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Dental health services have never been an integral
part of the general health services provided by the

State or the Sick Funds in Israel. The National Inquiry
Committee of Health Services (National Inquiry Com-
mittee of Health Services in Israel, 1990) addressed
the lack of dental epidemiological data in Israel. The
Committee recommended to set up a Dental Health
Data Bank, and to devote funds for epidemiological
surveys.

The last national children’s dental health survey
was conducted in 1989 (Zadik et al, 1992). Among the

5- to 6-year-olds, 41.3% were caries free, with dift (de-
ciduous decayed, indicated for extraction and filled
teeth) = 2.72. Among the 12-year-olds in the national
study (Zadik et al, 1992), 21.2% were caries free, with
DMFT = 2.99. Therefore, Israel was defined as medi-
um disease level by the World Health Organization
(WHO), and was 17th out of 45 European countries
(Oral Health Programme, 1995).

There is shortage of up-to-date, accurate data re-
garding knowledge, attitude and health-related be-
haviour in general and in dentistry in particular. For the
last decade, the Department of Health Education of
the Ministry of Health has commissioned yearly adult
national surveys of health issues (Ministry of Health,
1995), but they include very few questions regarding
dental and periodontal health.

A national survey, carried out by the Israel Institute
for Applied Research in 1982, inquired about service
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Alle Rechte vorbehaltenutilisation, price of dental services, their perception
and their effect (Israel Institute of Applied Social Re-
search, 1982). A national telephone survey was also
conducted in 1999, funded by the National Institute
for Health Policy and Health Services Research (Berg
et al, 2001). However, in all these surveys the knowl-
edge, attitude and behaviour of the adult population
was researched. There are no data available regarding
the knowledge, attitude and dental health behaviour
of adolescents. 

In 2002, a National Dental Health Survey of 12-year-
olds was conducted. The clinical findings were report-
ed previously (Zusman et al, 2005). There was a re-
ported improvement in dental health among the 12-
year-olds in Israel, and the average DMFT was found to
be 1.66. In the present paper, the findings of the oral
health-related knowledge, attitudes and behaviour
component of the survey are reported. The aim is to
build an up-to-date dental health database of the Is-
raeli population, as advised by the National Inquiry
Committee (1990) for the following purposes:

1. To enable informed policy-decision-making regard-
ing the inclusion of a dental component in the range
of health services provided by the National Health
Insurance Law.

2. To enable planning of dental services relevant to the
needs of the population.

3. To provide a baseline that will enable comparative
studies in the future.

MATERIALS AND METHODS

Population sample

The sample was selected from an estimated 110,000
12-year-old children in Israel (Central Bureau of Sta-
tistics, 1995).

It was decided that the sample would consist of 50
classes; sample size was estimated to be approxi-
mately 1500 subjects, slightly larger than in the former
national survey. The sample was stratified, cluster, ran-
dom and convenient. To ensure national representa-
tion, stratification was by size of community, by ad-
ministrative areas (regions) and by ethnicity (Jew-
ish/other: mixed communities were considered to be
Jewish). The sampling method and sample size were
as previously described (Zusman et al, 2005). In the
first stage, a random stratified sampling of communi-
ties was carried out. In the second stage, a random
sampling of classes in the chosen communities was
performed. For convenience, the cluster sample was at

least two classes in each urban community. The sam-
pling procedure was as follows:

• The communities were divided into 3 groups:
urban 10,000 and more;
urban 10,000 and less;
rural (according to the Ministry of Interior 
classification).

• Each group was further divided into Jewish/other,
and also divided into six geographical regions.

• In the urban communities in the above 10,000
group, the three biggest cities (Jerusalem, Tel Aviv
and Haifa) were included. Further communities
were sampled according to the number of students
in each region. From each community, two classes
were randomly chosen.

• In the other two groups, very small communities
were joined together for sampling purposes. In each
stratum the number of children aged 12 was esti-
mated and the number of classes was chosen in
each region accordingly. The sampling was done
from the list of schools that the children attend (not
all communities have a school).

Before the survey, the Heads of the department of
education in the municipalities were informed that
their city had been selected in the sample. Each school
Principal received a letter and was told which classes
will participate. The parents of the selected classes
were notified. A child was excluded from the survey at
the parents’ request. The surveyor contacted the Prin-
cipal by phone and set up an appointment to examine
the classes in the sample.

The clinical data obtained were coded and
processed. Statistical analysis was with SPSS soft-
ware. The results have been published previously (Zus-
man et al, 2005).

Before the clinical examination was started, the
questionnaire was distributed to the students. They
were asked to complete them while the class was ex-
amined. According to our survey protocol, the ques-
tionnaire was not marked with the name of the child.

The questionnaire

Oral health-related behaviour was collected using the
core questionnaire for children used in ICS-II by WHO
(Chen et al, 1997), translated to Hebrew. The transla-
tion was carried out by a professional translating ser-
vice, and the translation was double-checked by two in-
vestigators fluent in English. 
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ted at the request of the Religious Education Division
of the Ministry of Education. In questions 10, 11, 12b,
and 13b, the possible reply regarding orphans or chil-
dren of single-parent families (‘No male/female
guardian living with me’) was omitted at the request of
Ministry of Education. In question 18, the reply: ‘I 
didn’t have anybody to take me to the dentist’ was
omitted for the same reason.

Variables

Personal characteristics were divided into predispos-
ing and enabling variables. The former included sex,
level of education and occupation, perceived general
health status and health beliefs, such as perceived se-
riousness of oral disease, importance of oral health,
benefits of brushing, flossing, oral health service vis-
its and the number of perceived barriers (fear, being
too busy, lack of services) to obtaining oral health care,
which influence the individual’s likelihood of engaging
in various health behaviours.

Enabling variables facilitate or impede oral health
behaviour, for example level of income, residence,
family size and having a usual source of oral health
care (Chen et al, 1997).

Data analysis

The obtained data were coded and analysed by SPSS-
win software. As a general rule, we followed the analy-
sis performed in ICS II (Chen et al, 1997). ‘Three main
levels of analysis were conducted: to describe each of
the outcomes; to address the social group differences
in outcomes; and to attempt to explain the differences
through multivariate analysis using a range of predis-
posing and enabling predictors’ (Chen et al, 1997). The
social groups were according to the father’s education
(low = primary school, 8 classes; medium = high
school, 12 classes; and higher = college/university).

Univariate analyses were conducted for oral health
behaviours. Bivariate analyses were conducted in order
to examine the social group differences (sex, educa-
tion, having/not having a usual source of care) in oral
health outcomes. Chi-square tests (for percentages)
and t-test (for means) were conducted to examine the
statistical significance of social group differences.

Logistic (binary) regression analyses were conduct-
ed on the dichotomous outcome variables (e.g. brush-
ing/not brushing more than once a day, flossing once
a day and service visiting).

A multivariate logistic regression analysis was con-
ducted for each of the three oral behaviours men-
tioned above. The odds ratios indicate approximately
how much more (or less) likely it is for the outcome to
be present among people with one value of a predic-
tor than among those with another.

The regression analysis models were developed sys-
tematically on the basis of ICS II theoretical model. The
independent variables chosen were selected because
they have theoretical and policy relevance, the litera-
ture suggested their potential importance, and com-
parable measures were available from the ICS II study
(Chen et al, 1997).

RESULTS

The findings will be reported in the same manner as
ICS II, so they can be compared to the findings from the
other sites that participated in ICS II (Ehrfurt, Germany;
Yamanashi, Japan; New Zealand; Lodz, Poland; Balti-
more, USA; HIS Navajo, USA; and HIS Lakota, USA).

Out of the 1327 students of the survey, 1294 filled
in the questionnaire. Not all respondents answered all
questions, therefore the analysis was carried out as a
percentage of respondents.

Study site characteristics

As stated in ICS II, ‘the theoretical model of ICS II pos-
tulates that an individual’s oral health behaviour and
oral health outcomes (oral health status and oral qual-
ity of life) are influenced by more than individual char-
acteristics. They are also directly or indirectly affected
by system-level factors related to socio-environmental
characteristics – social, political, and economic 
characteristics; socio-environmental characteristics
specific to oral health; and the general health care
system – and the oral health care system’ (Chen et al,
1997).

The economy of Israel is a free market economy. The
per capita gross domestic product is $23,530, with
91.6% of the population living in urban areas, and 3.5%
of the labour force working in agricultural, 29% in in-
dustrial and 67.5% in the service sectors. As we can
see, the characteristics of Israel are closest to USA, al-
though it is the most urbanised of all the sites (91.6%).

Life expectancy in Israel was 79.2 in 2002, and in-
fant mortality was 5.4 per 1000 live births, close to the
situation in Japan. Trend data further demonstrate
that Israel’s infant mortality has decreased signifi-
cantly in the last few decades, similarly to Japan.
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of health inequalities. In Israel, the national health in-
surance law assures equal access for all citizens to a
range of services. This range of services does not in-
clude dental care. As in other countries, utilisation of
preventive services is generally correlated with socio-
economic status and with education (Shuval, 1990).
While the network of primary care facilities in Israel is
widespread and generally accessible, it is poorly inte-
grated with the hospital system. Longevity has in-
creased over recent years and is relatively high: 81.8
years for females and 77.6 years for males in 2003
(Ministry of Health, 2005). Nevertheless, there are dif-
ferences between Jews and non-Jews both among men
and women. The same can be said concerning mortal-
ity, especially with regard to infant mortality (3.1 per
1000 live births among Jews in 2004 and 8.6 among
Muslims). 

Sugar consumption per capita in Israel is high and
increased until 2000, since when the trend changed,
and sugar consumption declined from 62 kg per capi-
ta per year to 61 kg in 2002.

In Israel, 95% of toothpaste sold is fluoridated. 
Water fluoridation started in Israel in 1981, when the
first fluoridation plant was built on the pipeline pro-
viding water to the capital Jerusalem. Since then, many
more plants have been built. In 1988 about a third of
the population benefited from appropriate fluoride lev-
els in the drinking water system. This proportion went
up to 46% in 1996, and to 52% in 2001. In 2005, 64%
of the water of Israel was fluoridated, less than Balti-
more (82%) and Lakota (70%).

The National Health Insurance Law was enacted in
1995. Each citizen pays 4.8% of his income to health
insurance. The health care is provided by four publicly
owned HMOs, and the basket of services is defined by
law. The dental component of this basket is meagre. It
includes mainly maxillofacial surgery for trauma and
oncology but does not include dental treatment per se.

Dental surgeons have to be licensed in Israel. The
first dental school was established in 1953, the sec-
ond in 1975. The disease levels were high due to in-
creased availability and lower price of sugar and other
refined carbohydrates. There is a trend of an increas-
ing dentist to population ratio in Israel, which is cur-
rently 13.4 to 10,000 inhabitants.

In Israel most of the dental services are privately
funded. Households spend about 35% of their health
expenses on dental services. Most of the providers are
private, their vast majority self-employed. Commercial
clinics need a license to operate, but private dentists
can open private practices without needing any further
license.

Limited public service is available for the indigent.
School dental service is operated in 25% of local gov-
ernments.

Water fluoridation in Israel continues. A major plant
was inaugurated in 2005 on the main water supply line
in the North of the country. It is planned that in 2–3
years, as much as 77% of the population will enjoy the
benefits of appropriate levels of fluoride in the drink-
ing water.

About a fifth of the schoolchildren participate in the
school dental service, passing an annual examination,
and receiving 3 hours of dental health education. The
number of local governments providing this service is
increasing.

The dentist population ratio has grown rapidly in Is-
rael the last two decades, and is today one of the high-
est in the world (European HFA, 2005). In Israel, the
dental health care system consists mostly of private
practice. The number of clinics owned by commercial
companies is on the rise.

The National Health Insurance Law provides a wide
range of services in general health care, but does not
include dental treatments for the general population.
Only about 10% of the population has private dental in-
surance (Berg et al, 2001). 

Oral health behaviour results 

Relatively few children (3%) reported never brushing
their teeth, and 84% reported brushing their teeth
once or more per day. Regular flossing is not as com-
mon as brushing. Only 18% reported using the floss
more than once a week and 59% never used it. Israeli
children floss less than children in all other countries
in the survey. About half of the children use toothpicks,
a similar percentage to Japan and USA Native Ameri-
cans. Use was less widespread among children in Bal-
timore (39%), New Zealand (34%) and Lodz (23%).

In terms of the utilisation of health services, a visit
was considered to be any occasion in the year prior to
the study on which an individual travelled to an office,
clinic, health centre or hospital to obtain oral health
prophylaxis or treatment provided by dentist or hy-
gienist. The majority of the children (64%) had visited
a dentist in the last year. The utilisation rate is similar
to Baltimore, but the pattern is different. In Israel only
28% reported 1–2 visits per year (less preventive vis-
its) and 3 or more visits for (restorative) treatment
(36%). As in New Zealand, 18% of the children report-
ed having had orthodontic treatment. 

Subjects who had reported a visit to a dentist or 
orthodontist in the previous 2 years were asked to in-
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dicate how satisfied they were with various aspects of
the most recent visit. ‘Respondents expressing satis-
faction in regard to the visit as a whole, the amount of
information given to them about the treatment, travel
time, and waiting time were designated as satisfied
with access to care’ (Chen et al, 1997). Overall, large
proportions of children were satisfied with dental care,
although many wanted to know more than they were
told about the treatment they received (49%). Only
17.5% waited too long to be seen and only 7.2% felt it
took too long to get to the oral health care site. The vast
majority of the children expressed satisfaction with the
last visit (90%). 

Oral health behaviour by social group

The findings presented in Table 1 show that girls brush
their teeth more often than boys as the situation in all
sites. The higher the father’s education, the better the
chances of brushing their teeth more than once a day,
similar to Baltimore.

Very few children reported flossing every day (Table
1); therefore no statistical analysis could be per-
formed.

Only 76% of the children reported visiting a practi-
tioner last year (Table 1), a lower figure than in the oth-
er sites of the ICS II except Japan. The father’s educa-
tion has a large influence: the higher the education,
the higher the likelihood of visiting a dentist. 

Out of those who visited a dentist last year, 84%
have a usual source of care.

Oral health behaviour: multivariate analysis

Table 2 shows the odd ratios of brushing more than
once a day for children in Israel. These ratios approxi-

mate the likelihood that an outcome will occur among
those with one value of a predictor, compared to those
with another value.

Brushing behaviour is slightly more than twice as
frequent for girls than for boys. Gender and father’s ed-
ucation were the strongest predictors of brushing be-
haviour in children. Children with highly educated fa-
thers were 5 times more likely to brush more than
twice a day than those with low levels of education. The
father’s occupation did not predict frequency of brush-
ing by the children. Children with good general health
brush their teeth three times more often than children
with poor general health.

Oral health beliefs were not a significant predictor
of frequency of brushing in Israel. Health behaviour is
related to health beliefs, especially to the belief that
brushing prevents gum diseases.

At the same time, enabling factors such as number
of people in household, urban versus rural residence,
and usual, steady source of dental care are predictors
of this health behaviour. 

Table 2 shows the odds ratios for logistic analyses of
flossing once a day or more. Girls were more likely to
floss daily, similar to IHS Navajo, USA. Health beliefs
were significant predictors, similar to Baltimore. Chil-
dren’s perceived seriousness of oral diseases are 3
times more likely to use dental floss once a day or
more.

Table 2 presents predisposing and enabling factors
associated with oral health service utilisation by chil-
dren. The difference between girls and boys is not sig-
nificant. Fathers’ education is significant.

DISCUSSION

The data were gathered using a self-answered ques-
tionnaire. The questionnaire was distributed in the
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Table 1  Proportion of children who reported brushing more than once a day, flossing and oral health care visits by
gender, father's education, and usual source of care, expressed as a percentage of the sample.

Site Total Sex Education Usual source of care

Male Female no reply Low Medium High Yes No

Brushing 54 47 60* 47 35 50 62* 58* 54
Flossing 10.8 10 12 52 14 12 10 11 8.2
OHC visits 76 78 76 54 61 74 86* 84* 60

* p<0.001



Copyright
byQ

uintessenz

Alle Rechte vorbehalten

Zusman et al

276 Oral Health & Preventive Dentistry

Ta
bl

e 
2

  O
dd

s 
ra

ti
os

 fo
r 

or
al

 h
ea

lt
h 

be
ha

vi
ou

r:
 b

ru
sh

in
g 

an
d 

fl
os

si
ng

 m
or

e 
th

an
 o

nc
e 

a 
da

y 
an

d 
or

al
 s

er
vi

ce
 v

is
it

s.

B
ru

sh
in

g
Fl

os
si

ng
S

er
vi

ce
 v

is
it

-2
lo

g 
-2

lo
g 

-2
lo

g 
S

ig
ni

fic
an

ce
S

.E
.

C
I

lik
el

ih
oo

d
S

ig
ni

fic
an

ce
S

.E
.

C
I

lik
el

ih
oo

d
S

ig
ni

fic
an

ce
S

.E
.

C
I

lik
el

ih
oo

d
G

en
de

r
Fe

m
al

e 
vs

 m
al

e
2

.1
1

**
*

0
.1

5
8

1
.5

5
3

–
2

.8
7

9
1

10
1

.7
5

4
N

S
N

S
Fa

th
er

’s
 e

du
ca

tio
n 

le
ve

l
H

ig
h 

vs
 lo

w
4

.5
6

**
*

0
.2

8
3

2
.6

1
5

–
7.

9
41

10
9

5
.9

5
N

S
2

.6
9

**
*

0
.2

6
1

.6
14

–
4

.4
7

9
1

5
0

2
.0

7
3

M
ed

iu
m

 v
s 

lo
w

2
.2

6
**

0
.2

7
8

1
.3

1
3

–
3

.9
0

3
N

S
N

S
no

 re
pl

y 
vs

. l
ow

3
.3

4
**

*
0

.2
6

2
.0

10
–

5
.5

6
N

S
N

S
Fa

th
er

’s
 o

cc
up

at
io

n 
Pr

of
es

si
on

al
 v

s.
 

un
/s

em
i-s

ki
lle

d
N

S
N

S
N

S
M

an
ag

er
/l

ow
 

pr
of

es
si

on
al

 v
s.

 u
n/

se
m

i-s
ki

lle
d

N
S

N
S

N
S

S
ki

lle
d 

vs
. u

n/
se

m
i-s

ki
lle

d
N

S
N

S
N

S
U

ne
m

pl
oy

ed
 v

s.
 u

n/
se

m
i-s

ki
lle

d
N

S
N

S
N

S
N

o 
fa

th
er

 v
s.

 u
ns

ki
lle

d
N

A
N

A
N

A
G

en
er

al
 h

ea
lt

h
Ex

ce
lle

nt
/v

er
y 

go
od

 
vs

. g
oo

d
1

.5
8

* 
0

.1
9

3
1

.0
8

4
–

2
.3

1
1

10
6

0
.1

17
N

S
1

.5
1

*
0

.1
6

2
1

.0
9

8
–

2
.0

7
14

6
5

.0
6

5
Fa

ir/
po

or
/v

er
y 

po
or

 
vs

. g
oo

d
N

S
N

S
N

S
O

ra
l h

ea
lt

h 
be

lie
fs

Pe
rc

ei
ve

d 
se

rio
us

ne
ss

 
of

 o
ra

l d
is

ea
se

N
S

N
S

1
.8

9
*

0
.2

51
1

.1
5

9
,3

.0
9

9
1

2
8

0
.0

1
9

Pe
rc

ei
ve

d 
im

po
rt

an
ce

 
of

 o
ra

l h
ea

lth
N

S
2

.8
6

*
0

.4
9

4
1

.0
8

5
–

7.
5

3
6

4
4

.0
3

8
N

S
B

ru
sh

in
g 

pr
ev

en
ts

 g
um

 tr
ou

bl
e

- d
is

ag
re

e 
vs

. a
gr

ee
0

.4
0

**
*

0
.2

4
4

0
.2

4
8

–
0

.6
4

5
10

9
8

.0
9

8
0

.5
6

**
0

.2
14

0
.3

6
9

–
0

.8
5

3
1

5
37

.6
8

9
- d

on
't 

kn
ow

 v
s.

 a
gr

ee
0

.4
5

**
*

0
.1

6
9

0
.3

2
2

–
0

.6
2

3
0

.6
5

**
0

.1
3

9
0

.4
91

–
0

.8
47

O
ra

l h
ea

lth
 c

ar
e 

vi
si

ts
 p

re
ve

nt
s 

tr
ou

bl
e

- d
is

ag
re

e 
vs

. a
gr

ee
- d

on
't 

kn
ow

 v
s.

 a
gr

ee
N

um
be

r 
of

 b
ar

rie
rs

 p
er

ce
iv

ed
En

ab
lin

g
R

es
id

en
ce

N
um

be
r 

in
 h

ou
se

0
.7

6
**

*
0

.0
3

3
0

.7
16

–
0

.8
14

9
8

3
.2

9
6

N
S

0
.9

4
*

0
.0

2
8

0
.8

8
9

,0
.9

9
2

14
6

6
.3

2
2

M
or

e 
ur

ba
n 

v.
 le

ss
 

ur
ba

n
1

.8
7

**
*

0
.1

8
1

.3
14

–
2

.6
5

6
1

1
1

5
.6

9
N

S
N

S
U

su
al

 s
ou

rc
e 

of
 c

ar
e

N
o 

vs
. y

es
0

.4
3

**
*

0
.1

7
2

0
.3

0
4

–
0

.5
97

9
6

3
.9

7
N

S
O

.4
0

**
*

0
.1

5
0

.2
9

8
,0

.5
3

8
1

31
9

.5
4

9

*p
 ≤

0
.0

5
, *

*p
 ≤

0
.0

1
, *

**
p 

≤
0

.0
01



Copyright
byQ

uintessenz
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It is possible that the clinical activity caused some dis-
traction to the children.

As reported in ISS II for other countries, most of the
children (84%) reported brushing once or more daily,
the same percentage as for Navajo. In all other sites of
ISC II, an even lower percentage reported never brush-
ing their teeth, and the present answers were similar
to those reported from Baltimore and New Zealand. In
Germany and Japan, daily tooth brushing is practiced
by more children (95% and 93% respectively), but this
is much less among the Native-Americans (76% and
67%). At the age of 12, this basic oral health hygiene
method is not universally practised in Israel in 2002. 

Flossing is rarer than in other countries: the majori-
ty of Israeli children never flossed (59%) and 13% did
not even know about it. Only 18% reported using floss
more than once a week, higher than in Japan and
Poland, but lower than in the other sites. In New
Zealand, Baltimore, Navajo and Lakota, children were
more aware of dental floss than the Israeli children,
while a much higher percentage of the children in Ya-
manashi and Lodz were unaware of dental floss. Israeli
children floss less than children in all other countries
in the survey.

Respondents were not asked about frequency of use
or purpose, only whether they did or did not use tooth-
picks. Toothpicks were used by about half of the chil-
dren, a similar percentage to Japan and USA Native
Americans. Use was less widespread among children in
Baltimore (39%), New Zealand (34%) and Lodz (23%).

The oral health habit is very much gender related.
Girls brush their teeth more often than boys in Israel,
as they do all over the world. Only in Japan and Ger-
many do boys brush more often than in Israel. The fre-
quency of girls brushing was similar to Lodz and Balti-
more, less than in Germany and Japan, and higher
than for Native Americans and New Zealand.

The higher the level of the father’s education, the
better the chances of brushing teeth more than once
a day, as was reported for all other sites. However, the
Israelis with low father education brush less than in
other sites. Israeli children with highly educated fa-
thers brush more than in Lodz and Native Americans,
similar to Baltimore but less than Germany and Japan.
Usual source of care has the same effect as the fa-
ther’s education. Children with a usual source of care
brush their teeth the same number of times as in Bal-
timore, less than Japan and Germany but more than
the other sites. This habit is dependent on father’s ed-
ucation and oral health beliefs. It is clear that dental
health education has to be attitude-oriented, to
strengthen the health beliefs of children.

Regarding utilisation of oral health services, only
20% did not visit a dentist, higher than all the other
sites except Japan. About two thirds visited a dentist
once or more in the previous year. It is not clear how to
interpret the 15% that answered ‘don’t know’ to this
question. It seems that they did not visit a dentist in the
previous year. In former surveys, about 35% reported
not visiting a dentist in the previous year (Zusman and
Ramon, 2002), so the reported un-attendance con-
firms that finding.

The utilisation rate is similar to Baltimore, but the
pattern is different. In Israel there are less ‘1–2 visits’
per year (less preventive visits) and more ‘3 or more’
visits for (restorative) treatment. In Israel, 36% re-
ported 3 or more visits compared with 34% in Balti-
more. In all other sites higher percentages had 3 or
more visits. 

Orthodontic treatment is not as widespread as in
Germany and the USA, but similar to New Zealand.
Poland and Japan reported lower percentages, while in
all other sites higher percentages visited an orthodon-
tist.

Regarding satisfaction with the last oral health vis-
it, the children are satisfied, in the same way as gen-
erally throughout the world. A higher percentage was
satisfied in Baltimore and New Zealand, while at oth-
er sites satisfaction was lower, being lowest in Japan
(81%).

As expected, the percentage of children who
thought the travel time was too long is low (7.2%), as
the proportion of dentists to population is very high in
Israel. About half reported they wanted to know more
about the treatment, similar to Baltimore. Israeli chil-
dren are interested in dental treatment far more than
their Japanese or German counterparts. This interest
should be harnessed for dental health education. 

Only 76% of the children reported visiting a practi-
tioner in the previous year (Table 1), a lower figure
than in the other sites of the ICS II except Japan. Fa-
ther’s education had a large influence: the higher the
education, the more likely the children were to visit a
dentist. Compared with the other sites, Israeli children
with low father education visit the dentist less often
than in other sites; for those with high education, only
Japan reported less dental visits. Out of those who vis-
ited a dentist last year, 84% had a usual source of care,
higher only than Japan.

CONCLUSIONS

Tooth brushing once or twice a day was reported by
84% of 12 year-olds, daily flossing by only 9%. 
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Alle Rechte vorbehaltenAbout two-thirds of the children visited a dentist in
the last year. Higher utilisation of services is related to
father’s education and to a usual source of care.

Children were satisfied with the dental care but
would like to know more about the treatment they re-
ceived.

Implications

1. The dental health education in Israel should focus
the health messages to schoolchildren according to
the differences found in this survey. For example,
tooth brushing should be stressed more in boys
than in girls. Health promotion programmes in indi-
gent and lower socioeconomic populations should
be implemented. Free toothbrush and dentifrice dis-
tribution might be considered as a way to lower the
barrier for daily brushing. 

2. Service utilisation is connected to father’s educa-
tion, so barriers should be lowered for these chil-
dren (outreach of the dental service for these chil-
dren). Dentists should explain more the nature of
the treatment in a language the children compre-
hend.
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