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ABSTRACT 

Health crises can reveal the inability of governments to induce compliance with policy 

interventions. While lack of compliance is conventionally attributed to individual mistrust in 

government, resistance to such interventions is often found clustered among entire communities, 

particularly in ethnically divided societies. We account for such patterns by explaining how 

citizens adjust their responses to state authority according to their shared ethnicity with those in 

power. We assess the effect of ethnicity on citizen compliance with a public health advisory on 

HIV/AIDS issued by different authority types through a survey-based field experiment in the West 

African country of Guinea. Members of a politically marginalized ethnic group, the Peul, are 

significantly less likely to comply with a public health advisory from a national government 

representative, the president, when compared to local or religious leaders. We show that perceived 

ethnic discrimination conditions both trust in and compliance with different authority types.  
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Noncompliance with public health interventions is commonplace around the world. 

While the state is often the principal or sole supplier of critical medical services for a range of 

life-threatening diseases, some individuals choose to evade public health interventions meant to 

save their lives. Entire communities have chosen not to comply with polio eradication campaigns 

in Nigeria (Grossman et al. 2018; Obadare 2005), cholera containment measures in South Africa 

(Echenberg 2010; Parkhurst 2004), HIV/AIDS prevention measures in Malawi (Dionne and 

Poulin 2013), or infant vaccination in the United States (Mesch and Schwirian 2015; Mundell 

2019). The West African Ebola crisis that spread through Guinea, Liberia, and Sierra Leone was 

propelled to worldwide attention as much for its death toll as for reports of violent resistance to 

prevention and containment protocols (Belluck 2015; Phillip 2014).1 In all such cases, regardless 

of the particular disease involved, noncompliance ultimately harmed both individual and 

collective welfare. 

Why are some citizens more likely to voluntarily comply with public health advisories 

from state authorities? What experiences shape a citizen’s willingness to comply? Are citizens 

who reject advisories by national leaders more likely to comply if they are instead issued by local 

leaders or international agencies? This paper addresses these questions by examining how a 

social identity like ethnicity can influence compliance with public health advisories.  

Public mistrust has been previously linked to underutilization of health services and 

inferior health outcomes (LaVeist, Isaac, and Williams 2009; Mesch and Schwirian 2015; Alsan 

and Wanamaker 2018; Heymann et al. 2015). Governments often struggle to enforce compliance 

with basic health protocols when citizens do not perceive the state as legitimate or do not accept 

the way it governs (Levi et al. 2009). During the West African Ebola crisis, for example, 

 

1 The Ebola outbreak killed over 10,000 people from December 2013 through January 2016.  
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individuals refused to comply with mandates to quarantine the sick or follow safe burial practices 

because they did not trust their governments (Dhillon et al. 2015). In Liberia, Blair et al. (2017) 

confirm that respondents who expressed less trust in government were less likely to follow 

government-mandated sanitation and social distancing protocols aimed at containing Ebola. In its 

own post-Ebola crisis analysis, the government of Sierra Leone (2015) cites the need to “restore 

trust from communities” to improve future responses.   

But restoring citizen trust in state institutions is more complex than scholarly or policy 

assessments typically acknowledge. These assessments frequently overlook how social identities 

shape the citizen-state relationship in countries where social cleavages have been politicized. In 

the domain of health policy, perceptions of self and the state interact in critical ways: the state 

not only plays a disproportionate role in service provision (Carpenter 2012), but preferences over 

policy responses can vary across groups (Lieberman 2009; Lieberman and McClendon 2013). 

Members of specific ethnic, linguistic, or religious groups can feel alienated from state-provided 

health structures when they have no active representation in government. A shared history of 

neglect and abuse can lead such politically marginalized groups to see government health 

authorities as working against their interests rather than seeking to promote their wellbeing. In 

the United States, for example, the deception carried out through the Tuskegee syphilis study 

caused a decline in both trust in, and utilization of, health systems among African Americans for 

generations (Alsan and Wanamaker 2018). Consequently, state agencies can acquire divergent 

reputations among the multiple constituencies they are intended to serve (Carpenter 2010).  

In this paper, we explain varied patterns of compliance with public health advisories by 

focusing on ethnicity as a politically relevant social identity that conditions how individuals 

perceive government-provided healthcare. Building on insights from earlier scholarship (Cohen 
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1999; Lieberman 2009), we argue that ethnicity must be understood as mediating citizen 

responses to state authority in contexts where ethnic group membership structures political 

relationships. Ethnicity plays into individual interactions with the state in contexts where citizens 

typically expect political leaders to engage in ethnic favoritism or discrimination in the 

distribution of state resources. Individuals learn to derive expectations about government intent 

based on shared ethnicity with those in power. Under such conditions, politically marginalized 

ethnic groups — defined here as those systematically excluded from national power — are likely 

to resist public health advisories issued by state authorities.  

We assess the impact of ethnicity on individual compliance with public health advisories 

through a survey-based field experiment focused on HIV/AIDS in Guinea. While the spread of 

HIV/AIDS is broadly understood as a result of policy choices made by national governments 

(Patterson 2005; Paxton 2012), scholars have also documented how vulnerability to HIV/AIDS 

and perceptions of risk have been shaped by the interaction between politics and identities 

(Auerbach et al. 2011; Dionne and Poulin 2013; Dunham et al. 2016; Whetten et al. 2006). 

Cohen (1999) demonstrates how marginalization rooted in social identity can shape whether 

individuals and communities resist measures that would otherwise protect them from contracting 

HIV/AIDS. Lieberman (2009) further shows how policy responses to the virus can be driven by 

the salience of ethnicity or race in national political competition.  

To understand how ethnicity might affect compliance with public health advisories, we 

presented respondents from Guinea’s three largest ethnic groups (Peul, Soussou, and Malinke) 

with a fictional vignette that urged them to seek a free HIV/AIDS test after being informed of 

new cases in their local areas. The vignette randomized the authority figure issuing the public 

health advisory: the national president, a local government official, a traditional chief, a religious 
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authority, or a foreign representative from the United Nations. A post-treatment survey asked 

respondents their likelihood of complying with the advisory, encouraging family members to 

comply, and going to a health center to receive a free HIV test. 

The experimental results show how ethnicity serves as an important and consistent 

predictor of compliance by conditioning how individuals respond to public health advisories. 

The findings broadly show how politically excluded individuals discount messages — not due to 

their content — but to their relationship with the messenger. Respondents from the Peul 

ethnicity, who have long perceived themselves as a politically marginalized group in Guinea, 

report they are less likely to follow a public health advisory, or encourage their family to do so, 

when it is issued by the country’s president rather than a local or religious leader.2 Among Peul 

respondents, an advisory issued by the president typically performs worse than those issued by 

almost any other authority type. By contrast, respondents who belong to ethnic groups 

historically represented in government, the Soussou and the Malinke, do not systematically 

discount advisories issued by the president over other authority types. To corroborate these 

findings, we present suggestive evidence that perceived ethnic discrimination influences both 

trust in, and compliance with, different authority types. 

This study has important implications for understanding how individuals respond to state 

directives during public health crises. While substantively focused on HIV/AIDS, the findings 

presented here may be generalized to identify limitations with how governments manage a wider 

range of communicable, life-threatening diseases. Governments often seek to contain such 

diseases through undifferentiated informational campaigns aimed at altering intimate practices 

 

2 The Peul are known by many names across West Africa, including Fulani, Fulbe, Fula, and 

Peulh. We refer to them as Peul because this is one of the most commonly used versions in 

Guinea.  
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such as sexual behavior (HIV/AIDS) or burial customs (Ebola). However, these standard 

responses can inadvertently stoke greater suspicion among communities that question the 

motives of governments that do not represent them (England 2007).  

Another set of findings concerns the potential for international actors to substitute for the 

state in times of public health emergencies. Complementing research on the international 

community’s response to HIV/AIDS (Dionne 2018; Swidler and Watkins 2017), our findings 

suggest that international actors have no advantage over the state in securing compliance. 

Members of politically marginalized ethnic groups in our study never prefer an advisory issued 

by the United Nations over the president. Moreover, we find that respondents who perceive 

themselves as targets of ethnic discrimination from government also express negative 

perceptions of the United Nations. International organizations thus cannot presume that they will 

be welcomed as neutral actors, particularly in contexts where they are perceived to collaborate 

closely with government agents.   

This paper proceeds as follows. We first present a theoretical framework for 

understanding how ethnically-mediated trust in the state affects citizen compliance. This is 

followed by a description of ethnic politicization in Guinea and its impact on the country’s main 

ethnic groups. We then turn to the research design and the empirical results. We conclude by 

discussing the theoretical and policy implications. 

 

Ethnicized Trust in the State 

Politics in many post-colonial societies are viewed by citizens through the lens of 

ethnicity. In much of sub-Saharan Africa, the process of colonialization resulted in the 

emergence of an administrative state that extracted from a subjected population rather than 
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offered them services. As a result, the state was viewed as an alien or artificial construct that 

lacked popular legitimacy and to which Africans had no attachment. Their primary loyalty was 

instead to the ethnic communities that offered them social and physical protection (Ekeh 1975). 

After independence, the incentives associated with economic modernization reinforced emerging 

patterns of ethnic affinity and competition (Bates 1974). Mobilizing along ethnic lines became a 

rational response in the pursuit of modernity’s scarce goods — markets, schools, roads — that 

also happened to be spatially concentrated like ethnic groups themselves. Ethnicity became, in 

short, a mechanism for accessing resources from the state.  

 The political salience of ethnicity varies considerably across countries, but ethnic-based 

mobilization has persisted precisely because it remains a useful mechanism for distributing state 

resources. Politicians regularly reinforce the importance of group identity by relying on ethnic 

ties to make promises to voters about continued access to resources (Wantchekon 2003; Conroy-

Krutz and Kerr 2015). Governments in some countries systematically favor a president’s 

coethnics in the provision of public goods such as schools, clinics, and roads (Posner 2005; 

Bratton and Kimenyi 2008; Kramon and Posner 2013). For their part, citizens learn to expect that 

only their coethnic politicians will follow through on distributive promises. Shared group 

identity not only provides the norms of reciprocity that sustain preferential treatment (Hardin 

1995), but also provide the socio-cultural ties that can be used to punish politicians who fail to 

fulfill their promises (Habyarimana et al. 2009). This is an important consideration in a context 

where citizens possess few alternative institutional mechanisms to induce politicians to honor 

their commitments. 

 When state resources are distributed on the basis of ethnicity, citizens rely on this form of 

identity as a heuristic to derive expectations about future government behavior. Ethnicity enables 
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citizens to readily assess whether a government is likely to serve the interests of their 

communities (Chandra 2004; Posner 2005). In this respect, group identities effectively become 

cognitive shortcuts to determine whether a leader or a government will provide them with public 

goods and services or ignore their community’s needs (Ferree 2010). Experiences with 

government discrimination in public service provision can lead citizens to believe that their 

individual fates are linked to the groups they were born into (Dawson 1994; Hutchings et al. 

2006; Gichohi 2016). In this respect, if repeated experiences with government discrimination 

lead citizens to believe that they are part of a group subjected to a common fate, they are likely to 

exhibit patterned responses to state interventions. Their shared consciousness in the face of 

discrimination is likely to result in widespread mistrust of the state that manifests itself as 

withdrawal, rejection, or resistance. 

 Ethnically conditioned government discrimination has implications for how citizens 

perceive the state and interpret its actions. Individual state agencies (e.g., agriculture, education, 

health) can acquire a durable reputation — a set of beliefs about “its capacities, intentions, 

history, mission” (Carpenter 2010, 33) — that varies among multiple audiences according to 

their past interactions. Members of ethnic groups that historically derived relatively few benefits 

through those state agencies may come to doubt its intent to provide for them, whereas those who 

received disproportionate benefits develop positive beliefs about their intent to serve them as 

well as their capacity to deliver. Citizens often express reputational beliefs about such agencies 

in terms of the perceived fairness in the distribution of their services or the alignment of agency 

actions with their own interests. 

 As the state’s reputation becomes ethnically mediated, citizens who view government as 

corrupt or clientelistic may also see the state’s partners in a similar light. Foreign-funded donor 
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projects are typically implemented jointly by both state and non-state actors (Brass 2016). 

Collaborative projects between international actors and states often include the logo of the 

organization side by side with the government’s insignia, tying these actors closely to the state in 

the eyes of citizens. Foreign donors are sometimes able to circumvent governments viewed as 

corrupt (Dietrich 2015), but the reality is that governments often succeed in channeling aid to 

their own core supporters (Jablonski 2014; Briggs 2014). Citizens who already feel marginalized 

from the state may extend their mistrust to international actors who are seen as working closely 

with it. These organizations may even be seen as complicit in their marginalization by the state. 

Times of emergency can further exacerbate the mistrust that particular ethnic 

communities feel toward the state and its partners. Citizens often have incomplete information 

about the nature of an emergency or the response implemented by the government and 

international actors. Accepting interventions, which may be accompanied by the suspension of 

rights such as freedom of movement or press freedoms, requires citizens to give government 

authorities the benefit of the doubt. However, when government procedures are guided by an 

unfamiliar logic, members of marginalized groups are likely to view them as arbitrary, unfair, 

and even malicious (Hewlett and Hewlett 2007; Wilkinson and Fairhead 2017). Marginalized 

groups are likely to doubt government’s intent to treat all who are affected equitably and to 

suspect interventions to serve as pretext for agendas that disadvantage them further (Cordasco et 

al. 2007).  

Given the way ethnicity can structure citizen-state relationships, we hypothesize that 

individuals who belong to politically marginalized ethnic groups should be less likely to follow 

public health directives from national government officials like a country’s president. Members 
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of marginalized groups may be more likely to comply with directives from alternative sources of 

authority such as local officials, traditional leaders, and religious leaders.  

 

Ethnic Political Marginalization in Guinea  

We empirically investigate the impact of ethnicity on compliance with public health 

advisories in Guinea. Understanding the origins of ethnicized trust in Guinea’s state institutions 

requires locating citizens’ experience with a coercive colonial and postcolonial state that reified 

ethnicity as a political identity (Groelsema 1998). The centralized state in Guinea was a French 

colonial invention that historically faced the challenge of competing with pre-existing sources of 

authority such as the Peul and Malinke kingdoms. During the colonial period, French authorities 

established new centers of power, co-opting and favoring the economically dominant Peul ethnic 

group (Azarya 1978). However, once Guinea became independent from France, the country’s 

first president, Sekou Touré, consolidated power by building a coalition based on opposing the 

pre-existing power structure that favored the Peul (Kaba 1977). Touré established a single-party 

regime that exercised tight control over politics, centralizing authority within the presidency and 

making the position synonymous with the state itself. All the while, Touré favored his coethnic 

Malinke in political appointments. The Malinke comprised less than 30 percent of the 

population, but eventually held over half of senior civil service appointments; the Peul held only 

11 percent of these posts despite comprising nearly 40 percent of the population (Groelsema 

1998). 3  

 

3 Although we focus on the Peul in Guinea, communities like the forestières, residents of the 

Forest region, also suffered from exclusion from the state. See McGovern (2012). 
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Touré’s single-party regime evolved to rely on violent repression to remain in power. 

Confronted by mounting political and economic challenges into the 1970s, Touré relied on the 

widespread use of arbitrary detention, torture, and execution to put down the multiple plots he 

claimed were mobilized against him (Straus 2015). Much of this violence was targeted at 

members of the Peul ethnic group to forestall their potential political mobilization. In 1976, for 

example, the regime announced that “a Peul conspiracy” had been organized against the 

president. Touré then declared that his regime would “annihilate” the Peul through a radical 

revolutionary war. Some 500 Peul elites were sentenced to death (Jeanjean 2005), further 

alienating the ethnic group from government. As noted in a Human Rights Watch (2011, 32) 

report on the eve of Guinea’s most recent political transition, the historical “persecution of 

members of the Peuhl ethnic group in particular left a legacy of anger and distrust.” 

The regime’s reliance on coercion and discrimination continued under Touré’s successor, 

Lansana Conté, who became president through a military coup after Touré’s death in 1984. 

Conté employed a similar pattern of ethnic discrimination by installing his coethnic Soussou in 

positions of power at the expense of the Malinke, the coethnics of his predecessor. In response, 

once multiparty elections were legalized, Malinke and Peul politicians formed their own parties 

to oppose Conté’s regime. Conté remained in power until his death in 2008.  

Guinea’s transition to multiparty elections reinforced the salience of ethnicity as a 

political identity. During the country’s first free and fair elections in 2010, the two main 

presidential candidates were largely supported by members of their respective ethnic groups. 

Cellou Dalein Diallo, an ethnic Peul, won the first round of the election, but lost to Alpha Condé, 

an ethnic Malinke. The ensuing post-election protests turned violent as Diallo supporters clashed 

with state security forces. According to Human Rights Watch (2011, 49), the state’s forces, 
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largely staffed by non-Peul, attacked Peul protesters in collaboration with “civilian mobs from 

ethnic groups that mostly supported Condé.” After Condé won reelection as president in 2015, 

opposition protests again turned violent when state security forces targeted Diallo’s coethnic 

Peul supporters. Most of those wounded by state security forces were Peul voters who were 

attacked on the basis of ethnicity (Human Rights Watch 2015). 

Politicized ethnicity differentially structures how Guineans perceive the citizen-state 

relationship. Because they have never had a coethnic president in the country’s history — despite 

constituting a demographic plurality — ethnic Peul feel largely alienated from government. By 

contrast, because they have previously been represented in the presidency and received 

corresponding benefits, ethnic Soussou tend to have a less antagonistic relationship with 

government. Ethnic Malinke strongly approve of the current government in Guinea, headed by a 

coethnic, who has also prioritized channeling resources to his community. Public opinion data 

from successive rounds of Afrobarometer surveys confirm that Guinea’s three largest ethnic 

groups perceive the state differently. Peul respondents report greater discrimination at the hands 

of government than either Soussou or Malinke respondents.4 Peul respondents also report little to 

no trust in representatives of the central government (i.e., president, police, army) more 

frequently than Soussou or Malinke respondents.  

The Ebola crisis in 2014 illuminated prevailing patterns of mistrust toward the state in 

Guinea. The government’s response to Ebola was perceived by Guineans to have been better 

managed in areas of the country where ethnic groups had strong ties to the national government 

(Soumahoro 2017). Although violent resistance was a rare event in all three Ebola-affected 

countries, more reports of violent resistance to intervention occurred in Guinea than in Liberia or 

 

4 See Figures 1-2 in the appendix. 
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Sierra Leone (ACAPS 2015). Wilkinson and Fairhead (2017, 18) specifically argue that 

“Guinea’s increasingly ethnicised politics” help explain these patterns of resistance, including 

rumors that Ebola was state-sponsored campaign, designed to eliminate political opponents.  

 

Research Design and Methods 

 To examine how ethnicity conditions compliance with public health advisories, we 

fielded a survey-based experiment in two prefectures of Guinea.5 The selected prefectures, 

Kindia and Labé, ensure that the country’s three largest politically relevant ethnic groups are 

represented within our sample: Peul (no president), Soussou (past president), and Malinke 

(current president). Moreover, given the study’s substantive focus on HIV, we underscore the 

fact that the HIV rates reported in our sample (0.5% in Kindia; 2.2% in Labé) are of a similar 

magnitude to the national HIV rate.6 The reported rates in our sample are also comparable to 

rates from prior studies for the same locations (0.4% among men in Kindia; 2.2% among men in 

Labé) (INS and ICF International 2013).  

To provide a baseline for understanding the impact of Guinea’s ethnicized politics on 

perceptions of health care policy, Table 1 reports how respondents in our sample view 

government responses to different diseases. Peul respondents report, on average, a consistently 

more negative view of government measures taken to eradicate disease when compared to 

Malinke or Soussou respondents. Mean responses among the Peul are more negative even when 

the prevalence of a disease is higher in other groups.7 For example, while Soussou respondents 

 

5 The appendix provides a detailed description of survey administration along with a map of 

surveyed prefectures. 

6 The national HIV rate in Guinea is 1.4% (UNAIDS 2018). 

7 Appendix Table 1 presents self-reported disease prevalence (cholera, Ebola, HIV, malaria, 

measles, meningitis, tuberculosis) for each ethnic group.  



 

 13 

have an appreciably higher incidence of measles (Soussou 44.4% vs. Peul 32.2%), Peul 

respondents are significantly less satisfied with the government’s response to that disease 

(Soussou 3.65 vs Peul 3.06).  

 

Table 1. Ethnic Differences in Perceived Government Effectiveness in Disease Response 

 Ethnic Peul 

[No President] 

Ethnic Malinke 

[Current President] 

Difference in 

Means 

Cholera 3.067 3.384 -0.317*** 

Ebola 3.339 3.636 -0.297*** 

HIV 3.089 3.314 -0.224** 

Malaria 3.509 3.706 -0.197*** 

Measles 3.060 3.530 -0.470*** 

Meningitis 3.033 3.294 -0.260*** 

Tuberculosis 3.116 3.352 -0.237*** 

 Ethnic Peul 

[No President] 

Ethnic Soussou 

[Past President] 

Difference in 

Means 

Cholera 3.067 3.486 -0.419*** 

Ebola 3.339 3.685 -0.346*** 

HIV 3.089 3.420 -0.331*** 

Malaria 3.509 3.690 -0.181*** 

Measles 3.060 3.651 -0.590*** 

Meningitis 3.033 3.427 -0.394*** 

Tuberculosis 3.116 3.470 -0.354*** 

 Ethnic Soussou 

[Past President] 

Ethnic Malinke 

[Current President] 

Difference in 

Means 

Cholera 3.486 3.384 0.103 

Ebola 3.685 3.636 0.049 

HIV 3.420 3.314 0.106 

Malaria 3.690 3.706 -0.016 

Measles 3.651 3.530 0.120* 

Meningitis 3.427 3.294 0.134* 

Tuberculosis 3.470 3.352 0.117 

Note: Cells report mean responses on 1-4 scale to the question: “Do you think the measures taken by the 

government to eradicate [disease] were effective or not?” The differences in means are based on standard 
two-tailed t-tests. ***p<0.01, **p<0.05, *p<0.10. 
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Experimental Design 

Respondents were presented with a vignette asking them to consider a hypothetical 

situation in which new cases of HIV/AIDS are discovered in their region. In the vignette, an 

authority figure urges residents to go to a local health center to seek a free HIV/AIDS test. The 

experimental design has five treatment conditions that vary the identity of the authority issuing 

the public health advisory: a president, a sous-préfet (a local official), a traditional leader, a 

religious leader, and a foreign representative from the United Nations.8 The content of the public 

health advisory remained constant across treatments. The probability of assignment was equal 

across all treatments. 

Enumerators selected respondents based on a random walk protocol modeled after the 

Afrobarometer for household survey sampling.9 Enumerators provided respondents the option to 

carry out the survey in French, the country’s official language, or in their corresponding ethnic 

language, namely, Pulaar, Soussou, or Malinke. Respondents who consented to participate were 

given a pre-treatment survey that included descriptive characteristics such as age and ethnicity. 

Respondents were then randomly assigned to one of five experimental conditions. Of the 1,212 

interviews conducted, the final sample is reduced to approximately 990 when respondents who 

did not identify as belonging to one of the targeted ethnic groups are excluded. 

Many Guineans are familiar with HIV/AIDS due to pre-existing public health campaigns. 

Nevertheless, precautions were taken to ensure that the vignette would not cause undue concern 

among, or harm to, respondents. To alleviate concerns that presenting a scenario involving 

HIV/AIDS would cause distress, we instructed enumerators to emphasize the hypothetical nature 

 

8 The study’s design and hypotheses were pre-registered through the EGAP registry. 

9 The appendix provides a detailed description of survey administration. 
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of the vignette before presenting it. Additionally, after completing the interview, enumerators 

debriefed respondents about the fictional nature of the vignette and the realities of HIV/AIDS. 

Enumerators were trained peer educators familiar with communicating on sensitive subjects, 

including reproductive health. They were given supplementary training for this study to provide 

respondents with information about HIV/AIDS transmission and Guinea’s HIV infection rate. 

 

Dependent Variable: Compliance 

The hypothetical vignette presented to respondents is as follows: “[The president / the 

sous-préfet / the imam / the customary leader / a foreign representative from the United Nations] 

has expressed concern about several new cases of HIV/AIDS, which have been reported in your 

region. To contain the disease, [the president / the sous-préfet / the imam / the customary leader / 

a foreign representative from the United Nations] is asking residents of this region to take 

precautions by going to a health center to receive a free test for the disease.” 

After presentation of the vignette, respondents were asked questions about the likelihood 

that they would comply with the directive from the randomized authority. The compliance 

outcomes are a respondent’s likelihood of following the advisory, likelihood of encouraging 

family members to follow the advisory, and likelihood of going to a health center to receive a 

free test. The outcomes are scored on a 1-to-7 scale, ranging from extremely unlikely to 

extremely likely.  

 Likelihood of following HIV advisory: Please tell us how likely you would be to follow 

the recommendation from [the president / the sous-préfet / the imam / the customary leader / a 

foreign representative from the United Nations]. 
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 Likelihood of encouraging family members to follow HIV advisory:  How likely would 

you be to encourage a member of your family to follow the recommendation from [the president 

/ the sous-préfet / the imam / the customary leader / a foreign representative from the United 

Nations]? 

 Likelihood of going to health center for HIV test: After hearing about this situation, how 

likely would you be to go to a health clinic and get a free test for HIV/AIDS? 

 

Experimental Treatments and Expectations 

The president is the most powerful political authority in Guinea. The president serves as 

the representative of the national government in this study and as a baseline for comparing the 

relative influence of other authorities. As specified in our pre-analysis plan, we expect ethnic 

Peul respondents, given their history of political exclusion, to be less likely to comply with the 

president when compared to other authorities. We expect respondents from the Soussou and 

Malinke ethnic groups, which have held presidential power, to show no such difference.  

The sous-préfet is the second-highest-ranking government official within a prefecture 

such as Kindia or Labé. Responsible for policy implementation, resource allocation, and security 

provision at the local level, the sous-préfet is an authority who respondents would recognize as a 

gatekeeper for access to state services within their communities. While Peul perceptions of 

discrimination tend to focus on the central government, the sous-préfet is still a representative of 

that government. We are agnostic as to whether Peul respondents are more likely to comply with 

an advisory from the sous-préfet over the president. We expect Soussou and Malinke 

respondents to demonstrate no such difference. 



 

 17 

The traditional leader is a hereditary chief in a local area. Historically, chiefs in Guinea 

began to lose their influence as a result of their collusion with French colonial administrators. 

After independence, President Sekou Touré abolished the chief as an official government 

representative, further accelerating the decline of their authority (Koter 2016). We expect the 

traditional leader to have no advantage in instilling compliance compared to the president for 

respondents from any ethnic group. 

The religious leader is typically an imam in the local context because approximately 85% 

of Guineans of all ethnicities are Muslim. The influence of religious leaders has oscillated over 

time, as President Sekou Touré initially attacked Muslim leaders for failing to conform to his 

political goals (Koter 2016) and then sought their support at other times. In our pre-analysis plan, 

we anticipated no difference in compliance between the president and the religious leader among 

Peul and non-Peul respondents.  

The United Nations foreign representative serves as a stand-in for the international 

community in the analysis. Donors and policymakers justify funding international organizations 

to implement emergency relief by citing their independence, neutrality, and impartiality relative 

to host-country institutions. Our pre-analysis plan is agnostic to differences in compliance across 

ethnic groups in responding to the UN representative.  

 

Ethnic and Political Measures 

The survey included supplementary non-experimental questions aimed at gaining insight 

on the mechanisms by which ethnicity may condition responses to different authority types.  

Ethnic identification is a coded on a 1-5 scale to reflect the salience of a respondent’s 

ethnic identity. The question asks respondents whether they feel more Guinean or more as a 
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member of their ethnic group. Higher numbers reflect greater ethnic identification. This question 

was asked post-treatment. 

Ethnic discrimination is coded on a 1-7 scale to measure a respondent’s perception of the 

extent to which their ethnic group is treated unjustly by the government. Higher numbers 

indicate a greater sense of discrimination. This question was asked post-treatment. 

Government trust is an index coded on 1-4 scale to indicate the extent to which a 

respondent trusts core government institutions. This is an unweighted additive index that 

averages responses to questions about trust in the president, the sous-préfet, and the commune 

council. Higher numbers indicate greater trust. These questions were asked pre-treatment. 

Health system effectiveness is an index coded on a 1-4 scale to reflect perceived state 

effectiveness in responding to disease. It is an unweighted additive index that averages responses 

to questions about the effectiveness in eradicating the three most common diseases found in the 

sample: malaria, measles, and tuberculosis. Higher numbers indicate greater perceived 

effectiveness. This question was asked post-treatment. 

Descriptive statistics are reported in Appendix Table 2. Appendix Table 3 confirms that 

respondents assigned to the five treatment conditions are comparable, as difference-of-means 

tests indicate that there are no statistically significant differences across treatments. 

 

Statistical Analysis 

We take an intention-to-treat approach in assessing the extent to which ethnicity 

conditions compliance with a public health advisory from different authority sources. We use 

ordinary least squares (OLS) regression to estimate the causal effect of the treatments. Since 

treatment assignment is random, the coefficients for the treatment conditions should correspond 
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to the causal effect among the population in the study (Duflo 2007). We specifically assess 

whether there are statistically significant differences between the effects of the president 

treatment, which we employ as a baseline, and each of the other authority types. Regression 

models are estimated for ethnic groups separately — rather than pooled and analyzed through 

interactions — because a Chow test (Chow 1960) confirms that coefficients are statistically 

different across groups.10 Supplementary analyses, specified in our pre-analysis plan, include 

pre-treatment controls for demographic factors such as rural residence, gender, and age.11  

To explore potential mechanisms linking ethnicity to compliance, we examine responses 

to non-experimental questions that provide insight on how ethnicity conditions the relationship 

of respondents with government. We use OLS regression to examine how Peul respondents 

compare to Soussou and Malinke respondents in terms of ethnic identification, ethnic 

discrimination, trust in government, and health system effectiveness. We then examine how 

perceptions of ethnic discrimination condition one aspect of state reputation, that is, the extent to 

which respondents believe different authority types care about them and whether their directions 

should be followed. 

 

Empirical Analysis 

 We present in this section the empirical analysis of compliance outcomes. The results 

show that, on the whole, there are ethnic-based responses to public health advisories from 

different authority types. The fact that such differences emerge across groups is noteworthy 

 

10 The null hypothesis of no difference across groups is rejected for each of the main dependent 

variables: follow advisory (F(14, 973)=2.49, p=0.0018), encourage family (F(14, 969)=2.69, 

p=0.0007), go to clinic for test (F(14, 963)=2.83, p=0.0306). 

11 See Tables 5-7 and 11-13 in the appendix. 
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because three factors associated with our research design should work against establishing any 

statistically significant results. First, to minimize potential distress to respondents, enumerators 

were instructed to emphasize the hypothetical nature of the vignettes before presenting them, 

possibly inducing respondents to discount their importance. Second, the vignettes themselves 

were only two sentences long; each sentence invoked the authority type only once. Third, 

information treatments like the ones employed in this study often produce null results (Dunning 

2019). Respondents thus answered compliance questions after receiving relatively weak 

treatments. 

Table 2 reports the OLS estimation for the three main outcomes: follow the HIV 

advisory, encourage family members to follow HIV advisory, and go to health center for HIV 

test.12 The president is the reference authority in each model, so the constant can be read as the 

mean ethnic group response to the president’s public health advisory. Comparing across models 

in the top panel of Table 2, ethnic group differences become readily apparent: the mean response 

among Peul respondents, who have never had a coethnic in the presidency, is 6.019; it rises by 

nearly a full point to 6.81 among Malinke respondents, who currently have a coethnic in the 

presidency.  

The coefficients reported in Table 2 for the authority treatments reflect the differences in 

means between the corresponding authorities and the president (i.e., the constant).13 For 

example, when considering whether to personally follow a public health advisory, Peul 

respondents appear to give more weight to an advisory from a sous-préfet over the president with 

 

12 Table 4 in the appendix reports differences in means between treatment conditions for each 

ethnic group, which are comparable to the coefficients presented in Table 2.  

13 The results presented in Table 2 are largely comparable to those from a pooled analysis. See 

Tables 5-7 in the appendix for a presentation of this alternate specification.  
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a mean response to the local official that is more than one-third of a point higher. Similarly, the 

mean response among Peul to a religious leader is over half a point higher than to the president. 

The coefficients for these two treatments are positive and statistically significant at conventional 

levels. Peul respondents show no such deference to either the customary leader or the UN 

representative when compared to the president.  

In considering whether to follow an HIV advisory, Soussou and Malinke respondents 

appear to have distinct group-specific patterns in their self-reported reactions to authority figures. 

Soussou respondents, who have been previously represented in the presidency, show no 

preference between the president and other domestic authorities, namely, a sous-préfet, 

customary leader, or religious leader. However, their mean responses to the UN representative 

are significantly higher relative to the president. As would be expected, Malinke respondents 

show no preference for any authority figure over the president, but they do demonstrate a 

systematically higher response to an advisory from the president rather than a religious leader.  

 The middle panel of Table 2 shows that ethnic-specific relationships are magnified when 

respondents are asked to consider encouraging a family member to follow the public health 

advisory. Notably, Peul respondents are consistently more likely to report that they would 

encourage their families to follow an advisory from any other authority over the president. The 

coefficients on the sous-préfet, customary leader, and religious leader treatments are positive and 

statistically significant at the 0.05 level or better. An advisory issued by a sous-préfet is 

associated with mean increase of over 10% on the dependent variable, while one from a religious 

leader does so by nearly 12%. 

When deliberating whether to encourage their own families, Soussou and Malinke 

respondents are generally more responsive to the presidential advisory than their Peul 
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counterparts. Again, the only preference that Soussou respondents demonstrate over the 

president is to follow the UN representative. This coefficient is positive and statistically 

significant at the 0.05 level. Malinke respondents also repeat their preference to encourage 

family to follow a president’s advisory over one from a religious leader. This coefficient is 

negative and statistically significant at the 0.05 level. 

The bottom panel in Table 2 indicates that none of the authority treatments appreciably 

affect respondents’ self-reported likelihood of going to a health center for an HIV test. There are 

almost no systematic differences across treatment conditions for any ethnic group. For Peul 

respondents, the religious leader treatment is significant at the 0.1 level. An advisory from an 

imam rather than the president would increase their mean response by about 5%. More generally, 

the lack of response to most treatments for this specific request — getting tested — may trigger 

other considerations that are more difficult to overcome. This request may, in fact, increase the 

perceived risk of confirming who is vulnerable to HIV, and thus heightening the fear that group 

identities may be stigmatized based on who contracts the disease (Lieberman 2009). 

 Demographic factors seem to play a limited role in influencing self-reported decisions 

whether to follow the HIV advisory, encourage family members to do so, or to go to a health 

center for testing. The effects of rural residence, gender, and age are statistically 

indistinguishable from zero across nearly all models, as reported in the appendix.  
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Table 2. Ethnic Differences in Responses to HIV Public Health Advisory 

 Ethnic Peul 

[No President] 

Ethnic Soussou 

[Past President] 

Ethnic Malinke 

[Current President] 

Dependent variable: Follow HIV advisory 

Sous-préfet 0.377** -0.106 -0.229 

 (0.171) (0.170) (0.271) 

Customary leader 0.227 0.174 -0.210 

 (0.161) (0.186) (0.300) 

Religious leader 0.538*** 0.209 -0.648** 

 (0.164) (0.177) (0.271) 

UN representative 0.116 0.338** -0.339 

 (0.165) (0.171) (0.313) 

Constant 6.019*** 6.299*** 6.810*** 

 (0.116) (0.125) (0.210) 

N 521 344 120 

R2 0.025 0.026 0.053 

Dependent variable: Encourage family members to follow HIV advisory 

Sous-préfet 0.609*** 0.052 -0.229 

 (0.183) (0.187) (0.255) 

Customary leader 0.409** 0.274 -0.260 

 (0.173) (0.204) (0.282) 

Religious leader 0.675*** 0.186 -0.510** 

 (0.176) (0.194) (0.257) 

UN representative 0.336* 0.441** -0.574* 

 (0.178) (0.188) (0.295) 

Constant 5.830*** 6.217*** 6.810*** 

 (0.124) (0.136) (0.197) 

N 517 345 119 

R2 0.034 0.021 0.048 

Dependent variable: Go to health center for HIV test 

Sous-préfet 0.228 -0.049 0.043 

 (0.161) (0.172) (0.228) 

Customary leader 0.179 0.110 -0.074 

 (0.152) (0.188) (0.251) 

Religious leader 0.275* -0.057 -0.317 

 (0.154) (0.179) (0.230) 

UN representative 0.117 0.338* -0.171 

 (0.155) (0.173) (0.262) 

Constant 5.961*** 6.254*** 6.524*** 

 (0.110) (0.126) (0.175) 

N 516 342 117 

R2 0.007 0.022 0.031 
Note: OLS estimation. President is reference authority. Standard errors in parentheses. *** p<0.01, ** 

p<0.05, * p<0.10. 
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Differences in ethnic discrimination and government trust 

To corroborate the findings concerning the relationship between ethnicity and compliance 

with public health advisories, we investigate in Table 3 whether ethnic identity shapes how 

respondents actually perceive their relationship with the state more broadly. Having argued that 

ethnicity is a salient political identity in Guinea that structures how individuals relate to the state, 

we expect Peul respondents, as members of a group long seen as excluded from politics, to 

express a stronger relationship to their ethnicity and less trust in government when compared to 

either Soussou or Malinke respondents. The results in Table 3 confirm these expectations with an 

analysis of non-experimental survey questions.14 Peul respondents not only identify more closely 

with their ethnic identity; they also report less confidence in government and the health system it 

provides. 

The ethnic identification model in Table 3 shows that the coefficients for Soussou and 

Malinke ethnicity are negative and statistically significant at the 0.01 level. If the average Peul 

respondent reports that they weigh both their ethnic and national identities equally, the 

comparable Soussou and Malinke respondent identify more closely with being Guinean than a 

member of their ethnic group. Additionally, the negative coefficients for ethnic Soussou and 

Malinke respondents in the ethnic discrimination model indicate that they systematically 

perceive that their ethnic groups are subjected to less discrimination from the government when 

compared to the perceptions of Peul respondents. 

  

 

 

14 The questions on government trust were asked pre-treatment, but all other outcomes in Table 3 

were asked post-treatment. 
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Table 3. Ethnic Differences in Identification, Discrimination, and Trust 

 Ethnic  

Identification 

Ethnic 

Discrimination 

Government  

Trust 

Health System 

Effectiveness 

Ethnic Soussou  -1.166*** -1.282*** 0.562*** 0.367*** 

 (0.091) (0.157) (0.061) (0.044) 

Ethnic Malinke -0.734*** -2.347*** 0.363*** 0.234*** 

 (0.132) (0.222) (0.088) (0.063) 

Life conditions -0.135*** -0.237*** 0.143*** 0.112*** 

 (0.044) (0.076) (0.030) (0.021) 

Rural 0.194** -0.087 0.160*** 0.003 

 (0.084) (0.142) (0.055) (0.040) 

Woman 0.071 -0.090 0.098* 0.024 

 (0.084) (0.141) (0.055) (0.040) 

Age -0.001 0.003 0.006*** 0.005*** 

 (0.003) (0.005) (0.002) (0.001) 

Constant 3.080*** 5.257*** 1.666*** 2.653*** 

 (0.205) (0.352) (0.139) (0.097) 

     

N 892 787 816 797 

R2 0.173 0.167 0.142 0.133 

Note: OLS estimation. Peul is reference ethnicity. Standard errors in parentheses. *** p<0.01, ** p<0.05, 

* p<0.10. 

 

 Table 3 confirms that Peul respondents generally express less trust in government, as 

represented by the president, the sous-préfet, and the commune council, when compared to 

Soussou and Malinke respondents. Their ethnic group coefficients are positive and statistically 

significant at the 0.01 level. The same holds true for group perceptions of the state-run health 

system. Once again, the Soussou and Malinke coefficients are positive and statistically 

significant at the 0.01 level. Peul respondents, on average, view government efforts to eradicate 

disease as less effective than their Soussou and Malinke counterparts do. Supplementary 
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analyses confirm that family exposure to specific diseases does not affect respondents’ 

perceptions of the health system.15 

Table 4 extends the analysis by examining how perceived ethnic discrimination correlates 

with respondents’ beliefs about a particular aspect of the state’s reputation, namely, whether they 

believe that authority figures care about people like them. Consistent with the prior results, the 

coefficient on ethnic discrimination among Peul respondents is uniformly negative and attains 

statistical significance at the 0.01 level for all authority types. The more ethnic discrimination 

Peul respondents feel, the less likely they are to believe that any authority figure cares about their 

welfare. Conversely, ethnic discrimination is only negatively associated for Soussou respondents 

when they consider customary or religious leaders, less explicitly political authorities. The ethnic 

discrimination variable is never significant for Malinke respondents.16 

 

 

15 See Table 11 in the appendix. 

16 Full results for these models are found in Tables 12-16 in the appendix. 
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Table 4. Ethnic Discrimination Reduces Authority Type’s Perceived Concern 

 Ethnic Peul 

[No President] 

Ethnic Soussou 

[Past President] 

Ethnic Malinke 

[Current President] 

 

Dependent variable: President cares about people like me 

Ethnic discrimination -0.298*** -0.082 -0.118 

 (0.048) (0.062) (0.151) 

Dependent variable: Sous-préfet cares about people like me 

Ethnic discrimination -0.156*** -0.079 -0.024 

 (0.039) (0.058) (0.141) 

Dependent variable: Customary leader cares about people like me 

Ethnic discrimination -0.126*** -0.169*** -0.076 

 (0.031) (0.042) (0.112) 

Dependent variable: Religious leader cares about people like me 

Ethnic discrimination -0.088*** -0.171*** -0.088 

 (0.027) (0.043) (0.102) 

Dependent variable: UN representative cares about people like me 

Ethnic discrimination -0.109*** 0.045 -0.052 

 (0.038) (0.056) (0.136) 

    
Note: OLS estimation. Controls include life conditions, rural, woman, and age. Standard errors in 

parentheses. *** p<0.01, ** p<0.05, * p<0.10. 

 

 

Table 5. Ethnic Discrimination Reduces Compliance with Authority Type 

 Ethnic Peul 

[No President] 

Ethnic Soussou 

[Past President] 

Ethnic Malinke 

[Current President] 

 

Dependent variable: President’s directions should always be followed 

Ethnic discrimination -0.188*** -0.114*** -0.106 

 (0.042) (0.040) (0.112) 

Dependent variable: Sous-préfet’s directions should always be followed 

Ethnic discrimination -0.115*** -0.092** 0.086 

 (0.030) (0.043) (0.112) 

Dependent variable: Customary leader’s directions should always be followed 

Ethnic discrimination -0.043 -0.113*** -0.025 

 (0.027) (0.035) (0.097) 

Dependent variable: Religious leader’s directions should always be followed 

Ethnic discrimination -0.027 -0.091*** -0.067 

 (0.023) (0.034) (0.073) 

Dependent variable: UN representative’s directions should always be followed 

Ethnic discrimination -0.118*** 0.039 0.106 

 (0.036) (0.045) (0.122) 

    
Note: OLS estimation. Controls include life conditions, rural, woman, and age. Standard errors in 

parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
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Table 5 further shows how perceived ethnic discrimination correlates with respondent 

support for the proposition that people should “always” follow an authority’s recommendation. 

For Peul respondents, ethnic discrimination is negatively associated with such a statement for the 

president, the sous-préfet, and the United Nations. Discrimination has no such relationship 

among Peul for explicitly non-political authorities, the customary or religious leader. Higher 

levels of ethnic discrimination among Soussou respondents are also negatively associated with 

the idea that directions should be followed from the president, sous-préfet, customary leader, or 

religious leader. However, as before, the ethnic discrimination variable is never significant for 

Malinke respondents.17 

 

Conclusion 

Scholars and policymakers need to understand why national and international measures 

often fail to contain public health emergencies. These failures are consequential; lives hang in 

the balance. Conventional approaches to improving policy responses to disease typically stress 

reinforcing the capacity of health systems and rebuilding trust in government, particularly in 

countries with weak state capacity. But the findings presented here suggest that a trust-promotion 

strategy aimed at an undifferentiated mass public is unlikely to succeed. While citizens who feel 

that their particular identity groups are represented in government may respond positively to a 

trust-promotion campaign, members of historically marginalized groups are unlikely to be easily 

persuaded by generic messages encouraging trust in a state that has never served their interests. 

In such cases, trust campaigns may have effects contrary to those they intend: marginalized 

groups may refuse to comply due to mistrust in the messenger, not the message.  

 

17 Full results for these models are found in Tables 17-21 in the appendix. 
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Our study has implications for emergency settings beyond public health. As the 

experience of climate change illustrates, the effects of natural disasters and manmade 

emergencies are experienced most acutely by poor and marginalized communities (United 

Nations 2016). These communities are often justifiably skeptical of state intervention (Cordasco 

et al. 2007). This skepticism facilitates the spread rumors of state-sponsorship and targeting 

(Vinck et al. 2019). More research is needed to identify trusted sources of authority and best 

practices to adapt public communication efforts in contexts where trust cannot be assumed and 

must be earned.   

An emerging consensus suggests alternative sources of authority, such as  non-

governmental or international organizations, may be more effective in containing misinformation 

during epidemics. The findings presented here nuance this claim; we find that international 

actors do not necessarily possess greater credibility in the eyes of citizens. While international 

organizations and NGOs tend to see themselves as neutral actors who help to provide essential 

services where the state cannot, respondents in this study never preferred an advisory from an 

international organization. Indeed, although respondents belonging to the politically 

marginalized group in our study often preferred to follow an advisory from someone other than 

the president, they never expressed a preference for the representative from the United Nations. 

Moreover, those who feel discriminated by the state are also less likely to believe that the United 

Nations cares about them or that they should follow their recommendations. Another 

international organization may have induced different results. They indicate, nevertheless, that 

citizens may not necessarily see international organizations as impartial or neutral actors, 

particularly when these organizations partner with the state to provide or extend life-saving 

services.  
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Appendix Figure 1. Perceived Ethnic Discrimination by Government (Afrobarometer) 
 
Afrobarometer: How frequently is your ethnic group treated unjustly by government?  
 

 
 
 
 
  



 
Appendix Figure 2. Trust in Government Institutions by Ethnic Group (Afrobarometer) 
 
Afrobarometer: Do you trust the following institutions? 
 
A. President 

 
 
  



 
 
B. Police 
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Description 1. Survey Administration 
 
The survey was conducted in Kindia and Labé prefectures of Guinea in June and July 2016. (See 
Appendix Figure 3 for a map of Guinea and prefecture locations.) Selecting Kindia and Labé 
prefectures as study sites ensures variation in levels of trust in, and interaction with, state 
authorities among ethnic groups with distinct political histories: Malinke (current coethnic 
president); Soussou (former coethnic president); and Peul (no coethnic president since 
independence). In Kindia prefecture, 65% of respondents are Soussou and 17% are Malinke. In 
Labé prefecture, 89% of respondents are Peul. In both Kindia and Labé, the prefectural capital 
serves as an administrative and commercial center, surrounded by rural villages. This variation 
within prefectures allows for the analysis of differences between urban and rural populations. 
 
Survey interviews were evenly divided between the two prefectures. Each prefectural sample 
was further split to vary urban and rural conditions. To construct the urban sample in each 
prefecture, six neighborhoods were randomly selected from a list of all neighborhoods to be 
surveyed. To construct the rural sample in each prefecture, six sub-prefectures were randomly 
selected from a list of all possible sub-prefectures, excluding the city center. In Kindia, 46% of 
respondents were recruited from the urban center and 54% were recruited from surrounding 
villages. In Labé, the sample was evenly divided between urban and rural respondents.  
 
Once rural villages and urban neighborhoods were chosen, enumerators selected respondents 
based on a random walk protocol modeled after the Afrobarometer for household survey 
sampling. Enumerators worked with community members to identify landmarks such as 
mosques, market squares, and government offices to use as starting points for executing the 
random walk protocol. Enumerators altered the gender of the respondent selected every other 
household. Once a household was selected, the enumerator requested a list of either all of the 
men or all of the women in the household. The enumerator would use the list to randomly select 
a household member to be interviewed. Only those who were of legal voting age and were 
permanent members of the household were eligible to participate. Enumerators provided 
respondents the option to carry out the survey in French, Malinke, Pulaar, or Soussou. French is 
the official administrative language of Guinea, while Malinke, Pulaar, and Soussou are the 
languages spoken by the three largest ethnic groups in Guinea. 
 
Respondents who consented to participate were given a pre-treatment survey concerning 
descriptive characteristics, including age, ethnic identity, and living conditions. Respondents 
were then randomly assigned to one of five experimental conditions. The probability of 
assignment into the experimental conditions was equal across all conditions. After completing 
the interview, enumerators debriefed respondents about the fictional nature of the vignette and 
the realities of HIV/AIDS. The survey was carried out using electronic tablets. 
 
 
 
  



Appendix Figure 3. Surveyed Prefectures in Guinea 

 
 
 

  



 
Appendix Table 1. Ethnic Differences in Reported Disease Prevalence 

 Ethnic Peul 
[No President] 

Ethnic Malinke 
[Current President] 

Difference in 
Means 

Cholera 0.019 0.025 -0.006 
Ebola 0.010 0.000 0.010 
HIV 0.020 0.010 0.010 
Malaria 0.901 0.925 -0.024 
Measles 0.322 0.400 -0.078 
Meningitis 0.094 0.076 0.018 
Tuberculosis 0.109 0.051 0.058* 

 Ethnic Peul 
[No President] 

Ethnic Soussou 
[Past President] 

Difference in 
Means 

Cholera 0.019 0.009 0.011 
Ebola 0.010 0.009 0.001 
HIV 0.020 0.003 0.017* 
Malaria 0.901 0.925 -0.025 
Measles 0.322 0.444 -0.122*** 
Meningitis 0.094 0.081 0.013 
Tuberculosis 0.109 0.080 0.029 

 Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Difference in 
Means 

Cholera 0.009 0.025 -0.016 
Ebola 0.009 0.000 0.009 
HIV 0.003 0.010 -0.007 
Malaria 0.925 0.925 0.000 
Measles 0.444 0.400 0.044 
Meningitis 0.081 0.076 0.004 
Tuberculosis 0.080 0.051 0.029 

Note: Cells report proportion answering yes to the question: Over the past 12 months, did anyone in your 
family suffer from [disease]? The differences in means are based on standard two-tailed t tests. 
***p<0.01, **p<0.05, *p<0.10. 
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Appendix Table 2. Descriptive Statistics 
 Mean SD Min Max N 
Follow HIV advisory 6.346 1.122 1 7 988 
Encourage family to follow HIV advisory 6.325 1.203 1 7 984 
Go to health center for HIV test 6.227 1.061 1 7 978 
Believes president cares 4.989 2.031 1 7 971 
Believes sous-préfet cares 5.221 1.790 1 7 963 
Believes customary leader cares 5.975 1.369 1 7 965 
Believes religious leader cares 6.229 1.324 1 7 968 
Believes UN representative cares 5.477 1.672 1 7 930 
Follows president’s recommendation 5.653 1.582 1 7 976 
Follows sous-préfet’s recommendation 5.769 1.318 1 7 962 
Follows customary leader’s recommendation 6.142 1.113 1 7 974 
Follows religious leader’s recommendation 6.430 1.022 1 7 970 
Follows UN representative’s recommendation 5.721 1.440 1 7 943 
Ethnic identification 2.162 1.365 1 5 932 
Ethnic discrimination 3.717 2.141 1 7 827 
Ethnic Peul 0.526  0 1 999 
Ethnic Soussou 0.349  0 1 999 
Ethnic Malinke 0.121  0 1 999 
Government trust  2.778 0.842 1 4 850 
Health system effectiveness  3.405 0.595 1 4 836 
Life conditions 3.431 0.935 1 5 996 
Rural 0.480  0 1 993 
Woman 0.501  0 1 993 
Age 37.705 15.482 18 90 968 
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Appendix Table 3. Covariate Balance 
 President Sous-Préfet Difference of 

Means 
Ethnic Peul 0.533 0.453 0.079 
Ethnic Soussou 0.352 0.394 -0.042 
Ethnic Malinke 0.106 0.153 -0.047 
Ethnic identification 2.011 2.071 -0.060 
Ethnic discrimination 3.852 3.622 0.230 
Government trust  2.838 2.679 0.160* 
Health system effectiveness  3.437 3.462 -0.026 
Life conditions 3.465 3.429 0.036 
Rural 0.480 0.468 0.012 
Woman 0.462 0.498 -0.035 
Age 37.460 38.548 -1.087 

 President Customary 
Leader 

Difference of 
Means 

Ethnic Peul 0.533 0.597 -0.064 
Ethnic Soussou 0.352 0.288 0.064 
Ethnic Malinke 0.106 0.110 -0.004 
Ethnic identification 2.011 2.221 -0.210 
Ethnic discrimination 3.852 3.792 0.059 
Government trust  2.838 2.756 0.082 
Health system effectiveness  3.437 3.335 0.102 
Life conditions 3.465 3.384 0.080 
Rural 0.480 0.466 0.014 
Woman 0.462 0.489 -0.027 
Age 37.460 36.135 1.325 

 President Religious 
Leader 

Difference of 
Means 

Ethnic Peul 0.533 0.522 0.011 
Ethnic Soussou 0.352 0.327 0.025 
Ethnic Malinke 0.106 0.151 -0.046 
Ethnic identification 2.011 2.234 -0.224 
Ethnic discrimination 3.852 3.695 0.156 
Government trust  2.838 2.766 0.073 
Health system effectiveness  3.437 3.324 0.114* 
Life conditions 3.465 3.426 0.038 
Rural 0.480 0.453 0.027 
Woman 0.462 0.517 -0.055 
Age 37.460 37.167 0.294 
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Appendix Table 3. Covariate Balance (continued) 
 President UN 

Representative 
Difference of 

Means 
Ethnic Peul 0.533 0.527 0.005 
Ethnic Soussou 0.352 0.383 -0.031 
Ethnic Malinke 0.106 0.085 0.021 
Ethnic identification 2.011 2.273 -0.262* 
Ethnic discrimination 3.852 3.631 0.221 
Government trust  2.838 2.845 -0.006 
Health system effectiveness  3.437 3.463 -0.026 
Life conditions 3.465 3.448 0.017 
Rural 0.480 0.535 -0.055 
Woman 0.462 0.535 -0.073 
Age 37.460 39.102 -1.641 

Note: The table compares mean values across treatment conditions. The difference in means is based on 
two-tailed tests. The differences in means are based on standard two-tailed t tests. ***p<0.01, **p<0.05, 
*p<0.10. 
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Appendix Table 4. Ethnic Differences in Responses to HIV Public Health Advisory  
 Ethnic Peul 

[No President] 
Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Follow HIV advisory    
President vs. sous-préfet -0.377** 0.106 0.229 
President vs. customary leader -0.227 -0.174 0.210 
President vs. religious leader -0.538*** -0.209 0.648* 
President vs. UN representative -0.116 -0.338** 0.339** 
     
Encourage family members to follow HIV advisory  
President vs. sous-préfet -0.609*** -0.052 0.229 
President vs. customary leader -0.409** -0.274 0.260 
President vs. religious leader -0.675*** -0.186 0.510* 
President vs. UN representative -0.337 -0.441** 0.574** 
    
Go to health center for HIV test 
President vs. sous-préfet -0.228 0.049 -0.043 
President vs. customary leader -0.180 -0.110 0.074 
President vs. religious leader -0.275* 0.057 0.317 
President vs. UN representative -0.117 -0.338** 0.171 

Note: Cells report mean differences between treatment conditions based on two-tailed t-tests. ***p<0.01, 
**p<0.05, *p<0.10.   
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Appendix Table 5. Follow HIV Advisory: Pooled Analysis  
   

Sous-préfet 0.145 0.124 
 (0.113) (0.115) 
Customary leader 0.153 0.144 
 (0.114) (0.117) 
Religious leader 0.280** 0.269** 
 (0.112) (0.115) 
UN representative 0.147 0.120 
 (0.113) (0.116) 
Rural  -0.007 
  (0.073) 
Woman  -0.027 
  (0.074) 
Age  0.007*** 
  (0.002) 
Constant 6.200*** 5.944*** 
 (0.080) (0.135) 
   
N 988 947 
R2 0.006 0.016 

Note: OLS estimation. President is reference authority. Standard errors in parentheses. *** p<0.01, ** 
p<0.05, * p<0.10. 
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Appendix Table 6. Encourage Family Members to Follow HIV Advisory: Pooled Analysis  

   
Sous-préfet 0.324*** 0.310** 
 (0.120) (0.123) 
Customary leader 0.278** 0.282** 
 (0.122) (0.126) 
Religious leader 0.370*** 0.360*** 
 (0.120) (0.124) 
UN representative 0.296** 0.281** 
 (0.121) (0.124) 
Rural  -0.037 
  (0.079) 
Woman  -0.024 
  (0.080) 
Age  0.003 
  (0.003) 
Constant 6.071*** 5.984*** 
 (0.085) (0.145) 
   
N 984 943 
R2 0.324*** 0.310** 

Note: OLS estimation. President is reference authority. Standard errors in parentheses. *** p<0.01, ** 
p<0.05, * p<0.10. 
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Appendix Table 7. Go to Health Center for HIV Test: Pooled Analysis  

   
Sous-préfet 0.128 0.105 
 (0.108) (0.108) 
Customary leader 0.107 0.116 
 (0.109) (0.110) 
Religious leader 0.094 0.085 
 (0.107) (0.109) 
UN representative 0.180* 0.165 
 (0.108) (0.109) 
Rural  -0.063 
  (0.069) 
Woman  -0.012 
  (0.070) 
Age  0.007*** 
  (0.002) 
Constant 6.125*** 5.903*** 
 (0.077) (0.127) 
   
N 978 937 
R2 0.003 0.014 

Note: OLS estimation. President is reference authority. Standard errors in parentheses. *** p<0.01, ** 
p<0.05, * p<0.10. 
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Appendix Table 8. Follow HIV Advisory with Ethnic Dummy Variables  

  
Ethnic Soussou 0.280 
 (0.173) 
Ethnic Malinke 0.791*** 
 (0.265) 
Sous-préfet 0.377** 
 (0.158) 
Sous-préfet × Ethnic Soussou -0.483** 
 (0.244) 
Sous-préfet × Ethnic Malinke -0.606* 
 (0.352) 
Customary leader 0.233 
 (0.149) 
Customary leader × Ethnic Soussou -0.059 
 (0.251) 
Customary leader × Ethnic Malinke -0.443 
 (0.378) 
Religious leader 0.538*** 
 (0.152) 
Religious leader × Ethnic Soussou -0.329 
 (0.245) 
Religious leader × Ethnic Malinke -1.186*** 
 (0.349) 
UN representative 0.096 
 (0.153) 
UN representative × Ethnic Soussou 0.242 
 (0.240) 
UN representative × Ethnic Malinke -0.435 
 (0.393) 
Constant 6.019*** 
 (0.107) 
  
N 988 
R2 0.035 

Note: OLS estimation. President is reference authority, and Peul is reference ethnic group. Standard errors 
in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
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Appendix Table 9. Encourage Family Members to Follow HIV Advisory with Ethnic 
Dummy Variables  

  
Ethnic Soussou 0.386** 
 (0.184) 
Ethnic Malinke 0.978*** 
 (0.284) 
Sous-préfet 0.608*** 
 (0.169) 
Sous-préfet × Ethnic Soussou -0.556** 
 (0.259) 
Sous-préfet × Ethnic Malinke -0.837** 
 (0.376) 
Customary leader 0.414*** 
 (0.160) 
Customary leader × Ethnic Soussou -0.140 
 (0.268) 
Customary leader × Ethnic Malinke -0.673* 
 (0.404) 
Religious leader 0.673*** 
 (0.163) 
Religious leader × Ethnic Soussou -0.487* 
 (0.261) 
Religious leader × Ethnic Malinke -1.183*** 
 (0.376) 
UN representative 0.343** 
 (0.164) 
UN representative × Ethnic Soussou 0.098 
 (0.257) 
UN representative × Ethnic Malinke -0.917** 
 (0.421) 
Constant 5.832*** 
 (0.115) 
  
N 984 
R2 0.037 

Note: OLS estimation. President is reference authority, and Peul is reference ethnic group. Standard errors 
in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
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Appendix Table 10. Go to Health Center for HIV Test with Ethnic Dummy Variables  

  
Ethnic Soussou 0.292* 
 (0.165) 
Ethnic Malinke 0.562** 
 (0.252) 
Sous-préfet 0.227 
 (0.152) 
Sous-préfet × Ethnic Soussou -0.276 
 (0.232) 
Sous-préfet × Ethnic Malinke -0.184 
 (0.336) 
Customary leader 0.169 
 (0.143) 
Customary leader × Ethnic Soussou -0.059 
 (0.239) 
Customary leader × Ethnic Malinke -0.243 
 (0.359) 
Religious leader 0.274* 
 (0.146) 
Religious leader × Ethnic Soussou -0.331 
 (0.234) 
Religious leader × Ethnic Malinke -0.591* 
 (0.335) 
UN representative 0.125 
 (0.146) 
UN representative × Ethnic Soussou 0.213 
 (0.229) 
UN representative × Ethnic Malinke -0.296 
 (0.374) 
Constant 5.962*** 
 (0.103) 
  
N 978 
R2 0.026 

Note: OLS estimation. President is reference authority, and Peul is reference ethnic group. Standard errors 
in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
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Appendix Table 11. Follow HIV Advisory with Controls 

 Ethnic Peul 
[No President] 

Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Sous-préfet 0.409** -0.192 -0.239 
 (0.175) (0.168) (0.284) 
Customary leader 0.258 0.074 -0.163 
 (0.167) (0.186) (0.323) 
Religious leader 0.560*** 0.182 -0.644** 
 (0.170) (0.176) (0.284) 
UN representative 0.138 0.244 -0.334 
 (0.169) (0.172) (0.325) 
Life conditions 0.160*** 0.170*** 0.021 
 (0.056) (0.060) (0.124) 
Rural 0.034 -0.020 -0.003 
 (0.109) (0.110) (0.212) 
Woman -0.029 -0.103 0.061 
 (0.109) (0.113) (0.186) 
Age 0.006 0.007** 0.010 
 (0.004) (0.003) (0.006) 
Constant 5.223*** 5.567*** 6.302*** 
 (0.272) (0.305) (0.615) 
    
N 500 326 116 
R2 0.046 0.062 0.070 

Note: OLS estimation. President is reference authority. Standard errors in parentheses. *** p<0.01, ** 
p<0.05, * p<0.10. 
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Appendix Table 12. Encourage Family Members to Follow HIV Advisory with Controls 
 Ethnic Peul 

[No President] 
Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Sous-préfet 0.636*** -0.017 -0.233 
 (0.189) (0.189) (0.263) 
Customary leader 0.466** 0.173 -0.201 
 (0.181) (0.210) (0.300) 
Religious leader 0.693*** 0.149 -0.464* 
 (0.185) (0.198) (0.266) 
UN representative 0.345* 0.403** -0.592* 
 (0.183) (0.194) (0.302) 
Life conditions 0.087 0.081 0.188 
 (0.062) (0.068) (0.115) 
Rural -0.028 -0.086 0.326 
 (0.118) (0.125) (0.197) 
Woman 0.009 -0.114 0.020 
 (0.118) (0.127) (0.173) 
Age 0.002 0.001 0.004 
 (0.004) (0.004) (0.006) 
Constant 5.417*** 6.052*** 5.835*** 
 (0.298) (0.347) (0.571) 
    
N 496 327 115 
R2 0.040 0.028 0.089 

Note: OLS estimation. President is reference authority. Standard errors in parentheses. *** p<0.01, ** 
p<0.05, * p<0.10. 
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Appendix Table 13. Go to Health Center for HIV Test with Controls 
 Ethnic Peul 

[No President] 
Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Sous-préfet 0.254 -0.128 0.051 
 (0.161) (0.171) (0.236) 
Customary leader 0.245 -0.002 -0.124 
 (0.154) (0.190) (0.266) 
Religious leader 0.297* -0.082 -0.268 
 (0.157) (0.180) (0.237) 
UN representative 0.145 0.284 -0.171 
 (0.156) (0.175) (0.268) 
Life conditions 0.174*** 0.131** 0.077 
 (0.052) (0.061) (0.105) 
Rural -0.029 -0.086 0.210 
 (0.100) (0.113) (0.178) 
Woman -0.014 -0.151 0.290* 
 (0.100) (0.115) (0.156) 
Age 0.007** 0.005 -0.001 
 (0.004) (0.004) (0.005) 
Constant 5.081*** 5.773*** 6.082*** 
 (0.253) (0.310) (0.513) 
    
N 495 324 113 
R2 0.042 0.051 0.069 

Note: OLS estimation. President is reference authority. Standard errors in parentheses. *** p<0.01, ** 
p<0.05, * p<0.10. 
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Appendix Table 14. Ethnic Differences in Identification, Discrimination, and Trust with 
Disease Controls 
 Ethnic  

Identification 
Ethnic 

Discrimination 
Government  

Trust 
Health System 
Effectiveness 

Ethnic Soussou  -1.166*** -1.282*** 0.562*** 0.361*** 
 (0.091) (0.157) (0.061) (0.049) 
Ethnic Malinke -0.734*** -2.347*** 0.363*** 0.255*** 
 (0.132) (0.222) (0.088) (0.072) 
Life conditions -0.135*** -0.237*** 0.143*** 0.109*** 
 (0.044) (0.076) (0.030) (0.023) 
Rural 0.194** -0.087 0.160*** 0.011 
 (0.084) (0.142) (0.055) (0.045) 
Woman 0.071 -0.090 0.098* 0.032 
 (0.084) (0.141) (0.055) (0.045) 
Age -0.001 0.003 0.006*** 0.005*** 
 (0.003) (0.005) (0.002) (0.001) 
Cholera    -0.488** 
    (0.200) 
Ebola    -0.314 
    (0.244) 
HIV    0.283 
    (0.204) 
Malaria    -0.064 
    (0.077) 
Measles    0.013 
    (0.047) 
Meningitis    0.039 
    (0.086) 
Tuberculosis    0.010 
    (0.080) 
Constant 3.080*** 5.257*** 1.666*** 2.712*** 
 (0.205) (0.352) (0.139) (0.128) 
     
N 892 787 816 666 
R2 0.173 0.167 0.142 0.136 

Note: OLS estimation. Peul is reference ethnicity. Standard errors in parentheses. *** p<0.01, ** p<0.05, 
* p<0.10. 
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Appendix Table 15. Ethnic Discrimination and Perceived Care by President 
 Ethnic Peul 

[No President] 
Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.298*** -0.082 -0.118 
 (0.048) (0.062) (0.151) 
Life conditions 0.208** 0.187 0.096 
 (0.098) (0.148) (0.259) 
Rural -0.359* -0.104 -0.177 
 (0.188) (0.257) (0.469) 
Woman -0.195 0.177 -0.010 
 (0.190) (0.261) (0.409) 
Age 0.002 0.002 0.016 
 (0.007) (0.008) (0.014) 
Constant 5.739*** 4.493*** 4.800*** 
 (0.489) (0.759) (1.272) 
    
N 419 249 100 
R2 0.109 0.020 0.030 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
 
 
 
 
Appendix Table 16. Ethnic Discrimination and Perceived Care by Sous-préfet 

 Ethnic Peul 
[No President] 

Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.156*** -0.079 -0.024 
 (0.039) (0.058) (0.141) 
Life conditions 0.233*** 0.169 0.257 
 (0.080) (0.138) (0.237) 
Rural -0.014 0.669*** -0.535 
 (0.152) (0.240) (0.430) 
Woman -0.080 0.310 -0.028 
 (0.154) (0.243) (0.378) 
Age -0.004 0.004 0.009 
 (0.005) (0.008) (0.013) 
Constant 5.498*** 3.970*** 4.320*** 
 (0.400) (0.713) (1.164) 
    
N 415 250 99 
R2 0.062 0.053 0.037 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
 
 
  



 20 

 
Appendix Table 17. Ethnic Discrimination and Perceived Care by Customary Leader 

 Ethnic Peul 
[No President] 

Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.126*** -0.169*** -0.076 
 (0.031) (0.042) (0.112) 
Life conditions 0.083 0.252** 0.249 
 (0.063) (0.100) (0.187) 
Rural 0.138 0.183 -0.751** 
 (0.119) (0.176) (0.343) 
Woman 0.023 0.024 -0.068 
 (0.120) (0.178) (0.299) 
Age -0.001 0.002 0.015 
 (0.004) (0.006) (0.010) 
Constant 6.273*** 5.422*** 4.856*** 
 (0.314) (0.521) (0.918) 
    
N 410 252 98 
R2 0.050 0.105 0.103 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
 
 
 
 
Appendix Table 18. Ethnic Discrimination and Perceived Care by Religious Leader 

 Ethnic Peul 
[No President] 

Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.088*** -0.171*** -0.088 
 (0.027) (0.043) (0.102) 
Life conditions 0.074 0.224** 0.044 
 (0.055) (0.101) (0.172) 
Rural 0.281*** 0.057 -0.527* 
 (0.103) (0.178) (0.311) 
Woman -0.004 0.111 -0.006 
 (0.104) (0.179) (0.274) 
Age -0.003 -0.001 0.006 
 (0.004) (0.006) (0.009) 
Constant 6.545*** 5.817*** 6.209*** 
 (0.272) (0.526) (0.843) 
    
N 412 252 99 
R2 0.051 0.102 0.047 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
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Appendix Table 19. Ethnic Discrimination and Perceived Care by UN Representative 
 Ethnic Peul 

[No President] 
Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.109*** 0.045 -0.052 
 (0.038) (0.056) (0.136) 
Life conditions 0.040 0.030 -0.007 
 (0.078) (0.134) (0.224) 
Rural -0.271* -0.075 -0.007 
 (0.146) (0.236) (0.407) 
Woman -0.176 -0.286 0.226 
 (0.148) (0.239) (0.358) 
Age -0.002 -0.008 -0.005 
 (0.005) (0.007) (0.012) 
Constant 6.182*** 5.683*** 5.806*** 
 (0.392) (0.691) (1.102) 
    
N 399 243 98 
R2 0.033 0.013 0.007 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
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Appendix Table 20. Ethnic Discrimination and Compliance with President 
 Ethnic Peul 

[No President] 
Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.188*** -0.114*** -0.106 
 (0.042) (0.040) (0.112) 
Life conditions 0.250*** 0.165* 0.214 
 (0.087) (0.095) (0.193) 
Rural -0.295* 0.168 0.334 
 (0.165) (0.165) (0.350) 
Woman 0.018 0.009 0.431 
 (0.166) (0.167) (0.305) 
Age 0.014** 0.006 0.016 
 (0.006) (0.005) (0.011) 
Constant 4.873*** 5.430*** 4.509*** 
 (0.431) (0.491) (0.949) 
    
N 419 253 100 
R2 0.088 0.059 0.068 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
 
 
 
 
Appendix Table 21. Ethnic Discrimination and Compliance with Sous-préfet 

 Ethnic Peul 
[No President] 

Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.115*** -0.092** 0.086 
 (0.030) (0.043) (0.112) 
Life conditions 0.225*** 0.260** 0.092 
 (0.062) (0.102) (0.188) 
Rural -0.086 0.456** 0.312 
 (0.117) (0.177) (0.341) 
Woman -0.028 0.106 0.220 
 (0.118) (0.179) (0.300) 
Age 0.011*** 0.005 0.011 
 (0.004) (0.006) (0.010) 
Constant 5.139*** 4.670*** 4.649*** 
 (0.310) (0.528) (0.924) 
    
N 410 250 99 
R2 0.088 0.078 0.028 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
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Appendix Table 22. Ethnic Discrimination and Compliance with Customary Leader 

 Ethnic Peul 
[No President] 

Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.043 -0.113*** -0.025 
 (0.027) (0.035) (0.097) 
Life conditions 0.212*** 0.077 -0.001 
 (0.056) (0.083) (0.163) 
Rural 0.044 0.246* -0.104 
 (0.107) (0.146) (0.291) 
Woman 0.069 0.152 0.189 
 (0.108) (0.148) (0.259) 
Age 0.010*** 0.007 0.009 
 (0.004) (0.005) (0.009) 
Constant 5.134*** 5.731*** 5.864*** 
 (0.280) (0.433) (0.787) 
    
N 415 253 97 
R2 0.064 0.070 0.022 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
 
 
 
 
Appendix Table 23. Ethnic Discrimination and Compliance with Religious Leader 

 Ethnic Peul 
[No President] 

Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.027 -0.091*** -0.067 
 (0.023) (0.034) (0.073) 
Life conditions 0.180*** 0.205** 0.046 
 (0.048) (0.080) (0.123) 
Rural 0.125 0.282** -0.052 
 (0.090) (0.141) (0.223) 
Woman -0.021 0.238* 0.421** 
 (0.091) (0.143) (0.197) 
Age 0.000 0.009* 0.009 
 (0.003) (0.004) (0.007) 
Constant 5.946*** 5.293*** 5.993*** 
 (0.240) (0.416) (0.607) 
    
N 414 251 98 
R2 0.042 0.094 0.072 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
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Appendix Table 24. Ethnic Discrimination and Compliance with UN Representative 
 Ethnic Peul 

[No President] 
Ethnic Soussou 
[Past President] 

Ethnic Malinke 
[Current President] 

Ethnic discrimination -0.118*** 0.039 0.106 
 (0.036) (0.045) (0.122) 
Life conditions 0.021 0.045 -0.139 
 (0.074) (0.106) (0.206) 
Rural -0.159 -0.031 0.533 
 (0.137) (0.186) (0.372) 
Woman 0.046 -0.396** 0.451 
 (0.138) (0.189) (0.331) 
Age 0.008* 0.005 -0.014 
 (0.005) (0.006) (0.011) 
Constant 5.855*** 5.555*** 6.203*** 
 (0.372) (0.552) (1.019) 
    
N 402 247 97 
R2 0.037 0.029 0.082 

Note: OLS estimation. Standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.10. 
 
 
 
 
 
 


	AG_wp_website.pdf
	Ethnic Marginalization and (Non)Compliance
	in Public Health Emergencies
	Leonardo R. Arriola    Allison N. Grossman
	Associate Professor    PhD Candidate
	Department of Political Science  Department of Political Science
	University of California Berkeley  University of California Berkeley
	ABSTRACT
	KEYWORDS
	Ethnicized Trust in the State
	Ethnic Political Marginalization in Guinea
	Research Design and Methods
	Experimental Design
	Dependent Variable: Compliance
	Likelihood of following HIV advisory: Please tell us how likely you would be to follow the recommendation from [the president / the sous-préfet / the imam / the customary leader / a foreign representative from the United Nations].
	Likelihood of encouraging family members to follow HIV advisory:  How likely would you be to encourage a member of your family to follow the recommendation from [the president / the sous-préfet / the imam / the customary leader / a foreign representa...
	Likelihood of going to health center for HIV test: After hearing about this situation, how likely would you be to go to a health clinic and get a free test for HIV/AIDS?
	Experimental Treatments and Expectations
	Statistical Analysis
	Table 2. Ethnic Differences in Responses to HIV Public Health Advisory
	Table 3. Ethnic Differences in Identification, Discrimination, and Trust
	Table 4. Ethnic Discrimination Reduces Authority Type’s Perceived Concern
	Table 5. Ethnic Discrimination Reduces Compliance with Authority Type
	Conclusion
	References
	Afrobarometer Data, Guinea, Round 5, 2015, available at http://www.afrobarometer.org
	Soboslai, John. 2012. “Guinea.” In Mark Juergensmeyer and Wade Clark Roof eds,.  Encyclopedia of Global Religion, Volume 1, Los Angeles: Sage.
	Soumahoro, Souleymane. 2017. "Ethnic Politics and Ebola Response in West Africa." CGD Working Paper 453.

	Arriola_Grossman_JOP_Appendix.pdf

