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EXECUTIVE SUMMARY
STUDY AIMS

CONTEXT

Today, In Vitro Fertilization (IVF) is an important
method for treatment of infertility; it constitutes a
treatment of choice for complicated fertility disorders.

Reproductive rights are the rights of individuals to freely
decide whether to reproduce or not and to attain the
highest standard of sexual and reproductive health
(SRH). For people to realize their reproductive rights,
they should have appropriate access to SRH services,
including prevention and appropriate treatment of
infertility. In 1994, representatives from 179 countries,
delegates from UN agencies, and civil society met in
Cairo for the International Conference on Population and
Development (ICPD). The ICPD determined a global
program of action on population, development, and
individual well-being. It affirmed that “SRH is a
fundamental human right” (UNFPA, 2014). The
Program of Action determined that all countries should
make reproductive health care available to all, including
“prevention and appropriate treatment of infertility”
(ibid).

Despite the fact that the history of IVF in Palestine goes
back to early 1990s, it has not, to date, been adequately
investigated. The number of IVF centers in Palestine has
grown significantly in the past 20 years, with a
corresponding increase in patients having undergone
IVF treatment. Nonetheless, there is little knowledge
about the quality and the outcomes of the services.
There are important information gaps relating to
accessibility, affordability and quality of IVF services in
Palestine.
This study aims to address some of the knowledge gaps
in IVF services. By exploring the demand and provision
of IVF services in Palestine, the study aims to provide
evidence to inform policy development, better
regulation and appropriate provision of this service. This
will complement UNFPA’s extensive work on SRH by
addressing an important, yet neglected area.

Worldwide, 8% to 12% of couples experience fertility
problems. However, there is no consensus about the
actual prevalence of infertility in Palestine.
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Some studies suggest that 7-8% of Palestinian couples
have difficulty conceiving. Infertility and its therapies are
usually associated with psychological, physical, social
and economic challenges, not only for the sub-fertile
couples themselves but also for their extended families.
Given that the Palestinian culture places a high value on
having children, infertility is an issue associated with
significant social stigma and psychological pain for
those affected. Patriarchal norms and traditional
socio-economic household models further place a
greater emphasis on male rather than on female
children, with boys being seen as future caretakers of
families. This adds to the pressure placed on couples not
only to have children, but to have male children. This
social norm is both driven by and is also further
exacerbates prevailing gender inequalities.

7-8%

of Palestinian couples
have difficulty conceiving

FINDINGS
The findings confirm that IVF services in Palestine are
provided at private centers (for profit), outside the
premises of the key services providers, namely Ministry
of Health (MOH), UNRWA and Non-Governmental
Organizations (NGOs). From 2000 to 2006, some
2,767 cases from the Gaza Strip were referred by the
MOH to receive IVF services outside its premises, at a
cost of over 21 million New Israeli Shekels (IL), or around
6 million USD. In the West Bank, the story of referrals to
IVF services was similar. In 2003, 1,339 referrals were
issued, which increased to 1,921 in 2004 and then
dropped to 990 in 2005. Since 2006 the MOH has not
financed IVF services.
Regulation, licensing, and protocols
There is currently limited supervision and regulation of
the service, as IVF is now provided solely outside of the
Ministry of Health financing and facilities. Some
attempts have been made to regulate the sector. In
1998, the Palestinian MOH issued a set of regulations
with some technical specifications intended to regulate
IVF services at the national level.
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In 2015, these were reviewed and modified by the MOH
in the Gaza Strip, while in the West Bank, the 1998
regulations remain the same. The 1998 regulatory
framework contains 28 articles outlining the basis for
licensing of IVF services. However, these are
insufficiently detailed and do not address technical
issues, such as eligibility for IVF, technical protocols,
ethical issues, policies for embryo transfers and many
others.
The inadequacy of the framework is not the only
challenge. Many IVF centers do not adhere to the
regulations at all, despite frequent monitoring by MOH.
This may be because the monitoring is primarily
administrative in nature, without sufficient focus on
technical aspects: inspecting the indications for the
conducted IVF services; reviewing adherence to
technical protocols or conducting clinical audit and
assessing the approaches used in handling the embryos
at the IVF centers. Although the statistics of the IVF
cycles should be available according to the licensing
regulation (article 17), they are not available at the
MOH. Indeed, MOH does not routinely request such
information and IVF centers do not report them.

It is worth noting that the MOH in the Gaza Strip is
trying to centralize the health information systems at
health facilities and to link them to a central database,
however, this has not yet been implemented. Statistics
from 2018 showed that 932 IVF cycles were performed
in the Gaza Strip (based on officially submitted data by
the centers), while the number was 1,169 in 2017. There
were great variations in the number of IVF cycles
conducted by IVF centers ranging from 305 cycles in the
big centers to 11 in the small ones. Most of the women –
some 75% - are under the age of 35. No variations were
noticed among beneficiaries in relation to cultural, social
and demographic factors (except age) in utilizing IVF
services.
The licensing process followed by the MOH for IVF
centers requires the presence of competent human
resources in different specialties. However, the precise
meaning of this is ill-defined and not operationalized in
the current MOH regulations. The assessment team
found that at all IVF centers there is at least one
obstetrician or infertility specialist with experience in the
field of IVF, but there were great variations in the length
and quality of their experiences. Some of them had
short-term training (for a few weeks), while others have
rich experience and worked several years abroad.
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Several had simply learned from previous positions at
IVF clinics, but had no prior experience of critical
procedures such as aspiration of ova and returning back
zygotes. Furthermore, the regulations state that a
biologist with a bachelor's degree in medical
laboratories and recognized experience or a certificate
of competency in this field should be available to work in
the embryo laboratory. In the West Bank, there are 32
embryologists working in the 11 centers. Contrarily, in
the Gaza Strip, only five embryologists are working in
the nine or ten IVF centers. Two of them work in seven
centers; one works in four centers, the remaining three,
each of them works in a separate IVF center. This is
much less than the standard of having two
embryologists per 150 annual IVF cycles. Because each
center works completely independently from other
centers, sharing of experiences does not take place.
Also, as a regulator of service provision, MOH does not
push for sharing experiences and collaborative learning.
Indeed, the study found instead that the field is
characterized by a spirit of unhealthy competition.
Regulations indicate that IVF centers should collaborate
to develop appropriate technical and ethical standards
for IVF services, however, this has not happened.

At the national level, no unified technical protocols that
standardize IVF services exist. Instead, each center
follows its own approach. Examples of themes/practices
that require standardization are medical indications and
eligibility for IVF services, treatment modalities,
technical approach, ethical principles, embryo transfer,
storage, freezing and disposal. Most of the centers’
managers claimed that they use internationally
approved protocols, however, they were unable to
produce these.
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Access to and use of services
The current number of licensed IVF centers in Palestine is 20;
11 in the West Bank and nine in the Gaza Strip (there is an
additional IVF center operating on an occasional basis in the
Gaza Strip, which is unlicensed). With 2.88 million
inhabitants, the ratio of IVF centers in the WB is 3.8 per
million inhabitants, much higher than most countries in the
world. The ratio in the GS is even higher at 5 per million. In
comparison to the neighboring countries, the number of
centers per million in Palestine is higher than Egypt, Jordan
and Lebanon (0.45 per million, 1.74 per million and 2 per
million respectively). The number of IVF centers per million
in Lebanon is just three, serving 6 million inhabitants.
Nonetheless, even this significant number of clinics is not
sufficient to guarantee IVF services for all who wish to use
them. In the Gaza Strip, the coverage of IVF among those
who need it is around 45%. Physical access is not an issue, as
all people could access and benefit from IVF services; rather,
respondents to this study reported overwhelmingly that their
main challenge was affordability and high costs.

Cost of IVF Cycle
$2,500 in the Gaza Strip
$3,500 in the West Bank

People who would be required to cover the costs of IVF
services from their own finances are particularly challenged
given the absence of an equitable health insurance scheme.
In the absence of such support, CBOs, benevolent/religious
associations and political parties occasionally provide
financial assistance for sub-fertile couples.
The assessment team concluded that of the factors that
hinder couples from obtaining IVF services, the economic
situation of the couples ranks first, with many suffering from
difficult financial situations. In some countries, social security
systems and/or health insurance bear all or part of the costs
of IVF services. This is not the case in Palestine, and any
financial support typically comes from certain NGOs, CBOs,
private donors and religious associations. In general,
however, most people who need IVF services have to pay for
them out of own pocket. This cost is in addition to high out of
pocket spending on general health at more than 40% of the
total health expenditure. Respondents (KII and users)
indicated that the total cost for an IVF cycle, including
hormonal therapy and other tests, ranges from $2,000 to
$3,500. It is less in the Gaza Strip (around $2,500) than the
West Bank ($3,000). The cost per IVF cycle is double
(200%) the annual GDP per capita in Palestine, while in
other countries it is much less (for example, it costs 17% of
the annual GDP per capita in Israel and 9% in Korea). The
cost per IVF cycle in some neighboring countries in 2009
was as follows: $4,856 in Israel, $2,428 in Jordan, $6,475 in
Lebanon, $6,475 in Saudi Arabia; $1,618 in Iran and Pakistan.

Double the annual GDP per capita in Palestine
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Quality of services and impact on health, and
social norms
A very significant finding of the study is that IVF centers did
not follow the internationally recommended regulations
regarding the number of embryos to be transferred to the
uterus. In 70% of cases, three to five embryos were
transferred. According to international standards, it should
be no more than two. Both policymakers and service
providers confirmed that IVF services play a significant role
in increasing premature births in Palestine and also
contributing to an increase in the rate of Cesarean Section as
a result of multiple-pregnancy and the possibility of
developing life-threatening complications for women. Also,
IVF constitutes a burden in terms of increasing
hospitalization days, costly management of high-risk cases
and also an increase in life-threatening maternal morbidity.
Moreover, respondents indicate that IVF services contribute
to an increase in the infant mortality rates and infant
morbidity and disabilities resulting from multiple
pregnancies and prematurity.
There are numerous negative impacts on women’s health, as
a result of aggressive hormonal therapy. Among them are
hirsutism (unwanted, male-pattern hair growth in women),
irritability, agitations, headaches, infections, acne, weight
gain, and abnormal menstrual bleeding.

Some women reported that the use of excessive hormonal
therapy has consumed their ova (around 15 per cycle) which
might expose them to early menopause. It is worth noting
that women typically have around 400 to 500 ova for the
entirety of their reproductive life. Some IVF users were in
great danger when health providers didn’t ask them about
their medical history (to identify the presence of other
diseases like heart diseases or diabetes), some were
admitted to the Intensive Care Unit and were near death.
Many key informants and users reported that the health of
some cases was at risk because of engaging them in
hormonal therapy, although such treatment was medically
contraindicated.
Due to gaps in quality in the IVF services, switching centers
by users is a common phenomenon. On average, each couple
tried three different IVF centers and experienced more than
three IVF trails in order to be able to conceive one child,
which further impacted the physical and mental health.
Because the IVF services are not provided by large service
providers, but rather tend to be based at private and relatively
small centers or even in apartments, access to specialized
supportive services for complicated cases and emergencies
is not guaranteed.
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Generally, the physical environments at IVF centers are good,
and are better in the West Bank than the Gaza Strip. Mostly,
IVF centers contain a physicians’ room for doing physical
examinations and providing antenatal care, a room dedicated
to ultrasound-scanning, a theater with anesthesia machine
for withdrawal of oocytes and embryo implantation, a
recovery room, an embryo culture lab, a reception area for
visitors, a secretary office, an administrative office and
bathrooms. Mostly, no semen preparation labs are available
for men. In short, the basic equipment and materials required
for IVF to produce a normal embryo are available at IVF
centers operating in Palestine. However, waiting areas in
some centers are very crowded, with little or no privacy. This
is further complicated by very long waiting hours, which
contribute further to the violation of privacy. IVF users
reported that they have the impression that IVF staff
deliberately keeps them waiting a long time in order to signal
that they are good and desired doctors.
Many beneficiaries expressed dissatisfaction in the way IVF
staff communicated with them, and of a lack of
understanding of the limited information provided to them.
Also, interviews with beneficiaries reflected concerns about
staff attitudes, with many having switched centers due to
having been treated badly.

Some beneficiaries expressed deep dissatisfaction with the
lack of concern for their privacy during physical
examinations, for instance, inadequate space for changing
clothes, having more than one person in the room during
examination, or having to use the toilet to get a semen
sample.
The study team found that staff at IVF centers would accuse
colleagues at other centers of sub-par practices, indicating a
culture of blame and undermining. Users further indicated
that some of the IVF staff engage in bargaining over the price
of services and that they have experienced deception and a
lack of transparency. For example, IVF centers on some
occasions announced they were reducing the costs of IVF
services, but would appear to be making up the amounts by
charging higher prices for additional lab services and drugs.
On occasion, effective reporting with appropriate feedback
mechanisms are available. Although most health providers
acting in Palestine have computerized information systems,
this practice has not yet reached IVF centers. Another
important point is that users of IVF centers are not given any
documents or cards that specify their conditions, so every
time they visit a new center they have to start the journey
again from scratch. This causes a lot of pain, exposure to
medical risks, waste of resources and duplications of efforts.
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According to the data submitted by IVF centers, the overall
success rate (pregnancy rates after IVF) is around 45%,
similar to the rates reported in Europe and USA, although the
age of users is different. A few reported lower rates (around
22%) or significantly higher rates (55% success rates).
These success rates were seen by the assessment team and
policy makers as misleading and biased for several reasons;
including deliberately not reporting all IVF cycles performed
and due to selection bias, as in other countries women who
seek IVF services are usually older and thus have less chance
to conceive. The reported success rates by the Gaza Strip
centers among women aged 36 and older was 35% and 13%
among women over 40 years. In the Gaza Strip, there is a
common belief that the actual success rate (as validated) is
not more than 20%, according to key informants.

Many Palestinian sub-fertile couples suffer from
compounded psychosocial, economic stressors even before
seeking IVF services. The cost of IVF services, side effects of
hormonal therapy, worries and anxieties about the outcome
of the IVF trials, social pressures from relatives and in-laws
all together put psychosocial stress on sub-fertile couples
experiencing IVF. Women reported higher rates of anxiety in
this regard. Usually, the couples are shocked after the failure
of the IVF trials. Therefore, this study concludes that there is
a need for mental health and psychological support and
counselling. None of the centers visited reported providing
meaningful mental health psychosocial support. The majority
of the interviewed couples reported that they received
informal psychological support, mainly from their relatives or
friends, but did not receive it from the IVF staff at the centers
at which they were treated.

Pervasive social norms and patriarchal attitudes around
reproduction and fertility and the pressure to have children is
a critical challenge for sub-fertile couples who need IVF
services. Indeed, the high degree of stigma around IVF may
prevent some couples from seeking services. Among those
who do, stigma may present in other ways. Some infertile
couples did not want to admit that their children were
conceived through IVF.
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IVF and Gender
There are significant gender differences in how the IVF
journey is experienced. IVF impacts women and men
differently, for reasons which relate to social and cultural
norms, physical consequences and the mental health and
psychological burdens.
Both women and men prioritize and place high value on
having children, concerns which are rooted in social norms
and patriarchal traditions. Couples are expected to have
children, especially (multiple) male children. However,
women typically bear the greater social, psychological, and
physical burden when it comes to infertility and IVF. Extreme
pressure is often placed on women, especially young women,
by society and family members, regarding fertility and
childbearing. Women are often blamed for infertility of
couples – even if the infertility problems actually lie with the
man.

IVF can have significant physical effects on women, as they
are the ones who face maternal and fetal related risks due to,
use of aggressive hormonal therapy and its side effects,
invasive surgical procedures, and an increased chance of
pregnancies with multiple babies. The study demonstrates
that many women undergo IVF who do not need it: some are
very young and have not yet had a proper chance to attempt
to get pregnant naturally.
Finally, this study makes is exceedingly clear that it is
important to address the psychological aspects of IVF which,
while they impact women and men, are especially strongly
felt by women. Women are often held responsible for
infertility and can be blamed if they miscarry or if the couple
does not get pregnant. Added to this is the grief women
themselves feel when IVF is unsuccessful: the study
indicates that many couples have unrealistic expectations of
success rates, something which adds to the shock and
sorrow experienced. It is a recommendation of this study that
IVF centers be required to provide support services in this
regard.
It is critical to identify how women and men are impacted
differently by IVF and infertility, and to incorporate this
understanding into relevant policies and protocols, in order to
be able to adequately respond in a gender sensitive manner.
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METHODOLOGY
This assessment used a mixed-methods approach involving
a literature review, quantitative data collection from medical
records and databases of organizations providing IVF
services, and qualitative data collection mainly through
interviewing 46 key informants (19 in the West Bank-WB
and 27 in the Gaza Strip-GS) and 20 beneficiaries. The
assessment team visited almost all facilities providing IVF
services and assessed the physical status of service delivery
points, design and structure of the IVF centers, and the
methods and tools used in providing care. The data collected
were triangulated to produce a multi-layered analysis,
enabling the research team to more fully explore the strength
and weaknesses in service provision, particularly in the
quality of services. Data collection took place in September
through November 2018. All interviews, with appropriate
consent were recorded, translated and transcribed. An open
coding thematic technique was used in data analysis, with
the team unpacking each transcript to extract key issues.
While the staff of IVF centers in the GS had provided the
assessment team with the requested service statistics, the
centers in the WB did not cooperate in this regard, and did
not fill the requested dummy tables. Another limitation of
this study is that the data collected were reliant solely on
self-reported responses. Self-reporting techniques may not
be reliable and may have been influenced by a conflict of
interests and respondent’s subjectivity.

The assessment team claims that on one hand, the staff of
the IVF centers had deliberately under-reported the number
of IVF users they serve and on the other hand overestimated
the pregnancy rates they achieved (success rate). The
assessment team claims that under-reporting the number of
IVF users was more of a tax evasion strategy, while inflating
the success rate was more of a competitive marketing
strategy.
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RECOMMENDATIONS
Overall, IVF services in Palestine require reform in terms of regulation, licensing,
structure, human resources, technical standards, client safety, eligibility and
ethical and legal framing. Policymakers and stakeholders should heavily invest in
improving the quality of IVF services through more effective licensing,
monitoring and supervision systems, and controlling the number of IVF centers
allowed to practice. Also, enhancing collaboration, learning and exchange of
experiences among the IVF staff is essential.
As part of an effort to better regulate and set protocols, MOH may want to
consider merging small IVF centers into larger, better-staffed and
better-equipped centers. Health insurance policies should be reviewed to ensure
that there is a cost-effective sustainable mechanism to help economically
disadvantaged sub-fertile couples who need the IVF services but can’t afford
them. Gaps in the quantity and quality of human resources in the IVF field needs
require urgent attention. The many challenges facing sub-fertile couples,
pressure and expectations on women to be fertile and the social stigma
connected to infertility, which especially impacts women, inadequate
information about IVF, lack of privacy and confidentially, limited psychosocial
services and poor staff attitudes are important issues that require urgent
interventions.
Many of the challenges take on specific gendered dimensions, not least because
women carry the heaviest physical and psychological burden of IVF in many
cases, and therefore require additional information, attention, counselling and
support. The detailed recommendations are as follows:
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Recommendations for development agencies and donors

Provide support to MoH to reform IVF services in order to improve the quality of services, including
development of protocols and standard operating procedures, eligibility criteria, building capacity of
providers (including improved communication and mental health and psychosocial support
capacity).
Advocate for the rights of sub-fertile couples to have appropriate access to infertility care as an
essential part of SRH rights, including supporting health providers to integrate infertility care into
the SRH package of services. Monitor and promote access to infertility care for vulnerable
sub-fertile couples.
In parallel with the above, however, promote human rights based approaches to infertility care,
emphasizing choice, autonomy and women’s rights, and seek to address social norms and
patriarchal expectations which place such a high value on child bearing that the health of the
woman can be seen as secondary.
Support data gathering and research about infertility prevalence, risk factors, quality of services, and
impact of IVF on the public health system.
Support MOH to establish a forum or an association for these centers in collaboration with other
stakeholders.
Sponsor activities in partnership with MOH, key actors and IVF centers aimed at promoting
learning, sharing experiences such as conferences, workshops and scholarship programs for health
providers working in infertility care.
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Recommendations for the Ministry of Health

MOH, in collaboration with key stakeholders, should consider developing a new legal framework for
IVF services in Palestine.
MOH, in collaboration with key stakeholders, should update the IVF licensing system and develop
detailed bylaws to ensure the quality of IVF services. MOH should consider suspending licensing of
new IVF centers until the licensing process has been improved.
The licensing department at MOH should play a more active role in ensuring compliance with
licensing regulations, report any violations of these regulations, and aid in finding corrective
strategies to maintain patient’s safety and rights, particularly taking into account the many findings
relating specifically to women’s concerns.
Increase presence as regulator of IVF services, as national health system regulator, in order to
improve the quality of services at IVF centers. There should be a focus on strengthening the
monitoring and supervision system of the IVF services. Monitoring visits should focus more on
technical performance, standards, safety, governance and promoting good practices.
Lead efforts aimed at determining safe standards for service provision, including developing
technical protocols that standardize the clinical management of IVF services. The standards should
include psychosocial support requirements of centers.
Implement a feasible mechanism to financially support socio-economically disadvantaged couples
who need IVF services, as economically disadvantaged people should not be denied IVF services.
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Recommendations for the Ministry of Health

Detail specifications and experience of the human resources needed (quantitatively and
qualitatively) to safely provide IVF services. It is essential to improve the gaps in human resources,
particularly the embryologists, and technical experts in IVF.
Build capacity in the IVF field, especially by ensuring that an adequate number of embryologists are
trained and available at IVF centers.
Introduce and/or enforce regulations that prevent IVF centers from selling drugs, forcing patients to
use their lab services and charging unnecessarily high costs. Accountability mechanisms should be
implemented to enhance transparency and prevent any violations of clients’ rights. Develop a code
of conduct to ensure professionalism and protection of clients’ rights, with an emphasis on
responding to the many issues faced particularly by women in the IVF process.
Improve efforts to increase awareness of the risks of IVF, particularly as they relate to maternal and
neonatal risks; Monitor and respond to such risks associated with the use of IVF services.
Develop performance indicators and a system for documenting, collecting, reporting, analyzing and
using data. The number of IVF beneficiaries and pregnancy success rates should be tracked,
verified, discussed and audited in order to inform decision making.
In order to better regulate and set protocols, consider improving collaboration among IVF centers
and possibly merging small centers into a larger, better staffed, and better-equipped center. MOH
can act as a catalyst to build and support a collaborative spirit among the centers and consider that
as a part of the licensing system.
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Recommendations for the Ministry of Health

Support continuity of care among services providers through better regulations, functional
coordination mechanisms, and providing proper medical files to patients and appropriate patient
information sharing among IVF centers and obstetricians, midwives, and doctors who provide
antenatal, delivery, and postnatal care. This should include clear guidelines on sharing patient files
with all providers involved in patient care.
Increase community awareness about IVF services, in order to educate about the risks and potential
negative impacts, but also to reduce stigma around utilizing these services. Educate communities to
understand that the reasons for infertility may lie with either women or men and that the burden on
women’s mental and psychological health may be intense.
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Recommendations for IVF centers

Invest heavily in MHPSS and counseling, communication, and enhancing interactions between IVF
staff and beneficiaries. Worries and anxieties originated from inadequate information sharing
should be addressed by providing individual and couples counseling, awareness sessions,
educational materials, prompt feedback and listening to client feedback. IVF staff should be
sensitized to better understand the pressure felt by women undergoing IVF, and to respond to these
by seeking to provide a woman-centered service.
Adopt and implement standard operating procedures, in line with national and international
guidelines.
Promote privacy measures at IVF centers through strengthening governance, structure and
accountability mechanisms, in response to numerous complaints from patients, especially women.
Improve management systems to reduce waiting time, streamline patient flow, exchange feedback
between providers and users, digitalize medical records, and ensure appropriate data management
practices and reporting.
In recognition of the intense pressures – both physical and psychological – that female IVF patients
face, incorporate mental health and psychosocial support services at IVF centers and to put more
emphasis on this important aspect of the care.
Invest in improving the structure and governance at IVF centers, including clarifying roles and
responsibilities, developing policies to ensure transparency, protecting rights and accountability.
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Recommendations for IVF centers

If restrictions on movement allow, invest more heavily in training for IVF service providers. In cases
where there are restrictions on movement in Gaza, centers should explore opportunities for further
training online or by bringing trainers to Gaza.
Review and standardize guidelines on how to meet the specific needs of people living with
disabilities. Improve availability and accessibility to services and information through adapting
infrastructure, develop specific alternative communication strategy, train staff on how to
communicate and behave in order to provide non-judgmental and high-quality services.
Implement improved systems for disposal of hazardous waste.
Ensuring continuity of care through better coordination and exchanging information among IVF
service providers. IVF users should be given documents or cards which contain the information that
should be communicated to other health care providers, such as staff of the maternity unit to
support continuity of care, safety and reduce duplication.
Improve the physical environments, including infection control measures, at IVF centers in order to
ensure that premises at IVF centers are conducive to the provision of quality services.
Fill gaps in equipment and facilities, such as electrical generators.
Develop transparent financial systems.
Establish a professional association that supports the development of technical standards, codes of
conduct, providing training and promoting an exchange of experiences.
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Research recommendations

Conduct large-scale national studies about the prevalence and risk factors of infertility in Palestine,
in order to estimate the magnitude of the problem and the required response in service provision.
Conduct national studies on the impact of IVF services on the public health system, particularly in
regards to reproductive, including maternal, and neonatal health.
Conduct further national studies about infertility services and the formal and informal support
provided to sub-fertile couples.
Improve efforts for an in-depth understanding of physical, social, psychological, and economic
challenges facing people with infertility challenges.
Conduct a large-scale clinical audit to check compliance with the best practice in the provision of
IVF services.
Conduct a large scale study about IVF users’ satisfaction, perspectives, and understanding of
underlying reasons of satisfaction versus dissatisfaction, with a particular emphasis on better
understanding the ways in which women and men experience the IVF journey differently, and on
identifying the underlying social norms which place additional pressure on women clients.
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ﺗﻮﺻﻴﺎت اﻟﺒﺤﺚ
اﺟﺮاء دراﺳﺎت ﻋﻠﻰ ﻣﺴﺘﻮى وﻃﻨﻲ ﺣﻮل اﻧﺘﺸﺎر اﻟﻌﻘﻢ وﻋﻮاﻣﻞ اﻟﺨﻄﺮ ﻓﻲ ﻓﻠﺴﻄﻴﻦ ﻣﻦ أﺟﻞ ﺗﻘﺪﻳﺮ ﺣﺠﻢ اﻟﻤﺸﻜﻠﺔ
واﻻﺳﺘﺠﺎﺑﺔ اﻟﻤﻄﻠﻮﺑﺔ ﻓﻲ ﺗﻘﺪﻳﻢ اﻟﺨﺪﻣﺔ.
إﺟﺮاء دراﺳﺎت وﻃﻨﻴﺔ ﺣﻮل ﺗﺄﺛﻴﺮ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻋﻠﻰ ﻧﻈﺎم اﻟﺼﺤﺔ اﻟﻌﺎﻣﺔ  ،ﻻ ﺳﻴﻤﺎ ﻓﻴﻤﺎ ﻳﺘﻌﻠﻖ ﺑﺎﻟﺼﺤﺔ اﻹﻧﺠﺎﺑﻴﺔ،
ﺑﻤﺎ ﻓﻲ ذﻟﻚ ﺻﺤﺔ اﻷم واﻟﻮﻟﻴﺪ.
إﺟﺮاء ﻣﺰﻳﺪ ﻣﻦ اﻟﺪراﺳﺎت اﻟﻮﻃﻨﻴﺔ ﺣﻮل ﺧﺪﻣﺎت اﻟﻌﻘﻢ واﻟﺪﻋﻢ اﻟﺮﺳﻤﻲ وﻏﻴﺮ اﻟﺮﺳﻤﻲ اﻟﻤﻘﺪم ﻟﻸزواج اﻟﺬﻳﻦ ﻳﻌﺎﻧﻮن ﻣﻦ
اﻟﻌﻘﻢ.
ﺗﺤﺴﻴﻦ اﻟﺠﻬﻮد ﻣﻦ أﺟﻞ زﻳﺎدة اﻟﻮﻋﻲ ﻋﻦ اﻟﺘﺤﺪﻳﺎت اﻟﺠﺴﺪﻳﺔ واﻻﺟﺘﻤﺎﻋﻴﺔ واﻟﻨﻔﺴﻴﺔ واﻻﻗﺘﺼﺎدﻳﺔ اﻟﺘﻲ ﺗﻮاﺟﻪ اﻷﺷﺨﺎص
اﻟﺬﻳﻦ ﻳﻌﺎﻧﻮن ﻣﻦ ﺗﺤﺪﻳﺎت اﻟﻌﻘﻢ.
اﺟﺮاء ﻣﺮاﺟﻌﺎت ﻟﻠﻤﺮاﻛﺰ ﻟﻠﺘﺤﻘﻖ ﻣﻦ اﻻﻣﺘﺜﺎل ﻷﻓﻀﻞ اﻟﻤﻤﺎرﺳﺎت ﻓﻲ ﺗﻮﻓﻴﺮ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﺼﻨﺎﻋﻲ.
إﺟﺮاء دراﺳﺔ واﺳﻌﺔ ﺣﻮل رﺿﺎ ﻣﺴﺘﺨﺪﻣﻲ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ووﺟﻬﺎت ﻧﻈﺮﻫﻢ ،وﻓﻬﻢ اﻷﺳﺒﺎب اﻟﻜﺎﻣﻨﺔ وراء
اﻟﺮﺿﺎواﻳﻀﺎﻋﺪم اﻟﺮﺿﺎ ،ﻣﻊ اﻟﺘﺮﻛﻴﺰ ﺑﺸﻜﻞ ﺧﺎص ﻋﻠﻰ ﻓﻬﻢ أﻓﻀﻞ ﻟﻠﻄﺮق اﻟﺘﻲ ﺗﻤﺮ ﺑﻬﺎ اﻟﻨﺴﺎء واﻟﺮﺟﺎل ﻓﻲ ﻣﺮﺣﻠﺔ اﻟﺘﻠﻘﻴﺢ
ﺿﻐﻮﻃﺎ إﺿﺎﻓﻴﺔ ﻋﻠﻰ اﻟﻌﻤﻼء ﻣﻦ
اﻻﺻﻄﻨﺎﻋﻲ ﺑﺸﻜﻞ ﻣﺨﺘﻠﻒ  ،وﺗﺤﺪﻳﺪ اﻟﻬﻮﻳﺔ اﻻﺟﺘﻤﺎﻋﻴﺔ اﻷﺳﺎﺳﻴﺔ اﻟﻘﻮاﻋﺪ اﻟﺘﻲ ﺗﻤﺎرس
ً
اﻟﻨﺴﺎء.
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ﺗﻮﺻﻴﺎت ﻟﻤﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
اﻻﺳﺘﺜﻤﺎر ﻓﻲ اﻟﺘﺪرﻳﺒﺎت اﻟﻤﻮﺟﻬﺔ ﻟﻤﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت ﻓﻲ ﻫﺬه اﻟﻤﺮاﻛﺰ .ﻓﻲ ﺣﺎل ﻛﺎن ﻫﻨﺎك ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﺘﻨﻘﻞ و اﻟﺨﺮوج
ﻣﻦ ﻏﺰة ،ﻳﻤﻜﻦ ﻟﻠﻤﺘﺪرﺑﻴﻦ ﺗﻠﻘﻲ اﻟﺘﺪرﻳﺒﺎت ﻋﺒﺮ اﻻﻧﺘﺮﻧﺖ او اﺣﻀﺎر ﻣﺪرب ﻣﻦ اﻟﺨﺎرج ﻟﻠﺘﺪرﻳﺐ ﻓﻲ ﻏﺰة.
ﻣﺮاﺟﻌﺔ اﻟﻘﻮاﻧﻴﻦ اﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻻﺷﺨﺎص ذوي اﻻﺣﺘﺒﺎﺟﺎت اﻟﺨﺎﺻﺔ وﺗﻄﻮﻳﺮ اﻟﻤﺮاﻛﺰ ﺑﻤﺎ ﻳﺘﻨﺎﺳﺐ ﻣﻊ ﻫﺬه اﻟﻘﻮاﻧﻴﻦ وﻣﺎ ﻳﻀﻤﻦ
ﺳﻬﻮﻟﺔ وﺻﻮل ﻫﺆﻻء اﻻﺷﺨﺎص ﻟﺘﻠﻚ اﻟﻤﺮاﻛﺰ وﺳﻬﻮﻟﺔ ﺗﻠﻘﻲ اﻟﺨﺪﻣﺎت و اﻟﻤﻌﻠﻮﻣﺎت .ﺑﺎﻻﺿﺎﻓﺔ اﻟﻰ ﺗﺪرﻳﺐ اﻟﻤﻮﻇﻔﻴﻦ
ﻋﻠﻰ ﻛﻴﻔﻴﺔ اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﻻﺷﺨﺎص ذوي اﻻﻋﺎﻗﺔ اﻟﻤﻨﺘﺴﺒﻴﻦ ﻟﻠﻤﺮاﻛﺰ ﻟﻀﻤﺎن ﺗﻘﺪﻳﻢ ﺧﺪﻣﺎت ﻋﺎﻟﻴﺔ اﻟﺠﻮدة.
ﺗﻄﻮﻳﺮ أﻧﻈﻤﺔ ﻟﻠﺘﺨﻠﺺ ﻣﻦ اﻟﻨﻔﺎﻳﺎت اﻟﺨﻄﺮة.
ﺿﻤﺎن اﺳﺘﻤﺮارﻳﺔ ﺗﻘﺪﻳﻢ اﻟﺮﻋﺎﻳﺔ ﻣﻦ ﺧﻼل اﻟﺘﻨﺴﻴﻖ ﺑﺸﻜﻞ اﻓﻀﻞ وﺗﺒﺎدل اﻟﻤﻌﻠﻮﻣﺎت اﻟﻼزﻣﺔ ﺑﻴﻦ ﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت .ﻳﺠﺐ
اﻋﻄﺎء ﻣﺘﻠﻘﻲ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﺑﻄﺎﻗﺎت ﺗﺘﻀﻤﻦ ﻣﻌﻠﻮﻣﺎﺗﻬﻢ اﻟﺸﺨﺼﻴﺔ اﻟﺘﻲ ﺑﺎﻻﻣﻜﺎن ﻣﺸﺎرﻛﺘﻬﺎ ﻣﻊ ﻣﻘﺪﻣﻲ
ﺧﺪﻣﺎت اﺧﺮﻳﻦ ﻛﻤﻮﻇﻒ ﻓﻲ وﺣﺪة اﻟﻮﻻدة ﻟﺪﻋﻢ اﻻﺳﺘﻤﺮارﻳﺔ و اﻻﻣﺎن واﻟﺤﺪ ﻣﻦ اﻻزدواﺟﻴﺔ.
ﺗﻄﻮﻳﺮ اﻟﺒﻴﺌﺔ اﻟﻤﺎدﻳﺔ ﻓﻲ اﻟﻤﺮاﻛﺰ ،ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻧﻈﻤﺔ ﻣﻜﺎﻓﺤﺔ اﻟﻌﺪوى ،ﻟﻀﻤﺎن ﺗﻘﺪﻳﻢ ﺧﺪﻣﺎت ﻋﺎﻟﻴﺔ اﻟﺠﻮدة.
ﻣﺮاﺟﻌﺔ وﺳﺪ اﻟﺜﻐﺮات ﻓﻲ اﻟﻤﻌﺪات واﻟﻤﺮاﻓﻖ ﻣﺜﻞ اﻟﻤﻮﻟﺪات اﻟﻜﻬﺮﺑﺎﺋﻴﺔ.
ﺗﻄﻮﻳﺮ اﻧﻈﻤﺔ ﻣﺎﻟﻴﺔ ذات ﺷﻔﺎﻓﻴﺔ.
ﺗﺄﺳﻴﺲ ﺟﻤﻌﻴﺔ ﻣﻬﻨﻴﺔ ﺗﺪﻋﻢ ﺗﻄﻮﻳﺮ اﻟﻤﻌﺎﻳﻴﺮ اﻟﻔﻨﻴﺔ وﻣﺪوﻧﺎت اﻟﺴﻠﻮك وﺗﻮﻓﻴﺮ اﻟﺘﺪرﻳﺐ وﺗﺸﺠﻴﻊ ﺗﺒﺎدل اﻟﺨﺒﺮات.
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ﺗﻮﺻﻴﺎت ﻟﻤﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
ﺗﻜﺜﻴﻒ اﻟﻌﻤﻞ و اﻟﺘﺮﻛﻴﺰ ﻋﻠﻰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﻴﺔ واﻟﺪﻋﻢ اﻟﻨﻔﺴﻲ اﻻﺟﺘﻤﺎﻋﻲ وﺗﻌﺰﻳﺰ اﻟﺘﻮاﺻﻞ ﺑﻴﻦ ﻃﺎﻗﻢ ﻫﺬه اﻟﻤﺮاﻛﺰ
واﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻣﻨﻬﺎ .ﺗﻘﺪﻳﻢ ﺟﻠﺴﺎت ارﺷﺎدﻳﺔ واﺳﺘﺸﺎرﻳﺔ وﺗﻮﻋﻮﻳﺔ ﻋﻦ اﻟﻤﻮﺿﻮع ﺑﺸﻜﻞ ﻓﺮدي وزوﺟﻲ ودﻋﻢ ﻫﺬه اﻟﻮرﺷﺎت
ﺑﻤﻮاد ﺗﺜﻘﻴﻔﻴﺔ ﻳﻤﻜﻦ ﻟﻤﺘﻠﻘﻲ اﻟﺨﺪﻣﺔ اﻟﺮﺟﻮع اﻟﻴﻬﺎ ﻻﺣﻘﺎ واﻻﺳﺘﻤﺎع ﻟﻬﻢ و اﻻﺟﺎﺑﺔ ﻋﻠﻰ اﺳﺌﻠﺘﻬﻢ .ﻛﻤﺎ ﻳﺠﺐ ﺗﻮﻋﻴﺔ ﻣﻮﻇﻔﻲ
ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻟﻔﻬﻢ اﻟﻀﻐﻂ اﻟﺬي ﺗﺸﻌﺮ ﺑﻪ اﻟﻨﺴﺎء اﻟﻠﻮاﺗﻲ ﻳﺨﻀﻌﻦ ﻟﻌﻤﻠﻴﺎت اﻟﺰراﻋﺔ ﺑﺸﻜﻞ أﻓﻀﻞ  ،واﻟﺴﻌﻲ
ﻟﺘﻮﻓﻴﺮ ﺧﺪﻣﺔ ﺗﺮﻛﺰ ﻋﻠﻰ اﻟﻤﺮأة.
ﺗﺒﻨﻲ وﺗﻨﻔﻴﺬ اﺟﺮاءات اﻟﺘﺸﻐﻴﻞ اﻟﻘﻴﺎﺳﻴﺔ ﺑﻤﺎ ﻳﺘﻤﺎﺷﻰ ﻣﻊ اﻟﻘﻮاﻋﺪ اﻟﺪوﻟﻴﺔ واﻟﻮﻃﻨﻴﺔ.
ﺗﻌﺰﻳﺰ اﻟﺨﺼﻮﺻﻴﺔ ﻓﻲ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻣﻦ ﺧﻼل اﻟﻌﻤﻞ ﻋﻠﻰ ﺗﻘﻮﻳﺔ اﻟﻬﻴﻜﻞ و اﻟﻴﺎت اﻟﻤﺴﺎءﻟﺔ ﻛﺎﺳﺘﺠﺎﺑﺔ ﻟﺸﻜﺎوي
اﻟﻤﺮﺿﻰ وﺧﺎﺻﺔ اﻟﻨﺴﺎء.
ﺗﻄﻮﻳﺮ ﻧﻈﺎم اداري ﻟﻠﺤﺪ ﻣﻦ وﻗﺖ اﻻﻧﺘﻈﺎر وﺗﺒﺎدل اﻟﻤﻌﻠﻮﻣﺎت و اﻟﻤﻼﺣﻈﺎت ﺑﻴﻦ اﻟﻤﺮﺿﻰ وﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺔ ورﻗﻤﻨﺔ
اﻟﺴﺠﻼت اﻟﻄﺒﻴﺔ واﻟﺘﻘﺎرﻳﺮ ﻟﻠﺘﺎﻛﺪ ﻣﻦ ﺻﺤﺔ ﻣﻌﻠﻮﻣﺎت اﻟﻤﺮﺿﻰ وﺗﺴﻬﻴﻞ اﻟﺮﺟﻮع ﻟﻠﻤﻌﻠﻮﻣﺎت.
دﻣﺞ اﻟﺼﺤﺔ اﻟﻨﻔﺴﻴﺔ واﻟﺪﻋﻢ اﻟﻨﻔﺴﻲ اﻻﺟﺘﻤﺎﻋﻲ ﻣﻊ اﻟﺨﺪﻣﺎت اﻻﺧﺮى اﻟﺘﻲ ﺗﻮﻓﺮﻫﺎ اﻟﻤﺮاﻛﺰ وﺗﻜﺜﻴﻒ اﻟﺠﻬﻮد ﻓﻲ ﻫﺬا اﻟﺠﺎﻧﺐ
ﻣﻦ ﺧﺪﻣﺎت اﻟﺮﻋﺎﻳﺔ.
اﻻﺳﺘﺜﻤﺎر ﻓﻲ ﺗﻄﻮﻳﺮ ﻫﻴﻜﻠﺔ و ادارة ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي؛ وﻳﺘﻀﻤﻦ ذﻟﻚ ﺗﻮﺿﻴﺢ اﻻدوار واﻟﻤﺴﺆوﻟﻴﺎت وﺗﻄﻮﻳﺮ
اﻟﺴﻴﺎﺳﺎت اﻟﺘﻲ ﺗﻀﻤﻦ اﻟﺸﻔﺎﻓﻴﺔ وﺣﻤﺎﻳﺔ اﻟﺤﻘﻮق و اﻟﻤﺴﺎءﻟﺔ.
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ﺗﻮﺻﻴﺎت ﻣﻮﺟﻬﺔ ﻟﻮزارة اﻟﺼﺤﺔ
ﺗﻄﻮﻳﺮ ﻣﺆﺷﺮات اﻻداء ﻧﻈﺎم ﺧﺎص ﻟﺠﻤﻊ،ﺗﺤﻠﻴﻞ،اﺑﻼغ واﺳﺘﺨﺪام اﻟﺒﻴﺎﻧﺎت .ﺑﺎﻻﺿﺎﻓﺔ اﻟﻰ ﺗﺘﺒﻊ ﻋﺪد اﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻣﻦ ﻫﺬه
اﻟﺨﺪﻣﺎت ﻻﻋﻼم ﺻﻨﺎع اﻟﻘﺮار ﺑﻬﺎ.
زﻳﺎدة اﻟﻮﻋﻲ اﻟﻤﺠﺘﻤﻌﻲ ﺣﻮل ﻫﺬه اﻟﻌﻤﻠﻴﺔ واﻟﺨﺪﻣﺎت اﻟﻤﺘﻮﻓﺮة اﻟﻤﺘﻌﻠﻘﺔ ﺑﻬﺬه اﻟﻌﻤﻠﺔ ﻟﻴﺲ ﻓﻘﻂ ﻣﻦ اﺟﻞ اﻟﺜﻘﻴﻒ ﺣﻮل
اﻟﻤﺨﺎﻃﺮ واﻵﺛﺎر اﻟﺴﻠﺒﻴﺔ اﻟﻤﺤﺘﻤﻠﺔ  ،وﻟﻜﻦ أﻳﻀﺎ ﻟﻠﺤﺪ ﻣﻦ وﺻﻤﺔ اﻟﻌﺎر اﻟﺘﻲ ﺗﻨﺴﺐ ﻟﻠﻤﺘﻘﺪﻣﻴﻦ ﻟﻬﺬه اﻟﺨﺪﻣﺎت .واﻟﻄﺮق
ﻟﻠﺘﺜﻘﻴﻒ ﺣﻮل اﻟﻌﻘﻢ و اﺳﺒﺎﺑﻪ اﻟﺘﻲ ﻗﺪ ﺗﻜﻮن ﻣﻦ اﻟﻤﺮاة او ﻣﻦ اﻟﺮﺟﻞ وﻟﻴﺲ ﻣﻦ ﺟﻬﺔ اﻟﺰوﺟﺔ ﻓﻘﻂ ﺑﺎﻻﺿﺎﻓﺔ ﻟﻠﻌﺐء اﻟﺼﺤﻲ
اﻟﻌﻘﻠﻴﻲ واﻟﻨﻔﺴﻴﻲ اﻟﺬي ﻳﻘﻊ ﻋﻠﻰ ﻋﺎﺗﻖ اﻟﻤﺮاة.
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ﺗﻮﺻﻴﺎت ﻣﻮﺟﻬﺔ ﻟﻮزارة اﻟﺼﺤﺔ
ﺑﻨﺎء اﻟﻘﺪرات ﻓﻲ ﻣﺠﺎل اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي و ﺑﺎﻻﺧﺺ ﻗﺪرات ﻋﻠﻤﺎء اﻻﺟﻨﺔ ﻣﻦ ﺧﻼل اﻟﺘﺪ\رﻳﺒﺎت اﻟﻤﻨﺎﺳﺒﺔ و اﻟﻤﺴﺘﻤﺮة
وﺗﻮﻇﻴﻔﻬﻢ ﻓﻲ ﺗﻠﻚ اﻟﻤﺮاﻛﺰ.
دﻣﺞ وﻓﺮض اﻟﻠﻮاﺋﺢ اﻟﺘﻲ ﺗﻤﻨﻊ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ ﻣﻦ ﺑﻴﻊ اﻻدوﻳﺔ ﻻﺟﺒﺎر اﻟﻤﺮﺿﻰ ﻋﻠﻰ ﺷﺮاﺋﻬﺎ ﻣﻦ ﻫﺬه اﻟﻤﺮاﻛﺰ وﺑﺎﻟﺘﺎﻟﻲ ﻓﺮض
ﻣﺒﺎﻟﻎ ﺑﺎﻫﻈﺔ ﻋﻠﻰ اﻟﻤﺮﺿﻰ .ﻳﺠﺐ ﺗﻨﻔﻴﺬ آﻟﻴﺎت اﻟﻤﺴﺎءﻟﺔ ﻟﺘﻌﺰﻳﺰ اﻟﺸﻔﺎﻓﻴﺔ وﻣﻨﻊ أي اﻧﺘﻬﺎﻛﺎت ﻟﺤﻘﻮق اﻟﻌﻤﻼء .وﺿﻊ ﻣﺪوﻧﺔ
ﻗﻮاﻋﺪ ﺳﻠﻮك ﻟﻀﻤﺎن اﻻﺣﺘﺮاف وﺣﻤﺎﻳﺔ ﺣﻘﻮق اﻟﻌﻤﻼء  ،ﻣﻊ اﻟﺘﺮﻛﻴﺰ ﻋﻠﻰ اﻻﺳﺘﺠﺎﺑﺔ ﻟﻠﻌﺪﻳﺪ ﻣﻦ اﻟﻘﻀﺎﻳﺎ اﻟﺘﻲ ﺗﻮاﺟﻬﻬﺎ
اﻟﻨﺴﺎء ﺑﺸﻜﻞ ﺧﺎص ﻓﻲ ﻋﻤﻠﻴﺔ اﻟﺘﻠﻘﻴﺢ اﻟﺼﻨﺎﻋﻲ.
اﻟﻌﻤﻞ ﻋﻠﻰ زﻳﺎدة اﻟﻮﻋﻲ ﺑﻤﺨﺎﻃﺮ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي اﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻻم و اﻟﺠﻨﻴﻦ؛ ﻣﺮاﻗﺒﺔ و اﻻﺳﺘﺠﺎﺑﺔ ﻟﻠﻤﺨﺎﻃﺮ اﻟﻨﺎﺟﻤﺔ ﻋﻦ ﺧﺪﻣﺎت
اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي.
دﻋﻢ اﻻﺳﺘﻤﺮارﻳﺔ ﻓﻲ ﺗﻘﺪﻳﻢ اﻟﺮﻋﺎﻳﺔ اﻟﻤﻨﺎﺳﺒﺔ واﻻﻣﺜﻞ ﻣﻦ ﺧﻼل اﻟﻠﻮاﺋﺢ و اﻟﻴﺎت اﻟﺘﻨﺴﻴﻖ ﺑﻴﻦ اﻟﻤﻮﻇﻔﻴﻦ وﺗﻮﻓﻴﺮ اﻟﻤﻠﻔﺎت
اﻟﻄﺒﻴﺔ ﻟﻠﻤﺮﺿﻰ اﻟﺘﻲ ﺗﻀﻤﻦ ﺗﻮﻓﺮ ﺟﻤﻴﻊ اﻟﻤﻌﻠﻮﻣﺎت اﻟﻼزم ﻣﻌﺮﻓﺘﻬﺎ ﻋﻦ اﻟﻤﺮﻳﺾ و ﺣﺎﻟﺘﻪ ووﺟﻮد ارﺷﺎدات واﺿﺤﺔ ﺣﻮل
ﻣﺸﺎرﻛﺔ ﻫﺬه اﻟﻤﻠﻔﺎت ﺑﻴﻦ اﻃﺒﺎء اﻟﺘﻮﻟﻴﺪ و ﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت واﻟﻘﺎﺑﻼت ﻓﻲ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺨﺘﻠﻔﺔ.
ﺗﻨﻈﻴﻢ وﺿﺒﻂ اﻟﺒﺮوﺗﻮﻛﻮﻻت ﺑﺸﻜﻞ أﻓﻀﻞ ﻣﻦ ﺧﻼل ﺗﻌﺰﻳﺰ اﻟﺘﻌﺎون ﺑﻴﻦ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي .وﻳﻤﻜﻦ دﻣﺞ اﻟﻤﺮاﻛﺰ اﻟﺼﻐﻴﺮة
ﻓﻲ ﻣﺮﻛﺰ أﻛﺒﺮ ذات ﻃﺎﻗﻢ ﻣﺘﻤﻜﻦ وﻣﻌﺪات اﻓﻀﻞ .ﻛﻤﺎ وﻳﻤﻜﻦ ﻟﻮزارة اﻟﺼﺤﺔ أن ﺗﻜﻮن ﺣﺎﻓﺰا ﻟﻬﺬه اﻟﻤﺮاﻛﺰﻟﺪﻋﻢ اﻟﺘﻌﺎون ﻓﻴﻤﺎ
ﺟﺰءا ﻣﻦ ﻧﻈﺎم اﻟﺘﺮﺧﻴﺺ.
ﺑﻴﻨﻬﺎ واﻋﺘﺒﺎر ذﻟﻚ ً
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ﺗﻮﺻﻴﺎت ﻣﻮﺟﻬﺔ ﻟﻮزارة اﻟﺼﺤﺔ
ان ﺗﻘﻮم وزارة اﻟﺼﺤﺔ ﺑﺎﻟﺘﻌﺎون ﻣﻊ اﺻﺤﺎب اﻻﺳﻬﻢ ﺑﺘﻄﻮﻳﺮ اﻃﺎر ﻗﺎﻧﻮﻧﻲ ﺧﺎص ﺑﺨﺪﻣﺎت اﻟﺘﺎﻟﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﻓﻠﺴﻄﻴﻦ.
ان ﺗﻘﻮم وزارة اﻟﺼﺤﺔ ﺑﺎﻟﺘﻌﺎون ﻣﻊ اﺻﺤﺎب اﻟﻤﺼﺎﻟﺢ ﻳﺘﻄﻮﻳﺮ ﻧﻈﺎم اﻟﺘﺮﺧﻴﺺ و اﻟﻠﻮاﺋﺢ اﻟﺨﺎﺻﺔ ﺑﺎﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻟﻀﻤﺎن
ﺟﻮدة اﻟﺨﺪﻣﺔ اﻟﻤﻘﺪﻣﺔ ﻓﻲ ﻫﺬا اﻟﻤﺠﺎل .ﻛﻤﺎن ﻳﺠﺐ ان ﺗﻌﻤﻞ ﻋﻠﻰ اﻳﻘﺎف ﺗﻄﻮﻳﺮ ،ﺑﻨﺎء او ﻓﻨﺢ ﻣﺮاﻛﺰ ﺟﺪﻳﺪة ﺣﺘﻰ ﻳﺘﻢ ﺗﻄﻮﻳﺮ
اﻟﻨﻈﺎم اﻟﻘﺎﻧﻮﻧﻲ.
ﻧﺸﺎﻃﺎ ﻓﻲ اﻻﻣﺘﺜﺎل ﻷﻧﻈﻤﺔ اﻟﺘﺮﺧﻴﺺ واﻹﺑﻼغ ﻋﻦ أي اﻧﺘﻬﺎﻛﺎت ﻟﻬﺬه
دورا أﻛﺜﺮ
ً
أن ﻳﻠﻌﺐ ﻗﺴﻢ اﻟﺘﺮﺧﻴﺺ ﻓﻲ وزارة اﻟﺼﺤﺔ ً
اﻟﻠﻮاﺋﺢ واﻟﻘﻮاﻧﻴﻦ واﻻﺧﺬ ﺑﻌﻴﻦ اﻻﻋﺘﺒﺎر ﻛﻞ اﻟﻨﺘﺎﺋﺞ اﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻟﻤﺮاة.
ﻳﺠﺐ ان ﻳﻜﻮن ﻫﻨﺎك ﺗﺮﻛﻴﺰ اﻛﺒﺮ ﻋﻠﻰ ﺗﻌﺰﻳﺰ ﻧﻈﺎم اﻟﻤﺮاﻗﺒﺔ ﻋﻠﻰ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي و ذﻟﻚ ﻣﻦ ﺧﻼل اﻟﺰﻳﺎرات اﻟﻤﺘﺘﺎﻟﻴﺔ
و اﻟﻤﺴﺘﻤﺮة ﻟﻠﻤﺮاﻛﺰ ﻟﺘﻘﻴﻴﻢ اﻻﻋﻤﺎل اﻟﻔﻨﻴﺔ ،اﻟﻤﻌﺎﻳﻴﺮ ،اﻻﻣﺎن ،اﻟﺤﻜﻢ.
ﺗﺤﺪﻳﺪ ﻣﻌﺎﻳﻴﺮ اﻣﻨﺔ ﻟﻠﺨﺪﻣﺎت اﻟﻤﺘﻮﻓﺮة ﺑﻤﺎ ﻓﻲ ذﻟﻚ ﺗﻄﻮﻳﺮ اﻟﺒﺮوﺗﻮﻛﻮﻻت اﻟﻔﻨﻴﺔ اﻟﺘﻲ ﺗﻮﺣﺪ إدارة اﻟﺨﺪﻣﺎت ﻓﻲ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺞ
اﻟﻤﺠﻬﺮي .ﻳﺠﺐ أن ﺗﺸﻤﻞ اﻟﻤﻌﺎﻳﻴﺮ ﻣﺘﻄﻠﺒﺎت اﻟﺪﻋﻢ اﻟﻨﻔﺴﻲ واﻻﺟﺘﻤﺎﻋﻲ ﻟﻠﻤﺮاﻛﺰ.
ﺗﻨﻔﻴﺬ اﻟﻴﺔ ﻟﻤﺴﺎﻋﺪة ودﻋﻢ اﻻزواج اﻟﻤﺤﺘﺎﺟﺔ ﻟﻠﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،ﺣﻴﺚ ﻻ ﻳﻨﺒﻐﻲ ﺣﺮﻣﺎن اﺣﺪ ﻣﻦ اﺟﺮاء ﻫﺬه اﻟﻌﻤﻠﻴﺔ ﺑﺴﺒﺐ
اﻟﻮﺿﻊ اﻻﻗﺘﺼﺎدي.
ﺗﺤﺪﻳﺪ اﻟﻤﻮاﺻﻔﺎت و اﻟﻤﺆﻫﻼت واﻟﺨﺒﺮات اﻟﺘﻲ ﻳﺠﺐ ان ﺗﺘﻮاﻓﺮ ﻓﻲ ﻃﺎﻗﻢ ﺗﻘﺪﻳﻢ اﻟﺨﺪﻣﺎت ﻓﻲ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
وﺧﺎﺻﺔ ﻟﻠﺨﺒﺮاء اﻟﺘﻘﻨﻴﻴﻦ.
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ﺗﻮﺻﻴﺎت ﻟﻮﻛﺎﻻت اﻟﺘﻨﻤﻴﺔ و اﻟﺠﻬﺎت اﻟﻤﺎﻧﺤﺔ
ﺗﻘﺪﻳﻢ اﻟﺪﻋﻢ ﻟﻮزارة اﻟﺼﺤﺔ ﻟﺘﺤﺴﻴﻦ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﺼﻨﺎﻋﻲ ﻣﻦ أﺟﻞ ﺿﻤﺎن اﻟﺠﻮدة  ،ﻫﺬا ﻳﺘﻀﻤﻦ ﺗﻄﻮﻳﺮ اﻟﺒﺮوﺗﻮﻛﻮﻻت
وإﺟﺮاءات اﻟﺘﺸﻐﻴﻞ اﻟﻘﻴﺎﺳﻴﺔ  ،وﻣﻌﺎﻳﻴﺮ اﻷﻫﻠﻴﺔ  ،وﺑﻨﺎء ﻗﺪرات ﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت )ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻻﺗﺼﺎل واﻟﺘﻮاﺻﻞ ،اﻟﺼﺤﺔ
اﻟﺬﻫﻨﻴﺔ واﻟﺪﻋﻢ اﻟﻨﻔﺴﻲ(
دﻋﻢ و اﻟﺪﻓﺎع ﻋﻦ ﺣﻘﻮق اﻻزواج اﻟﺬﻳﻦ ﻳﻌﺎﻧﻮن ﻣﻦ ﺿﻌﻒ ﻓﻲ اﻟﺨﺼﻮﺑﺔ ،ﻛﺤﻖ ﻣﻦ ﺣﻘﻮﻗﻬﻢ اﻟﺠﻨﺴﻴﺔ واﻻﻧﺠﺎﺑﻴﺔ ،ﻟﻠﺤﺼﻮل
ﻋﻠﻰ اﻟﺮﻋﺎﻳﺔ اﻟﻤﻨﺎﺳﺒﺔ وذﻟﻚ ﻣﻦ ﺧﻼل دﻣﺞ ﻫﺬه اﻟﺨﺪﻣﺔ ﻓﻲ ﻣﺠﻤﻮﻋﺔ اﻟﺨﺪﻣﺎت اﻟﺘﻲ ﺗﻘﻊ ﺗﺤﺖ ﻣﺴﻤﻰ "اﻟﺨﺪﻣﺎت اﻟﺼﺤﻴﺔ
واﻻﻧﺠﺎﺑﻴﺔ".
ﺑﺎﻟﺘﻮازي ﻣﻊ ﻣﺎ ذﻛﺮ اﻋﻼه ،ﻳﺠﺐ اﻟﻌﻤﻞ ﻋﻠﻰ ﺗﻌﺰﻳﺰ ﺣﻘﻮق اﻻﻧﺴﺎن ﻓﻴﻤﺎ ﻳﺘﻌﻠﻖ ﺑﺎﻟﻌﻘﻢ ﺑﺎﻟﺘﺮﻛﻴﺰ ﻋﻠﻰ ﺣﻘﻮق اﻟﻤﺮاة ،ﺣﺮﻳﺔ
اﻻﺧﺘﻴﺎر و اﻻﺳﺘﻘﻼﻟﻴﺔ وﻣﻌﺎﻟﺠﺔ اﻻﻋﺮاف واﻟﺘﻘﺎﻟﻴﺪ اﻟﺘﻲ ﺗﻨﻈﺮ اﻟﻰ ﺻﺤﺔ اﻟﻤﺮاة ﻛﺎﻫﻤﻴﺔ ﺛﺎﻧﻮﻳﺔ واﻻﺳﺎﺳﻴﺔ ﻫﻲ اﻧﺠﺎب اﻛﺒﺮ
ﻋﺪد ﻣﻤﻜﻦ ﻣﻦ اﻻﻃﻔﺎل.
دﻋﻢ اﻟﺒﺤﻮﺛﺎت و ﻋﻤﻠﻴﺔ ﺟﻤﻊ اﻟﻤﻌﻠﻮﻣﺎت اﻟﺘﻲ ﺗﺘﻌﻠﻖ ﺑﺎﻧﺘﺸﺎر اﻟﻌﻘﻢ ،اﻟﻤﺨﺎﻃﺮ ،اﻟﺨﺪﻣﺎت وﺗﺎﺛﻴﺮ ﻋﻤﻠﻴﺔ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻋﻠﻰ
اﻟﻨﻈﺎم اﻟﺼﺤﻲ اﻟﻌﺎم.
ﻣﺴﺎﻋﺪة وزارة اﻟﺼﺤﺔ ﻓﻲ ﺗﺸﻜﻴﻞ ﻣﻨﺘﺪى او اﺋﺘﻼف ﻳﺠﻤﻊ ﻫﺬه اﻟﻤﺮاﻛﺰ ﺑﺎﻟﺸﺮاﻛﺔ ﻣﻊ اﺻﺤﺎب اﻟﻤﺼﺎﻟﺢ.
ﺗﻤﻮﻳﻞ اﻟﻨﺸﺎﻃﺎت اﻟﻤﺸﺘﺮﻛﺔ ﺑﻦ وزارة اﻟﺼﺤﺔ وﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي اﻟﺘﻲ ﺗﻌﻤﻞ ﻋﻠﻰ ﺗﻌﺰﻳﺰ اﻟﺘﺜﻘﻴﻒ و ﺗﺒﺎدل اﻟﺨﺒﺮات
ﻛﺎﻟﻤﺆﺗﻤﺮات ،ورش اﻟﻌﻤﻞ و اﻟﻤﻨﺢ ﻟﻤﻘﺪﻣﻲ اﻟﺨﺪﻣﻤﺎت ﻓﻲ ﻣﺠﺎل رﻋﺎﻳﺔ ﺿﻌﻒ اﻟﺨﺼﻮﺑﺔ.
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اﻟﺘﻮﺻـﻴﺎت
ﺑﺸﻜﻞ ﻋﺎم ،ﺗﺘﻄﻠﺐ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﻓﻠﺴﻄﻴﻦ اﻋﺎدة اﺻﻼح ﻣﻦ
ﻧﺎﺣﻴﺔ اﻟﻘﻮاﻧﻴﻦ ،اﻟﺘﺮﺧﻴﺺ ،اﻟﺒﻨﺎء ،اﻟﻤﻮارد اﻟﺒﺸﺮﻳﺔ ،اﻟﻤﻌﺎﻳﻴﺮ اﻟﻔﻨﻴﺔ ،اﻻﻣﺎن ﺗﺤﺖ
اﻻﻃﺎر اﻻﺧﻼﻗﻲ واﻟﻘﺎﻧﻮﻧﻲ .وﻫﺬا ﻳﻜﻮن ﻣﻦ ﺧﻼل اﺻﺤﺎب اﻟﻘﺮار و ﺟﻬﻮدﻫﻢ
ﺑﺎﻻﺳﺘﺜﻤﺎر ﻓﻲ ﺗﺤﺴﻴﻦ ﺟﻮدة اﻟﺨﺪﻣﺎت اﻟﻤﺘﻮﻓﺮة واﻟﻤﺘﺎﺑﻌﺔ اﻟﻤﺴﺘﻤﺮة
اﻟﻤﺮﺧﺼﺔ ﻟﺘﻮﻓﻴﺮ ﻣﺜﻞ ﻫﺬه اﻟﺨﺪﻣﺎت.
ّ
واﻻﺷﺮاف ﻋﻠﺮ اﻟﺘﺮاﺧﻴﺺ و اﻟﻤﺮاﻛﺰ
ﻛﺠﺰء ﻣﻦ ﺗﻨﻈﻴﻢ اﻟﺒﺮوﺗﻮﻛﻮﻻت اﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،ﺗﺤﺘﺎج اﻟﻮزارة اﻟﻰ دﻣﺞ
اﻟﻤﺮاﻛﺰ اﻟﺼﻐﻴﺮة وﺗﻮﺣﻴﺪ اﻟﺠﻬﻮد ﻟﺘﺼﺒﺢ ﻣﺮاﻛﺰ ﻛﺒﻴﺮة ذات ﻓﻌﺎﻟﻴﺔ اﻛﺒﺮ .ﺑﺎﻻﺿﺎﻓﺔ
اﻟﻰ ﺿﺮورة اﻋﺎدة ﺗﺸﻜﻴﻞ اﻟﺒﺮوﺗﻮﻛﻮل ﻟﻴﺘﻀﻤﻦ اﻟﻴﺔ ﻣﺴﺘﺪاﻣﺔ ﻓﻌﺎﻟﺔ ﻣﻦ ﺣﻴﺚ
اﻟﺘﻜﻠﻔﺔ ﻟﻤﺴﺎﻋﺪة اﻻزواج ﻏﻴﺮ اﻟﻘﺎدرﻳﻦ ﻣﺎدﻳﺎ واﻟﻤﺤﺘﺎﺟﻴﻦ ﻟﺨﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي .وﻧﻈﺮا ﻟﻜﺜﺮة اﻟﺘﺤﺪﻳﺎت اﻟﺘﻲ ﻳﻮاﺟﻬﻬﺎ اﻻزواج وﺧﺎﺻﺔ اﻟﺰوﺟﺎت –ذﻛﺮت
ﺳﺎﺑﻘﺎ -ﻓﺎﻧﻪ ﻳﺠﺐ اﻟﺘﺮﻛﻴﺰ ﻋﻠﻰ اﻟﺒﻌﺪ اﻟﻨﻔﺴﻲ واﻟﻌﻘﻠﻲ وذﻟﻚ ﻣﻦ ﺧﻼل ﺗﻮﻓﻴﺮ
اﻟﺪﻋﻢ اﻟﻤﺴﺘﻤﺮ ﻟﻬﻢ ،ارﺷﺎدﻫﻢ وﺗﺰوﻳﺪﻫﻢ ﺑﺎﻟﻤﻌﻠﻮﻣﺎت اﻟﻼزﻣﺔ.
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إن ﺗﻜﺎﻟﻴﻒ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،واﻵﺛﺎر اﻟﺠﺎﻧﺒﻴﺔ ﻟﻠﻌﻼج اﻟﻬﺮﻣﻮﻧﻲ ،واﻟﻤﺨﺎوف واﻟﻘﻠﻖ ﻣﻦ ﻋﻤﻠﻴﺔ اﻟﺰراﻋﺔ ،واﻟﻀﻐﻮط اﻻﺟﺘﻤﺎﻋﻴﺔ ﻣﻦ اﻷﻗﺎرب
وﺧﺎﺻﺔ اﻟﺤﻤﺎة ﻛﻠﻬﺎ ﻣﺠﺘﻤﻌﺔ ﺗﺜﻘﻞ ﻛﺎﻫﻞ اﻷزواج وﺗﺆدي اﻟﻰ ﺿﻐﻮﻃﺎت ﻧﻔﺴﻴﺔ واﺟﺘﻤﺎﻋﻴﺔ واﻗﺘﺼﺎدﻳﺔ ﺣﺎدة ﺗﺆﺛﺮ ﻋﻠﻰ اﻟﺰوﺟﺎت ﺑﻨﺴﺒﺔ أﻛﺒﺮ ﻣﻦ اﻷزواج،
ﻋﻼوة ﻋﻠﻰ أن اﻷزواج اﻟﻔﻠﺴﻄﻴﻨﻴﻮن اﻟﺬﻳﻦ ﻳﻌﺎﻧﻮن ﻣﻦ ﻣﺸﺎﻛﻞ ﻓﻲ اﻹﻧﺠﺎب ﻳﻌﺎﻧﻮن ﻣﻦ اﻟﻀﻐﻮﻃﺎت اﻟﻨﻔﺴﻴﺔ اﻻﺟﺘﻤﺎﻋﻴﺔ واﻻﻗﺘﺼﺎدﻳﺔ ﺣﺘﻰ ﻗﺒﻞ
اﻟﺒﺪء ﻓﻲ رﺣﻠﺔ اﻟﻌﻼج .ﻋﺎدة ﻣﺎ ﻳﺼﺎب اﻷزواج ﺑﺎﻟﺼﺪﻣﺔ ﺑﻌﺪ ﻓﺸﻞ ﻋﻤﻠﻴﺔ اﻟﺰراﻋﺔ ،وﺧﺎﺻﺔ اﻟﺰوﺟﺔ .ﻟﺬﻟﻚ ،ﻫﻨﺎك ﺣﺎﺟﺔ ﻣﻠﺤﺔ ﻟﻠﺪﻋﻢ اﻟﻨﻔﺴﻲ .وﻗﺪ ﺑﻴﻨﺖ
اﺟﺘﻤﺎﻋﻴﺎ ﺑﺸﻜﻞ ﻓﺎﻋﻞ .وﻗﺪ أﻛﺪ ﻏﺎﻟﺒﻴﺔ اﻷزواج اﻟﺬﻳﻦ
ﻧﻔﺴﻴﺎ أو
دﻋﻤﺎ
اﻟﺪراﺳﺔ أﻧﻪ ﻟﻢ ﻳﺘﻢ اﻹﺷﺎرة ﻓﻲ أي ﻣﻦ اﻟﻤﺮاﻛﺰ اﻟﺘﻲ ﺗﻤﺖ زﻳﺎرﺗﻬﺎ اﻟﻰ أﻧﻬﺎ ﻗﺪﻣﺖ
ً
ً
ً
ﺗﻤﺖ ﻣﻘﺎﺑﻠﺘﻬﻢ أن اﻟﺪﻋﻢ اﻟﻨﻔﺴﻲ اﻟﺬي ﺗﻠﻘﻮه ﻛﺎن ﻣﻦ ﻗﺒﻞ أﻗﺎرﺑﻬﻢ أو أﺻﺪﻗﺎﺋﻬﻢ ،ﻟﻜﻨﻬﻢ ﻟﻢ ﻳﺘﻠﻘﻮه ﻓﻲ اﻟﻤﺮاﻛﺰ اﻟﺘﻲ ﻋﻮﻟﺠﻮا ﻓﻴﻬﺎ.
ً
وﻓﻘﺎ ﻟﻠﺒﻴﺎﻧﺎت اﻟﻤﻘﺪﻣﺔ ﻣﻦ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،وﻋﻠﻰ ﻏﺮار اﻟﻤﻌﺪﻻت اﻟﻤﺴﺠﻠﺔ ﻓﻲ أوروﺑﺎ واﻟﻮﻻﻳﺎت اﻟﻤﺘﺤﺪة اﻷﻣﺮﻳﻜﻴﺔ ،ﻓﺈن إﺟﻤﺎﻟﻲ ﻣﻌﺪل
اﻟﻨﺠﺎح ﻟﻌﻤﻠﻴﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي )ﺣﺪوث ﺣﻤﻞ( ﺣﻮاﻟﻲ  .%45ﻣﻊ اﻟﻌﻠﻢ أن أﻗﻞ ﻣﻌﺪل ﻟﻨﺠﺎح ﻋﻤﻠﻴﺎت اﻟﺰراﻋﺔ اﻟﺘﻲ ﺳﺠﻠﺖ ﻓﻲ إﺣﺪى اﻟﻤﺮاﻛﺰ ﻛﺎﻧﺖ
ﺣﻮاﻟﻲ  %22و أﻋﻠﻰ ﻣﻌﺪﻻت ﺑﻠﻐﺖ ﺣﻮاﻟﻲ  .%55ﻗﺪ ﻳﻨﻈﺮ إﻟﻰ ﻣﻌﺪﻻت اﻟﻨﺠﺎح ﻫﺬه ﻋﻠﻰ أﻧﻬﺎ ﻣﻀﻠﻠﺔ وﻣﺘﺤﻴﺰة ﺑﺴﺒﺐ ﻋﺪة أﺳﺒﺎب ﻣﻨﻬﺎ :ﻋﺪم اﻹﺑﻼغ
ً
ﻋﻤﺪا ﻋﻦ ﺟﻤﻴﻊ دورات اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي اﻟﺘﻲ ﺗﺘﻢ ،وﻛﺬﻟﻚ ﺑﺴﺒﺐ أﻋﻤﺎر اﻟﻤﺴﺘﻔﻴﺪﻳﻦ اﻟﻴﺎﻓﻌﺔ ،ﺑﺨﻼف ﻣﺎ ﻫﻮ اﻟﺤﺎل ﻓﻲ اﻟﺒﻠﺪان اﻷﺧﺮى ،ﺣﻴﺚ ﺗﺒﺪأ ﻓﻴﻬﺎ
اﻟﻨﺴﺎء ﺗﻠﻘﻲ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﺳﻦ أﻛﺒﺮ ﻣﻤﺎ ﻫﻮ ﻣﻮﺟﻮد ﻓﻲ ﻓﻠﺴﻄﻴﻦ ،وﺑﺎﻟﺘﺎﻟﻲ ﺗﻘﻞ ﻓﺮص اﻟﺤﻤﻞ ،وﻗﺪ ﻛﺎﻧﺖ ﻣﻌﺪﻻت ﻧﺠﺎح اﻟﺤﻤﻞ ﻓﻲ
ﻗﻄﺎع ﻏﺰة ﺑﻴﻦ اﻟﺴﻴﺪات اﻟﻤﺘﻘﺪﻣﺎت ﻓﻲ اﻟﻌﻤﺮ ﻣﺘﻤﺎﺛﻠﺔ ﻟﻤﺎ ﻫﻲ ﻋﻠﻴﻪ ﻓﻲ اﻟﺒﻠﺪان اﻷﺧﺮى اﻟﻰ ﺣﺪ ﻣﺎ ،ﻓﻘﺪ أﻓﺎدت اﻹﺣﺼﺎﺋﻴﺎت أن ﻧﺴﺐ ﻧﺠﺎح ﺣﺪوث
ﺣﻤﻞ ﻛﺎﻧﺖ ﻗﻠﻴﻠﺔ ﺑﻴﻦ اﻟﻨﺴﺎء اﻟﺘﻲ ﺗﺰﻳﺪ أﻋﻤﺎرﻫﻦ ﻋﻦ  36ﺳﻨﺔ وﻗﺪ ﺑﻠﻐﺖ ﺣﻮاﻟﻲ  ،%35و ﺗﺘﺪﻧﻰ اﻟﻨﺴﺒﺔ اﻟﻰ ﺣﻮاﻟﻲ  %13ﺑﻴﻦ اﻟﻨﺴﺎء ﻓﻮق ﺳﻦ
اﻷرﺑﻌﻴﻦ .ﻣﻊ اﻻﻋﺘﻘﺎد اﻟﺴﺎﺋﺪ ﺑﻴﻦ اﻟﻤﺴﺌﻮﻟﻴﻦ ﻓﻲ ﻗﻄﺎع ﻏﺰة ﺑﺄن ﻧﺴﺐ اﻟﻨﺠﺎح اﻟﺨﺎم اﻟﺤﻘﻴﻘﻴﺔ ﻻ ﺗﺘﻌﺪى .%20
أﻛﺪ ﻛﻞ ﻣﻦ ﺻﺎﻧﻌﻲ اﻟﺴﻴﺎﺳﺎت وﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت أن ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﺗﺴﺎﻫﻢ ﺑﺸﻜﻞ ﻛﺒﻴﺮ ﻓﻲ زﻳﺎدة ﻣﻌﺪﻻت اﻷﻃﻔﺎل اﻟﺨﺪج ﻛﻤﺎ وﺗﺴﺎﻫﻢ
ً
ً
ﻋﺒﺌﺎ ﻋﻠﻰ اﻟﻨﻈﺎم اﻟﺼﺤﻲ ﻣﻦ ﺣﻴﺚ
أﻳﻀﺎ ﻓﻲ زﻳﺎدة ﻣﻌﺪل اﻟﻮﻻدات اﻟﻘﻴﺼﺮﻳﺔ .ﺑﺎﻹﺿﺎﻓﺔ اﻟﻰ أﻧﻬﺎ ﺗﺰﻳﺪ ﻣﻦ ﺣﺎﻻت اﻟﺤﻤﻞ اﻟﺨﻄﺮ ﻟﺪى اﻟﻨﺴﺎء ﻣﺎ ﻳﺸﻜﻞ
زﻳﺎدة أﻳﺎم دﺧﻮل اﻟﻤﺴﺘﺸﻔﻰ ﻟﺘﻠﻚ اﻟﺤﺎﻻت وزﻳﺎدة ﺗﻜﺎﻟﻴﻒ ﻋﻼﺟﻬﺎ ،ﻋﻼوة ﻋﻠﻰ أﻧﻬﺎ ﺗﺰﻳﺪ ﻣﻦ ﻣﻌﺪﻻت اﻟﻤﺮاﺿﺔ ﺑﻴﻦ اﻟﺴﻴﺪات .وﻣﻦ ﺑﻴﻦ اﻟﻨﺘﺎﺋﺞ
ً
أﺣﻴﺎﻧﺎ ﺑﺸﻜﻞ ﻣﻔﺮط وﻏﻴﺮ ﻣﺒﺮر ﻛﻤﺎ أﻓﺎد
اﻟﺴﻠﺒﻴﺔ اﻷﺧﺮى ﻟﺨﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻋﻠﻰ ﺻﺤﺔ اﻟﺰوﺟﺎت ،اﻵﺛﺎر اﻟﺠﺎﻧﺒﻴﺔ ﻟﻠﻌﻼج اﻟﻬﺮﻣﻮﻧﻲ واﻟﺬي ﻳﺴﺘﺨﺪم
ﺑﻪ اﻟﻌﺪﻳﺪ ﻣﻦ اﻟﻤﺸﺎرﻛﻴﻦ ﺑﺎﻟﺪراﺳﺔ ﺑﺘﻌﺮﺿﻬﻢ ﻟﻠﻌﺪﻳﺪ ﻣﻦ اﻟﻤﺨﺎﻃﺮ ﺑﻤﺎ ﻓﻲ ذﻟﻚ زﻳﺎدة اﻟﺸﻌﺮ ﻓﻲ اﻟﻮﺟﻪ ﻋﻨﺪ اﻟﻨﺴﺎء ،واﻟﺘﻬﻴﺞ ،واﻟﺼﺪاع ،واﻻﻟﺘﻬﺎﺑﺎت،
وﺣﺐ اﻟﺸﺒﺎب ،وزﻳﺎدة اﻟﻮزن وﻧﺰﻳﻒ ﻏﻴﺮ ﻃﺒﻴﻌﻲ ﻧﺘﻴﺠﺔ ﻟﻠﻌﻼﺟﺎت اﻟﻬﺮﻣﻮﻧﻴﺔ اﻟﻤﻜﺜﻔﺔ .وﻗﺪ اﺷﺘﻜﺖ ﺑﻌﺾ اﻟﻤﺸﺎرﻛﺎت ﻣﻦ أن اﺳﺘﺨﺪام اﻟﻌﻼج اﻟﻬﺮﻣﻮﻧﻲ
اﻟﻤﻔﺮط ﻳﺆدي اﻟﻰ اﺳﺘﻬﻼك ﻛﻢ ﻛﺒﻴﺮ ﻣﻦ اﻟﺒﻮﻳﻀﺎت ﻟﺪﻳﻬﻦ )ﺣﻮاﻟﻲ  15ﺑﻮﻳﻀﺔ ﻟﻜﻞ دورة( ﻣﻤﺎ ﻗﺪ ﻳﻌﺮﺿﻬﻦ إﻟﻰ اﻟﺪﺧﻮل اﻟﻤﺒﻜﺮ ﻓﻲ ﺳﻦ اﻟﻴﺄس.
وﺗﺠﺪر اﻹﺷﺎرة ﻫﻨﺎ إﻟﻰ أن اﻟﻘﺪرة اﻟﺘﻨﺎﺳﻠﻴﺔ ﻟﻠﻤﺮأة ﻣﺤﺪودة ﺑﺸﻜﻞ ﻋﺎم ﺣﻴﺚ أن ﻛﻞ اﻣﺮأة ﺗﻨﺘﺞ ﻋﺎدة ﺣﻮاﻟﻲ  400إﻟﻰ  500ﺑﻮﻳﻀﺔ ﻃﻮال ﻓﺘﺮة اﻟﺤﻴﺎة
ً
أﺣﻴﺎﻧﺎ ﻗﺪ ﻳﺘﻢ
اﻹﻧﺠﺎﺑﻴﺔ .ﻛﻤﺎ أن ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﺗﺴﺎﻫﻢ ﻓﻲ زﻳﺎدة ﻣﻌﺪﻻت وﻓﻴﺎت اﻟﺮﺿﻊ وزﻳﺎدة اﻟﺤﺎﻻت اﻟﻤﺮﺿﻴﺔ واﻹﻋﺎﻗﺎت ﻟﻸﻃﻔﺎل.
ﺗﻌﺮﻳﺾ ﺑﻌﺾ اﻟﺤﺎﻻت ﻟﻠﺨﻄﺮ ﺣﻴﻨﻤﺎ ﻳﺘﻢ ﺗﺠﺎﻫﻞ اﻟﺘﺎرﻳﺦ اﻟﻤﺮﺿﻲ ﻟﻬﻢ )ﻣﺜﻞ أﻣﺮاض اﻟﻘﻠﺐ واﻟﺴﻜﺮي( أو ﻋﻨﺪﻣﺎ ﻻ ﻳﺘﻢ إﺟﺮاء اﻟﺘﺤﺎﻟﻴﻞ اﻟﻤﺨﺒﺮﻳﺔ
واﻟﻔﺤﻮﺻﺎت اﻟﻄﺒﻴﺔ اﻟﻜﺎﻣﻠﺔ ،وﻗﺪ ذﻛﺮ أن إﺣﺪى اﻟﺤﺎﻻت أدﺧﻠﺖ ﻟﻘﺴﻢ اﻟﻌﻨﺎﻳﺔ اﻟﻤﻜﺜﻔﺔ وﻗﺪ أوﺷﻜﺖ ﻋﻠﻰ اﻟﻤﻮت ﻧﺘﻴﺠﺔ ﻟﺬﻟﻚ .وﻗﺪ أﻋﺮب اﻟﻌﺪﻳﺪ ﻣﻦ
ً
ً
ﻃﺒﻴﺎ ﻋﻼج ﻫﺬه اﻟﺤﺎﻻت
ﻣﻤﻨﻮﻋﺎ
اﻟﻤﺴﺌﻮﻟﻴﻦ ﻋﻦ ﻗﻠﻘﻬﻢ ﺟﺮاء ﺗﻌﺮﻳﺾ ﺑﻌﺾ اﻟﺤﺎﻻت ﻟﺨﻄﺮ اﻟﻌﻼﺟﺎت اﻟﻬﺮﻣﻮﻧﻴﺔ ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ أﻧﻪ ﻗﺪ ﻳﻜﻮن
ﺑﺎﻟﻬﺮﻣﻮﻧﺎت.
إن اﻟﺘﺤﺪﻳﺎت اﻟﻜﺜﻴﺮة اﻟﺘﻲ ﺗﻮاﺟﻪ اﻷزواج اﻟﺬﻳﻦ ﻳﻌﺎﻧﻮن ﻣﻦ ﻣﺸﺎﻛﻞ ﻓﻲ اﻟﺨﺼﻮﺑﺔ ،ﻣﺜﻞ ﻗﻠﺔ اﻟﻤﻌﻠﻮﻣﺎت اﻟﻤﺘﻌﻠﻘﺔ ﺑﺤﺎﻟﺘﻬﻢ اﻟﺼﺤﻴﺔ أو ﻋﺪم ﻓﻬﻤﻬﺎ،
وﻗﻠﺔ اﻟﺨﺼﻮﺻﻴﺔ ،واﻟﺴﺮﻳﺔ ،وﻋﺪم وﺟﻮد ﺧﺪﻣﺎت دﻋﻢ ﻧﻔﺴﻲ واﺟﺘﻤﺎﻋﻲ ،وﺳﻠﻮك ﺑﻌﺾ اﻟﻌﺎﻣﻠﻴﻦ ﺗﺠﺎه اﻟﻤﺮﺿﻰ ،ﻫﻲ ﻗﻀﺎﻳﺎ ﻣﻬﻤﺔ ﺗﺘﻄﻠﺐ ﺗﺪﺧﻼت
ﻋﺎﺟﻠﺔ.
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ﻓﻲ ﻫﺬه اﻟﺪراﺳﺔ ﻳﺘﻢ اﻟﺘﺎﻛﻴﺪ ﻋﻠﻰ اﻫﻤﻴﺔ اﻟﺘﻄﺮق ﻟﻠﺠﺎﻧﺐ اﻟﻨﻔﺴﻲ ﻓﻲ
ﻫﺬا اﻟﻤﻮﺿﻮع وﺧﺼﻮﺻﺎ ان ﻣﺎ ﻳﻤﺮ ﺑﻪ اﻟﺮﺟﻞ ﻓﻲ ﻫﺬه اﻟﻤﺮﺣﻠﺔ ﻳﺨﺘﻠﻒ
ﺗﻤﺎﻣﺎ ﻋﻤﺎ ﺗﺸﻌﺮ ﺑﻪ اﻟﻤﺮاة ﻓﻲ ﻧﻔﺲ اﻟﻔﺘﺮة ﺑﺴﺒﺐ اﻟﻀﻐﻮﻃﺎت
اﻟﻤﻤﺎرﺳﺔ ﻋﻠﻴﻬﺎ .اﺿﺎﻓﺔ اﻟﻰ اﻟﺤﺰن واﻟﺼﺪﻣﺔ اﻟﻠﺘﺎن ﻳﺼﻴﺒﺎن اﻟﺰوج
واﻟﺰوﺟﺔ ﻓﻲ ﺣﺎل ﻓﺸﻠﺖ ﻋﻤﻠﻴﺔ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي .ﻟﺬﻟﻚ ﺗﻮﺻﻲ ﻫﺬه
ﻛﻞ ﺑﻤﺎ ﻳﻨﺎﺳﺒﻪ ،وﺿﻢ
اﻟﺪراﺳﺔ ﺑﺎﻟﺘﺮﻛﻴﺰ ﻋﻠﻰ اﻟﺠﺎﻧﺐ اﻟﻨﻔﺴﻲ ﻟﻼزواجّ ،
ﻫﺬا اﻟﺠﺎﻧﺐ ﻟﻠﺴﻴﺎﺳﺎت واﻟﺒﺮوﺗﻮﻛﻮﻻت ﻣﻦ اﺟﻞ اﻟﺘﻤﻜﻦ ﻣﻦ اﻻﺳﺘﺠﺎﺑﺔ
ﺑﺸﻜﻞ ﻳﻨﺎﺳﺐ اﻟﻔﻮارق ﺑﻴﻦ اﻟﺠﻨﺴﻴﻦ.
ﻛﻤﺎ ﻳﺘﺮﺑﻊ اﻟﻮﺿﻊ اﻻﻗﺘﺼﺎدي ﻋﻠﻰ ﺳﻠﻢ اﻟﻤﻌﻴﻘﺎت اﻟﺘﻲ ﺗﺤﻮل دون
اﻟﺤﺼﻮل ﻋﻠﻰ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،ﺣﻴﺚ ﻳﻌﺎﻧﻲ اﻟﻌﺪﻳﺪ ﻣﻨﻬﻢ ﻣﻦ
ﺻﻌﻮﺑﺔ اﻟﻮﺿﻊ اﻟﻤﺎﻟﻲ .ﺗﻌﺘﺒﺮ ﺗﻜﻠﻔﺔ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻋﺎﻟﻴﺔ
وﺗﺸﻜﻞ ﻋﺒﺌﺎ ﻋﻠﻰ اﻷﺳﺮ اﻟﺬﻳﻦ ﻳﺤﺘﺎﺟﻮن إﻟﻰ ﻫﺬه اﻟﺨﺪﻣﺎت ﻣﻤﺎ ﻳﻤﻨﻊ
ً
ﻧﻮﻋﺎ ﻣﻦ اﻟﺼﺪﻣﺔ
اﻟﻌﺪﻳﺪ ﻣﻨﻬﻢ ﻣﻦ ﺗﻠﻘﻴﻬﺎ ،أو ﻗﺪ ﺗﻤﺜﻞ ﻟﺒﻌﻀﻬﻢ
اﻻﻗﺘﺼﺎدﻳﺔ .ﻧﻈﺎم اﻟﻀﻤﺎن اﻟﺼﺤﻲ اﻻﺟﺘﻤﺎﻋﻲ ﻓﻲ دول أﺧﺮى ﻣﺜﻞ
ﻓﺮﻧﺴﺎ وإﺳﺮاﺋﻴﻞ واﻟﻤﻤﻠﻜﺔ اﻟﻤﺘﺤﺪة وﺣﺘﻰ اﻟﻮﻻﻳﺎت اﻟﻤﺘﺤﺪة
اﻷﻣﺮﻳﻜﻴﺔ ﻳﺘﺤﻤﻞ ﻛﻞ أو ﺟﺰء ﻣﻦ ﺗﻜﺎﻟﻴﻒ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
ﻟﻤﺴﺎﻋﺪة اﻷزواج اﻷﻗﻞ ﺧﺼﻮﺑﺔ .ﺣﻴﺚ ﺗﻮﻓﺮ ﻟﻬﻢ ﺑﻌﺾ اﻟﻤﺆﺳﺴﺎت ﻏﻴﺮ
اﻟﺤﻜﻮﻣﻴﺔ ،واﻟﻤﺆﺳﺴﺎت اﻟﻤﺠﺘﻤﻌﻴﺔ ،واﻟﺠﻬﺎت اﻟﻤﺎﻧﺤﺔ اﻟﺨﺎﺻﺔ،
واﻟﻤﺆﺳﺴﺎت اﻟﺪﻳﻨﻴﺔ ﻣﺴﺎﻋﺪات ﻣﺎﻟﻴﺔ ﻟﺘﻐﻄﻴﺔ ﺗﻜﺎﻟﻴﻒ اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي .ﺑﻴﻨﻤﺎ ﻓﻲ ﻓﻠﺴﻄﻴﻦ ،ﻳﺘﻮﺟﺐ ﻋﻠﻰ ﻣﻌﻈﻢ اﻷﺷﺨﺎص اﻟﺬﻳﻦ
ﻳﺤﺘﺎﺟﻮن إﻟﻰ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي أن ﻳﺪﻓﻌﻮا ﻣﻘﺎﺑﻞ ﻫﺬه اﻟﺨﺪﻣﺎت
ﻣﻦ ﻣﺎﻟﻬﻢ اﻟﺨﺎص ﻟﺘﻀﺎف اﻟﻰ اﻟﻨﻔﻘﺎت اﻟﺼﺤﻴﺔ اﻟﻌﺎﻟﻴﺔ اﻟﺘﻲ ﻳﻨﻔﻘﻬﺎ
اﻟﻤﻮاﻃﻦ ﻣﻦ ﺟﻴﺒﻪ اﻟﺨﺎص واﻟﺘﻲ ﺗﻘﺪر ﺑﻤﺎ ﻳﺰﻳﺪ ﻋﻦ  %40ﻣﻦ ﻣﺠﻤﻮع
اﻹﻧﻔﺎق اﻟﻌﺎم.

وﻗﺪ أﺷﺎرت ﻣﻘﺎﺑﻼت اﻟﻤﺴﺌﻮﻟﻴﻦ واﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻣﻦ اﻟﺨﺪﻣﺎت إﻟﻰ أن
اﻟﺘﻜﺎﻟﻴﻒ اﻹﺟﻤﺎﻟﻴﺔ ﻟﺪورة اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻟﻌﻼج
اﻟﻬﺮﻣﻮﻧﻲ واﻟﺘﺤﺎﻟﻴﻞ اﻟﻄﺒﻴﺔ اﻷﺧﺮى ﻣﺎ ﺑﻴﻦ  2000دوﻻر إﻟﻰ  3500دوﻻر
)اﻟﻤﺘﻮﺳﻂ ﻓﻲ ﻏﺰة ﺣﻮاﻟﻲ  2500دوﻻر ،وﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ﺣﻮاﻟﻲ
 3000دوﻻر( .ﻣﺎ ﻳﻌﻨﻲ أن ﺗﻜﺎﻟﻴﻒ دورة اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﺿﻌﻒ ﺣﺼﺔ
اﻟﻔﺮد اﻟﺴﻨﻮﻳﺔ ﻣﻦ اﻟﻨﺎﺗﺞ اﻟﻤﺤﻠﻲ اﻹﺟﻤﺎﻟﻲ ﻓﻲ ﻓﻠﺴﻄﻴﻦ ،ﺑﻴﻨﻤﺎ ﻓﻲ
اﻟﺪول اﻷﺧﺮى ﺗﻌﺘﺒﺮ أﻗﻞ ﺑﻜﺜﻴﺮ ﻣﻦ ذﻟﻚ )ﻋﻠﻰ ﺳﺒﻴﻞ اﻟﻤﺜﺎل  %17ﻣﻦ
اﻟﻨﺎﺗﺞ اﻟﻤﺤﻠﻲ اﻹﺟﻤﺎﻟﻲ ﻓﻲ إﺳﺮاﺋﻴﻞ ،و  % 9ﻣﻦ اﻟﻨﺎﺗﺞ اﻟﻤﺤﻠﻲ
اﻹﺟﻤﺎﻟﻲ ﻓﻲ ﻛﻮرﻳﺎ( .ﺗﻜﻠﻔﺔ دورة اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﺑﻌﺾ اﻟﺒﻠﺪان
اﻟﻤﺠﺎورة ﻓﻲ ﻋﺎم  2009ﻛﺎﻧﺖ ﻋﻠﻰ اﻟﻨﺤﻮ اﻟﺘﺎﻟﻲ 4856 :دوﻻر ﻓﻲ
إﺳﺮاﺋﻴﻞ  2428 ،دوﻻر ﻓﻲ اﻷردن  6475 ،دوﻻر ﻓﻲ ﻟﺒﻨﺎن 6475 ،
دوﻻر ﻓﻲ اﻟﻤﻤﻠﻜﺔ اﻟﻌﺮﺑﻴﺔ اﻟﺴﻌﻮدﻳﺔ ﺑﻴﻨﻤﺎ ﺑﻠﻐﺖ  1618دوﻻر ﻓﻲ ﻛﻞ
ﻣﻦ إﻳﺮان واﻟﺒﺎﻛﺴﺘﺎن.
وﻗﺪ أﻋﺮب اﻟﻌﺪﻳﺪ ﻣﻦ اﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻣﻦ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻋﻦ
ﻋﺪم رﺿﺎﻫﻢ ﻋﻦ آﻟﻴﺎت اﻟﺘﻌﺎﻣﻞ واﻻﺗﺼﺎل واﻟﺘﻮاﺻﻞ ﻣﻊ اﻟﻌﺎﻣﻠﻴﻦ
ﺑﺎﻟﻤﺮاﻛﺰ وﻋﺪم ﻓﻬﻤﻬﻢ ﻟﻠﻤﻌﻠﻮﻣﺎت اﻟﻤﻘﺪﻣﺔ ﻟﻬﻢ .ﻛﻤﺎ ﻋﻜﺴﺖ
اﻟﻤﻘﺎﺑﻼت ﻣﻊ اﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻓﺠﻮات واﺿﺤﺔ ﻓﻲ ﺳﻠﻮﻛﻴﺎت اﻟﻤﻮﻇﻔﻴﻦ
ﺑﻴﻦ اﻟﻤﺮاﻛﺰ ،ﺣﻴﺚ ﺗﻢ اﻟﺘﻌﺎﻣﻞ ﻣﻌﻬﻢ ﺑﺸﻜﻞ ﻏﻴﺮ ﻻﺋﻖ ﻣﻤﺎ دﻓﻊ اﻟﺒﻌﺾ
ﻣﻨﻬﻢ ﻟﺘﻐﻴﻴﺮ اﻟﻤﺮاﻛﺰ اﻟﺘﻲ ﻳﺘﻌﺎﻣﻠﻮن ﻣﻌﻬﺎ .وﻗﺪ أﻋﺮﺑﺖ ﺑﻌﺾ اﻟﺤﺎﻻت
ﻋﻦ ﻋﺪم رﺿﺎﻫﻢ اﻟﻌﻤﻴﻖ ﻋﻦ ﻋﺪم اﻻﻫﺘﻤﺎم ﺑﺎﻟﺤﻔﺎظ ﻋﻠﻰ ﺧﺼﻮﺻﻴﺘﻬﻢ
أﺛﻨﺎء اﻟﻔﺤﺺ اﻟﺒﺪﻧﻲ ،وﻋﺪم ﺗﻮﻓﻴﺮ ﻣﻜﺎن ﻣﻨﺎﺳﺐ ﻟﺘﻐﻴﻴﺮ ﻣﻼﺑﺴﻬﻢ
واﺳﺘﺨﺪام دورات اﻟﻤﻴﺎه ﻟﺠﻠﺐ ﻋﻴﻨﺔ اﻟﺴﺎﺋﻞ اﻟﻤﻨﻮي ،ﻧﺎﻫﻴﻚ ﻋﻦ وﺟﻮد
أﻛﺜﺮ ﻣﻦ ﺷﺨﺺ واﺣﺪ ﻓﻲ ﻏﺮﻓﺔ اﻟﻔﺤﺺ ﻟﺘﻠﻘﻲ اﻟﺨﺪﻣﺔ.

ﺗـﻜﻠﻔﺔ دورة اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
 $2,500ﻓﻲ ﻗﻄﺎع ﻏﺰة
 $3,000ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ
ﺿﻌﻒ ﺣﺼﺔ اﻟﻔﺮد اﻟﺴﻨﻮﻳﺔ
ﻣﻦ اﻟﻨﺎﺗﺞ اﻟﻤﺤﻠﻲ اﻹﺟﻤﺎﻟﻲ ﻓﻲ ﻓﻠﺴﻄﻴﻦ
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ﻋﻠﻰ اﻟﻤﺴﺘﻮى اﻟﻮﻃﻨﻲ ،ﻻ ﺗﻮﺟﺪ ﺑﺮوﺗﻮﻛﻮﻻت ﻣﻮﺣﺪة ﺗﻨﻈﻢ ﺧﺪﻣﺎت
اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي .ﺣﻴﺚ ﻳﺘﺒﻊ ﻛﻞ ﻣﺮﻛﺰ ﻣﻨﻬﺠﻪ وأﺳﻠﻮﺑﻪ اﻟﺨﺎص واﻟﺬي
ﺗﻤﺎﻣﺎ ﻋﻦ اﻟﻤﺮاﻛﺰ اﻷﺧﺮى .وﻗﺪ أﻓﺎد ﻣﻌﻈﻢ ﻣﺪراء ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ
ﻳﺨﺘﻠﻒ
ً
دوﻟﻴﺎ ،ﻟﻜﻦ ﻟﻢ ﻳﺘﻢ
اﻟﻤﺠﻬﺮي أﻧﻬﻢ ﻳﺴﺘﺨﺪﻣﻮن اﻟﺒﺮوﺗﻮﻛﻮﻻت اﻟﻤﻌﺘﻤﺪة
ً
إﺑﺮازﻫﺎ ﻟﻔﺮﻳﻖ اﻟﺪراﺳﺔ ﻟﺮؤﻳﺘﻬﺎ .ﺛﻘﺎﻓﺔ إﻟﻘﺎء اﻟﻠﻮم وإﻫﺎﻧﺔ اﻵﺧﺮﻳﻦ ﻣﺎزاﻟﺖ
ﺗﻬﻴﻤﻦ ﻋﻠﻰ أﺻﺤﺎب اﻟﻤﺮاﻛﺰ ،ﻓﻜﻞ ﻣﺮﻛﺰ ﻳﻠﻘﻲ اﻟﻠﻮم ﻋﻠﻰ ﺑﺎﻗﻲ اﻟﻤﺮاﻛﺰ
وﻳﺘﻬﻤﻬﻢ ﺑﺎﻟﺘﻘﺼﻴﺮ ﺳﻮاء ﻛﺎن ﻋﻠﻰ ﻣﺴﺘﻮى اﻟﺘﺸﺨﻴﺺ أو اﻟﻌﻼج أو
اﻟﻤﺘﺎﺑﻌﺔ .ﺣﻴﺚ ﻣﺎ زاﻟﺖ ﺑﻌﺾ اﻟﻤﺆﺷﺮات اﻟﺨﺎﺻﺔ ﺑﺎﻟﺨﺪﻣﺔ وﺗﺤﺪﻳﺪ
ﻣﻮاﺻﻔﺎت ﻣﻦ ﻳﺴﺘﺤﻖ اﻟﺤﺼﻮل ﻋﻠﻴﻬﺎ ،وﻃﺮق اﻟﻌﻼج  ،واﻟﺒﺮوﺗﻮﻛﻮﻻت
اﻟﺘﺸﺨﻴﺼﻴﺔ واﻟﻌﻼﺟﻴﺔ ،واﻟﻤﺒﺎدئ اﻷﺧﻼﻗﻴﺔ ،وﺳﻴﺎﺳﺎت ﻧﻘﻞ اﻷﺟﻨﺔ،
واﻟﺘﺨﺰﻳﻦ ،واﻟﺘﺠﻤﻴﺪ واﻟﺘﺨﻠﺺ ﻣﻦ اﻷﻣﺸﺎج واﻟﻤﺨﻠﻔﺎت اﻟﻄﺒﻴﺔ وﻏﻴﺮﻫﺎ
ً
ً
وﺗﺤﺴﻴﻨﺎ.
ﺗﻐﻴﺮا
ﺗﺘﻄﻠﺐ
ﻟﺴﻮء اﻟﺤﻆ ،أﺷﺎر اﻟﻤﺴﺘﻔﻴﺪون ﻣﻦ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي وﺑﻌﺾ
ﺻﻨﺎع اﻟﻘﺮار إﻟﻰ أن ﺑﻌﺾ اﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ اﻟﻤﺮاﻛﺰ ﻳﺤﺎوﻟﻮن اﺳﺘﻐﻼل
ً
ﻣﺎﻟﻴﺎ ،وﺑﻌﻀﻬﻢ ﻳﻤﺎرﺳﻮن اﻟﺨﺪاع وﻋﺪم اﻟﻤﺼﺪاﻗﻴﺔ واﻧﻌﺪام
اﻟﻤﺮﺿﻰ
اﻟﺸﻔﺎﻓﻴﺔ .ﻓﻌﻠﻰ ﺳﺒﻴﻞ اﻟﻤﺜﺎل ،ﻫﻨﺎك ﻣﺮاﻛﺰ ﺗﻌﻠﻦ ﻋﻦ ﺗﺨﻔﻴﺾ ﺗﻜﺎﻟﻴﻒ
ﻋﻤﻠﻴﺔ اﻟﺰراﻋﺔ ﻻﺳﺘﻘﻄﺎب اﻟﻤﺴﺘﻔﻴﺪﻳﻦ )اﻟﺰراﻋﺔ ﻋﻠﻴﻨﺎ واﻟﻌﻼج واﻟﺘﺤﺎﻟﻴﻞ
ﻋﻠﻴﻜﻢ( ،وﻟﻜﻦ ﻓﻲ اﻟﻨﻬﺎﻳﺔ ﻳﻜﺘﺸﻒ اﻟﻤﺴﺘﻔﻴﺪ أن اﻟﺘﻜﻠﻔﺔ اﻹﺟﻤﺎﻟﻴﺔ
ﻟﻌﻤﻠﻴﺔ اﻟﺰراﻋﺔ ﻛﺎﻧﺖ أﻋﻠﻰ ﻣﻦ ﺗﻜﻠﻔﺘﻬﺎ ﻓﻲ اﻟﻤﺮاﻛﺰ اﻷﺧﺮى ،ﻷن اﻟﻤﺮﻛﺰ
ﻳﻘﻮم ﺑﺈﺟﺒﺎرﻫﻢ ﻋﻠﻰ ﺷﺮاء ﻛﺎﻓﺔ اﻷدوﻳﺔ وإﺟﺮاء ﻛﺎﻓﺔ اﻟﺘﺤﺎﻟﻴﻞ اﻟﻄﺒﻴﺔ ﻣﻦ
ﻧﻔﺲ اﻟﻤﺮﻛﺰ وﻗﺪ ﻳﺘﻢ ﻃﻠﺐ ﺑﻌﺾ اﻟﻔﺤﻮﺻﺎت ﻏﻴﺮ اﻟﻀﺮورﻳﺔ وإﻋﻄﺎء
ﺑﻌﺾ اﻷدوﻳﺔ دون ﻣﺒﺮر وﻳﺘﻢ ذﻟﻚ ﺑﺘﻜﺎﻟﻴﻒ ﺑﺎﻫﻈﺔ ﻟﻠﻐﺎﻳﺔ.
ﻧﺎدرا ﻣﺎ ﺗﺘﻮﻓﺮ ﻧﻈﻢ ﺗﻮﺛﻴﻖ وﺗﻘﺎرﻳﺮ دﻗﻴﻘﺔ وﺗﻐﺬﻳﺔ راﺟﻌﺔ ﻣﻨﺎﺳﺒﺔ ﻓﻲ
ً
ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي .ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ أن ﻣﻌﻈﻢ ﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت
اﻟﺼﺤﻴﺔ اﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﻓﻠﺴﻄﻴﻦ ﻗﺎﻣﻮا ﺑﺤﻮﺳﺒﺔ ﻧﻈﻢ ﻣﻌﻠﻮﻣﺎﺗﻬﻢ ،إﻻ
أن ﻫﺬا اﻟﺘﻮﺟﻪ ﻟﻢ ﻳﻨﺘﻘﻞ ﺑﻌﺪ إﻟﻰ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي.

وﻣﻦ اﻷﻫﻤﻴﺔ ﺑﻤﻜﺎن ﻣﻼﺣﻈﺔ أن ﻣﻦ ﻳﺴﺘﻔﻴﺪ أو ﻳﺘﻌﺎﻟﺞ ﻓﻲ إﺣﺪى ﻣﺮاﻛﺰ
اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻻ ﻳﺤﺼﻞ ﻋﻠﻰ أي وﺛﺎﺋﻖ أو ﻣﻌﻠﻮﻣﺎت ﻣﻜﺘﻮﺑﺔ ﺗﺤﺪد
ﺣﺎﻟﺘﻪ اﻟﺼﺤﻴﺔ واﻹﺟﺮاءات اﻟﻌﻼﺟﻴﺔ اﻟﺘﻲ ﺗﻠﻘﺎﻫﺎ ،ﻟﺬﻟﻚ ﻓﻲ ﻛﻞ ﻣﺮة
ﻳﻘﻮم ﻓﻴﻬﺎ اﻟﺸﺨﺺ ﺑﺎﻟﻤﺘﺎﺑﻌﺔ ﻣﻊ ﻣﺮﻛﺰ آﺧﺮ ﻳﺘﻮﺟﺐ ﻋﻠﻴﻪ اﻟﺒﺪء ﻓﻲ اﻟﺮﺣﻠﺔ
اﻟﺘﺸﺨﻴﺼﻴﺔ واﻟﻌﻼﺟﻴﺔ ﻣﻦ ﻧﻘﻄﺔ اﻟﺼﻔﺮ دون ﻣﺮاﺟﻌﺔ أو ﻣﺮاﻋﺎة ﻣﺎ ﺗﻢ
ً
ﺳﺎﺑﻘﺎ وﻫﺬا ﻳﺴﺒﺐ اﻟﻜﺜﻴﺮ ﻣﻦ اﻷﻟﻢ وإﺿﺎﻋﺔ اﻟﻮﻗﺖ واﻟﺠﻬﺪ وﻳﺘﺮﺗﺐ
ﻋﻠﻴﻪ اﻟﻜﺜﻴﺮ ﻣﻦ اﻟﺘﺒﻌﺎت اﻟﻨﻔﺴﻴﺔ وﻳﺮﻫﻖ ﻛﺎﻫﻞ اﻟﺤﺎﻻت ،وﻳﺆدي اﻟﻰ
إﻫﺪار اﻟﻤﻮارد وازدواﺟﻴﺔ اﻟﺠﻬﻮد.
ﻓﻲ ﻣﺠﺘﻤﻌﺎﺗﻨﺎ اﻟﻌﺮﺑﻴﺔ ،ﻳﻮﻟﻲ ﻛﻞ ﻣﻦ اﻟﺰوج واﻟﺰوﺟﺔ اﻫﻤﻴﺔ ﻛﺒﻴﺮ ﻟﻌﻤﻠﻴﺔ
اﻻﻧﺠﺎب واﻟﺤﺼﻮل ﻋﻠﻰ اﻃﻔﺎل وﺧﺼﻮﺻﺎ اﻟﺬﻛﻮر وﻫﺬا ﻳﻌﻮد ﻟﻠﻌﺎدات
واﻟﺘﻘﺎﻟﻴﺪ واﻟﻤﺠﺘﻤﻊ اﻟﺬﻛﻮري اﻟﺬي ﻧﻌﻴﺶ ﻓﻴﻪ .وﻟﻜﻦ ﺣﻴﻦ ﻳﺘﻌﻠﻖ
اﻟﻤﻮﺿﻮع ﺑﺎﻻﻧﺠﺎب ﻣﻦ ﺧﻼل اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﺎن اﻟﺰوﺟﺔ ﺳﺘﺘﺤﻤﻞ
اﻟﻌﺐء اﻻﻛﺒﺮ ،وﺧﺎﺻﺔ ان ﻛﺎﻧﺖ ﺻﻐﻴﺮة ﺑﺎﻟﻌﻤﺮ ،وﺳﺘﻮﺻﻢ ﺑﻀﻌﻒ
اﻟﺨﺼﻮﺑﺔ ﺣﺘﻰ وان ﻛﺎﻧﺖ ﻣﻦ ﻃﺮف اﻟﺰوج وﻟﻴﺲ اﻟﺰوﺟﺔ .وﻫﺬه واﺣﺪة
ﻣﻦ اﻟﺘﺤﺪﻳﺎت اﻟﺮﺋﻴﺴﺔ اﻟﺘﻲ ﺗﻮاﺟﻪ اﻷزواج ﻏﻴﺮ اﻟﻘﺎدرﻳﻦ ﻋﻠﻰ اﻹﻧﺠﺎب
واﻟﺬﻳﻦ ﻳﺤﺘﺎﺟﻮن إﻟﻰ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي واﻟﺘﻲ ﻗﺪ ﺗﻘﻠﻞ ﻓﺮص
ﺣﺼﻮﻟﻬﻢ ﻋﻠﻰ اﻟﺨﺪﻣﺔ ﺑﺴﺒﺐ اﻟﺸﻌﻮر ﺑﺎﻟﻮﺻﻤﺔ اﻻﺟﺘﻤﺎﻋﻴﺔ ﻣﻦ أن
ﻳﻜﻮن ﻟﻬﻢ ﻃﻔﻞ أﻧﺠﺐ ﻣﻦ ﺧﻼل ﻋﻤﻠﻴﺔ زراﻋﺔ.
ﺗﺆﺛﺮ ﻋﻤﻠﻴﺔ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻋﻠﻰ اﻟﺰوﺟﺔ ﺟﺴﺪﻳﺎ ،ﻓﻬﻲ ﻣﻦ ﻳﺘﺤﻤﻞ
اﻋﺮاض اﻟﻌﻼج اﻟﻬﺮﻣﻮﻧﻲ و اﻟﻌﻤﻠﻴﺎت اﻟﺠﺮاﺣﻴﺔ وﻓﺮﺻﺔ اﻟﺤﻤﻞ ﺑﺎﻛﺜﺮ ﻣﻦ
ﺟﻨﻴﻦ .ﻫﺬه اﻟﺪراﺳﺔ ﺗﻮﺿﺢ ان اﻟﻜﺜﻴﺮ ﻣﻦ اﻟﺰوﺟﺎت اﻟﺬﻳﻦ ﻳﺨﻮﺿﻮن ﻫﺬه
اﻟﻌﻤﻠﻴﺔ ﻟﺴﻦ ﺑﺤﺎﺟﺔ ﻟﻬﺎ؛ ﺑﻌﻀﻬﻦ ﺻﻐﻴﺮات ﻓﻲ اﻟﻌﻤﺮ وﻟﻢ ﺗﺘﺢ ﻟﻬﻦ
ﻓﺮﺻﺔ اﻟﺘﻠﻘﻴﺢ اﻟﻄﺒﻴﻌﻲ.
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ﺗﺘﻄﻠﺐ ﻋﻤﻠﻴﺔ اﻟﺘﺮﺧﻴﺺ اﻟﺘﻲ ﺗﺘﺒﻌﻬﺎ وزارة اﻟﺼﺤﺔ ﻟﻤﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي ﺑﺸﻜﻞ ﻋﺎم وﺟﻮد ﻣﻮارد ﺑﺸﺮﻳﺔ ﻣﺨﺘﺼﺔ ﻓﻲ ﺗﺨﺼﺼﺎت
أﺳﺎﺳﻴﺔ ،وﻟﻜﻦ ﺗﻠﻚ اﻟﺘﺨﺼﺼﺎت ﻏﻴﺮ ﻣﺤﺪدة ﺑﺪﻗﺔ ﻓﻲ اﻟﻨﻈﺎم .ﺑﻴﻨﺖ
اﻟﺪراﺳﺔ أﻧﻪ ﻓﻲ ﺟﻤﻴﻊ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻳﻮﺟﺪ ﻋﻠﻰ اﻷﻗﻞ ﻃﺒﻴﺐ
ﺗﻮﻟﻴﺪ أو ﻣﺘﺨﺼﺺ ﻓﻲ اﻟﻌﻘﻢ ﻣﻊ ﺧﺒﺮة ﻓﻲ ﻣﺠﺎل اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي،
وﻟﻜﻦ ﻫﻨﺎك اﺧﺘﻼﻓﺎت ﻛﺒﻴﺮة ﻓﻲ ﻣﺴﺘﻮى ﺧﺒﺮاﺗﻬﻢ ﻓﻲ ﻣﺠﺎل اﻟﺘﻠﻘﻴﺢ
ً
ﺗﺪرﻳﺒﺎ ﻗﺼﻴﺮ اﻟﻤﺪى )ﻟﻌﺪة أﺳﺎﺑﻴﻊ(،
اﻟﻤﺠﻬﺮي ،ﺣﻴﺚ ﺗﻠﻘﻰ ﺑﻌﻀﻬﻢ
وآﺧﺮون ﻟﺪﻳﻬﻢ ﺧﺒﺮة ﻋﺎﻟﻴﺔ وﻋﻤﻠﻮا ﻟﻌﺪة ﺳﻨﻮات ﻓﻲ اﻟﺨﺎرج ،واﻟﺒﻌﺾ
ﻣﻨﻬﻢ ﻗﺪ ﺑﺪأ ﺑﺘﻘﺪﻳﻢ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي دون أي ﺧﺒﺮة ﺗﺬﻛﺮ ﻓﻲ
ً
ﺳﺎﺑﻘﺎ وﻟﻜﻦ ﻟﻢ
ﻫﺬا اﻟﻤﺠﺎل ﻣﻊ أﻧﻬﻢ ﻋﻤﻠﻮا ﻓﻲ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
ﻳﻘﻮﻣﻮا ﺑﻤﻤﺎرﺳﺔ اﻹﺟﺮاءات اﻟﻌﻤﻠﻴﺔ ﻟﺴﺤﺐ اﻟﺒﻮﻳﻀﺎت أو إرﺟﺎع اﻷﺟﻨﺔ.
ﻛﻤﺎ وﺗﻨﺺ اﻟﻠﻮاﺋﺢ ﻋﻠﻰ وﺟﻮد أﺧﺼﺎﺋﻲ ﺑﻴﻮﻟﻮﺟﻲ ﻳﺤﻤﻞ درﺟﺔ
اﻟﺒﻜﺎﻟﻮرﻳﻮس ﻓﻲ اﻟﻤﺨﺘﺒﺮات اﻟﻄﺒﻴﺔ وﻟﺪﻳﻪ ﺧﺒﺮة ﻣﻌﺘﺮف ﺑﻬﺎ أو ﺷﻬﺎدة
أﺧﺼﺎﺋﻴﺎ ﻓﻲ ﻋﻠﻢ
ﻓﻲ ﻣﺠﺎل اﻷﺟﻨﺔ .ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ،ﻫﻨﺎك 32
ً
اﻷﺟﻨﺔ ﻳﻌﻤﻠﻮن ﻓﻲ  11ﻣﺮﻛﺰً ا .وﻟﻜﻦ ﻓﻲ ﻗﻄﺎع ﻏﺰة ﻳﻮﺟﺪ ﻓﻘﻂ ﺧﻤﺴﺔ
أﺧﺼﺎﺋﻴﻴﻦ ﻓﻲ ﻋﻠﻢ اﻷﺟﻨﺔ ﻳﻌﻤﻠﻮن ﻓﻲ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي اﻟﺘﺴﻊ
أو اﻟﻌﺸﺮة .اﺛﻨﺎن ﻣﻨﻬﻢ ﻳﻌﻤﻼن ﻓﻲ ﺳﺒﻊ ﻣﺮاﻛﺰ؛ أﺧﺼﺎﺋﻲ واﺣﺪ ﻳﻌﻤﻞ
ﻓﻲ أرﺑﻊ ﻣﺮاﻛﺰ ،واﻟﺒﺎﻗﻮن؛ ﻛﻞ واﺣﺪ ﻣﻨﻬﻢ ﻳﻌﻤﻞ ﻓﻲ ﻣﺮﻛﺰ ﻣﻨﻔﺼﻞ ،ﻣﻊ
اﻟﻌﻠﻢ أن ﻫﺬا اﻟﻌﺪد ﻣﻦ اﻷﺧﺼﺎﺋﻴﻴﻦ اﻟﻌﺎﻣﻠﻴﻦ أﻗﻞ ﺑﻜﺜﻴﺮ ﻣﻦ اﻟﻤﻌﻴﺎر
اﻟﺪوﻟﻲ اﻟﺬي ﻳﺸﺘﺮط وﺟﻮد أﺧﺼﺎﺋﻲ واﺣﺪ ﻓﻲ ﻋﻠﻢ اﻷﺟﻨﺔ ﻟﻜﻞ 150
دورة ﺗﻠﻘﻴﺢ ﻣﺠﻬﺮي ﻳﺘﻢ إﻧﺠﺎزﻫﺎ ﻓﻲ اﻟﻌﺎم اﻟﻮاﺣﺪ .وﻣﻦ اﻟﺠﺪﻳﺮ ذﻛﺮه أﻧﻪ
ﻻ ﻳﺘﻢ ﺗﺒﺎدل اﻟﺨﺒﺮات وﻣﺸﺎرﻛﺔ اﻟﺘﺠﺎرب ﺑﻴﻦ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي،
ً
ﺗﻤﺎﻣﺎ ﻋﻦ ﺑﺎﻗﻲ اﻟﻤﺮاﻛﺰ .ﻛﻤﺎ ﻻ
ﺣﻴﺚ ﻳﻌﻤﻞ ﻛﻞ ﻣﺮﻛﺰ ﺑﺸﻜﻞ ﻣﺴﺘﻘﻞ
ﻓﺎﻋﻞ ﻛﻤﻨﻈﻢ ﻟﻠﺨﺪﻣﺎت اﻟﺼﺤﻴﺔ ﻟﺪﻓﻊ اﻟﻤﺮاﻛﺰ
ﺗﻘﻮم وزارة اﻟﺼﺤﺔ ﺑﺪو ٍر
ٍ
وﺗﺸﺠﻴﻌﻬﻢ ﻟﺘﺒﺎدل اﻟﺨﺒﺮات واﻟﺘﺠﺎرب.

ﺑﺪﻻ ﻣﻦ ذﻟﻚ ﺗﻬﻴﻤﻦ ﻋﻠﻴﻬﻢ روح اﻟﻤﻨﺎﻓﺴﺔ واﻟﺘﻘﻠﻴﻞ ﻣﻦ
ﻓﻲ اﻟﻮاﻗﻊ،
ً
ﺷﺄن اﻵﺧﺮ .ﻣﻊ اﻟﻌﻠﻢ أن إﺣﺪى ﻣﻮاد ﻧﻈﺎم اﻟﺘﺮﺧﻴﺺ ﺗﺸﻴﺮ إﻟﻰ أﻧﻪ ﻳﺠﺐ
ﻋﻠﻰ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي أن ﺗﺘﻌﺎون ﻓﻴﻤﺎ ﺑﻴﻨﻬﺎ ﻟﺘﻄﻮﻳﺮ ﻣﻌﺎﻳﻴﺮ ﺗﻘﻨﻴﺔ
وأﺧﻼﻗﻴﺔ ﻣﻨﺎﺳﺒﺔ ﻟﺨﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي وﻫﻮ اﻷﻣﺮ اﻟﺬي ﻟﻢ ﻳﺤﺪث
ً
ﻧﻈﺮا ﻟﻌﺪم ﺗﻘﺪﻳﻢ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
ﻣﻨﺬ ﻋﺎم 1999ﺣﺘﻰ اﻵن.
ﻣﻦ ﺧﻼل ﻣﺴﺘﺸﻔﻴﺎت أو ﻣﺮاﻛﺰ ﻃﺒﻴﺔ ﻛﺒﺮى ،ﻓﺈن اﻟﻮﺻﻮل إﻟﻰ اﻟﺨﺪﻣﺎت
اﻟﻤﺘﺨﺼﺼﺔ ﻟﻠﺤﺎﻻت اﻟﻤﻌﻘﺪة وﺣﺎﻻت اﻟﻄﻮارئ ﻟﻴﺴﺖ ﻣﺘﻮﻓﺮة ﻓﻴﻬﺎ أو
ﻣﻀﻤﻮﻧﺔ ،ﺣﻴﺚ ﻳﺘﻢ ﺗﻘﺪﻳﻢ ﻫﺬه اﻟﺨﺪﻣﺎت ﻣﻦ ﺧﻼل ﻣﺮاﻛﺰ ﺻﻐﻴﺮة
ﺗﻘﺘﺼﺮ ﻓﻲ ﺧﺪﻣﺎﺗﻬﺎ ﻋﻠﻰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻘﻂ وﻏﻴﺮ ﻣﺆﻫﻠﺔ ﻟﻠﺘﻌﺎﻣﻞ
ﻣﻊ اﻟﺤﺎﻻت اﻟﻄﺎرﺋﺔ أو اﻟﻤﻌﻘﺪة.
ﺑﺸﻜﻞ ﻋﺎم ،ﺗﻌﺘﺒﺮ اﻟﺒﻴﺌﺔ اﻟﻔﻴﺰﻳﺎﺋﻴﺔ ﻟﻤﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﺟﻴﺪة ﻓﻲ ﻛﻞ
ﻣﻦ ﻗﻄﺎع ﻏﺰة واﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ﻣﻊ أن اﻟﻤﺮاﻛﺰ ﺑﺎﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ﻣﻌﺪة
ﺑﺸﻜﻞ أﻓﻀﻞ ﻣﻦ ﺗﻠﻚ اﻟﻤﻮﺟﻮدة ﺑﻘﻄﺎع ﻏﺰة .ﺣﻴﺚ ﺗﺤﺘﻮي ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي ﻋﻠﻰ ﻏﺮﻓﺔ ﻟﻸﻃﺒﺎء ﻹﺟﺮاء اﻟﻔﺤﺺ اﻟﺴﺮﻳﺮي وﻣﺘﺎﺑﻌﺔ اﻟﺤﻤﻞ،
وﻏﺮﻓﺔ ﻣﺨﺼﺼﺔ ﻟﻠﻔﺤﺺ ﺑﺎﻟﻤﻮﺟﺎت ﻓﻮق اﻟﺼﻮﺗﻴﺔ )،(Ultrasound
وﻏﺮﻓﺔ ﻋﻤﻠﻴﺎت ﻟﺴﺤﺐ اﻟﺒﻮﻳﻀﺎت وإرﺟﺎع اﻷﺟﻨﺔ ،وﻏﺮﻓﺔ إﻓﺎﻗﺔ ،وﻣﺨﺘﺒﺮ
ﻟﻸﺟﻨﺔ ،ﺑﺎﻹﺿﺎﻓﺔ ﻟﻮﺟﻮد ﻣﻜﺎن ﻻﺳﺘﻘﺒﺎل اﻟﻤﺮاﺟﻌﻴﻦ ﻣﻊ وﺟﻮد ﻣﻜﺘﺐ
ﻟﻠﺴﻜﺮﺗﺎرﻳﺔ ،وﻣﻜﺘﺐ ﻹداري اﻟﻤﺮﻛﺰ ودورات ﻟﻠﻤﻴﺎه .ﺟﻤﻴﻊ اﻟﻤﻌﺪات
واﻟﻤﻮاد اﻷﺳﺎﺳﻴﺔ اﻟﻼزﻣﺔ ﻹﺟﺮاء اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻣﺘﻮﻓﺮة ﻓﻲ ﻣﺮاﻛﺰ
اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي اﻟﻌﺎﻣﻠﺔ ﻓﻲ ﻓﻠﺴﻄﻴﻦ .وﻟﻜﻦ ﻣﻦ اﻟﻼﻓﺖ ﻟﻼﻧﺘﺒﺎه أن
أﻣﺎﻛﻦ اﻧﺘﻈﺎر اﻟﻤﺮﺿﻰ ﻓﻲ ﺑﻌﺾ اﻟﻤﺮاﻛﺰ ﻣﺰدﺣﻤﺔ ﻟﻠﻐﺎﻳﺔ ،اﻷﻣﺮ اﻟﺬي
ﻳﻤﻨﻊ اﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻣﻦ اﻟﺘﻤﺘﻊ ﺑﺤﻖ اﻟﻤﺤﺎﻓﻈﺔ ﻋﻠﻰ اﻟﺨﺼﻮﺻﻴﺔ .وﻳﺰداد
ً
ﺳﻮءا ﺑﺴﺒﺐ ﺳﺎﻋﺎت اﻻﻧﺘﻈﺎر اﻟﻄﻮﻳﻠﺔ اﻟﺘﻲ ﻳﺠﺒﺮ ﻋﻠﻴﻬﺎ اﻟﻤﺮﺿﻰ
اﻷﻣﺮ
واﻟﺘﻲ ﺗﺴﺎﻫﻢ أﻛﺜﺮ ﻓﻲ اﻧﺘﻬﺎك ﺧﺼﻮﺻﻴﺘﻬﻢ ﻟﻄﻮل اﻧﺘﻈﺎرﻫﻢ ﻓﻲ
أﻣﺎﻛﻦ ﻣﻜﺘﻈﺔ .اﻟﻜﺜﻴﺮ ﻣﻦ اﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻓﺴﺮوا اﻧﺘﻈﺎرﻫﻢ ﻟﻔﺘﺮات ﻃﻮﻳﻠﺔ
ﻫﻮ أﻣﺮ ﻣﻘﺼﻮد ﻣﻦ ﻗﺒﻞ اﺧﺘﺼﺎﺻﻴﻲ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻟﺘﺮك اﻧﻄﺒﺎع
ﻟﺪى اﻟﻤﺮاﺟﻌﻴﻦ أﻧﻬﻢ أﻃﺒﺎء ﻣﻤﻴﺰون وﻳﻠﺠﺄ إﻟﻴﻬﻢ اﻟﻜﺜﻴﺮ ﻣﻦ
اﻟﻤﺴﺘﻔﻴﺪﻳﻦ.
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ً
ﻣﺮﻛﺰا؛
اﻟﻌﺪد اﻟﺤﺎﻟﻲ ﻟﻤﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﻓﻠﺴﻄﻴﻦ ﻫﻮ ﻋﺸﺮون
أﺣﺪ ﻋﺸﺮ ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ و ﺗﺴﻌﺔ ﻓﻲ ﻗﻄﺎع ﻏﺰة )ﻳﻮﺟﺪ ﻣﺮﻛﺰ
إﺿﺎﻓﻲ ﻏﻴﺮ ﻣﺮﺧﺺ ﻓﻲ ﻗﻄﺎع ﻏﺰة ﻳﻌﻤﻞ ﻋﻠﻰ ﻓﺘﺮات ﻣﺘﻘﻄﻌﺔ( .ﺑﻮﺟﻮد
 2.88ﻣﻠﻴﻮن ﻧﺴﻤﺔ ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ،ﻓﺈن ﻧﺴﺒﺔ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ﻟﻜﻞ ﻣﻠﻴﻮن ﻧﺴﻤﺔ ﻫﻲ  3.8ﻣﺮﻛﺰ ،وﻫﻲ
ﻧﺴﺒﺔ أﻋﻠﻰ ﺑﻜﺜﻴﺮ ﻣﻦ ﻣﻌﻈﻢ اﻟﺪول ﻓﻲ اﻟﻌﺎﻟﻢ ،وﻛﺬﻟﻚ ﻓﺈن اﻟﻨﺴﺒﺔ
ﻓﻲ ﻏﺰة أﻋﻠﻰ ﻣﻦ ذﻟﻚ ) 5ﻣﺮاﻛﺰ ﻟﻜﻞ ﻣﻠﻴﻮن ﻧﺴﻤﺔ( .ﺑﺎﻟﻤﻘﺎرﻧﺔ ﻣﻊ
اﻟﺪول اﻟﻤﺠﺎورة ،ﻓﺈن ﻋﺪد اﻟﻤﺮاﻛﺰ ﻟﻜﻞ ﻣﻠﻴﻮن ﻧﺴﻤﺔ ﻓﻲ ﻓﻠﺴﻄﻴﻦ
أﻋﻠﻰ ﻣﻤﺎ ﻫﻮ ﻋﻠﻴﻪ ﻓﻲ ﻣﺼﺮ واﻷردن ) 0.45ﻣﺮﻛﺰ ﻟﻜﻞ ﻣﻠﻴﻮن ﻧﺴﻤﺔ،
 1.74ﻣﺮﻛﺰ ﻟﻜﻞ ﻣﻠﻴﻮن ﻧﺴﻤﺔ ﻋﻠﻰ اﻟﺘﻮاﻟﻲ( .ﻓﻲ ﻟﺒﻨﺎن ﻋﺪد ﻣﺮاﻛﺰ
اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻫﻮ ﻓﻘﻂ ﺛﻼﺛﺔ )ﺗﻐﻄﻲ  6ﻣﻼﻳﻴﻦ ﻧﺴﻤﺔ( .وﻋﻠﻰ اﻟﺮﻏﻢ
ﻣﻦ ﻫﺬا اﻟﻌﺪد اﻟﻜﺒﻴﺮ ﻟﻤﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي اﻟﻌﺎﻣﻠﺔ ﻓﻲ ﻛﻞ ﻣﻦ ﻗﻄﺎع
ﻏﺰة واﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ،إﻻ أﻧﻪ ﻻ ﻳﻀﻤﻦ ﻟﺠﻤﻴﻊ اﻟﻤﺤﺘﺎﺟﻴﻦ ﻟﺨﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي اﻟﺤﺼﻮل ﻋﻠﻴﻬﺎ )ﻓﻲ ﻏﺰة ﺗﺒﻠﻎ ﻧﺴﺒﺔ اﻟﺘﻐﻄﻴﺔ ﺣﻮاﻟﻲ  %45ﻣﻦ
اﻟﺤﺎﻻت اﻟﺘﻲ ﺗﺤﺘﺎج ﻟﺨﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،ﺣﺴﺐ ﺗﻘﺪﻳﺮ ﻓﺮﻳﻖ
اﻟﺒﺤﺚ( .وﻻ ﻳﻌﺘﺒﺮ اﻟﻮﺻﻮل اﻟﻰ اﻟﻤﺮاﻛﺰ ﻣﺸﻜﻠﺔ ﺑﺤﺪ ذاﺗﻬﺎ ،ﺣﻴﺚ ﻳﻤﻜﻦ
ﻟﺠﻤﻴﻊ اﻟﻨﺎس اﻟﻮﺻﻮل إﻟﻰ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي واﻻﺳﺘﻔﺎدة ﻣﻨﻬﺎ،
وﻟﻜﻦ اﻟﺘﺤﺪي اﻟﺮﺋﻴﺴﻲ ﻫﻮ اﻟﻘﺪرة ﻋﻠﻰ ﺷﺮاء ﻫﺬه اﻟﺨﺪﻣﺎت وﺗﺤﻤﻞ
اﻟﺘﻜﺎﻟﻴﻒ اﻟﻌﺎﻟﻴﺔ ﻟﻬﺎ .ﻗﺪ ﻳﻮاﺟﻪ اﻷﺷﺨﺎص اﻟﺬﻳﻦ ﻋﻠﻴﻬﻢ ﺗﻐﻄﻴﺔ ﺗﻜﺎﻟﻴﻒ
ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻣﻦ ﻣﺎﻟﻬﻢ اﻟﺨﺎص ﺗﺤﺪﻳﺎت ﻓﻲ اﻟﺤﺼﻮل ﻋﻠﻰ
ﻫﺬا اﻟﻨﻮع ﻣﻦ اﻟﺨﺪﻣﺎت ﻓﻲ ﻇﻞ ﻏﻴﺎب اﻟﺪﻋﻢ اﻟﺮﺳﻤﻲ ﻣﻦ ﺧﻼل ﺧﻄﺔ
ﺗﺄﻣﻴﻦ ﺻﺤﻲ ﺧﺎﺻﺔ ،واﻟﺪﻋﻢ اﻟﻤﻘﺪم ﻣﻦ ﻣﻨﻈﻤﺎت اﻟﻤﺠﺘﻤﻊ اﻟﻤﺤﻠﻲ،
واﻟﺠﻤﻌﻴﺎت اﻟﺨﻴﺮﻳﺔ/اﻟﺪﻳﻨﻴﺔ واﻷﺣﺰاب اﻟﺴﻴﺎﺳﻴﺔ اﻟﺘﻲ ﺗﻘﺪم اﻟﺪﻋﻢ
اﻟﻤﺎﻟﻲ ﻓﻲ ﺑﻌﺾ اﻷﺣﻴﺎن ﻟﻸزواج اﻟﺬﻳﻦ ﻳﻌﺎﻧﻮن ﻣﻦ ﻣﺸﺎﻛﻞ ﻓﻲ
اﻹﻧﺠﺎب.
وﻓﻘﺎ
ً
ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ ﺿﺮورة ﺗﻮﻓﻴﺮ اﻹﺣﺼﺎﺋﻴﺎت اﻟﺨﺎﺻﺔ ﺑﺎﻟﻤﺴﺘﻔﻴﺪﻳﻦ
ﻟﻨﻈﺎم اﻟﺘﺮﺧﻴﺺ )اﻟﻤﺎدة  (17ﻟﺪى وزارة اﻟﺼﺤﺔ؛ إﻻ أن ﻫﺬه اﻹﺣﺼﺎﺋﻴﺎت
ﻏﻴﺮ ﻣﺘﻮﻓﺮة .وﻻ ﺗﻘﻮم وزارة اﻟﺼﺤﺔ ﺑﻄﻠﺐ ﻫﺬه اﻟﻤﻌﻠﻮﻣﺎت ﺑﺸﻜﻞ
روﺗﻴﻨﻲ ﻣﻦ ﻣﺮاﻛﺰ اﻹﺧﺼﺎب ،وﻻ ﺗﻘﻮم ﻣﺮاﻛﺰ اﻹﺧﺼﺎب ﺑﺎﻹﺑﻼغ ﻋﻦ
اﻹﺣﺼﺎﺋﻴﺎت اﻟﺨﺎﺻﺔ ﺑﻬﺎ أو ﺗﺰوﻳﺪ وزارة اﻟﺼﺤﺔ ﺑﻬﺎ.

وﻣﻦ اﻟﺠﺪﻳﺮ ذﻛﺮه أن وزارة اﻟﺼﺤﺔ ﻓﻲ ﻗﻄﺎع ﻏﺰة ﺗﺴﻌﻰ ﻟﺮﺑﻂ اﻟﻤﺮاﻛﺰ
اﻟﺼﺤﻴﺔ اﻟﻤﺨﺘﻠﻔﺔ ﺑﺎﻟﻘﻄﺎع اﻟﺼﺤﻲ اﻷﻫﻠﻲ واﻟﺨﺎص ﺑﺸﺒﻜﺔ ﻣﻌﻠﻮﻣﺎﺗﻴﺔ
ﻣﻮﺣﺪة إﻻ أن ذﻟﻚ ﻟﻢ ﻳﺘﻢ ﺗﻄﺒﻴﻘﻪ ﺑﺸﻜﻞ ﻛﺎﻣﻞ ﺣﺘﻰ اﻻن.
أﻇﻬﺮت اﻹﺣﺼﺎﺋﻴﺎت ﻟﻌﺎم  2018أن  932دورة ﻣﻦ ﻋﻤﻠﻴﺎت اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي أﺟﺮﻳﺖ ﻓﻲ ﻏﺰة ،وﻗﺪ ﺑﻠﻎ اﻟﻌﺪد  1169دورة ﻓﻲ ﻋﺎم .2017
ﻛﺎﻧﺖ ﻫﻨﺎك ﻓﺮوﻗﺎت واﺳﻌﺔ ﻓﻲ ﻋﺪد دورات اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي اﻟﺘﻲ
ً
ﺳﻨﻮﻳﺎ ﻓﻲ
أﺟﺮﺗﻬﺎ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي واﻟﺘﻲ ﺗﺮاوﺣﺖ ﻣﻦ  305دورة
اﻟﻤﺮاﻛﺰ اﻟﻜﺒﻴﺮة إﻟﻰ  11دورة ﻓﻲ ﻣﺮاﻛﺰ أﺧﺮى .ﻓﻲ اﻟﻐﺎﻟﺐ ،أﻋﻤﺎر اﻟﻨﺴﺎء
اﻟﺘﻲ اﺳﺘﻔﺎدت ﻣﻦ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي أﺻﻐﺮ ﻣﻦ  35ﺳﻨﺔ ،ﺣﻴﺚ
ﺑﻠﻐﺖ ﻧﺴﺒﺘﻬﻦ ﻣﻦ إﺟﻤﺎﻟﻲ اﻟﺤﺎﻻت ﺣﻮاﻟﻲ  .% 75ﻟﻢ ﻳﻼﺣﻆ أي
اﺧﺘﻼﻓﺎت ﺑﻴﻦ اﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻓﻴﻤﺎ ﻳﺘﻌﻠﻖ ﺑﺎﻟﻌﻮاﻣﻞ اﻟﺜﻘﺎﻓﻴﺔ واﻻﺟﺘﻤﺎﻋﻴﺔ
واﻟﺪﻳﻤﻮﻏﺮاﻓﻴﺔ )ﺑﺎﺳﺘﺜﻨﺎء اﻟﺴﻦ( ﻓﻲ اﻻﺳﺘﻔﺎدة ﻣﻦ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ
ً
ﺳﺎﺑﻘﺎ ﻟﻢ ﺗﺰودﻧﺎ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي .ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ﻛﻤﺎ ذﻛﺮ
ً
وﻋﻮﺿﺎ ﻋﻦ ذﻟﻚ ﻗﺎم ﻓﺮﻳﻖ اﻟﺒﺤﺚ ﺑﺤﺴﺎب
اﻟﻤﺠﻬﺮي ﺑﺎﻟﺒﻴﺎﻧﺎت اﻟﻤﻄﻠﻮﺑﺔ،
ً
اﻋﺘﻤﺎدا ﻋﻠﻰ ﻣﺎ أﻓﺎد ﺑﻪ اﻟﻤﺸﺎرﻛﻮن ﻣﻦ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ
ﻋﺪد اﻟﺪورات
أرﻗﺎﻣﺎ ﺗﻘﺮﻳﺒﻴﺔ ﺣﻮل ﻋﺪد
ذﻛﺮوا
ﺣﻴﺚ
اﻟﻤﻘﺎﺑﻼت،
ﺧﻼل
ﻣﻦ
اﻟﻤﺠﻬﺮي
ً
ﺷﻬﺮﻳﺎ .وﻗﺪ ﺑﻠﻎ إﺟﻤﺎﻟﻲ ﻋﺪد
دورات اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي اﻟﺘﻲ ﻳﻘﻮﻣﻮن ﺑﻬﺎ
ً
اﻟﺪورات اﻟﺘﻲ ﺗﻢ اﻹﺑﻼغ ﻋﻨﻬﺎ ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ  3740دورة ﺑﻤﻌﺪل
 1298دورة ﻟﻜﻞ ﻣﻠﻴﻮن ،وﻫﻮ أﻋﻠﻰ ﺑﻜﺜﻴﺮ ﻣﻦ اﻷرﻗﺎم اﻟﻤﺴﺠﻠﺔ ﻓﻲ ﻏﺰة
) 615دورة ﻟﻜﻞ ﻣﻠﻴﻮن ﻓﻲ ﻋﺎم  .(2017وﻣﻊ ذﻟﻚ ،ﻓﻬﺬه ﻫﻲ اﻷرﻗﺎم
اﻟﺘﻲ أﺑﻠﻎ ﻋﻨﻬﺎ ﻣﺴﺆﻟﻮا ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي وﻟﻢ ﻳﺘﻢ اﻟﺘﺤﻘﻖ ﻣﻦ
ﺻﺤﺘﻬﺎ ﺑﺸﻜﻞ ﻗﺎﻃﻊ.
دوﻟﻴﺎ ﻓﻴﻤﺎ
ﻻ ﺗﻘﻮم ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﺑﺎﺗﺒﺎع اﻟﻤﻌﺎﻳﻴﺮ اﻟﻤﻮﺻﻰ ﺑﻬﺎ
ً
ﻳﺘﻌﻠﻖ ﺑﻌﺪد اﻷﺟﻨﺔ اﻟﺘﻲ ﻳﺘﻢ إرﺟﺎﻋﻬﺎ إﻟﻰ رﺣﻢ اﻟﺴﻴﺪة .ﻓﻲ اﻟﻐﺎﻟﺐ ﻳﺘﻢ
إرﺟﺎع ﻣﻦ  3إﻟﻰ  5أﺟﻨﺔ ﻟﻤﺎ ﻧﺴﺒﺘﻪ  %70ﻣﻦ اﻟﺴﻴﺪات ،ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ
أﻧﻪ ﻻ ﻳﻨﺒﻐﻲ أن ﻳﺘﻢ إرﺟﺎع أﻛﺜﺮ ﻣﻦ ﺟﻨﻴﻨﻴﻦ إﻻ ﻓﻲ ﺑﻌﺾ اﻟﺤﺎﻻت
اﻻﺳﺘﺜﻨﺎﺋﻴﺔ .ﺑﺴﺒﺐ اﺧﺘﻼف ﺟﻮدة ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﺑﻴﻦ اﻟﻤﺮاﻛﺰ
اﻟﻌﺎﻣﻠﺔ ،ﻓﺈن اﻟﺘﻨﻘﻞ ﺑﻴﻦ اﻟﻤﺮاﻛﺰ ﻣﻦ ﻗﺒﻞ اﻟﻤﺴﺘﺨﺪﻣﻴﻦ ﻫﻮ ﻇﺎﻫﺮة
ﺷﺎﺋﻌﺔ .ﻓﻲ اﻟﻤﺘﻮﺳﻂ  ،ﺣﻴﺚ ﻗﺎم ﻛﻞ زوج ﺑﺰﻳﺎرة ﺛﻼﺛﺔ ﻣﺮاﻛﺰ ﻣﺨﺘﻠﻔﺔ
وأﺟﺮى أﻛﺜﺮ ﻣﻦ ﺛﻼﺛﺔ ﻣﺤﺎوﻻت ﻟﻠﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي.
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ً
ﻣﺘﻨﻮﻋﺎ ﻳﺘﻀﻤﻦ ﻣﺮاﺟﻌﺔ اﻷدﺑﻴﺎت ،وﺟﻤﻊ
ﻣﻨﻬﺠﺎ
اﺳﺘﺨﺪم ﻫﺬا اﻟﺘﻘﻴﻴﻢ
ً
اﻟﺒﻴﺎﻧﺎت اﻟﻜﻤﻴﺔ ﻣﻦ اﻟﺴﺠﻼت اﻟﻄﺒﻴﺔ وﻗﻮاﻋﺪ اﻟﺒﻴﺎﻧﺎت ﻟﻠﻤﺆﺳﺴﺎت
اﻟﺘﻲ ﺗﻘﺪم ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،ﺑﺎﻹﺿﺎﻓﺔ ﻟﺠﻤﻊ اﻟﺒﻴﺎﻧﺎت اﻟﻨﻮﻋﻴﺔ
ﻣﻦ ﺧﻼل إﺟﺮاء ﺳﺖ و أرﺑﻌﻮن ﻣﻘﺎﺑﻠﺔ ﻣﻊ ﻣﺨﺘﺼﻴﻦ ﻓﻲ ﻣﺠﺎل اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي وﻣﺴﺌﻮﻟﻴﻦ ﻓﻲ وزارة اﻟﺼﺤﺔ )ﺗﺴﻌﺔ ﻋﺸﺮ ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ
ﻣﺴﺘﻔﻴﺪا ﻣﻦ اﻟﺨﺪﻣﺔ .وﻗﺪ
و ﺳﺒﻌﺔ وﻋﺸﺮﻳﻦ ﻓﻲ ﻗﻄﺎع ﻏﺰة( و ﻋﺸﺮﻳﻦ
ً
ً
ﺗﻘﺮﻳﺒﺎ وﻗﺎم ﺑﺘﻘﻴﻴﻢ آﻟﻴﺎت
زار ﻓﺮﻳﻖ اﻟﺪراﺳﺔ ﺟﻤﻴﻊ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
ﺗﻘﺪﻳﻢ اﻟﺨﺪﻣﺎت وﺗﻘﻴﻴﻢ اﻟﻮﺿﻊ اﻟﺒﻨﻴﻮي ﻟﻠﻤﺮاﻛﺰ ﻣﻦ ﺣﻴﺚ اﻟﺘﺼﻤﻴﻢ
واﻟﺒﻨﻴﺔ اﻟﺘﺤﺘﻴﺔ واﻷﺳﺎﻟﻴﺐ واﻷدوات اﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ ﺗﻘﺪﻳﻢ ﺗﻠﻚ
اﻟﺨﺪﻣﺎت .ﺗﻢ ﺗﺤﻠﻴﻞ اﻟﺒﻴﺎﻧﺎت اﻟﺘﻲ ﺟﻤﻌﺖ ﻹﻧﺘﺎج ﺗﺤﻠﻴﻞ ﻣﺘﻌﺪد اﻟﻄﺒﻘﺎت
 ،ﻟﻴﺘﻢ اﺳﺘﻜﺸﺎف ﻧﻘﺎط اﻟﻘﻮة واﻟﻀﻌﻒ ﻓﻲ ﺗﻘﺪﻳﻢ اﻟﺨﺪﻣﺎت وﺟﻮدﺗﻬﺎ.
ﺗﻢ ﺟﻤﻊ اﻟﺒﻴﺎﻧﺎت ﻓﻲ ﺳﺒﺘﻤﺒﺮ ﺣﺘﻰ ﻧﻮﻓﻤﺒﺮ  .2018ﺗﻢ ﺗﺴﺠﻴﻞ ﺟﻤﻴﻊ
اﻟﻤﻘﺎﺑﻼت ﺑﻌﺪ ﻣﻮاﻓﻘﺔ اﻟﻤﺸﺎرﻛﻴﻦ ﺣﺴﺐ اﻷﺻﻮل وﻣﻦ ﺛﻢ ﺗﺮﺟﻤﺖ
وﺗﻢ ﺗﻔﺮﻳﻐﻬﺎ .وﻗﺪ ﺗﻢ اﺳﺘﺨﺪام ﺗﻘﻨﻴﺔ اﻟﺘﺒﻮﻳﺐ اﻟﻤﻔﺘﻮح ﻓﻲ ﺗﺤﻠﻴﻞ
اﻟﺒﻴﺎﻧﺎت اﻟﻨﻮﻋﻴﺔ ،ﺣﻴﺚ ﻗﺎم اﻟﻔﺮﻳﻖ ﺑﺘﻔﺮﻳﻎ ﻛﻞ ﻣﻘﺎﺑﻠﺔ ﻻﺳﺘﺨﺮاج اﻟﻨﻘﺎط
اﻟﺮﺋﻴﺴﺔ .وﻣﻦ اﻟﺠﺪﻳﺮ ذﻛﺮه أﻧﻪ وﺑﻌﺪ ﺟﻬﻮد وﺣﺚ ﻛﺒﻴﺮﻳﻦ ﻗﺎﻣﺖ ﻣﺮاﻛﺰ
اﻹﺧﺼﺎب واﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﻗﻄﺎع ﻏﺰة ﺑﺘﺰوﻳﺪ ﻓﺮﻳﻖ اﻟﺒﺤﺚ
ﺑﺎﻹﺣﺼﺎﺋﻴﺎت اﻟﻤﻄﻠﻮﺑﺔ ﺑﻤﺎ ﻳﺨﺺ اﻟﺨﺪﻣﺎت اﻟﻤﻘﺪﻣﺔ ﻓﻲ ﻛﻞ ﻣﺮﻛﺰ.
ً
ﺗﻌﺎوﻧﺎ وﻟﻢ
ﺗﺒﺪ اﻟﻤﺮاﻛﺰ ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ
وﻋﻠﻰ اﻟﻨﻘﻴﺾ ﻣﻦ ذﻟﻚ ،ﻟﻢ ِ
ﺗﺰود اﻟﻔﺮﻳﻖ ﺑﺎﻹﺣﺼﺎﺋﻴﺎت واﻟﻤﻌﻠﻮﻣﺎت اﻟﻤﻄﻠﻮﺑﺔ ﻣﻨﻬﻢ .ﻛﺬﻟﻚ ﻓﺈن أﺣﺪ
اﻟﺼﻌﻮﺑﺎت اﻟﺘﻲ واﺟﻬﺖ اﻟﺪراﺳﺔ ﻫﻲ أن اﻟﺒﻴﺎﻧﺎت اﻟﺘﻲ ﺗﻢ ﺟﻤﻌﻬﺎ
ﺗﻌﺘﻤﺪ ﻓﻘﻂ ﻋﻠﻰ اﺳﺘﺠﺎﺑﺎت اﻟﻤﺸﺎرﻛﻴﻦ وآراﺋﻬﻢ ووﺟﻬﺎت ﻧﻈﺮﻫﻢ ،وﻗﺪ
ً
ﻧﺴﺒﻴﺎ ﺑﺘﻀﺎرب اﻟﻤﺼﺎﻟﺢ.
ﻻ ﺗﻜﻮن ﺗﻠﻚ اﻵراء ﺻﺤﻴﺤﺔ أوﻗﺪ ﺗﻜﻮن ﻣﺘﺄﺛﺮة
وﻳﻌﺘﻘﺪ ﻓﺮﻳﻖ اﻟﺘﻘﻴﻴﻢ أن اﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي وﻣﻦ
ﺧﻼل اﻹﺣﺼﺎﺋﻴﺎت اﻟﺘﻲ ﻗﺪﻣﻮﻫﺎ ﺑﺄﻧﻬﻢ ﻗﺎﻣﻮا ﺑﺘﻘﻠﻴﻞ أﻋﺪاد
اﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻣﻦ ﺧﺪﻣﺎﺗﻬﻢ ،وﻣﻦ ﺟﻬﺔ أﺧﺮى ﺑﺎﻟﻐﻮا ﻓﻲ رﻓﻊ ﻣﻌﺪﻻت
اﻟﻨﺠﺎح اﻟﺘﻲ ﺣﻘﻘﻮﻫﺎ .وﻗﺪ ﻳﺮﺟﻊ ﺳﺒﺐ ﻋﺪم اﻹﺑﻼغ ﻋﻦ اﻟﻌﺪد اﻟﺤﻘﻴﻘﻲ
ﻟﻠﻤﺴﺘﻔﻴﺪﻳﻦ ﻣﻦ ﺧﺪﻣﺎﺗﻬﻢ ﻫﻮ اﻟﺘﻬﺮب ﻣﻦ اﻟﻀﺮاﺋﺐ ،ﻓﻲ ﺣﻴﻦ ﻳﺤﺎول
ﻛﻞ ﻣﺮﻛﺰ رﻓﻊ ﻣﻌﺪل ﻧﺠﺎﺣﻪ ﻟﺘﺴﻮﻳﻖ ﺧﺪﻣﺎﺗﻪ أﻣﺎم اﻟﻤﺴﺘﻔﻴﺪﻳﻦ.

ﺗﺆﻛﺪ ﻧﺘﺎﺋﺞ اﻟﺪراﺳﺔ أن ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﻓﻠﺴﻄﻴﻦ ﻳﺘﻢ
ﺗﻘﺪﻳﻤﻬﺎ ﻣﻦ ﺧﻼل اﻟﻘﻄﺎع اﻟﺼﺤﻲ اﻟﺨﺎص .ﺧﻼل اﻟﻔﺘﺮة ﻣﻦ  2000إﻟﻰ
 2006ﺗﻢ إﺣﺎﻟﺔ  2767ﺣﺎﻟﺔ ﻣﻦ ﻏﺰة ﻟﺘﻠﻘﻲ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي
ﻟﻠﺨﺎرج واﻟﺘﻲ ﻛﻠﻔﺖ وزارة اﻟﺼﺤﺔ أﻛﺜﺮ ﻣﻦ  21ﻣﻠﻴﻮن ﺷﻴﻜﻞ .وﻟﻢ ﺗﺨﺘﻠﻒ
اﻟﻘﺼﺔ ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ ﻋﻤﺎ ﻛﺎﻧﺖ ﻋﻠﻴﻪ ﻓﻲ ﻗﻄﺎع ﻏﺰة ،ﻓﻔﻲ اﻟﻌﺎم
 2003ﺗﻢ ﺗﺤﻮﻳﻞ  1339ﺣﺎﻟﺔ ﻟﺘﻠﻘﻲ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،وﻗﺪ زادت
إﻟﻰ  1921ﻓﻲ ﻋﺎم  2004ﺛﻢ اﻧﺨﻔﻀﺖ إﻟﻰ  990ﻋﺎم  .2005وﻗﺪ
ﺗﻨﺎﻗﺼﺖ ﺗﺤﻮﻳﻼت وزارة اﻟﺼﺤﺔ ﻟﺘﺼﻞ اﻟﻲ اﻟﺼﻔﺮ ﺑﻌﺪ ﻋﺎم  2006ﺣﺘﻰ
اﻵن ﻓﻲ ﻛﻞ ﻣﻦ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ وﻗﻄﺎع ﻏﺰة.
ﻓﻴﻤﺎ ﻳﺘﻌﻠﻖ ﺑﺘﻨﻈﻴﻢ ﺧﺪﻣﺎت اﻹﺧﺼﺎب اﻟﻤﺠﻬﺮي ،أﺻﺪرت وزارة اﻟﺼﺤﺔ
اﻟﻔﻠﺴﻄﻴﻨﻴﺔ ﻓﻲ ﻋﺎم  1998ﻣﺠﻤﻮﻋﺔ ﻣﻦ اﻟﻠﻮاﺋﺢ ﻣﺸﺘﻤﻠﺔ ﻋﻠﻰ ﺑﻌﺾ
اﻟﻤﻮاﺻﻔﺎت اﻟﻔﻨﻴﺔ واﻟﺒﻨﻴﻮﻳﺔ واﻹدارﻳﺔ اﻟﺘﻲ ﻣﻦ ﺷﺄﻧﻬﺎ ﺗﻨﻈﻴﻢ ﺧﺪﻣﺎت
اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي داﺧﻞ اﻟﻮﻃﻦ .وﺑﻐﺾ اﻟﻨﻈﺮ ﻋﻦ اﻟﺘﺪاﻋﻴﺎت اﻟﻘﺎﻧﻮﻧﻴﺔ
ﻟﺬﻟﻚ ،ﻓﻘﺪ ﺗﻢ اﺳﺘﻌﺮاﺿﻬﺎ وإدﺧﺎل ﺑﻌﺾ اﻟﺘﻌﺪﻳﻼت واﻟﻤﻮاﺻﻔﺎت
ﻋﻠﻴﻬﺎ ﻓﻲ ﻋﺎم  2015ﻣﻦ ﻗﺒﻞ وزارة اﻟﺼﺤﺔ ﻓﻲ ﻗﻄﺎع ﻏﺰة ،وﻗﺪ ﺑﻘﻴﺖ
ﻋﻠﻰ ﺣﺎﻟﻬﺎ ﻓﻲ اﻟﻀﻔﺔ اﻟﻐﺮﺑﻴﺔ .ﻳﺤﺘﻮي اﻟﻨﻈﺎم ﻟﻌﺎم  1998ﻋﻠﻰ 28
ﻣﺎدة ،ﺗﻮﺿﺢ ﻗﻮاﻋﺪ اﻟﺘﺮﺧﻴﺺ اﻹﺟﺒﺎرﻳﺔ ﻟﻤﺮاﻛﺰ اﻻﺧﺼﺎب اﻟﻤﺠﻬﺮي،
ﻛﺎف ﻣﻊ اﻟﻘﻀﺎﻳﺎ
ٍ
وﻫﻲ ﻏﻴﺮ ﻣﻔﺼﻠﺔ ﺑﻤﺎ ﻓﻴﻪ اﻟﻜﻔﺎﻳﺔ وﻻ ﺗﺘﻌﺎﻃﻰ ﺑﺸﻜﻞ
اﻟﻔﻨﻴﺔ ﻣﺜﻞ أﻫﻠﻴﺔ اﻟﻤﺴﺘﻔﻴﺪﻳﻦ ﻣﻦ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ،واﻟﺒﺮوﺗﻮﻛﻮﻻت
اﻟﺘﻘﻨﻴﺔ ،واﻟﻘﻀﺎﻳﺎ اﻷﺧﻼﻗﻴﺔ ،وﺳﻴﺎﺳﺎت ﻧﻘﻞ اﻷﺟﻨﺔ وﻏﻴﺮﻫﺎ اﻟﻜﺜﻴﺮ .ﻟﻢ
ﺗﻘﺘﺼﺮ اﻟﻤﺸﻜﻠﺔ ﻓﻲ ﻣﺪى ﻣﻼءﻣﺔ اﻟﻠﻮاﺋﺢ اﻟﺤﺎﻟﻴﺔ ،ﺑﻞ اﻣﺘﺪت اﻟﻰ ﻋﺪم
ﺗﻄﺒﻴﻖ ﻛﻞ ﻫﺬه اﻟﻠﻮاﺋﺢ اﻟﺘﻲ ﻋﻔﺎ ﻋﻠﻴﻬﺎ اﻟﺰﻣﻦ ﻣﻦ ﻗﺒﻞ ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي .ﻟﻢ ﺗﻘﺘﺼﺮ اﻟﻤﺸﻜﻠﺔ ﻓﻲ ﻣﺪى ﻣﻼءﻣﺔ اﻟﻠﻮاﺋﺢ اﻟﺤﺎﻟﻴﺔ ،ﺑﻞ
اﻣﺘﺪت اﻟﻰ ﻋﺪم ﺗﻄﺒﻴﻖ ﻛﻞ ﻫﺬه اﻟﻠﻮاﺋﺢ اﻟﺘﻲ ﻋﻔﺎ ﻋﻠﻴﻬﺎ اﻟﺰﻣﻦ ﻣﻦ ﻗﺒﻞ
ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي .ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ وﺟﻮد زﻳﺎرات رﻗﺎﺑﻴﺔ ﻣﺘﻜﺮرة ﻣﻦ
وﺣﺪة اﻹﺟﺎزة واﻟﺘﺮاﺧﻴﺺ ﺑﻮزارة اﻟﺼﺤﺔ ،إﻻ أن ﻫﺬه اﻟﺰﻳﺎرات ﻓﻲ اﻟﻐﺎﻟﺐ
ﺗﻜﻮن ذات ﻃﺎﺑﻊ إداري وﻻ ﺗﺮﻛﺰ ﻋﻠﻰ اﻟﺠﻮاﻧﺐ اﻟﻔﻨﻴﺔ ﺑﺸﻜﻞ ﻛﺒﻴﺮ ﺣﺴﺐ
ﻣﺎ أﻓﺎد ﺑﻪ اﻟﻌﺎﻣﻠﻮن ﺑﺎﻟﻤﺮاﻛﺰ ،ﻓﻌﻠﻰ ﺳﺒﻴﻞ اﻟﺬﻛﺮ ،ﻻ ﻳﺘﻢ ﻣﺘﺎﺑﻌﺔ
اﻟﺒﺮوﺗﻮﻛﻮﻻت اﻟﻤﺴﺘﺨﺪﻣﺔ ،وﻻ ﻳﺘﻢ إﺟﺮاء ﺗﺪﻗﻴﻖ ﻃﺒﻲ ﻟﻠﻤﻠﻔﺎت ﻛﻤﺎ ﻻ
ﻛﺎف ﻓﻲ اﻟﻴﺎت اﻟﻌﻤﻞ داﺧﻞ ﻣﺨﺘﺒﺮ
ٍ
ﻳﺘﻢ اﻟﺘﺤﻘﻖ واﻟﺘﺪﻗﻴﻖ ﺑﺸﻜﻞ
اﻟﺠﻴﻨﺎت ،وﺗﺤﺪﻳﺪ اﻟﺤﺎﻻت اﻟﺘﻲ ﺗﺤﺘﺎج اﻟﻰ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي.
2
1

اﻟﻤﻠﺨﺺ اﻟﺘﻨﻔﻴﺬي
اﻟﺤﻘﻮق اﻹﻧﺠﺎﺑﻴﺔ ﻫﻲ ﺣﻖ اﻷﻓﺮاد ﻓﻲ اﺗﺨﺎذ ﻗﺮارات اﻹﻧﺠﺎب واﻟﺘﻤﺘﻊ
ﺑﺎﻟﺼﺤﺔ اﻹﻧﺠﺎﺑﻴﺔ .وﻟﻜﻲ ﻳﺤﻘﻖ اﻻﻓﺮاد ذﻟﻚ ﻳﺠﺐ أن ﻳﺘﻤﺘﻌﻮا ﺑﻔﺮص
ﻣﻨﺎﺳﺒﺔ ﻟﻠﺤﺼﻮل ﻋﻠﻰ ﺧﺪﻣﺎت اﻟﺼﺤﺔ اﻟﺠﻨﺴﻴﺔ واﻹﻧﺠﺎﺑﻴﺔ ﺑﻤﺎ ﻓﻲ ذﻟﻚ
اﻟﻮﻗﺎﻳﺔ ﻣﻦ اﻟﻌﻘﻢ واﻟﻌﻼج اﻟﻤﻨﺎﺳﺐ ﻟﻪ .ﻓﻲ ﻋﺎم  ،1994اﻟﺘﻘﻰ
ﻣﻤﺜﻠﻮن ﻣﻦ  179دوﻟﺔ وﻣﻨﺪوﺑﻮن ﻣﻦ وﻛﺎﻻت اﻷﻣﻢ اﻟﻤﺘﺤﺪة واﻟﻤﺠﺘﻤﻊ
اﻟﻤﺪﻧﻲ ﻓﻲ اﻟﻘﺎﻫﺮة ﻟﺤﻀﻮر اﻟﻤﺆﺗﻤﺮ اﻟﺪوﻟﻲ ﻟﻠﺴﻜﺎن واﻟﺘﻨﻤﻴﺔ
) .(ICPDوﻗﺪ ﺣﺪد اﻟﻤﺆﺗﻤﺮ ﺑﺮﻧﺎﻣﺞ ﻋﻤﻞ ﻋﺎﻟﻤﻲ ﺑﺸﺄن اﻟﺴﻜﺎن واﻟﺘﻨﻤﻴﺔ
واﻟﺮﻓﺎه اﻟﻔﺮدي أﻛﺪ ﻣﻦ ﺧﻼﻟﻪ أن "اﻟﺼﺤﺔ اﻟﺠﻨﺴﻴﺔ واﻹﻧﺠﺎﺑﻴﺔ ﺣﻖ
أﺳﺎﺳﻲ ﻣﻦ ﺣﻘﻮق اﻹﻧﺴﺎن" )ﺻﻨﺪوق اﻷﻣﻢ اﻟﻤﺘﺤﺪة ﻟﻠﺴﻜﺎن،
 .(2014ﻛﻤﺎ ﻗﺮر ﺑﺮﻧﺎﻣﺞ اﻟﻌﻤﻞ أﻧﻪ ﻋﻠﻰ ﺟﻤﻴﻊ اﻟﺒﻠﺪان أن ﺗﺠﻌﻞ اﻟﺮﻋﺎﻳﺔ
اﻟﺼﺤﻴﺔ اﻹﻧﺠﺎﺑﻴﺔ ﻣﺘﺎﺣﺔ ﻟﻠﺠﻤﻴﻊ  ،ﺑﻤﺎ ﻓﻲ ذﻟﻚ "اﻟﻮﻗﺎﻳﺔ واﻟﻌﻼج
اﻟﻤﻨﺎﺳﺐ ﻣﻦ اﻟﻌﻘﻢ" )اﻟﻤﺮﺟﻊ ﻧﻔﺴﻪ(.
ﺗﻌﺘﺒﺮ ﻣﺸﻜﻠﺔ اﻹﻧﺠﺎب ﻣﻦ اﻟﻤﺸﺎﻛﻞ اﻟﻌﻈﻴﻤﺔ ﻋﻠﻰ ﻣﺴﺘﻮى اﻟﻌﺎﻟﻢ
واﻟﻮﻃﻦ ،ﻓﻘﺪ ﺑﻠﻐﺖ ﻧﺴﺒﺔ اﻷزواج اﻟﺬﻳﻦ ﻳﻌﺎﻧﻮن ﻣﻦ ﻫﺬه اﻟﻤﺸﻜﻠﺔ
ﻋﻠﻰ ﺻﻌﻴﺪ اﻟﻌﺎﻟﻢ ﻣﻦ  % 12-8وﻋﻠﻰ ﺻﻌﻴﺪ ﻓﻠﺴﻄﻴﻦ ﻣﻦ % 8-7
ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ ﻋﺪم اﻻﺗﻔﺎق ﺣﻮل اﻻﻧﺘﺸﺎر اﻟﻔﻌﻠﻲ ﻟﻌﺪم اﻹﻧﺠﺎب ﻓﻲ
ﻓﻠﺴﻄﻴﻦ .وﺗﻌﺰى ﻫﺬه اﻟﻤﺸﻜﻠﺔ ﻷﺳﺒﺎب ﻧﺼﻔﻬﺎ ﻣﺘﻌﻠﻘﺔ ﺑﺎﻟﻨﺴﺎء
واﻟﻨﺼﻒ اﻵﺧﺮ ﺑﺎﻟﺮﺟﺎل .وﺗﺘﺄﺛﺮ اﻷﺳﺮة ﻧﺘﻴﺠﺔ ﻟﻌﺪم اﻹﻧﺠﺎب وﻋﻼﺟﻪ ﺑﺂﺛﺎر
ﺳﻠﺒﻴﺔ ﻧﻔﺴﻴﺔ وﺟﺴﺪﻳﺔ واﺟﺘﻤﺎﻋﻴﺔ واﻗﺘﺼﺎدﻳﺔ .ﻓﺎﻟﺜﻘﺎﻓﺔ اﻟﻔﻠﺴﻄﻴﻨﻴﺔ
ﺗﺜﻤﻦ ﺑﺸﻜﻞ ﻛﺒﻴﺮ أن ﻳﻜﻮن ﻟﺪى اﻷﺳﺮة أﻃﻔﺎل؛ ﻓﺎﻟﺒﻌﺾ ﻳﻌﺘﺒﺮ اﻷﻃﻔﺎل
واﺟﺘﻤﺎﻋﻴﺎ .ﺣﻴﺚ ﻳﻮﻓﺮ اﻷﻃﻔﺎل اﻟﻀﻤﺎن
اﻗﺘﺼﺎدﻳﺎ
اﺳﺘﺜﻤﺎرا
اﻟﺬﻛﻮر
ً
ً
ً
اﻻﺟﺘﻤﺎﻋﻲ ﻵﺑﺎﺋﻬﻢ ﻓﻲ ﺳﻦ اﻟﺸﻴﺨﻮﺧﺔ ،ﻣﻤﺎ ﻳﺠﻌﻞ ﻣﻦ ﻋﺪم اﻹﻧﺠﺎب
ﻣﺸﻜﻠﺔ ﺣﺎدة ﻋﻠﻰ اﻟﻤﺪى اﻟﻄﻮﻳﻞ .وﻟﻜﻦ ﻓﻲ اﻟﻮﻗﺖ اﻟﺤﺎﺿﺮ ﻳﻌﺘﺒﺮ
اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي وﺳﻴﻠﺔ ﻫﺎﻣﺔ ﻟﻌﻼج ﻋﺪم اﻹﻧﺠﺎب ،وﻫﻮ ﻳﺸﻜﻞ اﻟﻌﻼج
اﻟﻤﻔﻀﻞ ﻻﺿﻄﺮاﺑﺎت ﻋﺪم اﻹﻧﺠﺎب اﻟﻤﻌﻘﺪة.

ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ أن ﺗﺎرﻳﺦ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﻓﻠﺴﻄﻴﻦ ﻳﻌﻮد إﻟﻰ
أواﺋﻞ اﻟﺘﺴﻌﻴﻨﻴﺎت ،إﻻ أﻧﻪ ﻟﻢ ﻳﺘﻢ إﺟﺮاء ﺗﻘﻴﻴﻤﺎت ﻛﺎﻓﻴﺔ ﻟﻬﺬا اﻟﻨﻮع ﻣﻦ
ً
ﻋﻠﻤﺎ أن ﻋﺪد ﻣﺮاﻛﺰ اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻗﺪ ﻧﻤﺎ
اﻟﺨﺪﻣﺎت اﻟﺼﺤﻴﺔ ﻣﻦ ﻗﺒﻞ.
أن ﻋﺪد اﻟﻤﺴﺘﻔﻴﺪﻳﻦ
ﻛﻤﺎ
اﻟﻤﺎﺿﻴﺔ،
اﻟﻌﺸﺮﻳﻦ
ﺑﺸﻜﻞ ﻛﺒﻴﺮ ﻓﻲ اﻟﺴﻨﻮات
ّ
ﻣﻦ ﺧﺪﻣﺎت ﺗﻠﻚ اﻟﻤﺮاﻛﺰ ﻗﺪ ازداد ﺑﺸﻜﻞ ﻣﻠﺤﻮظ .وﻟﻜﻦ ﻣﺎ زال ﻫﻨﺎك
ﻓﺠﻮة ﻣﻌﻠﻮﻣﺎﺗﻴﺔ ﺣﻮل ﺟﻮدة ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي وإﻣﻜﺎﻧﻴﺔ اﻟﻮﺻﻮل
ﻟﻬﺎ واﻟﺤﺼﻮل ﻋﻠﻴﻬﺎ ،واﻟﻘﺪرة ﻋﻠﻰ ﺗﺤﻤﻞ ﺗﻜﺎﻟﻴﻔﻬﺎ .ﻫﺬه اﻟﺪراﺳﺔ ﺗﺤﺎول
اﺳﺘﻜﺸﺎف اﻟﻤﻌﻠﻮﻣﺎت وﻣﻌﺮﻓﺔ ﻣﺪى ﺟﻮدة وﻧﺘﺎﺋﺞ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي اﻟﻤﻘﺪﻣﺔ .ﻓﻔﻲ ﻫﺬه اﻟﺪراﺳﺔ ،ﻳﺤﺎول ﺻﻨﺪوق اﻷﻣﻢ اﻟﻤﺘﺤﺪة
ﻟﻠﺴﻜﺎن ﻣﻌﺎﻳﻨﺔ واﺳﺘﻜﺸﺎف اﻟﻌﺮض واﻟﻄﻠﺐ ﻋﻠﻰ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ
اﻟﻤﺠﻬﺮي وﻣﺪى ﺗﻮاﻓﺮﻫﺎ ﻓﻲ ﻓﻠﺴﻄﻴﻦ ﺑﻬﺪف ﺗﻘﺪﻳﻢ ﺗﻮﺻﻴﺎت ﻟﺘﻄﻮﻳﺮ
اﻟﺴﻴﺎﺳﺎت اﻟﻤﺘﻌﻠﻘﺔ ﺑﻬﺎ وﺗﻘﺪﻳﻤﻬﺎ ﺑﺸﻜﻞ أﻓﻀﻞ .وﻣﻦ ﺧﻼل ﻫﺬه
اﻟﺪراﺳﺔ ،ﻳﻌﻤﻞ ﺻﻨﺪوق اﻷﻣﻢ اﻟﻤﺘﺤﺪة ﻟﻠﺴﻜﺎن ﻣﻦ ﺧﻼل ﻋﻤﻠﻪ
اﻟﻤﻜﺜﻒ ﻓﻲ ﻣﺠﺎل اﻟﺼﺤﺔ اﻹﻧﺠﺎﺑﻴﺔ واﻟﺠﻨﺴﻴﺔ ﻋﻦ ﻃﺮﻳﻖ ﺗﺴﻠﻴﻂ اﻟﻀﻮء
ً
ً
ﻛﺒﻴﺮا ﻟﺘﻄﻮﻳﺮﻫﺎ ﻣﻦ ﺟﺎﻧﺐ
اﻫﺘﻤﺎﻣﺎ
ﺗﻠﻖ
ﻋﻠﻰ ﺑﻌﺾ اﻟﻘﻀﺎﻳﺎ اﻟﺘﻲ ﻟﻢ َ
اﻟﻤﺆﺳﺴﺎت اﻟﻔﻠﺴﻄﻴﻨﻴﺔ وﻣﺆﺳﺴﺎت اﻟﺘﻨﻤﻴﺔ اﻟﺪوﻟﻴﺔ.
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فلسطںى
من االزواج ىڡ

يعانون من مشكلة ىڡ االنجاب

1

ﺗﻘﻴﻴﻢ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻲﻓ ﻓﻠﺴﻄﻦﻴ

إﻋﺪاد :د .ﺑﺴﺎم اﺑﻮ ﺣﻤﺪ ،ﻫﺎﻧﻲ ﻣﻄﺮ ،ﻛﻔﺎح ﺑﻨﻲ ﻋﻮدة
ﺗﺼﻤﻴﻢ :ﻣﺤﻤﺪ ﻧﺼﺮ

اﻟﻨﺘﺎﺋﺞ واﻟﺘﻔﺴﻴﺮات واﻻﺳﺘﻨﺘﺎﺟﺎت اﻟﻮاردة ﻓﻲ ﻫﺬه اﻟﻮﺛﻴﻘﺔ ﻫﻲ ﻧﺘﺎﺋﺞ اﻟﻤﺆﻟﻒ )اﻟﻤﺆﻟﻔﻴﻦ( وﻻ ﺗﻌﻜﺲ ﺑﺎﻟﻀﺮورة ﺳﻴﺎﺳﺎت أو آراء
اﻟﺼﻨﺪوق .ﻻ ﺗﺘﻀﻤﻦ اﻟﺘﻌﻴﻴﻨﺎت ﻓﻲ ﻫﺬا اﻟﻤﻨﺸﻮر أي رأي ﺑﺸﺄن اﻟﻮﺿﻊ اﻟﻘﺎﻧﻮﻧﻲ ﻷي ﺑﻠﺪ أو إﻗﻠﻴﻢ أو ﻟﺴﻠﻄﺎﺗﻬﺎ أو ﺗﻌﻴﻴﻦ ﻟﻠﺤﺪود.
ﻫﺬا اﻟﻤﻨﺸﻮر "ﺗﻘﻴﻴﻢ ﺧﺪﻣﺎت اﻟﺘﻠﻘﻴﺢ اﻟﻤﺠﻬﺮي ﻓﻲ ﻓﻠﺴﻄﻴﻦ" ﺑﺪﻋﻢ ﻣﻦ اﻟﻮﻛﺎﻟﺔ اﻹﻳﻄﺎﻟﻴﺔ ﻟﻠﺘﻌﺎون اﻹﻧﻤﺎﺋﻲ ﺿﻤﻦ ﻣﺸﺮوع "ﺟﺪول
اﻷﻋﻤﺎل اﻟﻐﻴﺮ ﻣﻜﺘﻤﻠﺔ ﻟﻤﻌﺎﻟﺠﺔ اﻟﻤﺤﺪدات اﻻﺟﺘﻤﺎﻋﻴﺔ ﻟﺘﺤﻘﻴﻖ اﻟﺼﺤﺔ واﻟﺤﻘﻮق اﻹﻧﺠﺎﺑﻴﺔ ﻓﻲ ﻓﻠﺴﻄﻴﻦ".
ﻳﻌﺒﺮ ﻋﻦ وﺟﻬﺔ ﻧﻈﺮ اﻟﻤﺆﻟﻔﻴﻦ وﻻ ﻳﻌﻜﺲ ﺑﺎﻟﻀﺮورة ﻣﻮﻗﻒ أو ﺳﻴﺎﺳﺎت اﻟﻮﻛﺎﻟﺔ اﻹﻳﻄﺎﻟﻴﺔ ﻟﻠﺘﻌﺎون
ﻣﺎ ﻳﺮد ﻓﻲ ﻫﺬا اﻹﺻﺪار ﻣﻦ آراءّ ،
اﻹﻧﻤﺎﺋﻲ.
إن اﻟﻮﻛﺎﻟﺔ اﻹﻳﻄﺎﻟﻴﺔ ﻟﻠﺘﻌﺎون اﻹﻧﻤﺎﺋﻲ ﻏﻴﺮ ﻣﺴﺆوﻟﻴﻦ ﻋﻦ أي ﻣﻌﻠﻮﻣﺎت ﻏﻴﺮ دﻗﻴﻘﺔ أو ﺗﺸﻬﻴﺮﻳﺔ ،أو ﻋﻦ أي ﺳﻮء اﺳﺘﺨﺪام ﻟﻠﻤﻌﻠﻮﻣﺎت
اﻟﻮاردة.
ﻟﻠﻤﺰﻳﺪ ﻣﻦ اﻟﻤﻌﻠﻮﻣﺎت ،ﻳﺮﺟﻰ اﻻﺗﺼﺎل:
اﻟﺴﻴﺪة ﻛﺮﻳﺴﺘﻴﻦ ﺑﻠﻮﻛﻬﻮس ،ﻣﻤﺜﻠﺔ ﺻﻨﺪوق اﻷﻣﻢ اﻟﻤﺘﺤﺪة ﻟﻠﺴﻜﺎن ﻓﻲ ﻓﻠﺴﻄﻴﻦblokhus@unfpa.org ،
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