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Introductory Letter

To THE HONOTJBABLE W. H. HEABST,
Minister of Lands, Forests and Mines.

SIB, I beg to hand you herewith a Report on the Mining Accidents of Ontario for 
the first quarter, of the present year, prepared by Mr. E. T. Corkill, Chief Inspector of 
Mines.

The figures contained in the Report are far from satisfactory or reassuring. They 
show an extraordinary increase in the number of casualties, both fatal and non-fatal, 
as compared with the corresponding period of 1912. The Chief Inspector is at a loss 
to suggest a reasonable explanation of this increase, which is not confined to the opera 
tion of any one particular cause, but which obtains in practically all the leading causes 
of accident. The toll taken by death from the mineral industry during the period was 
thirty lives, or at the rate of one for every three days. The increase is shared in by 
all branches of the industry. Thus, in the mines proper there were 21 fatalities as 
against 8 in the same quarter of 1912; in the quarries 4 and in the metallurgical 
works 5, as against none in either last year.

Something must be allowed for the natural hazard in mining and quarrying opera 
tions which nothing can wholly eliminate; but there is a wide margin of preventable 
casualties, and it is not to the credit either of the mining companies and their man 
agers on the one hand, or of the working miners on the other, that this margin should 
be so large. To the accidents for the quarter, pure mishap contributed a larger share 
than usual; neglect of proper precautions by mine managers was responsible for several 
deaths; and on the part of employees recklessness, incompetence and sheer stupidity 
in a number of cases led directly to a fatal result.

The record is made public so that all concerned may know the facts, and if pos 
sible be led to appreciate the truth that nothing short of everlasting vigilance will 
"bring about a much-needed improvement.

There are now three Inspectors of Mines Mr. E. T. Corkill, Chief Inspector; 
Mr. T. F. Sutherland, and Mr. E. A. Collins. For the present Mr. Corkill's address is 
Toronto, Mr. Sutherland's, Cobalt, and Mr. Collins', Kingston. It will be noted from 
the Report that the penalties imposed by law have been invoked by the Inspectors in 
several instances, and future offenders may expect similar treatment.

I have the honour to be, Sir,

Your obedient servant,

THOS. W. GIBSON,
Deputy Minister of Mines.

Bureau of Mines,
Department of Lands, Forests and Mines, 

Toronto, 5th April, 1913.





MINING ACCIDENTS IN ONTARIO
For

January, February and March, 1913 

By E. T. Corkill, Chief Inspector of Mines

The accidents in the mines of Ontario during the months of January, February and 
March, 1913, have been more numerous than in any preceding quarter in the history of 
mining in Ontario. There have been 21 men killed in or about the mines, 5 men 
killed at metallurgical works, and 4 men killed at quarries. This is a most deplor 
able showing as compared with the same months of any preceding year. It is difficult 
to account for the sudden and large increase.
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The total number of non-fatal accidents reported during the quarter at mines,, 

metallurgical works and quarries was 148, involving injuries to 150 men, made up 
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Fatal Accidents—Mines
Canadian Copper Company

At the Creighton mine on January 5th Louis Dishno was killed by being run over 
by a skip on which he was riding. Dishno was an American, 25 years of age, employed 
as powder-man, at which work he had been engaged for one and a half months. At 
7 a.m. Dishno, J. W. Brown, level boss, Antonio Rosyka, skip tender, and Louis Pero, 
skip tender, got on the skip at the fifth level of No. 2 shaft to ride to the surface. 
Dishno and Brown were sitting on the bale of the skip and the other two men were 
in the skip. When about 10 feet above the third level there was a slack in the cable 
and the bale fell slightly forward, causing Dishno and Brown to be thrown into the 
shaft. Dishno was run over by the skip, and Brown fell on the skip track, having 
his left hand crushed so badly that amputation was necessary. One of the men on 
the day shift, who was passing the third level shortly after the skip went up, heard 
Brown calling and went to his assistance. The two men who were in the skip got off 
at the surface and did not inform the surface skip tender of what had happened. One 
of them started down the shaft and the other went to the dry.

It was brought out at the inquest, which was held at the Creighton mine on 
January 10th, that these men had ridden up on the skip a number of times before the 
day of the accident, choosing a time when they were quite sure that the superintendent 
and the mine captain were away. About two months before the accident occurred 
Brown, the level boss, had been warned by the superintendent that he would be dis 
charged if ever found riding on the skip. The company have notices posted at the 
collar of the shaft and at all the levels forbidding men riding on the skip, and, as 
far as could be ascertained, live up to the requirements of the Act.

In view of this, it was deemed advisable to prosecute the two workmen who were 
 on the skip at the time of the accident for violation of rule 31, section 164, of the 
Mining Act. Information was therefore laid before Police Magistrate Brodie of Sud 
bury, and one of the workmen fined Sf25.00 and costs. The other workman left the 
mine and could not be located.

At the Creighton mine on January 15th MiKe Wazne was killed, by being struck 
"by falling ice. Wazne was an Austrian, 43 years of age, married, and had been 
employed as a trammer in this mine for some years. On the day of the accident he 
was working on the fourth level, open cut, about 25 feet south of No. 2 pillar, in 
company with four other trammers. About 11.45 a.m. a large piece of ice fell from 
a point on the hanging wall about 70 feet above the fourth level, striking No. 2 pillar
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and rebounding. One piece struck Wazne on the head, and killed him instantly. The 
ice that fell was part of an accumulation that had formed from water running from a 
drill hole, extending to a ledge about 12 feet below; only the lower part of the mass 
fell. On the day of the accident the weather was mild, as it had been for a few daya 
previous. The water running from the drill hole over the ice had apparently meltedl 
it around the bottom where it rested on the ledge, and it consequently broke off byr 
its own weight. The accumulation of ice at this point had been taken down about - 
three weeks before the accident, and at that time it had been found necessary to blast: 
in order to loosen it. The superintendent and bosses had been watching this ice, but 
did not consider it in any danger of falling.

At the No. 3 mine of the Canadian Copper Company on February 15th Charles 
Wadsworth was killed, by falling from a ladder in the rock house, a distance of 15 feet. 
Wadsworth was a Canadian, aged 26, single, and was employed as a laborer by the 
Hamilton Bridge Works Company, who have the contract for erecting a head frame 
and rock house at No. l shaft of the No. 3 mine of the Canadian Copper Company.

On the morning of the accident several men were engaged in hoisting steel plate 
to a height of about 25 feet, where it was to be attached to the steel head frame. 
Wadsworth was assisting in this work. At 9 o'clock the foreman told the men to quit 
work on account of the cold. A platform had been laid across the beams at a height 
of about 15 feet from the ground, and the men had to walk across this platform to a 
ladder which reached to the ground. Wadsworth was the last man to leave the plat 
form, and, in stepping from it to the ladder, he apparently slipped and fell to the 
ground, lighting on his -head and shoulder, and breaking his neck. He died in the 
Sudbury hospital next day.

The ladder did not reach quite to the platform and it was necessary for the men 
to step down on a girder in order to reach it. There were no eye witnesses as to 
how Wadsworth came to fall. He was seen to step from the platform to the girder 
and the next seen of him was on the ground. If the ladder had reached to a height 
of about two feet above the platform', as it should have done, the man would probably 
not have been injured.

Canadian Gold and Silver Mining1 Company

Thomas Michael McAndrews, a Canadian, aged 30 years, single, employed as a 
trammer at the Alexandra mine, Cobalt, was instantly killed in the shaft at the 
300-foot level at 2 p.m. on February 22nd by a falling cross-head.

Underground work at this mine commenced on February 19th, and McAndrews 
went to work on February 20th as a trammer. A cross-cut was being driven from 
the east drift on the 300-foot level at a distance of about 30 feet from the shaft, and 
another cross-cut from the west drift at about 150 feet from the shaft, one machine- 
drilling alternately in each face. Blasting was done by fuse, and the men rode the 
bucket and cross-head away from the shots. The cross-head was not equipped with . a 
safety device, and the men had been warned to look out for the cross-head and not 
to ride the bucket, although this latter rule was not strictly enforced. The cross-head 
came to within 10 feet of the bottom of the shaft, and, when riding, the men would 
climb up to the first landing and get on the cross-head and the bucket from there.

At 2 p.m. the miners were ready to blast in the east drift, and told McAndrews 
that they were going to shoot after the bucket which he was loading was sent up. The 
bucket was hoisted, emptied and returned, the blasting signal being then given and 
answered by the hoistman. McAndrews went out to the station, climbed up to the 
landing and stepped into the bucket without noticing that the cross-head was not 
there. The swing in the cable caused by his stepping into the bucket apparently 
started the cross-head, which fell, striking him on the head.

The cross-head should have been equipped with a safety appliance so constructed 
that the cross-head could not stick in the shaft without also stopping the bucket.
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X Mining Act, section 164, rule 33.) This was discussed between the mine captain and 
the manager and a cage ordered, but no change made in the cross-head.

The coroner's jury brought in the following verdict: That Thomas McAndrews, 
^rho was killed on Saturday, February 22nd, 1913, at the Canadian Gold and Silver
 Mining Company, Coleman township, came to his death by the falling of a cross-head 
in the shaft of the Canadian Gold and Silver Mining Company, due to criminal negli 
gence on the part of the management.

Cobalt Lake Mine

Nicholas Giani, a Polander, aged 28, married, employed as a trammer by the 
dobalt Lake Mining Company, was killed by the cage in the No. 4 shaft at noon on 
[February 18th.

Giani had been in the employ of this Company for ten months. At the time of 
the accident all the men were raised and lowered through the No. 4 shaft, the time 
'Office and the dry being at this shaft. This shaft is a downcast and very wet, con 
sequently there is considerable ice. It has two compartments, with the man-way on 
the east side, the cage being loaded and unloaded from the west end. The pump 
station at the bottom level is on the east end.

At the time of the accident men were being hoisted from the bottom level, the 
only one at which work was being done. Between 30 and 40 men, mostly foreigners, 
were at the station. Seven men got on the first cage and two were ordered off by 
the trammer boss. Giani then slipped around tp the man-way side, intending to get 
on the cage from that side without attracting the attention of the cage-tender. On 
the second trip five men were put on from the station side and the cage rung up.
 Giani tried to jump on, but was caught between the timber and the cage guard. His
 companions on the cage, all foreigners, pulled him on, but he died a couple of minutes 
after reaching the surface, his jugular vein being severed and the base of the skull 
probably fractured.

The coroner's jury brought in a verdict to the effect that the deceased met his 
death at No. 4 shaft of the Cobalt Lake mine on the 18th February, 1913, at about 
12 p.m., by an accident caused through disobeying orders in boarding the cage on the 
wrong side.

Cobalt Townsite Mine

Peter Sjokvist, a Swede, aged 35, married, employed as a hammer-drill runner at 
the Cobalt Townsite mine, received injuries from a premature explosion at 4.15 p.m., 
March 26th, which resulted in his death two hours later in the Cobalt Mines hospital. 
His hands and the front of his head were blown off and his eyes blown out.

Sjokvist had been in the employ of this company for the last five months, and 
"was working in "Q" and "L" stopes at the 200-foot level, near their intersection. On 
the day of the accident he had been drilling in "Q" stope, and was told to fire in "L" 
stope before coming off shift, in which there were five cut-off holes. He took nine 
fuse, intending to blast the five missed holes and four others. He had loaded three 
holes when the explosion occurred. The nine fuse were found, also his powder and 
tamping, a wooden punch and the loading stick. The stick was not broken, and had 
evidently not been in the hole when the explosion occurred. There was no sign of a 
scraper or steel. His lamp was badly broken. The cause of the explosion is unknown, 
the only suggestion offered being that he was looking into the hole with his light. 
Very little rock was broken by the explosion, showing that it was one of the cut-off 
holes that exploded. The deceased had been mining fifteen years, seven years of the 
time in this country, and was a careful workman.

Henderson Talc Mine

At the Henderson talc mine on March 17th Fred. Rogers was killed by being 
^struck by falling ground. The deceased was a Canadian, 35 years of age, married, and 
"had been employed as a trammer for several months. The accident occurred in the
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stope on the 80-foot level, No. 2 shaft, about 30 feet from the shaft. This stope is 
about 35 feet long, 30 feet wide and 28 feet high. It has been timbered on the square- 
set system, using posts and caps 6 feet long. The method of mining is to mine out 
the talc for a width of six or seven feet across the ore body, carrying this slice through 
to the height of the stope and putting in the timber as soon as there is room for it. 
The last row of sets on the end where the accident occurred had been carried up to 
two sets in height, and the talc above this mined, so that there was room for putting 
in two additional sets. On the Saturday before the accident the shift boss with two 
other men had scaled the end of the stope, and had found a crack in the ore, but were 
unable to take any loose material down. Four men went to work in this stope on 
Monday morning, March 17th and had been working about half an hour when there 
was a fall of ore. Fred. Rogers was fatally injured, dying about three hours later; 
Stephen Milan had his back seriously injured, and Wm. Young received a broken leg. 
The other man working near was not injured. The three injured men were partially 
buried in the ore, but were speedily taken out by the other workmen.

From the evidence taken at the inquest held at Madoc by Coroner Harper on 
March 18th it would seem that a few tons of talc fell at first, but, some time after 
the injured men were removed, there was a larger fall, which completely blocked that 
end of the stope and carried out a number of the timbers. From an examination of 
the stope after the accident it could be seen that the large block of talc fell from the 
end of the stope, its fall being due to a slip which extended for about ten or fifteen 
feet, and was vertically across the end of the stope. There was another slip appar 
ently parallel to the hanging wall side of the stope, so that the large piece of talc was 
unsupported in any way on two of its sides. The bottom of the piece that fell came 
from a point about ten feet above the floor of the stope. Stephen Milan, one of the 
injured men, stated that about ten minutes before the fall several small pieces of ore 
fell near where they were working, but, as he was inexperienced, he did not realize 
the danger or act on the warning given.

The mining of this body of talc is very difficult on account of its softness. It 
has been found necessary to timber even the drifts that are six feet in width. It was 
thought that mining by the square-set system would be safe, but this accident has 
proved that even this method is not suitable to the ground. The coroner's jury brought 
in a verdict of accidental death.

Hudson Bay Mines (Qowffanda)

William McGuiness, a Canadian, aged 61, married, and David McNair, a Scotch 
man, aged 30, single, employed as miners, were instantly killed at 8 a.m. on February 
20th, Louis Schack, a Polander, aged 33, single, employed as a trammer, being slightly 
Injured in the same accident.

The accident occurred in the south cross-cut at the 200-foot level from the No. 3 
shaft of the Hudson Bay mines, Gowganda, and was caused by McGuiness and McNair 
drilling into a centre cut-hole in the face which contained about two sticks of cheddite. 
For the month prior to the accident hand steel had been used underground. On February 
19th the night shift, consisting of two men, drilled four holes in the south cross-cut. 
At 5 a.m. they blasted these holes and two in the north cross-cut, getting only five 
reports, but thinking that two holes had gone at once. The fact that there was one 
report short was not reported to the next shift. The day shift, comprising two ham 
mermen in each cross-cut and one trammer, in the south cross-cut, came on at 7 a.m. 
McGuiness and McNair examined their face, and about 8 a.m. were ready to drill. 
They sounded the centre cut-hole with a scraper, found that there were eight or ten 
inches left, and thought they felt the bottom. They started drilling in this hole, 
McGuiness twisting and McNair striking. After at least two minutes' drilling the 
explosion occurred, both men being instantly killed. This centre cut-hole was 30 inches 
deep and loaded with four sticks of cheddite. Evidently only part of the powder ex 
ploded, and the following shots partly filled the hole with small rocks. This accounts
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for the men thinking the scraper was hitting the bottom of the hole and also for their 
drilling at least two minutes before the explosion occurred.

From the evidence taken at the inquest it was shown that reports short had been 
reported to the next shift when machines were used; since the use of hand steel, how 
ever, this practice had been neglected, unknown to the captain. It was also brought 
out that drilling in old bottoms was forbidden.

It would appear that McGuiness was the man responsible for the accident. The 
rock was hard, and an old hammerman like McGuiness would always take advantage 
of an old bottom if he thought there was no powder in it. McNair would naturally 
follow the older man's lead.

The coroner's jury brought in the following verdict: That David McNair and 
Wm. McGuiness came to their deaths at the Hudson Bay mine on 20th February, 1913, 
at about 8 a.m. The cause of death was an explosion which took place while they were 
drilling in the bottom of an old hole, which was an act of carelessness on their part. 
We wish to warn miners of the danger of neglecting to warn workmen following them 
on shift as to missed holes, as we find that this had not been done in this case. We 
also suggest that all orders issued for the protection of miners should be conspicu 
ously posted in writing. We also recommend that the powder in use at the Hudson 
Bay mine be examined as to its condition as a safe explosive.

Mcintyre Porcupine Mine

At the Mcintyre Porcupine mine, Schumacher, on January 8th, at 9.45 a.m. R. E. 
Dube, a French-Canadian, aged 22, married, employed as a carpenter, was instantly 
killed, and O. Charon, a French-Canadian, aged 20, single, also a carpenter, was seri 
ously injured, dying on January 24th from his injuries.

The accident was caused by the breaking of the chord of a roof truss on which 
the men were working, and from which they fell a distance of 50 feet. Dube had his 
skull crushed by timbers falling on him and was dead when picked up. Charon sus 
tained a compound fracture of the jaw and showed evidence oT a fractured skull. 
Accompanied by a doctor he was sent to Montreal on January 9th. Owing to the strike 
in Porcupine these men had been brought from Montreal about three weeks before the 
accident to work on the Mcintyre mill. Both were young, but had hafl one or more 
years' experience at carpenter work.

At the time of the accident they were putting up the trusses for the roof of the 
mill above that part which will be occupied by the tube mills, and were working at 
an elevation of 50 feet. Seven trusses were required at this place, and the chords of 
these trusses had been placed in position and held by drift bolts. These chords were 
25 feet long, of 8 by 10-inch jack pine, and spliced at nine feet from one end. The 
splice was a three-foot sleeve, bolted at each end by two %-inch bolts. Planks were 
placed as runways from chord to chord, and the remaining members of the trusses 
 were being hoisted up to the two men. This was done by means of pulleys attached 
to a gin pole, and worked by two laborers on the floor of the mill. Dube and Charon 
received the timbers as hoisted and distributed them to their respective positions. 
While distributing a load, the chord on which they were standing broke without warn 
ing, causing their fall to the floor of the mill. The drift bolts kept the two ends of 
the broken chord from falling, but about eight planks, braces, etc., fell with the men.

On examination it was found that the chord had broken at one end of the splice 
where the two %-inch bolts were driven. A knot between the bolts also helped to 
weaken the chord at this particular place. The timber was green jack pine, and the 
break was clean without any splintering. At the time of the accident it was between 
15 and 20 degrees below zero, and the frozen jack pine broke like an icicle.

The load that the trusses would have to carry had been figured out by the con 
struction engineer, and the work was under the supervision of a competent man. Had 
a better grade of timber been used, the accident would not have occurred. The timber 
was obtained locally.
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The coroner's jury brought in the following verdict on the death of R. E. Dube: 
That the deceased came to his death through the breaking of a chord of a truss, which 
caused his fall to the ground, a distance of 48 feet. In the opinion of this jury the 
death was due to an unavoidable accident. The Mcintyre have used such precautions 
as would appear necessary, and should be exonerated from blame.

Mond Nickel Company

At the Garson mine on January 14th, at 4.15 a.m., Oleska Melnyk was killed by 
being struck by falling rock. Melnyk was a Polander, 28 years of age, single, and was 
employed as sledger in stope 33 on the third level of the Garson mine. His death was 
caused by the fall of a large piece of ore from the roof of the stope.

When the shift went to work at 7 p.m. the machine-man and helper in stope 33 
were told to scale the roof. They worked at this until about 10.30 p.m., when they 
started to set up their drill. There was one piece of ground which sounded drummy, 
but they did not take it down on account of not having any sharp gads. They brought 
some gads down after dinner, but did not do any work at taking down this loose piece. 
At 3 or 4 a.m. Tomiz Kasyczszyn and the deceased, who were sledging near this loose 
piece, saw a crack in it, got a gad and began to work at it. The shift boss, John 
Sjoholm, came into the stope while this work was going on but did not give any in 
structions. The two sledgers apparently worked at this piece for about three-quarters 
of an hour, when a large piece suddenly fell, one corner of it striking Melnyk, break 
ing two ribs and crushing his right leg very badly. He died about 12.30 p.m. the 
same day.

The piece of ore that fell was about 12 feet in length, 6 to 7 feet in width, and had 
an average thickness of one and a half feet.

At the time of the accident Melnyk was watching Tomiz Kasyczszyn, who was ham 
mering with a gad on the other side of the piece. He apparently thought he was stand 
ing far enough away to be clear in case of its fall. The accident might have happened 
to the most experienced scaler, as the piece was much larger than anyone who had 
examined it thought. The shift boss, however, should have insisted upon the machine- 
men taking it down before doing any work near it.

At the Frood Extension mine on January 20th at 10.30 a.m., Yalmar Norme was 
killed by being struck on the head by a block of wood falling from the head frame. 
The deceased was a Finlander, 23 years of age, single, and was employed as drill 
runner. The shaft at the Frood Extension mine is 500 feet in depth, with a station at 
the 400-foot level. In the shaft house there are two doors, which are closed when the 
bucket is being emptied. They rest on a piece of 4 by 8 nailed to the sheeting of the 
shaft, and also to the guides. A change had been made in these doors about the middle 
of November, and it was at this time that the supports were nailed to the sheeting. 
These supports were 26 inches long on one side and 13 inches on the other, so that 
one side rested on a stringer connecting posts on each side of the shaft. The shaft 
was sheeted above the surface by inch boards, and the support for the door was' nailed 
to this by seven 3-inch and two 4-inch nails. The constant jarring in closing the door 
had gradually pulled the nails through the inch board. A bucket of rock was sent up 
in this compartment about two minutes before the man was struck, and it would 
appear that, when the doors were closed, the piece which supported them fell to the 
bottom of the shaft, striking Norme a glancing blow. Norme sustained a severe frac 
ture of the base of the skull, from which injury he died in the Sudbury hospital about 
1.15 p.m. the same day.

The company should not have had these supports nailed to inch boards, and the 
deceased is also to blame for standing under the hoisting compartment after a loaded 
bucket had been sent up. The shaft is a four-compartment one, and the rock is being 
hoisted from Nos. l and 3 compartments. The men have orders to load one bucket, 
send it up, and then work at the other bucket, which would be at least six to eight 
feet away from the compartment in which the loaded bucket had been sent up.



14

Byliz Urin, an Austrian, aged 26, married, employed as a machine runner, was 
lulled at 8 p.m. March 14 in stope 41 of the Garson mine. He had been working at 
this mine since the 15th May, 1912.

This stope is 35 feet wide, and has been carried up on the broken material from 
the fourth to the third level. ThS day shift on March 14th blasted when coming off 
shift, and the night shift, coming on at 7 p.m., were scaling and preparing to drill. 
Urin was told to set up his machine on the hanging-wall side and drill a hole behind 
a bad piece of ground. From seven until eight o'clock he and his partner were scaling 
the back above where they proposed setting up. This work was practically finished, 
and the helper was engaged in carrying blocking, when a piece of ore weighing about 
500 pounds rolled down the stope and crushed Urin. From the place where Urin was 
working the broken ore in the stope sloped up at an angle of about thirty degrees for 
20 feet. The place where he was killed was about 15 feet from where he had been 
scaling. What started this piece of ore rolling down the stope is not known. Just 
prior to the accident one of the chutes from this stope on the 400-foot level had been 
blasted, and probably this was the cause.

Moose Mountain Iron Mine

At the Moose Mountain Iron mine, Sellwood, on January 30th, James McGregor 
-was killed by being crushed between two geared wheels. McGregor was a Scotch 
Canadian, forty years of age, married, and was employed as oiler at No. l mill, at which 
work he had been engaged since September, 1912. On the day of the accident he was 
engaged in his usual duties of oiling bearings and looking after the starting and 
stopping of the 50-h.p. motor which drives the conveyors.

The motor is covered by a small building 10 feet square, the gear and pinion 
running without cover. Just outside this motor-house is a second gear and bear 
ing, which is covered over, and is always oiled from the runway along the main con 
veyor. In order to more easily remove the small pinion near the motor, an opening 
24 inches by 10 inches was made in the wall adjoining the runway, and this was pro 
tected by a piece of rubber belting fastening at the top.

At one o'clock McGregor started the motor as usual. He had been told by the mill 
foreman to watch the bearing on the counter shaft to which some repairs had been 
made, as it might run hot. McGregor was seen going into the motor-house, and almost 
immediately after, repair-man Rooney saw his hand come out through the opening 
mentioned above, apparently in the act of oiling the outside bearing from the inside 
of the motor-house. In doing this he had to stoop down close to the inside gearing 
in which his clothing caught. The motor was stopped as soon as possible. McGregor 
was dead when taken out at 1,03 p.m.

The accident was due to negligence in not covering the gearing in compliance with 
Rule 47, Section 164, of the Mining Act of Ontario. The company were fined ?100.00 
and costs by Magistrate Brodie, of Sudbury, for violating the above rule.

Nipissing Mining- Company

Armand Lefebvre, a French Canadian, aged 28, married, employed as cage-tender, 
was killed at 8 a.m. January 15th at the Fourth of July- shaft. He had been in the 
employ of this company since 1908. This was his third shift as cage-tender at this 
shaft, although he had previously been employed at the same work.

The Fourth of July shaft is 190 feet deep, with two levels. Lefebvre and the 
nipper had the cage loaded with steel at the first level on the chairs, the guards being 
in position, and were unloading the steel, which was all for this level. Lefebvre was 
on the cage passing the steel out to the nipper, who was loading it on a car at the 
station. While a seven-foot steel was being passed out the cage started up. The steel 
caught against the station set and Lefebvre was thus pushed off the cage, falling down 
the shaft. He was picked up in the shaft at the second level, dead.
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From the evidence taken at the inquest it would appear that a Finnish machine 
runner named Nemi, working on the second level, came to the station with a broken 
lamp and wanted to go to the surface. He rapped on the pipe. This rapping was 
heard by the nipper on the first level and answered by him. The Finlander claimed 
not to have got an answer, and to have rung the station level 2 2. The signal came 
to the hoist-room as 3 1.

There is little doubt that the Finlander made a mistake and rang 3 l, and, when 
the steel and man fell to the second level, became frightened and went back to work. 
At first he denied ringing the signal bell, but afterwards admitted ringing 2 2.

The practice of ringing the station number on the signal bell had been allowed by 
the officials of the company at the Fourth of July shaft, which was an infraction of 
rule 46, section 164, of the Mining Act of Ontario.

The coroner's jury brought in the following verdict: Armand Lefebvre came to his 
death at the Nipissing Mines, Limited, Cobalt, Fourth of July shaft, Wednesday, Janu 
ary 15th, 1913. Either the wrong bells were given by the machine-man at the bottom 
or they were wrongly interpreted by the hoistman at the top, causing the cage to start 
while Lefebvre was unloading steel from the cage, and by some unknown means the 
deceased fell from the cage to the bottom of the shaft.

Information was laid against the drill runner, Nemi, for a violation of the Mining 
Act in ringing the signal bell, he not being the cage tender, and a fine of 110.00 and 
costs was imposed.

John McGoff, a Canadian, aged 34, single, employed as a miner at the Nipissing 
mine for a month, was injured in No. 2 winze, off No. l east drift, Meyers Shaft, at 
11.30 p.m., February 16th, dying from his injuries at the Cobalt Mines hospital at 
11 a.m., February 17th. He probably sustained a fracture of the base of the skull.

This winze, which was known as 73-3-34, was 78 feet in depth, vertical, and was 
being sunk under contract by a miner named Bergeron. On Sunday, February 16th, 
three sets of timber were being put in, Bergeron and his partner going on at mid 
night Saturday and working until noon Sunday. McGoff and his partner then went 
to work and continued until the accident happened.

The staging in the winze consisted of 3-inch planks, ten feet long, resting on 5-inch 
poles which were hung by iron rods from the four corners of the winze. These iron 
rods were %-inch iron, ten feet long, the lower end being turned into a square hook 
five inches wide and five inches deep, which held the cross poles of the staging. These 
poles were six feet six inches long, and projected about one foot beyond the hangers. 
The poles were prevented from slipping in the hangers by a 6-inch nail driven in the 
pole and bent around the hanger.

Everything had gone all right through the two shifts. The three sets of timber 
had been hung, and, shortly after 11 p.m., the staging was lowered for the last time 
to put on the blasting timbers. To do this the planks were hung by a chain to the 
 cable and the weight taken. The iron holders were then lowered one at a time, the 
cross poles not being taken out. When this was being done it is probable that the 
cross pole came out of the holder in some manner and was resting on the top of the 
hook. The planks were again lowered on the poles, and McGoff commenced to drive 
a wedge in the timber above him, when the staging fell, McGoff falling 25 feet and 
some of the planks falling on him. His partner was standing on the other side of the 
staging, beside the chain ladder. When he felt the staging going he grabbed the chain 
ladder and climbed out. No part of the staging was broken.

The coroner's jury brought in the following verdict: That John McGoff came to 
"his death on Monday, February 17'th, 1913, as a result of injuries received by falling 
with the staging in a. winze at the Nipissing Mines, Limited, Fourth of July Shaft, on 
Sunday, February 16th, the giving way of the staging being due to causes unknown 
to us.
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North Dome Mine
Victor Caries, an Italian, aged 35, married, employed as a miner at the North 

Dome mine, was killed by gas in the No. 2 cross-cut on the 250-foot level, at 5.30 a.m., 
March 4th.

On this level cross-cuts have been driven east and west from the north cross-cut 
at a distance of 20 feet from the shaft. The east cross-cut is in 25 feet and the west 
135 feet. At 3.45 o'clock on the morning of the accident 27 holes were fired 
in these cross-cuts, using 260 sticks of C.X.L. gelignite and No. 6 caps; seven 
reports were short. Steam was blown intoi the headings for about twenty minutes 
and then air for about thirty minutes. As it was now 4.20 a.m. Carlos, who 
worked in the west cross-cut, allowed his helper, who lived in South Porcupine, 
to go home. The two machine runners and one helper then went underground, and 
found five missed holes, two in the heading where Carlos worked and three in the 
east cross-cut. They came to the surface, gat powder, fuse and caps, and went under 
ground. They shut off the air in both headings and loaded the holes. When ready 
to blast, the helper from the east cross-cut went into the west one a short distance 
and called to Carlos. When Carlos replied that he was ready to blast, the helper 
returned; to his heading, helped to light the holes, and then went to the station. Carlos 
did not come, consequently the bucket was left for him and the other two men took 
the ladders. After the explosion help was obtained, and Carlos was found about 15 
feet from his heading, lying on the broken rock, alive. He had lighted the holes, but 
had been unable to get out. The shots, however, had not injured him. He was brought 
to the surface, but efforts to revive him were unsuccessful.

The explanation of the accident is that Carlos was gassed, but thought he would 
be able to light the holes and get out, overestimating his ability to withstand the gas. 
Had the workmen on this shift been careful, experienced miners, they would have 
recognized the gas and the danger from it. The air would not have been turned off 
either while loading or after the accident, and Carlos would have bee"h brought to the 
surface much' more quickly.

The underground ventilation at this mine is not good a ventilating pipe, with 
an air jet extended from the collar of the shaft to the bottom. This pipe was formerly 
continued into the west cross-cut, but, when the east cross-cut was started, the con 
cussion from blasting made it impossible to keep this pipe up.

The coroner's jury brought in the following verdict: We, the jury, find that the 
deceased, Victor Carlos, came to his death by accident, due to gas poisoning. No blame 
is attached to the North Dome officials. We recommend that one man be not allowed 
to go into a drift alone after shooting, to examine for or shoot missed holes.

Sam Musmueci, an Italian, aged 35, married, employed as drill helper, was in 
stantly killed at 4.20 a.m. on March 21st in No. 5 cross-cut on the 250-foot level of 
the North Dome mine, Porcupine, by drilling into a missed hole.

Mike Domanchick, an Austrian, aged 26, married, employed as drill runner, lost 
both eyes and sustained a compound fracture of the jaw in the same accident.

No. 5 cross-cut had recently been begun, and was in about ten feet from the shaft 
in a southerly direction. The face of this cross-cut was blasted at 4 a.m. March 20th. 
Thirteen holes, each loaded with five or six sticks of forcite and a No. 8 cap, were 
fired and 13 reports counted. The men reported to the captain that the holes had not 
broken to the bottom, and instructions were given to blast again before drilling. The 
day shift of March 20th and the night shift up to noon were employed timbering the 
shaft and repairing the pipes around the station. After this was done, the face of 
No. 5 cross-cut was scaled, and Domanchick decided it was not worth while re-blasting 
it. The drill was set up, and the third hole was being drilled when the accident occurred. 
This hole was started about two and a half inches from the right hand breast-hole, 
which was about two feet deep, the hole being pointed at such an angle that it ran 
into it in about 18 inches, an explosion resulting. Evidently about a stick of unex- 
ploded forcite remained in the bottom of the hole.
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The accident was due to poor judgment on the part of the drill runner. The 
angle at which the hole was started was such that it was impossible to avoid the old 
hole. The gassing fatality which occurred shortly before at this mine may explain 
why the deceased preferred to drill again, instead of firing this face in the middle of 
the shift. He was helper to the runner killed in the gassing accident on March 4th, 
and had been working in the Porcupine camp for a year, and for this company as 
drill runner for one and a half months; and, according to his brother, had had six 
years' experience as a miner in Europe.

Right of Way Mine

J. Colterman, a Canadian, aged 25, single, employed as a miner at the Right of 
Way mine, was struck by a falling cross-head at 1.30 a.m., January 8th, in No. 2 shaft, 
sustaining a scalp wound and dislocated neck. He died at the Cobalt Mines hospital 
at 5 p.m., January 12th, from pneumonia contracted after the accident. The disloca 
tion of the neck was not permanent, nor did it sever the spinal cord, only pinching it 
and causing partial paralysis of the lower part of the body.

No. 2 shaft has three compartments, and is 145 feet deep, with two levels and a 
12-foot sump. Up to a short time ago it was only worked from the first level, the 
lower part of the mine being full of water. Recently it was decided to deepen this 
shaft, and on December 25th one cage was taken off and the pump hung in the shaft 
with the cross-head. On January 6th a bucket was attached to the cross-head and 
sinking commenced. This cross-head was not supplied with a safety device, but a 
clamp was attached to the cable below the cross-head and about 16 feet above the 
bucket. On the night of the accident Colterman and three others had mucked out the 
sump and drilled a few short holes before supper-time. After supper two men were 
working at the pump. Colterman and his partner got powder and rode down in the 
bucket to the second level. Colterman afterwards rode the bucket down into the sump 
as he was going to repair the suction of the pump. While standing beside the bucket, 
he was struck by the falling cross-head.

From the evidence taken at the inquest it appeared that the bucket was at the 
surface during the noon hour, and this was its first trip underground after supper. 
The night was cold and the cross-head evidently froze to the guides in the shaft house, 
but what caused its fall was not brought out.

The company were entirely to blame for this accident, the cross-head not being 
supplied with a safety device, as required by the Mining Act (section 164, rule 33). 
The only excuse offered was that they were arranging to make a cross-head; that on 
January 5th the superintendent had looked up descriptions of safety appliances, and 
that it was their intention to instal one in a short time.

The verdict of the jury was that Colterman came to his death from pneumonia, 
following immersion and exposure, due to an accident at the No. 2 shaft of the Right 
of Way mine.

Information was laid against the company before Magistrate Atkinson, for a viola 
tion of the Mining Act. The magistrate imposed a fine of $250.00 and costs.

Temiskaming Mine

J. Komadina, an Austrian, aged 32, married, employed as a trammer at the Temis- 
kaming mine, was killed at 3 a.m., March 25th, by a fall of ground.

He had been employed for five shifts, and was tramming from what is known as 
the cross-cut chute, No. l vein, at the 300-foot level. This chute draws from No. 2 stope 
between the 300- and 200-foot levels. The walls of this stope dip about 80 degrees, 
and are untimbered and empty except for about four to six feet of broken ore on the 
timbers. One drill has been worked in this stope, underhand-stoping about ten feet 
below the 250-foot level. The stulls over the drift on the 300-foot level are from 20 
to 24 inches, with a maximum length of 16 feet. The chute was posted, the posts rest 
ing on sills. About 3 a.m., March 25th, without any warning, a large block of ground
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fell from the hanging wall directly over the chute, carrying all timbers with it and 
burying Komadina, who was loading his car at the time. A second fall occurred a 
few minutes afterwards. The body was recovered in 39 hours. Death had been in 
stantaneous. Owing to the size of some of the blocks that fell it would have been 
impossible to have timber strong enough to stand the shock.

From the evidence taken at the inquest it would seem, according to the shift boss 
and mine captain, that ordinary care had been exercised in scaling this stope when 
mining was being carried on. Any bad looking ground that could not be scaled was 
blasted.

Fata! Accidents—Metallurgical Works
Algoma Steel Corporation

John Volumich, an Austrian, aged 32, single, employed as a laborer at the blast 
furnaces of the Algoma Steel Corporation, was found dead at 1.15 p.m. on March 18th, 
in the salt room.

He had been in the employ of the company for eight days, though previously he 
had worked as a common laborer for them. At 9 a.m. on March 18th he was sent by 
the foreman of the No. 3 furnace for a bag of salt. The salt room is situated at the 
back of the No. 2 stoves beside the railway track, at the north end of the gas legs, 
the door being two feet from the most northerly leg. An electrician who went for 
salt at 1.15 p.m. found Volumich face downward in the salt, with considerable bleeding 
from the nose and mouth, and dead. His salt bag had only been partly filled.

A post-mortem was held, and Dr. McLean reported that, in his opinion, death was 
due to suffocation, following hemorrhage in the walls of the stomach. The body showed 
flushing, indicative of carbon monoxide poisoning.

The explanation given by the foreman of No. 3 furnace as to why search was not 
made for Volumich when he did not return within a reasonable time was that No. 2 
furnace was giving considerable trouble that morning, and he thought the foreman of 
that furnace had taken him to help there.

Canada Iron Furnace Corporation

Robert Connolly, a negro, aged 42, married, employed as furnace keeper, received 
a blow on the head at No. 2 furnace about 11 a.m., February 6th, which caused his 
death on Tuesday, February lith.

The regular cast had been taken off No. 2 furnace at 8 a.m., and in plugging 
the notch with the mud gun, the nozzle of the gun got frozen in the hole and could 
not be withdrawn. Connolly and two helpers, named Chas. Hack and Audrie Gagnier, 
got a rail and started to pry the gun loose from the furnace notch. They managed to 
free the back part of the gun, but broke the nozzle off in the notch. The nozzle is 
eight inches at smaller end and about 10 inches at large end. Connolly then placed a 
chain around the nozzle, with one turn around the forks or arms used to hold the gun 
in position, and ran a six-foot iron bar through the two end links. The steam was 
then turned on by Robert Tannahill, furnace blower and foreman, the pressure being 
sufficient to free the nozzle with a jerk. Connolly kept hold of the bar with his right 
hand, and, when the nozzle was suddenly released, the bar struck him on the left 
temple. He was found unconscious by Tannahill and Hack, lying near' the furnace 
column, about five feet from the notch. He was removed to the office ami hospital, 
but never regained consciousness, and died Tuesday, February lith.

During the cold weather the steam forms very quickly after a cast, and blinds the 
workmen around the furnace, so that they cannot see one another. Connolly was an 
experienced furnace man and had often released the mud gun when it got stuck in the 
notch. In this instance the nozzle got detached from the body of the gun and the chain 
had to be used.

The accident was caused by using a chain not properly equipped with a grab hook
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or some device for fastening it together. The piece of chain used by Connolly was 
never used before for this purpose, and was picked up in the hurry of trying to release 
the nozzle before the next cast was due.

It is quite probable that had the men been able to see, Tannahill, the furnace 
blower, would have warned Connolly not to use a bar for coupling, but t9 get a proper 
chain for the work.

Canadian Copper Company

At the smelter yards of the Canadian Copper Company on February 8th, Bernard 
Arnasto received injuries which resulted in his death on February 20th. Arnasto was 
an Italian, aged 30, married, and was employed as a laborer, loading coal at the smelter 
yards. On the morning of the accident, at 8.30 a fellow laborer another Italian was 
on the car, attempting to close the doors, and Arnasto, stepping to the track to assist 
him, slipped on the rail and struck his head against the side of the car. He continued 
work until the night of February 17th, but complained every day of a pain in his head. 
The doctor was called in to see him on Sunday, February 16th, examined him, but 
did not think there was anything seriously wrong with him. He laid off work on 
February 18th, and on the morning of February 19th the doctor was again summoned, 
when it was found he was partially paralyzed. He was at once taken to the hospital, 
but died on February 20th.

A post-mortem examination was conducted by Drs. Morrison and McAuley, and it 
was found that there was a clot of blood on the left side of the brain and a large 
amount of fluid blood in the brain. The skull on the left side, where he received the 
blow, was only 1-16-inch in thickness, and it apparently was the blow on the head re 
ceived when falling against the car that caused the rupture of the small blood vessel 
in the brain.

The fact of the man receiving a blow on the head was not reported even to the 
foreman of the gang, and the officials of the company were not aware of it until an 
investigation was made after his death. There is no doubt that the unusual thinness 
of the skull was the main cause of the man's death, as the blow received was not 
sufficient to cause the injury if nis skull had been of normal thickness.

At the smelter of the Canadian Copper Company on February 10th, Giovanni 
Pietro was killed by being crushed between two cars. Pietro was an Italian, aged 25, 
single, and was employed as brakesman on the cars on the charging floor, at which 
work he had been engaged for some years. He had gone on shift Sunday at 12 o'clock 
noon and had worked through until about 3 o'clock on Monday morning. The train 
of cars on which Pietro was working was made up of an electric motor and eight 
dump cars, each holding about 1,000 pounds of ore. For a couple of hours before the 
accident these cars had been used in cleaning the track under the ore bins. Seven of 
the cars had been loaded and there was about 500 pounds of quartz on the end car. 
This not being sufficient, the men were taking it a few hundred feet to a bin to make 
up the load in the rear car to 1,000 pounds. Pietro apparently got .on the train between 
the first and second car, and, when the train had travelled about 200 feet, the end car 
left the rails, striking one of the posts supporting the bins. Being between the car 
that left the rails and the one following it, Pietro was crushed about the hips. He 
was at once taken to the hospital, but died about 2.30 a.m., February lith.

At the inquest, held in Copper Cliff, on February 15th, the evidence showed that 
the cars were running at a low rate of speed, and that the track had been cleaned 
about half an hour before the accident occurred. The back is a narrow gauge, and, 
at the point where the accident occurred, was in good condition. It was found that 
the wheels on some of the cars were quite loose on the axles, which might have 
accounted for the car leaving the track. It is, however, more probable that this was 
due to there being a small piece of ore on the rail. The officers of the company state 
that the brakesmen had been instructed not to ride between the cars. The evidence, 
however, showed that this rule had not been enforced to any extent.
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At the Canadian Copper Company's smelter yards on February 20th, at 2 p.m., 
Pierini Guiseppi was killed by being run over by a matte car. Guiseppi was an Italian, 
aged 55, married, employed as track laborer, and had been working for the company 
for nine years. The accident occurred about 30 feet from the entrance to the con 
verter building, where the deceased was cleaning out snow and ice from under the 
switch. There are two narrow-gauge tracks entering the converter building at this 
place. Just before the accident, locomotive No. 11 was backing two slag pots out of 
the converter building on the west track, and locomotive No. 13 was backing matte 
cars into the building. This matte ladle was lull of molten metal. When about 30 or 
40 feet from Guiseppi, the driver of locomotive No. 13 saw him pick up his tools and 
step off his track between it and the other. About this time the brakeman on loco 
motive No. 11 signalled Guiseppi to throw the switch, which was set against him. 
This switch was only about six feet from where Guiseppi was standing when he 
stepped off the east track. He threw this switch, and then stepped between the east 
and west tracks, where there is a space between the rails of 63 inches. He apparently 
stepped too close to the east track, as he was struck by the frame of the matte car and 
thrown between the rails and run over. His legs were crushed, also his head and 
chest. The driver on locomotive No. 13 stopped the car at a distance of about 12 feet, 
as the brakeman on locomotive No. 11 saw the accident and at once shouted an alarm. 
The driver on No. 13 was on the far side of the cab from where Guiseppi was stand 
ing and the matte car was between him and Guiseppi, consequently he did not see the 
latter. The brakeman on No. 13 had got off the car and run ahead to throw the switch. 
It was not the duty of the deceased to throw this switch, but it apparently had been 
a customary thing for the trackman to do this for the brakemen. There was a clear 
space of about three feet for a man to stand between the cars as they were passing 
each other, but Guiseppi, who was watching locomotive No. 11, apparently stepped back 
a little too far. There did not appear to have been any negligence on the part of the 
drivers of the locomotives, as the evidence showed they were travelling at a speed of 
from one to two miles an hour only; in fact, they have orders not to exceed this speed 
in approaching the converter building. Nor was th*re any negligence shown by the 
officers of the company. The practice, however, of having a trackman throw the switch, 
no doubt contributed to cause the accident.

Fatal Accidents—Quarries
Canadian Copper Company

At the quartz quarry, Dill, worked by the Canadian Copper Company, on January 
17th, at 8 a.m., Busato Giovanni was killed by being struck by falling rock. Giovanni 
was an Italian, 22 years of age, single, and had been employed at this quarry since 
July 4th, 1912. The quarry is an open pit about 200 feet in length, 30 to 40 feet in 
width at the bottom, and from 30 to 35 feet in depth. Giovanni began work at 7 a.m. 
on the day of the aqcident in the north end of the quarry about six feet from the east 
wall. He was engaged with three other trammers in shovelling into the bucket. A 
piece of quartz about 20 pounds in weight fell from the top edge of the open pit and 
struck Giovanni on the left side of the head, crushing his skull and killing him in 
stantly. The piece that fell had been imbedded in the subsoil at the edge of the pit, 
and had apparently become loosened by the heavy rain of the night before and the 
warm weather. The edge of the pit had not been examined after the rain. The heavy 
rain and the warm weather should have warned the men in charge of the quarry to 
take extra precautions in order to prevent loose pieces falling into the pit. There 
had been a change of superintendents at the quarry the day before the accident, and 
it would appear that as a result there was a certain amount of negligence in scaling 
down the loose material from the sides and edge of the open pit.



Clifton Sand, Gravel and Construction Company
At the pit of the Clifton Sand, Gravel and Construction Company, near Stamford, 

on March 22nd, Jacob Papin was killed by being crushed by the clam shell. Jacob 
Papin, a Roumanian, aged 58, married (wife and seven children in the old country), 
was picked up in the clam shell at sand pit about 10.30 a.m., March 22nd, receiving 
injuries that caused his death twenty-four hours later.

' At this pit the gravel is loaded into dump cars with clam shell A-frame derricks. 
The small cars are trammed by horses to a point above the standard-gauge track and 
there dumped into gravel cars.

Papin was employed as a general laborer, his chief duties being levelling off gravel 
in the cars. On the morning of the accident Papin and John Willins were instructed 
to blast in the bottom of the pit. Papin dug the holes in the gravel with a shovel and 
assisted Willins in loading them. He then went to a place of safety while Willins 
fired the shots. The latter climbed up to the surface, and, after the shots were fired, 
gave the signal to Engineer Madden to start hoisting. Both Willins and Engineer 
Madden saw Papin walking up the track, presumably to go ahead with his regular 
work in the gravel cars. Three loads were hoisted and the fourth brought Papin up 
in the shell. Evidently he had returned to the pit, possibly to see how much had been 
broken by the blast, had been caught in a slide and thrown into the clam shell. He 
was attended at the works by Dr. Kellan, of Niagara Falls, and later removed to the 
city hospital, where he died on Sunday morning.

His right shoulder blade was fractured, the right arm torn from the socket, and 
his lung perforated with fractured ribs.

From the surface to the bottom of the pit where Papin was caught is a distance 
of 44 feet. It is impossible for the engineer to see the bottom from his position on 
the derrick. A signalman had been stationed at the edge of the bank to give signals 
to the engineer. At the time of the accident, however, he was away for water. Super 
intendent Bridge had never instructed Engineer Madden to stop hoisting when the 
signalman was away.

The accident was directly due to the f act. that no signalman was at the edge of 
the cut to warn away persons from the working clam. It is quite reasonable to sup 
pose that Papin was not near there when the signalman left for the pail of water, as 
several minutes elapsed and three loads were hoisted before he was caught in the 
shell.

Dr. Wilson, county coroner, empanelled a jury and held an inquest at the Rusnall 
undertaking rooms, Niagara Falls, Ont., on Wednesday evening, March 26th. The jury 
brought in the following verdict: We, the gentlemen of the jury, find that Jacob Papin 
came to his death by being crushed by a clam shell, used for lifting material out of 
the pit of the Clifton Sand and Gravel Company, March 22nd, 1913.

We would censure the company for not having a competent signalman on watch 
at the pit at all times while any of the machines are in operation.

Wentworth Quarry Company

At the quarry of the Wentworth Quarry Company on February 21st, Patrick 
McGrath was killed by being struck by steam shovel which overturned. Patrick 
McGrath, a Canadian, aged 45, single, was "employed as laborer in the Vinemount 
quarry of the Wentworth Quarry Company. His chief duties were as trackman around 
the steam shovel, which is used to load the broken rock into cars. He had worked 
irregularly for four years as laborer in this quarry, and was familiar with the work. 
On the day of the accident he was engaged in his usual work around the shovel.

The cars were all loade.d, and the shovel engineer, Alex. French, had gone to the 
blacksmith shop for some repairs, leaving craneman Snell in charge. During French's 
absence Snell decided to move the shovel back about five feet in order to replace the 
front set of rails. The side jacks were taken out, and McGrath, working on the east 
side, with Harry Moss on the west, moved the stop block back the required five feet
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and fastened it to the rails. When this was completed, they should have stood clear 
while the shovel was being moved. McGrath did not get away, but remained in a 
stooping position at the end of the stop block.

A pin is used in the swinging circle to keep the boom and dipper in position 
when moving. Snell forgot to put this pin in place before moving the shovel. As a 
result the boom and partly filled dipper swung around to the east side, causing the 
shovel to tip over till the jack arm struck the ground and supported it. McGrath was 
caught benea h the shovel, and when taken out it was found that his neck was broken. 
The rail on the east side was slightly lower than the west rail; this, with the weight 
of the boom and dipper, caused the shovel to tip.

The accident was caused by the failure of Snell to put the pin in place before 
starting to move the shovel. It is evident that there was carelessness shown in 
three ways:

1. By craneman Snell attempting to move the shovel in the absence of the engineer.
2. By craneman Snell neglecting to put the pin in place before moving.
3. By Wm. O'Neil giving the snignal to Snell to back up while McGrath was still 

on the track.

York Sand and Gravel Company

William Forsyth, age 22, single, Scotch Canadian, was employed as laborer in the 
gravel pit, East Toronto. He had been engaged on this work for two years. His 
duties were of a general character, chiefly looking after loading of gravel on flat cars. 
At the time of the accident he was engaged in his usual work. The gravel is loaded 
from the pit face with a travelling locomotive crane built by the Brown Machinery 
Company, of Cleveland. This crane is so constructed that it swings in a complete 
circle on the platform of the trucks. The engine room of the crane is housed in at 
the rear, making it necessary to swing the boom around when reversing directions, 
in order that the operator may be able to see the track. The travelling crane had 
pushed in four empties, loaded them, and, before pulling them out of the pit, was 
returning to the water tank, about 400 feet from where the cars were loaded, to take 
water. Forsyth gave the signal to swing, which the operator began to do at once. 
Forsyth then jumped on the platform in front of the revolving crane and was crushed 
between the bottom of the crane and the trucks. The operator could not see him, and 
did not know he had jumped aboard the crane until he felt fhe sudden jerk when the 
body was caught. He lived about fifteen minutes after being removed from the crane.

It is difficult to say exactly what caused this accident. It seems incredible that 
an intelligent young man would deliberately jump in front of a revolving crane, from 
which there was no escape. There is a sign on the crane " Keep Off," and the man 
ager stated that none of the men ever attempted to ride on the crane against in 
structions.






