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SUMMARY
Boiling is the most common method of household water treatment in developing countries;
however, it is not always effectively practised. We conducted a randomized controlled trial among
210 households to assess the effectiveness of water pasteurization and safe-storage interventions in
reducing Escherichia coli contamination of household drinking water in a water-boiling population
in rural Peru. Households were randomized to receive either a safe-storage container or a safestorage container plus water pasteurization indicator or to a control group. During a 13-week
follow-up period, households that received a safe-storage container and water pasteurization
indicator did not have a signiﬁcantly different prevalence of stored drinking-water contamination
relative to the control group [prevalence ratio (PR) 1·18, 95% conﬁdence interval (CI) 0·92–1·52].
Similarly, receipt of a safe-storage container alone had no effect on prevalence of contamination
(PR 1·02, 95% CI 0·79–1·31). Although use of water pasteurization indicators and locally available
storage containers did not increase the safety of household drinking water in this study, future
research could illuminate factors that facilitate the effective use of these interventions to improve
water quality and reduce the risk of waterborne disease in populations that boil drinking water.
Key words: Epidemiology, Escherichia coli (E. coli), Water (quality), Water (safe).
I N T RO D U C T I O N
In low- and middle-income countries (LMICs), diarrhoea is a leading cause of morbidity and mortality
in children aged <5 years [1–3]. Household water
treatment and safe storage are recommended as part
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of the WHO strategy to reduce diarrhoea risk [4],
yet <30% of people living in LMICs report using an
effective method to treat their household drinking
water [5]. Boiling is the sole method of household
treatment that has reached scale in any country, as it
is the only method reported by >90% of the population in nationally representative household surveys
[5]. Globally, it is also over three times more frequently practised than any other method [5]. On the basis of
the demonstrated effectiveness and scalability of boiling, its improvement and expansion has been
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proposed as a potentially effective means of increasing
household access to safe drinking water [6].
Despite the relatively high acceptability of boiling,
the practice has a number of potential shortcomings
that may limit its effectiveness and use. In the absence
of safe storage and handling in the home, boiled water
supplies may be recontaminated [7–9]; other drawbacks include collection time and cost of fuel
[10, 11], risk of scalding [12–15], and, among populations that rely on biomass fuel, indoor air pollution
[16] and emission of black soot, an important contributing factor to climate change [17, 18].
There is evidence that some of the obstacles to effective boiling can be addressed by simple technological interventions. The results of randomized
trials indicate that the risk of recontamination of
boiled water supplies can be reduced by the use
of storage containers that prevent the introduction of
hands or dipping objects [19–21], although one study
found no effect [22]. A study conducted in Kenya
demonstrated the feasibility and effectiveness of teaching a low-income population to pasteurize their
water – that is, heating water to sub-boiling temperatures to inactivate pathogens by using a thermosensitive indicator [23]. Relative to boiling, pasteurization
is a less time-consuming procedure and reduces the
risks and potential costs associated with boiling.
Among reported users in the Kenyan study, pasteurization reduced the prevalence of microbial contamination of drinking water by over 30% and the incidence
of severe diarrhoea by 45% relative to individuals who
drank untreated water. No other research has been
conducted to assess the effect of pasteurization indicator use on household drinking-water safety.
In rural Peru, 70% of households report boiling
[24], yet one investigation documented that 95% of
household drinking-water samples contained microbiological contamination [25], which suggests that
the effectiveness of the practice is sub-optimal. We
evaluated whether two simple technological interventions – an improved storage container and a water
pasteurization indicator – were effective in reducing
faecal contamination of household drinking water in
a rural Peruvian population that boils drinking water.

METHODS
Study design
We conducted an unblinded randomized controlled
trial, assigning households in a 1:1:1 ratio to one of
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two intervention groups or to a control group. The
trial was conducted between January and April 2014.
Study setting
The study was conducted in Humay district, Pisco
province, on Peru’s southern coast. The district is
located in the Pisco River Valley and has a population
of 5800 inhabitants. It receives ∼2 mm of rainfall annually. The majority of households use piped
drinking-water sources. Water distributed by piped
systems either ﬂows directly from the Pisco River, or
indirectly through irrigation channels. The piped system of one community distributes water from a borehole. In some communities, the water from piped
water systems passes through a sand or gravel ﬁlter before distribution. A member of the community water
board manually chlorinates piped water stored in elevated tanks before distribution in the two largest communities; this is done on an intermittent basis due to
an inconsistent supply of chlorine and lack of availability of the person responsible for chlorination.
Because piped water is available between 2 and 20 h
a day, many households pump water into elevated
tanks above their homes in order to be able to use it
outside of normal service hours.
Sample size
The sample size was calculated to detect a 15% relative reduction in the prevalence of Escherichia coli
contamination in household drinking water between
each of the intervention arms compared to the control
arm with 95% conﬁdence (with respect to two-sided
test) and 80% power, assuming a total number of six
follow-up microbiological tests of stored drinking
water per household, and an estimated 88% prevalence of E. coli contamination in stored drinking
water, 20% loss to follow-up, and a design effect of 2.
The prevalence of E. coli contamination was estimated
using pilot data collected from the study district in
2010. The design effect was included to account for
the correlation between observations collected from
the same household. We aimed to enrol 70 subject
households per arm to ensure sufﬁcient power to detect this difference based on these assumptions.
Participants and enrolment
As described previously [26], households were eligible
to participate in the study if they contained a woman
aged 518 years, a child aged <5 years, and were able
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to heat water in their home. Field teams conducted a
census of the district before the study to identify eligible households. A computerized pseudo-random
number generator was used to create a randomly
ordered list of eligible houses for recruitment. Using
a geographically organized list of eligible households,
enumerators enrolled households to participate until a
total of 210 was reached; households were randomly
assigned to one of the three study groups. If a female
head of household was not available at the initial visit,
ﬁeld workers made one additional attempt to enrol the
household. Only the female head of household was enrolled for each house and she was the only household
member requested to complete study procedures. All
participants provided written informed consent before
initiation of any study procedures.
At the enrolment visit, a baseline survey was administered to assess participant demographic characteristics; socioeconomic status; household water supply,
treatment, storage, and handling behaviours; sanitation and hygiene; presence of a handwashing station
(deﬁned as a designated place for handwashing with
a water supply and soap present); and ability to demonstrate correct handwashing technique (lathering all
surfaces of the hands with soap). A socioeconomic
index was generated using principal component analysis of household assets, building materials, and
home ownership [27]. The index was comprised of the
ﬁrst principal component of each variable [28] and
households were grouped into index terciles for analysis. Field workers used an orthotolidine (OTO) pool
test kit (Pentair, USA) to test household source and
stored drinking water for the presence of total chlorine.
Source and stored household water samples were collected in sterile bottles and analysed for E. coli using
the Compartment Bag Test (Aquagenx, USA); this
test is a highly sensitive and speciﬁc qualitative measure
[29] and has a minimum threshold of detection of 1
E. coli/100 ml [30]. Samples were transported in coolers
containing ice packs to the study centre and processed
within 6 h of collection. All samples were incubated for
a minimum of 20 h at 35–44·5 °C [30]. Positive and
negative controls were incubated daily with the samples
to verify the correct functioning of the tests.

Randomization and study interventions
The randomization list of eligible houses was computergenerated by the principal investigator (K.H.). Simple
randomization was used to assign eligible households
to study groups. The group assignments were concealed

from the ﬁeld team enrolling participants until completion of the baseline survey. At that time, the ﬁeld team
phoned the principal investigator, who opened the opaque sealed envelope containing the group assignment
that corresponded to the household and communicated
the assignment. At the end of the enrolment visit, all
participants were informed of the dangers of drinking
untreated water. Participants were randomly assigned
to one of three groups. Study group A received a locally
available 20-l storage container with a tight-ﬁtting lid
and spigot (which we will refer to henceforth as an
‘improved container’; Reyplast, Peru); study group B
received an improved container and a water pasteurization indicator (Solar Cookers International, USA;
Fig. 1) with written and pictorial instructions for its
use. The indicator consists of a wax that melts at the
pasteurization temperature of 65 °C in a polycarbonate
tube connected to a stainless steel cable that is used to
dip the indicator tube into the container in which water
is being heated. Two key advantages of indicator use
described in the manufacturer’s instructions – fuel and
time savings – were highlighted in the instructions distributed to participants. Field workers additionally performed a short demonstration of how to use the
indicator to pasteurize water and asked the study participant to demonstrate correct use of the indicator in
order to ensure understanding. If the participant did
not initially demonstrate correct use of the indicator,
the ﬁeld worker reinforced training until the participant
could perform the demonstration correctly. Training in
indicator use was only conducted once and was not reinforced during the follow-up period. The indicators were
reusable and participants were instructed to use the indicator every time they wanted to treat their drinking
water. Study group C received no additional intervention
and served as a control group. Participants who received
an intervention were asked to use it during the course of
the study for their household drinking water.

Outcome assessment
The primary outcome was the presence of detectable
E. coli contamination in stored drinking water.
Follow-up home visits began 3 weeks following enrolment and were conducted every 2 weeks over a
10-week period, yielding a total of six possible followup visits and 13 weeks follow-up. At each visit, source
and stored household water samples were collected
and analysed for E. coli using the Compartment Bag
Test following the same procedures as described for
the enrolment visit.
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Fig. 1. Water pasteurization indicator (reproduced with
permission from www.gofastandlight.com).

Adherence and other measures
Field workers completed a short survey at all followup visits to assess cooking practices, reported and
observed chlorination of source and stored water,
and a proxy measure of boiling behaviour (observation of water in a pot on a stove or open ﬁre). In the
control group, water storage practices were also
observed. In both intervention groups, ﬁeld workers
evaluated use of the improved container (deﬁned as
observation of water in the container), and the condition of the container. Participants in study group B
were asked to demonstrate and explain how they use
their indicator. Correct indicator use was deﬁned as
proper indicator tube placement (wax end of tube
pointed upward) in a container of water being heated,
along with the knowledge to stop heating water when
the wax falls to the bottom of the tube. We could not
directly assess indicator use because we lacked the
resources to do structured observations and, because
the indicator tubes were reusable, no used or discarded tubes could be observed. At the ﬁnal visit,
open-ended questions regarding the advantages and
disadvantages of the interventions were administered
to participants assigned to groups A and B.
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used to examine the distribution of baseline characteristics by randomization assignment. We used generalized estimating equations (GEE) with a log link
function, binomial distribution, working exchangeable correlation structure to account for correlation
between repeated measures collected from the same
household, and robust standard errors to compare
the prevalence of E. coli contamination between
paired source and stored water samples. As our primary analysis, we used an intention-to-treat approach
to assess the effect of the interventions on E. coli contamination. The prevalence ratios (PRs) of E. coli contamination were estimated using a GEE model with
the same speciﬁcations as above. We assessed the sensitivity of these results to possible confounding caused
by imbalances in the baseline demographic and socioeconomic characteristics of the randomization groups
and or by imbalances in potentially confounding
follow-up variables (E. coli contamination of source
water, source water chlorination, and type of cooking
stove). Substantial confounders were deﬁned as variables that altered the PR estimates by 510% in
adjusted models. The characteristics of participants
who adhered to improved container use (had water
in the container at 54 follow-up visits) were evaluated
using χ2 and Fisher’s exact tests, with Fisher’s exact
tests being used when any cell contained <5 observations [31]. The prevalence of E. coli contamination
in stored water was compared between participants
who were and were not adherent to container use
within each intervention arm using GEE to adjust
for household-level clustering.

Ethical considerations
This study protocol was approved by the Institutional
Review Boards of the University of Washington,
the U.S. Naval Medical Research Unit No. 6
(NAMRU-6), and the Ica Regional Ministry of
Health. Written informed consent was obtained
from all subjects and all subject personal identiﬁers
were irreversibly removed from electronic databases
following the end of data collection.

R E S ULTS
Statistical analysis

Participants

Data were entered into Microsoft Access 2010
(Microsoft Corp., USA) and analysed using Stata
v. 13.1 (StataCorp., USA). Cross-tabulations were

Field teams invited a total of 333 households to participate and 210 were enrolled and randomized
(Fig. 2). Of the 123 households that were not enrolled,
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Fig. 2. Trial proﬁle.

the most common reasons for non-participation were
not being available at two attempts to enrol (34%),
not having a child aged <5 years (26%), and refusal
to participate (18%). The geographical distribution
of households did not differ by enrolment status (P
= 0·65). The baseline characteristics of eligible participants randomized to each of the three study groups
were similar (Table 1). At baseline, E. coli was
detected in 42·5% of stored water samples; chlorine
was not detected in any stored water samples. Three
participants were excluded from analysis postrandomization due to failure to meet study eligibility
criteria. Two participants moved following the enrolment visit, resulting in a total of 205 participants
who provided follow-up data for analysis.
Overall, 59% of households used a water source
that was piped to the home, 34% used an improved
source not piped to the home (primarily community
standpipes), and 7% used an unimproved source.
Nearly all participants (98%) reported treating their

household drinking water, with 99% of those doing
so by boiling and 1% using both boiling and chlorination. When asked an open-ended question regarding
the deﬁnition of boiling, 194 (96%) of the participants
who reported boiling provided a response consistent
with adequate heating for water disinfection. Eightynine per cent of participants stored their drinking
water in a wide-mouthed container; 11% used a teapot. Storage containers were observed to be covered
at 94% of enrolment visits. Thirty per cent of households dipped a hand or an object to extract water
from the container.
E. coli contamination of stored drinking water
During the follow-up period, the percentages of paired
stored and source water samples contaminated by
E. coli were similar in group A (storage container
only) and group C (the control group; P values from
GEE models >0·13). In group B (storage container
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Table 1. Household demographic, socioeconomic, water, sanitation, and hygiene characteristics by study arm, Pisco,
Peru, 2014*

Median age, years (range)
Median household size (range)
Completed secondary school or above
Socioeconomic index
Poorest tercile
Middle tercile
Wealthiest tercile
Primary water source
Piped to the home
Improved source outside the home
Unimproved source
E. coli detected in stored water
Detectable chlorine in source water
Thinks water is safe to drink
Storage container type
Teapot
Wide-mouthed container
Covered storage container
Clean storage container
Method of water extraction
Poured/used a spigot
Dipped with an object/hands
Boiled currently stored water
Toilet/latrine
Presence of a handwashing station
Correct handwashing

Total
(N = 207)

Container only
(N = 70)

Container + indicator
(N = 70)

Control
(N = 67)

31 (18–64)
4 (2–15)
117 (56·5%)

32 (19–62)
4 (3–8)
37 (52·9%)

31 (19–56)
4 (2–13)
42 (60·0%)

31 (18–64)
5 (3–15)
38 (56·7%)

66 (33·3%)
66 (33·3%)
66 (33·3%)

24 (34·8%)
24 (34·8%)
21 (30·4%)

24 (37·5%)
22 (34·4%)
18 (28·1%)

18 (27·7%)
20 (30·8%)
27 (41·5%)

120 (58·8%)
70 (34·3%)
14 (6·9%)
85 (42·5%)
9 (5·3%)
82 (39·8%)

44 (63·8%)
18 (26·1%)
7 (10·1%)
27 (40·3%)
1 (1·6%)
31 (44·3%)

40 (57·1%)
24 (34·3%)
6 (8·6%)
29 (41·4%)
3 (5·1%)
23 (33·3%)

36 (55·4%)
28 (43·1%)
1 (1·5%)
29 (46·0%)
5 (10·0%)
28 (41·8%)

22 (10·8%)
181 (89·2%)
194 (94·2%)
195 (94·7%)

10 (14·9%)
57 (85·1%)
65 (92·9%)
67 (95·7%)

7
63
66
65

(10·0%)
(90·0%)
(94·3%)
(92·9%)

5 (7·6%)
61 (92·4%)
63 (95·5%)
63 (95·5%)

138 (70·4%)
58 (29·6%)
194 (94·6%)
167 (81·1%)
131 (63·6%)
167 (91·3%)

49 (71·0%)
20 (29·0%)
66 (95·7%)
57 (82·6%)
47 (67·1%)
58 (93·5%)

48
18
65
57
42
55

(72·7%)
(27·3%)
(92·9%)
(81·4%)
(60·0%)
(90·2%)

41 (67·2%)
20 (32·8%)
63 (95·5%)
53 (79·1%)
42 (63·6%)
54 (90·0%)

* Numbers may not sum to total due to missing values.

plus indicator), stored water samples were less likely to
be contaminated than their paired source water samples
(P = 0·048). In group C, 37·3% of stored water samples
contained detectable E. coli, compared to 38·3% in
group A, and 44·2% in group B; these differences
were not statistically signiﬁcant (P values for pairwise
comparisons in GEE models >0·19). The PR of
E. coli contamination relative to group C was 1·02
[95% conﬁdence interval (CI) 0·79–1·31] for group A
and 1·18 (95% CI 0·92–1·52) for group B (Table 2).
There was no evidence of confounding of these
estimates by demographic or socioeconomic factors
or potentially confounding follow-up variables. The
prevalence of E. coli contamination in group C was
similar during baseline and follow-up visits (P = 0·14).
There was no trend in the prevalence of contamination of stored water over time in any of the study
groups (all P values >0·12; Fig. 3). E. coli was
detected in at least one follow-up visit for 167 (81%)
of 205 households; of the 91 households with complete
follow-up data, one household (1%) had contaminated

drinking water at all six follow-up visits; ten households (11%) had no E. coli detected in stored drinking
water at any of the follow-up visits, and these households were roughly equally distributed among the
three study groups.

Adherence to interventions and control group practices
In the intervention groups, improved containers were
observed at 97% of follow-up visits and were observed
to have water inside at 55% and 58% of the follow-up
visits in study groups A and B, respectively. Container
usage decreased over time in both intervention groups
(P values of GEE models <0·01); about 50% of households in both intervention arms were using their
storage container at the ﬁnal visit (Fig. 4). The indicator was observed at 90% of visits; four participants
lost their indicator during the follow-up period.
Knowledge of correct indicator use was demonstrated
by over 90% of participants during each bi-weekly
follow-up period (Fig. 4).
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Table 2. Effect of interventions on the mean prevalence of Escherichia coli contamination of stored drinking water
in Pisco, Peru, 2014
Study arm

Observation days

Observation days with
E. coli contamination (%)

Risk difference
relative to control

PR

(95% CI)

Control
Container only
Container and indicator

338
355
346

126 (37·3)
136 (38·3)
153 (44·2)

Ref
1·0
6·9

1·00
1·02
1·18

(Ref.)
(0·79–1·31)
(0·92–1·52)

PR, Prevalence ratio; CI, conﬁdence interval.

Fig. 3. Percentage of stored drinking-water samples contaminated by Escherichia coli, by study arm and follow-up visit
round, Pisco, Peru, January–April 2014.

Fig. 4. Percentage of intervention group A and B participants using improved storage container, and intervention group B
participants with knowledge of proper indicator use, by follow-up visit round, Pisco, Peru, January–April 2014.
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Table 3. Mean prevalence of Escherichia coli contamination of stored drinking water by adherence with improved
storage container use, Pisco, Peru, 2014
Adherent

Non-adherent

Study arm

% E. coli contamination

(95% CI)

% E. coli contamination

(95% CI)

P

Container only
Container and indicator

43·5
48·2

(36·2–52·3)
(38·8–59·9)

33·6
42·9

(25·4–44·5)
(34·0–53·3)

0·13
0·48

CI, conﬁdence interval.

About half (48%) of participants in both intervention groups adhered to use of the improved storage
container (deﬁned as use at 54 visits). Adherent participants were more likely to have an off-premises
water source (not piped directly to the participant’s
home, yard, or plot; 54% vs. 27%, P = 0·002). No
other baseline variables were associated with adherence. In both intervention groups, participants who
adhered to improved container use had similar stored
water quality as participants who used their containers
less frequently (Table 3).
In group C (the control group), the storage container was covered less frequently during the followup period, but prevalence of container coverage was
still high (86% of the follow-up visits vs. 95% of baseline visits; P = 0·003). Water was observed in a pot on
the stove or open ﬁre at 36% of visits in group C; this
indicator of boiling was observed with similar frequency in group A (36%) and group B (32%).

Perceptions of the interventions
When asked to cite the advantages and disadvantages,
if any, of the safe-storage container, participants in
groups A and B most frequently stated that it was
easy to use (53%), it made the water safer for drinking
(42%), and allowed them to store water in larger quantities (31%). The most frequently cited disadvantage
was that the container was too large (3%). Group B
participants reported that the primary advantages of
using the indicator were saving fuel (83%), saving
time (29%), and ease of use (28%). Disadvantages
included difﬁculty of use (3%) and needing to keep
an eye on the indicator to use it correctly (3%).

DI S C US S IO N
Although the results of this trial demonstrated the
feasibility of teaching a low-income population to pasteurize their household drinking water via the use of a

thermosensitive indicator, this intervention had no
signiﬁcant effect on the risk of E. coli contamination
of household drinking water. This study is the ﬁrst
to test the effect of use of a water pasteurization indicator in a population in which water boiling was a culturally accepted practice. In the only previous study of
a similar intervention, indicator users were compared
to individuals who drank untreated water [23]. We
found that the provision of an improved storage container had no effect on the prevalence of E. coli contamination of household drinking water, which was
similar to the result of one previous trial of an
improved container [22] but inconsistent with others
that demonstrated reductions in indicators of faecal
contamination [19–21].
The lack of effect of the pasteurization indicator
intervention could be explained in several ways.
First, despite retaining knowledge of how to use the
indicators, participants may not have used them.
Because the indicators are reusable, we could not verify this hypothesis. Second, participants may have
used the indicators and this behaviour may have
resulted in more effective treatment, but inconsistency
of use prevented any signiﬁcant reduction in contamination. The observation of the proxy for boiling –
water in a pot on a stove or ﬁre – at over 30% of
home visits coupled with the signiﬁcant reduction in
contamination from source to stored water in group
B supports this hypothesis, although we could not
conﬁrm the effectiveness of treatment. We could also
not conﬁrm boiling behaviour and our proxy for boiling may have been inaccurate if water was boiled outside of the daytime hours during which ﬁeld workers
conducted the study visits. An alternative explanation
for the null effect is that although use of the pasteurization indicator resulted in more effective treatment
behaviour, the receipt of an indicator led participants
to reduce their investment in other protective behaviours such as handwashing, thus negating the impact
of more effective treatment on water quality. The
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effect of the prevalence of an exposure such as a public
health intervention on demand for disease prevention – termed prevalence elasticity – has been observed
for other health-related outcomes [32], but because we
did not assess preventive behaviours including hygiene
or safe water handling at follow-up visits, we could
not conﬁrm whether this occurred. Unlike the previous study using a water pasteurization indicator intervention [23], we did not employ female community
leaders to promote indicator use, nor did we demonstrate the effectiveness of pasteurization in reducing
the number of bacterial colonies on an agar plate. It
is possible that these two elements were critical in
the promotion of indicator use and should be considered in future trials of this intervention in order to increase effectiveness. In group A, generally safe water
storage and handling practices and good hygiene in
the control group likely limited our ability to detect
a beneﬁt of the intervention.
The results of this study demonstrate the challenge
of improving boiling and safe water storage in a population in which both practices have been accepted but
perhaps inconsistently or ineffectively practised.
Although participants generally expressed satisfaction
with the container, these stated perceptions likely
overstated actual satisfaction due to courtesy bias.
Moderate use of the storage container highlighted
the importance of identifying interventions that the
population perceives as offering a relative advantage
over current storage practices to increase the probability of use [33]. Similarly, although most group B participants exhibited knowledge of indicator use and
perceived its advantages, we could not conﬁrm indicator use. The lack of effect of the indicator may have
reﬂected lack of use for similar reasons as for the storage container.
This study had two important limitations. First, we
based our sample size calculation on the prevalence of
E. coli contamination in drinking-water samples collected from the same district in 2010, as this was the
only relevant data available at the time of protocol development. Although the majority of drinking water
from even piped sources in rural Peru is contaminated
with E. coli [25, 34], progressive expansion of access to
piped water infrastructure in the area likely contributed to the unexpectedly low prevalence of contamination in the control group, which limited our ability
to detect statistically signiﬁcant differences. Second,
we assessed our primary outcome, E. coli contamination, using the Compartment Bag Test. This test
has the advantages of requiring minimal materials or

technical skill to perform, but yields imprecise quantitative results [30]. It is, however, a highly sensitive and
speciﬁc qualitative measure of contamination [29]. A
qualitative assessment of E. coli contamination may
be adequate given that it corresponds with the
WHO standard of drinking-water safety [35].
Moreover, the results of a recent systematic review
and meta-analysis indicate that while the presence of
E. coli contamination in drinking water is associated
with the risk of diarrhoea, increasing levels of E. coli
contamination in drinking water beyond a detectable
level did not demonstrate a dose-response relationship
with risk [36]. This ﬁnding was based on a small
number of studies, however, and more research is
needed to determine whether a qualitative measure
of E. coli contamination is sufﬁcient indicator of
health risk.
Our study ﬁndings indicate that the use of a water
pasteurization indicator was not effective in reducing
faecal contamination of household drinking water in
a population that had already adopted boiling as a
method of treatment. However, this investigation
and a previous study [23] provided evidence of the
feasibility of teaching a low-income population to
use a thermosensitive indicator to pasteurize their
drinking water. Future research is needed on methods
to improve objective measurement of indicator use
and assess the impact of this intervention on drinking
water safety and diarrhoeal disease in populations at
high risk for waterborne disease. Formative research
may additionally be useful to better understand the
factors that inﬂuence use of water treatment and storage interventions designed to limit the contamination
of drinking water in the home.
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