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Element 1
Introduction
This assignment will contain literature reviews on three articles from IOSH magazine. These articles will be analysed, evaluated and compared to know what similarities they share, who they are aimed towards, how they present themselves and do they provide a satisfactory answer to the asked questions. The final section of the review will involve all the articles being synthesised. 
Good in a storm
The central principle of Good in a storm is to inform the reader on the different reactions that people have to life threatening situation and the actions that they take. This article does this by conveying how actions are affected by thought/action preservation, abnormal behaviours, cognitive processes and loss of initiative that all lead to the outcome. The article mentions that “an estimated 70% of Israeli civilian hospital admissions were a direct result of behaviour ill-matched to the incident”. This reinforces the idea that humans may not act appropriately when put in life-or-death situations but revert to their ‘fight or flight’ instincts in their state of panic. This is further backed up when the article mentions how “passengers stopping to retrieve their carry-on baggage from the overhead bins -- despite instructions not to do so”. This strengthens the idea that in emergencies people may forget information given to them or purposely ignore and instead act on their own incitive. 
Good of a storm is targeted towards people whose careers are linked to the outcome of the behaviour of humans when placed in dangerous situations or those who want to obtain a better understanding in the way that people react and the actions they take when in danger, such as, paramedics, firefighters, police, physiatrists, those involved in health and safety and those studying/pursuing a carrier in the previously mentioned jobs. 
The purpose of this article is to be informative and explain how people act in life threatening situations by providing explanations for their reasoning and real-world examples to help reinforce the idea of the article. A real-world example that is given is the sinking of the MV Estonia where the article mentions “One survivor of the ferry MV Estonia that sank off Finland in 1994 with the loss of 852 lives, said: "I didn't think. Shock is so disorienting it doesn't allow us to think clearly." Along with being informative the article is also educational as it helps the reader understand how certain people overcome these issues by doing training such as “Helicopter underwater escape training” which allows people to “initiate an escape response rapidly”.
Good in a storm successfully informs and educates on the different behaviours of people when put in dangerous situations and how this is down to factors such as cognitive processes, are thought/action preservation or a loss of initiative. However, Good in a storm does not provide practical guidance that the reader could follow should the someday find themselves is an emergency. Nevertheless, it does highlight the significance that receiving training can assist in improving the way that people react to life threatening situations. The first limitation with the article is that does not directly inform the reader on how to improve their behaviour for emergency responses. The second is that it does not always include the source of where the information came from.
To conclude the article, good in a storm successfully informs its intended audiences on the different human behaviours in emergencies and the possible reasons for them. The information is provided it a way that is both educational and informative. However, it does not give direct guidance on how to improve situational behaviour. 
Error on Trial
Error on Trial analyses the different definitions and categorisations of human error such as when the article mentions "James Reason adopted these performance categories to define skill-based slips, skill-based lapses, rule-based mistakes, and knowledge-based mistakes". This is like the previous articles since it to discusses the different perspectives that people have on what human error is and how it should be defined. Another common thread that runs across all articles is the idea that human error is the consequence of complicated interactions, management or design of a system and not the lone fault of an individual. This can be seen when the article mentions "A generic term to encompass all those occasions in which a planned sequence of mental or physical activities fails to achieve its intended outcome...".
The key message of Error on Trial seems to be to try and coney to the reader on how the idea of human error is not all black and white as there are many other factors that can result in mistakes occurring not just an individual. It also conveys how human “variability” and our ability to “think of better way of doing things” and “inconsistency or variability” is what allows us to make progress.
Error on Trial’s target demographic are people who seek an understanding on how much of an impact human error has on accident rates in the workplace such as those who work in health and safety and whose job it is monitor and understand workplace incidents.  
The primary way Error on Trial presents itself is analytical as throughout the article the author analyses the different thoughts that multiple people have on how to categories human error, this is seen in the quote: “Perhaps errors are not a problem to be solved, but an innate attribute of human performance that is essential to learning and development”. This also leads one to believe that the article presents itself as persuasive as well. It is also informative as it conveys to the reader the role that human variability plays in progress and safety. 
Even though the article does not give the reader definite answers it does make them aware on how complex human error is and how there is definitive definition. Along with this the article gives different views on the subject. The example provided by the article is Safety II which talks about the importance of human variability. The article notices that absolutely prohibiting errors is not practical, instead focus should be aimed at learning from both the positive and negative outcomes of situations where error has occurred. 
In summary the article successfully analyses the different perspectives that were brought up and gets its point across to its target audience in an informative and analytical manner on the complexity of how to categorise human error along with providing the reader with different perspectives that are thoroughly analysed. 
Piper Alpha: Regime Changer
The purpose of this article is to coney to its audience the impact that the disaster had on offshore safety regulations. Like previous articles it discusses the consequences of a significant disaster, with the disaster in this article being the Piper Alpha explosion. The article mentions the events that lead to the disaster to inform the reader on the faults of procedures that likely caused the disaster to unfold, an example of this is when the article mentions how “It is likely that condensate gas leaked from the point where the valve had been removed and just before 22.00 hrs, seconds after multiple gas pressure alarms sounded in the control room, it ignited”. Another common thread that is shared among articles is the mention of the changes to safety that were made as result of the disaster. One of these safety changes now “require operators to submit a safety case dossier detailing the hazards and risks for each installation and the safety management system they will use to bring them as low as is reasonably practicable, plus arrangements for emergency evacuation and rescue”. This change was likely made as “of the 226 people on the rig only 61 were rescued”.
This article is targeted towards those who are employed by the gas and oil industry, those whose jobs concern health and safety, similarly to previous articles and students who are looking to peruse these fields.
It seems that the primary purpose of this article is to be informative as it informs the reader on the events that occurred on that day, such an example is when the article mentions that “the rig was in the middle of long-running maintenance and upgrade work”. It mentions how these events resulted in the explosion, its consequences and any ongoing safety concerns.
Most questions that where raised are satisfactory resolved within the article as it talks about how fatality rates have lowered due to the various improvements made to offshore safety regulations/procedures since the disaster. However, the mentions ongoing concerns with safety such as how “the use of operational risk assessments to manage degraded safety critical elements is also "often not well controlled" which suggest that there are still issues that remain unresolved.
In conclusion, the article aims to inform individuals on the disaster that occurred on the Piper Alpha oilfield and the impact that it had on offshore safety regulations and procedures. It also educates on the how vital safety is in dangerous work environments such as Piper Alpha.
Synthesisation 
The articles give some sort of explanation on how a major incident occurred and their consequences to highlight ideas and points that the article tries to convey to their readers, ideas/points that are shared amongst the articles. A way that all three of the articles do this is by calling attention to how the disaster that is mentioned in the article may have been the result of flawed safety procedures, the need for consistent improvement that safety measures should undergo, the ways in which human error is defined and perceived, the exploration on the idea that error is commonly a consequence of complex system interactions, management and design, not just primarily the fault of an individual, finally, all three of the articles share a focal point on how the likelihood/severity of incidents can be reduced or even prevented if errors were studied and placed into classes.
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