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Homila vakuum ekstraksiyasini o’rgatish va tug’ishga yordam
berishning boshqga usullarini o’rgatish xonasi

Vakuumli yetkazib berish simulyatori GD/F8- homila vakuumli ekstraksiyasini
o’rgatish va tug’ilishda yordam berishning boshga usullari uchun professional
akusherlik trenajyoridir.

- Tibbiyot kollejlari va universitetlarida

- Kasalxonalarning akusherlik bo’limlarida

- Akusherlar, ginekologlar va hamshiralarni tayyorlash o’quv markazlari

Homila vakuum ekstraksiyasi va tug’ilishda yordam berishning boshqa
usullarini o’rgatish uchun xonaning maqgsadlari:

- Yetkazib berishning barcha standart tartib-taomillarini, shu jumladan
vakuum ekstraksiyasini namoyish etish

- Turli holatlarni (normal va g’ayritabiiy) modellashtirish uchun homilaning
egiluvchan bo’g "imlari

- Turli klinik stsenariylarga taglid gilish uchun homila holatini o’zgartirish
imkoniyati

Anatomik aniqlik:

- Asosiy anatomik yo’nalishlari bo’lgan tos bo’shlig’ining realistik o’lchami
- Aniq ifodalangan bulogli mevali manekenning yumshogq, silliq terisi
O’qgitish stsenariylari:

- Vakuum-ekstraktorni go’llash texnikasini mashq gilish

- Asistlashtirilgan yetkazib berishda manyovrlarni ishlab chigish

- Homila holatini aniglash amaliyoti

Har bir stsenariyning umumiy tuzilishi:

1. Nomi va murakkablik darajasi.

2. Klinik tarixi: simulyator instruktori/operatori uchun ma’lumot.

3. Ta’lim oluvchi (akusher) uchun brifing: chaqiruv vaqtida u nimani ko’radi
va biladi.

4. O’qitish magsadlari (asosiy kompetensiyalar).

5. Stsenariy va triggerlarning borishi: ta’lim oluvchining harakatlariga javoban
instruktorning harakatlari.
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6. Baholash uchun tanqidiy harakatlar.
7. Debrifing: muhokama gilish uchun asosiy masalalar.

1-stsenariy: "Vakuum-ekstraktorni rejali qo’llash. Old ko’rinish"

Darajasi: Boshlang‘ich.

Klinik tarixi: Tug’ilgan ayol, 39 hafta. To’liq ochilishi, boshi +2 stansiyada, o’rta
chizig bo’ylab. 1,5 soat davomida urinishlar etarli darajada samarali emas. Distress
belgilari bo’lmagan meva.

Akusher uchun brifing: "Sizni tug’rugxonaga birinchi tug’ruqga taklif etishadi.
Il davrda tug’ish, og’ir davr kechiktiriladi. To’liq ochilishi, boshi +2, o’rta chiziq
bo’ylab. Homilaning yurak urishi 140 ud/min, muntazam. Yordamchi tug’ish
masalasini hal giling".

O’qitish magqsadlari:

1. Vakuum-ekstraksiya uchun shart-sharoitlarni to’g "ri baholash (boshning
to’liq ochilishi, pastga tushishi, meva pufagining holati va oldinga siljishi, yaxlitligi).

2. Sagittal tikuv bo’yicha (o’rtacha, 60 mm) chashka go’yish texnikasi, orqa
(kichik) bulogdan 3 sm oldinda.

3. Tutib olishni tekshirish (yumshoq to’gimalarning yo’qligi).

4. Onaning urinishlari bilan muvofiglashtirilgan traksiya.

5. Boshning epiziotomiyasi (zarurat bo’lganda) va «qo’llanmasi» ni taqlid
gilish.

Skript harakati:

Ta’lim oluvchi gin tekshiruvini o’tkazadi, shartlarni tasdiglaydi.

Qo‘shish nuqgtasini to‘g‘ri tanlaydi. Bosim 0,6-0,8 kg/sm bo’lgandan keyin 2
ushlashni tekshiradi.

Traksiyalar sinxronlashtirilgan (simulyator traksiya to’g "ri bo’lganda boshni
tushirish uchun dasturlangan).

Parda tepaliklarini ko’rsatishda ta’lim oluvchi epiziot/perineotomiyaga taqlid
giladi.

Ta’lim oluvchi boshi tug’ilgandan keyin vakuumni olib tashlaydi, homila
tug’ilishini yakunlaydi.

Baholash uchun tangidiy harakatlar:

1. Shartlarni verbalizatsiya gilish (5 ta ACOG shartlari).

2. Chashkaning aniq joylashuvi.

3. Traksiya oldidan tekshirish.



4. Kerger egri chizig’i bo’ylab traksiyalarning yo’nalishi (pastga va orqaga -

gorizontal - yuqoriga va orgaga).

5. Ko’pi bilan 3 traksiya, sirpanish yo’q.

Debrifing: «To’g’ri go’llash nuqgtasi» nima? Nima uchun traksiya vektori
muhim? Jamoaning roli ganday (akusherka, ona)?

2-stsenariy: «Distatsiya paytida O’RTPdan rotatsiya (oksipit-orqa
pozitsiya)»

Darajasi: Rivojlangan.

Klinik tarixi: Tug’ilgan ayol, 40 hafta. KTZdagi bosh (5 soatlik kichik bulog),
stansiya +2. Harakat 1 soat, taraqgiyot yo’q. Homilaning yurak urishi o’zgaruvchan
deseleratsiyalarni ko’rsata boshlaydi.

Akusher uchun brifing: "Qayta tug’iladigan, og’ir davr. Ko’zdan kechirishda:
boshi qattiq bosilgan, lekin harakatlanmaydi. O‘ng tomondagi kichik buloqg
aniglanadi. KTGda tezda tiklanadigan 80 udgacha o‘zgaruvchan deseleratsiyalar
paydo bo‘ldi. Yordam berish kerak".

O’qitish magqsadlari:

1. Boshning noto’g "ri holatini aniglash.

2. Vakuum bilan rotatsiya qilishga urinish to’g "risida garor gabul qilish
(kesarga o’tish yoki go’lda rotatsiyadan foydalanish o’rniga).

3. Rotatsiya texnikasi: chashkani assimetrik (nugtaga, boshning orqasiga
yaginroq) qo’yish, bir vagtning o’zida yoyi bo’ylab rotatsiya qilingan traksiya.

4. Homila holatini nazorat qilish va rotatsiya muvaffaqiyatsiz tugaganida
yechim topish.

Skript harakati:

Ta’lim oluvchi O’zRTB tashxisini go’yadi.

rotatsion vakuum-ekstraksiya qilishga urinish to’g "risida garor qabul qgiladi,
bemor va jamoani xabardor qiladi.

Chashka qo’yadi. Rotatsiya bilan birinchi traksiyada bosh to’g «ridan to’g» ri
orqa tomonga buriladi (simulyator harakat qgiladi).

Rotatsiyadan so’ng traksiyalarni standart egri chiziq bo’yicha yakunlaydi.

Murakkablashuv varianti: Agar o’quvchi rotatsiyani bajarmasa yoki go’pol
ravishda bajarsa, chashka sirpanib ketadi. Vaziyatni ortiqcha baholash kerak.
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Baholash uchun tangidiy harakatlar:

1. Vaziyatga tashxis qo’yish.

2. Taktikani rejalashtirish (vakuum bilan rotatsiya qilish).

3. Keng yoyda silliq rotatsiya (dastak emas!).

4. Sirg’alayotganda rejani to’xtatish va gayta ko’rib chigish.
Debrifing: Vakuum bilan rotatsiya qilish gachon mumkin? U traksiyadan
ganday farg qiladi? Harakat gilishdan voz kechish va kesarga o‘tish mezonlari
ganday? Ushbu stsenariyda epidural anesteziyaning roli ganday?

3-stsenariy: «Asoratlar: chashka sirpanishi»

Darajasi: Rivojlangan.

Klinik tarixi: Tug’ilgan ayol, 41 hafta. Uzoq Il davr. Boshi O’ZTPda, stansiya +1.
Vakuum qo‘yishga qaror qilindi.

Akusher uchun brifing: "Siz barcha goidalar bo’yicha vakuum-ekstraktorni
go’lladingiz. Ikkinchi traksiya paytida kosa mevaning boshidan tushib ketdi. Sizning
harakatlaringiz?"

O’qitish maqsadlari:

1. Birinchi sirpanishga to’g "ri munosabat: traksiyaning darhol to’xtatilishi.

2. Sabablarni muntazam baholash: chashka, vakuum holatini tekshirish,
boshning holatini baholash, nomuvofiqglikni bartaraf etish.

3. Asosli garor gabul gilish: takroriy urinish (ko’pi bilan 2 ta sirpanish) yoki
mugobil usulga o’tish (agar sharoitlar o’zgargan bo’lsa, sezaryen kesmasi).
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4. Yuzaga kelgan asoratlar to’g "risida jamoa va bemor bilan muloqot qilish.

Skript harakati:

Ikkinchi traksiya paytida instruktor «sirpanish» ni faollashtiradi.

Ta’lim oluvchi to’xtashi, bosimni tushirishi, kosasini yechishi kerak.

Qayta baholash: qin tekshiruvi (simulyator caput succedaneum shishishini
yoki tushish yomonlashishini ko’rsatish uchun gayta dasturlanishi mumkin).

Qaror qabul gilish. To’g’ri garor: agar shartlar o’zgarmagan bo’lsa, chashkani
gayta qo’yish (ehtimol boshqa turdagi/o’lchamdagi) va yana urinish mumkin.
Noto’g’ri garor: traksiyalarni gayta baholamasdan yoki ikkinchi sirpanishdan keyin
davom ettirish.

Baholash uchun tangidiy harakatlar:

1. Sirg’alganda traksiyani darhol to’xtatish.
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2. Vaziyatni to’lig gayta baholash.

3. Jamoani xabardor gilish.

4. «Ko’pi bilan 3 ta traksiya va 2 ta sirpanish» qoidalariga rioya qilish.

Debrifing: Sirpanishning 5 asosiy sababi nimada? (to’liq ochilmaganligi,
ilovaning noto’g "ri nuqtasi, boshining yuqori joylashganligi, nomuvofiqligi, texnik
nosozligi). Qachon sirpanish kesarga o’tishning mutlaq ko’rsatkichidir?

4-stsenariy: "Uzilgan vakuum-ekstraksiya. Usulni o’zgartirish yoki
kesarevga o’tish"

Daraja: Ustaxona (katta ordinatorlar, shifokorlar uchun).

Klinik tarixi: Tug’ilgan ayol. Taraqqgiyotni to‘xtatish uchun bo‘shliq go‘yildi.
Ikkita traksiya va bitta sirpanishdan so’ng boshim +3 ga tushdi, lekin tug’ilmaydi.
KTGda chuqur kech deseleratsiyalar paydo bo’ldi.

Akusher uchun brifing: "Siz vakuum ekstraksiya operatsiyasini o’tkazyapsiz.
Taraqgiyot bor, lekin u sekin. Monitorda: homilaning TSS 90 ud/min, deseleratsiya
2,5 dagiga davom etadi, tiklanish sekin. Boshi +3, sochlari ko’rinadi. Sizning
harakatlaringiz?"

O’qitish magqsadlari:

1. Operatsiyani o’tkazish vaqtida homilaning o’tkir gipoksiyasini aniglash.

2. "Muvaffagiyatsiz" vakuum-ekstraksiya sharoitida tug’ish  usulini
o’zgartirish to’g "risida qaror gabul qilish.

3. Akusherlik gisqichlarini qo’llash (boshi past, Malstryom yoki shunga
o’xshash narsalarni qo’llash uchun sharoitlar mavjud) yoki kesarga shoshilinch
o’tish imkoniyati va xavfsizligini baholash.

4. Aniq rahbarlik va jamoaviy ish: anesteziolog, neonatolog, operatsiya
hamshirasi bilan muvofiglashtirish.

Skript harakati:

Ta’lim oluvchi homilaning xavfli holatini bilishi kerak.

Yangi vaziyatga tez baho bering: endi boshingiz juda past (+3), ammo distress
belgilari mavjud.

Agar simulyatsiya sharoitida bu o’zlashtirib bo’Imaydigan ko’nikma bo’lsa,
kombinatsiyalangan tug’ish to’g "risida qaror qabul gilish (ammo shartlar endi past
chigish chimchilari uchun mos keladi).



"Operatsiya xonasini tayyorlayapmiz. Anesteziolog - umumiy narkoz uchun.
Neonatolog - zalga. Boshimni yugoriga ko’tarishga harakat gilyapman".

Baholash uchun tangidiy harakatlar:

1. Homila distressiga tezkor tashxis qo’yish.

2. Ona va homila xavfsizligining ustuvorligi.

3. Aniq harakatlar rejasi va jamoaviy aloga.

4. Sezar kesishda «tiqilib qoladigan bosh» algoritmini bilish.

Debrifing: «Muvaffaqgiyatsiz» vakuum ekstraksiyasining mezonlari ganday?
«Mashqg» traksiyasining roli ganday? Seitnot sharoitida garorlar qgabul gilish
strategiyasi. Usulni o’zgartirishni hujjatlashtirishning yuridik jihatlari.

Ushbu stsenariylar nafagat manual ko’nikmalarni, balki muhim klinik
mulohazalarni, qarorlar qabul gilish va jamoada ishlashni ham ishlab chiqgish
imkonini beradi.



Training Room for Fetal Vacuum Extraction and Other Delivery Maneuvers

GD/F8 Vacuum Delivery Simulator — a professional obstetric training manikin
for teaching fetal vacuum extraction and other childbirth assistance techniques.

- In medical colleges and universities

- In hospital obstetrics departments

- In training centers for obstetricians, gynecologists, and midwives

Objectives of the Training Room for Fetal Vacuum Extraction and Other
Delivery Maneuvers:

- Demonstration of all standard delivery procedures, including vacuum
extraction

- Flexible fetal joints for simulating various positions (normal and abnormal)

- Ability to transform the fetal position to imitate various clinical scenarios

Anatomical Accuracy:
- Realistic pelvic cavity size with key anatomical landmarks
- Soft, smooth skin of the fetal manikin with clearly defined fontanelles

Training Scenarios:

- Practicing vacuum extractor application technique
- Training assisted delivery maneuvers

- Practicing fetal position diagnosis

General Structure of Each Scenario:

1. Name and difficulty level.

2. Clinical Background: Information for the instructor/simulator operator.

3. Briefing for the Trainee (Obstetrician): What they see and know at the
time of being called.

4. Learning Objectives (key competencies).

5. Scenario Flow and Triggers: Instructor actions in response to trainee
actions.

6. Critical Actions for Assessment.

7. Debriefing: Key questions for discussion.



Scenario 1: "Planned Vacuum Extractor Application. Occiput Anterior

Position"

Level: Beginner.

Clinical Background: A 39-week parturient. Fully dilated, fetal head at +2
station, midline. Pushing for 1.5 hours, insufficiently effective. Fetus shows no signs
of distress.

Briefing for the Obstetrician: "You are called to the delivery room for a
primigravida. Labor is in the second stage, the pushing phase is prolonged. Fully
dilated, head at +2, midline. Fetal heart rate is 140 bpm, regular. Decide on the
need for assisted vaginal delivery."

Learning Objectives:

1. Correct assessment of conditions for vacuum extraction (full dilation,
station, position and presentation, ruptured membranes).

2. Technique of cup application (medium, 60 mm) on the sagittal suture, 3
cm anterior to the posterior (small) fontanelle.

3. Checking the application (absence of maternal tissue).

4. Coordinated traction with maternal pushing.

5. Simulation of episiotomy/perineotomy (if needed) and 'leading' the head.

Scenario Flow:

The trainee performs a vaginal exam, confirms the conditions.

Correctly chooses the application point. After achieving 0.6-0.8 kg/cm? of
pressure, checks the application.

Tractions are synchronized with pushes (the simulator is programmed to
descend the head with correct traction).

When the parietal bones become visible, the trainee simulates an
episiotomy/perineotomy.

After the head is delivered, the trainee releases the vacuum and completes
the delivery.

Critical Actions for Assessment:

1. Verbalization of the conditions (5 ACOG criteria).
2. Accurate cup placement.

3. Pre-traction check.



4. Direction of traction along the curve of Carus (down and back - horizontal

- up and forward).

5. No more than 3 tractions, no cup detachment ("pop-off").

Debriefing: What is the "correct application point"? Why is the traction
vector important? What is the role of the team (midwife, mother)?

Scenario 2: "Rotation from Occiput Posterior Position (OP) for Dystocia"

Level: Advanced.

Clinical Background: A 40-week parturient. Head in OP position (small
fontanelle at 5 o'clock), station +2. Pushing for 1 hour, no progress. Fetal heart rate
begins to show variable decelerations.

Briefing for the Obstetrician: "Multiparous patient, pushing stage. On exam:
head is tightly engaged but not advancing. The small fontanelle is identified at the
right-posterior position. The CTG shows variable decelerations to 80 bpm with
quick recovery. Assistance is needed."

Learning Objectives:

1. Recognition of malposition (OP).

2. Decision-making to attempt vacuum rotation (versus proceeding to
cesarean section or attempting manual rotation).

3. Rotation technique: asymmetrical cup placement (closer to the occiput),
traction with simultaneous rotation along an arc.

4. Monitoring fetal status and decision-making if rotation fails.

Scenario Flow:

The trainee diagnoses OP.

Decides to attempt rotational vacuum extraction, informs the patient and
team.

Applies the cup. During the first traction with rotation, the head rotates to
occiput anterior (simulator responds).

After rotation, completes delivery with standard traction along the curve.

Complication Option: If the trainee fails to rotate or does so forcefully, a cup
detachment ("pop-off") is triggered. Re-evaluation is necessary.

Critical Actions for Assessment:
1. Diagnosis of position.
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2. Tactical planning (vacuum rotation).

3. Smooth rotation along a wide arc (not using it as a lever!).
4. Stopping and revising the plan upon detachment.
Debriefing: When is vacuum rotation acceptable? How does it differ from
simple traction? What are the criteria for abandoning the attempt and proceeding
to cesarean section? What is the role of epidural anesthesia in this scenario?

Scenario 3: "Complication: Cup Detachment (Pop-off)"

Level: Advanced.

Clinical Background: A 41-week parturient. Prolonged second stage. Head in
OP position, station +1. Vacuum extraction decided.

Briefing for the Obstetrician: "You have applied the vacuum extractor
following all rules. During the second traction, the cup detached from the fetal
head. Your actions?"

Learning Objectives:

1. Correct response to the first detachment: immediate cessation of traction.

2. Systematic assessment of causes: check cup position, vacuum pressure,
reassess fetal head position, rule out cephalopelvic disproportion.

3. Making an informed decision: re-attempt (no more than 2 detachments)
or switch to an alternative method (cesarean section if conditions have changed).
4. Communication with the team and patient about the complication.

Scenario Flow:

During the second traction, the instructor triggers "detachment."

The trainee must stop, release pressure, and remove the cup.

Perform a re-assessment: vaginal exam (simulator can be reprogrammed to
show caput succedaneum or worsening station).

Make a decision. Correct decision: if conditions are unchanged, the cup can
be reapplied (possibly a different type/size) for one more attempt. Incorrect
decision:  continuing tractions without re-assessment or after a second
detachment.

Critical Actions for Assessment:

1. Immediate cessation of traction upon detachment.
2. Complete re-evaluation of the situation.

3. Informing the team.



4. Adherence to the rule of "no more than 3 tractions and 2 detachments."

Debriefing: What are the 5 main causes of cup detachment? (incomplete
dilation, incorrect application point, high head station, disproportion, device
malfunction). When does detachment become an absolute indication to proceed
to cesarean section?

Scenario 4: "Failed Vacuum Extraction. Changing Method or Transition to
Cesarean Section"

Level: Master (for senior residents, attending physicians).*

Clinical Background: A parturient. Vacuum applied for arrest of descent.
After two tractions and one detachment, the head descended to +3 station but
does not deliver. Deep late decelerations appear on the CTG.

Briefing for the Obstetrician: "You are performing a vacuum extraction.
There is progress, but it is slow. On the monitor: FHR 90 bpm, deceleration lasting
2.5 minutes, slow recovery. Head at +3 station, a rim of hair is visible. Your actions?"

Learning Objectives:

1. Recognition of acute fetal hypoxia during the procedure.

2. Decision-making to change the delivery method in a "failed" vacuum
extraction scenario.

3. Assessing the possibility and safety of applying obstetric forceps (head is
low, conditions for outlet forceps are met) OR emergency transition to cesarean
section.

4. Clear leadership and teamwork: coordination with anesthesiologist,
neonatologist, and OR nurse.

Scenario Flow:

The trainee must recognize the ominous fetal condition.

Quickly assess the new situation: the head is now very low (+3), but there are
signs of distress.

Make a decision regarding combined delivery ("trial of vacuum" failed, but
conditions are now suitable for outlet forceps ) OR, if forceps application is not
part of the simulation, regarding cesarean section with a deeply engaged head .

Give clear instructions: "Prepare the OR. Anesthesiologist - for general
anesthesia. Neonatologist - to the room. | am attempting to apply forceps / will
disimpact the head."
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Critical Actions for Assessment:

1. Rapid diagnosis of fetal distress.

2. Prioritizing maternal and fetal safety.

3. Clear action plan and team communication.

4. Knowledge of the algorithm for managing an

'impacted head" during
cesarean section.

Debriefing: What are the criteria for a "failed" vacuum extraction? What is
the role of a "trial of traction"? Decision-making strategy under time pressure. Legal
aspects of documenting a change in method.

These scenarios allow trainees to practice not only manual skills but also
critically important clinical judgment, decision-making, and teamwork.



KomHata ansa o6yuyeHua BaKyyMHOM 3KCTPaKLUM NA04a U APYrMMm npuémam
NOMOLLM NPU poaax

CumynaTop BaKyymHol aoctaBku GD/F8- npodeccroHanbHbI akywepcKuii
TpeHa)kep A 0byyeHMA BAKYYMHOM 3IKCTPaAKUMM MNaO4a U APYrMM Mpuémam
MOMOLLM NPU POaaAX.

- MegUUMHCKMX KonneayKax u yHMBepcuTeTax

- AKyLLEPCKUX OTAeNneHnsax 6onbHUL,

- Y4yebHbIx LEeHTpPax Mo NOArOTOBKE aKyLIEPOB, TMHEKO/IOFOB U MeaCcecTép

Llenn KoMHaTbl AnA 06yyeHUA BaKYYMHOM 3KCTpaKuuu nnoga u Apyrum
npMémam NomMoLuu Npu poaax:

- [demoHcTpaums Bcex CTaHAAPTHbIX Mpoueayp AOCTaBKM, BK/tOYas
BaKYYMHYO 3KCTPaKLNIO

- Tnbkue cyctaBbl Nnoaa ANA MOAENNPOBAHWUA Pa3/IUYHbIX MOJIONKEHWNN
(HOpMmanbHbIX N aHOMa/bHbIX)

- BO3MOMHOCTb TpaHchopmauMM MNONOXKEHMS naoda AN8 MMUTALUK
Pa3NIMYHbIX KTMHUYECKUX CLLEHApMEB

AHamomu4eckasa moyHoCmb:

- PeannctnyHbin pasamep Ta30BOM MNONOCTU C OCHOBHbIMW @aHAaTOMUYECKUMM
OpUEHTMPaAMM

- Masarkasa, rnagkaa Ko)ka NAOAHOr0O MaHEeKeHa C YETKO Bblpa*KeHHbIMMU
POAHMYKaAMMN

Obyuarouwue cyeHapuu:

- TpeHUpPOBKa TEXHMKM HANOKEHUA BaKYYM-3KCTPAKTOpPa

- OTpaboTKa MaHEBPOB NP aCUCTUPOBAHHOM A0CTaBKe

- MpaKTUKa ANArHOCTUKKU NOJIOXKEHMA NN0AA

O6LLana CTPYKTypa KaXKaoro cueHapumsa:

1. HasBaHuMe 1 ypoBeHb C/I0KHOCTW.

2. KnuHuyeckan npegbicTopms: MHPopMaumsa aNs MHCTPyKTopa/onepaTopa
cMmynaTopa.

3. BpuduHr ana obyyatoulerocs (akywepa): YTo OH BUAUT U 3HAET Ha
MOMEHT BbI30Ba.
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4. LUenun obyyeHua (Knoyesbie KOMNETEHLUMN).
5. Xopg cueHapua 1 TpuUrrepbl: AeiCTBUA MHCTPYKTOPA B OTBET Ha AeNcTBumA
obyvarouierocs.

6. Kputuueckune oencrema gnsa OLEHKMW.

7. [debpuduHr: KntoyeBble BONPOChI A1a obcyKaeHus.

CyeHapuli 1: «llnaHoeoe  Has0MeHUE  B8AKYyM-3KCmpakmopad.
3ameinoyHoe npednexcaHue, nepedHuli sud»

YpoBeHb: HaunHatowmm.

KnnHuyeckas npeabictopua: PoxeHuua, 39 Hepenb. NNonHOe pacKpbiTue,
rONI0BKa Ha +2 CTaHUMKU, NO CpeauHHOM NuHuK. MNoTyrn B TeyeHue 1.5 yacos,
HegocTaTovyHo 3¢ deKkTUBHbI. MNnog 6e3 npM3HakoB gucTpecca.

BpuomHr pna aKkywepa: «Bac npurnawatoTt B PoOAMNbHBIM  3an K
nepsopogaLwen. Poapl B Il neproge, noTyKHOM nepmog 3aTarnsaeTca. Packpbitne
NOJIHOE, FO/I0BKA Ha +2, N0 cpeAnHHOM MnHuK. Cepauebuenune nnoga 140 ya/muH,
perynspHoe. Pewnte BONPOC O BCMOMOraTe/IbHOM PoA0pa3peLleHnmn».

Llenu obyyeHus:

1. lpaBunbHaa ouUEHKA YCNOBUN ANA BaKyyM-3KCTpPakuuMm (nonHoe
PacKpbiTMe, OnyleHMUe TFON0BKM, MNOJIOKEHWE U NpeasierkaHue, LeNOCTHOCTb
NAOAHOrO Ny3bips).

2. TexHMKa HaNoXKeHUA YalKK (cpeaHen, 60 mm) NO carMTTanbHOMY LWIBY, Ha
3 cm Knepeawu oT 3agHero (Manoro) pogHuyKa.

3. MNpoBepKa 3axBaTa (OTCYTCTBME MATKUX TKAHEN).

4. KoopAnHMpOBaHHaA TpaKLumMA C NOTyraMmn maTepu.

5.  Wmwutauma snusmotommm (Npu HeobXxoAMMOCTU) M «KPYKOBOACTBA»
rONI0BKM.

Xopa cueHapwua:

Obyuatowmincs nNpoBOAMT BMAra/vLWLHOE WUCCAenoBaHWe, MNOATBep:KaaeT
ycnoswus.

MpaBuabHO BbIOMPAET TOUKY HanoxeHus. MNocne cosgaHns gasnenuna 0.6-0.8
Kr/cm? nposepAeT 3axBar.

TpaKuMKM CUHXPOHM3MPOBAHbI C NOTYramu (CMMynATOP 3anpPorpaMmMmnpoBaH
Ha OMyCKaHWe roJIOBKU NpW NPaBUIbHOM TPAKLMK).

Mpwn nokase TEMEHHbIX 6yrpos obyuvatowmiica NMUTUPYyeT
3NU3NOTOM/NEPUHEOTOMMUIO.
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Mocne poOXKAEHUA TONOBKU ObyvaloWwMnca CHMUMAET BaKyym, 3aBepluaet
poXKAeHWe nnoaa.

Kpumuueckue delicmeusa 0218 oyeHKu:

1. Bepbanunsauua ycnosum (5 ycnosumin ACOG).

2. TOYHOE pPacnoNOXKeHMe YaLlKU.

3. MpoBepKa nepeg TpaKkunen.

4. HanpasneHue Tpakumit no Kpusoi Keprepa (BHM3 M K3agn -
FOPM30HTaZIbHO —> BBEPX M KNepegu).

5. He 6onee 3 TpaKunii, COCKaNb3blBaHNA HET.

[NebpuduHr: Yto Takoe «npaBUAbHAA TOYKA HanoxeHua»? MNoyemy BarKeH
BEKTOP TpaKumnmn? KakoBa ponb KOMaHApl (aKylepKa, MmaTb)?

CyeHapuii 2: «Pomayusa u3 O3TI1 (okyunumo-3adHeli no3uyuu) npu
oucmouyuu»

YpoBeHb: [poaBUHYTbIN.

KnnHunyeckaa npepgbictopma: PoxkeHuua, 40 Hepenb. lonoska B O3TI
(manblh poaHuMuyok B 5 yacax), ctaHuma +2. MoTtyrm 1 4ac, nporpecca HerT.
CepauebueHne nnoga HaYMHaAET AEMOHCTPUPOBATL BapuabenbHble aeuenepaumu.

BpudounHr pna akywepa: «[loBTopHOpoAAWadA, MNOTY*KHOW nepuoa. [pwu
OCMOTpEe: ro/IoBKa NNOTHO NpuUKaTa, HO He npoasuraetcs. OnpeaenseTca masnbin
POAHWNYOK cnpaBa-K3aaun. Ha KTI noasuancb BapuabenbHble geuenepaunm go 80
yA/MUH C BbICTPbIM BOCCTaHOBNEHMEM. Heob6X0ANMMO OKa3aTb MOMOLLbY.

Lenu obyyeHus:

1. Pacno3HaBaHMe HENPaBU/IbHOTO NONOXKeHUA ronosku (O3TM).

2. MpuHATME peLleHna O NoNbITKe PoTaLMK BaKyymoM (BMecTo nepexoaa K
KecapeBy CEYEHUIO N UCNONb30BAHMA PYYHOMN poTaLmu).

3. TexHMKa poTauMn: HaNOXKEHME YallKN aCMMMETPUYHO (Ha TOUKY, Baunxke
K 3aTbl/IKY), TPAKLUMA C 0AHOBPEMEHHOM poTauunen no ayre.

4. KOHTPO/Ib COCTOAHUA NN04A U peLlleHne Npu Heyaade poTauuu.

Xo0 cyeHapus:
Obyyatowminca amarHoctmpyet O3TI.
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PUHMMAET peleHne O MNOMbITKE POoTaLMOHHOM
MHDOPMUPYET NALUNEHTKY U KOMaHAY.

HaknagbiBaeT 4yawky. [pu nepBoM TpaKUMM C poTaumen ronoBKa
NnoBOpaYMBaeTca 40 NPAMOro 3aTbIJIOYHOrO NpeaseXaHus (CuMynaTop pearnpyer).

Mocne poTauum 3aBepLllaeT TPaKLMKN MO CTaHAAPTHON KPUBOW.

BapmaHT ycnoxkHeHuAa: Ecan obydyatowminca He BbINOJIHAET PoTauuio Uau
aenaet 310 rpybo, cpabaTbiBaeT COCKa/sb3blBaHME 4Yalwku. Heobxoaumo
NepeoLeHUTb CUTYaLMIO.

Kpumuyeckue delicmeusa 0218 oyeHKu:

1. [lnarHOCTMKa NONOXKEHMUS.

2. NMnaHMpoBaHMeE TaKTUKN (pOTaumna BaKyymMmom).

3. MNnaBHaA poTauma No Wupokoi ayre (He pbiyar!).

4. OcTaHOBKa M NepecmoTp N1aHa NPM COCKaNb3bIBaHUN.

OebpnounHr: Korga gonyctMma poTauma BaKkyymom? Yem oHa oTinyaeTcs oT
Tpakumun? KakoBbl KpUTEPMM OTKA3a OT NOMbITKM U NEPexoa K KecapeBy CEYEHUIO?
KakoBa ponb annaypanbHOW aHeCTe3nmn B 3TOM CUeHapum?

CyeHapuli 3: «OcnoxHeHue: COCKanb3bl8aHUE YaWKU»

YpoBeHb: [poaBUHYTbIN.

KnnHunyeckas npegbictopua: PoxkeHuua, 41 Heaena. AnavtensHbin || nepuoa,
Fonoska B O3TTI1, cTaHuMA +1. PelleHO HaNOoXUTb BaKyyM.

BpuduHr ana akywepa: «Bbl npon3senun HafoXeHMe BaKyyM-3KCTPaAKTOpa No
Bcem npasunam. lpu npoBeaeHMU BTOPOM TPAKUMM YaAlWKA COCKOAb3HyNA C
ro/IOBKKM naoga. Bawmn aencrema?»

Lenu obyyeHus:

1. T[lpaBuabHaA peaKkuMa Ha NepBOe COCKaNb3biBaHME: HemendsieHHoe
NpeKpaLweHne TpakLunm.

2. Cuctematmyeckaa OLEHKA MNPUUYMH: MNPOBEPKA MOJIOXKEHMA YaLLKMK,
BaKyyMa, OL,EeHKa NOJIOXKEHUA r0/I0OBKU, NCKAKOYEHNE HECOOTBETCTBUA.

3. MpuHATME 06OCHOBAHHOIO peLleHns: NOBTOpPHaA nonbiTKa (He bonee 2
COCKa/ib3blBaHWUI) UNK Nepexon K anbTepHATUBHOMY MeToay (KecapeBo ceyeHue,
€CNN YCI0BUA UBSMEHUIUCH).

4. KOMMYHMKaLMA C KOMAaHAOM M MAaUMEHTKON O BO3HUKLLEM OCNOXKHEHUN.

Xop, cueHapua:



Bo Bpema BTOPOM TPaKUUM UHCTPYKTOP aKTUBUPYET «COCKa/Ib3bIBaHUEY.

O6yuatoWmincs foNKeEH OCTaHOBUTLCS, COPOCUTL AaBeHME, CHATb YaLlKy.

MpoBecTM NOBTOPHYIO OLEHKY: BAarajulHOe ucciedoBaHue (cumynaTtop
MOXeT OblTb MNepenporpammuMpoBaH, 4TOoObl MOKas3aTb OTEYHOCTb caput
succedaneum man yxygleHue onyuweHms).

MpuHATb peweHne. MNpaBUabHOE PeLLEHUE: eCNU YCA0BUS HE USMEHWUIUCD,
MOKHO Ha/I0XKMTb YaLLKy NOBTOPHO (BO3MOKHO, ApYyroro Tuna/pasmepa) v caenatb
elule oAHy nonbiTKYy. HenpaBuabHOE peleHue: NPOoAOo/IKaATb Tpakumum 6es
NnepeoLeHKN UaM Nocae BTOPOro COCKasb3blBaHMUA.

Kpumuueckue delicmaus 0715 OyeHKuU:

1. HemeaneHHoe npekpaLlLeHme TPAKLMKM NPU COCKaNb3bIBAHUN.

2. lMonHanA nepeoueHKa CUTyaLUMN.

3. lHbopmmpoBaHUe KOMaHAbI.

4. CobntogeHune npaBuna «He 6onee 3 TpaKUUI U 2 COCKaIb3bIBAHUNY.

[Nebpudunr: KakoBbl 5 rnaBHbIX MNPUYMH COCKaJsb3blBaHMA? (HenosHoe
PacKpbITUE, HEMPaBUAbHAA TOYKA NPUNOKEHMA, BbICOKOE PACNONOXKEHNE FTONI0BKM,
HEeCoOTBEeTCTBME, TEXHMYECKAs HeENCNPaBHOCTb). Korga cocKkanb3biBaHWe ABAAETCS
abCcoNtoTHLIM NOKa3aHMEM K Mepexoay Ha KecapeBo cevyeHune?

CyeHapuli 4: «[lpepeaHHAA 8AKYyyM-3KcmpaKyusa. CmeHa memooda unau
nepexoo K Kecapegy ceyeHUH»

YpoBeHb: MacTepckuii (oA cTapinx opaAnHaATOPOB, Bpayen).

KnnHunyeckaa npepabictopua: PoxkeHuua. HanoxeH BaKkyym no nosoay
npeKkpaweHna nporpecca. lNocne AByx TpakUMM M O[HOrO COCKA/Nb3blBAHMA
roNI0BKa onyctunacb A0 +3, HO He poxagaetca. MNoasmance rnybokne nosgHue
aeuenepaunn Ha KTT.

BpuduHr ana akywepa: «Bbl NnpoBoauTe onepaumto BaKyyM-3KCTPaKLUMW.
Mporpecc ectb, HO OH MeaneHHbin. Ha moHuTope: YCC nnoga 90 ya/muH,
aeuenepauma anutca 2,5 MUHYTbI, BOCCTaHOBAeHNEe megsieHHoe. [0N0BKa Ha +3,
BMAHA NOJIOCKa BOAOC. Bawwn gencrena?»

Llenu obyyeHus:
1. PacnosHaBaHWe OCTPON TUMOKCMM NNOAa BO BpemsA NpoBeAeHUs
onepaumu.



2. [lpuHATHE peleHnA O CMeHe MeToda poaopaspelleHnA B YCAOBUAX
«HeyAa4yHoOM» BaKyyYM-3KCTPaKLUUM.

3. OueHKa BO3MOXKHOCTU M 6€30NacHOCTU HANOMKEHMS aKYLLIEPCKUX LMNLOB
(ronoBKa HWU3KO, ycnoBuA ANsA HanoxeHns ManbCTpPéMa UAM aHANIOTUYHbIX €CTb)
WU SKCTPEHHOro Nepexoa K KecapeBy CeYEeHMUIO.

4. YeTKOe /MAEpCcTBO M KOMaHAHaa paboTa: KoopAauHauua C
aHeCcTe3non0rom, HeOHaTO10roM, ONepPaLUOHHOM CECTPON.

Xo0 cyeHapus:

Obyuatowmmnca goMKeH pacno3HaTh yrpoXatolee cocToaHne naoaa.

BbICTPO OLEHUTb HOBYIO CUTYyaLUMIO: FTO/I0BKA Tenepb O4eHb HU3KO (+3), HO
eCTb NpPU3HaKM ancrTpecca.

MPUHATL pelleHMe 0 KOMOUHUPOBAHHOM poaopaspelleHnn (Ho ycnosus
Tenepb NOAXOAAT ANA HMU3KMX BbIXOAHbIX wunuos ) WM , ecan B ycnosusx
CUMYASAUMM 3TO HeoTpabaTbiBaeMbliA HaBblK, O KECAapeBOM CEYEHMW Ha HU3KO
PAcno/I0OXKEHHOW ro/IoBKe .

OTpaTtb YeTKMe yKasaHuA: «[oToBMM onepaymoHHy. AHeCcTe3nos10r — Ha
06bWwMin HapKko3. HeoHaTonor — B 3an. fl NbITalOCb HAMOKUTb WMMLbLI/NPOABUTrato
rO/IOBKY BBEPX».

Kputnyeckmne oencTBmna ana oLEHKN:

1. bbIiCTpaa gMarHOCTUKa guctpecca nnaoaa.

2. Mpuoputet 6e3onacHOCTKU maTepu 1 NaoAa.

3. YeTKnM nnaH 4ENCTBUMA M KOMAHAHAA KOMMYHUKAUMS.

4. 3HaHMe aNITOPUTMa «3aCTPEBAIOLLLEN FOJIOBKU» NMPU KECAPEBOM CEYEHUMN.

0ebpndunHr: KakoBbl KpUTEPUM «HEYAAYHOM» BaKyyM-3KCTpaKuum? KakoBa
PO/ib «KTPEHUPOBOYHOM» TpaKummn? CrpaTterna NPUHATUA PELUEHUN B YCNOBUAX
uenTHoTa. FOpmnanyeckmne acnekTbl 4OKYMEHTUPOBAHUA CMeHbl MeToAa.

3TU cueHapMKn NO3BONAIOT OTPAbOTaTb HE TONIbKO MaHya/IbHble HaBblKW, HO U
KPUTUYECKN BaXKHble KANMHUYECKUE CYXKAEHWUA, NPUHATUE pelueHun u paboty B
KOMaHAe.



