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 Element 1- Article 1- Good in a storm- Literature Review
After reviewing Good in a storm, the discussion points and commonalities of the article are human responses to emergencies and disasters. This is shown through discussions about stereotypical behaviour, loss of initiative, thought and action perseveration, whilst mentioning action disorders like hypoactivity, hyperactivity and cognitive paralysis. The article focuses on cognitive processes and behavioural patterns leading to incorrect reactions when in crisis. An example of this is shown in the opening paragraph, explaining “During the Gulf War in 1991, an estimated 70% of Israeli civilian hospital admissions were a direct result of behaviour ill-matched to the incident”.
The target audience is individuals or groups that are focussed or interested in accident preparedness or safety professionals who are furthering their knowledge on human reactions to threatening situations. 
A key point in the article is the loss of initiative, described as a scenario where an individual or group experience the loss of ability to take lead and act when in a crisis or an emergency. In result, incompetent and delayed responses occur when in danger. 
Next, a key point highlighted was the stereotypical behaviour of people, this refers to humans’ predictable actions. Humans natural and routine actions can have a negative effect when in an emergency, due to them being inappropriate during urgent situations. Examples of this are referred to in the article, one being the incident at Manchester Airport in 1985 where an aircraft caught fire on the runway, whilst the aircraft was on fire it was quoted "Despite being advised to leave everything behind, many passengers insisted on retrieving their carry-on baggage. When confronted at the exits by cabin attendants, some passengers tried to return to their seats to stow their baggage in the overhead bins." This is an example of how habitual actions can takeover during emergencies. 
Action disorders is another key point in this article. The action disorders described are hypoactivity, hyperactivity and cognitive paralysis. Hypoactivity is described as a state where an individual has diminished physically or mentally in response to a situation, also described as when an individual acts sluggish or inactive. Next, hyperactivity is described as an increased or excessive amount of activity, exceeding the normal amount for the persons situation or age, also referred to as restlessness or uncontrolled movements. Sufferers of hyperactivity are prone to distraction. An example of hyperactivity is in the article where “One survivor of a military aircraft that crashed in the Arctic became agitated, kept crawling over his companions, periodically removed his gloves and continually proposed implausible plans of action”. Lastly, cognitive paralysis is one of the disorders mentioned. This is described as freezing when in a scenario of danger, it can also be compared to the ‘freeze’ part of fight, flight, freeze response. 
This article is an informative article, throughout the article it mentions numerous scientific and researched findings. It uses real life happenings as examples to demonstrate findings. 
Good in a storm successfully answers why people carry out unusual behaviours when in an emergency. It explains how different behaviours are demonstrated and the brain reacts in different ways. 
In summary, this article explains to the target demographic the psychology behind emergency responses and preparedness. The article is an informative one and emphasizes research findings and real-life scenarios, however it could provide some guidance on how to respond and prepare when in emergencies. 











Element 1- Article 2- Error on Trial- Literature Review 
Having reviewed Error on trial, the discussion points and commonalities of the article are human errors and organisation errors. This is shown through the discussions of fields of safety and how they focus on studying disasters, human errors, the procedures for addressing human error within organizations and how there are more factors to safety errors than just end-user errors. The article mentions how there can be flaws with construction, design, arrangements and management. An example of management errors can be explored from the ‘Aberfan coal slide in Wales, which killed 116 children and 28 adults in 1966’.
The target audience are individuals involved or interested in safety, this includes safety professionals, risk managers or students studying safety and human error. 
One of the key points and commonalities is how there are more factors to errors than just the incident involving the end user, within an organisation many factors come into play with an end-user error. One of these factors is culture within a company, a lack of communication or no approach to learn from mistakes can lead to several errors. Another factor is the quantity or quality of training for employees, without training, there is an increased chance of error when completing specific jobs or tasks. Environmental factors and insufficient workspace layouts can also increase the chances of an error, environmental issues can be problems such as poor lighting, loud noise or extreme temperatures. The article emphasises this with an example from safety pioneer Heinrich, “Heinrich’s use of the phrases ‘unsafe design or construction’ and ‘hazardous arrangement’ suggests he was well aware of the role of errors in design and management”.
Another key point is the procedures and ability to identify the errors within an organisation, errors can be identified and prevented through various methods. Establishing clear guidelines to employees, organising regular inspections and having training in place are efficient methods. As well as having quality control and the correct documentation to help prevent all errors. Recently the use of technology can prevent human error. 
Another key point is ‘error proneness’. This can be described as a personality type and reflects an individual’s behaviours or feelings. Error proneness can come from feelings such as aggression, anxiety or impulsiveness. Herbert Heinrich stated that this trait is a result of ‘their “social environment and ancestry”.’ 
The article is an informative article. It describes the different types of error and how there are various causes of error not just from the end-user. It uses definitions and quotes from professionals to demonstrate the points of the article. 
The article successfully answers the question how errors can occur on all levels of a pyramid, from management to end users and why the errors occur. 
The article explains to the audience how and why errors occur across all levels of an organisation or team. It is an informative article that uses findings from experts and definitions for explanations. Like article 1, this article could inform the audience on how to manage a team better or how to prevent errors. 
Element 1- Article 3- Piper Alpha- Literature Review 
After reviewing the article, the key points and commonalities from the other articles is the description of a major industry disaster and its consequences, the ongoing concerns of North Sea facilities and safety regulations along with their changes. 
The target demographic for this article would be individuals involved in the oil gas or offshore industry and safety professionals. It would also be interesting to those researching in historical disasters.
The articles focus is the Piper Alpha disaster of 1988, where an offshore oil platform exploded and as a result caught on fire. The disaster occurred due to the ignorance of maintenance and following of safety procedures, the article states how “In July 1988 the rig was in the middle of long-running maintenance and upgrade work” If the maintenance being carried out was done efficiently and the safety matters of the maintenance were known around the platform, the disaster could have potentially been avoided. Unfortunately, 167 people lost their lives from the incident, most of them being in the accommodation block. The article states how "By 23.30 hrs the fires' intensity caused the superstructure to sag in the middle; other oil and gas risers failed and, soon after, the accommodation block collapsed into the sea." It is believed that around £2 billion pounds of damage was caused. 
Another key point in the article is the ongoing concerns of facilities in the North Sea, in 2007 a “study noted that many North Sea facilities were already beyond their design life”. As well as studies, workers with first-hand experience believed that safety standards had dropped on offshore facilities. Unions have backed up this claim by workers as they “have repeatedly warned that a reducing but still significant number of large hydrocarbon releases from platforms and vessels in recent years makes another disaster hard to rule out."
The impact on safety regulations and how they changed is discussed in the article, from the disaster, the offshore installations regulations came into force in 1992 and after the disaster “the Cullen Inquiry made more than 100 recommendations on 24 topics” The offshore safety standards were reshaped forever, the article also sates how now “the regulations require operators to submit a safety case dossier detailing the hazards and risks for each installation and the safety management system”. 
In summary the article is an informative and educational one. It aims to inform members in industry about the impact piper alpha had on its victims, the offshore industry and its relevant safety regulations. The article presents a good reminder of the importance of safety within industry. 
Despite acknowledging the various changes and improvements to offshore safety, the article covers the ongoing concerns around offshore facilities and the following of safety measures.
Synthesis of all articles 
The three articles revolve around different human behaviours when in emergency situations. They all delve into the impact of stress and how training and preparation can help when in a crisis. The articles all use real life scenarios and incidents to back up their key points and discuss human routine and how habitual behaviours hinder people in emergencies. 
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