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eMethods 

Supplemental Program Description 

The educational objectives of this conference include the following: summarize opportunities to 

optimize diet (i.e. foods to encourage, foods to discourage and why) based on the current state of the 

science, as well as current and likely future public health effects of inaction; provide sufficient 

information to distinguish between various popular diets and advise patients based on the most recent 

nutrition science data; provide information to advise patients and consumers about healthy menu and 

dietary strategies; review the latest research demonstrating the critical importance of regular exercise 

and mindfulness in combination with diet in order to optimize weight management; become familiar 

with psychological and behavioral strategies to enable patients to make sustainable health promoting 

lifestyle changes; and review the relationships between food choices and global sustainability. This 

nutrition-related information is supplemented by cooking demonstrations, tasting of nutritionally 

balanced, yet delicious recipes, and hands-on cooking workshops involving all course attendees under 

the direct supervision of culinary nutritionists and chef educators. Additional articles describing the 

Healthy Kitchens, Healthy Lives conference have been published elsewhere.1,2 

Selected Medical and Culinary Topics Covered at Healthy Kitchens, Healthy Lives CME Program 

• Optimizing dietary patterns based on evidence 
• Healthy vs. less healthy carbohydrates, fats, and proteins 
• Relationship between dietary pattern and cardiovascular risk 
• Performing a nutritional assessment and when to refer to Registered Dietitians 
• Strategies to optimize behavior change 
• Fundamental knife skills 
• Creating meal plans along with kitchen skill sets necessary to prepare a variety of dishes 

including whole grains, vegetables, plant and animal proteins, fruits and healthy desserts, all 
while emphasizing convenience, taste and flavor, preparation time and affordability. 

• Creating budget meal plans that cost less than $3 per person. 
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Supplemental Methods 

In addition to tracking changes in personal and professional nutrition related behaviors over time,  we 

examined the responses of healthcare clinicians (MD’s, RN’s, RD’s) at the three month follow-up (n = 

174) to explore associations between responses to questions on personal nutrition-related habits and 

nutrition-related counseling behaviors.  Specifically, we examined Spearman rank-order correlations 

between responses to questions on personal habits (Questions 1, 2, 4, 5, 6, 7) and counseling behaviors 

(Questions 8, 9, 11, 12, 13, 14, 15). We explored rank-order correlations by using the original response 

categories and by using collapsed categories where the responses to each question were grouped into 

two categories (e.g., for Question 2: “I am aware of calories on my plate never or sometimes versus I am 

aware of calories on my plate often or almost always”).  See Supplemental Results below. 

Supplemental Comments 

“Culinary literacy,” defined here as the ability to select, prepare, and cook foods from scratch, is at an all 

time low. The average time spent cooking from 1965 to 1995 decreased by 50% in the U.S. across all 

demographic groups.4Further, evidence suggests that each thirty minutes of reduced cooking time has 

been associated with an increase in BMI of 0.5.4 As such, the need for a major realignment and sharing 

of professional skill sets may be useful to create models which support the reduction of global obesity 

and diabetes. In addition, these same efforts may simultaneously address the prevalence rates of high 

blood pressure, elevated cholesterol, cardiovascular disease, and selected malignancies. 

 



 

© 2013 American Medical Association. All rights reserved. 

 

4 

Our educational approach was also informed by previous research that demonstrated that across 

medical specialties, the most powerful and consistent predictor of a physician’s counseling behavior is 

whether or not he or she practiced a particular behavior him or herself.5 For instance, if physicians 

exercised, they were more apt to counsel about the benefits of exercise;6 if they ate a diet low in 

saturated fats, they counseled about the benefits of reducing saturated fat consumption.7 We, 

therefore, hypothesized that teaching physicians and other healthcare professionals the information 

needed to distinguish healthy from less healthy foods, along with skills to shop for, prepare, and cook 

healthy foods; and, if we could share successful behavioral strategies to encourage positive and 

sustainable health promoting habits for physicians, then there was a heightened probability that these 

physicians (and other healthcare providers in attendance) would be more likely to counsel patients 

about these same health promoting lifestyle choices. 

A recent review of nutrition education courses across the U.S. has documented that in 2009 only 25% of 

U.S. medical schools required a dedicated nutrition course, compared to 30% in 2004.8 Although most 

medical schools required some form of education in nutrition, only 27% of schools teach the minimum 

twenty-five required hours established by the National Academy of Sciences.8,9 Overall, U.S. medical 

students received an average of 19.6 contact hours of nutrition instruction during their four year 

educational training programs (range: 0 to 70 hours).8 Among U.S. medical students, 71% of entering 

medical school freshman considered nutrition to be very important, whereas 46% of exiting seniors 

considered nutrition to be important.10 This may be due, in part, to the lack of medical school faculty 

who are nutrition experts.8,11 Perhaps this deficiency can be partially addressed through the 

development of useful nutrition-related CME programs for physicians already in practice and those 

responsible for undergraduate and post-graduate medical education. 
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Davis et al reviewed the overall impact of traditional continuing medical education (CME) activities 

across specialty groups and concluded “…that where performance change is the immediate goal of a 

CME activity, the exclusively didactic CME modality has little or no role to play. Knowledge is clearly 

necessary but not in and of itself sufficient to bring about change in physician behavior and patient 

outcomes.”12 The educational approach developed for the Healthy Kitchens, Healthy Lives conference, 

which combined both didactic and experiential, hands on learning, was consistent with Davis et al’s 

conclusion that interactive continuing education sessions that enhance participant activity and provide 

the opportunity to practice skills can affect change in professional practice and, on occasion, healthcare 

outcomes.12,13 

To follow up on our study, a logical next phase would be to expose larger numbers of healthcare 

professionals to this type of interactive continuing medical education and to follow them over longer 

periods of time (1-2 years) for:  (a) changes in their personal nutrition-related behaviors;(b) parallel 

changes in nutrition-related counseling behaviors with their patients; and (c) the tracking of outcomes 

of patients cared for by these practitioners. Ultimately, the goal is to see if this multi-disciplinary 

educational approach, as applied to healthcare professionals, will lead to measurable and sustained 

health-promoting lifestyle changes in both populations (i.e. health care providers and their patients). 

If new educational programs combining medical, nutritional and culinary education lead to changes in 

the personal behaviors of physicians and other healthcare professionals, there is reason to believe that 

these changes could, in fact, lead to parallel changes in their nutrition-related counseling behaviors and, 

ultimately, across large numbers of adults and children. The precedent for such a phenomenon was 

established nearly half a century ago when physicians, en masse, came to the shared conclusion, based 

upon irrefutable evidence, that smoking was harmful to one’s health and needed to be avoided or 

discontinued. Indeed strategies to reduce smoking rates in the U.S. have been effective. Specifically, per 
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capita tobacco use has reduced by nearly two thirds from the 1960s to 2006.14 One cannot help but 

wonder what the impact would be if the majority of healthcare professionals intentionally stopped 

eating highly processed foods, sugar sweetened beverages and meals containing excessive amounts of 

calories and unhealthy fats. As Frank and Segura have commented, “It would be efficient and beneficial 

to improve the health of the whole population by improving the health habits of the few.”15 

In this context, it is worth considering that several generations of physicians have been required to study 

and show some degree of familiarity with “laboratory” exercises which parallel didactic knowledge 

acquisition in required courses (e.g. chemistry and chemistry lab; anatomy and anatomy lab, etc.). Might 

“Teaching Kitchens” someday be viewed as essential “laboratory” components within required nutrition 

education courses for future generations of healthcare professionals? 

Twenty four centuries ago, Hippocrates wrote, “If we could give every individual the right amount of 

nourishment and exercise, not too little and not too much, we will have found the safest way to health.”  

Perhaps novel educational programs combining nutrition, culinary and lifestyle components in both 

didactic and experiential settings, will bring medical professionals closer to this time honored goal. 
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Supplemental Results 

eTable. Correlation between personal habits and professional activities among 174 physicians, registered dieticians, and nurse practitioners # 

 Q1  Q2 Q4 Q5 Q6 Q7 Q8 Q9 Q11 Q12 Q13 Q14 Q15 

Q1. Cook own 
meals 

1.00 0.21** 0.23** 0.22** 0.15* 0.24** 0.11 0.12 -0.02 -0.04 -0.00 -0.01 0.07 

Q2. Aware of 
calories 

 1.00 0.17* 0.32**** 0.09 0.14 0.30**** 0.26*** 0.15 0.10 0.13 0.25** 0.21** 

Q4. Overall diet   1.00 0.51**** 0.17* 0.35**** 0.44**** 0.35**** 0.24** 0.32**** 0.17* 0.22** 0.25** 

Q5. Eat 
vegetables/fruits 

   1.00 0.22** 0.25*** 0.26*** 0.21** 0.07 0.02 0.03 0.13 0.23** 

Q6. Eat nuts     1.00 0.28*** 0.04 0.07 0.06 -0.03 0.07 0.09 0.05 

Q7. Percentage 
of breads whole 
grain 

     1.00 0.33**** 0.29*** 0.30**** 0.20** 0.34**** 0.30**** 0.22** 

Q8. Assess 
nutritional status 

      1.00 0.67**** 0.40**** 0.45**** 0.31**** 0.49**** 0.52**** 

Q9. Advise 
overweight or 
obese patients 

       1.00 0.39**** 0.31**** 0.29*** 0.44**** 0.50**** 

Q11. Discuss 
healthy body 
weight 

        1.00 0.58**** 0.75**** 0.68**** 0.53**** 
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 Q1  Q2 Q4 Q5 Q6 Q7 Q8 Q9 Q11 Q12 Q13 Q14 Q15 

Q12. Suggest 
follow-up to 
discuss lifestyle 
changes 

         1.00 0.60**** 0.68**** 0.50**** 

Q13. Discuss 
physical activity 

          1.00 0.59**** 0.45**** 

Q14. Discuss 
eating out 

           1.00 0.62**** 

Q15. Advise 
about meal 
preparation 

            1.00 

#Spearman rank order correlations; * is < 0.05, ** is < 0.01, *** is < 0.001, and **** is < 0.0001 
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See also HKHL Course Program here: 
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