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Introductory Letter.

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

SIR, I beg to hand you herewith a report on the Mining Accidents of Ontario for 
the second quarter of the present year, prepared by Mr. E. T. Corkill, Chief Inspector 
of mines.

I have the honour to be, S'ir,

Your obedient servant,

THOS. W. GIMSOX
Deputy Minister of Mines.

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

Toronto, 5th July, 1913.





MINING ACCIDENTS IN ONTARIO
*

For

APRIL, MAY AND JUNE, 1913 

By E. T. Corkill, Chief Inspector of Mines

During April, May and June, 1913, 7 men were killed in or about mines, compared 
with 21 during the preceding three months, 5 men at metallurgical works and 4 men 
at quarries.

As will be seen from the following table, the increase in accidents over the same 
period for 1912 is largely in metallurgical works and quarries. At metallurgical works 
there were 10 fatalities, for the first six months of this year, the same number as for 
the whole of the year 1912. Of these 5 were at copper-nickel smelters, 4 at blast fur 
naces, and one at an acid plant. At the quarries and clay and sand excavations 8 men 
were killed during the first six months of the year; none were reported during the same 
period of 1912. It is possible that this increase is in part due to accidents not having 
been reported from such plants during former years. It is now the principal duty of 
one of the Inspectors to inspect all quarries and excavations. In the performance of 
his duties the Inspector has been able to keep a close check on the accidents that occur. 
The owners of the quarries are also in this way made aware that they come under the 
provisions of the Mining Act and are therefore required to report tne accidents.

Another unusual feature of the half year is that 24 deaths occurred on the surface 
compared with 22 below ground. This is most uncommon, the increase being greater 
on surface than underground. The total number of fatalities underground for the six 
months is double that for the same period of 1912, while the fatalities above ground 
have increased nearly five times. The fatalities underground for April, May and June 
are 5, which is the same number as occurred in the corresponding period of 1912.

The classification of the fatalities for the six months, showing the responsibility 
for the cause of the accidents, is as follows-

1. Fatalities due to danger inherent to the work itself, 15, or 32.6 per cent.
2. Fatalities arising out of defects in the workings, 12, or 26.1 per cent.
3. Fatalities due to fault of fellow workmen, 3, or 6.6 per cent.
4. Fatalities due tp fault of injured person, 16, or 34.7 per cent.

This table shows that 31 out of the 46 fatalities ought not to have occurred if 
employers and employees alike had done their duty. The employers' neglect in keeping 
the mines and works properly safe-guarded was responsible for 12 of the accidents, 
while the workmen's carelessness or recklessness accounted for 19 of the deaths. If 
the officers of the companies would devote only a small part of their time in endeavor 
ing to reduce their accidents a very beneficial result would be obtained.
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The total number of men injured during the quarter in addition to the fatalities at mines, 

metallurgical works and quarries was 164, made up as follows : 

Mines

Below ground................................................. .... .... 85
Above ground ................................................. .... .... 16

Metallurgical Works

Above ground 60

Quarries

Above ground.

Total............................................................. 164
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ĈO
o

LO

1

1

2

co

j^^"^

t^
0

CO

1

1

CO

s
*̂*"^

oo
o

t--

co

OJ
^~

O)
o

oo

J*

05 ^

co44

CVI

o

co

^
CM

' ^
D
t*
O

05
Fi
D

OH

1

1

2

-d
O)

O

a
Ŵ
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Fatal Accidents—Mines

Canadian Copper Company

At the Creighton mine on May 26th John Maki, a Finlander, aged 26, married, 
employed as chute blaster, was instantly killed by having his head crushed under fall 
ing rock in chute No. 26 in the fifth level of the mine.

Maki nad been employed at the mine for about two weeks, and had been blasting 
in the chutes for 11 days prior to the accident. He alleged when hired that he had been 
employed at the same work in the iron mines of Minnesota for six years.

The gate of chute No. 26 is about five feet above the level of the drift, and a plat 
form has been built to the side of the chute, on which the men can stand when using 
a bar in the chute. The latter is walled up for a height of 10 feet above the top of 
the drift, and for this distance has a diameter of three and a half feet. It is a com 
mon occurrence for the ore to become blocked in the chute. In order to loosen it, it 
is customary to use a bar, or, if blocked too solidly or too high to reach with a bar, 
to put a few sticks of dynamite under it and blast it out. Maki was engaged solely 
in this work of keeping the chute running, and had been warned by the foreman to 
keep out of the chute when it was hung up in case there should be a fall of ore. About 
5.20 a.m. May 26th chute No. 26 was hung up about two feet above the top of the drift- 
The evidence taken at the inquest held at Creighton mine on May 29th showed that 
Maki had used his bar for a few minutes. He then got a few sticks of powder and 
climbed on the gate of the chute with his head and shoulders inside the chute, intend 
ing to place the dynamite on some projection where the fuse could be lighted and blast 
down the mass of hanging ore. He had just got his head and shoulders inside the 
chute when the ore fell, crushing him against the bottom of the chute, and killing 
him instantly. On account of the weight of ore on him it took at least half an hour 
for the men to get him out.

The company have provided long poles on which the dynamite can be tied for work 
of this nature, and the men apparently have all been instructed to keep out of the- 
chutes. It is a most dangerous thing to do, and is absolutely unnecessary.

At the Crean Hill mine, on June 3rd, Alec. Johnson, a Finlander, aged 26, married, 
employed as pipe fitter, was electrocuted while working in the surface pump house. 
This pump house is located aibout a quarter of a mile from the shaft, and in it is a 
turbine pump, motor-driven. The current is brought from the main transformer house 
at the mine at a pressure of 550 volts. The oil switch inside the pump house is used 
for starting and stopping the motor, a separate connection having been made for the 
lighting circuit and for coils for heating purposes. This connection was taken off the 
wires before they were connected to the oil switch, so that the pump house could be 
lighted and heated when the pump was not running.

On the day of the accident the deceased, in company with the master mechanic, 
electrician and two laborers, was employed in removing the pump preparatory to in 
stalling a new one. The resistance coils for heating were on one side of the pump 
house opposite the pump, and extended from about two feet above the floor to a point 
six or seven feet above it. The deceased was using a crowbar for lifting the pump off 
its foundation, when the end of the bar came in contact with the resistance coils. The 
shock threw him into a corner of the pump house, but he was still in contact with the 
bar and resistance coils. He was pulled away by the master mechanic, and artificial 
respiration applied for about an hour, without success. There were no marks on his 
body that could be attributed to the electric shock.

Before the men started to work in the pump house the electrician had thrown off 
the switch, and thought all the current was off the motor, lights and resistance coils. 
From the investigation after the accident and a test with the voltmeter, it was found 
that one of the fuse blocks on the lighting circuit was in place. One of the wires from 
the resistance coils was taken from this side of the lighting circuit, and a test with 
the voltmeter showed that the pressure between the resistance coils and the earth was
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about 450 velts. At the time of the accident the floor of the pump house was partially 
csvered with water, and the man had both hands on the iron bar.

There is no doubt that all the men employed at the pump house at the time were 
satisfied that the current had been cut off all the wires inside. The wiring of the re 
sistance coils had been put in some years before, and the electrician in charge was not 
aware that one conductor was taken from the lighting circuit. The type of wiring 
of the resistance coils and the position in the pump house were certainly unsafe and 
not in accordance with the requirements of the Mining Act.

Hollinger Ooid Mine

Etienne Eudier, a Frenchman, aged 20, unmarried, employed as filter operator at 
the mill of the Hollinger G-old Mines, Porcupine, was instantly killed at 5.20 a.m., April 
7th, while throwing on a belt to start the No. 3 vacuum pump.

Eudier had been working in the mill since early in January, and on the shift 
previous to the accident had been promoted to be filter operator and had spent that 
shift under the charge of a filter operator, to be instructed in his duties.

There are six filter pumps connected with a motor-driven main shaft, two and seven- 
sixteenths inches in diameter and running at 250 r.p.m. This shaft is four feet above 
the pump floor and two and a half feet from a runway above. The pulleys are 30 
inches in diameter with an 8-inch face. The driving belts to pumps are 3 inches in 
width and transmit about 3 h.p. When the pumps are not operating the belts are 
thrown on idlers. About one week before the accident the idler for the No. 3 pump 
was taken off for repairs, but owing to congestion in the machine shop these had not 
been made. The driving belt of the No. 3 pump was, therefore, thrown on and off by 
hand. It would be necessary to do this about four times per shift. On the shaft about 
one foot from the pulley for the No. 3 pump was a bolted compression coupling. This 
coupling was nine inches in diameter with a 4-inoh face. The bolts were four ordinary 
five-eighth inch screw bolts and nut and were about flush with the outer flange. There 
were not any witnesses of the accident. The body was found on the table floor about 
20 feet below the pump floor, life being extinct. The neck was broken and the left 
arm fractured in two places, besides numerous 'bruises on the body. The driving belt 
to the No. 3 pump was broken and clothing was wrapped around the coupling. Directly 
above the coupling on the under-side of the runway were marks indicating that the 
body had been revolved around the shaft.

The accident evidently happened when the deceased attempted to put on the belt. 
He either leaned against the coupling or his arm was caught between the belt and the 
pulley, and he was drawn against the coupling and his clothing caught. The witnesses 
examined at the inquest all contended that the deceased must have been putting the 
belt on from the front side of the pulley and had been drawn into the pulley. This 
is not necessarily how the accident happened. He might have been putting the belt 
on from the correct position, as the belt pulley did not kill him. He was caught on the 
coupling and whirled around until his clothing gave way.

The coroner's jury (brought in the following verdict: That Etienne Eudier met 
his death due to his own carelessness in putting on the belt not in accordance with 
instructions given 'by his superiors.

Alex. Gino, an Austrian, aged 32, married, with one child, employed for four months 
as a machine-helper, was caught by a premature explosion at 4.45 a.m., May 20th, and 
died from shock and gas poisoning between 7 and 8 o'clock the same morning. The 
body showed unmistakable signs of carbon monoxide poisoning.

Mike Gaboro, an Austrian, aged 29, married, with one child, employed as a machine 
runner, was injured in the same accident and died on May 28th. Neither man suffered 
any fracture of the bones. Their injuries consisted of cuts in the back, while running 
away from the explosion.

The accident occurred at the face of No. 2 drift north, on the 200-foot level. Gaboro 
was driving two headings with one machine, drilling in alternate faces. On the night 
shirt of May 19th the shift boss gave him orders to blast the cut in this heading over



11
again. Ten holes were being Wasted the second time, each loaded with about seven 
sticks of Curtis's and Harvey 50 per cent, dynamite and tamped with clay. At 4.45 
a.m. GftboTo started to light the holes. When he spit the seventh fuse, according to 
his story, he noticed the fuse burning like a candle and giving off a whistling noise. 
He grabbed G i no by the arm and shouted to him to run out as the fuse was no good. 
While going over the rock pile the explosion occurred. Ga'boro crawled on his hands 
and knees and got help. In the meantime the other holes exploded, and nine attempts 
were made before Gino was taken out, owing to the gas. This probably occupied one-half 
hour. He died at the hospital in Timmins without regaining consciousness.

An examination of the face after the accident showed that one hole had burned, 
and one hole was found loaded with the fuse in it. This hole had a lump of clay tamp 
ing thrown in it, but not tamped down. The accident is difficult to explain. Gaboro 
can talk good English, and had been mining in Northern Ontario tor several years. 
He worked seven months at the St. Anthony mine, three years at the Trethewey mine, 
and two and a half months at the Hollinger before the accident. He stated positively 
that the accident was due to a quick fuse, that the holes were properly tamped, and 
that it was the fuse and not the powder which was burning, and evidently believed that 
he was telling the truth.

It is, however, mo^re probable that the powder in the hole caught fire. These holes 
had been blasted before and consequently were rough and jagged, and seven sticks of 
powder would about fill the holes. The explosion occurred within twenty seconds of 
the lighting of the hole. The fuse was five feet six inches in length. One hole did 
burn and another was not iproperly tamped. The use of a pulmotoir would probably 
have saved Gino's life.

The verdict of the jury was: That Alex. Gino came to !his death by shock and 
inhalation of gas caused by premature explosion due to a quick fuse, and we would 
recommend that the utmost precaution be exercised in the selection of fuse.

Hudson Bay Silver Mine

Eugene Poisson, a French-Canadian, single, aged 22, employed as a machine helper, 
was instantly killed at 8.15 a.m., May 20th, in the south cross-cut of No. 2 shaft of the 
Hudson Bay mine, Cobalt, by drilling into a cut-off hole. Louis Danis, a French-Cana 
dian, single, aged 30, employed as a machine runner, lost the sight of both eyes in the 
same accident.

No. 2 shaft is south of the Princess mine, and on the east side of the railroad 
track. It is 100 feet deep, with a cross-cut driven to the south 650 feet. The accident 
happened in the heading of this cross-cut. The work was under contract to a man 
named Poisson, a brother of the deceased. Danis was a partner of Poisson in the 
contract, and both men ran machines on opposite shifts and looked after the work. 
Seven inen were employed.

On the afternoon of May 19th, Danis bias-ted nine holes, using about six sticks of 
footeite in each hole, and got eight reports. He left a note for Poisson, stating that 
one report was short. Poisson came on the might-shift, shovelled back the broken rock 
from the face, but was unable to find any missed hole, so set up his machine and drilled 
four holes. Danis and the deceased came on day-shift May 20th, looked for the missed 
hole, but were unable to find it and started to drill. On the bottom of the cross-cut 
on the right hand side a toe of rock was left by a slip which crossed the face. A  bort 
hole was being drilled in this toe when the explosion occurred.

An examination of the heading after the accident staiowed that this slip had cut 
off the right hand cut-hole, and that the sihort hole Danis was drilling ran into thfe 
 cut-off hole, one foot from the bottom. In this heading, lifters are not used, the cut- 
holes being relieved by toe-iholes. Danis, after examining the face and finding all the 
old bottoms except that of the right hand cut hole, decided that he must have drilled 
this hole shorter than the others, and that it had broken back to the slip, no bottom 
being left. It is hard to unders-tand how Danis could reach this decision. Had he 
drilled a hole short, especially a cut^hole, he would have been sure to remember it.
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The presence of the toe of rock and the slip should have suggested a cut-off hole to him, 
and he should have drilled out of line of the cut-hole. The location of the cut-off hole 
would be difficult to find, owing to the slickensided surface of the slip. Danis had been 
working in this heading since November, 1912, ;and Poisson since March of this year. 
The opposite shift should have been told the number oif holes fired as well as the reports 
missing.

The coroner's jury brought in the following verdict: That Eugene Poisson came 
to his death at the Hudson Bay mine, Tuesday, May 20th, from drilling into a cut-off 
hole. We recommend that greater precautions be taken in the reporting of missed 
holes, as a protection against accidents.

Mond Nickel Company

At Victoria mine, No. l, of the Mond Nickel Company on May 29th at 3 a.m. 
G. Petrud, an Austrian, aged 32, married, employed as trammer, was killed by falling 
from the ninth to the tenth level, a distance of about 100 feet, in the stope of the east 
ore body.

Petrud had been employed at this mine as trammer for about two weeks, and was 
working with six other men under trammer boss M. Cadieux, tramming from a chute 
about 200 feet from the shaft. Part of the floor of the ore body near the chute from 
which these men were tramming has been broken through, and the stope worked out 
to the tenth level. To guard this open stope, lagging has been placed across the end 
and was held in place by long steel driven through the lagging and into six-foot holes 
drilled in the solid rock. This lagging has been carried up to a height of four feet 
above the level and extended across the open part of the stope, so that it was impossible 
for anyone to fall into the stope without climbing over the lagging. About 3 a.m. 
Petrud was missed by the trammer boss, who inquired from the rest of the men where 
he had gone. The men did not know, and, after hunting for him for some minutes, 
Cadieux went to the surface and notified the shift boss, David Ballantyne. These men 
at once made a thorough search of the ladderways and the shaft and various places 
where they thought he might have gone. They at last found him in the old stope on 
the tenth level. He was dead when found, his injuries being such that he must have 
been killed instantly.

No one saw the accident; it was therefore impossible to say just how Petrud came 
to fall down the stope. There was no possibility of his falling over the lagging unless 
he climbed up on it.

An inquest was held at the mine by Dr. Torrington on May 30th.

Fatal Accidents—Metallurgical Works 

Canadian Copper Company

At the smelter yards of the Canadian Copper Company on April 3rd at 8.45 p.m. 
Chas. Hough, an Englishman, aged 26, unmarried, employed as brakeman, was killed 
by being run over by a locomotive.

Hough had been working as brakeman for this company for about two months. 
Just before the accident the engine had run up to the coal bins of the smelter to take 
on coal. The conductor went to the time office to 'phone regarding orders. After coal 
ing, Hough climbed down on the footboard of the tender, and gave the signal to ther 
engineer to back down to the time office. Another brakeman by the name of Campbell 
Arbic, who was at the smelter at the time, got on the footboard in company with 
Hough and rode down to the watchman's shack, where he jumped off. Neither the 
engineer nor the fireman saw Hough until, when passing the time office, the conductor 
signalled them to stop; on investigating they found that Hough was underneath the 
locomotive. According to the marks on the snow he had been dragged about 150 feet. 
His injuries showed he had not been run over by the wheels, but had received them 
by being dragged under the tender and the locomotive. His right leg was broken, also 
his spinal cord.
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No evidence was brought out at the inquest held at Copper Cliff on April 9th to 
show the cause of his falling off the footboard. It is quite possible that it was due 
to his changing from one side of the tender to the other and falling in passing around 
the coupling bar. This bar extended about two feet beyond the footboard, and it would 
be necessary either to climb over it or to swing beyond it. There was a rod extending 
across the back of the tender to furnish a hand hold.

All 'the evidence tended to show that the death of the man was purely accidental.
In the converter building of the Canadian Copper Company on April 28th at 9 p.m. 

Mike Buchoski, an Austrian Pole, aged 30, married, employed as baleman, was fatally 
burned by hot matte.

The injured man was standing between Nos. 3 and 4 cranes, hooking on a load of 
quartz, when the centre link in the bale on No. 4 crane, about 10 feet distant from 
him, broke, causing the ladle of matte to fall, splashing the matte over him, and burn 
ing him so severely that he died the next morning. This ladle of matte had been brought 
in from the smelter, picked up by No. 4 crane and carried over about 30 or 40 feet, when 
the craneman brought it to rest, owing to No. 3 crane being in his way. While wait 
ing for No. 3 crane to move up the link broke, causing the accident described above. 
The average weight of a ladle of matte and contents is about 17 tons. The link is 
made of mild steel 2^ inches in diameter and 2~y2 feet long, and had been annealed 
March 12, 1913. It was impossible to ascertain how long this link had been in use; 
the foreman blacksmith stated, however, that on the last annealing there had been no 
flaw in it. The link was made by the Collingwood Shipbuilding Company.

An examination of the broken link showed that it had broken on the large end 
and at the weld. The weld for half an inch around the bar was solid, but on the 
inside of the bar was defective.

Mr. Cummings, maintenance engineer at the smelter, gave evidence at the inquest 
as to the strength of this material. He said that, with the load the crane was lifting 
at the time of the accident, the link had a factor of safety of 20. The link showed no 
deterioration of any kind, and the whole cause of the accident was the defective weld, 
which could not be detected by an exterior examination. There is no doubt that the 
material used in making the link was sufficiently strong for the weight it was called 
upon to carry.

Canada Iron Corporation

Thomas Johnson Brewster, aged 17, Canadian, unmarried, employed as fireman 
on Brown locomotive crane, in the yard of the Canada Iron Corporation, Midland, was 
fatally injured while engaged in his regular duties at 11.45 p.m. May 21st.

The Brown hoist used in the yard for handling coke, coal and other material was 
in charge of Engineer Edward Clarke, and on the night of the accident had been in the 
machine shop on foundry siding for repairs to the cylinders. These repairs had been 
completed and Clarke had orders to move the crane from the machine shop, to what is 
called the crane siding, and take water at the stand pipe.

Brewster, in addition to his duties as fireman on the crane, had also to act as 
switchman when the machine was being moved from one part of the yard to another.

When moving the crane, the boom is always kept facing the direction in which 
the machine is moving. This is necessary in order that the engineer may see if the 
track is clear.

Switch No. l was set for the crane to move out on the main line from the shop 
siding. This was done, and Brewster closed the switch and gave Engineer Clarke the 
signal to go ahead up the main line to No. 2 switch, at the same time calling out 
" high ball," meaning to run through without stopping till No. 2 switch was reached, 
a distance of 450 feet. Clarke started up the main line, at the same time swinging the 
boom one half a revolution till it was pointing in the direction machine was moving.

Yard foreman Percy Smewing, who was shunting with No. 7 locomotive, followed 
the crane up the main line. When the crane siding was reached Clarke waited a short 
time for the switch to be thrown and then whistled for Brewster. Foreman Smewing,
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with No. 7 locomotive, was close behind the crane on same track, and Clarke called 
out to Smewing and asked what had become of Brewster. As Smewing raised his 
lantern to look at Clarke, he discovered Brewster's body lying on the corner of the 
crane platform. Drs. Wallbridge and Raikes were called at once, but Brewster was 
dead when taken from the platform. There is only about a 6-inch clearance between 
the platform and the moving frame of the hoist, and in the platform is a rectangular 
opening several inches in depth. Brewster's head was lying in this opening, and this 
accounts for the fact that the upper part of the body was not crushed.

Brewster had been employed on this job for six weeks, and was an active, com 
petent fireman. Evidently after throwing the switch to go ahead on the main line, 
he had attempted to join engineer Clarke in the cab, by mounting the frame and wait 
ing for the cab to swing towards him. It is possible that in the darkness he may have 
slipped or misjudged the speed of swinging, although a lantern on the boom would 
show that the machine was turning towards him.

A post mortem by Dr. McDonald showed the liver to be cut in half and one kidney 
torn from its position. Death was caused instantly by rupture of the liver. There 
were also extensive injuries about the head, but not sufficient to cause death.

Coroner Dr. Raikes held an Inquest at the town hall, Midland, on Thursday morn 
ing, May 29th, and his jury returned the following verdict:

" That the deceased Brewster came to his death by being crushed in a Brown 
locomotive crane, operated at the plant of the Canada Iron Corporation, Midland, and 
we find that no blame can be attached to any employee of the company. The jury 
would recommend that persons of more mature years be employed as firemen on the 
hoists."

Nichols Chemical Company.

Louis Lavallee, French Canadian, aged 35 years, married, with wife and four chil 
dren, employed as laborer at the plant of The Nichols Chemical Company, Sulphide, 
was caught in the pulley belt of the salt cake mill on Thursday, June 5th, receiving 
injuries which resulted in death the following day.

Lavallee had been employed by the company for the past five years, and for two 
and one-half years was in charge of the salt cake mill, and understood his duties 
thoroughly.

The salt cake comes from the muffle furnaces an 'Coarse -granular cakes and is pul 
verized in a Holmes-Blanchard grinder of special design for this purpose. It consists 
essentially of a series of iron bars set in the rim of two wheels made to revolve at 
high speed in opposite directions. These wheels or discs are run by two 12-inch pulleys, 
belt-driven from motor line shaft, one pulley having a crossed belt.

The grinding mill is set on a cement pier. This pier is 3 feet 11 inches from the 
floor, and from centre of the revolving shaft to floor is 4 feet 10 inches. A stairway 
with handrail at west side of the grinding room runs from ground floor to the top of 
building, to give access to elevator machinery. From the northwest corner of cement 
pier to this stairway is only 10 inches.

C. Goulah and W. Villeneuve were working in the salt cake storage room feeding 
the elevator. The accident occurred at 4 p.m., and about three minutes previous to 
this they saw Lavallee sitting on the bottom step of the stairway wiping his goggles. 
A little later Goulah saw Lavallee being hurled through the air as if revolving on the 
pulley. The machinery was stopped immediately and Lavallee was found lying under 
the stairway with his left forearm badly torn and a slight bruise on his left temple, 
apparently where his head had struck the stairway.

Drs. Robertson and Mather were called from Tweed and reached the plant in 
twenty minutes. Lavallee never regained consciousness, and died in the Company club 
house at 4 p.m. on Friday, June 6th. His left forearm was almost severed at a point 
three inches below the elbow, the upper part of the arm and the hand being left unin 
jured, and the shoulder not dislocated. Death was caused by hemorrhage on the brain, 
involving all of the left side, due to the severe shock received. Two blood vessels were
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ruptured and large clots formed, accounting for the unconscious condition and death.
It is difficult to account for this accident. The pulleys ran at 750 r.p.m., and no 

oiling was ever attempted except when machine was shut down. The belts were both 
new and did not require dressing. Lavallee's oil can and stick of belt dressing were 
found in their proper place, and it is evident he was not using either when killed. 
Lavallee was only 5 feet 4 inches in height, which is exactly the distance from the 
floor to the top of the pulley. As a result he would have to deliberately reach as far 
as it was possible for him to do so in order to get his arm into the belt. The stairway 
with hand rail was always considered by the Company sufficient protection for the 
pulley, considering the fact that it was running so far from the floor. The regular 
thoroughfare was at the opposite end of the machine, and Villeneuve, who had worked 
with Lavallee for three years, gave evidence that he never saw Lavallee going under 
the stairway before, or standing at the west end of the machine.

It was apparent, however, that Lavallee had gone under the stairway, and was stand 
ing facing the south in the narrow space at the west end of the machine. He had also 
apparently raised his left hand either to adjust his goggles or feel the belt, and had 
in this way been caught between the belt and pulley and thrown once around..

The coroner's jury brought in the following verdict: That Louis Lavallee came to 
his death on June 6th, 1913, from injuries received the previous day by being acci 
dentally caught in a pulley. We find that death was purely accidental and attach blame 
to no one.

Steel Company of Canada

John Selkirk, aged 50, native of Lancashire, England, married, with wife and two 
grown children, residing at 82 Birch Avenue, Hamilton, Ontario, was found by a fellow 
workman lying on the brick floor behind furnace B, with his skull crushed, about 3.45 
p.m., on Saturday, May 10th. He was last seen alive about 3.15 p.m.

Selkirk was assistant electrician at the steel plant, a position which he had held 
for three months, previous to which he had charge of the main switch board for three 
years. He had also worked several years as an electrician in England and was con 
sidered a very competent, experienced and careful workman.

On the afternoon of the accident, Selkirk noticed a dead light on furnace B. Around 
this furnace are ten 16-c.p. incandescent lights, arranged in two circuits, so that the 
lights alternate. By this arrangement, if one circuit is thrown out, half the lights 
remain at points equi-distant, around the circular furnace. These lights are on a 220- 
volt line, running behind the air pipe, and the lamps are suspended above the water 
trough to show the workmen if the water is circulating properly.

Selkirk tried a new lamp, and found that it wouldn't light, and remarked to work 
man Bissett that there must be something wrong with the circuit. He left the furnace 
building to get a new socket, and when next seen was found dead at the foot of the 
12-foot ladder on which he was standing to reach the lamp. This ladder was still lean 
ing against the water trough. He was carried to the dispensary, where first aid was 
administered, but he was dead when brought in, and nothing could be done.

Dr. Parry was called, and removed the body to the morgue and thence to city 
hospital, where a post-mortem was held by Dr. Bethune.

The 220-volt circuit is entirely separate, and is used only around the furnace build 
ing for lighting and operating the crane motors. It is impossible for the high tension 
line to come in contact with the 220-volt line except in the transformer, and this would 
be immediately noticed at the switchboard. The readings taken every hour by the 
operator show an average voltage for May 10th, of 220 volts. The detector used to 
Indicate defective insulation showed the line in good order all day.

The wires were broken at the joint where the water-proof socket fastens to the 
feeder, and Selkirk was standing on the ladder leaning against the water trough about 
12 feet from the brick floor, making the coupling. It is evident that he had neglected 
to throw the switch on that circuit, and received a shock which, though not sufficient 
to kill him, caused him to fall from the ladder and strike the brick floor with sufficient 
force to crush his skull and cause death.
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There was apparently no infringement of the Mining Act except on the part of the 
deceased, whose duty it was to throw the switch before making repairs on that cir 
cuit. Dr. Hopkins held the adjourned inquest on May 15th, at 8.15 p.m., at the central 
police station, Hamilton, and the jury brought in the following verdict: "That Joseph 
Selkirk came to his death at the steel plant, May 10th, from injuries to his head; causes 
unknown."

Fatal Accidents—Quarries

Intercities Quarries Company

At the quarry of the Intercities Quarries Company, Limited, on April 7th, at 4 
p.m., E. Pelto, a Finlander, aged 25, married, employed as powderman, and J. Sessila, a 
Finlander, aged 30, single, employed as helper, were instantly killed through a prema 
ture explosion of gelignite.

Pelto had been employed as powderman at the quarry for about six months, and 
had full charge of the loading and blasting. He had the reputation of being a careful 
and experienced workman.

It is customary at this quarry to drill 20-foot holes about 12 to 15 feet from the 
face and 12 to 15 feet apart. These holes are sprung with a few sticks of powder, and 
this is repeated, using a larger quantity, until a sufficient hole is chambered out to the 
bottom of the drill hole to hold several cases. This practice had been followed in con 
nection with the hole where the explosion took place. A final springing of the hole 
had been done a week before the explosion occurred. The powderman and his helper 
had started to work about 10.30 the morning of the accident to load two 20-foot holes. 
The customary amount of powder to be used in these holes would be about four cases 
of dynamite and four or five cans of black powder. The men had completed the load 
ing of one of the holes and had nearly finished loading the other when the explosion 
occurred. These holes were loaded by putting in about two cases of No. 3 gelignite, 
then four or five cans of black powder, and another case or two of gelignite. It was 
not possible to ascertain the exact amount of explosive being used in these holes, as 
the powderman had full charge of the loading. One of the workmen had been talking 
to him about fifteen minutes before the explosion, and he stated that the powderman 
told him they had just finished the loading of the hole. He was at that time using 
an ordinary wooden tamping stick, and there were no iron bars of any kind around 
the hole. Neither of the men was smoking, and no one had ever seen them smoking 
while engaged in the work of loading holes.

There was no evidence brought out at the inquest to show just what caused the 
explosion. The Company were using No. 3 gelignite, which was undated, owing to 
the fact that there had been a blockade of freight and a carload of dynamite had been 
delayed. There was no other explosive to be obtained, and this gelignite was only 
being used until the arrival of the dated dynamite. It is quite probable that the 
explosion was caused by the powderman having taken several cases of gelignite out of 
the thawing house to the point where he was loading, and leaving it there for a few 
hours while he was at work. In this way it probably became chilled, and when he was 
loading the hole unnecessary force may have been used. Accidents have occurred in 
Ontario from this cause. The men were not familiar with the use of gelignite, and the 
evidence tends to show that the explosion was due to the use of this kind of explosive.

Oilman Bros., Brick Yards

Louis Tures, Russian, aged 38, single, was caught under a fall of clay from the 
working face at 1.30 p.m. on Tuesday, May 6th, and received injuries which resulted 
in his death about three hours later.

In this pit the clay averages 8 feet in depth. It is worked by picking an 18-inch 
chamber in the bottom and the clay is barred down from the top with sharp spuds. 
It is then loaded into barrows and wheeled to the mixers. On the day of the accident 
the men had worked the face back to a line within two feet of a ditch dug to a depth 
of 18 inches to carry off surface water. Foreman Oilman had warned the men to keep



17

their barrows away from the face when picking out the bottom chamber, and also not 
to attempt to shovel out until the whole face was barred down back to the line of the 
water course.

Tures disobeyed orders and left his barrow near the face, and was loading it with 
the small pieces of clay he had picked out of the bottom. The bank caved in back to 
the water course, and Tures was caught between the bank and his barrow. When found 
he was lying across the barrow and a large lump of clay had struck him in the back. 
He was quite conscious and was suffering from a deep cut in the groin and pain in 
the chest. It was found afterward that several ribs were broken. He was removed 
at once in the ambulance to the city hospital, where he died at 4 p.m.

Tures had worked f of Oilman Bros, as laborer for four weeks, and it is not known 
whether he had a wife and family in Russia. He could speak some English and under 
stood simple orders in English. It is apparent, however, that he did not understand 
the foreman's order to keep clear, and this caused the accident.

Coroner Parry held an inquest at central police station, Hamilton, on Monday even 
ing, May 12th, and the jury returned the following verdict: "We, the jurors, find 
that the deceased came to his death by being accidentally killed, and that no blame in 
the matter can be attached to any one."

A. H. Wagstaff's Brick Works

George Jones, native of Sopham, England, aged 43, married, with wife and three 
children, was instantly killed by fall of clay from the working face at 10.30 a.m., April 
4th, 1913.

Jones, in partnership with Chas. Treleving, held a contract from A. H. Wagstaff 
to supply his brick machines with clay at a price per 1,000 brick manufactured. They 
employed Jones' son, George Jones, Jr., as helper, and these three men performed all 
the work in the clay pit. This contract or piece-work system appears to be almost 
universal in the brick business, as is also the method of working the pits, viz., boring 
stope and breast holes with auger and caving the whole face, after the top soil has 
been stripped.

On the morning of the 4th inst, Jones and Treleving shot a round of six holes 
along the face, which at the point they were working is about 40 feet high and 50 feet 
across. The clay is of a tough rubbery nature, and does not appear to shatter like 
a rock structure, but breaks in thin slices and large square blocks. As a result, there 
is generally, after each round of shots is fired, considerable overhanging left, which 
is scaled down at once, or if left for some hours will generally fall of its own weight.

On the morning of the accident the shots were fired at 8 a.m., and the face left 
for two hours to see if it would clean up. A large piece of overhanging was left in 
the middle of the face, and when it did not come down, Jones and Treleving decided 
to bore two holes to the bottom and right of it, in order to dislodge it completely.

Jones was working nearest the dangerous portion, and they had just commenced 
their holes when the piece fell, and Jones was caught. Treleving got clear. George 
Jones, Jr., had been stationed farther back from the face to watch the overhanging 
and give warning if it showed signs of coming loose. He gave the signal, but Jones, 
Sr., apparently tripped while running over the broken clay and was jammed by a large 
piece, and the lower part of his body buried. Death was instantaneous, for the post 
mortem showed that one bronchial tube was completely severed and several ribs broken, 
causing immediate suffocation. Jones had been in the employ of Wagstaff since 
February 1st, 1913, but previous to this had worked several years in the clay pits of 
adjoining brick yards, and was considered a careful, competent man by his employers. 
His-partner, Treleving, is also an experienced clay man.

The accident was caused by the carelessness and poor judgment shown by the 
partners in working so dangerously near the overhanging portion. That they were 
aware of the danger and were taking chances was clearly shown by the fact that the 
third man in the pit was taken from his regular work of loading the cars, and placed 
as a signal man to warn them of danger.
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The body was examined at the pit by Dr. Parker, of Greenwood Avenue, within a 
few minutes after the accident. Dr. Watson, of Euclid Avenue, performed the post 
mortem examination, and the inquest was held at the Lombard Street morgue on 
Thursday, April 10th, at 8 p.m., by Dr. Wilmot Graham. The coroner's jury returned 
the following verdict: " That Mr. George Jones came to his death on April 4th, 1913, 
in the brick yards of Mr. Albert Wagstaff while employed in his vocation as a brick 
yard man and excavating clay from the bank, and that death was purely accidental."






