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ABSTRACT

Understanding changes in decision making among older adults across time is 
important for health care providers. We examined how older adults with a limited 
prognosis used their perception of prognosis and health in their decision-making 
processes and related these findings to prospect theory. The theme of decision 
making in the context of ambiguity emerged, reflecting how participants used both 
prognosis and health to value choices, a behavior not fully captured by prospect 
theory. We propose an extension of the theory that can be used to better visualize 
decision making at this unique time of life among older adults. 

Key words: decision making, end-of-life, older adults, palliative care, prospect 
theory, qualitative    methods



Older adults’ preferences for end-of life care are dynamic and evolve over time, 1-3 
challenging health care providers’ efforts to support patients’ decision making as 
they get closer to death. Predicting when, and among whom, these changes will 
occur is difficult but would help providers anticipate and navigate difficult 
conversations and identify the need for palliative care, particularly as patients’ 
health declines.

One factor influencing older adults’ attitudes toward near the end of life is health 
status. Compared to those in better health, older adults in poor health are often 
more willing to accept life-sustaining treatments.2,4-6 Yet, research findings are 
conflicting: preferences for these treatments are found to either increase or 
decrease with declining health, depending on the study.2,5,7 In contrast, prognostic
awareness is a more consistent indicator of a desire for life- sustaining treatments—
those who perceive their prognosis to be short are more likely to forgo 
treatments.8-10 As older adults’ health decline, their perception of prognosis may 
change. Consequently, health status and prognostic awareness are interrelated in a 
way that influences older adults’ preferences for care but is not captured in the 
current research.

Although theoretical frameworks have been proposed to better support patients’ 
decision making and improve satisfaction with decisions,11-13 few aim to explain 
the behavior that underlies the process. Prospect theory,14 however, is one such 
framework that has been gaining interest among health care researchers.4,15-17 
This robust economic theory posits that, when making decisions, people frame 
choices as positive or negative relative to a neutral reference point. The reference 
point and choices lie on a continuum that can be measured in some type of unit, 
with the reference point being the point where a choice is neither positive nor 
negative. In the parlance of prospect theory, a choice is called a “prospect,” the 
continuum is called a “commodity,” and a positive prospect is called a “gain” while 
a negative prospect is called a “loss.” In economics, the commodity is measured in 
monetary units, and the reference point is generally one’s current financial status. 
So, a prospect that would increase ones salary by $1000 is a gain but is a loss if it 
results in a decrease of $1000. In health care, the commodity has often been one’s 
health status and the reference point one’s current health.4,15,16 

We illustrate the properties of prospect theory in Figure 1, where the commodity of 
health status ranges from death in the loss domain to perfect health in the gain. 
The reference point is a person’s current health status, so in line with the theory, a 
prospect that maintains the status quo has no value. A prospect that would result in
a decline in health would be considered a loss and have a negative value, while one 
that improves health status would be a gain. End-of-life decisions, involving choices 
between 2 options that by their nature do not result in a degree of gain, put both 
prospects in the loss domain. Values are represented by the s-shaped curve, 
reflecting that values do not change in a linear manner. Thus, the relative difference
between 2 prospects is greater when 1 or both of the prospects lie close to the 
reference point (d1 > d2).



Researchers have tested prospect theory empirically by creating value curves and 
argue that using health status as a commodity explains the variability in 
preferences.4,15,16 However, these findings do not explain those of the 
researchers noted previously who found that prognosis influences patients’ 
willingness to forgo treatments.8-10 It appears that when researchers change the 
commodity measured from health status to perceived time left to live (prognosis), 
the choices may be valued differently.

The purpose of this article is to describe how prospect theory informed and was 
informed by a qualitative analysis that explored how the perception of prognosis 
and health influenced health care decision making among older adults with a 
limited life expectancy. We discuss the findings in light of prospect theory and 
identify a time frame when participants’ decision making is not fully explained by 
the theory—decisions at the end of life. Findings support the potential value of an 
extension of the theory that can be used to better understand the unique nature of 
decision making at the end of life among older adults.

METHODS

We report on a qualitative exploratory study designed to understand participants’ 
decision-making experiences at the end of life in light of their perceived health and 
prognosis. This analysis was part of a larger study that examined the overall 
decision-making processes among older adults with a limited prognosis. During the 
original analysis, we found an important link between participants’ perception of 
prognosis and health. Consequently, we used these concepts as analytical lenses 
through which to view the data in this separate analysis. Grounded theory guided 
the study design, implementation, and analysis.18 The institutional review boards of
each recruitment site provided human subject oversight.

Study participants and setting

Participants were recruited through clinics affiliated with a large academic medical 
center (2 clinics) and a Veterans Affairs medical center (2 clinics). We met with 
primary care providers (physicians and nurse practitioners) to explain the purpose 
of the study and eligibility requirements and then asked them to refer appropriate 
patients. Eligible patients were those who were 65 years of age or older, had a life 
expectancy of less than 1 year, were capable of making their own decisions, resided
in the community, and were English-speaking. We did not use diagnosis as either an
inclusion or exclusion criteria because older adults frequently live with many 
comorbidities at the end of life, all of which attribute to their experiences. 
Participants were also not excluded on the basis of a personal preference to 
delegate their decisions. We excluded patients residing in skilled nursing facilities. 
Summary data for the 20 participants recruited are provided in Table 1.

Providers determined the eligibility criteria of life expectancy by asking themselves,
“Would I be surprised if this patient dies within the next 12 months?” If the answer 
was no, the patient met the prognostic eligibility. This is the well-known “surprise” 
question that was first put forward as a way to get a general sense of a patient’s 
prognosis and has been shown to be a reliable predictor of 1 year mortality19-21: 



The providers consulted with social workers and psychologists to exclude patients 
they believed could not withstand a 45-minute interview and/or had significant 
cognitive impairment. Potential participants were first identified because they met 
the inclusion criteria, and the referring provider believed that the patients would be 
good informants. Recruitment continued until theoretical saturation was achieved.

Data collection

Potential participants were contacted by mail and were asked to return a reply card.
A member of the research team contacted respondents, explained the study, and 
verified eligibility. A teach back approach was used to ensure that potential 
participants understood and could explain the study. As a result of the teach back, 3
people were excluded. We sought out informants from underrepresented 
racial/ethnic groups; however, only a few of the targeted older adult responded.

Arrangements were then made for face-to face interviews in participants’ homes. At
the start of the meeting, the study was reviewed and informed consent was 
received using a teach back approach. No one was excluded at this stage. The 
interview guide focused on 4 general areas: (a) participants’ current health and 
health care; (b) recent decisions and communication with providers; (c) decisions 
made regarding end-of-life care; and (d) participants’ anticipation for future care. 
During interviews, probes were used to explore and clarify the ideas and concepts 
articulated by participants. All interviews took place over a 4-month period, and 
each participant was interviewed only once. Participants’ views on hospice were of 
interest; however, most participants had no experience with or understanding of the
services, so these data were not useful to the analysis. A short demographic survey 
and the Edmonton symptom assessment system22 were filled out at the conclusion 
of the interview. Interviews were digitally recorded and professionally transcribed. A
single researcher (RDR) conducted all interviews and verified all transcripts for 
accuracy.

Because of the sensitive nature of the interview, attention was paid to participants’ 
responses and reactions to the questions; however, none of the participants 
expressed undue distress, nor asked to end the interview. Furthermore, the 
interview ended on a positive tone by asking participants to focus on positive 
aspects of their lives. 

Data analysis

The interview guide was developed on the basis of extant literature and was 
reviewed by experts in aging, decision making, and end-of-life care. The guide was 
pilot tested for face validity and modified to clarify areas of ambiguity and 
confusion. In keeping with the constant comparative method,18 we modified the 
guide as the ongoing analysis identified emerging themes and concepts that 
needed explication. Probes were used to explore participants’ responses more 
deeply and to relate these responses to existing themes and concepts.

We determined participants’ perception of their health and prognosis through a 
holistic analysis of each interview. We read the entire interview and attended to 



indirect comments about how long they perceived they would live and their health, 
as well as responses to direct questions. We then compared responses across the 
entire interview and triangulated between these different data points. After we 
achieved a “gestalt” classification of participants’ perceptions, we then used the 
analytic technique of positional mapping,23 where codes and emerging concepts 
were arrayed in a 2-dimensional field that had prognosis on one axis and health was
on the other. In this way, we created a visual representation of the different 
positions taken in the interviews relative to these 2 constructs. Throughout the 
study, field notes and memos were written to capture methodological issues and 
theoretical perspectives as they arose. We explored the similarities and differences 
seen within and across interviews and identified negative cases to challenge and 
refine the emerging concepts. In accordance with constant comparative methods, 
analysis and coding began with the first interview and continued iteratively with 
each interview. As new codes were generated, earlier transcripts were recoded. 
Analysis was managed with NVivo qualitative analysis software.24 

As analysis ensued, members of the research team met to review interviews and 
discuss the emerging codes, concepts, and categories. Disagreements about the 
meaning of participants’ interviews and the emerging codes were resolved by 
consensus. The research team represented expertise in geriatrics, gerontological 
nursing, palliative and end-of-life care, ethics, decision making, and qualitative 
methods. To further support the rigor of the analysis, interim findings were 
discussed with experts outside of the research team. These included professionals 
in aging with expertise in medicine, nursing, social work, and sociology.

RESULTS

Decision making in the context of ambiguity

Analysis revealed an overarching theme of decision making in the context of 
ambiguity that resulted from participants’ feelings of uncertainty and ambivalence 
regarding end-of-life care. Participants believed that the circumstances and 
outcomes of decisions were uncertain and open to different interpretations. 
Consequently, from within this ambiguity, they defined priorities and goals for the 
end of life rather than articulating specific treatment choices. No matter what their 
priorities were, all participants put limits on what they considered acceptable or 
unacceptable care; however, these limits were broad, such as not wanting to be 
maintained on artificial life support, lose cognitive abilities, or suffer physical 
discomfort. In addition, they assumed that they would not make these decisions for 
themselves, yet rarely discussed these matters with others, assuming that 
providers and family would act appropriately and in their best interests when the 
time came for these decisions. 

Participants expressed what they believed their prognosis to be: short, long, or 
uncertain, and similarly articulated their perceptions of their health status as being 
good or poor. Given these variations, participants fell into 1 of 6 groups that 
represented their perception of their health (excellent/good or average/poor) and 
their prognosis (long, uncertain, or short). The data revealed that prognosis and 
health status were important factors that influenced how participants balanced 



different priorities. Some participants appeared to value choices on the basis of 
their perceptions of their health status and others on their prognosis, which led 
them to prioritize choices that would either extend length of life (focusing on living) 
or maximize quality of life (being comfortable). Many participants, however, used 
both health status and prognosis to value choices, looking for a happy medium that 
would satisfy all their priorities (using a sliding scale). Although these categories are
presented as distinct, participants articulated views that could be attributed to each
of the categories but tended to be represented by one more than the others. Table 
2 shows how the 3 categories are represented among the 6 groups identified by 
comparing perception of prognosis and health.

Articulating and balancing priorities

Focusing on living

Focusing on living was seen primarily among those who perceived a long prognosis, 
whether their perception of health was good or bad. Indeed, among those who 
acknowledged health problems, they backgrounded these issues and had the view 
of getting better. Participant 118 said, “I don’t consider myself sick,” yet 
acknowledged that her health would likely decline. She also backgrounded the 
issue, saying, “I anticipate it [obstructive pulmonary disease] won’t—it will stay 
about the same if I keep up exercise. I don’t think [it will get worse]—well, it 
probably will get a little worse.” In this way, she demonstrated the idea of 
perceptual congruence—the view that her prognosis (long) was in line with her view
of her health (good or improving).

Focusing on living was accompanied by a willingness to undergo treatments to 
achieve the goal of living as long as possible, even if the treatments resulted in 
some physical decline. However, these decisions were not always seen as choices. 
Participant 114 explained: “It didn’t seem like I had a choice—I mean I could’ve 
said, ‘No, I’m just gonna die at home,’ [but] I don’t know that there are many 
choices.” Such participants framed living longer as the positive outcome, so the 
alternative (dying) was framed as negative and thus was not an option. 

Participant 118 had a slightly different perspective. She had a positive attitude that 
she felt would enable her to endure significant decline: I was positive that I could 
beat it, and I think—I know it has a lot to do with it, but I’ve always been positive. 
[So,] I think I’d want to live . . . . But no matter what the disability, if I were 
comfortable in a wheelchair, I’d take it.

Participant 118’s comment “if I were comfortable” revealed her awareness that 
there are outcomes that would limit her desire for life-extending treatments. The 
priority to extend life ends “if I couldn’t function mentally and I was in pain and I 
was on a ventilator, artificial feeding.” Participant 103 said similarly, “I would 
probably try anything that would not come to the end . . . . If something came up 
that—to be in a vegetative state, then no.” Consequently, if a treatment returned 
her to her current state, it was valued as positive, but if it resulted in a significant 
enough decline in health, it would have a negative value.



A priority to live as long as possible was not exclusive to those who felt that they 
had a long prognosis and were in good health. Participant 105 did not have a clear 
perception of his prognosis but said that he wanted to focus on living as long as he 
could: I’d want to live longer, but I wouldn’t want to live if I was gonna be a 
vegetable . . . . [But] if I were confined to a chair or something, I would make the 
best of it.

Although he was unsure of his prognosis, he believed that he was recovering well 
from a recent illness and would return to his previous health. So, he was similar to 
the participants quoted previously, and his priority to live longer was consistent with
his perception of his health.

Being comfortable

Perceptual congruence was also seen among those who believed that they had a 
short prognosis and poor or declining health. In this case, participants focused on 
comfort—including the ability to maintain valued activities—and rejected some 
types of care. Participant 108 said:

To tell you the truth, I have no future, so why bother with it [life-extending 
treatments]. My doctor asked if I thought about surgery [for my heart], and I just 
said, “No.” I’m not interested in surgery and stuff like that. Let’s treat it and keep it 
calm. That’s all. I want to sit back and enjoy my boys. I’ve got a beautiful set of 
boys [that] you ever wanted to see. I am the richest man in the world.

This participant considered himself close to the end of life and placed a great deal 
of value on the satisfaction he received from his family. Consequently, he prioritized
his ability to continue this interaction over having a surgery to address his 
unspecified heart condition. Participant 113 likewise spoke of wanting to avoid 
hospitalizations and maintain certain pleasures:

I have a cigar every night after supper and a cup of coffee. Always have. And as I 
told the doctor [when he recommended I quit smoking], there are some sacrifices I 
won’t make or some things I won’t do. 

He then described an occasion when he fell and paramedics were called:

By the time they [paramedics] got here, I was feeling better. I was in bed, and two 
of these guys came in, and I told them ‘Thank you, but I don’t want to go to the 
hospital.’ He said, ‘You’ve got to.’ I said, ‘Oh [explicative] you! What do you mean 
I’ve got to? This is America, for Christ’s sake. Look out the window!’

Participant 113 stayed true to his priority of avoiding hospitalizations and framed 
choices as good or bad from that perspective. He understood that there could have 
been a serious underlying cause for his fall but was adamant that he would not 
leave his house. This was consistent with his desire to “die in this house.”

Despite clear priorities, being comfortable did not involve an absolute rejection of 
all measures that might extend one’s life. Participant 113 held out, “I did say no 
heroic measures. But I want a shot. If there’s a shot at living, give it to me.” Thus, a 
tension remains between refusing interventions viewed as potentially painful or 



futile and a desire not to die. As such, he demonstrated the struggle participants 
had expressing choices within the context of ambiguity and how they manage it by 
balancing competing priorities.

Using a sliding scale

Those who felt their prognosis was uncertain and, to a lesser extent, those who 
perceived themselves to have a short prognosis and to be in good health did not 
have clear preferences for comfort over length of life. Instead, these participants 
spoke of balancing the 2 goals. What was or was not acceptable was nuanced and 
based on the circumstances and degree to which one would experience distressing 
symptoms. Participant 106 described the challenge of making end-of-life decisions 
because of the ambivalence that surrounds them:

She had me sign a DNR for—but I thought I’d think about it later. Well, I’m now to 
the point where something like that would help, but I certainly wouldn’t want people
not to resuscitate me for some reason. If it were a temporary thing, you know? But 
if I had signed the DNR, well, they might not do that for me. But if there weren’t 
much of a chance for my recovery, I think it’d be okay to have the DNR. If it’s some 
little thing that I’m unconscious because of some little thing, I could get better 
anyway? If that DNR were signed and people would leave me alone and not even try
to get me back, well that wouldn’t work so well. Only if I would—it were a matter of 
being bedridden from then on or maybe even wheelchair ridden from then on, then 
they could do it.

Decisions are contextual and cannot be anticipated, much less described. 
Depending on the criteria used (ie, commodity), choices are valued differently and 
result in different decisions. In a similar vein, participant 107 said that he would “try
everything to keep things going” but also explained that end-of-life decisions would 
not be black-and-white: 

That would be dependent upon, at that point in time, my level of being able to take 
care of myself. How severe the deterioration is. If I’m gonna be bedridden for the 
rest of my life, or am I gonna be comatose. That would be a sliding scale on what I 
would do or decide to do.

He was willing to experience some degree of unwanted symptoms, depending on 
the circumstances. But he needed to wait for the situation to arise, and if unable to 
make his own decisions, he trusted his provider to make the best decision on his 
behalf. Adaptation is a key aspect of this, as he further noted: 

Well, [it’s] how you deal with [it]—I don’t dwell on it. I can’t do—I can’t play tennis. I 
can’t play golf. I don’t dwell on these things. I mean I accept them. There’s nothing I
can do about it. There are some things collectively with the docs and I can do to 
maintain a reasonable standard of living, as far as activities go. But I know my 
limitations, and I accept them.

Accepting and adapting to changes was good, unless his threshold of acceptability 
was crossed. 



These exemplars demonstrate an important aspect of using a sliding scale: they are
not choosing either quality of life or length of life; instead, they are actively trying to
attain both goals. Since it is not truly possible, they attempt to find a happy medium
that will optimize both priorities at the same time. This balance is done in light of 
participants’ perceptions of their prognosis and health. If and when the balance is 
tipped so that one can no longer be achieved—such as being near death without the
expectation of one’s health improving—the focus shifts to the other—from length of 
life to quality of life. Consequently, the value of choices is based on balancing these 
goals in light of their perception of both their prognosis and health.

DISCUSSION

We explored decision making among older adults with a limited prognosis and who 
were in the midst of making significant decisions related to their health care. 
Participants noted that there is ambiguity inherent in end-of-life decisions and relied
on the context in which the decisions are situated to frame and value options. In 
this way, they viewed decisions about the end of life differently than decisions at 
the end of life, using general terms in the one case and deferring decisions in the 
other. Participants did, however, use different approaches to articulate their 
priorities and guide future decisions. Those with the clearest preferences (being 
comfortable and focusing on living) still hedged their decisions and indicated that 
there were conditions under which their choices would differ. Those with uncertain 
perceptions of their prognosis and health actively balanced competing priorities 
(using a sliding scale). Generally, participants did not specifically speak of quality of 
life; however, they did talk about the importance of maintaining physical comfort, 
cognitive abilities, and meaningful activities. These factors, particularly physical 
comfort, are key elements in many measurements of the quality of life at the end of
life,25 so we argue that the participants were balancing the competing priorities of 
length and quality of life in light of prognosis and health status. 

Prospect theory was very useful in explaining our results. Being comfortable used 
perceived prognosis as the commodity and valued choices in light of having a 
limited prognosis. Options that would decrease comfort and the ability to maintain 
important activities—thereby impact their quality of life—were framed as greater 
losses compared to those that preserved these areas, even if not extending life. 
Focusing on living used health status as the commodity and their perceived 
baseline health as the reference point. These participants prioritized living longer 
and framed choices relative to their health. Prospects that extended their lives were
acceptable because participants anticipated a return to their baseline health or 
something close to it. This behavior reflects an often overlooked aspect of prospect 
theory: the reference point need not be the status quo. From a clinical perspective, 
all the participants were in poor health and had a limited prognosis, but many 
believed that they were in good or improving health and had a long prognosis. For 
them, a prospect that promised a return to their perceived baseline health was 
framed as a gain, not a loss, so the discomfort related to a particular choice was 
acceptable.



Using a single commodity is feasible when applied to economic situations in which 
all prospects have a monetary value and both objective and subjective aspects of 
value can be measured in monetary units. Health-related commodities are different 
and not as uniformly measured. Health status can be measured as disability, 
comorbidity, or physical function and through objective instruments or subjective 
self-reports. Prognostication contains inherent error and is, therefore, not an 
absolute measure. Many participants, as illustrated by using a sliding scale, used 
both health status and prognosis as a commodity, trying to achieve a balance 
between the two. To some degree, those participants represented by focusing on 
living and being comfortable also exhibited the balancing behavior as all of them 
put limits on what would be acceptable care. In our analysis, prospect theory did not
fully explain this behavior, revealing a unique aspect of making decisions at the end
of life that is different from more general decisions about the end of life. Balancing 
between competing goals and using multiple criteria has been noted among 
patients near the end of life,26,27 but the mechanisms underlying the  
phenomenon are not understood well, nor is there a theoretical lens from which to 
view the behavior. However, having a model that accounts for multiple commodities
would be helpful for understanding decision making at this specific time of life. 

We propose a theoretical extension that enables prospect theory to account for the 
use of multiple, shifting commodities and illustrate our initial conceptualization in 
Figure 2. Here, a prospect is valued, not just only on the reference point but also on 
how decision makers use both commodities. If decision makers rely solely on one 
commodity or the other, then the model functions the same as the 2-dimensional 
counterpart shown in Figure 1 (ie, if health status is the commodity being used, 
then the example shown in Figure 1 applies). When competing commodities are 
used, the value of the prospect changes, depending on how decision makers are 
balancing between the two. If they lean to one commodity over the other, then the 
value of the prospect will be influenced by the preferred priority. However, if they 
are using both commodities more equally, the value depends on where decision 
makers lie between the two. By adding a second commodity, we have created a 3-
dimensional framework that allows us to visualize and consider how heath status 
and prognosis work in conjunction with each other.

Our findings have important implications to research and practice. First, we listened
to the stories of older adults who are near the end of life and are making in-the-
moment health care decisions. By doing this, we are revealing to researchers the 
voice of an often overlooked group that can provide a unique perspective of the 
phenomenon. Researchers can use the extension to prospect theory as a theoretical
lens through which to gain an in-depth understanding of decision making, 
particularly those factors related to temporal changes that are often observed as 
older adults approach the end of life. Furthermore, rather than focusing on 
treatment specific decisions, as is usually the case in advance care planning, nurses
and others—physicians, social workers, chaplains, and so forth—can focus on  
understanding and mitigating the ambiguity experienced by their patients. 
Supporting patient decision making is often seen as the physician’s responsibility; 
however, end-of-life decision making is a dynamic process that benefits from a 



collaborative approach. Nurses, social workers, and chaplains are effective in this 
role.28-31 Finally, our participants’ voices show that patients often have a 
perception of their health that is very different from what their clinical 
circumstances indicate. The result is that many may have expectations for unlikely 
outcomes that can lead them to make choices that sacrifice the quality of life they 
value. To bridge this gap, health care providers need to use patients’ perspectives 
as common starting points for discussions and then gently bring the patients’ views 
in line with their clinical status.

We provide a rich description of the nuanced decision-making processes used by a 
group of older adults near the end of their lives. We could not have achieved this 
level of understanding through quantitative methods; however, our findings are not 
directly comparable to other studies, nor do they provide general inferences. Our 
sample lacked ethnic diversity and overrepresented males and those with a military
background, which limited the breadth of views. Similarly, most participants 
received care in their home and may have had a different experience than those 
who receive care exclusively through an outpatient clinic. Furthermore, prospect 
theory is rooted in robust, rigorous mathematical modeling that is beyond the scope
of this analysis, and we acknowledge that research is needed to empirically test our
extension. The importance of this study lies in how the findings can be used to 
understand the different approaches to end-of-life decisions used by older adults, 
reflecting the ways they balance competing goals.

CONCLUSION

By exploring the influence participants’ perception of health status and prognosis 
has on their decision making at the end of life, we have been able to examine how 
prospect theory can inform the process. Many aspects of prospect theory were 
reflected in our data; however, in the context of decision making near the end of 
life, the theory did not account for the manner in which our participants used both 
health status and prognosis as commodities. We argue that extending prospect 
theory to include multiple commodities may be helpful, particularly as a conceptual 
framework from which to view how older adults achieve a balance between the 
competing goals of length and quality of life. The decision-making environment 
changes dramatically when death changes from being an abstract idea to a 
concrete reality, and a radically different decision-making theory may be needed to 
understand these choices. By proposing this extension, we aim to stimulate dialog 
in both research and practice. We hope this dialog results in new research that 
focuses specifically on in-the-moment end-of-life decisions so that we can better 
understand the decision-making processes of older adults and ensure that they 
receive high quality end-of-life care congruent with their priorities.

Statements of Significance

What is known or assumed to be true about this topic:

As their health declines and they approach the end of life, older adults often change
long-standing preferences and choices regarding their health care, creating 
challenges as we clinicians try to support patient decision making. Prospect theory 



is a theoretical perspective that specifically aims to explain variation in decision 
making and can be used to understand the temporal variation seen in health care 
decisions.

What this article adds:

We used qualitative analysis to examine how older adults’ perception of their health
and prognosis influenced decision making and reflected the tenets of prospect 
theory. We found that participants actively used both perception of health and 
prognosis to balance competing goals of maintaining quality and length of life. This 
behavior is not fully captured by prospect theory; however, we propose an 
extension that can be used to better visualize decisions made at this unique time in 
life.
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Figure 1. Prospect theory applied to health care decisions. Prospects (choices) are 
valued as gains (positive) or losses (negative) relative to a neutral reference point. 
The reference point and prospects lie on the continuum of a commodity (health 
status). The value of a prospect changes in a nonlinear manner as it becomes more 
"distant" to the reference point, so the relative difference between 2 prospects is 
greater when one or both prospects are close to the reference point (d1 > d2). 
Adapted from Winter et al.,4 Winter and Parker,6 and Kievit et al.15

Figure 2. An extension of prospect theory applied to multiple commodities. This 
extension introduces a second, competing commodity. In addition to framing and 
the reference point, a prospect is also valued on how decision makers use both 
commodities. Relying on one commodity or the other makes the extension to 
prospect theory function the same as the 2-dimensional counterpart in Figure 1 (ie, 
if health status is the commodity being used, then the example in Figure 1 applies). 
When competing commodities are used, the value of the prospect changes 

depending on how decision makers 
are balancing between the two.



Table 1. Participant Characteristics (N = 20)

aResponse to the question: howwould you rate your quality of life?
bDetermined through a holistic analysis of interviews.
cSelf-report using the Edmonton System Assessment System (≥3).
dExtracted from chart review: coronary disease, vascular disease, pulmonary 
disease, renal disease, diabetes, cancer, blood disorders, musculoskeletal disorders,
sensory disorders, neurological disorders, other.



Table 2. Perception of Health and Prognosis Matrix




