
Communication

Not peer-reviewed version

Nourishing Conversations: Using

Motivational Interviewing in a

Community Teaching Kitchen to

Promote Healthy Eating via a Food Is

Medicine Intervention

Sara Temelkova 

*

 , Saria Lofton , Elaine Lo , Jeannine Wise , Edwin K McDonald, IV

Posted Date: 17 January 2024

doi: 10.20944/preprints202401.1344.v1

Keywords: food as medicine; culinary medicine; motivational interviewing; teaching kitchen; food insecurity

Preprints.org is a free multidiscipline platform providing preprint service that

is dedicated to making early versions of research outputs permanently

available and citable. Preprints posted at Preprints.org appear in Web of

Science, Crossref, Google Scholar, Scilit, Europe PMC.

Copyright: This is an open access article distributed under the Creative Commons

Attribution License which permits unrestricted use, distribution, and reproduction in any

medium, provided the original work is properly cited.

https://sciprofiles.com/profile/3339738
https://sciprofiles.com/profile/1891396


 

Communication   

Nourishing Conversations: Using Motivational 
Interviewing in a Community Teaching Kitchen  
to Promote Healthy Eating via a Food  
Is Medicine Intervention 

Sara Temelkova 1,*, Saria Lofton 2, Elaine Lo 3, Jeannine Wise 4 and Edwin K. McDonald IV 1,4 

1 University of Chicago, Department of Medicine  
2 University of Illinois at Chicago, College of Nursing  
3 University of Chicago, Department of Public Health Sciences 
4 Good Food Catalyst 

* Correspondence: stemelkova@luc.edu 

Abstract: It is well known that dietary choices impact both individual and global health. However, there are 

numerous challenges at the personal and systemic level to fostering sustainable healthy eating patterns. These 

barriers have emphasized the need for innovative approaches within minority communities, particularly those 

facing food insecurity, to help translate dietary recommendations into practice. Food as Medicine is an 

approach that recognizes the potential to alleviate the burden of chronic diseases through a healthy diet that is 

customized to meet the needs of the individual. Key to implementing this approach are teaching kitchens, 

which offer an interactive environment for learning nutrition and cooking skills. Their curriculums are often 

rooted in Food as Medicine as well as Culinary Medicine, a similar approach. We have found that motivational 

interviewing (MI) techniques, which are primarily used to facilitate behavior change, are well-suited for 

implementing and maintaining dietary modification. In this commentary, we show how this has been done in 

a community-based teaching kitchen to empower individuals to make informed and sustainable dietary 

choices. In demonstrating the application of MI principles in this setting, we hope to offer an inclusive and 

sustainable way to help address the urgent need for healthier eating and its role in building healthier 

communities. 
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1. Introduction 

Healthy dietary choices play a pivotal role in disease prevention and are essential to both 

physical and mental well-being. Despite their significance, good nutrition and healthy eating patterns 

are difficult to adopt and even harder to consistently maintain. This challenge translates into global 

health consequences. A suboptimal diet has been found to be responsible for more deaths than any 

other global risk factor for non-communicable disease, with leading risk factors for developing diet-

related disease identified as high sodium intake, low intake of whole grains, and low intake of fruits 

[1]. Improvement in diet, estimated to prevent one in every five deaths globally, represents an 

opportunity to address this substantial and preventable risk factor for chronic disease and premature 

death [1]. In response to this urgent need, there have been additional funds allocated through the 

federal government as well as foundations, such as the Rockefeller Foundation and American Heart 

Association [2]. 

Yet, getting to a healthy diet does not come without many challenges and complexities. Food 

insecurity, the inconsistent or insufficient access to enough food for a household, often arises from 

food apartheid, where communities have a low density or absence of grocery stores, supermarkets, 

and other sources of affordable and nutritious food as a result of longstanding structural inequities 

[3,4]. These lack of options can leave residents with overwhelmingly poor dietary choices [5]. The 

food environment has been associated with chronic diseases including diabetes, hypertension, and 
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cardiovascular disease, and it has been shown that people who live near grocery stores are more 

likely to buy produce. [6–8] However, addressing healthy dietary intake may require a more 

comprehensive solution than supplying fresh food, as evidenced by studies that have found opening 

new grocery stores does not necessarily change the quality of diet for people who live there [9–12]. 

Additionally, an analysis of purchasing habits from 60,000 households found that improving access 

would only reduce nutritional inequality by 9%, with the remaining 91% driven by differences in 

demand [13]. One reason may be financial barriers such as the upfront cost of high quality fresh 

produce. To address this, “Food as Medicine” approaches, such as produce prescriptions covered by 

insurance, have been created [2]. However, there are currently limited opportunities for insurance 

coverage for food prescription programs [14]. Systemic resources, such as broader insurance coverage 

of produce, are needed to create more equitable distribution of food resources [14]. Another reason 

for limited improvement in the quality of diet is the difficulty in inspiring long-term behavioral 

change. 

To encourage lasting lifestyle change, health and wellness promotion strategies must employ a 

variety of approaches. Food as Medicine is an approach that has gained a lot of attention in the last 

few years, especially with the release of the White House National Strategy On Hunger, Nutrition, 

And Health in October 2022 [15]. It has the potential to steer the national trend of chronic related 

diseases, particularly cardiovascular disease, which disproportionately impacts minority 

communities. In this commentary, we draw upon our experiences to present a perspective on how 

Motivational Interviewing (MI) can be used in conjunction with a community-based Food as 

Medicine approach to improve programming in food-insecure communities so residents can learn 

and implement healthier eating patterns. 

2. Food as Medicine 

Broadly, ‘Food as Medicine’ is the idea that food has potential as a therapeutic tool [16]. The 
approach is primarily concerned with helping the individual person, who presents with a unique set 

of health metrics and concerns, in implementing the right diet and determining the right nutritional 

intake for them. Food as Medicine can leverage individualized dietary approaches that are tailored 

to their specific health conditions or their risk for specific health conditions [16]. For example, Food 

as Medicine can be used to supply foods consistent with the Dietary Approaches to Stop 

Hypertension (DASH) diet for patients with hypertension or who have identified cardiovascular risk 

factors [14]. Food as Medicine has proven to be a valuable tool in the broader effort to enhance public 

health, particularly playing a significant role in managing conditions such as obesity, gastrointestinal 

disease, and liver disease [17–19]. There are several different Food as Medicine approaches for 

improving diet: medically tailored meals, medically tailored groceries, and produce prescriptions [2]. 

Ultimately, the goal of Food as Medicine approaches is to help one incorporate nutrition into their 

personal preferences and way of life [18].  

3. Culinary Medicine 

Culinary Medicine integrates the principles of Food as Medicine with the practical application 

of hands-on cooking skills and techniques to help treat and manage a particular health condition or 

goal [20]. Culinary Medicine programming tailors cooking techniques, ingredient selection, and meal 

planning to the individual. This approach empowers the individual to make informed decisions 

about their lifestyle and diet by equipping them with the actionable knowledge of evidence-based 

dietary recommendations as well as the culinary skills to do so, in a way that is right for them [21]. 

Preparing home-cooked meals often goes together with healthier dietary intake because it gives one 

greater control over how much salt, sugar, and fat is in their diet, particularly compared to intake of 

processed foods that can contain large amounts of sodium, refined grain, and processed sugar [22].  

Teaching kitchens have been an excellent setting for the implementation of culinary medicine 

and MI. By addressing both nutritional and social aspects of health, they offer participants an 

opportunity to practice cooking skills, learn nutrition knowledge, and from these shared experiences, 

build relationships in a supportive community [21,23]. Crucially, while culinary education provides 
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valuable resources to help one make healthy dietary choices, it alone cannot fully address the 

complex factors that influence eating, such as environment, barriers in cost, culture, and adherence 

[24]. An essential component of food-based interventions must be to incorporate MI techniques to 

strengthen efforts in encouraging behavior change. 

4. Motivational Interviewing 

MI can serve to further the mission of Food as Medicine programming. In our work, MI was the 

nexus for connecting Food as Medicine and culinary medicine together. MI is defined as a person-

centered method of guiding to elicit and strengthen personal motivation for change. It is a type of 

patient-centered counseling originally developed by Bill Miller to help people with substance abuse 

disorders. Further developed by Miller and psychologist Stephen Rollnick, MI centers around 

facilitating health behavior change using negotiation [25]. There are four central principles utilized 

in MI and these include reflective listening, identifying differences in the patient’s held values and 
their current behaviors, overcoming resistance by responding with understanding and empathy, and 

building the patient’s confidence through self-efficacy [25]. MI has been adapted for use in multiple 

different settings, including over the telephone, in primary care, and in group formats [26]. Although 

MI in group settings may not target each individual’s specific needs, we were able to implement these 
techniques in community cooking and nutrition classes without compromising the effectiveness of 

MI.  

Nutrition education has been utilized with MI with promising results in facilitating diet 

modification beyond that achieved by standard education. In one nutrition intervention involving 

1011 participants in Black churches, those who received three MI phone calls alongside nutritional 

education reported a significant increase in fruit and vegetable intake by an average of 1.1 servings 

per day [27]. Another randomized controlled nutritional intervention with 175 adult women, guided 

by trained dietitians and MI principles, saw a 1.2% reduction in dietary fat intake compared to a 1.4% 

increase in the control group, demonstrating MI's success in promoting high adherence to dietary 

change [28]. 

5. Application of Motivational Interviewing in Community Programming 

Good Food is Good Medicine (GFGM) is a program under the organization Good Food Catalyst 

that provides cooking and nutrition classes in several under-resourced Chicago neighborhoods 

including Englewood, North Lawndale, Garfield Park, and Little Village. Participants are 

predominantly Black and Latinx. For example, many of our participants come from Garfield Park, 

where 91.9% of the population is Black and 52.3% has low food access, compared to 21.9% in greater 

Chicago [29,30]. In general, many live in areas affected by food apartheid [30,31]. Our programming 

focuses on improving dietary behaviors and navigating social determinants of health such as food 

insecurity. 

The GFGM curriculum is grounded in the Health Belief Model [31, 32]. In the context of nutrition 

education, the model influences behavior by addressing the risks associated with poor nutrition, the 

benefits of a healthy diet, and the perceived barriers to adopting a healthier eating pattern [32,33]. 

The teaching approach incorporates the principles of MI, making it particularly effective in 

facilitating behavior change.  

Students who walk into the teaching kitchen of GFGM often already have some interest in 

healthy cooking and a desire to cook more healthy meals. However, they vary in their degree of 

readiness to implement the various, often daunting behaviors necessary to do so, such as selecting 

the right ingredients, shopping for healthy groceries, planning and preparing healthy meals with 

healthy cooking techniques, and implementing healthy foods into their overall diet. In its 

development, MI was linked to the transtheoretical model of change, which is a framework that 

understands the process of changing behavior as centered on an individual’s state of readiness [33]. 

The model considers motivation as the extent of an individual’s perception of the need for change 
and their contemplation of the pros and cons. Similarly, GFGM’s approach supports the idea that 
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motivation is not a fixed quality and that behavior change can be encouraged through a variety of 

techniques. 

The initial class opens with a discussion of what brought each student here. We ask this for the 

sake of establishing trust, as well as to place the trajectory of the evening in the hands of the students. 

This technique, agenda setting, is continuously utilized in subsequent classes where students are 

provided an overview of the recipes as well as conversation topics we hope to discuss once the meal 

is served. Giving students the leeway to decide which health topics to discuss and how the evening 

should be structured allows them to better tailor the education they receive, as well as stoke the 

interest that first led them to join the class. 

At the heart of MI and GFGM’s approach is expressing empathy. In order to help someone 
explore and resolve their ambivalence about a particular behavior change, one must be able to 

demonstrate an understanding of their situation and respect for their decision-making. Feeling like 

one’s concerns are being heard is crucial to fostering and maintaining trust. One way that GFGM 
builds on trust and empathy while integrating reflective listening is by creating space for individuals 

to share their thoughts and feelings with the group before and after the cooking portion of the class. 

For example, we survey participants prior to the start of class to better understand their cuisines, 

dishes they like to prepare, and eating patterns so that we can align our teaching with the information 

that they have provided us. GFGM’s emphasis on practicing cultural competence lends itself well to 
establishing an environment where people feel safe to share their concerns without judgments and 

criticisms. GFGM recognizes that access to food is a significant obstacle for many of its students and 

offers ingredient substitutions and cooking guidelines to accommodate limited resources. Students’ 
concerns are expressly affirmed and discussions are opened to the broader group for other students 

to share their experiences. GFGM carefully balances this validating approach with reminders of 

students’ autonomy, freedom of choice - which vary between individuals, and within the limitations 

they may be experiencing - and self-determination to make a change. 

GFGM’s curriculum is flexible and leaves room for students to guide the topics covered based 
on their interest and goals. As mentioned above, we use intake surveys to adapt to the needs of 

participants but also these forms are utilized to gain insight towards an understanding of what 

incoming students would like to learn and what modifications they hope to make in their diet and 

cooking practices. Commonly expressed goals include eating less meat and more plant-based protein, 

reducing salt intake, and lowering processed sugar in their diet. The intake surveys also ask students 

how open they are to trying flavors and foods that are new to them, and to select which obstacles that 

make it difficult to cook. By prompting this reflection before the class begins, GFGM helps students 

identify gaps between their current behavior and broader goals. The MI principle of developing 

discrepancy considers dissonance that arises from this self-appraisal as key to resolving one’s 
ambivalence about behavior change. MI techniques can be utilized to control the direction for this 

dissonance resolution towards the goal-oriented behaviors the individual had identified. This 

approach is also utilized during “Ask a Doctor” sessions, led by a chef-trained physician. These 

Q&As are primarily guided by health-related questions from the students and offer an opportunity 

for further identification of discrepancy. 

Once trust is established early on, perspectives are shared, and goals are identified by the group, 

GFGM directs the conversation towards proactive next steps. Students are encouraged to add their 

ideas for subsequent behaviors that will lead them closer to the goals they had set. During this stage, 

resistance that arises from students is acknowledged and met with acceptance. In line with the MI 

technique of “roll with resistance,” focus is placed on avoiding argumentation and, instead, 
highlighting each student’s self-efficacy. Whereas traditional interventions place primary 

responsibility on the expert to advise the recipient on their behavior, MI refocuses on establishing a 

partnership where the recipient is the main driver of change. Correspondingly, GFGM students are 

seen as valuable resources in finding solutions to the problems they have highlighted, and emphasis 

is placed on affirming their ability to change their behavior. To help motivate this confidence, 

students can be asked to reflect on and share prior successes with implementing positive changes in 

their lives. These examples are sometimes modeled by GFGM staff members who initiate the 

Preprints (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 17 January 2024                   doi:10.20944/preprints202401.1344.v1

https://doi.org/10.20944/preprints202401.1344.v1


 5 

 

conversation by offering their own personal experiences with overcoming ambivalence towards 

behavior change. Inviting students to consider additional perspectives can help prevent ideas from 

being imposed on them and prompt further dialogue. 

6. Conclusions 

Food and dietary practices are an important part of one’s quality of life; like healthcare, they 
should be individualized and comprehensive with respect to their needs, goals, and overall lifestyle. 

As demonstrated by GFGM, motivational interviewing techniques can, and should, be utilized with 

Food as Medicine interventions to assist with tailoring nutritional strategies to address the needs of 

individuals. Strategies for further improving programming include further tailoring approaches for 

different health conditions and concerns, conducting follow-up outreach with participants to 

determine adherence after the intervention, and conducting focus groups to validate the 

community’s needs are being met. Additional studies implementing MI in conjunction with Food as 

Medicine are needed in order to assess long-term effects on community health outcomes, scale 

implementation, and determine and improve efficacy. 
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