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Summary
The article is an overview of the relevance of discourse analysis and pragmatics
for applied linguistics and particularly for second and foreign language education. It
also looks at the influence of these two disciplines on materials design and teaching
philosophy.

TEN KEYS TO IMPROVING DOCTOR-PATIENT COMMUNICATION

Cerny M.
University of Ostrava (Czech Republic)

Introduction

Looking back to the initial and preparatory stages of myresearch on doctor—
patient communicatiorClerny 2012], it would be right to say that | was bold to choose
a research subject of such broad scope. The plan that | devised was to examine
communication between doctors and patients during English medical consultations. The
first main objective of the study was to explore to what degree the present-day style of
doctor—patient communication reflects on-going social transformations; in this way |
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planned either to confirm or (rather) challenge fimelings arrived at in previous
decades. Secondly, | aimed at making an attempkamine discourse strategies that
are capable of conveying empathy and trust betweerparticipants of the medical
encounter; in my opinion these two notions form #pringboard for the desired
improvement of doctor—patient interaction. Thirdijhoped to write a text that would
meet both scholarly requirements and, at the sanmee the requirements for its future
application in medical education and practice.

For the purposes of my analysis, in order to adjnstresearch data and the
methodological approach to the research aims,itldddo take advantage of the spoken
section of the British National Corpus, which im#s 115 annotated medical
interviews. Out of this data, | selected 50 mediotdractions, with the total extent of
text amounting to 34,376 word items. All of thesintiews selected were dyads andwere
instances of general practice consultations, whijelve me access to the most
representative type of medical discourse. Havingygared and contrasted the most
dominant methods of research into doctor—patienteraction (namely the
sociolinguistic approach and the medical approatl@dopted a combination of the
qualitative aspects of the former approach (reptesdy ethnomethodological
conversation analysis and discourse analysis) thghquantitative perspective of the
latter (supported by the calculation of the F-tastl the Pearson correlation). The
interdisciplinary character of the investigation swsupported by anthropologically-
oriented field work in the surgery of one Czecheagahpractitioner.

The study was divided into two main parts: theosdti(Chapters 2—-6) and
practical (Chapters 7-11). Chapter 2 introducedgieral practice consultation as a
discourse type sui generis. Chapter 3 providedvanveew of the significance of corpus
linguistics for the analysis of medical interviewShapter 4 outlined the role of
conversation analysis and its related disciplit@sapter 5 described the selection of
topics central to D—P communication investigatiShapter 6 defined empathy and trust
as key concepts in D-P interaction. Chapter dded on questioning and responding
practices of doctors and patients. Chapter 8 exa@unthe sequential organization of
speech acts. Chapter 9 revisited the use of imgeons and overlaps. Chapter 10
investigated medical and social topics. Finally,apter 11 explored the positive
politeness strategies manifested by the interlgsutds part of the study, to strengthen
the illustrational potential of the findings pretsh | cited 155 examples of authentic
language material, plus 18 charts including a war@ information related to the
research topic, 10 tables offering a distributioaahlysis with respect to dialogue
interactants, dialogue sections and selected Jasahnd 20 figures showing relative
distributions within the category of either doctorgatients.

The summary of the research findings that | am atmpresent below consists of
four parts. First of all, | will draw a brief compson between the findings arrived at in
the past and more recent findings of my own. Secbnauld like to draw attention to
more elaborate quantitative viewpoints on the ithgtrons of particular variables under
scrutiny. Then, | will offer results of the quatitee interpretation. The final part will be
devoted to practical implications of the researatcomes. Hopefully my conclusions,
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though largely limited by the character of the sild material, methods, and my
gualification, will be of interest to anybody inveld in doctor—patient communication
and/or its research.

2. Discourse of Medicine Revisited

Most generally, the findings demonstrate that thditional model of the doctor—
patient relationship, being of distinctively asynmneal character, has shifted in favor
of the patient. It is difficult to assert unequiatlg what lies behind such a profound
social change, but both the literature cited aredlimguage data investigated suggest
that the weakening of hierarchies and the rededmivf roles within medical consulting
Is, on the one hand, due to recent technical inmmv& (e.g. the internet) which enable
patients to access desired medical informationowithhe assistance of the doctor, and
on the other hand, due to a more patient-centepptdoach on the part of doctors.
Naturally, both points of explanation are closaiyerrelated. At the discourse and
pragmatic levels, they are manifested by a vanétommunicative practices.

As far as questioning and responding practices carecerned, my findings
indicate that there still is an unequal distribatiof questions between dialogue
participants, with the greater number of elicitaionitiated by the doctor. However, the
disparity in the number of questions posed by decémd patients is not as great as it
used to be. Patients initiate questions and thesodeery frequently. Unlike in previous
decades, when the proportion of patient-initiatedsions was marginal, in my samples
patients are very active questioners. Besidesematiuse exactly the same question
types as doctors do. Moreover, doctors answer ignsstnitiated by patients. If no
answer is given, it is owing to specific circumstas (e.g. a phone call).

Regarding the organization of other speech acth, fimilarities and differences
can be seen. As is evident from the distributiospeech act types, doctors speak more
than patients. Furthermore, the analysis has shbainalthough both interactants use
all the speech act categories, certain speechaaetféar more frequently initiated by
doctors (directives, reactives) and other by pé&iefexpressives). This unequal
distribution of speech acts can be explained bydiksimilar social roles that doctors
and patients play in the medical encounter anceidls as one of the conventional (i.e.
asymmetrical) features of the doctor—patient retedthip. The inequality of some verbal
practices of doctors and patients is further sugpoby the use of the three-part
structural unit of doctor—patient interacti@onsisting of the doctor’'s question, the
patient’s response, and the doctor’s reactive, wianables the doctor to claim his
power over the patient and thus maintain contrer akie interaction.

As for interruptions and overlaps, it has been atagk that there is a tendency
towards a more balanced nature of doctor—patidrtviiewing. Interestingly enough,
both interactants are active ‘intruders’ into tae tof the other, with slight numerical
dominance on the part of the doctor. Doctors a$ agepatients interrupt throughout the
medical consultation, and it is also evident thatther doctors nor patients limit
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themselves in the use of any type of interruptmefly said, overlapping speech is a
common interactional pattern.

Moving to the organization of topicality in medicabnsulting, it needs to be
remembered that often it is not clear whether thepgse of topic initiation is
medically- or socially-oriented. However, takingtanaccount several criteria, the
examination has yielded the following results. Etpdly, medically dominant topics
prevail on the part of the doctor, while sociallyninant topics prevail on the part of
the patient. It should, however, be added that f{ais first sight) asymmetrical
distribution is not necessarily related to the asytrical character of the doctor—patient
relationship. Topic transition activities give esmte that doctors prefer to use
reciprocal topic shifts, which are capable of comvg power equality. Patients
challenge the asymmetry by providing competentraedically relevant contributions,
even within doctor-initiated medical frames; thegs to be much more educated than
in previous decades.

Though previous investigations into the phenomenbringuistic politeness
manifested during the medical encounter were eNague or rather fragmented, my
analysis has at least contested the opinion thktepess forms are almost entirely
absent from the speaking practices of doctors sAsvious from the data presented in
this study, doctors (and patients as well) emplojtgness strategies quite frequently,
throughout the medical interview, and of all sedectypes. Importantly in relation to
my research aims, it is not only negative politengiich is used by doctors, but also its
positive counterpart.

3. Statistical Distributions and Relationships

Having outlined the most general findings arrivedwaing my search for a more
current picture of doctor—patient interaction, teé now continue these concluding
remarks with information concerning the quantitatiperspective of the analysis.
Without going into details that are presented witihie individual chapters, | will stress
especially the changes along the symmetry—asymnuenginuum (or the patient-
centered vs. doctor-centered, equal vs. dominamireaum). In this respect, | want to
emphasize the delimitation of dominance by Lind€l90]. In his view, there are four
principal types of conversational dominance: (iqwfitative dominance (the number of
words); (i) interactive dominance (e.g. the dimiition of initiatives and responses);
(i) semantic dominance (e.g. who chooses topiasll (iv) strategic dominance (who
initiates the strategically most important conttibns).

Starting with the classification of questions, st interesting to see that the
distributional order of patient-initiated categarieof questions (1. information,
2. confirmation, 3. clarification, 4. agreement, EBEepetition, 6. commitment)
corresponds, more or less, to the distributiondeoiof doctor-initiated categories of
questions (1. information, 2. confirmation, 3. tlaation, 4. commitment,
5. agreement, 6. repetition). If the classificatimsed on tenor by Urbanova [2003] is
taken into consideration, the data show that th® maf patient-initiated questions

233



representing asymmetrical-symmetrical relations%47030%) is approximately the

same as the ratio calculated for doctors (74% :)26%e quantitative analysis has
further revealed that unlike doctors, who are namtve ‘investigators’ during the first

part of the consultation (during the informatiorttgaing phase), patients make their
contributions towards the end of the consultatidarifg the section of diagnosis and
treatment).

As regards the distribution of other speech abis,nhost numerous group is the
category of statements, while the least numeroospgis the category of commissives.
Importantly, whereas statements are distributedutjinout the consultation, with a
slight predominance towards its end, commissiv&e falace exclusively during the
treatment phase, regardless of whether they ar¢ordoor patient-initiated. Also
patients’ reactives have prevalence in the seadiotreatment. By contrast, patient-
initiated expressives (the second most numerouenpanitiated speech act type)
prevail during the information-gathering phase, mofien during the section of
physical examination. In terms of directives, destosually employ directives in their
direct form, while patients in the indirect form.

Turning to interruptions, the quantity data showattthe symmetry-oriented
interruptions posed by doctors (i.e. neutral intetions and those expressing relational
rapport) prevail over the asymmetry-oriented intptions (i.e. competitive and power
interruptions) by 80% : 20%. Interestingly, exadtlg same distribution — based on the
functional classification system suggested by Gelglg1990] — can be found in the
proportion of interruptions employed by patientgaa 80% : 20%). Even more
surprisingly, the numerical order of patient-ingid interruptions from the most
numerous category to the least numerous categboyvithe same numerical order as
that calculated for doctor-initiated interruptiofls rapport, 2. competitive, 3. neutral,
4. power). This suggests that the claim about napdions correlating with the
asymmetry in the distribution of speech during miedical interview cannot be taken
for granted. As is obvious, interrupting does netessarily relate to asymmetry;
instead, it can be viewed as a symmetrical featfitiee doctor—patient relationship.

As was mentioned above, the quantity data for tis&iloution of doctor- and
patient-initiated topics were not as surprisinghesdata for the other variables. Doctors
are more productive when initiating medically doamhtopics, while patients are more
productive for other topics. To put it differentlglpctors frame the conversation in
medical terms, whereas patients do so in more Istenians. Nevertheless, there are
instances when patients talk within medical franseg] even initiate medical topics.
Moreover, contrary to what was suggested in previdecades, the analysis indicates
that patients are given opportunities to introdiogecs that are of interest to them, and
even to expand on topics selected by doctors.

With respect to the distribution of positive patiess strategies, it can be said that
both participants prefer the strategies involvietpiming common ground between
speakers and hearers’ to the strategies invohangpgeration of S & H' and ‘fulfilling
H's wants’. The explanation appears to be closagnected with the number of
substrategies embraced by each category and vatlditlogue phases in which it is
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natural for the particular strategy to be used.tlfes former category comprises more
than half of the total number of the substrategmslved [8 out of 15 — here | am

referring to Brown&Levinson 1987], it could be puesed that it is this variability that

supports the language choices. However, it mushdimed that unlike the latter two

strategies, which occur almost exclusively in tteatment section, ‘claiming common
ground between speakers and hearers’ is distrilitedghout the interview.

Returning to Linnel’'s types of dominance and takimg account what has been
said so far, | believe that my findings allow mecmnclude the following. It is the
doctor who seizes more dominance over the meditaiview. He is more dominant as
far as verbosity, the interaction process, togigaland strategic advances are
concerned. In this way, he achieves the main pespo$ the medical encounter, that
being to examine, to diagnose, and to cure theemiatHowever, it is clear that these
inequivalences or asymmetries tend to be levelédaod compared to the situation that
existed just twenty years ago, the present-day caedinvironment is much more
balanced. How both the doctor and the patient dmrie to the atmosphere of equality
will be summarized in the next section.

4. Results of the Qualitative Interpretation

Starting with the category of doctor-initiated qumss, it seems that medical
practitioners are beginning to realize the advasgagf open-ended questioning. This
strategy enables them to pursue more effectivernmdton-gathering, and gives the
patient an opportunity to recount what she considerbe important with few or no
restrictions on the part of the doctor. Open-engeistions further function as potent
devices leading to more subtle communicative sirese First of all, they enable the
doctor to support the narration of the patient'slic@ story. The doctor may also pose
open-ended elicitations which are not directly tetlato the patient’s health but target
the talk towards social issues. Also close-endegkiipns are capable of conveying
strategies centered on the empathic relationship thie patient. In this way, doctors
can involve patients in the decision-making procedsch is viewed as an instance of
patient-centeredness, resulting in a more equatioeship between doctors and
patients. What is more, the analysis has showndbetors strengthen empathic ties
with their patients by employing questions thatonporate patients’ ideas — so-called
circular questions.

In order to discern patients’ share in the succéssigination of an ambience of
equality, empathy and trust in the consulting roara, have to take into consideration
the way in which patients respond to their doc{oasher than the way in which they
ask questions, as is the case with doctors’ riteethis respect, there appear to be two
relevant discourse strategies worth mentioningtlyirthe doctor can trust his patient if
he knows that his talk is being monitored by hexcdadly, if he finds out that that she
complies with his treatment suggestions and ad¥isemy investigation has shown, the
first discourse strategy is dependent on the nurabbackchannel signals initiated by
the patient; these vocal indications inform thetdothat the patient is attentive to what
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is being talked about, and thus she is more likelyinder-stand the message. The
second strategy can be recognized only in the viellp visit; here, the patient’s
compliance is expressed and confirmed via relewaat trustworthy answers. Both
strategies enhance doctor—patient interaction anttibute to more positive outcomes.

Proceeding now to the domain of other speech ti@gesearch results show that
the most numerous speech act type is that of stemtsm The main function of
statements employed by doctors is obviously thatirdbrming patients. The
information-giving of doctors gives preference te presentational rather than its
persuasional form. In addition, the informationiggr frequently uses interpreting and
clarifying techniques and is provided via accesstblminology. Evidently, doctors are
attentive to patients’ needs and worries, and tidp patients better understand their
health problems and the benefit of the proposeatrtrent. All this is often performed
by doctors in a soft, cooperative and reflectivenn@&, in joint production with their
clients. The close affiliation with both the ratadrand emotional world of patients is
also created by other speech act types. Doctoated directives are organized in such
a way that they either strengthen patient-cent&sslor their imposing character is
sometimes mitigated by the utilization of their inedt variants. Expressives
communicate emotional reciprocity and entail shiftsa more colloquial style of
doctor—patient interaction.

As regards patient-initiated speech acts (apam fjaestions and answers), there
IS one important strategy that is capable of comgeempathy and trust — so-called
health-related storytelling. To put it differentiyne data show that patients are able to
give their personal perspectives on the medicablpros, which allows doctors to
gather relevant information for reaching a resgaasdiagnosis. In my view, such
verbal behavior reinforces the confidence thataschave in their patients. In relation
to this, the fact that practitioners grant patidintge to share their stories indicates that
the originally asymmetrical nature of the doctotigrd relationship has indeed been
modified in favor of the latter.

Doctor—patient communication, of course, does netvetbp as a series of
consecutive sequences that have clear-cut bousgarieh more often one can witness
overlapping speech, characterized by frequent rugppdons. Importantly, only a
minority of interruptions are used by doctors i thsymmetrical manner, with the
intent to control the medical consultation. Morequently, interruptions function as
discourse devices expressing either support arapeaation, or eagerness and/or signs
of interest and empathy. Among the most frequentroanicative aims accomplished
by cooperative interruptions are those intendingelicit either repairs of patients’
preceding utterances or repeats for confirmatiowlwdt the patient has suggested. The
communicative intention hidden behind the employntgrempathic interruptions is to
signal high involvement and understanding, andfess positive feedback.

In harmony with their doctors, also patients take advantage of the types of
interruptions that could be labelled as empathipressing cooperation, or acting as
markers of interest, affection, social closenesd,active listenership.
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The organization of topicality within the medicabnsultation suggests that
doctors are quite open as far as the content nafttue interview is concerned. Topic
transition activities further indicate that doctgnefer to activate topic shifts that are
capable of conveying power equality. In additiooctdrs empathize with their patients
by giving them a chance to talk about their perstaglings and perspectives, while at
the same time disclosing their professional expegse from medical practice and
sometimes even broaching more delicate issuesdiegatheir private lives. These
discourse strategies reflect doctors’ empathicnatiient and high involvement in
patients’ treatment situation. In this regard, gras may perceive doctors as more
human in the relationship, and less threateningmiote.

Patients, on the other hand, not only share therai@, non-medical, problems,
but are also active contributors within the medicaines developed by the doctors, or
even sometimes initiate medical topics. They seerbet far more educated than in
previous decades (probably thanks to technical vathens responsible for the
accessibility of medical information). In this redadoctors may perceive patients as
competent partners who are familiar with certaipeass of the health care system, and
are more likely to comply with the treatment aduieeommended.

The qualitative interpretation of doctor-initiatpdsitive politeness has revealed
that by manifesting positive politeness strategilegtors support courteous and tactful
manners, and thus achieve smooth relations witin gagients. More specifically, the
analysis has indicated that doctors frequently sa@ostyle of language that patients are
familiar with; usually they switch from medical ggm to more colloquial expressions.
In other words, they try to build an interactioealvironment in which the delivery of
medical expertise does not conflict with the layspective of their patients. The
positive talk of medical practitioners is furthehanced by the frequent use of laughter,
by showing solidarity and approval, releasing temsidisplaying optimism and
involving a high percentage of communication witbsitive content, giving re-
assurance and offering support, calming patients @omoting trust, initiating safe
topics and using informal address forms. Of coutisese discourse practices do not
occur in isolation; they overlap and combine widicle other.

Also the positive talk of patients involves a ramjaliverse forms. Patients, for
example, ask their doctors quite personal questonserning their family life or the
way they feel. Sometimes they tease doctors, thwwiag friendliness, initiate
humorous atmosphere, resulting in laughter, and emsdécial (non-medical) and
informal remarks. Similarly to doctors, the patiamtiated positive politeness strategies
enter into a number of varied combinations.

5. Conclusion

Taking into account everything that has been olegkso far, | am inclined to
conclude that general practice consultation is madyc interaction influenced by
multiple factors. Though there is a significant idegof uniformity, resulting from the
primary function of any medical interview — thairgeto diagnose and treat responsibly
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— the mutual interaction of doctors and patienkgedaa variety of forms and styles, and
the interactants employ a variety of discoursetesias, corresponding to their various
interests. Whereas some of the strategies resulbnflict, other should be viewed as
instances of an empathic relationship.

As the focus of the present study has been plandthe latter, it may wrongly
appear that doctor—patient interaction, at leasa igeneral practice environment, is
harmonious. In fact, the reality is much more cawrpMedical interviews still suffer
from deficiencies, misunderstandings, and commtinealisturbances on both sides of
the interaction. As communicative competence shdalca social desideratum in all
spheres of human life, including the health caretesy, educating people about
competent verbal behavior as one element of megieaitice is a must. It is for this
reason that | will now list ten key ‘summary’ suggiens which, in my opinion,
contribute to empathic and trusting communicateomg support what both doctors and
patients long most for — an effective medical pssce

() INFORMATION - effective general practice constion requires an abundance of
information; both main protagonists of the medig#terview, at any stage of the
interview, should keep each other informed aboeirtbwn perspectives of the health
problem.

(i) LUCIDITY — any piece of information should b@resented lucidly, in a style of
language that is intelligible to both parties; plagity occurs, it should be given attention
and supplemented with explanation and clarification

(i) OPENNESS - acquiring the information shoulel rerformed in an open, natural,
authentic, and transparent manner; both medical pmydhosocial issues should be
addressed; open-ended questioning is beneficial.

(iv) STORYTELLING — doctor—patient interaction shdwsupport narrative aspects of
the medical visit; the doctor should motivate hagignt to tell the story of her iliness,
and the patient should be willing to expand onrfaration related to health.

(v) LISTENERSHIP — active listenership is a pretisgja for any successful interaction;
make sure that you are attentive to what the cugpeaker is saying; in this way you
show interest and compassion; you are also moggy/ltk gain compliance with advice.

(vi) MUTUALITY — or reciprocity, partnership; theodtor and the patient should share
similar dominance and control over the interactiBoth participants should have the
impression that their contributions are appropriatel appreciated. Shared decision-
making is essential.
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(vii) CLOSENESS - establishing a partnership isematugh; what is desirable in order
to create an atmosphere of empathy and trust isi@mab closeness which goes hand in
hand with emotional care, understanding, safetynacy, and reliance.

(vii) REFLECTION - if a doctor (or patient) wants be viewed as empathic, he (or
she) needs to be able to convey his (or her) emaltiexperience back to the subject of
empathy; it is this re-flection that is still lacky in medical practice.

(ix) TOUCHING - though not given attention in theadytical part of this study, it is
without any shade of doubt that nonverbal commuimiogplays a vital role in doctor—
patient communication; the literature suggests hiagtics is the most relevant type of
this communication.

(x) HUMANITY — as the last point let me recall thie main goal of medicine is to
treat the patient, not merely to cure the disedmeireatment should be about humans,
not about pills; also doctors should be treatech@®ans, not as gods who can do
anything.

Medical education, naturally, cannot limit itsedf & mere ten ideas derived from
research with a restricted scope. Although my dseiplinary analysis of English
medical consulting confirms some of the findingsGxnyrdella [2004] and Wynn [1999],
arrived at using Spanish and Norwegian languageemaht respectively, more
investigations of both theoretical and empiricaretter are needed. Only then will we
be able to propose more detailed practical impboatof use to all protagonists of the
medical encounter.
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Summary

The article presents a summary of findings resgilfrom a long term project
aimed at the inquiry into the field of medical iniewing. More specifically, it deals
with the meaning and value of empathy and trugieneral practice consultations. A
more detailed information can be found in the sahplmonograph “Discourse of
medicine revisited” on conveying empathy and trmstEnglish medical consulting
(2012).
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CEMAHTHUKA TA CTUJIICTUYHI ®YHKIIII MPUKMETHUKIB
"KOBTOI'O KOJIbOPY B JIATUHCBHKI MOBI

Hlerequn H. M.
Cxionoesponeticbkuti HayioHanvHul yHigepcumem imeni Jleci Ykpainku

IMocTanoBka HaykoBoi npodjaemu. B xoai AOCTIIKEHHS SKICHO HOBOTO PIBHS
CEMaHTHKH MPUKMETHHKIB KOJIbOPY B JIATUHCHKIM MOBI KJIACHYHOTO MEPIOTY SIK HIKOIH
aKTyaJbHOIO TOCTAa€ MpoOJjeMa BU3HAYEHHS JIEKCMKO-CEMAHTUYHOTO TMOJS TMEBHOTO
KOJBOPY, SIKE € CKJIaJ0BOI0 3arajbHOr0 JIEKCMKO-CEMAaHTUYHOTO MOJISI MPUKMETHUKIB
Koiabopy. OCHOBHY yBary BaXXJIMBO MNPUIIUIUTH KpUTEPIsSM (POPMYBaHHS JIEKCUKO-
CEMaHTUYHOTO MOJIS.

CrarTs npucBsYeHa TOCHIKEHHIO CEMAHTUKU MPUKMETHUKIB KOBTOTO KOJIbOPY.
MeTow Hamoro AOCHII)KEHHS € BHU3HAYEHHS CEMAaHTUYHUX Ta CTUJIICTUYHHUX
0COOJIMBOCTEM MPUKMETHHMKIB >KOBTOTO KOJILOPY Ha MaTepiajal MOETHYHHX TBOPIB
["opartis, OBigist Ta Beprimis. O0'€KTOM TOCTIIKEHHS € TPUKMETHHUKH, 110 TTO3HAYAIOTh
KOBTUM KoOIip Yy TBopax JaHux moeriB. IlpeaMerom BUBYEHHS € CEeMaHTUYHI
0COOJIMBOCTI Ta CTWJIICTHYHI (PYHKIT NPUKMETHHUKIB, IO YTBOPIOIOTH JIEKCUKO-
CEMaHTHYHE TO0JIE >KOBTOTO KOJbOpy. s maHoro mocmimkeHHs OyB BHKOPHCTAHHIM
MaTepian OpUTiHaIbHUX IMaM’ ITHHUKIB [9].

AHaji3 ocTta”HHix JgocidigxeHb i3 umiei  mpodaemm. Haitsckpasie
KOJOPUCTUYHA KyJNbTypa BHUsSBWIAcsS 3a J00M aHTH4HOCTI. [Ipo 11e cTBepmxye
JI. B. buukoBa y mpami «KosiopucTiuHa KyJbTypa aHTHYHOTO CBITY». ABTOpKa
30cepeAnsia yBary Ha mnporecax (GopMyBaHHA 1 PO3BUTKY KOJIPHOI KyJIbTYpU 3
ypaxyBaHHSM «IWHAMIKH TOJITHYHUX Ta 1JCOJOTIYHMX HACTAHOB, IO MAHYIOTh Yy
cycniascTBI» [2]. Jlocmimkyroun mpobiemMu (YHKI[IOHYBAHHS IMPUKMETHUKOBHX
JIEKCUYHUX CHHOHIMIB y cTaporpenbkidi MoBi, O.l. ManuHoBchbKa 3poOuia Baromuit
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