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Introduction

Diabetic foot ulcer (DFU) is potentially complication of 
diabetes, and it can be life threating.1 The burden of DFU 
patients very high, such as more frequent to visit hospital 
as well as most commonly admitted at hospital compare 
with diabetic patients without foot ulcer.2 These conditions 
will increase the economic expenditure3 as well as mental 
health problems such as depression4 and anxiety among 
DFU patients.5 Depression and anxiety will decrease self-
adherence among DFU patients and increase morbidity 
and mortality.6,7
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Abstract
Background: Religious health fatalism belief that health outcome is only determined by God without seeking treatment. 
Tools are needed to measure fatalism among patients with chronic disease, especially diabetic foot ulcer (DFU) patients. 
The aim of this study was to conduct psychometric test of religious health fatalism questionnaire (RHFQ) including 
translation, validation, reliability, and cut-off point among DFU out-patients.
Design and methods: This study employed cross sectional design, using self-report questionnaire. Data were collected 
from diabetes clinic in five hospitals, Indonesia. The inclusion criteria were patients who had history of DFU more than 
2 years. Total sample in this study was 184 patients. This study was conducted from April to June 2021. Permission to 
use the RHFQ was permitted by the original author. We conducted translation and adaptation questionnaire to Bahasa. 
We employed reliability test with internal consistency, construct validity, and convergent validity. Construct validity was 
evaluated using exploratory factor analysis (EFA). Cut-off point RHS was analyzed using receiver operating characteristic 
(ROC). ROC was evaluated using correlation score between total score RHFQ and CDRISC-25 Indonesia version. Previous 
study mentioned that resilience is a predictor of religious. The Cronbach’s alpha for RHFQ Indonesia version was adequate.
Results: EFA showed adequate with Kaiser–Meyer-Olkin (KMO) value of 0.72 and the Bartlett’s test of sphericity was 
significant. According to ROC curve analysis, the cut-off point at a score 67.5 indicated the best sensitivity and specificity.
Conclusions: RHFQ Indonesia version had reliability and validity for screening religious health fatalism among DFU 
outpatients.
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Religious beliefs affect health behavior. It has signifi-
cant impact on self-adherence, especially among patients 
with chronic diseases8 such as diabetes.9 Individuals who 
have religious health fatalism tends to give up easily. 
Fatalism is negatively correlated with self-adherence and 
positively correlated with seeking treatment10 and belief 
that health outcome is only determined by God without 
seeking treatment.11 Health education and health promo-
tion for individual with religious health fatalism is needed. 
So it was required tool to understand this fatalism.

Tools are needed to measure religious health fatalism 
and screen fatalism among patients with chronic disease,12 
especially among DFU patients. This tool can be used for 
public health strategies, to prevent fatalism and increase 
self-adherence.13 Several tools have been created to assess 
fatalism among patients with chronic diseases such as the 
Powe ism Inventory for cancer patients14 and also fatalism 
scale with dimension of predetermination, luck, and pes-
simism.15 In addition, the religious health fatalism ques-
tionnaire (RHFQ) was widely used to determine health 
fatalism related health behaviors. RHFQ had good validity 
and reliability.11 RHFQ has never been translated into 
Bahasa and based on our knowledge, no study has been 
conducted to evaluate the psychometric test. So, the aim of 
this study was to conduct psychometric test of RHFQ, 
including translation, validation, reliability, and cut off 
point among diabetic foot ulcer (DFU) out-patients.

Methods

Participants and setting

This study employed cross sectional design, using self-
report questionnaire through Google-Form. Data were col-
lected from outpatients from diabetes clinic in five hospitals, 
South Kalimantan, Indonesia. The inclusion criteria were 
patients who had history diabetic foot ulcer (DFU) more 
than 2 years based on Wagner Scale, aged 18–75 years old. 
The exclusion criteria was patients disagreed to participate 
in this study. Total sample in this study was 184 patient and 
RHFQ had 17 parameters. It was recommended to include 
5–20 observations for each parameter. The minimum sam-
ple that we need in this study was 85.16

Instruments

Resilience (CD RISC-25).  Resilience was measured using 
Connor-Davidson Resilience Scale-25 (CD RISC-25) 
Indonesian version.17 We already granted from original 
author CD RISC 25 consist of 25 items and 7 domains, 
including hardiness (items 5, 10, 11, 12, 22, 23, 24), cop-
ing (items 2, 7, 13, 15, 18), adaptability/flexibility (items 
1, 4, 8), meaningfulness/purpose (items 3, 9, 20, 21), opti-
mism (items 6, 16), regulation of emotion and cognition 
(items 14, 19), and self-efficacy (items 17, 25). Higher 
score indicates higher resilience, and lower score indicates 

that individual tends to depress, anxious, and post- 
traumatic stress disorder. This original questionnaire had 
good convergent validity and adequate reliability with 
Cronbach alpha 0.902.18

Religious health fatalism questionnaire (RHFQ).  Religious 
was measured using religious health fatalism questionnaire 
(RHFQ) created by Franklin et al. We already get permis-
sion to use this questionnaire. This questionnaire was used 
to assess health fatalism and preventive health behavior. It 
is 17-item test and consist of three dimensions: (1) Belief 
that God will provide good health (Item number 1, 2, 3, 4, 
5, 6, 7, 8, 9, 10, and 11) was used to measure individual 
belief that God will provide health, (2) The destined plan 
(items 12, 13, 14, and 15) was used to measure that health 
was determined by God, (3) Helpless inevitability (items 
16 and 17) was used to assess about individual had no con-
trol over one’s own health. This scale was used Likert scale 
from 1 = strongly disagree to 5 = strongly agree. Total score 
between 17 and 85. Higher score indicates fatalism. The 
original RHF has acceptable validity and reliability.11

Ethical consideration

This study was granted by the ethics committee of Ulin 
Hospital, Banjarmasin, Indonesia. Number: 13/III-Reg 
Riset/RSUDU/21.

Procedures

This study was conducted from April to June 2021. 
Permission to use the RHFQ and CD RISC 25 Indonesia 
version was permitted by the original author. We conducted 
translation and adaptation English questionnaire to bahasa 
based on previous studies.13,19 The initial step was forward 
translation from original version into Bahasa; expert panel 
to review the result of translation, namely two expert panel 
who have expertise in nursing and psychology reviewed 
after translation into Bahasa, then we conducted back trans-
lation from bahasa to English and compare the result with 
the original one, and the last we conducted pilot study to 50 
DFU Patients to examine whether the Bahasa questionnaire 
was understood by them. In the end, we tested final version 
of questionnaire to assess psychometric test using google 
form. The researcher asked the hospitals for permission to 
conduct this study. After getting permission, the researcher 
explained the study and asked the informed consent to par-
ticipate in the study. The participants were allowed to with-
draw from the study. Only the researchers who can access 
the answer of participants.

Statistical analyze

All analyze used SPSS (version 22) for windows. 
Descriptive statistics were computed to evaluate minimum 
and maximum value, mean and standard deviation (SD). 
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Inter-item correlation and item-total correlation was calcu-
lated using Pearson correlation; correlation more than 0.2 
means satisfactory.16 We employed reliability test with 
internal consistency, the cronbach alpha more than 0.5 was 
considered reliable.20,21 Validity tests in this study were 
construct validity and convergent validity. Construct valid-
ity was evaluated using exploratory factor analysis (EFA), 
with principal components extraction and varimax rota-
tion, using Kaiser–Meyer–Olkin (KMO) and Bartlett’s test 
of sphericity indicators.22 KMO value must greater than 
0.5 and Bartlett’s test of sphericity must be significant 
(p < 0.001).23,24

Confirmatory factor analysis (CFA) was used to evalu-
ate the structural model fit of RHFQ. Goodness of fit was 
tested using AMOS software and it was evaluated using 
goodness of fit index (GFI), adjusted goodness-of-fit index 
(AGFI), normed fit index (NFI) >0.925 and root-mean-
square error of approximation (RMSEA) ≤0.10.26 
Convergent validity was evaluated using factor loading, 
average variance extracted (AVE) and composite reliability 
(CR). Factor loading >0.32,27 composite reliability (CR) 
>0.7028 meanwhile average variance extracted (AVE) 
>0.50; or AVE > 0.40 if CR>0.60.29 Cut-off point RHS 
was analyzed using ROC (receiver operating characteris-
tic). ROC was evaluated using correlation score between 
total score RHFQ and CDRISC-25. Previous study men-
tioned that resilience is a predictor of religious.30

Results

Characteristic of participants

Table 1 showed the characteristic of participants. Age 
was most predominantly by participant’s age 51–
60 years old (41.3%) and most participants were female. 
Most of participant’s religion was Muslim (Islam) 
(98.4%). The proportion of education was predomi-
nantly by participants with high school degree (50%). 
66.3% participants did not work and 64.7% had income 
less than IDR 3.000.000. Most of participants have 
health insurance and have been suffering Diabetes 
Mellitus about 1–5 years. 49.5% participants have been 
using oral diabetes medication. In terms of hospital 
54.9% participants were outpatients from Ulin 
Banjarmasin hospital.

Score RHFQ Indonesian version

Table 2 showed the average score of RHFQ Indonesian 
version items. The highest mean values for item RHFQ 
1, it was 4.25 (If I just pray to God about my health, He 
will work it out), whereas the lowest mean score for item 
RHFQ 15 (Sometimes someone can be ill because of  
disobedience to God). The mean total score of RHFQ 
was 66.1.

Reliability

Cronbach alpha for internal consistency RHFQ Indonesia 
version was 0.0.707 with delete item (0.691–0.724) (Table 3).

Table 1.  Demographic characteristics of the participants 
(n = 184).

Characteristic Mean (SD) n %

Age (years) 54.81  
  20–30 1 1.1
  31–40 11 6.0
  41–50 41 22.3
  51–60 76 41.3
  61–70 44 23.9
  >71 10 5.4
Gender  
  Male 74 40.2
  Female 110 59.8
Religion  
  Islam 181 98.4
  Non-Islam 3 1.6
Education  
  Not school 10 5.4
  Elementary school 58 31.5
  High school 92 50
  Bachelor degree 24 13
Occupational status  
  Work 62 33.7
  Not work 122 66.3
Income per month  
  <Rp 3,000,000 119 64.7
  >Rp 3,000,000 65 35.3
Health insurance  
  Yes 174 94.6
  No 10 5.4
Long suffer diabetes (year)  
  <1 25 13.6
  1–5 108 58.7
  5–10 32 17.4
  >10 19 10.3
Treatment of diabetes  
  Insulin injection therapy 40 11.4
  Oral diabetes medication 91 49.5
 � Insulin injection and oral 

diabetes medication
38 20.7

 � Not using Insulin 
injection or oral diabetes 
medication

15 8.2

Hospital  
 � Anshari Shaleh 

Banjarmasin hospital
38 20.7

  Ulin Banjarmasin hospital 101 54.9
 � Damanhuri Barabai 

hospital
21 11.4

  Nirwana hospital 10 5.4
  Boeyasin Peaihari hospital 14 7.6
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Factor structure, construct validity,  
convergent validity

Exploratory factor analysis was conducted to evaluate 
construct validity of 17 items RHFQ. Kaiser–Meier–Olkin 

was 0.72 and the Bartlett’s test value of sphericity was 
p < 0.001. In addition Table 4 showed correlation between 
total score RHFQ Indonesian version and CDRISC-25 
Indonesia version was significant (p < .05). Table 3 
showed, principal component indicated three factor model 
that had Eigen value greater than 1. The factor loading of 
17 items RHFQ Indonesia version were greater than 0.32, 
it was indicated favorable convergent validity. Factor 1 
consist of nine items with explained variance 24.921%, 
factor 2 consist of three items with explained variance 
8.95%, factor 3 consist of three items with explained vari-
ance 12.24%. The AVE factor 1, 2, 3 were 0.418, 0.40, and 
0.461, respectively. In addition CR score for three factors 
0.863, 0.748, and 0.704, respectively, which indicate 
acceptable convergent validity.

Confirmatory factor analysis

CFA was conducted to validate the structure of RHFQ 
Indonesia version. Root-Mean-Square Error of Appro
ximation (RMSEA) = 0.09 (Figure 1).

Cut-off point determination

Receiver operating characteristic (ROC) curve was used 
to measure cut off point for RHFQ Indonesia version. 
Area below 0.757 indicated global score of RHFQ was 
67 (Figure 2). This score had sensitivity and specificity 
for measured religious health fatalism among DFU 
patients.

Table 2.  Average score of religious health fatalism 
questionnaire (RHFQ) Indonesia version.

Dimension RHFQ Min Max Mean SD

Factor 1
  RHFQ 1 2 5 4.25 0.54
  RHFQ 2 1 5 3.93 0.86
  RHFQ 3 2 5 4.17 0.58
  RHFQ 4 2 5 4.17 0.48
  RHFQ 5 1 5 4.01 0.76
  RHFQ 6 1 5 4.23 0.67
  RHFQ 7 2 5 4.30 0.55
  RHFQ 8 2 5 4.25 0.62
  RHFQ 9 1 5 4.03 0.70
Factor 2
  RHFQ 12 1 5 3.87 0.71
  RHFQ 13 1 5 4.01 0.64
  RHFQ 14 1 5 4.16 0.54
  RHFQ 15 1 5 3.10 1.17
  RHFQ 16 1 5 2.88 1.19
Factor 3
  RHFQ 10 1 5 3.73 1.04
  RHFQ 11 1 5 3.25 1.20
  RHFQ 17 1 5 3.61 0.96
Total 39 82 66.01 5.82

Table 3.  Correlation coefficient item Religious Health Fatalism Questionnaire (RHFQ) after varimax rotation.

RHFQ 
dimension Factor loading Eigen values

Cumulative variance 
explained (%)

Item-total 
correlation

Cronbach’s alpha if 
item deleted AVE CR

Factor 1 4.237 24.921 0.418 0.863
  RHFQ 1 0.597 0.390 0.695  
  RHFQ 2 0.446 0.446 0.691  
  RHFQ 3 0.683 0.553 0.681  
  RHFQ 4 0.766 0.513 0.687  
  RHFQ 5 0.646 0.531 0.681  
  RHFQ 6 0.783 0.521 0.682  
  RHFQ 7 0.688 0.437 0.691  
  RHFQ 8 0.637 0.568 0.679  
  RHFQ 9 0.497 0.409 0.693  
Factor 2 1.522 8.950 0.40 0.748
  RHFQ 12 0.629 0.419 0.693  
  RHFQ 13 0.729 0.509 0.685  
  RHFQ 14 0.632 0.516 0.684  
  RHFQ 15 0.395 0.342 0.719  
  RHFQ 16 0.647 0.319 0.724  
Factor 3 2.076 12.214 0.461 0.704
  RHFQ 10 0.830 0.404 0.703  
  RHF 11 0.736 0.390 0.713  
  RHFQ 17 0.392 0.439 0.695  
Total 1 0.707  
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Discussion

The aim of this study was to conduct psychometric test of 
RHFQ, including translation, validation, reliability, and 
cut off point among Diabetic Foot Ulcer (DFU) out-
patients. The results showed that RHFQ Indonesia was a 
stable instrument to measure religious health fatalism and 
similar with original RHFQ.11

Reliability

Cronbach alpha of RHFQ Indonesia version was 0.707. 
The result showed that RHFQ Indonesia version had 
acceptable internal consistency and similar with original 
RHFQ,11 it was 0.79. Previous study from Turkey showed 
that the cronbach alpha for RHFQ was 0.93.31 However 
previous studies recommended that cronbach’s alpha >0.5 
was considered reliable.20,21

Construct validity and convergent validity

RHFQ Indonesia version was supported by construct 
validity. Exploratory factor analysis was used to extract 17 
items of RHFQ. Compare with the original RHFQ, the 

Table 4.  Correlation total score RHFQ and CD RIS 25.

Total CDRIS 25

Total RHFQ 0.374 **

**p < 0.05.

Figure 1.  Factor structure from Religious Health Fatalism Questionnaire (RHFQ) with RMSEA: 0.09.
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results of this study showed that some changes in the fac-
tor structure, however, all items was supported by factor 
loading more than 0.32.27

The first factor of RHFQ original version consists of 
items 1–11. While the Indonesian version, the first factor 
consists of items 1–9. The second factor of RHFQ original 
version, consists of four items (item 12, 13, 14, and 15). 
While the Indonesian version has five items (item 12, 13, 
14, and 15) with additional item 16. The third factor for the 
original version, consists of item 16 and 17. While the 
Indonesian version had three items (item 10, 11, and 17). 
Items in each factor of the RHFQ Indonesia version simi-
lar with original version. However, there were some 
changes in three items, such as item 10: I trust God not 
man, to heal me, item 11: if person has enough faith, heal-
ing will occur, healing will occur without doctor to do any-
thing. Both of items were included in Helpless inevitability 
dimension. This condition may occur because the charac-
teristic of respondent of DFU patients that often visit 
health services. They also feel worry due to the complica-
tions5 or the risk of amputation.32 This situation makes 
them helpless and only trust their condition to God.

We also conducted confirmatory factor analysis (CFA) 
to assess construct validity from RHFQ Indonesia version. 
Structure model of RHFQ Indonesia version was measured 
using indices, especially RMSEA. RMSEA was used to 
evaluate model and it was recommended ≤0.1.26 This 
RHFQ had adequate model with factor loading more than 
0.32 (Figure 1).

Receiver operating characteristic (ROC)

Receiver operating characteristic curve showed that RHF 
has a cut-off point of 67 (Figure 2). This is the first study 
to determine religious health fatalism scores in DFU 
patients. Previous studies showed that the higher score 
indicates the more fatalism. This study showed that score 
≥67 means high fatalism or they believe that God control 
health.11,31 This situation must also be interpreted carefully 
according to the culture of each country33 because most of 
participants were Muslim (Islam), so they believe that God 
control everything, However, Islam still emphasize to 
make effort in everything as well before giving up to 
God.34

This study had limitation, such as the heterogeneous 
sample in length of suffering DFU and the age of partici-
pants, and thus, length of suffering DFU had effect on 
anxiety and how to control their health. However this 
study showed that RHFQ Indonesia version was valid and 
reliable to measure Religious health fatalism.
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Significance for public health

Religious health fatalism affect health behavior. Religious health 
fatalism belief that health outcome is only determined by God 
without seeking treatment. Tools are needed to measure religious 
health fatalism and screen fatalism among patients with chronic 
disease, especially diabetic foot ulcer (DFU) patients. Tools are 
needed to measure religious health fatalism and screen fatalism 
among patients with chronic disease. This tool can be used for 

Figure 2.  Notes area below the ROC curve 0.757, standard 
error 0.404; asymptotic sig. <0.001, lower bound 0.670; and 
upper bound 0.843.
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public health strategies, to prevent fatalism and increase self-
adherence. This study, therefore, aims to evaluate psychometric 
properties of Religious health fatalism questionnaire (RHFQ) 
including translation, validation, reliability, and cut off point 
among DFU out-patients. So it can be used to screen health fatal-
ism and to prevent it.

References

	 1.	 Ugwu E, Adeleye O, Gezawa I, et al. Burden of diabetic foot 
ulcer in Nigeria: current evidence from the multicenter eval-
uation of diabetic foot ulcer in Nigeria. World J Diabetes 
2019; 10(3): 200–211.

	 2.	 Driver VR, Fabbi M, Lavery LA, et al. The costs of diabetic 
foot: the economic case for the limb salvage team. J Vasc 
Surg 2010; 52(3 Suppl): 17S–22S.

	 3.	 Keskek SO, Kirim S and Yanmaz N. Estimated costs of 
the treatment of diabetic foot ulcers in a tertiary hospital in 
Turkey. Pak J Med Sci 2014; 30(5): 968–971.

	 4.	 Jiang F-H, Liu X-M, Yu HR, et al. The incidence of depression 
in patients with diabetic foot ulcers: A systematic review and 
meta-analysis. Int J Low Extrem Wounds 2022; 21: 161–173.

	 5.	 Udovichenko OV, Maximova NV, Amosova MV, et al. 
Prevalence and prognostic value of depression and anxiety 
in patients with diabetic foot ulcers and possibilities of their 
treatment. Curr Diabetes Rev 2017; 13(1): 97–106.

	 6.	 Polikandrioti M, Vasilopoulos G, Koutelekos I, et al. Quality 
of life in diabetic foot ulcer: associated factors and the impact 
of anxiety/depression and adherence to self-care. Int J Low 
Extrem Wounds 2020; 19(2): 165–179.

	 7.	 Winkley K, Sallis H, Kariyawasam D, et al. Five-year 
follow-up of a cohort of people with their first diabetic 
foot ulcer: the persistent effect of depression on mortality. 
Diabetologia 2012; 55(2): 303–310.

	 8.	 Kretchy I, Owusu-Daaku F and Danquah S. Spiritual and 
religious beliefs: do they matter in the medication adher-
ence behaviour of hypertensive patients? Biopsychosoc Med 
2013; 7(1): 15–17.

	 9.	 Saffari M, Lin C-Y, Chen H, et al. The role of religious cop-
ing and social support on medication adherence and quality 
of life among the elderly with type 2 diabetes. Qual Life Res 
2019; 28(8): 2183–2193.

	10.	 Kiyak E, Erkal E, Demir S, et al. Evaluation of attitudes 
toward epilepsy and health fatalism in northeastern Turkey. 
Epilepsy Behav 2021; 115: 107495.

	11.	 Franklin MD, Schlundt DG and Wallston KA. Development 
and validation of a religious health fatalism measure for the 
African-American faith community. J Health Psychol 2008; 
13(3): 323–335.

	12.	 Valenti GD and Faraci P. Instruments measuring fatalism: a 
systematic review. Psychol Assess 2022; 34: 159–175.

	13.	 Setyowati A, Chung M-H and Yusuf A. Development of 
self-report assessment tool for anxiety among adolescents: 
Indonesian version of the Zung self-rating anxiety scale.  
J Public Health Afr 2019; 10: s1.

	14.	 Powe BD (ed.). Cancer fatalism among elderly Caucasians and 
African Americans. Oncol Nurs Forum 1995; 22: 1355–1359.

	15.	 Shen L, Condit CM and Wright L. The psychometric prop-
erty and validation of a fatalism scale. Health Psychol 2009; 
24(5): 597–613.

	16.	 Kline RB. Principles and practice of structural equation 
modeling. New York: Guilford Publications, 2015.

	17.	 Baek H-S, Lee K-U, Joo E-J, et al. Reliability and validity 
of the Korean version of the Connor-Davidson Resilience 
Scale. Psychiatry Investig 2010; 7(2): 109–115.

	18.	 Yu X and Zhang J. Factor analysis and psychometric evalu-
ation of the Connor-Davidson Resilience Scale (CD-RISC) 
with Chinese people. Social Behavior and Personality: an 
international journal 2007; 35(1): 19–30.

	19.	 Setyowati A, Chung M-H, Yusuf A, et al. Psychometric 
of the curiosity and exploration inventory-ii in Indonesia.  
J Public Health Res 2020; 9(3): 1745.

	20.	 Morera OF and Stokes SM. Coefficient α as a measure of 
test score reliability: review of 3 popular misconceptions. 
Am J Public Health 2016; 106(3): 458–461.

	21.	 Streiner DL. Starting at the beginning: an introduction to 
coefficient alpha and internal consistency. J Pers Assess 
2003; 80(1): 99–103.

	22.	 Williams B, Onsman A and Brown T. Exploratory factor 
analysis: A five-step guide for novices. Australas J Paramed 
2010; 8(3). http://ro.ecu.edu.au/jephc/vol8/iss3/1

	23.	 Hair JF, Anderson RE, Tatham RL, et al. Multivariate data 
analysis. Upper Saddle River, NJ: Prentice Hall, 1998.

	24.	 Tabachnick BG, Fidell LS and Ullman JB. Using multivari-
ate statistics. Boston, MA: Pearson, 2007.

	25.	 Hair JF, Black WC, Babin BJ, et al. Multivariate data analy-
sis. Uppersaddle River, NJ: Pearson Prentice Hall, 2006.

	26.	 Resnick B, Palmer MH, Jenkins LS, et al. Path analysis of 
efficacy expectations and exercise behaviour in older adults. 
J Adv Nurs 2000; 31(6): 1309–1315.

	27.	 Comrey A and Lee H. A first course in factor analysis. 
Hillsdale, NJ: Erlbaum, 1992.

	28.	 Hair J, Black W, Babin B, et al. Multivariate data analysis. 
seven ed. Prentice Hall, NJ: Pearson, 2010.

	29.	 Huang C-C, Wang Y-M, Wu TW, et al. An empirical analy-
sis of the antecedents and performance consequences of 
using the moodle platform. Int J Inf Educ Technol 2013; 
3(2): 217–221.

	30.	 Javanmard GH. Religious beliefs and resilience in academic 
students. Procedia-Social and Behavioral Sciences 2013; 
84: 744–748.

	31.	 Bobov G and Capik C. The reliability and validity of the 
religious health fatalism scale in Turkish language. J Relig 
Health 2020; 59(2): 1080–1095.

	32.	 Morbach S, Furchert H, Gröblinghoff U, et al. Long-term 
prognosis of diabetic foot patients and their limbs: amputa-
tion and death over the course of a decade. Diabetes Care 
2012; 35(10): 2021–2027.

	33.	 Chang HJ, Lin CC, Chou KR, et al. Chinese version of the 
positive and negative suicide ideation: instrument develop-
ment. J Adv Nurs 2009; 65(7): 1485–1496.

	34.	 Ali ZA, Hussain SH and Sakr AH. Natural therapeutics 
of medicine in Islam. Lombard: Foundation for Islamic 
Knowledge, 1987.

http://ro.ecu.edu.au/jephc/vol8/iss3/1

