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To THE HONORABLE PAUL LEDUC, 
Minister of Mines.

SIB,  I beg to hand you herewith report by the Inspectors of this 
Department on the accidents in the mines, metallurgical works, and 
quarries of Ontario during the year 1934.

I have the honour to be, Sir,

Your obedient servant,

T. W. GIBSON,
Deputy Minister of Mines.

Department of Mines,
Toronto, January, 1935.

(O





MINING ACCIDENTS IN ONTARIO, 1934
Chief Inspector of Mines, D. G. Sinclair, Toronto; Inspectors, R. H. Cleland, Timmins; 

D. F. Cooper, Sudbury; E. C. Keeley, Kirkland Lake; A. R. Webster, Toronto.

Accidents during 1934
During the year 1934 at the mines, metallurgical works, quarries, and clay, sand 

and gravel pits regulated by the Mining Act, there were 1,945 accidents to employees 
reported to the Department of Mines up to January 16, 1935. Thirty-three fatalities 
arising out of 32 separate accidents were reported.

These returns represent an increase of 407 in the total number of accidents, and 
an increase of 8 in the number of fatalities recorded.

The report shows a fatality rate of 1.61 per thousand men employed, which is 
1.14 per thousand lower than the average for the past twenty-five years.

There were 93 non-fatal accidents per thousand men employed, which is a decrease 
of 2 per thousand from the rate of 1933.

The percentage of non-fatal accidents followed by infection decreased from 
7.3 in 1933 to 7.1 in 1934.

Workmen's Compensation Rates
The assessment per ^100 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 1930 to 1934, inclusive, were as follows: 

Schedule

Treatment of ores, with heat, in a silver- 
mining industry.

Treatment of ores, without heat, in a

Gold mining
Treatment of ores, with heat, in a

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-copper mining

Treatment of ores or minerals, with 
heat, in an industry in this group 

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

Iron smelting, as a business (not blast 
furnace)

Iron smelting, with blast furnace 
Treatment of ores or minerals, with

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

Sand, shale, clay, or gravel pits with

Quarries, as a business ; stone crushing.

1930 
Adjusted

S2.75

1.50

.75
4.50

1.50

.75
4.00

1.50 

.75
3.00

1.50 

.75 

1.50
1.25 

.75

.40 

.90
5.00

2.50
3.00

1931 
Adjusted

82.50

1.50

.75
3.00

1.50

.75
3.50

1.50 

.75
3.00

1.50 

.75 

1.50
1.00

.75

.40 

.90
5.00

2.50
5.00

1932 
Adjusted

S2.00

1.25

.60
2.50

1.25

.60
3.50

1.25 

fiO
3.50

1.50 

.75 

1.50
1.00 

.60

.40 

.75
6.00

3.00
6.00

1933 
Adjusted

S2.00

1.25

.60
2.50

1.25

.60
2.50

1.25 

.60
3.00

1.25 

.60 

1.50
1.00 

.60

.40 

.75
7.00

4.00
6.00

1934 
Provisional

12.00

1.25

.60
2.50

1.25

.60
2.50

1.25 

60
3 no

1.25 

.60 

1.50
1.25 

.60

.40 

.75
7.00

4.00
6.00



Fatal Accidents
A comparison of fatal accidents for the past five years is given in the 

following table: 

Distribution

Mines, underground
Mines, surface

Quarries.
Clay, sand, and gravel pits . . . . . . . . .

Total

1930

30
3

11
4
6

54

1931

21
8
1
2
4

36

1932

17
0
1
1
4

23

1933

20
1
1
0
2

24

1934

22
2
5
1
2

32

Average,
Z-7Z

^ N x -x.

r\l\ y •s-* * .— •* ^-~.^ Kv^^ \
\ \h~^

3 Average

Diagram showing fatalities per thousand men employed between the 
years 1910 and 1934.

By months the fatal accidents occurred as follows: 

Month

March
April

June.
July..........................................................

October.

Total.

No. 
accidents

3
4
1
0
3
2
3
2
3
2
7
2

32

No. 
men killed

4
4
1
0
3
2
3
2
3
2
7
2

33

Classifying the fatalities according to industries gives the following: 

Gold mines... ...... .. . .. . ... .. .. . . . . .... . . .. . . .. . . . . . . .. .. . . .. .. .. . .. . . 18
Nickel mines. . . . . . .. . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7
Silver mines... . . . . . .. . .. . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O
Talc mines............ ...... ... . . ......... .. .. .. .. .. . ... . . . . .. . . .. . .. . ... O
Metallurgical works. .. . ... ... .. .. .. .. . . ..... . . . .. .. .. . . . . .. .. .. .. . . ... .. 5
Quarries. . .................. .. . .. .. . .. .. . . .. .. .... .. . ... . ... .. . . . . ..... l
Sand, gravel, and clay pits. .. .. .. ...... ... .. .. .... .. ..... ... .. . . . .. . . . .. . . 2

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



ANALYSIS OF FATALITIES AT MINES, 1930-1934

Cause 1930

percent. 
45.6
8.6
8.6
8.6

20
8.6

1931

percent. 
31
3.5
17.2
6.9
13.8
27.6

1932

percent. 
21
5.3
15.8
31.6
26.3

1933

percent. 
23
9
9
9

45
5

1934

percent. 
24
8
8
20
32
8

TABLE OF FATAL ACCIDENTS IN MINES, METALLURGICAL WORKS, QUARRIES, 
AND GRAVEL, SAND, AND CLAY PITS, 1910-1934

Year

1910. . ......
1911.
1912.
1913. .......
1914.
1915.
1916.
1917.
1918.
1919.
1920
1921
1922
1923
1924.
1925
1926
1927
1928
1929
1930.
1931
1932
1933.
1934.

Persons 
killed at 

metallurgical 
works and 

mines

48
49
43
64
5822"
51
36
32
39
29
24
30
30
40
42
32
33
85
55
56
37
25
25
33

Persons 
employed at 
metallurgical 

works and 
producing 

mines

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
15,787
17 i4*i
18,217
17,820
14,378
15,080
19,302

Persons 
employed at 

non-producing 
mines 

(estimated)

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
i t\c\r\
2,000
2,000
1 R4Q

317
447
401
804

1,254

Total 
persons 

employed

12,862
14,543
15,108
16,293
15,861
14 614
16^624
17,791
15,226
12,926
11,486
9,436

11,000
12,000
12,500
13,000
13,000
15,311
17,787
18,994
18,534
18,267
14,809
15,884
20,556

Fatal 
accidents 
per 1,000 
employed

3.73
3.37
2.84
3.93
3.6
i ^1
3.07
2.02
2.1
3
2.61
2.54
2.72
2 K

3.2
3.23
2.46
2.1
4.76
2 on
3.02
2.03
1.69
1.57
1.61

The comparative fatality rate per thousand men employed at mines, 
metallurgical works, quarries, and clay, sand, and gravel pits is as follows: 

Mines
Metallurgical works

Total...

Men 
employed

14,755
3,892
1,096

813

20,556

No. 
killed

25
5
1
2

33

Rate per 
thousand

1 6Q
1.28
O Q1
2.46

1.61



TABLE OF FATAL ACCIDENTS IN

No.

1
7,
3
4
fi

6
7

8
9

10
11

12
13 

14
15
16
17
18

19

20

21
22
23 
24

Date

Aug. 31
Sept. 5
Feb. 5
Nov. 14
Nov. 24

Nov. 25
Jan. 28

Oct. 24
July 15
Nov. 10
Nov. 20

Mar. 27
May 11 

July 20
June 24
Nov. 8
Feb. 10
Dec. 6

May 28

Nov. 21

Dec. 5
Jan. 28
May 9 
June 27

Name of mine

Dome.tt

Hillside. ........it

Howey.
tt

(t
tt

Frood. . . . . . . . . . .
if 

li

li li

Lake Shore.
Macassa

Martin Bird

Beardmore . . . . . .

Teck-Hughesit ii

Name of owner

H ii ii

Hillside Gold Mines, Ltd.. . . . . . . . .a ii it H

Howey Gold Mines, Ltd.
ii ii ii ii

ii ii ii ii ii ii
it it n H tt ii

i, it H H

Lake Shore Mines, Ltd.
Macassa Mines, Ltd.

Northern Empire Mines Co. Ltd. . .

Teck-Hughes Gold Mines, Ltd.

Name of 
Deceased

W. Morgan.

J. Kremzar.
M. Antinoff..

W. Nicholl.......
(E. Fabbro. . . . . . .
\J. Buffa.
J. Fidel.

S. Dockrell

F. Isaacs.
J. Parell.

E. Keto
H. Eadie.
D. Lalonde

E. Ollel

T. Holm

J. Golob...
A. A. MacDonald. 
W. Spjak.

Age

21
34
20
33
23

47
43
40
31
36
35
31

35
33 

33
29
25
29
26

35

21

30
35
34 
31

TABLE OF FATAL ACCIDENTS AT

No.

1
?
3
4
fi

Date

Jan. 15
July 5
Sept. 22
Ort 1Q
Aue. 22

Place

Roast Yard.

Refinerv . . . . . . . .

Name of owner

ii ii ii ii ii
ii a a a a
H a H H ii

Ontario Refinine Co. Ltd.. . . . . . . . . .

Name of 
deceased

B. Hakala.

W. T. Filer.

Age

25
32
41
21
20

TABLE OF FATAL ACCIDENTS AT

No.

1

Date

Sept. 10

Name of owner

Archibald Lothian

Name of 
deceased

D. K. McPhee. . .

Age

37

TABLE OF FATAL ACCIDENTS AT CLAY,

No.

1 
2

Date

Feb. 21 
Feb. 28

Name of owner

Department of Northern Development
D. N. Morrison.

Name of 
deceased

H. Neno.........

Age

18 
52



OR ABOUT ONTARIO MINES, 1934

Occupation

A^si pHitip H P! rip t*
Cpjjlpt*

Driller . . . . . . . . . . . .

CV||ff- VI/-VQQ

Ricffirer's helper

Driller. . . . . . . . . . . . .

IVIachine heloer

T^inpfi'ft'pr

Driller.
Driller.

Nationality

British.....

British.

Pole.

British.....

Hungarian

British....
British...

British.....

British:..
British
British....

Norwegian.

. British....

British.

Married 
or 

Single

S
M
S
S
S

M
M
M
M
M
M
M

M
M

S
M
M
M
S

S

S

M
S
M
M

Above 
Ground

1

1

Below 
Ground

1
1
1
1

1
lii;iii
ii
iiiii
i
i
iiii

Cause

Fall of ground.
U It ft

tt ft tt

Delayed too long blasting
Went over rock dump

with car. 
Crushed by shifting muck
Delayed blast.
Run of muck at chute.
Struck by cage in shaft.
Struck by falling plank.

shell bucket. 
Fell under locomotive.
Head pierced by falling

steel. 
Fell down chute.
Fall of ground.

Run of muck in stope.
Pierced by falling drill

steel. 
Carbon monoxide poison 

ing. 
Crushed by overturning

slab.

Unexplained explosion.

METALLURGICAL WORKS, 1934

Occupation

Labourer.

Nationality

British.... . .
Lithuanian. .
Finn.
British.
British... . . .

Married 
or single

S
S
M
S
S

Cause

Walked into blast.
Fell into tank of hot water.

QUARRIES, 1934

Occupation Nationality

British... . . .

Married 
or single

S

Cause

SAND, AND GRAVEL PITS, 1934

Occupation Nationality

British.
British... . . .

Married 
or single

S
M

Cause



The occupation and nationality of the men killed at mines, metallurgical 
works, and clay, sand, and gravel pits are set out in the following table: 

Occupation

Blockholer.
Cage-tender.

Driller
Drill helper.

Pipefitter.

Shaft inspector.
Shift boss.

Trammer.

Total......

Austrian

1

1

J3
GO 

I+J'C
P3

1

1
2
1
4
1
1
1

1
1
1
2

17

c c
E

l
l
l

l
l

5

Hungarian

2

2

.S"c3 
+J

1

1

S
C/J

ii   i
i
i
2

4

Lithuanian

1

1

Norwegian

1

1

.S "o
PL,

1

1

"rt 

S
H

111
4
5
1
7
1
1
2
1
1
1
1
5

33

The ages of the men killed are as follows: 

17-20

3

21-25

6

26-30

4

31-35

13

36-40

3

41-45

2

46-50

1

Over 50

1

Total

33



Non-fatal Accidents
The causes of non-fatal accidents at mines are shown in the following 

table: 

Cause

Tramming
Hand tools

Fall of rock or ore, scaling, drilling, etc..
Fall of rock or ore at face

Nails or splinters.
Strain while lifting

Drilling machines
Machinery
Explosives
Fall down shaft, winze or stope

Cage, skip, or bucket.
Air or rock blast

Electricity
Explosion from carbide . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Gas
Unclassified

Total.

Surface

102
53

4
75
18

26

21
14
7 -

37
3

16

7
4
1
1

11

400

Under 
ground

143
147
121
50
99

115
109
108
64
72
37
40
45
44

7
27
25

4
17
11

1,285

Total

245
200
125
125
117
115
109
108
90
72
58
54
52
44
44
30
25
20
17
11
7
4
1
1

11

1,685

The causes of non-fatal accidents at metallurgical works were: 
Falling objects.... . . . . .. . . . . . .. . . . .. 23
Fall of persons.... . . . . . . . . . .. . . .. . . . 19
Burned by slag, matte or scrap ... . .. . 18
Crushed between two objects.. . . . . . .. 10
Cranes, ladles, hooks. . . . . .. .. . . . . ... 7
Burns. . . . .. .... .. .. . . .. . . .. . . . ... . 5
Machinery.. .. ... . ,. .... .. .. . . .. . . . 4
Flying objects, sledging, etc.. ... .. . .. 3
Transportation ... . . . .. .. ........... 3

Hand tools.
Strain while lifting
Gas
Nails or splinters.
Burns by acid
Running into or striking objects.

Total.......................... 108

The causes of non-fatal accidents at quarries were: 
Handling material..... . . . . . . .. . . . .. . 22
Flying objects, sledging, etc.. . . . . . .. . 12
Fall of persons.... . . . . . . . . . . . . .. ... . 11
Falling objects
Hand tools.
Machinery
Transportation
Derricks, cranes, etc.
Crushed between two objects

Explosives
Fall of rock
Running into or striking objects.
Strain while lifting
Nails or splinters
Unclassified

Total. 98

The causes of non-fatal accidents at clay, sand, and gravel pits were: 
Fall of persons.
Falling objects.
Fall of material.
Crushed between two objects.
Machinery
Hand tools.

Transportation. . . . 
Strain while lifting. 
Unclassified

Total. 22



Infection
Records show that infection followed in 136 cases out of a total of 1913 

accidents: 

Location

Mines underground . . . . . . . . . . . . . . . . . .

Metallurgical works.

Total.....

No. of 
accidents

1,285
400
108
98
22

1.913

Accidents followed 
by infection

92
36

3
5

136

Per cent, 
infection

7.1
Q n
2.8
5.1

7.1

Accidents from Explosives

Cause

Unexplained blast
Drilled into explosive

Walked into blast . . . . . . . . . . . . . . .

Total

Non-fatal

No. of 
accidents

3

4 
1 
1 
4 
3 
1 
6

23

Men 
in 

jured

5

9 
1 
1 
5 
4 
2 
6

33

Fatal

No. of 
accidents

2 
2 
1

5

Men 
killed

3 
2 
1

6

Total

No. of 
accidents

2 
5 
1 
4 
1 
1 
4 
3 
1 
6

28

Men 
killed or 
injured

3
7 
1 
9 
1 
1 
5 
4 
2 
6

39

Electric Accidents
The following table shows the fatal accidents due to the use of electricity 

at mines, metallurgical works, and quarries during the last ten years: 

1925

3

1926 1927

2

1928

1

1929 1930

6

1931 1932 1933 1934 Total

12

The following table shows the total number of non-fatal electric accidents 
during the last ten years: 

1925

6

1926

5

1927

10

1928

4

1929

14

1930

10

1931

7

1932

3

1933

4

1934

4

Total

67



Classification of Non-Fatal Accident Rates at Producing Mines

In the following table the mines are classified according to their 
record of non-fatal accidents per thousand men employed: 

Nil

0-50

51-100

Canadian Gypsum 
Foley Syndicate 
Moffat Hall

Mcintyre Porcupine 
O'Brien (Cobalt)

Teck-Hughes 
Young- Davidson 
Toburn 
Dome 
International Nickel

(Frood and Creighton) 
Minto
Beaver mine 
Anglo-Hur oni an

Average of producing mines   103 accidents per thousand men: 

Howey 
Lake Shore 
Hollinger Consolidated 
Cobalt Properties 
Wright-Hargreaves 
Ashley 

101-150 { Sylvanite
Barry Hollinger
Falconbridge mine
Coniarum
Buffalo Ankerite
Paymaster
J-M Consolidated

North Shores 
Little Long Lac 
Miller Lake O'Brien 

151-200 ] Golden Star
Henderson mine 
Kirkland Lake Gold 

1 Central Patricia

Northern Empire 
Parkhill 
Marbuan 

201-300 St. Anthony 
Macassa 
McMillan
Canadian Matachewan 
Bidgood Kirkland

f Dikdik Exploration
Ardeen 

Over 301 { Gypsum, Lime and Alabastine
Blask Donald Graphite 

l Canada Talc
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Mine Fires

Goodf ish Gold Mines, Limited

A gas explosion and fire occurred underground in the No. 3 shaft workings of 
the Goodfish Gold Mines, Limited, about 3.40 P.M., on August 27.

No work had been done at this shaft from 1923 until the summer of 1934, and the 
workings had remained filled with water during that time.

The principal work done at this location had consisted of sinking an inclined 
shaft on the vein, dipping from 65 0 to 90 0 , to the 200-foot level, where some drifting 
had been done to the east and west and two crosscuts run to the north. From a 
crosscut directly north of the shaft a vertical winze had been sunk to the 350-foot 
level and a small amount of drifting and crosscutting had been done at this horizon.

During 1934 work was again undertaken, with a view to exploring this property 
further. At the time of the accident the water had been pumped down to the 200-foot 
level and a small amount of driving had been done there. An attempt was being 
made to dewater the vertical winze below the 200-foot level and an air lift had been 
rigged for this purpose. The air jet in this lift had apparently become blocked and 
the three men underground were attempting to overcome this difficulty when the 
outbreak of gas was encountered. One man, Hugh Armstrong, was standing on the 
first landing below the 200-foot level in the winze, and his two fellow-workmen were 
at the collar of the winze, when the rush of gas occurred. All the men were carrying 
carbide lamps and immediate ignition of the gas took place. The men were all 
thrown about and lost their hats and lamps in the explosion, but were able to reach 
the foot of the main shaft and climb to surface. Armstrong was the most extensively 
injured, his face and hands being quite severely burned.

The fire evidently burned itself out quickly and no ignition of the winze timbers 
occurred. Work was held up at the property until the following day, when an exam 
ination of the workings was made by a crew equipped with gas masks, safety lamp 
and canaries. During this inspection all air lines in the mine were opened, and on the 
return of the exploration party to surface the compressor was started and the 
workings were thoroughly blown out. On the resumption of operations on the 
morning of August 29 a further rush of gas was encountered, but, as no open lights 
were in use, no further ignition of the gas occurred.

Hollinger Consolidated Gold Mines, Limited

An overheated, woodrlined brake shoe on a haulage locomotive operating on the 
1,850-foot level at the Hollinger mine, on the morning of February 7, was the cause 
of the calling out of the rescue equipment and rescue teams.

By the time the teams and equipment were assembled at No. 11 shaft the source 
of the trouble had been located and it was found unnecessary to bring them into 
operation.

Smoke from the heated brake shoe spread over the level for about 600 feet.

Spontaneous Combustion in Carbide Refuse

A fire occurred in the shafthouse of the Paymaster Consolidated Mines, Limited, 
on the afternoon of February 10, due, apparently, to the spontaneous combustion of 
acetylene generated in the spent carbide container into which the miners had been 
accustomed to dump the refuse from their lamps on coming to surface. A great deal 
of difficulty was experienced in extinguishing the flames, as neither pyrene, water 
or sand seemed to have any effect and it wafe only after calling out the fire brigade 
from South Porcupine that success was attained through the use of "foamite."
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In seeking an explanation of the cause of the fire the Shawinigan Chemicals, 

Limited, manufacturers of carbide, were consulted and replied as follows:
"The fire at the Paymaster mine is the first of this nature which has come to our 

notice, although from experience at the carbide works, we can readily understand the 
cause.

The formation of acetylene by slacking carbide with water liberates a great deal 
of heat. When carbide lumps are used the reaction is comparatively slow and the heat 
escapes, but when water comes in contact with very fine particles of carbide, the 
reaction is almost instantaneous, and if there is a quantity of slacked lime or carbide 
present, this serves to hold the heat and a temperature well above the ignition point 
of acetylene is easily reached. The safe handling of sittings from commercial sizes 
constitutes one of the difficulties of carbide manufacture and fires are prevented 
by keeping the sittings or fines at a safe distance from water.

The process of screening partially used carbide naturally permits small particles 
of carbide to pass with the lime and from your description of the circumstances, 
we are sure that the water dripping on this carbide eventually produced enough heat 
to ignite the acetylene.

The operation of screening damp partially used carbide will also produce some 
acetylene, but as this will not ignite unless present in air to a greater extent than 
3 per cent., it is generally safe unless water is actually present. We believe then that 
if the screenings are kept dry there is no danger of spontaneous combustion. The 
amount of phosphorus compounds in carbide is not sufficient to cause any trouble."

From the above it will be seen that it is possible for a very nasty situation to 
arise in the ordinary treatment of such waste material about a mine and it is 
recommended that procedure along the following lines be followed to avert a 
recurrence of such a situation:

UNDERGROUND
1. Miners should scatter waste carbide in the rock pile when recharging their 

lamps; it will slowly slack there and cause no dangerous condition.
2. Waste carbide should not be dumped into old powder boxes, etc., at eating 

places or stations unless these are especially provided for the purpose and are located 
in dry places away from other inflammable materials and are regularly taken to 
surface for disposal.

3. Waste carbide should not be transported in any shaft or on any train or 
truck unless covered by some waterproof material.

4. Waste carbide should not be transported in any shaft with open flame lamps.

SURFACE
Waste carbide brought to the surface in miners' lamps should be dumped into 

a suitable, hooded metal container, preferably located away from the shafthead, and 
this container should be emptied at frequent, regular intervals.

Prosecutions

A charge was laid against John Campbell, manager of the Martin Bird Syndicate, 
for operating contrary to Subsection 27, Section 163, of the Mining Act, in that a 
gasoline pump was operated in a shaft at that property.

A plea of "guilty" was entered before Magistrate Atkinson at Kirkland Lake on 
June 14, and a fine of #100 and costs was imposed.

A charge was laid against the Swayze Huycke Gold Mines, Limited, for operating 
contrary to Subsection 110, Section 163, of the Mining Act, in that sinking operations 
were conducted at that property with a hoist equipped with a foot brake.
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A plea of "guilty" was entered by the company and the case was disposed of 
without court proceedings. A fine of 5100 was imposed.

Summary of Rope Tests, 1934
The following is a summary of the tests made in the Wire Rope Testing 

Laboratories of the Department of Mines during 1934: 

Tests for Ontario mines under Act. . . . . . . . . . . . . . . .. . . . . .. . . . . . ... .. ... . . . . 326
Special informative tests for mines. . . . . . . . . . . .. . . .. . . . . .. . . . . . .. . .. . . . . . . . 6
Tests for wire-rope manufacturers. . . . . . . . . . . . . . . . . . . . . . .. . . . .. . . . .. . . . . . . . 15
Tests for other manufacturers. . . . . . . . . . . . . .. . . . . . . . . . . . . . . .. .. . . .. . . . . . . . 6
Tests for mines outside Ontario. . . . . . . . . . . . . . .. . . .. . . . . . . . . . . . . . . . . . . . . . . . 7
Other tests. ... . . . . ............... . . . . . . . . . . . . . . . . . . . .............. . . . . . 7

Total.. ............... .. .. . . . . . . . . .. . . .. .. .. . . . . .. . . .. .. . . . .. .. ... . 367

FATAL ACCIDENTS

Mines

Dome Mines, Limited

W. Morgan, Canadian, single, aged 21, engaged at the Dome Mines, Limited, as 
a machine helper, was crushed by a fall of ground in Stope No. 301, at about 3 P.M., 
August 31, and died at the Dome hospital, two hours later.

Stope No. 301 was nearing completion, having been mined by shrinkage method to 
just below the 100-foot level, where a fault cuts off the ore. It is in the open-pit area 
near the north-east side and may be entered by way of the pit.

A section of the stope back which was nearing the fault was known to be bad and 
no work or travelling was allowed there. At about 8 A.M., a large fall of ground 
occurred. F. DeMers, mine captain, who inspected the area shortly afterward, moved 
all the crews in the stope still farther away from the section and gave orders that no 
one was to enter. The condition in this stope was reported to the mine superintendant, 
Wm. Wattam, at noon and at 1.45 P.M., he visited the section with DeMers and J. H. 
Stovel, assistant manager. They decided that no further work should be attempted 
near the fall of ground. Orders were again given to the men to stay away from 
the area and a barricade was ordered to be placed The crews were just finishing 
drilling and continued to prepare for blasting. They were ready to blast and were 
congregated at an opening into the pit when a fall of ground was heard, followed 
by a cry for help.

Morgan was found under the fall at a point from which he could have seen the 
eight o'clock fall, but some 30 feet from its nearest edge. He was well within the 
zone- which was considered dangerous and which he and his fellow-workmen had 
been forbidden to enter.

An inquest was held at South Porcupine, on September 5, before Coroner I1. C. 
Evans.

Otto Rantakangas, Finn, aged 34, married, engaged as a scaler at the Dome 
Mines, was instantly killed by a fall of ground in No. 1,167 stope at about 9.30 P.M., 
on September 5.

Rantakangas had been employed at the mine since February, 1934, and had 
previously worked at the Frood mine at Sudbury. He had been scaling in No. 
1,167 stope for some months and his foremen considered him competent. On the 
night of the accident he bad helped to scale above one machine and then proceeded
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east in the stope in the general course oi his work. No one saw the accident or knew 
of it until the stope boss and shift boss together discovered a scaling bar protrud 
ing from some large rocks and, upon investigation, discovered Rantakangas un 
derneath.

One machine man stated that he had heard a fall of rock but did not investigate, 
as he took it for granted that it was the rock brought down by the scaler. If this 
fall of ground was the one that killed Rantakangas, both machines in the stope 
were running at the time. Although one was only 25 feet from the scene it was 
drilling away from it and the men probably had their backs turned. The situation 
of the other machine was similar.

Investigation at the time of the inquest disclosed that Captain F. Demers had, 
on the day shift, ordered a slab hole placed in the roof for the express purpose of 
taking down some heavy loose rock which he considered too dangerous to attack 
with ordinary scaling tools. It was apparently in the cleaning up of the addi 
tional loose rock about this shot that Rantakangas met his death.

Some converging slips very likely had considerable to do with the accident. 
There was between six and seven tons of rock in the fall, mainly in two pieces. 
Rantakangas was found in the centre of this fall. He was undoubtedly killed 
instantly as he sustained a very badly crushed skull as well as other injuries.

After the accident it was discovered that loose rock still existed about the 
hole in the back made by the fall and one is obliged to assume that Rantakangas 
had failed to sound out the ground as he approached. The first consideration of 
a scaler should be to see that he stands under solid ground before attempting work 
on loose ground about him.

An inquest was held before Coroner Evans, at South Porcupine, on September 
11, and a verdict of accidental death was returned.

Falconbridg-e Nickel Mines, Limited

Charles W. Greenough, age 20, British, single, employed as machine helper, was 
fatally injured in No. 701 stope* 750-foot level, of the Falconbridge mine, at 1.10 
P.M., on February 5.

At the time of the accident a breast, 8 feet high and 15 feet wide, was being mined 
at the cast end of No. 701 stope, which is a standard shrinkage stope. Three rows 
of four holes each had been drilled in this breast. The bottom row of holes was 
blasted by J. E. McDonald and his helper, Greenough, at noon on February 5.

After lunch the two men returned to the stope to scale the breast and then to 
blast the other holes. They discovered a large slab of loose hanging under the breast 
and attempted to take it down with scaling bars, without success. They then started 
to use a gad on it, Greenough holding the gad for McDonald. A small piece came 
away and Greenough dropped the gad. He had just started under the breast to re 
cover it when the slab fell and hit him a glancing blow.

He sustained fractures of the left arm and leg, a dislocated right hip, and a 
perineal tear. It was later found necessary to amputate the left arm.

He died in the hospital at 8 P.M., on February 12. Death was attribued to mul 
tiple fractures, shock, and pneumonia.

An inquest was held before Coroner H. M. Torrington, M.D., March 21, the 
jury returning a verdict of accidental death.

Hillside Gold Mines, Limited

John Kremzar, aged 33, Austrian, single, employed as a machineman by Hillside 
Gold Mines, Limited, at their property in the Michipicoten area, was fatally injured 
in a blasting accident at 5.10 P.M., on November 14, and died three hours later.
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Kremzar was engaged in driving an adit, which was in 250 feet from the portal 
at the time of the accident. This work was being done on two shifts, each of which 
consisted of a machineman, helper, and two muckers.

On the day shift on November 14, John Kremzar was machineman, with his bro 
ther Alvin, as helper, and two muckers. The Kremzars mucked back the face, then 
set up and drilled off an 18-hole round having seven-foot cut holes and six-foot side 
holes. At lunch time John made up his own fuse in lengths of six and a half feet 
and took it into the adit, where he hung it up in a dry place. The fuse was dover 
Brand, having a burning speed of 40 seconds to the foot. On completing the round, 
about 4.45 P.M., he loaded it, with the assistance of Alvin, then trimmed the fuse 
with a maximum cut of six inches. He then sent the muckers out and told Alviu 
to stand by while he lit the round. He lit the four cut holes, then had to recut the 
fuse on the fifth hole before it would light. No trouble was encountered until he 
reached the tenth hole which also had to be recut. Finally the eighteenth hole was 
reached, which also refused to light. He then put his carbide lamp, with which he 
had been lighting the fuse, on the floor while he started to recut the fuse on the 
eighteenth hole. It turned over and went out, and a moment later Alvin's lamp also 
went out. Alvin relit the lamps and John told him to start out while he lit the final 
fuse.

Alvin was about 110 feet from the face when the cut went off, and John was 
some 10 feet behind him. Alvin heard John cry out and started back toward him in 
the dark, it being impossible to keep his lamp lighted as the remainder of the round 
had started to go off. John had been knocked down by flying rock, but managed to 
get to his feet when Alvin reached him, and was assisted out of the adit.

A doctor was summoned, and Kremzar was given first aid by the manager, D. S. 
Baird, in the meantime. He died about three hours after the accident, shortly be 
fore the doctor arrived. A post mortem examination showed that three ribs on his 
left side had been fractured, also his left elbow. Death was attributed to haemor 
rhage of the left pleural cavity, collapse of the left lung, and shock.

An inquest was held by Coroner A. S. McCaig, M.D., at Sault Ste. Marie, on 
November 17. The jury returned a verdict of accidental death.

Michael Antinoff, aged 23, Polish, single, employed as a mucker at the Hillside 
mine, was injured at 8.30 P.M., on November 24, and died about 9 A.M., on December 3.

The adit which is being driven was in 300 feet from the portal at the time of the 
accident. The portal is about 200 feet fronuWawa lake and about 20 feet above it in 
elevation. The broken rock is being dumped immediately in front of the portal. A 
standard 14-cubic foot mine car, of the swing-end dump-type, is used on an 18-inch 
gauge track, having a down grade of half of one per cent, from the face of the adit 
to the portal, then an up grade to the face of the dump, which at the time of the ac 
cident was about 30 feet from the portal.

On November 24, M. Antinoff and A. McKenzie were mucking on the 7 P.M. 
to 4 A.M. shift. After cleaning up the track they started to muck out the round in 
the face. About 8.25 P.M. they finished their second carload and started to push it 
out to the dump. Antinoff was walking between the tracks and McKenzie was on 
the right side.

A stop-log, consisting of a tie chained across the track, was located at the face of 
the dump. The muckers apparently permitted the car to hit the stop-log at a fair 
speed on this trip, as the car started to tip over frontwards without their having re 
leased the dumping lever. Antinoff threw himself on the rear end of the car in an 
attempt to prevent it from overturning, but was unsuccessful, and went over the dump 
with the car. The car turned completely over and landed right side up at the bottom 
of the dump, 15 feet below.
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Antinoff was found lying on his right side, about four feet from the car, with 
his head against a tree stump. He had sustained a compound fracture of the skull from 
a deep puncture wound in the forehead, and also a wound, without fracture, on the 
back of the head. He was given first aid until the doctor arrived from Hawk 
Junction, about 22 miles away, at 12 P.M. When the severity of the injury had been 
ascertained au airplane was summoned and Antinoff was taken to the hospital at 
Sault Ste. Marie, where he was admitted about 4 P.M., on November 25.

He made good progress for a week, then developed septic meningitis and died 
about 9 A.M., on December 3.

An inquest was held before Coroner J. P. Keith, M.D., at Sault Ste. Marie, on 
December 8, and the jury returned a verdict of death resulting from an accidental fall 
at the Hillside mine.

Hollinger Consolidated Gold Mines, Limited

William Nicholl, aged 47, married, British, engaged as a scaler at the Hollinger 
mine, was fatally injured in stope No. 21 S.H. W9XC on the 800-foot level, on No 
vember 25. He died in St. Mary's Hospital, Timmins, on November 30.

Nicholl had been engaged at the mine since 1922 in various capacities; he had 
spent almost ten years as a scaler. At the time of the accident, Nicholl, along with 
A. Lauzon and J. Brazeau, was engaged in scaling down and clearing the ore from 
No. 21 S.H. W9XC stope. The broken ore levels had reached the chutes, and where 
Nicholl stood the loose rock lay along the footwall at an angle of approximately 40 
degrees, which was also the slope of the footwall. Nicholl stood at the crater of 
No. 5 chute on a large rock caught against the top of a 15-foot cribbed manway. From 
this position he was barring the loose rock off the footwall into the chute, which was 
practically empty.

Lauzon, the only eye witness, was working some eight feet away at No. 4 chute. 
Lauzon states that the rock upon which Nicholl stood shifted, throwing him off 
balance. He slipped or fell down the footwall and into the chute, and the rock rolled 
completely over him, pinning him finally by the feet. The two men in the stope im 
mediately released Nicholl and moved him to a safe position in .the stope, from 
which he was removed by stretcher as soon as possible.

At the hospital Nicholl was found to be severely injured, having received a badly 
fractured pelvis, fractured fifth lumbar vertebra, fracture of the neck of right femur, 
and ruptured urethra.

Howey Gold Mines, Limited

E. Fabbro, Italian, aged 43 years, married, was instantly killed in a blasting ac 
cident at the face of the east drift, 1000-foot level, of the Howey mine, on the af 
ternoon of January 28. J. Buffa, Hungarian, aged 40 years, married, was serious 
ly injured at the same time and died the following day at the Sioux Lookout Hos 
pital, to which he had been taken by airplane.

Buffa and a fellow trammer, John Fidel, had been employed during the shift 
mucking out the face in this heading, following the blasting of the round by the pre 
ceding shift. Shortly before the accident the shift boss, Tom Lizzi, visited the work 
ing, which was at that time practically cleaned out. From his inspection of the 
heading Lizzi thought that some or all of the lifters had misfired and, after inform 
ing the trammers of this, instructed Fabbro, the chute blaster on this level, to at 
tend to the reblasting of any missed holes found in the heading.

It was found that three lifters required reblasting, and while Fidel was engaged
in pushing out the last car of muck from the face, Fabbro and Buffa prepared the
holes for blasting. It is therefore not known just what their procedure was. Fidel
recalls, however, that Fabbro took four fuses and three sticks of powder to the face

when preparing to do the work.
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Fidel pushed his car out to the passing-track some 400 feet from the face, where 
Fabbro and Buff a joined him after lighting the fuses. Fidel asked the men how many 
shots were to be fired and was told that there were three. Three reports were pre 
sently heard and, in spite of Fidel's warning, the other two men returned immediately 
to the face. Fidel claims he waited for approximately five minutes, then started to 
rejoin the others at the face when another shot went off.

Buffa ran out from the face and was met by Fidel, who assisted him as far as 
the passing-switch, then left him and went for further help. Men at the shaft sta 
tion, summoned by Fidel, returned and took Buffa out of the mine, then went to 
the heading, where Fabbro's body was found face downward about 15 feet from 
the face. Lying beside the body was an unburned, three-foot, capped fuse, which ac 
counts for the fourth fuse taken by Fabbro when preparing for the blast.

No explanation of the accident could be obtained from Buffa before he was 
rushed to the hospital.

Consideration of the known facts and of conditions at the face makes possible 
a reconstruction of the circumstances, and points to a very probable explanation 
of the accident. Short (three-foot) fuses were used in reblasting the three holes; 
three reports were heard and the men returned immediately to the face; the fatal ex 
plosion occurred a few minutes later (Fidel assumed it to be five minutes after the 
first shots were heard). The assumption, based on these facts and the probability 
of the holes having been tamped by the original loaders, is that Fabbro's reblast 
ing, while detonating two of the main charges, did not detonate the main charge in 
the third hole, but did ignite the unburned fuse remaining in the original charge, thus 
causing the fatal delayed blast.

This very regrettable accident would have been prevented had the men main 
tained a careful observance of the Mining Act regulations covering blasting. Re 
gulation 62 reads, in part, as follows: "In a working place where more than two 
shots have been fired, no person shall return to the scene of a blast within the 
number of minutes which are equal to twice the number of feet in the longest fuse 
used in the blasting operation at hand." Further, the use of fuse only three feet 
in length for purposes other than chute blasting, while not illegal, is open to criticism 
as a matter of good practice.

An inquest was held at Bed Lake, on January 31, before Coroner H. E. Holland, 
at which the jury returned a verdict of accidental death.

Geza Fidel, aged 31, Hungarian, engaged at the Howey mine as a mucker, was 
injured on October 25, while barring a rock in a chute. He died in the hospital at 
Sioux Lookout on Tuesday, October 30.

Fidel and Laari, his partner, were pulling chutes in No. 375 E. stope and at the 
time of the accident were having trouble with No. l chute. Fidel, according to Laari, 
was engaged in trying to lift the stop-log from the left side with a bar, while Laari 
was doing the same from the right side. The regulation method was being used and 
the chute was in good order.

A run of rock struck the log and perhaps also struck the bar used by Fidel, causing 
the bar to hit him in the lower abdomen. The outer flesh was not broken but there 
were internal injuries, including a ruptured bowel.

Fidel was rushed to the hospital at Sioux Lookout, and died following an oper 
ation which was considered necessary on account of the rupture.

Frank Isaacs, aged 35, British, married, without children, employed as switch 
man on the 2,800-foot north level of the Frood mine, was instantly killed about 3.15 
P.M.. on March 27, when he fell in front of the locomotive.
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In this part of the mine a five-ton storage battery motor is used to spot six-toil 
cars under the loading chutes, and, when loaded, to deliver them to the Main North 
drift, where they are picked up by an eight-ton trolley motor and trammed to the ore 
passes.

At the time of the accident the crew of the battery motor consisted of: Boyle, 
motorman; Isaacs, switchman; Maw, chute blaster; and a loader. The trolley motor 
crew consisted of Motorman Eelf and Switchman Freeman.

A train of nine cars was loaded in No. 41 crosscut by the battery motor crew, 
and pushed far enough on to the main line to permit the trolley motor to be coupled 
to it. Meanwhile the trolley motor crew were placing a string of empty cars in No. 
38 crosscut.

Isaacs left his train and walked south to No. 38 crosscut. He told Eelf to couple 
to the loaded train in No. 41 crosscut, to pull it down to clear No. 39 crosscut, and 
stop while the battery motor was detached and used to pull out some full cars in 
that crosscut to complete the load for the trolley motor.

Relf ran his motor up to No. 41 crosscut and coupled to the other train, then 
started south with it on receiving a whistle signal from Isaacs. The latter remained 
on the west side of the drift, just south of No. 41 crosscut, until the battery motor 
came on to the main line. Boyle and Maw, who was walking behind this motor, saw 
him step over to the track, put his left hand on the front of the motor and reach 
down with his right hand in what appeared to them to be an attempt to uncouple 
the motor from the car ahead.

They saw him suddenly fall in front of the motor and disappear. Boyle im 
mediately threw his motor, which had been off, into reverse. Relf felt the drag on 
the train and stopped the trolley motor. The battery motor was then opposite No. 
40 crosscut.

Isaacs was found dead between the tracks ahead.of the motor, with his head to 
the south and his right foot caught under the front of the motor. His body was badly 
mangled and apparently had been pushed ahead of the motor for eight or ten feet.

No reason can be given to account for what Boyle and Maw believe to have been 
Isaacs' attempt to uncouple the motor at that point, as he had previously arranged 
with Relf that it was to be done at No. 39 crosscut after the train had been stopped, 
This procedure, of leaving the battery motor coupled to the train until a designated 
location in the main drift is reached and the train stopped, is a customary practice. 
There is a stringent regulation at the mine against uncoupling moving cars, with 
which Isaacs was well acquainted.

An inquest was held at Frood before Coroner G. R. Jones, M.D., on March 29, and 
a verdict of accidental death was returned.

Juho Parell, aged 33, Finn, married, with one child, employed as a driller, was 
instantly killed at the Frood mine at 11.40 P.M., on May 11, when a drill steel pierced 
his head.

Parell and another driller, Heikkala, were engaged in driving No. 41.3 fill raise 
from the 2,950rfoot level to the 2,800-foot level, on the afternoon shift. This is a 
standard 7- by 11-foot raise in which a cribbed manway is used. The manway con 
tains a 20- by 24-inch box in which a small skip is operated by means of a tugger 
hoist to handle supplies. The ladders are staggered, with platforms at 14-foot 
intervals.

On May 11 the raise had reached a height of 105 feet, at an inclination of 77 de 
grees. The day shift completed preparations for drilling a new round, and every 
thing was ready for Parell and Heikkala to start drilling immediately. They com 
pleted the drilling shortly after 11 P.M., and started to prepare for blasting.

Heikkala passed the drill steel through the bulkhead to Parell, who loaded it in 
to the skip. Parell then told Heikkala to remain on top while he went down and
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lowered the skip to the level, removed the steel, and returned the skip to him lor 
the stopers.

Heikkala stated that he noticed a movement of the cable to indicate that the skip 
was being returned to him, but it stopped after a movement of several feet. After 
waiting for a while he shouted down to Parell, and receiving no response, went down 
to the level. He found Parell lying at the foot of the raise, with his head pierced by 
a seven-foot drill steel. The steel had punctured his hard hat without shattering it, 
and about five feet of it had passed, shank first, through his head, coming out 
through his jaw.

The tugger hoist is located on the chute platform, seven feet above the track, and 
a few feet in front of the skipway. The front of the skip box is open to a height of 
14 feet above the track. It is possible that Parell was killed while in the act of 
operating the hoist, and then fell to the level, though definite evidence was lacking 
on this point.

The skip was found to be about 18 inches above the level, and was empty. The drill 
steel was lying in a pile in the drift.

An inquest was held at Frood on May 18. Heikkala swore that all of the steel 
had been loaded in the skip, and that he did not see or hear anything fall down the 
raise, also that no steel had been left in the drill holes. There were no marks inside 
the skip box to indicate that the fatal steel had lodged in it prior to the accident.

Coroner J. S. McKessock gave a verdict of accidental death, but was unable to 
decide how or from where the steel had fallen.

August Annola, Finn, aged 36, married, with one child, employed as shaft ins 
pector, was instantly killed about 2.15 A.M., on July 15, when he was hit by a cage 
in No. 3 shaft of the Creighton mine.

No. 3 shaft is a five^compartment, 55-degree, incline shaft which extends from 
surface to the 30th level, a distance of 2,142 feet on the incline. Cages are operated in 
balance in Nos. 2 and 3 compartments, and skips in Nos. 4 and 5 compartments. Shaft 
sets are at six-foot centres.

This shaft is thoroughly inspected every night by two crews of three men each 
under the direction of Chief Inspector Villeneuve. One crew works from the surface 
to the 10th level, while the other works from the 10th level to the bottom. During 
this time they slide the rails from set to set. This inspection takes about two and a 
half hours and is started when the skips are through hoisting and have been banked 
at the surface. The cages are kept running to handle drill steel, with periods of 10 
to 20 minutes between trips. During this operation the cages are balanced for the 
23rd level, and cross between the 10th and 12th levels. Any necessary repairs noted 
during the inspection are left until the inspection is completed and are then made 
from the cages. The most experienced man of each crew inspects the cage 
compartments, and the other two each inspect a skip compartment. In order to know 
when and where the cages are to be moved, so that he may get clear when they pass 
his location, the inspector in the cage compartment must pay strict attention to the 
signal bells on the levels which are clearly audible from any point in the shaft when 
the skips are stopped. To get clear he can either go across to No. 4 compartment, 
take cover under the track, or occasionally go into the manway.

The skips were banked at 1.40 A.M., on July 15, and the two inspection crews 
started their work. Annola was inspecting the cage compartments below the 10th 
level. The cage in No. 2 compartment left the surface for the 23rd level at 1.54 A.M., 
and returned at 2.03 A.M. At 2.15 A.M. it again left the surface for the 23rd level. 
At that time Annola. and his partners, Pocrnic and Holopainen, were working on the 
same wallplate at about the point where the cages were crossing, some 60 feet below 
the 10th level. Annola was in No. 2 compartment.

After the cages had passed, Pocrnic and Holopainen saw Annola's hat and lamp 
on the next wallplate, between the rails in that compartment. They found Annola's



19

body one set below his hat and lamp. His body was under the track and his head was 
lying on the wallplate, facing down the shaft. He was found to have sustained a 
fracture of the skull on the left side of his head, but there was nothing to indicate 
that he had been run over.

An inquest was held at Creighton on July 20, before Coroner H. M. Torrington, 
M.D., and a verdict of accidental death was returned. It is believed that Annola made 
a belated start in taking cover under the track, and was hit on the head by the 
descending cage before he had time to get completely under cover.

Louis Gregovich, Jugo-Slav, aged 33, single, employed as a trammer and block- 
holer, was instantly killed about 11 A.M., on July 20, at the Freod mine, when he 
fell down No. 37.5 chute in No. 37 stope on the 2,600-foot level.

This stope is a standard, filled square-set stope, which has a number of timbered 
chutes from the mucking-floor to the level below. These chutes are covered with 
heavy steel rails spaced 11 inches apart by means of wooden blocks. Any ore too 
large to pass through the grizzley is required to be sledged or blockholed.

On the morning of July 20, Gregovich was working by himself on the mucking- 
floor of this stope, shovelling into No. 37.5 chute. About 11.05 A.M., the fill-man, Jan 
Kowski, went down to the mucking-floor near that location to change a wing chute, 
and noticed that Gregovich, whom he had seen there shortly before, was missing. 
He reported this to Stope Boss Lariviere, after finding out that a machinemaa 
working there had not seen Gregovich leave the stope. He was sent down to the 
level to look for the missing man and noticed a light in No. 37.5 chute near the level. 
After a car of muck had been pulled Gregovich's body was found in the chute. He 
had sustained fractures of the skull, left arm and left thigh.

Examination of the grizzley over No. 37.5 chute showed that one of the blocks 
had been removed and a rail moved over. Two large boulders were on it. The block 
and a sledge were found together on the ore pile nearby. A four-foot steel was found 
in the chute with Gregovich. The grizzley had been in good order when seen by 
Lariviere at 10.45 A.M., and by others prior to that. It is believed that Gregovich lost 
his balance while attempting to pry a boulder into the hole he had made in the grizzley 
and fell down the chute to the level below, a distance of 130 feet.

An inquest was held at Frood on July 21, by Coroner G. E. Jones, M.D., wha 
returned a verdict of accidental death.

Edward Darwin, aged 35, British, married, with a wife and two children, 
employed as a shift boss at the Creighton mine, was instantly killed in No. 5 shaft 
raise, 23rd level, when hit on the head by a falling plank about 2 P.M., on November 
10.

No. 5, a vertical shaft, 18 feet by 30 feet, is being sunk from the surface and 
raised from underground simultaneously. The raises are 7 feet by 17 feet in size, 
and will be slashed to full shaft dimensions later. They are divided into three 
compartments, containing a manway, steel-chute and pipe-lines, and a rock-pass. A 
skip, 19i feet by 2 feet by 4^4 feet, is operated in the completely-enclosed steel-chute. 
The pipelines and the hoisting rope from the hoist to the sheave wheel are located 
between it and the hanging wall cribbing. In order to get from the manway into 
the face of the raise it is necessary to pass over a platform placed over the pipe-line 
and hoisting-rope section of the centre compartment.

About 1.20 P.M., on November 10 Darwin came to the bottom of the raise at the 
23rd level, which at that time was about 425 feet above the level, and told the 
hoistman that he would probably come down in the skip to inspect the steel-chute 
to see if any repairs would be necessary on the following day, Sunday. He then 
went up the ladders to the face of the raise where the crew was preparing to drill and, 
after inspecting the work there, told one of them, A. Biganoski, to come down into
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the manway to operate the bell-line while he inspected the steel-chute. The bell-line 
was fastened to a lever located in the manway about 16 feet below the head cover. 
He got into the skip, and told Biganoski to give a 4-2 signal, then to remain at the 
bell in case he shouted to him to stop the skip at any point in the chute. When 
the hoistman received the 4-2 signal he sent the deckman, J. Svojka, to the bottom 
of the raise to relay any verbal signals Darwin might give, then started to lower the 
skip slowly. When the skip was about 156 feet from the bottom Svojka saw a plank 
land at the bottom of the steel-chute, followed by a stream of blood, and shouted 
to the hoistman to stop the skip. Meanwhile Biganoski had seen something fall 
down the steel-chute from above him, and, after getting no reply from Darwin in 
answer to his shouts, gave a stop-signal on the bell cord and summoned the rest 
of the crew to investigate. They went down the manway until they located the 
skip, chopped a hole through the side of the steel-chute, and found Darwin crumpled 
up in the skip. He had apparently been hit on the back of the head by the falling 
plank, and had died instantly from a fractured skull. His M.S.A. hat was found 
at the bottom of the steel-chute with a large hole punched through the back of the 
crown.

The plank which fell was apparently one of two 2- by 10-inch planks 4 feet 
8 Inches long, which had been used to form the platform from the manway to the 
entrance into the face of the raise. One had been placed on either side of the 
hoisting rope from the hoist to the sheave wheel, and both were deeply grooved by 
the rope. The remaining plank was found to be spiked in place, but there was no 
evidence of the other having been spiked. It is presumed that the movement of the 
hoisting rope dislodged the loose plank, which fell down the steel-chute and struck 
Darwin 250 feet below. This plank had been in place for several days, during which 
time the skip had been in constant operation.

Coroner J. S. McKessock held an inquest at Creighton mine on December 13, 
at which was returned the following verdict: "The said Edward Darwin died on 
the tenth day of November 1934, from a fractured skull by being struck on the 
head by a falling plank in the steel compartment of the new No. 5 shaft of the 
International Nickel Company at Creighton mine. That there was negligence in not 
having the said plank nailed in place, but the evidence did not disclose who was 
responsible."

Stephen Dockrell, aged 31, British, married, with a wife and two children, 
employed as rigger's helper, was fatally injured on the surface at the Creighton 
mine about 7.20 P.M., on November 20, and died in the First Aid room about 20 
minutes later.

A steam-operated Brown hoist, equipped with a clam, is used to transfer waste 
rock from a stock pile beside the Algoma Eastern railway track to railway cars 
which transport it to the Frood mine for backfilling.

Just prior to the accident a truck, driven by R. Roberty, had been sent from 
Copper Cliff to Creighton with a spare clam for this hoist. Dockrell had been 
instructed to direct this truck, on its arrival at Creighton, to a position immediately 
south of the Algoma Eastern track, nearly opposite the east end of No. 3 shaft hoist- 
compressor building. After this had been done, the Brown hoist, which operates 
on a spur track on the north side of the Algoma Eastern track, was moved to a 
position slightly east of the truck. The clam on the hoist was then swung over to a 
position about a foot and a half above the top of the spare clam, and the jaws were 
opened about eighteen inches. A short length of steel cable was then attached to 
the top of the spare clam, and a 4- by 6-inch timber block, about 2 feet long, was 
fastened to the free end of the cable. This block was then placed crossways inside 
the jaws of the upper clam.
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The hoistman, A McCandaless, then called to his fireman, E. Lineham, who 
was with Roberty on the truck at the east end of the spare clam, to find out if they 
were all standing clear so that he could close the jaws of the clam. Lineham called 
to Dockrell, who was out of sight on the opposite side of the spare clam and, on 
receiving word from him that he was standing clear, advised McCandaless to go 
ahead.

A moment after the jaws started to close Lineham heard Dockrell yell to open 
the jaws, and immediately signalled McCandaless to do so. Dockrell then fell to 
the ground and, proving to be seriously injured, was carried to the First Aid room, 
where he died shortly afterwards. He was found to have sustained a fractured 
skull.

It would appear that, after telling Lineham he was standing clear, Dockrell 
jumped on to the spare clam and managed in some way to get his head between the 
closing jaws of the clam, which was about nine feet above the floor of the truck. 
It is presumed that he thought something was wrong with the sling and decided to 
fix it. He was not seen by either Roberty or Lineham, which was probably due to 
the fact that it was dark and very foggy. The only illumination came from the 
windows of the building across the tracks, the truck lights, and a lantern which 
Roberty and Lineham had with them.

Dockrell had not been instructed to help unload the spare clam; His only duty 
was to direct the truck to the proper location.

Kirkland Lake Gold Mining Company, Limited

Eric Keto, Finn, aged 29 years, married, his wife residing in Kirkland Lake, was 
instantly killed at the Kirkland Lake Gold mine on June 24, at 11.15 P.M.

No. 41-1-D stope had been worked about 50 feet above the 4,000-foot level about 
a year previous. The stope is 110 feet long and from four to five feet wide, lying 
at about 60 degrees. A floor had been laid on stulls some eight feet from the back 
of the stope and a sub-level was being driven in the west end. No one had been in 
the stope for 16 hours before the accident.

Sam Vachon, runner, and Keto, helper, had been on shift for about an hour and 
were scaling the sub-level and the back of the stope. Vachon had finished scaling 
the sub-level and had handed the scaling bar to Keto to take down some loose rock 
from the back of the stope. A minute or two later the hanging wall of the stope 
came down with a loud report, breaking down four stulls and crushing Keto against 
the wall. Approximately 80 tons of rock fell.

There are calcite stringers in the hanging wall where the rock burst occurred. The 
calcite is in cross faults from two to four inches wide running diagonally across the 
stope. This is the second large rock burst under similar conditions in Kirkland Lake 
camp.

An inquest was held at Kirkland Lake on July 11, the jury returning a verdict of 
accidental death.

H. Eadie, aged 25 years, British, married, his wife residing in Kirkland Lake, 
was fatally injured in the Kirkland Lake Gold mine, on November 8, at about 
8.30 A.M.

Eadie was cage-tender in the vertical winze from the 4,950-foot level to the 
5,850-foot level, where two cages are operated in balance by a double-drum air hoist 
on the 4,950-foot level. At the time of the accident Eadie had sent a car of muck 
from the 5,850-foot level to the 4,950-foot level on the south cage. According to 
the witnesses he rang the north cage to the 5,850-foot level as the south cage reached 
the 4,950-foot level. No more was heard from him until Kusen, a mucker on the 
5,850-foot level, found his body under the cage. No explanation of the accident 
has been found.
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Bucknell, hoistman, and Vrlenic, deckman, both swore that as the south cage 
came to the deck two bells were rung to lower the north cage to the bottom. The 
deckman was holding the chain chairs to chair the south cage at the time. After 
receiving the two bells Bucknell lowered the south cage into the chairs and then 
unclutched the south cage and lowered the north cage to the bottom of the shaft. 
The 5,850-foot level is the bottom of the shaft and the cage rests on a timber bulk 
head so that the surface of the floor of the cage is flush with the turn sheet on the 
station floor. The weight of the cage is 3,909 pounds and the empty car weighed 
1,000 pounds, making a total weight of 4,309 pounds. There were no eye-witnesses to 
the accident.

An inquest was held by Dr. Armstrong on November 14. The jury returned a 
verdict of accidental death.

'Lake Shore Mines, Limited

D. Lalonde, aged 29 years, French Canadian, married, his wife and two children 
residing in Kirkland Lake, was killed at the Lake Shore mine on February 10, at 
2.30 A.M.

D. Lalonde and Mike Tonuik were mucking in No. 833 flat cut-and-fill stope. 
The stope was up about 70 feet above the level. The mill-hole was 4 feet 8 inches 
square on the inside and built of 8- by 8-inch spruce, skin to skin, without a manway. 
The top of the mill-hole was covered with 85-pound railroad rails at 15-inch centres 
leaving a 10-inch opening between the rails.

At the time of the accident the muckers were within four feet of the edge of 
the mill-hole and asked the trammers to pull the mill-hole. Shortly after this was 
done Lalonde noticed a piece of loose rock on the south wall. He got a scaling bar and 
climbed up on the rock pile, but had difficulty getting the loose piece down. Tonuik 
took a scaling bar and went up on the rock pile to help him. While they were working 
a large piece of rock fell from the north wall. The jar started the broken rock running 
into the mill-hole. Tonuik was able to get clear but Lalonde was carried into the 
mill-hole. He was covered with four feet of quite finely broken rock about 20 
feet from the top of the hole. One of the grizzley bars had been broken in two 
pieces leaving a hole approximately 25 inches wide and 4 feet 8 inches long, through 
which the man and the rock went into the mill-hole.

Lalonde was drawn into the hole at 2.30 A.M., and his body was taken out at 
8.15 A.M. According to medical evidence he died of suffocation.

An inquest was held by Dr. Edis, on February 14, the jury returning a verdict 
of accidental death.

Martin Bird Syndicate

Emil Ollel, Norwegian, aged 35 years, single, was fatally injured at the Martin 
Bird property on May 28, at 6.30 P.M.,

A 50-foot shaft had been sunk, but until three weeks prior to the accident DO 
work had been done in it beyond the placing of a bearing set at the collar.

John Campbell, the manager, placed a 3 h.p. gasoline pump on a raft 35 feet from 
the collar of the shaft, for the purpose of washing down the shaft for geological 
inspection. According to Campbell's evidence he intended to start the pump and let 
it run until the gasoline was gone. After running for ten minutes the pump stopped 
before he was through washing the shaft. Campbell went down to the pump with 
Ollel. While in the shaft they decided to take off the suction pipe. Ollel went to 
surface for a wrench and returned to the pump. The suction pipe was taken off, 
examined, and replaced on the pump. Campbell then decided to leave it until the 
next day. He climbed the ladders to surface, Ollel following him. When
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Campbell arrived at the surface he turned around just as Ollel let go of the ladder 
about 20 feet from the raft and fell backward down the shaft. Oscar Otterson, 
who also saw him fall, immediately ran down the ladders and tied a rope around 
Ollel under the arms, then Campbell and two other men hoisted him to surface. 
Ollel lived about five minutes after being brought to the surface. Campbell did not 
feel any bad effects from the gas.

A post mortem examination was made by Dr. Shipley, who stated that Ollel 
died from carbon monoxide poisoning.

An inquest was held before Coroner J. F. Edis at Kirkland Lake, on May 30.

Macassa Mines, Limited

Thomas Cuthbertson, aged 26 years, British, was injured at the Macassa mine 
on December 6, at 1.30 A.M., and died in the hospital at Kirkland Lake on December 
9, from pneumonia resulting from the injury.

At the time of the accident B. Hudson, machine man, and Ely Hill, machine 
helper, were working in No. 24-3 stope, which was up 95 feet above the 2,475-foot level. 

f Hudson testified that he had finished drilling at about l A.M., and had told Hill 
* that he would go down the manway to the 2,475-foot level and shut off the air and 
water and, when he was ready, would rap on the pipe-line as a signal to lower the 
steel. Hudson had difficulty in closing the two-inch air-line and while he was working 
at it, George Smith, shift boss, and Cuthbertson, pipe fitter, came along the drift, 
.and Cuthbertson said he would close the valve. Cuthbertson loosened the nut on 
the plug and tapped the plug to loosen it. Hill mistook this tapping as his signal 
to lower the steel. He tied three pieces of one-inch, quarter octagon steel, six feet 
long, with a slip knot and a half hitch on a new five-eighths-inch hemp rope. When he 
had lowered the steel about half way down the steel-chute one piece of steel got 
loose and fell down the chute and shortly afterward the other two fell. The first 
steel pierced Cuthbertson through the left side of the back. Before Hudson could 
move the other two pieces fell very near him. The manway is on the footwall side 
of the drift and the two-inch valve is on the opposite side of the drift. The first 
steel glanced across the drift, the other two fell straight into the muck on the floor 
of the drift on the footwall side. The manway is constructed with platforms every 
14 feet, with the ladders over the manholes. The steel-chute is in one corner and is 
14 inches square, enclosed on three sides with plank.

Cuthbertson was immediately taken to the hospital, where he was operated on. 
According to medical reports he was progressing favourably until he developed pneu 
monia.

An inquest was held by Coroner B. H. Armstrong, M.D., on December 19. The 
jury returned a verdict of accidental death, and recommended that a safer method of 
lowering steel be used.

Northern Empire Mines Company, Limited

Toivo Holm was instantly killed at about 1.15 P.M., on November 21, by a f all of 
rock in a stope at the Northern Empire mine. He was 21 years of age, single, British, 
of Finnish descent, and had been employed at the mine for two months.

The accident occurred in No. 732 stope west, about 48 feet above the floor of 
the 150-foot level. The stope is six feet wide and had two ore chutes 30 feet apart. 
Holm had been instructed in the morning to muck at the second chute, which was 
61 feet from the manway. He had been working there during the forenoon and 
had mucked for a distance of eight feet. Alex. Bros, a machine runner, had scaled 
the walls in the morning and had removed all the loose rock except one piece, 
which was buried to within about one foot of the top in the muck near the first 
chute. He started drilling at one o'clock and saw Holm pass him on his way to
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work. Bros stopped drilling at about 1.20 P.M., to assist his helper and another 
mucker to pass some planks up the manway. He went to the first chute to get an 
axe and found Holm lying with the rock on his head. Help was obtained and the 
rock removed. Holm's head was found to be badly crushed.

The piece of rock measured 7 feet by 3y2 feet by 6 inches and was in a horizontal 
position on the hanging wall, which had a slope of 68 degrees. It was seen after the 
accident that the muck that had been holding the rock in place had been taken away 
to within a short distance of the bottom, allowing it to tip over directly above the 
chute. Holm must have been stooping very low at the chute, or the rock could not 
have struck him on the head, as the top was not more than four feet above the 
stope floor. It is not known why he left his place of work to muck at the other 
chute.

An inquest was held on November 23, by Dr. Powell.

Joseph Miheluc, Jugo-Slav, aged 30 years, married, was fatally injured in No. 
2,506 stope of the Sylvanite mine, about 9 A.M., December 5, by a fall of ground.

This stope, which had been mined to a height of about 180 feet, is only about 
35 feet in length on the level and, to a height of 120 feet, dips about 45 degrees. The 
upper portion of the stope stands at a much steeper angle, approximately 75 degrees, 
and attains a length of about 80 feet. Both walls of the stope are in conglomerate 
formation and heavily sheared.

Previous to the accident drilling had been stopped in the stope and work was 
under way to recover the shrinkage ore. The ore had been pulled down to a height 
of about 120 feet, thus emptying the steep, upper portion of the stope. As a 
protection to the men working in the stope a horizontal bulkhead on 10-inch stulls 
had been placed across the stope at a height of about 150 feet above the level.

When the accident occurred John Hardy, driller, and Miheluc were working in 
the stope. Hardy was mucking at a jjoint directly under the most easterly stull of 
the bulkhead, while Miheluc was somewhat to the east and slightly higher up on 
the footwall.

The accident was caused by the fall of a piece of ground off the footwall at a 
point just above the easterly end of the bulkhead. The staging held part of the 
fall, but the easterly portion of the slab broke up and Miheluc was struck down 
by these pieces, sustaining a fractured skull. It is estimated that the slab which fell 
was about four tons in weight, the footwall behind the slab being nearly vertical and 
much slickensided. In addition to one of the stulls of the bulkhead two six-inch sprags 
extended from the piece which fell to the hanging wall of the stope.

An inquest was held at Kirkland Lake before Coroner B. H. Armstrong, M.D., 
on December 12, the jury returning a verdict of accidental death.

Teck-Hughes Gold Mines, Limited

Joe Golob, Jugo-Slav, aged 35, single, was instantly killed in an unexplained 
blasting accident at the Teck-Hughes Gold Mines, Limited, at 11.30 A.M., January 
26, in No. 32-3-36 stope.

The previous shift had blasted over the manway in this stope, which was up a 
distance of only 23 feet above the level at the time. This blast left one missed hole 
and two cut-off holes directly over the manway.

At the time of the accident Golob and his partner, Javo Topovich, were reblasting 
these holes. Golob prepared the holes for blasting and sent Topovich down to the 
level to turn on the air. On word from Golob to turn on the air Topovich did so and 
had only walked about 15 feet down the drift when the first shot went off.
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Golob's body was found on top of the manway, directly under the holes. No 
unburned fuse ends indicating any irregularity in the trimming of fuses could be 
found after the accident.

An inquest was held at Kirkland Lake, on January 31, before Coroner J. F. Edis, 
M.D., and the jury returned a verdict of accidental death.

Archie A. MacDonald, aged 34 years, married, his wife and five children, residing 
in Kirkland Lake, was injured in the Teck-Hughes mine on May 9, at 8.30 P.M., and 
died the same night at 11.30, in the hospital at Kirkland Lake. He had sustained 
a broken leg, a broken arm, and severe chest injuries.

MacDonald was machine runner in No. 20-3-10 west stope, which was about 100 
feet long and about 6 feet wide. He had set his machine up in the west end and had 
gone to the manway in the east end to examine his airline. He was standing in a 
leaning position, with one foot on the manway, when a piece of rock weighing about 
150 pounds dropped from the back some three feet above him and struck the middle 
of his back. Two machinemen were scaling just east of the manway at the time of 
the accident.

An inquest was held by Dr. Edis on May 16, the jury returning a verdict of 
accidental death.

Wright-Hargreaves Mines, Limited

Walter Spjak, Jugo-Slav, aged 31 years, married, his wife residing in Kirkland 
Lake, was instantly killed at the Wright-Hargreaves mine on June 27. His helper, 
Jackymek, was uninjured.

Spjak and Jackymek had drilled off the first round of sixteen holes in a raise 
in No. 405 stope and were lighting the round. According to Jackymek, they had 
lighted ten holes from their staging, but the eleventh fuse would not light. Spjak 
cut the fuse three times before he succeeded in lighting it. Jackymek claims to have 
repeatedly asked Spjak to leave, but to no avail. When the eleventh hole was lit 
Jackymek jumped off the staging and swung under the brow. Spjak jumped too, but 
he received the full force of the explosion from the first cut hole.

When the face was examined after the accident there were five holes "that had 
not been lighted. Some water dripping from the face had apparently caused the 
trouble. Spjak was an experienced miner, but must have lost track of the time. 
He was lighting the fuse with a carbide lamp. The fuses were seven feet in length, 
of White Clover Brand, with a burning speed of 40 seconds to the foot. Fuse ends 
found in the stope indicated that the greatest length cut from any fuse was one foot.

An inquest was held at Kirkland Lake on July 11, the jury returning the following 
verdict: "We, the undersigned jurymen, find that W. Spjak came to his death at the 
Wright-Hargreaves mine in Stope 405 on June 27, 1934, by an accident due to mis 
adventure on the part of the deceased."

METALLURGICAL WORKS

International Nickel Company of Canada, Limited

Gordon Moxam, aged 25, single, employed as a labourer, was fatally injured at 
8.30 A.M. on January 15, when he fell from a temporary gangway at the Copper 
Cliff smelter. He sustained a fracture of the right femur, and concussion of the 
brain. He died of the latter at l P.M., on January 17.

The south wall of the reverberatory collector flue was being repaired by a crew 
of bricklayers under Foreman Kelly. In order to facilitate the handling of supplies 
for this job a temporary gangway was built across the ten-foot gap between the
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top of the flue and the converter dust chamber foundation floor, which is about 18 
Inches lower. Moxam's brother had built the gangway on December 29 using a 
double pair of 2- by 12-inch planks, 16 feet long, which had been in service for scaf 
folding for a short time. There is an angle-iron and cable railing around the foun 
dation floor, and the planks were caught under the bottom cable of the railing. A 
few days later another of the crew placed a 2- by 6-inch plank on end under the 
gangway near the railing to eliminate the spring, and nailed the upper planks to 
the lower ones.

This repair work was suspended on January SI O and was not resumed until January 
15. In the interval some unknown person pried apart the two left-hand planks and 
removed the bottom one.

On the morning of January 15 Moxam was instructed to get three short pinch 
bars, weighing about 20 pounds, before going up to the repair job. About 8.30 A.M. 
he arrived at the gangway with the bars on his left shoulder, climbed over the rail 
ing, and started across. The single plank broke under his weight and he fell 20 feet 
to the concrete floor below.

Examination of the broken plank showed that it had split at a diagonal knot 
which did not show particularly on the surface. No one had observed prior to the 
accident that one of the planks had been removed. Foreman Kelly arrived at the 
gangway on his first inspection for the day just in time to see Moxam start across it.

An inquest was held by Coroner H. M. Torrington, M.D., at Copper Cliff, on 
January 26, and a verdict of accidental death was returned.

John Germonwicz, Lithuanian, aged 32, single, employed as a surface labourer, 
was instantly killed about 3.45 P.M., on July 5, in a blasting accident near the 
O'Donnell roast yard.

The company has a spur line from the Algoma Eastern branch of the Canadian 
Pacific railway into the O'Donnell roast yard. There is a wooden trestle on this spur 
where it crosses over a creek about 300 feet west from the junction with the Canadian 
Pacific track. Since the abandonment of heap roasting some years ago this spur has 
been used only to haul clay for the smelters from time to time from a pit on the 
property.

On July 5 a crew of eight men under Foreman H. Severn was sent up to construct 
a culvert to replace the trestle, which had become unsafe. In cleaning out the creek 
immediately to the north of the trestle three large boulders were encountered at 
distances of about two, eight and twenty-four feet from the trestle.

About 3.20 P.M. the boulder nearest the trestle was sand blasted by V. Degan, 
one of the crew with blasting experience, during which all of the men retired to a 
telephone shack alwut 150 feet east of the trestle. About 3.40 P.M., Degan prepared 
sand blasts on the other two boulders. A charge of one and a half sticks of powder 
was placed on the second boulder, and a charge of two sticks on the third. Three- 
foot lengths of 40-second fuse had been supplied. Degan made a cut of two inches 
on the fuse for the second boulder, but did not cut the other one. When the charges 
were ready the foreman shouted "fire", and retired with the crew towards the telephone 
shack, as previously. Degan first lit the charge on the second boulder, then that on 
the third boulder, and then retired towards the shack.

One man, W. Lyons, took up a position on some high ground, about 25 feet in 
front of the shack, from which point he could see the location of the blast. Imme 
diately following the detonation of the charge on the second boulder he saw some 
thing move from the east end of the trestle towards the third boulder. A moment 
later he could see that it was a man running, and so advised Severn, who again 
shouted "fire" just before the charge exploded.

They found the man, who proved to be one of the crew named Germonwicz, lying 
on his stomach about six feet in front of the third boulder, with his head towards 
the trestle. He had been instantly killed. Examination showed fractures of the
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skull and nose, a macerated left arm and thigh, and a large wound in the left lower 
chest and abdomen which exposed the bowels and heart, also a punctured left eye.

An inquest was held by Coroner G. A. Henry, M.D., on July 9, at Copper Cliff. 
The evidence showed that the deceased, who spoke English, had seen the charges 
prepared and had shown some familiarity with explosives. No one saw him take 
cover under the trestle, and it had been presumed that he was with the rest of the 
crew near the shack, as before. He could easily have seen the unexploded charge on 
top of the third boulder from his apparent position under the east end of the trestle. 
The coroner returned a verdict of accidental death, without blame to anyone.

#

Bert Hakala, Finn, 41 years old, married, employed as a labourer in the converter 
section of the Copper Cliff smelter, was fatally injured at 12.30 P.M., on September 
22, and died at 12.15 A.M. the next morning, at the Copper Cliff hospital.

Hakala was working at the discharge end of the casting machine serving No. 3 
holding furnace, situated in the new east addition to the converter section. This 
machine consists of a horizontal endless conveyor carrying moulds for slabs of blister 
copper weighing from 400 to 500 pounds, and runs intermittently. The moulds are 
fastened to the conveyor by bolted clips. The slabs are discharged for cooling into 
a tank of water, from which they are removed by an inclined Bosch conveyor. The 
north side of the discharge end of the casting machine rests on the side of this 
tank, while the south side is supported on a 2-inch by 8-inch I-beam which divides the 
tank in half. The tank is surrounded by an iron railing. Hakala was loosening the 
slabs in the moulds by means of an iron bar to ensure their discharge into the tank.

The machine had just discharged a slab and the next one had been loosened by 
Hakala when he was seen to leave his position, climb over the railing, and start to 
walk across the I-beam towards the opposite side of the machine. He apparently 
lost his balance and fell into the tank of steaming water. He was hauled out and 
found to have sustained third degree burns to his whole body except his scalp and 
the soles of his feet.

It is not known why he left his position, nor in any case attempted to walk 
across the I-beam rather than walk around the tank. He did not have any tools 
with him.

An inquest was held by Coroner G. R. Jones, M.D., at Copper Cliff, on October 10.

John Bremo, naturalized Canadian, single, aged 21 years, was injured in the 
electrolytic department of the Port Colborne refinery, about 6.40 A.M., October 19, and 
died in the Welland County General Hospital, about 11 A.M., on October 21.

Just prior to the accident Bremo and his partner, Wesley Ellis, were working 
together on No. 107 tank, and Ellis had left the tank to run down the crane which had 
been left at the end of the aisle for inspection by the electricians.

While Ellis brought the crane to the tank Bremo continued with his work at the 
tank, standing with his back towards the approaching crane. Ellis claims to have 
sounded the crane gong before starting from the end of the aisle, although other 
workmen in the vicinity have no recollection of having heard it. Ellis states that on 
approaching the tank he shut off the power at what he considered a safe distance 
from the tank, and maintains that the crane drifted an unusual distance and struck 
Bremo, crushing him about the chest between the top of the tank and the crane 
bridge. Prior to striking the man and when the crane was within a very few feet of 
him Ellis shouted to Bremo to "watch out." Bremo partially turned and evidently tried 
to protect himself by dropping to the floor between the tanks, but was apparently 
too late in this effort, and was struck on the back and doubled over the top of the 
tank and crushed.

After the accident repeated tests with varying loads failed to reveal anything 
abnormal in the brake action or distance required to bring the crane to a stop. In
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view of the results obtained in these tests it would appear that the accident occurred 
either through Ellis misjudging the distance in which he had to make the stop, or 
suffering a momentary lapse of memory and neglecting to bring the crane to a stop 
until too late to avert the accident.

An inquest was held at Welland before Coroner E. A. McKenzie, on October 30.

Ontario Refining Company, Limited

Walter J. Filer, aged 20, British, single, employed as plate-worker's helper, was 
fatally injured in the electrolytic tank-house at the Ontario Eefinery, about 1.15 P.M. 
on August 22, and died at 3.30 P.M., the same day, at the Copper Cliff hospital.

The tank-house is divided from north to south into five 60-foot sections, each of 
which consists of two rows of electrolytic tanks separated by an aisle running east 
and west. These sections are separated from each other by a line of steel columns, 
which supports two lines of 24-inch I-beams about 14 feet above the floor. On top of 
the I-beams are track rails for 10-ton travelling cranes which span each section. 
These cranes have stationary underslung cabs in the centre of the span, and travelling 
carriages. They are equipped with gongs which are rung when they are put in motion. 
The length of the sections is cut in half by a centre aisle running north and south. 
The first four sections have two cranes, one of which operates to the east and the 
other to the west of this centre aisle. The remaining section has a single crane.

On August 22, a crew of three men in the plate-shop, consisting of C. Bell, P. 
Massicotte, and Filer, was instructed to construct a 20-foot steel ladder and to then 
attach it with strap irons to the west side of the first column between sections l 
and 2 west of the centre aisle in the tank-house. The erection of the ladder was started 
at 12.30 P.M. Filer climbed up the column to the I-beams and pulled the ladder up 
with a rope, while the other two pushed the bottom of it into position. Bell and 
Massicotte then started to burn holes with a torch in the web of the column, through 
which to bolt the strap irons. Meanwhile Filer was holding the ladder in position 
by standing with one foot on the lower flange of each I-beam, where he was well clear 
of the moving cranes on either side.

Bell and Massicotte had almost completed tightening the bolts when No. 3 crane, 
operating in the west half of No. 2 section, passed them for the first time. They 
heard Filer cry out and, looking up, saw him hanging by one foot from the web of 
the column beside No. 3 crane track. He was found to have sustained severe crushing 
of his left chest, shoulder, and neck, as well as internal injuries.

On investigation it was found that he had been seen sitting on No. 3 crane track 
by the operator of No. l crane, which works in the west half of No. l section, a few 
minutes before the accident. Neither his companions nor the operator of No. 3 crane 
saw him on the track. He could not have seen or heard No. 3 crane moving toward 
him, and was apparently struck by it and pushed along the rail against the column. 
On the way to the hospital he made a statement to the effect that he had had no 
right to be on the track.

An inquest was held by Coroner J. S. McKessock, on August 24, at Copper Cliff, 
and a verdict of accidental death was returned.

SAND AND GRAVEL PITS

Archibald Lothian, Contractor

Donald K. McPhee, aged 37 years, single, British, was instantly killed at a stone- 
crushing plant operated by Archibald Lothian, contractor, in the Township of West 
Hawkesbury, on September 10.
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McPhee was the holder of a traction engineer's certificate, and had been employed 
at the crusher for about six weeks during the spring and again for a week previous 
to the accident.

At the time of the accident McPhee was standing on a small platform close to 
the grease cup of the engine. Suddenly his body was seen to be whirling around with 
the shaft. The engine was stopped and McPhee was found to be caught in the belt 
driving the shaft. He was dead when released, his chest badly crushed. A piece of 
cloth from under the sleeve of his coat was caught in a bolt holding a pulley under 
the shaft. None of the other workmen could give any explanation of the accident, 
as no one knew just what McPhee was doing at the time. The engine was a standard 
type, considered quite safe to operate.

An inquest was held on September 13, and a verdict of accidental death was 
returned.

Department of Northern Development

Harold Levely, Canadian, aged 18 years, single, was fatally injured at 1.15 P.M., 
on February 21, in a gravel pit operated by the Department of Northern Develop 
ment, three and a half miles south of Cobalt.

The bank of gravel was about 12 feet high and nearly vertical. It was frozen for 
about two feet from the top. A truck was standing in the pit, about 10 feet from the 
face, Levely was between the truck and the face when the bank caved. He jumped 
back, but a large piece of frozen sand and gravel struck him, throwing him forward 
against the side of the truck. Some protruding object on the truck cut a deep gash 
along the side of his neck and face, evidently severing an artery, and he bled to death 
very rapidly.

An inquest was held at Cobalt on February 27, before Coroner W. C. Arnold, M.D., 
and the jury returned a verdict of accidental death.

*
D. N. Morrison Pit

Harry Neno, aged 52, British, married, was fatally injured on February 28, in a 
gravel pit owned by D. N. Morrison, on Lot 12, Concession 3, London township.

The pit had a face of about 18 feet and was overhanging about 5 feet at the top.
Neno was assisting in loading a truck when a piece fell from the top of the 

pit, striking him on the head and body. He was removed to the hospital, where he 
died a few hours later. He had sustained a broken leg, broken ribs, and internal 
injuries.

An inquest was held by Dr. Wilson, at London, on March 8.




