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PA3JIE |

OO0uue 1MoJI0KeHHS 10 U3YYEeHUI0 HHOCTPAHHOTO SI3bIKA

W3y4yeHrne NHOCTPAHHBIX SI3BIKOB B BY3€ SIBJISICTCS HEOTHEMIIEMON COCTaBHOM
YacThI0 TOJTOTOBKH  CIICHIHAIMCTOB  PAa3JIMYHOrO MPO(HIA, KOTOpPHIE B
COOTBETCTBUH C TpeOoBaHUAMHU [ 0CyIapCTBEHHOTO0 00pa30BaTEIHLHOTO CTaHIapTa
JOJKHBI JIOCTUYh YPOBHS BJIaJICHUS WHOCTPAHHBIM SI3BIKOM, ITO3BOJISIOIIETO UM
IPOJOKUTH OOYYCHHE W BECTH MPO(hEeCCHOHATBHYIO ICITeILHOCTD B HHOS3BIYHOMN
cpere.

OKOHYMBIIME KypC OOYYCHHS IO JaHHOW MporpaMMme JOJDKHBI BJIaJIETh
opdorpaduueckoit, ophOIMUYSCKON,  JICKCUUECKOH, TIpaMMaTHYeCKOM U
CTHJIMCTUYECKOW HOpMaMH M3ydyaeMOro sI3blka B TIpeaeNiax MpOTrpaMMHBIX
TpeOOBaHMUII W TPABWIBHO HCIOJb30BaTh KX BO BCEX BHJAX pPEUYCBOU

KOMMYHUKAIINH, B HAYYHOU cepe B popMe YCTHOTO U MUCHbMEHHOTO OOIICHHUS.

TpeOoBaHus 10 BUIaM pe4eBOi KOMMYHUKALMHA
T'oeopenue. K xoHity oOydeHusi acupaHT (COMCKATeNb) JTOJDKEH BIIANIETh
MOJITOTOBJIEHHOM, @ TAK)KE HEMOATOTOBJICHHOM MOHOJOTMYECKOW PEYBbI0, YMETh
JenaTh pe3toMe, COOOIEHUS, JOKJIa] Ha WHOCTPAHHOM S3BIKE; JTUAIOTHYECKOU
peUYbl0 B CHUTyalMsIX HAy4YHOTO, MPO(ECCHOHATBLHOTO M OBITOBOTO OOIIEHUS B
npejenax M3y4eHHOTO SI3BIKOBOTO MaTepuajia U B COOTBETCTBUU C M30paHHOMU

CIICOHUAaJIbHOCTBIO.



Ayoupoeanue. AcniupaHT (COUCKATelNb) JOMKEH YMETh MOHMMATh Ha CIyX
OPUTHHAIHHYIO MOHOJIOTHYECKYI0O M JHAJOTUYECKYI0 peUYb IO CIEIHAIBHOCTH,
ONMUpasCh HAa W3YYCHHBIN SI3IKOBOW MaTepuan, (HOHOBBIE CTPAHOBEIUYECKUE WU
npodeccuoHanbHbIC 3HAHUS, HABBIKH S3bIKOBOW M KOHTEKCTYaJIbHOM JOTaIKH.

YUmenue. AcnupaHT (COUCKATENb) JODKEH yMETh YHUTaTh, NMOHUMATh U
UCIIONIb30BaTh B CBOCH HAydHOUW pabOTe OPUTHHAIBHYIO HAYYHYIO JIUTEPATYPY IO
CHEIUATBHOCTHA, ONMHUPAsICh HA W3YYCHHBIA SI3bIKOBOM MaTepuas, (HOHOBBIC
CTpaHOBEMUECKHE W TNPOPECCHOHANBHBIC 3HAHWS W HABBIKM S3BIKOBOM W
KOHTEKCTYaJbHOW MOTaaKH. ACMHpPAHT (COMCKATENb) JODKEH OBJAJACTh BCEMU
BUJIaMH UTEHUS (M3ydaroliee, 03HaKOMHUTEIbHOE, TOMCKOBOE M IIPOCMOTPOBOE).

IHucbmo. Acnupant (couckaTenb) JOJKEH BIAJIETh YMEHUSMU THChMa B
npeaenax U3y4eHHOTO S36IKOBOTO MaTepraja, B YaCTHOCTH YMETh COCTaBUTH IIJIaH
(KOHCHIIEKT) TMPOYUTAHHOTO, H3JIO0KUTH COJIEP)KAaHHE MPOUYUTAHHOTO B (Qopme
pe3toMe; HamucaTh COOOIEHHWe WM JIOKJIAJ 10 TeMaM IPOBOJAUMOIO

HCCJIEIOBAHHUS.

A3bIKOBOM MaTepuaJ

1. Buabl pedyeBbIX JeCTBUIA M IPUEMbI BeJleHUs 001IeHMSs.

[Ipu orbope KOHKPETHOTO  S3BIKOBOTO  Marepuajia  HeoOXOAUMO

PYKOBOJICTBOBAThCS CIASAYIONMMH (PYHKITMOHATBHBIMHU KaTETOPUSMH:
1.1.I1epeoaua gpaxmyanvnoii ungpopmayuu:

— CpCaACTBa O(i)OpMJ'IeHI/Iﬂ IIOBCCTBOBAHUS, OIMMCAHUA, PACCYKIACHUA, YTOUHCHUAA,
KOPPCKIOHWH YCJIBIMIAHHOTO HWJIM IMPOYUTAHHOI'O, OIPCACICHHA TCMbI COO6I_HCHI/ISI,

JoKJIaaa u T.1.
1.2.Ilepedaua smouuonanbHoll 0UeHKU coOoOueHUA:

— CpeACTBa BBIpaXKEHUS OAOOpPEHUs/HEOA00pEHNs, YAUBJICHUS, BOCXHUIICHUS,

MNpCaAIoOYTCHUA U T.A.

1.3.1lepedaua unmennekmyanbHvIX OMHOUIEHUIL:



— CpEICTBAa BBIPAKEHUS COTJIACHSI/HECOTJIACHS, CIIOCOOHOCTH/HECITOCOOHOCTH
clienath 4To-11u00, BESICHEHHE BO3MOKHOCTH/HEBO3MOXKHOCTH CJIENIATh Y4TO-TH0O0,

YBEPEHHOCTH/HEYBEPECHHOCTHU TOBOPSIIETO B COOOIAEMBIX M (paKTax.
1.4.Cmpyxkmypuposanue ouckypca:

- O(I)OpMJ'IeHI/Ie BBCIACHUA B TCMY, pPa3dBUTUC TCMbl, CMCHA TCMbI, IIOABCACHHC
HUTOI'OB COO6HI€HI/I$I, HWHUOWUUPOBAHUC MW 3aBCPIICHHUC pPas3roBopa, IIPHUBCTCTBUC,

BBIp@XEHHUE 0J1arofapHOCTH, pa304apoBaHus U T.1.;

— BJIaJICHUE OCHOBHBIMHM ()OpMyJIaMH 3THKETa IPU BEACHHUU JMAJIOra, HAy4yHOMU
JUCKYCCUH, TIPU MIOCTPOECHUU COOOIIEHUS U T.JI.

2. DoHeTHKA.

NuTonanmonHoe odopmileHHE TPEUIOKEHUS: CIOBECHOE, (pa3oBoe W
JIOTUYECKOE yAapeHus, MEJIOIUA, nay3anus; dboHoOrNYeCKue
MPOTUBOIIOCTABJICHUS, PEJICBAHTHBIC NIl M3YyYaeMOTO SI3bIKA: JIOJITOTa/KPaTKOCTh,
3aKPBITOCTH/OTKPBITOCTh ~ TJACHBIX 3BYKOB, 3BOHKOCTB/TJIYXOCTh  KOHEUYHBIX

COIJIACHBIX M T.II.
3. Jlekcuka.

K xoHIily 00ydenusi, mpeayCMOTPEHHOTO JaHHON MPOTpaMMOi, JIEKCUUEeCKUI
3amac acmypaHTa (COMCKaTeNs) OJDKEH cOocTaBUTh He MeHee 5500 jmekcuiecKux
€AUHUIl C YYETOM BY30BCKOTO MUHHMYMAa U MOTEHUMAIBHOIO CJIOBaps, BKIIIOYAs

npumepHo 500 TepMUHOB MPOPUIAUPYIOLIEH CIIEHUATBHOCTH.
4. 'pammartuka.

Anenuiickuil A3vlK.

[Topsimok  cioB  mpocTtoro  mpemioxkeHus. CI0XHOE TNpeIIoKCHHE:
CIIO)KHOCOYMHEHHOE W  CJIOKHOMOJYMHEHHOE mpemiaoxkeHus. Cow3bl  H
OTHOCUTEJIbHBIE MECTOMMEHMS. JJUIMINTUYECKUE TNPEIJIOKEHUs. beccoro3Hbie
npUAaTOYHbIC. YTOTpeOieHne JIMYHBIX (OPM TJIarojia B aKTUBHOM U TTACCUBHOM
3anmorax. CornmacoBanue BpeMeH. OyHKIMU MHOUHUTHBA: MHPUHUTUB B QYHKIIUN

noajcxkamero, OIpCACIICHUA, oocTosiTenbcTBa. CHHTAKCHUYECKHUE KOHCTPYKIHUM:



000pOT «JI0TIOJTHEHNE C WHGUHUTUBOM» (OOBEKTHBIN MajeK C WHPUHUTHBOM);
000pOoT  «momyexariee ¢ ~HAHPUHUTHBOM»  (MMEHUTENBHBIA  TAACK  C
WHQUHUTHBOM); HWHOUHUTHUB B (QYHKIUM BBOJHOTO 4ieHa; HWHPUHUTHB B
COCTaBHOM HMEHHOM ckazyemoM (be + wuwng.) W B COCTaBHOM MOAAIBLHOM
ckazyemoM; (o6opot «for + smb. to do smth.»). CocnaratenbHoe HaKJIOHEHHE.
MoganpHple THarojsl. MojaiabHble TJIAroJdbl € MPOCTHIM M Tep(EeKTHBIM
UHOUHUTUBOM. ATpUOYTHBHBIE KOMIUIEKCH (L[EMOYKH CYIIECTBUTEIBHBIX).
DOMmpaTrueckue (B TOM YUCIIe HHBEPCHOHHBIC) KOHCTpYKIMU B (hopme Continuous
WIM TIaCCHBA; WHBEPTHUPOBAHHOE TMPHUIAATOYHOE YCTYIMUTEIHLHOE WU TPUYUHBI,
IBOMHOE oTpuIlanue. MecTonMenus, ciioBa-3amectutenu (that (of), those (of), this,
these, do, oOne, o0nes), caOXKHBIE U TMapHbIE COIO3bI, CPABHUTEIHHO-
COITOCTaBUTEIIbHBIC 000POTHI (aS ... as, Not So ... as, the ... the).

Dpanuy3cKuil A3bIK.

[Topsimok  cioB  mpoctoro  mpenjoxkeHus. CIOXHOE NPEJIOKEHUE:
CIIO)KHOCOUYMHEHHOE€ W CJOXHOMOAYMHEHHOe  mpeanoxkeHusi.  Coro3bl.
Ynorpebnenue nu4yHBIX (GOpM IJIaroyioB B akTUBHOM 3anore. (CoriiacoBaHue
BpeMmeH. [laccuBHas ¢popma riarosia. Bo3BpaTHbie riarossl B 3HAYCHUN TTACCUBHOMN
dbopmbl. besnuunbie KOHCTPYKIUU. KOHCTpyKIMM ¢ WHQUHUTHBOM: avoir a +
infinitif; ére a + infinitif; laisser + infinitif; faire + infinitif. Henmuunesie dpopmbl
riarojia; WHQUHUTUB HACTOAIIETO W TPOIISANICTO BPEMEHW; HWH(OUHUTHB,
yHOTpeOISIEMbIid ¢ TIpeasioraMu; MHPUHUTUBHBIN 000poT. [IpryacTue HacTosIIErO
BPEMEHU; TIPUYACTHEC TIPOIISIICTO BPEMEHH, IEeCPUIACTHE; CJI0KHOE TPUYACTUE
OpOLIEANIero  BpeMeHU. AOCOJMIOTHBI  NpUYAaCTHBIA  000pOT.  YCIOBHOE
HaksoHeHue. CocnararensHoe HakioHeHue. CTEeTeHn CpaBHEHUS MPUIaraTeIbHbIX
W Hapeuumi. MeCTOMMEHUS: JIMYHBIC, OTHOCHUTEIbHBIC, YyKa3aTeIbHBIC,
MECTOMMEHHE CpeHero poja le, MectonMeHusI-Hapeyws €N U Y.

Hemeukuii a3vik.

[IpocThie pacrpocTpaHeHHBIC, CJI0)KHOCOUMHECHHBIE M CII0KHOTIOTYMHEHHBIC
npemtokeHus. PaMoyHasi KOHCTPYKIHS U OTCTYIUICHHUS! OT Hee. MecTo 1 mopsIoK

CIOB MOPUAATOYHBIX TmpeanoxkeHnil. Coro3bl MU KOppeNmAThl. beccoro3Hble



NpUIaTOYHbIC Tpeaokenus. Pacipoctpanennoe onpenenenue. [Tpugactue | ¢ zu
B ¢GyHkiuu onpenenenus. [Ipunoxenue. CTENeHU CPaBHEHUS MPHIIAraTeIbHBIX.
VYkazaTenbHbIE MECTOMMEHHS B  (YHKIMU 3aMEHBl  CYIIECCTBHTEIHHOTO.
OHOPOIHBIC YICHBI TPETIOKEHUS pa3Horo Tumna. HQUHUTHBHBIC U IPUYACTHBIC
000pOTHI B pa3IM4HbIX QYHKIUSIX. MoaanbHble KOHCTpYKIMU Sein u haben + zu +
infinitiv. Mopaneuble riaroisl ¢ uHGuauTHBOM | u |l akTMBa W maccusa.
KOHBIOHKTHB M KOHJUIMOHAIUC B PA3JIMYHBIX TUMAX MpemiokeHuit. @ytypym | u
Il B MomanbHOM 3HaueHun. MojanbHble cioBa. DyHKIIMU TacCUBa B KOHCTPYKIIUH
sein + Partizip Il (cratuBa). TpexwieHHBIH, IBYWICHHBI W OJHOYWICHHBIN
(O0e3nmuunbIil maccuB). CoyeTaHusi ¢ MOCIENOraMu, MPEeAIOTaMi C YTOYHUTEISIMHU.
MHOro3HaYHOCTh ¥  CHHOHMMHS ~ COKO30B,  IPEUIOTOB,  MECTOUMCHUH,
MECTOMMEHHBIX Hapeyuid ¥ T.1. KOMMYHHKaTUBHOE WICHCHHE MPEJIOKCHUS H
CITIOCOOBI €r0 BBIPAKEHUSI.

Hcnanckuii a3vlk.

CHHTaKCHUC MPOCTOTO U CI0KHOTO NpeIoKeHUs. JINHENHBIN MOPSAIOK CI0B
¥ BO3MOKHBIC OTCTYIUICHHs OT Hero. [Iopsiiok cJOB Kak CPeACTBO BBIPAKCHUS
AKTyaJIbHOTO YJICHCHUS.

[MocTno3urus u HPETO3UIIHS HPUIIATaTeIbHOTO-ONPE/ICICHUSL.
CyOcTanTuBHBIC clioBocoueTanus tuma Sust + de + sust(inf). IlpeaukatuBHbIC
OMPEICICHNUS, BBIPAKCHHBIC MPUIATaTeIbHBIM WM MApTHIUIOM. AJTbEKTHBHBIC
cioBocoueTanus tuna adj + de + susf(inf).

[TaccuBHble KOHCTpyKUMH. [IpeumyiecTBeHHass cdepa ynoTpeOneHHs
MECTOMMEHHOTO ¥ TAPTHUIIUITHOTO MaccuBa. MHOro3HauyHOCTh (OpMbI S€ + 3-¢
J.e0.4. Nl €€ aKTyaJIn3alusl.

CII0’)KHOCOYMHEHHBIC U CJIOKHOIMOTYUHEHHBIC MpeiokeHus. COl3bl U UX
KOppesIThl. MHOTMO3HAYHOCTh U CHHOHUMHSI COI030B. beccoro3Hbie MpuaaTouHbIe.
CocraratenbHOE HAKJIOHCHHUE B TMPHUIATOYHBIX TpeanoxeHusx. CoryiacoBaHue
BpeMeH. BpeMeHHbIe 1 MOJalIbHBIC 3HAUCHHUS YCJIOBHOTO HAKIIOHEHHS U OYAyIIEro
BpPEMEHH. YCJIOBHBIC NpEJIONKeHUss 1-ro u 2-ro TunoB. Hemudnbie ¢GopMel

rnarosnia. DyHkuuu WHOUHUTHBA, TEPYHAMS W NApTULUNA B MPEIJIOKEHUU.



3aBUCHMbIE M a0COJIOTHBIE KOHCTPYKIMU ¢ HeMMUHbIMH popmamu. KoHCTpyKinu
accusativo con infinitivo, accusativo con gerundio.

Ananutnyeckue MHUHUTHBHBIE KOHCTpYyKIuu (ir @, acabar de, ponerse a,
volver a, tener que, deber de, haber que + infinitivo), naduauTHBHBIC TIepHdpa3bI
(terminar de, empezar a, soler, saber, deber + infinitivo) u Beipaxkacmble UMHU
BUIAOBPECMCHHLIC 3HAYCHUS.

I'epynmuanbHble  KOHCTpykimm  (estar, ir, venir, seguir, quedarse,
permanecer, llevar + gerundio) u ux auddepeHnnaius.

3aBUCHMBbIE M a0COJIFOTHBIE MAPTUIMIIHBIE 000poThl. KoHCTpykiuu: estar,
quedarse, permanecer, ir, venir, andar, seguir, verse, hallarse + participio.
Koncrpykuuu: tener, dejar, llevar + participio. KoMMyHHUKaTHBHOE YICHCHHE

MNpCIJIOKCHUA U CITOCOOBI €T0 BbIPa’XCHHUSI.



PA3JEJI I
Coaep:xaHue ¥ CTPYKTYPa KaHAUAATCKOI0 IK3aMeHa
10 HHOCTPAHHOMY SI3BIKY

Ha  kanaumarckoM — 9K3amMeHe  acnupaHT  (COUCKaTenb)  JOJDKEH
MPOJIEMOHCTPUPOBATh YMEHHME TIOJIb30BAaThCS HMHOCTPAHHBIM  S3BIKOM  Kak
CpelICTBOM MPOQECCHOHAIBLHOTO 00IIIEHUS B HAyYHOU cepe.

Acnupant  (couckarenb)  JODKEH — BianeTh  opdorpapuuecko,
ophosnuYecKol, JEKCUYECKOH U rPaMMaTHYECKON HOpMaMH U3y4aeMOTro Si3bIKa U
MIPaBUJILHO MCITOJIB30BaTh MX BO BCEX BHUJIAX PEUEBOM KOMMYHHKAIIMH, B HAyIHOMN
chepe B popMe YCTHOTO M MUCbMEHHOTO OOIIIECHHUS.

T'oeopenue. Ha xanaumaTckoM 3K3aMEHE aCHUPAHT (COMCKATENb) JOJIKEH
MPOAEMOHCTPUPOBATh BJIAJAECHUE MOATOTOBICHHON MOHOJOTHYECKON pEublo, a
TaK)K€ HEMOJIrOTOBJIEHHON MOHOJIOTMYECKON M JUATIOTMYECKOM PEeUbl0 B CUTYallUU
oQUIMATBHOTO OOIICHHS B MpeiesaX MPOorpaMMHBIX TPEOOBAHUIA.

OrneHuBaeTcs COJIEP>KATEINBHOCTD, aJieKBaTHas peanu3anus
KOMMYHUKATUBHOTO HaMEpEHHUs, JIOTMYHOCTh, CBSI3HOCTb, CMBICIOBasT U
CTPYKTYpHas 3aBepIICHHOCTh, HOPMATUBHOCTh BBICKA3bIBaHMUSI.

Umenue. AcriupaHT (COUCKATENb) MOJDKEH MPOJEMOHCTPUPOBATH YMEHHUE
YUTaTh OPUTHUHAIBHYIO JINTEPATYPy MO CIECNHUATLHOCTH, ONMUPAsCh HA U3yUYCHHBIN
SI3BIKOBOM Matepuai, (JOHOBBIC CTPAaHOBEAYECKHE W MPO(PECCHOHATBLHBIC 3HAHUS,
HABBIKM SI3BIKOBOM W KOHTEKCTyallbHOM jorafku. OIIEHUBAIOTCA HAaBBIKU
M3YYaIOIEero, a TakKe MOMCKOBOTO U IPOCMOTPOBOTO UTCHUHI.

B mepBom ciyuae oreHHMBaeTCs YMEHHE MaKCUMaJIbHO TOYHO U aJIEKBATHO
W3BJICKATh OCHOBHYIO HWH(MOPMAIUIO, COACPIKAIIYIOCS B TEKCTE, MPOBOIUTH
00001IIeHNE W aHAJIN3 OCHOBHBIX IMOJIOKEHUHN TPEIBIBICHHOTO HAYYHOTO TEKCTa
JUTSI TIOCTIEYIOIIETO TIePEeBO/Ia Ha SI3bIK OOYUYEHHUS, a TAKXKE COCTABIICHHS PE3IOME
Ha UHOCTPAHHOM SI3BIKE.

Iucomennwiii nepesod HAyYHOTO TEKCTA MO CHEIHATLHOCTH OICHUBACTCS C

YUC€TOM 06Hleﬁ AJICKBATHOCTH 1ICPCBOJAA, TO CCTb OTCYTCTBUA CMBICJIOBBIX



UCKQKCHUH, COOTBETCTBUSI HOPME U Yy3yCcy s3bIKa TIEpeBOjJa, BKIFOYAs
ynoTpeOaeHne TEPMHUHOB.

Pegpepuposanue NpoOUUTAaHHOTO TEKCTa OICHUBACTCS C y4ETOM oObeMa U
NPaBUIBHOCTH  WM3BJIICYCHHOW  MH(OpPMAIMU,  aeKBaTHOCTU  peajM3aliu
KOMMYHHUKAaTHBHOTO HaMEPEHUs, COACPKATCIBbHOCTH, JOTMYHOCTH, CMBICIIOBOI U
CTPYKTYPHOI 3aBEpIICHHOCTH, HOPMATUBHOCTH TEKCTA.

[Tp1 MOMCKOBOM M MPOCMOTPOBOM UYTCHHHU OILIECHHUBACTCS YMEHHUE B TCUCHUE
KOPOTKOTO BPEMEHH OINPENICIUTh KPYr PacCMaTPUBACMBIX B TEKCTE BOIPOCOB H
BBISIBUTH OCHOBHBIC IOJIOKEHUS aBTopa. OleHWBaeTcss 00BEM W TPABUIBHOCTH

U3BJICYEHHON MH(OpMaIIHH.

1. eau u 3a1a4u KAHAUJIATCKOI0 MUHMMYMA

eassMu ABIAIOTCS:

- TOBBIIICHUE HCXOJHOTO YPOBHS BIIAJICHUS WHOCTPAHHBIM S3BIKOM JIJIsI
aKaJeMUYeCKUX M Mpo¢decCHOHANTbHO-HAYUYHBIX IIeJIeH, JIOCTUTHYTOTO Ha
npeabIIyIIel CTyNeHsIX 00pa3oBaHus (CIENUAIMTET, MAaTUCTPATypa);

- ¢opmupoBanue y oOydaeMBIX CIIOCOOHOCTH JICMCTBOBAaTh B KadeCTBE
CyOBEKTOB MEXIYHAPOIHOTO HAYYHO-00pa30BaTEILHOTO MPOCTPAHCTBA, T.€.
OCYIIECTBIJISITh AKTUBHYIO MEXKYJIbTYPHYIO KOMMYHUKAIIUIO JIJISI PELICHUS
npoecCHOHANBHBIX 3a/1ad, peaiu3alliid HayYHO-TIPAKTHYECKOro oOMeHa ¢
3apyOeKHBIMU MapTHEpPAMU B paMKaxX CBOEHW JEATEITbHOCTH Ha OCHOBE
WCIIOJIb30BaHUsI METAIIPEAMETHBIX CBSI3EH;

- pa3BUTHE  HABBIKOB  aKaJeMHUueckod  (YCTHOM U  NHCHMEHHOM)
KOMMYHUKALIMY JIJIS peaiu3allii HayqYHO-UCCIIEA0BATEILCKOM IeSITEILHOCTH
B HCCJIETyeMO# 001acTu.

OCHOBHBIMH 327]a4aMHU  SIBJITIOTCS Pa3BUTHE M COBEPIICHCTBOBAHUE
WHOSI3bIYHOM KOMMYHMKATHBHOM KOMIIETEHIIMM IO HAMNPABJICHUSM IOJATOTOBKHU
aCIIUPAHTOB (COMCKaTeleli), HanboJiee ToJTHAs peanu3alus paHee TPHUOOPETCHHBIX
pPELIENTUBHBIX W OCOOEHHO MPOJIYKTUBHBIX S3BIKOBBIX HABBIKOB PEUCBOM

NeATEeILHOCTH B MpodecCHoHaNbHOU chepe, B TOM YucIe:



Pacmmpenue nekcuueckoro 3amaca U3 O0O0JACTH  CIIELUAIM3UPOBAHHOM
TEMAaTUKU TI0 HANPABJICHHUSIM W TPOQPWISIM TOATOTOBKH W OOIICHAYYHOU
JIEKCUKH;

VYrnyOnenue 3HaHUN MO (PYHKIMOHHUPOBAHUIO JIEKCHKO-TPAMMATHYECKHX
€UHUIl B TEKCTaX HA HAYYHYI0 TEMAaTUKy B HMHOCTPAHHOM SI3bIKE M HUX
JIEKCUKO-TPaMMAaTHYECKUX aHAJIOTOB B PYCCKOM SI3BIKE;
CoBeplIEHCTBOBAaHME  HABBIKOB  O3HAKOMUTEIBHOTO, MPOCMOTPOBOTO,
U3YYaroIlIero U AHAIUTHYECKOIO YTEHUSA  TEKCTOB  HAYy4YHO-
PO ECCUOHAIBHOTO XapaKTepa;

COBEpIIEHCTBOBAHME  YMEHHM W HABBIKOB  JIHAJIOTHYECKOW U
MOHOJIOTUYECKON peur B 00JIaCTU MEKKYIbTYPHON KOMMYHHUKAIIUU;
CoBeplIeHCTBOBaHME HABBIKOB NMUCBMEHHOIO M YCTHOI'O MEpeBOAa Kak C
AHTJIMACKOIO SI3bIKA HA PYCCKHU, TaK U C PYCCKOIO Ha aHIVIMHCKUUA CTaTeu
MPO(ECCUOHAIBHOTO XapaKTepa;

CoBepIIeHCTBOBAaHME YMEHUN U HABBIKOB CO3JIaHUs HW  O(opMIIeHUsS
pe3yJbTaTOB  COOCTBEHHOM HAy4YHO-HCCIIEOBATEIBCKON  JESTENbHOCTU
(aHHOTAIMI, TE3UCOB JOKJIaJa, HAYUYHBIX CTaTel);

CoBepIIIeHCTBOBaHHWE  HABBIKOB ~ aHHOTUPOBaHUS UM pedepupoBaHUs
OpPUTMHAJIBHBIX HAyYHBIX HCTOYHUKOB MPOPECCUOHATBLHOIO XapakTepa,
(0030p 1 U3yUeHUE TE3UCOB JIOKIAA0B, CTaTel, MOHOTpaduil);
CoBepIIICHCTBOBAaHWE HABBIKOB ~ YCTHOTO  IMYyOJMYHOTO  BBICTYIUICHUS
MPO(ECCHOHATIBHOTO U aKaJIEMUYECKOr0 XapaKTepa;

dopMUpOBaHUE HABBIKOB pabOTBI €  DJIEKTPOHHBIMH  CHUCTEMaMH,
UCTIOJIb3YEMBIMM B MEPEBOAYECKOM W HAYYHO-HUCCIEI0BATEIIbCKON
nestenbHoct  (MHTEpHET-pecypcamu, dJIEKTPOHHBIMU — OHOJIMOTEKaMHU,
Hay4YHBIMU KypHAJIAMH, JIEKTPOHHBIMU CIIOBAPSIMU);

Pa3BuTHEe aBTOHOMHOCTHM OOYyYaroIIero, CIOCOOHOCTH K HENpPEpPhIBHOMY

caM000pa30BaHUI0 B 00JIACTH WHOCTPAHHOTO SI3bIKa B MPO(ECCHOHATBHON

chepe;



Pa3BuTHe KOTHUTHBHBIX M HCCIEHOBATEIIbCKUX YMEHUW 0OpH padoTe cC
MHOSI3BIYHBIMUA UCTOYHUKAMU, Pa3BUTHE HH(OOPMALIMOHHON KYJIbTYPHI;
Pa3BuTre CHOCOOHOCTM  KPUTHYECKOIO  MBIIUICHUS, KpPEaTUBHOCTH,
CIOCOOHOCTH CaMOCTOSITENIbHO MPUHUMATh PEIICHHUs, 0OIIEro Kpyro3opa u
HOBBILICHHE 001LEH KYJIbTYpHI;

Bocnuranne TOJIEPAaHTHOCTH U yBa)XKEHUS K JYXOBHBIM LIEHHOCTSM PAa3HBIX

CTpaH U HapOJIOB.

2. IIpoBepsieMble KOMIETEHIIUN

B Ta6JIHHG Ne 1 IMPUBCACHBI KOMIICTCHIHWH, KOTOPBIMH HJOJDKCH BJIAJICTh

acrupaHT (COUCKATENb).

Tabauya Ne 1

YK-3

TOTOBHOCTh YYacTBOBaTb B pabOTE PpOCCHUICKUX M MEXKIYHAPOIHBIX
WCCIIEOBATEIbCKUX KOJUIEKTUBOB IO PEHICHHUI0 HAyYHBIX W HAy4HO-
oOpa3oBaTeNbHBIX 3a7a4;

YK-4

TOTOBHOCTb UCITOJIB30BaTh COBPEMEHHBIE METOJIbI U TEXHOJOTUU HAYyYHOU
KOMMYHHKAIIUM Ha TOCYJAapCTBEHHOM WU HMHOCTPAHHOM SI3bIKaX, B TOM
YHUCJie TOTOBHOCTHIO K KOMMYHUKAIIUU B YCTHOM M MUChbMEHHOU (hopmax
Ha PYCCKOM M HWHOCTPAHHOM  SI3bIKax JJIs  pEIICHUs  3aj1ad
npodecCuOHaAIbLHON NESATEIbHOCTH, BJIAJICHUE WHOSI3bIYHON
KOMMYHUKATHBHOM KOMIIETEHIIMEH B OQHUIIMATBHO-/IETIOBOM, Y4eOHO-
npodecCuoHaNbHOM, HAYYHOU, COIIMOKYIBTYPHOM, MTOBCETHEBHO-OBITOBOM
chepax HHOS3BIYHOTO OOIICHUS;

YK-5

COCOOHOCTh  IUIAHMPOBATH M pemarbh  3aJa4d  COOCTBEHHOTO
po(eCCHOHATEHOTO U JIMYHOCTHOTO Pa3BUTHA.

3. TpeGoBanusi K pe3yibTaTaM OCBOCHUS IMCUUILIIMHBI

B pe3yinbTrare u3y4eHusi ”HOCTPAHHOTO S3bIKa ACITUPAHT (COMCKATEID) JOKEH:

3name:



OCOOEHHOCTH apTHKYJSAIMA 3BYKOB WHOCTPAHHOTO sI3bIKa, OCOOCHHOCTH
WHTOHAIINM, AKIEHTyallud U PUTMa PEYd B HU3y4aE€MOM SI3bIKE; OCHOBHBIC
OCOOEHHOCTH  JIUTEPATYpHOTO  CTWJI  NPOU3HOILICHUSA, a  TaKke
doHEeTHUECKHE XapaKTepUCTUKH peurn B cdepe mpodeccuoHaTbHON
KOMMYHUKAIINY;

cnenuduky Cci0BoOOpa3oBaHMs, MOPQPOJOTUYECKOE U JIEPUBAIMOHHOE
CTpPOEHHE CJIOBa, CHOCOOBI CIOBOOOpa3oBaHUsS U TEPMHUHOOOpA30BaHUS B
MHOCTPAHHOM SI3BIKE;

EAUHUIBI MOP(OJOTUYECKOTO YPOBHS: YAaCTU PEYM HMHOCTPAHHOTO SI3bIKA,
rpaMMaTHYECKUE KaTEropyuu 4acTe peur U uxX MOp(OJOTUYECKUE aHaIOTU
B PYCCKOM SI3BIKE;

€UHULIBI CHHTAaKCHYECKOTO YPOBHS: CIIOBOCOUYETAHUE, MPETIOKEHUE, TEKCT,
UX OCHOBHBIC KATETOPUHU, 4 TAKKE HMX CHHTAKCUYECKUE SKBHUBAJIECHTHI B
PYCCKOM SI3BIKE;

npaBuia rpaMMaTUKU (Ha ypoBHE MOP(OJIOTMM U CHHTAKCHCa), OCHOBHbBIE
rpaMMaTHYECKUE SBJICHMS, XapaKTepHbIE [UJIi  COIMAIbHO-OBITOBOTO,
Hay4YHOTO U 0(UIHATBHO-/1€JI0BOTO (MPOoheCCHOHAIIBHOTO) TUCKYPCOB;
JIEKCUYECKUT MUHUMYM, COOTBETCTBYIOMIUN MPoduio mpodeccuoHaIbHOM
MOJITOTOBKHU B 00beMe, yKa3aHHOM B cooTBeTCTBYIoIIeM OIT;

HOPMBI yNOTPEOJIEHUS JIEKCUKH, CIEIU(PUKY COUETAEMOCTH JIEKCHYECKUX
€UHUILl, CTWINCTUYECKYIO nu(depeHunanuo JeKCUYECKUX EIUHUI] IO
chepam mnpumeHeHus (ObITOBas, TEPMUHOJOTHYECKasA, OOIIECHAYYHAas,
y3KOCTenalibHas, opuilhaibHas U Apyras);

MOHSATUS  CBOOOJHBIX M yCTOWYUBBIX  CIIOBOCOUYETAHWUW,  HUMETh
MPEACTaBICHUE O (PPa3eoIOTUUECKUX €IWHUIIAX WHOCTPAHHOTO SI3bIKa, a
TaKKe MX JICKCUUECKUX U (PPa3eoIOTMYECKUX IKBUBAJIEHTOB B PYCCKOM
SI3bIKE;

OCHOBHBIC OCOOCHHOCTH AHPOB M CTWJIEH pEuHr, UCIOIB3YeMBIX B chepe

npodeCCUOHATLHOM KOMMYHUKAITUH;



TpeOOBaHUSI K KOMITO3UIIMOHHBIM OCOOCHHOCTSIM, PEYEBOMY (SI3BIKOBOMY),
BepOaNTbHOMY O(GOPMIICHHIO YCTHBIX W MHCHMEHHBIX BBICKA3bIBAaHUI C
YUETOM CIleUU(UKN UHOS3BIYHOM KYJIBTYPHI;

OCHOBHBIE npaBuiia UCTIOJIb30BaHUS U odopmieHus
AKCTPAJIMHTBUCTHYECKUX KOMIIOHEHTOB TEKCTA;

BeAylLIMEe Hay4yHble peQepaTUBHBIE JXypHalbl, H3JAlOUIMECS B CTpaHax
U3y4aeMOro  s3blKa, BEYLIME HAYyYHO-HCCIEA0BATEIbCKUE  LIEHTPHI,
YHUBEPCUTETHI U TPAHTO00PA3YIOIIE OpraHu3allkHy;

OCHOBHBIE PECYPCHI, C MOMOIIBI0 KOTOPHIX MOKHO 3(()EKTUBHO BOCIIOJHUTH
UMEIoIIecss NpoOenbl B SI3bIKOBOM  0Opa3oBaHMM (THUIIBI  CJIOBapew,
CIIPAaBOYHUKOB, KOMITBIOTEPHBIX MPOrpaMM, HHPOPMALIMOHHBIX CANTOB CETH
WNHTepHET, TEKCTOBBIX PETAKTOPOB H.T.1.).

Bnaoemp:

op(ho3nUYECKUMHU, JTEKCUYECKUMH, TPaMMaTH4YeCKUMU, opdorpaduuecKumMu
U TyHKTYallMOHHBIMH HOpPMaMM H3y4aeMOIo fA3blKa B Ipeaenax
IPOrpaMMHBIX TPEOOBAHUIA;

HABBIKAMM TE€PEBOJa TEKCTOB HAa COLUAIBLHO-KYJIbTYPHYIO, OOIIEHAYYHYIO,
Y3KOCTELIMAJIBHYIO TEMAaTUKY C MHOCTPAHHOTO S13bIKa HA PYCCKUM SA3BIK;
HAaBBIKAMU CaMOCTOATEIIBHOTO COCTABJICHHUS BBICKa3bIBaHUS
(MOATOTOBIEHHOTO U HEMOATOTOBJIEHHOI0) Ha COLMAIbHO-KYJIbTYPHYIO,
OOLIEHAYYHYIO, Y3KOCIIEHUATbHYIO TEMATUKY;

HaBbIKAMHU COCTaBJICHUS KOMIIPECCHOHHBIX >KaHpOB (pe3ioMme, pedepar,
aHHOTaIMsl, 0030p, OubIMorpadus u T.11.) HA UHOCTPAHHOM SI3BIKE;
HAaBBIKAMHM  CaMOCTOSITEJILHOTO  HANMCaHWsA HAY4YHOro JOKJIaja Ha
WHOCTPAaHHOM SI3BIKE MO Y3KOW CIIELUAIBHOCTH;

IpUEMaMU CaMOCTOSITENIbHOM pabOThI C S3BIKOBBIM U PEYEBBIM MaTEpUaIOM
C UCIOJIb30BAaHUEM CIIPABOYHOM M y4eOHOU JUTEepaTypbl, THHOPMAIIMOHHBIX
TEXHOJIOI'UH, pecypcoB MHTepHeTa;

HOpMaMHu »JTHKeTa B c¢epaXx YCTHOIO U MHUCbMEHHOTO HAy4YHOrO U

HpO(l)GCCI/IOHaJ'IBHOFO O6H_[CHI/I$I, IIPUHATBIMHU B CTPaHAX U3Yy4aCMOTI'O A3bIKA.



Ymemo:

MOHUMATh Ha CIyX WHOOPMAIMIO TPH HEMOCPEICTBEHHOM W JUCTAaHTHOM
OOLIIEHUU HAa UTHOCTPAHHOM SI3bIKE B paMKaX M3y4yaeMOl TeMaTHKU;
MOHUMAaTh UH(OPMAIIUIO MTPU YTEHUHU HAYYHO-TIOMYJISIPHOM, OOIIIEHAYYHOH U
CHEIUATBHOM JIMTEPATyphl B COOTBETCTBHM C KOHKPETHOH IIENBIO
(MpocMOTpPOBOE, U3ydYarollee, O3HAKOMHTEIIbHOE, IIOMCKOBOE UTEHUE)
B paMKaxX HW3y4aeMOW TeMaTHK{; YMETh II0JIb30BaThCAd CIOBapsiMU U
CIIPaBOYHUKAMH B TIPOIIECCE YTCHHUS;

nepeaaBaTh Ha MHOCTPAHHOM SI3bIKE U KOPPEKTHO 0OpMIIATh MHGOPMAIIHIO
B COOTBETCTBHUM C IIEJISIMHU, 3a7adaMH OOIIEHHUS W C Y4YeTOM ajpecara
(pukcaumss mHbOpMaIMKM, TOJYYEHHOM MpPU YTEHUH B (Qopme padouyux
3amucell, MiiaHa; HaMKMCAHWE JIeIOBOTO MUChMA, Pe3loMe MJisi MpuemMa Ha
paboTy, 3asBICHUS, 3aIBKH; 3aMIOJTHCHHE (POPMYISIPOB, aHKET; HAIHMCAHHEC
JUYHOTO U JICJIOBOTO TMHCHhMa, COCTaBiIeHUE pedepaToB, aHHOTAIUH,
0030pOB W JPYrMX HAy4YHbBIX M  O(UIMATBHO-JEIOBBIX >KaHPOB),
OCYIIECTBIISISL TIPY 3TOM 3aJaHHBIE KOMMYHUKATHBHBIC HaMEpEeHHS (3armpoc
CBEJICHUI/MAHHBIX, WHPOPMUPOBAHUE, TMPEIJIOKEHUE, TMOOYKICHHUE K
JNEWCTBUIO, BBIpAXEHHWE TIPOCHOBI, corjlacus/ Hecorjacus, OTKasa,
U3BUHEHUS, 0JIar01apHOCTH );

BECTU JUCKYCCHI0O U  (opmMynupoBaTh BBICKa3bIBaHHE B  IIpoliecce
JTMAJIOTUYECKOTO 0O0IIeHnuss (B COOTBETCTBHM C IIEJISIMH, 3aJadyamMu U
YCIIOBHSIMH PEUEBOTO B3aMMOJICHCTBUS, a TAaKKE B CBSI3U C COJCPKaHUEM
MPOYUTAHHOTO/TIPOCIYIIAHHOTO ~ TEKCTa),  OCYIIECTBISASI TMpPU  ITOM
OTIpe/ICICHHBIC KOMMYHUKATHBHBIC HAMEPEHUS B paMKaX PEYCBOrO dTUKETA
(3HAKOMCTBO, TIPEJICTABJICHUE, YCTAHOBJICHUE M TOJJICPKaHHEC KOHTAKTa,
3ampoc v coobmieHne nHbopmar, To0yXIeHUEe K JEeHCTBUIO, BRIPAKEHUE
POCKOBI, COTJIACHSI/HECOTIacusl, 3aBepIlIeHUuEe OeCe/Ibl;

BECTU/TIOJICPKUBATh M 3aKaHUYMBATh Ouai02-paccnpoc 00 YBUICHHOM,
MIPOYUTAHHOM, ouanoz-oomen MHEeHUAMU " ouanoe-

uHmepevro/cobecedosanue TpU TpUeMe Ha padoTy, coOJroaas HOPMBI



peueBOro  3TUKETa, TMpU  HEOOXOJUMOCTH  HMCHOJB3Ys  CTpaTeruu
BOCCTAHOBJICHUSI c0OsSi B  Ipollecce KOMMYHMKaluu  (mepecrmpoc,
nepedpasupoBaHue 1 ap.);

nepefaBaTh Ha  MHOCTPAHHOM  si3blke  MHpopMamuio B (opme
CaMOCTOSITEIFHOTO ~ CBA3HOTO  BBICKA3bIBAaHUS, COOOIICHHS, TOKIaaa C
UCIIOJIb30BAaHUEM MTPUEMOB KOMITPECCUH U IEKOMIIPECCUU COCPKAHUS;
OCYILIECTBJISITh NHUCBMEHHBIM W  TOJTAlHBIA  YCTHBIM  IIEPEBON €
WHOCTPAHHOTO sI3bpIKa HA PYCCKMA M C PYCCKOTO Ha HHOCTPAaHHBIN
pa3IMYHBIX MO  JKaHpaM  TEKCTOB  HA  COIMAIBbHO-KYJIBTYpPHYIO,
OOIIEHAYYHYIO, Y3KOCTIEIIMATbHYIO TEMATHKY;

KOPPEKTHO HMCIOJIh30BaTh B MUCHMEHHBIX TEKCTaX SKCTPATMHTBUCTUYECCKHE
KOMITOHEHTHl (0OpMIISITH PHUCYHKH, AWarpaMMbl, Tpaduku, TaOJHIIb,
Claibl sl Ipe3eHTalui U T.1.);

oopmMIIATE MYyIBTUMEIUIHOE COMPOBOXKACHHE K YCTHOMY CBSI3HOMY
BBICKA3bIBAaHUIO HA HAYYHYIO TEMATHUKY;

COCTaBIISITh U OQPOPMIIATH AHHOTAIIMM Ha MHOCTPAHHOM SI3BIKE K HAy4HO-
UCCIIEIOBATEILCKUM pPabOTaM Ha pPYCCKOM s3bIKE, B TOM YHCIE U
COOCTBEHHBIM HCCIIEIOBAHUSIM;

oQOPMIISTh 3asIBKH K YYACTHIO B HAYYHBIX KOH(PEPEHIIUSIX MEXKTyHAPOIHOTO
YPOBHS, a TaKKe Ha MOJyYE€HUE TPAHTOB IS OCYLIECTBICHUS JalTbHEUIICH
HAyYHO-HCCIEI0BATENIbCKON €SI TEIbHOCTH;

3aMmoJgHAThE (POPMYJISIpbl U OJIAaHKH MPOQPECCHOHAIIBHOTO XapaKTepa; BECTU
3alliCh OCHOBHBIX MbICHEH M (PAKTOB (M3 ayJUOTEKCTOB W TEKCTOB IS
YTeHUsI MPO(PECCUOHAIBHOTO XapaKkTepa), a TaKKe 3alUCh TE€3UCOB YCTHOTO
BBICTYIUICHUSI/TTMCBMEHHOTO JI0KJIa/1a M0 U3y4aeMol MpoOIeMaTHKe;
MOATOTOBUTh YCTHOE IYOJIMYHOE BBICTYIUICHHE MPOQPECCUOHATIBLHOTO /
HAy4YHOT'O XapakTepa.

MOJIb30BATLCS CIIOBAPSIMU, CIPABOYHUKAMU, DHIUKIONECAUSIMH, pPecypcaMu

HNuTepHeTa, 3IEKTPOHHBIMU OMOJIMOTEKAMM, 3JIEKTPOHHBIMH CJIOBApAMH U



IpOrpaMMHBIM OOecrieueHrneM, He0OOXOIMMBIM AJisi pabOThl EPEBOAUMKA HA

COBPCMCHHOM IJTallc.

4. O0beM IMCHUILIMHBI M BUAbI Y4eOHOM PadoThI

HOI[FOTOBK& K KaHINAATCKOMY MUHHUMYMY OCYIICCTBJECTCA B TCUCHUC OJHOT'O

y4eOHOro ceMecTpa:

Bun yaeOHO# paboThI Bcero
4acoB
3aHATHUSA (BCEro) 16
B Tom uncie:
KOHCYJIbTalliH 8
CaMOCTOSITeJIbHAsi paboTa (BCEro) 8
KonTpoan JK3aMEH

5. Conep:xxanue
5.1. Cooepircanue pazoenos npozpammel

Ne | Hammenosanune Conepxanue paszaena
n/m | pazuena
JTUCIIUTLIAHBI

1. | Hayunas nexcuka | OCHOBHBIE ATambl pabOThI HaJ EPEBOIOM.

U IIEPEBOL Bugel  mepesona. AHamu3  TeKcTa: JKaHp,
Hay4YHBIX TEKCTOB | KOMIIO3ULIMOHHAs CTPYKTypa TEKCTa, THUII PEYH,
JIEKCUKO-TpaMMaTHYECKUE OCOOEHHOCTH TEKCTA.
Crpareruss mepeBoja: yd4eT LEIM INEPEBOJA, THIIA
TEeKCTa U TPEOOBAHMIA.

AJIeKBaTHOCTb U /WJM SKBUBAJEHTHOCTh NEPEBOA.
PenaktupoBanue u ohopmiieHue TEKCTa epeBoia.
['pammaTrueckue TpyTHOCTH MEPEBOIA.

Jlekcuueckue TpyAHOCTH NIEPEBOLA.

CruictTudeckne TpyAHOCTH IEPEBOAA.
[TapanuHrBUCTHYECKHE TPYAHOCTH NIEPEBOAA.
[IpakTHKa MUCBMEHHOTO M YCTHOI'O NIEPEBOJA TEKCTOB
110 CIEUHUATIBHOCTH.

2. | PedpepupoBanue n | Tunsl yTeHUS.

AHHOTHPOBAHUE [IpocmoTpoBO€ UTeHHE: 3arojoOBKH, IMOA3ar0JOBKH,
HAy4YHBIX TEKCTOB | pyOpHKaIuu, aHHOTAIUH.

Jlenenne TekcTa Ha TaaBbl, naparpadbl, YacTH,
dbparMeHThI.




IlonckoBoe  uyTeHme:  ONpEnesIeHHE  KaHpa U
KOMMYHHKATUBHOW (DYHKIIMM, OCHOBHOM HJI€U TEKCTa
T T.J.

N3yyaromee  4YTeHue:  ONPEACIICHHE  BBEICHUS,
OCHOBHOM YaCTH M 3aKJIIOYECHUS TEKCTA, BBIYICHEHUE
TJIAaBHOM M BTOPOCTENEHHONW HMH(POPMAIMHU B KaXKIOM
pazzene, JJIOTHYECKHUE CBSI3M TEKCTa.

PedepaTuBHOE uTEHME: TPUEMBI KOMIIPECCUU TEKCTA.
OcHoBHbIE peepaTUBHBIE KaHPBI: pedepart, pe3rome,
aHHOTaLUs, peleH3us, 0030p.

KoMno3unmonHas CTpykTypa peepaTUBHBIX )KaHPOB.
[IpakTHueckue pPEKOMEHJAMU II0  COCTAaBJIEHUIO
pedeparoB, pe3roMe, aHHOTalUi U 0030POB.

YcTHas
KOMMYHHKAITUS 110
Hay4YHOU
TeMaTHKE
(cocTaBneHue
YCTHOTO
COOOIIIEHHUS O
Hay4IHOU pabdoTe)

Bungsr JTOKJIaJIOB: TJICHAPHBIMN, CEKIIMOHHBIM,
CTEHJIOBbIM, JOKJaJ] Ha 3allUuTe AUCCEPTAIMOHHOTO
HCCIICIOBAHMUS.

Komnozunmss joknaga W CTPYKTypa HAyYHOTO
JMCKypca.

Odopmiienne MIPUBETCTBUS, CIIOCOOBI
bopMyIUpPOBaHUS  TEMBI, METOJOJOTHH,  Ieei
HCCIICIOBAHUS.

NudopmatuBHas dvacTh Jokiaga. DopMmyaupoBaHue
BBIBOJIOB JIOKJIA/Ia.

KoppektupoBanue BBICKA3bIBAHUS, BBEJICHUE
NapaIuHIBUCTUUYECKUX AJIEMEHTOB (bopmy,
UKOHOrpaUueCKUX CUMBOJIOB U T.I1.).

Jluckyccusi M MPEeHHsT KaK >KaHPbl YCTHOTO HAYYHOTO
obmenusi. CnocoObl GOPMYJIUPOBKU BOMPOCA U THUIIBI
OTBETa Ha BOMPOC.

CnocoObl  mepenauyd  IMOIMOHAIBLHON  OLIEHKHU
COOOIIIEHUS: BBIpaKEHUE COTJIACHUSl WJIM HECOTJacus,
0JI00peHUS/HEOTOOPEHUS, YAUBICHHS, HEIOBOJIHCTBA
U T.II.

OKCTPUIMHIBUCTUYECKUE  AJIEMEHTBhl  JOKJIaJa U
UCIIOJb3YEMbIE CPEACTBA  BHU3yaIM3allUM:  CTEH],
ClIal b, MpE3EHTalNS, MYJIBTUMEIUNHOE
COITPOBOXK/ICHHE.

MeToabl KOMIIPECCHOHHOTO H3JIOKEHUS HH(POPMAITUN
B MYJIbTUMEIUIHOM COMPOBOXKICHUHM JIOKJIAIA.

5.2. Pazoenwt npocpammol




No HaumenoBanue paznena KOHCYJIbTAllU1 CPC | Bcero

n/m JTVCIIMTUTAHBI Jac.

1. | HayuyHas jexcuka v rnepeBo/i 4 3
HayYHBIX TEKCTOB

2. | PedepupoBanue u 2 3
aHHOTHUPOBAHUE HAYYHBIX
TEKCTOB

3. | YcTHas KOMMYHUKALUS IO 2 2

HAy4YHOU TEMATHKE
(cocTaBiieHHE YCTHOTO
cOOOIIIEHHs O HAyYHOU paboTe)

4. | KonTposb 3HaHui HK3aMeH

HUroro: 8 8 16

5.3.CamocmoamenvHasn paboma eKknouaem 6 cedsa ciedyrouiue 6UObl padom.

No HaumenoBanue TeMm qachbl
/11
1. | OcHoBHBIE 3TaIBl PAOOTHI HAJl IEPEBOIOM. 4

Bunel nepeBoma. AHamu3 TEKCTa: JKaHpP, KOMIIO3WIIMOHHAs
CTPYKTypa TEKCTa, THIl  pPEYd, JIEKCHUKO-TPAMMAaTHYECKHE
0coOeHHOCTH TekcTa. CTpaTerus nepeBojia: yueT LelH MepeBosa,
TUNA TEeKcTa U TpeOoBaHWM.  AJEKBaTHOCTb U /WM
HKBUBAJIEHTHOCTb MIEPEBOAA

['pamMmaTuueckue  TPYJHOCTH  MepeBofa. AOCONIOTHOE U
OTHOCUTEJIBHOE yMNOTpPEOJICHHE TpPaMMATUYECKHX KaTEeropuu.
[TonOop >KBUBAJIEHTOB MPHU MEPEBOJE CIOKHBIX TPAMMATHYECKHX
KOHCTpYKIMi Jlekcuueckue TpynHocTH mnepeBoaa. OcobeHHocTH
nepeBoia  TEPMHUHOB,  CNOCOOOB  (OPMHpPOBAaHUS  HOBOU
TEPMUHOJIOTMH B €BPOIIEUCKUX s3bIKax. [lonuceMus u cHHOHUMUS
npu niepeBoJie. [Ipuemsl paboThl ¢ a00peBraTypaMu B MEPEBOJIC.
Crunuctuyeckne TpyIHOCTH nepeBoja. [lapanmHrBUCTHUECKHE
TpyAHOCTH nepeBosia. CriocoObl BeIpaKEHUS TOCIEI0BATENbHOCTH
MBICJIEH, TOSICHEHUS, YTOYHEHMSI WM apryMEHTaluus MbICIIH;
croco0bl OPMYTUPOBKH UTOrOBOTO 3HAYEHHsI TEKCTa U BBHIBOJIOB
VICCJIEIOBAHHS. OcoOenHoctu Hay4HOI'O CTHIIS "
(GYHKUMOHUPOBAHUE  JIGKCUKO-TPAMMATUYECKUX  €JUHUL] B
HAyYHOM U Hay4YHO-TIOMYJISIPHOM CTHUJIE.

2. | PedepaTtuBHOE uTeHME: MpUEMbl KOMIIpecCUU TekcTa. OCHOBHbIE 2
pedepaTuBHbBIE KaHPBI: pedepar, pe3roMe, aHHOTalUs, PELEH3Hs,
o030p. IIpakTMyeckue  pEeKOMEHJIAUMKU IO  COCTABJICHHIO
pedeparoB, pe3toMme, aHHOTanmuk W 0030poB. IlpakTHka
aHHOTUPOBaHUs U pedepupoBaHusl.

3. | Buael mokimanoB: IIeHApHBIN, CEKIIMOHHBIM, CTCHJIOBBIM, JTOKIIAT 2




Ha 3aluTe JOUCCEepTAalMOHHOro ucciefoBanus. Kommnozunus
JOKJIa/1a U CTPYKTYypa HAy4YHOI'O JUCKYypca.

4. | KoHTpoJib 3HaHU AK3aM
€H
UTOTO 8

6. MaTepl/IaJILHO-TEXHI/I‘IeCKOG OCHAIICHME IIPHA NIPOBEACHUMN IK3aMEHa

VYyeOHast ayauTOpHUsi C MEJIOBOM WJIM MapKEepHOW TOCKOHM AJis MPOBEACHHUS
KOHCYJbTallii. MynbTUMenuiiHas ayAuTopus WiIM Yy4deOHas ayIuTopHus C
BO3MOKHOCTBIO HCIIOJIB30BAHHUS IIPOEKTOPA M KOMIIBIOTEPHOM TEXHUKH I

NpCaACTaBJICHUA IMPC3CHTAINMOHHBIX MaTCPHUAJIOB O6y‘—IaIOI_HI/IMI/ICH.

/. MudopmanuonHoe odecrnedeHue (pecypcbl CBOOOIHOI0 JOCTYIIA)

[Tepeyerr  WHGOPMAIIMOHHBIX  TEXHOJOTHH,  HWCIHOJB3YyeMBIX  IIPH
OCYIIIECTBICHUH 00pa30BaTEIHHOIO MPOIecca MO AUCIUTIINHE:

a) mporpaMMHoOe o0ecreYeHue:
1. OC Windows, MS Office (mporpamma KOpPHOpPaTUBHOIO JUIEH3UPOBAHUS
(Microsoft Subscription) Enrollment for Education Solutions), Oopaysep Firefox
(muuen3ust MPL-2.0) wiu 6pay3zep Chrome (sunensust Google Chrome Terms of
Service); meaua-mieep (Hanpumep, VLC Media Player, muniensus GPL-2), Adobe
Reader (Adobe Software License Agreement).
2. OC Linux, oducaeiii nmaker LibreOffice (nmumensus MPL-2.0), memua-tuieep
(manpumep, VLC Media Player, munensus GPL-2), [10 gns mpocmotpa pdf
(mammpumep, evince (nuiensust GPL-2+ CC-BY-SA-3.0)).

0) 0a3bI JTaHHBIX, HH(POPMALMOHHO-CIIPABOYHbIE U OUCKOBbIE CHCTEMbI:
1. http://www.phrasebank.manchester.ac.uk/ - s3bIK A1 YCTHOTO ¥ MHCHMEHHOTO
BBIPOKCHHS Pa3HBIX KOMMYHHUKATHBHBIX (YHKIIMA B paMKaX aKaJIeMHYECKOTO
oO1IeHUS
2. http://www.writing.utoronto.ca/advice - mpakTHYeCKHE PEKOMEHIAIMU II0

OOyYEeHHIO HAYYHOMY NMHCbMY B YHUBEPCUTETE


http://www.phrasebank.manchester.ac.uk/

3. http://www.academicvocabularyexercises.com/ - ympaxHeHHS 10 Kypcy
AHTJINHCKOTO SI3BIKA AJId aKaACMHUYCCKUX ueneﬁ

4. OOuue pEeKOMEH a1 110 HAIIMCAaHHUIO Hay4YHOM CTaTbH -

https://www.youtube.com/watch?v=fxYVyL_s3P0&t=84s

8. YueOHO-MeTOANUYECKOE 00ecIeueHne

a) OcHoBHas JMTEpPaTypa

1. l'omy6oBckas E.A., Tuxonoa E.B., Mekeko H.M. IIpaktuueckuii kypc
aHTJIMICKOTO sI3bIKa JJI1 acmupaHToB: YuyeOHoe mocobue. M.: M3n-so PY]IH,
2018. 94 c.

2. T'omy6oBckass E.A., TuxonoBa E.B., Mekexko H.M. Ilpaktukym 1o
METOJMKE COCTABJICHHS HAy4YHBIX CTaT€il Ha AaHIJIMWCKOM A3bIKE A
acupaHToB: YueOHo-MeToauueckoe nocooue. M.: Uza-so PY/IH, 2019. 102 c.

3. Koporknna WM. b. Axamemuueckoe THUCHBMO: TPOIECC, MPOIYKT H
IpakTuKa: yueOHoe mocobue aist By30B. MockBa: M3narensctBo FOpaiit, 2019.
295 c¢. URL: https://biblio-online.ru/viewer/akademicheskoe-pismo-process-
produkt-i-praktika-433128?share_image id=#/

0) JlomosiHuTEILHAS JIATEPATYpAa:

1. TuxonoBa E.B., T'omybosckass E.A., Mekeko H.M. English for
Scientific Presentation = AHIIMICKUN S3bIK IS HAay4YHBIX MPE3CHTALIMI:
VYuebnoe mocodbue. M.: U3a-Bo PYJIH, 2016. 63 c.

2. Koporkuna U. b. Monenu oOydeHHS aKageMUYECKOMY MHChMY:
ydueObHoe mocobue ais By30B. MockBa: M3matensctBo FOpaiir, 2019. 219 c.

URL.: https://biblio-online.ru/bcode/441821

0. MeToauueckue YKazanud 1Jisd oﬁyqamumxca 0 OCBOCHHIO JUCIHUITIMHBI


http://www.academicvocabularyexercises.com/
https://www.youtube.com/watch?v=fxYVyL_s3P0&t=84s
https://biblio-online.ru/viewer/akademicheskoe-pismo-process-produkt-i-praktika-433128?share_image_id=#/
https://biblio-online.ru/viewer/akademicheskoe-pismo-process-produkt-i-praktika-433128?share_image_id=#/

NHauBHyalbHBIM — IIJJAHOM — aclMpaHTa (COMCKATeNlsl) Ha HU3YyYEHHE
JUCUUIUIMHBL oTBOguTCA 1 cemecTp. B KoOHLEe mepBoro cemectpa MpPOBOAUTCA
AK3aMeH (KaHIUJATCKUH MUHUMYM).

OcHoBHBIMU (opMamMH OOYYEHHsS] WHOCTPAHHOMY S3BIKY B acCIHpaHTYpE
SBJIIIOTCSL TPYIIIOBBIE KOHCYIbmMayuu, KOTOPbIE MPEANojaraloT JIUaOrOBYIO
dbopMmy pabOTHI C acmUpaHTaMU C TMOCTOSHHBIM TEKYIIMM KOHTPOJEM 3HaHUM,
YMEHUN M HABBIKOB IO OCHOBHBIM BHJAM JI€ATEIBHOCTH: YTEHHUIO, TOBOPEHMIO,
YCTHOMY W TMHUCbMEHHOMY IMEpPEBOAY, ayAMpPOBaHHIO M mHUChbMy. KoHcynbTanuu
IPOBOJATCA C MPUMEHEHHEM DPA3JIMYHbIX TEXHOJIOTUH (Tpe3eHTanus, JUCKYCCUs U
T.IL.).

[Ipomiecc 00y4deHUST OPUEHTUPOBAH HA WHIUBUAYAIbHBIM TOAXOA K
oOy4daromumcsi, (OpPMHpPOBAHHME WX ABTOHOMHOM TO3MLUMU B  IpoIecce
o0pa30BaTeNbHOM MHTEpPAKLUH, CONPSDKEHHOE C  Pa3BUTUEM TBOPYECKOTO
MOTEHIHAJIa aCIMPAHTOB M HMHTEPAKTUBHBIM XapaKTEpOM YCBOCHHUS H3y4aeMOIO
Marepuana.

CamocrosiTenbHasi paboTa J0DKHA OBITh HampaBiieHa Ha YIIIyOJIGHHOE
U3YYEHHUE SI3bIKOBOTO M PEUEBOr0 MaTepualia, pa3BUTUE AKTUBHOCTU aCIUPAHTOB
(couckareneit), (pOpMHUPOBAHHME U COBEPUICHCTBOBAHHWE HABBIKOB ABTOHOMHOI
paboThI C TeYaTHBIMM M UCTOYHHUKAMHU U 00pa30BaTelIbHBIMU TeXHOJIOTHsIMU Beb
2.0, pecypcamu UHTepHeTa.

0.1. Memoouueckue yKazanus no nOO20MO6Ke K KOHMPOIbHbIM
Meponpusmuim

HToroBbie KOHTPOJbHBIE MEPONPUATUS MO JUCUUILIMHE TPOBOJATCA B
dopme ok3amena (kanammarckoro muHUMyMa (I cemectp)). Bompocwer s

MOATOTOBKU K UTOrOBOMY KOHTPOJIIO npeacTaBieHbl B POC.

10. doHx OLEHOYHBIX CPEACTB KAHAMIATCKOr0 MUHMMYMA IO JMCHMILINHE
HNHocTpaHHbIi A3BIK

Jlonyckom K IK3aMeHy KAHOUOAM CKO20 MUHUMYMA A81semcs pedhepam.

Tpebosanusn k pepepamy:



1. IlpencraBUTh OPUTHHAI U NIEPEBOJ C MHOCTPAHHOIO (AHIVIMICKOT0) Ha
pycCkHid sI3bIK CTaTbio oObeMoM He MeHee 10 ctp.(1500-2000 3HAKOB).
Tematuka cTaTbu JOJDKHA COOTBETCTBOBAaTh NPOOJIEMAaTHKE HAYYHOTO
UCCJIEIOBAHUS.

2. CtaTbhsl JOJKHA COINPOBOXKIATHCS CIIOBapEM, COJAEPKALIUM BCIO
CHEeLMANIbHYIO (IIPO(hecCHOHAIIBHO OPUEHTUPOBAHHYIO) JIEKCHKY CTaTbU C
NEPEeBOJOM Ha PYCCKUU SI3BIK M TOJIKOBAHMEM Ha MHOCTPAHHOM (HaIpumep,
AHTJIMIICKOM $I3BIKE), a TaKXK€ TPAHCKPUIIIMOHHBIMU OOO3HAUEHUSMH JAHHBIX
CJIOB.

3. IMoaroToBuTh 2-3 MPOOIEMHBIX BOIIPOCA IO COACPIKAHUIO CTATHH.

Kpumepuu ouenxu pegpepama: OueHUBAETCS COOTBETCTBHE TPEOOBAHUSIM
K CTPYKType paboThl (0TOOp UCTOYHUKOB, HAIMYHUE TJIOCCApUsi, BOIIPOCOB M0 TEME
CTaThM U T.1.):

Odopmrnenue paboThI:

Conepxanue pabOThl (MCIHOJB30BAaHUE JIEGKCUYECKUX U TPaMMaTHUYECKHX
TpaHcopMalMii M KOHTEKCTYaJIbHBIX 3aMEH, CTENEHb JKBUBAJICHTHOCTH W
aJIeKBaTHOCTH TE€PEBOJIa, CMBICIIOBOE COOTBETCTBHUE TEKCTY OpUIHMHAjA, Iepeaaya
3HAYEHUN HAyYHO-CIeIIMaIbHOU TEPMUHOIOTHH ).

CTunucTuyeckue  XapakTEpUCTHKM  TekcTta  paboTel  (coOironeHue
(GyHKIMOHATBHBIX HOPM HAYyYHOT'O COOOIIEHNS).

3akmoueHue (pedepar COOTBETCTBYET MNpPEAbIBISEMBIM TpeOOBaHUSM,

YaCTHYHO COOTBCTCTBYCT, HC COOTBCTCTByeT).

[Mpumep: 01.09.2021 An international study on psychological coping during
COVID-19: Towards a meaning-centered coping style | International Journal ...
https://www.elsevier.es/en-revista-international-journal-clinical-health-
psychology-355-articulo-an-international-study-on-psychological-S1697260. ..
1/26



CTpykTypa 3K3aMeHAa 0 HHOCTPAHHOMY SI3BIKY

Kanmunarckuii sk3aMeH M0 HHOCTPAHHOMY SI3BIKY MPOBOJMTCS B JIBa dTara:
Ha nepeomM smane ACIHUPAHT (COMCKATENb) BBIMOIHSIET MUCHBMEHHBIH TEPEBOJ
HAyYHOTO TEKCTA IO CIEeUATLHOCTH Ha s3bIK 00y4ueHus (pedepar). O6beM TekcTa
— 1500 -2000 meyaTHBIX 3HAKOB.

VYcrenrHoe BBINIOJIHEHHE MHUCBMEHHOTO TE€PEBO/Ia  SBIISETCS YCIOBUEM
JIOTyCKa KO BTOpOMY JTamy 5k3ameHa. KadecTBo mepeBofa OILEHUBAETCS IO
3a4eTHON cucteMme. Bmopou sman 3K3aMeHa MPOBOJUTCS YCTHO M BKIIIOYAET B
ce0st TpU 3aJlaHus], YKa3aHHbIC B OMJIETE:

1. Nzyyaromee 4TeHHE OPUTHHAIBLHOTO TEKCTA MO CIeMHaTbHOCTH. O0BheM
800-1000 neuatnbix 3HaKoB. Bpems BeinmomHenus: padbotel — 20-45 munyt. ®opma
MPOBEPKH:  Tepefada  M3BICUECHHOW  WHGOpPMAIMU  OCYIIECTBISETCS  Ha
WHOCTPAHHOM $I3bIKE (TyMaHUTapHbIE CrieuaabHOCTH). [lepeBoa mpoYynuTaHHOTO CO
CJIOBApEM.

2. bermoe  (mpocMOTpPOBOE)  YTEHHWE  OPWUTHHAIBHOTO  TEKCTa IO
cneruanbHocTU. O0BeM — 1500-2000 nevatHbIx 3HAaKOB. TeKCT HAy4YHOM CTaThH,
paccMoTpeHHOH B pedepare. Bpems BeimonHeHus — 5-10 munyT. @opma npoBepku
— mepenaya U3BJICYCHHOW MHGOpPMAIIMM Ha WHOCTPAHHOM S3bIKe (TyMaHHTapHBIC
cnenuanbHoCcTh). [lpumep cmamou npunodxcerue 1.

3. becena ¢ »Kk3ameHaTOpaMM Ha WHOCTPAHHOM S3BIKE TIO BOIPOCAM,

CBSI3aHHBIM CO CITCIIMAIBHOCTBIO U HAYYHOH paboTol acriupaHTa (CoucKaTes).



IIpumep Oustera

1. [IpouunTaiiTe ¥ epeBeUTE MUCbMEHHO C aHTJIIMICKOTO Ha PYCCKUN TEKCT

no crnenuansHocTU co cioBapeM. O6béM — 1000 nmeuaTHpix 3HAaKOB. Bpems Ha

NOAroTOBKY — 30 MUHYT.
2. PebepupoBaHne Ha HHOCTPAHHOM SI3bIKE€ CTaTbd, IOCBSIIEHHOM
po0JeMaTUKE HAyYHOTr0 HcclieqoBanus. BpeMs Ha moaArotoBky — 5 -10 MUHYT.
3. becena ¢ 3K3aMeHaTOpOM Ha MHOCTPAHHOM SA3BIKE IO TEME HAYYHOI'O

HCCICOAOBAaHUAA.

KpuTtepun onieHKu 3K3amMeHna

OueHuBaroTCs aICKBATHOCTD U SKBUBAJICHTHOCTh MEPEBOA TEKCTA, 3HAHUE
Hay4YHO-TIPO(eCCUOHATBHOM TEPMUHOJIOTUN, YMEHHE MPEOI0JIETh JIEKCUYECKHE,
rpaMMaTU4YeCKUe U CTUIIMCTUUECKUE TPYAHOCTH / yMEHUE IPUMEHUTH U
MPOEMOHCTPUPOBATH HABBIKA AHHOTUPOBAHMS U KOMIIPECCUU TEKCTA,
CIIOCOOHOCTH TOHUMAaHUSI HH()OPMAIIMOHHOMN COJIEpKaTEIbHOM U HABBIK Mepeaadu
YCBOEHHOU UH(pOpMAIINK / yMEHUE TIOJTHO U apTyMEHTUPOBAHHO OTBETUTH Ha
BOIIPOCHI 10 TEME JUCCEPTALUOHHOTO UCCIIEAOBAHUS U O HAYYHO-

poheCCHOHAIBHOM TESTEILHOCTH.



[MTPMJIOXXEHME 1

Carole Warshaw and Gabriela A. Zapata-Alma
Introduction: Intimate Partner Violence, Trauma, and Mental Health

Advances in the fields of traumatic stress, child development, genetics, and
neuro- science have generated more complex approaches to understanding the
impact of early experiences on subsequent health, mental health, and life
trajectories as well as the psychobiological impact of adult trauma. These, in turn,
have expanded our understanding of the effects of interpersonal abuse across the
lifespan; issues that research on intimate partner violence (IPV) and mental health
have also begun to reflect (Felitti et al. 1998; De Bellis and Zisk 2014). Although
past approaches failed to appropriately link social context with psychiatric
symptoms and disorders, this evolving body of knowledge, particularly when
grounded in domestic violence (DV) advocacy perspectives, provides a useful
framework for understanding the range of mental health responses experienced by
survivors of IPV (Warshaw and Brashler 2009; Warshaw et al. 2009). DV versus
IPV is used in this chapter when referring to the DV field.

While viewing the effects of IPV through a trauma lens has been
instrumental in shifting clinical paradigms, addressing mental health in the context
of ongoing IPV raises an additional set of concerns. For example, survivors and
advocates have long been aware of the ways mental health issues are used against
survivors of IPV, not only by abusive partners but also by the systems in which
survivors seek help. A study by the National Domestic Violence Hotline (NDVH)
found disturbingly high rates of abuse specifically targeting survivors' mental
health and substance use — tactics known as mental health and substance use
coercion (Warshaw et al. 2014). Survivors reported that their abusive partners said
or did things to make them feel like they were “going crazy”; coerced them into
use; withheld prescription medications; discouraged or sabotaged their treatment

and recovery efforts; threat- ened them with withdrawal as a tactic of control; and



used their mental health or substance use to discredit them with friends, family,
helping professionals, and the courts. Stigma associated with substance use and
mental illness and discriminatory system responses — particularly for survivors
from marginalized communities contributes to the effectiveness of these tactics and
creates additional barriers when survivors try to seek help. Recognizing the role of
mental health and substance coercion and the ability of people who perpetrate IPV
to leverage providers and systems against their partners is critical to addressing the
complex realties that survivors face as they try to end the violence in their lives and
heal from its traumatic effects (Warshaw et al. 2014). Prevalence of IPV and Other
Lifetime Trauma Among People

Accessing Mental Health Services

Although attention to victimization among people receiving mental health
services initially focused on the long-term effects of childhood abuse, rates of
adult victim- ization appear to be equal or higher. Across studies, lifetime IPV
prevalence rates average 30% for outpatient settings, 33% for inpatient settings,
and 60% for psy- chiatric emergency settings. Cross-setting studies have found
current IPV rates of 26% (Oram et al. 2013). In one study, over 70% of women
admitted for a first psychotic episode had experienced at least one type of abuse,
and 42% reported ongoing exposure (Neria et al. 2002). Rates are lower for men
but concerning nonetheless.

IPV and Lifetime Trauma

For many survivors, IPV occurs in the context of other lifetime traumas.
Studies have examined the links between IPV and childhood physical and sexual
abuse, finding that women who are physically or sexually abused as children or
who witness their mothers being abused appear to be at greater risk for
victimization in adolescence and adulthood by both intimate and non-intimate
perpetrators (Desai et al. 2002).

Studies in both clinical and shelter settings have found high rates of

childhood abuse and childhood exposure to IPV among survivors. For people who



have experienced multiple types of victimization, IPV increases the risk of
developing

posttraumatic mental health conditions, including substance use — a
common method of relieving pain and coping with anxiety, depression, and sleep
disruption associ- ated with abuse (Walsh et al. 2015). These conditions, in turn,
may place survivors at risk for further abuse (Warshaw et al. 2009).

Socioeconomic inequities can also expose people to victimization,
compounding their risk for developing trauma-related sequelae. People
experiencing poverty have the highest risk of being victimized throughout their
lives (Goodman et al. 2009; Breiding et al. 2017). Structural inequities, ongoing
legacies of historical trauma, and insidious forms of social and cultural
victimization (e.g., microaggressions) are also associated with a range of
traumatizing effects (Root 1996; Bent-Goodley 2007; Miller et al. 2016; Brockie et
al. 2015). While IPV itself is associated with a range of psychological
consequences, people living in disenfranchised communities face multiple sources
of stress in addition to violence, including discrimination, poorer health status, and
reduced access to critical resources, all of which can increase psychological
distress (Sotero 2006; Myers, H.F. et al. 2015a).

IPV and Psychiatric Disability

While most survivors do not develop psychiatric disabilities, people living
with these conditions are at greater risk of abuse. Poverty, homelessness,
institutionalization, unsafe living conditions, and dependence on caregivers
exacerbate these risks, increa- sing targeting by a range of perpetrators — within
families, on the streets, in insti- tutional/residential settings, and by intimate
partners (Goodman et al. 1995; Warshaw et al. 2009). General population studies
have found higher rates of IPV among people living with psychiatric disabilities
(Khalifeh et al. 2015; Shah et al. 2018). In addition, IPV is often a precipitant to
homelessness (Gilroy et al. 2016), and one study found that a significant majority
of women with psychiatric disabilities experiencing homeless- ness had been

abused by an intimate partner (Ramos et al. 2004).



Although psychiatric crises — including psychotic episodes — are often
precipi- tated by recent trauma, clinicians may misinterpret disclosures of abuse as
delusions, leaving survivors vulnerable to further victimization. At the same time,
abusers may actively try to induce psychotic symptoms by withholding medication,
interfering with healthy routines, or coercing their partner to take drugs. Symptoms
of trauma can be misattributed to psychotic disorders, heightening the potential for
mis- diagnosis and treatment that do not address safety needs.

Mental Health Impact of IPV

Research has consistently found that exposure to abuse is a significant factor
in the development and exacerbation of psychiatric conditions and influences the
course of recovery (Walsh et al. 2015). Both random population studies and studies
conducted in clinical settings indicate that IPV places individuals at significantly
higher risk for depression, anxiety, PSTD, eating disorders, chronic pain, insomnia,
substance use

disorders, suicide attempts, and experiencing greater unmet mental health
needs. Experiencing multiple forms of IPV significantly increases this risk
(Beydoun et al. 2017; Dillon et al. 2013).

Depression and IPV

Depression is a frequent consequence of IPV (Bacchus et al. 2018). Recency
and severity of violence as well as the cumulative burden of trauma, particularly
sexual assault and childhood abuse, contribute to the development and severity of
depres- sion in this context. People who experience IPV have triple the risk for
developing major depressive disorder and nearly double the risk for postpartum
depression (Beydoun et al. 2012). At the same time, cessation of exposure to IPV
and social support are associated with significant reduction in symptoms (Coker et
al. 2002; Warshaw et al. 2009).

Posttraumatic Stress Disorder (PTSD), Complex Trauma, and IPV

Interpersonal violence is associated with higher rates of PTSD than other
types of trauma and is more likely to become chronic and of longer duration. This

is especially true for women who are more than twice as likely as men to develop



chronic PTSD (Breslau et al. 1997). Rates of PTSD among women survivors of
IPV are estimated between 45% and 84% with a weighted mean prevalence across
studies of 61% (Dejonghe et al. 2008). Data also suggest that PTSD risk increases
with the duration and severity of abuse and the number of types of IPV
experienced, including psychological abuse and sexual violence, which carry
independent risks. Lower levels of social support have also been associated with
higher rates of PTSD among women experiencing IPV (Coker et al. 2004). In
addition, survivors fre- quently experience additional layers of stress not captured
by PTSD diagnostic criteria but which nonetheless contribute to symptoms
(Kaysen et al. 2003; Warshaw et al. 2009).

While cross-sectional studies provide a window into symptoms that are
present at a time of crisis, several longitudinal studies have looked at the course of
PTSD among survivors of IPV. One study found that while 42% of women in
shelter met criteria for PTSD, only 14% did so one year later (Mertin and Mohr
2001). As with depression, safety and social support contribute to improvement in
PTSD for some individuals (Johnson and Zlotnick 2012). For others, PTSD
becomes chronic and may benefit from more intensive treatment (Johnson et al.
2011). For individuals who are still at risk, symptoms may be an adaptive response
to ongoing danger and coercive control. For many survivors, the abuse may
continue long after they have left — through stalking, prolonged divorce or
custody hearings, visitation, and retraumatization by legal and/or other systems
(Davies and Lyon 2013).

Although less well studied, survivors of IPV may also experience more
complex posttraumatic responses, particularly if they were abused in childhood, if
the IPV is more prolonged and severe, and/or if they experienced
polyvictimization. Childhood abuse and entrapment in an abusive relationship are
qualitatively different from many other types of trauma. As several authors
describe, they are premeditated, ongoing, and most often perpetrated by someone
whom the person being victimized is attached to and dependent upon (Courtois and

Ford 2016). Collective forms of trauma also involve betrayal of trust, loss of



resources, and disruption of traditional community supports. Complex trauma
approaches take into account the multiple aspects of people's sense of self and
community that can be impacted by trauma — aspects which are also important to
survivors of IPV (Warshaw et al. 2013).

IPV and Suicide

IPV significantly increases suicide risk among adolescents and adults
(Silverman et al. 2001; Devries et al. 2013), with rates of suicidal ideation and
attempts found to be three and four times higher among women who have
experienced IPV (Dillon et al. 2013). In community samples, 23% of women
experiencing IPV reported a past suicide attempt versus 3% without a history of
IPV, and 36.8% of IPV survivors seriously considered suicide (Pico-Alfonso et al.
2006). Likewise, higher rates of IPV have been found among women with suicidal
ideation or attempts. A 2002 study by Thompson et al. reported that African
American women who attempted suicide were

2.5 times more likely to have experienced physical abuse and 2.8 times more
likely to have experienced emotional abuse by an intimate partner than
demographically similar women who had not been abused. In another study, over
90% of women hospitalized with suicidal ideation reported current and severe IPV
(Heru et al. 2006)

Mental Health Treatment in the Context of IPV

Mental health care for survivors of IPV involves a combination of specific
interven- tions related to safety, confidentiality, access to resources, and treatment
for the range of symptoms associated with abuse. While important strides have
been made in trauma treatment, research specifically addressing treatment for
survivors of IPV remains limited. Over the past 40 years, however, treatment
recommendations have evolved into consensus models of care that can be
integrated into appropriate evidence-based and/or emerging multi-dimensional

treatment approaches (Warshaw and Brashler 2009).



Preparing to Address IPV

Integral steps in preparing to address IPV include becoming knowledgeable
about the dynamics of abuse; adopting a culturally responsive, trauma-informed
approach (Warshaw et al. 2018a); centering survivors' self-defined goals and
concerns; devel- oping relationships with local DV experts; and attending to safety
and confidentiality. Incorporating an Accessible, Culturally Responsive,
IPV/Trauma- Informed Approach

Specific elements of welcoming practice environments include: displaying
materials that reflect the range of cultures and communities being served, ensuring
full accessibility (language, sensory, cognitive, mobility, etc.), proactively creating
a diverse and representative workforce, and working in collaboration with commu-
nity-based groups to ensure that services reflect self-defined community needs.
Poli- cies and practices that support clinicians' efforts to address complex issues;
that provide adequate supervision and peer support; and that allow for the
provision of more time-intensive treatment modalities, resource advocacy, and
cross-sector collab- oration are also key (Warshaw et al. 2018a).

Culture influences how individuals experience and describe symptoms, the
com- plexity of stressors they may encounter, strategies for seeking help, coping
styles, and sources of social support (Satcher 2001). Culturally responsive
approaches include welcoming survivors' experiences of culture as they define it
and creating opportunities to discuss how culture influences their perceptions of
abuse, access to services, response to interventions, perspectives on staying with an
abusive partner, the constraints they may face in leaving, and sources of meaning
and support (Warshaw et al. 2013).

An IPV/trauma-informed approach recognizes how a survivor's individual
and collective history as well as threats to current safety can affect their symptoms
and presentations, their experience of clinical relationships, and their responses to
treatment, while also taking a de-pathologizing stance that focuses on resilience
and strengths. Symptoms are understood as adaptive responses to intolerable expe-

riences and/or a realistic response to ongoing danger. For example, observations of



hyperarousal or hypervigilance may be necessary survival responses to ongoing
threats. Holding an empathic understanding of coping strategies that survivors
experience as shameful can also reduce the likelihood of responding in ways that
are damaging to the therapeutic alliance, which is central to the process of healing.
Self-awareness, consultation, and peer support are all features of this approach,
enhancing the prospect for therapeutic success by addressing the impact of this
work on providers (Warshaw and Brashler 2009).

Incorporating a DV-Advocacy Approach in Clinical Services

Consistent with recovery-oriented approaches, IPV-informed treatment is
rooted within a DV-advocacy framework that centers survivors as the experts on
their own lives. This includes facilitating (rather than directing) change by helping
survivors to become aware of their options and gain access to resources while
supporting their decision-making. While motivational approaches can help individ-
uals to address symptoms arising from behavioral health conditions,
empowerment- based approaches that support survivors' decisions and choices are
better suited to the context of IPV. Helping a survivor to understand the roots of
his or her current feelings, symptoms, and situations, or working on changing
cognitions and behav- iors they feel are getting in their way can be helpful in the
right context. These same approaches can be harmful when they are misapplied,
particularly in the context of ongoing IPV. The influence of earlier abusive
relationships on survivors' abilities to find safe and mutually respectful
relationships as adults is better addressed when they are no longer under siege by
an abusive partner. Timing and sensitivity are critical so as not to increase self-
blame (Warshaw and Brashler 2009).

Attending to Privacy and Confidentiality

While assessment is often considered the first phase of treatment, disclosure
of abuse can pose risks to survivors. People who perpetrate IPV are skilled at
manipulating the systems their partners turn to for help, so all clinical and
documentation procedures should be considered through the lens of safety to guard

against practices that increase survivors' risk. Strengthening confidentiality



practices and communicating the limits of confidentiality are necessary for
survivors' safety. How information is collected, stored, used, and reported for
billing purposes, as well as how records can be accessed and by whom, are
important to clarify as a part of informed consent to treatment. Given the risks
survivors face in disclosing IPV, it is important to provide access to information
and resources without requiring self-disclosure (Warshaw and Tinnon 2018).

Because disclosure carries the risk of retaliatory violence, asking about IPV
requires that measures be taken to maintain privacy and confidentiality. Consensus
guidelines are clear with regard to not asking about abuse in the presence of
someone who may be abusive or in the presence of another person they have not
privately identified as safe (Warshaw and Brashler 2009). In addition, questions
should not be asked during a couple's therapy session in the presence of a person
providing collateral information (even if an individual is unable to speak for
themselves at the time) or in mailed or online forms. Because people who
perpetrate IPV often resist being separated from their partners, strategies for safely
separating individuals from accompanying parties prior to inquiry about abuse
should be developed in advance. At the same time, a person's desire to have their
support person present must be respected. If the person declines being interviewed
individually, then questions about potential abuse should not be raised at that time.
If an individual calls on the phone, establish whether or not it is safe for them to
discuss these issues using yes/no questions before inquiring about abuse (Warshaw
et al. 2018b).

Attending to Physical and Emotional Safety

Safety is paramount for all survivors of abuse. This means considering
physical and emotional safety within the treatment setting, as well as when
travelling to and from the site.

Survivors consistently report that the quality of the clinical interaction
impacts how they respond to questions about abuse. The experience of being
treated with respect can be therapeutic in itself. Clinical interactions can provide an

opportunity for survivors to experience others as trustworthy and safe, to counter



abuse-related dynamics they may have internalized, and to regain a sense of
connection with themselves and others. Establishing trust may be part of a much
longer therapeutic process, particularly for those whose trust has been continually
betrayed (Courtois and Ford 2016). Clinicians can cultivate emotional safety by
communicating in ways

that help to destigmatize symptoms, normalize responses to abuse, and offer
infor- mation, choices, and hope. The power imbalances inherent to clinical
interactions require conscious attention. Survivors are particularly attuned to
relational dynam- ics. This is of particular concern for clinicians who use directive
treatment modalities or work in settings that require adherence to a specific
treatment plan. Reflective supervision is essential for supporting collaborative
clinical care.

Intake and Assessment

Routine Inquiry and Assessment

Because presentations of IPV vary, inquiring only when abuse is suspected
will result in missing significant numbers of individuals who are at risk. Many
survivors are still in danger at the time they seek help. Assessing ongoing safety
and risk for harm is essential when working with survivors and should be
incorporated into initial and ongoing assessment. Resources on danger assessment
and safety planning can be found at www.dangerassessment.org and Davies and
Lyon (2013).

Numerous studies have demonstrated that the manner in which clinicians ask
about abuse and how clinicians respond to disclosure impact a person's level of
comfort in discussing these issues (Feder et al. 2006). While it is critical to
establish privacy before inquiring about current IPV, being alone in a room with
the provider may act as a trauma reminder, particularly for a person who
experienced abuse by someone in a caregiving role. Hearing “what goes on
between us will not leave the room,” may be frightening, rather than reassuring, to
someone who was sexually abused as a child (Harris and Fallot 2001). For others,

routine history taking may feel like an interrogation. Discussing these issues at the


http://www.dangerassessment.org/

outset and providing options for how to proceed can help to mitigate some of these

concerns.

Incorporating Awareness of IPV and Mental Health Coercion into
Assessments

There are many ways to integrate conversations about IPV into assessment
processes that communicate to individuals that this is a common experience, that
they will not be judged, and that there are resources available that can help.
Framing questions can provide information about IPV even when a person chooses
not to disclose at the time. Descriptive questions about specific forms of abuse that
avoid the use of labels help people to recognize abuse patterns, rather than putting
them in a position of trying to decipher whether their partner's behavior qualifies as
“abusive.” For any person in imminent danger, safety concerns need to be attended
to along with facilitating access to a DV-hotline or program, where survivors can
be connected with supports that help increase safety. Because mental health
coercion is insidious and pervasive, these questions can be used to specifically
address this kind of abuse.

It is important to assess the pattern of abuse and the level of control their
abusive partner has over their lives. Working together to identify patterns related to
the degree of control, isolation, and fear, as well as identifiable signs of impending

violence, can elucidate the ongoing nature of the abuse both for the clinician
and survivor. That said, providers will need to pace these conversations and allow
them to organically unfold over time as a trusting therapeutic relationship is
developed.

Previous Trauma History

The timing of questions about abuse experiences should be geared toward an
individual's ability to respond without being overwhelmed, particularly if they are
currently experiencing a crisis. While inquiry about trauma is an integral aspect of
a comprehensive assessment, it may be more effective to ask a general question

during the initial assessment process, such as “Are there other painful or



frightening experiences that you think may be related to how you are feeling
now?” While some people may seek treatment for symptoms explicitly related to a
particular traumatic experience, not everyone will link their current distress to such
events. A less invasive way of addressing trauma during an initial assessment is to
ask individuals about potential symptoms (such as flashbacks or nightmares) which
can be addressed in treatment planning, rather than directly asking about previous
traumatic events. Because conducting a trauma history can be retraumatizing,
informing individuals of what will be asked and why, checking to see if they are
comfortable proceeding, attending to signs of trauma activation, and ensuring that
they have someone to talk with should the need arise, are critical (Warshaw and
Brashler 2009).

Coping and Survival Strategies

A key component of empowerment-based interventions involves discussing
a sur- vivor's abilities and skills, as well as sources of strength and support.
Providers can help survivors identify the strengths they use to survive and resist
abuse and reframe

perceived weaknesses as survival strategies. A strengths-based assessment
provides a more holistic understanding of the individual and provides an
opportunity to recognize their beliefs, hopes for creating a better life, and
persistence in the face of uncertainty and fear (Warshaw and Brashler 2009).

Incorporating 1PV-Specific Interventions into Mental Health Practice

Offering Information

Sharing information about the dynamics of abuse and available resources
can help decrease isolation, shame, and psychological entrapment while offering a
sense of hope and connection. Information about trauma and the impact of abuse
can help survivors gain perspective on their own responses and address
internalized stigma, which, in turn, facilitates the development of coping skills.
Noncoercive information sharing entails asking permission before providing
information, as well as making written materials available for individuals to access

without self- disclosure. When offering written materials, help individuals consider



whether it is safe to keep them. Some may need assistance erasing their digital
footprint or using devices other than their own when accessing digital materials
(NNEDV 2011).

Addressing Mental Health Coercion

Since many abusive tactics are directed at sabotaging treatment engagement
and recovery, clinicians need to be able to counteract these tactics as part of
treatment. Approaches that dispel stigma are crucial to neutralizing an abusive
partner's use of stigma to demean, control, and isolate their partner. In practice,
flexibility with rescheduling, strategizing around safer appointment times,
considering alternate modes of engagement (e.g., telehealth), and support with
maintaining control of prescriptions, are critical to safety when a person's efforts to
engage in treatment are being sabotaged or could increase their risk of being
stalked (Warshaw and Tinnon 2018).

Trauma Treatment in the Context of IPV

While there are numerous interventions designed to support recovery from
interper- sonal trauma, most are designed to address past trauma. Responding to
trauma in the context of IPV raises an additional set of concerns, particularly when
survivors are still at risk. In addition, mental health coercion can limit realistic
treatment options (Warshaw et al. 2013).

Although rigorously evaluated treatments designed specifically for survivors
of IPV are still limited, there are a number of evidence-based interventions that
have shown efficacy in reducing depression and PTSD among survivors. Similar to
the trauma treatment literature in general (Bisson et al. 2013), treatment modalities
empirically tested with survivors of IPV have largely drawn on traditional
cognitive behavioral therapy, prolonged exposure therapy, and interpersonal
therapy, in addi- tion to a handful of studies of mind-body practices, dialectical
behavioral therapy, eye movement desensitization and reprocessing, and
interventions designed to support parents of children exposed to IPV. Outcomes
are significantly enhanced when interventions are: specifically adapted for IPV,

delivered individually, and treatment length is longer (Arroyo et al. 2017). Few



interventions, however, are designed for survivors from culturally specific
communities (Warshaw et al. 2013) or address, “the complexity of responding to
IPV in real-world settings” (Arroyo et al. 2017; Hackett et al. 2015).

This raises the question of what kinds of adaptations would make the most
difference, and what are the real-world complexities that are important to factor
into effective trauma treatment. A number of key elements have been identified as
important to survivors, including attention to: (1) ongoing risk and coercive control
as well as specific barriers survivors face; (2) the cumulative effects of trauma
across the lifespan, including collective trauma; and (3) culturally specific values,
priorities, and concerns (Warshaw et al. 2013).

Ongoing risk and coercive control.

For a number of interventions, this includes identifying risks to safety,
establishing safety self-care and protections, and conducting safety check-ins, as
well as providing financial and legal supports (Johnson et al. 2011; Sullivan and
Bybee 1999; Hansen et al. 2014; Dutton et al. 2013). Some include modules on
specific issues identified by survivors as important to their recovery, such as
strategies for handling future contact with an abusive partner (often related to joint
or contested custody) and strategies for preventing future abuse (Kubany et al.
2004). None specifically addresses the more complex risks survivors face (e.g.,
housing and economic insecurity, legal issues, etc.) aspects that DV advocates are
generally more equipped to take on (Harb et al. 2018).

Cultural considerations.

Ensuring access to interventions that are culturally meaningful is another
key treatment priority. Given that identities are often multi- layered, “culture” has
different meanings and resonates in different ways for indi- viduals across time.
For some, trauma reminders may be embedded in cultural experiences. For others,
culturally specific approaches may be more transformative, particularly when a
person's own sense of well-being is integrally tied to the well- being of their family

and community (Packard 2016).



Cumulative trauma.

While many survivors have experienced multiple types of trauma, only a
few IPV-specific interventions directly address these issues. Complex trauma
treatment approaches address an array of trauma effects and offer more nuanced
approaches to healing, with more meaningful outcomes. Originally designed for
survivors of childhood abuse and neglect, they appear to be helpful to IPV
survivors as well, particularly those whose experiences of abuse have been more
prolonged and severe. Complex trauma models attend to many of the domains that
can be affected by interpersonal trauma, although they generally do not address
IPV-specific concerns. However, there are now several IPV-specific interventions
that have incorporated a phase-based complex trauma approach (Hansen et al.
2014; Johnson et al. 2011) or modifications thereof (Covington et al. 2008). Two
interventions that have been successfully used with adult survivors of childhood
trauma have also been adapted for survivors of IPV: Seeking Safety (Myers et al.
2015a) and DBT (lverson et al. 2009). Both emphasize safety and stability as a
first step accompanied by the development of skills. Given that establishing safety
and stability are so critical for IPV survivors, these approaches may be particularly
applicable for survivors who are still at risk.

All of this speaks of the importance of safety prior to engaging in more
intensive trauma work. At the same time, for some survivors, it is the trauma-
focused work that makes it possible to establish safety and stability. Studies are
still needed to understand the range of factors that contribute to healing, their
optimal sequencing, how they can be adapted to meet individual circumstances, as
well as whether there are differences in treatment effectiveness for survivors who
have experienced other types of trauma, including collective trauma. A number of
communities have mobilized to address the intersecting issues of IPV and ongoing
legacies of historical trauma and structural violence (Warshaw et al. 2013). Under
these circumstances, healing is often inextricably linked with transformative justice
and the knowledge that creating safety, stability, and healing is not just the

responsibility of individual survivors.



Parenting Support and Child Well-Being

People who perpetrate IPV often actively try to undermine their partners'
relation- ships with their children, creating risks for children's development and
their physical and mental health. While exposure to IPV can impact children's
well-being and increase the risk for child welfare involvement, research
consistently shows that attachment to the non-abusive primary caregiver is most
protective of children's resilience and development. Research has also shown that
prevention and early intervention efforts are effective in reducing child abuse and
IPV. Clinicians can support parenting by affirming and documenting survivors'
efforts to safeguard their children, as well as employing interventions that support
parent-child attachment (Lieberman et al. 2005).

Collaborating with the DV Field

The DV field is an important resource in a survivor's overall strategy for
accessing safety and support. DV advocates are well positioned and experienced in
linking to safety resources, including shelter, legal protections, and ways to be
safer if survivors remain at home. Advocates routinely support survivors who need
to interface with complex systems, including child protective services, public aid,
immigration reme- dies, and legal systems. Developing working relationships with
DV programs can also support clinicians and increase the likelihood that survivors
will receive the range of services they need. Not all DV programs have the
resources to shelter individuals with more acute mental health symptoms.
However, working closely with a mental health provider can make a difference in
the extent to which shelters are able to serve survivors who are experiencing
mental health needs (Phillips et al. 2020).

Safety Planning and Crisis Response

Safety Planning

Most clinicians are already familiar with helping individuals to develop
strategies for keeping themselves safe at times when symptoms present increased
risks; a person who is being targeted by an intimate partner can also benefit from

having someone to work with in analyzing their situation, identifying risks, and



thinking through specific strategies to increase their safety. Safety planning
strategies are based on the consensus experiences of survivors and advocates with
more than 30 years. Research on this issue is limited, but there have been some
randomized controlled trials indicating positive effects (Sullivan 2017).

While DV advocates are important resources for safety planning, clinicians
can support survivors by helping to assess danger, discuss options, and access DV
resources. If a survivor is in immediate danger, DV hotlines are accessible 24/7
and can assist with safety planning.

Safety planning is an ongoing process that responds to changing
circumstances. While having a written plan may be useful for a given survivor,
clinical documen- tation should be more circumspect (e.g., “Strategies for
increasing safety were discussed... client will continue to weigh the risks and
benefits over time.”). Written safety plans should not be incorporated into formal
treatment plans or placed in a clinical record since these can be used against
survivors (Warshaw and Brashler 2009).

For survivors who are living with a disabling psychiatric condition, there are
a number of additional dimensions to consider. Safety planning may need to
address safety from members of their social network as well as by a partner. In
addition to addressing physical, emotional, and sexual safety, it should attend to
potential mental health coercion, including guardianship and advance directives.
Plans need to be developed based on the individual's cognitive strengths, while
taking into account what strategies and language will remain clear during a crisis.
Examples include: using simpler, more concrete language; using teach-back
methods to check that the provider is using understandable language; helping them
to recognize early signs of dissociation and identifying strategies they can use to
bring themselves back; or helping people develop ways to self-soothe if anxiety is
making them difficult to concentrate (Harris and Fallot 2001).

Psychiatric Advance Directives

A psychiatric advance directive (PAD) is a tool that can be utilized in

conjunction with safety planning so that survivors can designate whom they do and



do not want to be informed about and/or involved in their treatment, and who they
want named as the attorney-in-fact to make decisions on their behalf if they are
unable to do so. PADs also delineate treatment modalities that are or are not
acceptable to them if they are ever in a position where they are unable to make
these decisions for themselves. As a part of safety planning, it is important to find
out if a survivor already has a PAD and if so, who is the designated attorney-in-
fact and what their relationship is to the abusive party.

While mental health crisis assessment involves determining whether an
individ- ual poses a danger to themselves or others, crisis evaluation should also
assess whether a person is in danger from others. If a person states they are in
imminent danger from another person, addressing immediate safety needs takes
precedence. Asking questions that can be answered with a “yes” or “no” may be
safer in situations when the person is communicating via phone and it is unclear
whether they are alone and can safely discuss their situation.

Suicide Risk

Given the relationship between IPV and suicidality, clinicians need to apply
aware- ness of IPV to interventions in suicidality. For example, from a suicide
crisis line perspective, asking if the caller is alone and then discovering that
someone is there with them may come as a relief. However, from an IPV
perspective, the person who is with them might be an abusive partner or family
member who may, in fact, be contributing to the crisis and making the caller less
safe. Similarly, a third-party caller may seem genuinely concerned about their
partner's suicidality, requesting advice about what to say as well as information
about how to access inpatient psychiatric services. While this level of concern and
support can be both reassuring and helpful in marshaling a plan for safety and
support, from an IPV perspective, however, the caller might be an abuser who is
trying to have their partner committed as a tactic of intimidation and control and/or
to undermine their partner's ability to retain custody of their children (Warshaw et
al. 2018b). Recognizing how IPV can play out in a suicide crisis provides

additional perspectives for listening and responding to individuals who are dealing



with both suicidality and IPV. When assessing plans and means for attempting
suicide, it is important to consider what medications may have been prescribed to
the survivor given that survivors experi- ence higher rates of chronic pain and are
more likely to be prescribed opioid analgesics and other psychotropic medications,
which in turn may contribute to overdose risk and suicide (Oguendo and Volkow
2018; Balousek et al. 2007).

Homicidality

Homicidal ideation also warrants emergency psychiatric evaluation. Actual
homi- cide attempts by survivors against an abusive partner are not common. In the
majority of cases, survivors who Kill their partners have been severely abused for
long periods of time, feel that they are in imminent danger, and believe they have
no other choice to prevent the murder or serious injury of themselves or their
child(ren). Assessing a survivor's level of risk from their abusive partner and
discussing safer alternatives can help diffuse the immediate danger (Velopulos et
al. 2019). As with a suicide assessment, the clinician assesses whether the survivor
has a plan and access to the means to carry out that plan. When survivors perceive
homicide as their only option for safety, discussing other options available to them
may help the survivor rescind homicidal intent and contract for safety. If the
person does have a plan, “duty to warn” considerations come into play. When the
survivor's intent to harm is a desperate means of self-defense, clinicians must
intervene to protect the survivor as well as the target of their homicidality (i.e.,
their abusive partner). Discussing the possibility of safety measures such as being
transported to out-of-state shelters, relocation, witness protection plans, and
temporary hospitalization can provide alternatives to homicide when it is driven by
the need for protection. In fact, as safer alternatives for survivors have become
more prevalent (i.e., shelter, police/ court services), homicides of male perpetrators
of IPV have decreased.

Best Practices for Clinical Documentation

Documentation practices that protect the individual's confidentiality are

essential, regardless of whether the provider is aware of any history of IPV. Any



information that becomes available to a person who abuses his or her partner can
increase that person's danger, including their location, the fact that they are seeking
treatment, and/or that they disclosed the abuse.

Documentation of IPV and its behavioral health consequences can be of help
if their behavioral health becomes an issue in a legal case, particularly in custody
proceedings, divorce settlements, civil damages, or immigration cases.
Collaborative documentation practices can foster transparency and empowerment.
It is especially important for individuals whose information may be used against
them to be able to access and contribute to their clinical records. Be mindful of
how diagnoses and medications might be used against the survivor. It is important
to document descrip- tions of abusive experiences in a person's own words,
particularly when there is the potential for legal action. Documentation should
reflect how symptoms result from or are exacerbated by the abuse, as well as the
potential for them to subside once the person has access to safety, resources, and
support. Providers should document any attempts by an abusive partner to interfere
with the survivor's treatment, as well as any attempts to influence the provider's
perception of the survivor. Documentation should also describe an individual's
strengths, coping strategies, ability to care for their children, and the efforts they
have made to protect them. Indications of their parenting ability and the
child(ren)’s attachment to their non-abusive parent (e.g., observations of
interactions with their child(ren), discussions that demonstrate their attunement and
concern) should also be clearly documented. Good documentation and informed
consent can help mitigate issues when records are subpoenaed; however, protecting
sensitive information is always critical given ongoing stigma and the risks posed

by an abusive partner (Warshaw and Tinnon 2018).



