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With love and rage in memory of ERIC JAMES NG (1984–2006)






Tell yourself it was an accident

Isolated incident, part of the job

Yeah, well, tell that to the families

Kids without daddies

Tell it to God

—Steve Earle Coal Country








Introduction Not an Accident


This is a book about how we die in the United States. In particular, it is about the significant subset of those deaths we ignore—the accidents. More people die by accident today than at any time in American history. The accidental death toll in the United States is now over 173,000 people a year, or the equivalent of more than one fully loaded Boeing 747-400 falling out of the sky, killing everyone onboard, every day. Americans die by accident more than by stroke, Alzheimer’s disease, diabetes, pneumonia, kidney failure, suicide, septicemia, liver disease, hypertension, Parkinson’s disease, or terrorism. Yet despite the death toll, there is no fun run for accidental death research or public memorial for the accidental dead. What we call accidents—the traffic crashes, the house fires, the falls and drownings—rarely register as a point of public concern. Why are accidents so common? Why are accidents killing us more than ever? Why don’t we talk about it? And what can we do to stem the rising tide of death and life-altering injury? This book seeks answers to those questions.

We can start with that 747. One of the many reasons accidents fail to register as a cost to society is that they rarely involve a fully loaded 747. Most of the time, when we die by accident, we die in ones and twos. These deaths do not make the nightly news. Rather, accidents are quick and lonely deaths, not reported beyond the police blotter, if at all. To die by accident is to fall down, or get run down, to drink the wrong thing or stand in the wrong place. More than a synonym for a traffic crash or a surprise pregnancy, “accident” is a euphemism for “nothing to see here.”

One person dies by accident every three minutes or so in the United States, the deaths appearing unrelated and not particularly worthy of note. But if we take a closer look at who dies by accident in America, we must take note. Black people die in accidental fires at more than twice the rate of white people. Indigenous people are nearly three times as likely as white people to be accidentally killed by a driver while crossing the street. People in West Virginia die by accident at twice the rate of people over the state line in Virginia, and across the board, the states with the highest rates of accidental death are also the poorest. This book is about that, too—why some people die by accident and others do not.



Let’s start with the simplest question: What is an accident? We can define it by what it’s not: not a disease like cancer, not an act of God like the weather, not an act of intention like murder. But while true, this answer is too simple to encompass the complex phenomena of accidents. “Accident” can be an excuse, an explanation, a mea culpa, or a crime. An accident can generate a legal or emotional response or none at all. If you make a mistake and want forgiveness, you can say: It was an accident. But also, if you wish to forgive someone for a mistake they made, you can tell them: It was an accident. An accident could mean someone wet the bed, or cheated on their spouse, or got knocked up. It is a checkbox on a death certificate and also what happened when BP blew up a deep-water drilling platform and dumped more than 134 million gallons of crude oil into the Gulf of Mexico. The Bulletin of the Atomic Scientists has set their doomsday clock at 100 seconds to midnight—one reason is global warming; another is the risk of an accidental nuclear launch. And my best friend died by accident, at least according to the guy who killed him.

That is how I came to write this book.

When I was sixteen, I fell in love with a young man named Eric Ng. He was intense and kind. He was very handsome and very funny. We both had moms from Queens, a habit of sneaking out of the suburbs to go to punk shows on the weekends, and the righteous indignation of young activists. We made quick high school sweethearts and instant best friends.

In time I moved to New York City, and then he did, too. He became a math teacher and I a journalist. At twenty-three, my only life plan was that he would remain my constant.

Then, on December 1, 2006, Eric rode his bike into Manhattan but never rode home. A year later, I sat at the sentencing hearing of the man who had killed him, the wood-walled courtroom divided into victim and perpetrator like a wedding no one wants to attend. Before a judge sentenced the man who killed Eric to jail for driving under the influence and vehicular manslaughter, the man said he was sorry.

“Words cannot express how truly sorry I am,” he told the court, “for this accident that happened.”

It blares in my ear now—this accident that happened—the absence of accountability, the disembodied telling, as if the killer had nothing to do with the killing. But that day in court, I did not question it. I watched the children of the man who killed my best friend nod goodbye to their father and felt certain that Eric would not have wanted this—a man going to prison, more lives ruined, and so little done to prevent this from happening again.



To the epidemiologists who count the ways everyone dies in America, the term of art is “unintentional injuries.” Accidents, by their count, are when a person suffers physical trauma by external force and without intention. In The Injury Fact Book, Second Edition, there is a list of the twenty most common ways to die by accident in America in 1988:


Motor vehicle crashes—traffic

Falls

Poisoning by solids/liquids

Fires and burns

Drowning

Aspiration—nonfood

Aspiration—food

Firearm

Machinery

Aircraft

Suffocation

Poisoning by gas/vapor

Excessive cold

Struck by falling object

Electric current

Pedestrian—train

Excessive heat

Pedestrian—nontraffic

Collision with object/person

Exposure, neglect



Epidemiologist Susan P. Baker, a pioneer in the study of accident prevention, compiled The Injury Fact Book. The book was a first-of-its-kind compendium and analysis of accidental death and injury in the United States, an important practical reference for people in the field of public health before the internet allowed access to the records of the Centers for Disease Control and Prevention (CDC). Inside, the three times Baker uses the word “accident,” she keeps it in scare quotes—once to let the reader know that when she writes “unintentional injury,” she means what you might call an accident, once to note that the idea of “accident proneness” has been thoroughly debunked, and a third time in a footnote:


The word “accident” erroneously implies that injuries occur by chance and cannot be foreseen or prevented. In much scientific work, the descriptor “accident” is gradually being replaced by more appropriate terms, such as “unintentional injury,” descriptions of the injuries (e.g., “fractured tibia”), or specification of the injury-producing event, such as a motor vehicle crash.



Baker published that volume in 1992, and she would be proven right—today, it is uncommon to find the word in the literature of the profession, at least when the subject is physical injury. The National Highway Traffic Safety Administration banned the word from government publications in 1997, and the British Medical Journal banned it from its pages in 2001. The New York City Police Department said they would officially stop using the word in 2013. At a meeting of the American Copy Editors Society in 2016, an editor of the AP Stylebook (a grammatical bellwether for most of the nation’s newspapers) announced that editors should avoid “accident” in cases of possible negligence because it “can be read as exonerating the person responsible.”

And Baker was not alone in her opposition. In 1961, the American psychologist J. J. Gibson put a fine point on it—the word “accident,” he wrote, seemed to refer to a makeshift concept, a hodgepodge of implications legal, medical, and statistical:


Two of its meanings are incompatible. Defined as a harmful encounter with the environment, a danger not averted, an accident is a psychological phenomenon, subject to prediction and control. But defined as an unpredictable event, it is by definition uncontrollable. The two meanings are hopelessly entangled in common usage.



To call something an accident means, at once, that you know it is a risk and that it is out of your control. You would sound ridiculous, but it would not be improper to cite both meanings in a sentence, saying, for example, that you accidentally got into a car accident. Around 40,000 people will die in car accidents in the United States in 2022, and I can predict this because it happens every year. But we would consider each of those accidents an unpredictable event.

The physician William Haddon, the first administrator of the National Highway Traffic Safety Administration, called the idea that accidents were random and unpredictable, “the last folklore subscribed to by rational men.” He considered it superstitious hooey to call something an accident—a holdover from an era when much of science was inexplicable and mysterious. In his Washington, DC, office he kept a swear jar—anyone who excused a traffic crash as an accident had to forfeit a dime.

But this word-shaming by public health officials has not had much effect in the world at large. Everywhere else, accident remains in common use. In the archives of the New York Times, the number of appearances of the phrase “it was an accident” rises from 1853 to 2009; Google Trends tracks a similar increase in the use of the word “accident” between 2004 and 2021. Despite the opposition of officials like Baker and Haddon, the word has relentless staying power.

And so do, it turns out, actual accidents. It is surprisingly likely that one will kill you.

One in twenty-four people in the United States will die by accident. And among wealthy nations, the problem is distinctly American. You are significantly more likely to die by accident in the United States than in Australia, Austria, Canada, Denmark, France, Germany, Italy, Japan, the Netherlands, Norway, Portugal, Spain, Sweden, Switzerland, or the U.K. And the gap is significant—in 2008, the rate of accidental death in the United States was more than 40 percent higher than Norway, the next-most-dangerous wealthy nation, and nearly 160 percent higher than the Netherlands, the safest wealthy nation. That year, you were three times more likely to accidentally drown in the United States than in the U.K., more than three times more likely to die in a traffic accident here than in Japan, four times more likely to die of accidental poisoning here than in Canada, and nine times more likely to die in an accidental fire here than in Switzerland.

Yet the U.S. government offers more money for research into the prevention of disease than it does for research into the prevention of accidents. In 2006, of the $11.9 billion in grants issued by the National Institutes of Health (NIH) to fund research into the twenty-nine most common ways to die, injury ranked second to last in amount appropriated, relative to the “burden of illness”—number of people killed and years of life lost. Only depression was more chronically underfunded. AIDS, diabetes, perinatal conditions, breast cancer, dementia, alcohol abuse, dental and oral disorders, cirrhosis, ischemic heart disease, and schizophrenia all received more funding in dollars and relative to the likelihood that any of these will kill you. In fact, as accidents began to rise as a cause of death in the early 1990s, funding for research fell. Between 1996 and 2006, as the rate of accidental death rose, NIH funding for injury-related death research fell by $578 million. This began to shift in 2016 when, after two decades of a growing opioid epidemic, the government passed the first comprehensive laws addressing the problem of accidental overdose, including funding for research. Still, in 2019, injury research received less than half the funding offered to study HIV, AIDS, dementia, or Alzheimer’s—all of which killed fewer people and resulted in fewer years of life lost.

Accidental fatalities and injuries cost us $1.09 trillion in 2019. That is the burden of lost wages and medical expenses, the damage of crashed cars and burnt homes, and the cost of insurance payouts and rising premiums. While dying of disease takes time, and thus costs money, accidents come with the destruction of property, the poisoning of land, the loss of work and income. When survived, accidents also come with the cost of lifelong injury—a loss of quality of life measured at $4.5 trillion a year. Accidents add up to $2,800 per U.S. citizen, per year, in direct costs—out-of-pocket expenses, higher taxes, and more paid-for goods and services. And we pay for it, as individuals and as a nation. Overcrowded U.S. hospitals carry the burden, and municipalities endlessly repairing roadside barriers, expanding the capacity of their fire departments, and buying oil booms to have on hand in case of a spill. The cost of accidents can be counted in taxes paid and wages lost. And because American taxpayers, rather than corporations, carry most of these costs, letting accidents happen is perfectly profitable for corporate America, even when those accidents happen in unsafe American cars or in uninspected American workplaces.

In 1986, Baker counted 95,277 deaths by accident. Thirty years later, in 2016, the number had grown to 161,374. That year marked a dark milestone. Accidental death had become the third most likely way to die in America. From 1992 to 2019, the number of annual accidental deaths grew by more than 106 percent, more than three times faster than the population. The rate of accidental death was 55 percent higher in 2019 than it was in 1992. For people age one to age forty-four, it is the single most common cause of death—killing around four times as many people in that population as cancer or heart disease. If you die “before your time,” it will most likely be because of an accident, and today, people in the United States die by accident at higher numbers than ever before. An accident injures ninety-two people every minute of the year and kills twenty every hour.

These numbers and most of the other accidental death statistics in this book come from the National Vital Statistics System of the Centers for Disease Control and Prevention, where epidemiologists track and analyze millions of death certificates a year. Doctors, medical examiners, and coroners produce death certificates, each filling out a cause-of-death section, where they include their opinion concerning “(a) the disease or injury that initiated the train of morbid events leading directly to death, or (b) the circumstances of the accident or violence that produced the fatal injury.” In this book, we will largely leave aside the diseases and violence and concentrate on the accidents and injuries. It is these that added up to 173,000 accidental deaths (or what the CDC would call “unintentional injuries”) in 2019, the latest year for which data was available.

Despite this wealth of information, spectacular gaps remain, which left me with places I could not take this book. For instance, medical examiners disagree on the classification of accidental shootings—with some arguing that if someone pulls a trigger, then the death should be classified as a homicide, not an accident, even if it is unintentional, even if the person pulling the trigger is a toddler. This would limit the number of accidental shooting deaths recorded to those that occur when someone drops a gun or it misfires—but again, there is disagreement on this, so the accidental shooting counts we have are likely a mix of accidental trigger pulls and misfires. That is a small gap—the Centers for Disease Control and Prevention recorded just under 13,000 accidental shooting deaths between 1999 and 2019—and even if the number were actually twice as high, it would be a relative drop in the bucket compared to the nearly 2.7 million accidental deaths in that time.

Other data gaps, however, are massive.

In 2016, medical researchers at Johns Hopkins University published a paper calling on the CDC to revise their coding system, which, they said, fails to record as many as 250,000 fatal medical errors a year. This is a significant enough death toll to bump accidental injury out of the top three causes of death in the United States and replace it with medical accidents alone. Medical examiners use a document issued by the World Health Organization called the International Statistical Classification of Diseases and Related Health Problems (now in its tenth revision and known colloquially as the ICD-10) to code and classify all deaths in the United States. This document simply does not have a code for some mistakes—if you die because your file was missing when a nurse came to assess your condition, or because your doctor misdiagnosed you, or because your anesthesiologist was new on the job.

“We have an under-reporting and an under-appreciation of the magnitude of the problem of medical errors,” Martin Makary, a Johns Hopkins Hospital surgeon and one of the study authors, tells me. These mistakes run the gamut: errors of omission, diagnostic errors, communication errors, system errors, and even, simply, bad outcomes for patients whom doctors forgot or who otherwise got lost in the system. But the result of not measuring these accidents is that they are never addressed. “Funding priorities in the United States are informed by our national health statistics,” according to Makary. “Medical errors have been excluded from the national errors, so we have not had the funding that is deserved.”

In the paper, Makary offers this real-world example: A young woman felt ill, and a hospital admitted her for extensive tests. At least one test was unnecessary—a pericardiocentesis, where a needle is used to remove fluid from a sac near the heart. The hospital discharged her, but she returned days later, hemorrhaging and in cardiac arrest. While an autopsy found that the pericardiocentesis needle also pierced her liver, resulting in her death, there is no code for conducting an unnecessary high-risk test and causing accidental injury, or accidentally grazing an organ during pericardiocentesis. Doctors coded the cause of death as cardiovascular—not an accident.



Accidents as we know them began to rise in number long before such details were being recorded: with the Industrial Revolution, when workers left behind skilled craftsmanship—on the loom or in the field or at the forge—and stood shoulder to shoulder in assembly lines. As the number of factories grew, so did the economy, and the number of people killed in work accidents, too. In time, some of those factories began to mass-produce automobiles. Then so many died from traffic accidents that cities built monuments to the dead and organized children to march in memoriam.

In those early decades of the twentieth century, accidental death rode high. But in time, lifesaving inventions, along with the shared prosperity brought about by widespread union power, public construction, and social welfare, helped prevent accidents. The rate of accidental death in the United States generally declined during the years 1944–1992. Since then, the rate of accidental death has grown by more than half, even while the overall U.S. fatality rate has generally declined.

It shouldn’t be this way. In 1971, the government approved the sale of naloxone, a drug that can reverse an accidental opioid overdose. The U.S. government first required carmakers to install seat belts in every American car in 1974. In 1995, the U.S. Occupational Safety and Health Administration (OSHA) began requiring construction workers to wear safety harnesses. Airbag regulations began in 1998. These are examples of the wealth of harm-reducing innovations that should mean fewer people die from accidents at large, and in traffic accidents, work-fall accidents, and poisoning accidents especially. Yet traffic fatalities skyrocketed in 2020, falls are the leading cause of workers’ deaths in the construction industry, and the Centers for Disease Control and Prevention tallies the death toll of the opioid epidemic at over 840,000 people since 1999, nearly every one classified as an unintentional injury by drug poisoning.

These are the cold, hard facts of accidents in America. But when you look closer, you see that there is nothing cut-and-dried in any one accidental death. The statistical story misses a lot. I found this out the hard way. When I decided to write this book, in the name of diligence, I did something I did not want to do: I sent a Freedom of Information Act request to the City of New York for the records of my best friend’s death. They arrived in a thick manila envelope a few months later. For weeks, I let it sit unopened. At the time, I did not know what I was afraid to find inside—I was right, though, to be afraid.

Inside the manila envelope, I learned that my best friend died on the sidewalk of massive internal injury. I learned that the driver who killed him first told the police that he was not intoxicated, and later said that he’d had two vodka cranberry drinks. Newspapers would later report that he registered at twice the legal limit in a blood-alcohol test. I learned that the driver said that he was going 25 miles per hour but that the distance Eric’s body flew from the point of impact meant that he was driving at least 60 miles per hour. Eric was twenty-two when emergency medical technicians moved his body to the Bellevue Hospital morgue. His killer was twenty-seven and was driving a gray 2000 BMW 528i on the sidewalk.

The police accident report included a diagram. In life, Eric had big muscles and olive skin and a tattoo on his bicep of a cityscape overrun by giant sunflowers, but in the diagram, he was just a stick figure near a drawing of a car and drawings of two bicycle wheels in two separate locations. Far away from the stick figure was a marking for a book bag and another I assumed to be his shoe, Chuck Taylors always, one of which, the report noted, the impact forced off his foot. The police included measurements, marking the distance these items had been thrown when the car hit his body.

There was a deposition transcript in the envelope, too, where the man who killed Eric told prosecutors what he remembered after the crash. He talked about the way Eric had died, described the noises and the movements. He guessed how far away he stood—a few feet—when he watched Eric’s life end.

In time, the man said, a policewoman approached.

“She asked me what happened,” the man recalled. “I said I got into an accident. My car hit this person.”

“My car hit this person,” he said, as though he wasn’t even there.

I did not know any of this when I set out to write this book. The story of Eric’s death that I knew was of an accident—a quick death—because when we talk about accidents, we do not talk about suffering. This was willful ignorance on my part. What happened to Eric was hard to look at, so I looked away. I did not want to think about the suffering. In this way, I understood the man who killed him. Neither of us wanted to look closer. A quick death, like an accident, is a comforting story for the rest of us—a distraction for the survivors, the killers and the grievers alike.

My closer look left me wrecked. It also helped me understand something about accidents that I had not before. It matters who tells the story of an accident. Eric did not live to tell the story of his death, so I never heard how he passed out of this world alone on the cold asphalt. Instead, the man who killed Eric told the story, at least at first—that was a story of a car hitting a person, an accident story, told by a man who had the momentary power of being the survivor. When that man went to prison, the prosecutors who put him there took over the telling—then, the story of Eric’s death was the story of a bad person driving a car, a crime story. In accidents, power, in all its forms, be it a fast car or a plea deal, decides which story we hear. Across the United States, and across history, I found this as a common marker of accidents. The people who tell the story are always the powerful ones, and the powerful ones are rarely the victims.

In this way, surviving a mistake in America is a marker of privilege. On his bicycle, Eric lacked protection and could only travel as quickly as his legs could carry him. Up against a fast car, he would lose every time. His death was a contest of power in its most tangible form. But accidents are the predictable result of unequal power in every form—physical and systemic. Across the United States, all the places where a person is most likely to die by accident are poor. America’s safest corners are all wealthy. White people and Black people die by accident at unequal rates, especially in those accidents where access to power can decide the outcome—the power to demand that your workplace is safe, the power to fireproof your home, the power to drive instead of walk. Accidents are not flukes or freak mishaps—whether or not you die by accident is just a measure of your power, or lack of it.

A Note on the Word “Accident” and Other Ways This Book Will Work

In my life outside these pages, I do not use the word “accident”—I haven’t for years because, as the title says, there are no accidents. Writing this book, I found myself at a recurring semantic crossroads as to how to handle the current and historical uses of the word. This could easily be a book of ten thousand scare quotes—but is it really an “accident”? I asked myself the question again and again.

But, in the end, I left in every “accident”—and without the scare quotes—because I think you need to decide for yourself. I left the word on these pages so you could see when it starts to sound funny or disturbing to you, too.

Over the pages that follow, we will travel from turn-of-the-century New York City to modern-day West Virginia, and from the factory floor to the nuclear plant, in search of what we really mean when we say the word “accident.” This book follows the structure of an accident: First we examine the preconditions of accidents, then the deaths and injuries, and finally the blame, punishment, and missed opportunities for prevention that come after. The first half of the book also examines, somewhat chronologically, the historic rises and falls of accidents in America, and the shifts in understanding of accidents over time. The second half of the book focuses on the modern accident epidemic. Throughout, we’ll learn from the pioneers and professionals who have advanced our understanding of accidents.

This book is about the deceptively simple story told after an accident—that a person made a mistake and there is nothing more to see. And this book is about what we can learn—about ourselves and our society—when we seek out the real and complicated story. By doing just that, seeking the intricate story of power, vulnerability, and suffering behind any simple-looking accident, we can find ways to save tens of thousands of lives every year. We conclude with these solutions to the accident problem—how we can overcome the psychological crutch of victim-blaming, how we can repair the race- and income-based vulnerabilities that skew our accidental death rates, how we can revive the systems of accountability that give accidents a real cost for those who can, and fail to, prevent them, and how we can reimagine our streets, our homes, our hospitals, our workplaces, and our world at large, to put human life above efficiency, profit, or power.






Chapter One Error


To understand accidents, we need to understand error—not just why we make mistakes, but how powerful people can use our mistakes against us. This book begins with error because questions of error almost always follow an accident—what a person, usually the person hurt, did wrong: Why was he driving so fast? Was she drunk at the time of the accident? Did they not know that the stove was on? Who wasn’t paying attention?

Inherent in these questions is a presumption—that accidents are caused by accident-prone people, or people making bad decisions, or people we think did things the wrong way. This is true. People make mistakes, and human error is a part of almost every accident. The following pages are full of errors and bad decisions. The following pages are also full of errors that are inevitable, predictable, and unavoidable, and people making mistakes that you or I would have made, just as they did, because there was no other choice.

Before we can move forward, we need to be extra-clear about what we mean. A human error is a mistake. And a dangerous condition is an environment.

To slip is a human error. Water left on the floor is a dangerous condition. To exceed the speed limit is a human error. A road designed to encourage you to exceed the speed limit is a dangerous condition. To run an oil tanker aground on a reef is a human error. Requiring a twelve-hour shift for the pilot of an oil tanker is a dangerous condition.

For the past two hundred years, a debate over which of these factors matters more has defined our understanding of accidents. One side says that human error causes accidents, and that to prevent accidents, we must fix people. The other says that accidents happen under dangerous conditions, and that to prevent accidents, we must fix the environment. If you owned the wet floor, designed the road, or employed the captain of the oil tanker, you might say that accidents are a matter of human error. In this book, I will argue that we can trace all human error back to conditions that are—sometimes obscurely, sometimes obscenely—dangerous, and that we can almost always predict and prevent the deaths and injuries that follow our mistakes. I will argue that mistakes are inevitable, that people are not perfectible, and that the only answer to the accident problem starts with setting aside blame for human error. Accidents happen when errors occur under dangerous conditions, but you can create conditions that anticipate errors and make those mistakes less of a life-or-death equation.

Or you can focus all your energy on errors, and let the same accidents happen again and again.

Sidney Dekker, airplane pilot, director of the Safety Science Innovation Lab in Brisbane, Australia, and professor of aerospace engineering at Delft University of Technology in the Netherlands, describes the two sides of this debate as the “Bad Apple Theory” and the “New View”—the old theory that a few bad apples cause accidents or the new view that if people are making mistakes and getting hurt, it indicates that conditions are unsafe.

Applied to work accidents, for example, the Bad Apple Theory would tell us that a factory is inherently a safe place, and that accident-prone people and their mistakes make it unsafe. When accidents happen, by this logic, they are the fault of a few bad apples, and employers can make the workplace safe by removing the bad apples. After an accident, Bad Apple Theory solutions could include firing, retraining, automation, issuing punishments, or creating new rules.

The New View says that the factory is not inherently safe and that instead, if people are getting hurt when they make mistakes, the factory is definitely unsafe. Subscribers to the New View believe that employers can make the workplace safer by fixing the dangerous conditions that could hurt someone if and when they make a mistake. After an accident, New View solutions could include changing procedures or factory designs to anticipate mistakes—slowing down the assembly line, or providing cushions for falls, guards for sharp objects, and protective garments for fragile human parts.

For subscribers to the Bad Apple Theory, the purpose of investigating an accident is to assign blame to whoever made a mistake. Once whoever is in charge assigns blame and hands out punishment, they can consider the accident solved. For subscribers to the New View, the purpose of investigating an accident is to identify the dangerous conditions that caused people to get hurt when someone made a mistake. Once the dangerous conditions are identified, they can be changed—to prevent the accident from occurring again or to reduce the likelihood of death or injury when another person inevitably makes the same mistake. Whichever theory wins the day decides what happens next—and this matters a lot. After an accident, do you fire the injured worker or do you fix the floorboard? Do you punish the driver or redesign the road? In the answers to these questions, we can find the ability to predict whether or not the same accident will happen again.

A great deal of power resides with whoever decides the answers to these questions. Who tells the story, and the story they tell, is the secret to the accident. Is it a story of a bad worker, or of a wet floor? A reckless driver, or a car that can easily accelerate to dangerous speeds? In America’s workplaces and on America’s roads we see a clear picture that what matters most in accidents is whose answers get heard.

We are going to jump back and forth in U.S. history, moving between the two most significant increases in accidental deaths prior to the present one: fatal worker accidents in the Industrial Revolution and fatal car accidents in the first fifty or so years after the invention of the automobile. We will see how automakers and industrialists used error as a pawn in accidents. In these two moments, we can track how the powerful profiteers of each era weaponized the simple fact that people make mistakes in an effort to distract, persuade, and manipulate.

To start, we will look at the traffic accident. In 1908, the year that Ford introduced the Model T, traffic accidents killed 751 Americans. By 1935, fatal traffic accidents had grown 50 times over—37,000 Americans dead and 105,000 permanently disabled that year alone. But when these accidents killed pedestrians, people used to refer to them by a far less innocuous term—to be killed by a car was car murder—until automakers changed how we understand the mistakes that people make on the road.

We can track that change in how the witnesses to accidents used to react.

Crying Car Murder

On a Thursday in the spring of 1931, a twenty-three-year-old man named Joseph Weitz worked into the early evening, driving a truck for the H. & S. Trucking Company. Weitz rumbled through an increasingly marvelous New York City. The first air-conditioned passenger train had made its inaugural run from New York to Washington, DC, just one week earlier. Earlier that month, President Herbert Hoover pressed a button in the White House to turn on the lights in the newly opened Empire State Building, the tallest building in the world.

Among these marvels was the automobile, which after years as a rich man’s plaything was now accessible, affordable, and everywhere. Ten years earlier, there had been less than half as many cars and trucks registered in America. From 1921 to 1931, drivers registered more than a million new vehicles every year.

Weitz was rolling across Manhattan, on East Sixty-Seventh Street, when he heard screams rising above the din of the city. He pulled the truck to a stop in the middle of the street and climbed down from the cab.

He saw a crowd huddled at a spot his truck had just passed. A boy lay in the middle of the road. The boy did not move. The crowd grew.

After some time, a patrolman named Burnett arrived from the police station down the block. He asked a few questions about the owner of the truck, and then he placed Weitz under arrest for the killing of six-year-old Irwin Ouser. It didn’t take long for the crowd to realize that the accident now had a culprit. The crowd circled Weitz and Patrolman Burnett, pushing and screaming. No one paid any attention to the police officer as he ordered everyone to calm down.

Patrolman Burnett pulled Weitz from the mob, walking away from the dead boy lying in the street and back toward the truck. The crowd followed, grabbing at the driver. Burnett realized that he was losing control. He pushed Weitz back into the cab of the truck and drew his pistol on the crowd.

I will shoot anyone who touches the prisoner, he shouted.

The crowd had Patrolman Burnett pushed back against the truck by the time reinforcements arrived. One officer transported Weitz to the Sixty-Seventh Street police station. Another bore the bad news out to Israel and Adelaide, Irwin Ouser’s parents, who both fainted when informed of their son’s death.

The first-ever reported fatal traffic accident in America had occurred thirty-two years before this one, across town, when a real estate developer named Henry Bliss exited a streetcar at Central Park West and Seventy-Fourth Street and the driver of an electric taxicab struck him. There was no mob reported then. Something happened between that first traffic accident in 1899 and the 1920s, when news stories like Irwin Ouser’s began to appear regularly.

The headlines of those 1920s news stories describe uncontrollable crowds incensed at drivers after everyday accidents, seeking blood for blood:

CROWD MOBS DRIVER AS TRUCK KILLS BOY;

Policeman, With Revolver and Nightstick, Protects Man Till Help Arrives

CROWD MOBS CHAUFFEUR;

Men and Women Beat Operator of Truck Which Crushes Lad to Death

MOTOR TRUCKS KILL 2 BOYS AND WOMAN;

Driver and Helper Flee From Crowd of 500 When Lad Is Hit in Seventh Street

POLICEMAN RESCUES ONE;

Points Pistol at Mob and Takes Fugitive to Safety

Sometimes the crowds grew massive. Sometimes the mob succeeded. But the plot was the same: a driver killed one or more pedestrians by accident, and then a violent mob of pedestrians attempted to kill a driver. Stories like these, which are all from the span of a few years, began appearing around 1920 before petering off a few years after Irwin Ouser’s death.

Today, it is extraordinarily rare to hear of a riot incited over a traffic accident. A sober driver involved in a fatal car accident today is no more considered a murderer than a child who finds some poison under the sink is considered to have a death wish. But in the era of Irwin Ouser and Joseph Weitz, the fatal traffic accident was understood as a horrific crime. The historian Peter Norton, a professor of history and technology at the University of Virginia, first identified this trend in his book Fighting Traffic: The Dawn of the Motor Age in the American City. In fact, he found, the idea of car murder was widespread enough that in the 1920s, the City Club of New York, a reform-minded gentlemen’s club, began to publish a map of child traffic accidents every year. They called the project the municipal murder map.

“Each black dot on the map marks a spot where a little New York boy or girl was killed by a street vehicle,” the 1926 version read. “There are 200 of these child murder spots. And this is only Manhattan.”

In the beginning, the story of car accidents was a story about murder. The storytellers were driven by the way the car changed the hierarchy of transportation. At the time, the walking people of America were at risk as they had never been before. Before cars, save for taking care when strolling closely behind a horse, no one told you how or when to walk. With the arrival of the automobile, and the traffic signals and traffic laws that would follow, pedestrians were not just downgraded and instructed, but killed in the streets in skyrocketing numbers. It is no wonder that those people, newly demoted and highly at risk, cried murder.

But just as the Ouser mob eventually moved on, the idea of car murder shifted, too. Evidence of this can be found in a later incarnation of the municipal murder map. While the City Club of New York abandoned their project in 1930, a year before Irwin Ouser died on East Sixty-Seventh Street, in 1971, someone other than a member of the City Club of New York would take up a remarkably similar project.

William Bunge relocated the map to Detroit, but the message was the same. He named one edition Where Commuters Run Over Black Children on the Pointes-Downtown Track. He titled another Children’s Automobile “Accidents” in Detroit. Like the City Club cartographers, Bunge minced no words about his purpose. Every time he writes “accident,” he uses those scare quotes:


Going to school forces children to cross dangerous streets. In front of schools as many as five or six “accidents” occur like clockwork each year. If you can predict an event, why call it an “accident”? If you can point to a corner and say “next year five more kids will be hit here,” it is the geography of the streets, the inner-city gridiron pattern left over from horse-and-buggy days, not negligent mothers, that is causing the deaths and injuries. If the streets were cul-de-sacs, as in the suburbs, these “accidents” would all but cease.



But unlike the City Club cartographers, William Bunge was not a member of his city’s elite. Rather, he was a so-called radical geographer. You could find his name, snugly between Stokely Carmichael and H. Rap Brown, on the blacklist of political activists barred by the House Un-American Activities Committee from speaking on college campuses.

It is no coincidence that this project—mapping traffic fatalities to highlight the dangers of the automobile—left the purview of urban elites and eventually became the work of political radicals. When car accidents first rose, both the mobs crying murder and the City Club of New York crafting the municipal murder map were a problem for automakers, as both cast them as weapons dealers. To overcome this, automakers and their financially interested allies crafted a campaign that relocated that blame to human error. That’s how questioning “car murder” as anything more than an accident became a politically radical act. It took a concentrated campaign by carmakers to erase their role in the car accident—one that continues today—so that everyone would stop demonizing cars and start buying them. Automakers and sellers, car parts manufacturers, and oil companies fought against restrictions dictating how cars were built, redirecting car-related ire toward the way that people walked or drove. With concerted campaigns about a few bad apples, these interest groups shifted a conversation about the shocking impact of powerful cars on pedestrian-dense city streets into a conversation about crazy drivers and pedestrians who just don’t walk right.

Inventing the Jaywalker

One of the most effective tools employed in service of the human error side of the accident debate is setting up a bogeyman to blame. In Fighting Traffic, Norton traces a prime example of this rhetorical tactic in the invention of the word “jaywalker.” He spent years searching the early records of what today we would call the automobile lobby—automakers, driving enthusiasts, oil companies, tire and car parts manufacturers, and car dealers, organized into auto clubs and associations—and found that the popularization of the jaywalker as a bogeyman can be traced directly to those desperate to find someone else to blame for the rise of traffic accidents.

Before the 1920s, the term “jaywalker” was an uncommon insult, a twin to an insult you have likely never heard: jay-driver. These disses were a call-and-response between a pedestrian and a driver. Each accused the other of being a sort of transportation hillbilly, a “jay” who does not know how to operate on city streets. And for a while, “jaywalker” was a genuine insult. When a New York City police commissioner used it in 1915, it was a serious enough offense that the New York Times wrote an editorial calling the language “truly shocking” and “highly opprobrious.”

It is no coincidence that we lost one of these insults to time, while the other entered the lexicon. The automobile lobby marketed, pushed, and popularized the idea of “jaywalking” both as an insult and as law. Today, every state in the nation prohibits jaywalking, and all of them stipulate that if a car strikes a jaywalker, the pedestrian is at fault. It was part of an intensive campaign to shift the blame in traffic accidents from the dangerous conditions created by cars to human error. The auto lobby, previously in the business of advocating for paved roads and lower taxes and fees for drivers, was transformed by the outrage around traffic accidents, forced to concern itself with safety as a way to defend the automobile. That transformation began in Cincinnati, Ohio, where Norton uncovered the auto lobby’s first attempt to shift the conversation around traffic safety in the effort to beat a ballot initiative.

In 1923, the people of Cincinnati decided that they wanted speed governors—devices that make it impossible for a car to go faster than a certain speed—on all vehicles owned by Cincinnati residents. Speed governors were a popular solution proposed as car accidents rose, with the cars’ critics arguing that nothing should be going so fast on city streets. Some 42,000 people signed a petition to get a speed-governor law on the ballot. If passed, the law would have required drivers in the city to equip their cars with a speed governor set at 25 miles per hour.

(This is not a random number. The likelihood of pedestrian death in a traffic accident multiplies at speeds above 20 miles per hour because that is the maximum speed that our bodies can withstand on impact. Struck by a car going 23 mph, about 10 percent of people die. When the car is going 32 mph, 25 percent die. At 42 mph, 50 percent do not survive. At 50 mph, 75 percent of pedestrians struck will die and at 58 mph, 90 percent will.)

An immeasurable number of people would be alive today if it were not for what the nascent automobile lobby did next. Carmakers knew that fast and powerful cars were an important selling point. This is one reason that today cars’ speedometers go as high as 160 mph, even if your car cannot actually go much faster than 100 mph. To distract from the cold, hard fact that speed kills, the automobile lobby shifted the blame from fast cars to human error.

The Cincinnati Automobile Dealers Association raised $10,000 to fight the speed-governor proposal. The National Automobile Chamber of Commerce sent representatives to the city to help local car salesmen rally votes against the proposal. On the day of the vote, the automobile lobby sent 400 workers to the polls to talk citizens into voting against the speed governors. And, Norton explains, it worked. Despite 42,000 people petitioning to get the law on the ballot, only 14,000 people actually voted for it. The speed governor lost, 6–1.

To exceed the speed limit is a mistake, a human error. The fact that cars can go so fast is a dangerous condition. And because the auto lobby was so successful in reframing the car-murder narrative, when we talk about speeding, we almost always talk about speeders as the problem, not how fast those cars can go.

In the Cincinnati speed-governor fight, the automobile lobby honed their chief tactic. To distract from the public outcry about how fast cars could go, they instead talked about individual recklessness or a few “bad apple” drivers spoiling the whole road. The gun lobby would copy this strategy decades later with the slogan: Guns don’t kill people. People kill people.

But in short order, the automobile lobby would need more bogeymen, as protests against the destructiveness of cars were spreading around the nation. St. Louis, Baltimore, and Pittsburgh built monuments to children killed by cars. The protest movement made conspicuous what they called “white star mothers”—women who had a child killed by a driver, honored for their preventable and tragic loss. This is where the jaywalker steps in.

The auto lobby devised two counterpoints to the memorials and protests: education and enforcement—laws that governed who was allowed in the street and lessons to indoctrinate the public to these new rules. While some of the financial benefactors of car sales pushed municipalities to pass local traffic ordinances restricting pedestrians’ access to the street, the American Automobile Association in particular focused on education, launching and funding a national traffic safety campaign in schools. Street crossing lessons became part of the curriculum, and those lessons reinforced the idea that now cars go first and pedestrians wait. Inherent in this education was the message that if a person did not wait and a driver killed them in the street, their death was caused not by the car’s speed but by jaywalking—the pedestrian’s error. The goal was to teach the next generation that the roads are for automobiles, not people. And since cars were new, and pedestrians had long ruled city streets, someone had to invent the idea that a person could walk improperly—the auto lobby did just that.

The automobile lobby also found new ways to inject human error into the car-accident conversation. Norton found that local driving clubs, like the Chicago Motor Club, began to place items in newspapers to ensure that “jaywalker” appeared in the press. In Los Angeles, the Automobile Club of Southern California even paid to paint the city’s first crosswalks, producing and posting signs that read JAY WALKING PROHIBITED BY ORDER—POLICE DEPARTMENT—even though the term “jaywalker” didn’t appear in the local traffic code. In New York City, the Automobile Club of America laid the problem out this way in one 1923 pamphlet: “Pedestrians often appear stupid or careless, and lots of them are.”

The efforts were more than local. In early 1924, the National Automobile Chamber of Commerce created their own accident statistic news service, offered to newspapers for free, with the explicit goal of shifting public understanding of who was to blame for traffic accidents. What the news service offered were not neutral numbers—instead, each was a little human error story. Included, in each instance, was the person who was to blame. And the finger was almost always pointed at the reckless driver or the reckless pedestrian—erasing the inherent danger of the automobile from the equation. With the advent of the jaywalker, blame for the pedestrian especially rose. A few months after the news service began national distribution, even local officials noticed the shift in blame. In New York, in late 1924, the traffic court magistrate noted, “It is now the fashion to ascribe from 70 to 90 percent of all accidents to jaywalking.”

Walter Chrysler himself even helped. In 1927, the president of the Chrysler Motor Car Company wrote an article for The Outlook titled “The Only Cure for Auto Accidents.” It began:


There is nothing which distresses me more than to read in the newspapers about the death of a child in an automobile accident. I am a manufacturer of automobiles, and I have every appreciation of the contribution that the motor car has made to the happiness of the people of America. But I also have an appreciation of the fact that some practical way must be found to check the increase in the number of deaths and injuries resulting from automobile accidents.



Chrysler’s “only cure” was education for the bad apples. He wrote of the need to teach children not to play in the streets, chase after balls, or hitch rides behind vehicles on their roller skates and scooters, and of the need to train police officers to enforce these lessons. The catastrophic rise in deaths and injuries from automobile accidents, he wrote, was a problem of errors made by wild pedestrians, pedestrians in the rain obstructing their vision with umbrellas, and pedestrians crossing the street while reading books.

In time, automakers would invent other scapegoats to follow the jaywalker—most prominently “the nut behind the wheel”—a 1920s creation we will meet at the end of this chapter. There is no shortage of these human error bogeymen in the history of accidents: the accident-prone worker, the risk-taker, the addict, the criminal. Today, the nut behind the wheel and the jaywalker may catch less ridicule, but the road-rager, the drunk driver, and the distracted pedestrian have stepped into the bogeyman role.

Traffic accidents kill about as many people today as they did when the word “jaywalker” achieved wide currency, though by all appearances we care less. In place of mobs and murder maps, newscasters report traffic accidents as matter-of-factly as they do the weather—bring an umbrella and leave a little extra time for a pileup on Highway 101. We can credit this to the ways that automakers have modernized their jaywalker campaigns for the twenty-first century. During a recent rise in the number of pedestrians killed in traffic accidents, starting in 2009 and reaching a thirty-year high in 2019, the distracted pedestrian attracted particular interest. When the fatality rate began to climb, Ford Motor Company tried to introduce a new portmanteau into the lexicon—petextrian, a person who texts while walking. That one didn’t catch on, but the idea of the “distracted pedestrian” stuck. So appealing was this idea that a survey of transportation officials in 2018 and 2019 found that a third believed that distracted walking was a serious safety issue. Those road planners and engineers estimated that 40 percent of pedestrians killed died because of distracted walking. (In reality, it is estimated to be the cause of 0.2 percent of pedestrian fatalities.) This same wrongheadedness drove legislators in New York City to pass a law to force the city’s department of transportation to study the depth of the distracted pedestrian problem. The agency abided by the law and conducted a study. They found no evidence of any such problem.

The distracted pedestrian is a new version of an old trick—redirecting focus from a dangerous condition to an individual mistake. Automakers first learned it from a campaign waged during an earlier rise in accidental deaths—those in the workplace. At the tail end of the Industrial Revolution, captains of industry, newly responsible for the cost of workers’ deaths and injuries, insisted that such fatalities were just accidents. In America’s industrial mines and factories, those in control of working conditions popularized the idea that when workers got hurt, human error was to blame.

The Myth of the Accident-Prone Worker

The so-called careless worker appeared in industrial workplaces, coal mines, and rail yards a few decades before the jaywalker, but a similar story preceded the caricature. As a wide range of new industrial technologies appeared, from electricity in coal mines to the spread of the railroad, life got especially dangerous for workers—in 1900, at least one in every fifty workers in the United States was killed, or disabled for at least four weeks, in a work accident. As unions organized against increasingly unsafe conditions in the workplace, owners pushed a different narrative, that there was another simple reason people died at work: workers were accident-prone.

The idea that certain workers were more likely to have accidents than others—people who would eventually be branded “accident-prone workers”—ramped up after 1911, when a few states passed the nation’s first workers’ compensation laws. These laws brought about a massive shift in financial liability for workers and employers alike. Before this, when an accident happened at work, it was near impossible for a worker or the surviving family to get money from an employer. Workers were left unemployed, unable to work, and shouldering their own medical bills. In the case of a fatal accident, families often had to figure out how to manage the cost of living after losing their breadwinner. The only option a worker and their family had was to show, in court, that an employer had knowingly exposed the worker to deadly risk. Workers almost always lost these cases, if they could even afford the lawyer necessary to try to win. Otherwise, the death was understood as an accident, and the employer didn’t have to pay.

Workers’ compensation laws changed that arrangement, so “it was an accident” was no longer sufficient defense. Employers had to compensate workers injured on their watch. For the first time, accidents born out of a sped-up assembly line or an unventilated coal mine would affect profits. Accidents suddenly had a price. This cost inspired the owners of America’s largest corporations to launch the first industrial safety campaigns—and those campaigns focused on changing workers’ behavior by teaching them not to make mistakes.

Wisconsin was the first state to pass a workers’ compensation law, in 1911. The following year, industrialists from all over the Midwest gathered in Wisconsin for what they called the First Cooperative Safety Congress—a meeting of corporate power to discuss worker safety. As more states followed Wisconsin’s lead, the Congress went nationwide under the name National Council for Industrial Safety—a centralized organization to control and finance information about worker safety and accidents on the job. Suddenly safety education was everywhere in America’s workplaces, a cottage industry of cures, pep talks, and the repeated message that, when accidents happened, it was mistakes made by clumsy, irresponsible, or drunk workers that were to blame.

One common place to find this argument was on posters tacked up in the rail yard or factory—something for workers to read while they ate their lunch or punched the clock. These were designed and sold by the National Council for Industrial Safety. The posters offered obvious, often infantilizing advice: what is and is not a ladder; how to pick up boxes; what a clean workstation looks like; what good shoes look like; the wrong way to pull a monkey wrench; when a rock is too big to pick up; how to tuck your pants into your socks—all focused on the role of workers’ errors in accidents. By 1930, the posters were so popular among business owners that the council was adding forty-seven new ones every month, advertised in a catalog that ran over ninety pages long. In all, they created over seven thousand posters in less than twenty years.

On these posters, “Otto Nobetter” appeared frequently. If the jaywalker has an ancestral line, it begins here, with a cartoon worker who never gets it right. Otto walks across a breaking board. Otto picks up something interesting on the shop floor: a scalding hot metal rod. He ought to know better—get it?

Around this time, corporate interests also seized on new theories in applied psychology that suggested certain people were accident-prone. According to the theories, this was a trait that some people had—not learned but inherent. The psychologists, often hired by corporations, proposed that workplace accidents only happened because some workers were accident-prone. The National Council for Industrial Safety was printing all those posters for these unlucky, uncoordinated few.

Attempts to define and measure accident-proneness in workers appeared in some of the most important annals of academia. One study correlated a low accident rate among pilots with strong religious values. Another proposed that professional drivers who had more accidents than others were “mentally subnormal.” Among coal miners who had more accidents, the psychologists found guilt complexes, problems with authority, a psychosexual need to court danger. A staff psychologist at the Process Engineering Corporation attempted to prove that workers who had more accidents also lacked “socially desirable personality dispositions.” Another psychologist spent a few months driving and socializing with a group of taxi drivers. Among the taxi drivers with the highest rates of accidents on the job, he also noted a wealth of undesirable traits: high divorce rates; limited interests outside drinking, sports, and gambling; and childhoods marked by strict parents, alcoholic fathers, juvenile delinquency, school truancy, and gang membership.

Notably, for all these attempts to psychologize mistakes, none ever definitively proved that accident-proneness exists. Zero statistically valid cases were published. Not one experiment produced an affirmative result for an accident-proneness test.

It was not until the 1940s that researchers at last began to question the concept of accident-proneness. Critiques of the idea appear intermittently in the historical record amid countless attempts to demonstrate that accident proneness exists. As one research review put it, the body of work attempting to prove accident-proneness contained “a considerable amount of careless reporting, illogical reasoning, and a lack of familiarity with the statistical theory.” To the authors, it was beyond explanation that the concept carried on: “For so many researchers to persist in pursuing the construct of accident-proneness, as it relates to personality, without any reliable results being found, is remarkable.”

Making the case that accident-prone workers cause accidents was such an effectively distracting tool that it persisted for decades despite a lack of scientific proof. And even today, despite its spuriousness, the belief remains widespread. For one, it is hard to debunk such a vague notion. For another, it doesn’t matter if anyone debunked accident-proneness or not. The point is not finding truth but creating ambiguity—the vague conclusion that if an accident happens, there must be something wrong with the person who had it.

Why Workers Don’t Follow the Rules

One of the most common and effective ways to suggest that human error causes accidents is by making rules against mistakes. The workplace safety manual best exemplifies this process: do not run, safety first, watch your hands. In the Industrial Revolution and today, you can find these rules posted on the walls of factories where production lines run fast, machines are sharp, and you can be fired if you don’t keep up. When a worker is killed or injured, the owner can point to these rules as proof that the accident was the result not of dangerous conditions but of a disobedient person.

In industrial work across the country, labor journalist Christopher Leonard has found that managers often point to these safety manuals after an accident. Accidents happen largely because owners change the production process, he says—speeding up the assembly line, for example—but the safety manual does not change. The rules become harder to follow when the pace of the operation is accelerated, and thus the work becomes more dangerous. Leonard tells me a story from his book, Kochland: The Secret History of Koch Industries and Corporate Power in America, about how conditions changed at Georgia Pacific paper mills after 2005, when Koch Industries bought the company.

Koch Industries paid $21 billion for Georgia-Pacific. To recoup their investment, Koch had to boost profit. This required increasing production. The company did both, and accidents followed. By 2017, the number of accidental deaths and injuries, the rate of accidents per employee, and the number of hours lost to accidental injury all rose. Four employees died on the job in a single spring and summer. That year, nine employees suffered accidental dismemberment.

When Leonard was reporting on Georgia-Pacific, many higher-ups at Koch Industries told him how much the company valued safety there—so much so that the company would print fifty-page manuals of safety protocol, explaining how workers could avoid making mistakes that lead to accidents. But at the same time, the company was making significant cuts to the workforce and laying off workers—in particular, union workers. Union rules stipulated that a worker could only operate the machine assigned to their job title, the one that someone had trained them on. If the person on the machine next to you left or got fired or their job title was eliminated, you couldn’t just switch to their machine. This made production slower but people safer. When Koch Industries took over, they largely eliminated those rules. Managers asked workers to hop from job to job and machine to machine, learning each as they worked. This was riskier and much more profitable.

Again and again, Leonard found stories of Georgia-Pacific workers killed in accidents when they tried to improvise and fix a machine on the fly. Those workers were technically violating a rule, but in reality, they were just trying to keep up with the pace of the work.

I tell Leonard about the early industrial psychologists who spent so much effort trying to prove the existence of the accident-prone worker. “It was the case in the early 1900s,” he says, “and it is the case today.”

At Georgia-Pacific, starting in 2012, accidents rose dramatically year-over-year. Executives convened to address the problem. Leonard narrates for me what the executives in that meeting concluded: “Well, I guess the workers aren’t embracing our policies fully enough. We’ve got to get to their hearts and their minds. We’ve got to just make them obey these rules.”

The explanation from executives was that the rising accident rate was a human error problem caused by workers disobeying the rules. But what was really going on at Georgia-Pacific was that working conditions had changed.

“They were pushing people to work harder and fewer people to do more work. But they could not address that issue. It was not open to debate that you could accept a lower profit margin, slow things down, introduce inefficiencies into the system,” Leonard says.

If the only job of executives is to maximize profits, then without a countervailing force to keep workers safe, accidents happen. This tension between safety and production defines the industrial workplace, where the pressure and desire to make money manifests in accidents. The slaughterhouse or meat processing plant—a slippery job using sharp implements to create a low-cost product—exemplifies this tension.

“The slaughterhouse today is much better sanitized, and we know a lot more about how to control cutting blades and spinning machinery, so you do not see the high level of horrific injuries you saw back in the early 1900s, but that doesn’t mean it is safe. It is still one of the most dangerous jobs in America,” Leonard points out. “The primary incentive for anybody who owns a slaughterhouse is to pump as many animals through that facility as you can in a week, because you have just invested a lot of money in the factory, the machinery, and in hiring workers. The way you recoup that investment is by slaughtering as many animals as possible and selling as much as possible.”

Leonard describes sitting in the office of a manager at a Tyson Foods slaughterhouse in Missouri. The manager’s computer went to sleep, and his custom screen saver came up. The mantra bouncing around his screen? RUN DEBONE FULL SPEED.

“What that means is run the debone line as fast as you can. Now, the debone line is an area where you’ve got employees sitting, sometimes shoulder to shoulder, holding incredibly sharp knives, cutting apart carcasses of chickens to cut them into the various products, like boneless chicken breasts or wings,” he says. “What you have when you are running these lines really fast—it does not just increase the chance that somebody is going to get tired at the end of an eight-hour shift and accidentally cut their hand open, which happens frequently, but it means that you are seeing these systemic chronic injuries, like joint pain and carpal tunnel syndrome and tendinitis. The pressure to keep production really high hurts workers, and if the workers do not have a labor union to negotiate for a line slowdown or more safe conditions, you see what we see today, which is just rampant injury.”

If you work in a chicken plant, your safety manual will explain the best ways to debone chicken to avoid an accident. However, those rules do not change depending on whether or not your boss runs the debone line at full speed. Where the primary incentive of a person who owns a slaughterhouse is to process as many animals as possible, for a person who works in a slaughterhouse, there are two different incentives: not getting hurt and not getting fired.

“When you put people in a dangerous environment, if you are not careful, they are going to get injured. But they never expect to get injured, and they never plan to get injured, so you can say that it was this unintentional thing and the circumstances are always going to be unique to the situation,” Leonard explains. “The word ‘accident’ implies it was this totally unexpected surprise, but it really very rarely is in the workplace, because if this was a dangerous environment and if you increase pressure on people and reduce their training, they are going to get hurt.”

The predictable, preventable accident seems unique after the fact, even though it is not uncommon. But in the aftermath, that seeming uniqueness prevails in a story of individual mistakes. Rules and safety manuals institutionalize human error as the cause of accidents. This explanation is also boosted by less formal sources, such as the rumor, the whisper campaign, and the racist stereotype.

Low-down Dirty Chicken Thief

On September 3, 1991, the Imperial Food Products factory—a chicken processing plant in Hamlet, North Carolina—caught fire when hydraulic fluid leaking from a hose sparked a gas-powered chicken fryer. It was a one-story building located in the Black half of town. There was little ventilation, a faulty sprinkler system, and floors slick with flammable fat. Twenty-five workers, the majority female and Black, died in the Hamlet fire. Most of the dead suffocated behind locked doors. Others burned to death.

One image from the charred building encapsulates the dangerous irony of accidents in America. It is a photo of a door inside the factory that bore a sign—FIRE EXIT—DO NOT BLOCK—and the padlock that bolted that door. It is the safety rule, warning of the potential for human error, and the unavoidable dangerous condition all in one. An insurance assessor later declared that “not a single door in the plant met the criteria of a fire exit.” The plant operated for eleven years without an OSHA inspection. At the time, there were fewer than sixty OSHA inspectors for the whole state of North Carolina. After the fire, OSHA found 150 safety violations in the one-story building.

Bryant Simon, a professor of history at Temple University, spent years investigating the fire and its prehistory. In The Hamlet Fire: A Tragic Story of Cheap Food, Cheap Government, and Cheap Lives, he traces the history of the Imperial Foods chicken processing plant backward through the owners dodging OSHA inspections in the North, moving the factory to the South to avoid regulation, and choosing to locate it in a Black neighborhood because that meant they could hire workers who would have less power to protest dangerous conditions. Simon calls this process a social autopsy, a way of figuring out a true cause of death. He discovered that the cause of the death toll in Hamlet was not a random accident but a predictable one, born not of a worker’s error but of underlying conditions—and not just the physically dangerous conditions of the workplace, controlled by the owners, but also the social conditions those owners were using to their advantage. This could be seen, in part, in how much the workers’ identities affected how people described the accident after the fact.

Simon tells me about his first trip to Hamlet, twenty years after the fire, when he sat down with three local journalists who had covered the story at the time. All were older white men.

“They all insisted to me that the fire was an accident, and that it was caused by the owners of the plant, and that they were greedy, and if they were not greedy, nothing would have happened,” Simon says. But this simple story eliminates the history and politics that brought those workers to labor under those conditions. “Those people did not just end up in that plant that day. Historical forces brought a particular kind of person to that plant, and the fact that no one cared about them didn’t just begin that day.”

Instead, Simon says, “what we call accidents are in some ways manufactured vulnerabilities.”

The journalists Simon met in North Carolina, who insisted that the cause of the fire was the owners’ greed, erased the way that race and class made the victims vulnerable. Those workers were vulnerable to taking any work they could get, being passed over for an OSHA inspection, and working under dangerous conditions—and they were vulnerable to being blamed for an accident. Another, more informal story cast the fire’s victims in an even deeper shadow. This tale, which Simon repeatedly heard in rumors from local officials, implicated the victims in their deaths. The story was that the owners of Imperial Foods locked the doors to the plant because the workers were stealing chickens.

It is almost the same story as the one told in the aftermath of the Triangle Shirtwaist Factory fire eighty years before, when a ten-story building packed with scrap fabric burst into flames. There was little ventilation, and there were no sprinkler systems, too few exits, and flammable rags piled throughout. Of the 146 workers who died, mostly women, some suffocated behind locked doors. Many jumped from the building. Others burned to death.

With both fires, the official story described an owner’s greed. But in both instances, another story passed as a rumor in the aftermath. It went like this: the owners locked the doors because the workers were thieves. In New York in 1911, they allegedly stole fabric. Floor managers searched bags and purses at the end of the workday and kept doors locked to ensure nobody could leave the factory without being searched. In Hamlet, the twenty-five victims died because the owners locked the doors to prevent the alleged theft of chicken.

In Hamlet, Simon heard the rumor from the fire insurance researcher, the fire chief, even the chief prosecutor, and workers who survived the fire reported it to the Associated Press. Whether or not this story is true is less important than what it justifies.

“This narrative that circulates below the surface persists, linking the locking of the doors to theft,” Simon points out. He says that if the theft was a justification important enough that he was hearing it twenty years after the fire, imagine the weight it held when the fire first burned.

But the aftermath of the Hamlet fire differs in one crucial respect from its predecessor. The Triangle fire prompted nationwide labor reforms, including the passage of workers’ compensation laws and requirements to change dangerous conditions in the workplace—requiring fire exits and alarms, sprinkler systems, and unlocked doors. In comparison, the Hamlet fire produced little outrage and few reforms.

“There is not an ideological transformation in the wake of this. It is just seen as a tragedy, and tragedy works a little bit like accident. If it is seen as a tragedy, then I do not have to rethink my basic perceptions of the world,” Simon explains.

That big ideological switch did not happen after Hamlet, Simon theorizes, because the people who died were mostly Black women. The lawyer who represented the owners of Imperial Foods recounted to Simon his meeting with the district attorney prosecuting the case against his clients. That prosecutor explained that stealing chicken was just “what these people do.” The victims, the prosecutor said, “were just a bunch of low-down Black folks anyway.” The difference between what happened in response to the death of workers who stole chickens and the workers who stole fabric was that the former were Black.

On the fire’s first anniversary, officials from Hamlet, white people, organized one memorial. On the other side of town, in a Black church, leaders in the Black community organized another. At the white memorial, they prayed for God to deliver the town and for the tragedy to pass. “They’re not callous about it, but they want to see it as a way to bury the past and move on. Implicitly, there is a notion that you can do that, which suggested this was an anomaly,” Simon says. “But for African Americans who are literally living near the plant that is still up with the yellow police tape around it, they understand that there is something much bigger going on here, and it is about their worth in this place.”

In the Black church, on the other side of town, the prayers are not about an anomaly but an injury to their community, and not for it to pass but for political will to change it. Jesse Jackson is there, and he uses the Hamlet story to call for a renewed agenda of workplace safety, a revived labor movement, and a stronger social safety net.

It is the difference between saying this is a tragic anomaly and this is a tragic inevitability. If it was just an accident, if the dead are just chicken thieves or the factory owners are just greedy, it is far easier to ignore the conditions that drove the owners of that factory to set up shop in that place, far easier to mourn and move on.

Chalking this accident up to error was helped, too, by the fact that hardly anyone saw it. Imperial Foods was a small uninspected factory in a rural town, not a multistory building in New York City. And in accidents, this matters. The more people who see an accident, the more difficult it is to distract from how it happened. It is harder to hide dangerous conditions when everyone is watching, which is why, by the time millions of Americans owned a car, it was a lot more difficult for automakers to pretend that accidents only happened because of a few bad apples. They still pulled it off, but this time, instead of a covert campaign to villainize the pedestrian, the refusal to sacrifice profits to prevent accidents played out in plain sight.

Robert McNamara’s Big Mistake

The accident-prone worker, the jaywalker, and the chicken thief are clever and malicious exaggerations of normal human mistakes. They attract attention by hyperbole and distract from dangerous conditions that would require the sacrifice of profits to correct. There is one more caricature to add to the cast: the nut behind the wheel.

This figure appeared as engineers discovered ways to make cars safer, and automakers knew those safety features would not come cheap. You don’t hear the phrase “the nut behind the wheel” much anymore, but for decades, it stood as the de facto answer to the question of traffic accidents. This poem was published in the Plain Dealer in Cleveland in 1930:


Of all the auto parts

That cause the accidents, we feel

That what’s to blame for most of them

Is the nut behind the wheel.



Blaming the nut behind the wheel was a favorite ploy of the National Council for Industrial Safety, the clearinghouse that printed safety posters for mine shafts and factory walls. It changed its name to the National Safety Council when it branched out into shaming human error in car accidents, too. As a cartoon driver in a fedora put it, on one of those posters, published in 1938, “It takes 1,500 nuts to hold an automobile together but only one to scatter it over the landscape.”

In the 1950s, this trope drove Ralph Nader to start asking questions. He was in college and often hitchhiked up and down the East Coast. Accidents were a regular roadside feature, and he noticed that the way that vehicles crumpled in a crash was not survivable—no matter the nature of the accident. Still, it was all blamed on the nut behind the wheel. But Nader suspected the vehicle itself was more at fault.

Those questions would ultimately lead to Nader’s seminal book, Unsafe at Any Speed: The Designed-In Dangers of the American Automobile. The book laid out in unflinching terms the point that automakers knew how to make cars that prevented people from being hurt in accidents but did little to act on that knowledge. The nut-behind-the-wheel trope, Nader wrote, let automakers off the hook for making unsafe cars.


For decades the conventional explanation preferred by the traffic safety establishment and insinuated into laws, with the backing of the auto industry and its allies, was that most accidents are caused by wayward drivers who ipso facto cause most injuries and deaths. With the repetition of publicity themes about the “nut behind the wheel,” industry and its captive safety councils bombarded public consciousness into believing that bad drivers were the cause and good drivers were the solution. Not only was their approach unscientific regarding drivers, but it conveniently drew attention away from the already available or easily realizable innovations that could be incorporated into vehicle and highway design to minimize the likelihood of a crash and to reduce the severity of injuries if a crash should occur.



The “nut behind the wheel” was effective despite a mound of evidence that cars could be made safer by using seat belts, padded dashboards, and other innovations. According to Nader, the label even triumphed over efforts from inside the industry itself to make cars safer. He tells this story in an updated edition of his book, published a decade after the first.

In 1955, Robert McNamara, then an executive at Ford Motor Company, approved plans for a new ad campaign. He knew that his cars could not compete with the fresh-every-year aesthetics of the Chevrolet on the sales floor, so rather than compete, he offered a different product. For the first time, Ford sold safety. The ad campaign touted a “Lifeguard package”—where drivers could pay extra for additional safety features built into the car.

Ford’s Lifeguard package offered a seat belt, a recessed steering wheel less likely to impale the driver in a head-on accident, door latches that would not spring open and throw passengers onto the highway after an accident, a padded dashboard, and sun visors. He sent out bimonthly brochures to dealerships with real Ford and Chevy accident photos, complete with instructions to display the carnage side by side in showroom windows, where the Fords were always less worse for wear. The message was clear: when you got into an accident in a 1956 Ford, your injuries would be less severe than if you had been in a 1955 Ford or any car made by the competition. Human error does not matter, the marketing said, accidents happen, and Ford cars can keep you safer.

The car market in 1955 was not so different from the market as it is today—safety was less of a selling point than swift acceleration and good looks. Before Ford’s campaign, whether or not you would survive an accident was rarely mentioned as a selling point for automobiles.

“At GM, cars were promoted as dreamboats in order to sell more cars,” Nader wrote. “Ford was taking the romance out of cars, injecting collisions and casualties and other unpleasantness into the motorist’s decision about which car to purchase.”

This was a real threat to GM: McNamara was a rising star at Ford, and he seemed to genuinely care about safety. If he were allowed to continue, he could force his competitors to replace sexy cars with cars built and sold on sound engineering. So, halfway through the sales year, General Motors executives told their Ford executive friends—such as Ford’s chairman of the board, who used to be GM’s chief financial officer, and Ford’s head of manufacturing, who used to be GM’s head of manufacturing—to make McNamara kill the campaign.

“GM said stop and Ford literally screeched to a halt, with the aforementioned ex-GM Ford executives getting McNamara to switch gears to an advertising campaign that emphasized styling and performance rather than safety,” wrote Nader. “McNamara came down with the flu and went to Florida for a long vacation; his career hung by a thread.”

McNamara was forced to abandon the Lifeguard package halfway through the year. Ford told their ad agency to create a new campaign, free of safety messaging, at considerable expense. When McNamara returned from Florida, he fell in line, and the story that both GM and Ford told was that safety just doesn’t sell. As the GM slogan went, “Ford sold safety while Chevy sold cars.”

But that was not true. Between the first and second editions of his book, Nader dug up what he called a “little noticed press release” from 1956, which laid out how, because two of the safety features offered in the Lifeguard package were optional, it was possible to measure demand, and demand for the safety features was greater than any other optional feature Ford had ever offered. When Ford offered optional tinted glass in 1952, only 6 percent of customers ordered it. But in 1956, 43 percent of all Fords were ordered with safety padding, and one in seven Ford buyers requested seat belts. Even automatic transmission, a wildly popular feature, was only ordered by 23 percent of customers when Ford introduced it in 1951. People ordered so many seat belts that their supplier ran out; from 50 belts and buckles a month, Ford suddenly needed 1,000 a day. Ford estimated that the company would have sold 200,000 fewer cars that year without the safety campaign—a sales record—even with the company dropping it halfway through the year. When safety was a commodity, people bought it.

But all this was buried, evidence of cowardice among automobile executives who instead insisted that safety could not sell and that safety would not matter with a nut behind the wheel. If those executives had been brave, Nader writes, it might have spurred a market-driven leap forward in auto safety. Instead, ten years passed. Nader wrote a book, a surprise bestseller, laying out how carmakers failed to introduce improvements to their vehicles that they knew would reduce deaths and injuries. This included delaying the introduction of seat belts to avoid spending money, and retaining deadly design features, such as sharp and protruding instrument panels and steering columns that could not collapse, because they produced a better-looking car. Then, in 1966, Congress invited Nader to testify at a hearing on the federal government’s potential role in traffic safety.

“A civilized society should want to protect even the nut behind the wheel from paying the ultimate penalty for a moment’s carelessness, not to mention protecting the innocent people who get in his way,” he told the committee. “These and other similar handy mottos are part of a self-serving ideology—there is no better word for it—of traffic safety strongly developed and perpetuated by the automobile industry in order to divert the public’s gaze from the role of vehicle design.”

Nader’s work led to the first regulation of that industry, the creation of a federal department of transportation, and the regulatory wing that would eventually become the National Highway Traffic Safety Administration, which would mandate seat belts in all cars and the eventual introduction of airbags and antilock brakes, among a wealth of other safety requirements that put the onus for managing dangerous conditions on automakers.

But automakers did not go down without a fight. Around the time Nader’s book came out, a decade after GM quashed McNamara’s good idea, lobbyists succeeded in removing criminal penalties from motor vehicle safety laws, so no one could prosecute automakers for building unsafe cars. When federal officials proposed new safety standards for the 1968 models, Henry Ford II himself threatened to shut down his entire company. The safety proposals were “unreasonable, arbitrary, and technically unfeasible,” he insisted. But those safety proposals included many protective devices that drivers already had the option to purchase, however briefly, with the Lifeguard package.

“We’ll have to close down,” Ford told reporters.

It could lead to “real trouble for this country,” he threatened.

As with McNamara’s Lifeguard package, when automakers finally acquiesced to safety, it came as an optional feature. It would take decades-long political fights to make seat belts and airbags mandatory, but in automakers’ first offerings, a customer could pay extra for an airbag or a seat belt, so the rich were safe, and the rest died by accident. To see the absurd cruelty of this practice, it might help to imagine the corollary on an airplane: If you are seated in first class, you will find a life vest under your seat, which you should use in case of a water landing. Life vests are available to purchase in coach for an additional fee.

And this practice continues today. While driverless cars are a ways off, the RAND Corporation estimates that currently available autonomous technologies, such as emergency braking, adaptive cruise control, blind spot detection, alcohol sensor interlocks, and lane control, are so effective that an annual 17,000 people would survive accidents that today kill them, were every vehicle in the U.S. equipped.

These technologies are not mandated of automakers by regulation but are offered to the wealthy at a cost—so, if you can afford it, you can pay more to change the dangerous conditions inside your car and thus survive an accident. Otherwise you might die because you did not hit the brakes in time, in which case, the story of your accidental death will be that you should not have been driving like such a nut.
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