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Including or excluding the force of infection 
bootstraps of a study in the calculation of its default 
R0 estimate 
 

As is discussed in more detail in the Methods and the Discussion sections of the main 

text, following the practice used in previous studies [1-4] , our calculation of the default 

R0 estimate of each study is based on the collection of 1000 force of infection estimates 

from all the studies in the same geographical region as the study, with this collection 

including some force of infections bootstrap values from that same study. In order to 

comparatively examine the impact of that, we also calculated what the default R0 

estimate would be for each of the studies in one region (EMRO region) if the collection 

of 1000 force of infection bootstrap estimates used for each study only included 

bootstrap values from the other studies. The results of this calculation are plotted in 

Fig A and Table A below. 
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Fig A: Estimates of the basic reproduction number for each of the studies in the 
EMRO region. The blue and red circles and bars are identical as in Fig 1 of the main 
text. The black circles and ranges are the default R0 estimates and 95% CI that we 
obtain for each study when we exclude bootstrap values from that study from the 
collection of 1000 force of infection bootstrap used in the calculation. 
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Table A: Comparison of default R0 values with the values obtained when the regional 
collection of 1000 force of infections bootstrap values does not include those coming from 
the study for which the default R0 is calculated.  

  Default approach Default with exclusion 
Relative 
difference 
of default 
R0 

  

Study name 
(as in EMRO region column 

of Table A in S1 Table) 

2.5% 50% 
(default 
R0) 

97.5% 2.5% 50% 
(default 
R0) 

97.5% 

Bahrain, 1981 2.035 3.056 10.588 2.022 3.425 10.689 12.07% 
Iran, 1993-95 2.177 3.374 11.787 2.174 3.287 11.920 2.57% 

Jordan, 1982-3 2.060 2.997 8.959 2.050 2.889 9.047 3.62% 
Kuwait, <1978 2.000 2.855 8.343 1.990 2.981 8.420 4.39% 

Lebanon, 1980-81 2.112 3.324 12.278 2.097 3.136 12.404 5.67% 
Morocco, 1969-1970  2.054 3.009 9.307 2.057 3.208 9.307 6.60% 

Pakistan, <1997 2.080 3.121 10.553 2.122 3.121 10.553 0.00% 
Pakistan, 1999-2004 2.122 3.246 11.577 2.081 3.250 11.577 0.13% 
Saudi Arabia, 1989 2.015 2.910 8.758 2.015 3.097 8.758 6.41% 

Saudi Arabia, 1992-93 2.061 3.014 9.206 2.061 2.923 9.206 3.00% 
Tunisia, <1970 2.065 3.063 9.811 2.063 2.934 9.593 4.24% 
Yemen, 1985 1.985 2.814 8.051 1.985 2.726 7.658 3.14% 

Yemen, 2002-03 2.101 3.095 9.653 2.101 3.282 10.232 6.02% 
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