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Abstract 

 
This paper deals with individuals’ preferences for social outcomes in the context of income 

and health. Individual’s preferences are measured through experimental choices between 

imagined societies in a risk-free setting. Inequality literature often assumes inequality 

aversion and risk aversion to go hand in hand. Using a setting that is free from risk enables an 

examination of preferences for inequality without also reflecting preferences for risk. The 

results show that most people do have inequality averse preferences, and hence have a 

willingness to pay for living in a more equal society. A political opinion to the left appears to 

be positively correlated with individual inequality aversion in the context of both income and 

health. Additionally, an educational background in sociology seems to be associated with a 

higher degree of income inequality aversion.  
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1. Introduction 

 

Thinking about inequality and distributional justice is nothing new, neither in the political 

debate nor in ordinary life. Charitable donations driven by compassion for others and 

sensitivity to inequality is commonly performed both by states and individuals. And as argued 

by Amiel and Cowell (1999), the importance of distributional justice needs little persuasion 

for parents with two or more children. An often debated topic concerning equality is income, 

and a prominent example is the difference in monthly earnings (for the same work performed) 

between men and women. In Sweden this is constantly a hot potato in the public debate and 

something the majority of the population would agree to be unjust. But people might also 

consider income inequality in general as something unwanted, implying that equality and 

distributional justice are important for individuals’ wellbeing. The aim of this paper is thus to 

explore the preferences individuals may have for social outcomes in society. 

 

In “A theory of justice” Rawls (1971) sought to show that social contracts that were fair and 

free would lead to equality of basic liberties and opportunity, and inequalities would only be 

allowed when favoring the worst-off in society. This view of distributive justice, not as 

equality of outcomes but rather as equality in opportunity for outcomes was shared in works 

by other egalitarians such as Dworkin (1981a, 1981b) and Sen (1985).  

 

To make sense of the concept of distributional justice one needs to think about goods that are 

both transferable and scarce (Bojer, 2005). Scarce, since with abundance the question of 

distribution is less important. In addition to the goods that can simply be taken from one 

person and given to another, one might also be concerned with equality for goods that are not 

as straightforwardly transferable. Goods that are not redistributable in themselves but are 

acquired by means that are. For example one could think of health as such a good. Although 

health was not explicitly a topic of Rawls´s theory of fair and equal opportunity, it 

nevertheless brings some guidance to our general thinking about equality in health.  

 

In an article written by Sudhir Anand (2000) the author asks himself the question; should we 

be more concerned with inequalities in health than with inequalities in other dimensions such 

as income? Anand argues that we may be willing to accept some inequalities in income for 

economic reasons such as incentives for efficiency, or that skill and effort are legitimate 

reasons for some people to earn more money than others. The author continues his reasoning 

by saying that these incentive arguments cannot be applied in the case of health. Referring to 

what Tobin (1970) called “specific egalitarianism”, Anand states that certain goods such as 



  4 

basic necessities and health should be distributed less unequal than people’s ability to pay for 

them. Sen (1985; 2002) among others argue that equality of health is of special moral 

importance due to the principle of equal opportunity since poor health impairs what people 

can do or can be. 

 

If inequality is perceived as something undesirable, individuals could be described as having 

inequality-averse preferences. Are these preferences stronger for health inequalities than for 

income inequalities? In this study the strength of these preferences will be examined. By 

using an experimental design of hypothetical societies, individuals’ preferences for inequality 

aversion in terms of health and in terms of income will be measured. A large literature based 

on this method, which Amiel and Cowell (1999) refer to as questionnaire-experimental, 

analyses inequality aversion by estimating parameters of risk aversion. This would imply that 

individuals’ preferences for inequalities in society are described by the concavity of their 

utility function. This paper will instead assume that people have preferences for inequality per 

se, and follow the framework of Carlsson et al (2005).  

 

The respondents of this study are asked to imagine a future grandchild. The task is then to 

place this grandchild in the hypothetical society one thinks the grandchild will be most 

content. In the first experiment societies will differ in terms of the distribution of income; in 

the second experiment societies will instead have different distributions of health. To enable 

estimation of individual inequality aversion in a risk-free setting the grandchildren’s income 

and health is always known and equal to the mean in society. The exact nature of this 

framework will be further discussed in later sections. The study also examines some 

background variables association with the found results. The number of earlier studies using 

the questionnaire-experimental approach for studying individual preferences for income 

inequality in this specific risk-free setting is rather limited, even more so in the context of 

health. This study will therefore add some important new insights to the already existing 

inequality literature.  
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2. Inequality literature, empirical evidence, and experimental methods. 
 

2.1 Inequality in income 

Our concern for equality, or ultimately our aversion to inequality, will be decisive of the 

tradeoff between average achievement, and relative equality around the average. This tradeoff 

is often labeled the “equity-efficiency tradeoff” by economists. Society’s aversion to 

inequality will be formalized by this tradeoff, which in economic inequality literature often is 

described by the parameter 𝜀 in the social welfare function (Anand, 2000). Assume a social 

welfare function defined as 𝑊 = 𝑢𝐻 + 𝜀𝑢𝐿 . An 𝜀 equaling zero would imply no concern for 

inequality. As 𝜀 increases, the weight on those who are less well-off (𝑢𝐿) relative to those 

who are better-off (𝑢𝐻) increases in the social welfare function. An 𝜀 that goes to infinity is 

the so called Rawlsian case satisfying the maximin criterion, where structural design is solely 

based on those that are worst-off in society.  

 

A considerable amount of previous research of social inequality aversion has based their 

findings on measures corresponding to individuals risk aversion (see e.g. Amiel and Cowell, 

1999 and Johansson-Stenman et al. 2002). The concavity of the utility function is central 

when describing the tradeoff between equity and efficiency in public policy. Easily described, 

a more concave utility function implies a larger relative risk aversion, which in turn would 

imply a larger willingness to sacrifice expected income to achieve a more equal income 

distribution (Vickrey, 1945; Harsanyi, 1955). The relative risk aversion for an individual 

choosing behind a veil of ignorance could then be seen as a measure of social inequality 

aversion (Carlsson et al., 2005).  

 

Choosing behind a veil of ignorance is a thought experiment that, based on the theory of 

rational choice, deduces principles of justice without the bias of own immediate interests and 

circumstances (Bojer, 2005). The respondents are asked to reflect on which distribution, of 

say income, he or she would prefer if ones own place in the distribution was unknown. 

Individuals that are given a choice between different alternatives when behind a veil of 

ignorance would then be ignorant of their future position in society and choose the alternative 

that maximizes expected utility. Vickery (1945) and Harsanyi (1955) argued this to imply that 

if all individuals were faced with the choice between different social welfare functions, while 

uncertain of their own place in the distribution, individuals would choose the one that 
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maximizes expected utility. As was shown by Harsanyi (1955), this turned out to be the 

utilitarian social welfare function. 

 

Rawls (1971) who was the first to ever use the terminology of “veil of ignorance”, strongly 

opposed himself to all kinds of utilitarianism. Arguing that individuals instead will adopt an 

extreme risk-averse strategy, thus the maximin strategy that will lead to desires of 

improvements of the worst-off in society. Economists such as Arrow (1973) have strongly 

criticized Rawls argument of an extreme maximin strategy.  

 

There is much empirical evidence supporting the claim that people in general do have 

preferences regarding inequality, that people are not solely driven by their own monetary 

payoffs. Fehr and Fischbacher (2002) argue that a number of people are not exclusively 

motivated by self-interest, implying that also payoffs of others are important. One can find 

several studies examining preferences for inequality, see e.g. Loewenstein et al., 1989; Beck, 

1995 and Chambers, 2012. Although empirical studies estimating the parameter of individual 

relative risk aversion in income report different results, they often refer to values within the 

interval of 0.5-3 (Carlsson et al., 2005). Individuals are thus willing to sacrifice some 

aggregate income to achieve a more equal distribution, but are not total egalitarians as 

suggested by Rawls. 

 

Carlsson et al. (2005) argue that there are several ways to quantify the equity-efficiency 

tradeoff and that this might be the reason why it is hard to find consensus of the relative 

importance of equity and efficiency (for a detailed overview of the survey and experimental 

evidence on attitudes to income inequality literature, see Clark and D’Ambrosio, 2014). They 

continue their argument by suggesting that, since it is not straightforward to generalize 

findings from small to bigger settings, experimental choices with hypothetical societies will 

be a better alternative. Hypothetical settings will not only enable full-scale societies but 

according to Kahneman and Tversky (1979) it can also reveal useful information that might 

be impossible to obtain otherwise. Under hypothetical circumstances respondents will have no 

particular reason not revealing their true preferences. 

 

Johansson-Stenman et al (2002) find evidence implying that individuals in general are not as 

extremely pessimistic as proposed by Rawls. The authors suggest that, although some people 

do follow this extreme risk-aversive strategy, a majority of individuals do not. Their study 

utilizes the idea of choosing behind a veil of ignorance when respondents, in a hypothetical 
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setting, choose their preferred tradeoffs between mean income and inequality of incomes in 

societies. Individuals are asked to choose the society in which they think their imaginary 

grandchild would find most wellbeing. Relative risk aversion can then be interpreted as the 

social inequality aversion when from the perspective of a utilitarian social welfare function. 

The median value of inequality aversion in income estimated in the study is found in the 

interval between 2 and 3. 

 

Amiel and Cowell (1999) estimated the social inequality aversion in income by conducting a 

lucky-bucket experiment. A sample of students were asked to indicate how much money they 

were willing to sacrifice (hypothetically) in the process of transferring money from a rich 

individual to a poor. The loss of money in the transfer was explained to come about for 

example due to administrative costs. The authors found rather low estimates for inequality 

aversion in comparison to those found by Johansson-Stenman et al. (2002), the median value 

here was found within the interval 0.1 and 0.22.  

 

Clark and D’Ambrosio (2014) argue that a comparison of the estimates of the study by 

Johansson-Stenman et al. (2002) and Amiel and Cowell (1999) is rather difficult since the 

circumstances of the experiments are very different. Carlsson et al. (2005) argue that the low 

estimates found in the study by Amiel and Cowell (1999) could possibly be explained by the 

fact that although some individuals are inequality-averse they might be opposed to 

redistribution no matter the outcome it may bring. 

 

 

2.2 Inequality in health  

There is a large literature on attitudes towards health inequalities, especially concerning 

health when it is defined in terms of access to health care (for an experimental study see 

Bleichrodt et al 2005). According to Cuadras-Morató et al. (2001) the equity-efficiency 

tradeoff is central in the analysis of resource allocation in health care. Good health is highly 

important both as a mean and an end for individual and societal wellbeing. Culyer (2015) 

concludes that if health is necessary for people to thrive, health care is too important to be 

distributed unfairly. Anand (2000) argues that in addition to health care it also makes sense to 

think about the distribution of health in a similar fashion. If so people might be willing to 

sacrifice some aggregate health for more equality of health in society.  

 



  8 

Wagstaff (1991) concludes that the policy objective of maximizing society’s aggregate health 

fails to reflect the aversion society feels towards inequalities in health outcomes. Those in 

favor of this reasoning consider an equal distribution of health in society to have an intrinsic 

value (Lindholm and Rosén, 1998). Empirical research of the equity-efficiency tradeoff finds 

evidence supporting the claim that monotonicity might be a questionable welfare principle in 

the health context (see e.g. Abásolo and Tsuchiya, 2004; 2013a). This would imply that any 

increase in someone’s health, all else equal, would not always lead to an improvement in 

social welfare since social welfare would also be dependent on the distribution of health. That 

people care about both efficiency and equity in health gains is also found in studies by for 

example Nord (1993), Dolan (1998), and Abellan and Pinto (1999). 

 

The experimental literature studying individuals’ preferences for equality in health is rather 

limited. An explanation of this could possibly be that it is not as straightforward to measure 

health in a meaningful way. The standard approach is to use quality-adjusted life years 

(QALYs), a weighted measure of remaining years of life and the expected quality of these 

years. Expected quality of life is calculated as a probability-weighted average of the quality-

of-life scores associated with each of the possible health states an individual might find 

herself in (Wagstaff, 2001). The scale typically ranges from zero to one; a health state with a 

score of zero would imply a dead person while a score of 1 refers to perfect health. Society’s 

health is then measured by the sum of QALYs.  

 

There are nevertheless some experimental studies to be found where hypothetical scenarios 

have been used to estimate inequality aversion for health. In a pilot study by Johannesson and 

Gerdtham (1995) the authors used the veil of ignorance approach as a way to determine 

individuals’ social preferences. 80 students were confronted with hypothetical choices 

between two societies. The students were informed that each society consisted of two groups 

of people and the only thing that differed between the groups was their remaining life 

expectancy. The respondents were also informed that the remaining years would all be in full 

health (interpreted as number of QALYs) and that it was a 50% probability they would belong 

to either group. The difference in life expectancy was explained to be due to hereditary 

factors. Based on this information the respondents were then asked to choose which society 

they would prefer to belong to. The two societies only differed in the distribution of QALYs 

and the aim of the experiment was to elicit the marginal tradeoff of QALYs. Since the 

respondents did not know which group they would belong to the inequality aversion measure 

corresponds to individuals’ preferences for risk. The findings were somewhat mixed but the 
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overall result suggests a rather strong aversion towards health inequalities. When the total 

number of QALY was higher the respondents were willing to sacrifice 1 QALY from those 

that were better-off in order for the worse-off group to gain 0.45 QALY. When the total 

number of QALY was less, they were willing to give up 1 QALY from the better-off group in 

order for the worse-off group to gain 0.58 QALY. The authors also concluded that the 

respondents seemed to focus more on inequality as such, rather than the size of the inequality. 

 

Andersson and Lyttkens (1999) performed a similar questionnaire experiment when asking 

students to make choices between societies differing in their distribution of life expectancy. 

Also here students made choices behind a veil of ignorance, the difference in this experiment 

was that different probabilities were used. The authors present their main finding of the study 

to be that individuals’ propensity to prefer a society that is better for the unfortunate, is 

influenced by the cost of doing so by shortening the life expectancy for the fortunate ones in 

society. The median marginal tradeoff varied between 0.11 and 0.35. Suggesting that the 

median respondent were willing to sacrifice 1 year of the fortunate ones’ life expectancy in 

order for the unfortunate ones to gain between 0.11 to 0.35 years of life expectancy. This 

result differs from the ones found by Johannesson and Gerdtham (1995). Andersson and 

Lyttkens argue this to possibly be explained by the significance of the “relative-difference” 

found in their article. As indicated earlier, the size of the inequality did not significantly affect 

the propensity to choose a more equal society in the study by Johannesson and Gerdtham. 

Also methodological differences might explain the results, Johannesson and Gerdtham used 

differences in remaining life years while Andersson and Lyttkens specified societies in terms 

of total life years.   

 

 

2.3 Separating risk from inequality 

In the inequality literature it is commonly assumed that inequality aversion and risk aversion 

go hand in hand. Some studies have nevertheless tried to separate the two. In a study by 

Abásolo and Tsuchiya (2013) the authors performed an empirical analysis of inequality and 

risk aversion separately. The study focused on individuals’ preferences both in terms of health 

(described by individual health) and in terms of income (described by household income) and 

used two different types of experimental questions to separate preferences for risk and 

inequality. It is worth noting that the exact nature of these questions is not clearly specified in 

the article. The authors found evidence indicating that preferences for inequality and risk 

aversion are different in the context of health and income. The median respondent is 



  10 

inequality-neutral and risk-averse in health, while both inequality-averse and risk-averse in 

income. The results also indicate that both inequality and risk aversion are stronger in income 

than they are in health.  

 

Also in the study by Carlsson et al. (2005) the authors tried to distinguish individuals’ risk 

aversion from their inequality aversion. They argued that individuals may have a willingness 

to pay to live in a more equal society per se and estimating inequality aversion from a setting 

that is not risk-free will reflect preferences for both risk and inequality aversion. By 

performing two separate experiments, one for risk aversion and one for inequality aversion, 

the authors extended the analysis of Johansson-Stenman et al. (2002). In the first experiment 

respondents made decisions behind a veil of ignorance, choosing between hypothetical 

lotteries for their imaginary grandchildren. The lotteries determined their grandchildren’s 

incomes in a given society. The respondents did not know the position of their grandchildren 

since only the income distribution and the probability distribution was known in each society. 

From this experiment the authors could estimate the individual’s level of risk aversion. In the 

second experiment the choice between the different societies was risk-free due to the fact that 

the grandchild’s income was always known and equal to the mean income in society. The 

choice would then solely be based on the distribution of incomes in societies, enabling 

estimates of inequality aversion without reflecting preferences for risk. The median value of 

inequality aversion (from the second experiment) was found within the interval 0.09 and 0.22, 

implying that a 0.09 - 0.22 % increase in own income gives as much additional utility as a 1% 

decrease in the inequality measure. The median value for inequality aversion was also lower 

than the one found for risk aversion. 

 

In similarity to Abásolo and Tsuchiya (2013) this study will try to distinguish individuals’ 

preferences for inequality and risk in the context of both health and income. Since the aim is 

to measure individuals’ preferences for inequality, preferences for risk will be disregarded. 

This is not to say that individuals do not have preferences for risk, it is simply not the focus 

here. I will follow the framework of the second experiment presented by Carlsson et al. 

(2005), as it allows me to examine the magnitude of individuals’ aversion to inequality 

without also reflecting their preferences for risk. By replicating their experiment of income 

inequality I can extend the analysis by performing an equivalent experiment for health. 
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3. The model 

 

Since I am interested in measuring inequality aversion for income and health separately, two 

experiments will be conducted. The first experiment will measure the preferences that the 

individual may have for income inequality, using monthly earnings to describe the income 

distribution in society. Perhaps the individual is of the view that a more equal income 

distribution would encourage a more compassionate and caring society, which in turn might 

be coupled with other effects such as a reduced crime rate. If an individual has explicit 

preferences for inequality in income, it should be reflected in that individual’s utility function.  

The general utility function of individual i can be written as 𝑈𝑖 = 𝑢𝑖(𝑦𝑖, Φy), where y is own 

income and Φy is a measure of the income inequality in society. If individual i is averse to 

inequalities in income, the marginal utility of inequality in income will be negative, such that 

𝜕𝑢𝑖/𝜕Φy < 0.  

 

In the second experiment the individual’s preferences for inequality in health will be 

measured. The common approach in economic evaluations of health and health care is to 

define health in terms of QALYs. Wagstaff (1991) argued that in cost-effectiveness analysis, 

it is ideal to use either QALYs or some other measure that incorporates both quality and 

quantity of life. According to Olsen (2000) the problem with QALYs is that the concept needs 

a lengthy explanation in order for it to be used in questionnaires. Also Bleichrodt et al. (2005) 

find the measure to be problematic when arguing that using QALYs as a description of health 

might have been a potential bias for their result, due to the fact that the subjects may not have 

understood the concept properly. For that reason, and since understanding the concept of this 

experiment is already complex and difficult enough for the respondents, I will instead use 

Healthy Life Years (HLY). HLY is the European Union’s structural indicator on health and is 

sometimes also called disability-free life expectancy. Within the European Union the mean 

number of HLY is about 60 years. The indicator includes activity-hampering disabilities such 

as illnesses and chronic physical or mental health problems. Since it is used to distinguish 

between years free of any activity limitation and years experienced with at least one activity 

limitation, emphasis is not only on the length of life but also on the quality of life (European 

Health reports, 2005; European Commission, 2017). Although HLY will also be in need of 

some explanation, it is a much easier concept to grasp than that of QALYs and the risk of 

potential bias is therefore reduced. 
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With the use of HLY the second experiment will estimate peoples aversion to inequalities in 

health. An individual may perhaps be of the view that a more equal distribution of health 

promotes a more fair and compassionate society since health is coupled with the most 

fundamental aspects of life. If so, then these preferences should also be reflected in that 

individual’s utility function. The general utility function of individual i can be written as 𝑈𝑖 =

𝑢𝑖(ℎ𝑖, Φh), where h is own health and Φh is a measure of health inequality in society. If 

individual i is averse to inequalities in health the marginal utility of inequality in health will 

be negative, 𝜕𝑢𝑖/𝜕Φh < 0.  

 

3.1 Explicit model of inequality aversion 

Following the assumptions of Carlsson et al. (2005) the individual’s utility function in the 

experiment for health will look as follows: 

 

𝑢 = 𝑓(ℎΦh
−𝛾), 

 

where f is a monotonically increasing transformation, Φh is a measure to health inequality and 

𝛾 is a parameter measuring the individual’s inequality aversion of health. This parameter 

reflects the percentage change in own health that holds utility constant if inequality is 

increased by 1%, 𝛾 can be interpreted as a constant inequality elasticity.  

 

All individuals are assumed to live a healthy and disability-free life until the age of 30, 

society will then see a distribution of additional HLY after that age. This assumption is 

necessary to keep the coefficient of variation constant in both experiments. In addition it 

enables the distributions to become more realistic and somewhat comparable to what is seen 

in real life. 

 

The utility function in the income experiment more or less mirrors the utility function for 

health and is assumed to look as follows: 

 

𝑢 = 𝑘(𝑦Φy
−𝜌), 

 

where 𝑘 is a monotonically increasing transformation, Φy is a measure of income inequality 

and 𝜌 is the individual parameter for income inequality aversion.  

 

The assumed functional form is attractive for its simplicity. If 𝛾 = 0  (𝜌 = 0) , utility is 

independent of the distribution of health (income) and the utility function would take the 
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conventional form. If 𝛾 = 1 (𝜌 = 1), a 1% increase in own health (income) gives the same 

additional utility as a 1% decrease in inequality of health (income). A parameter larger than 

zero would then imply inequality-averse preferences, while a parameter smaller than zero 

implies preferences that are inequality-prone.  

 

Inequality will be measured by the coefficient of variation, Φ, which for health is defined as 

Φh = σh/ℎ, i.e., the standard deviation over the mean health in society. This measure is both 

symmetric and scale-invariant, implying that it is unaffected by equal proportional increases. 

This enables me to rewrite the individual’s utility function in the health experiment as  

 

𝑢 = 𝑓(ℎ (
ℎ

σh
)𝛾). 

 

Now a 𝛾 = 1 would imply that for a given standard deviation, a 1% increase in own health 

gives as much additional utility as a 1% increase of mean health in society. This is due to the 

fact that we will find a comparable decrease in the coefficient of variation. The inequality in 

income is measured, defined and interpreted correspondingly. 

 

In both experiments the respondents will choose between two deterministic societies (Society 

A and society B). The grandchild’s health (income) and the distributions of health (income) 

will differ throughout the experiment, implying a direct tradeoff between own health (income) 

and inequality. An individual that maximizes his/her utility in the health experiment will be 

indifferent between the two societies if ℎ𝐴ΦAh
−𝛾 = ℎ𝐵ΦBh

−𝛾.  This implies that 

 

   𝛾 =  
ln (ℎ𝐴/ℎ𝐵)

ln (ΦAh/ΦBh)
. 

 
Hence, the parameter of individual inequality aversion is a function of the grandchild’s own 

health and the distribution of health in the two societies. Suppose an individual is given the 

choice between society A where the coefficient of variation (ΦAh) equals 0.4 and the healthy 

life years is in total 54 (24 HLY after the age of 30), and society B where the coefficient of 

variation (ΦBh) equals 0.25 and the total number of healthy life years is 50 (20 HLY after 

the age of 30). An individual that chooses society B in this scenario will then have an 

inequality aversion parameter for health that is larger than 0.39. Correspondingly for income, 

an individual choosing society B when own income in society A is 24.000 Swedish krona 

with ΦAy = 0.4 and own income in society B is 20.000 Swedish krona with ΦBy = 0.25, has 

an income inequality aversion parameter that is larger than 0.39. 
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4. The Experiments 

 

The experiments were conducted in four sessions, all during lectures held at Umeå University. 

A total of 140 undergraduate students participated, all studying courses either at the 

department of economics or the department of sociology. Participation was fully voluntary 

and the questionnaire consisted of three parts, the initial part covering socioeconomic factors 

and the following two were the experiments measuring each participant’s aversion towards 

inequality of income and health. All respondents were given information about the topic and 

the concept of the experiments both verbally (through a short introduction and a sample 

question) and by the information written in the questionnaire. Part two and part three of the 

questionnaire can be found in the appendix. 

 

Respondents were in the experimental parts of the questionnaire asked to make pair-wise 

choices between hypothetical scenarios. The scenarios were characterized by the (uniform) 

distribution of outcomes indicated by the worst- and best-off in society. Also the average 

outcome in each society was given. Outcomes were in part two described by income per 

month and in part three by HLY. The respondents were told that their future grandchild would 

always have an income or a health equaling the average in society, any preferences the 

respondents may have had for risk could then be overlooked. In order to liberate themselves 

from current circumstances that might inflect their choices, the respondents were asked to 

imagine a future grandchild. The task was then to consider the wellbeing of this grandchild 

and choose the alternative they thought would be in its best interest. As is suggested by 

Carlsson et al. (2005) it seems reasonable to think that the respondents will base their choice 

on their own preferences, or to think that the grandchild will have similar preferences to their 

own, when choosing on their behalf. 

 

In order to avoid lexicographic strategies respondents were asked not to consider the extremes 

in society, referring to the very rich and the very poor in the income experiment and the ones 

that spend an entire life in either bad or good health in the health experiment. They were told 

that these people were very few and could in this specific experiment be disregarded. 

Respondents were also repeatedly informed that the only thing that differed between societies 

were their distribution of outcomes. Especially in the income experiment it was emphasized 

that prices and goods were constant among the given societies and that circumstances would 

not in any way be influenced by their choices. Since the current study is only interested in the 

factors influencing the interests of the grandchildren the respondents were told that they 

should not choose the society they considered to be the overall best. Instead they should focus 

entirely on which society they thought their grandchild would be most content in. 
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Additionally respondents were encouraged to go back and change their answers along the 

way, this to minimize problems with learning. 

 

4.1 Specific framework of the experiments 

Societies from both the income and the health experiment are presented in Table 1 below. The  

 

Table 1 
Inequality aversion in income 

 
Societies 
 
 
A 

Minimum  
Income 
 
10.000 

Mean  
Income 
 
30.000 
 

Maximum 
 Income 
 
50.000 

𝜌 = Inequality aversion when 
indifferent between A and B 

Difference in income 
between best and worst off. 
 
40.000 

B1 20.000 30.000 
 

40.000 
 

𝜌 = 0 20.000 

B2 19.400 
 

29.100 
 

38.800 
 

𝜌 = 0,04 19.400 

B3 18.800 
 

28.200 
 

37.600 
 

𝜌 = 0,09 18.800  

B4 17.200 
 

25.800 
 

34.400 
 

𝜌 = 0,22 17.200  

B5 15.800 
 

23.700 
 

31.600 
 

𝜌 = 034 
 

15.800 

B6 13.600 
 

20.400 
 

27.200 
 

𝜌 = 0,56 13.600 

B7 12.200 
 

18.300 
 

24.400 
 

𝜌 = 0,71 12.200 

B8 10.000 15.000 20.000 𝜌 = 1 10.000 

 
 

Inequality aversion in health 
 

Societies 
 
 
 
          A 
 

Minimum healthy life years 
after age of 30 
 
 

10 
(Healthy until age of 40) 

 

Mean Healthy life years 
after age of 30 
 
 
                       30 

(Healthy until age of 60) 

Maximum healthy life 
years after age of 30 
 
 

50 
(Healthy until age of 80) 

𝛾 = Inequality 
aversion when 
indifferent 
between A and B 

Difference in HLY 
between best and 
worst off. 
 

40 years 
 

B1 20 
(Healthy until age of 50) 

30 
(Healthy until age of 60) 

40 
(Healthy until age of 70) 

𝛾 = 0 20 years 

B2 19,4 
(Healthy until age of 49,4) 

29,1 
(Healthy until age of 59,1) 

38,8 
(Healthy until age of 68,8) 

𝛾 = 0,04 19,4 years 

B3 18,8 
(Healthy until age of 48,8) 

28,2 
(Healthy until age of 58,2) 

37,6 
(Healthy until age of 67,6) 

𝛾 = 0,09 18,8 years 

B4 17,2 
(Healthy until age of 47,2) 

25,8 
(Healthy until age of 55,8) 

34,4 
(Healthy until age of 64,4) 

𝛾 = 0,22 17,2 years 

B5 15,8 
(Healthy until age of 45,8) 

23,7 
(Healthy until age of 53,7) 

31,6 
(Healthy until age of 61,6) 

𝛾 = 034 
 

15,8 years 

B6 13,6 
(Healthy until age of 43,6) 

20,4 
(Healthy until age of 50,4) 

27,2 
(Healthy until age of 57,2) 

𝛾 = 0,56 13,6 years 

B7 12,2 
(Healthy until age of 42,2) 

18,3 
(Healthy until age of 48,8) 

24,4 
(Healthy until age of 54,4) 

𝛾 = 0,71 12,2 years 

B8 10 
(Healthy until age of 40) 

15 
(Healthy until age of 45) 

20 
(Healthy until age of 50) 

𝛾 = 1 10 years 
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structure of the two experimental parts is identical. The respondents were faced with a 

number of repeated choices between two hypothetical societies. Society A is fixed in all 

questions and in both experiments the coefficient of variation (ΦA) equals 0.385. Throughout 

the experiments Society B is always more equal than society A. While keeping the coefficient 

of variation (ΦB) constant, equaling 0.1925, the distribution and the mean in society B varies 

in every question. The inequality aversion parameter indicates the value of the parameter if 

indifferent between the two societies.  

 

 

 

5. Results 

 

5.1 Potential bias 

The use of hypothetical experiments to elicit true preferences can be argued to be 

problematic. Kahneman and Knetsch (1992) suggest that responses to some extent can be 

seen as a way to acquire moral satisfaction. Answers may therefore be biased in an ethical 

direction, where the respondents reveal preferences they think is expected rather than their 

true valuation. If individuals find it more ethically correct to choose outcomes that are more 

equal the inequality aversion parameter will be upwardly biased. To limit such problems 

respondents are asked to choose on behalf of their imaginary grandchildren. 

 

Although it is convenient to use university students when studying large samples one must 

acknowledge that students may not represent preferences of the society as a whole. Students 

can be seen as a rather homogenous group both in terms of age, income and social 

surroundings. In addition, it is important to emphasize the pilot nature of this study and the 

relatively small sample used. There is a possibility of selection-bias in that some preferences 

may be overrepresented in the sample, causing risk of both downward and upward bias. One 

should hence be careful making far-reaching generalizations of the results.  

 

 

5.2 Descriptive results 

Out of the total of 140, 129 responses in the income experiment and 128 responses in the 

health experiment were considered to be valid in the sense that individuals made consistent 

choices. A response is considered inconsistent when the individual shifts from choosing 

society A to choosing society B in a later choice, since for every question one must sacrifice 

more in order for the grandchild to live in the society that is more equal. There are several 

possible reasons for these responses such as alternative functional forms, learning or 
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misperception of the task, regardless the reason they will not be interpreted further in this 

study. In table 2 the results from both experiments are presented, respectively.  

 

The results from the income experiment show that 95% of the respondents are willing to 

sacrifice at least some of their grandchildren’s income in order for the distribution to become 

more equal. More than half of the respondents (62,5%) report an inequality aversion 

parameter between 0.09 and 0.71. The median value is found within the interval 0.34 and 0.56 

and the estimated mean value is 0.46. A small fraction (5.5%) appears to be “income 

inequality-lovers” while a rather large number of respondents are found at the opposite 

“extreme” (15.5%), showing extreme income inequality aversion. 

 

If comparing the results with previous findings of Carlsson et al. (2005), it is evident that they 

find a lower value of the income inequality aversion parameter. Carlsson et al. report a 

median value within the interval 0.09 and 0.22, with a mean degree of ~0.2. On the other 

hand, both this study and Carlsson et al. find the majority of responses (62.5% and 61%, 

respectively) in the interval between 0.09 and 0.71. The difference in the median is mainly 

due to the fraction of “extreme” income inequality-averse responses, which is almost three 

times higher here. This relatively high number of respondents exhibiting an “extreme” 

inequality aversion is somewhat comparable to what Johansson-Stenman et al. (2002) found 

(12%). They also estimated a higher parameter than Carlsson et al., but since Johansson-

Stenman et al. embedded income inequality aversion in the measure of risk aversion it is not 

meaningful to make comparisons of specific results. It nevertheless strengthens the argument 

that the fraction of “extreme” inequality-averse respondents may not be entirely negligible. 

 

Anand (2000) argued that it makes sense to think that people would be willing to sacrifice 

some aggregate health in order for the distribution of health to become more equal. From 

what is found in the health experiment there is a large fraction (85%) that do appear to be 

willing to sacrifice some of their grandchildren’s health in order to decrease health inequality 

in society. As can be found in Table 2 the majority (54.5 %) of the responses reflect a value of 

the health inequality parameter in the interval between 0.09 and 0.71. The median value of the 

inequality parameter for health is in the interval between 0.09 and 0.22, the estimated mean 

value is 0.27. Examining the “extreme” responses, 15% of the participants report no aversion 

at all towards health inequality and 8,5% appears to be “extremely” health inequality-averse. 

The difference in the estimated mean and the median value can partly be explained by the fact 

that the main part of the responses are found in lower intervals, while there is still a fairly 

large number of participants showing “extreme” health inequality aversion.  
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Table 2  
 Results from the income inequality experiment 

 

Income inequality   Number   Frequency 
aversion parameter  of respondents 
 

 
𝜌 < 0   7   0.055 
 
0 < 𝜌 < 0.04    5   0.04 
  
0.04 < 𝜌 < 0.09  5   0.04 
 
0.09 < 𝜌 < 0.22  22   0.17 
 
0.22 < 𝜌 < 0.34  19   0.145 
 
0.34 < 𝜌 < 0.56   23   0.18 
 
0.56 < 𝜌 < 0.71  17   0.13 
 
0.71 < 𝜌 < 1.0   11   0.085 
 
1.0 < 𝜌    20   0.155 
 
Total   29   1.0 
    

 

  Results from the health inequality experiment 

Health inequality   Number   Frequency 
aversion parameter  of respondents 
 

 
𝛾 < 0   19   0.15 
 
0 < 𝛾 < 0.04    16   0.125 
  
0.04 < 𝛾 < 0.09  10   0.08 
 
0.09 < 𝛾 < 0.22  26   0.205 
 
0.22 < 𝛾 < 0.34  18   0.14 
 
0.34 < 𝛾 < 0.56   16   0.125 
 
0.56 < 𝛾 < 0.71  9   0.07 
 
0.71 < 𝛾 < 1.0   3   0.02 
 
1.0 < 𝛾    11   0.085 
    
Total   128   1.0 

 

 



  19 

Since there are no previous studies using the specific method applied here it is not 

straightforward to make meaningful comparisons of the estimated parameter of health 

inequality aversion. However, Andersson and Lyttkens (1999) estimated the median degree of 

health inequality aversion (with health defined as life expectancy) to vary between 0.11 and 

0.35, indicating similar preferences for social health outcomes to what is found here. 

Johannesson and Gerdtham (1995) found results implying a slightly higher marginal tradeoff, 

but their results also indicated that individuals seemed to care more about inequality per se 

than about the size of the inequality. Both studies included effects of inequality aversion in 

the estimates of risk aversion, when separating the two it is reasonable to expect a lower 

inequality aversion. The findings of the current experiment are hence in the expected 

direction. 

 

In Table 3 the distribution of answers from both the income and health experiments are 

displayed in histograms, both the median and the mean values are indicated for each 

experiment separately. The findings imply that individuals appear to be more income 

inequality-averse than they are health inequality-averse. This since both the median and the 

mean value of inequality aversion are higher for income than for health. The Wilcoxon 

signed-ranks test indicates that the medians and the distributions found in the two experiments 

are different; additionally the t-test indicates the differences in means to be significant1. Both 

tests can be found in the appendix. 

 

The result is in line with the findings of Abásolo and Tsuchiya (2013), suggesting that 

individuals are both more risk- and inequality-averse in the context of income than they are in 

the context of health. The correlation coefficient is 0.52, indicating a strong relationship 

between the inequality aversion parameters estimated for health and income. In both 

experiments about half of the responses (49,5% in the income experiment and 47% in the 

health experiment) reflect a degree of inequality aversion between 0.09 and 0.56; in the 

income experiment 37% report a higher value than 0.56 while in the health experiment the 

35.5% appears to have a lower value than 0.09. This explains why we find different median 

values of the inequality aversion parameters. Furthermore, both experiments have about the 

same fraction of “extreme” responses. The difference is that in the income experiment there 

are more than twice as many respondents that are “extremely” inequality-averse than 

“inequality-lovers” while in the health experiment the pattern is the opposite.  

 

                                                        
1Both the Wilcoxon signed-ranks test and the t-test is performed on a 95% confidence level, the P-value is 0.00 
respectively. 
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Table 3  

  Graphical illustration of responses 

 

 

The bars of the histogram represent the fraction of responses indicating an inequality aversion parameter within that specific 

interval. All intervals are represented by their mean value.  

 

The heavy tails of the distributions could be due to the intervals used in the experiment. All 

individuals indicating an inequality aversion parameter larger than 1 (smaller than 0), thus 

choosing society B (A) in all questions, are clustered into the same interval. If the experiment 

would have included more societies, both more equal and unequal, the tales of the distribution 

might have been smoother than what is found here. Further research should therefore consider 

including more questions in the experiment in order for a wider range of the inequality 

aversion parameter to be covered explicitly. 

 

Anand (2000) argued that the basic necessities in life should be distributed less unequal than 

our means to pay for them. Although this study does not test this argument directly, the 

findings still appear to suggest the opposite to his claim. However, if taking the reasoning one 

step further the results might not necessarily disagree with what is suggested by Anand. 

Hudson and Jones (2007) show that even altruistic individuals might favor self-interest if the 

impact is greater on own welfare than it is on society’s welfare. Individuals may very well 

still have stronger ethical preferences (which are not captured in the experiments) for equality 

in health than they do for equality in income, but they might also find it worse giving up some 

of their own health. Implying that individuals would be willing to sacrifice less of their 

grandchild’s health than income to obtain a more equal society. If so, it is possible for an 

individual to have a marginal tradeoff for health that is lower than the marginal tradeoff for 

income and still consider justice in health to be more important.  
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5.3 Econometric analysis 

This section will analyse potential correlates with individual income and health inequality 

aversion. Since using interval variables when performing econometric analyses tend to add 

little additional information to the results, the dependent variable is defined by the means of 

each interval. The individual inequality aversion parameter is calculated using the values of 

the parameters when indifferent between the two societies. The specific value for each 

individual is then calculated from the mean between the two parameters where the 

respondents switches from choosing society B to A. An individual that switches society in 

question 6 will have an inequality aversion parameter of 0.45. For the extreme cases ρ < 0, 

ρ > 1, γ < 0, γ > 1 the parameters are set to -0.06 and 1.025, respectively. These specific 

values are based on what is used in a working paper by Carlsson et al. (2001). Due to the 

considerable amount of extreme responses, both higher and lower values have been tested2. 

The results are quite robust and no changes in significant parameters were found. 

 

The econometric analysis will follow the approach of Carlsson et al. (2005) and Johansson-

Stenman et al. (2002), thus conducted using Ordinary Least Squares (OLS). An alternative 

approach would for example be the Two-limit Tobit model, a special case of the censored 

regression model3. This model accounts for the fact that the dependent variable is censored 

both from below and above. The Tobit model makes the same assumption of normally 

distributed errors as OLS, but it is much more sensitive to violations of this assumption. In 

order to ease comparisons of findings with similar studies, and since there is limited 

information of the underlying error distribution, OLS will be used despite its shortcomings. 

 

Each measure of inequality aversion is regressed against the background explanatory 

variables collected during the experiments. Descriptive statistics of the background variables 

can be found in the appendix. A sensitivity analysis is performed by excluding the extreme 

values from the experiments. All results are presented in Table 4. Due to the lacking 

information of distribution of errors both models are also estimated using bootstrapped 

standard errors, this model adds little to no changes in significant parameters (see Table 6 in 

Appendix). 

  

 

                                                        
2 The sensitivity of the results to these assumptions have been tested using different values of the parameters for the extreme 

cases, ρ < 0, ρ > 1, γ < 0, γ > 1. In both models, we varied the lower limit between -0.48 and 0, and the upper limit 

between 1 and 1.2, with no changes in significance of the estimates.  
3 Each measure of inequality aversion have been regressed against the background variables using the Two-limit Tobit model 

with the lower limit set to 0 and the upper limit set to 1, no changes in significance of parameters were found. 
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 Table 4 

 OLS – Regressions of income and health inequality aversion  

 
 

Dependent variable:       Income inequality   Health inequality 

             aversion         aversion 

 

  

Baseline 

Regression 

 

Extreme values 

excluded 

 

Baseline  

Regression 

 

Extreme values 

excluded 

Variables     

     
Female 0.0174 -0.00155 0.048 -0.0472 

 

 

(0.76) (0.97) (0.40) (0.33) 

Age 0.00610 0.0110 -0.00278 0.00217 

 

 

(0.40) (0.18) (0.70) (0.76) 

Siblings -0.0244 0.00684 -0.0008428 0.0207 

 

 

(0.28) (0.73) (0.97) (0.23) 

Studying 0.165*** 0.117** 0.046 0.0334 

  Sociology 

 

(0.00) (0.02) (0.43) (0.48) 

Grown up in 0.0750 0.0857 0.189** -0.0362 

  a big city 

 

(0.31) (0.18) (0.01) (0.60) 

Political opinion 0.306*** 0.190*** 0.153** 0.112* 

  to the left 

 

(0.00) (0.00) (0.03) (0.052) 

Parents political  -0.0410 -0.0534 0.099 0.0111 

  opinion to the left 

 

(0.55) (0.36) (0.15) (0.85) 

Income -2.55e-06 -1.42e-05* 9.09e-06 3.44e-06 

 

 

(0.74) (0.06) (0.25) (0.57) 

Parents are low- 0.131 0.0773 -0.0199 0.0998 

  income takers 

 

(0.33) (0.51) (0.88) (0.34) 

Parents are high- 0.107 0.0834 0.0175 0.0809 

  income takers 

 

(0.14) (0.18) (0.81) (0.19) 

Experienced  0.0228 -0.0210 0.035 -0.0188 

  health problems 

 

(0.76) (0.73) (0.64) (0.76) 

Parents/siblings/  0.0950* 0.0704 0.099* 0.0645 

  close friends  

  experienced  

  health problems 

(0.09) (0.15) (0.08) (0.17) 

     
P-values within parentheses, *** p < 0.01, ** p < 0.05, * p < 0.1  
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Literature often suggests women to have higher preferences for egalitarian policies (see for 

example Eckel and Grossman, 1998 or Beutel and Marini, 1995). However, neither in the 

income nor in the health experiment do females appear to be significantly more inequality-

averse than men. Carlsson et al. (2005) performed the same income experiment as is done 

here, their result indicates that women do have stronger preferences for inequality aversion 

than men. Although the estimated coefficient indicates a positive correlation it is nonetheless 

insignificant in this study. Insignificance of gender is also found both by Johansson-Stenman 

et al. (2002) when studying preferences for income inequality and by Abásolo and Tsuchiya 

(2008) when studying preferences for egalitarian policies in health.  

 

Kitchen and Dalton (1990) and kitchen (1992) found evidence indicating that household 

wealth and age tend to correlate with preferences for charitable giving. The present study 

finds no evidence supporting this result since neither age nor income seems to affect 

inequality aversion significantly. Also the number of siblings does not seem to be associated 

with inequality aversion 

 

Sociology students are found to be more income inequality averse in comparison to business 

and economic students. The positive correlation is significant but somewhat lower when 

excluding extreme values. The result seems intuitive based on educational focus, where 

sociology highlights distributional issues and equity while in economics one often emphasizes 

the importance of efficiency. This is supported by the findings of Frank et al. (1993, 1996). 

The authors argued that economic studies are important for preferences and behavior, 

implying that economic training makes people less likely to cooperate in social dilemmas. 

While it makes sense to talk about equity and efficiency when considering income, one 

cannot make the same convincing argument of equity and efficiency in health. Even though 

the result from the health experiment shows the same association as that of income the effect 

is much smaller and it is highly insignificant. Thus, indicating that educational background 

does not seem to correlate with individuals’ degree of health inequality aversion. 

 

Growing up in a big city such as Stockholm, Gothenburg or Malmo does not appear to have 

an impact of income inequality aversion. On the other hand it does seem to affect individuals’ 

aversion to inequality of health outcomes. Almost half of the respondents who grew up in a 

big city are either health “inequality lovers” or “extremely” health inequality-averse, and 

about the same fraction are found at both extremes. Based on the sensitivity analysis the result 

is rather fragile, the estimated parameter changes sign and becomes insignificant when 
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excluding extreme responses. One should therefore be careful drawing far-reaching 

conclusions of the correlation between inequality aversion and from where individuals have 

grown up. 

 

When observing table 4 it is evident that individuals with a political opinion that is more to 

the left are significantly more income and health inequality-averse than others4. The estimated 

income and health inequality aversion parameters are 0.3 units and 0.15 units higher, 

respectively. Carlsson et al. (2005) found a similar result, where left-wing voters had an 

income inequality aversion parameter that was 0.2 units higher than of those with other 

political opinions. Daniels (2008) argues that regardless of political persuasion many would 

consider inequalities to be unfair if they impair normal functions. Poor health can be seen as 

an impediment to opportunities. Based on the findings respondents with Left-wing 

preferences still appear to be more health inequality-averse than others but the correlation is 

smaller when considering health than income.  

 

Neither the political opinion of respondents’ parents nor their income appears to be associated 

with respondent’s income and health inequality aversion. Additionally, no significant 

correlation is found from respondents’ own experience of health problems. We can on the 

other hand see that participants having family members (siblings or parents) or close friends 

with experience of health problems tend to be more inequality-averse both when considering 

income and health. The correlation is marginally higher in the health experiment, this is also 

true when excluding extreme responses but the findings are then no longer significant.  

 

We can conclude that the general pattern is fairly similar in the income and health models. 

The results are relatively robust when considering political opinion, where left-wing 

preferences seem to correlate with a higher degree of inequality aversion for both income and 

health. Also the finding that an educational background in sociology is associated with higher 

income inequality aversion can be considered quit robust. Further, the overall results from the 

income model resemble the findings of Johansson-Stenman et al. (2002) and Carlsson et al. 

(2005), both considering the signs of the estimated parameters but also when considering the 

background variables that are found to significantly correlate with income inequality aversion. 

 

 

                                                        
4 Political opinions to the left are defined by participants identifying with Swedish political parties such as The Left Party, 

The Social Democrats, The Green Party and The Feminist Initiative. 
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5.4 Social welfare effects and policy implications 

Following the assumptions of Carlsson et al. (2005) this section will give an example of how 

the findings that individuals are income and health inequality-averse can affect social welfare. 

Additionally, some possible policy implications will be discussed. 

 

Assume a general Bergson-Samuelson social welfare function. Welfare can then be written as 

𝑊 = 𝑊 (𝑈1, 𝑈2, 𝑈3, … , 𝑈𝑛). The effect on social welfare of a marginal increase in individual 

l´s health can be written 

𝑑𝑊

𝑑ℎ𝑙
= 𝜇𝑙 + ∑ 𝜇𝑖

𝑖
 𝑀𝑅𝑆Φhh

𝑖 𝜕Φh

𝜕ℎ𝑙
. 

 

The first part of the expression captures the positive welfare consequences associated with 

individual l’s increased utility from better health. Hence, representing the social marginal 

utility of health when neglecting the welfare effects on inequality. It can be defined as  

 

𝜇𝑙 =
𝜕𝑊

𝜕𝑈𝑙

𝜕𝑢𝑙

𝜕ℎ𝑙
. 

 

The effect of an increase in ℎ𝑙 on the measure of inequality is found in the second part of the 

expression, where −𝑀𝑅𝑆Φhh
𝑖  is individual i’s marginal willingness to pay to reduce inequality 

of health. When considering both effects simultaneously we can conclude that the overall 

effect on welfare needs not necessarily be positive. Consider the example of individual l and 

assume her to be very healthy to begin with. The positive direct welfare effect from an 

increase in individual l’s health might be outweighed by the negative effect increased 

inequality has on others. Implying that the sum of the utility loss of all others in society then 

offsets the positive effect on that specific individual. If defining the social welfare function as 

is done in this example the effect on social welfare from an investment in health would be 

dependent on that individual’s initial position in the health distribution. This implies that even 

though an investment in own health is better for that specific individual’s welfare, it might not 

always be better for the overall social welfare due to the externalities imposed on others.  

 

Redistributive policy is a governmental instrument to reduce inequalities in the distribution. 

Taxation is maybe the most common redistributive policy, and most democratic countries 

apply the mechanism at least to some extent. Optimal tax models that concerns redistribution 

of income most often assume the reason for redistribution to be the higher marginal utility 

from consumption low income-individuals have in comparison to high-income individuals. 

But redistribution can also be legitimized by altruistic motives, suggesting that individuals are 

intrinsically inequality averse and prefer a more equal distribution (Schwarze and Härpfer, 
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2004). Aronsson and Johansson-Stenman (2016) show that marginal taxation of income can 

be used to internalize the external effects that follow from inequality aversion in the context 

of income. The authors derive efficient income tax policies based on the assumption that 

individuals have preferences for income inequality per se and show that the quantified 

degrees of inequality aversion potentially have important implications for the pareto-efficient 

marginal income taxation. Although somewhat controversial, a similar argument could be 

used for health. Implying that if individuals are health inequality-averse an investment in 

health will impose externalities on others, and the government could then tax individuals in 

order to internalize the externalities created.   

 

It is important to recall that the main focus of this study has been to analyse individuals’ 

preferences for social outcomes. The study puts no emphasis on preferences for the means by 

which social outcomes are achieved. It might be the case that some individuals have stronger 

preferences for distributive means than for equality; these individuals may oppose themselves 

to increases in redistributive policies such as income taxation even though they experience 

disutility when inequality increases. Hudson and Jones (2002) show that preferences 

corresponding to redistributive policies in health are significantly affected by attitudes of self-

interest. On the other hand, people may be more positive towards redistribution when poverty 

is caused by circumstances that cannot be controlled by the individual (Fehr and Fischbacher, 

2002). Further research is recommended to acknowledge these arguments and therefore one 

should be cautious making specific policy suggestions based on the explicit findings from the 

experiments. 

 

 

6. Concluding Remarks 

 
Anand (2000) argues that if we care about equality we should not only be concerned with 

inequalities in income but also with inequalities in health. Health can be seen to be of special 

moral importance since poor health impairs what people can do or can be. The aim of this 

paper has therefore been to explore the preferences individuals’ may have for social outcomes 

in the context of income and health. Inequality literature often assumes that individuals’ 

aversion to inequality is captured by their preferences for risk, implying that inequality is 

described by the concavity of the utility function. The present study has distinguished the two 

and assumed that individuals may have preferences for inequality per se. Using a 

questionnaire-experimental design with hypothetical scenarios, individuals’ preferences for 

inequality have been explored without also reflecting their preferences for risk. The 

experimental approach follows that of Carlsson et al. (2005), by replicating their experiment 
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for income inequality their analysis was extended by performing a corresponding experiment 

for health. To the best of my knowledge this is the first experiment of this specific nature, and 

the findings should therefore be seen as a first attempt to quantify individual inequality 

aversion for health in a risk-free setting. 

 
The main findings indicate that a large number of people do appear to have preferences for 

inequality, both when considering income and health. In addition, the findings also indicate 

that individuals tend to be more income inequality averse than they are health inequality 

averse. In comparison to Carlsson et al. (2005) a higher degree of income inequality aversion 

is found here. The main difference is explained by the relatively large fraction of “extremely” 

income inequality-averse individuals in the current study. The econometric analysis shows 

that individuals’ aversion towards inequalities in income and health seem to correlate with 

political preferences, where left wing-preferences appear to have a higher degree of inequality 

aversion in both dimensions. It is also found that sociology students tend to be more income 

inequality averse in comparison to business and economics students.  

 
It is important to keep in mind that the current analysis is based on the assumption of a 

specific functional form of the utility function. The findings are correct if (i) the utility 

function is a proper representation of preferences, and (ii) the strategy to identify the 

parameters of income and health inequality aversion is appropriate. Fehr and Schmidt (1999) 

discuss an inequality aversion model where utility is negatively affected by increased 

inequality, but that the effect may vary depending on if individuals are behind or ahead of 

others. In order to examine the extent to which the findings can be generalized, further studies 

are suggested to consider the possibility that people might feel differently about inequality 

depending on their own position in society. Or perhaps that utility is negatively affected if 

increased inequality is caused by a worsening in the position of the unfortunate, while less or 

even unaffected when caused by improvements of the fortunate.  

 

Most models dealing with public policy do not assume that individuals have explicit 

preferences for living in a more equal society. This implies that the utility function would not 

contain any measure of inequality. However, the findings of this study indicates that most 

individuals do have preferences for social outcomes and are willing to sacrifice at least some 

of their imaginary grandchild’s income and health in order to achieve a more equal allocation. 

Accordingly, we can conclude that in the context of income and health it appears as if most 

people are not solely driven by their own self-interest; they would also prefer the distribution 

in society to be more equal.  
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8. Appendix 

 
8.1 Income Experiment (Swedish version) 

 

 I varje fråga kommer två samhällen presenteras med olika fördelning av månadsinkomst.  

 Samhällets högsta, medel samt lägsta inkomst kommer vara angivna. 

 Inkomstfördelningen i samhället är uniform. Det innebär att lika många individer i samhället 

kommer alltså inneha en månadsinkomst som är lika med lägsta, medel respektive högsta 

inkomsten. 

  Ditt barnbarns inkomst kommer alltid vara lika med medelinkomsten. 

 Scenario A kommer alltid vara detsamma, scenario B kommer däremot ändras för varje fråga.  

 Skillnaden mellan de som tjänar mest och de som tjänar minst kommer alltid vara störst i 

samhälle A.  

 Fördelningen i samhälle B kommer för varje fråga bli mer och mer jämlik. Skillnaden mellan de 

som tjänar mest och de som tjänar minst minskar alltså för varje scenario i samhälle B. 

 

Bortse från: 

I båda samhällena kommer det finnas en liten grupp människor som både har en högre och en lägre 

månadsinkomst än de angivna värdena (ex högt uppsatta chefer och hemlösa). Då ditt barnbarn inte 

kommer tillhöra någon utav dessa grupper, samt att dessa återfinns i alla angivna samhällen, kan du i 

detta experiment bortse från dessa. Priser, variation av varor och dylikt är lika i alla samhällen och 

påverkas inte av ditt val. Välfärden är i båda samhällena negligerbar, detta innebär att all typ av välfärd 

finansieras via den egna inkomsten och försäkringar. 

 Det enda som skiljer de angivna samhällen åt är dess inkomstfördelning. 

 

 

Exempelfråga:  

Skillnaden i inkomst är större i samhälle A, å andra sidan är ditt framtida barnbarns inkomst lägre i 

samhälle B. Utifrån frågan ska du sen avgöra vilket samhälle du anser ditt framtida barnbarn vara mest 

tillfreds i. 

 

Samhälle A:  min= 10.000 kr/månad medel= 30.000 kr/mån max = 50.000 kr/mån 

Samhälle B: min = 15.800 kr/mån medel=23.700 kr/mån max = 31.600 kr/mån  

 

 Exempelvis kanske du av olika anledningar tror att ditt barnbarn skulle vara mer tillfreds i ett mer 

jämlikt samhälle B. Eller så tror du motsatsen, att ditt barnbarn skulle vara mer tillfreds i samhälle A, där 

skillnaden mellan de som tjänar mest och de som tjänar minst är större men den egna inkomsten är högre. 
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VIKTIGT!  

Det är viktigt att du endast överväger de faktorer som påverkar ditt barnbarn! 

Du bör inte fundera över vilket samhälle du anser vara bäst i sin helhet, utan fokusera helt 

på vad som är bäst för ditt barnbarn. 

- Om du tror att ditt barnbarns välbefinnande exempelvis påverkas av hur andra i samhället har 

det bör du beakta det. 

 

 

Kom ihåg, det finns inget svar som är rätt eller fel! 
Du kan självklart gå tillbaka och ändra dina svar under studiens gång. 
 
 
 
 
 
 
 

Scenario 1  Inkomst per månad 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   30.000 kr/mån                       50.000 kr/mån  

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
20.000 kr/mån   30.000 kr/mån                       40.000 kr/mån  
 

Skillnad mellan de med högst och lägst inkomst i samhälle A: 40.000 kr/mån 
Skillnad mellan de med högst och lägst inkomst i samhälle B: 20.000 kr/mån 
 

A   B 
 

 

 

Scenario 2  Inkomst per månad 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   30.000 kr/mån                       50.000 kr/mån  

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
19.400 kr/mån   29.100 kr/mån                       38.800 kr/mån  
 

Skillnad mellan de med högst och lägst inkomst i samhälle A: 40.000 kr/mån 
Skillnad mellan de med högst och lägst inkomst i samhälle B: 19.400 kr/mån 
 

A               B 
 



  33 

Scenario 3  Inkomst per månad 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   30.000 kr/mån                       50.000 kr/mån  

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
18.800 kr/mån   28.200 kr/mån                       37.600 kr/mån  
 

Skillnad mellan de med högst och lägst inkomst i samhälle A: 40.000 kr/mån 
Skillnad mellan de med högst och lägst inkomst i samhälle B: 18.800 kr/mån 
 

A            B 
 

 

 

Scenario 4  Inkomst per månad 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   30.000 kr/mån                       50.000 kr/mån  

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
17.200 kr/mån   25.800 kr/mån                       34.400 kr/mån  
 

Skillnad mellan de med högst och lägst inkomst i samhälle A: 40.000 kr/mån 
Skillnad mellan de med högst och lägst inkomst i samhälle B: 17.200 kr/mån 
 

A             B 
 

 

 

Scenario 5  Inkomst per månad 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   30.000 kr/mån                       50.000 kr/mån  

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
15.800 kr/mån   23.700 kr/mån                       31.600 kr/mån  
 

Skillnad mellan de med högst och lägst inkomst i samhälle A: 40.000 kr/mån 
Skillnad mellan de med högst och lägst inkomst i samhälle B: 15.800 kr/mån 
 

A             B 
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Scenario 6  Inkomst per månad 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   30.000 kr/mån                       50.000 kr/mån  

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
13.600 kr/mån   20.400 kr/mån                       27.200 kr/mån  
 

Skillnad mellan de med högst och lägst inkomst i samhälle A: 40.000 kr/mån 
Skillnad mellan de med högst och lägst inkomst i samhälle B: 13.600 kr/mån 
 

A             B 
 

 

 

Scenario 7  Inkomst per månad 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   30.000 kr/mån                       50.000 kr/mån  

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
12.200 kr/mån   18.300 kr/mån                       24.400 kr/mån  
 

Skillnad mellan de med högst och lägst inkomst i samhälle A: 40.000 kr/mån 
Skillnad mellan de med högst och lägst inkomst i samhälle B: 12.200 kr/mån 
 

A            B 
 

 

 

Scenario 8  Inkomst per månad 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   30.000 kr/mån                       50.000 kr/mån  

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
10.000 kr/mån   15.000 kr/mån                       20.000 kr/mån  
 

Skillnad mellan de med högst och lägst inkomst i samhälle A: 40.000 kr/mån 
Skillnad mellan de med högst och lägst inkomst i samhälle B: 10.000 kr/mån 
 

A            B 
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8.2 Health Experiment (Swedish version) 
 
Liknande experimentet för inkomst kommer du nu ställas inför ett antal val gällande fördelningen av 
hälsa. Hälsan i de olika samhällena kommer beskrivas genom hälsosamma levnadsår. 
 
Hälsosamma levnadsår:   
Måttet beskriver kvalitén av ett liv och tar hänsyn till att människor allt som oftast inte går genom en hel 
livstid med perfekt hälsa. Detta innefattar både fysiska och mentala åkommor, samt även sjukdom och 
handikapp. Exempelvis kan en begränsning vara att en individ drabbats av cancer och genomgår en tid av 
behandling. Ett annat exempel på aktivitetsbegränsning skulle kunna vara en depression. Hälsosamma 
levnadsår skiljer på de år som spenderas fria från aktivitetsbegränsningar och de år som spenderas med 
åtminstone någon form av begränsning.  
 
I experimentet kommer det antas att alla människor minst kommer leva 30 hälsosamma levnadsår, 
därefter sker en fördelning av antalet ytterligare år med god hälsa. Inom EU uppgår genomsnittet av 
hälsosamma levnadsår till lite drygt 60 år för både män och kvinnor. Medellivslängden uppgår till drygt 
80 år vilket betyder att i snitt lever människor inom EU med dålig hälsa under c:a 20 år. 
 

 Din uppgift är nu att placera ditt barnbarn i det samhälle du tror ditt barnbarn skulle vara mest 

tillfreds utifrån fördelningen av antalet hälsosamma levnadsår. 

 Ditt barnbarn kommer ha samma antal hälsosamma levnadsår som medelvärdet i samhället. 

 Lika många i samhället kommer ha det lägsta, som medel, som högsta antalet hälsosamma 

levnadsår. 

 Scenario A kommer alltid vara detsamma. 

 Scenario B kommer förändras för varje fråga. Skillnaden mellan de med flest och de med minst 

antal hälsosamma levnadsår kommer bli mindre och mindre för varje fråga i samhälle B. 

 Skillnaden i hälsosamma levnadsår kommer alltid vara störst i samhälle A.  

 Det enda som skiljer samhällena åt är dess fördelning av hälsosamma levnadsår. 

 

Även här finns det människor som lever ett helt liv med exempelvis sjukdom, men också de som lever ett 

helt liv med god hälsa. Dessa är endast ett fåtal och några du kan bortse ifrån. 

 
 
 
Exempelfråga: 
Vilken fördelning av hälsosamma levnadsår tror du ditt framtida barnbarn skulle känna sig mest tillfreds 
i?  
 
Samhälle A:  Min = 40 år av god hälsa 

 

Medel = 60 år av god hälsa 

 

max = 80 år av god hälsa 

 

Samhälle B: min = 46,5 år av god hälsa 

 

Medel = 54,75 år av god hälsa 

 

max = 63 år av god hälsa 

 

 
 Du kanske anser ett samhälle med mer jämn fördelning av god hälsa vara bättre för ditt barnbarn då 
hälsa är en av de mest fundamentala aspekterna av en människas liv. Exempelvis kanske du anser att en 
allt för ojämlik fördelning av hälsa skulle vara sammankopplad med ojämlikhet i möjligheten för 
människor att uppnå andra aspekter som ger oss välbefinnande. Eller så tror du motsatsen. Att ditt 
barnbarn är mer tillfreds i ett samhälle där ojämlikheten i hälsa är större, men där den egna hälsan är 
bättre. 
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VIKTIGT!  

Det är viktigt att du endast överväger de faktorer som påverkar ditt barnbarn! 

Du bör inte fundera över vilket samhälle du anser vara bäst i sin helhet, utan fokusera helt 

på vad som är bäst för ditt barnbarn. 

- Om du tror att ditt barnbarns välbefinnande exempelvis påverkas av hur andra i samhället har 

det bör du beakta det. 

 

 

Kom ihåg, det finns inget svar som är rätt eller fel! 
Du kan självklart gå tillbaka och ändra dina svar under studiens gång. 

 
 
 
 
Scenario 1  Hälsosamma levnadsår 
Samhälle 

A 

Min:   Medel (barnbarnets):                     Max: 
40 år  60 år   80 år 

Samhälle 

B 

Min:   Medel (barnbarnets):               Max: 
50 år   60 år                        70 år 
 

Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle A: 40 år 
Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle B: 20 år 
 

A   B 
 

 

 

 

 

Scenario 2  Hälsosamma levnadsår 
Samhälle 

A 

Min:   Medel (barnbarnets):                 Max: 
40 år   60 år                        80 år 

Samhälle 

B 

Min:   Medel (barnbarnets):                      Max: 
49.4 år   59.1 år                     68.8 år 
 

Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle A: 40 år 
Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle B: 19,4 år 
 

A               B 
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Scenario 3  Hälsosamma levnadsår 
Samhälle 

A 

Min:   Medel (barnbarnets):                       Max: 
40 år   60 år                     80 år  

Samhälle 

B 

Min:   Medel (barnbarnets):                       Max: 
48.8 år   58.2 år                        67.6 år 
 

Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle A: 40 år 
Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle B: 18.8 år 
 

A             B 
 
 
 

Scenario 4  Hälsosamma levnadsår 
Samhälle 

A 

Min:   Medel (barnbarnets):                    Max: 
40 år   60 år                     80 år 

Samhälle 

B 

Min:   Medel (barnbarnets):                     Max: 
47.2 år   55.8 år                        64.4 år 
 

Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle A: 40 år 
Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle B: 17,2 år 
 

A              B 
 

 
 
 

Scenario 5  Hälsosamma levnadsår 
Samhälle 

A 

Min:   Medel (barnbarnets):                       Max: 
40 år   60 år    80 år 

Samhälle 

B 

Min:   Medel (barnbarnets):                Max: 
45.8 år   53,7 år                       61.6 år  
 

Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle A: 40 år 
Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle B: 15,8 år 
 

A            B 
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Scenario 6  Hälsosamma levnadsår 
Samhälle 

A 

Min:   Medel (barnbarnets):                      Max: 
40 år  60 år   80 år 
 

Samhälle 

B 

Min:   Medel (barnbarnets):                Max: 
43,6 år   50.4 år   57,2 år  
 

Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle A: 40 år 
Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle B: 13.6 år 
 

A   B 
 

 

Scenario 7  Hälsosamma levnadsår 
Samhälle 

A 

Min:   Medel (barnbarnets):               Max: 
40 år  60 år   80 år  

Samhälle 

B 

Min:   Medel (barnbarnets):                       Max: 
42.2 år   48.3 år                  54.4 år  
 

Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle A: 40 år 
Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle B: 12.2 år 
 

A            B 
 
 
 
 

Scenario 8  Hälsosamma levnadsår 
Samhälle 

A 

Min:   Medel (barnbarnets):                       Max: 
40 år  60 år   80 år  

Samhälle 

B 

Min:   Medel (barnbarnets):                     Max: 
40 år   45 år                     50 år 
 

Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle A: 40 år 
Skillnad mellan de med minst och mest antal hälsosamma levnadsår i samhälle B: 10 år 

 

A           B 
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8.3 Result from t-test 

 
 
 
 
 
 
 

8.4 Result from the Wilcoxon paired samples signed-rank test 
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Table 5 

 
  Descriptive statistics of background variables 

 

Variables  

 

Sex   Females    Males 

      58%      42% 

 

Age     ≤25      25 < 

      80%      20% 

 

Number of       0                 1-2      2 < 

Siblings      1.5%                79%     19.5% 

 

Education   Sociology   Economics 

      46%       54% 

 

Grown up in      Yes       No 

Big city      21%       79% 

 

 

Political opinion     Yes       No 

To the left      55%       45% 

 

Parents political      Yes       No 

Opinion to the left     52%       48% 

 

Income        0              0 ≤5000   5000 < 

      38%                  47%     15% 

 

Parents  Low-income earners             Middle-income earners High-income earners 

Income             4.5%                74.5              21% 

 

 

Experienced        Yes        No 

Health problems      15%       85% 

  

 

Parents/Siblings       Yes        No 

Close friends        44%       56% 

Experienced  

Health problems 
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Table 6 
  

Dependent variable:       Income inequality   Health inequality 

             aversion         aversion 

 

 Baseline 
Regression 

Bootstraped 
standard errors  

Extreme values       
excluded 

Baseline 
Regression 

Bootstraped 
standard errors 

Extreme values 
excluded 

Variables       

       
Female 0.0174 0.0174 -0.00155 0.048 0.048 -0.0472 
 

 

(0.76) (0.77) (0.97) (0.40) (0.43) (0.33) 

Age 0.00610 0.00610 0.0110 -0.00278 -0.00278 0.00217 

 

 

(0.40) (0.34) (0.18) (0.70) (0.81) (0.76) 

Siblings -0.0244 -0.0244 0.00684 -0.00084 0.00084 0.0207 
 

 

(0.28) (0.25) (0.73) (0.97) (0.97) (0.23) 

Studying 0.165*** 0.165** 0.117** 0.046 0.046 0.0334 

  Sociology 
 

(0.00) (0.03) (0.02) (0.43) (0.51) (0.48) 

Grown up in 0.0750 0.0750 0.0857 0.189** 0.189** -0.0362 

  a big city 
 

(0.31) (0.36) (0.18) (0.01) (0.04) (0.60) 

Political opinion 0.306*** 0.306*** 0.190*** 0.153** 0.153* 0.112* 

  to the left 
 

(0.00) (0.00) (0.00) (0.03) (0.08) (0.052) 

Parents political  -0.0410 -0.0410 -0.0534 0.099 0.099 0.0111 

opinion to the left 
 

(0.55) (0.5) (0.36) (0.15) (0.28) (0.85) 

Income -2.55e-06 -2.55e-06 -1.42e-05* 9.09e-06 9.09e-06 3.44e-06 

 

 

(0.74) (0.77) (0.06) (0.25) (0.23) (0.57) 

Parents are low- 0.131 0.131 0.0773 -0.0199 -0.0199 0.0998 

  income takers 
 

(0.33) (0.28) (0.51) (0.88) (0.82) (0.34) 

Parents are high- 0.107 0.107 0.0834 0.0175 0.0175 0.0809 

  income takers 
 

(0.14) (0.22) (0.18) (0.81) (0.82) (0.19) 

Experienced  0.0228 0.0228 -0.0210 0.035 0.035 -0.0188 

  health problems 
 

(0.76) (0.76) (0.73) (0.64) (0.62) (0.76) 

Parents/siblings/  0.0950* 0.0950* 0.0704 0.099* 0.099* 0.0645 

  close friends  
  experienced  
  health problems 
 

(0.09) (0.07) (0.15) (0.08) (0.07) (0.17) 

       

P-values within parentheses, *** p < 0.01, ** p < 0.05, * p < 0.1. Here all regressions are displayed next to 

each other. As is evident from column 2 and 5 bootstrapping the standard errors adds little differences to the 

results.   


