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5. The staff of department :
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- specialists _________________________________________________________________
- nurses ____________________________________________________________________
- hospital aid _______________________________________________________________
6. Description of department:
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PRACTICAL TRAINING ACTIVITY REPORT IN OBSTETRICS AND GYNECOLOGY

	№ 
	Manipulation 
	Minimal
	Done

	1
	Gestational age and date of delivery
	30
	

	2
	Abdominal examination in obstetrics 
	30
	

	3
	Pelviometry
	30
	

	4
	Measurement fundal height of uterus and calculation of  estimated weight of fetus.
	30
	

	5
	Auscultation fetal heart 
	30
	

	6
	Vaginal exam
	10
	

	7
	Obstetrical manuals in 2 stage of labor 
	independenly – 1 or
presence – 10
	

	8
	Partograph ( attached )
	3
	

	9
	Placental separation signs 
	10
	

	10
	Postpartum examination 
	2
	

	11
	Repairs of vaginal tears 
	independenly– 1 or
assistance – 10
	

	12
	Caesarean section 
	assistance – 2 or
presence  – 5
	

	13
	Measurement of estimated blood loss 
	3
	

	14
	Manual control of  uterus  in postpartum 
	independenly – 1 or
presence – 3
	

	15
	Apgar score
	5
	

	16
	Postparum fundal height of uterus 
	20
	

	17
	Postpartum breasts examination 
	20
	

	18
	Dressing 
	10
	

	19
	Care of episiotomy wound 
	10
	

	20
	Removal of stitches 
	10
	

	21
	Examination postpartum woman at discharge 
	5
	

	22
	Speculum examination 
	30
	

	23
	Bimanual examination 
	20
	

	24
	Pap smear ( liquid based cytology, simple cytology) from cervix 
	30
	

	25
	Vaginal swab for culture sensitivity and gram stain 
	30
	

	26
	Colposcopy
	5
	

	27
	Cervical biopsy
	5
	

	28
	Endometrial sample 
	5
	

	29
	Dilatation and curettage
	аssistance – 2 or
presence – 5
	

	30
	Termination of pregnancy till 12 weeks 
	аssistance – 2 or
presence – 5
	

	31
	Hysteroscopy
	аssistance – 2 or
presence – 5
	

	32
	Gynecology operation (name):

_________________________
_________________________
_________________________
_________________________
_________________________
	assistance– 2 or
presence – 5
	

________________
________________
________________
________________
________________

	33
	Hysterosalpingography
	assistance– 1 or
presence – 5
	

	34
	Contraception advice 
	15
	

	35
	Examination of breasts
	30
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Done practical training as a doctors assistant in the department 
(name of department) ________________________________________________________
__________________________________________________________________________
(name of hospital, dispensary )
The rules of hospital: _____________________________________________________
__________________________________________________________________________
Mastering the practical training:_________________________________________________
__________________________________________________________________________
The most fully mastered practical skills:__________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
Level of skills:______________________________________________________________
__________________________________________________________________________
Personal and professional skills:_________________________________________________
__________________________________________________________________________
Relationship with the team:____________________________________________________
__________________________________________________________________________
Skills in medical ethics and deontology:__________________________________________
__________________________________________________________________________
Practical training notes or comments:_____________________________________________
__________________________________________________________________________
Suggestion for university to improve theoretical preparation of student for practical training :
__________________________________________________________________________
__________________________________________________________________________
Conclusion :________________________________________________________________
________________________________________________________________________________________________________________________________________________

	Supervisor of practical training in health care facility 
	


_________________________
	

	Date :
	(signature , stamp .)
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