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Abstract

Leading theory hypothesizes that age deficits in decision making may rise as the complexity of decision-related information increases. This
suggests that older adults would benefit relative to young adults from simplification of information used to inform decision making.
Participants indicated political, nutritional and medical preferences and then chose between politicians, foods and medicines. The amount
of information presented was systematically varied but age differences were largely similar for simple and complex trials. Paradoxically, the
data showed that decisions based on simpler information could be less aligned with participant’s preferences than decisions based on more
complex information. Further analyses suggested that participants may have been responding purely on the basis of their most valued
preferences and that when information about those preferences was not presented, decision making became poorer. Contrary to our
expectations, simplification of information by exclusion may therefore hinder decision making and may not particularly help older adults.
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Higher life expectancy (Salomon et al., 2012) and the maturity of the WWII ‘baby boom’ generation (Van Bavel
& Reher, 2013) has led to a large increase in the age of people in positions of power in business and politics
(cf. Frey, Mata, & Hertwig, 2015). It is therefore becoming ever more important to understand age-related
change and its impact on individuals and society, particularly because of the large range of cognitive differen-
ces shown between young and older adults (e.g., Craik & Salthouse, 2008; Deary et al., 2009). These factors
have led to an exponential increase in cognitive aging research (Salthouse, 2010), including research into the
role of aging in decision making (Strough, Léckenhoff, & Hess, 2015). The process of making decisions is
crucial to everyday functioning such as deciding who to vote for, which foods are best to eat and what medicine
to take. However, there has been less cognitive research evaluating older adults’ decision making in these
applied contexts and this has been identified as an area in particular need of further research (Carstensen &
Hartel, 2006).

Aspects of executive functioning/cognitive control that are involved in decision making have been shown to
decline in healthy older adults. Decision making benefits from increased working memory (Hinson, Jameson,
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& Whitney, 2003) and inhibitory control (Del Missier, Mantyla, & Bruine de Bruin, 2010) and leading theories of
age-related cognitive decline propose age deficits in working memory (e.g. Craik, 2000; Craik & Byrd, 1982)
and inhibition (e.g., Hasher & Zacks, 1988) as well as executive functioning in general (e.g., Allain et al.,
2007; Buckner, 2004; West, 1996). Broadly, the role of executive functioning in decision making (e.g., Del
Missier, Mantyla, & Bruine de Bruin, 2012) has been used to explain many age-related deficits that are found in
decision-making literature (see Brand & Markowitsch, 2010; Denburg & Hedgcock, 2015, for reviews).

The influence of task complexity has been linked to executive functioning in age comparisons of decision
making, usually showing age deficits for tasks of increasing complexity (e.g., see Brand & Markowitsch, 2010;
Peters & Bruine de Bruin, 2012, for reviews). For example, during complex decision making, older adults
(relative to young adults) can show difficulty applying rules and greater susceptibility to the way decision-related
material is framed/presented (Bruine de Bruin, Parker, & Fischhoff, 2007). Similarly, Finucane et al. (2002) and
Finucane, Mertz, Slovic, and Schmidt (2005) showed that when information needed to be processed before
decisions could be made (e.g., combinations of percentages weighed against one another), age deficits were
particularily large and they also showed greater inconsistency in older adults’ decisions relative to young adults’
decisions when the same information was presented in different ways (e.g., ordered vs. unordered).

Most relevant to the current study are age differences in decision strategies that investigate complexity due
to the amount of information utilized by young and older adults. BesedesS, Deck, Sarangi, and Shor (2012)
showed that decisions involving more information led to greater age deficits than decisions involving less
information. A variety of studies on information seeking show that older adults seek less information than do
young adults, indicating that they do this in order to minimize the use of executive functioning (Mather, 2006).
In a decision-making simulation, management teams of older adults engaged in less information searching
than management teams of young adults (Streufert, Pogash, Piasecki, & Post, 1990), older women have been
shown to seek less information than young women when making medical-treatment decisions about breast
cancer (Meyer, Russo, & Talbot, 1995), and in a more abstract task involving evaluation of diamonds, older
adults sought less information than did young adults (Mata, Schooler, & Rieskamp, 2007). A review by Liu,
Wood, and Hanoch (2015) also indicated that older adults prefer making decisions with fewer options. In
contrast to the above, some research has shown similar age deficits in decisions based on more or less
information (Finucane et al., 2005) and similar information seeking in young and older adults (e.g., Queen,
Hess, Ennis, Dowd, & Grihn, 2012). However, overall the literature suggests that older adults improve relative
to young adults when decisions are simpler.

In the current study, we aimed to evaluate if young and older adults could make better decisions when less
information was presented by manipulating the amount of information available for decision making across
simple and complex trials. We are only aware of five aging studies with such a manipulation, three which
showed that age deficits increased with complexity (larger age deficits for more complex trials, Besedes et al.,
2012; Frey et al., 2015; Hanoch et al., 2011) and two that did not (Finucane et al., 2005; Queen et al., 2012).
Despite the mixed results, the theoretical consensus reviewed above seems to be that older adults should
perform disproportionally worse as decision complexity increases. Peters and Bruine de Bruin (2012) argued
that policy makers and practitioners seeking to inform older adults’ decisions should provide simpler materials
that are summarized into fewer key points. This is an important issue to resolve as it is essential that older
adults are provided with the best opportunity to make optimum decisions.

Europe's Journal of Psychology
2020, Vol. 16(2), 280-299

GOLD
https://doi.org/10.5964/ejop.v16i2.1958 B PsychOpen


https://www.psychopen.eu/

Influences of Complexity on Decisions 282

In previous studies that manipulated complexity, simpler trials often involved a reasonably large amount of
information. Besede$ et al. (2012) had four options, each with multiple attributes and Finucane et al. (2005)
and Hanoch et al. (2011) had at least three options, each with multiple attributes. All of these studies involved
decisions based on new information learned in the experiment that may have placed larger demands on work-
ing memory. Even the least difficult measure of working memory span (forward digit span) in a meta-analysis
by Bopp and Verhaeghen (2005) shows mean span scores of seven items for older adults. This suggests
that older adults’ working memory capacity may have been exceeded, even in simple trials. The study by
Queen et al. (2012) had participants base their decisions on their own preferences which would have reduced
memory requirement, nonetheless their simpler trials still involved five options, each with five attributes and the
attributes were only visible one at a time (requiring additional mental retention). Finally, the study by Frey et al.
(2015) had just two options in their simple trials but participants made their decisions after sampling multiple
pieces of numerical information which was allowed to vary between young and older adults (their study was
more focused on strategy use than complexity). In the current study, decisions involved just two options with
simple trials consisting of one to three attributes based on participants’ real-life preferences. Overall, the current
study provided the optimal conditions for older adults to perform well in simple trials, therefore evaluating the
potential for information simplification to reduce age deficits in decision making.

Method

Design

Young and older participants filled in basic data about their political, nutritional and medical preferences in three
conditions. Following each of these, they made a series of binary decisions about politicians, food and medi-
cines. For each condition there were simple decisions based on minimal information and complex decisions
based on multiple pieces of information. The overall design was age (young, older; between participants) x
topic’ (political, nutritional and medical; within participants) x complexity (simple, complex; within participants).

Participants

Thirty young adults (22 female) aged 19-30 years (M = 24.4, SD = 3.3) and 30 healthy older adults (19 female)
aged 61-82 years (M = 71.7, SD = 4.5) took part in the experiment. Young participants were recruited from
Nottingham Trent University and reported no issues with eyesight, hearing or reading. Older participants were
recruited from the university’s Trent Aging Panel which is populated by the local community; their self-rated
corrected eyesight, hearing, and general health averaged 3.8, 4.0, and 3.9 (equivalent to “good”), respectively,
on a five-point scale (1 = “very poor” to 5 = “very good”). All participants provided written informed consent and
the study was approved by Nottingham Trent University’s research ethics committee.

To assess cognitive functioning, participants completed the Digit Symbol Substitution test from the Wechsler
Adult Intelligence Scale — Revised (Wechsler, 1981) as a measure of processing speed and the multiple choice
part of the Mill Hill vocabulary test (Raven, Raven, & Court, 1988) as a measure of crystallized intelligence.
The results were consistent with the literature (e.g., Salthouse, 2010); young adults performed better than older
adults at the speed task, #58) = 9.44, p < .001, d = 2.44 (Myoung = 74.33, SDyoung = 9.25; Myiger = 49.47, SDgjger
= 11.07) and older adults performed better than young adults at the vocabulary task, #(58) = 5.89, p <.001, d =
1.52 (Myoung = 18.90, SDyoung = 2.91; Moiger = 23.57, SDgjger = 3.22).

Europe's Journal of Psychology
2020, Vol. 16(2), 280-299

GOLD
https://doi.org/10.5964/ejop.v16i2.1958 B PsychOpen


https://www.psychopen.eu/

Badham & Hamilton 283

Materials and Procedure

All materials were presented digitally on a desktop PC running OpenSesame software (Mathét, Schreij, &
Theeuwes, 2012). The three conditions within the topic factor (political, nutritional and medical) were presented
in blocks and were fully counterbalanced in their order of presentation. Participants were allowed to rest
between each task and condition.

Political Condition

Initially, participants were asked how they would assign £100 million of government spending between educa-
tion, healthcare and defense. Three boxes were provided and participants typed in three values (in millions)
that added up to 100. Assigning exactly 1/3 to each sector was prohibited to aid later analysis (see Table 1 for
means, which show largely similar preferences for young and older adults).

Table 1

Mean Initial Preferences for Young and Older Adults for Each Experimental Condition

Age Group M SD
Political Education Spending

Young 37.73 7.263

Older 34.83 5.983
Health Spending

Young 42.73 10.017

Older 41.03 7.384
Defence Spending

Young 19.53 10.471

Older 2413 8.513
Nutritional Energy Rank

Young 2.23 1.612

Older 2.87 1.502
Total Fat Rank

Young 2.70 1.489

Older 3.43 1.612
Carbohydrates Rank

Young 3.97 1.402

Older 3.53 1.432
Fibre Rank®

Young 4.73 1.388

Older 3.83 1.392
Protein Rank

Young 3.10 1.470

Older 2.87 1.737
Salt Rank

Young 4.27 1.437

Older 4.47 1.943
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Age Group M SD
Medical Joint/Muscle Pain Unpleasantness
Young 5.03 2.092
Older 5.03 2.236
Nausea Unpleasantness
Young 7.20 1.540
Older 6.23 2.388
Headache Unpleasantness®
Young 6.07 1.982
Older 5.00 1.912
Drowsiness Unpleasantness
Young 3.53 2177
Older 3.47 2.636

aAge difference significant at p < .05.

Following the assignments, participants were asked to choose between two politicians. In the complex ftrials,
education, health and defense voting choices were indicated for each politician (see Figure 1).In the simple
trials, information about just one spending sector (e.g., just education voting) was provided. Thirty complex
trials and 18 simple trials were constructed. Only percentages of 20, 40 and 60 were used to indicate the
proportion of votes each politician made in favor of more or less spending in a given sector. For complex
trials, the voting behavior always added up so that a given politician was voting for more spending exactly 1/3
of the time (i.e., the three percentages indicated for more spending always added up to 100 and the three
percentages indicated for less spending always added up to 200; see Figure 1). The above constraints meant
that there were six ways to assign a given voting profile for a politician. This meant that there were five ways
of assigning a different profile for the opposite politician. Therefore 6 x 5 = 30 complex trials were presented.
For simple trials, there were only six ways to assign different percentages to each politician and this was done
for each of the three spending sectors, resulting in 18 simple trials. During the experiment, complex and simple
trials were presented randomly, intermixed in a single block. At the end of the block, participants were asked
again to assign their £100 million spending budget. This was to later check that participants had not forgotten
their initial assignments.

Europe's Journal of Psychology
2020, Vol. 16(2), 280-299

GOLD
https://doi.org/10.5964/ejop.v16i2.1958 B PsychOpen


https://www.psychopen.eu/

Badham & Hamilton

285

Politician 1

Politician 2

Voted in favour of more education
spending 20% of the time and in favour of
less education spending 80% of the time.

Voted in favour of more healthcare
spending 40% of the time and in favour of
less healthcare spending 60% of the time.

Voted in favour of more defence spending
40% of the time and in favour of less
defence spending 60% of the time.

Voted in favour of more education spending
20% of the time and in favour of less
education spending 80% of the time.

Voted in favour of more healthcare spending
20% of the time and in favour of less
healthcare spending 80% of the time.

Voted in favour of more defence spending
60% of the time and in favour of less defence
spending 40% of the time.

Food Product 1

Food Product 2

Energy (Amber)

Total Fat (Red)
Carbohydrates (Green)
Fiber (Amber)

Protein (Red)

Salt (Green)

Energy (Amber)
Total Fat (Amber)
Carbohydrates (Red)
Fiber (Red)

Protein (Green)

Salt (Green)

Medicine 1 Side Effects

Medicine 2 Side Effects

2 in 10 people may experience joint/muscle
pain

2 in 10 people may experience nausea

6 in 10 people may experience headaches
4 in 10 people may experience drowsiness

2in 10 people may experience joint/muscle pain
2in 10 people may experience nausea

4in 10 people may experience headaches

6in 10 people may experience drowsiness

Figure 1. Example of a complex trial in the political condition (top), the nutritional condition (middle) and the medical
condition (bottom). Simple trials were presented identically but with items removed from each option. The participant must
press 1 or 2 on the keyboard to indicate their choice of the left or right option. The traffic-light colors in parenthesis for the
nutritional condition are displayed in text here but were the font colors in the original experiment.

Nutritional Condition

In this condition participants initially ranked how important the following six nutritional properties of food were
to them personally: Energy, Total Fat, Carbohydrates, Fibre, Protein and Salt. The factors were listed on the
screen and participants ranked them from one to six with one being the most important to them and six being
the least important to them (see Table 1 for means, which show largely similar preferences for young and older
adults). This was done by using the number keys after clicking a box next to each property. All ranks from one
to six had to be used once and only once.

Following the rankings, participants were asked to choose between two foods ‘which tasted and looked the
same but had different nutritional properties’. The nutritional properties were listed in two grids (see Figure 1)
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and a traffic-light system was used to indicate if a property was good (green font), average (amber font) or bad
(red font). This was done to avoid using specific measurements of quantity that participants may not be familiar
with. Additionally, if one participant thought more fat was good and another thought less fat was good, the traffic
light system would cause them to both respond in the same way as long as they both viewed fat with similar
levels of importance based on rank.

In the complex trials, information about all six nutritional properties was presented for each food. There were
always two good, two average and two bad properties for each food. Forty-eight different combinations were
created and a random subset of 24 of these was selected separately for each participant. In the simple trials,
information about three nutritional properties was presented for each food (the same three properties were
always used for both foods in a given trial). There was always one good, one average and one bad property
for each food. Again, 48 different combinations were created and a random subset of 24 of these was selected
separately for each participant. During the experiment, complex and simple trials were presented randomly,
intermixed in a single block. At the end of the block, participants ranked the nutritional properties again.

Medical Condition

In this condition, participants initially rated their opinion about four medicinal side effects: joint/muscle pain,
nausea, headaches, and drowsiness. They were presented with the four side effects and rated each of them
on a 10- point Likert scale from 1 slightly unpleasant to 10 extremely unpleasant (see Table 1 for means, which
show largely similar preferences for young and older adults).

Following the ratings, participants were asked to choose between two ‘equally effective medicines’ based on
their side effects. The side effects for the medicines were presented in two grids (see Figure 1). Each side
effect was listed as the number of people out of 10 who experience this side effect (e.g., ‘2 in 10 people may
experience nausea’). In the complex trials, all four side effects were presented for each medicine. In the simple
trials, two side effects were presented for each medicine and these were always the same two types of side
effect for both medicines.

For the complex trials, the numbers out of 10 for the four side effects were always a 2, another 2, a 4 and a 6
(therefore, the sum frequency of the combined four side effects was always 14 out of 40). For a given medicine
this resulted in 12 possible combinations across the four side effects leaving 11 possible different combinations
for the other medicine in the same trial. This resulted in 12 x 11 = 132 possible complex trials and a random
subset of 24 of these was selected separately for each participant. For the simple trials, the numbers out of 10
for the two side effects presented always summed to eight (i.e., either a 2 and a 6, or a 4 and another 4). This
resulted in six possible combinations of different side-effect frequencies across the two medicines and there
were also six ways to choose two out of the four side effects to present. Therefore, 6 x 6 = 36 different simple
trials were possible and a random subset of 24 of these was selected separately for each participant. During
the experiment, complex and simple trials were presented randomly, intermixed in a single block. At the end of
the block, participants rated the unpleasantness of the side effects again.
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Results

Scoring

Political Condition

The proportion of money that the participants assigned to each spending sector was compared to the propor-
tion of the time each politician voted in favor of more spending in that sector. Given that in the complex trials
the politicians always voted for more spending exactly 1/3 of the time, the proportion of their spending in each
sector was comparable to the proportion of money the participant would assign to that sector. The root mean
square error (RMSE) was calculated between the participant’s spending habits and each of the two politicians’
spending habits for each trial. Decision accuracy for each trial was determined by establishing if the participant
chose the politician with the smaller RMSE in relation to the participant’s spending. Trials where RMSE was
equal for the two politicians were excluded from the accuracy measurement (5% of complex and 17% of
simple trials). The overall accuracy proportion and the mean RMSE between the participant’s spending and
their chosen politicians were dependent variables. These values were calculated separately for the participant’s
preferences at the start and end of the block. This was done to confirm that participants were not forgetting
their initial choices which may have had a greater impact on older adults who typically have poorer memory
performance than do young adults (Naveh-Benjamin & Ohta, 2012). Additionally, a separate RMSE difference
between the reported start and end preferences was calculated for each participant.

Nutritional Condition

The ranks of the six nutritional properties chosen by the participants were used to compute a score for each
food in each trial. Firstly, the participants’ chosen ranks were inverted so that 6 was the most important and 1
was the least important. Then for each food, good properties were given a score of +1, average properties a
score of 0 and bad properties a score of -1. A score for each nutritional property was computed by multiplying
the participant’s inverted rank by the score for that property. Then a score for each food was computed by
summing the scores for each property.ii Therefore, properties considered more important by the participant
would have a greater influence on the overall score for a given food and higher scores would correspond to a
more desirable food. The food scores were used to compute the optimal (accurate) choice for a participant on
a given trial. Similar to the political condition, the overall accuracy and mean scores for the chosen food were
computed as dependent variables separately for the nutritional property ranks indicated by the participant at the
start of the block and for the nutritional property ranks indicated by the participant at the end of the block (a
separate RMSE difference between the raw start and end ranks was also calculated for each participant). Trials
resulting in identical scores for each food were excluded from the accuracy measurement (6% of complex and
6% of simple trials had no correct response and were excluded from the accuracy analysis).

Medical Condition

The ratings for the unpleasantness of each side effect indicated by the participants were used to establish the
unpleasantness of each medicine in a trial. Firstly, the participants’ ratings were weighted so that they summed
to one. (e.g., if a participant rated joint/muscle pain, nausea headaches, and drowsiness as 1, 2, 9 and 10
respectively then each value would be divided by the overall sum to give 0.05, 0.09, 0.41, and 0.45). Likewise,
for each medicine, the frequency of occurrence of each side effect was weighted so that the sum of all the
frequencies was 1 (e.g., 1/10, 2/10, 4/10 and 5/10 would be 0.08, 0.16, 0.33 and 0.42, respectively). This
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allowed comparison between a participant’s preferences and a medicine to be made across a fixed range of
0-1. The RMSE was then calculated between the weighted participants’ ratings and the weighted frequencies of
occurrence of each side effect for each medicine for each trial. An accurate response was established by deter-
mining if the participant chose the medicine with the maximum RMSE compared to their preferences (note that
we chose the maximum RMSE because participants were trying to avoid unpleasant side effects, unlike the
political condition where participants tried to choose a politician with similar views). For the complex trials, the
weights were based on all four ratings; for the simple trials, the weights were based on the two ratings relevant
to side effects presented (e.g., if just nausea and headaches were relevant with ratings of 2 and 9, respectively,
then their weights would be 0.18 and 0.82, respectively). Again, similar to the political and nutritional conditions,
overall accuracy and mean RMSE between the participants rating and their chosen medicine for each trial were
calculated separately for ratings made at the start and end of the block (a separate RMSE difference between
the raw start and end ratings was also calculated for each participant). Trials resulting in identical RMSE values
for both medicines were excluded from the accuracy measurement (8% of complex and 5% of simple trials had
no correct response and were excluded from the accuracy analysis).

Analysis

Throughout the article, standard null hypothesis tests are accompanied by an estimated Bayes Factor imple-
mented through JASP computer software (Love et al., 2015). The Bayes Factor (BF;,) provides an odds ratio
for the alternative/null hypotheses (values < 1 favor the null hypothesis and values > 1 favor the alternative
hypothesis). For example, a BF;, of 0.40 would indicate that the null hypothesis is 2.5 times more likely than
the alternative hypothesis (see Jarosz & Wiley, 2014). All Bayesian f-tests are two-tailed using the standard
Cauchy prior width of 0.707.

Overall Analysis

The only comparable measure across the topic factor was the accuracy of each decision with respect to each
participants’ stated preferences. This was assessed in a 2 (age; young, older) x 3 (topic; political, nutritional,
medical) x 2 (complexity; complex, simple) mixed ANOVA (see Figure 2, for means) where accuracy was
determined by the preferences indicated by participants at the start of a block.V Young adults made more
accurate choices based on their preferences than did older adults, F(1, 55) = 9.98, MSE = 0.050, p = .003,
nf) = .154, BF,y = 11.172. Participants responded with similar decision accuracy across the three topics for
the standard, F < 1, but not for the Bayesian, BF,; = 1.579 x 107, analyses: performance was highest in the
medical condition then the political condition and then the nutritional condition. Surprisingly, participants were
more accurate for complex trials involving more information in each decision than for simple trials involving less
information in each decision, F(1, 55) = 94.55, MSE = 0.016, p < .001, n; = .632, BFq > 10'%. Age did not
interact with complexity, F < 1, BF4o = 0.381, or with topic, (2, 110) = 2.12, MSE = 0.038, p = .125, n; = .037,
BF,o = 3.767, and there was no ftriple interaction between age, topic and complexity, F(2, 110) = 2.17, MSE
= 0.011, p = .119, n} = .038, BFy, = 0.321. There was an interaction between topic and complexity, F(2, 110)
= 53.43, MSE = 0.011, p < .001, n, = .493, BF;o = 8.721 x 107, which is explored below. The same patterns
of significance were found when basing accuracy from the participants’ preferences given at the end of each
block, indicating that the observed patterns were not due to participants forgetting their reported preferences.
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Figure 2. Proportion of accurate responses (.5 = chance) for young and older adults when making complex and simple
decisions based on their political (A) nutritional (B) and medical (C) preferences. Error bars are + 1SE.

Political Condition

A 2 (age; young, older) x 2 (complexity; complex, simple) mixed ANOVA was conducted on the accuracy of
political decisions based on participants’ preferences indicated at the start of a block. There was no main effect
of age, F(1, 58) = 1.14, MSE = 0.042, p = .291, n; = .019, BF3 = 0.550. Participants were more accurate for
complex trials than for simple trials, F(1, 58) = 90.39, MSE = 0.019, p < .001, n} = .609, BF, = 2.806 x 10™.
There was no interaction between age and complexity, F(1, 58) = 3.00, MSE = 0.019, p = .088, n, =.049, BF
= 1.077. The actual RMSE data were also analyzed but because RMSE was calculated differently for complex
and for simple trials, only the effects involving age were meaningful to report. T-tests showed that older adults
performed better than young adults (lower RMSE) for complex trials, #(50.27) = 2.28, p = .027, d = 0.59, BF;,
= 2.227, (Myoung = 14.43, SDyoqung = 2.91; Moiger = 12.97, SDg4er = 1.92), and there were no age deficits for
simple trials, t < 1, d = 0.15, BF4y = 0.303, (Myoung = 15.05, SDyoung = 2.99; Myger = 15.52, SDgiger = 3.32).
These results may differ from the accuracy data because trials were excluded from the accuracy data when
there was no correct choice but the RMSE data include all trials and the RMSE was calculated for whichever
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option was chosen, regardless of whether or not it was correct. Additionally, there was no evidence that older
adults were changing their mind about their political preferences throughout the experiment due to age-related
memory impairment: The difference between a participant’s preferences at the beginning of the political block
and their preferences at the end of the political block (also based on RMSE, lower is better) was calculated and
compared for young and older adults and there was no significant effect (t < 1, d = 0.07, BFo = 0.270, Myyng =
1.75, SDyoung = 4.06; Moiger = 1.49, SDgjger = 3.39).

The fact that participants performed better for complex trials than for simple trials is interesting because we
would naturally predict the opposite. However, there is a factor that could influence participants’ behavior for
simple trials, namely that the two politicians to choose from were not equated in their spending voting as they
were for complex trials. In complex trials, both politicians always voted for more spending exactly 1/3 of the
time so more spending in one sector can be cancelled out by less spending in another. For simple trials, where
each politician’s spending for only one sector is presented, there is always one politician who votes for more
public spending than the other. The data were analyzed to see how often a given participant chose the more
generous (higher spending voting) politician for simple trials. One-sample t-tests showed that both young and
older adults selected the more generous politician more than half the time (f,,ung(29) = 7.80, p < .001, d = 5.23,
BF15 = 9.971 x 105, Myoung = 0.68, SDyoung = 0.13; fy4er(29) = 8.29, p < .001, d = 4.63, BF;, = 3.156 x 106,
Mgger = 0.74, SD,4er = 0.16). There was also no significant age difference in the choice of the more generous
politician, #(58) = 1.46, p = .151, d = 0.38, BF,5 = 0.636. Therefore the participants have a natural bias that
hinders performance for simple trials in the political condition so this could explain the superior performance
in complex trials. However, this problem does not occur for the nutritional and medical conditions where the
simple trials have more than one item which allows the two options to be balanced.

Nutritional Condition

A 2 (age; young, older) x 2 (complexity; complex, simple) mixed ANOVA was conducted on the accuracy of
nutritional decisions based on participants’ preferences indicated at the start of a block. Young adults were
more accurate than were older adults, F(1, 55) = 9.03, MSE = 0.055, p = .004, n, = .141, BF;o = 7.119. There
was no effect of complexity, F(1, 55) = 3.45, MSE = 0.009, p = .072, n,= .059, BF;, = 0.706, although the
numerical trend was in the predicted direction with better performance for simple trials than for complex trials.
There was no interaction between age and complexity, F < 1, BF,q = 0.466. The scores for each food chosen
by a participant (see above for scoring system; higher is better) based on their preferences at the start of a
block were analyzed but due to the fact that scores were calculated differently for simple and complex trials,
only effects involving age were meaningful to report. T-tests showed that older adults performed worse than
young adults for complex trials, #55) = 3.74, p < .001, d = 0.99, BFy = 61.035 (Myoung = 1.70, SDyoyng =
0.77; Myger = 0.69, SDg4er = 1.21), but not for simple trials, #(48.51) = 1.42, p = .163, d = 0.38, BFo = 0.622
(Myoung = 0.85, SDyoung = 0.73; Mgger = 0.51, SDgger = 1.03). The difference between participants’ ranks at
the start of the nutrition block and their ranks at the end of the nutrition block (based on RMSE, lower is
better) were calculated and compared for young and older adults. Young adults were more consistent than
were older adults, #55) = 2.15, p = .035, d = 0.57, BFiy = 1.795, (Myoung = 0.58, SDyoung = 0.59; Myger =
0.99, SDg4er = 0.81). Therefore, the above analyses were repeated using accuracy and RMSE values based
on the participants’ ratings provided at the end of the block and there were no changes in significance to
those reported above. Overall, the nutritional condition behaves more like our predictions; complex trials were
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(numerically) more difficult than simple trials, age deficits were present and these deficits were more evident for
the complex trials compared to the simple trials.

Medical Condition

A 2 (age; young, older) x 2 (complexity; complex, simple) mixed ANOVA was conducted on the accuracy
of medical decisions based on participants’ preferences indicated at the start of a block. Older adults were
marginally less accurate than were young adults, F(1, 58) = 3.76, MSE = 0.029, p = .057, n; = .061, BFyo =
1.170, accuracy was better for complex trials compared to simple trials, F(1, 58) = 99.38, MSE = 0.011, p
< .001, nf) = .631, BF4, = 1.076 x 10"2, and there was no interaction between age and complexity, F < 1, BF
= 0.594. The RMSE data were also analyzed based on participants’ ratings of side effects indicated at the start
of the medical block. Here participants were trying to avoid choosing a medicine which had side effects they
did not like so higher RMSE between their ratings and their chosen medicine’s side effects reflects a better
choice. The RMSE was calculated differently for complex and simple trials so only effects involving age were
meaningful to report. T-tests showed that there was no age difference for complex trials, t < 1, d = 0.00, BF,
= 0.263 (Myoung = 0.16, SDyoung = 0.02; Myger = 0.16, SDgger = 0.03), and no age difference for simple trials,
t<1,d=0.18, BFyg = 0.311 (Mygung = 0.25, SDyoyng = 0.05; Myger = 0.24, SDyi4er = 0.06). The difference
between participants’ ratings at the start of the medical block and their ratings at the end of the medical block
(based on RMSE, lower is better) were calculated and compared for young and older adults. Young adults
were more consistent than were older adults, #(358) = 2.27, p = .027, d = 0.58, BFy = 2.179, (Myoung = 0.71,
SDyoung = 0.58; Myiger = 1.17, SDgi4er = 0.95). Therefore, the above analyses were repeated using accuracy and
RMSE values based on the participants’ ratings provided at the end of the block and there were no changes in
significance to those reported above. Overall, there were no interesting effects of age in the medical condition.
More interesting is the fact that participants were able to perform better for complex trials compared to simple
trials. Unlike the political condition, there was no systematic bias in the simple trials that could have explained
poor performance because the overall frequency of side effects was the same for both choices in simple trials.

Single-Dimension Analysis

The higher performance for complex trials than for simple trials for the political and medical conditions was
unexpected so further analyses were conducted based on whichever aspect of the participant’s preferences
was most dominant. If, for example, a participant in the political condition cared much more about education
than healthcare and defense, then they may have chosen their politician purely on the basis of education. This
would lower their performance for some of the simple trials where education was not presented. The accuracy
scores were recomputed assuming that participants were trying to respond on the basis of their most extreme
preference, ignoring other items. All trials where a single-dimensional response could not be determined were
excluded. This occurred when the maximum preference was not presented in simple trials (24.5% of overall
trials) or when a participant had multiple maximum preferences with contradicting ideal responses (7.5% of
overall trials).

A 2 (age; young, older) x 3 (topic; political, nutritional, medical) x 2 (complexity; complex, simple) x 2 (Accuracy
measure; original measures outlined above, single dimensional) mixed ANOVA was conducted on the accuracy
data (based on preferences indicated at the start of each condition) for only trials where a single dimensional
measure of accuracy could be ascertained (i.e., regardless of accuracy measure, the exact same trials were
used). Figure 3 shows the means. Violations of sphericity were accounted for by applying Greenhouse-Geisser
corrections to degrees of freedom. Young adults responded more accurately than did older adults, F(1, 55)
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= 5.60, MSE = 0.089, p = .021, ﬂf, = .092, BF;o = 3.371. Accuracy varied across topic; political > medical
> nutritional, F(1.70, 93.53) = 9.19, MSE = 0.095, p < .001, n, = .143, BFy > 10'5. There was no effect of
complexity with standard statistics, F(1, 55) = 1.053, MSE = 0.025, p = .309, nf, = .019, but there was with
Bayesian statistics, BFo = 2.654 x 10°. Interestingly, accuracy was higher when determined via a single dimen-
sional measure as opposed to the original RMS/scoring measures described above, F(1, 55) = 63.10, MSE
=0.017, p <.001, n, = .534, BFyo > 10'%, indicating that participants were responding mainly on the basis of
their maximum preferences. There were interactions between topic and accuracy measure, (2, 110) = 21.39,
MSE = 0.013, p < .001, n; = .280, Bf45 = 8.516 x 10%, between complexity and accuracy measure, F(1, 55) =
99.92, MSE = 0.008, p < .001, Tlfa = .645, BF,, = 3.128 x 107, and a triple interaction between topic, complexity
and accuracy measure, F(2, 110) = 31.26, MSE = 0.008, p < .001, n, = .362, BFyo = 1211: Figure 3 shows
that the single-dimensional measures are at least as accurate as the original scoring measures, particularly for
decisions involving fewer items. There was also an interaction between topic and complexity, F(2, 110) = 17.50,
MSE = 0.020, p < .001, nf, = .241, BF4, = 1.059 x 108, revealing a qualitatively similar pattern to the earlier data
depicted in Figure 2 (but attenuated by the single-dimensional measure where simple trials were more accurate
than complex trials). Finally, there were no interactions involving age, indicating that both age groups were
responding similarly to the task (Fs < 2.06; Age x Topic BF,q = 7.246, Age x Complexity BF;; = 0.124, Age
x Accuracy Measure BF;q = 0.190, Age x Topic x Complexity BF;, = 0.056, Age x Topic x Accuracy Measure
BFi, = 0.069, Age x Complexity x Accuracy Measure BF;q = 0.023, Age x Topic x Complexity x Accuracy
Measure BF;, = 2.759 x 10#). Table 2 shows the number of young and older adults performing more accurately
with the original or single dimensional measures for each type of decision (participants with equal accuracy
for both measures are excluded). A further ANOVA was conducted using just the single-dimensional measure,
retaining the age, topic and complexity factors outlined above. Notably, there was no longer a main effect of
age, F(1, 55) = 2.78, MSE = 0.055, p = .101, nf, = .048, BF;; = 1.364, and performance on simple trials now
exceeded that of complex trials, F(1, 55) = 21.94, MSE = 0.013, p < .001, n, = .048, BF;o = 1021.

1,0
0,9
0,8

0,7

0,6 [ — = =Young - Original Socring
Young - SD Scoring

- = = Older - Original Socring

~——— Older - SD Scoring

Proportion of Accurate Responses

0,5
Political Simple (1) Medical Simple (2) Nutritional Simple (3)  Political Complex (3)  Medical Complex (4) Nutritional Complex (6)

Decision Type

Figure 3. Proportion of accurate responses (.5 = chance) for young and older adults based on original scoring or single-
dimensional (SD) scoring. The x-axis shows the decision types in order of the number of attributes (indicated in
parentheses) involved in each decision. Error bars are + 95% CI.
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Table 2
Number of Young and Older Adults Showing Higher Accuracy With Original or Single-Dimensional (SD) Scoring for Each Decision Type

Political Medical Nutritional Political Medical Nutritional
Age Group and Measure Simple (1) Simple (2) Simple (3) Complex (3) Complex (4) Complex (6)
Young Original Scoring 1 1 11 6 10 14
Young SD Scoring 19 24 6 13 8 14
Older Original Scoring 0 1 7 12 S 13
Older SD Scoring 22 25 12 12 9 12

Note. Numbers in parentheses show the number of attributes involved in each decision.

Discussion

The data showed that manipulating the amount of information involved in political, nutritional and medical
decisions can have unpredictable effects and that policy makers and practitioners should be cautious when
simplifying information that needs to be conveyed to aid decision making. Our main analyses showed that
excluding information in order to simplify decisions sometimes led to a reduction in decision making perform-
ance. It appears that simplification sometimes led to the exclusion of information that was highly valued by
participants, impeding performance: An accuracy measure assuming participants were responding purely on
the basis of the most valued attributes explained the response data better than a measure assuming responses
based on weighing multiple attributes against one another. Across conditions, simplification of information
generally influenced both age groups similarly and was not particularly beneficial to older adults as initially
hypothesized here, and elsewhere in the literature (e.g., Brand & Markowitsch, 2010).

Participants rated their political, medical and nutritional preferences across a range of attributes upon which
later decisions were made. Our main analyses focused on a compensatory (Payne, 1976) accuracy measure
that assumed decisions were made on the basis of weighing attributes against one another in order of their rat-
ed preferences. This mechanism of information integration has been hypothesized to be cognitively demanding
(Payne, Bettman, & Johnson, 1993) and we initially expected to enhance performance by reducing the number
of attributes that needed to be compared against one another. As discussed in the introduction, reducing such
demands was expected to disproportionally benefit older adults (e.g., Bruine de Bruin, Parker, & Fischhoff,
2012) and this did occur in the nutritional condition where we saw age deficits for complex trials but not for
simple trials. However, the political and medical conditions showed better performance for complex trials, where
more attributes needed to be weighed against one another, than for simple trials.

Further analyses revealed that participants’ responses were better explained by a non-compensatory mecha-
nism. When we defined the accuracy of a decision on the basis of its congruence with each participant’'s most
valued attribute (i.e., single-dimensional/non-compensatory decisions), this accuracy measure described the
response data significantly better than the compensatory measure. Additionally, in contrast to Johnson (1990),
there was no evidence that the use of compensatory mechanisms were more likely in young adults than in
older adults: The Bayes factor provided ‘substantial’ evidence (Wetzels et al., 2011) in favor of the null hypothe-
sis for the interaction between the compensatory and non-compensatory measures and age group (although
this conclusion can only be applied to the particular measures that were used in this study). Additionally, when
the analysis was conducted with just the single-dimensional/non-compensatory measure, age differences were
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nonsignificant and performance was higher for simple than for complex trials. Both young and older adults’ data
was similarly explained better by the non-compensatory measure of accuracy which may have been driven by
the simplicity of the tasks.

One limitation of the current study is the breadth of topics used as stimuli. As we initially hypothesized that
complexity would have similar effects in all contexts, we had aimed to demonstrate this as widely as possible
by covering the applied topics of politics nutrition and medicine. This meant that because the complexity
manipulation may not have been the same in each condition, participants may have had more prior knowledge
of one topic than another and this is a factor known to influence age differences (e.g., Badham et al., 2016).
It may be necessary to move away from applied topics and to utilize abstract stimuli to evaluate more specific
theoretical differences between young and older adults’ decision-making processes.

In the introduction, we argued that a potential limitation of earlier research investigating complexity manipula-
tions with young and older adults was that simple trials often contained large amounts of information which
may have still challenged older adults. The current study therefore used minimal amounts of information for
assessment of decision making accuracy for simple trials. The single-dimensional measure of accuracy showed
no significant age differences overall, indicating that the design was successfully simplified but it may be the
case that the complex trials utilized were not complex enough to encourage compensatory processes and to
challenge older adults. Nonetheless, there was little evidence of ceiling performance in the data and single-di-
mensional performance dropped as trials became more complex, demonstrating that complexity influenced
difficulty. The interaction between accuracy measure and complexity also indicates that some participants may
have adopted compensatory processing as trials became more complex (see also Table 2).

The applied nature of the study was partly utilized to aid simplification for older adults. As the decisions were
based on participants’ real-life preferences there was no need for them to memorize experimental materials
which may have disproportionately hindered older adults relative to young adults due to age-related memory
deficits (Naveh-Benjamin & Ohta, 2012). By assessing preferences again at the end of each condition, it was
possible to ascertain that age differences were not driven by forgetting the preferences. It has also been argued
that real-world contexts help older adults engage with experimental materials and therefore provide a better
assessment of their abilities (Peters & Bruine de Bruin, 2012). This may have been why age differences were
not apparent in the final single dimensional analysis.

There is some research to suggest that individuals do not necessarily make decisions based on their stated
preferences (Lindberg, Garling, & Montgomery, 1989). To briefly test for this in the current data, the variance
was compared between young and older adult’s chosen options for each complexity level and for each condi-
tion. This would establish if there were age differences in consistency of responding to any preference. There
was no evidence of age differences in consistency for simple trials (all BFq < 0.6) or for complex trials (all BF4q
< 1.2) across the political, medical and nutritional conditions.

A consistent feature of complexity on age differences in the literature was in studies of information seeking,
where older adults generally sought less information than young adults before making decisions (see, Mather,
2006, for a review and see the current introduction for examples). Mather hypothesised that age-deficits in
executive function may lead to seeking less information as older adults are less able to deal with higher execu-
tive demands. However, this finding is also consistent with age deficits in self-initiated processing (cf., Craik
& Byrd, 1982, where older adults perform better if given sufficent motivation) because older adults may be
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less motivated to continue seeking information. This could potentially explain why there is inconsistency of age
deficits in the literature when the amount of available information is manipulated; just because the information is
presented, it does not mean that older adults would have the motivation to utilise it. To account for this, future
research may use manipulations of stimulus presentation to ensure that all available information is evaluated
(e.g., forcing a response to each attribute before final evaluation - is this feature good or bad?). Another method
to ensure compensatory processing could be to explicitly instruct participants to use all information presented;
results from the memory literature have shown that older adults can utilise optimal strategies if encouraged to
do so (e.g., Naveh-Benjamin, Brav, & Levy, 2007) and this may equally apply to decision making.

Individual differences have also been shown to influence strategy use in decision making. Shiloh, Koren, and
Zakay (2001) showed links between compensatory decision-making style and the subjective complexity of the
decision. They argued that the perceived difficulty of a task may prevent decision making or lead to non-optimal
decisions. This is a pertinent problem for older adults who often have subjective cognitive complaints which
are not strongly related to their actual cognitive performance (see Burmester, Leathem, & Merrick, 2016, for a
review) as they may begin to utilise simpler, and non-optimal decision-making processes. This may be further
problematic for old-old adults who typically have greater subjective cognitive concerns (than older adults) that
are also not linked to actual cognitive performance (Pearman, Hertzog, & Gerstorf, 2014; Shmotkin, et al.,
2013). Future ageing research on decision making should aim to include a subjective difficulty measure to
account for age differences in cognitive confidence, especially if aiming to assess compensatory processing.

Overall, the current data raises important issues relevant to the understanding of decision making. In contrast
to prior theory suggesting that simplifying important decision-making information would be particularly beneficial
to older adults (Peters & Bruine de Bruin, 2012), the current results indicate that the process of simplification
via exclusion of information can hinder decision performance for all age groups. Our data shows that young and
older adults’ decisions were explained well by a measure that assumed participants responded purely based on
the single piece of information they valued most. Therefore, simplification that excludes this information could
be particularly detrimental to performance. We recommend that professionals preparing information materials
for older adults should be fully informed of the recipients’ preferences and priorities before simplification via
exclusion and should seek other methods of simplification where possible such as improved organization of
material about which decisions are to be made (cf. Zaval et al., 2015).

Notes

i) It should be noted that the political, nutritional and medical topics not only had different subject matter, but that they also
addressed the complexity manipulation in different ways. Therefore, the reader should be cautious of interpreting topic
effects due to subject matter alone.

ii) One young and two older participants were excluded from analyses involving nutrition because they did not rank their
preferences correctly.

iii) For example, if a participant ranked Energy, Total Fat, Carbohydrates, Fibre, Protein and Saltas 1, 2, 3, 4, 5and 6
respectively, and if these properties for a given food were good (+1), good (+1), average (0), average (0), bad (-1) and bad
(-1) respectively, the overall score for that food would be calculated as follows. The participant’s ranks would be inverted
(e.g., 6,5, 4, 3, 2, 1) then multiplied by the values assigned to each property with the resulting numbers summed together:
6%(1) + 5%(1) + 4%(0) + 3*(0) + 2*(-1) + 1*(-1) = 8.

iv) The ANOVA was also completed with the order in which topics were presented as a six-level, between-participants
factor. There were some significant interactions involving order; however when the data were analyzed with just the first
topic the participant completed (which made topic a between-participants factor), the main effects and interactions were the
same as the presented ANOVA.

Europe's Journal of Psychology
2020, Vol. 16(2), 280-299

GOLD
https://doi.org/10.5964/ejop.v16i2.1958 B PsychOpen


https://www.psychopen.eu/

Influences of Complexity on Decisions 296

Funding

This work and the Trent Aging Panel were supported by QR investment from Nottingham Trent University.

Competing Interests

The authors have declared that no competing interests exist.

Acknowledgments

We thank Elizabeth Maylor for helpful comments on an earlier version of this manuscript.

References

Allain, P., Berrut, G., Etcharry-Bouyx, F., Barré, J., Dubas, F., & Gall, D. L. (2007). Executive functions in normal aging: An
examination of script sequencing, script sorting, and script monitoring. The Journals of Gerontology. Series B,
Psychological Sciences and Social Sciences, 62, P187-P190. https://doi.org/10.1093/geronb/62.3.P187

Badham, S. P., Hay, M., Foxon, N., Kaur, K., & Maylor, E. A. (2016). When does prior knowledge disproportionately benefit
older adults’ memory? Neuropsychology, Development, and Cognition. Section B, Aging, Neuropsychology and
Cognition, 23(3), 338-365. https://doi.org/10.1080/13825585.2015.1099607

Besedes, T., Deck, C., Sarangi, S., & Shor, M. (2012). Age effects and heuristics in decision making. The Review of
Economics and Statistics, 94, 580-595. https://doi.org/10.1162/REST_a_00174

Bopp, K. L., & Verhaeghen, P. (2005). Aging and verbal memory span: A meta-analysis. The Journals of Gerontology.
Series B, Psychological Sciences and Social Sciences, 60, P223-P233. https://doi.org/10.1093/geronb/60.5.P223

Brand, M., & Markowitsch, H. J. (2010). Aging and decision-making: A neurocognitive perspective. Gerontology, 56,
319-324. https://doi.org/10.1159/000248829

Bruine de Bruin, W., Parker, A. M., & Fischhoff, B. (2007). Individual differences in adult decision-making competence.
Journal of Personality and Social Psychology, 92, 938-956. https://doi.org/10.1037/0022-3514.92.5.938

Bruine de Bruin, W., Parker, A. M., & Fischhoff, B. (2012). Explaining adult age differences in decision-making competence.
Journal of Behavioral Decision Making, 25, 352-360. https://doi.org/10.1002/bdm.712

Buckner, R. L. (2004). Memory and executive function in aging and AD: Multiple factors that cause decline and reserve
factors that compensate. Neuron, 44, 195-208. https://doi.org/10.1016/j.neuron.2004.09.006

Burmester, B., Leathem, J., & Merrick, P. (2016). Subjective cognitive complaints and objective cognitive function in aging: A
systematic review and meta-analysis of recent cross-sectional findings. Neuropsychology Review, 26(4), 376-393.
https://doi.org/10.1007/s11065-016-9332-2

Carstensen, L. L., & Hartel, C. R. (2006). Committee on aging frontiers in social psychology, personality, and adult

developmental psychology. Washington, DC, USA: The National Academies Press.

Craik, F. I. M. (2000). Age-related changes in human memory. In D. C. Park & N. Schwarz (Eds.), Cognitive aging: A primer
(pp- 75-92). Philadelphia, PA, USA: Psychology Press.

Europe's Journal of Psychology
2020, Vol. 16(2), 280-299

GOLD
https://doi.org/10.5964/ejop.v16i2.1958 B PsychOpen


https://doi.org/10.1093%2Fgeronb%2F62.3.P187
https://doi.org/10.1080%2F13825585.2015.1099607
https://doi.org/10.1162%2FREST_a_00174
https://doi.org/10.1093%2Fgeronb%2F60.5.P223
https://doi.org/10.1159%2F000248829
https://doi.org/10.1037%2F0022-3514.92.5.938
https://doi.org/10.1002%2Fbdm.712
https://doi.org/10.1016%2Fj.neuron.2004.09.006
https://doi.org/10.1007%2Fs11065-016-9332-2
https://www.psychopen.eu/

Badham & Hamilton 297

Craik, F. I. M., & Byrd, M. (1982). Aging and cognitive deficits: The role of attentional resources. In F. I. M. Craik & S. Trehub
(Eds.), Aging and cognitive processes (pp. 191-211). New York, NY, USA: Plenum Press.

Craik, F. I. M., & Salthouse, T. A. (2008). The handbook of aging and cognition (3rd ed.). New York, NY, USA: Psychology
Press.

Deary, I. J., Corley, J., Gow, A. J., Harris, S. E., Houlihan, L. M., Marioni, R. E., . . . Starr, J. M. (2009). Age-associated
cognitive decline. British Medical Bulletin, 92, 135-152. https://doi.org/10.1093/bmb/Idp033

Del Missier, F., Mantyla, T., & Bruine de Bruin, W. (2010). Executive functions in decision making: An individual differences
approach. Thinking & Reasoning, 16, 69-97. https://doi.org/10.1080/13546781003630117

Del Missier, F., Mantyla, T., & Bruine de Bruin, W. (2012). Decision-making competence, executive functioning, and general
cognitive abilities. Journal of Behavioral Decision Making, 25, 331-351. https://doi.org/10.1002/bdm.731

Denburg, N. L., & Hedgcock, W. M. (2015). Age-associated executive dysfunction, the prefrontal cortex, and complex
decision making. In T. M. Hess, J. Strough, & C. E. Léckenhoff (Eds.), Aging and decision making: Empirical and applied
perspectives (pp. 79-101). Salt Lake City, UT, USA: Academic Press.

Finucane, M. L., Mertz, C., Slovic, P., & Schmidt, E. S. (2005). Task complexity and older adults’ decision-making
competence. Psychology and Aging, 20, 71-84. https://doi.org/10.1037/0882-7974.20.1.71

Finucane, M. L., Slovic, P., Hibbard, J. H., Peters, E., Mertz, C., & MacGregor, D. G. (2002). Aging and decision-making
competence: An analysis of comprehension and consistency skills in older versus younger adults considering health-
plan options. Journal of Behavioral Decision Making, 15, 141-164. https://doi.org/10.1002/bdm.407

Frey, R., Mata, R., & Hertwig, R. (2015). The role of cognitive abilities in decisions from experience: Age differences emerge
as a function of choice set size. Cognition, 142, 60-80. https://doi.org/10.1016/j.cognition.2015.05.004

Hanoch, Y., Wood, S., Barnes, A., Liu, P. J., & Rice, T. (2011). Choosing the right medicare prescription drug plan: The
effect of age, strategy selection, and choice set size. Health Psychology, 30, 719-727. https://doi.org/10.1037/a0023951

Hasher, L., & Zacks, R. T. (1988). Working memory, comprehension, and aging: A review and a new view. In G. H. Bower
(Ed.), The psychology of learning and motivation (Vol. 22, pp. 193-225). New York, NY, USA: Academic Press.

Hinson, J. M., Jameson, T. L., & Whitney, P. (2003). Impulsive decision making and working memory. Journal of
Experimental Psychology. Learning, Memory, and Cognition, 29, 298-306. https://doi.org/10.1037/0278-7393.29.2.298

Jarosz, A. F., & Wiley, J. (2014). What are the odds? A practical guide to computing and reporting Bayes factors. The
Journal of Problem Solving, 7(1), Article 2. https://doi.org/10.7771/1932-6246.1167

Johnson, M. M. (1990). Age differences in decision making: A process methodology for examining strategic information
processing. Journal of Gerontology, 45, P75-P78. https://doi.org/10.1093/geronj/45.2.P75

Lindberg, E., Garling, T., & Montgomery, H. (1989). Differential predictability of preferences and choices. Journal of
Behavioral Decision Making, 2(4), 205-219. https://doi.org/10.1002/bdm.3960020402

Liu, P. J., Wood, S., & Hanoch, Y. (2015). Choice and aging: Less is more. In T. M. Hess, J. Strough & C. E. Léckenhoff
(Eds.), Aging and decision making: Empirical and applied perspectives (pp. 309-327). Salt Lake City, UT, USA:

Academic Press.

Europe's Journal of Psychology
2020, Vol. 16(2), 280-299

GOLD
https://doi.org/10.5964/ejop.v16i2.1958 B PsychOpen


https://doi.org/10.1093%2Fbmb%2Fldp033
https://doi.org/10.1080%2F13546781003630117
https://doi.org/10.1002%2Fbdm.731
https://doi.org/10.1037%2F0882-7974.20.1.71
https://doi.org/10.1002%2Fbdm.407
https://doi.org/10.1016%2Fj.cognition.2015.05.004
https://doi.org/10.1037%2Fa0023951
https://doi.org/10.1037%2F0278-7393.29.2.298
https://doi.org/10.7771%2F1932-6246.1167
https://doi.org/10.1093%2Fgeronj%2F45.2.P75
https://doi.org/10.1002%2Fbdm.3960020402
https://www.psychopen.eu/

Influences of Complexity on Decisions 298

Love, J., Selker, R., Marsman, M., Jamil, T., Verhagen, A. J., Ly, A., . . . Wagenmakers, E. J. (2015). JASP (Version 0.6.5).
Retrieved from https://jasp-stats.org/

Mata, R., Schooler, L. J., & Rieskamp, J. (2007). The aging decision maker: Cognitive aging and the adaptive selection of
decision strategies. Psychology and Aging, 22, 796-810. https://doi.org/10.1037/0882-7974.22.4.796

Mather, M. (2006). A review of decision-making processes: Weighing the risks and benefits of aging. In L. L. Carstensen &
C. R. Hartel (Eds.), Committee on aging frontiers in social psychology, personality, and adult developmental psychology
(pp. 145-173). Washington, DC, USA: The National Academies Press.

Mathét, S., Schreij, D., & Theeuwes, J. (2012). OpenSesame: An open-source, graphical experiment builder for the social
sciences. Behavior Research Methods, 44, 314-324. https://doi.org/10.3758/s13428-011-0168-7

Meyer, B. J., Russo, C., & Talbot, A. (1995). Discourse comprehension and problem solving: Decisions about the treatment
of breast cancer by women across the life span. Psychology and Aging, 10, 84-103.
https://doi.org/10.1037/0882-7974.10.1.84

Naveh-Benjamin, M., Bray, T. K., & Levy, O. (2007). The associative memory deficit of older adults: The role of strategy
utilization. Psychology and Aging, 22(1), 202-208. https://doi.org/10.1037/0882-7974.22.1.202

Naveh-Benjamin, M., & Ohta, N. (2012). Memory and aging. New York, NY, USA: Taylor & Francis.

Payne, J. W. (1976). Task complexity and contingent processing in decision making: An information search and protocol
analysis. Organizational Behavior and Human Performance, 16, 366-387. https://doi.org/10.1016/0030-5073(76)90022-2

Payne, J. W., Bettman, J. R., & Johnson, E. J. (1993). The adaptive decision maker. New York, NY, USA: Cambridge
University Press.

Pearman, A., Hertzog, C., & Gerstorf, D. (2014). Little evidence for links between memory complaints and memory
performance in very old age: Longitudinal analyses from the Berlin Aging Study. Psychology and Aging, 29(4), 828-842.
https://doi.org/10.1037/a0037141

Peters, E., & Bruine de Bruin, W. (2012). Aging and decision skills. In M. K. Dhami, A. Schlottmann, & M. Waldmann (Eds.),
Judgment and decision making as a skill: Learning, development, and evolution (Vol. 5, pp. 113-1139). Cambridge,
United Kingdom: Cambridge University Press.

Queen, T. L., Hess, T. M., Ennis, G. E., Dowd, K., & Griihn, D. (2012). Information search and decision making: Effects of
age and complexity on strategy use. Psychology and Aging, 27, 817-824. https://doi.org/10.1037/a0028744

Raven, J. C., Raven, J., & Court, J. H. (1988). The Mill Hill vocabulary scale. London, United Kingdom: H. K. Lewis.

Salomon, J. A., Wang, H., Freeman, M. K., Vos, T., Flaxman, A. D., Lopez, A. D., & Murray, C. J. L. (2012). Healthy life
expectancy for 187 countries, 1990-2010: A systematic analysis for the Global Burden Disease Study 2010. Lancet,
380, 2144-2162. https://doi.org/10.1016/S0140-6736(12)61690-0

Salthouse, T. A. (2010). Major issues in cognitive aging. New York, NY, USA: Oxford University Press.

Shiloh, S., Koren, S., & Zakay, D. (2001). Individual differences in compensatory decision-making style and need for closure
as correlates of subjective decision complexity and difficulty. Personality and Individual Differences, 30(4), 699-710.
https://doi.org/10.1016/S0191-8869(00)0007 3-8

Europe's Journal of Psychology
2020, Vol. 16(2), 280-299

GOLD
https://doi.org/10.5964/ejop.v16i2.1958 B PsychOpen


https://jasp-stats.org/
https://doi.org/10.1037%2F0882-7974.22.4.796
https://doi.org/10.3758%2Fs13428-011-0168-7
https://doi.org/10.1037%2F0882-7974.10.1.84
https://doi.org/10.1037%2F0882-7974.22.1.202
https://doi.org/10.1016%2F0030-5073%2876%2990022-2
https://doi.org/10.1037%2Fa0037141
https://doi.org/10.1037%2Fa0028744
https://doi.org/10.1016%2FS0140-6736%2812%2961690-0
https://doi.org/10.1016%2FS0191-8869%2800%2900073-8
https://www.psychopen.eu/

Badham & Hamilton 299

Shmotkin, D., Eyal, N., Hazan, H., Shkolnik, T., Shorek, A., & Cohen-Mansfield, J. (2013). Between the subjective and the
objective: How informative is subjective evaluation of memory among the old-old? Clinical Gerontologist, 36(4), 294-315.
https://doi.org/10.1080/07317115.2013.788115

Streufert, S., Pogash, R., Piasecki, M., & Post, G. M. (1990). Age and management team performance. Psychology and
Aging, 5, 551-559. https://doi.org/10.1037/0882-7974.5.4.551

Strough, J., Lockenhoff, C. E., & Hess, T. M. (2015). Aging and decision making: Empirical and applied perspectives.
London, United Kingdom: Elsevier.

Van Bavel, J., & Reher, D. S. (2013). The baby boom and its causes: What we know and what we need to know. Population
and Development Review, 39(2), 257-288. https://doi.org/10.1111/j.1728-4457.2013.00591.x

Wechsler, D. (1981). Manual for the Wechsler adult intelligence scale — revised. New York, NY, USA: Psychological

Corporation.

West, R. L. (1996). An application of prefrontal cortex function theory to cognitive aging. Psychological Bulletin, 120,
272-292. https://doi.org/10.1037/0033-2909.120.2.272

Wetzels, R., Matzke, D., Lee, M. D., Rouder, J. N., Iverson, G. J., & Wagenmakers, E. J. (2011). Statistical evidence in
experimental psychology an empirical comparison using 855 t tests. Perspectives on Psychological Science, 6, 291-298.
https://doi.org/10.1177/1745691611406923

Zaval, L., Li, Y., Johnson, E. J., & Weber, E. U. (2015). Complementary contributions of fluid and crystallized intelligence to
decision making across the life span. In C. E. Léckenhoff (Ed.), Aging and decision making (pp. 149-168). Cambridge,
MA, USA: Academic Press.

About the Authors

Stephen Badham’s PhD was based on investigating age differences in associative memory: Older adults can perform well
at remembering individual pieces of information but struggle more relative to young adults when combining information
(e.g., associating a name to a face). More recently his research has developed to investigate visual memory processes and
mild cognitive impairement.

Calum Hamilton worked as a research assistant at Nottingham Trent University and is currently completing his PhD at the
Institute of Neuroscience at Newcastle University.

Europe's Journal of Psychology PsychOpen GOLD is a publishing service by

GO
2020, Vol. 16(2), 280-299 Leibniz Institute for Psychology Information (ZPID), B PsychOpen
https://doi.org/10.5964/ejop.v16i2.1958 Trier, Germany. www.leibniz-psychology.org

LD


https://doi.org/10.1080%2F07317115.2013.788115
https://doi.org/10.1037%2F0882-7974.5.4.551
https://doi.org/10.1111%2Fj.1728-4457.2013.00591.x
https://doi.org/10.1037%2F0033-2909.120.2.272
https://doi.org/10.1177%2F1745691611406923
https://www.leibniz-psychology.org/
https://www.psychopen.eu/

	Influences of Complexity on Decisions
	(Introduction)
	Method
	Design
	Participants
	Materials and Procedure

	Results
	Scoring
	Analysis

	Discussion
	Notes
	(Additional Information)
	Funding
	Competing Interests
	Acknowledgments

	References
	About the Authors


