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Abstract

Background: The Outpatient Physical Therapy Improve-
ment in Movement Assessment Log (OPTIMAL) isaself-re-
ported instrument designed to assess difficulty and confidence
in performing functional movements among physical therapy
outpatients. While the OPTIMAL has been trandated into sev-
eral languages, no validated Arabic version exists.

Aim of Study: This study aimed to trandate, culturally
adapt, and evaluate the psychometric properties of the Arabic
version of the OPTIMAL (OPTIMAL-AR) for use among Ar-
abic-speaking physical therapy outpatients.

Material and Methods: The study involved three expert
panels (10 experts each) and 880 adult outpatients (mean age:
35.21+9.00 years) from various physiotherapy clinics. The
OPTIMAL-Ar underwent trandlation, cultural adaptation, and
rigorous psychometric testing, including face validity, content
validity, construct validity, internal consistency reliability, and
test-retest reliability. Internal consistency was assessed using
Cronbach'’s alpha, while test-retest reliability was evaluated
using intra-class correlation coefficients (1CC). Construct va-
lidity was examined through factor analysis and correl ations
with the Activities-specific Balance Confidence (ABC) Scale.

Results: The OPTIMAL-Ar demonstrated excellent in-
ternal consistency, with Cronbach’s alpha values of 0.950 for
the total score, 0.908 for the difficulty domain, and 0.909 for
the confidence domain. Test-retest reliability was high, with
ICC values of 0.999 for the total score and individual domains
(p<0.001). Factor analysis revealed an eight-factor structure,
explaining 80.81% of the total variance. Strong negative cor-
relations were observed between the OPTIMAL-Ar and the
ABC Scale at baseline (r=—0.915, p=0.001) and one week
later (r=—0.914, p=0.001), confirming construct validity. The
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OPTIMAL-Ar was feasible, with an average completion time
of 17.41+3.69 minutes and minimal missing data (0.04+0.20
items).

Conclusion: The Arabic version of the OPTIMAL isare-
liable, valid, and feasible instrument for assessing functional
movement difficulty and confidence among Arabic-speaking
physical therapy outpatients. Its strong psychometric proper-
tiesmake it avaluable tool for clinical and research settings

Key Words: Cross-cultural adaptation — OPTIMAL — Arabic
version — Reliability — Validity — Physical therapy
— Functional movement.

Introduction

FUNCTIONAL movement is afundamental com-
ponent of physical rehabilitation, aiming to restore
an individual’ s ability to perform daily activities
efficiently [1]. The Outpatient Physical Therapy
Improvement in Movement Assessment Log (OP-
TIMAL) isaself-reported instrument designed
to assess difficulty and confidence in performing
functional movements among physical therapy out-
patients[2]. The ability to execute these movements
depends not only on physical capability but also on
an individual’ s self-efficacy and confidence in their
movement ability [3].

Self-reported outcome measures are widely
used in rehabilitation to assess a patient’ s function-
al limitations and treatment outcomes [4]. Ques-
tionnaires provide a practical and efficient way
to gather patient-reported data on quality-of-life
limitations, functional impairments, and treatment
effectiveness [5]. However, to ensure the validity
and reliability of these instruments across different
linguistic and cultural populations, rigorous trans-
lation and cultural adaptation are essential [6,7].
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Trandating and culturally adapting patient-re-
ported outcome measures, such asthe OPTIMAL
guestionnaire, is essential for ensuring the tool’s
effectiveness across diverse populations. The
translation process goes beyond language, aiming
to preserve the conceptual meaning and relevance
of each item to the target population. By achieving
this, clinicians can gather more accurate and cultur-
ally meaningful data, which is crucial for improv-
ing patient care [8,9].

A key challenge in cross-cultural adaptation lies
in preserving the psychometric properties of the
original instrument, such asreliability, validity, and
sensitivity [6]. Research has shown that even subtle
language and cultural differences can impact how
patients interpret questions, potentially altering
their responses and the instrument’ s validity. Thus,
itisessentia to rigorously test and adapt these tools
in the new context, as failure to do so can lead to
biased or unreliable results [10,11].

Most self-report measures in muscul oskel etal
care are hybrid measures that combine multiple
International Classification of Functioning, Disa-
bility, and Health (ICF) componentsinto asingle
measure [12]. An outcome measure that captures the
impact of a person’s confidence in performing ac-
tions would add an important dimension to under-
standing the rel ationship between physical therapy
interventions and function [2]. Therefore, assessing
patient confidence related to activity limitationsis
vital for overcoming functional deficits [13].

The use of validated outcome measures across
languages and culturesis growing in importance
as healthcare systems worldwide emphasize pa-
tient-centred care. These measures provide valua-
bleinsightsinto treatment effectiveness and quality
of life across diverse patient populations, helping
healthcare providers better address the needs of
multilingual and multicultural patients [14,15].

Adapting tools like the OPTIMAL question-
naire to different cultural contexts allows health-
care providers to capture patients’ experiences and
perceptions of their functional abilitiesin a cul-
turally sensitive manner. This approach enhances
the quality of patient-reported data, contributing
to more personalized and effective care, which is
especially relevant in regions with diverse cultural
backgrounds [16,17] .

While the OPTIMAL questionnaire has been
tranglated into Spanish and Italian [18,19], no val-
idated Arabic version exists. Given the increasing
need for culturally adapted assessment toolsin

Arabic-speaking populations, this study aimsto
trandate, culturally adapt, and evaluate the psycho-
metric properties of the Arabic version of OPTI-
MAL (OPTIMAL-Ar). Proper translation ensures
that conceptual meaning is preserved, allowing
clinicians to collect accurate and meaningful data
from Arabic-speaking patients [8,10] . Therefore, the
aim of the current study wasto trandate, cultur-
ally adapt, validate, and test the reliability of the
Arabic version of the Outpatient Physical Therapy
Improvement in Movement Assessment Log (OP-
TIMAL).

Material and Methods

This study was conducted across multiple
physiotherapy outpatient clinics between Septem-
ber 2023 and August 2024. The objectives were
to trandlate, culturally adapt, validate, and assess
the reliability of the Arabic version of the OPTI-
MAL (Outpatient Physical Therapy Improvement
in Movement Assessment Log), which evaluates
movement improvement following physiotherapy
interventions.

Sudy design:

The study design was a cross-cultural validation
of the Outpatient Physical Therapy |mprovement
in Movement Assessment Logon physical thera-
pyoutpatients. The research protocol was approved
by the ethical committee review board of the Fac-
ulty of Physical Therapy with reference number:
P.T.REC/012/004887. The current study authors
were granted permission by e-mail from the author
of the original English version to translate and cul-
turally adapt the Arabic version.

Participants:

Three expert panels (10 experts each) were
involved in this study to test the face and content
validity of OPTIMAL Arabic version. All experts
had experience not less than 10 years or at least
master’ s degreein physical therapy; the major part
of their work iswith Arabic population; also, they
were fluent in Arabic and English. Twenty patients
per item were chosen to estimate the sample size
for testing the psychometric properties of the OP-
TIMAL Arabic version (20). So, 880 patients (437
mal e patients and 443 femal e patients), were cho-
sen according to the following criteria: Their age
ranged between 18-60 years, took at least a month
of physiotherapy sessions and are able to read and
write in Arabic. Patients were reached from differ-
ent outpatient clinics by the help of the staff work-
ing there, each patient agreed to participate in the
study by signing a consent document that detailed
the procedure.
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Procedures:
Trandlation and cultural adaptation:

The OPTIMAL translation and cross-cultural
adaptation into Arabic version were done according
to the most recent and comprehensive guidelines of
Borsaet al. [21] and Sousa and Rojjanasrirat [22].
The Outpatient Physical Therapy Improvementin
Movement Assessment Log (OPTIMAL) isanin-
strument that measures difficulty and self-confi-
dence in performing 22 movements that a patient
needs to accomplish in order to do various func-
tional activities[2]. The OPTIMAL was developed
as a self-report instrument with 2 sections: The first
sectioncould efficiently assess the degree of diffi-
culty associated with activity limitations and the
second section assess the extent of confidencein
completing the activities [2]. An outcome measure
that could capture the impact of a person’s sense of
mastery over the ability to performactions would
add an important dimension to our understanding
of the relationship between physical therapy in-
tervention and function [2]. The response options
of the items include 5-point Likert scales plus a
“not applicable” option. The total score for each
scale can be calculated by summing all applicable
responses, with aresult of 22-110 when the re-
spondent completes al items. If 1 activity includ-
ed in the OPTIMAL is marked “not applicable,”
then it is completely deleted from the total score
and the maximum possible scoreis lower. Scores
approaching 0 represent good mobility and scores
approaching 100 indicate poor mobility (greater
physical disability) [19].

Forward trandation:

Arabic language translation of the OPTIMAL
English version was done by two independent na-
tive Arabic language translators and resulted into
two forward-translated versions of the log (A1
and A2). One translator was knowledgeabl e about
health terminology and the content area of the con-
struct of the tool in the Arabic, and the other trans-
lator was knowledge able about the cultural and
linguistic nuances of the Arabic language.

Synthesis of Versions Al and A2 into Al, 2:

A1l and A2 versions were compared and merged
by the researchers and research committee of ba-
sic science for physical therapy. Some of the fac-
ulty members at the faculty of physical therapy
were asked for help in resolving ambiguities and
discrepancies. This stage led to the development
of the preliminary initial translated Arabic version
(A1, 2).
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Blind back trandation:

The preliminary initial trandated Arabic ver-
sion (A1, 2) of thelog was tranglated into English
to produce two back-translated versions (B1 and
B2). Two trand ators independently participated
in the back trandlation, and they were blinded to
the original English version of the OPTIMAL dur-
ing this process. The two translators had distinct
backgrounds; one translator was knowledge able
about health terminology and the content area of
the construct of the tool in the English, and the oth-
er trandator was knowledge able about the cultural
and linguistic nuances of the English.

Expert committee:

The committee consisted of researchers, health
professionals, translators, and a language profes-
sional. The committee compared back translation
of the Log B1 with B2, and also compared both B1
and B2 with the original English version regarding
instructions, items, response format, wording, sen-
tence structure, meaning, and relevance. The com-
mittee reviewed all the trandlations (A1 and A2,
Al, 2, B1 and B2) and the written report comparing
the back translations with the forward-tranglation
A1l,2. Based on those trand ations, the preliminary
initial translated Arabic version was considered to
be the prefinal Arabic version of the OPTIMAL.

Face and content validity:

Three expert panels tested the prefinal Ara-
bic version of the OPTIMAL for face and content
validity. Thefirst expert panel (10 experts) were
asked to evaluate each item of the tool for clarity
(face validity) and provide suggestions to improve
its clarity; dichotomous questions (clear/unclear)
is used. According to the suggestions of the first
expert panel, slight changes had been made to im-
prove the clarity index to the minimum acceptable
value (80%; Borsaet al., 2012) so that it can be
given to the patients. Then the second expert panel
reassessed the clarity of modified prefinal Arabic
version of the OPTIMAL. Then the third expert
panel (10 experts) was asked to evaluate each item
of the modified prefinal Arabic version of the scale
for content equivalence (content-related validity)
using the following scale: 1 = not relevant; 2 = un-
able to assess relevance; 3 = relevant but needs mi-
nor alteration; 4 = very relevant and succinct and
give suggestions to improve its relevance (1 and 2
considered not relevant, 3 and 4 considered rele-
vant). After the modified prefinal version passed
expert face and content validity tests, it was named
thefinal version.
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Full psychometric testing:

To establish the initial full psychometric
properties of the newly translated, adapted, and
cross-validated Arabic version of OPTIMAL, 880
patients participated in this study. Patientsfilled
out the Arabic version of OPTIMAL aong with the
Arabic version of the Activities-specific Balance
Confidence (ABC) Scale [22], and 1 week later, the
patient refilled out the two questionnaires.

Satistical analysis:

Statistical analysis was conducted through the
statistical package for social studies (SPSS) version
25 for windows (IBM SPSS, Chicago, IL, USA).
Descriptive stetistical analysis on the sample was
performed using means and standard deviations for
numerical data and using frequency and percent-
age for categorical data. Continuous variables were
presented as mean and standard deviation, while
categorical variables were expressed as frequencies
and percentages. Test—retest and internal consisten-
cy analyses were conducted to assess the reliability
of the Arabic version of the back OPTIMAL. In-
ternal consistency, which evaluates whether items
within the total score measure the same underlying
construct, was assessed using Cronbach’ s a pha.
Test—retest reliability was evaluated using the two-
way mixed intraclass correlation coefficient (1CC),
with 95% confidence interval values of >0.8 con-
sidered to indicate a high level of correlation. Fea-
sibility was examined by analyzing the frequency
of missing responses per item and the average ad-
ministration time. The level of significance for all
statistical tests was set at p<0.05. Face and content
validity were assessed descriptively, with content
validity measured through the item content validi-
ty index (I-CV1) and scale content validity indices
(SCVI/Ave and S-CVI/UA). Construct validity
was assessed through factor analysis and external
construct validation. External construct validity, in-
dicating the degree of agreement between the OP-
TIMAL and the Activities-specific Balance Confi-
dence (ABC) Scale, was examined using Pearson
correlation coefficients for responses at baseline
and one week later. Finally, ceiling and floor ef-
fects were assessed by calculating the percentage
of participants who achieved the lowest and highest
possible total scores on the Arabic version of the
back OPTIMAL.

Results

Subject characteristics:

The study included 880 adult outpatients with
mean age of 35.21+9 years. They attended an av-
erage of 13.91+1.66 physiotherapy sessions, with

50.3% females and 49.7% males. Most participants
(94.0%) had higher education, with smaller per-
centages having post-graduate or secondary educa-
tion. About 75.8% of subjects were married, 19.2%
single, 3.6% divorced, and 1.4% widowed. The
largest groups worked in healthcare (23.3%) and
administration (20%). Common diagnoses were
lumbar issues (17.4%), carpal tunnel syndrome
(14.8%) and tendonitis. (Table 1).

Table (1): General characteristics of the subjects.

Mean + SD Mini- Maxi-
mum mum
Age (years) 35.21+9.00 18 59
Number of sessions 13.91+1.66 12 19
N %

Sex distribution:

Femaes 443 50.3

Males 437 49.7
Educational level:

Higher Education 826 94.0

Post graduate studies 42 4.7

Secondary 12 14
Marital status:

Divorced 32 3.6

Married 666 75.8

Single 170 19.2

Widowed 12 14
Occupation:

Accounting/Finance 133 15.0

Administration 176 20.0

Engineering/Technical 129 14.7

Healthcare 205 23.3

Education 158 18.0

Other 79 9.0
Diagnosis:

Sprains 80 9.1

Carpa Tunnel Syndrome 110 124

Cervical Issues 95 10.8

Shoulder Issues 100 114

Lumbar Issues 130 14.8

Meniscal Tears 105 11.9

Tendinitis 130 14.8

Tennis Elbow 130 14.8

SD: Standard deviation.

Face validity:

Ten experts (5 females and 5 males) participat-
ed in this study to assess the face validity of the
Arabic version of the OPTIMAL questionnaire. All
participants held Ph.D. degrees; nine were univer-
sity faculty members, and one was a consultant.
The expert panel had amean + SD of 14.5+4.17
years of professional experience, ranging from 10
to 20 years.
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The mean index of clarity of Arabic version of
The OPTIMAL questionnaire was 95.91% which
isexcellent. The index of clarity of Arabic version
of The OPTIMAL questionnaire ranged from 80%
to 100%. 18 items (81.8%) received a clarity index
of 100% and 4 items (18.2%) had clarity indices
between 80% and 90%.

Content validity:

Ten experts (4 females and 6 males) participat-
ed in this study to assess the content validity of the
Arabic version of the OPTIMAL questionnaire. All
participants held Ph.D. degrees and were university
faculty members. The expert panel had a mean +
SD of 14.30+3.37 years of professional experience,
ranging from 11 to 20 years.

The Arabic version of the OPTIMAL demon-
strated excellent content validity, the scale CVI
(S-CVI) was 0.99. 21 out of 22 items (95.5%) re-
ceived an I-CVI of 100%, indicating full agreement
on their relevance. Item Q1 had an I-CVI of 0.9%.
The S-CVI/UA (Universal agreement) is 0.95.

Construct validity:

The correlation between ABC scale and the
OPTIMAL at baseline was strong negative signifi-
cant correlation with difficulty domain (r=—0.875,
p=0.001), strong negative significant correlation
with confidence domain (r=—0.898, p=0.001), and
was strong negative significant correlation with to-
tal score of the OPTIMAL (r=-0.915, p=0.001).

The correlation between ABC scale and the
OPTIMAL at 1 week was strong negative signifi-
cant correlation with difficulty domain (r=—0.873,
p=0.001), strong negative significant correlation
with confidence domain (r=—0.898, p=0.001), and
was strong negative significant correlation with
total score of the OPTIMAL (r=—0.914, p=0.001).
(Table 2).

Table (2): Correlation between the OPTIMAL and the ABC
scale at baseline and 1 week.

Baseline 1 Week
OPTIMAL
r-vaue p-value r-value p-vaue
ABC scale:
Difficulty -0.873 0.001 -0.873  0.001
Confidence  -0.898 0.001 -0.898  0.001
Total score  -0.914 0.001 -0.914 0.001
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Reliability:
- Internal consistency of the Arabic version of the
OPTIMAL:

Cronbach’ s a pha was used to assess the internal
consistency of the OPTIMAL measure. The Arabic
version of OPTIMAL showed excellent internal
consistency with Cronbach’s alpha of 0.950. The
difficulty domain had a Cronbach’s alpha of 0.908
and the confidence domain had a Cronbach’s alpha
of 0.909, both had excellent internal consistency.
(Table 3).

Table (3): Cronbach’s Alphafor Arabic version of OPTIMAL.

The OPTIMAL 44 0.950 0.945- 0.955
Difficulty 22 0.908 0.899- 0.917
Confidence 22 0.909 0.900-0.918

Cronbach’s alphaif item deleted

Difficulty
QL Q2 Q3 Q4 Q5 Q6 Q7 Q8 9
0.907 0.906 0.903 0.905 0.904 0.906 0.906 0.905 0.901
Q10 Q11 Q12 Q13 Q14 Q15 Q16 Q17 Q18
0.905 0.906 0.902 0.903 0.903 0.902 0.904 0.903 0.901
Q19 Q20 Q21 Q22
0.906 0.907 0.905 0.903

Confidence

QL Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9
0.908 0.906 0.905 0.903 0.906 0.907 0.905 0.906 0.902
Q10 Q11 Q12 QI3 Q14 QI5 Q16 Q17 Ql8
0.905 0.904 0.907 0.902 0.907 0.904 0.906 0.903 0.905
Q19 Q20 Q21 Q2
0.906 0.905 0.903 0.904

r-value: Pearson correlation coefficient.
p-value: Probability value.

Cl: Confidence interval.

- Test-retest reliability of the Arabic version of THE
OPTIMAL:

The Arabic version of the OPTIMAL demon-
strated high test-retest reliability across al sections.
The Intraclass Correlation Coefficient (ICC) for the
total score was 0.999, with a 95% confidence inter-
val (CI) of 0.999-1. The difficulty domain showed
high test-retest reliability with an ICC of 0.999 and
95% CI of 0.999-0.999. The confidence domain
also showed high test-retest reliability with an ICC
of 0.999 and 95% CI of 0.999-0.999. (Tables 4,5).
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Table (4): Test-retest reliability of the Arabic version of the OP-

TIMAL.
(95% Cl)
The OPTIMAL ICC Lower Upper value
bound bound
Total score 0.999  0.999 0.999 0.001
Difficulty domain 0999  0.999 0999 0.001
Confidencedomain 0.999  0.999 0.999 0.001

ICC: Intraclass correlation coefficient value.
Cl : Confidence Interval.
p-value: Probability value.

Feasibility:

The time required to complete the questionnaire
varied among participants, with the majority taking
between 12 to 20 minutes (81.9%). The mgjority of
respondents (47.8%) completed the questionnaire
within 16-20 minutes, followed by 34.1%, required
12-15 minutes. A smaller proportion of participants
(17.6%) required 21-25 minutes, while only 0.4%
required 26-30 minutes (Table 6, Fig. 1). There
were 0.04+0.20 missed items with minimum of O
and maximum of 2 items.

Table (5): Test-retest reliability of difficulty and confidence domain items of the Arabic version of the OPTIMAL.

Difficulty domain Confidence domain
(95% CI) (95% Cl)
ICC > ICC >

Lower Upper vaue Lower Upper value

bound bound bound bound
Q1 Lying Flat 0.999 0.999 0.999 0.001 0.965 0.960 0.969 0.001
Q2 Rolling Over 0.997 0.997 0.998 0.001 0.967 0.963 0.971 0.001
Q3 Moving-Lying to Sitting 0.998 0.997 0.998 0.001 0.922 0.911 0.932 0.001
Q4 Sitting 0.889 0.873 0.902 0.001 0.983 0.981 0.985 0.001
Q5 Squatting 0.998 0.998 0.998 0.001 0.992 0.991 0.993 0.001
Q6 Bending/Stooping 0.999 0.999 0.999 0.001 0.992 0.991 0.993 0.001
Q7 Balancing 0.997 0.997 0.998 0.001 0.993 0.993 0.994 0.001
Q8 Kneeling 0.998 0.998 0.998 0.001 0.983 0.981 0.985 0.001
Q9 Standing 0.997 0.997 0.998 0.001 0.922 0.911 0.932 0.001
Q10  Walking Short Distance 0.999 0.999 0.999 0.001 0.999 0.998 0.999 0.001
Q11  walking Long Distance 0.997 0.997 0.998 0.001 0.999 0.998 0.999 0.001
Q12  Walking Outdoors 0.999 0.999 0.999 0.001 0.999 0.998 0.999 0.001
Q13 Climbing Stairs 0.999 0.999 0.999 0.001 0.999 0.998 0.999 0.001
Q14  Hopping 0.999 0.999 0.999 0.001 0.999 0.998 0.999 0.001
Q15 Jumping 0.999 0.999 0.999 0.001 0.999 0.998 0.999 0.001
Q16 Running 0.999 0.999 0.999 0.001 0.999 0.998 0.999 0.001
Q17  Pushing 0.999 0.999 0.999 0.001 0.999 0.998 0.999 0.001
Q18  Pulling 0.997 0.997 0.998 0.001 0.998 0.998 0.999 0.001
Q19 Reaching 0.999 0.999 0.999 0.001 0.998 0.998 0.998 0.001
Q20 Grasping 0.93 0.920 0.939 0.001 0.922 0.911 0.932 0.001
Q21  Lifting 0.999 0.999 0.999 0.001 0.998 0.997 0.998 0.001
Q22 Carrying 0.999 0.999 0.999 0.001 0.999 0.999 0.999 0.001

ICC: Intraclass correlation coefficient value.

Table (6): Frequency distribution of time needed to fill the

questioner in minutes.

Cl: Confidence Interval.  p-value: Probability value.

Timeintervals (min) Frequency Percent
12-15 minutes 300 341
16-20 minutes 121 47.8
21-25 minutes 155 17.6
26-30 minutes 4 04

Time
0.4%
17.6% 34.1%
47.8%
12-15 minutes 16-20 minutes
21-25 minutes 26-30 minutes

Fig. (1): Distribution of time needed to fill the questioner in minutes.
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Discussion

The results of the current study demonstrate that
the Arabic version of the OPTIMAL questionnaire
isavalid and reliable tool for assessing functional
movement among Arabic-speaking physical thera-
py outpatients. The findings align with previous re-
search on translated versions of the OPTIMAL, in-
cluding the Spanish and Italian adaptations [18,19] .

The face validity of the Arabic-language ver-
sion of the OPTIMAL questionnaire was excellent,
as assessed by three expert panels. The first panel
consisted of Ten experts (6 females and 4 males)
who participated as expert panel 1 to assess the face
validity of the Arabic version of the OPTIMAL
questionnaire. All participants held Ph.D. degrees;
five were university faculty members, and five were
consultants. The expert panel had amean £ SD of
15.40+3.20 years of professional experience, rang-
ing from 10 to 20 years. Thefirst panel evaluated
the clarity of the items, achieving a clarity index
of 82.1%, which led to modifications in the ques-
tionnaire. These changes were implemented, and
the revised pre-final form was sent to the second
panel, which further refined the content. The third
panel reviewed the modified pre-final version and
achieved afinal clarity index of 96.9%. Although
face validity is not always evaluated in studies val-
idating similar questionnaires, it was deemed that
it is essential to include this step. Face validity
involves experts critically assessing whether the
questionnaire items appropriately reflect the con-
struct being measured [23]. This ensures that each
item aligns conceptually with the intended domains
of the construct, strengthening the overall validity
of the instrument.

Content validity assessment revealed strong
agreement among expert panels, with 21 out of 22
items (95.5%) received an |-CV1 of 100%, indi-
cating full agreement on their relevance. Item Q1
had an I-CVI of 0.9%. The S-CVI/Ave (average) is
0.99, which is an excellent score. Thisreflects the
overall agreement among experts across al items
on the scale. The SS-CVI/UA (Universal agreement)
is0.95 [24], meaning that 95% of the items had
unanimous agreement among all experts, whichis
also considered strong. These values are compara-
ble to prior adaptations of functional movement as-
sessment tools, supporting the comprehensiveness
and clarity of the Arabic OPTIMAL.

Construct validity was confirmed through
strong negative correlations with the ABC Scale,
reinforcing the questionnaire’ s ability to measure
physical function. The high internal consistency
(Cronbach’ s apha = 0.96) further supportsitsrelia-
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bility, consistent with findings from Guccione et al.
21 and Riddle et al. [25].

The sample size of 880 participants was suitable
and adequate for factor analysis. The Arabic ver-
sion of the OPTIMAL was found to have eight fac-
torial structures according to the scree plot graph.
The total variance analysis revealed that these eight
factors accounted for 80.81% of the total variance.
The results of this study differ from those of Vanti
et al. (18], who reported only four factorsin the Ital-
ian version. Whereas Pinto-Carral et al. [19], iden-
tified 3 factors (trunk, upper limb, and lower limb
mobility), in the Spanish version of the OPTIMAL.
This aligned with Guccione et al. [2] who identified
3 factorstoo for the original version of the OPTI-
MAL. Thisdifference likely reflects cultural and
linguistic variations in how movement tasks are
perceived, aswell as methodological differencesin
analysis. The authors of the current study support
the interpretation of the eight-factor structure, as
the number of questionsin the Arabic version was
sufficient to yield arobust factorial composition.

Test-retest reliability, assessed via |CC values,
demonstrated excellent stability over time, with to-
tal score ICC values of 0.95, aligning with prior
research [2,25]. Specifically, the ICC for the “ Diffi-
culty” subscale was 0.96, and for the “ Confidence”
subscale, it was 0.97 (p<0.0001). These findings
align with the results of previous studies on the
original English version of the OPTIMAL, where
ICC values ranged from 0.93 to 0.97 for different
subscales [2,25] .

The feasibility of the Arabic version of the Out-
patient Physical Therapy Improvement Movement
Assessment Log (OPTIMAL) was assessed by
calculating the missed item index and the average
time required to complete the questionnaire. The
scale items were completed by 99.5% of partici-
pants across all sheets, with an average response
time of 17.41+3.69 minutes. Thisresultisin line
with previous studies assessing the feasibility of
other trandated versions of the OPTIMAL, such
as the Spanish version, where a completion rate of
99.4% and aresponse time of 11.8 minutes (SD +
1.1) were reported [19]. These findings indicate that
the Arabic version of the OPTIMAL isfeasible and
user-friendly for participants in outpatient physio-
therapy settings, providing valuable insightsinto its
practicality for awider range of cultural contexts.

In this study, the presence of ceiling and floor
effects were assessed in the Arabic version of the
Outpatient Physical Therapy Improvement Move-
ment Assessment Log (OPTIMAL). According to
Limet al. [26], aceiling effect is considered present
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if more than 15% of patients achieve the highest
possible score, and afloor effect is considered pres-
ent if more than 15% of patients score the lowest
possible value. This study’ s results indicated a floor
effect of 7% and a ceiling effect of 8%, meaning
that fewer than 15% of participants scored at the ex-
treme ends of the scale. These findings suggest that
the Arabic version of the OPTIMAL demonstrated
good discriminative ability and no significant floor
or ceiling effects, ensuring that the scale was able
to accurately capture variations in participant per-
formance in outpatient physiotherapy settings.

Limitations;

« The study lacked longitudinal construct validity,
and future research should evaluate the question-
naire s responsiveness over time.

» The questionnaire was completed in aclinical
setting, which might influence how participants
respond (e.g., feeling rushed or trying to “please’
the therapist).

* Psychological and social variables (e.g., motiva-
tion, depression, fear of movement) that could in-
fluence self-reported movement limitations were
not examined.

* Although expert panels were involved, patients
themselves may not have been consulted during
cultural adaptation missing direct insight from
end users.

Conclusion:

The Arabic OPTIMAL isavalid, reliable, and
feasible tool for assessing functional movement in
Arabic-speaking physiotherapy patients. Rigorous
translation and cultural adaptation ensured equiv-
alenceto the original version, while psychometric
testing confirmed excellent internal consistency (o
=0.95), test-retest reliability (ICC = 0.999), and
strong validity (correlation with ABC Scale:r*
=-0.914). Its eight-factor structure (80.81% vari-
ance) reflects cultural uniqueness. Clinically prac-
tical (completion time: ~17 minutes) and free of
floor/ceiling effects, it addresses a critical need in
Arabic rehabilitation. This study fillsacritical gap
by providing a culturally adapted, psychometrical-
ly sound tool to evaluate movement improvement
in Arabic-speaking rehabilitation contexts, aligning
with global efforts to standardize patient-centered
outcome measures.
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