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ABSTRACT

Purpose: The Cow’s Milk-related Symptom Score (CoMiSS) improves the recognition of cow
milk allergy (CMA) symptoms. A score of 210 should raise awareness of CMA. The median
CoMiSS in healthy European infants aged <6 months is 3. This study aimed to determine

the impact of different regions on CoMiSS in healthy infants aged <12 months to evaluate
regional and age-related differences.

Methods: A prospective cross-sectional study was conducted at one hospital each in Indonesia
(Jakarta) and Brazil (Sergipe). CoMiSS was assessed in healthy infants aged —12 months old.
Results: In Jakarta, a total of 286 infants (50.7% boys) were included. The median
(interquartile range) CoMiSS was 1.5 (0—4); the 95th percentile was 7. In Sergipe, 101 infants
(60.4% boys) were included. The median (interquartile range) CoMiSS was 4 (4-06); the

95th centile was 10.9. Age (odds ratio [OR], 0.96; 95% confidence interval [CI], 0.94-0.99;
p<0.001) and country (OR, 2.40; 95% CI, 2.06-2.79; p<0.001) were significant independent
predictors of changes in mean CoMiSS in a linear regression model (r*=0.27).

Conclusion: Median CoMiSS in healthy infants differed between Jakarta and Sergipe (1.5 vs. 4.0).
These findings highlight that the perceived normality of parents may be region-dependent.

Keywords: Cow’s Milk-related Symptom Score; Healthy infant; Infant colic; Regurgitation;
Stool consistency

INTRODUCTION

Cow’s milk allergy (CMA) is a food allergy that occurs mainly in infants. The prevalence of
CMA varies according to different assessment methods and predefined diagnostic criteria.

In Europe, the reported prevalence ranges between 1.9% and 4.9% depending on feeding
(formula vs. breastfeeding) and country [1,2]. A prevalence of 5.7% was reported in a recent
systematic review [1], while the European Society of Pediatric Gastroenterology and Nutrition
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recently reported a prevalence of <1% [3]. In Indonesia, the prevalence of CMA is estimated
to be between 2% and 7% [4]. A previous study did not reported differences in the prevalence
of CMA between Western and Asian infants [5]. In Brazil, a cross-sectional study reported a
prevalence of CMA of 5.7% [6].

Misdiagnosis of CMA is common due to the non-specificity of the symptoms and the lack
of reliable diagnostic tests other than oral food challenge [3]. Underdiagnosis can cause
nutritional deficiency and growth impairment, while overdiagnosis can be an economic
burden [3]. Since infants on extensively hydrolyzed formula have a different taste preference
than others [3], unnecessary elimination diets should be avoided.

The Cow’s Milk-related Symptom Score (CoMiSS™) was developed in 2015 by a group of
European experts and is intended to raise awareness regarding the recognition of CMA
symptoms (Supplementary Table 1) [7]. This tool may help reduce over- and underdiagnosis
while also aiding in the assessment of symptom evolution during treatment. A relevant
percentage of infants with CMA have non-immunoglobulin (Ig)E-mediated CMA and,
therefore, are negative for specific IgE for cow’s milk while they are allergic to cow’s milk
[3,7]. Therefore, CoMiSS is of particular interest in non-IgE-mediated CMA.

CoMIiSS incorporates various manifestations of CMA, including crying, regurgitation, stool
consistency, skin manifestations, and respiratory problems. The scores range from O to 33
(Supplementary Table 1) [7]. In 2022, CoMiSS was updated after reviewing the evidence from
25 trials [8]. Infants at risk of CMA are identified using a cutoff value of 210 [8].

If, following an elimination diet, the initial CoMiSS decreases to <6 (the gold standard
diagnostic test), oral food challenge yields positive results in 80% of cases [9,10]. Given that
the score does not return to O during the diagnostic elimination diet, the data for CoMiSS in
healthy infants has become relevant. Therefore, studies have been conducted to determine
the age-related CoMiSS in healthy European infants. The overall median (interquartile range)
CoMIiSS in healthy European infants aged <6 months is 3 (1-5); the 95th percentile for this
age group is 9 [11]. The overall median (interquartile range) CoMiSS in healthy infants aged
6-12 months is also 3 (1-5), with a 95th percentile of 8 [12]. Consequently, the CoMiSS in
presumed healthy European infants aged 0-12 months is 3 (1-5) and is not age-dependent
during infancy. The median CoMiSS in 808 Egyptian infants aged 0-12 months is 5 (5-6),
with a 95th percentile of 7 [13].

To some extent, healthy infants have manifestations included in CoMiSS. Therefore, the
determination of CoMiSS in presumed healthy infants is clinically relevant. We aimed to
establish normal values in healthy populations with the intention of reassuring parents and
providing healthcare professionals with information about normality. Among presumed
healthy European infants aged 0-12 months, the crying time estimated by parents as normal
differed between countries [11]. Therefore, it is relevant to determine CoMiSS in presumed
healthy infants in different regions of the world. The relevance of this was highlighted by
determining CoMiSS in 808 presumed healthy Egyptian infants [13]. It became relevant to
evaluate CoMiSS in non-European infants to detect differences across continents. Therefore,
this study aimed to determine the CoMiSS values in presumed healthy infants at a hospital in
Indonesia (Jakarta) and another in Brazil (Sergipe).
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MATERIALS AND METHODS

Study design and setting

A prospective cross-sectional study was conducted in presumed healthy infants in one
hospital in Indonesia (Children Polyclinic, Private Hospital, Jakarta) and one center in Brazil
(Santa Izabel Hospital, Sergipe), a reference center for normal pregnancies, with a dedicated
outpatient follow-up setting for healthy term-born babies.

CoMiSS was developed as an awareness tool for healthcare professionals regarding the
possibility that a combination of symptoms may be caused by cow’s milk allergy [7]. CoMiSS
collects information on the frequency and severity of regurgitation; stool consistency
according to the Brussels Infants and Toddlers Stool Scale (BITSS); duration of crying; skin
manifestations (e.g., atopic dermatitis, urticaria, and angioedema); and respiratory tract
symptoms (e.g., runny nose, coughing) [7,8]. Each symptom has a maximum weight of 6,
except for respiratory symptoms (which have a maximum of 3). The maximum score ranges
from O to 33. A score of >10 should raise awareness about the possibility that CMA might

be the cause of the combination of symptoms, while a score of <6 makes the diagnosis

of CMA very unlikely [7,8]. As a consequence, CoMiSS will decrease during a diagnostic
elimination diet if the suspected diagnosis of CMA is correct; however, the score will not
decrease to O because many healthy infants present some of the manifestations listed in
CoMiSS. Therefore, to evaluate the efficacy of a diagnostic elimination diet, it is important
to determine CoMiSS values in a presumed healthy population. However, normal data in
European infants have shown variability between countries for some subscores, especially
for crying. Therefore, it is important to determine the normal range of CoMiSS in various
parts of the world. In this study, COMiSS was determined based on the information provided
by the parents by experienced and trained pediatricians from a single center during a single
visit to a welfare clinic or regular follow-up consultation in presumed healthy native children
aged 0-12 months. Only infants born to native Indonesian or Brazilian parents were included
from the respective countries. Additional information, including gestational age, sex, age,
and feeding type was obtained. Exclusion criteria were as follows: i) parents of different
ethnicities; ii) prematurity (<37 weeks of gestation at birth)j; iii) known or suspected diseases;
iv) infants seeking medical consultation due to symptoms related to CMA; and v) infants
using medication, therapeutic formula, or food supplements other than the recommended
vitamins. Ethical approval was obtained from the corresponding ethics committees,
including the Ethical Committee of UZ Brussels. No funding was received for this study.

Statistical analysis

IBM SPSS Statistics for Windows, Version 29.0 (IBM Co.). was used for statistical analyses.
A p-value of <0.05 was considered statistically significant. To analyze the differences in
proportions between groups, a chi-square test was used, and for continuous variables, a
Mann-Whitney U or Kruskal-Wallis test was performed. The Kolmogorov-Smirnov test was
used to check for a normal distribution. Normally distributed values are described using
means and standard deviations; abnormally distributed values are described using medians
and interquartile ranges. Regression analysis was used to assess the influence of age, sex,
feeding type, and country on CoMiSS.

For age-dependent analysis, the categories—0-2, 2—4, 4-6, 6-8, 8-10, and 10-12 months—

were compared and referred to as the first age category analysis. The categories of 0—6 and 6-12
months were also analyzed and referred to as the second age category analysis in this article.
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RESULTS

JAKARTA

1. Population description

A total of 301 infants were included in the Indonesian database. Nine infants were excluded
because they were not healthy, two were excluded because of incomplete data, one was excluded
because of incorrect data, and two were excluded because their ages were >12 months.

Of the 286 remaining infants, 145 (50.7%) were boys and 141 (49.3%) were girls. Of these
infants, 89.9% were breastfed (mixed+exclusively), 49.7% were exclusively breastfed, 32.9%
received formula feeding (mixed+exclusively), and 30.4% had already started solid feeding.
The overall median (interquartile range) age was 3 (1-6) months. There were no significant
differences in age according to sex (p=0.987).

2. Overall results of the CoMiSS

The overall median (interquartile range) CoMiSS was 1.5 (0-4) (Fig. 1); the 95th percentile
was 7. A CoMiSS of 210 was only observed in 0.7% (two infants had a score of 10; no work-up
for CMA was performed). No significant differences in CoMiSS were observed according to
sex (p=0.212) (Supplementary Fig. 1). None of the symptoms of CoMiSS were sex-dependent.
A significant decrease in breastfeeding was observed with increasing age in both groups
(p<0.001). There was a significant difference in both age categories for formula feeding
(»<0.001), showing an increase in formula feeding with increasing age until months age of
10-12 months. Furthermore, a significant increase in solid feed was observed with increasing
age (p<0.001).

No significant overall differences in CoMiSS were observed according to breastfeeding
(mixed+exclusively) (p=0.544), exclusive breastfeeding (p=0.344) (Supplementary Fig. 2),
or formula feeding (p=0.287). When looking at the different age groups, only a significant
difference was observed in CoMiSS according to formula feeding in the 4-6 (p=0.047) and
6-8 (p=0.036) months groups. There was a lower percentage of infants with a CoMiSS of 10
in the formula-fed infants in the 4-6 months group (0% vs. 2%), but a higher percentage of
infants with a CoMiSS of 10 in the formula-fed infants in the 6-8 months group (5.5% vs.
0%). Overall, a significant difference in CoMiSS was observed according to feeding solids
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Fig. 1. Distribution of overall CoMiSS in Indonesian and Brazilian infants.
CoMiSS: Cow’s Milk-related Symptom Score.
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(p=0.047). A lower median (interquartile range) CoMiSS of 1 (0—4) was observed in the
group already fed with solids compared to that of 2 (0—4) in the group not eating solids
(Table 1). A significant difference was observed in the group that already ate solids only for
regurgitation (p<0.001). Only 5% of the infants who already ate solids had more than two
episodes of regurgitation per day, compared to 23% of the infants who did not eat solids.

In the first age category analysis, there was a significant difference in CoMiSS (p=0.001),
with the highest median of 3 in the 0-2 months group compared to a mean of 1 in the other
age categories (Table 1, Supplementary Fig. 3). In the second age category analysis, there
was a significant difference in CoMiSS (p=0.037), with a higher median (interquartile range)
CoMiSS of 2 (0-4) in the 0-6 months group compared to that of 1 (0—4) in the 6-12 months
group (Table 1, Supplementary Fig. 4).

Table 1. Descriptive statistics of CoMiSS in healthy Indonesian and Brazilian infants

Region (age) N infants Median Interquartile range  95th percentile
Overall CoMiSS
Europe (0-6 mo)? 891 3 1-5 9
Europe (6-12 mo)? 609 3 1-5 8
Egypt (0-12 mo)* 808 5 5-6 7
Indonesia (0-12 mo)® 286 1.5 0-4 7
Brazil (0-12 mo)*® 101 4 4-6 10.9
Mexico (0-12 mo) 106 2 0-6 11
Crying/distress
Europe (0-6 mo)? 891 0 0-2 4
Europe (6-12 mo)? 609 0 0-1 3
Egypt (0-12 mo)* 808 0 0-1 2
Indonesia (0-12 mo)® 286 0 0-1 1
Brazil (0-12 mo)® 101 0 0-1 1
Mexico (0-12 mo) 106 0 0-2 4
Regurgitation
Europe (0-6 mo)? 891 0 0-1 3
Europe (6-12 mo)® 609 0 0-1 2
Egypt (0-12 mo)* 808 1 0-1 2
Indonesia (0-12 mo)® 286 0 0-0 1
Brazil (0-12 mo)® 101 0 0-1 5
Mexico (0-12 mo) 106 1 0-1 3
Stool consistency
Europe (0-6 mo)? 891 0 0-4 4
Europe (6-12 mo)? 609 0 0-4 4
Egypt (0-12 mo)* 808 4 4-4 4
Indonesia (0-12 mo)® 286 0 0-0 4
Brazil (0-12 mo)® 101 4 4-4 4
Mexico (0-12 mo) 106 0 0-4 6
Skin manifestations
Europe (0-6 mo)? 891 0 0-0 2
Europe (6-12 mo)® 609 0 0-0 1
Egypt (0-12 mo)* 808 0 0-0 0
Indonesia (0-12 mo)°® 286 0 0-1 3
Brazil (0-12 mo)® 101 0 0-0 2
Mexico (0-12 mo) 106 0 0-0 1
Respiratory symptoms
Europe (0-6 mo)? 891 0 0-0 1
Europe (6-12 mo)? 609 (0] 0-0 1
Egypt (0-12 mo)* 808 0 0-0 0
Indonesia (0-12 mo)® 286 0 0-0 1
Brazil (0-12 mo)® 101 0 0-2 2
Mexico (0-12 mo) 106 0 0-0 1

N°: number, CoMiSS: Cow’s Milk-related Symptom Score.

https://pghn.org https://doi.org/10.5223/pghn.2025.28.2.124 128


https://pghn.org

CoMiSS in Healthy Infants

Pediatric Gastroenterology, h n
Hepatology & Nutrition

https://pghn.org

3. Contribution of each symptom to CoMiSS

1) Crying score

The most common classification in the crying sub-score was “crying <1 h/day,” accounting
for 73.1% of the cases. None of the infants cried for >3 hours a day. The crying score was not
significantly different in the first (p=0.318) nor the second age category analyses (p=0.209).

2) Regurgitation score

Most of the infants (82.5%) had 0-2 regurgitations a day. None of the infants had more than
five episodes of regurgitation of more than half of the food. For feeding type, a significant
difference was observed only in the regurgitation score according to solid feeding (p<0.001).
As stated previously, infants who already ate solids had lower regurgitation scores, regardless
of age. A significant difference was also observed according to the regurgitation score in the
first age categories analysis (p=0.006) and the second age categories analysis (p<0.001).

A regurgitation score >1 was only observed in seven infants (2.4%) and was observed the
most in the 2—4 months age group (5%) and not observed in those aged >8 months old.

3) Stools

Most of the infants had formed stools (78.7%). There was a significant difference in stool
scores according to the first age category analysis (p<0.001) but not in the second age
category analysis (p=0.617). Loose stools (30.7%) and watery stools (3.2%) were observed the
most in the 0-2 months age category. There were no significant differences in stool scores for
exclusive breastfeeding (p=0.517) or sex (p=0.128).

4) Skin symptoms

The most frequent skin score was 0 in 58.7% of infants. Only one infant had a skin score of
5. No urticaria or angioedema was observed. There was a significant difference in skin score
according to the first age category (p=0.025) but not in the second age category (p=0.230).

A median (interquartile range) skin score of 1 (0-2) was observed in the 0-2 months group
compared to that of 0 (0-0.25-1) in the other age categories.

5) Respiratory symptoms
The most frequent score was 0 (86.7%), which means no respiratory symptoms. None of the
infants had severe respiratory symptoms; and only 1.7% had mild respiratory symptoms.

There were no significant differences in respiratory symptoms according to age (p=0.879 and
0.210, respectively).

SERGIPE

1. Population description

Data were collected for 101 infants. There were 61 boys (60.4%) and 40 girls (39.6%). Of these
infants, 64.4% were breastfed, 37.6% were exclusively breastfed, 44.6% received formula
feeding, and 32.7% had started solid feeding. The median (interquartile range) age was 3.4
(1.8-7.6) months. There were no significant differences in sex according to age (p=0.618).

2. Overall results of the CoMiSS

The median (interquartile range) CoMiSS was 4 (4—6), with the 95th percentile at 10.9.

A CoMiSS of 210 was observed in 8 (8%) of the infants. No significant differences in CoMiSS
were observed according to sex (p=0.579) (Supplementary Fig. 5). No significant differences
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were observed in CoMiSS according to breastfeeding (p=0.924), exclusive breastfeeding
(#=0.164) (Supplementary Fig. 6), formula feeding (p=0.281), or solid feeding (p=0.116)
across all age categories. A significant decrease in breastfeeding was observed with
increasing age in the second age category (p=0.010). A significant increase in solid feeding
was observed with increasing age in the first and second age category analyses (p<0.001).

There were no significant differences in CoMiSS according to the first age category

analysis (p=0.417) (Supplementary Fig. 7) or the second age category analysis (p=0.260)
(Supplementary Fig. 8). However, a higher median CoMiSS was observed in the 4-6 and
8-10 months old groups in the first age category analysis and in the 6-12 months group in the
second age category analysis.

3. Contribution of each symptom to CoMiSS

1) Crying score

For the crying sub-score, the predominant category was “crying <1 h/day” (88.1%). Only 1%
of the infants cried >2 hours a day, and none cried >5 hours a day. Crying scores were not
significantly different between the first (p=0.682) and second age category analyses (p=0.573).

2) Regurgitation score

For the regurgitation score, the most frequent score reported was “0-2 episodes/day”
(75.2%). A regurgitation score >3 was observed in 7%. None of the infants experienced food
regurgitation after each feeding. There were no significant differences in the regurgitation
score between the first (p=0.388) and second age category analyses (p=0.137). No significant
differences in regurgitation score were found according to sex (p=0.342) or feeding type
(#=0.899, 0.650, 0.262, and 0.161, respectively).

3) Stools

Regarding stool characteristics, most of the infants had “loose stools” (89.1%), hard stools
were observed in 5.9% of the infants, watery stools in 3%, and formed stools in 2% according
to BITSS. The stool scores differed significantly between the first age category (p=0.021)

and the second age categories (p=0.021 and 0.028, respectively). The group of 0-2 months
had higher stool scores, with a minimum score of 4 and a maximum score of 6; the 10-12
months had lower stool scores, with a minimum score of 0 and a maximum of 4. Of the 0-2
months old group, 10.3% had watery stools, and none of the other age categories had watery
stools. Stool scores did not differ significantly between the exclusive breastfeeding and non-
exclusive breastfeeding groups (p=0.569).

4) Eczema

Eczema was reported in 6/101 (5.9%) of the infants. Only one infant scored moderately
for eczema. Urticaria was observed in 2/101 (2%) of the infants. There was no significant
difference in the skin score between the first (p=0.560) and second age category analyses
(p=0.601). There was no significant difference in the incidence of eczema based on sex
(#=0.740) or exclusive breastfeeding (p=0.519).

5) Respiratory symptoms

Regarding respiratory symptoms, most of the infants (75.2%) had no respiratory issues; only
one infant had “severe respiratory symptoms.” There was no significant difference in the
respiratory symptoms between the first age categories analysis (p=0.259) and second age groups
(#=0.451). There was no significant difference in respiratory scores according to sex (p=0.070).

https://doi.org/10.5223/pghn.2025.28.2.124 130


https://pghn.org

CoMiSS in Healthy Infants

Pediatric Gastroenterology, h n
Hepatology & Nutrition

https://pghn.org

4. Overall results for Jakarta and Sergipe

When comparing CoMiSS among infants from Jakarta and Sergipe, age (odds ratio [OR],
-0.061; 95% confidence interval [CI], —0.089 to -0.033; p<0.001) and country (OR, 2.96;
95% CI, 2.56-3.379; p<0.001; OR, 3.05; 95% CI, 2.80-3.29; p<0.001) were significant
independent predictors of a change in CoMiSS in a multiple linear regression model (r*=0.34)
(Supplementary Fig. 9).

DISCUSSION

In Jakarta, the overall median CoMiSS was 1.5; the 95th percentile was 7. A higher median
CoMiSS of 3 was observed in the 0-2 months group. In Sergipe, the median CoMiSS was

4, with the 95th percentile at 10.9. A higher median CoMiSS of 5 was observed in the 4-6
months group, and the highest median CoMiSS of 6 was observed in the 8-10 months group.

Previous studies carried out in European infants aged 0-6 and 6-12 months showed a median
CoMIiSS of 3 [11,12]. In the study of healthy European infants from O to 6 months old, a weak
trend was found for a higher CoMiSS with increasing age [11]. This is consistent with the
Brazilian data, but contradicts the Indonesian data.

In the 6-12 months group of healthy European infants, a decrease in CoMiSS was reported
with increasing age, which was not clearly seen in this study [12]. It should be noted that the
total number of children from Jakarta and Sergipe was smaller than the number of children in
the bundled European data.

This study highlights the importance of country and age in interpreting the CoMiSS.

The variation in the CoMiSS according to the country may suggest a difference in promptness
in seeking medical help between countries. The lower CoMiSS in infants from the hospital in
Jakarta may suggest that medical help due to CoMiSS-related symptoms is sought earlier than
in infants born in Sergipe. The “private hospital setting” in Jakarta versus the “public setting”
in Sergipe may also have contributed to this difference.

The incidence of CMA is highly variable owing to the assessment methods and may also be
influenced by geography [13,14]. Using and reporting the CoMiSS worldwide could provide
more information on geographical differences in the future.

The observed differences in CoMiSS between the two groups may be related to the relatively
small sample size of infants from Sergipe (n=101). However, the difference in the reported
stool consistency appears to be the most contributing factor: “loose stool,” which has

a CoMiSS of 4, was observed more in infants in Sergipe (89.1% vs. 30.7%). Although
breastfed babies are known to generally produce less-formed stools than breastfed babies,
the proportion of breastfed infants was higher in Jakarta than in Sergipe (89.9% vs. 64.4%,
respectively). Although detailed information on diversification was not collected, eating
habits differed between Asia and South America. The introduction of rice as a solid food in
Indonesia may have contributed to the difference in the appreciation of stool consistency.
The description of “stool consistency” by parents is subjective. Overall, the stool became
more formed with increasing age [15]. A broad application of a “stool-tracker” (e.g., one
developed based on a convolutional neural networks algorithm created by analyzing a total
0f 11,001 stool photographs from 4,836 non-toilet-trained children) would increase the
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objectivity of the collected information, since the decision about stool consistency would be
delivered through artificial intelligence [16].

In infants in Jakarta, a decrease in regurgitation was observed when solids were introduced.
A thickened feeding can help with regurgitation [17]. The highest regurgitation score in
Indonesian infants was observed in the 2—4 months group. This is consistent with the
literature in Indonesia showing less regurgitation in older infants [18]. In both countries,
watery stools were observed most in the 0-2 months group, which is consistent with the
literature, showing that stools become more formed with increasing age [19].

A limitation of this study is that the data provided by healthcare professionals were based

on retrospective parental recollections during the consultation. It is acknowledged that
retrospective recall of symptoms often leads to exaggerated perception compared to
methodical recording in a diary [20]. Another shortcoming is that, as in Jakarta and Sergipe,
the data were collected from only one specific center. Given the size of both countries, it is
possible that CoMiSS may differ in different regions of these countries. It can also not be
excluded that the differences in settings (private versus public healthcare) strongly influenced
the severity of symptoms when parents decided to consult a healthcare professional.

As stated previously, it is essential to note that CoMiSS is not a diagnostic tool for CMA.
However, it can help prevent under- and overdiagnosis and can be helpful in assessing the
difference after an elimination diet by comparing the scores before and after elimination.
Since the median CoMiSS did not differ between Egyptian and European infants, CoMiSS
may be a reliable awareness tool for CMA, regardless of ethnicity [13]. The median CoMiSS in
healthy infants collected in one center each in Jakarta and Sergipe was 1.5 and 4, respectively,
suggesting regional differences in the concept of “normality” in infants. However, these findings
confirm that a CoMiSS of <6 is likely to be a good indicator of normality [7]. A comment that is
frequently made is that CoMiSS may increase awareness and, therefore, induce overdiagnosis.
The goal of the CoMiSS group was to establish normal values in healthy populations to provide
reassurance. We are in the process of consolidating all data and designing centile curves for the
overall CoMiSS, regurgitation frequency, and crying time.

In conclusions, CoMiSS was assessed in healthy infants in Jakarta and Sergipe. For infants
in Jakarta, the median CoMiSS was 1.5, while for healthy infants in Sergipe, the median
CoMiSS was 4. The observed difference was age-dependent and was mainly determined by
the different reported stool consistencies. Future research should investigate the possibility
of obtaining more objective data using artificial intelligence to define stool consistency.

SUPPLEMENTARY MATERIALS

Supplementary Table 1
CoMiSS [7,8]

Supplementary Fig. 1
Distribution of CoMiSS according to sex in Indonesian infants.

Supplementary Fig. 2
Distribution of CoMiSS according to exclusively breastfeeding in Indonesian infants.
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Supplementary Fig. 3
Distribution of CoMiSS according to the first age category analysis in Indonesian infants.

Supplementary Fig. 4
Distribution of CoMiSS according to the second age category analysis in Indonesian infants.

Supplementary Fig. 5
Distribution of CoMiSS according to sex in Brazilian infants.

Supplementary Fig. 6
Distribution of CoMiSS according to exclusively breastfeeding in Brazilian infants.

Supplementary Fig. 7
Distribution of CoMiSS according to the first age category analysis in Brazilian infants.

Supplementary Fig. 8
Distribution of CoMiSS according to the second age category analysis in Brazilian infants.

Supplementary Fig. 9
Distribution of CoMiSS according to country.
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