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Deputy Minister oj Mines. 
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MINING ACCIDENTS IN ONTARIO IN 1941
By

Chief Inspector of Mines, W. O. Tower, Toronto; Inspectors, R. L. Smith, Kenora;
A. E. Cave, Port Arthur; D. F. Cooper, Sudbury; J. B. Taylor, W. E. Bawden, E. S.

Little, Kirkland Lake; E. B. Weir, Timmins; D. P. Douglass, Toronto.

Accidents during 1941
During the year 1941 at the mines, metallurgical works, quarries, and clay, 

sand, and gravel pits regulated by the Mining Act, there were 2,304 accidents 
to employees reported to the Department of Mines up to January 16, 1942. 
Sixty-four fatalities arising out of 62 separate accidents were reported.

The returns represent an increase of 139 (6.4 per cent.) in the total number 
of accidents reported and an increase of 22 in the number of fatalities recorded 
over the preceding year.

The number of accidents involving fatalities is 62, which is 20 more than the 
preceding year. There were 60 accidents in which one man was killed and 2 
accidents in which 2 men each were killed.

The report shows a fatality rate of 1.78 men killed per thousand men em 
ployed, which is an increase of 0.60 per thousand men over the preceding year 
and is 0.38 per thousand lower than the average for the last 25 years.

There were 62 non-fatal accidents per thousand men employed, which is an 
increase of 2 (3 per cent.) from the rate of 1940.

The percentage of non-fatal accidents followed by infection decreased from 
6.7 per cent, in 1940 to 4.7 per cent, in 1941.

The total employment figures for the industry show a slight increase over 
1940. An increase in the employment at mines, metallurgical works, and clay, 
sand, and gravel pits was nearly balanced by a decrease in the employment at 
quarries.

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

lowing table: 

Distribution

Mines, underground.
Mines, surface.

Total...

1937

36
5
5
1
2

49

1938

37
2
5
1
4

49

1939

27
3
3
1
4

j
38

1940

35
1
2
3
1

42

1941

50
2
6
0
3
1

62

ANALYSIS OF FATALITIES AT MINES, 1937-1941

Cause

Fall of ground

Explosives. . . . . . . . . . . . . . . . . . . . . . .
Miscellaneous, underground

1937

per cent. 
20
0
0

44
17
12
7

1938

per cent. 
17
15
2

28
26
10
2

1939

per cent.
8

19
21
16
10
18

8

1940

per cent. 
34

5
20

8
3

27
3

1941

per cent.
28

6
11
13
13
25

5

[1]
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Diagram showing fatalities per thousand men employed between 
the years 1917 and 1941.

By months the fatal accidents occurred as follows: 

Average 
z—2-16 

Month No. 
accidents

No. 
men killed

January.............. .... ...... ... .. . .. .. .. ..... .... .. ........ 4 4
February...... .. .... . . . ... . .. .. . ... .. . ... . . ..... .. ..... .. ..... 6 6
March..... . ..... .... . . .... ... . ... ... ... ... . ... . . ... ..... ..... 7 7
April..... ...... ..... .. .. ... ........ .. . .... ...... . .. .. .. .... ... 5 5
May.......................................................... 3 3
June.......... ... . .. . . . . .. ... . . . .. .. .. .. .. . .. ... . ... .. .. .. ... . 5 5
July... . . . ..... .. ... .. . . . .... .. . . ... .. . .... .. ... ... .... ...... . 7 7
August........................................................ 4 4
September..................................................... 6 6
October. . ...... . . .... .. .. .... . . . ... .. . .. ... ..... . ..... ... ..... 5 7
November........ ... .. . .. . ... .. . ... .... . .. . ............ .. ..... 6 6
December..................................................... 4 4

Total. ...................................... .............. 62 64

Classifying the fatalities according to industries gives the following: 
Contract diamond-drilling at mines. .. .... . ... .. .. .. ... ..... ..... l
Gold mines................................................... 43
Gypsum mines. .. .. . . . . . . . . .. . . .. . ..... . . .................... . l
Nickel mines. .. .. ..... .. ...... .. .. ............ .. .. ............ 10
Metallurgical works............................................ 6
Quarries. .. .. ..... .. .. . ... .. ... . . . . ..... ... .. .. .. ... .... .. .... O
Sand, clay, and gravel pits. .. ............ ...... ................. 3

Total....... ............................................. 64

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

Men 
employed

No. 
killed

Rate per 
thousand

Mines1 .
Metallurgical works.
Quarries
Clay, sand, and gravel pits.

26,709
6,916
1,281
1,029

55 
6 
O 
3

2.06 
.86 

O 
2.91

Total. 35,935 64 1.78

includes contract diamond-drilling at mines.

The ages of the men killed were as follows: 



17-20

4

21-25

21

26-30

12

31-35

13

36-40

8

41-45

2

46-50

2

Over 50

2

Total

64

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

Cagetender. ... . .. . .. . .. . . .. .. .. ... .. .. . .... . . ... .. . . .... ..... 4
Cagetender's helper... .. . . . . . . . . . . . . .... .. .... . ..... . . .. .. ..... l
Diamond-driller. .. . . ... ... .. . . . .. . . ... .. .. ... . .... . . . .... ..... l
Driller. .... . . . ... . . .. .. . . .. . . .. .. .. .... . .. . . ..... .. . .... ..... 15
Drill helper....... . ...... .. .. . . .. .. .... . . . ... ....... .......... 6
Electrician. .. .. ........ . . .... .... .. . ..... ....... ... .. .. ... . .. . l
Foreman....... . ............................................. 5
Labourer..................................................... 5
Loader. . .. . ............ . .. . ...... .. .. .. ... .. ................. l
Mechanic 
Motorman.... 
Shift deckman. 
Shaftman 
Shoveller... .. 
Scale clerk 
Sampler 
Timberman...

Total..... ............................................... 64

TABLE OF FATAL ACCIDENTS IN MINES, METALLURGICAL WORKS, QUARRIES 
AND GRAVEL, SAND, AND CLAY PITS, 1917-1941

Year

1917.........
1918.........
1919.........
1920.
1921.........
1922.........
1923.........
1924.
1925.
1926.
1927.........
1928.
1929.........
1930.
1931.........
1932.
1933.........
1934.
1935.........
1936.
1937.........
1938.........
1939.........
1940.
1941.........

Persons 
killed at 

metallurgical 
works and 

mines

36
32
39
29
24
30
30
40
42
32
33
85
55
56
37
25
25
34
36
65
52
62
47
42
64

Persons 
employed at 
metallurgical 

works and 
producing 

mines

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
35,137
35,317

Persons 
employed at 

non-producing 
mines

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
438
418

Total 
persons 

employed

17 7Q1
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
35,575
35,935

Fatal 
accidents 
per 1,000 
employed

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 fiQ
1.57
1.65
1.57
2.30
1.62
2.01
1.41
1.18
1.78



TABLE OF FATAL ACCIDENTS

No.

1
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13

14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25

26 
27 
28 
29

30
31 
32 
33 
34 
35 
36

37

38 
39 
40 
41

42 
43
44
45 
46 
47
48

49 
50

51

Date

May 30 
Oct. 7 
Nov. 25 
April 30 
Mar. 29 
June 20 
Feb. 10 
Feb. 24 
Feb. 19 
Jan. 15 
Nov. 9 
Feb. 24 
Oct. 11

Sept. 14 
Jan. 17 
Mar. 22 
June 9 
Nov. 12 
Nov. 12 
Mar. 12 
April 29 
Dec. 6 
Mar. 8 
July 28 
Jan. 2

Mar. 14 
July 9 
April 14 
June 21

Oct. 16
Sept. 10 
Sept. 26 
Nov. 21 
May 3 
Sept. 1 
Mar. 1

Aug. 5

Feb. 20 
April 20 
June 23 
Mar. 30

Sept. 21 
Feb. 28
Oct. 9
July 30 
Dec. 2 
Aug. 23 
July 4

Jan. 31 
June 21

Nov. 12

Name of mine

Brock...

Delnite.....
Dome

Hallnor

tt

"

Hoyle................

It

Frood.

Kirkland Lake Gold . . .

Little Long Lac
McKenzie Red Lake . . . 
MacLeod-Cockshutt . . .

Macassa.
Magnet

Naybob
Paymaster Consolidated

11 II

Sand River
Goldwood (Horseshoe) . 
Levack.
Straw Lake Beach 

Sylvanite
Teck-Hughes

Name of operator

Bidgood Kirkland Gold Mines, Ltd. . . 
Brock Gold Mines, Ltd.
Central Patricia Gold Mines, Ltd. . . .

Dome Mines, Ltd.

Faymar Porcupine Gold Mines, Ltd. . 
Gypsum, Lime and Alabastine, Can 

ada, Ltd. 
Hallnor Mines, Ltd.
Hollinger Consol. Gold Mines, Ltd. . . . 

Hoyle Gold Mines, Ltd.
Internal. Nickel Co. of Canada, Ltd.. .

Kirkland Lake Gold Mining Co., Ltd. 
Lake Shore Mines, Ltd.

Little Long Lac Gold Mines, Ltd. . . . i.
McKenzie Red Lake Gold Mines, Ltd.
MacLeod-Cockshutt Gold Mines, Ltd. x a a it a
Macassa Mines, Ltd. . . . . . . . . . . . . . . 
Magnet Consolidated Mines, Ltd. . . . 
Morris Kirkland Gold Mines, Ltd. . . .

Naybob Gold Mines, Ltd.
Paymaster Consol. Gold Mines, Ltd.. . 

Pickle Crow Gold Mines, Ltd.

St. Anthony Gold Mines, Ltd. . . . . . . .
" " " --{

Sand River Gold Mining Co., Ltd. . .

Smith and Travers Co., Ltd.. .
Straw Lake Beach Gold Mines, Ltd. . .

Teck-Hughes Gold Mines, Ltd..

Name of deceased

Moses Cain
John Ternowetsky .

W. H. Lalonde 
Roy Skene 
J. R. Corbeil......
Gerald West.
Louis Dagenais. . . . 
Thomas Sloan
M. G. Quilty

Matthew McAlpine

Clifford Sharpe 
Fred Ladouceur . . . 
Thomas W. Parsons 
G. M. Wilson
W. A. MacDonald. 
Leonard Rolley. . . . 
James O. Harris. . .

Arthur Hill.......
Norbert Mallette. . 
Doris Lachance . . . 
Albert Champion. .

James Pickford. . . .

Leo W. Murphy. . . 
Christopher R. 

Conroy. 
Joseph Zivcic . . . . . 
Bernard Mills 
Edward Slenis. 
Andrew Yathon . . . 
Melvin Rogers 
Leo. L. Roy 
Henry Laursen 
S. M. J. Thibault. .

Jean Baptiste 
Landry. 

Harry Grydsuk. . . 
Victor Kostron. . . . 
Anthony Hoffman . 
Walter Duggan. . . .

Reinhold Kort 
Frank Absenger . . . 
Cecil Laundarie . . .
Ted Gnyp 
Steve Klowak. 
Emil Malmbak. . . . 
Lucien Rheaume . . 
Sydney Arthur 

Frewan.

John W. Coulson . . 

Michael Malenoski.



UNDER GROUND AT ONTARIO MINES, 1941

Age

53 
27 
46 
40 
20 
32 
25 
31 
25 
24 
33 
36 
62

27 
50 
29 
27 
23 
25 
26 
27 "25 
39 
20 
27

24 
41 
21 
25

39 
24 
35 
22 
32 
22 
31 
24

18

23 
22
28 
31

30 
35 
49 
31 
38 
40 
25 
25

40 
37

33

Occupation

Foreman (timber boss 
Cagetender's helper. . 
Shaftman

Shoveller
Driller
Drill helper.
Sampler.
Drill helper.
Driller
Foreman (stope boss) 
Driller
Scale clerk

Skiptender.

Timberman.
Drill helper
Driller
Driller
Driller
Driller
Foreman (stope boss) 
Shoveller.
Driller

Motorman.
Driller

Drill helper.

Timberman. 
Timberman
Cagetender
Drill helper.
Driller
Driller.
Shaft deckman
Cagetender

Shoveller

Shaftman.
Shoveller.
Cagetender

Driller. ............
foreman (shift boss) . 

Drill helper.
Driller. ............
Shoveller
Shoveller.
Diamond-driller.
Shoveller

Timberman.

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

Allegiance

British.
British.

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

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

British
British
British
British

Jugo-Slav. 
British
Lithuanian. . . . 
British
British
British
British
British

British

British
British.
Uixembourgian 
British

Austrian

Polish.........

British..

Married, 
single or 
widower

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

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

M 
W
M 
M

M
S 
S 
S 
M
S
M 
M

S 

Ss
M 
S

s
M 
M 
S 
S 
S 
S 
S

M 
M

M

Cause

Fell in stope. 
Jumped from cage in shaft. 
Fell down shaft. 
Fell down raise (bulkhead staging collapsed). 
Fuse cut too short. 
Remained too long at scene of blast. 
Struck by fall of loose rock. 
Buried in run of muck in stope. 
Struck by fall of loose rock. 
Struck by fall of loose rock. 
Struck by falling rock from chute. 
Buried in run of muck. 
Fell and broke leg; died from thrombosis.

Head crushed by ore-pass gate. 
Suffocated when buried in run of sand. 
Thrown from motor; crushed against wall. 
Struck by fall of ground. 
Struck by fall of ground. 
Fell down shaft. 
Fell in chute when staging collapsed. 
Internal injuries; drill fell on him. 
Struck by falling timber in stope. 
Struck by fall of ground. 
Fell down chute (mill hole). 
Stick of dynamite exploded at collar of hole 

while loading. 
Struck by fall of ground. 
Struck by fall of ground. 
Explosion in underground storage. 
Buried in run of sand fill.

\ Crushed by fall of ground caused by rock 
j burst. 
Crushed between bar of cage and shaft timber. 
Struck by fall of ground. 
Returned too soon to scene of blast. 
Struck by fall of ground. 
Pell down shaft. 
Thrown out of cage into shaft when drill 

steel fouled shaft timber. 
Struck by fall of ground.

Struck by cage in shaft. 
Pell down winze. 
Crushed by large rock rolling down muck pile. 
Crushed by car of drill steel when it tipped 

over on him. 
Struck by fall of ground. 
Buried in run of ore.
l Remained too long at blast.
Struck by falling drill steel, 
faught in run of ore. 
Struck by rod-puller of D. D. machine. 
Pell down chute after apparently being 

struck by a falling object. 
Struck by fall of ground. 
Struck by fall of ground caused by a small 

rock burst. **3 
Struck by fall of ground.



TABLE OF FATAL ACCIDENTS ON THE

No.

1
9,

Date

Aug. 22
Sept. 23

Name of mine

Frood open pit . . . . . . . .

Name of operator

Internal. Nickel Co. of Canada, Ltd.. .

Name of deceased

Keith Sparling
John Tomljenovich

TABLE OF FATAL ACCIDENTS

No.

1

9,
3

4
fi
6

Date

April 7

May 6
July 12

July 19
Aug. 6
Oct. 25

Plant

Copper Cliff . . .

,, ,,
M .1

Name of operator

,, ,, ,, ,, ,, ,,
M n M M ii 11

Name of deceased

Lane R. Watson

J. L. Hutchinson.
G. J. Mulvihill.......

W. Bruce Allen......
Oddo Feroci
Romulo Longarini. . . .

Age

3?

33
17

31
30
29

TABLE OF FATAL ACCIDENTS AT

No.

1
9,
3

Date

July 2
Dec. 20
Dec. 31

Name of operator Name of deceased

J. Alphonse McManus.

Age

94
33
??



SURFACE AT ONTARIO MINES, 1941

Age

?3
41

Occupation

Mechanic (garage) . . .
Pipe-fitter

Allegiance

British........

Married
or

single

S
M

Cause

sure.

AT METALLURGICAL WORKS, 1941

Occupation

Labourer
Mechanic

Electrician

Nationality

British.

British
British

British.
British
British

Married 
or 

single

M

S
S

ss
M

Cause

crane. 
Caught between tail pulley and conveyer belt.
Crushed between hood of elevator car and floor of

building while inspecting elevator shaft.

Received electric shock; fell off power line pole;
fractured skull.

CLAY, SAND AND GRAVEL PITS, 1941

Occupation

Labourer

Nationality

British.
British
British.......

Married 
or 

single

M
S
S

Cause

Caught between pulley and belt.
Crushed between truck and wall of pit.
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Non-fatal Accidents
The causes of non-fatal accidents at mines are shown in the following table:-

Cause

Falling objects
Crushed between two objects
Hand tools.

Drilling machines
Falling rock or ore, drilling, scaling, etc. . . . . . . . . . . . . . . . . . .

Fly ing objects, sledging, etc.
Fall of rock or ore at face
Machinery

Burns.
Cage, skip, or bucket
Explosives

Natural gas (methane)
Fall down shaft, winze, etc.

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

Surface

89
46
29
50
33

3

2

3
16

37
22

1
13
31

3
2

3
1
6

390

Under 
ground

237
134
108
75
90

112
107
101
96
87
57
70
30
36
34
17

1
18
16
10

4
4

1

1.445

Total

326
180
137
125
123
115
107
103
96
90
73
70
67
58
35
30
32
21
18
10
4
4
3
1
7

1.835

The causes of non-fatal accidents at metallurgical works were:-
Fall of persons .. ... .. ...... .. . ... . . . 35
Falling objects.... ... . . .. . .... . . . . . .. 27
Crushed between two objects. .. .. .... . 23
Hand tools. ... . . . . . . . .. . .... .. . .. .. . 14
Flying objects, sledging, etc..... .. ... . . 12
Strain while lifting. . . . . .. . . ... . .. .. . . 11
Handling material... ........... . ..... 11

Machinery. . . .. .. . . ..... ... ... . ..... 8
Burned by slag, matte, or scrap... ... . . 6
Burns. .... . . . .. . . ..... .. ..... ... . .. 5
Transportation. . .. . . . . . . .. . . .. . . . . .. 3
Electricity. . . . . . .. . . . .. . .. .. . .. . .... 2
Unclassified. . .. . . .... ... .. . .... . . .. . l

Total. .. ... ...'...... .. . . . .. . . .. . 158

The causes of non-fatal accidents at quarries were: 
Handling material...... . ...... . . . .. .. 31
Fall of persons. . . . . .... . . .. .. . .. . .. .. 24
Flying objects, sledging, etc..... .. . . . . . 18
Falling objects... ... .. .. . ... . . . .. . . . . 12
Crushed between two objects. ... ... .. . 9
Fall of rock. . . . . . . . . . . . . ... .. . . . . . . . 7
Machinery. .... . . . .. ... ...... . . . .. . . 7

Hand tools. . . . .. .... ...... . .. . . .. ... 6
Strain while lifting. . . . . . . . . .. .. . . .. . . 6
Explosives. . . . . . . .. . . . . . . . . . .. . . . . . . 2
Transportation. . . . . . ...... .. . . . . . .. . 2
Nails and splinters. . . .. . .. . . . . . . . . . .. 2

Total.... .. ....... .............. 126

The causes of non-fatal accidents in contract diamond-drilling were: 
Crushed between two objects..... ... . . 15
Nails or splinters.... .. .. ... . .. . .. . . . . 9
Hand tools. .. . .. . .. . .... . . . .. .. ..... 9
Caught in moving parts.... .. ... ..... . 7
Fall of persons... . . ..... ... .. . ...... . 6
Falling objects..... . . .. . . . .. .. ... .... 6
Flying objects.. . . . . . .... ............ 5

Caught in feed screw. . . .. .. .. .. . . .... 3
Strain while lifting. . ... ... . . .. . . ... .. 3
Burns. .. . . . . . . . . . . . . . . .. . . . . . .. . . . . 3
Running into or striking objects. . . . . . . 3

Total........................... 72



The causes of non-fatal accidents at clay, sand, and gravel pits were: 
Fall of material. .. .. ................. 13
Fall of persons..... ..... .......... ... 9
Machinery. . ..... ............. ... ... 8
Crushed between two objects. .. ... . .. . 8
Flying objects, sledging, etc............ 4

Strain while lifting. . ...... .... . . . .... 3
Nails or splinters... . .. . .. ... . .. ...... 2
Burns...... . . ... . .................. l
Handling material.............. ...... l

Total........................... 49

Infection
Records show that infection followed in 104 cases out of a total of 2,240 

accidents.

Location

Mines, underground.
Mines, surface

Clay, sand, and gravel pits.
Diamond-drilling

Total

No. of 
accidents

1,445
390
158
126
49
72

2,240

Accidents followed 
by infection

45
32
11

1
1

14

104

Per cent, 
infection

3.1
8.2
7

.8
2

20

4.7

Accidents from Explosives

Cause

Detonators on hot oil drum exploded. . . . 
Dynamite exploded at collar of hole 

while loading . . . . . . . . . . . . . . . . . . . .

Did not take sufficient cover
Returned too soon to scene of blast.

Unexplained explosion in storage place . .

Total

Non-fatal

No.
accidents

4 
1

3

1 
4 
2 
3

18

Men 
injured

4 
1

4

1 
4 
2 
3

19

Fatal

No. 
accidents

1 
2 
1

1

1

6

Men 
injured

1 
3
1

1

1

7

Total

No. 
accidents

4 
1

1 
5 
1 
1 
5 
2 
3 
1

24

Men 
injured

4
1

1 
7 
1 
1 
5 
2 
3 
1

26

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

mines, metallurgical works, quarries, and clay, sand, and gravel pits, based on 
the number of accidents per thousand men employed, for the years 1931 to 1941, 
inclusive.

1931

100

1932

98

1933

95

1934

93

1935

90

1936

83

1937

85

1938

70

1939

67

1940

60

1941

63

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: 
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1932 1933 1934 1935 1936 1937 1938 1939

1

1940

1

1941 Total

2

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

1932

3

1933

4

1934

4

1935

6

1936

4

1937

2

1938

8

1939

6

1940

3

1941

5

Total

45

Classification of Non-fatal Accident Rates at Producing Mines
In the following table the producing mines employing more than 50 men are 

arranged in order, according to their rate of non-fatal accidents per thousand 
men employed: 

Chesterville
Matachewan Consolidated 

(Frood (International Nickel) 
1 Creighton (International Nickel) 
fMcIntyre-Porcupine 
\Garson (International Nickel)
Omega 

O 50 - Young-Davidson (Hollinger)
Levack (International Nickel)
Hollinger mine
Wright-Hargreaves
Northern Empire
Lake Shore
Preston East Dome
Howey

51 100

Magnet

Average—64.4 accidents per thousand men

Helen (Algoma Ore Properties)
New Golden Rose (Consol. Mining and Smelting)
Dome
MacLeod-Cockshutt
Toburn
Pickle Crow
Moneta
Hard Rock 

(Berens River 
\Coniaurum
Falconbridge (mine and mill)
Macassa
Sand River
Faymar
Kerr-Addison
Delnite
Paymaster Consolidated 

("Little Long Lac 
\Sylvanite
Tombill
Cobalt Products
Leitch
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101 150

151 200

201 250

Broulan
Buffalo Ankerite
Hasaga
Wendigo
St. Anthony
Pamour
McKenzie Red Lake
Upper Canada
Sturgeon River 

(Teck-Hughes 
\Sachigo River
Madsen Red Lake 

fBidgood 
\Ross (Hollinger)
Argosy (Jason)
Uchi
Aunor
Hallnor
Kirkland Lake Gold
Bankfield
Jerome

Hoyle 
/De Santis 
\Cline Lake
Gold Eagle
Golden Gate
Yama
Cochenour Willans 

[Central Patricia 
JTyranite 
[McMarmac

Naybob

Fires
International Nickel Company of Canada, Limited

An incipient electric fire was discovered in the battery-charging station on 
the 3,100-foot level at the Frood mine, about 9.30 P.M. on June 20, by Chute 
Blaster L. St. Louis when he visited the station to check the charging of a battery. 
He noticed that the charging cable was smoking very badly and cut off the power.

It would appear that the charging-cable plug was inserted in the battery 
before the latter was transferred to the charging table and that during the transfer 
the cable caught in some manner, pulling the tapered lug loose at the plug. This 
made a loose connection, and when power was applied the contacters heated up 
and caused the insulation to smoke. Insufficient heat had been generated to 
short-circuit the two contacters on the No. 4 s.n.f. cable.

A small outbreak of fire occurred on the 1,800-foot level of the Frood mine 
at 6.15 P.M., on December 8, in the wiring at the control end of a battery loco 
motive. It was extinguished by Motorman A. Cumming with a pyrene ex 
tinguisher before damage resulted.

The fire appeared to have been caused by a break in the main lead wire 
igniting excessive oil and grease on the wires.

Lake Shore Mines, Limited
A fire occurred underground at the Lake Shore mine, in No. 4.002E drift, 

at 8.30 A.M., January 8.
Two mechanics were burning off projecting spiles with an oxyacetylene 

torch. The heat from the torch ignited some timber behind the spiles which
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started to smoulder. Upon noticing the smoke the mechanics immediately used 
water on the fire and, after soaking with water, also used one quart of pyrene. 
No flames were visible at any time, the only damage being some charring of the 
old timber and lagging.

Naybob Gold Mines, Limited
A fire which threatened the loss of several buildings, including the shaft- 

house, at the Naybob mine occurred on August 29, 1941, at about l P.M.
The fire occurred in a small building about 10 feet away from the miners' 

change-house, which is only 3 feet away from a new change-house, which was 
almost completed. The new change-house was connected to the new shaft-house 
by an elevated travelling way. The building where the fire occurred was 12 by 
12 by 8 feet. It was of frame construction sheeted with shiplap and tar paper 
and was steam heated. The lighting fixture was of the vapour proof type. The 
building was kept locked ordinarily. Only Nicholas Gaitan, the lamp man, and 
P. Leclair, the nipper, used the building. At the time of the fire the building 
contained a grinding wheel driven by a ^ h.p. motor, 100 lengths of diamond- 
drill rods, several bales of oakum, 400 capped fuses, cap crimpers, and paint 
for dipping the ends of the fuse.

Gaitan had been grinding an axe. He left the building, for a few minutes, 
leaving the motor running. When he returned there was a dense cloud of smoke 
about the grinder. While trying to remove the grinder from the building he 
burned his wrists. Gaitan gave the alarm, and the Timmins Fire Department 
was summoned. Before the firemen arrived workmen at the mine tried to combat 
the fire by means of a fire hose connected to the fire line just outside the hoist- 
room. As they did not succeed in getting the pressure pump going they did not 
accomplish anything. During the early stages of the fire the fuse burned and the 
caps exploded, making it dangerous to try to combat the fire at close quarters. 
When the men from the fire department arrived they prevented the change-house 
from catching fire by using the equipment they brought with them. This saved 
the change-houses and the shaft-house.

Neither Gaitan or Leclair smoked. It is probable that the fire was caused 
by a short circuit in the motor.

Prosecutions

Rex vs. John Crawford

A charge was laid against John Crawford, temporary shaft leader at Tyranite 
Mines, Limited, as follows: 

That John Crawford of Tyranite, Ontario, in the District of Timiskaming, on the 7th day 
of November, 1941, 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 sub 
section 145, Section 160, Part VIII, of the Mining Act of Ontario.

Crawford pleaded guilty and paid a fine of S10.00 and costs.

Rex vs. Andrew Kozak

A charge was laid against Andrew Kozak, a driller at the Pickle Crow Gold 
Mines, Limited, as follows: 

That Andrew Kozak of the Hamlet of Pickle Crow in the District of Kenora (Patricia 
Portion) did unlawfully drill into the cut of the previous blast (so called bootleg hole) in the 
face of the 1802 east crosscut, Pickle Crow Gold Mines, Limited, contrary to provisions of Section 
160 (73a) of the Mining Act of Ontario.



13

The case was heard before Justice of Peace R. E. Barrett and Justice of 
Peace H. M. Findlay, acting as Magistrate; at Pickle Crow, on October 15. 
Kozak pleaded guilty and a fine of S10.00 and S4.00 costs were imposed. The 
fine and costs were paid.

Rex vs. John Krivenko
A charge was laid against John Krivenko, an employee of C. Stocklosar, 

Madoc, as follows: 
That John Krivenko, being a person other than the owner, agent, manager, superintendent, 

or captain, engaged in or about a mine, used in blasting operations a fuse shorter than three feet, 
in contravention of the provisions of Part VIII, Section 160, subsection 76, of the Mining Act 
of Ontario.

On June 30, this case was held in Madoc before Magistrate Lloyd. A plea 
of guilty was entered and a fine of S10.00 and costs of S9.50 were imposed or in 
default of payment imprisonment for a term of one month. The fine and costs 
were paid.

Rex vs. Philippe Lefevre
Philippe Lefevre was found guilty and sentenced to one month in jail when 

he appeared before Magistrate S. Atkinson at Timmins on March 14, charged 
under the Criminal Code with uttering a forged document.

This case arose through the presentation by Lefevre of a forged medical 
certificate when he presented himself for periodical examination on January 17.

Lefevre pleaded "not guilty" and in defense of his plea stated that he had 
come to Porcupine in July, 1940, from Sudbury in search of employment. On 
applying at the employment office, he was asked if he held a medical certificate 
and presented his old certificate, which had expired in January, 1939, and was 
informed that this certificate had expired. He claimed that a man who was 
present and overheard the conversation asked him to give him his card stating 
he would "fix it up." A few minutes later after having had the forged signature 
and extended date affixed to the certificate, Lefevre states he again presented his 
card to the employment officer and was given a work slip for employment at 
Paymaster Consolidated.

Dr. Taylor, in giving evidence, stated that when he questioned Lefevre as to 
the signature on the certificate Lefevre had claimed the signature was genuine, 
but when the certificate was forwarded to Sudbury, Dr. Morgan, the examining 
physician said he had not re-examined the man at the time indicated and had 
not signed the certificate.

Rex vs. Frank Matson
Rex vs. George Fisher

Rex vs. Albert Tremblay

Charges were laid against Frank Matson, shaft foreman, George Fisher, 
shift boss, and Albert Tremblay, shaftman, all employed at the Magnet Consoli 
dated Gold Mines, Limited, as follows: 

That Frank Matson on or about the first day of September, 1941, at Magnet Consolidated 
Gold Mines near Geraldton, in the District of Thunder Bay, being shaft foreman in the said 
mine, did negligently permit doors at the shaft in the said mine to be open contrary to Section 
160, subsection 100 (b), of the Mining Act of Ontario, as enacted by 1939 Chapter 27, contrary 
to Section 159, subsection 4, of the said Mining Act, R.S.O. 1937, Chapter 47.

That George Fisher on or about the first day of September, 1941, at Magnet Consolidated 
Gold Mines near Geraldton, in the District of Thunder Bay, being shift boss in the said mine, did 
negligently permit doors at the shaft in the said mine to be open contrary to Section 160, sub 
section 100 (b), of the Mining Act of Ontario, as enacted by 1939 Chapter 27, contrary to Section 
159, subsection 4, of the said Mining Act, R.S.O. 1937, Chapter 47.
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And further that the said George Fisher at the said time and place did travel in a bucket 
operated by an engine which was being simultaneously used for the hoisting of mineral or material 
contrary to Section 160, subsection 145, of the Mining Act of Ontario.

That Albert Tremblay on or about the first day of September, 1941, at Magnet Consolidated 
Gold Mines near Geraldton, in the District of Thunder Bay, being a shaftman in the said mine, 
did negligently permit doors at the shaft in the said mine to be open contrary to Section 160, 
subsection 100 (b), of the Mining Act of Ontario, as enacted by 1939 Chapter 27, contrary to 
Section 159, subsection 4, of the said Mining Act, R.S.O. 1937, Chapter 47.

And further that the said Albert Tremblay at the said time and place did travel in a bucket 
operated by an engine which was being simultaneously used for the hoisting of mineral or material 
contrary to Section 160, subsection 145, of the Mining Act of Ontario.

All three appeared before Magistrate J. A. R. McCuaig at Geraldton on 
October 18 and pleaded guilty. They were remanded until November 14 for 
sentence, at which time the Court found that while there was negligence in the 
course of duty it was not by any wilful act, default, or negligence and therefore 
that the quantum of guilt could be adequately dealt with under Section 174 (2) 
of the Act, notwithstanding that there had been a fatal accident. Sentence was 
imposed as follows: Frank Matson, #100.00 and costs or 30 days in jail; George 
Fisher, S75.00 and costs or three weeks in jail on the first charge and 310.00 with 
out costs or one week consecutive in jail; Albert Tremblay, S75.00 and costs or 
three weeks in jail on the first charge and S10.00 without costs or one week 
consecutive in jail.

The fines in all cases were paid.

Rex vs. Vincent Ostir

A charge was laid against Vincent Ostir, a cagetender at Berens River 
Mines, Limited, as follows: 

That Vincent Ostir of the Hamlet of Favourable Lake in the District of Kenora (Patricia 
Portion) on or about the 7th day of October, A. D. 1941, at the Hamlet of Favourable Lake in 
the said District of Kenora, did unlawfully being cagetender at Berens River Mines, Limited, 
enter the cage in company with his helper John Ternowetsky at the 950-foot level for the purpose 
of ascending without first giving the requisite signal, contrary to the provisions of Section 160, 
subsection 186a, of the Mining Act of Ontario.

The case was heard before Justice of the Peace M. Fromson and Justice of 
the Peace T. J. Goodison, acting as Magistrate, at Red Lake, on January 24, 
1942. Ostir pleaded guilty, and a fine of S10.00 and S5.00 costs were imposed. 
The fine and costs were paid.

Rex vs. Pidgeon 
Rex vs. Wride

Following the death of C. W. Carter due to carbon monoxide poisoning on 
July 2, 1940, in the No. 2 shaft of Wolfe Lake Mines, Limited, in which a gasoline 
engine was operated, in violation of subsection 370 of Section 160 of the Mining 
Act and in violation of Section 170 of the Mining Act, charges of manslaughter 
were laid against O. May, mine manager, who installed the pump and had re 
ceived orders to remove it, but who was not employed on July 2, D. F. Pidgeon, 
manager and secretary-treasurer, and E. Wride, who was in charge at the mine 
on July 2.

The preliminary hearing was held in Kirkland Lake on August 8, 1940, before 
Magistrate S. Atkinson. D. F. Pidgeon and E. Wride were committed for trial 
at the fall assizes in Haileybury. O. May was acquitted of the manslaughter 
charge. He was then charged with breach of Section 170 of the Mining Act and 
on August 9, 1940, pleaded guilty of the charge in police court in Haileybury 
and paid a fine of S200.00 and costs.
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At the fall assizes the Grand Jury returned a true bill in the charge against 
Pidgeon and Wride. Postponement of the hearing until the spring assizes was 
applied for by the accused and granted.

Previous to the commencement of the spring assizes on March 31, 1941, a 
charge of criminal negligence was laid against Pidgeon and Wride by the Crown.

On March 31, 1941, the Grand Jury returned true bills in each of the charges 
against Pidgeon and Wride.

The indictment was as follows: 
1. The Jurors for Our Lord the King present that Donald F. Pidgeon and Edward Wride 

in the month of July, in the year of Our Lord One Thousand Nine Hundred, and Forty in the 
Township of Maisonville in the District of Timiskaming did unlawfully kill and slay Clifford 
William Carter and did thereby commit the indictable offence of manslaughter, contrary to the 
Criminal Code of Canada.

2. The Jurors for Our Lord the King further present that Donald F. Pidgeon and Edward 
Wride in the month of July, in the year of Our Lord One Thousand Nine Hundred and Forty 
by negligently operating or using, or by negligently causing to be operated or used, an internal 
combustion motor underground, which was under their charge or control at the property of the 
Wolfe Lake Mines, Limited, in the Township of Maisonville in the District of Timiskaming did 
cause grievous bodily injury to Clifford William Carter, contrary to the Criminal Code of Canada.

D. F. Pidgeon requested a separate trial on each charge. This was granted 
by Justice A. W. Green.

The verdict of the jury on April 3, 1941, on the trial of D. F. Pidgeon was 
"not guilty" of each charge.

Counsel for the accused did not call any witnesses. In addressing the jury 
counsel claimed that there was an element of care for the safety of the men at 
the property to be found running throughout the correspondence from Pidgeon 
to May. He also held that Pidgeon's duties did not include detailed supervision 
of mine operations. O. May, under cross-examination on the stand, took all 
responsibility for the installation of the gasoline pump underground and for not 
removing it when ordered to do so by an Inspector of Mines. He stated that 
Pidgeon left the actual mine operation to him and that he might not even carry 
out Pidgeon's orders in regard to details with which he considered Pidgeon would 
not be as familiar as he.

The judge, in his charge to the jury, stated that it was necessary for the 
Crown to prove gross carelessness and wanton disregard for the safety of others 
and that if they considered there was any care shown by accused for the safe 
operation of the gasoline engine, the accused should be found not guilty.

The Crown offered no evidence against E. Wride, and the charges were 
dismissed.

Rex vs. A. G. Strickland 
Rex vs. W. Wuori

A charge was laid against A. G. Strickland, drill runner at the Lake Shore 
Mines, Limited, as follows: 

That A. G. Strickland, on the 27th day of February in the Township of Teck, did unlawfully, 
being a workman engaged in blasting, neglect to cause all the entrances to the place where the 
blasting was to be done to be effectively guarded before blasting, contrary to the Mining Act 
R.S.O. 1937, Chapter 47, Section 160, subsection 75 (a).

A similar charge was laid against W. Wuori, drill runner, who was working 
with Strickland at the time.

Pleas of guilty were entered before Magistrate Atkinson at Kirkland Lake 
by Strickland on March 5 and by Wuori on March 6. Fines of S10.00 and costs 
or 30 days were imposed. The fine and costs were paid in each case.

These charges arose from an accident in No. 4,408 section 14-1 stope in which 
E. Boughton, mine captain, was slightly injured when he entered the stope by
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the manway from the 4,325-foot level, as two block-hole shots and a sand blast 
fired. Strickland and Wuori left the stope together by the manway to the 4,450- 
foot level and went to lunch, having lit the fuse for the three shots, and did not 
guard either entrance to the stope.

Rex vs. Steve Veselich

The following charge was laid against Steve Veselich: 
That Steve Veselich of 28 Railroad Street, South Porcupine, did on the 15th day of Sep 

tember, 1941, at the property of the Nakhodas Mining Company, in the township of Tisdale, 
allow himself to be hoisted in a skip not properly equipped with the safety appliances required 
by the Mining Act of Ontario, contrary to the Mining Act of Ontario, Section 160, subsection 146.

Veselich pleaded guilty before Magistrate Atkinson at South Porcupine, 
September 30, and was fined 110.00 and costs, the latter amounting to 14.00.

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

stations at Timmins, Kirkland Lake, and Sudbury. Seventy-nine fully trained 
rescue teams were maintained: 36 teams at Timmins, 24 teams at Kirkland Lake, 
and 19 teams at Sudbury. A new truck was purchased to replace the old Mine 
Rescue truck at the Sudbury station.

Summary of Rope Tests, 1941
The following is a summary of the tests made in the Wire Rope Testing 

Laboratories of the Department of Mines during 1941: 
Tests for Ontario mines under Act. ......... . . ... . ... .. ......... 582
Special informative tests....... . ... . . . . . . .. . . ...... ........ . .. 168
Tests for wire-rope manufacturers. .. . . . . . . . . .. . .. . .. . .. ... . . .. . 58
Tests for mines outside Ontario. . ... . . . . . . . . . . . . . . .. . . ........ . 53
Other tests. ... ........ .. .. .. ... ....... . . . .. . . . . . . . ...,...... O

Total................................................... 861

Fatal Accidents
MINES 

Aunor Gold Mines, Limited
Moses Cain, aged 53, British, married, employed as timber boss at the 

Aunor mine, suffered injuries about 8 A.M. on May 30, 1941, when he fell in 
No. 10-32 stope of the Aunor mine. He died about 4 o'clock the same afternoon, 
following an operation.

No. 10-32 stope was started as an open stulled stope from the 1,000-foot 
level. In the vicinity of the accident the stope averaged only about 6 feet in 
width until the stope back reached a height of 60 feet, slope distance, above 
the drift floor. In the next 30 feet the stope widened to 22 feet and the foot 
wall flattened out from 80 degrees to 42 degrees slope. From 90 feet above the 
drift floor to the stope back at 119 feet the width averaged 23 feet, measured 
horizontally. Where the stope widened, stringer set timbering was substituted 
for stull timbering over a length of 42 feet. Three tiers of such sets had been 
completed. The first row of sill stringers, 11 feet in length, rested on the footwall 
and at the hanging wall on stulls from footwall to hanging wall at a 45-degree 
angle. The sill stringers were 63 feet vertically above the drift floor, or 66 feet
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slope distance. The sill floor and first floor posts were all 8 feet in length. The 
second floor posts were 6 feet long. The first, second, and third floors spanned 
16 feet, 23 feet, and 22^ feet, respectively. The third floor formed the working 
floor at this time and was 18 feet from the stope back. About two-thirds of this 
floor area was covered with plank; the remaining third at the hanging-wall side 
was guarded with a fence built along the edge of the flooring on sprags wedged 
to the hanging wall. Blasting sometimes broke and displaced posts and stringer 
bracing near the hanging wall.

Cain is believed to have been climbing around the open timber, as he fre 
quently did, examining it, when he evidently slipped or lost his balance and fell 
a distance of 53 to 72 feet, depending on whether he fell from the sill, the first, 
or the second floor. There were no witnesses to the accident. There were eight 
other workmen in the stope two machine crews and four timbermen. The last 
man who saw Cain before the accident was Mike Pecanic, a machine runner, 
who had noticed him descending below the working floor at the east end of the 
timber about 8 A.M. Between 8.30 and 8.45 A.M., several of the workmen heard 
Cain calling for his light. One of the timbermen, Joe Vinkle, Cain's son-in-law, 
was one of the first to hear him call and was the first to reach him. Cain was 
found standing in the No. 5 chute, which was nearly empty, next to a stulled 
manway directly under the east end of the timber sets. He was delirious. He 
was removed through the next chute to the west, which was open. It is thought 
that he may have lain unconscious for about half an hour after his fall. He had 
suffered a depressed fracture of the skull and a fractured pelvis. He died after 
an operation, performed in the afternoon, to elevate the depressed area of the 
skull.

There is no evidence to indicate that there was any abnormal condition in 
the stope that contributed to the accident. Cain was in normal health when he 
went to work with his son-in-law. The stope was not gassy, and no blasting 
was done during the shift, up until the time he was found, either in the stope or 
in the chutes below.

An inquest was held before Coroner Frank Evans, at South Porcupine, on 
June 9, 1941. The jury returned the following verdict: 

We, the jury, find that Moses Cain came to his death in Porcupine General Hospital from 
injuries received May 30, 1941, about 8 A.M., at the Aunor Gold Mines, township of Deloro, 
by falling through 10-32 stope, death being accidental, no blame being attached to anyone.

Berens River Mines, Limited

John Ternowetsky, born in Canada of Ukrainian parents, aged 27, single, 
cagetender's helper, was instantly killed at about 9.15 A.M. on October 7, when 
he became panicky and jumped from the ascending cage in the shaft at the 
Berens River mine. Ternowetsky was hired on August 7, 1941, and had been a 
cagetender's helper since August 12.

The vertical shaft at the Berens River mine has three compartments; the 
manway is on the east, the cage in the centre, and the skip on the west. The 
shaft stations are all on the south side of the shaft. Men and supplies are handled 
in the cage, which has a safety bar and two doors. Each door is divided into two 
sections. Three pieces of 2-inch angle iron are fastened to the floor of the cage, 
making it impossible for the doors to open outward from the cage. The front 
half of the hood is hinged and is made of 3/16-inch steel plate reinforced with 
2-inch angle iron along the front edge.

Shortly before 9 A.M. on October 7, Vincent Ostir, cagetender, and his helper, 
Ternowetsky, loaded two 12-pound rails, 20 feet long, and one sprag about 12
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feet long on to the cage at surface. The hood door was opened and the supplies 
were secured to the cage by a lashing chain that is fastened to the safety dog 
shaft, but they were not secured with the lashing chain that is fastened to the 
hoisting rope at a point 14^ feet above the cage floor, or to the lashing chain 
that is fastened to the hand rail 5 feet above the cage floor. Ostir and Ternowet- 
sky both got into the cage with the rails and the sprag and were lowered to the 
950-foot level. After the rails were unloaded at that level they noticed that 
the sprag was marked for the 250-foot level. They secured the sprag only to the 
safety dog shaft. They both got into the cage without first giving a 3-bell signal. 
Ostir then rang the signal for the 250-foot level and the l-bell hoist signal, both 
of which were returned by the hoistman. The safety bar was in place and both 
doors were closed. As they were hoisted the hood door started to scrape the 
east guide a little above the 875-foot loading pocket. Ternowetsky became 
panicky and pushed Ostir aside, opened the doors of the cage, and apparently 
tried to jump out on to the 375-foot shaft station. As soon as Ternowetsky 
jumped Ostir was struck on the head with the sprag and was rendered unconscious. 
When he regained consciousness he noticed that the bar had been knocked down 
the hood door was off and the east section of the west door of the cage was 
twisted. The hoistman, C. Ostertag, felt a jolt when the cage was a little above 
the 375-foot level, so he stopped hoisting and informed R. Evjen, the mine 
superintendent. Evjen went down the shaft manway to investigate. K. Osland, 
shift boss, who arrived at the 375-foot shaft station in time to see a short piece 
of sprag fall down the shaft, went up the shaft manway and arrived shortly 
after Evjen. Together they broke through the manway lining and found Ostir 
conscious. He was bleeding about the head. Finding no obstruction in the 
shaft, Osland climbed up to the 250-foot level, where he rang the cage up on a 
slow hoist signal. Evjen and Osland re-examined the cage on the 250-foot level 
and then had it hoisted to the surface. As they neared the collar Ostir told 
Evjen that Ternowetsky had jumped at one of the shaft stations. At surface 
the call buzzer was ringing a 9-bell signal followed by the 950-foot station call. 
Consequently Evjen and Osland returned to the 950-foot level in the skip. 
R. Heather, trammer on the 950-foot level, had observed something falling down 
the shaft shortly after 9 A.M. and, on looking into the cage compartment, had 
seen a man lying on the bulkhead one set below the 950-foot level. He rang 
the 9-bell signal followed by the 950-foot station call. Evjen and Osland re 
covered Ternowetsky's body and removed it to surface where Dr. A. E. Smith 
examined it. He found multiple injuries including a crushed skull.

After the accident the shaft was inspected to find the missing door and the 
extent of damage. Blood and brain matter were found on the wall plate topping 
the 375-foot station set and from there to the bulkhead bits of clothing, lamp 
cord, and hard hat were found. The hood door was found lying from wall plate 
to divider two sets above the 875-foot loading pocket. The west corner of this 
door was bent up, and all three hinges were broken. The guides were in alignment 
and undamaged except for intermittent shallow scoring on the east guide from 
the 875-foot loading pocket to the 425-foot loading pocket. No mark could be 
found on the west guide to indicate where the hood door was bent or ripped off. 
A freshly broken piece of sprag about 6 feet long was found jammed behind a 
wall plate six sets above the 375-foot level, clear of the shaft.

At the inquest Ostir admitted that he did not always give a 3-bell signal 
when he was to be hoisted alone, which is contrary to Section 160, subsection 
186 (a), of the Mining Act of Ontario. All cagetenders had been instructed that 
when hoisting material that required the hood door of the cage to be opened,
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they were to do so only after a slow hoist signal, 3-3-1, had been given and 
returned by the hoistman. Ostir admitted that this was not done when the sprag 
was hoisted from the 950-foot level. The maximum speed of the hoist is 700 feet 
per minute, and had the cage been hoisted at a slow speed a stop signal could 
have been given at any of the shaft stations that they passed. Ostir should have 
fastened the sprag to the hand rail in the cage and also on to the hoisting rope by 
lowering this chain so that it could be bound around the sprag. The only logical 
explanation of the accident is that a piece of muck had lodged between the hood 
door and the guide and had caused the scraping sound that the men heard. It is 
possible that Ternowetsky in his rush to get out of the cage pushed the sprag so 
that it angled from the back of the cage and under the wall plate.

An inquest was held by Coroner D. J. Mason, M.D., in the mine office at the 
Berens River mine on October 13, at 9.30 P.M. The coroner gave his verdict 
as follows: 

John Ternowetsky met instant death on the morning of October 7, 1941, as a result of 
multiple injuries, including a crushed skull, sustained when he attempted to jump from the 
moving cage in the main shaft of the Berens River Mines and in so doing fell down the shaft a 
distance of 600 feet. It would appear that the deceased became panicky when there was evidence 
that something had gone wrong with the cage. There is evidence that the cagetender, Vincent 
Ostir, in charge of the cage at this particular time with his helper, the deceased John Ternowetsky, 
were not following the regulations laid down by his employers governing the signals to be used 
under the circumstances, namely those used while hoisting materials requiring the hood of the 
cage to be open and they themselves also passengers in the cage.

Oiva Niemi, Finn, aged 46, married, with one child, employed as a shaftman 
at the Berens River mine, was instantly killed, at about 9.30 A.M., on November 
25, when he fell a distance of about 178 feet down the shaft.

The vertical shaft at the Berens River mine has three compartments: The 
manway is on the east, the cage in the centre, and the skip on the west. A solid 
bulkhead is installed in the cage and skip compartments one set below the 950- 
foot level. Sinking operations were in progress below the 950-foot level. The 
sinking-bucket operated in the manway compartment, with the sinking-hoist 
on the 950-foot level. Shaft stations had been cut at the 1,100-, 1,250-, and 
1,400-foot elevations. The bottom of the shaft was at an elevation of 1,428 feet 
on November 25. The west compartment below the 950-foot level was used as 
a temporary manway during sinking operations. In this compartment manway 
landings were installed between the 950-foot level and the 1,250-foot shaft 
station. Two planks to serve as guard rails were installed a foot and a half apart 
in each set from the 950-foot level to the 1,250-foot shaft station, between the 
temporary manway compartment and the centre compartment. A tugger hoist 
installed in the temporary manway compartment at the 1,250-foot shaft station 
was used for lowering and raising the hose header, which was located in the 
centre compartment. The tugger was also used for lowering the blasting set by 
passing the cable down the temporary manway compartment. For this reason 
manway landings were not installed below the 1,250-foot shaft station.

On the day shift (8 A.M. to 4 P.M.) of November 25 the shaftmen were muck 
ing at the bottom of the shaft, which was 28 feet below the 1,400-foot shaft 
station. After a few buckets of muck had been hoisted there was a delay in the 
return of the empty bucket to the bottom of the shaft. E. Clemens, shift 
leader, told the shaftmen to climb to the 1,400-foot shaft station and said that 
he would climb up to the 950-foot level to find out the cause of the delay. Clemens 
arranged to signal to the shaftmen with his light if they were to climb to the 
950-foot level. On reaching the 950-foot level R. Evjen, mine superintendent,
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told Clemens that the valve rod on the sinking-hoist was broken and that it 
would take about three hours to repair the hoist. Clemens signalled to the 
shaf tmen as pre-arranged. H. Hurtecant and O. Niemi were the last to start up 
the manway from the 1,400-foot shaft station. Hurtecant, going first, was 
requested by Niemi not to go too fast, but to wait for him. Hurtecant stopped 
and rested with Niemi several times while climbing up 150 feet. Just as Hurte 
cant reached the 1,250-foot shaft station, J. Walterson, shaf t man, who was 
standing a few feet in front of the centre compartment, saw Niemi fall from a 
divider located one set below the 1,250-foot shaft station and between the 
temporary manway and the centre compartments. Niemi fell into the centre 
compartment, between the air and water hoses hanging from the header. He 
did not try to save himself nor did 'he cry out. Walterson immediately went 
down the shaft and found that Niemi had struck the safety bulkhead and then 
fallen through the bucket compartment opening to the bottom of the shaft. 
After the sinking-hoist was repaired Niemi's body was removed to surface and 
was examined by Dr. A. E. Smith at 11.30 A.M., about two hours after the acci 
dent. Niemi's injuries consisted of a fractured right arm, both legs fractured 
below the knees, and a fractured spine, which had lacerated the spinal cord. 
Death was due to the fracture of the spinal cord.

It did not occur to Hurtecant and Walterson until after the accident that 
Niemi might have been feeling ill. They had noticed that he would sit down 
after the sinking-bucket was filled. He had never done this before the day of 
the accident but had always been very active. Other than tiring very rapidly 
Niemi did not tell Hurtecant that he was feeling ill or faint while climbing up 
the manway. No explanation can be found why Niemi stepped over on the 
divider 3 feet from the ladder instead of on the end plate adjacent to the ladder. 
As he did not cry out or try to save himself when he fell, he had apparently 
fainted.

An inquest was held before Coroner T. J. Goodison, M.D., in the mine office 
on December 19, at 12.30 P.M. The coroner gave his verdict as follows: 

I, T. J. Goodison, conducting inquest into the death of Oiva Niemi on December 19, 1941, 
at Berens River Mines, Limited, give my verdict as follows: That Oiva Niemi came to his death, 
the result of a fracture of the spinal cord, by accidently falling down the shaft of the Berens 
River Mines, Limited, from the 1,250 level at approximately 9.30 A.M. on the morning of Nov 
ember 25, 1941.

Bidgood Kirkland Gold Mines, Limited

W. Luoma, Finn, 40 years of age, married, with one child, employed as a 
raiseman at the Bidgood mine, died from head injuries received from a fall when 
the raise bulkhead on which he was standing gave way. The accident occurred 
at 12.15 A.M., April 30. Luoma was unconscious when removed from the raise 
platform on which he had been caught. He died at approximately 2.50 A.M. in 
the ambulance while being removed to the hospital at Kirkland Lake by Dr. 
Contway. He was found to have a depressed fracture of the base of the skull, 
left side, with lacerations of the brain and fracture of the upper jaw above the 
mouth. He had been employed at this mine since June, 1935.

No. 2 shaft, present bottom 860 feet below the collar, is being extended by 
raising through the section above the 1,025-foot level. This raise is being carried 
7 by 17 feet, approximately, and at the time of the accident the face was 56 feet 
above the track elevation. The programme is to sink No. 2 shaft later from the 
1,025-foot level, and a rope raise had been driven from the back of the station 
to connect with the No. 2 shaft raise at a point 35 feet above the level.
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The shaft raise was divided into two compartments by round stulls and 
lagging, 6 feet being allowed for the manway. There were three landings in the 
manway at the time of the accident at 12-foot, 16-foot, and 12-foot intervals, 
starting at the level. The top landing was approximately 8 feet below the bulk 
head covering at the top of the timber, which was 8 feet from the face after the 
blast. A control'chute had been installed in the raise, and the timber extended 
about 10 feet above this point. Four men, including a leader, worked on each 
of three shifts in twenty-four hours in the raise. A raise round had been drilled 
off and the cut blasted before the control chute and timber above had been 
installed. The timbering had been completed during the 3 to 11 P.M. shift, on 
April 29. The 3 to 11 P.M. shift, led by Wm. Keon, had placed a bulkhead over 
the manway, consisting of 6-inch round lagging laid from the 9-inch compartment- 
stull to an 8-inch stull at the outside of the manway. The lagging was spiked 
with 8-inch spikes to the centre stull. The bulkhead-lagging was approximately 
18 inches from the face before blasting and was said to have been inclined upward 
from the centre stull at about 20 degrees. Entrance to the face was through an 
opening into the muck compartment just below the top centre stull.

Keon's shift had, at 9.30 P.M., April 29, blasted eleven holes around the cut 
and then, at about 10.50 P.M., blasted the remaining eighteen holes of the square- 
up. After the first blast the bulkhead was still in good condition, according 
to Keon.

The 11 P.M. to 7 A.M. shift, consisting of Bert Fallis, leader, W. Luoma, 
Neil Armstrong, and Hugh O'Malley, after allowing some time for the raise to 
clear, proceeded to the raise at 11.45 P.M. Armstrong and O'Malley were sent 
to the 775-foot level for timber to construct a drilling-platform. Before entering 
the crawl-through, Fallis pulled muck through the control chute, more going 
through than he intended. On examining the manway bulkhead they found that 
the outer bulkhead stull had been knocked out and the lagging driven down to 
an almost horizontal position, but apparently the ends were firmly wedged 
against the wall. Fallis and Luoma considered it safe to enter and clear off the 
bulkhead from above, intending later to replace the stull. On entering they 
found about 18 inches of muck on the bulkhead, including one slab of rock about 
33^3 by 3 feet and 10 inches thick, weighing over 1,200 pounds, lying partially 
covered with fine muck. Too much muck had been pulled from the muck com 
partment so they were obliged to stand on the bulkhead to work. According to 
Fallis they were clearing around the large chunk when he felt the bulkhead give 
way. He was able to catch hold of the inner stull and held on, but Luoma went 
down. The large chunk of rock probably cleared out the two top landings ahead 
of Luoma and he fell 36 feet to the bottom platform. Fallis then climbed down 
and found Luoma unconscious. He notified surface, then, with Armstrong and 
O'Malley, removed Luoma from the raise and secured a stretcher and blankets. 
Dr. Contway was called from Kirkland Lake and went underground. He found 
Luoma unconscious with scarcely any pulse beat and showing head injuries. 
He gave Luoma stimulants and had him removed to surface and thence by 
ambulance to Kirkland Lake where he hoped to operate. Luoma, however, died 
on the way to the hospital.

An inquest was held before Coroner R. W. McBain, M.D., at Kirkland 
Lake on May 6. The jury returned the following verdict: 

William Luoma came to his death on April 30, 1941, at approximately 3 A.M., due to 
injuries received in an accident at the Bidgood Kirkland Gold Mines, Limited, at approximately 
12.15 A.M. We find that the death was due to head injuries when Luoma fell approximately 
36 feet when the bulkhead gave way on which he was standing. By the evidence submitted 
we find that William Luoma met his death by accident.
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Brock Gold Mines, Limited

W. H. Lalonde, mucker, aged 20, single, British, was instantly killed on the 
575-foot level of the Brock mine, at 9.50 P.M., March 29.

The station on the 575-foot level faces west; the centre line of the north 
and south crosscuts had been laid out 27 feet from the shaft timber, and the 
first rounds had been drilled during the 11 A.M. to 7 P.M. shift of March 29. 
The permanent shaft ladders were installed to the level. The north crosscut 
round was a 24-hole draw-diamond-cut round. The two draw holes above the 
cut were drilled with 9-foot steel; the diamond and square-up with 7-foot steel. 
The south crosscut round was a 23-hole draw-diamond-cut round; lengths of 
holes were similar to those of the north face. The diamond cuts and the draw 
holes were blasted in each face, slightly before 6 P.M., and 60 sticks of powder 
were used for each face. At 6.30 P.M. mucking crews commenced to muck out. 
At 9 P.M. J. G. Tatham, mine manager, and J. Starevih commenced to load the 
south crosscut for cut re-blast and square-up blast. Three cut boot-holes were 
loaded with a total of eleven sticks. Seventeen square-up holes were loaded with 
from five to nine sticks in each hole. Eight-foot fuse was used. The three cut 
boot-holes were timed simultaneously by trimming 39 inches from each; eleven 
trimmings were made by using 3-inch differences; the right-hand lifter trim was 
3 inches. L. Hansman, assisted by W. H. Lalonde, loaded the boot-holes of the 
two draw holes of the cut and seventeen square-up holes. L. Hansman trimmed 
the fuse, using the cut re-blast trim of the south crosscut as a measure to trim 
his cut re-blast fuse. Each hole was timed separately, 5 inches being trimmed 
off the right-hand lifter, the last to fire. In neither of these faces were there any 
misfires from the 6 P.M. cut blasting. The blasting signal was given and answered; 
Tatham and Hansman commenced lighting simultaneously, Tatham using a 
24-inch notched fuse and Hansman one about 4 inches longer. Carbide lamps 
were used for illumination. Tatham was attended by Starevih and Hansman by 
Lalonde. When Tatham finished lighting he went to Hansman's face and found 
several holes still to be lit. He lit the two right-hand side holes and as soon as 
his spitter went out he called to Hansman and the other two men to go to the 
cage. At that time Tatham was standing opposite the holes he was lighting, 
which are on the side toward the shaft. Lalonde was standing to his left and 
Hansman was to Lalonde's left, lighting the left-hand lifter.

Hansman delayed an instant to attempt to light the other lifters and was on 
the right-hand side of the face when a shot fired. He was thrown against the 
wall, recovered himself, and ran for the cage. In the darkness he reached the 
man way and climbed to the first platform. Tatham and Starevih were about 
8 feet from the cage when the shot fired. They were thrown down and crawled 
into the cage. On hearing Hansman calling from the manway that he was safe, 
they rang the cage up. Five or six shots went before the cage reached surface. 
Normal time for a trip from the 575-foot level to surface is about 75 seconds.

The cage was sent down to intercept Hansman and, supposedly, Lalonde 
at one of the stations but missed locating anyone. Hansman climbed to surface. 
Lalonde's dismembered body was found near the south wall of the station about 
8 feet east of the centre line of the crosscuts. Examination of the north crosscut 
face afterwards revealed that all the holes had fired except the right-hand lifter 
and the two side holes above it. In these the fuse had been cut off at the 
collars. The fuse had not burnt. None of the fuse lengths found in the muck 
nor any other articles found could add materially to the facts previously known. 
The two lengths of notched fuse used for lighting were not found. Several lengths 
of unburnt fuse with unpainted ends were found, but on the ends of none of these
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could knife cuts be identified. The fuse used was Black Clover Brand fuse and 
had been acquired from the Anoki Gold Mines, Limited, in 8-foot lengths capped 
with No. 6 caps, with the uncapped ends painted white. The fuse appeared in 
good condition, and its burning speed as tested by thirty-five 5-foot samples 
was normal. The burning speeds of three 2-foot lengths of fuse, with 36 notches 
each, averaged 41 seconds to the foot with none of the speeds outside the 10 
per cent, plus or minus limits.

The attending doctor gave the cause of death as dismemberment of the 
body. An inquest was held before Coroner R. W. McBain, M.D., at Kirkland 
Lake, on April 16. The jury returned the following verdict: 

We, the jury, find that W. H. Lalonde came to his death on March 29, 1941, at the Brock 
Gold Mines, Limited, in the township of Gauthier, by a premature blast of undetermined origin.

Central Patricia Gold Mines, Limited
Roy Skene, British, aged 32, married, with one child, employed at Central 

Patricia mine, as a driller, was instantly killed about 3.45 A.M., on June 20, at 
the face of No. 16-900 drift west on the 1,600-foot level, when the round of holes 
started to fire before he had completed lighting them. James Denham, his 
helper, was injured at the same time.

A crosscut, 8 by 7 feet in cross-section, had been driven a length of 9 feet 
north to the footwall, from No. 16-900 main drift east, at a distance of approxim 
ately 940 feet from the shaft. It was planned to drive No. 16-900 drift west 
from this crosscut to the west along the footwall. The drift was to be driven by a 
drilling crew consisting of a driller and a helper on one shift and was to be mucked 
out on the opposite shift with a mucking machine. The drilling crew drills off 
the round, using one machine, and blasts the cut first and the square-up after 
wards. The smoke is blown out with compressed air after the cut is blasted. 
The fuse is spit with hot-wire lighters. Forty per cent, l ̂ -inch Polar Forcite 
powder is used. Clover Brand black fuse is made up, on the 500-foot level, in 
only two lengths, 8-foot and 10-foot, with No. 6 caps. The 8-foot fuse are 
stained red, and the 10-foot are stained white. The fuse and powder is distributed 
to the different storage places underground and is taken from these storage places 
as required by the miners.

On June 19, Skene, the driller, and Denham, his helper, were working on 
the 7 P.M. to 3 A.M. shift. They had drilled off the first round of the No. 16-900 
drift west and had blasted the cut, blown air, returned to the face, loaded the 
square-up holes, and were evidently spitting these holes when the accident 
occurred. At about 3.20 A.M., E. Sanden, a driller, on his way to the shaft 
stopped to talk to Skene and Denham and noticed that they were loading their 
holes. Sanden was the last one to see Skene and Denham before the accident. 
C. Arnold, cagetender, in answer to a 9-bell signal, arrived at the 1,600-foot level 
station at about 4.05 A.M. and found Denham there alone, apparently badly 
injured. Denham told Arnold that his partner was dead. After Denham was 
hoisted to surface, a rescue party immediately went underground and found 
Skene with about a foot of muck on top of him. He was put in a stretcher and 
taken to the company hospital, where Dr. M. Connell pronounced him dead. 
Examination of the body showed multiple injuries of the neck, chest, and head. 
The left side of his face and neck were pretty well torn away, and there were 
fractures of the left arm and left leg. The cause of death was due to the brain 
injury and a fractured neck.

After the accident every possible detail of the scene of the accident was noted 
and recorded. The muck from the blast was screened twice and the following is
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a list of the objects that were found: 4 burned hot-wire lighters; a jack-knife, 
undamaged, with one blade opened; 7 burned matches; 2 Edison lamp reflectors 
and a broken head-piece; a badly damaged pair of safety glasses and a case; 
bits of clothing; two hard hats; and some fuse. In the lot of fuse found in the 
muck pile there were 18 pieces which had not been burned. All 18 pieces had 
square-cut ends and 17 of them ranged in length from 3 inches to 3 feet 10 inches. 
These 17 pieces had evidently been cut from the fuse for timing the shots. Sixteen 
were stained red on the square-cut end. The 17th had a square-cut end but was 
not stained. All the capped 8-foot fuse on the level were examined, and one fuse 
was found that was not stained. This could have occurred if there were not 
enough paint in the can in which the fuse ends were dipped and if the fuse ends 
were not even in the bundle. The 18th fuse, 4 feet 8^ inches in length, had a 
square-cut end, which was not stained red, but it was evident that this end of the 
fuse had been capped. The other end had been damaged by the blast, but as 
far as could be determined it had not been spit. When the round was mucked out 
it was found that the four lifters and four holes on the north side of the round had 
not exploded. An examination of the fuse in these holes showed that they had 
not burned and apparently had not been spit.

At the inquest Denham stated that they only had two hot-wire lighters, 
one of which was used for the cut and the other for the square. It is possible 
that two of the hot-wire lighters found were used when blasting the crosscut, as 
they were found on the No. 16-900 main drift east, just in front of the crosscut. 
Denham testified that Skene, a non-smoker, trimmed all the fuse and spit them, 
taking his time, with no apparent trouble. Denham had the jack-knife ready 
at the time of the blast in his hand in case Skene might need it. Denham, the 
only witness to the accident, had no idea as to the cause of the accident nor the 
length of time between the first blast and succeeding blasts. From the evidence 
obtained from Denham and from the examination of the scene of the accident 
it was not possible to come to a definite conclusion as to the cause. Skene, 
employed by Central Patricia since June 13, 1937, had more than three years' 
experience as a driller's helper, spending the greater part of this time in drifts. 
As a driller he had about two weeks' experience. During this time his shift bosses 
had not watched him load a round, trim the fuse, and spit them, which is the 
only way that a shift boss could be certain that a new driller has the ability to 
do his work safely.

An inquest was held by Coroner E. S. Connor, M.D., at Central Patricia, 
on June 21, at 11 A.M. The coroner gave his verdict as follows: 

I find that Roy Skene died about 3.45 A.M. on June 20, 1941, in the 16-900 crosscut west 
in Central Patricia Gold Mines, Limited, and that death occurred from injuries sustained as a 
result of a blast. The reason for Skene's presence in the crosscut at the time of the blast is un 
determined.

Coniaurum Mines, Limited
J. R. Corbeil, aged 25, British, married, with two children, employed as a 

machine helper at the Coniaurum mine, was injured by a fall of rock on February 
10, about 9.20 A.M., and died about 10 A.M. the following day.

Corbeil was employed at the Coniaurum mine only five days previous to the 
accident, but had previously worked at the Delnite mine for two months, at the 
East Malartic mine for nine months, and at the Omega mine for three years. On 
February 10 he was helping S. Ratulouski, a machine runner with nine years' 
experience at the Coniaurum mine. The two men were working in No. 37W13.5 
back stope on the 2,450-foot level. Their shift boss inspected the working place 
earlier in the shift and told them to scale the whole stope and then move their
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machine to another working place. After this order had been given, J. C. Kirk 
land, mine superintendent, visited the working place and asked the men what 
orders they had received. On being told what the shift boss' orders were, he 
continued his inspection and noticed a piece of ground, which he estimated as 
weighing about 2^ tons, which sounded tight but looked dangerous because it 
was more or less pyramidal in shape, being bounded by three slips. He in 
structed the two men to get scaling gads and to take this piece down before going 
beyond it and to allow no one else to pass. He told the men that if scaling gads 
would not bring it down they were to drill a short hole in it and blast it down. 

About fifteen minutes later, after Ratulouski had driven one scaling gad in 
along one slip behind the loose, he turned to pick up another gad 4 or 5 feet 
behind him. While he was doing so Corbeil passed by or under the loose, picked 
up a scaling bar a few feet beyond it, and started to return to his working place. 
He just reached the west end of the piece of loose, 10 feet from the east end where 
the gad had been driven, when there was a cracking sound and the piece fell. 
The distance from the muck to the stope back at this point was only 4 feet and 
Corbeil was bent forward as he walked. Only his head was struck. He was borne 
down under the weight and crushed into the muck. The whole frontal part of his 
skull was depressed; he suffered the loss of one eye and received compound frac 
tures of the nose and upper jaw bones.

Corbeil was removed from under the broken rock by Ratulouski, two 
muckers who were working in the back stope 65 feet east of the point where the 
accident occurred, and two timbermen who were timbering a few feet east of the 
muckers. He was removed to St. Mary's Hospital at Timmins and treated at 
once for shock. About 5 P.M. an operation was performed, when the depressed 
area of his skull was elevated. He recovered consciousness after the operation, 
but died the following morning of shock.

An inquest was held before Coroner Frank Evans in Schumacher on February 
14. The jury's verdict was as follows: 

We, the jury, find the cause of death of Joseph Robert Corbeil accidental, due to being 
struck by a fall of rock in 37W13.5 back stope, 2,450-foot level of Coniaurum mine, on February 
10, 1941, at 9.20 A.M., and attach no blame to anyone.

Delnite Mines, Limited

Gerald West, British, aged 31, single, employed as a sampler at the Delnite 
mine, died from asphyxia in No. 501 west stope on the 500-foot level, when he 
was buried in a run of muck following the cave-in of a hung-up chute, on Febru 
ary 24, at about 11 A.M.

West had been employed at the Delnite mine since August 31, 1938, when he 
started work as a surface labourer. In October of the same year he was trans 
ferred underground as a mucker; on November 13, 1939, he was transferred to 
the sample gang, which consists of three men. Before going underground, the 
samplers read the shift foreman's log book to determine what has been blasted 
on the previous shift and what new faces there will be to sample.

No. 501 stope on the 500-foot level is a long, narrow shrinkage stope, striking 
east and west and extending both east and west of the main south crosscut. 
The section west of the crosscut is known as No, 501 west stope, and that to the 
east as No. 501 east stope. The west stope is 179 feet long and varies in width 
from 4 to 10 feet. There are ten chutes in this section, numbered l to 10 from the 
crosscut westward. Between chutes Nos. 2 and 3 there is a cribbed manway, 
No. l, and another similar manway, No. 2, between chutes Nos. 8 and 9. Be 
tween ehutes Nos. 4 and 5 there is a pillar extending from the drift back to a
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height of 26 feet above the level rail at the east end of the pillar, 5 feet west of 
No. 4 chute. From this point a stope drift was driven up-grade, to break through 
the pillar 21 feet to the west at an elevation 33 feet above the level rail.

A slice from east to west had been carried half way across the pillar. The 
muck from this breast almost blocked the stope drift under it. On the morning 
of February 24 the muck pile behind the breast, which was 8}^ feet in depth, 
sloped upward to a height of only 3 feet from the stope back at a point 5 feet 
behind the breast. It then sloped gently away from the back to a point 20 feet 
behind the breast, where it levelled out with the top of the No. l manway, 36 
feet east of the breast and about 6 feet below the stope back.

S. Fugina, runner, and O. Stewart, helper, had scaled during the early part 
of the shift and at the time of the accident were preparing to drill 8 feet east of 
the No. l manway.

About 9 A.M., W. Burey, chute puller, had gone up the No. l manway and 
had warned the machine crew that he was going to pull the No. 4 chute. He 
hung a sign, 12 by 5^ inches, marked "Pull," printed in black letters on a 
maroon background, from a loading-stick stuck in a bootleg, so that the sign 
hung about 6 feet above the muck at a point 12 feet west of the No. l manway. 
He did not place a sign west of the area to be pulled, but asked Captain R. Camp 
bell, whom he talked to in the stope, to warn the crew to the west of the stope 
drift and to advise them to let no one proceed eastward through the stope drift. 
Campbell got through under the breast above the drift by moving several rocks to 
enlarge the opening.

A few minutes prior to the accident West had stopped with Fugina and 
Stewart and chatted for several minutes, and the three men had lit cigarettes. 
West had also helped to place a long arm on the machine bar. He enquired as to 
what had been blasted recently, and when the breast over the stope drift was men 
tioned he said that he had sampled it on Saturday. He then proceeded westward 
and stopped on top of the muck pile and started to cut a sample across some 
stringers in the south wall, about 10 feet behind the breast and 3 feet west of the 
vertical plane through No. 4 chute.

The machine man and the helper forgot about West and, although they 
knew the area was dangerous, did not think to warn him. He had only been 
there a few minutes, judging by the sample marks on the wall, when the muck 
over No. 4 chute, from which Burey was then pulling the eleventh 1-1/10-ton 
car, dropped under him. West dropped about 133^ feet, and about 8 feet of 
muck ran in over him, completely levelling out the pile on which he had been 
working. Fugina looked in time to see West disappearing and reported the 
accident at once.

West's body was recovered by digging down through the muck. Dr. Garrett 
arrived at the mine about 11.25 A.M. and was present when West's body was 
discovered at 2.25 P.M. and when it was removed at 2.45 P.M. Death was due to 
asphyxiation.

An inquest was held before Coroner H. E. Montgomery, in Timmins, on 
March 3. The point was brought out at the inquest that, previous to West's 
appearance in No. 501 west stope, Stewart had removed the warning sign from 
the loading-stick, which he wanted to use, and had placed it below where it had 
been hung, on a sloping pile of muck, so that it stood at right angles to a man 
approaching it from the east. It cannot be said whether or not West saw the 
sign in this position. The fact was also brought out that Mine Superintendent 
R. Moore had also passed over the area being pulled, some time after pulling 
had started, while travelling from west to east.
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The jury's verdict was: 
We, the jury, find that Gerald West met death accidentally. We find that the machineman 

and helper were lax in not advising Gerald West of dangerous condition, and helper had no business 
tp remove sign. We also find that the warning sign was far too small and of a poor colour. A 
sign should have been placed on west side of pulled chute.

Dome Mines, Limited

Louis Napoleon Dagenais, British, aged 25, single, employed as machine- 
man's helper at the Dome mine, was crushed to death by a fall of ground in 
No. 341 stope, on the 3rd level, at 9.20 P.M., on February 19.

No. 341 stope is mined by shrinkage methods. The section where the 
accident occurred is an irregularly shaped opening having a maximum length of 
about 100 feet and width up to 58 feet at the south end of the stope. The ore is 
in porphyry. The wide section is due in part to a split in the ore, one section 
diverging from the other at a flat angle. The porphyry tended to slab from the 
back at this same flat angle, approximately 35 degrees from the horizontal, along 
parallel lines of weakness. There was one obvious line of weakness, a slip extend 
ing from the centre of the stope back, above and parallel to the ore.

On the day shift of February 19, the ground below this slip was solid. 
Nevertheless, because it was likely to loosen up to the slip, the day-shift machine 
crew was instructed to drill across the vein and lines of weakness and into the 
hanging wall far enough to break to the slip. The day shift crew drilled five 
holes, fanned out from one set-up, and blasted at the end of the shift.

The night-shift crew consisted of Russel Creed, runner, and Dagenais. 
They arrived at the stope about 7.30 P.M. Creed proceeded into the stope, while 
Dagenais went to get drill steel. Chas. Bradley, stope boss, visited the stope 
between 7.30 and 7.45 P.M. and stayed about fifteen minutes. The row of holes 
that had been blasted on the day shift had broken to the slip, but had also 
loosened more porphyry in the back as well as some of the ground above the slip. 
Bradley decided that there was sufficient scaling to take up the whole shift and 
gave Creed and his helper a "scaling shift."

Creed commenced to scale alone after washing down the stope. After taking 
down some small loose pieces, he drove a gad above a large slab in a fracture 
about 2 feet below the main slip previously mentioned. Dagenais, who had 
returned by this time, took a scaling bar to bar the place down. He passed 
Creed and entered an area that Creed considered more dangerous, and called 
Dagenais back from this area, but a minute or two later he returned to the same 
place, just as the piece they were working on fell. When it fell, the piece above 
it, extending up to the slip, also fell. The second piece was about 2 feet thick, 
2^ feet wide, and 12 feet long. About 4 feet was broken off the south end when 
it fell, but the rest, weighing about 3-1/3 tons, remained in one piece, which 
piece caught Dagenais. It did not fall directly on Dagenais' body, but caught his 
arm and leg and squeezed his body against another large block of ground that 
had fallen in the blast. The cause of death was stated by the doctor who ex 
amined Dagenais in the stope as severe crushing of the thorax.

An inquest was held before Coroner Frank Evans, at South Porcupine, on 
February 24. The jury's verdict was as follows: 

We, the jury, empanelled to enquire into the death of Louis Dagenais, find that deceased 
came to his death in stope 341 on 300-foot level of Dome Mines, township of Tisdale, near South 
Porcupine, about 9.20 P.M. on night of February 19, 1941, by being crushed by a fall of loose 
rock during scaling operations; death being accidental and no blame placed on anyone.
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Falconbridge Nickel Mines, Limited
Thomas Sloan, British, aged 24, married, employed as a driller at the Fal 

conbridge mine, was instantly killed at 9.30 A.M., on January 15, by a fall of 
ground in No. 1201-14 stope on the 1,200-foot level.

This is a cut-and-fill stope, about 300 feet in length, in which square sets 
were recently placed in the centre section to support poor walls. At the time of 
the accident mining was in progress in the section west of the square-set area. 
The sand fill had reached a point about 20 feet west of this area and was about 
85 feet east of the muck pile. There was a raised chute, 8 feet high, about 10 feet 
in advance of the sand fill. The stope was about 25 feet wide at this point, with 
the back about 16 feet above the floor.

On the afternoon of January 14, Stope Boss F. McLeod found a small area 
of drummy ground in the back over the raised chute. He attempted to take it 
down with a scaling-bar without success, then consulted Shift Boss A. Raymond. 
They decided to support it with timber from the top of the chute before advancing 
the sand fill any farther, and the necessary timber was taken into the stope by the 
end of the shift. No work other than mucking was done in the stope until the 
following morning, January 15, when McLeod, assisted by Thomas Sloan and 
A. McBain, started to install the timber. The drummy ground was first tested 
with a bar, and no apparent change was noted. They then placed two posts and 
a cap over the west end of the chute and tested the ground again. About 9.30 A.M., 
they had two posts and a double-cap erected over the east end of the chute. 
McBain started to drive the first wedge between the cap and the back, with 
McLeod and Sloan supporting the posts, when the drummy ground fell without 
warning and kicked out the timber. McBain was knocked down on top of the 
chute and sustained fractures of the right leg and lumbar vertebrae. McLeod 
managed to jump clear without injury. Sloan was apparently hit on the back 
of the head and knocked down to the stope floor. He sustained multiple frac 
tures of the skull with cerebral haemorrhage, and was dead when reached.

The fall of ground amounted to about 5 tons and consisted of slabs about 
8 inches thick. It exposed a large inclusion of rock in the back, which had made 
a poor bond with the heavy sulphides.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Falcon 
bridge, on January 30. His verdict was as follows: 

Thomas Sloan, age 24, employed as a driller by Falconbridge Nickel Mines, Limited, was 
instantly killed at 9.30 A.M. on January 15, 1941, by a fall of ground in No. 1201-14 stope, 1,200- 
foot level. From evidence given, he was assisting F. McLeod and A. McBain to erect two timber 
sets on top of a chute, 8 feet above the stope floor, to support some loose ground which they had 
been unable to scale down. McBain was driving the first wedge to tighten the second set, while 
McLeod and Sloan held the posts, when the loose ground suddenly cracked up and fell. Sloan 
was hit and knocked off the chute, causing multiple fractures Of the skull with cerebral haemorr 
hage. Death was accidental with no blame attached to anyone.

Michael G. Quilty, British, aged 33, married, employed as a stope boss at 
the Falconbridge mine, was instantly killed about 2.45 A.M., on November 9, 
when hit by falling rock while placing a pole-blast charge in No. 17 chute, No. 
502-73-79 stope, on the 500-foot level.

This is a vertical, cribbed ore chute, about 4^ feet square inside the plank 
lining, in a horizontal cut-and-fill stope mined over timber. The stope floor 
was about 114 feet above the drift timber on the 500-foot level at the time of the 
accident. The ore in the chute had been hung up some distance above the drift 
for several days, and repeated pole-blasting had brought down only a few car 
loads at a time.
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Stope Boss Quilty was in charge of this stope on the 7 to 3 P.M. shift on the 
night of November 8-9. He prepared and set off a blast in the chute before 
midnight, which brought down about six carloads of ore, and left the ore hung 
up about 70 feet above the drift. Sometime after midnight he started to prepare 
another blast, assisted by F. Whitmore, a chute puller. A car was placed in front 
of the chute, and a plank laid over the car for a working platform. The charge, 
consisting of about ten sticks of powder and an electric blasting cap, was fastened 
to the end of a blasting pole and shoved up the chute over the top of the chute 
gate. The stop log had been removed. Five more poles were attached in suc 
cession to lift the charge to the vicinity of the hung-up ore. The men then tried 
to see if the charge was properly located before detonating it, while still standing 
on the plank over the car. They leaned over the chute gate until their heads 
were just inside the head block and tried to see up the chute with the aid of their 
electric lamps. While in this position, Whitmore heard something falling down 
the chute, and withdrew his head. Quilty did not move, and was hit on the back 
of the head by a piece of ore, weighing about fifteen pounds, which smashed 
through his hard hat. He sustained an extensive compound fracture of the skull 
with laceration of brain tissue, and died instantly.

No other rock appeared to have fallen, and the blasting-pole charge was 
not disturbed.

An inquest was held by Coroner G. A. Henry, M.D., at Falconbridge, on 
November 19. His verdict was as follows: 

That said Michael Gordon Quilty died as the result of injuries sustained when struck by a 
falling piece of ore while he was trying to clear a plugged ore chute. No blame attached to 
any person.

Fayrnar Porcupine Gold Mines, Limited
Edgar A. Brown, British, aged 36, married, employed as a scaler, was killed 

in a run of muck in No. 282 stope on the 225-foot level of the Faymar mine, 
about 12.30 A.M., on February 24.

No. 282 is an open stulled stope. The section where the accident occurred 
had been mined to a height of 86 to 93 feet above the level. The width ranged 
from ly^ to 5 feet. The dip of the vein was about 72 degrees to the south. The 
section lies between Nos. 2-27 and 2-32 chutes. No. 2-27 is a box-hole chute 
drive through 47 feet of pillar. Eleven feet west of the top of this box-hole the 
top of the pillar reaches a height of 63 feet above the level. The west face of this 
pillar drops away from the highest point at a steep angle, followed by a reverse 
dip, after which it flattens out at an angle of approximately 45 degrees until it 
reaches the farthest west point of the pillar, 36 feet above the level, or 17^ feet 
above drift timber. The next chute west of No. 2-27 is No. 2-31; this chute is 
14 feet west of the west end of the pillar. The next chute to the west is No. 2-32, 
some 18 feet west of No. 2-31. The second mucking floor above the drift timber 
is 8^4 feet above the first floor. Chutes Nos. 2-31 and 2-32 are closed in to this 
elevation. The third mucking floor is 19^ feet above the tops of these chutes. 
This floor starts from a point in the stope 17 feet west of the No. 2-31 chute, 
and to within 11 feet of the pillar.

Stoping was carried on above the third floor to a height of 35 to 39 feet. 
Stope muck was then too near the back to mine higher without pulling the chutes. 
It was also too high to install stulls above it for the fourth floor. Sprags were put 
in at muck level, 7 to 8 feet below the stope back. A walk was made across these 
sprags with single 2- by 8-inch and 2- by 10-inch planks.

On Saturday, February 22, twenty-five cars of 27-cubic-foot capacity were 
pulled from No. 2-31 chute. The muck pulled from the third floor through the
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opening next to the pillar. Falling to the second floor, the muck pile would build 
up until it spread to the east as far as No. 2-31 chute. The steepest possible 
angle for the muck pile between the west end of the opening through the third 
floor and the east side of No. 2-31 chute is 50 degrees. If muck ran freely at this 
angle it would fill the chute and then flatten out at the angle of report. The 
pulling of the chute would then be similar to mucking at the bottom edge of any 
muck pile; the pile would become steeper until a run of muck took place.

No one worked in No. 282 stope on the day shift on Sunday. On the Sunday 
night shift, commencing at 7 P.M., Brown and V. Matheson, a machine runner, 
were sent to this section of the stope and were instructed to bar muck into the 
crater formed by the pulling of No. 2-31 chute and to lower the walkway about 
3 feet to make a working stage from which floor stulls could be installed. Shift 
Boss E. Hawkins visited the stope early in the shift and found the workmen 
barring down muck, working from the one-plank stage. He instructed the work 
men to place more planks on the stage to widen it, using planks which had been 
taken jinto the stope on Saturday for this purpose and were piled approximately 
90 feet west of where the men were working. The instruction was not carried 
out. The workmen were instructed at this time to lower the stage. No definite 
instructions were given as to how this was to be done safely.

When the accident occurred at 12.30 A.M., on Monday morning, the men 
had lowered four sprags and were trying to install the fifth. They had lowered 
two of the three planks from the upper stage to the four new sprags and had 
placed the third plank from the fourth sprag to the edge of the muck pile forming 
the west end of the crater. The centre of the crater was about 18 feet below the 
staging. The distance from lip to lip of the crater after the accident was 31 feet.

A run of muck into No. 2-31 chute caused both workmen to fall. Matheson 
at the moment was standing on the muck with one arm around the staging plank, 
one end of which rested on the muck pile. He was holding a sprag in the hitch 
for Brown to wedge. Brown was sitting on the plank. Matheson fell when the 
muck moved under his feet. The hole in the third floor opened, and Matheson 
passed through it and down the face of the muck pile. He escaped over the top 
of No. 2-31 chute, which was filled to the second floor by this time. The plank 
on which Brown was sitting did not move for some seconds, then it was drawn 
into the crater, carrying Brown with it. By this time the opening at the third 
floor was almost closed and Brown was buried and crushed by the jam at the 
floor opening. Brown's leg was visible from the underside of the third floor, from 
which point his body was removed half an hour later. He was examined by the 
doctor, who pronounced him dead and stated that death was caused by a squeez 
ing blow on the side of the head. Chute pullers heard Matheson shout from the 
second floor. He was shown a way out from second floor, by the chute pullers, 
through an opening in the side of No. 2-32 chute just below the second floor, 
which he could not see.

The men pulling No. 2-31 chute, Geo. Taylor and O. Paige, had placed 
chute-pulling signs at each end of the area being pulled before commencing to 
pull the chute. The men in the stope saw these signs and at lunch time, about 
11 P.M., they had talked with the chute pullers, whom they told that the muck 
in the stope was hung up.

An inquest was held before Coroner Frank Evans, in .South Porcupine, on 
March 5. The jury's verdict was as follows: 

We, the jury, summoned this 5th day of March, 1941, to enquire into the death of Edgar 
Brown, which occurred at Faymar Porcupine Gold Mines, Limited, in Deloro township, at or 
about 12.30 A.M., on February 24, 1941, in 282 stope on the 225-foot level of the said mine, do 
find as follows, that Edgar Brown came to his death through accidental causes.
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Gypsum, Lime and Alabastine, Canada, Limited

Matthew McAlpine, British, aged 62, married, sustained a fractured hip 
when he slipped and fell on the station floor at the 80-foot level of the Caledonia 
mine at 8.45 A.M., on October 11. He died duddenly in the hospital on October 21.

McAlpine had been employed by Gypsum, Lime and Alabastine, Canada, 
Limited, from 1917 to 1927, as a driller, from then to 1929 as a pumpman and 
repairman, and subsequently as a weighman.

The ore occurs in a practically flat bed. It is loaded in 3%-ton cars, trammed 
to the station, and weighed and hoisted through an incline to the surface. The 
grade of the lower 150 feet of the incline is 20 per cent., and that of the remaining 
500 feet is 10 per cent. Returning empty cars by-pass the scales through a switch 
located 50 feet in front of the scales. As the tare weight of each car varies, it is 
necessary for the weighman to record the car number as well as the gross weight 
of each load hoisted; the car number is marked on the front end. The travelway 
alongside the track at this point is about 30 inches wide and is almost flat. The 
floor is compacted shaly material and is from 2 to 3 inches above the track.

Just previous to the accident McAlpine trimmed a car, weighed it, gave the 
hoisting signal, and received the return signal. As he had forgotten to note the 
car number he advanced several paces along the side of the track and looked 
back to see it. As he did so, he slipped and fell.

John Samuel, who was close at hand, removed McAlpine to the weighman's 
room and summoned aid and a stretcher. McAlpine was carried to surface and 
taken in an ambulance to the McGregor clinic, where an X-ray of his hip was 
taken. He was then taken to the Hamilton General Hospital, where he died at 
5 A.M. on October 21. The cause of death was given as "pulmonary embolism 
arising from the escape to the right side of the heart of thrombus from the veins 
in the region of the fractured hip."

An inquest was held before Coroner A. E. Roszell, M.D., at the Town Hall 
at Caledonia at 2.30 P.M., October 31. The jury returned the following verdict: 

Matthew McAlpine of the Village of Caledonia on the lith day of October, 1941, while 
working in the mine of the Gypsum, Lime and Alabastine Company, in the township of Seneca, 
fell on the floor of the mine and broke his hip. He was immediately removed to the Hamilton 
General Hospital, where he died on the 21st day of October, 1941, as a result of the injuries he 
received. We believe it was a pure accident and that no blame can be attached to anyone.

Hallnor Mines, Limited

Clifford Sharpe, British, aged 27, married, with one child, employed as a 
skiptender at the Hallnor mine, was killed at about 5.05 P.M., on Sunday, Sep 
tember 14, at the ore-pass loading-pocket station 80 feet below the 1,410-foot, 
or 8th level of the mine when his skull was fractured by the ore-pass gate.

The Hallnor shaft has three compartments. The long axis lies north and 
south. Two 3-ton skips operate in the south and centre compartments. The 
north compartment is the manway. Individual chutes and measuring pockets 
serve each skip compartment. The loading-pocket station is 21 feet in height 
from concrete floor to rock back. The lips of the measuring pocket chutes are 
at floor level. The backs of these two chutes are made up of two %-inch plates, 
1134 inches apart. One plate extends downward 27 inches from the lip of the 
control chute above, which is 8 feet above the cement floor, to a point 8 inches 
above the bottom of the measuring-pocket chute. The other plate extends up 
ward at the extreme back of the measuring-pocket chute 10^ inches above the 
chute bottom, or 12 inches higher than the lower edge of the front plate. The 
control gate, made from a 1-inch plate, between the ore pass and the measuring- 
pocket chute opens downward in a channel midway between the two back plates.
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This gate is operated by an air cylinder, with a 3-foot piston stroke, which, when 
opened, brings the lower edge of the gate down to the bottom of the measuring- 
pocket chute. All gates are operated from a tightly planked working-floor 11 feet 
9 inches above the concrete floor. Workmen reach the latter floor from the 
working-floor by a ladder at the north end, or opposite the manway compartment 
of the shaft.

On September 14 Sharpe and his helper, A. Lejeunesse, went to work at 
3 P.M. They were the only workmen in the mine. They hoisted 10 skips of ore, 
after which Sharpe told his helper to continue to hoist until 20 skips had been 
sent up, while he went down to the station floor and cleaned up the spill muck. 
Lajeunesse had sent up the 18th skip and was about to fill the north measuring 
pocket while he was waiting for the north skip to descend, when he heard Sharpe 
groaning. He called to him and receiving no reply descended and found Sharpe 
lying on the floor under a ladder that was leaning against the back of the south 
measuring pocket. He telephoned the hoistman immediately, and a spare hoist- 
man brought down a stretcher and helped Lajeunesse remove Sharpe to surface. 
He was found to be dead when the surface was reached.

Investigation showed that Sharpe, after cleaning part of the floor, had gone 
up a 7-foot ladder leaning against the back of the south measuring pocket and, 
while on the ladder, had got his head caught between the back plate on the chute 
and the descending gate. Evidently he had gone up to see how much muck had 
accumulated between this plate and the gate, although there was no evidence 
that he had removed any. A 2-foot bar, used for removing the accumulation of 
muck by prizing over the back plate, was found standing upright against a 
channel iron post supporting the chute.

Sharpe's injuries consisted of a large compound wound above both eyes, 
through the eyebrows, where his forehead had been pressed against the back 
plate, and both basal and vault fractures of the skull. The wound on his forehead 
bled profusely. His hat was smashed in several pieces. One piece was found in 
the chute. A tuft of eyebrow was found on the upper edge of the back plate. 
Sharpe was unconscious when found and must have died very shortly afterwards.

An inquest was held before Coroner Frank Evans, at Porcupine, on Sep 
tember 18, at 2 P.M. The jury returned the following verdict: 

We, the jurors, agree that Clifford Sharpe, at the Hallnor mine in the township of Whitney, 
at about 5 P.M., the 14th day of September, 1941, came to his death by accident, and no blame 
attached to anyone.

Hollinger Consolidated Gold Mines, Limited
Fred Ladouceur, French Canadian, aged 50, married, with seven children, 

employed as a timberman, was buried and suffocated in a run of sand fill in No. 
55ANHE13 drift on the 1,400-foot level of the Hollinger mine at about 9 A.M. 
on January 17. J. B. Menard and K. Leino, two other timbermen, were caught 
at the same time, but only suffered from shock and exposure.

At 7.30 A.M. on January 17, a crew of timbermen, consisting of Ladouceur, 
Menard, Leino, and F. Winder, was sent by Shift Boss Geo. Jansen to No. 
55ANHE13 drift on the 1,400-foot level to install a crown bar on the south side 
of the drift, where a raise was coming through from the 1,500-foot level. Captain 
J. Bisley and Foreman T. Scott visited the working place at 8.30 A.M. At this 
time the men were getting in their gear and timber. Scott gave them instructions 
regarding this and other work.

To install the crown bar, two posts had to be removed from under the south 
side of the stope timbers holding the sand in the stope above. To remove such 
posts it is the rule to place a temporary post under the timber as close as possible
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alongside the timber to be removed, and after this is done the post to be removed 
is either cut out or undermined and driven out. In this case, however, there were 
three posts under the set cap and the workmen trusted the centre post to hold 
up the set. Winder left the working place to get a ladder. The other three men 
started to remove one of the posts. They cut the post with a cross cutsaw until 
the saw bound. Leino then picked up an axe and placed it in the saw-cut and 
took a. hammer to drive it in to loosen the saw. On the first blow the post broke, 
allowing the timber to fall down and this allowed the sand from the stope above 
to run out.

Menard and Leino were trapped almost where they stood in the corner of 
the slashed-out area at the end of the stope. Ladouceur is believed to have moved 
away a few steps, but either stumbled or was knocked down and completely 
buried by the run of sand. Menard was buried up to his neck, and Leino was 
buried up to his chin.

Winder returned to the working place about 9.10 A.M. and found that the 
accident had occurred. He gave the alarm. Squads were organized for rescue 
work, and the work of reopening the drift by forepoling was started. At times 
over fifty men worked in or around the heading, removing sand, timbering, or 
shaping timber at some distance back from the face. At 11.15 A.M. the rescuers 
found Ladouceur, after advancing about 5 feet. Dr. Kelly was present and 
examined the man and pronounced him dead.

Work was carried on, and at 5.30 P.M. tapping was heard from the two im 
prisoned men.. By 7.40 P.M. work had progressed to a point where communication 
with Menard was established through a 2-inch pipe which was pushed through 
about 10 feet of sand. Under the supervision of Dr. Kelley, stimulants were 
passed through the pipe to the men, also candles to provided some warmth, and 
cigarettes. Menard stated that he had been able to free himself from the sand 
and that he had also moved the sand away from Leino's face and body, but that 
he was in a precarious position and advised careful work so that a run of sand 
would not be started that might bury his partner.

By midnight it was considered possible that a 20-inch diameter pipe might 
be pushed through the sand. A cast-iron sewer pipe, having an overall length 
of 12 feet 5 inches including the bell-shaped end, was procured from surface and 
driven through the sand with two 15-ton jacks. As soon as it was driven through, 
Menard came out through the pipe unassisted at 3.20 A.M., on January 18. He 
was given a sedative by the doctor, who then sent him to the hospital. The 
doctor then went in through the pipe and administered a sedative to Leino, whose 
legs and feet were still fast in the sand. Leino was also given hot drinks, and hot 
pads were placed around him. Finally, at 10.50 A.M., Leino was extricated and 
sent to the hospital. Boulders around his feet had made his rescue more difficult. 
Neither Menard nor Leino received any cuts or broken bones, but both men 
suffered from the exposure, and the latter to some extent from pressure.

An inquest was opened before Coroner H. E. Montgomery, at Timmins, on 
January 31. It was adjourned to allow the jury to view the scene of the accident 
and was resumed on February 3. The jury returned the following verdict: 

We, the jury, have come to the decision that Fred lyadouceur met death accidently, due 
to suffocation, at approximately 9 A.M., Friday, January 17, 1941, in 55ANHE13 on the 1,400 
level of,the Hollinger Consolidated Gold Mines.

Thomas W. Parsons, aged 29, British, married, with two children, employed 
as a motorman at the Hollinger mine, was killed in No. M-4 crosscut on the 
2,750-foot level at 1.20 P.M., March 22. Parsons was crushed between a train
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consisting of a 5-ton Goodman trolley locomotive, coupled to fifteen 3-ton cars, 
and the floor and wall of the crosscut, after he was thrown from the locomotive 
when the train was passing through and fouled the fire door 530 feet west of the 
loading-chute at No. 19 shaft. Parsons and his switchman, C. O'Connor, were 
tramming ore from the ore-pass at No. 19 shaft to the ore-pass at Central shaft, 
a distance of about 3,100 feet.

The track is 36-inch gauge with a grade of 0.7 per cent. (8^ inches in 100 
feet) in favour of the loads to Central shaft. The rails weigh 351 pounds per 
yard and are spiked to wooden ties. There is double track from No. 19 shaft for 
about 100 feet west of the ore-pass. Then there is 200 feet of single track, then 
200 feet of double track extending from 15 feet west of No. 15 crosscut south to 
15 feet west of No. 15 crosscut north and to within 30 feet of the fire door. The 
fire wall is made of concrete blocks with 8- by 3^-inch steel channel iron frame 
on sides and top of the door opening. The door is steel-hinged on the south side, 
opens to the west, and is held open by a hook in the south wall of the crosscut. 
The sill at the bottom is concrete. There is a 2-inch clearance between the bottom 
of the frame of the Goodman locomotive and this sill. The clearance between 
the sides of the locomotive and the frame is 6 inches.

Just before the accident Parsons and O'Connor had loaded fifteen 3-ton cars 
with normal loads of ore of average size at the loading-chute at No. 19 shaft. 
The train of cars, on its way to Central shaft, was approaching the fire door, with 
Parsons in the driver's compartment at the west end of the trolley locomotive 
and O'Connor on the platform at the east end of the last car, when the train 
fouled the fire door. The locomotive finally came to a stop 90 feet west of the 
fire wall. Parsons was thrown from the locomotive and crushed between the 
train and the wall and floor of the crosscut. His body was found on the track 
38 feet west of the fire wall between the fourth and fifth cars. His body was 
mutilated from the chest down. Death must have been practically instantaneous.

After the accident it was found that the locomotive had come to a stop 90 
feet west of the fire wall. The front wheels were still on the rails. The rear 
wheels were off the rails to the south with the frame resting on the rails. The 
brake was off and the power control was off, as they would be when coasting 
through the fire door. The trolley-pole was cracked near the top, and there was 
a gash 3 inches long and a quarter of an inch deep in one side of the pole about 
15 inches from the base. The under side of the frame showed marks of having 
scraped over concrete, and pieces of concrete were found on the top of the loco 
motive and in the cab or driver's compartment. The locomotive was uncoupled 
from the train, with the steel door of the fire wall between the locomotive and 
the first car of the train. One corner of the door was on the track between the 
rails and another corner was resting on the bumper of the first car. The fifteen 
cars were still coupled.

The west end of the first car was 70 feet 6 inches west of the fire wall. All 
wheels were off the rails. The south rear wheel was in the ditch at the end of 
the ties with the rear corner against the south wall of the crosscut. The front 
wheels were about 18 inches south of the north rail. The front wheels of the 
second car were off the rails, about one foot to the south. The rear wheels were 
on the rails. The third car was not derailed. The fourth car was off the track 
about 6 inches to the south. The remaining eleven cars were still on the track.

The door hook was found in the south ditch opposite the locomotive, 86 feet 
west of the wall. The steel channel from the south side of the door frame was 
found between the rails under the fifth car, 34 feet west of the wall. A block of 
concrete, which had been part of the fire wall sill, was found between the rails
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just east of the fifth car, 30 feet east of the wall. The coupling-pin that had 
connected the locomotive and the first car of the train was found in the south 
ditch opposite the sixth car, 30 feet west of the wall. One of Parsons boots was 
found opposite the sixth car on the north side, 28 feet west of the wall. Part of 
his hard hat was also found on the north side, 19 feet west of the wall. The south 
side channel of the fire-door frame was torn off and some of the concrete of the 
wall as well. The channel forming the top of the frame was loose and hanging 
down at the south end. The hook for holding the door open had been pulled out 
of the plug in the south wall. The track was not damaged in any way and had 
evidently been in perfect condition.

It has been impossible to find out what caused the train to foul the fire wall 
and door. A rock found in the otherwise clean ditch on the south side, a few feet 
west of the fire wall, may have been on the track east of the door before the 
accident. This rock could have caught between the bottom of the locomotive 
frame and the sill of the fire door opening and torn it out. The locomotive or the 
first car might have torn off the south door frame channel and the door. This is 
only supposition, as there is no direct proof that the rock was on the track before 
the accident. The crew of an east-bound train that passed through the door two 
or three minutes before the accident did not feel or see any obstruction. The 
4-ton locomotive drawing this train has more clearance than the 5-ton Goodman 
locomotive and could have cleared an obstruction that would have fouled the 
Goodman. It is not likely that the coupling-pin on the locomotive fouled the 
sill, although it had only one inch clearance.There were no signs of damage to 
the end of the pin, and, as there are no springs on the locomotive, it does not 
bounce. The car coupling-hooks could not catch. The hooks could touch it 
uncoupled, but the tips of the hooks could not.

An inquest was held before Coroner H. E. Montgomery in Timmins on 
March 28, 1941. The jury returned the following verdict: 

We, the jury, find that T. W. Parsons came to his death accidentally and place no blame 
on any one.

G. M. Wilson, British, aged 27, married, with one child, employed as a 
timberman at the Hollinger mine, was instantly killed in No. 91E15 stope on 
the 1,400-foot level, by a fall of ground at 1.15 P.M., June 9. His partner, L. 
Ackert, was injured at the same time, suffering scalp lacerations, a fractured 
rib, and shock.

No! 91E15 stope was mined by shrinkage methods to an average height 
of about 15 feet below the 1,250-foot level a number of years ago. The stope was 
then pulled empty. Later sand was run into the stope from two raises, one at 
the west face and the other at 50 feet from the east end, or 125 feet east of the west 
raise. The sand was not levelled. Recently ore was discovered west of this old 
stope, and mining was commenced from a sublevel 80 feet above the 1,400-foot 
level. At 105 feet above the 1,400-foot level this sublevel stope broke into the 
west end of the old stope. The opening was enlarged to a depth of 20 feet and a 
width of 6 feet. This gave entrance to the old stope above the sand at the west 
end. It was then decided to mine out the sill pillar in the back of the old stope 
along with that of the sublevel stope. The sand at the west end of the old stope 
was levelled out to the east, and two timber sets were put in east of the vertical 
raise in the west end several weeks previous to the time of the accident. The first 
timber set was placed 4 feet east of the east side of the raise, and the second set 
9 feet farther east. Both sets were composed of round posts, 5 feet long, set on 
blocking on 3- by 10-inch plank, with 12- by 12-inch by 12-foot B.C. fir caps and
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blocking above. The set posts were 8 feet apart. The set nearest the raise was 
up to the back at the north side; the south end touched the south wall; over the 
centre of the set the back was arched; the set was blocked to this higher portion 
of the back with 12-inch and 24-inch blocks under two 3- by 10-inch planks, 4 
and 5 feet in length.

On June 9, Wilson and Ackert, both experienced timbermen, with over 6 
and 13 years' experience, respectively, at the Hollinger, were taken to No. 91E15 
stope by C. Collins, shift boss, and were instructed to install a sand chute in this 
raise. They were told to install another timber set between the raise and the set 
nearest the raise, not because the back appeared dangerous but because it was 
low at the raise and this made it impossible to place a chute timber on the set 
already installed. They were told to cut timber hitches in the wall west of the 
raise. The men built a stage, 4 feet above the sand, to do this and were on the 
stage when the set nearest the raise failed and a mass of rock fell. The B.C. fir 
cap of this set had failed under 40 tons of rock, which broke away mostly in one 
large mass from between the raise and the second set, which was not disturbed. 
The block of ground, which was 12 feet long and 7 feet high, broke away from 
between two graphitic slips, which formed its north and south boundaries. The 
width of the base was 12 feet at the west end and 6 feet at the east. The width 
of the top was 6 feet at the west end and pointed at the east where the two slips 
met. The stage was broken down; Wilson was struck on the head and received 
fractures of the skull and the cervical vertebrae, resulting in instant death. 
Neither of the men was pinned under the rock. Ackert fell with the staging and 
rolled down the sloping sand. His injuries consisted of a fractured rib, scalp 
lacerations, and shock.

An inquest was held before Coroner H. E- Montgomery, at Timmins, on 
July 23, at 3 P.M. The jury returned the following verdict: 

We, the jury, find that G. M. Wilson came to his death accidentally, on June 9 at the Hol 
linger mine, Timmins, Ontario.

W. A. MacDonald, British, aged 23, single, employed as a machine runner's 
helper at the Hollinger mine was injured at 2.15 P.M. on November 12, by a fall 
of ground in No. 55W15 stope on the 3,200-foot level. He died at St. Mary's 
Hospital in Timmins about 6 A.M. on November 14.

No. 55W15 stope has been mined by cut-and fill methods to a height of 75 
feet above the level. It is irregular in shape, varying in width from 8 to 40 feet 
and having length of about 170 feet. Part of the ore body in the stope carried 
unusually large amounts of sulphides, mostly pyrite. The wall rocks are green 
stone schists. There are two mill holes in the stope. No. 11 mill hole is at the 
east end of the stope, and No. 10 mill hole is about 20 feet from the west end. 
On November 10 the fifth slice had been mined from the east end to a point 
about 40 feet from the west end. The fill barricade was under the breast, the 
foot of the barricade being only 2 or 3 feet from the No. 10 manway adjoining 
the No. 10 mill hole on the east.

At 3 P.M. on November 10 the breast was blasted with 29 holes. The night- 
shift crew on November 10 scaled during the whole shift and set up on the north 
side of the breast. Drilling was carried on by both shifts on November 11 and 
was completed across the breast. The night-shift crew blasted 21 holes, leaving 
about one-third of the breast (10 holes) along the north wall. On November 12, 
the day-shift crew consisted of John Vranic, runner, and MacDonald. Vranic had 
worked 15 years and 4 months at Creighton, during part of which time he had been
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a stope boss, but had only been employed at the Hollinger since August. Mac- 
Donald had been at the Hollinger since June 28. He had 8 months' previous 
mining experience in the Little Long Lac area. The men scaled the back solidly 
behind the breast. As the muck was then tight to the breast fifteen cars were 
pulled from No. 10 mill hole, and this lowered the muck about 3 feet below the 
breast at the north side of the last broken portion. About 12.30 P.M., P. Smith, 
a sampler, entered the stope to sample the south part of the breast. The back 
was solid when he started, but while he was sampling it started to work behind 
him and a slab of rock fell. Vranic and MacDonald were then down under the 
breast barring slabs into the mill hole. They thought that someone was blasting 
near by. Smith joined the stope crew, and they all retired to a small heading 
west of the No. 10 mill hole, where they remained for nearly half an hour, until 
the ground ceased to work. Vranic and MacDonald then went back and again 
scaled the back until it was solid, starting at the north side and working across 
to the south. Finally, just before leaving, they set up a machine bar and Leyner 
drill and connected the hose for the night shift to drill again at the south side. 
Vranic had left the breast a few seconds before MacDonald. He had just picked 
up his oil bottle, about 35 feet behind the breast, when he heard a loud blast and a 
fall of ground. He looked back and saw MacDonald pinned in a prone position 
under a slab of rock. The slab was about 4^ inches thick and about 53/2 feet 
square and weighed at least a ton. It broke from the back about 8 feet from the 
north wall directly over the top of the fill barricade and from 3 to 8 feet ahead 
of the last of a group of timber sets spaced at 8-foot intervals on top of the fill. 
It fell a vertical distance of 6^ feet. Vranic tried to prize the rock off MacDonald 
with a plank but could not do so alone. He left the stope to call for help and met 
J. Wilkinson at the foot of the No. 11 manway. At the intersection of No. 55 vein 
and No. 15 crosscut he met J. Belanger and his partner J. Le Fevre. These men 
went to the stope. Vranic ran on to the station, where he notified Shift Boss 
R. Goodings and others who were waiting to go to surface. MacDonald was 
removed from the stope in a stretcher and taken to the shaft collar, where he was 
met by the doctor at 2.40 P.M. The doctor thought he was dying at that time. 
He rallied when given stimulants and was able to talk while proceeding to the 
hospital, where he was treated for shock. The following day an X-ray examina 
tion showed that no bones were fractured. Shock treatment was continued, but 
he died on November 14. His injuries consisted of a rupture of the diaphragm. 
The cause of death was extreme shock.

An inquest was held before Coroner H. E. Montgomery, in Timmins, on 
November 20 at 2 P.M. The jury returned the following verdict: 

We, the jury, find that W. MacDonald came to his death as the result of an accident on 
November 12 at the Hollinger mine and that there was no blame attached to anyone concerned.

It is probable that the accident was the result of a minor rock burst, falling 
in class of strain burst. The phenomenon was not accompanied by any shock 
or tremor noticeable outside the stope but its other characteristics were similar 
to bursting ground of districts where rock bursts are common.

Hoyle Gold Mines, Limited

Leonard Rolley, British, aged 25, married, with one child, employed at the 
Hoyle mine as a machine runner, was fatally injured about 9 P.M., on November 
12, in the No. l shaft, when he fell 60 feet. He died about two hours later in the 
South Porcupine General Hospital.

The No. l shaft at the Hoyle mine is 1,795 feet deep. It has three compart 
ments: manway, No. l, and No. 2, running from northeast to southwest. Cages
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are operated in the two hoisting compartments. The levels are at 223, 375, 575, 
775, 955, 1,155, 1,355, 1,555, and 1,755 feet and are called the 200-foot level, 
the 400-foot level, etc. Production at present is coming from above the 600-foot 
level. The driving of an ore-pass system for the loading pocket 120 feet below 
the 800-foot level had been commenced a few weeks previously. While this work 
had been in progress below the 800-foot level, the cage in the No. 2 compartment 
had been prevented from travelling below the 600-foot level by bulkheads in the 
shaft and the setting of the Lilly controls on the hoist. The section of the No. 2 
compartment below the pocket station down to the 1,000-foot level was lined, 
arid a chute was built on the 1,000-foot level station to draw off the muck. While 
the drilling from the shaft for cutting the loading-pocket station was in progress, 
a bulkhead was also installed in No. l compartment. After the operation had 
reached the stage where it was not necessary to work in the shaft itself, the bulk 
head was removed to permit the cage to go down to the 1,000-foot level. The 
station side of the No. l compartment was lagged. Supplies for this work were 
unloaded at the 800-foot level. From this level the workmen travelled through 
the manway to the loading-station. A Canadian Ingersoll-Rand utility hoist was 
set up on the 800-foot level station to lower supplies in the No. 2 compartment. 
A ^g-inch tugger-hoist cable was used. Steel was handled in a small bucket, 30 
inches high and 13 Y^ inches in diameter and weighing 35 pounds. The bucket 
was made from two tin cans spliced together and reinforced with steel. It was 
carried in a sling made of strap iron with a single chain bale attached to the sling. 
At the time of the accident the bale was attached to a 12-inch clevis for lowering 
timber, which in turn was attached to a small clevis. Ordinarily the small clevis 
should have been attached directly to the bucket bale. The bucket hung sus 
pended in the shaft with no cross-head.

On November 11, when the face of the ore-pass raise was up about 10 feet 
from the loading-station brow, or 30 feet from the shaft at station-floor level, 
a fracture or slip plane was cut, which extended back through the station brow. 
The ground below this then loosened. More lagging was placed to protect the 
shaft timber, and the loose ground was drilled from the shaft and blasted down. 
The day-shift crew on November 12 left word that the night-shift crew, consisting 
of Rolley, H. McBurney, runner, and L,. J. Hamel, helper, would find some loose 
on the southwest side of the station, and if they could not scale this, they could 
blast it down by using one short hole, which they could load from the No. 2 
compartment.

The night shift went to work at 7 P.M. About 9 P.M. Hamel was on the 
800-foot level station and Rolley and McBurney had just finished loading the 
hole referred to above and connecting the blasting wires. They had placed 18 
sticks of powder, a box of electric detonators, and a galvanometer in the bucket. 
Rolley asked McBurney if he were going to ride up on the bucket. McBurney 
laughed and said that he was going to walk and that Rolley had better follow him. 
McBurney then started to climb the shaft manway. As McBurney was climbing 
the manway he heard the bucket clanging in the shaft. As he reached the level, 
Hamel met him and asked where Rolley was. McBurney asked Hamel if he had 
not come up on the bucket. Hamel said that he had got three bells followed by 
one bell, the signal to hoist the bucket to the 800-foot station. When the bucket 
was part way up he got a stop signal. He stopped the hoist and a little later he 
got the station signal again. Shortly after this he stopped the hoist again when 
the cable loosened as though the load had suddenly been released from it. The 
bucket was then 60 feet above the muck in the No. 2 compartment. Rolley was 
found lying on the muck in an unconscious condition. He was removed in a
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stretcher and taken up on the cage, which was lowered to the loading-pocket 
station.

Rolley's injuries consisted of a fracture of the base of the skull, multiple 
fractures of the ribs on the right side, and lacerations on the right hand and elbow 
and over the occiput. The vault of his skull was fractured. Cause of death was 
fracture of the skull and brain injuries.

An inquest was held before Coroner H. L,. Minthorn, M.D., at Porcupine, on 
November 21, at 10 A.M. The jury returned the following verdict: 

We, the jurors empanelled in the inquest of the death of Leonard Rolley in the shaft of 
the Hoyle Gold Mines, find that Mr. Rolley met his death November 12 at 11 P.M. from injuries 
received at 9.15 P.M., accidentally, as a result of falling from a bucket which he was riding in, 
contrary to the rules of the Hoyle mine and also the Mining Act. Also with no blame attached 
to anyone.

International Nickel Company of Canada, Limited

James Orville Harris, British, aged 26, married, employed as a driller at the 
Creighton mine, was instantly killed about 9.45 A.M., on March 12, when he fell 
down No. 16.12 chute in No. 16 stope on the 46th level.

This is a filled square-set stope, about 135 feet long from footwall to hanging 
wall and five sets wide. The sets of 8-inch flattened jackpine are at 5^-foot 
centres and 7 feet high. At the time of the accident the 19th floor had been 
started at the hanging wall, and three rows of sets completed. The centre set in 
the third row from the hanging wall was directly above a vertical chute, No. 16.12, 
over which a grizzly of 85-pound rails had been installed on the 18th floor.

On the morning of March 12, Driller J. Abbot set up his machine in the 
north set of the third row and started to drill the breast. Harris and Shoveller 
I/. Levallee cleaned up the floor and were then instructed to scale down the 
central portion of the breast. About 9.45 A.M., they were standing in the centre 
set in the third row when they apparently scaled 'down a chunk of ore, weighing 
about 12/2 tons, from the breast, which hit the south end of the grizzly underneath 
them with sufficient force to break the timber cap supporting it. This permitted 
the grizzly rails to fall down the chute and knocked out the post on the eighteenth 
floor which was framed into the west end of the broken cap. This, in turn, 
caused the collapse of the four sets on the 18th floor which were centred around 
this post, together with the four sets above them on the 19th floor. Harris fell 
directly into the now uncovered chute, but Lavallee managed to get an arm over 
his scaling bar, which had fallen across the top of the chute, and held on until 
rescued by Abbott and Shift Boss L. Hellman.

Harris fell to the bottom of the vertical chute, about 98 feet below the 19th 
floor, and then rolled about 24 feet down the offset chute, into which the vertical 
chute discharges. He sustained fractures of the skull, cervical vertebrae, lower 
jaw, right clavicle, and right knee. Life was extinct when he was reached by 
Hellman. The IJ^-ton chunk of ore was found at the junction of the chutes.

An inquest was held by Chief Coroner P. E. I/aflamme, M.D., at Creighton, 
on April 8. He gave his verdict as follows: 

James Orville Harris, age 26, employed as a driller in No. 16 stope, 46 level, at the Creighton 
mine of the International Nickel Company, was instantly killed about 9.45 A.M. on March 12, 1941, 
when he fell about 92 feet down a vertical chute in this stope and received fractures of the skull 
and cervical vertebrae. From evidence given, he was scaling the breast when the mining floor 
on which he was standing suddenly collapsed, and he fell into the chute directly below him on 
the mucking floor. A chunk of ore, weighing about 1J^ tons, which had apparently been scaled 
off the breast, fell and broke the timber supporting one end of the grizzly rails covering the chute. 
This permitted the rails to fall into the chute, and knocked out the timber sets supporting that 
part of the mining floor on which Harris was standing, causing it to collapse. Accidental death 
with no blame attached to anyone.
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A. Lafontaine, British, aged 27, single, died in Windsor, on September 4, 
and his death was attributed to injuries received while he was employed as a 
raise driller at the Creighton mine on April 29.

At the time of the accident, Lafontaine and his partner, W. Lukkari, were 
working in the return air raise on the 34th level. About 10.45 P.M., Lafontaine 
was at the foot of the raise removing two 135-pound stopers from the tugger-hoist 
bucket. He removed the first one and placed it about 10 feet away. While 
carrying the second one away from the bucket, he apparently tripped backwards 
over two pieces of cribbing that he had left lying across the tracks about 5 feet 
from the bucket. As he fell, the stoper struck him a severe blow on the lower 
abdomen. Shift Boss D. Brown found him lying there about five minutes later. 
Lukkari was at the top of the raise.

Lafontaine received medical attention on reaching surface and was then 
sent to the Copper Cliff hospital. There were severe contusions to the lower 
abdominal muscles, with a possibility of internal injury. His condition became 
such that a laparotomy was performed on the afternoon of April 30, which dis 
closed a torn mesentery. This was repaired. His progress was favourable, and 
he was discharged from the hospital on May 18. He was returned to light duty 
at the Creighton mine on June 23, following a marked reduction in the severity 
and frequency of abdominal cramps associated with the operation. On July 25, 
he was transferred to full duty at the Frood mine. He left the employ of the 
company of his own accord on August 16.

On September l, Lafontaine consulted J. C. Harmia, M.D., in Windsor, 
with regard to severe abdominal pains. The latter performed a laparotomy on 
September 3, which disclosed a band of adhesions completely compressing the 
small intestine. These adhesions appeared to him to have been present for 
several months and were related to the incision made during the laparotomy of 
April 30. He removed the adhesions and freed the intestine. Lafontaine died 
on September 4.

No inquest was held in connection with this accident due to the fact that 
in the opinion of the Attorney General's Department an inquest was not neces 
sary. The accident was thoroughly investigated as usual by an Inspector of 
Mines.

Arthur Hill, British, aged 25, married, employed as a driller at the Creighton 
mine, was instantly killed, about 7 P.M., on December 6, when hit by falling 
timber in No. 78 stope on the 33rd level.

This is a filled square-set stope, from which a combination fill raise and 
manway had been driven up on the footwall to the 30th level, at an inclination 
of 583/6 degrees. The manway contains a 2-foot-wide supply slide and a con 
tinuous ladderway. A tugger hoist, equipped with a %-inch, 6 by 19 cable, is 
located at the top of the manway to handle supplies. At the time of the accident, 
mining was in progress on the eighth floor of the stope. The foot of the supply 
slide was located in the centre of the second set from the footwall on this floor 
and rested on a heavy timber mat extending over to the third set. The third set 
was floored over with 3-inch planks, which covered the top of an offset manway on 
the seventh floor. This offset manway had been carried up with the stope from 
the 33rd level.

About 6.45 P.M., on December 6, two nippers started to handle supplies in 
the manway connecting the stope to the 30th level, with Nipper O. Lerocque 
operating the tugger hoist. Four loads of dull steel, each weighing about 375
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pounds, were hoisted from the stope, then Lerocque removed the steel bucket and 
attached a 10-foot nipping chain in its place. He took two half-hitches with the 
chain around a square-set cap and post, weighing about 315 pounds, and started 
to lower them down the 160-foot slide. The timbers apparently became hung 
up in the upper section of the slide, and slack cable was let out. Lerocque was 
in the act of reversing the tugger hoist to take up the slack, when the timbers 
suddenly let go and ruptured the cable at the sheave block. When the cable was 
ruptured, the timbers were about 100 feet above the foot of the slide. They hit 
the outside edge of the timber mat and crashed through the 3-inch planks covering 
the top of the offset manway, with the chain and broken cable still attached 
to them.

Meanwhile, Hill had set up his drill on the eighth floor and before starting 
to drill, went down to the seventh floor and crossed over to the top of the offset 
manway, where he had previously hung up his shirt. While he was there, the 
timbers crashed through the covering planks and hit him a tremendous blow on 
the head, killing him instantly.

The cable, when new, had an approximate breaking strain of 5.85 tons. 
It had been examined on the previous night by Shift Boss S. Dobson, who found 
it to be in good condition as regards external appearance. This was confirmed 
on inspection after the accident. The sheave block and supply slide were found 
in good order.

An inquest was held by Coroner H. M. Torrington, M.D., at Creighton, on 
December 12. His verdict was as follows: 

Arthur Hill came to his death in 78 stope, 33 level, Creighton mine, on December 6th, 1941 
from multiple and complete fractures of the skull caused by falling timber, released by the breaking 
of a cable in lowering a post and cap down chute to 78 stope. Accidental death.

Norbert Mallette, British, aged 39, married, employed as a stope boss at the 
Frood mine, was fatally injured in No. 26 stope, on the 2,200-foot level, about 
9.40 P.M., on March 8, by a fall of ground. He died in the Copper Cliff hospital 
at 6.30 A.M., on March 14, from hemiplegia due to fat embolism caused by 
comminuted fractures of the pelvis.

This is a filled square-set stope, in which the 23rd floor is about 80 feet long 
from footwall to hanging wall and five sets wide for 45 feet out from the footwall, 
from which point it is progressively reduced to a width of two sets at the hanging 
wall. The 24th floor was started with a row of four sets on the footwall, with 
the first set in contact with the north pillar, and two rows of two sets ad 
vanced from the third and fourth sets towards the hanging wall. The leading row 
of sets was underneath a vertical fill raise, and supported the chute timber, the 
base of which projected about 4 feet ahead of the sets. At the time of the accident, 
the breast had been advanced sufficiently to make room for another row of two 
sets. The back sloped up from the top of the breast to the fill raise at an angle 
of 45 degrees and was blocked against the chute timber.

About 9.40 P.M., on March 8, Mallette and Timberman J. Brindley were 
preparing to install the two sets. Brindley went to the footwall for the first post, 
while Mallette was cutting a 3-inch plank covering the location for the north post. 
A fall of ground suddenly occurred from the face of the breast, consisting of a 
single slab about 2 feet thick, 6 feet wide, and 12 feet long, which hit the floor on 
edge and broke into two pieces. One piece, weighing about 10 tons, hit Mallette 
a glancing blow as it fell over sideways into the stope, but did not land on him. 
He sustained comminuted fractures of the pelvis, and was removed to the 
Copper Cliff hospital.
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Shift Boss S. Sheehan inspected the breast about 7.30 P.M., when it appeared 
to be solid with the exception of some small pieces of loose on the north side 
beyond the location of the slab that fell later. He instructed Mallette to scale 
them down. No blasting had been done in the stope since the previous day.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Frood, on 
April 9. He gave his verdict as follows: 

Norbert Mallette, age 39, employed as a stope boss in No. 26 stope, 2,200-foot level, at the 
Frood mine of the International Nickel Company, died at 6.30 A.M. on March 14, 1941, at the 
Copper Cliff hospital from injuries received in this stope about 9.40 P.M. on March 8, 1941. From 
evidence given, he was cutting a plank on the mining floor about 5 feet behind the breast to make 
room for a post, when a large slabe of ore, weighing about 18 tons, fell from the breast without 
warning. It hit the mining floor on edge and broke into two pieces, one of which fell over on its 
side on the floor, hitting Mallette a glancing blow. He received comminuted fractures of the 
pelvis, and later died from hemiplegia due to fat embolism caused by the fractures. Death was 
accidental with no blame attached to anyone.

Doris Lachance, British, aged 20, single, employed as a shoveller at the 
Frood mine, was fatally injured about 6.55 P.M., on July 28, when he fell down 
No. 28.5101 chute in No. 28.5 stope on the 2,000-foot level. He died in the 
Copper Cliff hospital at 10.10 P.M., the same day, from fractured thoracic verte 
brae, haemorrhage, and shock.

This is a filled square-set stope, five sets wide, extending from footwall to 
hanging wall. The sets of 8-inch flattened timber are at SJ/2-foot centres. At the 
time of the accident, the 20th cut was being mined eastward towards the footwall, 
and the muck pile on the 19th floor was just in advance of No. 28.5101 chute. 
This vertical chute had four wing extensions into the adjoining sets. The chute 
and wings were covered at the 19th floor with 85-pound grizzly rails, 5J/^ feet 
long, spaced 11 inches apart by blocks at each end. It has been standard prac 
tice for the past five years to cover the openings between grizzly rails with 3- by 
10-inch planks when a chute is not in use. These planks, 5^ feet long, rest on 
the grizzly blocks and are fastened at one end with a single 5-inch nail to prevent 
their shifting when stepped on.

On the afternoon shift of July 28, Shift Boss A. Maitland found a number of 
large chunks on or about the north wing of No. 28.5101 chute and instructed 
Stope Boss L. Cole to have them block-holed and blasted. This was done about 
6.35 P.M., after which Cole told D. Lachance and L. Munro to clean up the floor, 
replace the planks that had been removed from the chute and east-wing grizzlies, 
and then start mucking into the north wing. Two planks had been left on the 
north-wing grizzly during the blast as several of the chunks were on top of them. 
About 6.55 P.M., Munro was barring a chunk on the floor on the east side of the 
north wing. Lachance was on the west side, after completing the replacement of 
planks, and said he would assist. He had started to walk across the south plank 
on the grizzly, when the east end of the plank dropped into the wing, and he fell 
through the opening into the chute. The chute was almost empty, and he fell a 
distance of 145 feet, but was still conscious when reached.

It is believed that the blast shifted the plank until it was practically un 
supported at the east end. It had been nailed at the west end to the grizzly 
block, but had been shifted with sufficient force to split the block and release 
the nail.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Frood, 
on August 6. He gave his verdict as follows: 

Doris Lachance, age 20, employed as a shoveller at the Frood mine of the International Nickel 
Company, died in the Copper Cliff hospital at 10.10 P.M. on July 28, 1941, from injuries received 
about 6.55 P.M. the same day. From evidence given, ten block-holes had been blasted in large
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chunks on the mucking floor of No. 28.5 stope, on the 2,000-foot level, on or in the vicinity of the 
grizzly covering No. 28.5101 chute. Following the blast, Lachancc started to walk across a 
plank, covering the grizzly opening, which had been there during the blast. The plank dropped at 
the far end and he fell through the opening into the chute, falling about 145 feet. It is believed 
that the plank had been shifted by the blast and that Lachance was unaware of this. Accidental 
death with no blame attached to anyone.

Keither Sparling, British, aged 23, single, employed as a mechanic's helper 
at the Frood open pit garage, was fatally injured about 3.15 P.M., on August 22, 
when the inner tube of a truck tire blew out. He died in the Copper Cliff hospital 
at 5.45 P.M., on August 23.

Mack 10-wheel trucks, with a capacity of 30 tons and equipped with Good 
year 14.00/24 heavy-duty tires, are used at the Frood open pit. The tire rims 
consist of the rim proper, a retaining ring, and a lock ring. The rim proper has 
a flange to hold one wall of the tire in place after insertion. The retaining ring 
forms the other flange when secured in place by the lock ring. The latter is 
riyetted at one end to the retaining ring and is sprung into a groove on the rim 
proper. The inner-tube valve core is removed to ensure complete deflation before 
the removal or installation of the rim. Tires are inflated to a pressure of 100 
pounds.

On the morning of August 22, Sparling and his partner, C. Walker, installed 
the rims on a number of tires that had been repaired, replaced the valve cores, 
and inflated them to full pressure. Walker stood on the lock rings while Sparling 
tapped them with a hammer to seat them in place. One of these tires would not 
remain fully inflated and was stood up against the side of the garage for further 
attention in the afternoon. About 3.15 P.M., Sparling removed the valve core, 
inserted a new one, and reinflated the tire. Walker checked the pressure with a 
tire guage, then took the air hose over to a row of tires about ten feet away. He 
left Sparling beside the reinflated tire and then heard him tapping the rim with 
a hammer just before an explosion occurred. The inner tube in this tire had 
blown out, throwing the retaining ring a distance of 32 feet. The latter apparently 
hit Sparling as it left the tire.

Sparling was found lying on the floor about 14 feet from where he had been 
working. He had sustained fractures of the right arm, left wrist, and right leg, 
also two puncture wounds in the abdomen. The latter were presumably caused 
by the free end of the lock ring, attached to the retaining ring.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Frood, 
on September 16. He gave his verdict as follows: 

Keith E. Sparling, age 23, employed as a mechanic's helper in the garage at the Frood open 
pit of the International Nickel Company, died in the Copper Cliff hospital at 5.45 P.M. on August 
23, 1941, from injuries received about 3.15 P.M. the previous day. From evidence given, Sparling 
had just inflated a truck tire in the garage with 100 pounds of air and was tapping the rim with 
a hammer, when the inner tube blew out. It is believed that the lock ring, holding one flange of 
the rim in place against the tire, had not been properly seated before the tire was inflated and that 
the tapping dislodged it, causing the inner tube to blow out when  he retaining flange was re 
leased. Sparling was apparently hit by the latter and thrown about fourteen feet. He received 
multiple injuries and later died from fat embolism. Accidental death with no blame attached 
to anyone.

Albert Champion, British, aged 27, married, employed as a driller at the 
Levack mine, was fatally injured about 4.55 P.M., on January 2, by a premature 
explosion while loading a hole in No. 4 pillar on the 5th level. He died about 
15 minutes later from a fractured skull and other injuries.

This is a 40-foot ore-pillar extending from the 7th level to about 65 feet
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above the 3rd level, a vertical distance of 310 feet. The adjacent shrinkage 
stopes were mined out and pulled empty, and the stope floor-sills removed on 
the 3rd and 5th levels. Longitudinal drifts were driven through the pillar at these 
levels, where it is 215 feet and 340 feet in length respectively from footwall to 
hanging wall. A number of crosscuts were then driven across the pillar from 
these drifts for diamond-drill locations, from which the pillar was drilled off down 
to a point 40 feet below the 5th level. The drill holes were 1^ inches in diameter 
and varied from 25 to 90 feet in depth. Those in the floor were drilled through 
2-inch pipe casings, which were set into 2%-inch diameter holes drilled to a depth 
of 4 to 6 inches in the solid ore. Loading was started on December 31, on a 3-shift 
schedule, in preparation for a simultaneous blast of all holes on January 5. The 
first stage of this work was to load all holes to about 6 feet from the collars. 
Primers containing electric blasting caps were then to be loaded, followed by 
more powder and clay tamping. The bulk of the powder to be used was 40 per 
cent. Polar Mineite in l ̂ - by 8-inch sticks.

By 4 P.M., on January 2, the first stage of loading had been completed, except 
for the holes drilled from the hanging-wall crosscut on the 5th level, with a total 
of 527 holes so completed. Stope Boss W. Peterson and seven men commenced 
loading the remaining holes at this time. About 4.55 P.M., A. Champion started to 
load the 31st stick of unslit Polar Mineite into a 40-foot vertical hole in the floor 
of the crosscut. It became wedged in the hole near the collar. He obtained a 
copper scraper and was using it to dislodge this powder when an explosion oc 
curred. It was later determined that all the powder in the hole which Champion 
was loading had been detonated. He was thrown to one side by the explosion, 
and sustained a fractured skull and other lesser injuries. The other men were" all 
in exposed positions within a radius of 23 feet of the hole, one of whom was 
opening a bag of powder within 3 feet of it, but none of them sustained injuries 
other than shock and temporary deafness.

The casing, 15^ inches long, was blown out of the hole and the upper half 
was ripped open. The scraper, made from old trolley wire about 7/16 of an inch 
in diameter, was found threaded through the casing. It projected 5 inches from 
the lower end, over which it was bent. The spoon-end projected 4 feet from the 
upper end and was bent nearly double. A twisted piece, 14 inches long, ap 
parently torn from the pointed end, was found near by. The original length of 
the scraper is thus believed to have been 6 feet 10^ inches. About one ton of or 
was broken by the explosion, leaving a crater about 2 feet deep in the floor.

No blasting caps had been brought into the pillar. All smoking materials 
had been left outside the pillar. Champioji had a carbide lamp, but was wearing 
it on his hat at the time of the accident. Tests were made afterwards for stray 
electrical currents without result. Samples of the powder in use were tested and 
found to be normal in every respect. A number of experiments were made which 
established, beyond reasonable doubt, that the wedged stick of powder, was just 
below the casing when it exploded, that this would detonate the rest of the 
powder in the hole, and that the scraper was projecting below the wedged stick 
at that time. The resultant opinion is that the scraper detonated the wedged 
stick of powder by friction.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Levack, 
on January 21. His verdict was as follows: 

Albert Champion, age 27, employed as a driller by the International Nickel Company, died 
at the Levack mine at 5.10 P.M. on January 2, 1941, from injuries received about 4.55 P.M. the 
same day. From evidence given, he was loading powder into a 40-foot drill-hole in No. 4 pillar 
on the 5th level. A stick of powder became wedged in the hole near the collar ̂ after an estimated 
30 sticks had been loaded. He was using a copper scraper in the hole to dislodge the wedged
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stick when an explosion occurred, causing multiple injuries, including a fractured skull. It was 
found that all the powder loaded in the hole had exploded. It is believed that the copper scraper 
detonated the wedged powder by friction, the explosion of which detonated the other powder in 
the hole. Death was accidental with no blame attached to anyone.

James Pickford, British, aged 24, married, employed as a motorman at the 
Levack mine, was fatally injured in No. 8,800 east drift, on the lith level, about 
7.10 A.M., on March 14, by a fall of ground. He died in the Copper Cliff hospital 
at 4.15 A.M. on March 20.

This is a 5- by 7-foot exploration drift, which is being driven on a 3-shift 
schedule. The drilling is done on day shift, blasting and primary scaling on 
afternoon shift, with secondary scaling and mucking on night shift. The face 
was about 2,260 feet east of No. 4-2 crosscut at the time of the accident.

The midnight to 8 A.M. shift in this drift, on March 14, consisted of Pickford, 
Switchman F. McAvany, and two muckers. Pickford was in charge and qualified 
to do any necessary blasting or scaling, in addition to operating the motor. The 
round was mucked out shortly before 7 A.M. Pickford then prepared a sand-blast 
on a slab of loose rock in the back of the drift, about 27 feet behind the face, 
which he had been unable to scale down. He lit the fuse and retired with the 
other men to a diamond-drill station, about 240 feet away, until a few minutes 
after the blast. He then went back alone to see the result and scale the area. 
On arrival there, he gave McAvany a signal with his light to bring in the train, 
which was standing in front of the diamond-drill station. McAvany had moved 
the train about 100 feet when he thought he saw Pickford signal him to stop the 
train. He did so and walked ahead to investigate. He found Pickford pinned 
against the north wall in a sitting position, by a 2-ton chunk of rock, which was 
resting on his left hand and knee. Assistance was summoned to release him, and 
he was removed to the Levack emergency hospital. He was transferred to the 
Copper Cliff hospital about 4 P.M., the same day.

The chunk had fallen out of the south wall of the drift, where it left a tri 
angular-sided cavity formed by three intersecting slip planes in the norite. It 
had apparently been keyed in place by the loose slab which Pickford had blasted, 
or by an adjoining slab which he may have scaled down following the blast.

An inquest was held by Chief Coroner P. E- Laflamme, M.D., at Levack, 
on April 24. He gave his verdict as follows: 

James Pickford, age 24, employed as a motorman by the International Nickel Company, 
died in the Copper Cliff hospital at 4.15 A.M. on March 20, 1941, from injuries received in No. 
8,800 east drift, lith level, at the Levack mine, about 7.10 A.M. on March 14,1941. From evidence 
given, he had blasted a slab of loose rock in the back of this drift and then returned to scale at the 
scene of the blast. A few minutes later, a large chunk of rock, weighing about 2 tons, fell out of 
the south wall of the drift and pinned him against the north wall. It apparently had been held 
in place either by the slab in the back which he had blasted, or by a piece which he had just 
scaled down. He received fractures of four transverse processes of the vertebrae, dislocation of 
the sacroiliac joint, and contusions to the small bowel. The latter became gangrenous, and death 
resulted from paralytic ileus. Death was accidental with no blame attached to anyone.

Kirkland Lake Gold Mining Company, Limited

Sam Vachon, machine runner, aged 41, British, widower, was fatally injured 
by a fall of ground, on July 9, at 6 P.M., in No. 44-4B stope above the 4,450-foot 
level of the Kirkand Lake mine. Vachon had been employed at the mine since 
September, 1928.

No. 44-4E stope is mined by the open timbered method. The vein dips at 
an angle of 53 degrees for a distance of 35 feet above the level and then flattens 
to 38 degrees for a distance of 78 feet to the face. The stoping area is a block 
between two north and south faults. The procedure is to break and timber the
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east and west long walls alternately, at the same time heightening the stope by 
breasting across the face. The timbering of the stope may be described as rows 
of "bastard" sets. Each set consists of a cap or long head block and two or three 
posts. The caps used are up to 12 feet in length, depending on the contour of the 
hanging wall. Posts are spaced about 5 feet apart. These sets are placed end to 
end, forming rows. The spacing of the rows is not necessarily constant, minimum 
spacing being about 5 feet. The timber used is 8- by 10-inch B.C. fir.

On July 9 there were three rows of sets in the stope, the manway being be 
tween the two east rows. The breaking of the east long wall had been completed, 
and the broken ore was being mucked out. A raise round had been blasted in 
the face at the east long wall. Vachon and his helper, Wm. Lockhart, were in 
structed to scale and to set up to drill the face west of the raise round. After 
scaling they set up, using a 4-foot bar, at a point ahead and west of the east man 
way post. From this post the east wall was about 16 feet and the face 7 feet 
distant. A sprag, supporting a block of loose, had been placed 8 feet from the 
post toward the wall.

At 6 P.M., when Vachon was drilling his fourth hole, about 5 tons of loose 
broke off the back over an area east and north of the set-up. At this time Lockhart 
was changing a bit at a point about 3 feet west of the machine. The machine bar 
was loosened and fell part way over. Vachon was struck by the falling rock and 
carried about 18 feet down the stope along the east side of the manway.

Lockhart placed Vachon securely in the manway at this point and left 
A. Dumais, a mucker, in charge with instructions not to move him. Dumais, 
however, with the aid of two other men, carried Vachon a distance of 90 feet 
down the ladders to the drift, at which point he was placed in the stretcher which 
shortly arrived.

After the rock fall a slip could be seen running in a southwesterly direction 
from a point near the junction of the long wall and the stope face to a point 2 feet 
east of the post, where it apexed with a less definite slip striking toward the 
machine set-up. The back within this area came off to a maximum thickness 
of 2 feet.

W. Smith, shift boss, had visited the stope 15 minutes before the accident. 
P. Harryluk had also visited the stope at about 5 P.M., when scaling had been 
completed. The ground supported by the sprag was not affected.

Vachon suffered the following injuries: multiple fractures of the pelvis, 
fracture of left ileum with complete dislocation of sacro iliac joint, fractures of 
the right transverse processes of 1st to 5th lumbar vertebrae, numerous con 
tusions and abrasions. Death occurred in Kirkland Lake District Hospital at 
7.50 A.M., July 13. The cause of death was ascribed to thrombosis of the inferior 
mesenteric artery.

An inquest was held before Coroner H. F. Richardson, M.D., at Kirkland 
Lake on July 16, at 7.30 P.M. The jury returned the following verdict: 

We, the jurors appointed, find that Sam Vachon died on July 13, 1941, as the result of a 
fall of rock from the hanging wall of stope No. 44-4E at the Kirkland Lake Gold Mines, Limited, 
on or about 6 P.M., on the 9th of July, 1941, while performing his regular duties as machine man. 
We can find no evidence of carelessness on the part of any person connected with the mine and 
regard his death as purely accidental.

Lake Shore Mines, Limited

Leo W. Murphy, loader, aged 21, British, married, with no children, was 
instantly killed at 7.40 A.M., April 14, when the powder magazine on the 3,700- 
foot level of the Lake Shore mine exploded.
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The magazine was in a stub crosscut driven 17 feet south from the No. 3,702 
west drift at a point 150 feet west of the main crosscut. The west side of the 
magazine excavation had been slashed, making it 12 feet wide at its face. It was 
8 feet wide at the drift and was about 8 feet high. The front or north end was 
boarded up, entrance being gained through a door situated near the east side 
and hinged on its east side. A rough desk, containing the "Daily Powder In 
ventory" pads, was located in the corner formed by the west rock wall of the 
magazine and the front board wall. Over the desk was an approved lighting 
fixture. A locked switch was on the drift side of the front wall. There were no 
other electrical fixtures or wiring in the magazine.

At the south end of the magazine was a wooden bench, 8 feet wide, extending 
from the west wall to a substantial north-south partition, which divided the 
magazine into two compartments for a distance of 7 feet from that end. The 
bench, which was about 2^2 feet above the floor, was constructed of three 2- by 
8-inch planks. As closely as can be ascertained, there were two unopened cases 
and eighty-three sticks in an open powder case, from which the paper and sawdust 
had been removed. All powder was 70 per cent. Driftite, dated March 18, 1941. 
Capped fuse and electric detonators had been stored in the east compartment 
until the latter part of 1938, at which time they were moved to a fuse cupboard 
located in the powder compartment for storing loose powder, but latterly con 
taining spacers. The magazine was floored with 2-inch lumber and had been in 
use for about three years. The magazine is not locked.

Practice in checking powder is to have the motorman or his loader check the 
powder at the beginning of the shift against the amount entered on the Daily 
Powder Inventory sheet by the previous shift and again at the end of the shift 
against the powder remaining and the amounts entered as taken for the various 
working places. Fuses are checked to ensure the keeping on hand of an adequate 
supply.

The following men, coming on day-shift on April 14, proceeded south on the 
main crosscut in the order indicated: S. Bodnar, to the toilet located 70 feet 
north of No. 3,702 east and west drifts; J. Douglas and R. Kennedy to go west 
on No. 3,702 west drift to Section 15; G. A. Provost and A. Gray to go east on 
No. 3,702 east drift; L. Murphy on his way to the magazine; E. G. McCloskey, 
motorman, to the charging station located in the stub end of the main crosscut, 
on the south side of No. 3,702 drift; G. Varichuk, J. Toth, and N. Motrich, all to 
travel west on No. 3,702 west drift past the magazine. The last three men all 
saw Murphy in the magazine at the desk as they passed the magazine separately. 
When Motrich, the last man to see Murphy, was at a point about 800 feet west 
of the magazine, the explosion occurred. None of these men saw Murphy entering 
the magazine. As closely as can be ascertained, Murphy must have been in the 
magazine at least seven or eight minutes before the explosion.

Immediately after the explosion a rescue party was organized and Murphy's 
body was located between the tracks of No. 3,702 west drift somewhat east of the 
centre line of the magazine. The body was partially dismembered and com 
pletely disembowelled. All bones were broken, and there were severe head muti 
lations and fractures. A point on the north wall of the drift opposite the maga 
zine could be seen where Murphy's body had struck. There were no indications 
on the walls or back of the magazine excavation of contact from Murphy's body. 
G. Varichuk, who was about to enter his stope manway at a point about 450 feet 
west of the magazine, was slightly injured, as was Steve Bodnar, who was at a 
point in the main crosscut 33 feet north of the No. 3,702 east and west drifts. 
Other than the destruction of the magazine, very little material damage was
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done by the explosion. All the debris was taken to surface and sifted. In addition 
to the remnants of the fittings of the magazine and the equipment worn by 
Murphy, five unexploded and two exploded electric blasting caps, eleven unex- 
ploded No. 6 blasting caps, part of an old split stick of powder and the remnants 
of two 8-pound hammers and three shovels were found. All witnesses who were 
lately in the magazine testified that the tools were not then inside the magazine 
and that the magazine was clean. The blasting caps were located in or near the 
southeast corner of the magazine where caps had formerly been stored. The 
electric blasting caps showed considerable corrosion. The fuse of the No. 6 caps 
had been cut off several inches from the cap; the type of crimp was one that has 
not been used since October, 1940. One cap was tested and detonated. The caps 
and the unexploded part of a stick of old powder had probably been under the 
magazine floor.

An inquest was held before Chief Coroner, J. S. McCullough, M.D., at 
Kirkland Lake, on April 23, at 7.30 P.M. The jury returned the following verdict:

Leo Wilmot Murphy met his death on the 3,700-foot level of the Lake Shore mine, township 
of Teck, on the morning of April 14, 1941, and we the jury believe from the evidence given at this 
hearing that cause of death was the result of an explosion, cause of said explosion we find was 
an accident.

Many theories have been advanced to account for this explosion, several 
of which have some supporting evidence. It is thought that none of these theories 
satisfactorily explains the cause of this explosion.

Christopher R. Conroy, 25 years of age, British, married, died from suffoca 
tion on June 21 at about 7.50 P.M., in No. 4201 west stope, section 12-3, 4,200-foot 
level, at the Lake Shore mine, when he was caught in a run of sand fill. Conroy 
had been employed at this mine since May 31, 1941. He had no previous mining 
experience.

Section 12-3, 4,200-foot level, is being mined as a rill, cut-and-fill stope. 
On June 21 the rill floor extended from a point just above the 4,200-foot level 
timber about 50 feet on a 48-degree incline to the bottom of No. 12-3 raise man- 
way, which runs vertically from this point to the 4,100-foot level above. Sand 
fill is fed into the stope down No. 12-3 raise in the section lined off from the 
manway. The floor of the rill consists of 2-inch planks, 8 feet long, nailed to cross 
stulls and also braced on top at the floor joints by a cross plank with sprags to 
the face of the rill. Short cross cleats were nailed to the floor at intervals to 
facilitate travelling. The total length of the rill floor was approximately 55 feet.

The fill for this section is very wet, as much water seeps through cracks in 
the rock near No. 12-3 manway. There is practically no evidence of water on 
the level above the stope, though there is a small sump on the 4,100-foot level 
some 300 feet from the top of the stope. As much water as possible is caught 
in No. 12-3 manway and carried through a drain pipe to the level below.

The day shift on Saturday, June 21, consisting of Art McDougall, miner, 
and Paul Viglosky, helper, had completed laying the last upper section of the 
rill floor and run the sand fill under it. Just before lunch-time they had blasted 
two holes on the third breast from the bottom of the rill. In the afternoon, 
according to their statements, they had scaled the back of the rill and checked 
the floor blocks, one of which had loosened. The day-shift boss in this section, 
T. Ramsay, did not visit this working place in the afternoon. His written report 
to the following shift was "finish floor and fill, blast two holes .and scale." Mc 
Dougall stated that each set of floor had been blocked to the face and that the 
upper set, which later was forced up, had been blocked by a cross plank with a
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single sprag from the centre of the sprag to the face. Toivo Huito, the night- 
shift driller, states this was not in place when he entered the stope on night 
shift, neither was there any dislodged bracing evident.

On the night shift of June 21, Wm. Jones, shift boss, on noting the day- 
shift's written report, instructed Huito to proceed to No. 12-3 stope and set up 
and drill the lower breast of the rill. Huito, with Christopher Conroy as helper, 
proceeded to the 4,200-foot level and entered No. 12-3 stope from the bottom. 
They climbed up the rill floor and started lowering the drilling gear with a rope. 
They lowered the machine, bar, and arm, in that order, Conroy travelling down 
the floor to see that the gear did not hang up. Huito states that Conroy told 
him that the arm was down. Huito then proceeded to tie the rope to a timber 
so they could also use it as an aid to travelling along the rill. As he was doing 
this he saw the lower ends of the top section of floor rise up and fill start running 
down the rill floor. He yelled to his partner, but states that he does not think 
he could be heard owing to the noise of the running fill. Huito then climbed urJ 
No. 12-3 manway to the 4,000-foot level, went over to 4,000-9 section where four 
men were working, and, with these, proceeded down No. 12-3 manway to the 
4,200-foot level. There they met others and all rushed to No. 12-3 stope. They 
found Conroy lying on his back at the bottom of the rill with his feet in the air, 
and his head and body covered with sand fill. They free him as quickly as 
possible and moved him a few feet clear of the fill. They immediately applied 
artificial respiration. W. Jones, shift boss, arrived on the scene after calling for 
the doctor and mine officials. Dr. S. Harris arrived and noted there was no pulse 
beat. He cleared some sand, etc., from Conroy's mouth and injected stimulants. 
Artificial respiration was continued for two hours. At no time was there any 
sign of life and at the end of the two hours the doctor pronounced life extinct.

Messrs. Walter Seines, assistant mine superintendent, and Ernest Houghton, 
mine captain, also arrived on the scene shortly after the accident.

On examining the rill floor, it was found that the three middle planks of the 
top rill floor set had been forced up, making an opening about 2 feet wide, through 
which from 5 to 10 tons of fill passed. The floor blocking had all been knocked 
out, except one set near the bottom, probably by the running fill. There was 
some blocking mixed up with the fill at the bottom of the rill, though scarcely 
enough to make a thorough job of blocking the floor.

It was also noted that the arm of the drill gear was lodged behind a floor 
brace, 16 feet from the bottom of the rill. It is probable that Conroy had told 
Huito that the arm was down intending to carry it himself along the last two 
sets of floor, which he could easily do. In this position he would be caught by 
the fill and not be able to clear himself. If he had been standing at the bottom 
when the run of fill occurred he would, in all probability, have been able to jump 
clear when he heard the fill coming.

An inquest was held at Kirkland Lake on June 25, before Coroner R. W. 
McBain, M.D. The jury returned a verdict as follows: 

We, the jury, have given careful consideration to all the evidence given and find that 
Christopher R. Conroy came to his death on June 21, 1941, at Lake Shore Mines as we all be 
lieve of suffocation from being buried in the wet sand. We feel that there should be no blame 
attached to anyone in the cause of this accidental death.

Little Long Lac Gold Mines, Limited
Joseph Zivcic, aged 39, Jugo-Slav, married, employed as a timberman, and 

Bernard Mills, aged 24, British, single, employed as a timberman's helper, were 
fatally injured in No. 1,201-11 stope on the 12th level at the Little Long Lac 
mine, when they were buried under about 30 tons of ore which fell from the
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breast they were timbering, at about 10.45 P.M., October 16. They were working 
about 40 feet below the lith level, which is 1,452 feet below the collar.

The ore at the Little Long Lac mine consists of two quartz veins on either 
side of a mineralized sheared arkose. The width is from 4 to 5 feet, of which l 
to 1^ feet is quartz. The wall rock is arkose and the dip of the ore is almost 
vertical.

Mining at the Little Long Lac mine was at first done by open horizontal 
cut and semi-shrinkage methods, followed by waste filling. During 1939 effects 
of rock pressure were encountered, with bursting at a depth of 1,000 feet, and 
it became necessary to change to a method which would eliminate, as much as 
possible, long narrow floor pillars. The method adopted was cut-and-fill rill 
stoping.

Stopes are started from raises driven 300 feet apart from level to level. 
The levels are 150 feet apart. Breasts are 15 feet high and 20 feet long. Suc 
cessive breasts are blasted, working up the rill face, and only the excess broken 
ore is drawn off through the centre compartment of a 3-compartment cribbed 
opening carried up through the fill. The outside compartments are manways.

The ore on the 12th level was mined in this way, and Nos. 1,201-9 and 
1,201-11 stopes were formed between the raises. As stoping progressed these 
two stopes joined and were carried up on either side of an inverted triangular- 
shaped pillar. The lith level formed the top or base of the triangle, No. 1,201-9 
stope the east side, and No. 1,201-11 stope the west side. The floor is usually 
15 feet below the brows of the rills and is inclined at approximately 45 degrees. 
When a rill has been completed the backs of the lifts are scaled and tightly 
timbered to protect the muckers, as the back becomes loose owing to continued 
wall pressure. Round stulls, 10 inches in diameter, are also placed at 6-foot 
centres up the rill to support the walls.

On October 16 a rill had been completed in each stope, and some eight 
days had already been spent in scaling and timbering. No. 1,201-9 stope by 
this time was mucked out and No. 1,201-11 stope almost timbered ready for the 
muckers. Zivcic and Mills were timbering in No. 1,201-11 stope, and E. Farlong 
and J. Mikaloj were in No. 1,201-9 stope ready to lift the floor for fill. The pillar 
at this stage was 120 feet long at the top and 40 feet long at the bottom, which 
was 60 feet below the lith level. There were two breasts on either side of the 
pillar and both crews were working just below the lower breast at their respective 
sides.

About 10.45 P.M. a rock burst occurred. Farlong and Mikaloj, were knocked 
down but immediately climbed to the lith level and, when Zivcic and Mills did 
not appear, went to the opening above No. 1,201-11 stope and shouted into it. 
They heard Zivcic calling that he was buried and asking for help. Both men 
were recovered in less than 45 minutes, but were dead when released. From their 
positions it would seem that Zivcic had been engaged in sawing timber while his 
partner held it. A broken saw was found half way through the timber.

Zivcic had suffered fractures of the lower jaw and right collar bone, as well 
as head injuries and concussion. His death was due to shock and concussion. 
Mills was injured internally and about the head, had numerous abrasions, and 
was bluish in colour when recovered. His death was due to the head injuries, 
concussion, and asphyxia.

Examination of the pillar and stopes after the accident showed that about 
30 tons of rock had fallen from the back of the bottom breast in No. 1,201-11 
stope, under which Zivcic and Mills were working. Very little damage was done 
to the timbers; the falling rock had knocked out the back lagging under the
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breast. No damage was done in No. 1,201-9 stope, nor did any loose fall. The 
timbering in the lith level drift above suffered little change but showed some 
evidence of crushing. The lith level track was unchanged.

Later investigation showed that some of the drift timbers on the 9th level 
had been damaged and the drift heaved above a small pillar, which would be 
about 300 feet directly over the No. 1,201-11 and No. 1,201-9 pillar. It is not 
definitely known whether or not this happened at the exact time of the burst; 
from the slight damage done in Nos. 1,201-11 and 1,201-9 stopes and to 
the lith level timbering above and the fact that No. 1,201-9 stope was working, 
it is felt that the focus of the burst must have been elsewhere, possibly at the 
9th level or in the walls. The fall of ground was caused by burst, wherever its 
location may have been. The tremor was felt two miles away.

The Little Long Lac mine prior to that date had experienced eight or nine 
bursts, all of which occurred at blasting time at the end of the shift, which would 
be between half-past three and four o'clock. As far as could be ascertained, not 
even a chute had been blasted at that time and there had been no blasting in 
that particular area for eight or nine days. The 1,201-11 and 1,201-9 pillar was 
considerably larger than other pillars which had burst before. In the light of 
previous experience this particular burst seems to have happened at an unusual 
time and stage.

An inquest was held before Coroner Charles Powell, M.D., in the Geraldton 
Town Hall at 2 P.M., on October 31. The jury returned the following verdict: 

We, the jury, find that Joseph Zivcic and Bernard Mills came to their deaths on October 
16, 1941, at the Little Long Lac Gold Mines as a result of a rock burst. From the evidence 
received all precautions had been taken to protect the men in anticipation of such a burst.

Macassa Mines, Limited
Leo. L. Roy sustained fatal injuries when he was buried in a fall of ground 

in No. 16-1 stope on the 1,625-foot level of the Macassa mine at 1.45 A.M., 
May 3. He was British, single, aged 22, and had been employed underground 
at the Macassa mine since September 12, 1940.

The 1,625-foot level is a sublevel, connected to the 1,500-foot and 1,750-foot 
levels by No. 21 raise. From a point 660 feet east of the raise, backs were taken 
down in October, 1939, for a length of 80 feet. Early in April, 1940, a length of 
25 feet was mucked and five sets put in and lagged. There is a break in the back 
and also a strong slip in the north wall, dipping from 60 to 80 degrees south, 
below which is about a foot of quartz. Mucking was recommenced on the night 
shift of April 30. There was no day shift on this job. On the night shift of May 2, 
Dyer and Roy scaled about a half car of muck off the north wall and commenced 
to muck. R. Sipprell, shift boss, visited the working place at 10.45 P.M. Dyer 
and Roy then had lunch and afterwards scaled off some small loose rock and 
continued mucking. At about 1.45 P.M. the toe of the muck pile was about 11 
feet ahead of the last set. The crest, some 20 feet ahead, was about 10 feet high. 
The greater length of the car was ahead of the last set. Roy was mucking and 
Dyer standing under the timber behind the car.

Without warning, about 12 tons of rock fell off the north wall, burying Roy. 
Dyer went up to the 1,500-foot level and told two diamond-drillers on the 1,500- 
foot level to commence recovery of Roy, then went to the shaft, telephoned to the 
cagetender at the 3,000-foot level, and to the surface for the basket stretcher and 
a doctor. Shortly after his return to the scene of the accident, C. Green, night 
foreman, arrived with five men.

The doctor arrived at about 2.10 A.M., and at 2.35 administered stimulants 
to Roy. At 3.10 A.M. Roy was extricated from a point 7 feet in front of the
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timber. He died as he was being taken to the 1,500-foot level at 3.45 A.M. He 
suffered the following injuries: fractured skull, lacerations of scalp, fracture of 
9th, 10th, and lith ribs, compression fractures of lith and 12th thoracic verte 
brae, compound fracture of left ankle, numerous contusions of the body, extreme 
shock. Cause of death was primarily due to shock and secondarily to fracture 
of vertebrae.

Examination of the working indicates that a slab or slabs resting on the 
steeply dipping muddy slip on the north wall had fallen off over a length from the 
timber to near the crest of the muck pile where the muck support still held it. 
The plane of fractures from the wall followed the plane of the mud slip for a 
maximum slope distance of 4 feet at 70 degrees, then, leaving the mud slip, 
followed uneven fracture surfaces up the wall toward the back. The height 
above the track of the intersection of the mud slip and the north-drift wall de 
creases to the east. The thickness of the ground that failed would range from 
3 to 20 inches.

The slip was known to Dyer and to Sipprell. The drift walls were practically 
vertical. The back, 16 feet above the track, was about 4 feet wide. The drift 
width varied from 5 to 6 feet. No spragging had been done.

An inquest was held before Coroner R. W. McBain, M.D., at Kirkland Lake 
on May 7, at 7.30 P.M. The jury returned the following verdict: 

I^eo Roy came to his death at Macassa Mines at approximately 3.45 A.M. from injuries 
received when buried by a fall of rock. The verdict is accidental death. The evidence indicates 
that reasonable precautions were taken.

John Tomljenovich, pipe-fitter, 41 years of age, Jugo-Slav, married, with a 
wife and family in Jugoslavia, was killed almost instantly in the machine shop 
of Macassa Mines, Limited, Kirkland Lake, at 9.20 A.M., September 23, when 
he was struck on the side of the head by the top of a 45-gallon gasoline drum, 
which blew off when he turned compressed air into the drum. He had been 
employed continuously at the Macassa mine since April 13, 1934.

A 45-gallon gasoline drum used to store gasoline for this unit was buried in 
the ground outside the building housing the auxiliary gasoline engine, which is 
used during electric-power shut-downs. The gasoline was transferred from the 
drum to the gasoline tank on the engine when required by means of a hand pump. 
A leak in the tank or its connections was suspected, and about 7.30 A.M. on 
September 23 Karl Helmer, the master mechanic, instructed Tomljenovich to 
remove the ground around the drum, fill the drum to the top with gasoline, and 
note any possible leaks. Tomljenovich apparently dug away the ground around 
the drum. Whether he tried to note any leaks by filling the drum as instructed 
is not known. He finally disconnected the fittings and pumped the gasoline 
from the storage drum to another drum.

In moving the drum to the shop and attaching the air line he was assisted 
by Mendel Thrasher, a young shop helper. There were three mechanics in the 
shop at the time, including Jas. Fowler and Henry Klawitter. Both these men 
saw Tomljenovich with the drum and assumed he was going to clean it out but 
did not know he was going to put air pressure in it. After the air connections 
were made Tomljenovich instructed Thrasher to turn the air valve slighte 
The air valve controlling the pressure in the line, which consisted of an air hose 
to the drum, was situated on the wall of the electrical shop some 25 feet distant. 
Thrasher turned on the air and returned to the side of Tomljenovich, who was 
listening for any escaping air from the drum. Thrasher saw the sides of the drum 
beginning to bulge, but says that there was no conversation between them.
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About two minutes later Tomljenovich told him to turn on more air. Thrasher had 
gone some 15 feet toward the valve when an explosion occurred. He saw that 
Tomljenovich had been knocked down and the drum broken, and ran and turned 
off the valve in the air line. Klawitter was working at a bench 10 feet away from 
Tomljenovich, with his back to him. When he heard the explosion he turned and 
saw Tomljenovich lying beside the drum. Fowler, also a short distance away, 
saw what happened. Tomljenovich had apparently had his head over the drum 
listening for air leakage when the head of the drum blew out, striking him in the 
face. The head of the drum was about 10 feet away after the accident. Dr. 
Thompson of Kirkland Lake was called and arrived shortly after 9.30 P.M. 
Tomljenovich did not regain consciousness and died a few minutes after the 
doctor's arrival. He had received multiple lacerations of the face and multiple 
fractures of the face and skull. The fracture of the base of the skull was the 
cause of death.

Karl Helmer was in his office in the machine shop and had been making out 
daily reports at the time and did not know that Tomljenovich was not following 
his instructions. Jas. Fowler, assistant shop foreman, also states that if he had 
realized that Tomljenovich was putting air pressure in the drum he would have 
stopped him. At 9.20 A.M., the air pressure in the air line, according to the re 
cording gauge in the foreman's shop, was 87 pounds.

An inquest was held at Kirkland Lake on September 30, before Coroner 
R. W. McBain, M.D. The jury returned the following verdict: 

This jury finds that John Tomljenovich, deceased, met his death in the machine shop of 
Macassa Mines at approximately 9.20 A.M., September 23, 1941, by an explosion caused by the 
improper use of compressed air in testing an empty 45-gallon gasoline drum, causing the top of 
the drum to be blown off and striking the head of the said John Tomljenovich, thereby causing 
the immediate death of the above-mentioned deceased.

McKenzie Red Lake Gold Mines, Limited

Edward Slenis, Lithuanian, aged 35, single, employed by McKenzie Red 
Lake Gold Mines, Limited, was fatally injured on September 10, at 7.35 A.M., 
when he was squeezed between the bar of the cage and a shaft spreader at the 
450-foot level station. He died in the early morning of October l at the Winnipeg 
Misericordia Hospital. He had been working at No. l shaft as a cagetender since 
March 17, 1941.

The No. l vertical shaft at McKenzie Red Lake mine has three compart 
ments with the long axis of the shaft north and south. Men are only hoisted and 
lowered in the centre or No. l compartment. On the 450-foot or bottom level, 
ore is trammed from No. l ore pass, located on the east side of the shaft, to the 
west side of the shaft, where, the cars are loaded on to the cage. The empty cars 
when returned to the 450-foot level are removed on the east side of the shaft. 
Signals may be given on either side of the shaft. The chain chairs are on the east 
side of the shaft only. A Canadian Ingersoll-Rand double-drum, 24- by 36-inch 
hoist is used. The hoist is equipped with a single clutch on the No. 2 compart 
ment side.

At 7 A.M. on September 10 the mechanics made preparations to repair the 
door at the ore deck on the No. 2 compartment side. After the shift was lowered 
the cage was turned over to the mechanics, who lowered it approximately 5 feet 
so that they could work off the top of the cage. The mechanics then told Slenis, 
the cagetender, to single out so that the No. 2 cage could not be moved. Slenis 
used No. l cage single and then came to surface until the mechanics were finished. 
He then took C. Disney, mine captain, and H. Gibson, shift boss, to the 450-foot 
level. T. Skwarek and J. Chudak, who were loading cars from No. l ore pass and
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tramming them to the west side of the shaft, saw Slenis step into No. l cage and 
ring the 1-2 bell chairing signal, then stoop over the bar of the cage and hold 
the chairs to catch the cage when it was lowered. A. Sinkins, hoistman, knowing 
that the cages were not in balance, raised the No. l cage about 5 feet to put the 
cages in balance and then lowered it again to the 450-foot level to put it on the 
chairs. Slenis, in his stooped position, was squeezed between the ^g- by 3-inch 
steel cage door bar and an 8- by 8-inch spreader, which is located 9 feet above 
the station floor, or 5}^ feet above the bar when the cage is spotted at the level. 
Slenis was immediately taken to surface, where Dr. C. F. Galway examined him 
and found a contusion of the abdomen and chest. He also suspected the presence 
of internal injuries, the definite signs of which became apparent thirty-six to 
forty-eight hours later. On September 13, Slenis was removed to the Misericordia 
Hospital at Winnipeg, where an operation revealed traumatic separation of 
about 8 inches of mesentery of the small bowel, about 18 inches from the ileocecal 
valve, and a 4-inch gangrenous portion of the bowel. Slenis died suddenly at 
6 A.M. on October l, the cause of death being the toxic effect upon the liver of 
the absorption from the peritoneal cavity.

Prior to the accident all new cagetenders were given orders to the effect 
that they were not to set the chairs while standing in the cage. H. Gibson had 
noticed Slenis violate this rule about three months prior to the accident and had 
warned him at the time. Swarik and Chudak had been tramming on the 450-foot 
level for a week before the accident and both claimed to have seen Slenis set the 
chairs from the inside of the cage two or three times during that period. Evi 
dently the reason that Slenis chose this way of chairing the cage was that the 
chairs were located on the east side of the shaft and the loaded cars on the west. 
Another set of chairs will be installed on the west side of the shaft. Even though 
Slenis should not have been in the cage while it was being chaired, it does not 
excuse Sinkins, hoistman since November, 1937, for putting the cages in balance 
on a chairing signal.

Since Slenis died outside of the Province of Ontario and the body was not 
returned to Ontario, it was legally impossible to hold an inquest. The accident 
was thoroughly investigated, as usual, by an Inspector of Mines.

MacLeod-Cockshutt Gold Mines, Limited

Andrew Yathon, 22 years of age, Canadian-born of German parents, single, 
employed as a machine helper, was instantly killed about 9.10 A.M., on September 
26, by a fall of ground in No. 502 stope, on the 5th level of the MacLeod-Cock- 
shutt mine, near Geraldton. It was to have been his last shift as he was leaving 
that evening to join His Majesty's Army.

No. 502 stope is mined by the horizontal cut-and-fill method. It is 160 feet 
long, east and west, and at the west end joins No. 503 stope, which parallels 
No. 502 stope on the hanging-wall or north side. There is a 15-foot rock pillar 
between the two stopes. The dip of No. 502 stope is almost vertical. Seven 
10-foot cuts had been completed and filled. The stope floor was 73 feet and the 
back of the 7th cut was 83 feet above the 5th level. The east end of the 7th cut 
had raked 70 feet west of the east end of the first cut. The 7th cut averaged 
45 feet in width. The 8th cut had followed the outline of the cut below to withm 
90 feet of the east end, where the ore narrowed and followed the footwall. Con 
sequently the 8th cut narrowed to 10 feet from that point towards the footwall, 
and on September 26 the face was within 20 feet of the east end of the 7th cut. 
There was a manway at the 7th floor hanging wall, 35 feet north of the face of 
the 8th cut, in which air and water lines were installed. A scraper was used to
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move the broken ore to the chutes and was located near the west end of the stope. 
The scraper head block was fastened to an eye-bolt fixed in the brow formed by 
the hanging wall of the 8th cut and back of the 7th cut.

On the day shift of September 25, seventeen 8-foot holes were drilled and 
blasted at the end of the shift, a little more than a case of 55 per cent. Stopeite 
being used. The night shift had scaled the stope, set up again on the muck pile, 
and drilled part of another breast, when their machine broke down and had to 
be sent out for repairs. Next morning, September 26, Eli Bodovinac, machine- 
man, George Carlson and Ken Handford, slushermen, and Andrew Yathon 
entered the stope. Bodovinac and Yathon went and obtained another machine. 
It was placed on the bar, and Bodovinac connected the water and air hoses while 
Yathon put oil in the lubricator. The hoses passed under the brow to the manway 
at the hanging wall, and the lubricator was 3 or 4 feet under the brow on the 
muck pile. Brodovinac told Yathon to turn on the air and continued to tighten 
the air-hose connection with the chuck wrench. He felt a gust of air and, looking 
around, saw that a section of the back had fallen, but could not see Yathon. 
He walked across the top of the fallen slabs to the manway but still could not 
see his helper. On the way back he noticed a light shining through a space in 
the slabs near the footwall edge. He got assistance and recovered Yathon's 
body from under a small slab weighing about one ton.

The large section that fell was triangular-shaped, and the base reached 
across the stope from the 8th cut hanging wall to the 7th cut hanging wall, some 
35 feet. The sides were about 48 feet long, and the apex was where the 8th cut 
left the hanging wall of the 7th cut to narrow down to 10 feet. The slab was 12 
to 15 feet thick at the hanging-wall side and 4 to 6 feet wide at the 8th cut brow. 
It was estimated to contain over 800 tons.

Investigation showed that two joint planes about 7 feet apart at the footwall 
and 12 feet at the hanging wall, dipping eastward at 50 degrees, cut across the 
stope 8 and 15 feet back from the face of the 8th cut. The joints had a calcite 
filling. They formed the base of the slab. At the hanging wall, which dipped 
about 80 degrees northward, was a contact between iron formation, in which the 
ore occurs, and greywacke separated by a narrow band of chlorite schist. Yathon 
was standing between the two joint planes and 4 feet under the edge of the slab. 
The slab did not move more than 5 feet; it gave no warning and made little 
noise as it fell.

Evidence brought out the fact that this section.had been examined and 
scaled earlier in that shift as well as on previous shifts and was considered solid. 
The air had not been turned on. The last blasting had advanced the face of 
the 8th cut through both joint planes and about 7 feet past the last one.

Yathon received a compound fracture of the skull, compound fracture of 
the right leg, simple fracture of the left femur, as well as undetermined internal 
injuries.

An inquest was held in the Geraldton Town Hall before Coroner Chas. 
Powell, M.D., on September 27, at 1.30 P.M. The jury's verdict was as follows: 

We, the jury, say that Andrew Yathon was instantly killed by a fall of ground at the 
MacLeod-Cockshutt gold mine on September 26, 1941. Death was entirely accidental.

Melvin Rogers, British, aged 32, married, with two children, was instantly 
killed, and Albert Long, Finn, aged 48, single, was severely injured in a blasting 
accident at the face of No. 607 west drift on the 6th level at the MacLeod- 
Cockshutt mine about 2.15 A.M. on November 21.
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No. 601 crosscut is on the 6th level and is driven north from the shaft 
station. No. 607 west drift branches off No. 601 crosscut a distance of 825 feet 
north of the shaft, and the face of the drift is 140 feet west of the crosscut. Nos. 
603 and 602 east drifts branch off No. 601 crosscut, 1,000 feet and 1,050 feet 
north of the shaft. Nos. 603 and 602 east drifts join at a distance of 50 feet east 
of No. 601 crosscut. East of this junction the "Big" stope is being started.

Fourteen holes of the round at the face of No. 607 west drift had been drilled 
on the day shift of November 20. Rogers and Long finished the round by 
drilling fifteen holes on the afternoon shift (8 P.M. to 4 A.M.). Shortly before 
2 A.M. Rogers warned J. Zalec, who was drilling in the "Big" stope, that they 
were going to blast. Rogers and Long loaded the lower left and top right holes 
of the burn cut, which consisted of two lines of three holes each. The four 
helper holes of the cut were also loaded. To guard the blast Rogers went north 
to No. 603 east drift and Long went south to the shaft station. Zalec was with 
Rogers when the shots were heard. He counted only five shots, and when Rogers 
started back to No. 607 west drift Zalec told him that only five shots had gone. 
Rogers replied that they had all gone. Shortly after Rogers left, Zalec heard 
another shot and after a lapse of a few minutes he went into No. 607 west drift 
to see if Rogers and Long were all right. About 25 feet from the face of the drift 
he noticed a body lying across the drift, which was later identified as Rogers' 
body. In the meantime Long, injured by the blast and with his electric cap 
lamp broken, had made his Way on to No. 601 crosscut, where he had obtained 
the help of A. Sundell, mucking machine operator. Long muttered to Sundell: 
"Burning powder. Get partner. Shots all gone." Long was taken to the Gerald 
ton hospital. He had sustained fractures to the skull and serious eye injuries. 
Rogers' body was examined on surface at about 3 A.M. by Dr. J. V. Riches. The 
cause of death was severe penetrating injuries to the brain.

Examination of the scene of the accident revealed that the cut and three 
helpers had broken almost to the bottom of the drill holes. A loading stick was 
found in the left helper hole of the cut. This hole had been blasted but had 
blown out. It was evident that the top helper hole was the last to fire. Close 
to the face of the drift and on top of the muck from the cut, there were two 
powder boxes containing 33 sticks of 40 per cent. Forcite, 138 sticks of 55 per 
cent. Stopeite, and 27 primers made up with 9-foot Black Clover Brand fuse with 
the uncapped ends stained white. There was muck from the blast of the sixth 
shot on the primers and powder. Six pieces of fuse cuttings were found. One 
end of each had been stained white, and the other ends had been cut by a knife. 
Their lengths were 35, 35, 32.5, 30, 27.5, and 25 inches. Six 9-foot capped fuses 
were found lying 4 feet from the face and along the south side of the drift. A 
copper-tipped scraper, a shovel, two unused hot-wire lighters, bits of clothing, 
and bits of two hard hats were found.

Further investigation showed additional facts. Kozuboski, motorman, when 
at the shaft station heard 5 shots, after which he dumped a car of muck into 
the ore pocket and then rode the battery locomotive, which was pulling four 
empty cars, to No. 602 east drift. At this time he heard the sixth shot. His 
actions during the interval between the fifth and sixth shots were timed. Five 
minutes elapsed. Zalec's actions were also timed between the same two shots 
and about five minutes elapsed. Zalec, who is a machineman of some 12 years' 
experience, had observed, prior to the accident, the dense yellow smoke that 
results from burning powder. When he entered No. 607 west drift after the 
accident the appearance of the same type of smoke was still evident. From the 
above facts, it is evident that Rogers and Long returned almost immediately
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after they heard the fifth shot, carrying with them the powder and the primers, 
to the face of No. 607 west drift. From their injuries it would appear that the 
charge exploded when they were both stooped and looking into the cut. The 
reason that Rogers and Long chose to return to their heading before waiting the 
required length of time could not be determined. They were not rushed, as it 
was about 2.15 A.M. when the fatal blast was heard and the shift was not com 
pleted until 4 A.M. Both men were experienced miners. Long, the leader, had 
been employed at different mines for about 20 years, and Rogers started mining 
at the MacLeod-Cockshutt on October 16, 1939, and had been drifting for 
eight months.

An inquest was held before Coroner C. Powell, M.D., at Geraldton, at 
4 P.M. on November 22. The jury returned the following verdict: 

Melvin Rogers came to his death on November 21, 1941, at the MacLeod-Cockshutt gold 
mine, as a result of injuries received when he walked into a blast. The cause of death was shock 
and internal injuries. From the evidence received Rogers did not wait the required interval 
before returning to the scene of the blast.

Magnet Consolidated Mines, Limited

Henry Laursen, aged 31, naturalized British subject of Danish birth, mar 
ried, without children, employed as a deckman, was killed instantly when he fell 
some 376 feet from the sinking-collar at the 9th level to the bottom of the shaft 
at the Magnet mine, about l P.M., September 1. He had worked at the Magnet 
mine since May 3 and as deckman since June 2.

The Magnet shaft is a vertical, 3-compartment opening. Two compartments 
are used for cage hoisting and the third or west compartment is a manway, which 
measures 5 feet between wall plates and 4 feet between dividers. Sinking has 
been in progress since the beginning of the year. The sinking-hoist is located on 
the 4th or 680-foot level and operates a sinking-bucket in the manway compart 
ment. The present sinking-collar is on the 9th or 1,380-foot level, and the 
dumping deck is four sets above. The station is on the south side of the shaft. 
The sinking-comparment is equipped with a 5-foot solid gate, which is hinged 
to the east post, and two sinking-doors, which are hinged to the wall plates and 
completely cover the compartment when closed. The south sinking-door, when 
folded back, rests on the station floor, and the bottom of the gate just clears the 
top of it. The north sinking-door swings back and rests against the wall of the 
shaft when open. It has two 16-pound rails, 5 feet long, l foot from each side, 
attached to the top of the door. When this door is closed, the rails extend across 
the top of the south door and rest on the south wall plate.

Nine feet out from the shaft and directly in front of the manway are two 
posts, which support the bottom of the bin into which the shaft muck is dumped, 
and the bin bottom slopes up to meet the shaft timber four sets above the level. 
There is a light on the underside of the bin bottom, and the shaft station is lighted.

On September l the bottom of the shaft was at 1,756 feet from surface, 
or 376 feet below the 9th level. It had been mucked clean by 12.30 P.M. Five 
of the shaft crew, which consisted of 7 men, went into the 9th level pump station, 
which is in the west side of the shaft station and in front of the bin, to eat their 
lunch. George Fisher, shift leader, and Albert Tremblay, a shaftman, remained 
at the bottom to fasten on the spare bucket, which was full of muck and water. 
The bucket is barrel-shaped, 27 inches in diameter at the top and bottom, and 
30 inches in the centre. Fisher and Tremblay rode the rim of this bucket to the 
9th level, where Tremblay got off. Then Fisher proceeded to the deck and 
dumped the bucket. He then returned to the 9th level, where Tremblay pulled
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the bucket out towards the station, to rest half on the south door and half on 
the wall plate near the west side of the compartment.

Fisher and Tremblay then loaded about ten sets of 2-, 4-, and 6-foot drill 
steels into the front of the bucket, the long steel in the centre and the shorter 
ones on either side. Fisher then placed a machine in the bucket in front of the 
steel. Tremblay was standing near the end of the shaft gate, and both saw 
Laursen, the deckman, bringing two oil bottles to put into the bucket. Fisher 
was turning away to get a box of wooden plugs that were at the west wall of 
the station when he saw someone falling down the shaft. He looked around and 
saw only Tremblay, who was walking away from the shaft, and shouted that 
Laursen had fallen down the shaft.

Tremblay stated that after Fisher had gone to dump the bucket he closed 
only the south door. Fisher said that as he descended on the bucket from the 
dump he noticed that only the south door was closed.

How Laursen came to fall down the shaft is not known, as neither Fisher 
nor Tremblay was looking at him at the time. It is quite definite that he intended 
to put the oil bottles in the bucket, as he had been told that the header was dry. 
He either went around the bucket to place the oil bottles in the back, thinking 
the north door was closed as well, or he tripped in some manner and fell between 
the bucket and the partition into the shaft. Laursen was not carrying or wearing 
a lamp. There would be about a foot between the bulge of the bucket and the 
partition.

Examination of the shaft showed that Laursen hit the north wall plate 
about 40 feet below the level and some 40 or 50 feet above the bottom, as well as 
at other points. He was found on the bottom near the centre of the shaft. The 
top of his skull had been knocked off causing instant death, and he had received 
many other injuries and broken bones.

An inquest was held before Coroner Chas. Powell, M.D., in the Town Hall 
at Geraldton, on September 2, at 3 P.M. The jury's verdict was as follows: 

We, the jury, say that Henry Laursen died on September l, 1941, at the Magnet Con 
solidated gold mine from injuries received when he fell some 300 feet down the shaft of the mine. 
From the evidence submitted we find that the accident was caused by negligence due to not 
having the doors closed while loading the bucket.

Morris Kirkland Gold Mines, Limited
S. M. J. Thibault, cagetender at the Morris Kirkland mine, was instantly 

killed at about 8.30 A.M., March l, when he was thrown from a cage-load of 
steel, which jammed in the shaft between the 1,500- and 1,375-foot levels. 
Thibault fell to the 1,500-foot level station, where he was caught by the chain 
chairs. He was at once removed to the station floor, where he was found to be 
dead. He had suffered a compound fracture of the skull.

Thibault, aged 24, British, married, with no children, had been employed 
as a spare cagetender at the Morris Kirkland mine from September 20 to De 
cember 31, 1940, from which time he was steady-duty cagetender. He had had 
previous cage-tending experience.

The shaft at the Morris Kirkland mine has three compartments, and there 
are stations at 125-foot intervals to the 1,625-foot level. From east to west the 
compartments are as follows: manway, No. 2 compartment, and No. l com 
partment.

The cage is of a standard design, with double folding doors on each side. 
The minimum height from the floor to the hood is 7 feet 6 inches. The doors 
are 5 feet 2 inches high. A 13-foot length of chain was provided for the purpose 
of securing steel and timber.
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The cage was loaded at the collar with steel, from starters to 9-foot steel. 
The 7- and 9-foot pieces were chained.

M. McEwen, shift boss, rode with Thibault to the 250- and 750-foot levels, 
where steel was unloaded, and thence to the 1,125-foot level, where McEwen 
went into the mine workings. Thibault unloaded some steel and went to the 
1,500-foot level. At the 1,500-foot level he unloaded steel for one machine. The 
steel for the 1,375-foot level still remained on the cage.

Jack Perry, timberman, was taken on the cage by Thibault to go to the 
1,375-foot level for a saw at about 8.30 A.M. When the cage left the 1,500-foot 
level station the west door on the south side of the cage was latched in the open 
position; there were no 9-foot pieces of steel on the cage, but the 6-foot and 
7-foot pieces were not chained.

When about half way between the 1,500- and 1,375-foot levels, the 6-foot 
steel slid along the east end of the cage and projected over the north door, en 
gaging the wall plates. The cage travelled three sets before it was stopped by a 
5-foot steel, the shank end of which was embedded in the bottom side of a wall 
plate, the bit end being on the floor of the cage.

Thibault was struck by the steel, thrown out of the cage and caught by the 
chain chairs on the 1,500-foot level. Death was instantaneous. Perry miracu 
lously escaped from the cage uninjured and climbed down to the 1,500-foot station.

Examination of the scene of the accident showed a 2-foot gash in the west 
wall plate of the 4th set below the cage, showing the marks of at least two pieces 
of steel, 5 inches from the manway divider. This is the 6th set above the 1,500- 
foot level. The 7th set showed a smaller mark. On the 8th set, a 7-foot steel, 
a hard hat, and a 6-foot steel were lodged. The cage was resting on a 7-foot steel 
lying across the south wall plate and manway divider of the 9th set. Two 7-foot 
bent steels were hanging from the south wall plate blocking at the divider be 
tween the two hoisting compartments of the 10th set. One bent 7-foot steel was 
lying on the wall packing at the 9th set. A 5-foot steel, projecting through the 
doors of the north side of the cage, was embedded in the wall plate of the 10th 
set. The east door on this side was bent at the top. These doors were closed, 
and the bar was down. Partly projecting from the cage were two 7-foot and 
two 5-foot steels. In the cage were eleven 4-foot and six 3-foot steels, and six 
starters. The bar on the south side of the cage was lightly lodged in the planking 
of the floor of the cage. The west door on this side was latched open, the east 
door was in a partly closed position. Angle irons on the floor of the cage, to 
prevent the doors opening outward when the bar is up, were undamaged.

Thibault's hat, undamaged, was found in the 1,625-foot station. Several 
pieces of steel were lodged in the cage compartment between the 1,500-foot 
and 1,625-foot levels.

The inquest was held in Kirkland Lake Town Hall before Coroner R. W. 
McBain, M.D. The jury returned the following verdict: 

We, the jury empanelled to enquire into the death of Simon Joseph Thibault, employed as 
cagetender at the Morris Kirkland Gold Mines, find that he came to his death at approximately 
8.30 A.M., Saturday, March l, 1941. Death was due to a compound fracture of the skull, caused 
by being thrown from the cage by dislodged steel and falling down the shaft, being caught by the 
chair hooks at the 1,500-foot level. We recommend that provisions of Mining Act regarding 
handling of steel in the cage be more rigidly adhered to.

Jean Baptiste Landry, British, 18 years of age, single, was killed by a fall 
of ground in No. 11-13 stope above the 1,125-foot level of the Morris Kirkland 
mine, at 10.15 P.M., August 5. He had been employed at this mine since July 4, 
1941.



60

No. 11-13 is an open stope between the 1,125- and 1,000-foot levels. The 
ore in this section has been mined out for a length of 50 feet^and a width varying 
from 6 to 10 feet. The west end of the stope opening, beginning at a point some 
150 feet east of No. l shaft on the 1,000-foot level, rakes to the east at an angle 
of less than 45 degrees. This end had been benched, and it was necessary to 
shovel the ore down the slope. The floor sill of the 1,000-foot level drift had been 
mined out in this section. A section above the 1,000-foot level drift at this point, 
called No. 1,003 N-H stope, had also been mined out, the last work here being 
in 1938. Farther to the east, above the 1,000-foot level, No. 1,013 stope is being 
carried up, leaving a pillar some 20 feet in length between the two stopes. The 
west face of this pillar and the old stope walls above the 1,000-foot level had 
been checked over on July 3 and 4. After the accident the walls appeared to be 
solid with no evidence of loose. The drift on the 1,000-foot level above No. 11-13 
stope had been back-timbered, but blasting in the benches of the stope below had 
knocked out two or three sets of this timber next to the pillar on the east.

Shortly before 10.15 P.M. on August 5, Shift Boss M. A. McEwen visited the 
stope while Landry and Dominic Pecaski were mucking off the benches on the 
west end about 20 feet below the 1,000-foot level. Shortly after McEwen left 
the stope, about 2 tons of loose fell from the east face of the old stope about 20 
feet above the 1,000-foot level. A chunk weighing about 200 pounds apparently 
struck Landry, killing him almost instantly. He suffered a fractured skull, 
almost severed right arm, fractured right leg below the knee, and probably many 
internal injuries. Pecaski was not injured and notified the shift boss and others. 
Dr. Messenger, of Kirkland Lake, was called, and the body was removed to 
Kirkland Lake.

An inquest was held in Kirkland Lake before Coroner R. W. McBain, M.D., 
on August 8. The jury returned the following verdict: 

We, the empanelled jury, after hearing the evidence of witnesses regarding the death of 
Jean Baptiste Landry, find that his death occurred at 10.15 P.M., August 5, 1941, in stope 11-13 
below the 1,000 level at Morris Kirkland Gold Mines by a fall of rock. We therefore bring in 
a verdict of accidental death.

Naybob Gold Mines, Limited
Harry Grydsuk, British subject, of Austrian parentage, aged 23, single, 

employed as a deckman on a shaft-sinking job at the Naybob mine, was killed 
by being crushed by the cage at a point about midway between the 825- and 
700-foot levels on February 20, at 6.15 P.M.

The Naybob shaft until 1939 consisted of two compartments to a depth of 
719 feet, with the last level at 700 feet. During 1939 the shaft was deepened by 
raising from the 825-foot level from the No. l winze. In this section a third 
compartment was added north of the cage compartment. More recently, sinking 
was started below the 825-foot level. For this work a hoist was set up on the 
825-foot level, 35 feet west of the shaft. A rope raise was driven to the third or 
north compartment, joining it 45 feet above the level. At this point a rope- 
deflecting sheave was installed, and the main sheave was installed above it, 63 
feet above the level. A bulkhead was installed in the set above the sheave. A 
17-foot rock pentice was left under the cage and man way compartments below the 
825-foot level. The cage and manway compartments were previously separated 
by tight lining-boards. Before sinking started, tight lining was also placed be 
tween the cage compartment and the bucket compartment from the rock pentice 
to the bulkhead over the sheave.

A waste-pocket raise was driven from the 825-foot level and joined the 
sinking compartment at the north side, 25 feet above the level. A dump door
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was installed at this point. Opposite the set in which the dump door was in 
stalled the deckman's platform was located, 2 feet below the top of the set. The 
deckman reached this platform from the shaft manway by way of a closed 
travelway outside the next set above, from which he stepped down 2 feet to 
the platform.

On the 4 P.M. to midnight shift of February 20 the shaft crew was mucking 
81 feet below the 825-foot level. Grydsuk was decking for the shaft crew. R. 
Sullivan, cagetender, and his helper, H. St. Denis, were pulling shaft muck from 
the waste pocket and sending it to surface in 1-ton cars. About 6.15 P.M. their 
seventeenth car was rung to surface.

The cage hoistman, Wm. Hadley, on surface felt a jar and believed he had 
struck an obstruction in the shaft. After bringing the cage to surface he tele 
phoned to the cagetender and asked him to examine the shaft between the two 
lowest levels. Sullivan examined what he could from the station and, when the 
cage returned, rode it up to the 825-foot station and noticed that Grysduk was 
not at his deck. He went up the manway to investigate and, after searching 
for Grydsuk around the pocket, went on up the manway and discovered his 
electric lamp on the top of the travelway to the deckman's platform; it appeared 
to have been torn from his belt, but it was still burning. McLeod returned to the 
level and discovered Grydsuk's body on the pentice partly under the wall plate 
on the station side of the shaft. This was approximately 20 or 30 minutes after 
the last bucket of muck had been hoisted from the bottom of the shaft.

From evidence gathered after the accident, it appears that the cage on its 
last trip caught Grydsuk in the cage compartment, which he had entered in the 
seventh set above the station set, at 51 to 57*^ feet above the 825-foot level. His 
gloves were found on the shaft timber blocking opposite this set. Large blood 
stains on the lining boards and dividers above this point indicated clearly that 
Grydsuk was dragged through the 8th set but was evidently released in the 9th 
set, from which point he fell to the pentice below the level, a distance of about 
70 feet.

L. Belanger, the sinking-hoistman, gave evidence that after hoisting the last 
bucket, he was given a signal to lower the crosshead on to the chairs. After 
lowering some distance he got a stop signal, then a signal to hoist again. He was 
again given a signal to lower on to the chairs and, after lowering again, he was 
again stopped. The waste pocket was full, he believed, at this time, and he 
thought that the delay that followed was because the muck in the pocket was 
too high to dump the bucket.

It was found that the cable used by the deckman to operate the crosshead 
chairs had broken where it passed through a pulley at the top of the seventh set 
above the station. There is no doubt that Grydsuk intended to fix the cable and 
entered the shaft for this purpose. He probably thought he would hear the 
hoisting signals given from the station below in time to warn him to step back 
out of the compartment, but when engrossed in the work failed either to hear 
them or to see the approaching cage.

Grydsuk had worked at the Naybob mine since May, 1939. He had previous 
mining experience in Quebec, and the shaft crew considered him a capable deck 
man. He made the mistake of not informing anyone of his intentions and of not 
using the cage, or at least of not tying it up with a man on guard at the signals 
to prevent the sort of accident that occurred.

Grydsuk suffered a depressed fracture of the skull above the right ear, a dis 
located left elbow, and mutilation around the right groin, where sufficient arteries 
and blood vessels were torn to cause death through loss of blood in a very few
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minutes. His death was attributed to the last-named injury. Prior to his death, 
the doctor stated, he would be unconscious from the skull fracture.

An inquest was held before Coroner H. E. Montgomery, in Timmins, on 
February 28. The jury's verdict was as follows: 

We, the jury, find that Harry Grydsuk came to his death at about 6.30 P.M., February 20, 
1941, near the 825-foot level of the Naybob Gold Mines, Limited, by being caught in the hoisting 
compartment by the cage. We find that there is no one to blame for the accident. He should 
have called for the cage and taken the proper method of inspection.

Paymaster Consolidated Mines, Limited
Victor Kostron, aged 22, British subject, of Austrian parentage, single, 

employed as a shaftman, was instantly killed when he fell 1,000 feet from the 
collar to the bottom of No. 2,075-1 winze at the Paymaster Consolidated mine, 
about 1.45 A.M., April 20.

No. 2,075-1 winze is collared on the 2,075-foot level. It is being sunk at the 
present time. The bottom of the winze was a few feet below the 3,075-foot level 
station, but slashing at the station had filled the section below it. It is a 3-com- 
partment winze, each compartment being 5 feet by 5^ feet inside the timber. 
The manway is at the south end. Sinking is carried on through the centre com 
partment. Both the sinking-compartment and the idle hoisting-compartment 
have been lined to the 2,950-foot level. Sinking-buckets used are 4*^ feet by 2 
feet 9 inches. The hoist is located approximately 45 feet east of the shaft collar 
in a closed room. Tracks lead up to the station on the west side of the shaft. 
There are 5-foot steel doors on both the station side and the east side of the 
sinking-compartment. These doors are just high enough to swing clear above 
the collar doors, which are hinged to the wall plates, when the latter doors are 
folded back flat on the level. The station on the west side of the shaft and the 
area behind the shaft and a travel way south of the shaft manway are all lighted 
with electric lights.

The shaft crew, consisting of the leader, five shaftmen, deckman, and hoist- 
man, went to work at midnight. At the beginning of the shift the leader and 
four shaftmen went to the bottom, intending to muck. E. Wuori was left on 
deck to help the hoistman put the second bucket in the shaft. The shaft crew 
found some loose ground at the 3,075-foot station and sent E. Kittleson to the 
collar to get a ladder to make a staging. As he was going back to the bottom 
of the shaft he picked up Chas. Laine, shift boss, at the 2,575-foot station, which 
is now connected with the main shaft. Laine spent about half an hour in the 
bottom and then told the shaft crew to get a stoper drill on the 2,075-foot level 
to drill loose ground. Kostron then went up on the bucket to get the drill. 
Kittleson went up to get his coat at the shaft collar. Laine also went up at the 
same time. The bucket was stopped at the shaft collar, and Laine and Kostron 
got off on the west side without closing the doors, and Kittleson got off on the 
east side. Laine than instructed the deckman, Roy Jilkes, who could run the 
locomotive, to take the motor at the station and go with Kostron to a stope 
about 500 feet away and get the stoper drill. Laine instructed E. Wuori to ring 
the bucket up and to close the collar doors provided for use when loading material. 
Wuori closed only the door on the station side and signalled the bucket back to 
the collar. Kostron and Jilkes carried the stoper drill to the bucket. Kostron 
placed one end of the machine on the bucket rim, then stepped to the right, and 
Wuori and Jilkes lowered it into the bucket. Wuori was then going to signal 
the bucket up when Kostron stepped through between the bucket and shaft 
guide, presumably to open the east door, which he undoubtedly thought was 
closed, and stepped into the open section of the shaft.
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Kostron struck the timber first at the 2,950-foot level station, and then at 
several points below this where there were no lining boards. The top of his skull 
was cut oft, resulting in instant death. The men at the shaft bottom were all on 
the station and none of them was injured.

An inquest was held before Coroner Frank Evans, at South Porcupine, on 
April 30, at 2 P.M. The jury returned the following verdict: 

We, the jury, find that Victor Kostron came to his death by accidentally falling down winze 
on April 20, at the Paymaster mine in the township of Tisdale, on the 2,075-foot level, 2,075-1 
winze. The jurymen advise having the deckman remain at the collar during operations at all times.

Anthony Hoffman, a native of Luxembourg, aged 28, married, with one 
child, employed as a mucker at the Paymaster Consolidated mine, was killed 
instantly on the No. 668 stope grizzly above the 600-foot level of the No. 2 shaft 
workings, about 7.15 A.M., on June 23. Hoffman was crushed by a large rock, 
which rolled over him when he fell at the side of the grizzly, after starting the 
muck running in the raise from the grizzly to the shrinkage stope above, the 
muck having been temporarily hung up by large rocks between the grizzly and 
the brow of the raise.

The grizzly is made up of seven 90-pound rails at 18-inch centres, resting 
on 12- by 12-inch timber at 30-inch centres. The timber under the rails is pro 
tected by iron sheathing. The height from the top of the rails to the back of 
the grizzly chamber is about 73^ feet. On the south side of the grizzly there is 
about 3 feet of solid rock floor; on the north there is slightly less between the 
grizzly and a timber wall separating the grizzly from a manway in the raise from 
level to chamber. The raise to the shrinkage stope above is at the west end of 
the grizzly. At the east end of the grizzly there is 7 feet of solid floor, a foot or two 
higher than the grizzly.

On the east end of the grizzly there were six rocks ranging from 100 to 500 
pounds in weight, which had been left there by the previous working shift on 
Saturday, June 21. On June 23, Hoffman went to work on the grizzly with 
A. Godin shortly after 7 A.M. Godin had worked at the Paymaster Consolidated 
mine pulling chutes for about a year. Hoffman was first employed on May 28, 
1941. He was a carpenter by trade and had been previously employed at Browns- 
burg, Que. At the time of the accident both men were at the face of the muck 
pile. Godin was working from the bench along the south wall using a hook to 
pull the rocks into the grizzly and Hoffman was prizing with an old diamond-drill 
rod, 4 feet 8 inches in length. The muck had been temporarily held up by large 
rocks between the grizzly and the brow of the raise.

Godin states that the muck started to run on the south side, and he ran 
back and also told Hoffman to get back. After he had gone to the back of the 
grizzly he saw Hoffman lying on the north edge of the grizzly. He at once ran 
to him and pulled him part way up on to the north bench alongside the grizzly. 
He called to three trammers who were working below. S. Grymaloski and S. 
Jemain, who were the first to arrive, helped carry Hoffman off the grizzly. When 
they arrived one of his feet was held in one of the grizzly openings by a small rock, 
which they lifted. His legs were then under a large rock weighing about 1,500 
pounds, but this rock was resting on the two north rails and not on his legs.

Hoffman was taken to surface and there examined at once by a doctor. 
The doctor found no signs of life when he first examined him 20 to 30 minutes 
after the accident, but also no serious injuries. He therefore gave him a heart 
stimulant, and artificial respiration was carried on for some time. A post-mortem 
examination later showed that death was due to the rupturing of the sub-clavical
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artery and haemorrhage into the lung cavities, where about two quarts of blood 
was found. The lungs were not ruptured. The liver was ruptured. The sixth 
rib on the left side was fractured, and there was one large bruise behind the 
shoulder.

An inquest was held before Coroner Frank Evans, at South Porcupine, on 
June 26, 1941. The jury returned the following verdict: 

We, the jury, find the deceased, Anthony Hoffman, met his death accidentally on June 23, 
1941, around 7.15 A.M., at Paymaster mine, Deloro township, on the 668 stope grizzly above the 
600-foot level by being trapped by a fall of rock coming through raise above the grizzly.

Pickle Crow Gold Mines, Limited
Walter Duggan, British, aged 31, single, employed at the Pickle Crow mine 

as a cagetender, was fatally injured at 10 A.M., March 30, while in the act of 
removing a car of drill steel from a cage on the 1,950-foot level. The car of drill 
steel upended, pinning him underneath. He died while being admitted to the 
company hospital half an hour later. Death was due to shock following internal 
haemorrhage. He also suffered internal injuries.

The shaft at the Pickle Crow mine is vertical, with the long axis north and 
south. There are three compartments to about 50 feet above the 1,200-foot level 
and four compartments from there to the 2,450-foot level. The four compartments 
from the north side of the shaft are: main north compartment, main south com 
partment, sinking-compartment, and manway compartment.

Duggan started to work at the mine on January l, 1938, and in May, 1939, 
he was employed as cage helper. From August, 1939, until the time of the accident 
he worked as cagetender.

Just prior to the accident Duggan loaded a standard steel car, manufactured 
by the Wabi Steel Company, into the cage in the main north compartment. 
Signals were given by Duggan to lower the cage to the 1,950-foot level. A 3-bell 
signal was not received by the hoistman.

Witnesses saw Duggan jump off the moving cage, of the main north com 
partment, on which there was a carload of steel, when it was about 2 feet above 
the 1,950-foot level. The door of the cage was open, since it is impossible to close 
it while there is a truck in the cage. He was then seen to chair the cage as it came 
to a stop at the level. Signals to chair the cage were not given.

Duggan was pulling the car of steel off the cage with his left hand when 
David Rogers saw the car of steel upend, pinning Duggan's left leg and angling 
across his hips and stomach towards his left shoulder. Five men who were at 
the station when the accident occurred barred the car of steel to one side and 
took Duggan to the company hospital in a stretcher, using the cage in the main 
south compartment of the shaft.

Upon examining the scene of the accident it was found that the car of steel 
had fallen clear of the cage and that the cage floor was 8 ̂  inches above the level. 
This distance was further substantiated by the markings on the drum in the 
hoist-room.

Apparently the cage was chaired, but the hoisting rope was taut and still 
supporting a considerable portion of the load; thus, when the front wheels of the 
car left the cage, the decreased tension on the hoisting rope caused the cage to 
spring up and upend the car with its load. The car contained 25 two-foot, 34 
three-foot, 55 five-foot, and 52 seven-foot pieces of l-inch quarter-octagonal drill 
steel, and the total weight of the car and the steel is estimated to be about 
3,000 pounds.

An inquest was held in the Pickle Crow staff house on March 31, at 7 A.M., 
before Coroner J. V. Connell, M.D., whose verdict was as follows: 
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I find that Walter Duggan died as a result of injuries received about 10 A.M., March 30, 
1941, as a result of being pinned underneath a loaded steel truck, which he was unloading from 
the cage on the 1,950-foot level at the Pickle Crow Gold Mines. Death being accidental.

Reinhold Kort, German, aged 30, single, employed as a driller at the Pickle 
Crow mine, was killed in No. 1,310 east stope about 2.15 A.M., on September 21, 
when he was struck by a slab of loose rock.

The stope on the 1,350-foot level is 1,100 feet long, dips about 70 degrees to 
the north, and is worked by the slice-and-fill method. For purposes of comparison 
of the grade of ore the sections east and west of No. 1,301 north crosscut are 
called No. 1,310 east stope and No. 1,310 west stope. No. 1,310 east stope is 
served by seven chutes and two manways, and No. 1,310 west stope by six chutes 
and two manways. The chutes are 50 feet apart, with manways at intervals of 
150 feet between every third and fourth chute.

On the afternoon shift of September 20, Kort and his helper, L. Worth, 
drilled two or three holes in an unfinished breast over No. 3 chute in No. 1,310 
east stope. They then took down the machine and bar and trammed waste from 
a waste pass over No. l chute in No. 1,310 east stope and filled around No. l 
manway, 58 feet west of the waste pass. D. Maclnnes, timberman, and D. 
McNeil, timber helper, were putting cribbing on No. l chute in No. 1,310 west 
stope. All the men went to lunch about midnight. After lunch Maclnnes brought 
back some lagging to line the chute that he had finished raising. Kort and Worth 
helped Maclnnes and McNeil passed the lagging up the manway into the stope. 
Kort then went to muck into No. 2 chute in No. 1,310 east stope, using a wheel 
barrow to tram the muck, a distance of 30 feet. Worth went to the 1,350-foot 
level to tram from No. 1,310 east and No. 1,310 west stopes. After taking up the 
chute lining, McNeil trammed waste from the waste chute to No. 1,310 west 
stope, and Maclnnes levelled off the waste. Each trip to the waste chute brought 
McNeil within sight of the place where Kort was mucking. Some time later 
Maclnnes remarked to McNeil that he did not hear Kort, and McNeil replied 
that he had not seen Kort during their last few trips. They thought he might 
have gone for powder, but on checking the time they found it was only 2.35 A.M., 
which was too early to go for powder. They decided to investigate after levelling 
off the fill that had been dumped. Meanwhile, at about 2.30 A.M., Sam Haaland, 
shift boss, was coming through on his regular beat. As he came down the muck 
pile in No. 1,310 east stope he found a large piece of waste, which had fallen from 
the hanging wall, lying at the bottom of the muck pile. A wheelbarrow was at 
the bottom of the pile, with a piece of waste lying across the handles, tipping the 
wheel up. There were smaller pieces of waste lying around, and the general 
appearance of the working place was not normal. When Haaland looked tinder 
the largest slab his light shone on the battery case of Kort's electric cap lamp. 
He informed Maclnnes and McNeil, and all three examined the place but could 
detect no signs of life. A rescue party was immediately organized and Dr. E. S. 
Connor was notified, arriving at the scene of the accident at about 2.50 A.M. 
At 4 A.M., when Kort was freed, the doctor examined him and found that he had 
died of suffocation.

In place, the piece of loose was 10 feet along the top and the maximum width, 
which was near the east side, was 8 feet. In thickness the piece tapered from 16 
inches at the east side and top of 2 inches at the west side and bottom. Its 
weight was estimated to be about 4 tons. The greatest weight was held behind 
the muck pile until enough muck was removed to allow the whole piece to fall.
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The hanging-wall side of the loose was a sheared plane. The top was a slip or 
fault, which had been filled by quartz and calcite.

Kort was employed by Pickle Crow on August 17, 1941, as a mucker and was 
promoted to a driller on August 28. Previous to that he had had fifteen months' 
experience at McKenzie Red Lake mine. Maclnnes, the timberman, had sounded 
the piece of loose on the previous shift and had been aware of the fact that it 
needed scaling, but had not scaled it at the time as it was well held by the muck 
pile; nor had he tried to scale it on the afternoon shift of September 20 because 
the muckers were not working near it. When Kort started mucking Maclnnes 
thought that, as there would only be about two hours before Kort went for 
powder, there would be sufficient muck left to support the loose. Maclnnes had 
fourteen months' underground experience, all at the Pickle Crow mine.

An inquest was held at 1.30 P.M., on September 25, in the Pickle Crow Staff 
House, before Coroner G. I,. Bell, M.D. The jury returned the following verdict: 

Reinhold Kort met his death accidentally in the performance of his duties, by suffocation 
due to the falling of loose in the 13-10 east stope of Pickle Crow Gold Mines, Limited, between 
the hours of 2 A.M. and 3 A.M. of the twenty-first day of September, 1941.

St. Anthony Gold Mines, Limited

Frank (Franz) Absenger, German (Austrian born), not naturalized, aged 35, 
married, with one child, employed as shift boss at the St. Anthony mine, was 
killed on the 625-foot level, No. 625-1 stope, between 9.30 and 9.40 P.M., on 
February 28, when he fell down the stope from the 500-foot level.

No. 625-1 stope is from 6 to 8 feet wide, the ore dipping at about 70 degrees. 
The vein is chiefly quartz, and the walls are granodiorite. It had been previously 
mined by shrinkage methods to within 12 feet of the 500-foot level and pulled 
empty. Similarly, No. 500-1 stope, directly above No. 625-1 stope, had been 
mined to the 350-foot level and also emptied of broken ore. At the time of the 
accident the operations consisted of mining ore left in the east end of No. 625-1 
stope and had progressed 50 feet up past the 500-foot level. The opening in the 
500-foot level floor was 60 feet long.

Stulls covered with lagging were installed 40 feet below the 500-foot level, 
extending from the east end of No. 625-1 stope west for 30 feet, then up at 45 
degrees for 40 feet, and then flat for 35 feet, to join up with the bottom of the 
east end of the 500-foot level floor pillar. This formed a floor to catch the broken 
ore, from the top of which drilling could be done. Two holes, 5 feet wide, one 
adjoining the east end of the 500-foot level floor pillar, the other 15 feet west, 
were left in the floor lagging, through which the level of the muck in the stope 
above could be controlled. Stulls were installed one foot below each side of the 
openings, across which were placed lagging to act as a control gate. To let the 
muck down the laggings were moved across the stulls towards the hanging wall. 
The chutes were reached along a tightly lagged floor, laid on stulls wedged be 
tween the walls 8 feet below the 500-foot level, 55 feet west of the first chute. 
Openings were left in the floor directly under the chutes to let the muck through 
into No. 625-1 stope, which served as an ore pass. A timber baffle was placed 
in No. 625-1 stope to direct the ore to a box-hole, No. 12, on the 625-foot level, 
where it was loaded into l-ton 'cars. The box-hole is 4 by 5 feet in section and 
20 feet high.

Sixteen holes had been blasted at the end of the day shift in No. 500-1 stope, 
which broke about 50 tons down on top of the chutes.

Absenger visited No. 500-1 stope about 9.15 P.M. and gave T. Lappinen, the 
machineman, and his helper instructions regarding the shift's work.
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Absenger contacted this crew again, informing them he was going to blast 
the first chute and instructed them to leave the stope. They waited 20 minutes 
for the blast to go off and went back to work.

Absenger met J. Cacich, a trammer, who was returning to his chute on the 
500-foot level with an empty car at 9.30 P.M. Absenger told him not to go by as 
he was blasting the chute. The trammer saw Absenger again shortly after this. 
Absenger, in the interval, had visited the scene of the blast, but found it too 
smoky to see what had happened and was waiting in the drift for the smoke to 
clear.

C. Anderson, a trammer, was instructed to pull No. 12 chute on the 625-foot 
level. He pulled 4 cars from the chute, which emptied it. He was at the station 
about 9.30 P.M. when he heard a shot go off. He then returned to the chute. 
He had pulled three more cars from the chute when he noticed blood stains on the 
muck; at the same time N. Jensen, machine helper, who was coming out of the 
drift, showed him a damaged hat that he had picked up in the drift about 12 feet 
away. They went to the station and got in touch with the skiptender, who went to 
surface and gave the alarm. Six more cars were pulled and Absenger's hand was 
then seen; after a total of 9 cars had been pulled his body was recovered.

Investigation following the accident showed that very little muck had 
reached the 625-foot level chute immediately following the chute blast. Absenger 
had returned to the chute shortly after the blast, and a large run of muck was 
heard both from the 500- and 625-foot levels some time later. Tracks were seen 
in the dust at the top of the east end of the 500-foot level floor pillar directly over 
the west chute. The timbers of the west chute had fallen out. The floor was 
missing from 10 feet west of the chute out past the chute towards the east chute. 
The remainder of the floor was covered with about 2 feet of flat quartz slabs 
ranging in size up to 2 feet square and 2 to 3 inches thick. The bottom of the 
500-foot level floor pillar above the floor was loose. This floor had been clean the 
previous day. The stulls and floor lagging at the end of the floor were 2 feet 
higher than the level of the floor. A ladder and scaling-bar were buried under the 
muck on the floor. There was no evidence of blasting on this muck. A short 
chute bar was recovered with the body.

What caused Absenger to fall is not known, but it would seem that he must 
have fallen just before the large run of muck that had been heard from the 500- 
foot and 625-foot levels. This run had left about 150 tons of muck above Ab 
senger's body in the No. 12 chute. Whatever caused Absenger to fall apparently 
also caused the muck to fall.

Absenger sustained numerous injuries and abrasions all over his body. He 
had a broken right leg, a broken right collar bone, a deep cut on the chin, a deep 
wound across the top and front of the scalp, and wounds all over the back and 
sides. An autopsy showed the second cervical vertebra to be fractured and the 
cover of the spinal cord torn though not severed. Death was instantaneous and 
caused by concussion and shock.

An inquest was held in the Sioux Lookout Court House, on Thursday, 
March 6, at 10 A.M., before Coroner S. M. Burris, M.D., of Sioux Lookout. The 
jury's verdict was as follows: 

We, the jury, do upon oath say that Prank Absenger met his death on February 28, 1941, 
about 10 P.M., at St. Anthony gold mine between the 500 and 625 levels and that death was 
caused by falling down stope. We also find that no blame can be attached to anyone.

Ted Gnyp, age 31, born in Canada of Ukrainian parents, single, employed 
as a driller, was fatally injured about 4.57 P.M. and died about 5.45 P.M., and
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Cecil Laundarie, age 49, British, married, with 8 dependent children, employed 
as a driller's helper, was instantly killed about 4.57 P.M. on October 9 in the main 
north drift on the 350-foot level of the St. Anthony mine, when the charges of 
two cut holes of a drift round they had loaded exploded before they had left 
the face.

The main north drift on the 350-foot level is a 5- by 7-foot opening being 
driven on contract for exploratory purposes and is operated on a single-shift basis. 
The same two men do the drilling and blasting or mucking and work only on 
day shift, 7 A.M. to 4 P.M.

At the face of the main north drift a crosscut was driven 15 feet to the east. 
Work on the main north drift was suspended while the crosscut was being driven 
and was resumed on the day of the accident, when a 6-foot round was drilled 
north from the end of the drift. The west side holes of the round were 5 feet from 
the west wall of the drift. The round consisted of 24 holes made up as follows: 
3 back holes; 4 side holes, 2 on each side; 2 back hole helpers; 2 side hole helpers 
below the cut; 2 knee holes; 3 lifters; l top and l bottom helper for the cut; 
and 2 lines of 3 holes, forming a burn-cut. It had been the practice to load the 
opposite top and bottom corner holes of the cut. If time permitted these 2 cut 
holes were loaded and fired first, and the remaining holes were loaded and blasted 
afterward. Forty per cent. Forcite was used and 8-foot black safety fuse capped 
with No. 6 detonators. The fuses were lighted with hot-wire lighters. Carbide 
lamps were used for illumination.

H. Ohr and K. Bordun, trammers, went on shift at 4 P.M. and were mucking 
from a chute some 240 feet back from the face of the north drift. There are 
several turns in the drift, and the face of the drift cannot be seen from the chute. 
The trammers had made two trips to the shaft some 250 feet from the chute 
and had heard men working in the north drift. At ten minutes to five they started 
into the chute with empty cars, and when Ohr was about 25 feet from the chute 
a shot went off. He relit his lamp and had just reached the chute when a second 
shot went off in the north drift. The cars were loaded and trammed to the station 
where the men waited until ten minutes after five by Ohr's watch. Ohr suspected 
something was amiss, as he noticed that the water coming from the north drift 
had changed colour. Ohr then proceeded to the face of the north drift, where 
he found Laundarie and Gnyp lying on the floor. He returned to the station 
and rang the accident signal.

Laundarie was dead when found and was lying across the drift about 19 feet 
back from the face, with his head near the west wall. Gnyp was lying across 
Laundarie with his feet towards the face. He was unconscious and died shortly 
after reaching surface.

Considerable information was obtained in an examination of the scene of the 
accident. Two buttons were found 4 feet from the face near the west wall. The 
end of the mucking plate was 13 feet from the face, and a pool of blood was found 
near the end of it. An empty gunny sack, apparently used for carrying powder, 
was found under the muck on mucking plate about 10 feet from the face. Two 
shovels were found, one at 13 feet and the other at 15^ feet from the face at the 
east and west walls, respectively. A lamp was lying 16 feet from the face near 
the west side. A cigarette box lay 19 feet from the face near the west rail. Two 
hats were found at some distance from the face between the rail and the west 
side of the drift; one hat, 25 feet from the face, was unbroken; the other hat, 
at 28 feet from the face, was broken. An opened pocket knife was 24 feet from 
the face near the east side of the drift, and a burned hot-wire lighter lay opposite 
the knife. The face of the drift showed that the cut holes and the top and bottom
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cut helpers had exploded. The 16 remaining holes were loaded and primed, each 
still containing an unburnt fuse. In 10 of these holes fuses were complete, as 
the painted ends were still on them. These 10 holes were: the west back hole, 
both west side holes, the west side easer, both knee holes, lower east side hole, 
and the three lifters. The centre and east lifters were double-primed. The centre 
back hole was also double-primed and was making considerable water. The muck 
in the drift was screened, and a broken loading stick and seven painted ends of 
fuse were found. Their lengths were: 9, 16, 20, 22, 28, 29, and 32 inches. All 
appeared to have been cut off, although the 9- and 16-inch lengths could have 
been blasted off. A few burnt pieces of fuse were found.

Further investigation brought out additional facts. Three of the 8-foot 
fuses remaining in the fuse box were lit and found to burn at the rate of 40 seconds 
per foot. The water flowing out of the drift was timed and found to take about 
4 minutes to reach the chute. A brass powder punch was found on Gnyp, and 
his watch was broken and had stopped at 4.57. Fine muck was found on Laund- 
arie, but none on Gnyp. Ohr was asked to re-enact his movements, and it was 
determined that roughly 20 to 25 seconds had elapsed between the first and 
second shots. Mine records showed that previous rounds had consisted of 24 
holes and that 22 fuses and 175 sticks of powder per round had been used. The 
men were working later .than usual.

Gnyp had been employed as a driller at the St. Anthony mine since June 30, 
1941. Previous to that he had worked for 18 months as a mucker and 54 months 
as a driller at the Beattie mine.

Laundarie had worked for 30 months, between 1914 and 1916, at the Galetta 
mine and for 12 months in 1924 and 1925 as a crusherman at the Teck-Hughes 
mine. He had been employed at the St. Anthony mine for six weeks in 1940 
and had been working there again since July 17, 1941.

Gnyp's injuries consisted of multiple abrasions of the face, penetration of 
both eyeballs, fractured skull, lacerated right cheek; and fractured nasal bones, 
right cheek bone, jaw, right hand and forearm. Laundarie suffered fractured 
right cheek under the eye extending in to the floor of the brain; fractures of the 
right cheek bone, right temporal area and side of skull, centre jaw, right shoulder 
and clavical; lacerations of the right side of the neck; five fractured ribs on the 
right side; compound fracture of the right elbow and right tibia; and laceration 
of the stomach, with protrusion of the small intestine. Death in each case was 
due to compound fracture of the skull with resulting brain injuries and shock.

An inquest was held before Coroner G. L. Bell, M.D., in the Sioux Lookout 
Court House at 8 P.M. on October 29, 1941. The jury returned the following 
verdict: 

We, the jury, do hereby find that the deceased, Cecil Laundarie and Edward Gnyp, met 
their deaths at approximately 4.57 P.M. and 5.45 P.M., respectively, on October. 9, 1941, as a 
result of an accident during blasting operations in the north drift of the 350-foot level at St. 
Anthony Gold Mines, no responsibility for the accident resting on any person.

The round of holes was evidently being lighted when the accident occurred. 
Two cut holes and 16 square-up holes had been loaded. The fuses of 8 holes had 
been trimmed. The two cut holes only had been lighted. The two men were at 
or near the face when one or both cut holes exploded. What caused the delay at 
the face is not known.

Sand River Gold Mining Company, Limited
Steve Klowak, aged 38, Polish, single, employed as a mucker since July 4, 

1941, at the Sand River mine, was fatally injured at the 900-foot level, No. 2 
stope, east manway, about 7.55 p.m., on July 30, when a piece of steel that was
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being hoisted on a rope to the stope above became loose and fell, hitting him on 
the forehead. He died in the Port Arthur General Hospital at 4.55 P.M., August 1.

No. 2 stope of the 900-foot level is mined by the resuing cut-and-fill method 
and is roughly 150 feet long and 3 to 3J^ feet wide. It dips at about 65 degrees 
to the north. The floor of the stope is 91 feet and the back of the stope 98 feet 
above the bottom of the drift. The stope is served by three chutes and two man- 
ways. The manways are located near each end of the stope. The east manway is 
a cribbed opening containing a ladderway and a steel-slide. The manway opening 
is 2^ feet from footwall to hanging wall and is offset a distance of from 3 feet 
to 4^ feet at 20-foot intervals, where the ladders are offset. Platforms are 
installed every 10 or 12 feet. The steel-slide, which is constructed of 2-inch 
planks, is 12 inches wide inside and 4 inches high. It inclines at about 80 degrees 
for the first 10 feet and then flattens to about 65 degrees from that point to the 
top. Materials are hoisted through it with a J^-inch manilla rope, which passes 
over a pulley hung from the back of the stope. Ordinarily one man ties the 
materials on at the bottom of the slide, and two men hoist from the top of the 
stope. The men at the bottom are instructed to stand at least 15 feet clear of the 
manway when materials are being hoisted and until the end of the rope is returned.

About 8 P.M. on July 30, Klowak was instructed, before going underground, 
to go to the 900-foot level No. l stope to tie on steel, and Pawlust was instructed 
to do the same for No. 2 stope. Afterward both men were to go to work together 
at No. 3 stope. John Ciolek and Pete Kalyta, machinemen, were also detailed 
to the 900-foot level No. 2 stope. When they reached the 900-foot level they 
loaded their steel into a muck car and pushed it to within 10 feet of the east man 
way of No." 2 stope. They went up into the stope, washed down the walls and 
back, and heard someone at the bottom of the manway shout that it was all 
right to hoist up steel. They lowered the end of the rope to the drift and hauled 
up four loads of steel, consisting of three 7-foot, three 5-foot, two 5-foot, and 
three 4-foot pieces. The steel was fastened with a double hitch, consisting of 
first a noose or slip knot near the centre of the steel and second a half hitch near 
the top and bit end of the steel. When the fifth load was within approximately 
20 feet of the stope Ciolek and Kalyta felt a tug on the rope and the load became 
lighter. They heard a steel strike the water- and air-line pipes and then bounce 
in the manway as it fell. They hoisted the load and found two 4-foot pieces held 
by a noose or slip knot only. As they were removing the steel they heard some 
one shout for help. They descended and found Klowak lying face down between 
the rails, his feet almost in front of the steel-slide and his head, with his hat still 
on, to the east of the slide. The muck car, with the remainder of the steel, was 
still 10 feet west of the manway, and a 4-foot steel was found lying across the 
hanging-wall rail with the bit-end near the hanging wall.

Kalyta emptied the rest of the steel out of the car, and both men placed 
Klowak in it, trammed him to the station, called the cage, and took him to 
surface.

The doctor was called, treated Klowak at the mine, and later removed him 
to Beardmore for further treatment. Klowak was then sent by ambulance to the 
Port Arthur General Hospital. He was conscious after leaving for Port Arthur 
and had sat talking and smoking, complaining of intense pains in his neck during 
the time he received first-aid treatment.

Evidence showed that the shank end of the steel had hit Klowak's lamp, 
passed through his safety hat where the crown and brim join, and breaking the 
brim, struck him on the forehead just to the left of the centre, pierced his skull
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over the left eye, exposing the brain. Death was caused by the fracture of the 
skull and shock.

' Klowak was at No. 2 stope, instead of No. l stope as directed, because, as 
the stopes were close to one another and he and Pawlust were to go to No. 3 stope 
afterwards and work together, it made no difference which stope crew they helped 
as they both had to do the same work, namely tying on steel.

The accident was probably caused by the top hitch loosening and slipping 
off the top of the steel, allowing one piece to become loose and fall.

Klowak only had about four weeks' experience in metal mines, but had 
worked in the western coal mines. Why he was directly under the steel-slide 
at the time was not explained. Evidence showed that the men are instructed to 
stand at least 15 feet clear of the manway while materials are being hoisted, 
and Klowak had received that instruction.

An inquest was held before Coroner Chas. Powell, M.D., of Port Arthur, 
in the Beardmore Public School at 5.15 P.M., August 2. The jury returned the 
following verdict: 

Steven Klowak died in Port Arthur on August l, 1941, of injuries received at the Sand River 
gold mine, at Beardmore, on July 30, 1941. He was tying on steel at the 900 level, No. 2 stope,
 east manway. He neglected to stand clear of the steel-chute as he had been instructed to do. A 
steel being hoisted became loose and fell, hitting him on the head, causing a fracture of the skull. 
Death was accidental and no blame is attached to anyone.

J. D. Shannon Lease (Goldwood Mine)

Emil Malmbak, Danish, aged 40, single, employed as a mucker at the Gold 
wood mine (operated under lease by J. D. Shannon), was fatally injured on 
December 2, about 9 A.M., when caught in a run of muck. Jerry Dube was also 
caught in the run of muck and received severe injuries.

No. 501 stope had been mined by open-stope methods between the 4th and 
6th levels, which are 102 feet apart. It had then been partly filled with waste 
through a short raise, which was driven from the back of No. 501 stope to the 
4th level. The height of the fill below the 4th level was 34 feet. The fill slopes 
to the north at an angle of 42 degrees to the sill pillar, which forms the back of 
the 6th level drift. No operations had been carried on in the stope for a number 
of years previous to 1941. Sampling early this year showed that there was ore 
remaining in the stope. A lagging floor was laid on top of the waste from the sill 
pillar to a point 60 feet up the slope. The distance from the toe of the floor north 
to the north edge of the sill pillar is 7 feet, and from the edge of the sill pillar 
north to the south edge of the shaft pillar is a distance of 22 feet. This opening 
was timbered with stulls and lagging, 6 feet above the base of rail of the 6th 
level drift. The ore broken down was allowed to accumulate along the slope 
formed by the waste in the stope. The drilling and blasting were completed on 
November 26. In order to pull the muck from the stope the lagging to the north 
of the sill pillar was removed, leaving an opening 4 by 4 feet, which formed No. 
6-1 south chute. The ore was passed in to No. 701 stope through No. 701 raise,
-which measured 7 feet along the vein and 3 feet across the vein, the north side of 
the raise being directly below the south side of No. 6-1 south chute. The muck 
was pulled out of No. 701 stope through No. 7-1 south chute, which was 50 feet 
below the base of rail of the 6th level.

On the afternoon shift of December l, two machinemen drilled and blasted 
seven holes in the north edge of the 6th level sill pillar to allow the broken ore 
to run better when it was passed through No. 6-1 chute. On the following day 
shift, 8 A.M. to 4 P.M., Malmbak and Dube were given orders by H. McLeod, mine
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captain, to install two sprags near the toe of the muck pile to prevent their falling 
into No. 6-1 south chute. They were also given orders to obtain a second safety 
belt and rope at the shaft station on the 4th level as there was only one in No.'501 
stope. Dube and Malmbak entered No. 501 stope from the 4th level, carrying 
the stulls with them. They made their way down the muck pile by hanging on 
to the ^-inch rope of the safety belt in the stope. The end of this rope was 
fastened at the top of the stope. Before reaching the toe of the muck pile Dube 
remarked to Malmbak that they had not brought the second safety belt and rope. 
Malmbak replied that he did not wish to wear a safety belt. On reaching the toe 
of the muck pile Dube put on the safety belt attached to the safety rope that 
they used while coming down the slope. Together they installed one stull about 
5 feet above the toe of the muck pile. Malmbak then untied a loop that was in 
the safety rope, and by so doing increased the length of the rope so that he could 
wrap the safety rope around his right arm. He then started to loosen the muck 
at the toe of the muck pile. Since the muck started to feed into No. 6-1 south 
chute with very little effort, Malmbak told Dube to go up the slope and that 
they would have an easy shift. Malmbak mucked for about half an hour at the 
toe of the muck pile and apparently had not noticed that the muck was building 
up a fairly steep face. Suddenly the muck pile started to move and carried 
Malmbak with it. Dube managed to grasp the sprag that they had installed. 
Malmbak still had the safety rope, one end of which was fastened to Dube's 
safety belt, wrapped around his arm. In falling he dragged Dube from the sprag. 
Just before Dube was pulled from the sprag McLeod, who had arrived on the 
4th level, heard a run of muck. He looked into No. 501 stope and saw the light 
from a battery lamp. As the muck was still running McLeod telephoned surface 
from the 4th level for assistance and then went to the 6th level, where he found 
that both Malmbak and Dube had fallen through No. 701 raise into the No. 701 
stope. McLeod, having obtained the assistance of two muckers from the 9th 
level, went to the 7th level, where Malmbak was heard to say, "Pull the chute." 
Since Malmbak seemed to be just above No. 7-1 south chute, an attempt was made 
to recover him by pulling the chute. This method was abandoned because an 
other rescue crew had lowered a rope ladder into No. 701 stope from the 6th level. 
Dube was rescued at about 10 A.M. Dube was still wearing the safety belt, but 
the safety rope was broken at a point 40 feet above the toe of the muck pile in 
No. 501 stope. Dube's injuries consisted of multiple contusions and a fractured 
left jaw. Malmbak's body was recovered about four hours later; his injuries 
consisted of a fractured and displaced vertebra and broken ribs, which had punc 
tured the spleen and two large blood vessels. The cause of death as given by 
Dr. J. P. Paton, who performed an autopsy, was haemorrhage and shock.

An inquest was held before Coroner Harold Morison, M.D., in the Court 
House at Kenora on December 22, at 7 P.M. The jury returned the following 
verdict: 

Emil Malmbak came to his death between the hours of 9.30 A.M. and 1.30 P.M. on December 2, 
1941, at the Goldwood Gold Mines, approximately 52 miles south of Kenora in the District of 
Kenora, while engaged on mucking operations on No. 501 stope. The deceased man was caught 
in a muck slide on 501 stope and was carried through chute into 701 stope, where he was covered 
by approximately 10 feet of muck, causing injuries that resulted in his death, said death we believe 
due to shock and loss of blood.

Smith and Travers Company, Limited
Lucien Rheaume, British, aged 25, single, employed as a diamond-driller 

by the Smith and Travers Company, Limited, was instantly killed about 5.15 
A.M., on August 23, while working in No. 8,800 east drift, on the lith level, at 
the Levack mine of the International Nickel Company, Limited.
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A No. l Longyear air-driven diamond-drill had been set up in a slash in the 
north wall of this drift some three weeks before, and a horizontal hole started 
about 3 feet above the floor. It was expected that water would be encountered, 
so a shprt length of casing pipe, with a 3-inch valve, was installed in the collar 
of the hole and braced to the back with a 3- by 8-inch plank. The drill was 
equipped with an air-cylinder rod puller, mounted vertically above the drill rods. 
It consisted of a jointed arm, equipped with a dog to grip the rods, suspended 
from the end of the cylinder piston rod, which inserted or pulled them a distance 
of 13^ feet at each stroke. It was 2J^ inches from the brace plank at the forward 
end of the stroke. Compressed air was supplied through a 3-way control valve, 
located on the left-hand side of the cylinder in respect to the collar of the hole. 
The water pump was set up on the right-hand side of the drill, while the main air 
line came in on the left-hand side to a small receiver near the face, about three 
feet to the left of the collar. The air line from the receiver to the pump and rod 
puller passed underneath the outer end of the casing. It was equipped with a 
main shut-off valve at the receiver and subsidiary shut-off valves on the branch 
lines to the pump and rod puller. The valve for the latter was about one foot 
to the right of and 1^ feet below the drill rods.

Shortly before 5.15 A.M. on August 23, Rheaume and his helper, R. Neault, 
started to insert the drill rods in the hole, then 670 feet in depth. They put the 
bit and core barrel in by hand, then screwed on a 20-foot length of drill rod, with 
Neault supporting the free end. Rheaume attached the rod puller and leaned 
over the rod in front of it to open the branch air-valve. He had left the main 
valve open, as well as the control valve on the rod puller. When he opened the 
branch valve, the rod puller was driven forward, hitting him behind the right ear 
and jamming his head against the brace plank. He sustained a fractured skull 
with intercranial haemorrhage and was dead when released.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Levack, 
.on September 19. He gave his verdict as follows: 

Lucien Rheaume, aged 25, employed as a diamond-driller by the Smith and Travers Com 
pany, was instantly killed while operating a drill for this company in No. 8,800 east drift, lith 
level, at the Levack mine of the International Nickel Company, about 5.15 A.M. on August 23, 
1941. From evidence given, he was about to insert drill rods in the hole with an air-cylinder rod 
puller, located above them, and was leaning across over the top of'the rods to open the valve on 
the branch air line leading to the rod puller. As he opened this valve, the rod puller moved forward 
and jammed his head against a plank bracing the drill-hole casing, fracturing his skull. He had 
left open both the main air valve and the control valve on the rod puller, thus putting the rod 
puller in operation when he opened the branch valve. Accidental death with no blame attached 
to anyone.

Straw Lake Beach Gold Mines, Limited
Sydney Arthur Frewan, aged 25, British, single, employed as a mucker, 

was fatally injured about 10 P.M. on July 4, when he was struck on the head by a 
falling object and fell into No. 4 chute in the No. 505 cut-and-fill stope on the 
575-foot level of the Straw Lake Beach mine. He died in the Emo Red Cross 
Hospital at about 11.15 A.M. on July 5.

No. 505 stope is worked by. the cut-and-fill method. The fill level at No. l 
chute and manway and No. 2 chute and on the east side of No. 3 chute is at a 
height of 82 feet above No. 575 drift, which is on the 575-foot level. The fill level 
on the west side of No. 3 chute, No. 4 chute, and No. 2 manway is at a height of 
78 feet above No. 575 drift. No. 2 manway was raised from No. 575 drift, ad 
joining No. 5 chute on the east, to a height of 50 feet above No. 575 drift. No. 2 
manway was then raised adjoining No. 4 chute on the west, and the top bulk- 
headed at a height of 78 feet above No. 575 drift. The back of the stope is 5 feet 
above this bulkhead. Directly above No. 4 chute the "winze" raise had been
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driven to facilitate the passing of ore to the 575-foot level, which had been benched 
around the winze. The winze had been sunk to a depth of 40 feet before the 575- 
foot level was opened up. The "winze" raise is about 4 feet by 4 feet in cross- 
section. From the back of the stope to the bottom of the winze benching the 
distance is 13 feet. No. 4 chute is almost vertical and is 4 feet by 2 feet 6 inches 
to 3 feet in cross-section.

At about 9 P.M. on the night shift of July 4, which is from 7 P.M. to 3.30 A.M., 
O. Carlson, shift boss, made his inspection of No. 505 stope and warned Frewan 
and the two drillers, B. Chambers and R. Nicholson, who were all working in the 
No. 505 stope, not to go near No. 4 chute because some missed holes on the 425- 
foot level around the winze were going to be blasted and muck was coming down 
the "winze" raise into No. 4 chute. Frewan had been working in No. 505 stope 
on and off during the past five months. M. Brigham and J. Lastovic, who were 
tramming on the 575-foot level from No. 4 chute of No. 505 stope, had pulled the 
chute empty. Since this chute had a tendency to hang up at a point where it 
could be barred down from No. 2 manway and also at the top of the chute, 
Brigham went up No. 2 manway and found that the muck was not hung up in the 
chute. When he reached the bulkhead he was not able to ascertain with his 
carbide lamp whether the muck was hung up on top of the chute. Brigham waited 
until the drillers had stopped drilling and then called to Nicholson, whom he 
thought was drilling close by. Frewan answered, and Brigham asked him if he 
could see his light. Frewan replied that the chute was not hung up. Brigham 
started down the manway and, when about 15 feet down, heard a man grunt. 
He was facing the chute and could see between the cribbing a man falling down 
the chute with his carbide lamp still burning. Brigham called to Lastovic to pull 
the chute because a man had fallen down. By the time Brigham had reached 
the level Lastovic had removed the chute boards and was taking Frewan out of 
the chute. Muck was still falling down the chute while Frewan was being removed. 
Brigham and Lastovic, instead of obtaining the stretcher which is kept on surface, 
carried Frewan to the shaft station, where he was hoisted to surface and taken to 
the mine office at about 10.30 P.M.

F. Y. Uttley, mine accountant and first-aid man, examined Frewan, wrapped 
him in blankets, and put him in a wire basket stretcher. Frewan was then taken 
to the Red Cross Hospital at Emo, a distance of 70 miles, 48 miles of which was 
by boat. At 3 A.M. he arrived at the hospital and was attended by Dr. D. R. 
Young. His injuries were a bruised forehead, swollen eyebrows, and bleeding 
at the back of the head. He did not regain consciousness and died at 11.15 
A.M. on July 5.

On examining the scene of the accident it was found that muck had piled 
up on the east side of No. 4 chute almost to a stull, which was 5 feet 2 inches 
above the fill level and 2 feet 4 inches below the back, but it was possible to see 
into No. 2 manway without exposing oneself to the muck falling down the raise. 
The fact that Frewan did not cry out but gave a grunt as if hit by a falling object, 
and also that his hard hat was broken at the back of the crown, would indicate 
that he was struck before he fell into the chute. He must have had his head and 
shoulders well under the raise before being hit or he would not have fallen into 
the chute. From his position before he was removed from the chute and the 
size of the chute it was evident that he fell head first into it.

An inquest was held before Police Magistrate H. L. Cruso, Coroner ex officio, 
at the Court House in Fort Frances, on July 10, at 7.30 P.M. The coroner gave 
his verdict as follows: 

That Sydney Arthur Frewan, at the village of Emo. in the district of Rainy River, died on 
the 5th day of July, 1941, and that the said Sydney Arthur Frewan came to his death through
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injuries sustained at the Straw Lake Beach Mines, Limited, at Straw lake, in the district of 
Kenora, in the Province of Ontario. And that the said Sydney Arthur Frewan came to his death 
from haemorrhage of the brain caused from injuries sustained when the said Sydney Arthur 
Frewan fell down ore chute No. 4 in the Straw Lake Beach Mines on the evening of July the 4th, 
1941, at about 10 P.M. That the said Sydney Arthur Frewan thus came to his death by accident 
or misadventure, and no blame is attachable to anyone.

Sylvanite Gold Mines, Limited
Dan Mirich, timberman at the Sylvanite mine, was fatally injured at about 

9.50 A.M., January 31, when he was struck by a fall of loose ground in the 3,000- 
foot level. Mirich, a naturalized British subject of Jugo-Slav origin, aged 40, 
with wife and three children in Jugoslavia, had been employed at the Sylvanite 
mine since January, 1929.

He sustained the following injuries: comminuted fracture of right leg below 
knee, compound fracture dislocation of right ankle and bones of foot, fracture 
of right arm, puncture wound in region of right hip, puncture wound below right 
knee, numerous contusions and lacerations, and lacerations of the liver.

Mirich and A. Dukacz, his helper, had removed a 10- by 10-inch B.C. fir 
drift-set in No. 3,006 drift west when the accident occurred.

No. 3,006 stope, 260 feet long, dipping 75 to 80 degrees south, had been 
mined from the back of No. 3,006 drift west to a height of 75 feet. After mining 
was completed, muck had been pulled intermittently over a considerable period. 
Dukacz and Mirich cleaned down and stulled the hanging wall during most of this 
period. They had also reinforced chute-sets with 10- by 10-inch creosoted B.C. 
fir, stull sets, consisting of a stull, a "leveller" stull, a 4- by 24-inch head block 
on the hanging wall and a 10- by 10-inch spreader post at the footwall.

When pulling had been completed, replacement of all original drift timber 
and stope floor lagging, with B.C. fir stull-sets of the above type and treated 
round lagging, was commenced from the west end of the stope. This job had been 
completed for 60 feet to a point between Nos. 11 and 12 chutes.

No work had been done in this drift during January until January 30. On 
January 28, J. O'Callaghan, shift boss, visited the drift. On January 30 O'Cal- 
laghan had Mirich and Dukacz continue with the retimbering and on January 31 
told them to go ahead with the same work. O'Callaghan had not visited No. 
3,006 drift west on January 30.

On the morning of January 31, Mirich and Dukacz removed one chute post 
and two chute caps of No. 11 chute and trammed one truck of waste timber to 
pile it in No. 3,005 east drift. They then removed the "leveller" stull of a rein 
forcing set between Nos. 11 and 12 chutes and commenced to drive out the head 
block. The block moved slightly, and Mirich told Dukacz to step aside and that 
he, Mirich, would knock it out. Dukacz told him to be careful of the hanging 
wall, which in this stope had been bad. Mirich replied that it was all right. They 
had not sounded the wall, but there was a stull 7 feet above the head block. As 
the head block fell out, a slab fell off the hanging wall, striking Mirich and knock 
ing him to the drift floor against the footwall. His hat and lamp were smashed, 
and the handle of his hammer was broken.

Dukacz removed a 60-pound slab from Mirich's body and moved Mirich to a 
safer point about 8 feet to the west. He then went to the shaft to call for help.

C. Booth, cagetender's helper, and M. Brajokovic, timber boss, were the 
first two men into No. 3,006 west drift; Dukacz, who was in an extremely 
nervous condition, did not re-enter the drift.

Dr. Kelly arrived in No. 3,006 drift west at about 10.25 A.M. and took charge.
Mirich was taken to the mine first-aid room and then to Kirkland Lake 

District Hospital, where he was admitted at 11.30 A.M.
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An operation under anaesthetic to repair foot tendons was performed on 
February l, from 11 A.M. to 12.45 P.M. Mirich was then removed to the X-ray 
room, and while preparations were being made for an X-ray at 1.05 P.M., he was 
observed to cease breathing. Stimulants and oxygen were given, and artificial 
respiration was commenced and continued to 2.30 P.M. An autopsy was per 
formed by Dr. G. A. Cowie, who pronounced death due to internal haemorrhage 
caused by rupture of the liver.

Examination of the drift after the accident showed that a slab, roughly 
6 feet high by 8 feet long and in width up to 16 inches, had fallen from the hanging 
wall and broken into four large blocks and much fine muck. In all about 3^ 
to 4 tons fell.

Along the lower right-hand margin, the slab broke to two oblique slips, both 
dipping into the drift. One of these slips had been open. The head block had 
been at the base of the central portion of the slab, supporting it by the upper 
half of its surface. The top margin of the slab was 2 feet below the centre of the 
stope stull, which remained in place.

An inquest was held on Wednesday, February 5, 1941, before Coroner R. W. 
McBain, M.D. The jury returned the following verdict: 

We, the jury, empanelled to enquire into the cause of the death of Dan Mirich, believe that 
he came to his death on February l, 1941, through ruptured liver with internal haemorrhages, 
caused by being trapped by rock fall at Sylvanite Gold Mines, and would state that the accident 
was purely accidental.

Teck-Hughes Gold Mines, Limited
John W. Coulson of Kirkland Lake, 37 years of age, British, married, with 

three children, was killed by a fall of ground from a small rock burst in No. 3-22 
stope on the 41st level at the Teck-Hughes mine, at approximately 10.45 A.M., 
June 21. He had been employed at the Teck-Hughes mine continuously since 
March 12, 1929.

No. 3-22 stope is a small shrinkage stope about 40 feet in length and from 
6 feet to 10 feet in width. Entry to the stope is by a cribbed manway from the 
level below at about the centre of the stope and by a raise to the level above from 
the east end of the stope. Stoping had been carried to a point about 45 feet 
above the level. The method of working has been to timber the stope by means 
of posts and head blocks at fairly close intervals, drill all the back with a stoper 
drill, blast, allow a time for the back to adjust itself after the blast, then scale 
and timber again. The stope crew consisted of two men on day shift and two on 
afternoon shift.

The blasting previous to the accident had been on June 13 and 14. All 
blasting is done on the afternoon shift, and 77 holes had been blasted on the 
13th and 77 on the 14th. During the following week the stope crews had been 
pulling the muck on the level below and timbering in the stope.

On the morning of June 21, Coulson and his partner, Albert Saunders, were 
proceeding to put in more posts in the vicinity of the manway top. Mine Captain 
Jas. Ainslee and Shift Boss Geo. Gill, Jr., were in the stope before eight o'clock 
and had given the men instructions to proceed with the timbering. The back was 
apparently solid and, according to Saunders, there had been no sound of it 
working for several days. Shortly after 10 A.M. Coulson and Saunders went to 
the station on the 41st level to get some timber. They were seen on the level 
at 10.25 A.M. by Wilfred Lively when they were returning to the stope. Saunders 
and Coulson were putting in a post about 7 feet east of the manway, Saunders 
holding the post and Coulson pushing the head block on top of it, when there 
was a loud noise and a section of the back fell on them. Saunders was knocked
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down alongside the post and pinned under a piece weighing about two tons, the 
timber holding the weight of the piece. He could hear more rock falling from the 
back and some going down the manway. He felt part of Coulson's body next 
him, noting that there was considerable blood. He spoke to Coulson, who an 
swered, "I am done for," and there was no further conversation.

At about 11.50 A.M., Wilfred Lively and other trammers, who were eating 
their lunch in the 41st level station, realized that Coulson and Saunders should 
be there and went to the stope to investigate. Lively went part way up the man 
way, noting muck and dislodged ladders. He called and Saunders answered. 
Lively immediately ran to the station and notified Gill and Ainslee, who went 
with the others by the raise manway to the stope. Dr. Messenger was also called. 
The men did not see Coulson at first but rescued Saunders, who was freed by 
1.15 P.M. Saunders showed them where Coulson's body was. He was covered 
by about 18 inches of rock, which had fallen from the back. He was pronounced 
dead by Dr. Messenger. Death was caused by the pressure of the muck on his 
chest, which prevented breathing, and probably also by internal injuries. There 
was also a severe laceration of the right knee with consequent loss of blood. 
Saunders was removed to the Kirkland Lake Hospital where X-ray showed com 
pression fractures of the 3rd and 4th lumbar vertebrae and a fractured rib.

It was found that a section of the back of the stope, some 15 feet in length 
and up to 4 feet in thickness, had fallen out just east of the manway and directly 
over the point where Coulson and Saunders were installing the timber. It was 
apparently a small local burst, as it was not noted anywhere else in the mine. 
The back was still working during rescue operations.

An inquest was held on August 6 at Kirkland Lake, before Coroner R. W. 
McBain, M.D. The jury returned the following verdict: 

We, the empanelled jury, after hearing the evidence of the witnesses regarding the death of 
John Wesley Coulson, find that his death occurred at 10.55 A.M. on June 21, 1941, at stope 41-3-22 
of the south shaft of the Teck-Hughes Gold Mines by a fall of rock caused by rock burst. We 
therefore bring in a verdict of accidental death.

Toburn Gold Mines, Limited
Michael Malenoski, driller, was killed instantly by a fall of ground in No. 

1,415 drift on the 13th level of the Toburn mine, at 7.35 A.M. on November 12. 
He was 33 years of age, a naturalized British subject of Rumanian birth, married, 
with one child, and had been employed at the Toburn mine continuously since 
April 30, 1931.

A stope had been started in a section of No. 1,415 drift on the 13th level, 
and the first cut was being drilled and blasted. The vein is approximately 4 feet 
in width and has an inclination of approximately 35 degrees. Drilling was being 
done with a stope drill. The night-shift crew on November 11 blasted 20 stoper 
holes in the back of the drift and 8 cut holes at the start of the second cut.

On the morning of November 12, when the day shift started at 7 A.M., 
Malenoski was told by A. Moreno, the shift boss, to proceed to No. 1,415 drift, 
scale down the back, and start drilling beyond the last section blasted nearest the 
end of the drift. Malenoski apparently went to No. 1,415 drift and took the 
stoper drill through under the section blasted on the night of November 11 to 
the place near the face of the drift where he was to drill. Owing to the inclination 
of the vein and the amount of broken muck lying on the drift floor, the back was 
close and could be reached at any point with a scaling bar.

In the meantime Armand Belmore, the cagetender, had gone in to see how 
much broken muck lay in No. 1,415 drift, as this was to be loaded with a mucking 
machine and hoisted on the day shift. Belmore noted that there was a consider-
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able amount of loose rock evident where the back had been blasted and told 
Juido Trento, a trammer, not to go under this section as the place was dangerous.

Alex Ellis, mucking machine operator, went in to inspect the muck pile. 
He also noted considerable loose rock on the back and mentioned this to Maleno- 
ski, whom he saw at the station. Ellis then went to another level to get the 
mucking machine.

Joseph Greek, trammer, was sent to No. 1,415 drift. He procured a water 
hose and started to wet down the muck pile to lay the dust. He noted that the 
back was loose. He was joined by Frank Modola, pipe-fitter, who said that he 
would continue with the washing-down job and Oreck could start cleaning up 
the track ahead of the muck pile so that the mucking machine would not be 
held up.

Malenoski, after taking his stoper drill to the face, told Modola he would 
complete the washing job if Modola would get the pipe lines fixed up for him 
to drill.

Oreck completed his job of cleaning up and picked up a scaling bar. He 
states that he did not intend to scale till Malenoski was clear of the section. 
Malenoski was then near the centre of the previously blasted section with the 
water hose. Oreck states that he just touched the back with the bar when loose 
rock fell from a section of the back about 15 feet long. Some small loose struck 
Oreck, and a large flat slab, weighing about a ton and a half, fell directly on 
Malenoski. Oreck was about 15 feet from Malenoski. The large piece fell from 
a point directly over Malenoski and not more than one foot above his head.

Oreck and Modola got help and notified officials. They lifted the slab off 
Malenoski and found that he had been doubled up under it. Dr. C. S. Harris 
arrived shortly after and found that Malenoski had suffered a completely crushed 
chest, a broken back, and left leg fractured below the knee. Death had probably 
been almost instantaneous and had been caused by severe internal injuries.

Malenoski, ordinarily rated as a careful miner, apparently did not even pick 
up a scaling bar to try the back in this instance. At least two tons of rock were 
ready to fall at the least touch, and ten minutes' scaling would have made the 
working place quite safe. Cagetender Belmore says that Malenoski told him 
that he was going to hurry and get his drilling finished early so that he could 
"talk." It is probable that Malenoski thought that he could start to drill near 
the end of the drift and that the mucking crew would do the scaling for him.

Mine Captain Louis Giannini had started for this working place shortly 
after all the men were down but had not reached it when the accident happened.

An inquest was held at Kirkland Lake on November 13 before Coroner 
R. W. McBain, M.D. The jury returned the following verdict: 

We, the jury, have come to the verdict that Michael Malenoski came to his death at the 
13th level of the Toburn Gold Mines, 1,415 drift, by the fall of a large piece of loose rock at around 
7.35 A.M., November 12, 1941, and we find the cause of death accidental.

METALLURGICAL WORKS 

Algoma Steel Corporation, Limited
Lane R. Watson, British, aged 32, married, employed as a pipe-fitter in the 

blast furnace department of the Algoma Steel Corporation, was fatally injured 
about 7.40 A.M., on April 7, when hit by an electro-magnet slung from the hook 
of a locomotive crane, which was being used to handle scrap iron in the open 
hearth department stock-yard. He died in the Plummer Memorial Hospital at 
1.30 P.M. the same day from shock due to fractures of the skull, lumbar vertebrae, 
pelvis, and right femur.
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This yard is adjacent to the east side of the blast furnace department and 
separated from it by elevated tracks on an embankment. The south boundary 
is a road leading from the main plant gate to this department, which underpasses 
the elevated tracks at a point close to the blast furnace pipe shop. There are 
three parallel railway tracks along the west side of the yard, about 8^ feet apart 
which terminate near the south boundary. At the time of the accident, the 
locomotive crane was on the west track, about 200 feet from the south boundary, 
transferring scrap iron with the magnet from a train of open railroad cars on the 
east track to open-hearth charge boxes on the centre track. The magnet is 
4^ feet in diameter and weighs about 2^ tons.

On April 7, Watson checked in at the main plant gate at 6.41 A.M., changed 
his clothes at the pipe shop, and joined his helper, D. Headrick, at No. 3 furnace 
about 7 A.M. to stand by while casting was in progress. This was completed at 
7.15 A.M., and Watson then went alone to No. l furnace, where he finished a small 
job about 7.30 A.M. He was seen in the open-hearth stock-yard a few minutes 
later, when he passed S. Seppala and N. Harju, who were trimming the scrap 
iron in the charge boxes as it was released by the magnet. He was then walking 
northwards. About 7.45 A.M., Chief Sampler J. Begg was passing between the 
charge boxes and the railroad car in which the magnet was working, when he 
heard a faint cry from the car. He looked inside the car and saw Watson lying in 
the northeast corner, then signalled the crane operator, L. Haley, to stop work. 
When reached, Watson said, "This is my fault; don't blame anybody but me; 
get me to hospital quick."

It was impossible for Haley to see inside the car from his operating position 
on the crane. He had taken about three lifts with the magnet from this car, 
which had been partially emptied on preceding shifts, before Begg signalled 
him to stop. The adjoining car had been cleaned out before moving the crane 
southwards into position opposite this car. Watson had apparently climbed into 
it from the east side without being seen by anyone. It could not be determined 
why he had done so. There is a possibility that he was looking for scrap material 
to use in his work, though workmen are supposed to obtain authority before 
entering the stock-yard. He did not have any specific work on hand, and it is 
considered likely that he was just looking around to see if he could find some 
thing for personal use.

An inquest was held before Coroner J. P. Keith, M.D., at Sault Ste. Marie, 
on April 15. The jury returned the following verdict: 

We, the jury, from evidence received, say that Lane Watson came to his death accidentally 
at the Algoma Steel plant on April 7, 1941, by being struck and crushed by the electric magnet 
while magnet was picking up scrap from car. From evidence received, we find he was in car 
unknown to the other workmen and no blame be attached to anyone. We also recommend that the 
company take measures to prevent such accidents in future.

International Nickel Company, Limited
J. L. Hutchinson, British, aged 23, single, employed as a conveyerman at the 

Copper Cliff smelter, was fatally injured about 5.25 A.M., on May 6, when he was 
caught between the tail pulley and the belt of No. 41 conveyer. He died in the 
Copper Cliff hospital at 8.45 A.M., the same day.

The reverberatory furnaces in the smelter are fired with pulverized coal. 
Unpulverized coal is unloaded from railway cars into bins, from which it is dis 
charged through control chutes on two parallel belt-conveyers, which transport 
it to the coal plant for pulverization. The north conveyer is known as No. 41 
and has fourteen chutes distributed along it at 15-foot centres, with No. l chute 
at the west, or discharge, end of the belt. The belt is 34 inches wide and moves
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a the rate of 55 feet per minute. There is an 18-inch tail pulley at the east end, 
the centre of which is 33^ inches above the floor. The supporting framework 
shields the slack side of the belt as it travels up over this pulley. The channel 
iron forming the east end of the framework is 13 J^ inches from the pulley and 
8^ inches from the wall of the building. The chutes are operated by the con- 
veyerman from the south side of the conveyer, which is reached by means of a 
crossover bridge located between Nos. 8 and 9 chutes. He is instructed by the 
binman on the floor above as to the order in which the chutes are to be pulled, 
and the latter signals to him by means of a compressed-air whistle when to stop 
pulling a chute and proceed to the next one on his list.

About 5 A.M., on May 6, Hutchinson started to pull No. 12 chute and con 
tinued until signalled by Binman T. Klukach to stop. He then proceeded to 
No. 11 chute and started to pull it. About 5.25 A.M., Klukach several times 
signalled him to stop without result, and then went down to investigate. The 
belt was running, No. 11 chute was open, and Hutchinson was not there. He 
stopped the belt and then heard Hutchinson call him. He found him sitting on 
the floor beside the north end of the tail pulley, suffering from multiple injuries. 
Hutchinson stated that he had got caught in the pulley and could not get his feet 
on the ground, but did not explain how the accident had occurred. Nothing was 
found to indicate definitely what had happened. The conveyer was in good 
operating condition.

An inquest was held by Chief Coroner P. E. I/aflamme, M.D., at Copper 
Cliff, on May 16. He gave his verdict as follows: 

Jesse L. Hutchinson, aged 23, employed as a conveyerman by the International Nickel 
Company, died in the Copper Cliff hospital at 8.45 A.M. on May 6, 1941, from injuries received 
in the coal plant at the Copper Cliff smelter, about 5.25 A.M. the same day. From evidence given, 
he was operating the gates of the various chutes, which discharge coal from the receiving bins on 
to a belt conveyer leading to the crusher, in response to whistle signals from T. Klukach on the 
floor above. He failed to respond to a signal, and Klukach went down to investigate and found 
him lying on the floor beside the tail pulley of the conveyer. Hutchinson stated that he had been 
caught by the pulley but did not explain how this had happened, and due to the lack of eye 
witnesses no further evidence was available. He received multiple fractures of the ribs, punctured 
right lung, ruptured spleen and right kidney, and died later of shock, haemorrhage, and multiple 
injuries. Accidental death with no blame attached to anyone.

Gregory J. Mulvihill, British, aged 17, single, employed as a fitter's helper 
at the Copper Cliff smelter, was fatally injured in the elevator shaft at the east 
end of the nickel reverberatory building, about 10.45 A.M. on July 12, when his 
head was crushed between the hood of the elevator and the projection of "C" 
floor. He sustained a fractured skull with laceration of the brain and died in 
the Copper Cliff hospital at 12.20 P.M. the same day.

The elevator shaft is equipped with an Otis-Fensom electric elevator, which 
operates between "A" and "M" floors, and eight intermediate floors. With the 
exception of "A" floor at yard level, the entrance from all floors is on the west 
side, with the floors projecting 4 inches into the shaft to bring them close to the 
elevator. The elevator counterweight operates between guides on the east side 
of the north wall. The elevator hood slopes to the north and south, and there are 
horizontal platforms on both sides of the peak, with guard rails on the outside. 
The control panel is located in the northwest corner of the elevator.

About 10.35 A.M. on July 12, T. Sirkka, a fitter, and his helper, Mulvihill, 
started the weekly routine greasing of the elevator and counterbalance sheaves. 
They got on top of the elevator at "H" floor and greased the elevator sheaves, 
then Sirkka told Mulvihill to call down to the operator, T. Bazzo, to resume 
normal operation. Sirkka was on the east side of the north platform, facing the
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counterweight guides, and Mulvihill was on the west side directly above Bazzo. 
The elevator went up to "M" floor, then started down. They passed the counter 
weight just above "F" floor, and Sirkka instructed Bazzo, through Mulvihill, 
to stop and then raise the elevator slightly to bring it opposite them. Sirkka 
again released the elevator after they had greased the counterweight sheave. 
The elevator went down to "B" floor, then to "A" floor, following which it 
started up again. On approaching "C" floor, Bazzo felt a jar, saw Mulvihill's 
head hanging down, and stopped the elevator. Mulvihill was found lying un 
conscious on the platform, which was then about 7 inches above "C" floor, with 
his head and right shoulder over the west edge of the hood. There was a brush 
mark on the projecting nose of "C" floor.

Sirkka stated that he had told Mulvihill, when they were approaching "A" 
floor, that they would get off at "C" floor when the elevator went up again. It 
is believed likely that Mulvihill was about to call down to Bazzo to let them 
off there when the accident occurred. This was the first time that he had assisted 
in greasing elevator sheaves.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Copper 
Cliff, on July 30. His verdict was as follows: 

Gregory J. Mulvihill, age 17, employed as a mechanic at the Copper Cliff smelter of the 
International Nickel Company, was fatally injured about 10.45 A.M. on July 12, 1941, when his 
head was crushed between the hood of the east elevator, in the nickel reverberatory building, 
and the projection of "C" floor. He died in the Copper Cliff hospital at 12.20 P.M. the same day 
from a fractured skull and shock. From evidence given, Mulvihill had assisted T. Sirkka to 
grease the sheave wheels on top of the elevator and elevator counterbalance and was standing with 
him on top of the hood while the elevator was moving upwards from "A" floor. As it neared 
"C" floor, the operator felt a jar and saw Mulvihill's head hanging down between the elevator 
and the shaft wall. No one saw the accident occur. The elevator was being used to transport 
passengers while the men were on top of the hood. Accidental death with no blame attached to 
anyone. It is recommended that elevators should not be used to handle passengers or materials 
when anyone is riding on top of the hood.

W. Bruce Allen, British, aged 31, single, employed as a labour boss at the 
Copper Cliff concentrator, was fatally injured about 12.25 P.M. on July 19, when 
an explosion occurred while he was cleaning out the east xanthate tank. He died 
in the Copper Cliff hospital at 5.40 P.M. on July 20 from toxaemia resulting from 
second to fourth degree burns of the head, chest, and legs.

This is a cylindrical tank, 6 feet in diameter and 12 feet long, with a capacity 
of 2,700 gallons. It is installed horizontally on concrete supports, 2^ feet above 
the Diester-table floor. The top of the tank is 14 inches above the Marcy-feeder 
floor, and the west half is covered with a wooden platform. There is a manhole, 
2^ feet in diameter, in the top of the tank about 4 feet from the west end, which 
is accessible through an opening in the platform. The tank is used for the storage 
of a 20 per cent, stock solution of sodium ethyl xanthate in water, which is used 
as a flotation reagent. This solution is made up elsewhere and pumped into the 
tank as required. It is one of three xanthate tanks in the concentrator from which 
the accumulated sludge must be cleaned out about once a year. The discharge 
pipe is disconnected underneath the centre of the tank, and the sludge is forced 
out into pails by flushing and scraping the inside of the tank. This work is done 
from the platform through the manhole.

The annual cleaning of the xanthate tanks was started on July 17 by a crew 
under the direction of W. B. Allen. Two tanks were completed that day, but 
there was some solution remaining in the east tank so the latter was left until 
July 19, when work was started about 8.30 A.M. Allen worked from the platform 
with the aid of an extension light, while two men changed pails under the dis-
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charge pipe and dumped the sludge into empty drums. About 12.25 P.M., he was 
talking to George Morrison while standing on the platform at the west side of the 
manhole. Morrison had been labour boss when the tanks had been cleaned out 
the previous year. He was standing on the floor at the edge of the platform, 
about 3 feet from Allen, and was just turning away as Allen opened the valve on 
the end of the water hose, when an explosion occurred at the manhole of the tank. 
Allen rushed downstairs with blazing clothes to a water valve on the sump floor 
before he could be intercepted. Morrison was burned about the head and arms, 
without fatal results.

The explosion was apparently caused by the ignition of fumes in the tank. 
The xanthate compound contains ethyl alcohol and carbon bisulphide, the fumes 
of which are inflammable but heavier than air. There was a "no smoking" sign 
on the platform railing behind the manhole, and no evidence was found to in 
dicate that this warning had been ignored. The wire guard of the extension light 
was found on the platform at the south side of the manhole. The handle, with 
cord attached, was on the Marcy-feeder floor at the north edge of the platform. 
Only the metal end of the light bulb remained in the handle socket. Morrison 
is not certain, but it is his impression that the extension light was hanging down 
in the tank or lying on the platform at the edge of the manhole, while he was 
talking to Allen. General Foreman R. Boehmer states that he told Allen on 
July 17 not to put the extension light down in the tanks. It is believed possible 
that the hot light-bulb was shattered by contact with water when Allen opened 
the water valve, causing a spark which ignited the fumes.

An inquest was held by Chief Coroner P. E. I/aflamme, M.D., at Copper 
Cliff, on September 23. His verdict was as follows: 

W. Bruce Allen, age 31, employed as a labour boss at the Copper Cliff concentrator of the 
International Nickel Company, died in the Copper Cliff hospital at 5.40 P.M. on July 20, 1941, 
from injuries received about 12.25 P.M. the previous day. From evidence given, he was standing 
beside the manhole on top of the east xanthate tank and had just turned on a water hose to flush 
the sludge out of the tank, when an explosion occurred at the manhole. He received multiple 
extensive burns and later died from toxaemia. The explosion was caused by the ignition of fumes 
from the sludge, but no evidence was obtained to account for the ignition of the fumes. Acci 
dental death with no blame attached to anyone.

Oddo Feroci, Italian (naturalized), aged 30, single, employed as a baleman 
at the Copper Cliff smelter, was burned to death by molten slag in the copper 
converter building about 8.45 P.M. on August 6.

The main aisle in this building runs east and west, with the converters on 
the south side and the reverberatory furnaces on the north side. Sixty-ton 
bridge cranes, with a span of 66 feet, are used to handle 185-cubic-foot ladles of 
matte or slag. The ladles are lifted by means of two bales suspended from the 
ends of a cross-beam hung on the hook of the main hoist, which are placed over 
the ladle trunnions. The bales are held in place under load by a one-inch 
shoulder on the outer end of the trunnions.. An auxiliary hoist is used to tip the 
ladles by means of a tail chain attached to a lug at the base of the ladles.

Shortly before 8.45 P.M. on August 6, Craneman L. Arthurs moved No. 5 
crane to No. 14 converter to pick up a ladle of slag for transportation to No. 8 
furnace, 230 feet eastwards. He placed a bale over the east trunnion on the ladle 
with the hoist, while Feroci used a hook to place the other over the west trunnion. 
Feroci looked at the east bale, then signalled to Arthurs to move the ladle. He 
moved it out to the centre of the aisle at a height of 3 to 4 feet and lowered the 
tail chain. Feroci attached the latter, looked at both bales, and signalled to 
Arthurs to take it away. Arthurs hoisted the ladle to a height of about 25 feet
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- and moved it eastwards to No. 15 converter, where he had to stop until No. 6 
crane moved out of his way. While waiting, he decided that the ladle was about 
a foot too high to dump into the furnace, and started to lower it. The bale came 
off the west trunnion when he stopped the hoist. The ladle rolled over, broke 
the tail chain, and fell out of the other bale. It landed upside down on the floor. 
The slag ran over the floor for a radius of about 25 feet from the ladle. Feroci 
was almost underneath the crane when the ladle started to fall. He ran under 
neath the platform of No. 15 converter, but the flow of slag overtook him there, 
and he fell backwards into it. '

An investigation failed to reveal any defects in the equipment. The only 
explanation appears to be that the bale had not been properly seated inside the 
shoulder on the west trunnion.

An inquest was held by Chief Coroner P. E. Laflamme, M.D., at Copper 
Cliff, on September 9. He gave his verdict as follows: 

Oddo Feroci, age 30, employed as a bateman at the Copper Cliff smelter of the international 
Nickel Company, was fatally burned by molten slag in the copper converter building about 
8.45 P.M. on August 6, 1941. From evidence given, a ladle of slag was being moved by No. 5 
crane from No. 14 converter to No. 8 furnace. Feroci checked the position of the crane bales 
before the ladle was hoisted for transportation. The crane travelled for a distance of about 70 
feet, and stopped with the ladle about 25 feet above the floor. The craneman started to lower 
the ladle, when it suddenly fell from the bales and landed upside down on the floor. Feroci was 
following the crane and was trapped by the slag as it ran over the floor. The equipment was found 
in good order afterwards, and it is believed that one of the bales must have been out of the proper 
position when the ladle was hoisted. Accidental death with no blame attached to anyone.

Romulo Longarini, British, aged 29, married, employed as an electrician at 
the Copper Cliff smelter, was fatally injured about 10 A.M. on October 25, when 
he fell from a power line-pole and fractured his skull, after receiving an electric 
shock. He died in the Copper Cliff hospital at 5.45 P.M., on December 18.

Longarini's work included the reading of meters in the town of Copper Cliff. 
On the morning of October 25, he told T. C. Robertson, foreman of the meter 
department, that a 550-volt meter in the high school basement did not appear to 
be recording properly. Robertson said that he would look at it when he visited 
the school on another job later that morning. He met Longarini at the school 
about 9.30 A.M., looked at the meter, and told him to remove it for calibration. 
Robertson then went to his job in another section of the basement.

The school janitor, H. H. Hart, watched Longarini turn off the power ahead 
of the meter, remove it, and connect up the lead wires. Longarini then turned 
on the power and attempted to start a motor, but without success. He apparently 
reversed the lead-wire connections before making a second unsuccessful attempt 
to start the motor. He then told Hart that the fuses at the transformer must 
have blown out and left the building.

About 10.10 A.M., the driver of a truck found Longarini lying unconscious 
on the side of the Creighton road, near the base of a pole carrying two 2,200- to 
220/110-volt transformers, and took him to the Copper Cliff hospital. He had 
sustained a comminuted fracture of the skull and deep electrical burns across the 
base of the fingers on both hands. He died on December 18, and a post-mortem 
examination revealed a ruptured abscess of the brain directly behind the frac 
tured area of his skull.

The cross-arm at the top of the 44-foot pole, beside which Longarini was 
found, carries six 2,200-volt wires. Weatherproof wires, spaced 5j/^ feet apart, 
lead down from two of them to totally enclosed plug-type fused cut-outs located 
on a cross-arm 17 feet above the ground, and thence to the transformers immedi 
ately below. Three 220/110-volt weather-proof wires lead fom the transformers
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to the school, 130 feet away. This pole also supports three 550-volt wires, 27 
feet above the ground, leading to the school from the 2,200- to 550-volt trans 
formers, located about 500 feet farther west.

Following the accident, one of the cut-out plugs was found to be partially 
lifted out of its base, but not sufficiently to interrupt the current. It is believed 
that Longarini was standing on a cross-arm at the base of the east transformer, 
13 feet above the ground, lifting this plug to examine the fuse, when in some 
manner he came in contact with the 2,200-volt wire and one of the 220/110-volt 
wires simultaneously and received an electric shock. It would appear that he had 
mistaken the lighting transformers for the power transformers. The fuses pro 
tecting the latter were later found to be blown out. All company electricians 
are instructed to obtain the services of a lineman for any work on a pole. Long 
arini disobeyed these instructions.

An inquest was held by Coroner P. E. Laflamme, M.D., at Copper Cliff, 
on January 14, 1942. His verdict was as follows: 

Romulo Longarini, age 29, employed as an electrician by the International Nickel Company 
at Copper Cliff, died in the Copper Cliff hospital at 5.45 P.M. on December 18, 1941, from injuries 
received about 10 A.M. on October 25, 1941. From evidence given, Longarini had removed a 
550-volt meter from the Copper Cliff high school for testing and in some manner blew out the 
fuses at the transformer, located on a pole about 600 feet from the school. He then, in error, 
climbed up a pole about 130 feet from the school, carrying a 220/110-volt transformer. While up 
this pole, he received an electric shock and fell about 13 feet to the ground, fracturing his skull. 
He later died from complications. In climbing up a pole, Longarini broke the company regula 
tions which prohibit anyone except a lineman from working on a pole. Death was accidental, 
with no blame attached to anyone.

QUARRIES

There were no fatal accidents at quarries during 1941.

PITS 
Herbert L. Conlin

Neil Degeer, aged 24, British, married, with one child, plant operator, was 
suffocated by sand in a bin at the plant of Herbert L. Conlin, on lot 14, concession 
V, township of Pickering, Ontario county, about 8.55 P.M., on July 2.

Herbert L. Conlin operates this plant for the production of crushed stone, 
sand, or gravel. A washing-plant was added and put into operation on July 2. 
This part of the plant was erected to the east and adjacent to a bin or hopper 
used to load the trucks. Two conveyers feed the material into the top of the 
bin, one for sand, the other for sized rock and sand mixed.

Provision is made to by-pass the material over the bin into the washing 
plant. The bin is 8 feet long, 10 feet wide, and 11 feet 6 inches high and is mounted 
on a steel framework to allow trucks to drive under it. The material passed out 
through the bottom, four openings, 8 by 11^ inches, being provided for this 
purpose with a lever attached to a sliding plate to open or close the openings by 
hand. Neil Degeer and Archie Davis were employed as plant operators at the 
washing-plant. On July 2, the plant started at 5 A.M. When it closed down at 
9 P.M. Davis missed Degeer. After calling him, he began to look around the plant. 
He saw the grease gun that Degeer had been using a few minutes before on the 
platform near the bin. Percy Gliddon, crusher operator, joined in the search and 
noticed that a shovel was missing. They looked into the bin, but did not notice 
anything wrong, nor was there much sand in the bin. Gliddon stated he had seen 
Degeer standing on planks over the bin with a shovel about 8.55 P.M. Davis 
drove up to the office to see if the foreman, Ted Coates, had taken Degeer away
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on another job. Coates stated he had not. They returned to the plant. The 
foreman ran up to the bin and jumped in, calling to Frank Stalker to pull the 
chutes, allowing the sand to run out on the ground. In a few minutes Coates 
felt the body and worked the head and shoulders free about 9.10 P.M. Degeer 
appeared to be dead at the time. A rope was placed around his body to prevent 
it from sliding down any farther. Coates went to the office and telephoned 
Dr. V. E. Cartwright, of Pickering, at 9.15 P.M., then went back to the plant 
and helped take Degeer out of the bin and down to the ground. Dr. Cartwright 
arrived at 9.25 P.M. and pronounced the man dead. The ambulance arrived 
approximately at 10.35 P.M. and removed the body.

An inquest was held on July 9, at 8 P.M., in the town hall at Pickering before 
Coroner V. B. Cartwright, M.D. The jury's verdict was as follows: 

Neil Degeer came to his death on July 2, 1941, at about 8.55 P.M., at Conlin's gravel pit on 
the fifth concession of Pickering township, from suffocation by sand in a sand bin. We recommend
warning signs be posted at the sand bin.

J. Devereux Construction Company
John Anthony Noonan, aged 33, British, single, employed as a labourer at 

the Mintern gravel pit was caught between a pulley and the belt when he at 
tempted to put the belt on while the machinery was in motion, about 2.30 P.M., 
December 20.

The J. Devereux Construction Company was operating a portable gravel 
crushing plant in the Mintern gravel pit in the City of Brantford. A drag-line 
scraper was operated in the pit by a hoist driven by a gasoline engine. The gravel 
was pulled up to a hopper and fell through a grizzly on to a conveyer belt feeding 
the crushing plant.

The crushing plant was mounted on a truck chassis and driven by a gasoline 
engine. The plant consisted of primary and secondary jaw crushers, a vibrating 
screen, a bucket elevator, and a conveyer belt to a storage bin, from which 
trucks were loaded.

On the afternoon of December 20, J. Devereux, owner of the plant, was 
operating the hoist for the drag line. Noonan was working at the hopper. 
Devereux noticed that the felt had come off the pulley operating the counter 
shaft that ran the conveyer. Devereux stopped his hoist and went to the front 
of the crushing plant to stop the driving engine. Apparently Noonan also 
noticed that the belt was off and attempted to replace the belt while the pulley 
was in motion. After Devereux stopped the engine he came around to replace 
the belt and found Noonan lying on the ground.

Dr. Faris was called to the scene of the accident. Noonan was taken to the 
Brantford General Hospital but died shortly after being admitted.

The pulley was 66 inches above the ground. The procedure had always 
been to stop the machinery to replace belts or to do any greasing of moving parts.

An inquest was held on December 30 in the Police Station in the City of 
Brantford before Coroner A. J. Craven, M.D. The jury's verdict was as follows: 

We, the jury empanelled to enquire into the death of the late John Noonan, find that he 
came to his death at the Brantford General Hospital in the City of Brantford through injuries 
while trying to replace belt on pulley on the stone crusher while the machine was in motion on the 
afternoon of December 20 in the gravel pit situated on the Mintern farm in the City of Brantford. 
We, the jury, fully agree that death was purely accidental.

Bernard McManus Gravel Pit
John Alphonse McManus, aged 22, British, single, labourer, was crushed 

between a truck and the face of the McManus gravel pit on lot 10, concession 
VI, Smith township, Peterborough county, about 4 P.M. on December 31.
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McManus was helping Earl Nicholls to load a truck with gravel at the toe 
of the 9-foot face of the pit. Two loads had been hauled out and the loading of 
a third truck had just been completed. The truck was backed close to the face, 
and McManus asked Nicholls, the driver, to move it ahead so that he could pick 
down some more gravel. Nicholls moved the truck ahead about four feet. He 
left the motor running and stepped out on the left-hand side of the truck, where 
he stood and watched McManus pick down gravel from the face of the pit 
directly behind the truck. The truck began to move backward toward the face. 
Nicholls yelled to McManus. McManus attempted to go around to the right 
side of the truck but was pinned between it and the face of the pit. Nicholls 
drove the truck ahead and went back to McManus. He was lying on the ground 
but told Nicholls he was all right. Nicholls then went for help and on returning 
found McManus unconscious. McManus was placed in a car and rushed to the 
St. Joseph Hospital in Peterborough, where he died shortly after being admitted.

An inquest was held on January 6, 1942, at 8.30 P.M., in the Police Court at 
Peterborough, before Coroner H. N. Young, M.D. The jury's verdict was as 
follows: 

We, the jury, find that Alphonse McManus met his death on December 31, 1941, at ap 
proximately 4 P.M. at a gravel pit on McManus' property in the township of Smith by a truck 
loaded with gravel moving backwards and crushing him between the truck and wall of pit. Death 
was purely accidental.






