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A review and evaluation of three articles taken from the Institution of Occupational Health and Safety (IOSH) has been performed highlighting the message conveyed in each article and the language used. A comparison of the articles has been made suggesting the commonalities found. The following three articles have been evaluated.
Article 1: Good in a Storm
Article 2: Error on Trial
Article 3: Piper Alpha: Regime Changer
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Article 1 explores human responses to a crisis, their reaction to an emergency and how under pressure, incorrect decisions are made. It investigates common human behaviours such as loss of initiative, stereotypical behaviour, stress hormones and action disorder when faced with an emergency. The action disordered discussed in this article are hypoactivity, hyperactivity and cognitive paralysis. These common responses can be understood as it is a result to of the brain’s cognitive architecture and the role of the supervisory system, executive attention and working memory. 
Unlike article 1, article 2 analyses various perspectives on the concept of “human error” providing different definitions. The concept is analysed in terms of safety implications and questions whether human error is real. The article highlights how the whole system should be examined and not place fault with the individual. It raises the awareness that a chain of errors must line up in order for the individual events to take place. In this article, it suggests that human error can take place at each point in the chain from management and designers to the end user. Researchers such as Rasmussen and Reason have categorised human error whilst others have criticised the idea that human error does exists. 
The third article, Piper Alpha: Regime Changer, details the fatal disaster that occurred on an offshore oil rig in the North Sea. It investigates the human failings that took place which led to the disaster which are recognised as the root cause. An emphasis on safety regulations and improvement made after the Piper Alpha disaster are explained in the article whilst expressing the importance of safety procedures. Similarly, to article 1 and 2, human behaviour in a crisis is discussed explaining the actions of the individuals during the disaster. 
Commonalities exist through the three articles where they all address the consequences of a major disaster and the human involvement. Article 1 provides a strong emphasis on the behaviour of individuals expressing their “impaired ability to cope in an emergency”. It discusses how individuals cannot function accordingly when under pressure and present a loss of initiative. An explanation is provided on people’s natural response to a crisis stating how “the brain switches from a slow, reflective, top-down control…to a rapid, reactive, habitual, bottom-up behaviour”. This behaviour can be “detrimental when you need to make choices that require thoughtful analysis” which can aid in explaining why people act the way they do during a crisis. 
Article 2 discusses the different approaches to human error which can be described as the root cause of accidents. Reason has developed the “Swiss cheese model” which is used to describe the layer or protection put in place to prevent an unfortunate event. However, he describes how if the holes in each slice were to line up “when the end user performs an unsafe act, an accident occurs”. This takes away the emphasis that the individual was at fault and looks towards analysing each layer.  
The third article address the problems that allowed the Piper Alpha disaster to happen stating that there were many “failings that had made the catastrophe possible”. It examines the human involvement that occurred which allowed the failings. The breakdown of simple actions described as an “inadequate handover” and “the flawed permit-to-work system” are basic measures that can be easily followed throughout the engineering sector that simply aim to prevent disasters.
Another common tread is that within each article is that a blame culture is created. Article 1 states during Piper Alpha “apparently many made no attempt to leave the accommodation module”. This is placing the blame on the individuals stating that if they were to have taken action then the fatality toll would have been reduced had the crew tried to escape. However, it needs to be recognised that there are safety procedures in place which may have recognised crew accommodation as a safe zone and that abnormal behavious are expressed in a crisis.
Article 2 disregards human error, expressing it as an individual’s choice to make mistakes. Sidney Dekker defines human error as “a judgement that we make” and “there is no such thing as human error” implying that individuals chose to make an error after receiving the information when there could be crucial information not provided. It is known to individuals that there are concepts and information that is unknown, but there are also other things that individuals are unaware of that they do not know.
Dekkers’s argument expressed in article 3 is that “there is no such thing as human error”. However, when safety procedures and systems that are designed to prevent fault are considered, they require a human to design the structures that are in place to provide safety to individuals. Humans are involved with each aspect of the layers of protection as described by Reason and therefore is impossible to eliminate the fault of human error. With this in mind, if the holes were to line up with the Swiss cheese model, is this considered a human error that it was able to happen or simply inevitable as no other precautionary measures could be implemented. 
A blame culture was created when the investigation of the Piper Alpha disaster was carried out. The article states that there was a “lack of a rigid chain of command” which places the ownness on the individuals who did not coordinate the crisis. However, this idea can be supported by article 1 which discusses how individuals behave in a crisis. It is impossible to plan for disastrous event when an imaginary idea is created but when faced with a real-life event, the cognitive function takes control which cannot be programmed.
The target demographic for Good in a Storm are individuals who are interested in safety, those conducting research or an investigation and individuals who are wanting a better understanding on how individuals behave when faced with a crisis. Since this article provides solutions on how to maintain a controlled manner when face with a disaster, it could be used as a training tool. Likewise, the target audience for the article Error on Trial is those interested in safety and management and those interested in gaining a more in depth understanding of human performance in the workplace. It addresses the reasoning behind why there is human error and that it occurs with every point of the chain. Similarly, article 3 will have a demographic who are interested in safety but also those who would like an understanding of safety procedures and poor management in the workplace. This article highlights the changes made to safety regulations as well as the safety breakdown of an organisation when there is not rigid management. 
The articles discussed are informative in their presentation of arguments. They aim to inform and educate the reader of human behaviour whether that be the lead up to a disaster such as the choices made or their behaviour during a crisis. Article 1 aim is to present the scientific reasoning of human behaviour based on their cognitive architecture. It is analytical in its method of writing by analysing the psychology of individuals presented with a crisis. 
Error on Trial expresses their argument in an informative and persuasive manner supported by different perspectives on human error including classical definitions, cynical definitions and new views. It aims to persuade the reader to believe that human error is a choice that can be eliminated rather than a natural unintentional mistake. Throughout each article, advice is provided on how to approach the issue and provide simple methods to overcome the problem. Across all articles, training is suggested as a tool to eliminate human error, prepare for disasters and mitigate the mismanagement of simple processes. 
Article 3 provides a brief but detailed description of the Piper Alpha disaster explaining how the event occurred and the consequences. By using this informative piece of writing, it sets the scene for the reader highlighting the devastating and severe consequences when safety is not taken seriously. it provides advice on how to act accordingly and emphasises the importance of remaining vigilant and avoid complacency with safety standards and regulations.   
In terms of resolving the question that has been raised, article 1 addresses the question with scientific explanations of why individuals express counterproductive behaviours during an emergency. It is evaluated in terms of cognitive processes detailing how the brain operates and functions. Practical guidance is given in terms of providing an insight of what is considered understandable behaviour. However, some may argue that not all solutions are realistic as not all emergencies can be planned for, and it is unexpected how humans will react with a real-life crisis.      
Since the second article leans towards expressing different individuals’ perspectives of human error, it does not provide definitive answers but alternatively raises them. Whilst different approaches to understanding and acknowledging human error are provided, it does recognise that complete mitigation of errors is impractical. The article focuses on the need to learn from positive and negative outcomes since error is an “innate attribute of human performance that is essential to learning and development”. 
Article 3 discusses the problems found from the Piper Alpha investigation and the improvements made as a result of the disaster. Improvements were made to offshore safety regulations and procedures after the crisis, with the article highlighting the importance of these changes. It acknowledges that there could have been a reduction in fatalities had individuals acted accordingly. Although is does suggest that there are ongoing concerns with regard to cost-cutting, safety standard lapses and human behaviour which suggests that there is still improvement to be made.    
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In conclusion to the evaluation, the three articles are centered around safety in the workplace, and the results of human behaviour. The three articles together create the idea of what could happen due to human error and the cognitive function. When the three articles are evaluated together, it can be justified that article one explores individuals’ behaviour during a crisis, article 2 examines the possibilities of how that event may have taken place, and article 3 provides an in-depth description of a major disaster. They each suggest ideas on how to manage and prevent fatal disasters such as how to behave by carrying out training to modulate the working memory so that individuals can focus on important tasks. 
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