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To THE HONOURABLE CHAS. MCCREA, 
Minister of Mines.

SIR, I beg to hand you herewith report by the Inspectors of this Depart 
ment on the fatal accidents in the mines, metallurgical works, and quarries of 
Ontario during the year 1927.

I have the honour to be, Sir,

Your obedient servant,

T. W. GIBSON,
Deputy Minister of Mines. 

DEPARTMENT OF MINES,
Toronto, February, 1928.
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MINING ACCIDENTS IN ONTARIO, 1927
Chief Inspector of Mines, T. F. Sutherland, Toronto; Inspectors, G. E. Cole, Timmins; 

D. G. Sinclair, Sudbury; J. G. McMillan, Cobalt; A. R. Webster, Toronto 1

Accidents during 1927

During the year 1927 at the mines, metallurgical works, quarries, clay, sand, 
and gravel pits regulated by the Mining Act, 1927, there were 2,477 accidents 
reported to the Department of Mines up to January 15, 1928. Thirty-three of 
these accidents resulted in the death of thirty-three men. This is an increase over 
the previous year of one man killed. The report, however, shows a rate of 2.1 
fatal accidents per thousand men employed, which is a lower rate than any pre 
ceding year since 1918. There were 153 non-fatal accidents per thousand men 
employed, which shows a decrease of eight from 1926. The rate of accidents 
followed by infection decreased from 11 per cent, in 1926 to 8.3 per cent, in 1927.

Distribution

Mines, surface. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Metallurgical works . . . . . . . . . . . . . . . .

Clay, sand, and gravel pits. . . . . . . . . .
Total. . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .

Fatal

19
4
3
3
4

33

Non-fatal

1,554
471
130
228

61
2,444

Total

1,573
475
133
231

65
2,477

Workmen's Compensation Rates

The assessment per 3100 of pay-roll made by the Workmen's Compensation 
Board is based on the actual cost of the accidents occurring in each class during 
the previous year, and consequently shows the accident hazard of each class.

The rates for the years 1924 to 1927, inclusive, were as follows : 

Schedule

Treatment of ores, with heat, in a sUver-mining industry 
Treatment of ores, without heat, in a silver-mining 

industry. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Treatment of ores, with heat, in a gold-mining industry 
Treatment of ores, without heat, in a gold-mining 

industry. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Treatment of ores, with heat, in a nickel or nickel- 
copper mining industry. . . . . . . . . . . . . . . . . . . . . . . .

Treatment of ores, without heat, in a nickel or nickel-

Mining N.O.S.
Treatment of ores or minerals, with heat, in an industry 

in this group.
Treatment of ores or minerals, without heat, in an

Iron smelting, as a business.
Treatment of ores or minerals, with heat, N.O.S. , as a 

business
Treatment of ores or minerals, without heat, N.O.S., as 

a business
Refining of nickel, as a business.
Sand, shale, clay, or gravel pits. .
Quarries, as a business; stone crushing. . . . . . . . . . .

1924 
Adjusted
12.40
1.20 

.60
4.00
2.00 

.90
4.00

2.00

.90
2.40

1.20

.60
2.00

2.50

.60
2.50
3.50
5.00

1925
Adjusted
S3. 00

1.50 

.75
3.00
1.50 

.75
4.00

2 00

.90
4.00

2.00

.90
1.50

1.50

.50
2.00
3.50
5.00

1926 
Adjusted
13.00
1.50

.75
4.00
1.50 

1.00
4.00

2.00

QO
4.00

2.00

QO
2.00

1.50

.50
2.00
4.50
5.00

1927 
Provisional

13.00
1.50 

.75
4.00
1.50 

1.00
4.00

2.00

.90
4.00

2.00

.90
2.00

1.50

.50
2.00
4.50
5.00

[1]



Fatal Accidents

A comparison of fatal accidents for the last five years is given in the follow 
ing table: 

Distribution

Mines, underground . . . . . . . . .
Mines, surface. . . . . . . . . . . . . . .
Metallurgical works . . . . . . . . .
Quarries; clay, sand, and gravel pits .

Total.

1923

21
3
4
2

30

1924

23
1
2

14

40

1925

30
1
2
9

42

1926

20
3
3
6

32

1927

19
4
3
7

33

1901 1903 1905 1907 1909 1911 1913 1915 1917 1919 1921 1923 1925 1927

T
\\T

Diagram showing fatalities per thousand men employed between the years 1901 and 1927.

By months the fatalities occurred as follows : 
January.. 
February. 
March.. . 
April.... 
May 
June

July.......
August....
September. 
October... 
November. 
December.

Total ....... ................ 33

Classifying the fatalities according to the industry gives the following: 
Nickel mines and metallurgical works.................................... 6
Silver mines and refineries............................................... 3
Gold mines and mills.................................................... 12
Lead mines.............................................................. 3
Quarries................................................................. 4
Clay, sand and gravel pits............................................... 3
Graphite mines.......................................................... l
Feldspar mines.......................................................... l

Total ............................................. -.......... -.. 33

ANALYSIS OF FATALITIES AT MINES, 1923-1927

Cause 1923

per cent. 
25

16. 6b
20 83
25
12.5

1924

per cent. 
25

29.16
16.66
25
4.16

1925

per cent. 
19.35

19.35
25.8
29.03
6.45

1926

per cent. 
17.39

26.09
43.48

13.04

1927

per cent. 
26
17.4
21.3
4.3
8.69

21.7



TABLE OF FATAL ACCIDENTS IN MINES, METALLURGICAL WORKS, 
QUARRIES, AND GRAVEL, SAND, AND CLAY PITS, 1902-1927

Year

1902.
1903..
1904.
1905.
1906. . . . . . .
1907.
1908. . . . .
1909. . . . . . . 
1910. . . . . 
1911. . . . ...
1912. . . .
1913. . . . . 
1914. . . . . . 
1915.
1916. . . . . 
1917. . . . . 
1918.
1919. . . . . . 
1920. . . . . .
1921. . . . . .
1922. . . . . . 
1923. . . .
1924.
1925. . . . 
1926. . . .
1927. . . .

Persons killed 
it metallurgical 

works and 
mines

10
7
7
9

11
22
47
49
48 
49
43
64 
58 
22
51 
36 
32
39 
29
24
30 
30
40
42 
32
33

Persons 
employed at 
metallurgical 

works and 
producing 

mines

4,426
3,499
3,475
4,415
5,017
6,305
7,435
8,505 

10,862 
12,543
13,108
14,293 
14,361 
13.114
14,624 
16,791 
14,726
11.926 
10,486
8,436
9,500 

10,500
11,000
11,500 
11,500
13,311

Persons 
employed at 

non-producing 
mines 

(estimated)

450
400
400
500
750

1,140
1,750
2,000 
2,000 
2,000
2,000
2,000 
1,500 
1,500
2,000 
1,000 

500
1,000 
1,000
1,000
1,500 
1,500
1,500
1,500 
1,500
2.000

Total persons 
employed

4,876
3,899
3,875
4,915
5,767
7,445
9,185

10,505 
12,862 - 
14,543
15,108
16,293 
15,861 
14,614
16,624 
17,791 
15.226
12,926 
1 1 ,486
9,436

11,000 
12,000
12,500
13,000 
13,000
15,311

Fatal accidents 
per 1,000 
employed

2.05
1.79
1.8
1.83
1.9
2.93
5.11
4.66 
3.73 
3.37
2.84
3 93 
3.6 
1.51
3.07 
2.02 
2.1
3 
2.61
2 54
2.72 
2.5
3.2
3 23 
2 46
2 1

The occupation and nationality of the men killed are set out in the following 
table : 

Occupation

Superintendent . . . .

Mechanic.

Shoveller.
Locomotive-driver. . .
Electrician.
Foreman. . . . . . . . . . .

Trammer.
Crane operator.

Total. .

English- 
Speaking

1

1
1

1
1
2
1
1

14

c

1

1

1

1

4

Ukrainian

1

1

9

a 
c/5
ii ,
1

1

2

Austrian

1
o

1

4

Russian

1

1

Italian

2

2

French- Canadian

1

1

Czecho 
slovak

1

l

Danish

1

1

French- American

1

1

13 "o

10
4
1
1
5
1
1
2
1
1
1
2
2
1

33

The ages of the men killed were as follows:-
Age

Number killed

17-20

1

21-25

6

26-30

7

31-35

5

36-40

5

41-45

4

46-50

5

Total

33



TABLE OF FATAL ACCIDENTS IN

No.

1 
2

3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17

18 
19 
20 
21 
22 
23

Date 
1927

Jan. 17 
Jan. 26

Feb. 8 
July 4 
Nov. 1 
Feb. 8 
Feb. 14 
May 30 
July 20 
Mar. 18 
Mar. 16 
April 16 
May 30 
Aug. 15 
Nov. 30 
July 27 
July 30

Oct. 7 
Nov. 29 
Sept. 11 
Sept. 28 
Nov. 5 
Nov. 6

Name of mine

Hollinger

x
"

Lake Shore.

Mining Corporation

O'Brien. . . . . . . .
Wright-Hargreaves. 

Black Donald.
Kingdon. . . . . . .

"
Mclntvre.
Dome . . . . . . . . 
Castle.
Furness. . . . . . . . . .

Name of owner

Teck-Hughes Gold Mines. . 
Hollinger Consolidated 

Gold Mines . . . . . . . .
a ,, ..
,t a ,,

International Nickel Co. . .

Mining Corporation of Can. 
Wanup Feldspar Mines. . . . 
M. J. O'Brien, Ltd. 
Wright-Hargreaves Mines.

Black Donald Graphite Co. 
Kingdon Mining, Smelting 

b Mfg. Co. . . . . . . . .
a a a a

Mclntyre-Porcupine Mines

Castle-Trethewey Mines. . .

Name

Joseph A. Orr. . . 

Eugene Chartier..

C. Holtegaarde . 
Wasyl Mikulanic 
Peter Szatska . . . 
Wilfred Ross 
Kousik Hrygszyn

Branko Ruzich . .

Fred Dufour. . . 
Tony Scrypchuk.

William Dawson 
Joseph Lamut. . . . 
Jaako Matson. . . . 
Mike Kerenovich. 
Wasyl Mudry. . . . 
Hantii Kaustinen. 
Edward Colborne.

Occupation

Mine supt.

Foreman. . . 
Cage-tender. 
Shaftman. . . 
Labourer. . . 
Shaftman. . .

Trammer .

Electrician. . 
Shoveller. . . 
Trammer . .

Miner.

Labourer. . .

Shoveller. . 
Timberman. 
Mechanic. . .

TABLE OF FATAL ACCIDENTS AT

No.

?A
?5
26

Date 
1927

Jan. 31
Dec. 25
Nov. 18

Place

Refinery. . . . . . .

Boiler room. .

Name of owner

Steel Co. of Canada.

Name

John Wageworth.

Occupation

Crane Oper.

Labourer. . .

TABLE OF FATAL ACCIDENTS AT

No.

?7
?8
?,9
30
31
32
33

Date 
1927

Feb. 11
Aug. 2
Aug. 4
Feb. 11
Aug. 29
Oct. 6
Nov. 7

Name of owner

Township of Harwich

Hagarsville Quarries.
Hagarsville Contracting Co. . . . . . .

Grenville Crushed Rock Co. . . . . . . . . . .
Herbert L. Conlin.

Name

W. E. Jackson.

Occupation



OR ABOUT ONTARIO MINES, 1927

Nationality

English-speaking. . . .

French- American. . .

English-speaking. . . .

Czecho-Slovak.

English-speaking

English-speaking. . . . 
Austrian.
English-speaking. . . . 

Jugo-Slav.
Finn. . . . . . . . . . . . . . .

Ukrainian.

English-speaking.

Age

37 
44

27 . 
38 
28 
26 
25 
32 
33 
36 
31 
24 
27 
33 
24 
29 
33

25
48 
46 
28 
48 
44

Mar 
ried 
or 

single

M 
M

M 
M 
S 

M 
S 
S 
M 
M 
M 
S 
M 
S 
S 
M 
M

S 
M 
M 
M
M 
M

Above 
ground

1

1

l"

1

Below 
ground

1

1
1

1 
1 
1 
1

1 
1 
1 
1 
1 
1

1 
1 
1 
1 
1 
1

Cause of accident

Caught by run of ore at ore pass. 
Struck by launder.

Fell from cage. 
Thrown out of bucket. 
Buried in ore bin. 
Rock fell from bucket in shaft. 
Fall of rock in stope. 
Struck by blast at chute'. 
Fall of rock in stope. 
Electrocuted. 
Struck by falling boom. 
Fell down a raise. 
Buried in a cave-in of ore in stope. 
By run of muck in stope. 
Fall of rock from wall. 
Fall of rock from wall. 
Fell from wagon.

Fell down stope. 
Caught by run of muck in stope. 
Fall of rock in stope. 
Fall of rock in stope. 
Crushed while riding cage. 
Crushed while riding cage.

METALLURGICAL WORKS, 1927

Nationality

English-speaking. . . . .
English-speaking. . . . .
Ukrainian.

Age

23
49
40

Married
or

single

S
M
S

Cause of accident

Fall of Telfer crane.

QUARRIES AND GRAVEL PITS, 1927

Nationality

English-speaking. . . . .

English-speaking. . . . .

English-speaking.

Age

42
25
29
48
37
41
17

Married 
or 

single

M
S
S
M
M
M
S

Cause of accident

Crushed between crane and car.



Non-Fatal Accidents

The causes of non-fatal accidents at mines are shown in the following 
table: 

Cause

Fall of persons. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Falling objects. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Hand tools.
Nails or splinters. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Crushed between two objects. . . . . . . . . . . . . . . . . . . . . . . .

Drilling machines . . . . . . . . . . . . , . . . . . . . . . . . . . . . . .

Explosives . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Explosion of carbide. . . . . . . . . . . . . . . . . . . . . . . . .
Unclassified. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Total. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Surface

81
69

13
67
40
20
40
26

8
49

2

3
11
8
8
8

18

471

Under 
ground

427
171
121
133
164

60
66
70
73
53
88
36

5
32
27
20

8

1,554

Total

427
252
190
133
177
127
106
90

113
79
88
44
54
34
27
23
11
8
8
8

26

2,025

The causes of non-fatal accidents at metallurgical works are set out here- 
under: 

Falling objects..................... 33
Fall of persons..................... 18
Burned by slag, matte, or scrap..... 13
Transportation................ ..... 11
Flying objects...................... 12
Hand tools......................... 13
Burns..................... ......... 5

Crushed between two objects. 
Strain while lifting. 
Nails or splinters. 
Machinery............
Cranes, ladles, hooks. 
Acid, gas, or steam

Total.......................... 130

Causes of non-fatal accidents at quarries: 
Handling material.............. ... 44
Transportation....... ... ........ . .. 17
Fall of persons..................... 43
Machinery........... .. ..... ..... .. 18
Hand tools......................... 18
Falling objects..................... 18
Flying objects, sledging, etc......... 14
Crushed between two objects....... 8

Strain while lifting................. 8
Nails or splinters................... 3
Fall of rock........................ 12
Hoists, derricks, elevators.......... 10
Electricity.. 
Burns
Explosives.. 
Unclassified.

Total.......................... 228

Causes of non-fatal accidents at clay, sand, and gravel pits : 
Transportation............. ........ 10
Fall of persons.... . ...... ... . ... ... 6
Fall of material.................... 10
Machinery................ ......... 11
Falling objects..................... 6
Crushed between two objects....... 6

Nails or splinters.
Hand tools
Strain while lifting.....
Flying objects.
Striking against objects.
Burns.

Total.......................... 61



Infection
Records show that infection followed in 203 cases out of a total of 2,444 

non-fatal accidents in 1927.

Location

Total. . . . . . . . . . . .

No. of 
accidents

1.554
471
130
228

61

2,444

Accidents followed 
by infection

145
39

4
11
4

203

Per cent 
infection

9.3
8.3
3.1
4.8
6.6

8.3

Accidents from Explosives

Totf 1 . . . . . . . . . . . . . . . . . . . . . . . . . . . ,

Number 
of

accidents

5
4
4
1
2
1
3
2

22

r

Number

Fatal

... 1. ...

1

injured

Non -fatal

5
4
5
2
2
3
3
2

26

Fatal and Non-Fatal Accidents with Cage, Skip, or Bucket
Descending cage hit chairs
Standing at landing with part of body projecting into shaft.
Working in shaft and hit by bucket or skip
Bucket striking timbers causing man to fall out.
Bucket striking timbers causing material to fall out.
Working in shaft and hand caught in tackle
Hiding in cage with material which caught in timbers
Bucket caught in shaft and hand injured in sheave
Caught between cage and timbers while riding cage.
Crosshead falling after being held up........................................
Material falling off cage. 
Cage bar catching timbers

Total....... ........................ .................................... 29

Classification of Non-Fatal Accidents by Mines
In the following table, the mines are classified according to their record of 

non-fatal accidents per thousand employees : 
r Canada Cement Co., Port Colborne. 

Nil J Canada Cement Co., Point Anne. 
[ Toronto Lime Co.

Deloro Smelting and Refining Co. 
Hagersville Contracting Co. 
Durham Stone and Sand Co. 
International Nickel Co., smelter. 
Standard White Lime Co. 

l to 50 * Kirkfleld Crushed Stone Co. 
Walker Bros. 
Queenston Quarries. 
Rogers and Hurst. 
Mond Nickel Co, mines. 
International Nickel Co., refinery.
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51 to 100 4

101 to 150

151 to 200

Black Donald Graphite mine.
Miller Lake O'Brien mine.
Cooper Gold Mines.
Sylvanite.
Wentworth quarry.
Beachville White Lime Co.
Christie Henderson Co
Canada Crushed Stone Co., Dundas.
Mond Nickel Co., smelter.
Loughborough Mining Co.
Steel Co. of Canada.
Power and Mines Synd.
Nipissing Mining Co.
Canada Lime Co.

- Tough-Oakes Burnside mine. 
O'Brien.
Barry Hollinger. 
Keeley.
Canada Gypsum Co. 
Hagersville Quarries. 
Cobalt Contact. 
Teck-Hughes. 
Dome. 
Argonaut.

Lake Shore.
International Nickel Co.. mines.
Ankerite.
Alabastine Co,, Elora.
Coniaurum.
Algoma Steel Corp
Castle-Trethewey.
Kirkland Lake Gold.
Treadwell Yukon.
Wright-Hargreaves.
Gold Hill
Mcintyre.

C West Dome Lake.
201 to 250 l Vipond.

^ Porcupine Paymaster. 
l Gordon Crushed Stone. 
^ Hollinger.

f to \ Kingdon Mining Smelting and Mfg. Co. 
gt Marys cement Co.

301 to 350 Asbestos Pulp Co.

Safety Work 
Canada Cement Company

The Accident Bulletins of 1925 and 1926 show the record of the Canada 
Cement Company at Port Colborne. This plant was awarded the Safety Trophy 
of the Portland Cement Association in 1925. During 1926 there were two minor 
accidents in the plant, entailing the loss of 18 days for the year.

The following extract from a letter from L. M. McDonald, superintendent, 
shows the record for 1927 :  

Our average number of men throughout the plant during the year was 225, and 
we had four accidents entailing lost time of 185 days.

We operated the quarry with 25 men during the year and ran free from accidents, 
and might say that the last accident we had in this department entailing lost time 
was on September 25, 1924.



We still maintain the same safety organization with the foreman as the respon 
sible party for accident prevention work, and this system seems to be the most effec 
tive and achieves the best results. In fact, throughout the cement industry all the 
plants who have made a name for themselves in accident prevention work lay special 
stress on the responsibility of the foreman to his men in preventing accidents.

Our plants at Belleville and Hull completed the year without a lost-time accident 
and therefore win the Trophy which we were fortunate enough to win during 1925.

The Canada Cement Company operated the quarry, cement and crushing 
plant at Belleville during 1927, employing an average of 312 men, without a lost- 
time accident. The method adopted for the prevention of accidents is described 
by J. H. Legate, superintendent, as follows: 

In 1920 we commenced a systematic effort to prevent accidents. Since that time 
our experience in this line of endeavour has resulted in the responsibility for preven 
tion of accidents being taken by a committee composed of the plant superintendent, 
the plant safety engineer, and the foremen of each department, numbering twenty-two 
men in all.

Meetings of this committee are held every two weeks, at which "are discussed the 
experiences in safety work of our own and other plants, suggestions concerning present 
and future campaigns, unsafe conditions and practices, and similar matters.

Frequently a foreman is asked to take charge of the meeting, and when necessary, 
as is sometimes the case, he is assisted in the preparation of the subject matter he 
proposes to discuss.

A sub-committee of three foremen is appointed for each month to investigate any 
accident occurring during that month. These men interview the workman injured, 
any witnesses, examine the location of the accident and report details and opinions 
at the next committee meeting. The report is discussed, responsibility for the accident 
determined, and steps decided upon which will prevent a recurrence of the particular 
accident.

From time to time an inspection by one or two foremen of another foreman's 
department is carried out and a report made as to guards required, unsafe practices, 
etc. On the surface this might appear liable to cause friction, but such is not the case. 
The reason for this is that every man on the committee in this plant believes his safety 
work is actually saving a hand, a limb, or a life for some employee.

Each foreman takes the responsibility for the safety of each man under him, and 
safety is considered second in importance to no other duty.

Competition and co-operation play a large part in our Safety First work: com 
petition, within the plant (one department's safety record to beat the others); within 
our company (our mill to beat the others); within our industry (our mill and our com 
pany to beat the others).

Co-operation: one department with the others; one mill with the others; one com 
pany with the others. They receive our accident records, we receive theirs, and each 
profits by the experience of others; the same applies to safety literature, posters, 
campaigns, organization, etc,

A shield is annually awarded to the department having the best no accident record. 
A small flag is hoisted on the plant flag-pole for a month's run clear of accident, a 
large banner for three months clear of accident. These come down, of course, when 
there is an accident.

In charge of our First Aid room is a Safety Engineer and an assistant, where 
injuries receive immediate attention. A weekly plant newspaper or bulletin is got out 
by the Safety Engineer carrying local news, but consisting to quite an extent in safety 
literature and cartoons, departmental and cement plant safety records, etc.

In commencing Accident Prevention work we believe it is necessary to have every 
employee attend several meetings dealing with Safety First until he realizes that his 
careful work and safety of life and limb are matters of the utmost importance to him 
self, his family, his employer, and society in general. When this is accomplished our 
experience is that best results are then obtained by placing the carrying out of Safety 
Work in the hands of the men responsible for carrying on the work of the plant the 
foremen.

We might also point out that it is of great assistance to have the company execu 
tives, from the President down, wholeheartedly for Safety First. The cement industry, 
not only in our particular case, but over the whole of North America, enjoys the active, 
sympathetic, 100 per cent, co-operation of the men at the top in overcoming accidents.

These men saw ten out of 142 of their mills go through the year 1927 without a 
single lost-time accident.

Deloro Smelting and Refining Company
The Safety First Committee of the Deloro Smelting and Refining Company, 

with R. A. Elliott as chairman, continued a very active campaign against acci-
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dents during 1927. They were successful in reducing the number of compensated 
accidents for the year to five. There are approximately 362 employees.

The decline in accidents each year is shown by the following figures taken 
from the chairman's annual report for 1927. Figured on a percentage basis 
the lost time was: 

1923 . .. . . . ... .. . .. . .. . . . . ... . ... . . 0.635 per cent, of the total time.
1924 . . . . . . . . . .. .. . . ................ .509
1925 .. . . . .. . .. . . . .................. .233
1926 .... . .. . . .. . . .................. .160
1927 ............................... .071

This reduction in the number of accidents and lost time was due to co-opera 
tion of the management and employees with the safety committee.

Each accident was carefully investigated and classified under one of the 
following causes : faulty equipment, wrong method of work, carelessness, doubt 
ful or accidental. Cash prizes were awarded to 33 employees for worthy 
suggestions. Three foremen for departments received rewards for the best 
no-accident record of the year.

Mclntyre-Porcupine Mines, Limited
The Mclntyre-Porcupine Mines, Limited, during 1927, formed an organiza 

tion which was very effective in the prevention of infection after accidents. 
The method is described by D. E. Keeley: 

First-aid dressing-stations have been established at both No. 5 and No. 11 shaft 
heads, and strict instructions have been issued to shift bosses and employees that 
every injury, however slight, is to be reported to the dressing-station, as soon as 
possible. The dressing-station is in charge of a trained first-aid man, and a twenty-four 
hour service is provided.

All men who have received an injury have the wound thoroughly cleansed, appli 
cation of mercurochrome, 2 per cent., and sterile gauze dressings; and where men 
carry on with their work, protective dressings are applied before going on shift again.

First-aid kits have been provided at various stations underground, and injured 
men are able to procure attention at once, and are seen and redressed at the dressing- 
station.

Success in prevention of infection is greatly due to insistence on the men reporting 
slight injuries at once to the dressing-station, and to the co-operation of our staff of 
superintendents, shift bosses and the men themselves in enabling routine treatment 
of wounds to be carried out.

First-aid kits have also been provided at various locations on the surface, such as 
at the mill, carpenter's shop, steel shop, assay office, electrical shop. Any injury occur 
ring at these places is given immediate treatment and referred to the main dressing- 
station.

Bonuses are paid to shift bosses who have the lowest record of lost time from 
accidents for periods of three months and to all shift bosses underground who 
have no lost time from accidents.

Prosecutions

Before Magistrate S. Atkinson, at Timmins, Ont., on April 6, Reg. Webber, 
a chute-blaster at the Hollinger mine, was fined $10 and costs for a contravention 
of Regulation 19, Sectfon 164, Mining Act, 1919, in that he failed to guard an 
entrance into a place where blasting was being done, on April l, on the l,700-foot 
level of the Hollinger mine.

Before Magistrate Atkinson, in the Timmins Police Court, George Pastor 
and W. A. Waters, employees of the Hollinger mine, were each fined $10 and 
costs (amounting in all to $17.50) for contravention of Regulation 219, Part 
VIII, Mining Act, 1927, in that they "while under the influence of intoxicating 
liquor were in the proximity of a working place on the surface."

Before Magistrate Atkinson, in the Police Court at Timmins, on December 
8, Martin Bucar was fined $20 for being under the influence of intoxicating liquor 
while in the proximity of a working place at the Hollinger mine on November 29.
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Collapse of the Workings at the Worthington Mine

About 5.50 A.M V October 4. 1927, the workings of the Worthington mine of the 
Mond Nickel Company collapsed, carrying down the mine power-house, about 
400 feet of the tracks of the Canadian Pacific Railway line from Sudbury to 
Sault Ste. Marie, and one workman's house and rendering unsafe for occupation 
two other houses. The main hoisting shaft of the mine was crushed at a point 
142 feet from the surface for an indeterminate distance.

The preliminary signs of the impending subsidence were first noticed shortly 
after 7 P.M. on the evening of October 3, when D. Ballantyne, the shift boss on 
the afternoon shift on that date, returning underground from the surface after 
eating his lunch, went into the old workings on the 3rd level. Movement at this 
time was noticeable in the shaft pillar on this level and was extending to the main 
shaft openings at this point.

Worthington mine, with the railway station to the left. View looking 
north into old stope across faulted area. The immediate foreground shows 
clay which has been squeezed into the stope.

Ballantyne immediately got in touch with Wm. Mumford, the mine superin 
tendent, who, after an examination, decided it best to remove the shift from under 
ground as soon as practicable, but considered it essential to further protect the 
main shaft by placing additional timber about the weak spot which had developed 
in the shaft at the 3rd level before attempting to hoist the shift to the surface. 
This timbering was immediately proceeded with and was completed and the men 
removed from underground shortly after 10 P.M.

Mumford left the working by 10.30 P.M., by which time the movement was 
so pronounced on the 3rd level that the floor east of the shaft in the portion of 
the floor pillar remaining on this level had heaved up approximately 3 feet, indi 
cating that the pillar in this section was being subjected to very heavy pressure.

No men were permitted underground after this time, and the movement 
apparently progressed throughout the night, culminating at 5.50 A.M., when the 
surface subsidence occurred.

The section affected on the surface has an area of 171,500 square feet, which 
has settled an average distance of 45^ feet, ranging from a maximum of about 
80 feet directly over the workings to a drop of a few feet only at the extremities.
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Shaft caved 
at this point

level no'
In places workings 
approached as close 
gs 8'to clby in glaciated 
notch represented dbove

Floor pillar 

Broken ore

Stopes not opened up 
on ninth levelNote. 9* level 

under development 
atdepthoffSOO'

Representative cross-section through shaft and ore body, 
Worthington mine. Scale, 200 feet to the inch.
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Worthington mine, east wall of cave, showing sunken road across cave.

It should he noted that the cavity formed at the surface, however, is represented 
by the subsidence of approximately 810,000 cubic feet of rock and the displacement 
of 7,020,000 cubic feet of clay and sand which poured into the workings through 
the openings formed by the cave. Thus, while the surface area affected has an 
extreme length of 500 feet parallel to the workings, the portion of the upper 
workings caved shows a length of only 250 feet.

From the character of the surface subsidence, which extends approximately 
300 feet horizontally beyond the vertical projection of the extreme mine workings, 
it would seem that there must have existed a plane of weakness in the hanging 
wall, dipping at a moderately low angle towards the workings, which allowed a 
huge block of ground to slip out and be squeezed into the workings prior to the 
surface subsidence. The evidence of this action noticeable on the surface is the

Worthington mine, looking south, showing east wall of faulted area and 
also subsidiary faults directly in front of the central house, which has dropped 
with the fault block.
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marked vertical extent of the subsidence on the hanging-wall side of the ore body 
in relation to the relatively small horizontal movement shown.

As the stopes below the 5th level (750-foot) were full of broken ore, it seems 
improbable that there was any extensive movement below this horizon. Above 
this level the workings were mainly empty, support to the hanging wall being 
given by the shaft pillar which had a width (parallel to the strike of the ore) of 
60 feet. To the west of the shaft pillar the floor pillars on the 1st, 2nd, 3rd, and 
4th levels had been mined out, leaving an open stope on this side of the mine 
roughly averaging 140 feet in length between the roof pillar at surface and the 
3rd (440-foot) level and approximately 240 feet long from the 3rd to the 5th 
level (750-foot). To the east of the shaft pillar the floor pillars on the 1st and 
2nd levels were intact. On the 3rd level all but 100 feet of the floor pillar had 
been mined. This 100-foot section had been left with the intention of stiffening 
the support supplied by the shaft pillar. The 4th level floor pillar on the east side 
had been completely mined out.

In the extreme easterly workings (east of the diabase dike) no movement -has 
taken place, as these workings have been entered since the cave occurred', and 
examination has shown these portions of the mine unaffected except for tire mud 
and water which has flowed in.

The shaft pillar, above the 5th level, has shown signs of weakening over a 
considerable period of years. That portion of the old shaft (which was a con 
tinuation of the top 61-degree section for a distance of 388 feet below the collar, 
joined by a curve with a vertical section through the ore body to the 750-foot 
level) which actually was located in the shaft pillar was abandoned in September,

Very deep ravine 
between rock wells

j Broken rock along 
heavy fracture

Heavy cracks in 
clay, faulting to south, 
I.e. South side down.

Sketch of cave, October 4, 1927, at Worthington mine. Scale, 200 feet to the inch.
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Worthington cave. Scale, 200 feet to the inch.

1924, since which time the new 83-degree portion of the shaft has been in usi 
No great stress, however, had been placed on the disintegration of this pillar, s 
any signs of weakening shown had been attributed more to weathering than t 
its subjection to abnormal pressure. The shaft pillar was composed largely c 
relatively weak sulphides. The remaining floor pillars, prior to the active begir 
ning of the movement on the evening before the collapse, had not given evidenc 
of being overloaded.

A factor which may have had some slight bearing on the stresses set up i 
the supporting pillars at the time might be attributed to the abnormally rain 
weather which had prevailed for some weeks previous to the collapse. This ma 
have had the effect of lubricating the smooth walls of the deep glacial notch (th 
presence of which was unsuspected before it was revealed by the cave) over th 
hanging wall, tending to throw an increased burden on all the supports of th 
workings.

The cave-in has resulted in the abandonment of the mine, temporarily i 
least, by the company. It does not seem that the extent of the damage nee 
necessarily mean a permanent abandonment, as it should be easily possible eithu 
to construct a new portion of the shaft farther in the footwall behind the cave 
section or even to reopen the present shaft through the crushed area.
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The following tabulation gives a short synopsis of the facts ascertained: 
Cu. feet 

Calculated void in workings west of the diabase dike from the surface to the
750-foot level.................. .... ......... ........................... 11,250,000

Volume of section not filled by cave (above surface of subsidence).......... 1,020,000
Net volume of workings filled by cave...................................... 10,050,000
Surface displacement:

Soil...... ....... .. .. . ......... . ... .... . . ... ................. 7,020,000
Kock.... ..... ... .......... ..... ... . .... .... ... ......... . .... 810,000

      7,830,000

Length of break into workings visible above cave
Maximum width of subsided area, perpendicular to strike of ore body.
Maximum length of area parallel to strike
Maximum depth of subsidence
Average depth of subsidence

Area affected on surface

Probable depth of clay in glacial notch on hanging wall.
Minimum thickness of hanging wall between mined ground and clay in glacial

notch 
Main hoisting shaft caved at a depth of 142 feet below the collar.

Feet 
250 
450 
510

80
45.5

Sq. feet 
171,500
Feet 

100

Longitudinal section, Worthington mine, surface to 700-foot level, showing 
stoped portions and pillars. Scale, 200 feet to the inch.
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Fatal Accidents, Mines
Black Donald Graphite Mine.—Tony Scrypchuk, an Austrian, aged twenty- 

nine, married, employed as shift boss at the Black Donald mine, was struck by a 
fall of rock at 10 A.M., July 26, and died in the Victoria Hospital, Renfrew, at 
12 M., July 27.

Scrypchuk went on shift at 7 A.M. and scaled until 8 A.M. He then told his 
helper he thought everything was all right and started drilling. He was working 
on a bench in the 250-foot level. At 10 A.M. he was ready to shoot and had the 
tamping stick in his hand when a slab of ore weighting about 700 pounds fell 
from the wall and back at his feet, carrying him down the slope a distance of 
10 feet, fracturing both legs. He was removed to the Renfrew Hospital where 
the doctors considered it advisable to amputate his right leg.

The deceased was considered a good workman, had been employed as drill 
runner and shift boss, and, from the evidence of his helper, fiad scaled at the 
place where this piece came from.

An inquest was held at Renfrew on July 29, 1927.
Castle-Trethewey Mines.—Hantii Kaustinen, Finn, aged forty-eight, a 

married man with a wife and six children living in Finland, was injured on the 
cage in the main shaft of the Castle-Trethewey mine at 9.50 A.M., November 3, 
and died as a result of his injuries in the Cobalt Mines Hospital about 10 P.M., 
November 5.

Kaustinen, who had previously worked at the Argonaut mine, was for the 
past two years employed as timberman at the Castle-Trethewey Mines. On the 
morning of the accident he was ordered to put in a ladderway on the 400-foot 
level. A few minutes before the accident he called the cage-tender to the 475- 
foot level, where he was working, to move himself and helper with two ladders 
and their tools to the 400-foot level. While Kaustinen and J. Maja, his helper, 
were picking up their tools and coats the cage-tender, E. Ruismaki, placed the 
two 16-foot ladders against the upturned hood on the near side of the cage with 
out closing any of the cage doors. Kaustinen then stepped to the back of the cage 
and took hold of the ladders. The helper put on the tools, and he and the cage- 
tender went on the cage. The cage-tender rang one and five bells as a signal 
to be hoisted to the next level without giving any three-bell signal which he 
claimed was the usual practice at the mine in going from one level to the other. 
The cage doors were closed and the three-bell signal given when hoisting or low 
ering men at the beginning or end of the shift. When the cage had moved to a 
point two or three sets above the station one or both of the ladders apparently 
went behind the timbers of the shaft. One ladder was broken in three pieces and 
the other in two pieces. Kaustinen's feet were thrown off the floor of the cage 
and both legs broken by being jammed between the floor of the cage and the 
wall plate when the cage came to a stop. He received compound fractures of both 
legs, the bone of the left leg being broken in four or five places. The hoistman, 
Gordon E. Larrot, who was still hoisting on the resistance, stopped the cage 
within a few feet when he felt the jerk on the rope. He lowered the cage on a 
two-bell signal so as to release the injured man, who was then brought to the 
surface on a nine-bell and one-bell signal given by the cage-tender.

The ladders were not tied by the cage-tender, who had been' transferred from 
deck-man to cage-tender about a month before the accident. According to the 
evidence it was the practice of the timberman to tie timber when lowering it on 
the cage. There was a chain on the cage at the time of the accident to be used 
for this purpose.

The injured man received attention promptly from the company's doctor, 
the legs were put in splints, and he was removed by lorry to the Cobalt Mines 
Hospital, where he arrived in good condition. Dr. Mitchell set the fractures, 
plated the bone in one place, and drew the flesh as well as possible over the wound
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where the leg was badly smashed. His condition remained good on the following 
day, but on Saturday he had considerable temperature and a fast pulse and 
showed evidences of gas gangrene. It became necessary to amputate, and the 
left leg was removed high up at 4.30 P.M. ; the patient died from shock at 10 P.M. 

An inquest was held at Cobalt on November 11 by Coroner Dr. J. A. Kane 
and adjourned until November 14, as the jury wished to call James D. Suther 
land, the shift boss, to settle the point as to what instructions the cage-tender 
received when put on this work. The jury brought in a verdict censuring the 
mine captain, E. H. Clemens, the shift boss, and the company.

Dome Mines.—Wasyl Mudry, Ukrainian, twenty-eight years of age, married, 
with two children living in Roumania, was fatally injured at 1.30 P.M., on Septem 
ber 27, in stope No. ^07, 9th level of the Dome mine, and died at 5.30 P.M. on 
September 28 at the mine hospital.

The deceased had been in the employ of the mine only since August 15, 1927, 
this being his first experience in underground work. He was employed as a 
shoveller and on September 27 was working in a sublevel known as No. 1,030. 
As some blasting was to be done in the place, Mudry and two other men were 
moved by the trammer boss to stope No. 907 to shovel out a small quantity of 
ore from a ledge into a raise. With the removal of this ore it was the intention 
to do no further work in the stope. The back at the place was 28 feef above the 
ledge, and the hole into which shovelling was done was not guarded owing to the 
work being of a temporary nature.

The three men were shovelling when a mass of rock, weighing some two tons, 
fell from the back and striking on the sloping bottom turned over and rested on 
the ledge. It did not fall from a point directly over the men. Two of the men 
stepped to safety. Mudry, who was on the right side, facing the opening to the 
raise, either stepped over the ledge in avoiding the rock fall or was struck by the 
falling rock and knocked into the opening. He fell some fifteen feet before strik 
ing the rock pile and then rolled some 150 feet down a slope of 45 degrees and 
was taken out at a chute on the 10th level.

The shovellers who were sent to stope No. 907 did not know of any loose 
ground above them, and the trammer boss declared he thought the condition of 
the back was all right. The men had -worked in the place on and off on several 
days previous to the accident. The trammer boss, Nick Ostonack, worked under 
the direction of a shift boss, Alf. Michelson, who had not given any direct orders 
to place the men in stope No. 907 but had given a general order to move the men 
as circumstances required.

Some time previous to the accident when the rock pile was nearer to the back, 
sealers had tried to bring down a loose piece in the back by means of gads. (The 
same piece was the one to give way at the time of the accident.) They had 
worked on it on several days but were not able to bring it down, but no explosive 
was used. The shift boss knew that the ground was questionable, but he had 
evidently not warned the trammer boss. The shift boss declared that he did not 
know that the men were working in stope No. 907.

An inquest was held at South Porcupine on September 30 by Frank C. 
Evans, coroner, and the jury returned a verdict of accidental death and recom 
mended that greater care be taken in doing work of a temporary nature.

Furness Mine.—Edward Colborne, aged forty-four years, Canadian, married 
with 7 children, was fatally injured at the Furness mine (Shaw and Deloro 
townships), at 1.30 P.M., on November 6, and died at the Presbyterian Hospital, 
South Porcupine, at 6.30 P.M. the same day.

The deceased had been in the employ of the Furness mine as a hoistman 
and mechanic since May, 1927, previous to which time he had worked for fifteen 
years at mines in the Porcupine area. At the time of the accident Colborne and
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another man, David Parks, were the only men at work at the mine. The 
pump at the 125-foot level was causing trouble, and Colborne decided to go down 
and fix it. He instructed Parks to lower him down on the cage.

Colborne remained at the level for fifteen minutes. According to the evi 
dence given by Parks at the inquest, he received a signal of three bells, followed 
by one bell. After a pause he proceeded to hoist, and when the cage reached 
the surface Parks saw Colborne lying across the cage. When he went out to 
him he noticed that his head and left arm were badly injured. He decided to 
place Colborne in the hoist-house; while he was doing so, Colborne said he had 
slipped on (or against) the timber, but Parks did not understand just what he 
meant. Medical aid was obtained as quickly as possible.

In the evidence at the inquest Parks stated that he was not the regular hoist- 
man, but had been working under Colborne's instructions for over two months, 
and had only operated the hoist in lowering supplies or hoisting rock. At the 
time of the accident it was the first occasion on which he had'attempted to hoist 
a man. In hoisting he had not noticed or felt anything unusual until the cage 
reached the surface, when he saw that the doors of the cage were open. Both 
bars at the cage entrances were in their sockets, that on the station side of the 
shaft being bent slightly inwards. The bar was blood-stained and marked as 
though it had struck the deceased.-

The hoisting equipment was in good condition and the hoisting speed slow. 
Owing to the cold weather prevailing at the time the floor of the cage was slip 
pery.

From the medical evidence it was learned that something sharp had punc 
tured Colborne's face and had passed into the brain. Just what this instrument 
was could not be learned at the inquest, which was held by Coroner Frank C. 
Evans, at South Porcupine, on November 9.

The jury returned a verdict, of accidental death.

Hollinger Consolidated Gold Mines. Eugene Chartier, Canadian, aged forty- 
four, married, with a wife and 10 children living in Timmins, was hit on the head 
and shoulders by a steel launder used in pouring concrete on the roof of the new 
refinery at the Hollinger mine, about 1.20 P.M., January 21, and died in hospital, 
as a result of his injuries, on January 26.

The concrete is hoisted in a tower about 60 feet high and run from a hopper 
through the launder to the point where it is required on the roof. The heavy steel 
launder was supported at the upper end on the tower, and at the lower end on 
the box into which the concrete ran. The middle portion was supported from 
a half-inch steel cable passing over the top of the tower, one end of which was 
secured to one of the roof trusses of the mill, and the other to an eye bolt. To 
prevent the hoisting rope from rubbing on this cable, a loose sheave wheel was 
used, with a space of iy2 inches between this wheel and the regular 24-inch 
sheave. The cable passed through this space. On the Saturday preceding the 
accident the loose sheave and axle, which had become worn by several months' 
use, were replaced by order of the construction foreman. Emery cloth was put 
in both upper and lower parts of the bearings, and the bearings were screwed 
down tight on the axle. From inspection after the accident it was found that the 
thread had become worn on two of these bolts, allowing the axle to become loose 
and work endwise until one end dropped out of the bearing, letting the 10-inch 
sheave wheel come forward against the cable and cut it through.

At the time of the accident Chartier, who was in charge of the pouring of 
the concrete, was standing under the launder giving instructions to Walter Avery, 
when it fell, crushing him to the curb of one of the divisions of the roof. 
Chartier was taken to the hospital, where his condition remained satisfactory 
until the 25th, when he developed symptoms of cerebral hemorrhage. A post 
mortem showed death to be due to a fracture at the base of the skull.
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An inquest was held at Timmins, on January 27, by Coroner H. E. Mont 
gomery. The jury brought in a verdict of accidental death and attached no 
blame to anyone.

John Furpy, French-American, aged twenty-seven years, married, with three 
children, was instantly killed at 10.50 P.M., on Februaiy 8, when he fell a dis 
tance of some 1,600 feet in the main shaft, Hollinger mine.

The deceased had worked at the Hollinger mine for five years and at the 
time of the accident was employed as a cage-tender. He had, in the course of 
his duties, signalled the hoistman to stop the cage at the 800-foot level, where 
four men embarked, bringing the load to 19 men, 20 being the permitted number. 
Furpy then signalled to have the cage hoisted to the surface, and closed the cage 
door.

Shortly after leaving the level, the cage-tender was heard to warn someone 
at least twice, "Keep your hands off the chain," referring to a chain by which a 
dog holding a bar in a vertical position at the side of the cage was released. 
Furpy then realized that the bar was falling and tried to replace it, for he was 
heard to say: "The bar is out. If I can hold it here we are all right. If I cannot, 
we are gone." A moment later he was heard to say, "I can't hold it any longer."

One witness at the inquest stated that he saw the bar falling and he saw 
Furpy try to replace it in a secure position. At the time there was only one light 
from a miner's acetylene lamp, which hung at the top of the cage. The same 
witness stated that somewhere near the 200-foot level he saw Furpy fall head 
first off the cage. It was evident that the bar had caught in the shaft timber, as 
the cage was jarred violently, although the hoistman knew nothing of the trouble.

When the cage reached the surface the cage-tender was missing, and most 
of the men on the cage had not seen him disappear. After the accident it was 
found that one of the cage doors was missing, and this was later found caught 
in the timber of the shaft near the 200-foot level. The bar which Furpy had 
tried to hold was still fastened to the pin on which it swung, but was badly bent 
in several places. The upper part of the cage door was bent outwards from 
the cage, and the door found in the shaft was bent over flat fifteen inches from 
the top.

It would appear that when the bar caught in the timber the upper part of 
the cage was sprung, allowing the doors to press out and catch in the timber 
also. While no one could actually explain what happened, it is probable that 
when the roller door was torn from its place that Furpy was tossed out of the 
cage. Another man standing near by had his hat knocked off, but suffered no 
injury.

The cage at the main shaft is 5 feet 8 inches by 8 feet, inside measure. The 
entrance to it can be closed off with doors when men are riding. These doors 
can be swung in to lie close to the side of the cage, and when they are in this 
position a car can be placed and held secure at the front end by a bar which is 
hung on a pin at the side of the cage and which, when dropped to a horizontal 
position in front, is held in a socket at the other side of the cage.

When the doors are being used this bar is swung back into a vertical position 
at the side of the cage, where it is held in a socket and prevented from falling 
by means of a steel dog which drops before it. The dog is weighted at the 
end which catches the bar, and can only be released by pulling down on the other 
end. As the dog is out of a man's reach a chain is attached to it, so that the 
cage-tender can readily release the dog when necessary. Witnesses at the inquest 
stated that someone was tampering with this chain, but no one could be identified 
as the person responsible. Not only had they heard the warning given by Furpy, 
but two witnesses had seen someone's fingers tugging at the chain.

The doors of the cage are hinged at the side of the cage, and when protecting 
the entrance are arranged so that one half is closed all the time and the other
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half is operated on rollers so that the cage-tender can run it back to take on or 
put off men or supplies. Ordinarily these doors are prevented from swinging- 
outward by a stop fastened on the floor of the cage and another stop at the side 
of the cage where the top of the door meets the side.

At the inquest an endeavor was made to locate the person responsible for 
disturbing the chain releasing the dog, but no witness could be found who could 
recognize the person. The cage was travelling at a rate of 1,200 feet per minute, 
which permitted of very little time to see anything, especially in a dim light. A 
model of the cage was used at the inquest, and witnesses were called in one at 
a time and their places determined on the cage. It would appear that the person 
or persons tampering with the chain had embarked at the 800-foot level, but the 
knowledge of the English language possessed by this person or persons was 
unsatisfactory for the purposes of truthful information.

However, had the chain not been tampered with, the bar at the side would 
have been held absolutely safe. Formerly the company had an arrangement to 
hold the cage bars in place in a spring and clamp device, but this had on several 
occasions proved unsatisfactory, so that what,was considered a more useful 
device was worked out and was in use for several years.

The inquest was held at Timmins, on February 12, by Coroner H. E. Mont 
gomery, when a verdict was returned of accidental death from falling in the 
main shaft of the Hollinger mine, the contributing cause being that a person 
or persons unknown had tampered with the chain attached to the dog holding 
the cage bar in place. It was also recommended that some more suitable device 
be obtained, so that men could be prevented from fooling with the chain.

R. Brodeur, English-speaking, aged thirty-eight years, married, employed 
as head shaftman in the Schumacher shaft of the Hollinger mine, was instantly 
killed about 7.45 A.M., on July 4, by being thrown out of the bucket and falling 
to the bottom ot the shaft, a distance of 500 feet.

Sinking operations in this shaft at the time of the accident had reached a 
depth of 2,600 feet. Hoisting is done by means of a 1,500-pound bucket guided 
by a safety crosshead of the California type, the weight of which is 1,500 pounds. 
While the hoist is on the surface all operations in this shaft are now conducted 
from the 1,800-foot level. At the time of the accident the miners had started 
drilling in the bottom. Brodeur was lead-man and had remained in the 1,800- 
foot level until a bucket of water was hoisted and dumped. He then entered 
the bucket and was rung to the bottom. At a point 20 feet above the 2,000-foot 
level the safeties on the crosshead operated, the dogs engaged the guides, and the 
bucket continued down the shaft. Ninety feet below the 2,000-foot level mark 
ings on the timbers clearly showed that the bottom of the bucket had struck 
the timber and tipped over. Brodeur's hat and lamp were found on the timbers 
two sets below.

The reason the crosshead failed is not known. After the accident it was 
operating perfectly. For several hours the master mechanic and his assistants 
tried unsuccessfully to produce a condition under which the crosshead would 
catch and allow the bucket to continue.

Theobald Lacroix, aged twenty-eight years, single, Canadian, was found 
dead in an ore bin, about 8.15 P.M., at the rolls plant of the Hollinger Consoli 
dated Gold Mines, Limited.

The deceased had been in the employ of the Hollinger company since April, 
1924, and from September, 1926, was employed as a rolls operator. He was 
assisted by one man, who looked after the greasing and oiling of machinery, 
together with the cleaning. The helper last saw Lacroix alive about 6.30 P.M. 
on November l, when he was near the rolls at which he worked.
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Shortly after this time another employee in the rolls plant noticed that one 

of the conveyer belts was spilling its load and that the belt was stopping. He 
signalled for help to set things right, and the shift boss and one other man 
responded. All the machinery was stopped. As Lacroix did not show up 
when the signal was given, the shift boss looked for him at his usual place of 
work and, not finding him there, sought him at the dry-house. As he could not 
be found, it was thought that he had gone home without reporting. The other 
men set to work to clean away the spilled rock preparatory to getting the con 
veyer belts running again and not with any thought that Lacroix was in any of 
the bins. However, in working around a bin into which the No. 3 conveyer fed, 
it was found that the outlet was blocked ; and when the plate which covered the 
outlet chute was raised, the body of Lacroix was seen lying across the mouth of 
the chute. The broken rock had piled up over him, entirely covering him. 
\Vhen he was removed from the bin, life was extinct.

No one had seen Lacroix leave the rolls floor, but he must have gone up 
the stairway to the conveyer belt, No. 3, leading to the bin. What he intended 
to do no one knew, and how he got into the bin could not be definitely explained. 
The conveyer belt is 36 inches'wide and carries a load of some 4 inches depth. 
At the unloading end of the belt the driving pulley is half housed with steel 
plate, the opening provided for the rock being 10 inches deep. Lacroix must 
have passed through this opening into the bin.

Judging from the appearance of his clothing after the accident (the right 
side of his jumper and sweater were twisted as though they had been caught 
between the driving pulley of the conveyer belt and the conveyer belt itself), it 
might be that Lacroix was caught while leaning over the conveyer belt. In order 
to get into that position he would have had to move from the walkway along the 
belt over the frame of the conveyer-belt head. His work did not require him 
there.

Together with the injury to the head and chest from crushing, there was 
the injury from suffocation. No one knew how long the deceased had remained 
covered with broken rock in the bin.

An inquest was held at Timmins on November 3, by Coroner H. E. Mont 
gomery, when a verdict of accidental death, attaching no blame to anyone, was 
returned.

International Nickel Company of Canada, Limited.—Christian Holtegaarde, 
Danish, aged twenty-five, single, employed as a scaler at the Creighton mine, 
was instantly killed by a fall of rock in No. 9 stope, 23rd level, at 7.20 A.M., 
February 14. Holtegaarde had been in the employ of the company since August, 
1926, and previous to that had worked at the Garson mine.

No. 9 stope was just being opened up from a preliminary drift along the 
footwall. Entrance to this stope was from a manway in the pillar between 
No. 8 and No. 9 stopes. The first bench was drilled and blasted on Saturday, 
February 12, and, owing to the nature of the ground along the footwall in these 
stopes, instructions were given to the workmen to remove all equipment from 
the stope before blasting and to watch for loose ground when they returned to 
the stope on Monday morning.

Holtegaarde arrived at the manway entrance to the stope at 7.20 A.M. on 
Monday. A workman had already scaled the manway entrance, and from this 
position had started to scale in the stope proper. In reply to a question by 
Holtegaarde as to how everything appeared, he said there was a lot of loose 
ground. Holtegaarde stepped past the man into the stope, presumably to see for 
himself, and just as he did so a block, weighing about 1,500 pounds, fell, striking 
him a glancing blow on the back. He was thrown against the footwall and 
died almost immediately, his back being broken.
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An inquest was held at Creighton mine on February 16, by Coroner Stod 
dart. No reason was advanced as to why Holtegaarde should have stepped 
out into the unsealed stope. He was experienced in this ground and knew that 
they always scaled ahead and posted as they went along.

Wasyl Mikulanic, Czecho-Slovak, aged thirty-two years, widower, was 
fatally injured by a blast at No. 13.3 chute. No. 13 crosscut, 16th level, Creigh 
ton mine, about 11.30 A.M., May 30. and died in the Copper Cliff hospital at 
5.30 P.M. the same day. Mikulanic had been employed at Creighton about four 
teen months, working as a surface labourer for nearly ten months and under 
ground as a drill-helper and trammer for the four months previous to the 
accident.

On the morning of the accident Mikulanic was loading cars in No. 13 cross 
cut, on the 16th level, one car being spotted at No. 13.3 chute and one at No. 
13.4 chute. These chutes are of the platform type, with a timber bulkhead 
between them which prevents travelling between the chutes on top of the 
platform. Previous to the accident the chute blaster, A. Laziak, had blasted a 
boulder in No. 13.4 chute, but had not examined the condition of No. 13.3 chute, 
nor had Mikulanic informed him that this chute also needed to be blasted. 
After blasting No. 13.4, Laziak and J. Berezowski, the trammer boss, who with 
Mikulanic were guarding the approaches to No. 13.4 till the shot went off, 
instructed Mikulanic to blow the smoke before returning to his working-place 
and themselves proceeded to No. 11 crosscut. "Laziak left his bag, containing 
powder and fuse, in No. 13 crosscut.

On returning to No. 13 crosscut some fifteen or twenty minutes later, 
Laziak noticed fresh smoke issuing from No. 13.3 chute and called to Mikulanic, 
whom he presumed to be working on the platform at this chute. Receiving no 
reply, Laziak climbed up on the platform and discovered Mikulanic lying in an 
unconscious condition on the platform. Assistance was procured and the 
injured man removed to surface, where he was attended by Dr. A. J. Bovce.

Examination of the injured man revealed numerous bruises and a few 
trivial cuts on the arms and chest, the face was blackened by the flame from the 
explosion, and the eyes destroyed. Dr. Boyce was of the opinion that the man 
was very close to the blast when it went off and, as no extensive evidence could 
be found of his having been struck by flying fragments from the blast, con 
cluded that the injuries were due chiefly to concussion. He was unconscious 
when examined and in a very badly shocked condition, having a pulse of onlv 32. 

A piece of fuse 21 inches in length was found in the car under the chute 
after the accident. While this fuse was burned, it showed no sign of having 
been cut along this length, and apparently Mikulanic had notched the fuse at 
this distance from the end to light it, the fuse burning in both directions from 
this point. As the chute-blasting fuses at Creighton all have a standard length 
of three feet, it is apparent that Mikulanic had cut the effective length of the 
fuse down to 15 inches in setting off the blast.

What Mikulanic's object in blasting the chute himself was can only be a 
matter of speculation, as the chute blasters are supposed to do all this work; 
and as there is one chute blaster employed for every two trammers, it is evident 
that he would have had no difficulty in finding a chute blaster to perform this 
operation had he taken the trouble to do so. In fact, Mikulanic must have 
known the condition of No. 13.3 chute at the time Laziak blasted No. 13.4, 
as he had loaded a car at No. 13.3 previously, and the piece he attempted to 
blast had to be broken before any further loading could be done.

Presumably Mikulanic, who was a very thrifty man, wanted to get some 
experience in blasting, with the object of applying for a chute blaster's job, 
in which capacity he could earn a slightly higher wage than as a trammer. So 
far as could be determined Mikulanic had never done any blasting, but it is
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significant of what he did that at the time Laziak came into the crosscut to 
blast No. 13.4 he found Mikulanic carrying in three sticks of powder to do this 
blasting himself, and took them from him and used them on this blast.

An inquest was held at Creighton mine on May 31, before Coroner Thos. 
Stoddart.

Peter Szatska, Austrian, aged thirty-three, married, was fatally injured 
about 2.45 P.M., July 20, by a piece of falling rock in No. 11 hanging-wall stope 
on the 23rd level of the Creighton mine, and died at 6 A.M., July 21, owing to 
a fracture of the skull.

Szatska was an old smelter employee of the company who had for the past 
eight months been engaged as a drill runner. At the time of the accident he 
was endeavouring to withdraw a broken steel which had stuck in the second 
hole drilled into the breast from the afternoon set-up, while his helper, F. C. 
Latty, was tapping on the soft iron rod which Szatska had inserted in the hole 
in the drill steel. A large piece of rock about 12 feet long and 2 feet in thick 
ness fell from underneath the breast, or bench, as it is called in this mine. A 
piece of this rock evidently slid down the drill steel, striking Szatska on the 
left side of the head and driving the right side of his head against the front 
of the shell of his machine. This caused a depressed fracture about 2 inches 
in diameter over the right ear. With slight assistance he was able to walk 89 
feet up the ladders to the 20th level, and from there was carried to the first-aid 
room at the shaft head.

The face and back of the stope had been examined in the morning and 
just before noon by Charles Lively, the mine captain, and John Emlaw, the 
shift boss in charge of the work. Both considered the breast safe, though aware 
that the back was somewhat shaky below the drilling face.

An inquest was held at the mine, on July 22, by Coroner Brodie, of Sud 
bury.

Kingdon Mine.—William Dawson, labourer, was killed by falling under 
the wheels of a loaded wagon near Kingdon mine on July 30. He was a Cana 
dian, thirty-three years of age, and married.

He was riding in a wagon loaded with 3,000 pounds of carbide, which he 
was hauling from the railway at Galetta to the mine. There were no eye 
witnesses to the accident. The horses were stopped by a girl, and the body was 
found on a small hill about half a mile from the mine. His body had been 
crushed at the lower part of the chest; he evidently fell off the front part of the 
wagon as it was going down the hill, and both front and back wheels passed 
over his body, killing him instantly.

No inquest was held.

Joseph Lamut, Jugo-Slav, twenty-five years of age, single, was instantly 
killed in No. 902 stope of the Kingdon mine about 6 P.M., October 7, 1927, 
when a sprag supporting the lagging beneath the back of the stope came out, 
letting the lagging and the loose ground it was supporting drop on the stage 
on which he was working, carrying out the latter and precipitating the work 
man to the muck below, a distance of 25 feet.

Lamut had worked at the Kingdon mine for a period of almost a year, 
having been first employed on October 20, 1926, as a shaft sinker. For some 
months previous to the accident he had been working as a scaler.

The No. 902 stope had been mined up from the 9th level to within about 
6 feet of the 8th level, a floor pillar of this thickness being left, under which 
stulls and lagging had been placed before drawing off the muck was started. 
Six to eight feet under this back there was an inspection and repair staging
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carried on sprags, which gave access to the back at any time and was also used 
as a travelling way between different parts of the stope while the muck was 
being drawn.

Sealers are employed in this mine to follow the muck down as it is drawn, 
scaling or supporting the walls as the situation demands and keeping the muck 
running to the chutes.

A day or so before the accident the mine captain had noticed that the timbers 
carrying the lagging were buckling and had issued orders to the sealers in 
this part of the stope to strengthen the timbering before doing further work 
on the muck. Part of this work was completed, and R. Maher, the shift boss 
in charge of this section of the mine at the time of the accident, stated that 
he had instructed Lamut and his partner, Nestor Pelkanen, to continue this 
work and that when he visited the stope on his rounds previous to the accident 
he had met them carrying in additional sprags for this purpose.

Some time after the shift boss's visit to the stope Lamut and Pelkanen had 
descended to the muck pile and commenced work there, when fines dropping 
through the lagging attracted their attention and caused them to come up to 
the back again to investigate the cause. A fellow-sealer, F. Sikorski, working 
somewhat farther along the stope, stated that Lamut and Pelkanen commenced 
to cut a hitch beneath the sprag, which came out.

While engaged in this work the sprag either broke or sprung out of place, 
allowing the lagging and the loose ground it was supporting to drop on the 
staging, breaking the latter and dropping the men to the muck pile below. Lamut 
fell a distance of 25 feet and was probably struck about the head by the falling 
material, sustaining multiple fractures of the skull and dying instantly, while 
Pelkanen fell a distance of 68 feet but escaped with less serious injuries, namely, 
four fractured ribs and numerous bruises.

An inquest was held at the mine on October 11. before Coroner A. B. 
Hyndman. The jury returned the following verdict: "That Joseph Lamut came 
to his death on the 7th day of October, 1927, while in the employ of the Kingdon 
mine. Death occurred instantly, following an accident in No. 902 stope, due 
to not carrying out shift boss's orders."

Jaako Matson (Hietaniaemi), Finn, forty-eight years of age, married, with 
wife and four children residing in Finland, was killed when caught in a run of 
muck in No. 903 stope at the Kingdon mine, about 10 A.M., November 29, 1927.

Matson had been in the employ of the Kingdon Mining, Smelting and Manu 
facturing Company, since February, 1927, as a drill runner, until about three 
weeks before the accident when, at his own request, he had been transferred to 
scaling. Previous to his employment at Galetta he is supposed to have had 
several years' experience mining in other Ontario camps. He was considered 
a very careful and capable worker by the shift bosses and mine captain at Galetta.

Matson and his partner, Arthur Ball, had been instructed on the morning 
of the accident to attempt to break down the muck over No. 20 chute, in No. 903 
stope, as it had been hung up for several days at a point too high to reach by 
blasting from the chute, and it was considered necessary to break it down from 
the top. Matson and Ball proceeded with this work, Matson working on the 
muck and Ball assisting from a staging carried on sprags above the muck eleva 
tion. According to Ball's testimony, at the inquest, Matson at all times he 
was on the muck worked with a rope tied about his body and secured to the 
sprags.

Two unsuccessful attempts to break the muck down by blasting had been 
made before the accident, and shortly before 10 a.m. Ball left the stope to go 
to the station for more powder. On his return Ball found that the muck had 
dropped and there was no trace to be seen of Matson; his life line remained hang-
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ing from the sprag with the loop he had been carrying about his body still tied. 
The muck over a length of about 12 feet had dropped a distance estimated to be 
between 40 and 50 feet.

Ball immediately raised the alarm; and further search still revealing no 
evidence of Matson's whereabouts, it was concluded that he had been carried 
down with the muck and that it would be necessary to pull the chute to rescue 
him or even to determine with certainty that he had been carried down at this 
point.

Drawing of the chute continued during the balance of the day shift, through 
out the night shift, and all the next day. During the morning of the day follow 
ing the accident a lamp thought to be Matson's was recovered from the chute, 
and about 6.10 P.M., the body was recovered. Up to this time approximately 
250 tons had been drawn from the chute. The top of the muck at the time 
of the accident had been between 80 and 90 feet above the timbers.

The body was examined by Dr. McNaughton, of Arnprior, who stated that 
death had probably been instantaneous. As there was no eye-witness to the 
accident it was impossible to determine what Matson had done to start the 
muck or why he had removed the rope which was his only protection in case 
of a sudden subsidence of the muck.

An inquest was held at the mine by Coroner A. B. Hyndman on December 6.

Lake Shore Mines.—David Noble, Canadian, aged twenty-six, with a wife 
and one child living at Kirkland Lake, was struck on the right side of the 
body by a piece of falling rock in the shaft of the Lake Shore mine, about 1.30 
P.M., February 8, and died at 9 A.M., February 14, as a result of internal injuries 
received at the time of the accident.

Noble had been employed in the mine since June, 1923, and was working 
as a shaftman in the sinking of the main shaft from the 1,000-foot level. The 
shaft had reached a depth of some 1,250 feet and was timbered close to the 
bottom at the time of the accident. The rock was hoisted in a barrel-shaped 
bucket in a compartment 4 feet 8 inches by 5 feet 4 inches with liner boards on 
the inside of the timbers. A non-rotating cable is used on an electric hoist 
with a drum 4 feet in diameter. The speed of hoisting would not exceed 200 feet 
per minute. The bucket is dumped into a pocket at the l,000-foot station by 
means of a ball and chain which engages in a slot in an iron door, which 
is lowered by the hoistman so as to cover the compartment.

The evidence of the deckman and the eager, who was on the level at 
the time, was in effect that the bucket hit the plank at the bottom of the ore 
pocket and a piece of rock the size of a man's head fell out and hit one of the 
doors at the collar and went down the shaft. The men in the bottom heard the 
rock striking the timber and rushed toward the other end of the shaft. Noble 
was hit and knocked down. The evidence as to whether the bucket was over 
filled or not was contradictory. E. Varra and Joseph Chosen, the deckman, 
claimed it was not filled within 6 inches of the top; the hoistman claimed it was 
overfull. Callam, the contractor, admitted that the bucket was sometimes over 
filled.

According to the medical testimony Noble's injuries included a fracture 
of the ninth rib, which punctured the lung, ruptured kidney, and ruptured 
liver. He was operated on as soon as his condition would permit and made 
favorable progress until the 13th, when he began to sink fast, peritonitis and 
other complications having set in.

An inquest was held at Kirkland Lake on February 16 by Coroner Dr. R. 
H. Armstrong, and the jury brought in a verdict that "David Noble came to his 
death accidentally by being struck by a piece of rock from a bucket which was 
overfilled, in the shaft of the Lake Shore mine."
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Mclntyre-Porcupine Mines Limited.—Mike Kerenovich, Russian, aged forty- 
six years, married, with two children in his home land, was instantly killed by 
a fall of rock in stope No. 2,523, 2,500-foot level, Mcintyre mine, at 11 P.M., 
on September 11.

The deceased had been in the employ of the Mcintyre mine for fourteen 
years and was considered a very competent miner. At the time of the accident 
he was employed as a scaler. The stope is being worked on the "cut-and-fill" 
system, and the fill, 16 feet in depth, had reached a point near where the accident 
happened, while slightly beyond to the west ore was being broken down to a 
height of 16 feet. Blasting had been done on a previous shift.

Kerenovich had examined the ground with his shift boss shortly after 
reaching the stope at about 7.15 P.M. The hanging wall, dipping 60 degrees, 
sounded drummy and appeared heavy. It was decided to support it with sprags, 
and one was placed. Kerenovich was assisted by two shovellers in preparing a 
footing for another sprag. Ore lying on the lagging was being cleared away; 
just as a large piece was being broken a slab on the hanging wall gave away, 
striking Kerenovich on the head and chest and covering him completely. One 
of the helpers was also struck by the falling rock but escaped with minor injuries.

An inquest was held at Schumacher by Coroner Frank C. Evans on Septem 
ber 13, when the jury returned a verdict of accidental death.

Mining Corporation of Canada, Limited.—Wilfred L. Ross, electrician at 
the plant of the Mining Corporation of Canada, Limited, was instantly killed 
at about 11 A.M., on March 18, by coming in contact with an electric line. He 
was a Canadian, married, thirty-six years of age, and had been emploved by 
this company since .1914.

The accident occurred in the electric shop where Ross was preparing to 
make tests on the field coils of an electric generator. The 550-volt circuit with 
which he came in contact was used only for testing purposes. It entered the 
room to a switch-board and from a switch on the panel it ran through an oil 
circuit-breaker and a starting compensator to one side of a double-throw, three- 
phase, disconnecting switch and to the primary side of transformers placed out 
side the building. A 110-volt circuit ran from the secondary side of the trans 
formers to the other side of the double-throw switch. The testing circuit ran 
from the outer points of the double-throw switch to the switch-board, and from 
there three portable, rubber-covered lines, about eight feet long, were used. in 
making tests. The double-throw switch was mounted on the wall, and the 
voltages of the circuits were marked at it.

Ross was working alone, except that an assistant had laid out his tools and 
testing instruments as directed and had then left the shop for other work. Joseph 
Plouffe, another assistant, was also in the shop and saw Ross preparing to make 
the test, but was not assisting him. Plouffe left the shop to get a box for carry 
ing some material to outside work. He returned in about ten minutes and found 
Ross lying on the floor with an exposed terminal of the testing lines in each 
hand. Plouffe saw that the switches were closed and immediately opened them 
and then ran to the mill office for assistance. Artificial respiration was applied 
until it was decided by Dr. Taylor and Dr. Mitchell that life was extinct.

It is not known why Ross took the live lines in his hands, as it was custom 
ary to complete the connections for a test before closing the switches. The 
test which he was making would require only 110 volts, and the double-throw 
switch was closed on the 550-volt circuit.

An inquest was held at Cobalt by Dr. Arnold on March 19.

O'Brien Mine. Neil Shaw, Canadian, single, aged twenty-four, was badly 
injured about 10 P.M., on April 16, by falling down a raise at the O'Brien mine, 
and died shortly after his admission to hospital.
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Shaw was engaged as a trammer on the 150-foot level at No. 6 shaft and 
had been employed at the mine for the past six months. He was working in 
company with Richard Trotter and Joseph Renaud and had gone on shift at 5 P.M. 
The men were engaged in drawing ore from chutes on the 150-foot level and 
tramming it to the raise used as an ore pass to the 300-foot level. The ore was 
dumped through a hole between the tracks over the raise. This hole measured 
17 by 25 inches. A stick or wedge was used to stop the cars at the mill hole. 
There was no light at the point other than that given by the miner's lamps 
carried by the men.

At the time of the accident Shaw went out with a loaded car while Trotter 
and Renaud filled the other two cars at the chute. When Troter came out 
with his car he noticed the full car which Shaw took out, with his lamp on 
the front end, standing on the track about 5 feet past the mill hole. He ran 
back and told Renaud that he feared something was wrong. The two men pro 
ceeded down No. 6 shaft and met James McKenzie, who had been tramming on 
the 300-foot level. McKenzie had noticed the water running red from the 
chute and had come up fearing something was wrong. Renaud ran to the 
chute after reaching the 300-foot level and started to run out the ore while 
McKenzie went to No. 20 winze to give the alarm. After four or five 
cars of ore had run out Shaw was recovered from the chute. His skull was 
fractured both at the base and the vault and he also had chest injuries causing 
a laceration of the lung, according to the evidence of Dr. Mitchell, who attended 
him.

An inquest was held at Cobalt on April 18 by Coroner Dr. Arnold, of 
Haileybury. The jury brought in a verdict of accidental death, due to falling 
down a raise, and recommended that lights be used at such places.

Teck-Hughes Gold Mines.—Joseph A. Orr, Canadian, married, aged thirty- 
seven, mine superintendent at the Teck-Hughes mine, was caught by a run of 
ore at the foot of the 5th level ore pass in the west end of the mine, about 2 P.M., 
January 17, and died from shock in about ten minutes.

The deceased had filled his present position for nearly a year, coming from 
the Creighton mine where he had been employed for most of the past ten years. 
On the afternoon tour of inspection of the workings he and George Gill, the 
mine captain, came down the manway to the crosscut leading to the grizzly at 
the foot of the ore pass, which is about 20 feet above the 5th level. At the 
time of the accident an inspection was being made to determine the best method 
of putting in reinforced timbering to take the place of the shoulder of rock 
above the grizzly, which had been worn away, allowing the ore to come too far 
over the grizzly.

The system of mining in rhis part of the mine is a block-caving system, 
using inclined drifts. The shoulder of rock had broken away some months before, 
but very little use had recently been made of this -ore pass. To permit of the 
ore running more freely through the grizzly to the ore chute, one of the bars on 
the right-hand side had been taken out, leaving a 2-foot opening in the grizzly. 
It was the intention to run out the 50 feet of ore in the ore pass, put in the 
necessary timbers, and replace the grizzly bar.

When the superintendent and mine captain went into the grizzly it was 
covered with ore at the angle of repose, and they supposed the chute below 
to be full, which was evidently not the case. Orr went on the muck on the 
grizzly and was in an inclined position examining the point where the shoulder 
of rock had given away, when the ore on the grizzly dropped through the opening 
allowing a run of muck from the ore pass which carried him partly through 
the opening and crushed him, causing death in about ten minutes. The alarm 
was given at once by shouting to Thomas Young and his partner, timbermen 
on ihe 5th level, and to three men drilling in the incline above. Considerable
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timber had to be used to prevent further runs from the ore pass, and it took 
over two hours to extricate the body.

According to the medical evidence of Dr. Rumble, who was in attendance, 
death was due to shock caused by numerous bruises over the body, and to the 
distortion to which it had been subjected.

An inquest was held at the mine the same evening by Coroner W. C. Arnold, 
of Haileybury, and the jury brought in a verdict that "Joseph A. Orr came to 
his death by an accidental fall of rock."

Wanup Feldspar Mines.—Kousik Hrygszyn, Austrian, thirty-one years of 
age, married, with wife and two boys residing in Austria, was fatally injured in 
the pit of the Wanup Feldspar Mines, Limited, at 5.50 P.M., March 9, 1927, and 
died in St. Joseph's Hospital, Sudbury, at 9.20 A.M., on March 16. Hrygszyn 
was employed at the quarry as a mucker.

When the accident happened the deceased, in company with the other 
men in the pit, was cleaning up the pit preparatory to finishing the day's opera 
tions. The boxes were being shifted from the quarry floor to positions where 
they would be above water over night. A box containing about 300 pounds of 
spar was being hoisted at the time. This box had reached a point about 35 or 
40 feet above the quarry floor, in which position it would be between 5 and 
10 feet above the surface level. At this moment the cable supporting the boom 
of the derrick broke, letting the boom and box fall. In falling the boom 
struck the wall and broke in two places, one at the base and the other about 
6 feet from the head. Hrygszyn was struck a glancing blow in the back by this 
latter section; the box landed back in almost the exact spot from which it 
had been hoisted.

Realizing that the man was badly injured, C. C. Orser, the manager, ordered 
the teamster to get a sleigh ready to carry the man to St. Cloud, a distance of 
about 3^4 miles, to catch the motor train from Parry Sound to Sudbury which 
was due there at 7.34 P.M., in order that the man might be gotten to the hospital 
and receive medical attention as rapidly as possible. ,

The train was met in Sudbury/ at 8.20 P.M., by an ambulance with Dr. S. 
S. Polack in attendance and the man rushed to the hospital. He reached the 
hospital in such a badly shocked condition that no examination to determine the 
extent of his injuries was attempted until about 11 P.M., he having been given 
stimulants in the mean time.! A superficial examination at this time showed a 
deep wound, about 2 by 4 inches in the right flank, which was dressed. The 
following morning X-rays were taken, which revealed fractures of the fifth 
lumbar vertibrae, several lower ribs, and the illeum. When an attempt was 
made to put in stitches to close the wound, the patient's pulse became rapid 
and morphia had to be administered. Hrygszyn's condition apparently improved 
for a few days when infection developed, and his death resulted on the 16th, 
caused, according to the medical testimony, by toxaemia and pyaemia.

An examination of the boom cable after the accident showed it to be in 
good condition, except at the point of failure where the wires were flattened and 
bright. Apparently what had happened to cause the accident was that, in setting 
down the previous load or in pulling down the slack cable to attach it to the 
box which was being hoisted at the time of the accident, enough slack had 
been given on the hoisting cable to raise it out of its sheave at the head of the 
boom and allow it to get over the sheave and cable carrying the boom (these 
two sheaves ran side by side on the same shaft at the head of the boom) ; 
thus in hoisting the bucket, the hoisting-cable was running over the boom cable 
and cut the latter, letting the boom fall.

An inquest was held in Sudbury on March 21 by Coroner Dr. H. M. Tor 
rington.
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W right-H ar gr cave s Mine. Branko Ruzich, Jugo-Slav, aged twenty-seven 
years, married, was buried in a cave-in of ore in stope No. 1,304 at the 1,375-foot 
level of the Wright-Hargreaves mine at 8.45 P.M.'," May 30, and the body was 
rescued at 2 A.M. the following morning. When Ruzich fell his neck was broken, 
and death had evidently immediately ensued.

The deceased had been in the employ of the mine for nearly two years, first 
as a trammer, then as a driller's helper; and on May 15 last, he had been 
engaged as a machine driller.

At the time of the accident Ruzich and his helper were preparing to set 
up a machine to drill a round of holes in the back of the stope, which was being 
worked on the shrinkage system. As the rock in the stope was too close to the 
back to allow the bar to be put in place Ruzich told his helper to go down to 
the level and have the trammers draw off six cars of rock from chute No. 2. 
When the helper returned to the stope he saw Ruzich standing on the rock 
directly over the No. 2 chute. As the trammers were drawing the second car 
of rock, the rock at the top of the stope caved without warning. The helper 
heard Ruzich call and saw him attempt to grasp an air-line connection in falling.

As he was unable alone to rescue Ruzich, the helper called to the trammers 
at the level for assistance. When the mine superintendent and shift boss arrived, 
it was found that there had been a subsidence in the rock pile of 25 feet over 
a length of 10 feet, leaving almost vertical walls of broken ore on each side 
of No. 2 chute. As the conditions left no chance to remove the rock covering 
Ruzich, it was decided to draw off rock at the No. l chute in order to rescue 
him. In using this chute, owing to its being at the end of the stope, there 
was less danger of broken rock falling.

After removing 80 tons of rock the body was recovered, and the doctor 
attending found that Ruzich's neck was broken. The stope was Sy2 feet wide 
where the accident happened, and the walls of the ore body were nearly vertical. 
The level of the broken rock in the stope was 73 feet above the timber. The 
stope had been worked since March and, previous to the accident, had caused but 
one delay from a cave-in, and at that time the void in the rock pile had been 
immediately detected.

For ten days previous to the accident no rock had been drawn from any 
chutes in the vicinity of the No. 2 where the subsidence occurred. The trammer 
boss and shift boss had been in the stope every day and had no reason to 
believe that the rock had not settled.

An inquest was held at Kirkland Lake on May 31 by Coroner Doctor R. H. 
Armstrong, when the jury returned a verdict of accidental death.

Nick Porre, Finn, aged thirty-three, a widower with two children, living 
in Kirkland Lake, was buried in a run of muck in No. 1,504 stope in the Wright- 
Hargreaves mine about 9 A.M., August 13, and died in hospital as a result of 
injuries about 7.45 P.M., August 15.

Porre was a machine helper working with John Bohonos in No. 1,504 stope 
at a point some 40 feet above the level. Sam Terzich and Clarence Hewson were 
running a machine in the west end of the stope, and H. J. Woodman was run 
ning a machine over the manway about 40 feet east of No. 25 chute. When 
the men went on shift they were informed by Harry Sauve, the shift boss, that 
No. 25 chute had been hung up and blasted. About 8 A.M. two cars of ore were 
drawn from this chute, and it was found to be still hung up. George Sygesuk, 
stope boss, warned the men in the stope that the chute was still hung up and 
that he would be blasting it, and told them to move to the west end of the 
stope until this was done. Neither Woodman nor Bohonos obeyed these instruc 
tions, the former because he was set up over the manway and the latter because 
he was not directly over the chute, being about 15 feet to the west. John
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Swyedra, the scaler, was left at the highest point of the stope to prevent any 
one going in to that end of the stope.

When the chute was blasted Bohonos was carried down about 15 feet and 
Porre 20 feet by the run of muck and both were buried with their machine on 
top of them. Bohonos was freed about 3.30 P.M., and Porre about 9 P.M. 
Bohonas received a broken ringer on the right hand, which was over his head. 
According to the testimony of Dr. C. S. Harris there was no direct evidence of 
internal injury to Porre, and he considered death due to shock as a result of 
exposure.

An inquest was held at Kirkland Lake on August 16 by Coroner Dr. R. F. 
Armstrong, and the jury brought in a verdict of accidental death.

Fred Dufour, Canadian, aged twenty-four, single, was instantly killed by 
a fall of rock from the wall of drift No. 853, 800-foot level, Wright-Hargreaves 
mine, on November 30, at 2 P.M.

The deceased had been in the employ of the mine for one year, and since 
August last had been working as a sealer's helper. On the day of the accident 
he was assisting the regular scaler, A. Salo. They were directed to scale the 
back and walls between two box-holes in drift No. 853, as no regular work 
had been done at that place for several months past.

In preparing to scale, the two men had noticed a piece of loose ground on 
the south wall of the drift, and both had tried several times without success 
to bar it out. It was then intended to use dynamite to dislodge the slab. While 
waiting for dynamite to be brought to the place, they continued to work on the 
back, both considering that there was no danger from the wall. Dufour, who 
had been holding a lamp, relieved Salo in scaling, and mounted to the second 
rung of a short ladder to work on the back some nine feet away. Salo noticed 
the slab of the wall beginning to move and called to Dufour, who jumped from 
the ladder and was caught by the falling slab. Dufour's skull was fractured 
and his chest crushed.

The slab which fell was some 20 feet in length, 7 feet wide, and 3 feet at 
its thickest part, tapering at the top and ends. From an examination of ^ the 
place after the accident, the slab app'eared to have rested on a slip, dipping 50"N., 
the slip showing about two feet above the drift level. It was evident that the 
slab moved out of position down the slip and fell over into the drift. Had the 
deceased remained on the ladder he would not have been injured.

An inquest was held at Kirkland Lake on December l by Coroner Dr. Fades, 
when the jury returned a verdict of accidental death.

Port Colborne Refinery, International Nickel Company.—Oscar A. Beam 
was instantly killed by a fall at the refinery of the International Nickel Company 
of Canada, Limited, at Port Colborne, on January 31, 1927, at about 6.50 A.M.

He was a Canadian, unmarried, and twenty-three years of age. He had been 
employed in the refinery for about five years and for some time had been an 
operator on a Telfer crane.

The Telfer cranes are carried on a mono-rail system about 35 feet above the 
floor and are used for carrying the material to the furnaces. The maximum 
speed of the cranes is about 4^2 miles per hour. The system consists of several 
tracks leading to the different departments and furnaces and is equipped with 
switches at each branch. The trolley rail is equipped with switches which auto 
matically cut off the supply of power to the motor at a distance c f from 18 to 
22 feet from the end of the rail, if the track switch is open. A crane approach 
ing an open switch would thus have the power cut off and the brakes automatic 
ally applied. This length of dead rail was considered sufficient to prevent a car 
running to the end of the track. The operator rides in a basket suspended beneath 
the motor. The switches are opened and closed by the operator in the basket 
by means of a cable.
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Two cranes were in use at the time of the accident with an operator in 
each one. They had completed their work for the shift, and Beam was return 
ing from the Nickel Calcining Department with an empty salt tray and ran 
into No. 8 switch, which was open, and dropped with the'crane about 35 feet 
to the floor. He had travelled past this switch several times during the shift 
and must have known that it was open. The dead rail at this point was 22 feet 
long.

The accident was not witnessed by anvone, but the crash was heard when the 
crane hit the floor. The cage was lying on Beam, and he was dead when released. 
He was examined by Dr. Thompson in about twenty minutes, and it was found 
thai his skull and shoulder had been fractured.

An inspection afterwards showed that the track, switches, and brakes were 
in good condition.

An inquest was held at Port Colborne by Dr. Black, on February 7.

Frederick Baker was fatally scalded in a tank at the Port Colborne refinery 
of the International Nickel Company of Canada, Limited, at about 10.30 A.M., 
on December 25. The deceased was English-speaking, married, forty-nine years 
of age, and had been employed an tankman at the plant since 1922.

He was working on a platform 12 feet wide between two rows of tanks. 
There are six rectangular tanks on each side of the platform with the tops flush 
with the floor of the platform. The tanks are 4^2 feet deep and are used for 
washing nickel oxide, which is brought to this department by Telfer cranes and 
is deposited in a charging-machine. This machine consists of a hopper and chute 
mounted on a truck which travels on rails the length of the platform to the 
tanks. The oxide is dumped in the hopper and is spread in the tank by the mov 
able chute, about six tons being put into each tank, filling it to a depth of about 
three feet. It is brought from the furnaces and shows a dull red glow from 
high temperature. The liquor is then run in from pipes and a hose and is usually 
warm but does not contain sufficient acid to be injurious to the skin. The depth 
of liquor varies from 16 to 24 inches over the hot oxide, which heats it to almost 
the boiling temperature.

Baker was tripping a bucket on the crane by means of a long iron rod when 
he fell into a tank which had been filled about half an hour previous on the 
opposite side of the platform. He evidently fell on his back and was submerged 
almost to the shoulders in the hot liquid. He was immediately helped out by 
his assistant, and his clothing was removed. Dr. Thompson was called and 
arrived in a few minutes. He was taken to the hospital, where he died at 7 P.M. 
of the same day.

An inquest was held at Port Colborne on December 30 by Dr. Thompson.

Blast Furnace, Steel Company of Canada.—John Wageworth, a labourer, 
was electrocuted in the boiler-room of the blast furnace at about 5.45 A.M., on 
November 18. He was a Ukrainian, forty years of age, unmarried, and had been 
employed by the company as boiler-washer for about four years.

A temporary, two-phase, 220-volt circuit of rubber-covered wires had been 
run along the walls of the boiler-room to provide power for repair work. Those 
wires had been taken down about one week previous to the accident to permit the 
walls to be whitewashed and were laid on the floor near the wall and partly 
covered with boards and bricks.

Wageworth was washing the floor with a hose, and about half an inch of water 
had collected on the floor over an iron plate about three feet from the wires. 
The floor was wet to the wires. Mr. Watson, the night foreman in the boiler- 
room, was on the opposite side of the boilers when he heard a call and rushed 
to the place and found Wageworth lying on the iron plate in the water. He 
attempted to lift him but received an electric shock and was unable to do so.
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Two other men attempted to raise him and also received shocks. They were 
unable to find the switch to disconnect the circuits, but by means of boards and 
a wooden bench were able to remove the body. Mr. Watson said they were about 
six minutes in getting him to a dry floor. He was taken to the first-aid room 
and artificial respiration was tried for about forty minutes, when the doctor 
pronounced him dead.

A defective spot was afterwards found in the insulation in one wire on the 
floor and a leakage to ground was also found from another wire of the same 
circuit outside the building. The leakage of current between these wires through 
the water and the iron plate was evidently the cause of the accident. Tests 
showed that there was no leakage from the primary to the secondary circuits 
at the transformers.

An inquest was held at Hamilton on November 28 and December 5 by Dr. 
Mcllwraith.

r

Herbert L. Conlin Sand and Gravel Pit.—W. E. Jackson was fatally injured 
by a sand car on November 7 at the sand and gravel plant of Herbert L. Conlin, 
near Agincourt in Scarborough township. He was 17 years of age, a Canadian, 
and had been in the employ of Mr. Conlin for one week. His duties were to 
assist in placing empty cars at the sand stock-pile, and. he had received his 
instructions from his father, who had been employed at the plant for a number 
of years.

An empty sand car of the open-box type would be shunted to the stock pile 
by a locomotive crane, the brake on the crane set by Jackson and the sand car 
held by a wooden block on the rail. Three clams of sand would then be loaded 
into the car, the car uncoupled, the brake released, the crane moved back about 
five feet, and the brake reset. The crane would be moved back four or five times 
to fill the car. The tracks had a slight down-grade toward the crane, the grade 
being so slight that the sand car would probably not move even if not blocked. 
Employees state that it was usually blocked.

Three cars had been loaded the afternoon of the accident, and at about 
2.45 P.M. the men were about to load the fourth car. It was placed in position 
and three clams of sand were loaded into it. The brake on the crane was. 
released by Jackson and the crane moved back about five feet by the operator, 
who saw Jackson pass to the opposite side of the car. Two clams of sand had 
been loaded at this location when the operator heard un unusual sound and 
stopped the crane. He heard the noise again and went out and found Jackson 
pinned between the couplings of the car and crane. Dr. Clutterbuck, of Agin 
court, was called and arrived in about ten minutes. Jackson was taken to the 
Western Hospital in Toronto, where an X-ray examination showed that the 
pelvis and some ribs were broken; he had also received other internal injuries. 
He died at the hospital on the morning of November 8.

An examination at the place of the accident showed that Jackson had not 
blocked the wheels of the car. It had moved following the dumping of the 
second clam of sand after the crane had been moved. The accident was not 
witnessed, and it is not known why the boy was between the car and the crane.

An inquest was held at Toronto on November 19 by Dr. H. W. Burgess.

Durham Stone and Sand Company.—John McLean, engineer, was fatally 
injured by the derailment of a locomotive at the plant of the Durham Stone 
and Sand Company, Durham, at about 8 A.M., on August 29, 1927. He was a 
Canadian, married, and thirty-seven years of age. He had been employed by the 
company for about seven years as helper on the locomotives, and during the last 
year as qualified engineer.

He was operating a 16-ton locomotive hauling gravel from the pit to the plant, 
a distance of about a mile and a quarter. The train consisted of three cars, each
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weighing about 28 tons when loaded, and travelled at a speed of about five miles 
an hour. The track was standard gauge and had 72-pound rails, and at the 
place of the accident had about one-tenth of one per cent, down-grade to the 
plant. About 250 feet before reaching this point, there is a 2 per cent, up-grade 
and a diamond, which made it necessary to run at a low speed.

He was making his second trip to the plant with loaded cars, and the rails 
were wet, causing them to be slippery. There were no eye-witnesses to the 
accident, except that one man who was distant about a quarter of a mile, heard the 
crash and saw the escaping steam. He notified the engineer on the shovel and 
the other locomotive in the pit. They ran their locomotive to the wreck and 
found McLean's locomotive partly across the tracks with the corner of one car 
pressed into the cab and pinning McLean against the boiler. They pulled the 
cars free and McLean was taken to the hospital, where he died in about two 
hours. His left leg was badly crushed and broken and the upper half of his body 
badly scalded.

The locomotive and tracks were examined and found to be in good condition. 
The tracks were examined with a level and gauge by a construction engineer 
for the Canadian National Railways, and no cause'could be found for the 
locomotive leaving the rails.

An inquest was held at Durham on September 9.

Grenville Crushed Rock Company. Louis Tadej was fatally injured in the 
crushing plant of the Grenville Crushed Rock Company, at Oxford Mills, on 
October l, and died in the hospital at Smiths Falls on October 6.

Tadej was forty-one years old and married, with a family living in Austria. 
He was a naturalized Canadian of Austrian birth and had been employed for 
about four years as crusher-man by the company.

A small air hoist was used to pull large stones into the crusher by means 
of a chain and hook. A rod about four feet long was attached as a handle to the 
hook for inserting it beneath the stone. The hook and handle weighed about 
200 pounds.

Tadej had placed the hook beneath a stone about 30 inches by 30 inches by 
6 inches, which he was about to pull into the crusher, and was holding the 
handle either against the lower part of his body or very close to it. The hoist 
was being operated by another man, who saw the hook slip off the stone and the 
handle strike Tadej in the abdomen. Tadej fell down; he was carried to the 
first-aid room and attended by the first-aid man of the company and Dr. Walker 
of Merrickville.

The accident happened at about 5.30 A.M.; at 10.30 A.M. he was taken by 
train to the hospital, where he was attended by Dr. Ferguson until October 4, and 
from that date until his death by Dr. Work. His condition did not apparently 
change to any extent until October 6, when he suddenly grew worse and died at 
about 2 P.M. A post mortem examination was made, and it was found that 
death was due to peritonitis, as a result of a bruise to the lower part of the body.

An inquest was held at Smiths Falls, on October 10, by Dr. McCallum.

Hagersville Contracting Company.—E. Rotigliano was fatally injured by the 
falling of a rock bin at the quarry of the Hagersville Contracting Company, in 
Hagersville, at about 3.15 P.M., on February 9, and died at the St. Joseph 
Hospital, Hamilton, on February 11. He was an Italian, married, and forty- 
eight years of age.

The building originally consisted of four storage bins with the screens in 
the upper part. It was supported on wooden posts with two railway tracks 
running beneath it for loading crushed rock into cars. The pillars had been 
knocked out from beneath it last August by a locomotive; this allowed the struc 
ture to settle and rest on steel hopper cars which were being loaded at the
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time. The walls and partitions of the bins were 16 feet high and made of 2-inch 
plank. The plant had not been in use since the pillars were damaged.

A new building was necessary, and on February l the work of tearing 
down the old one was started. The screens had been removed, the roof taken 
off, one side taken out of each bin, and men were in the bins shovelling the crushed 
rock out of the open side into carts. Three other men were in the bin with 
Roligliano when the walls collapsed with very little warning. The men in the 
other bins were able to escape, but Rotigliano and two who were with him 
were knocked down as they were getting out. Rotigliano had the use of only 
one eye, which probably delayed him in making his escape. He was removed to 
the hospital in Hamilton, where it was found that some ribs were fractured and 
that there were evidently some internal injuries.

An inquest was held at Hamilton, on February 17, by Dr. Mclrwraith.

Hagersville Quarries, Limited.—Amaldo Angelo. an Italian, aged twenty- 
nine, labourer, widower, employed as a brakeman and labourer on a locomotive 
crane on the railroad sidings at Hagersville, was instantly killed at 2.50 P.M., 
August 4.

There were no witnesses to the accident. The crane operator had completed 
the loading of tw7 o cars of fines and told Angelo he would go up for water and then 
to the other side of the yard to load. To do this he had to turn the crane so 
that he would be facing the direction of travel. Arriving at the switch, he 
waited for Angelo to open it. After a wait of about a minute he returned to 
see what was keeping Angelo and found him dead beside the truck. His head 
was crushed, and marks on the crane showed that the crane had caught his 
head between the body of the crane and the top of the truck.

Angelo had been doing this work since May, was accustomed to the work, 
was not deaf, was in good health, and could speak English. Apparently he had 
moved to the end of the truck, stooped down to remove the block, and straight 
ened up just as the base of the revolving crane reached the side of the truck.

An inquest was held at Hagersville on August 6, 1927.

Gravel Pit, Harwich Township.—Howard T. Biccum, a farmer, aged forty- 
two years, was almost instantly killed by a fall of frozen gravel from the bank in 
a pit on lot 13, concession VI, Harwich township. Kent county, at about 10 A.M., 
February 11, 1927. He was a Canadian and married.

The pit is owned by the Township of Harwich, but has not been used by 
them since December, 1926. The material suitable for road building became 
exhausted, and the pit was practically abandoned by the township. It has been 
the custom for several years for persons in the township to procure gravel for 
their private requirements free of charge from any of the municipal pits. 
Mr. Biccum and a neighbor had recently been drawing gravel for roads on their 
own farms and were the only persons using the pit at the time of the accident.

Mr. Biccum had his load partly on when the other man arrived, and both 
were loading his wagon when a chunk of frozen earth, weighing about four tons, 
fell from the top of the bank and crushed him against another piece which was 
lying near the wagon. The face of the pit was six feet eight inches high and 
was slightly undermined. The part which fell had probably been loosened when 
a part of the bank next to it had fallen on the day previous to the accident.

A call for help brought two other men who were working on a farm near 
by, but Biccum was dead when released. Dr. A. R. Hanks was called, and an 
examination showed that the right arm was broken and that death had been 
caused by internal injuries.

An inquest was held at Blenheim, on February 18, by Dr. Charles Langford.
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Quarry Operated by Ontario Reformatory.  Eugene Lefebvre, French- 
Canadian, twenty-five years of age, single, a prisoner at the Ontario Reformatory, 
Guelph, was fatally injured at the quarry operated by that institution about 2.30 
P.M., August 2, 1927, when he fell from the chute operating platform, and died 
about 3 A.M. the following morning, in St. Joseph's Hospital, Guelph.

Motor trucks were being loaded with crushed stone at the time of the 
accident, Lefebvre operating the loading chutes, having been assigned to this 
particular job for some considerable time before the accident.

Lefebvre attempted to raise one of the chute lips by jerking on the rope 
which ran over a pulley block and down to the chute lip, instead of prying the 
slide up with a bar which was provided for this purpose. In these efforts the 
rope was broken, and Lefebvre fell over the end of the loading platform, which 
at that time was not provided with any guard rail, to the track below, striking 
his head on one of the rails on the siding track at this point and sustaining a 
fracture of the skull.

The injured man was immediately taken to St. Joseph's Hospital, where an 
X-ray examination showed the extent of his injuries. During the evening after 
the accident an operation was performed to relieve the pressure on the brain, 
but death resulted about 3 A.M. the following morning.

An inquest was held at Guelph, August 9, the Coroner's jury returning a 
verdict of accidental death, caused by a defective rope and the absence of a 
guard rail on the platform.








