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Abstract
Background In this commentary, I review a key theme—
the construction of preferences—that underlies the psychol-
ogy of judgment and decision making and may influence
eating behaviors. Its central idea is that, in many situations,
we do not know what we prefer and, as a result, we
construct our preferences “on the spot” based on internal
and external cues available at the moment.
Purpose To understand the extent of construction processes,
one has to know both the decision maker (and how he or
she draws meaning from information) and the environment
she or he faces. I consider possible roles for affect and
deliberation in the construction of eating preferences and
also examine some existing evidence for two potentially
important individual differences—numeracy (number ability)
and aging.
Conclusion Research implications concerning ways to
improve eating behaviors are considered.

Keywords Decision making . Information processing .

Eating behaviors . Numeracy . Aging

Introduction

The most prominent view in contemporary social science is
that human beings “have” preferences and that their choices

reflect these preferences. In eating behaviors, for example,
many people “prefer” high-fat foods. Of course, most
people also “prefer” to be healthy, and this preference
comes in conflict with the former one. Some people
strongly “prefer” spinach over broccoli whereas others do
not have a preference but will willingly choose between
them nonetheless at dinner. We carry preferences in
memory for many things such as spinach and chocolate,
having built these preferences over a lifetime of experi-
ences. Some preferences are rather abstract (e.g., I want to
be healthy) whereas others are quite concrete and specific
(e.g., I hate broccoli).

How are choices made, however, when “preferences” do
not exist, or they exist but are in conflict? A major theme in
the literature on judgment and decision making is that of
the construction of preferences. Its central idea is that in
many situations, we do not really know what we prefer, and
as a result, we construct our preferences “on the spot” based
on internal and external cues available at the moment.
“Virtually every current theory in decision making can be
considered a theory of preference construction” (p. 3, [1]).
The emerging view in the decision literature is that in many
situations, preference measurement is best considered as
architecture (building a set of preferences) rather than as
archeology (uncovering existing preferences; [2–4]). The
work to date in eating behaviors has perhaps focused overly
on archeology and not enough on architecture. As a result,
in this commentary, I examine the relevance of preference
construction for understanding decisions about eating.

The Construction of Preferences in Eating Behaviors

Preference construction in eating decisions, like other
decisions, will depend on how decision makers process
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available information. Preference construction is more
likely in situations that are unfamiliar and where the
options have not been experienced (and, thus, stable
preferences do not exist). Such unfamiliar situations might
include choices about end-of-life care or prostate-cancer
treatment [5–7]. Although one might expect people to have
consistent beliefs in such critical and basic areas (e.g., how
they wish to die), the data suggest that their preferences
fluctuate and can depend on transient feeling states. Of
course, in some ways, it is not surprising that reactions to
one’s own mortality are complex, highly emotional, and
changeable. What may be more surprising is that even in
familiar domains such as everyday eating behaviors that
happen frequently and are considerably less emotional,
decisions are quite prone to preference construction
nonetheless. For example, Wansink, Painter, and North [8]
demonstrated that people “constructed” the quantity of food
they consumed, at least in part, from a visual cue. When
given a bottomless bowl of soup (that filled itself from a
tube hidden in the bottom of the bowl), they unknowingly
consumed more than when given a normal bowl. Presum-
ably, individuals knew how hungry they were, but they
constructed the amount they consumed at least partially
from the visual cue of how much soup was left in the bowl
rather than basing the quantity they consumed on internal
hunger signals or their customary consumption quantity [9].

Other characteristics that predict when preference con-
struction is more likely (besides unfamiliarity and lack of
experience with options) include: (a) when conflicts exist
among known preferences; (b) when it is difficult to
translate feelings into a numerical scale (e.g., freshly picked
local produce tasks great; how much more are you willing
to pay for it?); and (c) when we do not have strong feelings
about different options or have conflicting feelings about
them [10]. Decisions involving numeric information, such
as nutrition-fact labels, calorie monitoring, and portion size
estimation, may be particularly susceptible to preference
construction because processing numeric information is
difficult, and many people are less proficient with numbers
[11, 12]. As a result, individuals will not always use
numeric information in meaningful ways [13]. For example,
how much of a good is purchased at the grocery can be
influenced by purchase limits introduced at the point-of-sale
in a process that involves anchoring on provided values. In
one study [14], buyers purchased more cans of soup when
purchases were limited (e.g., a limit of four [or 12] per
person) than when they were not limited; further, more soup
was purchased with higher limits. The buyers appeared to
anchor on the maximum purchase quantity and use it as a
cue to construct the number of soup cans to purchase. In
another study in the same paper, individuals who retrieved
an internal anchor (by explicitly estimating the quantity they
usually consumed) were not susceptible to the externally

provided maximum purchase quantity. Because larger
quantities available in the home can lead to greater
consumption, understanding how to predict these and other
constructive processes and how to counteract them is
important.

Affect and Cognition in Preference Construction

This architecture or building of preferences seems to be
influenced by cognitive reasons and by feelings. Recent
research in decision making demonstrates that information
processing is influenced by these two different modes of
thinking: affective/experiential and deliberative ([15–17];
these modes are also called Systems 1 and 2, respectively—
see [18, 19]). Both modes of thought are important to
forming decisions.

The deliberative mode is conscious, analytical, reason-
based, verbal, and relatively slow. It is the deliberative
mode of thinking that is more flexible and provides
effortful control over more spontaneous experiential pro-
cesses. Kahneman [19] suggests that one of the functions of
the deliberative system is to monitor the quality of the
affective/experiential system’s information processing and
its impact on behavior.

The experiential mode, in contrast, produces thoughts
and feelings in a relatively effortless and spontaneous
manner. The operations of this mode are implicit, intuitive,
automatic, associative, and fast. This system is based
primarily on affective (emotional) feelings. As shown in a
number of studies, affect provides information about the
goodness or badness of an option that might warrant further
consideration and can directly motivate a behavioral
tendency in choice processes [20, 21]. Marketers, who well
understand the power of affect, typically aim their ads to
evoke an experiential mode of information processing. As a
result, individuals must learn to cope with these feelings
that food marketers attempt to elicit if they want healthy
eating habits. Both modes of thinking—deliberative and
experiential—are important, and good choices appear most
likely to emerge when the two modes work in concert and
decision makers think as well as feel their way through
judgments and decisions (e.g., [20]).

Recent research has developed and tested decision
theories that incorporate affect as a key ingredient in the
construction of preferences. Within these theories, integral
affect (positive and negative feelings about a stimulus) and
incidental affect (positive and negative feelings such as
mood states that are independent of a stimulus but can be
misattributed to it) are used to predict and explain a wide
variety of judgments and decisions ranging from choices
among gambles to life satisfaction and valuation of human
lives [22–24]. Slovic and Peters [25], for example, review
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findings about the “affect heuristic,” a decision-making
strategy that bases decisions on the rapidly experienced
good and bad feelings attached to decision alternatives.
They suggest that reliance on feelings will sometimes
improve decision making and other times harm it (see also
[26]).

These two systems also interact—the extent of cognitive
resources available can modulate the influence of affective
considerations. In one study, for example, Shiv and
Fedorikhin [27] found that individuals with experimentally
reduced working memory capacity were more likely than a
control group to choose a piece of chocolate cake over a
bowl of fruit salad. They conclude that when cognitive
resources are limited, spontaneous affective reactions
(chocolate cake tastes good) rather than cognitions (fruit
salad is healthier) have a greater influence on choice. In
contrast, when cognitive resources are readily available,
cognitions related to the consequences of food choices will
have greater impact, and consumers will be more likely to
make healthier choices. These results imply that diet
interventions may be more successful when they include
training components in areas such as stress management
and time management as a way to increase the cognitive
resources available for dieting and thereby decrease the role
of affect in decisions. The results also underscore the
importance of emotional triggers and emotional regulation
in eating behaviors and the need for further research
concerning such affects. Eating itself can elicit affective
reactions and influence subsequent choices in the meal
(Rothman, Sheeran, & Wood, this issue). Finally, individ-
uals may also differ in their extent of emotional reactions
and availability of cognitive resources in ways that may
matter to eating behaviors.

Individual Differences in the Construction
of Preferences

Preferences are constructed based not only on cues from the
situation but also on stable characteristics of the decision
maker (e.g., traits such as emotional reactivity, habits, and
genetic makeup) and the decision maker’s transient char-
acteristics at the moment of decision making (e.g., states of
arousal, stress, or pain). As an eminent learning theorist
once said, “To understand or predict what a rat will learn to
do in a maze, one has to ‘know both the rat and the maze’”
(p. 10, [28]). In other words, one has to understand the
context or the situation that the individual faces, but one
also has to understand the decision maker and how he or
she will process and draw meaning from the information.

In this section, I focus on two individual differences—
numeracy and age—that influence information processing
and decision making and have been linked to some extent

with problematic information processing and/or behaviors
with respect to food.

Numeracy

Numeracy (defined as the ability to understand and use
basic mathematical and probabilistic concepts) is an
important skill in making good judgments and decisions
[29]. Substantial problems exist in the USA, however, with
respect to low numeracy [30]. Although more education is
linked with higher numeracy [30], even highly educated
individuals can be innumerate [31] and scores on a simple
numeracy test tend to decrease significantly with older age;
women also tend to score lower than men [32].

Inadequate numeracy may be an important barrier to
individuals’ understanding and use of information in eating
behaviors. For example, numeracy has been associated with
comprehension of nutrition labels. Rothman et al. [33]
found that comprehension of nutrition labels was signifi-
cantly associated with numeracy skill and that this
association held after adjusting for education and income.
Although 89% of participants in their study reported using
food labels, there were many errors in comprehension. In
fact, only 32% could accurately calculate the number of
carbohydrates in a 20-oz soda with 2.5 servings. Such
findings are important given the need for diabetics and
others with chronic health problems to carefully control
food intake (often by counting carbohydrates), the number
of dieters in weight-control programs who count calories or
numbers of points, and recent educational efforts on
numeric indicators such as body mass index (BMI) and
waist-to-hip ratios. Lower numeracy, in fact, has been
associated in a diabetic population with misinterpreting
glucose meter readings and miscalculating carbohydrate
intake and medication dosages; it also had a weak
association with higher hemoglobin A1C levels [34].

Numeracy has also been associated with the processing
of numeric and nonnumeric sources of information in ways
important to decision making [35]. For example, highly
numerate individuals appear to pay more attention to
numbers and number comparisons, better comprehend
them, translate them into meaningful information, and
ultimately use them in decisions. Decisions of the less
numerate are informed less by numbers and more by other
nonnumeric sources of information, such as their emotions
and mood states. Such results may translate into less
numerate individuals having every intention of keeping to
a diet, but being swayed more by consummatory desires
and moods if healthy habits have not been established.
They may also be motivated less by changes in numeric
indicators such as weight or BMI. Consistent with this, less
numerate primary-care patients also had higher BMI scores
than those who were more numerate [36]. Of course, it is
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also feasible that the highly numerate, who attend more to
numbers, may be less motivated to stick to an eating plan if
such numeric indicators plateau. These are empirical
questions that deserve additional research.

Age Differences across the Adult Life Span

A consideration of age differences in eating behaviors and
the mechanisms underlying such differences is also impor-
tant. By the year 2050, the number of older persons (60 years
and older) will surpass the number of younger persons (under
age 15) for the first time in history [37]. The fastest-growing
age group in the world is the oldest old (age 80 and older).
Although obesity in older age groups rivals that of younger
adults, being underweight appears to be the greater
mortality risk for older adults [38]. Malnutrition among
older adults is also an issue and is linked with decreased
food intake [39]. The prevalence of these two issues points
towards information processing in eating decisions among
older adults as a potentially important topic.

In terms of information processing in decision making,
research demonstrating a variety of age-related cognitive
deficits (e.g., in speed of processing and working memory;
[40]) leads us to believe that judgment and decision-making
capabilities may decline as an inevitable course of the aging
process, particularly in unfamiliar or less-meaningful
situations [41]. Older adults tend to process less informa-
tion in decisions, and they process it more slowly; they also
demonstrate poorer judgments and decisions than younger
adults when complex or changing rules must be learned.
Results from health plan choice studies support this
deliberative decline in comprehension and suggest that
some people do not always comprehend even fairly simple
information and that this lack of comprehension increases
with older age. Hibbard, Slovic, Peters, Finucane, and
Tusler [42] presented employed-aged adults (18–64 years
old; n=239) and older adults (65–94 years old; n=253)
with 33 decision tasks that involved interpretation of
numbers from tables and graphs. For example, participants
were asked to identify the Health Maintenance Organiza-
tion (HMO) with the lowest copayment from a table that
included four HMOs with information about monthly
premiums and copayments. A comprehension index
reflected the total number of errors made across the 33
tasks. The youngest participants (aged 18–35) averaged 8%
errors; the oldest participants (aged 85–94) averaged 40%
errors; the correlation between age and the number of errors
was 0.31 (p<.001).

Age-related adaptive processes, however, influence
decision making in three ways [41]. First, older adults
selectively use their deliberative capacities based on their
level of motivation to make decisions so that age differ-
ences in decisions lessen when the decisions are more

relevant or meaningful. As a result, interventions that
increase the perceived relevance of making healthy choices
to having a healthy, active life with grandchildren and other
loved ones could be more affective with older adults than
their younger counterparts. Second, older adults may focus
relatively more than younger adults on emotional content
(and sometimes on positive content) in decisions. For
example, Fung and Carstensen [43] found that, relative to
younger adults, older adults exhibited greater preference
and superior memory for emotional advertisements than for
nonemotional ones. In a second example, Lockenhoff and
Carstensen [44] asked older and younger adults to examine
information about health choices by clicking on cues
indicating information that was positive, negative, or
neutral. In their study, older adults selected and recalled a
greater proportion of positive versus negative information
compared to younger adults. As a result, older adults could
be easier prey for food marketers using strongly affective
appeals or misleading information [45, 46]. They may also
have a harder time monitoring and controlling their eating
behavior if those behaviors are not habitual. Alternatively,
if food loses its emotional appeal due to physiological
declines and older adults make decisions more than
younger adults based on emotions, then this lack of
emotional appeal could underlie the increased prevalence
of malnutrition and decreased food intake among older
adults [39]. The quantity of evidence for this conclusion
about focus on emotional content is sparse, however,
particularly with real rather than abstract gains and losses.

Finally, the accumulated experience and knowledge of
older adults can compensate in some cases for age-related
declines. Older adults’ knowledge and experience appear to
benefit them in familiar life situations and may lead them to
less preference construction. For example, Tentori, Osherson,
Hasher, and May [47] demonstrated that older adults were
less likely to let situational information (e.g., the attractive-
ness of a discount in comparison to other available
discounts) influence their decisions in a grocery store when
its choice would require a larger minimum purchase than
their usual budget. Tentori et al. argued that older adults’
everyday life experience with the grocery-store context is
advantageous because they have knowledge of the situation-
al variables that may influence their judgments and can
discount irrelevant information (see also [48] for similar
results). In another example, in examining decisions about
over-the-counter drugs, Johnson and Drungle [49] found that
older adults were more likely to focus on active ingredients
than were younger adults and were also more systematic in
their information searches, presumably reflecting their
greater experience with using these drugs. Stephens and
Johnson [50] also found that older adults were more likely to
focus on side effects and drug interactions than were young
adults. Such information is of obvious relevance to older
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adults who are more likely than the young to be taking
multiple prescription drugs at any one time. Older adults’ life
experiences such as in health and grocery shopping increase
their expertise in these areas and may benefit judgment and
decision making.

Although little research exists thus far on age differ-
ences in judgment and decision processes, it is clear that
older adults will process information in food and other
decisions differently than will younger adults. The resulting
decisions sometimes will be better and other times will be
worse. An understanding of these differences in eating
behaviors can contribute to basic theory and to applications
in this important domain.

Managing Preference–Construction Processes

Decision making occurs at all points along the continuum
of eating behaviors, from understanding nutrition informa-
tion to grocery shopping to weight control. Researchers
attempting to expand our knowledge of eating behaviors
may benefit by attending to the literature on judgment and
decision making when conceptualizing and designing their
research questions.

In this paper, I focused on the key theme of preference
construction and examined some of its components (e.g.,
affective versus deliberative processes, numeracy, and age)
that emerge from recent decision research. If preference
construction does exist in eating behaviors as the evidence
suggests, what does this mean for informed decision
making and how we might promote and manage better
decisions? According to Hibbard and Peters [51], making
good decisions (which is what we want informed decision
makers to do) requires information to be available, accurate,
and timely. Nutritional facts labels, for example, meet this
requirement. Decision makers also, however, must compre-
hend the information and comprehend the meaning of the
information. Nutritional fact labels, however, are not
always understood [33]. Beyond simple comprehension,
individuals must be able to determine meaningful differ-
ences between options, weigh factors to match their needs
and values, make tradeoffs (e.g., between risks and
benefits), and ultimately choose. But consumers often make
food purchases and consumption behaviors based on habit
[52], implying that many of these later processes do not
always take place in day-to-day eating behaviors and are
instead replaced by habitual responding. For some con-
sumers, biological factors may also play a role and
constrain preference construction for food (Wardle &
Carnell, this issue). In situations where habitual responses
or biologically based preferences do not take over,
preference construction may play a determining role in
choices and undermine the notion of “informed choice.”

How can one help individuals make better-eating choices
when such choices are, at least in part, constructed? One
alternative is libertarian paternalism [53], an approach that
recognizes that it is virtually impossible to frame informa-
tion in a truly neutral manner. Within this model, the
individual retains freedom of choice among a set of options
that have been presented in such a way that individuals will
be nudged to select the option that is most likely to promote
their welfare. For example, given the instability of
preferences, Johnson et al. [54] propose one strategy for
producing better decisions: the careful identification of a
default option. As Johnson et al. admit, however, using
defaults implies that a single “better” option exists and that
a paternalistic choice (i.e., the health professional knows
best) can improve patient health. Nonetheless, setting up a
personal “default option” for eating behaviors (e.g., I will
eat a salad everyday for lunch) may be quite helpful for an
individual and research on default options may prove
fruitful.

Consistent with the notion of attempting to harness the
power of constructed preferences, researchers might also
consider whether eating decisions vary based on the content
of a health communication and its framing of alternatives.
They could examine whether healthy food-related decisions
vary across situations and emotional states and whether
such descriptive research points towards ways to encourage
greater stability.

Affect and beliefs are also important. How can long-
term, abstract preferences such as health be made salient
enough to overcome short-term consummatory desires on
an ongoing basis? Do dieters weigh all alternatives to
weight control (and the costs and benefits inherent in each
one) equally in order to make a “rational” decision about
how to control weight? I suspect not, given the real
likelihood of information overload. What is the role of
affect in what can be an emotionally charged decision?
Does consideration of other close family members or
friends who have developed health complications from
weight issues create feelings of sadness, worry, or fear, and
if so, how do these emotions affect decision making?

Preferences are also constructed based on “who I am” as
a decision maker. How can information best be presented to
help less numerate individuals comprehend and use
numeric information such as nutrition facts when they want
to (e.g., only at the point of purchase for comparison or as
an ongoing aid to daily consumption decisions)? Can the
way information is presented assist older adults who are
less flexible in their processing? Research demonstrates that
careful attention to information presentation in other health
contexts should allow individuals to understand and use
numbers, including calorie counts, more effectively in
decisions [29]. As a result, the challenge is not merely to
communicate nutritional information to the public but to
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understand how to present that information so that it is used
appropriately in eating decisions.

These and other questions await empirical support in
future eating-behavior and decision-making research. The
consideration of preference–construction processes in other
areas of health, environmental risk, political science, law,
and economics has promoted knowledge and led to new
theory development [1]. It may be here as well.

References

1. Lichtenstein S, Slovic P, eds. The construction of preference. New
York: Cambridge University Press; 2006.

2. Slovic P. The construction of preference. Am Psychol. 1995; 50:
364–371.

3. Gregory R, Lichtenstein S, Slovic P. Valuing environmental
resources: A constructive approach. J Risk Uncertain. 1993; 7:
177–197.

4. Payne JW, Bettman JR, Schkade DA. Measuring constructed
preferences: Towards a building code. J Risk Uncertain. 1999; 19:
243–270.

5. Ditto PH, Hawkins NA. Advance directives and cancer decision
making near the end of life. Health Psychol. 2005; 24: S63–70.

6. Fagerlin A, Schneider CE. Enough: The failure of the living will.
Hastings Cent Rep. 2004; 34: 30–42.

7. Epstein RM, Peters E. Beyond information: Exploring patients’
preferences. J Am Med Assoc. 2009; 302: 195–197.

8. Wansink B, Painter J, North J. Bottomless bowls: Why visual cues
of portion size may influence intake. Obes Res. 2005; 13: 93–100.

9. Slovic P. Rejoinder: The perils of viscusi’s analyses of smoking
risk perceptions. J Behav Decis Mak. 2000; 13: 273–276.

10. Peters E. The functions of affect in the construction of
preferences. In: Lichtenstein S, Slovic P, eds. The construction
of preference. New York: Cambridge University Press; 2006:
454–463.

11. Dehaene S. The number sense: How the mind creates mathematics.
New York: Oxford University Press; 1997.

12. Paulos JA. Innumeracy: Mathematical illiteracy and its consequences.
New York: Hill and Wang; 1988.

13. Peters E, Dieckmann N, Västfjäll D, Mertz CK, Slovic P, Hibbard
J. Bringing meaning to numbers: The impact of evaluative
categories on decisions. J Exp Psychol Appl. 2009, In press.

14. Wansink B, Kent RJ, Hoch SJ. An anchoring and adjustment
model of purchase quantity decisions. J Mark Res. 1998; 35: 71–
81.

15. Epstein S. Integration of the cognitive and the psychodynamic
unconscious. Am Psychol. 1994; 49: 709–724.

16. Loewenstein G, Weber EU, Hsee CK, Welch ES. Risk as feelings.
Psychol Bull. 2001; 127: 267–286.

17. Reyna VF. How people make decisions that involve risk: A dual-
processes approach. Curr Dir Psychol Sci. 2004; 13: 60–66.

18. Stanovich KE, West RF. Individual differences in reasoning:
Implications for the rationality debate? In: Gilovich T, Griffin
DW, Kahneman D, eds. Heuristics and biases: The psychology of
intuitive judgment. New York: Cambridge University Press; 2002:
421–444.

19. Kahneman D. A perspective on judgment and choice: Mapping
bounded rationality. Am Psychol. 2003; 58: 697–720.

20. Damasio AR. Descartes’ error: Emotion, reason, and the human
brain. New York: Avon; 1994.

21. Osgood CE, Suci GJ, Tannenbaum PH. The measurement of
meaning. Urbana: University of Illinois; 1957.

22. Slovic P, Finucane ML, Peters E, MacGregor DG. The affect
heuristic. In: Gilovich T, Griffin D, Kahneman D, eds. Heuristics
and biases: The psychology of intuitive judgment. New York:
Cambridge University Press; 2002: 397–420.

23. Kahneman D, Schkade D, Sunstein CR. Shared outrage and
erratic awards: The psychology of punitive damages. J Risk
Uncertain. 1998; 16: 49–86.

24. Schwarz N, Clore GL. Mood, misattribution, and judgments of
well-being: Information and directive functions of affective states.
J Pers Soc Psychol. 1983; 45: 513–523.

25. Slovic P, Peters E. Risk perception and affect. Curr Dir Psychol
Sci. 2006; 15: 322–325.

26. Wilson TD, Dunn DS, Kraft D, Lisle DJ. Introspection, attitude
change, and attitude-behavior consistency: The disruptive effects
of explaining why we feel the way we do. Adv Exp Soc Psychol.
1989; 22: 287–343.

27. Shiv B, Fedorikhin A. Heart and mind in conflict: Interplay of
affect and cognition in consumer decision making. J Consum Res.
1999; 26: 278–282.

28. Mowrer OH. Learning theory and behavior. New York: Wiley;
1960.

29. Peters E, Hibbard JH, Slovic P, Dieckmann N. Numeracy skill and
the communication, comprehension, and use of risk-benefit
information. Health Aff. 2007; 26: 741–748.

30. Kutner M, Greenberg E, Baer J. A first look at the literacy of
America’s adults in the 21st century. Washington, D.C.: U. S.
Government Printing Office; 2005.

31. Lipkus IM, Samsa G, Rimer BK. General performance on a
numeracy scale among highly educated samples. Med Decis
Making. 2001; 21: 37–44.

32. Peters E. Numeracy and the perception and communication of
risk. Ann N Y Acad Sci. 2008; 1128: 1–7.

33. Rothman RL, Housam R, Weiss H, et al. Patient understanding of
food labels: the role of literacy and numeracy. Am J Prev Med.
2006; 31: 391–398.

34. Cavanaugh K, Huizinga MM, Wallston KA, et al. Association of
numeracy and diabetes control. Ann Intern Med. 2008; 148: 737–
746.

35. Peters E, Västfjäll D, Slovic P, Mertz CK, Mazzocco K, Dickert S.
Numeracy and decision making. Psychological Science. 2006; 17:
407–413.

36. Huizinga MM, Beech BM, Cavanaugh KL, Elasy TA, Rothman
RL. Low numeracy skills are associated with higher BMI. Obesity.
2008; 16: 1966–1968.

37. United Nations Population Division. World Population Ageing:
1950–2050. Available at http://www.un.org/esa/population/publi
cations/worldageing19502050/index.htm. Accessibility verified
June 14, 2006.

38. Diehr P, Bild DE, Harris TB, Duxbury A, Siscovick D, Rossi M.
Body mass index and mortality in nonsmoking older adults: The
cardiovascular health study. Am J Public Health. 1998; 88: 623–629.

39. Paquet C, St-Arnaud-McKenzie D, Kergoat M-J, Ferland G, Dubé
L. Direct and indirect effects of everyday emotions on food intake
of elderly patients in institutions. J Gerontol. 2003; 58A: 153–
158.

40. Salthouse TA. The processing-speed theory of adult age differ-
ences in cognition. Psychol Rev. 1996; 103: 403–428.

41. Peters E, Hess TM, Västfjäll D, Auman C. Adult age differences
in dual information processes: implications for the role of
affective and deliberative processes in older adults’ decision
making. Perspect Psychol Sci. 2007; 2: 1–23.

42. Hibbard JH, Slovic P, Peters E, Finucane ML, Tusler M. Is the
informed-choice policy approach appropriate for Medicare bene-
ficiaries? Health Aff. 2001; 20: 199–203.

43. Fung HH, Carstensen LL. Sending memorable messages to the
old: Age differences in preferences and memory for emotionally

S86 ann. behav. med. (2009) 38 (Suppl 1):S81–S87

http://www.un.org/esa/population/publications/worldageing19502050/index.htm
http://www.un.org/esa/population/publications/worldageing19502050/index.htm


meaningful advertisements. J Pers Soc Psychol. 2003; 85: 163–
178.

44. Lockenhoff CE, Carstensen LL. Aging, emotion, and health-
related decision strategies: Motivational manipulations can reduce
age differences. Psychol Aging. 2007; 22: 134–146.

45. Hess TM, Waters SJ, Bolstad CA. Motivational and cognitive
influences on affective priming in adulthood. J Geront Ser B
Psychol Sci Soc Sci. 2000; 55B: 193–204.

46. Jacoby LL. Ironic effects of repetition: Measuring age-related
differences in memory. J Exp Psychol Learn Mem Cogn. 1999;
25: 3–22.

47. Tentori K, Osherson D, Hasher L, May C. Wisdom and aging:
irrational preferences in college students but not older adults.
Cognition. 2001; 81: 87–96.

48. Kim S, Hasher L. The attraction effect in decision making:
superior performance by older adults. Q J Exp Psychol A, Human
Exp Psychol. 2005; 58: 120–133.

49. Johnson MMS, Drungle SC. Purchasing over-the-counter medi-
cations: The impact of age differences in information processing.
Exp Aging Res. 2000; 26: 245–261.

50. Stephens EC, Johnson MMS. Dr. Mom and other influences on
younger and older adults’ OTC medication purchases. J Appl
Gerontol. 2000; 19: 441–459.

51. Hibbard JH, Peters E. Supporting informed consumer health care
decisions: Data presentation approaches that facilitate the use of
information in choice. Annu Rev Public Health. 2003; 24: 413–433.

52. Wood W, Neal DT. A new look at habits and the habit-goal
interface. Psychol Rev. 2007; 114: 843–863.

53. Thaler RH, Sunstein CR. Nudge: Improving decisions about
health, wealth, and happiness. New Haven: Yale University Press;
2008.

54. Johnson EJ, Steffel M, Goldstein DG. Making better decisions:
From measuring to constructing preferences. Health Psychol.
2005; 24: S17–S22.

ann. behav. med. (2009) 38 (Suppl 1):S81–S87 S87


	A Perspective on Eating Behaviors from the Field of Judgment and Decision Making
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	The Construction of Preferences in Eating Behaviors
	Affect and Cognition in Preference Construction
	Individual Differences in the Construction of Preferences
	Numeracy
	Age Differences across the Adult Life Span

	Managing Preference–Construction Processes
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


