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Introductory Letter

To THE HONOURABLE W. H. HEARST,
Minister of Lands, Forests, and Mines, Toronto,

SIR, The annexed report, by Mr. E. T. Corkill, Chief Inspector of Mines for Ontario, 
gives particulars of the accidents in the mines, metallurgical works, and quarries of the 
Province for the three months ending 30th June, 1912.

The table on page 3 shows that there was a very considerable reduction in ths 
fatalities in the first six months of 1912, as compared with the same period in 1911. 
This improvement characterizes both the first and second quarters of the present year; 
and it may be hoped that increasing carefulness on the part of employees in performing 
their work, and greater diligence on the part of employers in providing and maintaining 
all necessary safeguards, have both had a share in bringing the improvement about.

It is too much to expect that all hazards will ever be eliminated from mining in 
Ontario, or indeed in any other part of the world, but it is certainly possible to lessen 
the proportion of accidents, whether fatal or non-fatal, which has hitherto prevailed. 
This desirable end it should not be beyond the power of steady vigilance and a sense of 
responsibility among operatives and operators alike, co-operating with efficient Govern 
ment inspection, to achieve.

I have the honour to be, Sir,

Your obedient servant,

THOS. W. GIBSON, 
Deputy Minister of Mines.

Toronto, 7th August, 1912.
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REPORT
On the

Mining Accidents in Ontario
for 

April, May and June, 1912

During April, May and June, 1912, in and about the mines regulated by the Mining 
Act of Ontario there were 6 fatal accidents, causing the death of 6 men. The fatalities 
below ground numbered 5 and above ground 1.

There were 2 fatal accidents at metallurgical works, causing the death of 2 men.
No fatalities were reported from the quarries.
During the first six months of 1911 there were 27 fatalities at the mines, metallur 

gical works and quarries, and during the same period in 1912 there were 16 fatalities, 
a decrease of 40 per cent.

Table of Fatalities

Number Killed.

Mines.

Mnv

Metallurgical i Works.

Quarries.
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Totals

1911.

13
0
3
4

2
2
0
0

2
1
0
0

27

1912.

8
2
3
1

0
1
1
0

0
0
0
0

16

Accidents
The total number of non-fatal accidents reported during April, May and June, 1912, 

at mines, metallurgical works and quarries is 59, involving injuries to 64 men, made 
up as follows: 

Mines
Below ground..................................................... 36
Above '' ..................................................... 11

Metallurgical Works
Above ground..................................................... 17

Total ........................................................ 64
3



Of the non-fatal accidents one was very serious, involving a fracture of the lower 
part of the spine and causing disablement probably for from 6 to 9 months, and possibly 
for life.

There were eleven other serious accidents, consisting of fractures or other injuries, 
which caused disability for from 4 to 8 weeks. The other non-fatal accidents resulted 
mainly in sprains, bruises and lacerations, incapacitating the injured men from work 
for periods varying from l to 3 weeks.

The fatal accidents that occurred during April, May and June of 1912 are described 
fully beloWj as are also some of the serious non-fatal ones that caused disability for 
over three weeks.

Canadian Copper Company

At the No. 2 mine on April 20th William Karkanen, a Finlander, 34 years of age, 
employed as a block-hole driller, was killed by being crushed by pieces of falling ore 
while blasting down broken ore into a raise.

The accident occurred on the sixth level. The method of mining employed at this 
mine for extracting the ore on the sixth, seventh and eighth levels has been the filling 
system. No work had been done on the sixth level for some months, as all the ore 
above the level had been broken down and trammed out, with the exception of about 
20 feet of broken ore above the level. The main haulage-way on the level, consisting of 
dry walls built of the broken ore and covered with heavy timber and lagging, was still 
intact. The ore had been broken on the seventh level to within about 20 feet of the 
sixth and a raise driven, which came out near the end of one of the main haulage-ways 
on the sixth level. The broken ore surrounding this raise was being let down through 
it on to the filling on the seventh level.

Karkanen went on shift at 4 p.m. on Saturday, April 20th, and proceeded to the 
seventh level, where he was told by the foreman to go to the sixth level in company 
with another workman and blast down ore into the raise. This had been done on the 
previous shift by the foreman in company with Karkanen by tying powder to the end of 
a rod and placing it on the pile of broken ore. This would loosen the ore, which was 
partially arched and frozen, and cause it to run into the raise. Karkanen went to the 
level as ordered, and, apparently wishing to ascertain the best place in which to put the 
powder, climbed part way across the raise on a ladder which he had pulled there for 
the purpose. While there, some pieces, falling from the pile of broken ore, knocked him 
down into the mouth of the raise, where he was crushed by other pieces of falling ore. 
His helper immediately went for assistance, and the injured man was got out and taken 
to the hospital. It was there found that he had received fatal injuries, consisting of 
fracture of the ribs both on the left and right sides and severe injuries to the internal 
organs. He died about 6 p.m. the same day.

A coroner's inquest was held at Copper Cliff on April 26th and a verdict of acci 
dental death returned.

Canada Iron Mines

At the Bessemer mine, operated by the Canada Iron Mines, Limited, Whit. Hogle, 
a Canadian, 42 years of age, employed as a hoisting engineer, received injuries on 
April 1st through the breaking of a steam valve over the hoisting engine that caused 
his death on May 10th.

Hogle was an engineer of 15 years' experience, and had been employed at this 
property for 6 months. On the day before the accident repairs were being made to the 
compressor and the steam was shut off at the boiler. One steam pipe 7 inches in 
diameter extended from the boilers to the compressor. It was there reduced to a 4-inch 
line, which led to the hoisting engine, and further reduced at the hoist to a 3-inch line 
to supply outside engines. Where the line was reduced from 7 to 4 inches there was a 
4-inch angle valve to turn steam on, and at the hoist there was a 3-inch globe valve to 
turn steam on the engines outside the engine-room. On Monday morning, when Hogle 
went on shift, he opened the valves for the compressor and hoist, beginning with the



valve nearest the boiler. He then started to open the globe valve at the hoist, and, as 
this was about 10 feet above the floor, used a ladder resting against the steam line in 
order to reach the valve. When this valve was being opened it burst, throwing Hogle 
off the ladder to the floor and against a steam trap. When the steam was turned off, it 
was found that Hogle had a compound fracture of the right leg, the bone being not only 
broken but split. His face, neck and back were badly scalded and he was also suffering 
greatly from the shock. He died on May 10th from toxaemia.

The accident was probably due to the condensation in the steam line. Instead of 
opening the valve furthest from the boiler and allowing the pipe to drain, he opened 
first the valve nearest the boiler, which was carrying 110 Ib. of steam.

All the equipment in the power house was new, as the plant had recently been 
installed.

Cordova Gold Mine

At the Cordova mine on May 31st, John Pressick, a Canadian, 33 years of age, drill- 
runner, was killed by falling down the stope, a distance of 100 feet. He was engaged 
on the night of the accident on the 185-foot level underhand-stoping to an old winze, 
which is at a point about 315 feet west of the No. 3 shaft. No work had been done at 
this place since the mine was reopened. It had formerly consisted of a winze sunk to 
the 285-foot level, but the ore had been stoped out to within about 20 feet of the level 
and some work done in underhand stoping around the winze at the level, leaving a hole 
about 20 feet long by 15 feet wide. Pressick had been instructed by the shift boss to 
drill a couple of rounds of holes on the east side of this place and began to work there 
about four hours before the accident occurred. He and his helper first cleaned off'the 
ice and loose rock for 6 feet back from the opening, then set up the machine and tripod 
and drilled a 3-foot hole. The position of the machine was about 2^ feet from the 
hanging wall and 3 feet from the edge of the opening, the hole that was being drilled 
being about 4 feet from the edge. According to the evidence of his helper, Pressick was 
loosening the nut on the swing bolt of the machine when either the nut loosened very 
easily or the wrench slipped, causing Pressick to fall backwards into the opening and 
through to the 285-foot level. He was living when picked up; a doctor was summoned, 
but the man died in two hours. Pressick's head was badly cut and his body bruised in 
places, but no bones were broken. Dr. Holcroft performed a post-mortem examination 
and stated that death was due to the injury to the brain.

The place where this man was working was on the level of the drift. It was in 
every respect a safe place in which to work, with the exception of the danger of falling 
into the opening. Pressick was an experienced machine-man, having been engaged in 
mining for about 10 years. Access to this drift had been closed by the present operators 
until the night Pressick started to work.

The coroner's jury brought in the following verdict: We, the undersigned jury, 
believe that John Pressick came to his death by falling down a deep winze and strik 
ing his head on the rock below; and further believe that said accident was made possible 
through negligence of the company in not having the place properly guarded.

Kerr Lake Silver Mine

At the Kerr Lake mine on June 12th Wm. Green, a Canadian, 28 years of age, 
employed as drill-runner, was killed by falling from the collar of the No. 3 shaft to the 
bottom, a distance of 325 feet. Green was working on the 60-foot level in the north 
cross-cut. He left his helper about 4.20 p.m. to finish a hole they were drilling, 
and, coming to the shaft, gave the 3-1 bell signal which the engineer received. As the 
cage was raised near the collar of the shaft, Green crouched on his hands and toes, so 
that, when the cage came to the collar, the hoist-man did not notice anyone on it, and 
thought that a rock intended for the second deck was on the cage, consequently he did 
not stop at the collar of the shaft. When the cage was two or three feet above the 
collar the hoist-man noticed Green and stopped the hoist, shouting to him to stay where



lie was until the cage was lowered back to the collar. Green, without standing up, 
raised the shaft-guard with his left hand and slid off the cage. Either the guard struck 
him when falling back into place, or he slipped when landing and fell backwards under 
the cage into the shaft.

Green had a reputation of being a careful miner, but fond of practical joking, par 
ticularly with the hoist-man, who came from the same part of Nova Scotia as he did.

The coroner's jury brought in a verdict of accidental death.

Nipissing Silver Mine

At the Fourth of July shaft of the Nipissing mine on May 3rd, Quintimo Gizzi, an 
Italian, 24 years of age, employed as a hammer-drill runner, was asphyxiated through 
inhaling the gases emanating from blasting operations. Gizzi and his helper were oper 
ating a hammer-drill in raise 101-15. Prior to this they had worked on the 101-14 raise, 
which was up about 40 feet, drilling alternate rounds in these raises. Work in raise 101-14 
had been stopped, and on the morning of May 2nd the captain told Gizzi and his partner 
that nothing more would be done in 101-14 except to blast the round that was already 
drilled off. At the same time he warned the men about the danger of gas in this raise. 
He also stopped the pipe-men from putting an air line into this raise. On 3rd May the 
captain went up into the raise to see that everything was all right. He then told Gizzi 
and his partner to shoot the cut in this raise at the noon hour. Ten holes were fired, 
using 27 sticks of 60 per cent, dynamite and 8 sticks of cheddite. No. 6 caps 
were used and placed in the stick of cheddite. During the forenoon a trammer 
was put to work drawing off from the raise, and six cars of rock were run 
out. After dinner the trammer was cleaning up around the tracks and had his first 
car half full, when he saw Gizzi come in and go up the raise. The trammer filled the 
car, trammed it to the station, returned, and had only put in a few shovels of rods 
when he noticed Gizzi partly sitting and partly lying on the first landing of the raise, 
with legs hanging down in the drift. Apparently the trammer did not pay much atten 
tion to him, as he was himself partly overcome by the gas, and also seemed an excep-- 
tionally stupid man. About this time Gizzi's partner came along on his way to raise 
101-15 and the trammer told him that his partner was lying on the platform. The body 
was immediately taken down, carried to the surface and an attempt made to revive him. 
The doctor arrived about two o'clock, and said that life had been extinct some few 
minutes.

Gizzi was described as an unusually good man. On returning to work after dinner 
he was interested enough to want to see how the holes had broken, and either did not 
realize the danger of gas, or thought that he would get out so soon that it would not 
affect him. He went up the ladder probably a short distance only, when he felt the gas 
and tried to come back. He reached the platform, but, before he could step to the next 
ladder, he collapsed into the position in which he was found and died in a few minutes. 
If he had fallen from the landing to the floor of the drift, a distance of only about seven 
feet, he would have been all right.

The coroner's jury brought in the following verdict: That the deceased came to his 
death in the Fourth of July shaft of the Nipissing mine in the raise by being overcome 
with gas, having gone into the raise contrary to orders.

Vipond Gold Mine

At the Vipond mine on May 27th, M. Buchanan, a Canadian, 45 years of age, drill- 
runner, was injured by the explosion of a stick of No. 3 gelignite in the broken rock in 
No. 2 raise. This raise is up 70' feet from the second level. Six holes were blasted at 
midnight on the 26th to square up the round, and two holes were reported short. The 
shift boss inspected the raise at l o'clock and found the two missed holes, which were 
blasted at 5 o'clock, as the night shift went off duty. At 7 o'clock Buchanan and his 
helper went into the raise, and the former got through the bulkhead over the ladderway



to clear the broken rock off the bulkhead. In picking down the loose rock into the 
chute he must have struck the gelignite with his pick, as he was thrown into the chute. 
The explosion filled Buchanan's hands with fin  dirt, and the fall into the chute injured 
him about the head.

He lei't the Mines Hospital at Porcupine on June 1st, notwithstanding that the 
diagnosis there showed him to have a fracture of the frontal bone of the skull. After 
remaining in camp for a couple of weeks, Buchanan went to visit friends in Buffalo, 
N.Y., where he became seriously ill. He was taken to Mercy Hospital on 21st June, 
and died on the 24th of that month. As the interment was at Buffalo, there was 
no opportunity for holding an inquest, required in the case of fatal mining accidents by 
section 163 of the Mining Act of Ontario.

Metallurgical Works

Algoma Steel Company.

At the blast furnace department of the Algoma Steel Company, Sault Ste Marie, on 
April 27th, John Sharp, a Canadian, 49 years of age, employed as water tender in the 
main boiler room, was asphyxiated. In the boiler room is a series of 12 water-tube 
boilers. These boilers have been in place for some years, and are of a type of structure 
now obsolete. The length of the water tubes is from 18 to 20 feet, and the fuel ordin 
arily used is blast furnace gas. Coal is used when, through some breakage at the blast 
furnace, the gas is off. At a height of about 20 feet from the floor is a platform run 
ning the whole length of the boiler room, and on the boilers about 4 feet above this 
platform are the water guages and the valves for turning the water into the 
boilers. The boilers are all fed from the water pipe at the back in which the water 
is at a pressure of from 160 to 175 Ib. The duty of the water tender is to see that the 
water is kept at a constant height in each of the boilers. The deceased had been em 
ployed at this work for some years and was thoroughly familiar with the operation. It 
was brought out at the inquest held at Steelton on May 2nd that the deceased and one of 
the firemen by the name of H. Rhodes had been, through an arrangement of their own, 
taking turns of two hours each on this work. The other man when relieved would go to 
the main floor of the boiler house and tend fires. This arrangement was made on account 
of the gas and heat encountered on this elevated platform. Rhodes had been tending 
the water from 1.30 to 3.30 a.m. on April 27th, when he was relieved by Sharp. Rhodes 
stated that the gas was much stronger than usual that night, and at 4.30 he noticed an 
escape of steam from some of the boilers. He went up on the platform to see what was 
wrong, and found Sharp lying on the platform. Rhodes was apparently somewhat dazed 
and acted rather foolishly, as he came down without attempting to bring Sharp with 
him, ran into the power house, about 30 feet distant from the boiler house, and shouted. 
He then went back and up on the platform and was there overcome by gas himself. 
About this time the chief engineer in the power house noticed that the steam was going 
down, and went into the boiler house to ascertain the cause. By this time one of the 
boilers was leaking steam very badly, and the boiler house was consequently quite full 
of steam. The other fireman there being two was an Italian, and, in reply to the 
engineer's questions, stated that Sharp was dead. The engineer went up on the plat 
form and ran into Rhodes, who was unconscious, and brought him down. Owing to the 
steam they were unable to do anything for some time, and it was not until 5.15 a.m. 
that Sharp was brought down. The doctor was then present, and worked on him for 
about half an hour, but was unable to resuscitate him.

At the coroner's inquest the blast furnace superintendent, his night foreman, and 
the mechanical superintendent and his chief assistant were called as witnesses, and 
through an examination of these men and also through an examination of Rhodes and 
Arthur Dicen, the night engineer, it was clearly seen that there was such a division of 
authority that no one seemed to be in charge of the boiler-house men on the night shift. 
The blast furnace superintendent and his assistant asserted that these men were under 
the mechanical department; the mechanical superintendent contended that he only had
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supervision of repairs and installation of the machinery, but not of its operation; the 
engineer in the power house alleged that he had no authority over the men in the 
boiler house; the men in the boiler house did not know who their boss was. As a result 
there was no proper supervision of the boiler house on the night shift.' Both the blast 
furnace superintendent and the mechanical superintendent say they had no complaint 
of the prevalence of gas in the boiler house, although it was shown at the inquest that 
it was quite a common occurrence. The main gas pipe in the boiler room has four 
explosion doors. These were put in as a protection in cases of slips in the furnace. 
Around these explosion doors and also around the pipes leading into the furnace there 
was considerable leakage of gas. There was also a gale blowing from the northwest on 
the night of the accident, which apparently made the gas much worse than usual in the 
boiler room.

The coroner's jury brought in the following verdict: That John Sharp came to his 
death by suffocation from gas on account of excessive leakage from the main pipe from 
the explosion doors inside the boiler house. We are of opinion that said leaks were 
allowed to exist through the negligence of the superintendent operating the blast fur 
nace. We strongly recommend that the Inspector of Mines' attention be called to the 
fact that men in charge of these boilers should have proper certificates displayed on 
their work.

Canadian Copper Company

At the reverberatory furnace of the Canadian Copper Company, Copper Cliff, on 
May 13th, Philip Lamichuck, a Canadian of Polish descent, 28 years of age, employed 
as head man in the drying plant for the fines, was killed by being crushed by the rabble. 
This dryer is about 140 feet in length and 10 feet wide. The ore is fed by an automatic 
feeder from a hopper at one end and is carried by rabbles over the plates to the far end 
of the dryer, where it is removed by a screw feed to the bins. The rabbles are attached 
to a chain drive at each end of the dryer. They travel at a speed of half a foot per 
second, and are placed 50 feet apart. The return rabbles pass over a framework about 
5 feet above the drying surface and over two sprocket wheels at the end near the ore 
bin. Some little trouble had been experienced owing to the rabbles getting stuck, and 
a clutch was arranged so that when any obstruction was met with the rabbles stopped. 
This part of the plant had been in operation from four to six weeks only, and the 
deceased had been employed in it during that time.

On the night of the accident there were only two men working in this building, 
one of them being the deceased and the other an Italian. The deceased was the head 
man working under the shift boss. At about 3 a.m. the helper, who was working at the 
end of the dryer farthest from the bins, saw the rabbles stop, and immediately threw 
out the clutch and started to find out what was the matter. When he got to the .end of 
the dryer at the ore bins he found Lamichuck lying face down under one of the rabbles. 
He immediately gave the alarm and a doctor was summoned, but Lamichuck was dead 
when taken out. A post-mortem examination by Drs. McAuley and Harris showed that 
there was a rupture of the liver about four inches in length and bruises above the right 
scapula. The doctors stated that death would be practically instantaneous. No one saw 
the accident, and no one knew why Lamichuck got on the dryer in such a way as to be 
caught by the rabbles. According to the evidence of William Todman, who was in 
charge of the machinery part of the dryer in the day time, Lamichuck had been warned 
a few days before the accident not to get on the dryer. The only explanation for the 
accident seems to be that the feed clogged, and Lamichuck, instead of stopping the 
machinery, got up on the dryer to start the feed running again, and, while engaged at 
this work, was caught by the rabble.

An inquest was held at Copper Cliff on May 17, and the coroner's jury brought in 
the following verdict: Philip Lamichuck came to his death accidentally by being caught 
by the rabbles in the flue-dust drying department of the reverberatory plant, due to his 
being on top of the dryer when the rabbles were in motion, against the foreman's orders.



Serious Non-Fatal Accidents
Buffalo Mine

At the Buffalo silver mine, Cobalt, on April 6th, John Nowork, drill-runner, received 
a fracture of the leg which incapacitated him for about four months.

Nowork and his partner were engaged taking down some loose ground. In perform 
ing this work a large piece of rock fell and crushed Nowork against the wall, causing 
the above injuries.

Cobalt Lake Silver Mine

At the Cobalt lake mine on June 13th, Stephan Fryarczuk, a trammer, had his leg 
fractured by a bucket falling off the truck. The injured man was engaged landing a 
bucket at the head of No. l winze at the No. 6 shaft, but did not place the bucket 
squarely on the truck. The bucket had been detached from the cable and he endeavored 
to pull it over on the truck, but, in so doing, upset it on himself, causing the fracture 
above mentioned.

Dobie Gold Mine

At the Armstrong-McGibbon camp of the Dobie Mines, Limited, William Bradley, a 
miner, received a number of flesh wounds through drilling into a missed hole while at 
work in the shaft. Sinking was being done by hand in a shaft 40 feet in depth, 50 per 
cent, dynamite being used for blasting. A round of holes was fired, and it was thought 
that all had exploded. After the broken rock was hoisted from the shaft the men 
started drilling, and apparently drilled into a hole which had either missed fire or had 
been cut off.

Dome Gold Mine

At the Dome mine on June 27th, John Cleversley, mill man, sustained a fracture of 
the left arm by being caught in a conveyor belt. The injured man was engaged putting 
on belt dressing while the machinery was in motion.

Mond Nickel Company

At the Frood Extension mine on June lith, Steve Latoski received a scalp wound 
on the outer plate of the skull through being struck on the head by a piece of rock while 
working in the shaft. The injured man had gone into the shaft after blasting, and had 
neglected to clean the timbers.

Nipissing Silver Mine

At the Nipissing mine on May 22nd, Isidore Dubois and Z. Vachour, machine runner 
and machine helper respectively, suffered flesh wounds about the legs as a result of 
drilling into an old bottom in which there remained unexploded a small quantity of 
dynamite. The two men were starting to drill a hole in the left hand side of the drift 
and started it about 2 inches above the bottom of an old hole. The drill gradually 
worked down into the old bottom and a light explosion took place, injuring the men 
about the legs only. On an examination being made of the hole after the explosion, a 
few pieces of dynamite were found in it. It would therefore seem that some dynamite 
was still left in the hole after two explosions had taken place.

Right of Way Silver Mine

At the Right of Way mine near Whitefish, west of Port Arthur, an accident occurred 
on April 22nd which caused injuries to A. Hill, M. Henrickson, J. Hill and G. Resta. 
The men were drilling by hand in a shaft 45 feet deep, using 60 per cent, dynamite, 
manufactured by the Canadian Explosives Company. A round of holes had been blasted 
and one hole had failed to explode. This was reblasted, and after the broken rock was 
hoisted out of the shaft, the men again began drilling. Two of the men apparently 
started drilling in an old bottom, causing an explosion and injuries to the above-named 
men.
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Tetniskatning Silver Mine

At the Temiskaming mine on May 21st, Chas. Flynn, machine runner, received a 
fracture of the ankle. Flynn was working in a raise about 30 feet above the 250-foot 
level taking down some loose rock, working from a platform which was resting on two 
spreaders. When the rock fell it broke one of these spreaders, causing Flynn to fall a 
distance of 5 or 6 feet.

Trethewey Silver Mine

At the Tretheway mine on April 27th, Mike Slysczuk, an Austrian, employed as 
hammer-drill man, was injured by falling off the staging into the stope. Slysczuk) in 
company with two other workmen, was engaged in lighting a round of 21 holes, when 
a blast, about 300 feet distant on the same level, blew out their lights. The men did not 
attempt to relight their lamps, and, on going out of the stope, Slysczuk missed his foot 
ing and fell about 15 or 20 feet into the stope, rolling down the rock pile to one of the 
chutes. Two men who were passing heard his groans and got him out before the ex 
plosions occurred. The only injuries sustained by him were a strained shoulder and 
some minor cuts and bruises.

This accident shows that men should never be loading or lighting holes when blast 
ing operations are being carried on near enough to put out their lights.

At the Tretheway mine on June 14th D. McA. Newlands, a laborer, received injuries 
to his spine which may cause permanent disablement. Newlands, with some other men, 
was engaged in tearing down a settling box in the old shaft house. He was standing 
on it prying it loose when it suddenly gave way and fell to the floor, carrying him with 
it and causing injuries above mentioned.






