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Abstract

Background Exercise addiction (EA) is a pathological behavior pattern in which a person loses control over his
exercise habits and exercises excessively and suffers negative consequences for his health and even his social life. One
of the best tools to measure EA is EAIL. The aim of this study was to examine the psychometric properties of the EAI
among Iranian physically active young adults.

Methods Participants were randomly selected from sports clubs in Tabriz, Iran. A total of 200 questionnaires were
completed. Exploratory factor analysis (EFA) and confirmatory factor analysis (CFA) were conducted along with tests of
convergent validity. Reliability was assessed using Cronbach’s alpha and test-retest methods.

Results EFA indicated a one-factor structure explaining 40.43% of variance. CFA confirmed the one-factor model
with good fit (Root Mean Square Error of Approximation [RMSEA]=0.076; Comparative Fit Index [CFI]=0.968). Internal
consistency was acceptable (Cronbach's alpha=0.71) and convergent validity was adequate. Test-retest reliability was
also adequate (intraclass correlation coefficient [ICC]=0.71).

Conclusion The results of our study show that the Persian EAI has satisfactory psychometric properties and can be

used as a valid tool to assess EA.
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Introduction

Regular exercise is defined as a set of structured, planned
and repetitive complex movement activities that are per-
formed with sufficient intensity, frequency and duration
[1, 2]. Studies have shown that regular exercise may help
to promote health condition and prevent some diseases,
including improvements in body function, advances
flexibility, lowers the risk of depression, reduced risk of
lower-back problems and decreases the occurrence of
type 2 diabetes mellitus and cardiovascular disease [3-5].
Despite the positive effects of exercise, in some people,
excessive exercise can have harmful consequences, such
as skeletal and muscular damage and immediate changes
in mood [6, 7]. For the first time, the term “Exercise
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Addiction” (EI) was used in 1970 by Baekeland [8]. EI has
been described as a “morbid pattern of behavior in which
the habitually exercising individual loses control over
his or her exercise habits and acts compulsively, exhibits
dependence, and experiences negative consequences to
health as well as in his or her social and professional life”
[9]. A wide range (between 0.3 and 52) of the prevalence
of EI has been reported, higher estimates from poten-
tially “at risk” groups such as triathletes and gym goers,
and lower estimates typically from the general population
[10, 11]. In addition to the different sampling population,
there are several other reasons for the widespread preva-
lence of EI, including variations in measurement scales,
differences in the subjective interpretation of question-
naire items between women and men, as well as in differ-
ent cultures, and intense involvement with sports is may
impress the actual score of the instrument that used [6,
12, 13]. Several screening criteria have been developed
to assess the risk of EA, and several questionnaires have
been used to determine it [14]. The most common tools
available are ‘Obligatory Exercise Questionnaire’ (OEQ)
[15, 16], the ‘Exercise Dependence Scale’ (EDS) [17, 18],
the ‘Exercise Dependence Questionnaire’ [19], and the
‘Exercise Addiction Inventory’ (EAI) [20]. EAI is a very
short practical questionnaire with 6 items that assesses
six common symptoms of addictive behaviors (i.e., con-
flict, salience, tolerance, mood modification, relapse,
and withdrawal symptoms) aimed at identifying the risk
of exercise addiction. The EAI exhibits robust internal
consistency and converges with the widely used Exercise
Dependence Questionnaire, evidencing its validity [20-
22]. In addition to strong reliability and validity, the EAI
has a solid theoretical grounding in addiction science,
with clear cutoff scores for determining exercise addic-
tion. Also, the EAl is considerably shorter than other sim-
ilar questionnaires, reducing participant burden [6]. The
EAI has been translated and validated for use in coun-
tries like Brazil [23], Mexico [24], Denmark [25], Italy
[26] and Spain [27]. The Mexican study [24] validated the
EAI in a sample of 487 regular exercisers and athletes of
ages 18-52 years. The one-dimensional factor structure
and adequate reliability were confirmed. Meanwhile, the
Brazilian study [23] demonstrated adequate model fit,
internal consistency and temporal stability in 251 univer-
sity students aged around 22 years. This demonstrates its
validity across different languages and cultures.

In the previous study [28] that was conducted in the
Iranian population, the participants were general popula-
tion, but in the current study, the participants are active
young adults, and the test—retest reliability, which was
not done in the previous study, is checked in this study,
and the sampling method, unlike the previous study,
which was convenient, is random sampling. So, the aim
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of this study was to examine the psychometric properties
of the EAI among Iranian physically active young adults.

Methods

Participants and study design

In the present validity study, a three-stage cluster and
random sampling strategy was utilized to recruit 200
participants (49% males vs. 51% females) aged 18-35
years (mean age: 23.1+3.81 years) from sports clubs in
Tabriz, Iran, from 27 May to 5 July 2022. The first stage
compiled a comprehensive list of eligible clubs across 5
districts of Tabriz. In the second stage, 3 clubs were ran-
domly selected from each district’s list, resulting in 15
total clubs. Finally, simple random sampling was used to
select individual participants from the membership ros-
ter of these 15 clubs. Study purposes were explained to
them. By taking part in the study, they consented to its
scientific use. A further assurance was provided that all
participation would remain anonymous We excluded all
participants with chronic diseases affecting food intake,
such as digestive problems, anorexia, and psychological
problems identified by a psychologist. All participants
were physically active for at least 4 h per week.

The study questionnaire

The EAI was developed by Terry et al. in 2004 [20], and
its validity and reliability were approved. EAI is a 6-item
instrument. Each statement is scored on a five-point Lik-
ert scale and high ratings reflected attributes of addic-
tive exercise behavior: 1=Strongly disagree, 2=Disagree,
3=Neither Agree nor Disagree, 4=Agree, 5=Strongly
Agree. A cut-off point of 24 indicates people at risk of
exercise addiction. A score of 13-23 was considered a
person with some symptoms and a score of 6-12 was
considered a person without symptoms.

Translation

The Persian translation of the questionnaire was con-
ducted following the internationally recommended
methodology developed by Beaton et al. [29].The ques-
tionnaire was backward translated to protect it from
cultural influences in the context of its implementation
[30]. Translating the scale to Persian was performed by
two bilingual health professionals. An aggregated version
was then developed for use in the survey. In case of dif-
ferences between the two translated versions, this issue
was resolved through discussions with the translators
to achieve a provisional unified translation. For signifi-
cant disagreements, a third independent translator was
recruited to conduct further checks. In the next step, two
English translators without prior knowledge of the ques-
tionnaire reviewed and translated it into English to com-
pare and evaluate with the original English version and
ensure that there were no discrepancies.
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Face and content validity

A qualitative face validity test was conducted on the
questionnaire. A sample of physically active young adults
(n=10) was asked to evaluate the tool and give feedback
for improvement. The scale was modified as a result of
this process. EAI’s provisional Persian model was evalu-
ated by an expert panel. The appropriateness and rele-
vance of items to Iranian youth and their cultural context
were reviewed by 10 professors in nutrition, health, and
sports physiology. Content Validity Index (CVI) and Con-
tent Validity Ratio (CVR) were calculated, respectively,
based on three indicators including clarity, relevance and
simplicity and based on the “necessity” index. The con-
tent validity of each item was confirmed by ensuring that
its CVR (Content Validity Ratio) was greater than 0.62, as
per the Lawshe Table [31]. Items with a CVI greater than
0.79 were deemed suitable. To assess face validity and to
improve clarity, the pre-final version of the questionnaire
was reviewed by 10 eligible young adults. Because none
of the questions were deleted, the length of the Persian
EAI model was equal to the original questionnaire.

Sample size considerations

According to the subject-to-item ratio method, it is rec-
ommended to have a range of 2 to 20 individuals per
item for exploratory factor analysis (EFA) [32]. Addition-
ally, a minimum sample size of 100 to 250 is suggested.
Similarly, literature suggests a range of 150 to 1000 par-
ticipants for Confirmatory factor analysis (CFA) [32]. In
this study, we have a total of 6 items in the questionnaire.
Therefore, a minimum sample size of 60 individuals (10
times the number of items) was considered necessary.
However, to ensure compliance with the minimum sam-
ple size, the researchers decided to increase the sample
size to 200 participants.

Table 1 Results of Factor Loadings for the EAI

Items Fac- Fac-

tor1 tor
2

6/If | cut down the amount of exercise | do, and then 0.769

start again, | always end up exercising as often as | did

before

5/If I have to miss an exercise session, | feel moody and ~ 0.759

irritable

1/1 use exercise as a way of changing my mood 0.725

4/Over time | have increased the amount of exercise| ~ 0.683

doinaday

2/Conflicts have arisen between me and my family 0.839
and/or my partner about the amount of exercise | do
3/l use exercise as a way of changing my mood 0.607

EAl Exercise Addiction Inventory; * Factor loading higher than 0.4 is acceptable
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Statistical analysis

SPSS version 25 and Amos 24.0 were used for data analy-
sis. To evaluate the sampling adequacy of factor analysis,
Kaiser-Meyer-Olkin (KMO) and Bartlett’s test of sphe-
ricity were used. For factor extraction, any factor with
an eigenvalue equal to one or higher was considered sig-
nificant. For extraction in factor analysis, principal com-
ponent analysis with varimax rotation was used if the
loading criterion was 0.4 or more. CFA was conducted on
the one-factor model derived from the EFA, employing
the maximum likelihood estimation method. Addition-
ally, various model fit indices were assessed, including
x2/df, Goodness-of-Fit Index (GFI), Adjusted Good-
ness-of-Fit Index (AGFI), Comparative Fit Index (CFI),
Tucker-Lewis Index (TLI), Root Mean Square Error of
Approximation (RMSEA), and Normed Fit Index (NFI).
Acceptable values are as follows: values between 2 and 5
for x2/df ; > 0.90 for GFI, NFI, CFI, and TLI; > 0.85 for
AGFTI; and between 0.05 and 0.080 for RMSEA.

Data collection

We collected the demographic variables including age,
gender, weight, height, body mass index (BMI), education
level, and marital status. We also used the International
Physical Activity Questionnaire-Short Form (IPAQ-SF)
to evaluate physical activity.

Results

Construct validity

The KMO was 0.732; (P<0.0001), and Bartlett’s test
of sphericity was significant (x2=189/281, p<0.0001),
which indicated the adequacy of the sample for factor
analysis. Principal Component Analysis (PCA) and Vari-
max rotation were used to extract factors. To maintain
consistency with the original version, we have set the
number of factors at 1. One -factor solution explained
the 40.43% variance. In Table 1, factors and their factor
loadings are summarized. We ignored the item?2 that had
a factor load lower than 0.4 [33]. We conducted a CFA
on the Persian EAI to evaluate the fitness of the model
obtained from the EFA. The fit of the model is shown in
Fig. 1. All goodness-of-fit indices of CFA unequivocally
validated the suitability of the model (x?/df = 2.145;
RMSEA=0.076 (90% CI=0.001-0.139); GFI=0.980;
AGFI=0.939; NFI1=0.943; CF1=0.968; TLI=0.936).

Reliability and convergent validity

We used Cronbach’s alpha to measure internal consis-
tency. The Cronbach’s alpha coefficient for the EAI was
0.71 that was acceptable. To evaluate the stability of the
EALI scale, test-retest analysis was used. The results were
acceptable. The intra-class correlation (ICC) was 0.71
(95% CI=0.64-0.77).
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Fig. 1 A one-factor model for the scale gained from the confirmatory factor analysis (n=200)

Reliability was also assessed through the calculation
of composite reliability (CR) and maximum reliability
(MaxR or H) [34]. To evaluate convergent validity, the
average variance extracted (AVE) was calculated and
compared with the CR. The values of CR, and MaxR(H)
were 0.68, and 0.76, respectively, indicating acceptable
reliability [34, 35]. AVE was 0.35 and below of the cut-
off (i.e. 0.5). According to Fornell and Larcker [36], if the
Average Variance Extracted (AVE) is less than 0.5 and the
Composite Reliability (CR) is higher than 0.6, the con-
struct’s convergent validity is still considered acceptable.

Demographic findings of participants

Out of 200 participants, 98 (49%) were men and 102
(51%) were women, and their average age was 23.1+3.81.
Among these participants, 28 subjects (14%) had a
diploma, 3 (1.5%) had an associate degree, 124 (62%)
had a bachelor’s degree, 38 (19%) had a master’s degree,
and 7 (3.5%) had a Ph.D. Also, 183 subjects (91.5%) were
single and 17 (8.5%) were married. The total score of EAI

was higher in the age range of 18-20 years compared to
20-35 years old and also among subjects with normal
BMI compared to others. Furthermore, this score was
higher among people those who exercised with high
intensity compared to than those who exercised with low
to moderate intensity. As shown in Table 2.

Discussion
The present study aimed to assess the psychometric
properties of the Persian version of the EAL The results
of exploratory factor analysis showed a one-factor struc-
ture explaining 40.43% of the variance and is consistent
with previous studies in this field [23-25]. CFA con-
firmed the one-factor model with acceptable fit indices.
In this study, Cronbach’s alpha of 0.71 indicates accept-
able internal consistency, although slightly lower than
the original EAI (0.84) [20] and other adapted ver-
sions (>0.80) [23, 24]. The 2-week test-retest reliability
(ICC=0.71) was adequate [23, 25]. Overall, the Persian
EAI demonstrates satisfactory reliability.
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Table 2 Descriptive report of participants' means score and total
score of exercise addiction inventory domains (n=200)

Variables N (%) Total score
Age 18-20 46 (23) 16.23 (4.15)
20-30 142 (71) 15.69 (3.69)
30-35 12 (6) 15.50 (2.68)
Gender Male 92 (49) 15.81 (3.74)
Female 102 (51) 15.51(3.55)
Marital status Single 183 (91.5) 17.69 (4.77)
Married 17 (8.5) 18.58 (4.43)
Education Diploma 28 (14) 16.50 (3.63)
Associate degree 3(1.5) 18.33 (2.08)
Bachelor’s degree 124 (62) 15.77 (3.91)
Master's degree 38(19) 15.10 (3.56)
Ph.D. 7(3.5) 16.57 (1.99)
BMI Low 9(4.5) 1533 (2.73)
Normal 132 (66) 15.99 (3.52)
High 49 (24.5) 15.55 (4.39)
Obese 10 (5) 15.10 (4.17)
Physical activity  Low 54 (27) 14.27 (3.36)
Moderate 38(19) 15.13 (2.99)
High 108 (54) 16.81 (3.87)

BMI, body mass index

In contrast to previous EAI validation studies that sup-
ported a 6-item single factor structure (24, 37), EFA in
the current study resulted in a 5-item Persian EAI model.
Unlike previous research conducted in general popu-
lation samples in Iran [28], the present study focused
specifically on physically active young adults. The speci-
ficity of sampling only regular exercisers may have con-
tributed to the discrepant factor structure obtained here
compared to past studies with more diverse participants.
Additionally, the current study utilized in-person inter-
views for data collection, while past Iranian research
relied on online surveys [28]. The smaller sample size
achieved here (n=200) relative to larger online samples
may have also impacted results.

The EAI score of women was lower than men in
the present study. A number of previous studies have
reported similar findings [37, 38] but some disagree [39,
40]. In studies that include eating disorders, women score
higher on EA scales [12, 41]. A better understanding of
the gender differences in risk for EA should consider
whether eating disorders are present or absent.

A limitation of this study was that concurrent validity
of the Persian EAI could not be evaluated, since no gold
standard exercise addiction questionnaire was available
in Persian for comparison.

Conclusion

The results of the present study showed that the Persian
EAI has acceptable validity and reliability for evaluating
EA. It is a simple and practical tool that can be used for
future studies. For most people, exercise has beneficial
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effects and is widely recommended. However, diagnos-
ing exercise addiction can be complex, and the EAI can
quickly assess the risk of exercise addiction.

Acknowledgements

We thank all of the study participants. We also are thankful from Research
Undersecretary of Tabriz University of Medical Sciences for their financial
support (Grant number: 68981). We are thankful from research undersecretary
of Tabriz University of Medical Sciences for their financial support (Grant
number: 68981). We thank participants of the current study.

Author contributions

All authors approved the final version of the article and agreed to its
submission. MAF designed the project, supervised it. MAF and LJ contributed
in statistical analysis, MAF also contributed in manuscript writing. SKH was
involved in hypothesis generation and statistical approach and article writing.

Funding

The present study has been financially supported by a grant from Tabriz
University of Medical Sciences. The funders had no role in hypothesis
generation, recruiting and designing the study. Their role was only financial
support.

Availability of data and material
Data are available with reasonable request from the corresponding author.

Declarations

Ethics approval and consent to participate

This study protocol has been approved by the ethics committee of the

Tabriz University of Medical Sciences (code: IR TBZMED.REC.1400.1218).
Written informed consent was obtained from all of the participants before
participation in the study. All methods in the current research were performed
in accordance with the declaration of Helsinki's guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 12 July 2023 / Accepted: 14 February 2024
Published online: 14 March 2024

References

1. Caspersen CJ, Powell KE, Christenson GM. Physical activity, exercise, and
physical fitness: definitions and distinctions for health-related research. Public
Health Rep. 1985;100(2):126-31.

2. Waddington |, Smith A. Sport, health and drugs: a critical sociological per-
spective. Routledge; 2013.

3. Mikkelsen K, Stojanovska L, Polenakovic M, Bosevski M, Apostolopoulos V.
Exercise and mental health. Maturitas. 2017;106:48-56.

4. Wilson MG, Ellison GM, Cable NT. Basic science behind the cardiovascular
benefits of exercise. Br J Sports Med. 2016;50(2):93.

5. Blair SN, Kohl HW 3rd, Paffenbarger RS Jr, Clark DG, Cooper KH, Gibbons LW.
Physical fitness and all-cause mortality. A prospective study of healthy men
and women. JAMA. 1989;262(17):2395-401.

6.  Griffiths MD, Urban R, Demetrovics Z, Lichtenstein MB, de la Vega R, Kun B, et
al. A cross-cultural re-evaluation of the Exercise Addiction Inventory (EAI) in
five countries. Sports Med Open. 2015;1(1):5.

7. Landolfi E. Exercise addiction. Sports Med. 2013;43(2):111-9.

8. Griffiths M. Exercise Addiction: a Case Study. Addict Res. 1997;5(2):161-8.

9. Szabo A, Griffiths MD, Marcos RLV, Mervé B, Demetrovics Z. Focus: addiction:
methodological and conceptual limitations in exercise addiction research.
Vale J Biol Med. 2015,88(3):303.

10. Lichtenstein MB, Nielsen RO, Gudex C, Hinze CJ, Jergensen U. Exercise addic-
tion is associated with emotional distress in injured and non-injured regular
exercisers. Addict Behav Rep. 2018;8:33-9.



Khoshro et al. BMC Research Notes

12.
13.

22.

23.

24.

25,

26.

27.

(2024) 17:76

Bruno A, Quattrone D, Scimeca G, Cicciarelli C, Romeo VM, Pandolfo G, et

al. Unraveling exercise addiction: the role of narcissism and self-esteem. J
Addict. 2014;2014:987841.

Szabo A. Addiction to Exercise: A Symptom or a Disorder2010.

Szabo A, Griffiths MD. Exercise addiction in British sport science students. Int
J Mental Health Addict. 2007;5(1):25-8.

Trott M, Jackson SE, Firth J, Jacob L, Grabovac |, Mistry A, et al. A compara-
tive meta-analysis of the prevalence of exercise addiction in adults with and
without indicated eating disorders. Eat Weight Disord. 2021,26(1):37-46.
Pasman L, Thompson JK. Body image and eating disturbance in obligatory
runners, obligatory weightlifters, and sedentary individuals. Int J Eat Disord.
1988;7(6):759-69.

Ackard DM, Brehm BJ, Steffen JJ. Exercise and eating disorders in college-
aged women: profiling excessive exercisers. Eat Disord. 2002;10(1):31-47.
Downs DS, Hausenblas HA, Nigg CR. Factorial validity and psychometric
examination of the Exercise Dependence Scale-revised. Meas Phys Educ
Exerc Sci. 2004;8(4):183-201.

Hausenblas HA, Downs DS. How much is too much? The develop-

ment and validation of the exercise dependence scale. Psychol Health.
2002;17(4):387-404.

Ogden J, Veale D, Summers Z. The Development and Validation of the Exer-
cise Dependence Questionnaire. Addict Res. 1997;5(4):343-55.

Terry A, Szabo A, Griffiths M. The Exercise Addiction Inventory: a new brief
Screening Tool. Addict Res Theory. 2004;12(5):489-99.

Griffiths M, Szabo A, Terry A. The exercise addiction inventory: a quick

and easy screening tool for health practitioners. Br J Sports Med.
2005;39(6):e30-¢.

Berczik K, Urban R, Szabo A, Griffiths MD, Farkas J, Magi A, et al. Psychometric
properties and concurrent validity of two exercise addiction measures: a
population wide study. Psychol Sport Exerc. 2012;13(6):739-46.

Sicilia A, BrachtV, Penha V, Ribero Almeida U, Ferriz R, Alcaraz-lbanez M.
Psychometric properties of the Exercise Addiction Inventory (EAI) in a sample
of Brazilian university students. Universitas Physiol. 2017;16(2):176-85.
Salazar D, Cantu A, Ceballos A, Berenglii R. Exercise addiction in Mexico:
psychometric properties of the Exercise Addiction Inventory and risk analysis.
Suma Psicoldgica. 2021;28(2):97-103.

Lichtenstein M, Christiansen E, Bilenberg N, Stgving R. Validation of the exer-
cise addiction inventory in a D anish sport context. Scand J Med Sci Sports.
2014;24(2):447-53.

Gori A, Topino E, Griffiths MD. A Screening Tool for Exercise Addiction: the
Psychometric properties of the Italian Exercise Addiction Inventory. Int J
Mental Health Addict. 2021;21:1618-35.

Sicilia A, Alias-Garcia A, Ferriz R, Moreno-Murcia JA. Spanish adaptation

and validation of the Exercise Addiction Inventory (EAI). Psicothema.
2013,25:3377-83.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Page 6 of 6

Akbari M, Zamani E, Seydavi M, Griffiths MD, Pakpour AH. The Persian Exercise
Addiction Inventory—Adult and Youth versions: Psychometric Properties
based on Rasch Analysis among iranians. Int J Mental Health Addict. 2022.
Beaton DE, Bombardier C, Guillemin F, Ferraz MB. Guidelines for the

process of cross-cultural adaptation of self-report measures. Spine.
2000,25(24):3186-91.

Motaghian L, Moloodi R, Hasani J. Psychometric properties of Persian Version
of the Exercise Dependence Scale-revised (EDS-R) in bodybuilders. Res Sport
Manage Motor Behav. 2020,9(18):197-212.

Lawshe CH. A quantitative approach to content validity. Pers Psychol.
1975;28(4):563-75.

Anthoine E, Moret L, Regnault A, Sébille V, Hardouin J-B. Sample size used

to validate a scale: a review of publications on newly-developed patient
reported outcomes measures. Health Qual Life Outcomes. 2014;12(1):1-10.
Yusoff MSB, Arifin WN, Hadie SNH. ABC of Questionnaire Development and
Validation for Survey Research. Educ Med J. 2021;13(1).

Hancock GR, Mueller RO. Rethinking construct reliability within latent variable
systems. Struct Equation Modeling: Present Future. 2001;195:216.

Bagozzi RP, Yi Y. On the evaluation of structural equation models. J Acad Mark
Sci. 1988;16:74-94.

Fornell C, Larcker DF. Evaluating structural equation models with unobserv-
able variables and measurement error. J Mark Res. 1981;18(1):39-50.

Szabo A, Vega Rde L, Ruiz-Barquin R, Rivera O. Exercise addiction in Spanish
athletes: investigation of the roles of gender, social context and level of
involvement. J Behav Addict. 2013;2(4):249-52.

Hausenblas HA, Downs DS. Relationship among sex, imagery and exercise
dependence symptoms. Psychol Addict Behav. 2002;16(2):169.

Modolo VB, Antunes HKM, de Gimenez PRB, Santiago MLDM, Tufik S, de Mello
MT. Negative addiction to exercise: are there differences between genders?
Clinics. 2011,66(2):255-60.

Pierce E, Rohaly K, Fritchley B. Sex differences on exercise dependence

for men and women in a marathon road race. Percept Mot Skills.
1997,84(3):.991-4.

Tata P, Fox J, Cooper J. An investigation into the influence of gender and par-
enting styles on excessive exercise and disordered eating. Eur Eat Disorders
Review: Prof J Eat Disorders Association. 2001;9(3):194-206.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Psychometric properties of the exercise addiction inventory (EAI) questionnaire among physically active young adults
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Participants and study design
	﻿The study questionnaire
	﻿Translation
	﻿Face and content validity
	﻿Sample size considerations
	﻿Statistical analysis
	﻿Data collection

	﻿Results
	﻿Construct validity
	﻿Reliability and convergent validity
	﻿Demographic findings of participants

	﻿Discussion
	﻿Conclusion
	﻿References


