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Within this portfolio, a literature review of three different articles ‘Good in a storm,’ ‘Error on trial’ and ‘Piper Alpha’ is analyzed and evaluated, whilst throughout the three articles determining the common threads that run throughout and where specific commonalities exist. Also, the messages the article contains and which specific demographic it is aimed at. Also, how the arguments are presented and if they successfully resolve the questions that they have raised throughout. 
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"Crisis response: Good in a storm": This article primarily targets safety professionals, managers, and individuals involved in crisis management. Its message revolves around the examination of human decision-making under pressure, with a focus on identifying common errors and the need for effective crisis response training. Leach, D.J. (2020) states ‘Shock is so disorienting it doesn’t allow us to think clearly’. This quote shows the importance of this article to anyone interested in crisis management as it shows the reaction of those in an incident and can help safety professionals target specific behaviors in moments of crisis.
This article informs its readers about the potential for incorrect decision-making during crises. It uses evidence and case studies to support its claims and educate readers on the subject matter. Some of the main themes that run through the article are loss of initiative, in an emergency people can experience shock or confusion which may impair their decision making leading to delayed responses to danger shown by “At first it was numbing. I couldn’t respond, I was so stunned.” After that it was cognitive architecture of the brain, including a supervisory system and working memory, played a crucial part in decision making and attention control. Lastly action disorders such as hypoactivity which is being seen as being inactive, or cognitive paralysis where they freeze in the face of danger, “They just sat there being swamped by the water when it came in.”
The arguments for this article are presented Informative as it presents specific research findings and explanations which are related to the behavior of those during the emergencies while drawing on real life examples. It is educational as it teaches the reader the specific need for training and preparedness in an emergency response. Lastly it is analytical as it analyses the impact of stress on human behavior in a scenario and how it affects the cognitive architecture of the brain. 
It successfully addresses the questions raised regarding human responses to crises by shedding light on common errors and decision-making processes under pressure.
However, the article provides insight into a specific cause of these behaviors it does not offer advice or solutions for individuals. But it does show the importance of training and preparedness to mitigate these responses which can be seen as guidance “having the correct responses in memory through training also increases the feeling of control over the emergency.” as stated by Leach, D.J. (2020). Nonetheless this article does not include specific strategies for improving the emergency response, which may lead to specific readers wanting more advice on the topic. In summary, the article successfully reaches its intended audience of readers who are curious in the mental reaction to an emergency. It gives an analytical and instructive presentation of its points, while placing a strong focus on readiness and training. It does not, however, contain any helpful advice that would have improved readers' reactions in a comparable situation.

“Human error: Error on trial": This article is aimed at a broad audience interested in occupational safety. For example, risk management, and safety specialists. Its message questions whether human error can ever be eliminated or whether it should be accepted as an inherent aspect of human activity within the workplace. The article conveys that human error is a complex and varied concept. It is often due to a specific design or management, rather than just the individual. This article was most likely written to help the understanding and improvement of safety in complex systems.
This article engages in a thought-provoking discussion and presents arguments about the nature of human error. It seeks to persuade readers to consider whether it is feasible to eliminate human error entirely or if it should be managed and accepted as part of human activity. It informs the readers about specific human errors and how it is a part of a broader systemic issue, rather than just an individual mistake. This article adds on how to approach a specific issue on human error, with a precise consideration of training, categorization and how to understand certain complexities.
While it does not resolve the question of whether human error can be eliminated, it contributes to the ongoing discourse on the topic. Within this article they challenge the views on error and give different alternatives, for example safety II which delves into desirable outcomes and the value of human adaptability and learning. As stated by Leathley, B. (2022) “Humans are innovative – we think of better ways of doing things, we try them, and if they work, we carry on doing them.”
In summary, the article seeks to inform safety experts on the range of human error and provide an alternative to the conventional theory of personal responsibility. They give background information on the subject, make recommendations for comprehension and classification, and discuss how human adaptation may result in better safety outcomes in particular systems.  

“Piper Alpha: Regime change": This article addresses professionals in the oil and gas industry, safety experts, and policymakers. Its message revolves around the Piper Alpha incident, highlighting the human failings that led to the disaster and emphasizing the importance of regulatory changes to prevent such incidents in the future. This article also emphasis the regulatory changes and improvements that were done following the incident. 
This article serves as a case study and advisory piece. It informs readers about the Piper Alpha incident and the human factors involved, its sense of persuasion shines through when explaining how the disaster led to significant changes in the industry. This article informs the reader about the Piper Alpha incident, and how it occurred and its devastating consequences “Of the 226 people on the rig only 61 were rescued. Most of the survivors jumped into the water from the lower decks between the first and second explosions.” This article advises those within the industry to avoid complacency and work to a high safety standard while remaining vigilant and proactive.
This article effectively resolves the questions related to the Piper Alpha incident by emphasizing the need for regulatory changes to prevent similar disasters in the future. This article discusses the changes and improvements in offshore safety regulations and procedures that were established after the incident “The events of 6 July 1988 completely reshaped the offshore safety regime.” However, it also informs the reader of industry cutbacks and how the danger is still present such as cost-cutting, safety standard inconsistencies “Unions 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” Which suggests to the reader that hazards remain and how a strong safety culture is important and the importance of health and safety in this and other industries.
In summary, the purpose of the article is to inform the industry about the Piper Alpha tragedy, how it affected safety laws, what was learned from it, and how maintaining a safety culture is essential to averting similar accidents in the future. It also helps the reader realize how complacency and a lack of safety can result in a serious incident.  
All three articles delve into the realm of human behavior in crisis situations and the potential consequences of these behaviors in terms of safety and decision-making. They all emphasize the critical role of human factors in occupational safety and accidents. Additionally, they touch upon the idea that understanding human responses to crises is crucial for preventing future incidents. These articles share a common thread in discussing the different perspectives on human error in the context of safety. They all go over the idea that human error is not only the fault of the individual but often a case of a system, or a design. Also, throughout these articles there is a focus on how errors can be classified in groups and learnt from to prevent them happening in the future. Throughout the three articles they discuss a major industrial disaster and its consequences. They highlight the weaknesses in procedures and roles in the incidents. The article emphasizes regulatory changes and improvements that must and are made following specified incidents. 
In conclusion, the three articles share common threads related to human responses to crises, targeting different demographics with messages that inform, persuade, and advise. While they may not provide absolute resolutions to all questions raised, they contribute valuable insights and knowledge to their respective areas of focus within the field of occupational safety and human behavior in high-stress situations.
1487 Words.
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