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VERSION 1 - REVIEW 

REVIEWER Lawrence Mbuagbaw 
McMaster University, Canada 

REVIEW RETURNED 11-Apr-2015 

 

GENERAL COMMENTS This manuscript is the report of a pilot cluster randomized trial to test 
the feasibility of investigating the effect of volunteer home visits and 
community mobilisation events on immunisation in children, 
compared to a nutritional intervention in rural Uttar Pradesh.  
The manuscript is well written and addresses the predefined 
research questions. A few issues for the authors to address include:  
 
1. In the article summary, point two: “Field experience enabled us to 
identify key potential barriers to success of the larger trial and to 
develop strategies to address them in the main study.” The authors 
should specify what potential barriers were identified.  
2. I believe the pilot trial should also be registered in a trial registry.  
3. Please provide the ethics approval numbers.  
4. Background, paragraph two: “To realise their potential, antigens 
must reach all children; yet, one in five children worldwide still does 
not have access to basic vaccines”. Edit to “do not”. “One in five 
children” refers to many children.  
5. One could argue that there is already evidence that such 
educational interventions are known to improve immunisation 
coverage. It is not clear what the add-on is with this one. Are you 
proposing a higher quality design or is this for local relevance? See: 
Oyo-Ita A et al, Interventions for improving coverage of child 
immunizations in low-and middle-income countries. Cochrane 
Database of Systematic Reviews. 2011; 6 (7): CD008145. Please 
comment on this.  
6. Why did the baseline survey include knowledge on diarrhoea?  
7. Please provide more detail on the “engagement package”. Is it a 
discussion guide? What kind of tool is it?  
8. The poster names in supplementary figure 2 (last page) are hard 
to follow. 

 

REVIEWER Anthony Costello 
Institute for Global Health, UCL, UK 

REVIEW RETURNED 13-Apr-2015 
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GENERAL COMMENTS This is an extremely well-written and interesting description of a pilot 
study in preparation for a cluster randomised controlled trial of 
community interventions to improve vaccination uptake in rural north 
India. The paper will help anyone planning a similar kind of study in 
a challenging setting and population.  
I have two concerns though.  
First, the study design does not seem to fit with the title of the paper 
which refers to participatory learning and community mobilisation. At 
present the difference in interventions between the intervention and 
control groups is not participatory learning and mobilisation because 
it appears that both groups receive these community discussions, 
albeit that the IG receives a discussion linked to vaccination and one 
to nutrition. The major intervention that the IG receives in 
comparison with the CG is a series of home visits to individual 
mothers by volunteers using “engagement packages” designed to 
improve knowledge, awareness, and attitudes towards 
immunisation. So the actual randomised intervention being tested is  
a) a series of instructional home visits by a volunteer and  
b) a different topic chosen for a community discussion.  
This will raise a problem with interpretation as the trial seems to be 
primarily about formal one-to-one instructional education rather than 
a participatory mobilisation process.  
My second issue is the lack of detail in explaining precisely what 
happens during the community discussions: how many women 
attend, who facilitates, is there a plan to use a community action 
cycle, what happens if women in control groups decide to move on 
from nutrition and discuss other child health issues including 
immunisation, what will be the cycle and frequency of meetings? In 
community participatory groups the facilitator can guide around a 
topic but often the group takes on its own directions and decision 
making. If there is a trial of a series of community meetings it is very 
unlikely a group will restrict their discussions simply to immunisation. 
They will move on to other child health problems.  
Also more information is needed about the planned frequency of 
home educational visits, what the nature of the instruction will be, 
the health education materials used, how the volunteers are chosen, 
whether they are remunerated with incentives, and details of 
previous trial evidence using similar volunteer counselling methods 
for immunisation and other child health outcomes such as ORS or 
breastfeeding.  
The discussion hints that the team plan to make changes to the 
study design in light of this pilot. My own view is that they should 
consider one of four simpler and clearer designs:  
1. A trial of community participatory approaches to immunisation and 
child health where the intervention village receives facilitated 
community groups around child health and immunisation over a 
defined period compared with villages which receive only existing 
routine immunisation services.  
2. A trial of volunteer KTE home visits to individual women where 
women receive a specified number of home visits versus a control 
group which again receives only existing routine immunisation 
services.  
3. A three arm trial where both 1 and 2 are compared with a control 
arm.  
4. A four arm trial where there is a control arm, community group 
arm, home visit KTE arm, and an arm that provides both 
interventions. This design would obviously be much larger, and 
would need to be powered to measure differences in immunisation 
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coverage between every arm eg between arm 4 vs arm 2 or 3.  
 
It's very important that the team get the design right so that the 
lessons learned can be interpreted and costed correctly. Another 
concern to be considered is the extensive experience from other 
trials about the problem in motivating and scaling up multiple home 
volunteer visits to individual women over an extended period. Do 
they envisage that this would be conducted in the longer term by the 
existing accredited social health activist or by some other cadre of 
volunteers? Maybe the team should discuss the trial design with 
senior immunisation policymakers to ensure that the findings might 
inform state or national policy.  
A final problem is the baseline state of play with immunisation 
coverage. It appears that immunisation coverage is already very 
high with over 90% of children either partially or fully immunised. In 
which case the primary outcome might need to be refined to some 
measure of in completion or delay in being immunised. Alternatively 
the study might be moved to areas/populations in Uttar Pradesh 
where the immunisation rate is known to be much lower at baseline.  
 
My criticisms sound harsh but I think the value of this pilot study is 
precisely to address these design and implementation issues so that 
the full trial provides findings of the greatest value to national policy. 
I support publication if the authors could address some of these 
concerns in the methods and discussion.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

 

1. In the article summary, point two: “Field experience enabled us to identify key potential barriers to 

success of the larger trial and to develop strategies to address them in the main study.” The authors 

should specify what potential barriers were identified.  

 

We have modified the article summary to read (p.4):  

 

“Field experience enabled us to identify key potential barriers to success of the larger trial related to 

quality of administrative data on immunisation, baseline covariate imbalances following 

randomisation, measurement and information biases, and contamination, and to develop strategies to 

address them in the main study.”  

 

2. I believe the pilot trial should also be registered in a trial registry.  

 

The study has now been registered. Please see above.  

 

3. Please provide the ethics approval numbers.  

 

The Pratham Ethics Committee does not give approval numbers. The methods section p. 16 has 

been updated to read:  

 

“The Pratham (New Delhi, India; approval date December 10, 2013) and CRCHUM (Montreal, 

Canada; approval number CE 12.391) research ethics committees granted permission for this study.”  

 

4. Background, paragraph two: “To realise their potential, antigens must reach all children; yet, one in 

five children worldwide still does not have access to basic vaccines”. Edit to “do not”. “One in five 
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children” refers to many children.  

 

Done. Thank you.  

 

5. One could argue that there is already evidence that such educational interventions are known to 

improve immunisation coverage. It is not clear what the add-on is with this one. Are you proposing a 

higher quality design or is this for local relevance? See: Oyo-Ita A et al, Interventions for improving 

coverage of child immunizations in low-and middle-income countries. Cochrane Database of 

Systematic Reviews. 2011; 6 (7): CD008145. Please comment on this.  

 

We agree that there is substantial evidence that educational interventions improve immunisation 

coverage. Our team recently published a systematic review and meta-analysis demonstrating this 

result. Please see:  

 

Johri M, Perez MC, Arsenault C, Sharma JK, Pant Pai N, Pahwa S, Sylvestre MP. Strategies to 

increase the demand for childhood vaccination in developing countries: Systematic review and meta-

analysis 2015 Bulletin of the World Health Organization 2015;93:339-346C. doi: 

http://dx.doi.org/10.2471/BLT.14.146951  

 

Oyo-Ita and colleagues included studies up to 2009 and found low- to moderate- quality evidence 

suggesting that educational interventions improve coverage; however, their results were hampered by 

a small number of studies and relatively low study quality. Their meta-analyses summarise the results 

of individual studies. In the interim a number of higher quality studies were published, enabling us to 

present a more definitive synthesis pooling information from 11 studies. The synthesis showed that 

educational interventions have proven effective in other locations. These important strategies have 

not as yet been evaluated in India.  

 

We conducted the systematic review to lay the groundwork for this trial, which is designed both to 

further scientific knowledge and provide a useful model for implementation.  

 

We have updated the reference to our systematic review in the study Introduction on page 5, and 

added the following paragraph clarifying our purpose on page 6:  

 

“Our research will make three key contributions to knowledge and practice concerning community-

based interventions to increase vaccination coverage. (1) We are designing the first trial of KTE 

interventions in India. The proposed study location has especially weak health services and poor 

governance, as well as very low rates of education and health literacy.1 Immunisation coverage is low 

and there has been little progress over the last two decades. Through formative and evaluative 

research, we will develop and test a locally appropriate KTE model. (2) The trial will assess scientific 

issues of global significance related to KTE intervention delivery, including equity impact, cost-

effectiveness, and financial and programmatic sustainability over time.2 (3) Through our NGO 

partners, it will contribute to development of a scalable implementation model for India.”  

 

6. Why did the baseline survey include knowledge on diarrhoea?  

 

As it was not possible to blind study personnel and participants to group assignment, we tried to 

reduce potential for bias by ensuring that they were unaware of the true study hypothesis. Everyone 

was told that our goal was to understand how mother’s knowledge affects child health. This was 

considered particularly important for end line surveyors, given that a number of our endpoints did not 

involve objective measures.  

 

We have modified the methods section p. 15 to clarify this point:  
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“We hired independent surveyors for the end line survey to assess study outcomes. These surveyors 

were not informed of group assignment. They were told that our goal was to understand how mother’s 

knowledge affects child health. Baseline and end line questionnaires encompassed immunisation, 

diarrhoea, and other aspects of child health.”  

 

7. Please provide more detail on the “engagement package”. Is it a discussion guide? What kind of 

tool is it?  

 

Engagement packages are communications and teaching tools developed for use in the community 

by our NGO partner, Pratham Education Foundation, in its work to promote child literacy and, 

recently, mother literacy. Engagement packages reflect the organisation’s philosophy of learning 

through active involvement of participants. For this study, packages contained graphical story cards 

with discussion questions to stimulate interest, involvement and learning, and activities and games to 

reinforce important points. The content was developed over a period of one year by Pratham 

volunteers, professional writers, and core study team members, and iteratively field-tested. Key 

messages were based on Indian and international literature.  

 

We have added a brief explanation in the methods section on page 12:  

 

“Engagement packages consist of visually appealing story cards, discussions, games and activities, 

delivered one-on-one or in small groups with friends, fathers, and other family members. Together, 

these activities help to cultivate confidence, raise awareness and create a space wherein the mother’s 

capacity to make decisions on immunisation is recognised and supported.”  

 

8. The poster names in supplementary figure 2 (last page) are hard to follow.  

 

Thank you. This has been corrected.  

 

Reviewer 2  

 

We thank the reviewer for his very thoughtful and important comments. It is a pleasure to have a 

chance to discuss these issues.  

 

We begin by describing our point of departure for this work. We work in partnership with a remarkable 

NGO working in child education, Pratham Education Foundation (“PEF”, comprising Pratham 

www.pratham.org and ASER Centre www.asercentre.org). A leading Indian NGO (ranked #22 

worldwide, and #2 in the field of education3), Pratham focuses on high-quality, low-cost, and 

replicable interventions to address gaps in the education system and has extensively evaluated their 

impact through a decade of CRTs.4,5 Its programmes aim to supplement rather than replace 

governmental efforts. For example, complementing the government’s push to achieve universal 

education, Pratham has undertaken a nation-wide effort, Read India, whose objective is to teach 

children basic reading and math skills using community volunteers, thus improving learning levels. 

This example motivates our strategy to provide community-based KTE for immunization and other 

basic health issues. Pratham has achieved nation-wide scale in delivery of programmes for child 

literacy and child education through community volunteers. Programmes use one-to-one and small 

group tutoring. Annually for the past 10 years, ASER Centre has run the world’s largest survey by 

community volunteers. Although these volunteer-intensive models seem unsustainable, through 

considerable organisational creativity, they have been sustained and continuously expanded. The 

design of our interventions and our vision for achieving scale is based on this experience.  

 

We have addressed all of your points, but in a modified order to facilitate reply.  
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1. “A final problem is the baseline state of play with immunisation coverage. It appears that 

immunisation coverage is very high with over 90% of children either partially or fully immunised. In 

which case the primary outcome might need to be refined to some measure of completion or delay in 

being immunised. Alternatively the study might be moved to areas/ populations in Uttar Pradesh 

where the immunisation rate is known to be much lower at baseline.”  

 

The standard measure of immunisation coverage used by WHO, GAVI, UNICEF and the Government 

of India is three doses of diphtheria, pertussis, tetanus vaccine (DTP3) (or equivalently, three doses of 

pentavalent vaccine). There is increasing interest in use of “full immunisation” as the measure of 

coverage, although the definition varies among countries. By both of these measures, Hardoi district 

performs poorly as compared both to Uttar Pradesh and to all-India. India performs poorly globally 

(DTP3 71.5% India; 84% globally). Receipt of one or more doses of vaccine might confer no 

meaningful protection against disease and is not used as a measure of immunisation coverage.  

 

To better communicate the relevant information to a general medical readership, we have rewritten 

the description of the study location in the methods section on pages 10-11.  

 

“The trial location is rural Hardoi district, Uttar Pradesh (UP), India. UP is India’s most populous state 

with more than 200 million inhabitants and the largest share (28% in 2012) among all states of India’s 

child mortality.6 UP is also home to India’s greatest number of unimmunised children.7 With a 

population of 4 million subdivided into 5 Tehsils (19 blocks)8, Hardoi figures among 81 (of 640) 

districts accounting for 1/3 of India's 2012 child mortality6, and receives development funds targeted 

to India’s most backwards districts. In Hardoi district, estimated under-5 mortality was 89.6 per 1000 

(UP 74.9; India 57.3) in 20129, coverage of DTP3 (a standard measure of routine immunisation 

system performance used by international agencies such as WHO, UNICEF and GAVI 10-12) was 

41.9%1 (UP 55.9%9; India71.5%7), and full immunisation was 49.9% (UP 45.3%; India 61.0%).7 

Bawan is one of Hardoi’s 19 administrative blocks. Bawan was chosen as the pilot study site for 

reasons related to logistics and feasibility, and because it consistently performs below district 

averages on development indicators.”  

 

We have also added a row presenting DTP3 coverage to Table 2, clarifying that baseline vaccination 

rates for our study sites are well below district, state and national averages (full immunisation is 16% 

and DTP3 is 32% in our study sites).  

 

2. Another concern to be considered…is the problem in motivating and scaling up multiple home 

volunteer visits to individual women over an extended period.  

 

This paper is part of a series of research studies encompassing formative and evaluative dimensions. 

We share the aim of performing research that is useful as a scalable policy model and will continue to 

refine our interventions and our study design to achieve this.  

We see two pathways by which KTE interventions could be scaled at low cost: (1) Government 

community health workers involved in health promotion (ASHAs) could provide interventions; (2) 

community volunteers motivated by non-financial rewards could provide interventions. Option (1) is 

feasible and has been exploited by important trials of community-based health interventions in 

India.13 The pathway of scale up through the government sector has also been used by PEF. 

However, option (2) offers potentially greater flexibility and is the main operational model for PEF. 

PEF has developed strategies to recruit and retain community volunteers and enable large-scale 

action using non-financial rewards that could be adapted to the health context.  

A home visits strategy was used by Pratham in a study of mother literacy in Bihar, India.14 Consonant 

with that research, we found that home visits were very effective in stimulating confidence among the 

less empowered women and social groups, while community discussions were more comfortable for 
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the more powerful. That said, we are cognisant of the difficulty in delivering home visits at scale.  

We have added the following clarification to the methods section on page 12:  

 

“Interventions employed a variety of individual, small group and community-wide approaches that can 

eventually be delivered by volunteers. The target populations reside in rural areas with weak health 

services. Our focus on community-based KTE is grounded in two findings from our 2013 district 

survey: (1) Social factors structuring access, opportunities, and empowerment also shape 

immunization coverage. (2) Mothers are considered the primary caregivers for their children but are 

often not empowered to fulfil this role.1 Study interventions contribute to learning and empowerment 

and forging of links across social groups, thereby reinforcing the resilience of individuals and 

communities and creating conditions for positive change. Interventions aim to increase the 

effectiveness of local immunisation services without substantial added public investment, and are 

designed as a support to local health workers. Interventions took place over 4 months and will be 

standardised in future to facilitate delivery at scale.”  

 

3. Maybe the team should discuss trial design with senior immunisation policymakers to ensure that 

the findings might inform state or national policy.  

We consult regularly with policymakers in maternal and child health and immunisation at national, 

state and district levels. Our team benefits greatly from the participation of a senior policymaker in the 

Ministry of Health and Family Welfare (co-author, Dr. JK Sharma).  

India’s most recent initiative to strengthen routine immunisation is Mission Indradhanush, announced 

on December 25th, 2014. Indradhanush is a PIRI strategy (periodic intensification of routine 

immunisation). A PIRI strategy operates like a mini-campaign, with a maximum of four pulses given 

over a period of four months. Pulses will be given from March to June annually from 2015 to 2020 in 

201 priority districts of India selected due to lower immunisation coverage. Hardoi is one of the 

proposed priority districts. Mission Indradhanush is controversial and the plan is currently being 

debated in the Lok Sabha (India’s lower house of parliament). We will have to adapt our work to the 

evolving context. Pratham has achieved considerable success in child literacy or education operating 

in campaign or camp mode – particularly if Mission Indradhanush continues, we may adapt our 

interventions to this mode.  

We have added a clarification to the paper conclusions on page 30:  

 

“This pilot study is part of a series of targeted research efforts encompassing formative and evaluative 

dimensions. Prior to the main trial, we will continue to refine our interventions to ensure that they are 

effective, responsive to policy context, scalable, and sustainable. In December 2014, the Government 

of India announced a new strategy for periodic intensification of routine immunisation in high priority 

districts including Hardoi. Week-long immunisation sessions will be offered four times per year to 

improve coverage levels. Our NGO partner, Pratham Education Foundation, has achieved 

considerable success in improving child education in India often through literacy campaigns.4,5 

Pratham has been able to sustain large cadres of community volunteers through non-financial 

rewards enabling low cost operation at national scale. With their guidance, we may simplify and 

streamline our interventions to be deliverable in campaign mode prior to the main study.”  

 

4. The discussion hints that the team plan to make changes to the study design in light of this pilot. 

My own view is that they should consider one of four simpler and clearer designs:  

1. A trial of community participatory approaches…where the intervention village receives facilitated 

community groups around child health and immunisation over a defined period as compared with 

villages that receive only existing routine immunisation services.  

2. A trial of volunteer KTE home visits to individual women where women receive a specified number 

of home visits versus a control group which again receives only existing routine immunisation 

services.  

3. A three arm trial involving 1 and 2  
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4. A four arm trial (2 by 2 factorial design) with sufficient statistical power to test the interaction  

We do intend to make changes to the study content in light of this pilot and the changing policy 

context. Please see point 3 above. Some specific comments:  

• Although we agree that a community group action–research cycle in the 0-2 years child health 

period would be very important to study, your proposed option 1 is not in our experience ideally suited 

to this context. UP villages are large and heterogeneous, and the stakeholder group for vaccination is 

large. In several of our villages, villagers refused to meet together in the same group due to pre-

existing social divisions, necessitating diversification of strategies. In addition, we found that 

community group events were better suited to more confident community members (in turn 

associated with social status) than to the highly disempowered, for whom small groups/ individual 

contact were more effective. In addition, the community group facilitation requires a skill level not 

possessed by most ASHA workers and not easily performed by volunteers, raising issues about how 

to achieve scale. It may be that we are wrong about this –we are open to the idea. We perhaps need 

some guidance on how to do it.  

• In order to offer home visits, one must have an initial meeting with the community at large to 

introduce the project; only then is it possible to conduct a programme of home visits. We also feel that 

it is important to conduct meetings with the community at project end to return results. Home visits are 

hence always offered in conjunction with group discussions – we chose to make systematic use of the 

opportunity offered by the group discussions. In our experience, home visits and group discussions 

serve different purposes. We used group discussions to help reshape community norms around 

immunisation, to encourage inclusiveness, to raise the priority of the issue, and to fill a knowledge 

gap.  

• Option 3 and 4. Our preference is to retain a two-arm parallel group trial design insofar as possible, 

for reasons of statistical efficiency and analytical tractability. Factorial designs rarely have the power 

to test interactions,15,16 and add analytical complexity.  

We take very seriously your suggestion to further refine the intervention and will certainly do so prior 

to the main trial. We intend to draw on Pratham’s considerable expertise in simplifying and 

streamlining materials, and to continue to rigorously field-test materials prior to the main trial. The 

current feasibility study is a single step in a journey.  

 

5. Is the study intervention participatory? “At present, the difference in interventions between the 

intervention and control group is not participatory learning and mobilisation because it appears that 

both groups receive these community discussions….”  

 

Participatory action research has been defined in many ways, but I think we share the general 

elements of a very similar philosophy. Pratham has been referring to its educational and learning 

approach as participatory for some decades.4,14 Pratham’s philosophy of learning requires that 

learners become actively involved in the process of learning, so that they appropriate knowledge as 

their own. Their approach is action- and activity-oriented and shared, rather than being “formal one-to-

one instructional education”. On a more practical note, in this context, delivery of home interventions 

is rarely one-to-one as people have very little private space. Home visits involve smaller groups 

typically of three to twenty (depending on the activity), usually with the child’s mother as the key focal 

participant. Our home visits groups might be the size of your community discussion groups in Nepal 

and Orissa/ Jharkhand. We have tried to clarify the participatory nature of the interventions. Please 

see point 7 above.  

 

The main comparison used in the feasibility study will differ from that of the future main trial. In the 

feasibility study we used an active control intervention, in large part because we had endpoints 

related to subjective outcomes (knowledge, understanding). To limit the potential for measurement 

and information bias, we wanted to find a mechanism to confuse those delivering, receiving and 

assessing interventions as to the true study hypothesis. The active control played this role. Through 

the feasibility study, we learned that an active control intervention had drawbacks and introduced 
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potential for contamination. In the future main trial, the outcome will be immunisation coverage and 

the sampling design will be a random cross-section rather than a cohort. The control group will 

receive only routine care. We have revised the title modestly to capture the spirit of the interventions.  

 

Title: Interventions to increase immunisation coverage among children 12-23 months of age in India 

through participatory learning and community engagement: pilot study for a cluster randomised trial  

 

6. “My second issue is the lack of detail in explaining precisely what happens during the community 

discussions: how many women attend, who facilitates, is there a plan to use a community action 

cycle….”  

 

Attendance of women in the community discussions is now presented as Supplementary Table 1. 

Please see Results p. 22:  

 

“Community response: (i) Community discussions: Community discussion 1 included 1210 adult 

participants (752 from IG villages and 458 from CG villages). Community discussion 2 involved 1140 

participants (593 IG and 547 CG). Community discussion 3 involved 946 participants (604 IG and 342 

CG).[Supplementary Table 1]”  

 

The number of participants in the first community discussion ranged from 17 to approximately 220. 

The Pratham field teams facilitated community discussions; Table 1 describes some of the content 

and activities. The design of the community mobilisation interventions is based on a study to improve 

immunisation outcomes in Pakistan17 and integrates elements from PEF’s literacy initiatives.4,5 In 

our study, community discussions proved invaluable for introducing the project, raising the profile of 

the issue, communicating key concepts, gaining support of more powerful members of the village, 

promoting a norm of inclusiveness, and identifying “quick win” collective solutions.  

 

There is currently no plan to use a community action cycle despite our sincere interest in this idea and 

our respect for its success in your work. The main reasons for this are that a) in this setting, villages 

are populous and stratified. It is difficult to get people to unite into a single group. We found that they 

were more comfortable meeting in smaller, more homogeneous groups of roughly twenty persons or 

less; (b) we ourselves lack experience in delivery of community action cycles and felt unsure that 

these cycles would be deliverable at scale by either ASHA workers or community volunteers. We 

remain interested in the idea and eager to learn.  

 

7. “Also more information is needed about the planned frequency of home educational visits, what the 

nature of the instruction will be, the health education materials used, how the volunteers are chosen, 

whether they are remunerated with incentives, and details of previous trial evidence using similar 

volunteer counselling methods for immunisation and other child health outcomes such as ORS and 

breastfeeding.”  

 

We have added a clarification to indicate that the 6 home visits were delivered at intervals of about 

three weeks (we worked around holidays) over the four-month period of the feasibility study in the 

methods section on page 12:  

 

“India’s Integrated Child Development Services (ICDS) scheme offers nationwide nutrition and health 

promotion. In addition to the regular ICDS services, women residing in intervention group (IG) villages 

received: (1) six home visits by volunteers (one visit every three weeks) using “engagement 

packages” designed to improve knowledge, awareness, and attitudes towards immunisation.”  

 

The study interventions continue to evolve and improve – we thank you for your guidance. We are still 

some distance from being ready for the main trial, but have conducted a systematic review of related 
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trials to improve our trial design2 and look forward to publishing a detailed trial protocol prior to the 

main study. Policy evolution will require design adaptations on our part, but we are confident that we 

now have a basis to field an excellent study.  

 

We would like to thank the Editors and Reviewers for their very astute criticisms and suggestions.  
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VERSION 2 – REVIEW 

REVIEWER Lawrence Mbuagbaw 
McMaster University 

REVIEW RETURNED 30-Jul-2015 

 

GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 
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