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ABSTRACT

Introduction: It is well-recognised that medical students whose training exposure is largely limited to tertiary-level training
hospitals may be inappropriately equipped to deal with the most relevant health issues affecting rural communities. This article
evaluated the perceived educational value of a 2 week clinical rotation undertaken by senior undergraduate medical students at
rural district hospitals and health care centers in the Western Cape Province, South Africa.

Methods: Students completed a daily log diary to provide an overview of time spent on specific academic activities, ranking the
educational and enjoyment value of each activity. At the end of the 2 week rotation students completed an open-ended
questionnaire capturing the main positive and negative aspects of their experience, followed by focus group discussions with a
randomly selected subgroup. In addition, a formal feedback seminar was arranged with the academic supervisors at each of the
training sites to triangulate the information received and to document their perspective.

Results: Thirty-seven students consented to study participation and 25 (68%) adequately completed the log diaries and
questionnaires, rating the following activities as most educational: ‘assisting in theatre’, ‘teaching by doctor’, ‘seeing patients in
clinic/health centre/OPD’ and ‘mobile clinic excursions’. The rural experience allowed practical application of their theoretical

knowledge, which improved their levels of confidence and enjoyment. The most enjoyed activities were: ‘mobile clinic
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excursions’, ‘performing medical procedures’ and ‘teaching by doctor’. The students were critical of some aspects: (i) the rural

rotation was not structured efficiently; (ii) compulsory written reports and additional projects prevented them from maximizing the

rural experience; and (iii) a time period of 2 weeks was felt to be too short for optimum benefit from the rotation.

Conclusion: The feedback obtained from this log diary study demonstrates that well-functioning rural health care centers provide

excellent opportunities for students to develop the most relevant practical skills required of generalist doctors working in resource-

limited settings. In addition to a more efficiently structured rural program, students requested an increase in the length of the

rotation and a reduction in the written academic workload.

Key words: clinical training, educational value, enjoyment rating, family medicine, family physician, log diary, medical

education, rural clinical rotation, rural district hospitals, student perception, South Africa, undergraduate medical students.

Introduction

In 1978, the World Health Organisation (WHO) held an
international conference at Alma Ata to raise global
awareness and interest in primary health care. Optimizing
primary health care was identified as the most important
intervention to achieve the goal of ‘Health for all by the year
2000’"%. Since then there has been considerable attention to
the redevelopment and refinement of concepts such as

135 Healthcare

‘general practice’ and ‘family medicine
systems in many countries have been reformed, assigning a
more prominent role to primary health care and the general
medical practitioner”'%. Based on these and other significant
developments'®, family medicine is now recognized as a
specialty discipline in South Africa, with family medicine

practitioners being called ‘family physicians’',

In keeping with expectations regarding the role of family
physicians, South Africa and many other countries have
increased the amount of undergraduate medical teaching that
takes place outside tertiary-level training hospitals"'>"®,
During the 1970s, ambulatory settings were already
suggested for training of medical students'’, and the
functions of a family medicine preceptorship was studied in
the years 1976-1977'%. Following these developments, a
model using local health centres in undergraduate medical
education was proposed'®. Internationally, primary health

care centres (PHCC, or ‘clinics’) and district level general

hospitals, both urban and rural, subsequently became the
settings of choice for training undergraduate medical

2022
students .

In January 1998, a 2 week period (‘rotation’ or ‘clerkship’)
of community-based training in the Division of Family
Medicine and Primary Care (DFMPC) was introduced to the
medical curriculum at the Faculty of Health Sciences (FHS),
Stellenbosch University (SU)", although community-based
medical education had been offered in other disciplines, such
as Obstetrics and Gynaecology, since the 1970s. Medical
students rotated to urban PHCC within a 50 km radius of the
faculty, and rated their experiences positively, in agreement
with results reported in the international literature™>. As a
result, medical students at SU FHS were offered teaching
opportunities during each of the three different phases of
clinical training in the revised (since 1999) undergraduate
curriculum: Early Clinical Rotations (3rd year students),
Middle Clinical Rotations (4th and early 5th year students)
and Late Clinical Rotations (late 5th and 6th year students).
The Ukwanda Centre for Rural Health
(www.sun.ac.za/ukwanda) was launched in June 2001, to
further develop and maintain a clinical training platform at
district level hospitals located in rural towns of the Western

Cape Province.

Following the establishment of rural family medicine
rotations for undergraduate medical students, it became

imperative to assess the educational value of these rotations.
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Numerous assessment tools to evaluate students’ theoretical
knowledge and clinical skills acquisition (competence) have
been described”®***'. Log diaries were introduced as a data
collection instrument to document accurately how students
spend their time in various medical training environments;
the value of this instrument has been substantiated in a

. 3235
number of studies®> .

Due to the recent focus on community-based or rural clinical
settings as preferred locations for clinical education, the goal
of this study was to gain insight into students’ experiences in
such settings, both from academic and experiential points of
view. Even with some evidence regarding the value of
community-based rotations or clerkships in Africa®, the
value of rural rotations has mainly been described in Canada,
the USA and Australia®**, with very limited evidence that
indicates the unique value of undergraduate rural rotations in
developing  countries”.  Specifically, the perceived
educational value and enjoyment of such rural rotations have
not been assessed together in a single study. The aim of this
study, therefore, was to evaluate students’ academic
activities, together with the perceived educational value and
enjoyment of a 2 week clinical rotation in a rural setting in
South Africa, for medical students in their 4th or 5th year of
study (Middle Clinical Rotations), using a log diary-based
approach. Both quantitative and qualitative methods were

used.

Methods
Setting

The study was conducted at Stellenbosch University’s
Faculty of Health Sciences, Cape Town, South Africa. As
part of community-based medical education in practice, a
pre-determined number of 4th and early 5th year medical
students undergo a 2 week rural clinical rotation. This
represents the first or second time in their undergraduate
training that medical students leave the academic
environment for medical training (some students experience

a rotation away from the tertiary complex during their 3rd

academic year, as part of the Early Clinical Rotation).
During this Middle Clinical Rotation students complete
written assignments and projects for three disciplines
(combined into a single 2 week rotation): family medicine

and primary care, rehabilitation and community medicine.

The rotation starts with an introductory lecture on Monday
morning, after which students travel to their assigned rural
setting. On arrival (by 14.00 h the same day) students are
introduced to hospital/ clinic staff and receive a brief
orientation. Arrangements for travelling and accommodation
are facilitated by the Ukwanda Centre for Rural Health.
Students return to the faculty 2 weeks later (on the final

Friday) and present their experiences to a faculty supervisor.

Recruitment

Between July and September 2007 (second semester),
37 medical students, in their 4th or 5th academic year
(MBChB IV/V) were invited to take part in the study. Each
of these students rotated to a district level hospital at one of
the following sites: Caledon, Ceres, Citrusdal, Hermanus,
Malmesbury, Swellendam or Worcester. Local academic
supervisors at each site facilitated student learning, mainly

through active participation and in-service learning.

The principal investigator met with each of the student
groups immediately after their introductory lecture,
explained the objectives of the research project and invited
participation. During these briefing sessions, students were
assured that: (i) participation was entirely voluntary; (ii) no
individuals would be identified either during analysis or in
reporting; and (iii) participation in the study would in no
way influence their formal assessment; students were free to
withdraw from the study at any time. In addition, students
were briefed about possible inclusion in focus group
discussions after their rural rotation. Participants of the focus
group discussions were randomly selected and invited by
text message (SMS). Separate written informed consent was
obtained for the log diary element of the study and for the
focus group discussion. The study was approved by the

Committee of Human Research, SU.
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Instruments

A UK study used anonymous log diaries to describe how
students spent their time in a primary care setting during a
general practice rotation®. An adapted version of that log
diary was used to accurately document the time students
spent on educational and non-educational activities during
the 2 week rural rotation of the present study (Appendix I,
Table 1). Students reported all activities between 07.00 h and
19.00 h, using standard activity codes (Table 1) derived from
those used in the UK study®, and adapted following
discussion with students, supervisors and senior family
physicians. A standard log diary provides information on
how students spend their time but it does not capture the
quality of their experience. Therefore we included a Likert
scale to rate the educational and enjoyment value of each
activity. Students were also requested to document whether
they made themselves available to assist after hours and how
they valued this exposure. Availability after hours for certain

periods is compulsory and arranged on-site.

To improve the quantitative part of the assessment students
were requested to respond to five opinion testing statements
at the end of their rural rotation: two aimed to establish if
local supervisors (preceptors) were both punctual and well-
prepared. Another two statements aimed to evaluate the
acquisition of relevant clinical skills; and a fifth attempted to
ascertain if students found the rural rotation enjoyable/

purposeful (Table 2).

We included a formal questionnaire at the end of the log
diary (for completion at the end of the rural rotation). It
included eight open-ended questions and a reflective
summary of the experience (Table 3). Formal focus group
discussions were conducted with a randomly selected
subgroup of students, whether they adequately completed
their log diaries or not. Discussions were recorded on a
digital voice recorder which was used to prepare formal
transcripts of the meetings. In addition, the study coordinator
took written field notes during the discussions, identifying

the main themes as they emerged. Themes identified were

triangulated with the written responses received and included

if they were supported by at least 50% of students.

In summary, the diary component (Appendix I) and opinion
testing statements included in the log diary were designed as
instruments collecting quantitative data; however, the open
ended questions and focus group discussions were designed
to collect qualitative responses. The results reflect data from
both sources as they are complementary and capture

different aspects of the students’ experiences.
Analysis

Quantitative data from the log diaries were entered into a
Microsoft Excel spreadsheet before transfer to GraphPad
Prism™ v 4.00 (GraphPad Software, Inc) for analysis. The
proportion of time spent on different activities was
calculated using the sum of the half-hour segments marked
in the diaries. Variability of results is expressed as standard
deviations. Likert scale ratings were analyzed as continuous
variables. The qualitative feedback was summarized
according to the main themes identified by the principal

researcher.

Results

Thirty-seven diaries were distributed; 31 (84%) were
returned and 25 (68%) were adequately completed for
inclusion in the final analysis. All indications of time spent
on activities are expressed as percentages of total time
(Table 1). The greatest proportion of time was spent on non-
educational or recreational activities (22%). Apart from a
30 min lunch break, this was mostly outside formal working
hours (08.00 h-16.30 h). The main educational activities
included seeing patients (in-service learning;16%), self-
directed learning (10%) and training ward rounds (10%).
Certain time slots included more than one activity, in which
case the 30 min were divided equally between the different
activities reported. On average, students spent 6.4 hours/ day
on teaching and learning activities and 3.7 hours being

directly supervised.
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Table 1: Time spent by medical students on various activity codes (07.00 h to 19.00 h) during a two-week rural clinical

rotation and the perceived educational value plus enjoyment rating

Activity codes Total hours* Educational Enjoyment
n (%) value’ ratingfF
Non-educational/ recreational 388 (22) 1.3+0.313 3.2+0.418
Traveling time 112 (6) 1.6 £ 0.505 1.9 £0.448
Waiting for clinical activity 70 4) 1.7 £0.306 1.6 £0476
Self-directed learning 172 (10) 3.2+0.329 2.8 £0.331
Ward rounds 183 (10) 3.6 +0.350 3.5+0.363
Seeing patients in clinic/ health centre/ OPD 286 (16) 4.0+0416 3.8+0.170
Teaching by doctor 98 (5) 4.2 £0.267 3.9 £0.368
Teaching by other staff 74 4) 3.7+0.393 3.8+0.381
Mobile clinic excursions 142 (8) 4.0+£0.436 4.2 +0.447
Home visits 26 (1) 3.8 +£0.451 3.5 +1.356
Visiting NGOs 30 (2) 3.7+0.551 3.8 +£0.953
Performing medical procedures 131 (7) 3.8 +0.304 3.9+0.319
Assisting in theatre 47 (3) 4.3 +£0.442 3.8 +£0.944
*Other 30 (2) 3.1+£0.227 2.6 £0.141

NGOs, Non-government organizations; OPD, outpatients department.
*Cumulative number of hours spent per activity. {Educational value expressed as average Likert scale value + standard deviation.*

Enjoyment rating expressed as average Likert scale value + standard deviation. ¥ Other” included all unspecified activities such as

general meetings with staff prior to the start of a work shift.

Table 2: Summary of student responses to opinion testing statements

Statement Disagree Disagree Neutral Agree Agree No.
strongly strongly respondents

1. Dur{ng my rural rotation, the 3 3 4 1 3 23

supervisor/s was/were punctual.

2. During my rural rotation, the

supervisor/s was/were well-prepared - - 4 9 10 23

and knowledgeable.

3. I enjoyed/appreciated the rotation. 1 — 1 11 11 24

4. I acquired important procedural

skills during this rotation. ! ! 2 13 6 23

5. T acquired skills relevant to serving

rural and/ or underserved 1 - 1 13 8 23

communities.
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Table 3: Representative quotes from students to open ended questions recorded in the log diary and/or during focus group

discussions

Open ended questions:

Q1 What was your most valuable learning experience?

Q2 In your opinion, how can the educational experience at the rural site be improved?

Q3 During the rotation, did you become aware of specific problems related to the experiences of poor people in rural areas /
equitable health care? Elaborate.

Q4 Have you gained new insight into problems experienced by medical personnel in rural areas?

Q5 Name factors/experiences that made your rural rotation a good educational experience.

Q6 Name factors/experiences that reduced the educational value of your rural rotation.

Q7 In future, will you consider returning to rural settings once you are a qualified practitioner?

Q8 Please provide a short reflective summary of your experience.

Positive responses Negative responses
Theme: part of the team / friendly staff Theme: structure of rural rotation
Quotes: “friendly staff, especially the nurses, grateful Quotes: “structuring it better” (Q2);
patients” (Q5); “outcomes should be relevant to the experience gained at
“most of the staff were nice to us, we felt part of the team” the site” (Q2); “poor structuring of events/time-table”
(Q5); (Q6).
“the doctors and health workers were pleasant to work with”
(Q8).
Theme: mobile clinics Theme: duration of rural rotation
Quotes: “the mobile clinics were the best”; (Q8) “home Quotes: “the time spent there is too short” (Q2); “Time
visits, mobile clinics and working in casualty” (QS5); “mobile | limit. Feel they are trying to cramp [sic] too much into
clinics and procedures” (Q1). only two weeks” (Q6).
Theme: performing procedures Theme: amount of academic work

Quotes: “mobile clinics and procedures” (Q1); “doing Quotes: “less assignments” (Q2);

clinical procedures in the outpatients/emergency “inadequate time for studying” (Q6).

room...feeling like part of the team” (Q1); “I could refine
my procedural skills and knowledge” (Q8).
Theme: working in the community Theme: problems experienced by doctors
Quotes: “seeing how the community works” (Q1); “going Quotes: “more time with doctors” (Q2); “time
into the community to do home visits” (Q1); “this exposed constraints” (Q4); “shortage in equipment and medical
me to the hardships and challenges experienced by people in | and technical support” (Q4); “no X-ray service over
poor rural communities” (Q8); “Transport is a big problem” | weekends” (Q4).
(Q3); “poor sanitation and housing infrastructure” (Q3).
Theme: consultation skills
Quote:“consultation skills, watching the GP” (Q1);
“Working in casualty. You learn a lot there, procedures and
consultation and pills” (Q1).

Overall responses

“Yes, more help is required in the rural setting, less hierarchy within the hospital setting” (Q7).

“Yes, I love the variety of fields one works with in primary health care” (Q7).

“It was highly educational and thought-provoking. I learnt a lot about primary health care, gained procedural skills and
improved my theoretical knowledge too. I think it is important for students to go places like this because we get very
limited exposure in the academic hospital settings; we don’t realize that most of the patients we see come via primary
healthcare facilities. It was also good to see what the common conditions are that present to primary hospitals because
these are conditions that we as GPs are going to treat one day” (QS).
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The perceived educational value and enjoyment rating of
each activity are shown (Table 1). The following activities
were assigned the highest educational values: assisting in
theatre (4.3 £0.442), teaching by doctor (4.2 +£0.267),
seeing patients in clinic/ health centre/ out patients
department (OPD; 4.0 + 0.416) and mobile clinic excursions
(4.0 £0.436). The following activities were assigned the
highest enjoyment rating: mobile clinic excursions
(4.2 £0.447), performing medical procedures (3.9 £0.319)
and teaching by doctor (3.9 £0.368). Responses to the
5 opinion testing statements are shown (Table 2). Students
experienced supervisors as punctual, well-prepared and
knowledgeable. The vast majority (21/24; 88%) enjoyed the
rotation, indicating that they acquired important procedural
skills that are highly relevant when working in rural and/ or

underserved communities.

Table 3 includes representative quotes in response to the
open-ended questions, provided at the end of the rural
rotation (written feedback) and during the focus group
discussions. According to the student feedback received, the
most valuable learning experiences were classified under the
following five themes: ‘feeling part of the team/ friendly
staff’, ‘mobile clinics’, ‘performing procedures’, ‘working in

the community’ and ‘consultation skills’.

In terms of their most valuable learning experiences
(Table 3), students emphasized the value of performing
practical skills and procedures themselves under expert
guidance, as well as assisting in theatre (responses to
Question 1). Without prompting the students contrasted this
to the limited exposure they received at the academic
hospital. Students experienced staff and patients to be most
friendly and accommodating (responses to Question 5),
which contributed to a positive rural experience and
influenced their commitment to gain more knowledge; one
student referred to ‘the friendly face of learning’. Another
feature of the focus group discussion was the perception that
they were allowed to practice ‘real medicine’, as opposed to

theoretical medicine. As expressed by one student:

The experience was GREAT. It allowed me to actually
get the feeling of being a real doctor. I was allowed
to handle patients and make a diagnosis on my own
(with adequate supervision), everyone (the nurses and

doctor) treated me like a colleague.

Students also emphasized the positive influence of good role
models in their reflective summaries and one student wrote:
‘...doctors were really excellent role models with lots of

practical clinical experience/ handling common problems’.

Critical feedback was grouped under the following themes:
‘structure of the rotation’, ‘duration of the rotation’, ‘amount
of academic work’, and ‘problems experienced by doctors’.
Question 2 allowed students to suggest how the educational
experience could be improved, and Question 6 requested
students to name factors or experiences that reduced the
educational value of the rural rotation (Table 3). Some
responses to these two questions referred to the formal
structure of the rural rotation, with student quotes such as
‘outcomes should be relevant to the experience’ and ‘poor
structuring of events/ time-table’. Student feedback was
unanimous, requesting that the amount of written project
work be reduced, increasing the time available to learn more
of the required clinical skills. Most students indicated that a
time period of 2 weeks was too short for them to benefit

optimally from the rotation. In the words of one student:

We were just finding our feet, and now we must pack
up and leave again. I feel I should stay here for at
least another two weeks, because there is so much to

learn.

Discussion

We report the successful use of the log diary approach to
documenting how students spend their time on rural clinical
rotations. We adapted the instrument to also capture
qualitative information regarding the perceived educational

value of various activities. During feedback from students
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and triangulation with supervisors, a major shortcoming
identified was the little emphasis placed on after-hours
academic activities. Being available after hours to assist with
emergency procedures, such as Caesarian sections, was
regarded as valuable exposure that was poorly captured by

the log diary.

Overall, our results are in agreement with what has
previously been reported in the literature, confirming that
medical students derive great educational value from well-
supervised rural clinical rotations**®. They also enjoyed the
rotations. In contrast to Murray etal.’s findings™ that
showed a disassociation between perceived educational
value and the enjoyment rating of various activities, our
results demonstrated congruence between the most enjoyed
activities and those associated with the highest educational
value. In terms of educational value, the following activities
were rated most educational: ‘assisting in theatre’, ‘teaching
by doctor’, ‘seeing patients in clinic/health centre/OPD’ and
‘mobile clinic excursions’. With regards to the enjoyment
ratings, the following activities were rated most enjoyable:
‘mobile clinic excursions’, ‘performing medical procedures’

and ‘teaching by doctor’.

During workshops held with the rural academic supervisors
and faculty staff members, the high educational value and
enjoyment rating attached to ‘mobile clinic excursions’ came
as a surprise, partly because the educators had not had
exposure to this activity themselves (because the mobile
clinics are exclusively nurse driven). Overall ratings were
high for all the clinical activities, but time spent traveling
and/ or waiting was viewed as ‘wasted time’. This indicates
the importance of excellent planning (eg time-tables and
transport) to enhance students’ experience. The positive
outcomes of the workshops held with rural academic
supervisors included the ability to provide direct feedback
and to triangulate the students’ experiences with those of
their supervisors, and the assistance provided to interpret
responses in context. Feedback provided by the study guided
subsequent improvements to the content and defined the

outcomes of the Middle Clinical Rotation.

Written responses were often very cryptic. Therefore, focus
group discussions added immense value to the interpretation,
because many students were able to express themselves best
verbally. It also allowed capture of responses from students
who failed to complete their log diaries. One student
indicated that s/he missed life in the city and will never
return to a rural setting. This student declined to document in
the log diary, despite assurances of anonymity,
demonstrating the importance of triangulation. It also
indicates that the analyzed responses may be biased towards
recording a positive experience. Similar to our observations,
reports in the literature indicate that positive or negative role
models are an influence on the ultimate career choices of

students”’.

In terms of teaching and supervised activities, our results
(3.7 hours per day) compare with the situation at University
College London, where students receive supervised teaching
for 3.5-4 hours/day33. In one US study, however, students
reportedly spent 13 hours a day on teaching and learning
activities, receiving supervised teaching for approximately
6.5 hours™. Due to changes in the medical education
landscape and curricula worldwide49, the educational value
of rural rotations requires more intense scrutiny to evaluate
appropriate contextualized training in different rural settings.
The need for more structured rural rotations is reflected in
the qualitative feedback from the students (Table 3), and the
negative experience documented in the log diaries, for
example wasting time waiting for activities. Of concern is
the observation that the largest portions of time are spent on
non-clinical activities, while our results indicate that the
students derive the greatest educational and enjoyment value
from clinical activities. Special attention should be paid to
reducing non-clinical activities, especially ‘traveling time’
and ‘waiting for clinical activity’, but adequate time should
be available for healthy recreational activity. Students spent
10% of their time on ‘self-directed learning’, but did not find
it as educational or enjoyable as ‘seeing patients in
clinic/ health centre/ OPD’. In future, such time could be

better allocated toward clinical activities.
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Students indicated that the additional academic load of
written reports and projects prevented them from
maximizing the rural experience. This specific Middle
Clinical Rotation consists of elements from three separate
disciplines: (i) family medicine and primary care;
(i1) rehabilitation; and (iii) community medicine. Students
were unanimous in requesting that the amount of written
project work be reduced to increase the time available to
acquire clinical skills. The vast majority of students also
indicated that a time period of 2 weeks is too short to derive

greatest benefit from the rotation.

The present study findings are comparable to previous
studies performed in Africa. A study in Ethiopia identified
the need to develop students’ group skills, prepare mentors
to facilitate learning, optimize scheduling and improve study
facilities®. Egyptian students displayed a preference for
passively acquired information, although they indicated a
willingness to increase their own involvement in learning™.
In terms of a broader contribution of community-based
settings to medical education, the potential for collaboration
between community-based health programs and institutions
of higher education have been described in Kenya (COBES
network)®'. They also introduced a theoretical framework to
facilitate this type of learning collaboration in developing
countries’'. Collaborations among African institutions and
universities from the UK and USA were also reported as

52-53
successful

, but most of these reports utilized cross-
sectional retrospective surveys to assess students’ learning
experiences. The unique feature of the present study is the
fact that we used both quantitative and qualitative modes of
enquiry. This, together with the use of prospective data
collection by students using the log diary approach,
increased the scientific rigour of the methodology and
allowed triangulation of data from different sources and

demonstrated complementary findings.

Conclusion

This study evaluated the perceived educational experience of

medical students during a rural clinical rotation by use of a

log diary. Our results support the use of the log diary as both
a quantitative and qualitative instrument to evaluate the
educational experience of students, although it may benefit
from some adjustments. The study demonstrates that
students enjoy the experience and value the educational
exposure of working in well-functioning rural health care

centers with adequate local supervision and guidance.
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Appendix I: Sample page of the anonymous log diary used in this study

Date
Time Activity Supervisor? Educational value Enjoyment rating
code Enter Y (yes) or N (none). grade1to S grade1to S
If yes, then indicate, e.g. 1 = no value, 1 =not enjoyed
GP, Nurse, Radiographer, 5 = great value! 5 =loved it!
etc.
7:00 - 7:30
7:31 -8:00
8:01 — 8:30
8:31 - 9:00
9:01 —9:30
9:31 -10:00
10:01 — 10:30
10:31 - 11:00
11:01 - 11:30
11:31 - 12:00
12:01 — 12:30
12:31 - 13:00
13:01 — 13:30
13:31 — 14:00
14:01 — 14:30
14:31 — 15:00
15:01 — 15:30
15:31 — 16:00
16:01 — 16:30
16:31 — 17:00
17:01 - 17:30
17:31 — 18:00
18:01 — 18:30
18:31 — 19:00
After hours:
Procedural skills
acquired
Total time spent Travel time to/from
waiting training activity
Activity codes
Please apply the following codes when completing the log diary:
1. Non-educational / recreation
2. Travelling time (including time spent waiting)
3. Waiting for clinical activity / teaching
4. Self-directed learning (e.g. reading, study, assignment / computer assisted learning /
discussion with fellow students)
5. Ward rounds
6. Seeing patients in clinic / health centre / OPD
7.  Teaching by doctor
8. Teaching by other staff, e.g. nurses, etc.
9. Mobile clinic
10.  Home visits
11.  Visiting NGOs or community organizations
12.  Performing medical procedures
13.  Assisting in theatre
14.  Other (please specify)
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