
 
 

 
 

  

 

 

 

 

 

 

 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

Introduction 

  Food choice plays an essential role in affecting 

the variety and quality of nutrition we consume 

in daily life (1). The tendency to avoid new or 

unfamiliar foods, to varying degrees, is defined 

as food neophobia (2-4). In another definition, 

it is described as personal reluctance to accept 

and/or enjoy new or unfamiliar foods (5). While 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

living beings are willing to try new foods to 

meet the nutritional needs, they simultaneously 

avoid new foods due to the possible harmful 

effects of foods. Even if adaptation to poisoning 

from unknown foods is achieved, it may impose 

restrictions on dietary diversity (2). While new 

and unfamiliar foods generally attract societal 

interest, some individuals approach them with 
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Background: This study aims to assess the level of food neophobia (FN) among individuals in Turkey and to examine 

the relationship between eating attitudes and food-technology neophobia.  

Methods: This cross-sectional study was announced online between June and August 2022. Demographic 

information was collected alongside the Food Neophobia Scale (FNS), the Food Technology Neophobia Scale 

(FTNS), and the Eating Attitude Test-26 (EAT-26).   

Results: A total of adult participants (n=489, age:18–68) completed the online survey. A positive statistically 

significant correlation was found between FNS total and FTNS total (r:0.227, p=0.000). As FN increases, FTN 

increases as well. No statistically significant difference was found between the FNS-willingness to try new foods 

subscale and the EAT-26 and its subscales (p>0.05). 

Conclusion: This study contributes to the promotion of FNS and FTNS. Language and cultural differences limit the 

indiscriminate use of scales, and changes and adaptations are required to broaden their use. Further research is 

needed to explore the causal mechanisms underlying these relationships and to develop interventions that promote 

both eating behavior and food neophobia.  
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caution (3). While individuals' willingness to 

consume foods they know is only related to 

their liking (6), their willingness to consume new 

foods is related not only to liking but also to the 

danger potential of the food (2). Food choice 

plays an essential role in daily life and in the 

quality and variety of foods we consume. Food 

neophobia is often a persistent personality trait 

that manifests with reluctance to try and even a 

fear of trying unknown foods. It is common in 

childhood and may extend into adulthood (7). 

While food neophobia is prevalent among 

preschool children and elderly individuals, 

young people are more open to trying new 

foods (8, 9). Research shows that food 

neophobia is more common among males (10). 

  Additionally, educational status also affects 

the tendency toward food neophobia (11). High 

food neophobia was discovered in patients with 

celiac disease and phenylketonuria (12). Soucier 

et al. (2019) reported that individuals aged 65 

and older exhibit high food neophobia and are 

reluctant to try new foods (12). Additionally,  

the prevalence is higher among individuals 

living in rural areas (9, 13). Research conducted  

on university students revealed that food 

neophobia scores ranged between 22 and 37.3. 

These scores were considered neutral (1, 9, 13-

15). Food neophobia varies from country to 

country and directly reduces nutritional quality 

and diversity. The reduction in dietary diversity 

leads to restricted food intake (15). 

  Food neophobia is also defined as a defense 

mechanism (3). Previous studies have reported 

that neophobic individuals consume less 

poultry, fish, salads, and vegetables. Studies in 

the literature show that as food neophobia 

increases, consumption of food groups such as 

fish, poultry, vegetables, and fruits decreases, 

supporting the effect of this fear on dietary 

diversity (2). Consequently, limited nutritional 

diversity results in inadequate intake of macro-

nutrients and micronutrients, including protein, 

magnesium, and monounsaturated fatty acids 

(MUFAs) (1). Hursti and Sjöden (1997) state that 

food neophobia can be reduced in an 

individual by frequently feeding them the food 

they hesitate to eat (16). 

  Pliner and Hobden (1992) developed the Food 

Neophobia Scale (FNS). The total score is used 

to assess a person's state level of food 

neophobia and their tendency to try unknown 

foods. The 10-item Food Neophobia Scale 

(FNS) was developed and validated with 

Canadian undergraduate students in English 

form (17). The scale has been translated into 

Finnish, Italian, French, European Portuguese, 

Brazilian Portuguese, and Chinese, and validity 

and reliability studies were conducted in these 

languages as well (2, 17). The T-FNS is valid and 

reliable for adults in Turkish society (2).  

  Food neophobia can also negatively affect 

specific food manufacturing industries (1). There 

is substantial evidence consumers are cautious 

about new foods and related technologies. For 

example, when applied to food, known 

transgenic technologies (genetic modification, 

GM) elicit high perceived risk and reluctance 

among consumers. Interest and reluctance 

toward a wide variety of food technologies are 

observed in various populations (5). There is a 

trend toward natural products and a reaction to 

technology (18). The acceptability of products 

produced using food technologies may vary 

according to individual and cultural variables, 

geographical location, and religion (12). 

 On this basis, the Food Technology Neophobia 

Scale, a new psychometric tool for consumer 

acceptance of new foods, was developed. Cox 

and Evans (2008) developed and validated a 

psychometric scale measuring Food Technology 

Neophobia (FTNS) (12); thus, researchers will be 

able to determine the acceptance limits of 

foods that may contain benefits, and more 

importantly, this study will test the relationship 
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between FTNS and behavioral responses to 

foods using new technologies (8). 

  On the other hand, eating attitudes are 

defined as thoughts toward nutrition and 

eating. Eating disorders are among the most 

studied topics in the field, both in clinical 

populations and in university and high school 

samples. Research has shown that disturbed 

eating attitudes are associated with various 

psychological problems and disturbed eating 

behaviors. Additionally, the selection of target 

groups, prevention of eating disorders,  

and investigation of risky eating attitudes  

are prominent factors in studies. Therefore, 

prevention of attitudes before they emerge is 

possible and essential. The Eating Attitudes Test 

(EAT), developed by Garner and Garfinkel 

(1979) and adapted into Turkish by Savaşır and 

Erol (1989), is widely used to assess risk-taking 

eating attitudes. The 26-question short form of 

the scale offers advantages in psychometric 

properties, economy, and practicality. 

Additionally, the scale has been translated into 

many languages and is used worldwide.  

 Although there is limited published information 

on eating attitudes and food neophobia, we 

hypothesized that the Turkish version of T-FNS 

may be associated with FTNS, EAT-26, and 

anthropometric measures. 
 

Materials and Methods 
Design and sample 

  This cross-sectional study was advertised 

online via social media platforms and recruited 

individuals who agreed to participate. Research 

data were collected between June and August 

2022. Following examination of the surveys, 

individuals who met the study criteria and 

completed the forms completely were included 

in the study. In G*Power 3.1.9.4, the minimum 

sample size required to detect an effect size of 

d=0.15, based on correlation analysis at 90% 

statistical power (1-β error probability) and 

α=0.05, was calculated as 459 (19, 20). A total 

of 489 adult volunteers aged 18-68 residing in 

Turkey who completed the questionnaires 

wholly and correctly, knew Turkish, and used 

social media, meeting the inclusion criteria, 

were included. The study was deemed ethically 

appropriate by the Scientific Research and 

Publication Ethics Committee, as evidenced by 

the letter dated 17.06.2022 from the Rectorate 

of Kırklareli University. It was conducted in 

accordance with the principles of the 

Declaration of Helsinki. Scale usage permissions 

were obtained from the scale owners. 
  

Demographic information  

  In the demographic information section, data 

on age, gender, marital status, educational 

status, smoking and alcohol use, number of 

meals, appetite status, and eating-out status 

were collected. Self-reported data were  

used to measure weight, height, and waist 

circumference. BMI and waist circumference 

measurements were calculated according to 

WHO data. 
 

T-FNS 

  The FNS developed by Pliner and Hobden in 

1992 is a 10-item Likert-type scale. Each item 

contains seven categories ranging from 

"strongly disagree" (1 point) to "strongly agree" 

(7 points). Five items in the scale (items 1, 4, 6, 

9, and 10) are reverse scored, yielding a total 

score between 10 and 70, with high scores 

associated with the presence of food 

neophobia. The scale adapted into Turkish by 

Uçar et al. in 2021 has subscales named 

"willingness to try new foods" and "trusting new 

foods." The Cronbach's alpha coefficient of the 

T-FNS scale was found to be 0.805, and the T-

FNS scale was found to be valid and reliable for 

adult individuals in Turkish society (2). 

Additionally, Duman et al.  (21) conducted a 

scale translation study in 2019 and found the 

Cronbach's alpha value to be 0.614. In our 
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study, the Cronbach's alpha value of the scale 

was found to be 0.763. High scores indicate 

food neophobia. There is no cut-off point. 

 

EAT-26 

  The Eating Attitudes Test is a frequently used 

instrument for assessing eating disorders. The 

Eating Attitudes Test (EAT-40), originally 

developed in English, was created in 1979 by 

Garner and Garfinkel (22) as a self-assessment 

scale that objectively measures symptoms of 

anorexia nervosa and bulimia nervosa. The 

Eating Attitudes Test-26 was developed from 

the original 40-item EAT-40. The test consists 

of three factors in total: 1)Dieting (items 

1,6,7,10,11,12,14,16,17,22,23,24 and 26), 2)Bulimia 

and food concern (items 3,4,9,18,21, and 25), 

and 3)Oral control (items 2,5,8,13,15,19, and 20). 

The total score of the test ranges from 0-53. 

Twenty points have been set as the cutoff for 

the test. If the total score is below 20, it is 

classified as "normal eating behavior," and if  

20 or above, it is classified as "abnormal  

eating behavior" (60). In the study, the internal 

consistency coefficient (Cronbach's alpha) of 

the scale was 0.84. In our study, the Cronbach's 

alpha for the scale was 0.878. The Turkish 

validity of the Eating Attitudes Test-26 was 

conducted by Okumus et al. (23) in 2019. 
 

The Food Technology Neophobia Scale 

  The scale that attempts to measure new food 

technologies based on FNS was developed by 

Cox and Evans in 2008 for individuals aged 18-

65. The FTNS scale is a 13-item, 4-factor,  

7-point Likert-type scale. It was designed  

based on responses from approximately 1,000 

Australian consumers. Each item contains seven 

categories ranging from "strongly disagree" (1 

point) to "strongly agree" (7 points). The score 

obtainable from the scale ranges from 13-91. It 

consists of four factors: New food technologies, 

unnecessary risk perception, healthy choice, 

information/media, etc. It was later retested 

(2010) to test its reliability and was found to be 

stable over time (24). Items 11, 12, and 13 are 

reverse-coded (24). Although there is no 

specific cut-off point, high scores obtained from 

the scale indicate high food technology 

neophobia. Additionally, some authors have 

converted the scale from the original 7-point 

Likert to a 5-point Likert. Cronbach's alpha was 

0.83 (7). In our study, the Cronbach's alpha for 

the scale was 0.717. Kahriman and Baş adapted 

the FTNS scale into Turkish in 2024. They 

reported a Cronbach's alpha coefficient for the 

scale, adapted to 12 items and three factors, of 

0.826 (24). Additionally, Ergin and Güzel (2024) 

adapted the scale into Turkish and reported a 

Cronbach's alpha of 0.92 (12).  
 

Analysis of data 

  In the analysis, descriptive statistics, including 

frequency (n), percentage (%), mean (M), and 

standard deviation (SD), were used. Reliability 

was assessed using Cronbach's alpha, and the 

results were evaluated. Distribution normality 

was tested according to Skewness and Kurtosis 

values. For parametrically distributed data, 

Student's t-test was used to compare two 

independent group means, and One-Way 

Analysis of Variance was used to compare three 

or more independent group means. The 

relationship between two continuous variables 

was investigated with Pearson correlation 

analysis. Data were analyzed in the Statistical 

Package for the Social Sciences version 26.0 

(SPSS 26) statistical package program. The 

significance level was set at p<0.05. In G*Power 

3.1.9.4, the minimum sample size required to 

detect an effect size of d=0.15, based on 

correlation analysis at 90% statistical power  

(1-β error probability) and α=0.05, was 

calculated as 459 (19, 20). At the end of the 

study, 489 volunteers aged 18 and above who  

met the inclusion criteria were recruited. The 

hypotheses formed are as follows: 
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H1: There is a difference in food neophobia level 

according to gender - H2: The food neophobia 

scale and its sub-dimensions are related to 

anthropometry - H3: The food neophobia scale 

is related to eating attitudes and the food 

technology neophobia scale. 

Results 

 Table 1 presents the distribution of participants' 

descriptive characteristics and the comparisons 

across the Food Neophobia scale total and sub-

dimensions. Among the research group, 76.3% 

were female, 78.1% were aged 18-30, 76.3% 

were single, and 65.2% had completed 

university or higher education. It was 

determined that 25.8% of the group currently 

smoked, and 77.1% used alcohol. It was 

determined that 62.6% of adults consumed 

more than three main and/or snack meals, 

54.2% reported good appetite, and 87.1% ate 

outside the home. 

 The Food Neophobia scale total scores for 

participants who ate outside the home were 

lower (p=0.005). Significant differences were 

found in the Food Neophobia willingness-to-

try-new-foods subscale score averages across 

age groups (p=0.038), appetite status (p= 

0.022), and eating outside the home (p=0.012). 

Willingness to try foods was significantly higher 

in the 18-30 age group than in the 31-45 age 

group. Trusting new foods was considerably 

higher in non-smokers compared to smokers.  

  Significant differences were determined 

between Food Neophobia trusting new foods 

subscale score averages and smoking 

(p=0.028), alcohol use (p=0.007), and eating 

outside the home (p=0.009) (Table 1). Trusting 

new foods was found to be significantly higher 

in alcohol users compared to non-users. Those 

with a good appetite had a substantially greater 

willingness to try new foods than those with a 

poor appetite. Those who did not eat outside 

the home had significantly higher levels of 

developing neophobia toward new foods, 

willingness to try new foods, and trusting  

new foods compared to those who ate outside. 

Table 2 presents the distribution of participants' 

anthropometric characteristics and their 

comparison according to the Food Neophobia 

scale total and sub-dimensions. It was found 

that 65.0% of the research group had a normal 

BMI, 84.0% had a normal waist circumference, 

69.1% had a normal waist-to-hip ratio, and 

77.3% had a normal waist-to-height ratio. The 

Food Neophobia willingness-to-try-new-foods 

subscale score averages were statistically 

significantly lower among individuals in the risk 

group for waist circumference (p=0.029), waist-

to-hip ratio (p=0.030), and waist-to-height ratio 

(p=0.040). In other words, those with waist-to-

height ratios, waist circumference, and  

Individuals with waist-hip ratios within normal 

limits are more willing to try new foods than 

those at risk. There were no differences in Food 

Neophobia scale total score averages, trusting 

new foods subscale score averages, or 

anthropometric measurements (p>0.05). 

  Table 3 presents the distribution of individuals' 

T-FNS, EAT-26, and FTNS scale and subscale 

score averages by gender. EAT-26 total, diet, 

bulimia, and food concern, and oral control 

sub-dimension score averages were found to 

be 17.09±12.52, 8.96±7.13, 3.01±3.62, and 5.12± 

4.54, respectively. EAT-26 total (p=0.022) and 

oral control (p=0.001) score averages were 

determined to be significantly higher in women 

compared to men. No differences were found 

in the average scores for the diet, bulimia, and 

food concern sub-dimensions by gender 

(p>0.05). According to the EAT-26 classification, 

abnormal eating behavior was identified in 

30.7% of participants, but no difference was 

observed between genders (p>0.05). 

  T-FNS total, willingness to try new foods 

subscale1, and trusting new foods subscale2 

score averages were 40.01±10.11, 4.02±1.84,  
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  Table 1. Distribution of participants' descriptive characteristics and their comparison according to the total 

and sub-dimensions of the Food Neophobia scale 
 

Variables n % 
T-FNS total 

T-FNS-willingness to try 

new foods subscale 

T-FNS-trust in new 

foods subscale 

x̄±SD x̄±SD x̄±SD 

Gender      

Women  373 76.3 39.95±9.73 4.04±1.82 3.15±1.44 

Man 116 23.7 40.19±11.27 3.95±1.90 3.16±1.49 

t   -0.205 0.470 -0.071 

p   0.838 0.639 0.943 

Age group      

18-30 382 78.1 40.58±9.85 4.13±1.82 3.22±1.46 

31-45 57 11.7 38.12±11.45 3.51±1.89 3.02±1.29 

46+ 50 10.2 37.82±10.07 3.78±1.89 2.80±1.47 

F   2.787 3.284 2.192 

p   0.063 0.038* 0.113 

Marital status      

Married 116 23.7 38.72±10.00 3.74±1.93 2.93±1.38 

Single 373 76.3 40.41±10.12 4.10±1.81 3.23±1.46 

t   -1.580 -1.861 -1.976 

p   0.115 0.063 0.050 

Education status      

Highschool and below 170 34.8 39.79±10.94 4.04±1.82 3.18±1.52 

University and above 319 65.2 40.12±9.65 4.01±1.85 3.14±1.41 

t   -0.342 0.200 0.235 

p   0.733 0.842 0.814 

Smoking      

No 316 64.6 40.66±9.45 4.03±1.81 3.27±1.43 

Some and quit 47 9.6 40.62±11.71 3.94±1.95 3.15±1.67 

Still smoking 126 25.8 38.13±10.89 4.02±1.88 2.87±1.38 

F   2.940 0.055 3.609 

p   0.054 0.946 0.028* 

Alcohol use      

No 112 22.9 39.80±10.98 4.30±1.94 2.83±1.46 

Yes 377 77.1 40.07±9.84 3.93±1.80 3.25±1.43 

T   -0.244 1.872 -2.728 

P   0.807 0.062 0.007** 

Number of meals      

Less than three 50 10.2 37.86±11.67 3.94±1.93 2.78±1.58 

Three meals 133 27.2 40.86±9.89 4.05±1.85 3.18±1.39 

3 meals + 306 62.6 39.99±9.90 4.02±1.83 3.21±1.44 

F   1.612 0.059 1.899 

p   0.201 0.943 0.151 

Appetite status      

Good  265 54.2 40.70±9.46 4.14±1.85 3.19±1.49 

Moderate 206 42.1 39.38±10.84 3.95±1.81 3.12±1.39 

Bad 18 3.7 37.00±10.13 2.94±1.73 3.11±1.53 

F   1.815 3.857 0.153 

p   0.164 0.022* 0.858 

Eating outside the home      

No  426 87.1 40.57±9.81 4.10±1.83 3.22±1.44 

Yes  63 12.9 36.24±11.29 3.48±1.87 2.71±1.45 

t   2.885 2.519 2.610 

p   0.005** 0.012* 0.009** 

*p<0.05  **p<0.01  
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and 3.16±1.45, respectively. FTNS total, FTNS-

subscale1, FTNS-subscale2, FTNS-subscale3, 

and FTNS-subscale4 score averages were 53.62 

±10.11, 24.39±6.40, 16.52±3.21, 8.19±2.96, and 

4.52±1.67, respectively. No relationship was 

found between FTNS total, FTNS-subscale1, 

FTNS-subscale2, FTNS-subscale3, and FTNS-

subscale4 score averages and gender (p>0.05).  

 Table 4 presents all correlations between 

individuals' food neophobia and subscale 

scores, other scales, and anthropometric 

measures. Significant positive correlations were 

between T-FNS total and FTNS total (r: 0.227, 

p<0.0001), FTNS-New food Technologies are 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

unnecessary (r: 0.229, p<0.0001), FTNS-healthy 

choice (r: 0.268, p< 0.0001), and a negative 

correlation with FTNS-information/media (r:-

0.135, p=0.003). As food neophobia increases, 

food technology neophobia also increases. 

Significant positive correlations were found 

between T-FNS trusting new foods subscale 

and FTNS total (r: 0.184, p<0.0001), FTNS-New 

food Technologies are unnecessary subscale 

(r:0.208, p<0.0001), FTNS-healthy choice sub-

scale (r:0.161, p<0.0001), and a correlation with 

FTNS-information/media subscale (r:-0.125, 

p=0.006). No difference was found between the 

T-FNS-willingness-to-try-new-foods subscale 

and the FTNS total or subscales (p>0.05). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2. Distribution of participants' anthropometric characteristics and their comparison according to the total and 

sub-dimensions of the Food Neophobia Scale 
 

Variables n % 
T-FNS total 

T-FNS-willingness to try 

new foods subscale 

T-FNS-trust in new 

foods subscale 

x̄±SD x̄±SD x̄±SD 

BMI Classification      

Thin 53 10.8 39.94±8.78 3.75±1.85 3.15±1.34 

Normal 318 65.0 40.44±9.99 4.10±1.82 3.13±1.44 

Preobese 90 18.4 39.80±10.56 4.00±1.90 3.22±1.44 

Obese  28 5.7 35.93±11.75 3.61±1.83 3.25±1.82 

F   1.733 1.060 0.139 

p   0.159 0.366 0.937 

Waist circumference 

(F≥88. M≥94) 

  
   

Normal  411 84.0 40.37±9.99 4.10±1.85 3.14±1.41 

Risky  78 16.0 38.13±10.56 3.60±1.76 3.26±1.63 

t   1.796 2.185 -0.609 

p   0.073 0.029* 0.544 

Waist/hip ratio  

(F>0.85; M>0.9) 

  
   

Normal  338 69.1 40.36±9.08 4.14±1.81 3.12±1.37 

Risky 151 30.9 39.21±12.08 3.75±1.88 3.23±1.60 

t   1.047 2.177 -0.671 

p   0.296 0.030* 0.503 

Weight/height ratio 

(>0.5) 

  
   

Normal  378 77.3 40.24±9.84 4.11±1.82 3.14±1.39 

Risky 111 22.7 39.21±10.96 3.70±1.87 3.22±1.63 

t   0.950 2.062 -0.461 

p   0.343 0.040* 0.645 
*p<0.05  
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  There were negative correlations between T-

FNS total and EAT-26 (r: -0.191, p<0.0001), Diet 

(r: -0.170, p<0.0001), Bulimia and food concern 

(r: -0.134, p=0.003), and Oral control (r: -0.152, 

p=0.001) sub-dimensions. As food neophobia 

increases, eating attitude decreases. Significant 

negative correlations were found between the 

T-FNS trusting new foods subscale and EAT-26 

(r:-0.116, p=0.010), the Bulimia and food 

concern (r: -0.102, p=0.024), and Oral control 

(r:-0.114, p=0.012) sub-dimensions. No 

difference was found between the T-FNS-

willingness to try new foods subscale and EAT-

26 and its sub-dimensions (p>0.05). Negative 

correlations were between T-FNS total and 

waist circumference (r: -0.191, p<0.0001) and 

waist-to-height ratio (r: -0.191, p<0.0001). As 

food neophobia increases, waist circumference 

decreases. No difference was found between  

T-FNS total, T-FNS-willingness to try new  

foods subscale, and T-FNS-trusting new foods 

subscale, and body weight, height, BMI, and 

waist-hip ratio. 
 

Discussion 

  FNS is widely used in the detection of food 

neophobia. The fundamental evolutionary 

mechanism in food neophobia is the rejection 

of unknown food with the thought that 

unfamiliar foods are less tasty and that foreign 

foods will harm their health and cause 

poisoning. According to a study, high 

environmental factors such as education level, 

income level, and socioeconomic status have 

been associated with decreased food 

neophobia (25). Since these concepts may 

overlap, this study aimed to examine the cross-

sectional relationship among food neophobia, 

eating attitude, and the Food Technology 

Neophobia Scale. Food Technology Neophobia 

Scale was developed by Cox and Evans in 2008 

for individuals aged 18-65. 

 Table 3. Distribution of individuals' T-FNS. EAT-26. FTNS scale. and subscale score averages by gender 

Variables  Total   Women 

(n=373) 

Men (n=116)   

 x̄±SD Min  Max  x̄±SD x̄±SD t p 

EAT-26 total 17.09±12.52 1 62 17.81±12.73 14.78±11.56 2.291 0.022* 

Diet  8.96±7.13 0 39 9.28±7.32 7.92±6.40 1.793 0.074 

Bulimia and food 

anxiety  
3.01±3.62 

0 15 
3.07±3.71 2.84±3.35 0.577 0.564 

Oral control  5.12±4.54 0 19 5.47±4.64 4.01±4.01 3.290 0.001** 

EAT-26 score classification (n/%)        

Normal eating 

behavior 

339 (%69.3)   254 (%74.9) 85 (%25.1) 
1.116 0.291 

Abnormal eating 

behavior 

150 (%30.7)   119 (%79.3) 31 (%20.7) 
    

T-FNS total 40.01±10.11 10 65     

willingness to try 

new foods 
4.02±1.84 

1 7 
    

Trust in new foods 3.16±1.45 1 7     

FTNS total 53.62±10.11 19 86 53.56±9.59 53.80±11.66 -0.200 0.841 

FTNS-subscale1 24.39±6.40 6 41 24.40±6.15 24.34±7.20 0.074 0.941 

FTNS-subscale2 16.52±3.21 4 28 16.43±3.05 16.82±3.67 -1.032 0.304 

FTNS-subscale3 8.19±2.96 2 14 8.24±2.86 8.04±3.27 0.629 0.529 

FTNS-subscale4 4.52±1.67 1 7 4.49±1.63 4.59±1.79 -0.587 0.557 
   *p<0.05   **p<0.01   ***p<0.001 
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  According to our study, the average score  

of the food technology neophobia in Turkish 

respondents was 53.62±10.11, and the average 

score of food neophobia was 40.01±10.11  

(Table 3), while the average score of neophobia  

In relation to food technology, the mean ± SD 

for Brazilian respondents was 47 ± 12 (26). In a 

study, significant relationships were observed 

between the FNS total score and the FTNS 

subscale score, and a weak but significant 

relationship between the FNS and FTNS (24). 

McKenzie et al. reported a larger correlation 

between FNS and FTNS (27). In our study, as 

food neophobia increases, food technology 

neophobia also increases. Kahriman et al. 

reported a mean FTNS score of 47.63±12.95, 

indicating a moderate level in the Turkish 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

sample. Attitudes toward new food technology 

vary across populations. Studies have reported 

that attitudes differ with respect to factors such 

as age, sex, income status, education level, 

place of residence, food technology 

neophobia, and environmental attitude. As the 

approach to new food technologies shapes the 

food industry and market, defining neophobia 

in a society is significant  (24). Significant 

relationships were observed in this study 

between FNS total scores and FTNS subscale 

scores, as reported by Kahriman et al. Internal 

consistency was 0.73 for the Portuguese version 

of the FTNS. In the Chinese version of the scale, 

the authors reported a Cronbach's alpha of 

0.876 across all items. A study exploring the 

psychometric properties of the scale in South 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 4. Correlation of individuals' food neophobia and subscale scores with scales and anthropometric findings 

 

T-FNS total 
T-FNS-willingness to try new 

foods subscale 

T-FNS-trust in new foods 

subscale 

 r p r p r p 

FTNS total 0.227 0.0001*** 0.011 0.811 0.184 0.0001*** 

FTNS- New food 

Technologies are 

unnecessary 

0.229 0.0001*** 0.030 0.513 0.208 0.0001*** 

FTNS- perception of risks 0.083 0.068 -0.061 0.176 0.081 0.072 

FTNS- healthy choice 0.268 0.0001*** 0.051 0.258 0.161 0.0001*** 

FTNS- information/media -0.135 0.003** -0.021 0.641 -0.125 0.006** 

EAT-26 -0.191 0.0001*** -0.068 0.131 -0.116 0.010* 

Diet -0.170 0.0001*** -0.051 0.259 -0.079 0.081 

Bulimia ve food anxiety -0.134 0.003** -0.022 0.625 -0.102 0.024* 

Oral control -0.152 0.001** -0.091 0.050 -0.114 0.012* 

Anthropometric 

measurement 
      

Body weight -0.036 0.425 -0.045 0.319 0.056 0.220 

Height -0.039 0.392 -0.052 0.255 0.009 0.840 

BMI -0.021 0.637 -0.021 0.648 0.057 0.208 

Waist circumference -0.126 0.005** -0.086 0.057 -0.040 0.382 

Waist/hip ratio -0.022 0.623 -0.085 0.061 -0.010 0.820 

Waist/height ratio -0.122 0.007** -0.083 0.067 -0.040 0.375 

*p<0.05   **p<0.01   ***p<0.0001 



 

 

 

 
  
 

71  

Food neophobia and food technology neophobia Gulcan Arusoglu 

Ulutas Med J 2025;11(4):62-73 

America reported a lower Cronbach's alpha 

value of 0.621 (12). In our research, the T-FNS 

scale had a Cronbach's alpha of 0.763. The 

FTNS Cronbach's alpha was 0.717. 

  Food neophobia is generally thought to 

change with age and increase with age. In 

another study, the increase in food neophobia 

was found to be associated with increasing age. 

This fact has also been associated with higher 

food neophobia levels in older individuals who 

have not been exposed to different food 

sources and have not grown up with diversity. 

In our study, the 18-30 age group had a higher 

willingness to try new foods than the 31-45 age 

group. In a study by Baygut, food neophobia 

was accepted as a behavioral characteristic 

affecting BMI by being associated with 

inadequate eating habits and low diet quality 

(28). In our study, no difference was found 

between BMI classification and total scale 

scores and subscale scores. At the same time, 

no significant difference was found between T-

FNS total, T-FNS-willingness to try new foods 

subscale, and T-FNS-trusting new foods 

subscale and body weight, height, BMI, and 

waist-hip ratio. In another study, it was found 

that neophobic individuals had lower BMI 

compared to neophilic individuals. The age 

group in our study was 18-30 years. Therefore, 

it can be suggested that the neophobia 

tendency may increase if BMI levels exceed the 

normal range in advanced age. In studies 

conducted with adults, food neophobia is 

associated with lower diet quality and higher 

BMI (29).  

  The key finding is that mean Food Neophobia 

scale scores were significantly lower among 

those who eat outside the home in our study. A 

significant difference was found in the mean 

subscale scores for willingness to try new foods 

across age groups, appetite status, and eating 

out of the home. The subscale on trusting new 

foods was significantly higher among non-

smokers than among smokers. Trusting in new 

foods was found to be considerably higher in 

alcohol users than in non-users. Willingness to 

try new foods was significantly higher among 

individuals with good appetite than among 

those with poor appetite. It was found that 

individuals who do not eat outside the home 

have substantially higher neophobia toward 

new foods, lower willingness to try them, and 

greater trust in them than those who eat 

outside the home (Table 1). In a Brazilian study, 

FTNS was not influenced by marital status and 

gender, but it was significantly influenced by 

age and education level. In our research, FTNS 

was not influenced by gender, marital status, or 

education level.  

  No differences were found in the total  

mean score of the food neophobia scale, the 

subscale mean for trusting new foods, or in 

anthropometric measurements. EAT-26 total 

and oral control mean scores were found to be 

statistically significantly higher in women. In our 

study, Individuals with waist-to-height ratios, 

waist circumference, and waist-to-hip ratios 

within the normal range are more willing to try 

new foods than those within the risky range. 

Results indicated that neophobia was not 

related to anthropometric measurements. 

  EAT-26 total (p=0.022) and Oral control 

(p=0.001) mean scores were found to be 

statistically significantly higher in women than in 

men. No significant difference was found 

between diet, bulimia, and food anxiety sub-

dimension mean scores and gender (p>0.05). 

As food neophobia increases, so does food 

technology neophobia. While food neophobia 

increases, eating attitude decreases. In a study 

evaluating food neophobia and orthorexia 

nervosa tendencies, it was insufficient to 

establish a relationship (29) clearly.  

  No difference was found between the food 

neophobia scale total score and anthro-

pometric measurements. Our study found no 
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differences in FN levels by gender. Additionally, 

in another trial, no differences between men 

and women were reported among individuals 

from Canada, Portugal, and Sweden (5).  

  We conducted this study through online 

platforms. Therefore, all data were based on 

participants’ statements. Furthermore, we 

included participants who volunteered for the 

study and were over 18 years of age. Given the 

socio-demographic characteristics, our sample 

comprises individuals with a high level of 

education. Therefore, studies need to address 

these problems and be conducted in more 

specific populations in Türkiye. 
 

Conclusion 

  Although created almost thirty years ago, the 

FNS remains the most widely used scale for 

evaluating individual FN and has been applied 

across a wide range of studies. It is essential to 

identify individuals with food neophobia 

throughout the country. Previous studies have 

consistently shown that FTNS is an effective  

tool for measuring neophobia toward foods 

produced using new technologies across 

cultures. We believe that measurements using 

the scale will be beneficial for disseminating the 

concept of conscious consumption by 

increasing individuals' relative awareness of 

their food preferences. 
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