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ABSTRACT

Article History Background: The aim of this study was to survey Knowledge, attitude and
Received: practice (KAP) of fast foods, soft drinks, salt and oil in urban and rural regions in
14/04/2015 Iran. In this cross—sectional study, 14,136 persons who was responsible for
Revised: cooking in family participated from both rural and urban areas of 31 provinces of
29/05/2015 Iran (2011-2012).
Accepted: Methods: The sampling method was the single-stage cluster sampling with equal
19/06/2015 size clusters at households in each province. The data were gathered using a
structured questionnaire covering demographic variables, knowledge, attitude and
practice about fast foods, soft drinks, salt, and oil by interviewing qualified
samples.
Keywords: Results: Households in urban areas had higher correct knowledge level and
KnPWIedge’ favorable attitude toward fast foods, soft drinks, salt and oil than households in
AttltuFIe, rural areas. The consumption of sausage, junk food, soft drink and synthetic juice
Practice, was higher in rural (p<0.05). While consumption of pizza, sandwich and non-
Fast fO_OdS, alcoholic beverage was significantly higher among in urban regions (p<0.05).
Soft drinks, Respectively, solid and liquid oil were consumed frequently in rural and urban
S_alt, (p<0.05). In both of two areas, more than 95% of respondents stated to consume
Oil iodized salt (p=0.04).
Conclusion: The results of our study indicated that the nutrition KAP of Iranian
population was acceptable. It showed that earlier nutritional educations were
effective and helpful.
Introduction (NCDs) such as cardiovascular diseases, cancers,

Nowadays, non-communicable diseases diabetes and chronic lung disease are main cause
of mortality in the world wide. In 2008, almost
Corresponding author: two thqu of the to‘Fal degth were flue to NQDS
Dr Forouzan Salehi. (1). Iran is undergoing epidemiological transition
A;jgresiﬁ; Coénmugﬁty lNEU(;ritiO? De?rarrt,mentf Ministry and the burden of NCDs has increased rapidly
of Health and Medical Education, Tehran, Iran. .
Email- salehi46@yahoo.com (2). In Iran NCDs are estimated tg account for
76% of all deaths in 2014 (3). Risk factors of
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NCDs are mostly preventable and these factors
are tobacco use, improper diet, inactivity as well
as consumption of alcohol (4). In recent years,
consumption of fast food and soft drinks has
been increased (5, 6). Fast food can lead to
higher energy intake because of large portion
size and taste preferences for sugar, salt, and fat.
Previous studies showed that fast food
consumption is linked to obesity, diabetes, and
insulin resistance (7, 8). On the other hand,
increasing consumption of soft drinks may be
related to insulin resistance, risk abdominal
obesity, high triglyceride levels, and low levels
of high-density lipoprotein cholesterol (HDL-C),
hypertension and impaired glucose tolerance (9).
These impacts are associated to higher caloric
intake, the great sugar content (10).

Also, studies showed that Salt in different
countries is almost consumed more than the
amount of recommended dietary (11, 12). Data
showed that value of salt intake in Iran is in line
with most of the countries around the World, and
it is higher than recommended daily intake (13).
The excessive use of salt is an important risk
factor of blood pressure levels, hypertension and
cardiovascular diseases (14), and because of
increase in calcium excretion is caused to
osteoporosis (15).

Previous studies showed that hydrogenated
oil is the most important used oil in Iran with
average 14g per 1000 kcal, which is double more
than in developing countries (16, 17). While,
according to recommendation of WHO, SFA is
used less 10 per cent total energy for preventing
from cardiovascular diseases (18). Hydrogenated
oil is source of saturated fatty acids and trans
fatty acids that excessive dietary fat intake can
be an important risk factor for obesity,
cardiovascular diseases and some of cancers (1,
19, 20).

Earlier studies showed that the better
nutrition knowledge is related to better dietary
habits (21-23). So it is necessary to know the
knowledge level of population to determine the
eating habits. To our knowledge, no study was
assessed the KAP status toward fast food, soft
drinks, salt and oil among Iranian population in
urban and rural regions. And, due to the increase
of chronic diseases and the role of diet as a
modifiable factor, furthermore the
comprehensive study about the consumption of
these foods has not been done yet in Iran, the
important of this study is clear. So the aim of
current study was to investigate the KAP level
about fast food, soft drinks, salt and oil in urban

and rural areas in Iran.

Methods

The study participants were 14,136 persons
who were selected from households in urban and
rural areas in 31 provinces of Iran by single-
stage cluster method with equal-sized clusters.
The number of clusters was 57 in each province,
and each cluster consisted of 8 people. This
study’s method has been described in detail
previously, so here it is explained briefly (24).
Exclusion criteria included non-Iranian families,
collective households such as dormitories,
boardinghouse, nursing home, barracks and so
on and be absence of qualified person after 3
times of interviewer’s reference.

Data was gathered by using a structured
questionnaire covering demographic variables,
knowledge, attitude and practice about fast
foods, soft drinks, salt, and oil by interview with
mother or any member of the household over 15
years (male or female) who is responsible for
cooking in family. The questionnaire was tested
for validity and reliability in designing phase
(24).

The demographic variables were included sex
and family head and respondent age. Knowledge
status was assessed by twelve questions, eight
questions about harmful effects of frequent
consumption of fast food and soft drink, and four
questions about oil. Questions were about the
best oil for cooking, and frying, and the most
harmful oil (animal and solid oil). Participants’
attitude was evaluated with nine questions about
fast food, beverages, oils, and salt. Frequency of
consumption of sausage, pizza, junk food,
sandwich, soft drink, non-alcoholic beverage,
and synthetic juice was assessed by eleven
questions. Also, type of oil and salt were asked
in practice.

Statistical analysis

Data were analyzed by STATA version 11.0
(STATA Corp, College Station, Tex.).The
qualitative  variables were reported as
percentages and 95% confidence interval (CI).
The Pearson’s Chi-square test was used to
analyze categorical variables P value less than
0.05 was considered as statistically significant.

Results

The demographic characteristics of family
heads and respondents based on region are listed
in Table 1. Mean age of respondents was
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Table 1. Household’s characteristics based on region: The NUTRI-KAP survey

Urban Rural Total P value
Sex of family head
Male 88.1(87.3,88.9) * 90.1(89.1,91.1) 88.8(88.2,89.5) 0.002
Female 11.9(11.1,12.7) 9.9(8.94,10.9) 11.2(10.6,11.8)
Age of family head
20-39 32.8(31.7,33.9) 37.5(36.0,39.1) 34.5(33.6,35.4) <0.001
40- - 64 52.1(51.0,53.2) 46.3(44.8,47.8) 50.1(49.2,51.0)
Over 65 15.1(14.3,16.0) 16.1(14.8,17.5) 15.5(14.8,16.2)
Sex of respondent
Male 2.5(2.2,2.9) 2.0(1.6,2.5) 2.3(2.1,2.6) 0.06
Female 97.5(97.1,97.8) 98.0(97.5, 98.5) 97.7(97.4,97.9)
Age of respondents
Under 20 2.1(1.8,2.4) 4.7 (4.2,54) 3.0(2.7,3.3) <0.001
20-39 49.5(48.3,50.6) 56.9(55.2,58.5) 52.1(51.1,5.0)
40-64 40.8(39.7,41.9) 32.7(31.1,34.3) 37.9(37.0,38.8)
Over 65 7.7(7.1,8.3) 5.8(5.0,6.6) 7.0(6.5,7.5)

*(%(95% CI)), P-value<0.05

Table 2. The correct knowledge of households about fast food, soft drink and oil based on region: The NUTRI-KAP survey

Correct knowledge Urban Rural Total P value
Harmful effects of fast food
Overweight and obesity 35.2 24.7 31.5 <0.001
(33.6,36.9) * (22.8,26.8) (30.2,32.8)
Liver diseases 6.5 5.7 6.2 0.3
(5.7,7.3) (4.6,7.1) (5.6,6.9)
Cancer 20.4 15.0 18.5 <0.001
(19.1,21.9) (13.3,16.9) (17.4,19.7)
Cardiovascular diseases 14.3 12.1 13.5 0.03
(13.2,15.5) (10.6,13.9) (12.6,14.5)
Harmful effects of soft drink
Obesity 33.6 26.3 31.0 <0.001
(32.0,35.2) (24.2,28.6) (29.7,32.3)
Osteoporosis 41.4 37.7 40.1 0.008
(39.8,43.1) (35.4,39.9) (38.7,41.4)
Anorexia and malnutrition 20.7 17.39 19.5 0.008
(19.3,22.2) (15.6,19.4) (18.4,20.7)
Dental caries 12.0 8.3 10.7 <0.001
(11.0,13.0) (7.2,9.6) (9.9,11.4)
knowledge of oil
The best oil for cooking 80.3 71.4 77.1 <0.001
(79.1,81.4) (69.3,73.4) (76.1,78.2)
The best oil for frying 76.3 62.2 71.4 <0.001
(75.0,77.6) (59.9,64.5) (70.1,72.6)
The most harmful oil ( Animal 339 28.6 32.0 0.0001
oil) (32.3,35.4) (26. 6,30.7) (30.8,33.2)
The most harmful oil (Solid oil) 81.8 71.7 78.2 <0.001
(80.5,83.0) (69.4,73.8) (77.1,79.3)

*(%(95% CI)), P-value<0.05

39.7£14.4 years, and the majority of them were
woman in two regions (94%).

Table 2 shows correct knowledge of
households about fast food, soft drink and oil
based on region. The correct knowledge about
harmful effects of fast food was significantly
better among urban households than rural except
knowledge about liver diseases that was low and
same in both regions (p= 0.3). The correct
knowledge about harmful effects of soft drink
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was significant higher in urban regions (p<0.05).
Most Iranian households (40.1%, 95%CI: 38.7,
41.4) knew that osteoporosis is as harmful
effects of soft drink. Respectively, 77.1%
(95%CI: 76.1, 78.2), and 71.4% (95%CI: 70.1,
72.6) of Iranian households were aware of best
oil for cooking and frying and level of correct
knowledge was better among urban compared to
rural families. Approximately 78% (95%CI:
77.1, 79.3) of participants knew solid oil as a
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Table 3. Attitude of households about fast food, soft drink, oil and salt based on region: The NUTRI- KAP survey

Attitude Urban Rural Total P value
Attitude of fast food
Preference of traditional Agree 4.5 3.5 4.1 0.0001
food on fast food (3.9,5.1)* (2.8,4.3) (3.7,4.6)
No idea 1.0 2.1 1.4
(0.8,1.3) (1.6,2.8) 1.2,1.7)
disagree 94.5 94.4 94.5
(93.9,95.1) (93.4,95.2) (93.9,95.0)
Being improper agree 95.4 91.7 94.1 <0.001
Junk food and potato chips (94.8,95.9) (90.5,92.7) (93.5,94.6)
as snack for children No idea 1.2 1.9 1.5
(1.0,1.5) (1.5,2.4) 1.2,1.7)
disagree 34 6.5 4.5
(3.0,3.9) (5.5,7.5) 4.1,5.0)
Attitude of soft drink
Preference of dough on soft  agree 53 5.0 52 0.2
drink 4.7,5.9) (4.2,5.9) (4.7,6.0)
No idea 0.8 1.3 1.0
(0.6,1.1) (0.8,2.0) (0.8, 1.3)
disagree 93.9 93.7 93.8
(93.2,94.5) (92.7,94.7) (93.3,94.4)
Not healthy dietary drink agree 64.0 54.4 60.6 <0.001
(62. 6,65.5) (52.2,56.5) (59.4,61.8)
No idea 19.5 25.1 21.5
(18.3,20.7) (23.2,27.1) (20. 5,22.5)
disagree 16.5 20. 6 18.0
(15.5,17.6) (19.0,22.2) (17.1,18.9)
Drinking water instead of agree 95.3 93.6 94.7 0.008
soft drink during thirst (94.7,95.9) (92.5,94.5) (94.2,95.2)
No idea 0.6 0.8 0.7
(0.4,0.9) (0.5,1.2) (0.5,0.9)
disagree 4.1 5.6 4.6
(3.6,4.6) (4.8,6.6) 4.2,5.1)
Attitude of oil
Being improper solid oil for  agree 85.1 753 81.6 <0.001
cooking (84.1,86.0) (73.4,77.0) (80.6,82.5)
No idea 2.1 3.0 24
(1.8,2.6) (2.4,3.7) (2.1,2.8)
disagree 12.8 21.8 16.0
(11.9,13.7) (20.1,23.5) (15.1,16.9)
Attitude of salt
Not adding salt while eating  agree 76.3 71.2 74.5 <0.001
(75.0,77.7) (69.2,73.1) (73.4,75.6)
No idea 1.6 1.3 1.5
(1.4,2.0) (1.0,2.0) 1.3,1.7)
disagree 22.0 27.6 24.0
(20.7,23.4) (25.7,29.5) (23.0,25.1)
using refined and Iodized agree 4.4 32 4.0 0.0007
salt for cooking (3.9,5.1) (2.6,4.0) (3.6,4.5)
No idea 2.5 1.5 2.1
(2.0,3.0) (1.1,2.0) (1.8,2.6)
disagree 93.1 95.3 93.9
(92.2,93.9) (94.4,96.1) (93.2,94.5)
Not being better bulk salt agree 91.6 923 91.8 0.4
because being cheaper (90.8,92.3) (91.4,93.2) (91.3,92.4)
No idea 24 2.0 2.3
(2.0,2.9) (1.6,2.7) (2.0,2.7)
disagree 6.0 5.7 5.9
(5.4,6.6) (5.0,6.4) (5.4,6.3)

*(%(95% CI)), P-value<0.05

harmful oil but only 32% of them knew that

animal oil is a harmful oil.

The results of attitude have been shown in

Table 3. Totally, only 4% of households had
favorable attitude about preference of traditional

food on fast food. About 94% (95%CI:
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Table 4. Practice of households about fast food and soft drink based on region: The NUTRI- KAP survey

Practice
Frequency of consumption Urban Rural Total P value
Practice of fast food
Sausage Daily-weekly 10.6 12.0 11.1 <0.001
9.7,11.4) * (10.8,13.3) (10.4,11.8)
Rarely 45.2 36.0 41.9
(43.7,46.7) (34.1,37.9) (40.8,43.1)
Never 443 52.0 47.0
(42.8,45.8) (50.0,54.1) (45.8,48.2)
Pizza Daily-weekly 8.1 5.8 7.3 <0.001
(7.3,8.9) (5.0,6.8) (6.7,7.9)
Rarely 41.8 222 34.8
(40.2,43.4) (20.3,24.2) (33.6,36.1)
Never 50.1 72.0 57.9
(48.5,51.8) (69.8,74.1) (56.5,59.3)
Junk food Daily-weekly 27.3 33.6 37.6 <0.001
(26.1,28.5) (31.7,35.5) (36.2,39.0)
Rarely 35.1 319 34.0
(33.9,36.4) (30.2,33.6) (33.0,35.0)
Never 37.6 34.5 36.5
(36.2,39.0) (32.6,36.5) (35.4,37.7)
Sandwich Daily-weekly 18.2 13.3 16.4 <0.001
(17.0,19.4) (11.9,14.7) (15.6,17.4)
Rarely 36.2 31.6 34.6
(34.8,37.6) (29.6,33.6) (33.4,35.7)
Never 16.4 34.6 49.0
(15.6,17.7) (33.4,35.7) (47.7,50.3)
Practice of soft drink
Soft drink Daily-weekly 29.0 345 31.0 <0.001
(27.7,30.4) (32.6,36.4) (29.9,32.1)
rarely 45.8 453 45.6
(44.3,47.2) (43.4,47.2) (44.4,46.7)
never 25.2 20.2 23.5
(24.0,26.5) (18.7,21.9) (22.5,24.5)
Non-alcoholic Daily-weekly 29.6 254 28.1 <0.001
beverage (28.3,30.9) (23.6,27.3) (27.0,29.1)
rarely 34.8 31.7 33.7
(33.4,36.1) (29.9,33.6) (32.6,34.8)
never 35.7 429 38.2
(34.2,37.2) (40.6,45.3) (37.0,39.6)
Synthetic Daily-weekly 31.3 39.7 343 <0.001
Juice (30.0,32.6) (37.9,41.6) (33.2,35.4)
rarely 37.7 37.8 37.8
(36.3,39.1) (36.0,39.7) (36.7,38.9)
never 31.0 22.5 28.0
(29.6,32.4) (20.8,24.2) (26.9,29.1)
*(%(95% CT)), P-value<0.05
95.0) of them agreed with being improper junk  73.4, 75.6).

food and potato chips as snack for children.
Respectively, 64% (95%CI: 62.6, 65.5) and
54.4% (95%CI: 52.2, 56.5) of households in
urban and rural families had favorable attitude
about not healthy dietary drink. Approximately,
81% (95%CI: 80.6, 82.5) of households
expressed favorable attitudes toward being
improper solid oil for cooking. The percent of
favorable attitude about using refined and
iodized salt for cooking was only 4% (95%CI:
3.6, 4.5). However, the favorable attitude about
not adding salt while eating was 74.5% (95%Cl:

JNSD 2015; Vol.1, No. 4: 173- 180

Practice toward fast food and soft drink
among household in urban and rural areas are
given in Table 4. Most households in rural
regions consumed sausage, junk food, soft drink
and synthetic juice daily-weekly and in urban
areas, pizza, sandwich and non-alcoholic
beverage were consumed daily-weekly.

Practice of households about type of oil and
salt based region has been shown in Table 5.
Liquid oil was main oil for cooking and frying
among Iranian households (61.0%, 95%CI: 59.8,
62.2). Significantly, families in urban areas used
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Table 5. Practice of households about oil and salt based on region: The NUTRI-KAP survey

Practice Urban Rural Total P value
Practice of oil
Type of oil in Solid oil 27.3 44.0 332 <0.001
cooking (26.0,28.7) * (41.9,46.2) (32.1,34.4)
Liquid oil 67.1 49.8 61.0
(65.7,68.5) (47.7,52.0) (59.8,62.2)
others 5.6 6.2 5.8
(5.1,6.2) (5.3,7.2) (5.3,6.3)
Type of oil in Solid oil 17.3 30.6 22.0 <0.001
frying (16.3,18.4) (28.7,32.5) (21.0,23.0)
Liquid oil 80.2 66.1 75.2
(79.0,81.3) (64.0,68.0) (74.1,76.2)
others 2.5 34 2.8
(2.1,3.1) (2.8,4.2) (2.5,3.3)
Practice of salt
Type of salt Todized salt 95.0 95.7 95.2 0.4
(94.5,95.5) (94.6,96.5) (94.8,95.7)
Non-iodized salt 1.5 1.3 1.4
(1.3,1.8) (1.0,1.7) (1.2,1.7)
Both of them 3.5 3.0 33
(3.1,4.0) (2.3,4.0) (2.9,3.8)

*(%(95% CI)), P-value<0.05

liquid oil for frying compared to households in
rural regions (80.2% vs. 66.1%). In both of two
regions, more than 95% (95%CI: 94.8, 95.7) of
respondents stated to use iodized salt. Fifty-two
percent and 56.6% of households in urban and
rural areas always put saltshaker at the table,
respectively (p<0.05).

Discussion

We assessed knowledge, attitude and practice
about fast food, soft drink, oil and salt among
Iranian population in urban and rural regions.
Our findings showed that very rural households
were less aware about harmful effects of fast
food. About attitude, the most of rural
households preferred consumption of fast food to
traditional food as well as junk food
consumption was more favorable. Sausage and
junk food consumption was higher among in
rural areas; pizza and sandwich consumption in
urban regions.

To the best of our knowledge, this is the first
study to assess the KAP of Iranian Population
regarding fast foods, soft drinks, salt and oil in
urban and rural of all provinces in Iran. In our
study, less pizza and sandwich consumption in
rural areas may be because of less access. Some
studies indicated that consumption fast food
affects its availability (25,26).In a cross-
sectional study, in the Northeast Spain among
1,491 men and 1,563 women was reported that
10.1 % of them ate fast food at least once per
month (27) According to the Continuing Survey
of Food Intakes by Individuals (CSFII 1994-6),

178

almost one fourth of adults in the US ate fast
food (28). Results of a comparative survey of
fast food consumption among various countries
in 2004 showed that 34% of the North
Americans and only 8% of Europeans ate at
takeout restaurants at least once per week (27).
In the present study, the percent of sausage,
pizza and sandwich consumption were 11.1%,
7.3%, and 16.4%, respectively (in daily-weekly
group). The results of study was done among
21,111 Iranian school students aged 6—18 years
in urban and rural regions was showed that the
consumption frequency of snacks such as salty,
fatty or sweet was twice a day(29). In our
survey, 37.6% of all households reported that ate

junk food daily weekly.
Our findings showed that correct knowledge
about harmful effect of soft drink was

significantly higher in urban areas. The more
percentage of households in rural had favorable
attitude about soft drink. In practice, mean of the
soft drink consumption as daily weekly was 30%
and 33% in urban and rural areas, respectively.
Results of study that was performed among
Tehrani adolescents was showed that 85% of
adolescents knew that consuming soft drink and
beverages caused overweight or obesity, but in
practice only 4.5% of them did not drink them
(30). In other study, also there is a gap between
knowledge and practice in Tehrani adults (31).
However, in the present study, we did not see a
sizeable difference between knowledge and
practice in the whole country. Actually, in our
study, according to other studies (32, 33), higher
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knowledge caused good nutritional performance.
Therefore, for promoting nutritional, education
and the increasing of knowledge level can be a
proper aim.

Results about salt were showed that just 4%
of households had favorable attitude about using
refined and iodized salt for cooking. However, in
practice, the prominent of consumed salt of
households was iodized salt (95%). This
difference may be due to the availability of
iodized salt in the whole country. In both areas,
half of households always put saltshaker at the
table. With regarding to cardiovascular diseases
of prevalence in Iran (46%) (3), and these results
of the present study were showed the necessity
of intervention and more education in society.

About oil, results revealed that knowledge
and attitude is better in urban than rural areas.
For frying and cooking, solid and liquid oil was
consumed more by rural and urban households,
respectively. The results of previous study
showed that type of fat most frequently
consumed by 73.8% of adolescents’s families
was hydrogenated solid fat (29). In HHPC study
was conducted among students, parents and
school staff in Iran, 47.7% of students, 48.2% of
parents, and 50.4% of school staff was aware
that liquid vegetable oils were the best type of
oil and the frying is not a proper way for
preparation food (34). Similar to our study, the
percentages for solid oil in rural areas was
higher. This finding reveals need for more
education especially in rural areas.

The one of limitations of our study was its
cross sectional design, which caused restriction
of assuming causal relationships. The current
study had some strength. The large national
sample size was the major strength of this study
representing the Iranian population in urban and
rural areas in each province. To the
best knowledge of authors, this is the first study
that evaluated the KAP of Iranian Population
regarding fast foods, soft drinks, salt and oil in
urban and rural of all provinces in Iran.

Conclusion

The results of our study indicated that the
nutrition KAP of Iranian population was
acceptable. It showed that earlier nutritional
educations were effective and helpful.
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