
THESE TERMS GOVERN YOUR USE OF THIS DOCUMENT  
 

Your use of this Ontario Geological Survey document (the “Content”) is governed by the 
terms set out on this page (“Terms of Use”). By downloading this Content, you (the 

“User”) have accepted, and have agreed to be bound by, the Terms of Use. 
 

Content:  This Content is offered by the Province of Ontario’s Ministry of Northern Development and 
Mines (MNDM) as a public service, on an “as-is” basis. Recommendations and statements of opinion 
expressed in the Content are those of the author or authors and are not to be construed as statement of 
government policy. You are solely responsible for your use of the Content. You should not rely on the 
Content for legal advice nor as authoritative in your particular circumstances. Users should verify the 
accuracy and applicability of any Content before acting on it. MNDM does not guarantee, or make any 
warranty express or implied, that the Content is current, accurate, complete or reliable. MNDM is not 
responsible for any damage however caused, which results, directly or indirectly, from your use of the 
Content. MNDM assumes no legal liability or responsibility for the Content whatsoever. 
 
Links to Other Web Sites: This Content may contain links, to Web sites that are not operated by MNDM. 
Linked Web sites may not be available in French. MNDM neither endorses nor assumes any 
responsibility for the safety, accuracy or availability of linked Web sites or the information contained on 
them. The linked Web sites, their operation and content are the responsibility of the person or entity for 
which they were created or maintained (the “Owner”). Both your use of a linked Web site, and your right 
to use or reproduce information or materials from a linked Web site, are subject to the terms of use 
governing that particular Web site. Any comments or inquiries regarding a linked Web site must be 
directed to its Owner. 
 
Copyright:  Canadian and international intellectual property laws protect the Content. Unless otherwise 
indicated, copyright is held by the Queen’s Printer for Ontario. 
 
It is recommended that reference to the Content be made in the following form: <Author’s last name>, 
<Initials> <year of publication>. <Content title>; Ontario Geological Survey, <Content publication series 
and number>, <total number of pages>p. 
 
Use and Reproduction of Content: The Content may be used and reproduced only in accordance with 
applicable intellectual property laws.  Non-commercial use of unsubstantial excerpts of the Content is 
permitted provided that appropriate credit is given and Crown copyright is acknowledged. Any substantial 
reproduction of the Content or any commercial use of all or part of the Content is prohibited without the 
prior written permission of MNDM. Substantial reproduction includes the reproduction of any illustration or 
figure, such as, but not limited to graphs, charts and maps. Commercial use includes commercial 
distribution of the Content, the reproduction of multiple copies of the Content for any purpose whether or 
not commercial, use of the Content in commercial publications, and the creation of value-added products 
using the Content. 
 
Contact:   

FOR FURTHER 
INFORMATION ON PLEASE CONTACT: BY TELEPHONE: BY E-MAIL: 

The Reproduction of 
Content 

MNDM Publication 
Services 

Local: (705) 670-5691 
Toll Free: 1-888-415-9845, ext. 

5691 (inside Canada,  
United States) 

Pubsales@ndm.gov.on.ca

The Purchase of 
MNDM Publications 

MNDM Publication 
Sales 

Local: (705) 670-5691 
Toll Free: 1-888-415-9845, ext. 

5691 (inside Canada,  
United States) 

Pubsales@ndm.gov.on.ca

Crown Copyright Queen’s Printer Local: (416) 326-2678 
Toll Free: 1-800-668-9938 

(inside Canada,  
United States) 

Copyright@gov.on.ca

 

mailto:Pubsales@ndm.gov.on.ca
mailto:Pubsales@ndm.gov.on.ca
mailto:Copyright@gov.on.ca


LES CONDITIONS CI-DESSOUS RÉGISSENT L'UTILISATION DU PRÉSENT DOCUMENT.  
 

Votre utilisation de ce document de la Commission géologique de l'Ontario (le « contenu ») 
est régie par les conditions décrites sur cette page (« conditions d'utilisation »). En 

téléchargeant ce contenu, vous (l'« utilisateur ») signifiez que vous avez accepté d'être lié 
par les présentes conditions d'utilisation. 

 
Contenu : Ce contenu est offert en l'état comme service public par le ministère du Développement du Nord 
et des Mines (MDNM) de la province de l'Ontario. Les recommandations et les opinions exprimées dans le 
contenu sont celles de l'auteur ou des auteurs et ne doivent pas être interprétées comme des énoncés 
officiels de politique gouvernementale. Vous êtes entièrement responsable de l'utilisation que vous en faites. 
Le contenu ne constitue pas une source fiable de conseils juridiques et ne peut en aucun cas faire autorité 
dans votre situation particulière. Les utilisateurs sont tenus de vérifier l'exactitude et l'applicabilité de tout 
contenu avant de l'utiliser. Le MDNM n'offre aucune garantie expresse ou implicite relativement à la mise à 
jour, à l'exactitude, à l'intégralité ou à la fiabilité du contenu. Le MDNM ne peut être tenu responsable de tout 
dommage, quelle qu'en soit la cause, résultant directement ou indirectement de l'utilisation du contenu. Le 
MDNM n'assume aucune responsabilité légale de quelque nature que ce soit en ce qui a trait au contenu. 
 
Liens vers d'autres sites Web : Ce contenu peut comporter des liens vers des sites Web qui ne sont pas 
exploités par le MDNM. Certains de ces sites pourraient ne pas être offerts en français. Le MDNM se 
dégage de toute responsabilité quant à la sûreté, à l'exactitude ou à la disponibilité des sites Web ainsi reliés 
ou à l'information qu'ils contiennent. La responsabilité des sites Web ainsi reliés, de leur exploitation et de 
leur contenu incombe à la personne ou à l'entité pour lesquelles ils ont été créés ou sont entretenus (le 
« propriétaire »). Votre utilisation de ces sites Web ainsi que votre droit d'utiliser ou de reproduire leur 
contenu sont assujettis aux conditions d'utilisation propres à chacun de ces sites. Tout commentaire ou toute 
question concernant l'un de ces sites doivent être adressés au propriétaire du site. 
 
Droits d'auteur : Le contenu est protégé par les lois canadiennes et internationales sur la propriété 
intellectuelle. Sauf indication contraire, les droits d'auteurs appartiennent à l'Imprimeur de la Reine pour 
l'Ontario. 
Nous recommandons de faire paraître ainsi toute référence au contenu : nom de famille de l'auteur, initiales, 
année de publication, titre du document, Commission géologique de l'Ontario, série et numéro de 
publication, nombre de pages. 
 
Utilisation et reproduction du contenu : Le contenu ne peut être utilisé et reproduit qu'en conformité avec 
les lois sur la propriété intellectuelle applicables. L'utilisation de courts extraits du contenu à des fins non 
commerciales est autorisé, à condition de faire une mention de source appropriée reconnaissant les droits 
d'auteurs de la Couronne. Toute reproduction importante du contenu ou toute utilisation, en tout ou en partie, 
du contenu à des fins commerciales est interdite sans l'autorisation écrite préalable du MDNM. Une 
reproduction jugée importante comprend la reproduction de toute illustration ou figure comme les 
graphiques, les diagrammes, les cartes, etc. L'utilisation commerciale comprend la distribution du contenu à 
des fins commerciales, la reproduction de copies multiples du contenu à des fins commerciales ou non, 
l'utilisation du contenu dans des publications commerciales et la création de produits à valeur ajoutée à l'aide 
du contenu. 
 
Renseignements :   

POUR PLUS DE 
RENSEIGNEMENTS SUR VEUILLEZ VOUS 

ADRESSER À : 
PAR TÉLÉPHONE : PAR COURRIEL :  

la reproduction du 
contenu 

Services de 
publication du MDNM 

Local : (705) 670-5691 
Numéro sans frais : 1 888 415-9845, 

poste 5691 (au Canada et aux  
États-Unis) 

Pubsales@ndm.gov.on.ca

l'achat des 
publications du MDNM 

Vente de publications 
du MDNM 

Local : (705) 670-5691 
Numéro sans frais : 1 888 415-9845, 

poste 5691 (au Canada et aux  
États-Unis) 

Pubsales@ndm.gov.on.ca

les droits d'auteurs de 
la Couronne 

Imprimeur de la 
Reine 

Local : 416 326-2678 
Numéro sans frais : 1 800 668-9938 

(au Canada et aux  
États-Unis) 

Copyright@gov.on.ca

 

mailto:Pubsales@ndm.gov.on.ca
mailto:Pubsales@ndm.gov.on.ca
mailto:Copyright@gov.on.ca


PROVINCE OF ONTARIO

DEPARTMENT OF MINES

HON. PAUL LEDUC, Minister of Mines T. F. SUTHERLAND, Deputy Minister

Bulletin No. 116

REPORT
ON THE

Mining Accidents in Ontario
in 1937

By

Chief Inspector of Mines: D. G. SINCLAIR, Toronto
Inspectors: A. E. CAVE, Kenora; W. O. TOWER, J. B. TAYLOR, D. P. DOUGLASS,

Kirkland Lake; A. S. BAYNE, Port Arthur; D. F. COOPER, Sudbury;
E. B. WEIR, Timmins; A. R. WEBSTER, Toronto

PRINTED BY ORDER OF 
THE LEGISLATIVE ASSEMBLY OF ONTARIO

TORONTO
Printed and Published by T E. Bowman, Printer to the King's Most Excellent Majesty

1938





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 1937.

I have the honour to be, Sir,
Your obedient servant,

T. F. SUTHERLAND,
Deputy Minister of Mines. 

DEPARTMENT OF MINES,
Toronto, January, 1938.
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MINING ACCIDENTS IN ONTARIO, 1937
Chief Inspector of Mines, D. G. Sinclair, Toronto; Inspectors, A. E. Cave, Kenora;
W. O. Tower, J. B. Taylor, D. P. Douglass, Kirkland Lake; A. S. Bayne, Port Arthur;

D. F. Cooper, Sudbury; E. B. Weir, Timmins; A. R. Webster, Toronto.

Accidents During 1937
During the year 1937, at the mines, metallurgical works, quarries, clay, 

sand, and gravel pits regulated by the Mining Act, there were 2,770 accidents to 
employees reported to the Department of Mines up to January 15, 1938. Fifty- 
two fatalities, arising out of 49 separate accidents, were reported.

These returns represent an increase of 457 in the total number of accidents 
reported and a decrease of 13 in the number of fatalities recorded over the pre 
ceding year.

The report shows a fatality rate of 1.62 men killed per thousand men em 
ployed, which is a decrease of 0.68 per thousand from the preceding year and is 
0.87 per thousand lower than the average for the past twenty-five years.

There were 85 non-fatal accidents per thousand men employed, which is an 
increase of 2 per thousand from the rate for 1936.

The percentage of non-fatal accidents followed by infection remained fairly 
constant, decreasing from 8.9 per cent, in 1936 to 8.7 per cent, in 1937.

Employment in the industry again increased greatly during the year. 
Returns in this respect show an approximate increase of 14 per cent, over 1936.

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

following table: 

Distribution

Mines, underground . . . . . .

f*1 ft v csi fi H a fi H ara VP! Til i" Q

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

1933

20 
1
1
0
2

24

1934

23 
2
5
1
2

33

1935

26 
2
3
0
1

32

1936

45 
5
4
2
0

56

1937

36 
5
5
1
2

49
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Diagram showing fatalities per thousand men employed between 
the years 1913 and 1937.

ANALYSIS OF FATALITIES AT MiNES, 1933-1937

Cause

Fall of ground

Explosives. . . . . . . .

Surface.

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. 
20"8
28
16
18
10

1937

per cent. 
20
0

44
17
12
7

fi]



By months the fatal accidents occurred as follows: 

Month
No. 

accidents
No. 

men killed

January........ . ...................... ... ......... ... ...... ..... 2
February................ ........................................ 2
March....... .... ...... ..... ............ ...... . .. ......... .... . 9
April....... .................................................... 2
May............................................................ 3
June................................ ........................... 4
July............................................................ 8
August............................................. ............ 2
September....................................................... 10
October... 
November 
December. ............................................ ......... 5

Total....................................................... 49 52

Classifying the fatalities according to industries gives the following: 
Gold mines........ ........................................... 33
Gypsum mines................. ............................... l
Nickel mines............... .................................. 6
Silver mines......... . ....................................... O
Talc mines.................................................... l
Metallurgical works............................................ 8
Quarries...................................................... l
Sand, clay, and gravel pits.......... . ... . . . .................... 2

Total.................................................... 52

TABLE OF FATAL ACCIDENTS IN MINES, METALLURGICAL WORKS, QUARRIES, 
AND GRAVEL, SAND, AND CLAY PITS, 1913-1937

Year

Persons
killed at

metallurgical
works and

mines

Persons
employed at
metallurgical

works and
producing

mines

Persons
employed at

non-producing
mines 

(estimated)

Total
persons

employed

Fatal 
accidents 
per 1,000 
employed

1913.
1914.
1915.
1916.
1917.
1918.
1919.
1920.
1921.
1922.
1923.
1924.
1925.
1926.
1927.
1928.
1929.
1930.
1931.
1932.
1933.
1934.
1935.
19361 .
1937.

64
58
22
51
36
32
39
29
24
30
30
40
42
32
33
85
55
56
37
25
25
34
36
65
52

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
28,938

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
3,220

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
32,158

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

.89

.02
03

.69
57
65
57
30

1.62

4936 data corrected to include deaths in 1937 resulting from accidents in 1936. 
counts on page 70.

See ac-



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

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

Men 
employed

23,787
6,471
1,050

850

32,158

No. 
killed

41
8
1
2

52

Rate per 
thousand

1.72
1.24
O ne
2.35

1.62



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

Date

June 18 
July 16 
Mar. 26 
May 11

Mar. 15

April 22 
Sept. 21 
Mar. 30 
Jan. 15 
Nov. 24 
Mar. 9 
Dec. 9

Sept. 28 
Sept. 16 
June 15

July 10

July 16 
July 18

Aug. 21

Sept. 12 
Dec. 7 
Sept. 18 
Sept. 22 
Mar. 15

July 3

Aug. 5 
Sept. 8

Feb. 3 
Dec. 18 
May 25

Mar. 24 
Sept. 15 
Mar. 17 
Sept. 6

Dec. 20 
Mar. 11 
April 15

Sept. 6 
Feb. 15 
May 8 
Tulv 13

Mine

Canada Talc.
Clark

Hallnor . . . . . . . . . .

Hutchison Lake. . 
Frood...

Frood

,,

,,
Jackson-Manion . . .

Kir-Vit...........

Little Long Lac . . . 
Martin-Bird . . . . . .

tt
Beardmore . . .

Uchi..... .......
a

Wright- Harereaves

Name of owner

Buffalo Ankerite Gold Mines, Ltd.. . . a a a a a

Clark Gold Mines, Ltd.

De Santis Porcupine Mines, Ltd.

a a a
Gypsum, Lime, Alabastine, Can., Ltd

Hollinger Cons. Gold Mines, Ltd. . .

Hutchison Lake Gold Mines, Ltd. . . . 
International Nickel Co. of Can., Ltd.

a a a a a a

Kir-Vit Mines, Ltd.. .
Lake Shore Mines, Ltd. 

a ii a a

Little Long Lac Gold Mines, Ltd. . . . 
Martin-Bird Gold Mines, Ltd.

Matachewan Consolidated Mines, Ltd. 

Northern Empire Mines Co., Ltd. . . .

Pamour Porcupine Mines, Ltd. 
Paymaster Consolidated Mines, Ltd. .

Pickle Crow Gold Mines, Ltd.

Uchi Gold Mines, Ltd. . . . . . . . . . . . .

Wrieht-Hargreaves Mines. Ltd. . . . .

Name of 
deceased

N. Sckrepnik

S. Allport.

J. Smith..... ....
H. Green...... ..
F. A. Robinson. .. 
Wm. Kauhanen . .
L TT|-\ornr

S Qorkatirh

W. Kroll. .......
Wm. Monostarski

C Praiff'

W. Kakko.......
A. Kolibab.

E. Mitchell.

H. Silvola
C. Miller.
R. Daly. 

A. MacDonald. . . 

H. Feschuk......
E. Miller.

E. Holm.
T. Barnett
J. Hrushka.....

G. Summers

P. Archambault. . 
J. Rohrich... ..

J. Valitorppa. . . 
M. Kapachanski .

K. McNeill
V. Anderson. . . . 
J. Karkowski 
A. T. Ruoert.. .. .

Age

46 
21 
25 
22

46

26 
42 
41 
38 
36 
39 
29

34 
27 
23

22

35 
37

28

27 
26 
38 
47 
29

21

34 
19

42 
24
28

30 
33 
24 
35

39 
37 
45

31 
39 
29 
24



OR ABOUT ONTARIO MINES, 1937

Occupation

Scaler...
Timber passer. ... 
Drill helper.
Shaftman.

Blacksmith helper 

Shaftman.
Skip tender..
Driller..........
Shaftman. 
Shaftman.
Driller..........
Driller..........

Driller.........
Trammer.
Chute blaster 

Chute blaster . . .

Timberman. 
Salvageman. . . . . .

I^evel boss

Trammer.
Trammer . . .
Shaftman . . . .
Deckman.
Motorman

Mechanic.

Trucker's helper. 
Drill helper.

Shaftman. 
Mechanic
Driller.........

Driller.
Driller. 
Skip tender.
Trammer.

Shaftman..... . . .
DriUer..... .... 
Shaftman.

DriUer.......... 
Drill helper. 
Driller.

Nationality

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

Italian

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

British.

British........

British...

Finn 
Czecho-Slovak.

British

British.

British..... ...
British.

British.

Pole .........
British

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

British.
Finn. 
British

Finn

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

Married 
or 

single

M 
S 
M 
S

S

S
M 
M 
M 
S 
M 
S

S 
Ss 
s
M 
S

M

S 
S 
M 
S 
M

M

M
S

M 
S 
M

S 
M 
S 
M

S 
M 
S

M
M 
S 
M

Above 
ground

1

1

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
"l

1 
1 
1
1

1 
1
1

1 
1 
1 
1

Cause

Fall of ground. 
Struck by rock falling in shaft. 
Struck by falling crosshead. 
Fell down shaft when staging plank 

broke. 
Struck by fragment of ruptured oil 

drum. 
Crushed by sinking-bucket. 
Crushed by skip. 
Fall of ground. 
Struck by ascending skip. 
Fell off sinking-bucket. 
Fall of ground. 
Asphyxiated when buried in run of 

sand. 
Fall of ground. 
Fell down shaft. 
Struck by flying timber when chute 

released. 
Blasted while bulldozing ore in 

chute. 
Fell down chute. 
Unexplained explosion while cut 

ting pipes. 
Premature explosion while blasting 

chute. 
Fall of ground. 
Struck by muck falling down shaft. 
Struck by muck falling down shaft. 
Crushed when car fell off cage. 
Crushed between haulage motor 

and staging. 
Crushed between haulage motor 

and mine car. 
Fell off load of poles on truck trailer. 
Explosion when drill intersected 

cut-off hole. 
Infection following fractured arm. 
Struck in face by steel ball. 
Explosion when drilling in cut-off 

hole. 
Fall of ground. 
Caught in blast in stope. 
Crushed when hoisting steel in skip. 
Crushed between skip and shaft 

timber. 
Fall of ground in shaft. 
Fall of ground. 
Fell down shaft when sling on blast 

ing-set failed. 
Crushed by cage. 
Caught in blast in stope. 
Struck by timber falling in shaft. 
Fall of eround.



TABLE OP FATAL ACCIDENTS

No.

1
2
3
4

fi

Date

Jan. 2
Mar. 1
Oct. 26
Dec. 9

June 27

Place

Smelter.

Smelter.
Refinery.

Name of Owner

International Nickel Co. of Can., Ltd.

tt f t tt tt tt tt
tt tt tt tt tt tt

Name of 
deceased

/J. Klein.
\G. McDonald.. . 
R. Morrill. . . . . . .

S A TT^t"t"ir*lr
H. Wahl. ......
T TV^rtQQ
S. Saranchuk. . . .

Age

28
W

34
22
39
01
38
oo

TABLE OF FATAL ACCIDENTS

No.

1

Date

July 21

Name of owner

Grenville Crushed Rock Co.. Ltd. . . . . . . . . . . . . . . . .

Name of 
deceased

T. Mikolaiczyk . . .

Age

29

TABLE OF FATAL ACCIDENTS AT

No.

1
2

Date

July 12

Name of owner

Ontario Sand Company, Ltd.

Name of 
deceased

J. G. Gillingham..
C. Ball..........

Age

33
35



AT METALLURGICAL WORKS, 1937

Occupation

Fitter's helper. . . . .
Fitter... . .... ....
Labourer . .
Labourer .
Electrician . . . .
Electrician's helper
Ass't. superintendent. . .
Labourer

Nationality

British.
British
British.
British
British.
British
British
British

Married 
or 

Single

c
M
S
M
M
M
S

Cause

r^flit^rlii" t"4pf"WrfaP'n o^af*Q /Irivtfio' f*rw)^t"PI"

[Hydrogen sulphide poisoning.

AT QUARRIES, 1937

Occupation

Blockholer

Nationality

Pole

Married 
or 

single

S

Cause

SAND, CLAY, AND GRAVEL PITS, 1937

Occupation

Craneman
Mechanic

Nationality

British.
British . . . . . .

Married 
or 

single

M
M

Cause

Struck on head by falling bearing cap.



8

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

Blacksmith helper . . . . . . . .
Blockholer. . . . . . . . . . . . . . . . .
Chute blaster . . . . . . . . .
Craneman.
Deckman . . . . . . . . . . . . . . . . . . .
Driller................... . .
Drill helper. . . . . . . . . . . . .
Electrician.
Electrician's helper. . . . .
Fitter . . . . . . . . . . . . . . . . . .

Labourer. . . . . . . . . . . . . .
Level boss . . . . . . . . . . . . . .
Mechanic . . . . . . . . . . . .

Salvageman . . . . . . . . .
Scaler. . . . . . . . . . . . . . . . .
Shaftman . . . . . . . .
Skip tender . . . . . . . . . . .
Timber passer . . . . . .
Timberman . . . . . . . . . . .
Trammer . . . . . . . . .

Total.

Austrian

1
1

1

3

British

1

2
1
1
5
2
1
1
1
1
3
1
3
1

3
2
1

?

32

Czecho- Slovakian

1

1

S

3

4

1
1

9

German

1

1

1 "rt
S

1

1

Jugo-Slav

1

1

jy"o
OH

1

1

1

3

ci o
011

1

1

"rt
-4-J

Z
111
2
1
1

10
3
1
1
1
1
3
1
3
1
1
1
8
2
1
1
5
1

52

The ages of the men killed are as follows: 

17-20

1

21-25

10

26-30

12

31-35

11

36-40

11

41-45

4

46-50

3

Over 50

0

Total

52



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

Cause

"Plviticr oHifpt^ ^1f*Hofinfy pfr*

Nails or splinters.

Running into or striking objects

Gas.

Electricity .

Total.

Surface

164
87
10

106
36

30
4

38
43

15
56

2

28
14
13

6
4
2
6

664

Under 
ground

164
178
202

87
116
140
118
85

109
73
67

102
96
60
12
38
40
38

1

9

1,735

Total

328
265
212
193
152
140
118
115
113
111
110
102
96
75
68
40
40
38
29
14
13
9
6
4
2
6

2,399

The causes of non-fatal accidents at metallurgical works were: 
Falling objects ...................... 33
Fall of persons....................... 23
Machinery. ......................... 13
Burned by slag, matte, or scrap........ 12
Flying objects, sledging, etc............ 11
Hand tools. ........................ 10
Strain while lifting . . ... .......... 8
Burns . . .... .. ......... .......... 8
Transportation . . ................... 8
Crushed between two objects.......... 7

Cranes, ladles, or hooks............... 7
Gas................................ 6
Handling material.................... 5
Running into or striking objects.. . .... 4
Nails or splinters..................... 4
Burns by acid. . ..................... 2
Unclassified. . ....................... 2

Total......... ........... ..... 163

The causes of non-fatal accidents at quarries were: 
Handling material.................... 30
Fall of persons....................... 15
Falling objects....................... 15
Transportation. . . ................... 14
Fall of rock . . ..................... 11
Strain while lifting. .................. 11
Machinery. ......................... 9
Flying objects, sledging, etc............ 8

Hand tools.......................... 5
Crushed between two objects. ........ 4
"Running into or striking objects. . . .... 4
Explosives. ... . ..................... 2
Nails or splinters .. ........... .. .... l
Unclassified. . . . . . . . .. .. .. .. . .. ... ... 2

Total........................... 131

The causes of non-fatal accidents at sand, gravel, and clay pits were: 
Fall of material...................... 8
Fall of persons....................... 6
Machinery. ........................ 4
Falling objects....................... 2
Strain whUe lifting. .............. .... 2
Flying objects, sledging, etc............ 2

Hand tools
Running into or striking objects.
Nails or splinters
Unclassified

Total........................... 28
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Infection
Records show that infection followed in 238 cases out of a total of 2,721 

accidents.

Location

Metallurgical works . . . . . . . . . .

Clay, sand and gravel pits . . . .

Total...

No. of 
accidents

1,735
664
163
131
28

2.721

Accidents followed 
by infection

163
62
8
4
1

238

Per cent, 
infection

9.3
9.3
4.3
3.0
3.5

8.7

Accidents from Explosives

Cause

Blasted wrong charge . . . . . . . 
Blast came through diamond-drill hole..

Drilled into explosive . . . . 
Explosive in muck . . . . . . . . . . . .

Insufficient cover from blast . . . . .

Returned too soon to blast . . . . . . . .

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

Non-fatal

Number 
accidents

1 
2 
5 
3 

12 
1 
3 
1

5
1
1

35

Men 
injured

1 
2 
6 
3 

16 
1 
3 
1

5 
1 
1

40

Fatal

Number 
accidents

2

i i

2 
1

7

Men 
killed

2

.... 

1

2 
1

7

Total

Number 
accidents

1 
2 
5 
3 

14 
1 
3 
1 
1 
6 
1 
1 
2 
1

42

Men 
killed or 
injured

1 
2 
6 
3

18 
1 
3 
1 
1 
6 
1 
1 
2 
1

47

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 1927-1937, inclusive.

1927

160

1928

141

1929

126

1930

117

1931

100

1932

98

1933

95

1934

93

1935

90

1936

83

1937

85

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: 

1928

1

1929 1930

6

1931 1932 1933 1934 1935 1936 1937 Total

7

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

1928

4

1929

14

1930

10

1931

7

1932

3

1933

4

1934

4

1935

6

1936

4

1937

2

Total

58
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Classification of Non-Fatal Accident Rates at Producing Mines, 1937

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

Garson (International Nickel) 
Hollinger (Timmins) 
Creighton (International Nickel) 
Mcintyre-Porcupine 
levack (International Nickel) 
Frood (International Nickel) 
Hollinger (Young Davidson) 
Falconbridge (Mine only)

51 100

Lake Geneva
Stanley
Miller Lake O'Brien
Howey
J-M Consolidated
O'Brien Mine (Cross Lake)
New Golden Rose
Canadian Gypsum
Paymaster
Hollinger (Ross Mine)

Average for producing mines—88 per M.

Lake Shore
Toburn
Parkhill

101 150

McKenzie Red Lake
Dome Mines
Tashota Goldfields
Darwin
Shenango
Wright-Hargreaves
Coniaurum
Red Lake Gold Shore
Algold
Sylvanite
Argosy
Macassa
Omega
Teck-Hughes
Algoma Summit
Gillies Lake Porcupine
Anglo-Huronian (now Mace)

151 200

Kirkland Lake Gold
Little Long Lac
Matachewan Consolidated
Sturgeon River
Sand River
Black Donald Graphite
Central Patricia
Delnite
St. Anthony
Raven River
Buffalo Ankerite
Bankfield
Pamour
Northern Empire
Pickle Crow
Elora
Minto



201 250

251 300

12

Bidgood
Chromium Mining (Mine only)
Gold Eagle
Canada Talc (including Henderson)
Cobalt Properties
Naybob

Edwards
Gypsum, Lime and Alabastine (Mine)
Lebel Oro (Long Lake Mine)
Bousquet
Wendigo
Darkwater

Morris Kirkland 
Over 300 -f Leitch

McMillan

Mine Fires 
Argosy Gold Mines, Limited

A contract diamond-drill operator was slightly burned about the face and 
hands at the Argosy Gold Mines, Limited, when inflammable gas1 encountered 
in drilling below the 600-foot level was ignited by his open light as it issued 
from the hole.

Several other minor occurrences of gas had been previously noted in other 
diamond-drill holes from the same approximate location in the mine.

Similar experience has been met in other mines in the Province, particularly 
in the Sudbury and Timmins areas, and while the occurrences are comparatively 
rare they indicate a potential hazard in operations of this nature which should 
be kept in mind and protective measures applied to minimize the possible dangers.

International Nickel Company of Canada, Limited

Creighton Mine.—At 3.10 A.M., April 14, a minor fire occurred in the 20th 
level crusher station at Creighton mine.

The shift electrician had finished greasing the two motors in this location 
at 2.40 A.M. and everything was in good order when he left the station.

At 3.10 A.M. the crusherman, J. Lodsin, who was up on the level at the time, 
smelled smoke and, on investigating, found that the windings of one motor were 
burning. He pulled the switch and put out the fire with a pyrene extinguisher.

A short circuit in the windings was the apparent cause of the fire.

Garson Mine.—About 7.00 P.M. on September 20, a minor fire occurred at the 
pump station on the 14th level at Garson mine.

Previous to the fire the pump motor had been submerged and an attempt to 
dry out the motor at the time was the cause of the fire. The motor had been 
covered with a tarpaulin while electric heaters installed under this covering were 
being used to dry it out. The tarpaulin was ignited in this way and created a 
dense smoke which spread through the mine workings.

A general alarm was sounded, stench gas was introduced into the mine and 
a call was put through to the Mine Rescue Station at Sudbury.

On the arrival of the rescue truck men in breathing apparatus inspected the 
scene and found the fire completely burned out, as the tarpaulin was entirely 
consumed by this time. No indication of oxygen deficiency or poisonous gas

Analysis of the gas gave the following composition: carbon dioxide (C.O2), 0.5 per cent.; 
methane (C.H4), 82.7 per cent.; nitrogen (N2), 16.8 per cent.
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was found, as the normal ventilation circuits of the mine had rapidly removed 
the products of combustion.

All the men working in the mine climbed to surface through the escapement 
shaft (ventilation raise route), the last men reaching surface approximately an 
hour after the introduction of the stench.

In approximately two and a half hours from the giving of the alarm the 
mine was entirely clear of smoke and the shift returned to work.

Hollinger Consolidated Gold Mines, Limited

About 5.45 P.M., on January 19, Shift Boss J. McPhail, in the course of his 
rounds encountered smoke in No. 8.1 crosscut on the 675-foot level of the Hol 
linger mine. Investigation by Mcphail disclosed the source of the trouble in a 
chute which a crew of timbermen and burnermen had been dismantling on day 
shift.

After sending warning to some of his men working in an area in which he 
believed they might be affected by smoke from the fire, McPhail proceeded to 
the main shaft and closed the fire-doors there, then reported the fire to surface.

About the same time Shift Boss F. McLean, on the 550-foot level, met 
smoke on his beat and also came to surface to report the occurrence. Equipping 
themselves with gas masks and accompanied by Geo. Jones of the safety depart 
ment, the two shift bosses returned underground and, with the assistance of 
men gathered at the shaft-station on the 675-foot level, proceeded to lay a line 
of hose from the closest connection available. Before completing this work 
they were joined by Geo. Gedge, head of the safety organization of the mine, 
who arrived on the scene with chemical fire extinguishers. The fire was speedily 
put out and by 6.45 P.M. all traces of active fire or smouldering embers were 
quenched. As a further precaution the entire chute was torn out and the whole 
area thoroughly wet down and men left to guard the locality throughout the night.

On receipt of the first alarm at surface a call was put through to the district 
Mine Rescue Station and equipment was at the shafthead within eight minutes 
of receipt of the message. It was not found necessary, however, to call the 
equipment into service in dealing with the situation.

As the location and extent of the fire were definitely known it was not con 
sidered necessary to introduce the warning stench into the mine to bring out the 
working shift. Later, however, after the recovery crew had returned to the 
mine and the men were out of communication with surface exaggerated rumours 
spread as to the nature and extent of the fire and, as an added precaution, the 
stench was turned into the mine at 6.45 P.M.

This fire was caused by the negligence of the crew engaged on the dismantling 
job in their non-observance of mine rules regarding the use of acetylene torches 
underground. Instructions issued by the management to all men doing this 
class of work require the laying of water-hose to the scene of operation and a 
thorough wetting-down of all inflammable material situated where it might come 
in contact with the burner flame or splashes of hot metal from the operation. In 
this case the crew did not install a water-hose or take any precautions as to 
wetting down the area and there is no doubt that the fire originated through their 
negligence in this regard.

Miller Lake O'Brien Mine

When the shift went to work at 7 A.M. on July 27 at the Miller Lake O'Brien 
mine a small fire was discovered in the wooden foundation of the hoist at No. 7 
winze on the 730-foot level.
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This hoist is located approximately 75 feet east of No. 6 winze in an old 
empty stope. In installing the hoist in this location stulls and lagging were 
placed in the stope approximately 10 feet above the drift floor, and about 3 feet 
above the lagging three horizontal stulls, 8 feet in length, were placed across the 
stope as bearers for the hoist foundation. For the protection of the hoist and 
operator two series of stulls and lagging had been installed above the hoist at 
distances of 12 and 16 feet above the foundation.

Only one shift is worked underground in this mine from 7 A.M. to 4 P.M. with 
one hour off at noon for lunch. On the day previous to the fire the men left 
work at the usual time and there was no indication of fire about the hoist at the 
end of the shift.

When the shift came on at 7 A.M. on July 27 fire was discovered in the base 
of the hoist and the men were able to quench it quickly with water. The extent 
of the blaze had not been great, two of the bearing timbers were badly burned 
and one set of lagging over the drift was slightly charred. The hoist itself was 
not damaged but the hoisting rope was replaced as a precautionary measure 
before operations were continued.

When the fire was discovered all the men except those retained to do repair 
work were removed from the mine and compressed air was blown into all the 
workings for twenty-four hours to free the mine of any traces of smoke and gas.

The cause of the fire is unknown, but it is presumed to have resulted from 
a smouldering cigarette butt, possibly dropped by the hoistman before he left 
work on July 26.

Fire Caused by Gasoline Compressor
McLaren-Porcupine Gold Mines, Limited

A fire causing the complete tie-up of all mining operations at the McLaren- 
Porcupine mine took place about 8 A.M., on January 10, when the combined 
compressor house and blacksmith shop was burned to the ground. In the build 
ing there were a 310-cubic-foot Ingersoll Rand gasoline compressor, a Climax 
drill-sharpener, two Climax drills, blacksmith's forge, miscellaneous tools, and a 
heating stove.

The fire broke out while a workman was attempting to start the compressor 
for the day and is believed to have been caused by the flooding of the carburettor 
and the ignition of the gasoline fumes by the fire burning in the stove.

Prosecutions
Rex vs. Charles E. Cook

A charge was laid against Charles E. Cook, manager of Paymaster Consoli 
dated Mines, Limited, as follows: 

"That Charles E. Cook did on the 20th of March, 1937, at the township of 
Tisdale in the district of Cochrane, being the manager of the Paymaster Con 
solidated Mines, Limited, fail to adequately protect workmen in stope No. 501 
of the said Paymaster Consolidated Mines, Limited, by suitable signs and 
barricades, and in which muck was hung up, and by failing to adequately notify 
the said workmen of the danger of working in the said stope, contrary to the 
Mining Act, Section 163, subsection 80."

A plea of "guilty" was made and a fine of S100 and costs levied by the 
Magistrate in settlement of the case without hearing.
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Rex vs. R. H. Miner

A charge was laid against R. H. Miner, president and managing director of 
Clark Gold Mines, Limited, in Police Court at Kenora on June 18. Judgment 
was reserved at the time and the decision was given on August 9, a conviction 
being returned and a fine of 1100 and costs, with the alternative of three months' 
imprisonment, imposed.

The charge was as follows :-
"That on or about the 20th day of May, 1937, R. H. Miner being president 

and managing director and agent of Clark Gold Mjnes, Limited, the owner of 
certain mining claims near Dyment, in the district of Kenora, did not in his 
direction or management of the said Clark Gold Mines, Limited, comply with 
certain written orders of A. S. Bayne, an inspector under the Mining Act of 
Ontario, being R.S.O. Chapter 45 and the regulations made thereunder, which 
said orders were issued under the authority of Section 172, subsection l (a), 
which said orders were given in writing by the said inspector under date of the 
5th of March, 1937, which said orders not so complied with are as follows: 

That all boilers must be inspected by a certified inspector before being 
put into operation (Sec. 163, subsection 157(b)).

That the 5- by 10-inch hoist was not to be used, it not being suitable for 
mine operation (Sec. 163, subsections 116, 117, 118).

That suitable fire-fighting equipment must be installed around the surface 
plant.

That no machinery must be installed any closer to the hoist than the near 
est compressor behind the hoist. Machine-shop equipment must not be installed 
in the power house but must be in a separate building.

The partition between the manway and the adjacent hoisting compartment 
in the shaft must be closely boarded (Sec. 163, subsection 90).

That a suitable detonator storage is to be built (Sec. 163, subsection 33).
That a mine stretcher is to be purchased and kept in a conspicuous and 

convenient place (Sec. 163, subsection 18).
Contrary to Section 174 of the Mining Act of Ontario."
The prosecution against the president and managing director as agent was 

the first of its kind in Ontario and was based on the definition of "agent" con 
tained in the Act, as follows: "Agent, where it occurs in Parts VIII and IX shall 
mean any person having, on behalf of the owner, the care or direction of a mine 
or any part thereof."

It was contended by the defence at the hearing that Miner, in his capacity 
as president and managing director of the company, residing in Montreal, only 
acted in an executive manner on behalf of the owner.

It was shown in evidence that Miner was thoroughly conversant with every 
detail connected with the operations of the property and rendered the final 
decisions on all matters pertaining to the operations. The prosecution called 
attention to the systematically detailed correspondence between Miner and the 
mine manager and submitted letters to the court concerning the items contained 
in the inspector's instructions. Further illustrating the minute detail of matters 
dealt with by Miner, a letter was presented which specified the exact kind of 
paint which should be used in decorating the cookery.

The magistrate found that the accused, R. H. Miner, was an agent within 
the meaning of the Act and then heard evidence from Miner as to the reasons 
for "non-compliance" with the inspector's orders. He did not feel that the 
explanations given were sufficient and the conviction was fyled.
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Arseniuretted Hydrogen Poisoning
Serious consequences of an unusual type of arsenic poisoning were narrowly 

averted in the mill of the Lebel Oro Mines, Limited, through the prompt diagnosis 
of the trouble and the speedy application of proper treatment to the affected men 
by the company's contract physician, Dr. S. S. Polack, of Sudbury.

Subsequent investigation by the Industrial Hygiene Division of the Pro 
vincial Department of Health showed the condition to be due to the liberation of 
arseniuretted hydrogen (Asli3), an extremely poisonous gas, in parts of the 
milling circuit and refining process used at the property.

This dangerous compound is likely to be formed wherever hydrogen may be 
liberated in the presence of solutions containing even minute quantities of arsenic 
compounds such as in the acid bath usual in the treatment of filter leaves where 
the reaction between the metal frames of the filters and the acid bath will liberate 
hydrogen, or in the acid treatment of gold precipitates where residual zinc is 
rapidly attacked by the acid used, evolving hydrogen, which in turn reacts with 
arsenic compounds present, forming arseniuretted hydrogen.

In the case of the Lebel Oro mill, every man working in the mill was more or 
less affected and several of them to an alarming degree. However, all responded 
satisfactorily to treatment and fatalities, which at first seemed possible, were 
averted.

As arsenic is a quite common constituent of many of the ores in Ontario, 
millmen throughout the province should be on guard to prevent a similar oc 
currence elsewhere and provide adequate ventilation in all processes where there 
is a possibility of the liberation of hydrogen in the presence of arsenic-bearing 
solutions.

Summary of Rope Tests, 1937
The following is a summary of the tests made in the Wire Rope Testing 

Laboratories of the Department of Mines during 1937: 
Tests for Ontario mines under Act.............................. 538
Special informative tests. ... . ................................. 5
Tests for wire-rope manufacturers. ............................. 20
Tests for mines outside Ontario................................ 16
Other tests. ................................................. l

Total................................................... 580

Fatal Accidents
MINES 

Buffalo Ankerite Gold Mines, Limited

Nick Sckrepnik, Austrian, aged 46, married, employed as a scaler at Buffalo 
Ankerite Gold Mines, Limited, received injuries about 10.15 A.M., June 18, from 
which he died about 6.30 P.M. the same day. Sckrepnik was working in No. 
1,053W No. l shrinkage stope, on the 1,050-foot level at the time of the accident.

The stope had two entrances: a manway at the east end from the 1,050-foot 
level, and a raise from the stope to the 900-foot level at a point approximately 
65 feet west of the manway. The east end of the stope had been mined up about 
65 feet above the 1,050-foot level. On the afternoon shift of June 17 a 16-foot 
breast had been blasted east of the raise; that is, between the two entrances.

On June 18 Sckrepnik and the stope machine runner, George Jacovich, and 
his helper, Paul Falica, went into the stope from the 900-foot level. The breast
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was scaled down, after which the machineman and helper went over to the west 
end of the stope to set up a machine bar to drill slash. The scaling of the breast 
had completely blocked off the passageway under the breast to the east manway, 
so Sckrepnik went up the raise to the 900-foot level, through the shaft to the 
1,050-foot level, and up the stope manway, where he scaled into the breast and 
mucked out an opening just large enough to crawl through with ease. By the 
time he had made this opening the pipefitter, E. I/aflamme, and his helper, S. 
Nixon, had come into the stope by way of the raise to lay a pipe-line part way 
over to the point where the machineman was to drill his slash. The pipes 
which he was to use were at the top of the east manway. Sckrepnik proceeded 
to pass the pipe up under the breast to the pipefitters. He was in the act of 
passing a 2-inch pipe, 20 feet long, under the brow of the breast to Nixon when 
between four and five tons of rock, extending from the brow of the breast east 
ward, fell on him. This rock fell from between three slips. Its length was 13 
feet, its average depth about 2 feet, its width at the top about 2^ feet and at 
the bottom 4^ feet. The only one of the three slips bounding this piece that 
might have been evident before the fall was on the footwall, which at this point 
changed from its normal dip to a reverse dip. On this footwall there was about 
an eighth of an inch of gouge. It is not believed that Sckrepnik could detect 
that this piece was loose by sounding it. In fact, cut off as it was by the slips, 
it is hardly probable that this piece hung loosely for any appreciable length of 
time, its loosening and falling very likely being all one movement.

An inquest was held before Coroner F. C. Evans, at South Porcupine, on 
June 23, and the jury returned the following verdict: 

We, your jury, summond to enquire into the death of Nick Sckrepnik, find that the deceased 
died in St. Mary's Hospital, Timmins, from multiple injuries received from falling of loose rock 
from the roof of 1,053 stope on the 1,060 level of the Buffalo Ankerite mine, situated in the town 
ship of Deloro, Friday, June 18, 1937, at approximately 9 A.M., death being accidental.

Aldege Brazeau, aged 21, single, British, employed as a timber passer at the 
Buffalo Ankerite Gold Mines, Limited, was instantly killed about 2.15 P.M., on 
July 16, when he was struck on the top of the head by a rock falling from an 
unknown height in the main shaft.

The shaft is 1,075 feet deep and consists of four compartments. The north, 
or No. l compartment, is the manway. A cage used solely for handling supplies 
operates in the No. 2 compartment; combined cages and skips, the latter above 
the cages, operate in the No. 3 and No. 4 compartments.

Brazeau was on the 1,000-foot level station when injured. Two round 
timbers, 9 feet long by 12 inches in diameter, had been lowered from the surface 
to the level and he had just approached the cage and lifted the bar in front of 
the cage doors to remove the timbers when a falling rock struck him. A badly 
crushed skull and evisceration of part of the brain caused death so instantaneously 
that he scarcely moved and remained slouched against the corner of the cage and 
the shaft timber until removed by R. Chretien, machine doctor's helper, who was 
the only other person nearby at the time.

Chretien had come down on the cage in the No. 3 compartment a few min 
utes before the accident with Jack Clusieau, the cage tender. Three rock-drill 
machines had been brought down at the same time and unloaded at the station. 
Chretien was leaning the third machine against the station wall, about 12 feet 
from the timber-cage when he heard the thud as Brazeau was struck. Clusieau 
was probably only a short distance above the level at that instant. Chretien 
laid Brazeau down on the station floor and gave the nine-bell signal immediately
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afterward. Clusieau states that he received this signal only a few seconds after 
he reached the 600-foot level loading-station.

An inspection of the shaft followed this accident. The No. 2 compartment 
was found to be lined tightly on the manway side from top to bottom, with the 
exception of four openings where the planks had been recently removed to allow 
work to be done. The south side was lined tightly from the collar to the 
600-foot loading-pocket. From this point down the sets were open to the skip 
compartment, or only partially closed where extra dividers were used. A few 
pieces of spilled rock were found on the timber of No. 2 compartment; none of 
these were as large as a piece of ore picked up on the 1,000-foot level station, which 
was presumably the one that struck Brazeau. This piece weighed 11 pounds and, 
besides having some reddish colouring on one end foreign to the rock, fitted 
neatly into the creased crown of Brazeau's damaged hard hat.

The skips at the 1,000-foot level loading-pockets are loaded from measuring- 
pockets. If one skip does not dump completely the next time it is loaded it is 
probably too full and spillage results. A deckman is employed to remain at the 
tipple while ore is being hoisted to see that the skips are completely dumped. 
This man stated that there had been no full skips dumped on the day of the 
accident. The conclusion arrived at when making the inspection was that at 
some recent date when a skip had been overloaded at the bottom level the piece 
which struck Brazeau had rolled off when the skip was a short distance above the 
level, had lodged on the shaft timber, and was shaken off at the inopportune 
moment by the moving cage causing some vibration in the shaft or by dripping 
water, or by some other piece striking it. Either the rock did not fall from a 
very great distance or it struck something else before hitting Brazeau. There 
was a scar on one of the timbers on the cage, suggesting that the rock may have 
struck the timber and glanced off, lessening the force of the blow which Brazeau 
received. Neither Chretien nor Clusieau heard anything falling down the shaft.

An inquest was held before Coroner F. C. Evans, at South Porcupine, on 
July 19. The jury returned the following verdict: 

We, your jury, summoned to enquire into the death of Aldege Brazeau, find that deceased 
died Friday, July 16, at the approximate hour of 2.15 on the 10th level of the Buffalo Ankerite 
Mines, Limited, in the township of Deloro, death being presumably caused by falling rock crushing 
the skull, death being instantaneous.

Canada Talc Company, Limited
Sidney Allport, British, aged 25, married, employed as a drill helper at the 

Canada Talc Company, Limited, was fatally injured at about 1.30 P.M., March 
26, and died approximately an hour and a half later.

Allport, with other members of the underground crew, had come to surface 
at noon for lunch. The other men on the shift had returned to work by way of 
the ladderway in No. l shaft. Allport, however, was detained on surface arrang 
ing for fuse to be sent to his heading for blasting later in the day. Having 
attended to this, Allport apparently walked across to No. 3 shaft, a new working 
shaft in process of sinking, which had been connected to the workings at the 
250-foot level about a week previously, and had himself lowered in the bucket 
there, although orders had been issued against the hoisting of men in the bucket 
in this shaft.

Although there were no eye-witnesses of the accident, the logical reconstruc 
tion of the circumstances surrounding the occurrence is that the sinking-crosshead 
momentarily hung up on the downward trip owing to ice having formed on the 
guides and, on breaking loose, threw Allport violently in contact with the bucket 
rim, inflicting skull fractures.
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An inquest was held at Madoc, on April 14, before Coroner S. R. Beatty, 
M.D. The jury returned the following verdict: 

We, the jury empanelled to enquire concerning the death of Sidney Allport, find that he 
came to his death by riding down the bucket in the new shaft of the Canada Talc Mine on Friday, 
March 26, 1937, in Huntingdon township, about two miles from Madoc. Death was caused by 
a heavy blow from some unknown object breaking the jaws and causing haemorrhage of brain. 
We recommend that safety devices be used at all times and proper instructions be given employees 
concerning the mine.

Clark Gold Mines, Limited

Royal Brooker, British, single, aged 22 years, was instantly killed in the 
shaft at Clark Gold Mines, Limited, at about 4.40 P.M., May 11.

This is a vertical, three-compartment shaft; the west compartment is the 
manway, and the other two are hoisting compartments. Sinking had been in 
progress. The shaft had reached a depth of 250 feet, and the timbering was 
within 30 feet of the bottom. Crosscutting had been previously carried on north 
and south of the 125-foot level station, and on the day of the accident sinking 
had been postponed to allow time to lag up the east and west ends of the shaft 
and the north side, in order to close off the north crosscut. For this purpose 
round lagging, 6 inches in diameter, was placed horizontally between the shaft 
timber and the wall and spiked to the postt, to form a tight wall to leave only 
the station south of the shaft.

Brooker had just been hired from Kenora as an experienced shaftman and 
was sent to the 125-foot level station as leader, with Anthony Trafford and 
Arthur Moore, both inexperienced men, to lag up the walls. The men com 
menced work at 3 P.M. and were accompanied by George Clifford, mine captain, 
who stayed with them for over an hour, instructing them in their duties. His 
orders were to cross the shaft by way of the manway platform, and to cover 
the east hoisting compartment with 2- by 6-inch planks. The centre compart 
ment had to be left open to allow the bucket to pass below the station floor so 
the lagging could be unloaded.

The three men laid five 2- by 6-inch planks across the wall-plates of the 
floor-set in the east compartment, a span of 66 inches. This did not entirely 
cover the compartment as the space between the end-plate and divider was 43 
inches. They then commenced placing the lagging along the east end of the 
shaft. Brooker was on the north side of the shaft, and was placing the ends of 
the lagging as Trafford passed them through the space between the rock and the 
posts. Moore was inside the south station, cutting the pieces and passing them 
to Trafford. By 4.40 P.M. twelve pieces of lagging had been placed, beginning 
from the east end-plate of the floor-set, and Trafford passed the end of the next 
one, which got slightly wedged before Brooker could reach it. In order to reach 
the end and pull the lagging into place, he stepped out on one of the 2- by 6-inch 
planks across the compartment. The plank broke and Brooker fell to the bottom 
of the shaft, 125 feet below. Trafford immediately rang nine bells and descended 
to the bottom of the shaft, but Brooker was dead, having suffered a broken neck.

Evidence at the investigation and inquest showed that the plank upon 
which Brooker stepped was of local spruce and was faulty, having a knot in the 
middle that short-grained the wood, causing a weakness. Had the compartment 
been thoroughly covered, or had the planks been nailed in place, it is unlikely 
that Brooker would have fallen down the shaft.

Evidence given showed that the want of precaution taken by the men was 
due to lack of previous experience. When questioned, the manager stated that 
he had lost most of his experienced shaftmen due to the fact that the policy of
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his company prevented him from paying as high wages as the average mine in 
Ontario for this type of work, and he was forced to use all his experienced men 
on the drilling-and-blasting-shift and for regular shaft timbering, placing those 
less experienced on the mucking-shift. The shift on which Brooker was killed 
was normally the mucking-shift.

It was also incidentally stated that certain work in the shaft required in 
compliance with regulations of the Mining Act could not be completed, due to 
inability to obtain the necessary materials.

An inquest was held before Coroner D. J. Mason, M.D., at Dryden, on 
May 18. The jury's verdict was as follows: 

We, the jury empanelled to enquire into the cause of the death of Mr. Royal Brooker on 
May 11, 1937, on the property of the Clark Gold Mines, Dyment, Ontario, find that death was 
caused by stepping on a faulty plank at the station of the 125-foot level, said plank breaking and 
allowing Brooker to fall to the bottom of the shaft, a distance of approximately 125 feet, breaking 
his neck, and that death was accidental. We recommend that in future any material that is 
used underground be thoroughly examined at the surface and should be rejected if faulty. We 
also recommend that proven experienced men only be underground in the capacity of shift boss. 
We further recommend that the Department of Mines insist on their instructions for safety being 
carried out more promptly.

De Santis Porcupine Mines, Limited
Vincenzo Di Savario, Italian, aged 46, single, employed at De Santis Porcu 

pine Mines, Limited, was fatally injured about 2.40 P.M., March 15, at a point 
about 10 feet outside the blacksmith shop door, while he was performing part 
of his regular duties.

Di Savario was making preparations to transfer the oil from a full 45-gallon 
fuel-oil barrel, which was standing on end outside the door of the shop, to the 
furnace storage tank inside the shop. The elevation of the storage tank was 
approximately 5 feet greater than that of the fuel-oil barrel. Up to the time of 
this accident the following method of transferring the oil was used. A discharge 
pipe was thrust into the barrel, through the top, to a point a few inches above the 
bottom, where it was held by a lock-nut on top of the barrel. A l-inch discharge 
hose led from the pipe to the storage tank. The oil was forced through this pipe 
by compressed air which entered at the top of the barrel through a brass valve 
and nipple connecting the valve to the barrel. An air-hose brought compressed 
air to the barrel from a connection on the air-line inside the blacksmith shop. 
This line carried mine pressure air, which at the time of the accident was be 
tween 90 and 100 pounds pressure. The usual practice was for Di Savario to 
make the connections at the barrel, close the brass valve, connect the air-hose 
and open the valve from the main line, after which the blacksmith went out to 
the barrel and opened the brass valve enough to let in sufficient air to create a 
small pressure. Di Savario meanwhile watched the discharge end of the oil-hose 
to see that the tank did not overflow. It is believed that Di Savario must have 
forgotten to close the brass valve, and after opening the valve from the air-line, 
remembered it and went out to see if it was closed. Whatever may have been 
his reason for doing so, he went outside to the barrel after opening the valve, 
allowing the air-hose to fill with air. There were two men in the blacksmith 
shop when he did this, the blacksmith, L. Rossi, and the mechanical and electrical 
shop foreman, J. Baxter. Neither of these men believe that Di Savario had 
time to open the valve after going out of the door before the barrel blew up. 
An eye-witness talking to another man about 35 feet from the barrel also saw 
Di Savario go out through the door and he did not believe that he opened the 
valve.

The explosion blew the bottom out of the barrel and the whole barrel was
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lifted into the air. Di Savario was struck across the right cheek, the bridge of 
the nose and the forehead. Compound fracturing of the skull resulted from the 
blow and Di Savario died the following day about 2.30 A.M., in St. Mary's 
Hospital, Timmins.

Examination of the brass valve after the accident showed that it was nearly 
wide open. The nipple connecting the valve to the barrel was broken, half 
remaining in the barrel and half in the valve. The hose and valve attached to it 
lashed around outside for a moment or two before the valve on the air-line was 
closed. This bent the stem of the brass valve through about 45 degrees. Evi 
dence was given that the valve stem was straight when used last.

At the inquest held before Coroner H. E. Montgomery, in Timmins, on 
March 31, the jury gave the following verdict: 

V. Di Savario came to his death as the result of an explosion in emptying an oil drum with 
the use of compressed air without having a pressure gauge attached to the drum.

Dome Mines, Limited
James Smith, British, single, aged 26, was instantly killed in No. 6 internal 

shaft, at Dome Mjnes, Limited, about 7.50 P.M., April 22.
No. 6 shaft is collared at the 16th level, 2,030 feet below the collar of No. 3, 

or main, shaft. Sinking of this shaft was commenced in August, 1936, and was 
still in progress at the time of the accident. The outside dimensions of the timber 
in this shaft are 14 by 20 feet. The bottom of the shaft at the time of the accident 
was approximately 29 feet above the 27th level.

Previous to the accident the shaft station on the 27th level had been cut 
out and, to test the ground below this, a diamond-drill had been set up directly 
under the shaft. To make room to pull the diamond-drill rods from the vertical 
hole a vertical raise had been driven to a height of 48 feet above the level. This 
raise was 6 by 9 feet in cross-section. It was so located that when the shaft 
was connected with it from above the south wall of the raise became the central 
section of the south wall of the shaft. After the shaft met the top of the raise 
bench holes were drilled to break into the vertical raise. The second bench 
round was mucked down level with the top of the raise, 22 feet above the back 
of the 27th level, by the graveyard shift at 5 A.M., April 22. This shift then 
covered the top of the raise and commenced to drill the third bench. This was 
completed by the day shift about 11 A.M. The raise covering was then removed 
entirely and the holes, 60 in number, were loaded with 760 sticks of powder and 
blasted at 11.40 A.M.

At the same time as this work was progressing in the shaft, four men were 
shovelling muck from the bottom of the raise on the 27th level. There was no 
chute in this raise. The muck ran from under the brow of the raise and fanned 
out in the opening slashed out for the shaft station. By 11.40 A.M. the men had 
lowered the muck in the raise 12 or 13 feet below the bottom of the shaft.

The shaft crew, after blasting and eating lunch, commenced to timber. Two 
sets were partly installed. The afternoon shift, relieving the day shift at 3 P.M., 
completed these sets about 4.30 P.M. The timber was then about 10 feet from 
the muck. Mucking was commenced about 5 P.M. Fifteen buckets (50-cubic- 
foot capacity) of muck were hoisted and the shaft crew then went to the collar 
of the shaft to eat their lunch. As the second load of men, among them the shaft 
shiftboss, Adolph Schmelzle, was going down the shaft after lunch, someone 
remarked that the muck was not settling in the shaft as much as it had the day 
before and it was suggested that the raise might be hung up. Schmelzle stopped 
the bucket at the 26th level station and ordered A. Johnson to go to the 27th
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level and determine if there was any indication there of the muck hanging up. 
Johnson had to walk from No. 6 shaft to No. 2,309 winze, descend to the 27th 
level, and then walk to the raise. He estimated that the time required to travel 
this distance was not over fifteen minutes. Johnson found the muck running 
freely from under the brow of the raise. There had been no indication at any 
time of the raise being hung up, according to the evidence of the men who worked 
there. As Johnson was retracing his steps to the shaft he met E. Edwards at 
No. 2,309 winze, who informed him that the muck in the bottom of the shaft 
had dropped while he was making his investigation on the 27th level and that 
he was to return and stop all work on that level at the raise. Johnson did this. 
He saw no change at the raise when he returned, and the muckers were unaware 
that the muck had dropped in the raise. It was then about 8 P.M. and 40 cars, 
or 60 tons, of muck had been removed from the bottom of the raise since 7 A.M. 
This amount of muck would have more than emptied the raise if no muck had 
run into it after blasting.

While Johnson was investigating conditions on the 27th level, mucking had 
proceeded in the shaft. Four buckets of muck had been hoisted, the fifth was 
practically full, and the empty bucket had been lowered and placed on the muck 
near the north wall. A. Koski had just detached the cable from the empty 
bucket and was in the act of putting it on the full one when the muck dropped. 
The full bucket was sitting approximately 3^ feet from the west wall of the 
shaft and 4 feet from the'south wall. The distance between the north and south 
walls at this point in the shaft was 16 feet; that between the ends was 22 feet. 
At the moment of the accident there were sixteen muckers and the shiftboss at 
the bottom of the shaft. The settling of the muck into the raise lowered the 
surface of the muck pile from 5 to 7 feet. Estimates of this figure varied between 
these limits. The centre of the depression was 4^ feet below the surrounding 
muck after settling had ceased. The muck was stated to have been high over 
the raise before it settled. The men had been warned by Schmelzle to keep off 
the raise as much as possible, not only on this occasion but also on past occasions 
when they had mucked after breaking into the raise. When the muck dropped 
both the full and the empty buckets rolled toward the centre of the raise. James 
Smith, who was mucking between the full bucket and the south wall, apparently 
fell toward the raise ahead of the full bucket, as the latter rolled over on to him, 
fracturing his skull and causing instant death. Two other men received injuries 
at the same time. A. Aho suffered a bruised ankle caused by muck rolling against 
it, and E. Kopare suffered injuries to his back and chest. Kopare's injuries 
were also caused by being struck by the full bucket of muck. Both Kopare and 
Smith were pinned to the muck by the full bucket.

Eleven witnesses were brought to the inquest, which was held at South 
Porcupine on April 30, before Chief Coroner Magistrate Tucker, of Cochrane. 
All witnesses denied that they had thought they were working in a very dangerous 
place even though the muck had settled very slightly before lunch time. One 
witness declared that he had said after lunch that they should not muck any 
more until Johnson returned from the 27th level. Schmelzle said that he did 
not recall hearing anyone say this.

The jury's verdict was as follows: 
We find that James Smith came to his death at No. 6 shaft in the Dome mine in the town 

ship of Tisdale, about 7.50 P.M., on April 22, 1937, by accident from a fractured skull caused by 
being struck by an ore bucket overturned by the caving-in of muck in shaft No. 6 in the said mine. 
We recommend that the practice of mucking from the bottom and the top of a vertical shaft at 
the same time be immediately discontinued.

This practice was discontinued immediately after the accident.
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Harry Green, aged 42, married, British, employed as a skip tender at Dome 
Mines, Limited, was instantly killed about 1.30 P.M., September 21, when he 
was caught between a full skip of muck and the bearing-timber at the 18th level 
of No. 5 winze. At this point Green was squeezed more than enough to cause 
instant death and then fell approximately 800 feet to the spill pocket at the bottom 
of the shaft where he was found about half an hour later by L. B. Smith, pump 
man.

No. 5 winze is collared at the 16th level. Three levels of the mine are 
reached through this winze the 17th, the 18th, and the 23rd. The distance 
between the 16th and the 17th levels and between the 17th and 18th levels is 
150 feet; the distance between the 18th and the 23rd levels is 750 feet. There 
is a spill-pocket and sump below the 23rd level. The winze has three compart 
ments manway, and north and south skip compartments. The manway is at 
the north end of the winze. The north skip, in the centre compartment, is used 
for handling men as well as material. Both skips are equipped with hoods and 
safety devices. Each skip carries two tons of muck. The skips are loaded 
directly from pockets below the stations at the various levels. The pocket at 
the 18th level extends downward 14 feet below the station floor, with the loading- 
chutes extending 4J^ feet below this point. The lips of these chutes are 20 
inches below the under side of the bearing-timber extending across the winze 
from the west wall to the bottom of the loading-pocket. The skips are loaded 
through air-operated gates, which are 3 feet away from the shaft-timber. The 
operator, loading the skips stands between the gates and between the shaft and 
the walls of the loading-pocket behind the gates. His signal bell is between the 
gates and is 3 feet from the shaft and 4 feet above the floor on which the operator 
stands. This floor is in turn 5H feet above the high side of the skip when the 
latter is in loading position. The operator is protected on the shaft side by close 
lagging nailed vertically on the shaft-timber around his loading-floor. Two 
planks have been left off in each compartment, allowing 11-inch openings, to 
give the operator a view of the skips when they are in loading position.

There were no eye witnesses to the accident which befell Green. Cir 
cumstantial evidence, however, indicates that he had gone out on to the loaded 
skip in the south compartment, presumably to level off an overfilled skip. One 
rock about 15 by 10 by 3 inches, removed after the accident from the wall-plate 
at the north-west corner of this compartment, indicated that a skip had been 
overloaded there a short time before the accident. Apparently Green had been 
standing on the north-west corner of the loaded skip in a stooped position when 
the loaded skip was hoisted. Green's head, which must have been projecting 
over the edge of the skip under the bearing-timbers, was crushed. The ascending 
skip then threw his body upward and squeezed it along the flat side of the bearing- 
timbers as evidenced by the marks of the suspenders and buttons on his overalls, 
which were clearly outlined in an inverted position in the dry mud on the bearing- 
timber.

Roy Norman, the hoistman on duty at the time, swore that he got a hoisting 
signal of one bell only when he hoisted the fourth skip after Green had gone to 
the 18th level. It was this fourth skip which crushed Green. Green could not 
possibly have rung a signal while he was on the skip, as the bell is approximately 
13 feet from where he must have been standing when the skip started to move. 
He was a stout man and could not have fallen through the opening provided for 
viewing the skips. If he had fainted and fallen into the chute he would have 
stopped at the lip of the chute or at the opposite side of the skip. It is most likely 
that Green got on to the loaded skip in the usual way by climbing down through
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the chute. Ordinarily the skip tender rings three bells before going out on a 
skip, as is occasionally necessary for the purpose of removing a steel projecting 
from the muck over the edge of the skip, or some other purpose. The hoistman 
is then supposed to return the three-bell signal. Norman stated that he did not 
receive a three-bell signal, nor any signal except one bell. He also stated that 
he was not out of his hoisting-cab and that there was no one around him who 
might distract his attention. This being accepted, other possible explanations 
offered were that Green went out on to the skip without giving any signal and 
that someone else signalled at that time, or that he rang one bell himself and 
then scrambled through the chute and on to the skip, or that a short circuit caused 
the signal to be given. The latter seems most unlikely as the signal system was 
found to be functioning perfectly both before and after the accident. That 
someone else rang one bell is also hard to conceive as there was no one working 
on the 17th level anywhere near the winze. Smith, the pumpman, who was 
working on the 23rd level about 50 feet from the station, said that no one else 
had been around that station and it is believed that no one was near the 18th 
level station until T. Noel, mucking-machine operator on that level, came out to 
the station about 1.30 P.M. and called for the skip. After calling once he ob 
served that the north skip was stationary at the loading pocket below the level 
and that the skip tender's electric lamp was strapped under the hood of this skip. 
This is the usual place to carry the skip tender's lamp as he rides only in this skip, 
but if he had wanted to leave the lighted station he would have removed it. 
Noel then telephoned the hoistman and enquired where the skip tender was, 
following which the search for Green was commenced

An inquest was held before Coroner F. C. Evans, in South Porcupine, on 
September 23, and the jury's verdict was as follows: 

We, your jury summoned to enquire into the death of Harry Green, find that the deceased 
died from injuries received through being crushed between the skip and the timbers of the No. 5 
winze on the 18th level of the Dome Mines, Limited, on Tuesday, September 21, 1937, about l 30 
P.M., death being accidental with no evidence produced as to the reason for the occurrence of the 
accident.

Gypsum, Lime, Alabastine, Canada, Limited

Frederick Allan Robinson, aged 41, British, married, was instantly killed 
by a fall of rock at the mine operated by Gypsum, Lime, Alabastine, Canada, 
Limited, at Caledonia, at 10.10 A.M., on March 30.

Robinson had been employed by this company for fifteen years. He had 
been foreman at the Lythmore mine for eleven years and since then had been a 
driller at the Caledonia mine.

The accident happened in the east end of Room No. 6 west. The layer of 
gypsum is 10 feet thick and lies in a horizontal vein. It is mined in parallel 
rooms 20 feet wide to a height of 6 feet, a pillar 12 feet wide being left between 
rooms. The pillars are then robbed for lengths of 15 feet, leaving staggered 
12- by 12-foot pillars. The remaining 4 feet of ore in the roof is then drilled. 
The drilling in a room is completed before any blasting is done. One row is 
blasted each day, beginning at the back. This blasting is done at the end of 
each day shift.

A row of holes had been loaded and fired in Room No. 6 on the afternoon of 
March 29, and was examined on the morning of the 30th by Robinson and John 
S. Grinyer, a helper. They decided to scale some loose to make ready for loading 
the next row of holes in the afternoon. Robinson was using a scaling bar and 
Grinyer was sitting on some broken ore when a slab, 6 feet by 4 feet by 15 inches, 
fell. Robinson was found beneath it, with his head badly crushed. Grinyer
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was slightly injured but walked to the shaft and reported the accident. Robin 
son probably slipped on the loose ore on the floor and fell to a position directly 
beneath this slab just before it dropped.

An inquest was held at Caledonia on April 7, before Dr. A. E. Roszell, and 
the jury returned the following verdict: 

We, the jury, find that Allan Robinson met his death on March 30, by accident in gypsum 
mine and from evidence submitted we find no negligence on the part of any one.

Hallnor Mines, Limited
William Kauhanen, Finn, aged 38, with wife and two children residing in 

Pottsville, employed as timberman and shaftman, was instantly killed in the 
three-compartment shaft of Hallnor Mines, Limited, on January 15, at 1.40 P.M.

Kauhanen and George Yorke were building station skip-loading pockets. 
These pockets had been completed at the 561- and 361-foot levels and at the time 
of the accident the two men were working on the third one at the 211-foot level. 
The depth of the shaft is 591 feet. Crosscutting had been started on the two 
lower levels. Two skips are used in the south and middle compartments. These 
skips have safety appliances and flat hoods. At the time of the accident they 
were in balance for the third level.

Kauhanen wanted to put a 24-inch bolt through the 12- by 12-inch wall- 
plate at the station-floor level and through a second timber, standing vertically, 
which was to hold the guide channel for the loading-pocket door. To do this he 
waited until the skip passed on its way down and then immediately stepped out 
on to the divider between the two skip compartments. He was struck by the 
skip coming up in the south compartment and knocked into the middle compart 
ment. He struck the descending skip a short distance below the second level. 
He was dead when removed from the top of the skip hood. Examination showed 
his injuries to consist of a fractured skull, both base and vault, and destruction 
of the brain tissues, broken right arm and broken left leg. Death was in 
stantaneous.

At the inquest, held before Coroner F. C. Evans, at Golden City, on January 
20, Yorke stated that this was the first bolt that they had attempted to put in in 
this manner. Other similar bolts had been driven in while working off the flat 
hood of the skip. The men had been instructed to do the work this latter way. 
The two men had used the skip before lunching on the same day and at that time 
had put in a twin bolt in a hole about 4 inches from the hole into which they were 
about to drive the bolt at the time of the accident. Yorke stated that he and 
Kauhanen were both standing on the station level when the descending skip 
passed the 211-foot level. Yorke then dropped down into the skip pocket, one 
set below the level, and started to hold the bolt up for Kauhanen to drive into 
the wall-plate. As he was reaching up with the bolt he saw Kauhanen falling 
towards him. He dropped the bolt, which was later found on the hood of the 
skip, and tried to catch Kauhanen, but failed. The skip tender stated that after 
he heard an object strike the hood he pulled the bell-cord and the skip was 
stopped at a point 50 or 60 feet below the second level.

The verdict given by the jury was as follows: 
We, the undersigned jury, come to the conclusion that William Kauhanen came to his 

death at the Hallnor mine shaft in Whitney township, on January 15, 1937, at 1.40 p.M.,.by falling 
down the shaft from timber, while at work, through his own carelessness by disobeying orders.

Hiawatha Gold Mines, Limited
Leslie Hogg, British, aged 36, single, employed as a shaftman by Contractor 

J. Kolak, was instantly killed about 4.30 A.M., on November 24, in the shaft of
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the Hiawatha mine when he fell off the bucket while being hoisted to surface 
with four other men during shaft-sinking operations. He fell about 120 feet.

This is a three-compartment vertical shaft, 6}^ by 16 feet outside the timber, 
which is being put down for the purpose of opening up levels at 150 and 300 feet. 
A 16-cubic-foot bucket, 30 inches in diameter, is used with a chain bale in the 
centre compartment for sinking. This compartment is 54 by 56 inches inside the 
timbers. A steel crosshead is used, which has a deck occupying the whole com 
partment except for the necessary clearance. The manway and pipe-lines are 
located in the west compartment. The header and hoses are hung in the east 
compartment on a cable operated by the second drum of an 8- by 6-inch Ingersoll 
Rand double-drum air hoist. When drilling is to be started they are lowered to 
the bulkhead, and the header is connected to the air-line in the manway by 
means of a 3-inch hose.

Five men, including Hogg, were working in the shaft on the midnight to 
8 A.M. shift on November 24, at which time the shaft was at a depth of 160 feet. 
They blasted a round at 1.15 A.M. and started to muck it out at 2.15 A.M. At 
4.30 A.M. they started up to surface for lunch, after loading twenty buckets. 
The five men were standing on the rim of the empty bucket, holding on to the 
cable with their left hands. Hogg was standing near the centre of the north half 
of the bucket rim, with Shaft Reader A. Nicholls in front of him and Shaftman C. 
Mclntaggart behind him.

When about 40 feet from surface Mclntaggart was looking away from Hogg 
when he felt him move. On looking around he saw Hogg falling backwards into 
the shaft without making any effort to save himself, and without making any 
outcry. He made an unsuccessful attempt to catch him, and shouted, "Hold the 
bucket." The deckman heard him and stopped the bucket. None of the other 
men on the bucket knew anything was wrong until they heard Mclntaggart shout. 
The bucket had been steady, and was being hoisted smoothly. They neither 
heard nor saw anything fall down the shaft prior to the accident.

Hogg was found dead in the bottom of the shaft underneath the bucketway. 
No marks or other indications were found in the shaft to account for the accident. 
Hogg was a large man, over six feet tall and weighing about 225 pounds. He was 
an experienced shaftman. He had worked in this shaft since October 20. He 
had not complained of illness, and was in good spirits. A post mortem medical 
examination gave no evidence of disease or heart trouble. He had sustained 
fractures of the skull, nose, breast-bone, and ribs. The other men state that there 
was no gas in the shaft.

An inquest was held by Coroner J. P. Keith, M.D., and a jury, at Oba, on 
December 2. The jury returned the following verdict: 

We, the jury appointed to enquire into the death of Leslie Hogg at the mine of Hiawatha 
Gold Mines on November 24, 1937, find that he came to his death by falling from the bucket 
while being hoisted to surface with four other miners during shaft-sinking. Reason for falling 
unknown. Accidental death.

Hollinger Consolidated Gold Mines, Limited
S. Sarkatich, Jugo-Slav, aged 39, married, with four children, was instantly 

killed in No. 25 E and W 12 stope on the 675-foot level of the Hollinger mine, 
about 3.50 P.M., March 9. The only eye-witness of this accident was Z. Cividini 
who, although working beside Sarkatich, escaped with only a scraped leg.

No. 25 E and W 12 stope is a slice-and-fill stope which has been mined to a 
height of 85 feet above the 675-foot level. The stope is several hundred feet 
long, but is comparatively narrow, 6 to 10 feet wide. It has a slight dip to the 
north, 5 to 15 degrees. There are three millholes in the stope.
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At the time of the accident Sarkatich and his partner were mucking breast 
rock into the west millhole from a point 16 feet east of the centre of the millhole. 
The stope breast was 11 feet east of the millhole and the foot of the sand barricade 
was 25 feet east of the millhole. Two breasts had been blasted here, the last one 
on Mjarch 5. This left a back of approximately 25 feet above the mucking-floor 
between the breast and the barricade.

Very little muck had been moved out of the stope during the two shifts pre 
ceding the afternoon shift on which the accident took place. The millhole at 
this end of the stope had been driven up as a boxhole with one knuckle in it to a 
height of 50 feet through a lean section of the vein. It had been hung up for 
some time. Each of the two preceding shifts had spent most of the time trying 
to blast down the muck. The first of these two shifts had blasted several times, 
using charges of nine sticks of powder. The shift immediately preceding the one 
on which Sarkatich was killed had blasted twice, using twenty sticks of powder 
each time. This powder was put in from the top of the millhole through a 
2-inch pipe which was driven down below the millhole-cribbing above the boxhole 
(10 feet of cribbing). The last charge had taken the muck down as desired. 
The machine man, R. Tubman, who was working on this shift, stated at the in 
quest that he had scaled after the blasting and had been able to take a few pieces 
from the hangingwall of the stope. Shiftboss D. Mick stated that he was in 
this stope last about 10.30 A.M. on March 9 and had sounded the walls all around 
the section in which these men were working and had not observed that the 
slab was loose. Shiftboss Jollicoeur, who had been in the stope twice on the 
preceding shift and had sounded the walls at the point where the loose fell, 
stated that it did not sound loose at that time. Jollicoeur was underground on 
the afternoon shift of March 9 when the accident happened, but had not reached 
No. 25 E and W 12 stope. Sarkatich and his partner, Cividini, entered their 
stope shortly after 2.30 P.M. Cividini stated that they first scaled for fifteen or 
twenty minutes, during which time they were able to get a few pieces off the wall. 
Cividini also stated that they tried to scale the slab which fell later, but were 
unable to move it.

After scaling, Sarkatich and Cividini started to muck, and according to 
Cividini, they had thrown about four tons of muck into the millhole when the 
fall of rock occurred. The piece which fell was in the form of a slab slightly over 
11 feet from tip to tip, having a maximum depth of 7 feet and variable thickness 
of l to 3 feet. Its weight was estimated to be about 10 tons. The lower edge of 
the slab, which was about 2 feet in thickness, was some 2 feet above the mucking- 
floor before* falling. The slab dropped this distance and then fell sideways, 
pinning Sarkatich squarely beneath it, and killing him instantly. The slab 
was undercut on its lower edge and there was a graphitic slip behind it. At the 
upper edge there was rough horizontal fracturing which looked like a fresh 
break. A staging between the breast and the sand barricade about 8 feet below 
the back of the stope indicated that definite precautions had been taken to 
prevent accidents from falling ground. This staging was approximately 8 feet 
above the upper edge of the slab which fell from the hangingwall.

An inquest was held before Coroner H. E. Montgomery, in Timmins, on 
March 12. The jury's verdict was as follows: 

We, your jury, find that S. Sarkatich was accidentally killed by a fall of rock while employed 
at the Hollinger Consolidated Gold Mines, with no blame attached to any one. We would 
suggest that in future more care be taken after heavy blasting.

A. Pearson, Swede, aged 29, single, employed by Hollinger Consolidated 
Gold Mines, Limited, died from asphyxiation about 4.10 P.M. on December 9,
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when he was buried in the sand-raise of No. 92 E 7.3 slice-and-fill stope on the 
950-foot level. He was removed from the raise chute at 4.20 P.M., and artificial 
respiration was begun and continued until 6.20 P.M., when the attending doctor 
stated that it would be useless to continue. The doctor stated that in his opinion 
Pearson could not have lived more than five minutes and probably only about 
two minutes in the sand.

Pearson and his helper, G. Robichaud, went underground to go to their 
working place about 2.50 P.M. At the time of the accident there was but one 
entrance to the working place, through No. 92 E 7.3 No. 2 manway. The men 
climbed up approximately 45 feet of ladders into the stope. About half an hour 
later a spare man, Tom Kramarich, working on company time, was sent into the 
stope to help Pearson and Robichaud. The mining cycle of breaking ore, 
mucking, and filling was in the last stage at this time. A complete slice had been 
taken through the stope with the exception of a small pillar of waste which was 
left directly over the millhole and manway. This pillar interfered with the 
filling of 40 feet of open ground west of the millhole and necessitated the use of 
wheelbarrows to transfer the sand from the point where it was dumped, at the 
side of the waste pillar nearest the sand-raise, over to the opposite side of the 
pillar. When Pearson and Robichaud entered the stope they took their lunch 
pails to a point near the sand-raise before starting to transfer sand with the 
wheelbarrow under the pillar. At that time Robichaud noticed that the 1^-ton 
Hudson sand-car was under the sand-chute in position to be filled. The chute- 
plank was then in place. There did not appear to be much sand in the chute. 
No sand was pulled at this time. The two men then started work over the mill- 
hole with the wheelbarrow. They were doing this when Kramarich entered the 
stope. The three men then shovelled and transferred sand with the wheel 
barrow for some time, after which Pearson went up on top of the higher section 
of the fill and over toward the sand-chute. He did not say what he intended to 
do. A few minutes later, after Robichaud and Kramarich had moved two or 
three more wheelbarrows of sand, they heard a run of sand in the chute. Pear- 
son's light was not in sight and the two men went over at once to the chute. 
Pearson's feet were seen sticking out of the sand-chute on top of a filled car 
which was then blocking the chute. His head was buried in the sand about 2 
feet above the head-block of the chute.

Robichaud immediately told his partner to go down to the level and send 
word to surface for a doctor while he commenced to extricate Pearson from the 
sand. The car was moved and the sand allowed to run on the floor of the stope. 
The body dropped about 2 feet, but was then held by a rough rock which jammed 
between the head-block and Pearson's head and shoulders. Pearson was a large 
man, weighing about 190 pounds. The clearance between the head-block and 
the bottom of the chute was 16^ inches; the inside width of the chute was 3 feet. 
Robichaud was unable to move the body from this position and, after trying for 
some moments, he went below for more help. He met Henry Bissonnette about 
175 feet from the bottom of the manway and the two men went back into the 
stope, closely followed by Kramarich and two chute pullers whom he had found 
about 1,200 feet away from No. 92 E 7.3 stope. In the meantime he had notified 
a motorman who sent word of the accident to surface. The five men went into 
the stope and succeeded in removing the body in about three minutes after their 
arrival. It is believed that the slide of sand occurred about 4.05 P.M., and the 
body was removed from the chute at 4.20 P.M.

All Hollinger underground employees have had lessons on first aid work. 
These workmen had had a refresher class on the Friday previous to the accident.
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As soon as they removed Pearson from the chute they took a large quantity of 
sand from his mouth and, using their own clothing to lay the body on and to keep 
it warm, they commenced artificial respiration by the prone method. This was 
in progress when men arrived from surface with oxygen tanks and hot pads. 
After the doctor's arrival adrenalin was iniected into the heart, but had no 
stimulating effect.

Pearson probably intended to pull and tram sand alone to keep the other 
two men busy with the wheelbarrow. His action in going into the chute is hard 
to understand, since it was absolutely contrary to mine rules, with which he was 
familiar, and to common sense. Nevertheless it appears as though he went into 
the chute and started to shovel sand into the car. He had completely removed 
the chute-plank. About fifty tons of sand was taken from the chute after his 
body was removed. A round-mouthed shovel was removed after ten cars, or 
about one third of the sand in the raise, had been drawn from the chute.

An inquest was held in Timmins, on December 17, before Chief Coroner 
E. H. Tucker. The jury returned the following verdict: 

We find that Allard Pearson came to his death at about 4.15 P.M. on December 9, 1937, in 
a sand-chute in the Hollinger mine, in the township of Tisdale, by accident from asphyxiation, 
caused by being buried in a slide of sand. We find that the deceased was negligent in entering 
the waste-chute contrary to safety rules and instructions issued to employees. We strongly 
recommend the inauguration in this mine of a system by which no employee go on shift until 
they have contacted the employees coming off shift and have been informed of the working 
conditions existing at that time.

Howey Gold Mines, Limited
Walter Kroll, Lithuanian, naturalized, aged 34, single, employed as a drill 

runner, was instantly killed in the centre stope, on the 1,315-foot level, of the 
Howey mine, about 12.30 P.M., September 28.

Kroll was first employed at the Howey mine in June, 1930, and had worked 
there ever since, except for the period from June, 1935, to June, 1936.

The centre stope had been silled at the 1,265-foot, or grizzly, level and mined 
by shrinkage. At the time of the accident the back of the stope was 30 feet 
above the 1,175-foot level. The orebody strikes east and west, is about 100 feet 
wide and is divided longitudinally into two stopes known as the north and south 
stopes, separated by a 35-foot ore pillar. The stopes are 30 feet wide and roughly 
300 feet long. A manway in the centre of the north stope gives access to both 
stopes from the 1,000-foot level, as the pillar is cut through to the south stope 
opposite the bottom of the raise. Two crews, each consisting of two machinemen 
and two helpers, work from the raise, one crew in each end of the stope. Kroll 
was one of the machinemen on the crew that was working in the east end of the 
north stope. The breast was about 130 feet from the bottom of the manway.

The stopes are worked in two shifts, a breast being drilled off and blasted 
each shift. At the start of each shift the helpers bring steel, etc., into the stope 
while the machinemen go ahead to the working-face and scale the back of any 
loose left by the preceding blast. The scaling generally requires from two to 
four hours and a travelway is usually maintained along a wall of the stope.

On the morning of the 28th the scaling occupied about one hour, as there was 
very little loose in the stope. The machines were set up and the drilling was 
almost completed at lunch time. Kroll was drilling on the north side of the 
breast. The practice is to work right through noon hour, no time being taken 
off for lunch, as the helper eats while the machineman drills and vice versa. 
Kroll's helper, who had eaten his lunch first, returned to the machine about 
12 o'clock. Kroll in turn went for lunch and returned about 12.30 P.M. He told 
his helper to keep on drilling as he was going to have a smoke, then stepped to
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the right, or south, of the machine, which would bring him near the centre of 
the stope, about 6 feet back from the face. He took out a cigarette, and was 
just about to light it when a wedge-shaped piece of rock, about 4 by 6 feet and 
8 inches thick at the heavy end, fell from the back of the stope, killing him in 
stantly. Kroll was found under the rock, jack-knifed over frontwards with his 
head between his knees. As far as could be learned, there had been no rock 
falling previously that morning and the condition of the back of the stope was 
the best it had been for some time. The only warning or noise heard was a 
loud crack as the piece broke away from the back.

Kroll was considered to be an excellent miner, very cautious and always 
careful to make his working-place safe. The ore at the Howey occurs in a net 
work of steeply dipping quartz veins in a zone of fracturing within a quartz 
porphyry dyke. The fracture zone parallels the strike of the dyke. There are 
two nearly vertical fractures, one at right angles to the strike of the orebody, 
the other at 20 degrees. A third set of horizontal or gently dipping fractures 
intersects the other two. This combination of fractures or planes of weakness 
would tend to make the ground blocky and it is sometimes very hard to tell by 
sounding with a scaling bar that the block is loose. The action of cold air and 
water combined often opens up these cracks, causing the piece to become loose. 
It was quite evident on examination of the place from which the piece came that 
the rock had been broken from one of these flat fractures.

An inquest was held at Red Lake on October l, before Coroner D. J. Mason, 
M.D., and the jury returned the following verdict: 

We, the jury summoned to enquire into the death of Walter Kroll, find that the deceased 
came to his death in the centre stope of the 1,315 level at the Howey Gold Mines, September 28, 
1937, at approximately 12.30 P.M., by a body of falling rock. We find that this death was purely 
accidental and that no blame can be attached to anyone.

Hutchison Lake Gold Mines, Limited
William Monostarski, Austrian, aged 27 years, single, was instantly killed 

in the main shaft at Hutchison Lake Gold Mines, Limited, shortly after l P.M., 
on September 16.

The shaft at the Hutchison Lake gold mine is vertical and has three com 
partments, with levels established at the 125- and 225-foot horizons. The levels 
are developed on both the north and south sides of the shaft, the entrance to the 
level stations on both sides of the shaft being guarded by double wooden gates 
4J^ feet in height. The bell-pull for signalling the hoist runs down the shaft- 
timber on the south side of the shaft and is manipulated easily from the cage 
with the doors shut.

For about two weeks prior to the accident Monostarski had been employed 
as a mucker in the north drift on the 125-foot level. On the day of the accident, 
when the shift was returning to work after lunch, Pete Leonowich, who was 
working at the same face with Monostarski, went underground shortly before 
l P.M. and proceeded to the north drift face and commenced mucking. Mono 
starski was a little late arriving at the shaft-head after lunch and was the last 
man to go underground. He got on to the cage and the deckman, George 
Papin, rang the cage to the first level about 1.10 P.M. According to Papin, 
Monostarski rang the cage back to surface from the first level and there did not 
seem to be any mishap during the lowering or hoisting of the cage. The hoist- 
man also did not notice any obstruction or jar during this trip and was not aware 
of the accident until he was notified that the body was being brought to surface.

At about 1.20 P.M., Leonowich found he needed a wrench to fix the pipe-line 
before he could get water to wash down the face. He went to the station, which
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he had to approach from the north side of the shaft. He went through the man- 
way compartment to the other side of the shaft and rang for the cage. He 
noticed that the shaft-gates on the south side of the shaft were standing open. 
When the cage arrived he got on and closed the gates and went to surface. He 
asked the deckman where his partner was and was informed that he had gone 
underground to the first level. Leonowich again went underground, but did not 
think it strange that his partner was not at the working-place as he supposed he 
might have gone to the second level for a pick or other equipment. Therefore he 
went into the north drift and resumed his mucking.

At about 1.25 P.M. the muckers on the 225-foot level pushed a loaded ore-car 
to the shaft station and found Mpnostarski's body lying at the bottom of the 
shaft in the centre compartment. The skull was split open and the body was 
lying on its back on the bulkhead, which is level with the station floor.

The mine captain was immediately notified and the body was taken to sur 
face. Dr. William Clinck was called and found that the skull was fractured, 
with a gaping wound from the hairline to the right side of the nose; the right 
femur was fractured and there were injuries to the right hand.

Inspection of the shaft following the accident resulted only in the finding of 
a portion of the brain on the north wall-plate on the twelfth set, about 60 feet 
below the 125-foot level. The man's lamp and more portions of his brain were 
also found in the bottom of the sump.

There was nothing to indicate why the man had fallen down the shaft. 
He apparently got off the cage and rang it back to surface without closing the 
gates at the shaft station, and either accidentally fell out into the shaft, owing to 
stumbling or the failure of his lamp, or intentionally jumped. There was no 
evidence, however, either during the investigation or inquest that gave any clue 
as to a motive for suicide. The only assumption left was that the occurrence 
was purely accidental.

An inquest was held at Geraldton, on September 18, before Coroner W. J. 
Henry, M.D. The jury returned the following verdict: 

We, the jury, find that William Monostarski came to his death on September 16, 1937, 
by falling down the mine shaft at Hutchison Lake Gold Mines. We believe it was purely acci 
dental and attach no blame to anyone.

International Nickel Company of Canada, Limited.
Aime Bonin, British, aged 23, single, employed as a chute blaster at the 

Frood mine, was fatally injured about l A.M. on June 15, while working at 
No. 24.52 chute on the 2,800-foot level. He died while being removed to surface.

This is one of three boxhole chutes, located on the south side of No. 24.5 
crosscut, which draw from No. 24.5 pillar stope. The crosscut is timbered with 
gangway drift sets, 13 feet 10 inches high and 9 feet 4 inches wide, with a platform 
at a height of 7^4 feet. The sets are spaced 4 feet 8 inches apart, and the chutes 
are built into these openings at four-set intervals. The chutes have hand- 
operated metal loading-gates, and heavy stop-logs which are supported by 4- by 
8-inch diagonal braces. The lower ends of the braces are spiked to the outside of 
the chute-posts at the platform, and the upper ends are spiked to the drift-set 
girts about 3 feet back from the chute-posts. A 4- by 6-inch cleat is spiked to the 
girt back of each brace. Metal plates are slung from each chute-cap to control 
flying muck during pulling operations. These plates are hooked up out of the 
way when it becomes necessary to dislodge hung-up muck.

The afternoon shift on the 2,800-foot level on June 14 included a loading- 
crew consisting of C. McDonald, motorman; S. Oakleaf, switchman; and A.
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Bonin, chute blaster. This shift is hoisted to surface at 2.25 A.M. A few minutes 
before l A.M. on June 15 this loading-crew ran six empty cars into No. 24.5 cross 
cut and started to draw No. 24.52 chute for the first time that shift. They filled 
two cars and had started on the third when the muck became hung-up in the 
chute. Bonin was on the platform at the east side of the chute, and Oakleaf 
was on the west side. Bonin hooked the plate out of the way and started to 
poke at the muck, which was hung-up about 10 feet above the chute, with a 
blasting-pole. At about the third poke the muck was dislodged. A large 
chunk, weighing about a ton, hit the stop-log and in some manner knocked out 
the upper end of the east brace so that it cleared the cleat and was driven down 
to within 2 feet of the platform. The chunk came to rest with one end on top 
of the loading-gate and the other on top of the platform in front of the chute. 
The stop-log was knocked over to the platform in front of the chute.

It is believed that Bonin was hit by the falling brace, though Oakleaf did 
not see what hit him. He found him lying on his back, with his head to the east, 
on top of the north cap of the set immediately east of the chute set. He had 
received a crushing blow on the left side of the head. His hard hat was found in 
the crosscut below with the left side crushed and broken.

An inquest was held at Frood on June 18, before Coroner G. R. Jones, M.D., 
who gave the following verdict: 

Aime Bonin died at Frood mine on June 15, 1937, from fractured skull received when he was 
releasing hung-up muck in 24.52 chute, 2,800 level. The muck suddenly let go, a large piece 
carrying out the stop-log brace which probably hit the deceased on the head.

Charles Craig, aged 22, British, single, employed as a chute blaster at the 
Levack mine, was instantly killed about 3.35 A.M., on July 10, when a sand blast 
he bad prepared on a large chunk of ore in the mouth of No. 4.76 chute on the 
7th level exploded in his face. The front of his head was blown off.

This chute is located on the west side of No. 4-2 crosscut, 69 feet south of 
the main drift east from the shaft. It is a boxhole chute, 4 feet wide, having an 
18-foot working-platform located 6 feet above the track. It pulls from No. 4 
shrinkage stope, in which mining has been completed.

Craig and L. Legault, a chute puller, comprised one of a number of loading- 
crews on the 7th level on the shift commencing at midnight on July 9. They 
were sent to No. 4-2 crosscut south, which comes to a dead end 161 feet south of 
the main drift, and contains nine boxholes. They proceeded to pull No. 4.76 
chute, being supplied from time to time with strings of empty cars by a battery 
locomotive. The muck in this chute became hung-up three times while they 
were pulling prior to the accident, and each time Craig blasted it down using a 
blasting-pole. About 3.30 A.M. a large chunk became wedged in the mouth of 
the chute, and Craig prepared two sand blasts on it, using a single stick of powder 
for one, and two sticks for the other. He used standard 5-foot lengths of 40- 
second fuse for each, but Legault states that he notched them several feet from 
the ends, instead of on the ends as required by company rules.

Legault states that Craig lit the fuse leading to the single-stick charge with 
his carbide lamp, then attempted to light the other. He had some difficulty in 
attempting to light the second one, and becoming uneasy about the one already 
lit, left it, thinking that it was unlit, according to Legault. They retired to the 
main drift and as soon as the first charge exploded returned to the chute, Craig 
in the lead. Craig went up on the platform, passed in front of the chute and 
reached into it. Legault at that moment was at the foot of the ladder leading 
to the platform. Craig called out, "Turn back", then, "Fire." An instant 
later the second charge exploded before either man had moved. Craig was found
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on the platform in front of the left-hand side of the chute, with the front of his 
head blown off. One of his gloves and a portion of his hard hat were found inside 
the chute on the left-hand side.

Craig violated two of the blasting regulations of the company, which require 
that standard 5-foot fuses be lit at the ends without cutting, and that no one is to 
return to the scene of a blast, even if it involves only a single charge, within the 
number of minutes which are equal to twice the number of feet in the longest 
fuse used in that blast. The accident would apparently have been avoided if 
the latter regulation had been observed.

Craig had no underground experience prior to starting at Levack on April 
29, 1937. He worked as a chute puller, under the direction of chute blasters, 
until he was promoted to chute blaster about three weeks prior to the accident. 
At that time he was instructed in his duties, including the company regulations 
pertaining to blasting, by both his level boss and shift boss.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at I/evack, 
on July 16. He returned the following verdict: 

Charles Craig, age twenty-two, working for the International Nickel Company, at levack 
mine, came to his death on July 10 at 3.35 A.M. He and his assistant, Lawrence Legault, had 
set sand blasts in No. 4 chute at the 7th level and Craig had trouble in lighting one of them. 
He went away and told his assistant, L. Legault, the second fuse would not go. After the first 
shot went off he immediately went back to the chute and just as he got on top of the platform the 
second shot went off and Craig was instantly killed. The death was accidental with no blame 
attached, as Craig was acting against rules and regulations when he went back to the chute 
immediately after the first shot without waiting for the required interval.

Waino Kakko, Finn, aged 35, married, with two children, employed as a 
timberman at the Frood mine, was fatally injured about 8.30 P.M., on July 16, 
when he fell into No. 19.251 chute in No. 21 hangingwall stope on the 2,950-foot 
level. He died about 9.35 P.M., a few minutes before being removed from the 
chute.

This is a filled square-set stope which was started on the 3,100-foot level, 
and is being carried through the 2,950-foot level up to the 2,800-foot level. The 
end of the orebody extends farther south on the 2,950-foot level than on the 
3,100-foot level, so a sub-level drift was driven south on the 10th floor, 44 feet 
below the 2,950-foot level, and chutes were carried up from it, No. 19.251 chute 
being the farthest south. The latter is vertical up to the 14th cut, and is then 
offset for two cuts. It is then vertical from the 16th to the 17th floors, where it 
passes through rock. At the 17th floor, which is at the 2,950-foot level, it is 
against the footwall. Two sills were laid side by side, parallel to the stope, on 
the hangingwall side of the opening, making the latter about a foot wide between 
the sills and the footwall, and about 2 feet long. The south end of the stope is 
two sets wide.

This chute had been hung-up since July 13, when the top had been covered 
with muck from the 18th cut. Chute blasts were made on July 14 and 15 without 
disturbing the overlying muck. The day shift on July 16 increased this muck to 
a maximum height of 7 feet by taking out another round from the 18th cut.

At the beginning of the afternoon shift on July 16 Stope Boss J. Harrison, 
W. Kakko, and W. Calon, scaled the back of the blasted section, then put out 
booms and lagging under it. Harrison knew that the chute was hung-up and 
sent Calon for powder and fuse to blast it. When he returned, Harrison sent 
him to work in another stope and retained Kakko to guard the entrance from 
the 2,950-foot level into the south end of the stope. Harrison left Kakko at 
this entrance, about 30 feet from the top of the chute, and instructed him to wait 
there until he returned from blasting the chute. He then went down to the
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sub-level drift with two muckers and blasted the chute. When he heard the 
muck come down he returned to the 2,950-foot level, preceded by the muckers. 
He had left Kakko about 8 P.M., and it was about thirty-five minutes later when 
he reached the location where he had left him, as there had been several cars of 
muck to take out of the chute before blasting. He was unable to find Kakko, 
but after a few minutes he heard him calling for help from inside the chute. A 
hole had been broken through to the top of the muck pile, leaving a vertical wall 
of muck up to 7 feet high around the chute opening. The sills were missing arid 
the opening had been enlarged to about 4 feet square. Kakko was apparently 
in the vertical section below the 14th floor, and Harrison went for help.

A. Israelson, a scaler in a nearby drift, was one of the first to arrive, and he 
realized that it was impossible to effect a rescue from above owing to the surround 
ing muck. He talked to Kakko in Finnish, and the later said he was not hurt 
very badly but he wanted them to pull the chute as he was very tight in the 
muck. Israelson and some muckers went down to the sub-level drift and started 
to pull the chute. He could talk to Kakko much more clearly from there, and was 
able to ask him from time to time how he was, as the chute was gradually pulled.

Assistant Superintendent A, E. O'Brien arrived at the scene about 9 P.M. 
and took charge. He also talked to Kakko and found out what position he was 
in, then had the chute pulled very slowly. About 9.30 P.M. Kakko was heard 
talking very weakly, and could not be understood. He then stopped talking. 
He was taken out of the chute about 9.35 P.M., after about twenty-five tons had 
been pulled. Dr. Stanyon was present and pronounced him to be dead. He 
had sustained a broken neck, a fractured skull, a dislocation of the left thigh, and 
internal injuries.

A scaling-bar was taken out of the chute during recovery operations, and it 
is believed that Kakko was attempting to bar down the muck surrounding the 
chute opening when he fell into it.

An inquest was held at Frood by Chief Coroner P. E. I/aflamme, M.D., on 
July 20. He returned the following verdict: 

Waino Kakko, aged 35, employed at the Frood mine, came to his death on July 16, 1937, 
about 9.30 P.M., after he fell in Chute No. 19.250 on 2,950-foot level. He died from fractured 
skull, fractured cervical vertebra and shodk. Death was accidental with no blame attached to 
anyone, as Waino Kakko was left about 35 feet from the chute and was told by his shift boss, 
J. Harrison, to stay at that place and stop employees from coming near the chute while he was 
down at the bottom of the chute to blast in. When he returned, Kakko was found to be in the 
chute and was acting against orders from his stope boss, Harrison.

Andrew Kolibab, Czecho-Slovak, aged 37, single, employed as a salvageman 
at the Frood mine, was instantly killed at 3.25 P.M. on July 17, when a violent 
explosion occurred while he was cutting salvage pipe with an oxy-acetylene torch.

He was working in the salvage yard about 65 feet west of the west end of the 
mine warehouse, where he had two 85-pound rails laid on the ground, across 
which he placed the pipes, rails, etc., which were to be cut in 5-foot lengths for 
shipment as scrap. He had been employed by the company since March, 1935, 
and had been doing this work for about two weeks.

On the afternoon of July 16 there was a pile of miscellaneous l- and 2-inch 
pipe, flat bars, and rails, 5 feet wide and 2^ feet high, lying immediately west of 
his working-place ready to be cut. This scrap had been brought up from under 
ground during the previous three or four days. A 45-pound mine track ran along 
the east side of his working-place, on which Kolibab had a truck loaded with six 
oxygen cylinders and one acetylene container to service his torch. J. Timchuk 
had been assigned to help him that afternoon in the absence of his regular helper.
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About 3.20 P.M. Timchuk left Kolibab, after helping him to move three 
l-inch pipes and two pieces of 45-pound rail from the pile to the top of the 85- 
pound rails. Kolibab was then preparing to cut them with his torch. About 
five minutes later Timchuk was putting some scrap wood on a truck about 95 feet 
away, when a violent explosion took place at Kolibab's working-place. He found 
Kolibab lying dead about 8 feet from his working-place. He was badly muti 
lated, having sustained partial decapitation with almost complete brain destruc 
tion, almost complete amputation of the left leg at the knee, and numerous other 
injuries.

The gas-cylinders on the truck were intact, and the torch was found 80 
feet away with only the tip missing, so that the explosion did not originate in 
the equipment being used. Brain matter was scattered as far as 44 feet away. 
A piece of Kolibab's goggles was found 76 feet away. Shattered pieces of 1-inch 
pipe were found up to 92 feet away. The 2-inch plank side of a truck, 32 feet 
away, had been penetrated by scraps of pipe, as had been a corrugated iron 
shelter, 14 feet away. Windows were broken in the warehouse up to 80 feet 
away. The track beside his working-place had been shifted, and a 2-foot section 
broken out of it and thrown 5 feet away. There were a number of deep gouges 
in the track rail nearest the explosion. The two 45-pound scrap rails, which 
Timchuk had helped to move, were thrown on top of the scrap pile and had not 
been cut by Kolibab. The three 1-inch pipes were missing, except for several 
short fragments. There was a shattered 6-inch piece of 2-inch pipe found within 
a few feet of his working-place. This was the only shattered piece of 2-inch pipe 
found that could be identified as such.

Those who heard the explosion said it sounded like the sharp detonation of 
dynamite. It is believed that there must have been a number of sticks of 
dynamite inside one of the pipes that Kolibab started to cut with his torch, and 
that the torch detonated it. All dynamite used at Frood is 1^/g inches in 
diameter, and would not go into a 1-inch pipe unless the sticks were broken up.

No dynamite has been put into pipes at Frood for mining purposes since 
1933. At that time it was the practice to drive 2-inch pipes down into hung-up 
muck in raises, which could not be dislodged from below, and to load them with 
dynamite and detonate it electrically. It is believed certain that any scrap pipe 
resulting from this practice was brought to surface years ago.

An inquest was held at Frood by Chief Coroner P. E. Laflamme, M.D., on 
July 20. His verdict was as follows: 

Andrew Kolibab, age 37, employed at Frood mine as a salvageman, was instantly killed 
on Saturday, July 17, at 3.25 P.M., when a terrific explosion happened. At the time of the explo 
sion the deceased was cutting with an acetylene torch pipes and rails which had been taken to 
surface from underground. It is possible that the load of dynamite was put intentionally in the 
pipe by some unknown person, and was intended either for sabotage or other unknown reason. 
I would ask that the Police Department continue their investigation into this possibility.

Earl Mitchell, British, aged 28, married, without children, employed as a 
level boss at the Frood mine, was instantly killed when blasting No. 48.55 chute 
on the 2,800-foot level about 11.30 A.M., on August 21. He had been employed 
since 1929, and was an experienced blaster.

No. 48.55 is one of two boxhole chutes in the main north drift which draw 
from No. 48.5 stope. It is on the east side of the drift in the second set from the 
north of a four-set gangway, while No. 48.57 chute is on the west side of the 
adjoining set to the south. The ladder from the level to the platform is located 
at the south end of the gangway.

About 11.10 A.M. on August 21 the muck in No. 48.55 chute became hung-up
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about 10 or 15 feet above the head-block, after seven cars had been pulled by 
loading-crew in charge of R. Webster, the chuteblaster. Webster attempted t 
bar the muck down, but was not successful. Mitchell then ordered him to pu] 
another chute while he blasted No. 48.55 down, and instructed P. Bastasich 
a level cleaner, to assist with the blasting.

According to Bastasich, Mitchell took ten sticks of 40 per cent. Forcite am 
tied them tightly to one end of a 12-foot blasting-pole with two wrappings o 
string. He then punched a hole about 2 inches in diameter in the top end of oni 
of the inner sticks, inserted the capped end of a standard 5-foot fuse, passed th* 
fuse under the top wrapping of string, and made two separate half hitches witl 
it on the blasting-pole. He notched the fuse either on the end or immediately 
above the green dye on the end, and lit it with his cigarette lighter. Bastasicl 
is positive that the fuse was not cut. Mitchell then instructed him to go dowr 
and guard the north side of the drift. As he left Mitchell was starting to pusl 
the blasting-pole up the chute. Bastasich went down the ladder at the soutl 
end of the gangway, passed under it, and proceeded north. He was about 4? 
feet north of No. 48.55 chute when the charge exploded.

Mitchell was found on the west side of the platform at the north end of the 
gangway. He was on his knees with his back towards No. 48.55 chute, about 7 
feet from where he had last been seen by Bastasich. He had sustained a trau 
matic amputation of both hands just above the wrists, a deep puncture wound 
in the chest, a punctured left eye, and a compound fracture of both legs midway 
between the knees and ankles. He was dead when found.

No damage had been done to the chute. The muck had come down, and 
there was very little spillage on the platform. The guard-plate was hanging 
down, and the left-hand end of the stop-log was not in place. Mitchell's hard 
hat was found in a number of pieces between the chute and his body, and the 
headpiece of his electric lamp was missing. A piece, 3 feet 8 inches long, from 
a burnt 5-foot fuse was found on the platform in front of No. 48.57 chute. The 
muck in No. 48.55 chute was pulled and carefully examined. Nothing was found 
except an 8-inch piece and several small scraps of burnt fuse.

Bastasich was asked in two separate trials to re-enact his movements from 
the time Mitchell lit the fuse until he heard the explosion, and was timed to show 
a period of nineteen to twenty seconds. He stated that he did not hear any 
muck come down until the explosion occurred. It is believed that Mitchell was 
still in the act of pushing the charge up the chute at the time of the explosion.

Special wax Clover Brand fuse, manufactured by the Canadian Safety Fuse 
Company, is used at the Frood mine. It has a rated burning-speed of 40 seconds 
per foot, with a permitted variation of ten per cent, above or below this rating.

Mitchell had obtained ten 5-foot fuses that morning, and had blasted two 
chutes prior to No. 48.55 without incident. The seven fuses remaining in his bag 
were tested for burning-speed. The results were as follows for 4^-foot test- 
pieces : 

Fastest burning-speed. . . . . . . . . . . .40.9 seconds per foot
Average burning-speed..... . . . . . . .41.8 seconds per foot
Slowest burning-speed. . . . . .. . . . . 42.9 seconds per foot.

The thirty-nine 5-foot pieces remaining in the magazine from which Mitchell 
had obtained his fuse were tested, with the following results for 4^-foot test- 
pieces : 

Fastest burning-speed. . . . . . . . . . . . 36.7 seconds per foot
Average burning-speed............41.2 seconds per foot
Slowest burning-speed. .. .. . . .... .42.7 seconds per foot.
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A total of 1,625 5-foot fuses from other underground magazines were also 
tested, with the following results for l-foot test-pieces: 

Fastest burning-speed....... . .. .. .45.0 seconds per foot
Average burning-speed. . . . . . . . . .42.7 seconds per foot
Slowest burning-speed. . . . . . . . . . . . 40.0 seconds per foot.

The routine testing of every reel of fuse received at the Frood mine was 
started in July, 1936. To July 31, 1937, a total of 5,960 reels had been tested, 
with the following results for 3-foot test-pieces: 

Fastest burning-speed...... . . . . . . .37.4 seconds per foot
Average burning-speed.... . . . . . . . .41.8 seconds per foot
Slowest burning-speed. . . . . . . . . . . . 45.0 seconds per foot.

The 3-foot 8-inch piece, and the 8-inch piece, of burnt fuse found at the scene 
of the accident were X-rayed and dissected at the laboratory of the Canadian 
Safety Fuse Company. Nothing was found which would indicate that these 
fuses had not burned normally in all respects. It is, of course, not certain that 
either of these are remnants of the fuse used by M/tchell.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Frood, on 
August 30. H. R. Ardill, manager of the Canadian Safety Fuse Company, gave 
evidence in regard to the testing of fuse at his plant. He stated that they were 
at present testing from 200 to 400 pieces of fuse daily, and that in the past six 
teen years they had never found a so-called "quick" fuse in their routine testing, 
nor had they ever succeeded in manufacturing one without damaging the fuse to 
an extent beyond that which might conceivably occur in use. The coroner's ver 
dict was as follows: 

Earl Mitchell, age 28, was instantly killed on August 21, 1937, at 11.30 A.M., at 2,800 level, 
chute No. 48 55, Frood mine, when blasting a hanging chute. Apparently the shot went off 
much quicker than normally and Mitchell was instantly killed by the blast. Mitchell was known 
to be an experienced blaster, and a very careful workman. The blast was prepared according 
to regulations. From the evidence given and in view of the fact that no explanation was given 
as to what might have caused this blast to have gone off so rapidly by the several experienced 
witnesses called, I can reach no other conclusion than that this death was accidental.

Andrew Zeman, British, aged 27, single, employed as a shoveller at the Frood 
mine since April, 1937, was fatally injured in No. 27 stope on the 2,600-foot level 
about 9.30 P.M., on September 12. He died in the Copper Cliff hospital about 
four hours later.

This is a filled square-set stope, eight sets wide, in which sixteen cuts had 
been completed. The sixteenth cut was twenty-one sets long, or about 118 feet. 
The sets are of 9-inch flattened jackpine at 5j^-foot centres, and are 7 feet high. 
The fill raise to the 2,400-foot level is located in the ninth row of sets from the 
footwall in the north half of the stope, on the sixteenth floor. The seventeenth 
cut had been started on the footwall with a width of seven sets from the north 
pillar, and reduced to five sets as it approached the fill raise.

On September 11 six rows of sets were in place, the front row being five sets 
wide. The afternoon shift on that date blasted a breast round to make room 
for another five-set row. The following day shift on September 12 found that 
this blast had left about 3 feet of pillar in front of the fill raise, with the exception 
of a small hole through at the south end. They scaled and prepared to stand the 
first two sets of the seventh row on the north pillar. They put out two booms, 
an 8- by 10-inch jackpine, 7 feet long, on the north pillar and one 11 feet long 
about 6 feet farther south, to give temporary protection while the muck was
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removed and the sets installed. The afternoon shift on September 12 also scaled, 
then put out another 11-foot boom to complete the coverage of the two-set area. 
They blocked the booms to the back with cribbing, as the back was 1^ to 2 feet 
above the booms. The muck was above the mining-floor in this area, and there 
were a number of large chunks on top of it. Stope Boss J. Sundkavist ordered 
the blockholer, J. Surovic, to drill these chunks and told Zeman to assist him.

About 9.30 P.M. Surovic and Zeman were drilling the third chunk, just in 
front of the second set from the north pillar under the booms. They were using 
a 4-foot steel at an angle of about 45 degrees, and were standing at the edge of 
the set. Zeman was holding the south side of the plugger handle, and Surovic 
the north side. Sundkavist was standing about one set behind them. Without 
any warning a fall of ground, amounting to about 10 or 15 tons, occurred from the 
back in front of the sets. It broke the south boom, dislodged the centre boom, 
and knocked out the cribbing. Zeman was hit by a piece of falling timber or 
rock, thrown against the plugger handle, and then fell backwards into the sets 
and started to crawl away. Surovic was also knocked down and was pulled 
under cover by Sundkavist. He sustained an injured knee.

Zeman was found to be suffering from shock, and complained of severe pain 
in his left side. An imprint of the plugger handle was visible just below his ribs 
on the left side. He was taken to the Copper Cliff hospital where he failed to 
respond to treatment for shock, and died at 1.40 A.M. A post mortem examination 
revealed fractures of the four lower left ribs puncturing the left lung, and a 
ruptured spleen which had caused an internal haemorrhage.

This stope had been carefully examined by Shift Boss Armstrong and Sund 
kavist about thirty minutes before the accident. They sounded the back and 
state that there was no indication of loose ground. The timber did not show 
any signs of abnormal weight. Following the original fall of ground other falls 
occurred intermittently until the next morning. When completed from seventy- 
five to a hundred tons had come down, extending across in front of three sets to 
a maximum depth of 12 feet ahead of them and to a maximum height of 12 feet 
above them. The pillar in front of the fill raise was demolished.

An inquest was held at Frood by Chief Coroner P. E. Laflamme, M.D., on 
October 15. His verdict was as follows: 

A. Zeman, age 27, came to his death on September 13 at 1.40 A.M., at the Copper Cliff 
hospital from injuries received in an accident at Frood mine in No. 27 stope, 2,600-foot level, on 
September 12 at 9.30 P.M. From evidence given, A. Zeman was drilling a blockhole under boom 
timbers when the back gave way, breaking booms. The deceased was hit by the fall of rock or 
timber. Previous to the accident examination indicated no signs of loose ground. Accidental 
death.

J-M Consolidated Mines, Limited

John Roos, Finnish, aged 26, unmarried, employed by the J-M Consolidated 
Mines, Limited, and working at the No. l shaft as a trammer, was fatally injured 
on the 2nd level about 5.45 A.M., December 7, and died at 10.30 A.M. the same 
day. He had been in the employ of the company since September 17.

The regular shifts at the J-M mine are from 7 A.M. to 4 P.M., and from 6 
P.M. to 3 A.M., with a tramming-shift consisting of three men who work from
11 P.M. to 7 A.M. From 3 A.M. to 7 A.M. the only men underground are those of 
the tramming-shift.

John Roos, Campbell Archibald and Elmer Johnson, who constituted the 
tramming-shift on the night of December 6, were tramming muck from the No.
12 raise chute on the 1st level during practically the whole shift. The stope 
had been mined through to surface and, with the exception of the muck on the
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stope-floor timbers, was empty. The three men were engaged in pulling and 
tramming this ore, Roos and Johnson loading the cars and Archibald tramming 
the loaded cars to the shaft and sending them to surface. Two cars were used, 
one being left on a short passing-switch or being loaded while the other was in 
the process of being unloaded or returned to the siding.

On the 1st level a crosscut was driven from the shaft at 45 degrees to the 
long axis of the shaft for about 30 feet, where it was turned and driven parallel 
to the long axis for 50 feet more. From the end of the crosscut drifts were driven 
at right angles in each direction following the vein, from which stoping followed.

A heavy ventilation-door, installed near the shaft-station to shut off the 
cold air entering the mine, had been removed and was being replaced with a 
lighter one to facilitate tramming. Quite a heavy fog had formed at the shaft- 
station.

About 5.45 A.M. Roos, who was in charge of the tramming-shift, was on top 
of the stope-floor timbers shovelling muck into the chute. He told Archibald 
not to take the first car to the shaft until both were loaded. When both cars 
were filled Archibald trammed the first car to the shaft alone and, when about a 
car length from the shaft, noticed the rope hanging past the level. Realizing 
that the cage which he had previously put on the chairs was not there, he tried 
to stop the car, but failed. He shouted a warning as the car and its load of 
muck went into the shaft.

The hoistman, K. Hermanson, stated that about 5.45 P.M. the cage was on 
the chairs at the 1st level. He received a "2-2" signal to lower the cage to the 
2nd level. The cage was on the 2nd level about three or four minutes when he 
received a "1-1" signal to raise the cage to the 1st level. Just as the cage started 
away from the level he felt a jerk on the rope and stopped the cage, which had 
travelled about 4 feet, and lowered it back to the 2nd level to await a new signal.

Johnson, on hearing Archibald's warning shout, came out to the station 
and, on learning what had happened, started down the shaft while Archibald 
started for surface.

Roos was found unconscious on the 2nd level about 10 feet from the shaft, 
lying on his back. The shaft gate was open; one of his mitts was on top of the 
gate near the latch end; the other was on the station floor. Three sticks of 
powder were on the floor of the station in front of the counterbalance compart 
ment; the car and the chassis were in front of the cage compartment; a rock, 
weighing about 25 pounds, was lying 2 feet to the left of Roos' head. His hat 
and lamp were found about 20 feet from the shaft near the wall at the back of 
the station. The hood of the cage was bent considerably but not broken; the 
cage doors were both open and the bar at the back of the cage was resting on 
the cage floor; the bar at the front of the cage was up.

It is supposed that Roos came down from the stope through an empty chute 
nearer the crosscut than No. 12 raise chute, unnoticed by either of his partners, 
and went to the 2nd level to get some powder, expecting to return before the 
second car was filled. He left the 1st level shaft gate open and was just leaving 
the 2nd level when some of the muck hit the cage. When the cage stopped he 
opened the gate, jumped out and was hit on the back of the head by a piece of 
muck.

Had Roos closed the shaft gate at the first level or told his partners where he 
was going this accident would not have occurred.

An inquest was held at Jackson Manion, on December 11, before Coroner 
Revell. The jury returned the following verdict: 
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We, the jury, find that John Roos died from head injuries received accidentally the morning 
of December 7, 1937. The head injuries were caused by rock or car falling from the 1st level to 
the 2nd level. From the evidence we heard we believe the accident was the result of his own 
neglect in failing to close the shaft gate on the 1st level.

Kerr-Addison Gold Mines, Limited
H. Silvola, Finn, aged 38, married, employed as a shaftman, was fatally 

injured in the No. 3 shaft of the Kerr-Addison mine at about 7.45 A.M., on 
September 18, when the deckmen dumped a bucket of muck at the surface with 
out closing the dumping-door of the No. 2 or northwest skip compartment, used 
as one of the two sinking-compartments. Silvola was taken to the Kirkland 
District Hospital, where he died at about 3 P.M. the same day. His injuries 
consisted of multiple compound fractures of the skull, compound fracture of the 
right elbow and wound in the right heel. Death was due to laceration of the 
brain and shock.

No. 3 shaft is being sunk from the surface to the 750-foot level. The shaft 
is divided into five compartments: two skip compartments; a manway compart 
ment, re-divided into a travel- and pipeway and a counterbalanceway; and a 
man-cage compartment between the skipways and the manway. The shaft is 
13 feet 6 inches by 17 feet 6 inches outside the timbers. The dump is located 
approximately 30 feet above the collar at surface. The doors are of the single- 
door type, manually operated, one for each of the two sinking-compartments. 
Hoisting of muck is done by two separate installations. Two air hoists operate 
two separate l-ton buckets, equipped with enclosing crossheads. Two deckmen 
are employed for dumping. One deckman stands on one side of the shaft. This 
man passes the end of a rope, attached to the dumping-door across the shaft to 
the other deckman. This deckman's duty is to pull the dump-door closed. 
The first deckman then pulls in the chairs for the crosshead. When this has 
been done, the second deckman hooks on the dumping-chains and gives a 2-bell 
signal to the hoistman, to lower the bucket for dumping.

At the time the accident occurred the shaft had reached a depth of 114 feet. 
The crew of 15 men was engaged in mucking the square. One row of holes on 
the north and south walls still remained to be blasted. Seventeen buckets had 
been loaded and hoisted. The seventeenth bucket had been sent up in the north 
west compartment. Two men were engaged in blowing out the remaining rows 
of holes. The rest of the crew were standing around the outside of the shaft 
waiting for one of the buckets to come back to the bottom, when they heard 
rock falling down. Silvola, who was standing against the north wall at about 
the centre of the northeast compartment, did not have time to get under cover 
and was struck by the falling rock while attempting to gain a place of safety.

The accident was caused by rock falling down the shaft from the sixteenth 
bucket, which had been hoisted in the northeast compartment. When this 
bucket came to surface, the deckman stopped it at a point about half-way be 
tween the collar and the dump. He had seen that one of the dumping-chains 
needed to be changed. The chain was replaced and the bucket rung up to the 
usual stopping-place above the dump. One deckman then pulled in the chairs 
for the crosshead. The other deckman hooked on the dumping-chains and rang 
down the bucket for dumping. The door was not closed. The bucket emptied 
down the shaft. The hoistman noticed, while watching his rope on the drum, 
that the weight had not come off the cable at the right place. He looked out 
toward the shaft and saw the bucket emptying down the shaft. He immediately 
stopped lowering and hoisted the bucket.

Apparently the break in the routine, caused by the necessity of changing the
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dumping-chains, caused the deckmen to forget to close the dump-doors. The 
deckman whose duty it was to put in the chairs should not have done so until 
the door was closed. He evidently did not pass over the rope for the other 
deckman to close the door. The deckman whose duty it was to dump the bucket 
should not have rung down the bucket until he saw that the door was closed. 
This latter deckman says that his partner said, "Put on the chains." Evidently 
he put on the chains and, following the system automatically, rang down the 
bucket. He forgot that he had not received the rope end and had not closed 
the door.

The inquest was held in Kirkland I/ake Town Hall on September 22, at
10 P.M., before Coroner J. F. Edis, M.D. The jury's verdict was as follows: 

We, the jury empanelled to enquire into the death of H. Silvola, after having examined the 
exhibits presented and taken into consideration the evidence given by the witnesses, find that the 
said H. Silvola came to his death when the contents of a bucket of muck was prematurely dumped 
down the mine shaft through the carelessness of the two deckmen, A. Palken and his helper, 
N. Nurmi. We wish to mention the fact that the deceased was also careless in not seeking shelter 
when the two buckets were being hoisted up the shaft.

Kir-Vit Mines, Limited

Charles Miller, British, aged 47, single, employed as a surface deckman at 
the Kir-Vit Mines, limited, was instantly killed on September 22, at about
11 A.M., when the loaded 1-ton car he was removing from the cage fell and crushed 
him.

Miller had been employed as a spare man around surface since April 12, 
1937. He had worked around the camps, with the teamsters, as surface trammer, 
and as spare deckman when the shaft was being sunk. On the morning of the 
accident he was put on as regular surface deckman at the shaft. He was con 
sidered a good and steady workman, although not very fast.

When Miller was put on as regular deckman, the mine foreman instructed 
him in his duties and remained with him until five cars had been hoisted. A 
regular procedure for hoisting muck is followed. The car of muck is loaded on 
the cage, which is on the chain chairs at the level underground. On a one-bell 
signal the hoistman hoists the cage to a point about 2 feet above the collar, 
pauses about ten seconds, to allow time for the surface deckman to hook in the 
chain chairs, then lowers the cage until he comes to the mark for the collar. The 
hoistman also looks at the rope on the drum to see if the weight has come off the 
rope, indicating that the chain chairs are in and are taking the weight. When 
the cage is being hoisted from below, the surface deckman stands in front of the 
cage compartment, the door of which is closed. As the cage pauses about ten 
seconds, at a point about 2 feet above the collar, the deckman holds a chain 
chair in each hand, in such a position that when the cage is lowered, he can slip 
the big link of the chain into the hooks on the cage. When the cage has come to 
rest, he opens the door at the shaft, opens the safety bar on the cage and pulls 
the loaded car out of the cage and trams it to the dump. After the car is dumped 
the deckman trams the empty car back to the shaft, places it on the cage, closes 
the safety bar of the cage, closes the shaft door and rings two bells. This is the 
signal for the hoistman, when hoisting muck, to raise the cage about 2 feet, to 
allow the chain chairs to fall out, and then lower the cage to the level from which 
he hoisted it. The signal for putting the cage on the chairs, when the cage is 
hanging free, is one bell followed, after a slight pause, by two bells.

At about 11 A.M., Svere Miller, a man looking for employment, was sitting 
outside the blacksmith shop. He heard a crash from the direction of the shaft, 
which is 50 feet distant. Looking toward the shaft he could not see what had
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happened as his view was obstructed by the near corner of the shaft. However, 
he saw the muck fly and knew that something unusual had occurred. Calling to 
S. Sjonnesen, blacksmith, and R. Ronn, blacksmith's helper, he ran over to the 
shaft. Sjonnesen and Ronn followed him. The hoistman, E. Youngberg, had 
already arrived.

They found Charles Miller lying across the track, with his feet close to the 
wall-plate. The car was on his body. The door was open, the body of the car 
was tilted up, and the muck covered his face. The cage was empty and the 
safety bar of the cage was opened. The floor of the cage was a little less than 
6 feet above the collar. The left-hand chain chair was still hooked to the cage 
and the eye-bolt attaching the chain to the shaft-post was bent up. The cage 
was up as high as it could go without tearing the chain loose from the post. 
Miller was dead when found. Evidently he had been killed instantly. His 
body was taken to Kirkland Lake.

Although no one witnessed the accident, it is thought probable that Miller 
failed to get both chains hooked in position when chairing the cage. When he 
tried to pull the car out of the cage, he would find that he could not do so, as the 
track on the cage and the track on surface would not coincide owing to the fact 
that the cage was not hanging level. He then gave a one-bell signal for the 
hoistman to raise the cage a little, so he could put in the other chain chair. He 
must have neglected to put the safety bar of the cage in position before he gave 
the signal. When the cage was raised, the car ran out of the cage and fell on him.

The hoistman, states that the car was hoisted from the 250-foot level. He 
hoisted the cage to a point about 2 feet above the level, paused about ten seconds 
and lowered it on to the chairs. Everything was as usual. The weight came off 
the cable at the proper point, showing that the chairs were taking the weight. 
About one minute after this the hoistman received a one-bell signal. In answer 
to this he hoisted slowly as he did not know whether the deckman wanted the 
cage hoisted only a short distance or whether he wanted it hoisted to the top deck. 
The hoistman was not only hoisting slowly but was watching the part of the 
shaft visible through the cable slot in the wall of the hoistroom. The hoistman 
saw the cage come up the shaft. At a height of about 6 feet above the collar he 
saw it start to shake. He immediately stopped the hoist and ran out to see 
what was wrong. He found Miller lying under the car. The shaking of the 
cage had been caused by the snubbing of the cage by the chain chair which had 
remained hooked into the hook on the cage.

The fact that the chain chair did not fall out when the cage was raised, and 
snubbed the cage, had apparently no bearing on the accident. The car must 
have run out of the cage and fallen on Miller before the cage reached the height 
at which it stopped. The accident occurred before Miller could give the signal 
to stop the cage.

An inquest was held in Kirkland Lake Town Hall on September 28, at 7.30 
P.M., before Coroner J. F. Edis, M.D. The jury's verdict was as follows: 

We, the jury empanelled to enquire into the death of Charles M. Miller on September 22, 
1937, find same accidental due to failure of the deceased to replace guard bar on cage before giving 
hoisting signal, thereby allowing loaded ore car to leave cage and fall on himself.

Lake Shore Mines, Limited

Richard Daly, British, aged 29, married, with two children, employed as a 
motorman's helper and loader at the Lake Shore Mines, Limited, was killed on 
March 15, shortly after 11 P.M., while running a motor pulling three 5-ton cars 
of ore in No. 2,802W Section 3 drift at No. 8 chute. He ran into a staging-plank,
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about 3 feet above the track, left across the drift at the chute. He was crushed 
between the plank and the motor before he could stop the train.

Shortly before 11 P.M., M. Burke, the motorman, and Daly, the helper, 
brought a train, consisting of a 3-ton storage battery locomotive and three 5-ton 
cars into No. 2.802W drift from the ore pass to No. 10 raise. Daly was running 
the motor. He was an experienced motorman, although classed as a helper and 
loader. In case the helper is an experienced man, it is the recognized custom for 
him to take turns with the motorman in running the motor. On the way into 
No. 10 raise, they passed No. 8 chute. J. Ryan and his partner, Pacquette, 
timbermen, had just completed building this chute. In order to put in the sides 
and bottom, they had a staging about 3 feet high across the track. The staging 
consisted of a 2- by 8-inch elm plank nailed across the chute-posts, 2 feet 9^ 
inches above the track and parallel to the track, and a similar plank across 
two posts on the other side of the track. A 2- by 8-inch elm plank, 8 feet 
long, was laid on these cleats above the track. When the motor came in shortly 
before 11 P.M., the timbermen had the cross-plank off and were getting ready to 
go out to the station for lunch. The motor crew proceeded in to No. 10 raise 
and loaded the three cars. After loading, they took the train out, Daly still 
running the motor. There is a curve in the track just west of No. 8 chute and 
Daly rang his bell, as is required when there is not a clear view ahead. Burke, 
who was riding on the back of the last car, states that just after the motor had 
gone out of his sight around the curve, it slackened up and stopped. He heard 
the sound of timber falling and then a groan from Daly. Burke made his way 
to the front of the train and found Daly slumped down over the front of the 
motor, unconscious. Burke carried him about 20 feet to a dry place and then 
went out to the station to get help. Daly was taken to the first aid room on 
surface, arriving there about 11.20 P.M. The doctor, who had just arrived, 
could find no sign of life. Examination of the body showed that five ribs, the 
fifth to the ninth, had been broken into many pieces, both back and front, and 
had pierced the lung, causing it to collapse.

The accident was caused by running into a staging-plank, that had been 
put back on the cleats at No. 8 chute after the motor had gone in to load at No. 
10 raise, and had been left there.

B. Burley, a machineman, and J. Kielt, a helper, had been working in 
No. 2,802W Section 3 stope, raising the millhole at No. 7 chute, a distance of 
about 21 feet east of No. 8 chute. At 11 P.M. they went out for lunch, using 
No. 8 chute as a manway. Burley slid down the chute bottom and jumped to 
the ground. He put a staging-plank across the drift on the cleats so that Kielt, 
who was a small man, could get down easily. After placing the plank, Burley 
proceeded along the drift towards the station. Kielt presently caught up to 
Burley and they went out to the station for lunch. Kielt forgot to remove the 
staging-plank. Burley did not stay to notice if it was removed.

Examination of the scene of the accident showed that the outside chute-post 
had been knocked out and showed marks of where the staging-plank had been 
driven against it. The corresponding post on the other side had been moved 
about 3 inches to the east, or outside, and showed similar marks. The staging- 
plank was found beside the motor on the south side. Evidently Daly, sitting 
on the side of the motor toward the chute, struck the plank, which was high enough 
to reach above the bumper. The plank slid along the cleat until it came to the 
post and shoved the post down. It then was carried ahead and around to the 
south side.

Daly evidently had no chance to save himself. Coming around the curve
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he could not see the obstruction until he was within 10 or 15 feet; he probably did 
not see it until he was very much closer. He threw the controller into reverse 
and put the brakes on full. The train was moving at a rate of about four miles 
an hour or as fast as a smart walk. At this rate of speed with the train of motor 
and three cars it would take at least 8 or 10 feet to stop. The brakes were in 
good condition.

An inquest was held before Coroner J. F. Edis, M.D., in the Township Hall, 
Kirkland Lake, on March 17. The jury returned the following verdict: 

We, the undersigned jury, find that Richard Daly came to his death through no cause of 
his own, but owing to meeting an obstruction being placed across the mine track in direct con 
travention of the standing rule of the Lake Shore mine.

Archie MacDonald, British, aged 21, married, with one child, employed as 
an underground mechanic at Lake Shore Mines, Limited, suffered head injuries 
on July 3, at about 1.15 P.M., from which he died in Toronto on December 9, at 
about 11.30 P.M.

Just previous to the accident, MacDonald had adjusted the brakes of a 
5-ton Goodman battery locomotive on the 3,200-foot level. After adjusting the 
brakes, MacDonald tested them first by running the locomotive up and down the 
main crosscut. Then, wishing to try the brakes with a load, he ran the locomo 
tive on to the curve to No. 3,201W drift in order to couple the locomotive to a 
train of two 5-ton cars standing on the curve. As the locomotive and cars were 
on a curve and he was on the locomotive at the end farthest away from the cars, 
he could not make the coupling without help. At this time, W. Ireton, a mucker, 
who was tramming timber, came along. MacDonald told Ireton to get on to 
the motor and move it slowly up to the cars while he (MacDonald) guided the 
drawbar and slipped the coupling-pin into place. Ireton had no experience in 
handling a locomotive and told MacDonald so. However, he got on to the 
motor, which was about 9 feet away from the cars, and MacDonald prepared to 
couple the cars. Ireton moved the motor slowly up to the cars and was warned 
by MacDonald when there was a distance of 3 feet more to go. Just after this 
the motor moved with a jump. In some manner MacDonald's head was caught 
between the end of the car and the meter-box on the end of the locomotive 
battery-box.

MacDonald was taken to the Kirkland District Hospital. Examination 
showed that there were fractures of the skull, one across the top and one up the 
right side. There was considerable swelling of the skull. There was complete 
paralysis of the left side of the body from head to foot. Blood pressure was 
normal and a spinal puncture showed no abnormal pressure. When taken to 
the hospital MacDonald was fairly conscious, although a little muddled at times. 
On July 4, the day following the accident, his condition became worse, and there 
were signs of increasing pressure in the brain. A brain specialist was brought 
from Toronto and an operation was performed to relieve the pressure. Mac 
Donald's condition gradually improved until he was discharged from the hospital 
on September 20. By that time the paralysis had disappeared almost completely, 
with the exception of partial paralysis of the left arm. MacDonald had had 
several seizures, somewhat like epileptic fits, while in the hospital. After leaving 
the hospital these seizures continued with increasing severity. On September 26 
MacDonald was sent to Toronto to St. Michael's Hospital. Here it was found 
that the brain was being pulled out of position to the right by adhesions, and it 
was thought that this strain was causing the seizures. Several operations were 
performed, but MacDonald did not respond to treatments and died on December
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9. An autopsy was performed and death was stated to be due to a fracture of the 
skull, laceration of the brain, abscess of the brain and acute peritineal meningitis. 

An inquest was held on January 19, 1938, at 8 P.M., in Kirkland Lake Town 
Hall, before Coroner R. H. Armstrong, M.D. The jury returned the following 
verdict: 

We, the jury empanelled to enquire into the death of the late Archie MacDonald, find that 
he came to his death at St. Michael's Hospital, Toronto, on the 9th day of December, 1937, as 
the result of an accident at the Lake Shore Mine on the 3rd day of July, 1937, and we find the 
cause of death was accidental. We, the jury, recommend that no inexperienced men be allowed 
to operate motors without three months' experience in doing so, except they operate them under 
proper supervision and we wish this to be enforced by the proper authorities.

Little Long Lac Gold Mines, Limited

Tileczkan Hryhoriz, alias Harry Feschuk, Pole, aged 34 years, with a wife 
and three children in Poland, was fatally injured on the afternoon of August 5, 
when he was thrown from a truck-trailer on top of which he was riding. He died 
a few minutes after the accident while on the way to the hospital at Little 
Longlac.

Feschuk, as the deceased was known at Little Longlac, had been employed 
by Little Long Lac Gold Mines, Limited, as truck driver's helper since May 2, 
1936.

Investigation by the coroner and Ontario Provincial Police showed that 
about 4 P.M. on August 5, the motor truck with trailer attached, loaded with 
twelve 35-foot telephone poles, was proceeding east on the road between the 
properties of Little Long Lac Gold Mines, Limited, and MacLeod-Cockshutt Gold 
Mines, Limited. The truck was driven by Samuel A. Thrower. James Gardner, 
first helper, was riding in the cab of the truck with Thrower. Feschuk had been 
previously instructed to ride on the back of the truck behind the cab to keep an 
eye on the trailer and to signal those inside the cab by pounding on the roof in 
the event of anything going wrong.

Feschuk had apparently climbed back and was riding on top of the poles on 
the trailer, although the driver claimed he had repeatedly warned him to stay on 
the truck itself. During the trip, just previous to the time the accident happened, 
the driver used the brakes going down a hill and when he released them at the 
bottom of the hill the trailer and its load swayed more than usual, one of the poles 
striking a wooden box at the side of the road. Other workmen nearby saw 
Feschuk being thrown from the top of the trailer-load and signalled the driver to 
stop, which he immediately did. Feschuk was found to have landed on his head 
and shoulder in the middle of the road. He was immediately taken to the 
hospital at Little Longlac, but died on the way.

A post mortem examination of the body showed that the deceased had 
suffered a fractured skull, broken collarbone, fractured ribs and internal injuries.

The road on which the truck was travelling is made of gravel and, according 
to the driver and other witnesses, the truck and trailer were going at about 
twenty-five miles per hour when the accident occurred.

Coroner W. J. Henry, of Jellicoe, conducted an investigation. No inquest 
was held.

Martin-Bird Gold Mines, Limited

Edward Miller, British, aged 19 years, single, employed as a drill helper, 
was instantly killed, and his partner, A. F. Renton, driller, was seriously injured, 
about 11 A.M., September 8, while drilling a round of holes at the face of No. 302 
drift on the 375-foot level of the Martin-Bird Gold Mines, Limited, when they
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drilled into a cut-off hole containing the remnants of a charge left from the 
previous round.

On September 7 the same men had drilled an 8-foot round in this heading, 
the blasting of which had resulted in an advance of less than 5 feet, leaving 
bootholes of from 2 to 2J^ feet in the face. At the time of the explosion the men 
were drilling on the seventh hole of the new round the right-hand lifter hole. 
Examination of the face after the occurrence showed that this hole had been 
collared approximately 3 inches to the right of the collar of the old boothole. The 
crew involved in the explosion was composed of the same men who had drilled 
the previous round and who naturally should have suspected the presence of 
unexploded holes because of the poor "break" obtained. It is evident that 
neither they nor the night-shift crew, who mucked out the heading and reblasted 
the centre lifter which had been found "missed", had examined the face closely 
enough to be certain that all the holes had fired in the original blasting of the 
round.

An inquest was held at Kirkland Lake on November 24 before Coroner F. J. 
Edis, M.D., and the jury returned the following verdict: 

We, the jury, find that Edward Miller came to his death on September 8,1937, in the Martin- 
Bird mine, accidentally, from an explosion of a missed hole.

Matachewan Consolidated Mines, Limited

Edward Holm, aged 42, Finn, married, with a wife and five children in Fin 
land, employed as a shaftman, in No. 3 shaft of the Matachewan Consolidated 
Mines, Limited, died in the Cobalt hospital on February 20, at about 12.15 A.M. 
Death was due to toxemia caused by gangrene resulting from a fracture of the 
left arm received on February 3, at about 4.50 A.M.

At the time the accident occurred, No. 3 shaft had reached a depth of 306 
feet below the sinking-deck, on the 367-foot level. The top of the muck was 
approximately 300 feet below the sinking-deck. After lunch on February 3, at 
about 4.50 A.M., the shaft crew went down to the bottom, from the 367-foot level, 
to start mucking the square-up, which had been blasted. The crew consisted of 
five men, the leader, Pritchard, and four shaftmen, Johnson, Sutherland, Burton 
and Holm. They proceeded to take off the bucket so that they could get a second 
bucket down. To do this, Pritchard rang one bell. The bucket was raised 
about a foot. Pritchard and Johnson pushed the bucket over into the corner, 
while it was going up. Pritchard stopped the bucket with a one-bell signal. 
Holm then took hold of the clevis pin, so that he could pull the pin and guide the 
chain bale as it was coming down, and could hook the yoke over the side of the 
bucket and save the trouble of pulling it back out. He was in such a position 
that his left hand was on the clevis pin, above the bottom of the last set of timber, 
and his left elbow was just above the divider. There was about 6 inches of clear 
ance between his left arm and the divider. Pritchard then gave a two-bell 
signal. Johnson saw him pull the bell-cord twice. The signal system did not 
work properly and the hoistman only received a one-bell signal. He therefore 
raised the bucket instead of lowering it. Before Holm could get clear or the 
bucket could be stopped, Holm's arm was jammed between the divider and the 
edge of the bucket. Pritchard must have rung a one-bell signal to stop almost 
immediately, as the hoistman stated that he felt the jam and got the signal at 
practically the same time.

The bucket was rung down and Holm dropped to the muck. He was taken 
to surface, where Dr. Fitch found that his left arm was fractured above the elbow.
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There were scratches and lacerations around the elbow and down the arm to the 
wrist. The arm was considerably swollen and showed some blue colour. After 
plaster of Paris splints were applied the man was sent to the Cobalt hospital. 
He arrived there at 12.30 P.M. on February 3. He was examined by Dr. Case, 
whose diagnosis agreed with that given by Dr. Fitch. The arm was cold, 
showed no pulse, and the skin was quite tight. It was, however, considered to 
be in satisfactory condition until February 5, when it turned dark. Dr. Case 
wished to amputate but Holm wanted to save the arm. Dr. Arnold was called 
in consultation and the two doctors agreed that there might be a chance of saving 
the arm. In any case, there seemed to be no immediate need for amputation. 
On February 10 they still considered that the arm might be saved. On February 
14 there was a sudden change for the worse. Gangrene set in and Holm's tem 
perature was very high. Dr. Case amputated the arm above the elbow. The 
temperature dropped to normal, but on February 17 it rose again. Holm grew 
steadily worse, and died on February 20, about 12.14 A.M.

The cause of Holm's death was his natural desire to save his arm, if possible. 
The cause of the accident was the failure of the signal system. The system con 
sisted of a switch at the shaft, on the 367-foot level, which operated an electric 
bell at the hoist. The switch was operated by a sash-cord bell-pull, attached to 
the switch and extending down the shaft to the bottom, a distance of about 300 
feet. At the 367-foot level the bell-cord passed through a pipe running through 
the timber. This pipe was used to prevent muck jamming the cord where it 
passed through the timber. The arrangement was not altogether satisfactory as 
the shaftmen state that there had been previous occasions when the muck 
jammed the cord in the pipe and caused wrong signals. It is probable that in 
this case the failure of the system was due to muck jamming the cord. There 
seems to have been a lack of regular examination of the signal system. Also 
no one seems to have been definitely responsible for this examination. There was 
no necessity for a bell-cord 300 feet long at the time. After the accident the 
electric switch was moved down to the 500-foot level, the station of which had 
been previously cut.

An inquest was held by Coroner J. S. McCullough, M.D., in the office of 
the Matachewan Consolidated Mines, Limited, on M^rch 1. The jury's verdict 
was as follows: 

We find the deceased, Edward Holm, met his death accidentally through failure of signal 
system at the Matachewan Consolidated Mines, Limited, in Powell township, on February 3, 
1937, at 4.50 A.M. Death occurred February 20,1937, at 12.15 A.M., at Cobalt Municipal Hospital. 
We recommend that a man be detailed to look after and inspect the signal system at the start 
of each shift.

Turner Barnett, British, aged 24 years, single, employed as a mechanic and 
welder, died in the first aid hospital of the Matachewan Consolidated Mines, 
Limited, about 7.30 P.M., on December 18, from injuries received at 10.30 A.M. 
the same day. Barnett was struck in the face by two 5-inch steel balls, which he 
was trying to release by burning from the 18- by 30-inch Hadfield jaw crusher 
in the mill.

Shortly after the beginning of the day shift on December 18, a blockage of 
the crusher occurred. The switch kicked out. With the help of other men, 
Bruce Christie, the crusherman, dug out the ore in the jaws and found that two 
5-inch steel balls, fastened together with a %-inch bolt, had come loose from the 
chain-control gate of the ore bin, had come down with the ore, and had blocked 
the crusher.

Attempts were made to release the balls by turning the crusher over with a
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chain-block hooked to the fly-wheel. It was found, however, that the jaws were 
open to their fullest extent and the balls could not be released by this means. 
Efforts were made to drive the balls from the bottom of the crusher, and to pull 
them out through the top. When all these methods failed the mechanics were 
called.

The master mechanic, H. Barnett, decided that burning out the balls was the 
only method that could be used, and instructed Turner Barnett to do this. The 
balls were jammed about the middle of the jaws and about 3 feet 6 inches from 
the top. It was necessary for the burnerman to get into the crusher as the only 
available torch was not long enough to allow him to reach the balls from outside 
the crusher. Cutting on one ball was started, taking off horizontal slices.

About half of this first ball had been cut away when the balls suddenly flew 
out. Witnesses say that the balls rose about 2 feet above the mouth of the 
crusher, and then fell back again. Turner Barnett was struck in the face. He 
suffered lacerations on the chin and left eyebrow, broken nose, broken malar 
bone, split lips, and a small bruise on the tip of the chin; his upper teeth were 
knocked out. The master mechanic, who was standing on the platform at the 
mouth of the crusher, was struck on the nose by something and was knocked to 
the floor. He suffered a laceration of the nose, but was not seriously injured.

Turner Barnett was taken to the first aid hospital, where he was attended 
by Dr. Fitch shortly after 10.30 A.M. His general condition apparently was not 
considered serious. Pulse and respiration were good. The patient spoke oc 
casionally; there was no haemorrhage around the eyeballs or from the ears; there 
was some bleeding from the nose into the throat. A trained nurse was put in 
charge of the case about 3 P.M. There was no definite change in condition until 
about 6 P.M., when a decided change for the worse occurred. Pulse and respira 
tion became bad. At 7 P.M. Dr. Fitch was called. At 7.30 P.M. when continued 
use of artificial respiration and stimulants produced no reaction, Barnett was pro 
nounced dead. Death was due to collapse following shock as a result of his 
injuries.

An inquest was held on December 20, in the office of the Matachewan Con 
solidated Mines, Limited, by Coroner J. S. McCullough, M.D. The jury re 
turned a verdict of accidental death.

Northern Empire Mines Company, Limited
John Hrushka, aged 28 years, British, married, with no children, employed 

as a miner for the past two years at the Northern Empire Mines Company, 
Limited, was fatally injured while drilling a misfired hole in No. 1,006 stope at 
about 10 A.M., on May 25.

The stope in which Hrushka was working is located east of the shaft and has 
been mined for 85 feet above the 600-foot level. The type of mining is resuing 
and the ore and waste are blasted down separately by drilling "uppers" into the 
back of the stope with stopers. At the time of the accident a new breast had 
been carried in the ore for 20 feet from the west end. The breast where the ore 
had been taken down was 15 feet above the floor of the stope and the roof under 
the breast where Hrushka was drilling was 7 feet above the floor. The drill 
runner on the night shift had drilled and blasted eleven holes in the ore. Harold 
Ramstead, a shift boss, received the report that there were thirteen holes drilled 
and eleven blasted, the other two holes having been drilled in waste. Krapik, 
the drill runner, had been unable to count his shots, owing to the fact that three 
other crews were blasting on that level at the same time, and therefore he did not 
report any possible misfires.



49

Hrushka went on shift at 7 A.M. and, with Paavo Niemi, a mucker, proceeded 
to No. 1,006 stope and set up the drills. He found two holes which had ap 
parently misfired and failed to break. He examined them with a loading-stick 
and found that the one on the south side of the breast was practically through, 
all the powder having apparently been knocked out of it from the concussion of 
other holes. The hole on the north side of the breast was also solid at the bottom, 
but was only about 3 Yi teet deep as compared to 6 feet in the other hole. Hrushka 
drilled three new holes in the breast behind the two which were already there and 
then proceeded to drill out the hole in the north side of the breast. He put 
in a 4-foot steel and drilled with it and then changed to a 5-foot steel. He drilled 
the 5-foot steel out and apparently had some trouble getting it out of the hole, 
as Niemi, who was mucking into the millhole about 5 feet west of where Hrushka 
was drilling, reports that he helped Hrushka take the 5-foot steel out of the hole. 
Hrushka then changed to a 6-foot steel and opened the throttle valve on the 
machine. When the steel hit the bottom of the hole an explosion took place. 
Both men were knocked down and their lights went out. They crawled in the 
darkness 60 feet to the manway at the east end of the stope and went down to 
the level. Niemi reported to the shift boss, who was coming from an adjacent 
stope. Hrushka was lying in the drift about 15 feet west of the manway and 
was found to be badly hurt. The shift boss immediately notified the surface 
crew, who in turn notified the manager and mine captain. A stretcher was 
taken down and Hrushka was brought to surface. He was attended on surface 
by Dr. Hogg, the mine doctor, and was found to have sustained severe injury to 
the left eye, a badly lacerated left hand and severe abdominal injuries. He was 
sent to Port Arthur on the night train and taken to St. Joseph's Hospital, where 
he was attended by Dr. Duff. It was found that he had suffered severe internal 
injuries in the region of the liver. He died at 4 P.M. on May 30, from shock and 
haemorrhage.

Evidence at the inquest showed that there had apparently been only about
half a stick of powder in the bottom of the hole which Hrushka was drilling.
Only a small amount of rock was broken from the collar and the machine was
not damaged at all, the steel only being bent slightly. The shock of the blast
had not been sufficient to throw the steel from the hole since the drill was in
almost the same position when found after the accident as it was while Hrushka
was drilling the hole, with the steel in the hole and in the chuck of the machine.

Metro Hrushka, brother of the deceased, who visited the latter several times
in the hospital before he died, stated that his brother had explained to him that
he had examined the hole thoroughly before he started to drill and found that it
was solid at the bottom with no evidence of powder and that he had concluded
that the hole had been blasted on the preceding shift, but that it had been
partially drilled and left unfinished and therefore he had decided to deepen it.
It seems likely that the concussion of one of the other holes in blasting the night
before had shifted the rock so as to block this hole and cut off some of the powder
in the toe.

An inquest was held at Empire on June 3, before Coroner W. J. Henry, 
M.D. The jury returned the following verdict: 

We, the undersigned members of the jury, sworn to give our verdict as to the cause of the 
death of John Hrushka, find that according to the evidence the causes that led up to his death 
were entirely accidental. We also find that the officials of Northern Empire mine were neither 
careless nor negligent, and are exonerated from all blame. We suggest that the mine officials 
make and put into effect a ruling that every miner, before going on shift, read the report of the 
previous workman which they are to follow, and that such regulation be strictly enforced.
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Omega Gold Mines, Limited

George Summers, aged 30 years, British, single, employed as a drill runner 
and mucker, received fatal injuries when he was caught by a fall of ground in 
No. 801 west drift of the Omega Gold Mines, Limited, on March 24, at about 
12.05 P.M. He died about three and a half hours later.

At the time the accident occurred, Summers and his partner, Kokoszka, were 
mucking in No. 801 west drift on the 800-foot level. This drift had been driven 
by previous operators some time prior to 1935 when Omega Gold Mines, Limited, 
took over the property. With the exception of examination and sampling no 
work was done in No. 801 west drift by the present operators until the day shift 
of March 20, 1937. On this date Summers and Kokoszka started to clean up the 
drift in order to get ready to take down the back and start stoping. The footwall 
of the orebody at this point is a fault plane, dipping at about 65 degrees, with 
considerable carbonaceous matter along the plane. The orebody is rather badly 
cut up by graphite slips. During the time the drift had lain idle, considerable 
rock had fallen out of the drift back and the back had worked up on the footwall 
along the fault plane for a height of 10 feet above the original back. The work 
proceeded on two shifts. On day shift of March 23 Summers and Kokoszka put 
in three sprags or stulls at 6-foot centres and covered them, on the footwall side, 
with four 16-foot pieces of lagging to catch the small pieces of carbonaceous 
material that were falling down the footwall. On March 24, at about 12.05 
P.M., while Summers and Kokoszka were mucking, a section of the back about 
15 feet long, extending from the timber above them and beyond to the west, 
fell out. Summers and Kokoszka were thrown to the floor by the falling rock 
and timber. Kokoszka suffered crushed vertebrae and a flesh wound in the left 
leg above the knee. He was not pinned down by the timber or rock. Summers 
was thrown to the floor of the drift and pinned by the right leg under a large piece 
of fallen rock. The estimated weight of this piece is 7 tons. About 10 tons of 
rock fell altogether. Summers suffered general crushing of the pelvis and back, 
lacerations of the legs and body, and a compound fracture of the right leg, just 
above the ankle.

Summers was sent by ambulance, accompanied by a doctor, to the Kirkland 
District Hospital. He died about 3.30 P.M., before reaching the hospital. Death 
was due to shock from crushing of the pelvis and back.

The accident was caused by the treacherous nature of the ground. The 
walls and back of this working-place had been regularly inspected by shift bosses 
and men. The ground sounded solid and there was no evidence of any cracks 
opening up or any sign of weight on the stull-timber and lagging.

An inquest was held in Kirkland Lake Town Hall, on March 31, at 7.30 P.M., 
before Coroner F. J. Edis, M.D. The jury's verdict was as follows: 

We, your jury empanelled to enquire into the death of the late George Summers, find that 
he came to his death from shock caused by injuries received from a fall of rock at the Omega 
mine on March 24, 1937.

Pamour Porcupine Mines, Limited

Aare Hanga, Finn, aged 33, married, employed as machine runner at Pamour 
Porcupine Mines, Limited, was instantly killed by a blast in No. 5 stope on the 
400-foot level about 2.30 P.M., on September 15.

On the 400-foot level, east of the shaft, mining operations are being carried 
on in five stopes. These stopes are numbered one to five, going eastward from 
the shaft. Each stope is approximately 190 feet in length, and each is separated 
from the next by a 35-foot pillar. Entrances to the stopes are from pillar-drifts
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which are driven at various vertical intervals from knuckle-back raises driven 
through the centre of the pillar from footwall to hangingwall. The shrinkage 
method of mining is used entirely in these stopes. Boxhole chutes are spaced at 
25-foot intervals along the main drift, which closely follows the footwall of the 
orebody. A 20-foot pillar is left above the level.

Pillars between the stopes are designated by the number of the boxhole, 
numbered from the shaft eastward, that comes under the pillar. Every ninth 
boxhole is a pillar-boxhole. Thus the pillar at the west end of No. 5 stope is 
No. 36 pillar and the raise through it is No. 36 pillar-raise. The east end of the 
stope will be bounded by No. 45 pillar. At the time of the accident in this stope 
"sill floor" slashing was being done at the east end, and the sill-floor drift from 
No. 45 pillar-raise was blocked with muck. A temporary entrance to this end 
of the stope was provided through No. 44 boxhole chute. A ladder for climbing 
into the chute was provided on the level. The west end of the stope had been 
mined up to the first pillar-drift above the sill-floor drift, or 55 feet above the 
level. This end of the stope is about 60 feet in width. The back of the higher 
portion of the stope sloped down from the No. 36 pillar to the portion where only 
sill slashing was being done. This latter work was in progress over the east 
55 feet of the stope. Through this section the slashed-out area was about 20 
feet in width.

Only two men, Knuutti Hautaviita, machine runner, and Joe Siwicki, 
helper, were working in No. 5 stope on the shift on which the accident occurred. 
These men drilled and blasted nine slash holes at a point approximately 25 feet 
northwest of No. 44 boxhole or 20 feet northeast of No. 43 boxhole. Ten-foot 
sections of fuse were used in these holes and the longest cut made from any of 
them was stated to be about 6 inches. Hautaviita and Siwicki both state that 
after lighting the fuse they separated and that Hautaviita went down to the level 
through No. 44 boxhole and Siwicki went through the west end of the stope, 
through the pillar-drift to No. 36 pillar-raise and then down the latter to the 400- 
foot level. No witnesses were found who could corroborate these statements, 
nor were they proven false. On the other hand, three men working at No. 46 
and No. 47 boxholes (50 and 75 feet, respectively, east of No. 44 boxhole) heard 
someone shouting, "Fire", when coming out of No. 44 boxhole, and saw one light 
only at that point. This was undoubtedly Hautaviita, who states that after 
coming out of the boxhole he stood on guard between No. 44 and No. 43 boxholes. 
As Hautaviita came out of No. 44 boxhole-chute he tried to remove the ladder, 
but it got caught on the side of the chute and he left it there. The ladder was 
found after the accident, as described, in a position in which it would be impossible 
to use it to climb into the chute. No other evidence except the statements of 
the two men themselves could be found to prove that Siwicki did go down through 
No. 36 pillar-raise.

Two machinemen, Otto Novik and Louis Vesel, and their helper, Clarence 
Robinson, blasted in the east end of No. 4 stope at approximately the same time 
as the men in No. 5 blasted. The entrance to No. 4 stope from No. 36 pillar-raise 
is 35 feet above the entrance to No. 5 stope and the one entrance is not visible 
from the other as there is a knuckle in the raise between them. Before lighting 
the holes in No. 4 stope Robinson went down the raise to the entrance of No. 5 
stope and found that the men there were ready to light. The two men in No. 5 
stope were then at the far east end of the stope. Robinson then went back up 
the raise and told Novik and Vesel that it was all right to light: Robinson did 
not go into No. 4 stope again but waited near the entrance. When the lighting 
of the fuse was completed in No. 4 stope, Novik and Robinson went down the
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raise to the 400-foot level and Vesel went up the raise to the 200-foot level. 
Three other men who had been working at the west end of No. 4 stope went out 
through No. 27 pillar-raise at the west end of that stope. None of the men who 
travelled No. 36 pillar-raise from No. 4 stope saw Siwicki in the raise or at the 
foot of it, although Siwicki stated that he was still on the ladders when the first 
shot went off in No. 5 stope. Novik stated that he remained at the foot of the 
raise while his shots went off, but that there were so many shots going off in the 
stopes at that time that he could not tell the difference between the shots in 
No. 5 stope and those in No. 4 stope.

Hanga's working place on the day of the accident was in No. 62 boxhole, 
approximately 454 feet east of No. 44 boxhole. His helper was Albert Blackburn. 
These two men did not have their round drilled and were told earlier in the shift 
by Louis Aro, senior shift boss, to help John Sluka and Fred Craigil blast two 
rounds in No. 46 and No. 47 boxholes. This order was confirmed after lunch by 
Shift Boss W. Somerville, who asked Hanga which round he was going to blast. 
He answered, "The one in No. 46 boxhole." Hanga helped load this round, 
which was completed some few minutes before 2.17 P.M., at which time Blackburn 
says Hanga looked at his watch, stated the time, and then walked out of the drift. 
Nothing was thought unusual about this behaviour until the time for blasting 
approached. Blackburn then started to look for Hanga. He went out toward 
the shaft as far as No. 36 pillar-raise and then back eastward to their own 
working-place and past that to the face of the drift, 370 feet beyond No. 62 
boxhole. The blasting in the stopes having been completed, Sluka, Craigil and 
Blackburn then spit the rounds in No. 46 and No. 47 boxholes, Blackburn lighting 
the round in No. 46 boxhole. When they went out to the station they looked 
there for Hanga. No one had seen him and his lunch pail was there, indicating 
that he had not gone to surface. The three men went back and searched the 
drift to the face, then went to surface where a further check-up was made. Shift 
Boss Aro went underground with the three men and the level was searched again, 
then Aro went into No. 5 stope alone, wearing a mask. He found Hanga on the 
freshly-broken muck pile between No. 43 and No. 44 chutes. He was dead. 
Death had been instantaneous, part of his skull having been blown off. Hanga's 
hard hat and lamp were both found at the top of No. 43 chute, undamaged. 
These were 20 feet from the body. There was no muck on Hanga, indicating 
that he must have been killed with the last shot.

No satisfactory explanation of how Hanga happened to be in No. 5 stope, 
which at the same time gives credence to the statements of the two men who 
worked there, has as yet been advanced. Hanga apparently entered through 
No. 36 pillar-raise. He could have hidden on the irregular surface of the muck 
in the wide part of the west end of No. 5 stope, so that if he had extinguished his 
light a man walking through the stope might easily have failed to see him. He, 
however, if in the stope, could not have failed to see a man walking through it 
carrying a light. Hautaviita and Hanga were both Finnish and knew each other 
well. Hautaviita, however, claims that he had no business of any kind with 
Hanga and that he had never known him to go into the stope before.

It is probable that Hanga was caught in the stope somewhere near No. 43 
chute when the first shot went off, losing his hat and lamp in the blast. He likely 
remained protected while the next seven shots went off, then, thinking they had 
all exploded, started blindly for an exit and walked into the path of the blast 
from the last hole.

An inquest was held at South Porcupine before Chief Coroner Magistrate 
Tucker, of Cochrane, on October 1. The jury's verdict was as follows: 
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We find that Aare Hanga came to his death at 2.30 P.M. on September 15, 1937, in No. 5 
stope in the Pamour Porcupine mine in the township of Whitney from extensive lacerations of 
the skull with evacuation of the brain contents by accident caused by being struck by blasted 
rock in No. 5 stope in the said mine at 2.30 P.M., on September 15, 1937.

Paymaster Consolidated Mines, Limited

Percy Archambault, British, single, aged 24, employed as skip tender at 
Paymaster Consolidated Mines, Limited, was instantly killed about 10.40 A.M., 
March 17, while riding with a load of steel in the No. 2 shaft skip.

Archambault was transferring dull steel from the 300-foot level to surface. 
His load consisted of twenty starter steels and fifty-two other pieces, ranging 
from 4 to 10 feet in length. The skip was new when installed in this shaft early 
in February, 1937. The depth of the skip body is 5^ to 6 feet. It is equipped 
with safety dogs and hood. The hoist which operates the skip is driven by a 
125 h.p. motor. The brakes, indicator, clutch, etc., meet all the requirements of 
the Mining Act. The signalling system in this shaft is also electrical and is so 
arranged that the hoistman can return the signals to the mine levels.

Archambault loaded the skip at the 300-foot-level station and, although there 
was a chain at the station for tying the long steel and he had been warned a few 
days before to use it, he neglected to do so. He rang three bells, followed by the 
surface signal, according to the hoistman, R. Strachan. Strachan states that he 
answered this signal before starting to hoist.

When the skip was about 40 feet from the collar of the shaft some of the 
8-foot pieces of steel caught in the shaft-timber. This tilted the skip until the 
lip caught the timber. The skip came to rest when tilted through approximately 
45 degrees. Archambault was caught between the upper edge of the skip body 
and the steel and suffered a broken neck.

An inquest was held before Coroner K. C. Evans, at South Porcupine, on 
April 6. The jury returned the following verdict: 

We, your jury summoned to enquire into the death of P. Archambault, cage tender, find 
that the deceased came to his death Wednesday, March 17, 1937, in the No. 2 shaft of the Pay 
master Consolidated Mines, Limited, situated in the township of Deloro, death being caused 
through deceased being crushed between loose steel and shaft-timber, due to deceased not taking 
proper precautions as instructed. No blame is attached to the mining company.

J. Rohrich, German, aged 35, married, employed at Paymaster Consolidated 
Mines, Limited, with status of mucker, was fatally injured about 3 A.M., Septem 
ber 6, and died the following day about 4.20 P.M.

Rohrich was hired at the Paymaster mine July 26, 1937. He had previously 
worked in the coal mines of western Canada. While employed and rated as a 
mucker, he had actually worked most of the time on the transportation crew of 
the graveyard shift, from 11 P.M. to 7 A.M. On the night of September 5 there 
was some scarcity of work for this crew, and A. Pugsley, mine superintendent, 
instructed J. Grant, foreman of the crew, to take his six men down to the 1,250- 
foot level to clean up and level the station floor and clean the ore out of a bin 
which was later to be used for waste rock.

The three-compartment No. 5 shaft, around which this work was centred, 
was being sunk to an objective depth of 2,575 feet. Work preparatory to actual 
sinking commenced on this project several weeks previous to the accident. A 
drive was first made on the 1,250-foot level from No. 2 winze to a point directly 
below the shaft, following which the station was cut, sinking was started and 
bearing-sets were put in. The shaft was then raised and timbered and connected 
with the old shaft bottom. After this connection was made a bulkhead was put 
in the shaft in the fourth set above the 1,250-foot station set. A fourth com-
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partment, to serve as a temporary manway, was carried up to this height and 
also downward for 60 feet to a point below the rock pentice left under the two 
west compartments of the shaft. This rock pentice is 17 feet in thickness and 
extends from 38 to 55 feet below the 1,250-foot station; its purpose is to give the 
shaftmen protection under the No. l and No. 2 compartments in which a 3-ton 
skip and a combined cage and 2-ton skip are operated. The No. 3, or manway, 
compartment is the one through which the shaft muck is hoisted to the 1,250-foot 
station. The hoist to serve this compartment is set up on the 1,050-foot level. 
A bin in which the shaft waste rock is to be dumped had just been completed 
behind the 1,250-foot level station. This extended upward to a point one set 
below the bulkhead in the shaft. Loading-chutes with air-operated gates had 
been installed to run the muck from this bin into the skips in No. l and No. 2 
compartments. A second small bin had been installed to handle the ore spillage 
in the skip compartments. Inclined doors had been placed in these two com 
partments to deflect the spillage into this bin. All this having been completed, 
the next step was to take out the bulkhead in the shaft to allow the skips to come 
down to the loading-chutes of the bin. The work of taking out this bulkhead and 
cleaning down the shaft-timber was completed on the shift previous to the acci 
dent. Approximately eighty-six tons of ore had been thrown into the bin from 
the bulkhead and the object of cleaning out the bin was to recover this ore before 
any waste was dumped into the bin.

Pugsley instructed Grant to send two men into the bin after all the ore which 
would run naturally had been drawn off through the loading-chutes, and to clean 
down the hung-up muck. Grant was instructed to have his men use safety-belts 
when working in the bin, and he was instructed to tell them to enter the bin 
through an opening about 6 feet above the station level at the west end of the 
shaft adjacent to No. l compartment. Grant chose Rohrich for the work to be 
done and, according to the evidence given at the inquest, told Rohrich to enter 
the bin through this hole and actually pointed the hole out to him. Evidence 
taken at the inquest showed that there was no reason why Rohrich could not 
have entered the bin through this hole as it was large enough and there was no 
muck hung-up above it. Instead of doing so, however, Rohrich climbed the 
ladders in No. 4 compartment to the top of the bin, crossed the third compartment 
where the doors were closed over the sinking-compartment, then walked across 
the wall-plate over the open No. 2 compartment, and swung around the post on 
to the plate in No. l compartment. He was on this timber when the 3-ton skip 
descended and pinned him between it and the timber.

The hoistman at that moment was hoisting scrap wood to surface from the 
1,050-foot station. The hoistman distinctly felt the skip lag as the cage came 
within 18 inches of the shaft collar, and immediately after he had completed 
pulling the cage to the collar he went out to the shaft and was telling the cage 
tender that he thought the guides were tight in the new part of the shaft when 
the danger signal rang and word was telephoned to surface to send the cage down 
at once as a man had been injured. The scrap wood was thrown off in a very few 
seconds and the cage was rung down to the 1,250-foot level. As the skip, in 
balance with the cage, ascended, Rohrich was released and fell into the bin. He 
was unconscious and was removed from the bin in a stretcher. After examination 
by two doctors on surface he was removed to St. Mary's Hospital in Timmins, 
where he died without regaining full consciousness at any time.

An autopsy revealed that the covering of the lungs had been torn away from 
the ribs, and was ruptured; the back part of the left lung was also squeezed and 
ruptured. No bones were broken. The effects of the squeezing received could
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not have been other than fatal and death was not attributable to his fall. Al 
though Rohrich was wearing his safety-belt when he fell he had carried the whole 
rope out with him and his partner, O. Mpnanuk, had no chance to use it to save 
him. Monanuk stated at the inquest that he had tried to persuade Rohrich not 
to go out on the timber of the compartments in which the skips were operating 
and he could give no reason for Rohrich's action in doing so. He himself had 
remained in the third compartment where the doors were down over the sinking- 
bucket. M, Toumini, shaft leader, stated that he had seen Rohrich starting up 
the ladders and had asked him what he was going to do, but had not received a 
satisfactory answer. He told him there was no work for him to do there but 
Rohrich seemed determined to continue. Toumini then told his deckman to 
telephone the shaft hoistman on the 1,050-foot level to tell the cage tender there 
not to allow the skips to come below the 1,050-foot level. This was done, but 
before the message was relayed far enough to have this order put into effect the 
accident had occurred.

An inquest was held at South Porcupine on September 15, before Coroner 
F. C. Evans, and the jury's verdict was as follows: 

We, your jury summoned to enquire into the death of J. Rohrich, find that the deceased 
came to his death through being crushed between skip and the shaft timber in the No. 5 shaft 
on the 1,250-foot level of the Paymaster mine, in the township of Tisdale, said accident occurring 
Monday, September 6, 1937, at approximately 3.15 A.M., death occurring in St. Mary's Hospital, 
Timmins, Tuesday, September 7, at 4.30 P.M. From the evidence produced deceased exposed 
himself to this danger contrary to advice given to him. We, your jury, wish to commend Mr. 
Toumini for his endeavour in attempting to avoid this accident. We find that death was acci 
dental with no blame attached to the mining company.

Pickle Crow Gold Mines, Limited
A. Jalmar Leino, Finn, single, aged 39, employed as a shaftman by the 

Pickle Crow Gold Mines, Limited, was fatally injured about 10 A.M., December 
20, while working at the shaft bottom. He was immediately brought to surface 
and rushed by aeroplane to Sioux Lookout, but died before reaching the hospital.

Leino and four other men comprised the day shift engaged in deepening the 
shaft from the 1,200-foot to the 2,000-foot level. The shaft is vertical and has 
four compartments below the 1,200-foot level. The long axis strikes north and 
south. The manway is located in the north compartment and the hoisting- 
compartment is next to the manway.

The shaft had been sunk to 10 feet below the 1,650-foot level, where a 
station 20 feet long, 20 feet wide, and 10 feet high, had been cut. Two stub- 
drifts, each 6 feet long, had been driven into the walls at the end of the station. 
The last set of timber was 20 feet above the floor of the station with the blasting- 
set hung below. The station brow is 16 feet above the station floor and about 
3 feet below the blasting-set. The brow slopes down to 10 feet at a point 10 feet 
from the shaft. Hitches for the station bearers had been cut.

At 10 A.M. on December 20 three of the five men were on the blasting-set 
lowering the drill-hose manifold, the other two, Leino and O. Pohja, the shaft 
leader, were at the shaft bottom. Leino was connecting a hose to a drill and 
Pohja was piling up shovels and cleaning up the shaft bottom in preparation for 
drilling.

Pohja, who was working near the centre of the shaft, heard a noise of falling 
rock and immediately ran to the north end of the shaft. On turning around he 
saw that three or four tons of rock had fallen on to the shaft bottom and that 
Leino was lying near the southwest corner of the shaft, apparently unconscious. 
There were several small pieces of rock on and about his feet, his hat had been 
knocked off and was damaged, and he was bleeding from the head.
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Upon investigation it was found that a large, prism-shaped block of rock, 
10 feet long, 5 feet wide, and 3 feet thick, weighing seven or eight tons, had fallen 
from the brow of the 1,650-foot-level station. It is supposed the piece of rock 
fell to the station floor, landed near the edge of the shaft and a part overhanging 
the edge broke into pieces and fell to the bottom of the shaft along with other 
pieces loosened from the brow, one of which struck Leino on the head. An 
examination of the place from which the rock fell showed two slip planes meeting 
at right angles. The brow had been examined earlier in the morning by the shaft 
captain, the shift boss, and the mine engineer. No indication of loose ground 
had been found then.

An inquest was held at the Pickle Crow mine on January 20, 1938, before 
Coroner G. L. Bell, M.B., who returned the following verdict: 

Jalmar Leino came to his death at 10 A.M , December 20, 1937, death being caused from 
a piece of rock falling from the brow of the 1,650 station and striking the floor of same and the 
end portion of this fallen rock projecting into the shaft, breaking off from the impact, hitting 
the deceased. I further find that this was purely accidental and could not have been foreseen, 
and no blame can be attached to the management of the Pickle Crow Gold Mines, or any work 
men employed by them.

Sylvanite Gold Mines, Limited
Jaakka Valitorppa, Finn, aged 37, a widower, with two children in Finland, 

employed as a machineman at the Sylvanite mine, was killed in No. 836E No. l 
stope, on March 11, at about 10.05 P.M., when he was struck by a slab of loose rock. 

The stope is approximately 1,000 feet northwest of No. 2 shaft. The break 
at this point strikes about east and west and dips 80 degrees to the south. The 
stope is 200 feet long, with a width of from 5 to 6 feet, and is being mined by the 
shrinkage method. There are three manways in the stope, one at the centre and 
one near each end. At the time the accident occurred, the back of the stope 
above the centre manway, had reached a height of 30 feet above the level.

On the night shift of March 10 Valitorppa and his helper, J. Duralia, sounded 
the walls, and found them solid. They then set up a horizontal bar directly 
above the centre manway, so that they could raise the back above the manway 
by means of "uppers", and drilled seven holes. On the day shift of March 11 
Jack Hovila, machineman, and his helper drilled nine more holes from the same 
set-up. On the night shift of March 11 Valitorppa and his helper, continuing to 
drill from the same set-up, drilled six holes. As it was necessary to drill another 
two rows of holes to complete the drilling over the manway, and they had reached 
the limit of what they could drill from the set-up, they took down the bar and 
made another set-up about six feet farther east. After they had completed the 
set-up, Valitorppa was standing between the machine and the south wall or 
hangingwall with his back to the wall. The machine had been lined up and was 
ready to start. The helper, Duralia, had tightened the dump-bolts and was 
standing on the other side of the machine, between it and the north wall or 
footwall. At this moment a piece of loose fell out of the hangingwall behind 
Valitorppa, throwing him to the muck pile. The stope was 6 feet wide at this 
point and Valitorppa fell so that his head struck the footwall, stunning him. On 
examination Duralia could find no sign of pulse and concluded that Valitorppa 
was dead. He could not remove the piece of rock which was pinning Valitorppa 
down from about the knees to the feet. He got two miners from No. 836E No. 
2 stope, about 200 feet distant along the drift, to help him. With their aid, 
Valitorppa's body was released. The doctor, who arrived on the scene at this 
time, pronounced Valitorppa dead. There were very few external marks, only 
some minor scratches and lacerations of the face and left leg. There were no 
fractures of the skull or legs. No autopsy was performed. The cause of death 
was given as shock and concussion of the brain.
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The piece of rock that fell was 8 feet long, 4 feet wide, and l J^ feet thick at 

one end, tapering off to nothing at the other end. It weighed about two tons. 
It was like a three-sided pyramid in shape, with the base towards the west end of 
the stope and the apex towards the east end, just behind where Valitorppa was 
standing. This piece of rock was cut off by graphite and chlorite slips on the base 
and on the two sides. An examination of the hole from which the piece fell 
showed only an area of fractured rock about 10 inches long and 4 inches wide.

It is probable that water had seeped into the slips and that the vibration 
of the machine-bar had completed the loosening of the rock.

An inquest was held before Coroner J. F. Edis, M.D., in the Township Hall, 
Kirkland Lake, on March 17, at 7.30 P.M. The jury returned the following 
verdict: 

We, the undersigned jury, appointed to determine the cause of death of Jaakka Valitorppa, 
find that the cause of death was from concussion of the brain, brought by an accidental fall of 
rock at the Sylvanite mine on March 11, 1937.

Uchi Gold Mines, Limited

Mike Kapachanski, Austrian, aged 45, single, was fatally injured at 1.50 
P.M., April 15, in the shaft at the property of the Uchi Gold Mines, Limited, near 
Jackson Manion.

The shaft at the Uchi property is a vertical one, 8 by 11 feet in cross-section.
The company has recently resumed underground operations with the object 

of deepening the shaft and opening up additional levels. At the time of the acci 
dent the shaft had been sunk an additional 60 feet to a total depth of 170 feet, 
and timber was being installed to within the required 40 feet from the bottom 
before further sinking was done.

On the day of the accident, the timber had been installed to within 45 feet 
of the shaft bottom, and a crew of five men was preparing to install another set 
of timber.

The timbering routine consisted of lowering the blasting-set about 10 feet 
below the last set of timber and using it as a platform from which to work while 
installing the new set. Wall-plates and end-plates were hung from the set above 
by means of six %-inch steel hanging-rods, the posts and dividers were placed, 
and the whole set was finally blocked into place against the walls of the shaft.

The blasting-set was constructed of 5- by 10-inch steel "I" beams held to 
gether by l- by 4-inch angle-irons set across the corners. The dimensions of the 
set were about the same as the timber-sets and the south half was covered by a 
3/16-inch mucking-plate, drilled with IJ^-inch holes set at about 7-inch centres to 
lighten the weight and allow for concussion during blasting. As the north end 
of the blasting-set covered the hoisting-compartment, this was left uncovered to 
allow passage of the bucket during mucking operations.

When the blasting-set was used as a working-platform for timbering, it was 
lowered and hung from two chain-blocks, attached to the second set of timber 
above each end of the blasting-set. The chain from each chain-block was con 
nected to a sling consisting of two chains of the same size by means of a welded 
steel ring of 24-inch round material, each chain of the sling being connected to a 
corner of the blasting-set at an angle of about 60 degrees to the horizontal. 
Besides this support there was a safety chain of the same type of chain connected 
at the centre of each end of the blasting-set and attached to the end-plates of the 
first set of timber above the blasting-set by means of steel hooks of M-inch round 
steel, bent to fit the rectangular section of the end-plate in each case.

In hanging the blasting-set for timbering, it was customary to lower the set
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by means of the chain-blocks to about the proper height and then hook the safety 
chains to the timber above. The set was then lowered slightly from the blocks 
until the slack in the safety chain was entirely taken up.

On the day of the accident, one of the chain-blocks was up for repairs, so 
that the north end of the blasting-set had to be lowered by means of the hoisting- 
cable in the shaft. When that end was secured by the chain-sling, the safety 
chain was hooked on to the end-plate above. Then, since the supporting sling 
was unadjustable owing to the absence of the chain-block, it was impossible to 
lower the set at that end until the slack was out of the safety chain. Therefore, 
when the blasting-set was finally hung in place, the safety chain at the north end 
of the shaft had about 2 inches of slack.

Just previous to the accident, Kapachanski, together with William Wirta, 
Murray Kirk and Cecil McCann, had lowered the blasting-set into place, under 
the supervision of Dan McEachern, mine captain. The open end of the blasting- 
set was covered with 2-inch plank and the necessary timberman's tools were 
placed on the platform thus provided. Kapachanski and Wirta were on the 
blasting-set, and Kirk and McCann signalled the bucket to surface from their 
place in the manway, just above. The captain went to surface to send down two 
wall-plates so timbering could be begun.

While the men in the shaft were waiting for the wall-plates to be sent down, 
the welded ring in the sling at the north end of the blasting-set failed at the weld. 
One end of the set dropped and quickly snapped up the slack in the safety chain, 
causing the hook by which the latter was attached to the end-plate to straighten 
out and release its anchorage on the timber. The end of the set swung down 
ward, dropping Kapachanski and Wirta to the bottom of the shaft, 35 feet below.

Kirk and McCann immediately rang nine bells and the injured men were 
taken to surface and sent to the hospital at Sioux Lookout by aeroplane. Kapa 
chanski was found to have suffered a fracture at the base of the skull from which 
he died at 9 P.M. on April 18. Wirta suffered general bruises about the back and 
cuts on the head.

Examination of the broken ring from the chain-sling showed that in welding 
the blacksmith had made a fair bond for about an eighth to a quarter of an inch 
below the surface of the material, but a check at the centre showed that the bond 
was incomplete within a circle about a quarter of an inch in diameter.

The total weight of the blasting-set, including the men, planks and tools, 
was calculated to be not more than 2,500 pounds. The chain-blocks supporting 
the set were made for a working-load of 4,000 pounds and the safety chains were 
of about the same capacity.

The evidence shows that had the attachment of the safety chain to the end- 
plates above the blasting-set been more secure, the accident would not have 
happened.

These hooks were made of %-inch steel and were bent to fit snugly along the 
inner and top sides of the end-plates, and for about 5 inches along the outer side. 
The fact that the jar on this hook, resulting from only two inches of slack in the 
safety chain together with a load of 1,250 pounds, was sufficient to straighten the 
hook out enough to release it from the timber, shows that this type of attach 
ment, although commonly used, is unsuitable for the purpose.

An inquest was held at the mine on April 22 before Coroner G. L. Bell, M.B., 
who returned the following verdict: 

The deceased, Mike Kapachanski, came to his death while employed timbering the shaft 
at the Uchi Gold Mines, at 1.50 P.M., April 15, 1937. The said accident was caused through the 
breaking of a ring in the chain supporting the blasting-set upon which deceased was working, and
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also caused by the hook on the safety chain of said blasting-set letting go the timber to which it 
was attached. I find that this was a case of accident and that no particular blame can be at 
tached to anyone. However, I do strongly recommend that in future use of the method here 
employed of fastening chains to the shaft-timber be discontinued as inefficient and unsafe.

Kenneth McNeill, British, aged 31, married, employed as a mucker, died 
almost instantly from shock or injuries received in the shaft of the Uchi gold mine, 
about 8 P.M., September 6. How McNeill actually received his injuries is not 
known. He had been employed at this mine only two days. McNeill had some 
twelve years experience previous to his employment at Uchi. The vertical, two- 
compartment, 8- by 10-foot shaft has levels at 100, 300, 450 and 600 feet. The 
deck is located about 15 feet above the collar. The 100-foot level consists of a 
crosscut driven east from the shaft for some 70 feet, and north and south drifts 
about 300 feet long from the end of the crosscut. The north drift had been ad 
vanced 36 feet, and on the night of the accident McNeill and his partner, S. 
Sidlosky, had been instructed by the mine captain, D. McEachern, to go to the 
100-foot level and lay track in the north heading. The mine captain visited 
them about 7.20 P.M. and instructed them to commence putting in pipe-hangers 
and hang pipes after finishing the track. As the mine captain was about to leave 
the level McNeill asked the cage tender to bring down some rails, bolts and track 
spikes. This was done immediately.

According to Sidlosky, they laid track for about half an hour, then McNeill 
said he was going to quit. After a brief and unsuccessful questioning as to the 
reason Sidlosky started cleaning the drift for the track and did not see or hear 
McNeill again. After leaving the rails at the 100-foot level J. Pavelich, the cage 
tender, went to the 300-foot level and sent two cars of muck to surface, then went 
to the 600-foot level and sent one car of muck to surface and waited about 20 
minutes for the cage to return.

When the car of muck came up from the 600-foot level, E. Harjula, the deck- 
man, noticed a foot hanging over the top of the cage and found McNeill lying 
diagonally across the top of the cage, partially on his back, with one arm across 
his face and the other holding on to his lamp which was hooked in the bib of his 
overalls. His hat was lying on the top of the cage by his side. McNeill was un 
conscious and only gave a gasp or two before he died.

He had a cut over his left eye and was bleeding a little from the nose and ears. 
There was a rust mark leading to a right-angled cut in his left rubber boot and 
he had sustained a compound fracture of the left leg. The cable was well greased, 
but no sign of grease could be found on McNeill's hands or clothes except on the 
inside of the boot on his right leg.

The bar was across the shaft at the first level and the stop log was in place. 
The rails leading to the shaft at the first level and the deck protrude into the 
shaft about 2 inches past the inside of the wall-plate, to span the space between 
the wall-plate and the edge of the cage. No other protrudences were found. 
There are no rails leading to the shaft at the collar floor.

It is assumed from the evidence heard at the inquest that McNeill stepped 
on to the top of the cage, which travels about 300 feet per minute, as it was pass 
ing and, when attempting to get off the cage after it has passed surface, hit his 
eye on the rail at the deck and was knocked backwards, catching his left leg 
between the top edge of the cage and the rail. The bleeding from the nose and 
ears suggests the possibility of a basal skull fracture but the slight amount of 
the bleeding might indicate heart failure.

The inquest was held before Coroner J. T. Goodison, M.D., at the mine on 
September 9, and the jury rendered the following verdict: 



60

K. N. McNeill came to his death on September 6, 1937, at approximately 8 P.M., on top of 
Uchi Gold Mines, Limited, hoisting cage, result of accidental injury. Cause unknown.

Wendigo Gold Mines, Limited
Victor Anderson, Finn, aged 39 years, widower, was fatally injured, and his 

partner, Kusti Ruano, Finn, aged 28 years, single, was critically injured in a 
blasting accident in No. 301 west stope at the Wendigo Gold Mines, Limited, 
some time about 4.15 A.M., on February 15.

Anderson and Ruano were the only workmen employed in this stope at the 
time of the accident. No statement could be secured from Ruano, as he was too 
critically injured to be questioned. The circumstances surrounding the accident 
are therefore largely a matter of conjecture.

The last contact between Anderson and Ruano and other workmen on shift 
at the time was apparently at 3.30 A.M., when Ruano came to surface and got 
two loading-sticks. At 4.15 A.M., the trammers on the 200-foot level heard the 
shots of the round being fired. They counted twelve reports from holes fired in 
regular succession, followed after an interval of about three minutes by a single 
shot.

Nothing amiss was noted until 6.40 A.M., when one of the day-shift miners, 
on entering the change house, noticed Anderson's surface clothes still hanging on 
his hook. This led to a prompt investigation which resulted in the finding of 
both men, alive but obviously seriously injured, on top of the broken rock from 
their round in the stope. Anderson died while being brought to surface.

The injuries sustained by both men indicate that they were caught in the 
blast, but the fact that they were on top of the broken rock from the blast, 
coupled with the fact that air was blowing in a normal fashion in the working- 
place, tends to the assumption that they left the stope after lighting the round, 
but returned and were caught in either a delayed blast from the original round 
or in the act of reblasting a portion of the round.

An inquest was held at Kenora, on February 22, before Coroner D. J. 
Mason, M.D., the jury returning the following verdict: 

We, the coroner's jury empanelled to inquire when, where and by what means, Victor 
Anderson met his death, do find that the said Victor Anderson came to his death on the morning 
of February 15, 1937, at the Wendigo mine, situate approximately 28 miles southeast of Kenora, 
by shock, resulting from numerous fractures, which were of such an extent to cause death, said 
fractures resulting from violent contact with rock, either by explosion or fall. Verdict, accidental 
death. We, the jury, would strongly recommend that a closer check-up be kept on the men 
going from or coming to, the surface of the mine.

John Karkowski, Pole, single, age 29 years, was fatally injured in the shaft 
at the property of Wendigo Gold Mines, Limited, on May 8. He had been em 
ployed for about a month at the Wendigo and had previously worked at Canadian 
Malartic Gold Mines, Limited, as a drill helper.

The Wendigo shaft is 500 feet deep and is inclined to the north at 78 degrees. 
Levels are established at 100, 200, 350, and 500 feet. The shaft is timbered into 
three compartments: two hoisting compartments and the manway.

On the day of the accident, Karkowski and Julien Zub commenced work on 
the 7 A.M. to 3 P.M. shift. The shaft was closed down for the day to permit the 
installation of new guides in the west compartment, and the two men were in 
structed to clean the manway from top to bottom. By about 1.30 P.M. they had 
completed their work to the third set above the 500-foot level. In the meantime, 
Roland McEachern and Edward Doherty, timbermen, had been framing new 
guides on surface. At 12.30 P.M. the mine captain, Harry Trezise, instructed the 
two timbermen to commence installing the guides above the 350-foot level. The
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captain then went down the manway to where Karkowski and Zub were working 
above the 500-foot level. He instructed Zub to climb up to the 350-foot level and 
assist the timbermen installing the guides. He told Karkowski to finish cleaning 
off the other two landings in the manway, warning him not to go out into the 
hoisting-compartment. The captain then went into the stope on the 500-foot 
level and returned to the station about 20 minutes later. He was talking to the 
pumpman, Cyril Jones, when he heard something falling down the shaft. He 
shouted and jumped away from the station and heard the falling object stop just 
above the station. He and the pumpman then climbed up the manway and found 
Karkowski three sets above the level in the west hoisting-compartment at the 
other end of the shaft from the manway compartment. Karkowski was impaled 
on a 16-foot lagging, 6 inches in diameter, one end of which was jammed against 
the footwall and the other against the hangingwall. The lagging, in falling down 
the shaft, had entered Karkowski's back, a little to the right side in the region of 
the last dorsal and the first and second lumbar vertebrae, passing through the 
abdomen, down the pelvis a little to the left, fracturing the pelvis. The captain 
immediately went to surface, notifying the men on the 350-foot level on his way 
up, and sending the First Aid man, Leslie Ingo, to attend Karkowski, Ingo 
went down the shaft and found the man still living, but he died about five minutes 
later. In order to bring the body to surface, it was necessary to saw off the lag 
ging, leaving part of it in the body.

Investigation of the cause of the falling lagging showed that the timbermen, 
McEachern and Doherty, had found the lagging jammed in the west hoisting- 
compartment about 25 feet above the 350-foot level, apparently left from previous 
operations and not heretofore noticed, since this hoisting-compartment was not in 
use. The men were attempting to lower the timber to the 350-foot level with 
a l-inch rope, attached to the timber by means of a double timber-hitch and a 
couple of knots. They had only lowered the lagging a few feet when it slid out 
of the hitches and fell down the shaft.

The inquest was held before Coroner D. J. Mason, M.D., on May 18, at 
Kenora. The jury returned the following verdict: 

We, your jury empanelled to enquire into the cause as to when, where, how, and by what 
means that John Karkowski came to his death, find that on Saturday, May 8, 1937, at approxi 
mately the hour of 2.10 P.M., at the Wendigo Gold Mining, Limited, in the district of Kenora, 
he died from shock and haemorrhage, as a result of a lagging falling a distance of about 200 feet 
down a shaft, penetrating the body of the said John Karkowski. Death accidental.

Wright-Hargreaves Mines, Limited
Archie John Rupert, British, aged 24, married, without children, employed as 

a machine runner at the Wright-Hargreaves Mines, Limited, was instantly killed 
when a large piece of loose rock fell on him in No. 3,001C west stope on the 3,000- 
foot level. The accident occurred about 8.15 P.M., on July 13.

This stope is being mined by the shrinkage method and a manway approxi 
mately 8 feet long and 5 feet wide is maintained in the west end. A steel- and 
timber-slide is carried up alongside of the manway and a tugger hoist set at the 
3,000-foot level is used to do all the handling of material. The top of the man 
way is covered with a bulkhead of 6-inch lagging and an opening approximately 
23^ by 3 feet is left in the top set of the side lining on the east side as a means of 
getting in and out of the stope. At the 3,000-foot level this stope is approximately 
10 feet long, and at the back it is about 35 feet long. The height is about 81 feet 
at the west end over the manway, and about 93 feet at the east end.

The day shift, working from 7 A.M. to 3 P.M., had drilled and blasted a breast
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just east of the man way, leaving a breast of about 15 feet immediately over the 
manway, which the miners intended to drill with vertical holes and blast later.

Rupert and his helper, A. G. Bittorf, came to work on the 7 P.M. shift and 
went to No. 3,001C west stope, where they proceeded to scale down what they 
thought to be the worst of the loose over their heads. They were making ready 
to put a sprag against the loose piece of ground on the north wall. The helper 
was on top of the manway passing a piece of lagging down to Rupert, who was 
standing on the muck pile about 4 feet below him. Rupert was to cut a piece off 
the sprag as it was too long. Just as he received the lagging the large piece of 
loose dropped so suddenly that he had no chance to move, and was crushed be 
tween the fallen rock and the south side of the stope.

Bittorf immediately went to the shaft station and gave the alarm. Dr. 
Contway was called and arrived in a short time, followed by J. Martine, the night 
captain, and two timbermen. They proceeded to the scene of the accident, and 
Dr. Contway examined Rupert and pronounced him dead. Work was im 
mediately begun to recover the body, and it was released about 10.45 P.M.

The size of the fallen rock was approximately 8 by 5 by 2 feet in its greatest 
dimensions, and weighed about five tons. Examination of the wall-rock on the 
north side, from which the piece fell, showed a well defined slip. There was 
another cross-slip on the east end, and one, not as well defined, on the back.

An inquest was held on July 21, at 7.30 P.M., in the Township Hall at Kirk 
land Lake, before Coroner R. H. Armstrong, M.D. The jury returned the fol 
lowing verdict: 

We, the jury empanelled to enquire into the cause of death of Archie John Rupert, at the 
Wright-Hargreaves mine on July 13, 1937, find that he came to his death accidentally by a fall 
of loose rock.

METALLURGICAL WORKS 

International Nickel Company of Canada, Limited
Guy McDonald, British, aged 40, single, employed as a fitter, and John 

Klein, British, aged 28, single, employed as a fitter's helper, were instantly killed 
about 10.25 A.M., on January 2, while working inside No. 4 Raymond mill in the 
coal-pulverizing plant at the Copper Cliff smelter, when the power was acci 
dentally turned on the driving-motor, causing the mill to go into operation.

This plant contains four Raymond roll pulverizing mills to produce powdered 
coal for firing the reverberatory furnaces. They are vertical cylinders having an 
approximate height of 8^ feet, an inside diameter of about 6 feet, and are elevated 
about 4 feet off the floor. The mechanism consists of a vertical spider projecting 
4^ feet into the cylinder from the bottom, carrying six horizontal arms to which 
are attached swinging arms having vertical-axis rollers, with an 8-inch face and 
20-inch diameter, at the free ends. The spider is rotated at a speed of 92 r.p.m. 
by a 200 h.p. motor located on the floor beside the base of the mill, through a 
flexible coupling, horizontal shaft, and gears. As the spider rotates the rollers 
are forced against a bull ring by centrifugal force, and are themselves rotated by 
friction. There is a working-platform 6^4 feet above the floor, and two doors 
about 15 inches square on opposite sides of the mill about 3^ feet above the 
platform. These doors are just above the level of the horizontal arms. There is 
a controller-type starting-switch located about 4 feet above the floor, and lf^ 
feet from the side of the motor at the driving-end. There is a disconnecting- 
switch for each mill-motor, located in an electrical control room on the floor 
above that on which the mills are located. The electricians have the only keys 
to this control room.
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The procedure required by company regulations when electrically-driven 
machinery is to be mechanically repaired is that the leader of the repair crew 
must summon the electrician before work is commenced, go with him to the 
control room and enter in the log book kept there the date, hour, designation of 
the machinery to be repaired, and his signature. The leader then watches the 
electrician open the switch and has him hang a "Do not close" tag, on which the 
leader's name is written, on the switch. The electrician then initials the log 
book. If the repair work is completed that shift the leader again summons the 
electrician, signs the log book, has the electrician close the switch and remove the 
tag with the leader's name on it. The electrician then initials the log book. If 
che work is to be continued immediately by the following shift, the leader going 
off has his tag removed, and the leader coming on has his tag put on. If the work 
is not completed and is not to be continued immediately, the leader going off does 
not have his tag removed. A tag can only be removed at the order of the man 
whose name is on it, or by that of the assistant master mechanic or master 
mechanic. If the work is continued after an interval of time by another crew, 
the new leader must have his tag put on with that of the previous leader.

The coal plant was shut down at 7.35 A.M. on January 2 by the operating- 
crew by means of the controller switches. They then inspected the mills for 
possible repairs by observing the mechanism through the doors. This is a daily 
routine as the plant is usually shut down for an hour or so every morning. The 
night-shift operating foreman informed the day-shift foreman on his arrival at 
8 A.M. that two stud bolts and a bearing-cap should be replaced in No. 4 mill. 
The latter foreman informed Guy McDonald, the leader of the mechanical repair 
crew assigned to the coal plant, that repairs to this mill were required and that 
it had been in operation the previous shift.

McDonald looked into No. 4 mill and then sent a helper, R. McCandless, to 
the warehouse for supplies about 8.30 A.M. The latter states that he asked 
McDonald before leaving if he had had the main switch opened and tagged, and 
that McDonald replied, "I have that to do yet." About 9.15 A.M. McDonald 
instructed G. Doan, a fitter, to make some repairs to the flexible coupling on the 
No. 4 mill-motor drive. Doan had seen McDonald go inside the mill around 
8.30 A.M. and start work, so he presumed that McDonald had had the switch 
opened and tagged. McCandless returned about 9 A.M. and presumed likewise 
when he found McDonald working inside the mill. He remained outside passing 
tools, etc., through the doors to McDonald. The operating crew started up 
No. l and No. 3 mills at 9.30 A.M., following which W. Groh, a fitter, and John 
Klein, a fitter's helper, who had been greasing them, came over to No. 4 mill. 
Klein joined McDonald inside the mill, while Groh started to assist Doan with 
the coupling.

About 10.25 A.M. McCandless started to climb inside the mill to assist 
McDonald and Klein. He had his head and one arm inside when the mill sud 
denly went into operation. This snapped the cord on the extension light being 
used inside, and made a spark, causing a mild dust explosion, which burned 
McCandless' face. He jumped down and ran to the controller. He found it in 
the running position and returned it to neutral.

When the mill started to operate Groh was holding a 6-foot bar in the turning- 
yoke on the motor-shaft while standing on the opposite side of the motor to the 
controller. Doan was between the motor and the controller using a wrench on a 
coupling nut. Groh was thrown over the motor and against a wall 15 feet away. 
Doan was not injured, and immediately ran over to Groh without looking at the 
controller.
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McDonald and Klein were found to have been instantly killed, having sus 
tained fractured skulls and complete laceration of the brain. Groh also sustained 
a fractured skull but was sufficiently recovered to be discharged from the hospital 
on January 30.

Investigation afterwards showed that apparently Doan was the only person 
who could have moved the controller, though he claims to have no recollection of 
doing so. It is believed that he accidentally hit it while using the wrench. The 
electrician had not been summoned that morning to open the disconnecting- 
switch. This switch was found closed, and there was no entry by McDonald 
in the log book.

McDonald had been employed since 1929, and for the past five years had 
been a leading fitter, during which time he had been responsible for having 
disconnecting-switches pulled and tagged when working on electrically-driven 
machinery.

An inquest was held by Coroner J. S. McKessock at Copper Cliff on February 
4. His verdict was as f olio ws: 

Guy McDonald died on January 2, 1937, from a fractured skull received in No. 4 grinding 
machine at the coal plant of the International Nickel Company at Copper Cliff, through the 
machine having been accidentally started while he was employed in repairing said machine along 
with John Klein. It was the duty of McDonald to have had the power cut off while doing the 
repairing and he had overlooked having this done.

Robert Morrill, British, aged 34, married, was fatally injured by a bridge 
crane in No. 5 electrolytic building of the International Nickel Company of 
Canada, Limited, at Port Colborne, at 11.15 A.M., on March 1. He had been 
employed by this company for nine years and had been a bridge operator since 
September, 1935.

The bridge cranes operate north and south over the tanks and loading- 
platform. They are equipped with out-riggers mounted on each end. These are 
suspended from the carriage above and project 51 inches in front of the bridge 
and across the entire front of both ends. This apparatus will open a switch and 
cause the bridge to stop if it comes in contact with any person or object. The 
crane travels 170 feet per minute and will stop in 2 feet 9 inches after the switch 
is opened. There is about a 5-inch clearance between the bottom of the bridge 
and the tanks and slightly less between the bridge and the rails on the platform.

The operators are instructed to stop at a distance of about 30 feet from the 
platform when approaching it, and then to advance slowly to within about 6 feet. 
It was necessary to remove the out-rigger at this point as the lower bar was lower 
than the floor of the platform.

Morrill and his partner had just completed removing the out-rigger and 
Morrill had asked the partner to get on the crane to operate it. He did so and 
Morrill signalled him to advance.

Morrill was standing in the passageway and was clear of the bridge when he 
signalled. The operator heard a shout when the bridge reached the edge of the 
platform. He immediately stopped and backed the bridge and then saw Morrill 
fall to the floor. He was taken to the emergency room, where he stated that he 
had turned around and stepped in front of the bridge by mistake and was crushed 
between it and the floor of the platform. It was his duty to stand in the aisle 
and prevent any person from walking in front of the crane.

He was taken to the hospital at Welland where he died at about 3.30 P.M. 
He had suffered broken ribs, a fractured pelvis and ruptured bladder.

An inquest was held before Coroner E. A. MacKenzie, M7 D., at Port Col 
borne on March 9. The jury returned the following verdict: 
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Robert Morrill came to his death in Welland hospital, March l, 1937, from injuries sustained 
accidentally the same day at plant of International Nickel Company, Port Colborne. The jury 
would recommend that changes be made that the cranes can be moved on to loading platform 
with safety devices still attached.

Anthony Green, British, aged 22, single, employed as a calcine binman in 
the roaster plant at the Copper Cliff smelter, was found dead from injuries on 
"F" floor near No. 24 roaster, about 3.25 P.M., on October 26. He had last been 
seen alive about 3 P.M.

The roaster plant consists of thirty 10-hearth Herreschoff roasting-furnaces, 
each about 32 feet high and 22 feet in diameter. They are superimposed on five 
reverberatory furnaces, with a battery of six roasters to each reverberatory 
furnace. The roasted ore, or calcine, is discharged into bins, from where it is 
conveyed into the reverberatory furnaces. Bach roaster has a vertical central 
shaft to which the hearth rabble arms are attached. This shaft rests on a step- 
bearing located on "F" floor, and is revolved at 2 r.p.m. by a master gear, 10 feet 
in diameter, located about 5 feet above the floor. This master gear is driven by 
a pinion gear on a speed reducer, which in turn is belt-driven by an electric 
motor. The pinion gear revolves at 22^ r.p.m., and is keyed on the speed- 
reducer shaft with a shear pin.

There are five calcine binmen on "F" floor on each shift, one to each roaster 
battery. It is their duty to operate the electric controls on the motors driving 
the roaster shafts, and also to inspect the position of the shear pins from time to 
time during the day to see that they have not shifted past the shearing position. 
This is done by observing how far the pin is projecting beyond the pinion gear, 
from a position underneath the master gear at a safe distance from the pinion 
gear. If the pin has shifted they must necessarily stop the roaster, as the pin 
cannot be moved when the pinion is rotating, due to the load on it. A movable 
pin is used because the strength of the pin in the shearing position is not sufficient 
to carry the load when the roaster is started after a shut-down of any length. At 
this time the pin is driven past the shearing position to give extra strength until 
the roaster has been in operation for a while, when it is returned to the shearing 
position.

Green was working on No. 4 battery, which includes No. 24 roaster, on the 
day shift of October 26. About 3.25 P.M., N. Timmins walked past No. 24 
roaster and discovered Green's body lying on the floor beside the pinion-end of the 
speed reducer. The last person to see Green alive had been E. Wooten, the head 
roasterman on No. 4 battery, who had seen him near this roaster about 3 P.M.

There were remnants of his clothing and blood stains on the master and 
pinion gears of this roaster. The right side of his body had been torn away from 
the shoulder to the hip, and his right arm and hand were mangled and showed 
marks which would coincide with the gear teeth. The roaster was still in opera 
tion when his body was found, and there was nothing to indicate what he had 
been doing near the moving gears.

There are no guards over these pinion gears and projecting pins, as it is 
stated that they would interfere with the inspection of the pins and would have 
to be removed every time a pin had to be shifted. The men are instructed to 
inspect the position of the pins from a safe distance, and are prohibited from 
doing any work on the roasters when they are in operation.

An inquest was held at Copper Cliff on November 9, before Chief Coroner 
P. E. Laflamme, M.D., who rendered the following verdict: 

Anthony Green, age 22, was killed instantly on October 26, 1937, in the roaster building 
where he was working as a binman when caught between the master gear and the pinion gear on
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No. 24 roaster. From the rules and regulations of the company the workman was prohibited to 
go under the gears while in operation. I find his death was accidental, with no blame attached 
to any one.

Alexander Herrick and Herbert Wahl were poisoned by hydrogen sulphide 
fumes at the refinery of the International Nickel Company of Canada, Limited, 
at Port Colborne, on December 9.

Alexander Herrick was 39 years of age, married, British, and had been em 
ployed at this plant as electrician since 1929. Herbert Wahl, aged 31, married, 
and a British subject, had been an electrician's helper for four and a half years.

The gas-poisoning occurred in No. 2 Building at the nickel sulphide leaching- 
tanks. There are forty-eight tanks, with two men in attendance. The sulphide 
is treated for about seventy hours in each tank with hot water to remove sodium 
sulphide. The water is drained from the bottom of the tank by two hoses into 
a launder, through which it runs to a sump. Sulphuric acid is turned into the 
tank after the water has been drained off. The two hoses are then removed to 
another launder to carry off the acid liquor. It usually takes from one to two 
hours before the acid seeps through the sulphide to the launder.

George Kirkpatrick, the tank attendant, who has had fifteen years ex 
perience on the work, states that he did not go for about ten minutes to change 
the hose to the acid launder after turning the acid into the tank. There have 
been rare occasions in the past when acid was known to have found a channel 
through which it would pass quickly through the sulphide. On this occasion the 
acid no doubt passed through more quickly than usual and it is quite probable 
that Kirkpatrick underestimated the delay in changing the hose. He changed 
one hose and then, feeling the effects of gas, staggered to a passageway and was 
helped out to the fresh air, where he revived. A few minutes later the other hose 
was changed.

Harold Beck, a subforeman in No. 2 Building, noticed at about 4 P.M. that 
No. 3 pump motor was not working. He notified Herrick and Wahl and asked 
them to repair it. No fumes were detected at this time. He returned in about 
five minutes to see if the repairs were being made and saw the two men lying on 
the floor of the pump pit which is 5 feet deep and contains four motors and 
pumps. He gave the alarm and then went down the stairway into the pit and 
immediately collapsed and fell across a motor. L. Martin also went into the 
pit, but climbed out immediately and fell to the floor and was carried outdoors.

More help was called from the adjoining No. 3 building. C. Start and E. 
Rogers attempted a rescue, the latter going into the pit, but both became groggy 
and were helped to the fresh air. Gas masks and wet cloths over the faces were 
used and all three men were taken out. The length of time taken for the rescue 
is estimated at about fifteen minutes.

Herrick was dead when he reached the first-aid station. Wahl was taken to 
the hospital at Welland and died in about forty-eight hours. Artificial respira 
tion and oxygen were used for two and a half hours by three men who accom- 
companied him in the ambulance. Beck was unconscious for twelve hours and 
revived in the hospital. Five other men were also taken to the hospital for 
observation or treatment.

The hydrogen sulphide fumes had been generated when the acid liquor had 
come in contact with the sodium sulphide solution. The concentration was due 
to poor ventilation in the building as the doors and windows, normally left open, 
were closed owing to a severe wind and snow storm.

The following men made heroic efforts in the face of danger to themselves to
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rescue those who had fallen: Harold Beck, E. Rogers, C. Start, L. Martin, 
D. Randall, W. Salach, L. Lambert and Joseph Frankow.

An inquest on the body of Alexander Herrick was held at Port Colborne, 
on December 20, before Coroner E. A. MacKenzie, M.D., and the jury returned 
the following verdict: 

That Alexander Herrick came to his death at Port Colborne, December 9, 1937, by asphyxia 
tion by hydrogen sulphide gas. This fatality was purely accidental. The jury would recommend 
that the pumps be lifted from sumps and placed on the floor level.

Ontario Refining Company, Limited
John Moss, British, aged 38, married, with one child, employed as assistant 

superintendent at the Ontario refinery since 1929, was fatally injured about 
4.15 P.M. on June 27, when molten copper, contained in a steel pot which was 
being cooled in water, apparently came in contact with the cooling-water and 
exploded. His right leg was torn off near the hip, and he died at 4.45 P.M. the 
same day in the Copper Cliff hospital.

Steve Saranchuk, naturalized British subject of Ukrainian birth, aged 35, 
single, employed as a casting-building labourer, was also fatally injured in the 
same explosion. Both of his legs were badly shattered below the knees and had 
to be amputated. He died at 2.30 A.M. the following day in the Copper Cliff 
hospital.

The accident occurred in the anode-casting building, in the section containing 
an Ajax electrical induction furnace which has a capacity of 4,000 pounds of 
copper and is used for experimental work. This work had been under the direct 
supervision of Moss for about a year.

On Saturday, June 26, an experimental charge of 3,600 pounds of copper was 
melted in this furnace. It was to be held over in the molten state until Monday, 
as regular work is suspended on Sundays. On Sundays the superintendents and 
assistant superintendents of departments take turns in supervising special work, 
and Moss was on duty on Sunday, June 27.

About l P.M. Moss called with his car at the home of E. Hodgins, one of the 
Ajax furnace operators off duty. He advised Hodgins that the furnace was 
showing signs of failing, and that he needed him to assist in emptying it so that 
the lining could be repaired. On their arrival at the plant Moss collected other 
men, who were on duty in various parts of the plant, to assist them. They were: 
E. Brown, electric furnace helper; B. Oleksiuk, wire bar furnace mould maker; 
and Steve Saranchuk.

Moss gathered together eight pots, 8^ inches deep, 12 inches square at the 
bottom, and 13J^ inches square at the top, made from p^-inch plate with two 
side handles, weighing about 60 pounds, with a capacity of about 190 pounds of 
copper. He put in a launder about 7 feet long to bypass the regular casting- 
mould, located direcly in front of the furnace, so that the molten copper could be 
run into the pots. He placed three 2-inch-square copper bars, about 8 feet long, 
on the floor to make a skidway for the filled pots over to a box, 2J^ feet deep and 
2 feet square, made from J^-inch plate, located on one side of the furnace. This 
box was ordinarily used to hold charcoal and graphite. Moss converted it into a 
cooling-tank by running a water-hose into it, and arranging a siphon-hose for an 
outlet. He obtained a J^-ton chain-block with a two-tail sling to handle the 
pots at the tank.

Pouring was started about 3.45 P.M. with Hodgins at the tilting-controls of 
the furnace. Moss and Saranchuk were skidding the filled pots over to the tank, 
where Saranciuk attached the chain-block sling and operated the chain-block,
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while Moss steadied the pot and directed Saranchuk to stop it at the proper place. 
Brown was putting empty pots under the launder, and assisting Oleksiuk to 
move the cooled pots to one side and dump out the copper cakes. Oleksiuk then 
painted the pots with bone ash and made sure they were dry before they were 
used again.

About 4.15 P.M., as Moss and Saranchuk were cooling the fourteenth pot of 
molten copper in the water-tank an explosion occurred, apparently from some of 
the cooling-water coming in direct contact with the molten metal. The steel pot 
and tank were blown into a number of pieces, and about sixty per cent, of the 
copper that was being cooled was scattered around. Moss and Saranchuk were 
apparently hit by pieces of the tank or pot. Oleksiuk received slight burns from 
the flying copper, but Hodgins and Brown were uninjured.

It is not known why Moss decided to cool the filled pots in water, except 
possibly to keep their working-place cooler. By the time the last pot was filled 
the copper in the first one would probably have solidified sufficiently without 
water-cooling to permit it to be dumped out and the pot to be used again. Also, 
all or part of the charge could have been run into the regular casting-mould. 
Moss had directed a similar operation about a month previous without using 
water to cool the pots, and had sufficient experience with molten metal to know 
that water must be kept away from it. The plant manager and everyone con 
nected with the accident state that they have never seen this dangerous practice 
used before.

An inquest was held at Copper Cliff on July 6 by Chief Coroner P. E. La- 
flamme, M.D. He returned the following verdict: 

On June 27 John Moss came to his death at 4.45 P.M., in the Copper Cliff hospital from 
injuries received from an explosion of hot metal in contact with water at the Ontario Refinery 
in Copper Cliff. Steve Saranchuk also received serious injuries from the same explosion and died 
the following day, June 28, in the Copper Cliff hospital, at 2.30 A.M. Mr. Moss, at the time, was 
in charge of the operation and the cooling of the metal in water was his responsibility and not 
according to regulations and rules of the Ontario Refinery. Both deaths were accidental with 
no blame attached.

PITS AND QUARRIES 

Grant Construction Company

John G. Gillingham, British, aged about 33 years, with wife and two children 
living in Toronto, employed as a shovel operator by the Grant Construction 
Company, was fatally injured in a gravel pit on lot 25, concession 3, McDougall 
township, district of Parry Sound, owned by Alfred Parton, about 10.30 A.M. on 
June 4. He died in St. Joseph's Hospital at Parry Sound about half an hour later.

Gillingham started work for the Grant Construction Company on June l, 
having been sent from Toronto with a gasoline shovel by the owner of the shovel, 
O. D. Strong. He had operated this shovel for Strong for several years. The 
Grant Construction Company has a road contract on the highway south from 
Parry Sound, and rented the shovel to use in loading trucks with gravel at 
Parton's pit.

The shovel is mounted on caterpillar treads, and has a dipper with a capacity 
of half a cubic yard, and a 6-cylinder gasoline engine. It was manufactured by 
the General Excavator Company, Marion, Ohio. The operator's controls are 
on the left-hand side of the cab, and include two foot-brakes, one for the boom 
and the other for the dipper-stick, which can be locked down by means of "dogs" 
which catch over the forward end of the depressed pedals.

About 10.30 A.M. on June 4, Gillingham desired to change the position of the 
shovel. He left the empty dipper suspended in the air about 10 feet ahead of the



69

cab by applying the foot-brake and "dog", got down from the cab on the left- 
hand side, walked under the boom to the pin which has to be pulled to permit the 
treads to be operated. This pin is located in the right centre of the forward end 
of the body frame. He was in the act of pulling this pin when the "dog" on the 
dipper-stick brake apparently slipped off through being improperly set and 
released the brake. The dipper-stick and attached dipper swung downwards 
and backwards, and the dipper crushed Gillingham against the body frame.

He was given almost immediate medical aid by Dr. S. B. Biehn, who was 
driving past the pit a moment after the accident, and was removed to the hospital 
where he died a half an hour later. A post mortem examination revealed that he 
had sustained a shattered right shoulder blade, and fractures of the third and 
fourth ribs. The right lung had been lacerated and punctured by the broken 
ribs, causing a pulmonary haemorrhage.

An inquest was held at Parry Sound on June 5, before Coroner S. B. Biehn, 
M,D. The jury returned a verdict of accidental death with the recommendation 
"that more stringent rules in the operating of power shovels be enacted to prevent 
a recurrence of accidents of this nature."

This accident would not have occurred if Gillingham had observed the 
cardinal rule of shovel operation, which is to put the dipper on the ground before 
leaving the cab.

Grenville Crushed Rock Company, Limited
John Mikolajczyk, Pole, aged 29, single, employed as a blockholer by the 

Grenville Crushed Rock Company, Limited, was instantly killed at the company's 
quarry near Bast Hawk lake about 8.30 P.M., July 21.

Mikolajczyk started to work at Hawk lake on April 12. At the time of the 
accident he was engaged in drilling blockholes in pieces of rock too large to pass 
the opening in the primary crusher. When these large pieces are encountered 
in loading the broken rock they are picked up by the shovels and placed on the 
side behind the shovel near the toe of the rock pile.

Mikolajczyk had already drilled one of the rocks and was just starting a 
hole in the adjoining one. He was steadying the drill steel with his feet and had 
his back braced against a rock directly behind the one into which he was drilling.

The rock at his back was about 5 feet long, 3 feet wide, and 3 feet thick, and 
would weigh nearly four tons. It is supposed that Mikolajczyk felt some move 
ment and threw the hammer drill to the left and in front and then jumped to the 
right on to the ground, but in doing so he must have tripped or fallen. The rock 
on which he was standing was about 5 feet above the toe of the rock pile. He was 
first seen to be picking himself up just as the rock he had been resting against 
rolled down on top of him, killing him instantly.

An inquest was held at Kenora on July 27 before Coroner D. J. Mason, 
M.D. The jury returned the following verdict: 

On Wednesday, July 21, 1937, at the hour of 8.30 P.M., John Mikolajczyk, in the employ 
of the Grenville Crushed Rock Company, Limited, at East Hawk lake, died as a result of injuries 
received by a rock rolling on him while operating a jack hammer in the process of drilling. Ver 
dict, accidental death.

Ontario Sand Company, Limited
Charles Ball, British, aged 35, married, was fatally injured in the screening 

plant of the Ontario Sand Company, Limited, at Maple, on July 12, about 
8.30 P.M.

On the evening of July 12, William Forbear and three other men were re 
placing bearings on a screen in the upper part of the building. They were
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replacing the housing on the shaft and had placed the bearing on a timber 12 
feet long and 12 inches wide. Ball dropped a bolt into the sand bin and went 
down to recover it. Forbear noticed some object falling and saw that the bearing 
had fallen from the timber. He called to Ball and, on receiving no reply, went 
down to the bin and found him lying unconscious. Ball was carried up and taken 
to the doctor at Maple and then to St. Michael's Hospital, in Toronto. He 
recovered consciousness, but died on July 14, about 11 P.M. An examination 
showed that his skull had been fractured on one side.

The bearing weighed ten pounds and dropped a distance of 35 feet.
An inquest was held before Coroner Geo. R. Philp, M.D., on July 29, and 

the jury returned the following verdict: 
We, the jury, find that Charles "Ball came to his death at St. Michael's Hospital on July 14, 

1937, as a result of injuries received while employed at the plant of the Ontario Sand Company 
at Maple, Ontario. The cause of death was (a) fracture of the skull, (b) intracranial haemorrhage, 
(c) acute broncho-pneumonia. We further find that these injuries were the result of an accident 
and we attach no blame to anyone.

Supplementary Fatal Accidents, 1936

Mclntyre-Porcupine Mines, Limited

Emilio Antonello, Italian, married, aged 30 years, employed as a yard 
labourer at the Mclntyre-Porcupine mine, received injuries about 7.15 A.M., 
February 27, 1936, which resulted in his death at the Toronto General Hospital, 
on April 27, 1937.

The accident occurred while Antonello, with other workmen, was shovelling 
out the yard tracks leading to the shops while the power-driven plough was 
operating on the main line. The switch to the branch line running to the steel- 
shop had been left open before the snow storm, but the tracks and switches were 
buried in snow and the open switch was not seen. On reaching the open switch 
the snow plough turned on to the branch line and struck Antonello, who was 
working with his back toward it.

An inquest was held before Chief Coroner Magistrate Tucker, at Schumacher, 
on May 21, 1937. The jury returned the following verdict: 

We find that Emilio Antonello came to his death in Toronto General Hospital, City of 
Toronto, on April 27, 1937, from multiple abscesses of both kidneys, septic arthritis of right knee, 
and uraemia, as a result of an accident caused by being struck by a gasoline motor on the tracks 
in the yard at the Mcintyre mine at 7.15 A.M., on February 27, 1936. We find no evidence of 
negligence.

Pamour Porcupine Mines, Limited

Ernest Vachon, British, aged 52, married, employed as carpenter-foreman 
at Pamour Porcupine Mines, L/imited, died in St. Mary's Hospital, Timmins, on 
January 24, 1937, from complications following injuries received about 8.30 A.M., 
December 3, 1936, while dismantling a small building on the property.

Vachon was injured when the framework of the building suddenly collapsed 
in the course of its destruction, pinning him to the ground and fracturing his 
right knee.

Ten days after the accident infection developed, followed by gangrene. An 
amputation of the leg, midway between the hip and knee, was undertaken and 
for a few days Vachon made favourable progress, but later developed general 
septicaemia, and died on January 24, the immediate cause of death being hypo- 
static pneumonia.
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An inquest was held before Coroner F. C. Evans, at South Porcupine, on 
March 5. The jury returned the following verdict: 

We, the jury summoned here today to enquire into the death of Mr. E. Vachon, find that 
Mr. Vachon came to his death by having his leg broken accidentally while removing a building 
at the Pamour Porcupine Gold Mines, in the township of Whitney, and gangrene setting in while 
under the doctor's care and the blame is attached to no one.




