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MINING ACCIDENTS IN ONTARIO IN 1945
By

4

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, L. K. Walkom, E. S.

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

Accidents during 1945
During the year 1945 at the mines, metallurgical works, quarries, and clay, 

sand, and gravel pits regulated by the Mining Act there were 2,067 accidents to 
employees reported to the Department of Mines up to January 16, 1946. Forty- 
one fatalities, arising out of 25 separate accidents, and 2,026 non-fatal accidents 
were recorded. There was an average of 27,052 persons employed throughout 
the year.

The returns represent a decrease of 103 (4.5 per cent.) in the total number of 
accidents reported and an increase of 9 in the number of fatalities recorded over 
the preceding year. The number of accidents involving fatalities is 25, which is 6 
less than the preceding year. There were 23 accidents in which one man was 
killed, one accident in which 2 men were killed, and one accident in which 16 men 
were killed.

The report shows a fatality rate of 1.52 persons killed per thousand persons 
employed, which is an increase of 0.4 per thousand over the preceding year and 
is 0.47 per thousand lower than the average for the last 25 years.

There were 75 non-fatal accidents per thousand persons employed, which is 
a decrease of 4 (5 per cent.) from the rate of 1944 and is 19 lower than the average 
for the last 25 years.

The percentage of non-fatal accidents followed by infection increased from 
4.1 in 1944 to 6.5 in 1945.

The employment figures show a decrease from 1944 in all branches, of the 
industry.

In December, the Orders-in-Council issued in 1942 under the authority of 
The War Measures Act, Chapter 206, Revised Statutes of Canada, 1927, which 
permitted the employment of women at certain occupations on surface at mines, 
were rescinded. The situation reverts to that existing before the war, when no 
women other than those engaged in technical, clerical, or domestic capacities 
could be employed in or about a mine.

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

Distribution

Total....

1941

50
2
6
0
3
1

62

1942

27
5
5
5
3
0

45

1943

21
5
5
1
2
0

34

1944

22
4
3
t
1
0

31

1945

17
4
2
2
0
0

25

1]



ANALYSIS OF FATALITIES AT MINES, 1941-1945

Cause

Run of ore or rock
Shaft accidents

Surface.

1941

per cent. 
27

6
11
13
13
25

5

1942

per cent. 
43
8

14
8
0

13
14

1943

per cent. 
41
0
7
4

15
15
18

1944

per cent. 
33
4
8
0

14
26
15

1945

per cent. 
14
0

14
47

3
11
11

By months the fatal accidents occurred as follows: 

Month

January.
February.
March

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

September.
October

Total

No.
accidents

4
4
1
2
3
2
0
2
1
3
2
1

25

No. 
men killed

4
19

1
2
3
3
0
2
1
3
2
1

41

Classifying the fatalities according to industries gives the following: 
Gold mines................................................... 28
Nickel mines.... . .... . ... ... .. . .. . ... .. .. ... .. .... . . . . . .... ... 5
Iron mines. ...,.............................................. 3
Metallurgical works..... ... . . . . . .... . . . .. .. ... .. .. .. . ... .. . . .. . 3

. Quarries......................... ............................. 2

Total. 41

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

Clay, sand, and gravel pits. . . .

Total....

Persons employed1

Men

17,944 
7,059 

782 
389

26,174

Women

292 
568 

12 
6

878

Total

18,236 
7,627 

794 
395

27,052

Number killed

Men

36 
3 
2

41

Women Total

36 
3 
2

41

Rate per 
thousand

1.97 
.39 

2.52

1.52

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

The ages of the persons killed were as follows: 

17-20

4

21-25

6

26-30

3

31-35

3

36-40

5

41-45

10

46-50

5

Over 50

5

Total

41



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

Block-holer . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

T")f*r*lrtn ft n

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

Welder

Total....

Men

1
3
1
2
1
1
1

11
1
4
1
1
2
1
3
4
1
2

41

Women Total

1
3
1
2
1
1
1

11
1
4
1
1
2
1
3
4
1
2

41

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: 
TABLE OF ACCIDENTS TO EMPLOYEES IN MINES, METALLURGICAL WORKS, 

QUARRIES, AND CLAY, SAND, AND GRAVEL PITS, 1921-1945

Year

1921
1922
1923.......
1924... ....
1925.......
1926.
1927.
1928.......
1929.......
1930.
1931.......
1932.......
1933.......
1934.......
1935.......
1936.......
1937.......
1938........
1939.......
1940.......
1941
1942... ....
1943.......
1944.......
1Q4^

Average. .

Persons injured

Fatally

24 
30 
30 
40 
42 
32 
33 
85 
55 
56 
37 
25 
25 
34 
36 
65 
52 
62 
47 
42 
64 
50 
36 
32 
41

43

Non- 
fatally

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 
2,026

2,071

Total

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 
2,067

2,114

Persons employed at 
all operations

Producing 
operations

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 
25,639

20,720

Non-pro 
ducing 

operations

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 

1,413

1,238

Total

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 
27,052

21,958

Persons injured per 
1,000 employed

Fatally

2.54 
2.72 
2.5 
3.2 
3.23 
2.46 
2.1 
4.76 
2.89 
3.02 
2.03 
1.69 
1.57 
1.65 
1.57 
2.30 
1.62 
2.01 
1.41 
1.18 
1.78 
1.48 
1.22 
1.12 
1.52

1.99

Non- 
fatally

140 
127 
177 
170 
171 
171 
147 
142 
126 
117 
99 
98 
95 
93 
89 
83 
85 
70 
67 
60 
62 
64 
71 
79 
75

94



TABLE OF FATAL ACCIDENTS UNDER

No.

1
?

3

4

5
fi

7

8
9 

10
11

1?

13
14

15

Ifi

17

Date

Feb. 1
Mar. 1

Feb. 8

May 17

Jan. 26
Sept. 24

Aug. 7

June 28
Oct. 11 
Feb. 13
Jan. 3

Feb. 2

Nov. 13
Jan. 28

May 30

April 16

Dec. 12

Name of mine

Helen.

H

11

Frood...

MacLeod-Cockshutt .

Name of operator

International Nickel Co. of Can., Ltd.
,, ,, ,, ,,

MacLeod-Cockshutt Gold Mines, Ltd. .

l
Pickle Crow Gold Mines, Ltd.

Name of deceased

Joseph Pashkosky. .

Albert Generoux. . . .

Herman Rintaprussi
Roland Roy

Lorenzo Letendre. . . 
Mervin Appleyard . . 
Alphonse Auger

Laurent Dubeau. . . .

Ubald Legault 
Melvin Markoskie . .

Mike Mokoruk.

Mike Parnetta 
Albert Plourde.

Eric W. Kurze . . . . .

'Allegiance before naturalization.



GROUND AT ONTARIO MINES, 1945

Age

47
M

32

27

50
46

51

41
33
?4
44
29
37
40
25
20
60
45

23
31
20

50
20
36
40
44
42
26
41

43

38

48

Occupation

Pit boss.
Machine runner

timberman.

Runner

Mucking-machine
operator.

Chute blaster.
Mucker and chute

puller.

Mucker

Machineman's helper.

Shaf tman

Motorman and 
timberman. 

Timberman

Allegiance

Russian
British

British

British.

British
British (Rou 

manian1). 
British (Rou 

manian1).

British.
British
British.
British
British.
British
British.
British.
Polish....

British.
British
British

British.
British.
British
British
British (Italian1 )

British
British

Czecho-Slov-
akian. 

British 
(German1). 

Finnish . . . . . . .

Married, 
single, or 
widower

S
M

S

M

M
M

M

M
M
S
M
S
M
M
S
S
M
M

M
M
S

M
S
S
M
M
S
M
M

M

M 

M

Cause

Struck by fall of ground from bench.
Fell into shrinkage stope; buried by run

of ore.

in stope.

Squeezed between moving train and post.

Delayed too long at scene of blast.

in shaft.

Struck by fall of rock in drift.
Crushed between bar of tugger hoist and

shaft timber. 
Fell from blasting-set to bottom of shaft.

Buried in a run of fill in fill pass. 

Struck bv falling rock in chute.



TABLE OF FATAL ACCIDENTS ON THE

No.

1
2 
3
4

Date

Aug. 11
April 9 
Oct. 29 
Nov. 16

Name of mine

Helen.
Madsen Red Lake. . . 
Paymaster Consol. . . . 
Steep Rock.

Name of operator

Madsen Red Lake Gold Mines, Ltd. . . 
Paymaster Consolidated Mines, Ltd. . .

Name of deceased

Leon Shulzik.
Kazik Chwalinski. . . 
Andrew J. Kelford 
Terence Grenon . . . .

TABLE OF FATAL ACCIDENTS

No.

1

2

Date

Jan. 10

June 12

Plant

Copper Cliff Con- f

Name of operator

M ii n M ji D

Name of deceased

Peter Pirskanen . . . .

*Two men employed by different companies were killed in the same accident.

TABLE OF ACCIDENTS

No.

1

?,

Date

May 23

Oct. 26

Name of operator

N

Name of deceased

Dobry Elieff . .

Arthur D. Atkinson, Jr..

Allegiance before naturalization.



SURFACE AT ONTARIO MINES, 1945

Age

53
44
25
25

Occupation

Labourer.

tor.

Allegiance

Russian
Polish.
British.
British.

Married, 
single, or 
widower

S
S
S
M

Cause

Drove a tractor over bank of ravine.
Pinned down by overturned car of drill steel.
Crushed by door of ore bin in headframe.

down bank.

AT METALLURGICAL WORKS, 1945

Age

19

4fi
59

Occupation

Process labourer.

Welder.

Allegiance

British.

British.

Married, 
single, or 
widower

S

M

Cause

Caught between moving cable and hoist
drum.

AT QUARRIES, 1945

Age

64

?,4

Occupation Allegiance

British (Bul 
garian1). 

British

Married, 
single, or 
widower

M

S

Cause

hoisting-rope.
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The following table shows the number of persons employed under ground 
and on surface at mines from 1935 to 1945. The figures do not include contract 
diamond-drilling.

Year

1935
1936. . . .. .. . ..-. . . . . ...
1Q37
1938
1939
1940
1941
1942
1943
1944
1945

Surface

No.

7,314 
7,339 
11,229 
11,471 - 
8,795 
8,238 
8,285 
8,205 
7,148 
6,914. 
6,687

8,329

Per cent.

42 
34 
47 
49 
34 
31 
32 
34. 
37 
38 
39

38

Underground

No.

9,879 
14,035 
12,558 
11,963 
16,847 
18,088 
17,744 
15,679 
12,396 
11,184 
10,535

13,719

Per cent.

58 
66 
53 
51 
66 
69 
68 
66 
63 
62 
61

62

Total

17,193 
21,374 
23,787 
23,434 
25,642 
26,326 
26,029 
23,884 
19,544 
18,098 
17,222

22,048

Non-fatal Accidents
Mines

There were 17,222 persons employed at mines in Ontario in 1945. During 
the year, 1,472 were injured, giving a non-fatal accident rate of 86 per thousand. 
The causes of these accidents are shown in the following table:—

Fall of persons . . . . . . . . . . . . . . . . . . . . . . . . .
Crushed between two objects.
Strain while lifting

Rock or ore at chute
Handling rock or ore
Flying objects, sledging, etc.
Fall of rock or ore, drilling, scaling, etc.. . . .
Hand tools.

Fall of rock or ore at face.
Machinery.
Transportation

Burns

Explosives
Rock burst.
Falls down shaft, winze, or stope

Electricity
Poisoning from cyanide powder.
Unclassified . . . . . . . . . . . . . . . . . . : . . . . . . . .

Total

Men

62
32
39
38

5
28

20

21
5

13
1
9

12

1
1
2

289

Surface

Women

1

1

1

3

Total

63
32
3Q
38

5
28

20

21
5

14
1
9

13

1
1
2

292

Under 
ground

143
142
111
78

107
99
65
93
56
fiQ
60
23
38
23
32
10

1
11
q
4
1
1

1,187

Total

206
174
150
116
107
104
93
93
76
6Q
BO
44
4307
qq
97
14
11

Q
41
1
1
1
5

1 4.7Q
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Metallurgical Works
There were 7,627 persons employed at metallurgical works in Ontario in 

1945. During the year, 379 were injured, giving a non-fatal accident rate of 50 
per thousand. The causes of these accidents are shown in the following table:—

Cause

Fall of persons.
Strain while lifting

Crushed between two objects. . . . . . . . . . . . . . . . . . . . . . . . . . . .

Burned by slag, matte, or scrap
Hand tools.
Flying objects, sledging, etc.
Running into or striking objects

Nails or splinters . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Explosion in fume vent-pipe

Total...

Men

60
62
45
35
32
28
23
18
18
17
14
6
3

1

362

Women

6
1

1
1
1

1

3

3

17

Total

66
63
45
36
33
29
23
19
18
17
17
6
3
3
1

379

Quarries
There were 794 persons employed at quarries in Ontario in 1945. During 

the year, 16 were injured, giving a non-fatal accident rate of 20 per thousand. 
The causes of these accidents were:—
Flying objects, sledging, etc....... . . . . . 4
Fall of persons..... . . . . . . . . . . . . . . . . . . 2
Crushed between two objects.. . . . . . . . . 2
Machinery.. . . . . . . . . .. . . . . ... . .. . . . . 2
Handling material.... . . . . . . . .. . . . . . . . l
Falling objects.... . . . . . . . . . .. . .. . . . . . l

Strain while lifting. 
Explosives 
Hand tools. 
Transportation. . . .

Total... . ... . ... . .... . ..... .'. .. . 16

Clay, Sand, and Gravel Pits
There were 395 persons employed at clay, sand, and gravel pits in Ontario 

during 1945. During the year, 30 were injured, giving a non-fatal accident rate 
of 76 per thousand. The causes of these accidents were:—
Machinery..... . . . . . .. . .. . . . . . . . . . . . 9
Fall of material. .... . . . . . . . . . . . . . . . . . 4
Fall of persons. . ..... . . . . . . . . . . . . . . . . 3
Strain while lifting. . . . . . . . . . . . . . . . . . . 3
Falling objects.... . . . . . . .. . . . . .. . . . . . 3
Nails or splinters..... . . . .. . . . . . . . . . . . 2

Hand tools.
Burns. . . . . . . . . . . . . . . . . . . . . . .
Flying objects, sledging, etc. 
Running into or striking objects.

Total... . . . . . . . . . . . . . . . . . .. . . . . . 30

Contract Diamond-Drilling
There were 1,014 persons employed in contract diamond-drilling in Ontario 

in 1945. During the year, 122 were injured, giving a non-fatal accident rate of 
120 per thousand. The causes of these accidents were:—
Nails or splinters..... . . . . . . . . . . . . . . . . 23
Crushed between two objects.. . . . . . . . . 16
Hand.tools.. . . . . . . . . . . . . . . . . . . . . . . . . 16
Flying objects, sledging, etc.... . . . . . . . . 14
Strain while lifting.... . . . . . . . . . . ...... 10
Fall of persons... . . . . . . . . . . . . . . . . . . . . 9
Running into or striking objects. ...... . 7
Caught in moving parts..... . . . . . . . . .. 7

Falling objects.... . . . . . . . . . . . . . . . . . . . 7
Caught in feed-screw. . . . . . . . . . . . . . . . . 5
Burns. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . 4
Gasoline explosions. . . . . . . . . . . . . . . . . . . 2
Unclassified . . . . . . . . . . . . . . . . . . . . . . . . . 2

Total... . . ...................... 122
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Infection

Records show that infection followed in 132 cases out of a total of 2,026
accidents.

Location

Mines, surface.

Diamond-drilling. . . . , . . . . . . . . . . . . . .

Total....

No. of 
accidents

1,187
292
379

16
30

122

2,026

Accidents followed 
by infection

58
21
19

2
31

132

Per cent, 
infection

4.9
7.2
5
0
6.7

25.4

6.5

Accidents from Explosives

Cause

Struck by the blast when partner drilled

Drilled into explosive and struck by the 
blast.. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

T^oo f*1rKP 'wlipn 1ir*1p WSIQ CTM"iitio*
Concussion from blast caused fall of

Total

Non-fatal

No. of 
accidents

2 
3

1

1 
1

1

9

Men 
injured

2 
3

1

1 
1

1

9

Fatal

No. of 
accidents

1

1

Men 
injured

1

1

Total

No. of 
accidents

3 
3

1

1 
1

1

1 10

Men 
injured

3 
3

1

1
1

1

10

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:—

1936 1937 1938 1939

1

1940

1

1941 1942 1943 1944

1

1945

1

Total

4

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

1936

4

1937

2

1938

8

1939

7

1940

3

1941

5

1942

6

1943

5

1944

2

1945

1

Total

43

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:—
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0-50

51-100

101-150

151-200

201-250

251-300

Omega
Fropd-Stobie open pit (International Nickel)
Creighton (International Nickel)
Garson (International Nickel)
Levack (International Nickel)
Wright-Hargreaves
Hollinger
Chesterville
Lake Shore

Mclntyre-Porcupine
Black Donald (graphite mine)
Frood mine (International Nickel) 

f Kerr-Addison 
\Young-Davidson (Hollinger)
Central Patricia
Preston East Dome
Berens River
Coniaurum
Ross (Hollinger)
Teck-Hughes

Average—83.8 accidents per 1,000 persons

Sylvanite 
Pickle Crow 
Hard Rock

f Helen (mine, Algoma Ore Properties)
Josephine (Michipicoten Iron Mines)
Matachewan Consolidated
Delnite
Falconbridge
Madsen Red Lake 

, Dome
JMacLeod- Cockshutt 
l Steep Rock 
/Toburn 
\Hallnor

Bidgood
Buffalo Ankerite
Little Long Lac
Pamour
Macassa

fCochenour Willans 
\Paymaster Consolidated
Hasaga

Broulan and Bonetal
Kirkland Lake Gold
Aunor
Silanco
Upper Canada

Leitch
McKenzie Red Lake

Fires
Dome Mines, Limited

At 1.05 P.M. on October 22, an alarm was sounded for a fire discovered in the 
headframe of the No. 3 shaft at the Dome mine.

Boiler-makers, making repairs on the ore bins, were burning out a piece of 
plate with an oxy-acetylene torch. Apparently a piece of hot metal fell on to a 
partition between the ore and waste chutes and ignited it. The fire was immedi 
ately discovered and put out with fire-extinguishers. No damage was done.
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International Nickel Company of Canada, Limited
A small electrical fire occurred on the 1,400-foot level of the Frood mine 

about 8.20 P.M. on July 31.
A short circuit took place in the power cable of a battery locomotive oper 

ating in No. 25 crosscut, setting fire to the cable insulation. Level Boss J. Scott 
put out the fire with a Pyrene extinguisher.

An electrical fire occurred in the pump station on the 2,000-foot level of the 
Garson mine about 11.30 A.M. on February 7.

A 200 h.p., 60-cycle, 2,200-volt motor was seriously damaged when the 
direct-connected, 200 g.p.m. centrifugal pump seized. The jnotor caught fire.

G. Seeker, chief electrician, discovered the fire and put it out with a Pyrene 
extinguisher.

A small electrical fire occurred on the 14th level of the Levack mine about 
7.30 P.M. on July 3.

A short-circuit took place in the charging-cable attached to a locomotive 
battery in the west charging-station, which burned the cable through in two 
places about 8 inches apart. The cable had apparently been pinched under the 
battery frame. A tramming crew noticed smoke coming from the charging- 
station. They opened the switch and put out the fire with a Pyrene extinguisher.

Lake Shore Mines, Limited
A small underground fire occurred at the Lake Shore mine at approximately 

1.30 P.M. on May 22.
The fan motor on the 5,825-foot level of No. 4 shaft became overheated 

owing to a power surge at 1.15 P.M. and set fire to a piece of rubber hose.
The smell was noticed by the shift boss at the 5,325-foot level station. He 

immediately telephoned and had an investigation made. The smouldering piece 
of rubber was extinguished by the use of a 1-quart Pyrene extinguisher. No 
damage resulted'and no smoke was seen.

Madsen Red Lake Gold Mines, Limited
A small fire occurred in the secondary crusher building at the Madsen Red 

Lake mine, on August 2. The fire started about 6.20 P.M., when the Texrope belts 
driving the Symons crusher stretched enough to allow the crusher to stop while 
the driving-motor continued to run. The friction caused by the motor sheave 
running on the stationary belts generated enough heat to set the belts on fire.

Four sprinkler-heads in the vicinity of the motor opened up and extinguished 
the blaze before any of the timber in the building was more than slightly charred. 
The set of Texrope belts, however, was destroyed. The motor was soaked with 
water, but apparently was not damaged; it was dried out and put into service 
again.

Sylvanite Gold Mines, Limited
A small fire occurred at the 500-foot-level pump station of the Sylvanite gold 

mine at 5.00 P.M. on January 31.
George Snyder, the cagetender, started the pump and then went to one of 

the pumps on a lower level. On passing the 500-foot level immediately afterward, 
he smelled smoke and on investigation discovered that the 8-inch rubber belt
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driving the pump and a board guard were burning. The fire was immediately 
put out with a hose. An 8-foot length of the board guard was charred.

The 5- by 8-inch, vertical, triplex Worthington pump was driven at 200 
r.p.m. by a belt from a 25 h.p. electric motor. The motor pulley was of perforated 
steel. The pulley on the pump was also steel. It is thought that slipping of the 
belt on the motor pulley generated sufficient heat to ignite the rubber. About 3 
feet of belt was completely burned.

Prosecutions
Rex vs. Vaino Aho

A charge was laid against Vaino Aho, a driller at the Frood mine of the 
International Nickel Company of Canada, Limited, as follows:—

That Vaino Aho, at the Frood mine of the International Nickel Company, Limited, on or 
about the 23rd day of July, 1945, did drill within 6 inches of the remnant of a hole that had been 
charged and blasted (so-called bootleg), contrary to Section 160, subsection 73(a), of the Mining 
Act of Ontario.

Aho pleaded guilty before Magistrate W. M. Cooper at Sudbury on July 27. 
A fine of 110.00 and costs or 10 days in jail was imposed. The fine and costs, 
amounting to 113.00, were paid.

Rex vs. Peter Boroto
A charge was laid against Peter Boroto, a conveyer helper at the Copper Cliff 

smelter of the International Nickel Company of Canada, Limited, as follows:—
That Peter Boroto, at the town of Copper Cliff, on or about the 16th day of March, 1945, 

while under the influence of 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.

Boroto pleaded guilty before Magistrate W. Golden at Sudbury on March 23. 
A fine of #10.00 and costs or 10 days was imposed. The fine and costs, amounting 
to #15.50, were paid.

Rex vs. John Haupstein
A charge was laid against John Haupstein, a driller at the Creighton mine of 

the International Nickel Company of Canada, Limited, as follows:—
That John Haupstein, at the Creighton mine of the International Nickel Company, Limited, 

on or about the 20th day of June, 1945, did drill within 6 inches of the remnant of a hole that had 
been charged and blasted (so-called bootleg), contrary to Section 160, subsection 73(a), of the 
Mining Act of Ontario.

Haupstein pleaded guilty before Magistrate W. F. Woodliffe at Sudbury on 
June 27. A fine of S10.00 and costs or 10 days in jail was imposed. The fine and 
costs, amounting to S19.00, were paid.

Rex vs. Marc Ouellet
Two charges were laid against Marc Ouellet, an employee of Pamour Porcu 

pine Mines, Limited, as follows:—
1. That Marc Ouellet on or about the last day of September, 1945, did commit a careless 

act (or acts) with explosives, to wit, did attempt to burn powder with a match, and did attempt to 
detonate powder by concussion, contrary to Section 160, subsection 53(c), of the Ontario Mining 
Act.

2. That Marc Ouellet, on or about October l, 1945, on the 14th level of the Pamour mine 
did light a fire, contrary to Section 160, subsection (5a) of the Ontario Mining Act.

Ouellet pleaded guilty before Magistrate S. Atkinson on October 9 at South 
Porcupine. A fine of S10.00 and costs of SI 1.70 on each count or 30 days in jail 
was imposed. Ouellet elected to serve the jail term.
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Ouellet, who was 20 years of age, was employed at the Pamour mine from 
September 11 to October 3, 1945. He had previously worked in the Sudbury 
district. Ouellet was attempting to prove that dynamite was not dangerous. 
The fire referred to in the second charge was lit about 5 feet from dynamite. 
Information received by the Department of Mines indicated that Ouellet had 
driven a 12-inch spike into a case of 40 per cent, powder on one occasion and on 
another had lighted a capped fuse and thrown it about 6 feet from a case of 
powder, where it exploded.

Rex vs. Steve Ribar
As a result of an incident at the Omega gold mine on December 17, when R. 

Pineau, mine captain, walked into an unguarded blast in the ore-pass chute on 
the 550-foot level, the following charge was laid against Steve Ribar, the miner 
doing the blasting:—

That Steve Ribar, of Larder Lake, in the district of Timiskaming, on the 17th day of Decem 
ber, 1945, in the township of McVittie, in the district of Timiskaming, did unlawfully, being a 
workman engaged in blasting in a mine, neglect to cause all the entrances to the place where the 
blasting was to be done to be effectively guarded before blasting, contrary to the Mining Act, 
R.S.O. 1937, Chapter 47, Section 16, subsection 75(a).

Ribar pleaded guilty before Magistrate S. Atkinson in Kirkland Lake Police 
Court on January 17, 1946. A fine of S10.00 and costs of 112.25 were imposed. 
The fine and costs were paid.

Mine Rescue Stations
NORTHWESTERN ONTARIO 

Geraldton, Red Lake, Berens River, and Pickle Lake
Complete equipment for a 12-machine station at Geraldton, a 12-machine 

station at Red Lake, a 3-machine substation at Berens River, and a 6-machine 
station at Pickle Lake was obtained.

Lack of labour and materials delayed the completion of the permanent 
station-buildings, and for the greater part of the year it was necessary to continue 
the use of temporary quarters. At Geraldton, however, the station garage was 
completed in December. The site of the garage and the future station is just 
south of the hospital on the property of Little Long Lac Gold Mines, Limited. 
At Red Lake, the station, although not entirely completed, went into use late in 
the year. The building for this station was moved early in the year from its 
original site on the property of the old Howey gold mine to its present site near 
the hospital on the property of Hasaga Gold Mines, Limited, and the necessary 
alterations are now practically complete. At Berens River, the equipment is 
housed in space made available by the Berens River Mines, Limited. No 
separate building is contemplated. At Pickle Lake, a building was moved from 
its original site at the No. 2 Operation of the Central Patricia Gold Mines, 
Limited, to its present site, west of the bunk-houses at the No. 2 Operation. The 
necessary alterations are partly completed.

Regular classes in rescue training and first aid are being held at all stations. 
Eleven teams have completed the preliminary training course: five at Geraldton, 
three at Red Lake, one at Berens River, and two at Pickle Lake. John Lang is 
superintendent.

NORTHEASTERN ONTARIO 
Sudbury

At the Sudbury station, normal rescue-training and fire-drills were carried 
on during the year. Eighty fully-trained rescue teams were maintained. T. J. 
Fee is superintendent.
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Kirkland Lake
During the year, normal rescue training, with special attention to the 

working out of the problems set in competitions, was carried on at the Kirkland 
Lake station. Fifteen fully trained rescue teams were maintained. P. C. Smith 
is superintendent.

Timmins
At the Timmins station, normal rescue-training activities were carried on 

during the year. Twenty-eight fully-trained rescue teams were maintained. 
Austin Neame is superintendent.

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

Laboratories of the Department of Mines during 1945:—

Classification

Tests for Ontario mines. .

Tests for wire-rope manu-

Tests for mines outside

Tests for industries other

Total

Jan.

45 
20

13

6

84

Feb.

50
25

12

5

92

Mar.

50 
17

17

11

2

97

Apr.

34 
29

17

8

3

91

May

48 
24

13

7

92

June

46 
11

27

10

94

July

36
44

40

2

122

Aug.

48 
29

16

5

98

Sept.

44 
34

13

12

103

Oct.

39 
55

8

15

1

118

Nov.

28 
74

5

4

111

Dec.

55

3

58

Total

523 
362

184

85

6

1,160

Fatal Accidents 
MINES

Algoma Ore Properties, Limited
Joseph Pashkosky, Russian, aged 47, single, employed as a pit boss at the 

Helen mine, was fatally injured in the west open pit about 3.05 P.M. on February 
1. He died in the Hawk Junction Hospital at 10.15 A.M. on February 2.

The fourth bench in this open pit is being mined eastward at the l ,450-foot 
elevation. Benches were mined at the 1,600-, 1,550-, and 1,500-foot elevations. 
Churn drills and electric shovels are used.

On the morning of February l, it was decided to drill about 5 short holes 
with plugger drills in the north wall of the pit, about 150 feet behind the face of 
the fourth bench, in order to blast down some loose rock. The north wall at this 
location was at an inclination of 65 degrees for a vertical distance of 75 feet above 
the pit floor. It then flattened to an inclination of 40 degrees for a vertical 
distance of 25 feet, above which it steepened to an inclination of 75 degrees for 
the remaining vertical distance of 50 feet to the 35-foot-wide remnant of the 
1,600-foot bench. The rock to be drilled was on the 40-degree slope.

About 9 A.M., J. Pashkosky and A. Stefoiniw fastened their safety-belt ropes 
to anchorages on the 1,600-foot bench. They scaled the wall down to their drilling 
location over a width of about 30 feet. They then pulled up their drill rigging, 
assisted by L. Bozul and A. Koraczka. At noon, they reported to the mine fore 
man, L.. Lepak, that the wall had been well scaled. After dinner, the same two 
men assisted them to pull up their drill steel, then left them. About 3.05 P.M., 
Stefoiniw was working on a stuck steel and Pashkosky was starting his first hole 
about 6 feet away when a piece of rock weighing about 50 pounds fell from the 
wall just below the 1,600-foot bench. It hit the 40-degree slope some distance 
away from Pashkosky and broke into several flying fragments. One fragment
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hit him on the forehead, knocking him unconscious. He was hauled up to the 
1,600-foot bench, and removed to the first-aid room.

Dr. A. K. Colley was summoned from Hawk Junction and arrived about 
4.50 P.M. by special train. Pashkosky had sustained a fractured skull. He was 
removed to the Hawk Junction Hospital, where he died the next day. An 
autopsy was performed, and death was attributed to lacerations and contusions 
of the brain.

An inquest was held before Coroner J. E. Gimby, M.D., at the Helen mine 
on February 17. The verdict of the jury was as follows:—

We, the jury, find on February 1st at the Helen mine that a falling rock dislodged from the 
face of the 1,600-foot level struck the deceased, Joseph Pashkosky, on the forehead, which caused 
his death by a fractured skull. He died at Hawk Junction on February 2nd with no blame attached 
to one or more persons.

Leon Shulzik, Russian, aged 53, single, employed as a labourer at the Helen 
mine, was killed about 12.05 P.M. on August 11, when he apparently drove a 
tractor over the bank of a ravine near the east open pit.

The first bench in the east open pit is being mined westward from the east 
slope of the Helen hill, using a churn drill and an electric shovel. The vertical 
walls range up to 80 feet in height. A rough tractor road runs westward up the 
hill on the south side of the pit to the location of the churn drill. There is a deep 
ravine near the south side of the tractor road.

On August 11, several churn-drill holes were to be blasted on the south wall 
of the pit. Schulzik was instructed to help the tractor driver, M. Borysiuk, to 
move the necessary powder from the magazine to the holes. This required two 
trips. A 334-ton tractor was used with an attached buggy. They arrived with 
the second load about 11.45 A.M. Borysiuk left the tractor and loaded buggy 
standing beside the holes and went to the camp for lunch without shutting off 
the Diesel engine in the tractor. The churn driller, J. Kasperkowicz, and his 
helper, A. Krawchuk, left for lunch at the camp a few minutes later. Schulzik 
was then unloading the powder from the buggy. He told them to wait for a few 
minutes and he would drive them down. As he was not authorized to drive a 
tractor, this was not taken seriously. Shulzik carried his lunch to work and 
usually kept it in the blacksmith shop on the road to the camp.

Borysiuk returned about 12.35 P.M. and found that the tractor and buggy 
were missing. He found signs indicating that they had gone off the south side of 
the road, after travelling about 275 feet, at a point where there was a turn 
northwards at the bottom of a steep grade. The ravine was 30 feet from the road 
at this point. The tractor and buggy were found in the ravine about 52 feet 
below the road. Shulzik was lying near the tractor and was dead when reached. 
His watch had stopped at 12.05 P.M. An autopsy revealed that he had sustained 
ruptures of the spleen and liver.

The tractor was upright, with the motor still running. The setting of the 
controls indicated that it had been travelling at a speed of about 4 miles per hour. 
Shulzik had never been seen to drive a tractor during the three years he had been 
employed there and had no authority to do so. He had, moreover, been warned 
not to touch the controls of this tractor when he had been seen experimenting 
with them about eighteen months previously.

An inquest was held before Coroner J. K. Gimby, M.D., at the Helen mine 
on September 15. The jury returned the following verdict:—

Leon Shulzik on August 11, 1945, during the noon hour, died from internal injuries at the 
Helen mine, Wawa. The injuries were caused by going over an embankment with a D-2 tractor 
and buggy. We attach no blame to any living person. The accident emphasizes the care operators 
of vehicles should take in making it impossible for any one else to operate their vehicles.
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Dome Mines, Limited
Peter Kosobuski, a British subject, born in Canada of Polish parents, aged 

54, married, with two children, employed as a driller at the Dome mine, fell into 
No. 848 North shrinkage stope at 9.45 P.M. on March l and was buried by a slide 
of broken ore. He died about 2 A.M. the same night while being removed.

No. 848 North stope was started above the 8th level in the north or hanging 
wall of No. 848 Ankerite stope. It was mined by shrinkage to a point above the 
7th level, where it was 85 feet in length and about 15 feet in width. At the 7th 
level it was floored over with 12- by 18-inch B.C. fir stulls hitched in the walls. 
Timber sets and three chutes were erected on the stulls. As the ore continued 
upward to the north and west, and mining continued above the 7th level, two 
more box-hole chutes were put in with centres 11 feet and 28 feet past the floor 
timber. Stoping was continued up to the 6th level. As much broken ore as would 
run was pulled from the stope above the 7th level. Pulling of the stope below the 
7th level was started, and at the same time sealers went in and mucked down the 
stope above. After the broken rock dropped in the stope below, no more tram 
ming was done on the 7th level over the timbered section; instead, the ore was 
passed through the floor into the lower part of the stope. The ore in the box-hole 
chutes on the 7th level was dropped on the drift floor and then scraped into the 
west end of the timbered section. This work had been completed before the time 
of the accident.

The openings in the 7th level floor through which the ore was passed varied 
in size. Those in front of the chutes had been partially covered with planks; 
those between the last four floor stulls were not covered and had been scraped 
full to the level of the floor. The ore was being pulled through a box-hole, from 
the 8th level, which tapped No. 848 North stope at a distance of from 25 to 40 
feet below the 7th level and from 10 to 13 feet east of the west end of the floored 
section at the 7th level. As the box-hole was being pulled a wedge of muck 
evidently hung up at the west end.

Peter Kosobuski and Taisto Turri, on the night of March l, were sent to 
remove the scraper and the double-drum Holman tugger hoist. The hoist was on 
solid ground at the north side of the centre of the timbered section and faced 
towards the east end of the stope. Three pulleys had been used, two east of the 
hoist and one tail-rope pulley west of the two box-holes. The men removed the 
tail-rope pulley at the west end, and the scraper was dragged over to the hoist. 
While this was being done, the tail rope snagged on a floor plank and the scraper 
'rope wound badly on the hoist. The men had just unwound the scraper rope to 
rewind it when J. Hartling, the shift boss, arrived. Turri asked Harding to run 
the hoist while he guided the loose rope. While they were doing this, Kosobuski 
took the safety harness, which was attached to a post beside the hoist, and went 
over to release the tail rope. Kosobuski and Turri had brought the safety harness 
and rope underground according to instructions received on surface and had been 
warned to use the harness when working around the open holes. These two men 
had not done the scraping of the broken ore from the drift into the stope below 
the 7th level. Kosobuski did not put the harness on, as it was later found in 
good condition dangling down the hole where he had fallen.

Evidently Kosobuski stepped on the broken rock between the second and 
the third last floor stulls and it slid down the end of the stope. The opening was 
3 feet 4 inches by 3 feet 7 inches. Kosobuski went down with the broken ore a 
vertical distance of about 40 feet. He was buried in a more or less vertical 
position to a depth of 2 feet, 7 or 8 feet inside the funnelled mouth of the box-hole.

Turri saw the flash of Kosobuski's lamp as he was falling. Hartling sent
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Turri to the shaft station to call for help. When help arrived two 16-foot ladders 
and two 8-foot ladders were spliced together and lowered into the box-hole to the 
surface of the broken ore. The recovery work was slow and dangerous. There 
were still 2 or 3 feet of material hanging on the wall at the end of the stope. If 
this had slid it would have covered Kosobuski still deeper. As mucking pro 
ceeded, a covering was laid down across the top of the box-hole.

Kosobuski was released and was brought up to the 7th level about 2 A.M., 
where he was examined by Dr. Harper. It was the doctor's opinion that he had 
been dead only a few minutes. The cause of his death was fractures of the skull, 
shock and pressure being contributing factors.

The inquest was held before Coroner F. C. Evans at 4 P.M., March 16, in 
the Township Hall at South Porcupine. The jury returned the following verdict:—

We, the jury, have come to the decision that the deceased Peter Kosobuski came to his 
death on March 2nd, 1945, in 848N stope at the Dome mine, accidentally, with no blame attached 
to any one.

The following recommendation was added:—
That mill holes, or any such openings to let muck through, should be covered immediately 

after using.

Falconbridge Nickel Mines, Limited
Murdock McLellan, British, aged 32, single, employed as a driller and 

timbernian at the Falconbridge mine, was instantly killed about 9.30 P.M. on 
February 8, by a fall of ground in No. 1,402-34-46 stope on the 1,400-foot level.

This horizontal cut-and-fill stope is about 575 feet in length and has an 
average width of about 18 feet. Weak walls were found about 200 feet from the 
west end of the stope during the mining of the first cut, and 4 rows of square sets 
were placed on the 1st floor in this area. They were extended to the east and west 
on succeeding floors, until there were 25 rows on the 10th floor. The eleventh cut 
was then started in the centre of the timbered area and mined eastward. Square 
sets were placed over those on the 10th floor. Weak walls were again encountered 
as mining progressed eastward, and it was decided to extend the sets on the 10th 
and lith floors.in that direction. Five rows of sets had been added to these 
floors by February 8. The sets were 8 feet high and had 6-foot caps. The 
leading double row was 2 sets wide, and booms had been put out for 7 feet in 
advance to give head cover. The back was 18 feet above the 10th or mucking 
floor.

When the afternoon-shift crew entered the stope shortly after 7 P.M. on 
February 8, they found that the toe of the muck pile still covered the south side 
of the area required for the next double row of sets. The stope boss, H. Honey ̂ 
well, instructed M. McLellan and S. Winget to test the back immediately ahead 
of the sets before making room for the new sets. They did so and decided that it 
was solid. The shift boss, A. McKinnon, visited the stope about 7.30 P.M. and 
found the men shovelling. He tested the back and decided that it needed scaling 
for some distance ahead of the sets. McLellan and Winget were then instructed 
to blast down any loose rock that they could not get down with bars and gads. 
Shortly before 9.30 P.M., they drove two gads westward into the north side of the 
back, about 8 feet ahead of the booms, but failed to bring down the loose rock. 
They then moved to the south side and attempted to reach the back with bars 
while standing on the slope of the muck pile about 2 feet ahead of the booms. 
This was not successful. McLellan decided to blast the loose rock into which 
the gads had been driven and moved away from Winget to obtain powder from 
a bag hanging in the timbered area. He walked northward in front of the booms
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and had just turned towards the north set when a fall of ground occurred on that 
side of the stope. It extended from the sets to the location at which the gads 
had been driven. The booms remained intact and held up over half the fall of 
ground. A piece of rock from in front of the booms, weighing more than half a 
ton, fell on Mclellan and killed him instantly. Winget had remained on the 
south side and was not injured.

An inquest was held by Coroner P. E. Laflamme, M.D., at Falconbridge on 
February 22. His verdict was as follows:—

Murdock McLellan, age 32, employed as a miner by Falconbridge Nickel Mines, Limited, 
was instantly killed about 9.30 P.M. on February 8, 1945, by a fall of loose rock in No. 1,402-34-46 
stope on the 1,400-foot level. From evidence given, the deceased and S. Winget were scaling the 
back ahead of the timber sets in the stope. They were unable to take down a drummy area with 
bars and gads, and the deceased walked towards the sets to obtain powder to blast it down. Part 
of it fell on him before he reached the sets, causing multiple crushing injuries to his chest and 
extremities. Accidental death with no blame attached to any one.

Hugh Yorke, British, aged 27, married, employed as a driller at the Falcon-. 
bridge mine, died from suffocation when he was buried in a run of broken ore 
from the west rill of No. 802-24-31 stope on the 825-foot level about 3.30' P.M. 
on May 17.

This cut-and-fill stope, about 350 feet in length, was mined by horizontal 
methods until the back was about 24 feet below the 650-foot level. A central 
section was then mined through to the level, and 45-degree rills were started from 
this section towards the ends of the stope. The rills were about 40 feet apart at 
the level on May 17. The timber floor of the west rill was about 43 feet in length 
and 27 feet in width. The lower end was at the edge of the east wing of No. 12 
chute, which leads to the 825-foot level. This vertical chute was in the middle of 
the stope and measured 4 feet 7 inches by 6 feet 4 inches inside the lining. The 
chute and wings were covered with a grizzly of 85-pound rails. The rails on the 
east wing had been laid from north to south, leaving four openings of 11 inches 
by 4 feet 7 inches. A chain was located near the centre of the rill to assist any 
one to ascend or descend.

The pile of broken ore on the rill had covered the east wing of the chute and 
had extended beyond it for some days prior to May 17. Water was dripping from 
a central raise directly above the upper end of the rill. As the chute was full, no 
work had been done at this location on May 16. The broken material in the chute 
was hung up, and efforts to dislodge it by blasting had been unsuccessful.

On May 17, the day-shift crew in this stope consisted of Stope Boss F. 
Palmer, P. Charron, H. Yorke, and N. Murphy. Charron and Yorke set up two 
drills at the top of the east rill and started drilling. They were assisted by 
Palmer and Murphy. The shift boss, D. McLellan, sent Murphy down to the 
825-foot level about 11.30 A.M. to help the train crew working on No. 12 chute. 
The chute had been unsuccessfully blasted during the forenoon. It was blasted 
again about 2.30 P.M., and Palmer thought he heard the broken rock drop. He 
went down the west rill to investigate and found that the ore had gone down 
about 40 feet in the chute. The pile on the rill had not moved. Palmer then 
prepared sand blasts on two large chunks about 5 feet above the toe of the pile. 
Meanwhile, Murphy had come up the stope manway immediately west of No. 12 
chute to see if the broken rock had dropped. He assisted Palmer to guard the 
manway s on the west side of the stope when the sand blasts were detonated. 
They then returned to the foot of the rill and decided to climb up to the level. 
It was almost 3.30 P.M., and Yorke had completed drilling. Palmer called to him



21

to bar down any loose pieces at the top of the west rill before they went up it. 
They then stepped back out of the way.

Yorke was barring down some loose material on the rill, possibly about 15 
feet from the upper end, when that part of the pile in line with the chute sud 
denly ran into the east wing. He was carried with it into the chute and buried 
to a depth of about 6 feet. His body was recovered about 6.10 P.M.

The south end of the east rail on the east wing was found to have moved 
over against the adjoining rail. It had been secured in place with grizzly blocks 
when last seen prior to the accident.

An inquest was held by Coroner H. M. Torrington, M.D., at Falconbridge 
on June 7. His verdict was as follows:—

Hugh Joseph Yorke came to his death on May 17, 1945, at Falconbridge mine, Ontario, 
from suffocation. He was barring down the rock on the west rill of No. 802-24-31 stope, 825-foot 
level, when the centre section, which was wet, ran through an opening, due to a dislodged rail in 
the grizzly, into No. 12 chute carrying him with it. He was covered with tons of rock, causing 
suffocation. Accidental death.

Hallnor Mines, Limited
Albert Generoux, British, aged 50, married, with two children, died at the 

Hallnor mine on January 26 from the effects of carbon monoxide gas encountered 
in a dead end of No. 401 stope. He had been employed at the Hallnor mine since 
May 12, 1944. He had previously worked for more than twelve years at the 
Dome mine.

No. 401 stope on the 4th or 761-foot level of the mine is on a vein dipping 
15 degrees to the south and is 5 feet wide. The length of the stope on the mining- 
floor was 157 feet at the time of the accident. The floor was 60 feet above the 
4th-level rail. Mining was done by the intermittent slice-and-fill system. The 
practice was to drill off a complete slice with 7-foot vertical holes, blast the whole 
slice, muck it all out, and complete the cycle by filling. The 2-compartment fill 
raise in the stope was driven along the dip. The west compartment was used as a 
manway; the east compartment was open. No chutes were used in the raise. 
Both the fill and the ore in this stope were handled with slushers. The centre of 
the raise was 64 feet west of the east face. The No. l combination mill-hole and 
manway is directly under the raise. The No. 2 mill-hole and manway is 60 feet 
west of the raise. The vertical distance between the 4th and the 3rd levels is 
200 feet.

On January 26, the blasting of a slice was in progress. At 11.30 A.M. A. 
Generoux and Jake Zadnick, both drillers, blasted 15 holes east of the raise, 
advancing the breast to a point 35 feet east of the centre of the raise. At the 
same time they blasted 30 holes west of the raise, advancing the breast on that 
side to 44 feet west of the raise. The clearance between the broken ore and the 
new back was 2 feet at the west end and increased gradually toward the east end, 
where it was 6 feet. No. l manway was covered with broken material. No. 2 
manway was open. After blasting, compressed air was blown from a hose tied to 
a slusher hoist located 16 feet west of the No. 2 manway.

About l P.M. the two men returned to the stope. They hoisted a few planks 
into the stope to put a bulkhead at the bottom of the fill compartment. They also 
took powder into the stope to blast again. They shut off the air. Zadnick then 
took the water hose and washed the new back and wall from the west breast to 
the east breast. Generoux following behind him, scaling. As Zadnick came away 
from the east face, he told Generoux that the east end was gassy and warned him 
not to go over that way. He also said that they would only blast the west breast. 
Zadnick took his water hose back to the west manway. A few minutes later he



22

missed Generoux. The ladders had been removed from the raise, and Zadnick 
knew that he must have gone down under the east breast. Zadnick went to look 
for him and found him unconscious about 6 feet from the east face. He dragged 
Generoux back as far as the ore pile under the east breast and by this time was 
too weak himself to take him farther. Zadnick went down to the level and found 
two chute pullers about 200 feet away at No. 401B stope. He told them what 
had happened and called P. Tomchyshyn and W. Larivierre out of No. 401B 
stope. The chute pullers entered the stope first but did not go over into the gassy 
end until Tomchyshyn and Larivierre arrived. The latter then led the way and 
pulled Generoux up into the fresh air.

Tomchyshyn and Larivierre tried to revive Generoux with water applied to 
the back of his neck, and he gasped once after they applied the water. They sent 
for a stretcher and placed him in it at the top of the west manway. It was 
probably 25 or 30 minutes after he was overcome with the gas when he reached 
the first-aid room, where artificial respiration was started at once. Dr. W. S. 
Paul arrived a short time later and gave him stimulants from time to time. 
Artificial respiration was continued for three hours. An inhalator was used.

Dr. Paul stated that Generoux's death was due to asphyxiation caused by 
carbon monoxide.

An inspection of the stope showed that Generoux apparently went over into 
the smoky and gassy dead end of the stope to relieve himself. He had stood his 
scaling-bar up against the north wall and had taken off his coat and hat and belt 
with battery lamp attached. He was about to replace these when he was over 
come. The men who carried Generoux out stated that the stope was very gassy 
and the visibility very poor.

An inquest was held at Porcupine before Coroner H. L. Minthorn, M,D., 
at 11 A.M. on February 1. The jury returned the following verdict:—

We, the undersigned jury, find that Albert Generoux met with accidental death by gas at 
the Hallnor mine, January 26, 1945.

John Chermak, a naturalized British subject, born in Roumania, aged 46, 
married, with wife and two dependent children residing in South Porcupine, was 
suffocated in a slice-and-fill stope chute in No. 301C stope at the Hallnor mine 
about 7.00 P.M., September 24.

No. 301C stope is a slice-and-fill stope on a quartz and calcite vein. The 
length of the stope back, including 45 feet of stope drift at the west end, was 390 
feet at the time of the accident. The mining width varied from about 6 to 15 feet. 
There were 6 mill-holes in the stope, located at the following distances from the 
west end of the stope: No. 10, 58 feet; No. 8, 130 feet; No. 6, 198 feet; No. 5, 
237 feet; No. 4, 300 feet; and No. 3, 328 feet. There were manways on the east 
sides of Nos. 10 and 8 mill-holes and on the west sides of Nos. 5 and 4 mill-holes. 
The tops of Nos. 10, 4, and 3 mill-holes were 128 feet above the 3rd-level track. 
The other mill-holes were one slice or 7 feet higher. The stope had a 2-compart- 
ment raise, which at the time of the accident was almost exactly midway between 
the east and west faces. The east breast was directly over No. 4 mill-hole. The 
west breast was 145 feet west of the raise or up to the last face, where stope 
drifting had started.

About 11.30 A.M. on September 24, Steve Puchala and Urho Virtanen, 
drillers, blasted a breast over No. 4 mill-hole. After blasting, the miners ate their 
lunch and returned to the stope about one o'clock. About this time, E. Neimi, 
the day-shift boss, entered the stope from the 2nd level and told the drillers that
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the chute pullers would pull No. 4 chute. He warned Puchala and Virtanen to 
keep off the muck. During the remainder of the shift the miners washed the stope 
and scaled some distance behind the breast. The Hallnor management had made 
it the responsibility of the men in the stope to place "chute-pulling" signs to 
warn workmen to keep off areas being pulled in shrinkage stopes and in slice- 
and-fill stopes where muck had been broken over the top of mill-holes. In this 
case there was no entrance to the stope east of the area being pulled; the muck 
blocked any passage from west to east beyond the breast. The day-shift crew 
neglected to place a warning sign west of the area that was being pulled. When 
Puchala and Virtanen went to surface near the end of their shift (4 P.M.), they 
met two day-shift chute pullers, Coyne and Sileski. The miners asked the chute 
pullers where they had pulled and said that they had not heard the chute being 
pulled on the 24th. The chute pullers told them that they had pulled 25 cars, 
slightly over 25 tons, from No. 4 chute. The miners then said that the muck 
had not moved in the stope. On surface the miners told John Chermak, Wm. 
Geriak, and Nick Rewegan that the muck over No. 4 mill-hole was hung up. 
These three men were going on the 4 P.M. to midnight shift. The chute pullers 
also told the night-shift boss, Russell Carson, who then went to the shaft collar 
and informed the three miners that the mill-hole was hung up and warned them 
to keep off it.

I/ater Carson went underground with the shift and entered No. 301C stope 
with the crew. He instructed the men to keep off the muck. He detailed Cher 
mak and Geriak to line the last 5 feet of No. 5 mill-hole and sent Rewegan down 
to the 3rd level to help the chute pullers. Nothing was said or done about guard 
ing or fencing off the area where the broken rock was hung up.

Rewegan went up into the manway alongside No. 4 mill-hole and, while two 
chute pullers filled cars, hammered on the lining to shake the muck down. About 
5.30 P.M., after 10 more cars had been pulled, the muck fell. Immediately after 
it fell, Rewegan heard Chermak shouting in the chute. The chute pullers had 
just left for the shaft station with a train of cars. Rewegan ran to the station 
and caught them there. Notice of the accident was sent to surface, and the men 
returned to the chute.

Chermak had fallen to a point about 17 feet below the top of the mill-hole 
or about 25 feet below the former level of the muck. Muck ran in above him, 
completely filling the mill-hole and leaving only one corner of the top of the mill- 
hole exposed.

Recovery operations were begun from the manway, where an opening l ̂  
by 2 feet was cut through the side of the mill-hole. This was later found to be 
too far below Chermak, for, when the muck was pulled through it, he was pulled 
down also. A second opening was then cut about 8 feet higher up. At the same 
time scraping operations were started in the stope to clear away the muck which 
would run into the mill-hole. Part of the muck was scraped back to the west and 
about half of it was scraped ahead into the No. 3 chute. The scraping was com 
pleted about midnight. After this was completed, the muck above the upper 
opening was run into the manway and the last 2 or 3 feet above Chermak was 
shovelled out of the mill-hole.

It was shortly after 5 A.M., September 25, when Chermak was removed 
from the mill-hole. His death, which was due to suffocation, is believed to have 
occurred about 7 P.M. on September 24. He had talked for upward of an hour 
and a half after he was pulled into the mill-hole.

No satisfactory explanation for Chermak's presence on the muck over the 
mill-hole has been found. Geriak says that he blasted a large rock, close to the
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hanging wall and about 15 feet behind the breast, shortly before the accident 
and that he thought Chermak had gone back to see if the rock had broken.

An inquest was held before Coroner H. E. Montgomery in Porcupine at 
3.00 P.M., September 27. The jury returned the following verdict:—

We, the undersigned jurors, find that John Chermak came to his death the night of September 
24, 1945, in 301C stope at No. 4 chute underground, at Hallnor Mines, Limited, due to accidental 
cause.

The following recommendation was added:—
In the future we recommend that danger signs be placed before pulling chutes.

Hollinger Consolidated Gold Mines, Limited
Mike Fartais, aged 51, a naturalized British subject, born in Roumania, 

married, employed by Hollinger Consolidated Gold Mines, Limited, since May, 
1924, was injured about 1.10 P.M., August 7, on the 2,150-foot level of the Hol 
linger mine. He died about 50 minutes later at St. Mary's Hospital in Timmins 
without regaining consciousness. Fartais was squeezed between a train and a 
post while attempting to couple the moving train to six standing cars. Fartais, 
rated as a runner, had during his twenty-one years at the Hollinger served in 
many different capacities. At the time of the accident he was the service man for 
the 2,150-foot level, in which capacity he did various odd jobs and filled in when 
other workmen were absent. During the week of August 7 he was acting as 
switchman on the 2,150-foot level, while the motorman was away on holidays. 
The regular switchman, Dan Nagora, was acting as motorman at the time.

After coming on shift at 7 A.M. on August 7, the motor crew pulled six 3-ton 
cars of ore from No. 51W13 slice-and-fill stope, picked up five cars of ore, loaded 
by a contract drift crew, in No. 124BE11.2 drift and dumped them into the ore 
pass. They pulled eight 3-ton cars of backfitf from the waste pass and dumped 
these into No. Ill dump on No. Ml crosscut near the central shaft. At 1.10 P.M. 
they were placing fourteen empty cars in a car storage in No. 114EM4 drift. 
This is about 240 feet in length, intersecting No. M4 crosscut and No. 13 crosscut 
north. The drift has an upgrade of 2 per cent, from No. M4 crosscut to the north 
east. There were already six empty cars standing in the drift. These cars were 
blocked with a 5/8-inch chain, 3 feet long, across the south rail of the drift at a 
point 7 feet east of the switch and 4 feet west of the end of the pillar between the 
two tracks. One foot west of the chain there was a timber set consisting of an 
8- by 8-inch cap, 15 feet long, supported by two posts; one post was at the north 
end of the cap, the other was near the centre between the two tracks. The south 
end of the cap extended over the crosscut track. The bumper of the standing car 
extended slightly west of the timber set. The clearance between the car boxes 
and the post was 9 inches; the clearance between the tipple dump rails and the 
cars was 5 and 5^ inches. The fourteen empty cars had been pushed up to No. 
114EM4 drift. No. M4 crosscut has a 0.5 per cent, upgrade going east.

Fartais was riding in the car that was farthest from the motor. At the 
switch the train stopped. Fartais got out, opened the switch, and then signalled 
to Nagora to back up (two hammer blows on the overhead pipe line). Fartais 
then evidently walked back and stood on the west side of the post. He was 
squeezed against it. The post was pushed out from under the cap and both fell 
over to the east, the post falling between No. M4 crosscut track and the north 
wall of the crosscut. Fartais fell between the rails. Nagora had stopped the 
train for Fartais to couple the cars as soon as he felt the moving cars strike the 
standing cars. He saw Fartais' light flash across No. M4 crosscut as he fell. 
Nagora called and, receiving no answer, walked up to the corner and found
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Fartais unconscious. The cars had not been coupled and the stop chain was still 
across the track. The cars had rolled back downgrade toward the motor, and the 
six cars in storage were almost in their original position. Tests afterward showed 
that when the fourteen moving empty cars hit the six standing cars all would con 
tinue rolling a few feet after the motor was stopped and that they would then roll 
back until all the bumpers were tight together.

Nagora got help and a stretcher and Fartais was taken to surface and then 
sent directly to St. Mary's Hospital, where he arrived at 1.45 P.M. He died about 
fifteen minutes later. He had suffered fractures of the 2nd and 3rd left ribs and 
the 5th right rib, which punctured his lungs. Death was caused by surgical 
emphysema.

Fartais had been warned three times on the day of the accident to wait for 
the cars to stop before attempting to couple them. He was specifically instructed 
along these lines by Captain George Webber, later by the motorman, and again 
by the shift boss, H. Sopha, who went out of his way at lunch hour to contact him.

An inquest was held before Coroner H. L. Minthorn, M.D., at 4 P.M., 
August 9, in the Timmins Municipal Building. The jury returned the following 
verdict:—

We, the jury of this inquest concerning the death of Mr. M. Fartais, on August 7, 1945, at 
1.15 P.M., employed at Hollinger Gold Mines in capacity as switchman on twenty-one hundred 
level. We, the jury, come to understand that the above man died of accidental death, blame 
attached to no one.

The following recommendation was added:—
We, the jury, recommend that the stop chain should be spiked to a tie in such a location that 

it would be a safe distance from timber or wall.

International Nickel Company of Canada, Limited

Herman Rintaprussi, Finnish, aged 41, married, employed as a timberman 
at the Frood mine, was fatally injured about 9.20 A.M. on June 28 when crushed 
between a Granby car and the timbering at No. 40.25 fill raise on the 1,600-foot 
level. He died before reaching surface.

This fill raise, which is located on the west side of No. 4 drift, serves the 
underlying stope on the l,800-foot level. It consists of a manway and a fill pass. 
The latter is at the north end and is covered with planks when not in use. Rock 
fill is dumped into it from 56-cubic-foot Granby cars by means of a movable steel 
ramp on the east side of the track. The ramp is equipped with bearings at both 
ends and lies over at an inclination of 55 degrees when not in use. It is attached 
by a cable to a counterweight, so that it can be raised by hand. The counter 
weight is enclosed in a wooden box on the east side of the drift near the north 
end of the ramp. The drift is timbered with 10- by 10-inch sets at 5^-foot centres, 
except at the fill pass, where two posts are omitted to permit dumping. The drift 
timber is supplemented by a 10- by 10-inch longitudinal set, which spans the fill 
pass in line with the drift-set posts. Another similar set, 4 feet 7 inches in height 
above the fill-pass cover, supports back lagging over the fill pass. The door of a 
Granby car almost touches the lagging and the supporting set when the car is at 
the peak of the ramp during normal dumping operations. There is a side clear 
ance of 19 inches when the ramp is not engaged.

On June 28, A. Cowan, motorman, and R. Kidder, switchman, started to 
transport fill from No. 2 main fill pass to No. 38.25 fill pass with a battery 
locomotive and seven Granby cars. The full cars were pulled southwards past 
No. 40.25 fill pass and pushed northwards past it when empty. Two return trips 
were made without incident before the time of the accident.
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Meanwhile, H. Rintaprussi and A. Philippe, timbermen, had been instructed 
to repair the ramp at No. 40.25 fill pass, following a report from the previous shift 
that it was out of order. They found that the south bearing was raised off the 
underlying timber and that the counterweight was not working properly. They 
removed the south side of the counterweight box and found the counterweight 
resting on a pile of muck. The fill train made a return trip past them, and both 
men remained on the east side of the drift. They then went to the warehouse for 
tools, nails, and grease. When they returned, they started to remove the muck 
in the box with a pick and shovel. The loaded fill train approached them from 
the north at slow speed, with Kidder walking about 25 feet ahead of it. Rinta 
prussi crossed the track to the west side of the drift, with the pick in his hand, 
and stood about 10 feet north of the fill pass. Philippe remained on the east side 
and stood about 4 feet north of the ramp. The ramp was down, and the fill pass 
covered. The locomotive and three cars passed the ramp without incident, but 
the fourth car engaged it in some manner and dumped. Cowan felt the jar and 
stopped the train when the dump wheel of this car was about 2 feet past the peak 
of the ramp. He looked around and saw Rintaprussi fall near the south end of 
the fill pass.

Rintaprussi was lying across the south half of the dumped fill, with his head 
at the south end near the front of the fourth car. He had sustained a severe 
crushing injury to his chest with multiple fractures of. the ribs and punctures of 
both lungs, a fractured left scapula, and interthoracic haemorrhage. Philippe had 
not seen or heard him during the passing of the train. The pick was found where 
he had been standing as it approached. He was found about 18 feet south of this 
location. It is not known how he came to be in a position to be crushed.

The front wheels of the car were off the track, with the west wheel on the 
inside guard rail. The door was almost completely open and from 7 to 16 inches 
from the timbering. The imprint of a lamp battery was visible in the dirt ad 
hering to the outside of the door. The ramp had been shifted several inches 
southwards. The counterweight was out of the box, except for the lower end 
resting on the muck. It was found by experiment that the counterweight could 
not move the ramp by falling out of the box. The front wheels of the car may have 
jumped the track near the north end of the fill pass, caused the dump wheel to 
span the 4-inch clearance from the end of the ramp, and forced the latter upright 
as the car moved southwards. Philippe did not notice anything unusual until 
the car dumped.

An inquest was held by Coroner G. R. Jones, M.D., at Frood on July 10. 
His verdict was as follows:—

Herman Rintaprussi came to his death at the Frood mine of the International Nickel Com 
pany, Limited, on June 28, 1945, as the result of a crushing injury to his chest when he was 
squeezed between a Granby car and the timbering at No. 40.25 fill raise on the 1,600-foot level. 
Accidental death, with no blame attached to any one. No adequate explanation could be offered 
for the dumping of the car at this location.

Roland Roy, British, aged 33, married, employed as a timberman at the 
Frood mine, was fatally injured by a fall of ground in No. 46 stope on the 1,800- 
foot level about 12.55 P.M. on October 11. He died shortly after he was released 
at 1.20 P.M.

This square-set, cut-and-fill stope is five sets wide and extends from footwall 
to hanging wall. The sets are at 5^-foot centres and are 7 feet high. The caps 
are parallel to the pillars. At the time of the accident, the 18th floor had been 
started near the hanging wall. A cut one set wide had been mined from the south
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pillar across the stope for a distance of four sets, and the sets installed. The 
breast on the hanging-wall side of the cut had been blasted about 11.15 that 
morning to make room for another row of four sets.

The crew in this stope on October 11 consisted of five men and a stope boss, 
George Field. They blasted the breast at lunch-time and returned to the stope 
about 11.45 A.M. Field found that the blast had knocked out the leading girts 
of the two centre sets on the 18th floor. The centre post and cap were leaning 
towards the north pillar, with the top of the post about 14 inches out of line. 
Most of the bulkhead timbers and blocking supported by them had fallen down. 
The north and south sets were intact. He washed down the breast and muck 
pile, scaled and sounded the back, and examined the breast for missed holes. 
About 12.35 P.M., he told G. Hearn to clean up the south set and replace the 
flooring and then do the south-centre set. Roland Roy was told to do the same 
work in the north and north-centre sets. The work in the centre sets could be 
done without going out into them.

About 12.55 P.M., Field and Hearn were in the south set replacing the flooring 
in the south-centre set. Roy was in the north set replacing the flooring in the 
north-centre set. Roy said something to Field, but the noise of a nearby slusher 
prevented the latter from hearing him. Field assumed that he wanted a floor 
plank and turned towards the south pillar to get one for him. Hearn also turned 
aside. At that moment, a fall of ground occurred in the two centre sets, knocking 
down the leaning post and cap. The rock that fell consisted of a flat slab, weighing 
about 13/2 tons, and two smaller pieces. Roy was found in the north-centre set 
pinned underneath the large slab. He had apparently just stepped into this set 
when the fall of ground occurred. Recovery work was started immediately, and 
Roy was released about 1.20 P.M. He had shown signs of life up until this time 
but was dead when examined by Dr. W. C. Campbell in the stope at 1.30 P.M.

An inquest was held by Coroner G. R. Jones, M.D., at Frood on October 30. 
His verdict was as follows:—

Roland Roy came to his death on October 11, 1945, from crushing injuries to the chest and 
spine when he was buried under a rock fall in stope No. 46, 18th level, Frood mine. Death was 
accidental, and no blame can be attached to any one.

Clarence McMillan, British, aged 24, single, employed as a driller at the 
Garson mine, was fatally injured about 8.30 P.M. on February 13 while blasting a 
round in No. 3 east drift on the 1,800-foot level, when he delayed too long at the 
scene of the blast. Nick Pastuck, Ukrainian, aged 40, employed as a driller, was 
moderately injured in the same accident.

No. 3 east drift is 10 by 10 feet in cross-section. The face was being drilled 
and blasted on afternoon shift by a crew of three men. The leader, N. Pastuck, 
did not work on February 12, with the result that the drilling of the round was 
not completed that day. The drift had been driven eastward from No. 2 shaft 
crosscut for a distance of about 400 feet.

On February 13, Pastuck was instructed by his shift boss, U. Farenzina, to 
drill the 3 holes.necessary to complete the 7-foot round and to be ready to blast 
at lunch-time. Farenzina told Pastuck that he would assist in spitting the round. 
He then sent the other members of the crew to drill elsewhere and assigned C. 
McMillan to assist Pastuck. The round of 40 holes was completed about 7 P.M. 
Three of the "burn" cut-holes were not to be loaded, and the four lifters were to 
be double-fused because of water. Pastuck and McMillan then obtained from the 
powderman, A. Kingsley, 290 sticks of 40 per cent. Forcite powder, 60 sticks of 
55 per cent. Stopeite powder, and 41 10-foot capped fuse with stained ends and
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started to load the round. The fuse had a rated burning speed of 40 seconds per 
foot. Farenzina returned to the drift before 7.30 P.M. and observed that they were 
loading the back holes. He estimated that he would have time to assist in blasting 
another heading before being needed to help them spit the round. Pastuck 
trimmed and slit all the fuse after the round was loaded. He trimmed 3 feet from 
the fuse in the first cut hole and successively reduced this cut by about 2 inches 
in trimming the fuse in each remaining hole. He then made the four longest cuts 
into spitters. McMillan left the face shortly before 8.30 P.M. to obtain a replace 
ment for his weak electric lamp. He met Kingsley in the drift about 150 feet 
from the face and exchanged lamps with him. Kingsley went away to obtain a 
spare lamp, and McMillan returned to the face. Pastuck did not wait for 
Farenzina to assist them. He gave McMillan two spitters and lit one of his own. 
After spitting five or six fuses, he lit McMillan's first spitter from his own. The 
two men then proceeded to spit the remaining fuse. Each man apparently used 
his second spitter when the first had burnt out. No difficulty was encountered 
until Pastuck tried to spit his last fuse, which was located in the right-hand lifter. 
It did not catch fire, so he reslit it and tried again. It still did not catch fire. He 
then trimmed and slit it anew before trying to spit it again. The fuse caught fire 
this time, and Pastuck turned to leave the face. He saw McMillan about 10 or 
12 feet from the face. The first shot went off at that moment, putting out their 
lamps. Pastuck waited until two more shots went off, then started to crawl out 
of the drift on his hands and knees.

Meanwhile, an empty train was being pushed southward in No. 2 shaft 
crosscut. The switchman, B. Pidwinski, was walking in advance of the train and 
had almost reached No. 3 east drift when the shots started to go off. He stopped 
the train and waited for the blast to end. Almost immediately after the last shot 
went off, he saw Pastuck crawl out of the drift and went to his aid.

N. Druska, S. Moska, and M. Zwarych then went into the drift to look for 
McMillan. They found him in dense smoke about ten minutes after the blast 
had ended. He was lying across the track about 75 feet from the face and was 
still alive.

The two injured men were removed to the Copper Cliff Hospital. McMillan 
died at 10.17 P.M. that evening. His death was attributed to shock, a fractured 
skull, and multiple fractures of the arms.

An examination at the scene of the accident revealed that all charges had 
been detonated. The blast had advanced the face less than 3 feet. The shots 
went off at regular intervals, with the exception of a delay before the last shot. 
The first fuse spit by Pastuck was 7 feet in length and thus had a rated burning 
time of 4 minutes and 40 seconds. He used two spitters in succession, having a 
total length of nearly 6 feet, and may have spit the last fuse by some other means. 
He had been blasting at the Garson mine for more than two years.

An inquest was held by Coroner H. M. Torrington, M.D., at Garson on 
April 4. His verdict was as follows:—

Clarence McMillan came to his death at the Copper Cliff Hospital, International Nickel 
Company, Copper Cliff, Ontario, about 10.17 P.M. on February 13,1945, as the result of a fractured 
skull and other multiple injuries received at Garson, INCO, same date in No. 3 east drift on 
1,800-foot level about 8.30 P.M. Clarence McMillan and Nick Pastuck had been drilling; then 
they loaded the 37 holes and lit the fuses. Pastuck had some delay in lighting a lifter fuse, and the 
explosion occurred before they got clear. They were both injured, but McMillan fatally. Acci 
dental death due to delay in lighting fuses.

MacLeod-Cockshutt Gold Mines, Limited
L/orenzo L/etendre, British (French-Canadian), aged 44, married, without 

children, employed as a block-holer, was killed by a fall of ground in No. 451
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stope of the MacLeod-Cockshutt mine on January 3 about 11 P.M. Letendre 
had been employed at the mine since March 13, 1944.

No. 451 stope is mined by the cut-and-fill system. The stope is about 500 
feet long and ranges in width from 8 feet to 80 feet. The ore body has an east- 
west strike and rakes or plunges to the west at about 27 degrees. At the time of 
the accident a breast 10 feet thick was being advanced from east to west in a 
section of the stope 80 feet wide. The back of the stope was 78 feet below the 
3rd level and 87 feet above the 4th level rail.

On the night of the accident there were eight men working in the section of 
the stope involved: A. Tastula, stope boss; O. Klemetti and J. Burns, drillers; 
H. Sutherland and M. Ogal, helpers; J. Fyck and M. Fyck, slushermen; and 
Lorenzo Letendre, block-holer. Klemetti and Burns and their helpers had set 
up their machines on the broken-ore pile to drill the breast. J. Fyck and M. Fyck 
were operating slushers, which were set up about 60 feet ahead or west of the 
breast. Letendre was block-holing large pieces on the mucking-floor west of the 
breast. At 11 P.M., while he was working 25 feet west of the breast between the 
slushers and the drills, a portion of the back, starting at the breast and extending 
50 feet to the west, with a width of about 60 feet and a thickness of 10 feet at the 
face, tapering to a thin edge at the west end and weighing about 2,000 tons, fell. 
The only warning of the impending fall of ground was given by the fall of some 
very small pieces of loose about 50 feet west of the breast a few seconds before 
the accident occurred. M. Fyck, who was operating his slusher 60 feet west of 
the breast, noted these small pieces falling and waved his lamp to J. Fyck who 
was under the breast. J. Fyck came out just in time to escape the fall of ground 
by seconds. Stope Boss Tastula was in the clear near the slushers. Letendre, 
who was operating the block-hole machine, did not receive any warning because 
of the noise of his own machine and the noise from the drills running at the 
breast. He was caught under the falling rock about 6 feet inside the north side 
of the piece. Tastula immediately sent word to Shift Boss W. Quesnel. A call 
was sent for a doctor. The body of Letendre was located by Shift Boss Ouesnel. 
A piece of loose weighing about 15 tons had struck him, and he was lying partly 
under it. His skull and right side were considerably crushed. Dr. McBurney 
arrived in the stope about 11.40 P.M. and pronounced the man dead.

The area of the stope adjoining the section from which the loose had fallen 
was first scaled and posted, and recovery operations were started. The piece 
holding Letendre was-drilled for an eye-bolt, and a chain block attached. The 
body was freed at 11 A.M., January 4.

The ground in this stope had been considered good previous to the accident. 
Several of the workmen in the stope had been working there since it was started 
on the 4th level about two years ago. On December 22, 1944, a piece estimated 
as weighing 400 tons had dropped from the centre of this same area. This im 
proved the arch of the back. The back at that time was scaled, and 18 posts of 
12-inch diameter or larger, with 30- by 14- by 6-inch headblocks, were placed 
at intervals under it.

No slip was apparent from which the loose fell away. It is possible that since 
the plane of the break parallels the plunge of the ore, there are lines of weakness 
in this direction. The piece that fell contained a considerable amount of sulphide 
and was just below the ore limit between it and the rock in which there was 
little or no sulphide.

An inquest was held on January 6 at Geraldton before Coroner Chas. 
Powell, M.D. The jury returned the following verdict:—
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That Lorenzo Letendre died on January 3, 1945, at the MacLeod-Cockshutt mine in the 
district of Thunder Bay, when he was crushed under a large loose. The cause of death was shock 
and internal injuries. It appears from the evidence that all necessary precautions were taken 
previous to the accident.

* Madsen Red Lake Gold Mines, Limited
Kazik Chwalinski, aged 44, Polish, single, employed by Madsen Red Lake 

Gold Mines, Limited, as a deckman, was killed instantly at about 5.20 A.M., 
April 9, while in the act of removing a car of drill steel from a cage at the collar 
of the No. 2 vertical shaft. The car of drill steel overturned, pinning him under 
neath it. Chwalinski had been employed as a deckman for almost two months 
and for a period of a year and nine months previously as a labourer and helper.

On the 11.30 P.M. Sunday to 7.30 A.M. Monday shift, all the underground 
men, with the exception of Gunnar Strom, cagetender, Jim Linklater, cage- 
tender's helper, Kazik Chwalinski, deckman, and Alex Pruden, hoistman, went 
off shift. Strom and Linklater then moved locomotives and mucking-machines 
between levels and sent up cars of dull drill steel to surface.

About 5.15 A.M. Strom and his helper loaded a car of dull drill steel into the 
cage, blocked the right wheel of the car with a wedge, and then put the bar of 
the cage down, Immediately after the signals were rung to have the cage hoisted 
to surface, Strom telephoned to Chwalinski that a car of steel was coming up and 
that he wanted Chwalinski to send down the empty cage. The hoistman, Pruden, 
on bringing the cage to surface lifted it about 3 feet above the collar of the shaft, 
stopped it, and then lowered it slowly so that Chwalinski could catch the cage on 
the chain chairs. About five minutes after completing this operation he received 
a telephone call from Chwalinski to the effect that the cage was only on one chair 
and that he wanted it hoisted and lowered so that he could chair it properly. 
Pruden told the deckman to give the chairing signal when he was ready. After 
returning the signal, Pruden started to lift the cage slowly but saw the cable snap 
after he had raised the cage a short distance and thought that something might 
be wrong. He stopped hoisting and lowered the cage for landing on the chairs, 
but, as he did not feel the weight ease off, he was certain that something was 
wrong. He went into the shaft-house where he found Chwalinski lying on his 
back at the shaft collar with the steel-car and drill steel on top of him. Seeing 
that the cage was free he put the bar of the cage down and telephoned to Strom 
telling him of the accident and also that he would send the cage down for Strom 
and Linklater to come to surface. On arriving at the collar, Strom saw the steel- 
car lying on Chwalinski, whose face was slightly blue and who was bleeding a 
little through the left nostril. Dr. McCammon arrived at approximately 5.40 
A.M. and, on examining Chwalinski, pronounced him dead. A watch was found 
on the deceased with the crystal broken and the hands stopped at 5.18 A.M.

It would appear that when the car of steel came up on the cage Chwalinski 
succeeded in catching the cage on one chair only. He must have then removed 
the wedge from under the wheel of the car, raised the bar of the^cage, and at 
tempted to pull the loaded car off the cage. Finding that he could not do so with 
the cage on only one chair, he telephoned the hoistman that he wanted him to 
hoist the cage and lower it again so that he could get the cage on both chairs. 
Chwalinski must have forgotten to put the bar of the cage back in place and the 
wedge under the wheel of the steel-car so that when the cage was lifted, the car of 
steel rolled out of the cage on top of him, knocking him down and pinning him 
underneath it. Death was due to multiple crushing injuries. The car contained 
the following pieces of l-inch quarter-octagon steel: 32 pieces, 9 feet long; 24
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pieces, 7 feet long; 4 pieces, 6 feet long; 34 pieces, 5 feet long; 42 pieces, 3 feet 
long; and 60 pieces, 2 feet long.

An inquest was held in the Madsen staff-house on May 18 at 3 p.M. before 
Coroner C. F. Galway, M.D., whose verdict was as follows:—

I find that Kazik Chwalinski died of multiple injuries received at Madsen Red Lake Mines, 
Limited, about 5.20 A.M., April 9, as a result of being pinned under a car of steel which he was 
unloading at the collar of No. 2 shaft. Death being accidental.

Paymaster Consolidated Mines, Limited
The hoisting rope on a double-deck cage lowering sixteen men at the No. 5 

shaft of the Paymaster Consolidated mine broke at 7.55 A.M. on February 2. 
The safety dogs engaged the guides immediately, but they were torn out. They 
then worked ineffectively as the cage fell to the bottom of the shaft, a distance of 
more than 1,700 feet. The cage stopped in the spill pocket about 19 feet above 
the shaft bottom. The impact resulted in instant death to all but two men. Only 
one man was reached while still alive, and he was unconscious when removed. 
He died en route to the South Porcupine General Hospital.

The names and status of the deceased men, who were all employed by Pay 
master Consolidated Mines, Limited, are as follows:—

Mervin Appleyard... . . . British, aged 29, single, chute puller.
Alphonse Auger. . . . . . . .British (French-Canadian), aged 37, married, three children, miner.
Arthur Beland..... . . . . .British (French-Canadian), aged 40, 11 children, miner.
Russell Dillon. . . . . . . .. . British, aged 25, single, sampler.
Laurent Dubeau... . . . . .British (French-Canadian), aged 20, single, mucker.
Stanley Kolodziejski. . . .Polish (not naturalized), aged 60, married, l child, cagetender.
Hero Kohtala. . . . . . . . . .Finnish (not naturalized), aged 45, married, 2 children, mucking-

machine operator. 
Ligouri Lauzon.. .. .... .British (French-Canadian), aged 23, married, miner.
Ubald Legault....... . . .British (French-Canadian), aged 31, married, 2 children, chute

blaster and spare motorman. 
Melvin Markoskie. . .. . .British (Canadian-born Ukrainian), aged 20, single, mucker and

chute puller. 
Mike Mokoruk. ... . . . . .British (Austrian, naturalized 1932), aged 50, married, one son in

armed forces, underground hoistman. 
Eino Neimi. ....... . . . .British (Canadian-born Finn), aged 20, single, sampler.
Mike Parnetta. . . .. . . . .British (Canadian-born Ukrainian), aged 36, single, mucker and

chute puller. 
Albert Plourde. . . . . . .. .British (French-Canadian), aged 40, married, 6 children, chute

blaster. 
Nicola Suppa..... . . . . . .British (Italian, naturalized 1933), aged 44, married, wife and l

child in Italy, cagetender. 
Tauno Voutilainen.. ... .Finnish (not naturalized), aged 42, single, scaler and skiptender.

The Paymaster No. 5 shaft extends from surface to a depth of 2,685 feet. 
The longitudinal axis of the shaft lies east and west. There are three compart 
ments. The east compartment, or manway, is 5 feet long by 4.5 feet wide. The 
centre compartment, called the cage compartment, is 4 feet wide by 4.5 feet long. 
The west compartment, called the skip compartment, is 4 feet wide by 4.5 feet 
long. For a short distance above and below the 1,200-foot level and from a short 
distance above the 2,575-foot level to the bottom, there is a spillage-hoisting 
compartment, 3.7 feet wide by 4.5 feet long, east of the manway.

The levels served by the No. 5 shaft during the past two and a half years 
have been the 1,050-, the 1,200-, the 1,575-, the 2,075-, and the 2,575-foot levels. 
All ore hoisted during this period has been hoisted in skips from pockets located 
below the 1,050-, the 1,575-, the 2,075-, arid the 2,575-foot levels. The percentage 
of ore hoisted from the respective pockets during this period has been 28, 24, 43, 
and 5 per cent. The last pocket station is located 52 feet below the 2,575-foot 
level. The lip of this loading-pocket chute is 2,635 feet below the shaft collar. A



32

spillage pocket is located below the 2,575 loading-pocket. The spill-chute bottom 
was made of 90-pound rails placed on a 40-degree slope under the two hoisting- 
compartments and the manway. The west or top side of the floor in the centre 
compartment where the cage first stuck is 31 feet below the lip of the 2,575-foot 
loading-pocket chute, or 2,666 feet below the shaft collar, or 19 feet above the 
shaft bottom.

Both hoisting-compartments of No. 5 shaft are flush, tight-lined. The guides 
were B.C. fir dressed exactly to 5 inches wide by 4 inches thick. The maintenance 
policy followed was to change guides when the face was reduced to 4^ inches in 
width. All the guides in the cage compartment, from 42 feet below the 1,200-foot 
level, or from a point 1,214 feet below the shaft collar to the bottom, were new 
and made of B.C. fir treated with creosote. The new guides had been in service 
only a month and a half and showed no appreciable wear. The guides above 
these were also of B.C. fir. They had been in service for some time and were 
worn to about 4-J/g inches in width.

The shaft conveyances consisted of two skips and a double-deck cage. The 
double-deck cage was used in the centre compartment in balance with a skip in 
the west compartment to hoist and lower the shifts and to handle material. It 
was interchangeable with the skip and when muck was hoisted it was replaced by 
a skip in the centre compartment. The skips weighed 3,838 pounds each. The 
maximum weight carried in the skips was 6,000 pounds. The double-deck cage 
weighed 4,205 pounds. The hoisting rope used weighed 1.8 pounds per foot. The 
distance from the sheave to the lip of the loading-pocket was 2,716 feet. The 
maximum weight of the rope was 4,889 pounds. The safety factor based on a 
total load of 14,969.8 pounds was 6.8. The load carried was actually less than 
this. This figure takes into account 135 feet of rope not suspended in the shaft, 
and in addition to this the skip load was less than 6,000 pounds, being reduced to 
4,500 pounds when hoisting from the lower pockets. The permissible man 
load, based on 85 per cent, of maximum load of 14,969.8 pounds, was 12,700 
pounds. Subtracting the weight of the cage, 4,205 pounds, and the weight of 
the rope, 5,132 pounds, as included in the maximum load, the permissible weight 
of men that might be carried was 3,363 pounds. The combined weight of the 
sixteen men who were killed, as shown on their X-ray cards, was 2,365 pounds.

The cage was manufactured by the Wabi Iron Works, of New Liskeard, in 
1938. The over-all length of the cage was 15 feet 7 inches. The inside height of 
the lower deck was 6 feet 3-3/16 inches; that of the upper deck was 6 feet 4-7/16 
inches. The safety dogs on the cage were the standard design supplied with all 
Wabi cages. The dogs were 4 inches wide; the biting width of the face teeth was 
2-3/16 inches. The teeth, 5 in number, were designed to bite successively deeper 
into 5-inch guides up to a maximum depth of 13/16 inches on each side of the 
guide when fully engaged. The lower sides of the first 4 dog teeth were cut to 
meet the guides at right angles, the last tooth was cut to turn it slightly beyond a 
right angle to exert a compressive force on the guide when fully set. When fully 
set to engage a 5-inch guide to a depth of 13/16 inches, the dogs were held from 
rotating further by a shoulder on the draw bar. which came in contact with the 
top of the cage after the draw bar dropped 33^ inches. At the beginning of the 
movement the force of the springs pulling the draw bar down was supposed to be 
3,000 pounds. At the end of the movement the springs were supposed to exert 
1,000 pounds pressure.

The hoisting-rope was manufactured in February, 1941, by the B. Greening 
Wire Company. It was a "Special Green Strand," "Type B3," flattened Lang's 
lay rope, made of 6 strands of 27 wires, 12 over 12 over 3. The strands were
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wound around a Java core. The breaking-strength rating of the rope, as given 
by the manufacturer, was 51 tons. The rope was purchased by the Paymaster 
company in March, 1941. It was held in storage for seventeen months in a dry 
shed and was placed in service on August 5, 1942.

Using the manufacturer's breaking-strength figure of 102,000 pounds for the 
rope and a suspended load of 14,969 pounds, the static safety factor was 6.81. 
Based on the actual breaking strength obtained on tests made on February 4, 
1943, September 13, 1943, March 2, 1944, and September 18, 1944, when breaking 
strengths of 100,700 pounds, 100,000 pounds, 101,000 pounds, and 98,700 pounds 
were obtained, the safety factors were 6.72, 6.68, 6.75, and 6.60. The extensions 
on the respective tests were 2.2, 2.1, 2.3, and 2.0 inches. In all the tests the lubri 
cation of the core was found to be good. No unusual corrosion was evident.

The No. 5 shaft hoist is a double-drum Fullerton, Hodgart and Barclay hoist 
having a rated hoisting capacity of 11,450 pounds maximum unbalanced load, or 
15,650 pounds balanced load, at a speed of 1,200 feet per minute. Both drums 
are 60 inches in diameter and have 36-inch faces grooved for a l-inch rope. The 
first winding takes 33 laps of rope; successive windings take 34 laps. The hoist 
has two caliper-type post brakes. They are raybestos-lined, oil-operated, and 
set by gravity. They are operated in case of emergency by a solenoid trip. Both 
drums have geared axial clutches. The interlocks between the brakes and clutches 
are mechanical. The hoist has two vertical-dial, gear-driven indicators and is 
equipped with a model "D" Lilly controller. There are two separate signal 
systems from the shaft to the hoist. One system serves the pockets only. A man 
safety is tied into the level-signal system in such a way that the return of any 
signal automatically sets a limit to prevent the conveyance going to the skip 
dump. Other safety controls include emergency switch, a circuit-breaker, a 
back-out switch, warning bells, and limit switches in the shaft.

The hoist is driven through a set of gears by a 350 h.p., A-C motor.
The acceleration and speed of the hoist motor is controlled automatically by 

7 magnetic contacters connected to balanced steps of resistance in the motor 
secondary circuit.

The top speed of the motor is 750 r.p.m. The full load speed is 734 r.p.m. 
The pinion gear has 22 teeth; the drum gear has 220 teeth. The maximum speed 
obtainable on the 1st layer winding was 1,177 feet per minute. The maximum 
speed attainable on the 4th layer winding was 1,260 feet.

No. 5 shaft is operated on three shifts. J. E. Armstrong was hoistman on 
the graveyard shift from midnight to 8 A.M. on February 2. The graveyard shift 
hoists muck. This had ceased about 5.30 A.M., when the passes were emptied. 
C. Dukeshire relieved Armstrong about 7.30 A.M. Before commencing to load 
the 8 o'clock shift, Dukeshire ran the cage, empty, through the shaft and tested 
the Lilly controls. He then started to lower the day shift, lowering the men to 
the bottom level first. Two cage loads had been lowered and the third load was 
descending at 7.55 A.M. when the accident occurred. The third load had been 
rung to the 1,050-foot level.

Dukeshire states that he was "feeling" the brakes, and the cage was at 
about the 900-foot level when the rope broke just outside the hoist-room, and the 
broken end fell back through the wall. He immediately applied the brakes and 
brought the ascending empty skip to a stop. Dukeshire is very positive that the 
brakes were not applied before the rope broke. When the hoist was stopped, 
there was about 25 feet of rope on the floor and about 11 laps of rope on the 4th 
layer of the drum, all of which had recoiled and loosened.
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There was still a group of miners in the shaft-house. They heard the trailing 
end of the rope thrashing the roof and headframe as it was drawn down the shaft.

Three men, E. Tailifer, I,. Bilodeau, and P. Stringer, on the 1,575-foot level 
station saw the descending cage pass that point. They had gone dowrn with the 
second cage load. .They testified that the cage passed the 1,575-foot level at faster 
than normal speed. One man described its speed as fast but not as though it were 
falling free. One stated there was a tearing noise caused by the dogs working on 
the guides. They stated they could not see the trailing rope for dust. After it 
had passed, Stringer tried to telephone to the surface. The line was busy at first, 
but later he got F. Newman, mine superintendent. The three men then climbed 
down the manway to the 2,000-foot level, from which point they again telephoned 
to Newman. From this station Bilodeau and Stringer went to the No. 3 winze to 
collect men to go down to the 2,575-foot level by the No. 5 winze. Tailifer pro 
ceeded on down the manway of No. 5 shaft to the bottom. He was the first to 
arrive at the cage, which was at the floor of the spillage pocket. He states that 
he heard two of the men moaning. One of them, U. Legault, was conscious. 
Tailifer then went up to the 2,575-foot level station and telephoned to Newman 
again.

It was arranged that a trial run of the empty skip would be made through 
the west compartment. Tailifer was to signal it back to surface if it reached the 
bottom. This was done, and the skip compartment was found to be clear.

Tailifer informed the mine superintendent that the cage would have to be 
burned to release the men.

After the trial run to the bottom, the mechanical department did not consider 
it safe to continue to operate the skip in the No. 2 compartment below the 1,050- 
foot level until the two hoist drums could be clutched together. The acetylene 
burning-equipment was therefore dispatched to the bottom by way of No. 3 
and No. 5 winzes, and all the rescue men going down from surface travelled this 
way. The local Mine Inspector was informed of the accident about 8.10 A.M. 
He arrived at the mine about 8.45 A.M. and examined the cage rope, which 
remained on the hoist, and then proceeded underground to the cage by way of 
the winzes. He arrived back at No. 5 shaft on the 2,575-foot level just as the 
burner equipment arrived there at 9.55 A.M. Shortly after this, the removal of 
the broken rope from the No. l drum having been completed, the two drums; 
were clutched together and the west skip was lowered to the bottom.

This compartment was then inspected by F. Newman, H. K. Rice, and M. 
Sura. It was found to be undamaged. The inspection was completed shortly 
before 11.00 A.M. Two doctors waiting at the shaft collar were then called down 
to the bottom as the removal of the first men from the upper deck was proceeding. 
U. Legault, the third man removed, the only man alive at this time, was found 
unconscious and in a dying condition. He was brought up the shaft accompanied 
by a doctor and then taken directly to the South Porcupine General Hospital, 
but died before reaching it.

The removal of the last man from the upper deck was accomplished about 
4 P.M. The removal of the eight men from the lower deck was a much more 
difficult job than was the removal of the first eight from the upper deck. The 
upper deck was not as badly distorted as the lower. When the west side of the 
floor of the lower deck struck the sloping floor of the spill chute, the lower part of 
the cage was deflected 4 feet to the east, and the west edge of the floor was folded 
up to within 2 feet of the east wall. The walls were crumpled and torn, and the 
floor of the top deck was driven down within 3 feet of the high side of the lower- 
deck floor.
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The immediate cause of this accident was the failure of the hoisting-rope. 
The cause of the failure was the reduction in strength of the rope caused by 
internal wear and corrosion of the wires. The circumstances which resulted in 
this condition are obscure.

The rope failed at a point 1,130 feet from the cage, leaving 1,844 feet of rope 
on the hoist. The dogs contacted the guides first at 950.4 feet below the shaft 
collar. This point is 57.4 feet below the 900-foot level, or 95.9 feet above the 
1,050-foot level. There were 209 feet of rope between the hoist drum and the 
shaft collar. If the cage dogged the instant the rope broke, there would therefore 
have been 1,159.4 feet of rope off the hoist and the break would have occurred 
29.4 feet from the drum. The rope passes out through the wall of the hoist-room 
17.5 feet from the drum, and the break would have then been 12 feet beyond the 
wall. It is reasonable to assume that the cage travelled some distance before the 
dogs turned into the guides and that the trailing rope, passing over the 7-foot 
sheave, to some extent retarded the setting of the dogs. It is further conceivable 
that the rope was near the point of failure when wound on the drum on the last 
ascending trip and that the failure occurred as the weakened point was unreeled 
from the drum. Both inspection and a calculation of where 1,844 feet of rope, 
wound on the drum, would end shows that the rope broke on the layer about 12 
laps from the face of the drum. There is no way of accounting for a particularly 
weak section at this point, which would come between the shaft collar and the 
sheave when hoisting from the 1,050-foot loading-pocket at 1,166 feet below the 
sheave. Only 28 per cent, of the ore hoisted came from this point. When serving 
the 1,050-foot level with the cage, a point on the rope 1,130 feet above the cage 
would be between the sheave and the hoist.

After the accident the rope was cut up and tested at numerous points. 
Seven feet of rope showing the broken end and representative rope adjacent to 
the break was cut from the broken end at the hoist for an exhibit. The next 18 
feet was cut into three test lengths. The rest of the 1,844-foot section was tested 
at 150-foot intervals. The 1,130 feet of rope that fell down the shaft was hauled 
up to the 2,575-foot station in a tangled mass, a locomotive was hitched to loops 
in the rope, and it was dragged out on the level until the loops tightened. The 
rope was then cut and the ends of the pieces were tagged so that they could be 
correlated. The result was six pieces from which test pieces were cut at approxi 
mately 100-foot intervals. Twenty-six breaking tests in all were made by the 
Department of Mines. The usual test information was recorded, and in addition 
the diameters of each test piece were measured under no load, 3,000-pounds load, 
and 6,100-pounds load. The nature of the breaks of the wires was also recorded.

The tests showed that the upper section of the rope was in good condition 
except for the portion close to the break. Nine tests showed breaking loads 
greater than the manufacturer's rated strength of the rope, which was 51 tons 
(102,000 pounds). The highest of these was 104,750 pounds. For comparative 
purposes, 104,000 pounds was taken as 100 per cent, of the strength of the rope. 
All test pieces above the break exceeded 90 per cent, of this figure with the excep 
tion of the three taken from 7 feet to 25 feet above the break. The breaking load 
of the first piece above the break was 38,875 pounds, the second was 56,175 
pounds, and the third was 59,445 pounds, or 37.4, 54.0, and 57.2 per cent, of the 
original strength. The external condition of the whole upper section of the rope 
was described as "fair"; most of it was described as "worn"; the three weakest 
sections were recorded as having "slackness in the outer wires." The internal 
condition of the eight pieces nearest the drum end of the rope was described as
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"good, slight corrosion." Its lubrication inside the strands was described as 
"good" on these pieces. The internal condition of the next four pieces was 
described as "fair, some corrosion" and "fair lubrication inside strands." The 
internal condition of the three test pieces taken just above the break was de 
scribed as "poor, badly corroded, no lubrication inside strands." Many inner 
wires broke off in brooming the ends when preparing them for socketing. The 
piece nearest the break had six broken outer wires, the next piece three, and the 
third piece two.

The strength of the test pieces cut from the 1,130 feet of rope attached to 
the cage varied greatly. The weakest piece tested was cut from 219 to 225 feet 
above the cage. This piece broke at 52,000 pounds. The next weakest piece was 
the one cut nearest the break. It broke at 53,425 pounds. The best test was 
obtained on a piece taken from 728 to 734 feet above the cage. This piece broke 
at 102,500 pounds. The second best piece from this section was cut next to the 
socket attachment to the cage. This would have been the piece tested in March 
had the rope been left in service. This piece broke at 94,350 pounds. Its exten 
sion was 2.0 inches. It was described as being "fair, slight wear, corroded" 
externally. Internally it was described as "fair, some corrosion on inner wires, 
fair lubrication inside strands." With the exception of the piece cut next to the 
rope socket, all of the eleven pieces tested from the 1,130-foot section of the rope 
showed from one to three slight kinks in each test piece. These kinks were not 
tight kinks, but in all cases they were enough to produce slackness in the outer 
wires, and in some cases broken inner wires protruded from the rope. With the 
exception of the two best pieces described above and the third best cut at 109 to 
115 feet above the cage, all sections of the cage end of the rope were described as 
appearing "poor, worn and corroded" externally. The internal condition was 
described as "poor, badly corroded and no lubrication inside strands." This end 
of the rope was generally poorer than the drum end. Many inner wires broke off 
when the ends were being broomed preparatory to socketing the ends for testing. 
Generally the wires were drawn out in breaking if the remaining strength ex 
ceeded 90 per cent, of the full strength. When strength was low the wires broke 
jaggedly, indicating brittleness and deterioration. It was noted that what was 
termed '' external corrosion'' was chiefly rust and that there was little pitting on 
the outer surface. The extension varied very uniformly with the breaking load; 
the lowest extension, 0.8 inches, was obtained on the weakest test piece, that 
nearest the break. The diameter of the rope was very uniform throughout. The 
variation between the full-sized rope on the drum, 64/64 of an inch, and the 
smallest diameter found on the weakest section was only 5/64 of an inch. The 
diameters of all six sections which broke at over 104,000 pounds was either 
60/64 or 61/64 of an inch.

It should be mentioned that the general appearance of the cage end of the 
rope was changed by the accident and its subsequent treatment, when it was 
dragged out on the 2,575-foot level. Most of the surface grease was whipped and 
scuffed off the rope. Water covered the rope for several hours in the shaft when 
the debris caused the pumping system to fail on the night of February 3. The 
result was slime and wood fibre mixed with the remaining grease and a light 
coating of superficial rust where it otherwise would have been greasy or bright 
with surface wear.

No evidence was obtained in the investigation of work records that this rope 
had not received proper care and inspection. The fact was revealed that the 
Machinery Record Book recorded no inspection since the middle of June, 1944,
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but daily work-slips turned in by mechanics who inspected the rope at weekly 
intervals and greased it every two weeks were produced by the master mechanic 
to support his own evidence and the verbal evidence of the mechanics that the 
inspection and greasing of the cable had been done regularly. The master 
mechanic stated that the rope was first greased when it was put on.

The failure of the cage dogs to function properly has been cited as the second 
cause of the accident. The dogs, which have been described above, did not work 
effectively in this case. They took hold when the rope broke but they either 
bounced out or were whipped out by the trailing rope. At the first contact they 
cut into the guides for only a foot to a maximum depth of not more than 5/16 of 
an inch on each side of the guide. The teeth probably filled with wood at this 
point. The dogs on the east guide then cut out for two sets, and those on the 
west guide no more than scratched the guide. Then they gradually began to score 
deeper and from the top of the new guides to the bottom, they cut very uniformly 
to a combined depth of about 7/16 of an inch on each guide. The width of the 
cuts averaged about 2}^ inches on the west guides and \ 1/^ inches on the east 
guides.

It has been generally assumed that the dog teeth filled with wood and that 
they could not bite hard enough to roll in deeper. The uniform depth to which 
they cut seems to suggest that they were held by the linkage from rotating 
further and biting deeper. It has been suggested since the inquest that perhaps 
something got under the shoulder on the draw bar and thus prevented its full 
movement. This suggestion was investigated on March 2. On this date a small 
rock about ^ of an inch in size was found under the shoulder on the skip draw 
bar. A similar rock might have been responsible for the failure of the cage dogs. 
This was not considered at the time of the accident, and there is no proof that 
this was the cause of their failure. Similar dogs have proved effective before. 
The last rope used in the same compartment was broken August 5, 1942, one 
hundred feet from the skip, when an overwind occurred, and on that occasion 
the dogs held the skip. Daily, usually between three and four o'clock in the after 
noon, the cage dogs were lubricated, alternately with penetrating and lubricating 
oil. At the same time the top of the cage and the dogs were cleaned with a jet 
of compressed air. This had been done last on the afternoon preceding the day 
of the accident.

The injuries sustained by the various men were not enumerated at the 
inquest. It was simply stated that death was due to multiple injuries and shock. 
The injuries were so numerous that death was instantaneous in most cases. It 
is recorded that fourteen of the sixteen men suffered fractured necks.

The inquest was held before Coroner (Police Magistrate) E. R. Tucker, of 
Cochrane, in the Tisdale Township Hall at South Porcupine. The inquest was 
held on Russell Dillon, a resident of Tisdale township. The verdict in his case 
applied also to all the other men who died at the same time, in the same place, 
and by the same means. Morning and afternoon sessions were held on February 
26 and a morning session on February 27. The jury retired at 11.35 A.M. on 
February 27. They returned their verdict shortly before l P.M. It read as 
follows:—

We find that Russell Dillon came to his death at 8.00 A.M. on February 2, 1945, in No. 5 
shaft in the Paymaster mine in the township of Tisdale through, first, by the breaking of the rope 
and secondly, through the failure of the safety dogs to function properly and stop the cage. 
From the evidence submitted the rope broke because of internal corrosion of which there was no 
indication from external examination. We consider the dogs faulty in design and operation and 
recommend that all safety dogs and attachments be approved by a competent authority appointed 
by the Department of Mines before permitting the use of the same. Also that a study be made on
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the prevention of internal deterioration of hoisting ropes by a Commission appointed by the 
Provincial Government, and every effort be made to prevent it. We strongly recommend that 
there be no delay by the said Commission in making investigation of all cables, safety devices, and 
hoisting equipment to prevent a recurrence of this serious and deplorable accident. We find that 
no blame can be attached to any one through carelessness or neglect.

Andrew G. Kelford, British, aged 25, single, employed at the Paymaster 
Consolidated mine as a second welder, was fatally injured about 10.15 A.M., 
October 29, when he was crushed by the door of the No. 3 compartment ore bin 
in the headframe of No. 5 shaft. He died a few minutes after the accident in the 
first-aid room at the mine.

Four workmen, Ed. McAfee, Eugene Ladouceur, Harry Ferman, and Kel 
ford, all part of the mechanical gang working under Mike Kobzy, a mechanical 
foreman, were engaged on the job of changing the plates on an ore-deflecting 
door over the bins at the skip dump.

The door was hinged on a horizontal shaft, 3-11/16 inches in diameter, 
above the dividing wall between the waste and ore bins and parallel to the long 
axis of No. 5 shaft. When skip muck was desired in the waste bin, next to the 
skip compartment, the door was raised to a position 70 degrees from the hori 
zontal by a cable attached to an air-lift piston, which allowed the muck to slide 
under the door. When it was desired to dump into the ore bin the door was 
lowered to a 35-degree slope and formed a slide over the waste bin. There were 
two such doors, one in front of each skip compartment. The air lift, which oper 
ated both doors, was located in a horizontal position over the ore bin in line with 
the dividers between the two skip compartments. The cables from each door 
passed through a post on the same line and 5 feet 6 inches above a runway over 
the bins, from which the air lift could be operated. The cables were attached to 
the upper corners of the doors by a connection on the inside side plates or side 
plates adjacent to the divider between the skip compartments. Either cable was 
hooked to the piston rod of the air lift as desired. There were safety chains, 3 feet 
in length, attached to two posts in line with the outside edges of the doors to 
hold them in the upright position after they had been hoisted, by hooking them 
into a connection on the top corners of the outside side plates. The valve used to 
operate the air lift was located on the opposite side of the post to the safety 
chain, which held the door on which the men were working.

The doors were made of three 17- by 72- by %-inch plates, which formed the 
upper surface, and three 17- by 72- by ^g-inch plates, which formed the lower 
surface, with 4-inch channels and angles separating them; the sides were 30 inches 
in depth and were made from %-inch plate. The sides, to which the safety chains 
were attached, were fastened to the bottom plate by means of an overlapping 
angle iron welded to the side plate and bolted to the bottom plate. The door 
weighed about 1,800 pounds.

The practice followed in repairing the door was to burn off opposite plates 
on the top and bottom and put on new plates. The old plates held the spacer 
channels until the new plates were bolted on.

The door was placed in the open position, standing at an angle of 70 degrees, 
and held there by the safety chain. Planks were placed across the openings on 
each side of the door. Kelford got on the staging on the under side of the door 
and proceeded to burn the nuts off the bolts that passed through the top and 
bottom plates. McAfee and Ladouceur were on the staging on the other side of 
the door passing out the plates to Ferman, who was on the runway behind them.
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The centre bottom plates were burned off and passed out to Ferman. Then Kel- 
ford burned off the last bolt holding the outside lower bottom plate. When the 
last bolt was burned off, the door with the side plate on the far side where no 
work had been done, fell away from the side plate on the near side, where Kelford 
was working, leaving this latter side plate suspended on the safety chain. The 
door swung down through an angle of 35 degrees and pinned Kelford by the 
chest against the stationary part of the chute or slide.

McAfee immediately tried to raise the door by means of the air lift but found 
that the cable for the door was not attached to the piston rod of the air lift. He 
reversed the air lift, attached the cable, and raised the door. Kelford was released 
and was taken to the first-aid room, where he died a few minutes later.

McAfee and Ladouceur did not know that the cable to the air lift had been 
detached. Ferman states that Kelford himself had detached the cable when they 
were preparing to start work. This was done when McAfee and Ladouceur were 
down below in the shop. Ferman told Kelford he should leave the cable on, but 
Kelford said it was unnecessary as the safety chain would hold the door up. 
Before any burning was done McAfee pointed out the bolts that passed through 
the angles welded to the side pieces. The workmen were not aware that he had 
burned these. Just before the door fell, Ferman asked Kelford what was holding 
it, and Kelford replied, "That bolt."

The cause of Kelford's death was given as shock, due either to a fractured 
neck or extensive chest injuries.

An inquest was held before Coroner H. L. Minthorn, M.D., in South Porcu 
pine at 4 P.M., November 8. The jury returned the following verdict:—

We, the jury, find that Andrew Kelford came to his death October 29, 1945, at Paymaster 
mine, No. 5 shaft, accidentally, and place no blame on any one. We would also recommend that 
more caution be taken in future.

Pickle Crow Gold Mines, Limited
John Skrinski, a British subject of Ukrainian descent, aged 26, married, with 

three children, employed as a machineman's helper, was killed almost instantly in 
No. 2-92 East drift at the Pickle Crow mine at approximately 11 A.M., November 
13, by a fall of ground.

No. 2-92 East drift is located at the east end of the 975-foot level of the No. 2 
vein workings. It runs approximately S. 600 W. and is 7 feet high and 6 feet 
wide. The vein at this particular section dips at 40 degrees to the horizontal 
and is 3 feet wide.

On November 12, Arthur Winter, machineman, and his helper, John 
Skrinski, were told to set up their Leyner drill in No. 2-92 East drift some 25 feet 
from the face of the drift and to drill a cut in preparation for taking down the 
back. The machine and drilling equipment were moved, but they did not drill. 
The night shift, N. Townsend and D. McDonald, put up the bar and cross-arm 
and drilled seven holes. On the day shift of November 13, Winter and Skrinski 
continued drilling. At about 11 A.M., when the seventh hole was being started, a 
piece of ore roughly wedge-shaped, 7 feet by 3 feet by l^ feet and weighing ap 
proximately 1^2 tons, fell from the back, striking Skrinski. Winter ran immedi 
ately to No. 2-91 East stope for help. Then, with the assistance of N. Drew, 
A. Mercier, and N. Enns, he recovered Skrinski, who was in a kneeling position 
with his head and shoulders caught under the piece of loose. Skrinski was 
bleeding profusely from the mouth and nose and continued breathing for seven 
or eight minutes. Dr. E. S. Connor, who arrived at the scene about an hour after
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the accident, found that Skrinski was dead. The cause of death was crushing 
injuries to the chest and brain and probable injuries to the cervical portion of 
the spinal cord.

From examination of the witnesses and the scene of the accident, it was 
evident that the last hole was being started on a slip between the quartz vein 
and the porphyry at approximately 57 degrees from the horizontal or almost 
parallel to the dip of the vein. Winter was standing on the north side of the 
machine or under the hanging wall while Skrinski was on the other side of the 
machine in the centre of the drift. Winter was collaring the hole and Skrinski 
had just finished tightening the swing nut and was stepping back when the loose 
came on top of him. At the inquest Winter testified that he had tested the back 
of the drift at the start of the shift and found it all right. The last, three holes 
drilled were started on the east edge of the loose, which in all probability had a 
loosening effect, while the last hole, being collared along the slip plane that formed 
the contact between the ore and the porphyry, acted as a pry to bring down the 
loosened ground.

An inquest was held by Coroner G. Bell, M.D., at the Pickle Crow Com 
munity Hall on November 29 at l P.M. The coroner gave his verdict as follows:—

That John Skrinski came to his death at the Pickle Crow Gold Mines, Limited, on November 
13, about 11 A.M., when struck by a piece of loose in the 2-92 East drift. No blame attached to 
any one.

Preston East Dome Mines, Limited

Max Bourke, British, aged 41, married, with three children, employed as a 
shaftman, was fatally injured about 2 A.M. on January 28 at the Preston East 
Dome mine. He died about 9 P.M. the same day in the South Porcupine General 
Hospital. He had been employed as a miner and shaftman at the Preston East 
Dome mine since October l, 1941.

Arrangements to deepen the No. 2 shaft were completed in November, 1944. 
Sinking began with two shifts on November 27; a third shift was added on 
December 4. Sinking was started at a depth of 1,648 feet. The outside measure 
ments of the timbered- section of the shaft were 11 feet 5^4 inches by 19 feet 3 
inches. The long axis of the shaft lay N. 400 W. The timber was 12- by 12- 
inch B.C. fir. The shaft was divided into three main compartments by two 
10- by 12-inch dividers, and two of these compartments were subdivided with 
6- by 12-inch dividers, making one cage compartment (No. 1) 5 feet 6 inches by 
9 feet 6 inches, two skip compartments (Nos. 2 and 3) 5 feet l inch by o feet 
6 inches, at the west end of the centre and north compartments, and a manway 
and cage-counterbalance compartment (No. 4) 3 feet 6 inches by 5 feet 6 inches 
at the east end of the centre compartment, and a pipe and ventilation com 
partment at the east end of the north compartment.

The No. l compartment had been bulkheaded below the 9th level; the rest 
of the shaft had been bulkheaded below the 13th level. The sinking-hoist was set 
on the 10th level. The sinking-bucket, with enclosed-type crosshead, operated in 
the centre of the No. l compartment. The buckets were dumped at the lith 
level into a raise from the 12th level, at which point the muck was transferred to 
cars. The 12th level was the main deck for sinking-operations. The conveyances 
in Nos. 2 and 3 compartments operated to this level. A combination cage and 
skip was operated in the No. 2 compartment.

At the time of the accident the shaft was 1,908 feet deep. The air and water 
manifold, with hoses attached, was raised and lowered in the No. 2 compartment. 
It was suspended on a rope from a Canadian Ingersoll-Rand EU-Utility l-ton
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tugger hoist, having a hoisting speed of 54 feet per minute. The hoist was 
mounted on a 9-foot 6-inch vertical machine bar, set on the 14th level station 
12^4 feet back from the shaft timber and 4 feet from the station wall. The hoist 
was 34^ inches above the bottom of the bar. The bar was made of heavy-duty 
3-inch pipe., the metal being 5/16 of an inch thick. The ^-inch tugger-hoist rope, 
which had a rated strength of 5 tons, passed through a 7-inch pulley block hung 
on a double chain around a 10- by 12-inch timber behind the guide brackets of 
the No. 2 compartment at the top of the station set about 12 feet above the floor. 
The pulley hook was made in the Preston shops from J^-inch round mild steel, 
overlaid with J^-inch round mild steel, and built up with welding metal. Its 
estimated strength was 10,595 pounds. The. combined weight of the manifold, 
connected hose, and 250 feet of rope was 935 pounds. The safety factor, based on 
the strength of the rope, was 10.6. When drilling, the manifold was suspended 
above the covered steel blasting-set, and the air and water hoses hung between 
the outside edge of the blasting set and the wall.

The day-shift shaft crew on January 28 had finished drilling. Bourke went 
to the 14th-level station to operate the hoist, and Turgeon went to the blasting- 
set to handle the hose. The manifold was hoisted slowly until the hose was clear 
of the blasting-set; it was stopped to be steadied and was then rung up.

About this time Lawrence Gervais and J. D. McKinnon were being hoisted 
from the bottom on the bucket. As they passed the 14th level they heard a com 
motion and saw sparks flying at the station. When they got to the 13th level 
they rang the bucket back to the 14th level and there they found the tugger hoist 
and bar at the edge of the shaft, the bar spanning the station posts of the centre 
compartment. The bar was resting on Bourke's legs, and his body was lying 
over a hanging-rod, which had been straightened out at the hook and had been 
bent at right angles at the station floor.

Gervais stayed with Bourke, while McKinnon went to the bottom for the 
shaft leader, A. Campbell, and other workmen. On their return Bourke was 
released by further bending the hanging-rod under his body. His release took 
from five to ten minutes. He was taken in a basket stretcher to surface, where 
he was met by Dr. Johnson, and was then taken to Porcupine General Hospital. 
He was treated for severe shock and was given two blood transfusions during the 
day. He died about 9 P.M.

An autopsy was performed. The cause of his death was ascribed to 
haemorrhage into the abdomen and to shock and fractures. He had suffered a 
fracture and paralysis of the right arm, a fracture of the left leg, a fracture of the 
skull behind the right ear, a ruptured spleen, ruptured kidneys, and other 
internal injuries.

At the time of the accident Bourke evidently had been standing in front of 
the hoist with his back to the shaft. He was not the regular operator of the 
tugger hoist but had operated it frequently and was substituting for the regular 
operator, who was not at work that day. It was regular practice to stand behind 
the hoist to operate it. The hoist throttle was normally in a neutral position, to 
which it returned automatically unless held otherwise. The header must have 
been pulled into the pulley. The strain caused the hook to straighten and to jerk 
the bar loose, dragging Bourke across the station floor. The header fell back 50 
feet. The pulley landed on the station floor and did not fall down the shaft. The 
bar was bent at the hoist clamps through 17 degrees. There was no evidence that 
the manifold had fouled on the shaft timber.

An inquest was held before Coroner F. C. Evans at 2 P.M. on March 16 in
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the Township Hall at South Porcupine. The jury returned the following ver 
dict:—

We, the jury, find that Max Bourke died in the Porcupine General Hospital on January 28, 
1945, as a result of injuries received at Preston East Dome Mines on January 28th, in No. 2 shaft, 
on 14th level station by being crushed between tugger hoist and shaft timber, death being acci 
dental.

The following recommendation was added:—
We recommend the set-up of the hoist be on a solid bar anchored by an eye-bolt and cable or 

chains at the top and bottom of the solid bar.

Steep Rock Iron Mines, Limited

Terence Grenon, British, aged 25 years, married, with one child, was fatally 
injured at the Steep Rock iron mine at about 6.45 P.M. on November 16 while 
acting as an instructor in driving a Euclid truck.

The accident occurred in the open-pit operation in the bed of Steep Rock 
lake near the north end of the "B" ore body. Sixteen Euclid trucks, each weigh 
ing 28,000 pounds, and hauling an average load of 26,000 pounds, are used to 
haul the ore from the pit to the crushing-plant some 8,000 feet distant. In 
hauling ore out of this section of the pit, the trucks travel up an inclined roadway 
of 12 per cent, grade for a length of approximately 700 feet. The width of this 
inclined roadway ranges from 34 to 40 feet.

Pit operations were conducted on a 24-hour basis. Grenon was driving a 
truck on the 3 to 11 P.M. shift and was instructing a newly employed driver, 
W. J. Hayes. This was the second shift on which Hayes had received instruction 
in driving Euclid trucks at Steep Rock. Three trips were made from the pit to the 
crusher, with Grenon driving. He found that the. truck brakes were not holding 
satisfactorily when required and took the truck to the repair garage to have the 
brakes adjusted. The service brakes on the Euclid trucks are Westinghouse air 
brakes, internal expanding, operating on the wheels. The emergency or holding- 
brake is a hand brake operating on the drive shaft. E. Turcotte, garage mechanic, 
states that he adjusted the emergency brake and tried the service brakes, and 
that the brakes " skidded" the empty truck. He told Grenon and Hayes to bring 
the truck in again later for a recheck of the brakes. This was about 5.30 P.M.

Grenon and Hayes made one full trip from pit to crusher, with Hayes driving. 
They were coming up out of the pit on the second trip, with Haj^es driving, when 
the accident occurred. They had proceeded up the incline some 400 feet when 
Hayes noted a loaded truck some distance ahead slow up and, wishing to main 
tain the distance between the two trucks, he shifted to lower gear. When the 
truck ahead picked up speed Grenon instructed him to change to the higher 
gear again. Hayes says that he made the shift but the truck started backwards. 
He applied the footbrake but it did not stop the truck and, after backing down 
the incline some 80 feet, the truck went over the outer side of the road into the 
pit bottom 40 feet below. The truck rolled over and Hayes was thrown clear, 
landing near the truck at the bottom. He received some bruises and cuts about 
the head. The truck stopped in an overturned position, with Grenon still in the 
cab. Gerald Trenton, driving another truck into the pit at the time, saw the truck 
rolling down the. embankment arid went over with two others and removed 
Grenon from the cab. Grenon was apparently injured but conscious. He was 
taken with Hayes to the company hospital some four miles distant, where he 
died shortly after admittance. Death was due to head and neck injuries.

The road on this date was slippery owing to alternate freezing and thawing. 
The temperature for the day ranged from 31 0 to 140F. Calcium chloride was
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used in an attempt to relieve the icy condition. An embankment of from one foot 
to eighteen inches in height at that time was carried on the outer side of the 
roadway. This would have the effect of turning the truck wheels into the road 
way to some extent, though it would not turn a truck which had gained any 
appreciable momentum. A bulldozer is operated on the road to keep it level and 
to assist trucks when necessary.

Hayes could not say how effective the brakes were with the loaded truck 
after they had been checked, because he scarcely used them on the trip previous 
to the accident. Testimony of other drivers was to the effect that the brakes 
would ordinarily hold the trucks while shifting gears, but that it was doubtful if 
they would stop a loaded truck out of gear which had gained momentum on 
this grade.

The truck drivers are under the control of the mechanical department and 
are instructed to report any defects in the operating condition of the trucks at 
once. A log book is kept, showing the dates and times of repairs on each truck. 
J. E. Gienow, mechanic, had replaced the emergency brake on the truck involved 
on November 13, three days prior to the accident. Truck drivers in some cases 
had reported that the transmission had "jumped out of gear" in a heavy pull, but 
there had been no such report on this truck.

An inquest was held on December 5, at Steep Rock Lake before Coroner 
W. J. Boyle, M.D., with Crown Attorney N. L. Croome attending. The coroner's 
verdict was as follows:—

That Terence Grenon, while employed as an instructor of drivers of Euclid Diesel trucks for 
the Steep Rock Iron Mines, Limited, was fatally injured on the 16th day of November between 
6.45 and 7.45 P.M., when the Diesel truck in which he was riding backed down the haulage road 
and over the embankment and fell 40 feet to the bottom of the open mine pit. Terence Grenon 
suffered injuries to head and neck, and shortly after he was removed to the Steep Rock Hospital, 
he died from these same injuries.

It would appear from the evidence adduced, that the said Terence Grenon came to his death 
by accident or misfortune, and that no blame is attachable to any one.

Upper Canada Mines, Limited
Frank Huncar, aged 43, Czecho-Slovak, married, with five children, em 

ployed as a shaftman at the Upper Canada mine, was fatally injured on May 30 
at about 6.15 P.M., when he fell from the blasting-set to the bottom of No. 2 shaft. 
Huncar had been employed at the mine since October 16, 1943. He was an 
experienced shaftman.

No. 2 shaft has three compartments. At the time of the accident it was being 
deepened from the 750-foot level to the 1,250-foot level, and stations were being 
established at 125-foot intervals. On May 30 the shaft bottom was 37 feet below 
the last set and 20 feet below the 1,125-foot level station.

The outside dimensions of the shaft sets are 6 feet 3J^ inches by 16 feet 8 
inches. The inside dimensions of each compartment are 4 feet 8M inches by 5 feet. 
The guides are 3^- by 5%-inch timber. An open crosshead and bucket operated 
in the north compartment. The crosshead is 3 feet 2 inches in height. The 
bucket is 2 feet 9 inches in diameter by 3 feet 9 inches in depth and is equipped 
with a chain bale 3 feet 4 inches in length. The total distance from the rim of the 
bucket to the crosshead is 9 feet 4 inches. The hoisting rope is a %-inch diameter, 
non-rotating rope. The blasting set is constructed of 10-inch I-beams with 
3/^-inch plate covering the centre and south compartments. The north com 
partment, used as the hoistway, is not covered.

The afternoon shift went down at 3 P.M., and at 6.15 P.M. the shaft bottom 
was mucked out. T. Dodd, the leader, and Huncar went up to the blasting-set 
on the bucket; Dodd was to go to the 750-foot level to send down steel and
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Huncar was to pass down hose from the blasting-set. Both men were on the 
bucket rim, Huncar being on the south side. The bucket stopped even with the 
blasting-set. At this point the crosshead, which is chaired on the timber set 
above, had been picked up. In stepping off, Huncar had his right foot on the 
divider west of the guide, his right arm around the guide but apparently not with 
a firm grip, and his left foot on the bucket rim close to the bale. The bucket 
turned around and swung away from him and he fell through the opening between 
the timber and the bucket to the bench of the shaft bottom, a distance of 37 feet.

Huncar suffered fractures of the skull and left arm and died at 7.30 P.M. 
Death was ascribed to fracture of the skull.

An inquest was held in Kirkland Lake Municipal Hall on June 6 at 7.30 P.M. 
before Coroner J. F. Edis, M.D. The jury returned the following verdict:—

We find that Frank Huncar came to his death—that it was due to accidentally falling down 
shaft causing fracture of skull on May 30, 1945.

Wright-Hargreaves Mines, Limited

Eric William Kurze was instantly killed at 8.35 A.M. on April 16, when he 
was buried in a run of fill from No. 4,201 fill pass at the 4,200-foot level of the 
Wright-Hargreaves mine.

Kurze was a naturalized British subject of German birth, married, aged 38, 
and employed as a motorman and timberman. He had worked at the Wright- 
Hargreaves mine since May 14, 1937.

No. 4,201 fill raise was driven 15 feet long and 7 feet wide at an inclination of 
70 degrees to break into No. 4,001 E. drift of the 4,050-foot level. No. 4,301 fill 
raise, the same size and inclination as No. 4,201 fill raise, was driven from the 
back of No. 4,301 E. drift to break into the south or hanging-wall side of No. 
4,201 E. drift below No. 4,201 fill raise.

The manway of No. 4,201 raise was carried on the west side and was 6 feet 
in length. Both raises were driven and stripped in 1940.

In driving No. 4,201 fill raise, bad ground had been encountered for 20 feet 
above the level. The stripping of the raise was discontinued at that point, and 
the manway was bulkheaded with double 6-inch lagging. The original chute- 
lining was replaced with creosoted double 3- by 8-inch planks, 8 feet long.

Ten-inch stulls were put in between the original 12-inch stulls. All stulls 
were hitched in the footwall and against headblocks on the hanging wall and 
were braced with 6-inch lagging, at both foot- and hanging-wall ends, to the west 
wall of the raise. The temporary chute and drift timbering was replaced by 10- 
by 12-inch creosoted B.C. fir and 6-inch creosoted lagging.

The back was taken down at the east end of the raise for 6 feet. There were 
two stulls east of the chute at approximately 5-foot centres. West of the chute, 
under the bulkheaded section of the manway, there were two stulls at approxi 
mately 4-foot centres. The drift floor over No. 4,301 fill raise was laid on two 10- 
by 12-inch creosoted B.C. fir stringers, 18 feet long. A hinged transfer door 
opposite the chute and a guarded dump hole were installed on the south side of 
the track to provide for by-passing and dumping of fill.

On the morning of April 16, Kurze and his partner, Nich Allick, Jr., had 
drawn three trips of four cars each from No. 4,201 fill raise. On the fourth trip 
they had loaded the third car and Kurze was standing at the west side of the 
chute, and therefore under the manway, when they heard a small rock drop on 
the lagging over Kurze's head. Almost immediately afterwards the stull and two 
two sets of lagging over Kurze collapsed and a rush of waste into the drift carried 
the drift flooring, the south stringer, and the south rail into No. 4,301 fill raise
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below, which, prior to the accident, was full to a point 15 feet below the 4,200- 
foot level. Kurze was unable to escape owing to the lack of sufficient warning 
and was buried in the debris and waste, which filled the pass and the drift at this 
point. As closely as can be ascertained the accident occurred at 8.35 A.M. Neither 
the chute timber or drift timber east of the chute were damaged, and Nich Allick 
was uninjured. The surface of the fill in No. 4,201 pass after the accident was 
25 feet below the 4,050-foot level.

Recovery operations began at once and continued on a 3-shift basis until 
Kurze's body was recovered at 11.20 A.M., April 18. The body was found in No. 
4,301 fill raise at a point 9 feet below the 4,200-foot level.

Kurze sustained the following injuries: fractures of the skull, cervical 
vertebrae, and pelvis, and multiple contusions and abrasions. Death was 
ascribed to fracture of the skull and was instantaneous.

It is assumed that the collapse of the timber was caused by the falling of a 
slab of loose from the hanging wall in the open space of the bulkheaded manway, 
probably from near the bulkhead. This would have taken out the horizontal stull 
braces and loosened the headblocks of one or more stulls, causing the collapse of 
the bulkhead or a set of lining and the consequent rush of fill.

It is unlikely that a run of fill caused by the failure of several planks or 
pieces of lagging could have caused such a simultaneous rupture of the drift- 
lagging, the stringer, and the south rail. In such a case, a warning run of fill into 
the drift and pressure on the lagging would likely have been observed. Con 
firming the assumption of a fall of the hanging wall was the presence of many 
fresh pieces of hanging-wall rock, particularly a fairly large slab encountered 
immediately west of the chute. It was necessary to blast this slab in the spilling 
operation.

A means of access to the manway had been kept open for monthly inspec 
tions, and J. Brick, timber foreman, had examined the timber on March 19. He 
reported no change from previous inspections.

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

We say that Eric Kurze came to his death at the waste pass on the 4,200-foot level, Wright- 
Hargreaves mine, Kirkland Lake at about 8.30 A.M. on April 16, 1945, by being buried in a fall of 
waste rock due to an unaccountable collapse of a timbered bulkhead. Death was accidental with 
no blame attached to any person or persons.

Young-Davidson Mines, Limited
Reino Jussila, aged 48, Finnish, married, employed as a timberman at the 

Young-Davidson mine was fatally injured on December 12 at 8.30 A.M., when 
struck on the head by a falling rock in No. 3 chute, No. 205 drift, on the second 
level. He died in the first-aid room at 10.05 A.M. of the same day without regain 
ing consciousness.

On the second level of the Young-Davidson mine, a main drift runs in a 
westerly direction from No. l shaft and production drifts extend south approxi 
mately at right angles at 45-foot intervals into the ore body. No. 205 drift is 
located 540 feet from No. l shaft, and No. 3 chute is 40 feet south of the main 
drift on the east side of No. 205 drift. Mining operations above the second level 
had been carried up and broken through into the bottom of the open pit. A 
25-foot sill remains above the second level. All stopes and rib pillars in this area 
have been completely mined out, and current operations consist of drawing off 
the broken ore through box-holes and hoisting it up No. l shaft. Many large 
chunks are encountered in chute-pulling, necessitating considerable chute- 
blasting and, owing to the fact that the broken ore extends through to the
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bottom of the open pit, there is a down draft of cold air through the box-holes to 
the level. In cold weather this condition tends to cause the broken ore to freeze.

No. 3 chute in No. 205 drift had been pulled on the afternoon shift of 
December 11 and the graveyard shift of December 12. At the end of the grave 
yard shift, the chute was left hung up about 27 feet above the throat. A large 
chunk of rock, estimated to be 24 by 16 feet and of unknown thickness, was 
lodged across the top of the box-hole with one end on the footwall rock and the 
other end resting on the frozen muck. There were openings visible on both sides 
of the large chunk, and there was an extremely strong down draft of cold air 
through the broken ore and out of the chute. On the two shifts immediately prior 
to the accident several blasts had been set off in the chute, including a heavy 
concussion blast of 40 sticks of powder.

H. Byberg, mine captain, and R. Stewart, shift boss, who both knew before 
going on shift that the chute was hung up, decided to discontinue pulling the 
chute temporarily and to install a brattice across the throat of the chute to 
prevent the cold down draft from.entering the level. Jussila and his partner, 
J. A. Forbes, another timberman, were instructed to install the brattice. Byberg 
and Stewart examined the hung-up chute independently and were satisfied as to 
its safety. Jussila and Forbes procured the necessary 2- by 8-inch plank and 
canvas required to seal off the chute and proceeded to install the brattice. The 
chute construction is of a conventional design consisting of two 12- by 12-inch 
B.C. fir posts, 7 feet from centre to centre, extending from the floor of the drift 
to fit snugly against 12- by 12-inch B.C. fir stulls. These stulls are firmly wedged 
from the hanging-wall to the footwall side of the box-hole and are inclined at an 
angle of 30 degrees to the horizontal. The upper ends of the stulls are 11 feet 
from the floor of the drift, and the ends of the chute posts are bevelled to fit 
against the bottom of the stulls. The chute lip is 5 feet above the base of the rail, 
and the chute bottom is inclined at 30 degrees. The lower end of the chute 
bottom is supported by a spreader between the posts, and the upper end by cross- 
timbers resting on solid rock. The inside width of the chute is 5 feet. Under the 
brow of the box-hole two pieces of 8-inch round lagging and a length of 90-pound 
rail are laid across the chute stulls to restrict the throat height to 3 feet 6 inches.

Jussila was standing in the chute laying 2- by 8-inch planks from the foot 
wall of the chute across to the round lagging under the brow. Forbes was in the 
drift cutting the planks to the required length and handing them up to Jussila 
as needed. Jussila had placed five lengths of plank and was placing the sixth 
when a chunk of rock fell from above and struck him on the head. Forbes did 
not see the rock that struck Jussila but heard a dull thud. He turned and caught 
Jussila as he fell from the chute. Jussila was bleeding about the head, and his 
hard hat was punctured with a large irregular hole on the top right-hand side. 
The right-hand side of the brim was torn off. No large chunks fell, but Forbes 
heard some small pieces falling after Jussila was hit.

From the time of the accident until 9 o'clock that night about 200 pounds of 
rock fell into the chute. There was no noticeable change in the structure of the 
hang-up. It was considered unsafe to make a careful examination of the inside 
of the box-hole.

Forbes called for assistance, and R. Stewart, shift boss, and F. Desrochers 
and A. Lefevre, chute pullers, who were in the vicinity, arrived a few minutes 
after the accident. Dr. F. Fitch was summoned and attended Jussila in the 
first-aid room at approximately 9 A.M. He found that Jussila had sustained a 
fractured lower jaw and a complete fracture of the crown of the skull with
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lacerations through which brain substance was visible. He died an hour after 
Dr. Fitch arrived.

It appears that some small pieces of frozen muck became dislodged from the 
hang-up and fell without warning. The cause was not attributed to blasting in 
adjacent working places, for it was established that fifteen minutes had elapsed 
since the last blast prior to the accident. This blast was in No. 207 drift, a distance 
of 90 feet away.

An inquest was held by Coroner J. C. McCullough, M.D., at the Young- 
Davidson mine at 3 P.M. on Monday, December 17. The jury returned the 
following verdict:—

That Reino Jussila came to his death at the Young-Davidson mine in the township of Powell 
on December 12, 1945, from a fractured skull caused by a fall of rock. Death was'accidental 
with no blame attached to any one.

METALLURGICAL WORKS 
International Nickel Company of Canada, Limited

Pentti Kaskela, British, aged 19, single, employed as a process labourer at 
the Copper Cliff smelter, was killed about 1.30 P.M. on January 10, when he was 
caught between a moving cable and the hoist drum into which it was winding.

No. 5 transfer hoist is located on the floor of the matte aisle in the nickel- 
converter building. It operates a transfer car between the matte aisle and the 
converter aisle, which are separated by the casting and flue aisles. The hoist is 
near the west end of the matte aisle, which is 42}^ feet wide, and about 4 feet 
from the south wall of the building. The hoist drum is about 22 inches in diameter 
and 9 inches in width. It is rotated at 18 revolutions per minute by a 10 h.p. 
electric motor through reduction gears. The motor and reduction gears are com 
pletely enclosed. A pair of sheaves, located 10 feet north of the hoist drum, hold 
the %-inch cable down to within 3 inches of the floor before and after it makes 
three turns around the drum. The top of the drum is about 3 feet above the floor. 
The hoist is controlled from a push-button station, about 65 feet away, beside 
the southwest corner of the intersection of the transfer track and the flue aisle. 
The hoist stops as soon as the operator releases the button.

A tool shack, used by matte workmen, is located against the south wall of 
the building about 33 feet east of No. 5 transfer hoist. Twelve matte moulds take 
up most of the floor space in the aisle for a distance of 77 feet east of the shack. A 
pile of cold matte is maintained some distance east of the moulds.

During the morning of January 10, Kaskela assisted in casting matte in the 
moulds. He had lunch in the tool shack with other workmen. He assisted R. 
Poirier, labour boss, to load two boxes of matte from the cold-matte pile between 
l and 1.15 P.M. A. Shack, a craneman, moved the boxes with the matte-aisle 
crane to the east end of the moulds. Poirier then went to the converter aisle to 
obtain empty boxes. Before leaving he instructed Kaskela to fasten the crane 
chain around some large pieces of matte near by and have them moved to the 
cold-matte pile. Kaskela was then to do some work inside the tool shack. After 
the large pieces had been moved, the craneman saw him pick up a pair of wrenches 
and a piece of pipe from the floor and start walking toward the shack. When 
Poirier returned to the east end of the moulds about 1.25 P.M., he saw Kaskela 
standing about 10 feet west of the shack. Poirier started to walk toward the 
shack and turned aside to pick up a lime injector; when he turned back, Kaskela 
was no longer in sight. He thought Kaskela had entered the shack but did not 
find him there on reaching it. He then noticed someone lying over No. 5 transfer 
hoist, which was in operation. He ran over, found that Kaskela was caught and
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unconscious, and then ran to the push-button station. He reached it just as the 
hoist stopped. \

Meanwhile, F. Majercik, who had been instructed to obtain bricks from the 
west end of the casting-aisle to repair No. 6 converter, had G. Gilpin, a craneman, 
move two boxes of bricks for him with the casting-aisle crane and place them on 
No. 5 transfer car, which was standing in the centre of the casting-aisle. Majercik 
did not see any one around the transfer hoist or tracks and started the hoist. He 
watched the movement of the car and stopped it where required in the converter 
aisle just as Poirier reached him. The car had travelled about 60 feet.

Kaskela was dead when reached. He was lying across the east side of the 
hoist, with his head and shoulders on the hoist drum and his left arm jammed 
between the drum and the countershaft. He had sustained a compound fracture 
of the lower jaw, multiple fractures of the cervical vertebrae, severance of the 
windpipe, carotid artery ̂ and jugular vein, partial traumatic amputation of the 
left arm, multiple fractures of the ribs, and a punctured left lung. It was neces 
sary to cut the cable and complete the amputation of his left arm before he could 
be released. His left-hand mitt was found under two turns of cable on the drum. 
Pieces of wool from his sweater were found in the cable over a length of about 
14 feet.

An inquest was held by Coroner G. A. Henry, M.D., at Copper Cliff on 
January 18. His verdict was as follows:—

Pentti Kaskela died at Copper Cliff on January 10, 1945, from injuries sustained in the 
smelter of the International Nickel Company. From the evidence available it is not possible to 
determine just how the accident occurred. No part of his duties required his presence near the 
scene of the accident. No one witnessed the accident.

Louis Couture, British, aged 46, married, employed as a welder, was instantly 
killed in the control laboratory of the Copper Cliff concentrator of the Inter 
national Nickel Company at about 2 P.M. on June 12, when an explosion occurred 
inside a fume vent-pipe which he was cutting with an oxy-acetylene torch. Peter 
Pirskanen, Finnish, aged 59, employed as a carpenter boss by Nordale Con 
struction, Limited, was fatally injured at the same time and died in the Copper 
Cliff Hospital on June 13.

The control laboratory, about 21^ by 23^ feet in size, is in the centre of a 
line of interconnecting offices and laboratories along the north wall of the con 
centrator building. A chemical-fume cabinet was located in the northwest corner 
of the control laboratory. It consisted of a sheet-metal hood, about 2. feet square 
at the bottom and 3)^ feet high, vented by a vertical 4-inch pipe, with the west 
end of a 2^- by 43/^-foot table forming the base. The hood had l J^-foot vertical 
walls, except on the open east side, and a pyramidal top. An electric hot-plate 
was located under it. The vent pipe was about 9 feet in length, of which about 2 
feet extended above the sloping roof of the building and was topped by a rain cap. 
The natural ventilation could be augmented by compressed air from a J^-inch 
pipe line, which entered the vent pipe about a foot below the roof. A large table 
occupied the centre of the laboratory. The walls are lined with tables, sinks, 
supply cabinets, a drying-cabinet, a grinding-unit, and a flotation cell.

Nordale Construction, Limited, had work orders to repair the laboratory 
tables and to replace the fume-cabinet with a larger one equipped with an exhaust 
fan. On June 12, the Nordale general foreman, E. Jaatinen, sent a carpenter 
boss, P. Pirskanen, and three carpenters, U. Korpi, A. Ranta, and J. Wiinikka, 
to repair the tables. He visited them about 1.30 P.M. and saw that the exhaust 
fan for the new cabinet had been delivered. He told Pirskanen that the old
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cabinet was to be removed but did not say how or when this was to be done. He 
instructed him to obtain two more men to move the table base of the cabinet 
around against the west wall and to install a new top on it. Jaatinen then left 
the laboratory.

Pirskanen obtained two more carpenters, F. Marcella and E. Regimbal, who 
moved the table around against the west wall after removing the hot-plate. He 
then had them attempt to cut the vent pipe with cold chisels. This was not 
successful but caused some material from inside the pipe to accumulate in a small 
pile under the hood. Pirskanen then asked the concentrator mechanical mainte 
nance leader, E. Labreton, for someone to cut the pipe with a torch. The latter 
took L. Couture to the laboratory and left him there after seeing the proposed 
work. Couture placed the gas cylinders in the grinding-aisle and pulled the hoses 
into the laboratory. He got up on the table beside the hood and lit the torch. 
It was then extinguished in some manner. He put it down on the table, left the 
laboratory, and returned a few moments later. He got up on the table again, 
relit the torch, and started to cut the pipe about V/^ feet above the hood. Sparks 
were seen to fall on the pile of material under the hood, causing it to spit and 
burn. A violent explosion occurred inside the pipe a moment later.

Couture was thrown on top of the central table, about 10 feet away, and 
instantly killed. Pirskanen, who had been standing about 12 feet from the fume- 
cabinet, was knocked down and fatally injured. The five Nordale carpenters 
were still in the laboratory, also three female laboratory helpers, P. Sancartier, 
E. Pietrobon, and A. Remy: They all escaped serious injury. Seven persons in 
adjoining offices received minor injuries.

The explosion blew out the north wall of the laboratory, the north half of 
the west wall, and the northwest portion of the roof. The north wall was con 
structed of double brick, and the other walls of tile and glass brick. Fragments of 
the vent pipe were driven through or embedded in the south and east walls. 
Other fragments landed outdoors as far away as 200 feet. The crushed hood, with 
a remnant of blown-out vent pipe attached, was found on the floor beside the 
extinguished torch. The torch valves were both open about one-eighth of a turn. 
The supply cabinets were smashed and chemicals scattered on the floor along 
with broken glass and debris. Apparatus on the tables was scattered and broken. 
The laboratory doors were blown off their hinges. The glass in doors and windows 
of adjoining offices was blown out. The explosion was clearly heard in the general 
offices, about 2,500 feet away.

The oxy-acetylene outfit was found in good order. The torch was tested 
with the valves open as found and burned a hole through a similar pipe in about 
five seconds. A sample of the material dislodged by the cold-chisel work could 
not be found for testing. About sixty experiments were made with different com 
binations of substances known to have been released under the hood since it had 
been installed in July, 1943. Some were found to spit and support combustion 
when ignited, but none were explosive. The cabinet had last been used for fume 
work on April 15, 1945, and later used to remove dust from screening tests on 
nickel-copper ore between May 23 and 28. It is thought that the explosion may 
have been caused by an explosive deposit inside the pipe, by acetylene from the 
torch, or by a combination of both. The vent pipe of a fume-cabinet in the adjoin 
ing laboratory had been cut with a torch without incident during a similar replace 
ment of cabinets in 1943. It had been used for much of the same fume work. A 
sample of the material deposited inside the vent pipe of the cabinet in use there 
since then was tested and found to be non-explosive.
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An inquest was held by Coroner P. K. Laflamme, M.D., at Copper Cliff on 
June 28. His verdict was as follows:—

Louis Couture, employed as a welder by International Nickel Company, Limited, came to 
his death on June 12, 1945, at the Copper Cliff concentrator of this company, from a compound 
comminuted fracture of the skull received as the result of an explosion in a vent pipe leading 
outdoors from a chemical-fume cabinet in the concentrator control laboratory. From evidence 
given, he had started to cut this 4-inch iron pipe with an oxy-acetylene torch following an' un 
successful attempt by other workmen to cut it with cold chisels. He had apparently just burnt a 
hole through the pipe when it was blown to pieces by a violent explosion inside it, which also did 
great damage to the laboratory. Couture was killed instantly. The cause of the explosion could 
not be positively determined. Peter Pirskanen, employed as a carpenter boss by Nordale Con 
struction, Limited, who was in the laboratory when the explosion occurred, received a com 
minuted fracture of the skull and died in the Copper Cliff Hospital on June 13, 1945, as the result 
of his injuries. Accidental deaths with no blame attached to any one.

Nordale Construction, Limited
Peter Pirskanen, Finnish, aged 59, employed as a carpenter boss by Nordale 

Construction, Limited, was fatally injured when an explosion occurred inside a 
fume-vent pipe Louis Couture was cutting with an oxy-acetylene torch in the 
control laboratory of the Copper Cliff concentrator of the International Nickel 
Company of Canada, Limited, at about 2 P.M. on June 12. Pirskanen died in the 
Copper Cliff Hospital on June 13. A complete account of the accident is given 
in the report on the fatal accident to Couture, under International Nickel 
Company of Canada, Limited.

QUARRIES 
Queenston Quarries, Limited

Dobry EHeff, a naturalized British subject, born in Bulgaria, aged 64, 
married, with wife residing in Bulgaria, employed as a labourer at the quarry of 
Queenston Quarries, Limited, was electrocuted when handling a charged wire 
hoisting-rope about 4 P.M. on May 23.

Queenston Quarries, Limited, is engaged in producing crushed limestone and 
building-stone. A branch railroad line runs into the north end of the quarry. A 
5-ton stiff-leg derrick operated by a 3-drum hoist that had not been in operation 
for two or three years was moved to a position on the east side of the branch 
railroad track in November, 1944. A power line was installed to serve the derrick 
hoist in March, 1945.

The derrick boom was a 12- by 12-inch Douglas fir timber, 40 feet long. A 
^g-inch wire rope was wound on each of the drums, one to hoist the material, one 
to operate the boom, and one to swing the derrick. The hoist was mounted on a 
metal frame supported on timbers. It was operated by a 20 h.p., 550-volt, 
25-cycle, squirrel-cage motor. The motor was controlled by means of a com 
bination line-starter and push-button switch. The combination line-starter was 
mounted on a metal frame and fastened to the metal hoist-frame. The power line 
was located about 100 feet east of the derrick. A Square D safety switch, fused 
at 100 amperes, was mounted on the power-line pole. The hoist was served by 
the switch, and three conductors were brought over to a vertical post,, about 12 
feet in height, mounted on the hoist frame. The leads to the combination line- 
starter came down from insulators on the post in open wiring.

On the morning of May 23, a 4-man crew was sent by the quarry super 
intendent to put the hoist in working condition. Lawrence Lofgren was also sent 
to connect up the motor. Between 10 and 11 A.M., Lofgren was called away on 
another job and Paul Woodruff was sent to make the connections with the 
starter. He made the connections, tried the motor, had it running, shut it off, 
and left.
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The 4-man installation crew consisted of Clifford Balyea, derrick runner, 
and Dobry EHeff, Norman Stewart, and John Sindliar, labourers. They wound 
the ropes on the drums, using the hoist motor. They were preparing to move the 
boom into place and were in the act of getting a timber to place under the boom 
when EHeff picked up the ^g-inch wire rope lying on the ground beside the boom. 
Immediately he cried out to the others to pull the switch. Evidently the wire 
rope had become charged. The derrick runner, who was at the controls, pulled 
the switch on the line-starter. This did not seem to give EHeff any relief. The 
derrick runner than ran to the pole-line switch about 100 feet away and opened 
the switch, cutting off the power.

Dr. A. V. Lowrey was called. He was at the scene of the accident in about 
fifteen minutes. In the mean time, the office clerk started resuscitation but failed 
to revive EHeff. He was taken in a truck to the hospital, where a pulmotor was 
used for three-quarters of an hour, without success. Dr. Lowrey then pro 
nounced EHeff dead.

Upon examination it was found that the motor and electrical apparatus had 
not been grounded. The ground wire was attached to the motor frame, but it had 
apparently been cut when the hoist was moved to its present location. It was 
also found that the line-starter disconnecting-switch was still in the closed 
position. The handle had not been pushed to the extreme open position. It 
would appear that the hoist and rope became charged where the conductors 
entered the combination line-starter, for it was found that one of the wires 
entering the top of the line-starter was bare.

An inquest was held before Coroner J. L. Poirier, M.D., at the City Hall in 
St. Catharines on July 6 at 8 P.M. The jury returned the following verdict:—

We, the coroner's jury, find that Dobry EHeff came to his death by accidental electrocution 
due to faulty electric insulation at the Queenston Quarries located in Niagara township, May 
23, 1945, on or about 3.30 in the afternoon.

The following recommendation was made:—
That closer technical supervision should be applied in the future to all such electrical instal 

lations and equipment.

Wright and Company

Arthur D. Atkinson, Jr., British, aged 24, single, on leave from the Canadian 
Army, employed as a labourer at the quartzite quarry of Wright and Company 
in Deroche township, district of Algoma, was fatally injured about 1.50 P.M. on 
October 26 when he delayed too long at the scene of a blast. He died in the 
General Hospital at Sault Ste. Marie from shock, haemorrhage, and laceration of 
the brain at 4.30 P.M. the same day.

The quarry is being mined seasonally on a small scale from the east slope of 
a hill overlooking the tracks of the Algoma Central Railway. The floor is about 
100 feet above the tracks and 450 feet away. The face is horseshoe-shaped and 
has a maximum height of 80 feet. Several diamond-drill holes were blasted in 
the spring to supply rock for the season. Large pieces are sand-blasted with 
Clover Brand fuse. The rock is loaded by hand into a truck and transported 
down the hill to the tracks, where it is dumped into railroad cars. A. D. Atkin 
son, Sr., has operated the quarry under a tonnage contract since July 9. The 
men are paid by the company, and the cost is charged against the contract. The 
foreman, N. Clement, normally does any blasting that is required.

There were six men at the quarry on October 26, including the contractor 
and his two sons, A. D. Atkinson, Jr., and Francis Atkinson. Clement left the 
quarry before noon to visit Sault Ste. Marie. No blasting had been done that
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morning, and he did not anticipate that any would be necessary in the afternoon. 
After lunch, the other men loaded the truck with fine rock to repair the road. 
Atkinson, Jr., then told Atkinson, Sr., that he and his brother were going to blast 
four or five rocks in the quarry. Atkinson, Sr., did not make any objection and 
went part way down the hill with the two remaining men to work on the' road. 
Shortly afterwards they heard some blasting charges detonate. Francis Atkinson 
appeared at the upper end of the road some minutes later and called for help. 
He was seriously wounded about the face, head, and shoulders. Atkinson, Jr., 
was found lying on the floor of the quarry at the scene of the blast. He had 
sustained numerous injuries to his head, face, and neck and died within a few 
hours.

They had prepared six sand blasts on rocks lying on the floor near the west 
end of the quarry, about 175 feet from the upper end of the road. The fuses 
ranged from 9 to 18 inches in length and thus had a rated burning time of 30 to 
60 seconds. The nearest protective cover was at the upper end of the road. They 
had lit five fuses with matches and were about to light the sixth one, when one of 
the charges detonated. The other four followed in regular sequence. A capped 
fuse, 10 inches in length, found at the scene of the blast was presumably from the 
sixth charge. No powder remained. The injured men were not experienced in 
blasting, and there was sufficient broken rock on hand before the blast to last 
until Clement returned.

An inquest was held before Coroner J. E. Gimby, M.D., at Bellevue on 
November 1. The jury returned the following verdict:—

Arthur Douglas Atkinson, Jr., died in Spo General Hospital on October 26, 1945, as the result 
of injuries received the same day in the Wright and Company quarry near Bellevue, A.C.R., in 
Deroche township. The injuries received resulted from an explosion of dynamite being used by the 
deceased and Francis Atkinson in sand-blasting rock. We further find that the responsibility for 
the accident rests with the deceased, Arthur Douglas Atkinson, Jr., as he acted upon his own 
initiative.


