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To THE HONOURABLE LESLIE M. FROST, 
Minister of Mines.

SIR, I beg to hand you herewith the report by the Inspectors of this 
Department on the accidents in the mines, metallurgical works, and quarries 
of Ontario during the year 1944.

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

H. C. RICKABY, 
Deputy Minister of Mines 

DEPARTMENT OF MINES,
Toronto, January, 1945.
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MINING ACCIDENTS IN ONTARIO IN 1944
By

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

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

Accidents during 1944
During the year 1944 at the mines, metallurgical works, quarries, and clay, 

sand, and gravel pits regulated by the Mining Act there were 2,270 accidents to 
employees reported to the Department of Mines up to January 16, 1944. Of 
these, 32 were fatal accidents and 2,238 were non-fatal accidents. A survey of 
the industry shows that an average number of 28,476 persons was employed 
throughout the year.

The returns represent an increase of 133 (6.2 per cent.) in the total number 
of accidents reported and a decrease of 4 in the number of fatalities recorded 
over the preceding year. The number of accidents involving fatalities is 31, 
which is 3 less than the preceding year. There were 30 accidents in which one 
man was killed, and one accident in which 2 men were killed.

The report shows a fatality rate of 1.12 persons killed per thousand persons 
employed, which is a decrease of 0.10 per thousand over the preceding year and 
is 0.87 per thousand lower than the average for the last 25 years.

There were 79 non-fatal accidents per thousand persons employed, which is 
an increase of 8 (11 per cent.) from the rate of 1943 and is 17 per thousand lower 
than the average of the last 25 years.

The percentage of non-fatal accidents followed by infection is 4.1, the same 
as for 1943.

The total employment figures show a decrease from 1943. This is due 
chiefly to decreased employment in producing mines.

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

Distribution

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

Total.

1940

35
1
2
3
1

42

1941

50
2
6

3
1

62

1942

27
5
5
5
3

45

1943

21
5
5
1
2

34

1944

22
4
3
1
1

31

ANALYSIS OF FATALITIES AT MINES, 1940-1944

Cause

Fall of ground
Rock burst
Run of ore or rock.
Shaft accidents

Miscellaneous, underground
Surface

1940

per cent. 
34

5
20
8

27

1941

per cent. 
27

6
1110
10

25

1942

per cent. 
43

8
14

8

13
14

1943

per cent. 
41

7
4

15
15
18

1944

per cent. 
33

4
8

14
26
15

LI]



By months the fatal accidents occurred as follows: 

Month No. 
accidents

No. 
men killed

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

Total..................................................... 31

Classifying the fatalities according to industries gives the following:-
Gold mines.........................,......................... 20
Nickel mines.................................................. 3
Iron mines...... . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3
Fluorspar mines............................................... l
Metallurgical works............................................ 3
Quarries...................................................... l
Clay, sand, and gravel pits...................................... l

Total....... ............................................. 32

32

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

Persons employed1

Men Women Total

Number killed

Men Women Total
Rate per 
thousand

Mines2
Metallurgical works.
Quarries..
Clay, sand, and gravel pits ..

18,516
7,495

883
488

314
769

11

18,830
8,264

894
488

27
3
l 
l

27 
3 
l 
l

1.43
.36

1.12
2.06

Total. 27,382 1,094 28,476 32 32 1.12

'Average number for year.
includes contract diamond-drilling at mines.

The ages of the persons killed were as follows: 

17-20 21-25 26-30 31-35 36-40 41-45 46-50 Over 50 Total

32

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



Occupation

Churn-drill helper.
Crusherman
Driller.

Mechanical-loader operator . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pumpman . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Timberman
Trammer

Total......

Men
1
1
1
1
2

12
2
2
1
1
1
1
1
1
1
2
1

32

Women Total
1
1
1
1
2

12
2
2
1
1
1
1
1
1
1,
2
1

32

Summary of Fatal and Non-fatal Accidents
The following table is a summary for the past twenty-five years of the 

number of persons injured per thousand employed at mining operations in 
Ontario: 

TABLE OF ACCIDENTS TO EMPLOYEES IN MINES, METALLURGICAL WORKS, 
QUARRIES, AND CLAY, SAND, AND GRAVEL PITS, 1920-1944

Year

1920.......
1921
1922.......
1923.......
1924.......
1925.......
1926.......
1927.......
1928.......
1929.......
1930.......
1931
1932.......
1933.......
1934.......
1935.......
1936.......
1937.......
1938.......
1939.......
1940.......
1941.......
1942.......
1943......
1944...

Average. .

Persons injured

Fatally

29 
24 
30 
30 
40 
42 
32 
33 
85 
55 
56 
37 
25 
25 
34 
36 
65 
52 
62 
47 
42 
64 
50 
36 
32

42.5

Non- 
fatally

1,497 
1,262 
1,398 
2,120 
2,130 
2,224 
2,220 
2,244 
2,516 
2,389 
2,167 
1,813 
1,452 
1,514 
1,913 
2,048 
2,359 
2,721 
2,147 
2,246 
2,128 
2,240 
2,167 
2,101 
2,238

2,050

Total

1,526 
1,286 
1,428 
2,150 
2,170 
2,266 
2,252 
2,277 
2,601 
2,444 
2,223 
1,850 
1,477 
1,539 
1,947 
2,084 
2,424 
2,773 
2,209 
2,293 
2,170 
2,304 
2,217 
2,137 
2,270

2,093

Persons employed at 
all operations

Producing 
operations

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 
33,336 
29,083 
28,032

20,114

Non-pro 
ducing 

operations

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 
618 
431 
394 
444

1,222

Total

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 
33,767 
29,477 
28,476

21,336

Persons injured per 
1,000 employed

Fatally

2.61 
2.54 
2.72 
2.5 
3.2 
3.23 
2.46 
2.1 
4.76 
2.89 
8.02 
2.03 
1.69 
1.57 
1.65 
1.57 
2.30 
1.62 
2.01 
1.41 
1.18 
1.78 
1.48 
1.22 
1.12

1.99

Non- 
fatally

130 
140 
127 
177 
170 
171 
171 
147 
142 
126 
117 
99 
98 
95 
93 
89 
83 
85 
70 
67 
60 
62 
64 
71 
79

96



TABLE OF FATAL ACCIDENTS

No.

1

?,

3
4

fi
6
7

8
9

10

11

12

13
14

Ifi^(^
17
18
19 
20
21

22

Date

Jan. 31

Sept. 21

July 14
Dec. 15

Nov. 25
Jan. 13 
June 4

Aug. 21
Sept. 13
Nov. 28

Dec. 27

Feb. 5

Sept. 20
Mar. 29

Dec. 30
Oct. 2

Oct. 30
Oct. 13
May 19 
Nov. 10
Jan. 31

Aug. 9

N&ne of mine

Helen. . . . . . . . . . . . . .
ii

Aunor.ii

Buffalo Ankerite

ii

Paymaster Consol.. . .

T^7fi crlrf- - T-To t*orf pOTTf^Q

Name of operator

11 II II II

Aunor Gold Mines, Ltd.

Buffalo Ankerite Gold Mines, Ltd. . .

 i ii n M M

Internat. Nickel Co. of Canada, Ltd..

Paymaster Consolidated Mines, LtdJ

Name of deceased

Frank Piaskoski.

Slavko Gerovac
Angelo Guidolin

Pasquale Settaci 
Nick Kowaliuk

William Rocheleau. . .
Charles Phillips

Gregor Synuyndziuk .

James E- Demoline . .

Thomas A. Morrow. .

Pekka Mutanen. 
Albert Lalonde

Hugh McMaster . . . .

Allegiance before naturalization.

TABLE OF FATAL ACCIDENTS ON THE

No.

1

3
3
4

Date

Apr. 19

Oct. 17
Oct. 17
Dec. 18

Name of mine

Steep Rock . . . . . . . . .
|X7Vl O" fi "fr-TTfl t" O"t"^Q Vf*Q

Name of operator Name of deceased

Gisli Johnson . . . . . . .

Rudolph Fossbender .
Peter Towtriwski. . . .

'Allegiance before naturalization.



UNDER GROUND AT ONTARIO MINES, 1944

Age

35

46

4?,
54 

19
46
23

43
39
56

3?,

50

39
35

55
56

34
29
44
39
9,7
36

47

Occupation

Pit boss

Scraper-hoist 
operator's helper. 

Mucker . . . . . . . . . . . .
Miner.

Driller

Churn-drill helper . . .

operator.

Driller

Machine runner
Machine runner
Shift leader. .

Trammer.

Allegiance

Polish....

British (Jugo-Slav1 ) .
British (Italian1 ) . . . 

British
British (Italian1 ) . . .
British

British
British

British

British (Polish1 )

British
British

British
British (Finn1 )

British
British

British
British.

British

Married, 
single, or 
widower

M

M

M
M 

S
S
S

M
M
M

M

M

M
M

M
M

M
M
M
M
M
M

M

Cause

muck pile.

muck pile.

Struck by fall of rock in stope.

manway.

from coronary thrombosis.

in car. 
Struck by falling plank in shaft man 

way.

which exploded.

) Asphyxiated by gas following blast.

rock burst.

collapsed.

SURFACE AT ONTARIO MINES, 1944

Age

47

m
42 
21

Occupation

Garage mechanic
Bulldozer operator . . . 
Assayer's helper.

Allegiance

British
British (German1 ) . . 
British

Married, 
single, or 
widower

M

S
M 
S

* Cause

drive pulley.

Caught in mud slide.



TABI,E OF FATAL ACCIDENTS

No.

1 

2 

3

Date

June 6 

Aug. 15 

Oct. 29

Plant

Copper Cliff smelter.

Port Colborne 
refinery.

furnace.

Name of operator

Internat. Nickel Co. of Canada, Ltd. 

Steel Co. of Canada, Ltd.

Name of deceased

Armand Lachance . . . 

Richard Marshall. . . .

C-fp-TTp T?f1OTQ

TABLE OF FATAL ACCIDENTS

No.

1

Date

June 12

Name of operator

St. Mary's Cement Co., Ltd.. .

Name of deceased

William Eley. . . . . . .

TABLE OF FATAL ACCIDENTS AT

No.

1

Date

Nov. 2

Name of operator Name of deceased



AT METALLURGICAL WORKS, 1944

Age

18

46

47

Occupation

labourer. 
Ironworker

Allegiance

British

British

Polish.

Married, 
single, or 
widower

S

M

M

Cause

Crushed between steel plates and wire
screens.

walkway.

AT QUARRIES, 1944

Age

44

Occupation

Chief electrician

Allegiance

British.

Married, 
single, or 
widower

M
line.

Cause

on pole

CLAY, SAND, AND GRAVEL PITS, 1944

Age

68

Occupation Allegiance

British

Married, 
single, or 
widower

M

Cause

Caught between conveyer 
idler pulley.

belt and



i-i
- N

•-c IN w

atalities per thousatt ) H- lo W *- en Os

——— 'ERA IE , 39* -^

;
1

\
\

\ ^ 1 — -^, — — x -^ \^ S ~-~^ .^.

Diagram showing fatalities perfthousand persons employed 
between the years 1920 and 1944.

200

180

160

140

120

100

3

l
20 

O

AVERA

Diagram showing non-fatal accidents per thousand persons 
employed between the years 1920 and 1944.

^ 40,000 

^ 35,000 

^ 30,000 

* 25,000 

| 20,000 

^ 15,000 

"o* 10,000 

j| 5,000

A

^-~

VER,

. — ——

IGf

. — -1

21^.?J5

^ ^
.—— v^^ /

^
^'

xx'
-~~-.

r-- ^

N "^

Diagram showing the number of persons employed 
between the years 1920 and 1944.



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

Cause

Crushed between two obiects

TTnf*lfi QQifi^H

Total.

Men

85
42
33
37

1
6

26

24

5
20
15
19
2
1
8

2
2

328

Surface

Women

1

1

2

Total

85
42
34
37

1
6

26

24

5
21
15
19
2
1
8

2
2

330

Under 
ground

170
IRQ
131
92

113
Q^
61
83
44
67
51
94
26
16
26
18

1
q
7
6
5

1,223

Total

9fi4

165

114
101
87
83
68
67
Kfi

45
41
35
28
in
9
q
7
6
K

2
2

1,553

The causes of non-fatal accidents at metallurgical works were:—

Cause

fiflS

Total.

Men

70
64
54
57
54
30
24
21
19
19
9
2
1
1

425

Women

9
2
q
2
2

5

1

2

32

Total

yq
fifi
63eq
56
30
29
21
20
1Q
9
4
1
1

457

The causes of non-fatal accidents at quarries were:—
Fall of persons....................... 26
Handling material.................... 17
Falling objects. . . . . . . . . .. ..... . . .... . 11
Strain while lifting..... . . . . . ... ...... . 10
Crushed between two objects. . . ....... 9
Flying objects, sledging, etc.. ....... .. . 9
Machinery........................... 5
Fall of rock........ . .... ............. 3

Hand tools. . . ....................... 3
Nails or splinters.......... ........... 2
Burns.......................... ..... 2
Transportation....... . .............. . l
Poison ivy.... .. ... . .. . ... ..... . . . .. . l

Total. 99



10

The causes of non-fatal accidents at clay, sand, and gravel pits were:—
Machinery.
Fall of persons
Crushed between two objects.
Fall of material
Nails or splinters
Strain while lifting.

Flying objects, sledging, etc..
Hand tools
Burns.
Unclassified

Total.

l 
l 
l 
l

28

The causes of non-fatal accidents in contract diamond-drilling were :-
Crushed between two objects. . ........ 22
Hand tools.......................... 16
Nails or splinters..................... 13
Running into or striking objects........ 11
Burns............................... 10
Caught in moving parts............... 8
Strain while lifting.................... 6

Fall of persons....................... 5
Flying objects........................ 4
Falling objects....................... 4
Caught in feed screw.................. l
Bitten by black-flies. . ................ l

Total. .......................... 101

Infection
Records show that infection followed in 92 cases out of a total of 2,238 

accidents.

Location

Mines, underground.

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

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

No. of 
accidents

1,223
330
457

99
28

101

2,238

Accidents followed 
by infection

37
16
20

3
1

15

92

Per cent, 
infection

3
4.8
4.4
3
3.6

14.9

4.1

Accidents from Explosives

Cause

Drilled into dynamite and struck by the 
blast1 . . .... .... ... . ........ .... .

Dynamite exploded in coat pocket.

Dynamite in missed hole exploded when

Total

Non-fatal

No.
accidents

1 
1
1 
1

2 

1

7

Men 
injured

1 
1 
1 
1

2 

1

7

Fatal

No. 
accidents

1

1 
1

3

Men 
injured

1

2
1

4

Total

No. 
accidents

1 
1 
1 
2
1 
2

1

9

Men 
injured

2 
1 
1 
3 
1 
2

1

11

'Under this classification there was only one accident. Two men were injured; one fatally, 
the other non-fatally.

Electric Accidents
The following table shows the fatal accidents due to the use of electricity 

at mines, metallurgical works, quarries, and clay, sand, and gravel pits during 
the last ten years:—
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1935 1936 1937 1938 1939

1

1940

1

1941 1942 1943 1944

1

Total

3

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

1935

6

1936

4

1937

2

1938

8

1939

7

1940

3

1941

5

1942

6

1943

5

1944

2

Total

48

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 
persons employed:—

0-50

51-100

101-150

Fropd-Stobie open pit (International Nickel)
Creighton (International Nickel)
Omega
Hollinger
Levack (International Nickel)
Garson (International Nickel)
Mcintyre-Porcupine 

f Berens River 
j Lake Shore 
[Wright-Hargreaves
Prood mine (International Nickel)

Chestervtlle 
fDelnite 
\Ross (Hollinger)
Helen (mine, Algoma Ore Properties) 

(Coniaurum 
\Preston East Dome
Young-Davidson (Hollinger)
Kerr-Addison
Matachewan Consolidated
Teck-Hughes

Average—83.1 accidents per 1,000 persons

Bigood

Pickle Crow
Sylvanite
Kam-Kotia
Upper Canada
Central Patricia
Toburn
Hallnor
Dome
Buffalo Ankerite
Pamour
Macassa
Paymaster Consolidated
Kirkland Lake Gold
Cochenour Willans



1 si onn 101-200

12

MacLeod-Cockshut t
Ausic
Aunor

Little Long Lac 
Hard Rock

Broulan and Bonetal 
McKenzie Red Lake 
Purdy (mica mine)

9m 9^n J Madsen 201-250 ^ ;Hasaga
\Leitch
Falconbridge (mine and mill) 
Silanco

High Voltage Underground
At the Creighton mine of the International Nickel Company of Canada, 

Limited, a 6,600-volt circuit was taken underground for the first time in Ontario. 
This installation went into service on December 15, 1941, to supply power for 
two underground hoists at No. 6 shaft on the 52nd level (3,827 feet).

The circuit is supplied with power from a bank of three oil-insulated, self- 
cooled, 1,665 k.v.a. transformers, 30,000-volt primary and 6,6CO-volt secondary, 
located at the substation at No. 5 shaft. The installation is protected by three 
auto-valve lightning arrestors at surface on the 30,000-volt side, with three 
Type S auto-valve arrestors and a 3-phase 0.5 m. f. capacitor in the hoist-control 
room on the 3,827-foot level.

A set of 400-ampere disconnecting switches is installed ahead of a Type 
B K, 400-ampere, oil circuit-breaker in the hoist-room on surface at No. 5 shaft.

The underground cable is insulated for a working pressure of 10,000 volts. 
It is a 3-conductor cable, 350,000 c. m., varnished cambric insulated, lead-covered, 
tinned copper wire armoured in the shaft and steel wire armoured on the level. 
The total length of cable is 5,835 feet, made up of 8 lengths, the longest of which 
is 850 feet. The tinned-copper-wire armour was selected to withstand acid mine 
water in the shaft. Steel-wire armoured cable was taken through the tunnel 
from the hoist-room basement to about ( 84 feet below the collar of No. 5 shaft. 
This first length of cable was sealed against moisture at surface by means of a 
BU type pot-head at the circuit-breaker. The cable was secured in the manway 
by heavy iron clamps spaced every seven feet.

The cable was spliced at five points in the shaft in an approved splice box. 
It is constructed of half-inch steel plate. The flange on the cover is machined 
and the cover and rubber gasket is bolted into place by 20 hexagon half-inch 
cap screws. The box contains three 10,000-volt insulators to support the con 
ductors. The cable enters the bottom of the splice box, with the armour being 
crimped back on the inside; the lead sheath extends past the armour and is belled 
out. A butt splice was made by means of a sleeve and securely fastened to the 
insulator. The openings for the incoming and outgoing cables were sealed by 
filling the compartments around them to a height of 8 inches with high-voltage 
compound.

The two splices made on the 52nd level were made in Type S primary boxes. 
A Type NT pot-head was used at the end of the cable in the hoist-control room. 
On test, the insulation of each conductor measured infinity after the installation 
was completed.

The control equipment for the cage hoist consists of a set of Type HH, 
400-ampere disconnecting switches, three Type BK, 15,000-volt, 400-ampere, 
oil circuit-breakers, with an auto transformer for starting the set.



13

The cage hoist is operated by a synchronous motor-generator set and direct- 
current motor with Ward Leonard control.

EQUIPMENT
One 1,200 h.p., 6,600-volt, 3-phase, 25-cycle, 80 per cent. PF synchronous motor.
One 900 k.w., 600-volt, shunt-wound, direct-current generator.
One 20 k.w., 250-volt, direct-drive exciter.
One 1,100 h.p., 600-volt, 400 r.p.m., shunt-wound, direct-current motor.

The skip-hoist equipment to be installed will consist of a 2-unit, 3-bearing, 
synchronous motor-generator set as follows:—

One 2,400 h.p., 6,600-volt, 3-phase, 25-cycle, 80 per cent. PF synchronous motor.
One 900 k.w., 600-volt, shunt-wound, direct-current generator. (Another is to be added

when the set is at full capacity.) 
One 30 k.w., 250-volt, direct-connected exciter. 
Two 1,100 h.p., 600-volt, 400 r.p.m., shunt-wound, direct-current motors.

This installation has given excellent service. With increased loads at depth 
in mines, this voltage has advantages over 2,200 volts. It insures a more 
economical installation for large blocks of power at this depth.

Fires
Canada Talc, Limited

On May 2, a fire of unknown origin completely destroyed the hoist-house at 
the Henderson shaft of Canada Talc, Limited, Madoc.

The contents of the building, including the hoist, air compressor, and other 
equipment, were completely destroyed. No damage was done to the headframe 
or shaft.

International Nickel Company of Canada, Limited
A fire occurred at No. 11.3 chute on the 9th level at the Levack mine on 

January 20. This chute is located in No. l west drift and was being stripped 
of hardware. An acetylene torch was used by D. Runions until 3.30 P.M., with 
a pail of water for fire protection. There were no signs of fire when he left the 
job.

The odour of burning wood was noticed at 5.30 P.M., and an investigation 
revealed that the north side of the chute, a section of gob fence, and adjacent 
gangway timber were on fire.

The fire was quickly put out with portable extinguishers and water hoses. 
It is thought that a hot bolt, burned off by Runions, dropped down against the 
gob fence and eventually ignited the timber.

A small electrical fire occurred on the 2,400-foot level of the Frood mine 
about 3.15 P.M. on March 8.

A short-circuit took place in the lighting wires in the main north drift, 
opposite the charging-station, and the insulation on the wires was set on fire. 
It was noticed immediately by N. Anderson, assistant underground superin 
tendent, and put out by the use of a Pyrene extinguisher before material damage 
resulted.

A small electrical fire occurred on the 2,000-foot level of the Frood mine 
about 10.45 P.M. on June 22.

A short-circuit took place in the power cable of a battery locomotive stand 
ing in No. 19 crosscut, causing some insulation to be burned. It was noticed by 
A. Benoit, switchman, and put out at once with a Pyrene extinguisher.
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A small electrical fire occurred on the 1,800-foot level of the Frood mine 
about 5 P.M. on June 27.

A short-circuit took place in the power cable of a battery locomotive stand 
ing in No. 4 drift, setting fire to the cable insulation. It was noticed by Level 
Boss D. Inglis, who put it out with a Pyrene extinguisher. The short-circuit 
was apparently caused by the brake arm rubbing on the cable.

A small electrical fire occurred at the battery-charging station on the 1,400- 
foot level of the Garson mine about noon on July 28.

Peter Humeniuk had pulled the main switch as the first step in disconnect 
ing a charged locomotive battery. He turned to pull the switch on the battery 
and noticed sparks coming from a splice in the rubber-covered cable connecting 
the main switch to the battery. He immediately pulled the battery switch and 
used a Pyrene extinguisher on the cable before serious damage resulted.

A small fire occurred in No. 2 ore-pass drift on the 2,000-foot level of the 
Frood mine about 9.25 P.M. on September 28.

During chute-pulling operations, a baffle log struck the trolley-wire box, 
bending the wire bracket and causing a short-circuit. The bracket was fused 
and the box set on fire. The power was shut off and the fire extinguished before 
serious damage resulted.

A fire was made by Raymond Richer, a diamond-driller employed by the 
Smith and Travers Company, Limited, in No. 3 main west drift on the 400-foot 
level of the Garson mine about 8 P.M. on November 3.

The smell of smoke was noticeable in No. 2 shaft about 8.30 P.M., when 
H. Bruce and E. Mills, mine foremen, and R. Lockhart, shift boss, were being 
hoisted to surface from lower levels. It was particularly noticeable at the 400- 
foot level station; and Bruce instructed Lockhart to make an investigation on 
that level while he investigated on surface in the vicinity of the ventilation fan.

Lockhart found a considerable amount of smoke on the 400-foot level and 
traced it to a diamond-drill set-up about 700 feet from the shaft. He found the 
extinguished remains of a fire about six feet from the drill, which was being 
operated by R. Richer a,nd L. Lachance.

Richer admitted making the fire and claimed that he had made it from a 
powder box and oil-soaked hemp to thaw out his machine. He had worked 
underground for the past two years.

Little Long Lac Gold Mines, Limited

A small fire occurred in the pipe tunnel under the shaft-house floor near 
the back legs of the headframe of the main shaft of the Little Long Lac mine 
on January 24 about 10 A.M.

The pipe tunnel contains an air-line water line, an insulated steam line, and 
fuel-oil feed line to the stand-by Diesel engine.

About 10 A.M. two mechanics were repairing a mucking-machine and were 
cutting off some rusted bolts, using an acetylene torch. In some way hot metal 
from the cutting operation must have gone through the cover of the pipe box 
and ignited the cotton cover of the insulation on the steam line. The cotton
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cover of the insulation on the steam line was burnt for a length of from 6 to 8 
feet, and the inside of the pipe box and cover was scorched.

The fire was discovered almost immediately and put out in a few minutes 
with a fire extinguisher and water hose.

Little damage was done. In future no torch work will be done in the head- 
frame unless absolutely necessary.

Mclntyre-Porcupine Mines, Limited
A fire broke out in the surface change-room of the Mclntyre-Porcupine 

mine at 5.45 P.M., May 25.
The fire was discovered by the watchman in working clothes on the hangers 

and was put out by fire extinguishers within a few minutes. No damage was 
done to the building, but some damage occurred to workmen's clothes. The 
cause of the fire has not been determined.

The change-room is a fireproof structure of steel and concrete. No pipes 
were found in any of the remnants of clothes burned on fifteen or sixteen hangers. 
As the fire occurred on a pay-day, it is suggested that in the usual rush at the 
end of this shift some one may have put away an unextinguished, half-smoked 
cigarette in their clothes.

On Saturday, October 21, at about l P.M., while a hanging rod in the shaft 
timber of No. 11 shaft of the Mclntyre-Porcupine mine was being cut, the flame 
from the cutting-torch ignited the top of a post in the shaft timber, which 
smouldered for two hours before starting a small fire. A fire-extinguisher was 
used to put it out. The post was part of the timber that was being replaced and 
was more or less "punky."

Queenston Gold Mines, Limited
A fire broke out in or near the change-house building at the Queenston mine 

at 5 A.M., August 10, and completely destroyed the building. The mine was not 
in operation. The only work going on at the property consisted of surface 
diamond-drilling.

Evidence indicates that the fire was started by some unknown person who 
had no right to be there.

Prosecutions
Rex vs. L. J. Currie

A charge was laid against L. J. Currie, a bulldozer operator at the Stobie 
open pit of the International Nickel Company of Canada, Limited, as follows:—

That L. J. Currie, in the township of Blezard, on or about the 30th day of May, 1944, while 
carrying intoxicating liquor, did enter a mine, to wit, the Stobie mine of the International Nickel 
Company, contrary to Section 160, subsection 343, of the Mining Act of Ontario.

Currie pleaded guilty before Magistrate J. S. McKessock at Sudbury on 
June 5. A fine of 110.00 and costs or 15 days was imposed. The fine and costs, 
amounting to 113.00, were paid.

Rex vs. Leo Desjardin
On June 13 the following charge was laid against Leo Desjardin, a miner 

employed by Messrs. R. McArthur and J. Sutherland, lessees of the Lawson 
mine, Cobalt:—
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That Leo Desjardin at the Lawson mine in the township of Coleman, in the district of 
Timiskaming, on the 7th day of June, 1944, did unlawfully allow himself to be hoisted in a shaft 
by means of a skip not provided with a hood, dogs, or other safety appliance approved by the 
mining inspector, contrary to the provisions of subsection 146(b) of Section 160 of Part VIII of 
the Mining Act of Ontario.

Desjardin pleaded guilty before Magistrate S. Atkinson on June 16 at 
Haileybury and was fined 110.00 and costs. The fine and costs, amounting in 
all to 119.00, were paid.

Rex vs. H. G. Lloyd
A charge was laid against H. C. Lloyd, a crane operator at the Copper Cliff 

smelter of the International Nickel Company of Canada, Limited, as follows:—
That H. C. Lloyd, at the town of Copper Cliff, on or about the 2nd day of February, 1944, 

while carrying intoxicating liquor, did enter a mine, to wit, the Copper Cliff smelter of the Inter 
national Nickel Company, contrary to Section 160, subsection 343, of the Mining Act of Ontario.

Lloyd pleaded guilty before Magistrate J. S. McKessock at Sudbury on 
February 7. A fine of 110.00 and costs or 15 days was imposed. The fine and 
costs, amounting to S16.25, were paid.

Rex vs. William Nestrow
A charge was laid against William Nestrow, driller, employed by Hasaga 

Gold Mines, Limited, as follows:—
William Nestrow of the hamlet of Red Lake in the district of Kenora (Patricia portion) on 

or about the 18th day of June, A.D. 1944, at the property of Hasaga Gold Mines, Limited, in the 
said district of Kenora (Patricia portion), did unlawfully, being a workman underground in the 
1,410 stope of Hasaga Gold Mines, Limited, fail to satisfy himself before blasting that all 
persons had left the working-place except those required to assist him in blasting, contrary to 
the provisions of Section 160(74) of the Mining Act of Ontario.

The case was heard before Justice of the Peace J. L- Ramsell and Justice of 
the Peace M. M. Fromson at Red Lake on July 5. Nestrow pleaded guilty, 
and a fine of 110.00 and S4.00 costs were imposed. The fine and costs were paid.

Rex vs. Raymond Richer
A charge was laid against Raymond Richer, a diamond-driller, employed 

by the Smith and Travers Company, Limited, as follows:—
That Raymond Richer at the Garson mine of the International Nickel Company, Limited, 

on or about the 3rd day of November, 1944, did set or maintain a fire underground in the said 
mine, namely on the 400 level of the said mine, without the proper authority or instructions for 
so doing, contrary to Section 160 of the Mining Act of Ontario and amendments thereto.

Richer pleaded guilty before Magistrate J. S. McKessock at Sudbury on 
November 10, and a fine of &10.00 and 13.50 costs were imposed. The fine and 
costs were paid.

Rex vs. Patrick Rioux
A charge was laid against Patrick Rioux, a nipper at the Levack mine of 

the International Nickel Company of Canada, Limited, as follows:—
That Patrick Rioux at the town of Levack on or about the 10th day of May, 1944, while 

carrying intoxicating liquor, did enter a mine, to wit, the Levack mine of the International Nickel 
Company, contrary to Section 160, subsection 343, of the Mining Act of Ontario.

Rioux pleaded guilty before Magistrate J. S. McKessock at Sudbury on 
May 11. A fine of S15.00 and costs or 30 days was imposed. The fine and 
costs, amounting to 123.00, were paid.
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Mine Rescue Stations
In September, training in mine rescue and recovery operations and first aid 

was extended to the mining districts of Northwestern Ontario. The establish 
ment of three rescue stations was authorized, one to be located at Geraldton, 
one at Red Lake, and one at Central Patricia. Owing to the difficulty of ob 
taining labour, supplies, and equipment, it was impossible to start immediately 
with the construction of permanent stations or to inaugurate complete regular 
training courses. Temporary quarters were secured and modified courses of 
training were started.

In Northeastern Ontario at the old established rescue stations at Sudbury, 
Kirkland Lake, and Timmins, normal activities were carried out. In spite of 
the handicap imposed by the scarcity of labour and the rapidly changing mine 
personnel, a number of trained teams has been maintained.

Summary of Rope Tests, 1944
The following is a summary of the tests made in the Wire Rope Testing 

Laboratories of the Department of Mines during 1944:—
Tests for Ontario mines under Act... . . . . .. . . . . . . .. . . . . . . . .. .. . . 512
Special informative tests. . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . 93
Tests for wire-rope manufacturers. . . . . . . . . . . . . . . . . . . . . . ... . . 39
Tests for mines outside Ontario. . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . 84
Other tests.. . . . ... ......... .. . ..... . . . . . . . .. . . . . . . ..... ... l

Total ...............................'.................... 729

Fatal Accidents 

MINES
Algoma Ore Properties, Limited

Emil Korpi, Swedish, aged 35, married, employed as a pit boss at the Helen 
mine, was fatally injured in the open pit about 6.30 A.M. on January 31. He 
died in the Toronto General Hospital on February 5.

The open pit is located on a siderite deposit, which cuts through the Helen 
hill from west to east. The first bench was at the 1,600-foot elevation, about 
120 feet below the peak of the hill. The second and third benches, at the 1,550- 
and 1,500-foot elevations, are being mined simultaneously, the former being 
nearly completed. Churn drills and electric shovels are used. Early in January, 
5 churn-drill holes were blasted on the south face of the second bench, which 
carried it over to the south wall of the pit. The blast produced about 20,000 
tons of waste rock. This muck pile had been reduced to about 5,000 tons by 
January 31.

An electric shovel was operated near the west end of the muck pile on the 
afternoon shift of January 30, leaving a considerable number of large pieces of 
rock on the floor and muck pile to be block-holed at that location when the 
shovel was moved to the east end at the end of the shift.

E- Korpi and M. Poutanen were instructed to block-hole these pieces on 
the midnight-to-8 A.M. shift, on January 31. They drilled the pieces on the 
floor, then started on those on the muck pile. Three or four of the latter had 
been drilled by 6.15 A.M. Poutanen then started to load those on the floor, 
while Korpi drilled a nearly flat hole in a piece about 20 feet up the slope of the 
muck pile. The pile was about 25 feet high at this point. It extended out
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horizontally about 20 feet at the top from the pit wall, then sloped down to the 
floor at an angle of about 45 degrees. Korpi turned off his machine about 
6.30 A.M. and asked Poutanen to bring him another drill steel. Poutanen was 
walking away from the muck pile to obtain the steel when he heard Korpi's 
machine start up out of control. He turned around and saw Korpi lying on the 
muck pile below where he had been working. Korpi was lying on his back, with 
his head towards the floor, and was unconscious. He had sustained fractures of 
the skull, with protrusion of brain matter, and a crushed right toe.

A piece of rock, weighing about 500 pounds, was found near Korpi. It is 
believed to have fallen from the top of the muck pile. The drill steel in the hole 
was bent, and the machine was lying to one side in a scarred condition. It is 
thought that the rock struck the machine and knocked Korpi over, causing him 
to strike his head on the muck pile.

Korpi was sent to the Toronto General Hospital immediately, where he died 
on February 5. An autopsy was performed in Toronto, and death was attributed 
to multiple fractures of the skull, laceration of the brain, and terminal pneumonia.

An inquest was held before Coroner J. E. Gimby, M.D., at Wawa on 
February 21. The jury returned the following verdict:—

Emil Korpi died in Toronto on February 5, 1944, as a result of an accident which occurred 
at the Helen mine in the district of Algoma on January 31, 1944. We find he was struck by a 
piece of rock which had fallen from the brow of the muck pile or from the face of the open pit 
As no witnesses actually saw the accident we can only give a verdict of accidental death.

Frank Piaskoski, Polish, aged 46, married, employed as a pit boss at the 
Helen mine, was fatally injured in the open pit about 9.45 A.M. on September 21. 
He died in the first-aid room about 30 minutes later.

The fourth bench in the open pit is being opened from the west slope of the 
Helen hill at the 1,450-foot elevation. At the time of the accident, a 40-foot 
cut was being mined on the north side of this 50-foot bench. Two churn-drill 
holes were blasted in the face of the cut on September 5, producing about 6,500 
tons of ore and waste rock. This muck pile had been reduced to about 1,300 
tons by September 21.

A 2J^-yard electric shovel was operated in the cut during the preceding 
shift. It was withdrawn at the end of that shift, leaving several large chunks 
for sand-blasting. The south side of the muck pile was then about 40 feet high, 
and the top was flat for about 7 feet from the face. The south side of the pile 
dropped vertically for about 8 feet before sloping down to the floor at an angle 
of from 45 to 50 degrees. The north side of the pile was much flatter. The 
shovel had been unable to dislodge the vertical section on the south side.

F. Piaskoski and J. Pashkosky sand-blasted two of the chunks at the toe of 
the pile about 9.15 A.M. on September 21. The mine superintendent, C. M. 
Beck, arrived at the cut a few minutes later with the shift boss, E. Snyder, and 
discussed the condition of the muck pile with Piaskoski. It was decided to sand 
blast two chunks on the slope of the pile near the toe and to blast down the 
vertical section of the pile. Beck and Snyder then left the cut without speci 
fying the procedure to be used in placing the latter charge. After preparing the 
sand blasts, Piaskoski left Pashkosky standing by to light them, while he climbed 
up the south side of the muck pile to the base of the vertical section. He placed 
a charge in it and stood there for several minutes waiting for the blasting whistle 
to sound. It had just sounded when a chunk, weighing from 200 to 300 pounds, 
came away from the pile about 2 feet above his head and hit him. He rolled 
about 10 feet down the muck pile before coming to rest.
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Piaskoski was removed to the first-aid room in a semi-conscious condition, 
and Dr. A. K. Colley was summoned from Hawk Junction. He died at 10.15 A.M., 
before the arrival of the doctor. An autopsy was performed, and death was 
attributed to haemorrhage from a ruptured liver.

An inquest was held before Coroner J. E. Gimby, M.D., at the Helen mine 
on October 2. The verdict of the jury was as follows:—

We, the jury, find that the deceased, Frank Piaskoski, came to his death at Helen mine on 
September 21, 1944, by accidental means by being struck by a falling rock with no blame attached 
to any other persons.

Aunor Gold Mines, Limited

Slavko Gerovac, a naturalized British subject, born in Jugoslavia, aged 42, 
married, with wife and children residing in Jugoslavia, employed as a machine 
runner at the Aunor mine, was instantly killed by a fall of ground about 8 A.M. 
on July 14, while scaling in No. 12-66 slice-and-fill stope.

Gerovac was employed first at the Aunor mine on July 7, 1941. Later, he 
quit the mine for a period of eighteen months, and was re-employed on November 
12, 1943. He had worked at the Chesterville mine prior to July, 1941.

No. 12-66 stope on the 1,250-foot level is on the main vein. At this horizon 
a length of 1,250 feet of ore is being mined in four connected stopes by the inter 
mittent slice-and-fill method. No. 12-24 stope at the east end has been mined 
to a height of about 93 feet. Nos. 12-40 and 12-66 stopes, the next two in order, 
have been mined to heights of from 28 to 36 feet. The west stope, No. 12-78, 
has still less ore removed from it. The fill in these stopes is from 7 to 17^ feet 
below the backs. As the ore is broken, the muck is scraped from behind the 
breast into mill-holes spaced at approximately 30-foot intervals.

The accident occurred at a point in No. 12-66 stope 18 feet behind a breast 
that had been blasted on the previous shift. At this point the stope was 33 feet 
wide and the back was 35^/2 feet above the level. Gerovac and his helper, 
George Ticola, approached the breast from behind, over the muck. They had 
washed the breast and had started to scale from the top of the muck behind the 
breast. The muck was from 4 to 7 feet below the back. According to Ticola's 
evidence, the two men were scaling toward the breast. He stated that they 
tested the back above them before they started to scale down a piece between 
them and the breast. As they scaled down this piece another and much larger 
piece, weighing about 3^ tons, fell. Gerovac was caught under it and instantly 
killed. Ticola was not struck by the rock but jumped clear, wrenching his back 
and disabling himself for a 9-day period.

- The piece of rock that fell measured 6^2 and 8 feet on the two longest sides. 
It was 4^ feet wide at the east end and 2J/2 feet at the west end. It was 2^ 
feet thick at the east end and l foot thick at the west end where it adjoined the 
first piece scaled down. Both ends were cut off sharply by cross-fractures. The 
block of ore fell away from two well-defined, converging slip faces extending up 
into the back along the strike of the ore. After this rock fell, other shorter but 
similarly shaped blocks were scaled immediately east of it.

The cause of Gerovac's death was fracturing of the skull and thorax. He 
also sustained a broken leg.

An inquest was held before Coroner H. L,. Minthorn, M.D., at South 
Porcupine on September 16 at 10 A.M. The jury returned the following verdict:—

We, the jury, summoned to inquire into the cause of the death of Slavko Gerovac, find he 
came to his death accidentally without any blame attached to anyone. Death occurred at the 
Aunor mine on July 14, 1944, stope No. 12-66.
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Angelo Guidolin, aged 54, married, a naturalized British citizen of Italian 
birth, employed as a scraperman in No. 12-40 stope of the Atmor mine, was 
instantly killed about 8 P.M., December 15, by a fall of rock from the back of the 
stope.

No. 12-40 stope is on the 1,250-foot level and is one of a series'of four 
connected stopes on the main vein. Physically the four stopes form one large 
stope about 1,250 feet in length, which is mined by the flat-back, intermittent 
slice-and-fill system. No. 12-24 section at the east end had been mined up to a 
height of 93 feet above the level. No. 12-40 section, which is the next section 
west, and No. 12-66 and No. 12-78 sections are all approximately from 52 to 62 
feet high. The back of No. 12-40 stope was 62 feet above the level. A slice 
was being completed at this elevation. All the ground except a section north of 
a pillar, 54 feet long and from 8 feet to 10 feet wide in the centre of the stope, 
had been broken. The area between the pillar and the south wall of the stope 
had been mucked out during the previous week and was open. The filling of 
the stope was proceeding from east to west, and the toe of the fill had reached 
the east end of the pillar with the crest 15 feet east of the toe. The width of the 
stope here was 40 feet. Mining of the section of ground north of the pillar had 
started with a machine set up on a breast at the west end of the pillar drilling 
toward the east. On the afternoon shift of December 14, a breast and some 
slash holes at the west end of the pillar had been blasted. This left the breast 
and the west end of the pillar directly north of the centre of No. 12 mill-hole, 
which is located almost exactly midway between'the west end of the pillar and 
the south wall of the stope.

On December 15, the day-shift drilling crew scaled, set up on the new breast 
at the west end of the pillar, and drilled 9 holes. On the afternoon shift, which 
commenced at 3 P.M., P. Rostkowski and W. Prepchuik took over the machine. 
They checked over the back for some distance behind them and sounded the 
back over towards the No. 12 mill-hole as far as they could reach from the muck. 
Rostkowski could not reach to a point over the mill-hole to sound it but thought 
it was all right; it had looked all right and had been solid when he sounded it a 
couple of shifts earlier, at which time he was able to reach it from the muck pile. 
P. Gauthier, shift boss, inspected this part of the stope at 4.30 P.M., while standing 
on the muck banked up against the south wall, and found no sign of loose.

At the time of the accident, J. Kuitunen and Guidolin were mucking broken 
ore with a scraper hoist into No. 12 mill-hole. Their scraper hoist was set up 
33^ feet east of the mill-hole. The toe of the ore muck pile was about 15 feet 
west of the mill-hole. Kuitunen was operating the hoist and Guidolin was 
resting on an empty powder box a few feet south of the hoist when a large piece 
fell from the back and killed Guidolin instantly. Dr. Hope examined Guidolin 
before he was removed from the stope and gave the cause of death as head 
injuries. Guidolin also suffered fractures of the thorax and the right leg. No 
autopsy was necessary.

The fall of rock came from the back of the stope and extended over the south 
side of the mill-hole and the hoist to about 3 feet from the south wall. The area 
was irregular in shape, having an extreme length of 11 feet and an extreme 
width, from north to south, of 9 feet. The slab that fell was comparatively thin, 
being only about 7 inches in thickness. Rostkowski's machine was running 
when the rock fell. The drillers say they heard a loud report, and when they 
looked the place was dusty and the rock was down. Kuitunen says that he first 
saw some small pieces fall and then the large slab falling.

It is probable that this fall of ground was caused by spalling. The rock is 
a highly silicified, altered andesite with quartz stringers, a type of ground where
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spalling in relatively thin slabs does frequently occur. The evidence of all 
witnesses was that the stope had to be watched because the back would fre 
quently loosen up after being scaled solidly.

An inquest was held before Coroner H. L,. Minthorn, M.D., at Timmins at 
4 P.M., December 28. The jury returned the following verdict:—

We, the jury summoned to enquire into the death of Angelo Guidolin, find that he met his 
death at around 8.45 P.M. in No. 12-40 stope on the 1,250-foot level of the Aunor mine on 
December 15, 1944. His death was accidental and caused by a fall of rock.

Berens River Mines, Limited

Gisli Johnson, aged 47, naturalized British subject, born in Iceland, married, 
with five children, employed as a crusherman at the Berens River mine, was 
killed on April 19 about 8.45 P.M., when he caught his right hand between the 
moving No. 3 conveyer belt and the drive pulley.

The No. 3 conveyer belt, which is 14 inches in width, carries the minus 
i/^-inch ore from the Symons crusher north at a rate of 260 feet per minute, at 
an angle of 121/2 degrees, for 239 feet and then horizontally for 36 feet, and dis 
charges it into the mill fine-ore storage bin. The drive for the conveyer is located 
on the east side of the north end of the belt. The switch is behind the motor, 
a distance of 8 feet south of the end of the belt. There is a 3^-foot walkway 
between the guard around the chain drive and the hand rail and also a 3^-foot 
walkway between the conveyer and the hand rail on the west side. Around the 
discharge end there is a chute 3 feet high built of 2-inch material and at the same 
height as the conveyer belt. Both sides of the chute overlap the north edge of 
the pulley about 5 inches. Rubbing on the belt and directly under the pulley 
is a rubber scraper, which removes any muck adhering to the belt.

At 7 P.M. Gisli Johnson, crusherman, and his helper, Cliff Smith, went on 
shift and greased the equipment in the crusher-house and then greased the No. 3 
conveyer belt, which was not running at the time. When the greasing was 
completed Johnson told Smith to return to the sump at the south end of No. 3 
belt to shut off the pump that they had left running and also to let him know 
when his daughter brought his lunch. Johnson remained to adjust the scraper. 
About 8.45 P.M. Smith went up the No. 3 conveyer-way to tell Johnson that his 
lunch had arrived. He noted that Johnson had started the belt. When Smith 
arrived he found Johnson with his right arm caught between the conveyer drive 
pulley and the belt. This had pulled him partially over the end of the conveyer 
belt and part way into the chute. Smith shut off the belt, went for help, and 
called for the doctor. With the assistance of I. Rowed, E. Clark, and M. 
Folkett, millmen, he was able to extricate Johnson, who was pronounced dead, 
although owing to the noise in the mill it was at first impossible to ascertain this.

As there was no witness to the accident, and considering the fact that 
Johnson was a careful workman with over two years' experience as a crusherman, 
only a conjecture can be made as to the cause of the accident. It would appear 
that Johnson started the belt and then knelt facing north on the west side of 
the belt to see how much the scraper had to be adjusted. In the act of standing 
up he may have lost his balance, and, putting his right hand out to keep from 
falling, inadvertently put his hand on the pulley where it was caught between 
the belt and pulley, and was dragged to his death.

Death was caused by shock and haemorrhage due to mangling of the right 
arm, fracturing of several ribs on the right side, and chest injuries.

An inquest was held by Coroner D. J. Mason, M.D., at the Berens River 
mine on May 19 at 2,30 P.M. The coroner gave his verdict as follows:—
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That Gisli Johnson came to his death at approximately the hour of nine o'clock on the 
evening of April nineteenth, the year of 1944, at Berens River mine situated at Favourable lake, 
district of Kenora, Patricia portion, province of Ontario. Death being due to shock and 
haemorrhage due to mangling of right arm, several fractured ribs right side, chest injuries, and 
internal haemorrhage. From the evidence submitted and from inspection of the scene of the 
accident it would appear that the death of the deceased Gisli Johnson was entirely accidental in 
that for some unknown reason the deceased caught his right hand between the drive pulley and the 
conveyer belt a/id was pulled around the pulley, causing the above-mentioned injuries, which 
caused his immediate death.

Alexander Dunlop, British, aged 19, single, employed as a mucker at the 
Berens River mine, was fatally injured on November 25 at approximately 11 P.M. 
on the 1,700-foot level main crosscut when an old stick of powder he was carrying 
in his jacket pocket to the powder magazine exploded. He died in the Berens 
River Hospital at approximately 9.30 P.M. on December 2. Dunlop had worked 
seven months at the Berens River mine during the winter of 1943-44 and was 
hired again on October 26.

Shortly before 11 P.M. on the afternoon shift of November 25, Dunlop and 
Stanley Kaval finished filling a car with muck from the ditch of the 1,700-foot 
level main crosscut at a point 820 feet south of the main shaft. Charles Anderson, 
motorman, picked up the full car of ditch muck with the motor and Kaval went 
to the station with Anderson to help dump the cars. On the return trip Kaval 
was in the front car with Anderson on the motor behind. About 150 feet past 
the powder magazine, which is located 480 feet south of the main shaft, Kaval 
had Anderson stop the train as he saw someone lyinig across the track about 60 
feet in front of the train. Dunlop was found facing away from the station and 
lying on his right side in a semi-conscious condition. His clothes were burning. 
Kaval put out the fire while Anderson went to the shaft station and rang the 
danger signal. James Ramstad, shift boss, arrived almost immediately and 
Dunlop was taken to surface and then to the mine dry. The doctor arrived at 
approximately 11.20 P.M. and gave Dunlop blood plasma. As soon as his con 
dition was suitable he was removed to the hospital. Dunlop's injuries consisted 
of fractures of the ribs of the left side of the chest, second to eighth near the 
costochondral junction, rupture of the left lung, left hemothorax and pneumo- 
thorax, cerebral haemorrhage, paralysis of left arm, left leg, and bladder. He 
died in the Berens River Hospital on December 2 at 9.30 P.M., the cause of death 
being haemorrhage into the left pleural cavity.

From the evidence given at the inquest and also from an examination of the 
scene of the accident it would appear that Dunlop found an old stick of Polar 
Forcite Gelatine (40 per cent.) in the ditch after Kaval had left for the station 
with Anderson. Dunlop started for the powder magazine, putting the-stick of 
powder in his pocket, and lit a cigarette that he had rolled. Part of the stick 
of powder exploded. The whole stick did not explode, for about 2 inches of it 
was found together with the left jacket-pocket and its contents, which included 
a badly torn packet of cigarette papers. Ten feet north of where Dunlop was 
injured, two slightly burned matches were found. Neither of Dunlop's hands 
was injured. While Dunlop was being treated with plasma in the dry, he told 
Ramstad and Kaval that he had a stick of powder and lit a cigarette.

An inquest was held by Coroner C. F. Galway, M.D., at the Berens River 
mine on December 30 at 3 P.M. The coroner gave his verdict as follows:—

Alexander Dunlop, age 19, died of injuries on December 2 at Berens River Mines Hospital 
from injuries received on November 25 on the 1,700 level of the Berens River Mines, Limited, 
when a partial stick of old powder, which he was returning to the powder magazine in his jacket 
pocket, exploded. From the evidence submitted the deceased was smoking a cigarette at the 
time of the explosion.
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Buffalo Ankerite Gold Mines, Limited

Pasquale Settaci, an Italian by birth, naturalized in 1925, aged 46, single, 
miner, died in the first-aid room at the Buffalo Ankerite mine about 2.30 A.M. 
on January 13 from haemorrhage following injuries received about fifty minutes 
earlier in No. 1,701 stope, where he had been struck by a fall of rock.

No. 1,701 stope is mined by the intermittent slice-and-fill method. The 
stope is 300 feet long and its width is irregular. The current work in the stope 
consisted of subdrifting, breast-drilling, and blasting. The breast was advancing 
from east to west. About 55-feet of advance had been made west of the No. l 
raise, where the width was about 11 feet. The breast being drilled at the time 
of the accident was about 13 feet wide. Immediately ahead of this breast the 
stope widened out to the south, to approximately 35 feet. From the southeast 
corner of this bulge in the stope, subdrifting was proceeding eastward. The 
subdrift face was approximately 10 feet east of the breast. There was 21 feet 
of rock between the floor of the drift and the footwall of the stope; there was 17 
feet at the top of the drift. From the top of the drift to the nearest point in the 
stope back, behind the last breast, the distance was 18 feet.

On the 7 A.M. to 3 P.M. shift, on January 12, three men drilled in the subdrift. 
Five holes remained to be drilled at the end of the shift. At this time they blasted 
the last breast in the stope, which had 12 holes. The night shift, starting at 
7 P.M. on January 12, consisted of Settaci and John Siwicki, both miners, and 
Andro Silvestre, helper. Settaci was the leader. He and Silvestre completed 
drilling in the subdrift, using one machine, while Siwicki scaled at the breast. 
A. Barabas, shift boss, visited the stope about 9.20 P.M. Siwicki was then scaling. 
The scaling was completed and an 8-foot bar was set up in the centre of the 
breast before lunch. Before eating lunch the men blasted two holes in the sub 
drift cut with 12 sticks of powder. When the men returned after lunch, Settaci 
sounded the back of the stope with a scaling-bar. He had also done this before 
lunch and found no change in conditions after the blasting.

The men then started to drill on the breast in the stope with two machines. 
Siwicki was working on the right side of the bar, and Settaci was on the left or 
footwall side. They both completed two holes and started the fifth and sixth. 
Siwicki's third hole was the centre back hole. Settaci's third hole was at knee 
height, next to the footwall. Silvestre had just been told to go and get powder 
to load the drift round. Both machines were stopped and the two miners were 
preparing to leave. Siwicki was in front of his machine, throwing dull steel 
down under the breast, and Settaci was still behind his machine when a piece of 
"brown tourmaline" ore, weighing approximately 3^ tons, fell from the back of 
the stope. The west end of the piece caught on the arm of the machine Siwicki 
had been using and drove it 3 feet 9 inches down the bar, at which point it rested 
on the clamp on Settaci's machine. The bar was bent about 6 inches; the block 
ing at the top of the bar fell out and the top was driven forward about 2 feet, 
where it wedged against a lower part of the stope back. The rock was only 
slightly broken up. The main piece was 10 feet long, 23^ feet wide at the east 
end, 5 feet wide in the centre, and 3^ feet wide at the west end, where it rested 
on the machine arm. The thickness averaged about 20 inches from end to end 
through the centre. The top and bottom surfaces met on the north side at an 
angle of approximately 75 degrees, and on the south side at an angle of about 
22 degrees. The lower surface of the rock was a tourmaline-coated shearing- 
face. This shear zone follows the vein, about 2 feet outside the andesite hanging 
wall. About a third of the upper face had been on the line of weakness between 
the vein and the andesite; the rest was a fresh break through the ore.
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Settaci was not pinned under the main mass, and after removing his foot 
from under a small piece of rock, which was resting on it, Siwicki took him down 
to the floor ahead of the breast. Silvestre, who had not left for the powder, 
helped. Siwicki then sent Silvestre for help. C. Corlett, a shift boss, who was 
on the 1,050-foot-level station, heard the call and proceeded directly to No. 1,701 
stope. He arrived there about 2 P.M. Settaci was then unconscious. Siwicki 
was trying to stop the flow of blood with pieces of his shirt, which he had torn 
up in strips. Corlett assisted with this, and the result was a good tourniquet. 
Dr. Harper, who examined Settaci when he arrived on surface at 2.30 A.M., said 
that very careful first-aid attention had been administered underground. Dr. 
Harper stated that Settaci died while he was examining him in the first-aid 
room a few minutes after he reached surface. Settaci's injuries consisted of a 
compound comminuted fracture of the right leg, dislocated knee, and laceration 
behind and below the knee. Haemorrhage proceeded from the region of the 
popliteal artery. Death was due to the haemorrhage. The only other visible 
injury sustained by Settaci, other than to his leg, was a slight bruise at the right 
of his right eye.

An inquest was held before Coroner Frank Evans at South Porcupine at 
4 P.M., January 17. The jury's verdict was as follows:—

We, the jury, hereby agree that Pasquale Settaci came to his death by bleeding, from injuries 
caused by a fall of rock in 1,701 stope of Buffalo Ankerite Gold Mines, Limited, in the township 
of Deloro, on January 13, 1944, at about 1.40 A.M. Death being accidental.

Central Patricia Gold Mines, Limited

Nick Kowaliuk, British, aged 23, single, was instantly killed while helping 
to hoist cribbing into No. F-13-3 stope of the Central Patricia gold mine on June 
4 around 1.45 P.M., when he was struck by a piece of cribbing.

No. F-13-3 stope is a cut-and-fill operation, which was started on the 1,300- 
foot level. The fill floor of the stope is 96 feet above the base of rail and the 
stope back averages 25 feet above the fill floor. The No. l cribbed manway into 
this stope is inclined at 60 degrees and is 5 by 4 feet inside measurements. The 
ladderway is installed on the left side and a timber-slide 18 inches in width on 
the right. The sides of the timber-slide average about 4 inches in height.

The crew working in No. F-13-3 stope consisted of Kurt Erickson and Nick 
Kowaliuk, runners, and Carl Miller, helper. On the day shift of June 4 they 
were engaged in hoisting cribbing through the No. l manway from the 1,300-foot 
level into the stope, and for this purpose a Gardner Denver HKD hoist with a 
three-eighths-inch wire rope was used. The usual length of chain with grab 
hook was used for attaching the load to the wire rope. Before lunch Erickson 
was in the stope operating the hoist and Kowaliuk and Miller were on the level. 
During the morning as two pieces of 14-foot cribbing were just about hoisted 
into the stope they became unfastened and fell down the manway. Neither 
Kowaliuk nor Miller was injured because they were standing clear of the entrance 
to the manway. After lunch five lots of cribbing, each consisting of three pieces 
7 feet long and about 7 inches in diameter, had been hoisted. On the sixth trip 
the load caught on the slide just above the sill timbers, and Kowaliuk went into 
the manway to loosen them. He succeeded in doing so and called to Miller to 
hoist. Both Erickson and Miller warned him to get out of the manway, but he 
called back to proceed with the hoisting and flashed his light to Miller to indicate 
that all was clear. Miller proceeded to hoist, and as the three pieces of cribbing 
were pulled over the edge of the manway into the stope one broke loose and fell 
down the slide. Erickson heard no noise from his position, which was immedi-
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ately to one side of the manway, until Kowaliuk was struck. After calling to 
Kowaliuk and receiving no reply, he investigated and found him in a sitting 
posture facing up the manway. One end of the piece of cribbing had struck his 
forehead forcing his head against the cribbed manway at a point 19 feet above 
the base of rail. Erickson went at once to the shaft and summoned help. The 
mine superintendent and the doctor arrived underground about thirty minutes 
after the accident and met the body being brought out by Kowaliuk's partners 
and two deckmen, who had proceeded underground with a stretcher. Death 
was instantaneous and was due to cranial injuries.

An inquest was held by Coroner E. S. Connor, M.D., at the staff-house of 
the Central Patricia mine on June 6 at 2.30 P.M. The Coroner gave his verdict 
as follows:—

From the evidence submitted here today and from observations made at the scene of the 
accident, I find that N. Kowaliuk came to his death in No. l manway of F-13-3 stope on the 
13th level of Central Patricia Gold Mines at about 1.45 P.M. on Sunday, June 4, 1944. Death 
was due to cranial injuries received as a result of a blow by a piece of falling timber. It is quite 
apparent that the deceased ignored not only the rules of safety but the warnings of his fellow- 
workers by remaining in the manway while material was being hoisted into the stope.

Hallnor Mines, Limited

Arne Backholm, aged 43, driller, Finnish, married, with one child, was 
fatally injured about 11 A.M., August 21, by a fall of ground in No. 606 cut-and- 
fill stope on the sixth level of the Hallnor mine. He died some twenty-fi ve 
minutes later in the first-aid room while being attended by a doctor. Backholm 
was employed at the Hallnor mine April 14, 1942, and had previously worked at 
the Paymaster mine. He was considered a very good miner.

The Hallnor sixth level is at a depth of 1,112 feet below the shaft collar. 
No. 606 cut-and-fill stope is 560 feet long and has a maximum width of 35 feet. 
It was started as an open square-set stope. After four tiers of sets were com 
pleted they were filled, and the stope was then worked by the flat-back slice-and- 
fill method. Backholm and his partner, George Szwczyk, were drilling a flat 
back just east of No. 9 manway, using stoper drills. At this point the stope 
back was 101 feet above the level track. The floor was 93^ feet above the 
track. Drilling was commenced in this area by Backholm and Szwczyk on the 
day shift of Saturday, August 19. No one worked in this part of the stope on 
the night shift of Saturday or on Sunday. The Monday day shift commenced 
at 8 A.M.

According to the evidence given by Szwczyk and Shift Boss U. S. Hodgins, 
the back of the stope was scaled until it was solid before drilling was commenced 
on Saturday. Szwczyk stated that he and Backholm scaled again on Monday 
morning and started to drill about 9.30 A.M. after taking down the loose where he 
was going to drill. Backholm commenced drilling a short time before Szwczyk 
did. Szwczyk did not know the condition of the back over Backholm. The 
two men were drilling about 18 feet apart.

Shift Boss U. S. Hodgins visited the stope on Monday approximately fifteen 
minutes before the accident. He spoke to both drillers and asked them about 
the condition of the back. They replied that it was all right. Hodgins did not 
sound the back himself. He had helped with the scaling on the 19th. When 
the stope was inspected after the accident, a great deal of the back was found to 
be loose. This condition was not confined to any small area but extended from 
a point east of where Szwczyk had been drilling to a section beyond the row of 
holes that Backholm was drilling. Part of the back had to be sounded to show 
that it was loose, but visual inspection was sufficient to reveal its condition.
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When the accident occurred Szwczyk was drilling on his eighth hole. 
Backholm was starting the south hole in a row of three across the stope. This 
row was almost directly over the east end of the No. 9 manway. Backholm's 
steel had merely marked the location of the hole when a chunk of ore weighing 
nearly a ton and measuring roughly 4 feet in length, 4 feet in width, and 9 inches 
in thickness, fell from the back. The east, west, and south edges of this piece 
were slip faces. Backholm was collaring his hole on this piece about 15 inches 
from its north side. The stoper drill and Backholm fell forward to the northeast, 
Backholm falling across the leg of his machine. The rock ended up in an over 
turned position lying south of Backholm, except that one edge was resting on 
his right leg.

Szwczyk heard the rock fall and called J. Widmar and his partner, who were 
conducting a scraping operation in the stope. The three men released Backholm 
at once and Widmar then went to the shaft station and telephoned for a stretcher 
and the doctor. Backholm was not moved from the stope until the stretcher 
arrived. He remained conscious for a few minutes following the accident. The 
stretcher party was met by Dr. W. S. Paul in the shaft-house, and Backholm 
was taken directly to the first-aid room. He died a few minutes later, about 
11.25 A.M.

A post-mortem examination was performed to determine the cause of his 
death. This was found to be both by interperitoneal haemorrhage caused by a 
rupture of the spleen and by a rupture of the left lung and pleura, due to multiple 
fractures of the fourth to eleventh ribs. His left forearm was also fractured in 
several places.

An inquest was held before Coroner H. E. Montgomery at South Porcupine 
at 2 P.M. on August 24. The jury gave the following verdict:—

We, the jury, find that Mr. A. Backholm met his death accidentally from a fall of rock from 
the back of 606 stope, at approximately 11.20 'A.M., at the Hallnor mine, Pamour, Ontario, 
August 21, 1944.

Hollinger Consolidated Gold Mines, Limited
William Rocheleau, British, aged 39, married, with three dependent children, 

was instantly killed on September 13 at about 8.30 A.M. while mucking, when 
approximately 6J4 tons of rock fell from the back and wall of No. 21AE8NH 
slice-and-fill stope on the 1,100-foot level of the Hollinger mine. Rocheleau was 
a machine runner. He had been employed at the Hollinger mine for fourteen 
years and three months.

No. 21AE8NH stope has been mined to a height of from 118 to 129 feet 
above the 1,100-foot level. The section mined has a length of about 200 feet 
and an average width of about 5^2 feet. The vein dips at an angle of about 
550 S. A slice was being mined from west to east, and the blasting of an 11-foot 
breast, 60 feet from the west end of the stope had been completed on September 
11. The entrance to the stope used by the workmen at this time was through a 
sand raise near the west end of the stope. On September 12, Rocheleau and his 
partner, John Capeless, scaled and then mucked. This stope was worked by 
one shift only. On September 13 the two workmen entered the stope about 
7.45 A.M. Capeless stated that they scaled for about three-quarters of an hour 
and then started to muck. The muck in this stope is handled in wheelbarrows. 
At the time of the accident the muck pile was 35 feet west of No. 60 mill-hole. 
Seventeen or eighteen wheelbarrow loads were dumped, and Capeless had just 
placed the wheelbarrow in position for filling again and had moved back to make 
room for Rocheleau to muck, when, without any warning, a large piece of rock 
fell, crushing Rocheleau to the floor and killing him instantly.
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R. Bailey, a pipefitter, who was working at the top of the raise out of the 
stope, was called by Capeless. Bailey went into the stope and then, realizing 
more help was needed, went back to the 950-foot level and called other men and 
had a call for a doctor sent up to surface.

To release Rocheleau, jacks were used and the east end of the fallen rock 
was raised. The west end was caught high enough on the muck pile to permit 
his release in this manner. The recovery work was completed at 10.30 A.M.

The fallen rock measured 13 feet in length and had a maximum width of 5 
feet. It broke away from a fresh fracture in the back and a slip face in the hang 
ing wall of the stope. Where the rock butted against the slip face in the hanging 
wall it ranged in thickness from 1^ to 2^ feet. It sloped to a jagged edge, about 
6 inches thick where it had broken out of the back. According to the evidence 
of Capeless the piece showed no signs of being loose when they were scaling.

Rocheleau's obvious injuries included crushing of the thorax and ribs and a 
fractured back. The doctor stated that death could be attributed to the crush 
ing of the thorax or to suffocation caused by the weight of the rock; in either 
case it would be practically instantaneous.

An inquest was held before Coroner H. E. Montgomery at Timmins at 4 P.M. 
on September 14. The jury returned the following verdict:—

We, the jury, agree William Rocheleau came to his death on the 1,100 level 21AE8NH at 
the Hollinger mine at 8.30 A.M., September 13, by falling rock, and we agree it was accidental 
and no blame can be attached to anybody.

Charles Phillips, British, aged 56, married, died from coronary thrombosis 
on December 7 in St. Mary's Hospital in Timmins, where he had been taken 
following an injury suffered at the Hollinger mine on November 28 at about 
11.30 A.M.

Phillips had worked at the Hollinger mine since June 13, 1927. He was 
rated as a head loader, although recently he had been working as a service repair 
man. On November 28 he was working with W. J. H. Thomas on the 800-foot 
level dismantling an old mill-hole chute in No. 19NHE 9 drift. The men placed 
a short ladder, having nine rungs in it, against the front of the chute, and Phillips 
commenced to pry off the planks, locally called "blinker" plank. These are 
planks that are placed between the chute rails at each end of the chute to prevent' 
muck rolling out at the end and striking chute pullers. The planks are 2 inches 
thick, 8 inches wide, and about 5 feet 7 inches long. They have a notch on the 
outer edge, 4 inches in depth, about 15 inches above the chute bottom, on which 
the chute plank may be rested. Phillips removed the plank at the right end of 
the chute and started to remove the left plank. He had prized loose the lower 
end of this plank with a wrecking-bar and was standing on the ladder prizing 
the upper end when it suddenly came free, causing him to overbalance and fall 
to the track. His partner, Thomas, who was piling some material about 25 feet 
distant from the chute did not see him fall. He heard the noise made by the 
fall, however, and went directly to Phillips, who told him that he would not be 
able to walk out. Thomas went for a stretcher. On the way out to the shaft 
he informed two muckers of the accident and they went to Phillips and placed 
their coats around him.

Phillips arrived at St. Mary's Hospital in Timmins about 12 noon, where he 
was examined by Dr. McKechnie. Phillips' injuries consisted of a compression 
fracture of a lumbar vertebra. Dr. McKechnie states that Phillips seemed to 
be suffering from a cold and had a slight temperature when he was admitted to 
the hospital. He was kept in bed but given no treatment for the spinal injury
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until December 5. At this time he was fit to take a general anaesthetic and the 
vertebra was sprung back into place and a short cast was put on his back.

On the morning of December 7, Phillips took a severe pain in his chest and 
died suddenly before a doctor reached him. An autopsy showed that his death 
was caused by coronary thrombosis.

At the inquest Dr. McKechnie was asked the question, "Was there any 
connection between the accident and the coronary disease?" He replied, "That 
is a difficult question to answer. I do not think I know."

Dr. R. P. Smith, who performed the autopsy, gave evidence after Dr. 
McKechnie. He gave the cause of death as coronary thrombosis and then 
added: "I certify here in this report that his death was due to coronary 
thrombosis. The fracture had nothing to do with his sudden death, in my 
opinion. The rest of his organs so far as I could find out were fairly healthy."

The inquest was held at Timmins, at 4 P.M., December 13, before Coroner 
H. L. Minthorn, M.D. The jury's verdict is recorded as follows:—

We, the jury, find that Charlie Phillips died at St. Mary's Hospital, Timmins, on December 7, 
1944, from cause of accident at Hollinger mine, November 28. Hollinger mine not responsible.

David Shallow, British, aged 32, married, with four dependent children, 
employed as a runner at the Hollinger mine, was killed instantly at about 
12.50 P.M., on December 27, when a large rock in a car caused the car to dump 
backward and pin him against the north wall of No. 55E12.1 slice-and-fill stope 
on the 300-foot level. Shallow had been employed at the mine since July, 1941.

No. 55E12.1 slice-and-fill stope had been completed nearly to the 200-foot 
level. Sill muck on a china chute, 24 feet in length, was being mucked and 
trammed a distance of 45 feet by means of a side-dump Hudson car to a mill- 
hole at the east end of the stope. The width of the stope at the east end of the 
china chute was 30 feet. The narrowest part of the stope was 6 feet west of the 
mill-hole, with a width of 8 feet 6 inches. At the centre of the mill-hole the 
stope width was 10 feet.

Wilfred Arcand was the regular helper in No. 55E12.1 stope. On the day 
shift of December 27 his regular partner was absent. Shallow's regular helper 
was also absent. Shallow was sent with Arcand to make up a team for the stope. 

1 Arcand stood on the china chute and filled the cars. Shallow trammed them 
and dumped them in the mill-hole. As Arcand was starting to fill the fourth car 
after lunch, a large rock, 5 feet 6 inches long and 2 feet 6 inches wide, with an 
average thickness of about l foot, slid into the car and projected about 20 inches 
over the left rear corner. Arcand suggested that they push the car clear of the 
chute and dump it in the wide part of th'e stope and break it up. Shallow wanted 
to dump it at the mill-hole. He had his way. Arcand, expecting that Shallow 
would have trouble with the rock catching on the bumper log over the mill-hole, 
got down off the chute and arrived at the mill-hole just as Shallow, at the north 
side of the car, started to dump it. Arcand lifted on the left rear corner. The 
weight was too much for them. After they got the car partly turned, it rocked 
backward. Arcand shouted a warning to Shallow, who let go of the car and 
tried to back out past the corner of the rock projecting from the car. The rock 
caught him across the neck and shoulder and pinned him against the wall. This 
prevented the car from dumping further.

Thos. Gayy who was sampling in the stope 70 feet west of the mill-hole, was 
called. The men tried to release Shallow but could not do so. Arcand then 
went to the 200-foot level for more help. He found four men at No. 11 shaft 
station. They went directly to the stope. Nine bells were rung. The cage was
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being used at the time by a shaft-inspection crew but was brought up at once. 
E. McAlendin, shift boss, who was just about to descend from surface to the 
200-foot level by the manway, heard the nine-bell signal, saw the cage rope 
move, and waited for the cage. He arrived in the stope only a few minutes after 
the other men. He got in behind the car, and with some assistance from the 
men the car was tipped back far enough to release Shallow.

Where McAlendin stood to help release the body and where Shallow first 
stood there was a clearance between the top of the car and the wall of 2 feet 
4 inches. Shallow was caught in the only place where he could have been 
squeezed against the wall by the rock.

An autopsy was performed by Dr. R. P. Smith. Death was caused by a 
fracture and dislocation of the second cervical vertebra. External injuries con 
sisted of minor abrasions and one small cut behind the right ear. Death was. 
instantaneous.

The inquest was held at Timmins at 11 A.M., December 30, before Coroner 
H. 1,. Minthorn, M.D. The jury returned the following verdict:—

We, the jury, find that the said David Shallow came to his death at Hollinger Consolidated 
Gold Mines in 55E12.1 C and F stope on the 300-foot level approximately at 1.15 P.M., December 
27, 1944, accidently with no blame attached to anyone. The jury recommend safety hooks on 
all those type of cars and also no one man should dump that type of car unless safety hooks are 
affixed.

International Nickel Company of Canada, Limited

Gregor Synuyndziuk, a naturalized British subject of Polish birth, aged 50, 
married, employed as a pumpman at the Creighton mine, was fatally injured 
about 12.25 P.M. on February 5 when hit by falling planks in the manway of 
No. 3 shaft. He died in the Copper Cliff Hospital about six hours later.

The 55-degree shaft contains five compartments and extends from surface 
to an inclined depth of 2,376 feet. The manway in No. l compartment is 
equipped with continuous ladders and standard platforms. Cages are operated 
in balance in Nos. 2 and 3 compartments, and skips in Nos. 4 and 5 compart 
ments. The rear axle on the No. 4 compartment skip broke at 8.30 A.M. on 
February 4, while hoisting ore from the 26th level ore pocket. Considerable 
damage was done to the shaft timber from just below the 23rd level rock pocket 
up to about 80 feet above the 14th level, where the skip was stopped. The latter 
was banked in this position, and the skip compartments were bulkheaded just 
below it.

Six crews, each consisting of six men and a leader, were organized on each 
shift to repair the shaft timber simultaneously from different locations, including 
the 23rd level and 23rd level rock pocket. Timber was taken down by cage to 
these locations, then the bottom limit for the No. 2 compartment cage was set 
for the 23rd level and that for the No. 3 compartment was set for the 12th level, 
so that the footwall splice-plates located in the latter compartment could be 
removed in the damaged area. Bulkheads were built in Nos. 2, 3, 4, and 5 
compartments at the 23rd level and 23rd level rock pocket and in Nos. 3, 4, and 
5 compartments at the other working locations.

On February 5, the repair crews on the day shift were under the direction 
of Foreman R. H. D. Brown. They remained on surface until 11.30 A.M., when 
the damaged skip reached surface following the fitting of new trucks under it. 
During this period no one was permitted in the shaft, including the manway, 
except the mechanics working on the skip. The crews assigned to work from the 
23rd level and 23rd level rock pocket, under the direction of Stope Boss A. 
Patrinko, arrived at the 23rd level by cage a few minutes later. The latter
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crew, with Stope Boss W. Liwinz as leader, then went down the manway to the 
rock pocket, 49 feet on the incline below the level, under instruction from 
Patrinko not to work in the shaft until he gave them clearance. This was not 
received by 11.50 A.M., so the crew returned to the level for lunch. They went 
down to the rock pocket with the necessary clearance about 12.15 P.M. A few 
minutes later, Liwinz sent H. Coulterman up to the level to send down about a 
dozen 2- by 8-inch planks, 11 feet long, to cover the manway and complete a 
staging in the skip compartments, and posted K. Michalchuk beside the manway 
at the rock pocket. Coulterman found a rope hanging over a pipe line beside 
the manway at the level, with one end tied to the manway guard rail. He ob 
tained two planks and shoved one end between the rungs of the manway ladder, 
about 10 feet above the level-platform, leaving the other end suspended over 
the manway opening preparatory to attaching the rope and securing it with 
nails. The planks were then at an angle of about 30 degrees from the horizontal. 
Coulterman turned aside to pick up a hammer and nails, heard a noise, and looked 
around to find that the planks had disappeared down the manway. Liwinz 
heard the noise, questioned Michalchuk, and went down the manway from the 
rock pocket to investigate. Patrinko had been in the shaft with the 23rd level 
crew, and returned to the level to find Coulterman standing beside the manway 
after the disappearance of the planks. Brown was with the 14th level crew at 
that time.

Meanwhile, G. Synuyndziuk, who attended to the pumps on the 23rd and 
30th levels, had gone down No. 5 shaft to the 30th level because No. 3 shaft was 
closed to travel until 11.30 A.M. He walked across to No. 3 shaft and attended 
to the pumps there. About 12.25 P.M., he apparently started to walk up No. 3 
shaft manway to the 23rd level, not seeing anything to indicate that it might 
still be unsafe for travel. He was about 78 feet above the 30th level and about 
435 feet below the 23rd level, on the incline, when the planks hit him. Liwinz 
found him standing on the ladder about 28 feet below the apparent location of 
the accident. The planks were found in the sump below the 30th level.

Synuyndziuk had sustained lacerations to the head and face, concussion, 
fractures of the left scapula and clavicle, multiple fractures of all bones of the 
left foot, with traumatic amputation of the third left toe. Death was due to 
cerebral shock and concussion.

An inquest was held by Coroner H. M. Torrington, M.D., at Creighton on 
February 18. His verdict was as follows:—

Gregor Synuyndziuk came to his death February 5, 1944, at Copper Cliff Hospital, INCO, 
Copper Cliff, Ontario, as the result of having been struck by falling timber when ascending the 
manway of No. 3 shaft, Creighton mine, on the same date.

Gregor Synuyndziuk was climbing the ladder from the 30th level towards the 23rd level. 
On the 23rd level, two timbers (2 inches by 8 inches by 11 feet) were placed with one end between 
the rungs of the ladder, the other end free over the manway, and when the workman (H. 
Coulterman) turned for hammer, nails, and rope, the timbers slipped out of the rungs of the ladder 
and slipped down the unprotected shaft striking the deceased.

The lowering of timber as carried out in an open manway was a breach of Section 160, 
subsection 120, of the Mining Act of Ontario.

Death from cerebral shock and concussion.

Armand Lachance, British, aged 18, single, employed as a junior mechanical 
labourer at the Copper Cliff smelter, was instantly killed about 9.55 A.M. on June 
6, when a dismantled crane cab fell on him while he was painting it.

The cab is the second of a new type to be constructed by the company to 
replace the present cabs on the converter-aisle cranes and weighs 4,660 pounds. 
It is 6 feet wide, 7 feet 2 inches at the bottom, and 6 feet 7 inches high. The cab
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was moved from the motor-storage building into the matte-mould aisle of the 
converter building on May 27, after part of the electrical wiring had been com 
pleted. It was placed on two 12- by 12-inch timbers resting on the aisle floor, 
where the wiring was continued. This aisle is equipped with a 25-ton bridge 
crane, which does not have a regular craneman as it is only used occasionally. 
C. Austin, first-class electrician, assisted by J. Switch, third-class electrician, did 
the electrical wiring of the cab. Switch is qualified to operate cranes in connec 
tion with his electrical duties.

On June 4, W. Bradley, painter foreman, instructed Willian Yen, second- 
class painter of Chinese descent, to paint the cab in the same manner as the 
latter had done the first one. The first cab had been installed in position on 
the converter-aisle crane before the under side had been painted. Yen asked 
Bradley for assistance the following day, and Armand Lachance was sent to 
help him. The two men completed the painting, except for the under side, 
about 9.30 A.M. on June 6. There is contradictory evidence as to whether Austin 
had previously told Yen that the cab was to be lifted with the crane so that the 
under side could be painted, or whether Yen originated the idea himself. In 
any event, Austin instructed Switch to lift the cab for the painters. Switch 
moved the crane into position about 9.45 A.M. and told Yen to attach the cab 
to the hoist hook. Yen picked up a three-eighths-inch wire-rope sling, which he 
noticed lying on top of the cab switch box. It was 52 inches in length and had 
a spliced loop at each end. He passed one end twice through a clevis on the cab, 
pulled the other end through the loop at the clevis end, and put the free loop 
on the hoist hook. Switch lifted the cab about 6^2 feet above the floor and re 
mained at the controls while Yen and Lachance started to paint the under side.

About 9.55 A.M., L/achance was standing underneath the cab when the wire 
rope broke without warning. He was instantly killed by the falling cab. His 
injuries included a fractured skull, multiple fractures of ribs and sternum, 
multiple fractures of cervical and dorsal vertebrae, and comminuted fractures of 
both legs. Yen was standing to one side at that moment and was uninjured.

The breaking strength of new three-eighths-inch wire rope of the same type 
is about 5 tons. The safe working-load is about l ton. The sling appeared to 
have been in good condition. Yen had no knowledge of wire ropes or of the 
proper method of attaching slings. Normally, the requisite sling is chosen and 
attached by a rigger. No one is authorized to work underneath a load suspended 
from a crane.

An inquest was held by Coroner P. E- Laflamme, M.D., at Copper Cliff on 
June 21. His verdict was as follows:—

Armand Lachance was instantly killed on June 6, 1944, at the Copper Cliff smelter of the 
International Nickel Company while painting the bottom of a new crane cab suspended by a 
cable from a crane hook, when the cable broke allowing the cab to fall on him. From evidence 
given, Lachance had assisted William Yen to paint the sides of a cab while it was resting on the 
floor. Yen sent Lachance to the motor-storage shop to ask for someone to lift the cab with the 
crane. C. Austin, the electrician in charge of wiring the cab, sent his assistant, J. Switch, to 
operate the crane. Yen used a three-eighths-inch cable sling to connect the cab to the crane 
hook, and Switch lifted the cab off the floor. Yen and Lachance started to paint the bottom 
of the suspended cab, and Lachance was standing underneath it about ten minutes later when the 
cable broke. According to company regulations, Yen should have gone to his foreman, W. 
Bradley, for instructions before the cab was lifted. In ignorance, he used a cable of insufficient 
strength to carry the load and failed to block up the load before he and Lachance went under 
neath it. On the other hand, Austin had no authority to instruct Switch to operate the crane, 
and Switch failed to observe that Yen was incompetent to attach the load.

Richard Marshall, aged 46, British, married, with four children, one of 
whom was a dependant, employed since 1922 'as an ironworker at the Port
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Colborne refinery of the International Nickel Company of Canada, Limited, was 
crushed between a number of steel plates and some wire-mesh screen lying against 
the outside frame of the rack used for holding copper bars and rods in the store 
house. The accident occurred at 12.40 P.M., August 15.

The steel plates in stock in the storehouse are stored in a plate-rack 7 feet 
2 inches high, partitioned off for the different-sized plates. Next to the plate- 
rack is the copper-rack. There is a storage space 46 inches wide between the 
two racks. Owing to the fact that the plate-racks were filled, twelve plates were 
piled in this storage space, lying against the plate-rack. Eleven of the plates 
measured 5 by 12 feet, and one was 4 by 12 feet; they were all 11-gauge in thick 
ness, and their total weight was approximately 3,500 pounds. A number of 
wire-mesh screens of various sizes up to 5 feet in height were also stacked in the 
storage space.

Marshall, accompanied by M. Chalmers, entered the storehouse to procure 
a steel plate. He decided to take the plate measuring 4 by 12 feet. It was in 
the aisle with the eleven 5- by 12-foot plates resting against it. The two men 
tried to pull out the plate but found that it was bound too tightly by the other 
plates resting upon it. Marshall walked to the receiving desk and asked Frank 
Sandelli to help them. He then walked into the aisle between the two racks 
and attempted to pull the eleven plates away from the one he wanted. In 
doing this he pulled them too far, and the plates fell against him. The top of 
the plates pressed against his chest and crushed him against the wire-mesh screen 
that was standing in front of the copper-rack.

Chalmers and Sandelli immediately tried to push the plates off Marshall, 
but were unable to do so. They obtained help and were then able to move the 
plates.

Dr. B. A. MacKenzie was called and arrived at approximately l P.M. The 
injured man died while being taken to the Welland Hospital.

An inquest was held before Coroner E. A. MacKenzie, M.D., at the Town 
Hall, Port Colborne, at 2 P.M., August 24. The jury's verdict was as follows:—

We, the jury, find that Richard Marshall came to his death in the city of Welland on August 
14, 1944, by accidentally being crushed by steel plates at the International Nickel Company's 
plant at the performance of his regular duties.

Joseph S. Nigh, British, aged 39, married, employed as a churn-drill helper 
at the Frood open pit, was killed about 2.30 A.M. on September 20, when a part 
of the fourth bench fell away in No. 12 sink cut, causing him to fall about 40 
feet with it.

The 60-foot bench is being mined over an empty stope on the 200-foot level 
of the Frood mine. The stope is from 25 to 35 feet in height, and the back is 
from 10 to 15 feet below the floor of No. 12 sink cut. It was inspected by mine 
officials prior to the installation of a dam on the 200-foot level in October, 1943. 
The third bench had just been mined over it, and the back was found to be 
intact. Eight churn-drill holes in the fourth bench broke into the stope during 
the blasting of four series of holes between August 27 and September 18. Only 
the muck above the elevation of the floor of the sink cut was removed. Four 
holes, about 15 feet apart, were then laid out for drilling to a depth of 40 feet. 
They were in a row at distances of 9^ to 16J^ feet from the edge of the bench 
overlooking the break-through into the stope. Churn drill No. 16 started drill 
ing the west-centre hole at l P.M. on September 19, completed it at l A.M. on 
September 20, and started drilling the west hole at 1.27 A.M. The west hole 
was 12 feet deep at the time of the accident. Churn drill No. 27 started drilling
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the east-centre hole at 1.30 P.M. on September 19, completed it at 9.45 P.M. that 
evening, and started drilling the east hole at 10.30 P.M.

P. Ladyk, driller, and his helper, J. Nigh, employed on churn drill No. 27, 
found that the east hole was 17 feet deep when they started work at l A.M. on 
September 20. They bailed out the hole shortly before 2.30 A.M., when it was 
20 feet deep, but noticed that the sludge.was running back into the hole. Nigh 
picked up a shovel and was about to make a dam around the collar when the 
bench gave way under him. He was found on top of the muck pile with a small 
chunk of rock lying across his pelvis. He had sustained fractures of the skull 
and pelvis in addition to internal injuries and was dead when reached.

An examination of the scene afterwards revealed that a part of the bench, 
82 feet in length and extending from the back of the stope to the top of the bench, 
had fallen away. The west and west-centre holes had disappeared, and the east- 
centre and east holes were now 2 and 4 feet, respectively, from the edge of the 
bench. Intersecting slip planes were exposed in the face of the bench by the 
fall of ground, which amounted to about 4,800 tons and did not disturb the churn 
drills.

An inquest was held by Coroner P. K. Laflamme, M.D., at Frood on 
September 27. His verdict was as follows:—

Joseph S. Nigh, age 39, employed as a churn-drill helper by the International Nickel Com 
pany, was instantly k'lled at the Frood open pit about 2.30 A.M. on September 20, 1944. From 
evidence given, Nigh was helping on churn drill No. 27, which was drilling a vertical hole in the 
fourth bench of the pit about 11 Yi feet from the edge of the 60-foot face. The sludge was bailed 
out of the hole just before 2.30 A.M., but began to run back into it. Nigh got off the drill to make 
a dam around the collar of the hole. He was standing between the drill and the edge of the bench 
when about 4,800 tons of rock broke away from the bench without warning and carried him with 
it. He was found on the muck pile about 40 feet below the drill. The fall of rock extended across 
82 feet of the face and cut back the edge of the bench to within 4 feet of this hole. Death was 
due to internal injuries. Accidental death with no blame attached to anyone.

Mike Kachur, British, aged 22, single, employed as a third-class garage 
mechanic at the Frood open pit, was instantly killed about 10.30 P.M. on October 
17, when an explosion occurred in a metal cabinet in the repair garage.

The western section of the garage contains four repair pits, numbered from 
east to west. Each pit is about 4 feet deep, 3^ feet wide, and 34 feet long. 
They are from 12^ to 14 feet apart. No. 4 pit is about 7^ feet from the west 
wall of the garage and is used for bulldozer repairs. A metal cabinet, about 2 
feet deep, 6 feet high, and 8 feet long, was located against the west wall near the 
centre line of the pits. It was completely divided in half by a metal partition. 
The south half was subdivided into two lockers, No. l and No. 2, by a metal 
partition to within 10 inches of the top. The north half was designated as No. 3 
locker. Each half of the cabinet was equipped with a pair of doors, which lapped 
in the centre over a padlock clasp. The doors were made from No. 10 gauge 
plate, and the balance from No. 15 gauge metal. The cabinet was used by the 
bulldozer repair crew for the storage of tools, supplies, and an oxy-acetylene 
cutting-outfit. The latter was stored in No. l locker. The repair crew was 
divided into day and afternoon shifts, and was under the leadership of P. Denniel.

On October 17, Denniel used the oxy-acetylene outfit on day shift without 
removing the cylinders from the cabinet. He turned off the torch valves about 
4.30 P.M. and instructed D. Marier to return the torch and hoses to the cabinet. 
He did not say anything to Marier about turning off the cylinder valves and 
omitted to turn them off himself. When he went off shift, the door of No. l 
locker was presumably unlocked, while that of No. 2 locker was locked. Denniel 
had the only key to the padlock serving both these doors.
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The afternoon shift on this work consisted of C. Messenger and his helper, 
M. Kachur. They worked on a bulldozer at the Stobie pit till 9 P.M., had lunch, 
and then started work on a bulldozer standing over the north end of No. 4 pit 
in the garage. Messenger left the garage about 10.15 P.M. after instructing 
Kachur to steam the parts that they had removed. J. Grenier, who was working 
on a haulage truck standing over No. l pit, shortly before 10.30 P.M., observed 
Kachur using a torch in the vicinity of the cabinet. This torch belonged to a 
second oxy-acetylene outfit, located between No. 3 and No. 4 pits. No. 2 and 
No. 3 pits were vacant. Grenier and Kachur were alone at the time of the 
accident.

About 10.30 P.M., a violent explosion occurred in the cabinet. Kachur was 
thrown into No. 3 pit, a distance of about 20 feet, and instantly killed. His 
injuries included very extensive fractures of the skull, with loss of most of the 
brain tissue, which was scattered over a wide area. Grenier did not see any 
flame or smoke, nor smell anything out of the ordinary.

The torch that Kachur had been using was found hanging over the edge of 
No. 3 pit. The door of No. l locker was in this pit, about 5 feet from Kachur's 
body, with a blood stain on the outside, indicating that it had hit him. The 
door of No. 2 locker was lying beside No. l pit. The padlock securing this door 
had been ripped through the clasp and was found in No. 4 pit. The south door 
of No. 3 locker, which had been unlocked, was hanging by one hinge. The parti 
tion between No. l and No. 2 lockers was undamaged. The partition between 
No. 2 and No. 3 lockers had been driven into No. 3 locker at the top and bottom. 
The south end of the cabinet was distorted outwards, and the top over the south 
half was bulged upwards. The interior was not scorched or blackened. The 
contents of No. l and No. 2 lockers were partly scattered on the floor in front of 
the cabinet. An empty metal tool chest without a door was standing near by. 
A steel plate was lying on the floor in front of No. l locker. Kachur had ap 
parently been cutting a door for the chest from this plate.

The oxy-acetylene outfit in the cabinet was carefully examined. The 
cylinders were intact. The cylinder valves were open. The gauges on the 
acetylene reducing-valve showed a cylinder pressure of 35 pounds and a hose 
pressure of 9 pounds. The gauges on the oxygen reducing-valve showed a cylinder 
pressure of 1,000 pounds and a hose pressure of 25 pounds. The torch valves 
were closed. No leaks were found in any part of the acetylene equipment. 
There were slight leaks in the oxygen hose and torch valve. Nothing was found 
among the other contents of the cabinet to indicate what had exploded. The 
oxy-acetylene outfit that Kachur had been using was found in good order, except 
that the torch had been damaged by the explosion.

It is thought that the explosion may have been caused by acetylene, which 
was ignited by sparks from Kachur's work. There was nothing, however, to 
show that any leakage occurred from the outfit in the cabinet. It is possible 
that acetylene entered the cabinet from Kachur's torch before he lit it. He had 
very little experience with a torch. Less than 3 per cent, acetylene is needed 
to make an explosive mixture with air, and it can be very easily ignited. The 
maximum explodability is reached when 7.7 per cent, acetylene is present in the 
mixture.

An inquest was held by Coroner H. M. Torrington, M.D., at Frood on 
November 9. His verdict was as follows:—

Mike Kachur came to his death at Frood mine, Ontario, International Nickel Company, 
on October 17, 1944, from a fractured skull, loss of brain substance, and other multiple injuries 
received as the result of an explosion in lockers Nos. l and 2 in the repair garage, Frood open pit. 
The cause of the explosion is unknown unless it should have been from escaping acetylene gas
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ignited by the use of an oxy-acetylene torch close by, but this could not be proved. Accidental 
death.

Kerr-Addison Gold Mines, Limited
James Edward Demoline, mucking-machine operator, was fatally injured by 

a fall of ground in No. 2,503W drift on the 2,500-foot level of the Kerr-Addison 
mine at 12.45 P.M. on March 29.

Demoline, aged 35, British, married, with five children, had been employed 
at the Kerr-Addison mine since September 17, 1941. He had no previous mining 
experience.

No. 2.503W drift is an untimbered, 8- by 8-foot heading advancing west 
ward. At the point of the accident the rock is a chloritized flow or lava. A 
round had been blasted on the night shift of the 28th.

Demoline and Alfred Sedore, a motorman, had scaled, cleaned up, and 
mucked six 2-ton cars. Mine Captain J. Sagin came into the drift at 10.15 A.M. 
He instructed Sedore and Demoline to gad a large slab of loose extending across 
the width of the back, probably about 8 feet long and 18 inches thick. They 
did not succeed in getting the slab down, and Sedore was sent out for a fuse 
and three sticks of powder. Sagin left at 11.20 A.M. after instructing the men to 
blast at lunch-time. Sagin saw Shift Boss D. Roulston at 11.45 A.M. and told 
him to visit the working-place immediately after his lunch hour, which was 
between 12 and l P.M.

Sedore and Demoline blasted at 11.30 A.M., took their train to the dump, and 
then had lunch. At 12.35 P.M. they went back to the face, Demoline in advance. 
When Sedore arrived, Demoline was standing on the muck that had been blasted 
down and was engaged in scaling a relatively small piece of loose near the centre 
of the back and slightly to the east. Sedore stood against the south wall at a 
point slightly west of Demoline and proceeded to help scale the same piece. As 
it came down a long slab dropped out of the back, the larger part of which struck 
Demoline and pinned him down by the hips.

A track crew, consisting of Leo Samuel and Nick Wediach, was in the drift 
at the time. They immediately attempted to release Demoline while Sedore 
went to the station to notify the cagetender and to obtain the aid of two raisemen, 
J. Musial and H. Gauthier, who were working near by. Sedore then returned 
to the scene of the accident. Demoline was released at 1.10 P.M.

Demoline suffered the following injuries: complete fracture of the pelvis 
and lower spine, crushing of iliac bones, left foot torn off at the ankle, fractures 
of practically all ribs, and internal injuries. He was dead when examined by 
Dr. Pollack in the first-aid room. Death was considered to have occurred at 
approximately the time of his release from under the slab, which was at 1.10 P.M.

Examination of the scene of the accident showed that a slab 14 feet long and 
15 inches thick, with a maximum width of 4^ feet, had fallen, breaking into five 
pieces; the largest and central piece was 8 feet long. The ground that failed 
was from the back, north of a vertical east-west shear plane located about a foot 
south of the drift centre line. The north edge of the slab that fell was a minor 
fault whose strike was somewhat curved and almost parallel to the shear plane 
that formed the south edge. The fault had a dip of about 450 N., and its pro 
jection upwards would intersect the shear plane about 1^ feet above the back 
after the accident. The surfaces of the shear plane and the fault showed a 
considerable amount of talc. In neither case were the planes of weakness 
readily visible before the accident.

It is not known whether Demoline had sounded this section of the back, 
which had been freshly exposed by the blast at noon. No sounding was done
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from the time of Sedore's arrival till the accident occurred, an interval of from 
5 to 10 minutes.

An inquest was held at the Kirkland Lake Municipal Hall at 7 P.M. on 
April 5 before Coroner R. H. Armstrong, M.D. The jury returned the following 
verdict:—

We find that James E. Demoline came to his death as a result of a fall of rock in 2503W 
drift on the 2,500-foot level of the Kerr-Addison mine on the 29th day of March, 1944, at 
approximately l P.M. No blame attached to anyorfe.

Lake Shore Mines, Limited
James Breakwell, British, aged 55, married, was suffocated in sand when he 

fell into the sand pass below the 2,325-foot level of the Lake Shore mine at 
1.50 P.M., December 30. At the time of the accident Breakwell was employed 
as a motorman and had been employed at the mine since March 11, 1930.

The fill-pass system of the mine is filled periodically by dumping railroad 
train-loads of sand from the McNamara sand pit into the system at surface. 
The last of 19,074 tons of sand was dumped at surface on December 28.

The chute of the 2,325-foot level fill-pass raise is located on the west side 
of the main crosscut. The raise from the 2,450-foot level breaks into the east 
side of the crosscut, the break-through being 13 feet long by 6 feet wide. At 
the south end, directly opposite the chute of the 2,325-foot level fill raise there is 
a by-pass opening 3 feet 8 inches wide between two I-beams. The sides and back 
of this opening are securely guarded by a 3-inch angle-iron fence, which is 3 feet 
high. At the front of this opening there is a steel-plate slide or transfer door 
hinged at the bottom. The top of the I-beams on which the hinge and angle- 
iron fence rest is three-quarters of an inch below the top of the track. The door 
hinge is l foot 3 inches east of the east rail. The width of the door is 3 feet 8 
inches, and the height of the sides is 10 inches. When this door is in the "closed" 
position, it leans slightly off vertical against the top of the angle-iron fence, 
effectively guarding the by-pass opening. When the door is "open," its upper 
end rests against the lip of the chute of the fill pass above for the purpose of by 
passing fill. In the "open" position its inclination is 55 degrees, and a triangular 
opening thus formed on each side, between the door side and angle-iron guard, 
is 6 inches at the bottom or hinge elevation and 2 feet at a height of 3 feet. The 
rest of the fill-raise opening is covered by a grizzly, the members of which are 
80-pound rails spaced at an average distance of 8 inches apart. The grizzly 
surface is 15 inches below the top of the crosscut track. Fill may be dumped, 
drawn, or by-passed at each level. The installation described above is standard 
for nearly all levels of the mine between the 2,000- and 3,950-foot levels and has 
been in use for many years.

On levels such as the 2,325-foot, which is inactive, the transfer door and 
chute gate are usually left in the "open" position during the period when sand 
is being dumped at surface.

The sand currently being passed at the 2,325-foot level was of exceedingly 
fine texture with very poor flowing qualities. The pass below the 2,325-foot 
level was full and sand covered the track at both sides of the slide door. The 
grizzly area adjacent to the by-pass opening was flooded with sand.

At 11 A.M. John Conlon, mine captain, took Breakwell and his partner, W. 
Fortey, from the 2,000-foot level to the 2,325-foot level to clean up the spillage 
of sand on the track at the fill pass in order that they could pull muck: from the 
spillage pocket of No. l shaft. The slide door was in the open position. Fortey 
mucked on the south side and Breakwell on the north side. When Breakwell
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had cleaned up his own side he said to Fortey, "I'll clean off the slide." He was 
standing opposite the open triangular space formed by the guard rail on his left 
and the side of the sloping slide door at his right, shovelling or shoving with his 
shovel the sand from the door on to the sand in the pass, which was full. This 
sand suddenly dropped, and he pitched headlong into the pass. He must have 
been off balance at the moment.

T. Ramsay, shift boss, arrived at the scene of the accident a few minutes 
after it occurred and was lowered on a rope about 25 feet down the sloping surface 
of the sand in the fill pass below the 2,325-foot level but could see no trace of 
Breakwell. The chute on the 2,450-foot level was then pulled, and at 4.10 P.M. 
Breakwell's body was recovered. Death was ascribed to suffocation. There 
were no other injuries.

J. Craig and Walter Draker, utility men, were on the 2,450-foot level at 
11.20 A.M. when Conlon met them and told them to by-pass enough sand from 
the 2,450-foot level fill pass to drop the sand level on the 2,325-foot level about 
10 feet in order to give Breakwell and Fortey, who were cleaning at the 2,325- 
foot level sand pass, more room to dispose of the sand.

Craig and Draker passed some sand over the by-pass door. As this made it 
impossible to raise the door, Craig started down to the 2,575-foot level to have 
the sand lowered in the pass. As he was going to the 2,575-foot level he met the 
motorman from that level, who was coming to the 2,450-foot level to pull the ore 
pass. Craig thereupon arranged that he would pull the ore pass on the 2,450- 
foot level and the 2,575-foot level motorman would pull the sand pass on the 
2,575-foot level. After this was done and the slide door was opened, Craig and 
Draker noticed that the sand in the pass above the 2,450-foot level was hung 
up at a height of about 50 feet. They blasted 3 sticks of powder on a 20-foot 
pole, leaving the slide door down and the chute gate up. This was at about 
1.50 P.M. Returning while it was still smoky to see the results of the blast, they 
could see that the concussion had knocked down the chute gate. As they waited 
at a point down the crosscut for the smoke to clear away they were told that 
Breakwell had fallen into the pass. On examining the chute when the air was 
clear, they found that only about a ton of sand had come down.

An inquest was held at the Kirkland Lake Municipal Hall at 8 P.M., January 
10, 1945. The jury returned the following verdict:—

On December 30, 1944, James Breakwell was killed at Lake Shore mine due to suffocation 
in a sand pass. We find that death was due to accidental causes, caused by a hung-up chute in 
a sand pass.

Little Long Lac Gold Mines, Limited

Alex Heino, aged 56, naturalized British subject of Finnish birth, married, 
with no children, employed as a driller at the Little Long Lac mine, was fatally 
injured in No. 1,801-14 stope at about 10 A.M. on October 2, when he drilled into 
a bootleg containing powder. He died approximately fifteen minutes later. 
John Bies, Heine's helper, was injured at the same time.

No. 1,801-14 stope is on the 18th level. The back was being taken down 
over the drift, which was 7 feet high. A breast 5 feet wide and 10 feet high was 
being mined to make the back of the stope 17 feet above the base of the rail. 
Enough muck was left for the miners to work on while drilling.

Alex Heino, driller, and John Bies, helper, returned on October 2 at 8 A.M. 
to the breast in No. 1,801-14 stope where Heino had drilled and blasted 10 holes 
on the Saturday afternoon shift of September 30. No work had been done on 
Sunday. They washed the breast off so that the sampler could see the ore in 
the face. The bootleg holes were not cleaned out even though the men were



38

provided with a brass-tipped scraper. A set-up was made with the bar in a 
horizontal position and the arm in a vertical position. The right back hole was 
started and finished 6 inches to the left of an old bootleg hole. According to the 
evidence given by Bies, Heino then lowered the machine to start his second hole, 
using a 6-foot steel as a starter, right in a bootleg, which was located approxi 
mately 2 feet directly under the right back bootleg. At this time Bies, even 
though he could see no powder in the bootleg, warned Heino not to drill in the 
bootleg because there might be powder in it. Heino paid no attention to Bies 
but kept on drilling. Bies testified that he became nervous and went to a place 
about 10 feet behind the bar and knelt down as low as he could. He was putting 
a Craig bit on an 8-foot -steel when an explosion occurred. Bies was rendered 
unconscious but, when he regained consciousness, he found his lamp was un 
damaged and was able to make his way to the winze station where he telephoned 
the cagetender for help shortly after 10 A.M. He then went to the surface. The 
cagetender notified Charles Sheehan, underground superintendent, Jack Peet, 
shift boss, and Harry Walker, motorman, about the accident, and they immedi 
ately went to the No. 1,801-14 stope, where they found Heino. Heino died 
shortly after they arrived, about 10.15 A.M., without regaining consciousness. 
Death was due to shock and haemorrhage secondary to multiple fractures of the 
left ribs, perforation of the lung, compound fracture of the left arm, and a bad 
fracture of the left forearm.

The machine was still running when Sheehan got to the scene of the acci 
dent, but the machine arm was in a horizontal position with the handle of the 
machine bent and embedded in the planks on which Heino had been standing. 
The drill steel was still in the hole, and directly under the hole and on the breast 
bits of ground-up powder and powder casing were found. These had been washed 
out of the hole as the drill steel penetrated the bootleg. The steel had drilled 
almost to the bottom of the bootleg before the explosion occurred. The other 
nine bootlegs were examined, and it was found that they had not been cleaned 
out. The bootleg that Heino drilled into was 2^ feet deep.

It is almost unbelievable that a miner possessing as much experience as 
Heino had, working on and off at the Little Long Lac mine since 1935 as a driller, 
would drill in a bootleg. Peet, Heine's shift boss had not yet visited the stope 
at the time of the accident but was on the 19th level on his way to the 18th level.

An inquest was held before Coroner Charles Powell, M.D., at the Geraldton 
Town Hall at 2 P.M. on October 4. The jury returned the following verdict:—

Alex Heino died October 2, 1944, at Little Long Lac gold mine as a result of injuries received 
in an explosion which occurred when he drilled into a bootleg hole, which evidently contained 
unexploded powder.

We recommend that Mining Regulations be more strictly enforced and that miners be 
instructed in these regulations at regular intervals.

Through an error the inquest was held without an Inspector of Mines having 
the opportunity of being present, as required by the Mining Act of Ontario.

Madsen Red Lake Gold Mines, Limited

Thomas A. Morrow, British, aged 34, married, with no children, employed 
as a machine runner, was instantly killed in the No. 6-8 stope at the Madsen 
mine at approximately 12.30 A.M., October 30. Morrow had been employed at 
the Madsen mine as a miner for nearly six years.

The No. 6-8 stope was being mined by shrinkage methods. The back of 
the stope at No. 6-8 raise, which is located about 40 feet from the west end of
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the stope on the footwall or north side, is 45 feet above the base of the rail of 
the sixth level. The width of the stope at the raise is 13 feet.

On the afternoon shift (7 P.M. to 3 A.M.) of October 29, Tom Morrow, 
machine runner, and Wm. Woloshyn, helper, were working in the No. 6-8 stope. 
Just prior to lunch they finished drilling off a breast, which was located 25 feet 
west of the foot of the raise. While Woloshyn took down the machine, bar, 
etc., Morrow scaled in and around the bottom of the raise. At lunch-time 
Morrow telephoned his powder order to surface and notified his shift boss, Alex 
Lauder, who had visited the stope before lunch, that he, Morrow, was going to 
blast 16 holes in the breast and 3 pops in some loose. When the men returned 
to the No. 6-8 stope after lunch, Woloshyn started to slit the powder they had 
brought in and Morrow continued scaling just west of the raise prior to setting 
up the machine to drill the 3 pops in the loose that he had mentioned to Lauder 
before lunch. About 12.30 A.M. Woloshyn looked up from his work of slitting 
the powder just in time to see a large piece of loose falling on Morrow. Seeing 
that help was necessary, Woloshyn immediately notified surface and about l 
A.M. Lauder and Dr. McCammon entered the stope. Dr. McCammon examined 
Morrow, who was trapped under about 5 tons of loose, and pronounced him dead. 
The piece of loose was jacked up and the body recovered. Death was instan 
taneous and was due to cardiac failure from a crushed chest, a possible skull 
fracture, a fractured right leg, and multiple other injuries.

An examination of the scene of the accident showed that the loose had 
fallen from the back west of the raise where Morrow had been scaling. The loose 
had been bounded for a distance of 12 feet (almost the width of the stope) on 
the west side, by a slip that dipped 550 W. The north end of the loose had been 
located just west of the foot of the raise and wag 2 feet in thickness and tapered 
to a thin edge at the south end and the east side. The average width of the piece 
of loose was 4 feet. Woloshyn stated that Morrow had planned to drill 2 pops 
in the piece of loose that caused his death and to drill a third pop farther to the 
east. It is probable that just prior to his death Morrow scaled down the key 
piece holding the large piece of loose that fell on him.

An inquest was held by Coroner F. Galway, M.D., at the Madsen Com 
munity Hall on November 4 at 2 P.M. The coroner gave his verdict as follows:—

I find that Thomas Alexander Morrow came to his death accidentally in performance of 
his duty due to multiple injuries of the chest and bqdy from the fall of loose in the 6-8 stope of 
the Madsen Red Lake Gold Mines, Limited, about 12.30 A.M. on October 30, 1944.

Pamour Porcupine Mines, Limited

Harry Emans, British, aged 29, married, with two dependent children, 
employed as a switchman, was fatally injured on October 13 about 8.25 P.M. in 
a train wreck in No. 821A drift on the 800-foot level of the Pamour mine. He 
was rendered unconscious immediately by his injuries and died from ten to 
fifteen minutes later while being freed from under an upset car.

Emans had worked at Pamour since July 5, 1943, as a chute puller and 
switchman.

No. 821A drift branches north off the main No. 822 East drift and runs 
eastward and parallel to it about 90 feet to the north. The drift is 8 by 8 feet 
in cross-section from the point where it branches off from No. 822 East drift to 
the beginning of the double track, a distance of about 200 feet. This is about 
90 feet east of the end of the double curve coming into No. 821A drift. About 
10 feet east of the frog point of the switch for the double track, the drift is about
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13 feet wide. At this point there is a bay in the north wall 4 feet deep and 5 
feet long.

On October 13, the night of the accident, George Blitva was acting as motor- 
man, driving a 5-ton General Electric battery locomotive handling trains of 
3-ton cars. The cars were the solid, square-box type, net weight 3,200 pounds 
each, dumped by a rotating tipple. The cars have an overall length of 8 feet 
and a height above rail of 4 feet. The inside measurements of the boxes are: 
length, 6 feet 10J/2 inches; width, 3 feet 7 inches; depth, 2 feet 7 inches. Blitva 
had worked at Pamour since 1936 as motorman, chute puller, and level boss. 
On the night of the accident he was substituting as motorman in place of the 
regular motorman, who was absent. Emans was the switchman for the train.

About 8.25 P.M. Blitva, driving the locomotive, was pushing a 12-car train 
of 3-ton empty cars eastward upgrade to No. 9 stope in No. 821A East drift. 
Emans was riding in the lead car. Blitva had a clear vision of the lead car in 
his motor light and saw Emans riding inside the lead car. He was in the car 
box near the rear end. The train had just cleared the double curve into the 
drift when the lead car jumped the track at the switch to the double track 
running east. Blitva's first warning of the accident was seeing the two front 
cars rising in the air. At this time he could not see Emans. Blitva applied 
his brakes immediately and went forward to investigate.

The first car was found lying on its left side across the four rails of the two 
tracks just east of the switch. This first car had been turned through an angle 
of 115 degrees, bringing the two rear wheels against the side of the second car. 
The second car was also off the track with its front end nosed into the bay in 
the north wall. This second car was tilted at 20 degrees away from the first 
car, its side resting on the wheels of the latter while the coupling held them 
together nearer the floor. The right front wheel of the second car was thus 
held about 9 inches above the track ties. Emans was found lying on the north 
track under the first and second cars on his right side, his left leg drawn up in 
front of him across the north rail. His head was under the box of the first car 
and his back against the left rear wheel of the car. His hips and legs were 
under the second car, the raised wheel of which rested lightly on his hip.

Blitva ran 300 feet to the east along the drift where he knew there was a 
chute puller, Tom Allan. When he got there he found him talking to L- Aro, 
mine captain. Aro noted that the time was then 8.28 P.M. The three men 
hurried back to the wreck. Aro felt for Emans' pulse and found that he was 
still alive. The men got pinch bars and blocks and prized the cars up enough 
to remove the pressure on Emans' head. Aro stated that he died as soon as 
pressure was removed. Emans was then left until Dr. W. S. Paul arrived and 
directed his removal to surface, where he arrived about 9.40 P.M.

The cause of the wreck cannot be definitely stated. Nothing was found 
wrong with the switch or switch points of the No. 25 track. The switch was 
turned so that the cars could take the north or branch track off the straight line, 
as intended. A rock weighing about 4 pounds, which was found just behind 
the safety block at the west end of the frog, may have caused the first car to 
leave its proper path at the frog throat. It is evident that one wheel was 
twisted clockwise in the frog. This wheel was on the wrong side of the frog point. 
The wheel cracked the frog point 3 inches from the end, and gouged the right 
wing rail at the same time. The front wheels of the third car stopped on the 
frog. As the cars were bumper to bumper going upgrade, the third car moved 
forward only 16 feet after the front wheels of the first car reached the frog. 
About 11 feet of slack would have to be taken up in the couplings before the 
motor would have any control over the forward movement of the first two cars.
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This corroborates Blitva's evidence that he stopped the motor in a space of 5 or 
6 feet and that the maximum speed of a train of 12 empty cars at this point was 
only 3^ miles an hour.

Dr. Paul stated that Emans' death was caused by fractures of the base and 
vault of the skull. The left side of his face was contused, and the ear practically 
torn off. There was a long laceration behind the right ear exposing the skull 
fracture. His left hip was contused, and his right arm and shoulder were bruised.

An inquest was held before Coroner Frank Evans at Porcupine at 4 P.M., 
October 27, 1944. The jury returned the following verdict:—

We the jury empanelled to enquire into the cause of the death of Harry Emans find that the 
said Harry Emans came to his death by being crushed beneath an ore car which had been derailed 
accidentally underground at the Pamour mine on the 13th day of October and that his death was 
purely accidental.

Paymaster Consolidated Mines, Limited

Joseph Kukac, Jugo-Slav, aged 44,. married, with wife and four children re 
siding in Jugoslavia, and Pekka Mutanen, Finn, aged 39, married, were both as 
phyxiated by carbon monoxide in No. 1,903C shrinkage stope on the 1,910-foot 
level of the Paymaster mine, May 19, 1944. Both men were machine runners. 
Kukac had worked at the Paymaster mine since October 7, 1939. Mutanen 
was first employed at the Paymaster mine on May 26, 1942, and had worked 
there for twenty months out of the two following years. There is no record of 
either man having worked at any other mine. Mutanen was used as a spare 
miner. He worked in No. 1,903C stope from May 16 to 19 in place of R. 
Vourimaki, who was absent from work.

No. 1,903C shrinkage stope averages about 5 feet in width. It is the full 
length of an ore shoot that dips at about 800 S. and rakes at 500 E. Entrance 
to the stope is by way of a stulled manway at the east end. There is one raise 
out of the stope to the 1,740-foot level. It is about 12 by 7 feet in cross-section, 
and the centre is 45 feet west of the manway. From the manway to the raise 
the stope back at the time of the accident was 62 feet above the 1,910-foot level. 
West of the raise the back was approximately 7 feet lower for 143 feet as far as 
a breast 30 feet from the end of the stope. This breast was 11 feet deep. The 
back at the bottom of the breast sloped up at an angle of 15 degrees until it had 
gained 43^ feet in height, and then sloped downward at 45 degrees to the end 
of the stope, a distance of 25 feet from the breast.

The stope was worked by one shift only. At the end of the 4 P.M. to mid 
night shift on May 18, Kukac and Mutanen blasted 50 holes with 70 per cent. 
Driftite powder west of the 11-foot breast, completing one slice to the face and 
cutting into the 11-foot slice with some twenty odd "fan back holes." These 
holes piled the muck up within a couple of feet of the back under the 11-foot 
breast, but left up to 10 feet of space between the muck and the back, west of 
the breast. Before blasting on the 18th, Kukac and Mutanen removed 17 feet 
of pipe from their 2-inch air-line. The end of the shortened line was then exactly 
100 feet from the west end of the stope. The valve on this line was 20 feet west 
of the manway. When they left the stope they did not open the valve. They 
returned again to No. 1,903C stope about 4 P.M. on May 19.

T. O'Connor, the shift boss, visited the stope about 9.45 P.M. and found 
both men dead about 12 feet from the west end of the stope. Kukac was in a 
sitting position, leaning against the footwall. Mutanen was lying face downward 
on the muck. The water was running from the hose that the men had connected 
and dragged in to this point. Only a small section at the end of the stope had



42

been washed. There was no evidence of other work having been done. O'Connor 
found the air very bad in the stope, west of the raise. No air was blowing and 
the air hose was found coiled up at the end of the pipe line. He opened the air 
valve a small amount and went for help.

The nearest aid was found on the 1,740-foot level. O'Connor then went to 
the 2,000-foot level, telephoned to surface, and made arrangements for a doctor 
to come underground and for Burrell masks and an inhalator to be sent down. 
He despatched men to No. 5 shaft to get these and returned with two men and 
a stretcher to the stope. Kukac and Mutanen were carried out east of the raise 
where the air was fresh, and artificial respiration was carried on with the aid of 
the oxygen inhalator until the doctor arrived and took charge.

The stope is on the bottom level of O'Connor's beat, which extends from 
the 1,050-foot to the 1,910-foot level. Ordinarily O'Connor would cover the 
beat in two or three hours but on this night he was delayed by other work.

Compressed air was not used to blow out and dilute the gas owing to a 
mistaken belief on Kukac's part that water would render the gas harmless. R^ 
Vourimaki testified at the inquest that he had worked with Kukac for four years 
and that they had mined No. 1,903C stope up from the level. Vourimaki 
related that on one occasion they had found their working place gassy and had 
argued over the procedure they should follow. Kukac had maintained that 
washing the stope would be sufficient to clear the gas, but Vourimaki had in 
sisted on blowing air and had done so.

The inquest was held before Coroner Frank Evans at South Porcupine at 
4 P.M. on May 25. The jury returned the following verdict:—

We, the jury, find that Pekka Mutanen and Joseph Kukac came to their death on Friday, 
May 19,1944, about 11 P.M. in 1.903C stope, 1,910-foot level of the Paymaster Consolidated Mines, 
Limited, in the township of Tisdale by being gassed, death being accidental, and we recommend 
that the air pipe be kept closer to the face and a little air left blowing between shifts.

Reliance Fluorspar Mining Syndicate, Limited

Albert Lalonde, Britisfi, of French-Canadian descent, aged 27, married 
with 5 children, employed as a working-shift leader and miner at the Rogers 
mine operated by the Reliance Fluorspar Mining Syndicate, Limited, was in 
stantly killed by a fall of rock underground on November 10 about 9.30 P.M. 
Lalonde had worked in the district in the talc and fluorspar mines for nearly 
three years, chiefly as a driller, and had been employed at the Rogers mine since 
February, 1944, as a driller. He was a good miner.

Fluorspar is being mined at this property from a vein having a strike of 
about N. 600 W. and a dip of about 850 N. The vein has been mined for a length 
of 200 feet along the strike and to a depth of 72 feet below the surface. The 
width of the stope varies from 6 to 12 feet.

The underhand-open stull method of mining is used. Starting from the 
bottom of the shaft, horizontal slices are mined from the bottom from east to 
west along the strike of the vein. The excavation is followed up with timber. 
Floors about 16 feet apart vertically are installed. These consist of round elm 
stulls, 8- to 10-inch tops at horizontal intervals of about 8 feet, covered with 
round elm poles, 4- to 6-inch tops. Additional stulls are installed if necessary 
to hold local loose. The east end of the stope slopes at an angle of 600 W. from 
the surface to the floor of the stope and forms the hoisting-way known as No. 2 
shaft. The muck is hoisted by a bucket running on a skid. There is a surface 
pillar 12 feet thick at the No. 2 shaft collar. The pillar increases in thickness
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to 20 feet at a vertical raise used as the second exit, which is located 150 feet 
west of the shaft, and continues at this thickness to the west end of the stope.

On the day of the accident a slice 12 feet thick was being mined from east 
to west from the floor of the stope and was being carried in two 6-foot benches, 
horizontal holes being used. It had reached a point about 60 feet east of the 
bottom of the shaft on November 10, and the face was ready for drilling at the 
end of the day shift.

The afternoon shift consisted of 4 men: Albert Lalonde, miner and shift 
leader; T. Lindale, Lalonde's helper underground; Perry Bronson, hoistman; 
and F. O'Connell, deckman. At about 4 P.M., P. Keller, mine foreman, in 
structed Lalonde to drill, blast, and muck another 6-foot bench at the west face. 
He also instructed Lalonde to blast two pop-holes that the day shift had drilled 
in an overhang in the hanging wall 16 feet above and a few feet west of the face.

After going underground Lalonde drilled 8 holes in the bench while Lindale 
mucked. The two men went to surface for lunch at 7 P.M. They returned 
underground at 7.30 P.M. Lalonde drilled another 2 holes in the bench and loaded 
the 10 holes, using a total of 40 sticks of powder. He lighted the holes, and 
Lindale and he went to surface about 9 P.M. With the hoistman and the deck 
man they waited in the hoist-room for the blast and for the smoke to clear 
from the mine. At about 9.30 P.M., Lalonde, followed by Lindale, then went 
underground again, taking 2 sticks of powder to blast the overhang at the end 
of the shift. There was a little smoke at the collar, but below ground it was 
quite clear. Lalonde had just reached the toe of the muck pile produced by 
his blast when a slab of loose rock fell from the hanging wall (north wall) and 
crushed him to the ground. Lindale, who was standing close behind and to 
to the south of Lalonde, received a glancing blow on the leg, and was knocked 
down. He lost his lamp. He was able to get up immediately and realized 
that there had been a fall of ground and that Lalonde had been caught and 
seriously hurt. As both lights were out, Lindale could see nothing and could 
get no reply to his calls to Lalonde. He went to surface for help. The deck 
man was sent to get Dr. Beattie and Mr. Symons, the manager of the mine. 
Lindale and Bronson went underground, where they found that a large piece 
of rock was resting on Lalonde. Only a part of Lalonde's head was visible, but 
from its crushed appearance it was evident that he was dead.

Dr. Beattie arrived underground at the scene of the accident at about 
10.40 P.M. and stated that Lalonde was dead. The body was released by prizing 
up the rock, a track rail being used as a lever, and taken to surface at about 12 
midnight.

On examining the body the doctor found that Lalonde had suffered crush 
ing of the skull and chest, fractures of both right and left femur bones, and 
fractures of the tibia and fibula of the right leg. Death was caused by fracture 
of the skull with brain destruction.

The piece of loose fell from an area between two stull timbers 9 feet apart, 
from 10 to 12 feet above the floor of the stope, directly above the toe of the muck 
pile. The loose in place was roughly triangular in shape. The top was one side 
of the triangle about 9 feet long approximately in line with the stulls. The 
bottom was formed by the apex of the other two sides 9 feet below the top. 
The piece was about 1J/2 feet thick at the vertical axis. This thickness de 
creased to thin edges at the two lower sides. It broke into several pieces when 
it fell, the largest of which struck Lalonde. It measured about 8 feet long by 
4 feet wide by 1^ feet thick and would weigh about 4 tons. The face of the 
wall from which the loose fell, except for a small fresh patch at the west end
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and fresh patches along the bottom, was darkly stained. Evidently the piece 
had been held in place by only a small amount of solid rock.

The concussion from the blasting probably weakened this small support so 
that the loose piece finally fell. The top of the loose ground was a few feet 
below the overhang Lalonde intended to blast at the end of the shift.

An inquest was held before Coroner S. Kagleton, M.D., at the Town Hall 
at Madoc, on November 13, 1944, at 7.30 P.M. The jury returned the following 
verdict:— *

We find that Albert I/alonde died on November 10, 1944, while working as shift boss at the 
Reliance Fluorspar Syndicate mine in Huntingdon township as the result of a cave-in, and from 
the evidence we attach no blame to anyone or the corporation. It was purely an accident that 
caused his death.

Steep Rock Iron Mines, Limited
Rudolph Fossbender, aged 42, married, with 5 children, naturalized British 

subject of German birth, employed as a bulldozer operator at the Steep Rock 
mine was caught in a mud slide on October 17 about 9.45 P.M. ; as his body has 
not been recovered, he is presumed dead.

The accident occurred at No. 2 waste dump, which is located at a point 
north and adjacent to a steep cliff on the original south shore-line of the lake 
about half a mile southwest of the present pit workings of the "B" ore body. 
When the level of the lake was lowered to a depth of 80 feet below the original 
water level in the early summer, a portion of the bank on the south shoreline of 
the west arm slid away, leaving a large depression in the mud of the lake 
bottom. This depression had a width of about 130 feet and a length of about 
480 feet, extending from the southwest top of the slide to the present shore line 
of Falls bay. The depth of the mud under the slide is not known. The north 
side of the depression was bounded by undisturbed lake-bottom mud and the 
south side by the steep rock cliff. As the rock cliff, after being benched, would 
make a solid footing for the 15-ton Euclid trucks and D-8 caterpillar equipped 
with a Letourneau angledozer to work from, the old slide was chosen as the site 
for No. 2 waste dump. As a further advantage, it was believed that as the waste 
was dumped into the old slide the weight of the waste material would cause 
slides, leaving room for further dumping. This proved to be the case after 
dumping operations started, and it was also found that considerable warning 
was given by small cracks that would appear on the surface of the dump on which 
the bulldozer and Euclids operated. These cracks would slowly open, and then 
slides would commence. This occurred once or twice on a shift. To conduct 
operations safely a dumpman, whose duties were to show the Euclid-truck 
drivers where they could safely dump and also to watch for warning cracks, was 
stationed in constant attendance at the waste dump while operations were going 
on. For night operations the dump was illuminated with a flood light and a 
string of eight lights.

On the afternoon shift of October 17, a Northwest 2^-yard Diesel shovel 
was being used to load rock that had been blasted to form a bench on the rock 
cliff into a Euclid truck. Timothy Chotinsky, dumpman, showed the Euclid- 
truck driver where he wanted the rock dumped, and then Rudolph Fossbender 
pushed the rock over the edge of the dump with the bulldozer. During the 
early part of the shift Sven Knutson, foreman, warned Chotinsky to keep a 
sharp lookout for cracks. As there had not been a slide for five days, Chotinsky 
realized the necessity for this precaution. About 9.45 P.M., after Chotinsky had 
spotted a truck for dumping he walked behind the bulldozer and noticed a crack 
and a difference of elevation of about 6 inches just behind the bulldozer. He
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yelled at Fossbender, who looked back and saw the crack. Instead of leaving 
his machine, as he had been warned to do when he had been caught in a slide 
previously and had stayed with the bulldozer, he tried to back the bulldozer on 
to a solid footing. The tractor treads only spun in the loosening material. He 
was seen by Chotinsky to try to back the bulldozer twice before a slide took 
him down about 10 feet. At this time the dumpman noticed a crack forming 
behind himself at a distance of about 35 feet from the first crack. He went 
immediately to a solid footing. He then saw a second slide carry the bulldozer 
about 100 feet down the slope. It was impossible for him to see whether 
Fossbender was on the bulldozer or not. He saw only the reflected light on the 
machine. As Chotinsky then noticed that the Euclid truck was in a dangerous 
position, he had the driver move the truck off the dump. By the time the truck 
left there was a third slide, and he could not see the bulldozer.

Chotinsky notified Knutson, and rescue operations were started immedi 
ately. All that could be found was a windbreaker and a sheepskin seat-cover 
for the bulldozer. Recovery operations on October 18 located the bulldozer 
about 120 feet from the water's edge and in a depth of 20 feet of water.

The search for the body of Fossbender was continued for a month by probing 
in the exposed section of the slide and by dragging operations in the lake beyond 
the slide. The services of a diver were secured, and he investigated the lake 
bottom in the vicinity of the tractor but could find no trace of Fossbender's 
body. An attempt was made to move the tractor, which was almost entirely 
covered by mud, but this proved impossible.

An inquest was held before Coroner G. W. Boyle at the office of Steep 
Rock Iron Mines, Limited, on November 30, by the authority of the Attorney- 
General because the body of Fossbender had not been located. The coroner's 
jury returned the following verdict:—

We find at a coroner's inquest held at the office of Steep Rock Iron Mines, I/imited, at closing 
6.45 P.M., November 30, 1944, that Rudolph Fossbender came to his death at Steep Rock dump 
at 9.45 P.M., October 17, 1944, by an unavoidable accident while operating a bulldozer.

Wright-Hargreaves Mines, Limited

Joseph Paul Emile Samson, timberman and scaler, was instantly killed on 
January 31 in No. 3,005 stope at No. 3,002 crosscut, above the 3,000-foot level 
of the Wright-Hargreaves mine, when he was buried in a fall of rock. This fall 
of ground was probably caused by a rock burst, which occurred at 12.25 P.M. 
There were no witnesses to the accident and no one was in the stope with Samson 
from 12 noon till after the accident.

Samson, British, of French-Canadian descent, aged 36, married, with five 
children, had been employed by Wright-Hargreaves Mines, Limited, since July 
9, 1936.

On the 3,000-foot level the North vein, which strikes N. 650 E. and dips 
800 S., is intersected by the East Sylvanite fault at a point about 800 feet east 
of the main crosscut. This fault strikes N. 200 W. and dips 650 W. The hori 
zontal displacement is 30 feet, the section west of the fault being to the north.

This section was mined from the west toward the fault several years ago, 
and the vein all removed except an inverted, truncated, wedge-shaped section 
adjacent to the fault, which was mainly low-grade. The block was 90 feet long 
on the 2,850-foot level west of the fault. The west face of the block was vertical. 
At 100 feet below the 2,850-foot level, the stope was 30 feet long from the west 
face to the fault at the east end. The bottom of the block or the back of this 
part of No. 3,005 stope at No. 3,002 crosscut is 32 feet above the drift at the low



46

point of the vertical face and 44 feet vertically above the drift timber elevation 
at the fault.

No. 3,005 stope at No. 3,002 crosscut had been filled with waste rock except 
the part under the unmined remnant. This open timbered section is serviced 
by a vertical manway and a chute, which offsets east to follow the fault plane. 
The back of the stope was laced with 3-inch planks on sprags for a distance east 
from the manway of 19 feet.

It was proposed to drive a waste-pass raise along the fault plane to the 
2,850-foot level. For this purpose P. Samson and Frank Kruzich repaired the 
manway, installed a timber slide, and were engaged in scaling and retimbering 
the walls and back. At the manway the working-floor was 8 feet below the back; 
12 feet east of the manway the floor was a set higher for a length of 8 feet; the 
top set of chute-lining was spiked to the stulls supporting the east end of this 
floor. The chute, extending from this point to the fault plane, was full of muck. 
The back was 16 feet above the top floor and the muck. Numerous sprags and 
stulls supported the wall area exposed. Two scaling-stagings had been put in, 
within easy reach of the back. In this area the stope averaged about 4^ feet 
in width.

During the morning of January 31, Samson and Kruzich scaled and hoisted 
timber. They went to lunch at 11.05 A.M. At 11.55 A.M. Samson returned to 
his stope and Kruzich went to No. 4 shaft station to get a fresh lamp. He was 
returning to No. 3,005 stope at No. 3,002 crosscut and was about 750 feet from 
it when he felt a rock burst. Going into the stope he saw that there was 
fresh muck on the floor but did not see Samson. He went to find the motor 
crew, whom he located at the waste pass at 12.45 P.M. The motorman, J. 
Dolan, his helper, McConnell, and Kruzich went to No. 3,005 south-heading 
stope east of No. 3,009 crosscut, where they found Shift Boss C. Anderson and 
J. K. Smith and A. Rychel, a stope crew.

The stope crew had felt the burst, and Anderson was looking for its location. 
He had just previously visited No. 3,005 stope at No. 3,009 crosscut, which is 
being mined west toward the fault. On the 2,850-foot level he had found the 
stope crew, who had come out at the time of the burst. No damage was done 
to their stope.

Anderson, Smith, Rychel, McConnell, and Dolan went into No. 3,005 stope 
at No. 3,002 crosscut, meeting Kruzich in the manway. They found Samson 
almost buried in the muck in the chute. There was one block of rock measuring 
about 3 by 1^ by l feet and a considerable quantity of fine muck. At 1.05 
P.M. Anderson went to No. 4 station to call for aid. He then returned to the 
stope and, with Smith and Rychel, commenced to sprag the walls and lag the 
back, which were in a dangerously broken condition between the manway and 
Samson's body. At 1.15 P.M. Mine Superintendent W. Sampson arrived in the 
stope. Dr. G. M. Cameron was in attendance underground. The body was 
recovered at 1.30 P.M.

Samson suffered the following injuries: a broken neck, fracture of the left 
femur, fracture of the right tibia, and multiple bruises and lacerations. Death 
was ascribed to the broken neck and was instantaneous.

An examination of the scene of the accident showed that the hanging wall 
was badly broken up over a length of 10 feet, and the footwall over a length of 
6 feet. The centre of the disturbance in the walls was apparently over the top 
floor and did not seem to have extended more than 10 feet above it. Several 
sprags and a stull were broken, and two chute-lining planks were knocked off 
their top supporting-stull. Other stulls in the disturbed area were not damaged. 
Probably about 7 tons of rock came down.
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An inquest was held at the Kirkland Lake Municipal Hall on February 2 
at 8.30 P.M. before Coroner R. W. McBain, M.D. The jury returned the fol 
lowing verdict:—

We, the jury empanelled to ascertain as to where, when, how, and by what means Joseph 
Paul Emile Samson came to his death, make the following finding. From the evidence submitted 
by the medical officer, the mine captain, and fellow-miners, we find that the said Joseph Paul 
Emile Samson came to his death on the 3,000-foot level, stope 3,005, at crosscut 3,002, at the 
Wright-Hargreaves mine at approximately 12.25 P.M., January 31, 1944. The direct cause of 
death, which was instantaneous, was due to a broken neck and other injuries, sustained by falling 
rock from a rock burst in the above-mentioned stope. We further find that his death was purely 
accidental and attach no blame to any person.

Hugh McMaster, a trammer at the Wright-Hargreaves mine, was instantly 
killed at 2.20 A.M. on August 9. McMaster, aged 47, British, married, with 
two children, had been employed at the mine since October 6, 1943.

The accident was caused by the collapse of No. 405 fill-pass bulkhead and 
the consequent spillage of fill on to the stope floor-timbers of No. 405 stope. 
This caused the collapse of the timbers and of the drift sill-timbers below and 
precipitated fill and timbers into No. 512 stope. At that moment McMaster 
was passing through the drift in the section that collapsed.

To form the waste-pass system for this section of the mine, a 50-degree 
knuckled back raise was driven from the 700-foot level to the 550-foot level in 
the south wall of No. 712 stope, which is mined out. From the 550-foot level a 
raise was driven in the south wall of No. 512 stope to a point 80 feet above the 
rail to break into No. 512 stope. The waste pass from this point to the 400-foot 
level is bounded on the east by the end of No. 512 stope and on the west (a) for 
20 feet by the east end of the top half of a stope pillar; (b) by 25 feet of vertical 
timber bulkhead, and (c) for 18 feet to the 400-foot level by the east end of a 
sill pillar. This sill pillar is triangular in longitudinal section, having a length 
on the 400-foot level west from the fill pass of 45 feet. The length of sill removed 
west of the pillar was 40 feet.

No. 405 stope, which is immediately above No. 512, is 105 feet long on the 
400-foot level and had been mined to an average height of 50 feet above the 
level, except at the extreme east end where it was mined through to the 300-foot 
level for a length of 20 feet. A connection was made from the back of the raise 
to the No. 2 shaft, which bottoms 15 feet below the 300-foot level. Immediately 
west of the fill-pass raise an ore-pass raise was driven from the back of the stope 
to the 300-foot level.

The fill pass was formed by the east end of the stope and raise and a vertical 
timber bulkhead up from the 400-foot level.

The ore pass was formed by installing a second vertical bulkhead in No. 405 
stope 10 feet west of the, fill-pass bulkhead. The bulkhead was carried up the 
ore-pass raise, dividing it into chute and manway. The ore pass has not been 
used for several years, and the lower 40 feet of it was filled with sand. A ladder- 
way is carried from the 300-foot level down the west side of the former ore pass, 
with entrance to the 400-foot level drift at the west end of No. 405 stope.

No. 405 stope averages from 6 to 7 feet in width and dips about 800 S. 
No. 512 stope averages 12 feet in width and dips about 850 S.

Waste fill from surface dumps is dumped into No. 2 shaft at the surface and 
can be either trammed or by-passed on the 400- and 550-foot levels. No. 2 
shaft makes some water from a slip intersecting the shaft a short distance above 
the 300-foot level.

At 2 A.M. on August 9, M. O. Pasch, motorman, began to by-pass fill on the
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400-foot level. At this time there was about 1,800 tons of fill in the pass, the 
top of it being 30 feet below the collar of No. 2 shaft. Hugh McMaster helped 
him, working on the*west side of the chute, Pasch being at the east side. The 
chute ran well until 2.15 A.M. when a rumbling was heard. Pasch apparently 
was not alarmed, as he thought it was someone moving his train, which he had 
left about 150 feet west. He saw a light along the drift. About 5 minutes 
later there was a rush of fill and the chute planks broke. He told McMaster 
to run west, and he ran east. After going about 20 feet he paused and looked 
back. Then, hearing the collapse of timber, he continued out along No. 405 
east drift.

The light seen by Pasch was that of E. Joduin, shift boss. On arriving at 
No. 405 stope Joduin saw water running down the footwall and went up a manway 
at the extreme west end to investigate. He saw nothing unusual and returned 
to the drift. At about 40 feet west of the chute pullers he noticed a considerable 
amount of water running from the hanging-wall side of the floor of the stope 
above. He went up the west manway again, saw no change, and had just 
descended to the level and was standing in the drift near the manway, on un- 
mined ground, when the accident occurred.

Examination of this section of the mine after the accident showed that the 
fill-pass chute, except for the chute planks, was intact. The first 8 stulls west 
of the chute were in, although the third and fourth stulls were broken in the 
centre. The stope-floor lagging over this length, representing the length of sill 
pillar referred to above, was intact. The next 5 stope-floor stulls, the stope- 
floor lagging, 5 sill stulls, and the drift-floor timber had been swept out and 
precipitated with all the fill into No. 512 stope. The surface of the fill in No. 
512 stope at its west margin then measured 66 feet below the 400-foot level, 
the bottom 25 feet at the west end being a mixture of timber and waste. The 
upper half of the timber fill-pass bulkhead above the No. 512 stope pillar had 
also failed. The No. 512 stope-floor timber was intact.

Recovery operations were put on a continuous 3-shift basis. A floor was 
laid on the 400-foot level across to the sill pillar and a manway timbered down 
the west end of No. 512 stope, replacing the permanent manway, which had 
been swept out. The fill was then pulled, under control, from 5 chutes of No. 
512 stope until all the chutes ceased running. Work was then concentrated at 
the west end. From an elevation of 25 feet above the stope floor it was necessary 
for a Crew, working from the newly timbered manway, to work the fill toward 
the chute and remove timber as it became exposed. McMaster's body was 
located in the extreme west end of the stope about 15 feet above the stope floor 
at 6.15 P.M., August 14, and recovered at 8.30 P.M.

Death was ascribed to compound fracture of the skull with loss of brain 
matter and was instantaneous.

An inquest was held on August 23 at the Kirkland Lake Municipal Hall, 
before Coroner R. W. McBain, M.D. The jury returned the following verdict:—

Hugh McMaster met his death accidentally on August 9, 1944, at 2.20 A.M. in 405 drift of 
Wright-Hargreaves mine due to failure of waste-pass bulkhead, being crushed under rock and 
timber.

Peter Towtriwski, aged 21, British, single, was fatally injured at 9.50 A.M., 
December 18, when his clothing became entangled in the main-line shaft in the 
crusher-room of the assay office at the Wright-Hargreaves mine.

Towtriwski had been employed by Wright-Hargreaves Mines, Limited, for 
the following periods: in the assay office from June 29, 1942, to October 3, 1942;
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in the mill from May 20, 1944, to August 31, 1944, at which date he was trans 
ferred to the assay office, where he worked up to the time of his accident as an 
assay helper. Crushing and pulverizing samples was part of his regular duties.

The crusher-room of the assay office is 24 feet in length by 15 feet in breadth, 
with its long axis in a north-south direction. Entrance to the main part of the 
assay office is by a door midway in the west side of the room. Beside this door 
are located two switches controlling the crushing and pulverizing equipment and 
the fan for the dust-collecting system. Along the south end of the room is a 
table for sorting and drying samples. The crushing and pulverizing equipment 
occupies the east half of the room and consists of three pulverizers mounted on a 
metal stand and a jaw-crusher and rolls enclosed unit on a concrete base. All 
units are belt-driven from a l 15/16-inch line shaft located 18 inches out from 
the wall and 21 inches above the floor. Protecting the wall from grease is a 
curved metal sheet extending over the line shaft at a point 21 inches above it.

Power is supplied by a 10 h.p. electric motor located at the north end of 
the line shaft. The shaft speed is 280 r.p.m. .The three pulverizers are driven 
from three line-shaft pulleys, each 26 inches in diameter, to pulverizer pulleys, 
each 9'inches in diameter. The distance from the centre line of the shaft to 
the centre line of the pulverizer pulleys is 4 feet 11 inches. A plate clutch allows 
the drive of the jaw-crusher to be clutched out.

Dust from the bases of the pulverizers is exhausted through a 9-inch metal 
vent pipe running below the stand-top and turning vertically up at its south end. 
The space between this pipe and the enclosed crushing unit is 9 inches at a height 
of 3 feet above the floor. At a height of 2 feet the space is 12 inches, and at a 
height of l foot it is 24 inches. This is the only means of access to the line shaft, 
other than at the electric motor at the north wall of the room, from the working- 
space in front of the equipment.

Dust from the hoods of the pulverizers is drawn off through a main header, 
a 20-gauge, 8-inch vent pipe, between and parallel to the line shaft and the 
pulverizers. At the point where the accident occurred this pipe is 18 inches from 
the floor and 18 inches from the line shaft and commences to turn forward and 
upward to connect into the vertical section of the vent pipe from the pulverizer 
bases at a point 7 feet 6 inches above the floor.

The clutch of the jaw-crusher drive is operated by a vertical lever, the handle 
of which is 30 inches above the floor and 6 inches behind the vertical vent pipe. 
The clutch may be operated safely by standing in front of the vent pipe and 
reaching one's right hand around the south side of the pipe to the lever handle 
or it may also be safely operated by standing sideways between the crushing-unit 
and the pipe. In these positions one is well protected from either the line shaft 
or the belt of the rolls.

On the morning of December 18 Towtriwski got 6 samples from No. 3 
shaft and 22 samples from No. 4 shaft. He crushed these and put them on the 
dryer. He then got 12 samples from No. 4 shaft and left them at the riffle. 
As the first 28 samples were dry, Towtriwski helped L. Leahy, pulp weigher, 
sort them. Leahy then told Towtriwski to pulverize them. Towtriwski took 
16 samples and placed them on a movable table in front of the pulverizers. At 
this time the motor was still running and the jaw-crusher was clutched in.

The usual practice is to clutch out the jaw-crusher when crushing is com 
pleted if there are a considerable number of samples to be pulverized. Leahy 
had no conversation with Towtriwski in this regard and he did not see his move 
ments. Soon afterwards as he was going out of the crusher-room door, which is 
almost directly in front of No. 3 pulverizer, Leahy heard a noise that led him to
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believe something was seriously wrong; he accordingly stopped the motor by 
the switch that is located on the wall at the door. Leahy then saw that 
Towtriwski was caught in the line shaft and ran into the main part of the assay 
office for help.

C. Murphy and J. Peterson were first at the scene of the accident and with 
others removed Towtriwski, who was found in a bent position over the line 
shaft between the driving-pulley of No. 3 pulverizer and the clutched pulley 
drive of the jaw-crusher, which are 29^ inches apart. The distance between the 
centre of the line-shaft bearing for No. 3 pulverizer pulley and the collar of the 
clutch mechanism is 17 inches. His feet were on the floor in front of the shaft, 
his right arm twisted around the shaft at the clutch collar, and his body bent 
over the shaft with his head touching the floor between the wall and the floor. 
His left arm was free.

Dr. Harris was in attendance a few minutes before Towtriwski was removed 
from the shaft. He was unconscious and still breathing. Death occurred a few 
minutes after his release at about 10.05 A.M. His injuries were as follows: 
compound fracture of the skull with brain lacerations, multiple fractures of the 
right femur, fracture of the left leg above the knee, multiple bruises and lacer 
ations of the body.

Examination of the scene of the accident indicated that the sleeve of 
Towtriwski's work smock had probably been first caught in the revolving clutch 
collar. The belt of No. 3 pulverizer was on its pulley and off the line-shaft 
pulley. The wall grease-guard was bent, and the main-header vent pipe was 
broken at a joint immediately behind Towtriwski. A 1^- by quarter-inch bolt 
was missing from the yoke of the clutch spool; as the bolt could not be found 
and as the clutch, which was in the engaged position, could be readily disengaged, 
this appears to have had no bearing on the accident.

Whether or not the No. 3 pulverizer belt was off before the accident is not 
known. Nor is the reason for Towtriwski's going back into this confined space 
between the vent pipe and line shaft known. Included in the company rules 
governing assay office practice is one forbidding anyone putting the belts on 
while the machinery is in motion. The belts may quite easily be put on the line- 
shaft pulverizer pulleys when the motor is stopped.

An inquest was held at the Kirkland Lake Municipal Hall on Wednesday, 
January 3, at 7.30 P.M. before Coroner J. F. Edis, M.D. The jury returned 
the following verdict:—

We, the jury, find that the deceased Peter Towtriwski came to his death on December 18, 
1944, at approximately 10 A.M., at the Wright-Hargreaves assay office by becoming entangled in 
a moving shaft, which resulted in his having sustained a fractured skull and brain injuries also 
multiple fractures of the body which caused his death.

METALLURGICAL WORKS 

Steel Company of Canada, Limited
Steve Foga, aged 47, Polish, married, with one child, employed as an unloader 

at the blast furnace high dock, of the Steel Company of Canada, Limited, was 
crushed between the ore-car door and the walkway at 9.35 A.M., October 29. 
He received internal injuries, crushed abdomen and back, and ruptured bladder. 
He died in the Hamilton General Hospital about 3 P.M. on October 31.

Ore, limestone, and coke are taken from stock-piles on the water front and 
hauled by a yard engine to the blast furnace high dock. The ore is unloaded into 
the ore bins from 30-cubic-yard, all-steel, Gable bottom-dump hopper cars. The 
bottom of this type of car is built in the shape of an inverted "V." The doors
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are located on either side of the car and open on the side. The doors are closed 
and opened manually by means of a wheel on the side of the car. When the closing 
mechanism is released, the weight of ore forces the door open, allowing the ore to 
fall into the bin. Standard practice is to place a railroad tie across the rails 
against one pair of wheels. After the ore is dumped the car is moved, causing 
the tie to slide along the rail. This levels the ore above the track elevation and 
deans the rails to prevent derailment.

The proper procedure in placing the tie is to have one man place it across 
the rails assisted by a man on the opposite side, who holds a bar under the tie to 
guide it over the rail. There is a railroad spike driven into the top surface at 
each end of the tie so that the edge of a shovel can be placed under the head of 
the spike and the tie moved against the wheels.

The high dock is double-tracked with bins located under the tracks. The 
ore bins are 20 feet by 14 feet 11 inches. A grid is installed in each bin with 
12-inch openings at a depth 2 feet below the top of the bins. Two walkways, 
4 feet 10^ inches wide, extend along both sides of the bins. Another walkway, 
4 feet wide, is located between two rows of bins.

On the morning of October 29 an ore car was spotted over the "Virgil" ore 
bin at "C" furnace. Foga and Ignace Mrowieg, a car unloader, made prepar 
ations to dump the car. Mrowieg placed a tie on the rails while Foga assisted 
from the other side of the car. Mrowieg went to open the doors of the car, 
thinking the tie had been properly placed. Apparently Foga climbed down on 
the grids to place his end of the tie against the wheel. While he was standing 
on the grid the car doors opened, pinning him against the walkway. Verbal 
orders are given to all men engaged in this work not to climb down on the grids 
while unloading cars.

An inquest was held at the Central Police Station at Hamilton before 
Coroner H. R. McAllister, M.D., at 4 P.M., November 9. The jury's verdict 
was as follows:—

That Steve Foga met his death due to an accident at the Steel Company of Canada from acci 
dent on October 29,1944, and he died on October 31, 1944, at the Hamilton General Hospital, due 
to injuries when crushed in an ore pit. We, the jury, recommend that a signal should be given 
to the man opening the trap door of the car by his co-helpers on the opposite side of the cars, also 
that a sign be prominently placed stating the danger of getting into the pit.

QUARRIES 

St. Mary's Cement Company, Limited

William Eley, aged 44, British, married, with one child, chief electrician, 
at the quarry of the St. Mary's Cement Company, Limited, St. Marys, was 
electrocuted while working on a pole line about 3 P.M., on June 12. Eley had 
been employed in electrical work at the quarry since 1918.

Power was fed to the quarry through a set of disconnects and a 600-ampere, 
2,500-volt oil circuit-breaker in the substation. The feeder ran through the mill. 
A 3-pole isolating switch and 300-ampere fuses were installed in a junction box 
in the mill to isolate the quarry line. The feeder ran in conduit from the junction 
box to a pole on the north side of the quarry. From this point the feeder split, 
one line running around the east side and down into the quarry, the other line 
around the west side on top of the quarry.

The west line consisted of three No. 6 B and S conductors, with weather 
proof insulation, on 25-foot wood poles. At the time of the accident the insula 
tion was badly deteriorated. Power was delivered to two pumps and four 
churn drills at 550 volts, 25 cycles.
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On the afternoon of June 12, William Eley and his helper, George Stevens, ' 
started to take up the sag on the pole-line conductors on the west side of the 
quarry. They did not turn off the power, but were working on the live line. 
Both men were wearing leather gloves and were working on adjoining poles at 
the time of the accident. Stevens had just finished putting his tie wire on the 
conductor and insulator while Eley held the conductor by means of a "come- 
along." Stevens heard a groan and turned around to see Eley hanging by his 
safety belt free of the wires. It took about ten minutes to lower Eley to the 
ground. Dr. T. J. Mclnnis, of St. Marys, arrived and pronounced Eley dead. 
He also stated that in his opinion resuscitation would be of no use. Eley 
apparently came in contact with two of the wires as evidenced by the burns on 
his arms.

The power should have been turned off before men started to work on the 
line. It is considered good practice to start resuscitation immediately in all 
cases where an accident of this nature occurs.

An inquest was held in the Town Hall at St. Marys before Coroner T. J. 
Mclnnis, M.D., at 8 P.M., August 10. The jury's verdict was as follows:—

We, the jury, find that the late Wm. Eley came to his death about three o'clock P.M., on 
June 12, 1944, while working on St. Mary's Cement Company, Limited, power line, south of St. 
Mary's Cement Company, Limited, plant, by both his arms coming in contact with two live 
wires carrying 550 volts. We believe his death to be entirely accidental and attach no blame to 
any person or persons. We, the jury, would recommend to the St. Mary's Cement Company, 
Limited, that all power lines be disconnected when men are working on lines, if at all possible.

CLAY, SAND, AND GRAVEL PITS 

Guelph Sand and Gravel, Limited
Frank Norris, aged 68, British, married, with no children, employed as a 

plant operator since May, 1939, at the plant of Guelph Sand and Gravel, Limited, 
was caught between the conveyer belt and an idler pulley, receiving injuries 
that proved fatal about 10 A.M., November 2.

Sand and gravel are hauled from a pit by truck and dumped on to a grizzly 
having 8-inch openings. The material passes through the grizzly and is fed on 
to a 72-foot inclined conveyer belt. This conveyer feeds a rotary screen. Over 
size material from the screen goes to a 9- by 40-inch jaw-crusher. On the return 
side the conveyer belt runs over a 12-inch-diameter idler pulley 7 feet 9 inches 
above ground level, down under a belt tightener and back up over an 8-inch 
idler pulley 5 feet 8 inches above the ground level. The tightener consists of 
an iron pulley 12 inches in diameter, with a 34-inch face, running in vertical 
guides and weighted down with about 1,000 pounds of iron to keep the belt under 
tension.

During the periods when the conveyer was running, fine sand would build 
up on the idler pulleys from the return belt. Periodically this sand was knocked 
off. Apparently about 10 A.M., November 2, Norris, who had been in charge 
of this section of the plant since May, 1939, took a hammer and, reaching up, 
attempted to clean the sand off the 8-inch idler pulley. In some way his arm 
was caught between the belt and pulley. His arm was drawn over the pulley 
lifting him off the ground. He was found in this position about 10 A.M. with 
the conveyer still running. The plant was stopped and Norris was released. 
He was dead when released. A broken hammer handle was found on the ground 
directly below the pulley. It is proposed to install a mechanical device to keep 
the sand from building up on the pulleys and thus avoid the necessity of cleaning 
the pulley by hand. A guard to prevent inadvertent contact with the pulley is 
not necessary.
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An inquest was held in the Police Court at Guelph before Coroner T. R. 
Pickard, M.D., at 8 P.M., on November 9, 1944. The jury's verdict was as 
follows:—

We, the jury empanelled to enquire into the death of Frank Norris, of 60 Dublin Street, 
Guelph, from the evidence presented, find that he met his death Thursday, November 2, at 
10.10 A.M., on the premises of the Guelph Sand and Gravel Company at the west side of the lower 
conveyer belt while carrying out his duties as maintenance man, his right arm caught between 
the roller and the conveyer belt on the return to the loading pit. We are of the opinion he was 
killed owing to the lack of proper guards on the equipment.








