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General note. Students answer either Assignment 1 or Assignment 2; within the chosen assignment, all three questions must be answered. The guide below sets out the analytical content that a strong answer should contain, anchored in the lecture material and the syllabus. It is not a checklist of required points: full marks do not depend on covering every bullet, but on demonstrating genuine understanding, applying theory to the scenario, and reasoning rather than reproducing. Conversely, listing concepts without applying them to the case should not earn top marks. 
Assignment 1
1a — Hammond, Keeney & Raiffa: psychological traps (30%)
The question asks students to (i) briefly describe all the traps, (ii) choose three and explain with concrete healthcare examples how each leads to poor strategic or operational decisions, and (iii) suggest mitigation for each chosen trap. All three components must be present.
(i) The eight traps — brief description
A strong answer correctly names and describes all eight traps from Hammond et al. (1998). Brief, accurate descriptions are sufficient here; depth is reserved for the three chosen traps.
1. Anchoring: giving disproportionate weight to the first information received.
1. Status-quo: bias toward maintaining the current situation even when better alternatives exist.
1. Sunk-cost: perpetuating past choices to justify investments already made.
1. Confirming-evidence: seeking information that supports an existing view and discounting what contradicts it.
1. Framing: being swayed by how a problem is posed (e.g. survival vs. mortality framing).
1. Overconfidence: overestimating the accuracy of one's own forecasts.
1. Prudence: being overcautious / adjusting estimates ‘just to be safe’.
1. Recallability: over-weighting recent or dramatic events that come easily to mind.
Students who confuse traps, omit several, or merge them into vague ‘biases’ should be marked down on this component. Note: candidates are not required to use these exact labels, but the substance of all eight should be clearly recognisable.
(ii) Three traps with healthcare examples
Any three of the eight are acceptable. The examples below (drawn from the lecture) illustrate the standard expected; equally valid student-generated examples should be credited.
1. Anchoring: a first diagnostic impression biases subsequent assessment; or an initial budget figure anchors a whole negotiation.
1. Status-quo: ‘we have always done it this way’ resistance to evidence-based practice change; retaining a legacy IT system despite superior alternatives.
1. Sunk-cost: continuing a failing IT implementation or service line because of the resources already committed.
1. Confirming-evidence: a clinician fixes on an initial hypothesis and attends only to confirming symptoms, dismissing contradictory test results as anomalies.
1. Recallability: after a publicised medication error, disproportionate resources flow to that specific risk while more probable risks are neglected.
The key discriminator is whether the student connects the trap to a real decision and explains the mechanism of harm — not merely that a bad outcome occurred, but why the cognitive trap produced it.
(iii) Mitigation for each chosen trap
Mitigation should be specific to the trap, not generic. Strong answers draw on the lecture's countermeasures:
1. Anchoring — deliberately seek multiple perspectives and consider alternatives before being exposed to an initial figure.
1. Status-quo — explicitly frame ‘do nothing’ as an active choice with its own costs; assign a devil's advocate.
1. Sunk-cost — ask ‘if we had not yet invested anything, would we start this today?’; bring in fresh eyes uninvolved in the original decision; build a failure-tolerant culture.
1. Confirming-evidence — actively seek disconfirming evidence; assign someone to argue the opposing case; state preferences honestly before examining the data.
1. Overconfidence — use reference-class forecasting; consult comparable past projects.
1. Recallability — base decisions on base rates and data rather than the most memorable case.
.
1b — Micro-level coordination: protocols vs. professional judgment (30%)
Scenario: a manager wants to introduce detailed protocols and checklists for all procedures in a complex surgical unit; a senior surgeon argues this will make things worse. Students must evaluate both positions using micro-level coordination and reach a recommendation. The expected framework is Mintzbergs mechanisms. In the main book these are listed under «micro-level coordination». 
The framework students should bring
1. Programming approaches: Standardizaion of input, outpout and skills
1. Feedback approaches: supervision, mutual adjustment and group coordination. 
1. Some students might also mention relational coordination, which is a plus but not expected
1. 
1c — Nurse turnover and motivation (40%)
Scenario: high turnover and low motivation; surveys show nurses feel undervalued, overworked, and excluded from decisions. Students must diagnose the drivers using motivation theory covered in the course and develop a concrete leadership strategy. Because the question carries 40%, both a credible multi-theory diagnosis and a concrete, theory-linked strategy are required for top marks. A diagnosis with no strategy, or a strategy not grounded in the diagnosis, caps the grade.
Diagnosis — expected theories
1. Self-Determination Theory (Deci & Ryan) /intrinsic motivation— the most directly applicable: the three scenario cues map onto the three basic needs. ‘Excluded from decisions’ → autonomy violated. ‘Undervalued’ → relatedness and recognition of competence threatened. ‘Overworked’ → all three needs under pressure. A strong answer makes these mappings explicitly.SDT was discussed under «intrinsic motivation» in the lecture
1. Equity theory (Adams): overwork plus undervaluation = perceived inequity in the input/output ratio; nurses restore balance by reducing effort or exiting (the turnover). Comparison often crosses professional groups (nurses vs. physicians).
1. Expectancy theory (Vroom) and/or Goal setting theory ( Locke several works): credit where used appropriately — e.g. broken effort–reward links, or nurses' affiliation needs requiring team culture and recognition.
1. Trait-based motives
The strategy should be concrete and tied to the diagnosis. 
Assignment 2
2a — Tinsley, Dillon & Madsen: near misses (30%)
Students must (i) define near misses and explain why managers overlook them, (ii) discuss what an organization can do to learn from them, and (iii) explain why this learning is crucial. All three components should be present.
(i) Definition and why managers overlook them
1. Definition: a near miss is an event that could have caused serious harm but did not — because of chance or corrective action. Most catastrophes are preceded by near misses that were misread.
1. Normalisation of deviance: repeated near misses without harm lead to the risky behaviour being accepted as normal — ‘we got away with it before’ (the lecture's NASA/Columbia foam-strike example; healthcare: repeated medication errors without harm → procedures become lax).
1. Outcome bias: decisions are judged by their outcomes rather than the quality of the process. A near miss has a good outcome, so it is read as evidence of resilience rather than as a warning (healthcare: a delayed diagnosis that happens to resolve masks a systemic assessment failure).
Credit also: time pressure / cognitive load deprioritising near misses, and attribution to luck rather than systemic vulnerability.
(ii) What the organization can do
Students should draw on Tinsley et al.'s seven strategies (not all are required — a representative set, explained, is sufficient):
1. Heightened alertness when time or cost pressures are high — these conditions raise both the probability of near misses and the chance they are ignored.
1. Investigate all deviations from normal operations, however small, without waiting for harm.
1. Make decision-makers accountable for near misses, not just outcomes — shift from outcome-based to process-based accountability.
1. Envision worst-case scenarios (‘what if conditions had been slightly different?’).
1. Look for near misses masquerading as successes (a heroic recovery can hide a systemic failure).
1. Reward people for surfacing near misses — psychological safety (Edmondson) is the enabling precondition; punishing reporting drives near misses underground.
Organisational mechanisms: non-punitive reporting systems, morbidity & mortality conferences, visible leadership follow-up.
(iii) Why learning from near misses is crucial
Near misses are leading indicators of future serious events, not signs of resilience. They are far cheaper and less traumatic to learn from than actual disasters. Strong answers connect this to the Swiss Cheese logic: each near miss signals that the holes in the system's defensive layers are partially aligning — a warning available before they fully align and cause harm. This is not really expected though, it was mentioned in class but is not in the book. 
2b — Quality improvement: definition, why it is hard, and sustained implementation (30%)
Three components: (i) what QI is and how it differs from simply measuring performance, (ii) why QI initiatives so often fail to take hold, (iii) what leaders can do — in both culture and behaviour — to improve the chances of sustained implementation.
(i) What QI is
QI is an organised approach to planning and implementing continous improvement in performace— not ad hoc, and not the same as measurement. The students should understand that this is more than simply measuring quality. In the lecture I also emphasized that:
1. Measurement for improvement (data used internally to learn and adapt) is fundamentally different from measurement for accountability (data used externally to judge performance). It is systems-based. Conflating the two undermines both. QI is team-based and organisation-wide, not confined to one unit or profession.
Donabedian's structure–process–outcome framework is a legitimate reference for what QI examines.
(ii) Why QI fails to take hold
Some students might mention knowing–doing gap (Pfeffer & Sutton): knowledge of best practice is rarely the limiting factor — the gap between knowing and doing is the central challenge. This is a big plus, all though this is not covered much in the book (but in the lecture)Four mechanisms maintain the gap:
1. Talk substitutes for action — planning, meetings and reporting feel like progress.
1. Fear prevents action — acting on knowledge means admitting current practice is wrong.
1. Measurement creates perverse incentives — organisations optimise for what is measured, not what matters.
1. Internal competition undermines the cooperation QI requires.
Students should also bring the particular characteristics of the healthcare workforce: strong professional identity, clinician discretion, risk-aversion, and the dual hierarchy — all of which make imposed change difficult. This is what is most emphasized in the main book. Some students might also bring up the decision making biases, that is fine, but not the main point ( it was discussed in the lecture)
(iii) What leaders can do
1. Psychological safety (Edmondson): make it safe to surface problems and errors — the precondition for the honest reporting QI depends on.
1. Transformational leadership: frame QI as a shared learning challenge and build organisational identification, rather than mandating compliance.
1. Honest measurement: protect measurement-for-improvement from being co-opted into accountability/judgement, which distorts the data and the behaviour.
1. Create opportunities for experimentation and frame QI as a learning challenges
1. Promote organizational identification
1. Use strong evidence
The students do not need to have all these mentioned to get a good score, but should touch upon them as they are what I emphasized in the lecture, and what is mentioned in the main book. Students who mention very generic points should not be rewarded. 
2c — Functional vs. program (service-line) reorganization (40%)
Scenario: a regional health authority considers moving its largest hospital from a functional structure to a program-oriented (service-line) design. Students must (i) describe the key differences between the two forms, (ii) discuss expected gains and losses, with particular attention to (iii) how coordination patterns and power relationships change. At 40%, depth on coordination and power is required — a description of the two structures alone is not sufficient.
Critical threshold issue. A functional structure groups by clinical specialty/profession (e.g. departments of surgery, medicine, radiology). A program/service-line structure groups around patient populations or conditions (e.g. a cancer or cardiac programme), with multidisciplinary teams built around the patient journey. A candidate who treats ‘medical division, surgical division, psychiatric division’ as an example of program organization has fundamentally misunderstood the distinction — that is the functional form the reorganization moves away from. Where this misunderstanding is the premise of the answer, the analysis of gains, losses, coordination and power collapses, and the question cannot pass on this component regardless of surrounding fluency.
(i) Key differences
1. Functional: grouped by specialty; deep professional expertise; clear professional authority lines; efficient use of specialised resources (no duplication); weak horizontal coordination — patients cross departmental boundaries at every transition.
1. Program / service-line: grouped around patient populations/conditions/technologies; multidisciplinary teams along the patient journey; stronger coordination for complex multi-step care; but duplicates specialist resources across programmes (less efficient).
(ii) Expected gains
1. Stronger coordination of complex, multi-step care within the programme; a more patient-centred pathway.
1. Coordination within the programme improves — the team owns the whole journey.
(ii) Expected losses / struggles
1. Duplication of specialist resources across programmes — reduced efficiency and possible loss of specialty depth / critical mass.
1. Coordination across programmes can worsen even as within-programme coordination improves.
1. Threat to professional identity — clinicians may resist reporting to a programme manager rather than a specialty chief; this resistance is itself a major implementation risk.
(iii) Coordination and power — the analytical core
This is a diffiucult question, and students who area ble to make good arguements here and link it to the structure should be rewarded. 
Coordination: the deeper point (from the organizational-design lecture) is whether coordination happens laterally between programme leaders or vertically through the hierarchy. In a genuine programme structure with dedicated leadership at programme level, two programmes (e.g. a cancer programme and diagnostics) coordinate as a lateral, program-to-program relationship at the same level. In a functional structure, the equivalent coordination either escalate vertically — up to the shared superior and back down, or rely on different lateral mechanisms/relations.  
Power: the reorganization shifts power from functional/professional chiefs (department heads, specialty leads) toward programme managers. This is the source of much of the predictable resistance, and a strong answer treats the power shift as central, not incidental. A program structure could also make power more divided, and cause more friction.
Sophistication marker. Good understanding and a reasonable discussion based on this understanding is what I was looking for here. 

