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Introduction
 
IOSH – “The Institute of Occupational Safety and Health” was formed in 1945 and has now become the largest membership body for health and safety professionals all over the world. 
IOSH Magazine (www.ioshmagazine.com) has occupied a web presence since January 2016, with their first print and digital magazine debuting in February 2016. In addition to the magazine publications the website also publishes health and safety articles, of which I will be reviewing three of them in this assignment. 
They are:
“Good in a storm” (An article covering human responses when faced with a crisis situation).
“Error on trial” (An article about human error).
“Piper Alpha: Regime changer” (An article covering the Piper Alpha disaster in the North Sea and the changes to health and safety practices that emerged afterwards).











Literature review of “Crisis response: Good in a storm” - an IOSH Magazine article
This article published by Dr John Leach on Wednesday 18th July 2018 on ioshmagazine.com investigates the various immediate human responses to major accident/hazards or disasters.  When people are faced with sudden emergency situations, they can behave or respond in strange and unexpected ways.  Leach explains several theories surrounding this phenomenon. Two examples of these are: 
1. Loss of initiative – A common initial response to danger is an inability to think or plan. This is demonstrated in the article by referencing the Piper Alpha disaster.  According to (Leach, 2018a) “the death toll was considerably higher than it would have been had crew members taken the initiative to escape”. 

2. Stereotypy – Actions acquired through habit impeding survival responses. This is demonstrated using an example from the Twin Towers attack.  According to (Leach, 2018b) “a woman is reported as having broken away from her group saying that she was returning to fetch her bag - she perished”.

Reports of this strange, life endangering phenomenon are well documented.

According to (Swierupski, 2021) “As my group and I were approaching the exit one of my employees said, “I have to go back; I forgot to turn off the coffee pot.” He went back to the office while the rest of us continued to the exit”.
Leach goes on to explain that the disorders can be attributed to the cognitive architecture of the human brain, which consists of: 
1. The Supervisory System - Provides regulation of behavior, thoughts and emotions, thus enabling plans to be made.
2. Executive attention – Regulation of attentional resources. Blocks distracting information and can focus cognitive resources.
3. Working memory – Manipulates and integrates environmental stimuli with memorized information to produce adaptive behavior.
How can we ensure our responses to a major hazard, that determine our survival, are the right ones? 
According to (Leach, 2018c) “That makes it important to train people for foreseeable emergencies so the response stored in the subcortex is the correct one”. “Having the correct responses in memory through training also increases the feeling of control over the emergency. In turn this decrease the stress response, allowing the supervisory system to maintain control through flexible, goal-directed behaviour”.



















Literature review of “Error on trial” - an IOSH Magazine article
This article published by Bridget Leathley on Tuesday 20th June 2017 on ioshmagazine.com is a very interesting article that reflects upon human behaviours and what impact they have in the workplace. It makes for an interesting debate as there are many different views on this topic from leading industry professionals to academics and scientists. All make convincing cases to support their views on human error. Herbert Heinrich, an industrial safety pioneer from the 1930’s derived from his research that for every accident that causes a major injury there are 29 accidents that cause minor injuries and 300 accidents that cause no injuries. Although this conclusion has been criticised for merely focussing on human behaviours, he did also highlight the importance of controlling hazards. According to (Heinrich, 1969) “No matter how strongly the statistical records emphasize personal faults or how imperatively the need for educational activity is shown, no safety procedure is complete or satisfactory that does not provide for the...correction or elimination of...physical hazards”.
Sidney Dekker is a professor at Griffith University in Brisbane and according to Leathley, B. (2017a) “has tried to persuade organisations to move away from seeing human error as the fault of the individual to a symptom of problems in the organization”.
These two different concepts from Heinrich and Dekker have been developed further by Dr Jim Bennet, Ph.d who created the Loss Prevention System, which I have used during my career at Valero oil refinery.  According to (https://lpscenter.net/, n.d.) “Human and Organizational Performance is a risk-based approach to understand how and why people make mistakes or errors and what you can do about them, either as an organization or as an individual.”
All of the research featured in this article has merit, but one has to remember the very nature of human beings is that we learn from mistakes. All of the progress we see today can be attributed to many mistakes made in the past.
According to (Rasmussen, 1982) “Human variability is an important ingredient in adaptation and learning”. 


Literature review of “Piper Alpha: Regime Changer” - an IOSH Magazine article
This sobering article takes us back to the catastrophic events that occurred on the Piper Alpha oil rig, sited in the North Sea between Scotland and Norway, on the 6th of July 1988. It then explains how the safety regime regarding offshore installations was completely reshaped following the disaster.
In the opening paragraphs the reader gets real sense of scale; not only the vastness of the North Sea and the size of the oil fields, but also of the colossal sums of money that were to be made. According to (IOSH Magazine, 2018a) – “At the height of the UK’s oil boom in the 1980s and 1990s, a licence to drill for oil below the waves in some blocks was the gateway to hundreds of millions of pounds a year in revenue”. 
The incident occurred when a pump that was taken out of service was restarted before it had been fixed. This resulted in a gas cloud forming which ignited just before 22:00 hrs. Unfortunately, the so-called safety systems and emergency procedures on Piper Alpha were simply not adequate, or at the time of calling, were not effective at all.
According to (Beck et al, 1998) “Communications were knocked out, sprinkler deluge systems failed to operate and support vessels could not perform rescue functions adequately. Management both on the platform and on pipeline linked platforms failed to shut down production and continued to feed the fires on Piper. Those responsible for emergency action proved totally unprepared for a major emergency of this sort. Those workers who survived only did so because they ignored the existing safety procedures”.
According to (IOSH Magazine, 2018b) “A gas recovery module was added to the rig in 1980 to capitalise on the gas reserves unlocked by drilling”, however the same level of investment was clearly not made with regards to the safety of the rig or its workers. 
Following the disaster, a public inquiry was opened and more than 100 recommendations issued. Regulations were introduced and operators would be answerable to the Health and Safety Executive (HSE) regarding hazard analysis and minimising risks as well as detailed emergency procedures for offshore installations.
Conclusion
Presentation style:
The articles convey information about human responses to crisis situations, and look at the cognitive processes and behaviours that often contribute to negative outcomes. They do this by using real life examples to highlight the four conditions outlined by Leach in “Good in a storm”. Examples including the Twin Towers terrorist attack and the Piper Alpha disaster are hard hitting, and they certainly draw attention to how strange the human response can be in the face of danger. The use of real-life examples is a common thread through all three articles, and this adds credibility to the arguments made. Error on trial is a slightly more analytical article which debates the topic of human behaviours. It does this by presenting different theories from several sources such as academics and industry experts in a contrasting way, which allows the reader to make up their own mind on the subject after reviewing all of the information.
Target audience:
The articles would be especially appreciated by health and safety professionals, or people that work in the emergency services as they highlight how the brain can create the ill-conceived responses that often lead to tragedy in a crisis. I believe a brief understanding of the cognitive functions and behavioural patterns covered in the article could benefit these professionals in their day to day lives. The articles would also appeal to people interested in psychology and emergency preparedness. 
Commonality:
Human behaviour and loss (be it loss of life or an injury, or damage to a piece of equipment/property) are common threads running through each of the articles. The content of the articles, the real-life examples, and the statistical data used to produce theoretical models, all lead us to believe that human behaviours are directly responsible for the majority of all losses.
Questions and answers:
Some of the articles raise questions around the subject matter, and some answers are provided. There were so many questions to be answered in the Piper Alpha disaster that a public inquiry was launched, led by Lord William Cullen, and we learn about some of those answers/recommendations in the article. In “Good in a storm” Leach went onto explain that training can help overcome the disorders mentioned thus allowing us to remain in control.
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