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Poor diet is a major public health concern.1,2
One policy that might help improve diet quality,
which has been implemented in New York
City and is being considered by other cities and
states, requires chain restaurants to post kilocalorie (calorie) information on menus and menu
boards. The aim of menu labels is to inform
consumers about foods consumed outside the
home, which account for approximately half of
total food expenditures.3 The rationale is that (1)
food purchased outside the home is higher in
calories, of poorer nutritional quality, and served
in larger portions, which promotes overconsumption4–7; (2) the frequency of fast food
consumption is associated with greater levels of
body fat8 and overweight9; (3) people, including
trained nutritionists,10 have great difficulty estimating the calories in restaurant meals11; and (4)
most consumers support calorie labeling on
restaurant menus12,13 and nearly half report it
would inform their food choices.14
The restaurant industry has lobbied hard
against proposed regulations, suing New York
City, San Francisco, and Santa Clara for
attempting to enact labeling requirements, although these suits were unsuccessful. One industry claim is that at least some restaurants
make nutrition information available via some
combination of in-store brochures, posters,
and the Internet. However, the information is
often not readily accessible15 and only 0.1%
of consumers seek it out.16 Given the prominence
of this issue and the strong opposition of industry, it is important to test the impact of calorie
labels on food choices and consumption. Studies
bearing on this matter have produced mixed
findings17–29 and have either failed to examine
calorie labels on chain restaurant menus, offered
study participants a limited number of food
items, or studied ordering behavior but not
actual consumption and neglected to examine
how nutrition information presented at one meal
affects subsequent food intake. We designed the
current study to test whether menu labeling
influences the total calories ordered and

Objectives. We assessed the impact of restaurant menu calorie labels on food
choices and intake.
Methods. Participants in a study dinner (n = 303) were randomly assigned to
either (1) a menu without calorie labels (no calorie labels), (2) a menu with calorie
labels (calorie labels), or (3) a menu with calorie labels and a label stating the
recommended daily caloric intake for an average adult (calorie labels plus
information). Food choices and intake during and after the study dinner were
measured.
Results. Participants in both calorie label conditions ordered fewer calories
than those in the no calorie labels condition. When calorie label conditions were
combined, that group consumed 14% fewer calories than the no calorie labels
group. Individuals in the calorie labels condition consumed more calories after
the study dinner than those in both other conditions. When calories consumed
during and after the study dinner were combined, participants in the calorie
labels plus information group consumed an average of 250 fewer calories than
those in the other groups.
Conclusions. Calorie labels on restaurant menus impacted food choices and
intake; adding a recommended daily caloric requirement label increased this
effect, suggesting menu label legislation should require such a label. Future
research should evaluate menu labeling’s impact on children’s food choices and
consumption. (Am J Public Health. Published online ahead of print December 17,
2009: e1–e7. doi:10.2105/AJPH.2009.160226)
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consumed during a dinner meal as well as food
consumed after the meal. We also aimed to
assess whether the effects would be stronger if
people were provided information about recommended daily caloric requirements.

METHODS

Study Design
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Participants were 303 members of the New
Haven, Connecticut, community recruited between August 2007 and August 2008 via
flyers, word of mouth, newspaper advertisements, and craigslist.com postings. The only
exclusion criterion was age younger than 18
years. All participants provided written informed consent.

preferences and eating habits, order and eat
a free restaurant meal, and return the next day
for a brief interview. When participants arrived
at 5:30 PM on the first day, they had been
instructed to abstain from eating after 2:30 PM
to standardize hunger levels. The experiment
took place in a university classroom in a building not affiliated with eating research. Participants sat behind dividers so they could not see
others’ meal choices; 2 to 14 individuals participated per study session.
A random-number generator produced randomization lists stratified by sex. Participants
were randomly assigned to 1 of 3 menu calorie
labeling conditions: (1) a menu without any
calorie labels (no calorie labels); (2) a menu
with calorie labels (calorie labels); or (3) a menu
with calorie labels and a label at the top left
corner of the menu that read, ‘‘The recommended daily caloric intake for an average
adult is 2000 calories’’ (calorie labels plus
information).

To conceal the study’s purpose, individuals
were told that consumer market research was
being conducted and they would be asked
to answer questions about their dining
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interview was scheduled for the next day
between 5:00 PM and 8:00 PM.
Dietary recalls were done by the Multiple
Pass Method,30 and a kit containing such items
as sample measuring spoons and cups, dishware,
and pictures of food was presented to participants to help them estimate portion sizes. The
first several recalls were conducted by C. A. R.;
5 of these were randomly selected and reviewed
by a nutritionist trained in dietary recall assessment who provided feedback. C.A. R. then
trained 6 research assistants by performing mock
interviews and providing feedback; these assistants then conducted the remainder of the interviews. As part of the recall, participants were
instructed to report everything they ate during
the evening hours immediately after the study
meal. Following the recall, participants were told
the purpose of the study and received $15.

Measures
The first outcome, total calories ordered,
was computed by summing the calories of
each menu item selected. For a small number
of participants (12.9%), the restaurant ran
out of their first item choice, in which case
they selected another item. The second outcome, calories consumed, was determined by
subtracting the calories of the food left over
from the total in the meal. This assumed that
what remained on the plate represented
an even distribution of calories. Some
participants, however, left only specific items
on their plate, such as the pizza crust, in which
case we calculated the total calories for the
specific item on the basis of its weight information. The third outcome, calories consumed
in the evening after the study dinner, was
calculated from the dietary recall assessment
with the www.calorie-count.com online database, which enabled us to obtain calorie information for specific brand-name foods. The
fourth outcome variable comprised total calories consumed during the study meal combined
with total calories consumed later that same
evening. We also assessed a fifth outcome,
which was the difference between actual calories consumed at the study dinner and the
calories participants thought they had consumed. This was calculated by taking the
absolute value of total calories consumed minus a postdinner self-reported estimate of total
calories consumed.
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All menus contained the same items from
2 restaurants (Au Bon Pain and a local, nonchain restaurant). Au Bon Pain was selected
because it is a chain restaurant that has a Web
site from which we could obtain calorie values
for all menu items. Menu items included all
salads, dressings, sandwiches, wraps, and selected beverages and desserts from Au Bon
Pain. To ensure that the menus had diverse
options, including traditional fast food, we
added dishes such as mozzarella sticks, french
fries, pizza, hamburgers, and cheesecake from
the local restaurant. Menu item names and
descriptions were altered slightly to hide the
restaurants’ identities. When present, calorie
labels appeared in a column labeled ‘‘Calories’’
to the right of the menu item. For pizza, which
can come with various toppings, a range of
calories was provided as required by the New
York City legislation. We estimated calorie
values for the local restaurant items by weighing the items on an Ohaus digital scale (Ohaus
Corporation, Pine Brook, NJ) accurate up to
6 0.1 g and entering those weights into the
Food Processor SQL calorie content database
(ESHA, Salem, OR).
After randomization, participants were read
a script of questions by C. A. R. about their
dining preferences and completed a corresponding questionnaire as part of the guise that
the study was for consumer market research.
Halfway through the focus group, menus were
distributed and participants were instructed
by the experimenter to order whatever they
liked, provided the meal represented one they
might actually order when eating at a restaurant. To prevent individuals from overordering, they were told that no food could be taken
home. Participants were instructed to circle
their meal choices directly on the menu so they
would not influence one another. While the
food was retrieved from the restaurants, the
focus group was completed and participants sat
quietly for a few minutes and could read
from magazines (which did not feature stories
about weight, body image, etc.). Prior to being
served, all foods were weighed and transferred
to standard paper plates and plastic cups of
the same size and color. After the meal, food
waste was collected and weighed to allow
calculation of total calories consumed. Once
a participant finished the meal, questionnaires
were administered, and the dietary recall
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Statistical Methods
We performed a 1-way analysis of variance
(ANOVA) to assess whether the 3 study conditions were successfully randomized by age,
BMI, frequency of visiting fast food restaurants,
Three Factor Eating Questionnaire subscales,
and ratings of hunger, fullness, and liking of the
food. We performed the c2 test to evaluate
group differences for race/ethnicity and education level. We conducted 5 univariate
ANOVAs to determine whether the menu type
conditions were associated with the 5 outcome
variables, and g2 effect sizes are reported. We
also performed the Kruskal–Wallis nonparametric test on skewed data to confirm ANOVA
findings. We conducted posthoc least significant difference (LSD) tests to compare differences between each of the 3 menu type
conditions,32,33 and Cohen’s d effect sizes are
reported. All tests were based on a .05 significance level. We analyzed data using SPSS version
15.0 (SPSS Inc, Chicago, IL).

RESULTS
A total of 303 people participated in the
study. During the course of the study, we
noticed that several individuals were ordering
multiple entrees but leaving some uneaten. Prior
to data analysis, we therefore decided to exclude
individuals who ordered several entrees (in
addition to other items) if they consumed less
than 50% of the total calories, since this would
not represent a meal they might order in the
‘‘real world.’’ Using this criterion, we excluded
from the ‘‘total calories ordered’’ analysis 8 of
the 12 individuals who ordered multiple entrees.
An additional 8 people were excluded from all
analyses: 5 whose food was mistakenly purchased from the wrong restaurant, 1 who felt ill
during the meal, and 2 who did not eat anything
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After the study meal, participants provided
self-reported height and weight (used to calculate body mass index [BMI; weight in kilograms
divided by height in meters squared]), race/
ethnicity, and education level. They also completed visual analog scales assessing their hunger prior to eating the meal, fullness after the
meal, and how they liked the food, and completed the Three Factor Eating Questionnaire,31 which yields disinhibition, hunger, and
cognitive restraint subscales.
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FIGURE 1—Recruitment flow chart for study of impact of restaurant menu calorie labels on food choices and intake: New Haven, CT, 2007–2008.

general equivalency diploma (GED), 32.2% had
completed some college, 30.1% had completed
4 years of college, and 22.5% had a graduate
degree. A 1-way ANOVA did not detect significant differences between menu type conditions
in terms of age (30.5 6 12.4 years), BMI (25.2
66.1 kg/m2), degree of liking of the study meal,
hunger prior to the meal, fullness following the
meal, frequency of visiting fast food restaurants,
or any of the Three Factor Eating Questionnaire
subscales (Table 1).

effect of menu type on total calories
ordered (P = .04; g2 = 0.005). Posthoc LSD
tests revealed a statistically significant difference between the no calorie labels condition
and the calorie labels condition (P = .03;
d = 0.32) and between the no calorie labels
condition and the calorie labels plus information condition (P = .03, d = 0.31). There was no
statistically significant difference between the
calorie labels and the calorie labels plus information condition (P = .99). Participants ordered an average of 2189 calories (SD =1081)
in the no calorie labels condition and 1862
calories (SD = 937) and 1860 calories
(SD =1063) in the calorie labels and calorie
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because they found the food unacceptable. A
total of 273 participants (90.1%) completed the
dietary recall interview. Figure 1 shows study
recruitment and flow information.
The final sample had 147 males (49.83%)
and 148 females (50.17%); on the basis of selfreport, the sample was 54.6% White, 20.3%
African American, 15.6% Asian, 3.4% Hispanic,
0.68% Pacific Islander, 0.34% American Indian, and 3.7% ‘‘other or biracial.’’ A c2 test did
not reveal any significant differences between
the menu type conditions in terms of race
(P = .55) or education level (P = .91). In the total
sample, 3.8% had less than a high school
education, 11.4% had completed high school or

Outcomes
First outcome: total calories ordered. A univariate ANOVA revealed a significant main
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TABLE 1—Results of 1-Way Analysis of Variance (ANOVA) for Demographic and Eating
Behavior Variables of Participants Randomly Assigned to 3 Menu Label Conditions:
New Haven, CT, 2007–2008
No Calorie Label
(n = 94),
Mean (SD)

Calorie Label
Only (n = 95),
Mean (SD)

Calorie Label Plus
Information (n = 104),
Mean (SD)

d

F

P

Age, y

30.22 (12.54)

29.60 (12.26)

31.59 (12.48)

2274

0.64

.53

BMI, kg/m2

25.46 (6.82)

25.74 (6.43)

24.38 (5.05)

2276

1.34

.26

Hunger level before meala

7.04 (2.53)

7.54 (2.04)

6.77 (2.46)

2289

2.64

.07

Fullness after meala

8.02 (1.85)

7.93 (1.78)

7.90 (1.93)

2288

0.12

.89

Degree of liking meala

6.20 (2.57)

5.69 (2.45)

5.87 (2.61)

2286

0.99

.38

Frequency of visiting fast

2.24 (1.62)

1.73 (1.58)

2.23 (1.87)

2289

2.76

.07

food restaurants, days
TFEQb
Restraint

7.71 (4.73)

7.88 (4.60)

8.31 (5.14)

2281

0.40

.67

Disinhibition

5.52 (3.57)

5.38 (3.03)

5.05 (3.27)

2282

0.52

.60

Hunger

4.75 (3.01)

4.85 (2.79)

4.53 (2.95)

2282

0.30

.74
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Note. BMI = body mass index (weight in kilograms divided by height in meters squared); TFEQ = Three Factor Eating
Questionnaire. No significant differences were observed between any of the menu type conditions.
a
Hunger and fullness levels and degree of liking of the study meal were all measured on continuous visual analogue scales
ranging from 0 to 10.
b
The TFEQ restraint subscale is scored out of 21, the disinhibition subscale is scored out of 16, and the hunger subscale is
scored out of 14.

2 conditions for comparison with the no
calorie labels condition using an independent
samples t test. Total number of calories
consumed in the combined label condition
(1289 6 656) was significantly lower than in
the no calorie labels condition (1466 6 724;
t285 = 2.07; P = .04; d = 0.26). In addition, an
exploratory t test comparing the no calorie
labels condition with the calorie labels plus
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labels plus information conditions, respectively
(Table 2).
Second outcome: total calories consumed. A
univariate ANOVA did not reveal a significant main effect of menu type for total
calories consumed (P = .12; g2 = 0.003). In
the absence of significant differences between
the 2 calorie label conditions for total calories
ordered or consumed, we combined those

information condition was also significant
(t193 = 2.00; P = .047).
Third outcome: total calories consumed after
the study meal. A univariate ANOVA assessing
differences in total calories consumed later in
the evening following the study meal revealed
a significant main effect of menu type (P = .03;
g2 = 0.018). Posthoc LSD tests revealed a significant difference between the no calorie
labels condition and the calorie labels condition (P = .02; d = 0.33) as well as a significant
difference between the calorie labels condition
and the calorie labels plus information condition (P = .02; d = 0.33). There were no significant differences between the calorie labels plus
information condition and the no calorie labels
condition (P = .96). The calorie labels condition had a higher average mean (294 6 387)
than either the no calorie labels condition
(179 6 310) or the calorie labels plus information condition (177 6 309). Since these data
were skewed, the significant difference was
confirmed with the nonparametric KruskalWallis test (P = .006). In addition, a c2 analysis
examining whether individuals had an evening
snack revealed a significant difference between
the 3 conditions (c22 =11.46; P = .003), with
57% of participants in the no calorie labels
condition, 70% in the calorie labels condition,
and 46% in the calorie labels plus information
condition having an evening snack.
Fourth outcome: calories consumed at and after
study meal. A univariate ANOVA examining
the group differences for the sum of calories
consumed at the study meal and calories

TABLE 2—Results of Univariate Analysis of Variance (ANOVA) for Primary Outcome Variables of Participants
Randomly Assigned to 3 Menu Label Conditions: New Haven, CT, 2007–2008
Calorie Label Only (n = 96)

SD

Mean (95% CI)

SD

Total calories ordereda,b

2189.37 (1981, 2397)

1080.51

1862.23 (1655, 2069)

Total calories consumedc

1458.92 (1319, 1598)

724.62

1334.72 (1195, 1474)

Total postdinner caloriesa,d
Dinner plus postdinner caloriesb,d
Difference in estimated and
actual calories consumeda,b

Calorie Label Plus Information (n = 104)
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No Calorie Label (n = 95)
Mean (95% CI)

d

F

P

g2

Mean (95% CI)

SD

937.29

1859.7 (1661, 2058)

1062.58

2292

3.28

.04

0.005

620.65

1256.37 (1125, 1388)

688.47

2284

2.18

.12

0.003

179.13 (108, 250)

310.34

293.64 (224, 363)

386.68

176.80 (108, 245)

308.92

2270

3.57

.03

0.018

1630.04 (1476, 1784)

810.73

1624.87 (1471, 1778)

741.01

1379.64 (1231, 1528)

639.26

2266

3.51

.03

0.005

714.20 (595, 833)

605.39

508.52 (389, 628)

509.47

465.42 (351, 580)

593.89

2273

4.96

.008

0.018

a

Significant difference between the no calorie labels and calorie labels condition at the P < .05 level.
Significant difference between the no calorie labels and calorie labels plus information condition at the P < .05 level.
c
Significant difference between the no calorie labels and the 2 calorie label conditions combined at the P < .05 level.
d
Significant difference between the calorie labels and calorie labels plus information condition at the P < .05 level.
b
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labels and calorie labels plus information condition (P = .003, d = 0.42); the 2 calorie label
conditions did not differ from one another
(P=.61). People estimated more accurately in
both label conditions than in the no calorie labels
condition. Fifty-nine percent of the sample
underestimated intake and 41% overestimated
intake. A c2 analysis revealed a significant difference between menu label conditions (P=.001),
with 74.4% underestimating and 25.6% overestimating in the no calorie labels condition,
51.7% underestimating and 48.3% overestimating in the calorie labels condition, and 50.5%
underestimating and 49.5% overestimating in
the calorie labels plus information condition.
All of our primary outcome analyses were
repeated to explore interactions between menu
type condition and sex and overweight–normal
weight status (overweight defined as BMI ‡ 25
kg/m2), but none were significant (data not
shown). We also examined how labels affected
the ordering of specific items by coding each
participant’s order by the presence or absence
of a caloric beverage, an appetizer or side dish,
or a dessert. Significantly more appetizers or
side dishes were ordered by participants in the
no calorie labels condition (61%) than in the
calorie labels condition (50.0%) or the calorie
labels plus information condition (45.2%;
c22 = 5.97; P = .051). There were no significant
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consumed in the evening following the meal
revealed a main effect of menu type (P = .03;
g2 = 0.005). Posthoc LSD tests indicated that
the no calorie labels condition did not significantly differ from the calorie labels condition
(P = .96), but did significantly differ from the
calorie labels plus information condition
(P = .02; d = 0.34). The 2 calorie label conditions also significantly differed from one another (P = .03; d = 0.35). Participants consumed
an average of 1630 calories (SD = 811) in the
no calorie labels condition, 1625 calories
(SD = 741) in the calorie labels condition, and
1380 calories (SD = 639) in the calorie labels
plus information condition. See Figure 2 for
a summary of the main findings.
Fifth outcome: accuracy of estimating calories
consumed. We also compared individuals’ abilities to estimate the calories they consumed
in the meal. A univariate ANOVA that included
the absolute value of the difference between
the calories people actually consumed and the
calories they estimated consuming revealed
a significant main effect of menu type (P = .008,
g2 = 0.018). Posthoc LSD tests revealed that
there was a significant difference in ability to
accurately estimate calories consumed between
the no calorie labels condition and the calorie
labels condition (P = .02, d = 0.37), as well as
a significant difference between the no calorie

differences in beverage or dessert ordering
patterns among the groups.
Finally, following the meal, participants were
asked how many calories per day an average
adult should consume. Seventy-three percent
of the sample gave an accurate value (1500–
2500 calories), 21% gave a value outside of
this range, and 6% indicated that they did not
know; a c2 test indicated no differences based
on menu condition. Sixty-four percent of participants felt that restaurants should offer calorie labels, 19% felt they should not, and 17%
had no opinion.

DISCUSSION
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Calorie information on restaurant menus
reduced the total amount of calories people
ordered and consumed for a meal, improved
their ability to estimate calories consumed, and,
perhaps most important, affected their eating
later in the day. Participants of both calorie
label conditions ordered significantly fewer
calories than those in the no calorie labels
condition. When the 2 calorie label conditions
were combined, this group’s participants consumed 14% fewer calories than those in the no
calorie labels condition. On average, people in
the calorie labels group and the calorie labels
plus information group consumed 124 and
203 fewer calories, respectively, at the dinner
meal than did those in the no calorie labels
condition.
Most striking was the impact of adding daily
caloric requirement information to the menu. It
was surprising how much participants in the
calorie labels condition ate in the evening
hours following the meal; when calories consumed in this condition during and after the
study meal were combined, there was no
advantage for calorie labeling only over no
labeling. The advantage occurred when the
menu included both calorie labels and a prominently displayed notice stating that the average
person should consume approximately 2000
calories per day. Total caloric intake for the
combination of the study meal and food consumed later was 1630 calories, 1625 calories,
and 1380 calories for the no calorie labels,
calorie labels only, and calorie labels plus
information conditions, respectively. A 250calorie advantage could have a significant
public health impact.34,35

FIGURE 2—Calories ordered and consumed, by menu type: New Haven, CT, 2007–2008.
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range of calorie values we would see greater
effects. This study also improves on past research by having participants order food they
would actually be consuming and assessing
food consumption. A final strength is that we
were able to capture how calorie labels may
affect food consumption at a later point in time.
The findings support the proposal that chain
restaurants should be required to post calorie
labels on restaurant menus; however, they
suggest that to maximize the effectiveness of
this policy, menus should also include a label
informing individuals of the daily caloric requirements for an average adult.
Future research should examine the
interaction between menu labels and price
information as well as the placement of
calorie labels on menu boards to improve
effectiveness. It will also be important to
determine how calorie labels affect the
choices and consumption of adolescents, as
well as of parents and children eating a meal
together. j
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Studies have shown that people’s perceptions of what they have eaten have a strong
effect on what they subsequently eat.25,26 It is
possible that participants in the calorie labels
only condition believed they had economized on
calories by eating less at the study meal and felt
hungrier later or simply believed they had
greater allowance to eat more. Providing people
with information about daily calorie intake at
the point of purchase provided a context for the
other calorie information on the menu that
appeared to eliminate excess eating later. Therefore, adding this labeling requirement is essential.
This study has several limitations. We estimated calorie values for the local restaurant
items and dietary recall items via standard
calorie databases rather than assessing them
directly. Also, dietary recall data suffer from
additional measurement error given people’s
difficulty in estimating portion sizes. However,
since the primary focus of the dietary recalls
was on the postdinner time frame, the accuracy
for assessing snacks, often composed of 1 or 2
items, is more reliable than assessing entire
meals. Another limitation is that no price information appeared on the menus, which prevented us from assessing the interaction between price and calorie labels. In addition,
individuals were not followed over time, so we
could not assess how exposure to the labels
affected food choices beyond the day of the
study. Finally, participants were a convenience
sample and were not randomly sampled from
a nationally representative group, which may
have introduced selection bias.
This study improves upon past research by
being the first, to our knowledge, to assess the
impact of providing calorie information as required by existing policy and to determine the
effect of daily caloric requirement information
in conjunction with the calorie labels on subsequent eating. The study’s internal validity is
strengthened by its use of randomization, and
external validity is strengthened by the inclusion of a community sample of both men and
women of different races/ethnicities with
a range of BMIs (though BMI data were selfreported). We also included a range of highand low-calorie items from popular fast food
and local restaurants, although no menu item
was greater than 1500 calories despite the fact
that many restaurant items surpass 2000
calories. Presumably, if we used a broader

The authors are with the Department of Psychology, Yale
University, New Haven, CT.
Correspondence can be sent to Christina A. Roberto, MS,
Department of Psychology/Department of Epidemiology
and Public Health, Yale University, Box 208205, New
Haven, CT 06520 (e-mail: christina.roberto@yale.edu).
Reprints can be ordered at http://www.ajph.org by clicking
the ‘‘Reprints/Eprints’’ link.
This article was accepted May 22, 2009.

d
3r
Contributors

References
1. World Health Organization. Diet and physical
activity: a public health priority. Available at: http://
www.who.int/dietphysicalactivity/en/index.html.
Accessed September 30, 2008.
2. Centers for Disease Control and Prevention. US
obesity trends 1985–2007. Available at: http://
www.cdc.gov/nccdphp/dnpa/obesity/trend/maps.
Accessed September 30, 2008.
3. National Restaurant Association. Industry at
a glance. Available at: http://www.restaurant.org/pdfs/
research/2008forecast_factbook.pdf. Accessed September 30, 2008.
4. Paeratakul S, Perdinand D, Champagne C, Ryan D,
Bray G. Fast-food consumption among US adults and
children: dietary and nutrient intake profile. J Am Diet
Assoc. 2003;103(10):1332–1338.
5. Young LR, Nestle M. Portion sizes and obesity:
responses of fast-food companies. J Public Health Policy.
2007;28(2):238–248.
6. Ello-Martin J, Ledikwe J, Rolls B. The influence of
food portion size and energy density on energy intake:
implications for weight management. Am J Clin Nutr.
2005;82(1 suppl):236S–241S.

8. McCrory MA, Fuss PJ, Hays NR, Vinken AG,
Greenberg AS, Roberts SB. Overeating in America:
association between restaurant food consumption and
body fatness in healthy adult men and women ages 19 to
80. Obes Res. 1999;7(6):564–571.
9. Pereira M, Kartashov A, Ebbeling C, et al. Fast food
habits, weight gain, and insulin resistance (the CARDIA
study) 15-year prospective analysis. Lancet. 2005;
365(9453):36–42.
10. Backstrand J, Wootan MG, Young LR, Hurley J. Fat
Chance. Washington, DC: Center for Science in the Public
Interest; 1997.
11. Burton S, Creyer E. What consumers don’t know
can hurt them: consumer evaluation and disease risk
perceptions of restaurant menu items. J Consum Aff.
2004;38(1):121–145.
12. Snell P, and Associates. Obesity as a public health
issue, a poll commissioned by the Harvard Forums on
Health. Available at: www.phsi.harvard.edu/health_
reform/poll_results.pdf. Accessed December 12, 2006.

f
oo
Pr

C. A. Roberto originated the study idea and design,
helped with data acquisition, performed data analysis,
and led the writing. P. D. Larsen, H. Agnew, and J. Baik
recruited study participants, helped with acquisition of
data, and provided additional administrative support.
K. D. Brownell provided input on the study design,
helped interpret the results, and provided critical feedback on drafts of the article.

This work was supported in part by funding from the
Rudd Foundation.
We thank Marlene Schwartz, PhD, and Susan Mayne,
PhD, Yale University, for critical feedback on the article;
Brian Wansink, PhD, Cornell University, for consultation
on study design; Kristy Brownell, Robin McCombe,
Deeona Gaskin, BA, Yael Levin, MS, Tatiana Andreyeva,
PhD, Carly Keidel, BA, and Lori Hilt, PhD, Yale University, and Christopher Wharton, PhD, Arizona State
University, for help with data collection; and Janet
Schebendach, PhD, New York State Psychiatric Institute/
Columbia University Medical Center, for supervision of
dietary recalls.

e6 | Research and Practice | Peer Reviewed | Roberto et al.

This study was approved by the Human Subjects Committee of Yale University.

7. Rolls B, Morris E, Roe L. Portion size of food affects
energy intake in normal-weight and overweight men and
women. Am J Clin Nutr. 2002;76(6):1207–1213.

About the Authors

Acknowledgments

Human Participant Protection

13. O’Dougherty M, Harnack L, French S, Story M,
Oakes M, Jeffery R. Nutrition labeling and value size
pricing at fast-food restaurants: a consumer perspective.
Am J Health Promot. 2006;20(4):247–250.
14. Krukowski R, Harvey-Berino J, Kolodinsky J,
Narsana R, DeSisto T. Consumers may not use or
understand calorie labeling in restaurants. J Am Diet
Assoc. 2006;106(6):917–920.
15. Wootan MG, Osborn M. Availability of nutrition
information from chain restaurants in the US. Am J Prev
Med. 2006;30(3):266–268.
16. Roberto CA, Agnew H, Brownell KD. An observational study of consumers’ accessing of nutrition

American Journal of Public Health | Published online ahead of print December 17, 2009

RESEARCH AND PRACTICE

information in chain restaurants. Am J Public Health.
2009;99(5):820–821.

Health Impact Assessment. Los Angeles, CA: Los Angeles
County Dept of Public Health; 2008.

17. Milich R, Anderson J, Mills M. Effects of visual
presentation of caloric values on food buying by normal
and obese persons. Percept Mot Skills. 1976;42(1):155–
162.
18. Zifferblatt S, Wilbur C, Pinsky J. Changing cafeteria
eating habits. J Am Diet Assoc. 1980;76(1):15–20.
19. Dubbert P, Johnson W, Schlundt D, Montague N.
The influence of caloric information on cafeteria food
choices. J Appl Behav Anal. 1984;17(1):85–92.
20. Mayer J, Brown T, Heins J, Bishop D. A multicomponent intervention for modifying food selections
in a worksite cafeteria. J Nutr Educ. 1987;19:277–
280.
21. Stubenitsky K, Aaron JL, Catt SL, Mela DJ. The
influence of recipe modification and nutritional information on restaurant food acceptance and macronutrient
intakes. Public Health Nutr. 1999;3(2):201–209.
22. Aaron J, Evans R, Mela D. Paradoxical effect of
a nutrition labeling scheme in a student cafeteria. Nutr
Res. 1995;15(9):1251–1261.
23. Kral TVE, Roe LS, Rolls BJ. Does nutrition information about the energy density of meals affect food
intake in normal-weight women? Appetite. 2002;
39(2):137–145.

ft:
ra
D

24. Johnson W, Corrigan S, Schlundt D, Dubbert P.
Dietary restraint and eating behavior in the natural
environment. Addict Behav. 1990;15(3):285–290.

25. Shide D, Rolls B. Information about the fat content
of preloads influences energy intake in healthy women.
J Am Diet Assoc. 1995;95(9):993–998.

26. Wansink B, Chandon P. Can low-fat nutrition labels
lead to obesity? J Mark Res. 2006;43:605–617.

27. Balfour D, Moody R, Wise A, Brown K. Food choice
in response to computer generated nutrition information
provided about meal selections in work place restaurants.
J Hum Nutr Diet. 1996;9(3):231–237.

d
3r

28. Burton S, Creyer E, Kees J, Huggins K. Attacking the
obesity epidemic: the potential benefits of providing
nutrition information in restaurants. Am J Public Health.
2006;96(9):1669–1675.
29. Bassett MT, Dumanovsky T, Huang C, et al. Purchasing behavior and calorie information at fast-food
chains in New York City, 2007. Am J Public Health.
2008;98(8):1457–1459.

31. Stunkard AJ, Messick S. The three factor eating
questionnaire to measure dietary restraint and hunger.
J Psychosom Res. 1985;29(1):71–83.
32. Carmer SG, Swanson MR. An evaluation of ten
multiple comparison procedures by Monte Carlo
methods. J Am Stat Assoc. 1973;68(341):66–74.
33. Howell D. Statistical Methods for Psychology. Belmont, CA: Thomson Wadsworth; 2007.
34. Wang Y, Gortmaker S, Sobol A, Kuntz K. Estimating
the energy gap among US children: a counterfactual
approach. Pediatrics. 2006;118(6):1721–1733.

f
oo
Pr

30. Johnson R, Driscoll P, Goran M. Comparison of
multiple-pass 24-hour recall estimates of energy intake
with total energy expenditure determined by the doubly
labeled water method in young children. J Am Diet Assoc.
1996;96(11):1140–1144.

35. Simon PJ, Kuo T, Fielding JE. Menu Labeling as
a Potential Strategy for Combating the Obesity Epidemic: A

Published online ahead of print December 17, 2009 | American Journal of Public Health

Roberto et al. | Peer Reviewed | Research and Practice | e7

