
JOURNAL OF BEHAVIORAL HEALTH, 2019
VOL 0, NO. 0
10.5455/jbh.XXXXXX

ORIGINAL RESEARCH� Open Access

Health behaviors, self-efficacy and quality of life of clinical and non-clinical students 
of a University in Nigeria

Adesola Odole1, Nse Odunaiya1, Sandra Charles1, Joshua Olumayowa Ojo2

1University of Ibadan, Ibadan, Nigeria
2University of Benin Teaching Hospital, Benin, Nigeria

Contact  Joshua Olumayowa Ojo  may4josh@gmail.com  University of Benin Teaching Hospital, Benin, Nigeria.

© 2019 The Authors. This is an open access article under the terms of the Creative Commons Attribution NonCommercial ShareAlike 4.0  
(https://creativecommons.org/licenses/by-nc-sa/4.0/).

ABSTRACT

Background and Purpose: Chronic illnesses and non-communicable diseases are con-
sequences of risky health behaviors established during childhood and adolescence and 
carried out into adulthood. These health behaviors which include alcohol use, poor 
dietary habits, smoking and use of psychoactive substances impact on the quality of 
life negatively. This study was, therefore, designed to investigate the health behaviors, 
self-efficacy, and quality of life of University students.
Methodology: A cross-sectional survey which involved 320 (140 males and 183 females) 
conveniently sampled participants. Data were collected on health behaviors using the 
International Physical Activity Questionnaire, Alcohol Use Identification Test 10, Nigeria 
Composite and Lifestyle CVD Risk Factors Questionnaire, General self-efficacy scale, the 
World Health Organization Quality of Life BREF, and the Drug Use questionnaire DAST-10. 
Data were analyzed using descriptive statistics of means, percentages, frequencies, pie 
charts, independent t-test, and Chi square with α set at = 0.05.
Results: The study revealed that 31.2% of the participants reported low physical activity 
level. Psychoactive substance use was reported in 16.4% of both populations, while 9% 
of the entire population smoked. Most participants (53.5%) reported high consumption 
of carbohydrate rich foods, while there was low consumption of vegetables and fruits 
among the students. The study revealed that clinical students had higher average scores 
for self-efficacy and quality of life than non-clinical students. There was a significant dif-
ference in the physical activity level (p = 0.04), alcohol use (p = 0.001), psychoactive 
substance use (p = 0.003), self-efficacy (p = 0.007), and quality of life (p = 0.001) between 
clinical and non-clinical students.
Conclusion and Recommendation: Clinical students had better self-efficacy and quality 
of life than non-clinical students. Both student populations engaged in risky behaviors 
(smoking, alcohol, and psychoactive substance use) and most had poor dietary habits. 
Provision of enlightenment programs on the consequences of health risk behaviors to 
clinical and non-clinical students. Similar studies should be carried out in other geopolit-
ical zones and on other health behaviors.
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Introduction

The life of university students can be exciting as 
well as stressful; it involves being faced with trying 
to adapt to academic activities, support networks, 
and the school environment [1]. University students 
are in an interesting stage of life where they can 
determine and establish their health behaviors as 
they experience more freedom in making personal 

decisions than earlier or later in life and can try out 
different lifestyle choices [2]. Thus, years spent in 
the university can be seen as a transition period, and 
is hence a perfect time to establish healthy lifestyle 
behaviors [1].

Health behavior is defined as those personal 
attributes, such as beliefs, expectations, motives, 
values, perceptions, and other cognitive elements; 
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personality characteristics, including affective and 
emotional states and traits; and overt behavior 
patterns, actions, and habits that relate to health 
maintenance, restoration, and improvement [3]. 
Simply put, it is any behavior carried out by a per-
son which has an impact on his or her health con-
dition, which could be both positive and negative 
[4]. These behaviors are divided into favorable and 
unfavorable behaviors [5] which can strengthen 
(health-oriented) or weaken (health-threatening) 
an individual’s health potential. Health-oriented 
behaviors include inter alia: appropriate dietary 
habits, sufficient level of physical activity, and the 
ability to cope with stress. Health-threatening 
behaviors involve using psychoactive substances 
(such as smoking, alcohol, and drug abuse), exces-
sive use of non-prescription medications [6], and 
risky sexual behaviors (e.g., having multiple part-
ners and unprotected sex [7].

An important concept in health behavior is 
self-efficacy. Self-efficacy has been increasingly 
associated with health behavior and its change [8]. 
Self-efficacy is described as an individual’s beliefs 
in his or her capabilities to organize and exe-
cute courses of action required to produce given 
achievements. The theory of self-efficacy suggests 
that a person’s behavior is better predicted by his 
or her beliefs in the capabilities to do whatever is 
needed to succeed than by the behaviors impor-
tance [9]. Self-efficacy is said to be the strongest 
predictor of health promoting behavior; therefore, 
there is proof that low self-efficacy will contribute 
to defective or health-threatening behaviors [10] 
and consequently low quality of life.

The World Health Organization (WHO) defines 
the quality of life as an individual’s perception of 
their position in life in the context of the culture and 
value systems in which they live and in relation to 
their goals, expectations, standards, and concerns 
[11]. The worth an individual places on health is 
a significant motivator for health behaviors [12] 
which facilitate the continuance of suitable health 
conditions. Health behaviors have been confirmed 
by science to affect the health condition of the gen-
eral population as well as individuals with disease 
conditions [13]. These include university students, 
which are majorly youths, defined to be persons 
within the age of 18–35 years and constitute about 
37.3% of the Nigerian population [14].

It is believed that university students are more 
likely to have healthier lifestyles and better qual-
ity of life, especially clinical science students. This 

assumption is based on the premise that clinical 
students are well informed of the consequences or 
impact of lifestyle on health though there is no empir-
ical data to support this belief. There is a dearth of 
information on the health behaviors, self-efficacy, 
and quality of life of Nigerian University students. 
Therefore, the purpose of this study was to investi-
gate into the selected health behaviors, self-efficacy, 
and quality of life of students of the University of 
Ibadan, Ibadan, Nigeria.

Material and Methods

Ethical approval for the study was sought and 
obtained from the University of Ibadan/University 
College Hospital Health Research Ethics Committee 
before the commencement of the study. Respondents 
for this study were students of the University 
of Ibadan from clinical sciences (Physiotherapy, 
Medicine and Surgery, Dentistry and Nursing from 
second to final year) and non-clinical students in 
the Faculty of Law from second to fifth years, and 
the Departments of Theatre Arts and European 
studies from first to fourth years. The respondents 
were recruited using a convenience sample tech-
nique after the Departments and Faculties for this 
study were selected using the fish bowl sampling 
method. An informed consent form was given to 
the respondents before the commencement of the 
study. Students with physical disabilities and med-
ical conditions that could affects their lifestyles 
and prevent them from being able to engage in 
physical activity were excluded in this study. Data 
were collected using an existing and content-vali-
dated questionnaires. The International Physical 
Activity Questionnaire (IPAQ), The Alcohol Use 
Identification Test (AUDIT C), Nigeria Composite 
Lifestyle CVD Risk Factors Questionnaire, General 
self-efficacy scale, and [The World health organiza-
tion quality of life BREF (WHOQOL)]

Instruments

The International Physical Activity Questionnaire 
(IPAQ)

The IPAQ (IPAQ, 2005) was developed to measure 
health-related physical activity in populations. It 
has two forms: the short and the long Form. The 
short form (SF) questionnaire was used for assess-
ing physical activities in the participants as it has 
been recommended as a cost-effective method [15]. 
It assesses physical activity in four domains: trans-
port-related physical activity, during household and 
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gardening tasks, work-related physical activity, and 
physical activities during leisure time. The IPAQSF 
recorded activities at three levels: vigorous inten-
sity activities, moderate intensity activities, and 
walking. Questionnaires were used in a “last 7 days” 
recall version [16] because the burden on partici-
pants to report their activity is small. The instru-
ment was shown to have a 12-country reliability 
and validity test [17]. 

IPAQ scoring protocol

Metabolic Equivalents (METS) values are used for 
the analysis of the IPAQ data. MET is the ratio of 
the metabolic rate during the activity as compared 
to the metabolic rate during rest. Each activity is 
assigned an intensity code expressed in terms of 
METS. The weighted MET minute per week for each 
activity was calculated as follows:

1.	 � Walking MET (minutes /week) = 3.3 × walk-
ing minutes × walking days.

2.	 � Moderate MET (minutes /week) = 4.0 × mod-
erate intensity activity minutes × moderate 
activity days.

3.	 � Vigorous MET (minutes /week) = 8.0 × vigorous  
intensity activity minutes × vigorous activity 
days.

Total physical activity MET (minutes/week) = sum  
of walking + moderate + vigorous MET (minutes/
week) scores.

The Alcohol Use Identification Test (AUDIT C)

The Alcohol Use Identification Test (AUDIT) is a 
three-item alcohol screen questionnaire that helps 
identify individuals with alcohol misuse disorders. 
The AUDIT has shown to have an internal consis-
tency of 0.81, a study done in Nigeria among uni-
versity students showed that the AUDIT was a 
valid screening tool with a validity of 0.93 [18], a 
sensitivity of 0.67 and it also showed test re-test 
reliability. It has also shown cross-cultural adapta-
tion as it has versions in different countries, such as 
Nigeria, Germany, Belgium, India, Spain, Brazil, and 
Switzerland [18–23]. 

Scoring of the AUDIT

The scoring of AUDIT is based on a scale of 0–40. 
Each question has five answer choices. Points are 
allotted thus, a = 0 point, b = 1 point, c = 2 points, 
d = 3 points, and e = 4 points. With the interpreta-
tion of scores, thus 0 indicates non-drinker, a score 
of 1–2 indicates non-hazardous drinker, while a 

score of 3 and above for females or 4 and above for 
males indicate hazardous drinking.

Nigeria composite lifestyle CVD risk factors 
questionnaire

Current smoking status and questions on dietary 
habits will be adapted from the tobacco use and 
nutrition components of this questionnaire [28]. 
It is a valid and fairly reliable questionnaire. The 
dietary section of the instrument grouped food 
items into low, moderate, and high consumption 
depending on the number of times a week the par-
ticular food was consumed. Consumption days of 
0–2 signified low consumption, 3–5 days moderate 
consumption, while 6–7 days signified high con-
sumption of the food item.

General self-efficacy scale

It was designed to assess optimistic self-beliefs to 
cope with a variety of difficult demands in life. It is 
a 10-item scale which participants respond by indi-
cating their extent of agreement with each of the 
10 statements based on a four-point Likert scale 
of “1—not at all true” to “4—exactly true” [29]. It 
has been shown to have a high reliability, construct 
validity, and adopted across 28 nations [30,31].

The World health organization quality of life BREF 
(WHOQOL)

The respondents’ perception of their quality of life 
was assessed through the questionnaire, with a 
scoring scale of 1–5, with each indicating “1—not 
at all,” “2—a little,” “3—moderately,” “4—mostly,” 
and “5—completely.” The perception of their qual-
ity of life is in four domains: physical, psychologi-
cal, social relations, and environmental. It shows 
good to excellent psychometric properties of reli-
ability, validity, and utility. It has been translated to 
several languages. The different domains are con-
cerned with different facets of life Physical domain: 
activities of daily living, dependence on medicinal 
substance and medical aids, energy and fatigue, 
mobility, Pain and discomfort, sleep and rest, and 
work capacity. Psychological domain: bodily image 
and appearance, negative feelings, positive feelings, 
self-esteem, spirituality/religion/personal beliefs, 
thinking/learning/memory, and concentration. 
Social relationships domain: personal relationships, 
social support, and sexual activity. Environmental 
domain: financial resources, freedom/physical 
safety/security, health and social care (accessibility 
and quality), home environment, opportunities for 
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acquiring new information and skills, participation 
in and opportunities for recreation and leisure-ac-
tivities, physical environment (pollution, noise, 
traffic, and climate), and transport. Data were ana-
lyzed using Independent t-test to determine the 
general quality of life between clinical and non-clin-
ical students.

Results

A total of 359 copies of the questionnaires were 
distributed to the participants in the University of 
Ibadan main campus and the University College 
Hospital, Ibadan. However, 354 questionnaires were 
returned (response rate of 98.61%). Three hundred 
and twenty-three (89.97%) were deemed fit for 
analysis. Respondents (140 males and 183 females) 
aged 21.45 ± 4.01 years were involved in the study. 
One hundred and forty-eight (51.4% males and 
48.7% females) of the respondents were clinical 
students, while 175 (36.57% males and 63.45% 
females) were non-clinical students (Table 1).

Participants physical activity level

In the entire respondent population, one hundred 
(30.96%) reported low physical activity levels, while 
175 (54.17%) and 48 (14.86%) reported moderate 
and high physical activity levels respectively (Fig. 1). 
Among clinical students, 44 (29.3%) were classified as 
having low physical activity level, while 89 (60.14%) 
and 15 (10.14%) respondents reported moderate 
and high physical activity levels, respectively. Fifty-six 

(32.06%) of non-clinical students reported low phys-
ical activity level, while 86 (49.1%) and 33 (18.9%) 
were classified as having moderate and high physical 
activity levels (Table 2).

Alcohol use in clinical and non-clinical students

A large proportion of respondents were non-drink-
ers (242, 74.9%) while a small proportion were 
hazardous drinkers (9, 2.8%) (Fig. 2). Ninety-seven 
clinical students (65.5%) were non- drinkers,  
47 (1.8%) and 4 (2.7%) were classified as haz-
ardous and non-hazardous drinkers, respectively. 
While 145(82.9%) of non-clinical students were 
non-drinkers, 25(14.3%) drank but not within haz-
ardous levels, while 9 (2.8%) participants were 
hazardous drinkers (Table 3).

Psychoactive substance use of clinical and  
non-clinical students 

In the general population of participants, two hun-
dred and seventy (83.6%) were non-users, forty 
(12.4%) use psychoactive substances at a low 
level, while 9 (2.8%) and 4 (1.2%) use at moderate 
and substantial levels, respectively (Fig. 3). Only 9 
(6.1%) clinical students were low level users, while 
4(2.7%) used psychoactive substances at a mod-
erate level. Four (2.3%) non-clinical students used 
psychoactive substances at a substantial level, while 
31 (17.7%) used at a low level (Table 4). 

Smoking habits of participants

Majority (294, 91.0%) of the respondents do not 
smoke (Fig. 4). Fourteen (9.5%) clinical students 
reported as smokers, while fifteen (8.6%) non-clini-
cal students were smokers. A large proportion (144, 
44.8%) of respondents reported to start smoking at 
18 years of age (Table 5).

Dietary habits of clinical students

Majority (62, 41.9%) of the respondents reported 
high and moderate meat consumption. A large pro-
portion (107, 72.3%) of respondents reported low 
consumption of breakfast cereals, while 63 (42.6%) 
respondents reported moderate consumption of 
vegetables. A very large proportion (107, 73.3%) 
of respondents reported low consumption of fruits. 
Most respondents (83, 56.1%) reported high con-
sumption of carbohydrate rich foods, more partic-
ipants consumed protein-rich foods (71, 48.0%) 
and salt (90, 60.9%) moderately and majority 
(95. 64.2%) of the clinical respondents preferred 
their foods boiled (Table 6).

Table 1.  Socio-demographic characteristics of participants.

Variable
Clinical
n (%)

Non-clinical
n (%)

Total
n (%)

Age (years)

  16–20 22 (14.9%) 91 (52.2%) 113 (34.98%)

  21–25 121 (81.8%) 77 (44.0%) 198 (61.30%)

  26–30 5 (3.4%) 6 (3.4%) 11 (3.41%)

  31–35 0 (0%) 1 (0.6%) 1 (0.31%)

Sex

  Female 72 (48.7%) 111 (63.43%) 183 (56.66%)

  Male 76 (51.4%) 64 (36.57%) 140 (43.34%)

Level of study

  100 0 (0%) 8 (4.57%) 8 (2.77%)

  200 6 (4.1%) 54 (30.86%) 60 (18.58%)

  300 8 (5.4%) 43 (24.57%) 51 (15.79%)

  400 51 (34.5%) 39 (22.29%) 90 (27.86%)

  500 41 (27.7%) 31 (17.71%) 72 (22.29%)

  600 42 (28.4%) 0 (0%) 42 (13.00%)
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Figure 1. Physical activity levels in clinical and non-clinical students.

Table 2.  Physical activity level of the respondents.

PA levels
Clinical
n (%)

Non-clinical
n (%)

Χ2 p

Low 44 (29.73%) 56 (32.0%) 6.027 0.0409

Moderate 89 (60.14%) 86 (49.1%)

High 15 (10.13%) 33 (18.9%)

Figure 2. Alcohol use among clinical and non-clinical students.

Table 3.  Alcohol use in clinical and non-clinical students.

Variable
Clinical
n (%)

Non-clinical
n (%)

Χ2 p

Non-drinkers 97 (65.5%) 145 (82.9%) 14.196 0.001

Non-hazardous 47 (31.8%) 25 (14.3%)

Hazardous 4 (2.7%) 5 (2.8%)
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Figure 3. Psychoactive substance use among clinical and non-clinical students.

Table 4.  Levels of psychoactive substance use in clinical and non-clinical students.

Level
Clinical
n (%)

Non-clinical
n (%)

Χ2 p

Non-users 135 (91.2%) 135 (77.1%) 14. 052 0.003

Low 9 (6.1%) 31 (17.7%)

Moderate level 4 (2.7%) 5 (2.9%)

Substantial 0 (0%) 4 (2.3%)

Figure 4. Smoking habits among clinical and non-clinical students. Yes = smokers, 
No = non-smokers.

Table 5.  Smoking behavior of participants.

Variable
Clinical
n (%)

Non-clinical
n (%)

Χ2 P

Non-smokers 134 (90.5%) 160 (91.4%) 0.077 0.781

Smokers 14 (9.5%) 15 (8.6%)
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Dietary habits of non-clinical students

Majority of respondents consumed meat (89, 
50.9%) and vegetables (71, 40.6%) moderately. 
Low consumption of breakfast cereals (84, 48.0%) 
and fruits (89, 50.9%) was reported among a large 
proportion of the participants. Moderate consump-
tion of salt and protein-rich foods was reported 
among 108 (61.7%) and 79 (45.1%) of non-clini-
cal participants, respectively. Eighty nine (50.9%) 
of participants reported high consumption of car-
bohydrate rich foods, while 99 (56.6%) preferred 
their foods boiled (Table 7).

Self-efficacy of clinical and non-clinical students

The average self-efficacy scores of clinical and 
known clinical students were 33.43 ± 3.91 and 
32.07±4.82, respectively (Table 9).

Quality of life of clinical and non-clinical students

The overall average quality of life score for clinical 
and non-clinical students were 69.0 ± 11.0 and 63.8 
± 12.7, respectively (Table 10).

Discussion

Health behaviors of clinical and non-clinical students

Physical activity

Proportion of the participants in this study that had 
a low physical activity level was 31%. This finding is 
in agreement with Bianchini de Quadros et al. [32], 
who stated that a similar proportion of Brazilian 
students had low physical activity levels. This is 
also in line with findings of Abolfotou et al. [33] that 

Figure 5. Age  at first time of smoking of clinical and non-clinical students.

Table 6.  Dietary habits of clinical students.

Food item
Low
n (%)

Moderate
n (%)

High
n (%)

Meat 24 (16.2%) 62 (41.9%) 62 (41.9%)

Breakfast cereals 107 (72.3%) 36 (24.5%) 5 (3.4%)

Vegetables 40 (27.0%) 63 (42.6%) 45 (30.9%)

Fruits 107 (72.3%) 32 (21.6%) 9 (6.1%)

Carbohydrate-rich 15 (10.1%) 50 (33.8%) 8 (56.1%)

Protein-rich 44 (29.7%) 71 (48.0%) 33 (22.3%)

Salt 44 (29.7%) 90 (60.9%) 14 (9.5%)

Table 7.  Dietary habits of non-clinical students.

Food item
Low
n (%)

Moderate
n (%)

High
n (%)

Meat 37 (21.1%) 89 (50.9%) 49 (28.0%)

Breakfast cereals 84 (48.0%) 74 (42.5%) 17 (9.7%)

Vegetables 47 (26.9%) 71 (40.6%) 57 (22.5%)

Fruits 89 (50.9%) 67 (38.3%) 19 (10.9%)

Carbohydrate-rich 25 (14.3%) 61 (34.9%) 89 (50.4%)

Protein-rich 59 (33.7%) 79 (45.4%) 37 (21.1%)

Salt 49 (28.0%) 108 (61.7%) 18 (10.3%)
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reported that 33.8% of students in his study had 
low physical activity levels. Furthermore, the find-
ings are also in tandem with a study by Wattanapisit 
et al. [34]. The reason for the low physical activity 
level in students could be as a result of study-related 
activities which limits students’ physical activity to 
walking only to classes and prevents them from 
getting involved in more vigorous activities. It could 
also be as a result of inadequate facilities and poli-
cies to promote physical activity levels in university 
students and also said could be as a result of the 
growing trend of sedentary behavior amongst uni-
versity students especially non-clinical students. 
Clinical students are, however, not sedentary due to 
the high demands of clinical work.

Alcohol use

In this study, a large proportion of the students 
were non-drinkers a small proportion of the entire 

population of students were hazardous drinkers. 
This finding is contrasting with that of Davoren 
et al. [35] who reported that about two-thirds of a 
university population were hazardous drinkers in a 
study carried out in the United Kingdom and stated 
that students in the European Region were the 
heaviest drinking region in the world. This is also in 
line with studies of Webb et al. [36]. It is, however, in 
contrast with that of Blank et al. [37] who recorded 
that 36% of participants were hazardous users in a 
study carried out in New Zealand. This difference 
in hazardous drinking among student population in 
different countries could be as a result of the per-
ception of drinking alcohol and the choice lifestyle 
of different student populations around the globe. 
Furthermore, the proportion of clinical students 
who used alcohol was greater than the proportion 
of non-clinical students who used. This finding was 
similar to that of Puryer et al. [38] this might be 
because clinical students who use alcohol believe it 
is a way to ease the tension of intensive studying 
and stress. 

Psychoactive substance use

Findings from this study indicates that a larger pro-
portion of non-clinical students use psychoactive 
substances compared to the proportion of clinical 
students who use, and only non-clinical students 
had a proportion of substantial level psychoactive 
substance use. This result could be as a result of 
inadequate information among the non-clinical stu-
dents on the effect and implications of psychoactive 
substances on health. In addition, the overall prev-
alence of psychoactive substance use was 16.4%, 
which was lower than the proportion of students 
who used psychoactive substance in a study by 
Osman et al. [39]. The difference in the use of psy-
choactive substances across student populations in 
different countries could be as a result of difference 
in societal norms concerning the use of different 
kinds of psychoactive substances.

Smoking habits

Almost an equal proportion of clinical and non-clin-
ical students reported to smoke cigarettes. The 
results reveal that the level of smoking in clinical 
students is not much different from that of non-clin-
ical students and this could further mean that clin-
ical students, with the knowledge on the effects of 
smoking they had, did not change their smoking 
habits. This finding does not correspond with those 
of Mentintas et al. [40] in which 42.5% of students 
who participated in his study, a larger amount of 

Table 9.  Self-efficacy of clinical and non-clinical students.

Groups Mean ± standard deviation (SD) t p

Clinical 33.43 ± 3.91 2.73 0.007

Non-clinical 32.07 ± 4.82

Table 10.  Quality of life of clinical and non-clinical stu-
dents for all domains.

Domain Clinical Non-clinical t p

Physical 73.4 ± 12.2 65.5 ± 15.1 5.18 0.001

Psychological 72.3 ± 13.6 67.3 ± 15.0 3.12 0.002

Social relationships 69.3 ± 12.4 65.2 ± 17.9 2.18 0.03

Environmental 61.0 ± 12.4 57.3 ± 14.9 3.81 0.015

Table 11.  Average Quality of Life of Clinical and Non-clini-
cal students. 

Groups Mean ± SD t p

Clinical 69.0 ± 11.0 3.89 0.001

Non-clinical 63.8 ± 12.7

Table 8.  Results of inferential statistics of the differences 
in dietary habits between clinical and non-clinical students.

Food item Χ2 p

Meat 6.912 0.032

Breakfast cereal 20.327 0.000

Vegetables 0.197 0.906

Fruits 15.449 0.000

Carbohydrate-rich 1.553 0.460

Protein-rich 0.587 0.746

Salt 0.149 0.928
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non-clinical students smoked than the clinical stu-
dent population (60.9% vs. 33.9%). He stated that 
the difference would be because of the course of 
study as non-clinical students would not have as 
much knowledge on the damage tobacco has on 
health as clinical students would. A larger propor-
tion of smokers began smoking at 18 years of age. 
This does not correspond with findings of Hesketh 
et al. [41] in which a larger proportion began smok-
ing at 10 years of age. The reason behind this could 
be influence of environment on those who began 
smoking at a younger age. 

Dietary habits

A larger population of the respondents ate foods 
rich in carbohydrates as opposed to the population 
of those who ate adequate amount of protein-rich 
foods, vegetables, and fruits per week. The high 
consumption of carbohydrate rich foods could be 
because they are the most readily available foods 
the respondent could easily find. This finding is 
in contrast to those of Lee and Yuen Loke [42] in 
which 35.2% and 48.9% of his population samples 
ate fruits and vegetables regularly.

Self-efficacy of clinical and non-clinical students

In this study, clinical students were revealed to have 
higher self-efficacy than non-clinical students. This 
may be due to the fact that clinical students need 
to believe in their capabilities and hence be very 
efficacious so as to be able to easily handle stressful 
and tough situations and take actions concerning 
the care of their patients. This is in agreement with 
the findings of Alavi, [43]. He also stated that clin-
ical students with lower self-efficacy would not be 
able to handle difficulties encountered in learning 
and future clinical practice. 

Quality of life of clinical and non-clinical students

In all the domains representing quality of life, clin-
ical students had a greater value than non-clini-
cal students. The overall score for quality of life 
between clinical and non-clinical students also 
shows that clinical students have a better percep-
tion of their quality of life than non-clinical students. 
The domains with the highest quality of life scores 
were the physical and psychological domain, while 
the domain with lowest scores was the environmen-
tal domain. The findings of this study corresponds 
with those of Ducinskiene et al. [44], Pagnim and De 
Queiroz [45], and Zhang et al. [46], which revealed 
that among the population of students used for his 

study, the environmental domain had lowest values 
for quality of life of students. This may be due to 
a possibility that elements of the environmental 
domain are stressors to university students, these 
include transport, financial resources and oppor-
tunities for acquiring new educational information 
and skills. This is in view with Ducinskiene et al. 
[44] who stated that there should be better accessi-
bility and availability of educational opportunities 
as that would improve quality of life. 

Conclusion and Recommendations

Based on the findings of this study, most of the 
respondents consumed more foods rich in carbo-
hydrates and less of proteins, vegetables and fruits. 
Health risk behaviors, such as alcohol use, smoking, 
and use of psychoactive substance were practiced 
by clinical and non-clinical students. Clinical stu-
dents had a higher self-efficacy and a better quality 
of life than non-clinical students. Therefore, enlight-
enment programs should be regularly organized on 
the consequences of risky health behaviors among 
students populations and research should be car-
ried out on other health behaviors, such as sexual 
behaviors among students. Similar studies should 
be conducted in other geo-political zones in Nigeria. 
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