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Following the course prework, 79% of students were able to identify the
four aspects of a high-quality RCA, and 53% could put the steps of an RCA
in order. Upon completion of the course, 90% agreed or strongly agreed
that discussing near miss events will bring about positive change and 73%
stated that when they see a near miss event in practice they will often or

addition of IP team members has been well received and appears to
enrich learning. Structured formative feedback on teamwork allows
for self reflection. Development of prework modules and use of a
interactive learning platform may help scale this innovation by

degree formative feedback on teamwork competencies. The
JTOG is a tool desighed to evaluate health care teams or
individual members from the vantage point of an outside
observer, patient, care giver or team member. '
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