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To THE HONOURABLE PAUL LEDUC, 
Minister of Mines.

SIR, I beg to hand you herewith the report by the Inspectors of this 
Department on the accidents in the mines, metallurgical works, and quarries of 
Ontario during the year 1935.

I have the honour to be: Sir,

Your obedient servant,

T. F. SUTHERLAND,
Deputy Minister of Mines.

DEPARTMENT OF MINES,
Toronto, January, 1936.
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MINING ACCIDENTS IN ONTARIO, 1935
Chief Inspector of Mines, D. 6. Sinclair, Toronto; Inspectors, E. B. Weir, Timmins; 

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

Accidents During 1935
During the year 1935 at the mines, metallurgical works, quarries, clay, sand, 

and gravel pits regulated by the Mining Act, there were 2,079 accidents to employees 
reported to the Department of Mines up to January 16, 1936. Thirty-five fatalities 
arising out of 31 separate accidents were reported.

These returns represent an increase of 134 in the total number of accidents and 
an increase of l in the number of fatalities recorded over the preceding year.

The report shows a fatality rate of 1,52 men killed per thousand men 
employed, which is a decrease of 0.13 from the rate for the preceding year (and 1.09 
per thousand lower than the average for the past twenty-five years.

There were 90 non-fatal accidents per thousand men employed, which is a 
decrease of 3 Iper thousand from the rate for 1934.

The percentage of non-fatal accidents followed by infection increased from 7.1 
in 1934 to 7.4 in 1935.

Workmen's Compensation Rates
The rates for the years 1931 to 1935 inclusive, were as follows: 

Schedule

Treatment of ores, with heat, in a silver-

Treatment of ores, without heat, in a

Treatment of ores, with heat, in a

Treatment of ores, without heat, in a

Nickel or nickel-copper mining.
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

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 industry in this group 
Iron smelting, as a business (not blast 

furnace)

Treatment of ores or minerals, with

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

Sand, shale, clay, or gravel pits
Sand, shale, clay, or gravel pits with

Quarries, as a business; stone crushing.

1931 
Adjusted

12.50

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

92.00

1.25

60
2.50

1.25

.60
3.50

1.25 

.60
3.50

1.50 

.75 

1.50
1.00

.60

.40 

.75
6.00

3.00
6.00

1933 
Adjusted

12.00

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 
Adjusted

13.00

1.90

.90
3.00

1.50

.75
5.00

2.50 

1.20
5.00

2.10 

1.00 

1.50
1.00

1.20

.80 
1.50
7.00

4.00
6.00

1935 
Provisional

S3. 00

1.90

.90
3.00

1.50

.75
5.00

2.50 

1.20
5.00

2.10 

1.00 

1.50
1.25

1.20

.80 
1.50
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 1931 1932 1933 1934 1935

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

21
8
1
2
4

17 
O 
l 
l 
4

20
l
1 
O
2

23
2
5
1
2

25
2
3
O
l

Total. 36 23 24 33 31

\ /\ 2-61

Diagram showing fatalities per thousand men employed between 
the years 1911 and 1935.

By months the fatal accidents occurred as follows: 

Month
No. 

accidents
No. 

men killed

January... ..................................... ................ 4 4
February........................................................ l l
March.......................................................... l 2
April.. ......................................................... l l
May............................................................ O O
June............................................................ 3 5
July............................................................ 4 4
August.......................................................... 5 5
September....................................................... 5 5
October......................................................... 4 5
November... .................................................... 2 2
December...................................................... l l

Total..................................................... 31 35

Classifying the fatalities according to industries gives the following: 
Gold mines............................................... 23
Nickel mines.............................................. 8
Silver mines.............................................. O
Talc mines...... .......................................... O
Metallurgical works........................................ 3
Quarries.... .............................................. O
Sand, gravel, and clay pits.................................. l

Total.............................................. 35



ANALYSIS OF FATALITIES AT MINES, 1931-1935

Cause

Fall offeround.
Run of ore or rock
Shaft accidents.
Explosives
Miscellaneous, underground.
Surface.

1931

per cent. 
31
3.5

17.2
6.9

13.8
27.6

1932

per cent. 
21
5.3

15.8
31.6
26.3

1933

per cent. 
23

9
9
9

45
5

1934*

per cent. 
31

8
8

18
27

8

1935

per cent. 
45
6.5

10
16
16
6.5

TABLE OF FATAL ACCIDENTS IN MINES, METALLURGICAL WORKS, QUARRIES, 
AND GRAVEL, SAND, AND CLAY PITS, 1911-1935

Year

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

1935

Persons 
killed at 

metallurgical 
works and 

mines

49
43
64
58
22
51
36
32
39
29
24
30
30
40
42
32
33
85
55
56
37
25
25
34
35

Persons 
employed at 
metallurgical 

works and 
producing 

mines

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
17,145
18,217
17,820
14,378
15,080
19,302
21,444

Persons 
employed at 

non-producing 
mines 

(estimated)

2 nnn
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
2,000
1,849

317
447
431
804

1,254
1,528

Total 
persons 

employed

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
22,972

Fatal 
accidents 
per 1,000 
employed

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
4.76
2.89
3.02
2.03
1.69
1.57
1.65
1.52

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

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

Men 
employed

17,193
4,479

700
600

22,972

No. 
killed

31
3
0
1

35

Rate per 
thousand

1.80
.63

0
1.67

1.52

* Corrected to include fatality resulting in the death, on February 2, 1935, of a man injured 
in an accident which occurred on December 18, 1934. See account on page 32.



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

24 
25

26 
27

Date

Aug. 2 
Aug. 23

Aug. 2 
Aug. 16

Jan. 23 
Feb. 17 
Aug. 8 
Oct. 3

Oct. 22

June 25 

Sept. 4

Sept. 9 
Sept. 30

Nov. 30 
Dec. 27 
Jan. 16

July 26 
Sept. 11

Mar. 30
July 27 
Oct. 14 
Nov. 18 
Jan. 23

Sept. 20 
April 3

June 11 
Jan. 15

Name of mine

l 1*2) tor

H
li

,,
Frood.

Frood. . . . . . . . .o

li

Lake Shore. . . . . .
M if
u tt

u
li
K

St. Anthony. . . . 
Teck-Hughes . . . .

H U

Name of owner

Bidgood Kirkland Gold Mines, Ltd . 
Consolidated Mining Se. Smelting Co.

Craig Gold Mines, Ltd.

Hollinger Consol. Gold Mines, Ltd.
H li li li li 

H li H li H

International Nickel Co. of Canada

H u u u H
li li li U li

li li li li li

Mclntyre-Porcupine Mines, Ltd. . .
li li li li 

H li li li 

li li li li

Paymaster Consolidated Mines, Ltd.

St. Anthony Gold Mines, Ltd. . . . 
Teck-Hughes Gold Mines, Ltd.. . . .

li li li li H

Name of 
deceased

Andrew Dologh . . 
Conrad Fredrick-

Nelson Payette.. . 
Clay ton Pierce. . .

Chester Paterick .

G. A. Wile.

P. Cote
D. P. Burns 
John Horonzy.. . 
Izydor Slomka. . 
Patrick Powers.. 

Ed. M. Ehtamo.

Kalle Karjula . . . 
Wm. R. BranMey

Mike Paslawski. 
Jovo Prebicevich. 
A. Wlasniak . . .

Albino Pontisso. 
J. C. Sullivan. . . .

JT. Lyubanovich. 
\Douglas Craig. . 
Tony Disano . . . . 
Bassi Tarcisio. . . . 
Louis Rubcic 
E. Moorehouse. . .

Nick Pocrnick.. . . 
Elmer P. Barkell .

S. Potkonjak

Age

31

37 
43 
26

28 
21 
24 
42

41 
24 
32 
32 
32 
38

38 
20

38 
28 
33

45 
24

41 
24 
40 
49 
38 
31

26 
55

34 
30

TABLE OF FATAL ACCIDENTS AT

No.

1
?,
3

Date

June 2
July 26
July 26

Place

Ore transportation.

Name of owner

International Nickel Co. of Canada.
li li li li H

U li li li H

Name of 
deceased

Milton Haggart. .

Age

25
47
30

TABLE OF FATAL ACCIDENTS AT

No.

1

Date

fV* 1fi

Name of owner Name of 
deceased

JOQ 1M f^JiVI*Q

Age

55



OR ABOUT ONTARIO MINES, 1935

Occupation

Driller........
S haft man.

Shaft leader.. . 
Driller........

Driller.
Machine helper. 
Machine helper. 
Driller

Driller
Driller
Shoveller
Shoveller
Slusherman 
Shaftman.

Stope boss. . . . 
Switchman.

Timberman. . . 
Chute blaster . . 
Driller . . . . . .

Mucker.
Driller.

Mucker
Teamster. . . . 
Driller.
Mucker.
Mucker. 
Hoistman.

Scaler.
Pumpman . . .

Driller. 
Mucker.

Nationality

Czecho-Slovakian. . 
Norwegian.

British.
British.

Italian.
British.

British.

British.
British.
Pole.............
Pole............
British.
Finn.

Finn. . . . . . . . .
British.

Ukrainian

Pole............

British.

British.

Jugo-Slav.. 
British.

British.

[ugo-Slav.. 
Pole ............

Married 
or 

single

M 
M

S 
M

M
S 
M 
M

S 
S 

M 
M 
S 
M

M
S

M 
M 
S

M 
M

M 
M 
M 
M
M 
M

S 
M

M
S

Above 
ground

1

1

Below 
ground

1 
1

1 
1

1 
1 
1

1 
1 
1 
1 
1 
1

1 
1

1 
1 
1

1 
1

1 
1 
1 
1 
1

1 
1

1 
1

Cause

Delayed too long blasting. 
Struck by falling plank in 

shaft. 
Collapse of staging in shaft. 
Run of muck in shrinkage 

stope. 
Fall of ground while scaling. 
Fall of ground while scaling. 
Fall of ground while scaling. 
Suffocated when drawn into 

sand pass. 
Asphyxiated by blasting 

fumes.

Collapse of square-set stope.

Fell in shaft when skip broke 
staging. 

Struck by fragment from blast. 
Crushed between car door 

and post. 
Fell down mill hole in stope. 
Fell down ore pass. 
Fell into mill hole with run 

ning muck. 
Buried in rush of sand. 
Fall of ground while drilling 

loose.
[Fall of ground.
Delayed too long blasting. 
Fall of ground. 
Fall of ground. 
Caught on revolving motor 

shaft. 
Fall of ground. 
Septic poisoning following 

scratch. 
Fall of ground. 
Fall of ground.

METALLURGICAL WORKS, 1935

Occupation

Unitman . .
Tableman . . . . . . . .

Nationality

British (nat.).
British.
British.

Married 
or 

single

M
M
M

Cause

Crushed by crane.
Clothing caught on revolving line shaft.

CLAY, SAND, AND GRAVEL PITS, 1935

Occupation Nationality

British. . . . .

Married 
or 

single

M

Cause

Fall of bank.



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

Driller.
Hoiatman. . . . . . . . . . . . . . . . . . .

Pumpman
Scaler . . . . . . . . . . . . . . . . .
Shaft leader. . . . . . . . . . . . . .

Slusherman . . . . . . . . . .

Teamster

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

JS en
Vi
W

1
5
1
1
1

1

1

1

1
1
1

1

16

Czecho- Slovakian

1

1

2

e e
fe

1

1

2

e 
.2 "rt
-w

2

2

4

5
55

1*—t

1

1

2

1

5

Norwegian

1

1

O)

g

1

1

2

4

Ukrainian

1

1

I
11

10
11
2

1
1
1
2
2
1
1
1
1
1
1
1

35

The ages of the men killed are as follows:-

17-20

1

21-25

6

26-30

6

31-35

7

36-40

6

41-45

5

46-50

2

Over 50

2

Total

35



Non-fatal Accidents

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

Cause

Flying objects, sledging, etc.. . . . . . . . . . . . . . . . . . . . . . .
Handling rock or ore . . . . . . . . . . .

Hand tools. . . . . . . . . . . . . . . . . . . . . . . . . . .
Tramming . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Strain while lifting . . . . . . . . . . . . . . . . . . . . . .
Nails or splinters
Drilling machines . . . . . . . . . . . . . . . . . .
Machinery . . . . . . . . . . . . . . . . . . . . . . . . . .
Running into or striking objects . . . . . . . . . . . . . . . . . . .
Cage, skip, or bucket. . . . . . . . . . . . . . . . . .
Burns . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Air or rock blast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Poisoning from cyanide . . . . . . . . . . . . . . . . .
Electricity , . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Gas . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Explosions from carbide. . . . . . . . . . . . . . . . . . . . . . . . . .
Unclassified . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

Surface

107
62

28
5

25
51

7

28
24

45
7

20

4
3
2
1

14

433

Under 
ground

157
131
138
105
116
120
90
51

, 92
80
51
43
65

9
40
27

4
16
11
8

1
1

1,356

Total

264
193
138
133
121
120
115
102
99
80
79
67
65
54
47
27
24
16
11
8
4
3
3
2

14

1,789

The causes of non-fatal accidents at clay, sand, and gravel pits were: 
Fall of material. ............... ...... 5
Fall of persons... ... . ............... 4
Crushed between two objects.. ........ 3
Machinery.. ........................ 3
Transportation . . . . .. .. . . . .. . . . . .. . . 3

Strain while lifting ... . .. . ... ..... . .. . 3
Falling objects .. . . . . . . . . .. ..... . .. . l
Hand tools.. .................... .... l

Total... .................... .... 23

The causes of non-fatal accidents at metallurgical works were: 
Falling objects... . . . .. . . . . . .. .. . . . . . 32
Fall of persons .. . .. . . .. . .. . .. . . ... . . 21
Machinery.. . . . . . . .. . . .. . .. . . .. . . 10
Flying objects, sledging, etc.. . . . .. .. . . 10
Burns. . . . . . . . . . . . .. .. .. . . .. . . . . . 7
Burned by slag, matte, or scrap. . . . .. . 5
Cranes, ladles, hooks. . . . . . .. . .. . .... 5
Crushed between two objects.. . . . . . . . . 4

Transportation. . .. .. . .. . ... .... . . ... 4
Hand tools.. . ......... ............ 4
Strain while lifting ... ................ 3
Nails or splinters. . . . . . . .. . . . ... . . . . . 2
Burns by acid. . . . .. . . . . . . . . . .. . . . . 2
Electricity. . .. .. . . . . . . . . . . . .. . . . . . 2
Gas. . .............. ......... . . . . . . l

Total... .............. ...... .. 112

The causes of non-fatal accidents at quarries were: 
Handling material.... . . . . . . . . . .. . . . . . . .31
Fall of rock. . . ...... ............... 14
Fall of persons... . . . . . .. . . . . .. . . . . . . . 14
Flying objects, sledging, etc.. . . . .. .... 12
Hand tools . . ....................... 10
Falling objects .. . . . .. . .. . . . . . . . . . . 8
Transportation. . .. . . ... . . . .. . . . . .. . . 8
Strain while lifting. . . . .... . . .. . . . .. . . 7

Machinery.. . . .. .. . .. . . . . . .. . . . . . . . 5
Crushed between two objects. . . . . . . . . . 5
Derricks, cranes, etc.. . . . . . . . .. . . . 3
Explosives . .. . .. . . . . . . . .. . . . .. . . . . 3
Nails or splinters. . . . .. . ...... ... .. 3
Electricity. . .. . .. . ... . . . .. . . . .. .. . . . l

Total... .......... ........... .. 124



Infection

Records show that infection followed in 152 cases out of a total of 2,048 
accidents.

Location

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

lay, sand, and gravel pits.

Total. . . . . . . . . . . . .
4

No. of 
accidents

1,356 
433
112
124
23

2,048

Accidents followed 
by infection

103 
38

2
9

152

Per cent, 
infection

7 6 
8.8
1 8
7.2

7 4

Accidents from Explosives

Cause

Delayed too long blasting . .

Cap exploded while being tested .

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

Non-fatal

No. of 
accidents

3 
2 
2 
2 
1 
2 
1

13

Men 
injured

3 
3 
2 
2 
1 
2 
1

14

Fatal

No. of 
accidents

2

" i 
i
4

Men 
killed

2

'l 

2

5

Total

No. of 
accidents

5 
2 
2
2 
1 
3 
1 
1

17

Men 
killed or 
injured

5 
3 
2 
2 
1 
3 
1 
2

19

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: 

1926 1927

2

1928

1

1929 1930

6

1931 1932 1933 1934 1935 Total

9

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

1926

5

1927

10

1928

4

1929

14

1930

10

1931

7

1932

3

1933

4

1934

4

1935

6

Total

67



Classification of Non-fatal Accident Rates at Producing Mines

In the following table the producing mines are arranged in order, according 
to their rate of non-fatal accidents per thousand men employed: 

Canadian Gypsum 
O SC Howey

Mclntyre-Porcupine

50 100

O'Brien (Cobalt)
International Nickel (Frood and Creighton)
Minto
Miller Lake O'Brien
Nipissing
Sylvanite
Kirkland Lake Gold
Naybob
Hollinger Consolidated
Dome
Darwin
Tashota Goldfields
J-M Consolidated
Lake Shore
Young-Davidson
Northern Empire
Average producing mines — 99.2 per M.

Wright-Hargreaves

101 ISO

Coniaurum 
Parkhill
Anglo-Huronian 
Falconbridge (mine) 
Teck-Hughes 
McKenzie Red Lake 
Ashley
Gypsum, Lime and Alabastine 
Central Patricia 
St. Anthony 

L S. B. Smith

151 200

Ardeen
Henderson Talc
Little Long Lac
Cobalt Properties
Toburn
Gillies Lake Porcupine

Over 200

Matachewan Consolidated 
Bidgood 
Barry-Hollinger 
Macassa 
North Shores 
McMillan 
Pickle Crow 
Paymaster 
Buffalo Ankerite 
Canada Talc 
Marbuan
Kenora Prospectors 

L Black Donald
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Mine Fires 

Hollinger Consolidated Gold Mines, Limited

About 5.30 A.M., January 27, a small fire was discovered in a by-pass chute at 
the 975-foot station off the Central shaft at the Hollinger mine.

The discovery was made by Joseph Bell, night-shift ore-pass operator on the 
675-foot level. Bell had smelled wood smoke while at his work on the 675-foot 
level and, being unable to locate the source of the smoke on that level, descended 
first to the 800-foot level and eventually to the 975-foot level, where he located the 
fire in the timbers of an unused by-pass chute behind the shaft. Two 12-foot 10- 
by 10-inch timbers, bolted together to form the end posts of this chute, were found 
to be smouldering. A section of these timbers extending from the floor of the level 
to a height of 8 feet was charred along the contact of the two timbers to a maximum 
depth of 5 inches. In the centre of the burned section the 20-inch face formed by 
the two timbers was charred across the full width.

The fire was easily extinguished and no material damage was done, but the 
consequences might have been serious indeed had it not been for the persistence 
of Bell in tracing the origin of the slight smoke he noticed on the 675-foot level.

During the afternoon of January 26 a crew of repair men had used an oxy- 
acetylene torch to cut out some plates and bolts at this chute and the original 
ignition of the timbers is presumed to have been due to this operation. The last 
cutting with the torch was completed about 2 P.M. and, although this crew worked 
at the location for nearly an hour and three-quarters after the last use of the torch, 
they noticed no indication of fire up to the time they stopped work and went to 
surface.

While it seems that from 2 P.M. to 5.30 A.M. was an almost incredible length 
of time for the fire to smoulder without spreading farther, this is partly accounted 
for by the nature of the wood in the posts it was dry-rotted on the outer surface  
and by the fact that until the waste-pass was drawn by the night shift there was 
little or no circulation of air through this by-pass.

It is thought that either the flame of the oxy-acetyjene torcji impinged on the 
joint between the two timbers while the cutting operations were under way or that a 
splash of molten metal became lodged in the joint and caused the fire.

International Nickel Company of Canada, Limited

On April 15, at 1.15 A.M., a smouldering timber was discovered by Motor 
Repairman F. Anderson at the 26th level crusher station, Creighton mine. It 
was thoroughly wetted and all signs of fire were easily extinguished.

An acetylene torch had been used in the vicinity on the previous shift to "burn" 
some crusher plates overlying this timber, and it is presumed that this operation was 
responsible for the ignition.

Lake Shore Mines, Limited

A small fire broke out in the hoist-room of No. l .shaft 2,000-foot level of the 
Lake Shore mine, on the afternoon of April 12.

This hoist-station contains the hoist-room proper and the adjoining grid-room, 
which is separated from the hoist-room, by a partition of metal lath and plaster, 
erected on 2- by 6-inch studding. Ventilation in the station is usually supplied by 
a fan. At the time of the fire, however, a repair job was being carried on and the 
fan was temporarily shut off.

The fire was confined to one stud and is presumed to have originated from 
the heat generated in the grids.
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No damage was done, but, in order to guard against a repetition of the 

occurrence, the old partition was torn out and replaced by a concrete wall.

Porcupine Lake Gold Mining Company, Limited

Fire broke out in the shaft of the Porcupine Lake Gold mine (formerly the 
Hunter) on the night of November 18, completely destroying three sets of shaft 
timbers, including the collar set, and damaging the three sets immediately below. 
The sills of the shaft-house were also damaged, and approximately 170 square feet 
of shaft-house flooring was burned.

After the watchman discovered the fire, between 10.30 and 10.45 P.M., its 
progress was retarded by good work on the part of a quickly organized bucket 
brigade, who worked until the arrival of the chemical truck and firemen from South 
Porcupine. But for the prompt action of the watchman and his hastily summoned 
assistants, and the timely arrival of the fire department with chemical extinguishers, 
the entire shaft-house and boiler-compressor-hoist-house, which stands much too 
near the shaft-house, would undoubtedly have been destroyed.

Until early in October, when the buildings were repaired preparatory to 
dewatering the mine and examining the underground workings, no work had been 
done at this property for a number of years. Dewatering was completed early in 
November, after which the pumping crew on night shift was laid off and only a 
watchman-fireman retained on the shift.

The cause of the fire, at the time of writing, remains unknown.

Prosecution

A charge was laid against Norman S. Blue, chute blaster at the Frood mine 
of the International Nickel Company of Canada, Limited, in connection with a 
fatal accident to K. Karjula, for blasting in No. l north drift on the 2,600-foot 
level on September 9, without first causing all entrances to be effectively guarded, 
contrary to Subsection 61, Section 163, of the Mining Act.

Blue was convicted of the charge by Magistrate J. S. McKessock at Sudbury 
on October 9, and a fine of ?10 and costs, or one month in jail, was imposed.

Summary of Rope Tests, 1935

The following is a summary of the tests made in the Wire Rope Testing 
Laboratories of the Department of Mines during 1935: 

Test for Ontario mines under Act . . .. ... .. .. .... ........... .... 373
Special informative tests for mines . .. .. .. . .... ...... .... 11
Tests for wire-rope manufacturers . . ............. .. 19
Tests for mines outside Ontario . 21
Other tests ............ ...... .... .. .. . . .. . ....... ....... .... S

Total .. .. .... ...... ............ . .. . ... ... ., ..... ........ 429

Fatal Accidents

MINES 

Bidgood Kirkland Gold Mines, Limited

Andrew Dologh, Czecho-Slovakian, aged 31 years, married, was fatally injured 
by a blast in No. 506 east drift of the Bidgood mine on August 2, at 4 P.M.

Dologh, machine runner, and his helper, F. Nelson, had drilled a round of 
seventeen holes, 6 feet deep, and loaded the round with l J^-inch powder, six sticks
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to each hole. They were using 7-foot Clover Brand fuses, which were lighted 
with a carbide lamp. The face of the drift was wet and, according to Nelson, they 
were delayed in lighting the round, and were about 20 feet from the face when the 
first hole exploded. Both men were knocked down, but Nelson was able to regain 
bis feet and walk to the shaft. There he met Nils Saari and P. Tukanen and 
was immediately taken to the surface. Oscar Knutson, the mine manager, went 
into the drift with Saari and Tukanen, but they were unable to reach Dologh 
because of the smoke and gas. Saari broke the pipe line and turned on the air, 
and Knutson went to the surface and called the mine rescue station at Kirkland 
Lake.

P. C. Smith, the rescue station superintendent, and two of the mine employees 
went underground, wearing Burrell All-Service masks, and brought Dologh's body 
out at 5.15 P.M. He had sustained a compound fracture of the left arm and a 
great many small wounds in his back. Dr. Shipley stated that death was due to 
shock and haemorrhage.

An inquest was held by Dr. Edis on October 9. The jury returned a verdict 
of accidental death.

Consolidated Mining and Smelting Company of Canada, Limited

Conrad Fredricksen, Norwegian, aged 37 years, married, was injured in No. 
3 shaft, at the Cordova mine, about 10.30 A.M., on August 23, and died half an 
hour later as a result of his injuries.

Since the acquisition of the Cordova property by the Consolidated Mining and 
Smelting Company, work has been concentrated on the overhauling of this old shaft 
in preparation for sinking to a depth of 1,000 feet. The shaft was originally 
sunk on the vein and, as a result, was very irregular in dip. Prior to the accident 
the shaft had been straightened and retimbered to the 500-foot level, the bottom 
of the old workings, giving a uniform dip of 67 degrees in 48 feet. A skip was 
installed in the east compartment, permitting the commencement of sinking oper 
ations below the 500-foot level, and work was in hand to install a track in the 
west compartment, which, during the overhauling of the shaft, contained a timber- 
slide.

At the time of the accident a crew of carpenters was removing the old timber- 
slide in the west compartment at a point approximately 30 feet above the 200-foot 
level, working over a bulkhead built in the compartment at the 200-foot level, while 
the sinking crew was drilling at the face about 20 feet below the 500-foot level.

The practice was to lower the planks taken from the slide to the bulkhead, 
from which point they were removed and piled on the level. The planks were 
lowered to the bulkhead on a rope snubbed over the shaft stulls." A timber-hitch 
secured by a half-hitch was used in tying the planks, and spikes were driven into the 
plank and partially bent over the rope to1 insure further against the hitch slipping 
or being displaced by rubbing over the slide or other timbers. An examination 
of the plank which caused the accident leads to doubt that the spikes were used in 
this instance; the evidence given at the inquest by members of the carpenter crew 
engaged in the operation does not satisfactorily establish this point.

The accident occurred when one of the planks slipped off the rope while being 
lowered and, breaking through the bulkhead, fell to the bottom of the shaft, 
striking Fredricksen in the thigh.

Fredricksen was knocked into the sump, from which position he was rescued 
by fellow workers, who could do little but keep him above water until the skip 
was brought from the surface. On removal to the surface first aid was given, 
consisting mainly of the application of a tourniquet, in an attempt to arrest 
the bleeding from a severed artery, and applying splints to the fractured leg.
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The doctor was immediately summoned by telephone, but Fredricksen died a 
minute or two after his arrival. Death was attributed to shock and loss of blood.

An inquest was held at Cordova, on August 30, before Coroner Dr. Holdcroft 
and a jury. The jury returned the following verdict: 

Conrad Fredricksen died on August 23 at what is known as No. 3 shaft of the Consolidated 
Mining and Smelting Company, at Cordova mine, caused by accident from being struck by a 
falling plank which fell from some 300 feet above by an unknown cause.

Craig Gold Mines, Limited

Nelson Payette, shaft-leader, British, aged 43 years, single, was fatally injured 
about 3.30 A.M., August 2, at the Craig mine, when he fell from a staging to the 
bottom of the shaft, a distance of about -35 feet. He died about 9.30 P.M. of the 
same day in the Belleville General Hospital.

The'shaft is a vertical, three-compartment one, approximately 7 by 17 feet in 
cross-section, and has been sunk to a depth of 245 feet. The work in hand at the 
time of the accident was timbering. For this purpose a staging consisting of two 
round poles carrying a decking of 2-inch planks was used. This staging was hung 
from the hanging-rods of the last-completed set by means of six linked, round iron 
bars, three-quarters of an inch in diameter, with an eye at the lower end of each 
bar through which the f staging poles were run. Three bars were used to support 
each pole. It was the practice to drive 6-inch nails near the end of each pole 
(outside the eye on (the bar) to prevent the pole being worked through the eye. 
The evidence of Payette's fellow workmen on the night of the accident does not 
make it possible to determine whether all corners of the stage had been thus 
protected at that time, nor does an examination of the poles definitely clear up 
this point, as several bent-over nails were observed on each pole.

When the accident happened both wall-plates for the new set of timber had 
been hung and Connor, one of Payette's shift, had placed one end-plate in position 
and Payette and Whiteman were attempting to install the other end-plate. In 
spreading the wall-plates to place this end-plate in position the eye on the end of 
the staging rod was dislodged and slipped over the end of the pole, allowing one 
end of the staging to collapse. Payette was thrown into the sump, but Whiteman 
was able to save himself from falling by throwing his arm around the end-plate, 
and afterward climbed on to the wall-plate.

Connor rang the bucket down and Whiteman descended to the face of the 
shaft, where he found Payette standing in one end, semi-conscious but obviously 
suffering intense pain. After being removed to the surface and given a medical 
examination at the mine, Payette was! taken to the Belleville General Hospital for 
treatment, but failed to respond and died about 9.30 P.M. His death was attributed 
to a punctured lung caused by the fracture of three ribs in the fall.

An inquest was held at Madoc, on August 9, before Coroner S. Eagleson, M.D., 
and a jury. The jury returned a verdict of accidental death.

Dome Mines, Limited

Clayton Pierce, British, aged 26 years, married, his wife residing in South 
Porcupine, was fatally injured in No. 1,355 stope of the Dome mine, at 2.45 P.M., 
on August 16.

No. 1,355 stope was a shrinkage stope up 150 feet above the 13th level, 25 
feet wide and about 150 feet long. On the night shift of August 14-15 seventy- 
six 4-ton cars had been pulled from the stope. John Bell, night-shift boss, left 
a note for William Kellow, day-shift boss, stating that the stope had not settled 
enough. Kellow did not get the note. On entering No. 1,355 stope on the morning
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of August 16, he found the top of the muck well down, and on the east face, where 
there had been only 2 feet between the back and the broken ore, there was now 
room to set up a 6-foot bar. The muck in the centre of the stope, according to 
him, was down at least 6 feet below the previous level. A. Michaelson, assistant 
mine superintendent, swore that when he entered- the stope on the morning of the 
accident the muck was down 6 feet from the back on the east end and well coned 
to the centre. This would indicate that it had settled somewhat between the night 
and day shifts of the 15th and 16th.

Pierce and his partner, A. Saari, were taking down the machine at the east 
face. Pierce was taking off the hose and was about 14 feet west of the east face 
when a run of muck occurred, taking him with it. Saari, who was 2 feet east of 
Pierce, felt the muck move and jumped back to the east, saving himself.

Pierce's body was taken out the following day at l P.M. He had been buried in 
15 feet of muck and was badly crushed about the head and chest.

An inquest was held on August 23, by Coroner Frank Evans, at South 
Porcupine. The jury returned a verdict of accidental death and recommended that 
all reports of shift bosses be entered in a book, numbered, and dated, and left in 
a safe place for the relieving shift boss.

Hollinger Consolidated Gold Mines, Limited

A. Marcuz, Italian, aged 28, married, engaged as driller in No. 95A E.I5 
shrinkage stope on the 2,000-foot level of the Hollinger mine, was injured by a fall 
of ground while scaling at about 8.15 A.M., January 23, and died in St. Mary's 
Hospital about 9 A.M., a few minutes after admittance.

No. 95A E.15 stope contains 26 chutes east of No. 15 crosscut, numbered 
from west to east. Prior to the accident, the first and second slices were being 
carried simultaneously towards the east end of the stope. The first slice was 
nearing completion, the breast having reached a point over No. 25 chute, which was 
still open. The second slice was being carried along about 40 feet behind the 
first, the breast at the time of the accident being over a point between Nos. 22 
and 23 chutes. This breast had been blasted by'the afternoon shift at 11 P.M. on 
January 22. George Drew, the shift boss in charge of this stope, stated at the 
inquest that Marcuz and his partner, L. Mezzavilla, had been told of this fact 
before going underground. Mezzavilla confirmed this evidence. Nevertheless, for 
no other reason than that they thought it would be quicker to go to their work 
through No. 26 chute than by the usual route up the manway between Nos. 26 and 27 
chutes, the two men climbed up through No. 26 chute and under the first breast, and 
approached the breast which had just been blasted from the east, the end towards 
which the breast was advancing. The previous shift had left water-hose, air-hose, 
and scaling-bars between the two breasts. The water-hose and air-hose were attached 
to pipes on the level by passing them through No. 26 chute, although pipes had 
been put up over the top of the manway and extended eastward behind the 
breast.

Marcuz told his partner to take the water-hose and wash the breast while he 
himself scaled. Mezzavilla 'proceeded to do this and had dragged the hose past 
Marcuz and was climbing up the muck pile under the breast when he heard a 
fall of rock and a cry. Turning back, he saw Marcuz slumped against the north 
wall, just clear of a large rock which had struck him when it fell from the back of 
the stope.

Mezzavilla tried to assist Marcuz to rise, but, seeing that he was too badly 
injured to help himself, hurried down to the level for aid. Help was soon procured 
as there were four men working near by on the level and two more in No. 95A W. 15 
stope. One of Marcuz' arms was badly fractured, and his lungs were pierced by 
one or more broken ribs, which caused his death.
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Investigation showed that Marcuz had been struck by a slab of rock about 8 
feet by 4 feet by 8 inches, weighing approximately two tons. It is estimated that 
from three to five more tons of rock fell at the same time. There was a space of 
about 7 feet between the breast and the loose rock which fell, and Mezzavilla was 
under this particular portion, about 12 feet from Marcuz, when the fall occurred.

An inquest was held on January 25, and the jury brought in a verdict of 
accidental death.

Chester Paterick, machine helper, British, of Polish extraction, aged 21 years, 
single, was instantly killed by a heavy fall of ground about 8.30 A.M., February 17, 
while scaling in No. 99 E.13 cut-and-fill stope, above the 675-foot level of the 
Hollinger mine.

On the day before the'accident the same crew had drilled a 9-hole slash round 
along the north or footwall side of the stope, and a single hole in the south wall 
just above the muck line and about 3 feet east of the breast, which was advancing 
from west to east. The south side of the breast had, in a previous blast, broken 
6 or 8 feet ahead of the north side, due to the fact that this side had broken through 
a sublevel drift floor. The crew on the afternoon shift on the day before the acci 
dent had done no drilling in the stope, but, after mucking for practically the 
entire shift, had blasted the ten holes drilled by the day shift.

Paterick and his partner, W. L. Boyd, had entered the stope about 7.30 A.M. 
and had been scaling up to the time of the accident. The scaling had been started 
about 18 feet behind the breast and, except for the heavy piece which caused the 
accident, had been practically completed.

When the accident occured Boyd was scaling on the north wall about 12 feet 
behind the breast, working with his back toward Paterick, who was working along 
the south wall where the single hole had been blasted. Without any previous 
warning Boyd heard a heavy fall behind him and, turning, saw his partner 
partially buried under two large pieces of rock which had fallen. The larger piece, 
weighing about two tons, was lying partly on Paterick's head and shoulders and 
a smaller one, of approximately one ton, was lying across his legs and hips. Boyd 
vainly tried to move the pieces off the body, then hurried to the level above 
and called further help.

Inspection of the stope after the accident showed that the large block had 
broken away from the top of the breast adjacent to the south wall of the stope and 
had fallen about 7 feet. The smaller piece had also fallen from the breast from 
a position somewhat below and to the north of the large piece. A smooth slip, 
dipping at about 80 degrees to the southwest, or towards the point where Paterick 
was pinned, was revealed by the fall. Along the south wall there was a much less 
well defined fracture plane.

Whether at the time Paterick was scaling on the south wall with his back 
towards the breast or whether he was working on the breast itself could not be 
determined. As he had shown himself to be a very careful worJtman in the past, 
it is not considered likely that he would attempt to work under the breast without 
first thoroughly testing the condition of the ground above him.

An inquest was held at Timmins, on February 20, the jury returning a 
verdict of death by accident.

H. Kyllonen, helper, Finn, aged 24, married, was injured on August 8 while 
scaling in No. 59 W.17 cut-and-fill stope on the 2,450-foot level of the Hollinger 
mine, and died on August 24.

No. 59 W.17 cut-and-fill stope had been mined up about 40 feet above the 
2,450-foot level, and the fourth slice had just been started at the sand raise. On 
August 6, 15 nearly vertical holes had been blasted on the west or footwall side
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of the raise. Kyllonen and his partner, Kobe, a runner, spent the following shift 
scaling. The afternoon shift on August 7 drilled and blasted 7 holes on the 
east side of the raise. These holes were also nearly vertical.

On the morning of August 8 Kobe and his partner were late going underground 
and did not arrive in their stope until nearly 8 o'clock. The men entered the stope 
through the west manway and approached the breast from the safety angle, the 
side which had been scaled the previous morning. Kyllonen scaled on the west 
side of the raise around a set of timber, one post of which had been knocked out, 
while his partner washed down the breasts on each side of the raise. The washing 
completed, Kobe and Kyllonen both started to scale behind the east breast, which 
had been blasted. Kobe started to work up to it, scaling along the north wall, 
while Kyllonen worked along the south wall.

Kobe had only scaled a couple of small pieces off the north wall when a large 
slab fell off the south wall where his partner was working. It is thought that 
the large slab struck Kyllonen as it fell, knocking him down, and that a piece that 
broke off it then rolled over on top of him. The large slab was 10 feet by 6 feet 
and had an average thickness of about IS inches. The smaller piece measured 
5 feet 9 inches by 3 feet 2 inches at the widest part, and was about 10 inches thick.

Although Kobe was only about 9 feet from Kyllonen, his back was turned 
toward the latter, and he did not see the rock fall. He states Kyllonen had just 
started to scale at that point and it is not likely he realized that there was a 
large slab of loose rock on the wall. Later scaling dislodged a second slab from 
the same wall about the same size as the one which injured Kyllonen. The 
alteration of the rock on this wall had left it in such a state that cracks did not 
show up well. Kyllonen probably only touched the slab and caused it to fall.

Kyllonen's injuries consisted of lacerations on the chin and wrist, a dislocated 
shoulder, a broken leg, and a broken and dislocated back.

An inquest was held at Timmins, on August 29, before Coroner H. E. Mont 
gomery and a jury, a verdict of accidental death being returned.

G. A. Wile, Canadian, aged 42, married, met death by suffocation in No. 
93 E.7 sand raise, between the surface and the 200-foot level of the Hollinger mine 
about 6.30 P.M., on October 3.

No. 93 E.7 raise above the 200-foot level is used only as a sand pass to provide 
sand in No. 93 W.8 stope on the 300-foot level. The sand is transferred from the 
chute at the foot of the raise to No. 93 W.8 stope, a distance of 20 feet, by a sand 
jigger. L. Deroche and W. Colborne are the usual operators of this jigger. Wile's 
usual place of work was in No. 93 W.8 stope, with E. Bigras, operating a slusher- 
scraper spreading the sand dumped into the stope from the jigger.

Over a period of time sand had caked in the raise to such an extent that it 
would not flow freely around a bend in the raise about 35 feet above the chute. 
Above this point the raise was inclined at approximately 55 degrees to within 
a short distance of the surface where it was steeper, about 75 degrees. Below the 
bend the raise was flat, inclined at approximately 35 to 40 degrees. It was decided 
to clean this raise thoroughly. Wile and Colborne were chosen to do the work, and 
Wile's partner was sent to work on the jigger. One hundred feet of new life-belt 
rope was issued to Wile and he was instructed to get additional rope from the 200- 
foot level, which he did. He also had two life belts of the. shoulder-harness type. 

When Wile and Colborne went to the collar of the raise at surface they found 
it nearly full of sand. After waiting awhile Colborne went down to the 200-foot 
level and found that the sand was not running there. Only about 5 cars had 
been pulled up to this time. A blast was prepared and fired just as Colborne started 
back to surface. An agreement was made between Colborne and the jigger operators 
that the latter would blast again between 6.25 and 6.30 P.M. if the sand had not
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come down in the raise. Colborne says he asked the jigger men if their watches 
were correct and they said they were right with the Hollinger whistle. The jigger 
men pulled approximately S cars after blasting; the chute was then empty again. 
They started to prepare their second blasting charge at 6.20 P.M. and fired it at 
6.30 P.M. by their time.

Wile and Colborne ate their lunch and Colborne states it was 6.45 by Wile's 
watch, the only one they had, when Wile put,on a life belt and went in the raise 
to work, Colborne remaining on top to handle the ropes. Colborne stated Wile had 
told him his watch was two minutes out by the whistle. Colborne stated Wile 
worked a very short time with the life belt on and then removed it, saying that it 
was in his way. Colborne was pulling the life belt up when he heard the sand 
moving below and looked down in time to see Wile-'disappear in it. He went down 
the raise and found that Wile was not in sight where the sand had stopped. He 
then ran to the main-shaft dry, told his shift boss, J. Elliott, and H. Hershfield, 
a second shift boss, what had happened, and went on to the 200-foot level and told 
the jigger operators. They had not started to pull the sand after blasting. It 
was then 6.45 by their time. Hershfield and Elliott arrived at the collar of the 
raise at 6.40 by Hershfield's watch, which he states was correct to within one minute.

Two sublevels driven from stopes through to the surface tap No. 93 E.I 7 raise 
at points approximately 30 feet and 55 feet below surface. These had both been 
barricaded with planks to facilitate the flow of sand in the raise. It was decided 
to open the lower one and remove the sand above it, as it was thought the body 
would be near the top of the sand. About 50 tons of sand was taken from the 
raise at this point and spread in the sub-level drift. This work was accomplished 
before 10 P.M. The sand below this elevation was then prodded with bars and 
long steel, but the body was not felt at this time. It was a certainty that Wile was 
dead before this time, but it was not thought advisable to blast in the chute, as this 
method of bringing the sand down would have to be done repeatedly and the 
body would be mutilated. It was then decided to run water into the sand and 
try to wash it out. Twenty feet of water-pipe was forced down through the sand 
and the water allowed to run until it rose to thq top of the sand. An additional 
20-foot length of water-pipe was then attached and forced down. While this 40- 
foot length of pipe was being forced down the raise it was thought that the body 
was felt about 20 feet below the sublevel. The pipes were passed by this point 
another 20 feet and the water was turned on again and left on most of the night. 
No water had percolated through the raise by morning, so a blasting charge 
was prepared and fired in the chute. This started the sand and water moving and 
most of it ran out of the raise, taking part of the chute ahead of it. The body was 
found at the chute and removed at 8.55 A.M. The doctor in attendance pro 
nounced death due to mechanical suffocation, and said Wile could not have lived 
more than ten minutes after being pulled under the sand.

An inquest was held on October 10, and the jury's verdict stated that "Wile 
met his death by suffocation in a sand raise; no blame attached to anyone."

P. Cote and D. P. Burns, machine runners, both British and single, were 
overcome by toxic gases between 10 P.M. and 11 P.M., October 22, in No. 95 E.I 7.3 
development raise of the Hollinger mine, and died from the effects of absorption 
of carbon monoxide gas. Cote was 41 years old and Burns 24. Burns had worked 
at the Hollinger mine since June, 1932. Cote had worked at the Hollinger mine 
for over ten years, and had had previous experience at the Mcintyre, Wright- 
Hargreaves, Silver Bullion, and Right-of-Way mines.

No. 95 E.17.3 development raise was started from the back of the drift bearing 
the same number, on the 3,050-foot^ level. The raise was driven up 53 feet on an 
incline of about 52 degrees. A branch raise was then started at right angles to it 
from a point about 14 feet below the face. On the night of the accident the second
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round was blasted in the branch raise, advancing the face approximately 13 feet 
above the back of the main raise.

Frank Hughes, the shift boss over Cote and Burns, is believed to be the last 
man to have seen them before the accident. He inspected their working place about 
8.30 P.M. At that time they were drilling the last hole of their raise round. Hughes 
noted that they had drilled 11 holes in their burn cut. There were 12 holes in the 
square-up. Hughes gave the men one hot-wire lighter to spit their fuse. Both men 
used electric head lights. Raise men at the Hollinger are required to blast both cut 
and square-up together, unless blasting on two different shifts. Raise crews and all 
other contractors are required to wait until 10.15 P.M. to blast. After this hour 
they come to surface when finished.

On the night of the accident there were no other men working on the 3,050- 
foot level, and it is not known what time Cote and Burns blasted their round, but 
it is believed that they finished drilling about 8.35 P.M., and, if they conformed 
with the blasting regulations, they no doubt blasted about 10.15 P.M.

Some time after blasting, for reasons known only to themselves, the two 
men returned to the face of their raise. There they jound one blown-out lifter hole, 
which they reloaded with powder to within two feet of the collar and primed with a 
new fuse, which they cut and split ready to spit. It is believed that Burns fainted 
about this time and that Cote started to take him down and was also overcome 
by the gases. Both men were found on part of an old staging about 12 feet below the 
collar of the hole they had loaded. This was in the main section of the raise. If 
they had fainted while in the branch raise they would have rolled down without 
striking this staging. They were both lying face down; Cote was astride a sprag 
and had one arm around Burn's shoulder. They were discovered by Hughes and C. 
Latham, another shift boss, who went to look for them when they did not check 
out at 11 P.M. These men first reached the raise; about 11.30 P.M. Hughes went 
up the raise, saw powder scattered about as he went up, and then found the two men 
lying on the staging. Without making a close examination he concluded that they 
had been blasted, and went back to Latham. He and Latham returned to surface 
and telephoned for doctors. Doctors Kelly and Greig rushed to the mine and 
reached the raise a few minutes after twelve o'clock. Hughes and the doctors took 
Burns down, and Dr - Kelly went back to bring Cote down. Dr. Kelly believes 
Cote's heart was beating when he examined him in the raise. Before he had 
Cote down he was called out of the raise to attend to Hughes who had fainted at 
the foot of the raise. He was brought back to consciousness in a few moments 
when taken into fresh air. Dr. Kelly then brought Cote down and as he was carried to 
the station artificial respiration was performed on him by other men who had arrived. 
Dr. Kelly, too, was feeling faint by this time. No air was blowing in the raise when 
the men were found, nor until the following day. Both men were taken to surface and 
to the first aid room at No. 11 shaft, where artificial respiration was carried on and 
oxygen supplied from H-H inhalators. Neither man responded at any time to this 
treatment. Work on Burns was stopped at 2.47 A.M. and on Cote, at 4.05 A.M. 
rigor mortis was pronounced in both bodies before the cessation of treatment.

The verdict of the jury at the inquest gave death as "accidental." A rider was 
added suggesting that in future when men do not report off duty on time, a shift 
boss going to look for them should take a qualified first-aid man and adequate 
equipment with him.

International Nickel Company of Canada, Limited

A heavy fall of ground (approximately 3,300 tons) in No. 22 H.W. stope, 
2,950-foot level, Frood mine, at about 10.25 P.M., June 25, collapsed the square- 
sets in the south end of the stope, entrapping and instantly killing 3 workmen em 
ployed at the time in this portion of the stope. Four other workmen and the shift
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boss were in the stope at the time of the fall of ground and were able to make their 
escape from the stope uninjured.

The three men killed were: Patrick Powers, British, aged 32 years, single, 
employed as slusherman; John Horonzy, Pole, aged 32 years, married, employed 
as shoveller; and Izydor Slomka, Pole, aged 32 years, married, employed as shoveller.

No. 22 H.W. stope, 2,950-foot level, a triangular-shaped working, approxi 
mately 100 feet in length on each side at the time of the accident, was being 
worked by standard square-set and fill methods.

The stope had been mined up six floors and the cut advanced approximately 
40 feet (7 sets) northward from the "gob fence" separating it from No. 21 stope, 
on the 7th floor. Fill beneath the 6th floor was complete, and about one-third of the 
mucking floor behind the advancing cut was filled on the 6th floor.

Wm. Armstrong, shift boss in charge of the work in thg stope, had made two 
previous visits to the stope on the night of the accident and was in the stope at the 
time of the cave-in. He states that on none of his trips to the stope, during which he 
had gone over the timbering and blocking and inspected the new sets erected by the 
timber crew that night, had any signs been detected of the timber "taking weight." 
The stope was also visited about 7.30 P.M. by J. Treasure, mine captain of this 
section. Treasure also states that everything, as far as he could determine, was in 
perfect order in the stope at that time.

According to the evidence of all the workmen who escaped from the stope, there 
was no preliminary warning of the fall and the first intimation any of these men had 
was the sound of crushing timber and the fall of ground. H. Ostergard, driller, 
who was working on the mining floor, close to No. 22 fill raise, was the only workman 
to escape from the section involved in the fall. He states that he heard the timber 
crushing and, leaving his drill running, jumped for the ladders in the fill-raise manway 
and escaped to the 2,800-foot level. The other men in the stope were all working at 
the north end and, finding their normal means of exit from the stope cut off by the 
fall, suspended a hose in No. 22.11 chute and slid down to safety on the 2,950-foot 
level.

Continuous recovery operations were commenced as soon as travelling ways 
could be established to the stope, but, owing to the complete collapse of all open sets 
beneath the fall and lack of knowledge of the exact location of the entrapped 
men at the moment of the fall, the search for the entombed men was rendered both 
slow and difficult.

The bodies of Horonzy and Slomka were located and recovered on the morning 
of June 27, but Powers' body was not found until the afternoon of June 29 and was 
not released and removed to surface until quite late in the evening of that day.

An inquest was held at Sudbury on July 5, before Coroner J. S. McKessock 
and a jury.

The jury returned the following verdict: 
It is the unanimous verdict of the jury that the above-named came to their deaths by 

accidental means and no blame can be placed on the employers. The jury are satisfied that 
all precautions and means were taken and that the cause of the accident was an unforseen 
hazard incidental to mining.

Edward M. Ehtamo, Finn, aged 38, married, with one child, employed as shaft- 
man in No. 5 shaft at the Creighton mine, was instantly killed by falling down 
the shaft at 4.26 A.M. on September 4.

This is a 4-compartment vertical shaft which is being put down from surface to 
develop the mine below the 40th level, the present bottom. The compartments are 
6 feet by 14^ feet inside the timber, and the sets are at 7-foot centres. Two 2-ton 
skips are used in balance for sinking. No. l skip operates in the centre of No. 2 
compartment, and No. 2 skip in the centre of No. 3 compartment.
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Sinking had been suspended about August 28 at a depth of 1,975 feet, 80 feet 
below the 30th level, in order to permit concrete reinforcing rings to be placed at 
various locations in the shaft. The concrete was mixed on surface and sent down in 
No. 2 skip, from which it was discharged through a bottom door into a hopper 
located directly below it in the centre of the skipway. Launders were then used to 
distribute the cement from the hopper to the sides and ends of the shaft. The hopper 
was supported on 10- by 10-inch timbers resting on the dividers of No. 3 compart 
ment.

This work was still in progress when the night shift came on duty at midnight 
on September 3. This shift consisted of 18 men, including Ehtamo, under shaft 
leader Moses Cain. They found the.hopper located on set No. 252, and the skips 
balanced for No. 2 skip to discharge cement into it at that location. During the 
first part of the shift they completed the concreting from that location, following 
which the hopper and equipment were moved up to set No. 240.

After the hopper had been set up at the new location Cain told part of the crew 
to go to surface for lunch in No. l skip, which had been standing at set No., 241 
for some time, following the final trip up from the previous location. The remainder 
of the crew, including Ehtamo, were then engaged in constructing the launders. As 
No. l skip approached surface, No. 2 skip collided with the hopper, which was still 
in balance for set No. 252. The impact broke the divider supporting the staging on 
which Ehtamo was standing, and he fell down the skipway about 250 feet to the 
bulkhead below the 30th level. He was found to have sustained multiple fractures 
of the skull, spine, and limbs.

An inquest was held on September 11 by Coroner J. S. McKessock at Creighton. 
Cain stated that it had been his responsibility to notify the hoistman to change the 
balance point for the skips, but that he had overlooked doing so in this instance. 
This should have been done by means of an 8-bell signal after No. 2 skip had been 
spotted at the proper location to discharge concrete. The men who entered No. l 
skip at set No. 241 should have realized that the balance had not been changed, as 
otherwise the skip would not have been at that location.

The coroner's verdict was: 
Ehtamo came to his death on September 4 by falling down No. 5 shaft at Creighton mine, 

fracturing his skull and other injuries. The cause of the accident was from the skip being lowered 
into the cement hopper and smashing the supports, allowing the deceased to fall down the shaft. 
The cause of the skip descending on the hopper was the failure of Moses Cain, in charge of the 
shift, to give the necessary signal to have the skips balanced at the set where the hopper was placed.

Kalle Karjula, Finn, aged 38, married, with one child, employed as stope boss at 
the Frood mine, was fatally injured by a rock from a blast in No. l north drift on 
the 2,600-foot level, about 8.35 P.M., on September 9, and died in Copper Cliff Hos 
pital at 3.30 A.M., on September 14, from a fractured skull.

Shortly after the 4 P.M.-12 P.M. shift on the 2,600-foot level north started work 
on Sept. 9 a piece ot ore, some 3 feet square and 18 inches thick, was found lying on 
the east side of the track in No. l north drift about 15 feet north of No. 43.2 manway. 
It had apparently fallen from the top of a tram car, and was found to contain a hole 
with some powder in it. Shift Boss Leveque, in charge of this area, gave orders to 
Stope Boss Brankley to have it blasted at lunch time. Brankley in turn issued this 
order to Chute Blaster N. S. Blue.

The regulations at the Frood mine require that all possible blasting, other than 
chute blasting, be confined to lunch time or to the end of the shift. No blasting of 
any description is permitted within one hour of these regular blasting hours. Each 
section of the mine is equipped with check-in and check-out boards. The procedure 
at these times is for the shift boss and level boss to check out all men, except those 
blasting, following which the shift boss sends word to the stopes to commence
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blasting. When the stope blasters are all checked out, the level boss gives orders for 
any blasting on the level to be commenced, after seeing that all possible approaches 
are guarded.

Blue loaded the hole with one stick of powder and a standard 5-foot fuse, from 
which he is said to have cut several feet, contrary to Frood regulations which specify 
5 feet as a minimum length for any blasting. He noted men passing from the stopes 
farther north, and, on hearing blasting in some of the stopes, assumed that all the 
blasters were out of the stopes. He stationed J .Nevells at the bottom of No. 43.1 
manway to guard the approach from the south and east, and G. Pharrand at the 
junction of No. 43.5 crosscut and No. l-A north drift to guard the approach from the 
west. He undertook to guard the approach from the north himself, but neglected to 
guard No. 43.2 manway, which was within 15 feet of the blast. He lit the fuse with 
out waiting for an order from the level boss, and immediately afterwards he and Ne 
vells heard men descending No. 43.2 manway. They rushed to the bottom of this 
manway and shouted "fire" several times, and, believing they had heard an answer, 
returned to their stations.

The blasting crew in No. 43 stope consisted of Stope Boss Karjula and two men. 
After receiving a clearance to blast they lit some blockholes, and Karjula sent one 
man down No. 43.9 manway, while he, and the other man, J. Horvat, went down No. 
43.2 manway, the only other open approach to the stope.

Horvat reached the level first and, on hearing a warning shout, ran south along 
the drift. Karjula was in the act of following him when the blast went off and he was 
struck on the right side of the head by a flying rock.

An inquest was held at Frood on September 18, by Coroner G. A. Henry, M.D. 
Horvat stated that he did not hear any warning until he reached the level. Brankley 
testified that he had instructed Blue in his duties when Blue was promoted to chute 
blaster three weeks before the accident, and had specifically told him the regulations 
concerning blasting. Prior to that Blue had been employed for some time as a chute 
puller, under the direction of chute blasters.

Blue stated that he had not received instructions concerning blasting regulations 
when he was promoted to chute blaster, and that he had not known at the time of 
the accident either the mine regulations or the government regulations concerning 
blasting.

The coroner returned a verdict in which he found Blue "guilty of extreme 
negligence in setting off a blast in the level without first assuring himself that all 
men were out of the stopes and level, and also in not sufficiently guarding the 
manways."

William Roy Brankley, British, aged 20, single, employed as switchman, was 
fatally injured about 7.45 P.M., on September 30, at No. 25.6 fill raise in No. 2 north 
drift on the 2,950-foot level of the Frood mine, when his head was crushed between 
a car door and a drift-set post. He sustained a severe concussion with a fracture at 
the base of the skull, and died in Copper Cliff Hospital at 5.30 A.M. on October 3.

This drift is timbered with standard drift sets having 10- by 10-inch posts and 
caps. The No. 25.6 fill raise is located on the west side of the drift adjoining the 
track, and is a combination fill pass and manway. The fill pass is covered with a 
grizzley, and is at the south side of the manway. There is a hinged steel ramp 
on the opposite side of the track, which is used to dump Granby cars.

Just prior to the accident Brankley preceded his train northward in No. 2 north 
drift to No. 25.6 fill raise. The train consisted of five 4-ton Granby cars pushed by 
a battery locomotive in charge of Motorman E. Marcoux. The first car was empty 
and the remainder were loaded with rock fill. Brankley stopped the train at the 
south end of the ramp by a l-whistle signal to Marcoux. He then raised the ramp, 
crossed the track to stand to the south of a drift-set post located at the south end
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of the grizzley, and gave Marcoux a 2-whistle signal to move the train ahead. Mar- 
coux ran the empty car over the ramp and the second car on to the centre of the 
ramp, and then stopped the train to permit the car to empty. He then hear a 1- 
whistle signal instead of the 2-whistle signal he was expecting, and left his motor to 
see what was wrong.

Brankley was found sitting on the south end of the grizzley^ facing north. He 
said that he had dropped his switch lamp and had leaned over to pick it up while 
the train was in motion. As he straightened up his head was caught between the 
opening door of the second car and the drift-set post. His hard hat was badly 
crushed.

The distance from the side of the car with the door closed to this post is 
18^ inches, and with the door fully opened is y/z inches. The door does not start 
to open until the front end of the car is past this post, and does not reach a full open 
position until the rear end of the car is almost past it.

An inquest was held by Coroner G. R. Jones, M.D., at Frood, on October 8, 
a verdict of accidental death being returned.

Mike Paslawski, Ukrainian, aged 38, married, with one child, employed as 
timberman, was fatally injured at 10 A.M., on November 30, when he fell down No. 
22.202 chute in No. 22 stope on the 2,800-foot level of the Frood mine.

This stope is being mined by square-set and fill methods, and stoping has 
progressed to the 21st floor, 20 feet below the 2,600-foot level. Mucking chutes have 
been carried up in the square-sets from the box*holes below, those next to the 
footwall being offset to compensate for the dip of the ore. No. 22.202 chute is one 
of the offset chutes in this stope, and is one of three which feed into the same 
box-hole in No. l drift on the 2,800-foot level. This stope is being worked on day 
shift only.

On the morning of November 26 it was found that there |was a blockage of ore 
in this chute between the 18th and 20th floors, and Stope Boss C. Smith instructed 
Paslawski and his helper, P. Maychas, to try and dislodge it. -' These two men were 
chute repair men, and as such had considerable experience in similar cases )of hung 
up chutes.

They drove pipes and blasted from above three times on November 26, 'and on 
November 27 blasted from below and again, with a pipe, from/above, during which 
the muck settled down to the level of the 19th floor but still remained hung-up.

On November 30 they again drove a pipe into the muck and blasted, without 
result. They then turned two water-hoses into the chute, also without result. Smith 
then ordered them to drive a pipe again and blast. He cautioned them for the second 
time that day not to stand on the muck in the chute.

Paslawski placed a 3- by 12-inch plank across the chute just above the muck for 
a staging, and then started poking into the muck with a scaling-bar. When Smith 
returned a few minutes later Paslawski told him that he had managed to get a small 
hole through the blockage with the scaling-bar, and in so doing had encountered a 
timber lying across the chute in the muck, which seemed to [be causing the trouble. 
Smith instructed him to set a blast as close to this timber as possible, instead of 
driving a pipe, and again left to supervise nearby work.

Paslawski was wearing a leather safety belt with a three-quarter inch manilla 
rope fastened to it, and the other end of the rope was tied around a post on the 
21st floor. He had a similar rope tied around his waist and secured to the same 
post. He took 5 sticks of powder, tied them together, and went down to the plank 
staging, leaving Maychas at the top of the chute. He unfastened the second rope 
from around his waist and tied it around the plank in order to pull it up before the 
blast. He called up to Maychas to give him some more slack on his safety belt



23

rope, and after doing so Maychas saw him step off the plank onto the muck with 
the powder in his hand.

A moment later part of the muck gave way and Paslawski was left hanging on 
his safety rope. Maychas yelled to Smith and the two of them had just started 
to pull him up when the balance of the muck became dislodged and fell on him. 
The weight of the muck apparently proved too great for the rope, and it broke at 
the safety belt. Paslawski fell about 150 feet, of which 56 feet was a vertical drop, 
into the box-hole below.

He was recovered after two cars had been pulled, and was stilljilive just before 
reaching surface. He had sustained fractures of the skull, spine, and left thigh, as 
well as a crushed thorax.

An inquest was held by Coroner H. M. Torrington, M.D., at Frood, on De 
cember 4, and a verdict of accidental death was returned.

There was no necessity for Paslawski to stand on the muck to place the powder. 
If he could not reach the proper location with his hand from the staging he should 
have fastened the powder to a blasting stick, as is the usual practice. The powder 
did not explode.

Jovo Prebicevich, Jugo-Slav, aged 28, married, with two children, employed 
as chute blaster, was killed about 10.45 A.M., on December 27, when he fell 100 
feet down No. 5 rock pass from the 5th to the 6th level at the Creighton mine.

There are four passes which are being used to pull rock fjjom the open pit down 
to the 6th level, where it is trammed to No. 3 shaft and hoisted for back fill. There 
are grizzleys across these passes at the 5th level to screen out the large pieces for 
blockholing. No. 5 pass is the last one at the north end, and is 8 by 11 feet in size 
at an inclination of 55 degrees. The grizzley Across it at the 5th level is horizontal, 
and has six bars running from foot to hanging wall. These consist of two 12- by 12- 
inch timbers, one above the other, capped with a 12-inch channel iron and wear 
plates. The spaces between the bars are 11 feet long and from 20J^ to 23J/2 
inches wide. There is a passage way around the hanging-wall end of the grizzley. 
On each side of the grizzley is a rock-bolt driven in the back to which the men 
fasten their safety-belt ropes.

The dayshift on the 5th level on December 27 consisted of Prebicevich and 
his partner, M. Marincel, who were to keep the grizzleys open. Prior to the accident 
they blasted seven times on the grizzleys; of these blasts three were on No. 5 
grizzley. About 10.40 A.M. they decided to place a blast under a large piece of rock 
which had become jammed in the pass immediately above No. 5 grizzley. Marincel 
told Prebicevich to make up the charge while he went out to No. 2 shaft for a 
long blasting-pole. Prebicevich took off his safety belt, unfastened the rope from 
the rock bolt, and placed them in the drift, then accompanied his partner as far as 
the powder-bag about 25 feet along the drift.

Marincel returned with the blasting-pole a few minutes later, and could not 
find Prebicevich. He found that 17 sticks of powder had *been bundled up and tied 
with string, then left in the powder-bag. The fuse-bag nearby had not been touched. 
Prebicevich's safety belt and lunch-pail had not been moved. After looking for 
him in a few probable places Marincel decided that he must have fallen down the 
pass, and started down to the loading chute on the 6th level. He reached that 
level just as a blast placed by the loading-crew in the lip of. No. 5 chute went off. 
On returning to the chute with the loading-crew he observed Prebicevich's right 
foot about four feet above the stop log. His body was recovered after pulling about 
two tons of rock from the chute.

He had sustained a multiple fracture of the skull on the right side, and 
lacerations to the right eye, shoulder, and hand. The chute-blast did not appear 
to have contributed to his death.
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There is no evidence to indicate why the deceased returned to the grizzley, nor 
how or where he fell through it. His shift boss and partner both) state that he was 
sober and in good spirits that morning.

Lake Shore Mines, Limited

A. Wlasniak, driller, Pole, aged 33 years, single, was instantly killed about 8.20 
P.M., on January 16, when he fell into a mill-hole in No. 2,402 east stope at the 
Lake Shore mine.

No. 2,402 east stope is on the south or No. l vein, and had been worked up 
from the 2,450-foot level to within about 40 feet of the 2,325-foot level, by a com 
bination of flat-back cut-and-fill and square-set-and-fill methods. At this height 
rill stoping had been commenced for the purpose of recovering the floor pillar. The 
vein at this horizon has a width of about 10 feet. Two mill-holes, with a manway 
to the 2,450-foot level between them, were located at the bottom of the rill.

Prior to the accident a round had been shot in the rill and operations at the 
time of the accident consisted of working the muck into the mill-holes, the 
remaining muck then lying at an angle of about 35 degrees.

There was one large piece, measuring roughly 3 by 3 by 2 feet, partially 
embedded in the muck pile, and for about half an hour before the accident Wlasniak 
had been strenuously trying to dislodge it. He at last succeeded, and, as the muck 
started to move, he either collapsed or lost his balance, and fell into the mill- 
hole along with the muck. The large rock struck and partially broke through the 
split lagging lining the mill-hole, was momentarily held in this position, and then 
fell into the mill-hole, crushing Wlasniak about the head and chest.

An inquest was held at Kirkland Lake on January 17, before Coroner J. F. 
Edis, M.D., the jury returning a verdict of accidental death.

Albino Pontisso, mucker, Italian, aged 45 years, married, his wife and three 
children residing in Italy, was suffocated by a rush of sand in No. 2,702 east 
stope of the Lake Shore mine, on July 26, at 12.30 A.M.

Pontisso and J. Rietveld were working in No. 2,702 stope tramming sand for 
back-fill from the No. l raise to the west end of the stope. Pontisso was tramming 
from the raise to a chute in the stope about 100 feet west of the raise, and Rietveld 
was tramming from there to the end of the stope. No. 2,702 raise, which extended 
from the back of the stope to the level above, a distance of 100 feet, was at an 
angle of 40 degrees. Prior to the accident there had been some difficulty in keeping 
the sand moving. Early in the shift of July 25 the chute was hung up and water 
was turned on at the top of the raise and allowed to run for about two hours. 
The water did not move the sand, so Rietveld blasted with 3,sticks of powder on the 
end of two 16-foot loading sticks. About 7 tons of wet sand came down and was 
pulled through the chute. Rietveld went to the west end to tram, and Pontisso was 
returning for another car of sand at the raise when a rush of about 10 tons of sand 
came down the raise and carried away the bulkhead. The rush of wet sand knocked 
Pontisso off his feet and covered him slightly. Bert Malloy and Oli Langerid 
were working at a manway about 40 feet from the sand-chute when they heard 
Pontisso call out. Malloy ran to him and had his face uncovered when another 
rush of sand came down, and the rescuers had to retreat to a safe distance. They 
called for help, and tried to block the opening where the barricade had been 
carried away, at the same time partially uncovering Pontisso for the second time. 
In about ten minutes another rush of sand came down the raise, burying Pontisso's 
head under 3 feet of sand. When finally removed he was dead from suffocation.

The chute was built on the north side of the raise 1 in the square-sets. The 
barricade at the bottom of the raise was built of split 6-inch lagging, with one
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end against the solid |back and the other resting on the cap of the square-sets; 
the cap was braced against the back. After the accident it was found that the 
ground supporting the braces and lagging had come loose with the impact. There 
was no timber broken, but the square-set under the brow was knocked out.

An inquest was held by Coroner J. F. Edis, M.D., on July 31, the jury re 
turning a verdict of accidental death.

J. C. Sullivan, driller, British, aged 24 years, married, his wife 'residing in 
Kirkland Lake, was fatally injured in No. 2,020 section of No. l stope, on the 2,000- 
foot level of the Lake Shore mine, at 9.30 P.M., September 11.

According to the evidence of John Burnett, machine helper to Sullivan, and 
W. Jones, istope boss, instructions had been given to Sullivan on September 9 to 
take down the overhang over the mill-hole so that the mill-hole could be raised, 
and, in taking it down, to drill one hole in it from the west side. There were two 
sprags from the footwall to the overhang, a distance of 10 feet; one was an 8- by 
8-inch timber and the other a 6-inch lagging.

When going on shift at 7 P.M. on September 11, Sullivan received further 
instructions from M. ,McLeod, shift boss, to take down the overhang and raise 
the mill-hole.

Sullivan and Burnett drilled three short holes in the overhang from directly in 
front of it, using a stoper drill. Burnett then went down to the level for a 4-foot 
shank, !and when he returned Sullivan had cut the two sprags down. He had 
almost completed drilling a fourth hole when about a ton of the overhang fell on him. 
He sustained a badly crushed chest and abdomen, and died in about S minutes.

An inquest was held on October 16, by Coroner R. H. Armstrong, M.D., the 
jury returning a verdict of accidental death.

Mclntyre-Porcupine Mines, Limited

Tano Lyubanovich, Jugo-Slav, aged 41 years, married, employed as a mucker, 
was instantly killed, and Douglas Craig, British, aged 24 years, married, employed 
as a teamster, was fatally injured by a fall of ground in No. 3,550 stope of the 
Mcintyre mine, about 2 P.M., March 30. Filip Niksic, mucker, was also seriously 
injured in the accident.

The ore body being worked in No. 3,550 stope is not the usual vein type, 
but a more or less siliceous zone, heavily mineralized with sulphides, which in places 
attains a width of 80 feet. At the point where the accident happened the width 
was approximately 45 feet.

Preliminary development of this ore body consisted of two marginal drifts which 
had been slashed out, leaving substantial pillars supporting the back at about the 
centre of'the span.

At the time of the accident the first cut off the back was being carried 
through the stope. Two haulage roads were being kept open, to the breast on the 
level, rock fill being run in as the broken ore was removed. Back support over 
the filled areas consisted of posts, cribs, and post-and-cap sets. Ahead of the brow, 
support consisted of the above-mentioned pillars, as well as posts that were put up 
as local conditions required additional support.

The rock which fell dropped from the centre of the breast. This section was 
not considered bad, although precautionary measures were being taken, and some 
posting had been done under the breast in this vicinity. It was known that the 
ground 15 or 20 feet ahead of the breast was cut by slips and it was proposed to 
erect a crib in this vicinity to prevent the next breast from breaking too far ahead 
when shot. The men who were injured, along with S. Plecto, mucker, and 
D. Bennett, stope boss, were mucking into a car in this location when, without
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warning, a large block of ground measuring 20 by IS by 4 feet (approximately 100 
tons) fell. Lyubanovich was instantly killed; Niksic was pinned to the floor by 
his arm and shoulder; and Craig was caught by one arm and one foot.

Bennett and Plecto, who escaped the falling ground, immediately summoned 
help and as many persons as could work in the area were soon engaged in an 
effort to free the entrapped men.

Niksic was released in about three-quarters of an hour, as it was possible to free 
him by merely scraping out some small pieces from under his shoulder. It was 
necessary to jack up the large frock to release Craig and recover the body of 
Lyubanovich, with the result that they were not freed until about 5.50 P.M. and 7.15 
P.M., respectively. Craig died in the hospital on April 5, as a result of his injuries.

An inquest was held on April 18, and verdicts of accidental death were returned 
in both cases.

Tony Disano, machine-runner, Italian, aged 40, married, working in No. SI 
waste stope, 25 feet below the 300-foot level of the Mclntyre-Porcupine mine, 
was injured in a blast about 2.30 P.M., July 27, and died about an hour later in 
St. Mary's Hospital.

Disano's partner, F. Shura, who was working about 12 feet behind Disano, 
escaped with minor injuries, consisting of small cuts on face and hands, and bruises.

Disano and his partner had completed the drilling on a slash breast; they had 
loaded all the holes, 20 or 22, and the former had just completed lighting the 
seventeenth fuse when the shots that had been spit first started to go off. It is 
believed that the first shot knocked Disano unconscious, and threw him against the 
wall, where he was later found partly buried under muck. The same shot threw 
Shura against the wall, but he was able to crawl out on his hands and knees and 
was around a icorner about 48 feet from the breast when the second shot went off, 
followed in quick succession by the third and fourth. Shura claims to have called 
loudly to his partner before leaving but received no answer, and as he 'had lost liis 
hat and had no light he made no further attempt at assistance at that time. If he 
had done so there is no doubt the action would have resulted in a double 'fatality.

The section of the stope where these men were working is entered from a 
sublevel about 27 feet below the 300-foot level. The stope is reached by traversing 
about 135 feet of sublevel drift and crosscut after coming down 27 feet of ladders 
in the inclined raise, from which the sublevel was driven. From this point of 
entrance to the stope a slash breast was being carried northward along the west wall 
of the stope. 'This breast at the time of the accident was advanced about 48 feet, 
leaving behind the breast a ledge or bench about 8 feet wide. The edge of this bench 
dipped toward the open stope at a steep angle.

The last breast was drilled from one "set-up." The bar was placed about 5 
feet from the wall and'3,'feet from the edge of the bench. The holes next to the 
wall, 4 of which were not spit, were drilled straight ahead; those on the right side 
of the breast were radial; some holes also pointed'upward and some downward. 
Safety belts were worn by both workmen while drilling, and Shura states that Disano 
did not take his belt off until after he had finished lighting the right half of the 
breast. While Disano was lighting the breast, Shura was taking the eye-bolt, to which 
their safety-belt ropes were attached, out of the wall. This bolt was held in a 
drill-hole by an iron wedge about a foot in length. The bolt was 12 feet behind 
the breast. Both belts were later found under muck about 6 feet behind the blasted 
breast. The eye-bolt was in the hole, but the wedge was found about 3 feet from the 
hole, as was the hammer with which Shura loosened the wedge. Shura's lamp and hat 
were also found where he was working.

The last man to see Disano and Shura working was their stope boss, C. Sorjonen. 
He was in the stope when Disano started to light the holes. During his previous
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visit to the stope, Sorjonen had noticed that two or /three holes were drilled in 
positions that would make the fuse out of reach at lighting time. This corresponds 
with Shura's evidence that three or four holes had to be spit with a lamp tied to 
the end of a loading-stick. Sorjonen stated that he saw Disano's lamp tied to the 
loading-stick before any holes were spit. He also said that he thought the order 
of lighting the holes was: first a centre hole, second an upger one, third a bottom 
hole, and so on. It is probable, therefore, that six or seven holes were spit with 
the lamp tied to the stick. Shura's evidence makes this assumption reasonably 
certain. Sorjonen stated that he left the stope after one or two holes had been 
spit. From the stope he walked to the raise, 135 feet distant, climbed the ladders 
to the 300-foot level, opened the trap door over the raise, and walked 
along the drift. He was 200 feet from the top of the raise, when he heard the 
first shot, followed by the second, third and fourth, with only a few seconds between 
them. Shura's evidence confirms this.

Neither man knew the amount of fuse that was cut off the first holes. Only one 
piece, of fuse, 9 inches long and evidently off the end, was found. The fuse found 
in the holes which had not been spit were not shortened, but were notched 1^4 
inches from the ends. 'The fuse used by the Mcintyre mine in all stopes are 8 feet 
in length, Clover brand, C.I X. fuse. There was nothing to indicate that the fuse 
had not exploded in the proper order. The powder used was 40 per cent Polar 
Forcite gelatine.

An inquest was held before Coroner Frank Evans, on July 30.

Bassi Tarcisio, Italian, aged 49, widower, with one son in the Italian army, 
received injuries from falling rock about 9.35 A.M., October 14, at the Mclntyre- 
Porcupine mine, from which he died three hours later.

Tarcisio, a man with over eight years' mining experience at the Mcintyre, three 
years at the Hollinger, and a year and a half at 'the Dome, was sent to No. 2,559 
drift to clean up scale-muck behind D. Kwacz, scaler. With Tarcisio was C. 
Morrison, a helper. Behind these three men, in the same drift, J. Trantsi and S. 
Maki, timbermen, were replacing timber that supported the floor of No. 2,559 stope.

The work of scaling, cleaning up, and timbering had been going on in this 
place for a couple of weeks. Previous to that time no one had worked in this part 
of the mine for several years. On the morning of October 14 Kwacz and Tarcisio 
scaled the section on the hanging-wall side of No. 2,559 stope, at the west end of 
the stope, where the drift proper continues. This section was about 27 feet in 
width. The hanging wall of the stope slopes upward at about 35 degrees from the 
top of the drift wall at this point. The timber on the hanging-wall side of the 
drift at this place had been crushed, and it was the muck that had fallen with the 
crushed timber and the scale muck from overhead that Tarcisio and Morrison were 
removing when the fall of rock occurred. Kwacz, the scaler, had left to go to 
another level about fifteen minutes before the accident took place. He said he 
believed he had made the place safe. The two muckers had loaded one car and 
Tarcisio was in the act of putting a new handle in his pick when the rock fell from 
the roof about 11 feet above him. The rock apparently struck his head a glancing 
blow that fractured his skull, crushed his right shoulder and side, causing compound 
fractures of seven ribs and puncture wounds to the lungs, and broke his right leg. 
He was semi-conscious for a few minutes. He died in St. Mary's Hospital, Timmins.

The rock that fell dropped from a point where two fractures crossed at right 
angles. Between 1,000 and 1,200 pounds fell from this point, but it is not known 
definitely whether it fell in one piece and then broke up or whether it fell in 
smaller blocks. Morrison, who was about 8 feet from his partner, did not think 
it all fell when Tarcisio was injured. Fresh surfaces on the back indicated that a 
slab about 8 feet in length, with greatest width about 3 feet, had fallen or been partly
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scaled. The thickness of this slab varied from 15 inches to thin edge. On exam 
ination of this place after the accident it appeared that Kwacz and Tarcisio had 
made a poor job of scaling it. These men were sent to do the work because they 
were both experienced and were believed to be capable of looking after themselves.

An inquest was held on October 17 and the jury's verdict attached no blame 
to anyone and stated that necessary precautions on the part of mine officials had been 
taken.

Louis Rubcic, Jugo-Slav, aged 38 years, married, was instantly killed, about 
10.50 P.M., November 18, while working in No. 1,527 cut-and-fill stope at the 
Mclntyre-Porcupine Mines, Limited.

At the time of the accident Rubcic, a mucker, and his partner, Ira Fraser, 
were salvaging floor planks in the west end of the stope, where for a distance of 
about 125 feet, the ore had all been mined. Rubcic was lifting the flooring and 
standing the planks on end and Fraser was carrying them away and piling them 
up. Fraser had just taken a plank from Rubcic and the latter had turned to pick 
up another from the floor when a large slab, approximately 2 by 5 by 10 feet, fell off 
the hanging wall, striking a 10-foot post standing in the stope about 3 feet from the 
hanging wall. This post was dislodged and, in falling, struck Rubcic on the head 
and back, throwing him to the floor where his forehead struck a slightly tilted 3- 
inch floor plank. The force of the blow was sufficient to fracture Rubcic's skull, 
causing instant death.

Examination of the working-place after the accident revealed an 8-inch 
flattened timber, 3^ feet in length, that had been in place under the projecting edge 
of the slab which fell. It is thought that taking up the floor planks probably 
disturbed this post and permitted the loose rock to fall.

An inquest was held November 5, the jury returning a verdict of accidental 
death.

Paymaster Consolidated Mines, Limited

Ewart Moorehouse, British, aged 31 years, married, employed as hoistman at 
No. 6 shaft of the Paymaster mine, sustained injuries about 4.40 P.M., January 31, 
which resulted in his death on February 3.

Moorehouse had gone on shift at 4 P.M., at which time of day no men were 
working underground. Hence his only duties, for the time, were to attend to the 
compressor being operated for the purpose of blowing smoke in the mine.

At the time of the accident work was in hand to convert the air-driven hoist to 
electric drive. A 60 h.p., 480 r.p.m., slip-ring motor, which was to be used for 
this purpose, was standing on the floor of the* hoist-room, temporarily connected 
for testing to the controls already in place on the hoistman's platform.

Moorehouse had been instructed by W. A. Whyte, mechanical foreman, to assist 
Albert Mack, electrician, in testing this motor in preparation for its installation 
on the hoist.

Previous to the accident Mack had asked Moorehouse to close the switch 
putting the motor into operation in one direction and, after making an examination 
of the motor, to pull the switch again. As no means were available for stopping 
the motor quickly, Mack told Moorehouse to wait until the motor had ceased turning 
and then throw in the reverse switch.

Mack walked over to the boiler-room door and stood for a few moments looking 
into the boiler-room, with his back to the motor. On turning back to the hoist- 
room he saw Moorehouse standing at one end of the motor applying his hands, on 
which he wore one-fingered gauntlets, to the sides of the motor shaft. Moorehouse 
remarked that the motor seemed to have lots of power. At the same time he changed
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his hands from a parallel position to a capped position, one hand locked under the 
other, and began to lift up on the shaft. Mack started to tell Moorehouse to release 
his hold just as he saw the latter's left arm commence to wind up on the shaft. Moore 
house sustained a compound fracture of the arm, and the flesh was badly torn be 
tween the elbow and the shoulder.

Dr. Kindman, who attended the injured man at the South Porcupine Presbyterian 
Women's Hospital, attributed his death to shock.

An inquest was held at South Porcupine on February 13, and a verdict of 
accidental death was returned.

St. Anthony Gold Mines, Limited

Nick Pocrnick, Jugo-Slav, aged 26, single, a scaler working in No. 252 stope of 
the St. Anthony mine, was injured about 10.45 P.M., on September 20, and died the 
following morning, about five and a half hours after the accident.

The stope in which Pocrnick was scaling had been worked from the 250-foot 
level to the 150-foot level by the shrinkage method. Pocrnick and his partner, 
Joseph Yergovitch, were engaged as sealers and timbermen in this stope.

The walls were being scaled and stulls placed in the stope as the muck was 
drawn, in preparation for mining the floor pillar when the stope was empty.

At the time of the accident the depth of muck in the stope varied from 25 to 
35 feet. The stope as about 225 feet in length, while the width ranged up to about 
18 feet. Except where local rolls affected the dip of the ore body the walls of the 
stope were nearly vertical.

The night of the accident Pocrnick was scaling and mucking. The muck 
supporting a slab of rock on the hanging-wall side was .pulled away and the slab 
fell over, striking Pocrnick on the right arm and side. It was realized at once that 
Pocrnick was severely, injured, and a doctor was called from Savant Lake. He 
arrived at the mine at least an hour before Pocrnick died, but was unable to save him.

An inquest was held on October 12, before Coroner G. L. Bell, M.B., at 
Sioux Lookout, and a verdict of accidental death was returned.

Teck-Hughes Gold Mines Limited

Elmer P. Barkell, British, aged 55 years, married, employed as a pumpman 
at the Teck-Hughes mine, died at l P.M., April 12, from septic poisoning.,

While tightening a gland-nut on a pump on the 3,000-foot level of the mine on 
April 3, the wrench Barkell was using slipped and he sustained a slight abrasion 
on the third finger of the right hand. The wound was so slight that he did not take 
the trouble to report for first-aid treatment, and continued to work regularly until 
April 6.

On April 7 the arm was considerably swollen and painful, and a doctor was 
called. Efforts to check the infection were unsuccessful, and Barkell died on April 12.

A post-mortem examination was made, which determined the cause of death 
as septic poisoning. '

An inquest was held before Coroner J. F. Edis, at Kirkland Lake, May l, and 
the jury returned a verdict of death from septic poisoning.

S. Potkonjak, Jugo-Slav, aged 34 years, married, was instantly killed about 1.50 
A.M., June 11, in No. 14,328 west north stope of the Teck-Hughes mine by a fall 
of ground.

Potkonjak and his partner, A. Kosicki, came on shift at 11 P.M. and scaled in 
No. 14,328 west north stope until about 1.40 A.M. They had spent some time trying 
to bring down one particular piece'of loose rock, without success. They decided to
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go down to the level to eat their lunch and then take gads back to the stope to 
move the loose piece. Potkonjak had to pass under the piece to reach the manway 
and was just under it when the fall occurred.

The stope was a comparatively small working, roughly averaging about 7 feet 
in width by 125 feet in length. In1 all about 8 tons of rock fell.

An inquest was held at Kirkland Lake, on June 26, before Coroner J. F. Edis, 
M.D., the jury returning a verdict of accidental death.

Toburn Gold Mines, Limited

William Kuzyk, Pole, aged 30 years, single, was instantly killed about 11.45 
P.M., on January 15, by a fall of ground in No. 549 stope at the Toburn mine.

No. 549 stope had been mined by shrinkage methods for a length of about 
300 feet, with an average width of 4 feet, and was pulled practically empty except 
for a small amount of ore hung up on the pillars at the west end.

At the time of the accident Kuzyk and his partner, E. Lundquist, were mucking 
near the manway at the west end of the stope. The stope had been examined 
previously during the shift by V. Risberg, shift boss, who gave evidence that no 
loose ground had been found in his inspection. During the shift Kuzyk and Lundquist 
had mucked down about 8 feet near the manway and in doing so had uncovered the 
piece which fell off the hanging wall causing the accident. This piece, which was 
estimated to weigh about 2^2 tons, struck Kuzyk and pinned him against the footwall, 
inflicting severe crushing injuries to the chest and abdomen.

An inquest was held at Kirkland Lake on January 16, before Coroner J. F. Edis, 
and the jury returned a verdict of accidental death.

METALLURGICAL WORKS

International Nickel Company of Canada, Limited

Stanley Skebecky, naturalized, aged 25 years, married, was instantly killed in 
the electrolytic department of the Port Colborne refinery, about 1.45 A.M., June 2.

Skebecky was a unit man and had been assisting in changing cathode boxes in 
No. 6 unit, when he was crushed between the crane bridge and a tank.

The crane had been at the south end of the unit, and Skebecky signalled the 
crane operator to bring it forward. The operator did so by walking in the aisle and 
controlling the crane from the floor. He had travelled about 120 feet when Alex. 
Eged, a unit man on No. 7 unit, called to him to stop and back the crane as he had 
struck a man. The crane was backed a few feet and Skebecky was found crushed 
over the side of the tank.

The tanks are about 3 feet high, with a passage 30 inches wide between them, 
and there is a clearance of 5 inches between the bottom of the bridge and the tanks. 
The crane would travel about 120 feet in 30 seconds at full speed.

An examination showed that a pair of hand hooks similar to those Skebecky 
had been using were concealed in an opening in the floor btweeen tanks Nos. 132 
and 133 at the point where he was caught. He would not have required the hooks 
for the remainder of the shift, and it is presumed that he thought he had sufficient 
time to deposit them before the crane would reach him.

Eged states that he sounded the crane gong three times in travelling the 120 
feet and was not moving it at full speed. Skebecky must have been in a crouching 
position between the tanks and raised his head just as the bridge was near him.

An inquest was held at Port Colborne on June 17, before Coroner E. A. 
McKenzie, M.D.
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Napoleon Le Claire, British, aged 47, married, with wife and nine children, 
employed as tableman, was fatally injured about 8.40 A.M., on July 26, when his 
clothing caught in a revolving shaft in the Copper Cliff concentrator. He died at 
9.20 P.M. the same day in the Copper Cliff Hospital.

Le Claire's work was to look after the operation of the battery of concentrating 
tables. In the course of his work that morning he apparently had trouble with the 
water feed-line to No. 22 table. This water comes from/a large water main, located 
10 feet 8 inches above the floor, down a 3-foot 4-inch vertical pipe, on which is 
located a main valve, to a tee where it is divided to serve tables Nos. 22 and 24, 
which are side by side about 6^ feet apart. There is a control valve on each of the 
lines to the tables. The main valve is 9 feet above the floor, and is l foot 2 inches 
above and 6 inches one side of the bin-feeder drive-shaft.

About 8.40 A.M., F. Brandle and L. Bennett, who were painting the inside of 
the roof of the building about 75 feet away, heard Le Claire cry out and came to his 
assistance. They found him on the floor between tables Nos. 22 and 24 attempting 
to crawl towards the walkway. His left leg had been completely torn off just below 
the hip, and he was naked except for his left rubber boot. His clothing was found 
revolving on the bin feeder driver shaft, with his right foot and leg still in the 
rubber boot. They called Fitter-Foreman T. Strong, who was immediately below, 
and he summoned medical aid and had the drive-shaft stopped.

The water-line from the tee to table No. 22 was found dismantled and the main 
valve turned off. It is believed that Le Claire climbed up on table No. 24 and 
reached over the drive shaft, which was revolving at 120 r.p.m. towards the opposite 
table, to close the main valve and that his clothing became entangled in it. He was 
wearing bib overalls and a cotton Shirt. It is not known why he attempted to close 
the valve in this manner. There is a control button on a column about 25 feet away 
to stop the drive-shaft.

An inquest was held before Coroner G. R. Jones, M.D., at Copper Cliff, on 
August 7, at which the following verdict was returned: 

Napoleon Le Claire died in Copper Cliff hospital on July 26, from injuries received on the 
same day, when his clothing became caught in a revolving shaft in the concentrator building, 
and that there is no blame attached to any one in regard to his death. Accidental death.

Milton Haggart, British, aged 30, married, with one child, employed as train 
conductor, was fatally injured at 12.15 P.M., on July 26, when he fell under his train 
while attempting to jump ,off during a derailment. He died at 1.55 P.M. the same 
day in the Copper Cliff Hospital.

At the time of the accident his train, consisting of a 50-ton electric trolley- 
locomotive and 10 loaded ore cars, was proceeding from Frood to Copper Cliff. The 
train crew consisted of Haggart, Engineer J. Marcotte, and Brakeman H. Basso.

When the locomotive reached the C.P.R. crossover switch, a few feet west of the 
Chelmsford highway crossing and about 500 feet east of the Clara Belle diamond 
crossing, the front wheels left the rails. As soon as he realized this Marcotte applied 
the brakes and stopped the j train in eight car lengths, but hit a trolley pole on the 
north side of the track and broke it off.

At the time that the locomotive left, the rails Haggart and Basso were standing 
on the front deck of the locomotive. A few moments later Haggart apparently 
stepped down on the front footboard on the south side of the locomotive and 
attempted to jump off, disregarding a warning from Basso, who remained on the 
deck, to ride it out. Haggart failed to clear the south rail of the track and fell 
under the train.

He was found lying between the rails under the front tracks of the second 
car. Both his legs had been fractured in several places, and his left ankle was 
practically severed, but he was still conscious when removed.



32

An inspection afterwards showed that the rear wheels on the north side of 
the locomotive were still on the rail, while those on the south side had been lifted off, 
owing to the weight of the front end. Several lengths of the south rail, starting from 
the front of the train towards the rear, had been turned over and the first four cars 
were derailed. There were no indications of Haggart's having been dragged. The 
switch was in good order and was locked in the correct position. The locomotive 
wheels were in good order, and no evidence of an obstruction on the track was found. 
The train was running at its normal speed at the time of the derailment.

An inquest was held before Coroner H. M. Torrington, M .D., on August 6, and 
a verdict of accidental death was returned.

SAND AND GRAVEL PITS

James Boivard Pit

Joseph M. Caves, British, aged 55, married, was instantly killed on October 16, 
by a fall of material in a sand and gravel pit owned by James Boivard, on the east 
half of lot 11, concession II, in the eastern part of Chinguacousy township.

Caves had been employed on the day of the accident by the Department of 
Highways to load sand on trucks. The bank was about 10 feet high and had been 
undermined about one foot. The material in the face consisted of alternate layers 
of sand and gravel. Caves and two other men were loading sand. Caves was 
standing beside the undermined bank and the other men were at the back of the 
truck. Approximately four tons of material fell on Caves, completely burying him. 
He was dead when removed. He had been suffocated and one shoulder and one 
leg had been broken.

Several parties had been drawing material from the pit and it was not determined 
who had done the undermining.

An inquest was held on October 28, by Coroner J. A. Lawson, M.D., at 
Brampton, and a verdict of accidental'death was returned.

Supplementary Fatal Accident, 1934

Mclntyre-Porcupine Mines, Limited

W. J. Wallace, stope boss, British, aged 51 years, married, sustained a fracture 
of the right tibia and fibula and severe crushing injuries to the right foot when 
struck by a wedge-shaped slab of rock which fell through the lagging over the square- 
sets in No. 2,649 stope, on December 18, 1934, and died of complications resulting 
from his injuries on February 2, 1935.


