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Abstract 

Objectives: To examine levels of bacterial contamination in formula feeding bottles in Sidoarjo, East 

Java, and to assess the preparation practices that may have been responsible.  

Methods: Cross-sectional study. We randomly selected 92 households with children under the age 

of two who were bottle-fed formula. In each household we carried out video observation of moth-

ers/caregivers preparing bottles, and examined samples of formula for coliform bacteria and Esche-

richia coli (E. coli). In-depth interviews were conducted with a sub-sample of 20 mothers. 

Results: 88% of the formula feeds were contaminated with total coliforms at a level >10 MPN/ml, 

and 45% contained E. coli. These feeds were defined as ‘unfit for human consumption’. In the video 

observations, none of the mothers complied with all five WHO-recommended measures of hygienic 

formula feed preparation. Only two mothers washed their hands with soap prior to formula prepara-

tion. Most mothers also failed to clean or sterilise the bottle and clean the preparation area. In-

depth interviews confirmed that such suboptimal hygiene practices were common. 

Conclusion: The high levels of contamination found highlight that bottles are an important faecal-

oral exposure pathway resulting from poor hygiene practices during bottle preparation.  
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Introduction  

Globally, diarrhoea kills around 760,000 children under five every year (1). Ingestion of food and 

water contaminated with faecal material can expose infants to the pathogenic bacteria that cause a 

substantial proportion of diarrhoeal diseases and associated malnutrition in young children (2)(3)(4). 

The introduction of complementary food prepared in unhygienic conditions has been identified as 

the riskiest period for the ingestion of enteric pathogens (4)(5)(6). Before the introduction of com-

plementary foods, exclusive breastfeeding in the first six months plays a protective role, and miti-

gates many of the risks of exposure to pathogens, as milk can be consumed directly from the breast 

(7)(8). Bottle-fed infants are more susceptible to diarrhoeal disease (7)(9) and data from low- and 

middle-income countries (LMICs) suggest that a non-breastfed child is 14 times more likely to die in 

the first six months of life than a breastfed child (10). This statistic may in part be explained by a lack 

of appropriate hygiene during bottle preparation. 

 

 The repeated cycle of faecal-oral infection of the intestinal tract from the transmission of path-

ogenic bacteria predisposes infants to malnutrition (11)(12). Stunting, or low height for age, is the 

most prevalent form of malnutrition, which affects almost a quarter of children worldwide under 

five years of age, the vast majority of whom live in sub-Saharan Africa and South Asia (13). As the 

causes of childhood growth restriction are multifactorial, dietary interventions alone have proved 

insufficient to promote optimal growth in low-income settings, only reducing the burden of stunting 

by around a third (14). While only pathogenic bacteria cause diarrhoea, recent evidence suggests 

that repeated exposure to other microbes of faecal origin may contribute to environmental enteric 

dysfunction (EED), a subclinical inflammatory condition of the gut without overt diarrhoea (15). EED 

has been hypothesised to be an important causal factor in childhood stunting (15)(16)(17).  

 

 Formula is a major source of nourishment for many infants and young children, particularly in 

the Asia Pacific region (18). For bottle-fed infants, WHO preparation guidelines state that the care-

giver must properly clean and disinfect hands, bottles, teats and surfaces and throw away any feed 

that has not been consumed within two hours (19). WHO recommends the use of cups instead of 

bottles in areas where sanitation and clean water may be a problem, as bottles are particularly diffi-

cult to clean (20). Milk products make an ideal breeding ground for harmful bacteria (21), and con-

sumption of contaminated products is particularly dangerous for infants younger than two years as 

their immune systems are not yet fully developed (22). In LMIC settings, caregivers may face addi-

tional challenges due to unpredictable fuel and electricity supply to boil water and refrigerate for-

mula, having surfaces that are difficult to clean, and inadequate sanitation facilities leading to faecal 
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contamination of the environment (23). Additionally, ambient temperatures in LMICs often favour 

the replication of pathogens in foodstuffs (24)(25)(26). The bottle feeding of formula milk, when not 

strictly necessary, is therefore a major concern, especially in countries with a high burden of infec-

tious disease, such as Indonesia, where less than half of children under six months (41.5%) are exclu-

sively breastfed and one in three (36.4%) children are stunted (27). Mixed feeding is the most com-

mon practice for infants under six months in Indonesia, and by two months of age, more than one 

third of breastfed infants also bottle-feed with infant formula (28). Consequently, this study ex-

plored formula feeding bottles as a potential source of exposure to bacterial contamination for in-

fants and young children, and assessed the bottle preparation practices of mothers and caregivers 

that may have resulted in contamination. 

 

Methods 

Study Setting 

This mixed-methods cross-sectional study was conducted in Sidoarjo, East Java. Sidoarjo is one of 38 

districts in East Java, situated approximately 20 km from Indonesia’s second largest city, Surabaya. 

Sidoarjo has a population of around 2.12 million, with an estimated population density of 2,964 per 

km2, and a mean household size of three (29).  

 Household food expenditure accounts for 42% of total expenditure and 83% of households have 

their own toilet (30).  In 2015, there were 1,779 Posyandu (integrated health posts) in Sidoarjo (29).  

 

Participant Selection 

Households were selected using multi-stage sampling. Using probability proportional to size, 12 vil-

lages were randomly selected from two subdistricts in Sidoarjo, namely Krembeung and Sidoarjo. 

Once a village was selected, the local Posyandu was informed and a list of all households with for-

mula-fed children was generated by the kaders (volunteer nutrition workers) from a larger list of all 

households within the Posyandu catchment area. Kaders meet with children and mothers in the 

community on a weekly or monthly basis, so they are aware of who is formula-fed. Households were 

randomly selected from the list and a kader accompanied the researchers around each village to 

assist in identifying the households. Eligible households were those with children under 24 months 

who were bottle-fed, either exclusively with formula, or mixed fed. If there were multiple children 

under two in the household, the first born was selected.  
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Data Collection 

Data collection began after a one-day training period followed by a pre-test. First interviews were 

carried out with mothers using a questionnaire to collect demographic and household characteristics 

and infant and young child feeding practices. The interviews were conducted by local enumerators 

in Bahasa Indonesia. The caregiver was then asked to prepare a feed for the researchers to capture 

on video, and a 100ml sample of the formula was collected. Small hand-held video cameras (Pana-

sonic SDR-50) were used. Videos were reviewed on laptops and preparation practices were scored 

on the five-point hygiene checklist of WHO guidelines on ‘How to Prepare Formula for Bottle-

Feeding at Home’ as follows: 

1) Wash hands with water and soap before commencing. 

2) Clean and disinfect a surface on which to prepare the feed. 

3) Wash equipment (bottle and teat) thoroughly with soapy water. 

4) Use a brush to wash equipment. 

5) Sterilise the equipment (with boiling water or sterilisation equipment). 

For the qualitative element of the study, a sub-sample of 20 mothers were purposively selected to 

ensure there was maximum variation based on socio-economic status, age, number of children, age 

of children and education level. The mothers were interviewed regarding their perceptions of and 

practices with regard to bottle-feeding. All interviews were recorded using a digital voice recorder. 

 

Microbiological Analysis 

Milk samples of 100 ml were collected by carefully pouring the prepared formula feeds into steri-

lised containers which were then placed in a cold box at a temperature below 10 °C. The samples 

were transported within six hours to a nearby private laboratory in Surabaya and processed with a 

hydrophobic grid membrane filter using the most probable number method (MPN). Microbial analy-

sis included total E. coli count and total coliform count. E. coli is a good proxy indicator for faecal 

contamination as approximately 90% of faecal coliforms are E. coli (31). Total coliforms are widely 

used to reflect overall hygiene during food preparation and are commonly used as an indicator of 

the potential for contamination with disease-causing pathogens (31). The growth medium used was 

ES Colimark agar which contains two chromogenic substrates. 

 

Data Analysis 

Data on microbial counts were double-entered and compared for accuracy and then analysed using 

STATA 14. There is no standardised cut-off for when contamination levels of total coliforms in milk 

may become dangerous, but many governments, including the National Agency of Food and Drug 
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Control in Indonesia, and WHO, limit the number of coliforms permitted in milk and milk products to 

no greater than 10 MPN per millilitre (31)(32). Therefore, in this study, samples with over 10 

MPN/ml were classified as unfit for human consumption. 

 Analysis of the video footage involved creating descriptive codes, such as hand washing and 

bottle cleaning method, and summarising them in relation to critical actions that may have resulted 

in contamination. Additionally, each video observation was scored out of five for adherence to the 

WHO hygiene checklist. 

 Qualitative data were analysed thematically, through a ‘top down’ analysis based on the study 

objectives (33). The qualitative interviews were transcribed verbatim by a trained transcriber. Full 

transcripts were uploaded onto Dedoose software and coded using a priori codes that included hy-

giene perceptions, hygiene practices and causes of diarrhoea. 

 

Ethics and Consent 

Ethical approval for this research was granted by the London School of Hygiene and Tropical Medi-

cine and the Faculty of Medicine, University of Indonesia. Additional approval was received from the 

Ministry of Home Affairs, Republic of Indonesia and the subsequent provincial, district and subdis-

trict government offices in Surabaya and Sidoarjo. Households were informed about the purpose of 

the study and written informed consent was obtained from each mother or caregiver. Families were 

comfortable being video recorded (probably due to the ubiquity of camera phones). Two families 

refused to participate and one of the 92 participants refused to be recorded on video.  

 

Results 

Demographic and Household Characteristics 

A total of 92 households with formula-fed children under age two were surveyed in August 2016. 

Boys comprised 57% of the sample, and the mean age of the children was 12 months (SD = 6.01; 

range= 1-23 months). Households were categorised into wealth quintiles: lowest 16%, second 12%, 

middle 26%, fourth 20% and highest 26% based on distribution of household asset indices. The mean 

age of the mothers was 29.4 (SD= 5.01; range 21-43 years), and the majority of mothers (57%) had 

completed senior high school/vocational training. Over half of the households (55%) reported that 

they purchased drums of purified water as their primary water source. These required boiling before 

use. Of the sample, 45% of the households had private water taps inside the house, 87% had a work-

ing refrigerator, and 86% had their own toilet.  
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Health and Nutritional Characteristics 

Among the sample under six months of age, 69% were mixed-fed breast milk and formula, 31% were 

exclusively formula-fed, and 13% were also receiving complementary food. From six to 11 months of 

age, 36% were mixed-fed breast milk and formula and 64% were exclusively fed formula milk. For 

infants 12-23 months old, 27% were mixed-fed breast milk and formula and 73% were exclusively 

fed formula milk. All children aged 6 to 23 months were also receiving complementary food. Nine-

teen (21%) of the children had diarrhoea in the two weeks preceding the survey based on mother’s 

reports. 

 

Microbiological Results 

The levels and distribution of total coliforms and E. coli contamination of the formula feeds are 

shown in Table 2. Of the 92 samples, 88% contained more than 10 MPN/ml of total coliforms. Total 

coliform counts ranged from 0 to 5,127 organisms with a median of 1,631 MPN/ml (IQR: 144.5-

5,127). E. coli was isolated from 45% of the samples and counts ranged from 0 to 5,127 with a medi-

an of 0 MPN/ml (interquartile range IQR: 0-13.6). It was not possible to see the entire distributions 

for E. coli and total coliform count as the maximum recorded value by the laboratory was 5,127 

MPN/ml. As all the bottles contaminated with E. coli also contained more than 10 MPN/ml of total 

coliforms, a total of 88% (n=81) of the feeds were classified as unfit for human consumption. There 

was little sign on any major differences in levels of feed contamination according to wealth, educa-

tional level, water source or sanitation status. 

 

Video Observation 

Of the 91 mothers and caregivers who agreed to be video-recorded preparing a formula feeding 

bottle, none complied with all five points on the WHO hygiene checklist. Only one completed four 

points: disinfecting a surface, washing the equipment with a brush and soap, and sterilising the 

equipment, but did not wash her hands with soap first. Women who completed each hygiene action 

are shown in Table 2. 

 Rates of hand washing were very low with only two women in total washing their hands with 

soap. The microbial findings show that the bottles prepared by these two women contained no E. 

coli. Another five (5%) women rinsed their hands in water without soap. Only two women washed 

the equipment thoroughly with soap, one using a brush to do so, and the other using a cloth. The 

most common practice for cleaning the bottles was to rinse the bottle out with tap water or warm 

(previously boiled and stored in a thermos flask) water without soap. A total of 31 (34%) women 

performed this action. Three other women rinsed the equipment with freshly boiled water without 
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soap. The rest of the women (60%) did not clean the equipment before preparation, and three of 

those women prepared a bottle with leftover milk inside from a previous feed. Four women steri-

lised the equipment, three with boiling water and one with an electric steam steriliser. However, 

none washed their hands with soap first, allowing for re-contamination immediately after sterilisa-

tion. Sterilisation equipment was seen, but not employed in two other household videos. 

 A significant potential sources of contamination was the practice of placing an unwashed finger 

or hand over the teat, once attached to the bottle, to shake and mix the formula. Thirty mothers and 

caregivers (33%) performed this action. This could either contaminate the milk directly through the 

hole in the teat, or contaminate the teat itself which comes into direct contact with the child’s 

mouth. Some women would also use their unwashed hand to finger the inside of the teat when at-

taching it to the ring, or wipe the inside edges of the bottle after scooping the powder into the bot-

tle, further potential contamination routes. Nine (10%) women used a spoon that was not cleaned 

or sterilised to mix the formula. The microbial findings show that 10 of the 11 women who prepared 

bottles that were fit for human consumption did not place an unwashed finger or hand over the teat 

or inside the bottle at any point during bottle preparation.  

 Formula feeds were prepared in kitchens mostly in the same location where family foods were 

prepared, and it was notable that mothers rarely followed packet instructions concerning using 

measuring quantities or special preparation techniques.  

 

Qualitative Findings 

Hygiene Perceptions and Practices in the Community 

When the 20 in-depth interviewees were asked how they prepare formula bottles, three said they 

wash their hands first, six said that they sterilize the bottle before use, and three said that they wash 

the bottle with soap and a brush. Some described suboptimal behaviours: ‘I wash the bottles, though 

it sometimes has some milk left inside’ (25 years old; high SES). 

 

 Participants were more readily able to describe good food hygiene practices, and over half 

(n=12) mentioned the importance of washing food and cooking utensils, and eight mentioned the 

importance of hand washing before preparing food for their child. When questioned about other 

mothers in the community, low standards were often reported, in particular feeding in the street 

which was believed to be unhygienic (n=6).  

 

‘I observe mothers feeding their children in the dusty streets without covering the food’ (37 years old; 

high SES). 
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‘Judging from how the mothers feed their children, I can say that it is not really … well not hygienic at 

all. So much dust and pollution, I am afraid the child will eat that. So it is better to feed the child in-

side, not in the road’ (25 years old; high SES). 

 

Causes of Diarrhoea  

The participants suggested a range of factors that might cause diarrhoea in children under two. The 

most commonly mentioned cause of diarrhoea was through ‘dirty’ food (n=8), especially flies coming 

into contact with the food and contaminating it: ‘The flies land on the food and the child directly eats 

that in. That’s why they get diarrhoea’ (36 years old; middle SES). Six women believed formula milk 

causes diarrhoea. Other suggested causes included spicy food, sour food, playing in water and lack 

of hand washing.  

‘The food is causing diarrhoea ... like the spicy one, some unhealthy snack. If children have diarrhoea, 

it might be that their parents did not control their foods’ (30 years old; middle SES). 

 

Discussion 

This study showed that bacterial contamination of formula feeds is a major problem in this setting. 

The microbiological results of this study are consistent with other studies in LMIC settings that show 

high levels of total coliform contamination >10 MPN/ml ranging from 59% in Ethiopia to 86% in 

northern India (34)(35)(36)(37). Previous research shows E. coli contamination of bottles ranging 

from 25% in Brazil to 62% in South Africa (36)(38)(39)(40). Studies have noted positive correlation 

between the length of time from preparation and coliform contamination of milk (41). Thus, it is 

likely that contamination levels would have been higher if samples had been collected at the point of 

consumption, rather than of preparation, since feeds are often kept for long periods in this popula-

tion. 

 The multiple failures of good hygiene practices noted in the videos during bottle preparation are 

probably causes of the high levels of contamination found in the freshly prepared feeds. Evidence 

indicates that suboptimal caregiver hygiene practices relative to food preparation and infant feeding 

can increase diarrhoeal risk, although findings are inconclusive (42)(43).  

 These findings are particularly arresting given that mothers and caregivers were likely to 

demonstrate what they thought would be the ideal way to prepare a bottle due to the fact they 

were being observed by researchers (44). Day-to-day bottle preparation is thus likely even less hy-

gienic than what was observed. These findings are consistent with previous studies in Indonesia, 

Thailand and South Africa documenting poor hygiene practices when preparing formula feeding 

bottles (45)(39)(43)(46). 
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 The presence of E. coli in almost half of the bottles implies that mothers may not be washing 

their hands after risk of faecal contact (24). Hand washing is considered as a primary infection con-

trol practice and one of the most effective ways to reduce diarrhoea (47)(48). Results from our study 

support findings from other observational studies in LMIC settings including Indonesia that show low 

rates of hand washing before preparing formula feeds of between 1% and 11% (43)(49)(50). Other 

studies that involved self-reporting of hand washing before infant feeding consistently record much 

higher rates of between 42% and 68% likely due to social desirability bias (38)(39)(51)(52). 

 

 The predominant practice of cleaning the bottles by rinsing with tap or warm (previously boiled) 

water was inadequate given that teats and screw tops can be particularly difficult to clean (20). A 

qualitative study in Tangerang, Indonesia, demonstrated that mothers did not like to use soap when 

cleaning because they believed it left a bad smell in the bottle (53). This emphasises the importance 

of promoting the use of cups instead of bottles in areas where cleaning habits may be difficult to 

change. Additionally, a clearer understanding of infection prevention along with more aggressive 

promotion of hand washing is needed to reduce contamination of bottles. 

 

 The qualitative interviews supported the idea that suboptimal hygiene practices are common in 

the community. Self-reported bottle hygiene practices were poor but altogether more hygienic than 

the video observations. However, few mothers seemed to recognise bottle hygiene as a serious is-

sue for child health or treat the preparation of formula feeds with especial care as compared to the 

preparation of any family food. Mothers predominantly attributed diarrhoea to contaminated foods 

and unhygienic environments. This outcome is comparable to findings in other studies in Indonesia, 

Pakistan and the Gambia (53)(54)(55). Mothers reported safer food preparation practices than bot-

tle preparation practices indicating that health promotion interventions in this area may have placed 

more focus on complementary food hygiene than bottle hygiene (56).  

 

Limitations 

This study only included households who were registered at a Posyandu which may limit the 

generalisibility of the study, although data suggests around 80% of the population use Posyandu 

services across Indonesia (57). The sample was designed to investigate levels of contamination and 

not its determinants. Future larger studies than can quantitatively pinpoint risk factors for poor hy-

giene behaviour, bottle contamination and infant diarrhea and stunting respectively would be 

worthwhile, as would more detailed theory-based formative research that could pinpoint interven-

tions capable of changing such practices. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

Conclusion 

This study suggests that almost all of the milk fed to infants and young children from feeding bottles 

in this setting is so contaminated that it is unfit for human consumption. The study documents a 

pattern of poor hygiene practices during bottle preparation, particularly a lack of hand washing, 

sterilisation and bottle-cleaning, which are likely to be the primary causes of this contamination.  

 These findings suggest that formula feeding is an inappropriate practice in countries such as 

Indonesia. Formula has become normalised as ordinary food in many low-income settings, and many 

mothers see it as an essential component of their child’s diet. As bottle feeding is discouaraged by 

health agents, programmes have tended to ignore it rather than point out its risks and explain how it 

should be prepared. In our view, formula should be presented as ‘medicine’ to be used only in spe-

cial cases. As kaders meet with mothers and children regularly, they could serve as important agents 

of change to promote and support safe infant formula practices. The dangers of poor bottle hygiene 

need to be explained in WASH and nutrition programmes, and should at least be given equal status 

to complementary food hygiene in intervention efforts. This may act as a deterrent to bottle-

feeding, once women are made aware of how difficult it is to avoid contamination during its prepa-

ration.  

 

Acknowledgements 

This study was supported by funds from the Ministry of Education and Culture, Republic of Indonesia 

and the Sanitation and Hygiene Applied Research (SHARE) consortium in London, UK. The authors 

would like to extend their thanks to the data collection team and women who participated in the 

study. 

 

References 

1.  World Health Organisation. Diarrhoeal Disease: Fact Sheet [Internet]. 2013. Available from: 

http://www.who.int/mediacentre/factsheets/fs330/en/ 

2.  Black RE, Victora CG, Walker SP, Bhutta ZA, Christian P, De Onis M, et al. Maternal and child 

undernutrition and overweight in low-income and middle-income countries. Lancet. 

2013;382(9890):427–51.  

3.  World Health Organisation. WHO Estimates of the Global Burden of Foodborne Diseases 

[Internet]. 2015. Available from: 

http://apps.who.int/iris/bitstream/10665/199350/1/9789241565165_eng.pdf?ua=1 

4.  Motarjemi Y, Käferstein F, Moy G, Quevedo F. Contaminated weaning food: a major risk factor 

for diarrhoea and associated malnutrition. Bull World Health Organ. 1993;71(1):79–92.  



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

5.  Oluwafemi F, Ibeh IN. Microbial contamination of seven major weaning foods in Nigeria. J Heal 

Popul Nutr. 2011;29(4):415–9.  

6.  Sheth M, Dwivedi R. Complementary foods associated diarrhea. Indian J Pediatr. 2006;73(1):61–

4.  

7.  Horta B., Victora C. Short-term effects of breastfeeding: a systematic review on the benefits of 

breastfeeding on diarrhoea and pneumonia mortality. World Heal Organ. 2013;1–54.  

8.  UNICEF. Improving child nutrition. The achievable imperative for global progress [Internet]. 

2013. 1-132 p. Available from: http://www.unicef.org/gambia/Improving_Child_Nutrition_-

_the_achievable_imperative_for_global_progress.pdf 

9.  Lamberti L, Fischer Walker C, Noiman A, Victora C, Black R. Breastfeeding and the risk for 

diarrhea morbidity and mortality. BMC Public Health. 2011;11(Suppl3)(15).  

10.  UNICEF. Scientific Rationale: Benefits of Breastfeeding. 2012;1–7. Available from: 

http://www.unicef.org/nutrition/files/Scientific_rationale_for_benefits_of_breasfteeding.pdf 

11.  Petri WA, Miller M, Binder HJ, Levine MM, Dillingham R, Guerrant RL. Enteric infections, 

diarrhea, and their impact on function and development. J Clin Invest. 2008;118(4):1277–90.  

12.  Checkley W, Buckley G, Gilman RH, Assis AM, Guerrant RL, Morris SS, et al. Multi-country 

analysis of the effects of diarrhoea on childhood stunting. Int J Epidemiol. 2008;37(4):816–30.  

13.  UNICEF, WHO, Work Bank Group. Levels and Trends in Child Malnutrition [Internet]. 2015. 

Available from: http://www.unicef.org/media/files/JME_2015_edition_Sept_2015.pdf 

14.  Dewey KG, Adu-Afarwuah S. Systematic review of the efficacy and effectiveness of 

complementary feeding interventions in developing countries. Matern Child Nutr. 2008;4 Suppl 

1:24–85.  

15.  Humphrey JH, Jones AD, Manges A, Mangwadu G, Maluccio JA, Mbuya MNN, et al. The 

sanitation hygiene infant nutrition efficacy (SHINE) Trial: Rationale, design, and methods. Clin 

Infect Dis. 2015;61(Suppl 7):S685–702.  

16.  Cumming O, Cairncross S. Can water, sanitation and hygiene help eliminate stunting? Current 

evidence and policy implications. Matern Child Nutr. 2016;12:91–105.  

17.  Lin A, Arnold BF, Afreen S, Goto R, Huda TMN, Haque R, et al. Household environmental 

conditions are associated with enteropathy and impaired growth in rural bangladesh. Am J Trop 

Med Hyg. 2013;89(1):130–7.  

18.  Kent G. Global infant formula: monitoring and regulating the impacts to protect human health. 

Int Breastfeed J. 2015;10(1):6.  

19.  World Health Organisation. How to Prepare Formula for Bottle-Feeding at Home. 2007; 

Available from: http://www.who.int/foodsafety/publications/micro/PIF_Bottle_en.pdf 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

20.  World Health Organisation. How to Prepare Formula for Cup-Feeding At Home [Internet]. 2007. 

Available from: http://www.who.int/foodsafety/publications/micro/PIF_Cup_en.pdf 

21.  Agostoni C, Axelsson I, Goulet O, Koletzko B, Michaelsen K, JW. P, et al. Preparation and 

handling of powdered infant formula: a commentary by the ESPGHAN Committee on Nutrition. J 

Pediatr Gastroenterol Nutr. 2004;39(4):320–2.  

22.  Oliver SP, Jayarao BM, Almeida RA. Foodborne pathogens in milk and the dairy farm 

environment: food safety and public health implications. 2005;2(2).  

23.  Biran A, Curtis V, Gautam O, Greenland K. Background Paper on Measuring WASH and Food 

Hygiene Practices–Definition of Goals to be Tackled Post 2015 by the Joint Monitoring 

Programme. London Sch Hyg Trop Med. 2012;(May 2012):81.  

24.  Curtis V, Schmidt W, Luby S, Florez R, Touré O, Biran A. Hygiene: New hopes, new horizons. 

Lancet Infect Dis. Elsevier Ltd; 2011;11(4):312–21.  

25.  Islam M, Hasan M, Khan S. Growth and survival of Shigella flexneri in common Bangladeshi 

foods under various conditions of time and temperature. Appl Environ Microbiol. 

1993;59(2):652–4.  

26.  Lanata C. Studies of food hygiene and diarrhoeal disease. Int J Environ Health Res. 2003;13 

Suppl 1:S175-83.  

27.  International Food Policy Research Institute. Global Nutrition Report 2016: From Promise to 

Impact: Ending Malnutrition by 2030. Washington, DC.; 2016.  

28.  Statistics Indonesia, National Population and Family Planning Board, Indonesia Ministry of 

Health, ICF International. Indonesia Demographic and Health Survey 2012. Jakarta, Indonesia; 

2013.  

29.  Badan Pusat Statistik Kabupaten Sidoarjo. Sidoarjo Dalam Angka 2016 [Internet]. 2016. Available 

from: https://sidoarjokab.bps.go.id/website/pdf_publikasi/Sidoarjo-Dalam-Angka-2016.pdf 

30.  Sidoarjo BPSK. Statistik Daerah Kabupaten Sidoarjo 2016. Available from: 

https://sidoarjokab.bps.go.id/website/pdf_publikasi/Statistik-Daerah-Kabupaten-Sidoarjo-

2016.pdf 

31.  Jay J, Loessner M, Golden D. Modern Food Microbiology. 7th Editio. Springer. New York; 2005.  

32.  The National Agency of Drug and Food Control: Indonesia (BPOM). Determination of the 

Maximum Limit of Microbial and Chemical Contamination of Food. Jakarta, Indonesia; 2009.  

33.  Hayes N. Theory-led thematic analysis: social identification in small companies. In: Doing 

Qualitative Analysis in Psychology. Hove: Psychology Press; 1997. p. 93–115.  

34.  W/Tenssay Z, Tesfaye H. Bacteriological quality of infant feeding bottle-contents and teats in 

Addis Ababa, Ethiopia. Ethiop Med J. 1992;30(2):79–88.  



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

35.  Morais TB, Sigulem DM, de Sousa Maranhão H, de Morais MB. Bacterial contamination and 

nutrient content of home-prepared milk feeding bottles of infants attending a public outpatient 

clinic. J Trop Pediatr. 2005;51(2):87–92.  

36.  Singh K, Bharti B, Singh G, B TNM, Puneet G. Bacterial contamination of infant feeding bottles : 

Implication for public health. Postgraduate Institute of Medical Education & Research, 

Chandigarh. 2012.  

37.  Veldman FJ, Brink JD. Implications of formula feeding to reduce HIV transmission. South Afr J 

HIV Med. 2004;(16):38–41.  

38.  Andresen E, Rollins NC, Sturm AW, Conana N, Greiner T. Bacterial contamination and over-

dilution of commercial infant formula prepared by HIV-Infected mothers in a Prevention of 

Mother-to-Child Transmission (PMTCT) programme, South Africa. J Trop Pediatr. 

2007;53(6):409–14.  

39.  Kassier SM, Veldman FJ. Cry, the beloved bottle: infant-feeding knowledge and the practices of 

mothers and caregivers in an urban township outside Bloemfontein, Free State province. South 

African J Clin Nutr. 2013;26(1):17–22.  

40.  Morais TB, Morais MB, Sigulem DM. Bacterial contamination of the lacteal contents of feeding 

bottles in metropolitan Sao Paulo, Brazil. Bull World Health Organ. 1998;76(2):173–81.  

41.  Marino DD. Water and Food Safety in the Developing World: Global Implications for Health and 

Nutrition of Infants and Young Children. J Am Diet Assoc. 2007;107(11):1930–4.  

42.  Sheth M Gurudasani R Mistry V Mehrotra S and Seshadri S. Food safety education as an 

effective strategy to reduce diarrhoeal morbidities in children less than two years of age. Indian 

J Nutr Diet. 2006;43(1):22–31.  

43.  Agustina R, Sari TP, Satroamidjojo S, Bovee-Oudenhoven IMJ, Feskens EJM, Kok FJ. Association 

of food-hygiene practices and diarrhea prevalence among Indonesian young children from low 

socioeconomic urban areas. BMC Public Health. 2013;13(1):977.  

44.  Cousens S, Kanki B, Toure S, Diallo I, Curtis V. Reactivity and repeatability of hygiene behaviour: 

structured observations from Burkina Faso. Soc Sci Med. 1996;43(9):1299–308.  

45.  Global Alliance for Improved Nutrition. Improving Childhood Nutrition by Changing Infant 

Feeding Practices in Sidoarjo, East Java: A GAIN Formative Research and Design Case Study. 

2014;16. Available from: http://www.gainhealth.org/wp-content/uploads/2014/11/Improving-

Childhood-Nutrition-in-East-Java-case-study.pdf 

46.  Imong SM, Rungruengthanakit K, Ruangyuttikarn C, Wongsawasdii L, Jackson DA, Drewett RF. 

The bacterial content of infant weaning foods and water in rural northern Thailand. J Trop 

Pediatr. 1995;35(1):14–8.  



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

47.  Curtis V, Cairncross S. Effect of washing hands with soap on diarrhoea risk in the community: A 

systematic review. Lancet Infect Dis. 2003;3(5):275–81.  

48.  Ejemot-Nwadiaro RI, Ehiri JE, Arikpo D, Meremikwu MM CJ. Hand washing promotion for 

preventing diarrhoea. Cochrane Database Syst Rev 2015. 2015;(9).  

49.  Scott BE, Lawson DW, Curtis V. Hard to handle: Understanding mothers’ handwashing behaviour 

in Ghana. Health Policy Plan. 2007;22(4):216–24.  

50.  Greenland K, Iradati E, Ati A, Maskoen YY, Aunger R. The context and practice of handwashing 

among new mothers in Serang, Indonesia: a formative research study. BMC Public Health. 

2013;13:830.  

51.  Takanashi K. Survey of food-hygiene practices at home and childhood diarrhoea in Hanoi, Viet 

Nam. J Heal Popul Nutr. 2009;27(5):602–11.  

52.  Mannan SR, Rahman A. Exploring the Link Between Food-Hygiene Practices and Diarrhoea 

Among the Children of Garments Worker Mothers in Dhaka. Anwer Khan Mod Med Coll Jorunal. 

2010;1(2):4–11.  

53.  Usfar AA, Iswarawanti DN, Davelyna D, Dillon D. Food and Personal Hygiene Perceptions and 

Practices among Caregivers Whose Children Have Diarrhea: A Qualitative Study of Urban 

Mothers in Tangerang, Indonesia. J Nutr Educ Behav. 2010;42(1):33–40.  

54.  Halvorson SJ. Women’s management of the household health environment: Responding to 

childhood diarrhea in the Northern Areas, Pakistan. Heal Place. 2004;10(1):43–58.  

55.  Sillah F, Ho HJ, Chao JCJ. The use of oral rehydration salt in managing children under 5y old with 

diarrhea in the Gambia: Knowledge, attitude, and practice. Nutrition. Elsevier Inc.; 2013;29(11–

12):1368–73.  

56.  Victora CG, de Onis M, Hallal PC, Blössner M, Shrimpton R. Worldwide timing of growth 

faltering: revisiting implications for interventions. Pediatrics. 2010;125(3):e473–80.  

57.  World Health Organisation. The Landscape Analysis Indonesian Country Assessment [Internet]. 

2010. Available from: 

http://www.who.int/nutrition/landscape_analysis/IndonesiaLandscapeAnalysisCountryAssessm

entReport.pdf 

 

 

Correspondence: Sarah Gibson, Faculty of Epidemiology and Population Health, London School of 

Hygiene and Tropical Medicine, London WC1E 7HT, UK. Email sarahcgibson4@gmail.com 

 

  



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

Table 1. Legend? 
 

Whole Population
Population Characteristics (n=92) n (%)
Age of Child (months)
0-5  16 (17)
6-11 25 (27)
12-17 34 (37)
18- 23 17 (19)
Sex of Child 
Female 40 (44)
Male 52 (57)
Subdistrict 
Krembeung 43 (47)
Sidoarjo 49 (54)
Maternal Age 
<26 29 (32)
26-32 39 (42)
>32 24 (26)
SES  
Lowest 15 (16)
Second  11 (12)
Middle 24 (26)
Fourth 18 (20)
Highest 24 (26)
Maternal Education
Primary school 3 (3)
Junior high school 15 (16)
Senior high school 52 (57)
University 22 (24)
Water Supply 
Tap water 10 (11)
Protected well 3 (3)
Unprotected well 1 (1)
Protected spring water 4 (4)
Water seller (drum) 51 (55)
Bottled water 23 (25)
Refrigerator 
Yes 80 (87)
No 12 (13)
Toilet (not shared) 
Yes 79 (86)
No 13 (14)
Water Tap (inside) 
Yes 41 (45)
No 51 (55)
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Table 2. Legend??  

 
Whole Population 

Health Data (n=92) n (%) 
Mixed Feeding 
Yes 34 (37) 
No 58 (63) 
Receiving Complementary Foods 
Yes 78 (85) 
No 14 (15) 
Diarrhoea   
Yes 19 (21) 
No 73 (79) 
Coliform Counts per Millitre of Milk   
Total coliform count  
0 6 (7) 
>0-10 5 (5) 
11-100 9 (10) 
101-1000 17 (18) 
1001-5000 27 (29) 
>50000 28 (30) 
E. coli count 
0 51 (55) 
>0-10 17 (19) 
11-100 10 (11) 
101-1000 5 (5) 
1001-5000 6 (7) 
>50000 3 (3) 
Observed Hygiene Behaviours   
Wash hands with soap and water before com-
mencing 2 (2) 
Clean and disinfect a surface on which to prepare 
feed 1 (1) 
wash equipment thoroughly with soapy water 2 (2) 
use a brush to wash equipment 1 (1) 
sterilise equipment 4 (4) 

 


