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Preface

For twenty-five years, I believed that clinical reasoning was something only a human mind could do well. I was wrong about the “only.” I was right about the “well.”

That distinction — between what AI can do and what it means to do it well — is the subject of this book. It is not a book about artificial intelligence. There are plenty of those, and most of them are either too optimistic or too frightened to be useful. This is a book about you: the clinician who trained for a decade or more to do something extraordinarily difficult, and who now faces the unsettling possibility that a machine can do parts of it faster, more consistently, and at a scale you cannot match.

The unsettling part is real. I feel it. If you are honest, you feel it too.

But here is what I have come to believe after years of working at the intersection of clinical medicine, artificial intelligence, and health system design: the arrival of AI in clinical practice is not the end of the great clinician. It is the beginning of a new kind of great clinician — one whose expertise operates at a higher level of abstraction than any generation before.

I call this Vibe Medicine. The term comes from software development, where “vibe coding” describes a new practice: developers describe what they want in plain language, let AI generate the code, iterate by feel, and ship products they do not fully understand at the line-by-line level. The best vibe coders are not those who abandoned programming fundamentals. They are those who understood the fundamentals deeply enough to recognise when the AI was producing garbage.

Medicine is arriving at the same inflection point. A physician describes a patient’s presentation to an AI system. The model returns a differential diagnosis, a treatment protocol, a risk score. The physician reviews it, feels it aligns with their clinical gestalt, and proceeds. They did not derive the reasoning from first principles. They did not interrogate every link in the evidence chain. They vibed with the output — and their patient was better served for it.

Or worse served. Because AI also fails. It fails silently, systematically, and with unnerving confidence. And the physician who cannot tell the difference between a reliable AI output and a plausible hallucination is not practising Vibe Medicine. They are practising blind medicine. That is not what this book advocates.

What this book advocates is the Orchestrator Physician: a clinician who understands AI well enough to ask the right questions, who possesses deep enough clinical knowledge to evaluate the answers, who has the judgment to know when to trust and when to override, and who takes full accountability for every decision — regardless of whether the reasoning was derived or curated. The Orchestrator is not a lesser physician. They are a physician operating at a higher level of capability, serving more patients, catching more diagnoses, and spending more of their finite human attention on the things that require human presence: empathy, ethical reasoning, the therapeutic relationship, and the irreducible art of caring for a person who is suffering.

That is the physician I want to help train. That is the clinical identity I believe the profession needs. And that is what this book is about.

A note on how to read it. The book is structured as a journey, not a debate. Part I describes the shift that is already underway. Part II defines the new clinical mind that the shift demands. Part III shows what Vibe Medicine looks like in practice — across specialties, across settings, for patients and for clinicians, including when it goes wrong. Part IV provides the practical toolkit for becoming the Orchestrator, whether you are a medical student, a mid-career attending, or a health system leader. Part V looks at the frontier — where this is heading, and what we must fight to preserve along the way.

I have tried to be honest throughout. Where the evidence supports AI, I say so. Where it does not, I say that too. Where I am uncertain — and there is a great deal of uncertainty — I try to name the uncertainty precisely rather than hiding it behind either enthusiasm or scepticism.

One more thing. I built a system called GenieRx — a multi-agentic AI clinical decision support platform that deploys over fifteen subspecialist AI agents for frontline health workers in Zambia, Thailand, and South Africa. It is the Vibe Medicine concept made operational. A community health worker with GenieRx has access to the equivalent of a multidisciplinary specialist consultation on a basic smartphone. I reference it in this book not because it is the only example of Vibe Medicine in practice, but because I believe you cannot write credibly about the future of clinical AI without having built something yourself. Theory is cheap. Building is where the real learning happens.

The machines are here. They are not going away. The question is not whether to use them. It is whether we will use them wisely — with the clinical depth, the ethical seriousness, and the human commitment that our patients deserve.

That is the question this book tries to answer.

Rubin Pillay

Birmingham, Alabama

2026







Part I — The Shift

The moment that is redefining what it means to practise medicine


Chapter 1: The Developer Who Stopped Writing Code

How a single tweet reframed an entire profession — and why medicine is next.

In February 2025, Andrej Karpathy — one of the founding members of OpenAI, former director of AI at Tesla, and one of the most respected minds in machine learning — posted a tweet that detonated like a quiet bomb across the software industry. He described a new way of writing software: you describe what you want in plain language, the AI generates the code, you run it, see what happens, and iterate by feel. You do not read every line. You do not understand every function. You accept the output, test it against reality, and adjust.

He called it vibe coding.

The reaction was immediate and polarised. Senior engineers were appalled. Decades of discipline — clean code, test-driven development, code review, documentation — dismissed in a tweet? Junior developers were thrilled. The gatekeeping skills that had taken years to learn were suddenly optional. And a third group, the most interesting one, was thoughtful: they recognised that something genuinely new was happening, that it had real power, and that it also had real danger.

Within months, vibe coding was everywhere. Products that would have taken teams of engineers weeks to build were being shipped by individuals in hours. Startups launched with codebases their founders could not fully explain. And — here is the part that matters — some of those products were excellent. Not all. Not most. But enough to prove that the practice was not a gimmick. It was a structural shift in how software gets made.

The shift was not from competence to incompetence. It was from derivation to curation. The vibe coder does not generate the code. They evaluate it. They select it. They contextualise it. They take accountability for it. The skill has not disappeared — it has moved up a level of abstraction.


We Have Been Here Before

Every generation of medicine has had its vibe shift — a moment when a new tool threatened to make a hard-won skill obsolete, and the profession had to decide whether to resist or adapt.

When René Laennec introduced the stethoscope in 1816, physicians who had spent careers mastering the art of direct auscultation — pressing their ear to the patient’s chest — dismissed the device as a barrier between doctor and patient. The tool, they argued, would erode the clinical intimacy that made diagnosis possible. They were wrong. The stethoscope extended perception. It did not replace judgment.

When Wilhelm Röntgen’s X-rays arrived in 1895, surgeons who had relied on palpation and anatomical knowledge to locate pathology viewed imaging as a crutch. The machine, they said, would make physicians lazy — they would look at pictures instead of examining patients. They were wrong again. Imaging extended the clinician’s ability to see. It did not replace the ability to think about what was seen.

When evidence-based medicine formalised the use of statistical evidence in clinical decision-making in the 1990s, experienced clinicians objected that reducing medicine to algorithms would destroy the art of practice — the clinical instinct that decades of experience had refined. They were partially right about the risk and entirely wrong about the direction: EBM did not kill clinical intuition. It disciplined it.

Each time, the pattern was the same: an established skill felt threatened, practitioners who had built their identity around that skill resisted, and eventually the profession adapted — not by abandoning the old skill but by integrating the new capability at a higher level. The clinician who uses a stethoscope is not a lesser diagnostician than the one who used direct auscultation. They are a more capable one.

AI is that moment again. But at a different order of magnitude.



The Pivot

Here is what makes this time genuinely different. The stethoscope extended perception. Imaging extended vision. EBM extended the evidence base. AI extends cognition itself. It does not give you better data to reason about. It reasons. It generates differential diagnoses. It synthesises clinical evidence. It identifies patterns across thousands of variables simultaneously. It does the thing that physicians have always considered their most irreplaceable capability: it thinks about clinical problems.

Not as well as the best human clinician in every case. But better than most human clinicians in many cases. And at a speed and scale that no human — no matter how brilliant — can match.

That is the vibe shift. And it has already arrived.


Key Takeaway

Vibe coding shifted software development from derivation to curation — from writing code to evaluating AI-generated code. The same shift is arriving in medicine: from deriving clinical reasoning to curating AI-generated reasoning. Every generation of medicine has faced a version of this shift (stethoscope, imaging, EBM). Each time, the profession adapted by integrating the new capability at a higher level. AI is that moment again — but it extends cognition itself, not just perception or evidence.








Chapter 2: The Physician Who Stopped Deriving Diagnoses

What Vibe Medicine looks like on the ground today. Not future tense — present tense.

This is not a hypothetical. Vibe Medicine is happening in emergency departments, outpatient clinics, radiology suites, and primary care offices right now. Three clinical scenarios — drawn from real practice settings in 2025 and 2026 — illustrate what it looks like when a physician shifts from derivation to curation.


Scene 1: The Emergency Department, 2:47 AM



A 58-year-old man presents with chest pain, diaphoresis, and nausea. The emergency physician orders an ECG, troponin, and chest X-ray — the standard workup she has performed a thousand times. But tonight she also does something new: she enters the patient’s presentation, vital signs, and initial labs into a clinical AI system. Within 30 seconds, the model returns a differential — STEMI (high probability), aortic dissection (moderate, given asymmetric blood pressures), pulmonary embolism (low but non-zero, given recent travel history the patient mentioned in triage).



The emergency physician did not generate this differential. But she recognises it as better than the one she would have generated alone. She had not noticed the blood pressure asymmetry. She had not connected the travel history to PE risk — it was buried in the triage note she had not yet read. The AI caught what her cognitive bandwidth, at 2:47 AM on a shift with 23 other patients, would not have caught.



She does not blindly accept the AI’s output. She checks the blood pressures herself. She pulls up the triage note. She considers and dismisses the PE given additional history. But the AI expanded her differential at the moment she needed it most — and the aortic dissection consideration, which she would have reached eventually but not immediately, may have saved a life.



She vibed with the output. And her patient was better served for it.




Scene 2: The Primary Care Clinic, 10:15 AM



A 34-year-old woman presents for a routine follow-up of her type 2 diabetes. The primary care physician reviews her labs on the screen while the ambient AI documentation system captures their conversation in real time. As they talk, the AI generates a structured clinical note — chief complaint, history of present illness, assessment, plan — without the physician typing a single character.



Then the AI does something more. It flags a pattern the physician had not assembled: the patient’s HbA1c has drifted upward across three consecutive visits (6.8 → 7.2 → 7.6), her BMI has increased, and her pharmacy fill data shows she has not picked up her metformin in 6 weeks. The AI generates a contextual alert: “Possible medication non-adherence. Consider addressing barriers to adherence before escalating pharmacotherapy.”



The physician did not derive this pattern. She had the data — it was all in the chart — but she had not connected the three trends across three visits while simultaneously managing 18 other patients that morning. The AI connected it for her.



She asks the patient about the metformin. The patient admits she stopped because of GI side effects she was too embarrassed to mention. They switch to extended-release formulation. The HbA1c stabilises at the next visit.



The physician did not reason from first principles. She curated an AI-generated insight — and it changed the trajectory of her patient’s disease.




Scene 3: The Radiology Reading Room, 3:30 PM



A radiologist reviews a chest CT. She is looking for the pulmonary embolism the ordering physician suspects. The AI pre-read system has already flagged the study: no PE identified. She confirms — no filling defects in the pulmonary vasculature. Study negative for the clinical question.



But the AI has also flagged something else: a 6mm pulmonary nodule in the right lower lobe that meets Fleischner criteria for follow-up. The nodule is real. The radiologist can see it now that it has been pointed out. But she was looking for PE, and in a busy reading room processing 80 studies per day, incidental findings are exactly the kind of thing that gets missed — not because the radiologist is careless, but because human attention is finite and directed by the clinical question.



The AI had no clinical question. It processed the entire study. It found everything.



The radiologist did not find the nodule. The AI did. But it was the radiologist who decided what to do about it — who determined that this finding, in this patient, with this clinical context, warranted a follow-up recommendation. The finding was AI-generated. The judgment was human.



Three encounters. Three specialties. Three physicians who did not derive their key clinical insight from first principles — who instead curated, contextualised, and acted on AI-generated outputs. None of them were lazy. None of them abdicated judgment. All of them provided better care than they would have without the AI.

This is Vibe Medicine. It is already here. The question is not whether to practise it. The question is whether to practise it well.


Key Takeaway

Vibe Medicine is not hypothetical — it is happening now in emergency departments, primary care, and radiology. In each case, the AI expanded the clinician’s cognitive reach: catching a blood pressure asymmetry at 2:47 AM, connecting three visits of drifting HbA1c to medication non-adherence, finding an incidental nodule the radiologist wasn’t looking for. The physician did not derive the insight. They curated it. And the patient was better served.









Part II — The New Clinical Mind

*Defining what Vibe Medicine is
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You’ve just read the free sample of Vibe Medicine.

The full book contains 18 chapters across five parts — covering everything from the cognitive science of clinical intuition to the practical Monday Morning guide for integrating AI into your practice this week.


What comes next:

Part II — The New Clinical Mind - Chapter 3: Defining the Vibe — the rigorous definition and the Derivation-to-Curation Spectrum - Chapter 4: The Cognitive Science of Clinical Intuition — Kahneman’s System 1/System 2 in the clinic - Chapter 5: The Orchestrator Physician — the new clinical identity

Part III — Vibe Medicine in Practice - Chapter 6: Anatomy of a Vibe Medicine Encounter — five stages, step by step - Chapter 7: When the Vibe Is Wrong — five failure modes and the Override Protocol - Chapter 8: The Patient in the Room — consent, trust, and the patient experience - Chapter 9: Across Specialties — what Vibe Medicine means for your practice - Chapter 10: The Democratisation Dividend — GenieRx and fifteen subspecialists on a smartphone - Chapter 11: Accountability in an AI-Mediated World — law, ethics, and the accountability triad

Part IV — Becoming the Orchestrator - Chapter 12: The Bandwidth Problem — why you need this (the patient safety case) - Chapter 13: The Curriculum Medicine Doesn’t Have Yet - Chapter 14: The New Residency - Chapter 15: The Monday Morning Chapter — what to do this week - Chapter 16: Leading the Vibe Shift in Your Health System

Part V — The Frontier - Chapter 17: Beyond Orchestration — the five levels of clinical AI autonomy - Chapter 18: What We Must Not Lose — a meditation on the irreducible human core of medicine

Epilogue: The Physician I Want to Be
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