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Abstract
Nearly two decades ago, researchers first reported that endocrine disrupting chemicals in the environment were
affecting reproductive health in the general population. The purpose of this article is to examine the evidence of
adverse reproductive health trends in Israel and to explore implications for environmental health policy in Israel. We
reviewed studies and data in Israel regarding trends in reproductive health indices, specifically: breast and testis
cancer, hypospadias, sperm quality, male factor infertility, and age at menarche. The data provide some evidence of
adverse reproductive trends in the Israeli population: an increase in testicular cancer from 1990 to 2007, a decrease
in age at menarche from 1986 to 2000, an increase in the prevalence of male factor infertility, and some evidence
of decreasing sperm counts. However, we note that much of the evidence is limited.
The policy implications of reported adverse reproductive health trends possibly related to environmental exposure
have been radically different in Europe and the United States. In Europe, such reports led the Parliament of the
European Community to adopt a resolution on endocrine disruptors, which emphasizes the application of the
Precautionary Principle. U.S. Environmental Protection Agency policy is focused on screening chemicals for
endocrine disrupting properties and does not specifically refer to the Precautionary Principle. To date, there has
been no formal governmental policy or strategy in Israel regarding endocrine disrupting chemicals. Environmental
health policy on endocrine disruptors requires integrating evidence on human reproductive health trends, evidence
on adverse reproductive outcomes in wildlife and experimental systems, and data from biomonitoring studies.
Despite gaps in evidence and current data, we support a precautionary approach to regulating potential endocrine
disrupting chemicals and reducing public exposures, especially in sensitive groups such as children and pregnant
women.
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Introduction
Nearly two decades ago, researchers first reported that
endocrine disrupting chemicals (EDCs) were affecting
reproductive health, citing evidence from experimental
animal studies, investigations of wildlife populations,
reports on increased incidence of certain pathologies in
men and women, and adverse health outcomes in girls
whose mothers were treated with the estrogenic drug diethylstilbestrol (DES) [1]. The recognition that early embryonic, fetal, or neonatal exposures to EDCs could lead
to permanent health effects in adulthood was central to
the claim that these chemicals were affecting reproductive health.
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The group of compounds identified as endocrine
disruptors is highly heterogeneous and includes, for example, industrial solvents/lubricants and their byproducts (e.g., polychlorinated biphenyls, dioxins), plastics
(e.g., bisphenol A (BPA)), plasticizers (e.g., phthalates),
pesticides (e.g., dichlorodiphenyltrichloroethane), fungicides (e.g., vinclozolin), pharmaceutical agents (e.g., DES),
and natural chemicals found in human and animal food
(e.g., phytoestrogens, including genistein and coumestrol) [2].
While the evidence for adverse reproductive outcomes
(infertility, congenital malformations, and hormonemediated cancers) from exposure to EDCs is strong [2],
it is unclear whether exposures to these chemicals have
impacted reproductive health in the general population
in Israel.
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In 2002, Israel had the highest rate of in vitro
fertilization (IVF) cycles out of 53 countries participating
in the World Collaborative Report on Assisted Reproductive Technology [3]. Data from the Department of
Health Information at the Ministry of Health show that
the rate of IVF treatment cycles including ICSI (per
100,000 women age 15–49) has increased in Israel from
45.5 in 1990 to 154.5 in 2007. Clearly, it is difficult to ascertain how much of the increasing demand for IVF
treatments in Israel is attributable to economic and social factors (including state funding of fertility treatments) and how much is attributable to infertility
influenced by other factors, including environmental
exposures.
The purpose of this integrative article is to establish
whether there is evidence of adverse reproductive health
trends in Israel and to explore implications for environmental health policy in Israel. The first part of the paper
will characterize Israeli databases containing data relevant to reproductive health trends in the Israeli population and will summarize trends in breast and testis
cancer, hypospadias, male factor infertility, sperm quality, and age at menarche. The second part of the paper
will explore the environmental health policy implications
of these trends: How have the European Commission
and the U.S. Environmental Protection Agency (EPA)
responded to indications of adverse reproductive health
trends in the population? What is the appropriate health
policy response in Israel to possible adverse reproductive
health trends?
Part 1: Reproductive health trends in Israel

We identified the following Israeli databases as containing data relevant to reproductive health trends in the Israeli population (Table 1). In this review, we present
data from the international literature, Ministry of Health
publications, conference reports, and unpublished
results.
Cancer

Based on data from the Ministry of Health National
Cancer Registry, which includes an estimated 94% of
solid tumors and 85% of nonsolid tumors, age adjusted
testicular cancer rates in Israel more than doubled in
Jews and Arabs during 1990–2007, with age adjusted
rates twice as high in Jews as in Arabs (Figure 1) [4].
Changes in incidence rates during this period were
prominent in the Northern Negev, perhaps due to differences in environmental exposures [5].
A recent study of a cohort of military service candidates examined between 1967 and 2005, and linked to
the Israel National Cancer Registry to obtain incident
testicular cancer up to 2006, found lower risk for testicular cancer among men born in North Africa and Asia
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Table 1 Continuous systematic databases in Israel
relevant to reproductive health trends
Subject

Method

Years

Israel National
Perinatal Registry

Report of live births and birth defects
from hospitals in Israel; estimated
70% of total birth defects

1995
onwards

Israel National
Cancer Registry

Report of diagnosed cancer cases;
estimated 94 % of solid tumors and
85% of nonsolid tumors

1960
onwards

In vitro Fertilization
Mandatory reporting from all IVF units 1990
(IVF) treatment cycles
onwards
Age at menarche

Population-based ongoing survey
(army recruits)

1986
onwards

Health problems
among adolescents

Mandatory examination of army
candidates

1967
onwards

compared to European ancestry, but a steep increase in
risk among next generations of migrants from North
Africa. This study supports further research on the role of
modern lifestyle and environment in the etiology of testicular cancer (Levine H et al., unpublished manuscript).
In situ breast cancer incidence has increased in both
Jewish and Arab women from 1990 to 2007 (110% increase in Jewish women and 150% increase in Arab
women) [6]. The increase since 1996 can be explained
primarily by the increase in periodic mammography in
the population (the National Mammography Program
began in 1996). Invasive breast cancer incidence
increased in Jewish women between the early 1990s and
1998 and then decreased steadily until 2007. Total breast
cancer rates have been steady since 1998, as the decrease
in invasive breast cancer rates in Jewish women has been
matched by an increase in in situ breast cancer rates. In
Arab women, invasive breast cancer rates more than
tripled between 1990 and 2006, possibly due to improved
diagnosis and socioeconomic changes in the population
during that time (i.e., nutrition, number of births).
Hypospadias

Data from the Israel Birth Defects Registry, which
includes reports on an estimated 70% of total birth
defects in Israel, shows that hypospadias incidence rates
in Israel were unstable between 1974 and 2008 [7].
Overall there was a very small increase during this
period (31.73 per 100,000 in 1974–78 and 33.4 per
100,000 in 2004–2008). Rates of undescended testes in
2000–2008 have also been unstable [8]. It is unclear if
the instability in reported hypospadias and undescended
testes rates is due to data incompleteness or whether it
reflects a real fluctuation in rates of these birth defects
in the population.
Male factor infertility

In 1977, Dor and others reported on 655 infertile couples in Israel over a 15-year span and found that male
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Figure 1 Age Standardized Rate of Testicular Cancer in Israel, 1980–2007. Reproduced from Bar-Chana [4].

infertility factors were involved in 28% of the cases [9].
Farhi and Ben-Haroush reported in 2011 that male factor infertility was the most common cause of infertility
in 2515 couples referred to two infertility clinics in Israel
between 1999 and 2007 [10]. The distributions of the
causes of infertility were male factor infertility (45%),
anovulation (37%), unexplained factors (20.7%), combined factors (18%), and tubal factors (18%), with each
couple having one or more diagnosis. According to Farhi
and Ben-Haroush, there has been a nearly twofold increase in the incidence of male factor infertility in similar infertile populations attending primary infertility
centers evaluated 30 years apart in Israel [10]. Sella and
others corroborated the finding that male factor infertility was the most common cause of infertility in a larger
population and reported that male factor infertility was
responsible for 48.80% of cases in 29,282 female members of Maccabi Health Services with definitive diagnoses of infertility between 1997 and 2010 [11].

was observed (decrease of 5.3 ± 4.5 million each year) although results were not significant.
Results of studies in sperm donors in Israel have been
conflicting. One study, published in 1997, found an increase in total motile sperm count (7.74% per year,
p < 0.0001) and a decline in normal morphology in
semen from young Jerusalem donors between 1980 and
1995 (1.04% per year, p < 0.0001) [13]. The study was
conducted in 188 men who donated sperm at the
Hadassah Ein Kerem Hospital. Another study conducted
at the Hadassah Mount Scopus Hospital compared 20
past donors (1995–1999) to 16 interim donors (2000–
2003), and 22 recent donors (2004–2009) [14]. Over the
study period, the average sperm parameters dropped
from a concentration of 106 ± 25 million spermatozoa/
ml with 79% ± 4.3% motility to 68 ± 14 million/ml with
66% ± 4.5% motile sperm (P < 0.0001, P < 0.0001, respectively). The total motile sperm count per ejaculate also
decreased, from 66.4 ± 18.2 million to 48.7 ± 12 million
(P < 0.005).

Sperm quality

There have been few studies on trends in sperm quality
in Israel. Almagor et al. showed a significant downward
trend in sperm count and motility in Jerusalem men
providing sperm samples for intrauterine insemination
treatment during the years 1990–1999 [12]. Sperm
counts declined by 5.2 ± 0.9 million sperm per year
(p < .0001) and motility was reduced by 0.50 ± 0.14% per
year (p < .0003). This trend remained strongly significant
when men with normal parameters were evaluated separately, in order to control for the increase in oligoazoospermic patients in later years. In a longitudinal
analysis, where each man’s earliest semen sample was
compared to his latest one, a decrease in sperm counts

Age at menarche

A population-based survey among female recruits to the
Israeli army from 1986 to 2000 found a decrease in age
at menarche, unadjusted for BMI [15]. Reported mean
age at menarche among the 11,392 recruits showed a
monotonic trend of decrease over time, from 13.4 years
for women born before 1970 to 13.0 years for those born
after 1978 (Figure 2). Women born after 1978 were
twice as likely as those born before 1970 to have had an
early menarche (age 11 or earlier). Also, regression modeling showed a negative association between the
recruit’s year of birth and their age at menarche, indicating a downward temporal trend of 4.2 months per
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Figure 2 Age at menarche in female recruits to the Israeli army, by birth year. Reproduced from Chodick et al. [15].

decade in age at menarche. The trend was found for
women of western and eastern origins and for all categories of paternal education. These results likely reflect
the Jewish young adult population in Israel, as military
service is compulsory, with the exception of Arabs and
ultra-Orthodox Jews who are largely exempted from
military service.
Summary of reproductive health trends

The data presented in the first part of this paper provide
some evidence of adverse reproductive trends in the Israeli population: an increase in testicular cancer from
1990 to 2007, an increase in the prevalence of male factor infertility, a significant decrease in age at menarche
in female recruits to the Israeli army from 1986 to 2000,
and limited evidence of decreasing sperm counts.
However, we note that much of the evidence is limited.
While the increase in testicular cancer in 1990–2007 is
salient, additional types of cancer not associated with
endocrine disruptors have increased in Israel during this
time period. Data on changes in sperm quality in Israeli
sperm donors is valuable, but such studies are inherently
limited by the small sample sizes and the fact that sperm
donors are not representative of the general population.
The studies conducted by Dor and Farhi and BenHaroush on male factor infertility focused on specific
clinics, which might introduce a certain selection bias;
therefore it is unclear if the upward trend in male factor
infertility reflects a national trend. In addition, it is possible that technological advances in diagnosis affected
the difference in incidence of male factor infertility
reported in 1977 and in 2011. Data on age at menarche
in female recruits were unadjusted for BMI, and it is unclear if changes in obesity and life style during this
period or other factors explain this trend.

In addition, other factors that are potentially related to
reproductive health trends in Israel have changed in the
population over the period that these adverse reproductive health trends were observed: increased recreational
drug use [16]; a steep rise in obesity and overweight in
youth [17]; major demographic shifts resulting from immigration trends [18]; and widespread soy consumption
[personal communication], including soy based formula
[19]. Increased recreational drug use, for example, may
contribute to the increased prevalence in male factor infertility [20], while trends in prevalence of overweight
may contribute to trends in age at menarche [21].
Despite the limitations in the data, the fact that adverse reproductive health trends have been reported in
other populations worldwide suggests that there is some
plausibility to the hypothesis that these trends are indeed
occurring in Israel. Testicular cancer has been increasing
worldwide in the majority of industrialized countries in
North America, Europe, and Oceania, particularly
among Caucasians [22]. In several European countries,
including France, testicular cancer incidence has
doubled since 1970 [23]. In addition, studies from European and U.S. populations indicate a trend toward
younger ages of menarche and breast development in
girls [24,25]. Finally, meta-analyses have indicated a decline in mean sperm concentrations since the 1930s
[26,27] although these analyses have been challenged
[28]. In Denmark, sperm counts in healthy young men
are so low that researchers have predicted lower fertility
rates in the future [29].
Part II: Environmental health policy implications

Endocrine Disrupting Chemicals: EU and U.S. Policy
Initiatives and Responses: The policy implications of
reported adverse reproductive health trends possibly
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related to environmental exposure have been radically
different in Europe and the U.S.
In 1996 scientists and policy-makers in Europe convened the Weybridge Workshop and reached the conclusion that “sufficient evidence exists for increasing
testicular cancer rates, and the apparent decline in
sperm counts in some areas was unlikely to be attributable to the known confounding variables.” Despite the
fact that they concluded that existing exposure information was generally insufficient to definitely associate the
human changes seen with chemical exposure, they noted
that measures to reduce exposure to endocrine disrupters should be in line with the Precautionary Principle
[30].
The EU Community Strategy for Endocrine Disrupters, which was adopted in 1998, emphasizes the application of the Precautionary Principle and calls on the
Commission to identify substances for immediate action
[31]. Actions that have been carried out by the Commission in relation to EDCs have included: a) development
of a priority list of potential endocrine disrupting substances; b) monitoring studies, including a European
wide biomonitoring study on phthalates in urine; c) research; and d) legislative actions such as restrictions on
approval of EDCs for plant protection, legislation on
food contact materials, including banning the use of
BPA in infant feeding bottles, and new legislation on
phthalates in toys [32].
In the U.S., the Endocrine Disruptor Screening Program Policy Statement from 1998 cited “conflicting
reports . . . concerning declines in the quality and
quantity of sperm production in humans over the last
4 decades, and . . . reported increases in certain cancers (e.g., breast, prostate, testicular)” but added that
there is “considerable scientific uncertainty . . . regarding the actual causes of such effects.” [33] The U.S.
Congress passed the Food Quality Protection Act and
the Safe Drinking Water Act Amendments in 1996, requiring that the EPA screen chemicals and pesticides
for their potential to produce effects similar to those
produced by estrogen in humans. The EPA later
expanded the screening program to include androgens
and the thyroid system, and to include effects on fish
and wildlife.
According to these acts, if a substance is found “to
have an endocrine effect on humans, the Administrator
shall . . . take action under such statutory authority as is
available to the Administrator . . . as is necessary to ensure the protection of public health.” In other words, the
statutes requiring testing for endocrine disruption provide no new process by which to regulate those chemicals. In addition, this approach demands scientifically
proving harm in humans prior to regulating a chemical,
without addressing the uncertainty involved in endocrine
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disruption and without mention of the Precautionary
Principle [34].
Additional policy actions in the U.S. related to potential endocrine disruptors have included banning the use
of phthalates in toys [35] and “taking reasonable steps
to reduce human exposure to BPA in the food supply”
[36].
Implications for Environmental Health Policy in Israel:
In both the EU and the U.S., evidence regarding adverse
reproductive health trends in the general population was
considered when developing environmental health policy
on EDCs. However, this data was considered within the
broader context of evidence on the impact of EDCs on
wildlife and experimental systems. To date, there has
been no formal governmental policy or strategy in Israel
regarding EDCs. Current actions in Israel have focused
on three main aspects: monitoring, research/surveillance,
and policy/legislation.
Monitoring

In the U.S., there is on-going surveillance of population
exposure to environmental chemicals, including estrogen
disrupting chemicals within the framework of the National Health and Nutrition Health Survey [37]. This
surveillance supplies valuable data to assess the effectiveness of public health efforts to reduce exposure to environmental chemicals, to determine whether exposure
levels are higher among susceptible subgroups, and to
direct priorities for research on human health effects
from exposure to these chemicals. The EU has recently
launched a harmonized biomonitoring study on exposure to methyl mercury, cadmium, and phthalates, as well
as environmental tobacco.
In Israel, the Ministry of Health recently conducted
the first national biomonitoring study to measure exposures to BPA, phthalates, organophosphates, polyaromatic hydrocarbons, the phytoestrogens genistein and
daidzein, and cotinine in the Israeli adult population
[38]. The study involved collection of urine samples
from 250 adults in Israel, with detailed demographic and
dietary data, including a 24-hour recall and food frequency questionnaire. Data on urinary concentrations of
environmental contaminants in the study participants
indicate widespread exposure to environmental chemicals, including to synthetic and natural endocrine disrupting compounds. Further study will include analyses
of predictors of exposure (intake of food items/use of
consumer products), data that will aid in assessing possible sources of exposure and can be used to develop
policy actions to reduce population exposure to these
environmental chemicals. The Ministry of Health is also
currently conducting a study on levels of persistent organic pollutants, including dioxins, in pooled breast milk
samples.

Berman et al. Israel Journal of Health Policy Research 2012, 1:34
http://www.ijhpr.org/content/1/1/34

Research/surveillance

Currently, there is lack of surveillance on reproductive
health outcomes for the Israeli population. We
emphasize the need for further study in Israel on reproductive health trends and on possible associations between adverse reproductive outcomes and exposures to
environmental chemicals. Researchers at the Hebrew
University of Jerusalem have recently initiated studies on
associations between organophosphate exposure and
endocrine outcomes related to male infertility, and on
associations between prenatal exposure to phthalates
and BPA and birth outcomes. We note that endocrine
disrupting chemicals may interfere with endocrine systems other than the reproductive system and emphasize
the need for study on trends of thyroid conditions, obesity, and diabetes and possible associations with exposure
to environmental chemicals. We also note that many
epidemiological studies on the associations between
exposures to environmental chemicals and adverse reproductive outcomes have been hampered by the lack of
individual exposure assessment.
Policy/legislation

The precautionary approach has been applied in Israel
in a number of recent policy decisions concerning EDCs,
including for example the ban on use of BPA in baby
bottles and the decision to severely restrict the use of
the herbicide atrazine. In the case of BPA, quantitative
risk assessments showed that little or negligible risk was
expected following normal use of baby bottles [39,40].
However, since there was considerable uncertainty
regarding the effects of low dose chronic exposure, evidence of increased vulnerability in infants and children,
and available alternatives, the Ministry of Health
adopted a precautionary approach [41].
In addition, the Ministry of Health recently recommended the ban of the herbicides atrazine and simazine
in Israel, based on concerns regarding possible effects on
reproduction and fetal development from chronic low
dose exposure via drinking water. In this case, current
levels of these herbicides in drinking water in Israel are
far below the Israeli Drinking Water Standard, suggesting that there is negligible risk to the population. In fact,
the World Health Organization recently recommended
an increase in the drinking water standard in light of
evidence that atrazine is not carcinogenic in humans.
However, given emerging suggestive evidence of adverse
effects on reproduction and development at very low
levels of exposure, and given that there were available
alternatives, the Ministry of Health adopted a precautionary approach.
We argue that environmental health policy on EDCs
should be informed by a broad range of evidence, including data on trends in reproductive health, evidence
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from wildlife and experimental systems, and biomonitoring data.
Despite gaps in evidence and current data regarding
adverse effects of environmental chemicals on reproductive health in Israel, we support a precautionary approach to regulating EDCs and reducing public
exposures, especially in sensitive groups such as children
and pregnant women. We argue that this principle
should be invoked following a) identification of potentially negative serious or irreversible effects resulting
from a phenomenon, product, or procedure; b) a scientific evaluation of the risk; and c) evaluation of the extent of the scientific uncertainty [42]. We emphasize
that the Precautionary Principle should be invoked in
cases where scientific uncertainty or insufficiency of the
data, or their inconclusive or imprecise nature, makes it
impossible to determine with sufficient certainty the risk
in question. As Wier et al. have argued, the appropriateness of applying the precautionary principle increases
when the exposure or harm is widespread, when the incidence of the harm (i.e., observed health effect) is increasing and is otherwise unexplained; when the
suspected harm is serious; when the suspected harm is
not easily treatable or reversible; when the economic
and social costs of removing the exposure are small relative to the suspected harm; when the health costs of removing the exposure are minimal; and when, in addition
to the uncertain harms, there are known health, economic, or social harms caused by the exposure [43].
We note also that the public-health strategy for dealing with potential effects of EDCs must reflect governing
national and international legalities. In the international
trade environment in which Israel is obligated to operate
by its treaty obligations (i.e., General Agreement on Tariffs and Trade – Uruguay Round-Non-Tariff Barriers,
Sanitary and Phytosanitary Measures) there are restrictions on the ability to apply any measure without scientific justification [44].
In the cases of BPA in baby bottles and atrazine in
drinking water, in-depth scientific evaluation of the potential risk revealed significant uncertainties that made it
impossible to determine that current exposure levels
would result in negligible or no risk to the general population. In addition, in both of these cases potential exposure of the general population was widespread and
the potential health outcomes were both serious and irreversible. However, we note the significant challenges
in application and logical consistency of the Precautionary Principle in environmental health policy. For example, with regard to food contact uses of BPA, the
Ministry of Health, in light of European and U.S. policy,
has yet to determine whether there is a case for applying
the Precautionary Principle and restricting or banning
this use.
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Conclusions
There is limited evidence of adverse reproductive trends
in the Israeli population. However, relative absence of
evidence regarding adverse effects of environmental exposure on Israeli reproductive health does not equal the
evidence of absence of such a problem. This is especially
true in Israel, where there has been little research on
associations between environmental exposures in the
general population and adverse reproductive outcomes.
We emphasize the importance of applying the Precautionary Principle in environmental health policy, monitoring exposure of the population to environmental
chemicals, and monitoring trends in reproductive health
outcomes in Israel. The Ministry of Health is currently
evaluating research and policy development needs.
Competing interests
The authors have no competing interests to declare.
Authors’ contributions
TB and HL conducted the data and literature search and drafted the
manuscript. IG and RG made significant contributions to the text and
provided insight regarding policy implications. All authors read and
approved the final manuscript.
Authors’ information
Tamar Berman, PhD, is currently the Chief Toxicologist for Environmental
Health at the Ministry of Health.
Hagai Levine, MD, MPH, is a public health physician and epidemiologist at
the School of Public Health, Hebrew University–Hadassah, and is a member
of the Center of Excellence for Environmental Research on Agriculture and
Health at the Hebrew University of Jerusalem.
Ronni Gamzu, MD, is a gynecologist who specializes in Health Management
and has a PhD from Tel-Aviv University. He is currently the Director General
of the Israel Ministry of Health. He is also an Associate Professor at Tel-Aviv
University.
Itamar Grotto, MD, PhD, is a public health physician who also has a PhD
from Ben-Gurion University of the Negev. He is currently the Director of the
Public Health Services in the Israel Ministry of Health. He is also an Associate
Professor at Ben-Gurion University of the Negev.
Acknowledgements
The authors thank Dr. John Young and Dr. Micha Bar Chana for valuable
input; Dr. Lisa Rubin from the Israel Ministry of Health Department of
Maternal Child and Adolescent Health for helpful comments; the
Environment and Health Fund for support in calling for additional data on
reproductive trends within the framework of a national conference on
reproduction and the environment, which took place in Tel-Aviv in 2009.
The Israel Ministry of Health Human Biomonitoring Study is supported by
Research Grant Award No. RGA0902 from the Environment and Health Fund,
Jerusalem, Israel.
The study on exposure of pregnant women and their offspring to endocrine
disrupting chemicals and organophosphate pesticides is supported by
Research Grant Award No. RGA1101 from the Environment and Health Fund,
Jerusalem, Israel. The study on pesticide exposure and endocrine health
outcomes in Palestinian and Israeli male residents of Jerusalem is being
conducted in the framework of the Center of Excellence for Environmental
Research on Agriculture and Health at the Hebrew University of Jerusalem
and funded by the Environment and Health Fund, Jerusalem, Israel.
Author details
1
Public Health Services, Israel Ministry of Health, Jerusalem, Israel. 2Braun
School of Public Health and Community Medicine, Hebrew University –
Hadassah, POB 12272, Jerusalem 91120, Israel. 3Ministry of Health, Jerusalem,
Israel. 4Faculty of Health Sciences, Ben-Gurion University of the Negev,
Beer-Sheva, Israel.

Page 7 of 8

Received: 26 February 2012 Accepted: 15 July 2012
Published: 28 August 2012

References
1. Colborn T, vom Saal FS, Soto AM: Developmental effects of endocrinedisrupting chemicals in wildlife and humans. Environ Health Perspect 1993,
101(5):378–384.
2. Diamanti-Kandarakis E, Bourguignon J-P, Giudice LC, Hauser R, Prins GS,
Soto AM, Zoeller T, Gore AC: Endocrine-Disrupting Chemicals: An
Endocrine Society Scientific Statement. Endocr Rev 2009, 30(4):293–342.
3. International Committee for Monitoring Assisted Reproductive Technology,
de Mouzon J, Lancaster P, Nygren KG, Sullivan E, Zegers-Hochschild F,
Mansour R, Ishihara O, Adamson D: World Collaborative Report on
Assisted Reproductive Technology, 2002. Hum Reprod 2009, 24:2310–2320.
4. Bar-Chana M: Israel National Cancer Registry, Cancer Incidence Tables. 2010.
http://www.health.gov.il/download/sartan/trends/Testis.pdf.
5. Beri A, Matzkin H, Liphshitz I, Barchana M: Epidemiological characteristics
and trends of testicular cancer in Israel 1992–2002. Harefuah 2007, 146
(7):515–519. 575 [Hebrew].
6. Bar-Chana M: Israel National Cancer Registry, Cancer Incidence Tables. 2010.
http://www.health.gov.il/download/sartan/trends/Breast.pdf.
7. International Clearinghouse for Birth Defects: Annual Report.; 2010.
http://www.icbdsr.org/filebank/documents/ar2005/Report2010.pdf.
8. Rubin L: Undescended Testes and Hypospadias in Israel 2000–2008. Tel Aviv,
Israel: Presentation at Conference on Reproductive Health and Estrogenic
and anti-androgenic Chemicals; 2009.
9. Dor J, Homburg R, Rabau E: An evaluation of etiologic factors and
therapy in 665 infertile couples. Fertil Steril 1977, 28(7):718–722.
10. Farhi J, Ben-Haroush A: Distribution of causes of infertility in patients
attending primary fertility clinics in Israel. Isr Med Assoc J 2011, 13(1):
51–54.
11. Sella T, Chodick G, Lunenfeld E, Shalev V: Further evidence on the high
prevalence of male factor infertility diagnosis in Israel. Isr Med Assoc J
2011, 13(6):386.
12. Almagor M, Ivnitzki I, Yaffe H, Baras M: Changes in semen quality in
Jerusalem between 1990 and 2000: A cross-sectional and longitudinal
study. Arch Andrology 2003, 49(2):139–144.
13. Benshushan A, Shoshani O, Paltiel O, Schenker J, Lewin A: Is there really a
decrease in sperm parameters among health young men? A survey of
sperm donation during 15 years. J Assist Reprod Genet 1997, 14(6):347–353.
14. Haimov-Kochman R, Har-Nir R, Ein-Mor E, Ben-Shoshan V, Greenfield C, Eldar I,
Bdolah Y, Hurwitz A: Is The Quality of Donated Semen Deteriorating?
Findings from a 15 Year Longitudinal Analysis of Weekly Sperm Samples.
Isr Med Assoc J 2012, 14:372–377.
15. Chodick G, Huerta M, Balicer RD, Davidovitch N, Grotto I: Secular trends in
age at menarche, smoking, and oral contraceptive use among Israeli
girls. Prev Chronic Dis 2005, 2(2):A12.
16. Neumark YD, Grotto I, Kark JD: Twenty-year trends in illicit drug use
among young Israelis completing military duty. Addiction 2004, 99(5):
641–648.
17. Gross R, Brammli-Greenberg S, Rabinowitz J, Gordon B, Afek A: Disparities
in obesity temporal trends of Israeli adolescents by ethnic origin. Int J
Pediatr Obes 2011, 6(2–2):e154–e161.
18. Rosen B, Merkur S: Israel: Health system review. In Health Systems in
Transition. Edited by Merker S.: World Health Organization; 2009:1–226.
19. Berger-Achituv S, Shohat T, Romano-Zelekha O, Ophir E, Rachmani S,
Malovizky D, Garty BZ: Widespread use of soy-based formula without
clinical indications. J Pediatr Gastroenterol Nutr 2005, 41(5):660–666.
20. Fronczak CM, Kim ED, Barqawi AB: The Insults of Recreational Drug Abuse on
Male Fertility. J Androl 2011, 0.2164/jandrol.110.011874 [Epub ahead of print].
21. Gaudineau A, Ehlinger V, Vayssiere C, Jouret B, Arnaud C, Godeau E: Factors
associated with early menarche: results from the French Health
Behaviour in School-aged Children (HBSC) study. BMC Publ Health 2010,
10:175.
22. Huyghe E, Matsuda T, Thonneau P: Increasing incidence of testicular
cancer worldwide: a review. J Urol 2003, 170(1):5–11.
23. Huyghe E, Plante P, Thonneau PF: Testicular cancer variations in time and
space in Europe. Eur Urol 2007, 51(3):621–628.
24. Euling SY, Herman-Giddens ME, Lee PA, Selevan SG, Juul A, Sørensen TI,
Dunkel L, Himes JH, Teilmann G, Swan SH: Examination of US puberty-

Berman et al. Israel Journal of Health Policy Research 2012, 1:34
http://www.ijhpr.org/content/1/1/34

25.

26.

27.

28.
29.

30.

31.
32.

33.
34.

35.
36.
37.

38.
39.

40.

41.

42.

43.

44.

timing data from 1940 to 1994 for secular trends: panel findings.
Pediatrics 2008, 121(S3):S172–S191.
Aksglaede L, Sørensen K, Petersen JH, Skakkebaek NE, Juul A: Recent
decline in age at breast development: the Copenhagen Puberty Study.
Pediatrics 2009, 123(5):e932–e939.
Carlsen E, Giwercman A, Keiding N, Skakkebaek NE: Evidence for
deacreasing quality of semen during past 50 years. BMJ 1992, 305
(6854):609–613.
Swan S, Elkin E, Fenster L: The Question of Declining Sperm Density
Revisited: An Analysis of 101 Studies Published 1934–1996. Environ
Health Perspect 2000, 108(10):961–966.
Merzenich H, Zeeb H, Blettner M: Decreasing sperm quality: a global
problem? BMC Publ Health 2010, 10:24.
Andersson AM, Jørgensen N, Main KM, Toppari J, Rajpert De-Meyts E, Leffers H,
Juul A, Jensen TK, Skakkebæk NE: Adverse trends in male reproductive
health: we may have reached a crucial ‘tipping point’. Int J Androl 2008,
31:74–80.
European Workshop on the impact of endocrine disruptors on human
health and wildlife: http://ec.europa.eu/environment/endocrine/documents/
reports_conclusions_en.htm.
Community Strategy for Endocrine Disruptors: http://eur-lex.europa.eu/
LexUriServ/LexUriServ.do?uri=COM:1999:0706:FIN:EN:PDF.
4th Report on the implementation of the "Community Strategy for Endocrine
Disrupters" a range of substances suspected of interfering with the hormone
systems of humans and wildlife. http://ec.europa.eu/environment/endocrine/
documents/sec_2011_1001_en.pdf.
Endocrine Disruptor Screening Program: Statement of Policy.
http://www.epa.gov/endo/pubs/122898frnotice.pdf.
Vogel J: Perils of paradigm: Complexity, policy design, and the Endocrine
Disruptor Screening Program. Environmental Health: A Global Access
Science Source 2005, 4:2.
Consumer Product Safety Improvement Act of 2008. http://www.cpsc.gov/
cpsia.pdf.
Bisphenol A, BPA: Use in Food Contact Application. http://www.fda.gov/
newsevents/publichealthfocus/ucm064437.htm.
Centers for Disease Control: National Report on Human Exposure to
Environmental Chemicals.: National Report on Human Exposure to
Environmental Chemicals; http://www.cdc.gov/exposurereport/.
Berman T, Amitai Y, Almog S, Richter ED: Human biomonitoring in Israel:
Past, present, future. Int J Hyg Environ Health 2012, 215(2):138–141.
Food and Drug Administration: Draft Assessment of Bisphenol A for Use in
Food Contact Applications. 2008. http://www.fda.gov/ohrms/dockets/ac/08/
briefing/2008-0038b1_01_02_FDA%20BPA%20Draft%20Assessment.pdf.
European Commission Health and Consumer Protection Directorate
General: Opinion of the Scientific Committee on Food on Bisphenol A. 2002.
http://ec.europa.eu/food/fs/sc/scf/out128_en.pdf.
Vom Saal FS, Akingbemi BT, Belcher SM, Birnbaum LS, Crain DA, Eriksen M,
Farabollini F, Guillette LJ Jr, Hauser R, Heindel JJ, Ho SM, Hunt PA, Iguchi T,
Jobling S, Kanno J, Keri RA, Knudsen KE, Laufer H, LeBlanc GA, Marcus M,
McLachian JA, Myers JP, Nadal A, Newbold RR, Olea N, Prins GS, Richter C,
Rubin BS, Sonnenschein C, Soto AM, et al: Chapel Hill Bisphenol A Expert
Panel Consensus Statement: Integrations of mechanism, effects in
animals and potential to impact human health at current levels of
exposure. Reprod Toxicol 2007, 24(2):131–138.
Communication from the commission on the precautionary principle:
http://eurlex.europa.eu/smartapi/cgi/sga_doc?smartapi!celexplus!prod!
CELEXnumdoc&numdoc=52000DC0001&lg=en.
Wier E, Schabas R, Wilson K, Mackie C: A Canadian Framework for
Applying the Precautionary Principle to Public Health Issues. Can J Public
Health 2010, 101(5):396–398.
Agreement on the application of sanitary and phytosanitary measures.
http://www.wto.org/english/docs_e/legal_e/15-sps.pdf.

doi:10.1186/2045-4015-1-34
Cite this article as: Berman et al.: Trends in reproductive health in Israel:
implications for environmental health policy. Israel Journal of Health
Policy Research 2012 1:34.

Page 8 of 8

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

