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COBPEMEHHBIE IOJXO0/bI K JIJEHEHHIO BOJIBHBIX
C TrHOMHO-HEKPOTUYECKHMM IMOPAKEHASMUA
CHHJIPOMA TUABETHYECKOM CTOIIBI
Kusumenxo A A., T'oponoBa-Angpeesa T.B., JIsixoscknii B.W.

KonmyecTBo GONBHBIX CaxapHbIM THa0EeTOM BO BCEM MHpE
YBEJIMYUBAETCS C T€OMETPHIECKON IPOrPECCHeil, a 3HAYUT M pacTer
KOJIMYECTBO OCJIOKHEHHUH. CHHIPOM AHA0CTHYCCKON CTOIBI SIBISCTCS
JIHACPOM  Cpeid  TPUYHMH, KOTOpbIE MPUBOISIT K  PaHHEH
WHBAJIMAN3AIMN [AlMEHTOB. [l03TOMY MOHMCK HOBBIX JI€UeOHBIX
TaKTHK SABJSIETCS MOCTOSHHBIM IPOIIECCOM, MOTHBHPYET XHPYPrOB U B
CBOIO Odepelb OTKPHIBAET HOBBIE BO3MOXKHOCTH B JICYEHHH
pa3I4YHBIX (JOPM THOWHO-HEKPOTHYECKHX IPOLECCOB y OOJBHBIX C
caxapHbiM  gquaberoMm. Tepamusi  OTPHIATENBHBIM  J[ABICHUEM
BBICTYIIAET KaK OJIHA M3 CaMbIX MEPCICKTUBHBIX HA CETOMHS. A psi
NPOBEJCHHBIX PAaHIOMHU3HUPOBAHHBIX KIMHMYECKUX HCCIICAOBAHHUIMA
ye cerofiHs gokasanu ee 3p(HeKTUBHOCTh Ha MpakTuKe. [IpuMeHeHne
BaKyyMHO Tepanuu Kak COCTaBHOTO KOMIIOHEHTA
KOMOHHHPOBAHHOTO JICYCHUSI THOWHO-HEKPOTHYECKUX IOPAKEHHUI
CHHIPOMa IUabeTHYECKOM CTOIBI MO3BOJISICT 3HAYMTEIBHO YCKOPHUTH
PEKOHBAJICCIICHIIMIO U CYHIECTBEHHO YMEHBIINTH HPOIEHT BBICOKHX
amIyTanuii B Gyaymiem.

KaroueBble  ciaoBa:  caxapHblii  jauaber,  CHHAPOM
MabeTHYECKOM CTOIIbI, PAHEBOH MPOIIECC, BAKYYMHAs TEPAIIUs PaH.
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MODERN APPROACHES TO TREATMENT
OF PATIENTS WITH PURULO-NECROTIC
LESIONS OF DIABETIC FOOT SYNDROME

Kizimenko A.A., Gorodova-Andreeva T.V.,

Lyakhovskiy V.1.

The number of patients with diabetes mellitus
worldwide increases with geometric progression,ciwhi
means that % of complications increases as well.
Diabetic foot syndrome is the leading cause ofyearl
disability of patients. Therefore, the search fawn
therapeutic tactics is a constant process thatvates
surgeons and in turn opens new opportunities in the
treatment of various forms of purulent-necrotic
processes in patients with diabetes mellitus. Thera
with negative pressure is one of the most promising
nowadays. A number of conducted randomized clinical
trials have already proved its effectiveness irctice.
The use of vacuum therapy as an integral compasfent
the combined treatment of purulent-necrotic lesions
diabetic foot syndrome can significantly accelerate
reconvalescence and reduce % of high amputations in
the future.

Key words: diabetes mellitus, diabetic foot
syndrome, wound process, vaccum therapy of wounds.
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This article aims at analyzing the main approadres principles of professional communication betwpediatric
dentists and their patients. Communication skilksane of the major competences in the pediatinicel practice. Dealing with
children of all ages, the dentist have to take mtoount the level of child’s development, to cleos to design a special
approach to each of the patients, to demonstraké-ftlendly and encouraging attitude. The abilityinvolve the parents into
trust relationship and to build up cooperationris of determinant factors in reaching successéaittnent outcomes.

Key words: children, pediatric dentist, communicative compete communication.

Communication skills are considered as one of tA@pncompetences for dental professionals,
both in their own right and for underpinning otldomains of patient-centred care. Effective verbal
communication is essential for successful denthtiment: it contributes to establishing a trusting
relationship with the child patient and engageth@cooperation in the provision of oral healthecall
pediatric dentists agree as to the importance dfalfecommunication in making the child’s exposuwoe t
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dentistry more pleasant and acceptable. Wurstal Bave shown that a child’s behavior dependsen t
communication pattern of the dentist [9]. Thus, ommication can be regarded as a main part of the
clinical activity of pediatric dentistry and its fe€tiveness can considerably influence the treatmen
outcomes.

The purpose of the present study is elucidating and analysihg main principles and
characteristics of the paediatric dentist-patienth points.

The communicative competence of dental professsomalludes the awareness of: types and
functions of communication and interaction; typéshmaracters and temperaments of children, asasell
their behavioural patterns; age characteristicshilfiren's behavioural pattern and factors influegc
their behaviour; techniques of controlling the dtein behaviour (behavioural-management techniques);
rules and forms of behavioural etiquette; rules fomths of speech etiquette; psychological techrsque
and methods of persuading and influencing peofidifyato watch people while communicating with
them and draw right conclusions about their pergyrtaaits and emotional state; ability to chooight
role model and to follow the example of your roledel ability to evoke trust by demonstrating care,
compassion and kindness [3].

The first step initiating the provision of dentare starts with getting into contact with the
patient. This is the step of making first impressand laying the foundations of further interpeedon
interaction. Good communicative skills are esséfviapediatric dentists as they have to deal miy o
with small patients, but to build up and keep thlations with their parents who are often biaseireay
all doctor’s actions and recommendations. It isessary to stress that many parents today attempt to
“become a friend” to their child and lose the apilio set boundarief8] that should be taken into
consideration by medical professionals. The fingbriession of a child about a doctor will considérab
predetermine their relationship, compliance to tueaand preventive treatment including taking
medication, keeping on diet, regimen, and perfogrother oral care routine. In other words, child’'s
behavior may range from cooperative to appreherisidefiant, and vice versa. As a barrier to adogss
dental care, dental anxiety in children may be asequence of the child's stage of personality
development, parental dental anxieties or the parégars and wishes to deny her child any distoess
anxiety. Thus, children and their parents shouldabare that the doctors do want and can help them.
Mutual understanding between the doctors, the spatlents and their parent predetermines not only
making correct diagnosis but the successful treattimgicomes.

Communication is a complex process that is perfdrifgough the use of various mutually
understood signs and rules. In some cases, attdatfocused on what is said; in other situatidmsy is
said seems to be much more important. For exargpte] control of some voice parameters as speaking
rate and intonation can enhance the effeetnaburaging or condemning the child's behavior [2].

Non-verbal communication of the pediatric dentisttlle stage of making contact is more
important than verbal communication. At the levélverbal interaction, different doctors usually use
identical typical vocabulary, but nonverbally, be@ans of intonations, gestures, and facial expnessio
they can convey completely different messagesdeatonstrate a particula attitude towards childrien o
all ages and their problems. While communicatinthwiie patient, the dentist should gradually shmorte
the physical distance: at some point of the coratens, he can lean closer to the child or touclV thisr
hand, avoiding sharp movements and rough touches.gives the child a sense of warmth and friendly
support. Non-verbal communication is an essenkidl] snon-verbal information is the most meaningf
for the small patients that they can perceive asgaond to when seeing the dentist for the firse tii.

Making and keeping eye contact is important parintéraction a swell. A child who avoids
looking straight the doctor in the eye, as a ride| uneasy and anxious and is unready to coopérate
first doctor's asking "Look at me!" can help to madye contact and initiate communication [2].

When communicating with children and their paretitg, pediatric dentists should adhere to a
number of principles [5] in order to choose the tregspropriate behavioral options and apt behavioral
management techniques.

The first principle emphasizes that the youngeldchin the more special attention and attitude
they need. The initial clinical encounter sets tiwge for all other interactions throughout the tviit
first acquaintance the dentists should addregsréiteer a child than his/ her parents. It is regended
to greet the child at the level of his / her eye l{end forward to the child) that by itself is asiive
nonverbal sign for the child, but avoid approachg close. Dentists can greet little patients aitihode
and a friendly smile. When speaking, dentists sthowolt use words unclear or hardly understandable fo
children. The first point of communication with pohoolers is often facilitated if you start conagien
with soft friendly tone so that children feel matemfortable and relaxed. Quite often, children can
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answer whispering. If a child is at the age of 4t5s very important for the doctor to find a comm
language with him /her in such a way that to geé tinformation about complaints, symptoms and to
discuss the treatment options using the languasggr,cpositive, and understandable for the childs It
very beneficial to use pictures and drawings tdarpor illustrate some medical problems.

The second important principle of effective comneation is conciseness, i.e. all doctor's
comments and replies should be brief. It is necgdsaask permission to examine both the childned a
their parents. The doctor or dental assistant shbellextremely clear and convincing in explainirttaty
will happen or what will be done — anxiety can lastly reduced if the child knows what to expecte Th
doctor should be friendly, but insistent on perfimgnexamination and some procedures when necessary.
If possible, the word "no" should be avoided, besedfor children this word is a call to confrontatio

Praise is the third essential principle in pedtatrused to reinforce cooperative behavior. All
people demonstrate better response to positive svoftherefore, it is important for dentists to
demonstrate sincere friendly attitude towards tkemall patients and reward them for displaying any
desirable behavior. It is much easier to keepeptdicalm and open to cooperation providing pasitiv
reinforcement. As useful tricks dentists can didttdren’s attention on clothes, shoes, fashicnéialir
style or elements of child-friendly environment.

To date, several patterns of doctor-patient intevas have been reported [1].

Paternalistic (sacred) patterihe foundations of the model were laid down i hiippocratic era.
According to this pattern, the doctor appears agzard, caring father and even a god who, at hia ow
discretion, guides the life of a person (patiefif)e patient is regarded as a child, who blindly and
unconditionally trusts the doctor and is not resjaa for his or her own health. Deontological piates
enshrined in the Oath of the Doctor may be consitlaes the patient's safety guarantor. Otherwigbeit
is no such guarantee, the patient will never risksalt the doctor. Therefore, the basic moral fplec
which expresses the tradition of sacred type, phod: "Do not harm patients by providing care ".

Technical patternOne of the ambiguous consequences of the rapielafament of biomedical
technologies is the emergence of a doctor-scieatigtoctor-researcher. According to this pattehe, t
responsibility for the treatment outcome is shargdally between the physician and the patient. With
this approach the doctor often acts as a sciemtisse main task is to eliminate (repair) the probla
the patient's body and the process of eliminativey"breakage" is self-sufficient in terms of scilént
knowledge and involves a pronounced impartialityttoé doctor. The ethical incorrectness of such
attitude towards the patient as relation to thdtyamechanism here is completely compensated by the
patient's responsibility for the final decision-rivak

Cooperation patternThe doctor and the patient work jointly towartie same end in fighting
against the disease. Patient’s social status.ealgeation do not influence the cooperation aflddé only
part of some hypocrisy seems the fact that theodalttes not feel the suffering of the patient, vaithithe
conseguences of the psychological and moral prabtbat might arise.

Pattern of mutual obligationd his model also demonstrates the equal respdhysitii the doctor
and the patient for the result of treatment. Witkie framework of the agreement (both oral and
documented agreement) all aspects of "doctor-gatiateraction are specified. The pattern being the
most widespread in European countries and the ti&tates enables to avoid doctor's empathy decline
that is typical for the technical pattern on the dvand, and on the other hand, to forestall thesetfof
patient’s personal responsibility for the involverhén the process of treatment that is typical tfoe
sacral pattern. In contract-based relationshipes ptiysician is aware that informed consent of #itéept
provides his / her freedom to manage own life. Whemking with children, the paternalistic model
seems to be quite reasonable to follow. The ematiladility is known as typical for children thatay
impede to build up the contact at the dentist's wed during dental interventions, which are pdesck
by a feeling of emotional stress and fear [4].

Children operating a limited vocabulary, often exgece difficulties in describing the character
of pain; they can not identify it (‘acute / keestihging / sharp’, "cutting", "pressing", "achingYoung
children often can not establish cause-effect ielat between the events: it is difficult for them t
determine whether the pain is associated with gatinthe nature of the food they eat, etc. At the
dentist’s office, children are often frightened gmahic, and can mimic the disease, by simulating, f
example, complaints, which are typical not for egfibut for its complications. Observing the clsild’
behavior allows the dentist to obtain the necesaddjtional information to establish the diagngéis

By creating the child-friendly atmosphere and shwirtg the physical interpersonal distance
insensibly, the pediatric dentists get the chileepared for physical contacts during the routing
procedures of oral examination (palpation, peraumssprobing, etc.). It is important to rememberttha
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that in most cases, small patients demonstrateiemabtreactions to the first physical contact wiitie
dentist. To reduce the stressful impact of orah@ration, the dentists may try to mask all manipates
through the play and imitation. For instance, teattt or hygienist can explain and demonstrat¢hall
nuances of proper tooth brushing and flossing,then offer the child to try to operate by his /dwudf.

It would be very beneficial for pediatric dentisted dental auxiliaries to introduce some
elements of play activity into their practice whagaling with small patients as playing is a natway
of their learning and communicating. The dentisise enake the first experience to the dental office
positive, unique and memorable by encouraging mild good behavior with special pleasant and
meaningful things, useful gifts (pictures, babythgraste, a tooth brush, etc).

Lo 00007

Communication skills are one of the major compegenin the clinical practice of pediatric
dentists. Dealing with children of all ages, thenttt have to take into account the level of clsild’
development, to choose or to design a special apprto each of the patients, to demonstrate child-
friendly and encouraging attitude. The ability nwalve the parents into trust relationship anduibdoup
cooperation is one of determinant factors in reaglsuccessful treatment outcomes. When patients hav
a positive experience in your practice they willrbere inclined to accept a recommended treatmeaht an
return for ongoing care.

Prospects of further research: better understandihdpehavioral patterns of children with general sdim diseases
and identifying the peculiarities in their comingtd contact with dentists allow us to develop pradtiecommendations and
the algorithmof action in various cases.
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KOMYHIKATABHA CTOPOHA ITPOBECIMHOT O
CIIVIKYBAHHSA JIIKAPA-CTOMATOJIOT'A

KOMMYHUKATHUBHAS CTOPOHA
HNPOPECCHOHAJIBHOI'O OBIIIEHUA BPAYA-
CTOMATOJIOI'A HA JETCKOM IIPUEME

IMananka AL, Tpydanosa B.IL., Iloaimyk T.B., Kocrenko BI'. Ilapanxa A.W., Tpydanosa B.IL., loammyk T.B., Kocrenxo B.I

HA JUTSYOMY IMPUHOMI
IemykoBa O.B.
B crarri npoaHamizoBaHi OCHOBHI MOMEHTH Ta

HPUHLIUNY NPO(QECIHHOTO CIIKYBaHHS JIIKapsA-CTOMAToJIora
Ha JuTsIoMy npuiiomi. IIpu nikyBaHHI MaleHBKUX MAIi€HTIB
0COOJIMBO BaroMy poiib BiNirparoTh KOMYHIKAaTHBHI 3710HOCTI
nikaps-cromaroiora. Ilpamioroun 3 miTBMH PI3HOTO BIKY,
JiKapo HEeoOXiTHO BPaxOBYBAaTH DPIBEHb PO3BUTKY IUTHHH,
CIUTaHYBaTU OCOOJMBUI MiXid 1O KOXKHOTO, HE CKYIIUTHCS Ha
320XOUeHHs. 3/aTHICTh BCTAHOBHTH JOBipYi BiAHOCHHH 3
0aTbKkaMM € [yXXe BaXJIUBOIO IJIS MOAANBIIOTO YCIHIIIHOTO
JiKyBaHHS AUTHHHU.
Kirouosi cJI0Ba: IiTH, JIiKap-cTOMATOJIOT,
KOMYHIKQTHBHA KOMIICTEHIIis, CIIIJIKYBaHHS.
Crarrts Hagivnua 4.01.18p.

IemykoBa O.B.

B crathe mpoaHaNM3MpOBaHBl OCHOBHBIE MOMEHTHI U
MPUHLUIBI TPO(ECCHOHANBHOTO 00IIEHHs Bpaua-CTOMATONIOra
Ha JerckoM mpueme. [Ipm JleueHMH MajeHBKHX IAIMEHTOB
0COOCHHO BaXHYI0 pOJIb UTPAlOT  KOMMYHUKaTHUBHEIE
crocoOHOCTH Bpada-cTomaTosiora. Paborast ¢ JeTbMH paHHETO
BO3pacTa, Bpady HEOOXOIMMO yUHUTHIBATH YPOBEHb Pa3BHUTHS
pebeHKa, CIUIAHMPOBAaTh OCOOEHHBIN MOAXOX K KaXIOMY, HE
CKynuTbcd  Ha  moxBany. CHOCOOHOCTH  yCTaHOBHUTH
JIOBEPHUTENIbHbIE OTHOLIEHUS C POAUTEISIMH OUEHb BaXKHA A
JTaNbHEHIIIEro yCHEeIIHOro Je4eHHs peOeHKa.

KmroueBbie caoBa: JieTH,
KOMMYHHKATHBHAsl KOMIIETEHIINS, OOICHHUE.

Penensent Tkauenxo IL.1.

Bpa4-CTOMATOJIOT,
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