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Abstract 

 Fast food marketing campaigns target children as young as 3 years old with the use of 

appealing images, TV advertising, toys, and play areas. As children grow older, peer pressure 

and social media advertising become the typical methods of drawing them in. Psychologically, it 

has been shown that brand imprinting and the “mere exposure” effect greatly contribute to the 

effectiveness of fast food advertising, and that the earlier children are exposed to this 

advertising, the more potent the effects. The consequences of fast food’s popularity include a 

pronounced increase in childhood obesity as well as poor cardiovascular health from a young 

age. The high-calorie, low-nutrient food is spiked with unnecessary sodium, sugars and fats, all 

of which lead to poor health outcomes for children. However, the prevalence of healthier 

choices on menus and increased parental concern are some of the positive responses to this 

health epidemic. 

 

Introduction 

 In recent decades, the fast food industry has seen unprecedented growth in terms of 

availability and sheer consumption. Families are turning away from home-cooking for the 

convenience of a hot meal at a cheap price with no effort spent in preparing it. The fast food 

industry has taken advantage of this and improved its marketing strategies accordingly, leading 

to greater numbers of consumers hankering for its products. Companies have perfected the art 

of marketing to specific age groups, because the younger the generation they market to, the 

greater likelihood they have of acquiring a life-long customer. The increase in fast food 

consumption has led to a much higher incidence of childhood obesity and cardiovascular 

disease, an unsurprising statistic considering the nutritional content of fast food. Kids’ meals add 

up to hundreds of “empty” calories, full of sugar, sodium, and saturated fats, putting kids at risk 

for obesity, hypertension, and diabetes from a very young age. Parents are only exacerbating 
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the problem by giving in to their children’s demands and choosing the convenience of fast food 

over healthier options. Serious changes are necessary in order to control the childhood obesity 

epidemic, including reforming kids’ meals to include healthier options.   

 

Fast Food Marketing Starts Early! 
 

 Fast food companies aim to develop brand loyalty at a young age, and it begins around 

the preschool age (3-5 years) when children become aware of what they like and are able to 

vocalize those feelings. In this age range, the parents play a large role in what the child eats, so 

advertisers market to the children who will then whine until the parents buy them what they 

desire. They take advantage of what is colloquially termed the “nag factor” or “pester power” 

(Story, 2004), which is how young children annoy their parents into buying them what they want. 

Television plays a large role in this method, and studies have found that even a 30-second 

commercial is sufficient in changing children’s short-term eating preferences (Borzekowski, 

2001). Considering that children nowadays watch TV more than any other activity besides sleep 

(32 hours a week on average for 2-5 year olds (McDonough, 2009)), this is a highly effective 

advertising outlet, and the use of huge fonts, bright colors, and appealing mascots in 

commercials only heightens children’s preferences for what is being marketed. In a recent 

study, 3 to 5 year old children were given branded and unbranded versions of the exact same 

McDonald’s food and beverage, and a positive trend was found in children’s preferences for the 

branded products (Robinson, 2007). The simple fact of having the McDonald’s logo on the 

package led children to conclude that the product tasted better, an indication of the significant 

effects of brand power.  
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Figure 1 

 

As seen in Figure 1, it seems obvious why this type of meal would be appealing to young 

children. The bright red and yellow colors pop out, the “M” makes a cute handle for the box, and 

the smiling face of Ronald McDonald captures little ones’ attentions and begs to be eaten. 

Fast food giants such as McDonald’s and Burger King also take advantage of non-food-

oriented marketing opportunities, particularly the use of small toys and play areas, to appeal to 

young consumers. Kids’ meals, essentially a burger, fries, drink, and a toy, were first introduced 

in 1973 by Burger Chef, and as a result of their success, McDonald’s came out with its now 

iconic Happy Meal in 1978, with other chains quickly following suit. The amount spent on toys 

as a marketing strategy is $340 million annually, the second costliest strategy after TV 

advertisements, and it proves highly successful as more than a billion toys have been sold with 

kids’ meals in 2014 alone (Un-happy Meals, Food Marketing Workgroup). An interesting side 

note is that many adults are also drawn to the toys in kids’ meals as collectibles, further driving 

sales through either their own purchases or by encouraging their children to buy the meals. In 

addition, other kid-centric companies often join up with fast food companies to offer their 

character merchandise as a toy, thereby boosting sales of both companies by way of more 

recognition opportunities. It began with McDonalds releasing Star Wars themed Happy Meals in 
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1979, then entering a toy partnership with Disney in 1987, and finally giving out Beanie Babies 

in 1997 at the peak of the Beanie Baby craze. A more modern example of this is when Wendy’s 

offered Care Bears toys with their kid’s meal (Figure 2), or McDonald’s offered Spiderman toys 

(Figure 3). Kids are brand-conscious enough with their food preferences, but with the addition of 

a toy or movie character as a toy, their desire for the product increases tremendously.  

 

 

Figure 2 

 

 

Figure 3 

 

Play areas are another selling point for the younger kids, as they lead to greater time 

spent in the fast food establishment and the likelihood of returning. This is despite concerns 
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about their cleanliness and germiness, with several studies documenting the various forms of 

sickness-inducing bacteria found in different play areas (Lacey, 2011). Nonetheless, 

McDonald’s, Burger King, etc. continue to profit off of the addition of play areas to their 

establishments. The combination of toys and indoor slides and tunnels works well for the 

younger demographic, and it has a significant influence in shaping current and future nutritional 

habits.  

As children grow older, the number of outlets which fast food advertising can utilize 

increases. It has been shown that children do not understand the persuasive point of advertising 

until age 8 (Robinson, 2007), so advertisers target older children and teenagers differently than 

they do preschoolers. For one, the effects of social media cannot be overlooked, especially in 

today’s intensely tech-savvy society. With the burgeoning of social media giants like Instagram, 

Twitter, Facebook, etc., children can always follow along with updates of their favorite chains, 

leading to continued interest and a higher likelihood to purchase from that company in the 

future.  Banner ads always pop up on the side of Facebook, promoting fast food companies, 

and several company Facebook pages have over a million likes each. As seen in Figure 4, 

McDonald’s and Starbucks dominate the list of chains with a social media presence according 

to the proprietary SSI index created by the Simpify360 company. There is no escape from fast 

food advertising on social media, and the effects have not been lost on today’s adolescents. 
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Figure 4 

 

As soon as children enter school, the availability of fast food in cafeterias is widespread, 

and it only serves to increase preferences for those brands in the future. Children spend a large 

portion of their time in school, and as such, schools serve as an ideal environment for 

influencing their nutritional choices. In a study surveying parents and teachers of middle 

schoolers, 90% agreed that healthier choices should be available in vending machines and 

cafeteria lines in school, but only 18% believed schools were doing enough to support healthy 

nutrition habits (Kubik, 2005). The same study found that two-thirds of teachers believe schools 

should be commercial-free areas where ads are banned, but advertising continues to be 

apparent in schools in the form of ads on vending machines and branded fast food being sold 

as an alternative to the cafeteria choices. Peer pressure also plays a role in this unhealthy 

promotion, which children in this age range are highly susceptible to. If a child’s friends all get 

Domino’s pizza for lunch, it would make it much more likely for a child to choose that pizza over 

a balanced meal with fruits and vegetables. Fast food restaurants are also popping up in close 

proximity to schools, particularly high schools in low-income neighborhoods, with about 65% of 

schools having one or more of these food establishments within 800 meters, with McDonald’s 
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and Subway leading the numbers (Simon, 2008). The constant bombardment of advertising 

continues the cycle of fast food promotion as children become more independent and have 

more say in their food choices.  

 

The Psychology Behind It... 

The psychology behind fast food marketing is deceptively simple, as it goes along with 

the mere-exposure effect, or the familiarity principle. Seeing something numerous times 

increases one’s preference for it, so seeing an ad on TV every commercial break or walking by 

a billboard everyday is sufficient in generating an inclination for a product. Original research for 

this phenomenon was conducted by Robert Zajonc in the late 1960’s, where he concluded that 

“preferences need no inferences”, indicating that people tend to make positive decisions about 

things they have high exposure to without much cognitive thought (Zajonc, 1968). His research 

goes on to say that people make momentary judgments first, and then seek rationalization for 

those decisions later. To apply this to fast food advertising, if a person were to drive by a 

McDonald’s, they may subconsciously have an urge to go there because of its widespread 

exposure in the media, but they could then justify their urge to themselves by thinking of its 

convenience and relatively low cost. As children are constantly exposed to fast food advertising 

through the media and their peers, they are much more likely to ask for the high fat, high sugar 

foods associated with those companies, rather than a nutritious, well balanced meal.  

Another psychological strategy used by fast food marketers is brand imprinting. This 

phenomenon goes along with the idea of children having certain critical periods when rapid 

learning takes place, and certain information is imprinted into their brains more efficiently than 

during a non-critical period. Brand imprinting allows a particular brand name to be encoded in 

the memory network of the brain, and the use of bright colors, cute mascots, and visually 

appealing food items is especially stimulating to young minds. Research has shown that 
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children as young as age two are able to recognize brand names and request certain products 

by brand name, an alarming statistic considering children have not even developed full verbal 

skills at this point. By being continually exposed to brand advertising from a young age, children 

are able to retain the information better in the future, effectively creating life-long consumers for 

the fast food companies (Baker, 2003).  

 

The Cardiovascular System 

 

 Fast food marketing may play with society’s tastes psychologically, but the real damage 

is in its effects on the cardiovascular system. The cardiovascular system consists of the heart, 

blood, and the vessels through which the blood is pumped throughout the body. The heart is 

divided into four chambers in humans, which consist of the left and right atria and the left and 

right ventricles. Blood flows into the heart through the right atrium, after which is pumped into 

the right ventricle, and then onto the lungs to be oxygenated via the pulmonary artery. From the 

lungs, it returns to the heart’s left atrium via the pulmonary vein, continuing its journey into the 

left ventricle and finally out of the heart through the aorta to be delivered to the rest of the body 

(Figure 5).  

 

Figure 5 
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Backflow of blood between the upper and lower portions of the heart is prevented by 

atrioventricular valves, namely the tricuspid valve between the right atrium and ventricle and the 

bicuspid (or mitral) valve between the left atrium and ventricle. These valves are attached to the 

ventricle through the chordae tendinae, which prevent inversion and keep the blood moving in 

one direction only. The chordae tendinae are anchored to the papillary muscles, which work on 

the basis of generating tension to keep the chordae tendinae taut or loose as necessary. There 

are also two semilunar valves (the pulmonary valve and the aortic valve) to prevent blood 

backflow as it leaves for the lungs and body, respectively. These valves are more like venous 

valves in that they do not operate in conjunction with chordae tendinae, but simply open and 

close in response to pressure changes.  

The cardiac cycle consists of one complete heartbeat, and it includes two distinct 

periods, systole and diastole. Systole is when the ventricles pump blood out of the heart to the 

lungs and body, and the atria are relaxed as blood fills them passively. Diastole is when the 

ventricles are in a relaxed state, and fill with blood coming from the atria. The atria and 

ventricles work cooperatively, and their pace is set by the electric conduction cycle of the heart. 

The heartbeat, or normal sinus rhythm, is generated first by the sinoatrial (SA) node, or 

pacemaker, of the heart located in the upper right atrium. The signal then moves down to the 

atrioventricular (AV) node, which has the critical function of delaying the signal for a short period 

of time to allow the atria to fully contract before the ventricles begin their contraction. The 

electric conduction then branches off to the left and right sides of the heart through the Bundle 

of His and finally the Purkinje fibers (Figure 6). Clinically, this electric rhythm can be measured 

using an electrocardiogram (ECG), and deviations from normal sinus rhythm are called 

arrhythmias. 
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Figure 6 

 

 

 Blood moves from the heart to the rest of the body and back through an intricate series 

of blood vessels, which enable nutrients to be delivered to cells and wastes to be transported 

back. Connective tissue and muscle make up most of the vessels, with the inner layer being 

composed of endothelium. Arteries are vessels which carry blood away from the heart, and they 

always carry oxygenated blood, with the exception of the pulmonary artery which carries blood 

from the right ventricle to the lungs to be oxygenated. Arteries are quite elastic, and thus can 

spring back easily to accommodate high blood volume and pressures. Veins, on the other hand, 

are thin and not very elastic, handling low pressure blood returning to the heart. They usually 

carry deoxygenated blood, except the pulmonary vein which transports oxygenated blood from 

the lungs to the left atrium of the heart. Veins also have valves which keep the blood flowing in 

one direction only, an especially important feature in the lower body where blood has to work 

against gravity to return to the heart. Arteries branch off into arterioles, which connect the 

arteries to even smaller vessels called capillaries. Arterioles are the main resistance vessels of 

the cardiovascular system, and the greatest drop in blood pressure happens in them as the 

blood prepares for nutrient exchange in the capillaries. Several local and hormonal factors, like 
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carbon dioxide or epinephrine, affect arteriole vasodilation and vasoconstriction, and these lead 

to changes in blood pressure. Capillaries are the last essential component of the blood vessel 

system. These miniscule vessels are the site of actual nutrient/waste exchange, and large 

capillary beds connect arteries and veins at different sites in the body. Blood flow is much 

slower at capillaries because their tiny size only allows red blood cells to flow through them 

single file, facilitating diffusion of oxygen and carbon dioxide as a result of increased contact 

time and surface area (Figure 7).  

 

Figure 7 

 

Blood itself is composed of different cellular components suspended in plasma. Red 

blood cells, or erythrocytes, are the main players in gas exchange, as they carry hemoglobin- 

bound oxygen throughout the body and hemoglobin-bound carbon dioxide wastes back to the 

heart. White blood cells, or leukocytes, make up a much smaller proportion of blood 

components, and they work to fight infections and enhance the immune response against 

foreign invaders. Small cell fragments called platelets are also a key component of blood, and 

they promote clotting at sites of vessel injury.  They adhere to the walls of blood vessels, and 

release chemicals which enhance coagulation to prevent blood loss. The plasma in which these 
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other components are suspended in makes up the rest of the blood composition, and it carries 

sugars, fats, proteins, hormones, vitamins, etc. vital to normal body function. Plasma also 

contributes to blood volume to keep pressure constant, and it maintains the critical balance of 

electrolytes in the body.  

 

Cardiovascular Disease 

Cardiovascular disease is the most common cause of death in the world today (Shanthi, 

2011), and one of the most preventable. Many problems related to the heart and cardiovascular 

system are related to atherosclerosis, or the buildup of fatty plaque on the walls of blood 

vessels. The plaque can make it harder or even impossible for blood to flow, and a clot can 

develop, leading to a heart attack or stroke. Coronary artery disease is when blood flow to the 

heart is affected, causing angina, or chest pain, during physical exertion, but it may not show 

any visible symptoms until a heart attack occurs. In a heart attack, a complete block in the 

coronary arteries causes the tissue in that area of the heart to die, and it can be fatal without 

early treatment. If the clot occurs in blood vessels directed towards the brain, an ischemic stroke 

occurs and brain cells die, often leading to reduced motor and cognitive skills. Hypertension, or 

high blood pressure, can also cause a hemorrhagic stroke in the brain in which a blood vessel 

bursts, but this is a less common form of stroke. In either case, a stroke is a life-threatening 

condition and needs immediate attention. Figure 8 below explains the signs of a stroke through 

the acronym FAST, which indicates 4 signs to help determine if a stroke has occurred.  
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Figure 8 

 

Heart failure can also occur in which the heart cannot pump enough blood to keep up 

with the needs of the body. The chambers of the heart stretch and become stiff trying to pump 

more blood out, weakening the heart as a whole. The most common symptoms are shortness of 

breath, irregular heartbeat, and fluid retention due to increased venous volume. If left untreated, 

kidney damage can result, not to mention heart valve issues from an increased blood pressure 

in the heart. Heart failure is usually caused by other pre-existing conditions which lead to heart 

overwork such as coronary artery disease, hypertension, etc.  

Risk factors for cardiovascular diseases are classified as either modifiable or non- 

modifiable, with the latter category encompassing age, gender, ethnicity, and genetics. Elderly 

people have a higher risk of heart disease simply due to their age, with their risk of stroke 

doubling every decade past age 55 (“Cardiovascular Disease Risk Factors”). In addition, men 

have a much higher risk than premenopausal women, and people of African or Asian descent 

have a higher risk than the general population. Family history plays a significant role as well, as 

you have a much higher chance of developing cardiovascular disease if a first degree family 

member has had heart disease before age 55 (men) or 65 (women).  

The more concerning risk factors for heart disease are the modifiable, or preventable 

ones. For stroke, the biggest risk factor is hypertension, which can develop without known 
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cause but can be managed through diet, medication, and physical activity to prevent its’ 

negative effect on the heart. Figure 9 lists the different levels of blood pressure based on 

systolic and diastolic measurements, with hypertension officially being diagnosed as a blood 

pressure above 140/90 mmHg. 

 

 

Figure 9 

 

 For cardiovascular disease in general, one of the major risk factors is an unhealthy diet 

and its subsequent consequences. An increased intake of high-calorie, high-fat foods increases 

levels of LDL (or “bad”) cholesterol in the blood, and can lead to increased triglyceride levels 

and dyslipidemia, all risk factors for cardiovascular issues. Figure 10 describes the different 

categories of cholesterol and triglyceride levels, with ideal total cholesterol and triglyceride 

levels being below 200 mg/dl. 
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Figure 10 

 

 The saturated fat content in most junk food exacerbates the problem, as that fat can 

build up on the walls of arteries and lead to coronary artery disease and heart attacks. The 

associated obesity with eating an unhealthy diet is a huge risk factor, and the combination of 

this, the unhealthy diet, and the lack of physical activity that usually results, all contribute to 

cardiovascular disease. In addition, type 2 diabetes, which is linked to sugary diets, is a major 

player in cardiovascular disease, and without its’ proper management, people with diabetes are 

twice as likely to have cardiovascular disease than people who do not. These factors were 

largely identified by the Framingham study, a research study of epic proportions which tracked 

participants over several decades and had several generations of subjects to support their data 

(Kannel, 1976). It is the basis for over 1,200 articles in medical journals and has been essential 

in identifying universal major and related cardiovascular risk factors. The study also found that 

as the number of risk factors increased, the odds of having a cardiovascular event increased 

proportionally, as seen in Figure 11, where the combination of smoking, a high body mass 

index, high cholesterol, diabetes and hypertension significantly affect the chance of cardiac 

issues.  
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Figure 11 

 

Obesity 

 

 The term “obesity” is defined as an excess amount of fat stored in the body, a condition 

leading to potentially negative health effects. It is usually measured using “body mass index”, or 

BMI, which takes into account a person’s height and weight to calculate the magnitude of the 

person’s obesity. For example, a person who was 5’6” tall and weighed 200 pounds would be 

considered obese, while a 5’2” tall person weighing 170 pounds would be considered obese as 

well. The BMI scale (Figure 12) provides a general idea as to how much a person’s weight 

deviates from normal, but it has limitations in its accuracy. BMI scales fail to differentiate 

between adipose fat mass and muscle mass, so very athletic people may have higher BMI’s but 

are not at risk for developing the related health problems that sedentary people are. Also, 

different body builds are unaccounted for by BMI, like a short or tall stature, so it can lead to 

incorrect conclusions about health risks. Generally, however, a BMI between 18.5 and 24.9 is 

considered within normal range (Figure 13). 
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Figure 12 

 

  

Figure 13 

 

In children aged 2-20, the BMI scale is slightly different. It still utilizes height and weight, 

but instead of fixed ranges for what is considered underweight, overweight and obese, it 

compares children to their same-age peers using percentiles. Anything below the 5th percentile 
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is considered underweight, while anything over the 95th percentile is considered obese. 

Between 85th and 95th percentile is considered overweight (Figure 14).  

 

 
Figure 14 

 

 

 In longitudinal studies conducted in children starting from age 2, it appears that early 

BMI is a good indicator of future BMI (Skinner, 2004). Children at 8 years old follow their BMI 

trend established at 2 years old, percentile-wise, and their BMI’s are positively correlated with 

their fat and protein intake. Children’s energy intake has risen dramatically in the past couple 

decades, as has their BMI’s and levels of obesity. Several factors are at play here, including 

increased portion sizes, increased focus on snacks in addition to meals, and eating more meals 

outside of the house (Huang, 2004). Children are also less involved in physical activities 

nowadays with the increase in popularity of video games, television, and computers. In addition, 

genetic factors can come into play, as according to one study, parental BMI correlates with 

children’s BMI, indicating a tendency for children to be obese if either of their parents is (Hedley, 

2004) There is some debate as to whether this is solely a genetic factor or if it is determined by 

the environment in which the child is raised (i.e. low socioeconomic class leading to cheaper, 
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unhealthier food choices for both children and parents). The cycle does tend to occur more in 

more economically disadvantaged populations, but a specific gene may also be at least partially 

responsible. 

 In today’s society, more than 66% of adults and 33% of children suffer from being 

overweight (BMI=25-30) and obese (BMI=30+), a huge jump from previous decades. The 

difference is especially noticeable in child and adolescent populations, in which the obesity rate 

has almost tripled since 1980 (“Childhood Obesity Facts”) (Figure 15). 

 

  

Figure 15 

 

Childhood obesity leads to a whole host of negative health conditions, such as high 

cholesterol levels, high blood pressure, and earlier onset of heart disease and diabetes. To 

children, one of the immediate issues of obesity is being bullied and discriminated against for 

their weight, and this can lead to a vicious cycle of preventing them from exercising with their 

peers, leading to depression and other long term psychological effects. The subgroups of 

children at highest risk tend to be Hispanics, Blacks, and Native Americans, and the major 

causes of this divide include decreased access to outdoor recreation areas and the failure to 
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properly educate these communities about good nutrition (McIntosh, 2015). Race also plays into 

the economic standing of these populations, who tend to be less well-off than whites in the 

same economic class as they have less accumulated resources. Another problem is that some 

of these communities, especially the African-American community, tends to promote ‘thick’ and 

‘big-boned’ women as being the ideal. Thus, parents often do not see anything wrong with their 

daughters being overweight or obese, and will continue to encourage their nutrition habits 

despite potential harmful health effects.  

 

Fast Food and Childhood Obesity 

 Children having a higher likelihood of obesity and cardiovascular disease is largely a 

result of their diet, namely the increase in fast food consumption. In a study done with over 6000 

children over a wide range of ages, it was found that 30% of them ate fast food on a typical day. 

This group consumed more total calories, carbohydrates and sugars, and less milk, vegetables, 

and fiber than their counterparts, leading to overall worse health outcomes and a higher risk of 

obesity (Bowman, 2013). Weight gain is caused by a surplus of calories, as in when more 

calories are ingested than burned. Adults have a recommended daily calorie allowance of about 

2000 calories, but the suggested amount is much lower for children, i.e. a typical 4-year-old 

would only need around 1200-1400 calories a day, depending on their activity level (Figure 16).  
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Figure 16  

 

 

A typical kids’ meal usually includes a burger, fries and a drink. Burgers usually fall into the 250-

300 calorie range, with fries adding around another 200-250 calories and a drink rounding it out 

with 120-200 calories. In total, that can amount to more than 700 calories in a single meal, 

higher than half the recommended daily calories in younger children. As children get older, they 

begin ordering off of the regular menu, leading to even higher calorie consumption (a single Big 

Mac has 560 calories!) The figure below shows the calorie counts for kids’ meal components at 

different fast food chains, and the frightening part is how many calories the components add up 

to in order to make a complete meal (Figure 17)! 
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Figure 17 

 

 

The real issue behind the ordeal is that not only are fast food kids’ meals high in 

calories, they are high in nutritionally deficient calories. They are mostly simple carbohydrates 

and sugar, which are digested quickly as blood sugar levels spike and then dramatically 

decrease, leading to more hunger pangs. Another huge component of the calories in fast food is 

fat, which leads to clogging of the arteries and an increased risk of cardiovascular disease. In an 

analysis of several fast food options for kids using criteria from the National School Lunch 

Program, only 3% of the choices met the criteria for a healthy, well balanced meal (O’Donnell, 

2008). Those that did all had healthier choices of sides like fruit and milk, and most were deli 

sandwich-based meals, not burger-based. The addition of healthy choices to the kids menu is a 
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recent trend in fast food meals, the response of companies to all of the negative backlash 

against their offerings.  

 

Future of Fast Food for Children 

 In response to the backlash against the nutritionally poor offerings of fast food chains, 

several trends have been gaining popularity to promote healthier choices. One of the more 

significant changes is the availability of fruit as a side instead of fries, and milk or juice in place 

of soda. McDonald’s took a large leap in 2011, making fruit a mandatory part of its’ Happy Meal 

offering, instead of a giving a choice of either fries or fruit. McDonald’s cut the portion of its fries 

in a kid’s meal in half, and included apple slices to provide a sizable side. In addition, they 

began offering low fat milk, chocolate milk, or apple juice in addition to the choice of soda.  This 

was a definitely a step in the right direction, as the calorie count reduced almost 20%, from 

about 520 calories to 410 (Strom, 2011). However, some public health officials feel this move 

did not go far enough, and they criticized McDonald’s for not completing removing fries and 

soda from the kid’s menu. The real problem, though, is social pressures and parent complaints. 

After evaluating customer response to eliminating fries and soda completely as a Happy Meal 

offering, McDonald’s faced a number of complaints from parents, who are, after all, the final 

decision makers in what their young children eat. Even before, when parents were given a 

choice of fries or apples, only about 10% of them chose the apples. In this way, McDonald’s 

compromise allowed the Happy Meal to be at least slightly healthier while still appeasing their 

clientele (Figure 18). 
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Figure 18 

  

One good approach to healthy fast food for kids is breaking down the meal into 

components and mixing and matching different items to create a balanced meal. First comes 

the entree, which is usually a meat-based item. Instead of a cheeseburger or chicken nuggets, 

which are filled with saturated fats, a healthier option such as a grilled chicken or deli meat 

sandwich would be better suited for a child’s diet. Then, instead of the standard fries, choosing 

a small salad, baked potato, or fruit slices provides more nutrition and less calories for children. 

Finally, the drink option should consist of either milk, water, or even 100% juice, which are 

healthier options than the typical soda provided.  

Fast food is often chosen out of convenience, especially for busy parents who are 

always on the run trying to shuttle kids between school, sports, friends’ houses, etc. while 

simultaneously managing a household. An alternative is having portable, healthy snacks on 

hand such as yogurt, string cheese, apples and peanut butter, or baby carrots and dip, for those 
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times when fast food seems like the only option. Planning meals out in advance and preparing 

them for the week ahead also leads to healthier eating throughout the week, as there is less 

motivation to go eat out when there is food at home. For kids that beg for fast food, there are 

also a wide variety of recipes now available online which modify fast food classics such as 

chicken nuggets and french fries to healthier versions, mostly involving baking food instead of 

frying it (See Appendix A).  

 

Conclusion 

 While the introduction of healthier choices on the kids’ menu is definitely a step in the 

right direction, it is difficult for most kids to forget the iconic Happy Meal image of a burger, fries, 

and soda. To promote a real change to the typical fast food mentality, what may be necessary is 

a widespread advertising campaign of what constitutes a “modern” kids’ meal. The image of a 

grilled chicken sandwich, fruit slices, and milk needs to be what kids’ think of when they think of 

a kids’ meal, not the meal mentioned above. This may take several years and significant 

financial investment, but unless kids are psychologically conditioned, they will continue to want 

the unhealthy meal. Advertising is such a powerful tool in convincing people to prefer one thing 

over another, and this is especially important in children who are easily influenced by what is 

right in front of them. Obesity rates and cardiovascular complications in children are growing at 

an alarming rate in today’s society, and the contribution of fast food to these issues must be 

acknowledged in order for change to occur.  
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Appendix A 

“Healthier Chicken Nuggets” 

Courtesy: Super Healthy Kids blog 

 

Ingredients 

● 1/2 pound – chicken breast 

● 1 large – egg 

● 1 dash – salt 

● 1/2 cup – bread crumbs, plain 

● 2 tablespoon – butter, unsalted 

● 2 tablespoon – honey mustard dressing 

●  

Directions 

1.  Boil five ounces of chicken breast for 20 minutes in water.  

2.  In a blender, blend together cooked chicken breast, 1 egg and salt. 

3.  Pack small balls of the meat mixture into cookie cutters, and roll in bread crumbs.  Or make 

meat mixture into small balls and roll in bread crumbs.  Shapes are optional  
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4.  Place shapes (or balls) onto a cookie sheet.  Drizzle with a little butter to make them crispier. 

5.   Bake at 400 degrees for about 10 minutes.  Flip halfway through if you want both sides 

crispy.  

6.  Dip in your favorite dip, like honey mustard, spicy mustard, BBQ sauce, Ranch Dressing, etc.  

Enjoy!  
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“Sweet Potato Fries” 

Courtesy: Wellness Mama blog 

 

Ingredients 

● 2-3 large sweet potatoes, sliced into thin strips 

● ¼ cup olive oil or melted coconut oil 

● Spices of choice (I use: garlic, sea salt, pepper, basil, oregano, and thyme) 

Instructions 

1. Preheat oven to 400 degrees. 

2. Put olive oil and spices in small bowl and mix well. 

3. Slice sweet potatoes and put on large baking sheet (or two if you are making a lot). 

4. Pour oil over the fries and toss by hand until evenly coated- this will also coat the 

baking sheet. 

5. Bake for 25-30 minutes or more until slightly browned and tender. 

6. Serve with homemade ketchup or mayo (It is a French thing!). 

 

http://wellnessmama.com/go/garlic/
http://wellnessmama.com/go/salt/
http://wellnessmama.com/go/basil/
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Appendix B 

Experience at Festival of Books 

The Festival of Books took place at the University of Arizona in Tucson on March 12-13, 2016. I 

volunteered at the Physiology booth for a few hours on Saturday, March 12, and we used heart 

models and diagrams to teach kids about the cardiovascular system. Kids enjoyed the playing 

around with the models, but I am not sure how much information they retained. We had trivia 

questions tailored for kids and adults, with the prize being a lollipop with 3 correct answers. 

Some of the kids’ trivia questions went along with my thesis topic, like one where it asked “What 

is better for you, a glass of milk or a glass of soda?” I was surprised that some kids actually said 

soda, but this may have been because that was what they were used to drinking at home. This 

shows the need to do more outreach programs that teach kids what is considered healthy and 

what is not. At the festival, we also kept stacks of our student brochures on the table, and many 

people picked them up to read over later. My brochure (see next page) gave some background 

on fast food marketing and childhood obesity, then followed with the recipes listed in Appendix 

A so that people could try these recipes at home. 
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Fast Food Marketing  

 

 

 

 

Obesity in Children 
 

 33% of children suffer from 
being overweight and obese. 
 

 The obesity rate has almost 
tripled since 1980. 

 

 Childhood obesity leads to a 
whole host of negative health 
conditions, like high cholesterol 
levels, high blood pressure, and 
earlier onset of heart disease 
and diabetes. 

 

 Those at highest risk tend to be 
Hispanics, Blacks, and Native 
Americans 

o Major causes are less 
access to outdoor 
recreation areas and 
poor nutritional 
education (3) 
 

 

How is fast food 

responsible for poor 

health? 
 

 30% of kids eat fast food on a 
typical day, consuming more 
calories, carbohydrates and 
sugars, and less milk, 
vegetables, and fiber than kids 
who do not (4) 
 

 A typical 4 year old needs 
around 1200-1400 calories a 
day 

o 1 kid’s meal can amount 
to more than 700 
calories (more than half 
a day’s allowance!) 
 

 A huge component of the 
calories in fast food is fat, which 
leads to clogging of the arteries 
and an increased risk of 
cardiovascular disease. 

 

 Current initiatives by companies 
to provide more nutritional 
choices include replacing fries 
with fruit and soda with milk or 
juice. 

 

 

  

 Brand loyalty begins 
young- 3 to 5 year olds 
choose branded 
products over unbranded 
ones if given a choice (1)  
 

 Toys are a huge 
marketing strategy- $340 
million is spent on them 
annually, the second 
costliest strategy after 
TV advertisements (2) 

 

 65% of schools, 
especially high schools 
in low-income areas, 
have one or more of fast 
food establishments 
within 800 meters 
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Easy Alternative Recipes! 
 

Toddler-Friendly 
Chicken Nuggets 

 
Ingredients 

 1/2 pound – chicken breast 
 1 large – egg 
 1 dash – salt 

 1/2 cup – bread crumbs, plain 
 2 tablespoon – butter, unsalted 
 2 tablespoon – honey mustard 

dressing 

Directions 
1. Boil five ounces of chicken breast 

for 20 minutes in water.  
 

2. In a blender, blend together 

cooked chicken breast, 1 egg and 
salt.  

 

3. Pack small balls of the meat 
mixture into cookie cutters, and 
roll in bread crumbs.  Or make 
meat mixture into small balls and 

roll in bread crumbs.  Shapes are 
optional  

 

4. Place shapes (or balls) onto a 

cookie sheet.  Drizzle with a little 
butter to make them crispier.  

 

5. Bake at 400 degrees for about 10 
minutes.  Flip halfway through if 
you want both sides crispy.  

 

6. Dip in your favorite dip, like 
honey mustard, spicy mustard, 

BBQ sauce, Ranch Dressing, 

etc.  Enjoy! 
Credit: Momables 

(http://www.momables.com/lunchbox-wars-4-

chicken-nuggets/) 

Savory Sweet Potato Fries 

 

Ingredients 
 2-3 large sweet potatoes, sliced 

into thin strips 
 ¼ cup olive oil or melted coconut 

oil 
 Spices of choice (I use: garlic, sea 

salt, pepper, basil, oregano, and 
thyme) 

Directions 
1. Preheat oven to 400 degrees. 

2. Put olive oil and spices in small bowl 

and mix well. 

3. Slice sweet potatoes and put on 
large baking sheet (or two if you are 
making a lot). 

4. Pour oil over the fries and toss by 

hand until evenly coated- this will 
also coat the baking sheet. 

5. Bake for 25-30 minutes or more until 
slightly browned and tender. 

6. Serve with homemade ketchup or 
mayo (It is a French thing!). 

Credit: Wellness Mama  
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How Happy are 
“Happy Meals”? 

 

 
 

 

Hi! My name 

is Ria 

Dasgupta, 

and as part of 

my senior 

thesis 

project, I 

researched 

the effects of 

fast food 

marketing on 

childhood 

obesity and cardiovascular health. I 

would like to share with you this 

handout containing some startling 

statistics and what we can do to 

combat the

http://www.momables.com/lunchbox-wars-4-chicken-nuggets/)
http://www.momables.com/lunchbox-wars-4-chicken-nuggets/)
http://wellnessmama.com/go/garlic/
http://wellnessmama.com/go/salt/
http://wellnessmama.com/go/salt/
http://wellnessmama.com/go/basil/
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