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Abstract

Behavioral economics has shown that changing small fea-

tures in framing a context or action may drastically

change behavior. A key factor characterizing most devel-

opment interventions is the salience of either a local or

an international implementer. Using the setup of an

intervention conducted in Indonesia, we show that the

study population in the Acehnese context exhibits higher

levels of support for the project if the participation of

international actors is highlighted. We find that previous

experience with the respective actor is pivotal. Qualitative

evidence suggests that internationals' perceived skills

drive results, highlighting the importance of strengthened

local capacities for positive experiences with local imple-

menters. Overall, the study underlines the benefits of

linking framing experiments to the actual experiences of

respondents to generate insights into the real world.

KEYWORD S

behavioral economics, framing experiment, public health

1 | INTRODUCTION

A large focus in the literature studying development cooperation naturally lies on its effective-
ness (Burnside & Dollar, 2000; Easterly et al., 2004). Support and uptake by the target popula-
tion are major factors influencing the success of an intervention. Behavioral economics stresses
in this regard the importance of non-monetary incentives that shape human motivation and
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behavior and consequently, the successful design of interventions (e.g., Ashraf et al., 2014;
Banerjee et al., 2010; Bowles & Polania-Reyes, 2012; Cole et al., 2013; Gneezy et al., 2011). One
of the core features of a project, which may affect the support of development programs, is typi-
cally the identity of the implementing team. Recent research stresses the importance of the
implementing agent for the behavior of the target group. Higher support for a specific group of
implementers could be driven by heuristics or behavioral biases, for example, stereotypes. How-
ever, these are usually based on underlying perceptions regarding the implementers. One might
not a priori prefer international or local implementers, but support those known for higher
implementation capacities, for instance. Dietrich and Winters (2015) and Winters et al. (2017)
show that respondents link higher quality perceptions to donors rather than the national gov-
ernment. Additionally, Findley et al. (2017) and Milner et al. (2016) demonstrate that respon-
dents perceive international actors to be less entrenched in the local political economy and,
hence, perform better with regard to curbing corruption. Another reason might solely be the
higher visibility among international donors (Vollmer, 2012), which is ultimately targeted to
affect recipients' perceptions. In contrast, the “home bias”-phenomenon suggests that cultural
proximity could increase people's trust with local agents (e.g., Fuchs & Gehring, 2017), where
particularly for development programs, local implementers may offer tangible benefits of con-
text knowledge. Cilliers et al. (2015) show that the presence of a foreigner versus a local as a
third-party bystander positively affects the contributions of participants in a dictator game in
Sierra Leone and identify two potential channels: First, an increase in contributions to impress
the foreigner and, second, reduced contributions in areas that were previously exposed to devel-
opment cooperation projects. In the latter locations, they show that participants more fre-
quently believed that the game tested their need for aid, and subsequently contributed less. The
previous exposure (here with aid) is shown to be an important factor in shaping perceptions,
attitudes, and subsequent support for projects.

We add to this literature and deepen it by linking the implementers' identity to beneficiaries'
actual work experience with those actors. For this, we make use of the introduction of the
World Health Organization (WHO)'s Safe Childbirth Checklist (SCC) in Indonesia's Aceh prov-
ince (Kaplan et al., 2021). Two-thirds of maternal and newborn deaths globally occur due to
causes, which could largely be prevented if well-established essential practices were followed
(WHO, 2018). The WHO developed the SCC, a four-page checklist to address the major risk fac-
tors for mothers and children around birth.1 Despite a high commitment of healthcare pro-
viders during the launch events of the SCC, uptake was lower than expected (see also
Figures C2 and C3). We realized during our research that local association of the implementing
agents is likely to influence behavior of the target group toward the project. By conducting a
framing experiment among the health staff in a real-world setting, we causally assess whether
health personnel's support toward checklist use changes conditional on whether the participa-
tion of local or international agents in the project is highlighted.

Our results indicate that the change in support for the SCC project is due to the salience of
international versus local involvement. The population under study shows greater support for
interventions with international involvement. Previous exposure to both international and local
implementers drives those positive behavioral reactions toward international research projects.
A complementary qualitative analysis suggests that a more favorable assessment of interna-
tional agents' skills drives results. Increasing the visibility and branding of international actors
is a low-hanging fruit to encourage take-up. However, for a more sustainable implementation
in the long-run, one should investigate how strengthened local capabilities can create positive
experiences with local actors and ultimately increase project support.
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The study is structured as follows: Section 2 describes the background of our study. Section 3
describes our research design and data. Section 4 elaborates on the methods used, and the
results are described in Section 5. Section 6 discusses the generalizability and policy relevance
of the results and concludes the study.

2 | STUDY BACKGROUND

After 30 years of civil war and the 2004 Indian Ocean tsunami, Aceh was subject to massive
reconstruction efforts by the national government and international donors (Doocy et al., 2007),
but the province still ranks comparatively low concerning addressing neonatal and maternal
mortality (Diba et al., 2019). The WHO SCC entails the essential practices addressing the major
risk factors for mothers and children in low- and middle-income countries. Experience from
other medical fields suggests checklists to be a promising tool to motivate health personnel to
follow essential practices and tackle the know-do gap. This gap between the knowledge about
what should be done to ensure safe deliveries and what is actually done is large. Insights from
behavioral economics suggest that human behavior is bounded by limitations of the working
memory. In situations characterized by high levels of cognitive load—the amount of mental
activity imposed—the successful execution of certain tasks might be interrupted or impaired
(e.g., Burgess, 2010; Deck & Jahedi, 2015; Lichand & Mani, 2016). Checklists can be especially
helpful to reduce additional cognitive load and allow a reduction of complexity of the situation
at hand by reminding the user of the essential steps to follow (e.g., Borchard et al., 2012;
Haugen et al., 2015; Workman et al., 2007). In that respect, checklists could be key to much
needed efficiency improvements in the health systems of low- and middle-income countries
(Grigoli & Kapsoli, 2018).

The original WHO SCC study used a cluster randomized control design to rigorously evalu-
ate the effect of the SCC on maternal and newborn health. The international research team
implemented the checklist with a light-touch approach in collaboration with local partners.2

Due to the post-tsunami reconstruction work, Aceh was exposed to various local and interna-
tional projects, which facilitates the assessment of the different implementers in the given
context.

3 | RESEARCH DESIGN

To study the impact of the salience of international versus local project implementers on the
target group's support, we make use of the treatment-control design of the original SCC evalua-
tion. Specifically, we conduct a framing experiment with midwives in the control group to avoid
the framing is contaminated by heterogeneous experience with checklist usage. The framing
experiment is, thus, embedded in the original study setting as described in Figure 1.

Stressing certain attributes of a particular situation among otherwise equivalent descriptions
can lead to very different perceptions and behavioral reactions (Johnson & Goldstein, 2003;
Kahneman, 2003; Tversky & Kahneman, 1981). This is evidenced across income settings
(Banuri et al., 2019; Hong et al., 2015). The result is what is called the framing effect (Tversky &
Kahneman, 1980).3

Framing experiments are a valuable tool to generate policy-relevant insights in order to
understand the underlying structural mechanisms (Duflo et al., 2007; Viceisza, 2015). We
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consider the following question: “Everything equal, how likely are healthcare providers to sup-
port the intervention given that the research and implementation team is international or
local?” Evidently, an effective framing treatment asks for the respondents not to be aware of the
de facto identity of implementers.

Within the group of health practitioners working at Indonesian control facilities (of the orig-
inal WHO SCC study), we used a between-subject design and randomly assigned the study par-
ticipants to two different framing information related to the actually conducted SCC
intervention.4

The first framing information stressed the involvement of international actors in the inter-
vention, while the second made the participation of local counterparts more salient.5

We conducted the experiment in total with 236 female midwives. In a short pre-
experimental survey, we collected background information, including socio-economic and con-
textual work characteristics, of each participant.6 In appreciation for their survey participation,
each respondent received a voucher for a phone credit top-up worth 25,000 IDR (approx. 1.75
US$). Afterward, the enumerators offered the respondents to participate in the experiment.7

The “experimental commodity” was derived from the ongoing original SCC intervention.
First, the idea and structure of the SCC were explained to the participants. Afterward, they were
presented with one of the two framings that selectively either stressed the involvement of
“local” or “international” actors respectively, in the SCC intervention. We used the fact that the
SCC evaluation has been implemented jointly by both—international and local—actors and,
therefore, highlighted different attributes of the project. Lastly, we conducted a short post-
experimental survey, including questions capturing potential framing mechanisms and addi-
tional control variables, like the experience of current financial distress (Box 1).

We then investigated the participants' respective behavior toward the intervention by
assessing the support for the SCC project. We proxy SCC support by asking the respondents
whether they would contribute to buy checklist copies, which would support the implementa-
tion of the SCC in other anonymous health facilities within the province.8

The monetary contribution was directly deducted from the voucher for phone credit top-up
in appreciation of their survey participation.9 The contribution was made anonymously. To cre-
ate transparency on the use of the collected funds, we publicly made information on total
amounts available after the end of the study and informed the participant about this procedure.
Further, to counter potential bias through speculations on the financial capabilities of different

FIGURE 1 Study design flow chart. Source: Authors' depiction. [Colour figure can be viewed at

wileyonlinelibrary.com]
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actors, we stress that funding of the intervention is ensured irrespective of the framing informa-
tion given to the participant.

In the post-experimental survey, we asked several questions on potential mechanisms to
explain differential preferences toward implementers. These questions related to perceived cor-
ruption, sufficient funding capabilities, accountability, skills, and control to implement inter-
ventions. All this data was collected after the experiment to not affect our main outcome
measures. However, this procedure comes with the trade-off of potential justification bias,
where individuals would adapt their answers ex-post to justify the previously indicated support.
We indeed find that the framing statistically significantly affects some of these variables.10 We
did not use those channels for further analysis.

In order to get a clearer understanding how previous experiences with local and interna-
tional project implementers affect perceptions, we conducted a follow-up open-ended qualita-
tive survey. In those surveys, we asked “In your opinion, what are some of the strengths and
challenges of international projects?” and “Please describe your experience working with inter-
national teams.” Answers complement the findings on experience with local and international
agents.

4 | EMPIRICAL APPROACH

Our analysis of the framing experiment aims to identify the existence of a systematic difference
in the support for our intervention by health practitioners, conditional on whether the local or
international implementation was more salient. Since we randomized participants into different
treatment groups, we can make causal inference on how the origin of implementers affects indi-
cated support for the SCC intervention. Our results are based on the following regression
equation:

yi ¼ αþβ1framingiþβm
X

m
Ciþ vi ð1Þ

In our most parsimonious model, yi is the outcome variable, indicating the support of the
SCC by health worker i. α is a constant, and framingi is a binary variable, which equals one if

BOX 1 Framing

“Among other researchers, [INTERNATIONAL/LOCAL] researchers took an active role
in introducing the checklist to 17 facilities in Aceh province. The research team
received approval from the provincial health office of Aceh. However, no funding was
provided by the provincial health office. [LOCAL/INTERNATIONAL] research assis-
tants and [INTERNATIONAL/LOCAL] health professionals with a lot of experience in
delivery services were important partners and greatly supported the project. I will now
read to you information about the funding of the Safe Childbirth study conducted by
the [INTERNATIONAL/LOCAL] researchers.” For the full experimental protocol please
see Appendix A1.
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the respondent was exposed to an international, and zero for a local framing. We are, thus,
mainly interested in the effect size of β1.

In adjusted regressions, we add
P

mCi, which is our set of control variables. The controls
include a variable indicating the respective facility type, where the participant is employed. More-
over, we add a continuous indicator of perceived resource access at health facilities. We chose to
focus on those two variables since there is a statistical difference across framings, which otherwise
may induce biased estimates.11 Above those two variables, we also adjust for the facility-level
cesarean section rate as a measure for risk births, given that we learned from qualitative inter-
views that SCC usage was lower during emergencies. Finally, vi describes the residual. Errors are
clustered at the facility level to take into account similarities within teams. In the final set of
regressions, we consider heterogeneous effects of the framing via an interaction term.

yi ¼ αþβ1framingiþβ2framingi
�ciþβ3ciþβm

X

m
Ciþ vi, ð2Þ

where ci is previous participation in international or local projects. While the randomization
ensures exogeneity of the framing, project participation is potentially endogenous regarding other
traits of the surveyed respondent. However, as methodological research by Bun and Harrison (2018)
and Nizalova and Murtazashvili (2016) indicates, the interaction of an exogenous and an endoge-
nous variable can be considered as exogenous, when controlling for the endogenous variable.12

5 | RESULTS

5.1 | Descriptives

In our main analysis, we focus on those participants that have not been in prior contact with
the SCC as 27.92% of the respondents state that they were previously exposed to the SCC.13 As
we cannot infer how much these respondents know about the SCC intervention and how
intense the exposure was, excluding them is the more conservative choice.14

This reduces our sample to 170 participants.15 Individual characteristics and further contex-
tual variables are generally balanced across framings while some facility-level variables (facility
type and resource access) are unbalanced (Tables D1 and D2). This is considered in the subse-
quent analysis. Previous SCC exposure was equally distributed across the framing treatments,
ruling out selection concerns and enabling us to interpret the estimates causally.

In the post-experimental survey, we asked participants whether they have previously partici-
pated in interventions by international or local experts or researchers, respectively. In the
Acehnese health sector, 10% (17.5%) of the surveyed providers have previously participated in
research projects by international (local) actors. Those interactions date back significantly
before our intervention as only 2.5% of the respondents faced international research projects in
their facility during the previous 2 years.

5.2 | Main results

Table 1 displays the main results of the framing experiment conducted in Indonesia, which
build on Equation (1).16 The first column presents the unadjusted results, whereas the second
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column gives the results adjusted for additional control variables, which we found to be unbal-
anced in the experimental balance test. We further add in the third column, the rate of cesarean
sections as a measure of birth complications.17

In unadjusted regressions, the international framing has a positive but at conventional levels
insignificant effect on financial contributions of respondents. Once adjusting for control vari-
ables, this coefficient turns significant at the 10% level. Respondents facing an international
framing contribute on average more money in support of the SCC project than other midwives
being confronted with the local framing. In the adjusted specification, their contribution is 1346
IDR higher. As we limit our sample to those respondents who were not exposed to the SCC
prior to this experiment (see Chapter 4.2), we also check for robustness in the full sample. For
this purpose, we estimate a regression, which controls for an interaction of the framing with
the indicator for prior contact (see Table D4). Results are in line with those of the main
regression.

5.2.1 | Channels: Previous exposure

In order to understand in more detail why respondents show stronger support toward projects
implemented by international actors as compared to local implementers, we investigated previ-
ous exposure as a mechanism that is likely to influence the behavior of respondents. Previous
exposure is one prominent factor shaping ideas and attitudes. Hence, it might play a role in
whether respondents have been in contact with locally or internationally led projects in the
past. Their respective experiences are likely to influence their present reactions to the interven-
tion. Investigating the variation in exposure to international and local project implementers
allows us to generate more general insights for locations with differing presence of the

TABLE 1 Framing experiment—Main results.

Financial contribution in support of SCC project (in IDR)

(a) (b) (c)

Framing: 1 = “international” 756 1346* 1394*

p-value .290 .065 .058

RI p-value .326 .107 .08

Pub: Hospital �3647** (.017) �3246** (.045)

Priv: Hospital �2561 (.302) �1.584 (.651)

Resource Access �962 (.295) �667 (.453)

C-Sec: Rate �32 (0.458)

N 167 167 167

Control variables No Yes Yes

Mean of dep. var. 4758 4758 4758

SD of dep. var. 4711 4711 4711

Note: All specifications are based upon the sample limited to those respondents without prior Safe Childbirth Checklist (SCC)

contact. The same regression with wild cluster bootstrapped SE can be found in Appendix Table D3, for which significance

levels hold. RI p values are computed with a permutation test based on Hess (2017). Asterisks indicate p values based on

standard errors clustered at the facility level: *p < .1, **p < .05, *** p < .01.
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respective actors. Aceh is specific due to the activity of manifold—oftentimes international—
donors in response to the human tragedy of the Indian Ocean tsunami.

Following Equation (2), Figure 2 displays the added-up point estimates as well as confidence
intervals for the triple interactions. Those interactions consider our experimental framing with the
binary variables indicating if respondents have already participated in international or local research
projects in the baseline (local) and the treatment (international) framing condition (e.g.,
β1

�International Framing�participationlocal
�participationinternationalþβ2

�participationlocal

�participationinternationalþβ3
�International Framing�participationlocalþβ4

�participationlocal

þβ5
�International Framing�participationinternationalþβ6

�participationinternationalþ β7
�

International Framing). For the respondents in the international framing condition, the point
estimates are obtained by adding-up β1 to β7, whereas for the respondents in the local framing
β2,β4, and β6 are considered.18 These point estimates correspond to those presented in
Table D7 in the Appendix and try to ease interpretation. To achieve this, the different
options were coded as categories and should be interpreted as the difference from the base
category “No Experience with International Experts – No Experience with Local

FIGURE 2 Framing experiment—Previous experience. This Figure depicts added-up coefficients for the

interaction terms of previous participation in both local and international projects in the baseline (local) and the

treatment (international) framing condition. Covariates correspond to Table 1 and include a variable indicating

the facility type, a continuous variable of self-assessed resource access, as well as the facility-level cesarean

section rate. Other interactions for participants, who either have participated in only local or international

projects were included in the regression as well. The comparison group had no previous experience with either

actor and faced a local framing. Errors are clustered at the facility level. The thick bars refer to the 10 percent

and the thin bars to the 5 percent confidence interval. [Colour figure can be viewed at wileyonlinelibrary.com]
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Experts – No International Framing.” Respondents, who have worked with both interna-
tional and local actors are of particular interest due to the comparisons they can draw. As
before, the framing indicator equals one for the international framing treatment and zero
for the local framing treatment.

Blue bars in Figure 2 indicate the coefficients of regressions without covariates and red bars
point estimates, which were adjusted for the unbalanced control variables. Regarding confi-
dence intervals, thick bars refer to the 10% and thin bars to the 5% interval.

The Figure indicates a distinct pattern for health workers, who have been exposed both to
an international and local project in the past. Our results indicate a lower contribution of 3800–
4400 IDR (e.g., 0.22–0.28 US$) if those health workers face the local framing (p-value: .006
without control variables; p-value: .024 with control variables).19 In contrast, this implies that
the attitude toward the intervention is significantly more positive if respondents knowing both
international and local actors are facing the international framing condition.

Thus, the results from Figure 2 suggest that the positive effects of the international framing
are driven by previous experience with the respective implementer. The reduced willingness to
contribute to local projects is most pronounced if respondents have participated in both local
and international projects.

5.2.2 | Qualitative research

Qualitative data based on 66 surveys with health practitioners were collected to provide a
clearer understanding of how experience contributes to a higher support of interventions per-
ceived as international. Answers to the question “Please describe your experience working with
international teams. What did you find surprising?” suggest that positive attitudes toward inter-
nationals are mostly linked to experiences of more structured implementation approaches
(13 indications) and a higher perceived level of knowledge (4 indications). Moreover, in
responding to the question “(W)hat are some of the strengths and challenges of international
projects?” knowledge sharing (13 indications) and compliance with international standards
(8 indications) were named as most important advantages. In line with a home bias argument
(Fuchs & Gehring, 2017), health workers indicated language barriers as a relevant issue
(3 indications).

This is in line with the positive and significant correlation of the international framing with
positive perceptions of international control capabilities and skills of local implementers
(Appendix Table D6).20

The additional qualitative evidence, thus, underlines that higher support for international
projects is based on deeper perceptions of international/local implementation. These can, how-
ever, be highly context-specific, which will be discussed among other implications in the follow-
ing section.

6 | DISCUSSION AND CONCLUSION

The success of a project depends critically on the support of the target population. This study
investigates a potentially critical factor for supportive behavior evident in most development
projects: the salience of local versus international agents in development projects. This is of
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particular interest as the majority of interventions in the field of development economics are
co-operations between local and international agents.

Using the introduction of a new tool, the SCC among health practitioners in Indonesia's
Aceh province, we provide evidence from a real-world setting via a framing experiment. Results
indicate that respondents are more supportive toward interventions (measured through mone-
tary support) implemented by international actors as compared to solely locally led projects.
This finding adds to previous studies, which suggest to increase support for the SCC specifically
through an improved coaching (Delaney et al., 2017) or integration into the local context
(Kumar et al., 2016). More generally, our study provides further support to previous research on
behavioral reactions toward international and multilateral donor agencies (e.g., Milner
et al., 2016; Winters et al., 2017). The striving for high visibility among international donors
(Vollmer, 2012) and higher quality perceptions toward donors in comparison to the national
government (Dietrich & Winters, 2015; Winters et al., 2017) are explanatory reasons for these
results. Corresponding to this, our results indicate that health workers have a more positive per-
ception of the skills of international agents.

Our results suggest that previous experience is pivotal. Those respondents that have already
been exposed to previous internationally led interventions take a more positive stance toward
future international projects. This relationship cannot be established for those who already par-
ticipated in local research projects. In this respect, one has to consider that the experiment
was conducted in a context in which previous exposure to international projects has been
high and generally positive. The large exposure to various international as well as local actors
in the aftermath of the Tsunami 2004 (Becerra et al., 2014; Doocy et al., 2007) facilitates the
assessment toward the different implementers. However, this context of the ultimate human
emergency, might have induced a more positive stance toward the international assistance
and makes the interpretation specific to the context.21 Further research in contexts with dif-
ferential experiences with international actors could, thus, address external validity concerns
(Lusk et al., 2006).

Overall, our results underscore the importance of responsible conduction of interventions
by local as well as international agents as previous experience with the respective agents influ-
ences the attitude and support for future interventions. Generally, using framing as a tool to
make a well-regarded implementing agent more salient might be a low-hanging fruit to increase
supportive behavior of population groups in a cost-effective way (Bertrand et al., 2006). How-
ever, in order to increase the sustainability of projects, locally led implementation for fostering
local ownership is critical. While the image of bilateral donors and international organizations
may be particularly sticky (Nielson et al., 2019), positive strengthening local agents’ capacities
may improve experiences of the target group with locally led projects and prospects for scalabil-
ity. Local actors, who implement development programs independently (or in equitable cooper-
ation with internationals), could increase local ownership. This relates to the general debate on
how aid can be delivered most successfully, and whether foreign funding undermines state
legitimacy (e.g., Dietrich et al., 2018). Our research suggests that previous experiences with
locally led projects matter for take-up by the target population. Thus, studying the effects of
local capacities on target group's support appears as an important research endeavor. Here,
using real-world settings would add to the applicability and transferability of research findings.
Future studies may want to go one step further and manipulate the implementer identity in
randomized controlled trials to measure the impact on intervention uptake (e.g., checklist
usage).
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ENDNOTES
1 The general checklist was adapted to the country context and is available via the WHO Webpage, last accessed
January 26, 2019.

2 For a detailed description of the intervention, see the evaluation article of the main evaluation study (Kaplan
et al., 2021).

3 The framing effect became popular through its essential role in Kahneman & Tversky's, 1979 prospect theory
in which they describe gambles either by their loss or gain probability. We consider an attribute framing, in
distinction to risk or goal framings.

4 Focusing on control facilities ensured that these midwives neither had yet received the SCC nor were in con-
tact with the implementation team up to this point.

5 We did purposefully not include a neutrally framed group in the framing experiment as development programs
are always either conducted exclusively locally or have an international component. We believe that it is very
unlikely that the implementer's identity is unknown to program participants, although salience might differ.

6 This survey was included in the endline survey of the larger SCC intervention.
7 All respondents chose to continue and participated in the following framing experiment.
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8 We focus on the traditionally employed monetary outcome as due to the costs incurred by the respondent this
is likely to be the strongest measure. Estimates unB the additional outcomes provide qualitatively similar
results and are available upon request.

9 If respondents wanted to contribute, we offered them five options from 5000 to 25,000 IDR (equivalent to 0.4–
1.9 US$) due to pragmatic reasons of specific top-up values.

10 For the correlations, please see Table D6.
11 Despite the medium sample size some control variables are unbalanced, as indicated in our balance test in

Table D1.
12 One needs to be aware that, especially, with a limited sample size omitted variables might not be homoge-

nously distributed and, hence, it is not inherently clear, which other factors are correlated with our interaction
variable of interest. However, balancing tests provided in Tables D1 and D2 underscore that previous partici-
pation is balanced across both framing treatments.

13 Although the respective facilities were not exposed to the SCC, reasons for previous exposure might be a sec-
ond job at another (treatment) facility (11.11% of respondents have a second job) or communication with other
health practitioners within the district. Contact to midwives from other facilities is in this regard also signifi-
cantly correlated with prior checklist contact.

14 As a robustness check, we also report the full sample results, controlling for an interaction of prior contact
with the treatment in Table D4.

15 Due to four respondents that refrained from answering on control questions, the sample is reduced to n = 167
in our main specifications.

16 Regressions on the alternative outcome measures yield qualitatively similar results and are available upon
request.

17 As a conservative robustness check, we also present random inference-based p values. Randomization infer-
ence takes the randomization explicitly into account and follows R.A. Fisher's idea of statistical inference via
permutation tests of treatment allocation (Young, 2017). The idea is to assume uncertainty about the treat-
ment allocation and compare the actual treatment allocation to possible alternative allocations.

18 Confidence intervals were obtained via Stata's lincom command.
19 Although this amount seems small, it corresponds to a small meal or 15 min of work of a health worker in the

local context.
20 We asked health practitioners if they would attribute certain characteristics rather to local or international

researchers (e.g., skills, corruption, and financial capabilities) in order to carve out how those channels might
affect support for the intervention. Those questions were asked intentionally after collecting the outcomes in
order to not confound the results. However, this comes with the risk of justification bias. In fact, we find sig-
nificant framing effects in our results, which are available upon request. Hence, we did not use those channels
for further analysis. Yet, they might be still informative in terms of general attribute ascription.

21 Despite the individual tragedies, parts of the population perceived the natural disaster as a chance to restart,
as the successful reconstruction efforts coincided with the cessation of the Aceh insurgency after almost
30 years of combat (De Alwis & Noy, 2019). Moreover, Aceh might be specific due to its strong Muslim heri-
tage and introduction of Islamic law in 2006.

22 The framing effect became popular through its essential role in Kahneman and Tversky's (1979) prospect the-
ory in which they describe gambles either by their loss or gain probability. There are three different types of
framing approaches that have been described and used in the literature: the risky choice framing, goal framing
and attribute framing, where we rely on the latter which makes certain characteristics of a choice or good
more salient. Since then, framing experiments have been extensively applied in medical sciences both in hypo-
thetical (Wilson et al., 1987) and real contexts, often related to message framing experiments, for example,
with regard to smoking cessation, HIV screening as well as skin and breast cancer prevention (Detweiler
et al., 1999; Kalichman & Coley, 1995; Schneider et al., 2001; Toll et al., 2007).

23 As it is likely that respondents equate an international actor to a donor, we specifically addressed the relevant
actors as researchers and professionals in our framing component.
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24 For this purpose, we talked to healthcare providers from different facilities, which were not part of the sam-
pled institutions. In the Acehnese setting “local” is understood as “Acehnese” identity, whereby “Indonesian”
would be an external concept. Certainly, it would have been of large interest to examine the difference
between Acehnese and Indonesian implementers. However, due to power constraints, we decided to focus on
this more specific framing without splitting the group and reducing the sample. The distinctness of “Ace-
hnese” and “Indonesian” is also underlined by the fact that a small set of respondents named Indonesia and
certain provinces as international countries. To deepen our understanding of the term “international” in the
Acehnese context, we asked respondents to name the three countries, they first think of when hearing this
term (see Figure C1 in Appendix). There is a large consensus among respondents regarding the main countries
associated with “international,” namely Germany (24%), Malaysia (19%), USA (13%), and Australia (8%). The
high prominence of Germany among the foreign countries named, could first—of course—be attributed to the
fact that parts of the implementing researchers, were German. Second, it is likely that Germany is indeed par-
ticularly present to the Acehnese people as it was the largest European donor after 2004s Tsunami
(BBC, 2005). Moreover, Germany's reconstruction efforts were characterized by a strong focus on health inter-
ventions (German Federal Ministry for Economic Cooperation and Development (BMZ), 2005).

25 After the debriefing, we offered participants to change their monetary contribution. Thirty-nine (16.5%) partic-
ipants made use of this option. Generally, this led to an increase in contributions by on average one category
(about 4200 IDR), but the amount is not contingent on the framing applied. The main analysis focuses on the
pre-debriefing contribution, as we are interested in the framing effect.

26 The Indonesian version of the experimental protocol is available upon request.
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particular situation among otherwise equivalent descriptions can lead to very different perceptions
and behavioral reactions (Hossain & List, 2012; Johnson & Goldstein, 2003; Kahneman, 2003;
Payne et al., 2013; Tversky & Kahneman, 1981). The result is what is called the framing effect.22

Stressing certain aspects invokes different associations and leads to different evaluations by the
decision-maker. Framing effects have been incorporated into theories on human behavior to
explain deviations from rational choices (e.g., prospect theory). Their application to real-world
decision-making can have important practical implications.

Our framing information reads as follows:

“Among other researchers, [INTERNATIONAL/LOCAL] researchers took an
active role in introducing the checklist to 17 facilities in Aceh province. The
research team received approval from the provincial health office of Aceh. How-
ever, no funding was provided by the provincial health office. [LOCAL/
INTERNATIONAL] research assistants and [INTERNATIONAL/LOCAL] health
professionals with a lot of experience in delivery services were important partners
and greatly supported the project.”

In order to abstract from the specific actors within our stetting, we named different actors
(e.g., researchers, practitioners).23 A qualitative investigation was conducted prior to the experi-
ment to ensure that the correct terms were used to describe “local” versus “international”
agents.24 To prevent potential effects through assumptions on political involvement, we specifi-
cally address the role of the provincial health office in the information given to the study partic-
ipants. Further, to counter potential bias through speculations on the financial capabilities of
different actors, we stress that funding of the intervention is ensured irrespective of the framing
given to the participant.

After the experiment, all participants received a debriefing.25 To create transparency on the
use of the collected funds, we publicly made information on total amounts available after the
end of the study and informed the participant about this procedure.

APPENDIX B: EXPERIMENTAL PROTOCOL

General remarks
If respondent asks you something, kindly answer by mentioning that you are only involved as
an enumerator in the project and that you do not have any information on the Safe Childbirth
Checklist.26 Furthermore, please connect the respondent with the contact number, which has
been stated before. Of course, if there are misunderstandings, you should repeat the provided
information. However, please do not explain the information in different words.

Part A: “Now, we would like to present you a new tool and would like to learn about your
opinion toward it.” [Before the start of the experiment (after the completed survey); give the 25,000
IDR voucher to the respondent] “This is in appreciation of your time. Thank you very much. Sub-
sequently, we will provide you with some information on a new tool for health care in Aceh
province. After this, you can decide whether you want to take the money for yourself or if you
want to contribute some for the implementation of this tool.”

Part B: [Enumerator: Please, read this introduction out aloud and clear.] “During complex
events, like performing a surgery or a delivery, people can be forgetful or might be distracted by
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other emergencies or duties. This can potentially have terrible consequences, in the worst case
losing the patient. Research proofs that checklists can save lives and prevent these mistakes.
Like a surgeon is responsible for patients’ lives in the operation theater, the delivery team can
have great impact on the safety of mothers and babies. We would like to present you a new tool,
which was developed especially for your everyday work: The Safe Childbirth Checklist. It com-
prises 30 easy-to-use items. The checklist begins with the admission of the patient and ends
with the discharge of mother and baby from the hospital. In each delivery, the doctor or mid-
wife fills in one checklist for every patient. You will fill in the checklist step by step and the
checklist will remind you to perform the important steps during delivery. If you would like to
know more about the checklist, here it is.” [Enumerator: Please hand a checklist copy over to the
doctor or midwife.] “For example, the checklist reminds you to perform easy things, which are
nevertheless very important like hand washing.” [Enumerator: Show item “Confirm supplies are
available to clean hands and wear gloves for each vaginal exam.” on checklist] “The checklist also
reminds you to share important information with patients, including danger signs.” [Enumera-
tor: Show item “Danger Signs” on checklist to the midwife or doctor] “All these steps are already
part of the study curriculum. Hence, every checklist item is easy to understand. Generally, most
of the health workers already practice these important steps in the delivery process. The check-
list just has the purpose to remind you of all the important steps during the delivery process.
Especially, when health practitioners are under a lot of pressure, for example, during night
shifts or if complications arise, it can be very helpful. For instance, a research study has proven
that during surgeries simple checklists can help to reduce death rates even by almost half.”

Part C: “Among other researchers, [INTERNATIONAL/LOCAL] researchers took an active
role in introducing the checklist to 17 facilities in Aceh province. The research team received
approval from the provincial health office of Aceh. However, no funding was provided by the
provincial health office. [LOCAL/INTERNATIONAL] research assistants and [INTERNA-
TIONAL/LOCAL] health professionals with a lot of experience in delivery services were impor-
tant partners and greatly supported the project.”

Part D: “I will now read to you information about the funding of the Safe Childbirth study
conducted by the [INTERNATIONAL/LOCAL] researchers. The following is a page of paper
containing information on the checklist.” [Enumerator: Please hand over the SCC leaflet to the
participant] (Figure B1).

FIGURE B1 SCC leaflet. Source: Authors’ own depiction. [Colour figure can be viewed at

wileyonlinelibrary.com]
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“The funds for the study have been used to implement the Safe Childbirth Check-
list in 17 health facilities in Aceh province during October 2016. Funds are still
available to introduce the checklist to 16 further facilities. The budget is enough to
provide the 17 health facilities over six months with checklist copies. Therefore,
every delivery during these six months can be conducted with the checklist. After
this survey ends, the first six months of the checklist implementation are also over.
There will be no funds remaining to provide additional checklists to those 17 health
facilities, where the checklist was already introduced before.”

Part E: “The researchers are collecting funds to be able to provide checklist copies at those
health facilities. Are you willing to support the activity? Remember that the money collected will
exclusively be used to provide checklist copies to the health facilities. The total amount of money
that was contributed by all donors together will be made transparent. After finalizing the data col-
lection, the amount of money collected will be published openly in every participating facility of
this research. If you would like to support the activity, please decide on the amount of money you
would like to contribute and note it down on the voucher. You can choose to not contribute at
all, or you can give 5000, 10,000, 15,000, 20,000, or 25,000 IDR. Every contribution can help to
conduct more deliveries with a Safe Childbirth Checklist. When you are done, please put the
voucher in the envelope and seal it. If you do not wish to contribute anything, please put the
number 0 on the voucher. In the end, only the aggregate amount of contributions from all partici-
pating facilities will be announced. Your individual contribution will be treated confidentially.”

Part F: [Enumerator: Read this introduction out aloud to the participant] “During the following
task you have to estimate the most chosen answer, which neither refers to the total amount nor
the average. We have asked also other health practitioners/workers in the district how much is
their willingness to contribute to the provision of checklist copies. Which amount do you think
was contributed to the checklist copies by your colleagues per person at other facilities? This esti-
mation is not at all related to your personal opinion. Instead, we would like you to estimate which
amount of contribution that was given by most of the other health practitioners per person. For
this question, if you assessed the most chosen amount per person correctly, you will be given an
additional 10,000 IDR. If you estimated the right amount, the 10.000 IDR will be topped up to
your phone credit together with the voucher within the next few days. The other health practi-
tioners also had to choose to contribute 0, 5000, 10,000, 15,000, 20,000, or 25,000 IDR. Which cate-
gory do you think was the most frequently chosen by the health workers?/Which amount do you
think most other health workers chose to contribute per person?”

Part G: “Your facility is one of the other 16 facilities, where the research team would like to
implement the Safe Childbirth Checklist. Experience shows that checklist use needs to be prac-
ticed with coaches regularly in order to make deliveries safer. How committed are you in
investing your time to practice the use of the checklist in every week?”

Debriefing: “Thank you very much for your participation. We asked you previously several
questions. The aim is to find out what is your opinion about [local/international] researchers
and how this opinion influences your motivation to use the Safe Childbirth Checklist. The
checklist was previously pilot tested in other countries around the world. This way the most
crucial practices during child delivery were identified. The research collaboration was led by
(international researchers) […] and the World Health Organization. Local researchers […]
worked together with international researchers to adapt the checklist to the local context. Both
parties hope that the Safe Childbirth Checklist can be implemented sustainably to serve as a
tool for safe deliveries in Aceh province. If this information change your attitude toward
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contributing to the checklist copies in any way, you are free to change your indicated contribu-
tion.” [Enumerator: If the respondent decides to change his/her contribution, please hand the enve-
lope back.]

APPENDIX C: FIGURES

FIGURE C1 Distribution of “International” country perceptions. Based on “If you think of activities,

programs or projects by internationals, which countries come first to your mind?”. Source: Authors' depiction.
[Colour figure can be viewed at wileyonlinelibrary.com]

FIGURE C2 Intentions to use the Safe Childbirth Checklist—Indonesia. Source: Authors' calculation based

on survey data. N = 163. [Colour figure can be viewed at wileyonlinelibrary.com]

2556 KAPLAN ET AL.

http://wileyonlinelibrary.com
http://wileyonlinelibrary.com


FIGURE C3 Actual use of the Safe Childbirth Checklist. N = 233. Source: Authors' calculation based on

clinical observations. [Colour figure can be viewed at wileyonlinelibrary.com]

TABLE C1 Summary statistics for Indonesian data.

N Max Min Mean SD

Actual behavior

Active SCC use 219 1 0 0.389 0.489

Intended behavior

Would try to use SCC even if copies not provided 163 6 3 4.847 0.634

Would recommend the SCC to fellow colleagues 163 6 2 5.092 0.495

Using the SCC in my professional role is 163 6 4 5.325 0.483

Ease to use SCC in work environment 163 6 4 5.141 0.565

SCC supported by superiors 163 6 4 5.828 0.439

Urban (1)—Rural (2) 163 2 1 1.515 0.501

CEmONC Service Provision 24/7 163 1 0 0.178 0.384

Facility Type: Community Health Center 163 1 0 0.589 0.494

Facility Type: Public Hospital 163 1 0 0.135 0.343

Facility Type: Private Hospital 163 1 0 0.190 0.394

Facility Type: Private Midwife Clinic 163 1 0 0.086 0.281

District: Aceh Besar 163 1 0 0.276 0.448

District: Banda Aceh 163 1 0 0.331 0.472

District: Bireuen 163 1 0 0.393 0.490
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Descriptive statistics

Corresponding to the high pre-intervention commitment, which we observed among midwives,
there is a high level of reported intentions (see Figure C2).

Yet, Figure C3 suggests a much lower level of actual uptake, which may point to a “know-
do gap.” Table C1 provides a more comprehensive overview of descriptive statistics
corresponding to individuals' attitudes and facility characteristics.

APPENDIX D: ANALYTICAL APPENDIX

For the framing experiment, we find that the groups which were internationally or locally
framed are balanced for the majority of variables (both in the full and reduced sample as
depicted in Tables D1 and D2). Among the different observed variables, the minor differences
pertaining to access to resources and facility type could be by chance. The average study partici-
pant was 33 years old (minimum: 21 years, maximum: 50 years), had 10 years of work experi-
ence (minimum: 0 years; maximum: 28 years), and 15 years of education (minimum: 12 years;
maximum: 17 years).

Some of the respondents in the control group reported that they were previously in contact
with the SCC. This does not imply a contamination of our control group per se, as the treatment
was delivered on a clustered basis per facility in Indonesia. However, as there is informal
exchange between healthcare personnel and shifts between facilities, midwives from other facil-
ities might have heard about the checklist. Individuals with prior contact to the checklist might
not have had contact with the research team and could, hence, still be receptive to the framing.
First, including this group is more conservative as the framing should have a lower effect on
the persons that are acquainted with the SCC and induce, thus, a downward bias. Second, indi-
viduals with prior contact to the checklist might react heterogeneously due to more comprehen-
sive information. As a further robustness check, we estimate a regression in Table D4, which
controls for an interaction of the framing with the indicator for past contact. Again, the positive
and significant framing effect remains robust.

As the experimental outcome variables are all coded in a categorical (non-continuous) way,
a probit regression model seems appropriate. Thus, we re-estimate the model in Table D5. The
positive relationship between the framing and support for the intervention remains qualita-
tively unchanged. However, we prefer to present OLS estimates in the main part for ease of
interpretation.

In order to understand the underlying pathways better, which explain the heterogeneous
support for international and local actors, we also collected information on previous participa-
tion in local/international projects. This involves a trade-off: If prompting for those perceptions
before framing individuals, reported support might be subject to justification of previously
stated perceptions. If framing the respondents before collecting the perception measures, we
might contaminate the latter data. We chose the second option to sustain the quality of our out-
come measures. And indeed Table D6 indicates that the framing is significantly associated with
several channel variables. For this reason, we prefer to rely only on previous project participa-
tion for our channel analysis. Although previous participation is self-reported, it is not percep-
tion based and, hence, less likely to be subject to justification bias. Table D6 supports this
notion.
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Point Estimates – Previous Experience: Table D7 displays the results for the interaction of our
experimental framing with the binary variables indicating if respondents already participated in
international or local research projects. The results in columns (1a and 1b) are structured to
compare respondents with similar previous experience (participation in international/local pro-
jects) across framings. The corresponding comparison group are locally framed respondents,
who did neither participate in a local nor in an international project. Row I and II show that if
a person had been exposed both to an international and local research project in the past, their
contribution is approx. 5400–6400 IDR (e.g., 0.35–0.41 US$) higher if framed internationally.
Thus, the effect of the attitude toward the intervention in the unadjusted and adjusted specifica-
tion is significantly higher if respondents know both implementers and are framed

TABLE D1 Experimental balance—Full sample.

Full Full Full Control Control Treat Treat
p-value differenceN Mean SD Mean SD Mean SD

Puskesmas 234 0.650 – 0.716 – 0.56 – .013**

Pub. Hosp. 234 0.162 – 0.134 – 0.2 – .179

Priv. Hosp. 234 0.184 – 0.149 – 0.23 – .116

Gender (1 = m, 2 = f ) 234 2.000 – 2.000 – 2.000 – –

Age (years) 234 33.342 7.493 33.650 7.806 33.112 7.316 .593

Education (years) 234 15.047 0.527 15.020 0.603 15.067 0.462 .619

Experience (years) 234 9.603 7.271 9.690 7.736 9.537 6.979 .886

Sufficient income 234 3.209 1.008 3.160 1.012 3.246 1.014 .526

Financial problems 230 0.348 – 1.720 – 1.642 – .081*

Strategic donation 213 4.432 1.264 4.710 1.225 4.627 1.296 .564

Social acc. Index 234 3.410 0.838 3.450 0.821 3.381 0.857 .513

Social acc. # 1 234 4.966 0.690 5.000 0.778 4.940 0.622 .480

Social acc. # 2 234 4.568 1.027 4.600 0.932 4.545 1.101 .650

Social acc. # 3 231 5.342 0.558 5.310 0.506 5.366 0.595 .172

Social acc. # 4 231 4.641 1.074 4.694 1.069 4.602 1.087 .475

Social acc. # 5 234 2.231 1.254 2.250 1.298 2.216 1.235 .784

Paperwork too much 234 2.808 1.343 3.000 1.497 2.664 1.195 .173

Routines ease work 234 5.167 0.734 5.150 0.626 5.179 0.764 .660

Previous SCC XP 234 0.278 0.450 0.240 0.429 0.306 .463 .267

Resource access 234 3.470 0.517 3.530 0.502 3.425 0.526 .080*

Team effic. 234 5.244 0.513 5.220 0.462 5.261 0.547 .570

Part.n loc. projects 234 0.167 – 0.130 – 0.194 – .235

Part. int. projects 234 0.103 – 0.120 – 0.090 – .511

Part. donor projects 234 0.094 – 0.080 – 0.104 – .511

Note: Based upon the full sample with N denoting the number of observations, where 134 individuals were in the treatment and
100 in the control group. SD gives the standard deviations, which are not depicted for binary outcomes. Proportions in the two
groups are significantly different from each other. Asterisks indicate p values based on standard errors clustered at the facility
level: *p < .1, **p < .05, *** p < .01.
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internationally (p-value: .0077 and .0080, respectively). Moreover, if respondents who face the
local framing were only exposed to international and not to local projects, they do contribute
significantly less if locally framed, significant without adjusting for controls (p-value: .0000 and
.1129, respectively). Those estimates suggest that the positive effects of the international fram-
ing are driven by previous experience with the respective implementer. The reduced willingness
to contribute to local projects is most pronounced if respondents have participated both in local
and international projects.

TABLE D2 Experimental balance—Reduced sample.

Full Full Full Control Control Treat Treat
p-value differenceN Mean SD Mean SD Mean SD

Puskesmas 170 0.7 – 0.763 – 0.618 – .145**

Pub. Hosp. 170 0.1 – 0.145 – 0.065 – �.080*

Priv. Hosp. 170 0.2 – 0.172 – 0.237 – �.065

Gender (1 = m, 2 = f) 170 2.000 – 2.000 – 2.000 – –

Age (years) 170 32.359 6.997 33.118 7.680 31.774 6.395 .232

Education (years) 170 14.994 0.516 14.974 0.565 15.011 0.478 .742

Experience (years) 170 8.888 7.094 8.974 7.494 8.849 6.824 .908

Sufficient income 170 3.200 1.069 3.118 1.083 3.269 1.065 .348

Financial problems 170 1.741 – 1.763 – 1.720 – .396

Strategic donation 170 4.606 1.411 4.658 1.381 4.581 1.440 .613

Social acc. index 170 3.329 0.827 3.316 0.852 3.344 0.814 .808

Social acc. # 1 170 5.000 0.738 4.987 0.887 5.011 0.599 .834

Social acc. # 2 170 4.459 1.142 4.461 1.026 4.462 1.239 .991

Social acc. # 3 170 5.429 0.584 5.408 0.521 5.452 0.634 .436

Social acc. # 4 167 4.545 1.063 4.649 1.065 4.457 1.063 .239

Social acc. # 5 170 2.118 1.286 2.184 1.334 2.065 1.258 .375

Paperwork: too much 170 2.906 1.364 3.145 1.547 2.720 1.174 .150

Routines ease work 170 5.100 0.727 5.079 0.648 5.151 0.722 .471

Access to resources 170 3.441 0.498 3.513 0.503 3.387 0.490 .060*

Team effic. indicator 170 5.200 0.443 5.158 0.434 5.226 0.445 .459

Part. in loc. projects 170 1.829 – 1.868 – 1.796 – .131

Part. in int. projects 170 1.918 – 1.895 – 1.935 – .272

Part. in donor projects 170 1.935 – 1.934 – 1.935 – .959

Note: Based upon the reduced sample excluding observations with prior contact to the checklist. N denotes the number of
observations, SD gives the standard deviation. Standard deviations are not depicted for binary outcomes. Proportions in the two
groups are significantly different from each other. Asterisks indicate p values based on standard errors clustered at the facility

level: *p < .1, **p < .05, *** p < .01.
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TABLE D3 Framing experiment—Wild bootstrapped SE.

Financial contribution in support of SCC project (in IDR)

(a) (b) (c)

Framing: 1 = “internat.” 756 1346* 1394*

p-value (.290) (.065) (.058)

WB p-value (.268) (.042) (.045)

N 167 167 167

Control variables No Yes Yes

Mean of dep. var. 4758 4758 4758

SD of dep. var. 4711 4711 4711

Note: Same control variables as in Table 1. Standard errors (SE) are clustered at the facility level and wild bootstrapped due to
limited cluster number (13) for the specifications indicated as “WB p values,” following Cameron et al. (2008). Asterisks
indicate p values according to *p < .1, **p < .05, ***p < .01.

TABLE D4 Framing experiment—Interaction with prior contact.

Financial contribution in support of SCC project (in IDR)

(a) (b) (c)

Framing: 1 = “internat.” 755.7971 (0.289) [0.344] 1221* (0.076) [0.112] 1236* (0.073) [0.121]

Resource Access �498 (0.417) �366 (0.592)

Pub: Hospital �3215** (0.021) �3000* (0.051)

Priv: Hospital �2101 (0.312) �1650 (0.594)

Pustu �2241* (0.051) �2300** (0.042)

C�Sec: Rate �14 (0.726)

Int: Framing � Prior Contact �413 (0.772) �290 (0.838) �240 (0.864)

Prior Contact 364 (0.735) 1030 (0.299) 1046 (0.299)

N 230 230 230

Control variables No Yes Yes

Mean of dep. var. 4758 4758 4758

SD of dep. var. 4711 4711 4711

Note: The base category is No Prior Contact and Local Framing. RI p values are computed with a permutation test based on

Hess (2017). RI p values/p values in brackets/columns. Asterisks indicate p values based on standard errors clustered at the
facility level: *p < .1, **p < .05, *** p < .01.
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TABLE D5 Framing experiment—Ordered probit results.

Financial contribution in support of SCC project (categorical)

(a) (b) (c)

Framing: 1 = “internat.” 756 1346* 1394*

p-value (.290) (.065) (.058)

WB p-value (.268) (.042) (.045)

N 167 167 167

Control variables No Yes Yes

Mean of dep. var. 4758 4758 4758

SD of dep. var. 4711 4711 4711

Note: See Table 1. Reported coefficients are not transformed and represent ordered probit coefficients. Standard errors (SE) are
clustered at the facility level. Asterisks indicate p values according to *p < .1, **p < .05, ***p < .01.
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TABLE D7 Framing experiment—Previous experience (point estimates).

Outcome: Financial contribution in support of SCC (in IDR)

(a) (b)

(I.) International Framing (1) � Int. participation (1) � Loc. Participation (1)

β 5362 6425

p-value .217 .215

(II.) International Framing (0) � Int. participation (1) � Loc. Participation (1)

β 1149 �1001

p-value .575 .751

Coefficient Equality Row (I) & (II) 0.0077 0.0080

(III.) International Framing (1) � Int. participation (0) � Loc. Participation (1)

β �3029 �1866

p-value .145 .303

(IV.) International Framing (0) � Int. participation (0) � Loc. Participation (1)

β �149 (0.918) 6 (0.997)

Coefficient Equality Row (III) & (IV) 0.4751 0.8195

(V.) International Framing (1) � Int. participation (1) � Loc. Participation (0)

β 3280 1921

p-value .114 .430

(IV.) International Framing (0) � Int. participation (1) � Loc. Participation (0)

β �4792*** �3380

p-value .000 .186

Coefficient Equality Row (V) & (VI) 0.0000 0.1129

(VII.) International Framing (1) � Int. participation (0) � Loc. Participation (0)

β 886 1325

p-value .344 .153

N 165 165

Control variables No Yes

Note: Based on triple interactions of the framing (where International Framing (0) refers to the baseline condition) and binary

indicators of previous experience with the respective actors. Standard errors (SE) are clustered at the facility level. Asterisks
indicate p values according to *p < .1, **p < .05, *** p < .01.
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