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Abstract.
BACKGROUND: Children’s dietary behaviors seem tract into adulthood and as a result preventing strategies to establish
healthy behaviors from early stages of life are needed. Nutrition knowledge is essential for behavioral change.
OBJECTIVE: To examine whether the status of parental health related to their children’s nutrition literacy level through
their perceptions mainly of healthy eating attitudes
METHODS: A cross-sectional survey was conducted in Greece among 1,728 schoolchildren aged 10–12 years old. The
sample was collected in the school setting during the school years of 2014–2016. Children completed anonymously a self-
administered questionnaire about their knowledge and perceptions of a healthy diet while their parents completed another
suitable questionnaire about family health status.
RESULTS: Paternal BMI status and hypertension were inversely associated with the level of nutrition literacy of their children
by b = –0.043 (95% CI: (–0.082, –0.003; p = 0.036) and by b = –0.600 (95% CI: –1.181, –0.019; p = 0.043), respectively.
Parental health status, specifically, paternal diabetes and maternal dyslipidemia were associated with children’s higher level
of nutrition literacy by b = 0.729 (95% CI: 0.002, 1.456; p = 0.049) and by b = 0.730 (95% CI: 0.086, 1.374; p = 0.026),
respectively.
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CONCLUSIONS: Parental health status partially affects, either negatively or positively, the level of nutrition literacy of
their children. This impact depends on whether parents follow nutritional recommendations to improve their health.

Keywords: Parental health, nutrition literacy, childhood obesity, dietary behaviors, health literacy

1. Introduction

Childhood obesity is a major public health problem and one of the most serious challenges of the 21st
century. Childhood obesity has been associated with an increased risk of developing several non-communicable
diseases such as cardiovascular diseases, type 2 diabetes later in life [1]. Childhood and adolescence health-
related behaviors, unhealthy diet, obesity and physical inactivity are often tracked into adulthood [2]. Inadequate
knowledge on healthy food choices in young adults, leads to unhealthy food habits, resulting in adverse health
and nutritional status [3]. As a result, nutrition knowledge is a way to combat the rise of nutrition-related diseases
and by enhancing nutrition knowledge will possibly evoke changes in nutrition attitudes [4]. Nowadays, issues
such as nutrition knowledge and healthy food choices have ignited an interest in tackling obesity and diet related
diseases [5].

According to World Health Organization (WHO), health literacy (HL) is defined as “The cognitive and social
skills which determine the motivation and ability of individuals to gain access to understand and use information
in ways which promote and maintain good health”[6]. Nutrition literacy (NL) refers to the set of abilities to
understand nutrition information, which can be seen as a necessary prerequisite for understanding the importance
of good nutrition in maintaining health and it is linked directly to the definition and concept of health literacy,
[7] and has been defined as an essential part of behavioral change [8]. Therefore, NL is defined as “the degree to
which individuals have the capacity to obtain, process, and understand nutrition information and skills needed
in order to make appropriate nutrition decisions [9]. Hence, HL is a key element for better health outcomes and
better management of body weight. Specifically, it is documented that low HL is associated with higher Body
Mass Index (BMI) among children and adolescents [10–12].

Childhood and adolescence are two periods of life where knowledge and beliefs are being developed, however,
little is known about the factors that affect children’s health knowledge and perceptions. In a school-based survey
in Greece, which examined whether gender affects children’s knowledge and perceptions of cardiovascular risk
factors, findings showed that girls had higher percentage of correct answers compared to boys regarding the
weekly consumption of legumes, breakfast and the effects of soft drinks on health [13]. Furthermore, a cross-
sectional survey that was also conducted in Greece aimed to investigate the impact of family characteristics
and the socioeconomic status on children’s knowledge on cardiovascular risk factors. Authors concluded that,
children with fewer siblings had more enough knowledge than their peers with more siblings. Moreover, the
higher the parental educational level, and living with both parents instead of single parent had a positive impact
on children’s knowledge on cardiovascular risk factors [14].

There is a large number of studies examining the influence of family characteristics, parental supportive
behaviors, and their children’s dietary behaviors and weight status [15–17]. Undoubtedly, children’s dietary
behaviors are under the influence of parental feeding practices [18]. Family members act as role models for
children’s behaviors and parenting practices has been found to promote beneficial or harmful habits [19, 20].

There is limited evidence on the effect of parental health status on children’s knowledge relevant to healthy
dietary habits. However, only few studies have investigated how parental health status is associated with children’s
and young adult’s dietary habits [21, 22]. Examining the relationship between parental health status and children’s
nutritional knowledge is of great importance since children’s health and nutrition literacy will affect their dietary
behaviors during adulthood. Therefore, the aim of the present study was to evaluate parental health status in
relation to the nutrition literacy level of their children.
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2. Methods

2.1. Design

This was a cross-sectional, observational epidemiological study.

2.2. Setting

In the school years 2014-2015 and 2015-2016, data were collected from 47 schools from 5 different Greek
cities, i.e. Athens area, Heraklion the capital city of the island of Crete, and three counties of the Peloponnese
peninsula (Sparta, Kalamata and Pyrgos). The regions represented large urban and rural municipalities, while
the specific schools were randomly selected from the Greek Ministry of Education list of schools. The schools
were located as follows: 37 in Athens, 5 in Heraklion, 3 in Pyrgos, 2 in Kalamata, and 5 in Sparta.

2.3. Study sample

In total 1728 students (795 boys) aged 10–12 years old were enrolled in the study. All children’s parents were
also invited to participate, with a 68.9% response rate being achieved (n = 1190). The rate of participation ranged
from 95% to 100% between schools and no significant differences between the studied areas, were observed.
However, for the purposes of the present analysis, the examined sample was n = 1150 students (boys 459) who
had completed information about their parent’s health status.

2.4. Power analysis

The working sample was adequate to evaluate effect size measures’ differences of 20% at < 5% level of
significance, achieving 85% statistical power.

2.5. Measurements

2.5.1. Children’s questionnaire
A specially developed for the aim of this study questionnaire was completed by each child. A personal code

was noted to each child’s completed questionnaire by the school principal, in order to be cross-referenced to their
parent’s one’s respective questionnaires. For better accuracy of the answers, teachers and study investigators
collaborated and assisted by using practical examples.

The questionnaire consisted of 53 questions regarding socio–demographic characteristics (age, sex, place of
residence, nationality, number of siblings, birth order), dietary habits, dietary intake (by using a validated semi-
quantitative Food Frequency Questionnaire FFQ regarding the information on a daily or weekly basis about the
frequency of consumption of the main food groups and beverages by using descriptive questions with details)
[23], and questions, among others, about knowledge and perceptions on risk factors for chronic diseases (diet,
hypertension, hypercholesterolemia, hypertriglyceridemia). It also included anthropometric characteristics such
as height (in m) and weight, (in Kg) that were measured and recorded by a trained investigator using a scale
and a measuring-tape, over skin-tight clothes with no shoes. Then the BMI was calculated using the specific
International Obesity Task Force (IOTF) cut-off criteria [24].

2.5.2. Parental health status score
The parental health status was evaluated through the use of a cumulative risk score that developed for the

purposes of this study. Specifically, the score included four variables concerning the presence of cardiometabolic
risk factors, i.e., overweight/obesity (BMI ≥25 kg/m2, according to the WHO categorization; BMI was calculated
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as weight in Kg divided by height in m squared), diabetes mellitus (fasting glucose ≥126 mg/dl or use of anti-
diabetic medication), hypertension (systolic/diastolic blood pressure ≥90/140 mmHg or use of antihypertensive
medication), dyslipidemia (LDL-cholesterol >100 mg/dL or total cholesterol >200 mg/dl or special medication).
All information on health status by the parents was self-reported. For the presence of each of the aforementioned
conditions, a value of +1 was assigned. Thus, a total score ranged from 0 to 4 was created. A score equal to
4 indicates the highest cardiometabolic risk profile and refers to an obese adult with all the aforementioned
comorbidities, whereas score equal to 0 indicates the absence of the aforementioned health conditions.

2.6. Development of a scale for the assessment of children’s knowledge and perceptions on a healthy diet

To assess children’s knowledge and perceptions of their daily healthy habits close questions were used about:
the optimal frequency of involvement in physical activities; the optimal consumption for certain foods and
beverage intake per week; the optimal consumption for certain foods and beverage intake per week (i.e. “How
many times a week do you think that we should eat/consume: meat, fish, fruits–vegetables and legumes, bottle
juice and sports drinks compared with fresh juice?”); their beliefs about eating habits and behaviors (i.e. number
of meals per day, the duration a meal should have, the importance of breakfast, the role of hydration etc.);
as well as the risk factors that may originate even in childhood (i.e. obesity, smoking, unhealthy diet, alcohol
consumption, inactivity, etc.). A 5-point Likert-type scale ranging from “very bad” to “very good” was used.
Subsequently, a specific instrument was developed. Out of the 53 items of the children’s questionnaire, the study
investigators resulted in 20 items with the most discriminating value of the evaluation of children’s knowledge
and perceptions. The parameters of nutrition literacy were assessed through the domains of nutrition, physical
activity, and lifestyle factors were assessed in these 20 items. Each item’s answer was recorded as 1 if the
participant’s answer was correct about a healthy diet/lifestyle, and 0 if it was wrong. As a result, a scale has been
established that ranged from 0 to 20. The higher the score was, the better the children’s perception/information
on healthy lifestyle habits, with 0 = none 20 = excellent. Then, the nutrition literacy scale was categorized to
tertiles as follows: low (<7), medium (8 to 14) and high (>14).

For the validity of the scale, Exploratory Factor Analysis was performed (EFA) in 500 randomly selected
observations. Indeed, literature findings, suggest that for the application of EFA at least 500 observations are
necessary for the identification of reliable factors without estimation problems [25]. The principal component
extraction method was used, to facilitate the interpretation of the varimax orthogonal rotation method that was
applied in the extracted factors. The scree plot “elbow” criterion was used in order to determine the optimal
numbers of factors to retain. Scree plot is a graph representing the eigenvalues of the extracted factors, and the
elbow criterion suggests retaining the number of factors above the inflection point (the point where the graph
curve is starting to leveling off). The analysis revealed good construct properties of the aforementioned proposed
score [14].

3. Bioethics

The study was approved by the Institute of Educational Policy, of the Ministry of Education and Religious
Affairs (code approval F15/396/72005/CI), and was carried out in accordance with the Declaration of Helsinki
(1989). The school principals, teachers, parents, and students were informed about the aims and procedures of
the study. Signed parental consent was obtained before the completion of the questionnaires.

4. Statistical analysis

Quantitative variables are presented as mean ± standard deviation for normally distributed variables and as
median, otherwise. Categorical variables are presented as absolute and relative frequencies. The association
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among nutrition literacy level and categorical variables was investigated using Chi-square Pearson’s statistical
test of independence or Student’s t-test, for normally distributed continuous variables. In order to assess the
effect of parental health status on the knowledge and the perceptions about healthy diet/lifestyle, multiple linear
regression was applied using knowledge and perception score as a dependent variable, parental health status as
the main independent factor, and child’s age and sex as confounding factors. The assumptions of linear regression
were checked with residual analysis, and the absence of multicollinearity was documented with the calculation
of a value of variance inflation factor < 4 for all the independent variables inserted in the multiple linear models.
All tests are two-sided with a significance level set to 0.05. The STATA 15.0 was used for all statistical analyses
(M. Psarros & Assoc., Sparti, Greece).

5. Results

Children’s characteristics, regarding anthropometric and social status are presented in Table 1. The mean age
of the studied sample was 11.2 ± (0.82), (43.4% were boys).

In Tables 1 and 2 children’s and parental characteristics, respectively, by nutrition knowledge levels are
depicted. A significant association between children’s BMI and their nutrition literacy level was observed
(p = 0.001). Children with a medium level of nutrition literacy had lower BMI. A negative association between
children’s nutrition literacy level and their birth order was revealed, with first-born children being more liter-
ate than their siblings (p = 0.003). No significant association was observed between parents’ characteristics and
children’s nutrition literacy level.

To further explore the influence of parental health status on children’s nutrition literacy, multiple linear regres-
sion model was applied, adjusted for age and sex (Table 3). A significant inverse association was observed
between paternal BMI and the level of children’s nutrition literacy; the higher the BMI of their father the lower

Table 1

Children’s characteristics in total and per nutrition literacy category

Overall Low level of Medium level of High level of p - value

(n = 1150) nutrition literacy nutrition literacy nutrition literacy

(n = 193) (n = 862) (n = 95)

Age (years) 11.20 (0.82) 11.33 (0.89) 11.18 (0.80) 11.11 (0.81) 0.030

Sex (Boys/Girls)

Boys 499 (43.4%) 95 (19.0%) 357 (71.5%) 47 (9.4%) 0.509

Girls 651 (56.6%) 98 (15.1%) 505 (77.6%) 48 (7.4%)

Body Mass Index (kg/m2) 19.03 (3.23) 19.73 (3.73) 18.83 (3.10) 19.48 (3.23) 0.001

Children’s BMI Categorization 0.335

Underweight 100 (8.8%) 15 (15.0%) 79 (79,0%) 6 (6.0%)

Normal 748 (66.0%) 115 (15.4%) 574 (76.7%) 59 (7.9%)

Overweight 238 (21.0%) 45 (18.9%) 171 (71.8%) 22 (9.2%)

Obese 47 (4.1%) 13 (27.7%) 29 (61.7%) 5 (10.6%)

Number of siblings 1.15 (0.8) 1.19 (0.94) 1.15 (0.86) 1.06 (0.84) 0.528

Birth order 0.003

1st 611 (53.8%) 83 (13.6%) 472 (77.3%) 56 (9.2%)

2nd 399 (35.2%) 80 (20.1%) 290 (72.7%) 29 (7.3%)

3rd 108 (9.5%) 23 (21.3%) 76 (70.4%) 9 (8.3%)

4th 14 (1.2%) 5 (35.7%) 9 (64.3%) 0 (0.0%)

5th 3 (0.3%) 1 (33.3%) 1 (33.3%) 1 (33.3%)
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Table 2

Parents’ characteristics in total and per children’s nutrition literacy category

Overall Low level of Medium level of High level of p-value

nutrition literacy nutrition literacy nutrition literacy

Paternal weight status 0.274

Underweight 20 (1.9%) 4 (20.0%) 13 (65.0%) 3 (15.0%)

Normal 292 (28.3%) 39 (13.4%) 230 (78.8%) 23 (7.9%)

Overweight 497 (48.2%) 87 (17.5%) 367 (73.8%) 43 (8.7%)

Obese 223 (21.6%) 35 (15.7%) 175 (78.5%) 13 (5.8%)

Maternal weight status 0.852

Underweight 126 (11.5%) 18 (14.3%) 99 (78.6%) 9 (7.1%)

Normal 582 (53.3%) 92 (15.8%) 445 (76.5%) 45 (7.7%)

Overweight 270 (24.7%) 52 (19.3%) 192 (71.1%) 26 (9.6%)

Obese 113 (10.4%) 19 (16.8%) 83 (73.5%) 11 (9.7%)

Paternal Health Status

Diabetic 52 (6.5%) 4 (7.7%) 42 (80.8%) 6 (11.5%) 0.082

Hypertensive 172 (17.8%) 33 (19.2%) 122 (70.9%) 17 (9.9%) 0.654

Dyslipidemic 156 (19.5%) 31 (19.9%) 112 (71.8%) 13 (8.3%) 0.294

Maternal Health Status

Diabetic 49 (6.1%) 5 (10.2) 41 (83.7%) 3 (6.1%) 0.612

Hypertensive 78 (7.9%) 10 (12.8%) 61 (78.2%) 7 (9.0%) 0.577

Dyslipidemic 68 (8.4%) 9 (13.2%) 51 (75.0%) 8 (11.8%) 0.296

the nutrition literacy score by b = –0.043 (95% CI: (–0.082, –0.003; p = 0.036). The association remained con-
sistent even when parental health status (Model 5) was taken into consideration, by b = –0.065 (95% CI: (–0.120,
–0.010; p = 0.022). In relation to parental health status, paternal diabetes was associated with a higher level of
nutrition literacy of their children by b = 0.729 (95% CI: 0.002, 1.456; p = 0.049) (Model 2). Similarly, maternal
dyslipidemia was also associated with a higher level of nutrition literacy of their children by b = 0.730 (95% CI:
0.086, 1.374; p = 0.026) (Model 4). As for hypertension, there was no statistically significant association with
the level of nutrition literacy neither for fathers or mothers (Model 3). However, after Model 5 was applied and
total health status was considered, paternal hypertension was inversely associated with the children’s nutrition
literacy by b = –0.600 (95% CI: –1.181, –0.019; p = 0.043).

6. Discussion

This is one of the very few observational studies aimed to examine the relationship between parental health and
weight status in relation to nutrition literacy/ healthy lifestyle knowledge and perceptions of children aged 10–12
years. Our study found a significant association between children’s BMI and their level of nutrition literacy. As
regards parental health status, specifically, paternal diabetes and maternal dyslipidemia were positively associated
with a higher level of nutrition literacy of their children. Furthermore, paternal hypertension and high BMI were
inversely associated with their children’s nutrition literacy.

Moreover, children with a medium level of nutrition literacy had a lower BMI. This finding is similar to another
cross-sectional survey in which children’s health literacy was significantly correlated with lower BMI z-score
adjusted for age and gender [11]. Moreover, a systematic review indicated a significant association of low level
of health literacy with overweight and obesity among children and adolescents [12]. Similarly, it was revealed
that a high level of food and nutrition knowledge had a positive impact on adolescents’ dietary behaviors [26]. It
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Table 3

Results from linear regression analyses b-coefficients, (95% CI) that evaluated the association of parental health status with children’s

nutrition knowledge and perception scale

Model 1 Model 2 Model 3 Model 4 Model 5

Age (per 1 year) –0.126 –0.049 –0.054 –0.036 –0.016

(–0.299, 0.047) (–0.250, 0.153) (–0.238, 0.130) (–0.237, 0.165) (–0.235, 0.204)

Sex (boys vs. girls) 0.347 0.190 0.201 0.129 0.216

(0.062, 0.632)∗ (–0.139, 0.519) (–0.095, 0.496) (–0.196, 0.454) (–0.147, 0.580)

Paternal BMI –0.043 –0.065

(–0.082, –0.003)∗ (–0.120, –0.010)∗

Maternal BMI –0.013 –0.033

(–0.050, 0.023) (–0.084, 0.017)

Paternal diabetes 0.729 0.498

(yes vs. no) (0.002, 1.456)∗ (–0.429, 1.424)

Maternal diabetes 0.266 –0.002

(yes vs. no) (–0.541, 1.072) (–1.061, 1.056)

Paternal hypertension –0.124 –0.600

(yes vs. no) (–0.536, 0.289) (–1.181, –0.019)∗

Maternal hypertension 0.036 –0.092

(yes vs. no) (–0.579, 0.650) (–1.066, 0.882)

Paternal dyslipidemia –0.331 –0.355

(yes vs. no) (–0.763, 0.101) (–0.886, 0.176)

Maternal dyslipidemia 0.730 0.719

(yes vs. no) (0.086, 1.374)∗ (–0.266, 1.704)

∗p < 0.05 is considered as significant level.

has been also documented that there is a correlation between nutrition knowledge and eating behavior in 11–13
years old girls [27]. In a cross-sectional survey in Denmark, it was observed that a higher knowledge score was
associated with healthier dietary habits [28]. In addition, poor fat knowledge in adolescents aged 17-18 years was
associated with increased consumption of fat [29]. Furthermore, a survey in Greek adolescents (15–17 years)
indicated that actual Mediterranean Dietary Pattern (MDP) knowledge was an important predictive factor for
Mediterranean Dietary Pattern (MDP) adherence [30].

Another interesting finding, which has not been examined extensively, was that the first-born child showed
higher level of nutrition knowledge. This result is consistent with another study which indicated that the proba-
bility of low critical literacy in later-birth children was higher than first-birth children [31]. Previous studies that
have focused on birth order in relation to BMI, found that third-born girls from three-child families had higher
odds of being obese [32]. Moreover, being the youngest child of the family was associated with overweight
[33].On the contrary, some studies indicated that being a firstborn child was positively associated with adiposity
or overweight, probably due to gestational and postnatal factors, or both [34, 35].

In the present study, it was observed that paternal BMI was inversely associated with children’s nutrition
literacy. Higher father’s BMI was associated with lower children’s nutrition knowledge scores. It is indicated
that children’s dietary preferences are influenced by parental dietary habits, and consequently, parental nutrition
knowledge is associated with a lower prevalence of overweight children [16]. Moreover, children (aged 4-5
years) with overweight or obese parents had a higher preference for fatty foods, lower preference for vegetables,
overeating behaviors and preference for sedentary activities [36]. A cross-sectional survey that was conducted in
23.183 Iranian Students (6–18 years old), revealed that obese parents had obese children, and parental feeding
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practices were associated with child weight disorders and eating behaviors [37]. Our study did not find any
association between maternal BMI and children’s dietary knowledge, which can be attributed to the fact that
mothers mainly affect children’s eating behaviors, while fathers affect mostly in the aspect of cognitive and
literacy perspectives [14].

Moreover, our study indicated that paternal hypertension was inversely associated with children’s nutrition
literacy, after adjustment for several health cofounders. There is a limited amount of studies that examined
the influence of parental health status on their children’s health behavior. Thomas et al. [21] conducted a cross-
sectional survey where they aimed to examine whether a parent with increased cardiovascular disease (CVD) risk
influences a child’s dietary intake. The results showed that there was no difference in selected nutrients among
children living with high-risk parents compared to those whose parents were risk-free. The fact that patients with
metabolic syndrome are unaware of the dietary recommendations for preventing CVD risk factors provides a
possible explanation to our results that parents with several co-morbidities may not be well informed or there
is poor adherence to dietary recommendations and therefore not prone to any lifestyle changes [38, 39]. As a
result, they cannot transmit to their children healthy dietary knowledge. It has been found that mainly mothers’
knowledge can affect dietary behaviors of preschool children, and their increased dietary knowledge can result
in a reduction in children’s intake of dietary cholesterol and respectively in an increase of fiber consumption;
however, this influence is minimized as children grow older [38].

A significant association was found between paternal diabetes and the level of children’s nutrition literacy. A
possible explanation could be that diabetic patients recognize the importance of following dietary recommenda-
tions for better control of the disease [39]. Diabetic parents may follow dietary recommendations and as a result,
they may educate their children about healthy eating habits and increase their children’s nutrition literacy.

Moreover, maternal dyslipidemia was also correlated with the level of children’s nutrition literacy. A cross-
sectional survey which was conducted in Greece indicated that people with hypercholesterolemia followed
healthy nutritional behaviors. The results showed that they consumed more fish, fruits and juices, cereals, and
low-fat milk and yogurt rather than red meat, pork, egg, full-fat dairy products and desserts [40]. It can be assumed
that mothers with dyslipidemia have changed their nutritional behaviors and therefore their children may be more
literate about healthy eating habits. A mother’s high level of food and nutrition knowledge potentially acts as
a protective factor against low food and nutrition knowledge of children [31, 38]. This can be explained by the
fact that mothers are mainly involved in activities including meal planning, grocery shopping and cooking and
in daily food-related decisions [41]. According to Herman et.al study, mothers influence their children’s eating
behaviors as they systematically determine and typically provide their children’s meals [42].

It is undeniable that children’s dietary behaviors are affected by those of their parents. There is a positive
association between parental eating attitudes and the nutritional adequacy and diet quality of preschoolers [43].
The family environment is where children gain their first knowledge about food and therefore family plays a
pivotal role in preschoolers’ healthy or unhealthy behavior and nutrition knowledge [44]. In a French study that
was contacted in children aged 9-10 years old, children reported that parents were their main source of nutrition
education [45]. Moreover, Gibson et. al. indicated that among 9-10-year-old children’s total knowledge and
specific knowledge on foods fat and sugar content was positively associated with mothers’ knowledge, similarly,
adolescents indicated family as the major source of nutrition education [29, 46]. The parental adoption of healthy
behavior may induce corresponding changes in children’s behavior as well. Moreover, nutritional programs that
focus on parental behavioral changes may be more efficient than those provided only in children.

7. Limitations

Due to the cross-sectional nature of the study, there are some limitations that should be taken into account.
The findings of the study cannot be generalized in the entire child population since the study sample was taken
from a small number of areas in Greece. However, the final sample of the study was adequate enough and the
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collection of the sample was randomly taken, as a result, the representativeness of the results could be considered
high. Additionally, during the completion of the questionnaire by the children in the school setting a possible
bias might have been reported. However, a trained investigator was available to clarify any misconceptions of the
questionnaire, which increased the validity of the answers. Moreover, the scale of the level of nutrition knowledge
had as reference another survey with the same study sample [14].

8. Conclusions

Parental health status seems to partially affect children’s nutrition knowledge and consequently their nutritional
behavior. However, evidence of the specific association of parental health status and their children’s nutritional
knowledge is scarce. It can be assumed that this association depends on whether parents follow the dietary rec-
ommendations for prevention or disease treatment. It is therefore recommended that health promotion strategies
and community intervention programs should aim to encourage parental healthy eating habits in order to avoid
health risk factors and recognize their crucial role in shaping their children’s nutrition knowledge.
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