
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 H. C. RICKABY, Deputy Minister

Bulletin No. 129

REPORT
ON THE

By

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

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

1940





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 1939.

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

H. C. RICKABY,
Deputy Minister of Mines. 

DEPARTMENT OP MINES,
Toronto, January, 1940.
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MINING ACCIDENTS IN ONTARIO, 1939
Chief Inspector of Mines, W. O. Tower, Toronto; Inspectors, A. E. Cave, Kenora;
J. B. Taylor, D. P. Douglass, W. G. Hargrave, Kirkland Lake; A. S. Bayne, Port Arthur;

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

Accidents During 1939
During the year 1939 at the mines, metallurgical works, quarries, clay, sand 

and gravel pits regulated by the Mining Act, there were 2,293 accidents to em 
ployees reported to the Department of Mines up to January 16, 1940. Forty- 
seven fatalities arising out of 38 separate accidents were reported.

These returns represent an increase of 97 (5%) in the total number of 
accidents reported and a decrease of 15 in the number of fatalities recorded over 
the preceding year.

The report shows a fatality rate of 1.41 men killed per thousand men em 
ployed, which is a decrease of .60 per thousand men over the preceding year and 
is .85 per thousand lower than the average for the past twenty-five years.

The number of accidents involving fatalities is 38, which is 11 less than the 
preceding year. During the year there were 7 accidents in which more than 
one man was killed, 6 of which were responsible for two deaths each and one 
involving four deaths.

There were 67 non-fatal accidents per thousand men employed which is a 
decrease of 3 (4*^) from the rate for 1938.

The percentage of non-fatal accidents followed by infection increased from 
7.5 per cent, in 1938 to 8.0 per cent, in 1939.

Employment in the industry increased somewhat in the year. Returns in 
this respect indicate an increase of approximately 8 per cent, for the year. This 
increase was occasioned mainly through increased employment at producing 
mines.

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

lowing table: 

Distribution

Mines, surface.

Total..

1935
 26

2
3
0
1

32

1936

45
5
4
2
0

56

1937

36
5
5
1
2

49

1938

37
2
5
1
4

401

1939

27
3
3
1
4

38

'Includes one accident which occurred during 1938, followed by death of one man during 1939.

1]



ANALYSIS OF FATALITIES AT MINES, 1935-1939

Cause

Fall of ground

Shaft accidents
Explosives

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

1938

per cent. 
32

2
28
26
10
2

1939

per cent. 
27
21
16
10
18
8

x\ y s^.
 "   s ~~~ *    ~.x x ^1\ \"*^ s*^^^

2-26

Diagram showing fatalities per thousand men employed between 
the years 1915 and 1939.

By months the fatal accidents occurred as follows: 

Month

January

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

f"W*f*fiVkpf

. Total

No.
accidents

4
3
5
2
0
4
3
2
4
8
1
2

38

No. 
men killed

5
4
8
2
0
5
3
2
4

11
1
2

47

Classifying the fatalities according to industries gives the following:
Gold mines. . . . . . . . . . . . . . . . . . .. .. .. .. .. . . . . . . . . . . . . . . . . .. .. . . . 27
Gypsum mines. . . . . . . . . . . . . . . .. .. . . . . .. . . . . . . . . . . .. .. . . . . . . .. . O
Nickel mines.. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . 12
Silver mines. . . . . . . . . . . . .. .. . . . . .. . . . . .. . . . . . . . . . . . . . . . . . . . . . . O
Talc mines. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . ... . . O
Metallurgical works.... . . . . . . . . . .. . . .. . . . . . . . . .. . . . . .. . . . . . . . . . 3
Quarries.... . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. l
Sand, clay, and gravel pits.. . ... . .. .. . . . . . . . . .. .. . . . . .. .. . . . . .. . 4

Total.. . ... . . . . . . . .. .. ... . . .. .. . .. ... .. . .. . ... .. ... ... .. . 47



TABLE OF FATAL ACCIDENTS IN MINES, METALLURGICAL WORKS, QUARRIES, 
AND GRAVEL, SAND, AND CLAY PITS, 1915-1939

Year

1915.........
1916.........
1917.........
1918.........
1919.........
1920.
1921.........
1922.
1923..... ....
1924.
1925.
1926.
1927.
1928.
1929.
1930.
1931.........
1932.
1933.
1934.
1935.
1936.........
1937.
1938.
1939.........

Persons 
killed at 

metallurgical 
works and 

mines

22
51
36
32
39
29
24
30
30
40
42
32
33
85
55
56
37
25
25
34
36
65
52
62
47

Persons 
employed at 
metallurgical 

works and 
producing 

mines

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
29,434
32,444

Persons 
employed at 

non-producing 
mines 

(estimated)

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
1,421

897

Total 
persons 

employed

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
30,855
33,341

Fatal 
accidents 
per 1,000 
employed

1.51
3.07
2.02
2.1
3
2.61
2.54
2.72
2.5
3.2
3.23
2.46
2.1
4.76
2.89
3.02
2.03
1.69
1.57
1.65
1.57
2.30
1.62
2.01
1.41

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

Mines. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

Men 
employed

25,642
5,989

930
780

33,341

No. 
killed

39
3
1
4

47

Rate per 
thousand

1.52
0.50
1.08
5 1 O

1.41



TABLE OF FATAL ACCIDENTS IN

No.

1
?,
Z
4
5
6
7
8

9
in
11
i?
13
14
15
16
17
18

19

20
21

22
23
24
25
26
97
28
29
30

Date

Aug. 4
Oct. 29
Jan. 22
July 20
Oct. 17
Aug. 24
Jan. 10

Feb. 21
Oct. 18
Oct. 30
Sept. 22
Jan: 13
Sept. 1
Oct. 14
Dec. 15
Mar 1 1

Sept. 14

Oct. 26

July 13
Mar. 23 

June 20
Nov. 1
June 22
April 27
June 7
July 12
Feb. 21
Mar. 23
Aoril 11

Name of Mine

,, ,,

Hollinger.

Frood.. . . . . . . . . . . .

,,
• i

Levack• i
o

Talrla

1 1 tt

Leitch
Mclntyre-Porcupine 

Magnet

Toburn

Name of Owner

,. ,. .. .. ..

it tt tt it tt tt

t
'
t
t
t
'

Jalda Gold Mines, Ltd..

tt tt tt tt

Leitch Gold Mines, Ltd..
Mclntyre-Porcupine Mines, Ltd. 

Magnet Cons. Mines (1936) Ltd.

Morris Kirkland Gold Mines, Ltd. . . .
Northern Empire Mines Co., Ltd. . . .
Toburn Gold Mines, Ltd.

Name of 
deceased

A. P. Teelis
Otto Sinclair
Karl Eiler.
F. Radosevich
M. Michailiuk. . . .

fE. Heikkila

\Hugo Koski 
Thos. Roots.

C. Vitucci.

J. Guimond
Geo. Chatlain

fS. Braaten. . . . . .
\M. Harrington. . . 
Malcolm MacLeod

IS. D. Slack......
W. Susla....... . 

[A. Turus.

\Armand Caron. . . 
/N. Fairburn. . . . .
\N. Welsh

J. Opalka.
John Young.
Jack Rahko
O. Tremblay
O. Bacila.

\A. W. Bellamy. . . 
Aarne Harmala . . .

Age

20
26
22
36
37
50
26
46
4 O

34
45
27
25
38
23
29
24
41
29
28 
37
39
25
o o 
32
25
35
31 
31
23 
37
39
31
38
01

38
39
28 
38



OR ABOUT ONTARIO MINES, 1939

Occupation

Trammer.
Driller.
Labourer.
Hoistman. . . .
Driller.
Trammer.
Foreman . . . . .
Timberman. . .
Timberman. . .
Timberman. . .
Timberman. . .
Timberman . . .
Timberman. . .
Driller.
Switchman. . .
Shoveller.
Driller. ......
Runner. . . . . .
Driller.
Drill helper . . .
Shaftman.
Driller.
Drill helper . . .
Driller. ......
Driller.
Driller.
Driller
Drill helper . . .
Trammer.

Scaler.
Shaftman.
Cagetender . . .
Shaftman.

Driller.
Drill helper.. .
Timberman. . .

Nationality

British.

British
British
Jugo-Slav. . . .

British
Finn.
Finn.
Finn.
Finn.
British
British
British (Nat.)
British
British..
British
Roumanian. .
British.
British
British
British (Nat.)
British.
Ukrainian. . .
Ukrainian. . .
British.

British
British
British.
British......
Pole.
British
British (Nat.)
British

British
British... .. .
Finn.

Married 
or 

single

S
S
M
M
M
M
S
M
M
S

M
M
M
S
S
M
S
M
M
M
M
M
S
Ss

, M
S
M
S
S
M
M
M
M
M
M
M
M

Above 
ground

1
1

1

Below 
ground

1
1

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

1
1
1
1

Cause

^Collapse of staging in ore-pass.
{
^Buried in run of fines in ore-pass.

)Crushed in rock-burst.

[Crushed in rock-burst.

! Asphyxiation, blasting-fumes.

Asphyxiation, blasting-fumes.
Fall of ground in stope.
Fell from blasting-set.
Crushed in cage.

^Caught in run of broken ore.
Pell down shaft.



TABLE OF FATAL ACCIDENTS

No.

1
?,
3

Date

Oct. 18
Dec. 20
Mar. 29

Plant

Blast furnace
Refinery.
Smelter

Name of Owner

Deloro Smelting ft Refining Co., Ltd.

Name of 
deceased

H. McMacken. . . .
J. Dobrowolski. . .
D. J. Ross

Age

?fi
W,
30

TABLE OF FATAL ACCIDENTS

No.

1

Date

Oct. 27

Name of Owner Name of 
deceased

Bert Merrill.

Age

31

TABLE OF FATAL ACCIDENTS AT

No.

1
?,
3
4

Date

Mar. 7
Feb. 2
Sept. 15
Jan. 20

Name of Owner

P. C. Larkin.

Mrs. Herman Smith

Name of 
deceased

Henry Reimer

T. Bissonnette. . . .
Alfred Closs.

Age

30
61
30
45



AT METALLURGICAL WORKS, 1939

Occupation

Labourer 
Fitter's helper. . .

Nationality

British
Pole 
British.

Married 
or 

single

S 
M
M

Cause

Asphyxiated. 
Fell, struck head on flywheel of crusher. 
Crushed by crane.

AT QUARRIES, 1939

Occupation

Labourer

Nationality

British

Married 
or

single .

S

Cause

Struck by rock from blast.

SAND, CLAY, AND GRAVEL PITS, 1939

Occupation Nationality

British..

British....... .
British

Married 
or 

single

M
M
M
M

Cause



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

Occupation

Cagetender
Carpenter
Driller

Fitter's helper.
Foreman
Hoistman
Labourer.
Scaler.
Shaf tman . . . . . . . . . . . . . . . . . . . . .
Shoveller
Stovetender.
Switchman
Timberman.
Trammer.

Total

British

1
1
5
4
1
2
1
4
1
2
1
1
1
2
3

30

Czecho- Slovakian

1

1

J3

S

5

5

Italian

1

1

> rt55 
6W) 
3 t  i

2

2

O)1
1

1
1

3

Roumanian

1

1

1

3

V)tfl"z
Vi

1

1

Ukrainian

1

1

"rt 
 *j 
o 

H

1
1

11
S
1
2
1
6
1
4
1
1
1
7
4

47

The ages of the men killed are as follows: 

17-20

1

21-25

8

26-30

11

31-35

8

36-40

11

41-45

4

46-50

2

Over 50

2

Total

47

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

Cause

Fall of persons
Falling objects.
Tramming.

Strain while lifting.

Hand tools.
Rock or ore at chute

Crushed between two objects.
Handling rock or ore.

Machinery
Running into or striking objects

Explosives

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

Surface

89
65

6
36
34

54

22
3

33
49
17

2

19
4
3
3

10

449

Under 
ground

174
142
169
113
87

115
53

105
103
77
87
52
28
41
54
52
34
23
22

1

1,532

Total

263
207
175
149
121
115
107
105
103
99
90
85
77
58
54
52
36
23
22
19

5
3
3

10

1,981



The causes of non-fatal accidents at metallurgical works were: 
Falling objects.. ... . .. . .. . . ..... . . ... 29
Fall of persons.. . .. . . . . . . . . . ..... .. .. 22
Strain while lifting. . . . . . . . . . . .... .. .. 12
Burned by slag, matte or scrap. . . . .... 8
Crushed between two objects. . .. . .. .. . 7
Flying objects, sledging, etc... . . . .. .. .. 5
Transportation. . . . .: . . . . . . . . . .... ... 5
Cranes, ladles, or hooks. . .... .... .. ... 5
Machinery. . . .. ... . .. .. .. .. ......... 4
Hand tools. ........ .. ...... ......... 3

Handling material... .. .. ... .. ........ 2
Burns. . . . . . . . . . . .. .. . . . . . . .. .. . .... 2
Electricity. . . . . . . . . . . .. .. .. .. .... ... 2
Nails or splinters... . .. . . . . .. ... .... .. 2
Gas................................ l
Poison.. .. .. .. .. .. ...... ..... ....... l
Elevators. . . . ........ ............... l

Total........................... Ill

The causes of non-fatal accidents at quarries were:-
Handling material... . . ..... .... ...... 21
Fall of persons.. . .. .. .. .. .. . . .. .. .... 12
Falling objects.. .... . . . .. .. .... .... .. 8
Machinery. . . . . . . . . .. .. .. .. ..... .... 7
Hand tools. .. .. . . .. . . .. .. .. .... ..... 7
Fall of rock. . . . . . . .. ... ............. 6
Flying objects, sledging, etc.......... .. 6
Crushed between two objects.......... 3

Transportation. . ... . . . .............. 3
Strain while lifting. . . . . . . . .. . . . ...... 2
Nails or splinters.... ................. 2
Explosives. . . . . . . . . .. .... . . .... . . ... l
Cranes...... ...... .................. l

Total........................... 79

The causes of non-fatal accidents in contract diamond-drilling were: 
Falling objects...... ..... ........ .... 12
Nails or splinters.... .. .... .. .. .. ..... 10
Fall of persons.. . .. . . .. .. .. .... ...... 7
Hand tools. .. .. .. . . . . .. .. .. .. .. ..... 5
Crushed between two objects.......... 5
Caught in drill screw. . . .. . ........... 4
Caught in moving parts.... .. .. .. ..... 4
Injured cranking engine... ... ......... 2

Burns. . . . . . ..... .. .... .... .. .. ..... 2
Flying objects. . .. . .. . ... .. .... ...... 2
Running into or striking objects. . . . ... 2
Strain while lifting. . ..... .... .... .... 2
Unclassified. . . . .............. ....... 2

Total........................... 59

The causes of non-fatal accidents at sand, gravel, and clay pits were: 
Machinery. . . .. .... . . .. ............. 5
Fall of material....... ........ .. ..... 2
Strain while lifting. . . .. .. . ........... 2
Flying objects, sledging, etc............ 2
Hand tools.......................... 2

Fall of persons.
Crushed between two objects.
Nails or splinters.

Total.

l 
l 
l

16

Infection
Records show that infection followed in 181 cases out of a total of 2,246 

accidents.

Location

Mines, underground . . . . . . . . . . . . . .
Mines, surface.

Clay, sand, and gravel pits . . . . . . . .
Diamond-drilling.

Total.

No. of 
accidents

1,532
449
111
79
16
59

2,246

Accidents followed 
by infection

116
50

1
5
1
8

181

Per cent, 
infection

7.5
11.1

.9
6.3
6.2

13.5

8.0
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Accidents from Explosives

Cause

Drilled into dynamite.

Walked into blast.
Delayed too long at blast.
Powder exploded when cleaning missed 

hole....... .....................

Hit by material through diamond-drill 
hole

Lighted fuse accidentally with lamp . . . .

Total

Non-fatal

Number 
accidents

9 
8 
4 
2 
5

1 
2 
1 
1 
1

1 
1

36

Men 
injured

9 
8 
4 
2 
5

2 
2 
1 
1 
1

1 
1

37

Fatal

Number 
accidents

3

1

1

5

Men 
killed

5 '

1

1

7

Total

Number 
accidents

12
8 
5 
2 
6

1 
2 
1 
1 
1

1 
1

41

Men 
killed or 
injured

14 
8 
5 
2 
6

2 
2
1 
1 
1

1 
1

44

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 1929-1939 inclusive.

1929

126

1930

117

1931

100

1932

98

1933

95

1934

93

1935

90

1936

83

1937

85

1938

70

1939

67

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: 

1930

6

1931 1932 1933 1934 1935 1936 1937 1938 1939

1

Total

7

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

1930

10

1931

7

1932

3

1933

4

1934

4

1935

6

1936

4

1937

2

1938

8

1939

6

Total

54
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Classification of Non-Fatal Accident Rates at Producing Mines, 1939

(Only mines employing over 50 men appear in table)

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

Howey
Garson (International Nickel)
Frood Mine (International Nickel)
Miller Lake O'Brien
Falconbridge Nickel (mine only)
M clntyre-Porcupine
Matachewan Consolidated
Young Davidson (Hollinger)
Creighton (International Nickel)
Hollinger (Timmins)
Levack (International Nickel)
Bankfield
Lake Shore
Wright-Hargreaves

51 100

Magnet Consolidated
Pickle Crow
Sylvanite
New Golden Rose
Paymaster

Average 66.9 accidents per thousand men

O'Brien (Cross Lake)
Dome
Tyranite
Madsen
Mace
Coniaurum
Cordova (Consolidated Mining Se Smelting)
Northern Empire
St. Anthony
Toburn
Sand River
Little Long Lac
Ross (Hollinger)
Golden Gate
Wendigo
Bidgood

101 150 -

Hasaga
Sturgeon River
Pamour
Uchi
Hallnor
Central Patricia
Omega
Moneta
Tombill
Teck-Hughes
McKenzie Red Lake
MacLeod-Cockshutt
Upper Canada
Berens River
Preston East Dome
Kirkland Lake Gold
J-M Consolidated
Naybob
Gold Eagle
Buffalo-Ankerite
Algoma Ore Properties (Helen Mine)
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Classification of Non-Fatal Accident Rates Continued

Sachigo 
Delnite 
Hard Rock 
De Santis

151 200 { Cline Lake 
Leitch
Chesterville-Larder 
Macassa 
Straw Lake Beach

Broulan 
Kerr Addison

251 300 { Nil 

301 350 j Kenricia

Fires
Faulkenham Lake Gold Mines, Limited

A fire occured in the hoist-room of the Faulkenham Lake Gold Mines, 
Limited, on January 7, at about 11.30 P.M.

The building was partially burned on the inside and some of the equipment 
and stores items were damaged beyond further use.

The building is 32 feet by 24 feet, with a 10-foot wall. The roof has a 
quarter pitch. The wall construction consists of Insul board on the outside 
of 2- by 6-inch studding, over which is a layer of Kraft paper, the whole being 
sheeted outside with l-inch cedar shiplap. The roof is made of single spruce 
shiplap over 2- by 6-inch rafters, Kraft paper, and 3-ply roofing.

The fire apparently started near the inside far corner from the door. It 
spread quickly along and up the wall to the roof, damaging half the rafters and 
wall studding, and destroying all the Insul board on the walls. The roof was 
burned and blackened, although not destroyed. The windows and electrical 
wiring were destroyed. No major plant and equipment items in the hoist-room 
were damaged. The fire was quickly got under control by means of fire-hose 
run over from the boiler-room.

It is difficult to determine the exact cause of the fire. One explanation might 
be that a carbide lamp was unwittingly left on the bench in the far corner against 
the wall. The flame could have burned into the Insul board sufficiently to start 
a smouldering and gone unnoticed. The rules now prohibit bringing lighted 
carbide lamps into the plant buildings.

Hollinger Consolidated Gold Mines, Limited

A fire was discovered and extinguished by a night policeman on duty at 
Hollinger mine at 2.45 A.M., October 1.

The fire occurred at the end of a frame skeleton structure covered with 
galvanized metal, housing a conveyor belt, 60 feet in length, which is used to 
transfer sand from a bin under the aerial tram-line to the top of No. 86 sand-pass.

While the conveyor belt is running an operator stands on a platform in front 
of the chute out of the bin, and keeps the sand running on to the belt by prodding
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it, in the bin, whenever necessary. Three days prior to the fire a "place" type 
electric heater had been installed over the outlet from the bin, 4 feet directly 
above the belt, where it would keep the operator warm. The heater, the flat 
back of which was about 3^ square feet in area, was supported by iron brackets 
which held it about 2^ inches from the timber to which it was supported. The 
electricians who installed the heater turned it on when they left, and it had been 
on continuously for three days prior to the fire. No one had worked there in 
the meantime.

The fire is believed to have been caused in some manner by the heater, but 
an unexplained feature is that the fire apparently started about a foot away from 
the back of the heater, and the wood immediately behind it was not burned. 
The fire was confined to a couple of planks and an area of about 2 square feet. 
The depth of charring reached slightly over an inch. The fire was put out with a 
fire extinguisher, and the charred area between the plank then cut out.

The sand in No. 86 pass is drawn off at various levels. When open, the 
air in this raise is down-cast, and, as the chutes in this pass are no doubt drawn 
empty occasionally, regardless of the fact that the fire caused no damage and 
no smoke was reported in the mine, the fire was reported to conform with Section 
164b, sub-section (d), of the Mining Act.

International Nickel Company of Canada, Limited

A minor outbreak of fire occurred in the 2,400-foot level battery-charging 
station at the Frood mine about 10.20 A.M., on May 30. Some wedges and 2-inch 
plank blocking on top of the steel back-lagging directly over a resistance grid 
caught fire. The grid was hung horizontally about 6 inches below the steel back- 
lagging.

Electrician A. Woolford was watering batteries in the charging station at 
the time. He immediately shut off the power and called Level Boss D. English. 
They put out the fire with extinguishers. No damage of any consequence resulted.

All wood used for wedging and blocking in the vicinity of resistance grids 
has since been replaced with steel.

About 11 P.M., on August 15, Motorman T. Harrison put a locomotive 
battery on charge in the 3,100-foot level charging-station at the Frood mine. 
As he did so, the power-line leading to the rheostat at the second line started to 
arc, causing the insulation on the wires to catch fire.

Harrison cut off the power and put out the fire with an extinguisher. No 
appreciable damage was done.

A small electrical fire occurred about l P.M., on November 2, on the 2,600- 
foot level of the Frood mine. A battery locomotive was being operated in 
No. Ib drift when the cable leading from the storage battery to the fuse plug took 
fire near the plug. It was put out with a Pyrene extinguisher by Motorman L. 
Racic. A small amount of cable insulation was burned, and a slight amount 
of damage was done to the cable.

A small electrical fire occurred about 5 A.M., on December 26, in No. 51 stope, 
2,800-foot level, of the Frood mine, when the cable leading to a slusher hoist took 
fire at the plug attaching it to the motor. The hoist was not in operation, and 
had last been used on the previous shift. The fire was put out by Shift Boss 
C. Tobin with a Pyrene extinguisher. A small amount of cable was damaged.
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Sturgeon River Gold Mines, Limited

At 1.15 A.M., on April 30, at the property of Sturgeon River Gold Mines, 
Limited, about 12 miles northwest of Nezah, the combined hoist-room and power 
house and the machinery housed by same, were totally destroyed by fire.

This building was of one storey, roughly 25 by 40 feet in plan, the long di 
mension running at right angles to the hoisting-ropes, which passed from the 
hoist to the sheave wheels in the shaft headframe. The headframe is directly 
west of the combined hoist-room and power-house and is an "A"-type wooden 
frame, 47 feet high and measuring about 33 by 30 feet at the ground plan including 
the superstructure comprising the top loading-deck, and is entirely enclosed, 
including the back legs. Both buildings are sheeted with rough lumber with 
an outside covering of Paroid roofing, which is sometimes called "rock-faced 
roofing".

The distance between the west wall of the combined hoist-room and power 
house and the base of the closed-in back legs of the headframe was 24 feet.

The combined hoist-room and power-house contained an Ingersoll-Rand 
double-drum 9- by 8-inchPSRhoist converted to electric drive by aWestinghouse 
50 h.p. induction motor; two Babcock-Wilcox and Goldie-McCullough 850- 
cubic-foot vertical two-stage electric compressors; a Broom and Wade 400-cubic- 
f oot vertical two-stage electric compressor; two electrical switch panel assemblies. 
On 2 large switch and instrument panel at the south end of the building fed power 
to two 850-cubic-foot compressors, hoist, mill and pump-house at the river. 
A smaller panel at the north end of the building controlled the 400-cubic-foot 
compressor and miners' lamp-charging equipment which was in a small room at 
this end of the building.

There are two air receivers outside the building, each about 3 feet from the 
west wall of the building. Kthyl-mercaptan stench-warning apparatus was 
attached to the air-line at a point about 3 feet west of the most southerly receiver.

A steam-line, insulated by a sawdust-filled box, ran from the hoist-room to 
the shaft-house at a height of about 8 feet from the ground.

The power-cables running from the hoist-room to the shaft-house, were 
attached to the outside of this box by means of staples. These cables serviced 
the shaft signals, overwind track limit switch and shaft station lights, and were 
as follows: signals-No. 12 gauge BXL flexible leaded cable carrying 3 con 
ductors; track limit-No. 12 gauge 3-wire cable inside a J^-inch iron pipe 
conduit, load 550 volts; lights-No. 14 BXI, leaded flexible cable carrying 
2 conductors, load 110 volts. The only junction points on any of the above 
conductors were inside the hoist-room and at the shaft collar.

The boiler-house, a single-storey building, 20 by 36 feet in plan, was im 
mediately east of the combined hoist-room and power-house, its long dimension 
at right angles to the long dimension of the latter building, and constructed of 
the same materials. The distance between the buildings was 17 feet. The 
boilers were equipped with metal smoke-stacks which discharged through screen- 
type spark arresters about 50 feet from the ground.

The Hydro-Electric substation, housing three 125 kva transformers, was 
located 100 feet south of the boiler-house. The main plant power-line led from 
the substation to the combined power-house and hoist-room, from which it was 
in turn radially distributed to the mill, underground and to the main pump-house 
at the river.

A newly completed two-storey bunk-house, 28 by 50 feet in plan, was 
located 100 feet north of the boiler-house.

The mill building, a two-storey building, about 138 by 43 feet in plan, was
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150 feet northwest of the shaft-house. It houses an 80-ton cyanide-amalgama 
tion mill.

The blacksmith shop, a one-storey building, 18 by 36 feet in plan, is about 
67 feet south of the shaft-house. It houses drill-sharpening equipment, and 
an oil-fired furnace to which fuel oil is fed from a tank mounted on a pedestal 
outside the building.

All the above buildings are sheeted with rough lumber with an outside 
covering of Paroid roofing.

For the above plant buildings, the following fire-fighting equipment was 
available: 

At the Sturgeon river was the main pumping station, housing a Fairbanks- 
Morse 5- by 6-inch pump, driven by a Westinghouse 15 h.p. induction motor, 
and having a discharge capacity of approximately 115 gallons per minute at a 
120-foot head. This pump delivered water through 3,000 feet of 3-inch pipe 
to a 5,000-gallon water-tank located about 600 feet southeast of the shaft and 
giving about 20 feet of head at the mine plant when the tank was full. It was 
possible to choke the valve leading into the tank and use the full discharge 
capacity of the water-line at the plant location.

There were three hydrant connections in the mill, two in the boiler-house, 
and one in the headframe, to which 1^-inch fire hoses were attached at the 
time of the fire.

At a small pond some 20 feet deep, about ^ mile from the plant, is also a 
Typhoon pump driven by a 3 h.p. Fairbanks-Morse gasoline engine. It has a 
discharge capacity of about 40 gallons per minute at a 200-foot head, and is 
kept as a standby, to feed the water-tank. It was not used at the time of the fire.

A Johnson-Tremblay Model H.O.K. high pressure pump was stored in the 
hoist-room. It was said to be capable of throwing two streams of water to a 
height of about 30 feet through 1^-inch hoses. This pump was inaccessible 
at the time of the fire.

In the hoist-room were two l-quart Pyrene extinguishers and a 2 ̂ -gallon 
La France chemical extinguisher. These were used at the time of the fire, as 
the hoistman made use of them immediately he discovered the blaze.

In the shaft-house were two l-quart Pyrene extinguishers.
In the boiler-house, there were a 1-quart Pyrene extinguisher and a 2^- 

gallon La France chemical extinguisher.
In the blacksmith shop there was a 1-quart Pyrene extinguisher.
There was also similar extinguisher equipment in the camp buildings. All 

these were used during the fire, in conjunction with the five 1^-inch nozzled 
water-hoses connected in the mill, shaft-house and boiler-house.

On the 12 A.M. to 8 A.M. shift, April 30, the following crew was on duty in 
the surface plant: Carl Swanson, hoistman, Bernard Olgarson, boiler engineer, 
Axel Torawick, deckman, Harry Avery, cagetender, three men in the rock-house 
and three in the mill.

At 1.15 A.M. Carl Swanson, hoistman, had just finished hoisting a car of 
muck from underground and was waiting for the signal to lower the empty car 
on the cage when, through a knot-hole in the west wall of the hoist-room, about 
2 feet from the floor, he saw a flame. He immediately went outside and found 
the lower part of the middle of the west wall, behind the air receivers, completely 
in flames. He went into the hoist-room, gave the fire alarm on the plant whistle 
and, taking fire extinguishers, returned and started to fight the blaze, which by 
that time had crept up over the whole west wall of the building.

His first thought on discovering the fire had been to arouse the camp, and
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therefore he omitted to turn the ethyl-mercaptan stench into the air-line. 
Subsequently no one could get near the stench apparatus to turn it on.

However, the whole camp, comprising a total of 120 men, was immediately 
aroused, but by the time the hoses were brought into play the whole building 
was in flames. Five 1^-inch nozzled hoses were connected up, and these were 
played on the shaft-house and on the end of the boiler-house adjacent to the 
east of the hoist-room. The compressors were running during most of the fire. 
The chief electrician, Arthur Laronge, stood by the main switch at the sub 
station ready to cut the power the instant the lines began to show signs of failing. 
This was necessary as power had to be left on as long as possible in order to keep 
the pumping-station at the river in operation to supply water. About 40 minutes 
after the fire started, it was necessary to cut the power and depend solely on the 
water-tank for the hoses, but fortunately by this time the fire had passed the 
point where it greatly endangered the other buildings. An hour after the fire 
started it was well under control. The hoist-room was absolutely razed, but 
the shaft-house was left intact. The only part of the boiler-house damaged 
was the end next to the hoist-room.

When the fire was at its height, the covered part of the back legs of the 
headframe was so hot that it was said the water from four hoses seemed to sizzle 
and evaporate as fast as it was poured on. However, the Paroid roofing was 
apparently harder to ignite than plain boards would be, and this, coupled with 
the steady streams of water, saved the building.

The aim of the fire-fighting crew from the start was to save the shaft-house 
and boiler-house and let the hoist-room burn. The wisdom of this action was 
probably responsible for the fortunate outcome of the fire in regard to casualties. 
There were absolutely no casualties other than a few minor burns suffered by 
one of the fire-fighters.

When the fire started, there were 34 men underground distributed as follows: 
250-foot level, 2 men; 375-foot level, 2 men; 500-foot level, 7 men and a shift 
boss; 625-foot level, 5 men; 750-foot level, 4 men; 875-foot level, 4 men; 1,000- 
foot level, 2 men; 1,125-foot level, 4 men and a shift boss; 1,250-foot level, 2 men.

When the alarm was given, Andy Kukula, mine captain, was in bed. He 
immediately dressed and went over to the shafthead, arriving there about 15 
minutes after the disco very of the fire. Upon learning that the stench had not 
been turned into the line, Kukula proceeded to the 125-foot level via the secondary 
escapement raise and, going to the shaft station, rapped the air-line with the 
9-bell signal, followed by 3-1. Within about four minutes he received replies 
from Shift Boss McKee, at the 500-foot level station and from Shift Boss Miron- 
sky at the 1,125-foot level station.

McKee immediately proceeded to surface via the secondary escapement 
raises, sending all the men ahead of him from all levels from the 500-foot level 
upward.

McKee arrived at surface after all his men about 30 minutes after he had 
received the captain's signal. The captain, who had immediately returned to 
surface to fight fire, sent McKee back to the 125-foot level to direct the men 
coming from the lower levels to continue to surface via the secondary escapement 
raise.

Mironsky, upon receiving the captain's signal, immediately instructed the 
two driftmen on the 1,125-foot level to proceed to surface via the shaft man way 
to the 750-foot level and via the secondary escapement raises from that level to 
surface, taking all the men with them from the various levels. He then pro 
ceeded to the 1,250-foot level to get the men on that level. With these men he
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climbed to surface via the shaft manway to the 750-foot level and via the second 
ary escapement raises from this level to surface. These three men were the last 
to reach surface, arriving at about 3 A.M., about three-quarters of an hour behind 
the men from the 1,125-foot level, who arrived on surface at about 2.15 A.M.

The fire was completely out at 2.30 A.M.
The exact cause of the fire is unknown. It obviously started outside the 

building against the base of the west wall, and near the bottom of the air receivers.
The nature and location of the wiring practically eliminates any supposition 

that it started from an electrical abnormality.
The ground and vicinity of the plant buildings were absolutely free of in 

flammable debris. The only thing of an inflammable nature at the point where 
the fire is known to have started was dried grass roots, soaked with oil which 
had been periodically drained from the air receivers.

According to the hoistman, no one had walked past that section of the 
building in the hour and a quarter that he had been on shift, so that the likelihood 
of a lighted cigarette or match being thrown down seems remote.

The only conclusion to be drawn is that the fire did start in the oily matter 
underneath the air receivers. There is no evidence to show whether ignition 
was spontaneous or from some external source.

The hoistman's first thought was to give the surface alarm, on discovering 
the fire. Upon first discovery of fire he would have been able to turn the stench 
into the line. By the time he had given the surface alarm, the stench apparatus 
was inaccessible, being only about 5 feet from the building. In this connection 
it is evident that the first move should have been to warn the men underground, 
when the buildings around the shaft collar were endangering the shaft-house. 
Also the stench-warning apparatus should have been installed in an isolated 
location, so that it was accessible in any emergency. There are few of these 
installations at the smaller mines which would not be similarly inaccessible if 
either the shaft-house or hoist-room caught fire.

The electrical layout whereby the power-line to the pumping-station passed 
through a control located in the hoist-room was a poor one. It was very for 
tunate that the lines stood up long enough to allow water to be pumped until 
the fire had passed its worst phase. If the lines had failed at the commencement 
of the fire, as they might easily have done, the fire might have had disastrous 
consequences, as in all probability the shaft-house and hoist-room would have 
burned and the fire would have reached such proportions as to endanger the 
entire camp.

After the fire it was found that the fusible plug had melted out of one of 
the receivers. This receiver was just outside the hoist-room at a point next to 
the hoist. The grease on the ropes wound on the hoist-drums helped to make 
the fire very hot at this point and the receiver was damaged beyond repair.

When it is remembered that the compressors operated until after the fire 
was at its worst, on account of the inability to cut the power to them without 
shutting down the water-pump, the importance of the installation of fusible 
plugs can be readily seen.

During the fire there was a pressure of from 80 to 90 pounds per square inch 
in the receivers, and on this one, which was subjected to such a strenuous heat, 
if the fusible plug, which was made to melt at between 300 and 400 degrees F. had 
not melted out, the receiver might have exploded with serious consequences to 
those fighting the fire, since it is questionable whether the safety valve would 
work under the conditions it was subjected to during the fire.

The cage at surface was hanging in the shaft when the fire got underway.



When the hoisting-rope let go due to the fire, the safety catches on the cage 
caught the guides and held it stationary in the shaft only a few inches below 
where it was originally suspended.

Teck-Hughes Gold Mines, Limited

A small smouldering fire at the top deck of No. 3 winze of the Teck-Hughes 
mine was found by the deckman at 8 P.M., Thursday, June 22.

The fire was at the south wall, in the corner between the wall and floor. 
Approximately one square foot of 2- by 8-inch planking was charred. Several 
planks were removed to be sure that the filling behind had not been ignited. 
There was no open flame visible.

The fire was extinguished by means of the 5-gallon Foamite extinguisher 
kept at the top deck.

The cause of the fire was not determined. There had been a repair crew of 
mechanics and carpenters working there on the previous 11 P.M. to 7 A.M. shift, 
which would be 14 or 20 hours before the discovery of the fire.

Prosecutions
Rex vs. R. E. Barrett

A charge was laid against R. E- Barrett, manager of the Central Patricia 
Gold Mines, Limited, as follows: 

"That R. E. Barrett, manager of the Central Patricia Gold Mines, Limited, 
in the hamlet of Central Patricia, in the district of Kenora (Patricia Portion) on 
or about October 3rd, did unlawfully permit the operation of the hoist at the 
main shaft, Central Patricia Gold Mines, Limited, being a shaft exceeding 300 
feet in depth, without the use of an audible warning signal contrary to the pro 
vision of Section 160, subsection 162, of Part VIII of the Mining Act of Ontario."

Barrett pleaded guilty and paid a fine of S100.00 and costs.

Rex vs. C. H. Cameron

A charge was laid against C. H. Cameron, shaft leader at the Yama Gold 
Mines, Limited, Boston Creek, as follows: 

"That C. H. Cameron, on the 21st day of June, 1939, did unlawfully travel 
in a bucket operated by an engine which was being simultaneously used for the 
hoisting of mineral or material, contrary to the provisions of subsection 105 of 
Section 163 of Part VIII of the Mining Act of Ontario, which was then in force 
and effect, being at that time R.S.O. 1937, Chapter 45, and amendments thereto 
in effect at the said date."

The case was heard before Magistrate M. G. Gould at Kirkland Lake on 
July 20. Cameron pleaded guilty to the charge and a fine of S10.00 and costs 
was imposed. The fine was paid.

Rex v.v. Magnet Consolidated Mines (1936) Limited

Two charges were laid against Magnet Consolidated Mines (1936) Limited, 
as follows: 

"That Magnet Consolidated Mines (1936) Limited, on May 10th, 1939, 
had not provided a suitable footway or ladderway in the shaft of the Magnet
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Consolidated mine, owned and operated by the said company in the township 
of Errington in the district of Thunder Bay, contrary to Section 160, subsection 89 
of the Mining Act of Ontario, R.S.O. 1937, Chapter 47."

"That Magnet Consolidated Mines (1936) Limited, on May 17th, 1939, 
at the Magnet Consolidated mine, owned and operated by the said company in 
the township of Errington in the district of Thunder Bay, did store explosives 
in a building which was not a special suitable building, contrary to Section 160 (33) 
of the Mining Act of Ontario, R.S.O. 1937, Chapter 47."

The case was heard at Port Arthur on June 28, 1939, before Magistrate 
J. A. Royce McQuaig, and a plea of "guilty" on both charges was entered. The 
court was then adjourned. The hearing was resumed on July 12, and the 
magistrate suspended sentence and charged the defendants the costs of the court.

Rex vs. J. Mali

A charge was laid against J. Mali, a crane chainman at the Copper Cliff 
smelter of the International Nickel Company of Canada, Limited, by Chief 
of Police F. R. Jarvis, of Copper Cliff, as follows: 

"That Jack Mali on or about the 22nd day of December, 1939, at the town 
of Copper Cliff, being under the influence of liquor, did enter a mine, to wit, the 
Copper Cliff smelter, contrary to Section 285 of the Mining Act of Ontario."

A plea of guilty was entered before Magistrate J. S. McKessock, at Sudbury, 
on December 27. The minimum fine of S10.00 and costs, or 20 days, was im 
posed. The fine and costs were paid.

Rex vs. G. Moras

A charge was laid against G. Moras, driller at the Toburn Gold Mines, 
Limited, as follows: 

"That on October 26th after loading the cut holes he placed explosives in a 
helper hole in the face of the sub-drift in 574 E stope, Toburn mine, and did not 
place a properly prepared detonating agent in said hole, in violation of Section 
160, subsection 78(a) of the Mining Act of Ontario."

The charge was heard before Magistrate Atkinson in Kirkland Lake Police 
Court on December 14. Moras pleaded guilty and paid a fine of 110.00 and costs.

The charge against Moras arose out of an accident in which J. Sekulic, a 
driller on the succeeding shift, drilled into powder, suffering injuries to his eyes 
and hand.

Rex vs. Northern Empire Mines Company, Limited

Two charges were laid against the Northern Empire Mines Company, 
Limited, as follows: 

"That Northern Empire Mines Company, Limited, being the owner of and 
operating the Northern Empire mine at Empire, in the district of Thunder Bay, 
on May 18th, 1939, had not provided a suitable footway or ladderway in the 
main shaft at the said Northern Empire mine, contrary to Section 160(89) of 
the Mining Act of Ontario, R.S.O. 1937, Chapter 47."

"That on the 23rd day of March, 1939, the Inspector of Mines for Ontario, 
having given notice in writing to the Northern Empire Mines Company, Limited, 
pursuant to Section 168 of the Mining Act of Ontario, R.S.O. 1937, Chapter 47, 
of certain particulars in which he considered the Northern Empire mine at 
Empire in the district of Thunder Bay, owned and operated by the said company, 
to be dangerous or defective or contrary to the provisions of the said Act, and
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in such notice did require the same to be remedied within the time named in 
such notice to wit, the 15th day of April, 1939, the said Northern Empire Mines 
Company, Limited, failed to give written notice of the completion of the work 
in accordance with the said written order, contrary to Section 170(2) of the 
Mining Act of Ontario, R.S.O. 1937, Chapter 47."

The case was heard at Port Arthur on June 28, 1939, before Magistrate 
J. A. Royce McQuaig, and a plea of "guilty" on both charges was entered. The 
court then adjourned. The hearing was resumed on July 12, and the magistrate 
suspended sentence and charged the defendants the costs of the court.

Rex vs. James Robertson

A charge was laid against James Robertson, a chute blaster at the Creighton 
mine of the International Nickel Company of Canada, Limited, as follows: 

"That James Robertson at the Creighton mine of the International Nickel 
Company, Limited, in the district of Sudbury, on or about the 8th day of April, 
1939, did light a fuse less than three feet in length in a blasting operation, contrary 
to Section 160, subsection 62, of the Mining Act of Ontario."

A plea of "not guilty" was entered before Magistrate J. S. McKessock at 
Sudbury, on May 10.

The magistrate found Robertson guilty, as charged, and imposed a fine of 
S10.00 and costs, or 30 days. The fine and costs, amounting to S24.00, were 
paid.

Rex vs. G. Subasich

A charge of manslaughter was laid against George Subasich in relation to 
the fatal accident to Mate Simic, a driller, who was instantly killed at the Pay 
master Consolidated Mines, Limited, on December 3, 1938, when caught by a 
blast when working on surface to protect the location of a proposed break 
through of No. 2-31 OB raise-stope.

At the inquest into this accident, held at South Porcupine on December 8, 
1938, before Coroner Frank Evans, the jury returned the following verdict: 

"We, the jury, empanelled to enquire into the death of Matti Simic, find 
that the deceased died about 10 P.M., on December 3, 1938, on Paymaster mine 
property near the No. 6 shaft, in the township of Tisdale, due to blast in raise 
to surface being set off before preparations made for protection on surface and 
before instructions received by blaster."

The preliminary hearing of the case against Subasich was held before Police 
Magistrate Atkinson on December 13, 1938, and Subasich was committed for 
trial by higher court. He was tried at the Spring Assize Court in Cochrane, 
on April 13 and 14, 1939, before The Honourable Mr. Justice Hogg, Judge of the 
Supreme Court of Ontario, and a jury. The charge was: 

"That George Subasich, of the township of Tisdale, in the district of Cochrane 
did, on or about the fourth day of December, A.D. 1938, by wilful misconduct 
while blasting at the Paymaster Consolidated Mines, Limited, in the said town 
ship of Tisdale, unlawfully cause the death of one Matti Simic, of the said town 
ship of Tisdale, and did thereby commit the indictable offense of manslaughter 
contrary to the Criminal Code of Canada, Section 268."

Subasich was found "not guilty."

Rex vs. Mauno Wainikainen

A charge was laid against Mauno Wainikainen, a chute puller at the Creigh 
ton mine of the International Nickel Company of Canada, Limited, as follows: 
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"That M. Wainikainen, being an employee of the Creighton mine of the 
International Nickel Company, Limited, in the district of Sudbury, on or about 
the 8th day of April, 1939, knowing a careless act with an explosive had been 
committed, did omit or neglect to report same immediately to an officer in charge 
of the said mine, contrary to Section 160, subsection 42b, of the Mining Act of 
Ontario."

A plea of "not guilty" was entered before Magistrate J. S. McKessock at 
Sudbury, on May 10. The magistrate found Wainikainen guilty as charged. 
A fine of S10.00 and costs, or 20 days, was imposed. The fine and costs, amount 
ing to S24.00, were paid.

Mine Rescue Stations
During the year normal activities were carried out at the three mine rescue 

stations, at Timmins, Kirkland Lake and Sudbury.

Summary of Rope Tests, 1939
The following is a summary of the tests made in the Wire Rope Testing 

Laboratories of the Department of Mines during 1939: 
Tests for Ontario mines under Act... .. .. .. .. . . . . .. .. .. .. .. .... . 584
Special informative tests. . . . . . . .. .. .. .. .. .. .. . ... .. . . .. .. . . ... 40
Tests for wire-rope manufacturers. .. . . . . . . . .. . . . .. .. . . .. .. . . . .. 28
Tests for mines outside Ontario. . . . . . . . . . . . . . . . .. . . . . . .... .. .. . 48
Other tests. .. ...... . . . . . .... ...... .. . . . . . .. . . .. . . .. .. .. .. . . . 3

Total............... .................................... 703

Fatal Accidents
MINES 

Buffalo Ankerite Gold Mines, Limited

James Emdin, British, single, aged 20, employed at the Buffalo Ankerite 
mine, was killed about 1.10 A.M., June 30, when he fell, along with a wheelbarrow, 
into No. 12 mill-hole in No. 391 stope on the 350-foot sub-level. No. 12 mill-hole 
is connected directly with Nos. 389 and 489 stopes, which are mined from the 
475-foot level up to approximately the same height as No. 391 stope. Therefore 
Emdin fell into this open stope and dropped to the muck level about 48 feet 
below the 350-foot sub-level. His injuries included a broken neck and multiple 
skull fractures.

The upper part of No. 389 stope is filled on pillars and timber. Adjacent to 
No. 12 mill-hole the two stopes are connected through a thin band of waste rock. 
At the time of the accident four men were mucking into No. 12 mill-hole. Emdin 
and Steve Pidskalney, both helpers, were mucking with a wheelbarrow from a 
point 15 feet south of the mill-hole. Their partners, both runners, were mucking 
and sorting out waste rock from a pile of muck, the edge of which was from 5 to 
10 feet north of the mill-hole. The waste rock was being thrown through an 
opening in the floor and dropping about 4 feet. This opening ran north from the 
east end of the mill-hole. The inside dimensions of the mill-hole at the mucking- 
floor were 4^ by 11 feet. The muckers were on each side of the longer axis of 
this opening. Sixty-two inches of the east side of the top of the mill-hole were 
covered over tightly with 2-inch elm planking; the remaining area was partially 
closed with two elm planks, 7 and 9 inches in width. The opening into which
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the wheelbarrow was being dumped was 3 by 43/J2 feet, and was unguarded. The 
mucking-floor of the stope was covered with 2-inch elm planking. A drill-steel, 
butted against the plank on either side of the 3- by 4^-foot opening, was pre 
sumably meant to stop the wheelbarrow when it was up-ended and dumped.

As no one actually saw the accident, no one knows exactly what happened. 
Possibly the wheelbarrow jumped the steel and was pushed directly into the 
mill-hole, pulling Emdin with it when he attempted to hold it, or perhaps Emdin 
overbalanced with the wheelbarrow after he had up-ended it, and fell over with it. 
Of the three men near by, V. Kennely, one of the runners, was the only one who 
saw Emdin disappearing into the mill-hole. He stated that his electric lamp 
seemed to be waving around as he disappeared, and it was suggested that the 
cord leading to the lamp might have caught in the wheelbarrow and jerked him 
into the mill-hole. This seems very improbable, as the wheelbarrow, ^Yi feet 
in length from tip to tip, was of the type used by stone masons and had no 
projections on it which would be likely to catch the lamp.

An inquest was held before Coroner Frank Evans, at South Porcupine, 
at 4 P.M., on July 5. The jury returned the following verdict: 

We, the jury, summoned to enquire into the death of James Emdin, find that the deceased 
came to his death at the 391 No. l sub-drift of the Buffalo Ankerite mine in the township of 
Deloro on Friday, June 20th, at 1.10 A.M., by falling down mill-hole while dumping muck from 
a wheelbarrow, death being accidental.

A. P. Teelis, Canadian born son of Italian parents, aged 26, single, was 
instantly killed by a blast in No. 1.053W-3A stope at the Buffalo Ankerite 
mine at 10.45 P.M. (by his own watch), August 4, 1939.

Teelis was employed at the Buffalo Ankerite mine on September 22, 1936. 
He was previously employed at the Paymaster mine. At the Buffalo Ankerite 
he had worked as helper and later as machine runner. On August 4 he was 
timbering in No. l,053W-2 stope, in which J. Putos and J. Zubal were mucking.

No. 1.053W-3A stope is a.small slice-and-fill stope. Mining has ceased in 
the stope for the time being, the ore having been mined up to the sill level, 
or 14 feet below the 900-foot level. There are two raises approximately 48 feet 
apart, from the stope up to the 900-foot level. The ends of the stope are about 
15 feet from the raises. The west raise is used for fill, and the east one as a 
travel road. There are two ladders in the latter raise, and a third one at the 
foot of the raise lying on the muck and flat footwall. There is one mill-hole 
and manway about the centre of the stope; this, at the time, was built up about
7 feet above the last mucking-floor. This manway was closed. Waste fill was 
being dumped into the stope from time to time. There was no chute in the 
fill-raise. The waste had built up to the point where the stope back was likely 
in a short time to stop the waste from spreading out. There were four holes, 
drilled from the raise when the last slice had been mined, which had not been 
blasted. It was decided that these should be blasted to let the fill run out 
farther to the east. Shift Boss A. Barabas, while on his rounds, told Teelis to 
take Emery Peto, a chute puller, with him and blast these four holes.

Peto accordingly went with Teelis and helped him load the four holes. 
Seventy per cent. Polar Driftite powder was used. Clover Brand black fuse,
8 feet in length, were used. The ends of the fuse were painted white. Peto 
states that one or two sticks of powder were placed in all the holes ahead of the 
primers. Apparently 21 or 23 inches of fuse was cut from the first hole and 
about 2 inches less from the second. One piece of fuse 21 inches in length, with 
the white paint on it, was found in the muck. Peto says that this was the first
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trimming, and the second was about 2 inches shorter. The fuse in the third 
hole was mostly within the hole and only about 5 inches was cut off. Less was 
cut off the fourth. Teelis never got the four fuses spit, and after the blast it was 
found that 29^ inches of this fuse projected from the hole.

When Teelis was ready to light the fuse, Peto states that he (Teelis) told 
him to go up the raise and guard the drift west of the entrance to the stope. He 
planned to guard the drift east of the entrance. As Peto was leaving he states 
that he was about 20 feet from Teelis when he saw him light a match. He states 
that he did not know whether Teelis was going to light the fuse with matches 
or a hot wire lighter. Both men wore electric head lamps. Peto states that 
when he reached the top of the raise, he looked back and saw Teelis on the first 
ladder following him. Peto then went west to the entrance of No. l,053W-2 
stope, where Putos and Zubal were eating their lunch. The three men then heard 
two shots at close intervals, followed by a third shot five minutes later. This 
interval was actually timed by Peto. Peto waited another five minutes and 
then went back to look for his partner and to get his lunch bucket which he had 
left near the entrance to the stope. When he got to the entrance he saw Teelis' 
gloves lying there, and concluded at that time that he was up and that he must 
have gone down to the 1,000-foot level through the travelway on the muck 
where they had loaded the holes.

After eating his own lunch Peto again started to look for Teelis. He went 
down the travelway to the 1,000-foot level, to see if he might have fallen there. 
He also enquired at the shaft, to find out if the cagetender had seen him. Later, 
E. Horrocks, who was on the level looking for a machine, went into the stope 
with Peto to seek Teelis. They found him at the west side of the waste muck 
pile, about 20 feet behind the collars of the holes. He was dead. Both of his 
hands had been blown off. His jack-knife was found close to his body. The 
blade of the knife was freshly broken. Part of the handle was found near the 
collar of the holes blasted. Teelis' trouser pockets were not torn, therefore it 
is evident that the knife was in his hands when the blast went off. A 9-inch 
piece of unburned fuse, without any paint, was also found in the muck. None 
of the other trimmings were found.

The holes which Teelis was lighting were perfectly dry and no satisfactory 
explanation can be given for his delaying at the face so long. He had been given 
two hot wire lighters that afternoon on surface before he went underground. 
These were not found after the blast and it is not known whether or not either 
of them was used. The five-minute delay between the second and third shots 
indicates that some trouble was met with in lighting the third fuse.

An inquest was held in South Porcupine, before Coroner F. Evans, on 
August 10. The verdict given by the jury was as follows: 

We, the jury, J. E. Armstrong, Arnold Bray, Thomas Dowe, W. S. Arbour, J. G. Barron, 
find the deceased, Arthur Teelis, met an accidental death at the Buffalo Ankerite mine on August 4, 
1939, at 10.50 o'clock, and do not attach the blame to any one.

Otto Sinclair, married, aged 22, British, employed as operator's helper in 
the Marbuan, or South mine, crusher-house at the Buffalo Ankerite mine, was 
instantly killed at 1.50 P.M., on October 29.

Working on the same shift with Sinclair were E. J. How and John Heacock, 
both helpers, and G. C. Powers, the shift operator. All these men work under 
the direction of Jas. Engstrom, mill superintendent.

At the time of the accident Heacock was operating the belt feeder to the
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jaw crusher. He was standing approximately 18 feet from the rolls crusher and 
on a floor 4 feet higher than the base of the rolls crusher.

Powers, How and Sinclair were all working on the Allis-Chalmers, 14- by 
18-inch rolls. This crusher is oriented with the so-called front end facing west. 
The driving-shafts through the rolls are 6 inches in diameter. The driving-pulley 
on the shaft through the front roll is situated on the north or left side of the 
crusher; the driving-pulley on the rear roll is on the south or right side. The 
driving-pulleys are 42 inches in diameter and have 10^-inch faces. They are 
driven by 10-inch belts from a driving-shaft above and slightly to the rear of 
the crusher. The belt speed is approximately 880 feet per minute and the rolls 
speed is 80 r.p.m. The centres of the two shafts driving the rolls are 28 inches 
above the floor and 26 inches apart. On the ends of the shafts opposite the 
driving-pulleys are clamp nuts, 3 inches in thickness. The extreme outer por 
tions of these nuts describe a circle with a radius of 7 inches. Each pulley and 
the nut opposite the other pulley rotate similarly to the rolls. The spacing 
between the nut and the pulley decreases as the rolls wear, from about 3 inches 
when the rolls are new to a minimum of l ̂  inches when the face of the pulley is 
directly opposite the outside edge of the nut. Further wear does not bring the 
pulley closer to the nut but moves it parallel to the face of the nut. Wear on 
the rolls was such, at the time of the accident, that the periphery of the pulleys 
and the nuts overlapped 2 inches.

The right side of the rolls crusher was guarded by heavy wire screen extend 
ing from the floor to a height of 4^ feet. On the left side there happened to be 
a 10- by 10-inch post which was only 3)^ inches from the side of the pulley and 
directly opposite the loose belt face. The rest of this pulley was guarded by 
two railings made of iron pipe. The nut, inside and partially ahead of the 
pulley, had no guarding other than that given by the post, 14 inches from the face 
of the nut, and 2}^ inches from the projected centre line through the nut.

Powers was moving the faces of the rolls closer together by taking out 
spacer shims on the adjustment shafts on each side of the rolls, and was at 
tempting to do this while continuing to crush ore. The shafts on which these 
shims are located pass under the two shafts through the rolls. The tops of the 
shims are 25 inches above the floor. The shims had been snatched out, without 
accident, by Powers when the front or movable roll had been forced back by 
excessive feed to the rolls, which loosened the shims. He had done this on the 
left side by leaning over the bearing-housing between the 42-inch pulley and the 
casing enclosing the rolls, a space 23 inches in width, and on the right side by 
reaching over the bearing-housing between the casing enclosing the rolls and the 
large clamp nut on the end of the shaft, a space approximately 17 inches in width. 
After the shims were removed, the movable roll had to be drawn up to the station 
ary roll by tightening adjusting-nuts on the ends of the adjustment shafts. As 
the nut on the left shaft was being tightened a small rock lodged between the 
shims. Powers was attempting to dislodge this rock by working over the front 
rolls shaft, between the 42-inch pulley and the rolls-casing. How and Sinclair 
were at the rear of the crusher tightening the nut. When Sinclair realized that 
a rock had to be removed from the shims he got a piece of wire and leaned over 
the large revolving nut, previously described, to try to hook the rock and remove 
it with the wire. As he did so some part of his clothing was caught between the 
10-inch belt and the pulley, or perhaps by the revolving bolt through the clamp 
nut, or possibly it was pulled directly into the l ̂ -inch space between the face of 
the nut and the edge of the pulley, through which his body was drawn a fraction 
of a second later. His body was dashed to the floor and death was instantaneous.
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The 10-inch belt was thrown off the pulley. Heacock stopped the rolls by pushing 
the stop switch which was located about 6 feet behind him.

Sinclair was wearing a fairly tight-fitting jacket with a zipper fastener up 
the front. The coat could not be described as unsuitable for his work. Sinclair 
had worked in the crusher-house since May 29, 1939. Prior to that he had 
driven taxicabs for a number of years.

An inquest was held before Coroner Frank Evans, at South Porcupine, 
on December 14. The jury returned the following verdict: 

We, your jury, find from the evidence that the deceased, Otto Sinclair, came to his death 
at the Buffalo Ankerite mill in the township of Deloro on October 29, 1939, at 1.50 P.M., by coming 
in contact with operating machinery while removing rock from shims. We believe death was 
accidental and we recommend that all machinery be stopped when removing shims or rock from 
the same machinery.

Falconbridge Nickel Mines, Limited

Karl Eiler, British, aged 36, married, employed as spare hoistman, was 
fatally injured about 3.15 P.M., on January 22, when he fell about 6 feet to the 
concrete floor in No. 5 shaft-house and fractured his skull. He died in hospital 
at Sudbury about 2.30 P.M., on February 1.

No. 5 shaft is a vertical shaft with a steel headframe. The east compart 
ment is 6 feet wide and 11 feet 8 inches long inside the timber, and a 5-ton cage, 
about 12 feet high, is operated in it between a double set of guides on a 1^-inch 
hoisting-rope. This cage is equipped with safety dogs to operate on all four 
guides and hold the cage if the hoisting-rope breaks.

The monthly test of the safety dogs, as required by the Mining Act, on this 
cage was made on Sunday, January 22, under the direction of Charles Whitman 
assisted by Karl Eiler and J. A. McDonald. This work was started about 2 P.M. 
The men first placed a 6- by 6-inch steel H-beam across the centre of the east 
compartment from east to west, to rest on horizontal beams in the frame work 
about 26 feet above the floor. They then moved the cage up above the floor level 
and placed four 10- by 10-inch timbers across the compartment from north to 
south to rest on the floor at either side, to prevent the cage from going down the 
shaft if the safety dogs failed to hold it when tested. A 3^-inch steel cable was 
then passed over the centre of the H-beam, through the cage draw-bar shackle, 
and clamped to itself to carry the weight of the cage, with the bottom of the 
cage about 3^ feet above the shaft-house floor. The cable of the tugger hoist 
in the shaft-house was then attached to the hoisting-rope about 15 feet above 
the cage. The hoisting-rope was slacked off and pulled to one side by the bugger 
hoist, thus putting the weight of the cage on the J^-inch cable. Eiler then climbed 
up the steel work at the east end of the shaft to where two diagonal braces crossed 
in the centre about 16 feet above the floor. He supported himself there with 
his right hand while he reached over with an oxy-acetylene torch in his left hand 
and burned through the ^-inch cable. The cage dropped but was stopped by 
the safety dogs after a fall of 7^ inches. A second test was then prepared by 
hoisting up the cage and supporting it on the J-^-inch cable again. At about 
3.15 P.M. Eiler was again in the same position with the torch to burn through the 
cable, with Whitman and McDonald standing on the floor to observe the test. 
This time Eiler apparently lost his balance immediately after he burned through 
the cable and the cage dropped. He hung on to a diagonal brace with his right 
arm and slid down it until his feet hit the top of the metal screening, which 
extends to a height of about 6 feet above the floor on the south side and ends of 
the shaft, at which point he was thrown to the concrete floor.

This method of releasing the cage to test the safety dogs has apparently
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been in use at this shaft since the first cage was put in service there in 1935, 
though a releasing-hook, operated by a rope from the shaft-house floor, has been 
used at No. l shaft for many years. The mechanical superintendent, W. J. 
Mead, states that he did not know until after this accident that a similar hook 
was not in use at No. 5 shaft. This work was directly under the supervision of 
the mine master mechanic, R. J. Craig.

An inquest was held at Falconbridge by Chief Coroner P. E. lyaflamme, 
M.D., on February 7. His verdict was as follows: 

Karl Irwin Eiler, age 36, employed as spare hoistman at Falconbridge Nickel Mines, Limited, 
died in St. Joseph's hospital. Sudbury, on February l, 1939, at 2.30 P.M., from injuries received 
on January 22, at 3.15 P.M. From evidence given Eiler was burning with a torch, a cable used 
in testing the safety dogs of the cage at No. 5 shaft. While supporting himself in the steelwork 
of the headframe about 16 feet above the floor of the shaft-house, he apparently lost his balance 
immediately after he burned through the cable and slid down the framework until about 6 feet 
from the floor when he fell and fractured his skull on the cement collar of the shaft. Death was 
accidental.

Hollinger Consolidated Gold Mines, Limited

Florenzo Radosevich, aged 37, Jugo-Slav, married, with two children, 
employed at the Hollinger mine as a runner, was fatally injured when he was 
caught in a run of muck into the No. 6 mill-hole in No. 55NHE and W12 slice- 
and-fill stope on the 2,150-foot level about 8 P.M., July 19. Radosevich was 
released from the mill-hole at 2 A.M., July 20, and died at 3.30 P.M., on the same 
day.

The doctor, who arrived at the scene of the accident shortly before 9 P.M., 
administered sedatives to the injured man before his release and took charge of 
him afterward, stated that his death was due to the combination of severe shock, 
a fractured spine which paralysed the lower part of his body, and to bruising 
over his whole body.

No. 55NHE and W12 slice-and-fill stope on the 2,150-foot level had been 
mined to a height of 62 feet above the level rail, over the No. 6 mill-hole. The 
ore in the lower part of the stope had been in two bodies or lenses, nearly parallel, 
but connected through waste rock at a point near the east end of the north lens. 
The No. 6 milt-hole was in the northeast corner of the north section of the stope. 
The south lens, which extended farther to the east, had been mined from the 
east end up to the connecting point of the two lenses, and the back and fill in 
this section was about 6 feet higher than that in the south section. The last 
slice in the north section was mined, from the fill raise at the west end, eastward. 
As the two lenses appeared to connect at this horizon, it was desired to bring the 
fill in both sections up to the same elevation. The ground was not good in the 
north section; therefore, instead of taking an extra heavy slice, it was decided 
to carry a shallow slice eastward and fill, then mine a second shallow slice back 
westward from the connecting point and to fill from the raise in the east end.

At the time of the accident the shallow slice going east had been mined and 
filled to the No. 6 mill-hole. The foot of the sand barricade was 3^ feet from 
the end of the mill-hole. Two breasts were then carried over the mill-hole to 
the east face, and some slashing was done around the connecting point of the 
two sections of the stope. The breasts carried over the mill-hole consisted of 
two horizontal rows of hole^; the last breast blasted was drilled off with seven 
holes. The slashing had widened the stope out in this area to 20 feet and had 
piled the muck up to a maximum depth of 11 feet.

The last blasting was done on Tuesday night, July 18. The mill-hole was 
pulled on Monday, Tuesday and Wednesday. The Wednesday day-shift pulled 
62 tons. There was little muck left directly over the mill-hole. Toward the
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end of the day-shift, the muck hung up at the top of the mill-hole. The day- 
shift runner in the stope tried to blast it down by lowering powder on the end 
of a blasting-stick over the edge of the muck pile. He also blasted a piece of 
loose on the east face. The day-shift boss told H. Sopha, boss of the 3-11 P.M. 
shift, that the mill-hole was hung up. Sopha repeated this to Radosevich in 
the dry-house before he went underground.

Radosevich got a safety belt from the store-house on the level and took it 
into the stope with him. He and Evans changed the tools in the stope, and 
commenced to scale about 4 P.M. They were still scaling when Sopha visited 
the stope about 5.30 P.M. Sopha enquired if the muck had moved over the 
mill-hole and was told that it had not. He said that it was hung up, and in 
structed Radosevich to go down to the level and up the manway alongside the 
mill-hole and blast it down. Sopha also stopped the motor crew from pulling 
more muck. Ten cars, or 31 tons, had then been pulled. The mill-hole at this 
time held 15 carloads when full. Radosevich and Evans went up the manway, 
but Radosevich decided that he would blast from the stope. The two men then 
went back into the stope and tied a rope to the north end of the last set of timber, 
6 feet from the edge of the barricade, and close to the north wall. Radosevich 
never at any time used the safety belt that he took into the stope. He tied the 
rope around himself and went down the steep muck pile and set a charge of 
three or four sticks of powder over the top of the mill-hole. When this was fired 
about 6 P.M. it failed to shake down the muck. The men then ate their lunch. 
A second charge of three sticks of powder was fired about 7.10 P.M. The men 
waited until about 7.50 P.M., then Radosevich simply took the rope in his hand and 
went down to examine the results of the blasting. He found that the large slab 
which had been holding the muck had been cracked up. He called for a scaling- 
bar, which was passed to him by Evans. Radosevich got one foot on the 3-inch 
lining-plank on the north side of the mill-hole and commenced trying to bar the 
muck down. He worked in this position, barring with one hand and holding 
the rope with the other, for five minutes or more, when suddenly the muck 
started to run into the mill-hole. Radosevich lost his hold and fell with it.

Radosevich was eventually released from under about 8 feet of broken rock 
after six hours of labour by a large crew which worked in relays. The top of 
the mill-hole had first to be covered to stop additional muck running in from the 
steep pile. The 10-inch mill-hole cribbing was then cut from the manway side 
of the mill-hole and the 3-inch British Columbia fir lining was cut away at various 
points, and the broken rock was raked out and thrown down the manway. The 
fact that Radosevich was alive, conscious, and talking intelligently, and did not 
seem to be suffering intensely, meant that great, care was taken not to increase 
his injuries, although the large, rough pieces of rock made the work extremely 
slow. Manway landings had to be enlarged to get some of the larger rocks down. 
Radosevich was found at a point 19 feet below the top of the mill-hole and 15 
feet from the bottom. He took liquid nourishment before he was entirely 
released, but lapsed into unconsciousness immediately after he was released. He 
had only semi-lucid moments before dying eleven and a half hours later.

An inquest was held before Coroner H. L,. Minthorn, M.D., in Timmins, 
on July 27. The jury's verdict was as follows: 

We, the jury, agree that Florenzo Radosevich came to his death about 3.20 P.M., July 20th, 
1939, through accident occurring July 19th about 8 P.M. in 55NHW12 slice-and-fill stope, on the 
2,150-foot level of the Hollinger mine, no blame being attached to anyone.

M. Michailiuk, Roumanian, aged 50, married, employed as a loader at the
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Hollinger mine, was suffocated in No. 93 sand-raise, by a run of sand into No. 
56E9 stope, on the 200-foot level, about 9.40 A.M., October 17.

Michailiuk was first employed at the Hollinger mine on March 10, 1927. 
For the past few years he had worked with George Pottosky, runner, during 
which time most of their work was in connection with the sand-filling operations 
in old stopes. .

On the morning of October 17 the two men were instructed to go into No. 
56E9 stope to drill off a waste breast which interfered with filling operations. 
Pottosky and Michailiuk had not previously worked in this stope. There were 
two raises opening into the stope from surface through the 30- to 40-foot pillar 
that remained. No. 185 vertical raise, 30 feet long, had been cleaned and had 
two ladders in it, with one landing between the two ladders. No. 93 raise had 
a sand-chute at the bottom and had not been cleaned. This raise ran up from 
the chute for 30 feet at an angle of 45 degrees from the south, then vertically to 
surface for 16 feet. It had been pulled empty two or three days prior to the 
accident. The track in front of the chute was 53 feet below the raise collar. 
The waste breast to be drilled was 45 feet south of the sand-chute.

The collar of No. 185 raise is 27 feet northeast of the collar of No. 93 raise. 
The bottom of No. 185 raise was approximately twice as far from the point where 
the men were to set up their machine as was the chute at the bottom of No. 93 
raise.

Pottosky and Michailiuk were instructed by R. Webber, the shift boss, to 
take their gear down No. 185 raise. Webber repeated this order a second time 
when he visited the stope about 8 A.M. when the men were still on surface. Their 
gear was brought by motor truck to the top of No. 185 raise, where it was dumped. 
Pottosky missed part of the gear and went to get the missing piece. While he 
was doing this Michailiuk took a bag of wedges down No. 185 raise, and then 
examined the stope. He decided that No. 93 raise would be a better place than 
No. 185 raise to lower their gear, since the bottom of it was closer to their work. 
He climbed into the chute and apparently satisfied himself that it was safe to go 
through the raise. He then went to surface and convinced Pottosky of its safety.

The two men carried the machine bar over to No. 93 raise and lowered it 
into the raise with a rope. After it had reached the inclined part of the raise, 
Michailiuk went down on the rope, which was played out by Pottosky. Michai 
liuk had likely reached the bottom of the raise as the rope was later found to 
be untied from the bar when some hung-up sand started to slide from the 
footwall of the raise. As most of this hung-up sand was at the knuckle in the 
raise Pottosky was able to see some of it moving.

Just at this time A. La Fleur was getting a key to a tool-box from Pottosky, 
and was standing only a few feet from the top of the raise. La Fleur and W. 
Nixon, pipefitters, were putting air- and water-pipes down into the stope through 
No. 185 raise. When Pottosky saw the sand moving he shouted, but received 
no answer from his partner. The two men at the raise collar realized at once 
that he was probably buried. They hurried over to No. 185 raise, where they 
were joined by Nixon, and together they went down to the sand-chute, which 
they found full of sand. They made a quick survey of the situation, tried 
momentarily to move a car in front of the chute, then lifted the chute-plank and 
let the sand run. Presently the bar came out, with no rope attached to it; then 
one of Michailiuk's legs showed; his body, however, was caught on the head 
block in the chute, and it was not until about 12 tons of sand had run out that 
he was freed. The following day it was found that only about 2 tons of sand 
remained in the chute.
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Michailiuk was released about six minutes after he was buried, but artificial 
respiration, started at once by La Fleur and Nixon, and continued by a doctor 
until 11.40 A.M., failed to revive him. Death was due to suffocation.

An inquest was held on October 20 before Coroner H. I,. Minthorn, M.D., 
in Timmins. The jury's verdict was as follows: 

We, the jury, have reached the verdict that the deceased, Michaelo Michailiuk, met acci 
dental death at the Hollinger mine on Tuesday, October 17th, with no blame attached to anyone.

International Nickel Company of Canada, Limited

Albert Williams, British, aged 26, single, employed as a shift boss at the 
Creighton mine, was killed about 7 P.M., on August 24, when caught by a run of 
muck at No. 5 main ore-pass chute on the 52nd level, while placing a blasting- 
pole powder charge in position underneath the hung-up muck.

No. 5 main ore-pass system delivers ore to the 52nd level crusher station, 
where it is crushed before being hoisted to surface through No. 5 shaft. There 
is a control chute, equipped with a baffle-type gate, leading from the ore-pass 
to the crusher feed roll. The gate is suspended from the brow of the pass, and 
is operated by an air cylinder.

Shortly before 7 P.M., on August 24, the muck became hung up in this pass, 
about 12 to 15 feet above the throat, and Crusherman N. Serafini notified Shift 
Boss Williams, who prepared to blast it down himself. He tied eight sticks of 
powder to one end of a blasting-pole, and lashed the latter to another pole to 
obtain the necessary length to reach the muck. He then lit the 5-foot fuse and 
started to shove the charge up the pass, while leaning over the side of the chute 
underneath the partially-open control gate.

The muck came down suddenly and pinned Williams by the head in the 
angle between the side of the chute and the control door. Serafini, who had 
been standing on the opposite side of the chute, then attempted to pry up the 
door with a plank to release him, apparently forgetting in his excitement that the 
air cylinder was at hand to raise the door, which weighs about 2 tons.

The powder charge went off while Serafini was still prying at the door, and 
the explosion threw fine muck in his eyes. He was able, however, to make his 
way to some men working in a nearby heading and tell them of the accident.

Williams was dead when released, and a medical examination revealed a 
broken neck was the cause of death. There were no wounds, and no powder 
marks. It is believed that he was dead before the powder charge exploded.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Creighton, 
on September 26. His verdict was as follows: 

Albert Williams, age 26, employed as a shift boss at the Creighton mine of the International 
Nickel Company, was instantly killed about 7 P.M. on August 24, 1939, at No. 5 main ore-pass 
chute on the 52nd level. From evidence given, Williams was in the act of placing a blasting- 
pole powder charge in position underneath hung-up muck in this pass. He had his head and 
shoulders over the sidp of the chute and underneath the chute gate when he touched the hung-up 
muck with the blasting-pole. The muck came down suddenly and pinned him by the head in 
the angle between the side of the chute and the chute gate, breaking his neck. The powder charge 
exploded before his body was released. Accidental death with no blame attached to anyone.

Esko Heikkila, Finn, aged 46, married, employed as a timberman, and 
William Heino, Finn, aged 48, married, employed as a timberman, were killed 
at the Frood mine at about 9.45 A.M. on January 10, when they fell down No. 3 
ore-pass from the 2,400- to the 2,800-foot level, a distance of about 450 feet on 
the incline, following the collapse of the staging on which they were working.

No. 3 ore-pass extends from the 2,000- to the 2,800-foot level at an
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inclination of about 65 degrees. There is a grizzly and Granby car tipple at the 
2,000-, 2,200-, and 2,400-foot levels, and a control chute at the 2,400- and 2,800- 
foot levels. These chutes are 4^ feet wide inside, having bottoms at 35 degrees, 
and steel liners on the sides and bottom. They are equipped with baffle-type 
control gates operated by air cylinders.

It was found that the control chute and gate at the 2,400-foot level were 
badly worn, and the construction foreman, M. I/ahti, was instructed to have them 
replaced. He assigned O. Tolonen and A. Poutanen, both experienced con 
struction timbermen, to this work on January 5. On that date they covered 
the grizzly on the 2,000- and 2,200-foot levels, and cleaned down the pass to the 
2,400-foot level. On January 6 they constructed a staging in the control chute 
at the 2,400-foot level, and started the construction of a bulkhead at the throat 
of the chute above the gate. This bulkhead was completed on January 7. No 
work was done on Sunday, January 8. On January 9 the chute gate was taken 
off, and it was left on the staging overnight.

On the morning of January 10 I/ahti assigned Heikkila and Heino to assist 
Tolonen and Poutanen. The four men removed the chute gate proper, which 
weighed about a ton, from the west end of the staging, where it had been partially 
supported by the chute bottom, and put it on the floor of the level. They were 
about to remove the chute-gate counterbalance, also weighing about a ton, from 
the east end of the staging when H. Gascon arrived with an oxy-acetylene torch 
to cut off the heads of the bolts holding the steel liners in place. Heikkila and 
Heino assisted him in this work while the other two men went for a truck on which 
to load the old chute gate. Gascon completed his work and left Heikkila and 
Heino to pry off the liners. Tolonen and Poutanen had returned and were then 
standing on the level near the south side of the chute. Heikkila had just started 
to pry off the top liner on the west half of the south side with a pinch bar, with 
Heino standing on the staging beside him, when the staging suddenly collapsed 
and they fell down the pass. All of the staging-planks and the east bearing- 
timber supporting them went down also, but the chute-gate counterbalance was 
still attached to the air-cylinder cable and did not go down. The bodies of the 
two men were found in the control chute at the 2,800-foot level, where they had 
been stopped by the closed gate. They had both sustained multiple fractures 
of the skull in addition to other injuries.

An investigation revealed that the south end of the east 6- by 8-inch bearing- 
timber had been placed on top of the east end of the chute side timbers. These 
consisted of 6- by 10-inch timbers on edge, faced on the inside with 3-inch plank. 
There were originally six of these timbers, varying from 11 to 13 feet in length, 
in the east half of the south side of the chute. Only three of these, the top two 
and the bottom one, were there when the staging was constructed, and the liners 
were missing from this section. The top timber was bolted to a 12- by 12-inch 
post located near the centre of this section, while the second one was bolted to 
this post and to a similar post at its west end. These two timbers were at that 
time faced on the inside with 3-inch plank to a depth of 14 inches, and butted on 
the incline at the east end against a vertical timber brattice which deflected the 
ore in the chute from the 2,400-foot-level grizzly. The south-side chute-timbers 
were backed by concrete up to the floor of the level, and the east end of the top 
timber was about 1^ feet below the top of this concrete. The north end of this 
east bearing-timber was supported by broken rock behind the north side of the 
chute. The west bearing-timber was about 9)4 feet from the east bearing- 
timber, and was resting on the rock bottom of the pass inside the chute where it 
had been wedged in place. There was a double layer of unspiked 4- by 10-inch
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planks, 11 feet long, on top of the bearing-timbers at the time of the accident. 
The collapse of the staging occurred when the lower of the two topside timbers, 
on which the east bearing-timber was resting, fractured at the bolt near the 
centre of its length. The unattached east end of this fractured timber dropped 
downwards, swinging the entire top timber and 3-inch planking with it, and 
permitted the east bearing-timber to fall out and go down the pass. The frac 
tured timber proved to be rotten, having been in place about eight years.

Lahti stated that he had visited the job on the morning of January 6 before 
the staging had been started, and instructed Tolonen and Poutanen to place 
the south end of the east bearing-timber on the chute side timbers. He sounded 
the top timber and the 3-inch lining with a bar, and assumed without further 
inspection that all of the chute side timbers on this side were still in place as 
they were on the north side. Tolonen and Poutanen did not advise him other 
wise after they had gone into the chute to build the staging, nor did they make 
any further inspection of the remaining timbers. I/ahti again visited the job 
on the afternoon of January 7, when he instructed them to put a second layer of 
4-inch planks on the staging before taking off the chute gate. This was done.

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

E. Heikkila, age 46, and W. Heino, age 48, both employed as timbermen at the Frood mine 
of the International Nickel Company, were killed at 9.45 A.M. on January 10, 1939, when they 
fell down No. 3 ore-pass from the 2,400- to the 2,800-foot level, about 450 feet on the incline. 
From evidence given these men were working on a timber platform located inside the control 
chute at the 2,400-foot level. The south end of the bearing-timber supporting the east end of the 
platform was resting on what remained of the chute-timber at that point, and the north end was 
resting on broken rock outside the chute. The chute-timber on which this bearing-timber was 
resting suddenly gave way and the platform collapsed causing the men to go down the ore-pass. 
On inspection after the accident one of these chute-timbers proved to be rotten and had broken, 
which was the cause of the collapse of the platform. It further appears from the evidence that 
an incomplete inspection was made of the chute-timber before placing the bearing-timber on them, 
and I find that the responsibility for this incomplete inspection lies with the foreman, M. Lahti, 
and the men who constructed the platform, A. Poutanen and O. Tolonen.

Kino Laurila, Finn, aged 34, single, and Hugo Koski, Finn, aged 45, widower, 
both employed as timbermen, were killed at the Frood mine at about 6 P.M., 
February 21, when they were buried in a run of fines in the 2,800-foot level ore- 
pocket at No. 3 shaft.

The No. 3 shaft ore-pass system delivers ore to a crusher at the 2,800-foot 
level. This crusher discharges into an ore-pocket which leads to a loading- 
station located in No. 3 shaft about 160 feet below the level. The pocket is 
about 8 by 14 feet in section, and is at an inclination of about 65 degrees. The 
loading-station has two chutes, each 3 feet wide, from the pocket. They are 
separated by a concrete pier, 3^ feet wide, and have a concrete brow. The 
concrete is faced with steel liner plates for protection.

It was found on inspection some days previous to the accident that the rock 
above the concrete brow had been cut back towards the shaft by the passage 
of ore over a period of years, and it was decided to fill in this cut with concrete 
and face it with plates. Instructions were given to H. Milks, construction fore 
man, to have his crew do this work.

The preparatory work was started by the 12 P.M. to 8 A.M. shift on February 
21. The ore-passes and feed-roll chute were blocked off, then two boatswain's 
chairs were slung on ropes from the 2,800-foot level and the scaling down of the 
pocket was started. This was completed by the 8 A.M. to 4 P.M. shift, who found 
loose ore on the footwall in a section extending from 35 to 60 feet above the load 
ing-station brow. This was cleaned down by 4 p.M., when Assistant Superin-
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tendent T. Gaetz, Foreman H. Milks, and the leader of the 4 P.M. to 12 P.M. crew, 
M. Lahti, went into the pocket from the loading-station. They found that a 
false bottom of supposedly hard-packed fines had been built up on the footwall 
which extended from the chutes for a distance of about 35 feet on. the slope. 
Milks climbed up to the top of this section and was satisfied by his inspection 
that there was no danger of these fines running. It was then determined that 
there was not sufficient clearance on the footwall immediately above the south 
chute to bring materials through it, and that it would be necessary to excavate 
the fines in this location to make clearance. It was decided to place a timber 
stull across the footwall fines about 12 feet on the slope above the brow, and to 
drive spiling-boards down as the excavation progressed below this point, with a 
second stull to be placed about 2 feet vertically below the first one to support 
the lower end of the board when sufficient room has been made. This timbering 
was to hold back the fines above if they were disturbed by the excavation work. 

Gaetz and Milks left at about 4.30 P.M. and Lahti called in three of his crew, 
H. Koski, E. Laurila, and T. Penttila, from the loading-station and told them 
what was to be done. Lahti then went up to the 2,400-foot level and obtained 
two men, whom he took to the 2,800-foot level to assist with the boatswain's 
chair ropes, where he already had three men. He sent one of the latter, H. 
Dmytryszyn, down to the pocket by way of the shaft, and followed him shortly 
afterwards. Lahti entered the pocket about 6 P.M. and found that only the 
measurement for the first stull had been taken. The two chairs were hanging 
against the footwall fines just below the location for the stull. Laurila and 
Penttila were on the chair on the north side, and Koski was on the chair on the 
south side. They were wearing safety belts which were attached by ropes to the 
chair ropes. Dmytryszyn then climbed up on the south chair with Koski, 
while Lahti remained standing in front of the north chute. A moment later 
the fines above started to run.

All the men on the chairs, except Dmytryszyn, were knocked off the chairs 
and drawn towards the south chute. When the run stopped Koski and Laurila 
had disappeared. Penttila was jammed against the pier dividing the chutes, 
and was covered up to the shoulders in fines. Lahti was covered up to the waist, 
while Dmytryszyn was free, as he had managed to hang on to the chair ropes. 

The weight of the fines on the chairs put a heavy strain on the ropes sup 
porting them, which was observed by the men above. They shouted down to the 
survivors below and were told to pull the south chute. About 30 tons were 
pulled during recovery operations. The body of Koski was recovered from the 
upper part of the chute at about 6.35 P.M., while that of Laurila was recovered 
at about 6.55 P.M. from a position just below that of Penttila. The latter 
suffered severe bruising and shock, but the other two survivors were uninjured. 

An inquest was held at Frood on March 15 by Chief Coroner P. E. La- 
flamme, M.D. His verdict was as follows: 

Hugo Koski, Finn, age 45, and Kino Laurila, Finn, age 34, both employed as timbermen 
at Frood mine of the International Nickel Company, died from suffocation about 6 P.M., February 
21, 1939, when they were buried in a run of fine ore in the 2,800-foot level ore-pocket at No. 3 
shaft. From evidence given it appears that about 4 P.M. on the afternoon of the 21st of February, 
and after the ore-pocket had been cleaned down from the top, an inspection of the ore-pocket was 
made by mine officials and same was considered in a safe condition for workmen to go in the 
pocket and make repairs. The two deceased men were standing on boatswain's chairs when 
without warning a run of fine ore occurred on the footwall burying the two deceased men and 
causing their death as aforesaid. During a period of years in which this ore-pocket was being 
operated this fine ore had built up on the footwall near the bottom of the pocket, and had ap 
parently become cemented through oxidation giving it a hard surface which appeared to extend 
to the footwall. Both deaths were accidental.



33

Thomas Roots, British, aged 27, married, employed as a timberman at the 
Frood mine, was fatally injured in No. 38.75 stope on the 2,200-foot level, 
about 9.15 A.M., on October 18.

This is a filled square-set stope, six sets wide, in which the eleventh cut 
was being mined towards the hangingwall. The leading row of sets was about 
6 feet behind the breast, and 33 feet from the hangingwall.

On the morning of October 18 Roots was instructed to put out two boom 
timbers ahead of the second set from the north pillar, and cover them over to 
give protection while the muck was removed and a set installed. He put out 
the booms and placed a bulkhead timber on top of them. He then took a piece 
of blocking, about 2^ feet long, and had just inserted it between the bulkhead 
timber and the stope back, when he slipped and fell from the chunk of ore on 
which he was standing. The top of this chunk was about 6 feet below the top 
of the bulkhead timber, and projected about 2 feet above the sloping muck pile. 
He landed on the muck pile in a sitting position. In falling, the electric-light 
battery suspended from his belt apparently struck the chunk on which he had 
been standing, and was driven into his lower left ribs. He sustained fractures 
of several ribs, severe crushing of the lower chest, and severe shock. He died 
in the Copper Cliff hospital at 12.45 A.M., on October 19.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Frood, 
on November 10. His verdict was as follows: 

Thomas Roots, aged 27, employed as a timberman in No. 38.75 stope, 2,200-foot level, 
at the Frood mine of the International Nickel Company, died at 12.45 A.M. on October 19, 1939, 
at the Copper Cliff hospital from injuries received about 9.15 A.M. on October 18. From evidence 
given, he was inserting blocking between a timber, placed across two booms, and the roof of the 
stope. He apparently slipped while standing on a large chunk in the muck pile to do this work, 
and fell in such a manner that the electric-lamp battery on his belt hit this chunk, and was driven 
up into the left side of his chest. Death was accidental with no blame attached to anyone.

Joseph Martin, British, aged 25, married, employed as a pillar leader at the 
Frood mine, was killed by a run of fill in No. 24 sill pillar on the 2,400-foot level, 
about 8.30 P.M., on October 30.

This section of the orebody is laid out with 45-foot stopes and 35-foot 
vertical pillars, extending from footwall to hangingwall, which are superimposed 
from level to level. The sill, or first floor, in No. 24 stope, 2,400-foot level, was 
cut out 40 feet above the level, leaving a horizontal sill pillar, 45 feet wide, 
between the sill floor and the level. The sill timbering in this filled square-set 
stope was laid down early in 1930 in advance of filling. It consisted of 4- by 
10-inch cedar stringers, 11 feet long, laid on the solid ore across the width of the 
stope at 5^-foot centres, which were covered with double 2-inch cedar planks, 
11 feet long, laid from footwall to hangingwall and staggered to cover the joints. 
The square sets were installed at 5J^-foot centres, with the posts on top of the 
sill stringers. Waste rock from the Creighton mine was used for back fill. 
No. 24 sill pillar is being mined in four blocks from footwall to hangingwall. 
Each block is two sets wide, six sets high, and about eighteen sets long. The 
two centre blocks were mined prior to 1937, the north block was mined in 1938, 
and the south block was started in 1938.

At the time of the accident, the fourth floor (above the level) in the south 
block had been completed. Seven sets had been installed on the north side, 
and two sets on the south or pillar side, on the fifth floor. The ore above these 
sets had broken up one set to the sill floor of the stope, and the sixth floor sets 
had been installed over them to support the exposed sill-floor timbering.

At noon on October 30, the day-shift in this sill pillar blasted out room for
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a third set on the south side of the fifth floor, and the ore broke up to the sill 
floor as before. They blasted some large chunks in the muck pile when going 
off shift. The afternoon-shift, consisting of Stope Leader J. Martin and Timber- 
man S. Fursch, started to scale and trim down the muck pile preparatory to 
standing the double set. General Mine Foreman J. Cullen visited them about 
7 P.M., and instructed them to put out boom timbers immediately to support the 
sill floor. Mine regulations require that boom timbers be put out for protection 
before any work is done ahead of square sets. However, instead of doing this, 
they finished what they were doing, and then started to lay plank on the fifth 
floor directly under the unsupported sill floor. Fursch asked Martin if they were 
going to put out the booms as instructed by Cullen, and Martin replied that the 
sill floor was safe enough without them. Fursch was getting more plank for 
Martin, about 8.30 P.M., when the unsupported sill-floor planking suddenly gave 
way, and about 20 tons of fill ran down from the stope above. Martin was 
knocked down and buried under the fill. He was released at 8.45 P.M., but life 
was extinct. A chunk weighing about 70 pounds was found lying across his 
shoulders. He had sustained multiple contusions of his entire body, several 
fractured ribs, a possible fractured skull, and asphyxiation.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Frood, 
on November 22. His verdict was as follows: 

Joseph Martin, aged 25, employed as a leader in No. 24 sill pillar, 2,400-foot level, at the 
Frood mine of the International Nickel Company, was killed about 8.30 P.M. on October 30, 
1939, when he was buried in a run of fill from the stope above. From evidence given, he was 
laying a plank floor ahead of the square sets preparatory to standing a double set immediately 
underneath the sill floor of No. 24 stope, The exposed sill-floor planking above him suddenly 
gave way, and about 20 tons of fill ran out of the stope and buried him. He had been warned 
about 7 P.M. by J. Cullen, general mine foreman, to put out timber booms to support the exposed 
sill floor ahead of the sets before working underneath it, but failed to do so. Death was acci 
dental with no blame attached to anyone.

Carlo Vitucci, naturalized British subject of Italian birth, aged 38, married, 
employed as a driller at the Garson mine, was instantly killed about 9.35 P.M., 
on September 22, when he fell into No. 11-0 ore-pass on the 8th level.

The shrinkage ore in the west half of No. 8-1 stope, 8th level, is pulled 
through two box-holes, Nos. 11-2-14 and 11-2-15, on the north side of No. 11-2 
drift into No. 11-0 ore-pass. This ore-pass discharges the ore into No. 10-1 
extension stope, now mined out, from where it is pulled into cars on the 10th 
level. The top of the ore-pass is covered with a horizontal timber platform, in 
which there is a pair of hinged doors in front of each of the two box-holes, which 
discharge into the pass at an angle of 104 degrees to each other. There is a 
safety belt, fastened by a chain to a rock-bolt, on the north and south sides of the 
platform. The discharge of ore from the box-holes is controlled by stop-logs.

The afternoon-shift crew in No. 8-1 stope on September 22 consisted of 
Vitucci and his partner, Patrick Sullivan. They found that the broken ore in 
the stope was too high for them to set up their drills, so they started to pull 
No. 11-2-15 box-hole. They continued to pull this box-hole, with eleven blasts 
to dislodge large chunks, until about 9.30 P.M., when another chunk became hung 
up. Sullivan took off the north safety belt and left to get powder with which to 
blast, leaving the 10-foot pipe-bar which he had been using lying on the platform. 
As he left, Vitucci took off his gloves and started to unfasten his safety belt 
with the expressed intention of visiting the stope to see if they had pulled 
enough ore.

Vitucci was missing when Sullivan returned with the powder. The ore-pass 
doors were still open, and the pipe-bar which Sullivan had left on the platform
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was lying across the opening with one end inside the chute. The hung-up ore 
had been dislodged and was down against the stop-log. The south safety belt 
and Vitucci's gloves were lying on the platform. A general search was instituted 
about 10.30 P.M., after Sullivan had visited the stope and failed to find him there.

He was found at 12.28 A.M. in No. 10-1 extension stope, about 175 feet below 
the 8th level, buried head first to the waist in the broken ore over No. 26 box-hole. 
His hat had been pulled out of this box-hole about 10.15 P.M. before the loading- 
crew knew that he was missing, following which No. 25 box-hole was pulled 
empty as a means of access to the stope. He had sustained fractures of the 
skull, neck, and pelvis, also multiple fractures of limbs and ribs.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Garson, 
on October 5. His verdict was as follows: 

Carlo Vitucci, age 38, employed as a driller at the Garson mine of the International Nicke 
Company, was instantly killed about 9.35 P.M. on September 22, 1939, when he fell into No. 11-0 
ore-pass on the 8th level. From evidence given, Vitucci and P. Sullivan had been pulling ore 
from No. 11-2-15 box-hole on the 8th level into this ore-pass. The box-hole became blocked with 
a large chunk and Sullivan left to get powder to blast it. Vitucci was then taking off his 
safety belt with the intention of visiting No. 8-1 stope above to see if they had pulled enough 
ore to make room for their drills. When Sullivan returned Vitucci was missing, and was later 
found in No. 10-1 extension stope, into which the ore-pass discharges, having fallen about 175 
feet. A 10-foot pipe, which Sullivan had left on the platform, wa's found projecting from the 
box-hole, and the large chunk had moved down about 4 feet. It is thought likely that Vitucci 
had attempted to dislodge the chunk with the pipe after taking off his safety belt, and the sudden 
movement of the chunk caused him to lose his balance and fall into the ore-pass. Accidental 
death with no blame attached to anyone.

Gaitan Belanger, British, aged 23, single, employed as a switchman at the 
Levack mine, was fatally injured about l A.M., on January 13, at No. 2 ore-pass 
grizzly on the 7th level, when hit by his moving train. He sustained a dislocation 
fracture of the neck and a fracture of the left lower jaw. He died in the Levack 
emergency hospital at 8.40 P.M., on January 14, death being attributed to spinal 
shock.

No. 2 ore-pass grizzly on the 7th level is located on the west side of No. 7-2 
crosscut. It is about 14 feet long by 5 feet wide, with the top about 13 inches 
below the base of rail. There is a timber platform about 3 feet wide adjoining 
the north end of the grizzly at the same elevation. In front of the grizzly there 
is a 10- by 10-inch timber running horizontally about 3 feet above the base of 
rail to prevent the cars from turning over when dumping. This timber is about 
20 feet long, and is framed into 10- by 10-inch posts at the ends. The north post 
is at the northeast corner of the platform adjoining the grizzly. There is a ramp 
on the east side of the track to dump the 56-cubic-foot Granby-type cars which 
are used with 6-ton battery locomotives. Under ordinary circumstances the 
car doors are completely closed, and the car bodies upright, by the time they 
reach the posts at either end of the grizzly, giving a minimum clearance of 
1^ feet between the cars and the posts.

Belanger was on duty for the first time as a regular switchman on the 
afternoon-shift of January 12 when the accident occurred. He had had six days 
training with a regular switchman, followed by an examination by the safety 
department. He had been previously employed as a chute blaster, and had 
worked at Levack since September, 1937.

Shortly before l A.M. on January 13 a train of six cars was loaded in No. 4-2 
crosscut to be dumped in No. 2 ore-pass. Belanger was the switchman, with 
Level Boss P. Mallette acting as motorman during the absence of the regular 
motorman. The train entered No. 7-2 crosscut with the motor in front and 
travelled south to the grizzly, where the first five cars were dumped by the ramp
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without incident. The sixth car, however, contained a large chunk weighing 
about 500 pounds. This chunk became wedged in the door-opening when the 
car was dumped and prevented the body of the car from returning upright and 
closing the door after it passed the peak of the ramp. Belanger then stopped 
the train by a whistle signal to Mallette. He then, by whistle signals, had 
Mallette move this car backwards and forwards over the ramp. Mallette did 
not receive a stop whistle during the second movement from south to north, 
and stopped the train on his own accord when the sixth car reached the north post. 
He shouted to Belanger, but received no answer, then moved the train about 2 
feet to the south and ran down to see what had happened. He found Belanger 
lying on his face on the platform adjoining the north end of the grizzly with his 
head near the north post. His hard hat was lying beside his head with the right 
side crushed, and his carbide lamp undamaged and still attached to it. The large 
chunk was still in the sixth car with the car body tilted over against the hori 
zontal timber, and the car door open.

Belanger was conscious but his legs and arms were paralysed. He stated 
in hospital that he had been attempting to bar the chunk out of the car as it. 
moved towards him. The chunk shifted and he slipped and was jammed against 
the north post by the open car door before he could whistle to Mallette to stop 
the train.

An inquest was held at Levack, on January 31, by Chief Coroner P. E. 
Laflamme, M.D. His verdict was as follows: 

Gaitan Belanger, age 23, died on January 14, 1939, at 8.40 P.M. at Levack hospital from 
injuries received on January 13, 1939, at l A.M., at Levack mine of the International Nickel 
Company. Belanger was acting as a switchman in dumping a train of six cars of ore on No. 2 
ore-pass grizzly-7th level. Five cars had been dumped normally when a large piece of ore was 
caught in the door of the sixth car, and in jerking the train in both directions and with Belanger 
using a bar to dislodge that piece, he was hit by the end of the car. Death was accidental.

Josephat Guimond, British, aged 29, single, employed as a shoveller at the 
Levack mine, was fatally injured about 7.30 P.M., on September l, by a fall of 
ground in No. 1-1 stope on the lith level.

This stope was started as a cut-and-fill operation, but heavy ground was 
encountered in the centre section around the fill-raise and 18 rows of square sets 
were placed in this area. The stope is about 300 feet long from foot to hanging- 
wall, and about 27 feet wide. Chutes are located at 22-foot centres down the 
middle of it, and cribs are built on top of the chutes outside the square-set area 
to support the back as mining progresses. At the time of the accident the eighth 
cut was being mined southwards from the square sets toward the hangingwalL 
The breast was about 90 feet from the square sets and 20 feet from the hanging- 
wall. The back of the new cut was supported by three cribs over the chutes. 
Several days previously some loose rock had been found in the back near the 
east side of the centre crib, and it had been posted up following an attempt to 
scale it down. Guard rails were then put around this area, extending from the 
east pillar to the south crib, from the south to the centre crib, and from the 
latter to the east pillar.

The crew in this stope on the 5 P.M. to l A.M. shift, on September l, was in 
charge of Stope Boss O. Birch. On entering the stope he found that the guard 
rail between the east pillar and the south crib had been broken by blockhole- 
blasting by the off-going shift. A new one was then put up by Birch and Gui 
mond. About 6 P.M. Shift Boss D. Brown visited the stope, and had Birch 
sound the back in his presence, including that inside the fenced area. It sounded 
in good condition, except for the part which had been posted up. Brown then
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instructed Birch to have some large chunks in the muck pile sand-blasted. This 
was done about 7 P.M., and the crew re-entered the stope about 7.20 P.M. Birch 
went towards the muck pile to see the result of the blast, and was followed by 
Guimond and another shoveller, C. Doric. He told Guimond to get a shovel 
and clean up the floor, and then went up on the east side of the muck pile. 
Guimond asked Doric to give him a light for his lamp, following which Doric 
started to shovel at the west side of the muck pile. Neither Birch nor Doric 
saw Guimond again until after the accident. A few moments later cracking noises 
were heard, and Birch yelled to his crew to get out of the stope, then started to 
run towards the west pillar. He was about half way across when a fall of ground 
occurred, followed by groans. Guimond was found lying inside the area which 
had been fenced off, about half way between the line of cribs and the east pillar, 
where he had been struck by the east end of the fall of ground. The fall had 
come from an inclined slip in the back between the south and centre cribs to the 
south of the posted-up section, which was still in place. The guard-rail between 
the east pillar and the south crib had been knocked out. No tools were found 
in the vicinity of Guimond, and his lamp was missing.

Guimond sustained fractures of the skull, pelvis, and right leg, and a ruptured 
kidney. He died in the Levack hospital at midnight the same day, from shock 
due to his multiple injuries.

It is possible that the guard-rail was knocked out by the blasting at 7 P.M., 
as it had been at the end of the previous shift. It is believed likely that Guimond 
was on the east side of the stope near the muck pile when the cracking commenced, 
and that he then started to run north and entered the previously fenced-off area 
in confusion.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Levack, 
on September 28. His verdict was as follows: 

Josephat Guimond, age 29, employed as a shoveller in 1-1 stope, lith level, at the Levack 
mine of the International Nickel Company, died at midnight on September l, 1939, at the Levack 
hospital, from injuries received at 7.30 P.M. the same day. From evidence given, he had just 
returned to the stope floor after some large chunks in the muck pile had been blasted when about 
500 pounds of rock fell from the roof of the stope, part of which struck him on the head and back. 
Accidental death with no blame attached to anyone.

George Chatlain, British, aged 24, married, employed as a stope leader at 
the Levack mine, was instantly killed about 11 A.M., on October 14, when he 
was carried by a run of ore into No. 15 chute, No. 1-3 stope, on the lith level.

This is a cut-and-fill stope in which the chutes are located at 22-foot centres 
along the centre line of the stope. At the time of the accident the seventh cut, 
about 365 feet long and 27 feet wide, had been mined. The broken ore from this 
cut had been removed with the exception of a pile on the footwall, which extended 
out for a distance of about 20 feet and covered No. 15 chute to a height of about 
8 feet.

It was found that the ore in this chute was hung up about 22 feet from the 
brow of the chute, and Stope Boss J. Jones made an unsuccessful attempt to get 
it down with a pole-blast about 3 P.M., on October 13. He made another similar 
attempt about 9 A.M., on October 14, which caused a slight settlement in the 
muck pile over the chute but did not bring down the hung-up ore. A third 
attempt about 10 A.M. also failed, but it caused a fissure in the muck pile which 
exposed large chunks over the chute. Jones, assisted by Stope Leader Chatlain, 
then placed five sand-blasts on the exposed chunks in an effort to open up the 
chute from above. He left the stope after the fuses were lit to visit No. 3-1 stope,
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and, before leaving, instructed Chatlain to wait until he came back before in 
vestigating the result of the sand-blasts.

Chatlain did not wait for Jones to return, but went up on top of the muck 
pile with a bar, about 11 A.M. He was prying at the muck when it suddenly 
ran into the chute and carried him with it, leaving a crater with almost vertical 
walls in the pile. The two centre rails in the grizzly which covered the chute 
were missing. The ore in the chute was found to be hung up about 4 feet above 
the brow of the chute, and Chatlain's right arm and part of his face could be 
seen just above this point. His body was recovered at 12.45 P.M. He had 
sustained multiple fractures of the skull, and fractures of the jaws, thighs, and 
legs. His left ear was nearly severed, and there was a deep wound in the left 
side of his neck. '

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Levack, 
on October 26. His verdict was as follows: 

George Chatlain, aged 24, employed as a stope leader in No. 1-3 stope, lith level, at the 
Levack mine of the International Nickel Company, was instantly killed about 11 A.M. on October 
14, 1939, when a run of ore from a muck pile in this stope carried him with it into No. 15 chute. 
From evidence given, this chute had been hung up since the previous day, and had been blasted 
three times without success. A few minutes before the accident some chunks in the muck pile 
directly over the chute had been blasted by Chatlain and Stope Boss J. Jones to try and open 
up the chute from above. Jones instructed Chatlain to await his return from another stope 
before approaching the muck pile after this blast, but Chatlain failed to do so. He returned to it, 
and was standing on top of the muck which covered this chute to a height of 8 feet, and was 
poking at it with a bar when the run of ore occurred, carrying him into the chute. Death was 
accidental, with no blame attached to anyone.

Jalda Gold Mines, Limited

William Duchak, Roumanian, aged 41 years, single, employed at the Jalda 
mine as a shaftman, was instantly killed about 8.30 A.M., December 15, when he 
was picked up by the hood of the ascending cage at the 150-foot level, and carried 
up to the station brow, where he fell off and down the shaft into the sump below 
the bottom or 300-foot level. He had been employed at the Jalda mine since 
July 22, 1939,, chiefly in shaft work.

The Jalda shaft is a 6- by 16-foot vertical opening divided into three 4-foot 
8-inch compartments consisting of two hoisting-compartments and a manway. 
The long axis of the shaft is north and south and the manway is in the north 
compartment.

The sinking of the shaft commenced on August 31, 1939, and was completed 
to 323 feet on December 9, with double stations, 17 by 17 feet, cut at 150 and 
300 feet. Development started on the 300-foot level first, but on December 14 
Duchak, with John Brkljaca as helper, was detailed to the 150-foot level to set 
up at the southeast corner of the east-side station to drill a slash to square-up 
the south wall preparatory to drifting south from that corner. On the morning 
of the 15th the same men returned to the 150-foot level to start the south drift.

The machine was set up and hoses were connected to the supply lines in the 
northwest corner of the manway. Duchak had turned on the air to the machine 
but there was a leakage and Brkljaca entered the manway to locate the leak and 
gave 8 bells on the bell:cord, which is located on the west side of the shaft, 
signalling surface to shut off the compressor. He asked Duchak to bring him 
a wrench to tighten the air-valve which he had found to be leaking. Brkljaca 
then stepped into the west station to roll a cigarette. Duchak brought the 
wrench, but as Brkljaca was not there to receive it he straddled the corner of the 
hoisting-compartment next to the manway and bent down to place the wrench
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on the manway platform. He was lifted on the hood of the ascending cage, 
carried up about 16 feet to the top of the station brow, where he was knocked off 
by the timbers and fell down the cage-compartment to the sump below the 
300-foot level.

The south compartment was loosely lagged with round timber to a height 
of 4 feet 4 inches. The centre compartment had a 2-inch pipe-bar across it 
3 feet 4 inches above the floor of the station, and the manway had five pieces of 
6-inch lagging in a height of 4 feet 8 inches. The fourth piece of lagging, which 
would be opposite the end of the pipe-bar across the centre compartment, was off. 
There was muck about 2^ feet high against the lagging of the manway. There 
were no lining-boards or partition between the hoisting-compartment and the 
manway. These boards were not installed before work was started on the station 
because of the closeness of the blasting.

Evidence showed that Brkljaca has just previously gone into the manway 
across the same corner of the hoisting-compartment, rather than directly into 
the manway over the lagging, but that he had first taken the precaution to note 
that the hoisting-rope was stationary. Duchak followed the same route, but 
apparently did not take the same precaution.

An inquest was held at the mine by Coroner J. T. Goodison, M.D., of Red 
Lake, on December 20. The following verdict was returned by the coroner: 

William Duchak came to his death accidentally, the result of multiple fractures of the body 
and head at about 8.30 A.M., of December 15th, 1939, in the shaft of the Jalda gold mines, Uchi 
Lake, Ontario. From the evidence produced at the inquest it is my opinion that the accident 
which caused the death of William Duchak resulted from him crossing the hoisting-compartment 
in the shaft and being knocked down the shaft by a rising cage, instead of entering the manway 
compartment in the usual safe manner by removing the lagging which was in front of the said 
compartment.

Lake Shore Mines, Limited

Sam Braaten and Michael Harrington were crushed to death in No. 3,502 E 
drift about 550 feet east of the main crosscut on the 3,575-foot level of the Lake 
Shore mine, on March 11, at 8.14 P.M. A section of drift timber, 30 feet long, 
collapsed and buried the men when a rock burst occurred. Sam Braaten, British, 
aged 29, married, with one child, employed as a runner, had worked at the Lake 
Shore mine since August 22, 1935. Michael Harrington, British, aged 28, 
married, with one child, employed as a helper, had worked at the Lake Shore 
mine since July 15, 1936. Braaten sustained injuries consisting of a broken neck, 
fractured skull, crushing of chest and fractures of the right leg. Harrington's 
injuries consisted of a broken neck, crushing of the chest, and head lacerations.

Herb Levon, helper, was also buried in the same caved timber but was 
rescued with minor lacerations of the head and face. R. Bates, a runner working 
in No. 3,502 E Section 5 stope, above the cave, suffered lacerations of the head, 
back and arms from spawling rock, but was able to make his way up to the 
3,450-foot level to safety.

The centre of the rock burst was possibly near the elevation of the 3,450-foot 
level somewhere in the walls. The effects of the burst were evident along the 
south vein over a section extending from a line about 300 feet east of the main 
crosscut for a distance of about 600 feet horizontally, and from the 3,200-foot 
level to the 3,700-foot level vertically. In the section affected, the walls of a 
number of rills were shattered and the rills filled with the spawled rock. In the 
drifts, the walls showed considerable shattering and spawling. A great number 
of drift caps were broken, and in a number of places sections of the drift timber 
from 10 to 30 feet in length collapsed and blocked the drift. It was at one of
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these collapsed sections of drift, in No. 3,502 E drift immediately over No. 
3,702 K Section 6-1 stope that Braaten, Harrington and Le von were buried.

On the day-shift of March 11, the last breast in No. 3,702 E Section 6-1 sill, 
coming up to the 3,575-foot level, was blasted at the end of the shift, at 2.30 P.M. 
Thirty-five sticks of powder for ten holes, with safety fuse, were used. On the 
night-shift of March 11, Braaten and Le von were engaged in timbering this sec 
tion of ground broken on day-shift, up to the sill timbers. Previous to the 
accident they had scaled the walls and breast and were ready to timber. At this 
time Harrington came over from his working-place in No. 3,701 E Section 5 stope 
to borrow a load of planks. At the time the burst occurred Braaten was seated 
on a square-set post at the south side of the drift. Harrington was sitting on 
the south longitudinal sill timber just west of Braaten. They were both just 
above the open stope. Levon was seated on some timber about 8 feet east of 
Braaten. After the rock burst occurred Alex. Gill, Harrington's partner, and 
runner in No. 3,701 E Section 5 stope, in company with Jim Gannon, runner in 
No. 3,707 E stope, went in search of Harrington. They finally proceeded to the 
3,700-foot level, up the east rill of No. 3,702 E Section 6-2 to the scene of the 
accident, 45 feet west of the manway of this rill. They found the drift timber 
collapsed and no sign of any of the men. They immediately commenced to open 
up the drift. Levon was rescued just a few feet inside the collapsed timber at 
about 9 P.M. Just at this time H. McPhail, mine captain, and George Needham, 
shift boss, arrived. A larger crew was organized. Braaten's body was recovered 
at 12.30 A.M., March 12, and Harrington's body at 12.50 A.M. While these 
recovery operations at the east end of the cave were proceeding, another crew 
was working from the west or outside end of the cave.

An inquest was held at Kirkland Lake Town Hall on March 22, at 7.30 P.M., 
before Coroner R. H. Armstrong, M.D. The jury returned the following 
verdict: 

We, the jury, find that Michael Harrington and Sam Braaten came to their death accidentally 
at the Lake Shore Mines on the lith day of March, 1939.

Malcolm MacLeod, British, aged 37, married, with two children, employed 
since August, 1937, by the Lake Shore Mines, Limited, as a shaftman, died on 
October 6, in Kirkland District Hospital, as a result of injuries received in No. 6 
internal shaft on September 14.

No. 6 internal shaft has five compartments. These consist of two skip 
compartments, a large cage compartment, and a centre compartment divided 
into a manway and a counterweight compartment. The shaft-set members are 
steel; outside steel dimensions are 13 feet 5J^ inches by 17 feet l 7/^ inches; 
rock excavation is about 15 feet 6 inches by 19 feet. The collar of the shaft is 
at the 3,950-foot level, and on September 14 the bottom of the shaft was ap 
proximately 125 feet below the 4,450-foot level. The shaft-sets are kept close to 
the face, the average distance from the face on September 14 being 10 feet.

The walls and ends of the shaft were concreted from the blasting-set to the 
collar, with the exception of occasional sets. For a distance of 30 feet above the 
blasting-set concrete was continuous. When it is considered advisable as a 
precautionary measure, the practice is to concrete to the shaft face.

The day-shift of September 14, consisting of G. Dickinson, shaft leader, 
and M. MacLeod, P. Miletovich, M. MacDonald, A. Williamson and M. Ragus, 
shaftmen, scaled the walls and mucked. At 9.20 A.M.^only picking of the bottom 
remained to be done. The ground is subject to strain-bursts, usually off the 
bottom; no bursts, however, had been reported since September.
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A strain-burst occurred, affecting an area about 6 by 6 feet on the west wall 
of the shaft. MacLeod, who was standing near the centre of the west wall and 
about 3 feet from it, was knocked over and the lower part of his body was partly 
covered with muck. He was taken to surface and found to have suffered bruises 
on the left ankle, left forearm and back. Medical opinion was to the effect that 
the injuries were not serious and would incapacitate him for a period of ten days 
or two weeks.

MacLeod was given medical attention at his home each day till September 
16, when he suffered an attack involving a severe pain in the side and rise in 
temperature. He was admitted to hospital and appeared to recover. On 
September 24, he suffered a similar attack, from which he recovered. There was 
a third attack on the evening of October 5, and death occurred early on October 6.

An autopsy was performed, the finding of which indicated that death was 
due to pulmonary embolism caused by the injuries incurred on September 14. 
Medical opinion is to the effect that pulmonary embolism is caused by a clot of 
blood having been formed in the vein, freed from the vein wall, carried to the 
lung and lodged there. Such a condition may be caused in three ways; by an 
injury, a slowing of the circulation, or by infection. It is impossible to know of 
the development or to gauge its probability until unusual pains appear. Al 
though pulmonary embolism caused by infection or retarding of circulation is not 
uncommon, the occurrence of it through an injury is extremely rare.

An inquest was held on November 29, at 7.30 P.M., in the Township Hall, 
Kirkland Lake, before Coroner J. F. Edis, M.D. The jury returned the fol 
lowing verdict: 

We find that Malcolm MacLeod came to his death on October 6th, 1939, by embolism of 
the lung caused by accident at or near the 4,575-foot level of No. 6 shaft, Lake Shore Mines, 
Limited, on September 14th, 1939.

A rock burst at the Lake Shore mine, at 12.55 P.M., on October 26, caused 
the death of four men. J. Kovack, naturalized British subject, of Czecho- 
Slovakian origin, aged 39, married, employed at the Lake Shore mine since 
July, 1935, as a helper and runner, was fatally injured in No. 3,501 W Section 6 
stope. S. D. Slack, British, aged 25, married, employed since September, 1936, 
as a mucker and helper, was fatally injured in No. 3,501 W Section 6 stope. 
W. Susla, Ukrainian, aged 35, single, employed since February, 1932, on surface 
and as a runner, was rescued from No. 3,501 W Section 6 stope, and died in 
Kirkland District Hospital at 2.15 P.M., on October 30, as a result of severe shock. 
A. Turus, Ukrainian, aged 32, single, employed since August, 1938, as helper 
and runner, was fatally injured in No. 3,801 W Section 5-2 stope. Kovack 
sustained crushing injuries to the chest, a moderate degree of asphyxiation, 
fractures of the skull, left arm and right leg, and multiple contusions and pressure 
marks. Slack suffered fractures of the skull, spine, pelvis, and right arm, and 
contusions and abrasions. Susla's injuries consisted of contusions of the muscles 
of the legs and thighs, and severe shock. Turus suffered multiple contusions 
on his body, crushing injuries to the chest and ribs, and asphyxiation.

The rock burst apparently centred on the 3,700-foot level of the east fringe 
of a block of ground on the north vein. This block, extending from the 2,700- 
to the 3,950-foot level, was being stoped from the east and the west, the outlines 
of the stopes on each side being kept in an approximately straight line. On the 
2,700-foot level the length of the block is 200 feet; at the 3,325-foot level it is 
360 feet; and at the 3,950-foot level it is 630 feet. At the 3,575-foot level the
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eastern face of the block is 550 feet from the main crosscut. The mining method 
used throughout is square-set-and-fill.

Kovack, Slack, Susla, G. Jones, M. Crowe, and P. Harrington were working 
in No. 3,501 W Section 6 stope. This is a square-set-flat-back stope, 160 feet 
long, 47 feet wide at the east end, and 11 feet wide at the west end. Two cuts 
had been completed and there were eight sets in the third cut at the extreme east 
end of the stope. The ground for a distance of 330 feet to the east had been 
mined to the 3,450-foot level by the square-set-and-fill method. To the east 
of this stope there had been no stoping on the north vein for a distance of 304 
feet, and to the west the first stope on the north vein from No. 3,501 W Section 6 
stope was at a distance of 651 feet.

No. 3,501 W Section 6 stope had given no evidence of spitting ,or cracking 
on the night-shift of October 25, nor in the morning of October 26. When the 
rock burst occurred the stope collapsed and buried the six men. The timber 
of No. 3,501 W drift below the stope collapsed and blocked the drift. On the 
3,450-foot level No. 3,402 W drift was blocked for a distance of 116 feet east of 
No. 3,409 crosscut.

Rescue operations were commenced immediately under the supervision of 
Mine Captains H. McPhail and W. Seines. Medical aid was in attendance. 
Crowe was released at 4.15 P.M., Jones at 5 P.M., Harrington at 5.45 P.M., and 
Susla at 11 P.M., on October 26. Slack's body was recovered at 4.45 A.M., on 
October 27. Death was judged to have been instantaneous. Kovack's body 
was recovered at 2.10 P.M., October 27.

Turus, A. Gray, T. Kulchyski and Stope Boss A. Nelson were working in 
No. 3,801 W Section 5-2 stope. This is a square-set rill-stope. The rill extends 
from a point fifteen sets east of the west margin of the stope to a point 30 feet 
below the 3,700-foot level. The margin of the stope is then vertical to the level.

No. 3,801 W Section 5-2 stope gave no indication of an impending burst 
either on the night-shift of October 25 or the morning of October 26. When the 
rock burst occurred, No. 3,801 W Section 5-2 stope partly collapsed, burying 
Turus. No. 3,801 W drift was not blocked, nor was appreciable damage 
sustained below the 3,825-foot level. Nelson, who was uninjured, released 
Kulchyski, who was caught between timber and broken rock at the manway in 
the west end of the stope. Gray was struck by falling rock, but was able to 
make his way to the manway. He and Kulchyski were accompanied to surface.

Nelson and the shift boss, T. Ramsay, located the body of Turus about 
1.30 P.M. He was examined by Dr. Lynch about 2 P.M. and found to be dead. 
His body was recovered at 6.55 P.M., on October 26.

An inquest was held at 7.30 P.M., November 8, at Kirkland Lake Municipal 
Hall, before Coroner J. F. Edis, M.D. The jury's verdict was as follows: 

We, the jurymen, empanelled to enquire into deaths of the said A. Turus, S. D. Slack, 
J. Kovack, and W. Susla, find that they came to their death due to a rock burst which occurred 
on October 26th, 1939, at the Lake Shore Mines in Stopes 3,501 W Section 6 and 3,801 W Section 
5-2. We do believe that death was accidental.

Leitch Gold Mines, Limited

Gordon Lucas, British, aged 25 years, single, was killed by a fall of ground 
while drilling in No. 403 E-3 stope above the 425-foot level at the property of 
Leitch Gold Mines, Limited, at about 10.30 A.M., July 13.

No. 403 E-3 stope is located east of the main shaft, and at the time of the 
accident had been mined to a height of 32 feet above the rail on the 425-foot 
level, in the ore. The vein, which is only from l to 2 feet wide, is mined by the
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resuing cut-and-fill method; the ore is first blasted over the width of the vein 
and mucked into mill-holes; then the waste is blasted from the walls for fill. 
Mining is carried on by means of horizontal breasts running longitudinally along 
the strike of the stope by means of vertical holes or "uppers" drilled with stoper- 
drills.

At the west end of the stope the vein forked out into what were called the 
"north branch" and the "south branch." These branches, which extended for a 
distance of about 20 feet west of their junction with the main leg of the stope, 
were mined in the same cycle of operation as the whole of the stope.

The width of each of the branches of the stope was about 4 feet and the 
width of the main leg about 8 feet. The width of the back of the stope at the 
point of junction of the branches was about 15 feet, the back being flat at this 
point, except for a slight belly of waste rock in the middle, over an area of about 
15 by 10 feet. The vein had previously been blasted on each side of this waste 
rock. The waste fill at the time of the accident was, at this section, about 9 or 
10 feet below the back of the stope. A stulled manway, located immediately 
at the west end of the main leg of the stope, had been raised to a point within 
about 2 feet of the back, and a mill-hole had been similarly raised with cribbing, 
at a point about 10 feet west of this manway. Carrying on the cycle of operation, 
it was Lucas' duty on the day-shift of June 13 to drill the waste rock in the middle 
of the junction of the branches, and blast it down for fill at the end of the shift.

On the day preceding the accident, the crew which had raised the manway 
and mill-hole had scaled that section of the stope and had found the back tight 
over the section at the junction between the mill and manway.

On the day of the accident the mine captain, E. Bender, visited the stope 
at about 10 or 10.15 P.M. He found that Lucas had set up his stoper-drill about 
4 feet west of the manway, and was drilling a hole vertically into the back. A 
timberman, R. Mahon, was at this time working about 10 feet east of the man 
way, raising a cribbed mill-hole. The mine captain questioned Lucas about the 
condition of the back into which he was drilling, and they both tested the ground 
with scaling-bars, but failed to detect any indication of loose condition by 
sounding. The waste rock at this point is locally known as graywacke and is 
often found to contain many lines of fracture. The mine captain, while sounding 
the section of ground over Lucas, noticed a long, fine seam, or potential crack, 
running across the stope at the east end of the section of ground which Lucas 
was drilling. Although the crack was not even slightly opened up, he considered 
that its presence, together with the fact that the back of the stope "bellied" 
slightly at this section, indicated the possibility of the ground becoming loose 
while being drilled. He therefore instructed Lucas to discontinue the hole he 
was drilling, which he had only completed to a depth of about 2 or 3 feet. He 
told him to move the machine down the manway, to remove part of the lagging 
on top of the manway, and to drill through the top in this manner, drilling his 
holes into the east end of the section of ground and fanning them out, from foot 
wall to hangingwall. As the manway was constructed of stulls running from 
footwall to hangingwall of the main leg of the stope, and covered with lagging 
on the outside, it was quite a practicable set-up for drilling. It would have been 
a simple matter for Lucas to have placed a plank staging on the manway stulls 
located about 8 or 9 feet from the back of the stope.

Immediately the mine captain had left the stope, Lucas told Mahon, the 
timberman, that he was going to keep on drilling the way he was. Mahon told 
him that he had better drill off his breast the way the captain told him to, but 
Lucas said he would have to drill more holes if he drilled from the manway set-up.
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Mahon returned to his work on the mill-hole. A few minutes later, about 
10.30 A.M., he heard a crash and, on going over to the manway, saw that the 
whole section of waste at the junction of the branches, into which Lucas had 
been drilling, had come down in a piece weighing about 10 tons. He immediately 
notified a trammer who was working in the drift below, and they went and got 
help. The rock had pinned Lucas by the legs and one arm, and a smaller section 
which had broken away from the main piece was on top of his head. Sprags 
were placed against the piece of rock and against the wall of the stope to hold 
it in place, and Lucas was released by removing the loose rock underneath.

Dr. J. H. Hogg, who had been called as soon as the accident was discovered, 
arrived between 11.15 and 11.30 A.M;., just before the crew removed Lucas, 
and found all the signs of death to be present. Death was attributed to con 
cussion of the brain, shock, and probable internal injuries.

An inquest was held at Beardmore before Coroner William Powell, M.D., on 
July 14. The following verdict was returned by the jury: 

Gordon Lucas died on July 13, 1939, at the Leitch gold mine, near Beardmore, of injuries 
received when he was caught by a fall of ground. We find that death was accidental and that 
no blame can be attached to anyone.

Mclntyre-Porcupine Mines, Limited

Jovni Vujovich, Jugo-Slav, aged 35, married, drill runner, and Armand 
Caron, British, aged 31, single, drill helper, died on March 23 in No. 4,071-1 
stope-drift at the Mclntyre-Porcupine mine from carbon monoxide poisoning. 
They were unable, because of injuries, shock, or unconsciousness, to escape 
from the scene of the premature explosion of one or more holes of a 13-hole blast.

Vujovich had been hired at the Mclntyre-Porcupine mine on February 27, 
1937. He had previously been employed for four years at the Hollinger mine 
and for one year at the Wright-Hargreaves mine. Caron had been employed 
since October 28, 1936, at the Mclntyre-Porcupine mine. He had no previous 
mining experience.

The stope-drift, approximately 53/2 by 7 feet in size, is on the present floor 
elevation of No. 4,071-1 cut-and-fill stope, which is about 30 feet above the 
track elevation of No. 4,025 sub-level. The ground is dry.

On the night-shift of March 22 7 P.M. to 3 A.M. J. A. Leonard, drill runner, 
and A. Nagy, helper, drilled a 22-hole round in No. 4,071-1 stope-drift. This 
round consisted of a 4-hole diamond cut and an inside cut of one short hole, three 
cut easers, one above and one on each side of the cut, two breast holes, two knee 
holes, three back holes, three lifters and two side holes on each side. The holes, 
with the exception of the inside cut hole, were from 5 to 5^ feet deep. This 
crew loaded the cut of five holes with thirty-one sticks of powder and used a 
primer in each. All fuse used in this working is Black Clover Brand, 10 feet in 
length. The right cut easer was loaded with a primer only.

The crew blasted at the end of the shift. J. Hamilton, mine captain, in 
structed P. Pietila, day-shift boss, to have Caron and Vujovich tram fill in No. 
4,071-1 stope and, at quitting-time, to blast the square-up of the drift round. 
When Pietila visited the stope on the morning of March 23 he examined the 
stope-drift face and noted that the cut had broken about 2 or 21^ feet, that the 
fuse had been cut off in the right cut easer, with the end projecting about 7 inches, 
and that the fuse had not burned to this point. He told Vujovich there was a 
missed hole and instructed the men to reblast the cut and blast the square-up
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in one operation at quitting-time. The men had been given one hot wire lighter, 
having a burning-time of one and a half minutes.

E. G. Lebrun and S. Konowalczuk, crew in No. 4171-1 stope, heard shots 
at 2.30 P.M., which they considered in No. 4,071-1 stope, 150 feet above.

Pietila telephoned No. 12 shaft, at the 3,875-foot level, at 3.35 P.M., to ask 
A. S. Weiler, the deckman, if he had seen Vujovich and Caron. Weiler went to 
look for the men in No. 4,071-1 stope. He found Vujovich at a point about 45 
feet from the face, and Caron, lying face downward, lightly covered with fine 
muck, about 15 feet from the face. There was no pulse in either case. Weiler 
returned to No. 12 shaft and telephoned the surface at 3.55 P.M. D. Keeley, 
mine superintendent, Dr. Robson and W. J. Hannigan, safety inspector, went to 
the scene of the accident. In the meantime Hamilton and Pietila had gone 
down to look for the men.

When examined by Dr. Robson at the scene of the accident, between 4.30 
and 4.45 P.M., both men were dead. Vujovich had been peppered on the right 
side of the head and body with flying rock, there were fairly large wounds behind 
and above his right knee, and his right arm and skull were fractured. Caron 
had sustained multiple small lacerations all over his body and face, particularly 
on the right side, but had no broken bones. Tests for carbon monoxide made 
on the blood of both men showed a 55 per cent, saturation.

Examination of the face showed that the round had broken approximately 
to the break of the first blasting of the cut. The four cut holes,' top cut easer, 
left breast hole, and left cut easer had not exploded. Lengths of cut-off fuse 
from 4}4 to 23^ inches projected from these holes. The left lifter had not 
exploded and had not been lighted. The remaining thirteen holes had exploded. 
The bootlegs of these holes were from 2 feet 5 inches to 3 feet 5 inches in depth. 
A fuse was found in the stope near the entrance to the stope-drift.

Three fuse tests were made for burning speed: 
1. Left lifter fuse; length tested, 9 feet 8 inches; burning-time, 6 minutes 

42 seconds; burning-rate, 41.6 seconds per foot.
2. Fuse found in stope; length tested, 10 feet 3 inches; burning-time, 6 

minutes, 54 seconds; burning-rate, 40.4 seconds per foot.
3. Left cut easer fuse; length tested, l foot 3 inches; burning-time, 55 

seconds; burning-rate, 44 seconds per foot.
Twenty-four fuse-trimmings, with red ends, were found in the muck. Al 

though it is not possible to say which of these were from the blasting of the 
previous shift, in general the lengths indicated that the fuses were trimmed in a 
reasonable manner. Examination of fuses in cut-off holes showed that none 
had burnt to that point. Other articles found in the muck included an open 
jack-knife, powder-punch, pieces of electric lamp, match box, and mitts.

An inquest was held before Coroner Frank Evans, in Schumacher, at 4 P.M., 
on March 30. The jury returned the following verdict: 

We, the jury, summoned to enquire into the death of Armand Caron and Jovni Vujovich, 
find that these men came tp their death in a sub-drift in 4071 stope at the Mclntyre-Porcupine 
mine in the township of Tisdale, on March 23rd, 1939. From the evidence submitted by the 
witnesses, we believe death was caused by carbon monoxide poisoning, following an unexplained 
premature blast, attaching no blame to anyone.

Although there is very little to substantiate any theory as to the cause of 
the premature blast, it seems plausible that the right cut easer holds the solution. 
It was the fuse in this hole that had been cut off by the first blasting of the cut. 
It is probable that Vujovich had put another primer in this hole as required by 
good practice. If the original primer had not been placed in the toe of the hole,
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or if it had been moved forward from the toe of the hole by the blasting of the cut 
so as to leave two feet or less of cut-off fuse, and if this fuse had been accidentally 
ignited when lighting the new fuse, the hole could have exploded prematurely, 
causing the accident and cutting off the four cut holes and two easer holes.

Magnet Consolidated Mines (1936) Limited

Nick Fairburn, British, aged 31 years, married, with one child, and Norman 
Welsh, British, aged 23 years, single, died from carbon monoxide poisoning 
between 2.30 A.M., and 4 A.M., June 20, in No. 303 raise, above the 480-foot level 
at the property of Magnet Consolidated Mines (1936) Limited.

No. 303 raise, which is 5 by 8 feet, and practically vertical, had been driven 
from the west drift on the 480-foot level to intersect a proposed short crosscut 
to be driven north from the west drift on the 332-foot level. It is timbered from 
the bottom to within 10 feet of the top into two 5- by 4-foot compartments a 
man way and mill-hole by means of a tightly-boarded partition nailed to 10-inch 
stulls hitched on footwall and hangingwall, and spaced on 7-foot centres up and 
down the raise. At the bottom of the mill-hole compartment is built a standard 
chute from which the muck from the raise is pulled into cars on the 480-foot level.

The l-inch water-line entered the manway at the bottom of the raise and 
extended upward to a point 101 feet from the bottom. The compressed-air-line 
was a 2-inch pipe from the bottom of the raise to a point 73 feet from the bottom, 
where it was connected to a l-inch pipe which continued upward for another 22 
feet, terminating with a reducer to a ^-inch plug-valve and a %-inch nipple and 
half-union for the air-hose connection, at a point 62 feet from the top of the raise.

When Fairburn and Welsh went on shift at 8 P.M., on June 18 a round of 23 
holes had been drilled in the top of the raise, and the 5-hole burn-cut had been 
blasted. The round consisted of the common 5-hole burn-cut (four square and 
one in the centre), which was drilled near the east end of the face, over the mill- 
hole, one upper and one lower left-hand cut-helper, one upper and one lower 
right-hand cut-helper, one right-hand centre side-hole easer, and eleven square-up 
holes. These were drilled to a depth of about 5^ feet.

Fairburn and Welsh spent this shift from 8 P.M. to 4 A.M. raising the timber 
to within 6 feet of the face, and then blasted the remaining 18 holes in the round 
before going off shift. At this time, the air-hose was left connected to the air-line 
and the free end tied to the timber so that the end fed compressed air right 
through the bulkhead into the top of the raise.

On the day-shift on June 19, (8 A.M. to 4 P.M.) nobody worked in the raise, 
but a crew worked in the backstope near the raise and found that a 4-foot length 
of 2-inch air-pipe leading from a "tee" in the main air-line in the bottom of the 
drift, vertically up the raise, had been slightly damaged by the blast in the back 
stope early that morning. Therefore, they removed this length of pipe and 
inserted a plug so that they could have the air from the main air-line to drill 
in the backstope.

At 8 P.M. on June 19 the mine captain, Pete Doran, saw Fairburn and Welsh 
on surface in the dry. He instructed them to go up the raise and inspect the 
face for missed holes. In case they found any they were not to blast them, but 
to return to the 332-foot level and muck back the rock left from blasting a 
previous round in the west drift. After that they were to set up preparatory 
to driving a crosscut to intersect the raise on the following day-shift. On coming 
off shift at 4 A.M. they were to go back to the raise and blast the missed holes.

At 11.30 P.M., while the men were having lunch, shots were heard from the
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vicinity of the raise, and when Fairburn and Welsh arrived for lunch, the captain 
asked them why they had blasted at that time instead of waiting until 4 A.M., as 
he had ordered. They stated that they had found only three holes which they 
had suspected contained misfired powder, and had therefore thought there was 
no harm in blasting them and getting the job finished.

The captain then ordered Fairburn and Welsh not to return to the scene of 
the blast that shift, but to go ahead and complete the work on the 332-foot level 
as originally instructed. He also visited the west drift on the 332-foot level while 
Fairburn and Welsh were there, showed them the work he wished done, and 
repeated his instructions not to return to the raise that shift, but to complete 
the shift setting up the drifter and mucking on the 332-foot level.

At about 2.30 A.M., Fairburn and Welsh returned of their own free will to 
the 480-foot level, without being seen by anyone in authority, and entered the 
raise. Malach and Carlisle, working in the backstope near the bottom of the 
raise, were speaking to the raisemen and said that the latter stated they were 
going up into the raise to make sure everything was all right. Fairburn started 
up the raise first, and according to the backstope men, Welsh followed about 
10 feet behind him.

Just before 4 A.M., Carlisle and Malach were ready to blast in the backstope, 
and went out and shouted up the raise. They received no answer and, feeling 
that something was amiss, started to go up the raise just as blasting commenced 
in other parts of the mine. The concussion extinguished their carbide lamps. 
They therefore waited until the concussion had died down enough to allow them 
to keep their lamps burning and then climbed up into the raise and found Fair- 
burn's body on the second platform, about 25 feet from the bottom of the raise. 
They immediately went to the shaft station at the 480-foot level and rang the 
9-bell signal.

The cagetender, Nelson West, came down immediately with the mine cap 
tain, and a rescue crew was organized, consisting of C. Malach, T. Carlisle, 
G. Murray, A. Hanses, R. Wyman, J. Holovcak and G. Armstrong.

Pete Doran, the captain, was first up the raise, and found Fairburn as 
Malach and Carlisle had found him, with no sign of life. He then proceeded up 
the raise and found Welsh in a semi-sitting posture on the bottom of the third 
ladder from the top of the raise, or about 20 feet below the manway bulkhead. 
His head was back against the ladder and his safety hat was lying between the 
rungs of the ladder behind his head with his lamp still on it. A large 8-hour 
carbide lamp, which Welsh always carried in addition to his hat-lamp, was hang 
ing in front of his overalls and was hanging down with the burner against his 
right thigh just above the knees. A hole about 6 inches in diameter was burned 
through his clothing to the flesh at this point. Both his lamps were out.

The work of taking the men out of the raise was started immediately. The 
bodies were brought down to the drift on the 480-foot level within about ten 
minutes after the alarm had been given, and Dr. Clarence Wilson, the mine 
doctor, who had meanwhile been summoned from Geraldton, had arrived and 
examined the bodies. He estimated that both men had been dead at least an 
hour, which would place their death at about 3 P.M., or about half an hour after 
they entered the raise.

One of Fairburn's boots and his hat and lamp were found in the drift at the 
bottom of the raise, indicating that he possibly fell after he lost consciousness. 
However, his injuries, as seen from post mortem examination were too slight to 
have been occasioned by a fall of any great distance. He had a superficial 
abrasion on the left temple above the left eye. There were no other injuries
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about the head, and the doctor found no injuries on the body which could have 
been sustained by blows or impact hard enough to cause unconsciousness. The 
skin was a bright cherry-red colour, a symptom commonly associated with 
carbon monoxide poisoning. Post mortem comparison of the blood with normal 
blood showed an excessive absorption of carbon monoxide.

Welsh had a small cut over the right eye, but it was not deep, and the doctor 
found that there were no injuries that could have caused unconsciousness. There 
was a charred burn about 4 inches in diameter on the right thigh just above the 
knee. Lack of tissue reaction indicated that this burn had been inflicted after 
death, so that it was probably caused by a slump of the body which brought the 
flame from the carbide lamp hanging on his bib into contact with his leg. The 
skin was a deep cherry-red colour, indicating carbon monoxide poisoning. A 
post mortem comparison of the blood with normal blood indicated excessive car 
bon monoxide absorption.

The mine captain was aware that a 4-foot length of pipe in the air-line on the 
480-foot level drift had been removed. Knowing that air had been blown into 
the raise after the blasting of the square-up at 4 A.M., on the morning of June 19, 
and that the pipe had been removed during the following day-shift, he considered 
that it was safe to enter and inspect the raise. Having given orders to Fairburn 
and Welsh only to inspect the face, and blast any missed holes before coming off 
shift, it was therefore the intention to report this air-line and have it repaired 
at the beginning of the day-shift of June 20, so that air could be blown and the 
raise given a final inspection before commencing actual drilling in the crosscut 
on the 332-foot level. As the exact location (in regard to plan) of the top of the 
raise at that time had not yet been determined, these precautions were deemed 
necessary to guard against accidentally drilling into possible misfires in the raise 
round, when drilling in the crosscut. The same knowledge that the air-line was 
disconnected prompted the captain, when he found Fairburn and Welsh had 
blasted at 11.30 P.M., to forbid them to re-enter the raise, but to work on the 
332-foot level for the remainder of the shift.

An inquest was held at Geraldton on June 22, before Coroner W. J. Henry, 
M.D. The jury returned the following verdict: 

We, the jury, find, after a study of evidence given, that Norman Welsh and Nick Fairburn 
met their death by carbon monoxide poisoning between 2 A.M. and 4 A.M., on June 20th, 1939, 
in 303 raise above the third level at the property of Magnet Consolidated Mines (1936) Limited. 
We find that death was accidental and that no blame can be attached to anyone.

Matachewan Consolidated Mines, Limited

Ernest Jones, aged 37, British, single, employed since December 2, 1936, as 
a mucker, timberman, machineman and scaler, was struck by falling rock in No. 
249 stope above the 267-foot level of the Matachewan Consolidated mine at 
1.40 A.M., November l, and died about two hours later.

Dr. F. F. Fitch and Dr. Geo. E. Crann stated that death was due to a 
combination of five fractured ribs on the left side, five fractured ribs on the right 
side, a fractured spine, lacerations of the head, and internal haemorrhage.

Jones, who was mucking at the time, had uncovered a piece of loose rock 
on the footwall. This piece fell and Jones, in stepping clear, lost his balance 
and rolled down the footwall, a distance of 30 feet. The rock broke into pieces 
and rolled down the footwall, striking Jones. The footwall at this location is at 
an angle of 40 degrees.

Stope No. 249, which had been mined by the shrinkage method, is 125 feet 
in length and 30 to 40 feet wide. Mining had been completed in April, 1938, to
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a point some 16 feet below the first level and pulling of the ore and mucking down 
of the walls of the stope was in progress. When the stope reached an elevation 
of 60 feet above the 267-foot level the orebody raked to the east. A sub-drift 
was driven here and opened up a large body of ore. No. 2 box-hole chute in 
No. 249 stope was driven to handle this ore. The ore taken out around the 
box-hole left a waste pillar, or hogback, exposed at an elevation of 67 feet from 
the 267-foot level, running from footwall to hangingwall. The ore eventually 
mined out left only 15 feet of the sub-drift 7 feet below this hogback at the 
hangingwall. At the time of the accident, Jones, E. Desmarais and G. Christian- 
son were mucking on the hogback. J. Pichenuk was mucking out the sub-drift. 
Pichenuk, realizing that No. 2 box-hole chute was being pulled, dropped to the 
aid of Jones from the sub-drift, using a safety rope. He removed rock from 
Jones' head and feet and called to Desmarais for assistance. Christianson went 
to the station, informed the cagetender of the accident, and sent T. Guilbeault 
and R. Crete, trammers on the first level, to No. 249 stope.

Jones was carried to the hogback and along the footwall to the bottom of 
No. 248 raise man way to the stope. Christianson had meanwhile returned to 
No. 249 stope. Pichenuk went to the station on the first level, called the cage, 
proceeded to surface, instructed the office to call doctors, and returned with the 
basket-stretcher. Jones was carried from the stope through the fill-raise man- 
way to the first level, where he was placed in the basket-stretcher and removed to 
surface at 1.55 A.M. He was attended by Dr. Geo. F. Crann and Dr. F. F. Fitch. 
At 3.10 P.M. the doctors thought it advisable to remove him to the hospital in 
New Liskeard. Jones was attended on the trip by Dr. Crann. He died about 
2 miles west of Elk Lake.

An inquest was held on November 4, at 3 P.M., at the Matachewan Con 
solidated mine, before Chief Coroner J. S. McCullough, M.D. The jury's verdict 
was as follows: 

Ernest Jones was fatally injured in the 249 stope of the Matachewan Consolidated mine in 
the township of Powell, on November l, 1939. We find that death was accidental with no 
blame attached to anyone.

Moneta Porcupine Mines, Limited

Jack Opalka, aged 39, Polish, married, with one child, employed at the 
Moneta Porcupine mine as a shaftman, was fatally injured about 10.10 A.M., on 
June 22, when he fell from the blasting-set in the main shaft to the muck, 24 
feet below. Opalka died about 7 P.M. the same day, as the result of internal 
injury, presumably a ruptured liver. The only external injuries he received 
were slight cuts and a broken nose. He was employed at the Moneta mine 
in November, 1937. Previous to this he had worked at the Wright-Hargreaves 
mine when the No. 3 and No. 5 shafts were being sunk. He had worked in these 
shafts with Henri Pahkala, who was leading the shift at the Moneta mine at the 
time of the accident.

The deepening of the Moneta 3-compartment shaft from 994 feet was started 
only a week previous to the accident. When the last sinking was completed 
the shaft was timbered to a depth of 988.5 feet, or two sets below the 975-foot 
station. Bearing timber had been put in under the second last set. Before 
resuming sinking, during the early part of June, a timber pentice was put in 
below the 975-foot station, in the two 4^2- by 5-foot cage compartments. Four 
sets of double 8- by 8-inch timbers were hitched into the shaft walls 32 inches 
below the bearing set and placed at right angles to the long dimension of the
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shaft, the span being about 7 feet. The space between these bearing timbers 
and those above was then filled solidly with 8- by 8-inch timber. Another layer 
of 8- by 8-inch timber was placed in the -set above, and on this twelve bales of 
hay were placed.

The manway compartment in the south end of the shaft is being used as a 
sinking compartment below the 825-foot level, where the sinking-hoist is located. 
A manway from the 975- to the 825-foot level is provided in a nearby raise. A 
temporary manway is to be carried in the north compartment of the shaft, below 
the timber pentice. From the 975-foot station this is reached by a travelway 
outside the shaft timber.

The blasting-set is made of steel, its outside dimensions being the same as 
the shaft timber 6 feet 4 inches by 16 feet 2 inches. Two-thirds of the blasting- 
set is covered with ^-inch perforated steel plate. The sinking-bucket is 3 feet 
in diameter and 4 feet in height. A single dump-ring is used, which is slung 
under the centre of the bucket by two short chains attached to clevises through 
the bottom of the bucket.

The first new timbering was begun on the morning of the accident. Previous 
to the accident one set had been installed and blocked. The blasting-set was 
hanging about 4 feet below this new set. The open bucket compartment was 
covered with five 2- by 8-inch planks, 6 feet long. The deckman then loaded 
the hanging-rods into the bucket for the next set and sent these down, along with 
a wall-plate slung under the bucket suspended from the dump-ring by a chain. 
As the hanging-rods were wanted before the wall-plate, two planks were lifted 
to let the timber pass through the blasting-set, and to let the bucket descend to 
the point where the rods could be removed. One plank was left at the south end 
of the blasting-set. Opalka was standing with one foot on this plank and the 
other on the frame of the blasting-set. The shift leader, Henri Pahkala, was 
on the other side of the bucket, standing on the two remaining planks. The 
two men were guiding the timber back up through the opening when Opalka 
picked up a hanging-rod to place it through the wall-plate. Pahkala warned 
him to be careful and he answered that he was alright, but he had scarcely replied 
when the last mortice in the wall-plate caught the plank on which he was partially 
standing, tipping it up, and causing him to fall to the muck 24 feet below.

An inquest was held before Coroner H. Montgomery, in Timmins, on June 26. 
The jury returned the following verdict: 

We, the jury, find that John Opalka came to his death from internal injuries received on 
June 22, 1939, at 10.10 A.M., at the Moneta mine, when he fell from the blasting-set on which he 
was working. We find that there is no blame attached to anyone, but would recommend that 
the practice of lowering timber with material in the bucket be discontinued.

Morris Kirkland Gold Mines, Limited
John Young, aged 31, British, married, without children, employed as a 

cagetender at the Morris Kirkland mine, was injured in the cage about 7.20 P.M., 
on April 27, and died in Kirkland District Hospital on May 2.

Young had been employed as a surface workman at the Morris Kirkland 
mine from May 29, 1936, to November 4, 1936, at which time he was transferred 
to the deck. On October l, 1937, he was severely injured by being caught be 
tween the shaft-timbers and the cage a few feet above the top deck. He was 
rehired on February 9, 1939, as a cagetender.

The 3-compartment, vertical shaft at the Morris Kirkland mine has levels 
at 125-foot intervals to a depth of 1,625 feet. The long axis of the shaft is 
approximately east and west. The stations on the three lower levels are on the 
south side of the shaft. Entrance to the cage at the collar is from the south side.
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Two cages are operated in balance, men being handled only in No. 2 compart 
ment, which is between the manway and counterweight compartment. At the 
time of the accident lateral development work was being done on the three 
lower levels.

Young, who had come on shift at 7 P.M., had taken the workmen down to 
the new levels below 1,250 feet on his first trip. He returned to surface, and 
took H. Van de Kamer, the mine captain, and J. D. Cumming, the consulting 
engineer, to the 1,625-foot level. From there he went to the 1,500-foot level, 
where he apparently loaded ten 5-foot pieces and two 7-foot pieces of steel, then 
rang the cage to surface.

Richard Wyper and H. W. Biddulph were on the surface deck at the time, 
Wyper standing beside the shaft gate. On hearing a noise like the cage catching 
timber, Wyper reached out and rang a l-bell signal to stop. He immediately 
went down the manway and found the cage stopped about 65 feet below the 
collar. Young was sitting on the floor. The doors on the south side of the cage 
were open and pinned back. The chain for tying steel or timber was hanging 
in the cage. There was a pile of 5-foot pieces of dull steel on the northeast 
corner of the cage. Young was conscious; no part of his body was projecting 
from the cage. He told Wyper to get a hammer and hammer back the fork or 
latch in which the safety bar rests in the closed position. This latch and the 
safety bar were each bent out far enough to catch in the shaft timbers.

Wyper returned to surface, sent Biddulph to the office to telephone for a 
doctor, got a hammer, and called the hoistman, H. Teepul. Teepul went part 
way down the manway. Wyper went down to the cage, straightened the safety 
bar and latch so they could not engage the shaft timbers, and, when he was 
ready, called to Teepul to hoist slowly to surface.

When they arrived at the collar, D. W. Wickett was in the shaft-house with 
the basket-stretcher. Young was taken to the mine office and first aid was 
rendered. A tourniquet and bandages were applied, stopping serious loss of 
blood. Dr. Bryant arrived at the mine office shortly after 8 P.M., and Young was 
taken to the Kirkland District Hospital about 20 minutes later by ambulance.

H. Van de Kamer and J. D. Cumming made an inspection of the shaft from 
the top of the cage. On the sixth south wall-plate above the 125-foot level a 
fresh gouge was noted on the under corner of the timber 15 inches from the 
manway divider. On the wall-plate below, on the same set, there were two 
gouges on the under inside corner of the wall-plate, one 20 inches from the man 
way divider and one 16 inches from the counterweight divider; the latter gouge 
was 7 inches across. On the next wall-plate below there was a mark on the top 
inside corner, 23 inches from the manway divider. On the lower inside corner 
was a gouge 9 inches long and 13 inches from the counterweight compartment. 
On the top of the seventh north wall-plate below the bearing-set, below the 125- 
foot level, there was a mark that appeared to have been made by steel, 17 inches 
from the counterweight divider. On the south wall-plate of the set below was a 
similar mark, 10 inches from the counterweight divider. On the set below there 
were no marks. On the set below that, which is the tenth set below the bearer, 
a 7-foot piece of dulled steel was found leaning into the shaft with the shank 
embedded about 6 inches in the north wall-plate at a point 19 inches from the 
counterweight compartment. This piece of steel could not be pulled out by 
hand and had to be burned off. A second 7-foot piece of dulled steel was found 
lying horizontally on the lagging behind the posts about 15 inches above the 
wall-plate.

Young was found to have suffered a compound fracture of the middle third



52

of the right leg and swelling and contusion of the left foot. When he was first 
seen at the mine there was an appearance of shock, which was still evident on 
April 29. On April 28 and 29 blood transfusions were given. Gangrene set in 
on April 29 and the right leg was amputated on May l, after which a blood 
transfusion was given. Death occurred on the morning of May 2. The im 
mediate cause of death was given as thrombosis of the leg and infection.

At the time the accident occurred Young was bringing ten 5-foot and two 
7-foot pieces of steel from the 1,500-foot level to surface. He had neither closed 
the cage doors nor made use of the available chain to secure the steel. One or 
both of the 7-foot pieces must have slid or leaned out sufficiently far to strike 
the shaft timbers and to be thrown out of the cage, injuring Young, and damaging 
the safety bar and its latch so that they would engage the wall-plates.

An inquest was held in the Kirkland Town Hall, on May 10, before Coroner 
J. F. Edis, M.D. The jury's verdict was as follows: 

John Young, employee of the Morris Kirkland mine, met his death through negligence, on 
April 27 at the above mine, while riding the cage with steel bars, in not having closed the cage doors 
or in not having chained the steel bars so that they could not fall out of the cage.

Northern Empire Mines Company, Limited

Jack Rahko, a naturalized British subject of Finnish birth, aged 38 years, 
married, with no children, was fatally injured at about 2.30 P.M., on June 7, 
while mucking in the bottom of the winze, 400 feet below the 750-foot level at 
the property of the Northern Empire Mines Company, Limited, when he was 
struck by a piece of rock which was spilled from the ascending bucket as it 
reached the 750-foot level dumping-pocket.

Injuries sustained consisted of broken ribs in the posterior aspect of the 
lower left chest, with probable puncturing of the lungs. According to the 
evidence given by witnesses, death was practically instantaneous.

The 2-compartment winze at the Northern Empire mine is located about 
1,200 feet east of the main shaft, and is being sunk vertically from the 750-foot 
level, through a diabase sill, to connect with a vertical raise which has been 
driven from the 1,400-foot level, thus to provide a secondary escapement shaft 
between the two levels.

Hoisting is done with an 8- by 6-inch Canadian Ingersoll-Rand air hoist 
set up on the 750-foot level.

No crosshead is used in this operation. The inside of the timbers in the 
hoisting compartment is closely lined with l- by 10-inch boards, and hoisting 
is done by means of a standard-type sinking-bucket of 3^-yard capacity, fitted 
with double chain bail, attached to a ^g-inch, non-rotating hoisting-rope by 
means of a conical socket.

The bucket-dumping arrangement consists of a single door, 4^ by 7^ feet, 
hinged about 10 feet above the winze collar, on the north side of the hoisting 
compartment, which, when open, swings up slightly past the vertical position 
between the posts on the north side of the hoisting compartment to form part 
of the lining on that side of the compartment. For dumping the bucket, the 
door is closed so that it tightly covers the hoisting compartment at an angle of 
a,bout 45 degrees. A slot in the upper end of the door engages a ball and chain 
attached to the bottom of the bucket, and the bucket is lowered on to the top 
of the door and is thus dumped, the muck sliding into a standard-type chute 
which is emptied into cars on the level. The door is counterweighted and is 
swung open and shut by means of a rope attached to the upper end of the door
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from both sides, and leading through pulley blocks to a hand-winch located on 
the deckman's platform, which is over the manway compartment about 7J^ feet 
above the winze collar.

Just previous to 2.30 P.M., June 7, a crew of four men was mucking at the 
bottom of the winze, which was at a depth of 400 feet. Ernie Niemi and Frank 
Miller were mucking at the west end under the manway compartment, and were 
protected by a bulkhead covering the blasting-set, which was at the bottom of 
the last timber-set about 20 feet from the bottom of the winze. Dan Kontola 
and Jack Rahko were working at the east end of the winze, hence were under the 
opening in the hoisting compartment to allow passage of the bucket.

At about 2.30 P.M., a bucket of muck had been filled, and was on its way 
to the dump, and the crew had the alternating bucket half filled when they heard 
rocks falling down the winze. They all hugged the nearest wall, but almost 
immediately several small rocks hit the bottom of the winze. A rock estimated 
to weigh about 4 or 5 pounds struck Jack Rahko, who immediately dropped. 
The other men immediately examined Rahko, but found no signs of life.

The deckman, Ted Nowasad, stated he had just previously hoisted four 
buckets of muck to the dump. After the fourth bucket, the chute was filled 
so that the muck piled in such a way that some rocks were under the hinged 
end of the door. He cleared the muck away from the door by means of a hooked 
bar provided for the purpose, pushing the muck down into the chute by means 
of a shovel, and then opened the door and allowed the empty bucket to descend 
into the winze. He stated that the door was open as far as it would go, and 
was not abnormally obstructed. He then left the decking platform and climbed 
down to the 750-foot level, to await empty cars which were being brought in by 
the trammer, Jack Selmerson. While he was waiting, the fifth bucket of muck 
arrived and passed the shaft collar without mishap, but immediately later 
struck the dumping-door and tipped the bucket.

The hoistman, Urho Karila, immediately noticed the obstruction, because 
the hoisting-rope jumped on the hoist drum as though the bucket had encountered 
an obstruction and become suddenly released. He immediately stopped the 
hoist and went out to the winze collar to investigate. The trammer, deckman 
and hoistman immediately saw that the bucket had encountered an obstruction 
and that some muck had been spilled down the winze, but as they received no 
9-bell danger signal from below, decided that no serious consequences had re 
sulted, went ahead at once and pulled the chute empty, dumped the bucket, and 
lowered it back to the bottom of the winze.

The winze crew stated that they had not rung the 9-bell signal because they 
could not tell what had happened above them to cause the rocks to fall and did 
not wish to alarm the deck crew. They therefore waited until the empty bucket 
returned and then took up Rahko's body in the bucket.

As soon as the men of the deck crew were aware of the full nature of the 
accident, they notified the cagetender, and James Ramstead, mine captain, and 
Frank Madson, foreman of the sinking operations, were brought to the 750- 
foot level.

Dr. J. H. Hogg, the mine doctor, who examined the body in the mine cap 
tain's office on surface at 3 P.M., found all the signs of death to be present. Never 
theless, in case of the possibility of concussion, artificial respiration was performed 
for a short time, but with no results.

An inquest was held by Coroner W. J. Henry, M.D., at Beardmore, on 
June 8. Evidence given indicated that the bucket had not been overloaded, 
but had been loaded so that the top of the muck was about 6 inches below the
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level of the brim. The surviving men of the winze crew also stated that the 
bucket had been raised a few feet off the bottom, stopped and carefully steadied 
before the signal to hoist to the dump was given. Neither the deckman, hoist- 
man nor winze crew heard any noise, or noticed any indication that the bucket 
hit the sides of the winze as it was being hoisted, just previous to the accident. 
The following verdict was returned: 

Jack Rahko met his death from muck falling from the bucket which caught on the door on 
the 750-foot level, causing the bucket to tilt. Cause of bucket hitting the door is not known. On 
the evidence submitted I recommend that the Ontario Department of Mines, Inspection Branch, 
investigate the matter further to ascertain the cause if possible.

A further investigation confirmed the opinion that, from some undertermined 
cause, the bucket had been swinging in the shaft during the last trip up, when the 
accident occurred. The door had not been completely open on account of 
obstruction from fine muck spilled from previous dumping. Even in this position 
there was 10 inches of clearance between the closest portion of the door and the 
bucket, with the bucket moving steadily. It was found that the barrel-shape 
of the bucket was not sufficient to prevent the top rim of the bucket from catching 
on an obstruction over an inch thick. The top edge of the bucket had caught 
in the cross-bracing on the inside of the door, tipping the bucket and spilling 
some of the load down the shaft.

Toburn Gold Mines, Limited

Oride Tremblay, British, aged 31, married, with five children, employed 
since October 13, 1936, as a carpenter by the Toburn Gold Mines, Limited, 
was instantly killed on July 12, at about 9.55 A.M., when he came in contact 
with a lead to one of the lightning arresters carrying 11,800 volts at the outdoor 
sub-station at Toburn Gold Mines, Limited.

At approximately 8 A.M., on July 11, lightning struck the sub-station, which 
was destroyed by fire, resulting in a complete shut-down of the mine. Tremblay 
was engaged on the afternoon of July 11 erecting a temporary switch-house 
and fence around the transformers and lightning arresters, and quit work about 
5 P.M. Power was turned on about 9 P.M. that evening.

Louis Rouillard, carpenter foreman, and Tremblay went up to the sub 
station about 9 A.M., July 12. Rouillard instructed Tremblay to build a support 
for two 6- x 6-inch posts, 20 feet long, to support additional bus work to be 
erected that day. These posts were to be north of the switch-house and trans 
former enclosure. Rouillard told Tremblay that everything was alive in the 
enclosure and that there would be no need for him to enter the enclosure to carry 
out his work, showing Tremblay how he could line up the location of the two 
posts by using the fence and a chalk line from the outside. Tremblay apparently 
understood his orders and replied that he knew everything was alive inside the 
enclosure. Rouillard left him at about 9.15 A.M. and returned to the carpenters' 
shop.

Jack O'Connor and Archie Gillies were engaged in spreading crushed rock 
at the northeast end of the sub-station, levelling the ground up to the concrete 
foundation. Victor Brace, electrician, came up to the sub-station about 9.50 
A.M., to get his sweater. He saw Tremblay walking north around the northeast 
corner of the switch-house, outside the enclosure. Brace picked up his sweater 
and returned to the electric shop. Jack O'Connor was talking to Tremblay a 
few minutes before the accident. While they were talking, Tremblay removed 
two 8- by 36-inch boards from a section of the enclosure fence. O'Connor told
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Tremblay that everything was alive in there, also asked Tremblay if he had heard 
the orders given the night before that everyone was to stay out of the enclosure. 
Tremblay replied that he had to go in to measure a post. O'Connor returned 
to his work and was talking to Gillies when their attention was attracted by a 
crackling sound. They ran around the switch-house and saw Trembling crouch 
ing between the lightning arrester and transformer, facing north. Their cries 
for help attracted those in the immediate vicinity. The power company was 
requested by telephone to cut off the power. Although there was a pole at the 
sub-station used to open the fused disconnects, due to the charged condition 
of the ground it was impossible to get near enough to use the pole. The power 
was turned off and the disconnects opened before anyone was allowed to enter 
the enclosure. By that time Dr. Kelly had arrived and he pronounced life 
extinct. On entering the enclosure it was noticed that two short boards had 
been removed, making an opening in the fence.

The transformer bank and fence were mounted on a concrete foundation, 
the arresters and transformer were guarded by a 2-inch mesh, No. 9 gauge wire 
fence, 75 inches high, on the east and west sides, and by boards 49 to 64 inches 
above the ground level on the other two sides.

The enclosure was 18 feet 6 inches by 12 feet 9 inches. Two danger signs 
had been posted up and the gate securely fastened. Lightning arresters and 
transformers were grounded and all splices below the bus work had been taped.

It would seem that Tremblay entered the enclosure through the opening 
he had made, walked between the transformers, or around to the east of the 
transformers, then tried to pass between the transformer and arresters.

An inquest was held in the Kirkland Lake Township Hall on July 19, at 
7.30 P.M., before Coroner J. F. Edis, M.D. The jury's verdict was as follows: 

We, the jury empanelled to inquire into the death of the late Oride Tremblay, find the 
deceased came to his death on July 12th, 1939, by electrocution and death being accidental.

Tyranite Mines, Limited

Opera Bacila, machine helper, Roumanian, aged 38, married, with wife and 
one child in Roumania, died from carbon monoxide poisoning in No. l raise south, 
225-foot level, of the Tyranite mine, between the hours of 10 and 11 P.M., on 
February 21.

No. l raise south, 225-foot level, is a 2-compartment, stulled raise, 10 by 
4 feet, driven at an average inclination of 65 degrees. This raise was started 
about January l, and at the time of the accident the face was 183 feet from 
the 225-foot level along the plane of the raise. There is a sub-level from the 
raise about 30 feet above the 225-foot level.

Bacila had been employed at the Tyranite mine from October, 1936, to 
February, 1938, and was re-employed in October, 1938. He was considered 
an experienced miner.

Two shifts per day 7 A.M. to 4 P.M. and 7 P.M. to 4 A.M. were worked in 
the raise, the crew consisting of two men per shift. The average depth of round 
drilled was 7 feet. Walter Nutvegi, mine captain, was in charge of the mine 
on both shifts. There were no shift bosses.

The manway bulkhead was of round lagging, sloping at an angle of about 
40 degrees to deflect the muck to the muck-chute. A space about 18 inches wide 
was left uncovered at the hangingwall to serve as a crawl-through and for blowing 
air. The air- and water-lines were within 18 inches of this opening and in line 
with it.

On the day-shift of February 21 Pete Ferland and Tony Susick finished
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drilling a round of nineteen holes. The muck was then about 20 feet below the 
bulkhead. Ferland opened the valve on the raise air-line and closed the valve 
at the station. He then blasted, at 4 P.M., using one hundred and thirty sticks 
of 70 per cent. Polar Driftite. Ferland opened the valve at the station and 
returned to the chute to make sure air was blowing in the raise. Enough muck 
to fill about five cars had come down the manway.

When Pete Baresich, driller, and his helper, Bacila, came on shift at 7 P.M. 
no air was blowing in No. l south raise, but the air-line valve was open. They 
closed the valve. Walter Nutvegi met them at the foot of the raise. Russel 
Brown and Otto Saikenen were put to work mucking up the spillage. Baresich 
and Bacila intended to scale the raise and set up. They each took a lagging and 
proceeded up the raise manway. At the sub-level they sat down for a smoke 
and then continued up the manway. Baresich noted that the air was gassy, 
but considered that it would be better higher up. Bacila, who was behind 
Baresich, remarked, as they approached the bulkhead, that he felt sick and 
Baresich, thinking that it was better to go on to the bulkhead than to attempt to 
return to the level, had Bacila go ahead of him. When they reached the bulkhead 
Bacila lost consciousness. Baresich put some water on his neck and propped 
him between a ladder and the lagging to prevent his falling. Looking through 
the crawl-through hole in the bulkhead, he noted that the raise above the bulk 
head was full of smoke. Feeling sick, he attempted to return to the level for 
help and, after descending a distance of about four ladder lengths, lost conscious 
ness. There was no obstruction over the crawl-through hole in the bulkhead, 
nor was the average level of the muck above the bulkhead elevation.

At 11 P.M. Joe Randal, cagetender, brought the shift to surface for supper. 
Questioning the men as to the whereabouts of Baresich and Bacila, he learned 
that no one had seen the two men since 7.15 P.M. Randal and N. Westigarde 
went down to investigate. Randal went as far as the sub-level and Westigarde 
went up the ladder about 80 feet until he saw a light. The two men then went 
back to surface, sent for Nutvegi, and brought down the rest of the crew. Westi 
garde, O. Sarkonen and I. Liscum went up the manway and brought Baresich 
to the sub-level, where he was put into the stretcher and taken to the surface. 
W. J. Trestrail, mine superintendent, arrived at the dry about 11.15 P.M., just 
as Baresich was brought in, and first aid was rendered immediately.

Not feeling the effects of the gas, Westigarde, Sarkonen, and Liscum went 
up the manway again for Bacila. They found him, under the bulkhead, and 
noted that there was neither respiration nor pulse. They succeeded in getting 
him down about 50 or 60 feet; then they all began to feel sick, so, tying him to 
a ladder, they went to the level.

Robert Lorenz had brought the stretcher back to the sub-level and was 
waiting there with Russel Brown and Oscar Hakkaren when Westigarde, Sarkonen 
and Liscum came down. Lorenz, Brown and Hakkaren brought Bacila down 
to the sub-level, where he was put into the stretcher and taken to surface, arriving 
there between 11.20 and 11.25 P.M.

Oxygen was administered and artificial respiration commenced and con 
tinued till 4 A.M., at which time it was evident that further efforts would be 
useless.

Dr. McKee arrived at the mine from Elk Lake about 7 A.M. He estimated 
the time of death to have been between 10 and 11 P.M.

According to G. Cook, master mechanic, the water-pump on the com 
pressor had not been functioning properly, so he shut the compressor down at 
5.30 P.M., after blowing air from 4 P.M. to 5.30 P.M. At 8 P.M. Nutvegi came into
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the compressor-room after coming up from underground. The compressor was 
started up about 8.15 P.M. Nutvegi stated he did not know how long the com 
pressor had been down, when it had been shut down, nor how long air had been 
blown.

It was Baresich's opinion that air had not been blown for as long as half an 
hour. No other faces had been blasted on day-shift and consequently no other 
air-lines were open. Testimony at the inquest was to the effect that at no other 
time had trouble been experienced with gas in No. l south raise, or in any of the 
other raises. The hole in the bulkhead was unobstructed after the blast and the 
air-pipe was in line with it and close to it. Consequently it is difficult to under 
stand how air could have been blown from 4 P.M. to 5.30 P.M. It is apparent that 
there was insufficient co-operation between the mechanical department and the 
mine captain to insure the latter's knowing the exact nature of any interruptions 
of service to the mine.

The inquest was held at the Tyranite mine on February 28, before Coroner 
Geo. R. Crann, M.D. The jury's verdict was as follows: 

We, the jury, find that Opera Bacila came to his death accidentally on February 21st about 
10.30 P.M., and do not attach any blame to anyone.

Wright-Hargreaves Mines, Limited

Alfred Lafleur and Arthur Walker Bellamy died almost instantly from 
crushing injuries received when they were caught in a run of broken ore in No. 
3,101 west stope, west of No. 3,150 crosscut of the Wright-Hargreaves mine, at 
about 8.15 A.M., on March 23. Lafleur suffered a broken neck, fracture and dis 
location of the right knee and multiple abrasions and contusions of the head, 
arms and body. Bellamy suffered a compound fracture of the skull, fracture of 
the jaw and left femur, lacerations of the scalp and multiple abrasions and 
contusions of the body.

Alfred Lafleur, British, aged 39, married, with nine children, employed as 
a runner, had worked at the mine since February 16, 1937. Arthur W. Bellamy, 
British, aged 28, married, with one child, employed as a helper, had worked at 
the mine since June 17, 1937. Both men had been working in No. 3,101 west 
stope together for several months.

At the time the accident occurred, Lafleur and Bellamy were engaged in 
cleaning off a bench at the west end of No. 3,101 west stope, about 30 feet below 
the 3,000-foot level. H. Jones and F. Racich, timbermen, were getting ready to 
put in stull timbers.

The west end of the stope had been mined to a height of 60 feet above the 
drift on the 3,150-foot level and the centre and east end through to the 3,000-foot 
level, using the rill-and-fill methbd. The triangular sill at the west end was 
partly mined through to the 3,000-foot level in narrow vertical slices, closely 
followed by fill. The mining of this sill was stopped at a point about 20 feet from 
the western boundary of the stope. Considerable pressure had developed as 
shown by the crushing of the headblocks on the stope stull timbers and of the 
headblocks on the drift stulls on the 3,150- and 3,000-foot levels. The western 
boundary of the stope was a vertical fault cutting off the ore. As it was feared 
that there might be danger of the remaining block of ore bursting, it was decided 
to mine this block, 90 feet deep by 20 feet long by 7 feet wide, dipping at 80 
degrees, by underhand methods, closely followed by stulls, starting from the 
3,000-foot level. The muck would be drawn off through No. l chute on the 
3,150-foot level. This chute is located about 10 feet east of the west end of the
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stope. It is the only chute left in the stope and was used for the later stages of 
the rill-and-fill and for the vertical slicing mining. The chuteway is separated 
by a line of stulls and lining from the manway, next to the end of the stope, up 
to the back or bottom of the unmined block of ore, and from the rill by a line of 
stulls and gob lagging, up to the floor over the fill, a height of 25 feet. Accord 
ingly, underhand stoping, closely followed by stulls, was started on the block of 
ore on February 1.

From March 20 to the time of the accident the miners had drilled and 
blasted three times, breaking probably 80 tons of ore. Before any blast the 
muck was never more than 4 or 5 feet below the edge of the bench and, after 
blasting, level with or over the bench. During this time one hundred and fifty- 
two 1-ton cars were pulled out of the chute.

On March 22 the night-shift crew drilled and blasted eight light holes 5 feet 
deep to square out the corner of the bench against the fault at the west end of 
the stope, about 30 feet below the 3,000-foot level. At the beginning of the shift 
the muck was about level with the bench. After twenty-f our cars were pulled on 
the 3,150-foot level after lunch the muck settled about 4 to 5 feet.

On day-shift of March 23, Lafleur and Bellamy intended to clean off the 
bench, and then to assist the two timbermen, H. Jones and F. Racich, to put in 
the necessary stulls and get the place ready for further drilling. When the men 
came to the working-place they found the muck completely covering the bench. 
The muck was high in the corner against the west-end wall and sloped down a 
few feet to the muck in the stope, covering the outside edge of the bench. The 
men all knew the stope, where the edge of the bench was, and the shape of it. 
They knew that the muck would be pulled by the motor crew on the 3,150-foot 
level some time that morning. Apparently they were trying to get the staging in 
before the muck went down. No one seems to have been afraid of the muck 
dropping as it had always settled slowly whenever the chute was pulled in the 
past. Lafleur, Bellamy and Jones went down on the muck to measure the 
distance for a stull to go in above the edge of the bench, to support the outside 
ends of the staging-plank. They were standing on about 2 feet of muck covering 
the steeply sloping edge of the bench, when the muck suddenly dropped about 
50 feet. Lafleur and Bellamy went down with the muck. Jones, fortunately, 
was saved. His partner, Racich, on the timber above, caught the loading-stick 
that Jones was carrying and had used as a measuring-stick. This steadied Jones 
just long enough to enable him to get a foothold on the solid rock and throw his 
other arm around a stull above him. Jones rushed out of the stope, up the 
3,000-foot level, and out to No. 4 shaft, where he gave the alarm. He then caught 
the cage, which had just come to the 3,000-foot level, and went down to the 
3,150-foot level. At the No. l chute he stopped the motor crew from any further 
pulling. The motor crew had started to pull the chute at about 7.40 A.M. They 
had loaded a 6-car train, taken it to the dump and had returned and were filling 
tiie third car of the train when Jones stopped them. This made nine cars that 
morning. The muck had dropped when they were filling the ninth car.

Jones got the raise crew (four men) from No. 3,150 ventilation raise and sent 
them up the manway of No. l chute. At the top they cut a hole through the 
manway lining, and went out over the muck in the chuteway into the space under 
the bench. They found Lafleur hung up back of a stull under the brow with about 
10 feet of muck over him. He was dead. The muck was blocked back and 
Lafleur's body was recovered at about 9.25 A.M. Bellamy's body was found just 
above Lafleur's. It was recovered at about 10.25 A.M. Both bodies were badly 
crushed. Evidently both men had died almost instantly.
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An inquest was held in the Kirkland Lake Town Hall on March 29, before 
Coroner R. H. Armstrong, M.D. The jury returned the following verdict: 

We, the jurymen, find that the late Alfred Lafleur and Arthur W. Bellamy met their deaths 
on March 23rd, 1939, in the Wright-Hargreaves mine as a result of muck being held up and sud 
denly giving away under them in 3,101 W stope. We find that this accident was due to negligence 
on the part of the Wright-Hargreaves Mines, Limited. We, the jurymen, recommend that 
greater precaution be taken when muck is being pulled from the chute in stopes when men are 
working on broken rock above and they be informed definitely of the exact time that rock is to 
be removed.

Aarne Harmala, Finn, aged 38, married, with one child, employed as a 
timberman at the Wright-Hargreaves mine, was instantly killed at about 9.30 
P.M., on April 11, when he fell backwards into the counterbalance compartment 
from the top of the man-cage in No. 4 shaft, at a point four sets (24 feet) below 
the 2,250-foot level, and dropped to the sump, 85 feet below the 3,950-foot level. 
Harmala, with four other men, was removing loose rock from the west wall of the 
man-cage compartment, working from the top of the man-cage, when the acci 
dent occurred.

Shortly before 7 P.M. on the day of the accident, loose rock developed on the 
west wall of No. 4 shaft between the third and fourth sets below the 2,250-foot 
level in the man-cage compartment. A repair crew, under the direction of 
J. Newman, night mine captain, was organized, and consisted of the following 
men: John Myelde, timberman, employed for fourteen years as runner, timber 
man, shaftman and shaft leader; Alphe Proulx, timberman, employed for eleven 
years as runner, timberman and shaftman; L/ennis McCay, timberman, em 
ployed for one year as runner and timberman; Napoleon Gauthier, timberman, 
employed for four years as runner and timberman; Aarne Harmala, timberman, 
employed for 6 years as runner and timberman.

No. 4 shaft is a service and supply shaft, 12 feet 2 inches by 12 feet 6 inches 
inside the timber from surface to the 3,900-foot level. The bottom of the sump 
is 100 feet below the 3,900-foot level and the water is usually 15 feet deep. The 
shaft is timbered with British Columbia fir sets at 6-foot centres, the end-plates 
being 10 by 12 inches and the wall-plates and dividers 10 by 10 inches. The 
outside lining is 2- by 8-inch plank. The shaft is divided into four compartments. 
The man-cage compartment, 5 feet 11 inches by 12 feet 6 inches, comprises the 
west half of the shaft with the long axis lying north and south. There are four 
guides, two on the west end-plate and two on the centre divider. The counter 
balance compartment, 5 feet 5 inches by 5 feet 6 inches, comprises the southeast 
quarter. There are two guides, one on the south wall-plate and one on the man- 
way divider. The manway and pipe compartments, 5 feet 5 inches by 5 feet 
9 inches, comprising the northeast quarter of the shaft, are separated from the 
cage and counterbalance compartments by 2- by 8-inch plank.

A platform of 2- by 8-inch planks was installed across the centre portion 
of the top of the cage. Three planks on each side of the hoisting-cable, their 
ends resting on the top edge of the side walls of the cage, covered the peaked 
centre section of the cage roof. The cage was lowered until the top was about 
level with the fourth set below the 2,250-foot level, and the work of scaling 
and loading the loose rock on to the cage top was started at about 8.30 P.M.

About 9.30 P.M. Captain Newman was standing on the 2,250-foot level 
looking down the man-cage compartment at the work in progress. Proulx was 
scaling behind the timber; Myelde was standing on the cage roof in the south- 
west corner; Harmala was standing on the plank platform about the centre of 
the cage, just south of the hoisting-cable; McCay was on the cage roof in the 
southeast corner, a few feet south of Harmala; Gauthier was on the plank
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platform just north of the cable. Newman, at the 2,250-foot level, saw Har- 
mala step back, then appear to sit down and disappear backwards through the 
timber into the counterbalance compartment. The loose rock that was being 
scaled settled a little and McCay saw Harmala, who was breaking off the lower 
end of part of it, step back out of the way in case it came with a rush. Harmala 
then appeared to lose his balance and fall backwards, out through the timber, 
into the counterbalance compartment. McCay managed to get a hold on 
Harmala with one hand, but could not stop him.

Newman sent word to surface for a doctor. He then proceeded to the 
3,900-foot level by means of No. 3 shaft. From the 3,900-foot level, in company 
with J. Elliot, shift boss, he went down No. 4 shaft man way to the sump. The 
water level in the sump was 85 feet below the 3,900-foot level. They found 
Harmala's body floating in the water in the corner of the counterbalance com 
partment. The body was sent to surface at about 10.15 P.M. Part of the 
head and most of the arms and legs were missing.

An inquest was held in Kirkland Lake Town Hall on April 12, at 7.30 P.M., 
before Coroner J. F. Edis, M.D. The jury returned the following verdict: 

We, the jury, find that Aarne Harmala came to his death on April lith by accidentally 
falling down No. 4 shaft at the Wright-Hargreaves mine, causing a compound fracture of the 
skull and other injuries.

METALLURGICAL WORKS 

Algoma Steel Corporation

Harvey McMacken, British, aged 26, single, employed as a stovetender in 
the blast furnace department of the Algoma Steel Corporation, was gassed 
about 7.25 A.M. on October 18, while attempting to open up a plugged dust 
collector in the pipe-line which supplies furnace gas to heat No. 4 stove of No. 3 
blast furnace. He died at the Sault Ste. Marie General Hospital at 12.35 P.M., 
on October 20, from carbon monoxide poisoning.

The smelting of iron ore with coke in the blast furnaces produces a gas 
containing from 28 to 34 per cent, carbon monoxide. Part of this gas is burned 
in hot-blast stoves, which contain checkered brickwork. When the brickwork 
in a stove has been sufficiently heated the gas burner is shut off, and air from the 
blowing-engines is admitted to the stove, where it takes up the heat in the brick 
work before it is passed to the blast furnace tuyeres.

Four hot-blast stoves are used in connection with No. 3 blast furnace, one 
of which heats the blast while the other three are being heated with gas. The gas 
burners are located about 4 feet above the stove floor, which is about 8 feet above 
the ground floor of the building. A gas main runs along the line of stoves about 
12 feet above the stove floor, with pipe connections to the burner at each stove. 
This connection consists of a vertical pipe, which extends down to about 5 feet 
below the stove floor, into which an inclined pipe is tapped about 2 feet above 
the lower end to carry the gas up to the burner. The lower end of the vertical 
pipe serves as a dust collector. It extends into a tunnel, about 3 feet wide and 
6 feet deep, made in the wall of the stove foundation at the ground floor. The 
bottom of the vertical pipe is closed with an iron cone, known as a "bell", which 
is held in place by a counterweighted arm. This arm projects from the tunnel, 
and there is a cable connecting it with the stove floor so that the bell can be 
opened from there. This is done once a shift by the stovetender to let the gas
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blow out the accumulated dust. One of these dust collectors becomes plugged 
occasionally, and it is then necessary to make a hole through the plug with a bar. 
Before this is done, the flow of gas is greatly reduced by closing a butterfly valve 
in the vertical pipe above the stove floor. The stovetender is required to have 
a man with him to lift the arm and hold the bell open while he uses the bar, and 
to close it as soon as the gas starts to blow out.

McMacken was employed as a stovetender on October 10, and worked in 
company with experienced stovetenders for instruction until October 18, on 
which date he was assigned to look after the stoves in connection with No. 3 
blast furnace on day-shift.

About 7.15 A.M. on October 18, the furnace blower, Chas. Ballstadt, in 
structed McMacken to turn the gas burners on at the stoves following the casting 
of No. 3 furnace. He did this and then returned to Ballstadt and reported that 
the dust collector at No. 4 stove was plugged. Ballstadt told him to wait there 
a few minutes while he went to the office to record the cast, and he would then 
assist him. McMacken was missing when Ballstadt returned, and he hurried 
to the dust collector at No. 4 stove. He found McMacken lying partially inside 
the tunnel, with a bar beside him. The bell was held open by a stick propped 
under the arm, and gas was blowing out within several feet of McMacken's head. 
The butterfly valve had not been closed to reduce the flow of gas.

Ballstadt closed the bell and dragged McMacken clear of the gas. Artificial 
resuscitation and an inhalator were applied, and breathing was restored within 
15 minutes. He was removed to the Sault Ste. Marie General Hospital, where 
he died at 12.35 P.M., on October 20, without regaining consciousness. A post 
mortem examination revealed multiple evidence of carbon monoxide poisoning.

An inquest was held before Chief Coroner A. S. McCaig, M.D., at Sault Ste. 
Marie, on October 23. The verdict of the jury was as follows: 

The deceased came to his death on October 20 at Sault Ste. Marie, through being gassed 
on October 18 at the blast furnaces of the Algoma Steel Corporation, he having neglected to 
close the butterfly valve as instructed. We find the circumstances of his death to be accidental 
and attach no blame to anyone.

Deloro Smelting and Refining Company, Limited

John Dobrowolski, Polish, was fatally injured at the refinery of the Deloro 
Smelting and Refining Company, Limited, on December 20, at about 8.15 P.M., 
and died at the Belleville hospital on December 23. He was 52 years of age, 
with a wife living in Poland. He had been employed as labourer at the plant for 
the past six years.

On the day of the accident Dobrowolski was engaged with another man in 
crushing and taking the crushed product in a buggy to the floor above. The 
partner had taken a load and was away from the crusher for about 15 minutes. 
On his return he found Dobrowolski lying on the floor in an unconscious condition 
behind the crusher. He summoned aid and had him removed to the office and 
then taken to the hospital at Belleville.

The crusher was 10 by 14 inches, driven by a 10 h.p. motor with a 30-inch 
belt. A bolt 14 inches long in the spring which holds the toggle plates projects 
from the side of the crusher at the back.

No person saw the accident occur, but it was afterwards learned that 
Dobrowolski had procured a stick of belt-dressing and was evidently applying 
this or was about to apply it when the accident happened. The proper place to 
have done this was at the front of the crusher where the belt and moving parts
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were guarded. He had, however, gone to the back of the crusher. It is presumed 
that he tripped over the bolt which holds the toggle-plate spring and fell, striking 
his head against the revolving flywheel.

His face had been injured, and he was bleeding from the nose and had suf 
fered a fractured skull.

An inquest was held at Deloro on December 28, before Coroner S. Eagleson, 
M.D. The jury returned the following verdict: 

John Dobrowolski came to his death due to an accident at the plant of the Deloro Smelting 
and Refining Company on December 20. The death was due to his own negligence and no blame 
is attached to the company or to any other person.

International Nickel Company

Daniel J. Ross, British, aged 30, married, employed as a fitter's helper in 
the Copper Cliff smelter, was instantly killed in the converter building about 
1.10 P.M., on March 29, when the main hoist trolley on No. 4 crane jammed 
him against a sway brace of the building frame. He sustained a badly fractured 
skull with maceration of brain material.

This is a 60-ton crane, with a span of 66 feet, which bridges the converter 
aisle. It is one of six cranes used in this aisle. It is equipped with a main hoist 
trolley, located on top of the crane bridge, which is used to move the 50-ton 
main hoist from one side of the aisle to the other as required, and an auxiliary 
hoist trolley, located below the main hoist trolley and independent of it, which 
is used to move the 10-ton auxiliary hoist in the same manner. The crane controls 
are located in a cab slung underneath the crane bridge. The crane track is 54 
feet above the floor of the aisle.

About 11.30 A.M., on March 29, Nos. 4 and 5 cranes were turned over to the 
mechanical department for their regular weekly inspection, after being taken to 
the crane repair platform. This is a narrow platform running along the north 
wall of the building between Nos. 12 and 13 converters. It is just outside, and 
about 1^2 feet below, the north rail of the crane track and is reached by an 
outside stairway. F. Steklasa, crane inspector, then started work on No. 4 
crane. There was oil leaking from a hole in the first reduction gear case on the 
main hoist trolley which required welding from above and below. Welder D. 
Hadcock then used an electric welding machine to do the welding from above, 
but was unable to get at the gear case from below due to a plate being in the way. 
Steklasa then sent Ross, fitter's helper, to get an acetylene torch to burn a hole 
in this plate through which the gear case could be reached. Ross returned with 
the torch about 12.20 P.M., accompanied by L. G. King, mechanical sub-foreman 
of the converter building, under whom Steklasa worked. Steklasa told King of 
the difficulty encountered, and King then used the torch to burn the hole in the 
plate. The main hoist trolley was at that time about 3 feet from the stop blocks 
at the north end of the crane bridge, while the auxiliary hoist trolley was at the 
south end.

About l P.M. King and Ross were on the north end of the crane bridge 
between the main hoist trolley and the crane track, waiting for the welder to 
return from the aisle below. Steklasa had gone over to No. 5 crane. Robert 
Thompson, electrical crane inspector, who was working on No. 4 crane, then 
approached King and asked him if the auxiliary hoist trolley could be moved to 
the north end to facilitate his inspection of the contact shoes. King said that 
he would move it as it would also serve as a working-platform for the welder, 
and asked Thompson about the location of the control levers as he had not 
operated this crane for some time, and they were different from those in Nos. l,
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2, and 3 cranes. Thompson then told him which ones to use, and went over 
towards the cab with him, leaving Ross at the north end of the crane bridge 
playing with the electric welder electrode. Thompson remained outside while 
King entered the cab and went to the controls. King first raised the auxiliary 
hoist block and then reached for the auxiliary hoist trolley lever. By mistake 
he pulled the main hoist trolley lever, located about lj^ feet to the east of the 
auxiliary hoist trolley lever, and the main hoist trolley moved northwards 
against the stop blocks, jamming Ross against the steel sway brace of the building 
frame.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Copper 
Cliff, on April 6. His verdict was as follows: 

Daniel J. Ross, age 30, employed as a fitter's helper in the Copper Cliff smelter of the Inter 
national Nickel Company, was instantly killed in the converter building about 1.10 P.M., on March 
29, 1939, when the main hoist trolley on No. 4 crane jammed him against a sway brace of the 
building frame. From evidence given, Ross was one of the men who was engaged in the regular 
weekly inspection and repair of this crane. At the time of the accident Ross was crouched over 
on the north end of the crane bridge, where he was within a few feet of the main hoist trolley, 
waiting for his sub-foreman, L. G. King, to move the auxiliary hoist trolley. King raised the 
auxiliary hoist block and then reached around to operate the auxiliary hoist trolley lever. He 
operated the wrong lever causing the main hoist trolley to move northward to the stop blocks 
crushing Ross between the end of the said trolley and the sway brace. I find that Daniel J. Ross 
came to his death through the negligent operation of the levers in the cab of No. 4 crane by 
L. G. King. I recommend that all control levers in the cab of a crane be properly tagged to 
clearly show what they operate.

PITS AND QUARRIES 
Hewitson Construction Company

Bert Merrill, aged 31 years, British, single, was instantly killed when struck 
in the head by a flying rock, weighing 125 pounds, during blasting operations at 
about 8.30 A.M., October 27, at the Mount McKay quarry of the Hewitson 
Construction Company. William Campbell, aged 45 years, British, was struck 
on the left leg by the same rock and suffered multiple compound fractures of the 
left leg, lack of pulsation and general irreparable condition necessitating amputa 
tion in the middle of the thigh. G. Bottan received a glancing blow from the 
same rock and suffered a slight scalp wound requiring several sutures.

The quarry is situated on the north side of Mount McKay on the western 
outskirts of Fort William. At the commencement of operations, about three 
months previous to the accident, talus had been quarried from the foot of the 
slope. At the time of the accident operations had commenced on the solid rock, 
which was being quarried by means of a double vertical bench about 20 feet high. 
The rock comprised the total feed to a crushing- and cleaning-plant with a 
capacity of approximately 30 cubic yards per hour, and the finished product was 
being used in the paving of the International Highway leading from Fort William 
to Duluth, Minn.

At the time of the accident, quarrying had advanced into the hillside for a 
distance of about 36 feet, and four vertical holes, from 7 to 9 feet deep, spaced at 
about 6-foot centres and carrying about 5 feet of burden, had been drilled in the 
lower bench. This meant that the holes were collared at a distance of from 7 to 
9 feet above the quarry floor. About 76 feet east of the holes the quarry was 
bounded by a ridge of rock which rose about 20 feet above the quarry floor. 
About 170 feet east of this ridge of rock, and at an elevation 24 feet below the 
quarry floor, was located a frame shack, 30 by 15 feet in size, the long axis running 
east and west. The inside of the building was partitioned off 10 feet from the 
east end, the east compartment being used as a timekeeper's office and the west
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compartment as a lunchroom for the workmen. In the centre of the floor in the 
west compartment, or lunchroom, was a large camp heater of the horizontal 
cylindrical type.

On the morning of the accident George Malkovitch had loaded the four 
bench holes with from six to eight sticks each of C. I. L. 60 per cent. Polar 
Forcite Gelatin and No. O electric detonators. He also loaded thirteen secondary 
charges or blockholes on the floor of the quarry, each containing from one- 
quarter to one stick of 60 per cent. Forcite, No. 6 detonators and White dover 
Leaf safety fuse.

He warned all the men that he was about to blast and the entire crew left 
the vicinity of the quarry and crushing-plant and proceeded down the road 
toward the east, past the shack. Some fifteen men went inside the shack to get 
warm during the interval, as it was a rather chilly morning. Malkovitch did 
not notice whether or not any one went inside the shack and, as all the men had 
left the working-place, he was satisfied that all were clear. He shouted, "Fire", 
and then lit the safety fuse in the blockholes and proceeded to a point west of 
the quarry, where he detonated the bench holes by means of a battery. This 
was the first shot to go off and Stanley Gillespie, who was looking toward the 
quarry from a point east of the shack, saw a large rock fly up in the air, over the 
ridge at the east end of the quarry, and crash through the roof at the west end 
of the building. The men inside the building were gathered around the stove and 
the rock, in passing through, first clipped Bottan on the head, then hit Merrill a 
terrific blow on the head, splitting his scalp wide open. The rock continued 
downward, striking Campbell in the leg, and then crashed through the partition 
of l-inch boards and into the east compartment of the shack.

William Fournier, the foreman in charge of operations, stated that orders 
had previously been given that no one was to enter the shack during blasting- 
operations. He was not at the scene of operations when the accident took place, 
having arrived at work just after the accident. The general impression regarding 
the safety of being in the shack during this particular blast seemed to be that 
adequate protection was offered by the ridge of rock at the east end of the 
quarry, which rose about 20 feet above the quarry floor.

An inquest was held at Fort William before Magistrate Le May, on Novem 
ber l. The jury returned the following verdict: 

The said Bert Merrill was killed on October 27. 1939, by a flying rock following a dynamite 
blast in the Hewitson Construction Company quarry at Fort William, the said Bert Merrill being 
one of the workmen working at the said quarry.

Larkin Gravel Pit

Henry Reimer, a farmer, aged 30, British, married, was instantly killed at 
about 3.15 P.M., on March 7, by a fall of material in a gravel pit on the Larkin 
farm, near Niagara-on-the-Lake, Niagara township. At the time of the accident 
he was working with about twelve others in drawing gravel to be used in the 
building of a church.

The bank was about 12 feet high, with a vertical face. There was an over 
hanging ledge at the top of the bank 2 to 4 feet in width and about 3 feet thick.

The overburden was difficult to remove as the surface was grown over with 
small trees and shrubs and the ground was frozen.

Reimer was loading gravel into a truck when he noticed some gravel starting 
to fall from the bank. He shouted a warning to the others, all of whom jumped 
clear. Reimer himself was the only one caught by the fall. About one and a
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half cubic yards of gravel fell, burying him. He was extricated in two or three 
minutes, but there was no sign of life.

An inquest was held before Coroner J. L. Poirier, M.D., at Niagara-on-the- 
Lake on March 29, and adjourned for one week without any evidence being taken. 
It was resumed on April 5. The jury returned the following verdict: 

The jury have agreed unanimously that Mr. Henry Reimer came to his death through 
inexperience of the party, of which he was one, on March 7th, 1939, in the township of Niagara, 
through crushing by a cave-in at the Larkin gravel pit. The recommendation of the jury is that 
any future operations should be under a proper supervision to prevent such an occurrence of 
such an accident.

John Meier

John Meier was fatally injured in a sand pit on his farm on lot 9, concession 
VII, Seymour township, Northumberland county, on the morning of February 2. 
He was a Swiss, 61 years of age, and married.

At the place where the accident happened the face of the pit was about 10 
feet high and was evidently slightly undermined.

The day' was mild and the frost was going out of the ground. Mr. Meier 
was loading sand into a truck when a part of the bank slid down, knocking him 
to the ground and burying him to the neck.

He was released in about ten minutes and taken to the hospital, where he 
died twelve hours later.

The Department of Mines was not notified of the accident, and no inquest 
was held.

Mrs. Herman Smith's Pit

Theophile Bissonnette, aged 30, British, married, was fatally injured on 
September 15, by a fall of material in a gravel pit owned by Mrs. Herman Smith 
in the township of Romney, county of Kent.

The banks of the pit were about 7 feet high. There was an overburden of 
about 5 feet of clay and sand, with a 2-foot layer of gravel beneath. No material 
had been taken from the pit for some weeks and the banks had a slope of 80 
degrees.

Bissonette and Carlyle Sheehan had been engaged by Thomas Sheehan to 
get two 3-yard truck-loads of gravel on the day of the accident. They had 
drawn one load and were loading the truck for the second time when the bank 
fell. In order to get gravel they had removed enough material from one place 
to make the upper part of the bank overhang 2 or 3 feet.

Bissonnette was in a stooping position when the bank caved, completely 
burying him and covering Sheehan to the waist. Sheehan shouted and two men 
came from an adjoining pit and released both truckers in a few minutes.

A doctor was called and had Bissonnette moved on a truck to a nearby 
farmhouse, where he died almost immediately from internal injuries and shock.

An inquest was held at Tilbury on October 6, before Coroner O. J. Rochon, 
M.D. The jury returned the following verdict: 

We, the jury, find that Mr. Theophile Bissonnette came to his death on September 13, 1939, 
by accident.

Wright-Hargreaves Mines, Limited

Alfred Closs, British, aged 45 years, married, with a daughter 18 years old, 
employed as night surface labour foreman at the sand and gravel pit of the 
Wright-Hargreaves Mines, Limited, on Claim No. 30,700, in Morrisette town-
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ship, Q^2 miles north of the mine, was caught in a run of sand and suffocated at 
about 9 P.M., on January 20.

The sand and gravel pit is operated in the winter months only, for the 
purpose of obtaining back-fill for the mine. The back-fill is stock-piled at the 
mine for use during the summer. The material is excavated from a hillside by 
means of a j^-yard Bucyrus Erie Diesel shovel and loaded into 12-cubic-yard 
trucks for transportation to the mine. The operations are carried on 24 hours a 
day by three shifts, each composed of one shovel operator and two truck drivers. 
During the day the pit is under the supervision of the day surface labour foreman 
and at night by the night surface labour foreman. During the night excellent 
illumination is provided by two 160 watt electric lights, 2,500 lumens each, with 
reflectors of the flat cone type, 16 inches in diameter. These lights are provided 
by a generator in the cab of the shovel.

At the time the accident occurred, the toe of the pit slope had assumed the 
shape of a half-circle, approximately 120 feet in diameter. The bank was 60 feet 
high, with the material standing at an angle of approximately 45 degrees.

Shortly before 9 P.M. on the night of the accident Closs and the shovel 
operator, Davis, went up on the slope to bring down material from the upper 
part. At this time the lower half of the slope was less than the final angle of 
repose and the upper portion steeper than this. They went up to a point ap 
proximately 30 feet from the bottom, outside of the edges of the section they 
expected to bring down. Closs was on the left-hand side and Davis was on the 
right-hand side facing up the bank, about 20 feet away. They proceeded to bring 
down the hung-up material by poking the under edge with 10-foot poles. Pres 
ently Davis thought the slide was about ready to come and turned and started 
down on his side. Just as he started down he heard Closs shout, "Watch out." 
Davis ran down the bank clear of the slide. After getting in the clear he turned 
around and looked for Closs, but did not find him. Davis started to dig into the 
slide about 15 feet from the bottom in what he thought was a likely place. Not 
finding Closs there he started to dig in the toe of the pile at the left edge of the 
slide. While he was digging there, a truck driver, Joe Cahill, arrived for a load 
of sand, at 9.10 P.M. Davis sent Cahill back to the mine for help and kept on 
digging. Cahill returned to the mine and notified E. Powell, the first aid man. 
Powell notified Dr. Kelly and G. Halverson, the day surface labour foreman. 
Dr. Kelly, Powell, and Cahill, with blankets, inhalator and first aid supplies, 
proceeded to the pit in Dr. Kelly's car, arriving there at 9.35 P.M. There they 
found Halverson and a rescue crew. At approximately 9.40 Powell's attention 
was called to a place at the toe of the bank to the right of where Davis and the 
other men were working. The second shovelful taken from this spot located 
Closs' head. Powell cleared the sand away from his head, and the body was 
recovered about 40 minutes after being buried. About 150 tons of sand had 
come down in the slide. Closs was lying face down, his arms across his face, 
head toward the outside of the pile, knees bent, with both legs up behind him. 
There was only about a foot of sand over his head and about 2^ feet over his 
hips. His body was removed to the tool-house at the pit and resuscitation 
methods were applied. Both the inhalator and the Schaeffer method of artificial 
respiration were used for two hours, but without success.

An inquest was held in the Kirkland Lake Town Hall, on January 25, at 
9 P.M., before Coroner J. F. Edis, M.D. The jury returned the following verdict: 

We, the inquest jury, are of the opinion that Alfred C. Closs came to his death by suffocation 
after a slide of gravel had buried him. From the evidence it appears that two men are required 
working together to bring the gravel to its angle of repose. We therefore believe that a third man 
should be employed to act as a "look-out" and we also feel that there should be stationary flood 
lights in addition to those on the boom of the Diesel shovel.
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Supplementary Fatal Accidents, 1938
International Nickel Company of Canada, Limited

E. Seigel, British, aged 23, single, employed as a chute-blaster at the Creigh 
ton mine, was severely injured about 10.15 P.M., on October 2, 1938, when struck 
by a large chunk of rock which rolled down while he was inside No. 2.7 chute, 
30th level, preparing a sand-blast. He died in the Copper Cliff hospital about 
10.20 P.M., on June 3, 1939.

This is a box-hole chute of the platform type, which draws from No. 60 
shrinkage stope. Seigel and Motorman G. Rodhy pulled it continuously from 
the beginning of their shift at 4 P.M., on October 2, until the muck became hung 
up shortly before 10 P.M. According to Rodhy, they then blasted twice with 
blasting-poles, without result. Seigel then suggested that they enter the chute 
and put a sand-blast on the large chunk holding up the muck, located about 12 
feet above the brow. Fourteen sticks of powder were placed on this chunk by 
Seigel while Rodhy went up part way and passed clay to him. A movement was 
heard in the muck above them before the blast was prepared, and the men 
started to leave the chute. A chunk, weighing about 400 pounds, hit them both 
before they could reach the platform.

Seigel sustained fractures of the right femur, tibia and fibula, and right pubis, 
also a deep wound in the left groin and contusion to the bladder. Rodhy sus 
tained multiple fractures of the ribs, and an impacted fracture of the right 
scapula.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Creighton, 
on July 14. His verdict was as follows: 

E. Seigel, age 23, employed as a chute-blaster at the Creighton mine of the International 
Nickel Company, was injured on October 2, 1938, when struck by a large piece of rock while 
inside No. 2.7 chute on 30 level. Seigel and his partner, G. Rodhy, had gone inside the chute, 
which was hung up, to blast it down when suddenly a large chunk came away and hit the two men. 
Seigel was severely injured, and died from complications on June 3, 1939, at the Copper Cliff 
hospital. Rodhy stated in his testimony that they had gone into the chute against mine regu 
lations, which prohibit anyone from entering a hung-up chute. Death was accidental with no 
blame attached to anyone.




