Internal Medicine Made Easy

A Life-Coherent Guide to Clinical Reasoning,
Physiology, and Healing.

Dr. Bichara Sahely, BSc (Biology), MBBS, DM (Internal Medicine).

CLINICAL REASONING FROM DANGER TO REPAIR.
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Textbooks teach isolated diseases, but patients arrive
as whole, interconnected living systems.

The Textbook The Patient
Cardiology Nephrology Breathless
S
<AV
: Poor home
Pulmonology Psychiatry support
Medical education fragments the body into Real patients present with overlapping failures:
organ systems and clean disease labels breathless + confused + frail + poor home support

“A patient rarely arrives with a single isolated problem... They arrive
as whole persons. Yet medical learning often fragments them.”
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Shift your clinical focus from matching disease labels
to protecting the patient’s capacity to live.

Traditional Reasoning

=

Core Question: What disease label fits?

Focus: The laboratory result, the isolated
organ, the textbook criteria.

Outcome: The chart is treated, but the
patient remains unsafe.

Life-Coherent Reasoning

y
I

Core Question: What is happening to
this patient’s capacity to live?

Focus: The living person, functional loss,
dignity, agency, and environment.

Outcome: Care is organized around the
patient’s living good.
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DANGER

What could seriously
harm this patient
now or soon?

6

2,

REPAIR
TRAJECTORY SYHDH_QME
What should What clinical
i attern is
improvement actually p

look like? present?

The Living Patient:

Whole-person care remains
the center of every
clinical decision.

WISE : CAPACITY
PERTURBATION \ / FAILURE
What action helps Which life-capacity

more than harms?

is threatened?

<

COUPLING
CONDITIONS

What patient-specific !
context shapes risk’

The Life-Coherent Clinical Loop organizes medical complexity around the living patient.

&1 NotebookLM



Danger-first reasoning is not panic, but an ordered
attention to what must not be missed.

Whole-Person Safety
Unsafe discharge, Suicidal intent,
Safeguarding risks, Critical lab results unread.

The ABCDEG screen:
Airway, Breathing, Circulation,
Disability, Exposure, Glucose

Time-Critical Risks

hysiolog, _
v gfﬂ.ﬁ'jﬂ
Immediate Q}%
Physiological %
Danger

Airway obstruction,
Shock, Sepsis,

e
Sal

Severe Hypoglycemia,

gl el R e S e L |
Danger-first medicine gives clinical
Acute Coronary Syndrome, reasoning its moral urgency.
Stroke, Hyperkalemia, Spinal _
cord compression The first duty is to answer:
Is this patient safe right now?

&1 NotebookLM



Transform raw, isolated symptoms into structured
clinical syndromes to guide safe action

Raw Symptom
(What the patient experiences)

Time course

.\

(Sudden ve Gmdual] ' /
Severlty o

\ (Vitals, Distress)
Clinical Modifiers Associated Faaturas‘

A symptom is what the patient feels.
A syndrome is the clinical pattern
that organizes uncertainty.

tf'rwe-ahnq Fever) J /

o Fa tient Context Py
N (Ags, Comorhidities) l

\

i
LT

Acute central pressure with
autonomic sympltoms in a

Structured Syndrome diabetic patient

(Output) OR
Acute dyspnea with hypoxia.
fever, and tachypnea in frallty.
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Interpret every disease label through the specific
life-capacities it threatens, impairs, or destroys.

1. Oxygenation:
Gas exchange,
ventilation

8. Participation &
Agency: OE,_@O

Mobility, cognition, :
soclal connection -~

7. Regulation & =P
Coordination: {31{-04,
Homeostasis, rhythms

&

A

2. Circulation:
Pump, volume,

perfusion

6. Repair &

Remodeling:
Tissue healing

3. Energy
Transformation:
Metabolic balance

@]\ 4. Clearance &

Transformation:
@[7 Renal/hepatic
filtration

5. Defense & Tolerance:
Immunity, inflammation
balance

Disease must be understood through capacity. What can the patient no longer sustain?
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The same disease label looks fundamentally different
depending on which cascading capacities are failing.

[Disease Label] [Primary Capacity Failure] [Secondary Threats]

Threatens Clearance (Kidneys),
Heart Failure Fails Circulation Oxygenation (Pulmonary edema), and
Mobility (Severe breathlessness).

Threatens Cognition (Delirium),

Pneumonia Fails Defense Hydration, and Oxygenation (Hypoxia).

Threatens Agency, Mobility (Falls risk),

Delirium Fails Regulation & Cognition and Dignity.

Synthesis Note: Severity is not just the name of the disease.
It is the degree to which life-capacity is threatened.
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lliness persists when a patient is structurally coupled
to conditions that block their recovery.

: Medicines: Harmful
System Delays: |[[NABY E . . .
: - interactions, side effects (e.qg.,
Missed results, delayed follow-up. P Eo NSAIDS worsening ki dnez»,Es].g

Health Literacy: ® | | Frailty & Reserve:
Misunderstanding { "1 J| | p— | Small stressors overwhelming
instructions, fear of treatment. - . ' the system.

Caregiver Support: Home Environment:

Exhaustion, inability to gf | ) | Stairs, lack of transport, isolation.
assist with complex plans. :

e -

the patient cannot live becomes an unsafe
plan. Context is not an “extra"—it
determines whether care can work. J
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Every treatment is a perturbation that must be rigorously
weighed for proportionality and feasibility.

il
1. Indicated: There is a clear
Possible reason tied to a failing capacity.

Harm/Burden

Likely 2. Proportionate: The burden
Benefit of the intervention fits the likely
benefit and patient goals.

3. Feasible: The patient can
actually afford, understand,
and live the plan.

Diuresis: Sedation: 4. Monitorable: The clinical

Better breathing vs. srd Calmer immediate behavior team knows exactly how to
Worse kidneys. vs. Worse delirium/falls. track both response and harm.

Core Question: What action helps most, with the least harm, for this specific patient at this time?




Healing is not just better lab numbers; it is the measurable
return of function, safety, and agency.

Hours - Danger Controlled Days - Physiology & Function Discharge - Support Secured

il

Mobility and unassisted

P——— . ki : -

/—o Vital signs stabilize. walking retum cl : Medlc_:lnea are
Confusion clears. = simplified and

Oxygen understood.
requirement falls. Urine output ‘}1 Caregiver is prepared.

Improves. :
Pain eases. o Pending results are owned.
“—o Follow-up is arranged.
Oral intake
. improves.

Y Se—— S ——— — N — S —— —_— e = =

( The Reassessment Loop:
Failure to hit these milestones is not a cue for “more
of the same,” but a signal to re-enter the clinical loop. J
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The loop in practice: decoding acute fluctuating
confusion in an 84-year-old with frailty

[ Patient Context: 84yo woman with baseline dementia, sudden confusion overnight, and oliguria. ]

’

e

Hypoxia, hypoglycemia,

hidden sepsis, urinary

retention, stroke.
= S

g

r

2. Syndrome

0—0 Acute fluctuating

¢ ]

4. Coupling

O0—0O Treat physical triggers,

Baseline dementia, a

confusion in frailty
(Delirium until proven 2 2 >

O—

F_"

otherwise). N2
P!

= N
- |
= |

| | e T [ :'._ "I' : |
=¥, I I
| o R J 3 |

Cognition is failing.
Safety and Regulation are

|
threatened. |
I

5. Perturbation

newly prescribed sedative, ¢—9 stop the sedative, hydrate

dehydration, ward
environment.

&

carefully, avoid further
chemical restraint.

Q@' »

|

& & 1

Attention span improves,
urine output returns,
family recognizes a return

toward baseline. %
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The bedside habit: six questions to anchor your
clinical reasoning on every ward round.

i T,

{

1. Danger: What
: ' must n
@ be missed right now? g

20 2. Syndrome: What ofin:
| ( + What clin
pattern ig present? g

Capacity: What can the
patient no longer sustain?

| 4. Coupling: What k

| : g

| @ the problem going? =
|
| @ 2. Perturbation: What action
| helps most with the least harm?
| .
: @ 6. Repair: How will we
| actually recognize healing?

...............

Frameworks support attention, they do not replace it. Use knowledge,
evidence, and humility in service of the living patient.
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