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per week. The predominant reason for choosing fast food
was convenience. Although hypothetically 68% of adults
who go to fast-food restaurants would choose healthier
fast-food items when available, only 16% said they ever
use nutritional information when ordering.
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Conclusion
The prevalence of fast-food consumption is high in Michigan
across education, income, and racial groups and is strongly
associated with obesity. Making nutritional information at
fast-food restaurants more readily available and easier to
use may help consumers to order more healthful or lowercalorie items.

Abstract
Introduction
Consumption of meals eaten away from home, especially
from fast-food restaurants, has increased in the United
States since the 1970s. The main objective of this study
was to examine the frequency and characteristics of fastfood consumption among adults in Michigan and obesity
prevalence.
Methods
We analyzed data from 12 questions about fast-food
consumption that were included on the 2005 Michigan
Behavioral Risk Factor Survey, a population-based telephone survey of Michigan adults, using univariate and
bivariate analyses and multivariate logistic regression,
and compared these data with data on Michigan obesity
prevalence.
Results
Approximately 80% of Michigan adults went to fast-food
restaurants at least once per month and 28% went regularly (≥2 times/wk). Regular fast-food consumption was
higher among younger adults (mostly men) but was not
significantly associated with household income, education,
race, or urbanicity (in a multivariate framework). The
prevalence of obesity increased consistently with frequenting fast-food restaurants, from 24% of those going less
than once a week to 33% of those going 3 or more times

Introduction
The prevalence of obesity in the United States has
increased dramatically during the past few decades and
is now a major public health concern (1). Michigan is no
exception; the prevalence of adult obesity increased from
18% to 26% from 1995 through 2005 (2). Concurrent with
this increase in obesity has been an increase in calorie
intake. Results from Kant and Graubard’s (3) analysis of
data from the National Health and Nutrition Examination
Survey (NHANES) indicate increases in quantity and
energy density of foods consumed in the United States
from 1976 through 1980 (NHANES II) and 1999 through
2002 (NHANES III), and adjusted estimates from the
US food supply indicate that per capita calorie intake
increased by more than 300 kilocalories (kcal) among the
entire population from 1985 through 2002 (4). Many factors, including behavioral, environmental, cultural, and
socioeconomic influences (1), affect people’s food choices.
These choices, which affect the balance of energy intake,
combined with genetic and metabolic factors, determine
body weight and composition (5).
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Since the 1970s, the consumption of food eaten away from
home has also increased in the United States (6-8). Eating
out may lead to overconsumption and increase the risk
of obesity in part because of larger portion sizes, high–
energy-dense foods, and increased variety and preferred
taste of the foods (9-11). Fast-food consumption in particular has been associated with poor diet quality and adverse
dietary factors related to obesity, including higher intakes
of calories, fat, saturated fat, and sugar-sweetened drinks
(12,13). Fast food is associated with higher body mass
index (BMI), weight gain, and less successful weight-loss
maintenance (12,14-16). In addition, increased exposure to
fast-food restaurants at the neighborhood level is associated with poorer diet quality and increased obesity (17,18).
Fast-food consumption is a trend that is still rising; quickservice restaurants are expected to post sales of $164.8
billion in 2010, a 3% increase from 2009 (19).
Few studies have estimated fast-food consumption at the
population level. One set of studies that used data from
the Continuing Survey of Food Intakes by Individuals has
documented an increase in fast-food consumption nationally (ie, 1 in 6 US adults reported eating fast food during
a 2-day nutritional profile during 1989-1991, whereas 1
in 4 adults reported fast-food consumption during 19941996) (12). Data from a population-based telephone survey
in Minnesota estimated that 51% of adults ate fast food
at least once a week (20), and in Canada, one-fourth of
respondents to the national 2004 Canadian Community
Health Survey aged 19 years or older reported eating fast
food on the day before the interview (21).
The main objective of this study was to examine the
population-based prevalence and characteristics of fastfood consumption among Michigan adults aged 18 to
64 years. A secondary objective was to investigate the
association between regular fast-food consumption and
obesity prevalence.

Methods
We analyzed data from the 2005 Michigan Behavioral Risk
Factor Survey (MiBRFS) for this study. Michigan participates in the national Behavioral Risk Factor Surveillance
System (BRFSS), which is coordinated by the Centers
for Disease Control and Prevention (CDC) and comprises
annual, state-level, random-digit–dialed telephone surveys of adults (www.cdc.gov/brfss/). The Office for Survey
Research at Michigan State University conducted the

2005 MiBRFS throughout the calendar year among a representative, statewide sample of adults aged 18 years or
older, following the CDC BRFSS protocol. The Michigan
Department of Community Health Institutional Review
Board classified the Michigan BRFSS as nonresearch and
determined it to be exempt from review.
The annual MiBRFS questionnaire includes the core CDC
BRFSS instrument and state-added questions that focus
on Michigan-specific data needs and interests. We developed 12 questions about fast-food consumption on the basis
of current literature and 2 sets of pretests and included
them as state-added questions in the 2005 MiBRFS. The
first question was, “How often do you usually go to a fastfood restaurant?” If response to this initial question was
at least once per month, 11 additional questions about
fast food were asked (Appendix); if the response was less
than once per month, additional questions were skipped
because the effect of fast food on the respondent’s diet
would be minimal. A definition of “fast-food restaurant”
was not provided to respondents.
We defined “regular fast-food consumption” as usually
going to a fast-food restaurant 2 or more times per week.
We used standard BRFSS definitions for obesity (body
mass index [BMI] ≥30.0 kg/m2, calculated by using selfreported height and weight), fruit and vegetable consumption (<5 times/d vs ≥5 times/d, based on summed responses
to 6 fruit and vegetable frequency questions), adequate
leisure-time physical activity (≥30 min moderate physical
activity ≥5 d/wk or ≥20 min of vigorous physical activity
≥3 d/wk vs not meeting either of these criteria, based on
the core CDC BRFSS moderate and vigorous physical
activity questions), and general health status (response to
the question, “Would you say that in general your health
is excellent, very good, good, fair, or poor?”)
We used responses to the standard BRFSS demographic
questions to define categorical variables for respondents’
age, sex, race (3-level variable: white, black, all others),
education, household income, and whether there were
any children in the household. Urbanicity was based on
county-defined metropolitan and micropolitan statistical
areas (22). The city of Detroit was classified separately
because a state-added question regarding residence in the
city of Detroit allowed this distinction.
We restricted our analysis to respondents aged 18 to 64
years to limit the possibility of confounding due to dietary
and weight status changes related to poor health among
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the elderly. We excluded cases with missing fast-food
frequency data from all analyses; cases with missing
explanatory variables were excluded on an analysis-byanalysis basis.
We used SAS-callable SUDAAN (RTI International,
Research Triangle Park, North Carolina) for all statistical analyses to account for the complex survey design and
analysis weights that adjusted for the probability of selection and poststratified to the Michigan adult population
by age, race, and sex. We calculated prevalence estimates
and 95% confidence intervals (CIs) for regular fast-food
consumption by the following demographic, socioeconomic,
and health-related characteristics: age, sex, race, urbanicity, presence of children in the household, education,
annual household income, fruit and vegetable consumption, physical activity, and general health status. We
used χ2 tests to assess overall differences and generated
odds ratios for regular fast-food consumption by using
multivariate logistic regression models that adjusted for
all demographic, socioeconomic, and health-related variables. We calculated percentage distributions with CIs for
behavioral characteristics of fast-food consumption among
respondents who reported going to fast-food restaurants at
least once per month.
We calculated the prevalence of obesity by frequency of
fast-food consumption and used a test for trend to examine
statistical significance. In addition, we generated crude
and adjusted odds ratios for obesity, using univariate and
multivariate logistic regression models.

Results
The BRFSS Council of American Survey Research
Organizations response rate for the 2005 MiBRFS was
51%, which was consistent with the median response
rate among all participating states and territories (range,
34.6%-67.4%) (2). The total sample size for this analysis
was 4,311.
Among Michigan adults aged 18 to 64 years, we estimated
that 12% never went to fast-food restaurants, 9% usually
went less than once per month, 29% went at least once per
month but less than once per week, 23% went once to less
than 2 times per week, 13% went 2 to less than 3 times
per week, 7% went 3 to less than 4 times per week, and 8%
usually went 4 or more times per week.

The prevalence of regular fast-food consumption was 28%
(Table 1). The prevalence decreased consistently with
increasing age from 37% of people aged 18 to 24 years to
18% of those aged 55 to 64 years and was higher among
men than women (33% vs 23%). The associations of regular fast-food consumption with age and sex remained significant (Wald F test, P < .001) when tested within a multivariate framework with age, sex, race, urbanicity, children
in the household, education, income, fruit and vegetable
consumption, physical activity, and general health status
as independent variables. Regular fast-food consumption
was associated with all 3 health-related variables (fruit
and vegetable consumption, physical activity, and general health status). Respondents who reported consuming
fruits and vegetables less frequently or engaged in less
physical activity were more likely to be regular fast-food
consumers. Respondents who reported that their general
health status was good were more likely to be regular fastfood consumers compared with those reporting excellent or
poor health.
Among respondents who reported going to fast-food restaurants at least once per month, the reason for choosing this
type of restaurant was that it was quick and convenient
(64%), followed by taste of the food (16%), sociability, and
its good value in terms of cost (Table 2). Lunch was the
meal most frequently eaten at a fast-food restaurant, followed by dinner. Regular fast-food consumers were more
likely to usually order meal packages, super-size options,
and take-out, compared with those who went to fast-food
restaurants less frequently.
More than 70% of respondents who went to fast-food restaurants at least once per month reported that nutritional
information about menu items was available at the fastfood restaurants where they usually ate, 11% reported that
it was not available, and 19% didn’t know or never noticed
whether it was available. Of respondents who were aware
that nutritional information was available, most reported
having read it, and of those who had read it, approximately
one-third said that they used this information when ordering always or most of the time. Putting these responses
together, an estimated 16% of the respondents who went
to fast-food restaurants used nutritional information when
ordering. However, in response to a hypothetical question,
most said they would be very or somewhat likely to order
“healthier” food items when available.
The prevalence of obesity increased consistently with
frequency of fast-food consumption (Table 3). The odds of
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being obese were approximately 50% higher among those
consuming fast-food 2 or more times per week compared
with those consuming it less than once per week. After
adjusting for potential confounding demographic, socioeconomic, and health-related variables, the odds of being
obese were even higher. The adjusted odds of being obese
were higher among those consuming fast food 2 to less
than 3 times per week (60%) and ≥3 times per week (81%)
compared with people who consumed them less than once
a week.

Discussion
We estimated that approximately 80% of Michigan adults
aged 18 to 64 years went to fast-food restaurants at least
once per month and 28% consumed fast food regularly
(ie, ≥2/wk). Studies reported in the literature agree that
fast food is consumed frequently in the United States and
that prevalence of fast-food consumption is increasing;
however, direct comparisons with our results are difficult
because studies have varied by year, population, method
of data collection, and question structure. Using data from
the US Department of Agriculture’s Continuing Survey of
Food Intakes by Individuals, Bowman and Vinyard (12)
reported that 27% of adults had consumed fast food on day
1 of the survey during 1994 through 1996, representing
an increase of 10 percentage points since 1989 through
1991. A 2004 nationwide mail survey estimated that
among those who had lost weight (regardless of whether
they had been able to keep it off), 56% went to a fast-food
restaurant for dinner at least once per week and 22% at
least twice per week (16). Another study using data from
a community-based sample of women aged 20 to 45 years
found that 37% of these women ate fast food 2 or more
times per week (15).
We found a strong association between fast-food consumption and obesity prevalence among respondents. Regular
consumers of fast food had odds of being obese that were
60% to 80% higher compared with those for people who
ate fast food less than once per week. This finding is consistent with the national findings associating fast-food
consumption with being overweight (BMI ≥25.0 kg/m2)
(12); however, it is not consistent with results from a
population-based survey of adults in Minnesota, which did
not find an association between fast-food consumption and
BMI (20). This inconsistency may in part be explained by
the difference in definition for fast-food frequency used in
each study; the Minnesota analysis used a dichotomous

fast-food frequency variable (<1/wk vs ≥1/wk), whereas
we used a 4-level variable. In addition, both studies used
self-reported body weight and height to calculate BMI,
and the known measurement error associated with these
self-reported measures may have also contributed to this
inconsistency.
Similar to what has been reported in the literature
(12,13,20), we found regular fast-food consumption to be
consistently associated with age and sex in both the bivariate and multivariate analyses. Younger adults and men
showed higher prevalence of regular fast-food consumption. However, after accounting for age and sex, we found
no other demographic associations with regular fast-food
consumption.
The main reason that Michigan adults go to fast-food
restaurants is that they are quick and convenient (64%).
Similar results have been reported by Rydell et al (23),
using data from a convenience sample of adolescents and
adults in the Minneapolis/St. Paul, Minnesota, metropolitan area. Limited time, good taste, eating with friends and
family, and cost were the most prevalent reasons among
a sample of college students from a large Midwestern
university (24). Using a population-based sample of adults
in Minnesota, Dave et al (20) found that perceived convenience of fast food and a dislike of cooking were significantly related to frequency of fast-food consumption; however, perceived healthfulness of fast food was not related
to its consumption. Our results and those of others suggest
that future, more detailed investigations into the reasons
people frequent fast-food restaurants and how these reasons may vary among demographic subpopulations could
contribute to public health practice by suggesting viable
alternatives to fast foods.
The major strength of this study is that it provides unique
population-based estimates of fast-food consumption specifically among Michigan adults and confirms that in
Michigan, similar to the United States and a few other
states for which data are available, food from fast-food
restaurants contributes significantly to the population’s
dietary intake. The limitations of this study include those
commonly associated with BRFSS and other randomdigit−dialed telephone surveys (2). This may include bias
due to noncoverage (exclusion of people who live in households that use cellular telephones only or who do not live
in private residences) and nonresponse (BRFSS response
rates are approximately 50%). Because the conclusions
from this study are based on statistical associations, we
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are confident that any sources of bias that may be present
will not result in a change in these findings. Three other
limitations of our study are that 1) the term “fast-food
restaurants” was not defined for the respondents in the
survey and, therefore, respondents could have interpreted
its meaning in different ways; 2) we did not ask respondents in what form the nutritional information at fast-food
restaurants was made available to them; and 3) all data
used in this analysis are self-reported. Lastly, our results
should be interpreted with caution because of the correlational nature of the associations and because of the limits
in identifying all potential confounders in the survey.
Our results indicated that, hypothetically, Michigan adults
would choose more healthful menu items at fast-food restaurants if they were available; however, in reality, only
16% reported ever using nutritional information to make
menu decisions at fast-food restaurants. Results from a
recent study conducted in New Haven, Connecticut, found
that restaurant diners consumed 14% fewer calories when
item calorie labels were included on the dinner menu
and even fewer calories when information on the recommended daily calorie intake for the average adult was also
printed on the menu (25). Making nutritional information
more readily available and easy to use, including providing easy-to-read calorie labels on menus and menu boards
at fast-food restaurants, may be a way to help consumers
who are already inclined to use nutritional information
when ordering.

Acknowledgments
We thank Larry Hembroff, PhD, and the staff of the
Office for Survey Research, Institute for Public Policy and
Social Research at Michigan State University for their
excellence in conducting the 2005 Michigan BRFS. This
publication was supported by cooperative agreement no.
U32/CCU522826 from CDC.

Author Information
Corresponding Author: Beth Anderson, MPH, Michigan
Department of Community Health, 201 Townsend, PO
Box 30195, Lansing, MI 48909. Telephone: 517-335-9785.
E-mail: andersonb@michigan.gov.
Author Affiliations: Sarah Lyon-Callo, Christopher
Fussman, Gwendoline Imes, Michigan Department of

Community Health, Lansing, Michigan. Ann P. Rafferty
was affiliated with the Michigan Department of Community
Health during data analysis and initial drafting.

References
1. The Surgeon General’s call to action to prevent and
decrease overweight and obesity. Rockville (MD):
Office of the Surgeon General; 2001.
2. Michigan BRFS annual tables. Michigan Department of
Health; 2009. http://www.michigan.gov/mdch/0,1607,7132-2945_5104_5279_39424_39426-134606--,00.html.
Accessed March 25, 2011.
3. Kant AK, Graubard BI. Secular trends in patterns of
self-reported food consumption of adult Americans:
NHANES 1971-1975 to NHANES 1999-2002. Am J
Clin Nutr 2006;84(5):1215-23.
4. Putnam J, Allshouse J, Kantor LS. US per capita food
supply trends: more calories, refined carbohydrates,
and fats. Food Rev 2002;25(3):1-15.
5. Spiegelman BM, Flier JS. Obesity and the regulation
of energy balance. Cell 2001;104(4):531-43.
6. Lin BH, Frazão E, Guthrie J. Away-from-home foods
increasingly important to quality of American diet.
USDA Agriculture Information Bulletin No. 749.
Economic Research Service; 1999. http://www.ers.
usda.gov/Publications/AIB749/. Accessed March 23,
2011.
7. Guthrie JF, Lin BH, Frazão E. Role of food prepared
away from home in the American diet, 1977-78 versus 1994-96: changes and consequences. J Nutr Educ
Behav 2002;34(3):140-50.
8. Stewart H, Blisard N, Bhuyan S, Nayga RM Jr.
The demand for food away from home: full-service
or fast food? Agricultural Economic Report No. 829.
US Department of Agriculture; 2004. http://www.ers.
usda.gov/Publications/AER829/. Accessed March 23,
2011.
9. Ledikwe JH, Ello-Martin JA, Rolls BJ. Portion sizes
and the obesity epidemic. J Nutr 2005;135(4):905-9.
10. Prentice AM, Jebb SA. Fast foods, energy density
and obesity: a possible mechanistic link. Obes Rev
2003;4(4):187–94.
11. Glanz K, Basil M, Maibach E, Goldberg J, Snyder D.
Why Americans eat what they do: taste, nutrition,
cost, convenience, and weight control as influences on
food consumption. J Am Diet Assoc 1998;98(10):111826.
12. Bowman SA, Vinyard BT. Fast food consumption of

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.

www.cdc.gov/pcd/issues/2011/jul/10_0186.htm • Centers for Disease Control and Prevention



VOLUME 8: NO. 4
JULY 2011

13.

14.

15.

16.

17.
18.

19.

20.

21.
22.

23.

24.
25.

US adults: impact on energy and nutrient intakes and
overweight status. J Am Coll Nutr 2004;23(2):163-8.
Paeratakul S, Ferdinand DP, Champagne CM, Ryan
DH, Bray GA. Fast-food consumption among US
adults and children: dietary and nutrient intake profile. J Am Diet Assoc 2003;103(10):1332-8.
Satia JA, Galanko JA, Siega-Riz AM. Eating at fastfood restaurants is associated with dietary intake,
demographic, psychosocial and behavioural factors
among African Americans in North Carolina. Public
Health Nutr 2004;7(8):1089-96.
French SA, Harnack L, Jeffery RW. Fast food restaurant use among women in the Pound of Prevention
study: dietary, behavioral and demographic correlates.
Int J Obes Relat Metab Disord 2000;24(10):1353-9.
Kruger J, Blanck HM, Gillespie C. Dietary practices,
dining out behavior, and physical activity correlates of
weight loss maintenance. Prev Chronic Dis 2008;5(1):
A11. http://www.cdc.gov/pcd/issues/2008/jan/06_0158/.
Accessed March 23, 2011.
Mehta NK, Chang VW. Weight status and restaurant
availability: a multilevel analysis. Am J Prev Med
2008;34(2):127-33.
Moore LV, Diez Roux AV, Nettleton JA, Jacobs DR,
Franco M. Fast-food consumption, diet quality, and
neighborhood exposure to fast food. Am J Epidemiol
2009;170(1):29-36.
National Restaurant Association. Restaurant industry
outlook brightens in 2010 as sales economy are expected to improve. http://www.restaurant.org/pressroom/
pressrelease/?ID=1879. Accessed March 23, 2011.
Dave JM, An LC, Jeffery RW, Ahluwalia JS.
Relationship of attitudes toward fast food and frequency of fast-food intake in adults. Obesity (Silver
Spring) 2009;17(6):1164-70.
Garriguet D. Canadians’ eating habits. Health Rep
2007;18(2):17-32.
Update of statistical area definitions and guidance on their uses. OMB Bulletin No. 07-01. Office
of Management and Budget; 2007. http://www.
whitehouse.gov/sites/default/files/omb/assets/omb/
bulletins/fy2007/b07-01.pdf. Accessed March 23, 2011.
Rydell SA, Harnack LJ, Oakes JM, Story M, Jeffery
RW, French SA. Why eat at fast-food restaurants:
reported reasons among frequent consumers. J Am
Diet Assoc 2008;108(12):2066-70.
Morse KL, Driskell JA. Observed sex differences in fastfood consumption and nutrition self-assessments and
beliefs of college students. Nutr Res 2009;29(3):173-9.
Roberto CA, Larsen PD, Agnew H, Baik J, Brownell KD.

Evaluating the impact of menu labeling on food choices
and intake. Am J Public Health 2010;100(2):312-8.

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.

	

Centers for Disease Control and Prevention • www.cdc.gov/pcd/issues/2011/jul/10_0186.htm

VOLUME 8: NO. 4
JULY 2011

Tables
Table 1. Prevalence and Odds of Regular Fast-Food Consumptiona by Demographic, Socioeconomic, and Health-Related
Characteristics Among Michigan Adults, Michigan Behavioral Risk Factor Survey, 2005
Prevalence
nb

Characteristic
Overall

% (95% CI)

N = 4,311

27.7 (26.1-29.4)

Adjusted Odds Ratio
(95% CI)d

P Valuec
NA

NA

P Valuee
NA

Demographic
Age, y
18-24

279

36.5 (30.7-42.8)

3.20 (2.17-4.71)

25-34

648

31.8 (27.8-36.1)

2.06 (1.50-2.83)

35-44

1,004

29.1 (25.9-32.4)

45-54

1,247

23.8 (21.2-26.6)

1.34 (1.03-1.74)

55-64

1,133

18.2 (15.8-20.8)

1 [Reference]

Male

1,680

33.1 (30.5-35.9)

Female

2,631

22.5 (20.6-24.5)

White

3,715

26.8 (25.0-28.6)

Black

389

34.3 (28.7-40.4)

Other

176

25.9 (18.9-34.3)

0.82 (0.51-1.32)

196

35.6 (27.6-44.6)

1.69 (0.93-3.08)

3,112

27.5 (25.6-29.5)

Micropolitan area

533

29.5 (25.0-34.4)

Rural

465

22.2 (17.6-27.6)

None

2,485

26.2 (24.0-28.5)

≥1

1,818

29.2 (26.7-31.7)

<.001

2.02 (1.51-2.72)

<.001

Sex
<.001

1.66 (1.38-2.01)
1 [Reference]

<.001

Race
1 [Reference]
.06

1.25 (0.86-1.81)

.32

Urbanicityf
Detroit
Other metropolitan area

.04

1.23 (0.88-1.72)
1.49 (1.00-2.21)

.14

1 [Reference]

Children in household
.09

1 [Reference]
0.96 (0.78-1.20)

.73

Abbreviation: CI, confidence interval.
a Consumed fast food ≥2 times per week based on the question, “How often do you usually go to a fast-food restaurant?”
b Values for each variable may not equal the overall n because of missing data.
c Calculated by χ2.
d Adjusted odds ratios from a logistic regression with regular fast-food consumption (≥2 times/wk) as the dependent variable, and all demographic, sociodemographic, and health-related characteristics as the independent variables.
e Calculated by Wald F test.
f Urbanicity was based on county-defined metropolitan and micropolitan statistical areas (22).
(Continued on next page)
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Table 1. Prevalence and Odds of Regular Fast-Food Consumptiona by Demographic, Socioeconomic, and Health-Related
Characteristics Among Michigan Adults, Michigan Behavioral Risk Factor Survey, 2005
Prevalence
nb

Characteristic

% (95% CI)

Adjusted Odds Ratio
(95% CI)d

P Valuec

P Valuee

Socioeconomic
Education
<High school

253

32.1 (25.4-39.8)

1.16 (0.73-1.84)

High school graduate

1,250

27.5 (24.5-30.8)

Some college

1,323

29.0 (26.0-32.3)

College graduate

1,474

25.4 (22.8-28.1)

1 [Reference]

<20,000

481

25.9 (20.8-31.7)

0.70 (0.48-1.02)

20,000-34,999

700

26.0 (22.1-30.3)

0.77 (0.57-1.03)

35,000-49,999

653

27.3 (23.1-32.0)

50,000-74,999

835

29.7 (26.0-33.6)

1.00 (0.77-1.29)

28.2 (25.3-31.3)

1 [Reference]

.18

1.05 (0.81-1.34)
1.14 (0.90-1.43)

.72

Annual household income, $

75,000

1,166

.69

0.82 (0.61-1.10)

.17

Health-related
Fruit and vegetable consumption
3,348

30.0 (28.1-31.9)

963

19.3 (16.2-22.7)

Inadequate

2,066

31.4 (28.9-33.9)

Adequate

2,092

24.5 (22.2-26.9)

834

21.8 (18.4-25.5)

0.57 (0.42-0.75)

Very good

1,597

27.8 (25.2-30.6)

0.83 (0.67-1.03)

Good

1,291

33.4 (30.2-36.8)

Fair

436

26.7 (21.6-32.5)

0.69 (0.48-0.99)

Poor

147

11.1 (6.8-17.7)

0.23 (0.11-0.47)

≥5 times/d

<.001

1.54 (1.20-1.99)
1 [Reference]

<.001

Physical activity
<.001

1.43 (1.18-1.73)
1 [Reference]

<.001

General health
Excellent

<.001

1 [Reference]

<.001

Abbreviation: CI, confidence interval.
a Consumed fast food ≥2 times per week based on the question, “How often do you usually go to a fast-food restaurant?”
b Values for each variable may not equal the overall n because of missing data.
c Calculated by χ2.
d Adjusted odds ratios from a logistic regression with regular fast-food consumption (≥2 times/wk) as the dependent variable, and all demographic, sociodemographic, and health-related characteristics as the independent variables.
e Calculated by Wald F test.
f Urbanicity was based on county-defined metropolitan and micropolitan statistical areas (22).

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.
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Table 2. Characteristics of Fast-Food Consumption Among Michigan Adults Who Frequent Fast-Food Restaurants,a Michigan
Behavioral Risk Factor Survey, 2005 (n = 3,279)
Frequency of Fast-Food Consumption,b % (95%
CI)
Characteristic

Overall, % (95% CI)

<2 Times/Wk

≥2 Times/Wk

Main reason for choosing fast food
Quick, convenient

63.8 (61.8-65.8)

62.8 (60.4-65.2)

65.6 (61.9-69.0)

Taste of the food

16.4 (14.9-18.1)

16.1 (14.3-18.1)

17.0 (14.3-20.2)

Sociability

8.3 (7.3-9.5)

9.9 (8.6-11.4)

5.4 (3.9-7.3)

Value, cost

6.1 (5.2-7.1)

5.7 (4.7-7.0)

6.7 (5.2-8.6)

6.1 (5.1-7.1)

5.7 (4.6-6.9)

6.8 (5.2-8.9)

Lunch

47.7 (45.7-49.8)

45.9 (43.4-48.3)

51.2 (47.5-54.8)

Dinner

38.4 (36.4-40.5)

40.5 (38.0-42.9)

34.7 (31.3-38.3)

Meal package

47.6 (45.5-49.7)

45.4 (42.9-47.9)

51.7 (48.0-55.3)

Super-size option

11.6 (10.2-13.1)

9.4 (7.9-11.1)

15.5 (12.8-18.7)

Take-out

68.1 (66.1-70.0)

66.1 (63.7-68.4)

71.8 (68.4-74.9)

In car or other vehicle

42.6 (40.2-45.1)

43.7 (40.8-46.8)

40.8 (36.6-45.1)

At home

42.8 (40.3-45.3)

45.4 (42.3-48.4)

38.3 (34.1-42.7)

At work or office

13.2 (11.6-15.1)

9.5 (7.8-11.5)

19.6 (16.2-23.4)

Family

59.0 (54.7-63.1)

66.2 (61.3-70.8)

42.1 (34.8-49.8)

Friends

17.8 (14.5-21.7)

16.5 (12.9-21.0)

19.9 (13.5-28.2)

Self

13.5 (11.0-16.6)

10.5 (7.9-13.8)

21.2 (15.5-28.3)

6.5 (4.6-9.1)

4.1 (2.6-6.5)

12.4 (7.6-19.7)

Is available

70.8 (68.9-72.6)

69.6 (67.2-71.8)

73.1 (69.8-76.2)

Ever read

68.4 (66.0-70.6)

69.0 (66.1-71.7)

67.2 (63.0-71.2)

Use information when ordering always or most of the time

 32.3 (29.6-35.1)

 33.6 (30.4-37.1)

29.8 (25.3-34.7)

Very or somewhat likely to order “healthier” items

67.5 (65.5-69.5)

68.4 (66.0-70.7)

65.7 (62.1-69.2)

Usual meal eaten
Breakfast

Usual order

Where take-out is usually eaten

Among those who eat in, usually go with . . .

Co-workers
Nutritional information

Abbreviation: CI, confidence interval.
a Reported that they go to fast-food restaurants at least once per month.
b Based on response to the question, “How often do you usually go to a fast-food restaurant?”

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.
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Table 3. Prevalence and Odds of Obesitya by Frequency of Fast-Food Consumptionb Among Michigan Adults, Michigan Behavioral
Risk Factor Survey, 2005

Frequency of Fast-Food Consumption

Obesity Prevalence,
% (95% CI)

Odds Ratio (95% CI)

Adjusted Odds Ratio (95% CI)

< once/wk

24.1 (22.1-26.3)

1 [Reference]

1 [Reference]

1 to <2 times/wk

26.4 (23.2-29.8)

1.13 (0.92-1.38)

1.27 (1.00-1.61)

2 to <3 times/wk

32.2 (27.6-37.1)

1.49 (1.16-1.91)

1.60 (1.21-2.13)

≥3 times/wk

32.9 (28.0-38.1)

1.54 (1.19-1.99)

1.81 (1.35-2.44)

Abbreviation: CI, confidence interval.
a Body mass index (BMI), ≥30.0 kg/m2.
b Consumed fast food ≥2 times/wk based on the question, “How often do you usually go to a fast-food restaurant?
c Adjusted odds ratios from a logistic regression with obesity (BMI ≥30.0 kg/m2) as the dependent variable, frequency of fast-food consumption as the independent variable, and age, sex, race, urbanicity, children in household, education, household income, general health status, fruit and vegetable consumption,
and adequate physical activity as possible confounding variables.

Appendix: Fast-Food Consumption Module From the 2005 Michigan Behavioral Risk
Factor Survey
1. The next questions are about eating out. How often do you usually go to a
fast-food restaurant?

3. When you go to a fast-food restaurant, do you usually eat breakfast,
lunch, dinner, or a snack?

1 _ _ Times per day

1 Breakfast

2 _ _ Times per week

2 Lunch

3 _ _ Times per month

3 Dinner

444 Less than once per month Go to Closing Statement

4 Snack

555 Never Go to Closing Statement

5 All meals, no usual meal

777 Don’t know

6 Other (specify)

999 Refused

7 Don’t know
9 Refused

2. When you go to a fast-food restaurant, what is the main reason you
choose this type of a restaurant instead of another type?
Note: If respondent mentions more than one reason, probe with “What
is the main reason you usually choose a fast-food restaurant?”
Read 1-5 only if necessary
1 Taste of the food, you enjoy going to fast food restaurants
2 Value or cost
3 Convenience, fast service, it’s quick
4 Person you are with wants to go
5 Your children like fast-food restaurants

4. When you go to a fast-food restaurant do you usually order a meal package or individual items?
1 Meal package
2 Individual items
3 Each about half the time
6 Other (specify)
7 Don’t know
9 Refused

6 Fast-food restaurants are conveniently located, or
0 Some other reason (specify)
7 Don’t know
9 Refused
(Continued on next page)

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.
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Appendix: Fast-Food Consumption Module From the 2005 Michigan Behavioral Risk
Factor Survey (continued)
5. (When you go to a fast-food restaurant . . .) do you usually order any of the
“super-size” options that are available?
1 Yes

8. Sometimes fast-food restaurants have information available about the
nutritional contents of their foods. Is this type of nutritional information
available at the fast-food restaurants you usually go to?
1 Yes

2 No

2 No Go to Q.11

6 Other (specify)

6 Never noticed, never looked Go to Q.11

7 Don’t know

7 Don’t know Go to Q.11

9 Refused

9 Refused Go to Q.11

6. (When you go to a fast-food restaurant. . .) do you usually eat in the
restaurant or take out?

9. Do you ever read this nutritional information at fast-food restaurants?

1 Eat in Go to Q.7

1 Yes

2 Take out

2 No Go to Q.11

3 Each about half the time

7 Don’t know Go to Q.11

6 Other (specify) Go to Q.7

9 Refused Go to Q.11

7 Don’t know Go to Q.7
9 Refused Go to Q.7

10. How often does this nutritional information help you decide what to
order? Would you say . . .

6a. Where do you usually eat your take-out?
1 In the car

4 Sometimes

3 At the office

5 Never

4 Some other place (specify)

7 Don’t know

7 Don’t know

9 Refused

9 Refused
7. (When you go to a fast-food restaurant . . .) do you usually go with family,
friends, coworkers, or by yourself?
Note: If respondent gives multiple responses, probe with “With whom
do you go most often?”
2 Friends
3 Coworkers
4 Self
6 Other (specify)
7 Don’t know

2 Most of the time
3 About half the time

2 At home

1 Family

1 Always

11. Some fast-food restaurants are including healthier items on their menu.
On a usual basis, how likely are you to order healthier food items? Would
you say that you are . . .
1 Very likely
2 Somewhat likely
3 Somewhat unlikely
4 Very unlikely, or
5 Neither likely nor unlikely
7 Don’t know
9 Refused

9 Refused

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.
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