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Abstract

Aims/Background: The World Health Organization Disability Assessment Schedule 2.0 (WHODAS 2.0) is extensively used interna-
tionally for assessing disabilities across diverse cultures and health conditions; however, psychometric validation of its Arabic version
remains scarce. This study aimed to evaluate the psychometric properties regarding the Arabic WHODAS 2.0 using Rasch analysis,
providing the first validation evidence of reliability, validity, dimensionality, and item functioning among individuals with disabilities
in Arabic-speaking populations. Methods: This cross-sectional study included 486 Arabic-speaking participants. Rasch analysis was
performed using WINSTEPS software to assess item fit, item and person reliability, unidimensionality, separation indices, differential
item functioning (DIF), and category functioning. Results: The Arabic WHODAS 2.0 showed strong person (0.80) and item (0.99) relia-
bility, with adequate item-person targeting. Most items fit the Rasch model, except for World Health Organization Disability Assessment
Schedule 5 (WHODAS5), which displayed misfit and disorder thresholds. Principal component analysis supported unidimensionality
(53.4% variance explained), and no significant DIF was detected across the demographic groups. Conclusion: The Arabic version of the
WHODAS 2.0 is a reliable and valid tool for assessing disability in Arabic-speaking populations. Overall, it demonstrated strong psycho-
metric properties, although the WHODAS5 requires revision. This scale is suitable for clinical and research use, with recommendations
for further qualitative validation and longitudinal testing.
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1. Introduction

The widely accepted definition of disability, as delin-
eated in the United Nations Convention on the Rights of
Persons with Disabilities, refers to individuals who have
long-term physical, mental, intellectual, or sensory impair-
ments which, in interaction with several barriers, can hinder
their full and equal participation in society [1,2]. Disability
ultimately results from the confluence of impairments (e.g.,
visual) and environmental, social, or personal obstacles [3].
The World Health Organization (WHO) estimates that 1.3
billion individuals worldwide have a disability [4], a figure
projected to rise with the growth and aging of the global
population. A recent analysis found that all-cause mortality
was 2.24 times higher among individuals with impairments
than among those without disabilities [5]. Individuals with
disabilities are at a higher risk of adverse health outcomes
and increased mortality, which may be attributed to under-
lying impairments or health conditions, elevated exposure

to risk factors, such as malnutrition, and significant barriers
to accessing healthcare. These disparities are largely influ-
enced by social determinants of health, which play a signif-
icant role in determining overall well-being and access to
services [6,7].

The World Health Organization Disability Assess-
ment Schedule 2.0 (WHODAS 2.0) is an internationally
validated tool designed to assess functioning and disabil-
ity across different cultures and health conditions. Al-
though it has been translated into multiple languages, com-
prehensive psychometric validation of the Arabic version—
particularly through modern methods like Rasch analysis—
remains scarce [8–10]. Traditional validation using Classi-
cal Test Theory (CTT) has provided limited insights, of-
fering surface-level metrics without addressing item-level
functioning or measurement invariance across subpopula-
tions. In contrast, the Rasch model—rooted in item re-
sponse theory—enables deeper evaluation of item fit, uni-

https://www.imrpress.com/journal/BJHM
https://doi.org/10.31083/BJHM50378
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://orcid.org/0000-0002-5115-6182
https://orcid.org/0000-0002-6145-4466
https://orcid.org/0000-0002-1275-3953
https://orcid.org/0009-0002-4561-7939
https://orcid.org/0009-0009-1555-1853
https://orcid.org/0000-0002-5112-3508


dimensionality, person and item reliability, and differential
item functioning (DIF), providing a more robust framework
for scale validation [11].

In the Arab world, there is a pressing need for cul-
turally sensitive, psychometrically sound instruments to as-
sess disability in both clinical and research contexts. Vali-
dating the WHODAS 2.0 using advanced psychometric ap-
proaches is essential. The Rasch model, a modern mea-
surement theory grounded in probabilistic principles, trans-
forms ordinal-level data into interval-level measures, al-
lowing for the assessment of both item difficulty and per-
son ability on the same scale. It offers several advantages
over traditional approaches, including its capacity to eval-
uate item-level fit, ensure unidimensionality, assess mea-
surement precision through reliability and separation in-
dices, and detect DIF across subgroups. Unlike CTT, Rasch
analysis provides sample-independent item calibrations and
item-independent person measures, enhancing the scale’s
generalizability and interpretability. Applying the Rasch
model, therefore, enables a more rigorous and nuanced val-
idation of assessment tools like WHODAS 2.0 [12]. There-
fore, this study aimed to examine the psychometric prop-
erties of the Arabic version of WHODAS 2.0—specifically
evaluating its validity, reliability, item fit, unidimensional-
ity, and DIF—using the Rasch model via WINSTEPS soft-
ware. Notably, this is the first study to apply Rasch analysis
for validating the Arabic WHODAS 2.0 among individuals
with disabilities, thus contributing novel evidence on its ap-
propriateness for this population.

2. Methods
2.1 Study Design and Setting, Sample Size, and Data
Collection

This cross-sectional, descriptive study was conducted
in Saudi Arabia across various healthcare levels, includ-
ing primary, secondary, and tertiary centers. Participants
were recruited from outpatient clinics, rehabilitation units,
and community health programs. A total of 486 individ-
uals with disabilities participated. Inclusion criteria were:
(1) self-identified or clinically documented physical, sen-
sory, intellectual, or mental disability, and (2) ability to pro-
vide informed consent and complete the questionnaire inde-
pendently. Exclusion criteria included acute illness or se-
vere cognitive impairment that could hinder questionnaire
completion [13]. Data collection for this study was con-
ducted between September 2024 and January 2025, ensur-
ing coverage within an appropriate timeframe for cross-
sectional analysis. In addition to administering the WHO-
DAS 2.0 questionnaire, demographic and social informa-
tion was also collected from participants, including gender,
age, education level, marital status, main work status, res-
idence (urban/rural), and living situation. These variables
were analyzed to examine group differences in disability
scores and are presented in Table 1.

2.2 Instrument and Translation
The WHODAS 2.0, an internationally recognized

measure of health and social disability developed by the
WHO [14,15]. It balances the depth of information pro-
vided about an individual’s functionality and disability with
the ease of administration. The tool exists in two variants:
one with 36 items that offers detailed evaluation, and the
other with 12 items intended for rapid assessment. Re-
spondents answer each item using a 5-point Likert scale
from “none” to “extreme or cannot do”, and scoring can be
done through simple summation or more intricate methods
based on item-response theory, as WHO suggests. WHO-
DAS 2.0 has a broad scope that covers clinical evaluations,
health surveys, and research studies to assess disability,
monitor treatment results, and policy evaluation. Because
it can be administered in multiple languages via self-report,
interviewer-led, and proxy methods, WHODAS 2.0 is flex-
ible and enhances both clinical and research [16–19].

The translation ofWHODAS 2.0 into Arabic followed
a standardized forward-backward translation process in ac-
cordance with the WHO guidelines for cross-cultural adap-
tation of instruments [20]. Initially, two independent bilin-
gual translators performed forward translations from En-
glish to Arabic. The translations were reconciled into a
single version through expert consensus. This preliminary
Arabic version was back-translated into English by three
independent translators who were unfamiliar with the orig-
inal scale. Discrepancies were discussed and resolved by
a committee consisting of language and subject-matter ex-
perts. The final version was pilot-tested on a small sample
to ensure clarity, cultural relevance, and conceptual equiv-
alence to the original instrument.

2.3 Data Analysis
Rasch analysis was conducted usingWINSTEPS soft-

ware (version 5.5.3), developed by John M. Linacre (Win-
steps.com, Beaverton, OR, USA), to evaluate the psycho-
metric properties of the Arabic version of WHODAS 2.0,
including item fit, scale functioning, and measurement reli-
ability [21–23]. The Rasch rating scale model was adopted
to assess item fit, personal and item reliability, separa-
tion indices, scale dimensionality, and category function-
ing. Item and person fit statistics were evaluated using infit
and outfit mean squares (MNSQ) and standardized z-values
(ZSTD). The acceptable MNSQ values ranged between 0.5
and 1.5. Reliability and separation indices were obtained
to assess the internal consistency and discrimination ability
of the items and participants. Unidimensionality was tested
through principal component analysis (PCA) of residuals,
with the variance explained by the Rasch dimension ex-
pected to exceed 50% and the first contrast eigenvalue ide-
ally below 2.0. Additionally, mean person measure and
mean item measure were calculated to determine the rel-
ative positioning of item difficulty and participant ability
along the logit scale, providing insights into scale target-
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Table 1. Demographic features of the sample (N = 486).
Category Variable N % WHODAS 2.0 score p-value

Gender
Male 152 31.30 2.50 ± 1.08

0.621
Female 334 68.70 2.55 ± 1.05

Age

Less than 18 66 13.60 2.88 ± 1.12

< 0.001
18–24 years 22 4.50 2.52 ± 1.03
24–39 years 128 26.30 2.07 ± 0.81
40–65 years 187 38.50 2.52 ± 1.17

More than 65 years 83 17.10 2.54 ± 1.06

Education

I don’t read or write 173 35.60 2.87 ± 1.12

< 0.001
School or pre-university 191 39.30 2.51 ± 1.03

University 112 23.00 2.06 ± 0.81
Post-graduate 10 2.10 2.51 ± 1.17

Marital status

Never married 159 32.70 2.35 ± 1.11

< 0.001
Currently married 210 43.20 2.46 ± 0.97

Separated 28 5.80 2.54 ± 0.94
Divorced 15 3.10 2.50 ± 0.94
Widowed 74 15.20 3.20 ± 1.06

Main work status

Paid work 72 14.80 2.06 ± 0.86

< 0.001

Unemployed for health reasons 22 4.50 2.67 ± 1.04
Student 70 14.40 2.38 ± 1.14
Retired 66 13.60 2.76 ± 1.05

Unemployed for other reasons 45 9.30 2.44 ± 1.04
Housewife 192 39.50 2.77 ± 1.05

Self-employment 19 3.90 2.00 ± 0.84

Residence
Rural 240 49.40 2.54 ± 1.02

0.686
Urban 246 50.60 2.53 ± 1.10

Living situation
Alone 26 5.30 2.08 ± 0.99

0.023
With family 460 94.70 2.52 ± 1.06

Total 486 100
Regarding the use of mean ± SD for presenting the data, although non-parametric tests were used for analy-
sis, we opted to report the central tendency using mean± SD for better interpretability and consistency with
previous WHODAS 2.0 validation studies. Mean ± SD remains commonly used even for skewed clinical
data when comparing with established norms or benchmarks, and it facilitates clearer comparisons across
studies. However, statistical testing was appropriately based on non-parametric methods due to the distri-
bution characteristics. WHODAS 2.0, World Health Organization Disability Assessment Schedule 2.0; SD,
standard deviation.

ing. DIF was also examined to detect potential item bias.
Finally, category probability curves were reviewed to en-
sure that response options functioned in an ordered and in-
terpretable manner. Items demonstrating a poor fit or dis-
ordered thresholds were flagged for further review.

Statistical analyses were performed using IBM SPSS
Statistics (version 26), developed by IBM Corporation (Ar-
monk, NY, USA). Descriptive statistics, such as means,
standard deviations, percentages, and frequencies, were
employed to summarize the participants’ demographic
characteristics and WHODAS 2.0 scores, providing an
overview of the sample distribution and scale responses.
Normality of the data was assessed using the Shapiro–Wilk
test. Due to violations of normality assumptions in vari-
ables, non-parametric tests were employed. The Mann–

Whitney U test was used to examine differences in WHO-
DAS scores between dichotomous variables, such as gen-
der (male vs. female), residence (rural vs. urban), and liv-
ing situation (alone vs. with family). The Kruskal–Wallis
test assessed differences across multi-category variables,
including age group, education level, marital status, and
main work status. A significance threshold of p< 0.05 was
applied to determine statistical significance across all infer-
ential analyses.

3. Results
3.1 Descriptive Analysis

The demographic summary shows that the major-
ity of participants were female (68.7%), had completed
school or pre-university education (39.3%), and were mar-
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Table 2. Rasch analysis summary for WHODAS 2.0 (Arabic version).
Parameter Value Interpretation Threshold Remarks

Person reliability 0.80 Acceptable ≥0.70 Good internal consistency
Person separation 2.00 Can distinguish 3 ability levels >2.00 desirable Adequate spread of persons
Item reliability 0.99 Excellent ≥0.90 Strong item discrimination
Item separation 9.83 Excellent >2.00 Wide range of item difficulties
Mean person measure –0.49 Participants slightly more able Centered at 0 Scale is slightly difficult for this sample
Mean item measure 0.00 Standardized Rasch scale Expected: 0 Items centered around average difficulty
Infit MNSQ (person) 1.03 Good fit 0.5–1.5 Within acceptable range
Outfit MNSQ (person) 1.10 Acceptable 0.5–1.5 No major outliers
Infit MNSQ (item) 1.01 Excellent 0.5–1.5 Indicates good item fit
Outfit MNSQ (item) 1.10 Acceptable 0.5–1.5 No item misfit
MNSQ, mean squares.

ried (43.2%) (Table 1). Most respondents were housewives
(39.5%), indicating the predominance of non-working in-
dividuals. The distribution of urban (50.6%) and rural
(49.4%) residences was nearly equal. Additionally, a vast
majority (94.7%) lived with their families. These findings
reflect a sample largely composed of married, non-working
women with a basic education living in family households
across both urban and rural areas. The age distribution re-
vealed that the largest group of participants was 40–65 years
(38.5%), followed by 24–39 years (26.3%). Participants
over 65 years of age comprised 17.1% of the sample, while
those under 18 accounted for 13.6%. The smallest group
was 18–24 years of age (4.5%). This indicates that the
sample consisted primarily of middle-aged and older adults,
with fewer young adults and adolescents.

3.2 Inferential Statistics

The Kruskal–Wallis test revealed several significant
differences in WHODAS 2.0 scores across demographic
groups. TheANOVA results showed significant differences
in WHODAS scores by age (p < 0.001), education level (p
< 0.001), marital status (p < 0.001), and main work sta-
tus (p< 0.001), suggesting that disability levels varied sig-
nificantly across these categories. Mann–Whitney U test
showed no noteworthy differences in the WHODAS scores
between females and males (p = 0.621) or between rural
and urban residents (p = 0.686). However, a significant dif-
ference was found based on the living situation, with indi-
viduals living alone reporting lower WHODAS scores than
those living with family (p = 0.023). These findings sug-
gest that education, age, employment status, marital status,
and living arrangements were important factors associated
with functional disability in this sample.

3.3 Rasch Model Statistics

Table 2 presents key Rasch model statistics evaluating
the psychometric properties of WHODAS 2.0. The person
reliability was 0.80, indicating good consistency in mea-
suring differences in disability levels among respondents.
Person separation was 2.00, suggesting the instrument can

distinguish among approximately three levels of functional
ability. Item reliability was exceptionally high at 0.99, with
an item separation of 9.83, confirming a well-dispersed and
discriminative item set. The mean person measure was –
0.49 logits, indicating that respondents were slightly more
able than the average item difficulty. The mean item mea-
sure was 0.00 logits, aligning with Rasch model expecta-
tions. Infit and outfit mean square values for persons (1.03
and 1.10) and items (1.01 and 1.10) were within the accept-
able range of 0.5 to 1.5, indicating a good model fit with no
substantial misfitting responses or items. These findings
reflect the strong psychometric performance of the Arabic
version of WHODAS 2.0, demonstrating excellent reliabil-
ity and construct validity, and supporting its suitability for
assessing functional disability in Arabic-speaking popula-
tions.

Table 3 depicts the findings of the PCA of the stan-
dardized residuals from the Rasch model, expressed in
eigenvalue units. The total raw variance in the observa-
tions is 25.73, representing 100% of the variance in the
dataset. Of these, 53.4% were explained by the Rasch mea-
sures, which is above the commonly accepted 50% thresh-
old, supporting the assumption of unidimensionality. This
explained variance is further divided into 36.6% by person
measures and 16.8% by itemmeasures, closely aligned with
the expected values. The remaining 46.6% of the variance
was unexplained. The largest portion of this residual vari-
ance is found in the first contrast, with an eigenvalue of
1.82 and accounting for 11.6% of the unexplained variance,
which is lower than the expected value of 25%. Although
this may indicate a potential minor secondary dimension,
it does not exceed the critical eigenvalue threshold of 2.0.
The second through fifth contrasts all have eigenvalues be-
low 2.0, and contribute progressively smaller proportions
to the unexplained variance (ranging from 3.9% to 7.8%),
suggesting that these contrasts reflect random noise rather
than meaningful multidimensionality. Overall, this table
supports the conclusion that WHODAS 2.0 demonstrates
a predominantly unidimensional structure in this sample.
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Table 3. Standardized residual variance in eigenvalue units.
Component Eigenvalues Observed (%) Expected (%)

Total raw variance in observations 25.73 100.0% 100.0%
Raw variance explained by measures 13.72 53.4% 53.2%
- by persons 9.42 36.6% 36.5%
- by items 4.31 16.8% 16.7%
Raw unexplained variance (total) 12.00 46.6% 46.8%
- 1st contrast 1.82 11.6% 25.0%
- 2nd contrast 1.56 7.8% 16.7%
- 3rd contrast 1.37 5.3% 11.4%
- 4th contrast 1.07 4.2% 9.0%
- 5th contrast 0.99 3.9% 8.3%

Table 4. Item-level Rasch analysis for World Health Organization Disability Assessment Schedule 2.0.
Item Infit MNSQ Infit ZSTD Outfit MNSQ Outfit ZSTD

WHODAS5 1.80 9.90 2.36 9.90
WHODAS11 1.46 4.81 1.50 3.90
WHODAS1 1.21 3.07 1.46 5.20
WHODAS10 1.27 3.04 1.36 2.79
WHODAS7 1.10 1.59 1.07 0.95
WHODAS6 0.93 –1.12 1.00 0.07
WHODAS4 0.77 –3.96 0.84 –2.17
WHODAS9 0.74 –3.77 0.84 –1.56
WHODAS12 0.76 –4.04 0.68 –4.47
WHODAS8 0.74 –3.85 0.67 –3.58
WHODAS3 0.70 –5.38 0.71 –4.14
WHODAS2 0.67 –5.93 0.64 –5.29
ZSTD, standardized z-values; WHODAS, World Health Organization Disability As-
sessment Schedule.

Table 4 presents item-level Rasch statistics for WHO-
DAS 2.0. Most items exhibited good fit, with infit and out-
fit MNSQ values within the satisfactory range (0.5–1.5).
World Health Organization Disability Assessment Sched-
ule 5 (WHODAS5) showed significant misfit. Exact match
percentages were close to expectations, confirming model-
data fit. Overall, the scale demonstrates strong psychomet-
ric properties, though one itemmay require review to ensure
cultural appropriateness and construct alignment.

Fig. 1 displays the category probability curve for item
No. 5 (WHODAS5), illustrating the probability of endors-
ing each response category across varying levels of per-
son ability relative to the item’s difficulty. Ideally, each
category should have a distinct peak indicating the point
at which it is the most likely response. However, this
figure shows disordered thresholds—only the lowest (red:
“None”) and highest (cyan: “Extreme”) categories domi-
nate, while the middle categories (blue, pink, green) over-
lap and never peak distinctly. This suggests poor category
functioning, meaning that the respondents are unlikely to
choose intermediate options. This pattern indicates that
WHODAS5 may not effectively differentiate among mod-
erate levels of disability, possibly due to ambiguous word-
ing, cultural misinterpretation, or difficulty understanding

the rating scale. Consequently, this item may need to be
revised to enhance the scale’s measurement accuracy.

DIF analysis showed no significant DIF across the
examined classification groups, indicating that all World
Health Organization Disability Assessment Schedule 2.0
(WHODAS 2.0) items function equivalently across sub-
groups. There were zero DIF classifications and no flagged
pairwise comparisons, confirming that the items did not
show evidence of measurement bias. The largest item cal-
ibration change was only 0.005 logits in the first itera-
tion, reducing to –0.001 logits by the third iteration with
zero active cells, suggesting model stability and conver-
gence. These findings support the measurement invariance
of WHODAS 2.0, and affirm its validity and fairness for
comparing disability scores across different demographic
or clinical groups.

Fig. 2 illustrates the Wright Map for WHODAS 2.0,
which visually aligns the distribution of person abilities
(left side) with item difficulties (right side) along the same
logit scale. Each “#” symbol on the left represents a clus-
ter of respondents at a particular ability level, while item
labels on the right reflect their relative difficulty. The ma-
jority of participants were positioned between –1 and +1
logits, indicating a moderate level of self-reported disabil-
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Fig. 1. Category probability curve for World Health Organi-
zation Disability Assessment Schedule 5 (WHODAS5), show-
ing disordered thresholds and poor distinction among middle
response categories. The lowest and highest categories dominate,
while intermediate options fail to peak. This suggests response
scale dysfunction and limited measurement precision, indicating
the item may require revision or removal.

ity. WHODAS10 and WHODAS11 emerged as the most
difficult items, requiring higher levels of functional limi-
tation to be endorsed, whereas WHODAS1, WHODAS2,
and WHODAS7 were the easiest items for participants to
affirm. The average person ability was slightly lower than
the average item difficulty, suggesting that the items were
somewhat more challenging than the sample’s functional
level. While the item distribution shows good overall tar-
geting, WHODAS5—although of average difficulty—may
warrant revision due to its misfit as identified in previous
Rasch outputs.

4. Discussion
The Rasch analysis conducted on the Arabic version

of theWHODAS 2.0 demonstrates its overall psychometric
strength and applicability within Arabic-speaking popula-
tions. The person and item reliability values (0.80 and 0.99,
respectively) indicate a high level of internal consistency
and strong discrimination among items, consistent with the
standards for Rasch modeling [24–28]. The item-person
map (Wright Map) showed appropriate targeting, with a
reasonable alignment between item difficulty and respon-
dent ability, although itemswere slightly more difficult than
the average respondent ability level [29,30].

Most items fit the Rasch model well, with outfit and
infit mean square values within the suitable range of 0.5–1.5
[31]. However, WHODAS5 exhibited substantial misfit,
with high infit and outfit values and disordered thresholds

Fig. 2. Wright Map displaying the alignment of person abil-
ity (left) and item difficulty (right) on the same logit scale for
WHODAS 2.0. Each “#” symbol represents the frequency of
respondents at a given ability level. Items above 0 logits (e.g.,
WHODAS10, WHODAS11) are more difficult for participants,
while those below (e.g., WHODAS1, WHODAS2, WHODAS7)
are easier. The map demonstrates good item-person targeting,
with most individuals’ abilities distributed across the range of
item difficulties. Symbols (S, T, M, +, .) are auto-generated
WINSTEPS indicators denoting summary statistics and mean lo-
cations.

observed in the category probability curve. These findings
suggest that WHODAS5 may not effectively differentiate
levels of disability, likely due to ambiguous wording or cul-
tural interpretation. Revising or removing this item should
be considered to enhance the measurement precision [32].

PCA of residuals supported the unidimensionality of
the scale [22], with 53.4% of the variance explained by
Rasch measures [23]. Although the first contrast ap-
proached a potentially meaningful level, it remained be-
low the critical threshold of eigenvalue = 2.0 for substantial
multidimensionality [21]. Moreover, DIF analysis showed
no significant item bias across classification groups, further
confirming the instrument’s fairness and validity [33,34].
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The findings imply that the Arabic WHODAS 2.0 can
be used effectively and accurately for assessing disability
across different cultures. Its strong item scale structure, ro-
bust targeting, and absence of DIF validate its clinical utility
and relevance in health research [35]. However, more qual-
itative research is required to analyze the cultural relevance
of all items and ensure that interpretations are contextually
appropriate, given that culture can affect performance and
response interpretation [36].

While the current findings are promising, the limita-
tions include the use of a single regional sample, the cross-
sectional design, and the lack of classification of disability
types or severity levels. Additionally, the sample’s gen-
der imbalance (68.7% female) and the high proportion of
housewives (39.5%)may introduce gender- and role-related
response biases, potentially affecting the generalizability
and interpretability of the results. Future studies should
explore broader, longitudinal samples and incorporate de-
tailed categorizations of disability to strengthen the applica-
bility and robustness of findings. In conclusion, with minor
refinements, the Arabic WHODAS 2.0 provides a psycho-
metrically sound tool for assessing functional disability in
Arabic-speaking populations.

5. Conclusion
This study confirms that the Arabic version of WHO-

DAS 2.0 is a valid, reliable, and psychometrically sound in-
strument for assessing disability in Arabic-speaking popu-
lations. Rasch analysis demonstrated good item and person
reliability, unidimensionality, and appropriate item-person
targeting. Most items fit the model well, supporting the
structural integrity of the scale. However, WHODAS5
exhibited misfit and disordered thresholds, suggesting the
need for linguistic or cultural refinement. These findings
support the instrument’s application in both clinical and re-
search contexts for evaluating functional disability. Future
research should explore item interpretation through quali-
tative methods, such as cognitive interviews, and conduct
longitudinal studies to assess the tool’s responsiveness to
change and its applicability across different subgroups and
regions.

Key Points
• This study applied Rasch analysis to assess the psycho-
metric properties of the Arabic version ofWHODAS 2.0
among individuals with disabilities.

• The scale demonstrated strong reliability and acceptable
item fit, supporting its internal consistency and structural
validity.

• Most items fit the Rasch model well, although WHO-
DAS5 showed misfit and disordered thresholds, indicat-
ing the need for revision.

• PCA confirmed the unidimensionality of the scale,
and no significant DIF was found across demographic
groups.

• These findings support the Arabic WHODAS 2.0 as a
culturally appropriate and psychometrically sound tool
for evaluating disability in clinical and research settings.
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