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Background

Children and adolescents, particularly those living in 
low-income households, consistently fail to meet dietary 
recommendations.1-4 Given the connection between 
poor dietary patterns among youth and negative health 
outcomes,5-9 there is a critical need for public health pro-
grams to address persistent barriers to healthy eating 
beyond basic nutrition education. Although numerous 
factors contribute to dietary inadequacies, a societal 
decline in culinary skills10,11 and related increase in fre-
quency of away-from-home meals12,13 are well-recog-
nized challenges to achieving healthy dietary habits 
among children and adolescents in the United States. 
Although some nutrition programs have responded by 
adding culinary skills instruction,14-16 few have utilized 
credentialed chefs as primary instructors.

Including a chef in nutrition education programs 
can promote long-term health by giving young people 
the knowledge and skills necessary to prepare nutri-
tionally adequate meals and snacks.17-19 With the intro-
duction of television programs and social media that 
involve children and adolescents cooking alongside 
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chefs, there has been a “culinary awakening” among 
people of all ages, races, and socioeconomic back-
grounds.11 Recent studies have further suggested that 
watching television cooking shows may encourage 
consumption of certain foods among children.20,21 
Considering the growing popularity of cooking shows 
alongside their potential to change dietary behaviors of 
children and adolescents, healthy cooking programs 
facilitated by credentialed chefs could have meaning-
ful impacts on youth, especially those at greatest risk 
for poor dietary behaviors.3,22,23

Flint Kids Cook (FKC), a nutrition and culinary pro-
gram for children and adolescents, was created in 
October 2017 to address health concerns among youth 
and families exposed to lead-tainted drinking water in 
Flint, Michigan. As the crisis unfolded, caregivers of 
patients at Hurley Children’s Center, a large pediatric 
clinic in Flint, shared specific worries about child and 
adolescent nutrition, including limited food preparation 
skills in the home.24 In direct response, a team of local 
chefs, registered dietitians, and researchers developed 
FKC. The intervention was grounded in social cogni-
tive theory (SCT), which explains changes in behavior 
as the result of interactions between an individual’s 
personal and environmental systems.25-27 FKC pro-
vided interactive nutrition education and food prepara-
tion activities to improve youth knowledge, skills, and 
self-efficacy for cooking healthy snacks and meals at 
home. Environmental factors, such as caregiver support 
and access to healthy foods, were also addressed 
through the provision of take-home educational materi-
als, recipes, and youth-friendly cooking utensils.28

As described in an earlier publication that reported 
the program’s impact on health-related quality of life 
among students,29 FKC comprised a total of 9 hours of 
instruction over the course of 6 consecutive weeks. 
Unique to the program was its facilitation by a creden-
tialed chef, with the assistance of a registered dietitian, 
who taught every class in a farmers’ market commer-
cial kitchen. Recipes and curriculum content were 
developed in accord with the United States Department 
of Agriculture’s (USDA’s) MyPlate.30 During the 
90-minute sessions, each dedicated to a specific food 
group, students (8-18 years of age) worked in groups of 
3 to 4 to prepare 2 dishes that were representative of 
that week’s food group. The children and adolescents 
were also encouraged to practice at home using a 
“homework bag” distributed to them at the end of 3 
separate classes. The reusable bags each held a recipe, 
ingredients, and a feedback sheet for students to 
describe experiences with food preparation at home. 
The 6-week series culminated in a celebratory family 

dinner that the students prepared. Although caregivers 
did not participate in any of the classes, they were 
invited to observe each session from outside a window 
in the farmers’ market kitchen.

Purpose

The current study sought to qualitatively examine fam-
ily experiences with FKC through the voices of students 
and their caregivers.

Methods

Study Design

This was a qualitative study of FKC, a healthy cooking 
program at a local farmers’ market for children and ado-
lescents in a low-income, urban area. Researchers pur-
posively sampled students who had completed FKC and 
their caregivers to assess family experiences with the 
program.

Study Setting and Recruitment

An estimated 60% of youth live below the poverty line 
in Flint, Michigan,31 and the community continues to 
struggle with a limited number of full-service grocery 
stores operating within city limits.32 A lead-in-water cri-
sis that negatively impacted the health and well-being of 
children and adolescents in Flint has further exacerbated 
challenges with food access and affordability.33,34 In 
response to caregiver concerns about child nutrition, a 
team of local chefs, registered dietitians, and researchers 
developed FKC. Posters and flyers were displayed in 
local pediatric offices and partnering community sites in 
Flint to recruit students into the program. Children and 
adolescents who were 8 to 18 years old, spoke English, 
and had not participated in a prior session of FKC were 
eligible to participate. Although Flint residency was not 
required, most students reported living at a Flint address. 
Caregivers and students were not charged for enrollment 
or cooking incentives.

Qualitative Assessment

Following the tenets of qualitative methodology, the 
research team developed an open-ended focus group 
format to assess program experiences; impact on youth 
self-efficacy for cooking and healthy eating; and care-
giver support. Two members of the research team, 
trained in qualitative research methods, facilitated focus 
groups. The focus group guide (Table 1) was developed 
using literature,14-16 SCT, and researchers’ experiences 
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with the topic and population. Questions were explor-
atory with a focus on FKC and related relationships with 
dietary behaviors and meal preparation at home.

Researchers collected data via 11 separate semi-
structured focus groups with caregivers (6 total groups) 
and students (5 total groups) between November 2017 
and December 2018. All focus groups took place during 
the final class in the 6-week series; therefore, only care-
givers and students in attendance on the final day were 
eligible. Caregiver focus groups occurred while students 
were preparing a meal for their families. Students par-
ticipated in the focus groups immediately following 
meal preparation. Individuals participated in only 1 
focus group, lasting 45 to 65 minutes. Mean number of 
participants was 7 for student focus groups (range 5-8) 
and 6 for caregiver focus groups (range 3-10). No incen-
tive was provided for focus group participation. After a 
total of 72 caregivers and students participated in a focus 
group, researchers terminated data collection based on a 

joint conclusion that data related to the primary research 
questions were repetitive, and no additional concepts 
were being observed.35

Data Analysis

Focus group audio recordings were transcribed verba-
tim for textual data analysis. Researchers used a multi-
step coding process, guided by thematic analysis,36-38 
to uncover and analyze patterns across transcripts and 
formulate illustrative themes.39 Three researchers com-
pleted an initial coding process, independently high-
lighting, labeling and developing potential categories 
for thematic purposes. Less reflective themes were 
then eliminated, and similar themes collapsed. Finally, 
explanatory quotations were selected to support the 
final themes and sub-themes. Descriptive data were 
recorded and analyzed using SPSS statistical software 
(version 23, IBM Corp., Armonk, NY, 2015).

Table 1. Relationship between Social Cognitive Theory, Concepts, and Questions.

Social cognitive theory Concepts Research questions Focus group questions

Person Knowledge How do children perceive 
their own ability to prepare 
and consume healthy foods 
following participation in 
FKC?

Caregivers: Describe any changes in your child’s 
nutrition knowledge or interest in nutrition 
since participating in FKC. Children: What did 
you learn in FKC?

Skills Caregivers: What changes have you noticed in 
your child’s cooking skills since participating in 
FKC? Children: How did the class change the 
way you feel about cooking?

Self-efficacy Children: How do you feel about your own 
ability to cook? How do you feel about your 
own ability to eat healthy?

Outcome 
expectancies

Children: What do you feel will be the result if 
you continue to cook the way you cooked 
in class? Why do you think it is important to 
learn to cook and eat healthy foods?

Environment Support from 
others

To what extent did 
participation in FKC modify 
the food environment 
surrounding the child?

Caregivers: How did you support your child at 
home during the program? Children: What did 
your caregivers do at home to support you 
when you were participating in FKC?

Modeling 
behavior

Caregivers: What changes did you notice in 
your own eating and cooking behaviors as 
a result of your child participating in FKC? 
Children: What changes did you notice in your 
caregivers’ eating and cooking behaviors while 
you participated in FKC?

Availability 
of healthy 
foods

Caregivers: What changes did you notice in your 
shopping behaviors as a result of your child 
participating in FKC? Children: What changes 
did you notice in food shopping behaviors 
while you were participating in FKC?

Abbreviation: FKC, Flint Kids Cook.
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Ethical Approval and Informed Consent

The current study received exempt status from the 
Michigan State University Institutional Review Board 
(IRB exemption number: x17-820e) for research con-
ducted in commonly accepted educational settings that 
involves normal educational practices. Written consent 
was obtained from caregivers and assent was obtained 
from children and adolescents. The study was carried 
out in accordance with the ethical principles established 
by the Declaration of Helsinki.

Results

Between October 2017 and December 2018, 71 stu-
dents (mean age 10.9 ± 2.3) participated in FKC. The 
majority of students were African American (85%) and 
residents of Flint (78%), and approximately half were 
female (51%). A total of 72 caregivers (n = 38) and stu-
dents (n = 34) participated in focus groups to examine 
family perceptions of the program. As shown in Table 
2, caregivers were primarily female (74%) and African 
American (71%). Most of the students who partici-
pated in focus group discussions (mean age 10.6 ± 2.2) 
were African American (76%) and residents of Flint 
(88%), and half were female (50%).

Presented below are the findings of the following 
recurrent themes that emerged during focus group dis-
cussions: (i) food acceptance; (ii) dietary modifications; 
(iii) confidence in the kitchen; and (iv) program design. 
These themes are organized in Table 3 according to 
associated sub-themes.

Food acceptance. Student engagement in food prepara-
tion during the program was credited with improving 
overall food acceptance. Many caregivers, who described 
their own children as “picky eaters,” shared how partici-
pation in the program improved willingness to try new 
foods at home (Table 3, sub-theme 1.1). Some said unfa-
miliar foods that were introduced during the program 
were later requested at home. Others recalled their sur-
prise when watching their own children taste foods 

during class that had been previously refused at home. 
Similarly, students discussed experimentation with a 
variety of foods during FKC classes as well as increased 
acceptance of new foods at home.

What I think has been the most beneficial for [my son] with 
this program is that he is trying new things; whereas before, 
he refused to try things. Like sweet potatoes, he said he 
hated sweet potatoes, but he had never tried them before. 
With him preparing them (in the class), it made him try 
them. Now, he is more open to trying new foods at home. 
(Caucasian female caregiver, 1C)

I have the courage to eat more healthy things that I didn’t 
like before. . . I didn’t like that many vegetables, but I like 
them now. I cook them, and I eat them raw. And I add them 
to my salads. I eat onions now, onions. (African American 
male, Age 10)

Many caregivers discussed their children’s newfound 
desire to participate not only in food preparation, but 
also in food shopping (Table 3, sub-theme 1.2). In addi-
tion to receiving requests for foods that were introduced 
during the program, some caregivers said that children 
and adolescents started to talk more about food, particu-
larly during trips to the grocery store. Several caregivers 
further described how their daughter or son began to 
purchase these foods with their own money.

She (daughter) will tell me, “Mom, I need you to pick up 
this and that from the store.” And if I come home from work 
without it, she will say, “Well, come on. We better put our 
coats on, so we can go to the store.” I say I’m tired, and she 
says, “It’s okay, I’ll get everything. You just walk in and 
pay.” (African American female caregiver, 1C)

Since the class, he (son) is constantly reminding the family 
that we should eat more of this or shouldn’t have too much 
of that. So, he is conscious of it. And when we take him to 
the grocery store with us, he always runs and brings stuff to 
us and says, “We need this! We need this!” (African 
American male caregiver, 1C)

Dietary modifications. Caregivers and students recognized 
that the program included not only culinary education and 

Table 2. Characteristics of Focus Group Participants.

Characteristic Students (n = 34) Caregivers (n = 38)

Female 17 (50%) 28 (74%)
Male 17 (50%) 10 (26%)
African American 26 (76%) 27 (71%)
Caucasian 8 (24%) 11 (29%)

Flint resident 30 (88%)  
Non-Flint resident 4 (12%)  
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cooking, but also instruction related to the importance of 
proper nutrition. Most credited FKC with encouraging 
healthy eating habits at home (Table 3; sub-theme 2.1). 
Some caregivers described an increased awareness of 
foods during the program, noting that their daughter or 
son made requests for more variety in meals and snacks 
prepared at home, particularly in relation to fruits and 
vegetables. Similarly, students talked about a desire to eat 
healthier as their food preparation skills improved.

[My daughter] tries to have more of a balanced lunch now. 
She thinks more about it. In the morning, she used to pack 
a peanut butter and jelly sandwich with tortilla chips. She 
used to eat that every day of the month. She thinks more 
about it now. She says, “I need a veggie. I need fiber or 
whole grain.” (Caucasian female caregiver, 1C)

For me, it was hard to eat healthy because I didn’t like 
healthy stuff. But now, I realize that I can make my own 
healthy stuff, and I feel a lot better about it. (Caucasian 
male, age 11)

Many caregivers discussed a decrease in consumption 
of meals and snacks away from home as interest in 
food preparation grew (Table 3; sub-theme 2.2). Some 
shared that children and adolescents were less likely to 
request fast food and pre-packaged foods while partici-
pating in the program. Others discussed how their chil-
dren became more interested in preparing fresh foods 
at home.

I have noticed a difference in [my son]. He has a more 
positive outlook on cooking and what it is he is actually 
putting in his body. So, rather than a quick run to 
McDonald’s before (the class), he will say, “Well, what’s in 
the refrigerator? Can we find something to eat in the 
refrigerator?” (Caucasian female caregiver, 1C)

He (son) is eating more food that’s been prepared at home, 
less snack foods and more meals because he wants to cook. 
He cooks it, and he will eat it. (African American female 
caregiver, 1C)

Confidence in the kitchen. Caregivers and students 
described a new feeling of confidence that resulted from 
participation in FKC. Caregivers specifically noted the 
influence of the program on youth interest in cooking 
(Table 3; sub-theme 3.1). Nearly every caregiver talked 
about their student’s strong desire to attend class every 
week, sharing stories of notes left throughout their 
homes to remind caregivers of the cooking classes or 
wearing FKC aprons when they returned home from 
school. Caregivers who watched the classes from out-
side the kitchen also commented on student engagement 
during the sessions.

[The class] encouraged him to come into the kitchen. Last 
night he came into the kitchen, and he actually helped me 
cook dinner. He was playing a video game, and he stopped 
playing and told his friend, “I got to help my mom cook. 
I’ll be back.” I was shocked. (African American female 
caregiver, 1C)

He (son) don’t want to miss (the class). And he gets home, and 
he puts his apron on, and he helps in the kitchen. [He says,] 
“Let me show you how to do this and that.” We have been 
working together. (African American male caregiver, 1C)

Many caregivers talked about feeling more comfortable 
with their child or adolescent cooking at home because 
of noticeable improvements in cooking skills during 
the program (Table 3; sub-theme 3.2). Some caregivers 
were reluctant to allow their daughter or son to cook 
independently prior to participation in FKC. However, 
after learning proper food preparation techniques from 
an experienced chef, caregivers expressed a willingness 
to support students in practicing these skills at home. 
Similarly, students credited the class for facilitating 
improvements in cooking skills.

The program has helped me a lot because I am an 
overprotective parent. I don’t just let her (daughter) in the 
kitchen. But now, she has been (to the class) and she says, 
“Mama I know how to do this. I can do it.” And I let her 
venture off a little bit more than what I normally have. And 
it is coming together from what I teach her at home and 
what the program has given her. It’s coming together a lot 
for her. (African American female caregiver, 1C)

I used to be kind of bad at cooking. My mom would have to 
do most of the stuff. I would just stir up stuff, but now I can 
help her cook because I know how to cook. I feel like I can 
do much more. Some stuff my mom lets me cook at home by 
myself because I started the cooking class. (African 
American female, age 10)

Caregivers discussed the importance of FKC in teaching 
life-skills (Table 3; sub-theme 3.3). Many highlighted the 
importance of cooking at home in contrast to purchasing 
prepared meals or fast foods and, as a result, shared 
intentions to continue to support their children’s growing 
interest in food preparation. Some caregivers, whose 
daughter or son enrolled in the class with an interest in a 
career in culinary arts, acknowledged how the program 
reinforced this as a career option. Similarly, students rec-
ognized the importance of learning to prepare foods as 
they grow older to support a healthy lifestyle.

He (son) will take this with him when he is an adult. He can 
teach his kids how to cook and eat, you know, the lifestyle. 
You don’t want them growing up and thinking that fast food 
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is the only way after they leave home. It’s a lifestyle, and 
you have to teach them. (African American female 
caregiver, 1C)

I think it’s important to know how to cook because 
sometimes people don’t have a boyfriend or a girlfriend, 
and they can’t cook. So, they eat at [fast food restaurants]
every night. And people will turn obese. You got to cook for 
yourself. (African American female, age 11)

Program design. Caregivers and students agreed that 
location and design of the program were important for 
success. FKC was facilitated inside of a farmers’ market 
kitchen where students worked at large tables in teams 
of 3 to 4. It was necessary for students and families to 
walk through the farmers’ market to reach the kitchen. 
Students talked extensively about the classroom struc-
ture and setting that encouraged hands-on learning and 
teamwork (Table 3; subtheme 4.1). Most preferred the 
farmers’ market kitchen to their school kitchens, which 
were often regarded as either too small to support the 
program or entirely absent within their schools. Care-
givers appreciated the large kitchen as well as the expo-
sure to a variety of fresh foods available within the 
farmers’ market.

I can show it to him at home, but he was in a different 
kitchen, this bigger kitchen. And it’s in the perfect spot, the 
farmers’ market. If you think like a kid when you come into 
a farmers’ market and see all of these different vendors. 
They actually got to look around, and they can even walk 
up to the vendors and ask them, “What is that? Did you 
make that?” They can ask a lot of questions. So, I think this 
was the perfect spot. (African American female, 3C)

I would feel horrible if this class was at my school because 
my school does not have a big kitchen, and this kitchen 
is enough space for all of us. (African American male, 
age 9)

Nearly every caregiver and student pointed to the 
importance of the experienced chef who facilitated the 
classes (Table 3; subtheme 4.2). The chef was regarded 
as engaging and knowledgeable by caregivers, who felt 
at ease leaving their daughter or son in a kitchen given 
the chef’s experience and training. Similarly, students 
expressed admiration and respect for the chef, who 
taught culinary skills while transforming recipes into 
healthy meals and snacks.

It needs to be a chef. I mean, my kids would have been 
disappointed had it not been a chef. . .. They were so 
excited, it’s always “Chef (name).” They were always 
talking about Chef (name). (Caucasian female caregiver, 
2C)

The paper said we were going to be taught by a real chef. If 
that wasn’t true, I would have been so mad. . .. Chef (name) 
is the best chef I have ever met because I have been to a lot 
of restaurants, and they have mostly unhealthy types of 
food. (African American male, age 9)

Take-home recipes with necessary ingredients were 
supplied to students at the end of 3 of 6 class sessions 
(Table 3; subtheme 4.3). Many caregivers discussed the 
importance of these recipes in encouraging youth to 
cook at home with their families and practice skills 
learned during the program. Some even shared how their 
daughter or son modified take-home recipes to create a 
different meal or snack.

Every time they bring food from here (take-home recipes), 
they take it home, and they cook it. My daughter’s first time 
here, she went home and made vegetable pot pies. That’s 
the first thing she did when she came home. (African 
American female caregiver, 3C)

The stuff that was sent home for the granola, they didn’t do 
that. Instead, they cooked the oatmeal and then they chopped 
up the dates and raisins and added apples and different 
fruits. . .. So, they read over the recipes that were sent home 
and came to me saying, “We like this, but we are going to 
change it.” (African American female caregiver, 4C)

Discussion

Previous research reported significant improvements in 
cooking skills, attitude toward cooking, and health-
related quality of life among children and adolescents 
who participated in FKC.29 The current study further 
illustrates that caregivers and students perceive the pro-
gram to have a positive influence on food acceptance, 
dietary habits, food preparation at home, and interest in 
cooking among students. Central to our findings was 
the importance of a credentialed chef facilitator who 
was acknowledged by caregivers and students for skill-
fully teaching food preparation and recipe modifica-
tion. Students agreed that the inclusion of the chef was 
critical to their enjoyment and learning throughout the 
program. In addition, many caregivers, who watched 
outside the kitchen during the classes, credited the chef 
with capturing the attention of young students during 
the program. This finding supports limited research that 
has suggested experiential cooking and nutrition pro-
grams facilitated by chefs may be effective in increas-
ing learning and enjoyment among children and 
adolescents.19

The site of the program was also considered impor-
tant to success. Although a recent review suggested that 
integration of culinary programs within the academic 



Saxe-Custack et al 9

curricula may improve their effectiveness,11 limitations 
of schools that are located in low-income areas should 
be acknowledged. Most children and adolescents who 
participated in focus group discussions felt strongly 
about facilitation of the class within a kitchen but indi-
cated that kitchens within their schools were either too 
small to accommodate the class or altogether absent. 
Most felt that changing the location of FKC to their 
respective schools would lessen both impact and enjoy-
ment. Caregivers further appreciated that the location of 
FKC exposed their daughter or son to fresh, locally 
grown foods, as well as farmers in the community. With 
previous evidence suggesting that farmers’ market nutri-
tion programs are associated with increases in child con-
sumption of fruits and vegetables,40 healthy cooking 
programs that simultaneously expose youth to farmers’ 
market kitchens and fresh, local foods have strong 
potential to enhance learning and behavior.

Research suggests that Americans are increasingly 
eating meals away from home, a behavior that has 
consistently been associated with adverse nutritional 
consequences.12,41,42 Although not specifically mea-
sured in the current study, caregivers talked extensively 
about the impact of FKC on fast foods purchasing. 
When presented with options, most caregivers indi-
cated that children and adolescents preferred experi-
menting with foods at home rather than purchasing 
prepared or fast foods while they were participating in 
the program. Caregivers credited  FKC with this spe-
cific change in child and adolescent dietary behaviors. 
Given the association between eating meals and snacks 
away from home and health of youth,12,13,41 this particu-
lar finding is notable.

Finally, the current study supports previous literature 
demonstrating that early experiences with food have a 
formative impact on dietary behaviors.22 Interestingly, 
the impact of the current program reached beyond the 
home and into grocery stores. Many caregivers shared 
specific experiences related to youth interest in food 
shopping while participating in FKC. This finding is 
particularly important considering recent evidence that 
suggests child involvement in food purchasing helps 
direct food choices to unfamiliar foods that are healthy.43 
Future research will investigate the influence of FKC on 
household food shopping and household food environ-
ment using validated assessments.

Limitations of the current study should be acknowl-
edged. The sample was small and specific to 1 program 
that targeted children and adolescents residing in a low-
income, urban area. Therefore, results may not be gener-
alizable to a broader population. However, FKC could 
certainly be modeled in areas confronted with similar 
challenges related to youth dietary patterns and access to 

innovative nutrition and health programs. Although such 
areas may face challenges securing funding and access 
for similar programs, limitations of alternative designs 
must be considered, as caregivers and students alike 
identified the program’s facilitation by a chef and loca-
tion inside a farmers’ market commercial kitchen as key 
components of its success. Lastly, there may have been 
selection bias if feedback from families who chose not 
to participate in focus groups or were absent from the 
final session differed from those who agreed to share 
their experiences. It is important to note, however, that 
every student and nearly every caregiver asked to par-
ticipate in the focus groups agreed to do so.

Conclusions

Although research suggests that cooking programs may 
positively influence food-related preferences and 
behaviors among children and adolescents,14-16 multiple 
knowledge gaps related to youth experiences, ideal 
program length, and intervention components remain.14 
The current study demonstrated that a chef-led healthy 
cooking program designed to engage and educate chil-
dren and adolescents was perceived as effective in 
improving student food acceptance, dietary habits, and 
confidence in the kitchen. Given recent challenges 
related to COVID-19, future research will investigate 
feasibility and preliminary effectiveness of a virtual ver-
sion of FKC.
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