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Introduction

The Governor You Never Elected





The letter arrived on a Tuesday.

There was nothing unusual about it — plain envelope, government frank, the kind of correspondence that sits on the kitchen table for a day because you already know, from the weight of it and the return address, that it will not contain good news. Jenny opened it standing up, which is how you open letters you expect to discard quickly. She did not discard it quickly.

The letter informed her that she owed money. A specific amount, precisely calculated, for a specific period of time — years ago, when she had been working a series of cash-in-hand jobs while receiving welfare payments, and when, according to the records now in front of her, her income and her payments had failed to align in the way the relevant legislation required. There was a reference number. There was a deadline: twenty-eight days. There was an address to which she could write if she wished to dispute the debt.

There was no telephone number.

This was not an oversight. The system that had generated Jenny's letter had been designed, in part, precisely to avoid the friction of human contact. A person on the telephone might ask questions. A person on the telephone might exercise discretion. A person on the telephone might notice that the income figure cited in the letter bore no relation to what Jenny had actually earned, because the system had not measured what she earned — it had divided her annual tax record by twenty-six to produce an estimated fortnightly income, then compared that estimate to her reported welfare payments, and found a discrepancy. The mathematics were impeccable. The premise was false. The debt was not real.

Jenny did not know this. She knew only that she had a letter from the government, a reference number, a debt figure, and twenty-eight days to prove she did not owe it.

The problem was that the evidence she needed no longer existed in a form she could access. Her employer during the relevant period had paid her in cash, without payslips. He was not being evasive — this was simply how small informal employment worked in the sector and the region. There were no records to produce because records had never been made. The system that had raised the debt had all the data it needed. Jenny had none.

She wrote the letter. She explained the circumstances. She waited.

What happened next — the response, or the absence of it, the follow-up letters, the debt collectors, the accumulating weight of a claim she could neither pay nor disprove — is documented in the transcripts of a Royal Commission that sat in Australia two years ago and produced a nine-hundred-page report on what it called "a crude and cruel mechanism" that was, from its first day of operation, neither fair nor legal. Jenny's story is in those transcripts. So is the story of her daughter.

• • •

We will return to Jenny. We will return to her several times in this book, because her story contains, in concentrated form, almost everything that is wrong with the way democracies currently govern automated systems. But before we do, it is worth establishing one thing clearly.

This book was not written from the outside. Before writing about systems that operate without oversight, I spent two decades working in environments where the absence of oversight got people killed. As an Australian Federal Police agent, I ran operations in which the margin between a system working and a system failing was measured in the lives of informants and the freedom of defendants. As a diplomat and intelligence officer posted across Beijing, Baghdad, Bangkok, and Brussels, I watched institutions make consequential decisions about individuals using information those individuals could not see, contest, or correct. I know what it looks like when a system has no Reversal Loop. I have sat across a table from the person who found out too late.

That experience shapes what I see in the cases this book describes. What I see is not primarily a technology problem. It is a control problem — the same control problem that has existed wherever human institutions have wielded power over individuals without adequate mechanisms for accountability. The technology is new. The structural failure is not.

• • •

Jenny was not the victim of a rogue algorithm. She was not the victim of a technology gone wrong, or a contractor behaving badly, or a politician making a decision they knew to be cruel. She was the victim of an architecture. Specifically, she was the victim of a system that had been built without the component that would have allowed it to be stopped — or even slowed — once the evidence of harm became visible.

That component has a name. We will give it that name in Chapter Six. For now, it is enough to know that it was missing, and that its absence was not an accident.

Jenny's letter was one of 526,000.

They were sent, between 2016 and 2019, by the Australian government's welfare compliance programme, later known by the name the press gave it: Robodebt. The programme automated a process that had previously required a human officer to review each case, match each claimed income against each reported income, and make a judgement. The automation removed the human. It also removed the judgement. What it could not remove — what no automation can remove, though many have tried — was the messiness of actual human lives: the cash-in-hand jobs, the variable hours, the income that arrived in lumps rather than fortnights, the records that were never made because the law had never required them.

The system found discrepancies. It raised debts. It sent letters. It did this at a rate that no human department could have matched: in the first year of operation, the programme issued as many compliance interventions in a single week as the department had previously managed in a year. This was understood to be a success. It was recorded as a success in the government's annual report, which cited processing speed approvingly and mentioned the volume of feedback contacts — a third of which, it noted, related to "dissatisfaction with a decision, outcome or payment" — in the same sentence, without visible discomfort.

The Royal Commission, which heard evidence for six months and received over a thousand submissions, described what followed as "a shameful chapter in Australia's history." It found that senior officials had known the income-averaging methodology was unlawful before it was deployed. It found that legal advice to this effect had been obtained and not shared with ministers. It found that complaints — from welfare recipients, from legal advocates, from journalists, from the opposition — had been dismissed, denied, and in some cases actively countered by the release of personal information about complainants to the press. It found that the programme had run for four years after its central methodology had been ruled unlawful in a court of law, because the government had appealed the ruling and continued operating while the appeal was pending.

It found, too — in a chapter that reads quietly and lands hard — that the programme had killed people.

Not metaphorically. Not through the diffuse, statistically-likely connection between poverty and poor health outcomes. The Commission was told about specific individuals who had received Robodebt notices and had died by suicide. Two mothers gave testimony about their sons. The Commission stated, carefully, that it was confident these were not the only such deaths.

This is not a book about Australia. Australia is simply the country that held the inquiry — the jurisdiction that, to its considerable credit, established a Royal Commission with sufficient powers to uncover what had actually happened, and sufficient courage to publish the result. The United Kingdom's Universal Credit system, whose flawed algorithm systematically miscalculated payments for people receiving irregular wages — reducing some by hundreds of pounds a month through a design error that a court eventually ordered corrected — never generated a Royal Commission. The Michigan unemployment system, which made approximately 40,000 false fraud accusations between 2013 and 2015 and levied fines of up to four times the alleged amount without a single human review, generated lawsuits rather than inquiries. The Netherlands welfare fraud detection system was halted by a court; the Dutch childcare benefit algorithm that wrongly accused more than twenty thousand families of fraud generated a political crisis that brought down a government, briefly, before largely being forgotten.

The pattern is not Australian. The pattern is democratic.

• • •

This book is about a structural failure in the way that democracies govern themselves.

Not a failure of values — democratic societies broadly share the values that should govern automated systems: fairness, accountability, the right to contest a decision made about you. Not a failure of law — most jurisdictions already have, on the statute books, the legal principles that automated governance should respect. Not, even, a failure of technology — the systems themselves are, in the main, doing what they were built to do.

The failure is architectural. We have built systems that make consequential decisions about people's lives — their benefits, their bail conditions, their credit scores, their visa applications, their place on a waiting list, their risk score — without building the mechanisms that would allow those systems to be seen, contested, corrected, and stopped. We have, in the language of engineering, deployed infrastructure without closing the control loops.

There are five of them. Five specific mechanisms, each with a name and a function, each with a documented history in other domains where democracies have successfully built them, each absent — partially or entirely — from almost every major automated governance system currently operating.

This book names them. It shows, through cases where the missing mechanisms are not hypothetical but historical, what happens when each one is absent. And it argues — without, I hope, excessive optimism — that the loops can be closed; that closing them is not a technical challenge but a political one; and that the politics, while difficult, are not unprecedented.

What this book is not: a warning about artificial intelligence. The systems at the heart of these cases are not, in the main, what anyone means when they invoke the spectre of AI — they are not large language models or image generators or the kind of thing that produces essays and paintings and existential anxiety. They are, mostly, older and less glamorous than that: data-matching algorithms, scoring systems, decision trees implemented at scale. The governance problem they represent is not new and it will not be solved by the next generation of AI legislation, most of which is focused on different and in some ways less immediate risks.

The governance problem is this: we have given consequential power to systems that move faster than our ability to watch them, contest them, or stop them. That is not a prediction. It has already happened. The question is what we intend to do about it.

The answer, it turns out, is not complicated. It is, in several important respects, already known. The architecture exists. The components have been built, in other contexts, by the same democracies that have failed to build them here.

The chapters that follow explain why we have not built them. And, chapter by chapter — one loop at a time — how we can.

• • •

The book moves in three directions. First, into the gap itself: how it opened, why existing oversight has not closed it, and what it looks like from inside three specific democratic failures. Then into the missing architecture: five mechanisms, each given a name, each traced through the case where its absence was most costly. Then forward: what closing those loops would actually take, and why it is not, in the end, a technical question.

The case studies are real. The people are real. The Royal Commission transcripts are public. Jenny is real, and the letter is real, and the debt is real, and what it cost her is documented in nine hundred pages of findings that a democratic government commissioned, published, and has so far largely declined to act upon.

We begin where Jenny began: with the question of why the system could not be stopped.

• • •

PART ONE: THE CONTROL GAP



This Is Not Only Australia

Jenny’s letter came from Australia. The Palantir contract was in Louisiana. The childcare benefit demands were in the Netherlands. The visa algorithm was in Whitehall. The LinkedIn verification badge is everywhere.

This book is not about Australian governance failure, or American surveillance overreach, or Dutch bureaucratic excess. It is about a structural condition that exists wherever automated systems have acquired governing power without the democratic architecture required to restrain them. That condition exists in the United Kingdom. It exists in the country where this sentence is most likely being read.

The Home Office has used algorithms in immigration decisions. The Department for Work and Pensions has used automated fraud detection in the benefits system. The police forces of England and Wales have piloted predictive policing tools. NHS trusts have deployed AI diagnostic systems under real-world evidence frameworks that evaluate accuracy during deployment rather than before it. Local authorities have used automated systems to allocate social care, score housing applications, and triage child protection referrals. Almost none of this is subject to the governance architecture this book describes. Almost none of it requires pre-deployment evidence of accuracy. Almost none of it provides a named Halt Authority. Almost none of it specifies, in a written authorisation instrument, what the system is prohibited from doing.

The Royal Commission was Australian because Australia commissioned it. The inquiry that will eventually document the equivalent failures in the United Kingdom has not yet been commissioned. This book is, in part, an argument that it should not need to be.

• • •

Before the Commission: A British Version

Mark had lived in the same flat in Salford for eleven years. He worked part-time as a hospital porter — the kind of work that keeps a health service running and that the health service has historically underpaid — and received Housing Benefit to cover the gap between his wage and his rent. The benefit was administered by Salford City Council using software supplied by a company called Capita. The software calculated his entitlement automatically, drawing on data from his employer, from HMRC, and from the Department for Work and Pensions.

In 2019, the Capita system recorded a change in his employment status. The change was a data error: a discrepancy between how his part-time hours were recorded by his employer and how they were interpreted by the system’s matching algorithm. The system calculated that his income had increased. His Housing Benefit was reduced. His rent did not decrease. The gap between them — £47 a week — was not a sum he could absorb.

He received a letter. The letter told him his benefit had been recalculated and gave him a new weekly amount. It gave him a reference number and an address to write to if he wanted to query the decision. It did not tell him what data the recalculation was based on, or how the calculation had been performed, or what specific change in his circumstances had triggered the reduction. It did not give him the name of a person who had reviewed his case. No person had reviewed his case.

He wrote to the address. He explained that his employment had not changed. He provided a letter from his employer confirming his hours. He waited. Six weeks later, he received a letter acknowledging his query. Eight weeks after that, he received a letter telling him the decision had been reviewed and confirmed. The letter did not explain what the review had found, or what data it had used, or why the employer letter he had provided had not resolved the discrepancy. It gave him the address of an independent tribunal if he wished to appeal.

He could not afford the time a tribunal appeal would require. He arranged to borrow £200 from his sister to cover the shortfall while he worked out what to do. He eventually contacted a welfare rights worker at a local Citizens Advice bureau. The welfare rights worker identified the data error within two phone calls. The error was corrected. His benefit was reinstated, and he received a backdated payment.

The process took four months. The total underpayment was £752. He did not receive any compensation for the four months of financial strain, the borrowed money, or the time the welfare rights worker spent correcting an error that the system had made, that the system’s internal review process had confirmed, and that the system itself had no mechanism to detect.

There is no Royal Commission into Mark’s case. There will not be one. His case was not exceptional. The Capita Housing Benefit system processed approximately 1.2 million claims in 2019. The error rate for automated recalculations was not published. No independent body had access to it. The number of people who, like Mark, received a wrong decision, wrote in, received confirmation of the wrong decision, and then either absorbed the loss or found their way to a welfare rights worker — that number is not known. The Control Gap is not always a Royal Commission. Sometimes it is just a letter, and a wrong number, and a queue at Citizens Advice.

• • •

Jenny is Australian. Mark is British. The pattern is neither.

The pattern is this: a government or a platform decides that a consequential function — assessing welfare eligibility, calculating benefit entitlements, triaging visa applications, scoring children for risk — can be automated. The automation makes the function faster and cheaper. It also makes it invisible: the person affected receives a letter or a number or a decision, without any indication of how it was reached, who authorised it, or what data produced it. When the decision is wrong — and at scale, some decisions will always be wrong — the person affected has no practical mechanism to stop the consequences while the error is identified. The error is identified, if it is identified at all, by the person bearing its costs. The correction arrives, if it arrives, after the damage is done.

This pattern has a name. This book is about why it has persisted, in the same structural form, across every democratic jurisdiction that has deployed automated systems at scale. It is about the five specific mechanisms whose absence makes the pattern possible — and about the evidence that democracies already know how to build them, because they have built equivalent mechanisms for every other technology that posed comparable risks at comparable scale.

The letter does not have to arrive with no phone number. The debt does not have to proceed while the challenge is assessed. The algorithm does not have to run without a written authorisation that specifies what it is prohibited from doing. The system does not have to be invisible to the oversight body that is supposed to govern it.

None of this is complicated. What has been missing is not the solution. It is the decision to build it.

• • •

There is a question this book is sometimes asked before it is read, by people who have heard its argument summarised: is this not inevitable? Is it not simply the case that technology always outpaces governance, that democracies always catch up eventually, and that the harm in the interim is the price of progress?

The question deserves a direct answer. No. The harm is not the price of progress. It is the price of the specific decision not to build the governance architecture before deploying the systems. Every domain this book examines — railways, pharmaceuticals, nuclear power, aviation — shows a democracy that, having identified a technology posing risks at a scale existing governance could not handle, built new institutional architecture to close the gap. The harm in each case was concentrated in the period before the architecture was built. Once built, the architecture worked. The railways became safer. The drugs that entered the market were evaluated before they were given to pregnant women. The nuclear plants were inspected by people with the authority to close them. The aircraft were certified before they carried passengers.

The governance of automated systems has not yet reached the point at which any of those equivalents has been built. It has reached the point at which the equivalents are visible, nameable, and available. The argument of this book is not that the gap will eventually close. It is that the gap can close now, with legislation that exists in draft form in the recommendations of three Select Committees, two Ombudsman reviews, and a Royal Commission report. The question is not whether the architecture can be built. It is whether the political will to build it will arrive before the next inquiry sits to document what happened while we were deciding.






CHAPTER ONE

Faster Than the Law





On the 7th of August, 1840, a mixed passenger and goods train was travelling from Leeds to Hull on the Hull and Selby Railway when a large cast-iron casting fell from a wagon near Howden in the East Riding of Yorkshire, derailing the carriages and killing four people. The Howden accident was not the first railway disaster in Britain — there had been fatalities at Rainhill, at Bromsgrove, at Sonning — and it was not the last. But it contributed to something more durable than its own tragedy: it contributed to an argument.

The argument, conducted in Parliament over the following two years, was about whether the railway companies — private entities operating on private capital, providing a public service and doing so at speeds that no previous form of transport had approached — should be required to submit to government inspection. The companies were opposed, as companies generally are to inspection. Their engineers were opposed, as engineers generally are to the suggestion that something might go wrong. Several members of Parliament were also opposed, on the grounds that inspection would constitute an unacceptable interference with commerce.

The Railways Regulation Act was passed in 1840. It established a Railway Inspectorate — a body of officers, mostly drawn from the military engineers, whose job was to examine new lines before they opened and to investigate accidents when they occurred. The inspectors had no power to prohibit a company from opening a line they had found dangerous. They had no power to compel a company to act on their recommendations. What they had was a public report, which the press would print, and a House of Commons that would read it.

It took a further eight years, another act, and a number of additional disasters to give the Inspectorate real teeth — the power to delay the opening of lines found to be unsafe. It took forty-nine years from the Howden accident before a Board of Trade officer could compel a company to fit continuous automatic brakes, the device that, more than any other, reduced the rate of railway fatalities to something approaching the tolerable.

Forty-nine years. Multiple pieces of legislation. A Board of Trade, a Railway Inspectorate, a succession of official inquiries, the persistent advocacy of engineers who understood the technology and the equally persistent resistance of shareholders who preferred the technology as it was. By the standards of nineteenth-century governance, this was not slow. Railways were new, fast, dangerous, and commercially powerful. Governing them required democracies to invent, largely from scratch, the institutional architecture of technological oversight: inspection, investigation, minimum standards, compulsory improvement.

They managed it. It took a generation.

We do not, in general, have a generation.

• • •

Jenny's letter was sent on a Tuesday in 2017. In the four months between the programme's activation and the end of that first year, the system had already sent more debt notices than the entire human compliance workforce managed in a year. Jenny did not know this. She thought she had received a letter. She had received a consequence of scale.

On the 1st of July, 2016, Australia's Department of Human Services activated the Online Compliance Intervention programme. Between that date and the end of September, the programme had sent debt notices to approximately 20,000 people. By the end of the year, the number was over 169,000. By mid-2017, it was running at approximately 20,000 notices per week.

To appreciate the speed of this: the department's previous compliance programme, operated by human caseworkers, had managed roughly 20,000 cases per year. The automated system matched that in a week. In terms of the volume of consequential decisions being made about individual citizens, the Robodebt system in its first year represented a fifty-fold acceleration of the relevant government function.

There was no new legislation enabling this acceleration. There was no parliamentary debate about the decision to remove human review from a process that could result in individuals being pursued for debts of tens of thousands of dollars. There was no independent assessment of the accuracy of the methodology before deployment, no published error rate, no threshold at which the programme would be paused if complaints exceeded a certain level. There was a budget estimate, approved by Cabinet, which projected that the programme would recover approximately $1.7 billion in overpaid welfare over four years.

It recovered $746 million — then had to give it back, plus interest, because the Supreme Court found the methodology unlawful.

The Railways Regulation Act passed within months of the Howden accident, in the same year. The Robodebt programme ran for four years after its first legal challenge established that its central methodology was indefensible. The difference between these two timelines is not explained by any change in democratic values, or any weakening of institutional capacity, or any particular moral deficiency among the officials involved. It is explained by something more mundane and more troubling: the automated system outran the mechanisms we had built to watch it.

• • •

The rhythm of democratic governance is, by design, slow.

This is not a bug. It is the point. Democratic governance is slow because speed — the ability to make consequential decisions quickly and without contestation — is itself a form of power, and power exercised quickly and without contestation is power exercised without accountability. The mechanisms we have built to slow government down are also the mechanisms we have built to make government trustworthy: consultation, deliberation, parliamentary scrutiny, judicial review, the right to appeal, the requirement to give reasons. These are not bureaucratic inconveniences. They are the machinery of legitimacy.

A government minister who wishes to change the rules for calculating welfare entitlements must, in most democracies, bring a legislative amendment before the relevant committee, survive scrutiny, allow time for public comment, navigate a chamber or two, and wait for the law to take effect on a specified date. If the minister gets it wrong — if the calculation turns out to be unlawful, or unfair, or simply mistaken — there is a chain of mechanisms designed to catch and correct the error: the ombudsman, the administrative tribunal, the court, ultimately the parliament itself.

This chain of mechanisms runs at parliamentary speed. Which is to say, it runs at human speed. A minister can read a submission. A committee can take evidence. A court can hear argument. Each step takes the time it takes — weeks, months, sometimes years. Each step involves human beings applying human judgement to a human problem.

An automated system can make twenty thousand decisions in the time it takes a minister to read a briefing note. By the time the first complaint reaches the first tribunal, the system has made decisions about another twenty thousand people. By the time the tribunal issues its finding, the number is another twenty thousand on top of that. By the time the government responds to the finding, prepares a policy, takes it through the necessary processes, and implements a change — by which time, if we are lucky, perhaps eighteen months have passed — the system has made decisions about another million.

The mechanisms we built to keep government accountable were built for a world where government moved at human speed. In that world, the worst-case scenario for a flawed policy was a sustained period of harm while the correction worked its way through the system. That was bad enough. But it was bounded: the harm was limited by the rate at which humans could implement it.

Automation removed the bound. The harm is now limited only by the rate at which the system can process cases. And the system, in almost every case, can process cases faster than any oversight mechanism we have built can keep up.

This is the Control Gap. It is not a metaphor. It is a measurable structural reality — the distance, in time and in the number of decisions made, between a system's first error and the moment at which any oversight body can respond to it. In the Robodebt case, that gap was approximately four years and 526,000 decisions. In the Michigan unemployment system, it was approximately two years and 40,000 decisions. In the Facebook content moderation case, which we will examine in detail later, it was measured not in individual decisions but in elections.

In the United Kingdom, the Universal Credit system — the largest single change to the British welfare architecture in a generation — began its rollout in 2013. By 2019, the National Audit Office had identified that one in five claimants was not receiving their correct payment in the first month. The system was processing roughly 5.5 million claims. One in five: 1.1 million people, in any given month, receiving a wrong amount. The error rate was not a secret. It appeared in the NAO report. The DWP noted it. The rollout continued.

This is the Control Gap in its British form. Not a dramatic scandal with a name and a Royal Commission. A documented error rate, inside a system too large and too administratively embedded to pause, producing harm at a scale that no individual complaint mechanism could surface. The claimant who received a wrong payment had a number to call. The number had a wait time. Most people did not wait. The system moved on.

• • •

The Control Gap is not unique to any one country or any one system. It is a structural feature of the current relationship between automated deployment and democratic oversight. And it will not close on its own.

• • •

To understand why, it helps to understand what democratic governance has previously done when it encountered a technology that moved faster than its oversight mechanisms.

The railway is the cleanest historical parallel, because railways were the first technology to create something like the modern Control Gap — a system making consequential decisions (about where to go, how fast to travel, what risk to accept) at a speed and scale that outpaced the ability of existing institutions to monitor or correct it. The response, as we have seen, was to build new institutions: inspectors, inquiries, minimum standards, mandatory reporting. This is the pattern that democratic societies have repeatedly followed when confronted with a technology that requires governance it does not yet have.

Pharmaceuticals: the Thalidomide disaster of the late 1950s, in which a sedative prescribed to pregnant women caused severe birth defects in thousands of children across Europe and Australia, produced the modern drug approval regime — the requirement for pre-market testing, for demonstrated safety, for regulatory approval before a drug can be sold. The United States was partially spared because an FDA officer named Frances Kelsey refused to approve Thalidomide for the American market on the grounds that the safety evidence was insufficient. She was not thanked for this at the time. She was thanked for it retrospectively, when the European catastrophe became clear.

Nuclear power: the governance architecture built around civil nuclear energy is among the most elaborate ever constructed — inspection regimes, international treaties, mandatory safety cases, decommissioning requirements, liability frameworks. It is imperfect and in some respects captured by the industry it regulates. But it exists, it has genuine teeth, and it was built, in most jurisdictions, before rather than after the worst-case scenario.

Aviation: perhaps the most successful example of what we might call proactive loop-closing. The International Civil Aviation Organization, established in 1944, created a framework of mandatory standards, incident reporting, and investigation that has made commercial aviation statistically the safest form of long-distance travel ever devised. The crucial feature of aviation governance is that it investigates near-misses, not just crashes — the system is designed to learn from failures before they become catastrophes. Every unexplained incident, every close call, every malfunction that did not result in harm goes into a reporting system that feeds back into training, maintenance, and design standards.

In each of these cases — railways, pharmaceuticals, nuclear, aviation — democratic societies identified a technology that posed risks at a scale and speed that existing governance could not handle, and built new institutional architecture to close the gap. This architecture did not emerge spontaneously. It was built, mostly, after disasters that made the cost of not building it politically intolerable. Thalidomide built the FDA's modern approval process. The specific railway accidents of the 1840s and 1850s built the inspectorate. Three Mile Island built the Nuclear Regulatory Commission's post-accident framework. The consequences of not governing these technologies were visible, immediate, and — eventually — unacceptable.

This is the historical pattern. And it is, in outline, encouraging: democracies have done this before. They have identified the gap between technological capability and governance architecture, and they have built the architecture needed to close it.

The question is why they have not done so for automated decision-making, which is now a decade or more into large-scale deployment across domains of the most fundamental democratic importance — welfare, policing, justice, credit, healthcare, elections — without anything like the governance architecture that any of these historical precedents would demand.

The answer is not that the technology is too new. Algorithmic welfare systems have been operating in the United States since the 1990s. Risk assessment tools have been used in criminal justice for nearly as long. The Netherlands deployed its SyRI welfare fraud detection system, which a court eventually found violated human rights, in 2012. New Orleans began its secret predictive policing programme the same year. Australia launched Robodebt in 2016. Facebook's algorithmic content ranking, which by the time of Frances Haugen's testimony had been shaping the information environment of nearly three billion people, dates in its current form to 2018. None of this is new.

The answer is not that the technology is too complex to regulate. Drug molecules are complex. Nuclear physics is complex. The engineering of aircraft is complex. We have built regulatory architecture for all of them, without requiring that regulators have a PhD in the relevant discipline.

The answer is something more interesting, and more troubling. The answer is that we have been consistently, systematically, and in some cases deliberately mistaken about what governing automated systems actually requires.

• • •

The mistake takes a specific form, and it is worth naming precisely, because it recurs in almost every jurisdiction that has attempted to address the governance problem to date.

The mistake is to treat the governance of automated systems as primarily a question of values.

When a government or a legislature looks at an automated decision-making system and asks whether it should be trusted, the question it tends to ask is: are the values embedded in this system the right ones? Is it fair? Non-discriminatory? Has the organisation that built it signed an ethics framework?

These are not the wrong questions. They are important questions. But they are the wrong primary questions, because they locate the problem of governance in the design of the system rather than in the architecture of oversight. They assume that if you can make the system fair, you have solved the governance problem.

You have not. You have, at best, made a better-designed system that is still operating without the mechanisms needed to verify that it is performing as designed, to detect when it has drifted from its design, to contest its decisions, to halt it when the evidence of harm becomes clear.

A perfectly fair system with no oversight mechanisms is, from a governance perspective, only marginally less dangerous than an unfair system with no oversight mechanisms. The harm profile is different. The structural problem is the same.

The practical consequence is that most jurisdictions that have seriously attempted to govern automated systems have built ethics frameworks, impact assessments, transparency requirements, and bias audits — and have not built the mechanisms that would make any of those instruments meaningful. They have written down what the system should do, and created no architecture to verify whether it is doing it. When a pharmaceutical company seeks drug approval, it does not submit an ethics statement. It submits clinical trial data, independently evaluated. The governance of automated systems has not yet reached that standard in any jurisdiction.

The statement of intent is not the mechanism of verification. One without the other is not governance. It is aspiration with a letterhead.

Democratic societies have known this. They knew it when they built the railway inspectorate. They knew it when Frances Kelsey asked for evidence before she approved a drug. They knew it when they created the Nuclear Regulatory Commission. The insight is not novel. The application to automated systems — which have been operating at scale, in the most consequential domains of public life, for more than a decade — has simply, consistently, not been made.

• • •

There is a second mistake, related to the first, that helps explain why the application has not been made.

The second mistake is to treat automated
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