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Introduction 20 

Much of the public and private burden of diseases is linked to modifiable individual behaviors (1, 21 

2). To improve healthy behaviors, governments use various policies, including providing 22 

information, nudges, and monetary incentives (3-5). Extensive research documents that offering 23 

monetary incentives—i.e., paying people to engage in behaviors that promote good health—can 24 

be a particularly effective policy instrument. For example, randomized controlled trials (RCTs) 25 

find that incentives can boost vaccination uptake (6-10), exercise and healthy eating (11-14), 26 

cancer screening rates (15), and smoking cessation (16, 17). 27 

Despite the demonstrated effectiveness of incentives for health behavior change, such 28 

payments have sparked heated public debates. Although public opposition to safe and effective 29 

policies can hinder the achievement of public health goals (18, 19), evidence on the degree of 30 

public opposition to incentives for healthy behaviors and on the underlying foundations for such 31 

attitudes is lacking. Understanding why policy proposals encounter opposition and identifying the 32 

drivers of policy preferences are crucial for research in all social sciences, public health, and 33 

medicine, as well as for shaping effective public policy. This paper aims to carefully measure and 34 

analyze the foundations of such policy preferences.  35 

We provide evidence from the context of payments for COVID-19 vaccination. This is a 36 

particularly important context, as high vaccination rates are crucial for protecting public health 37 

and are increasingly important in light of rising pandemic risks and the growing emphasis on 38 

pandemic preparedness. However, high vaccination rates are often difficult to achieve, prompting 39 

many countries to consider introducing monetary incentives (20).  40 

Using large-scale studies, we analyze policy attitudes toward monetary incentives in the 41 

Swedish population (N = 3,529) and among Swedish politicians (N = 2,008). We document that 42 

most individuals oppose offering incentives for vaccination, including many who support 43 
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providing information to encourage vaccination. This opposition cannot be explained by beliefs 44 

that incentives are ineffective or cause negative unintended consequences—such as weakening 45 

civic responsibility or lowering perceptions of vaccine safety and efficacy—key concerns that have 46 

been raised in the academic literature (21-33). Participants generally view incentive policies as 47 

effective, and the only negative consequence they expect is that incentives may create feelings of 48 

pressure. However, participants tend to see such incentives as inherently unethical, and it is such 49 

ethical perceptions, and not impact perceptions, that account for much of the public opposition.  50 

We extend the analysis to a large-scale international study conducted in 13 countries (N = 51 

7,057). We find that opposition to monetary incentives for vaccination is not unique to Sweden, 52 

but reflects a broader pattern: across diverse cultural contexts, opposition to incentives is 53 

widespread and, as in the Swedish sample, is driven primarily by ethical concerns rather than by 54 

beliefs about policy impacts. Interestingly, we find substantial cross-population variation in 55 

opposition to incentives, although none of the populations we study exhibits less opposition to the 56 

incentive policy than to the information policy. 57 

Measuring public attitudes toward monetary incentives in the domain of health, and policy 58 

attitudes more generally, is challenging. Using simple unincentivized survey measures, as is 59 

common in the literature (34-38), can be advantageous for introducing the relevant real-world 60 

context, but the hypothetical nature of these methods may introduce noise and biases (39-41). 61 

Moreover, to better understand the basis for support for or opposition to policies, it is important to 62 

understand the precise consequences that individuals expect to result from a policy. However, 63 

measuring beliefs about impacts, which are hard to foresee or quantify, can be particularly 64 

challenging in unincentivized surveys about imprecisely defined policies with complex and 65 

potentially unforeseeable impacts. Furthermore, the policies under consideration should ideally 66 
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align with those studied in RCTs, ensuring that we have complementary measures of public 67 

support and effectiveness for the same policies—key elements for informed policymaking.  68 

To overcome these challenges, we introduce a new method to characterize such preferences 69 

and beliefs in an incentive-compatible way: the Policy Lab. In the Policy Lab, participants from a 70 

relevant sample (policy planners) decide whether to implement real policies that could affect the 71 

behavior of a large group of others with whom an RCT is conducted (policy targets). Planners’ 72 

choices are implemented and have real consequences: Targets are randomly matched to planners, 73 

and policy treatment assignment is determined by planners’ choices. This creates a proper RCT, 74 

but one in which treatment shares reflect planners’ policy preferences, generating data on both 75 

policy effectiveness and public attitudes for a concrete and well-aligned policy. Here, we apply 76 

the Policy Lab approach to the context of monetary incentives for COVID-19 vaccination.  77 

Taken together, our study not only provides insights into public attitudes toward the use of 78 

incentives to promote vaccination, but also makes a broader methodological contribution to the 79 

large literature that uses RCTs to study the effects of interventions on behavior. RCTs are widely 80 

regarded as the most reliable method for identifying feasible and effective policy options (42, 43). 81 

For example, during the COVID-19 pandemic, large-scale RCTs provided valuable insights into 82 

the effectiveness of various policies aimed at increasing vaccination uptake (9, 10, 44-49). 83 

Although understanding the effects of policy interventions is crucial, an often-overlooked 84 

dimension is whether they have public support. Our Policy Lab approach offers a straightforward 85 

method for studying public attitudes toward policies and can be integrated with any RCT, making 86 

it broadly applicable across policy domains, including health, environment, and poverty. 87 

  88 



 

5 
 

Opposition to incentives among the Swedish population and politicians 89 

Opposition to incentives for vaccination in the Swedish general population 90 

We recruited three independent samples of participants that are broadly representative of the entire 91 

Swedish population in terms of age, gender, and region. Participants in Wave 1 (N= 1,004, April 92 

2023), Wave 2 (N= 1,005, December 2023), and Wave 3 (N=1,520, October 2025) were recruited 93 

from the panel of the survey provider Norstat.  94 

In all waves, we implement the Policy Lab approach to measure public attitudes. 95 

Individuals from the above samples serve as policy planners, tasked with deciding whether to offer 96 

payments for vaccination to another group of 100 policy targets. Specifically, policy planners have 97 

the option to incentivize targets with SEK 200 (~ USD 20) to take a shot of a COVID-19 vaccine 98 

within a 30-day timeframe (incentive policy). Previous work shows that offering this amount is 99 

effective in increasing vaccination uptake (9, 20), a result we replicate by comparing vaccination 100 

behavior between targets whose planners assigned them to the incentive policy and those not 101 

assigned to the policy (see SI Section 2.7). 102 

The targets are elderly individuals in Sweden (65 years and above) who have not yet 103 

completed their recommended vaccination schedule. They are recruited separately, through an 104 

invitation to complete a survey that includes exposure to the policy chosen by their assigned policy 105 

planner. Survey data are then linked to administrative records on vaccination uptake, allowing us 106 

to observe whether each target received an additional dose and to compensate them accordingly. 107 

Figure 1 shows substantial opposition, similar across the three waves, toward offering 108 

monetary incentives for COVID-19 vaccination. Across waves, 52.7% of participants choose not 109 

to implement the incentive policy, expressing clear opposition toward incentives. This opposition 110 

appears to be strong: In a subsequent elicitation in Wave 1, 83% of participants who oppose 111 
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incentives are even willing to forgo substantial personal bonus payments to prevent the 112 

implementation of the incentive policy (see Figure SI.2).  113 

Our analysis further reveals that this aversion toward monetary incentives does not reflect 114 

a general opposition to promoting vaccination. To study this, we examine support for a policy that 115 

provides information about the availability of the COVID-19 vaccine (information policy). Figure 116 

1 shows that this policy is generally supported—across the three waves only 21.5% of participants 117 

opt not to assign it, meaning 78.5% choose to encourage vaccination with the information policy. 118 

In stark contrast, the incentive policy is assigned 31.26 percentage points less often (p < 0.001; t 119 

= 35.26; 95% CI: [29.5, 33.0]; see column (1) in Table 1 for details), a difference that is robust 120 

across specifications (see SI Sections 2.2 and 2.4). We interpret this difference as incentive 121 

aversion, indicating opposition directed specifically toward monetary incentives rather than 122 

toward vaccination policies more generally. 123 

Perceived impacts and ethics of incentives 124 

In all three waves, we measure planners’ beliefs about the effects of monetary incentives on 125 

targets’ current and future vaccination uptake, feelings of pressure, moral responsibility to 126 

vaccinate, and safety concerns—outcomes central to a large literature warning that monetary 127 

incentives may have unintended consequences (21-33). We elicit these impact perceptions by 128 

asking planners to predict treatment effects in the RCT conducted with the policy targets. We 129 

further measure planners’ ethical perceptions of vaccination payments.  130 

Figure 2i shows that policy planners believe that incentives are effective, expecting this 131 

policy to produce an 8.9 percentage point increase in vaccination uptake after 30 days. This 132 

estimate aligns with previous evidence (20) and the 6.5 percentage-point effect (p = 0.008) we 133 

document in the RCT with the targets in this paper (SI Section 2.7). Planners also expect that 134 

incentives will increase the share of targets who report feeling pressured to take an additional dose 135 
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of the vaccine—a prediction not supported by previous evidence (10) nor the RCT evidence in this 136 

paper. Contrary to other concerns raised in the literature, participants do not expect incentives to 137 

have negative impacts on targets’ subsequent vaccination uptake or perceptions of moral 138 

responsibility or vaccine safety. Figure 2i further shows that policy planners perceive the 139 

information policy to be less effective—raising vaccination uptake by 5.8 percentage points after 140 

30 days—but also creating less pressure. 141 

Beyond beliefs about impacts, we measure participants’ ethical views of the two policies. 142 

Figure 3i shows that 39.4% of policy planners perceive the incentive policy as unethical, compared 143 

with only 6.4% for the information policy. We further study the foundation of these general ethical 144 

judgments and find that ethical opposition is largely driven by three concerns: infringement upon 145 

autonomy, perceptions of incentives as a form of bribery, and concerns that incentives exploit 146 

vulnerable populations (see SI Section 2.6.5 and 2.6.6 for details).  147 

Explaining opposition to incentives for vaccination 148 

We next study whether perceived impacts and ethical perceptions can explain why there is more 149 

opposition toward direct payments than toward information. We regress each policy planner’s 150 

opposition to a given policy—either the incentive or information policy—on an indicator of 151 

whether the policy involves monetary incentives (see SI Section 2.4.1 for details).  152 

Table 1 shows that opposition toward monetary incentives is largely explained by ethical 153 

perceptions, but not by beliefs about the impacts of monetary incentives. Column (1) replicates the 154 

main result: across all three waves, planners are 31 percentage points less likely to implement the 155 

incentive policy than the information policy. Column (2) adds controls for the five variables 156 

capturing participants’ perceptions of policy impacts. Although adding these controls substantially 157 

increases the 𝑅!, the estimated difference in opposition remains unchanged at 31 percent. Thus, 158 

although heterogeneity of impact perceptions partly explains planners’ policy choices, it cannot 159 
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explain incentive aversion—i.e., the difference in opposition toward the incentive and information 160 

policies. This is because certain perceptions favor incentives over information (e.g., higher 161 

perceived effectiveness of the incentive policy), counteracting others that favor information (e.g., 162 

lower perceived coercion of the information policy).  163 

Column (3) shows that controlling for ethical perceptions accounts for a large share of the 164 

observed incentive aversion, reducing the estimated difference in opposition by about two-thirds 165 

(to 11 percentage points). Another potential reason why people might oppose incentives is 166 

concerns about the costs of such policies. We find that these concerns are minimal and do not 167 

explain the opposition to incentives that we document (see SI Section 2.4.2). In SI Section 2.4, we 168 

provide further results that confirm these insights, including using willingness-to-pay measures for 169 

implementing each policy, non-linear logit panel regressions instead of linear regressions, 170 

analyzing different waves separately, and applying dominance analysis and mediation analysis. 171 

To further understand opposition to incentives, we analyze open-ended responses collected 172 

in Wave 1 on why planners did or did not assign the incentive policy (see SI Section 2.6.6 for 173 

details). Consistent with the results in Table 1, most participants (50.3%) cite ethical concerns as 174 

the primary reason for opposing incentives, whereas substantially fewer mention negative 175 

consequences (10.6%) or cost-related considerations (4.2%). 176 

Opposition to incentives for vaccination among Swedish politicians 177 

Policy design depends not only on public attitudes, but also on the perspectives of policymakers 178 

and politicians who determine what policies are implemented. We collected data to study Swedish 179 

politicians’ attitudes towards offering monetary incentives for COVID-19 vaccination using the 180 

same Policy Lab approach that we used for the Swedish general population.  181 

In December 2023, we recruited a sample of 2,008 participants working as politicians for 182 

either a Swedish municipality or region and elected in the most recent elections (held on November 183 
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2022). We collaborated with Statistics Sweden, which provided politicians’ postal addresses. Each 184 

participant received a physical letter inviting them to take part in the anonymous online survey. 185 

We sent letters to all 10,442 politicians at the municipal and regional level in Sweden, yielding a 186 

response rate of 19.2%. The share of respondents from each political party closely matches the 187 

population averages (see Table SI.4).  188 

Figure 1 shows that politicians exhibit substantial opposition toward using incentives—189 

56.4% of the politicians choose not to implement the incentive policy, while only 13.0% do not 190 

implement the information policy (difference = 43.48 percentage points; p < 0.001; t = 36.38; 95% 191 

CI: [41.1, 45.8]; see Table 1 for details). The remarkable opposition among both the general 192 

population and politician samples suggests that widespread opposition may be a major obstacle to 193 

the introduction of incentive policies. 194 

We intentionally collected Wave 2 of the Swedish general population sample at the same 195 

time as the politician sample, with the aim to compare attitudes across both groups (for a more 196 

detailed comparison, see SI Section 2.5.1). While the difference in absolute opposition to 197 

incentives is rather small (56.4% vs. 53.1%, p = 0.088), the difference in incentive aversion is large 198 

and highly statistically significant (43.5% vs. 32.0%, p < 0.001), mainly due to large differences 199 

in opposition toward information (13.0% vs. 21.1%, p < 0.001). Given that politicians are more 200 

favorable toward intervening to encourage vaccination when using a soft-touch information policy, 201 

we conclude that they are more incentive averse than the general population.  202 

Figure 2ii presents the perceived impacts of the incentive and information policies for 203 

politicians. Impact perceptions for the incentive policies are qualitatively and quantitatively similar 204 

to those in the Swedish general population samples (see also SI Section 2.5.1). However, 205 

politicians are more optimistic about the effects of the information policy than the general 206 

population. They expect substantially larger treatment effects on vaccination uptake and future 207 
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vaccination uptake and believe information to have positive effects on people’s sense of moral 208 

responsibility and safety perceptions. 209 

Figure 3ii shows politicians’ ethical perceptions of the incentive policy. Politicians are 210 

more likely than the general population (from Wave 2) to view incentives as unethical (45.7% vs. 211 

34.9%; OLS, t = 5.74, p < 0.001), and the distributions of these ethical perceptions differ 212 

significantly across the two samples (Wilcoxon rank-sum, z = 2.48, p = 0.013). By contrast, 67.1% 213 

of the general population sample and 82.1% of the politicians perceive the information policy to 214 

be ethical. In SI Section 2.5.1, we show that differences in ethical perceptions between politicians 215 

and the Swedish general population can largely explain differences in opposition towards 216 

incentives between the two samples. In Table 1, columns (5) to (8), we further show that ethical 217 

perceptions—rather than impact perceptions—account for a large share of politicians’ opposition 218 

to incentives, similar to our findings for the general population samples. 219 

Generalizability and robustness of incentive aversion 220 

In each Swedish sample, we collect additional data to test the generalizability and robustness of 221 

our results. 222 

First, Wave 3 focuses on whether opposition to incentives applies to groups that differ in 223 

demographics, political positions, vaccine attitudes, and beliefs about the reasons why targets did 224 

not vaccinate; we collect rich socio-demographic data for this purpose. Figure 4 shows that 225 

substantial opposition to incentives, both in absolute and relative terms, exists across subgroups. 226 

SI Section 2.5.2 show similar results for Waves 1 and 2 and for the politician sample. Opposition 227 

to incentives is thus widespread across subgroups of the population.  228 

Second, in Wave 1, we study how the presence of alternative policies influences support 229 

for a policy of interest (see SI Section 2.6.1 for details). In one policy choice, participants are asked 230 

to select between implementing both a combined information and incentive policy, versus no 231 
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policy. This decreases opposition by 6.9 percentage points, a statistically significant decrease, 232 

compared to opposition toward the incentive policy in the absence of the information policy (p < 233 

0.001). We replicate this finding in Wave 3 (see SI Section 2.6.2 for details). The result suggests 234 

that some of the opposition to an incentive policy can be mitigated by combining it with a more 235 

desirable policy. However, opposition to this combined policy remains high, and clearly higher 236 

than opposition to the information policy alone. In another policy choice, participants are asked to 237 

select between implementing the information policy, the incentive policy, the combined 238 

information and incentive policy, or no policy. When the information policy is available as an 239 

alternative, support for monetary incentives decreases by an additional 3.9 percentage points 240 

(p=0.002), consistent with concerns that “soft-touch” interventions, while attractive for their low 241 

cost and libertarian appeal, may diminish support for more effective but intrusive interventions 242 

(50). 243 

In SI Section 2.6, we further study the generalizability of our results within Sweden. We 244 

document that informing politicians that their choices may be observed by the public does not 245 

impact their reported preferences (SI Section 2.6.7). Moreover, survey items in Wave 2 provide 246 

evidence that people’s opposition to incentives is similar for other types of incentives, such as 247 

cash, tax deductions, grocery vouchers, and foods and drinks, and that incentive aversion may 248 

extend to other types of health behaviors (SI Section 2.6.4). Finally, in SI Section 1.5.1, we discuss 249 

multiple hypothesis testing and show that the results are robust to such adjustments. 250 

Further evidence from 13 countries 251 

To study the extent of opposition toward offering monetary incentives for COVID-19 vaccination 252 

across populations, we collected data using the Policy Lab approach in five European countries 253 

(France, Spain, Poland, Sweden, and the UK) and eight countries outside of Europe (the US, 254 

Mexico, Brazil, Bolivia, South Africa, Nigeria, India, and Japan). This set of diverse countries 255 
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span a wide range of geographic, institutional, cultural, and economic contexts (see SI Section 256 

1.4.1 for details).  257 

In collaboration with Norstat, we recruited a total of 7,057 participants from general 258 

population samples across the countries in January 2026. As Norstat did not have panels in all 259 

countries, they relied on a partner panel provider, Kantar. To ensure comparability across 260 

countries, we requested that Norstat recruit samples through Kantar in all countries, including 261 

Sweden. 262 

The international study followed the structure of the Swedish studies, eliciting policy 263 

attitudes as well as impact and moral perceptions, but using shorter and simplified policy 264 

descriptions and survey wording to improve cross-country comparability. Payments in the 265 

incentive policy were set to the PPP-equivalent of 200 SEK (~20 USD) in the local currency, 266 

rounded to locally natural values (see SI Section 1.4.1 for details). 267 

Figure 5 shows the share of participants who oppose the incentive and information policies 268 

in each country. We observe three main patterns. First, we find substantial opposition to the 269 

incentive policy in almost all countries. The only countries in which fewer than 30% of participants 270 

oppose the incentive policy are India, Nigeria, Brazil, and the US. Second, in every country, 271 

opposition to the incentive policy exceeds opposition to the information policy. We reject the 272 

hypothesis that opposition is the same for the information and incentive policies in every country 273 

except the US (see SI Section 2.4.3, Tables SI.26 to SI.38). As in the Swedish studies, these 274 

findings indicate that opposition is largely driven by concerns specific to monetary incentives. SI 275 

Section 2.5.3 further shows that incentive aversion is widespread across subgroups. Third, the 276 

magnitude of incentive aversion varies considerably across countries. The largest differences 277 

between opposition to the incentive and information policies are observed in Spain, France, and 278 

Sweden, followed by Mexico, Bolivia, Poland, the United Kingdom, and Brazil. Lower—but still 279 
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substantial—levels of incentive aversion are found in Japan, India, and South Africa. By contrast, 280 

incentive aversion is small in Nigeria and statistically indistinguishable from zero in the US. 281 

Turning to perceived impacts, we find patterns similar to those documented in Sweden (see 282 

Figure SI.9). In every country, participants view incentives as more effective than information. 283 

Participants also generally perceive incentives as creating greater pressure, but do not predict 284 

negative effects on perceived vaccine safety or moral responsibility to vaccinate. Notable 285 

exceptions include India and Japan, where information policies are perceived as similarly 286 

pressuring as incentives; Nigeria, where incentives are expected to have more positive effects on 287 

perceived safety and moral obligations than information; and France, where incentives are 288 

expected to reduce perceived vaccine safety and moral responsibility. 289 

The incentive policy is also viewed as less ethically acceptable than the information policy 290 

in every country (see Figure SI.13). We reject equality of the distributions of ethical perceptions 291 

between the two policies at the 1% level in all countries except Nigeria (Wilcoxon signed-rank 292 

tests). We also observe that countries in which incentives are viewed as less ethically acceptable 293 

exhibit higher levels of opposition to the incentive policy. 294 

Finally, consistent with the Swedish findings, perceived impacts do not explain incentive 295 

aversion in any country. By contrast, ethical perceptions explain most of the greater opposition to 296 

incentives in all countries except for the US and Nigeria, where incentive aversion is lowest. 297 

Overall, these results suggest that opposition to monetary incentives for vaccination—298 

driven primarily by ethical concerns rather than worries about negative impacts—is common 299 

across varied global populations, though its magnitude varies substantially. For example, incentive 300 

aversion is particularly pronounced in Europe but markedly lower in the US, which may help 301 

explain why monetary incentives were adopted by many U.S. states following the availability of 302 

COVID-19 vaccines in 2021 (10) but remained uncommon in Europe. Similarly, the low level of 303 
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incentive aversion in Nigeria may help account for the frequent use of monetary payments by non-304 

governmental organizations such as New Incentives to promote vaccination in African countries. 305 

Figure SI.5 shows that, more generally, countries with lower opposition to incentives are also those 306 

in which participants report a greater prevalence of vaccination incentive policies, although this 307 

observation comes from exploratory analysis.  308 

These cross-country differences also highlight the importance of systematically collecting 309 

data on attitudes toward policy interventions: just as the effectiveness of interventions does not 310 

necessarily generalize across contexts, neither does public acceptance. The Policy Lab approach 311 

offers a systematic way to collect such data and to better understand the basis for policy acceptance 312 

across contexts. 313 

Conclusion 314 

Research has demonstrated the effectiveness of offering monetary incentives for promoting health-315 

related behaviors across a wide variety of domains, but such incentive policies are nevertheless 316 

often controversial. There is limited evidence on their public support, which can be critical for 317 

policy adoption. We address this gap by measuring and characterizing public attitudes toward 318 

offering monetary incentives. 319 

Across four large-scale studies in Sweden, we find that both the general population and 320 

politicians oppose policies involving monetary incentives. Using a novel Policy Lab design 321 

measuring policy implementation choices, we show that this opposition is specific to monetary 322 

incentives rather than reflecting general resistance to promoting vaccination, and that it cannot be 323 

explained by beliefs about the impacts of incentive policies. Instead, we find that many individuals 324 

perceive incentive policies as effective but unethical, and these ethical views explain a large part 325 

of the opposition toward incentive policies. Hence, despite public expectations that incentives are 326 

effective—which is supported by empirical evidence—a barrier to their introduction is the 327 
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perception that incentive policies are inherently immoral. Evidence from an international study 328 

across 13 countries shows that this pattern is not unique to Sweden. Opposition to incentives is 329 

widespread across populations and is similarly driven by ethical concerns, although its magnitude 330 

varies substantially.  331 

Our findings suggest that additional evidence on the effectiveness of incentive policies may 332 

do little to increase their acceptance. Instead, improved understanding of the ethical foundations 333 

of this opposition may be necessary to understand when and why such policies gain public 334 

acceptance. A valuable path for future research would be to investigate the underlying foundations 335 

for these ethical views. 336 

Of course, our work has several caveats. While our novel design provides individuals with 337 

choices that potentially influence the policy assigned to another group of target individuals, 338 

generalizing from our findings to actual support for policies adopted by governments requires 339 

caution. We do not observe how people’s attitudes translate into how they vote for politicians or 340 

parties that advocate different approaches to public health. Moreover, the consequential choices 341 

we study are confined to the domain of vaccination, and attitudes toward monetary incentives may 342 

differ for other types of behaviors.  343 

Nevertheless, individuals’ support for public policies is an important determinant of 344 

whether such policies will be implemented and their effectiveness. Understanding opposition to 345 

directly incentivizing health-related behaviors and the basis for such opposition is not just 346 

important for scientific and ethical inquiry, but also crucial for successful policy design and 347 

adoption. This paper takes a first step in this direction and, we hope, creates a valuable new tool 348 

that can guide future research. 349 

  350 
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Methods 351 

Data analysis and preregistration 352 

Our studies investigate attitudes toward offering financial incentives for vaccination, how people 353 

perceive the consequences and ethics of such policies, and which factors shape these attitudes. We 354 

preregistered all studies on OSF (Wave 1: osf.io/qmgxu/; Wave 2 and politician sample: 355 

osf.io/vpxsq/; Wave 3: osf.io/fj9dh/; international study: osf.io/wsnym). The Swedish ethical 356 

review authority (Etikprövningsmyndigheten) and the Human Subjects Committee of the Faculty 357 

of Economics, Business Administration, and Information Technology at the University of Zurich 358 

approved the protocols of the studies (reference numbers 2022-05614-01, 2022-081, 2025-089, 359 

2025-105). All code and data required to reproduce the tables and figures in the manuscript and 360 

the Supplementary Information will be publicly available on a Zenodo repository upon publication.  361 

The analyses in the paper and the SI follow the preregistered analysis plans. We designated 362 

opposition to incentives as the primary analysis, and the analysis of impact and ethical perceptions 363 

as secondary analyses, reflecting the importance of first investigating the existence of opposition 364 

to incentives before examining its determinants. Importantly, for Wave 1, we deviated from the 365 

plan in our approach to quantifying the relationship between perceived impacts and ethics, as 366 

discussed below, as over the course of the study we learned how to improve these analyses. 367 

Importantly, this revised approach was preregistered for all subsequent studies (Waves 2 and 3, 368 

politician sample, and international sample) and the results were successfully replicated 369 

throughout. We provide populated preregistration plans in SI Section 2.8, following 370 

recommendations in Banerjee et al. (51). Across studies and empirical approaches, results are 371 

highly consistent.  372 
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To study attitudes toward incentive policies, we first describe the share of participants who 373 

oppose the incentive policy (Figures 1, 4i and 5). We estimate linear regression models using OLS 374 

with heteroskedasticity-robust standard errors to calculate 95% confidence intervals.  375 

To identify opposition specific to financial incentives, we compare opposition to the 376 

incentive policy with opposition to a benchmark policy, the information policy, that informs 377 

individuals that vaccination is recommended and serves as a measure of general opposition to 378 

vaccination promotion. We construct a dataset in which each participant provides two 379 

observations: one indicating whether they implement the incentive policy and the other one 380 

corresponding to the information policy. We then regress opposition for either of the two policies 381 

on an indicator variable for the financial incentive policy (OLS regression):  382 

 383 

𝑜𝑝𝑝𝑜𝑠𝑒	𝑝𝑜𝑙𝑖𝑐𝑦" = 𝛽# + 𝛽$𝑓𝑖𝑛𝑎𝑛𝑐𝑖𝑎𝑙	𝑖𝑛𝑐𝑒𝑛𝑡𝑖𝑣𝑒𝑠" + 𝜀" 		(1) 384 

 385 

where 𝑜𝑝𝑝𝑜𝑠𝑒	𝑝𝑜𝑙𝑖𝑐𝑦" is an indicator equal to 100 if the policy planner does not assign a policy 386 

and 0 otherwise. We cluster standard errors at the individual level to account for serial correlation 387 

within individuals. The coefficient on the indicator for the financial incentive policy, 𝛽$, gives 388 

incentive aversion (that is, the difference in opposition between the incentive and information 389 

policies). We provide estimates of 𝛽$ in Table 1, columns (1) and (5), for the Swedish general 390 

population and politician samples and in Tables SI.25 to SI.38 for the international study.  391 

We then build on this approach to examine the extent to which perceived policy impacts 392 

and ethical views explain incentive aversion. To do so, we estimate the following regression: 393 

𝑜𝑝𝑝𝑜𝑠𝑒	𝑝𝑜𝑙𝑖𝑐𝑦" = 𝛽# + 𝛽$𝑓𝑖𝑛𝑎𝑛𝑐𝑖𝑎𝑙	𝑖𝑛𝑐𝑒𝑛𝑡𝑖𝑣𝑒𝑠" + 𝛽!𝑐𝑜𝑛𝑡𝑟𝑜𝑙𝑠" + 𝜀" 			(2) 394 

where 𝑐𝑜𝑛𝑡𝑟𝑜𝑙𝑠" includes varying controls such as impact perceptions and ethical views. While 395 

we preregistered this approach in Waves 2 and 3, the politician study, and the international study, 396 

we preregistered a different approach for Wave 1 that has important limitations (see discussions 397 
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and results for that approach in SI Section 2.8.1); importantly, the results of the original pre-398 

registered approach lead to qualitatively similar conclusions, but we deviate from the Wave 1 plan 399 

in favor of the more appropriate analysis in the main text. Table 1, as well as Tables SI.25 to SI.38 400 

for the international sample, report how estimates of incentive aversion change with the 401 

introduction of controls. Additional details are provided in SI Section 2.4.1. In all samples where 402 

we observe sizable incentive aversion—specifically, all samples and waves except for two in the 403 

international study (US and Nigeria)—we find that incentive aversion is explained to a large extent 404 

by ethical perceptions, but not by perceived policy impacts. 405 

In SI Section 2.4, we demonstrate that our results are robust across a range of alternative 406 

specifications, including: (i) using only the first policy choice encountered by participants 407 

(between-subjects design); (ii) estimating logit models; (iii) conducting dominance and mediation 408 

analyses; (iv) using willingness-to-pay measures for implementing the financial incentive and 409 

information policies (available only in Wave 1); and (v) analyzing individual waves of the Swedish 410 

general population sample and the different countries in the international sample separately (with 411 

the exception of the US and Nigerian samples). 412 

We also use the approach above to study incentive aversion across different subgroups. 413 

Specifically, we estimate specification (1) separately for predefined subgroups (Table 4ii; see SI 414 

Section 2.5.2 for details). Table 4 focuses on Wave 3 of the Swedish general population sample, 415 

which was specifically designed and preregistered to analyze subgroups and includes an extensive 416 

set of sociodemographic measures. In SI Sections 2.5.2 and 2.5.3, we show that the robustness of 417 

our results across subgroups also holds when using data from other waves and other countries. 418 

Experimental Design: the Policy Lab 419 

In our novel experimental paradigm, the Policy Lab, participants from a relevant sample (policy 420 

planners) decide whether to implement real policies that could affect the behavior of a large group 421 
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of others with whom an RCT is conducted (policy targets). Planners’ choices are then implemented 422 

and have real consequences: Targets are randomly matched to planners, and treatment assignment 423 

is determined by planners’ choices.  424 

In this section, we first discuss how we implement the Policy Lab in the context of 425 

monetary incentives for COVID-19 vaccination in Waves 1–3 of the Swedish general population 426 

samples and the Swedish politician samples. We then explain how we conducted the international 427 

study closely following the Swedish studies. 428 

In our study, the policy targets are always drawn from a general population sample of the 429 

elderly Swedish population (65 years of age or older), for whom an additional dose of a COVID-430 

19 vaccine is recommended by the Public Health Agency of Sweden but not yet taken. In the 431 

remaining part of this section, we focus on the policy planners, as they provide the data that we 432 

use for the principal parts of our analysis; SI Section 2.7 provides a detailed description about the 433 

recruitment procedures for and the experiment we do with the target sample. 434 

In all our studies, the policy planner survey consists of three parts. Part 1 elicits preferences 435 

over different possible policies encouraging the targets to take an additional COVID-19 vaccine. 436 

In Part 2, we elicit planners’ beliefs about the impacts of different policies on outcomes, including 437 

vaccination uptake. Part 3 elicits participants’ ethical views regarding these policies. At the end of 438 

the survey, we also collect socio-demographics and attitudes towards vaccinations (SI Section 439 

2.5.2 provides details). These three parts are largely similar across the studies; in this section, we 440 

provide an overview of the three parts and later provide details specific to each wave of data 441 

collection. 442 

Part 1: Policy preferences. In Part 1, each policy planner is told that he or she is matched 443 

with 100 targets and sees a description of the target sample’s characteristics, as described above. 444 

Policy planners then receive the exact formulation of different policies that might be assigned to 445 
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these 100 targets and decide whether to implement them. We consider an incentive and an 446 

information policy. The incentive policy offers the targets a monetary payment of SEK 200 (~ 447 

USD 20) for getting an additional COVID-19 vaccine shot within 30 days. The information policy 448 

tells the targets that the Public Health Agency recommends that people in their age group get an 449 

additional dose of a COVID-19 vaccine shot. The policy planners make two choices that differ in 450 

the available policies: 451 

• Choice I: assign the incentive policy or no policy. 452 

• Choice II: assign the information policy or no policy. 453 

For one out of every 250 policy planners, we randomly draw one choice scenario and implement 454 

their choice in this scenario, meaning that 100 targets will get the policy that the policy planner 455 

chose. The planner is told that assigning no policy means that the targets do not receive any 456 

encouragement to take an additional dose of the COVID-19 vaccine. We inform policy planners 457 

that, independently of their policy choices, we will verify whether each target receives an 458 

additional dose of the COVID-19 vaccine within 30 days, and that the implementation of the 459 

policies, including the incentive payments, is financed by public funds. 460 

We randomize the order of the two choices, allowing for both within- and between-subject 461 

comparisons of the popularity of the incentive and information policies. In the main text, as pre-462 

registered, we focus on the within-subject comparison. Figures SI.1 and SI.3 and Tables SI.13 and 463 

SI.39 show that results for all studies remain equivalent under a between-subject comparison. 464 

Part 2: Impact perceptions. In Part 2, we elicit policy planners’ impact perceptions of the 465 

policies. We inform planners that, in addition to the policies implemented based on their choices, 466 

we will randomly assign separate groups of 100 targets to the incentive policy, 100 targets to the 467 

information policy, and 100 targets to no policy. We then ask policy planners to predict the 468 

treatment effects of the incentive and information policies on various outcomes, including actual 469 
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vaccination uptake, and the targets’ stated responses regarding planned future uptake, their 470 

perceptions of the moral responsibility to vaccinate, vaccine safety and efficacy, as well as feelings 471 

of coercion.  472 

We measure vaccination uptake using registry data, and the other outcomes with a follow-473 

up survey of the targets conducted approximately 30 days after the intervention. For example, to 474 

elicit beliefs about feelings of coercion, we ask targets the following question: “When you look 475 

back at your decision to take, or not take, and additional dose of a COVID-19 vaccine, did you 476 

feel forced or pressured to take or not take the COVID-19 vaccine?” Policy planners guess the 477 

treatment effects on the share of people that answer this question affirmatively (SI Section 1.1.2 478 

provides details). In SI Section 2.7, we provide the exact questions posed to the targets in the 479 

follow-up survey and for which policy planners had to predict treatment effects.  480 

Finally, we also included measures of cost considerations. Figures SI.15–SI.19 describe 481 

these perceptions, and Table SI.15 shows that they do not explain incentive aversion. 482 

Part 3: Ethical perceptions. In Part 3, we elicit participants’ ethical perceptions. To do 483 

so, we ask participants how ethically acceptable they perceive the policies to be, coded on a 7-484 

point scale.  485 

Specific features of the different studies 486 

In this section, we provide a brief discussion of the specific features of each study. We give detailed 487 

descriptions of each study in SI Section 1, and full questionnaires, translated into English, in SI 488 

Section 3. 489 

Wave 1. In Wave 1,  Part 1 included two additional policy choices to examine how the 490 

presence of alternative policies influences opposition to incentives. These results are discussed in 491 

the main text and in SI Section 2.6.1. To measure the strength of participants’ preferences, we 492 

additionally measured participants’ willingness to pay to introduce either the incentive policy or 493 
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the information policy vs. no policy (SI Section 1.1.1 provides details; Table SI.16 shows that 494 

results are robust to this alternative measure). Finally, at the end of Part 1, we included an open-495 

ended question asking participants why they did or did not assign the incentive policy. These 496 

responses are discussed in the main text and in SI Section 2.6.6. 497 

In Part 2, we included additional impact perception questions, assessing participants’ views 498 

on the share of targets who are better- and worse-off due to the policies, as well as feelings of 499 

regret regarding vaccination decisions. Figure SI.6 shows that planners do not anticipate negative 500 

impacts on these measures and that perceptions do not differ between the incentive and information 501 

policies; Table SI.17 shows that these perceptions do not explain incentive aversion. 502 

In Part 3, we also asked policy planners to explain in an open-ended format why they 503 

perceive the incentive policy as ethical or unethical. These results are reported in the main text and 504 

SI Section 2.6.6. We then elicited participants’ moral views using more structured survey questions 505 

designed to capture key arguments presented by moral philosophers and others against the use of 506 

incentives (SI Section 2.6.6 provides details and results). 507 

Wave 2. Between Wave 1 and Wave 2, we substantially shortened the survey. This was 508 

partly because Wave 2 was designed together with the study of Swedish politicians, requiring a 509 

shorter survey to encourage participation among politicians. Wave 2 follows Parts 1–3 exactly as 510 

described above. We did, however, add measures of the perceived popularity of the two policies 511 

(SI Section 2.6.8 provides details and results) and survey items on attitudes toward incentives, in 512 

which we varied both the type of incentive and the health domain (SI Section 2.6.4 provide the 513 

design and results). We measured fewer sociodemographic variables than in Wave 1 (and Wave 514 

3), both to save time and because data collection for politicians was restricted to preserve 515 

anonymity.  516 
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Wave 3. The design of Wave 3 closely followed the design of Wave 2 with two differences: 517 

i) we incorporated four different versions that differ in the description of the incentive policy 518 

(Choice I) and the probability that a choice (either Choice I or II) of the planner is implemented, 519 

and ii) we collected a rich set of socio-demographics to explore potential differences in opposition 520 

to incentives across subgroups. In SI Section 2.6.2, we show that there are no substantial 521 

differences between the policy versions; in Table 1 and Figures 1–4 of the main paper, we pool 522 

data from all four versions, as pre-registered. Results of the pre-registered subgroup analyses are 523 

presented in Figure 4. 524 

Politicians study. We designed this study to match Wave 2 and collected data 525 

simultaneously. The only differences occur at the end of the study: first, we collected even fewer 526 

sociodemographic variables than in Wave 2; second, we examined how politicians’ opposition to 527 

incentives varies when their choices may be made public (SI Section 1.2 provides details). In SI 528 

Section 2.6.7, we show that this had no impact on opposition. 529 

International study. Data collection for the international sample followed the structure of 530 

Waves 2 and 3, but using shorter and simplified policy descriptions and survey wording to improve 531 

cross-country comparability. Payments in the incentive policy were set to the PPP-equivalent of 532 

200 SEK (~20 USD) in the local currency, rounded to locally natural values as reported in SI 533 

Section 1.4.1. The study fielded simultaneously across 13 countries in January 2026.  534 

We collected data in a diverse set of five European countries (Spain, UK, Sweden, Poland, 535 

France) and a diverse set of eight countries outside of Europe (US, Mexico, Brazil, Bolivia, South 536 

Africa, Nigeria, India, Japan). This set of countries spans a wide range of geographic, institutional, 537 

cultural, and economic contexts (SI section 1.4.1 provides details). Participants were recruited 538 

from general population samples in each country. 539 
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To maintain consequentiality, we implemented a subset of choices. In one of the 13 540 

countries, we implemented one randomly selected choice for 1 out of every 20 planners in that 541 

country. This implies that one choice per 260 participants (=1/20*1/13) was implemented, 542 

following roughly the same implementation frequency as in the other studies. Policy planners were 543 

informed about this procedure. They were told that they were to make decisions for potential 544 

targets in their own country (e.g., a US planner chose for potential targets in the US), without 545 

knowing whether their country was the one selected for implementation. The implementation 546 

country was predetermined, and participants knew this, but the precise country (Sweden) was not 547 

disclosed to participants. Hence, all participants knew that some choices would be implemented in 548 

one country but did not know whether it could potentially be their own choices in their own 549 

country. This procedure allows us to induce the possibility that participant’s choices may be 550 

consequential without using deception: We were fully transparent about the procedure, including 551 

that the country was predetermined, while not disclosing which country it was. All planners were 552 

informed that if their decision was selected, the assigned policy would be implemented exactly as 553 

described, including implementation in their own country. We developed the design and 554 

instruction wording in consultation with the Human Subjects Committee of the Faculty of 555 

Economics, Business Administration and Information Technology of the University of Zurich. 556 

We further assessed participants’ perceptions of consequentiality of their decisions by 557 

eliciting their beliefs about whether their choices could have real-world consequences. These 558 

responses indicate that the procedure successfully induced perceived consequentiality: 91% of 559 

participants reported believing that their decisions could have consequences, and in every 560 

individual country this share exceeds 80%. Moreover, Figure SI.4 shows that our results are 561 

unchanged when restricting the analysis to participants whose responses indicate that their actions 562 

could have consequences. 563 
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At the end of the study, we elicited additional measures that could be relevant for capturing 564 

international heterogeneity (see the discussion and results in SI Section 2.5.3). 565 

Procedure and sample. We recruited N = 1,004 (Wave 1), N = 1,005 (Wave 2), and N = 566 

1,520 (Wave 3) participants in Sweden via the Norstat panel, with samples balanced on age, 567 

gender, and region to approximate national representativeness. Norstat actively recruits 568 

participants to its panel and verifies their identities. A sample of N = 2,008 Swedish politicians 569 

was recruited through postal invitations in collaboration with Statistics Sweden. For the 570 

international study, we recruited N = 7,057 participants through Norstat (in collaboration with their 571 

partner panel provider, Kantar). Tables SI.3 to SI.6 give descriptive statistics. In all studies, we 572 

followed the pre-analysis plan in excluding only individuals who did not give consent or who 573 

completed the survey under a prespecified amount of time.   574 
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 575 

 576 

Fig. 1: Public opposition to the use of incentive and information policies to promote vaccination. The 577 
figure is based on data collected with the Policy Lab paradigm, in which participants decide whether to 578 
implement actual interventions to influence others’ real-world behavior. The figure gives the share of 579 
participants that did not implement a SEK 200 incentive policy (blue) and an information policy (orange). 580 
General Population in Sweden includes three studies with representative samples of the Swedish population 581 
(Wave 1: N= 1,004, Wave 2: N= 1,005, Wave 3: N= 1,520) and Politicians in Sweden consists of a sample 582 
of Swedish politicians (N=2,008). Error bars represent normal-based 95% confidence intervals (CI: mean 583 
± 1.96SE) from ordinary least squares regressions with heteroscedasticity robust standard errors.   584 
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 585 

 
(i) Sweden General Population (All data) 

 
(ii) Sweden Politicians 

Fig. 2: Perceived impacts of the incentive and information policies. The figure gives the average of 586 
participants’ predicted treatment effects of the SEK 200 incentive policy (blue) and the information policy 587 
(orange) on different outcomes. Outcomes: COVID-19 vaccination uptake after 30 days (Effectiveness), 588 
Intention to get future doses of the COVID-19 vaccine (Future uptake), Feelings of pressure to vaccinate 589 
(Pressure), Perceptions of moral responsibility to vaccinate (Moral responsibility), Vaccine safety 590 
perceptions (Safety perceptions). Panel (i) gives the results for the Swedish general population sample; we 591 
pool data from Waves 1 to 3 (N=3,529; SI Section 2.3.1 gives results for single waves). Panel (II) gives 592 
results for Swedish politicians (N=2,008). Error bars represent normal-based 95% confidence intervals (CI: 593 
mean ± 1.96SE) from ordinary least squares regressions with heteroscedasticity robust standard errors.   594 
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(i) Sweden General Population (All data) 

 
(ii) Sweden Politicians 

Fig. 3: Ethical perceptions of the incentive and information policies. The figure shows participants’ 595 
responses to the question, “In your opinion, how ethically acceptable is each of the policies?” for the SEK 596 
200 incentive policy (blue) and the information policy (orange). Panel (i) gives the results for the Swedish 597 
general population sample; we pool data from waves 1 to 3 (N=3,529; SI Section 2.3.2 gives results for 598 
single waves). Panel (II) gives results for Swedish politicians (N=2,008).  599 
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Table 1. Explaining incentive aversion 600 

 (1) (2) (3) (4) (5) (6) (7) (8) 

Incentive policy 31.26*** 
(35.26) 

31.52*** 
(35.82) 

10.71*** 
(10.75) 

15.36*** 
(15.44) 

43.48*** 
(36.38) 

39.00*** 
(33.24) 

14.94*** 
(10.43) 

17.80*** 
(12.60) 

Impact perceptions         

    Effectiveness  -0.83*** 
(-14.19)  -0.61*** 

(-10.97)  -0.66*** 
(-9.47)  -0.39*** 

(-6.02) 

    Pressure  0.46*** 
(8.95)  0.17*** 

(3.44)  0.49*** 
(8.26)  0.22*** 

(4.29) 

    Future uptake  -0.48*** 
(-7.07)  -0.34*** 

(-5.25)  -0.47*** 
(-5.97)  -0.22*** 

(-3.15) 

    Moral responsibility  -0.21*** 
(-3.14)  0.041 

(0.66)  -0.21*** 
(-2.58)  -0.06 

(-0.83) 

    Safety perceptions  -0.37*** 
(-4.98)  -0.18*** 

(-2.62)  -0.60*** 
(-6.90)  -0.25*** 

(-3.24) 

Ethical perceptions   -12.27*** 
(-38.32) 

-10.32*** 
(-29.21)   -13.33*** 

(-36.90) 
-11.19*** 
(-25.92) 

Sample General General General General Politicians Politicians Politicians Politicians 
R2 0.105 0.207 0.270 0.306 0.209 0.333 0.436 0.459 
N 7,058 7,058 7,058 7,058 4,016 4,016 4,016 4,016 
P-value joint test  <0.0001  <0.0001  <0.0001  <0.0001 

Notes: The table shows coefficient estimates from linear regressions of opposition to implementing a given 601 
policy on an indicator variable for the Incentive policy, perceived impacts of the policies and ethical 602 
perceptions of the policies (see SI Section 2.4.1 for details). Columns (1) to (4) give the results for the 603 
Swedish general population sample; we pool data from Waves 1 to 3 (SI Section 2.4.2 gives results for 604 
single waves). Columns (5) to (8) give results for Swedish politicians. The outcome variable is 100 if 605 
participants don’t implement the policy and 0 if they implement the policy. Impact perceptions are 606 
estimated treatment effects in percentage points. Ethical perceptions range from 1 = very unethical to 7 = 607 
very ethical. When multiple impact and ethical perception measures are included, the row labeled “P-value 608 
joint test” reports the p-value from an F-test of the null hypothesis that all corresponding coefficients are 609 
jointly equal to zero. Standard errors are clustered at the individual level. t-statistics are in parentheses. * 610 
p<0.1, ** p<0.05, *** p<0.01.  611 
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 612 

 
(i) Opposition to incentive and information 

 
(ii) Relative opposition towards incentives 

Fig. 4: Public opposition to the use of incentive and information policies to promote vaccination 613 
among subgroups. The figure is based on data collected with the Policy Lab paradigm, in which 614 
participants decide whether to implement actual interventions to influence others’ real-world behavior. 615 
Panel (i) gives the share of participants that did not implement a SEK 200 incentives policy (blue) and an 616 
information policy (orange) among different subgroups, as defined in Table SI.50. Error bars represent 617 
normal-based 95% confidence intervals (CI: mean ± 1.96SE) from ordinary least squares regressions with 618 
heteroscedasticity robust standard errors. Panel (ii) gives incentive aversion, that is the difference in 619 
opposition between the incentives and information policies (see SI Section 2.5.2 for details). Error bars 620 
represent normal-based 95% confidence intervals (CI: mean ± 1.96SE) from ordinary least squares 621 
regressions with standard errors clustered at the individual level. Data is taken from the Swedish general 622 
population sample, Wave 3 (N= 1,520), which was designed to study subgroups. Similar results for Waves 623 
1 and 2 and for Swedish politicians, are in SI Section 2.5.2.   624 
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 625 
Fig. 5: International evidence on public opposition to the use of incentive and information policies to 626 
promote vaccination. The figure is based on data collected with the Policy lab paradigm, in which 627 
participants decide whether to implement actual interventions to influence others’ real-world behavior. The 628 
figure gives the share of participants that did not implement an incentives policy (blue) and an information 629 
policy (orange) in different countries (N=7,057). Payments in the incentive policy were set to the PPP-630 
equivalent of 200 SEK (~20 USD) in the local currency, rounded to locally natural values as reported in SI 631 
Section 1.4.1. Error bars represent normal-based 95% confidence intervals (CI: mean ± 1.96SE) from 632 
ordinary least squares regressions with heteroscedasticity robust standard errors.   633 
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