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Murakkab akusherlik jarrohlik aralashuvlarini o’rgatish xonasi

GD/F49 ilg’or akusherlik jarrohligi uchun o’quv manekeni - bu murakkab
akusherlik jarrohlik amaliyotlarini o’rgatish uchun yuqori texnologiyali
simulyatordir.

- Tos bo’shlig’ining yarmi va oralig’ining tug’ish holatidagi realistik
anatomiyasi

- PVX materiali inson to’gimalariga yaqin tuyg’ularni ta’minlaydi

- Qon ketishini taglid qilish tizimi gemostazni mashq qilish va gon yo‘gotishni
nazorat gilish imkonini beradi

- Ko’p marta foydalanish uchun olinadigan va almashtiriladigan modullar

Onaga va vyangi tug’ilgan chaqaloqqa tug’rugqa yordam berish va
shoshilinch yordam ko’nikmalarini ishlab chiqish uchun xonaning maqsadlari:

Maneken litotomiya holatida sonning yarmini modellashtiradi va quyidagi
akusherlik jarrohlik aralashuvlarini amalga oshirish imkonini beradi:

- Epiziotomiya - bo’g "imni kesishning turli turlari

- Meva gobiglarini sun’iy ravishda ajratish va yirtish

- Kesar kesimi - to’liq jarrohlik protokoli

- Bachadonni doka salfetkalar bilan tamponlash

- Bachadon yorilishini tiklash - tiklash operatsiyalari

Noyob funksiya:

- Operatsiya paytida qon tomirlari shikastlanganda qon ketishini taqlid
giluvchi arterial gon aylanish tizimi, bu esa ta’limni imkon gadar real giladi

Quyidagilardan foydalanish uchun mo’ljallangan:

- Tibbiyot universitetlari va kollejlarida

- Kasalxonalarning akusherlik bo’limlarida

- Akusher-ginekologlarni tayyorlash o’quv markazlari

- Jarrohlar malakasini oshirish kurslari

Har bir stsenariyning umumiy tuzilishi:
1. Nomi va murakkablik darajasi.
2. Klinik tarixi: instruktor uchun ma’lumot.



3. Ta’lim oluvchi uchun brifing: operatsiya qgiluvchi akusher-ginekolog uchun

vazifa.

4. O’qitish magsadlari (asosiy kompetensiyalar).

5. Stsenariy va triggerlarning borishi: instruktorning harakatlari (maneken
holatining o’zgarishi, gon ketishiga taqglid qilish, asoratlarni kiritish).

6. Baholash uchun tanqidiy harakatlar.

7. Debrifing: muhokama qilish uchun asosiy masalalar.

1-stsenariy: "Homila distressida shoshilinch sezaryen kesimi. Klassik kirish"

Daraja: Boshlang’ich jarrohlik (1-2 yosh ordinator).

Klinik tarixi: Birlamchi, 38 hafta. Tug’ilish faoliyatining zaifligi, uzoq suvsiz
davr. KTGda - chuqur kechki deseleratsiyalar, homila bradikardiyasi 80
ud/mingacha. To’liq ochilgan, boshi bosilgan. Shoshilinch sezaryen kesish
to‘g‘risida garor gabul qgilindi.

Brifing: "Operatsiya xonasidagi bemor. Umumiy og’rig goldirish boshlandi.
Ko’rsatkich: uzoq suvsiz davr fonida homilaning o’tkir gipoksiyasi. Siz sezaryenni
homila tomonidan hayotiy ko’rsatkichlar bo’yicha bajarishingiz kerak. Magsad -
"kesib olish" vaqtini kamaytirish."

O’qitish magqsadlari:

1. Qatlamlarni to’g "ri kesish texnikasi bilan o’rta-pastki laparotomiyani (yoki
Pfannenshtil bo’yicha kesishni) bajarish.

2. Bachadonga pastki segmentda gisgichlar qo’yish va kesish (Derfler/Kerr
bo’yicha ko’ndalang kesish).

3. Mevani xavfsiz olish (Moriso-Lavalleni gabul gilish), kindikni kesib o’tish.

4. Bachadon yarasi chetlaridan qon ketishini nazorat qilish, uterotoniklarni
kiritish.

5. Bachadonda ikki gatorli tikuv bilan kesish.

Skript harakati:

Ta’lim oluvchi laparotomiya bajaradi. Instruktor ketma-ketlikni nazorat
giladi: teri, teri osti hujayrasi, aponevroz, mushaklar, parietal qorin pardasi.

Bachadonni ochish va homilani ajratib olishda instruktor giyinchiliklarga
taqlid giladi (boshning mahkam yopishishi, bachadon ichida akusher qgisgichlaridan
foydalanish zarurligi).



Trigger: Ovgatdan keyin bachadon atoniyasi paydo bo’ladi. O’quvchi buni tan

olishi, bachadonni mushtda massaj gilishni boshlashi, oksitosin infuziyasini
kuchaytirishi kerak.

Ta’lim oluvchi bachadonga gemostatik tikuv qo’yadi va qorin bo’shlig’ini
gatlamlab tikadi.

Baholash uchun tanqidiy harakatlar:

1. Favqulodda vaziyatlarda foydalanish tezligi va aniqligi.

2. Bachadonda kesishning to’g "ri bajarilishi (tomirlarning shikastlanishiga
yo’l go’ymaslik, yonma-yon kengayish).

3. Mevani xavfsiz olish.

4. Bachadon atoniyasi va uni tikish texnikasiga to’g "ri munosabat.

Debrifing: Shoshilinch va rejali KTda kesish texnikasi ganday farq giladi?
Qovuqgni jarohatlashdan ganday qochish mumkin? Intraoperativ atoniyada
harakatlar algoritmi ganday?

2-stsenariy: «Spectrum (placenta accreta spectrum) ga shubha bilan
plasentani to’liq taklif qilganda kesar kesimi»

Darajasi: ilg’or (tajribali ordinator, operatsiya qgiluvchi vrach).

Klinik tarixi: takroriy tug’ilish, anamnezdagi 3-sezaryen kesimi. 36 hafta
muddat. Tashxis: plasentaning to’lig teshilishi. MRl ma’lumotlariga ko’ra -
bachadonda plasentaning ko’payishi mumkin bo’lgan belgilar. Rejali operativ
tug’ish.

O‘quvchi uchun brifing: "Bemor operatsiyaga tayyor. Katta qon ketish xavfi
yugori. Operatsiya xonasida qon tomir jarrohlari brigadasi bor, anesteziolog katta
transfuziyaga tayyor. Kesarni operatsiya hajmini kengaytirishga tayyor holda
bajarish kerak."

O’qitish maqsadlari:

1. Laparotomiyani mumkin bo’lgan gisterektomiyani (o’rta kesim) hisobga
olgan holda rejalashtirish va bajarish.

2. Bachadon, gon tomirlari, qovuq holatini baholash.

3. Mevani olish uchun plasentali to’gimadan pastki segmentda korporal
sezaryen kesimini yoki kesimini bajarish.



4. Tasdiglangan o’sish taktikasi: bachadonni konservatsiya gilishga urinish

’ n

(embolizatsiya, kompression tikuvlar) yoki gisterektomiya to’g "risidagi qaror.

5. Massiv qon ketganda supraservikal gisterektomiya texnikasi.

Skript harakati:

Ta’lim oluvchi o’rta laparotomiyani bajaradi. Taftishda pastki segmentni
egallagan katta tomir plasentasi ko’rinadi.

Mevani olish bachadon tanasidagi kesik orqgali (korporal) amalga oshiriladi.

Trigger: Kindik kesishgandan so’ng platsentar maydonchadan kasal qon
ketishi boshlanadi. Plasentani ajratishga urinish gon ketishining kuchayishiga olib
keladi. Instruktor hagigiy o’sishni taglid giladi.

Ta’lim oluvchi kompression tikuvlarni (B-Lynch, Cho) qo’yishga harakat qilishi
yoki bemor muvaffagiyatsiz/begaror bo’lsa, gisterektomiyaga o’tishi kerak.
Instruktor beqarorlikni taglid gilib, ADning tushishi hagida buyruqg beradi.

Baholash uchun tanqidiy harakatlar:

1. Bachadonda optimal jarrohlik yo’li va kesish joyini tanlash.

2. Og’ir gqon yo’qgotish sharoitlarida operatsiya o’tkazish (anesteziolog bilan
o’zaro hamkorlik qilish, tamponada, gisgichlar bilan gon ketishini nazorat qilish).

3. Gisterektomiya to’g "risida tez va asosli garor qabul qilish.

4. Gisterektomiyaning asosiy bosgichlarini texnik jihatdan to’g "ri bajarish
(bachadon arteriyalarini bog’lash, govuqgni safarbar qilish, bog’lamlarni kesib
o’tish).

Debrifing: Bachadon kesimini gacha kamaytirish uchun ganday choralar
ko‘rish mumkin (yonbosh arteriyalarining vaqtinchalik okklyuziyasi, ballon
kateterizatsiyasi)? Intraoperativ ultratovush tekshiruvining roli ganday? Qanday
kompression tikuvlarni bilasiz va ular ganday hollarda samarali bo‘ladi?

3-stsenariy: "Bachadonni tug’ish paytida chandiqgdan yirtib tashlash.
Shoshilinch laparotomiya"

Daraja: Ustaxona (navbatchi vrach, bo’lim mudiri).

Klinik tarixi: Takroriy tug’ilish, tabiiy tug’ilish yo’llari orgali oldingi bir
sezaryen kesimidan (VBAC) keyin tug’ilish. Tug’ilishning faol bosqichida, urinishlar
fonida, to’satdan o’tkir xanjar og’rig’i paydo bo’ldi va keyinchalik qulab tushdi.
Meva monitordan g‘oyib bo‘ldi. Bachadonning chandigdan vyirtilib, qorin ichiga
katta qon ketishi aniglangan.



O‘guvchi uchun brifing: "Bemor operatsiya xonasiga gemorragik shok

holatida zudlik bilan yetkazildi. Qorni keskin og’rigli, «taxtasimon». Mevasi qorin
bo‘shlig‘ida bo‘lishi mumkin. Sizning vazifangiz - zudlik bilan taftish gilish, gon
ketishini to’xtatish va onaning hayotini saglab qolish."

O’qitish maqsadlari:

1. Chagmogq tezligida qaror gabul gilish va shoshilinch o’rta laparotomiyani
bajarish.

2. Mevani qgorin bo’shlig’idan evakuatsiya qilish.

3. Bachadon yorilishi darajasi va lokalizatsiyasini tezkor baholash.

4. Qaror qabul gilish: uzilishni tikish (chizigli uzilishda, bargaror holatda) yoki
gisterektomiya (yulduzsimon uzilishda, tomirlar jalb etilganda, nazoratsiz qon
ketganda).

5. Koagulopatiyani nazorat qilish, reanimatologlar bilan o’zaro hamkorlik
qgilish.

Skript harakati:

O‘quvchi tezkor kirishni amalga oshiradi. Qorin bo’shlig’ida - qon, meva
(instruktor homila modelini maneken bo’shlig’iga joylashtiradi).

Homila olingandan so’ng, chap bachadon arteriyasiga o’tish bilan quyi
bachadon segmentida yulduzsimon yoriq aniglanadi. Katta gon ketishi.

Trigger: Instruktor ADning 60/40 mmHg gacha tushishi, fibrilatsiya,
fibrinogen darajasining tushishi (koagulopatiyaga taglid gilish) hagida xabar beradi.

Ta’lim oluvchi qon ketishini to’xtatishning yagona usuli sifatida umumiy
gisterektomiya to’g "risida tezda qaror qabul gilishi, qgon yo’qotish va yomon
ko’rinish sharoitida operatsiya bosgichlarini boshlashi kerak.

Baholash uchun tangidiy harakatlar:

1. Laparotomiyani bajarish tezligi.

2. Meva va taomni to’g "ri evakuatsiya qilish.

3. Shikastlanishlarni anig baholash va yagona to’g "ri garor qabul qilish
(gisterektomiya).

4. Og’ir vaziyatda jamoada samarali etakchilik gilish, gemostazni bosgichma-
bosgich nazorat qilish.

Debrifing: Bachadonning chandiqgdan vyirtilishi xavfi ganday? Tanaffusga
shubha qilsangiz, gaysi biri afzalroq? Bachadonni yirtib tashlash mumkinmi va



ganday vaziyatlarda? Katta akusherlik qon ketganda jamoa ishini ganday tashkil
etish kerak?

4-stsenariy: «Qattiq biriktirilganda va qon ketganda qo’lda bo’lish va
posted ajratish operatsiyasi»
Daraja: llg’or (anig manyovr bajarish).

Klinik tarixi: Tabiiy tug’ish yo’llari orgali tug’ish. Homila tug’ilganidan 30
dagiga o’tgach, ovqgatlanish bo’limi belgilari yo’q, mo "tadil gon keta boshladi (400
ml ~). Konservativ usullar (kindik uchun ehtiyotkor traksiya, Krede-Lazarevichni
gabul qilish) samarasiz.

Ta’lim oluvchi uchun brifing: "Tug’rugxonada plasentani mahkam biriktirish
va gon ketishni boshlash belgilari bo’lgan bemorda. Qo’lda bo’lish va tomir ichidagi
anesteziya ostida ovqatni ajratish kerak."

O’qitish maqsadlari:

1. Bemorning to’g "ri tayyorlanishi va holati (chuqgur anesteziya,
bachadonning bo’shashishi).

2. Aseptik texnika: kindik bo’ylab qo’Ini bachadon bo’shlig’iga joylashtirish.

3. Manevr texnikasi: palma qovurg’asining arra shaklidagi harakatlari bilan
ajratish tekisligini topish, plasentani bachadon devoridan ajratish, ikkinchi go’li
bilan oldingi gorin devori orgali go’lining yaxlitligini nazorat qilish.

4. Ortigcha ovgatni olib tashlagandan keyin bachadon bo’shlig’ini qoldiglar
va yoriqlar yuzasidan to’liq tekshirish.

5. Protseduradan keyin etarli uterotonik terapiya tayinlash.

Skript harakati:

O’quvchi manevrni manekenda bajaradi.

Trigger: «Plasenta» (manekendagi imitator) olib tashlanganidan keyin gon
ketish kuchayadi. Instruktor burchaklardan birida gisman haqiqiy o’sishga (placenta
accreta) shubha bildiradi. Ta’lim oluvchi: taftishni ehtiyotkorlik bilan takrorlash,
kyuretaj gilish yoki davom etayotgan qon ketganda laparotomiyaga tayyorgarlik
ko’rish to’g "risida qaror gabul qilishi kerak.

Baholash uchun tangidiy harakatlar:
1. QO0’l kiritishning sterilligi va ehtiyotkorligi.
2. Ajratish tekisligini izlash uchun arra shaklidagi harakatlarni aniq bajarish.
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3. Bachadon devorlarini muolajadan keyin puxta taftish gilish.

4. Qon ketishini munosib baholash va keyingi taktika to’g "risidagi garor.

Debrifing: Elchining go’lda bo’lishiga qanday dalillar bor? Manevr paytida
zich biriktirishni haqiqiy ortishdan ganday ajratish mumkin? Protsedura xavfi
ganday (infektsiya, bachadon teshilishi, gon ketishining kuchayishi)? Operatsiyadan
keyin ganday profilaktika zarur?

Ushbu stsenariylar ilg’or akusherlik jarrohligining texnik ko’nikmalarini,
shuningdek, tanqidiy klinik fikrlashni, zaytnot va gon yo’qotish sharoitida qarorlar
gabul qilishni, shuningdek, favqulodda vaziyatlarda jamoaviy hamkorlikni ishlab
chigish imkonini beradi.



Training Room for Complex Obstetric Surgical Interventions

The Training Manikin for Advanced Obstetric Surgery GD/F49 is a high-tech
simulator for training complex obstetric surgical interventions.

Realistic anatomy of half of the pelvis and perineum in the lithotomy position
for delivery.

PVC material provides tactile sensations close to human tissue.

A bleeding simulation system allows for training in hemostasis and blood loss
control.

Removable and replaceable modules for repeated use.

Objectives of the Room for Practicing Delivery Skills and Emergency Care
for Mother and Newborn:

The manikin simulates half of the thigh in the lithotomy position and allows
for practicing the following obstetric surgical interventions:

Episiotomy — various types of perineal incision.

Artificial membrane sweeping and rupture (amniotomy).

Cesarean Section — full surgical protocol.

Uterine packing with gauze rolls.

Repair of uterine rupture — reconstructive surgery.

Unique Feature:
An arterial circulation system with simulated bleeding upon vessel damage

during surgery, making training highly realistic.

Designed for use in:
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Medical universities and colleges.

Hospital obstetrics departments.

Training centers for obstetrician-gynecologists.
Surgeons' continuing education courses.

General Structure of Each Scenario:
1. Name and difficulty level.
2. Clinical Background: Information for the instructor.

3. Briefing for the Learner: Task for the operating obstetrician-gynecologist.

4. Learning Objectives (key competencies).

5. Scenario Flow and Triggers: Instructor actions (changing the manikin's
state, simulating bleeding, introducing complications).

6. Critical Actions for Assessment.

7. Debriefing: Key questions for discussion.

Scenario 1: "Emergency Cesarean Section for Fetal Distress. Classical
Approach”

Level: Beginner Surgical (1st-2nd year resident).

Clinical Background: Primipara, 38 weeks gestation. Dysfunctional labor,
prolonged rupture of membranes. CTG shows deep late decelerations, fetal
bradycardia down to 80 bpm. Fully dilated, head engaged. Decision made for
emergency cesarean section.

Briefing for the Learner: "The patient is in the operating room. General
anesthesia has been initiated. Indication: acute fetal hypoxia due to prolonged
rupture of membranes. You need to perform a cesarean section due to fetal life-
threatening indications. Goal: minimize the 'incision-to-delivery' interval."

Learning Objectives:

1. Performing a lower midline laparotomy (or Pfannenstiel incision) with
proper layer-by-layer dissection technique.

2. Applying clamps and making a transverse incision in the lower uterine
segment (Kerr/Dorffler incision).

3. Safely extracting the fetus (using the Mauriceau-Levret or similar
maneuver), clamping and cutting the umbilical cord.



4. Controlling bleeding from the uterine wound edges, administering

uterotonics.

5. Closing the uterine incision with a two-layer suture.

Scenario Flow:

The learner performs the laparotomy. The instructor monitors the sequence:
skin, subcutaneous tissue, fascia, muscles, parietal peritoneum.

During hysterotomy and fetal extraction, the instructor simulates difficulties
(deeply engaged head, need for internal obstetric forceps).

Trigger: After placental delivery, uterine atony occurs. The learner must
recognize this, begin bimanual uterine compression/massage, and intensify
oxytocin infusion.

The learner places hemostatic sutures on the uterus and closes the
abdominal wall in layers.

Critical Actions for Assessment:

1. Speed and accuracy of access in an emergency situation.

2. Correct performance of the uterine incision (avoiding vessel damage,
lateral extension).

3. Safe fetal extraction.

4. Correct response to atony and technique for uterine closure.

Debriefing: How does the incision technique differ in emergency vs. planned
CS? How to avoid bladder injury? What is the action algorithm for intraoperative
atony?

Scenario 2: "Cesarean Section for Complete Placenta Previa with Suspected
Placenta Accreta Spectrum”

Level: Advanced (experienced resident, practicing surgeon).

Clinical Background: Multiparous patient, history of two previous cesarean
sections. 36 weeks gestation. Diagnosis: Complete placenta previa. MRI shows
signs of possible placenta accreta in the area of the uterine scar. Planned operative
delivery.

Briefing for the Learner: "The patient is prepped for surgery. High risk of
massive hemorrhage. A vascular surgery team is present in the OR, and the



anesthesiologist is prepared for massive transfusion. You need to perform a

cesarean section, ready to expand the scope of the operation."

Learning Objectives:

1. Planning and performing a laparotomy considering possible hysterectomy
(midline incision).

2. Assessing the uterus, vasculature, and bladder status.

3. Performing a classical (corporeal) cesarean section or an incision in the
lower uterine segment away from the placental tissue to deliver the fetus.

4. Tactics upon confirmed accreta: deciding on an attempt at uterine
preservation (embolization, compression sutures) or proceeding to hysterectomy.

5. Technique for supracervical hysterectomy in massive hemorrhage.

Scenario Flow:

The learner performs a midline laparotomy. Upon exploration, a large,
vascular placenta is seen occupying the lower uterine segment.

Fetal extraction is performed through an incision in the uterine body
(classical).

Trigger: After cord clamping, profuse bleeding begins from the placental site.
Attempts to manually separate the placenta intensify bleeding. The instructor
simulates true placenta accreta.

The learner must decide: attempt to apply compression sutures (B-Lynch,
Cho) or, if unsuccessful/with patient instability, proceed to hysterectomy. The
instructor announces a drop in BP, simulating instability.

Critical Actions for Assessment:

1. Choosing the optimal surgical access and uterine incision site.

2. Managing the operation under massive blood loss (interaction with
anesthesiologist, controlling bleeding with tamponade, clamps).

3. Quick and justified decision-making for hysterectomy.

4. Technically correct execution of key hysterectomy steps (ligation of
uterine arteries, bladder mobilization, transection of ligaments).

Debriefing: What measures can be taken to reduce blood loss before the
uterine incision (temporary occlusion of iliac arteries, balloon catheter placement)?
What is the role of intraoperative ultrasound? Which compression sutures do you
know and in which cases are they effective?



Scenario 3: "Uterine Rupture Through a Scar During Labor. Emergency

Laparotomy"”

Level: Master (on-call physician, department head).

Clinical Background: Multiparous patient, trial of labor after cesarean
(TOLAC/VBAC). During the active phase of labor, during pushing, sudden onset of
acute, sharp pain followed by collapse. Fetal heart rate lost on monitor. Uterine
rupture through the scar diagnosed with massive intra-abdominal bleeding.

Briefing for the Learner: "The patient is emergently brought to the OR in a
state of hemorrhagic shock. Abdomen is acutely tender, rigid. The fetus is likely in
the abdominal cavity. Your task is immediate exploration, hemorrhage control, and
saving the mother's life."

Learning Objectives:

1. Immediate decision-making and performing an emergency midline
laparotomy.

2. Evacuating the fetus from the abdominal cavity.

3. Rapid assessment of the extent and location of the uterine rupture.

4. Decision-making: repair of the rupture (for a linear tear, stable condition)
or hysterectomy (for a stellate rupture, involvement of vessels, uncontrolled
bleeding).

5. Managing coagulopathy, interacting with resuscitation team.

Scenario Flow:

The learner performs rapid access. Blood and the fetus are found in the
abdominal cavity (instructor places a fetal model in the manikin cavity).

After extracting the fetus, a stellate rupture in the lower uterine segment
extending to the left uterine artery is discovered. Bleeding is massive.

Trigger: The instructor announces a BP drop to 60/40 mmHg, onset of
fibrinolysis, falling fibrinogen levels (simulating coagulopathy).

The learner must quickly decide on total hysterectomy as the only means to
stop bleeding and begin the steps under conditions of blood loss and poor visibility.

Critical Actions for Assessment:

1. Speed of performing laparotomy.

2. Correct evacuation of the fetus and placenta.



3. Accurate assessment of injuries and making the only correct decision

(hysterectomy).

4. Effective team leadership in a critical situation, stepwise hemostasis
control.

Debriefing: What are the risk factors for uterine scar rupture? Which surgical
approach is preferred when rupture is suspected? Can the uterus be preserved in
case of rupture and under what conditions? How to organize team work during
massive obstetric hemorrhage?

Scenario 4: "Manual Removal of Placenta for Retained Placenta and
Bleeding"
Level: Advanced (practicing a specific maneuver).

Clinical Background: Vaginal delivery. After 30 minutes, signs of placental
separation are absent, and moderate bleeding has begun (~400 ml). Conservative
methods (gentle cord traction, Credé's maneuver) are ineffective.

Briefing for the Learner: "In the delivery room, a patient shows signs of
adherent placenta and developing bleeding. It is necessary to perform manual
removal of the placenta under intravenous anesthesia."

Learning Objectives:

1. Correct patient preparation and positioning (deep anesthesia, uterine
relaxation).

2. Aseptic technique: preparation, introducing the hand into the uterine
cavity following the umbilical cord.

3. Maneuver technique: using the edge of the hand in a sawing motion to
find the plane of separation, detaching the placenta from the uterine wall, while
controlling the integrity of the uterine wall with the other hand via the abdomen.

4. Complete examination of the uterine cavity after placenta removal for
retained fragments and lacerations.

5. Prescribing adequate uterotonic therapy after the procedure.

Scenario Flow:

The learner performs the maneuver on the manikin.



Trigger: After removing the "placenta" (simulator in the manikin), bleeding

intensifies. The instructor reports suspicion of partial true placenta accreta in one
of the cornua. The learner must decide: repeat a more thorough exploration,
perform curettage, or, with ongoing bleeding, prepare for laparotomy.

Critical Actions for Assessment:

1. Sterility and careful insertion of the hand.

2. Clear execution of sawing motions to find the plane of separation.

3. Thorough exploration of the uterine walls after the procedure.

4. Adequate assessment of bleeding and decision on further tactics.

Debriefing: What are the indications for manual placenta removal? How to
differentiate adherent placenta from true accreta during the maneuver? What are
the risks of the procedure (infection, uterine perforation, increased bleeding)?
What prophylaxis is necessary after the procedure?

These scenarios allow for the practice of both the technical skills of advanced
obstetric surgery and critically important clinical thinking, decision-making under
time pressure and blood loss, as well as team interaction in emergency situations.



KomHaTa gna o6yyeHUsa CNoXKHbIM aKyLLIEepPCKUM
XUPYPruyecKum BMmellaTe/IbCTBam

Y4yebHbli MaHeKeH Ana NPOABUHYTOM aKylepckon xmpyprun GD/F49 - aTo
BbICOKOTEXHO/IOTUYHbIA CUMYNATOP ANA O0Oy4YeHMA C/NOMKHbIM - aKyLepCKUMm
XMPYPrMYeCcKMM BMeLLIaTeIbCTBAM.

- PeanuctnyHaa aHaTOMMA MOJIOBMHbI Tasa W MNPOMEXKHOCTUM B
poaopa3peLlatowem noaoKeHum

- MaTtepuan [BX obecneymBaeT TaKTUAbHble OLWYWEHMA, O6AM3KME K
Ye/I0BEYECKUM TKaHAM

- Cuctema MMUTAUMM KPOBOTEYEHMS NMO3BONAET TPEHUPOBATb FrEMOCTas U
KOHTPO/1b KPOBOMOTEPU

- CbEéMHbIe 1 3aMeHAeMble MOAY/IM AN MHOTOKPATHOIO MCMNOJ1b30BaHMA

Llenn KomHatbl Ana  OTPpaboOTKM HABbIKOB  POAOBCNOMOMKEHUMA WU
HEOT/IOXKHOW NOMOLLM MAaTEPU U HOBOPOXKAEHHOMY:

MaHeKkeH MoAenvpyeT MNONOBUHY Geapa B MONOXKEHUUM AUTOTOMUU U
nosgonser  oTtpabaTbiBaTb  cAeaylolme aKyllepcKkMe  XMpypruyeckue
BMeLLATeIbCTBa :

- 3NN3MOTOMMUA - PaA3INYHbIE BUAbI PACCEYEHUA NPOMEKHOCTH

- icKyccTBEHHOE OTChaMBaHMe M paspbiB NAOAHbBIX 060104€EK

- KecapeBo ceyeHue - NONHbIN XUPYPruyeckmii NpoTOKON

- TamnoHMpoBaHWE MaTKM MapaesbiMn candeTkamm

- YWwmnBaHue paspbiBa MaTKU - BOCCTAaHOBUTE/IbHbIE ONepaLum

YHuUKanoHaa pyHKyuA:

- Cuctema apTepmanbHOro KpoBoobpaleHMA ¢ MMUTaLMEN KPOBOTEYEHMUS
NPU NOBPEXAEHMN COCYAOB BO BpemMsa oOnepauum, 4YTo pgenaet obyyeHue
MaKCUMa/IbHO PEeaNNCTUYHbIM

MpepHa3HayeH 4na NCNonb30BaHUA B:

- MeANUMHCKUX YHUBEPCUTETAX U KONNerKaxX

- AKyLLepCKUX oTaeNeHnsx 601bHULY

- Y4ebHbIX LUeHTpax No NoAroToOBKE aKyLepoB-rMHEKON0roB

- KypcoB noBblleHns KBannpUKaLnum XMpypros



Ob6wwan CTPYKTypa Kaxkaoro cueHapus:

1. HasBaHWe 1 ypoBEHb CNOXKHOCTHU.

2. KnnHuyeckas npegbicTopma: MHGOpMaumua ana MHCTPYKTopa.

3. bpuduHr gna obyuatoweroca: 3agava ANA OMNEPUPYIOLLEro aKyllepa-
rTMHeKonora.

4. Uenun obyyeHun (KnoueBble KOMMNETEHLMN).

5. Xoa cueHapua U TpUrrepbl: A4eNCTBUA MHCTPYKTOpPA (M3MEHEHME COCTOAHMA
MaHeKeHa, MMUTaLMA KPOBOTEYEHUA, BBOA, OC/IONKHEHUN).

6. Kputnueckne gencremna gna OueHKu.

7. 0ebpndunHr: kntoueBblie BONPOCh! ANA 06CyKAeHuUs.

CyeHapuli 1: «3KcmpeHHOe Kecapeso ceyeHue npu oucmpecce na00a.
Knaccuyeckuii docmyn»

YpoBeHb: HaumHatowmm xmpyprudeckmin (opanHatop 1-2 roga).

KnuvHuyeckas npepgbictopus: [MepBopogsawan, 38 Heaenb. CnabocTtb
pPOAOBON AeATeNbHOCTU, ANNTeNbHbIM 6e3BoaHbIM nepuoa. Ha KT - rnybokue
nosaHue geuenepauummn, bpagukapausa nnoga ao 80 ya/muH. MosHoe pacKkpbiThe,
ronoBKa npuarta. MpMHATO pelleHre 06 IKCTPEHHOM KecapeBOM CEYEHUN.

BpuouHr ans obyyaroweroca: «lMaumeHTKka B onepaumoHHoW. Obuiee
obe3bonmBaHMe Hayato. [loKasaHMe: oOCTpaA rMNoKcMAa naoda Ha ¢oHe
AnnTtenbHoro 6e3sogHoro nepuoga. Bam Heobxoammo BbINONHWUTL KecapeBo
CeYeHMe Mo *KM3HEHHbIM NOKa3aHUAM CO CTOPOHbI Naoaa. Lenb - MMHMMun3npoBaTb
BPEMA «Pa3pes-n3BaeYEHNEN.»

Llenn obyyeHus:

1. BblnonHeHWEe CPeaAMHHO-HWXKHEeN nanapotomum (Mam paspesa no
MNdbaHHEHWTMAIO) C NPaBUIbHON TEXHUKOM pacce4yeHuns C/oes.

2. HanoxeHune 3aXMMOB W paspe3 Ha MaTKe B HWXKHEM CermeHTe
(nonepeyHbilt paspes no Aepdnepy/Keppy).

3. be3onacHoe nsBneyeHue nnoga (npuem Mopuco-/l1aBanne), nepeceyeHme
NyNOBUHbI.

4. KOHTpOb KPOBOTEYEHMA M3 KPaeB paHbl MaTKK1, BBEAEHME YTEPOTOHMKOB.

5. YwwuBaHue pa3pesa Ha MaTKe ABYXPALHbIM LLUBOM.

Xop, cueHapua:



ObyuvatoWwmincs BbINONHAET NanapoTOMMUIO. WMHCTPYKTOP KOHTpoaupyet

nocnefoBaTe/IbHOCTb:  KOXKA, MOAKOXHaA K/AeTyaTKa, anoHEeBPO03, MbllLbl,
napueTanbHasa bprowmnHa.

MpM BCKPbITUM MATKM W U3BAEYEHUM NN0AA WMHCTPYKTOP WUMUTUPYET
3aTpyAaHeHMA (NNOTHOE MpunexaHme ronoBKU, HEOHXOAMMOCTb UCMNOb30BaHUSA
aKyLePCKUX LUNLLOB BHYTPU MaTKMK).

Tpurrep: Tlocne w3BneyeHMsa nocnega BO3HMKAET aATOHMA  MaATKWU.
Obyvarowmmnca 4oMKeH pacno3HaTb 3TO, HAYaTb MACCaXK MATKU Ha KynaKe, yCUAUTb
NHPY3NIO OKCUTOLMHA.

Obyuatowmmnca HaknagbiBaeT reMoCTaTUYECKMIN OB Ha MATKY M NOC/IOMHO
yLWMBAET NepeaHtor OPIOLLHYIO CTEHKY.

KpuTnueckne aencremna Ana OUEHKMU:

1. CKOpOCTb ¥ TOYHOCTb 40CTYMNa NPU SKCTPEHHOW CUTYaLMUM.

2. MpaBUAbHOCTb BbINOJIHEHUSA pa3pe3a Ha MaTKe (M3beraHme NoBpeXKAeHUS
cocynoB, 60KOBOE pacliMpeHue).

3. besonacHoe n3BneYeHMe naoga.

4. MNpaBubHaA peakuma Ha aTOHUIO M TEXHUKA YLLIMBAHNA MATKMU.

0ebpndunHr: Yem oTAMYaeTCA TeXHMKaA paspes3a MNpu SKCTPEHHOM U
nnaHoBom KC? Kak u3berkaTb paHeHMA moueBoro nysbipsa? KakoB anroputm
AENCTBMIN NPU MHTPAONepPauMOHHOM aTOHUN?

CyeHapuli 2: «Kecapeeo ceyeHue npu NOAHOM npeodned aHuu naayeHmel ¢
noodo3peHuem Ha epacmaHue (placenta accreta spectrum)»

YpoBeHb: MpoaBUHYTbIN (ONbITHLIM OpAMHATOP, ONEPUPYIOLLUI Bpay).

KnnHunyeckasa npegpictopua: NMoBTopHOpoAALLan, 3-e KecapeBoO ceyeHue B
aHamHese. CpoK 36 Hegenb. [IMarHo3: nonHoe npegnaexaHue nnaueHTbl. 1o
AaHHbIM MPT — nNpM3HaKM BO3MOXKHOIO NpUpaLLEHMA NNALEHTbI B 06nacTm pybua
Ha maTKe. [lnaHOBOe onepaTUBHOE poaopaspeLleHune.

Bpudunnr gna obyuatoweroca: «MauneHTKa rotoBa K onepauun. Boicokui
PUCK MACCMBHOIO KpoOBOTeYeHMA. B onepaunoHHOM npucyTcTByeT Opuraaa
COCYOMCTbIX XMPYProB, QaHeCTe3Mosor TrOTOB K MaCCUBHOM  TpaHchy3um.
HeobxoanMmo BbINONAHUTL KecapeBO CeYeHMEe C TOTOBHOCTbIO K pacCLUMpEeHuto
obbema onepaumun.»



Llenu obyyeHus:

1. MNnaHWpoBaHME WU BbINOAHEHME NAaMNAPOTOMUMU C YH4ETOM BO3MOMKHOM
TMCTEPIKTOMMUM (CPeANHHbIN paspes).

2. OueHKa MaTKu, cocyaoB, COCTOAHMA MOYEBOro Ny3blps.

3. BbIno/sIHEHME KOPNOPanbHOro Kecapesa CEYEHMA UM Pa3pe3a B HUKHEM
CermeHTe B CTOPOHE OT N/1aLLeHTapHOM TKaHW A8 U3BNEYEeHMA NNoAa.

4. TaKTMKa Npu nNoaTBEPKAEHHOM NPUPALLEHMU: pPeleHne O NOoMbITKe
KoHCcepBauumM MaTkM  (3mbonms3auma, KOMMNPECCUOHHble WBbl)) WMANW O
TMCTEPIKTOMUM.

5. TexHuMKa cynpauepBMKaNbHOW T[UCTEPIKTOMUM NPU  MACCUBHOM
KPOBOTEYEHUMN.

Xop, cueHapumA:

O6yuvatoLWmincs BbINONHAET CPeANHHYIO nanapoTomuio. MNpu pesmsnm BuaHa
KPYynHas cocyaucTas NNaLeHTa, 3aHMMAoLWaa HUXKHUIN CETMEHT.

M3BneyeHne nnoaa npous3BOAUTCA 4Yepe3 paspe3s B Tene MaTKu
(kopnopanbHO).

Tpurrep: [ocne nepeceyeHMAa NynoBMHbI HaunHaeTcA npodysHoe
KpOBOTEYEHME W3 NAaLUEHTapHOM naowaaku. lNonbiTKa OTAeNeHUs NAAUEeHTbI
NPUBOAMUT K YCUNIEHUIO KpoBOTEeYEHUA. MHCTPYKTOP MMUTUPYET KAapPTUHY UCTUHHOTO
npupaLLeHuns.

Obyvyatowmncas OOMKEH MPUHATb pPeleHue: NonbITaTbCA  HANOXUTb
KomnpeccMoHHble wsebl (B-Lynch, Cho) wau, npu Heyaaye/HecTabunbHoOCTU
NaUMEHTKU, NEPENTHU K TUCTEPIKTOMUMU. MHCTPYKTOP AaeT KOMaHA4y O nageHun ALl
MMUTUPYA HECTaBUNBHOCTb.

KpuTuyeckne AemncTena ans oLeHKMU:

1. Bblbop ONTMMaNbHOIO XMPYPruyeckoro A0CTyna M mecTa paspesa Ha
MaTKe.

2. BegeHue onepauumM B YCNIOBMAX  MACCMBHOMW  KpOBOMOTEpM
(B3aMmopeiicTBME C QAHECTE3MO/IOTOM, KOHTPOJIb KPOBOTEYEHMA TaMMOHAAOM,
3aXKMMamu).

3. bbicTpoe n 060CHOBAHHOE NPUHATUE PELUEHUA O TMCTEPIKTOMMUM.

4. TeXHMYECKM NPaBUIbHOE BbINOIHEHNE OCHOBHbIX 3TAaNOB MMCTEPIKTOMUM
(nepeBsA3Kka mMaToOYHbIX apTepuit, Mobuansauma mo4yeBoro nysblps, nepecevyeHune
CBSI30K).
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Oebpnounnr:  Kakve mepbl MOXHO NPeanpuHATb  ANA  CHUXKEHUA
KpOBONOTEPU A0 pa3pe3a MaTKM (BpeMeHHan OKKA03MA NoAB340LWHbIX apTepuii,
6annoHHana Katetepusauma)? KakoBa posb MHTpaonepauuoHHoro Y3U? Kakue
KOMMNPECCUOHHDbIE LUBbI Bbl 3HAETE U B KAKMUX C/Ty4aAX OHU 3PPEKTUBHbI?

CyeHapuli 3: «Pa3pbie mamku no pybyy eo spemsa podos. HeomaoxcHasa
aanapomomus»

YpoBeHb: MacTepckuii (4exypHbI Bpay, 3aBeAyoWnii oTaeneHneM).

KnnHuyeckas npeabicTopua: MNosTOpHOpPOAALLaA, poabl  4yepes
eCTeCTBEHHbIe pPOAOBble NYTM NOCNE OAHOrO NPeablAyLEero KecapeBa CeyeHus
(VBAC). B aKtuBHOI ¢ase poaos, Ha poHe NOTyr, BHE3aNHO BO3HWKAA OCTpan
KMHXanbHaa 6onb C nocnegyrwmm Konnancom. [nog nponan ¢ MOHUTOpa.
[AnarHoctMpoBaH paspbiB MaTKM Mo pybuy C MACCUMBHbIM BHYTPUOPIOLWHBbIM
KpOBOTEYEHUEM.

BpuduHr pna obydatowerocs: «lMauMeHTKa 3SKCTPEHHO AO0CTaB/ieHa B
OMEepPaUMOHHYI0 B COCTOAHWM TEMOPPArMYecKoro LWokKa. MKUBOT pesKo
60ne3HEeHHbIN, «A40CKO0bpa3HbINY». Mnoa, BeposTHO, B BptolwHOM noiocTu. Bawa
334a4a — Hemea/IeHHaA PeBU3UA, OCTAHOBKA KPOBOTEYEHMA U CNACEHUE XKU3HU

MmaTepu.»

Lienu oby4eHus:

1. MOANHMEHOCHOE MNPUHATME peleHnA W BbINOJHEHUE 3SKCTPEHHOM
CpeANHHOM NanapoToMuu.

2. dBaKyaums nnoaa u3 6pOLWHOM NOMOCTMH.

3. bbICTpaA oueHKa CTeneHn 1 N0Kan3aunm pa3pbiBa MaTKU.

4. MNpuHATUE peleHuAa: ylwnBaHMe pa3pbiBa (NP NMHEMHOM pPaspbiBe,
CTabMNIbHOM COCTOSIHWMM) WAM  TUCTEpPIKTOMUS (Npu  3BE344aTOM paspbiBe,
BOB/IEYEHMM COCYA0B, HEKOHTPONMPYEMOM KPOBOTEYEHUN).

5. KoHTpob KoarynonaTum, B3aMMoaencTemne ¢ peaHMMaTo/Ioramu.

Xopa cueHapwua:

Ob6yuatowmincs BbINONHAET ObICTPbIN gOCTyn. B 6prowHOM NONOCTN — KPOBb,
nnog (MHCTPYKTOP pa3mellaeT MoAeNb N104a B NONOCTU MaHEKEHA).

Mocne nssneyeHma naoga, obHapyKMBaeTca 38e344aTbl PA3PbiB B HUXKHEM
MaTOYHOM CEermeHTe C rnepexoaom Ha NeBYI0 MAaTOYHYIO apTepuio. KposoTeveHue
MacCcUBHoe.



Tpurrep: UHcTpykTOp coobuwaet o nageHun AL po 60/40 mm prt.cT.,

dnbpunnaumm, nageHnn ypoBHa GnbpuHoreHa (MMuTaLms Koaryionatum).

Obyyatowmmnmca [omkeH ObICTPO NPUHATL  pelweHne o TOoTa/ibHOM
FMCTEP3KTOMMKN KaK O eAUHCTBEHHOM crocobe OCTaHOBKM KPOBOTEYEHMA, HayaTb
3Tanbl ONepauun B yCIOBMAX KPOBOMNOTEPM M NJIOXOM BUAMMOCTH.

KpuTnueckne aencremna ansa OLEHKMU:

1. CKopoCTb BbINONHEHMA 1ANAPOTOMUMN.

2. MpaBunbHaA 3BaKyauunsa nnoaa 1 nocneaa.

3. ToyHasa oueHKa MOBpeXAEeHW U NPUHATUE eOUMHCTBEHHO BEPHOrO
pelieHuns (rmctepakTomus).

4. 3¢ PpeKkTnBHOE NMAEPCTBO B KOMAHAE B KPUTUYECKOWN CUTYaALMKN, KOHTPOb
remocTasa noaTanHo.

Oebpnounnr: Kakme pakTopbl pUCKa pa3pbiBa MaTKu no pybuy? Kakoi goctyn
npeanoyTUTEeIbHEE NPM NOAO3PEHUM Ha Pa3pbIB? MOXKHO I COXPAaHUTb MATKy NpU
pa3pbiBe M B KaKMx cnydaax? Kak opraHmM3oBaTb paboTy KOMaH4bl NPU MacCMBHOM
aKyLEePCKOM KPOBOTEYEHUN?

CyeHapuli 4: «Onepayua py4Ho20 omaoeneHus U ebidesneHus nocaedda npu
N70MHOM MpUKpenaeHuU u KposomeveHuu»

YpoBeHb: MpoaBnHyTbIN (0TPaboTKa KOHKPETHOro MaHEBpPaA).

KnnHnyeckas npeapictopua: Poapl Yepes ecTecTBEHHble PoAOBble MNyTW.
Yepes 30 MWMHYT nocie poXAEHUA naofda MNpPU3HAKM OTAeneHua nocneaa
OTCYTCTBYIOT, Ha4aNnoCb ymepeHHoe KposoTeyeHue (~400 mn). KoHcepBaTUBHble
MmeToabl (OCTOpOXHaA TpakumMsa 3a nynosBuHy, npuem Kpeae-Jlazapesunya)
He3pPEKTUBHBDI.

Bpudunnur pna obyuyatoweroca: «B poaunbHOM 3ane y MaUUMEHTKU C
NPU3HaKaMW  NNOTHOrO  NPUKPENIEHUS  NAAUEeHTbl W HAYMHAIOLWMMCA
KpoBoTeyeHMem. HeobxoaMmo BbINONHUTL PYYHOE OTAENEHME U BblaeneHue
nocnena nog BHyTPUBEHHOMN aHECTE3NEN.»

Lenn obyyeHus:

1. MpaBunbHaa NOArOTOBKA U NONOXKEHME NAUMEHTKM (ryboKas aHecTe3us,
paccnabneHne matku).

2. AcenTnyecKan TexHMKa: 06paboTKa, 3aBegeHMe PyKM B NOIOCTb MATKKU MO
nynoBuHe.



3. TexHMKa MaHEéBpa: NMN006PaA3HbIMU ABUNKEHUAMU pebpa NafoHM HaUTK

NNOCKOCTb OTAEeNEeHUA, OTAENUTb NNAUEHTY OT CTEeHKM MATKU, KOHTPOAMpyA
LLe/IOCTHOCTb CBOEWN PYKM BTOPOM PYKOM Yepe3 nepeaHIo OPHOLLHY CTEHKY.

4. NonHoe obcnepoBaHWe MONOCTM MATKU MOCne yAaaneHua nocnepa Ha
npeameT OCTaTKOB M Pa3pbIBOB.

5. HasHaueHne ageKkBaTHOM yTEPOTOHMYECKOM Tepanum nocae npoueaypbi.

Xop, cueHapuma:

Obyuatowmmnca BbINONHAET MAaHEBP HAa MaAHEKEHE.

Tpurrep: Mocne yaaneHua «naaueHTbl» (MMUTATOP B MaHEKeHe)
KpoBOoTe4YyeHue ycunmpaeTcs. MHCTPYKTOP coobuaeT 0 NoAao3peHnn Ha YacTUYyHoe
UCTUHHOEe npupalleHme (placenta accreta) B ogHom w3 yrnos. Obyvarowmincs
AO/KEH pewunTb: NOBTOPUTb peBu3nto bonee TWATeNbHO, NPOM3BECTU KIOpeTarK
AW, NPU NPOAO/IKAOLWEMCA KPOBOTEYEHUN, TOTOBUTLCA K N1aNapoOTOMUMN.

Kputnyeckmne gencrema gna OLEHKN:

1. CtepnnbHOCTb M aKKYPaTHOCTb BBEAEHUA PYKMU.

2. YeTKoe BbINONHEHWE NMA00OPA3HbIX ABUMXKEHUIM ANA NOUCKA NIOCKOCTU
OTC/IOMKM.

3. TwatenbHasa peBm3nA CTEHOK MAaTKM Nocne npoueaypbl.

4. ApeKBaTHaA OLEHKa KPOBOTEYEHMSA U PeELLEHME O AaNlbHENLLEN TaKTUKE.

NebpudunHr: KakoBbl NMOKas3aHMA K Py4yHOMY oOTAeneHuto nocnepa? Kak
OTIMYNTb NZIOTHOE NPUKPENJIEHME OT UCTUHHOTO NPUPALLEHNA BO BpEMA MaHEBPA?
KakoBbl puckn npoueaypbl (MHPeKuuna, nepdopayma MaTKM, YCUIEHUE
KpoBoTeueHUA)? Kakas npodumnaktnka Heobxoanma nocne onepaymm?

3TN cueHapuM NOo3BOAAKT 0TpaboTaTb KaK TeXHWUYECKMe HaBbIKK
NPOABUHYTON aAKYLUEPCKOW XUPYPrUM, Tak U KPUTUUYECKN BaXKHOE K/IMHUYECKoe
MbIWAEHWNE, NMPUHATUE PELLUEHMI B YCIOBUAX LEMTHOTA U KPOBOMOTEPU, A TaKKe
KOMaHAHOE B3aMMOZENCTBME B SKCTPEHHbIX CUTYaLMAX.



