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Background:Most of the studies involving members of the Seventh-Day Adventist Church (SDA) have been conducted in the United
States and Canada.
Aim: The purpose of the study was to explore the relationship between dietary self-efficacy and religiosity among SDA members in
Peru.
Methods: In this online cross-sectional study, 403 participants aged 18 to 59 years selected by convenience were included. The data
collected included sociodemographic information. In addition, the Dietary Self-Efficacy Scale (DIET-SE) and the Duke University
Index of Religion (DUREL) were administered. A correlation analysis was performed and multiple linear regression was used to
examine the association between religiosity, dietary self-efficacy, and sociodemographic variables.
Results: Dietary self-efficacy was significantly negatively correlated with all dimensions of religiosity, ie, organized religious
activities (ORA), non-organized religious activities (NORA), and intrinsic religiosity (IR). In addition, participants had high dietary
self-efficacy and religiosity.
Conclusion: Although religiosity dimensions did not significantly predict dietary self-efficacy, however, the non-organized religious
activities dimension was the strongest predictor of dietary self-efficacy among Adventists in Peru. The present study will serve as
a basis for future research to further investigate the potential positive effect of religiosity on the improvement a healthy diet and
possible changes in the physical and mental health of the population.
Keywords: Adventists, diet, religion, religiosity, self-efficacy, Peru

Introduction
Dietary self-efficacy (DIET-SE) is defined as a perceived ability to make healthy food choices, even when faced with
potential challenges.1 Unhealthy dietary choices represent an increased risk of noncommunicable diseases (NCDs).2

These diseases are the cause of approximately 5.5 million deaths per year in Latin America and the Caribbean, these
numbers are equivalent to 80.7% of all deaths in the region.3 In Peru, according to data from the Instituto Nacional de
Estadística e Informática, heart diseases represent the main cause of death.4 In 2020, it was estimated that 41.1% of
Peruvians over 15 years of age had a very high cardiovascular risk.5 Similarly, during the same year, in the same age
group, an obesity prevalence of 24.6% was observed, which makes Peru one of the countries in the region with the
highest prevalence.5

Adopting a healthy lifestyle, including a plant-based diet with plenty of minimally processed plant foods such as
fruits, vegetables, nuts, and whole grains6 as well as the Mediterranean diet, with healthy foods such as fish and
fermented or low-fat dairy products, may be beneficial in the prevention of NCDs.7 In contrast, studies have shown that
foods high in saturated fats, free sugars, and sodium represent a major risk factor for NCDs, including cardiovascular
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disease,8 increased risk of overweight/obesity,9 type 2 diabetes mellitus, dyslipidemia,10 and different types of cancer.11

In addition, other research has indicated that excessive consumption of high-calorie dense foods, characterized by being
poor in beneficial nutrients such as dietary fiber, vitamins, minerals, complex carbohydrates and bioactive elements, is
associated with a higher probability of all-cause mortality.12

Religiosity is defined as a spiritual experience that expresses the behaviors of a given religion through specific beliefs,
practices, and rituals.13 Several studies have demonstrated the positive influence of religiosity on lifestyle,14 in healthy
dietary patterns,15 and on people’s health.16 Similarly, some studies have reported that a higher level of religiosity is
associated with a lower risk of cardiovascular disease17 and some types of cancers.18 Moreover, studies report a positive
association between religiosity and a lower risk of obesity and hypertension.19

Possible reasons to explain the positive association between religiosity and better health outcomes could be based on the fact
that religions hold the body sacred and needs to be cared for through behaviors that promote health.20 Two of the main health-
promoting behaviors for religious people are regular physical activity and a healthy diet.21 Many religions adopt specific dietary
rules and emphasize that the body is the temple of the Holy Spirit, which, in turn, can encourage members of the congregation to
adopt healthy behaviors such as a balanced and equilibrated diet.20 In addition, most religions have specific dietary guidelines
regarding which foods to eat or avoid; these guidelines are intended to improve physical, mental, and spiritual well-being.22 Two
exemplary cases are the Seventh-day Adventist Church (SDA) and the Church of Jesus Christ of Latter-day Saints, where,
according to their dietary rules, they encourage their believers to opt for a diet based on the consumption of plant-based foods
such as fruits, vegetables, whole grains and less fat.19 Some observational studies show that Seventh-day Adventists, Mormons,
and followers of religions with strict dietary guidelines have healthier eating habits, better physical health, and greater longevity
than the general population.23 Likewise, those who report a high level of religiosity report a higher intake of fruits, vegetables,
lower intake of saturated fats,24 less consumption of sugar-sweetened beverages, greater adherence to a healthy dietary pattern,
and a better rate of healthy eating.20 The avoidance of any health risk behavior could be considered as one of the mechanisms to
explain the association between religiosity and optimal physical health. Healthy dietary practices adopted by certain religions
could be a protective factor in the prevention of diet-related diseases in the long term.22

Despite the importance of the positive influence of religion on food consumption, little research has been done on this
topic. In Peru, to date, no study has examined the relationship between dietary self-efficacy and religiosity. In addition,
although they have conducted a considerable number of studies on the diet and health of Adventists25,26 and some have
studied the relationship between religiosity and health in ASD church members,27 however, these studies were mainly
conducted in developed countries and not in developing countries such as Peru. Therefore, the purpose of this study was
to evaluate the relationship between dietary self-efficacy and religiosity in ASDs in Peru.

Materials and Methods
Research Design and Participants
An online cross-sectional study on dietary self-efficacy and religiosity was conducted in 403 participants who are
members of the SDA church in Peru. The non-probabilistic convenience sampling technique was used for the recruitment
process. Microsoft Forms was used to create the survey. The study was conducted during the months of March and
June 2021. Data collection was done by sending the survey link via email and social networks such as Facebook
Messenger and WhatsApp. Furthermore, participants were invited to share the link to the study to recruit more
participants. Participants under 18 years of age were excluded. Participants were informed of the purpose of the study
through a brief description located on the home page of the survey. In addition, consent was obtained from participants
by clicking on the “I wish to participate” option after reading the informed consent that was at the beginning of the
survey. We did not collect the names and IP addresses of respondents. The survey was conducted anonymously and it
was completely impossible to trace confidential data.

Duke University Religion Index (DUREL)
To measure the degree of religiosity of the participants, the Duke University Religion Index in Spanish was used.28 This
questionnaire is made up of 5 items that classify the level of religious participation in three dimensions: organized
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religious activity (ORA), which consists of attending a church or other religious institution; non-organized religious
activity (NORA), which refers to religious activities in private, such as praying, listening to religious programs, and the
last dimension, intersectional religiosity (IR), which refers to the degree of personal religious commitment or motivation.
The response categories for all items of the first two dimensions are organized on a 6-point Likert scale. The ORA
dimension is the first item and presents Likert-type response options ranging from “never”, scoring 1, to “more than once
a week”, which is scored 6. The NORA dimension is the second item and starts from score 1 as “more than once a day”
to 6 as “rarely or never”. The IR dimension comprises the last three items of the scale and starts from score 1 as
“definitely not true” to 5 as “definitely true”. A higher score indicates high religiosity. The Spanish version validated in
the Hispanic-American population was used.29 The psychometric properties of the original English version had
a Cronbach’s Alpha between 0.78 and 0.91, indicating high reliability.29

Dietary Self-Efficacy Scale (DIET-SE)
For the measurement of dietary self-efficacy, the DIET-SE scale was used.30 The instrument is comprised of 11 items that
measure the level of confidence a person has in their ability to resist a variety of food temptations and eat a healthy diet to
promote an adequate weight. The scale has been translated into Spanish and subsequently validated in a study of 807
participants.2 The internal structure of the instrument is composed of three subscales: (1) high–caloric food (HCF), which
considers questions 3, 6, 7, and 10 (describes situations in which the individual is exposed to tempting foods with high
caloric density that may make it difficult to resist eating them); (2) social and internal factors (SIF), which regroups
questions 1, 2, 5, and 9 (describes situations in which certain social or internal factors, such as being with friends or
feeling tired, can make it difficult to resist the temptation to eat); and (3) the third subscale (negative emotional events,
NEE), that regroups questions 4, 8, and 11 (describes situations in which emotional discomfort can be the cause of
unplanned eating). The reliability of the instrument according to Cronbach’s alpha for the three subscales, HCF, SIF, and
EEN was 0.77, 0.72, and 0.70, respectively. Responses are recorded using a Likert scale from 0 to 4. The DIET-SE scale
is evaluated by obtaining the mean scores of the total of the items included in each factor. Scores can range from 0 to 33.
A score of 20 or more was considered low dietary self-efficacy.2

Sociodemographic Data
The following sociodemographic variables were assessed by self-report: age (18 to 59 years), sex (female and male),
place of origin (coast, jungle, and sierra), place of residence (urban and rural), marital status (married and single), degree
of education (basic, technical, and university), age of baptism (years) (≤10, 11–20, 21–30, and >30), number of pastoral
visit received at the last year (never, 1–2, 3–4, and ≥5), and training on healthy eating in the last year (Yes or No).

Statistical Analysis
The collected data were verified, cleaned, and coded using Microsoft Excel. Subsequently, they were exported to IBM
SPSS statistical software (version 22.4). For the descriptive statistical analysis of the data, the frequency, percentage,
mean (M), and standard deviation (SD) were calculated. Pearson correlation coefficients were calculated to examine
associations between variables. A linear regression analysis was carried out to explain dietary self-efficacy, using
religiosity dimensions (ORA, NORA, and IR) and sociodemographic variables as independent variables. The p values
less than 0.05 were considered statistically significant.

Results
Data from 403 SDA church members residing in three regions of Peru were analyzed. We found that 65% (n=262) were
female, with a mean age of 32.99 ± 13.41 years and 35.2% (n=261) were married, but there was a higher proportion of
single women compared to men (69.8% vs 55.3%, p < 0.05) (Table 1). In addition, 83.1% (n=335) were Adventists with
university degrees, and those with between ≤10 years and 11–20 years of baptism accounted for 36% (n=145) and 36.2%
(n=146) of the sample, respectively. 40.2% (n=162) did not receive any pastoral visits in the last year, this could be due
to the COVID-19 pandemic, although the church followed its activities through the virtual platform Zoom Video
Communications. However, 73.9% (n=298) reported having received training on healthy eating in the last year, of
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Table 1 Number and Percentages of Participants According to Their Sociodemographic Characteristics

Characteristics Mean±SD/n (%) X2 P value*

Women Men Total

Age (years) 30.85 ± 12.09/262 (65) 36.97 ± 14.82/141 (35) 32.99±13.41/403 (100) 0.000

Origin 5.865 0.053

Coast 121 (46.2) 63 (44.7) 184 (45.7)

Jungle 55 (21.0) 18 (12.8) 73 (18.1)

Sierra 86 (32.8) 60 (42.6) 146 (36.2)

Place of residence 1.517 0.218

Urban 210 (80.2) 120 (85.1) 330 (81.9)

Rural 52 (19.8) 21 (14.9) 73 (18.1)

Marital status 8.478 0.004

Married 79 (30.2) 63 (44.7) 142 (35.2)

Single 183 (69.8) 78 (55.3) 261 (64.8)

Level of education 0.395 0.821

Basic 26 (9.9) 15 (10.6) 41 (10.2)

Technical 19 (7.3) 8 (5.7) 27 (6.7)

University 217 (82.8) 118 (83.7) 335 (83.1)

Age of baptism
(years)

14.195 0.003

≤10 99 (37.8) 46 (32.6) 145 (36.0)

11–20 105 (40.1) 41 (29.1) 146 (36.2)

21–30 35 (13.4) 26 (18.4) 61 (15.1)

>30 23 (8.8) 28 (19.9) 51 (12.7)

Pastoral visit† 5.760 0.124

No 106 (40.5) 56 (39.7) 162 (40.2)

1–2 62 (23.7) 32 (22.7) 94 (23.3)

3–4 31 (11.8) 8 (5.7) 39 (9.7)

≥5 63 (24.0) 45 (31.9) 108 (26.8)

Health training‡ 4.858 0.028

Yes 203 (77.5) 95 (67.4) 298 (73.9)

No 59 (22.5) 46 (32.6) 105 (26.1)

Religiosity

ORA 5.17 ± 1.084 262 (65) 4.99 ± 1.407 141 (35) 5.11 ± 1.208 403 (100) 0.166

NORA 4.45 ± 1.300/262 (65) 4.33 ± 1.602/141 (35) 4.41 ± 1.412/403 (100) 0.413

IR 13.28 ± 2.163/262 (65) 12.99 ± 2.445/141 (35) 13.18 ±2.267/403 (100) 0.228

(Continued)

https://doi.org/10.2147/JMDH.S350990

DovePress

Journal of Multidisciplinary Healthcare 2022:15262

Saintila et al Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


which 77.5% (n=203) were female compared to males (67.4%, n=95, p > 0.05). High dietary self-efficacy was reported
by 61.5% (n=248) of the participants. Likewise, participants reported high religiosity, ie, 5.11±1.2, 4.41±1.4, and 13.18
±2.2, for the ORA, NORA, and IR dimensions, respectively. Finally, there were no differences in the dietary self-efficacy
and religiosity variables according to the sex of the participants (see Table 1).

Table 2 shows the correlational analysis of the study variables. Dietary self-efficacy was significantly, negatively
associated with all dimensions of religiosity, ie, ORA, NORA, and IR. Similarly, this variable was negatively correlated
with the age of baptism and the age of the participants; however, a positive association with marital status was evidenced.
Likewise, all correlations between the dimensions of religiosity were significant and positive. Specifically, organized
religious activities were positively and strongly correlated with non-organized religious activities; in contrast, this
religious component was positively and moderately correlated with intrinsic religiosity. In addition, organized religious
activities were positively correlated with age at baptism, pastoral visit, and age of participants; however, a negative
association was observed between dietary training in the last year, place of residence, and marital status. In particular,
NORA was negatively associated with place of residence.

A multiple linear regression analysis was carried out to analyze the associations between religious variables and
dietary self-efficacy. It was observed that the model was significant and explained 9% of the variance of dietary self-
efficacy (F = 3.515, gl = 11.391, p < 0.001). (Table 3). Dietary self-efficacy was not significantly predicted by the
religiosity dimensions, ie, ORA (β = 0.01, p = 0.844), NORA (β = −0.13, p = 0.090), and IR (β = −0.04, p = 0.451).

Discussion
Religiosity plays a fundamental role in the adoption of a healthy lifestyle that includes a balanced and equilibrated diet,
which is important to prevent and control chronic non-communicable diseases, improve the functioning of the immune
system, favor longevity, through the implementation of health promotion and disease prevention programs.20,21,24 The
objective of this study was to evaluate the relationship between dietary self-efficacy and religiosity in members of the
SDA Church in Peru.

The current study extends previous findings on the level of religiosity of Seventh-Day Adventists. The results of
a survey of 509 black SDA church members in Canada found that the majority (72%) stated that they participated in the
biblical Sabbath rest. In addition, the majority (75%) of respondents stated that they attended the church weekly.27 In the
Peruvian context, this could be due to the fact that in all SDA churches in Peru, weekly meetings are held (Wednesdays
and Fridays) in which short Bible studies are carried out - between fifteen to twenty minutes - or a presentation of some
passages from the writings of the Spirit of Prophecy are carried out.31 In another study conducted in Seventh-Day
Adventists found that the mean ORA, NORA and IR were 4.3±0.79, 4.7±0.73, 14.0±1.52, respectively,20 which is
consistent with our findings, where participants reported high religiosity, ie, 5.11±1.2, 4.41±1.4, and 13.18±2.2, for the
ORA, NORA and IR dimensions, respectively.

In multiple regression analysis, religiosity dimensions did not significantly predict dietary self-efficacy. Similarly, in
a similar study conducted among Seventh-day Adventists in West Malaysia, it was found that fruit and vegetable
consumption was not predicted by religiosity/spirituality.20 The insignificant prediction observed in our study could be

Table 1 (Continued).

Characteristics Mean±SD/n (%) X2 P value*

Women Men Total

DIET-SE 1.789 0.181

LDSE 107 (40.8) 48 (34.0) 155 (38.5)

HDSE 155 (59.2) 93 (66.0) 248 (61.5)

Note: *p <0.05 (significant); †Number of pastoral visits received in the last year; ‡Training on healthy eating in the last year.
Abbreviations: ORA, organized religious activities; NORA, unorganized religious activities; IR, intrinsic religiosity. DIET-SE, Dietary Self-Efficacy Scale; LDSE, low dietary
self-efficacy; HDSE, high dietary self-efficacy.
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Table 2 Correlations Between Study Variables

Variable 1 2 3 4 5 6 7 8 9 10 11 12

DIET-SE ORA NORA IR Age of Baptism
(years)

Pastoral
Visit†

Health
Training‡

Age
(Years)

Origin Place of
Residence

Marital
Status

Level of
Education

1 DIET-SE –

2 ORA −0.16*** –

3 NORA −0.21*** 0.72*** –

4 IR −0.14** 0.49*** 0.50*** –

5 Age of baptism (years) −0.22*** 0.32*** 0.36*** 0.22*** –

6 Pastoral visit† −0.06 0.24*** 0.24*** 0.12** 0.11* –

7 Health training‡ 0.01 −0.22*** −0.24*** −0.19*** −0.08* −0.21*** –

8 Age (years) −0.26*** 0.29*** 0.33*** 0.20*** 0.72*** 0.12** −0.01 –

9 Origin −0.06 0.04 0.05 0.02 0.09* −0.01 −0.02 0.14** –

10 Place of residence 0.00 −0.03* −0.08* 0.05 −0.11* −0.02 −0.06 −0.01 0.12** –

11 Marital status 0.17*** −0.25*** −0.32*** −0.22*** −0.57*** −0.19*** 0.08* −0.62*** −0.12** 0.00 –

12 Level of education 0.03 0.05 0.03 0.06 0.12** −0.05 −0.13** 0.02 0.05 −0.22*** −0.01 –

Note: n=403; *p <0.05 (significant); **p <0.01 (significant); ***p <0.001 (significant); †Number of pastoral visits received in the last year; ‡Training on healthy eating in the last year.
Abbreviations: ORA, organized religious activities; NORA, non-organized religious activities; IR, intrinsic religiosity. DIET-SE, Dietary Self-Efficacy Scale.
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explained by the fact that high dietary self-efficacy is inherent in SDA Church doctrine. In addition, it is possible that
Adventists would have learned of the importance of eating a healthy diet through the Bible studies they generally receive
before being baptized and becoming members of the church; this would have favored the fact that many already practice
it regardless of their level of religiosity, as shown by the results, where 73% presented a high dietary self-efficacy.
However, the dimensions of religiosity, as they relate to health, are a strong predictor of healthy eating behaviors;32 in
addition, studies show that there are positive associations between private religiosity and healthy lifestyle behaviors,
including discouraging the adoption of smoking.32 Furthermore, in our study, although there was no significance, the
non-organized religious activities dimension was the strongest predictor of dietary self-efficacy.

On the other hand, dietary self-efficacy was significantly negatively associated with organized religious activities,
non-organized religious activities, and intrinsic religiosity in members of the Seventh-day Adventist Church in Peru. In
addition, all three dimensions of religiosity were associated with participation in healthy eating training activities in the
past year, which is consistent with other research findings where religiosity played an important role in participation in
activities that promote health and physical well-being.27 One of the ways to improve the eating habits of religious people
is to promote their participation in related activities.27 In addition, people who participate in religious activities such as
attending a church/mosque and practicing prayer/meditation may have healthy dietary patterns.15 These results corrobo-
rate the findings of previous studies demonstrating that people who participate in religious services are more likely to
have healthy lifestyle habits.33,34

The SDA Church, within its philosophy and considering the health principles of the Bible and the Spirit of Prophecy,
believes in the sanctification of the body as a temple of the Holy Spirit (1 Corinthians 6:19). Therefore, the SDA church,
through its health and wellness programs, encourages members to adapt healthy lifestyle practices via the implementation
of educational programs that include education on healthy eating and nutrition (consumption of healthy foods such as
fruits, vegetables, nuts, among others), adequate rest and water consumption, outdoor exposure (air, sunlight), practice of
regular physical activity, temperance (the moderate and intelligent use of all that is good and abstinence from all that is
harmful), and the consequences of the consumption of stimulants such as narcotics, tea and coffee on health.35 These
activities are aimed at improving health from its integral dimensions (bio-psycho-social of man).36 In this sense, like
other dimensions of the religiosity variable, one of the proposed links between private religiosity and positive health

Table 3 Multiple Regression Analysis for Variables Predicting DIET-SE

Characteristics B SE β t Value P value R2 Adjusted R2 F (df1,df2)

Religiosity 0.09*** 0.06 3.515 (11.391)

ORA 0.10 0.51 0.01 0.20 0.844

NORA −0.77 0.45 −0.13 −1.70 0.090

IR −0.16 0.22 −0.04 −0.75 0.451

Age of baptism (years) −0.46 0.62 −0.05 −0.74 0.462

Pastoral visit† −0.06 0.35 −0.01 −0.18 0.858

Health training‡ −0.53 1.00 −0.03 −0.53 0.596

Age (years) −0.12 0.05 −0.19 −2.57 0.011*

Origin −0.27 0.47 −0.03 −0.57 0.570

Place of residence −0.24 1.13 −0.01 −0.22 0.829

Marital status −0.63 1.15 −0.04 −0.55 0.584

Level of education 0.50 0.68 0.04 0.73 0.465

Note: n=403; *p <0.05 (significant); ***p <0.001 (significant). †Number of pastoral visits received in the last year; ‡Training on healthy eating in the last year.
Abbreviations: B, beta coefficient; SE, standard error; β, coefficient of each independent variable by regression; ORA, organized religious activities; NORA, non-organized
religious activities; IR, intrinsic religiosity.
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outcomes is the practice of health-promoting behaviors and the avoidance of risky behaviors for physical, mental, and
spiritual well-being. In the same vein, compared to other denominations or the general population, SDAs have a lower
risk of diseases related to inadequate lifestyle; moreover, they are distinguished by their longevity.37 This could be due to
the lifestyle recommendations and ordinances of the SDA Church and the fact that SDAs follow certain principles set
forth in the Bible that prevent various diseases.27

The results showed that more than half of the SDAs surveyed presented high dietary self-efficacy. These findings are
consistent with a similar study that reported improved dietary habit scores and a daily intake of more than five servings of
fruit in 42% of participants; in addition, they reported that the average daily fruit intake was approximately five servings
for all participants.20 Additionally, the results of another study showed that Seventh-Day Adventists have healthier eating
habits than the general population.23 These results could be due to the fact that a large percentage of this population
chooses healthy diets, particularly vegetarian diets.35 Vegetarian diets are based on the abundant consumption of
minimally processed plant-based foods38 and play a fundamental role in the prevention of non-communicable diseases
such as some types of cancer, cardiovascular diseases, high blood pressure, obesity, and type 2 diabetes mellitus; in
addition, plant-based diets favor a better quality of life.6 Possible justification for the health benefits of vegetarian diets
may be due to the fact that they are characterized by a high consumption of healthy foods such as vegetables, fruits,
whole grains, legumes, nuts and seeds. These foods are rich in fiber and bioactive elements, which can provide benefits
for the prevention, control, and treatment of various diseases.39 In addition, for many SDAs, being vegetarian is not
limited to the consumption of plant-based foods, but rather, it is a lifestyle that includes regular physical activity,
adequate sleep, water consumption, and participation in social and spiritual activities that promote social, emotional, and
spiritual health.40 SDAs adhere to most of the lifestyle practices promoted by the SDA Church and are known to have
a longer life expectancy and a lower likelihood of cardiovascular disease, cancer, and diabetes.41

The practical importance of this study lies in the fact that we found a high religiosity score among Seventh-Day
Adventists in Peru. In fact, Peru, as a secular state, has a strong religious heritage and is one of the most religious
countries in the Latin American region (82% of the population).42 Religious beliefs are of great interest because they
regulate eating behaviors, social relations, and consumption of harmful substances.20,43 In particular, religious attendance
may be an activity that should be encouraged, as it can promote the abandonment of inappropriate habits and, therefore,
generate potential health benefits.33 Therefore, religion should be given attention to its individual expression and its
communitarian connotations, because the presence or absence of religious beliefs and practices can contribute to the
modification of morbidity and mortality rates, favoring the preservation of health and quality of life, and can even
increase life expectancy.17,44 On the other hand, health professionals, in their work, must consider the fact of the absence
or presence of religious beliefs in the people over whom they exercise the functions of health promotion and
prevention,45 because a greater knowledge of these aspects and other cognitions that accompany it, such as those related
to health, will favor better collaboration and good results at any level of care at which we work.17

Finally, churches have an essential role to play in addressing the main social determinants of health in communities. In
fact, church-based health education and promotion activities are gaining increasing attention as an effective strategy to
promote healthy lifestyles and address health problems related to inappropriate behaviors, particularly unhealthy dietary
habits.46 To ensure the success of these interventions, churches should work in partnership with universities and health
communication centers to serve the population in their closest environment.46 In the United States, churches have been
particularly active with African Americans; in Peru, although little has been explored about the role of the church in the
community, the Seventh-Day Adventist Church, through joint work with the Peruvian Union University and agreements
signed with Peruvian state entities (for example, the Peruvian Ministry of Health and Petroperu), has committed itself to many
indigenous communities and rural population centers, carrying out health promotion and disease prevention activities.47,48

Strengths and Limitations
The results of this study should be interpreted considering certain limitations. The use of self-administered questionnaires in
this cross-sectional study may generate social desirability bias. Similarly, our sample was relatively small, self-selected, and
consisted mainly of fairly educated Adventists, this may not be representative of the entire Seventh-Day Adventist population
in Peru, and this limits the generalizability of the results to other contexts. In addition, there are likely to be some differences
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in terms of characteristics and results between Adventists who responded to the survey and those who declined to participate
in the study. Moreover, this is a cross-sectional study, so we cannot draw causal conclusions. Future research should consider
a longitudinal design to establish causal associations between religiosity and dietary self-efficacy. On the other hand, we only
included three measures of religiosity, which is a multidimensional construct; other important dimensions such as Sabbath
observance, religious coping, and religious support, were not included in this study. Finally, we have not included elements of
spirituality. However, despite these limitations, it is worth mentioning that this is the first study that has studied the
relationship between religiosity and dietary efficacy in Seventh-Day Adventists in Peru.

Conclusions
In this study, we have shown that dietary self-efficacy was significantly negatively associated with organized religious
activities, non-organized religious activities, and intrinsic religiosity in members of the Seventh-day Adventist Church in
Peru. The non-organized religious activities dimension was the strongest predictor of dietary self-efficacy. Furthermore,
all three dimensions of religiosity were associated with participation in training activities on healthy eating in the
last year. Finally, the present study provides relevant information and an overview of religiosity and dietary aspect, since
in recent years’ worldwide studies are being carried out with greater care and thoroughness in this field due to the impact
on healthy lifestyles. There is a need for research on the likely effect of religious behavior and health improvement
regardless of religion and addressing it respectfully.
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