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INTRODUCTION

Studying professional language involves examining the connec-
tion between communicative models of language and the various
forms and mechanisms of communication. Researching the nature of
modern professional discourse, which has its standards and character-
istics, greatly contributes to this field.

The terminology system of each field reflects the conceptual cat-
egorical base of science and serves professional communication, en-
suring its effectiveness. The level of terminological competence of a
specialist speaker largely determines the effectiveness of their discur-
sive activity. A special study of the medical terminology system allows
for the presentation of this lexical layer as an organized system corre-
sponding to the modern level of linguistic science development and
the needs of medical practice.

Understanding the interaction between professional discourse and
the terminology system is driven by the needs of the sectoral practice.
According to the authors, research into such an interaction is most
productive when using the example of medical professional discourse,
considering that it reflects a vital and ancient sphere of human activity.

The book is an English version of the corresponding sections of the
monograph “Ukrainian Medical Discourse” (author N. Lytvynenko) -
Chapter 1, the monograph “Formation of Ukrainian Medical Clinical
Terminology” (author N. Misnyk) — Chapter 2; the author of Chapter
3 is V. Nikolaiev.

The study’s results, presented in the monograph, can be used in
theoretical courses on general linguistics and sociolinguistics, special
courses on discourse theory, teaching the Ukrainian language to stu-
dents of higher medical education institutions, and medical specialist
communication practice.



CHAPTER 1

SCIENTIFIC-THEORETICAL PARADIGM
OF MEDICAL DISCOURSE

Medical discourse, as the object of the proposed study,
belongs to a specialized and established type of communica-
tion, determined by the social functions of the interlocutors
and regulated both in terms of content and form [1].

Modern medical discourse should be studied in the con-
text of analyzing the concept of “discourse”, which emerged
in the 1960s-1970s in the linguistic science of Western
Europe and remains one of the most relevant topics in con-
temporary linguistics.

The understanding that any linguistic phenomena cannot
be adequately analyzed without considering the context of
their use led to the emergence of the term “discourse”. While
preserving the content-formal characteristics of language, this
term facilitated the unification of the concepts of language and
speech. In the works of scholars, discourse has been viewed as
a particular type of speech structured according to the rules
of grammar and stylistics while also taking into account the
conditions and norms of communication.

Over time, the interpretation of “discourse” expanded

beyond its initial understanding. It was increasingly used
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to denote speech activity in specific fields, among which
professional discourse began to play a significant role. The
American philosopher and linguist John Searle actively ad-
vocated the activity-based aspect of language [2]. The scho-
lar’s views were shaped under the influence of the English
logician and philosopher ]J. Austin, who, in his work “How
to do things with words?”, raised the question - can reality
be created through words [3]? Let us compare: 5 sunucyro
Bam yi niku and Y pasi s3acmyou nompibHo eéxcusamu ui
niku. While the second sentence corresponds to the stan-
dard notion of a statement that “reflects” reality, the first one
coincides with the very act of prescribing medication - it is
the realization of this action. Let us compare further: Bin
dompumyemocs pexcumy and A obiuato dompumysamucs
pesumy (= the act of making a promise).

The term “institutional discourse” is used in the context
of the concept of discourse, which can be represented as the
formula “language + action = communicative interaction”.
This type of discourse is realized in a specific communica-
tive environment, in a particular social sphere of communi-
cation: medical discourse, political discourse, business dis-
course, industrial discourse, etc.

The differentiation of types of discourse began in the late
1960s in the works of the French philosopher and cultural
theorist Michel Foucault (1926-1984), who focused on the
interaction between various forms of speech, both linguis-

tic and extralinguistic “structures of everyday life” — such
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as social, political, and professional structures. In studying
the psychiatric discourse of the 19th century and the dis-
course of contemporary medicine, Foucault introduced the
concepts of “discursive knowledge” and “discursive forma-
tion”, correlating them with such notions as science, ideolo-
gy and theory. At the same time, he expressed the need for
a description of the “institutionalized field”, where a medi-
cal professional develops their discourse within spheres
such as the hospital, private practice, laboratory, and library.
According to the French scholar, all of this was considered
part of the discourse of medicine [4].

Thus, there are solid grounds to consider that Michel
Foucault was the first to suggest the necessity of studying
professional discourse not in general, but about specific pro-
fessional frameworks, which he referred to as institutional.
What is especially important for us is that Foucault was one
of the first to emphasize the need to study the doctor’s dis-
course.

Institutional discourse involves communication with-
in the frameworks of institutions created in society, deter-
mined by formal and informal rules, principles, norms, and
attitudes that regulate various spheres of human activity and
organize them into a system of roles and statuses, which con-
stitute the social system [4]. Depending on the number of
communicants, this type of communicative interaction can
take place at the interpersonal, group, and personal-group

levels. However, one of the determining factors in the reali-
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zation of institutional discourse is the spheres of communi-
cation, which implies the presence of a basic pair of commu-
nication participants, taking into account their status-role
characteristics, the purpose, and the circumstances of the
communication.

Status-oriented discourse manifests in official commu-
nication, determined by interaction within the given frame-
work of status-role relationships. It is realized in the cor-
responding types of institutional communication, among
which medicine plays one of the leading roles.

Institutional discourse is structured according to a cer-
tain template and follows its prototypical order. While this
order is often violated in practice, its foundation remains a
scheme of necessary and sufficient actions that ensure the
existence of the institution in which the discourse functions.

When classitying professional discourse, which belongs
to the institutional type of discourse, it is essential to consid-
er the following factors: 1. lexical and grammatical features
of the language of the given profession, 2. the role status of
the speakers, determined by the sphere in which the lan-
guage operates and the type of social institution.

This underscores the very essence of the concept of in-
stitutional discourse as a speech-and-thought text, taking
into account the specifics of the functioning of professional
language as a system that serves a particular sphere of com-
munication, as well as the speech activity of its participants.
Institutional professional discourse is highly structured; ac-
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cording to T.A. van Dijk [5], the sphere of activity imposes
constraints dictated by thematic repertoires that shape the
communication process. While researchers advise caution
in applying the category of “structure” to the concept of
“discourse” — given that discourse involves living speech — it
is worth noting that, despite the absence of the structural
determinism characteristic of linguistic units and levels, in-
stitutional professional discourse follows specific standards
that regulate its functioning. One such standard is the pres-
ence of a fundamental pair of communication participants.
In medical discourse, this primarily refers to the doctor and
the patient. This, in turn, determines the dialogic nature of
communication, which presupposes interaction between
the speaker and the listener, united by a shared communi-
cative goal.

An important factor in medical discourse is the prag-
matic intentions of the speaking doctor, taking into account
their role functions and the communication conditions.
How a doctor should talk with an elderly patient versus a
teenager, and the style of conversation between a supervisor
and a subordinate - these questions will always remain re-
levant. The well-known truth that “words heal” undoubted-
ly leads to thoughts about how exactly this happens and how
to work with words. Communication between a doctor and
a patient should not be entirely spontaneous on the doctor’s
part, otherwise, adverse situations for the treatment process
may arise. However, communication between a doctor-su-
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pervisor and a subordinate and between doctors during
work must also correspond to the main task - treating peo-
ple who seek help.

Therefore, discourse should primarily be considered
speech in a communicative situation. It is a significant fac-
tor in sociocultural interaction, within its structure one
can identify specific models and limitations, one of which
is the sphere of activity. The peculiarity of the nature of
discourse is that, despite the unpredictability of the speech
process, it is structured (and not chaotic), and it adheres to
the laws of the language system within which it functions.
In addition, discourse should be considered as a result of
speech, which is determined not only by the circumstances
of communication, but also by the roles of its participants
and has a dynamically changing nature, unlike the text as
a static structure. Unlike text, which is a static structure,
it has a dynamic, changing nature. Therefore, in the pro-
posed typology of institutional medical discourse [6] we
rely on the status and social-role functions of the doctor
during their dialogue in professional communication con-
ditions. According to the classification known in social
psychology, this concerns the type of so-called role-based
personality.

The emergence of “discourse” has stimulated the study of
various forms of life through language use. One such form is
the sphere of medical communication.
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The typology of Institutional Medical Discourse

The peculiarity of a role-based personality is that it em-
bodies specific roles it performs, dictated by the execution of
certain “role activities” by socially approved models (“role re-
quirements”) and status. For instance, when considering pro-
fessional affiliation, the role of a “doctor” may qualitatively
differ depending on whether it is performed by individuals of
different genders, by someone with or without experience, or
by a researcher versus a practitioner. In medical communica-
tion, a role may also be imposed by the situation in which the
individual finds themselves, such as the role of a patient.

The concepts of role and status are interconnected. Status
answers “Who is the individual?” while role answers “What
does the individual do?”.

Status-role communication is based on the expectation
that the language personality will adhere to language norms
according to their position and the nature of their relation-
ship with the interlocutor. For instance, a doctor is expected
to provide advice and assistance, while a patient must fol-
low the treatment regimen. Each role contains a specific set
of rights and obligations. The concept of typical role perfor-
mance forms stereotypes of role behavior. These stereotypes
are formed based on experience, frequent repetition of traits
that characterize behavior, and manner of speaking. Thus, in
the minds of society members, an idea crystallizes about what

the performance of a specific role by a speaker should be like.
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There are two types of role communication situations:
symmetrical and asymmetrical. The first is characterized by
the equality of social status of the interlocutors, while the
second involves different participants’ positions in commu-
nication. In medical discourse, these are the situations of
“doctor to doctor” and “doctor to patient”. Since the defining
feature of the doctor’s discourse is its professional nature,
which manifests itself differently depending on the com-
munication partner, it is appropriate to distinguish between
two types of medical discourse: discrete (continuous) and
non-discrete (non-continuous).

Discrete discourse (latin: discretus - separate, inter-
rupted) is a type of institutional discourse that involves
interruptions in verbal expression due to the specifics of
the communication circumstances. In the professional
activity of a doctor, such circumstances involve commu-
nication with a patient. Therefore, the discourse in “doc-
tor-patient” dialogues can only be discrete, as the doctor’s
speech interrupts the patient’s speech and leaves its im-
print on it.

The features of discrete medical discourse, which imply
inequality of partners in terms of their status-role functions,
include the following: interruption in the verbal expression
of the doctor’s intentions, the interprofessional component
in the doctor’s speech, and the asymmetrical nature of com-
municative interaction when the professional roles of the

communicants do not coincide.
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The peculiarity of discrete medical discourse is that its
potential and intentionally defined recipient is a special-
ist with the necessary level of specialized knowledge to
understand and process the information presented in the
discourse. The pragmatic goals of the sender of discrete
medical discourse, such as summarizing accumulated ex-
perience, recording scientific knowledge, and reporting
research results, determine the doctor’s use of key commu-
nicative strategies.

The main pragmatic goal of the speaking doctor is to
elicit a reaction from the patient aimed at combating the
disease and following the doctor’s recommendations.

Thus, in discrete discourse, there is a combination of in-
formational and emotional influence on the recipient during
communicative interaction.

The discrete discourse of a doctor is determined by
the interprofessional nature of communication, which in-
volves the doctor’s choice of words appropriate to the specif-
ic speech situation and the emergence of new meanings in
commonly used words. These may also include euphemisms
or colloquial, low-style vocabulary, creating an atmosphere
of informal communication.

An important feature of discrete medical discourse is
communication asymmetry due to the doctor’s commu-
nicative preferences. These preferences, dictated by status,
professional competence, personal traits, practical skills,

and abilities, contribute to the doctor’s leading role in com-
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munication, guided by specific standards of the communi-
cative situation and thematic material.

Asymmetry in communication is a regular phenome-
non in discrete medical discourse, as the doctor holds the
communicative initiative. This is reflected in the communi-
cation’s character, modality, and tone.

Status inequality in discrete medical discourse has both
index and situational characteristics. Index status inequali-
ty refers to the inequality caused by a permanent feature of
the communication participants, where one of the commu-
nicants possesses specific knowledge that can be useful to
those lacking it. The doctor’s professional knowledge causes
Index inequality.

Situational inequality is determined by the patient’s ini-
tial speech act. The one who seeks help places themselves in
a position that implies subordination.

So, the discrete discourse between a doctor and a patient
is a discourse of unequal partners. While the patient usually
initiates contact with the doctor, the doctor unquestionably
leads the communication. The doctor asks questions, and
the patient must answer them; the doctor gives orders and
must comply. The doctor advises, forbids, and warns about
the possible consequences of violating their prescriptions,
and this does not provoke protest, as the system of role ex-
pectations of the patient anticipates it.

The doctor and the patient can periodically switch roles
of speaker and listener. Although their communication is
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generally characterized as a dialogue, there may be substan-
tial monologic speech fragments within the structure of this
dialogue. This occurs, for example, when the doctor takes
the patient’s medical history and listens to the patient’s nar-
rative about all their past and current health issues. Discrete
discourse also involves the presence of pauses, which the
doctor usually regulates, while they listen to heart rhythms,
measure blood pressure, etc. Note that in the context of
non-discrete discourse in professional communication situ-
ations of equal partners, pauses appear entirely spontaneous
and unpredictable.

Non-discrete (solid) medical discourse involves dia-
logues between doctors on professional topics directly re-
lated to the daily issues of the treatment process. Therefore,
a defining feature of this type of discourse is that it operates
among representatives of the same speech category, united
by their professional affiliation.

The language used by representatives of non-discrete
professional discourse is the so-called “ideal” professional
language, not in terms of its compliance with literary norms
but in terms of the professional orientation of its represen-
tatives.

Professional speech is primarily communication on
professional topics between specialists. In contrast, commu-
nication on such professional topics between specialists and
non-specialists represents a “lowered” version of profession-
al speech, which pertains to discrete professional discourse.
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The dominant feature of non-discrete discourse in spe-
cialists’ dialogues determines its main characteristics: homo-
geneity (continuity, solid) of interpersonal communication
in the professional sphere, which involves only specialists;
collegiality as a decisive factor in the process of communi-
cative interaction; symmetrical nature of communication in
cases of equal partners (colleague doctors) and asymmet-
rical nature of communication in cases of unequal status
characteristics (doctor-supervisor - doctor-subordinate);
and the presence of an interaprofessional component in the
doctor’s speech.

A prerequisite for the functioning of non-discrete dis-
course is the presence of a team of specialists who jointly
implement a program targeted at their activities within a
particular system of rules and procedures. All participants
in non-discrete discourse must possess the appropriate
conceptual-categorical apparatus and a specific system of
terms dictated by the professional nature of the thematic
material.

This determines the stereotypes of communicative be-
havior, verbal tools that ensure the coherence of participants’
actions, and feedback mechanisms. The intra-professional
component of a doctor’s speech is realized within a specific
socio-professional community. In the professional sphere of
communication, a medical specialist uses professional lan-
guage, which includes the sublanguage of medicine and pro-
fessional colloquial language. The sublanguage of medicine

16



is characterized by precision, clarity, logic, and compression.
Its terminology can be both scientific and commonly used.

Professional colloquial language consists mainly of
vaguely defined professional words and jargon and primar-
ily serves for everyday communication among people in a
specific field. The appearance of professionalism is caused by
intraglingual factors (the desire to name an object, process,
or phenomenon more concisely than in terminological lan-
guage: papmakonoezis — papma, MeouKko-npoPinaKmuuHuLi —
meonpog, eicmonoeis — zicma) and extralingual factors (the
communication situation, psychological climate, strength of
tradition in the professional collective, social characteristics
of speakers, etc.).

The presence of inter-professional and intra-profession-
al components in a doctor’s discourse, one of the criteria for
dividing it into discrete and non-discrete types, determines
the specificity of a doctor’s speech activity based on profes-
sional and communicative competence.

Each participant in non-discrete professional discourse
always represents a specific hierarchical level in the struc-
ture of communicative interaction, which involves perform-
ing established professional duties. Hierarchical communi-
cation is the interaction of subjects at hierarchical positions
and activity roles, with certain conventional and communi-
cative types of language behavior assigned to them.

Hierarchical interaction is built on the basic postulates
of successful communication formulated in general com-
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munication theory, such as tact, politeness, completeness of
information, coherence of actions, accuracy, clarity, correct-
ness, and literacy.

The effectiveness of hierarchical communication de-
pends on the communicants’ ability to maintain the nec-
essary communicative distance, adequately respond to
changes in the tone of communication, develop the topic of
conversation using generally accepted communicative for-
mulas and moves, construct texts in various situations of or-
ganizational interaction, and correctly use various types of
verbal and non-verbal means.

In non-discrete medical discourse, we distinguish two
main types of relationships: 1. doctor — doctor; 2. doctor-
supervisor — doctor-subordinate.

Communicative models of non-discrete medical dis-
course are distinguished by the fact that their functioning is
dominated by status-based determinism. Thus, in non-dis-
crete professional medical discourse operating within the
doctor-doctor interaction, the defining criteria include eti-
quette forms of corporate medical communication; official
instructions for professional communication; constructive
criticism of a colleague’s actions; the professional compe-
tence of one of the doctors as a determining factor in com-
municative initiative; adherence to conventional norms of
collegiality and professional mutual assistance.

Stereotypes of communicative behavior in non-discrete
medical discourse within the doctor-supervisor-doctor-

18



subordinate relationship include the following features: cat-
egorical and non-categorical directives as a characteristic of
the supervisor’s speech; self-positioning and occupational
distancing; rejection of received information as profession-
ally inadequate; communicative initiative as a status-related
trait.

A defining feature of non-discrete institutional medical
discourse is its dynamism, which necessitates the constant
adaptation of doctors’ strategies and tactics depending on
the situation (onepauis, cninvruil 0210, «n AMUXBUAUHKAY
36im, uepey6anHs, 00xio, ananiz onepauyit, etc.) and the na-
ture of the communicative intent.

In both types of discourse, professional status is reflect-
ed in semantics, syntax, and pragmatics, as well as in the
characteristics of all communicative and grammatical cat-
egories. These features manifest according to the socio-role
expectations of the communication partner, which are de-
termined by the circumstances essential for the function-
ing of each discourse type. Discrete discourse involves com-
municative interaction between the doctor and the patient,
while non-discrete discourse arises in professional commu-
nication situations among doctors.

Each type of institutional medical discourse is deter-
mined by a set of differential features that reflect its com-
munic.
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Situational factor in the formation
of institutional medical discourse

It is entirely logical that different types of discourse are real-
ized in different contexts. Although these contexts often overlap
and may even form a certain unity, they remain distinct con-
cepts requiring separate interpretations as research elements.
As we have already noted, in discrete medical discourse, the
defining factor of communicative interaction between speakers
is the stages of doctor-patient communication. In contrast, in
non-discrete discourse, it is only the communicative situation.

The structuring of medical discourse and the identifica-
tion of its stages are determined by models of subject-refer-
ential situations that arise during doctor-patient interaction.
The characteristic features of such situations include their
typicality, recurrence, and necessity.

Based on this, we distinguish four stages, each with its
own strategic goal and the corresponding tactics chosen by
the doctor. These are the stages of acquaintance, systematic
inquiry, objective examination, and recommendations. This
classification is based on the fact that it accumulates the
key moments of doctor-patient communicative interaction,
during which the doctor’s discourse is predominant.

At the acquaintance stage, the doctor aims to accomplish
the following tasks: establish contact with the patient and
obtain necessary information about their physical condition
and various life circumstances.
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Establishing an informal connection with the patient and
creating an atmosphere of trust and mutual understanding
is a crucial process that determines the subsequent course of
doctor-patient communication. This process is facilitated by
the use of etiquette and phatic speech forms, with non-ver-
bal communication playing a significant role.

The etiquette forms used by the doctor during the intro-
duction are functionally determined by their professional
communicative orientation: to create an emotionally positive
atmosphere of trust and understanding. This is supported by
dialogic speech, which adheres to stereotypical patterns of
the doctor’s communicative behavior and typically reflects
the social roles of the dialogue participants. Additionally,
the phatic function of communication in medical discourse
aims to distract the patient from anxious thoughts, worries,
and fears, alleviating nervous tension.

Linguistic behavior stereotypes manifest themselves at
the very beginning of the doctor’s conversation with the pa-
tient, who is typically asked traditional general questions
such as: IIlo cmanoca? Ha wio ckapycumecs? 1o smycuno
Bac npuiimu 0o nikapwi? Spontaneous questions may also
arise that are not directly related to the symptoms of the dis-
ease but instead focus on the patient’s psychological state.

According to F. Batsevych, phatic speech is “the speaker’s
verbal behavior aimed at expressing themselves and achiev-
ing understanding, that is, maintaining speech contact as

such” [7]. Phatic communication involves the ability to joke
22



and encourage others, thus diversifying the standardized
forms of medical communication.

By analyzing phatic information, the doctor indirectly
extracts professionally significant data. The patient’s reac-
tion to the doctor’s non-medical remarks serves as an im-
portant source of information. Moreover, the doctor pays
special attention to the patient’s non-verbal behavior during
the first meeting, as it contributes to a better perception of
the information being communicated.

The second stage of communicative interaction between
the doctor and the patient is the stage of systematic question-
ing. The specificity of the content space of medical discourse at
this stage reflects the peculiarities of the conceptualization of
reality in the form of an information request. The questioning
aims to identify the primary complaint as the leading symp-
tom on which all diagnostics are based. From a formal-struc-
tural point of view, this is expressed in different types of ques-
tions with grammatical, semantic, and pragmatic differences.

At the stage of systematic questioning, the doctor clar-
ifies the reasons that prompted the patient to seek medical
attention, the nature of the complaints, etc. After receiving
the first answer, the doctor usually clarifies the information
with questions like: A we axi ckapeu? A wo we myp6ye?
Subsequently, the doctor directs the conversation by ask-
ing the patient to clarify details, focusing on the main issue.
Well-formulated questions by the doctor narrow the range

of diagnostic searches.
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Careful attention to non-verbal information helps to
check whether any important signs of the disease have been
missed and, simultaneously, to conclude the objectivity of
the obtained data.

Medical discourse at the questioning stage is character-
ized by the multifaceted nature of the topics that determine
the structure of the doctor’s dialogues with the patient.

The unfolding of the dialogue during the questioning
depends on the personal traits of the doctor and the patient.
The doctor must remember that any disease imprints on the
emotional sphere. Therefore, the nature of various question-
ing techniques is primarily determined by psychological
factors, and the way of implementing them in the doctor’s
communicative behavior can only be identified through lin-
guistic analysis.

In the third stage, the objective examination, the doctor
directs the patient’s actions, using specific manipulations for
the examination. Visual and tactile methods are also used in
parallel with the verbal source of information. The means of
obtaining verbal information is identifying the localization
and nature/intensity of pain (Tym 6onumv? A mym? Tak
6onaue?). Such verbal assistance from the doctor is not man-
datory, but it is primarily an integral element of his commu-
nicative interaction with the patient at the stage of objective
examination.

A characteristic feature of the doctor’sremarksat thisstage
may be imperative modality. This is expressed in the forms
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of verbs in the imperative mood (/Iseatime! Po3dszatimecs!
ITionimimo copouky!), forms of the first-person plural in the
present tense, used with the meaning of the second-person
imperative mood (Oodseaemocsa! Bcmaemo! 3annrousyemo
nise okxo!), sentences with modal verbs (Moxna scmamu!
Tpeba niditimu croou!), infinitive constructions (He ouxamu!
Biopumu pom!). The doctor’s imperative remarks at the stage
of objective examination can be supplemented with vari-
ous etiquette formulas to reduce categoricity (byov nacka,
nionimimo copouxy! Ipowry He ouxamu dexinvka cexyHo).

Directive speech behavior is not characteristic of the
doctor at this stage. However, he can use speech forms of
imperative semantics during the examination of the patient,
as he controls the situation that requires appropriate actions.

The pragmatics of the doctor’s actions at this stage can
be marked by elements of empathy (Henpuemuo mpiwku,
max? A 3pobuna Bam 6onaue? Ilomepnimv mpiuieuxu, Bu
monoouurkal).

The intrusion into the patient’s personal (intimate) space
is compensated by lowering the voice volume. An additional
discursive function of this prosodic technique is the mani-
festation of therapeutic suggestive influence.

At the stage of objective examination, the doctor must
determine the diagnostic version. The essence of this task
is primarily to study the textbook manifestations of the dis-
ease. At the same time, knowledge of the classical course
of diseases is a platform from which the diagnostic search
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begins for diseases with incomplete or atypical clinical pic-
tures.

The last stage is the stage of recommendations, where
the doctor prescribes treatment or further examination and
gives appropriate advice to the patient.

It should be noted that the main factor for identifying
a specific type of speech action is the speaker’s intention.
By its intentionality, the recommendation is the speaker’s
influence on the addressee. In medical discourse, implicit
speech actions caused by the doctor’s reluctance to reveal
his intentions are widespread, as he needs to either persuade
the patient to perform an action that they are afraid of or, for
ethical reasons, not to voice the test results, or to postpone
the announcement of the diagnosis.

The doctor’s recommendation is often an instructive ex-
planation of the sequence of actions that the patient must
follow. Communicative initiative always belongs to the doc-
tor as the agent of institutional discourse. The patient usually
needs to carefully listen to the doctor and be ready to follow
his recommendation, which is often formulated in a modal-
ity of mandatory execution (Bu nosumHi.., Bam nompi6ro..,
Bam sapmo...). A softened form of directive meaning of the
recommendation is possible. This occurs when it takes on
the characteristics of advice (4 6u paous Bam ...).

Thus, the doctor’s recommendation is organically con-
nected with such forms of his will expression as advice, re-
quest, instruction, prohibition, and permission.
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A feature of this stage is that the doctor’s recommen-
dation takes the form of an expanded expression of will in
response to a question that contains a hidden or expressed
statement of an unfavorable situation and a request for help.
The doctor’s recommendation primarily involves an in-
structive list of actions to correct the unfavorable situation
caused by the illness and (optionally) explain these actions.
The final element of the doctor’s communication with the
patient at this stage is the speech act of the patient’s grati-
tude.

The stage of recommendations is a typical institutional
action of medical discourse, which is realized in an official
atmosphere and is determined by the status-role function of
the doctor-speaker.

Thus, the identified stages of communicative interaction
in the structure of discrete medical discourse are different
in their purpose, affecting the doctor’s dialogue with the pa-
tient.

In non-discrete discourse, identifying stages is imprac-
tical, as doctors’ communication does not fit into a strictly
defined sequence. A sure standardization of their actions
can only be discussed regarding hierarchical subordination,
namely, doctor-supervisor — doctor-subordinate.

In studying non-discrete medical discourse, it is logical
to highlight the communicative situation because this con-
cept corresponds to the criteria characteristic of profession-
al communication.
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We understand the communicative situation as the cir-
cumstances of communication caused by objective and sub-
jective factors of actual reality, taking into account the per-
sonal characteristics of the communicants.

In non-discrete medical discourse, such situations in-
volve communication between doctors within a medical in-
stitution (hospital).

These situations can be both dialogic and polylogic, de-
pending on the composition of the participants in the com-
munication.

A dialogic communicative situation, in which mainly two
communicants participate, is characterized by alternating
remarks structurally and substantively related to each other.
This form of communication is equally typical for non-dis-
crete and discrete medical discourse. At the same time, this
is the main form of communication for discrete discourse.
In contrast, polylogue is quite common in non-discrete dis-
course, as a collective form of communication characterizes
this type of discourse due to collegiality.

A polylogic communicative situation is represented by
several participants whose remarks alternate but have a gen-
eral situational unity and are characterized by spontaneity
and non-linearity. Participants in a polylogic communica-
tive situation have equal linguistic activity. Such polylogic
unities can occur during collective actions of doctors, such
as surgery, childbirth, diagnostic hardware examination,
discussion of professional issues in the staff room, etc.
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Thus, the communicative situation is the basis for the
functioning of both types of medical discourse. The concept
of “stages” is used only for discrete discourse. Discrete and
non-discrete types of institutional medical discourse are re-
alized in dialogue - a form of communication involving in-
teraction between the speaker and the listener, united by a
common goal.

Dialogue as a constant of professional medical
discourse

The culture of dialogue touches upon a rather important
issue of implementing oral discourse in the structure of hu-
man activity.

During dialogue in professional discourse, the stereo-
type of linguistic behavior that characterizes representatives
of a particular professional community is formed.

An example of such behavior in medical discourse is the
professional dialogic speech of the doctor, who purposefully
creates speech situations aimed at constructive, communi-
cative interaction with the patient, the purpose of which is
to solve a problem or make a decision. The form of com-
munication in the system of discrete medical discourse is
usually dialogue, in which the speech of the doctor and the
patient is approximately proportional in terms of the vol-
ume of information expressed, which primarily determines
the discontinuity of the doctor’s discourse. In the dialogue
with the patient, the doctor acts as a communicative leader,
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building the communication methodology. The doctor’s lev-
el of speech competence determines his ability to engage the
patient in conversation during the dialogue and thus obtain
as much information as possible from him, which is neces-
sary for determining the causes of the disease, prescribing,
and providing treatment [8].

Communication within the structure of non-discrete
discourse involves dialogues determined by the commu-
nication situation, which includes factors such as subordi-
nation (“doctor-supervisor — doctor-subordinate”) and the
equality of partners when the speakers are colleagues. This
also leaves its mark on the structure of dialogues and the
peculiarities of their linguistic implementation.

The peculiarities of the doctor’s dialogic speech in the
structure of both types of oral medical discourse - discrete
and non-discrete — manifest themselves in remarks-ut-
terances that differ in nature, structure, and intonation.
Remarks-utterances that form a dialogic unity are the basis
of the structure of different types of sentences.

During the doctor’s consultation, specific behavioral
scenarios are realized, involving the use of appropriate strat-
egies and tactics by the doctor-speaker.

The course of the dialogue largely depends on the doc-
tor’s correct choice of communicative strategies and tactics
implemented in the context of different dialogues.

Dialogicity promotes self-expression and self-realization
of the doctor in real-life situations determined by profes-
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sional activities, where, in making a choice (to remain silent
or speak, agree or protest, etc.), the specialist is primarily
guided by corporate interests, often determined by medical
ethics.

The ability to be heard largely depends on the ability to
listen. This ability depends on the circumstances of com-
munication and the ultimate goal of the communicants: the
doctor and the patient [9].

The peculiarity of the doctor’s dialogic speech is that
in discrete discourse, it must take into account the level of
knowledge, emotional state, and needs of the person seek-
ing medical care to ensure effective and understandable
communication, promote better treatment outcomes, and
strengthen trust. In non-discrete discourse, the emphasis is
on the precision of terminology intended for professional
communication. However, in both types of discourse, the
dialogue must be adapted to the interlocutor, whether a pa-
tient or a colleague.

Coordinated dialogic discourse is built through the im-
plementation of a set of communicative strategies that are,
firstly, directly related to the speech behavior of each partic-
ipant in the dialogic interaction and are not considered by
the interlocutors outside of it, and secondly, are marked in
a certain way by the use of appropriate linguistic indicators
that can reflect the hierarchical organization of dialogic dis-
course, presented as speech tactics.
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Communicative strategies and tactics in the
discursive activity of a doctor

Given that in the grammatical structure of discourse, its
linguistic expression implicitly concentrates the speaker’s
intentions, such categories of pragmatics as strategies and
tactics, which correct the individual’s linguistic actions in
the communication process, acquire particular significance
for the study of discourse.

A distinctive approach to interpreting strategies and
tactics as integral elements of discursive activity can be ob-
served in the works of T.A. van Dijk [5]. The scholar con-
siders these concepts in analyzing situational models of
discourse, highlighting such parameters as individual ex-
perience, attitudes and intentions, feelings and emotions of
communicants, and the parallel process of information pro-
cessing.

This provides the strategic approach with flexibility, ef-
ficiency, and dynamism and contributes to identifying a
two-level structure of discourse: the superficial level, orient-
ed towards societal norms, and the deep level, determined
by the disposition of the individual’s psychological structure.

A specialist, particularly a doctor, must possess specif-
ic communicative skills, effectively formulate a commu-
nicative strategy, use various tactical communication tech-
niques, and effectively present themselves as a participant in
the communicative process.
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Effectiveness is qualified as the individual’s correlation
of verbal and non-verbal techniques with the goals and ob-
jectives of communication, communicative intention and
perspective, and the practical feasibility of certain tactical
moves. Ultimately, all this determines the consequences
of communication, during which the individual uses their
communicative competence, determines the strategy and
tactics of communicative behavior, and accumulates specit-
ic experiences.

A communicative strategy is a set of tactical moves
planned in advance by the speaker and implemented in
the process of a communicative act aimed at achieving
a communicative goal, while communicative tactics are
a set of practical moves in the real process of speech in-
teraction, serving as a practical means of achieving the
communicative goal. For example, a senior doctor, to en-
courage a subordinate, particularly a junior doctor, may
say: “Mabymuv, Bam iuje saxcko 6yde secrnu 06i naramu.
OuesuoHo, dosedemuvcst npusnawamu Ilempa Isanosuua.
Xou y Bac uyoosuii konmakm i3 yumu xeopumu’. The in-
tentions and goals here are different, but ultimately, with-
in the strategy, the intentions contribute to achieving the
ultimate goal.

The course of conversation in any manifestation of dis-
course (conversation, dialogue, private conversation, etc.)
is not a chaotic process but a fully organized phenome-
non. Determining the nature and degree of this organiza-

33



tion is usually very problematic. At the same time, it is the
strategic direction and tactical techniques chosen by the
speaker, who is the initiator of communicative interaction,
that determine its course. The strategy of linguistic com-
munication covers the entire sphere of building the com-
munication process, where the goal is to achieve certain
long-term results.

Strategy is the ability to manage, determined by correct
predictions regarding the purpose of communication, while
tactics (more precisely, tactics) are techniques that facili-
tate the achievement of this purpose. The communication
strategy focuses on the development of communicative tac-
tics, maintaining the tone of communication. Therefore, it
is reasonable to consider the strategy in professional com-
munication as a kind of communicative plan that involves
appropriate professional competence. It is also important
to consider the method of correcting linguistic interaction
during information transfer, as well as the structure and
mechanisms of influencing the partner to solve professional
and practical tasks.

Communicative tactics encompass a set of techniques
for conducting a conversation and determine the line of
behavior at a certain stage within a specific conversation,
aimed at achieving a desired result or preventing an unde-
sirable one.

The communicative situations of discrete medical dis-
course, determined by the social roles of doctor-patient,
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define the general pragmatic goal of the doctor-addressee,
such as assisting the patient at all stages of communicative
interaction. This pragmatic goal determines the direction of
the doctor’s main communicative strategies and tactics.” The
intentions and goals here are different, but ultimately, within
the strategy, the intentions contribute to achieving the ulti-
mate goal.

The course of conversation in any manifestation of dis-
course (conversation, dialogue, private conversation, etc.)
is not a chaotic process but a fully organized phenome-
non. Determining the nature and degree of this organiza-
tion is usually very problematic. At the same time, it is the
strategic direction and tactical techniques chosen by the
speaker, who is the initiator of communicative interaction,
that determine its course. The strategy of linguistic com-
munication covers the entire sphere of building the com-
munication process, where the goal is to achieve certain
long-term results.

Strategy is the ability to manage, determined by correct
predictions regarding the purpose of communication, while
tactics (more precisely, tactics) are techniques that facili-
tate the achievement of this purpose. The communication
strategy focuses on the development of communicative tac-
tics, maintaining the tone of communication. Therefore, it
is reasonable to consider the strategy in professional com-
munication as a kind of communicative plan that involves
appropriate professional competence. It is also important
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to consider the method of correcting linguistic interaction
during information transfer, as well as the structure and
mechanisms of influencing the partner to solve professional
and practical tasks.

Communicative tactics encompass a set of techniques
for conducting a conversation and determine the line of
behavior at a certain stage within a specific conversation,
aimed at achieving a desired result or preventing an unde-
sirable one.

The communicative situations of discrete medical
discourse, determined by the social roles of doctor-pa-
tient, define the general pragmatic goal of the doctor-ad-
dressee, sh as assisting the patient at all stages of commu-
nicative interaction. This pragmatic goal determines the
direction of the doctor’s main communicative strategies
and tactics.
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Communicative situations of non-discrete medical dis-
course with predefined social roles, such as doctor - doctor,
encompass general pragmatic goals, including the general-
ization of accumulated experience, the application of scien-
tific knowledge, and the interpretation and justification of
obtained results. These goals determine strategies of a differ-
ent orientation, which, in turn, entail using distinct tactics.
This can be demonstrated through the example of non-dis-
crete discourse between asymmetrical partners: doctor-su-
pervisor and doctor-subordinate (pic. 3).

The structuring of medical discourse is determined by
models of subject-referential situations that arise during
communicative interactions between a doctor and patients
or colleagues. These situations are characterized by their
typicality, recurrence, and necessity, which shape the set of
communicative strategies and tactics in a doctor’s discursive
activity. For instance, the discourse of “senior doctor — sub-
ordinate doctor” is marked by adherence to subordination
and communicative diversity, requiring consideration of
both situational factors and the professional-status roles of
the participants. Accordingly, strategies and tactics are em-
ployed based on these factors. The leading role of the senior
doctor in the dialogue necessitates using a coordination-di-
rective strategy, realized through clarification-control, im-
pact-reducing, and directive tactics.

38



Non-discrete
discourse of unequal
professional partners

Discourse of the head Discourse of the
doctor subordinate doctor

Coordination-guiding Reporting-
strategy Informative Strategy

Control-Clarificatory
Tactic

Reporting Tactic

Tactic of Mitigating
== the Impact on the
Addressee

Interrogative-
Clarifying Tactic

Advisory Tactic

Pic. 3. Strategies and tactics of medical discourse in “doctor-super-
visor - doctor-subordinate”

39



Meanwhile, the subordinate doctor assumes a secondary
role in the dialogue, primarily employing a reporting-in-
formative strategy, realized through reporting and clarify-
ing-questioning tactics. The discourse of the subordinate
doctor correlates with their socio-professional function.

As for the discourse of “doctor-patient’, it unfolds accord-
ing to its own distinctive characteristics. During a medical
consultation, specific behavioral scenarios take shape, re-
quiring the doctor to select strategies and tactics influenced
by various factors: the patient’s age, social status, physical
condition, and psychological readiness for treatment.

Thus, the strategies of medical discourse are determined
by fundamental intentions that form the basis of a particular
type of doctor-patient communication. The so-called auton-
omous model prevails in contemporary medicine, granting
the patient the final say in choosing the treatment method.
Unlike the paternalistic model, which dominated medical
practice for a long time, the autonomous model prioritizes
the personal characteristics of the individual seeking med-
ical help. Therefore, it is referred to as a subject-oriented
approach. This approach is realized through the doctor’s
strategies in communicative interaction with the patient, in-
volving appropriate linguistic forms [6].

A doctor’s strategy aims to obtain the necessary infor-
mation as efficiently as possible. When establishing the di-
alogue’s intent, the doctor structures the conversation to
prompt the patient toward necessary actions.
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Mastery of dialogue strategies and tactics with a patient
is part of the doctor’s communicative competence, which
cannot always be expected of the patient. Constructive coop-
eration between patient and doctor is essential for accurate
diagnosis and treatment. However, the patient does not al-
ways know how to facilitate communication with the doctor
through verbal interaction. In certain conditions, they may
be unable to control their speech and actions. Therefore, the
doctor is responsible for effective communication and so-
cial interaction. This means that medical discourse must be
strategically oriented despite the unpredictability and spon-
taneity of communication [6].

In professional discourse, a communicative strategy is a
type of communicative behavior or interaction in which the
speaker employs various verbal and non-verbal means to
solve professionally relevant communicative tasks. A strategy
serves as the framework of the speaker’s behavior, defining the
communicative act, while communicative tactics are practical
speech actions that express the communicative semantics of
discourse. This is primarily related to realizing communica-
tive intentions aimed at achieving treatment outcomes.

Conclusions

Modern trends in the development of linguistic science
have highlighted the importance of approaches to studying
language phenomena that focus on speech and communica-
tive activity. In this context, the study of different types of dis-
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course, depending on the nature of the communication sub-
jects, has gained particular significance. These types include
personal (subject-oriented) and institutional (status-orient-
ed) discourses, with medical discourse belonging to the latter.

The unique semantic space of medical discourse has
emerged due to the structural organization of the medical
institution. It is formed in the consciousness of communica-
tion participants as behavioral stereotypes at various levels.

Medical, institutional discourse, which stands out in
the system of institutional discourse due to its social-role
characteristics, communicative, and structural-semantic
features, can be categorized into discrete and non-discrete,
considering all factors that shape its structure.

Discrete Medical Discourse: This type of discourse in-
volves unequal partners and is realized in the “doctor-pa-
tient” communication sphere. Key features include disconti-
nuity of the verbal expression process, the interprofessional
nature of communication, and asymmetry in communica-
tive interaction. These characteristics are influenced by the
doctor’s communicative preferences, status, professional
competence, personal traits, and practical skills.

Non-Discrete Medical Discourse: This discourse involves
equal partners (“doctor-doctor”) who are representatives of
the same communicative category, united by professional
affiliation. It is characterized by homogeneity, collegiality,
stereotypes of the communicative behavior of participants,
and intraprofessionalism.
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A significant factor in both types of discourse is the direc-
tion of the communicative strategies and tactics employed
by the doctor. The goal of communication determines the
strategy and specific objectives in each act of speech inter-
action set the doctor’s communicative tactics.

The primary form of discrete medical discourse is dialogue,
in which the speech of the doctor and the patient is approxi-
mately proportional in the amount of information expressed.
In a dialogue with the patient, the doctor acts as a communica-
tive leader, structuring the method of communication.

Dialogues within the structure of non-discrete discourse
are determined by the situation of communication and the
status-role functions of its participants.

The features of the doctor’s dialogical speech in the struc-
ture of both types of oral medical discourse - discrete and
non-discrete — are influenced by factors such as the stages of
interaction between the doctor and the patient and the com-
municative situations of interaction between doctor colleagues.
This manifests in utterances of different nature, structure, and
intonation, which convey the intentions of the speaking doctor.

An important factor in medical discourse is terminol-
ogy, which ensures accuracy and clarity in transmitting
information, which is critically important for professional
communication. Competent use of terms demonstrates the
doctor’s professionalism at all stages of communication with
the patient, helping to ensure clear and coordinated actions

among medical professionals during their duties.
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CHAPTER 2

UKRAINIAN MEDICAL TERMINOLOGY:
CURRENT STATE AND PROSPECTS

The term as the main element of medical
professional language

The language of a specialty is a natural environment for
the emergence and functioning of terms that name the con-
ceptual base of a particular field. Professional knowledge re-
quires mastering the corresponding sublanguage, the basis
of which consists of specialized vocabulary.

In linguistics, a sublanguage is considered a thematically
limited set of specialized and general language means used
in a specific sphere of human activity [10]. Proficiency in
the language of a specialty primarily involves mastering the
terminology of one’s field and the ability to use its thematic
dominants in professional speech, as terminology consti-
tutes the specificity of the sublanguage of various sciences.

It should be noted that different approaches have been
developed in terminology studies for interpreting the con-
cept of “professional language” or “languages for special pur-
poses” (LSP). National sublanguages of science are viewed
as functional varieties of national literary languages.
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All definitions of the concept of “professional language”
inevitably point to the term as the primary, central element
of the professional language of a particular field of knowl-
edge.

In this work, the term “professional language of med-
icine” is defined as the set of all language means used in a
professionally limited communication sphere to achieve
mutual understanding among specialists working in the
medical field.

The connection between professional and general lan-
guage remains constant, with lexical units potentially tran-
sitioning from one to another. However, in terms of specit-
ic fields of knowledge and activity, professional language is
characterized by particular specificity in vocabulary, syntax,
and word formation compared to literary and colloquial
languages. Language signs exhibit their properties in pro-
fessional languages somewhat differently than in the gen-
eral national language: nominality is realized peculiarly,
pragmatic aspects of meaning are narrowed, and there is an
asymmetry of functions and change in combinability.

Professional languages are organized horizontally, form-
ing term systems and vertically, according to communicative
requirements (theoretical-scientific, professional-practical,
and non-professional layers). Forming a professional lan-
guage as an open, dynamic system can never be complete.
Upon reaching a certain level in forming the corresponding
base of terms, rules, and regularities of their creation and
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use, the progress of medicine stimulates the emergence of
new terms, the obsolescence of outdated ones, and the im-
buement of the latter with new meanings.

The most important feature of professional language is
that alongside general language means, the sublanguage of
medicine operates with specialized vocabulary, with terms
as indicators of professional affiliation.

Viewing the professional language of medicine as the
natural environment for the existence of medical terminol-
ogy, we understand the term as the genesis of knowledge
and the generalization of professional material.

In modern linguistics, various approaches have emerged
to address the problem of identifying terms within a given
sublanguage. Researchers employ different definitions of the
term, proposing methods and criteria that allow for unam-
biguously identifying terminological units that denote con-
cepts and relationships within a specific field of knowledge.
This, in turn, helps delineate the scope and boundaries of
terminology.

Traditionally, a set of standard features has been estab-
lished to define the essence of any term as a lexical unit with
specialized, restricted functionality: 1) Nominative (the
ability to name a concept); 2) The presence of a definition
(definitiveness); 3) A tendency toward monosemy (having
a single meaning) within a given terminological system; 4)
The absence of expressive or emotional connotations; 5)
Stylistic neutrality [11; 12; 13].
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Emphasizing the term’s nominative and definitive func-
tions, we define it as a word or phrase belonging to a special-
ized domain, which serves as the designation of a specific
concept and requires a clear definition.

The fundamental characteristic of terminology is syste-
maticity. In terminological studies, a system is an organized
set of objects — a coherent unity of interrelated entities, phe-
nomena, or actions. The objects of this system are terms, the
units of terminology. According to L. Symonenko, terminol-
ogy is “a collection of specialized designations across vari-
ous branches of science and technology, used in professional
communication. Terminology exists in two dimensions: as
a result of the codification of scientific knowledge (termino-
logical dictionaries) and as a functioning entity (scientific
and educational literature)” [10].

For this study, the following working definition of a
medical term is applied: a word, phrase, or abbreviation that
denotes a scientific medical concept is part of the conceptu-
al system of this field, is restricted to a specialized domain
of usage, has been established in clinical medicine, and is
regulated by a formal definition.

To identify a medical term, it is crucial to recognize
that the studied terminology functions as a complex sub-
system serving a vital field - clinical medicine - with-
in the broader literary language. “Clinical medicine” is a
general designation for various medical knowledge do-
mains. At the same time, its terminology constitutes a
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system of terms representing the conceptual framework
of all relevant fields.

In this study, fundamental medical terminological sub-
systems, such as anatomical and pharmaceutical terminol-
ogy, are not the primary focus. Instead, the emphasis is on
clinical terminology, a general medical terminological sys-
tem component. Along with other subsystems, it reflects
the intricate conceptual structure of medicine - a scientific
and practical discipline whose primary objective is to study
physiological processes in both healthy and diseased indi-
viduals, preserve and enhance health, diagnose and treat
diseases, and prevent their occurrence [14].

The examined terminological system serves as the core
of the general medical terminological domain. Given the
specificity of terminological units from related sciences,
which are closely linked to clinical terminology, they are
excluded from this analysis. Therefore, the term “medical
terminology” is deemed appropriate to designate the object
of this study.

A comprehensive understanding of medical science is
achieved by systematically integrating all its conceptual cat-
egories. This research aims to construct a system of logical
connections among medical terms, modeling a terminolog-
ical system that, having evolved from the development of
both general medical and specialized terminologies, reflects
the conceptual structure of clinical medicine through lin-
guistic means.
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Classification of medical terms based on logical and
conceptual principles will, in our view, enable the multifac-
eted and multidisciplinary body of medical terminology to
be presented in the form of systematically organized, hierar-
chically structured macro- and micro fields. Since most ter-
minological units can be grouped based on shared semantic
components, studying these terms within a defined seman-
tic system will allow a deeper exploration of their develop-
ment and evolution.

The selection process of lexical units for the studied ter-
minological system delineated its boundaries within the
general medical terminology array by identifying semantic
groups (“semantic fields”).

We proceed from the fact that “medical terminology” re-
fers to the terminological continuum of medical knowledge
related to a diseased organism. In some medical terminolo-
gy fields, the core concept is “disruption of the organism’s vi-
tal activity.” The center of the identified terminological field
consists of terms that denote diseases.

It is known that a practicing physician’s lexical field
consists of words and phrases used in dialogue with the
patient, terms, and term combinations used to describe
the disease in the medical history and methods of its
treatment. Additionally, the vocabulary of a practicing
physician includes the names of medical instruments,
operations and treatment methods, hospital equipment,
and property.
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The presence of certain lexical-thematic groups largely
determines the systematic nature of terminology, the study
of which is significant for researching the hierarchical struc-
ture of the terminological system. In this regard, it is nec-
essary to determine the thematic structure of the studied
terminology based on the general tasks and logical scheme
of the main sections of clinical medicine and rely on various
concepts that make up their conceptual systems.

According to the semantics of the analyzed terms and
their functional purpose, the following thematic groups of
words can be distinguished: processes and morphological
structures inherent to the human body; disorders of phys-
iological functions of organs and body states; diseases and
their classifications; forms of course and signs (symptoms,
syndromes) of diseases; causes of diseases; research meth-
ods; names of sciences, specialists; names of disease carriers;
treatment methods (names of surgical operations); means of
treating diseases (medical-technical terms).

All of the mentioned terminological categories are repre-
sented within the terminology of highly specialized clinical
disciplines, which we consider subsystems of the Ukrainian
medical terminological sphere. These include the terminol-
ogies of obstetrics and gynecology, anesthesiology, genetics,
dermatology, epidemiology, oncology, pediatrics, dentistry,
therapy, traumatology, urology, surgery, and other fields.
These elements allow us to determine the conceptual struc-
ture of medical terminology.
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Medical terminology exhibits a complex interweaving of
multiple subsystems, which actively interact with one an-
other and are based on narrower, more specialized subfields.
Thus, clinical medicine terminology is composed of a set of
terminological micro fields, which collectively encompass
the entire conceptual system of this field of human activity
and reflect its structure.

Specific systems of terminological units corresponding
to the semantic classifications outlined above can be ana-
lyzed regarding their semantic structure and linguistic rep-
resentation.

A detailed examination of the composition of the med-
ical terminological system requires consideration of its lin-
guistic structure, types of meanings, hierarchical relation-
ships, and origins.

At the present stage, with the revitalization of nation-
al identity across various domains, the scope of Ukrainian
medical terminology is expanding, encompassing scientific,
practical, and educational activities.

Summarizing the above, it is evident that the develop-
ment and formation of modern Ukrainian medical ter-
minology, as a subsystem of scientific language, has been
influenced by both general linguistic trends and extralin-
guistic factors. Terminological systems in the natural sci-
ences have undergone a long and complex evolutionary
process, emphasizing the importance of studying medical
terms.
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A brief historical overview of the development of
Ukrainian medical terminology allows for an examination
of the studied terminological system from a genetic per-
spective and an analysis of the sources of its formation.

Genetic characteristics of clinical medicine
terminology

Medical terminology has been formed over a long pe-
riod on a national lexical basis, supplemented by borrow-
ings from genetically related and unrelated languages. The
history of the development of this science, changes in sci-
entific views, integration and differentiation of scientific
disciplines, cultural connections, and the development of
the lexical-semantic system of the language all influence the
formation of the terminological system.

Medical terminology is heterogeneous in its origin.
There is a close genetic connection between the vocabulary
of the general literary language and medical terminology,
with a constant exchange of lexical units.

Researchers note that the foundations of any national
terminology were formed based on concepts that emerged
from the material and spiritual culture of the people who
speak the language [15]. Folk terminology, which has de-
veloped over centuries, includes older terms: common
Slavic (6inv, xawenv, xuna, nponacHuus, ceepbix) and
specifically Ukrainian terminological names (nyxauna,
woemaHuus, nporoc), as well as nominations formed
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by the technologization of commonly used words (pax,
Kaminb, nicox).

Foreign terms that have entered the domestic scien-
tific medical dictionary are associated with numerous
source languages from which they were borrowed direct-
ly or through the mediation of other European languages
(German, Polish, French). Among them are borrowings
from Latin: 6omynizm, eaxyuna, eipyc, eanroyunayis; Greek
terms: anemisi, apmepis, 6akmepis, 20pmoH, diabem, MiKpoo,
mpaema; English terms: eatimopum, danvmonizm, 6noxaoa,
cmpec; French terms: 6ronemenv, epun, 6anoasx, 3010, 6y,
wok; German terms: 60p, winpuy, Kaanad, wnamenv,
6rzenv; Italian terms: ingnoenya, ckapnamuna, nenazpa.

Hybrid (mixed) nominations are term combinations that
combine native and borrowed components (amHiomuuna
piouHa, MOKCUKO03 BazimHux, apmepianvHuii  Muck,
npuckopeHuti nyavc, etc.).

Thus, from a genetic perspective, the studied termino-
logical system is heterogeneous. The majority of medical
terms are international terms borrowed from classical lan-
guages, occasionally from Western European languages, and
others. The language of modern medicine includes a signifi-
cant layer of specifically Ukrainian terminology; to a lesser
extent, hybrid nominations of specialized medical concepts
are used, whose usage is functionally determined.

The analysis of medical terminology showed that, despite
the specifics of formation and development, the studied ter-
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minological system is an integral and inseparable part of
the Ukrainian literary language. The diversity of formation
sources and the heterogeneity of the lexical composition is
due to the interaction of the terminological system with the
vocabulary of the literary language, the scientific termino-
logical system, the terminological systems of related fields of
knowledge, general medical terminology, and the termino-
logical systems of specialized medical sciences. Thus, mod-
ern Ukrainian medical terminology is a relatively stable and
traditionally established lexical-thematic group in continu-
ous movement, interaction, and gradual improvement.

Medical terminology occupies a special place in the pe-
ripheral zone between general and specialized vocabulary,
leading to its increasingly active assimilation by speakers. A
significant group of medical terms belongs to polyfunction-
al vocabulary. Their terminological nature is determined by
context and field of use. When used in medical language,
such words are terms, but when used in general literary lan-
guage, they function as ordinary words. This group includes
words like recovery, fever, fainting, inflammation, etc. Their
presence once again confirms the close connection between
terminology and literary language. Common features of
terminology and general vocabulary are also found in their
structure: terms are characterized by the use of simple, de-
rived, and compound words.

It is known that any sectoral system of concepts includes
the following main groups: general scientific, concepts of re-
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lated fields, and specialized. General scientific terms that are
part of the clinical medicine terminological system occupy
an intermediate place between general literary and special-
ized vocabulary. Some features of general scientific words
allow them to be distinguished as a special group of spe-
cialized vocabulary. A significant part of them is abstract in
nature, for example: secretion, reduction, deformation, en-
hancement, disorder, sign, localization, etc. These lexemes
acquire medical meaning when they function as compo-
nents of terminological phrases.

The deepening of knowledge about the vital activity of
the human body, the application of methods from cyber-
netics, physics, and chemistry to the study of living systems
has led to the emergence of new sciences related to medicine
and the transition of units belonging to the terminological
systems of the aforementioned fields into medical terminol-
ogy. Terms from non-medical sciences are especially widely
used in the subsystem “Methods and ways of examining the
body”

Analysis has shown that from a structural perspective,
ukrainian medical terminology is a systematic formation
with a compact but heterogeneous core. This core consists
of clinical medicine terms that reflect the specifics of its
main sections. Thus, the main array of the medical termi-
nology vocabulary consists of medical vocabulary, which
can be divided into three groups: 1) general medical terms
that are part of most subsystems of medical terminology;
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2) interdisciplinary terms that function simultaneously
in two or more terminological systems of related fields of
medicine; 3) narrowly specialized terms of individual sub-
systems. Among the general medical terms, we distinguish
groups of words that denote the main directions of medical
activity: npoginakmuxa, 0ocnioxenns, diazHocmuka, iKy-
eanHs; a group of terms that indicate the stages of disease
development: Hanao, xpusa, peabinimauis, 00yHaHHs; a
group of terms that characterize the course of the disease:
CUMNMOMU, CUHOPOM, KaiHiuHa kapmuHa. Despite the dif-
ferences in specific studies of individual medical sciences,
they are united because they are all somehow related to hu-
mans and their diseases. This explains the presence of sev-
eral concepts common to all fields of medicine. The terms
that denote these concepts belong to the general medical
vocabulary.

Each branch of medicine, being an independent scien-
tific discipline, uses the terms of related disciplines. Such
terms are on the periphery of the medical terminology
system. Several subsystems of the studied terminological
system are distinguished by their so-called “non-medical”
specificity (for example, medical-technical terminology).
They are not organic components of the medical termino-
logical system.
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Problems of medical terminology
standardization

The current stage of terminology science development
focuses on practical aspects: systematization and codifica-
tion of terminological systems. Recently, terminology scien-
tists have emphasized that the organization of terminology
is necessary for the effective development of scientific re-
search, international cooperation, the publication of scientif-
ic and reference literature, and the improvement of special-
ist training in higher education institutions.

Urgent issues of organizing sectoral terminological
systems were the focus of participants at scientific confer-
ences such as “Ukrainian Terminology and Modernity”
(Kyiv, 2013, 2019), “Problems of Ukrainian Terminology
SlovoSvit” (Lviv, 2018, 2022, 2024), and others. The results
of these conferences highlighted the insufficient organi-
zation of terminology, which complicates the preparation
and professional communication of scientific and technical
workers and causes errors in the preparation of technical
documentation.

The problems of functioning and improving ukrainian
medical terminology are no less important today, the
main corpus of which has already been formed but re-
quires significant organization and standardization. The
trend towards the organization and systematization of
terminological concepts is manifested in the desire to

avoid such undesirable phenomena as polysemy, synony-
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my, multi-component terms, overload with foreign units,
eponyms, etc.

It is undeniable that today, the linguistic foundations for
improving terminology are sufficiently developed, an im-
portant prerequisite for this process. As is known, the main
features of a term as a designation of a unique scientific con-
cept are determined by the linguistic, content, and logical
aspects of its normativity.

The term system’s organization begins with the concept
of system’s organization. This process primarily involves
a thorough acquaintance with the structure of the field of
knowledge whose terminological system needs improve-
ment. It should be noted that the problems of improving ter-
minology at the conceptual-logical level have been the focus
of attention in several works by both linguists and sectoral
specialists (K. Horodenska, S. Yermolenko, Ye. Karpilovska,
etc.).

The methodological principles of work on organizing
medical terminology do not differ significantly from the
corresponding principles of work with terminology in any
other field of science. In our study, we will consider the
problem of improving medical terminology and its practical
implementation, which we interpret as a whole complex of
works on systematization, unification, standardization, and
codification of terminology.

As is known, the viability of any terminological system
is primarily determined by its organization. The organiza-
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tion of terms involves bringing sectoral terminology into a
realistically possible system at all necessary levels using spe-
cialized methods and models sufficient to create a term as
a means of unambiguous, adequate expression of a special
concept [16]. The problem of organizing medical terminol-
ogy involves a set of tasks, primarily the development of
basic criteria for term selection; filling terminological gaps
at the significative-nominative level; improving the mecha-
nism of harmonious interaction between international and
national components.

Unification, according to researchers, is a multi-aspect
activity aimed at bringing sectoral terminology into a pos-
sible system at the conceptual, logical, and linguistic levels
[16]. The unification of terminological systems can be car-
ried out in various aspects; it can be both intralingual (con-
ducted within one language) and interlingual (unified based
on several languages, as well as within international termi-
nology). As a result of the latter, the emergence of common
term funds and the strengthening of the process of term in-
ternationalization can be qualified.

The unification of medical terms occurs at several lev-
els: a) lexical, which involves selecting the most appropriate
terminological inventory to denote the corresponding con-
cept (mucHyuuti - cmuckanvruiti 6inp); and also the creation
of neologisms to name new concepts; b) word-formation:
unification of morphological variants (necenv - nezenis,
bonis — 6oneii). The basis for the unification of the studied
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terminological system should be the main criteria for the
term: frequency of use, activity of the term’s word-forma-
tion model, and inclusion in the microfield with the corre-
sponding reference component.

In the specialized literature devoted to the problems
of unifying terminological systems, scientists increasing-
ly operate with the concept of “terminological planning”
(A. Dyakov, T. Kiyak, Z. Kudelko), which is understood as
“a set of measures for terminological modernization and
standardization” [13]. It should be noted that terminologi-
cal modernization involves the construction of new terms
and is aimed at realizing the potential of the language in a
particular field, considering that term creation at the pres-
ent stage is a consciously managed linguistic process that
involves aligning any terms with the fundamental laws of
the language. “Terminological planning is organized and
coordinated work on terminological modernization and
standardization, aimed at forming appropriate profession-
al languages and developing individual terminological
systems. Responsible institutions or individuals can carry
out terminological planning, but regardless, this process
always has a centralized character” [13].

Thus, interpreting the concept of “terminological plan-
ning” as a set of measures for creating new terminological
units, normalization, and standardization of sectoral termi-
nological systems is, in our opinion, a further development
of the stated problem.
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One of the current tasks of modern linguistics is to re-
cord, study, and analyze lexical-semantic innovative pro-
cesses and subsequently codify the terminological system
itself. Codification is considered a conscious and fixed
norm [17]. The codification of certain forms is based on
general trends in language development, the use of inter-
national term creation experience, and the consideration
of the genetic and synchronous connection of the linguis-
tic phenomenon with the terminological system. The prin-
ciples of systematization, denotative-significative correla-
tion, relevance, and historicism serve as specific guidelines
for codification.

The main aspects of the development and codification
of terminology include the study of the processes of termi-
nological system formation, the recording of the time of its
appearance, and the determination of formation paths; the
development of basic models for creating new terms; the
creation of sectoral dictionaries; the development of state
standards for terms and definitions that would cover all
areas of scientific and technical activity; the analysis and
normalization of existing terms in the language [17].

One of the priority areas of terminological work in med-
icine at the present stage is the normalization of terminolog-
ical vocabulary.

Normalization is revising the terminological system per
the modern Ukrainian literary language norms. Researchers
note that the language norm is the most appropriate variant
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of pronunciation, word formation, form creation, or con-
structive phrase formation from the perspective of the com-
munication function [17 et al.]. Language normalization
aims to bring it in line with those speech or lexical variants
and models that best facilitate the communicative function.
The normalization of specialized vocabulary is carried out
considering that terminology has some specific features
that distinguish it from general vocabulary. In this regard,
some specific norms operate within the specialized vocab-
ulary, which differs from general literary norms and nar-
rows their scope. Emphasizing the specificity of the concept
of the norm in terminology, it highlights the “professional
variant of the norm,” which should correspond to the gener-
al trends in word formation and word usage in the language
as a whole [17].

The practical needs of daily professional communica-
tion, specialized education, documentation, and the publi-
cation of specialized literature condition the linguistic anal-
ysis of terms concerning compliance with relevant language
norms.

The normalization of the Ukrainian medical termino-
logical system directly depends on solving several prob-
lems: violations of the general literary lexical norm, inac-
curate lexical designation of scientific concepts, the use of
words and forms not inherent to the Ukrainian language,
the presence of excessive terminological polysemy, hom-
onymy, synonymy, etc. The most important aspect is devel-
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oping a unified concept of term creation using the experi-
ence and positive achievements of scientists from different
generations.

Like any terminological system, a detailed consideration
of how to normalize Ukrainian medical terminology is im-
possible without a comprehensive (empirical, theoretical,
and technological) understanding of the term’s concept.

Determining the methods of terminology normaliza-
tion, we proceed from the fact that the study of scientific
terminology is characterized by a close intertwining of the-
oretical and methodological (applied) aspects, which are
determined by the need to justify the foundations of organi-
zation and unification of terms, primarily during their lexi-
cographic processing [18].

The lexicographic principle is the generally recognized
principle of normativity. Terminology normalization is pri-
marily carried out through thorough lexicographic pro-
cessing, creating a clearly verified register of terminological
units and, subsequently, a terminological dictionary.

In recent decades, the status of the terminological dic-
tionary as the primary source of systematization and nor-
malization of sectoral terminology has been actively dis-
cussed in domestic linguistics [17]. Therefore, we consider
the terminological dictionary as a normative document
where codified terms are recorded. Thus, thermographic
work should be primarily aimed at normativity, where the
terminological unit should be considered in the context of
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its recommendation/non-recommendation for widespread
use in scientific language.

Based on the works we have mentioned, which highlight
the main methodological principles of the lexicographic as-
pect of sectoral terminology normalization and define the
normative requirements for the term, we aim to outline the
main directions of work in ensuring the linguistic normativ-
ity of terms documented in the modern lexicographic and
scientific literature on medicine.

The effectiveness of terminology normalization work
largely depends on the choice of specific ways to improve
terminology and the appropriateness of certain means.
Ensuring the linguistic normativity of terms should occur
at all conceptual and linguistic levels — phonetic, orthoepic,
orthographic, lexical, word-formation, and syntactic.

We see our task comprehensively considering all the
above aspects to determine the main ways to normalize
modern medical terminology.

The analysis of terminological vocabulary was conducted
based on lexicographic works and scientific texts from peri-
odicals. This made it possible to compare the use of terms in
texts and dictionaries to define the concept of “norm” con-
cerning the analyzed terminological vocabulary.

Medical terminology develops and normalizes consider-
ing its national and international functions and, as already
noted, is characterized by a specific feature - the presence of
a predominant number of terms of foreign origin.
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Borrowing is one of the sources of enriching the termi-
nology of any language, and specialized terminology is pro-
jected not only on internal and national contacts but also on
external and international ones, with its international com-
municative function increasingly growing [17].

In medicine, a significant part of terms of foreign ori-
gin function in parallel with ukrainian ones. Depending on
stylistic differentiation, foreign terms function in the purely
scientific professional sphere, while native terms are used in
educational and popular science literature.

In modern ukrainian medical terminology, the parallel
functioning of native and foreign terms is observed, which
are practically equal, for example, hemorrhage - xpososu-
JIU8 — 2emMopacis, KOPoMmKo30picmv — Mionis, nepenusants
kposi — eemompancysis, etc. Sometimes, medical profes-
sionals prefer native ukrainian terms over foreign ones: 3a-
wiemnenns instead inkapuepauis, wymnusicmo instead cen-
cubenvHicmo, ceHcumueHnicmo. At the same time, in medical
practice, specialists traditionally use international terms, for
example, abscess (compare eHosk), injection (compare nop-
cKy8aHHs), puncture (compare npoxon), palpation (compare
obmauysanus), fixator (compare 3axpinmosa4). Such phe-
nomena in the professional language of medical profession-
als are insufficiently studied and are an interesting direction
for further research.

Medical terminology cannot be done without borrow-
ing. This is due to the increasingly international nature of
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scientific research and the internationalization of terminol-
ogy. However, borrowings are not always justified, especially
when an equivalent is formed on a national basis. Hence, the
conclusion is that borrowing must be justified.

In our opinion, the problem of the correlation between
national and international components in the medical ter-
minological system is related to the following main aspects:
1) considering the traditions of term usage that have devel-
oped in medicine over centuries; 2) the appropriateness of
using existing equivalent terms in the native language to
foreign ones; 3) the creation of new terms that would corre-
spond to the word-formation models of the Ukrainian lan-
guage.

Recently, there has been a trend to avoid foreign influ-
ences (while undoubtedly preserving the constructive inter-
national basis inherent in many European languages, which
have long been adopted in the Ukrainian language).

The practical aspect is important — the process of se-
lecting an equivalent to a foreign term. It is necessary to re-
member that the most informative word should be selected
when normalizing the terminological system.

When proposing a native word as an equivalent to a for-
eign word, it is important to constantly consider the com-
plex semantics, word formation, and other associations that
surround it and may affect its understanding.

Since sectoral dictionaries play a significant role in the
systematization, normalization, and standardization of ex-
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isting terminological systems, they should reflect the actual
state of modern medical terminology.

Most medical dictionaries we use today confirm the cre-
ation and use of terms adequate to the essence of concepts
and correspond to the word-formation structure of the lan-
guage that generates or assimilates them. The terms present-
ed in dictionaries are informative, conceptually clear, and
consistent with the general criteria of literary language cul-
ture.

The problem of the correlation between international
and national elements in the medical terminological sys-
tem remains open. It needs to be addressed by establishing
reliable criteria for determining the necessary and appro-
priate use of borrowed terms, neologisms, and archaic or
dialectal names, aiming to strengthen medical terminology
and any terminological system of the Ukrainian language.
The degree of organicity of the proposed unit for the lan-
guage structure and its communicative suitability should be
considered. Professional terminology should be unified and
presented to the user in a form requiring minimal use and
interpretation effort.

Undeniably, the presence of an international element
significantly facilitates communication between speakers of
different languages. We join those linguists who see the ad-
vantages of the internationality of sectoral terminology in
the development of a common lexical fund that promotes
everyday communication, has wide application in the study
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and teaching of foreign languages, and conveys informa-
tion about cultural and historical contacts between different
peoples [19].

In modern medical lexicographic practice, the com-
plexity of the interrelationships between language norms
and synonymy in terminology is reflected. As already men-
tioned, synonymy is associated with searching for the most
appropriate word to denote a particular medical concept.

The compilers of most medical dictionaries present ex-
isting synonyms of medical terms based on the fact that syn-
onymy at the stage of creating and accumulating scientific
terms allows for the selection of the most suitable terms for
scientific work.

The abundance of synonymic rows in medical terminol-
ogy was primarily created due to the introduction of words
of different origins into scientific circulation. Thus, in the
medical dictionary, we find different names for the same
concepts; for example, the concept “rakmii, 110 CTOCy€eTbCSA
yepeBa’ is denoted as ab0ominanvHuil, senmpanvHuti, yenia-
xanvHuti, uepesruti; for the concept “the process of acquiring
the properties of a malignant tumor by normal or pathologi-
cally altered tissue, as well as benign tissue, based on the dis-
ruption of cell proliferation and differentiation,” the terms
3710AKICHICMY, MajieHi3auis, masieHimem, NepHiuio3HicmMo
are used. Compare also: aypanmias (mxipn) (of the skin)
— KCAHMO3, KCAHMOOepMis, KCAHMOXPOMIs, KAPOMUHO3,
Kapomunooepmist; basanioma — 06a3anvHOKTIMUHHUL PaK,
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6a3anvHOKIIMUHHA enimenioma, KOpiymKapuuHoma, wKip-
HUll KAPUUHOI0, yIbKYC POOeHC.

The functioning of such large synonymic rows is unjus-
tified, especially since a significant part of the mentioned
names are dialectal or artificially created and do not meet
the requirements we set for a term or the state of develop-
ment of medical science at the present stage.

The organization of naturally formed terminological
systems and the compilation of terminological dictionaries
and standards should be based on a preliminary linguistic
analysis of sectoral terminological vocabulary, particularly
on studying the causes and features of variant relations in
this terminology.

Linguistic variability, as one of the central problems of
language culture and a characteristic feature of the literary
norm, has been the subject of research by many linguists.
In particular, terminological variability has been studied
by M. Zhovtobryukh, L. Symonenko, L. Malevych, and
O. Radchenko.

Regardless of the differences in defining variability as a
linguistic universal by individual linguists, all definitions of
this concept invariably indicate that it is a form of existence
of linguistic units. Given this, variability is directly reflected
in terminology. A variant of a term within one terminolog-
ical system is considered to be one whose content remains
unchanged despite some changes in the formal means of ex-
pression.
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In terminology, the problem of variation has specific as-
pects. Analyzing the variability of medical terminology, we
proceed from understanding the medical term as a functional
unit. Therefore, we consider it appropriate to apply a functional
approach to linguistic phenomena, where the identity of func-
tions (denoting the same concept) of several nominative units
allows us to state variant relations between them [20].

Paradigmatic (context-independent, universal) and syn-
tagmatic (context-dependent) variability are distinguished
[21]. Syntagmatic variability of terminological units is
mainly observed in texts. This refers to specific speech man-
ifestations of variability: elliptical forms (when one or more
term components are omitted), abbreviations, descriptive
phrases, pronouns, etc.

Paradigmatic variability primarily includes formal vari-
ants of terms: phonetic, accentual, orthographic, word-for-
mation, and grammatical. One type of formal variation of
words, while maintaining word identity, can be considered
accentual variation, which is quite common in medical ter-
minology: s°0yxa, peuostind, TonocoBa w(iniiHa, KoL
pexum, npocmuii reprec. These accents are neutral and do
not perform word- and form-distinguishing (distinctive)
functions. Factors that cause the emergence of parallel ac-
cents in a terminological name include the peculiarities of
the word’s internal structure, the action of analogy, insufh-
cient assimilation of terms of foreign origin, and the specit-
ics of accent functioning in spoken language.
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The existence of many accentual variants in the studied
terminology is explained by the fact that norm variability is
highly developed in the Ukrainian literary language, espe-
cially in accentology.

The process of normalizing medical terminology reduc-
es the number of variant terms by eliminating words that do
not conform to the language system.

In the studied terminology, the phenomenon of phonet-
ic (phonemic) variation can be observed in examples such
as opaxiveganis and 6paxikegpanis, makpouegpanis and ma-
kpokegpanis, pemukynvoma and pemuxynoma, mybepkynvo-
ma and my6epkynoma, where sounds lose their distinctive
function. Among the reasons for the emergence of phonetic
variants of terms, we have already mentioned the tendency
to ease articulation, the action of analogy, and the peculiar-
ities of adapting borrowed vocabulary. The main reason for
such term variability is that their borrowing from ancient
Greek and Latin occurred in different ways and at different
historical periods. Phonetic variability clearly led to the cor-
responding terms’ graphic variation.

Orthographic variability of medical terms is mainly as-
sociated with the functioning of foreign terms, whose writ-
ten form results from phonetic and graphic adaptation of
borrowings. In particular, variant transcription of term ele-
ments has caused the parallel functioning of terms such as
like nesponamis, netipoyumoma, nespuroma (from Greek
Neuron — JHusa, Cyxomuiox, 0710KHO; Heps); compare also
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xeiipo-, xip-, -xetipis, -xipis (Greek cheir - pyka), ampo-,
-iampis (Greek iater — nikap), for example: xetipomezanis,
XipocKonis, axelipist, ampozeHis, nediampis.

Thus, examples of variant terms that arose due to dif-
ferent transcription of the same term element (Greek ev-)
include words such as eseenika, esxapucmis, esmpopruii,
eemanasis, eumanasis, etimpodis, etigopis, ey6ios,
eymupeo3s. Such variability complicates medical terminology
because a false discrepancy regarding the content gradually
arises due to differences in the form of the term, which can
lead to different interpretations of variant terms. Modern
medical science predominantly uses the term esmanasis
compared to etimanasis, so the normative term should re-
main esmanasis.

To illustrate word-formation variation, let us consider
native terms such as kposocnunnuii/kpososynunnuii, 00y-
HAHHA/6UOYHAHHS, NPUPOOHEHUL/YPOOK#eHUTi TimoTupe-
03 and borrowed epumpobracmmuii/epumpobnacmuunuii,
ippadiauis/ippaditoeanus OO0, anonnexmuuHuil/anone-
KcuuHutl, xpomeiopos/xpomiopos, etc. These and similar vari-
ant terms have arisen as different word-formation models,
which may differ in productivity.

In medical terminology, there are several terms with
the suffixes -x(a), -uu(s) to denote the same concept,
formed from the same verb base: synunka/synunenns
KpOBOTeYi, nepecadka/nepecadxenHs oprana, 3ampumxa/
3ampumanHsa cedoBuIyckaHHA. In modern terminology,
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preference is given to terms with -HH(s1): 6crmanosnennHs
iaTHO3Y, OUYUU{eHHS TIOBITPs, 00p06IeHHA IHCTPYMEHTIB,
etc.

Grammatical variability in medical terminology in-
cludes the parallel functioning of the term lexeme rhinitis
as a masculine noun in some lexicographic sources and as
a feminine noun in others. As a result of this variability,
we encounter different forms of the genitive case Hexcumro
and nexumi in medical and other (particularly advertising)
literature. The academic dictionary defines the lexeme #e-
Humv, -mio as masculine [14].

Normalization is needed for the use of the noun 6inb in
medical practice. Different lexicographic sources give it the
plural forms 6omneit and 60omniB. The normative form is 60omis,
which is recorded in the medical terminological dictionary.

Thus, as the study has shown, the existing diverse formal
variation in medical terminology indicates the need to orga-
nize this terminological sphere.

Significant paradigmatic variability in terminology is
caused by lexical doublets - native and borrowed names,
the appropriateness of which we have already considered.
Coexisting with native names, international terms form
doublet pairs that vary freely.

A differentiated approach to various types of variability
in medical terminology, based on the study of its causes and
manifestations, will contribute to the normalization of this
terminological system.
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The actual functioning of terms in modern Ukrainian
medical publications indicates the incompleteness of nor-
malizing the terminological system, particularly with nu-
merous violations of lexical and morphological norms
still present. This primarily concerns the use of unjustified
calques and russisms such as susdoposnosamu (normative
00yxysamu), 3axcuenents (normative 3ae0r06aHHs), MAsO-
kpie’s (normative Hedokpie’st), obnacmv cepys (normative
dinsaHka cepus), etc.

Other poorly formed terms include: npomixanus xeo-
pobu (normative nepebiec xg6opobu), nonepeoumu 3axeopio-
6axHa (normative 3anobiemu 3axe0pr6aHHI0), BUKIUKAHI
sipycom (normative cnpuuuneni sipycom), etc.

The elimination of unproductive word-formation models
facilitates the normalization of medical terminology;, particular-
ly the limitation of active participles with the suffixes -y4-, -tou-
(OomiHytouuti CUMITTOM, cUnbHOOi0uUi TIperapar); preference
is given to formations with the suffixes -#-, -1-, -anvn-, for exam-
ple: cmuckanvruii 6ine (instead cmuckarouuti 6inv), cynposiore
saxseoprosantns (instead cynposoodicyroue 3axeopro6aHH,
CYNYMHE 3AX60PH6AHHS), compare: 3acnokitinusuti 3acio,
3MIUHI0BAILHA 2IMHACIMUKA, CHOOIIHULL npenapam, etc.

Violations of morphological norms are most often ob-
served in determining the genitive singular form of nouns
in words such as 3aci6, 6inv, kawenv, cmpyminb, WAYHOK,
6ronemenv Tomo (the correct forms are: 3aco6y, 6o, kaui-
110, CMPYMEHST, WTYHKA, O10/1eMeHST).

74



Under the influence of lexical and grammatical compat-
ibility restrictions, stable models of word combinations are
formed in the language. They are also common in the pro-
fessional language of medical practitioners: dompumysamu-
cA 2ieienu, nepebysamu Ha 067Ky, nepebie x6opobu, etc. The
peculiarities of word compatibility determine the specificity
and uniqueness of the national language. The word combi-
nations cause difficulties when translating a specialized text,
for example: 3asdamu 6onto, nompebysamu meduuHoi dono-
Mmozu, x60puii Ha 2pun, etc.

We proceed from the fact that knowledge of the norma-
tive variants of the analyzed linguistic units, mastering the
basic medical terminology in the context of its functioning at
the lexical and grammatical levels of the modern Ukrainian
language, and consolidating the understanding of the com-
patibility and contextual use of terminological vocabulary
in working with professional texts are the factors that will
contribute to the process of normalizing medical terminol-
ogy at the present stage.

Thus, the normalization of Ukrainian medical terminol-
ogy; as one of the most important directions for its improve-
ment, should occur through the alignment of national and
international components, elimination of synonymy, vari-
ability, and removal of violations of the Ukrainian language’s
lexical, morphological, and syntactic norms.

Further work on the enrichment, normalization, and
codification of medical terminology should be built with
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mandatory consideration of the specifics of the field. It
should meet both the internal national needs of science and
the level of international standards.

Conclusions

Professional language is the natural environment for
the emergence and functioning of terms that nominate the
conceptual base of a specialized field of knowledge. An ade-
quately organized sublanguage of medicine uses established
medical terms to denote complex medical concepts.

Ukrainian medical terminology is a complex dynamic
system with clear boundaries within the lexical system of
the Ukrainian language. The high communicative signifi-
cance of the studied terminological system is evidenced by
its interconnections with the literary language, general sci-
entific, and other terminological systems, as well as its ac-
tive use in non-professional spheres. Continuously enriched
with new terms due to the development of relevant fields of
science and technology and constantly improving, medical
terminology is an open, non-closed system capable of vari-
ous innovations.

Medical terminology is represented by terms with dif-
ferent semantics covering the extensive medical field.
Depending on the degree and nature of specialization, they
can be classified into general scientific, interdisciplinary,
and purely medical names, forming a transparent system
together. The presence of thematic groups of terms of differ-
76



ent volumes and structures ensures its integrity. The main
thematic categories of clinical medicine terminology are
“names of processes and morphological structures inherent
to the human body;’; “names of disorders of physiological
functions of organs and body states,” “names of diseases and
their symptoms,” “names of methods and ways of examina-
tion and treatment.”

The microsystem “medical terminology” is a semantical-
ly close set of linguistic units united by logical-conceptual
connections that reflect the relationships objectively formed
in the relevant field.

Modern Ukrainian scientific medical terminology results
from the long historical development of the Ukrainian lan-
guage, particularly its medical vocabulary. The development
of Ukrainian medical terminology is characterized by specific
features. It is determined by several extralinguistic (the level
of medical development in Ukraine) and intralinguistic fac-
tors (the state of the Ukrainian language and the degree of
development of relevant styles).

The heterogeneity of the composition of medical termi-
nology in terms of its origin reflects the long historical pro-
cess of the development of the terminological system. The
basis of Ukrainian medical terminology is general vocab-
ulary, filled with new, specialized content that has changed
its functional purpose. The differences between a term and
a general word are primarily observed in their semantics.
The consequence of the term’s correlation with a scientific
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or technical concept is its precise extralinguistic definition
in its unique expression. A distinctive feature of Ukrainian
medical terminology is the presence of a significant number
of words of foreign origin, the primary sources of which are
Greek and Latin, and, to a lesser extent, Western European
languages, whose words entered Ukrainian both directly
and through foreign mediation. Some words of internation-
al origin functioned in the language of Kyivan Rus, and lat-
er they became part of the Ukrainian language (gangrene,
plague, cholera).

As a result of conscious term creation, it is quite possi-
ble to regulate the process of normalizing the terminological
system. Linguistic normalization of terminological vocab-
ulary, as one of the most important types of improvement,
involves revising the terminological system by the norms
of the Ukrainian language. The need for this is dictated by
speech practice in connection with expanding the functions
of the Ukrainian language as a state language. Criteria such
as the conformity of the term to typical forms of general
word formation or special term formation models, the align-
ment of national and international components, the elimi-
nation of excessive and unjustified borrowings that do not
correspond to the word formation models of the Ukrainian
language or have undeservedly neglected native equivalents,
the targeted elimination of excessive synonymy, variability,
as well as violations of lexical, morphological, and syntactic
norms are taken into account.
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The study confirmed that the normalization of the ter-
minological system should be carried out at all levels - con-
ceptual and linguistic — phonetic-orthoepic, lexical-seman-
tic, orthographic, etc. From the perspective of the studied
problem, the attitude towards the sources of terminology
formation, primarily foreign, dialectal, and colloquial, is im-
portant. In solving this issue, it is necessary to consider the
expansion of the functions of the Ukrainian language and
the development of its terminological system.

Lexicographic terminology processing on solid scientif-
ic grounds is the final stage of its normalization and codi-
fication.
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Chapter 3

FUNCTIONING OF THE TERM IN
MEDICAL DISCOURSE

As previously mentioned, the key aspects of term func-
tioning in professional discourse include systematization,
normativity, and standardization. Medical terms are part of
a nomenclature that ensures their unambiguous understand-
ing among specialists and is based on international classifi-
cations, such as the International Classification of Diseases
(ICD). At the same time, systematization and standardization
are defined as fundamental characteristics of discursive ac-
tivity. Combining these characteristics clearly manifests the
interaction between discourse and terminological systems.

The functioning of a term in medical discourse is associ-
ated with its specific features, communicative role, and im-
pact on the perception of professional information. This is
due to the presence of the following functions inherent to
the term:

Nominative function: ensures clarity in naming con-
cepts and pathological conditions (e.g., anemia, myocardial
infarction, gastritis, meningitis).

Cognitive function: contributes to the systematization of
knowledge by reflecting the relationships between phenom-
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ena and processes (e.g., in cardiology, ischemic heart disease
(IHD) includes several pathologies related to insufficient
blood supply to the heart muscle).

Communicative function: enables the efficient and rapid
transmission of professional information (e.g., Doctor: The
patient is in a state of decompensated diabetes mellitus with
ketoacidosis).

Diagnostic function: helps formulate not only the gener-
al diagnosis of the patient but also the stage of disease pro-
gression (e.g., hypertensive crisis, type 2 diabetes, chronic
obstructive pulmonary disease (COPD) stage II).

Prognostic function: facilitates the specification of
disease prognosis (e.g., benign tumor, malignant neo-
plasm).

To analyze the peculiarities of term functioning in the
discursive environment and their role in organizing discur-
sive activity according to the above-mentioned functions, it
is essential to rely on the texts of “doctor-patient” dialogues.

Dialogue 1
Manifestations of the nominative function (naming a
specific concept):

Doctor: [lo6poro gus! Illo Bac TypOye?

Patient: [lo6poro mus, mikapio! OcTaHHi Ki/bKa TVDKHIB
BiflYyBalo IOCTIiifHYy BTOMY, TOIOBHUI 6inb i mepiommane
3aIIaMOPOYEHHA.
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Doctor: Ynu € y Bac iHIIi cMMITOMM, HAIIPUKIIA/, HYO-
Ta, IOPYLIEHHA 30PY UM Oi/Ib y TPYAAX?

Patient: Hi, ane iHoni 3’ABAg€TbCA 3anMIlIKa, OCOOIMBO
nicna GisMyHNX HaBaHTAXXEHb.

Doctor: Konmn Bu nmigaimaerecs cxomamu, y Bac OyBae
3aiyxa’?

Patient: MeHi Baxko nifHiMatucs. A nmpocTo 3aguxar-
cA.

Doctor: To6To Bu 3my1ieni 3po6uTy mepernovnHoxK, 1mo-
TiM MO>XeTe 3HOBY IifiHIMaTHCs, TaK?

Doctor: 3posymino. [laBaiite BUMips€MO Ball ap-
TepiabHMIT TUCK... (BuMipioe) Bamr trck 150/95 MM pr. CT.,
1110 CBiIYNTD IIPO apTepiasbHy rinepTeHsiio.

Patient: Ile cepiiosno?

Doctor: Ile o3Hauae, 1110 y Bac migBUIeHNIT KPOB THUIA
THUCK, 1 AKIIO J10T0 He KOHTPOJIIOBATY, MOXKE€ PO3BUHYTUCA
riepToHiuHa XBOpo0Oa, 1[0 Mi/IBNUIY€e PU3KK iHCYIBTY 260
iHdapkTy Miokappa.

Patient: Illo meni pobuTu?

Doctor: Crioyatky 3po6umo 6ioximiuHmit aHasis Kposi,
{00 1epeBipUTY piBeHb X0/IeCTEPUHY Ta ITIIOKO3M, @ TAKOX
€JIEKTPOKap/iorpaMy JijIs OLIIHKM CepLieBOl HiATbHOCTI.

Patient: [Jobpe. A un moTpibeH AKUIICh PEXUM UV 3MiHU
B Xap4YyBaHHi?

Doctor: Tak, BaXX/IMBO 3MEHIIUTY BXXMBAHHA COJIi, Ha-
CMYEHUX KMPIB 1 alIKOTOIIO0, @ TAaKOXK 30imbmnTy QisuvaHy
aKTUBHICTb. 3a HEOOXiTHOCTI MPU3HAYMMO AHTUTIlIEPTEH-
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3MBHi mpemapary, Hanpukiaj, inribitopu AII® abo Ge-
Ta-0/I0KaTOPMU.
Patient: fI sposymis. [IsKy10, nikapro!

Terms such as apmepianvra zinepmensis, einepmoniuna
x80poba, iHcynom, iHpapkm miokapoa, 6ioximiuHull aHani3
Kpoei, enexmpokapoiozpama, xonecmepuH, enoko3a, aHmu-
einepmen3usHi npenapamu, ineibimopu AIID, 6ema-6noxa-
mopu perform a nominative function, meaning they name
specific medical phenomena, conditions, or procedures.
This is important for professional communication in medi-
cal discourse.

Nominating characteristics, processes, and states, con-
ducted by a doctor using terms, helps clarify and speci-
ty the symptoms of a disease. For this purpose, the doctor
employs a constative-explanatory strategy and the tactics
it determines (see Pic. 1) to obtain the information neces-
sary for forming a clinical picture of the patient’s condition
(Classification by N. Lytvynenko).

Dialogue 2
Manifestations of cognitive function
(conveys knowledge):

Patient: Jlo6poro mus, nikapio! Mene 3Batu BikTop, i s
OTPMMaB TPaBMY IIic/A aBTOMOOiNbHOI aBapii. Biguysaro
CUIBHUI Oinb y IpaBilt HO3i, 0CO6IMBO B i/IAHI CTErHA.
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Doctor: lo6poro nus, nane Bikrope. [laBaiite geTannb-
HO po3IIstHeMo Bamry curyaniro. PoskaxiTs, 6yap macka, Ax
caMe CTajlacd aBapid Ta AKi CUMIITOMM y Bac CIIOCTepira-
I0ThCSI, KPiM 60TI0?

Patient: f 3iTkHyBCA 3 iHIIIOI0 MAIIMHOIO IIif] Yac aBapii.
Cro4aTKy Bifj4yB y/iap i palTOBy BTpaTy piBHOBAaru, a 3a-
pas 6iy1b TOKaTi3yeThCs B A/IAHIIi TPAaBOTO CTETHA, 8 TAKOXK
3’sIBUBCs HaOpsK Ta 60/si9e pyxaTucs.

Doctor: 3posymino. Cxoxxe Ha TpaBMY 3 €/IeMEHTAMM IIPsI-
MOTO yZiapy, [0 MOXKe IIPU3BECTHU IO Pi3HUX IOUIKOJKEHD.
Ham HeoOXifHO TpoBecTM meTanbHMIT KIiHIYHUI orisin. Yn
Bi/[uyBa€eTe BV OHIMiHHA a0 ITOKOJIIOBAHHA B HO3i?

Patient: Tak, iHozi 6yBae OKOMIOBaHHSA, 0COOMNBO KO-
71 HAMaraloCcs pyxaTy HOT'OIo.

Doctor: Ile Moxe cBifuuTy Ipo HEPBOBY KOMIIPECIIO
a6o nmoppasHeHHA. CIiepily s IMIPONOHYIO IPOBECTV PEHT-
reHorpadio, 106 BUKIIOUNTI MOX/INBICTD IeperomMy abo
TpilyHY KicTK1. Tako, 3Ba>karo4y Ha CUMIITOMMY, MOXK/IN-
BO, 3Ha[0OUTbCs1 KoM oTepHa Tomorpadist (KT) ms me-
TaJIbHIIIOI Bidyali3aliil ypa>keHUX CTPYKTYP.

Patient: Posywmiro, mikapro. A 1110 Moxke 6y TV IPUYMHOIO
TaKoro crany? 4u € pusux, 1o KicTka 3maManacsa?

Doctor: Ha ocHoBi Bamoro ommucy icHye mifospa Ha
MOYK/IVIBUII TIEPE/IOM IIUITKY CTETHOBOI KiCTKM ab0 HaBiTh
nucokarito cyrmoba. Ileperom o3Havae po3puB LiMiCHOCTI
KiCTKOBOI TKaHMHI, a IUC/IOKALlisl — 3MillleHHA CYT/I000BUX
IIOBEPXOHDb BIJTHOCHO OJHA OJHOI.
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Patient: Ile 3ByunTb y>ke cepiio3Ho. Yu 6yge norpi6bHO
XipypridyHe BTpy4aHHA?

Doctor: 3ane>xHo Bijj pe3ynbpTatiB 00CTeXeHb, KO MU
BIABUMO HeCTaOiMbHUI IeperioM abo CKIafiHy AMCIOKa-
11if0, MOXXe 3HaJOOUTIICA OIlepaTVBHE BTPYYAHHSA [ CTa-
6imizanii kicTkoBoi cTpykTypu. Ilicia mporo — «iMMoOisi-
3amisi» — mporec dikcaril KiHI[iBKU 11 3abe3medeHHs
IIPAaBU/IbHOTO 3aTOEHHA.

Patient: A AKi MeTOAV NiKyBaHHA 3aCTOCOBYIOTbCS IIPU
TaKIX TPaBMax?

Doctor: CraHgapTHO JIiIKyBaHHS BK/IIOYa€ KOHCEPBa-
TUBHY Tepamilo abo XipypriyHy KOpeKIilo 3aleXXHO Bif
TUIY IOIIKOMKeHHA. IIpy KOoHcepBaTMBHOMY /iKyBaHHI
BUKOPUCTOBYIOTb METOAM Pemo3uLil KiCTKM, HaK/IafeHH:A
rircoBoi abo crerniasbHOI OPTONENUYHOI IIVHY, 1[0 JIOTIO-
Marae ctabinisyBaru nmepenom, ToOTO I yTPUMaHHS KicT-
KOBYIX y/IaMKIB y IIPaBUIbHOMY IIOJIOXKEHHI.

Patient: [lo6pe, mikapro. fki me o6cTe>XeHHA BU IIIa-
HYETe IIPOBECTH, 100 YTOUYHUTH JIiaTHO3?

Doctor: Kpim pentrenorpadii Ta KT, s Takox mpono-
HYIO 3pOONTU MarHiTHo-pe3oHaHcHy Tomorpadino (MPT).
MPT pomomoxke OL[iHUTY CTaH M SIKUMX TKaHWH — 3B 30K,
CYXOXXIJIb, M 3B Ta HEPBiB, 1[0 0COOINBO BAXK/INBO, AKIIIO
icHye mizfo3pa Ha CyNy THIO TPaBMY, IK-OT PO3TATHEHH:A 260
PO3pMB 3B’A30K. TaKOXX MOXXEMO IIPOBECTY YIbTPA3BYKOBE
NOCIIJKEHHA I OL[IHKM KPOBOIIOCTAYaHH 1 BUABIEHHA
MOXX/IMBUX T€MaTOM.
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Patient: UYn BImMHe Take KOMIUIEKCHE OOCTe>XXeHHS Ha
HIBY/IKICTh IIOYATKY TiKyBaHHA?

Doctor: Hi, HaBImaku, 3aBIsIKM JIeTaabHIM AiaTHOCTUIII
MI 3MOXXEMO OIIePAaTMBHO BU3HAYUTH ONTUMAJIbHUI IJIAaH
JIKyBaHHA.

Patient: fIxi pu3uKu Ta yCKnagHEeHHA MOXYTb BUHUK-
HYTH, KO TpaBMa Oyfe He JiKyBaTuUCA HaNIEKHUM 4U-
HOM?

Doctor: fIKio He HafaTy afleKBaTHY MESUYHY JJOIIOM-
Ory, MOK€ BUHVMKHYTHU PsJ] YCKIaJHEHb: HECHOPMaJIbHE 3a-
TOEHHA KiCTKU («IIepe/IOMHMII TICEBIOAPTPO3»), XPOHIUYHUI
6inb, 0OMeXXeHHS PyX/IMBOCTi CyI/100a, a B pasi yIIKomKeH-
HA CyAVH 4Y¥ HepBiB — IOPYLIEHHS KPOBONOCTAaYaHHA a0
HeBpoIoriyHi gedinnTn.

Patient: Ile my>xe BaxxnmBo 3HaTu. Yu MO>kHa 3a1106irTn
LM YCK/IaJJHEHHAM?

Doctor: Tak, cBoe€4acHa HiaTHOCTMKA Ta IIPaBUJIb-
He JiKyBaHHA € Kmo4oBuMM (axropamu npodinakTuky
YCK/IaJTHEHD.

Patient: fIcHO, [sIKyI0. A KO/ MO>XHA OYiKyBaTy pe3y/ib-
TaTy 00CTEXEHD, i AK CKOPO PO3NOYHETHCA TiKyBaHHA?

Doctor: Pesynpratu pentrenorpacgii ra KT mu otpn-
MAa€MO B)Ke IIPOTATOM HACTYIHUX KiZbKOX roguH. Ilicms ix
aHaJIi3y MM 3MOXKEMO BY3HAYUTY TOYHY IPUPOJY ITOLIKO/ -
JKEHHA 1 NPUMHATU pilleHHA IOA0 KOHCEPBATMBHOIO YU
OIlepaTVBHOTO JIiKyBaHHS. K0 Bce Oy/e cTabinbHO, KOH-
cepBaTUBHA Tepalis MoXKe OyTu posmovara ofpasy Micisa
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00CTeXeHHs, a B pa3i HeOOXiTHOCTI onepaTBHE BTPYYaH-
HS IUTAHY€ETHCS SIKHAVIIBU/IIIE.

In the dialogue, the cognitive function of terms is ex-
pressed by creating a structured, comprehensible, and sys-
tematic picture of the pathological process, which is essen-
tial for quality decision-making and effective treatment.

Classification of Pathologies:

o Terms like nepenom, oucnokauyis, penosuuyis allow
doctors to differentiate types of injuries. This helps them
understand the trauma mechanism and subsequent actions.

Structuring the treatment process:

e Concepts such as immobinizayiss, KoHcepsamueHa
mepanisi, onepamusHe empyuanus, peabinimauis help or-
ganize the treatment plan into a logical sequence that is un-
derstandable for both the doctor and the patient.

Improving Information Perception:

e When the doctor explains the meanings of terms like
anmuxoazynsiHmu, mpomo6o3s, embonis, the patient can better
understand possible complications, which promotes active
participation in the treatment process. The doctor employs
an explanatory-assertive strategy, particularly the feedback
tactic, which helps establish contact with the patient and
clarify the course of the disease.
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Forming a common understanding:

o Terms like penmeenoepagis, KT, MPT not only de-
note examination methods but also create a unified cogni-
tive base that facilitates communication between doctors
and patients and among different specialists.

Dialogue 3
Manifestations of the communicative function
(effective information transfer)

Doctor: lo6puit nenn, manosuwuii! 1o Bac Typ6ye?

Patient: JoOpwit nenb, nmikapoo. OcTaHHi Kinbka OHIB
MeHe TypOye cuiabHUII 6inb y >KMBOTI, 0COOMMBO Micia
ixi. KpiMm Toro, BiguyBaio HyJOTY Ta 3arajbHy CTa0KiCTb.
OcTraHHIM YacoM BifjdyBalo Iedilo Imiciad DKi Ta Big4yTTA
BaXKKOCTI B )XKMBOTi. [HKOM 6in1b OyBa€ piskmm.

Doctor: 3posymino. UYn mornu 6 BM yTOYHUTH, fie ca-
Me JIoKasIi3yeTbcsa 6i1p¢ Um BiguyBaere Bu 110ro Oinblie y
IIpaBill 4 MiBiil YaCTUHI?

Patient: binp, 3aeTbes, 6inblite 30cepeyKeHNIT y pasii
HVDKHIN 9aCTVHI )KMBOTA.

Doctor: lobpe. A 4u BUHMKa/MM y Bac paHille nopioHi
cumnTomMm? MoxXnnBo, Oy sAKich 3MiHM B alleTHTi?

Patient: Hi, mogibHoro He 6yro, ane 3a OCTaHHIN TX-
IeHb IIOMITHB, IJO AaIIeTUT 3HU3UBC.

Doctor: [Isaxymo 3a indopmaniro. 3a BammMm cKapramu
MOXKHA 3aIlJO3PUTH 2acmpoe3opazeanvy penrokcHy X60-
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poby (I'EPX) abo ¢pyHkuyionanvHy oucnencito. [l yTodHeH-
HA [IiarHO3Y A PeKOMEHAYIO IIPOBECTI eHJOocKoniuHe 00CTe-
YKEHHS — 2AcpocKonito, a TAKOXX 000B I3KOBe TabopaTopHe
nocrikeHHsA Kposi Ha HasBHiCTH Helicobacter pylori, mpu-
3Hauy Bam Takox meski maboparopHi aHasnisy KpoBi Ta cedi
JUIsL YTOYHEHH: JjiarHo3y. BxxutuMere moku mo nporusa-
ITaJIbHUI 3aCib IS TMMYaCcOBOTO IOJIETIIIEHHS O0JTIO.

Patient: [lo6pe, nmikapio. A Ha IO MeHi C/TiJj 3BepHYTU
yBary mepey 00CTeXXeHHAMU?

Doctor: Baxxnmnso, 106 Bu 3aspanerifb He BXXMBamu DKy
nepen cacmpockoniero. TakoX AKIO BUHMKHYTD OAAaTKOBI
CUMIITOMIU, SIK-OT BUCOKA TeMIIepaTypa 4u pi3Ke IMOCUTICH-
Hs1 00110, HeralfHO 3BePHITHCS [0 TiKapHi.

Patient: [Jo6pe. 3po3ymiB.

Doctor: Ilpomy. Mu 3po6umMo Bce MOXIMBe, OO
IIBUJKO BCTAaHOBUTU TOYHMI [ialHO3 Ta PO3IIOYaTU
nikyBaHHA. Skmo y Bac OymyTh e 3amuTaHHA abo
3’IBJIATbCS HOB1 CMMIITOMM, TefieOHYIITe B KITiHIKY.

Patient: [Iaxyto, mikapio. [lo mo6auenHs!

Doctor: [lo mobavyenHsi, bepexxits cebe!

Medical terms and specialized vocabulary play an im-
portant communicative function in the given dialogue. The
use of terminology allows the doctor to clearly and unam-
biguously convey information about the necessary exam-
inations and prescribed treatment. Such terminology en-
sures clarity and precision in communication between the
specialist and the patient.
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When the doctor uses professional terms, it helps build
patient trust, reinforcing the impression of competence and
professionalism. For the patient, it is crucial to see that the
doctor possesses specialized knowledge, which in turn helps
reduce anxiety.

Combining medical terms with explanations enhanc-
es the interactivity of the dialogue and fosters a partner-
ship-based relationship where both sides participate in de-
cision-making regarding further treatment. Such dialogues
are also characteristic of the questioning stage, where the
doctor applies the previously mentioned clarifying-consta-
tive strategy, which facilitates gathering information about
the patient’s condition.

By using this strategy, the doctor can identify key facts
and, based on them, confirm symptoms typical of a par-
ticular disease. When asking general questions, the doctor
employs attention-focusing, guiding the patient toward key
symptoms essential for diagnosing.

At this stage of communication, specialized terminology
conveys information and plays a social-psychological role,
ensuring accuracy, trust, and effective interaction between
the doctor and the patient.
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Dialogue 4
Manifestations of the diagnostic function
(reflecting the patient’s condition):

Patient: [Jo6puit fens, nikapro. SIk Moi aHamism?

Doctor: Jo6punens, Bomogumepe! 3axonbre. Cigaiire.
Tax, My oTprMany pesynbTaTi Balnx oOCTeXKeHb, i 3apa3
MI ix obroBopumo. IlogmBrMocs, mo mMu Tyt Maemo. Taxk.
Hy 110, gy>ke IOraHOTO TaKOTO MU TYT Hi4Oro He 6a4mmo,
ane iwemiuHi 3MiHU, 2inokcuuHi 3miHu 6 miokapoi €. 1 nige
nepedcepos TIpaIioe i3 saTpuMKor. I apummis ocob TyT, 6a-
91IMO, Mepexmsuea apummis.

Patient: Imemiuni smian? Yu ne osHavae, 0 CUTyaLisa
cepiio3Ha?

Doctor: Ile curnam, mo BamIoMy cepuio IoTpiOHa
nopmatkoBa yBara. CrabinbHa CTEeHOKapAif, AK IpaBUIoO,
KOHTPOJIIOETbCA MeOUKAMEHMO3HOI0 mepaniero Ta 3MiHa-
Mu cnoco0y xuttsa. Hapasi Hemae o3HaK rocrpoi He-
Oesreky, aje SAKIIO Ii He TIKyBaTy, PU3UK MOXe 3POCTH
3 4acoM.

Patient: Oi1, IBane CeMeHOBIMYY, 3BiJKM )X BOHO B MEHE
B34/10Cs, K CHII Ha TOJIOBY...

Doctor: Mu 6ygemo Tenep KOHTPOJIIOBATH Lieli IpoIiec,
BiH /jMIIe B IOYATKOBiN CTafil, TOMy 0co6/1MBOI 3arpo3n
ULl HaC MOKM 1o HeMae... Tinbku Tpeba Tpumaru cebe B
pPyKax i IoIloMaratii MeHi B yCboMy.

Patient: ki kpoku My MOBMHHI 3pobuTH fami?
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Doctor: [Tepe — 1je onTrMisanis nikyBanss. Mu 36i1b-
LIMMO 103y JIeAKUX IIpeIaparisB, AKi JOIOMararmTb po3-
WVPUTU KOPOHAPHI apmepii 1 3HU3UTH YACTOTY HaIlafiB.
TakoX s1 peKOMeH/IYI0 BHECTV KOPEKTVBU Y CIIOCiO XKUTTS
Ta Xap4yyBaHHA.

Patient: Yu motpi6bHO MeHi poOUTH i€ SKiCh OaTKOBI
00CcTe>KeHHA?

Doctor: Ha manmii MOMEHT HaM JOCTaTHbO PEryisap-
HO KOHTPOJIIOBATY Balll CTAH 32 JOIIOMOIOK0 IEepiOANYHUX
ornaniB Ta EKT. SIkijo 3’ aBaATbCS HOBI cuMIITOMY ab0 K-
[0 HAmaJiB CTaHe Oijbllle, MU PO3IITHEMO MOXXJIUBICTh
IIPOBEJIEHHS KOPOHAPHOI aMeiozpaii s IeTanbHINIol
OLIIHKM CY[VIHHOI CUCTEMU CEPIA.

Patient: [lo6pe, mikapto. 5l roToBuit JOTpUMyBaTICS Ba-
KX pekoMeHpaniin. Ha mjo MeHi BapTo 3BepHyTH 0CO6MN-
By yBary BJjoma?

Doctor: Tax, yBa)KHO CTeXTe 3a HOSBOIO OOJIIO B TPYASX,
0COO/MMBO AKIIO BiH 3 SABIAETbCA HABITH y CTaHi CIIOKOIO,
a00 fAKILO BiYyBa€Te 3aANIIKY, IPUIIBKILIECHE CepLeONT-
TS YM iHIII He3BUYHI CUMITOMU. Y TakoMmy pasi, Oyzapb na-
CKa, HETallHO 3BEPHITHCA 32 MEAVYHOIO JOIIOMOTO010. TaKoXX
PEKOMEHMIYIO BECTH LIOIEHHMK CUMIITOMIB — i€ JIOIIOMOXe
HaM Bi/ICTIIIKOBYBAaTy IMHAMIKY CTaHYy.

Patient: 3posymino, s1 6yny yBaxamil. [IAKyro 3a geTanb-
Hi IIOAICHEHHS 1 peKOMeHaliI.

Doctor: [Tpoury. Hamoro meToro € 36epertu Baiie 370-
pPOB’A i 3a100IrTH PO3BUTKY YCK/IaHEHb. SIKIIO y Bac BU-
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HUKHYTb Oynb-sKi NMMTAaHHA 4M CYMHIiBM, He Baramrecs
3BepTaTicA. My pa3oM mogbaeMo Impo Ballle cepiie.

Patient: [Iskyto, nmikapro. IlouyBato cebe crokiiiHimie
IiC/11 PO3MOBIL.

Doctor: Paguit ue uytu. Ilobaunmocs Ha HaCTyIHOMY
npuiioMi, i mam’ATaniTe — peryIsApHNUI KOHTPONIb Ta IIpa-
BIUIBHUI CIIOCI0 XXUTTA JyXKe BaXuBi. bepexits cebe!

Such a comment, incorporating specialized terminolo-
gy, contributes to expanding the socio-psychological role of
the patient, who is not merely a bearer of specific complaints
and symptoms but is also actively engaged by the physician
in analyzing the present signs of the disease. This type of di-
alogue typically occurs during the stage of objective exam-
ination when the physician identifies symptoms and signs of
the disease for further analysis and, based on their expertise,
determines the disease - i.e., establishes a diagnosis (from
Greek diagnosis - “recognition, determination”).

At this stage of communicative interaction with the pa-
tient, the physician employs a strategy of diagnostic iden-
tification, which is generally implemented through the
tactics of cooperation, cautious prompting, and constative-
explanatory approaches.
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Dialogue 5
Prognostic function (indicating the possible
development of the disease):

Doctor Nel: Mu oTpumany pe3ynbTaTi OCTaHHIX 00CTe-
JKEHb IaLi€HTa 3 TOCTPUM KOPOHAPHNM CUHAPOMOM. SIK Bu
OILIHIOETE K/IHIYHY IVMHAMIKY Ta IIPOTHOCTUYHI IIOKa3HUKN
y IbOTO BUIIAJIKY?

Doctor Ne2: 3 omiamy Ha pe3ynbraTu exokapoiozpagii,
E® craHOBUTb 6/M3bKO 35 %, 110 CBIIYMTDH MPO 3HVDKEHUI
cuctoniyHuii GyHKIiOHaIbHMI pe3eps. [IpoTe, 3aBsKi cCBO€-
JaCHOMY nepKymanHomy KopoHapromy empyuannio (IIKB) Ta
[IOYATKOBI/l MEAVKAMEHTO3Hil Tepallil, IIPOTHO3 € IO3UTVB-
HUM. M1 MO>XXeMO pO3paxoByBaTy Ha IIOCTYIIOBE ITOKPAIEH-
Hs KapAlogyHaMIKV IIPOTATOM HACTYITHUX 4—6 TVDKHIB.

Doctor Nel: Hynoso. Bpaxosyroun 1ie, AKi K/II090Bi
Kputepii Bu 6 BusHaunu 11 oniHKM epeKTMBHOCTI MiKy-
BAaHH: IIPOTATOM 1JbOI'O IIPOTHO30BAHOTO IIEPiOAy?

Doctor Ne2: OCHOBHMMM KpUTEPisIMU € MiJBUILEHHA
¢paxkuii Bukupy (E®) Ha 5-10 %, 3HVOKEHHS PiBHA MO3KO-
8020 Hampiilypemuurozo nenmudy (BNP) ta crabinizamuis
cepleBOro putMy. Tako>k BaX/IMBO BpaxOByBaTU KJIiHiuHI
O3HaKY, 30KpeMa 3MEHIIeHHA 3a0uuiky Ta HOpMasli3alio
apmepianvH0o20 MUCK).

Doctor Nel: 3po3yMino. SKIo NpOTATOM 3aIll/laHOBaHO-
ro TepMiHy (4-6 TVDKHIB) MU He T06A4MMO OYiKyBaHOI II0-
3UTUBHOI JVHAMIKH, SIKi KPOKY BapTO Oy/e BXUTU?
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Doctor Ne2: V¥ takoMy BMIIAfIKy HeobXigHO Oyme mpo-
BECTU J€Ta/IbHY PEBIi3il0 TepaleBTUYHOrO MpOoTOoKomy. lle
MOYKe BKJIIOYATH KOPeKIil0 HO3yBaHHsA iHeibimopie AIID,
JIOfJlaBaHHs Oema-610kamopié abo HaBiTh PO3IIIA] MOX-
IMBOCTI IIOBTOPHOTO iHMeEPBEeHUiliHO20 8mpyuanHs. Takox
IOIIi/IbHO TIOBTOPHO OLHWTK piBeHb OiomMapkepiB s
YTOYHEHHs MaTodisionoriyHoro mporecy.

Doctor Nel: J[Jobpe. bynb /macka, 3abesrneqre MIOTVKHE-
BIII MOHITOPVHT K/IiHIYHUX Ta 1Ta00PaTOPHUX ITOKA3HMUKIB,
i cBo€vacHO moOBioMIAliTe IPO OYAb-AKi BiIXVIEHHS Bif
HOpMM. Ham mporHos mikyBaHHsA TiCHO IIOB’sA3aHWII i3
NOTPMMAHHAM BCTAHOBJIEHOTO TEPMiHY [/ OLIHKM V-
HaMiKH.

Doctor Ne2: 3posymino. Hapasi BegeTbcs perynapHuii
aHasi3 JaHUX, 1 1 HaJjaM OHOBJIEHHS IIIOJ0 3MiH K/IiHIYHOTO
CTaHy MnaijieHTa. Tako>XX BpaxoByBaTMMeMO iH[UBiflyanabHi
0co0/MMBOCTI peakiii Ha TiKyBaHHA.

Doctor Nel: Jlaxyto. Takuit nmigXin f03BoJIs€ HaM OIle-
paTMBHO KOPUTYBATH TEPaIlilo Ta 3a0e3redyBaTy BUCOKUI
piBeHb Mefi4HOI ffortomoru. [TpogoBxyemMo po6oTy B 11b0-
MY HaIIpsAMKY.

“In the continuous discourse of doctors, the leading
strategy is the diagnostic-recommendation strategy, which
includes questioning-clarifying and prognostic tactics”.

Doctors discuss the patients treatment prognosis using
specific medical terms (echocardiography, EE, BNP, PCI,
ACE inhibitors, etc.). They outline the timeframes for the
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expected improvement in clinical indicators, establish cri-
teria for assessing treatment effectiveness, and consider an
action plan in case of insufficient progress.

This approach ensures systematic monitoring of the pa-
tient’s condition and timely therapy adjustments, crucial for
optimizing the treatment process. Physicians often accompa-
ny their prognoses with detailed explanations of the proposed
measures’ necessity, feasibility, and long-term benefits.

Conclusions

The study of oral medical discourse demonstrates that it
represents a field of communication where the interaction
between thought and its linguistic realization is particularly
close, especially at the communicative-lexical level. This lev-
el is manifested in dialogic speech and serves as the natural
environment for the functioning of medical terminology.

Key characteristics of medical discourse, such as stan-
dardization and systematicity, are crucial in ensuring clari-
ty and effectiveness in doctor-patient communication. The
defining element in this process is the medical term, whose
nature inherently implies structure and organization.

In dialogue, the physician actively employs medical ter-
minology, adapting it for the patient. Some terms retain
scientific precision, while others require explanation in lan-
guage accessible to the patient. This approach ensures effec-
tive communication, which is the primary goal of medical
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discourse. Ultimately, the value of medical discourse lies in
the interaction between discourse and terminology, high-
lighting the importance of their interconnection in medical
communication.
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