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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 1936.

I have the honour to be, Sir,

Your obedient servant,

T. F. SUTHERLAND,
Deputy Minister of Mines, 

DEPARTMENT OF MINES,
Toronto, January, 1937.

m





MINING ACCIDENTS IN ONTARIO, 1936
Chief Inspector of Mines, D. G. Sinclair, Toronto; Inspectors, W. O. Tower, Kirkland 
Lake; A. S. Bayne, Port Arthur; D. F. Cooper, Sudbury; E. B. Weir, Timmins;

A. R. Webster, Toronto.

Accidents During 1936
During the year 1936, at the mines, metallurgical works, quarries, clay, 

sand, and gravel pits regulated by the Mining Act, there were 2,413 accidents to 
employees reported to the Department of Mines up to January 16, 1937. Sixty- 
three fatalities arising out of fifty-four separate accidents were reported.

These returns represent an increase of 334 in the total number of accidents 
and an increase of twenty-seven in the number of fatalities recorded over the 
preceding year.

The report shows a fatality rate of 2.23 men killed per thousand men 
employed, which is an increase of 0.66 from the preceding year and 0.33 per 
thousand lower than the average for the past twenty-five years.

There were 83 non-fatal accidents per thousand men employed, which is a 
decrease of 7 per thousand from the rate for 1935.

The percentage of non-fatal accidents followed by infection increased from 
7.4 in 1935 to 8.9 in 1936.

The expansion which took place in the industry during the year is well 
shown in the employment figures for the year. Returns in this respect show 
an increase of approximately 23 per cent, over 1935.

Workmen's Compensation Rates
The rates for the years 1932 to 1936 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 gold-

Treatment of ores, without heat, in a gold-

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 in-

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

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

Iron smelting, as a business (not blast

Treatment of ores or minerals, with heat,

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

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

Quarries, as a business; stone crushing. . .

1932 
Adjusted

S2.00

1.25

fin
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

82.00

1.25

fin
2.50
1 9^

BO
2.50

1.25 

.60
3.00

1.25

.60 

1.50
i nn

.60

.40

.75
7.00

4.00
6.00

1934 
Adjusted

S3. 00

1.90

90
3.00

i ^n

.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 
Adjusted

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

1936 
Provisional

33.00

1.90

.90
3.00

1.50

.75
5.00

2.50 

1.20
5.00

2.50

1.00 

1.50
1.00

1.20

.80
1.50
7.00

4.00
6.00

[1]



Fatal Accidents

A comparison of fatal accidents for the past five years is given in the 
following table: 

Distribution 1932 1933 1934 1935 1936

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

17 
O 
l 
l
4

20 
l
1 
O
2

23
2
5
1
2

25
2
3 
O 
l

45
3
4 
2 
O

Total. 23 24 33 31 54

Z
Diagram showing fatalities per thousand men employed between 

the years 1912 and 1936.

By months the fatal accidents occurred as follows: 

3 Average 
2 2-56

Month
No. 

accidents
No. 

men killed

January.... .. . . . . . . . . . .. . . . . . . . . .. . . . . . .. . . . . . . . . ............... 3
February....................... ..... .. .......................... 9
March.. ... .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. .. .. .. . . l
April....... . . . . . . . . . .... .. .. . . . . .. . . . . .. . . . . . . . . . . . . . . . . . . . .. . . 4
May................. ............... .. ... . . .. .. . .. ... ........... 3
June......................................................... ... 5
July................. . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
August..... .. . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 4
September. .... . ....... . . . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. 5
October.. . ... .. .. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10
November. .... . . . . . . . . ..... . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 3
December........... ......................... ... .. ... ... ........ 3

Total........ . .. . .. ........... ... ........ .. ...... .. ........ 54

Classifying the fatalities according to industries gives the following
•t

Gold mines...................... ......... .................... 46
Nickel mines... ... . . . . . . ... .... . . . . . . . . . . . . . . .. .. . .. .. . .. . . .. 11
Silver mines........ ................ ...... . ................... O
Talc mines....... ......... ... ................ ................ O
Metallurgical works...... . . .. ................................. 4
Quarries........ . .... ..... ....................... ............ 2
Sand, gravel, and clay pits... .. . . . . . ... . . . .. . . . . . . . . . .. .. . . . . . . O

3
10
3
4
3
5
4

10
5
4

63

Total.... .......... . . ..... . ...........:.................. 63



ANALYSIS OF FATALITIES AT MINES, 1932-1936

Cause

Explosives
Miscellaneous, underground
Surface

1932

per cent. 
21

5 0
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. 
47

6
9

16
16
6

1936

per cent. 
21

7
30
18
19
5

TABLE OF FATAL ACCIDENTS IN MINES, METALLURGICAL WORKS, QUARRIES, 
AND GRAVEL, SAND, AND CLAY PITS, 1912-1936

Year

1912........
1913.........
1914.
1915
1916........
1017
1918
1919.
1920........
1921
1922.........
1923
1924
1925
1926
1927
1928
1929
1930
1931
1932
1933
1934. . . .....
19351 ........
1936........

Persons 
killed at 

metallurgical 
works and 

mines

43
64
58
22
51
36
32
39
29
24
30
30
40
42
32
33
85
55
56
37
25
25
34
36
63

Persons 
employed at 
metallurgical 

works and 
producing 

mines

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
25,725

Persons 
employed at 

non-producing 
mines 

(estimated)

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
2,547

Total 
persons 

employed

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
28,272

Fatal 
accidents 
per 1,000 
employed

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
1.57
2.23

Corrected to include fatality resulting in the death, on March 28, 1936, of a man injured 
on December 11, 1935. See account on page 63.

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

Mines

Clay, sand, and gravel pits.

Total.

Men 
employed

21,374
5,498

700
700

28.272

No. 
killed

57
4

0

63

Rate per 
thousand

2.66
.70

2 8ft
0

2.23



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 
28

29

30

31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43

44

45
46
47 
48

Date

Mar. 27

April 13 
Feb. 1

Dec. 2 
Feb. 13 
June 24 
Oct. 7 
June 21 
Oct. 29 
Jan. 23 
Jan. 2 
Feb. 10

Feb. 24 
Sept. 15
Aug. 10 
July 28 
May 29 
Sept. 16 
Feb. 13 
April 18 
May 16 
June 4 
Oct. 2 
Oct. 7 
Oct. 22 
Oct. 24 
April 1 
July 21

Aug. 15

Nov. 4

Feb. 24 
Aug. 5 
Oct. 17 
Jan. 30 
June 11 
Oct. 23 
Nov. 21 
May 5 
Dec. 19 
July 31 
Nov. 4 
Sept. 30 
June 1

Feb. 20

Dec. 9
July 21 
Sept. 19 
Oct. 13

Name of mine

Rich Rock....

Barry-Hollinger . . .

•i

, t

Golden Gate.... ..

a

Frood.... .... .. . .
a

Lake Shore . . . . . . .

a a

a a

Little Long Lac . . . 

Mcintyre.
Matachewan Cons. 
Moffatt-Hall......

Paymaster.

Pickle Crow
Preston E. Dome . . 
Red Crest.
Red Lake Gold 

Shore
Teck-Hughes

Wright-Hargreaves

Name of owner

Barry-Hollinger Gold Mines, Ltd. . .

Buffalo Ankerite Gold Mines, Ltd. . .

Golden Gate Mining Co., Ltd.

Hollinger Consol. Gold Mines, Ltd. .

International Nickel Co. of Canada .

Little Long Lac Gold Mines Ltd. . . .

Mcintyre Porcupine Mines, Ltd.. . .

Moffatt-Hall Mining Co. Ltd.
Northern Empire Mines Co., Ltd. . . .

Pickle Crow Gold Mines, Ltd.
Preston East Dome Mines, Ltd.
Red Crest Gold Mines, Ltd.

Red Lake Gold Shore Mines, Ltd. . . 
Teck-Hughes Gold Mines, Ltd.

Wright-Hargreaves Mines, Ltd.

Name of 
deceased

f Peter Vanness. . . 
 1 David Barry. . . . 
[Fred. Mayfield. . 
Dragan Tadewick. 
Angus Clattenberg

Paul Bellmore. . . . 
John Nyrhila 
Eldon Votour. . . . 
Albert Zulis......
Gerald Smith 
Robert J. Green . . 
K.Kotula....
H. C. Gabourie.. 
A. J. de Repen- 

tigny
EarlN. Fyfe.... .
/J. Evjert.......
\J. Oullette.... ..
John P. Ryan 
Oscar Neilson 
J. Shimuradick . . . 
Roy Kiesman 
Dante Damiani. . . 
G. MacGregor. . . .

Oscar Soderback..

Tnr*\r Old

J. Laakkanen

f R. Warwick.....

J. Bottrill
Albert Peterson. 
Geo. Cadman. . . 
Chas. Dooda. . .. 

Wilfred Donohue. 
Stanley Borota. . .
D. Benuick

Wm. Stevenson . . 
Harry Omelchuk. 
David Johnson. . . 
Pete Blahey

Wilfred Calder. .. 
Stanley Crnic

Gabriel Lengel . . . 
fMattiKauppi... 

1 Axel Ostman 
/Geo. Stark.... . .
\FrankZalec..... 
Wm. Temberg. . . . 
J. E. Banks.... . .

Age

42 
26
38 
38 
38

34 
30 
23 
21 
28 
28 
40 
33

20 
36 
36 
36 
30 
56 
35 
33 
48 
22 
28 
32 
37 
32 
42 
37 
36 
19 
27

48 
25 
33 
46 
33 
27 
33 
31 
34 
59 
38 
34 
48 
33 
24 
33 
32

26 
32 
33 
29 
49 
32 
30 
31



OR ABOUT ONTARIO MINES, 1936

Occupation

Skip tender. . . . 
Drill Helper . . . 
Drill Helper. . .

Timberman 
Shaft Leader . . .

Mill Helper.... 
Compressorman 
Mill operator. . 
Trammer 
Driller. .......

Driller
Drill helper. .. .

Driller 
Skip tender. . . .

Driller
Driller. .......

Shaf tman

Cage tender. . . 
Shaf tman. 
Drill helper 
Drill helper. . . . 
Timberman's

Timberman. . . . 
Shift boss 
Shaft leader . . .

Timberman 
Timberman 
Driller

Mine captain . .

Trammer 
Driller

Drill helper.. ..

Driller. .......
Driller
Timberman 
Timberman 
Drill helper.. ..

Drill helper.. . .

Nationality

British. . .... . .. ..
British. . ..... .. ..
British
Jugo Slav.
British.

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

British.
British.

British
British . . . . . . . . . . .
^TrvfOTp ff\ c\ T\
Jugo-Slav. 
Pole . . . . . . . . . . . . .

British . . . . . . . . . . .

Swede
Finn. 
Czecho-Slovakian. . 
British.
Finn. 
Finn 
British.

British

British. .. . . . . . . . .
Swede
British.
British
British
Jugo-Slav

British
British

Pole 
Jugo-Slav 
British
British
Jugo-Slav . . . . . . . . 

Hungarian

Jugo-Slav
Russian
British
Jugo-Slav

Married 
or 

single

M
M 
S 
M 
M

M 
M
S 
S 
M 
S 
M 
M

S 
S 
S 
M
S 
M 
M 
M 
M 
S 
Ss s
M 
M
M
M 
S

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

S 
M 
M 
S 
M 
S 
M 
M

Above 
ground

1 
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
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

(Explosion of approximately 
1*4 cases of dynamite. 
Cause unknown. 

Suffocated in run of muck. 
Struck by falling pipeline in 

shaft. 
Fall of ground. 
Fall of ground. 
Fell down shaft 
Crushed in bucket elevator. 
Caught on drive belt. 
Suffocated in mill storage bin. 
Struck by chute log. 
Fell down raise when gassed.

Struck by falling timber in shaft. 
Struck by cage in shaft. 
^Delayed too long blasting.
Fall of ground in shaft. 
Pinned by slide of muck. 
Fall of ground. 
Thrown out of cage in shaft. 
Struck by falling plank. 
Probably struck by car. 
Premature blast. 
Motor collided with closed door. 
Struck by cage in shaft. 
Fall of ground. 
Fell from cage in shaft. 
Fell down shaft. 
Struck by slide of muck. 
Fall of ground.

Fall of ground.

Collapse of staging in shaft.

Delayed too long blasting. 
Crushed by cage in shaft. 
Delayed too long blasting. 
Fall of ground. 
Run of muck in shrinkage stope. 
Pierced by falling pipe in shaft. 
Fall of ground. 
Struck by falling drill steel. 
Run of muck in shrinkage stope. 
Fall of ground 
Struck by falling plank in shaft. 
Crushed by cage in shaft.

Crushed by cage in shaft, 
l Drilled into missed hole.

l Rock burst.
Struck by falling drill steel. 
Buried in run of sand fill. 
Fall of ground.



TABLE OF FATAL ACCIDENTS AT

No.

1
2
3
4

Date

Oct. 28
Feb. 5
Feb. 6 
Sept. 30

Place

Calcining Plant
Blast Fee. Plant. . .
Nickel Refinery . . . 
Orford Process

Name of owner

International Nickel Co. of Canada. .

Name of 
deceased

Russell Barbeau . .
H. L. Giddings. . .
Elmer J. West.... 
Steve Kanuch

Age

18
37
37 
38

TABLE OF FATAL ACCIDENTS AT

No.

1
2

Date

Aug. 26
April 7

Name of owner Name of 
deceased

William Lang
Roy Post........

Age

39
44



METALLURGICAL WORKS, 1936

Occupation

Fireman . . . . , . . . .

Nationality

British.
British.
British.

Married 
or 

single

S
M
M
M

Cause

Fell from ladder.

QUARRIES, 1936

Occupation Nationality

British.......
British.

Married 
or 

single

M
M

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

Occupation

Blockholer.
Cage tender
Carpenter
Compressorman .
Craneman.
Driller
Drill helper..
Fireman.
Labourer.
Mill helper
Mill operator
Mine captain
Motorman
Nipper.

Shaft leader

Shift boss
Skimmer

Total.

American

1

1

Austrian

1

1

1 c
PQ

1

1
1
2
3
1
3
1
1
1

1

6
1

1
5
?
1

3?

Czecho- Slovakian

1

1

?,

o cs

7,
1

1
9,

fi

Hungarian

1

1

a .S
3 i  i

1

1

2

5
55i ft

9,
3

3

8

Norwegian

1

1

9,

01l

19,

3

Russian

1

1

9,

4J o1w

1

1

1

3

3
Z
iiiii
9
R
1
3
1
1
1
1
1
2
?,
8
1
1
9,
9
6
1

63

The ages of the men killed are as follows: 

17-20

3

21-25

5

26-30

11

31-35

19

36-40

15

41-45

3

46-50

5

Over 50

2

Total

63



Non-fatal Accidents

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

Cause

Fall of persons
Falling objects.
Hand tools.
Tramming
Flying objects, sledging, etc.

Rock or ore at chute
Strain while lifting
Handling rock or ore

Crushed between two objects

Machinery.

Explosives
Cage, skip, or bucket.

Electricity

CioS

Total

Surface

107
82

14
36

45

si
43

66

15

25

3
3
3
1

12

605

Under 
ground

176
161
59

145
07

131
110
63

106
73
59

102
10
fifi
49
39
37

2
19
6

1,510

Total

283
243
178
159
133
131
110
108
106
104
102
102
76
66
64
39
37
27
19
6
3
3
3
1

12

2.115

The causes of non-fatal accidents at metallurgical works were :-
Falling objects......... .... .......... 40
Fall of persons... .......... .......... 22
Burned by slag, matte, or scrap........ 13
Crushed between two objects.......... 11
Strain while lifting. . ...... .. ..... .... 9
Flying objects, sledging, etc............ 7
Cranes, ladles or hooks. . .. . ... ... .... 6
Burns...... . . .. . . . .. .. . ... .. ... .... 5

Transportation. .... ................. 5
Hand tools.......................... 5
Running into or striking objects. . ..... 3
Nails or splinters..................... 2
Burns by acid. . ..................... l
Electricity. ... . ..................... l

Total.......................... 310

The causes of non-fatal accidents at clay, sand and gravel pits were:-
Fall of persons............ . .... .... .. 4
Machinery........ . ................. 4
Falling objects..... ...... .. ...... .... 4
Strain while lifting. . ... ... ... ........ 3
Fall of material. .... ...... .. ......... 2

Transportation. 
Hand tools 
Striking objects.

Total..... ..................... 20

The causes of non-fatal accidents at quarries were: 
Handling material......... ....... . . .. 25
Fall of persons. .................. . ... 11
Falling objects.. .. . .... . ....... ...... 11
Flying objects, sledging, etc............ 10
Crushed between two objects... ... .. .. 9
Transportation. . .. . . .. . .. ........... 7
Hand tools.......................... 6

Fall of rock. . .. . .. . . . . .. . ... .. .. .... 5
Strain while lifting. . ..... . . .. .. ...... 4
Machinery.. . . . . ... . . . ... ........... 2
Derricks, cranes, etc....... . ... ....... 2
Nails or splinters.... .. .. . .. .. . . ...... 2

Total...... . ................... 94
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Infection
Records show that infection followed in 209 cases out of a total of 2,359 

accidents.

Location

Mines, surface.
Metallurgical works
Quarries

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

No. of 
accidents

1,510
605
130
94
20

2.359

Accidents followed 
by infection

139
57

5
5
3

209

Per cent, 
infection

9.2
9.4
3.8
5.3

15

8.9

Accidents from Explosives

Cause

Ti(*l A vpd Wl Q ct

Total....

Non-fatal

Number 
accidents

8 
6 
2 
5 
1 
1 
1 
1 
1

26

Men 
injured

13 
8 
3 
7 
2 
1 
2 
1 
2

39

Fatal

Number 
accidents

4 
1

1 
1

7

Men 
killed

5 
2

1 
3

11

Total

Number 
accidents

12 
7 
2 
5 
1 
1 
1 
1 
1 
1 
1

33

Men 
killed or 
injured

18 
10 
3
7 
2 
1 
2 
1 
2 
1 
3

50

Non-Fatal Accident Frequency
The following table gives the respective non-fatal accident frequency at 

mines, metallurgical works, quarries, clay, sand and gravel pits, based on number 
of accidents per thousand men employed, for the years 1926 1936, inclusive.

1926

171

1927

160

1928

141

1929

126

1930

117

1931

100

1932

98

1933

95

1934

93

1935

90

1936

83

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: 

1927

2

1928

1

1929 1930

6

1931 1932 1933 1934 1935 1936 Total

9

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

1927

10

1928

4

1929

14

1930

10

1931

7

1932

3

1933

4

1934

4

1935

6

1936

4

Total

65
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Classification of Non-Fatal Accident Rates at Producing Mines, 1936

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

0 50

Canadian Gypsum
McLaren-Porcupine
O'Brien (Cobalt)
Omega
Cobalt Properties, Ltd.
Mcintyre-Porcupine
International Nickel (Mines only)
Hollinger (Timmins property)
McKenzie Red Lake

51 100

Golden Summit
Howey
Gomak
Miller Lake O'Brien
Anglo-Huronian
Wright-Hargreaves
Coniaurum
Hollinger (Ramore property)
Sylvanite
Toburn
Lake Shore
Schreiber Pyramid
Falconbridge (Mine only)

Average producing mines—90.6 per M.

Kenland
Bidgood
Gillies Lake Porcupine
Shenango

101 150

Stanley
Hollinger (Young Davidson)
Bousquet
Duport
Teck-Hughes
Dome Mines
Chromium Mining and Smelting (Mining only)
Northern Empire
L. B. United
Minto
Kirkland Lake Gold
Macassa
Argosy
St. Anthony
Pickle Crow
Hillside
Paymaster
Hudson Patricia

151 200 *

Sturgeon River Gold
Nipissing
Central Patricia
J-M Consolidated
Parkhill
Cuniptau
Ashley
Phoenix Molybdenite
Sol d'Or
Gypsum, Lime and Alabastine
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Morris Kirkland 
McMillan 
Buffalo Ankerite 
North Shores

201 250 l Red Lake Gold Shore 
Henderson Talc 
Little Long Lac 
Tashota 
Darwin

{ Canada Talc 
Wendigo Gold 
Ardeen 
Matachewan Consolidated

( Pamour Porcupine 
Edwards 
Kenora Prospectors 
Black Donald Graphite

Prosecution
A charge was laid against Robert Kennedy, a miner, as follows:
"Robert Kennedy, at the Township of Teck, on the 6th day of December, 

1936, did, in the course of mining operations while driving a sub-drift from 
the east end of 3,202 west section, No. 14 stope, in the Lake Shore Mines, Limited, 
in the said Township of Teck, unlawfully neglect to comply with the provisions 
of ̂ Section 163, Rule 61, of the Mining Act of Ontario, being Revised Statutes 
of Ontario, Chapter 45 and the amendments thereto to date, by failing or 
neglecting before blasting to cause all entrances to the place or places where 
such blasting is to be done or where the safety of persons may be endangered 
by such blasting, to wit: 3,202 west section No. 14 stope, to be effectively guarded 
so as to prevent inadvertent access to such place or places while such charges 
are being blasted."

A plea of "not guilty" was entered before Magistrate S. Atkinson, at 
Kirkland Lake, on January 7, 1937.

Kennedy was found guilty and the minimum fine of S10.00 and costs or 
30 days was imposed by the magistrate.

Summary of Rope Tests, 1936
The following is a summary of the tests made in the Wire Rope Testing 

Laboratories of the Department of Mines during 1936: 
Tests for Ontario mines under Act... . . . . . .. . . . .. . . . . . . . . . . . ... . 448
Special informative tests. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15
Tests for wire-rope manufacturers. . . . . . . . . . . . . . . . . . . . . . . . ... . . . 19
Tests fo'r mines outside Ontario. . . . .. . . . . .. . . . . . . .. .. . . . . . . . . . . 21
Other tests. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

Total. . . . . . . . ... . ... . . . . . . . . . . . . . . . . . . .. . . . . ... . . . . . . . . . 506

Fatal Accidents 
MINES

Addington Mines, Limited
Three men were instantly killed in an unexplained explosion on the 300-foot 

level of the Rich Rock mine, at 2.15 A.M , on March 27. They were: Peter 
Vanness, aged 42, British, married, trammer; David Barry, aged 26, British, 
married, trammer; and Frederick Mayfield, aged 38, British, single, skip tender.
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Six other men were working on the 300-foot level at different places along 
the main drift north or south of the main crosscut at the time of the explosion. 
These men were thrown about by the concussion, but were uninjured and were 
able to make their way to surface after the blast.

While the exact circumstances surrounding the explosion can never be 
known with certainty, an examination of the workings after the accident leads 
to the belief that the trammers had placed a case and a half of powder (50 per 
cent. Forcite) in their car with the intention of taking it in to the drill crew to 
load their round, and had just received sufficient capped fuse from the skip 
tender, as one of the men when found had clasped in his hand a roll containing 
the correct number of fuse for loading the round.

From the position in which the bodies were found and the nature of the 
injuries received by the men, it is evident that they were at some distance from 
the car when the explosion took place and were probably at the shaft in the 
approximate positions in which the bodies were found. Two apparent reasons 
for their being in such positions may be assumed. The men were either at the 
shaft for the purpose of receiving their fuse from the skip tender, or they may 
have attempted to get away from the level in the face of an impending explosion. 
If the latter alternative be accepted, the assumption that a burning carbide 
light fell into the open case of powder in the car might account for the ignition 
of the powder. There appears no likelihood of blasting caps having been in 
or near the car.

The car in which the powder had evidently been placed was completely 
demolished and the shaft station and ladders in the shaft manway for a distance 
of 40 feet above the level were badly wrecked. The ventilation line and 
compressed air line on the level were torn down.

An inquest on the body of Vanness was held at Flinton, on April 14, before 
Coroner T. M. Galbraith, M.D., of Napanee. The jury's verdict was as 
follows: 

We your jury concerning the death of Peter Vanness. We find that the death took place 
about 2.15 A.M. on the morning of March 27th at the three hundred-foot level of the Rich Rock 
gold mine at Flinton caused by the explosion of dynamite. Cause of explosion unknown. Owing 
to the circumstances we find no blame attached to anyone.

Ardeen Gold Mines, Limited

Dragan Tadewick, Jugo-Slav, aged 38, married, with two children, employed 
as a drill helper, died of suffocation when buried in a run of muck in No. 1,002 
stope on the 1,000-foot level of the Ardeen mine about 11.45 A.M. on April 13.

This is a shrinkage stope which was started over timber for a length of 
120 feet, with six chutes and two man ways. By the time the stope had reached 
a height of 35 feet the length had been reduced to 56 feet, which was maintained 
until a height of 52 feet was reached. Sub-drifts were then driven from both 
ends of the stope, following which the length was increased to 85 feet, and a 
raise was put up from the centre of the stope to the 875-foot level. By April 13 
the stope had reached a height of 85 feet.

The day shift (7 A.M.-4 P.M.) on April 12 drilled off and blasted the north 
breast, which was then between No. 4 and No. 5 chutes, but did not pull these 
chutes as the muck was low on the north side of the stope.

The night shift (7 P.M.-4 A.M.) on April 12 found a missed hole in the north 
breast, so they drilled off and blasted a slash at the bottom of the raise. They 
found the muck in front of the north breast was about 4 feet from the back, and 
started to pull No. 5 chute, but it became hung up after eight l-ton cars had been
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loaded. The level of the muck did not change. Night-shift Boss Jacobson 
had No. 5 chute blasted before coming off shift, and left a note for Day-shift Boss 
Johnson warning him of the hung-up condition of this chute and advising that 
he had blasted it.

Johnson received the note when he came on shift on April 13. He im 
mediately went down to the 1,000-foot level, and found muck in No. 5 chute. 
On returning to the shaft he met Mine Captain Sampson, who ordered him to 
go into No. 1,002 stope and instruct his regular crew, consisting of Driller A. 
Goodnick and his helper, D. Tadewick, to build a staging and use a cross bar at 
the north breast, in case the surface of tne muck had not settled. Johnson 
states that he gave these orders to Goodnick, and that he remained in the stope 
until the men had started to cut the hitches for the staging. The muck was still 
about 4 feet from the back in front of the breast.

The men constructed the staging with two round sprags, 5 inches in diameter, 
and three 3- by 8-inch planks, 16 feet long. They then set up a vertical 4-foot 
bar on top of the muck directly in front of the north sprag, and commenced 
drilling.

About 11.45 A.M. Goodnick was drilling his fourth hole, and Tadewick was 
sitting on the end of the staging in front of him, when the muck immediately 
under him suddenly dropped about 15 feet. As the muck dropped the bar and 
drill also went down. The latter hit the sprag supporting the north end of the 
staging, broke it, and precipitated the men into the moving muck. Tadewick 
went down first and was completely covered. Goodnick fell on top of him and 
was covered up to his neck with muck. The drill fell across Goodnick's chest 
and continued to run. The accident was not discovered until the men on the 
875-foot level started out to the shaft for lunch about ten minutes later, and heard 
Goodnick yelling.

Rescue operations were immediately started under the direction of Mine 
Captain Sampson. It was found necessary to timber down to Goodnick to 
keep the sides of the muck pile from running in and completely covering him. 
He was not released until 4.40 P.M. Tadewick's body was recovered at 6.55 P.M.

Goodnick states that he received orders from Johnson to construct a staging, 
but does not recall being told to use a cross bar. He was told that No. 5 chute 
was hung up, but states that he presumed it to be below the rear section of his 
16-foot staging, instead of directly below the breast. He states that he con 
sequently did not think any settlement of the hung-up muck would disturb his 
set-up, particularly as he thought that the breast was over the sub-drift which 
he had helped to drive about 25 feet lower down in the stope.

No. 5 chute was not pulled by the day shift on April 13.
An inquest was held by Coroner J. W. Cook, M.D., at Fort William on 

April 18. The jury returned the following verdict: 
That Dragan Tadewick came to his death in the Ardeen mine. Moss township, in the district 

of Thunder Bay, on April 13th, 1936, from suffocation caused by being buried in a run of broken 
ore in No. 1,002 stope on the 1,000-foot level of the above mine.

Barry-Hollinger Gold Mines, Limited

Angus Clattenberg, British, aged 38 years, married, his wife and two children 
residing in Boston Creek, was instantly killed in the main shaft of the Barry- 
Hollinger mine, on February l, at 11.45 A.M., when the work of dismantling the 
equipment was being carried on.

Clattenberg and three other men were taking a 2-inch pipe line out of the 
shaft and were about 85 feet below the 200-foot level. Eric Ritchie was on the
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set above Clattenberg, hammering the pipe to loosen the rust on the coupling. 
John Mulvihill and Gordon Cameron were on the landing below Clattenberg 
to hold the pipe as it was taken off. As Ritchie was hammering the pipe it 
broke loose at the 200-foot level and fell down the shaft. One of the hangers 
must have hit Clattenberg on the head and arm as it fell with the pipe. He 
sustained a broken arm and a fractured skull.

The hangers were clamps with a bolt on each side of the pipe, but only 
an 8-inch projection on one side, and were not spiked to the divider. Evidently 
the men had turned the hangers off the timber while they were taking off a 
length of pipe below, and at the same time loosened the joint so that the threads 
pulled out at the 200-foot level.

An inquest was held on February 5, by Coroner J. F. Edis, M.D., the jury 
returning a verdict of accidental death.

Boiisquet Gold Mines, Limited
Paul Bellmore, British, aged 34, married, with one child, employed as a 

timberman at the Bousquet mine, was fatally injured in No. 301 stope on the 
300-foot level, about 9.30 A.M., on December 2. He died in the Sudbury hospital 
at 6.30 P.M., on December 11.

This is a stulled stope about 350 feet long and 4 feet wide which is being 
mined from east to west with three 24-foot faces. At the time of the accident 
the east end of the stope was 67 feet and the west end 9 feet above the back of 
the drift. The first floor had been established at a height of 24 feet for a distance 
of 195 feet from the east end, and eight ore chutes had been put in. A second 
floor had been established 24 feet above the first for a distance of 80 feet from 
the east end, and the first three chutes had been carried up to it.

On the morning of December 2 Bellmore and his helper, O. Langlois, were 
continuing their work of the previous day, which was the installation of three 
pairs of stulls to continue No. 5 chute from the first floor up to the second floor 
horizon. They had put in the bottom pair and one of the second pair the 
previous day.

They completed the second pair, and then put in a new staging on sprags, 
18 feet above the first floor, without making any effort to sound or scale the walls 
above them. They then started to put in a sprag to carry a snatch block to 
assist them in hauling up the last pair of stulls. Bellmore was standing near 
the east end of the staging in the act of lifting this sprag into position, and 
Langlois was at the west end, when a large, flat slab of loose rock came off the 
65-degree hanging wall just above the east end of the staging. It hit Bellmore 
a glancing blow and knocked out the east sprag supporting the staging. Bellmore 
and Langlois fell 18 feet to the floor below.

Langlois was uninjured. Bellmore sustained a fractured right ankle, also 
deep lacerations and fractures of the right arm and hand. He was removed 
to the Sudbury hospital the same day. His progress was excellent until December 
6, when he developed an acute ileus, or paralysis of the bowels, from which he 
died at 6.30 P.M. on December 11.

An inquest was held by Coroner H. M. Torrington, M.D., at Sudbury, on 
December 23. He gave a verdict of accidental death, stating that Bellmore 
died "from an acute ileus as the result of injuries received at the Bousquet mine 
on December 2."

Buffalo Ankerite Gold Mines, Limited
John Nyrhila, aged 30, Finn, married, was struck and partially buried 

by a fall of rock at the 1,075-foot station of the main shaft at the Buffalo Ankerite
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and then shovel the muck into it from the landing above in the adjacent 
compartment.

Votour went down to the first landing and started to shovel the muck from 
the landing in the bucket compartment into the next one, while Mrakuzick 
went to fill another car. When Mrakuzick came out again Votour had dis 
appeared and several of the stage planks were missing. An alarm was given 
and Votour was found in the sump 80 feet below.

Votour had put 12 or 15 shovels of muck into the next compartment and 
then presumably had stepped to the other side of the stage, when one of the 
2- by 4-inch timbers gave way at one end and let him drop down the shaft, 
with several planks. The second safety landing on the set below had been 
taken out the previous day for shaft inspection purposes, it is claimed, and 
had not been replaced. Investigation showed that the piece of timber which 
failed had not been safely spiked. There were two 6-inch spikes through it and 
three 4-inch spikes. After the accident it was found suspended by one 6-inch 
spike which had not moved. The other 6-inch spike had bent and also two of 
the 4-inch spikes. The third 4-inch spike had been driven into the plate close 
to the bottom and it took a chip off the plate without being bent itself. The 
jar of the bucket striking it no doubt helped to loosen it.

An inquest was held before Coroner H. E. Montgomery, at Timmins, on 
July 3. The jury returned the following verdict: 

That Eldon Votour came to his death on or about June 23rd, 1936, as the result of a fractured 
skull through the following: We, the jury agree that through neglect on the part of some party 
or parties, the bulkhead 8 feet below the loading platform and 28 feet below the level the bucket 
was loaded on were not put in their proper places. Also we do agree that the two by fours with 
d 2 scribed nails were not sufficient support to hold the bucket with a loose cable while being loaded.

Albert Zulis, British, aged 21, single, with no dependents, employed as a 
spare mill and crusher helper, died in St. Mary's Hospital, Timmins, at about 
9.30 P.M., on October 12, from haemorrhages of the brain resulting from head 
injuries received about 12.15 P.M. on October 7, at the south mill of the Buffalo- 
Ankerite Gold Mines, Limited, when he was crushed against the inside of the 
tube-mill elevator-housing by the elevator buckets.

On the morning of October 7 the grinding unit of the south mill was shut 
down for repairs. It was proposed to reline the tube mill, repair the drive 
coupling, blow out the tube mill and the ball mill motors, change the oil and 
generally touch-up the switches for these mills, and to reline with rubber the 
bottom of the launder that carries the discharge from the elevator to the classifier.

About noon all of the above repairs, with the exception of replacing the 
cover of the launder, had been completed. Zulis was replacing the cover at 
the elevator end of the launder. F. Robertson was working at the tail or classifier 
end. At this stage, James Engstrom, mill superintendent, who was with the 
two men, told them that he would start up, and left them to go over to the switch 
controlling the tube-mill motor. He told the two mill operators, who were at 
the clarifier, to start up and proceeded over to the switch. He found the "stop" 
sign still on the switch. As he was looking around the motor to see if all was 
clear, he heard shouting from the vicinity of the elevator. In the meantme, 
Joe Engstrom, one of the mill operators, having received word to start up, went 
to start the elevator. The starting button for this is at the top and to the left 
of the elevator-housing. He glanced into the housing through the trap door in 
the top cover and, as everything looked all right, started the motor. Almost 
immediately he heard a scream from inside the housing. He shut off the power, 
at the same time shouting to the mill superintendent. On looking into the
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elevator-housing the mill superintendent could see nothing at first, but finally 
saw the back portion of a man wedged between the buckets and the wall of the 
housing, just above the lip of the launder. His feet and legs were out in the 
launder and his head and shoulders were hanging down behind the elevator 
belt. He was taken out through the bottom doors of the housing after the belt 
had been cut.

No one saw Zulis go into the elevator-housing and no one knows any reason 
for his going. It has been suggested that he may have thought that the rubber 
lining on the bottom of the launder needed nailing at the lip and got into the 
housing to do this. However, he told no one of his intention and did not put 
up a "stop" sign on the switch controlling the elevator. He did not even take 
the extension cord and light which was hanging there into the housing with him.

It is the practice to hang a "stop" sign on the switch when any machinery 
is shut down for repairs. The mill operator in charge of the machinery is re 
sponsible for putting up this sign before repair work is started and for seeing that 
everything is clear before taking down the sign and starting the machinery 
again. This practice was carried out in the case of the tube-mill repairs. No 
sign was placed on the elevator switch as the elevator was not down for repairs 
and no work in the elevator-housing was contemplated.

An inquest was held on October 15, before Coroner F. C. Evans. The 
jury returned a verdict of accidental death, and added the recommendation 
that to prevent similar accidents "the mill superintendent or the shift boss in 
charge of repairs personally see that every man report himself clear of machinery 
before any switch is thrown to start motors."

Centaur Mining Company, Limited
Gerald Smith, aged 28, was killed by a belt at the compressor plant of the 

Centaur Mining Company, on June 21, between the hours of 2.30 A.M. and 6 A.M. 
He was British, married, and had been employed in operating an electrically- 
driven compressor for six weeks.

The compressor plant was located in a building on the property of the 
Deloro Smelting and Refining Company, Limited, and was used to supply 
compressed air to the mine on the adjoining property. It was operated in three 
shifts and Smith was working from midnight to 8 A.M.

He was last seen by an employee of the Deloro Smelting and Refining 
Company at about 2.30 A.M., and his body was found by another employee at 
about 6 A.M.

The compressor was driven by a 75 h.p. motor with a 12-inch belt. The 
guard rails were in place and it is presumed that Smith crawled under the guard 
to feel the bearings on the motor. This could have been done, however, from 
the side of the motor on the opposite side of the belt.

The body was found a few feet from the motor with one arm severed and 
severe injuries about the chest. The collar bone and several ribs were broken 
and there were slight injuries to the head.

An inquest was held at Deloro on June 26, and the jury returned a verdict 
of accidental death.

Coniaurum Mines, Limited
Robert J. Green, British, single, aged 28 years, died of suffocation when he 

was buried by a slide of finely-crushed ore in the 1,000-ton storage bin located 
between the rolls and tube mills in the Coniaurum mill, about 8 P.M., on 
October 29.

Green was working his first shift as a mill operator on the night of the
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accident, but had been employed about the plant since July 25 in the capacity 
of painter.

The bin in which Green was trapped is a flat-bottomed, cylindrical, steel 
bin, 35 feet in diameter by 20 feet in depth, and receives the rolls product from 
an inclined conveyor-belt discharging above the centre of the bin. The tube- 
mill feed is drawn from three hopper chutes located over a conveyor-belt installed 
under the bin. Owing to the fineness of the material stored in the bin and its 
moisture content, considerable difficulty is experienced in maintaining a proper 
discharge of the product and it is frequently necessary for the operator to go into 
the bin and break down the steeply standing material to obtain a constant feed 
to the tube mills.

For the protection of the operator on such occasions, a standard safety 
belt was installed at the top of the bin, with a life-line attached running up over 
a pulley above the centre of the bin, with the slack end fastened to a bracket 
at the edge of the bin. Standing mill orders are that an operator must always 
notify the shift boss if circumstances require him to work on the top of the bin, 
the safety belt must be worn and, as a further safeguard, the operator is required 
to carry a whistle provided for the purpose so that he may sound a warning should 
anything occur to endanger his safety during the operation. It was not clearly 
established that Green had been fully instructed as to the proper procedure to 
be followed in the circumstances, but earlier in the shift he was helping the 
crushing-plant operator when the occasion arose for the operator to enter the 
crusher-plant bins, where similar arrangements were made, and the man states 
that he outlined the entire procedure to Green.

Shortly after lunch time W. P. Shields, mill shift boss, missed Green from 
his regular post and instituted a search which resulted in the discovery that the 
safety-rope was taut and that the lower end was buried in the bin. Shields 
assumed that Green was buried with the belt and, after ineffectually attempting 
to draw the rope and man up through the ore in the bin, cut the rope and pulled 
the chute. Green was released from the bin after about six to eight tons of ore 
had been pulled through the centre chute, but life was extinct. No slack was 
found wound in on the bracket, so it is presumed that Green probably went out 
on the ore with a shovel in one hand and possibly attempted to hold the slack 
in with his other hand, but that a slide occurred and he lost control of the slack 
line and was buried. The whistle was not sounded and was later discovered 
hanging on the nail near the bin where it was customarily kept.

An inquest was held at Schumacher, on November 6, before Coroner F. C. 
Evans and a jury, when the following verdict was rendered: 

We, the jury, summoned to enquire into the death of Roger J. Green at the Coniaurum M ne, 
Schumacher, on the 29th of October, 1936, in the mill ore bin, find from the evidence heard that 
the deceased came to his death through suffocation, due to becoming buried in the ore bin and no 
blame for the accident can be attached to any one. The jury inspected the scene of the accident 
and find arrangements for more protection are being provided for the safety of the men employed 
on this particular work. We are of the opinion that there should be two men assigned to the 
duties of loosening the ore in the bin, one on the staging to assist the man in the bin when loosening 
the ore.

Dome Mines, Limited

Konstantyn Kotula, a trammer, Polish, aged 40 years, married, his wife 
and three children living in Poland, was injured while pulling No. E chute of 
No. 1,004E stope on the 10th level of the Dome mine, about 9.10 P.M., January 
23, and died the following morning about 6 o'clock.

Kotula and his partner, Isaak Renne, were filling the last car of a train 
pulled from No. E chute. The car was of the Granby type and had a capacity
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of 80 cubic feet. Kotula was standing on a platform hung on the east end of 
the car. Renne was on a similar platform at the opposite end. A large rock, 
4J^ feet by 3^6 feet by 2}^ feet, had stopped in the chute about 2 feet above the 
bumper log and Renne pried it loose with his chute bar. It slid down the chute 
about 2 feet to the bumper log, a birch log about 10 inches in diameter, and 
struck it close to the chute rail that held it at the west end. The impact caused 
the rail holding the log at the east end of the chute to break off at the base, 
where it was bolted to the chute post. The upper end of the rail then dropped 
out of the hitch in the drift roof that held the upper end, and this allowed the 
east end of the log to swing out into the drift.

Kotula was struck by the free end of the log, and was pinned against a 
chute on the opposite side of the drift. His head and neck were bent over the 
chute plank and the log was partially resting on his shoulders and neck. Most 
of the weight of the log was taken by the rail which had swung across the drift 
and was also caught against the chute. Kotula was freed in a few minutes, but 
did not regain consciousness. His skull was fractured at the base.

The rail that broke was the standard 60-pound size used at the Dome mine 
for this work, and had been bent through 30 degrees. The break occurred at 
the bend, where it was bolted to the chute post, and showed a clean, fresh fracture 
over the whole cross-section, with no sign of flaws. The rail had been put in 
about a week before the accident. A new hitch in the roof of the drift, into which 
the upper end of the rail fitted, had been cut at the same time.

An inquest was held at South Porcupine, on January 29, before Coroner 
F. C. Evans, and the jury returned a verdict of accidental death.

Falconbridge Nickel Mines, Limited
Harold C. Gabourie, British, aged 33, married, with two children, employed 

as a machineman, was fatally injured in No. 701.20 raise on the 750-foot level of 
the Falconbridge mine about 1.45 P.M., on January 2, when he was overcome by 
gas and fell about 40 feet down the manway. He died at 12.45 A.M., on January 
3, in the Sudbury hospital. He had sustained a fractured skull, with laceration 
of the brain tissue, and did not regain consciousness.

This is a 7- by 11-foot stulled raise, inclined at an angle of 86 degrees, 
which has been put up from the sill floor at the west end of No. 701.20 cut-and-fill 
stope to the 500-foot level. The manway was equipped with an open slide next 
to the muck side, on which a small bucket was operated by means of a tugger 
hoist set up immediately in front of the raise. A control chute was located in the 
muck compartment 30 feet above the sill floor, with an entrance from the man 
way. An inclined timber bulkhead was used to cover the manway, a 16- by 
24-inch opening being left immediately below as an entrance to the face of 
the raise.

On the morning of January 2 the face of the raise was 13 feet below the 
500-foot level and 213 feet above the sill floor. The raise crew, consisting of 
F. Carlson and J. Sizer, completed drilling a round and blasted the 9-hoIe "burn" 
cut about 11 A.M., using from 5 to 7 sticks of 40 per cent. Forcite to a hole, and 
electric delay-action caps Nos. l to 9. Before blasting they tied their air hose 
just below the bulkhead, shut off the main valve at the foot of the raise, and 
opened the valves at the header. Sizer then went up to the 500-foot level to 
see that the approaches to the raise location there were guarded. On receiving 
word that this had been done Carlson set off the blast, and then turned on the 
air at the main valve.

After lunch they cut timber to raise the manway and trammed it to the
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raise. About 12.45 P.M. they turned off the air at the main valve, and Sizer 
went up to the top, leaving Carlson at the control chute. Sizer found that 
the crawl-through was blocked with muck, and signalled to Carlson to pull the 
chute. When the crawl-through was clear he signalled to Carlson to close the 
chute, but it was then hung up so Carlson barred it down and waited for a further 
signal. When he did not receive one he rapped on the pipe line and, receiving 
no answer, went up the raise to see what was wrong. On reaching the platform 
10 feet below the bulkhead he found Sizer lying unconscious; he left him, and 
went down for assistance. He found H. Gabourie and D. Benuik working in the 
drift below and sent them up the raise about 1.20 P.M. He turned on the air 
slightly, then from the stope, obtained S. Edwards and C. Tulloch, whom he also 
sent up the raise. He remained below to hoist the bucket for Sizer.

When Edwards and Tulloch arrived, Gabourie and Benuik had Sizer in 
the bucket, but did not have him fastened in. As they were feeling shaky, they 
left the new arrivals in charge and started down the raise, Gabourie in the lead. 
Edwards and Tulloch finished fastening Sizer in the bucket, signalled to Carlson 
to lower the bucket, and started down, Tulloch going first. When Tulloch 
was about 50 feet from the bottom he looked down and saw Gabourie about to 
collapse on the ladders, and told Benuik to catch him. Benuik replied that he 
was too weak to do so, so Tulloch passed him and snatched at Gabourie, but 
just managed to touch his clothing as the man collapsed. Gabourie slipped 
into the bucket slide and fell to the bottom, a distance of about 40 feet. In 
landing he hit his head on the column arm supporting the tugger hoist.

Meanwhile J. Mcl/eod, who was standing at the bottom of the raise, had 
sustained an injury to his left arm when hit by a falling pipe, which had been 
broken from the air-line by Gabourie in his fall, and Benuik had collapsed on 
a platform.

The hoist having been put out of commission when the air-line was broken, 
Benuik was removed from the raise with a rope, and regained consciousness 
shortly afterwards.

Sizer regained consciousness about 2.30 P.M. without the use of the inhalator, 
and returned to work the next morning. Gabourie was treated with the in 
halator and then taken to the Sudbury hospital, where he died at 12.45 A.M. 
the next day.

An inquest was held by Coroner H. M. Torrington, M.D., at Falconbridge, 
on January 15, and a verdict was given of accidental death resulting from a 
fractured skull, with the recommendation that all men underground should be 
instructed as to the location and use of gas masks.

There were four All-Service gas masks and an inhalator available in the 
foreman's office in the dry-house, but this was not known by the men who went 
up the raise nor by their shift boss. In reporting Sizer's accident to surface no 
mention was made of gas, and rescue operations were practically completed 
when the foreman and mine superintendent arrived at the raise. There were 
no missed holes nor indications of burnt powder in the face of the raise when 
it was inspected later.

Arthur J. de Repentigny, British, aged 20, single, employed as a shaftman, 
was fatally injured in No. 5 shaft, about 1.20 P.M., on February 10, when hit by 
a piece of falling timber. He died about 4.20 P.M. the same day, at the Sudbury 
hospital.

No. 5 shaft is a vertical, 3-compartment shaft which has been sunk to a 
depth of 1,430 feet. It is 17 feet 10 inches by 11 feet 8 inches inside the timber.
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The west and centre compartments are 5 feet 3 inches wide inside, and the east 
compartment is 6 feet wide inside. Skips are operated in the south halves of the 
west and centre compartments. The north half of the west compartment 
contains the manway, and the north half of the centre compartment contains 
a ventilation box and the counterweight for the large cage which operates in 
the east compartment. The entrance to the shaft at surface is on the north side.

A few days before the accident the cutting of a station at a depth of 650 feet 
was started to the north from the cage compartment. The compartment 
was bulkheaded four sets above and one set below this location, and was lined 
with plank between the bulkheads. A loading chute was built in the west side 
of the south half of this section just above the bottom bulkhead, to enable 
the broken rock to be loaded into the centre-compartment skip.

A few minutes before the accident the cage was lowered until the hood was 
about three feet below the surface collar. The deckmen, T. Lyman and W. 
Hickey, then started to load 6-inch round lagging, 16-feet long, into the cage. 
Hickey was on surface passing the lagging to Lyman, who was standing on the 
hood of the cage, and Lyman was passing them through the open door in the 
south half of the hood to the cage tender, A. Harvey, in the cage below.

In receiving the fourth piece of lagging Lyman dropped it, as it was slippery 
with ice. It slid off the hood of the cage, under the divider, into the centre- 
compartment skipway.

Meanwhile de Repentigny was standing on the northeast corner of the 
centre-compartment skip, which was not equipped with a hood, attempting 
to bar down a piece of rock that was caught in the chute at the 650-foot level 
station-cutting work. The falling lagging hit the shaft timber at three places 
above this, then hit the divider between the centre-compartment skipway and 
the cage counterbalance at the 650-foot level, glanced off and hit de Repentigny 
in the back, knocking him to the bottom of the skip. His partner, A. McKinnon, 
was working on the other side of the partition. On hearing something falling, 
followed by a cry, he investigated and found de Repentigny, still conscious, 
in the skip. He had sustained a fracture of the right femur, and two deep 
puncture wounds in the lower right back.

Two small pieces of the lagging were found in the skip. A 3-foot piece was 
found at 680 feet, a 7-foot piece at 800 feet, and a small piece at 892 feet in 
the shaft.

The injured man was removed to the Sudbury hospital, where he died at 
4.20 P.M. the same day. It was found that the punctures had collapsed his right 
lung, ruptured his liver, and caused an internal haemorrhage.

An inquest was held at Falconbridge by Coroner H. M. Torrington, M.D., 
on March 3, and a verdict of accidental death was returned.

Karl N. Fyfe, British, aged 36, single, employed as a shaftman, was instantly 
killed in No. 5 shaft of the Falconbridge mine, about 2.30 P.M., on February 24, 
when he fell down the shaft after being struck by the cage at the 325-foot level. 
He sustained a fractured skull and multiple injuries, no part of his body remaining 
intact.

Fyfe and his partner, P. Ratchford, were installing metal shaft-gates on the 
cage, or east, compartment. They started on the 200-foot level about a week 
before the accident, but, working intermittently, did not complete that installa 
tion until the morning of the 24th, after which they started on the 325-foot level.

The work consisted of placing a 10- by 10-inch false post, 13 feet long, in 
front of the northeast-corner shaft-set posts, and securing it in place by means
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of four tie rods driven through these posts, the centre posts, and the southeast- 
corner posts. The gate was hung on the outside of the false post.

They started to install the tie rods for the 325-foot level gate about 2.15 P.M. 
Fyfe went out on the east endplate and started to drive the two halves of the tie 
rods through the holes previously drilled in the posts, while Ratchford held the 
false post in position.

About 2.30 P.M. the cage tender, V. Bertrand, rang the cage up from the 
650-foot level to surface. As the cage passed the 325-foot level the cage safety 
dog, which operates on the north side of the east rear guide, apparently caught 
Fyfe in some manner and jammed him against the shaft timber. As it continued 
upwards he was released and fell down the cage compartment to a bulkhead at a 
depth of 807 feet.

Ratchford had his back to the shaft, lining up the holes for the north half of 
the third tie rod above the level, and did not see or hear the accident. Bertrand 
felt a bump as the cage passed that location, and realized that it had hit some 
thing. An examination afterwards revealed flesh and blood on the cage safety 
dog, and on the shaft timber at the 325-foot level.

Fyfe had told Foreman M. Chesser in the morning, and again after lunch, 
that he was going to call the cage and work from the hood. He used it twice in 
the morning at the 200-foot level, and once in the afternoon at the 325-foot level, 
but only for work which could not conveniently be reached from the shaft timber. 
There was no reason why all of his work in the shaft could not have been done 
from the cage hood, as the cage had comparatively little work to do that shift. 
However, he was an experienced steel worker as well as a shaftman, and probably 
considered it unnecessary to do so.

An inquest was held at Falconbridge, by Coroner H. M. Torrington, M.D., 
on March 3, and a verdict of accidental death was given.

Golden Gate Mining Company, Limited

J. Evjent, a driller, received injuries from which he died about six hours 
later, and J. Oullette, a helper, was instantly killed, while blasting a round in 
No. 202E drift, on the 200-foot level of the Golden Gate mine on September 
15, between 3.30 P.M. and 4.15 P.M. Evjent, a Norwegian, was 36 years old, 
was single and had no dependents. Oullette was British, aged 36, and had a 
wife and three children.

No. 202E drift is on the 200-foot level. The drift is 5 feet by 7 feet in 
cross-section. At the time of the accident the face was 400 feet from the shaft 
station. The drift was being driven by a drilling crew, consisting of a driller 
and helper, on one shift, and a mucking crew, consisting of two muckers, on the 
opposite shift. The shifts are from 7 A.M. to 4 P.M., and from 7 P.M. to 4 A.M., 
with an hour off for lunch. The men usually come to the surface to eat their 
lunch. The drilling crew starts with a fresh face, drills off with 20 holes, using 
one machine, and blasts the cut first and the square-up afterwards. The smoke 
is blown out with compressed air after both the cut and the square-up are blasted. 
The fuse is spit with a carbide lamp. The powder used is l ̂  by 8 Polar Forcite 
Gelatin. The fuse is dover Brand. It is made up on the surface in 8-foot 
lengths with No. 8 caps and sent down with the powder. From 135 to 165 
sticks are used to break a 7-foot round. The mucking crew mucks out the 
round and blasts any missed holes, leaving a clean face for the drilling crew.

On September 15 Evjent and Oullette were working on the 7 A.M. to 4 P.M. 
shift. They drilled off with 20 holes. They blasted the cut between 3 P.M. 
and 3.30 P.M. Sparling, the hoistman and engineer, states that the compressor
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that the centre lifter and the left hand lifter had not exploded. An examination 
and test of the fuse in these holes showed that they had not burned and apparently 
had not been spit. Some pieces of hat and rubber clothing were found just on 
the outside of the collars of the missed lifters. In the lot of fuse found in and 
on the muck pile, there were 21 pieces which had not been burned. They all 
had square-cut ends and ranged in length from iy^ inches to 4 feet 5M inches. 
They were evidently the pieces cut from the fuse for timing the shots, and had a 
totally different appearance to the pieces that evidently came from blasted holes.

An inquest was held before Coroner J. F. Edis, M.D., at 7.30 P.M., on 
September 23. The only two witnesses to the accident had been killed. From 
the evidence obtainable and from the examination of the scene of the accident, 
it was not possible to come to a definite conclusion as to what happened. It 
is likely, however, that when the blast occurred, Evjent, the driller, was in 
a bending or crouching position, engaged in lighting the lifters, and that Oullette, 
the helper, was standing a short distance behind him with the tools. Probably 
an easer hole or a breast hole went first. Oullette would get the full force of 
the blast while Evjent would get only part of it, the main part going over his 
shoulders. This would account for the fact that Oullette received such severe 
injuries, was found within 12 feet of the original face, and that the tools were 
found with him. Evjent would still be able to travel the distance of 49 feet from 
the original face, where he was found, before he collapsed or was struck by 
succeeding shots. The reason for Evjent's failure to finish lighting all the holes 
and get clear is also impossible to state definitely. If all the cuttings came from 
fuse used in the square-up, the shortest fuse would be 3 feet 6J4 inches, with a 
burning time of 2 minutes and 20.8 seconds. If, however, the two longest 
cuttings, 4 feet 5;^ inches and 3 feet 10 inches, came from the cut, the longest 
cutting from fuse used in the square-up would be 3 feet l ̂  inches. This would 
give the shortest fuse used in the square-up as 4 feet 10J^ inches, with a burning 
time of 3 minutes and 15 seconds. It is possible that this last assumption may 
be correct. The list of cuttings shows that they were cut with fair regularity 
with 2-inch differences. Either of the two burning times mentioned would give 
sufficient time to light the round of from 16 to 18 holes and get clear, if there 
were no delay. Evidently there was a delay of some kind, probably some diffi 
culty in lighting the fuse, and the men did not realize the time. After considering 
the evidence the jury returned the verdict that "the deceased came to their 
death by blasting from an undeterminable cause."

"Hot-wire" lighters will be used for lighting fuse in future. This, as well 
as being a better and quicker method of lighting, will give the men an easy and 
definite check on the time.

Hallnor Mines, Limited
John P. Ryan, British, single, aged 30, died in St. Mary's hospital, Timmins, 

at 7.30 P.M., on August 10, as the result of having had his skull severely fractured 
by a fall of rock in the shaft of the Hallnor Mines, Limited, about three hours 
earlier.

The shaft, at the time of the accident, had reached a depth of 71 feet. The 
concrete collar of the shaft and the timber sets below the concrete extended a 
total distance of 34 feet 4 inches. The depth of open shaft was 36 feet 8 inches. 
The piece of rock which struck Ryan fell out of the south end of the shaft, from 
a point 6 or 7 feet below the last set. The block of rock weighed approximately 
500 pounds and measured about 20 inches by 20 inches by 15 inches. There 
is a noticeable hole in the wall from which the rock fell. The rock broke away
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from a vertical slip with north-south strike. Before falling it had rested on 
a second slip which dipped into the shaft at approximately 45 degrees. This 
part of the shaft is in greenstone formation and is all cut up with slips and 
fractures.

Ryan was injured while he was drilling the cut-hole next to the east wall of 
the shaft. Elmer Lammi was drilling the cut-hole next to the west wall, and 
C. Macki was drilling the centre cut-hole between Ryan and Lammi. The 
falling rock also grazed Macki, breaking a small chip off the bone of his right 
elbow, and bruising his right thigh. Behind the three machine men, leaning 
against the south end of the shaft, was a pile of sharp drill steel, and between 
the steel and the machine men was James Ryan, brother of John. He was 
working as machine helper at the time, and was watching the drillers when 
the rock fell. He saw his brother fall when the rock struck him on the back 
of the head. There were no other eye witnesses although there were several 
other men at the other end of the shaft. Among the group at the other end was 
the shift leader, E. R. Stewart. Stewart's men had drilled since going on shift 
at 3 P.M. The three cut-holes they were drilling at the south end were nearly 
finished. They had previously drilled the shorter, inside cut-holes.

An inquest was held at Golden City on August 25, before Coroner F. C. 
Evans, and the jury returned a verdict of accidental death.

Hollinger Consolidated Gold Mines, Limited
Oscar Neilson, Norwegian, aged 56 years, married, employed as a sampler 

at the Hollinger mine since June, 1923, was killed in No. 15AE8 shrinkage 
stope, on the 1,100-foot level, some time during the afternoon of July 28, when 
he was pinned beneath a rock weighing approximately 1,500 pounds. This 
stope had not been working since July 17 and Neilson had been told of this. 
The reason for his entering the working on the afternoon of his death is not known.

The samplers at the Hollinger regularly work from 9 A.M. until 5 P.M. On 
July 28 Neilson ate his lunch with his helper, G. Chertain, whom he left about 
12.50 P.M. at the junction of No. 8 crosscut north and No. M4 crosscut, after 
instructing Chertain to sample two stope breasts and meet him again at 4.45 
P.M., at which time they could get the cage for surface.

Chertain finished his work and was waiting at the appointed place at 4.45 
P.M. When Neilson did not come, Chertain inquired of the cage tender if he 
had already gone to surface and was told that he had not. He reported this 
at the office when checking out.

When Neilson failed to report by 5.20 P.M. a search through the workings 
was instituted in an attempt to locate him. When search through the active 
workings was unsuccessful, attention was turned to the inactive headings and 
resulted in the discovery of his body in No. 15AE8 shrinkage stope by Shift 
Boss E. McAlinden. Rigor Mortis was well advanced when the body was 
found and it was the opinion of the attending physician that life had been ex 
tinct for some three or four hours. The position in which the body was found 
indicated that Neilson was on his knees pulling out the muck from beneath 
the slab with the pick when the piece moved forward a few feet, coming to rest 
squarely over his shoulders and back. He sustained two fractured ribs on the 
right side but death was attributed to suffocation due to the crushing effect 
of the weight lying on his body.

In checking up Neilson's movements after he left his partner at 12.50 P.M., 
the last contact that could be established was with a contract mucker whom he 
met in No. 33E8 crosscut about 1.15 P.M., and to whom he spoke briefly. A
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sample had been taken in the face of the heading that this mucker and his 
partner had previously cleaned out that day and, although no entry covering 
the taking of this sample was found in Neilson's book, it is assumed that he 
cut this sample after meeting the mucker. This work would possibly take 
about half an hour to complete, thus bringing the time to approximately 1.45 P.M., 
after which nothing can be established regarding his movements.

An inquest was held at Timmins on July 31, before Coroner H. E. 
Montgomery and a jury, and the following verdict was returned: 

We, the jury, find that O. Neilson came to his death by a fall of rock. We also find that 
the accident occurred through the deceased disobeying orders.

Howey Gold Mines, Limited

Joseph Shimuradick, aged 35, Jugo-Slav, married, was fatally injured in 
No. 1,315E stope of Howey Gold Mines, Limited, about 7.40 A.M., May 29, and 
died from injuries received, about 1.30 A.M., May 30. Shimuradick's injuries, 
caused by a fall of rock, consisted of compound fractures of the left arm, five 
broken ribs on the left side, and internal injuries about the chest. Shimuradick 
is survived by a wife and two children, who reside at Red Lake.

No. 1,315A stope of the Howey Gold mine is approximately 300 feet in 
length and 85 feet in width. The stope is divided into three sections, a north-side 
shrinkage stope, approximately 30 feet in width, a south-side shrinkage stope, 
approximately 27^ feet in width, with two large pillars in the centre of the 
stope. These pillars are each about 27 Y^ feet wide and are about 85 feet and 
127 feet in length. The north and south sections are connected at each end of 
the pillars. There are three openings into the stope, two by way of raises from 
the stope to the 1,000-foot level, 65 feet above the back at the time of the accident, 
and a third entrance from the level below through a pillar-raise at the west end 
of the stope.

On the morning of May 29, Stope Boss Harry Beverage and the machine 
runners entered the stope from the 1,000-foot level by a raise out of the south 
stope. The helpers from the stope remained on the level to gather steel for the 
shift's drilling. The runners proceeded to their working faces, Shimuradick 
and Fred Jurcic going to the west breast of the south stope. This breast had 
advanced from the raise where the men had entered the stope, at the east end of 
the west pillar, to the west end of the pillar, or approximately 85 feet, to a point 
30 feet from the extreme west end of the stope. The previous shift had blasted 
16 feet of breast next to the pillar at this face. Shimuradick proceeded to wash 
the face, back and walls, and muck behind the face. Stope Boss Beverage 
examined the above breast of the stope and left about 7.35 A.M. to go into the 
north section. Before leaving he pointed out a loose slab of rock about 12 feet 
by 7 feet and varying in thickness from a thin edge to 9 inches. He told 
Shimuradick to scale this slab. The slab extended across the stope, the north 
end of it being about 4 feet from the pillar, and the centre about 16 feet behind 
the breast. Shimuradick was washing with the hose when Beverage left. About 
five minutes later, while still using the hose, Shimuradick walked under the 
loose and it fell on him. The slab broke into comparatively small pieces when 
it struck Shimuradick and the muck pile. No good reason could be shown 
for Shimuradick's position under the slab. Jurcic claims that he was scaling 
near the pillar with his back toward Shimuradick and about 15 feet from him. 
A third man was also close by when the loose fell. This man, a machine runner 
from the north stope, had just come into the south stope to borrow a scaling bar. 
He had spoken to Jurcic and was just starting away when the loose dropped.





29

The hoistman, J. Rudkin, did not notice any obstruction while lowering 
the cage to the spill-pocket. Therefore, the only deduction that can be made 
is that the guides were split in such a way that the cage, on making the down 
trip, moved them out of line, so that they obstructed the cage on the return trip.

An inquest was held on September 18 before Coroner G. L. Bell, M.B., and 
the jury returned the following verdict: 

We, the jury, find that Roy Kiesman came to his death Wednesday, September 16th, 1936, 
at 9.05 P.M., by accident in the Howey Gold Mines shaft. We find the accident was purely 
accidental with no fault or blame to be attached to the employees or mining management or 
equipment, but do recommend special attention should be given to this particular part, where 
spill-pocket is only used at periodical times.

International Nickel Company of Canada, Limited

Dante Damiani, Italian, aged 48, married, with three children, employed 
as a timber nipper, was fatally injured in No. 29 stope, on the 36th level of the 
Creighton mine, about 10.45 A.M., on February 13, when hit by a falling plank. 
He died about 9.30 P.M., on February 14, at the Copper Cliff hospital.

On the morning of the accident Damiani and his partner, D. Egnoff, were 
delivering timber from No. 4 shaft station on the 34th level to stopes on the 
36th level. About 10.30 A.M. they trammed a load of 3- by 8-inch planks, 8 feet 
long, to the top of No. 22 fill raise in No. 29 stope, 36th level. This is a vertical 
raise having a completely enclosed chute in the man way for supplies. At that 
time the stope floor was 70 feet below the 34th level.

Damiani went down to the stope floor to remove the planks from the chute 
as they were lowered by Egnoff, and to guard the bottom of the raise. Egnoff 
tied the end of a %-inch manilla rope around the first three planks, putting a 
slip loop around one end and a half hitch at the other. He drove an 8-inch nail 
into the top plank and bent it over the slip loop, then snubbed the rope around 
the top of the ladder, and tied the loose end to a pipe line. When this was 
completed he shouted down to Damiani to see if all was clear below, and claims 
that he received an affirmative answer before starting to lower the planks.

When the load was about 15 to 20 feet from the bottom, one of the planks 
apparently slipped out of the rope and fell. For some unknown reason Damiani 
apparently was standing almost directly under the chute, and was hit on the 
chest by the falling plank. He was found lying on his back with his feet within 
several feet of the chute, and in line with it. His hat, with the attached lamp 
still burning, was found directly under the chute.

A stretcher was obtained but Damiani refused to be put in it, and insisted 
on walking down the ladderway to the 36th level, and out to No. 4 shaft, with 
assistance.

He was found to have fractured right ribs, and a punctured right lung. He 
was removed to the Copper Cliff hospital, where he died at 9.30 P.M. on February 
14, from shock and internal haemorrhage.

An inquest was held at Creighton by Coroner H. M. Torrington, M.D., 
on March 4, and a verdict of accidental death was given.

Shift Boss M. Mcivor stated that he had instructed Damiani that morning, 
and every morning, to stand back three sets from the bottom of the chutes when 
lowering material until the load had reached the bottom.

Gordon MacGregor, British, aged 22, single, employed as a driller, was 
fatally injured on the 2,200-foot level of the Frood mine, about 8 P.M. on April 18. 
He died in the First Aid room of the mine about an hour later.

He was drilling a slash round in the north wall of No. 47 crosscut on the
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east corner of the intersection with No. l drift, on the 2,200-foot level north. 
The face of the crosscut was about 30 feet east of the drift. Track had been 
laid into the crosscut face from the drift track, with the switch to the north of 
the crosscut. His bar was set up about 19 feet south of the switch points, 
and 2 feet east of the track curve into the crosscut.

Three muckers, E. Sauve, P. Rushinka, and M. Terkul, were working in 
No. 49.75 crosscut, located about 190 feet north of No. 47 crosscut, which had 
been driven about 25 feet east of No. l drift. Four 52-cubic-foot Granby cars 
had been left for their use in the drift north of their crosscut at the beginning 
of the shift.

About 8 P.M. Trackman T. Powluk was walking north in No. l drift. As 
he approached No. 47 crosscut he heard MacGregor's drill operating at full 
throttle. He then passed on the west side of two loaded cars standing just 
south of the crosscut. As he did so he heard the drill cut down to idling, and 
when he cleared the second car he saw MacGregor staggering away from the 
drill with his light in his right hand. MacGregor collapsed on the west side 
of the drift track, about 10 feet from the drill.

The drill was at right angles to the drift at a height of 3 feet 9 inches. The 
crank handle was 18 inches from the east rail of the drift track, and was between 
the rails of the crosscut track. A loaded car was standing on the crosscut track 
about 18 inches north of the drill. The drill set-up had not been disturbed, 
and there was a steel in the chuck of the drill, to the bottom of a 2-foot hole.

Powluk did not see anyone else in the vicinity. He states that MacGregor 
replied, "It's my stomach, I'm going to die," when he asked him what was wrong. 
Powluk went up to No. 49.75 crosscut and called on the muckers for assistance. 
Sauve states that while waiting for the motor he asked MacGregor if he had been 
hit by the car, and that he replied, "No, it's my stomach. Don't bother me."

MacGregor was taken to the First Aid room on surface, and a doctor was 
summoned. When the latter arrived about 8.40 P.M. he found him unconscious 
and in a state of extreme shock. He could not find any marks of external 
injury. Stimulants and an inhalator were used without success, and death 
occurred about 9 P.M. Three other doctors were summoned, injections were 
made into the heart, and artificial respiration was continued for two hours, by 
which time rigor mortis had started.

An accident was not suspected until a post mortem examination was made 
the following day, when it was discovered that there had been a severe rupture 
of the liver, which the doctors stated could only have been caused by a blow 
in the abdomen. In their opinion it must have been received within a few 
minutes of his collapse, and would not necessarily leave any external marks.

It was found that a timberman, M. Howard, and his helper, L. Lehtola, 
had taken a truck northwards in No. l drift about 7.30 P.M. They had found 
one or two cars of muck on the track near No. 47 crosscut, and had switched 
their truck into No. 47 crosscut while they pushed them south of the switch. 
MacGregor had swung his drill to let the truck pass him to clear the drift track. 
Lehtola states that he closed the switch after they brought the truck on to the 
drift track again. They encountered an empty car above No. 49.75 crosscut, 
switched their truck into this crosscut, pushed the car below the switch, and 
proceeded with their truck into the face of No. l drift, 125 feet farther north.

About 7.45 P.M. Howard went southwards past No. 47 crosscut, noticed 
that MacGregor was drilling, but did not observe any change in the position 
of the cars.

The muckers state that they had loaded three cars, and were working on
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the fourth, when summoned by Powluk. They claimed that they had left the 
full cars about half way between No. 47 and No. 49.75 crosscuts, and could 
not explain how the full car had gone in on the No. 47 crosscut track. There 
is a slight down grade in the track towards the south, but when tested it was 
found that a loaded car would not move more than a few feet without being 
pushed by several men.

There would appear to be some connection between the car which was 
close to the drill and the injury sustained by MacGregor. The only object 
which would seem likely to have caused the injury is the crank handle of the 
drill. There was sufficient clearance for a man to pass between the car and the 
drill, and it was impossible for MacGregor to have moved the car away from 
it. It is possible that, with the drill operating, he did not notice the car until 
it was within a few feet of him, and thinking it might run over him, jumped 
in such a manner that the crank handle hit him a severe blow in the abdomen.

An inquest was held by Coroner G. R. Jones, M.D., at Frood on April 29. 
The following verdict was rendered: 

I find Gordon MacGregor died in the First Aid room at the Frood Mine April 18th, 1936, 
from haemorrhage due to a ruptured liver received when he was injured while at work on No. l 
drift, 47 crosscut of the 2,200 foot level. It has not been shown how the accident occurred which 
caused his death.

Silvio Perosini, Italian, aged 28, single, employed as a raise driller, was 
instantly killed by a premature shot while blasting No. 51.9 raise in No. 51 
stope on the 2,400-foot level of the Frood mine, about 8.40 P.M. on May 16. His 
partner, T. Kuhman, was seriously injured.

This is a 2-compartment, 7- by 11-foot vertical raise which was being 
driven from the back of the second cut in this square-set stope up to the 2,200-foot 
level. The drilling of the first round was completed and blasting was started 
on May 13. The round, consisting of thirty-seven 8-foot holes, was to be 
blasted in sections to avoid timber breakage. By May 16 the 6-hole "burn" 
cut and fourteen other holes in the south half had been blasted, and a chute 
had been built under the south half leading into No. 51.9 boxhole, located one 
set south of the raise.

The afternoon shift in this raise on May 16 consisted of Perosini and 
Kuhman, both experienced raisemen. Before lunch time they loaded the 
remaining seventeen holes, also six holes in the south half that required re- 
blasting, using a total of 145 sticks of 40 per cent. Forcite and twenty-three 
10-foot pieces of fuse. The latter had been made-up on surface, and the uncapped 
ends had been stained red to help prevent duplicate cutting. It had a rated 
burning speed of 40 seconds per foot. Kuhman then put timbers on top of 
the set under the north half of the raise, while Perosini trimmed all the fuse.

On receiving the blasting signal at lunch time, Stope Boss J. Kaliokoski 
told the raise crew to light their holes, then went into No. 50.5 stope through 
the stope drift and ordered the men there to leave. He returned to No. 51 
stope and was just approaching the ladder to the second cut when a shot went 
off in the raise. He and J. Skuda, who was waiting to light some blockholes 
after the raise had been lit, heard cries for help. They ran to the foot of the 
raise but could see nothing on account of smoke. Kaliokoski sent Skuda to 
the level for help, while he went to the top of No. 50.55 manway in No. 50.5 
stope to wait for the rest of the shots to go off.

G. Jacobson was working in No. 51.57 boxhole which was being driven 
up from the level gangway to No. 51 stope. Some time previously Perosini 
had borrowed Jacobson's lighter, and just before lunch time the latter went up
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No. 3 shaft is connected to the main footwall drifts on all levels by a No. 3 
main crosscut. The length of this crosscut on the 2,400-foot level between 
these points is about 1,630 feet, and it is equipped with electric lights. No. 3 
main ore pass to the 2,800-foot level is in this crosscut about 290 feet west of the 
shaft, and No. l ore pass from the 2,200-foot level is about 1,115 feet west of 
No. 3 main ore pass. The track has a down grade of one-half of one per cent, 
towards the shaft. There are two ventilation doors, 414 feet apart, between 
these ore passes to prevent the fresh air from No. l shaft from short circuiting 
to No. 3 shaft. The west door is about 410 feet east of No. l ore pass.

The ventilation doors are 7 feet wide and 6 feet high, and are set in concrete 
frames. They are constructed of 2-inch plank, covered on one side with metal 
sheeting, and are hinged on the north side to open towards the west. They are 
operated by air cylinders located on the north wall to the west of the doors. 
These cylinders are operated by three-way valves, to which are attached a pair 
of control cables. The latter are carried east and west from each door to a series 
of horizontal levers, which, when pushed, actuate the cylinder to open or close 
the door. There are red and green lights on either side of each door to indicate 
whether the door is open or closed.

Four-ton Granby cars are used on this level, and they are gathered from 
the stoping areas by means of 6-ton battery motors, which deliver them to 8-ton 
trolley motors for transportation to the shafts.

Trolley motors are always kept at the head of a loaded train, and it is the 
motorman's duty to operate the levers controlling the doors on the trip out to 
the shaft. On the return trip the switchman rides inside the empty rear car 
and opens the doors, and the motorman closes them. The mine regulations 
limit the maximum speed to six miles per hour, except in certain areas where 
it is limited to three miles per hour. In approaching and passing through a 
door the speed is to be reduced to three miles per hour, and the motorman is to 
be prepared to stop the train if for any reason the door fails to open.

On the morning of June 4 Bystrom and his switchman, S. Popovich, operated 
a battery motor in the south stoping area until about 10 A.M., when they were 
instructed to pull No. l ore pass with the trolley motor and tram the ore to 
No. 3 main ore pass. Up to 12.45 P.M. they made about five return trips, without 
incident, following which Bystrom told Popovich that they would make a fast 
trip out to be on time to meet the powder cars when they were unloaded from the 
cage at No. 3 shaft. They loaded four cars and started towards the shaft, with 
the control end of the motor at the head of the train.

Popovich states that Bystrom did not slow down for the west door, and 
passed through it at six miles per hour, or faster. He saw him push the first 
lever for the east door, located 200 feet in front of it, but the door did not open. 
He did not see him push the second lever, 141 feet from the door, as he was 
watching the door, but noted that he shut off his controller in that vicinity. 
When they reached the third, and last, lever, 69 feet from the door, Popovich 
jumped off the motor, which was still moving at a fair rate of speed, and ran 
ahead to open the door by hand after warning Bystrom that the door was still 
closed. He did not see Bystrom use the brake at any time that trip. He had 
the door partly open when he saw the train on top of him and jumped aside. 
The train hit the door and buckled the lower part of it 18 inches past the frame 
before coming to a stop.

Popovich found Bystrom squeezed between the door and the controls 
of the motor. He backed the train up a short distance without touching the 
brake, and removed Bystrom with assistance.
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Bystrom was found to have sustained a fractured pelvis, severe bruising 
on the right side, and an internal haemorrhage from a ruptured kidney. He 
died at 4.25 P.M. the same day.

The motor was carefully examined afterwards, and was found to be in 
perfect order. In addition to the hand brake there is a regenerative braking 
position on the reverse lever, which very rapidly slows the locomotive down to 
about three miles per hour by turning the motors into generators. It could 
also have been stopped by reversing the motors.

These doors had been in operation for over two years, and Bystrom had 
been taking trains through them for over a year. Once in a while one of the 
control cables breaks, which is the reason for requiring the trains to slow down 
on approaching the doors. After the accident a cable between the valve and 
the cylinder, and the cable between the cylinder and the door were found to be 
broken, though it could not be determined whether before or after the crash. 
The motorman from the north end of the mine took a 20-car train through these 
doors about 15 minutes before the accident, and found them in good order. 
The air cylinders are powerful enough to open the doors easily even when they 
are subjected to the maximum ventilation pressure. Under that condition 
they can still be opened by hand.

An inquest was held by Coroner J. S. McKessock at Frood on June 9. His 
verdict was as follows: 

G. Bystrom died at the hospital at Copper Cliff on June 4 from injuries received on the same 
day while at work as a motorman underground at the Frood mine. He received internal injuries 
which caused his death by being crushed between his motor and a ventilation door on the 2,400- 
foot level. It was the duty of the deceased, when he approached the door, to pull a lever that 
opened it. The door did not open, whether from failure to pull the lever or from failure of the 
mechanism to work, was not shown, although the mechanism was afterwards found in proper 
working order. On the failure of the door to open the motorman should have applied his brakes 
and stopped. This was not done. He had been going at a faster speed than the rules allowed, 
and apparently at the time of the collision had reduced the speed of his motor, but had failed to 
apply his hand brake. The first lever to be pulled was 200 feet from the door, and by use of the 
hand brake a motor could have been stopped in 20 to 30 feet. The deceased was responsible 
for the accident.

Oscar Soderback, Finn, aged 37, single, employed as a shaftman in No. 5 
shaft of the Creighton mine, was instantly killed about 6 P.M. on October 2 when 
hit by the service cage. He was decapitated and badly mutilated.

This is a vertical shaft containing four 6- by 14^-foot compartments inside 
the timber. The sets are at 7-foot centres. Sinking was completed in August 
to a depth of 4,074 feet, following which stations were excavated on the west 
side of the shaft for the 42nd, 44th, 46th, 48th, 50th, and 52nd levels. At the 
time of the accident the hoisting equipment consisted of two sinking-skips, 
located in the centre of Nos. 2 and 3 compartments, and a service cage located 
in the east section of the south, or No. 4, compartment. The manway is in No. l 
compartment.

On October l preparations were started to concrete the shaft for three 
sets above the floor of the 50th level station (3,640 feet) prior to installing a 
21-foot station set. This involved drilling pin-holes in the shaft walls to contain 
pins to anchor reinforcing rods for the concrete. This work was being done 
by a crew of four shaftmen with two sinking-drills slung on chains.

The 4 P.M. to 8 P.M. shift on October 2 on this work consisted of Soderback, 
P. Calden, J. Heikkanen, and H. Finni. On arriving at their working place 
they found that the pin-holes had been completed for two sets above the floor 
of the station. A staging and guard rails had been installed across the east
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end of No. 2 compartment clear of the skip way, also in the east section of No. l 
compartment, and the drills had been set up there but no drilling had been done.

When Foreman A. Cain visited them about 5.30 P.M. they were drilling. 
He put Soderback in charge of the work and told him that he would send another 
man to replace him on the drill. He instructed him to have the staging extended 
across No. 3 compartment together with guard rails and toe boards, and to have 
guard planks put next to the cageway. This was done by Soderback and Calden. 
They nailed two 2- by 10-inch vertical planks on the dividers next to the cageway, 
leaving an opening of 10^ inches between the divider-post and the east plank. 
There was a bulk-head covering the west section of No. 4 compartment on the 
same set as their staging, on which a pile of drill steel had been unloaded from 
the cage earlier in the shift. Calden had passed part of this steel across to the 
other men on the staging while the cage was there.

A few minutes before 6 P.M. Soderback and Calden started a new pin 
hole in the east wall opposite No. 3 compartment, while the other two men were 
drilling in the north wall from No. l compartment. The steel that the former 
two were using broke, and Soderback, finding that they had no more starters 
on hand, squeezed through the opening between the divider-post and the guard 
plank into the cageway, and walked around on the 10- by 12-inch wall- and end- 
plates to the steel on the bulkhead. He picked up a starter and began to return 
by the same route. He was on the end-plate in the vicinity of the south-east 
corner-post when the cage passed through on the way from the 46th level to the 
52nd level with four men on it. They felt a jar as the cage passed the staging, 
and Cagetender S. Walsh managed to pull the bell line. As the cage stopped 
Soderback's body rolled under the east side of the hood and fell into the cage 
with them.

Blood was found on the end-plate near the corner-post, one set below 
the staging, and also on the bottom of the cage near the south-east corner.

Soderback knew that the cage was operating to the 52nd level, and had 
assisted in putting up the guard planks next to the cageway. His logical route 
to the steel on the bulkhead was by way of No. l compartment and the west 
wall-plate. There was also a pile of steel on the 50th level station. He had 
worked in the shaft since January, 1935.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Creighton, 
on October 14. He found that death was accidental and due to gross negligence 
on the part of the deceased.

M. Halcin, Czecho-Slovak, aged 32, married, with three children, employed 
as a blockholer, was fatally injured about 9.30 A.M., on October 7, in No. 43 
stope on the 2,600-foot level of the Frood mine. He died in the Copper Cliff 
hospital at 7.15 P.M. the same day.

This is a filled square-set stope, which is being mined eight sets wide from 
foot to hanging wall. At the time of the accident the 18th cut had been com 
pleted and was 25 sets long; the 19th cut was completed from the hanging wall 
to within six sets of the footwall; and the 20th cut had been started next to the 
south pillar near the hanging wall. This stope is worked on a two-shift schedule, 
with a mining shift and a timbering shift alternating.

The timbering shift was working in this stope on the morning of October 7, 
and consisted of Stope Boss F. Levert, Halcin, and three other men. They found 
that the mining shift had blasted the 19th cut breast and also the 20th cut breast. 
The blasting had knocked down some of the sets on the 19th floor near the 
former, and also a cap and girt from the 19th floor sets underneath the latter.
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arrived at surface and was loaded with two cars of powder. Snowden took 
them down to the 2,400-foot level and unloaded them there, at which time No. 3 
cage, with Gratton, was 400 feet from surface. The next operation was for 
Snowden to take the empty No. 4 cage to the 2,800-foot level in order to bring 
No. 3 cage to surface to load two cars of powder for the 2,800-foot level. There 
were five men on the 2,400-foot station when the powder cars were delivered 
there, but no one noticed Snowden's actions after he had started to close the 
shaft gate and was reaching for the electrical bell pull. When No. 4 cage reached 
the 2,800-foot level Snowden was missing. The cage door was fully up, and 
Snowden's hat was lying in the centre of the deck. The men in the station 
heard groans and located Snowden lying on top of the cage hood, with his head 
towards the back of the shaft.

He was found to have sustained a multiple fracture of the pelvis, fractured 
ribs which had punctured his right lung, and concussion.

An examination of No. 4 cageway showed rubbing marks on the front wall 
plates of the 6th and 7th sets below the 2,400-foot level, and Snowden's watch 
was found on the front wall-plate of the 19th set below this level.

It is apparent that he neglected to close the cage door, and in some manner 
fell out into the timber a few moments after leaving the 2,400-foot level, and 
then fell on top of the cage after it passed him. Gratton did not notice any jar 
in the hoisting operation as his cage was moved to surface. During the explosives 
distribution period red lights are turned on by the toplander at all level stations 
and in the hoistroom. The hoistman takes particular care to handle the cages 
gently, and does not run them in excess of three-quarter speed.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Frood, on 
October 27, and a verdict of accidental death was given. The accident was 
attributed by the coroner to the negligence of the deceased in not closing the 
cage door in accordance with regulations.

Jack Oja, Finn, aged 37, married, with one child, employed as a shaft 
repairman, was instantly killed about 8.06 P.M., on October 24, when he fell a 
distance of 924 feet in No. 3 shaft at the Frood mine. He had been employed 
for six years and was considered an experienced shaftman.

The No. l, or south, compartment of No. 3 shaft is divided into three 
sections. The east section contains pipes, cables, and the counterweight for 
the service cage. The centre section, 3 feet by 6 feet, is the shaft manway. 
The west section, 6 feet by 6 feet, is the No. l skipway. The ladders in the 
manway are 26 feet long, and are supported on platforms 21 feet apart. They 
are located next to the skipway, and are offset 32 inches from each other so as 
to cover the 21- by 24-inch ladder openings in the platforms. The platforms 
are 19 inches wide between the ladder openings and the pipeway. There is a 
2-inch plank brattice between the manway and skipway, and a double guard 
rail between the manway and pipeway at the platforms.

The motor generator set on the skip hoist went out of commission on October 
24, and it was decided to take this opportunity to replace some of the south 
end-plates in the shaft. This work was started on the afternoon shift, with the 
intention of replacing first the south end-plate of No. 297 set, located 28 feet 
below the 2,000-foot level. The crew consisted of Oja, A. Hakajarvi, A. Lund, 
and W. Puro, under the direction of Shift Boss M. L,ahti. The work involved 
the removal of the brattice separating the manway and skipway between Nos. 
296 and 298 sets, and the placing of a bulkhead across the skipway on No. 298 set, 
prior to the removal of the old end-plate
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Lahti left the crew in the manway at this location, after giving them their 
instructions. The timber for the bulkhead was on the 1,600-foot level, and 
was to be brought down on No. 4 cage to the waste-loading station at No. 296 
set as soon as the shift change was over.

They first placed a staging across the manway at No. 299 set, where there 
was already one across the pipeway. There was a standard platform at No. 
298 set. They then removed the brattice planks between Nos. 296 and 298 sets 
from the manway. These were stacked on the pipeway staging at No. 299 set 
by Hakajarvi as the others removed them. When this was completed Puro 
went up to the 2,000-foot level to find out why the bulkhead timbers had not 
been delivered.

A few minutes after 8 P.M. Oja was standing on the platform at No. 298 set 
between the ladder opening and the pipeway with a nail bar in his right hand, 
facing the pipeway. Lund was standing on the same platform at the north 
end, facing the service cage way. Hakajarvi was standing on the pipeway 
staging on the set below, facing towards Oja. They were idly waiting for the 
bulkhead timbers to be delivered. A moment later Hakajarvi saw Oja slowly 
fall backwards into the No. l skip way. He did not make any effort to save 
himself by grabbing at the guard rail in front of him, or at the ladders on either 
side within easy reach. Hakajarvi stated that Oja went over with the nail bar 
in his half-raised right hand, and with his left hand down at his side, without 
making a sound. He also stated that Oja appeared to be smiling as he fell. 
Lund did not know anything had happened.

Oja was found on top of the spillage muck in No. l skip way at the bottom 
of the shaft, 924 feet below where he had been standing. Almost every bone 
in his body was broken, and most of his head was missing. No evidence of 
heart disease was found.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Frood 
on November 3. The coroner's verdict was as follows: 

J. Oja, 37 years of age, died instantly from injuries sustained in a fall in No. l skip compart 
ment, No. 3 shaft, Frood mine, October 24,1936, at 8.06 P.M. From testimony given it is possible 
that the deceased was overcome by a fainting spell or an epileptic seizure which deprived him 
of his self-control. Accidental death. No blame attached.

Lake Shore Mines, Limited

J. Laakkanen, drill helper, Finn, married, aged 36 years, was instantly 
killed at 9.10 A.M., April l, while working on the grizzly under the west face of 
the rill of No. 2,901W stope, No. 4 section.

Laakkanen and his partner, J. Mickelson, had previously scaled the face 
of the rill and were working muck through the grizzly to make room to stand 
a set of timber in the stope.

The grizzly, located in the manway, covered the opening of two sets north 
and south and was one set long, east and west. To prevent the muck overflowing 
the grizzly and obstructing the manway a fence consisting of one 2- by 8-inch 
and one 2- by 10-inch plank had been erected at the west edge of the grizzly. 
Mickelson was sledging on the south half of the grizzly, standing on the grizzly 
rails, while L/aakkanen was directly in front of the opening in the gob fence through 
which the muck flowed on to the north half of the grizzly. This portion of the 
grizzly was full and Laakkanen was standing in the manway set working over 
the plank fence pushing pieces through the rails by hand, in which position he 
would be stooped over the planks. Mickelson noticed a movement of the 
muck and saw a piece weighing 40 or 50 pounds slide down the pile and strike
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his partner on the back of the head, causing him to collapse. He lifted Laakkanen 
back into the manway and, considering him stunned, obtained assistance and 
took him out to the shaft and thence to surface.

Medical examination revealed that Laakkanen had been instantly killed 
through a dislocation of the neck and probable injury to the spinal cords.

Laakkenen was wearing a hard hat at the time and a piece approximately 
one inch square had been broken out of the back of the brim by the piece of rock 
that struck him.

An inquest was held at Kirkland Lake on April 8, before Coroner R. H. 
Armstrong, M.D., and a jury, and a verdict of accidental death was returned.

M. Stinson, British, aged 19 years, single, employed as a drill helper, was 
killed by a fall of ground in No. 2,217, Section 13 stope about 12.45 P.M., on 
July 21.

At the time of the accident Stinson and two drillers, Cooke and O'Hagen, 
were preparing to take timber into the west end of the stope. Stinson and 
Cooke were just finishing piling some 50 pieces of 16-pound rail in 10-foot lengths 
on a rack consisting of two 1-inch quarter-octagon drill steels, 6 feet long, inserted 
in two horizontal test holes about 7 feet apart on the footwall side of the stope. 
To give greater strength, the outer ends of the steel were supported by upright 
pieces of 2- by 8-inch spruce. O'Hagan, at this time, was some 40 feet along the 
stope from Stinson and Cooke and near the manway.

On hearing the crash of falling ground O'Hagen came up to the men and 
found Stinson pinned under the east end of the fall. Cooke was in the clear 
space to the west of the piece, but had sustained an injured foot. O'Hagen 
left the stope and, after sending word to the First Aid man and doctor, got 
further assistance and returned to the stope and released Stinson from under the 
fallen ground. He was dead when removed.

Two weeks previous to the accident, when mining was in progress at this 
point in the stope, the walls had been caught on stulls varying from 8 to 20 feet 
apart. At the place where the accident occurred a waste-pillar, approximately 
40 feet in length, was left. A slab of loose developed here, but was too tight 
to be taken down, so three stulls were put in from wall to wall and short blocks, 
7 inches in diameter, were put in from the stulls to the back. It was from the 
west end of this piece of ground that the fall occurred, carrying out the most 
westerly of the three stulls.

An inquest was held at Kirkland Lake, before Coroner R. H. Armstrong, 
M.D., on July 29, the jury returning a verdict of accidental death.

Three men, R. Warwick, British, aged 27, married, without children, 
employed as a timberman's helper, J. Morden, citizen of the U.S.A., aged 48, 
married, with four children, employed as a timberman, and J. Bottrill, British, 
aged 25, single, with mother and sister shown as dependents, employed as a shift- 
boss, were killed when caught by a cave-in, in No. 2,702E Section 1-2 stope at 
the Lake Shore mine, about l A.M. on August 15.

No. 2.702E Section 1-2 stope is located on No. l vein, on the 2,700-foot 
level, east of the main crosscut connecting No. 3 shaft and No. l shaft. The 
stope was originally mined as a flat-back cut-and-fill stope for the first 40 feet. 
Later, more ore was found on the 2,700-foot level elevation, in the north wall. 
This ore was slashed out and a stope was carried up, parallel to the original one, 
leaving a thin pillar about 6 feet thick between the two stopes. At the top of 
the fill the two stopes joined together, making one stope about 30 feet wide.
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There is an inclined raise from the east end of the stope to the 2,575-foot level. 
At the west end, a rill has been formed. The block of ground is about 70 feet 
long at the top of the fill and 180 feet long at the 2,575-foot level. It was planned 
to mine the stope by the rill, square-set-and-fill method. The back had been 
temporarily supported by cribs and this flat section of the stope was being 
square-setted when the accident occurred.

The night-shift crew, working in No. 2702E Section 1-2 on August 14, 
consisted of six men: V. Swan and N. McKinnon, Morden and Warwick, Swift 
and his partner, called "Johnnie." Before going on shift that night J. Bottrill, 
the shiftboss, laid out the work for these men. He ordered Swan and McKinnon 
to pull the muck at the bottom of the incline raise, at the east end of the stope 
and to scale the back of the raise. Morden and Warwick were to carry on with 
the square-sets in the middle section where there was a space about four sets 
long, still to be timbered, with the regular square-sets. Swift and his partner 
were to make ladders and clean up the muck under the square-sets on the mining 
floor. The men were also told to keep watch, as the day shift had reported 
that the stope was working a little.

At 9.15 P.M. the shiftboss, accompanied by the night captain, W. Allen, 
came through the stope and found all six men seated in the gangway. On 
being asked what the matter was, the men replied that the stope was working. 
Bottrill and Allen then took Morden and Warwick up to the mining floor to 
inspect the place. They found a large piece of rock, estimated as weighing 
about 50 tons, on the south side of the back. This piece was resting on the 
west end of the square-sets and extended out into the untimbered section. The 
timber was taking weight, causing sounds of creaking and cracking. Bottrill 
told the crew to stay out of this centre section until he came back after lunch, 
and gave them work to do until that time. Swan and McKinnon were to continue 
in the place they had been working as it was well away from the dangerous 
section. Morden and Warwick were to clean up the gangway and to lay floor 
away from the dangerous section. Swift and his partner were to hoist timber in 
readiness for the timbering work after the stope had quieted down. After 
lunch, between 12.30 A.M. and l A.M., Bottrill returned to the stope and went up 
to the mining floor with Morden and Warwick to see if conditions were good 
enough to continue with the timbering. Swan and McKinnon had finished 
pulling the muck at the bottom of the incline raise at the east end of the stope 
and had started to scale the back at the beginning of the raise; Bottrill and 
Morden were on the mining floor under the west-end square-sets; Warwick had 
just come up the manway and was on the mining floor about 20 feet east of 
Bottrill and Morden; Swift was in the gangway, almost directly under Bottrill, 
when the fall of ground occurred.

The survivors report hearing a loud crack, followed by a great fall of ground. 
Swift got out in a hurry, going east along the gangway about 20 feet and down 
the east manway to the level. This 20 feet of gangway was afterwards found 
crushed by the cave. After the cave Swan and McKinnon shouted to Morden 
and Bottrill, but received no answer. After the loose had stopped falling, 
Swan and McKinnon made their way out of the raise, down to the gangway, and 
east along the gangway to a manway about 80 feet away, and down the level.

The doctor and the underground superintendent were called. Recovery 
work was started immediately. Four six-hour shifts of men, each in charge 
of a mine captain were organized. The district mine inspector was notified.

The plan of recovery was to re-open the gangway, starting from the east. 
From Swift's information, the approximate position of the trapped men was



41

thought to be about the centre of the stope. The fall of ground extended 
from the rill at the west end nearly to the foot of the incline raise at the east 
end. The cave had filled the west end. The manway and millhole at the west 
end was blocked. The manway and millhole east of the cave, just under the 
foot of the incline raise, were also blocked. The gangway was completely 
crushed and filled with caved rock from the west end to about 20 feet east of 
the east manway. Accordingly, the work of recovery started from a manway 
80 feet east. Warwick's body was located at 9 A.M., August 15, on the mining 
floor, just west of the east manway, and was recovered at 5.30 P.M. the same day. 
The bodies of Morden and Bottrill were located at 10.45 A.M., August 16, about 
20 feet east o'f the east manway about the centre of the stope. The cave had 
carried them partly through the mining floor. Their bodies were recovered 
at 7.15 P.M. the same day.

The block of ground that fell was 70 feet long, extending from the bottom 
of the rill at the west end to within 10 feet of the foot of the incline raise at the 
east end. The block was wedge shaped, being 25 feet wide at the bottom and 
tapering off to 2 feet wide at the top. It was 30 feet in height. After the fall, 
it was found that a heavy mud slip, running parallel to the stope, came in from 
the south or hanging wall side, about 8 feet above the elevation of the back 
before the cave. This slip cut through the vein and joined the footwall shear, 
30 feet above the back on the north wall. The weight of the caved block is 
estimated at two thousand tons.

The fall of ground crushed in the timber and filled the gangway completely 
from the west end of the stope to the east manway. The gangway was partly 
crushed and blocked for another 20 feet east. On the 2,700-foot level, directly 
under this crushed section, the drift caps were cracked or broken. Posts were 
driven into both caps and sills, as much as 6 inches. The cribs on the level 
were all in good condition. These cribs probably kept the drift open.

It is impossible to say what caused the block to fall. From the appearance 
of the timber on the level, it looked as if a small burst in the thin pillar, between 
the drift caps and the gangway, might have occurred and started the fall. There 
had been no blasting in the vicinity of the stope during the shift. However, 
with the block of ground cut off at both ends, by a raise and a rill, and at the top 
by an extremely heavy mud slip, very little would be required to start a fall.

An inquest was held at Kirkland Lake, on August 19, before Coroner 
R. H. Armstrong, M.D., and the following verdict was brought in by the jury: 

We, the jury empanelled to enquire into the death of Jack Bottrill, Roy Warwick and James 
Morden find that they came to their deaths by a cave-in caused by a large fall of rock while in 
specting the workings on No. 2.702E Section 1-2 in the Lake Shore Mines on August 15, 1936, 
there being no blame attached to any one.

Albert Peterson, shaft leader, Swedish, aged 33, married; George Cadman, 
shaftman, British, aged 46, married; Charles Dooda, shaftman, naturalized 
British subject of Polish birth, aged 33, married, were instantly killed at about 
9.40 A.M., November 4, when they fell a distance of approximately 320 feet in 
No. 5 shaft of the Lake Shore mine.

No. 5 shaft is a vertical, five-compartment shaft 13 feet 4J^ inches by 17 feet 
outside the steel sets, which, when completed, will serve the mine from the 
surface to the 4,075-foot level. The method in use in sinking this shaft is to 
drive crosscuts from existing workings on each level to the shaft site, and, after 
cutting out the station to full size and raising the shaft full size for one round, 
to drive a 6- by 10-foot pilot raise through to the level above. Control chutes 
or drawing chutes, as may be desired, are installed on each level for handling
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the muck from the pilot raise or later from the slashing of the raise out to full 
shaft size. After the pilot raise is broken through to the level above the manway 
timber is stripped out and the shaft slashed to full size by benching down from 
the top. The steel sets are hung as this work advances. The muck is kept 
well down in the line of stripped pilot raises in order to give ample room at all 
times for two slash rounds, as well as to allow for considerable fall of the muck, 
to assist in breaking up any slabs which might interfere with chute-pulling. 
The work is in charge of a shaft captain, on day shift, two shift bosses, one on 
day shift, 7 A.M.-3 P.M., and the other on afternoon shift, 7 P.M.-3 A.M., while 
the shaft crews each consist of a shaft leader, six shaftmen, a deckman and 
hoistman, working on a three-shift basis from 7 A.M.-3 P.M., 3 p.M.-ll P.M., and 
11 P.M.-7 A.M. All shifts work on excavation or hanging of sets as the occasion 
demands.

On November 4 the day shift consisted of A. Peterson, leader, G. Cadman, 
C. Dooda, P. Smith, D. MacLeod, L. McLennan, and P. Sitarz, shaftmen, with 
G. Boisvert, deckman, and A. Gillies, hoistman. The preceding night shift 
had blasted the bench on coming off shift and the day shift proceeded to scale 
and clean off the bench, after which they built a stage over the pilot raise and 
commenced to drill. The stage consisted of two pieces of spruce lagging, approxi 
mately 14 feet in length and 6 inches in diameter, completely covered by 2- by 
8-inch spruce planking. At the time of the accident each shaftman had nearly 
completed one hole and Smith, who was drilling in the southeast corner of the 
shaft, saw Cadman's machine fall on the staging and then saw Peterson fall down 
the raise with his hands over his head. A check-up of the situation showed that 
Dooda also had disappeared and that the east stull of the staging at a point 
approximately where Cadman had been working had broken and allowed three 
or four of the planks and the three men to fall down the pilot raise.

The survivors gave the alarm and work of recovering the bodies was 
immediately taken in hand. As the muck was known to be at or below the 
1,800-foot level and the men had fallen from a point approximately 39 feet 
above the 1,600-foot level, it was realized that little hope could be held for 
their survival. As no signs of life could be heard by listening at the 1,600-foot 
and 1,800-foot levels, it was decided to pull the muck from the raise as any 
attempt at recovering the bodies from the top was too dangerous to be con 
sidered. The bodies were recovered and brought to surface from the 2,000-foot 
level about 1.15 P.M.

No satisfactory explanation for the failure of the stull has been found and 
tests on similarly constructed stages indicate a high factor of safety in the 
structure.

An inquest was held at Kirkland Lake on November 11, before Coroner 
R. H. Armstrong, M.D., and a jury, when the following verdict was returned: 

We, the undersigned jury, find that the three men, Cadman, Peterson and Dooda, came to 
their deaths by falling down the No. 5 shaft at the Lake Shore mine through failure of a sprag 
used to support staging on November 4, 1936.

Little Long Lac Gold Mines, Limited

Wilfred Donohue, British, aged 27, single, employed as timber helper, was 
instantly killed about 3 P.M. on February 24, in No. 301-3 stope.

No. 301-3 stope is a top-shrinkage stope which has been mined up from the 
3rd level to the 2nd level. At the time of the accident the sill pillar had been 
removed, with the exception of a small portion at the east end of the stope, and a 
timbered sill floor was being installed. Fifteen stulls had been hitched into the
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walls and floored over, leaving four more stulls to be installed at the west end to 
complete the job. The stope was still full of broken ore, the timbermen working 
on top of this ore, with the exception of the west end, where a depression in the 
ore had been staged over to make a working-floor.

The crew on this work on the day of the accident consisted of Donohue, 
J. Toppari, J. Peet, and A. Burton. Their work that day was to prepare hitches. 
Donohue and Toppari were operating one drill, while the other two operated 
a second.

About 2.45 P.M. five hitches had been completed, one of which did not 
require blasting. Donohue then obtained powder and fuse, and loaded three 
hitches while the other men removed the rigging. Two of these hitches were 
in the north wall and one in the south wall. He loaded eight holes altogether, 
of which three holes were in the south hitch, using half a stick of 40 per cent. 
Forcite, and a standard 4-foot length of Black Clover fuse (40 seconds per foot) 
with the uncapped end painted white, in each hole.

Peet produced four "hot-wire" lighters, gave two to Toppari, and lit another 
one for him. When Toppari reached Donohue he was standing with his left 
shoulder to the south hitch, and was holding the three fuses out from under his 
left arm to protect them from water that was running down the wall. He had 
already trimmed one of them, without anyone observing how much he had cut 
off. He had Toppari light it before he trimmed the other two, in which cases 
he cut about 6 inches off.

Meanwhile Peet and Burton had lit the five holes in the north hitches, 
following which they went over to Donohue. Toppari had lit the second hole 
and was about to light the last hole when they reached him. At that moment 
one of Donohue's holes exploded, and Donohue received the full force of it in 
his left side in the vicinity of the heart, and was instantly killed. The other 
men were knocked over but managed to get to safety before the rest of the holes 
went off, about a minute and a half later.

An examination afterwards showed an unexploded hole in the south hitch 
containing a capped fuse, 23 inches long, which appeared to have been cut off by 
the other holes. Two pieces of unburnt fuse with the white ends intact were 
found on top of the ore directly under this hitch. One of these was 28^ inches 
long and the other 6 inches long, and neither showed any signs of damage. As 
the 283^-inch piece was too long to have come from the unexploded hole, it is 
presumed that it could only have come from the hole which exploded in advance 
of the others, though no reason can be seen for a piece of this length having been 
cut off. If this assumption is correct there would have been only 19^ inches of 
fuse left in the hole, which would have allowed only 65 seconds from the time of 
lighting, instead of 140 seconds in the case of a 6-inch cut. This difference 
corresponds roughly with the lapse of time observed between the explosion of 
this hole and that of the next one to go off.

An inquest was held at the mine by Coroner Charles Powell, M.D., and a 
jury, on March 9. The verdict was as follows: 

Wilfred Donohue came to his death on February 24 in the Little Long Lac gold mine by 
injuries received in an explosion due to an overcut fuse. No blame attached to anyone.

Stanley Borota, Jugo-Slav, aged 33 years, married, with two children, 
employed as a timberman at the Little Long Lac Gold Mines, Limited, was 
fatally injured when crushed by the cage in the west cage compartment of the 
shaft, at 3.15 P.M., on August 5. He died at 10.15 P.M. the same day in the 
Little Long Lac hospital, from severe surgical shock and haemorrhage, secondary
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to compound fractures of both legs, fractured left upper arm and possible internal 
injuries of unknown extent.

The Little Long Lac shaft, used for hoisting men and materials, is timbered 
with 8- by 8-inch timber and is divided into three compartments, each 6^ feet 
by 5 feet. The east compartment is the manway and is divided from the adjoin 
ing compartment by a tightly-boarded partition of 2- by 8-inch planks, the ends of 
which coincide with the outside edges of the posts. The other two compart 
ments are fitted with guides and are occupied by two 1,600-pound cages. The 
cages are run in balance from a hoist on surface with a rope speed of 600 feet per 
minute. About two sets below each level, as far as the 6th level, "collars" have 
been built which encircle the walls of the shaft outside the timbers, each con 
stituting a launder which is connected to the sump on the level below by a 2-inch 
pipe and catches the water draining from the level above. The collars are 
constructed of 2- by 8-inch plank, the bottom of the collar filling in the space 
between the timber and the shaft walls. The shaft wall forms one side of the 
collar and the side against the shaft timber is also of 2- by 8-inch plank inclined 
at about 135 degrees to the horizontal. Cement is poured into the bottom of 
the wooden form to complete the collar.

The regular practice in constructing the drainage collars has been to carry 
on the work in the cage compartments every other Sunday, when underground 
work is shut down to accommodate the interchange of shifts. The two cages, 
not being in use, were lowered to the working place and used as a platform from 
which to construct the wooden form in the cage compartments and pour the 
cement, the section of the wooden form in the manway compartment having 
been previously constructed during regular shifts, since it is safe to work in the 
manway even though the cages are running. The last work done on the collars 
was on Sunday, July 26. When work was finished that day the forms were 
only partly finished in the cage compartment and no work had been done in the 
manway compartment. On the morning of August 5, J. M. Kilpatrick, mine 
superintendent, ordered the timber foreman, E. Lynch, to have the forms com 
pleted in the manway, so that the collar could be completed in the cage 
compartments on Sunday.

When the day shift was going underground at 7 A.M., the timber foreman 
instructed Borota to go down to the 7th level manway with his helper, D. Rudiak, 
and said that he would be down shortly and show them what to do. Lynch then 
sent just enough material to the 7th level to construct the collar in the manway 
compartment. He arrived at the working place at 8 A.M. and found Borota 
trying to take a small piece of loose off the east wall of the shaft. He gave 
specific instructions regarding the collar in the manway compartment, told the 
men not to begin work on the collar until they were sure that no loose remained 
on the wall, instructed them to "keep away from the cage", and proceeded to 
the 8th level. Both Borota and Rudiak understood English well and Borota 
was an experienced shaftman, but Rudiak had very little experience.

According to Rudiak, Borota worked at the collar in the manway until 
about 10 o'clock, then left the work unfinished there and entered the cage com 
partments by squeezing through a space of 11^4 inches between the southeast 
post of the east cage compartment ano! the wall of the shaft, and began 
constructing the collar on the south side of the cage compartments. Rudiak 
said to him, "This is dangerous", and Borota replied, "This is mining." How 
ever, Rudiak remained in the space between the east cage compartment and the 
wall of the shaft while handing tools and material to Borota. It was calculated 
that while Borota was working in the manway, the cage passed by about twelve
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times in the morning while hoisting muck from the 8th level. According to 
Rudiak, Borota was working in the west cage compartment when the cage 
passed him on one trip. Rudiak warned him that the cage was coming down 
and Borota squeezed his body against the wall of the shaft, between the timbers, 
just clear of the inside edge of the wall-plate, so that the cage cleared him by 
only 4 or 5 inches in passing. The cage tender saw Borota and shouted "Watch 
out." Borota then came out of the shaft and ate his lunch and went back into 
the west cage compartment to work. At 2.30 P.M. Borota went into the station 
while blasting was in progress on the 7th level, and then returned to the west 
cage compartment. Just previous to 3.15 P.M., Borota was nailing the 2- by 
4-inch brackets for the collar to the outside of the south wall-plate in the west 
cage compartment. He was standing on the outside edge of the same wall-plate 
about halfway between the posts, holding on to the hanging-rod with his left 
hand and using the hammer with his right, and in such a position that the lower 
part of his back stuck out several inches into the open cageway. The cage, 
descending to the 8th level from surface, crushed him against the wall-plate on 
which he was standing and the wall of the shaft. Judging by the injuries sus 
tained, he was crushed to his knees by the lower part of the cage so that his lower 
legs were forced back into the cage, the hood then catching his legs and pulling 
him downward, causing him to fall backward on top of the hood. The cage was 
going full speed and the hoistman, T. Dunphy, was at the controls at the time, 
but did not notice any disturbance, so did not slacken speed until approaching 
the 8th level.

The cage tender, W. Allison, and the two drillers from the drift on the 8th 
level, were waiting at the station. They heard a noise as though the hood of the 
cage were rattling, but thought it was something falling down the shaft. When 
the cage arrived at the 8th level, they saw Borota lying on top of the cage with 
his right arm around the cable and his legs hanging over the south edge of the 
hood. He was conscious but did not say anything from this time until he died, 
regarding the accident. Allison signalled the hoistman to raise the cage slightly 
in order to remove Borota's legs from between the edge of the hood and the wall. 
With the aid of the two drillers he removed Borota from the hood and took 
him immediately to surface in the cage. He was moved directly to the hospital, 
which is on the mine property, and attended by Dr. Riches and Dr. McBurney.

An inquest was held at Little Long Lac on August 8, before Coroner Charles 
Powell, M.D. The jury returned the following verdict: 

Stanley Borota came to his death at the Little Long Lac Gold Mines on August 5th, 1936, 
by injuries received when he was struck by the cage in the west cage compartment of the shaft. 
We find that had he remained in the manway compartment, where he was ordered to work, the 
accident would not have happened.

Daniel Benuick, Austrian, married, aged 31 years, died of suffocation 
when caught in a blast in No. 302-2 boxhole on the 3rd level of the Little Long 
Lac mine, about 10 A.M., October 17.

On the morning of the accident Benuick and his partner, Tom Dragicevitch,
had completed drilling a round in the boxhole at a height of approximately

j 19 feet above the back of the 3rd level east drift, and had blasted the cut. When
the accident happened the remaining sixteen holes in the square-up had been
loaded and the fuses lighted.

Difficulty had been experienced in lighting the square-up as the face was
making water on one side and there was considerable delay in getting the fuse
lighted. Dragicevitch stated in his evidence that he had used a total of five

, 7-inch "hot-wire" lighters, consecutively lighted, to complete the spitting of the
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round and, realizing that time was short, had implored his partner to leave the 
working place without delay. Benuick, however, insisted that they remove the 
staging before leaving and induced Dragicevitch to assist him in this work. 
Both planks and one of the two sprags had been removed by Benuick, passed 
down to Dragicevitch, and stowed away when the first shot exploded knocking 
Benuick into the chute and Dragicevitch down the manway into the drift.

Dragicevitch, who was only slightly stunned, made his way to the station 
and gave the alarm, which resulted in attempts being made to rescue Benuick 
almost as soon as the complete round of shots had fired. The body was recovered 
in approximately 30 minutes after pulling the muck from the chute.

An inquest was held at the mine on October 27, before Coroner Henry, M.D., 
the jury returning the following verdict: 

Under the circumstances presented we conclude that over-zealousness on his part (Daniel 
Benuick) caused him to remain too long after the charges had been lighted. We also conclude 
that no responsibility can be attached to the mine or mine officials.

Mclntyre-Porcupine Mines, Limited

Claire Severt, British, single, aged 34, employed as a sampler at the Mcintyre 
mine, was killed by a fall of ground in No. 3,003-6 stope, on the 3,000-foot level, 
about 1.15 P.M., January 30. Severt, who was a graduate of the College of 
Pharmacy, of the University of Toronto, had been employed at the Mcintyre 
mine since January, 1933.

No. 2,033-6 is a cut-and-fill stope, from 4 to 8 feet in width. At the time 
of the accident Severt and two other men were in the stope, and S. Fairbrothers, 
shift boss, was on his way into it. M. Niskala and E. Rakkala, machineman 
and helper, respectively, were drilling a 5-foot breast near the east face, and 
Severt was cutting a channel sample from the back, about 6 feet behind the bar 
of the machine, when the fall of ground occurred. It struck Severt, pinning 
him down. It also struck Niskala's hand, injuring it slightly, and damaged 
the feed screw of the machine. Severt's injuries included a dislocated right 
hip, two broken ribs, lacerations of the face and skull and probable internal 
injuries. The doctor states that Severt vomitted, and being pinned down and 
unable to move his head, suffocated before the rock could be moved.

The fallen rock was a wedge-shaped piece with a maximum length of 7 feet 
9 inches and width and thickness of about 3 feet. It weighed approximately 
3 tons. Severt was cutting his sample near the centre of the block. The 
vibration from the drilling no doubt helped more than the moiling of the sample 
to shake the loose rock down, as it could be seen after the accident that the bar 
was also set up under a heavy piece of loose ground, which had butted against 
the piece that fell. The fall revealed a slip and fracture meeting in the roof. 
The slip, on the hanging-wall side of the stope, was well defined, and had been 
followed for some distance. The fracture plane was less well defined. Although 
there was much loose ground, extending back about 18 feet from the face, where 
Niskala had been drilling, an observer after the accident could not say whether 
or not it had been dangerously loose before the fall of the wedge-shaped piece.

An inquest was held on February 14, before Coroner F. C. Evans, and the 
jury returned a verdict of accidental death.

Matachewan Consolidated Mines, Limited

William Stevenson, British, married, aged 59, employed as mine captain, 
met death by suffocation when caught in a run of muck in No. IE stope on the
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160-foot level of Matachewan Consolidated Mines, Limited, about 8.15 A.M., 
June 11.

No. IE shrinkage stope, at the extreme east end of the 160-foot level, 
is in an irregular body of ore. There are five chutes in the stope. Stevenson 
was caught in a run of muck into No. 5 chute and was eventually extracted 
from the muck through the chute. A bad condition was created in this end of 
the stope when at a height of approximately 20 to 40 feet a bench-like protuber 
ance of solid rock was left in the end of the stope over No. 5 chute. In the next 
20 feet the strike of the ore changed through about 60 degrees and the body 
widened out to the north and east. This left a flat footwall and end wall above 
the shortened section of the stope, and a condition which prevented the muck 
from running from the east end of the stope. After going up 15 to 20 feet above 
the bench left in the end of the stope, it was decided to pull the muck down and 
break out the bench by underhand drilling.

The pulling of the muck and the drilling and blasting of the bench had been 
going on for a week or so previous to the accident. On Monday, Tuesday and 
Wednesday, the three days preceding the accident, 41 cars, 30 cars, and 44 cars 
were pulled from No. 5 chute. No other chute in the stope was pulled during 
this time. On the morning of June 11, B. Sutherland and D. Ainsley were 
instructed to pull No. 5 chute again. Ernst Bodin and Angus MacDonell, 
machine runner and helper, were drilling the bench in the stope above from a 
cross-bar set-up. Mine Captain Stevenson met the chute-pullers tramming 
their cars to the station. He entered the stope a few minutes after 8 A.M. and 
went out on the muck at the end of the bench where Bodin was drilling. While 
he was examining some ore on the wall the muck suddenly dropped about 8 feet. 
Stevenson fell backward and plunged head first into the running funnel of muck. 
When the movement ceased, one of Stevenson's feet was visible. An attempt 
was made to extricate him by digging down to him, but this method proved 
futile as the funnel-shaped muck pile around him could not be held back. After 
two and a half hours of working from above it was decided to pull enough muck 
from the chute to take him out that way. His body appeared in the chute after 
two cars were pulled, and was released with the sixth car, about 11 A.M. As 
Stevenson's body dropped nearly 20 feet with the chute-pulling, it is evident 
that there was an opening under the bench which Bodin was drilling, and the 
body merely slid down the end of the muck pile. At no time during the week 
had the muck required blasting in the chute to bring it down, so it was obviously 
hung-up opposite the bench. The workmen in the stope said that the muck 
had not appeared to be hung-up, and had been moving satisfactorily on previous 
days. No special precautions had been taken to keep men away from the zone 
pulled by the chute, but the workmen in the stope approached the bench where 
they were drilling by walking around the section pulled by the chute.

An inquest was held at Matachewan on June 17, before Coroner J. S. 
McCullough, M.D., and the jury returned a verdict of accidental death by 
suffocation.

Moffatt-Hall Mining Company, Limited

Harry Omelchuk, Russian, married, aged 38 years, was fatally injured 
when impaled by a section of a 2-inch steam-line which fell down the shaft 
of the Moffatt-Hall mine about 8.40 P.M., October 23, and died in the Kirkland 
District Hospital about 12.45 A.M., October 24.

Mining operations had ceased on the property about a week previous to 
the accident and only a salvage crew was employed at the time. These men
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were engaged in the complete removal of all underground equipment of the mine.
At the time of the accident the salvage work had been completed, except 

for the removal of the electric power cable and sections of three pipe-lines, a 
4-inch air-line, a 2-inch water-line and a 2-inch steam-line, each approximately 
103 feet in length. The men had rested in the camp after coming off day shift 
at 4 P.M., and resumed work in the shaft after eating their lunch.

Previous to the accident seven men had been employed on the removal 
of the pipe-lines. After removing the pipe to a point some distance above 
the 150-foot level, the gang split up, two men going to surface to assist in pulling 
the last lengths of pipes through the manway, two remaining in the upper portion 
of the manway stripping the landing platforms off and removing the pipe clamps, 
while Omelchuk and his partner, Sokoluk, were to go to the 425-foot level in 
preparation for stripping out the power cable. The seventh man, Dancheski, 
went to surface to arrange to have the power shut off before handling the cable. 
Omelchuk and Sokoluk, although they knew the rest of the crew were working 
in the shaft above them, went into the manway at the 150-foot level and started 
to remove the clamps holding the power cable to the timbers as they proceeded 
down the shaft. They had reached a point 50 feet above the 300-foot level when 
a section of the 2-inch steam-line broke away from the pipe gang after the tail 
clamp and most of the manway platforms between the lower end of the pipe 
and the shaft collar had been removed. Omelchuk was struck in the abdomen, 
the pipe piercing his body, then penetrating a 2-inch plank on the landing 
platform and passing completely through an 8- by 8-inch end-plate of the shaft.

On the arrival of the doctor, who was summoned from Kirkland Lake, it 
was realized that Omelchuk was fatally injured. He had remained conscious 
up to this time. After the upper portion of the pipe had been secured in position 
it was cut off above his body, permitting his release.

After the accident it was found that the steam-line which fell had been 
previously disconnected at surface unknown to the men working on its removal, 
and that when the hangers and landing platforms were removed there was no 
support left to hold the pipe in place.

An inquest was held at Kirkland Lake on October 28 before Coroner J. F. 
Edis, M.D. The jury returned the following verdict? 

We, the jury, find that Harry Omelchuk came to his death on October 24 by loss of blood 
and shock by a falling pipe which pierced his bowels, in the Moffatt-Hall Gold, which occurred 
on the 23rd day of October.

Northern Empire Mines Company, Limited

David Johnson, Swedish, trammer, aged 34, married, was instantly killed 
by a fall of ground in No. 913 stope at the Northern Empire mine about 9.45 
A.M., November 21.

No. 913 cut-and-fill stope is above the 300-foot level some 900 feet west of 
the shaft and is about 240 feet in length. Nine cribbed chutes, numbered 
consecutively from the west end of the stope, and a manway situated at the 
east end, served the stope. At the time of the accident the stope had attained 
a height of approximately 75 feet above the level and a cut was proceeding 
easterly with the breast between No. 2 and No. 3 chutes. A round of holes 
had been blasted at the end of the night shift of November 20 (3.30 A.M., 
November 21) and when Johnson and the miner, Victor Makela, entered the 
stope about 8.20 A.M. Makela noted that the rock on the footwall side of the 
vein between No. l and No. 2 chutes was badly cracked and in a dangerous 
condition. He scaled the balance of the stope, but did not attempt to scale
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this section as the loose rock here could not be barred down without exposing 
him to danger. As this was at the point in the stope at which Johnson would 
normally have commenced his mucking, Makela instructed him not to attempt 
any mucking that morning, but to help him until he was ready to drill and then 
to go down to the level and carry on with other work.

The shift boss, John Yarmola, visited the stope about 8.45 A.M. and, after 
examining the loose rock, also instructed Johnson not to attempt any mucking 
in the stope, but to go down to the level after assisting Makela to get ready 
for drilling. About 9.45 A.M. Makela started toward the manway at the east 
end of the stope for steel and just before reaching there heard a crash of falling 
rock and turned back to investigate the cause. He found Johnson west of 
No. 2 chute, lying against the hanging wall with his legs pinned beneath a 
rock estimated to weigh about 7^ tons which had fallen off the footwall at 
this point. A scaling bar which Makela had left near No. 3 chute was found 
beneath the rock alongside Johnson's body.

It would appear that immediately after Makela started toward the manway 
Johnson must have picked up the scaling bar and gone west of No. 2 chute and 
attempted to bar down the loose slab.

An inquest was held at Empire on December l, before Coroner W. J. Henry, 
M.D., and a verdict of accidental death was returned.

Paymaster Consolidated Mines, Limited

Peter Blahey, Polish, aged 48, married, with a wife and two children in 
Poland, was injured about 10 P.M., on May 10, at the Paymaster mine, and 
died about 2.30 P.M., on May 12. Blahey had only been employed at the 
Paymaster mine since May 5, but had had six years of mining experience at 
Dome Mines, Limited.

On the night of May 10, Blahey and D. Bomhof were pulling chutes on 
the 900-foot level, from No. 902B stope. On this night six men were working 
in the stope. These men were: B. Lehto and K. Kallunki, timbermen, who 
were cutting hitches to raise stulled manway between chutes Nos. 9 and 10; 
A. Bakholm, runner, and J. Flinski, helper, who were working on a leyner drill 
in the stope; H. Malchesky, runner, and Glinicky, runner, both hammer drill men.

Bakholm was the last to stop drilling. The other runners had piled their 
dull steel at the top of the manway and were loading holes when Flinski carried 
his steel over to the manway. The manway, the only one in the stope, was 
up about 70 feet above the track on the 900-foot level. There was a steel-chute 
in the manway, which discharged the steel about 10 feet above the drift level. 
This chute was along the hanging-wall side of the manway and the steel, on 
discharging from it, crossed the track and struck the drift floor between the 
hanging wall and the track. The head of a man walking along the centre of 
the track would cross the path of a steel thrown down the chute. The usual 
practice when steel was to be thrown down, according to the runners in the 
stope, was to send one man down to the bottom. This man knocked on the 
air line in the manway when he was down, to guard the drift approaching to 
the manway, and the men in the stope then threw the steel into the chute. 
Flinski did not wait for help or a man to guard below, but as soon as he had 
carried his dull steel over he knocked on the air pipe at the top of the manway 
and started to throw the steel down. Blahey had gone to the manway to get 
an axe from one of the landings above the level, and was opposite the chute just 
at this time. He was struck on the top of the head by one of the two pieces of
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steel which reached the bottom, either a starter about 30 inches long or a 4-toot 
steel. His partner, who was about 40 feet away, saw his light fall and ran 
over and found him lying at the foot of the manway. He heard the steel falling 
and shouted up the manway and Kallunki, one of the timbermen, heard him and 
told Flinski to stop throwing the steel. Blahey had received a bad fracture 
near the top of the skull and never regained consciousness. He was operated 
on about noon of the following day and died some 26 hours after the operation.

Flinski had been previously employed at the Ashley mine. He commenced 
work at the Paymaster on April 10. He started to work in No. 902B stope on 
the afternoon shift on April 25. He then worked on day shift in this stope for 
two weeks, from April 27 to May 9. As the steel is only thrown down on the 
night shift, and the accident occurred on his second night shift in the stope, 
he may not have seen any steel handled this way before. His first work at 
the Paymaster had been cleaning track and working in a grizzly.

An inquest was held at Timmins, on July 24, before Coroner H. E. 
Montgomery. The jury returned the following verdict: 

We, the jury summoned to appear here this day, find that Peter Blahey came to his death 
from a steel dropping through a chute and that his death was accidental, but would suggest that 
better arrangements should be made in future, the rule of the mine should be enforced regarding 
a man stationed below to guard the chute.

Frank Staresinic, driller, Jugo-Slav, aged 33 years, married, was suffocated 
when caught in a run of muck in No. 702C shrinkage stope of the Paymaster 
mine, about 5.40 P.M., December 19.

On day shift it had been decided to pull the chute drawing this area, and 
the driller then on duty had constructed a stage from which to work while 
the pulling was in progress. After ten carloads had been pulled from the chute 
without the muck settling in the stope, the stope boss on day shift instructed 
the driller to put a second sprag under his staging which, up to that time, had 
been carried on one sprag only, with the free ends of the plank resting on the 
muck pile. There being no timber in the stope with which to complete the 
staging, the driller and stope boss wedged a steel from wall to wall under the 
free end of the stage and drilling was continued from this stage for the balance 
of the shift.

Up to the end of the day shift twenty-eight l-ton cars had been pulled 
from the chute without drawing down the top of the muck pile. The accident 
was first discovered when .K. Hautanite, another driller in the stope, who was 
working on a breast approximately 35 feet west of Staresinic's face, missed 
the presence of the latter's light and went forward to investigate. Finding 
that the muck had dropped from beneath the stage and also that the stage 
had been carried out, this man gave an immediate alarm.

Investigation showed that Staresinic was completely buried and that 
no work could be safely done in attempting recovery from the stope. Accord 
ingly, the muck from the chute was passed through into an open stope below 
and the body was recovered about 8.30 P.M.

An inquest was held at South Porcupine, on December 28, before Coroner 
F. C. Evans, and the jury returned the following verdict: 

We, your jury, summoned to enquire into the death of Frank Staresinic, find the deceased 
died in No. 702C stope on the 750-foot level of the Paymaster Consolidated mine situated in the 
Township of Tisdale, District of Cochrane, on Saturday, December 19, 1936, at approximately 
6.00 P.M. Death was due to suffocation. From the evidence received we attach no blame to 
any of the mine bosses. We would, however, suggest that proper placards be placed in all areas 
which are inclined to be dangerous.
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Pickle Crow Gold Mines, Limited

George Collins, British, aged 24 years, single, was fatally injured when 
struck by a fall of ground in No. 610 west back stope, 625-foot level of the 
Pickle Crow Gold Mines, about 7.15 A.M., July 31, and died about 11.55 A.M. on 
the same day.

Collins and his partner, Duncan Williams, employed as trammers, had just 
commenced their work in the heading. Collins had completed washing down 
the breast and walls with a water hose and was turning the hose on the muck 
pile when a piece of rock fell from the hanging wall, striking him on the left 
side and pinning his foot down. Williams was commencing to scale the working 
place and was standing with his back to Collins when the fall occurred. Unable 
to release his partner from beneath the rock, he obtained the assistance of other 
men on the level and they succeeded in raising the rock and freeing Collins. 
He was removed to surface in a stretcher basket and placed under the care 
of the resident physician. His death was caused by shock and internal 
haemorrhages.

The piece of rock which fell was about 4 feet west of the breast blasted on 
the preceding shift with 16 holes. This blast apparently took the support 
from the hanging wall and subsequent examination showed that there was a 
3-inch lamprophyre dyke in the hanging wall behind the loose rock, which 
probably caused the line of weakness. It is possible that the loose piece was 
broken to the dyke and the water circulating behind it provided the extra pres 
sure required to cause it to break away from the hanging wall. It was roughly 
pyramidal in shape and weighed about four tons.

An inquest was held at Sioux Lookout before Coroner G. L. Bell, M.B., 
on August l, the jury returning a verdict of accidental death.

Preston East Dome Mines, Limited

Wilfred Calder, shaftman, British, married, aged 33 years, was instantly- 
killed in the shaft of the Preston Bast Dome mine about 11.45 P.M., November 
4, when struck on the head by a 3- by 12-inch plank, 5 feet l inch long, which 
fell from the collar of the shaft to the blasting set, a distance of approximately 
86 feet.

At the time of the accident Calder and other members of the shaft crew 
were engaged in hanging a set of timbers. Except when timbering, all com 
partments of the shaft, apart from the left-hand skip compartment in which 
the sinking bucket is operated, were tightly covered at the surface. To facilitate 
hanging the long wall-plates, however, it was the practice to lower these in the 
right-hand skip compartment on the second hoisting cable. No crosshead 
was used in this compartment and the practice was to suspend these timbers, 
by slings, on the rope in this compartment.

When the accident happened the wall-plates had been sent down and 
the deckman had only removed the back half of the covering on the right-hand 
compartment for this purpose, then proceeded, with the help of two other 
men, to bring up other timber to the shaft collar in position to be lowered in 
the bucket. The timbering crew, having received the wall-plates and de 
tached them from the cable, signalled the hoistman to wind in the rope. As 
the end of the rope reached the collar some of the various attachments evidently 
caught the planking, which was spiked to nailing strips in the compartment, 
tore one plank loose, and caused it to fall down the shaft and strike Calder's head.
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An inquest was held at South Porcupine on November 6, before Coroner 
F. C. Evans, and the jury returned the following verdict: 

We, your jury, summoned tp enquire into the death of Fred Calder, find the deceased died 
at the Preston East Dome mine in the Township of Tisdale, Wednesday, November 4 at 11.40 
P.M., from injuries received while performing his duties as shaftman, said injuries being caused 
from the falling of a 3-inch by 10-inch by 5-foot 1-inch plank from the surface covering. The 
jury feel this accident would not have happened had the above covering been made into a hinged 
door which is the usual mining practice.

Red Crest Gold Mines, Limited

Stanley Crnic, Jugo-Slav, aged 32 years, married, with two children, em 
ployed as a driller's helper at the Red Crest Gold Mines, Limited, was fatally 
injured while riding in the cage in the middle compartment of the shaft on 
September 30, shortly after 8.40 A.M.

Crnic was employed as helper to Drill Runner John Horachak, driving 
the east drift on the 275-foot level, the face of which, at the time of the accident, 
was about 130 feet east of the north end of the north crosscut which is driven 
to about 180 feet north of the shaft.

The morning shift, consisting of Crnic, Horachak, and two muckers, went 
underground at 7 A.M. The muckers, Westergaard and Anderson, went to 
work in the drift west of the north crosscut, and Horachak and Crnic went to 
drill in the east drift.

At about 8.40 A.M., Crnic complained of feeling ill and told Horachak 
that he was going to surface for a while and would return to work when he 
felt better. Horachak walked to the shaft with Crnic and offered to go to 
surface with him, but Crnic said he could go alone.

Crnic entered the cage from the south side and let the bar down across 
the cage, but did not close the doors. The doors on the north side of the cage 
were already closed. Westergaard and Anderson were at the station when 
Crnic got on the cage, but were pushing an empty car away from the shaft 
and did not notice whether or not he closed the doors.

The hoistman, Larry Dwyer, received the signal to hoist men to surface 
and, according to his evidence, he opened the throttle about one quarter in 
order to hoist slowly. Just after the cage passed the 150-foot level the hoist 
stopped. Dwyer shut off the steam, applied the brake, and reported to Louis 
Soje, the contractor in charge of the work.

Soje went down the manway and found the cage stopped with the floor 
just below the seventh wall-plate above the 150-foot level on the south side 
of the shaft.

Crnic's body was lying diagonally across the cage, with the head sheared 
between the lower inside edge of the wall-plate and the floor of the cage. His 
lighted lamp was lying on the floor of the cage. The body was brought to 
surface immediately and examined the same morning by Dr. D. G. Revell, 
district physician, who found that death was caused by injury to the skull, 
the jaw having been pushed back into the base of the skull.

According to the evidence brought out at the inquest, the 275-foot level 
that morning was free from gas, none of the other men on the shift having 
noticed any odour or ill effects. It is a matter of conjecture as to whether Crnic 
fell to the floor of the cage or sat there of his own accord. In any case, the 
evidence showed that had Crnic closed the doors on the south side of the cage, 
the accident would not have happened.

An inquest was held at the mine office on October 18, before Coroner G. L. 
Bell, M.B.
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The jury returned the following verdict: 
We, the jury, find that Stanley Crnic came to his death from a fractured neck and skull, 

sustained in the cage at the Red Crest Gold Mine, at 8.40 A.M., September 30th, through his own 
negligence. He refused to permit anyone to accompany him in the cage to the surface, and did 
not close the door. We do not believe that the counterbalance used on the cage was the cause 
of this accident.

Red Lake Gold Shore Mines, Limited

Gabriel Lengel, Hungarian, aged 26, single, with no known relatives, em 
ployed at the Red Lake Gold Shore Mines, Limited, as carpenter, received 
injuries while working in the shaft on June l, about 6.55 P.M., which resulted 
in his death the following day about 2.05 P.M. He had been employed at this 
mine since April 25.

On June l preparations were being made for the construction of a concrete 
collar around the 3-compartment shaft. This shaft is 550 feet in depth and 
has two cages, operating in the centre and south compartments. The solid 
rock is about 20 feet below the collar of the shaft. At the present time there 
is a timber crib down to the bed rock, about 2 feet outside the shaft sets. The 
sets are blocked against the cribbing. The cement is to be poured outside the 
cribbing. Before digging the muck away from the sides of the cribbing, on 
which the collar-bearing sets and most of the weight of the headframe rest, 
plans were made to relieve some of the weight on the crib by putting long timbers 
under the bearing sets and supporting these at the ends of the shaft. A round 
timber, 47 feet in length, was put through the two ends of the rectangular crib 
around the shaft. This timber passed along the east side of the three com 
partments between the shaft sets and the side of the crib. It was being blocked 
between the end of the day shift and the beginning of the 7 P.M. shift, when there 
was no necessity for the cages being moved in the shaft. It was overtime 
work and only four men were left to finish placing and blocking the timber. 
They were: Nick Dawe, the construction foreman, Mike Ballnik, Jim Davia, 
and Gabriel Lengel. After the day shift had come up from underground, 
about 4 P.M., Dawe notified Hoistman R. Dusang that his men were going to 
work in the shaft and told Dusang not to move the cage. Dusang lowered 
the cage in the south compartment about 30 feet and then set the emergency 
switch. The cage in the centre compartment was then near the bottom of 
the shaft. Dusang went home at 5 P.M., leaving a note for the night hoistman, 
Charlie Hanrahan, with a few remarks about the operation of the compressor, 
but not mentioning that men were working in the shaft.

Construction Foreman Dawe left the shaft for his home about 6.45 P.M. 
He says there were no men in the shaft when he left and he thought that they 
had finished with the work. Deckman Cecil Wilton went to the collar of the 
shaft manway between 6.45 and 6.50 P.M. and shut the air valve to stop air 
blowing down into the mine. He then started to carry steel from the black 
smith shop over the shafthouse door. He saw Ballnick and Davia blocking 
the timber on the outside of the cribbing, but did not see Lengel until he was 
injured a few minutes before seven o'clock. Lengel was inside the shaft, 
apparently, from the time Wilton first entered the shafthouse until he was 
injured. The night-shift hoistman, Hanrahan, went to work a few minutes 
before seven o'clock and found everything as usual. A few minutes before 
seven he started to raise the cage to surface to lower the men. As he was doing 
so he felt a slight shock and stopped the cage, then lowered it a few inches. 
He went out to the shaft and found that Lengel, who had been standing on 
the east wall-plate bf the second set in the south compartment, had been caught
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and squeezed between the cage hood and the collar of the shaft. He was con 
scious but was too badly crushed about the chest and sides to speak clearly. 
He was also injured about the lower part of his body. It is believed he had 
had one leg around the hanging rods through the wall-plate and this tore his 
body to some extent. Neither Davia, Wilton or Ballnick noticed that the 
cage was moving before Lengel was hurt. No one had told Hanrahan that 
the carpenters had been working in the shaft.

An inquest was held at Red Lake on June 3, before Coroner Wm. Day, 
M.D., and the jury returned a verdict of accidental death.

Teck-Hughes Gold Mines, Limited

Matti Kauppi, aged 32, and Axel Ostman, aged 33, drillers, both Finns 
and married, were fatally injured in No. 43,325 north crosscut, on the 43rd 
level of the Teck-Hughes mine, at 12.50 P.M., February 20, when they drilled 
into a missed hole in the crosscut heading. Kauppi died about an hour after 
the accident, and Ostman died about 8 P.M., February 21.

When the accident happened the men were drilling the thirteenth hole 
for the day in the face, the lower right-hand cut-hole. This hole had been 
drilled to a depth of approximately 3 feet when it intersected the remnant of 
the upper right-hand cut-hole from the previous round, and an explosion resulted.

Both men received fractures of the skull and multiple body wounds from 
pieces of flying rock. Kauppi had a broken arm and leg, and Ostman had lost the 
sight of both eyes. Death in both cases was due to the fractured skulls.

The previous round in this heading had been drilled and blasted and had 
resulted in a poor advance, about 2 feet of the holes remaining after the blast. 
In shooting this previous round all holes were loaded and blasted at the same time.

Frank Dafoe, shift boss, had visited the heading about 8 A.M., and stated 
in his evidence that Kauppi had just finished washing down the face and was 
cleaning out the old holes with a scraper. Dafoe had enquired of Kauppi 
whether he had found any evidence of missed holes in the round and had been 
told that none were found. A possible explanation of the failure of the men to 
discover the presence of the missed hole may lie in the sheared nature of the 
rock in this heading. This occasionally results in the remains of old holes 
being squeezed to such an extent that detection of the location of an old hole 
is difficult and, unless extreme care is exercised, such a hole may not be discovered 
in the new face.

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

George Stark and Frank Zalec were killed instantly when they were buried 
in broken rock from a pillar burst, in No. 38,321 west south stope of the 
Teck-Hughes mine, on December 9, about 7.45 P.M. Stark was a Jugo-Slav, 
aged 29, single, employed as a timberman. He was employed from 1927 to 
1931 as a mucker and runner, and from 1931 to the time of the accident as 
a mucker, runner and timberman. Zalec was a Jugo-Slav, aged 49, married, 
with a wife and three children. He was employed from 1931 to the time of 
accident as a runner and timberman. Both men suffered multiple lacerations 
and contusions, chiefly to the head, shoulders and chest. Zalec had no frac 
tures. Stark had a crushing of the right side of the chest but no other fractures. 
Death was caused by general crushing and asphyxiation. At the time the
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accident occurred, Stark and Zalec were timbering in the stope at the level 
of No. 38WS sub-drift No. 1. This is 38 feet above No. 38 west south drift.

For purposes of reference, the mine is laid out in vertical blocks 30 feet 
wide, by north and south section lines, running across the ore zone. The sec 
tions west of the main shaft start from No. O at the shaft and are numbered 
up to 40 towards the west. The stope in which the accident occurred extends 
from Section Line No. 17 to Section Line No. 24 and lies between the 37th 
level and the 38th level. The interval between levels is 125 feet. The block 
of ground is 150 feet long, 118 feet deep, and 10 feet wide, (the width of the 
ore). The whole block is called No. 38,323-17 west stope. The section of 
the stope in which the accident occurred is No. 38,321 west south stope.

Preparatory to mining the stope by sub-level methods, the block of ground 
was cut up into 15 blocks by driving three series of vertical raises from the 
38th level to the 37th level and three sub-level drifts between the two levels, 
connecting the raises. One series of raises was on Section Line No. 23, one on 
Section Line No. 20, and one just west of Section Line No. 18. The sub-level 
drifts were spaced at 30-foot vertical intervals. This left a line of blocks, four 
high, approximately 10 feet long and 20 feet deep, at the west end of the stope, 
beginning at Section Line No. 24. In the middle there were two lines of blocks, 
four high, 60 feet long and 20 feet deep. At the east end of the stope there 
is one line of blocks, three high, ending at Section Line No. 17. In this last 
line of blocks the two upper blocks are approximately 30 feet long by 20 feet 
deep. The lower block is 30 feet long by 60 feet deep. Mining of the blocks 
was started at the west end of the stope, retreating to the east. As mining 
progressed it was found unsafe to mine the 60-foot blocks in horizontal slices. 
The ground was dense, with no slips, and showed a tendency to burst. In one 
case a block did burst when it was about half mined horizontally. For this 
reason it was decided to mine the blocks in vertical slices.

On December 9 the ground of the stope had been broken from the west 
end back to the series of raises in the middle part of the stope, with the exception 
of the remaining part of the block between the first and second sub-drifts above 
the 38th level, and between the west and the middle vertical raises. This 
block had been mined back to within 25 feet of the middle vertical raise, at 
Section Line No. 20. The last breast was blasted on December 5, before the 
3-11 shift came off duty. Twenty-five holes were blasted, using 110 sticks of 
powder. It was planned to extend the timber from the raise to the west end 
of the block and to drill through it, from under the timber. On December 9 
the day-shift did some scaling in the stope but left the place about lunch time 
as the ground was cracking and snapping. They put in the rest of the shift 
helping the chute pullers on the level. The shift boss visited the stope after 
lunch and found that it had quieted down. He reported this fact to his opposite 
partner, the shift boss of the 3 P.M.-! l P.M. shift, when they met in the bosses' 
office at 2.30 P.M. that day. The 3 p.M.-ll P.M. shift boss instructed Stark 
and Zalec, experienced timbermen who were familiar with this class of work 
and with the stope, to go in and put in the timber. He visited the stope before 
lunch and again after lunch as is the usual custom. On both visits the stope 
was quiet and the men reported that everything was all right. When he made 
his visit after lunch, about 7.30 P.M., the men had the sill and the two posts in 
place and were getting ready to put up the cap of a set of timber 5 feet from 
the timber already in place. The shift boss stayed talking with the men for 
ten minutes, then went out through the sub-drift and down the manway raise 
at the east end to the 38th level. He had just reached the level when the rock
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burst occurred. He immediately returned to the stope and found that it was 
full of muck back to the middle raise and that the men were completely buried. 
He went down to the level and out to the station, sent word to the mine super 
intendent, returned to the stope with muckers and started working to recover 
the buried men. The mine superintendent and assistant mine superintendent 
arrived and took charge of the recovery operations. Zalec's body was recovered 
at 12.45 A.M. and Stark's body at 2.45 A.M., on December 10. The doctors 
who examined the bodies underground and at the morgue state that the cause 
of death was general crushing and asphyxiation. After the accident it was 
found that a piece of ground approximately 4 feet thick had burst off the roof 
(the lower face of the block) for its full length. The ground over the timber, 
west of the raise, 6 feet in length, was shattered but had not fallen, although 
the cap of the last set was broken.

An inquest was held before Coroner J. F. Edis, M.D., on December 16, at 
7.30 P.M., in Kirkland Lake Town Hall. The jury gave a verdict of accidental 
death caused by a fall of loose rock, while timbering on the 3,800-foot level 
of the Teck-Hughes gold mine.

Wright-Hargreaves Mines, Limited

William Temberg, Russian, single, aged 32 years, employed as a drill helper 
at the Wright-Hargreaves mine, was fatally injured when struck by falling 
steel at the foot of a stope manway on the 550-foot level about 3 P.M., July 21, 
and died in the Kirkland Lake District Hospital on August 2.

On the day of the accident Temberg and his partner, N. Jackowec, finished 
drilling in No. 503 stope shortly before 3 P.M., and then brought their dull steel 
out of the stope to the top of a steel-slide on a sub-level 90 feet above the 550-foot 
level, and stacked it above the slide in preparation for lowering it to the level. 
The short pieces, 5 feet and less, were placed on the footwall of the working 
place and the 6- and 7-foot pieces were stood on a plank above the steel-slide 
with the bit ends resting on the footwall.

The regular method of lowering steel in this raise is as follows. One of 
the men goes to the 550-foot level, and, when he is clear of the chute, shouts to 
his partner at the top, who then proceeds to place the steel in the carrying finger 
in preparation for lowering. This finger is a piece of plate, an eighth of an inch 
thick and 8 inches wide, bent at an angle of 90 degrees, each leg of the angle 
so formed being about 8 inches long. One arm has two slots cut in it through 
which the pieces of steel are dropped and suspended from the plate by the bit, 
which will not pass through the slot. Each slot holds four pieces, making the 
total load for the finger eight pieces. The other arm is equipped with an eyebolt 
to which is attached the rope for raising and lowering the finger. The slide is 
16 inches wide and 8 inches high and is constructed of boards 8 inches wide and 
l inch thick. The slide follows the general dip of the manway, being carried 
on cross-pieces nailed to two lines of stulls alongside the manway of the raise.

Previous to the accident, Jackowec, the drill runner, had instructed Temberg 
to go down to the 550-foot level to unload the steel when he lowered it. As the 
finger was at the bottom of the slide, Temberg was also instructed to pull on 
one end of the rope to indicate to his partner which end to pull to bring the 
finger up, since it was impossible to tell from the top of the chute which end of 
the rope as it passed over the snatch block should be pulled to raise the finger. 
Jackowec states that he received the pull on the rope and shortly afterward 
Temberg shouted, "O.K.", indicating that he was in the clear. Jackowec then
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pulled the finger up and just as he got it to the top dislodged the plank on which 
the longer pieces were standing, letting some of them fall down the raise. Hear 
ing a shout from Temberg, he realized that something was amiss and hurried 
down the ladders and found his partner lying at the foot of the slide apparently 
badly injured. Jackowec obtained further assistance and had Temberg placed 
in a stretcher and removed to surface.

On admission to the hospital it was found that the man had sustained 
a wound about three inches by five inches below the right shoulder. Four 
vertebrae in this region were broken, and also three ribs. Just above the hips 
another vertebra was broken and the spinal cord was injured. On July 23 
Temberg developed pneumonia, with accompanying high temperature and 
delirium, from which he died on August 2, at 1.10 P.M.

An inquest was held at Kirkland Lake, on August 3, before Coroner R. H. 
Armstrong, M.D., and a jury, the following verdict being returned: 

We, the undersigned coroner's jury, called to investigate the death of William Temberg, 
who died in the Red Cross Hospital, Kirkland Lake, of pneumonia developed from an accident 
received on the 500-foot level on the 21st day of July at the Wright-Hargreaves Mine. We find 
by the evidence brought that the accident was caused by steel falling down the steel-slide from 
the 400-foot level.

J. E. Banks, British, aged 30, married, without children, employed as 
a trammer at the Wright-Hargreaves mine, died of suffocation when he was 
buried in a slide of sand in No. 501E stope, about 1.15 A.M., on September 19.

No. 501E stope was mined originally as a shrinkage stope from the 550-foot 
level, leaving the floor pillar below the 400-foot level. This floor pillar was to 
be mined by an inclined cut-and-fill system, using sand for fill. The broken ore 
was drawn off on the 550-foot level, and all the chutes, with the exception of 
one at each end of the stope, were blocked off. Boots at each end of the stope 
were built to hold the toes of the fill. These boots consisted of a vertical barri 
cade of round lagging, about 6 feet high, and two sections of floor inclined at 
45 degrees. The floor was made of 3- by 8-inch planks, 8 feet long, nailed to 
10- by 12-inch stringers, wedged to the wall. The stope was filled with sand 
from the 400-foot level, through a raise approximately at the centre of the stope. 
Floors were then laid on the sand on both sides of the stope, after the sand had 
assumed its apparent angle of repose. The angle of the east side was 47 degrees, 
and that of the west side was 42 degrees. The floor consisted of 3- by 8-inch 
spruce planks, 8 feet long, nailed to 6- by 8-inch composite stringers made by 
nailing two 3- by 8-inch planks together. These stringers were spaced 8 feet 
apart and were laid on the sand and wedged to the wall.

About 1,200 tons of ore were broken and drawn off on these two floors. 
On completion of the breaking operation, the floor on the east side was taken 
off. Some time after the floor had been taken off this side, the sand pile moved, 
leaving the surface at an angle of 36 degrees. The slide did no damage and was 
not considered of any importance.

On September 19, on night shift, the west rill of the stope was being prepared 
for filling. Two timbermen, McMillan and Pelletier, were putting square-sets 
at the chute and manway at the west end to form the bottom of the boot for the 
toe of the fill. Banks and Wojnas, two muckers, were taking off the plank 
covering of the rill slide. The floor on this west side was 12 sets, or 96 feet, long. 
The workmen left two sets of floor at the bottom of the slide to hold the toe of 
the fill and started at the third set. They had removed two sets of flooring and 
were starting on another set when the accident occurred. Wojnas states that 
at about 1.15 A.M. he and Banks heard a noise above them, and a run of sand
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came down from above. They jumped to the ladder on the left hand side of 
the stope. They had just reached the ladder when the section of flooring from 
where they were standing 8 sets or 64 feet gave way and slid down to the 
bottom. Wojnas landed against the left hand wall at the bottom with no 
injuries except a bruised ankle. Banks landed at the bottom at about the 
middle of the stope against an 8- by 8-inch spruce timber used as a brace for the 
toe of the slide. The sand, sliding with the floor, trapped him there and buried 
him, only his feet and part of his legs remaining uncovered.

McMillan and Pelletier gave the alarm. George Campbell, the captain 
on shift, arrived and started the work of rescue. Dr. Contway was called 
and arrived in the stope at about 2 A.M., just after Banks' head had been un 
covered. Banks' heart showed no sign of action, and a stimulant was injected 
with no result. Resuscitation work was carried on for two and a half hours 
by the mine rescue team, but had no effect. After the body was taken to the 
surface a further examination showed that there were no fractures. Death 
was caused by suffocation.

An inquest was held on September 23 by Coroner R. H. Armstrong, M.D., 
and the jury returned a verdict of accidental death.

Bozo Chop, Jugo-Slav, aged 31, married, with no children, employed as a 
helper and mucker since 1930, was struck by a piece of loose while scaling the 
hanging wall in No. 1,877 stope at the Wright-Hargreaves mine, at about 1.05 
A.M., on October 13. He died at the Kirkland District Hospital at 9.30 A.M., 
the same day. Death was caused by shock due to fracture of the pelvis and 
sacrum, and to haemorrhage.

No. 1,877 stope is being mined as a stull stope. Three breasts, having 
a height of about 24 feet, are broken down on a horizontal floor. This floor 
consists of plank flooring supported by a line of horizontal stulls, on 6-foot 
centres, hitched into the footwall and wedged to the hanging wall. The hanging 
wall end is further supported by a stull at an angle of about 45 degrees, from the 
footwall up to the hanging wall end of the floor stull. When the breast has 
become sufficiently advanced the muck is drawn down through chutes located 
25 feet apart. As the muck is drawn down, another line of floor stulls is put in 
about 8 feet from the back. These stulls are kept quite close to the muck pile. 
To do this, it is usually necessary to pull down the top of the muck pile by hand 
to make room for the stull. Any loose rock on the walls is scaled down at 
this time.

On October 13, J. Martine, shift boss in charge of the 7 P.M.-3 A.M. shift 
on the 1,800-foot level, instructed Chop, while still on surface, to go to No. 
1,877 stope and level off the muck so the timbermen could put in another floor 
stull. At 9 P.M., when the shift boss came through on his first round, Chop 
was pulling down the muck as directed. The two timbermen, T. Steel and 
Wm. Sievert, were working on a chute 30 feet behind Chop. Shortly after 
l P.M. the timbermen heard a fall of loose and heard Chop cry out. They found 
him lying on the muck below the angle stull. Chop told them that he had 
found a piece of loose on the wall and, while scaling it down, had been struck 
by some of it. There was a piece of plank, 3 feet by 8 feet by 8 feet, reaching 
from the angle stull to the slope of the muck pile ahead, about 5 feet below the 
floor level. The scaling bars, ranging in length from 4J^ feet to 6 feet, were 
found on the muck on the footwall. The piece that fell came from directly 
over the plank just above the level of the floor. It seems probable that Chop 
was standing on the plank with his back against the angle stull, scaling a piece
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of loose ahead of him. Although he was an experienced man he must have 
misjudged the length of the piece. It split over him and, in falling, probably 
jammed him against the angle stull, causing the injuries to the pelvis, after 
which he fell from the plank to the muck.

An inquest was held on October 21, before Coroner R. H. Armstrong, M.D., 
the jury returning a verdict of accidental death.

METALLURGICAL WORKS

Algoma Steel Corporation, Limited

Russell Barbeau, British, aged 18, single, employed as a labourer, died 
from suffocation about 8.20 P.M. on October 28, in the calcining plant of the 
Algoma Steel Corporation, at Sault Ste. Marie.

This plant was erected in 1917 for the purpose of calcining limestone or 
dolomite for the open hearth plant. About two months ago it was decided to 
use it also to sinter the flue dust from the blast furnace plant into lumps suitable 
for blast furnace feed. Since then the plant has been operated with flue dust 
and limestone alternately.

The material to be treated is dumped from an elevated track into a large 
bin underneath it, passes through a crusher to a bucket conveyor, which carries 
it up and discharges it into a 75-ton bin with a hopper bottom, located above 
the brickwork at the charge end of a rotary kiln 125 feet long and 7 feet in 
diameter. At the base of the hopper is a feeding box with a horizontal shaking 
bottom. The material is discharged through an opening 23 inches high and 
16 inches wide in one end of this box into a chute leading to the kiln. The flow 
is controlled by a baffle plate in this opening.

On October 28 the plant was being operated with flue dust. The 3 P.M.- 
11 P.M. shift in the plant that day consisted of J. Badnuss, K. Stesko, and 
Barbeau. The latter had been employed in this plant for six weeks, and his 
work consisted of maintaining a steady flow of material to the kiln, and also 
of assisting to break up any large lumps which were discharged from the kiln. 
The former involved barring down the material when it became hung-up in 
the bin. This was done through the hopper discharge opening, through an 
opening in the south wall of the bin about 18 feet above the hopper discharge, 
or from a platform inside the bin about 8 feet from the top at the east end of 
the 14-foot-square bin. The bottom of the opening in the south wall, 24 inches 
wide by 38 inches high, is flush with a platform on the outside of the bin.

About 8.20 P.M. the coal dock foreman, L. Fera, was sitting in his office 
about 200 yards west of the calcining plant, when he heard someone yelling and 
started to investigate. The sound appeared to come from the calcining plant, 
but ceased as he approached it. Badnuss and Stesko were working at the 
east, or discharge, end of the kiln and had not heard it. Barbeau had left them 
a few minutes before to see how the flue dust was feeding, so they presumed 
that he might have been the one who was yelling, and started to look for him, 
after shutting down the plant.

His right foot was found projecting through the hopper discharge opening. 
He could not be seen on looking into the bin from above, so a plate was removed 
from the side of the feeding box, and he was found to be lying face downwards 
in the flue dust. It was about twenty minutes after Fera had last heard the 
yelling, and life was extinct.

An examination of the bin revealed foot prints on top of the flue dust around
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the sides of the bin, where it was level with the opening in the south wall. The 
prints went around from this opening to a point on the north side of the bin 
almost opposite to it. The flue dust in the centre of the bin was coned down 
to the feeding box, and there was an 8-foot bar lying near the bottom. Barbeau 
had been specifically instructed not to go through this opening into the bin, 
but to remain on the platform outside if it was necessary to bar down the material 
from this elevation.

An inquest was held before Coroner A. S. McCaig, M.D., Sault Ste. Marie, 
on October 30. The jury returned a verdict of accidental death, due to the 
deceased having disregarded instructions.

Canadian Furnace Company, Limited

Harry L. Giddings, British, aged 37, married, was fatally injured while 
operating a bridge crane at the blast furnace of the Canadian Furnace Com 
pany, Limited, at Port Colborne, about 8 A.M., on February 5, and died at 5 P.M., 
on the same day.

He had been employed as crane operator for two years at this plant and 
had had several years previous experience on similar work.

He started operating the crane at 7 A.M., on the morning of the accident. 
About an hour later the power failed, owing to poor contact between the collector 
shoe and the trolley rail.

The crane is located at the docks and is used in carrying material from the 
stock pile to the furnaces. The bridge is about 65 feet above the ground and 
the operator's cab is located at one end and beneath the trolley car.

Giddings climbed to the top of the cab and along the track and succeeded 
in making contact between the shoe and rail with a broom. The car immediately 
moved forward, crushing him between the car and the track hanger. The car 
again stopped and he crawled back to the top of the cab and called for assistance. 
An electrician was the first to arrive and Giddings told him to change the con 
troller as he had left it in the running position. He was lowered to the ground 
and, after being treated by Dr. Moffatt, was moved by ambulance to the hospital 
at Welland.

He had neglected to change the position of the controller handle from the 
running position before adjusting the shoe and the car started forward as soon 
as the contact was made, while he was still in front of the truck wheels. The 
operators had been instructed to call an electrician in case of any trouble with 
power circuit. The temperature was sub-zero on that morning, which no 
doubt affected the lubricant on the shoe mechanism and prevented it moving 
freely.

An inquest was held at Port Colborne, by Dr. McKenzie, on February 14.

International Nickel Company of Canada, Limited

Elmer J. West, British, aged 37, married, was injured when he fell from a 
ladder in the power house of the International Nickel Company of Canada, 
Limited, at Port Colborne, on February 3. He died on February 6.

He had been employed as fireman for the boilers for about one month.
The coal had become blocked in the chute to the stoker, and West and J. 

Kier had placed a ladder against the chute. This was the lower part of an 
extension ladder and was 18 feet long. The iron frame on the top of the ladder 
was hooked into the top of the chute to prevent it slipping. West was releasing 
the coal in the top of the chute with an iron rod. Kier was walking away when
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he heard the ladder move and, looking around, saw West hanging by one hand 
to the top of the chute. He dropped before Kier could reach him. He fell 
about 18 feet, striking his feet on the edge of the stoker, which caused him to turn 
over and strike the concrete floor with his head. He had evidently pushed the 
hook on the ladder away from the chute while using the rod. The ladder slipped 
sideways and West caught the top of the chute with one hand, but was unable 
to hold longer than a few seconds.

He was taken to the Welland hospital, but did not regain consciousness. An 
examination showed that he had suffered a compound fracture of the skull, 
involving the base.

An inquest was held at Port Colborne, before Coroner Dr. McKenzie, on 
February 14, and the jury returned a verdict of accidental death.

Steve Kanuch, Czecho-Slovak, aged 38, married, with two children, em 
ployed as a skimmer at the Copper Cliff smelter, died at 2.03 A.M. on October 
l, from extensive burns sustained at 2.50 P.M. on September 30, when he was 
splashed with molten metal and his clothing set on fire.

He was employed on No. 3 acid converter in the Orford process building. 
This converter is charged with molten copper matte from No. 2 basic converter 
in the same building, and produces blister copper. Each charge is blown with 
air for approximately two hours, during which it is usually skimmed three times. 
The converter is operated by electrical controls located at one end of the stand. 
The operator is protected overhead and on three sides by a sheet-metal housing. 
The floor of this housing is about a foot above the working floor. The crew 
consists of a skimmer and a puncher, with the former in charge.

A fresh charge was put in this converter at 2.10 P.M. on September 30, and 
at 2.45 P.M. the first skimming operation was started. Kanuch rotated the 
shell sufficiently for the soda in the charge to run out into a pot, then he and the 
puncher, J. Kusecak, placed the bar across in front of the stand to support the 
rabbling bar with which the viscous slag has to be skimmed by hand. He then 
returned to the controls and started to turn the shell down slightly more to get 
it in the proper skimming position. When he tried to stop the rotation with the 
master switch there was no response, and the molten charge was dumped out 
suddenly into the pot. This caused considerable splashing, and some of the 
hot metal entered the control housing and set Kanuch's clothing on fire. He ran 
out from the housing and was met by other workmen, who removed his clothes 
and summoned medical aid.

The operator's controls consist of a master switch, a circuit breaker, and 
three by-pass buttons. The master switch operates the motor to turn the shell 
down or up, or to stop it. The circuit breaker is connected to a solenoid brake 
on the shaft of the motor, so that this brake is applied automatically to stop 
the rotation when the circuit is broken by the operator. The by-pass buttons 
are used to by-pass three limit switches which are set to stop the rotation at 
the "blowing", "no air", and "pouring" positions. There is also an automatic 
emergency circuit which turns the shell off the tuyeres if there is a failure of 

} air or electricity.
After the accident the master switch was found in the "stop" position, and 

the circuit breaker was open. The position of the shell was such that the striker 
was between the rocker-arm points of the "pouring" limit switch, so that it was 
impossible to determine if the rotation had been stopped by this limit switch, 
or through the opening of the circuit breaker by Kanuch. When tested the 

^ latter was found to be all right, but the master switch would not operate the
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motor though the mechanical action was in good order. The wiring was tested 
and examined but nothing was found to be obviously wrong with it. Finally, the 
wiring between the operator's controls and the control panel was replaced and 
this rectified the trouble. This wiring consists of No. 12, 7-strand, wires with 
heat resistant insulation, each of which is covered with ^-inch loom, enclosed 
in a 2-inch iron conduit. It is believed that there must have been a leakage 
to ground in one of the wires, which prevented the master switch from functioning.

The accident could have been averted if Kanuch had opened the circuit 
breaker the moment the master switch refused to function. By the time he 
realized that it would not function and opened the circuit breaker the charge 
had already been dumped out.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Copper 
Cliff, on October 13. He gave a verdict of accidental death, and recommended 
that "the possibility of some auxiliary control device to prevent a similar accident 
be investigated, and also that additional protection be placed about the operator's 
platform to protect him."

QUARRIES 

Canada Crushed Stone Corporation, Limited

William Lang, British, married, was instantly killed on a counter shaft on 
a rock-screen at the quarry of the Canada Crushed Stone Corporation at about 
2.30 P.M., on August 26.

He was 39 years of age and had been employed in the screening plant for 
about five years. He was working alone in the room at the time, and when he 
failed to reply to a signal a man from the floor below went up the stairway and 
found his body lying on the floor.

The shaft was 3 ^e inches in diameter and revolving at about 100 r.p.m., 
with a coupling about one foot from the bearing. The coupling had been 
equipped with safety setscrews, but an examination after the accident showed 
that one of the standard setscrews had been replaced by one which was too 
long and projected about half an inch above the collar.

The sleeve of Lang's sweater coat was still attached to this setscrew when 
he was found. Marks on the floor, on a timber above, and on a steel chute 
showed that his body had revolved with the shaft. Both feet had been amputated 
by the chute, the arm was torn from the body, and the head and body had 
suffered severe injuries. The shaft had been examined a few days previous to 
the accident and no projecting setscrew was noticed at that time. The main 
tenance of that part of the plant was part of the duties of the deceased and it 
could not be learned that any other person had changed the setscrew.

There had been a wooden guard about 3 feet high 2 feet in front of the 
shaft and the shaft was about 4 feet above the floor. Lang probably fell over 
the guard as there was no indication that he was doing any work at the machine.

An inquest was held at Dundas, before Coroner Dr. Inksetter, on September 
9, and the jury returned a verdict of accidental death.

Gypsum, Lime, Alabastine, Canada, Limited

Roy Post, a labourer, was instantly killed by falling from a platform at 
the crushing plant of the Gypsum, Lime, Alabastine, Canada, Limited, at 
Beachville, at 4.25 P.M., on April 7. He was British, married, 44 years of age, 
and for over five years had been employed for the greater part of the time at 
this quarry.
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A crushing and screening plant was being dismantled for moving to another 
location. The screens, shaft and gears had been lowered to the ground from 
a floor 34 feet above the ground and Post had started to lower small bearings. 
He had attached four bearings, each weighing about 50 pounds, to a rope and 
intended to lower them with a single pulley. The loose end of the rope was 
snubbed to a post near where he was standing. The platform on which he 
was working was 4 feet 2 inches wide and 10 feet long.

A labourer named Florian stated that he had just entered the room and 
was standing on the platform when he was knocked down by some object but 
did not at any time see Post. Three men were working at the other end of 
the room; one of them saw Florian prostrate and called to the others. The three 
of them came to the platform and saw Post lying on the ground and rushed 
down. A man on the ground on the opposite side of the building heard the 
bearings strike the ground and immediately came around and saw Post lying 
on a large gear wheel. There was no sign of life when he was picked up. He 
had evidently fallen from the platform when starting to lower the bearings and 
the loose end of the rope was no doubt the object that hit Florian. His evidence, 
however, was unsatisfactory and it is difficult to understand how he could 
have been on the same platform and not have seen Post.

An examination showed that Post had suffered a fractured skull and broken 
neck.

An inquest was held at Beachville on April 13, before Coroner H. G. Furlong, 
M.D. The jury's verdict was as follows: 

We, of the jury called to investigate the death of Roy Post, find according to evidence that 
he met his death the 7th day of April, 1936, by falling from a platform while wrecking a building 
at the Gypsum, Lime and Alabastine Company, Beachville. We are of the opinion that if proper 
appliances and proper supervision had been used the accident might have been avoided.

Supplementary Fatal Accident, 1935

Coniaurum Mines, Limited

T. Synos, Pole, married, aged 37 years, employed as a driller in No. 25 
vein stope, 3,000-foot level, of the Coniaurum mine, was injured by a fall of 
ground in the stope while scaling on December 11, 1935, and died in St. Mary's 
Hospital, Timmins, on March 28, 1936.

An inquest was held before Coroner H. E. Montgomery, in Schumacher, 
on April 15. The jury returned the following verdict: 

We, the jury summoned to enquire into the death of Thomas Synos, miner, 209 Maple 
Street, Timmins, injured at the Coniaurum Mine on December lith, 1935, died March 28th, 1936, 
find from the evidence heard that the deceased came to his death from injuries received when hit 
by a fall of loose rock in a stope where he was scaling. We are of the opinion that it would be 
of advantage in preventing accidents of a similar nature if the miner entered the stope for scaling 
from rear instead of from front of the breast as it appears happened in this particular case.




