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We conducted cost-effectiveness analyses under two scenarios: 1) actual project implementation and 2) a scale-up of the information intervention to the entire target population in the six study districts. The scale-up scenario made different assumptions about the costs but did not change any assumptions regarding the health impacts. Health benefits under both scenarios were calculated in terms of disability-adjusted life years (DALY) using using a period life expectancy of 67.8 years at two years of age from the Indian Census 2011 [1] and applying a discount rate of 3% to future years of life, such that each child death averted corresponds to 28.87 DALYs. 
Child deaths averted were calculated by multiplying the number of additional children who were vaccinated due to the intervention by the reduction in disease-specific under 5 mortality due to the vaccines. The number of additional children who were vaccinated was obtained by applying the impact estimates of DPT3 (14.6 percentage points) and measles (22 percentage points) to the total treated population. The intervention resulted in 69 additional children with three doses of DPT vaccine and 104 additional children immunised against measles. 
Calculations of the reduction in under mortality required estimates of the baseline mortality rates among unvaccinated children. These estimates were based on the rates of disease-specific under 5 mortality reported by Morris S.K. et al [2] for measles (6.1 deaths per 1,000 live births due to measles) and by WHO [3] for pertussis and tetanus (0.7 deaths per 1,000 live births due to pertussis; 0 deaths per 1,000 live births due to tetanus). We adjusted these population level under 5 mortality rates to reflect the fact that the information intervention targeted unvaccinated children. The logic was that mortality rates for vaccine preventable diseases are higher amongst unvaccinated children than the general population. We inflated baseline disease-specific mortality rates for unvaccinated children using information on the efficacy of the corresponding vaccines (95% for measles and 84% for pertussis) [4,5] and the share of unvaccinated children in the population. Reductions in disease-specific U5 mortality for children vaccinated as a result of the information intervention were calculated as the baseline mortality rate multiplied by the efficacy of the vaccine (95% for measles and 84% for pertussis). 
In the scale-up scenario we considered the expansion of the intervention to all unvaccinated children aged 12-23 months in the six study districts. To estimate the total number of unvaccinated children aged 12-23 months in the study areas we exploited the demographic projection package DemProj of the Lives Saved Tool (LiST) [6] using the 2011 India Census data. The projection resulted in a total of 358,150 children aged 12-23 months in the six districts in 2016, assuming no internal migration and a total fertility rate declining by 0.05 each year from 3.05 in 2016. Using initial coverage estimates obtained from the pre-baseline household survey we calculated that in 2016 the total number of children who would have not received three doses of DPT vaccine corresponds to 204,145. This is the target population we used to cost the scale-up scenario. With 63 field staff per district, each working 180 days, we calculated that the overall scale-up cost would be $2,507,616.63. This scenario assumed that each staff member would be able to reach on average 6 households per day in a village, which is about double the number of households that were reached during actual implementation. We believe this is a realistic assumption, since during the actual implementation the number of households reached was dictated by sample sizes considerations. This meant field staff were in fact under-utilised in the sense that they could have given information to more households in a given village had they been instructed to do so. All other unit costs were the same as in the actual project implementation scenario. The mean cost of the intervention would be $12.28 per beneficiary, $84.13 per additional child with DPT3, $55.83 per additional child with measles vaccine, $94.56 per DALY averted, and $2,840 per under-five death averted under this scale-up scenario.
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