms of medicine. 

It is one clinical act with two depths. 

 

Protect Against Danger First 

The first step of coherence assessment is not subtle. 

It is safety. 

Before widening the frame, the clinician must ask what must not be missed. This includes acute 

danger, severe disease, rapidly progressive symptoms, organ dysfunction, neurological deficits, 

chest pain, severe breathlessness, bleeding, fever with systemic illness, unexplained weight loss, 

suicidality, psychosis, severe depression, delirium, intoxication, withdrawal, safeguarding 

concerns, abuse, neglect, and any condition requiring urgent escalation. 

A life-coherent approach begins with protection because life-capacity cannot be restored if 

immediate danger is ignored. 

A patient with chest pain should not be given a philosophical explanation before cardiac risk is 

assessed. 



 

A patient with suicidal intent should not be offered only meaning-making. 

A patient with hematuria, weight loss, and anemia should not be told to reduce stress before 

malignancy is excluded. 

A child with severe asthma should not be treated only through environmental reflection. 

A patient with psychosis and danger requires urgent psychiatric care. 

The rule is simple: 

Widen after danger has been recognized, not instead of recognizing danger. 

 

Name the Disease Clearly 

After urgent danger is assessed, the disease must be named as clearly as possible. 

Sometimes the correct state is uncertainty: probable diagnosis, differential diagnosis, syndrome, 

risk state, or unresolved presentation requiring monitoring. But the clinician should be explicit 

about what is known, what is suspected, what must be excluded, and what uncertainty remains. 

This is itself salutogenic. 

A clear explanation helps restore orientation. Patients often suffer not only from symptoms, but 

from not knowing what is happening, whether they are believed, what danger signs matter, and 

what the plan is. (Epstein & Street, 2007) 

Name the depression, but also assess suicidality, bipolarity, trauma, substance use, endocrine 

disease, sleep, grief, and social context. 

Name the hypertension, but also assess cardiovascular risk, kidney function, medication need, 

sleep apnea, salt intake, pain, alcohol, stress, and access. 

Name the autoimmune disease, but also assess disease activity, organ involvement, damage, 

medication risks, infection, fatigue, and social burden. 

Name the diagnosis. 

Then continue seeing. 

 



 

Identify the State of the Organism 

A diagnosis is not enough. 

The clinician must ask what state the organism is in now. 

Is the person inflamed, infected, exhausted, defended, sensitized, frightened, collapsed, 

overmobilized, sleep-deprived, metabolically overloaded, grieving, dissociated, fibrotic, 

deconditioned, toxic, malnourished, overmedicated, undermedicated, or socially abandoned? 

This question determines treatment sequence. 

A person in acute mania needs containment before reflective planning. 

A person in severe pain needs relief before movement advice. 

A person with no sleep margin may need sleep restoration before major behavioral change. 

A person in active inflammation may need suppression before rehabilitation. 

A person with severe food insecurity may need practical support before dietary instruction. 

A person in shame may need dignity restored before honest disclosure becomes possible. 

The same plan can help or harm depending on state. 

 

Ask What Is Locked or Incomplete 

Coherence assessment then asks what transition has failed. 

In immune disease, the question may be: 

Is this unfinished defense, failed resolution, impaired clearance, excessive repair, fixed memory, 

or failed re-entry into life? 

In psychiatry, the question may be: 

Is the person locked in threat, shame, grief, compulsion, altered salience, collapse, dissociation, 

addiction, or narrowed possibility? 

In NCD care, the question may be: 

What daily pattern is conserved? What world keeps reproducing the same blood pressure, 

glucose, sleep disruption, food exposure, stress physiology, or medication difficulty? 



 

In multimorbidity, the question may be: 

Which loop links several diagnoses together? 

Pain reduces sleep. 

Poor sleep worsens glucose and mood. 

Depression reduces movement. 

Reduced movement worsens pain and insulin resistance. 

Medication burden creates dizziness. 

Dizziness reduces confidence. 

Fear reduces participation. 

Coherence assessment looks for the loop, not to blame the patient, but to find where it can be 

opened. 

 

Assess Exposure, Repair, and Margin 

The next diagnostic layer is exposure, repair, and margin. 

Exposure: What burdens are repeatedly acting? 

These may be physical, chemical, microbial, nutritional, psychosocial, commercial, digital, 

ecological, relational, or institutional. 

Repair: What processes restore the organism-person? 

Sleep, nourishment, movement, immune resolution, medication, therapy, care, relationship, 

nature, creativity, rehabilitation, spiritual practice, and meaning may all be relevant. 

Margin: What reserve remains? 

Time, money, energy, trust, safety, attention, biological reserve, transport, medication access, 

food security, family support, and institutional responsiveness determine whether the plan can be 

lived. 

In practice, this means the clinician asks: 

What is overloading this person? 

What helps them recover? 

What has no room left? 

Sometimes the answer changes the entire plan. 



 

The issue may not be lack of knowledge, but lack of sleep. 

Not lack of motivation, but lack of margin. 

Not refusal, but cost. 

Not denial, but shame. 

Not laziness, but pain. 

Not resistance, but prior humiliation. 

Not disease progression alone, but treatment burden. 

A coherence diagnosis does not excuse everything. 

It clarifies what must be addressed for the medical plan to become real. 

 

Name the Feasible Next Transition 

The point of coherence assessment is action. 

The clinician is not trying to produce a perfect map of the patient’s entire life. That would be 

impossible and intrusive. The purpose is to identify the next feasible transition. 

What must happen next for life-capacity to increase? 

For one patient, the next transition is from uncontrolled inflammation to suppression. 

For another, from fear to understanding. 

For another, from no sleep to protected sleep. 

For another, from medication chaos to simplified regimen. 

For another, from shame to partnership. 

For another, from exposure to reduction. 

For another, from isolation to support. 

For another, from deconditioning to safe movement. 

For another, from fragmented care to continuity. 



 

For another, from crisis-only care to planned follow-up. 

The next transition should be small enough to be real and important enough to matter. 

This is where diagnosis becomes life-coherent. It does not only name disease. It opens 

movement. 

 

A Compact Clinical Template 

A life-coherent diagnostic note can be simple. 

It does not need to become burdensome. 

A useful template might be: 

1. Conventional diagnosis or differential 

What disease, syndrome, risk state, or red flag is present? 

2. Current organismic state 

Inflamed, infected, exhausted, defended, sensitized, metabolically overloaded, collapsed, 

hypervigilant, fibrotic, deconditioned, or unstable? 

3. Dominant coherence problem 

Exposure overload, failed repair, depleted margin, phase-locking, disturbed meaning, care 

fragmentation, commercial capture, or layered miscoupling? 

4. Sustaining conditions 

What biological, emotional, relational, environmental, institutional, or commercial conditions 

keep the pattern repeating? 

5. Next feasible transition 

What is the smallest life-serving step that changes the pattern? 

6. Monitoring 

What would show that life-capacity is improving? 

This template can be used in a full consultation or silently as a clinical discipline. It should 

support care, not add administrative burden. 

 



 

The Central Claim 

Diagnosis as coherence assessment means that medicine names the disease and then asks what 

living process has become disturbed. 

It protects biomedical precision while restoring the organism-person to view. 

It asks: 

What must be diagnosed? 

What must be protected? 

What state is the organism in? 

What exposure remains active? 

What repair is blocked? 

What margin is missing? 

What pattern is conserved? 

What transition is possible? 

What would show that life is moving again? 

This is where life-coherent medicine becomes practical. 

The next chapter turns to the clinical encounter itself. 

If diagnosis is not only naming disease but also opening a field of possible action, then the 

consultation is not merely an exchange of information. It is a structural coupling between 

clinician and patient, where language, trust, dignity, explanation, and shared attention can either 

close or reopen life. 

 



 

 

16. The Clinical Encounter as Structural Coupling 

A consultation is not merely an exchange of information. 

It is a meeting of living systems. 

A patient enters with symptoms, fears, hopes, history, bodily state, family context, prior 

encounters, cultural meanings, financial realities, and an often-unspoken question: 

Will I be seen? 

The clinician enters with training, diagnostic responsibility, institutional constraints, time 

pressure, memory, evidence, habits of attention, and another often-unspoken question: 

What must I recognize and do? 

What happens between them matters. 

The clinical encounter can reduce threat or increase it. It can restore dignity or deepen shame. It 

can make illness more intelligible or more frightening. It can open a feasible next step or leave 

the patient with instructions they cannot live. It can strengthen trust or confirm mistrust. It can 

become part of healing, or it can become another exposure. (Epstein & Street, 2007; Barry & 

Edgman-Levitan, 2012) 

This is why life-coherent medicine treats the clinical encounter as structural coupling. 

Medicine is not outside the patient’s world. 

It enters the patient’s world. 

 

The Encounter as Part of the Niche 

A clinic is not only a place where care is delivered. 

It is part of the patient’s niche. 

The waiting room, receptionist, nurse, physician, forms, costs, delays, language, examination, 

diagnosis, prescription, electronic record, follow-up, referral, and explanation all become part of 

the patient’s lived field. They may support repair, or they may add burden. 

For a patient who trusts the clinic, the encounter may reduce anxiety and increase action. 



 

For a patient previously dismissed, the encounter may be approached with vigilance. 

For a patient who cannot afford medication, a prescription may feel like accusation. 

For a patient with depression, too many instructions may feel like failure before they begin. 

For a patient with chronic illness, another rushed visit may confirm that no one sees the whole. 

For a patient in shame, a single word may close the consultation. 

For a patient in fear, a clear explanation may reopen possibility. 

The clinical encounter is therefore not neutral. 

It is a relational intervention. 

This does not mean every consultation must become long, psychotherapeutic, or exhaustive. It 

means that even brief encounters should be organized around recognition, dignity, clarity, 

feasibility, and follow-up. 

In life-coherent medicine, the quality of the encounter is not optional bedside manner. 

It is part of the care pathway. 

 

Second-Order Listening 

Ordinary listening asks: 

What symptoms does the patient report? 

Second-order listening asks: 

What world is being disclosed through the way these symptoms are lived, explained, feared, 

hidden, repeated, or made impossible to act upon? 

This does not mean the clinician abandons diagnostic listening. The first responsibility remains 

to hear red flags, characterize symptoms, assess risk, and identify disease. 

But once safety is protected, the clinician listens for the organism–niche pattern. 

What does the patient fear? 

What do they understand? 



 

What has been tried? 

What failed because it was wrong? 

What failed because it was impossible? 

What does the symptom prevent? 

What does it protect? 

What has become too heavy? 

What does the patient not say because shame is present? 

What would become possible if one burden were removed? 

Second-order listening is how the shift from correction to co-creation begins. 

 

Legitimacy Before Instruction 

A patient cannot fully participate in care while feeling illegitimate. (Epstein & Street, 2007) 

Illegitimacy appears in many forms: 

“I am not believed.” 

“I am being blamed.” 

“I am wasting the doctor’s time.” 

“My symptoms are too vague.” 

“My life is too messy.” 

“They think I am lazy.” 

“They think it is all in my head.” 

“They do not understand what this costs.” 

“They will tell me to do what I already cannot do.” 

When illegitimacy is present, advice often fails. Not because the advice is wrong, but because the 

relational field is closed. 

Life-coherent medicine begins by restoring legitimacy. 

This can be done simply: 

“I believe that you are suffering.” 

“This is not a moral failure.” 



 

“Your symptoms are real, even while we still need to understand their cause.” 

“This plan has to fit your life, or it will not work.” 

“Let us find the next step that is medically useful and actually possible.” 

“We do not need to solve everything today.” 

“You are carrying a lot.” 

These statements are not sentimental. 

They are structural interventions. 

They change the emotional domain of the encounter from shame or fear toward trust and 

cooperation. 

 

Language as Medicine, Language as Burden 

Clinical language does not merely describe. 

It brings forth a world. 

“You are non-compliant” brings forth one world. 

“This plan has not yet become livable” brings forth another. 

“You need to lose weight” brings forth one world. 

“Let us reduce the metabolic burden on your body in a way you can actually sustain” brings forth 

another. 

“There is nothing wrong with you” brings forth one world. 

“Your suffering is real, and our task is to understand which processes are involved” brings forth 

another. 

“You are anxious” brings forth one world. 

“Your body has learned to expect danger; we need to help it feel safe enough to update” brings 

forth another. 

“You failed treatment” brings forth one world. 



 

“The treatment did not give your body enough support; let us revise the plan” brings forth 

another. 

Words can reduce exposure or add exposure. They can become repair or injury. They can restore 

margin or consume it. They can make the patient more willing to return or more likely to 

disappear. 

This is why explanation is a core clinical act. 

A good explanation makes illness more comprehensible, the plan more manageable, and the 

effort more meaningful. It tells the patient what is known, what remains uncertain, what must be 

watched, what treatment is intended to do, what side effects matter, what signs require urgent 

care, and what improvement may realistically look like. 

Box 1. Clinical Language That Opens Possibility. 

The language of care can either narrow or widen the patient’s domain of possible action. 

Closing Language Opening Language 

“You are non-compliant.” “This plan has not yet become livable. Let us find out why.” 

“You need more 

willpower.” 

“Let us identify one change your body and life can actually 

support.” 

“You failed treatment.” “This treatment did not give enough support. We need to revise 

the plan.” 

“It is all in your head.” “Your symptoms are real. We need to understand the processes 

involved.” 

“You are not trying.” “Something is making this hard to repeat. What gets in the 

way?” 

“Just lose weight.” “Let us reduce metabolic burden without shame and in a way 

you can sustain.” 

“There is nothing wrong.” “We have not found dangerous disease so far, but your suffering 

still deserves care.” 

“You keep doing this to 

yourself.” 

“This pattern is being conserved. Let us understand what keeps it 

in place.” 

“You should know better.” “Knowing is not always enough. What would make the healthier 

action easier to repeat?” 

“You are resistant.” “Something about this plan, timing, or relationship is not yet 

workable.” 

 This box should remain practical and concise. Its purpose is not to make language decorative, 

but to show how words shape the clinical field. 

 

The Consultation as Co-Regulation 

A good clinical encounter can regulate. 



 

Not magically. Not by replacing treatment. But by changing the patient’s relation to danger, 

uncertainty, shame, and action. 

A frightened patient may become calmer when danger is assessed and explained. 

A confused patient may become oriented when the disease is named. 

A ashamed patient may become more honest when blame is removed. 

An overwhelmed patient may become more able to act when the plan is reduced to one feasible 

next step. 

A distrustful patient may become willing to return when the clinician does not dismiss them. 

A patient in chronic illness may regain hope when the clinician says: 

“We will sequence this.” 

This is not merely psychological. Threat, trust, sleep, autonomic tone, adherence, pain, immune 

activity, glucose regulation, blood pressure, and care-seeking are not independent from the 

relational field. 

The encounter may not cure disease, but it can change whether care becomes usable. 

A life-coherent consultation therefore asks: 

Does this encounter leave the patient with more clarity or more confusion? 

More dignity or more shame? 

More feasible action or more burden? 

More trust or more avoidance? 

More capacity to participate or less? 

 

Shared Attention 

The encounter becomes life-coherent when clinician and patient share attention. 

Shared attention means that both are looking together at the pattern. (Elwyn et al., 2012, 2017) 

Not clinician versus patient. 



 

Not patient versus disease alone. 

Not clinician versus non-compliance. 

Rather: 

Here is the disease. 

Here is the burden around it. 

Here is what your body may be trying to do. 

Here is what is dangerous. 

Here is what is still uncertain. 

Here is what treatment can help. 

Here is what makes treatment difficult. 

Here is the next step we can try. 

Shared attention reduces blame because the problem is placed between clinician and patient, not 

inside the patient as moral failure. 

This is the basis of co-creation. 

 

Authority Reframed 

Life-coherent medicine does not remove medical authority. 

It changes its form. 

The physician still has responsibility to diagnose, warn, treat, refer, prescribe, investigate, and 

protect life. A clinician must sometimes say: 

“This is urgent.” 

“This medication is necessary.” 

“This symptom cannot wait.” 

“This level of blood pressure is dangerous.” 

“I am worried about your safety.” 

“We need to rule out cancer.” 

“You need emergency care.” 

“This treatment carries risk, but the disease risk is greater.” 



 

Co-creation does not mean abandoning judgment. It means that authority is exercised in service 

of life, not domination. 

Authority without relationship becomes coercion. 

Relationship without authority can become vagueness. 

Life-coherent care needs both. 

 

Feasibility as Clinical Truth 

A plan that cannot be lived is not yet a plan. 

Feasibility is not a soft preference added after science. It is part of whether treatment can become 

real. 

A medication is not feasible if the patient cannot afford it. 

A diet is not feasible if food is unavailable. 

An exercise plan is not feasible if pain, heat, safety, disability, or time make it impossible. 

A psychotherapy plan is not feasible if the patient cannot access care. 

A monitoring plan is not feasible if it requires equipment the patient cannot obtain. 

A follow-up plan is not feasible if transport is absent. 

A complex regimen is not feasible if depression, cognitive impairment, or caregiver burden 

makes it unmanageable. 

This does not mean the clinician gives up. 

It means the clinician asks: 

What part of this plan can actually happen? 

What would get in the way? 

What can we simplify? 

Who can help? 

What is the smallest step that still protects life? 



 

In the clinical encounter, feasibility is where care meets the real world. 

 

Boundaries and Non-Absorption 

A life-coherent encounter is not boundaryless. 

The clinician cannot become the patient’s entire support system. The physician cannot solve 

every social determinant in one visit. The consultation cannot absorb all suffering. 

Compassion without boundaries becomes burnout. 

Boundaries without compassion become abandonment. 

Life-coherent medicine therefore requires bounded responsibility. 

The clinician asks: 

What is mine to do here? 

What must be referred? 

What must be documented? 

What must be named? 

What must be followed? 

What cannot be solved today? 

What support system is needed beyond me? 

This protects both patient and clinician. 

A good encounter does not pretend to fix everything. It creates the next coherent handoff, next 

action, or next relation. 

 

The Central Claim 

The clinical encounter is a living relation that can either close or reopen possibility. 

It is not merely where medicine is delivered. 

It is part of medicine. 

A life-coherent encounter recognizes the person, protects biomedical safety, names disease 

clearly, reduces shame, uses language responsibly, listens for the organism–niche pattern, checks 

feasibility, co-creates one next step, and preserves continuity. 



 

The patient leaves not only with information, but with a clearer world in which action has 

become more possible. 

The next chapter follows naturally. 

If the clinical encounter is structural coupling, then the plan itself cannot be merely issued. It 

must be brought forth with the patient. 

The movement is from compliance to co-creation. 

 



 

 

17. From Compliance to Co-Creation 

“Compliance” is too small a word for chronic care. (Bodenheimer et al., 2002; May et al., 2014) 

It may have practical use in limited situations. A patient with a life-threatening infection must 

take antibiotics as prescribed. A patient with severe hypertension must understand the risks of 

untreated disease. A patient with psychosis, mania, suicidal depression, diabetic ketoacidosis, 

lupus nephritis, anaphylaxis, acute asthma, heart failure, or renal failure may require urgent, 

clear, directive care. 

There are moments when medicine must speak plainly: 

This treatment matters. 

This delay is dangerous. 

This warning sign requires emergency attention. 

But when compliance becomes the governing language of chronic disease, it often misrecognizes 

the patient. 

It assumes that the clinician gives the correct plan and the patient either follows or fails. It 

locates failure primarily inside the patient: lack of discipline, insight, willpower, responsibility, 

education, or motivation. 

Sometimes patients do make harmful choices. Sometimes avoidance, denial, fear, or 

ambivalence must be addressed honestly. 

But compliance language often hides the deeper question: 

Could this plan actually become livable in this person’s world? 

Life-coherent medicine therefore moves from compliance to co-creation. 

Co-creation does not mean that all views are medically equal. It does not mean abandoning 

evidence, guidelines, clinical judgment, risk communication, or professional responsibility. It 

means that a treatment plan is not complete until it can enter the patient’s life as a feasible, 

dignified, repeatable pattern. 

A medically correct plan that cannot be lived is not yet good care. 

 

Why Compliance Fails as a Master Frame 

Compliance language works best when the task is simple, short, urgent, and clearly feasible. 



 

Take this antibiotic for seven days. 

Stop this dangerous drug. 

Attend this urgent appointment. 

Return if this symptom occurs. 

But chronic care is different. 

Chronic care asks people to reorganize daily life: food, movement, sleep, medication, 

monitoring, appointments, finances, family routines, work rhythms, substance use, stress 

responses, identity, culture, and meaning. It asks people to maintain change not once, but 

repeatedly, in the same world that conserved the old pattern. 

A person with diabetes may not simply “fail diet.” They may live in a household where food is 

shared, cost is high, ultra-processed food is convenient, cooking time is limited, stress is 

constant, sleep is poor, and eating is one of the few available forms of comfort. 

A person with hypertension may not simply “forget medication.” They may be managing cost, 

side effects, clinic access, mistrust, competing priorities, pain, alcohol use, poor sleep, and a life 

of chronic vigilance. 

A person with depression may not “lack motivation.” Their world of possible action may have 

collapsed. 

A person with asthma may not “ignore triggers.” Their housing may be damp, work may expose 

them to irritants, or medication may be unaffordable. 

The shift is therefore simple: 

From “Why is this patient non-compliant?” 

To “What organism–niche pattern is this person conserving, and what new relational conditions 

would allow a healthier way of living to become possible?” 

That shift is the heart of co-creation. 

 

Co-Creation Is Not Permissiveness 

Co-creation can be misunderstood as letting the patient decide everything. 

That is not what it means. 



 

The clinician still has duties: diagnose accurately, warn honestly, recommend evidence-based 

treatment, identify danger, protect life, explain trade-offs, and sometimes insist that a risk is 

serious. 

A life-coherent clinician does not hide behind patient preference when urgent action is required. 

Co-creation means that the clinician’s expertise and the patient’s lived knowledge meet. (Barry 

& Edgman-Levitan, 2012; Elwyn et al., 2012, 2017) 

The clinician knows disease mechanisms, risk, treatment options, evidence, medication effects, 

warning signs, and clinical pathways. 

The patient knows the lived world: cost, fear, routines, family dynamics, food practices, side 

effects, shame, work constraints, transport, beliefs, cultural meaning, sleep, pain, and what has 

failed before. 

Good care requires both. 

Without clinical expertise, care becomes unsafe. 

Without lived knowledge, care becomes unlivable. 

 

The Co-Creation Question 

The central co-creation question is: 

What plan protects life and can actually be lived? 

This question has two halves. 

“Protects life” keeps the plan medically serious. It asks whether disease risk is being addressed, 

whether danger is recognized, whether treatment is appropriate, and whether the clinician is 

fulfilling their responsibility. 

“Can actually be lived” keeps the plan grounded. It asks whether the patient can afford it, 

understand it, remember it, tolerate it, repeat it, explain it to family, fit it into daily life, and 

return for follow-up. 

A plan that protects life but cannot be lived will fail. (May et al., 2014; Mair & May, 2014) 

A plan that can be lived but does not protect life may comfort without caring. 

Life-coherent medicine needs both. 



 

 

From Instruction to Shared Design 

Conventional instruction often sounds like this: 

“You need to lose weight.” 

“You need to exercise.” 

“You need to reduce salt.” 

“You need to sleep more.” 

“You need to take your medication.” 

“You need to stop drinking.” 

“You need to come back in three months.” 

These instructions may be clinically reasonable, but they often arrive as burdens. 

Shared design asks: 

“What is the smallest change that would reduce risk?” 

“What would make medication easier to take?” 

“What meal is most realistic to change first?” 

“What time of day could movement fit without making life harder?” 

“What gets in the way of sleep?” 

“What does alcohol do for you that we need to replace?” 

“Who helps you at home?” 

“What follow-up is realistic?” 

“What would make this plan fail?” 

“What should we try first?” 

Shared design does not weaken the recommendation. 

It gives the recommendation a chance to become real. 

 

The Feasible Domain of Action 

A feasible domain of action is not the same as an easy action. 

Some actions are difficult but feasible when they are meaningful, supported, and sequenced. 

Taking insulin may be difficult but feasible if the patient understands why, can afford it, knows 

how to use it, has family support, and has follow-up. 

Stopping alcohol may be difficult but feasible if withdrawal risk is assessed, shame is reduced, 

support is available, triggers are understood, and replacement regulation is built. 



 

Increasing movement may be difficult but feasible if pain is treated, the starting point is small, 

the environment is safe, and progress is paced. 

Changing food may be difficult but feasible if the plan begins with one meal, respects culture, 

considers cost, and involves whoever cooks. 

A feasible action must fit the organism’s current state, the patient’s margin, and the surrounding 

niche. 

It must answer: 

Can this person do this now? 

What support is needed? 

What burden does it add? 

What burden does it reduce? 

What would make it repeatable? 

The clinician’s task is to find the edge where change is possible without forcing collapse. 

 

Truth-Telling Without Shame 

Co-creation does not mean avoiding hard truths. 

A clinician may need to say: 

“Your blood pressure is high enough to put your brain, heart, and kidneys at risk.” 

“Your glucose is damaging your body, even if you feel well.” 

“This depression is severe, and I am worried about your safety.” 

“This alcohol use is harming your liver and your family.” 

“This asthma pattern could become dangerous.” 

“This kidney function needs urgent attention.” 

“This weight pattern is increasing risk, and we need to approach it without shame.” 

The difference is in how truth is held. 

A compliance frame may use truth as pressure. 

A co-creation frame uses truth as orientation. 



 

It says: 

This is serious, and we will find the most feasible way to protect your life. 

Truth without dignity becomes threat. 

Dignity without truth becomes avoidance. 

Life-coherent care needs both. 

 

Co-Creation and Failure 

Plans fail. 

This is inevitable. 

The question is how failure is interpreted. 

In compliance language, failure often means the patient did not do what they were told. 

In co-creation, failure becomes information. 

Was the step too large? 

Was the medication unaffordable? 

Were side effects intolerable? 

Was the explanation unclear? 

Did depression block action? 

Did family patterns override the plan? 

Was sleep too poor? 

Was pain untreated? 

Did the patient feel ashamed? 

Was follow-up too far away? 

Did the system fail to provide what it promised? 

Failure then becomes a chance to revise the map. 

This does not eliminate accountability. It makes accountability more precise. 

The patient may still need to choose differently. 

The clinician may need to explain better. 

The system may need to reduce burden. 



 

The family may need to support. 

The policy environment may need to change. 

Failure asks: 

What did the pattern teach us? 

 

Practical Co-Creation Questions 

A clinician can use a small set of questions: 

What matters most to you right now? 

What worries you most about this condition? 

What do you think is making this hard? 

What have you already tried? 

What got in the way? 

What part of the plan feels possible? 

What part feels impossible? 

Who helps you? 

What is one change you could repeat this week? 

How will we know if it helped? 

What should we do if it does not work? 

These questions are not a script. 

They are a posture. 

 

The Central Claim 

Co-creation is the clinical practice of bringing forth a feasible, life-protecting plan with the 

patient rather than imposing an abstract plan upon the patient. 

It preserves medical seriousness while restoring agency. 

It asks: 

What must be protected? 

What does the evidence require? 

What does the patient’s life allow? 

What pattern is conserved? 

What support is needed? 



 

What one step can be repeated? 

How will we learn from what happens? 

This chapter moves the book from seeing to doing. 

Diagnosis as coherence assessment helps the clinician understand what has become disturbed. 

The clinical encounter as structural coupling creates the relational field in which change can 

become possible. Co-creation now turns that field into a plan. 

The next chapter asks what the plan is ultimately for. 

Treatment is not merely disease control. 

It is protection, repair, and re-entry into life. 

 



 

 

18. Treatment as Protection, Repair, and Re-Entry 

Treatment is often described by what it does to disease. 

It lowers blood pressure. 

It reduces glucose. 

It suppresses inflammation. 

It kills bacteria. 

It removes a tumor. 

It relieves pain. 

It stabilizes mood. 

It opens an airway. 

It restores rhythm. 

It replaces a deficient hormone. 

It repairs anatomy. 

It prevents clotting. 

It slows progression. 

All of this matters. 

Disease control saves lives. 

But life-coherent medicine asks the next question: 

What does treatment make possible for life? 

Treatment becomes life-coherent when it protects the organism, supports repair, restores margin, 

and helps the person re-enter meaningful participation in life. 

This chapter therefore reframes treatment not as a single act of disease control, but as a 

sequence: 

Protect → Stabilize → Reduce burden → Restore repair → Rebuild margin → Re-enter 

life. 

This sequence does not replace standard treatment. 

It gives standard treatment its deeper orientation. 

 

Treatment Begins with Protection 

The first purpose of treatment is protection. (Sackett et al., 1996) 



 

When life, organ function, safety, or future capacity is threatened, treatment must protect. This 

may require strong intervention. A life-coherent approach is not automatically gentle, minimal, 

slow, or non-directive. It is proportionate to danger. 

Antibiotics protect life in sepsis. 

Insulin protects life in diabetic ketoacidosis. 

Antihypertensives protect brain, heart, kidney, and vessels. 

Immunosuppression protects tissue in severe autoimmune disease. 

Antipsychotics can protect life and restore reality testing in psychosis. 

Antidepressants, crisis care, and safety planning can protect life in suicidal depression. 

Inhaled therapy protects breath in asthma. 

Surgery protects life when anatomy, bleeding, obstruction, infection, trauma, or malignancy 

require intervention. 

Palliative treatment protects dignity and relieves suffering when cure is not possible. 

Protection is not the enemy of life-coherence. 

It is often its first requirement. 

When danger is present, life-coherent care acts. 

 

Stabilization Is Not the End 

Stabilization matters. 

A crisis must be brought under control. The airway must open. The infection must be treated. 

The blood pressure must fall. The psychosis must become safer. The bleeding must stop. The 

pain must be relieved enough for the person to breathe and move. The glucose must be brought 

into range. The kidney must be protected. The patient must survive. 

But stabilization is not the same as healing. 

A patient discharged after heart failure may be stable, but still frightened, weak, confused about 

medication, unsure about salt, unable to afford follow-up, and at risk of readmission. 



 

A patient treated for asthma may leave breathing better, but return to damp housing, poor inhaler 

technique, smoke exposure, and no action plan. 

A person stabilized after psychosis may be less disorganized, but still isolated, ashamed, 

sleepless, unemployed, and unsure how to re-enter shared life. 

A patient whose inflammation is suppressed may have less tissue damage, but still need sleep 

restoration, pain care, rehabilitation, infection monitoring, and return to participation. 

Life-coherent treatment asks what must happen after stabilization so that the organism-person 

does not simply cycle back into danger. 

 

Reduce Burden 

After protection, treatment should reduce burden. 

Burden may be biological: inflammation, infection, toxin exposure, hyperglycemia, 

hypertension, hypoxia, pain, sleep deprivation, malnutrition, renal strain, vascular stress, immune 

complexes, allergens, or medication toxicity. 

Burden may be emotional: fear, shame, grief, vigilance, hopelessness, uncertainty, or 

humiliation. 

Burden may be relational: conflict, isolation, caregiving strain, family misunderstanding, stigma, 

or lack of support. 

Burden may be institutional: cost, transport, fragmented care, confusing instructions, 

appointment overload, medication shortage, or poor follow-up. 

Burden may be ecological or commercial: polluted air, unsafe housing, heat, ultra-processed 

food environments, alcohol availability, digital capture, or predatory marketing. 

Treatment becomes life-coherent when it asks: 

What burden is keeping this organism from repairing? 

Sometimes the answer is medication. 

Sometimes it is removing a trigger. 

Sometimes it is simplifying a regimen. 

Sometimes it is reducing shame. 



 

Sometimes it is helping the patient sleep. 

Sometimes it is making food, transport, or medication access possible. 

Sometimes it is stopping an intervention that is no longer serving life. 

Treatment includes both disease-targeted therapy and burden reduction. 

 

Restore Repair 

Treatment should not only suppress pathology. 

It should support repair. 

Repair includes inflammation resolution, clearance of debris, tissue rebuilding, wound healing, 

barrier restoration, sleep recovery, rehabilitation, metabolic restoration, autonomic recalibration, 

neuroplasticity, emotional integration, trust repair, and return of meaningful routine. (Serhan & 

Savill, 2005; Medzhitov, 2008) 

A patient with pneumonia may need antibiotics, but also clearance, breathing recovery, nutrition, 

and strength. 

A patient after surgery may need anatomical repair, but also pain control, mobilization, wound 

healing, sleep, nutrition, and confidence. 

A patient with depression may need medication, but also rhythm, relationship, meaning, and 

restored agency. 

A patient with diabetes may need glucose control, but also sleep, food feasibility, movement, and 

reduced shame. 

A patient with chronic inflammatory disease may need suppression, but also repair of tissue, 

movement, fatigue, and participation. 

Repair is the bridge between treatment and renewed life. 

 

Rebuild Margins 

A person cannot heal without margin. (May et al., 2014; Mair & May, 2014) 

Margins include time, energy, sleep, money, safety, trust, attention, biological reserve, care 

continuity, family support, transportation, medication access, and ecological stability. When 



 

margins are absent, even good treatment may fail because the person cannot absorb the demands 

of care. 

A life-coherent treatment plan therefore asks: 

Does this plan restore margin or consume it? 

A medication may restore margin by controlling symptoms. It may also consume margin through 

side effects, cost, monitoring, or complexity. 

A referral may restore margin by bringing expertise. It may also consume margin through travel, 

delay, confusion, or cost. 

A lifestyle plan may restore margin by improving sleep, movement, and metabolism. It may also 

consume margin if it is too demanding, shaming, or impractical. 

A digital tool may restore margin by helping monitor risk. It may also consume margin through 

anxiety, alerts, data burden, or surveillance. 

Treatment must be evaluated not only by disease effect, but by its total effect on life-capacity. 

In multimorbidity, simplification may be treatment. 

Coordination may be treatment. 

Explanation may be treatment. 

Reducing appointment burden may be treatment. 

Deprescribing may be treatment when safe. 

Social support may be treatment because it restores the margin required for biomedical care to 

work. 

 

Support Re-Entry into Life 

Treatment should aim toward re-entry. 

The endpoint is not simply a better number, quieter symptom, completed procedure, or 

discharged patient. The endpoint is life-capacity: the person’s ability to breathe, sleep, move, eat, 

understand, relate, work or contribute where possible, care, receive care, participate, and belong. 



 

This does not mean full restoration is always possible. Some illness is chronic. Some damage is 

irreversible. Some decline continues. Some treatment is palliative. Some lives are changed 

permanently. 

But re-entry remains meaningful even when cure is impossible. 

A person with disability can re-enter life through access, adaptation, dignity, and participation. 

A person with chronic disease can re-enter life through symptom control, pacing, support, and 

meaningful routine. 

A person with severe mental illness can re-enter life through safety, medication, relationship, 

housing, rhythm, and social inclusion. 

A person receiving palliative care can re-enter life through comfort, truth, reconciliation, 

presence, spiritual meaning, and relief from avoidable suffering. 

Re-entry is not perfection. 

It is renewed participation appropriate to the person’s condition and possibility. 

 

Treatment as Sequencing 

Life-coherent treatment is phase-sensitive. 

The question is not only “What works?” 

It is also: 

What is needed now? 

A person in acute danger needs protection. 

A person with active inflammation needs control. 

A person with unresolved infection needs antimicrobial treatment or source control. 

A person with poor clearance may need drainage, removal, airway clearance, renal support, 

bowel management, or attention to retained danger material. 

A person with tissue damage needs repair and rehabilitation. 

A person with exhaustion needs sleep, nutrition, pacing, and margin. 



 

A person with shame needs dignity before honest disclosure. 

A person with fragmented care needs coordination before intensification. 

A person with no money for medication needs access before adherence can be expected. 

The same treatment may help in one phase and harm in another. 

Rest may protect during acute illness but worsen deconditioning if prolonged beyond need. 

Exercise may restore function when paced, but worsen illness if forced before recovery. 

Suppression may prevent damage, but excessive suppression can increase infection risk. 

Exposure therapy may help fear when safety is present, but retraumatize when danger continues. 

Dietary change may help metabolism, but become harmful when it intensifies shame or 

disordered eating. 

Treatment requires timing. 

Protocols matter. Guidelines matter. 

But the clinician must ask how the guideline enters this organism, this state, this margin, this 

world. 

 

When Cure Is Not Possible 

Life-coherent treatment must include care when cure is not possible. 

In chronic illness, the goal may be control, function, and reduced suffering. 

In disability, the goal may be adaptation, access, participation, and dignity. 

In progressive disease, the goal may be slowing decline, planning, support, and meaning. 

In palliative care, the goal may be comfort, presence, truth, reconciliation, and relief from 

avoidable distress. 

In end-of-life care, treatment may mean stopping what no longer serves life and focusing on 

what preserves dignity. 

This is not giving up. 

It is aligning care with the form of healing still possible. 



 

Healing does not always mean cure. Sometimes healing means truthful accompaniment, less 

suffering, restored relationship, completed conversation, spiritual peace, or a death not 

abandoned. 

 

The Central Claim 

Treatment becomes life-coherent when it protects life, reduces harmful burden, restores repair, 

rebuilds margin, and supports re-entry into meaningful participation. 

It asks: 

What must be protected now? 

What burden must be reduced? 

What repair must be supported? 

What margin must be rebuilt? 

What phase or pattern must move? 

What treatment burden must be minimized? 

What does re-entry into life look like for this person? 

This prepares the next chapter. 

If treatment must be proportionate to phase, danger, burden, and life-capacity, then medicine 

needs a principle for avoiding both under-treatment and over-force. 

That principle is minimum sufficient force. 

 



 

 

19. Minimum Sufficient Force 

Medicine must know when to act strongly. 

A life-coherent medicine is not weak medicine. It does not confuse gentleness with safety, 

slowness with wisdom, or minimal intervention with good care. 

There are moments when life is threatened and decisive action is required. Sepsis must be 

treated. A myocardial infarction must be recognized. Stroke must be evaluated urgently. Severe 

asthma must be opened. Diabetic ketoacidosis must be corrected. Psychosis with danger, suicidal 

intent, mania, catatonia, delirium, anaphylaxis, severe autoimmune organ involvement, acute 

renal failure, trauma, malignancy, and respiratory failure require appropriate force. 

When danger is high, insufficient force harms life. 

But medicine must also know when force becomes excessive. 

A treatment can save life in one phase and burden life in another. A medication can be necessary 

and still create side effects, cost, fear, monitoring burden, or dependency. A test can clarify 

danger but also produce cascades, anxiety, false positives, expense, or unnecessary procedures. 

A hospitalization can protect life but also expose the patient to infection, deconditioning, 

delirium, sleep disruption, and loss of dignity. 

Life-coherent medicine therefore needs a principle that protects both sides: 

Use enough force to protect life, reduce harm, and enable healing — but not so much force that 

care itself becomes another source of injury, burden, or miscoupling. 

This is minimum sufficient force. 

It is the clinical expression of wu-wei: not inaction, not passivity, and not avoidance, but action 

aligned with the living system’s actual need, phase, margin, and capacity to respond. 

 

Not Minimalism 

Minimum sufficient force is not the same as minimalism. 

Minimalism asks: 

How little can we do? 

Minimum sufficient force asks: 



 

What is the least excessive action that is still strong enough to protect life and support the next 

coherent transition? 

Sometimes the minimum sufficient force is intensive care. 

Sometimes it is emergency surgery. 

Sometimes it is high-dose immunosuppression. 

Sometimes it is compulsory protection in a psychiatric emergency. 

Sometimes it is insulin, dialysis, anticoagulation, chemotherapy, oxygen, antibiotics, or urgent 

transfer. 

Sometimes it is also deprescribing, simplifying, waiting, explaining, pacing, restoring sleep, 

reducing exposure, or doing less. (May et al., 2009; May et al., 2014) 

The principle is not “less.” 

The principle is proportionate. 

Force should match danger, phase, reversibility, evidence, burden, and the person’s capacity to 

respond. 

 

Under-Force and Over-Force 

Under-force occurs when real danger is minimized, delayed, dismissed, or undertreated. (Sackett 

et al., 1996; Scott et al., 2015) 

A patient with chest pain is reassured too quickly. 

A woman’s autoimmune symptoms are attributed to stress for years. 

A person with severe depression is told to exercise and think positively. 

A child with asthma is repeatedly treated for attacks but never placed on adequate controller 

therapy. 

A patient with uncontrolled diabetes is given vague advice but no medication intensification. 

A person with psychosis is left unsupported until crisis. 

A patient with kidney disease is monitored passively while damage progresses. 



 

Under-force can masquerade as caution, humility, or nonmedicalization. But when danger is real, 

under-force is not life-coherent. It abandons the organism to harm. 

Over-force occurs when intervention exceeds phase, need, margin, or feasibility. 

A patient with mild symptoms undergoes excessive investigations that create anxiety and 

cascades. 

An older adult receives aggressive targets that increase falls, dizziness, hypoglycemia, or 

medication burden. 

A patient with chronic pain is pushed into activity too quickly and loses trust in the body. 

A depressed person is given a long list of behavioral tasks before sleep, safety, and hope are 

restored. 

A patient with multimorbidity receives every guideline at once until the treatment plan becomes 

unlivable. 

Over-force can masquerade as diligence, evidence-based care, accountability, or urgency. But 

when force exceeds phase, margin, or feasibility, care may become another exposure. 

Minimum sufficient force asks both questions: 

What harm will occur if we do too little? 

What harm will occur if we do too much? 

 

Force and Phase 

Minimum sufficient force depends on phase. 

In an acute danger phase, strong intervention may be necessary. The organism is at risk, and 

medicine must protect. 

In a stabilization phase, force must be adjusted. The goal is to prevent recurrence, avoid 

complications, monitor response, and begin reducing unnecessary burden. 

In a repair phase, too much force may interrupt recovery. The organism needs sleep, nutrition, 

movement, clearance, rehabilitation, emotional safety, and time. 

In a reintegration phase, the person needs pacing, confidence, relational support, and re-entry 

into ordinary life. Overmedicalization may keep the patient trapped in illness identity; under-

support may lead to relapse. 



 

The question is always: 

What action fits this phase? 

 

Force and Margin 

Force must be judged against margin. 

A person with high margin may tolerate a demanding intervention: multiple appointments, 

intensive rehabilitation, dietary changes, monitoring, medication adjustments, psychotherapy, or 

complex self-management. 

A person with low margin may collapse under the same plan. 

Depression, poverty, cognitive impairment, caregiving burden, pain, fatigue, language barriers, 

poor transport, mistrust, unstable housing, and medication cost all reduce margin. 

A plan that ignores margin will often be mislabeled as patient failure. 

Minimum sufficient force therefore asks not only: 

What does the disease require? 

But also: 

What can this person carry now? 

This is not lowering care standards. 

It is sequencing care so that standards can become achievable. 

Sometimes the first intervention is to rebuild margin before asking for more. 

 

Force Across Clinical Domains 

 



 

Table 3. Minimum Sufficient Force. 

Minimum sufficient force distinguishes under-force, over-force, and proportionate action across 

clinical domains. 

Domain Under-Force Over-Force Minimum Sufficient 

Force 

Acute danger Delay, reassurance, 

missed escalation 

Excessive intervention 

without indication 

Timely action 

proportionate to risk 

Immune 

disease 

Failure to suppress 

destructive 

inflammation 

Indiscriminate 

suppression, toxicity, 

infection risk 

Phase-sensitive care: 

suppress, resolve, clear, 

repair, reintegrate 

Psychiatry Missed suicidality, 

mania, psychosis, 

withdrawal, delirium 

Coercion, over-sedation, 

premature trauma work, 

loss of dignity 

Stabilize danger, 

restore margin, protect 

dignity, reopen options 

NCD care Repeated advice 

without needed 

medication or follow-

up 

Unrealistic lifestyle 

demands, polypharmacy, 

shame-based escalation 

Treat risk and open one 

feasible change 

Multimorbidity Therapeutic inertia 

due to complexity 

Applying all guidelines at 

once 

Sequence care around 

danger, treatment 

burden, and life-

capacity 

Primary care Episodic visits 

without continuity 

Excessive monitoring 

without relationship 

Continuity, 

coordination, 

medication review, 

feasible follow-up 

Public health Messaging without 

field change 

Paternalistic or 

burdensome intervention 

Repair the niche while 

preserving dignity and 

agency 

Technology Failure to use useful 

tools 

Surveillance, alerts, data 

burden, attention capture 

Technology that 

reduces burden and 

serves care 

This table should function as a clinical ethic in compact form. 

It reminds the reader that life-coherent care is neither timid nor excessive. 

 

The Discipline of Stopping 

Minimum sufficient force includes knowing when to stop. 

Stop a medication that no longer serves. (Scott et al., 2015) 

Stop a test sequence that will not change care. 



 

Stop repeating advice that has become shame. 

Stop escalating targets that no longer fit the patient’s goals or frailty. 

Stop asking the patient to carry complexity the system should simplify. 

Stop treating every symptom as a separate problem when the real issue is depleted margin. 

Stop calling adaptation resilience when exposure should be reduced. 

Stopping is not abandonment when it is done to protect life-capacity. 

It is a form of care. 

 

The Discipline of Acting 

Minimum sufficient force also includes knowing when not to stop. 

Continue medication that protects life. 

Escalate treatment when disease remains dangerous. 

Refer when expertise is needed. 

Hospitalize when safety cannot be maintained. 

Investigate when red flags appear. 

Warn clearly when risk is serious. 

Act when delay would close the window of repair. 

Life-coherent medicine is not afraid of force. 

It is afraid of misplaced force. 

 

Practical Questions 

A clinician can use a short set of questions: 

What is the danger if we do too little? 

What is the danger if we do too much? 



 

What phase is the organism in? 

What is the patient’s margin? 

What treatment is essential? 

What burden can be reduced? 

What can be simplified? 

What must be sequenced? 

What would show that life-capacity is improving? 

These questions bring minimum sufficient force into daily practice. 

 

The Central Claim 

Minimum sufficient force is the discipline of acting strongly enough to protect life and support 

healing, while avoiding unnecessary burden, coercion, overmedicalization, and miscoupling. 

It asks medicine to be neither timid nor excessive. 

Protect when danger is present. 

Stabilize when crisis is active. 

Reduce burden when exposure overwhelms. 

Restore repair when healing is incomplete. 

Rebuild margin when the person cannot carry more. 

Support re-entry when life must become livable again. 

Stop what no longer serves. 

Intensify what life requires. 

This principle prepares the next chapter. 

Minimum sufficient force tells us how to act proportionately. The CARE method gives us a 

practical clinical sequence for doing so. 

 



 

 

20. The CARE Method 

Life-coherent medicine needs a practical method. 

Without method, the framework risks becoming beautiful but unusable. Clinicians do not need 

another abstract demand to “see the whole person” while already working under time pressure, 

diagnostic responsibility, administrative burden, and emotional strain. Patients do not need a 

framework that names complexity but leaves them without a next step. Health systems do not 

need language that expands vision without helping action. 

The CARE method gives life-coherent medicine a simple clinical sequence: 

C — Contextualize the condition 

A — Assess conserved patterns 

R — Re-open a feasible domain of action 

E — Embed and evaluate 

CARE began in the NCD frame, where it was designed to move care from blame and compliance 

toward organism–niche understanding and feasible change. In this book, CARE becomes a 

general method for life-coherent medicine. It can be used in NCD care, immune disease, 

neuropsychiatric care, multimorbidity, primary care, public health, and policy design. 

CARE is not a replacement for diagnosis. 

It begins after, and alongside, biomedical assessment. The clinician still asks what disease is 

present, what danger must be ruled out, what treatment is indicated, and what evidence applies. 

CARE then asks how that care can become livable, repair-supporting, margin-restoring, and life-

serving. 

The method can be seen as a loop. 



 

Figure 9. The CARE Method. 

CARE translates life-coherent medicine into practice: contextualize the condition, assess 

conserved organism–niche patterns, re-open a feasible domain of action, and embed and 

evaluate the new pattern over time. 

 

C — Contextualize the Condition 

To contextualize the condition is to place the diagnosis inside the life in which it is occurring. 

A disease does not live in a textbook. It lives in a person, a body, a family, a schedule, a food 

system, a climate, a culture, an income, a care pathway, a medication supply, and a meaning-

world. 

Contextualizing does not mean explaining the disease away. 

It means making the disease clinically real in this life. 

For hypertension, contextualizing asks about vascular risk, kidney function, medication, salt, 

sleep, pain, stress, heat, alcohol, work rhythm, family burden, and follow-up. 

For diabetes, it asks about glucose, medication, food access, family meals, muscle activity, sleep, 

stress, shame, affordability, and kidney protection. 



 

For asthma, it asks about airway inflammation, inhaler access, technique, allergens, smoke, 

mold, viral triggers, fear, housing, school or work, and action plans. 

For depression, it asks about mood, suicidality, sleep, grief, loss, endocrine disease, substances, 

social isolation, meaning, trauma, and available support. 

For immune disease, it asks about diagnosis, disease activity, tissue involvement, phase-state, 

pain, fatigue, medication burden, infection risk, sleep, exposure, and re-entry into life. 

Contextualization can begin with simple questions: 

“What does this condition make hardest in your daily life?” 

“What do you think is keeping it active?” 

“What have you already tried?” 

“What gets in the way of the plan?” 

“What does your day look like?” 

“Who helps you?” 

“What worries you most?” 

The aim is not to collect endless background. 

The aim is to see enough context to avoid giving a plan that cannot be lived. (Barry & Edgman-

Levitan, 2012; Elwyn et al., 2012, 2017) 

 

A — Assess Conserved Patterns 

The second step is to assess what pattern is being conserved. 

A conserved pattern is a repeated organism–niche relation that keeps producing the same disease, 

symptom, behavior, risk, or breakdown. It may be biological, emotional, relational, commercial, 

ecological, institutional, or all of these at once. 

Assessment asks: 

What keeps this happening? 

What makes the unhealthy pattern easier than the healthy one? 

What burden is repeated? 

What repair is blocked? 

What margin is missing? 

What emotional domain organizes action? 

What institutional or commercial force reinforces the pattern? 

This step is where life-coherent medicine differs from simple advice-giving. 



 

A patient with uncontrolled diabetes may not need another lecture about sugar. They may need 

recognition that sleep loss, depression, pain, family food patterns, medication cost, and shame 

conserve the glucose pattern. 

A patient with recurrent asthma attacks may not need another warning to avoid triggers. They 

may need recognition that damp housing, poor inhaler technique, viral exposure, anxiety, and no 

written action plan conserve the flare pattern. 

A patient with chronic pain may not need to be told to move more. They may need recognition 

that fear, poor sleep, sensitization, deconditioning, depression, and prior dismissal conserve the 

pain pattern. 

A patient with autoimmune disease may not need vague lifestyle instruction. They may need 

recognition that inflammation, medication side effects, fatigue, sleep disruption, infection risk, 

work stress, and loss of participation are reinforcing one another. 

A conserved-pattern assessment prevents blame because the focus shifts from: 

Why won’t you comply? 

to: 

What is keeping this pattern alive? 

 

R — Re-Open a Feasible Domain of Action 

The third step is the heart of CARE. 

Once the condition is contextualized and the conserved pattern is assessed, the clinician and 

patient ask: 

What action is possible now? 

Not the ideal action. 

Not the complete plan. 

Not the ten things the patient should eventually do. 

The feasible next action. 

A feasible domain of action is a space where the patient can actually move. It may be small, but 

it must be real. It must protect life, reduce risk, restore repair, or rebuild margin without 

overwhelming the person. 



 

Examples include: 

Take one essential medication consistently. 

Change one meal. 

Walk for five minutes after breakfast. 

Check blood pressure twice this week. 

Use the inhaler with correct technique. 

Call before the medication runs out. 

Bring all medications to the next visit. 

Ask one family member to attend the next appointment. 

Move bedtime thirty minutes earlier. 

Reduce one source of alcohol exposure. 

Schedule one follow-up. 

Begin one pain-safe movement. 

Remove one asthma trigger. 

Start one antidepressant or therapy referral with a safety plan. 

The key is not the size of the step. 

The key is whether it opens movement. 

This is where minimum sufficient force becomes practical. The action must be strong enough to 

matter, but not so forceful that it collapses under its own burden. It must fit the person’s current 

state, margin, meaning, and niche. 

A life-coherent clinician asks: 

“What is the smallest step that would protect your body?” 

“What could you repeat this week?” 

“What would make that easier?” 

“What might stop it?” 

“Who can help?” 

“How will we know if it worked?” 



 

The goal is not compliance. 

The goal is re-opening. 

 

E — Embed and Evaluate 

A change that is not embedded rarely survives. 

The final step is to make the new pattern repeatable and to learn from what happens. (Proctor et 

al., 2011; Moore et al., 2015) 

Embedding asks: 

How will this action fit into daily life? 

What cue will remind the patient? 

Who supports it? 

What resource is needed? 

What follow-up is planned? 

What barrier is predictable? 

What will be done if the first plan fails? 

Evaluation asks: 

Did the action happen? 

If not, why not? 

Did symptoms, numbers, confidence, sleep, function, dignity, or participation improve? 

Did the plan add burden? 

Did it reveal a hidden obstacle? 

Does the plan need to be intensified, simplified, revised, or stopped? 

This step is essential because failure is information. 

In a compliance frame, failure often means the patient did not obey. 

In CARE, failure teaches the clinician and patient something about the pattern. 

The step was too large. 

The medication was unaffordable. 

The side effect was unacceptable. 

The family routine overrode the plan. 



 

The patient felt ashamed. 

The instruction was unclear. 

Depression blocked action. 

Pain blocked movement. 

The system did not provide the promised support. 

The plan did not fit the world. 

Embedding and evaluation turn care into learning. 

 

CARE in a Short Consultation 

CARE does not require a long visit. 

It can be used briefly. 

For diabetes: 

Contextualize: “What makes your diabetes hardest right now?” 

Assess: “So the biggest pattern is late-night eating after poor sleep and stress.” 

Re-open: “Could we begin with one change: a planned evening snack before you get exhausted, 

and taking your medication with it?” 

Embed/evaluate: “Try this four nights this week. We will review in two weeks and adjust.” 

For asthma: 

Contextualize: “Your asthma keeps flaring. Where are you when it is worst?” 

Assess: “The damp room and inhaler technique may both be keeping the airway in alarm.” 

Re-open: “Let us correct the inhaler technique today and write an action plan.” 

Embed/evaluate: “Use this for two weeks, and we will also document the housing concern.” 

For depression: 

Contextualize: “Your depression is severe. What has narrowed your life most?” 

Assess: “Sleep collapse, grief, and isolation are the main conserved pattern.” 

Re-open: “First, we protect safety, start treatment, and identify one person you can contact 

daily.” 

Embed/evaluate: “We will review within a week, sooner if risk increases.” 

CARE is not a form. 



 

It is a clinical rhythm. 

 

CARE Across Disease Domains 

In immune disease, CARE works as phase-state care. 

Contextualize: What immune diagnosis is present, and how is it affecting life? 

Assess: What phase appears locked — defense, failed resolution, impaired clearance, excessive 

repair, fatigue, pain, or failed re-entry? 

Re-open: What treatment or support helps the next transition — suppression, clearance, sleep, 

rehabilitation, exposure reduction, infection control, or reintegration? 

Embed/evaluate: How will disease activity, symptoms, side effects, function, fatigue, and 

participation be monitored? 

In neuropsychiatric care, CARE becomes viable recoupling. 

Contextualize: What diagnosis, risk, bodily state, relational world, and meaning-world are 

present? 

Assess: What is conserved — threat, shame, collapse, compulsion, altered salience, addiction, 

dissociation, isolation, or hopelessness? 

Re-open: What is feasible now — safety, sleep, medication, therapy, family support, grounding, 

substance treatment, social connection, or crisis planning? 

Embed/evaluate: How will risk, sleep, mood, function, side effects, support, and participation be 

reviewed? 

In NCD care, CARE is the primary clinical method. 

Contextualize: What disease and risk are present in this body and life? 

Assess: What daily pattern conserves the disease? 

Re-open: What feasible action reduces risk or restores margin? 

Embed/evaluate: How will the new pattern be supported and monitored? 

In multimorbidity, CARE prevents overwhelm. 



 

Contextualize: Which diseases are present, which are dangerous, and which most limits life-

capacity? 

Assess: What shared burden links them? 

Re-open: What one intervention improves several conditions or restores margin? 

Embed/evaluate: How will care be coordinated so the patient does not carry the whole system? 

CARE helps the clinician avoid treating the problem list as a set of separate demands. 

It asks for the next leverage point. 

 

CARE Worksheet 

Box 2. CARE Worksheet. 

A practical worksheet for clinicians, teams, and patients 

Contextualize, Assess, Re-open, Embed and Evaluate. 

C — Contextualize the Condition 

Diagnosis / problem: 

What disease, syndrome, risk, symptom, or concern is being addressed? 

Life context: 

Where does this condition live? 

Consider: 

• body state,  

• sleep,  

• food,  

• movement,  

• pain,  

• family,  

• work,  

• finances,  

• housing,  

• culture,  

• climate,  

• medication access,  

• care continuity,  

• meaning,  



 

• fear,  

• shame,  

• trust.  

Key question: 

What does this condition make hardest in daily life? 

 

A — Assess Conserved Patterns 

Repeated burden: 

What exposure, stressor, habit, relation, or system keeps acting? 

Blocked repair: 

What restores the person, and why is it unavailable or insufficient? 

Depleted margin: 

What reserve is missing: time, money, sleep, safety, trust, energy, transport, support, medication 

supply, or care continuity? 

Conserved pattern: 

What keeps the current disease-producing pattern easier to repeat than the healthier one? 

Key question: 

What keeps this pattern alive? 

 

R — Re-open a Feasible Domain of Action 

One feasible next step: 

What can move now? 

The step should be: 

• medically meaningful,  

• small enough to repeat,  

• dignifying,  

• realistic,  

• supported,  

• and linked to life-capacity.  

Support required: 

Who or what helps this step happen? 



 

Possible barrier: 

What might prevent it? 

Key question: 

What is the smallest life-serving action that can actually be repeated? 

 

E — Embed and Evaluate 

Embedding plan: 

How will this action fit into daily life? 

Follow-up: 

When and how will it be reviewed? 

Indicators of improvement: 

What will show that the plan is helping? 

Consider: 

• symptom change,  

• biomarker change,  

• sleep,  

• function,  

• trust,  

• dignity,  

• participation,  

• reduced burden,  

• fewer crises,  

• improved confidence.  

Revision plan: 

If it fails, what will we learn and change? 

Key question: 

What did the response teach us? 

 

CARE and Evidence 

CARE must remain evidence-aware. 

Contextualizing must not become speculation. 



 

Assessing conserved patterns must not become unsupported causal storytelling. 

Re-opening action must not replace indicated treatment. 

Embedding and evaluation must include clinical outcomes, not only subjective satisfaction. 

A life-coherent CARE plan should distinguish: 

What is established? 

What is probable? 

What is plausible? 

What is uncertain? 

What is being tried pragmatically because it is safe and potentially helpful? 

This protects both scientific integrity and patient trust. 

 

Common Errors in CARE 

CARE can fail in predictable ways. 

Context without treatment: The clinician understands the life story but fails to treat disease. 

Assessment without action: The pattern is described beautifully but no feasible step is created. 

Action without embedding: A good step is chosen but not supported. 

Evaluation without humility: The plan fails and the patient is blamed instead of the pattern 

being revised. 

Co-creation without truth: The clinician avoids hard risk communication. 

Truth without feasibility: The clinician gives correct advice that cannot be lived. 

Feasibility without ambition: The plan becomes too small to protect life. 

CARE requires balance: truth and dignity, evidence and context, protection and feasibility, 

action and learning. 

 

The Central Claim 

CARE is the practical clinical method of life-coherent medicine. 



 

It asks medicine to: 

Contextualize the condition in the person’s life. 

Assess the conserved organism–niche pattern. 

Re-open one feasible domain of action. 

Embed and evaluate the new pattern so learning can continue. 

CARE protects life by joining diagnosis to feasibility. 

It prevents care from becoming either abstract holism or narrow instruction. 

It gives the clinician a way to ask: 

What is the disease? 

Where does it live? 

What keeps it repeating? 

What can move now? 

How will we support and learn from that movement? 

This completes Part IV. 

Clinical practice becomes life-coherent when it names disease, meets the person, co-creates 

feasible action, treats proportionately, and embeds learning over time. 

The next question is how health systems and public institutions can support that work. 

That is the work of Part V. 

 

 



 

Part V — Primary Care, Public Health, and Policy 

Life-coherent medicine cannot remain inside the consultation room. If illness is shaped by 

organism–niche relations, then care must also attend to the systems that conserve or repair those 

relations. This Part widens the frame to primary care, public health, civil commons, 

measurement, and Caribbean/SIDS realities. 

 

21. Primary Care as Relational Infrastructure 

Primary care is not merely the front door of the health system. (Starfield, 1998; Kringos et al., 

2013) 

It is one of the main infrastructures through which life-coherent medicine becomes possible. 

Hospitals save lives. Specialists deepen diagnosis and treatment. Emergency systems respond to 

acute danger. Public health protects populations. But primary care holds something different: 

continuity across time, illnesses, families, uncertainty, prevention, relapse, medication burden, 

grief, aging, and ordinary life. 

Primary care sees disease not only as an episode, but as a pattern moving through a person’s 

world. 

This is why primary care is relational infrastructure. 

It is not simply a lower level of care. 

It is the place where the organism-person can be known across time. 

 

Continuity as Medicine 

Continuity is not administrative convenience. (Starfield, 1998; Kringos et al., 2013) 

It is clinical power. 

A clinician who knows the patient over time can detect subtle change. They know what is usual 

and unusual. They know whether weight loss is expected or alarming, whether fatigue is new, 

whether sadness has deepened, whether asthma is becoming unstable, whether blood pressure 

reflects a pattern or a crisis, whether medication has become unaffordable, whether the caregiver 

is collapsing, whether the family has changed, whether the patient has stopped coming because 

of shame, cost, fear, or loss of trust. 



 

Continuity allows disease to be seen in context. 

It also allows trust to accumulate. 

Trust cannot be produced instantly by policy. It grows through repeated encounters in which the 

patient is heard, believed, treated, followed, and not abandoned. 

In chronic disease, trust may be as important as any single prescription because it determines 

whether the patient returns, discloses, tries again, reports side effects, accepts escalation, and 

participates in care. 

Primary care holds the time dimension of healing. 

 

The Primary Care Function 

Primary care performs several life-coherent functions at once. 

It detects disease early. 

It protects continuity. 

It interprets symptoms. 

It manages risk. 

It coordinates specialists. 

It reviews medication. 

It supports behavior change. 

It protects dignity. 

It notices family strain. 

It identifies social barriers. 

It follows up after crisis. 

It prevents fragmentation. 

It holds uncertainty. 

It accompanies chronic illness. 



 

It supports dying well. 

No single consultation can do all of this. But over time, primary care becomes the relational 

memory of the health system. 

This matters because many chronic diseases do not fail because no treatment exists. They fail 

because care is fragmented, delayed, unaffordable, confusing, episodic, or disconnected from the 

person’s life. (Muth et al., 2014; Wallace et al., 2015) 

Primary care is the clinical home for the shift from compliance to co-creation. 

 

From Episode Care to Pattern Care 

Acute care is often organized around episodes. 

A symptom appears. 

A diagnosis is made. 

A treatment is given. 

The episode ends. 

Many conditions require this. 

But chronic disease is not only episodic. 

It is patterned. 

Blood pressure rises and falls with salt, sleep, medication, stress, pain, alcohol, heat, and follow-

up. 

Glucose changes with food, movement, medication, infection, sleep, stress, and family rhythm. 

Asthma flares with air, infection, inhaler use, housing, anxiety, and season. 

Depression shifts with sleep, loss, relationship, medication, meaning, work, and isolation. 

Immune disease flares with inflammation, infection, sleep, medication, exposure, stress, tissue 

memory, and repair. 

Primary care is where pattern care becomes possible. 

A specialist may intervene deeply in one domain. 

Primary care asks how the domains meet in one life. 



 

It is where diabetes, kidney disease, depression, pain, asthma, family burden, medication access, 

and food insecurity can be seen together. 

 

Primary Care and the CARE Method 

The CARE method needs a home. 

To contextualize the condition, assess conserved patterns, re-open feasible action, and embed 

and evaluate the plan requires relationship over time. A single consultation can begin CARE. 

Primary care can sustain it. 

Primary care can ask: 

What has changed since last time? 

Did the plan happen? 

What got in the way? 

What did the medication do? 

What side effect appeared? 

What family issue emerged? 

What has become more feasible? 

What is now dangerous? 

What needs specialist help? 

What can be simplified? 

What can we try next? 

This is why “embed and evaluate” is so important. 

Chronic care is rarely solved by one instruction. It requires iteration. Primary care provides the 

loop. 

Without that loop, plans disappear into the patient’s life and return only as “failure.” 

With that loop, failure becomes information. 

 

Primary Care as Margin Restoration 

Primary care restores margin in several ways. 

It reduces uncertainty by explaining illness. 

It reduces fragmentation by coordinating care. 



 

It reduces danger by detecting problems early. 

It reduces burden by simplifying treatment. 

It reduces fear by offering access before crisis. 

It reduces shame by knowing the person beyond the diagnosis. 

It reduces cost when care is close, continuous, and preventive. 

It reduces family burden by planning ahead. 

It reduces system burden by preventing avoidable complications. 

In this sense, primary care is not merely a service. 

It is a margin-generating institution. 

When primary care is weak, margins collapse. Patients wait until crisis. Hospitals fill. Specialists 

become overwhelmed. Medications are poorly coordinated. Preventable complications rise. 

Patients repeat their stories. Clinicians act without context. Families carry more burden. Public 

health loses contact with ordinary life. 

When primary care is strong, the system can detect, coordinate, prevent, explain, and repair 

earlier. 

 

Whole-Person Care Without Overload 

Whole-person care does not mean the primary care clinician must address everything in every 

visit. 

It means the clinician remembers that everything belongs to one person. 

The glucose belongs to the same person as the grief. 

The kidney belongs to the same person as the transport problem. 

The depression belongs to the same person as the asthma. 

The medication list belongs to the same person as the food budget. 

The blood pressure belongs to the same person as the sleepless nights. 

The specialist report belongs to the same person as the daughter who manages appointments. 



 

Primary care keeps these from becoming disconnected fragments. 

This is why life-coherent medicine must protect primary care time, staffing, and continuity. If 

primary care is treated only as throughput, it loses the very relational function that makes it 

valuable. 

 

Primary Care and Diagnostic Humility 

Primary care also holds uncertainty. 

Not every symptom is diagnosable on the first visit. Not every pattern declares itself 

immediately. Some diseases evolve. Some presentations are ambiguous. Some suffering is real 

before categories become clear. 

Primary care must balance vigilance with patience. 

It must know when to investigate urgently and when to observe safely. 

It must recognize red flags without overtesting everyone. 

It must avoid premature reassurance and avoid unnecessary alarm. 

It must take symptoms seriously while remaining evidence-aware. 

It must know when to refer. 

This kind of diagnostic humility is relational. It depends on follow-up. A clinician can safely 

watch and wait only if the patient can return, if warning signs are explained, and if the system 

does not abandon uncertainty. 

Continuity makes uncertainty safer. 

 

Primary Care and Mental Health 

Primary care is often the first place psychiatric suffering appears. 

A patient may present with fatigue, insomnia, pain, headaches, stomach symptoms, poor diabetes 

control, alcohol use, missed appointments, or vague distress before depression, anxiety, trauma, 

addiction, or psychosis is named. 

Primary care is uniquely placed to see mental suffering because it sees body and world together. 



 

It can ask: 

Is this depression hiding behind pain? 

Is this anxiety worsening asthma? 

Is sleep collapse driving blood pressure and glucose? 

Is grief appearing as fatigue? 

Is alcohol regulating distress? 

Is trauma shaping care avoidance? 

Is psychosis emerging? 

Is suicide risk present? 

Primary care cannot replace specialist psychiatry. But it can detect, hold, treat, refer, follow, and 

reduce stigma. 

It can prevent mental health from being split off from the body. 

 

Primary Care and Immune Disease 

Primary care also matters in immune disease, even when specialist care is essential. 

It may detect early symptoms, monitor medication side effects, identify infection risk, support 

vaccination, manage comorbid hypertension or diabetes, assess fatigue, protect sleep, address 

pain, recognize depression, and help the patient navigate flares. 

The rheumatology visit may control inflammation. Primary care may notice the steroid-related 

glucose, the depression, the work loss, the infection risk, the pain, the family burden, and the 

need for rehabilitation. 

This does not dilute specialist medicine. 

It completes it. 

 

Primary Care and NCDs 

NCD care is perhaps the most obvious home of life-coherent primary care. 

Hypertension, diabetes, obesity, chronic respiratory disease, kidney disease, cardiovascular risk, 

depression, pain, and alcohol use all require long-term pattern care. They require measurement, 

medication, education, follow-up, adjustment, and practical problem-solving. 

But they also require trust. 



 

Patients need to return even when numbers are bad. 

They need to report missed medication without shame. 

They need to discuss alcohol, food, cost, depression, sexual function, domestic strain, and side 

effects. 

They need plans that can be revised. 

They need a clinician who does not treat every setback as failure. 

Primary care makes this possible. 

 

Team-Based Primary Care 

Primary care should not mean the isolated physician doing everything. 

Life-coherent primary care is team-based. (Bodenheimer et al., 2002) 

Nurses, pharmacists, community health workers, nutritionists, social workers, psychologists, 

physiotherapists, occupational therapists, administrative staff, and peer supporters all carry parts 

of the relational infrastructure. 

A nurse may notice fear and confusion. 

A pharmacist may reduce medication burden. 

A community health worker may know the home context. 

A nutritionist may translate advice into actual meals. 

A psychologist may address trauma or depression. 

A physiotherapist may restore safe movement. 

A social worker may address housing, transport, benefits, or violence. 

Administrative staff may make access humane or humiliating. 

The whole team becomes part of the patient’s niche. 

A life-coherent primary care system must therefore care for the team, not only the physician. 

 



 

Access as a Health Condition 

Access is not merely a service metric. 

It is a health condition. 

If patients cannot reach care, disease advances. If medication supply is unstable, risk rises. If 

appointments are unaffordable, prevention fails. If communication is confusing, danger signs are 

missed. If clinics are humiliating, patients avoid them. If follow-up is too delayed, minor 

problems become crises. 

Access includes geography, cost, time, language, culture, disability, digital literacy, 

transportation, appointment systems, medication availability, and trust. 

Primary care access is therefore part of salutogenesis. 

It is part of the outer field that makes health manageable, meaningful, and supported. 

 

Primary Care in Caribbean/SIDS Contexts 

In Caribbean and small island settings, primary care is especially important because the health 

system, family networks, climate exposure, food systems, and community life are tightly 

coupled. 

Primary care may be the only realistic site for long-term NCD prevention, mental health 

detection, medication continuity, climate-related health surveillance, kidney protection, asthma 

management, family engagement, and community trust. 

A life-coherent Caribbean primary care system would prioritize: 

continuity, 

medication availability, 

NCD risk control, 

mental health integration, 

family-based care, 

community outreach, 

climate preparedness, 

food-system awareness, 

kidney protection, 

asthma and respiratory care, 

and culturally grounded health education. 

It would not treat primary care as a weak substitute for specialist care, but as the relational 

backbone of health. 



 

 

What Primary Care Needs 

Primary care cannot serve as relational infrastructure if it is itself depleted. 

It needs time. 

Continuity. 

Team support. 

Fair payment. 

Medication supply. 

Referral pathways. 

Mental health integration. 

Data systems that serve care rather than burden it. 

Community links. 

Professional respect. 

Training in multimorbidity, communication, prevention, and social determinants. 

Clinician margin. 

If primary care is asked to hold everything while given nothing, it becomes another site of 

burnout and burden displacement. 

A life-coherent system must protect the protectors. 

 

The Central Claim 

Primary care is relational infrastructure for life-coherent medicine. 

It holds the person across time, diseases, uncertainty, family, medication burden, prevention, 

crisis, recovery, and re-entry into life. 

It makes CARE possible because it can contextualize, assess, re-open, embed, and evaluate over 

time. 



 

It protects life-capacity by restoring continuity, trust, access, coordination, and margin. 

This chapter opens Part V by grounding systems change in the clinical infrastructure closest to 

ordinary life. 

The next chapter widens the frame further. 

If primary care holds the person across time, public health must repair the fields that keep 

producing disease. 

Public health is not merely risk messaging. 

It is niche repair. 

 



 

 

22. Public Health as Niche Repair 

Public health is often described as prevention. 

This is true, but incomplete. 

Public health prevents disease through vaccination, sanitation, surveillance, screening, health 

education, regulation, emergency preparedness, and population-level action. It tracks risk, 

detects outbreaks, protects water, monitors air, promotes healthy behavior, reduces injury, and 

organizes collective response. 

These functions are indispensable. 

But life-coherent medicine asks us to see public health even more deeply. 

Public health is niche repair. 

It is the work of repairing the shared conditions through which bodies become exposed, 

protected, nourished, stressed, repaired, or abandoned. 

It does not merely tell individuals how to behave. 

It asks what kind of world repeatedly makes disease easier than health. 

 

From Risk Messaging to Field Design 

Much public health communication takes the form of advice: 

Eat better. 

Move more. 

Stop smoking. 

Reduce alcohol. 

Sleep enough. 

Take medication. 

Attend screening. 

Manage stress. 

Seek care early. 

These messages may be correct. 



 

But advice is not enough when the surrounding field makes the recommended action difficult, 

costly, unsafe, shameful, or unsupported. (Commission on Social Determinants of Health, 2008; 

World Health Organization, 2025) 

A person cannot easily eat better when nourishing food is unaffordable, unavailable, aggressively 

outcompeted by ultra-processed products, or culturally displaced. 

A person cannot easily move more when streets are unsafe, heat is intense, public space is poor, 

work is exhausting, pain is untreated, or time is absent. 

A person cannot easily sleep when housing is crowded, work is precarious, screens are addictive, 

caregiving is relentless, pain is uncontrolled, or the neighborhood is unsafe. 

A person cannot easily seek care when care is costly, fragmented, humiliating, distant, or 

mistrusted. 

Life-coherent public health therefore moves from risk messaging to field design. 

The question is not only: 

What should people do? 

The question is: 

What conditions would make the life-serving action easier, safer, more affordable, more 

meaningful, and more repeatable? 

 

Niche Repair and Exposure 

The first task of public health is to reduce harmful exposure. 

Exposure may be physical: heat, air pollution, unsafe roads, noise, crowding, injury risk, poor 

sanitation. 

Chemical: pesticides, industrial toxins, lead, smoke, contaminated water, endocrine disruptors. 

Biological: pathogens, vectors, unsafe food, poor infection control, antimicrobial resistance. 

Nutritional: ultra-processed foods, excess salt, excess sugar, unhealthy fats, food insecurity, 

micronutrient deficiency. 

Psychosocial: violence, humiliation, isolation, chronic insecurity, discrimination, overwork, fear. 



 

Commercial: tobacco, alcohol, unhealthy food marketing, gambling, predatory digital design, 

exploitative wellness markets. 

Digital: attention capture, sleep disruption, misinformation, social comparison, algorithmic 

amplification of distress. 

Ecological: climate stress, biodiversity loss, water insecurity, degraded land, storms, ocean 

degradation. 

Public health becomes niche repair when it asks which exposures are being normalized and who 

is being asked to carry them. 

At population scale, prevention means acting before these exposures become diabetes, asthma, 

depression, kidney disease, cardiovascular disease, cancer risk, developmental harm, immune 

dysregulation, or loss of life. 

 

Niche Repair and Repair Capacity 

The second task is to protect repair. 

Repair is not only medical treatment. It includes sleep, nourishment, movement, relationship, 

care, therapy, nature, creativity, meaning, immune resolution, rehabilitation, ecological 

restoration, and community support. 

A society can undermine repair while claiming to promote health. 

It can normalize sleep deprivation. 

It can design work around exhaustion. 

It can make nourishing food expensive. 

It can degrade public space. 

It can fragment families and communities. 

It can replace relationship with addictive digital environments. 

It can overload clinicians. 

It can medicalize distress while leaving isolation intact. 

It can praise resilience while denying rest. 



 

Life-coherent public health asks whether the conditions of repair are present. 

Do people have time to sleep? 

Are children nourished? 

Are elders accompanied? 

Are caregivers supported? 

Are parks, beaches, gardens, and public spaces accessible? 

Are clinics trusted? 

Are schools protective? 

Are workers allowed recovery? 

Are communities able to mourn, celebrate, organize, and care? 

Is ecological restoration treated as health infrastructure? 

Public health is not only the prevention of damage. 

It is the protection of the conditions through which life repairs. 

 

Niche Repair and Margins 

The third task is to rebuild margins. 

Margins are the reserves that allow persons, families, institutions, and ecosystems to absorb 

disturbance without collapse: time, energy, money, safety, trust, care, ecological stability, 

biological reserve, institutional support, and social solidarity. 

A population without margin becomes medically fragile. 

A household with no financial margin skips medication. 

A community with no social margin fragments under crisis. 

A hospital with no staffing margin burns out clinicians. 

A body with no sleep margin becomes inflamed, hypertensive, insulin resistant, anxious, and 

pain-sensitive. 



 

An island with no climate margin suffers repeated disruption of water, food, power, medication, 

and care. 

An ecosystem with no regenerative margin returns harm as disease. 

Public health must therefore ask: 

Where are margins too thin? 

Which groups carry repeated exposure with least capacity to repair? 

Which systems appear efficient because they have removed all slack? 

Which policies shift burden onto families, clinicians, communities, or future generations? 

Margins are not waste. 

They are life-protection. 

 

Public Health as Anti-Capture 

Public health must recognize capture modes. 

A society can appear to promote health while conserving disease-producing fields. It can run 

campaigns against obesity while subsidizing unhealthy food systems. It can advise physical 

activity while building unsafe, car-dependent environments. It can promote mental health 

awareness while leaving loneliness, precarious work, digital capture, violence, and housing 

insecurity unaddressed. It can celebrate resilience while refusing to reduce exposure. 

Life-coherent public health asks: 

Are we reducing exposure, or only measuring it? 

Are we restoring repair, or asking individuals to endure? 

Are we rebuilding margins, or consuming them? 

Are we protecting commons, or privatizing survival? 

Are we regulating harmful systems, or blaming people for adapting to them? 

Public health becomes life-coherent when it stops displacing responsibility downward onto 

individuals and begins repairing the field. 



 

 

The Public-Health Meaning of NCDs 

Noncommunicable diseases are among the clearest signals that the niche requires repair. 

Rising diabetes may signal food-system incoherence, stress, sleep disruption, low movement, 

commercial pressure, and care gaps. 

Rising hypertension may signal salt exposure, chronic vigilance, pain, sleep loss, heat, alcohol, 

vascular burden, and fragmented care. 

Rising chronic respiratory disease may signal air pollution, smoking, housing problems, 

occupational exposure, infection, climate stress, and medication access. 

Rising depression and anxiety may signal social isolation, insecurity, digital capture, trauma, 

overwork, loss of meaning, and weakened community. 

Rising multimorbidity may signal that the same fields are overexposing bodies and eroding 

margins across multiple systems. 

Public health should read these not only as disease burdens, but as feedback from the worlds 

being conserved. 

 

Food Systems as Niche Repair 

Food is one of the main ways the niche becomes body. (Afshin et al., 2019; Food and 

Agriculture Organization of the United Nations, 2016; Caribbean Public Health Agency, 2025) 

A life-coherent food system would protect nourishment, culture, affordability, ecological 

sustainability, metabolic health, childhood development, and local resilience. 

An anti-salutogenic food system does the opposite. It makes ultra-processed, high-salt, high-

sugar, low-fiber, highly marketed foods cheap, convenient, normal, and emotionally available, 

while making nourishing foods costly, time-consuming, or culturally displaced. 

Public health as niche repair asks: 

What foods are available in schools? 

What is affordable in shops? 

What is marketed to children? 



 

What foods are imported? 

What local agriculture is supported? 

What cooking time do families have? 

What cultural foods protect health? 

What commercial patterns conserve metabolic burden? 

Food policy is not separate from medicine. 

It is population-level metabolic care. 

 

Movement, Built Environment, and Heat 

Movement is often prescribed as individual behavior. 

But movement is also built into space. 

A neighborhood can invite walking or prevent it. 

A school can protect play or suppress it. 

A workplace can allow movement or immobilize bodies. 

A city can provide shade, sidewalks, safety, and public space, or it can make walking dangerous, 

hot, humiliating, or impossible. 

In Caribbean and other hot-climate settings, heat is not incidental. Heat affects sleep, 

cardiovascular strain, kidney risk, work capacity, outdoor activity, pregnancy, medication 

stability, and mental health. 

Public-health movement strategies must therefore include shade, hydration, timing, safety, 

disability access, and climate adaptation. 

A life-coherent built environment makes movement ordinary rather than heroic. 

 

Sleep as Public Health 

Sleep is often treated as a personal habit. 



 

But sleep is socially organized. 

Housing, noise, light, shift work, screen exposure, caregiving, pain, stress, violence, heat, and 

economic insecurity all shape sleep. 

Public health as niche repair asks: 

Do people have time to sleep? 

Are homes safe and quiet enough? 

Are work schedules compatible with circadian rhythm? 

Are children protected from digital sleep disruption? 

Are pain, anxiety, and depression treated? 

Are communities protected from noise and violence? 

Sleep protection is not luxury. 

It is immune, metabolic, psychiatric, cardiovascular, developmental, and cognitive health 

infrastructure. 

 

Mental Health as Niche Repair 

Mental health cannot be protected only by clinics. 

Psychiatric care is essential, but public mental health must also repair the worlds that repeatedly 

overwhelm regulation, erode belonging, fragment attention, and collapse meaning. 

This includes early childhood support, family violence prevention, school belonging, work 

dignity, community spaces, addiction prevention, digital regulation, grief rituals, cultural 

continuity, housing stability, crisis care, and inclusion of people with severe mental illness. 

Public health must protect the relational and social conditions through which living coherence 

develops. 

 

Climate, Ecology, and Health 

Public health as niche repair cannot stop at the human social world. 



 

Climate and ecological systems are health conditions. (Intergovernmental Panel on Climate 

Change, 2022; World Health Organization, 2018; Romanello et al., 2024) 

Heat affects cardiovascular and kidney stress. 

Storms disrupt medication, dialysis, food, water, housing, power, sanitation, and mental health. 

Ocean degradation affects food security, livelihoods, culture, and ecological stability. 

Water insecurity affects infection, dignity, hygiene, and nutrition. 

Biodiversity loss affects disease ecology, food systems, and the life-ground. 

Ecological degradation becomes embodied as disease. 

Life-coherent public health therefore treats ecological restoration, climate adaptation, and 

environmental protection as health interventions. 

This is especially important for small island developing states, where climate, ocean, food 

systems, tourism, water, waste, and health-system continuity are tightly coupled. 

 

Policy as Clinical Prevention 

Policy enters the clinic every day. 

Food policy enters as diabetes. 

Housing policy enters as asthma. 

Transport policy enters as injury, movement, access, and isolation. 

Labor policy enters as sleep, stress, musculoskeletal disease, and mental health. 

Climate policy enters as heat illness, kidney stress, disaster trauma, and disrupted care. 

Education policy enters as health literacy and future agency. 

Digital policy enters as attention, sleep, misinformation, and adolescent mental health. 

Social protection enters as medication adherence, nutrition, dignity, and care access. 

Public health as niche repair makes policy visible as upstream clinical prevention. 

 



 

Safeguards 

Public health as niche repair needs safeguards. 

It must not replace clinical treatment. Individuals already ill need care now. 

It must not dissolve responsibility into vague systems language. Specific agencies, policies, 

industries, institutions, and choices matter. 

It must not erase personal agency. People still act, learn, choose, and participate. 

It must not become paternalistic. Communities must help define problems and solutions. 

It must not romanticize culture or local practice. Some patterns need transformation. 

It must be evidence-aware. Not every plausible determinant has equal strength. 

It must evaluate unintended consequences. Interventions can create burden if poorly designed. 

 

The Central Claim 

Public health is niche repair. 

It reduces harmful exposure, strengthens repair, rebuilds margins, protects commons, regulates 

harmful systems, and designs fields in which health-supporting ways of living become easier to 

conserve. 

It asks: 

What world is producing this disease pattern? 

What exposure must be reduced? 

What repair must be restored? 

What margin must be rebuilt? 

What commons must be protected? 

What policy would make health easier than illness? 

What would show that life-capacity is improving? 

The next chapter develops one of the most important ideas in that wider field: civil commons as 

health infrastructure. 

If public health repairs the niche, civil commons are the shared life-support systems that make 

such repair possible. 



 

 



 

 

23. Civil Commons as Health Infrastructure 

Health depends on shared life-support systems. 

Some of these are obvious: clean water, sanitation, safe food, public health, emergency response, 

primary care, education, housing, ecological stability, and reliable institutions. 

Others are less visible but equally important: public knowledge, social trust, care networks, 

cultural memory, safe spaces, community organizations, legal protections, and the shared norms 

that allow people to expect that life will not be abandoned. 

These shared life-support systems are the civil commons. 

A civil commons is any social construct that enables access to life goods without making private 

profit, privilege, or market power the condition of access. (McMurtry, 1999, 2013) 

In a life-coherent medical frame, civil commons are not optional moral ideals added after clinical 

care. 

They are health infrastructure. 

Without them, the burden of survival is privatized. 

People must buy what should have been protected together: clean water, safe food, care, 

education, security, green space, knowledge, transport, elder support, child development, 

ecological stability, and dignity. 

Those with resources purchase partial substitutes. 

Those without resources absorb exposure. 

Disease follows the gradient of unequal commons. 

 

Why Commons Matter to Medicine 

Medicine often sees the downstream consequences of damaged commons. 

Unsafe water becomes infection, kidney strain, diarrheal disease, skin disease, pregnancy risk, 

and indignity. 

Poor housing becomes asthma, injury, sleep loss, violence exposure, mold illness, heat stress, 

depression, and developmental harm. 



 

Weak food commons become diabetes, hypertension, obesity, micronutrient deficiency, fatty 

liver disease, cancer risk, and childhood metabolic vulnerability. 

Weak education becomes poor health literacy, reduced agency, delayed care, misinformation, 

and constrained future possibility. 

Weak public health becomes preventable infection, late detection, uncontrolled NCDs, weak 

surveillance, and fragile emergency response. 

Weak primary care becomes fragmented treatment, unmanaged risk, polypharmacy, preventable 

hospitalization, and loss of trust. 

Weak ecological commons become heat stress, storms, food insecurity, water insecurity, vector 

disease, respiratory illness, mental distress, and future instability. 

Weak social commons become loneliness, violence, addiction, depression, anxiety, caregiver 

collapse, and loss of meaning. 

The clinic receives what the commons fail to protect. (Commission on Social Determinants of 

Health, 2008; World Health Organization, 1948) 

This does not mean all disease is caused by commons failure. Genetics, aging, chance, infection, 

biological variation, injury, and many disease-specific mechanisms remain real. 

But at population scale, the strength or weakness of civil commons shapes exposure, repair, 

margins, and the possibility of health. 

 

The Commons as the Outer Layer of Salutogenesis 

Salutogenesis names the outer field that makes health comprehensible, manageable, meaningful, 

supported, and repeatable. 

Civil commons are one of the main ways that field becomes durable. 

A person can manage diabetes more easily when healthy food is affordable, primary care is 

accessible, medication supply is reliable, public knowledge is clear, and walking spaces are safe. 

A child can develop more fully when schools, food, play, safety, language, and care are 

protected. 

An elder can age with dignity when transport, primary care, social connection, medication 

review, and home support are available. 



 

A community can recover after disaster when water, electricity, clinics, communication, mutual 

aid, and public trust are intact. 

Civil commons turn health from a private struggle into a shared condition. 

They make life-capacity less dependent on individual wealth, social status, or heroic self-

management. 

 

Commons and Margins 

Civil commons create margins. 

They give people room to absorb disturbance without collapse. 

A public clinic creates margin by offering access before crisis. 

A reliable medication supply creates margin by preventing disease destabilization. 

Public education creates margin by expanding health literacy and future options. 

Clean water creates margin by reducing infection and household burden. 

Safe public space creates margin by supporting movement, social connection, and belonging. 

Social protection creates margin by preventing illness from becoming destitution. 

Emergency preparedness creates margin before disasters arrive. 

Ecological protection creates margin for future life. 

When commons are strong, individuals do not have to carry every burden privately. 

When commons are weak, every disturbance becomes personal crisis. 

This is why commons erosion appears clinically as stress, delayed care, poor adherence, 

untreated disease, family exhaustion, and preventable complications. 

 

Commons Enclosure as Health Harm 

Commons enclosure occurs when shared life-support systems are privatized, degraded, 

restricted, commodified, or made inaccessible. 



 

Public space becomes private development. 

Food becomes dominated by commercial ultra-processing. 

Knowledge becomes misinformation or paywalled access. 

Care becomes fragmented and unaffordable. 

Water becomes unsafe or costly. 

Education narrows into credential competition rather than life-capacity. 

Digital space becomes attention extraction. 

Ecology becomes resource input and waste sink. 

When commons are enclosed, health becomes privatized. People must purchase what health 

requires: safe food, clean space, care, education, movement, rest, information, and even 

belonging. 

Commons enclosure shifts exposure downward and repair upward in cost. 

Those with less money receive more burden and fewer repair pathways. 

Commons enclosure is therefore not only economic or political. 

It is clinical. 

It shows up as asthma, diabetes, depression, injury, infection, kidney disease, anxiety, delayed 

care, and caregiver collapse. 

 

Primary Care as Civil Commons 

Primary care is one of the most important health commons. 

It protects access, continuity, prevention, early detection, medication review, risk management, 

family understanding, and trust. It gives ordinary people a place to bring symptoms before crisis. 

It allows chronic disease to be followed over time. It reduces fragmentation. It holds uncertainty 

safely. 

When primary care is weak or inaccessible, the burden shifts to emergency rooms, hospitals, 

families, and patients. Disease is detected later. Treatment becomes episodic. Medication burden 

grows. Multimorbidity fragments. Trust erodes. 



 

Primary care is a civil commons because it protects life-capacity across the population, not only 

in those who can purchase specialized access. 

A life-coherent society should treat primary care as shared health infrastructure, not as a low-

status entry point or cost center. 

 

Food Commons 

Food is not merely a consumer good. 

It is a life good. 

A life-coherent food commons would protect access to nourishing, culturally meaningful, 

affordable, minimally harmful, ecologically sustainable food. It would support local agriculture 

where possible, school meals, maternal and child nutrition, transparent labeling, protection from 

predatory marketing, and resilience against climate and supply shocks. 

When food systems are captured by profit-driven ultra-processing, aggressive advertising, 

imported dependency, and convenience under time poverty, the result is not simply individual 

poor choice. 

The result is a metabolic niche. 

Food commons are one of the key places where organism–niche miscoupling can either be 

conserved or transformed. 

Medicine cannot treat diabetes coherently while ignoring the food commons. 

 

Knowledge Commons 

Public knowledge is a health commons. 

People need trustworthy, accessible, culturally meaningful knowledge about bodies, disease, 

medication, food, sex, pregnancy, mental health, climate risk, infection, chronic disease, 

emergency signs, and care pathways. 

When knowledge is weak, inaccessible, or captured by misinformation, people lose agency. They 

may delay care, fear medication, follow dangerous advice, mistrust vaccination, misunderstand 

chronic disease, or become vulnerable to exploitative wellness markets. 

Knowledge commons are not simply information dumps. 



 

They require trust, literacy, cultural translation, public education, and institutions that deserve 

belief. 

A life-coherent medicine must therefore support clear public explanation, not only private 

consultation. 

 

Care Commons 

Care is one of the most undervalued commons. 

Children, elders, persons with disability, persons with chronic illness, persons with mental 

illness, and persons at end of life all depend on care. Much of this care is unpaid, invisible, 

gendered, and taken for granted. Families carry what systems fail to support. 

When care commons are weak, caregivers become exhausted. Patients miss medication. Elders 

become isolated. Children lose developmental support. Disabled persons lose participation. 

Hospital discharge becomes family crisis. Mental illness becomes household overload. (May et 

al., 2014; Mair & May, 2014) 

The burden appears clinically as depression, hypertension, pain, burnout, neglect, delayed care, 

and avoidable institutionalization. 

Life-coherent medicine must recognize caregiving as health infrastructure. 

Supporting caregivers is not charity. 

It is prevention, treatment, and dignity. 

 

Ecological Commons 

The ecological commons are the life-ground. (Whitmee et al., 2015; Rockström et al., 2009; 

Steffen et al., 2015) 

Air, water, soil, forests, oceans, biodiversity, climate stability, and healthy ecosystems are not 

external to medicine. They are the outermost conditions of health. 

A degraded ecological commons returns as disease: respiratory illness, heat stress, kidney strain, 

vector-borne disease, food insecurity, trauma after disasters, waterborne disease, malnutrition, 

mental distress, and loss of livelihood. 

For Caribbean and small island contexts, ecological commons are especially immediate. Oceans, 

reefs, fisheries, beaches, rainfall, storm protection, tourism landscapes, water systems, and 



 

coastal stability are all coupled to health, economy, culture, and survival. (Whitmee et al., 2015; 

Rockström et al., 2009) 

Public health as niche repair must therefore include ecological restoration. 

Medicine that treats bodies while ignoring the damaged life-ground remains incomplete. 

 

Digital Commons 

Digital environments have become part of the health niche. 

They shape attention, sleep, social comparison, misinformation, access to services, health 

records, education, community, commerce, and political meaning. 

Digital tools can support health, but digital capture can undermine it. 

A life-coherent digital commons would protect attention, privacy, truthful information, 

accessibility, non-addictive design, youth development, health literacy, and human relationship. 

An anti-salutogenic digital environment captures attention, fragments sleep, amplifies fear, 

spreads misinformation, monetizes distress, deepens comparison, and replaces public knowledge 

with algorithmic manipulation. 

Digital design is therefore health policy. 

 

Commons and Equity 

Health inequity is often unequal commons access. 

Some communities have safe parks, good schools, clean air, primary care, food options, public 

transport, and political voice. 

Others have pollution, poor housing, unsafe streets, weak schools, scarce clinics, expensive food, 

unreliable water, and little power. 

The result is unequal exposure, unequal repair, and unequal margin. 

A life-coherent health equity agenda must therefore do more than reduce individual risk factors. 

It must rebuild commons where life-capacity has been structurally depleted. 

Equity is not only redistribution of services. 



 

It is restoration of shared life conditions. 

 

Commons and the Caribbean/SIDS Context 

In small island developing states, civil commons are tightly coupled and highly visible. 

A breakdown in water infrastructure quickly becomes public health risk. 

A food import shock quickly becomes household nutrition stress. 

A hurricane quickly becomes medication interruption, mental distress, housing damage, school 

disruption, and care-system strain. 

Tourism development can affect land, food, housing, waste, ecosystems, work, and culture. 

Primary care strength can determine whether NCDs are controlled or become complications. 

Family networks may function as care commons, but they require support. 

Civil commons provide the policy language for responding to these coupled realities. 

A Caribbean life-coherent health strategy would ask: 

What commons protect island life-capacity? 

Which commons are being weakened? 

Where are families carrying unsupported burden? 

How can local food, water security, primary care, public knowledge, climate resilience, and 

ecological protection be strengthened together? 

 

Medicine’s Relationship to the Commons 

Clinicians do not control all commons. 

But medicine can bear witness to commons failure. 

A clinician can document that asthma is worsened by housing. 

A nurse can notice that medication is skipped because of cost. 

A primary care team can track uncontrolled diabetes linked to food insecurity. 

A psychiatrist can identify loneliness, violence, or digital harm. 



 

A nephrologist can warn about heat and kidney strain. 

A public-health officer can map disease patterns to exposure and access. 

A medical society can advocate for air, water, food, housing, and primary care. 

A health system can design services that protect rather than enclose care. 

Medicine becomes life-coherent when it recognizes that some prescriptions must be written at 

the level of the commons. 

 

The Central Claim 

Civil commons are health infrastructure. 

They are the shared life-support systems that reduce exposure, enable repair, rebuild margins, 

and make health less dependent on private wealth or heroic self-management. 

Life-coherent medicine asks: 

What commons does this person depend on? 

Which commons are failing? 

Who carries the burden when commons are weak? 

What disease patterns reflect commons erosion? 

What policies would restore shared life-capacity? 

This chapter completes the public-health argument begun in the previous chapter. Public health 

is niche repair, and civil commons are the shared systems through which niche repair becomes 

durable. 

The next chapter turns to measurement. 

If medicine, primary care, public health, and civil commons are to become answerable to life, 

they must measure what matters without becoming captured by metrics. 

The question is not whether to measure, but how to build dashboards that serve life. 

 



 

 

24. Dashboards That Serve Life 

Measurement is necessary. 

Medicine cannot protect life without measurement. Blood pressure, glucose, oxygen saturation, 

creatinine, hemoglobin, inflammatory markers, imaging, pathology, spirometry, ECGs, 

psychiatric scales, cancer screening, vaccination rates, mortality, morbidity, hospital admissions, 

and medication safety indicators all matter. (Berwick et al., 2008; Porter, 2010) 

They reveal danger, guide treatment, monitor response, support population planning, and help 

systems learn. 

But measurement can also mislead. 

A system may count what is easy to count and neglect what is necessary to life. It may improve 

indicators while people remain exhausted, ashamed, unsupported, overexposed, under-repaired, 

and unable to participate. It may reward throughput while continuity collapses. It may track 

disease control while ignoring treatment burden. It may measure resilience while leaving 

exposure untouched. It may celebrate efficiency while consuming the margins of patients, 

families, clinicians, communities, and ecosystems. (Bevan & Hood, 2006; Muller, 2018) 

Life-coherent medicine therefore does not reject dashboards. 

It asks dashboards to serve life. 

The central question is: 

Do our measures reveal whether life-capacity is being protected, restored, or expanded? 

 

What Conventional Dashboards See Well 

Conventional medical dashboards see many important things. 

They can show whether blood pressure is controlled. 

They can show whether diabetes care is improving. 

They can show vaccination coverage. 

They can show cancer screening uptake. 

They can show asthma admissions. 



 

They can show kidney function trends. 

They can show hospital readmissions. 

They can show mortality rates. 

They can show waiting times. 

They can show prescription patterns. 

They can show disease burden across populations. 

These measures are not superficial. 

They are often life-saving. 

A life-coherent dashboard must keep biomedical measures central, not discard them. 

Biomarkers matter because they help protect life-capacity. 

A dashboard that ignored blood pressure, glucose, renal function, respiratory control, infection 

risk, cancer detection, or psychiatric safety would not be life-coherent. 

It would be unsafe. 

The problem is not biomedical measurement. 

The problem is biomedical measurement alone. 

 

What Conventional Dashboards Often Miss 

Conventional dashboards often miss the conditions that make biomedical improvement possible. 

They may not ask: 

Can patients afford medication? 

Can they reach care? 

Do they trust the clinic? 

Do they understand the plan? 

Can they sleep? 



 

Are they safe? 

Is food available? 

Is housing healthy? 

Are caregivers supported? 

Are clinicians burned out? 

Is primary care continuous? 

Are appointments usable? 

Are communities exposed to pollution, heat, or violence? 

Are commercial systems increasing disease burden? 

Are civil commons being strengthened or weakened? 

Is the intervention restoring margin or adding burden? 

These omissions matter because the unmeasured often becomes the patient’s problem. 

If a patient cannot afford medicine, the dashboard may record poor control. 

If food systems make diabetes worse, the dashboard may record poor adherence. 

If care is fragmented, the dashboard may record readmission. 

If clinicians are overloaded, the dashboard may record productivity while trust declines. 

If public health tells people to change behavior without changing the field, the dashboard may 

record low uptake. 

Measurement can hide burden by locating failure in the person rather than in the system. 

This is metric capture. 

 

Life-Capacity as the Anchor 

A life-coherent dashboard begins with the question: 

What capacities are we trying to protect? 



 

A dashboard should ask not only whether disease is controlled, but whether life-capacity is 

improving. 

Can the person breathe more freely? 

Sleep better? 

Move safely? 

Understand their condition? 

Access treatment? 

Participate in family or community life? 

Recover after burden? 

Experience dignity in care? 

Trust the system enough to return? 

Avoid preventable exposure? 

Receive support before crisis? 

Live in conditions that make health repeatable? 

At population scale, the question becomes: 

Are communities becoming less exposed, better supported, more able to repair, and more 

protected by commons? 

This is not vague well-being language. 

It is a disciplined expansion of what counts as health-relevant evidence. 

 

The Six Domains of a Life-Coherent Dashboard 

A life-coherent medicine dashboard should include six linked domains. 

1. Biomedical Protection 

This domain keeps conventional medicine central. 



 

Examples include: 

blood pressure control, 

glycemic control, 

renal function, 

lipid management, 

respiratory control, 

cancer screening and treatment indicators, 

vaccination coverage, 

medication safety, 

disease activity scores, 

psychiatric safety indicators, 

hospitalization and readmission rates, 

mortality and complication rates. 

This domain asks: 

Is biological danger being recognized and treated? 

2. Exposure Reduction 

This domain asks whether harmful burdens are being reduced. 

Examples include: 

air quality, 

housing dampness or mold exposure, 

food environment measures, 

tobacco, alcohol, and unhealthy food marketing exposure, 

heat exposure, 

occupational risk, 

violence exposure, 

digital sleep disruption, 

environmental toxins, 

disaster vulnerability. 

This domain asks: 

Are we reducing what repeatedly injures life? 

3. Repair Capacity 

This domain asks whether people and communities have access to healing conditions. 

Examples include: 



 

sleep sufficiency, 

food security and nutritional quality, 

access to safe movement, 

mental health support, 

rehabilitation access, 

social connection, 

nature and green/blue space access, 

caregiver support, 

primary care continuity, 

time to follow up, 

palliative and supportive care. 

This domain asks: 

Are the conditions of repair present? 

4. Restorative Margins 

This domain asks whether persons, families, clinics, and communities have enough reserve. 

Examples include: 

medication affordability, 

transport access, 

appointment availability, 

care continuity, 

financial strain, 

clinician workload and burnout, 

family caregiving burden, 

emergency preparedness, 

medication supply reliability, 

community trust, 

social protection, 

climate resilience. 

This domain asks: 

Can disturbance be absorbed without collapse? 

5. Dignity, Trust, and Participation 

This domain asks whether care is experienced as legitimate, respectful, and enabling. 

Examples include: 



 

patient-reported dignity in care, 

trust in primary care, 

understanding of treatment plans, 

shared decision-making quality, 

cultural safety, 

stigma reduction, 

participation in school, work, family, or community, 

mental health inclusion, 

disability access, 

patient-reported treatment burden. (Black, 2013) 

This domain asks: 

Does care restore agency and belonging, or does it humiliate and burden? 

6. Civil Commons and Ecological Stability 

This domain asks whether shared life-support systems are being protected. 

Examples include: 

clean water access, 

public health capacity, 

primary care coverage, 

school nutrition, 

safe public space, 

housing quality, 

food-system resilience, 

ecological indicators, 

climate adaptation readiness, 

public knowledge access, 

emergency response capacity, 

digital public health integrity. 

This domain asks: 

Are the shared conditions of life being strengthened? 

Together, these six domains prevent the dashboard from becoming either narrowly biomedical or 

vaguely holistic. 

They keep the body, person, community, system, and life-ground in view. 

This whole-system structure can be placed within the wider life-coherent health system. 



 

Figure 10. From Clinic to Commons: The Life-Coherent Health System. 

Life-coherent medicine connects the clinical encounter, primary care, public health, civil 

commons, and ecological life-ground. Dashboards should measure whether these layers protect 

life, reduce exposure, restore repair, rebuild margins, preserve dignity, and enable participation. 

 

NCD Dashboards 

NCDs are a natural place to apply this. 

A conventional NCD dashboard might track hypertension, diabetes, obesity, smoking, 

cholesterol, kidney disease, cardiovascular events, cancer screening, chronic respiratory disease, 

and mortality. 

A life-coherent NCD dashboard keeps these but adds the conditions that conserve or transform 

NCD risk. 

It would include: 



 

blood pressure control, 

diabetes control, 

kidney protection, 

medication availability, 

primary care follow-up, 

food affordability, 

ultra-processed food exposure, 

safe movement access, 

sleep disruption, 

depression screening and support, 

alcohol and tobacco exposure, 

caregiver burden, 

heat vulnerability, 

trust in care, 

treatment burden, 

complication rates, 

participation and quality of life. 

This kind of dashboard asks not only whether people are controlling disease, but whether the 

world is making disease control possible. 

 

Immune Disease Dashboards 

For immune disease, a life-coherent dashboard should not only track disease activity. 

Biomedical indicators remain central: disease activity scores, inflammatory markers, organ 

function, imaging, medication safety, infection risk, flare frequency, tissue damage, and 

remission status. 

But a life-coherent immune dashboard also asks: 

Is inflammation resolving? 

Is clearance improving? 

Is pain decreasing? 

Is fatigue improving? 

Is sleep restored? 

Is the person able to move? 

Is medication burden tolerable? 



 

Is infection risk being managed? 

Is tissue function returning? 

Is the patient re-entering ordinary participation? 

The question is not only: 

Is the marker lower? 

It is also: 

Is life moving again? 

 

Neuropsychiatric Dashboards 

Mental health dashboards often track symptom scores, hospitalizations, suicide rates, medication 

use, service access, waiting times, and relapse. 

These matter. 

But life-coherent psychiatry must also measure living coherence. 

A dashboard that serves mental health should therefore include: 

safety and crisis indicators, 

symptom burden, 

sleep, 

function, 

social connection, 

housing stability, 

substance use, 

treatment access, 

medication side effects, 

patient-reported meaning and hope, 

stigma and dignity in care, 

participation in school, work, family, or community, 

care continuity, 

relapse prevention, 

family or caregiver support. 

The goal is not to measure every inner state. 

The goal is to avoid reducing mental health to service contact or symptom suppression alone. 



 

A person may have fewer symptoms but remain isolated, ashamed, unemployed, sleepless, and 

without a future. 

The dashboard should not call that full recovery. 

 

Primary Care Dashboards 

Primary care dashboards should not measure only volume. 

If primary care is relational infrastructure, then its dashboard must include relational measures. 

Examples include: 

continuity of care, 

access time, 

follow-up after hospitalization, 

medication review, 

preventive care, 

NCD control, 

mental health detection, 

patient trust, 

patient understanding of care plan, 

treatment burden, 

clinician workload, 

team functioning, 

referral completion, 

care coordination, 

equity of access, 

community outreach. 

A primary care dashboard that counts visits but ignores continuity may reward fragmentation. 

A dashboard that counts targets but ignores clinician burnout may consume the system’s healing 

capacity. 

A dashboard that counts appointments but ignores whether patients can reach them may hide 

inequity. 

Primary care measurement must protect the relationship, not destroy it. 

 



 

Avoiding Dashboard Overload 

A dashboard that measures everything measures nothing. (Greenhalgh & Papoutsi, 2018; Plsek 

& Greenhalgh, 2001) 

Life-coherent measurement must be selective. It should identify a small set of indicators that are 

meaningful, actionable, equitable, and linked to life-capacity. 

The question is not: 

Can we measure this? 

The question is: 

Will this measure help us protect life? 

Will it reveal hidden burden? 

Will it guide action? 

Will it reduce inequity? 

Will it help repair the niche? 

Will it be understandable to those affected? 

Will it avoid creating unnecessary administrative burden? 

A good dashboard should be simple enough to use, broad enough to see, and humble enough to 

revise. 

 

Measuring Burden Displacement 

A life-coherent dashboard should ask where burden has moved. 

If hospital stay decreases, did family burden increase? 

If clinic visits increase, did clinician burnout worsen? 

If digital monitoring expands, did patient anxiety increase? 

If costs decrease, were services shifted to unpaid caregivers? 

If a public-health programme improves one indicator, did it worsen stigma? 

If tourism grows, did housing, food, waste, or ecological burden increase? 

If resilience improves, was exposure actually reduced? 

This is one of the most important uses of dashboards: 



 

to trace hidden costs. 

A life-coherent dashboard should not allow one part of the system to look successful by making 

another part carry unmeasured harm. 

 

Measuring Re-Entry into Life 

The final test of treatment is not only control, but re-entry. 

A dashboard should ask whether people are returning to life in ways appropriate to their 

condition. 

Can children attend school? 

Can adults work or contribute where possible? 

Can elders remain connected? 

Can persons with disability participate? 

Can persons with mental illness live with dignity? 

Can patients after hospitalization return safely home? 

Can people with chronic disease maintain meaningful routines? 

Can communities recover after disaster? 

Re-entry measures do not replace biomedical outcomes. 

They complete them. 

If disease markers improve but participation collapses, the dashboard has not yet captured 

healing. 

 

Safeguards 

Dashboards that serve life need safeguards. 

Biomedical measures must remain central where disease danger is real. 

Life-capacity measures must not become vague or decorative. 



 

Indicators must not create excessive administrative burden. 

Measurement must not be used to blame patients, clinicians, or communities without examining 

system conditions. 

Dashboards must be equity-sensitive. 

Data must be transparent, privacy-protecting, and accountable. 

Indicators must be revisable when they stop serving life. 

Qualitative experience must be included where numbers are insufficient. 

Dashboards must guide action. 

Measuring without repairing is another form of capture. 

 

The Central Claim 

Dashboards should serve life, not replace it. 

A life-coherent dashboard measures whether medicine, primary care, public health, policy, and 

civil commons are protecting biological safety, reducing harmful exposure, restoring repair, 

rebuilding margins, preserving dignity, and enabling participation. 

It asks: 

Are diseases controlled? 

Are exposures reduced? 

Are repair conditions present? 

Are margins restored? 

Are people treated with dignity? 

Are communities supported? 

Are commons strengthened? 

Is life-capacity improving? 

The next chapter grounds this in place. 

The Caribbean and small island context makes life-coherent medicine especially concrete 

because bodies, food systems, climate, economy, care, family, and ecology are tightly coupled. 

 



 

 

25. Caribbean/SIDS Life-Coherent Medicine 

Small islands make the organism–niche relation visible. 

In larger continental systems, the connections between food, climate, economy, health systems, 

ecology, culture, and bodies can be hidden by scale. In small island developing states, they are 

harder to hide. (World Health Organization, 2018, 2023; Gordon-Strachan et al., 2025) 

A change in food imports enters family meals. 

A storm interrupts medication, water, electricity, transport, dialysis, clinics, schools, sleep, 

income, and mental health. 

Heat changes work, movement, hydration, kidney stress, cardiovascular strain, and mood. 

Tourism shapes land use, food systems, employment, housing, waste, and ecological pressure. 

A limited specialist workforce changes diagnosis, referral, continuity, and trust. 

For this reason, Caribbean and SIDS contexts are not marginal examples of life-coherent 

medicine. 

They are among its clearest test cases. 

 

The Island as Organism–Niche Field 

An island is not merely a geographic container. 

It is a tightly coupled living field. 

Food systems, ports, shipping routes, tourism markets, fisheries, agriculture, water systems, 

waste management, roads, clinics, schools, churches, beaches, family networks, cultural 

practices, and ecosystems are all close enough to affect one another rapidly. 

This means that health cannot be separated from the island’s relational ecology. 

Diabetes is linked to imported food, household routines, school meals, income, culture, physical 

activity, stress, and primary care. 

Hypertension is linked to diet, sleep, kidney health, heat, pain, alcohol, stress, medication access, 

and follow-up. 



 

Asthma is linked to air, housing, dust, mold, Sahara dust, smoke, viral infection, inhaler access, 

and climate. 

Kidney disease is linked to diabetes, hypertension, heat, hydration, medication safety, delayed 

detection, and care continuity. 

Mental health is linked to family systems, economic strain, climate anxiety, migration, grief, 

stigma, social belonging, substance use, and access to care. 

No one sector can carry this alone. 

Life-coherent medicine asks the island to be seen as a health field. 

 

Imported Food and Metabolic Miscoupling 

Food is one of the clearest Caribbean/SIDS health pathways. 

Many islands face dependence on imported foods, including ultra-processed products high in 

salt, sugar, refined starch, and unhealthy fats. These foods are often cheap, shelf-stable, 

convenient, heavily marketed, and woven into daily life. (Food and Agriculture Organization of 

the United Nations, 2016; Caribbean Public Health Agency, 2025) 

Meanwhile, local agriculture, traditional foodways, fisheries, and fresh produce may be 

constrained by cost, land use, climate, labor, trade policy, and cultural shifts. 

The result is not merely individual poor choice. 

It is metabolic coupling. 

Food systems enter bodies as obesity, diabetes, hypertension, fatty liver disease, kidney disease, 

cardiovascular risk, childhood metabolic vulnerability, and dental disease. 

They also enter family life as convenience, comfort, identity, celebration, stress relief, and 

affordability. 

A life-coherent Caribbean medicine cannot treat diabetes only at the clinic. 

It must also ask: 

What foods are available? 

What foods are affordable? 

What is served in schools? 

What is marketed to children? 

What local foods can be strengthened? 



 

What family meals are culturally meaningful and metabolically protective? 

What trade and commercial patterns conserve disease? 

What one feasible change can a family actually repeat? 

This is CARE at island scale: contextualize the condition, assess the conserved pattern, re-open a 

feasible domain of action, and embed/evaluate the change. 

 

Climate Stress as Clinical Reality 

Climate change is not only an environmental issue. (Intergovernmental Panel on Climate 

Change, 2022; Gordon-Strachan et al., 2025; Pan American Health Organization, 2026) 

In SIDS, it is clinical. 

Heat affects blood pressure, hydration, kidney stress, sleep, cardiovascular strain, outdoor work, 

pregnancy, medication safety, mood, and physical activity. 

Storms disrupt power, water, food, clinics, pharmacies, refrigeration, dialysis, oxygen, transport, 

communication, and income. 

Flooding affects mold, sanitation, vector breeding, injury risk, and mental health. 

Sea-level rise threatens housing, roads, water systems, cultural sites, tourism infrastructure, and 

ecological security. 

Ocean degradation affects fisheries, livelihoods, food security, culture, and ecological belonging. 

A person with diabetes, kidney disease, heart failure, asthma, depression, or frailty does not 

experience climate as an abstract future. 

They experience it as missed medication, disrupted sleep, heat exhaustion, mold exposure, food 

insecurity, anxiety, and loss of continuity. 

Life-coherent Caribbean medicine therefore treats climate adaptation as health care. 

This includes heat-health planning, medication continuity during disasters, resilient primary care, 

water security, emergency communication, mental-health support after storms, kidney protection 

for outdoor workers, asthma prevention in damp housing, and protection of ecological commons. 

 

Tourism, Economy, and Health 

Tourism can bring income, employment, cultural exchange, and national revenue. 



 

It can also shape land use, food imports, waste, housing costs, labor rhythms, transport, coastal 

ecosystems, alcohol availability, and inequality. 

A life-coherent approach does not treat tourism as simply good or bad. 

It asks whether tourism expands or reduces island life-capacity. 

Does it support decent work? 

Does it protect ecological systems? 

Does it strengthen or displace local food systems? 

Does it increase unhealthy food and alcohol exposure? 

Does it affect housing affordability? 

Does it protect workers’ sleep, dignity, and family life? 

Does it contribute to public health, water, waste, and community infrastructure? 

Does it preserve or commodify culture? 

The health effects of an economy are not only measured in GDP. 

They appear in bodies, families, ecosystems, and future options. 

A life-coherent Caribbean health strategy must therefore include economic questions without 

becoming anti-economic. 

The aim is not to reject development. 

It is to make development answerable to life. 

 

Primary Care as Island Relational Infrastructure 

In small health systems, primary care is especially important. 

It is where NCDs are followed, medications are adjusted, kidney risk is detected, depression is 

first heard, asthma is managed, family burden becomes visible, and climate-related health effects 

are noticed. 

It is also where trust is built or lost. 



 

Primary care in SIDS must carry a large burden: chronic disease, prevention, mental health, 

maternal and child health, infectious disease, disaster response, health education, and referral 

coordination. It must often do this with limited staffing, specialist access, diagnostics, medication 

supply, and time. 

This makes primary care a central life-coherent commons. 

A Caribbean/SIDS life-coherent primary care model would prioritize: 

continuity, 

medication availability, 

NCD risk control, 

kidney protection, 

integrated mental health, 

asthma and respiratory care, 

family-based care, 

community health workers, 

climate-health surveillance, 

disaster-ready continuity plans, 

culturally respectful communication, 

team-based follow-up. 

The goal is not simply more visits. 

The goal is relational infrastructure that allows care to be remembered, repeated, adapted, and 

trusted. 

 

Family Networks: Strength and Burden 

Caribbean societies often have strong family, church, neighborhood, and community networks. 

These can be profoundly salutogenic. They provide belonging, caregiving, food, transport, 

emotional support, practical help, prayer, cultural continuity, and meaning. 

But family networks can also carry hidden burden. 

Caregiving may fall unequally on women, elders, or already exhausted relatives. 

Chronic disease management may depend on unpaid labor. 

Mental illness may be hidden because of stigma. 

Substance use may be normalized or concealed. 



 

Food patterns may be lovingly conserved even when metabolically harmful. 

Family loyalty may protect dignity, but also silence violence, depression, or exhaustion. 

Life-coherent medicine must neither romanticize nor dismiss family. 

It asks: 

Who supports the patient? 

Who is overburdened? 

Who cooks? 

Who reminds? 

Who transports? 

Who decides? 

Who is left out? 

What cultural strength can be mobilized? 

What pattern needs gentle transformation? 

Family is part of the niche. 

It can heal, burden, conserve, or reopen. 

 

Culture, Meaning, and Health 

Culture is a health field. 

Music, food, worship, language, humor, storytelling, ritual, mourning, celebration, sport, and 

community memory are not peripheral to health. They help people belong, interpret suffering, 

endure hardship, and participate in shared life. 

At the same time, culture can mask harm when unhealthy patterns are protected from 

examination. Alcohol misuse may hide under celebration. Overwork may hide under 

responsibility. Emotional silence may hide under strength. High-salt and high-sugar patterns may 

hide under tradition, even when the present food environment has been commercially altered. 

Mental illness may hide under stigma. Domestic violence may hide under privacy. 

A life-coherent Caribbean medicine asks the life-value question respectfully: 

Does this pattern expand or reduce the capacities required for life to live, heal, participate, and 

flourish? 

The goal is not cultural rejection. 

It is cultural repair: preserving what gives life while transforming what disables it. 



 

 

Mental Health in Island Context 

Mental health deserves special attention in Caribbean/SIDS life-coherent medicine. 

Small communities can protect belonging, but they can also intensify stigma and reduce privacy. 

Migration can separate families. Climate events can produce trauma and uncertainty. Economic 

pressure can increase stress. Substance use may become a socially accepted regulator of distress. 

Youth may face digital comparison, limited opportunities, and changing identity worlds. Elders 

may face loneliness, chronic illness, and dependence. 

A life-coherent mental-health strategy would integrate: 

primary care detection, 

community-based support, 

school-based mental health, 

substance-use care, 

suicide prevention, 

trauma-informed disaster response, 

family education, 

stigma reduction, 

culturally meaningful healing practices, 

specialist referral pathways. 

This allows mental health to be addressed without reducing it to either brain chemistry alone or 

social stress alone. 

 

Kidney Health as a Sentinel 

Kidney health may serve as one of the most important sentinel indicators for Caribbean/SIDS 

life-coherent medicine. (World Health Organization, 2023; Pan American Health Organization, 

2024) 

The kidney quietly registers diabetes, hypertension, heat, hydration, infection, medication safety, 

environmental exposures, and late detection. 

Kidney disease can progress silently until options narrow. Dialysis is resource-intensive, life-

altering, and highly vulnerable to storms, power, water, transport, and supply chains. 

A life-coherent kidney strategy would emphasize: 

early detection in primary care, 

diabetes and hypertension control, 



 

medication safety, 

heat and hydration guidance, 

worker protection, 

avoidance of nephrotoxins, 

food-system prevention, 

disaster continuity for dialysis and medications, 

patient education without blame. 

Kidney protection is therefore not only nephrology. 

It is primary care, climate policy, food systems, work protection, and emergency preparedness. 

 

Caribbean/SIDS Dashboards 

A Caribbean/SIDS life-coherent dashboard should be lean, practical, and place-based. 

It should include biomedical indicators: 

diabetes control, 

blood pressure control, 

kidney function screening, 

cardiovascular events, 

asthma control, 

cancer screening, 

mental-health access, 

medication availability, 

hospitalization and complication rates. 

But it should also include niche indicators: 

healthy food affordability, 

school nutrition, 

ultra-processed food exposure, 

local food production, 

safe shaded walking spaces, 

heat-health risk, 

storm disruption readiness, 

water security, 

housing quality, 

medication supply continuity, 

primary care continuity, 

caregiver burden, 

trust in care, 



 

mental-health stigma, 

ecological health. 

The purpose is not measurement for its own sake. 

It is to ask whether island life-capacity is being protected, restored, and expanded. 

 

Caribbean/SIDS Life-Coherent Priorities 

Box 3. Caribbean/SIDS Life-Coherent Priorities. 

A practical checklist for island-scale health planning. 

Island-Scale Health Planning Checklist 

1. Strengthen primary care continuity and team-based chronic disease management.  

2. Protect medication supply chains, especially for NCDs, asthma, mental health, dialysis, 

and palliative care.  

3. Develop school nutrition and child metabolic protection.  

4. Support local food systems and culturally grounded healthy meals.  

5. Reduce ultra-processed food exposure, especially among children and adolescents.  

6. Create safe, shaded, walkable community spaces.  

7. Integrate mental health into primary care, schools, and community systems.  

8. Build heat-health and kidney-protection programmes.  

9. Improve housing conditions related to asthma, sleep, safety, mold, and dignity.  

10. Prepare disaster continuity plans for chronic disease, dialysis, oxygen, medications, 

mental health, and elder care.  

11. Regulate harmful commercial exposures, especially tobacco, alcohol, unhealthy food 

marketing, and youth-directed digital harms.  

12. Protect ecological commons: water, coasts, reefs, fisheries, waste systems, rainfall 

systems, and climate resilience.  

13. Support caregivers as health infrastructure.  

14. Use life-coherent dashboards to monitor both disease and the conditions that produce 

disease.  

15. Hold global responsibility and local agency together, avoiding both island blame and 

island romanticism.  

Interpretive note: 

These priorities are not separate projects. They are parts of one island-scale organism–niche 

strategy. 

 



 

Smallness as Strength 

Smallness is often described as vulnerability. 

In SIDS, vulnerability is real: limited resources, climate exposure, import dependence, small 

workforces, and external economic pressures all matter. 

But smallness can also be strength. 

Small systems can see relationships more clearly. 

Primary care can know families. 

Communities can mobilize quickly. 

Schools, churches, clinics, and community groups can coordinate. 

Policy changes can be visible. 

Local food, culture, and ecology can be reconnected. 

Data can be linked to real places and people. 

Trust can travel through relationships. 

Life-coherent medicine should not treat SIDS only as fragile. 

It should also recognize their potential as living laboratories of relational health. 

The question is whether smallness is organized as dependency or coherence. 

 

Avoiding Island Blame 

A Caribbean/SIDS framework must avoid blaming islands for burdens produced by wider 

systems. 

Climate change is not created mainly by SIDS, yet SIDS carry disproportionate risk. 

Food import dependence is shaped by trade, history, agriculture, global markets, tourism, and 

policy constraints. 

Health workforce limitations are shaped by migration, training pathways, financing, and global 

inequity. 



 

Debt, disaster recovery, and external economic pressure affect health choices. 

Life-coherent medicine must therefore hold both local agency and global justice. 

Caribbean societies can act. They can strengthen primary care, food systems, public health, 

climate readiness, and civil commons. 

But the wider world must also be accountable for the burdens it displaces onto small islands. 

 

Safeguards 

Caribbean/SIDS medicine must not be reduced to NCDs alone. Infectious disease, maternal and 

child health, injury, mental health, aging, disability, cancer, climate, and emergency care also 

matter. 

Culture must not be romanticized or blamed. It must be engaged respectfully. 

Local action must not erase global responsibility. 

Limited resources must not be used as an excuse for low standards of care. 

Primary care must be strengthened without overloading clinicians. 

Dashboards must be practical rather than administratively burdensome. 

Life-coherent medicine must remain grounded in evidence, equity, and feasible implementation. 

 

The Central Claim 

Caribbean/SIDS life-coherent medicine begins from the recognition that island health is 

organism–niche health made visible. 

Bodies, food systems, climate, care, family, culture, tourism, ecology, and global forces are 

tightly coupled. Disease patterns are therefore not only individual burdens; they are signals of 

how island life is being organized. 

A life-coherent Caribbean medicine asks: 

What disease must be treated now? 

What island conditions keep producing it? 

What commons must be protected? 

What food, climate, care, family, and ecological systems need repair? 



 

What can primary care hold? 

What can public health redesign? 

What can policy make easier? 

What must the global system stop displacing onto small islands? 

This chapter grounds life-coherent medicine in place. 

It also completes Part V. 

Primary care, public health, civil commons, dashboards, and Caribbean/SIDS realities show that 

medicine cannot serve life if the surrounding field remains unrepaired. 

The final Part therefore turns to safeguards, evidence, research, and the deeper purpose of 

medicine. 

 

 



 

Part VI — Safeguards, Humility, and Medicine as an 
Instrument of Life 

A wide framework needs strong safeguards. This final Part clarifies what life-coherent medicine 

is not, distinguishes evidence from inference and metaphor, proposes a research agenda, and 

returns to the book’s deepest claim: medicine exists to serve life. 

 

26. What Life-Coherent Medicine Is Not 

A wide framework needs boundaries. 

The more medicine tries to integrate biology, clinical care, mental health, public health, social 

determinants, civil commons, ecology, policy, culture, and meaning, the more carefully it must 

say what it is not. 

Without safeguards, integration can become overreach. A language designed to restore the living 

whole can become vague, totalizing, moralizing, or unsafe. A framework meant to deepen 

medicine can accidentally weaken diagnosis. A critique of reductionism can become another 

reductionism. 

Life-coherent medicine must therefore begin its final section with disciplined negation. 

It is not anti-biomedical. 

It is not a replacement for diagnosis. 

It is not a substitute for emergency care, medication, surgery, psychiatry, oncology, renal 

medicine, immunology, public health, or specialist expertise. 

It is not a single-cause theory. 

It is not a doctrine. 

It is not patient blame. 

It is not niche blame. 

It is not vague holism. 

It is not a rejection of measurement. 

It is not a promise that all illness can be healed if the right conditions are found. 



 

It is not another burden placed on already overburdened clinicians. 

It is a grammar for aligning medicine with the conditions of life. 

It is a widening, not a replacement. 

 

It Is Not Anti-Biomedical 

Life-coherent medicine does not reject biomedicine. (Sackett et al., 1996; Engel, 1977) 

It depends on biomedicine. 

Diagnosis, pharmacology, surgery, laboratory testing, imaging, pathology, emergency care, 

specialist referral, vaccination, screening, intensive care, psychiatry, oncology, renal medicine, 

antimicrobial treatment, obstetric care, rehabilitation, and palliative care remain indispensable. 

A life-coherent physician still treats sepsis urgently. 

Still investigates chest pain. 

Still controls severe hypertension. 

Still treats diabetic ketoacidosis. 

Still refers suspected cancer. 

Still protects kidneys. 

Still uses immunosuppression when autoimmune disease threatens organs. 

Still uses antipsychotics, mood stabilizers, antidepressants, psychotherapy, hospitalization, and 

crisis care when indicated. 

Still vaccinates. 

Still screens. 

Still prescribes. 

Still operates. 

Still monitors. 

The difference is not whether medicine acts. 



 

The difference is whether action is placed in service of life-capacity. 

Biomedicine is not the enemy. 

Reductionism is the danger. 

 

It Is Not a Replacement for Diagnosis 

Life-coherent medicine does not replace diagnosis with coherence language. 

A patient is not helped if “phase-locking,” “miscoupling,” “disturbed living coherence,” 

“exposure burden,” or “depleted margins” becomes a reason to miss infection, malignancy, 

autoimmune disease, endocrine disease, renal disease, neurological disease, psychiatric illness, 

medication toxicity, trauma, genetic disorder, or emergency pathology. 

Diagnosis protects life. 

Coherence assessment deepens diagnosis after safety has been protected. 

The sequence matters. 

If coherence language comes before diagnostic responsibility, it becomes dangerous. 

A patient with unexplained weight loss needs evaluation. 

A patient with psychosis needs risk assessment and psychiatric care. 

A patient with acute neurological deficit needs urgent stroke assessment. 

A patient with severe abdominal pain needs appropriate investigation. 

A patient with suicidal intent needs immediate protection. 

A life-coherent clinician does not replace these actions with a story about the person’s world. 

The disease must be named. 

Then the living pattern can be understood. 

 

It Is Not a Single-Cause Theory 

Life-coherent medicine does not claim that all disease is caused by one thing. 



 

Not stress. 

Not trauma. 

Not inflammation. 

Not mitochondria. 

Not mold. 

Not food. 

Not capitalism. 

Not social determinants. 

Not meaning-collapse. 

Not climate. 

Not the microbiome. 

Not the immune system. 

Not the nervous system. 

Not the niche. 

Disease is heterogeneous. Some conditions are primarily genetic. Some infectious. Some 

malignant. Some vascular. Some autoimmune. Some degenerative. Some endocrine. Some 

psychiatric. Some structural. Some toxic. Some traumatic. Some iatrogenic. Some stochastic. 

Many are mixed. 

Life-coherent medicine does not flatten this complexity. 

It asks how different causal pathways become embodied in living systems and how treatment can 

protect, repair, and reopen life. 

No level gets to explain everything. 

A life-coherent framework is multi-level because life is multi-level. 

 



 

It Is Not Exposure Reductionism 

Exposure matters. 

Air pollution matters. Damp housing matters. Food systems matter. Toxicants matter. Sleep 

disruption matters. Occupational exposures matter. Violence matters. Climate stress matters. 

Digital capture matters. Commercial determinants matter. 

But exposure thinking can become its own dogma. 

Not every illness is exposure-driven. Not every chronic symptom is due to hidden toxins, mold, 

biotoxins, viral persistence, food intolerance, or environmental burden. Some exposure claims 

are established. Some are plausible. Some are uncertain. Some are speculative. Some tests are 

validated; others are not. Some interventions are safe and helpful; others are expensive, 

burdensome, or unsupported. 

The correct stance is disciplined openness. 

Ask about exposure. 

Take the history seriously. 

Look for temporal patterns. 

Assess biological plausibility. 

Use validated tests where available. 

Distinguish established associations from hypotheses. 

Avoid blaming patients. 

Avoid expensive speculative protocols. 

Intervene where the exposure is credible, harmful, and modifiable. 

The patient’s suffering may be real even when the explanation remains incomplete. 

 

It Is Not Anti-Medication 

Life-coherent medicine is not anti-medication. 

Medication can be life-saving, organ-protective, margin-restoring, dignity-preserving, and 

participation-enabling. (Sackett et al., 1996) 



 

Antihypertensives protect brain, heart, kidney, and vessels. 

Insulin protects life. 

Antibiotics treat infection. 

Immunosuppressants prevent organ damage. 

Biologics may restore function. 

Antipsychotics can reduce terrifying salience and protect life. 

Antidepressants can restore enough margin for sleep, participation, and therapy. 

Analgesics can reduce suffering and allow movement. 

Palliative medications can protect dignity. 

The question is not medication versus life-coherence. 

The question is whether medication is used proportionately, explained clearly, monitored 

carefully, and placed within the wider sequence of protection, repair, margin restoration, and re-

entry into life. 

Life-coherent medicine is against medication being used blindly, excessively, punitively, or as a 

substitute for repairing the conditions that keep generating disease. 

It is not against medication itself. 

 

It Is Not Anti-Psychiatry 

Life-coherent psychiatry does not replace psychiatric diagnosis, risk assessment, 

psychopharmacology, psychotherapy, crisis care, hospitalization, neurological evaluation, or 

community mental-health services. 

Severe depression, psychosis, mania, addiction, self-harm, eating-disorder instability, delirium, 

intoxication, withdrawal, autoimmune encephalitis, seizures, endocrine disease, infection, 

medication toxicity, and rapidly progressive cognitive change require appropriate assessment and 

treatment. 

Life-coherent psychiatry does not romanticize madness, trauma, addiction, or despair. 

It asks psychiatry to hold the living person more fully while still protecting safety. 



 

The brain matters. 

The body matters. 

The world matters. 

Risk matters. 

Diagnosis matters. 

Medication may matter. 

Meaning matters. 

Relationship matters. 

A life-coherent psychiatry refuses to sacrifice any of these. 

 

It Is Not Patient Blame 

Life-coherent medicine must never turn coherence into morality. 

A patient with “disturbed coherence” is not morally incoherent. 

A person with diabetes is not failing life. 

A person with depression has not failed to create meaning. 

A person with autoimmune disease is not “locked” because they have failed to release. 

A person with obesity is not a symbol of poor organism–niche alignment. 

A person with addiction is not a reduced being. 

A person with multimorbidity is not a badly managed system. 

Life-coherent medicine should reduce shame, not refine it. 

It should ask what conditions, burdens, histories, biological processes, exposures, and care 

failures have narrowed life-capacity. 

It should never use its language to accuse the person. 

 



 

It Is Not Niche Blame Either 

If patient blame is wrong, simplistic niche blame is also wrong. 

Not every illness is caused by society. Not every disease is produced by capitalism, climate, food 

systems, family, trauma, stress, or commercial capture. 

Social and ecological conditions matter deeply, but they do not erase biology, genetics, chance, 

aging, infection, malignancy, developmental variation, or unknown mechanisms. 

Life-coherent medicine must not replace one moralism with another. 

It must not say: 

“The patient failed.” 

But it must also not say: 

“The environment explains everything.” 

The organism and niche are coupled, not identical. 

Causation must be specific, evidence-aware, and humble. 

 

It Is Not Vague Holism 

Life-coherent medicine is not vague holism. (Sackett et al., 1996) 

It does not say that everything is connected and stop there. 

Everything is not equally relevant in every case. 

A clinical framework becomes useless if it cannot distinguish urgency from background, strong 

evidence from weak evidence, primary driver from secondary contributor, and feasible action 

from ideal aspiration. 

Life-coherent medicine must ask: 

What is dangerous now? 

What diagnosis must be made? 

What mechanism is most likely? 



 

What evidence supports this claim? 

What exposure is plausible and modifiable? 

What repair process is blocked? 

What margin is missing? 

What next action is feasible? 

What outcome will show whether we were right? 

This is disciplined integration, not vague integration. 

 

It Is Not a Rejection of Measurement 

Life-coherent medicine critiques metric capture, not measurement itself. 

Blood pressure matters. 

HbA1c matters. 

Creatinine matters. 

Oxygen saturation matters. 

Disease activity scores matter. 

Imaging matters. 

Pathology matters. 

Psychiatric risk assessment matters. 

Mortality, morbidity, hospitalization, complications, and service indicators matter. 

The problem is not numbers. 

The problem is when numbers replace life. 

A dashboard that serves life must include biomedical safety and also dignity, access, repair, 

margin, participation, trust, exposure reduction, and commons strength. 

Measurement must become more accountable, not less rigorous. 



 

 

It Is Not a Promise of Total Healing 

Life-coherent medicine must not promise that all illness can be healed if the right conditions are 

found. 

That would be false and cruel. 

Some diseases progress despite excellent care. 

Some cancers recur. 

Some injuries leave permanent disability. 

Some neurodegenerative diseases advance. 

Some autoimmune diseases require lifelong treatment. 

Some psychiatric illnesses remain recurrent. 

Some pain persists. 

Some losses cannot be reversed. 

Some patients die. 

Life-coherent medicine does not promise cure. 

It asks what form of healing remains possible. 

Sometimes healing means remission. 

Sometimes stabilization. 

Sometimes adaptation. 

Sometimes palliation. 

Sometimes dignity. 

Sometimes reconciliation. 

Sometimes relief of suffering. 

Sometimes accompaniment. 



 

Sometimes helping the person participate as far as life allows. 

Healing is not always restoration of what was. 

Sometimes it is the creation of a new viable coherence under changed conditions. 

 

It Is Not a Burden Placed on Clinicians Alone 

Life-coherent medicine must not become another demand placed on already overburdened 

clinicians. 

It should not say: 

“See the whole person,” 

while giving clinicians seven minutes, impossible documentation burdens, poor staffing, no 

referral pathways, no social support, and no institutional margin. 

That would be another form of burden displacement. 

Clinicians cannot repair food systems, housing, climate, poverty, digital capture, loneliness, and 

civil commons alone. They can notice, document, refer, advocate, explain, coordinate, and treat 

within their role. But systems must support the work. 

A life-coherent health system must protect clinicians’ margins too. 

Time, teamwork, continuity, staffing, humane workload, administrative simplicity, and 

respectful institutions are not luxuries. 

They are conditions for life-coherent care. 

 

What It Is 

After these negations, the positive claim can be stated simply. 

Life-coherent medicine is an integrative clinical and public-health grammar that places 

diagnosis, treatment, prevention, measurement, policy, and care within the organism–niche 

relation. 

It asks: 

What disease must be diagnosed? 



 

What danger must be protected against? 

What process is locked, overburdened, or incomplete? 

What exposure remains active? 

What repair is blocked? 

What margin is depleted? 

What pattern is conserved? 

What treatment is necessary? 

What burden has treatment created? 

What conditions would allow re-entry into life? 

What commons must be protected? 

What would show that life-capacity is improving? 

It is not a substitute for medicine. 

It is medicine becoming answerable to life. 

 

The Central Claim 

Life-coherent medicine is not a rival to biomedicine, psychiatry, public health, specialist care, or 

evidence-based treatment. 

It is a disciplined widening of medicine’s field of vision. 

It protects diagnosis while deepening formulation. 

It protects treatment while situating treatment within healing. 

It protects public health while grounding public health in lived conditions. 

It protects measurement while preventing metric capture. 

It protects agency while refusing blame. 

It protects systems thinking while refusing totalizing explanation. 



 

Its task is not to explain everything. 

Its task is to help medicine ask better questions in service of life. 

The next chapter continues this safeguard work by addressing evidence directly. 

If life-coherent medicine is to be clinically and publicly responsible, it must distinguish 

established evidence, strong inference, plausible synthesis, emerging hypothesis, contested 

claim, and metaphor. 

It must know where it stands. 

 



 

 

27. Evidence, Uncertainty, and Responsible Translation 

A wide framework must know the strength of its own claims. 

This is one of the central disciplines of life-coherent medicine. The framework developed in this 

book moves across many levels: biology, immune regulation, neuropsychiatry, NCDs, 

multimorbidity, primary care, public health, civil commons, climate, culture, and policy. 

Its strength is integration. 

Its danger is overreach. 

The more levels a framework connects, the easier it becomes to sound more certain than the 

evidence permits. 

Life-coherent medicine must therefore distinguish between what is established, what is strongly 

supported, what is plausible, what is emerging, what is contested, what is speculative, and what 

is metaphorical. 

Without this discipline, the framework could become the very thing it was designed to resist: a 

totalizing account that explains too much, listens too little, and becomes difficult to correct. 

The governing sentence is simple: (Sackett et al., 1996; Greenhalgh & Papoutsi, 2018) 

Coherence is not proof. 

It is orientation. 

 

Why Evidence-Strength Framing Matters 

Evidence-strength framing protects patients. 

It prevents dismissal when science is incomplete. 

It prevents premature certainty when patients are desperate. 

It prevents expensive unsupported protocols. 

It prevents broad frameworks from replacing disease-specific care. 

It prevents metaphor from being mistaken for mechanism. 



 

It prevents moral or spiritual language from entering clinical care as hidden blame. 

It prevents systems thinking from turning into ideology. 

It also protects clinicians. Clinicians need to know what kind of claim they are making. 

Are they applying established guideline-based treatment? 

Interpreting a plausible pattern? 

Offering a working formulation? 

Trying a low-risk supportive intervention? 

Discussing an emerging hypothesis? 

Naming a metaphor that helps communication but should not be confused with measurable 

biology? 

Responsible translation requires that each claim be labeled honestly. 

 

A Six-Level Evidence Ladder 

For this book, the evidence ladder has six levels. (Sackett et al., 1996; Proctor et al., 2011; 

Moore et al., 2015) 

Table 4. Six-Level Evidence Ladder. 

Life-coherent medicine distinguishes established practice, strong mechanisms, plausible 

synthesis, formulation grammar, emerging claims, and metaphor/heuristic orientation. 

Level Claim Type Examples Clinical / Public-

Health Use 

1 Established 

clinical 

practice 

Diagnosis, red flags, emergency care, 

validated tests, guideline-based treatment, 

vaccination, screening, surgery, psychiatry, 

oncology, renal care, immunology 

Strong clinical 

authority; should not 

be displaced by the 

framework 

2 Strongly 

supported 

mechanisms 

Sleep biology, inflammation, immune 

resolution, cardiovascular risk, tobacco 

harms, nutrition, air pollution, social 

determinants, commercial determinants, 

primary care continuity 

Integrated into 

prevention, treatment, 

and health-system 

planning 



 

Level Claim Type Examples Clinical / Public-

Health Use 

3 Plausible 

integrative 

synthesis 

Health as life-capacity; organism–niche 

relation; NCDs as conserved miscouplings; 

immune disease as phase-locking; 

neuropsychiatric disease as disturbed living 

coherence 

Organizes reasoning 

and generates testable 

questions 

4 Clinical 

formulation 

grammar 

CARE, seven primitives, coherence 

assessment, exposure–repair–margin 

assessment, minimum sufficient force 

Guides care; should be 

evaluated 

pragmatically 

5 Emerging or 

contested 

claims 

Some exposure-linked syndromes, 

microbiome interpretations, mitochondrial 

interpretations, digital harms, post-

infectious mechanisms 

Requires calibrated 

openness, caution, and 

proportionate action 

6 Metaphor, 

heuristic, 

philosophy 

Worlds we conserve; re-entry into life; 

medicine as an instrument of life; 

boundary-coherence 

Clarifies meaning and 

orientation; must not 

be treated as 

mechanism 

The ladder does not downgrade the framework. 

It protects it. 

It lets the book be bold without pretending all claims carry the same kind of evidence. 

 

Level 1 — Established Clinical Practice 

This includes diagnosis, red flags, emergency care, guideline-based treatment, validated 

investigations, disease-specific monitoring, pharmacotherapy, surgery, psychiatry, oncology, 

renal medicine, immunology, vaccination, screening, rehabilitation, and palliative care. 

These are not optional. 

Life-coherent medicine stands on this ground. 

It does not replace psychiatric diagnosis, risk management, psychopharmacology, 

psychotherapy, or crisis care. 

It does not replace conventional diagnosis, disease-specific mechanisms, guideline-informed 

treatment, or urgent medical evaluation in internal medicine, immunology, oncology, 

nephrology, cardiology, pulmonology, neurology, or emergency medicine. 

This level carries the strongest clinical authority. 



 

 

Level 2 — Strongly Supported Biological and Public-Health Mechanisms 

This includes well-supported mechanisms and fields such as allostasis, inflammation, sleep 

biology, metabolic regulation, immune resolution, cardiovascular risk, social determinants of 

health, commercial determinants, air pollution, tobacco, nutrition, physical activity, infection, 

vaccination, and primary care continuity. 

These are not merely philosophical claims. 

They are supported by substantial bodies of research, although their expression varies by disease, 

population, and context. 

At this level, life-coherent medicine integrates strong evidence across fields rather than replacing 

it. 

 

Level 3 — Plausible Integrative Synthesis 

This includes claims that connect established domains into a broader pattern. 

Examples include: 

Disease often reflects disturbed organism–niche coherence. 

Health depends on exposure, repair, and margins. 

Chronic immune disease can be usefully interpreted as maladaptive phase-locking. 

Neuropsychiatric disease can be formulated as disturbed living coherence. 

NCDs can be read as conserved organism–niche miscouplings. 

Multimorbidity can be interpreted as layered miscoupling. 

These claims are not single laboratory findings. 

They are integrative interpretations. 

Their value lies in whether they organize evidence responsibly, improve clinical reasoning, 

generate testable questions, and help care become more effective, humane, and context-aware. 

This is the proper status of much of the present book. 



 

 

Level 4 — Clinical Formulation Grammar 

This includes tools such as: 

The seven-primitives grammar. 

The CARE method. 

Phase-state reasoning. 

Exposure–repair–margin assessment. 

Diagnosis as coherence assessment. 

Minimum sufficient force. 

Dashboards that serve life. 

These are practical grammars. They help clinicians and systems ask better questions. They 

should be evaluated pragmatically: 

Do they improve communication? 

Reduce shame? 

Improve feasibility? 

Strengthen follow-up? 

Identify hidden barriers? 

Support better outcomes? 

Avoid harm? 

They are not proven merely because they are coherent. They require implementation study, 

outcome evaluation, and adaptation across settings. 

 

Level 5 — Emerging or Contested Claims 

Some areas require special caution. 



 

Examples may include contested exposure-linked syndromes, some environmental illness claims, 

parts of microbiome medicine, some long-post-infectious mechanisms, certain mitochondrial 

interpretations, digital-harm pathways, and complex causal claims involving toxins, mold, 

immune dysregulation, or chronic inflammatory syndromes. 

The correct stance is neither dismissal nor premature certainty. 

It is calibrated openness. 

Ask about exposures. 

Take the history seriously. 

Look for temporal patterns. 

Assess biological plausibility. 

Use validated tests where available. 

Distinguish established associations from hypotheses. 

Avoid blaming patients. 

Avoid expensive speculative protocols. 

Intervene where the exposure is credible, harmful, and modifiable. 

This is the ethics of uncertainty. 

The patient’s suffering may be real even when the explanation remains incomplete. 

 

Level 6 — Metaphor, Heuristic, and Philosophical Orientation 

Some language in this book is intentionally heuristic. 

“Worlds we conserve.” 

“Re-entry into life.” 

“Medicine as an instrument of life.” 

“Boundary-coherence.” 

“Life-capacity.” 



 

“Organism–niche miscoupling.” 

These phrases can help clinicians, patients, and policymakers see patterns that conventional 

language may miss. 

But metaphor must not be mistaken for mechanism. 

A metaphor is useful when it clarifies, orients, reduces shame, and opens responsible action. 

It becomes dangerous when it replaces diagnosis, evidence, or careful causal reasoning. 

Metaphor should serve medicine. 

It should never govern medicine uncorrectably. 

 

The Ethics of Uncertainty 

Uncertainty is not the enemy. (Plsek & Greenhalgh, 2001; Greenhalgh & Papoutsi, 2018) 

Medicine is full of uncertainty. Symptoms are sometimes ambiguous. Evidence evolves. Patients 

vary. Mechanisms remain incomplete. Social and ecological conditions interact in complex 

ways. Some syndromes are contested. Some interventions work for reasons not fully understood. 

Some plausible explanations fail when tested. 

The ethical problem is not uncertainty itself. 

The ethical problem is how uncertainty is handled. 

There are two common failures. 

The first is premature dismissal. 

Because a mechanism is uncertain, the clinician dismisses the patient’s suffering, assumes 

symptoms are psychosomatic, refuses to investigate, or leaves the person unsupported. 

The second is premature certainty. 

Because the patient is suffering and conventional answers are incomplete, the clinician or 

practitioner offers a rigid explanation, unvalidated tests, costly protocols, or a single-cause story. 

Both can harm. 

A life-coherent approach holds a different stance: 



 

The evidence may be incomplete. 

The suffering is real. 

Other diagnoses must be considered. 

Mechanisms should be investigated proportionately. 

Interventions should be safe, feasible, and evidence-aware. 

The goal is recovery of life-capacity, not loyalty to a label. 

This is responsible uncertainty. 

 

Translating Evidence Without Overclaiming 

Responsible translation requires careful language. 

Instead of saying: 

“This disease is caused by stress,” 

say: 

“Stress physiology may be one contributor, and we need to assess other biological, social, and 

clinical factors.” 

Instead of saying: 

“Your body is stuck in inflammation,” 

say: 

“Some signs suggest ongoing inflammation or incomplete recovery; we need to evaluate what is 

active and what treatment is indicated.” 

Instead of saying: 

“This is all your environment,” 

say: 

“Some environmental exposures may be relevant. We should examine which are credible, 

modifiable, and clinically connected.” 



 

Instead of saying: 

“Medication only suppresses symptoms,” 

say: 

“Medication may be essential to protect tissue or restore margin. We also need to ask what 

repair, exposure reduction, or support is needed after stabilization.” 

Instead of saying: 

“Your illness is a miscoupling,” 

say: 

“Your illness is real. Let us understand both the diagnosis and the conditions that may be 

keeping it active.” 

Good translation protects truth, dignity, and uncertainty at the same time. 

 

Patient Experience and Evidence 

Patient experience is evidence, but not all evidence of the same kind. 

A patient’s suffering is evidence that something is being lived. 

It is not automatically evidence of a specific mechanism. 

A patient who says, “This room makes me worse,” gives important temporal and experiential 

data. That should not be dismissed. But it does not by itself prove mold toxicity, allergy, anxiety, 

asthma, volatile chemical exposure, conditioned threat, infection, or another mechanism. It opens 

inquiry. 

A patient who says, “The medication made me feel worse,” gives important safety and 

tolerability data. The clinician should listen. But the cause may be side effect, interaction, 

anxiety, disease progression, timing, nocebo response, or unrelated change. It opens inquiry. 

A patient who says, “I cannot follow this diet,” gives important feasibility data. The response 

should not be blame. It should be assessment of cost, culture, cooking, family, time, stress, 

shame, and access. 

Life-coherent medicine must take lived experience seriously without treating every interpretation 

as final. 



 

The patient is the expert in what is lived. 

Clinical science helps investigate what is happening. 

Care requires both. 

 

Evidence and Precaution 

Sometimes evidence is incomplete, but waiting for perfect certainty may shift risk onto 

vulnerable people. 

This is where precaution matters. 

Precaution does not mean panic. 

It does not mean acting on every speculative harm. 

It does not mean abandoning evidence. 

It means proportional action when serious harm is plausible, especially for those least able to 

bear the risk: children, pregnant persons, workers, marginalized communities, ecosystems, and 

future generations. 

A life-coherent system asks: 

What harms can we reasonably foresee? 

Who carries the risk if we wait? 

What action is proportionate? 

How will we monitor? 

Can the intervention be reversed? 

Who is accountable if harm occurs? 

Precaution is not the opposite of evidence. 

It is evidence-aware responsibility under uncertainty. 

 



 

Research Translation 

Responsible translation also requires research. (Proctor et al., 2011; Damschroder et al., 2009, 

2022) 

Life-coherent medicine should not remain only a philosophical synthesis. It should generate 

testable questions. 

For example: 

Does CARE improve adherence, trust, and biomedical outcomes compared with usual advice-

giving? 

Does coherence assessment reduce treatment burden in multimorbidity? 

Do life-coherent dashboards identify hidden barriers missed by conventional indicators? 

Do phase-state formulations improve immune disease care planning? 

Does integrating sleep, margin, and exposure assessment improve NCD outcomes? 

Does primary care continuity measurably improve life-capacity indicators? 

Do Caribbean/SIDS place-based dashboards improve NCD and climate-health planning? 

Can patient-reported dignity, feasibility, and treatment burden predict clinical outcomes? 

These questions move the framework from interpretation toward evidence. 

 

Avoiding the Two Great Errors 

Responsible translation must avoid two great errors. 

The first is reductionist dismissal. 

This error says: if conventional tests are normal, suffering is not real. If a mechanism is 

uncertain, inquiry should stop. If a condition is contested, the patient is exaggerating. If social 

context matters, the disease is less biological. 

This error harms patients by abandoning them. 

The second is integrative overreach. 



 

This error says: because everything is connected, a single framework can explain everything. 

Because the patient suffers, a speculative cause must be true. Because a pattern is coherent, it is 

proven. Because a treatment is natural, it is safe. Because biomedicine is incomplete, alternatives 

are automatically better. 

This error harms patients by misleading them. 

Life-coherent medicine must walk between these errors. 

Open without being gullible. 

Skeptical without being dismissive. 

Integrative without being totalizing. 

Compassionate without being uncritical. 

Evidence-aware without becoming life-blind. 

 

The Clinician’s Responsible Sentence 

When evidence is incomplete, the clinician can use a responsible sentence: 

“Your suffering is real. We do not yet know the whole mechanism. We will not reduce 

everything to one cause. We will rule out dangerous conditions, use treatments supported by 

evidence, consider plausible contributors, avoid unsafe or unsupported interventions, and work 

toward conditions that allow your life to recover.” 

This sentence embodies the chapter. 

It validates. 

It protects. 

It refuses premature certainty. 

It refuses dismissal. 

It commits to action. 

 



 

The Central Claim 

Life-coherent medicine must be evidence-aware, uncertainty-literate, and translation-responsible. 

It should not be judged by whether it explains everything. 

It should be judged by whether it helps medicine ask better questions, avoid blame, protect 

diagnosis, reduce harm, support repair, rebuild margins, improve feasibility, guide research, and 

remain open to correction. 

Its strongest discipline is humility. 

Not humility as weakness. 

Humility as fidelity to life. 

The next chapter turns this humility into a research programme. 

If the framework is a clinical and public-health grammar, then it must generate studies, 

measures, implementation pathways, and tests of whether life-coherent care actually improves 

outcomes. 

 



 

 

28. Research Agenda for Life-Coherent Medicine 

Life-coherent medicine must become researchable. (Proctor et al., 2011; Moore et al., 2015) 

If it remains only a beautiful synthesis, it will not be enough. A framework that claims to help 

medicine see organisms, niches, exposures, repair, margins, civil commons, clinical encounters, 

and disease processes more clearly must eventually ask whether it actually improves care. 

Does it help clinicians formulate more accurately? 

Does it reduce shame? 

Does it improve treatment feasibility? 

Does it identify barriers earlier? 

Does it strengthen primary care? 

Does it improve outcomes? 

Does it prevent burden displacement? 

Does it help public health repair the field rather than only message risk? 

The research agenda is not designed to defend a theory. 

It is designed to make the theory accountable. 

 

The Central Research Question 

The central research question is: 

How can clinical care, primary care, public health, communities, institutions, technologies, 

economies, and ecological arrangements be redesigned so that they protect life, support healing 

completion, rebuild margins, reduce harmful exposure, and expand life-capacity? 

This question is deliberately multi-level. 

It cannot be answered by one discipline alone. 

It needs clinical medicine, systems biology, psychiatry, public health, epidemiology, 

implementation science, environmental health, planetary health, health economics, health policy, 



 

sociology, anthropology, systems modeling, ethics, digital health, commons governance, and 

participatory research. (Damschroder et al., 2009, 2022) (Cargo & Mercer, 2008; Israel et al., 

2013) 

Life-coherent medicine will become scientifically useful only when its major constructs are 

operationalized without being flattened. 

“Life-capacity,” “organism–niche coupling,” “repair,” “margin,” “affordance field,” “phase-

locking,” “living coherence,” and “co-creation” must become measurable enough to study, while 

remaining rich enough to guide care. 

The challenge is to make the framework practical without turning it into a rigid checklist. 

 

Research Stream 1 — Empirical Validation of the Framework 

The first research stream is empirical validation. 

Does the life-coherent framework help clinicians, patients, communities, and systems see what 

conventional approaches miss? 

This could begin with comparative case studies in chronic disease clinics, primary care practices, 

immune disease services, mental-health programmes, NCD clinics, school health programmes, 

elder-care services, climate-health interventions, digital health systems, and community food 

initiatives. 

Research questions include: 

Does life-coherent assessment identify hidden exposures, repair gaps, margin depletion, 

treatment burden, burden displacement, or commons failures? 

Does it improve patient trust, dignity, understanding, feasibility, function, participation, and care 

continuity? 

Does it reduce shame and improve engagement? 

Does it help clinicians prioritize in multimorbidity? 

Does it shift attention from individual blame toward affordance redesign? 

Does it improve policy coherence? 

Does it reveal unintended harms earlier? 

The first test is pragmatic: 



 

Does this way of seeing help life move? 

 

Research Stream 2 — Mapping Organism–Niche Coupling 

The second research stream is organism–niche mapping. 

If health arises through enabling organism–niche couplings, researchers need tools to map those 

couplings across clinical, community, institutional, digital, and ecological settings. 

At the clinical level, organism–niche mapping could combine biomedical status with sleep, 

nutrition, pain, toxic exposure, medication burden, stress, work, housing, care access, social 

support, meaning, patient goals, and treatment feasibility. 

At the community level, it could map food environments, walkability, heat, green and blue 

space, air quality, violence, social connection, transport, public services, care systems, cultural 

resources, and local knowledge. 

At the policy level, it could examine how laws, budgets, trade, digital systems, markets, climate 

policy, land use, and public infrastructure shape daily health possibilities. 

Research questions include: 

Which organism–niche variables most strongly predict treatment feasibility? 

Which niche conditions most strongly affect chronic disease control? 

Which combinations of exposure, repair, and margin predict relapse, hospitalization, or 

recovery? 

Can organism–niche maps help clinicians choose better first interventions? 

Can community maps identify high-leverage sites for public-health repair? 

Can such maps be made simple enough for practice without becoming reductionist? 

This research stream should generate tools that clinicians and public-health teams can actually 

use. 

 

Research Stream 3 — Salugenesis and Healing Completion 

The third research stream concerns salugenesis: the inner biology of healing completion. 



 

The key question is: 

How does the organism move from danger, defense, inflammation, and disruption toward 

resolution, clearance, repair, reintegration, and re-entry into life? 

Research questions include: 

What markers indicate that inflammation is resolving rather than merely being suppressed? 

What distinguishes protective fatigue from pathological conservation? 

How do sleep, nutrition, infection, toxic exposure, stress, rehabilitation, and care continuity 

affect healing completion? 

Can clinical trajectories be classified by dominant healing phase? 

What interventions support safe re-entry after acute illness? 

How do external conditions affect the organism’s ability to complete healing? 

This research must be careful. Incomplete healing should not become a universal explanation. 

Chronic diseases are heterogeneous. 

But salugenesis can generate testable hypotheses about persistent defense, impaired resolution, 

metabolic signaling, repair failure, and failed re-entry. 

The central salugenic question is not only what happens inside the organism, but what conditions 

allow the organism to complete healing. 

 

Research Stream 4 — Phase-State Medicine and Immune Disease 

The fourth research stream concerns immune disease as phase-locking. 

Research questions include: 

Can biomarkers distinguish active inflammation, impaired resolution, clearance failure, 

mitochondrial conservation, trained immune readiness, fibrosis, neuroimmune sensitization, and 

health-cycle re-entry? 

Can longitudinal studies track patients through flare, treatment, remission, repair, relapse, and 

functional recovery? 

Can tissue-niche studies show why the same immune pattern behaves differently in synovium, 

gut, airway, skin, kidney, vessel, lung, or nervous system? 



 

Can exposure-and-recovery studies integrate pollutants, housing, sleep, food systems, allostatic 

load, climate stress, microbial ecology, and care access? 

Do treatment trials improve when they measure not only disease suppression but repair, fatigue, 

function, participation, and re-entry? 

This is the research horizon: 

not abandoning existing immunology, but enriching it with phase, tissue, exposure, repair, and 

functional recovery. 

 

Research Stream 5 — Living Coherence and Neuropsychiatric Care 

The fifth research stream concerns neuropsychiatric living coherence. 

Research questions include: 

Can living coherence be operationalized as a multilevel construct linking bodily regulation, 

interoception, affective action tendencies, relational safety, perceived options, and functional 

recovery? 

Does the seven-primitives clinical grammar improve formulation quality, treatment planning, 

engagement, and outcomes? 

Can disorder families be studied by domains of action such as threat, collapse, expansion, 

ritualized regulation, dissociation, altered salience, relief-seeking, and social defeat? 

Can “option-field expansion” be measured — that is, what actions become visible, embodied, 

supported, and meaningful over treatment? 

Do interoceptive interventions work better when paired with relational safety and social-margin 

restoration? 

How do housing insecurity, debt, violence, discrimination, workplace precarity, and climate 

stress become embodied as allostatic-interoceptive load? 

This research stream should protect both psychiatric safety and lived complexity. 

The aim is not to replace diagnosis, medication, psychotherapy, or crisis care. 

It is to study how those interventions work best when the person’s body-world coherence is 

taken seriously. 

 



 

Research Stream 6 — NCDs, CARE, and Conserved Miscoupling 

The sixth research stream concerns NCDs as conserved organism–niche miscouplings. 

Research questions include: 

Does the CARE method improve blood pressure control, glycemic control, kidney protection, 

asthma control, medication continuity, depression outcomes, and patient engagement? 

Does co-creation reduce shame and improve treatment feasibility compared with compliance-

oriented counseling? 

Which conserved patterns most strongly predict poor NCD control: sleep disruption, food 

insecurity, depression, medication cost, pain, alcohol use, heat, transport, or care fragmentation? 

Does identifying one feasible next step improve long-term outcomes more than broad lifestyle 

advice? 

Can NCD dashboards that include lived-coherence, care-system, community, policy, and 

outcome indicators improve programme design? 

Can Caribbean/SIDS NCD interventions become more effective when they integrate food 

systems, primary care continuity, climate vulnerability, family support, and commercial 

determinants? 

This makes CARE an ideal starting point for implementation research. 

 

Research Stream 7 — Multimorbidity, Treatment Burden, and Sequencing 

The seventh research stream concerns multimorbidity. 

Modern medicine often studies single diseases, yet real patients often live with overlapping 

conditions, medications, symptoms, specialists, and care demands. 

Research questions include: 

Can life-coherent assessment identify shared drivers across disease labels? 

Which interventions restore the most margin in multimorbidity? 

Does treatment-burden measurement improve outcomes? 

How should clinicians prioritize when guideline recommendations compete? 



 

Can primary care-based sequencing reduce hospitalization, polypharmacy, patient overwhelm, 

and clinician burnout? 

What is the impact of medication simplification, care coordination, sleep treatment, pain care, 

depression treatment, transport support, food support, or caregiver support on multiple outcomes 

at once? 

Can “one feasible next step” approaches outperform multi-instruction care plans in overburdened 

patients? 

This stream should also study harms created by well-intended care: excessive monitoring, 

appointment load, medication complexity, conflicting guidelines, and caregiver displacement. 

A life-coherent multimorbidity science would not only ask what diseases the person has. 

It would ask what shared burden the person is carrying. 

 

Research Stream 8 — Primary Care as Relational Infrastructure 

The eighth research stream concerns primary care. 

If primary care is relational infrastructure, then research should measure whether continuity, 

trust, team-based care, access, explanation, and coordination improve life-capacity. 

Research questions include: 

How does continuity affect NCD control, mental-health detection, medication adherence, 

hospitalization, patient trust, and treatment burden? 

Does team-based primary care improve organism–niche assessment? 

Can primary care practices use CARE without increasing clinician burden? 

What staffing, visit design, digital tools, and community linkages are needed to make life-

coherent primary care feasible? 

How does primary care continuity affect patients with multimorbidity? 

What indicators best measure primary care as relational infrastructure rather than only 

appointment volume? 

How do clinician workload, documentation burden, and burnout affect patient trust and care 

outcomes? 



 

This research should be especially attentive to resource-limited and small-island settings, where 

primary care may carry the central burden of chronic disease, mental health, climate 

preparedness, and care continuity. 

 

Research Stream 9 — Life-Coherent Dashboards and Measurement 

The ninth research stream concerns dashboards that serve life. 

Research questions include: 

Which indicators best predict life-capacity across clinical, community, and national settings? 

Can dashboards integrate biomedical outcomes with repair, margin, dignity, trust, access, 

participation, and commons indicators? 

How can dashboards include lived experience without becoming administratively burdensome? 

Can dashboards detect burden displacement earlier than conventional metrics? 

How can indicators be selected participatorily with patients, caregivers, communities, and 

frontline workers? 

How can dashboards avoid becoming tools of ranking, punishment, surveillance, or metric 

capture? 

This research stream should evaluate dashboards not by elegance, but by whether they guide 

better action. 

 

Research Stream 10 — Civil Commons, Policy, and Niche Repair 

The tenth research stream concerns civil commons and policy. 

If civil commons are health infrastructure, then research should examine how water, food, 

housing, primary care, education, public knowledge, digital environments, ecological stability, 

and social protection affect health outcomes and life-capacity. 

Research questions include: 

How does investment in civil commons affect NCD burden, mental health, child development, 

elder care, and disaster recovery? 

Which commons failures most strongly predict poor health outcomes in specific settings? 



 

How do food systems, housing, transport, digital platforms, and climate policies become 

embodied as disease or health? 

What policies most effectively reduce harmful exposure, restore repair, and rebuild margins? 

How can public health evaluate niche repair rather than only individual behavior change? 

What governance structures protect commons from commercial capture, data extraction, and 

burden displacement? 

This stream should include policy evaluation, natural experiments, community-based 

participatory research, systems modeling, and health equity analysis. (Pawson & Tilley, 1997; 

Plsek & Greenhalgh, 2001; Greenhalgh & Papoutsi, 2018) 

 

Research Stream 11 — Caribbean/SIDS Life-Coherent Medicine 

The eleventh research stream should be explicitly Caribbean/SIDS-focused. 

Small island contexts make organism–niche coupling visible and therefore provide powerful 

sites for life-coherent research. 

Research questions include: 

How do imported food dependence, ultra-processed food exposure, local agriculture, school 

nutrition, and household food practices shape NCD outcomes? 

How do heat, storms, water insecurity, and disaster disruption affect diabetes, hypertension, 

kidney disease, respiratory disease, mental health, medication continuity, and dialysis 

vulnerability? 

How can primary care be strengthened as relational infrastructure in small health systems? 

What life-coherent dashboard indicators are most useful for Caribbean/SIDS settings? 

How do family networks function as both health assets and hidden caregiving burdens? 

How do tourism, coastal ecology, waste, land use, housing, and work rhythms affect health? 

Which interventions best protect kidney health under heat, diabetes, hypertension, and 

occupational exposure? 

How can mental-health care be integrated into primary care, schools, churches, and community 

networks while reducing stigma? 



 

How can climate adaptation be designed as health protection? 

This book treats the Caribbean/SIDS context not as a regional appendix, but as a central research 

frontier. 

 

Research Stream 12 — Implementation Science and Minimum Sufficient 
Force 

The twelfth research stream concerns implementation. 

Even a good framework can become harmful if poorly implemented. 

Research questions include: 

How can life-coherent methods be introduced without overburdening clinicians? 

What training helps clinicians use coherence assessment, CARE, and minimum sufficient force? 

Does life-coherent training improve communication, trust, shared decision-making, and patient 

outcomes? 

What are the unintended consequences of implementation? 

Does life-coherent practice reduce or increase consultation time, documentation burden, 

referrals, testing, or clinician stress? 

What forms of digital support help without capturing attention or increasing administrative 

burden? 

How can minimum sufficient force be operationalized in prescribing, testing, rehabilitation, 

psychiatry, NCD care, and multimorbidity? 

How can health systems know when they are under-treating versus over-treating? 

Implementation science is essential because life-coherent medicine should not become another 

beautiful burden placed on clinicians and patients. 

It must simplify where possible, clarify where needed, and support action rather than adding 

complexity. 

 



 

Early Pilot Projects 

A practical starting agenda could include five pilot projects. 

1. CARE in NCD Primary Care 

Test whether CARE-based consultations improve blood pressure, glycemic control, medication 

adherence, trust, treatment feasibility, and patient-reported dignity compared with usual care. 

2. Multimorbidity and Treatment Burden 

Develop a life-coherent multimorbidity tool that identifies shared burdens, missing margins, 

medication complexity, care fragmentation, and one feasible next step. Test effects on patient 

overwhelm, clinician clarity, hospital use, and quality of life. 

3. Phase-State Immune Care 

Pilot a phase-state formulation template in a rheumatology, asthma, or inflammatory bowel 

disease clinic. Test whether it improves treatment sequencing, patient understanding, 

fatigue/function outcomes, and re-entry measures. 

4. Life-Coherent Mental Health Formulation 

Test the seven-primitives clinical grammar in primary care mental health or psychotherapy 

settings. Assess formulation quality, engagement, safety planning, perceived options, and 

functional recovery. 

5. Caribbean/SIDS Life-Coherent Dashboard 

Develop a participatory dashboard for one island setting that integrates NCD control, medication 

continuity, food environment, heat vulnerability, primary care access, mental-health support, 

kidney protection, water security, and ecological indicators. 

These pilots would make the framework visible, testable, and revisable. 

 

What Success Would Look Like 

A life-coherent research programme would succeed if it helped medicine become more precise 

and more humane at the same time. 

Success would not be proving that one framework explains everything. 

Success would mean: 



 

Better diagnosis without reductionism. 

Better formulation without vagueness. 

Better treatment sequencing. 

Less patient shame. 

Greater treatment feasibility. 

Stronger primary care continuity. 

Improved biomedical outcomes. 

Reduced treatment burden. 

Better recognition of repair and margin. 

Improved public-health design. 

Dashboards that reveal hidden burden. 

Policies that repair niches. 

Communities that define life-capacity in their own terms. 

Clinicians who are supported rather than burdened. 

Patients who can re-enter life more fully. 

That is the researchable promise of life-coherent medicine. 

 

The Central Claim 

Life-coherent medicine becomes scientifically responsible when it becomes researchable, 

testable, revisable, and practically useful. 

Its research agenda asks: 

How do organism–niche relations enable or disable life-capacity? 

What allows healing to complete? 

What blocks repair? 



 

What depletes margins? 

What patterns become conserved? 

What interventions reopen feasible action? 

What dashboards reveal hidden burden? 

What forms of primary care, public health, and commons repair improve outcomes? 

What does re-entry into life look like, and how can it be measured? 

The framework must earn its place by helping medicine see better, act better, and learn better. 

This prepares the final chapter. 

If the research agenda asks how to make life-coherent medicine testable, the conclusion returns 

to the deepest orientation: 

medicine exists to serve life. 

 



 

 

29. Medicine as an Instrument of Life 

Medicine exists because life is vulnerable. 

Bodies break. Breath fails. Blood clots. Infection spreads. Cells turn malignant. Immune systems 

misfire. Kidneys lose filtration. Minds collapse under terror, grief, psychosis, addiction, or 

despair. Children are born into unequal worlds. Elders become frail. Communities are struck by 

storm, heat, violence, hunger, pollution, and loss. 

No civilization, however advanced, abolishes vulnerability. 

Medicine begins there: where life is threatened, suffering appears, and help is needed. 

But medicine is not only a response to vulnerability. 

It is also a promise. 

It promises that suffering will be met with skill, that danger will be recognized, that knowledge 

will be used for protection, that the weak will not simply be abandoned, that the broken will not 

simply be blamed, and that the living person will not be reduced to disease, cost, productivity, 

risk, or data. 

This is why medicine must remain answerable to life. 

Not to technique alone. 

Not to markets alone. 

Not to metrics alone. 

Not to institutions alone. 

Not to professional prestige alone. 

Not to technological possibility alone. 

Not even to disease control alone. 

Disease control matters because life matters. 

The deeper question is always: 

Does this protect, restore, or expand life-capacity? 



 

 

The Purpose Beneath the Tools 

Modern medicine has extraordinary tools. 

It can image the invisible, sequence genomes, block molecular pathways, ventilate lungs, replace 

joints, transplant organs, dialyze blood, suppress destructive immunity, stabilize mood, relieve 

pain, deliver anesthesia, perform microsurgery, prevent infection, screen for malignancy, and 

monitor risk across populations. 

These tools are achievements of civilization. 

But tools can drift from purpose. 

A test can become more important than the person tested. 

A guideline can become more important than the life it was meant to protect. 

A metric can replace the reality it was meant to illuminate. 

A technology can generate data while reducing attention. 

A medication can be added without asking whether the whole regimen can be lived. 

A system can deliver services while exhausting patients, families, and clinicians. 

A market can sell health while conserving disease-producing worlds. 

Life-coherent medicine does not reject the tools. 

It restores their orientation. 

The tool must serve the person. 

The plan must serve healing. 

The metric must serve life-capacity. 

The institution must serve care. 

The economy must serve the life-ground. 

The science must serve truth and repair. 

The clinician’s authority must serve protection, dignity, and possibility. 



 

Medicine becomes an instrument of life when its tools remain answerable to the living whole. 

 

What This Book Has Tried to Show 

This book began with a simple claim: medicine needs a life-coherent turn. (World Health 

Organization, 1948; Engel, 1977; Maturana & Varela, 1980) 

It then protected the ground: disease is real. Diagnosis matters. Emergency care matters. 

Medication, surgery, psychiatry, public health, specialist expertise, screening, vaccination, 

rehabilitation, and palliation matter. 

Life-coherent medicine does not replace these. 

It deepens them. 

It defined health as life-capacity: the capacity to live, repair, relate, learn, participate, belong, and 

flourish within the web of life. 

It placed the organism within the worlds it conserves: food, air, water, housing, work, care, 

family, culture, law, economy, technology, climate, ecology, and meaning. 

It distinguished treatment from healing. 

Treatment may be delivered from outside, but healing must be completed by the living organism. 

It named salugenesis as the inner biology of healing completion and salutogenesis as the outer 

field of health creation. 

It showed that health is sustained when exposure remains within restorative capacity, and disease 

becomes more likely when exposure exceeds repair and margins collapse. 

It named capture modes: the ways systems normalize harm, displace burden, enclose commons, 

and confuse metrics with life. 

It then turned to disease. 

Immune disease appeared as phase-locking: protection that cannot release, defense that cannot 

resolve, repair that overbuilds, memory that cannot update, or re-entry into life that cannot 

complete. 

Neuropsychiatric disease appeared as disturbed living coherence: body, emotioning, felt sense, 

relation, meaning, and possibility becoming narrowed, overwhelmed, or nonviable. 



 

NCDs appeared as conserved organism–niche miscouplings: daily worlds embodied as 

metabolic, vascular, respiratory, renal, emotional, commercial, ecological, and institutional 

disease patterns. 

Multimorbidity appeared as layered miscoupling: many diagnoses carried by one organism-

person living one life. 

The book then turned to practice. 

Diagnosis became coherence assessment. 

The clinical encounter became structural coupling. 

Compliance became co-creation. 

Treatment became protection, repair, margin restoration, and re-entry. 

Minimum sufficient force became the clinical ethic of proportionate action. 

CARE became the practical method: Contextualize, Assess, Re-open, Embed and Evaluate. 

Finally, the book widened to systems. 

Primary care became relational infrastructure. 

Public health became niche repair. 

Civil commons became health infrastructure. 

Dashboards became accountable to life. 

Caribbean/SIDS medicine became a place-based test of organism–niche medicine. 

Safeguards were named. 

Evidence and uncertainty were disciplined. 

Research was proposed. 

All of this returns now to one sentence: 

Medicine exists to serve life. 

 



 

The Patient Is Not the Disease 

The patient is not the disease. 

The disease is real. It must be diagnosed and treated. But the patient is not the disease. 

The patient is the living person who must carry the disease, treatment, uncertainty, fear, family, 

cost, side effects, appointments, hope, shame, body, work, grief, and future. 

The patient is the child whose asthma lives in air, housing, fear, inhaler technique, school, 

caregiver understanding, and breath. 

The patient is the adult whose diabetes lives in food systems, stress, sleep, medication access, 

pain, family meals, shame, and kidney risk. 

The patient is the elder whose heart failure lives in breath, salt, medication, dizziness, transport, 

memory, daughter, sleep, and fear of hospitalization. 

The patient is the person with depression whose world has narrowed until action feels 

impossible. 

The patient is the person with autoimmune disease whose body remains locked in defense and 

whose life is organized around flare, fatigue, pain, and uncertainty. 

The patient is the person with multimorbidity who is not failing care, but often carrying too 

much care without enough margin. 

To see the patient is not to ignore the disease. 

It is to treat the disease in a way that serves the life that bears it. 

 

Medicine as Protection 

Medicine first protects. 

It protects the airway, circulation, brain, kidney, heart, lung, immune boundary, mind, 

pregnancy, child, elder, disabled person, dying person, community, and future. 

It protects through diagnosis, medication, surgery, monitoring, vaccination, sanitation, screening, 

risk reduction, emergency care, mental-health crisis response, and public-health action. 

Protection sometimes requires strong force. 

There is no virtue in undertreating danger. 



 

Life-coherent medicine must never become timid in the face of real threat. 

But protection must remain life-serving. It must not become domination, overmedicalization, 

coercion without justification, surveillance without care, or targets without dignity. 

Protection asks: 

What is threatened? 

What must be done now? 

What is the least excessive force sufficient to protect life? 

What burden will this protection create? 

What repair must follow? 

Medicine is life-coherent when it protects without forgetting the life it protects. 

 

Medicine as Repair 

Medicine also repairs. 

It repairs tissue, function, trust, rhythm, understanding, movement, breath, sleep, meaning, 

relationship, and participation. 

Not all repair is cure. 

Not all damage can be reversed. 

Not all suffering can be ended. 

But repair remains possible in many forms. 

A wound can close. 

Inflammation can resolve. 

A person can sleep again. 

Pain can become less terrifying. 

A family can understand the illness. 



 

A medication plan can be simplified. 

A patient can trust care again. 

A community can rebuild after disaster. 

A person with chronic illness can re-enter life differently. 

A dying person can be accompanied with dignity. 

Repair requires time, resources, relationship, and margin. 

A medicine that only intervenes but does not support repair remains incomplete. 

 

Medicine as Re-Entry 

The final aim of treatment is not only disease control. 

It is re-entry into life. 

Re-entry means the person can participate again, as far as their condition allows. 

This may mean returning to work, school, play, family, worship, community, creativity, rest, 

intimacy, contribution, or ordinary routine. 

It may mean learning to live with disability. 

It may mean remission. 

It may mean palliative comfort. 

It may mean reconciliation. 

It may mean a different body, a different pace, a different future, but still a life. 

Medicine should ask not only: 

Did the marker improve? 

But: 

Can the person live more fully? 

Can the patient sleep? 



 

Move? 

Eat? 

Understand? 

Trust? 

Relate? 

Participate? 

Hope? 

Belong? 

When disease control does not lead to re-entry, care is not yet complete. 

 

The Clinician as Life-Servant 

The clinician’s role is not merely technician, gatekeeper, prescriber, risk manager, data entrant, 

or service provider. 

The clinician is a servant of life under conditions of uncertainty. 

This does not mean sentimental medicine. 

It means disciplined medicine. 

The clinician must know disease. 

Must know danger. 

Must know evidence. 

Must know when to refer. 

Must know when to act. 

Must know when to stop. 

Must know how to explain. 

Must know how to listen. 



 

Must know how to protect dignity. 

Must know how to revise. 

The clinician stands at the meeting point of biology and life-world. 

A blood result must be interpreted in a body. 

A body must be interpreted in a life. 

A life must be interpreted in a world. 

A world must be interpreted without losing the immediate disease. 

This is difficult work. 

That is why clinicians themselves need margins. A society cannot ask clinicians to practice life-

coherent medicine while consuming their time, attention, sleep, dignity, and relational capacity. 

Burned-out clinicians are not failed individuals. 

They are signs that the healing system itself needs healing. 

To protect patients, we must also protect the conditions of care. 

 

The Health System as a Living Relation 

A health system is not only infrastructure, workforce, financing, data, procurement, and policy. 

It is a living relation between society and vulnerability. 

It reveals what a society does when people are sick, frightened, disabled, poor, elderly, mentally 

ill, chronically burdened, or dying. 

A life-coherent health system asks: 

Can people access care before crisis? 

Are they treated with dignity? 

Are medications available? 

Is primary care continuous? 



 

Are specialists reachable? 

Are emergencies handled safely? 

Are mental health needs taken seriously? 

Are chronic diseases followed over time? 

Are families supported? 

Are clinicians given margin? 

Are public-health systems repairing the niche? 

Are dashboards revealing life or hiding burden? 

A health system that treats disease while degrading dignity, exhausting clinicians, fragmenting 

care, and ignoring the conditions that produce illness is not yet life-coherent. 

A life-coherent system becomes a civilizational promise: 

when life is vulnerable, it will be met by knowledge, care, and repair. 

 

Public Health as Love at Scale 

Public health is often described in technical language: surveillance, prevention, regulation, risk 

communication, immunization, sanitation, screening, preparedness, population health. 

All of this is true. 

But at its deepest, public health is love at scale. 

Not sentimental love. 

Not private affection. 

Love in the biological and civic sense: the recognition of the other as a legitimate living being 

whose conditions of life matter. 

Clean water is love at scale. 

Vaccination is love at scale. 

Safe housing is love at scale. 



 

Primary care access is love at scale. 

School nutrition is love at scale. 

Air-quality regulation is love at scale. 

Mental-health support is love at scale. 

Climate adaptation is love at scale. 

Caregiver support is love at scale. 

Protecting children from predatory marketing is love at scale. 

Civil commons are love institutionalized. 

A society that protects the conditions of life is practicing public love, whether or not it uses that 

language. 

Life-coherent medicine invites medicine to remember this. 

 

The Caribbean/SIDS Invitation 

Caribbean and SIDS contexts hold a special invitation. 

They show, at human scale, what the whole world must learn: health is not separate from food, 

climate, water, culture, economy, care, family, ecology, and global justice. 

An island cannot pretend forever that imported food is separate from diabetes, that storms are 

separate from mental health, that tourism is separate from land and labor, that water is separate 

from infection, that coral reefs are separate from livelihood, that medication supply is separate 

from chronic disease, or that climate injustice is separate from bodies. 

Small islands reveal life-coherence because miscoupling becomes visible quickly. 

But they also reveal possibility. 

Strong family networks, cultural memory, primary care relationships, community institutions, 

local food renewal, ecological intimacy, and policy agility can become assets for life-coherent 

transformation. 

The Caribbean question is not only how small islands survive. 

It is how they can help teach the world to see health as organism–niche coherence. 



 

 

The Final Measure 

Medicine has many measures. 

Mortality. 

Morbidity. 

Blood pressure. 

Glucose. 

Renal function. 

Disease activity. 

Oxygen saturation. 

Tumor response. 

Depression scores. 

Hospitalization. 

Readmission. 

Cost. 

Coverage. 

Waiting time. 

Quality-adjusted life years. 

Productivity. 

Service volume. 

These measures matter. 

But none is final by itself. 

The final measure is whether life-capacity is protected, restored, or expanded. 



 

This measure includes biology, but exceeds biomarkers. 

It includes survival, but exceeds survival. 

It includes function, but exceeds productivity. 

It includes choice, but understands the conditions of agency. 

It includes care, but asks whether care can be lived. 

It includes public health, but asks whether the niche is repaired. 

It includes ecology, because life cannot flourish on a damaged life-ground. 

A medicine answerable to life asks at every scale: 

Does this expand or reduce the conditions required for life to live, heal, participate, and flourish? 

That is the master question. 

 

A Closing Clinical Image 

Imagine a patient leaving the consultation. 

Not cured, perhaps. 

Not fully healed. 

Not free of disease. 

But seen. 

The diagnosis has been named. 

Danger has been assessed. 

The treatment has been explained. 

The plan has been simplified. 

The patient knows what to watch for. 

One feasible next step has been chosen. 



 

Shame has been reduced. 

A follow-up has been arranged. 

The clinician has not promised too much. 

The patient has not been blamed. 

The disease remains real. 

But the world has become slightly more navigable. 

This is not small. 

For many patients, this is the beginning of healing. 

Life moves when possibility reopens. 

 

The Work Ahead 

This book is not the final word. 

It is an invitation to practice, test, revise, and deepen medicine’s answerability to life. 

Researchers must operationalize and test the framework. 

Clinicians must adapt it without becoming burdened by it. 

Patients must help correct it. 

Communities must define what life-capacity means in place. 

Public-health teams must turn niche repair into programmes. 

Health systems must protect primary care and clinician margin. 

Policymakers must strengthen civil commons. 

Educators must teach future clinicians to see both disease and life. 

Dashboards must be redesigned. 

Caribbean/SIDS contexts must be taken seriously as places of insight, not merely vulnerability. 



 

The work is large, but the next step is often small. 

A clearer question. 

A better explanation. 

A feasible plan. 

A protected margin. 

A repaired commons. 

A less harmful system. 

A patient treated without shame. 

A clinician given time to care. 

A community allowed to participate. 

A policy made answerable to life. 

This is how large transformations begin: 

not by forcing life, but by removing what blocks it and supporting what allows it to move. 

 

Final Claim 

Medicine becomes life-coherent when it remembers that its purpose is not merely to manage 

disease, deliver services, optimize indicators, or deploy technology. 

Its purpose is to serve life. 

To protect life where it is threatened. 

To relieve suffering where it can be relieved. 

To support healing where healing is possible. 

To preserve dignity where cure is not possible. 

To repair the conditions that make illness more likely than health. 



 

To rebuild the margins through which persons, families, communities, ecosystems, and future 

generations can continue. 

To help life re-enter life. 

That is medicine as an instrument of life. 

And that is the book that has been trying to appear. 

 

 



 

 

Appendix A — Glossary of Core Terms 

Life-Coherent Medicine 

An integrative clinical and public-health grammar that places diagnosis, treatment, prevention, 

measurement, policy, and care within the organism–niche relation, asking whether actions 

protect, restore, or expand life-capacity. 

Life-Capacity 

The capacity of persons, communities, and living systems to live, repair, regulate, relate, learn, 

participate, belong, and flourish within the web of life. 

Health 

Life-capacity enabled. 

Healing 

Life-capacity restored. 

Flourishing 

Life-capacity expressed in dignity, relation, meaning, participation, and ecological belonging. 

Organism–Niche Relation 

The recurrent coupling between a living organism-person and the biological, relational, cultural, 

institutional, ecological, economic, technological, and meaning-making worlds through which 

life is conserved or disrupted. 

Worlds We Conserve 

The repeatable relational fields that persons, families, institutions, economies, technologies, 

cultures, and policies bring forth through ongoing action. In health, these worlds may support 

life-capacity; in disease, they may conserve miscoupling. 



 

Salugenesis 

The organism’s inner biology of healing completion: the movement from danger, defense, 

inflammation, and disruption toward resolution, clearance, repair, reintegration, and re-entry into 

life. 

Salutogenesis 

The outer field of health creation: the resources, meanings, relationships, institutions, 

protections, and affordances that make life comprehensible, manageable, meaningful, supported, 

and repeatable. 

Exposure 

Any repeated burden acting on the organism-person, including physical, chemical, microbial, 

nutritional, psychosocial, commercial, digital, institutional, and ecological burdens. 

Repair 

The biological, relational, psychological, social, ecological, and institutional processes that 

restore integrity, regulation, function, dignity, and participation. 

Restorative Margins 

The reserves that allow persons, families, institutions, and ecosystems to absorb disturbance 

without collapse: time, energy, money, safety, trust, attention, biological reserve, care continuity, 

social support, and ecological stability. 

Capture Modes 

Systemic patterns through which tools, metrics, markets, institutions, technologies, or narratives 

become detached from life and begin normalizing harm, displacing burden, or reducing life-

capacity. 

Measurement Violence 

The reduction of living reality to what is easily counted, such that what matters but remains 

unmeasured becomes ignored, devalued, or shifted onto patients, families, clinicians, 

communities, or ecosystems. 



 

Metric Capture 

The process by which institutions optimize indicators rather than the life-capacity the indicators 

were meant to serve. 

Implementation Violence 

Harm created when technically sound interventions are imposed in ways that ignore context, 

increase burden, reduce dignity, or fail to ask whether people can live with them. 

Commercial Capture 

A pattern in which profit-driven systems shape disease-producing environments while framing 

the consequences as individual failure. 

Epistemic Capture 

The narrowing of what counts as legitimate knowledge so that lived experience, emerging 

patterns, local knowledge, and uncertain suffering are prematurely dismissed. 

Algorithmic Capture 

The use of digital systems, predictive models, or AI in ways that obscure responsibility, amplify 

bias, reduce persons to data profiles, or organize care around the tool rather than life. 

Commons Enclosure 

The privatization, degradation, commodification, or restriction of shared life-support systems 

such as water, food, care, education, public knowledge, ecological stability, and public space. 

Civil Commons 

Shared life-support systems that enable access to life goods without requiring private wealth, 

privilege, or market power as the condition of access. 

Disease as Disturbed Coherence 

A life-coherent formulation in which disease remains biologically real but is also understood as 

disturbance in the organism’s capacity to regulate, repair, relate, participate, and re-enter life. 



 

Phase-Locking 

A maladaptive persistence of an otherwise protective biological or regulatory state, such as 

defense, inflammation, clearance, repair, memory, pain, fatigue, or avoidance. 

Boundary-Coherence 

The organism’s capacity to conserve identity while remaining open to nourishment, microbes, 

relation, learning, repair, and ecological exchange. 

Disturbed Living Coherence 

A neuropsychiatric formulation in which suffering is understood as disturbance across bodily 

regulation, structural coupling, emotioning, felt interiority, meaning, relation, and viable action. 

Miscoupling 

A recurrent organism–niche relation that preserves short-term viability while progressively 

reducing life-capacity. 

Layered Miscoupling 

The interaction of multiple disease processes, exposures, repair deficits, medications, meanings, 

and care burdens in one life, often experienced clinically as multimorbidity. 

Coherence Assessment 

The second layer of diagnosis that asks what exposure, repair deficit, margin depletion, phase-

lock, conserved pattern, or life-process disturbance is present after diagnostic identification has 

protected safety and precision. 

Structural Coupling 

The recurrent interaction between organism and world through which each shapes the other. In 

clinical care, the encounter itself becomes part of the patient’s niche. 

Co-Creation 

The clinical process of designing a feasible, life-protecting plan with the patient rather than 

imposing an abstract plan upon the patient. 



 

Minimum Sufficient Force 

The clinical ethic of acting strongly enough to protect life and support healing, while avoiding 

unnecessary burden, coercion, overmedicalization, or treatment-related miscoupling. 

CARE Method 

The practical method of life-coherent medicine: Contextualize the condition, Assess conserved 

patterns, Re-open a feasible domain of action, and Embed and Evaluate. 

Niche Repair 

The public-health task of reducing harmful exposure, restoring repair conditions, rebuilding 

margins, protecting commons, and designing fields in which health-supporting ways of living 

become easier to conserve. 

Dashboards That Serve Life 

Measurement systems that track not only biomedical outcomes but also exposure reduction, 

repair capacity, margins, dignity, trust, participation, commons, and ecological stability. 

Re-Entry into Life 

The movement by which treatment and healing allow a person to return, as far as possible, to 

meaningful participation in family, work, school, community, rest, creativity, care, or dignity. 

 



 

 

Appendix B — Life-Coherent Clinical Formulation 
Template 

1. Diagnostic Identification 

Primary diagnosis / differential: 

What disease, syndrome, injury, risk state, psychiatric condition, or emergency is present? 

Red flags / urgent risks: 

What must not be missed? 

Biomedical status: 

What markers, findings, tests, imaging, or clinical signs matter? 

Current treatment: 

What treatment is already in place? 

 

2. Current Organismic State 

Which state best describes the organism-person now? 

• acutely unstable,  
• inflamed,  
• infected,  
• defended,  
• sensitized,  
• metabolically overloaded,  
• sleep-deprived,  
• exhausted,  
• collapsed,  
• hypervigilant,  
• dissociated,  
• fibrotic,  
• deconditioned,  
• intoxicated or withdrawing,  
• grieving,  
• socially isolated,  
• overmedicated,  



 

• undermedicated,  
• uncertain.  

 

3. Exposure Pattern 

What burdens are repeatedly acting? 

Consider: 

• physical,  
• chemical,  
• microbial,  
• nutritional,  
• psychosocial,  
• commercial,  
• digital,  
• occupational,  
• institutional,  
• ecological,  
• relational.  

 

4. Repair Pattern 

What normally restores this person? 

What repair is blocked? 

Consider: 

• sleep,  
• nourishment,  
• movement,  
• medication,  
• therapy,  
• care,  
• safety,  
• relationship,  
• nature,  
• rehabilitation,  
• creativity,  



 

• spiritual practice,  
• meaning,  
• ecological stability.  

 

5. Margin Assessment 

What reserves are missing? 

Consider: 

• time,  
• energy,  
• money,  
• trust,  
• safety,  
• transport,  
• medication access,  
• food security,  
• family support,  
• clinician continuity,  
• attention,  
• biological reserve,  
• ecological stability.  

 

6. Conserved Pattern 

What keeps the current pattern repeating? 

Examples: 

• pain → poor sleep → depression → immobility → worse pain,  
• food insecurity → poor diet → diabetes instability → shame → missed care,  
• inflammation → steroids → weight gain/glucose rise → shame/fatigue → immobility,  
• fragmented care → confusion → poor adherence → crisis care,  
• trauma → hypervigilance → insomnia → anxiety → avoidance.  

 



 

7. Next Feasible Transition 

What is the next life-serving movement? 

Examples: 

• danger to safety,  
• inflammation to control,  
• suppression to repair,  
• confusion to understanding,  
• shame to dignity,  
• isolation to support,  
• medication chaos to simplified regimen,  
• no sleep to protected sleep,  
• fear to trusted follow-up,  
• crisis care to continuity.  

 

8. Action Plan 

What action protects life and can be lived? 

Biomedical action: 

Medication, test, referral, monitoring, urgent care, procedure. 

Repair action: 

Sleep, movement, nutrition, therapy, rehabilitation, relationship, rest. 

Margin action: 

Cost reduction, transport, family support, simplification, follow-up. 

Niche action: 

Exposure reduction, housing, food, work, school, public-health referral. 

 

9. Monitoring 

What will show improvement? 

• symptom reduction,  
• marker improvement,  
• fewer crises,  
• better sleep,  



 

• reduced pain,  
• improved function,  
• improved trust,  
• better adherence,  
• less shame,  
• more participation,  
• reduced treatment burden,  
• improved family support,  
• safer environment.  

 

10. Revision 

If the plan fails, what will be reconsidered? 

• wrong diagnosis,  
• wrong phase,  
• unrecognized exposure,  
• insufficient treatment,  
• excessive treatment,  
• missing repair,  
• missing margin,  
• side effects,  
• cost,  
• shame,  
• family barrier,  
• system failure,  
• need for referral.  

 



 

 

Appendix C — CARE Worksheet 

This appendix can repeat Box 2 in a fuller one-page format. 

CARE: A One-Page Clinical Worksheet 

C — Contextualize the Condition 

Diagnosis / clinical concern: 

 

What does this condition make hardest in daily life? 

 

Key contextual factors: 

☐ sleep 

☐ food 

☐ pain 

☐ movement 

☐ family 

☐ work 

☐ cost 

☐ transport 

☐ housing 

☐ medication access 

☐ culture 

☐ climate 

☐ fear / shame 

☐ care continuity 

☐ other: ___________________ 

 

A — Assess Conserved Patterns 

What keeps this pattern repeating? 



 

 

Repeated exposure / burden: 

 

Blocked repair: 

 

Missing margin: 

 

 

R — Re-open Feasible Action 

One feasible next step: 

 

Why this step matters medically: 

 

Why this step is possible now: 

 

Support needed: 

 

Likely barrier: 

 

 

E — Embed and Evaluate 

How will this be built into daily life? 



 

 

Follow-up plan: 

 

What will show improvement? 

 

What will we revise if it fails? 

 

 



 

 

Appendix D — Minimum Sufficient Force Table 

Minimum Sufficient Force Decision Sequence 

1. Identify danger. 
What harm may occur if action is delayed?  

2. Assess phase. 
Is the person in acute danger, stabilization, repair, reintegration, palliation, or 
chronic maintenance?  

3. Assess margin. 
How much complexity can the person carry now?  

4. Choose force. 
What action is strong enough to protect life?  

5. Assess treatment burden. 
What cost, side effect, fear, complexity, or disruption does the action create?  

6. Sequence care. 
What must happen first, second, later?  

7. Monitor response. 
What will show that the action is helping?  

8. Revise. 
Should care be intensified, simplified, stopped, or redirected?  

Practical Clinical Reminder 

Under-force abandons life to danger. 

Over-force makes care itself a burden. 

Minimum sufficient force protects life while preserving the conditions for healing. 

 



 

 

Appendix E — Six-Level Evidence Ladder 

This appendix can expand Table 4 slightly. 

Level 1 — Established Clinical Practice 

Use with strongest authority. Do not displace with the life-coherent framework. 

Level 2 — Strong Mechanisms 

Integrate confidently, while respecting disease and context specificity. 

Level 3 — Plausible Integrative Synthesis 

Use as an organizing frame and hypothesis generator. 

Level 4 — Clinical Formulation Grammar 

Use pragmatically; evaluate by clinical usefulness, safety, feasibility, dignity, and outcomes. 

Level 5 — Emerging or Contested Claims 

Use calibrated openness. Avoid both dismissal and premature certainty. 

Level 6 — Metaphor and Heuristic 

Use to clarify meaning and orientation. Do not treat as mechanism or proof. 

Responsible Translation Rule 

Say clearly whether a claim is established, probable, plausible, uncertain, contested, or 

metaphorical. 

 



 

 

Appendix F — Caribbean/SIDS Life-Coherent Priorities 
Checklist 

A. Primary Care and Continuity 

☐ Strengthen primary care continuity 

☐ Support team-based chronic disease care 

☐ Integrate mental health into primary care 

☐ Build family-centered care pathways 

☐ Protect clinician margin 

☐ Improve referral coordination 

B. Food and Metabolic Health 

☐ Strengthen school nutrition 

☐ Reduce ultra-processed food exposure 

☐ Support local agriculture and fisheries 

☐ Protect culturally grounded healthy meals 

☐ Improve food labeling and public education 

☐ Address food affordability 

C. Climate and Disaster Continuity 

☐ Develop heat-health plans 

☐ Protect kidney health under heat exposure 

☐ Ensure medication continuity after storms 

☐ Protect dialysis continuity 

☐ Protect oxygen and refrigeration needs 

☐ Prepare mental-health support after disasters 

D. Civil Commons 

☐ Protect water security 

☐ Strengthen public health surveillance 

☐ Improve housing quality 

☐ Protect safe public spaces 



 

☐ Support caregivers 

☐ Protect ecological commons 

E. Dashboards 

☐ Track NCD control 

☐ Track medication availability 

☐ Track primary care continuity 

☐ Track heat and climate vulnerability 

☐ Track food environment indicators 

☐ Track kidney health 

☐ Track mental-health access 

☐ Track caregiver burden 

☐ Track trust and dignity in care 

F. Equity and Global Responsibility 

☐ Avoid island blame 

☐ Recognize external climate burden 

☐ Address trade and import dependence 

☐ Protect local agency 

☐ Strengthen regional cooperation 

☐ Make global systems answerable to SIDS vulnerability 

 



 

 

Appendix G — Life-Coherent Dashboard Indicator Menu 

This appendix should not be read as a requirement to measure everything. It is an indicator menu 

from which a practical dashboard can be selected. 

1. Biomedical Protection 

• blood pressure control,  
• HbA1c / glycemic control,  
• renal function monitoring,  
• lipid management,  
• cardiovascular events,  
• asthma control,  
• cancer screening,  
• vaccination coverage,  
• psychiatric safety indicators,  
• disease activity scores,  
• hospitalization,  
• readmission,  
• mortality,  
• medication safety.  

2. Exposure Reduction 

• air quality,  
• smoke exposure,  
• mold / damp housing,  
• heat exposure,  
• unsafe food exposure,  
• ultra-processed food availability,  
• alcohol and tobacco marketing,  
• occupational risk,  
• violence exposure,  
• digital sleep disruption,  
• disaster vulnerability,  
• water contamination,  
• environmental toxins.  



 

3. Repair Capacity 

• sleep sufficiency,  
• food security,  
• access to safe movement,  
• rehabilitation access,  
• mental-health support,  
• social connection,  
• green/blue space access,  
• caregiver support,  
• palliative care access,  
• therapy access,  
• community support,  
• cultural resources.  

4. Restorative Margins 

• medication affordability,  
• appointment availability,  
• transport access,  
• continuity of care,  
• financial strain,  
• clinician workload,  
• family caregiving burden,  
• medication supply reliability,  
• emergency preparedness,  
• community trust,  
• social protection,  
• climate resilience.  

5. Dignity, Trust, and Participation 

• patient-reported dignity,  
• trust in care,  
• understanding of care plan,  
• shared decision-making,  
• cultural safety,  
• stigma reduction,  
• treatment burden,  
• school participation,  
• work participation,  
• disability access,  
• elder inclusion,  



 

• mental-health inclusion.  

6. Civil Commons and Ecological Stability 

• clean water access,  
• sanitation,  
• public health capacity,  
• primary care coverage,  
• school nutrition,  
• safe public spaces,  
• housing quality,  
• food-system resilience,  
• ecological health,  
• coastal protection,  
• waste management,  
• climate adaptation readiness,  
• public knowledge access,  
• digital public-health integrity.  

Dashboard Design Rule 

Choose the fewest indicators that reveal the most important life-capacity pattern and can guide 

action. 

A dashboard that measures everything measures nothing. 
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Back Cover Synopsis 

Life-Coherent Medicine offers a new clinical and public-health grammar for medicine in an age 

of chronic disease, multimorbidity, mental suffering, climate stress, and fragmented care. 

It begins from a simple safeguard: disease is real, diagnosis matters, and evidence-based 

treatment remains indispensable. But disease is not the whole story. Patients are living organism-

persons embedded in worlds of food, water, air, family, work, culture, institutions, technology, 

climate, and ecology. Healing therefore requires more than intervention. It requires the 

restoration of life-capacity. 

This book develops a life-coherent framework for understanding health as life-capacity enabled, 

healing as life-capacity restored, and medicine as a disciplined practice of protection, repair, 

margin restoration, and re-entry into life. It introduces salugenesis, salutogenesis, exposure–

repair–margin assessment, immune disease as phase-locking, neuropsychiatric disease as 

disturbed living coherence, NCDs as conserved organism–niche miscouplings, and 

multimorbidity as layered miscoupling. 

Moving from clinic to commons, the book offers practical tools for diagnosis, clinical encounter, 

co-creation, minimum sufficient force, the CARE method, primary care, public health, 

dashboards, civil commons, and Caribbean/SIDS health planning. 

Its central claim is clear: medicine exists to serve life. 
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