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Abstract

Purpose Although global awareness of avoidant/restrictive food intake disorder (ARFID) is increasing, non-Western
countries remain underrepresented in the research literature. The Pica, ARFID, and Rumination Disorder Interview-
ARFID Questionnaire (PARDI-AR-Q), one of the most extensively validated instruments with strong psychometric
properties, is widely used to assess ARFID in both clinical and non-clinical pediatric populations. However, to date, no
study has evaluated its reliability and validity among adolescents in Turkey. Therefore, this study aimed to investigate
the validity and reliability of the Turkish version of the PARDI-AR-Q in an adolescent sample.

Method The sample comprised 483 adolescents aged 12-18 years, Participants completed a sociodemographic and
clinical data form, the PARDI-AR-Q, the Nine-ltem Avoidant/Restrictive Food Intake Disorder Screen (NIAS), the Food
Neophobia Scale (FNS), the Eating Disorder Examination-Questionnaire Short (EDE-QS), and the Revised Child Anxiety
and Depression Scale-Child version (RCADS-CV) on an online platform.

Results The mean age of the participants was 15.1 years (SD=1.9). Of these participants, 170 (35.2%) were male and
313 (64.8%) were female. The PARDI-AR-Q showed good to excellent internal consistency, with a well-fitting four-
factor structure, including severity of impact (a=0.955), sensory-based avoidance (a=0.96), concern about aversive
consequences (a=0.965), and lack of interest (a=0.848). Test-retest analyses further supported the reliability of the
scale. Each PARDI-AR-Q subscale correlated most highly with its conceptually matched NIAS subscale, whereas non-
target subscales demonstrated minimal or no associations, supporting both its convergent and discriminant validity.
In addition, the PARDI-AR-Q subscales were primarily unrelated to eating attitudes related to weight and shape
(EDE-QS), which also provides evidence for its discriminant validity.

Conclusion These findings demonstrate that the Turkish version of the PARDI-AR-Q is a reliable and valid instrument
for assessing ARFID symptoms in community samples of Turkish adolescents. The Turkish version of the PARDI-AR-Q
may contribute to the identification of ARFID-related symptom patterns in adolescents; however, its clinical utility

*Correspondence:
Hakan Ogutlu
hogutlu@gmail.com

Full list of author information is available at the end of the article

© The Author(s) 2026. Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the

licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http:/creati
vecommons.org/licenses/by-nc-nd/4.0/.


http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1186/s40337-026-01585-y
http://orcid.org/0000-0002-1325-446X
http://crossmark.crossref.org/dialog/?doi=10.1186/s40337-026-01585-y&domain=pdf&date_stamp=2026-3-30

Celik et al. Journal of Eating Disorders (2026) 14:106

Page 2 of 12

for early detection should be further established through studies conducted in clinical samples using diagnostic

interviews.
Plain English summary

Avoidant/Restrictive Food Intake Disorder (ARFID) is a eating disorder that can affect individuals across the lifespan,
including children, adolescents, and adults, by limiting the amount or variety of food they eat. Early identification
is important, yet many countries, including Turkey, lack reliable tools to assess ARFID in young people. The PARDI-
AR-Q is a widely used questionnaire that helps identify different reasons why a young person may avoid food,
such as sensitivity to taste or texture, fear of choking or vomiting, or a general lack of interest in eating. In this
study, we tested the Turkish version of the PARDI-AR-Q in more than 400 adolescents aged 12-18. We wanted to
understand whether the questionnaire works well, measures what it is supposed to measure, and gives consistent
results over time. Our findings showed that the Turkish PARDI-AR-Q is accurate, reliable, and easy for adolescents
to complete. Each part of the questionnaire clearly matched the eating difficulty it was designed to measure, and
other problems like anxiety, depression, or concerns about weight and shape did not influence it. Overall, this study
shows that the Turkish PARDI-AR-Q is a valuable tool for spotting early signs of ARFID in adolescents. This may
help families, teachers, and healthcare professionals support young people who struggle with eating before their

problems become more serious.
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Introduction

Avoidant/restrictive food intake disorder (ARFID) is a
clinically recognised eating disorder marked by avoid-
ant or restrictive eating patterns, such as limited dietary
variety or reduced intake, which are not driven by body
image concerns. Individuals with ARFID typically exhibit
one or more of three primary behavioral patterns: lim-
ited interest in eating or low appetite, avoidance based on
the sensory characteristics of food such as texture, taste,
or appearance (often referred to as selective or neopho-
bic eating), and fear of negative consequences associated
with eating, including choking, vomiting, or abdominal
discomfort [1]. These patterns represent the core mecha-
nisms underlying ARFID and form the basis for its three
prototypical clinical presentations, which may occur
individually or in combination [2, 3].

Restrictive eating disorders are the most prevalent type
of eating disorders in children and adolescents and may
persist across the lifespan [2]. According to the Diag-
nostic and Statistical Manual of Mental Disorders, Fifth
Edition (DSM-5), they are classified into three catego-
ries: Anorexia Nervosa—Restrictive type (AN-R), Atypi-
cal Anorexia Nervosa (AN-A), and ARFID [1]. Although
these disorders share common features such as markedly
limited food intake and consequent weight loss or growth
retardation, their underlying etiologies and clinical pre-
sentations differ substantially [4]. Compared with other
restrictive eating disorders, ARFID is characterized by
an earlier age of onset, a higher prevalence in males or
an equal sex distribution [5], a longer duration of illness
before diagnosis, greater medical comorbidity [6], and a
higher frequency of comorbid anxiety and neurodevelop-
mental disorders, whereas depressive disorders are less
common [7]. Therefore, examining the similarities and

differences in clinical manifestations across restrictive
eating disorders, as well as identifying symptom profiles
relevant to patients with selective eating, may provide a
better understanding of the core symptomatology under-
lying these conditions.

Following its initial introduction as a formal diagnostic
category in the DSM-5 [1], interest in ARFID has grown
rapidly across both clinical and research settings, lead-
ing to increased recognition, more frequent case iden-
tification, and a more comprehensive understanding of
its clinical presentation [8]. In parallel with this grow-
ing awareness, the need for reliable and valid assess-
ment tools has become increasingly apparent. Several
structured interviews have been developed or adapted to
evaluate ARFID-related symptoms, including the Eating
Disorders Assessment for DSM-5 (EDA-5) [9], the Pica,
ARFID and Rumination Disorder Interview (PARDI)
[10], and the Structured Clinical Interview for DSM-5
(SCID-5) [11]. Although useful, these interviews are not
specifically tailored to ARFID and are often limited by
time and resource constraints. In response, a number of
self-report measures have been introduced to facilitate
assessment, such as the Food Neophobia Scale FNS [12],
the Eating Disturbances in Youth Questionnaire (EDY-
Q) [13], the Nine Item ARFID Screen (NIAS) [14], and
the more recently developed PARDI-ARFID Question-
naire (PARDI-AR-Q) [15]. Among these, the NIAS and
PARDI-AR-Q stand out as the most extensively validated
instruments, demonstrating strong psychometric proper-
ties and offering practical advantages in both clinical and
research contexts.

Although global awareness of ARFID is increas-
ing, countries outside of the West remain underrepre-
sented in the research literature, with only a few notable
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contributions from non-Western countries, including
Melisse et al. [16] in the Middle East, two studies from
Asia [17, 18] and two from the Levant region [Lebanon]
[19, 20]. While the Turkish versions of the NIAS-Parent
and NIAS-Self Report scales have demonstrated valid-
ity and reliability [21, 22], the PARDI-AR-Q has not yet
been validated in Turkish. This highlights the need for
culturally and linguistically adapted assessment tools
for ARFID and underscores the importance of evaluat-
ing their concurrent validity and region-specific clinical
features. Given ARFID’s earlier age of onset compared to
other eating disorders, developing cross-culturally valid
tools for use in adolescents is particularly important, as
this period marks a heightened vulnerability to eating
and feeding disorders, enabling early identification and
intervention for those at risk [8, 23].

Therefore, this study aimed to validate the Turkish ver-
sion of the PARDI-AR-Q in a community sample of ado-
lescents. We hypothesized that the Turkish version of
the PARDI-AR-Q would: (1) replicate the three-factor
structure observed in the original version among adoles-
cents from a community sample, (2) demonstrate robust
psychometric properties, including factor structure, reli-
ability, convergent validity, discriminant validity and
known-groups (hypothesis-testing) validity, (3) exhibit
correlation patterns between the PARDI-AR-Q sub-
scales and the NIAS self-report subscales that are simi-
larly observed with eating disorder symptoms related to
weight/shape, anxiety, and depressive symptoms.

Methods

Participants

This study comprised a sample of adolescents aged 12-18
years, recruited between January 30, 2025, and June 30,
2025. The inclusion criteria for the study were: being
between the ages of 12 and 18, having sufficient profi-
ciency in Turkish, and agreeing to participate. Individuals
unwilling to provide informed consent or with insuffi-
cient Turkish proficiency were also excluded. Participants
who met the inclusion criteria were recruited on a roll-
ing basis, without gender restriction. Data were collected
anonymously using a community-based convenience
and snowball sampling approach combined. Participants
were recruited via social media platforms and the first
author’s professional and personal network. Initial par-
ticipants were asked to share the survey link with their
acquaintances, who were encouraged to share it further.
The initial sample included 534 adolescents. However,
data from 51 participants (9.5%) were excluded because
they had 5% missing data on the study measures. Ulti-
mately, the final sample comprised 483 adolescents.
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Procedure

Permission to adapt the scale for Turkish adolescents
was obtained from the scale developer. Then, XXX
Hospital Non-Invasive Clinical Research Ethics Com-
mittee approved the study protocol (January 29, 2024/
No: AESH-BADEK-2025-0068). By the principles of
the Declaration of Helsinki, all parents and children
were informed about the study, and consent forms were
signed. In the first stage, the scale was independently
translated into Turkish by two Turkish psychiatrists
who were proficient in English. Following the consensus
reached after discussion between the authors and trans-
lators, this version was back-translated into English by a
bilingual translator with no prior knowledge of the scale.
The scale’s developer reviewed the back-translated ver-
sion, and minor revisions were made to improve clarity
and prevent ambiguity. Subsequently, a pilot study was
conducted to assess the comprehensibility of the Turkish
version, and the scale was finalized.

Study participants were recruited through online chan-
nels, including social media platforms (X, Instagram,
Facebook, and LinkedIn) and WhatsApp groups, and
data were collected using SurveyMonkey, a web-based
survey platform. At the beginning of the survey, an elec-
tronic informed consent form was presented to ensure
voluntary participation. Informed consent was obtained
from both adolescents and their parents by having them
tick a box. No payment was made to participants. In the
survey, adolescents were asked to complete a sociodemo-
graphic and clinical data form designed by the research-
ers. They also completed the PARDI-AR-Q, NIAS, ENS,
the short form of the Eating Disorder Examination-
Questionnaire (EDE-QS), and the Revised Children’s
Anxiety and Depression Scale—Child Version (RCADS-
CV). Socioeconomic status (SES) was assessed using the
Hollingshead—Redlich Scale (HRS) [24], which classi-
fies individuals’ social status based on their educational
attainment and occupational level.

Measurements

PARDI-ARFID Questionnaire (PARDI-AR-Q)

The PARDI-AR-Q [15] is a 32-item self-report measure
adapted from the PARDI. The first five items collect
demographic and anthropometric information for calcu-
lating BMI or BMI percentile. Sixteen dichotomous and
free-response items evaluate DSM-5 ARFID diagnostic
criteria, including eating difficulties, low weight or fal-
tering growth, nutritional deficiency, supplement depen-
dence, and psychosocial impairment, with multiple items
per criterion to ensure coverage. The final 11 items are
rated on a 7-point Likert scale (0-6) to yield dimensional
scores for the three ARFID profiles—sensory-based
avoidance, low appetite/lack of interest, and fear of aver-
sive consequences—as well as a severity-of-impact index.



Celik et al. Journal of Eating Disorders (2026) 14:106

The severity score is the mean of items 22 and 23, with
any non-zero response indicating impairment, while sub-
scale scores are derived from three relevant items. Cron-
bach’s a was high: sensory-based avoidance (a = 0.94 full
sample; 0.89 ARFID; 0.40 HC), aversive consequences («
= 0.92 full; 0.93 ARFID; 0.40 HC), and lack of interest («
= 0.84 full; 0.83 ARFID; 0.30 HC) in the original study.

Nine-item avoidant/restrictive food intake disorder screen
(NIAS)

The NIAS, developed by Zickgraf and Ellis [14], is a
brief self-report tool assessing avoidant/restrictive eat-
ing across picky eating, low appetite, and fear of aver-
sive consequences. The scale consists of nine items rated
on a 6-point Likert scale from O (strongly disagree) to 5
(strongly agree). Items 1-3 represent picky eating, items
4—6 represent appetite, and items 7-9 represent fear,
with subscale scores calculated by summing the cor-
responding items, each ranging from 0 to 15. The total
score, therefore, ranges from O to 45, with higher scores
reflecting greater severity of ARFID-related symptoms.
According to proposed thresholds, participants are con-
sidered to meet ARFID criteria if they score > 10 on picky
eating or fear, or > 9 on appetite [25]. The Turkish adoles-
cent validation was conducted by Kasak et al. [22]. Cron-
bach’s a was 0.90 in the original study [14] and 0.76 in
this sample, with strong subscale consistency (picky eat-
ing a = 0.88; appetite o = 0.93; fear a = 0.86).

Food neophobia scale (FNS)

The ENS, initially developed by Pliner and Hobden [12],
is a 10-item self-report measure designed to assess reluc-
tance or refusal to try unfamiliar foods. Items are rated
on a 7-point Likert scale ranging from ‘strongly disagree’
to ‘strongly agree, with several items reverse-coded (1,
4, 6, 9, and 10). Total scores range from 10 to 70, with
higher values indicating greater food neophobia. While
initially validated for adult populations, the scale has also
been applied to adolescents [26], and its Turkish adapta-
tion in adolescents was conducted by Yazici et al. [27]. In
the present study, the FNS was used to examine conver-
gent validity with the PARDI-AR-Q sensory-based avoid-
ance subscale. Internal consistency in our sample was
acceptable (Cronbach’s o = 0.73).

Eating Disorder Examination-Questionnaire Short (EDE-QS)

The EDE-QS [28] is a 12-item abbreviated form of the
original 36-item EDE-Q, developed by Gideon et al. [29]
to assess core eating disorder symptoms. This single-fac-
tor scale measures the frequency of symptoms associated
with anorexia nervosa, bulimia nervosa, and other speci-
fied or unspecified eating disorders over the past week.
Items are scored on a 4-point scale (0 = not at all/0 days
to 3 = markedly/6-7 days), yielding a total score of 0—36,
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with higher scores indicating greater symptom severity.
In this study, the EDE-QS was administered to evaluate
divergent validity with the PARDI-AR-Q by including a
measure of disordered eating outside ARFID. Internal
consistency was excellent, with Cronbach’s a reported as
0.91 in the original validation [29] and 0.90 in the present
sample. The validity and reliability study of the Turkish
version of this scale was conducted by Esin et al. [30].

The Revised Child Anxiety and Depression Scale-Child version
(RCADS)

RCADS, developed by Chorpita et al. [31], is an instru-
ment designed to assess symptoms of depressive and anx-
iety disorders in children and adolescents. The 47-item
questionnaire uses a four-point Likert scale (0 = never to
3 = always) and includes six subscales: separation anxiety
disorder (SPAD), social anxiety disorder (SAD), general-
ized anxiety disorder (GAD), panic disorder (PD), obses-
sive-compulsive disorder (OCD), and major depressive
disorder (MDD). Subscale scores are calculated by sum-
ming the relevant items and then converted to standard-
ized T-scores using gender- and grade-specific norms.
The Turkish version has been translated and validated
in a clinical adolescent sample [32]. In the present study,
the RCADS was administered to examine associations
between the PARDI-AR-Q subscales and symptoms of
anxiety and depression. Reported internal consistency
for the RCADS ranges from 0.73 to 0.91 across subscales
in the original validation [32], while Cronbach’s « for the
total anxiety and depression score in our sample was
excellent (« = 0.96).

Statistical analyses

All statistical analyses were performed in IBM SPSS Sta-
tistics (Version 28). The literature on confirmatory factor
analysis suggests that the sample size should be at least
ten times the number of items and include a minimum of
200 participants [33, 34]. The sample of 483 participants
in the present study exceeds these recommendations. In
addition, the minimum sample size of 100 participants
required for reliability analyses was also satisfied. For
test—retest analyses, a minimum of 30 participants is con-
sidered sufficient [35]; accordingly, follow-up data were
obtained from an adequate number of participants (n =
51). Taken together, these criteria indicate that the sam-
ple size was sufficient to yield valid and reliable results.
Prior to analysis, distributions were inspected (histo-
grams, Q—Q plots), and normality was evaluated via Kol-
mogorov-Smirnoff tests and skewness/kurtosis. Given
the ordinal nature of item responses and departures from
normality, nonparametric procedures and rank-based
correlations were preferred where appropriate. Descrip-
tive statistics were computed for all sociodemographic
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and clinical variables (means, standard deviations [SD],
and frequencies/percentages, as applicable).

Internal consistency of total and subscale scores of the
scales was assessed using Cronbach’s alpha (a), inter-
preted as acceptable (>0.70), good (>0.80), or excellent
(20.90). Test—retest reliability was evaluated in a sub-
sample (n=>51) using the intraclass correlation coeffi-
cient (ICC) from a two-way random-effects, consistency
model with single measures, with thresholds of < 0.50
poor, 0.50-0.75 moderate, 0.75-0.90 good, and > 0.90
excellent reliability.

Construct validity was examined with exploratory fac-
tor analysis (EFA) on the PARDI-AR-Q item set (Items
22-32). Suitability for factor analysis was assessed using
the Kaiser—Meyer—Olkin (KMO) measure and Bartlett’s
test of sphericity. EFA was conducted on a polychoric
correlation matrix using principal axis factoring and
oblique rotation (oblimin) to allow correlated factors.
Factor retention considered eigenvalues, the scree plot,
and conceptual interpretability; standardized loadings
> 0.30 were treated as salient, and cross-loadings were
flagged when loadings on two factors were > 0.30 with a
difference < 0.20.

Convergent and discriminant validity were evaluated
using Spearman’s rank-order correlations (p) between
PARDI-AR-Q subscales and external measures: NIAS
(Total and subscales), EDE-Q-S Total, FNS Total, and
RCADS-CV subscales/totals. Correlations were inter-
preted using conventional guidelines (|p| ~ 0.10 small,
0.30 moderate, 0.50 large). Known-groups (hypothesis-
testing) validity was tested by comparing PARDI-AR-Q
subscales across NIAS screening thresholds—Picky Eat-
ing (=10 vs. < 10), Low Appetite (=9 vs. < 9), and Fear
(210 vs. < 10)—using Mann—Whitney U tests. The signif-
icance level was set at p < .05 (two-tailed) for all analyses.

Results

Sociodemographic characteristics

A total of 483 adolescents participated in the study (mean
age=15.1 years, SD=1.9; 64.8% female). Most resided in
urban areas (95.9%) and lived in nuclear families (76.4%);
11.6% reported parental divorce, and 1.9% had lost a
parent. The mean school grade level was 9.8 (SD=2.0),
and grade repetition was relatively uncommon (7.2%
repeated at least once). Parental education was relatively
high, with 71.4% of mothers and 73.1% of fathers hav-
ing completed high school or university, while the mean
socioeconomic status score was 3.7 (SD=0.8). Chronic
physical illness was reported by 13.6% of participants,
with 3.7% indicating that it affected their daily function-
ing. Regarding mental health history, 44.1% had at least
one prior psychiatric referral (24.2% were currently in
treatment), 29.6% were using psychiatric medication, and
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36.0% reported a family history of psychiatric disorder.
The mean BMI was 22.0 (SD =4.3) (see Table 1).

Reliability of the PARDI-AR-Q

Internal consistency (Cronbach’s a) was excellent for
most PARDI-AR-Q subscales (see Table 2) —Severity of
Impact (a=0.955), Sensory-Based Avoidance (a=0.960),
Concern About Aversive Consequences (a=0.965) —and
good for Lack of Interest (a=0.848). In the retest sub-
sample (n=>51), average-measures ICCs from a two-way
mixed-effects, consistency model indicated strong tem-
poral stability across subscales: Concern About Aversive
Consequences showed the highest reproducibility (ICC =
0.960, 95% CI [0.941, 0.975]), with Sensory-Based Avoid-
ance and Severity of Impact close behind (both = 0.92;
95% ClIs roughly 0.88-0.95). Lack of Interest was some-
what lower yet still solid (ICC = 0.868, 95% CI [0.802,
0.917]). Using conventional benchmarks (>0.90 = excel-
lent; 0.75-0.90=good), these findings support excellent
stability for: Concern About Aversive Consequences,
Sensory-Based Avoidance, and Severity of Impact, and
good stability for Lack of Interest; all tests were highly
significant (p < .001).

Construct validity: EFA of the PARDI-AR-Q

Sampling adequacy was adequate (KMO = 0.700), and
Bartlett’s test of sphericity indicated that the correla-
tion matrix was factorable, x*(55)=5119.714, p < .001.
An exploratory factor analysis yielded a four-factor
solution that explained 89.2% of the total variance
(Factor 1=27.9%, Factor 2=26.4%, Factor 3=19.2%,
Factor 4=15.7%). As shown in Table 3, Items 24-26
loaded strongly on Sensory-Based Avoidance (Factor 1;
A=0.811-0.836), Items 30-32 on Concern About Aver-
sive Consequences (Factor 2; A=0.756-0.812), Items
27-29 on Lack of Interest (Factor 3; A =0.632-0.662), and
Items 22-23 on Severity of Impact (Factor 4; A =0.793—
0.822). Cross-loadings were generally small to moderate
(the largest absolute cross-loading~was 0.47 on Factor 2
for the Lack of Interest items), supporting an interpreta-
ble simple structure aligned with the theorized subscales
(see Table 3).

Convergent and discriminant validity of the PARDI-AR-Q

Convergent patterns were strong and domain-specific
(see Table 4). As hypothesized, each PARDI-AR-Q
subscale correlated most highly with its conceptually
matched NIAS subscale: Sensory-Based Avoidance
with NIAS Picky Eating (p=0.806, p < .01), Lack of
Interest with NIAS Low Appetite (p=0.847, p < .01),
and Concern About Aversive Consequences with NIAS
Fear (p=0.751, p < .01). Additionally, the PARDI Sen-
sory-Based Avoidance subscale showed a significant
positive association with Food Neophobia (p=0.189,
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Table 1 Demographic and clinical characteristics of the sample

(N=483)
Variable n (%) or
mean (SD)
Age (years), mean (SD) 15.1(1.9)
Gender, n (%) Female 313 (64.8)
Male 170(35.2)
School grade, mean (SD) 9.8 (2.0)
Place of residence, Rural 20 (4.1)
n (%) Urban 463 (95.9)
Family structure, n (%) Nuclear Family 369 (76.4)
Extended Family 49 (10.1)
Divorced parents 56 (11.6)
Loss of a parent 9(1.9)
Mother’s education llliterate 7(14)
level, n (%) Primary School 82(17.0)
Middle School 47 (9.7)
High School 158 (32.7)
University 187 (38.7)
Unknown 2(04)
Father's education [lliterate 1(0.2)
level, n (%) Primary School 55(11.4)
Middle School 70 (14.5)
High School 140 (29.0)
University 213 (44.1)
Unknown 4(0.8)
Mother’s occupation, Unemployed 33(6.8)
n (%) Housewife 268 (55.5)
Public sector employee 107 (22.2)
Private sector employee 48(9.9)
Self-employed 25(5.2)
Unknown 2 (04)
Father's occupation, ~ Unemployed 39(8.1)
n (%) Public sector employee 146 (30.2)
Private sector employee 142 (29.4)
Self-employed 145 (30.0)
Unknown 1123)
Socioeconomic status, mean (SD) 3.7(0.8)
Chronic physical ill- None 417 (86.3)
ness, n (%) Present but does not affect daily 48 (9.9)
life
Present and affects daily life 18 (3.7)
Previous psychiatric None 270 (55.9)
referral, n (%) Once 96 (19.9)
Ongoing psychiatric care 117 (24.2)
Family history of None 309 (64.0)
psychiatric disorder,
n (%)
Few family members 157 (32.5)
Multiple family members 15(3.1)
Unknown 2(04)
BMI, mean (SD) 22.0(4.3)
BMI percentile, mean 59.1 (30.7)

(SD)

Socioeconomic status was classified according to the Hollingshead-Redlich

Scale (HRS)

SD: standard deviation; BMI: body mass index

Page 6 of 12

p < .01). The PARDI Severity of Impact showed small
positive relations with NIAS Total (p=0.169, p < .01)
and with global eating-pathology (EDE-Q-S Total;
p=0.271, p < .01), In contrast, the other PARDI-AR-Q
subscales showed no significant correlations with the
EDE-Q-S total score, p > .05 .

Discriminant validity was supported by near-zero
or negligible correlations between PARDI subscales
and non-target NIAS domains (e.g., Lack of Interest
with NIAS Picky Eating, p=0.016, ns; Concern About
Aversive Consequences with NIAS Low Appetite, p =
-0.091, p < .05, small. Furthermore, all four PARDI-
AR-Q subscales were positively associated with at least
one RCADS internalizing domain, displaying distinct
correlation patterns across anxiety and depression
dimensions. Specifically, PARDI-Severity of Impact
demonstrated small-to-moderate positive relation-
ships with all RCADS subscales, as well as with the
total depression and total anxiety scores. In contrast,
PARDI-Sensory-Based Avoidance exhibited small
but significant positive correlations with the MDD
and OCD subscales, whereas PARDI-Lack of Inter-
est showed a small yet specific association with the
GAD subscale. Finally, PARDI-Concern About Aver-
sive Consequences was positively correlated with both
GAD and the total anxiety score.

Known-groups (hypothesis-testing) validity of the PARDI-
AR-Q

To evaluate construct validity via hypothesis-consistent
group differences, PARDI-AR-Q subscales were com-
pared across NIAS screening thresholds using Mann-—
Whitney U tests (See Table 5). NIAS Picky Eating (>10
vs. < 10); As predicted, the Sensory-Based Avoidance
subscale was markedly higher in the elevated Picky Eat-
ing group (M=3.27 vs. 0.62), Z=-15.359, p < .001.
A small increase was observed for Severity of Impact
(M=1.26 vs. 1.06), Z=-2.145, p = .032. Lack of Inter-
est was slightly lower in the elevated group (M =1.49 vs.
1.74), Z=-1.983, p = .047, and Concern About Aversive
Consequences did not differ, Z=-0.850, p = .395. NIAS
Low Appetite (29 vs. < 9); The elevated Low Appe-
tite group showed a very large difference on Lack of
Interest (M =3.82 vs. 0.96), Z=-14.550, p < .001, and a
small increase on Severity of Impact (M =1.43 vs. 1.04),
Z=-2.951, p =.003. Sensory-Based Avoidance and Con-
cern About Aversive Consequences did not differ (both p
> .284). NIAS Fear (=10 vs. < 10); As hypothesized, Con-
cern About Aversive Consequences was much higher in
the elevated Fear group (M =3.68 vs. 0.67), Z=-11.123,
p < .001. Other PARDI-AR-Q subscales were unchanged
(all p > .637).
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Table 2 Descriptive statistics, internal consistency, and intraclass correlation coefficients for the measures (N=483)

The Sample Test-retest group
(N=483) (N=51)
Mean SD Min Max Cronbach’s alpha 1CC (95% CI)
PARDI-AR-Q Severity Of Impact 1.13 1.53 0.00 6.00 0.955 0.919 (0.876-0.950)
Sensory Based Avoidance 1.58 1.75 0.00 6.00 0.960 0.922 (0.884-0.951)
Lack Of Interest 1.65 1.65 0.00 6.00 0.848 0.868 (0.802-0.917)
Concern About Aversive Consequences 1.03 137 0.00 6.00 0.965 0.960 (0.941-0.975)
NIAS Total 20.55 6.64 9.00 44.00 0.759 -
Picky Eating 8.85 4.29 3.00 18.00 0.879 -
Fear 6.42 3.66 3.00 18.00 0.858 -
Low Apetite 528 3.60 3.00 18.00 0.933 -
EDE-Q-S-Total 7.28 7.39 0.00 34.00 0.904 -
FNS-Total 27.55 633 11.00 50.00 0.736 -
RCADS-CV Separation Anxiety Disorder 53.35 11.84 33.64 80.00 - -
Social Anxiety Disorder 47.49 13.39 24.20 78.90 - -
Generalized Anxiety Disorder 49.99 12.18 29.28 80.00 - -
Panic Disorder 57.22 14.89 36.01 80.00 - -
Obsessive-Compulsive Disorder 52.88 12.60 3340 80.00 - -
Major Depressive Disorder 55.25 16.19 28.97 80.00 - -
Total Anxiety 5271 14.67 26.50 80.00 - -
Total Anxiety & Depression 53.64 1535 25.56 80.00 0.964 -

SD: standard deviation; Min: minimum; Max: maximum; IQR: interquartile range; ICC: intraclass correlation coefficient; Cl: confidence interval; PARDI-AR-Q: Pica,
Avoidant/Restrictive Food Intake Disorder, and Rumination Disorder Interview—ARFID—Questionnaire; NIAS: Nine-ltem ARFID Screen; EDE-Q-S: Eating Disorder
Examination—Questionnaire (Short Form); FNS: Food Neophobia Scale; RCADS-CV: Revised Child Anxiety and Depression Scale-Child Version

Table 3 Factor loadings for the four-factor solution (Items 22-32)

Factor1 Factor2 Factor3 Fac-
tor4
Eigenvalue (variance 27.9% 26.4% 19.2% 15.7%
explained)
Severity of ltem22 0332 -0.226 0411 0.793
Impact ltem23 0329 -0.188 0.371 0.822
Sensory based ltem24  0.811 0.333 0.324 -0.241
avoidance ltem25 0.836 0324 0279 —0.243
ltem26  0.815 0314 0.266 —0.282
Lack of interest ~ Item27  —0.272 —0463 0.662 —-0.254
ltem28 —0.267 -0.441 0.632 -0.276
ltem29 —0.307 —0.465 0.637 —-0.250
Concern [tem30 —0.442 0.756 0.355 0.099
about aversive ltem31 —0442 0.806 0311 0116
CONSEQUENCES  1tem 32 —0439  0.812 0300 0070

Factor labels correspond to the highest loadings

Discussion

This study examined the psychometric properties of
the Turkish version of the PARDI-AR-Q and explored
the associations between its subscales and eating disor-
der symptoms related to weight and shape, anxiety, and
depressive symptoms in a sample of Turkish adolescents
aged 12—18 years. EFA supported a structure comprising
three core ARFID symptom dimensions—sensory-based
avoidance, lack of interest, and concern about aver-
sive consequences—along with a distinct severity index
reflecting functional impairment. The Turkish PARDI-
AR-Q also showed good to excellent internal consistency

and test-retest reliability. The known-groups valid-
ity analysis showed that each subscale correlated most
strongly with its theoretically corresponding NIAS sub-
scale: Sensory-Based Avoidance with NIAS-Picky Eating,
Lack of Interest with NIAS-Low Appetite, and Concern
About Aversive Consequences with NIAS-Fear. In con-
trast, non-target subscales demonstrated minimal or no
associations. This provides strong evidence for both con-
vergent and discriminant validity.

In the original study [15], the researchers examined
participants aged 14—40 and noted that validity and reli-
ability data were unavailable for individuals under 14
years of age. They also noted that a parent-report ver-
sion was being developed for this age group. The pres-
ent study, however, focused on a more homogeneous age
range —limited to adolescence —and used a self-report
format. This design provides direct, unique evidence on
the psychometric properties of the scale in adolescents.
Furthermore, the relatively low reliability coefficients
of the PARDI-AR-Q subscales in the healthy control
group in the original study were interpreted as reflect-
ing the participants’ very low levels of psychiatric symp-
toms, rather than as a limitation of the scale’s ability to
detect ARFID symptoms in non-clinical individuals.
The authors recommended that future research include
community samples that represent a broader spectrum
of psychopathology. In line with this recommenda-
tion, the current study was conducted with a relatively
large, community-based sample and represents the first
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comprehensive evaluation of the PARDI-AR-Q’s valid-
ity and reliability among Turkish adolescents. This study
contributes to the cross-cultural validation of the PARDI-
AR-Q by providing evidence from a Turkish adolescent
sample, thereby broadening the scale’s relevance for
international research.

The EFA identified a four-factor structure—sensory-
based avoidance, concern about aversive consequences,
lack of interest, and severity of impact—which together
accounted for 89.2% of the total variance. The high pro-
portion of explained variance and the coherent pattern of
factor loadings provide strong support for the construct
validity of the Turkish PARDI-AR-Q. Although Bryant-
Waugh et al. [15] reported a preference for a three-factor
structure due to marginal increases in explained variance
when severity items were separated, our findings from a
community-based sample suggest that severity-related
items may constitute a separate and internally coherent
dimension. These findings indicate that the subscales
capture distinct yet interrelated core symptom profiles
of ARFID, as defined in the DSM-5, consistent with the
original instrument and prior research [15, 36]. From
a clinical perspective, the Severity of Impact domain
reflects the broader psychosocial and functional conse-
quences of restrictive eating, including interference with
daily functioning. The Sensory-Based Avoidance factor
comprises items describing avoidance behaviors driven
by sensory characteristics of food, such as texture or
smell. In contrast, the Lack of Interest dimension repre-
sents a generally reduced drive to eat and poor appetite,
corresponding to the “lack of interest in eating” presen-
tation. Finally, Concern About Aversive Consequences
captures fear-based avoidance stemming from antici-
pated negative outcomes of eating, such as choking or
vomiting. Collectively, these domains align closely with
the DSM-5 conceptualization of ARFID and support the
multidimensional structure of the scale.

The reliability analysis of the Turkish version of the
PARDI-AR-Q demonstrated good to excellent inter-
nal consistency and test-retest reliability. Cronbach’s
a coefficients for the subscales were 0.96 for sensory-
based avoidance, 0.965 for concern about aversive con-
sequences, and 0.848 for lack of interest. These values
are highly consistent with those reported in the original
study for the whole sample (0.94, 0.92, and 0.84, respec-
tively). Additional reliability analyses conducted in this
study showed strong correlations between the initial and
retest administrations of the PARDI-AR-Q subscales.
Although test—retest reliability was not assessed in the
original study, the present study’s test-retest analysis
demonstrated that scale responses were highly stable and
consistent over time. The present findings further sup-
port the robust psychometric characteristics of the Turk-
ish version of the PARDI-AR-Q among adolescents.
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The hypothesis-testing known-groups analysis revealed
that the PARDI-AR-Q distinguishes between the three
core ARFID phenotypes, as theoretically expected. Fur-
thermore, participants with higher scores on the rel-
evant NIAS subscales also showed higher scores on the
corresponding PARDI-AR-Q subscales, indicating that
the two instruments consistently capture the same con-
struct. This pattern provides strong evidence of conver-
gent validity for the PARDI-AR-Q. Consistent with our
hypothesis, the Sensory-Based Avoidance subscale of
the PARDI-AR-Q was significantly higher among partici-
pants with elevated NIAS Picky Eating scores and showed
a strong correlation with those scores. Similar patterns
were observed for the Low Appetite & Lack of Inter-
est and Fear « Concern About Aversive Consequences
subscale pairs. On the other hand, in a commentary
article, Mulkens emphasized that the PARDI-AR-Q pro-
vides more detailed information, as it includes nuanced
items that help distinguish ARFID from eating disorders
centered on weight and body shape concerns. In this
regard, she recommended that the PARDI-AR-Q be pre-
ferred over the NIAS, or that both psychometric tools be
applied together when there is sufficient time [37]. Fur-
thermore, the absence of significant associations between
the EDE-Q—an instrument primarily designed to assess
eating disorder psychopathology related to weight and
shape concerns—and the PARDI-AR-Q subscales pro-
vides preliminary evidence for the discriminant validity
of the scale. This pattern of findings is consistent with
the conceptualization of ARFID as a condition charac-
terized by eating-related avoidance that is not primar-
ily driven by weight or shape concerns. However, these
results should be interpreted with caution, as conclusions
regarding diagnostic differentiation and clinical implica-
tions require confirmation through studies incorporating
structured diagnostic interviews and clinically character-
ized samples.

The observed pattern of associations between the
PARDI-AR-Q subscales and RCADS domains provides
important insight into the emotional and psychopatho-
logical correlates of ARFID symptom dimensions. Con-
sistent with prior literature demonstrating high rates of
psychiatric comorbidity in ARFID—reported to range
between 57% and 95% [5, 38], with anxiety disorders
being the most prevalent [5, 7] —our findings further
support a close association between ARFID-related
symptoms and internalizing psychopathology. Notably,
all four PARDI-AR-Q subscales showed positive asso-
ciations with at least one RCADS internalizing domain,
suggesting that different ARFID symptom dimensions
may be differentially related to anxiety and depressive
symptomatology. This pattern is in line with previous
evidence indicating elevated anxiety symptoms among
individuals with specific ARFID presentations, such as
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Despite its limitations, this study has several notable
strengths. This study extends the cross-cultural valida-
tion literature of the PARDI-AR-Q by providing evidence
from a Turkish adolescent sample. Using a relatively
large and homogeneous sample of adolescents allowed
for a more accurate examination of age-specific psy-
chometric properties. Using a community-based sam-
ple also strengthened the study design by enabling the
inclusion of individuals with varying levels of psycho-
pathology. Furthermore, employing a multistage psycho-
metric approach increased the robustness of the findings.
Although snowball sampling has certain limitations in
terms of representativeness, it also offers a practical
means of reaching undiagnosed or hard-to-reach at-risk
groups who might otherwise remain outside the scope of
research.

Conclusion

This study provides the first validation of the PARDI-AR-
Q among Turkish adolescents, demonstrating strong reli-
ability, factor structure, and validity consistent with the
original version. The Turkish PARDI-AR-Q effectively
captured the three key ARFID dimensions—sensory-
based avoidance, fear of aversive consequences, and lack
of interest—indicating its robustness for assessing ARFID
symptoms in community settings. Although these find-
ings suggest that the tool may facilitate the recognition
of ARFID symptoms among adolescents who might oth-
erwise remain unrecognized, its role in early identifica-
tion and clinical decision-making requires confirmation
in clinically diagnosed samples using structured diag-
nostic interviews. Future studies should extend valida-
tion efforts to clinical and more diverse populations to
examine diagnostic accuracy and cultural applicability.
Developing culturally adapted and linguistically sensi-
tive diagnostic tools will enhance cross-cultural compa-
rability and accuracy in identifying ARFID. Additionally,
expanding mixed-methods research across non-West-
ern and low-resource contexts could elucidate cultural
variations in symptom presentation. Raising awareness
and training healthcare professionals about the cultural
expressions of ARFID may further support timely recog-
nition and appropriate referral. Overall, the current find-
ings underscore the importance of culturally informed
assessment strategies and establish the Turkish PARDI-
AR-Q as a valid and reliable measure that can meaning-
fully contribute to global ARFID research and clinical
practice.
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