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

SIR, I beg to hand you herewith the report by the Inspectors of this 
Department on the accidents in the mines, metallurgical works, and quarries 
of Ontario during the year 1946.

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

H. C. RICKABY,
Deputy Minister of Mines. 

DEPARTMENT OF MINES,
Toronto, January, 1947.
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MINING ACCIDENTS IN ONTARIO IN 1946
By

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

A. T. Kirk, Kirkland Lake; E. B. Weir, Timmins; D. P. Douglass, J. L. Ward,
C. M. Barrett, Toronto.

Accidents during 1946
During the year 1946 at the mines, metallurgical works, quarries, and clay, 

sand, and gravel pits regulated by the Mining Act there were 2,522 accidents to 
employees reported to the Department of Mines up to January 16, 1947. Thirty- 
nine fatalities, arising out of 36 separate accidents, and 2,483 non-fatal accidents 
were recorded. There was an average of 28,149 persons employed throughout 
the year.

The returns represent an increase of 455 (2.3 per cent.) in the total number of 
accidents reported and a decrease of 3 in the number of fatalities recorded over 
the preceding year. The number of accidents involving fatalities is 36, which is 
11 greater than the preceding year. There were 34 accidents in which one man 
was killed, one accident in which 2 men were killed, and one accident in which 
3 men were killed.

The report shows a fatality rate of l. 38 persons killed per thousand persons 
employed, which is a decrease of 0.14 per thousand over the preceding year and 
is 0.54 per thousand lower than the average for the last 25 years.

There were 88 non-fatal accidents per thousand persons employed, which is 
an increase of 13 (17 per cent.) from the rate of 1945 and is 8 lower than the aver 
age for the last 25 years.

The percentage of non-fatal accidents followed by infection decreased from 
6.5 in 1945 to 5.4 in 1946.

The total employment figures show a slight increase over 1945. The figures 
for mines, contract diamond-drilling, quarries, and clay, sand and gravel pits 
show increases, while the figures for metallurgical works show a decrease.

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

Distribution

Metallurgical works

Contract diamond-drilling.

Total...

1942

27

5
5
3
0

45

1943

21
5
5
1
2
0

34

1944

22
4
3
1
1
0

31

1945

17
4
2
2
0
0

25

1946

28
3
0
2
2
1

36

[1]



ANALYSIS OF FATALITIES AT MINES, 1942-1946

Cause

Fall of ground.
Rock burst
Run of ore or rock

Explosives
Miscellaneous, underground.

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

1946

per cent. 
28
0

13
15

S
18
18

Bv months the fatal accidents occurred as follows: 

Month

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

September

Total

No. 
accidents

6
5
0
3
3
4
2
2
4
3
1
3

36

No. 
men killed

6
6
0
3
3
6
2
2
4
3
1
3

39

Classifying the fatalities according to industries gives the following:  

Gold mines. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26
Nickel mines 
Corundum mines. 
Gypsum mines. . . 
Talc mines. . . . . .
Iron mines 
Quarries.
Clay, sand, and gravel pits. . . . .. . . . . . . . . .. .. . . . . . . . . .. . . . . . . . . . 2

Total. . . .. .... .. ... . . . . . .. .. . . .. .. . . .. .. . . . . .. . . . ... .. . . . 39

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

Total......

Men 
employed1

20,451
6,195

870
633

28,149

No. killed

35
0
2
2

39

Rate per 
thousand

1.71
0
2.28
3.76

1.39

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

The ages of the persons killed were as follows: 

17-20

1

21-25

2

26-30

3

31-35

9

36-40

5

41-45

8

46-50

5

Over 50

6

Total

39



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

Boiler fireman..... . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . .. . . . . . l
Cagetender. . . . . . . . . .. . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l
Chute blaster. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2
Diamond-drill helper.... . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . .. . l
Drill helper.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3
Driller. . . . . .. .. . . .. . ..... .. . .. . .. .. .. .. .. . .. . . . .. .. .. .. . . . . ... 7
Labourer (surface).... .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2
Mechanic. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . l
Mechanical-loader operator.... . .. .. . . . . .. . . . . .. . . .. ... ... . . ..... l
Miner.... . . . . . . . . .. .. . .. . .. . . . . .. . .. . .... .. .. .. .... .. .. . . .... . 2
Motorman.... . . . . . . . . , . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2
Pillar leader. . . . . ... .. . .. . ...... .. .. .. .. . . . .. . . . . . . . . . .. . ...... l
Rod-mill operator. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . l
Shaft leader. . . . .. .. .... . . ... ... ..... . . . .. . . .. . . . ... .. .. .. .. .. . 2
Shaf tman..... . .. .. . . .. .. . ... .. . .. .. . . .. .. . . . . .. .. .. . . .. .. .... . l
Shoveller. . . . . .. . . . . .. . . . . ...... .. ... . .. . .. . . . .. . . .. . . .. . ... .. . 3
Stope leader............................... . . . . . . . . . . . . . . . . . . . . l
Switchman. . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l
Teamster... .. . . . . . . . . . .. ... .. . . .. .. .. . ... .. .. . . . . .. .. .. .... .. . l
Timberman... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . 2
Trackman. . . ... .. .. .. . . . . ...... .. . . . . .... .. .. . . .. . . .. .. ...... . 2
Truck-driver... . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . .. . . . . l

Total. . ..... . .. .. .. .. .. . ... .. . . .. .. .. .. ... . .... .. .. ...... . 39

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, 1922-1946

Year

1922.......
1923.......
1924.......
1925.......
1926..
1927.
1928.
1929...... .
1930.......
1931
1932.......
1933
1934.......
1935.......
1936.......
1937...... .
1938.......
1939.......
1940.......
1941
1942.......
1943.......
1944.. .....
1945.......
1946.......

Average. .

Persons injured

Fatally

30 
30 
40 
42 
32 
33 
85 
55 
56 
37 
25 
25 
34 
36 
65 
52 
62 
47 
42 
64 
50 
36 
32 
41 
39

44

Non- 
fatally

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 
2,483

2,120

Total

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 
2,522

2,164

Persons employed at 
all operations

Producing 
operations

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 
25,458

21,401

Non-pro 
ducing 

operations

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 
2,691

1,306

Total

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 
28,149

22,707

Persons injured per 
1,000 employed

Fatally

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 
1.38

1.92

Non- 
fatally

127 
177 
170 
171 
171 
147 
142 
126 
117 
99 
98 
95 
93 
89 
83 
85 
70 
67 
60 
62 
64 
71 
79 
75 
88

93



TABLE OF FATAL ACCIDENTS UNDER

No.

1 
2

3
4 
5

6

7 

8

9 
10 
11 
12

13
14

15 
16

17

18

19 
20 
21

22 
23 
24

25

26 
27

28 
29

Date

Jan. 23 
Jan. 30

Jan. 16 
Nov. 19 
Feb. 21

Feb. 3 

June 24 

Dec. 3

Feb. 23 
Sept. 5 
Feb. 24 
Jan. 10

Oct. 23 
Aug. 31

Sept. 26 
Apr. 12

May 10 

May 22

Dec. 30 
Jan. 18 
Oct. 28

Oct. 2 
Aug. 6 
July 24

June 18

Dec. 4 
Sept. 24

May 8 
June 24

Name of mine

Broulan

Canadian Gypsum . . .

Cochenour Willans . . .

Hollinger"

Stobie 

Leitch

,,

Mcintyre Porcupine . 

Madsen Red Lake. . .

Paymaster Consoli 
dated. 

Preston East Dome. .

Wright-Hargreaves . .

Name of operator

Buffalo Ankerite Gold Mines, Ltd.

Cochenour Willans Gold Mines, Ltd. . -l
(

Hollinger Consol. Gold Mines, Ltd.

International Nickel Co. of Can., Ltd. 

" " " " " "

Leitch Gold Mines, Ltd. . . . . . . . . . . . . .

X Jt )) )) I) )J

Madsen Red Lake Gold Mines, Ltd. . .

Paymaster Consolidated Mines, Ltd . . l
\

Smith and Travers Co., Ltd.3 .

Name of deceased

John Hartikainen. . .

John Cassibo 
Richard Page . . . . . . 
William Malynyk. . . 
John Johnson

Mike Gulenchyn. . . . 
W. J. Philbert......

Felix J. Chenier . . . . 
Edward W. Jones. . .

Alex. Kaczmar
Harold Morley 

MurrelF. Wang....

Eelis Alaviipola . . . .

A. L. Soucie.
Edward Geisler

John Kuros

Jean M. Bernard. , . 
Peter Candusso . . . . 
John Lavrick
Palma D. Schryer. . 
Leo Damianoff

Frank Coutts
Felix J. Mutka... . .

Allegiance before naturalization.
2Parentage.
3 Contract diamond-drill company



GROUND AT ONTARIO MINES, 1946

Age

50
40

4?
36
35
37

19
31

30

45
5?
43
49,

34
33

3?
50

4?

5?

40
31
47

51
43
48

?6
35
49
40
44

2V
33

Occupation

Driller.
Driller

Stope leader . . . . . . . .
Driller.

operator. 
Driller

Driller

Shaft leader . . . . . . . .
Pillcit* l^ciHpf

Driller

Driller

Shaft leader

Diamond-drill helper.

Allegiance

Finnish . . . . . . .

akian. 
British.
British.
British (Polish1 )
British (Lat 

vian1). 
British (Polish2 )
British..... ...

British

British.
British..

British.

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

British
British (Swed 

ish1 ). 
British (Finn 

ish1).

akian. 
British
British

Slovakian1). 
British (Danish1)
Polish.....
Polish.....

British.

British.
British (Bul 

garian1). 
British
British (Finn 

ish1 ).

Married, 
single, or 
widower

M
M

M
M
M
M

S
M

S

M
M
M
M

M
M

S
M

S

S

M
M
S

S
M
M

M
S
M
M
M

S
S

Cause

Struck by fall of rock in stope.

Struck by fall of ground in room.
Struck by slab of falling rock in stope.

[Delayed at face when blasting.

Picked into missed lifter hole, which ex 
ploded.

drift wall. 
Fell into mill-hole.

area.

station.

drift.

broken by falling rock.

r po cFf*-clri'n Qcc^ttitYlv OJHIQITI tr it i" o f fill



TABLE OF FATAL ACCIDENTS ON THE

No.

1 
2

3

Date

Apr. 23 
Sept. 23

July 27

Name of mine

Q-f-pfafl T? rv*!;-

Craigmont Corundum

Name of operator Name of deceased

Frederick Harrop. . . 

James Regan . . . . . .

TABLE OF FATAL ACCIDENTS

No.

1

?,

Date

June 13

Apr. 30

Name of operator Name of deceased

Allegiance before naturalization.

TABLE OF FATAL ACCIDENTS AT

No.

T
2

Date

Feb. 28 
Jan. 18

Name of operator

John Armstrong .
Toronto Brick Co

Name of deceased



SURFACE AT ONTARIO MINES, 1946

Age

?8
66

54

Occupation

Rod-mill operator . . .

Allegiance

British.
British

British

Married, 
single, or 
widower

e
M

s

Cause

Truck went over edge of bench at open pit.

veloped pneumonia. 
Trapped by run of fine ore in bins.

AT QUARRIES, 1946

Age

4?

34

Occupation Allegiance

British (Italian1)

British

Married, 
single, or 
widower

M

M

Cause

Fell under wheels of truck and had head
crushed

CLAY, SAND, AND GRAVEL PITS, 1946

Age

?5
fi?

Occupation

Teamster.

Allegiance

British.
British

Married,
single, or
widower

S
M

Cause
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The following table shows the number of persons employed underground 
and on surface at mines from 1936 to 1946. The figures do not include contract 
diamond-drilling.

Year
Surface

No. Per cent.

Underground

No. Per cent.
Total

1936.
1937.
1938.
1939.
1940.
1941.
1942.
1943.
1944.
1945.
1946.

Average.

7,339
11,229
11,471
8,795
8,238
8,285
8,205
7,148
6,914
6,687
7,442

34
47
49
34
31
32
34
37
38
39
39

38

14,035
12,558
11,963
16,847
18,088
17,744
15,679
12,396
11,184
10,535
11,503

13,867

66
53
51
66
69
68
66
63
62
61
61

62

21,374
23,787
23,434
25,642
26,326
26,029
23,884
19,544
18,098
17,222
18,945

22,207

Non-fatal Accidents

Mines
There were 18,945 persons employed at mines in Ontario in 1946. During 

the year, 1,823 were injured, giving a non-fatal accident rate of 98 per thousand. 
The causes of these accidents are shown in the following table:—

Cause Surface Underground Total

Fall of persons..... ...... . .. .. . . . . . . . . . . .. . 62
Strain while lifting. . . . . . . . . . . . . . . . . . . . . . . . . j 47
Falling objects..... . . . . . . . . . . . . . . . . . . . . . . . . 33
Rock or ore at chute. . . . . . . . . . . . . . . . . . . . . . . 2
Fall of rock or ore, drilling, scaling, etc..... . . . | O
Hand tools.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . j 46
Flying objects, sledging, etc.. . . . . . . . . . . . . . . . j 25
Machinery. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 49
Handling rock or ore. . . . . . . . . . . . . . . . . . . . . . . 6
Handling and tramming mine cars. . . . . . . . . . . 7
Drilling-machines. . . . . . . . . . . . . . . . . . . . . . . . . . 8
Transportation. . . . . . . . . . . . . . . . . . . . . . . . . . . . 13
Handling materials other than rock or ore.. .. . 20
Fall of rock or ore at face. . . . . . . . . . . . . . . . . . . O
Nails or splinters. . . . . . . . . . . . . . . . . . . . . . . . . . 8
Running into or striking objects. . . . . . . . . . . . . 12
Crushed between two objects.. . . . . . . . . . . . . . . 16
Mechanical loaders... . . . . . . . . . . . . . . . . . . . . . . O
Cage, skip, or bucket.. . . . . . . . . . . . . . . . . . . . . . O
Burns. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12
Explosives . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l
Rock bursts.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O
Caught by run of rock or fill. . . . . . . . . . . . . . . . O
Noxious gases underground. . . . . . . . . . . . . . . . . O
Electricity. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l
Falls down shaft, winze, or stope.. . . . . . . . . . . . O
Burnt by exploding gases underground . . . . . . . O
Unclassified. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l

Total.... . . .. .. . . . ... . . . . . . . . . . . . . . . . . 369

144
151
108
122
121
73
76
52
94
90
84
75
31
48
39
34
20
34
19
4

11
11

5
2
l
l
l
3

1,454

206
198
141
124
121
119
101
101
100
97
92
88
51
48
47
46
36
34
19
16
12
11

5
2
2
l
l
4

1,823
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Metallurgical Works
There were 6,195 persons employed at metallurgical works in Ontario in 

1946. During the year, 232 were injured, giving a non-fatal accident rate of 37 
per thousand. The causes of these accidents are shown in the following table:—
Strain while lifting. ......... ......... 39 Flying objects, sledging, etc...... .. . . . . 10
Fall of persons....... . . . . . .. .. .. .. . . . 37 Running into or striking objects. . . . . . . 10
Handling materials... . . . . ... .. .. .. .. . 20 Transportation. . . . .. . . . . . . .. . .. .. . .. 8
Burns by slag, matte, or scrap.... ..... 17 Burns. . . . . . .. .. .. .. . . . . . . . . . . . .. . . . 7
Hand tools... . . . . . . . . . . . . . . . ... . . .. . 17 Nails or splinters..... ... .. . . . . .. . . . . . 3
Crushed between two objects.. ... ..... 16 Electricity. . . . . . . .. .. .. . . .. . . . . .. . . . 3
Hoisting equipment, hooks, slings, Explosion of chemicals.... . . . .. . . . . . . . l

blocks, etc... ... .. . . . . .... . . .. . . ... 16 Unclassified. . ... . . . . . . . .. . .. . . . . . . . . l
Machinery. . ..... .. .. . ... ..... . ... .. 15 ——
Falling objects.... .. . .. . ........ ..... 12 Total... ... .... . . .. .. .. . . , . . . . . . 232

Quarries
There were 870 persons employed at quarries in Ontario in 1946. During 

the year, 110 were injured, giving a non-fatal accident rate of 126 per thousand. 
The causes of these accidents were:—
Handling materials... . . . .. ... .. . . .. .. 23 Crushed between two objects.. . .. .. . .. 4
Fall of persons.... .. .. .... .. . .. . ..... 16 Falling objects.... . . .. . . . . .. .. .. . . . . . 3
Hand tools.. . . . . . . . . . . . . . .. . . . . . . . . . 12 Burns. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3
Strain while lifting. . . . . . . . . . . . .. . . . . . 12 Running into or striking objects. . . . . . . 3
Machinery. . . . . . . . . . . . .. . . . . . . . . . . . . 10 Nails or splinters..... . . . . . . . . . . . . . . . . 2
Transportation. . . . . . . . . . . . . . . . . . . . . . 9 Electricity. . . . . . . . . . . . . . . . . . . . . . . . . . 2
Flying objects, sledging, etc..... .. . .. . . 6 ———
Fall of material............. .. .. .... . 5 Total.... ... .. . . .. ... .... .. ..... 110

Clay, Sand, and Gravel Pits
There were 633 persons employed at clay, sand, and gravel pits in Ontario 

during 1946. During the year, 91 were injured, giving a non-fatal accident rate 
of 142 per thousand. The causes of these accidents were:—
Fall of material.. . . . . ... . . .. . . . . . . . . . 13 Burns. . . . ...... ... . .. .. . . . .. .. . . ... 6
Transportation. . . . . . . . . . . . . .. .. . . . . . 11 Hand tools... . . . .. .. . . . . . . . . . .. . . . . . 4
Machinery. . . . . . . . . . . . . . . . . . . . . . . . . . 9 Nails or splinters..... . . . . . . . . . . . . . . . . 4
Fall of persons.... . . . . . . . . .. . . . . . . . . . 9 Flying objects, sledging, etc...... . . . . . . 3
Strain while lifting. . . . . . . . . . . . . . . . . . . 8 Running into or striking objects. . . . . . . l
Crushed between two objects. . . .. . . . . . 8 ——
Handling materials... . . . . . . . . . . . . . . . . 8 Total... .. . . . . . . . . . . . . . . . . . . . . . . 91
Falling objects.... . . . . . . . . . . . . . . . . . . . 7

Contract Diamond-Drilling
There were 1,506 persons employed in contract diamond-drilling in Ontario 

in 1946. During the year, 227 were injured, giving a non-fatal accident rate of 
151 per thousand. The causes of these accidents were:—
Nails or splinters..... . . . . . . . . . . . . . . . . 40 Falling objects.... . . . . . . . . . . . . . . . . . . . 13
Hand tools.. . . . . . . . . . . . . . . . . . . . . . . . . 30 Running into or striking objects. . . . . . . 7
Caught in moving parts..... . . . . . . . . . . 30 Transportation . . . . . . . . . . . . . . . . . . . . . . 7
Burns. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 27 Caught in feed screw. . . . . . . . . . . . . . . . . 6
Crushed between two objects.. . . . . . . . . 26 Flying objects, sledging, etc...... . . . . . . 4
Strain while lifting. . . . . . . . . . . . . . . . . . . 21 ———
Fall of persons.... . . . . . . . . . . . . . .. . . . . 16 Total... . .. .. . . .. . . . ... ... . .. . . . 227
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Infection

Records show that infection followed in 135 cases out of a total of 2,483
accidents.

Location

Total...

No. of 
accidents

1,454
369
232
110
91

227

2,483

Accidents followed 
by infection

51
27
16

1
2

38

135

Per cent, 
infection

3.5
7.3
6.9

.9
2.2

16.7

5.4

Accidents from Explosives

Cause

Drilled into dynamite and struck by blast 
Delayed too long at blast
Unexplained explosion when waste rock

Unexploded detonator in broken ore 
set off.... . . . . . . . . . . . . . . . . . . . . . . . . .

Picked into dynamite in missed lifter 
hole and struck by blast

Total

Non-fatal

No. of 
accidents

2 
3 
2

1

1 
2

11

Men 
injured

2 
3 
3

1

1 
2

12

Fatal

No. of 
accidents

1

1

2

Men 
injured

2

1

3

Total

No. of 
accidents

2 
3 
3

1

1 
2

1

13

Men 
injured

2 
3 
5

1

1 
2

1

15

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:—

1937 1938

.......
1939

1

1940

1

1941 1942 1943 1944

1

1945

1

1946 Total

4

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

1937

2

1938

8

1939

7

1940

3

1941

5

1942

6

1943

5

1944

2

1945

1

1946

7

Total

46

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

Creighton (International Nickel)
Frood-Stobie open pit (International Nickel)
Levack (International Nickel)
Garson (International Nickel)
Berens River
Hollinger
Wright-Hargreaves

Mcintyre Porcupine
Omega
Frood mine (International Nickel)
Coniaurum
M acLeod- Cockshutt
Lake Shore
Preston East Dome
Ross (Hollinger)
Delnite
Falconbridge
Chesterville
Magnet
Helen (mine, Algoma Ore Properties)
Kerr-Addison

Average—91.5 accidents per 1,000 men

Young-Davidson (Hollinger) 
Central Patricia

Sylvanite
Toburn
Little Long Lac
Hasaga
Pickle Crow
Dome
Macassa
Madsen Red Lake
Teck-Hughes
Jason
Pamour

Buffalo Ankerite
Bidgood

/Matachewan Consolidated 
\Upper Canada
Aunor
Josephine (Michipicoten Iron Mines)
Hard Rock
Kirkland Lake Gold
Paymaster Consolidated 

fMcKenzie Red Lake 
\Steep Rock

Broulan and Bonetal
H all nor
Leitch

Cochenour Willans

Fires
Central Patricia Gold Mines, Limited

At 3.30 A.M. on August 3, owing to a low-voltage condition, the shaft signals 
kicked out and there was a delay of one hour in hoisting the night-shift crew at 
the Central Patricia mine. Some men who were waiting for the cage made a 
small bonfire on the 625-foot level station.

H. Jensen and M. Bodnar, shift bosses, who were already on surface, noticed 
smoke coming from the shaft and investigated. They found two men, Tetrault
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and Courrierre, both helpers, warming their hands by a fire made of old powder 
boxes. Jensen and Bodnar put out the fire. The two men found on the scene 
said that they did not light the fire but refused to tell who did.

A small fire of electrical origin broke out in the main surface hoist-room at 
the Central Patricia mine about 11.00 A.M. on October 12. The cause of the fire 
was a short circuit in a 110-volt BX lighting-cable which ran on the inside of the 
north wall of the room. The short circuit occurred near the ceiling and set fire 
to the adjoining sheet of wallboard. The fire was kept under control by the use 
of carbon dioxide extinguishers and the sprinkler system until the circuit was 
opened. It was then put out by the extinguishers. The damage was slight.

Dome Mines, Limited
At 10.00 A.M. on March 27, a fire broke out in the floor of the battery box of 

No. 9 battery locomotive on the 10th level of the Dome mine. The fire was put 
out by the use of an extinguisher and no material damage was done.

It is believed that the motor was left standing with the brakes set and the 
controller probably left on in the first position. As a result, the grids heated to 
such an extent that they set fire to the floor of the battery box.

Falconbridge Nickel Mines, Limited
An electrical fire occurred in the battery-charging station on the 1,575-foot 

level of the Falconbridge mine about 3.15 P.M. on June 29.
W. Smerdon, electrician, and A. Cull, cagetender, noticed dense smoke com 

ing from the charging-station near No. 5 shaft. They found that the motor on 
charge was smoking at the A.C. end. Smerdon pulled the switches at both the 
A.C. and D.C. ends, and the smoke subsided.

Two power failures had occurred earlier that afternoon. It is believed that 
the D.C. clapper failed to drop out during one of these failures, causing the battery 
to feed power back through the generator. When the supply was restored, the 
motor was overloaded and the A.C. windings were completely burned out.

An electrical fire occurred in the crusher-room on the 2,800-foot level of the 
Falconbridge mine on November 14.

The manual drum-type controller used with the 125 h.p., 25-cycle, 2,200-volt 
motor connected to the 48- by 36-inch jaw-crusher caught fire about 7.05 P.M. 
The crusherman, E. N. Henry, had shut off the power to the controller at the oil 
circuit breaker in the crusher-room following crushing operations and was leaving 
the room when he observed flames and smoke coming from inside the controller. 
He attempted to put out the fire with a Pyrene extinguisher but was unable to 
reach the source of the flames. The fire went out after the insulation had been 
consumed and the controller ruined. No other damage resulted.

It was later found that the motor was drawing 150 h.p. or more when the 
crushing load was heavy, and it is believed that this caused the insulation in the 
controller to catch fire.

Frobisher Exploration Company, Limited 
(Black Donald Graphite Division)

On December 26 at 8.00 P.M., the hoist-room and power-house building at the 
Black Donald graphite mine caught fire and was totally destroyed within the 
space of an hour. This 20- by 75-foot structure, which was of frame construction,
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contained a 50 h.p. electric hoist and controls, a 225 k.v.a. synchronous condenser 
and controls, a 320-cubic-foot Ingersoll-Rand motor-driven compressor, and a 
156 k.v.a. Ruston-Hornby Diesel-generator standby unit. Most of this ma 
chinery, while severely damaged, can be restored to serviceable condition.

The fire resulted when water-pipes forming part of the cooling system of the 
Ruston-Hornsby engine were being thawed with a blow-torch. These pipes had 
frozen during the Christmas holiday. L. Argue, the hoistman on duty, who was 
performing the operation, reported that volatilized fuel oil coming from oil- 
soaked sawdust, heated by steam-lines, exploded when the blow-torch was applied 
to the frozen pipes, which lay in a recess in the concrete foundation.

Following the explosion, a sheet of flame enveloped the entire engine, and in 
a matter of three minutes the surrounding walls were ablaze from floor to roof 
ridge. Four hose-lines were brought into action promptly but served only to 
keep the fire from spreading to adjacent buildings.

Hard Rock Gold Mines, Limited

An acetylene bottle, hooked up with an oxyacetylene cutting-torch in the 
machine shop at the Hard Rock mine, took fire at about 9.20 A.M. on January 3. 
There were at least three mechanics working in the shop at the time. One was 
about 10 feet from the bottle, cutting a steel plate with the torch. The other two 
mechanics were about 15 feet from the bottle, preparing to drill another steel 
plate with a drill press. One of them heard a "pop" and saw a small flame at the 
bottle valve. He immediately seized a rag and attempted to smother the flame, 
but quickly realized that he could not do so. The flame increased rapidly in 
intensity and caused such dense clouds of black smoke that it was necessary for 
all the employees to leave the shop building. A fire alarm was given to the hoist 
man, who gave the alarm on the mine whistle. The master mechanic arrived 
and, with one of his men, dragged the burning acetylene bottle outside the 
building. The shop crew used the fire hose from the nearest hydrant, and the 
sprinkler system in the mine shop was also set off as a result of the heat.

Three switch boxes, W7hich were on the wall of the shop immediately above 
the acetylene bottle, were destroyed. Some electric wiring was damaged. Two 
oxyacetylene torches which were in the vicinity of the acetylene bottle were 
destroyed. The walls and interior of the roof were slightly damaged. There 
was some minor water damage to other equipment.

The acetylene bottle had been used for the first time at noon on the previous 
day, and very little gas had been used. It would appear that the safety plug in 
the bottle had sprung a leak and the gas had ignited.

International Nickel Company of Canada, Limited

On May 10, a small fire occurred on No. 22 stope gangway platform in No. 
118 north drift on the 48th level of the Creighton mine.

It had partially consumed four wedges, two short 5-inch blocks, and three 
gob-fence planks when discovered about 4.55 P.M. by Pillar Leader N. Erickson. 
He immediately extinguished it with a water-hose.

The origin of the fire is unknown but may have been caused by a lighted 
match or cigarette discarded by the off-going shift shortly before 4.00 P.M.

A small fire occurred in No. 3 shaft at the Creighton mine about 5.30 P.M. 
on September 25.

A temporary bulkhead had been completed at 4.00 P.M. in the manway 
compartment just below the shaft collar by two carpenters, W. Kautto and S.



15

Winters. The carpenter leader, W. Wilson, inspected the work at 4.30 P.M. 
The shaft had not been used for hoisting since May, and the conveyances were 
banked at surface. The ventilation is upcast.

About 5.30 P.M. the compressorman, R. Ferguson, noticed smoke in the 
vicinity of No. 3 shaft, and an investigation revealed flames coming from the 
manway cover. The fire was extinguished with hoses about 5.50 P.M. It had 
apparently started on an end plate just below the temporary bulkhead. The top 
of the bulkhead, the bottom of the manway cover, and a portion of the manway 
ladder were charred. The power cables adjoining the ladderway were all damaged, 
with the exception of a 2,200-volt cable, but no evidence of a short circuit was 
found.

A fire occurred in No. 3 shaft hoist-house at the Frood mine about 8.35 A.M. 
on January 20.

The Nordberg skip-hoist has two cylindrical drums, each 12 feet in diameter 
with a 7-foot face, which are spirally grooved for 1%-inch ropes. The grooves 
became worn, and it was decided to repair them by electric welding on January 
20. The rope was taken off No. 2 drum, and a timber staging erected in front of 
it. The grease was removed from the drum with Varsol cleaning fluid, and the 
hoist pit and staging were cleaned up. A. Beland, a welder, then started to use 
his torch on the top of the drum face. Almost immediately, hot metal from the 
torch ignited the residual coating of grease and cleaning fluid in the pit and on 
the staging.

R. Edmonds, assistant master mechanic, and several others present applied 
various types of fire extinguishers, fire hoses, and sand. The fire was completely 
extinguished about 9.00 A.M. The hoist was undamaged except for some elec 
trical wiring, a few charred brake blocks, and the paint on the under side of the 
drum. The timber in the staging and about the rope-slot was charred.

A small electrical fire occurred on the 2,000-foot level of the Frood mine 
about 4.35 P.M. on July 31.

A short circuit took place when a trolley-line insulator failed in No. 34 
crosscut, setting fire to the trolley box. It was noted by G. Zufelt and put out 
with a Pyrene extinguisher.

A small electrical fire took place in the battery-charging station on the 
1,400-foot level of the Frood mine about 4.30 P.M. on December 4.

A motorman, T. McNab, had just changed batteries on his locomotive in 
the charging-station. He plugged in the power cable and then closed the switch 
on the locomotive. As he did so, a fuse blew out and the meter caught fire. The 
fire was put out at once with a Pyrene extinguisher.

A small electrical fire occurred in No. 3 shaft hoist-room at the Frood mine 
about 1.45 A.M. on December 12.

A short circuit set fire to the stator winding in the motor-generator set 
serving the skip hoist. The fire was noticed at once and extinguished by means of 
Pyrene, Foamite, and carbon dioxide fire extinguishers. The damage was con 
fined to one coil.
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An electrical fire occurred in a small wooden building attached to the con 
crete shaft-house at No. 2 shaft of the Murray mine about 2.20 P.M. on May 6. 
This building encloses an exhaust fan driven by a 50 h.p. motor.

A short-circuit took place in the Square-D switch controlling power supplied 
to the motor, setting fire to the insulation on connecting wires and to the door of 
the building. The fire was noticed by W. G. Armstrong, mine engineer, and was 
extinguished before serious damage resulted.

Kerr-Addison Gold Mines, Limited
On the 8.00 A.M. to 4.00 P.M. shift of Sunday, March 17, the 1,000-foot level 

ore-pass control-chute at the Kerr-Addison mine was being repaired. The sides 
of this chute are made of four 12- by 12-inch vertical B.C. fir timbers hitched into 
the rock. The chute is lined with ^-inch steel plate held in place with lag screws.

During the shift the liner plates had been removed by cutting the lag screw- 
heads off with an acetylene torch. When this was completed, the crews put the 
liners on the east side of the chute. They started to put them on the west side 
and had the bottom west liner in place at 4.00 P.M. They then went to surface. 
There is no one on duty underground from 4.00 P.M. on Sunday until 8.00 A.M. 
on Monday, when the regular shift starts work.

At about 8.00 P.M. on Sunday the maintenance electrician was in the head- 
frame and smelled smoke coming up the shaft. He turned in an alarm. A small 
patch of glowing embers was discovered on the west side of the chute.

No doubt the fire started as a result of using the acetylene torch, but as the 
main burned section was below the place where the torch was last used, it must 
have started from hot slag or steel. The five men working at this job claim there 
was no indication of fire when they left at 4.00 P.M. A water-hose was found lying 
on the chute platform for use in case of fire but it had not been used.

Mcintyre Porcupine Mines, Limited
On June 20 at 7.00 P.M. the shaft crew came up for lunch to the 3,875-foot 

level off No. 12 shaft of the Mcintyre Porcupine mine. When they opened the 
ventilation door to return to work they found the station filled with smoke. 
They discovered that the smoke was coming from a galvanized-iron box and 
immediately put the fire out with an extinguisher.

The box is constructed of an iron frame covered with galvanized iron and 
is designed to hold a coil of rope above a perforated compartment in which an 
electric light bulb serves to keep the interior warm and dry. Some waste had 
been placed in the corners of this box and, presumably, some of it extended down 
until it came in contact with the light bulb, thus causing the waste and rope to 
smoulder.

Madsen Red Lake Gold Mines, Limited
On October 9 at approximately 2.30 P.M., a fire occurred at the underground 

crushing-station, which is situated 60 feet below the lith level and 1,760 feet 
below the collar of No. 2 shaft, of the Madsen Red Lake mine. Lead plugs in 
an acetylene cylinder blew out, and the escaping gas burst instantly into flames.

On the afternoon of October 9 workmen had completed the work of welding 
iron rails to the underground crusher platform. The torch head was on the 
crusher platform approximately 15 feet from the cylinders. The workmen heard 
a report similar to a small firearm being fired and when they looked up the gas 
escaping from the acetylene cylinder was burning with a flame approximately 4 
feet in height. They first attempted to put out the flame by use of a carbon- 
dioxide type of fire extinguisher. This, however, failed to extinguish the burning
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gas, and water from two fire hoses was played on the flame. A period of twenty 
minutes elapsed from the time the lead plugs blew out of the acetylene cylinder 
until the fire was extinguished.

The mine shift boss was notified as soon as the fire started and dispatched 
gas masks to the scene. It was not found necessary to use these masks, and a 
general alarm was not given. By the time the fire was out, the crusher station 
was filled with smoke and fumes, but these rapidly cleared.

It is believed that a small leak may have occurred where the hose connection 
fits on the cylinder and that the escaping gas ignited and burned slowly, un 
noticed by the workmen. This would heat up the gas in the cylinder, causing it 
to exert enough pressure to blow the lead safety plugs. The escaping gas then 
ignited.

No damage was done except to the gauges and hose.

Pickle Crow Gold Mines, Limited

Patrick Brown, a miner, started a fire at about 12 midnight, August 22, in 
the station on the 1,500-foot level off No. l shaft of the Pickle Crow mine. No 
damage resulted. The man was suspended from work and a charge was laid 
against him, an account of which appears on page 19 of this report.

Silanco Mining and Refining Company, Limited

On June 22 at 7.40 P.M., the hoist- and compressor-house at the Agaunico 
property of the Silanco Mining and Refining Company, Limited, Cobalt, was 
completely destroyed by fire.

An electric storm was in progress at the time. Apparently the lightning 
struck the 11,000-volt incoming power line, passed through the ll.OOO/ 500-volt 
transformers, and was carried to the hoist-room via the overhead 550-volt 
feeder line.

The fire broke out in the hoist-room in several places at the same time, and 
the conduits enclosing the electrical wiring became red hot.

The main 550-volt oil circuit breaker in the substation did not open, and the 
transformers remained on the line until cleared by the Hydro Electric Power 
Commission's high tension fuses located about half a mile away at the tap-off 
point for the Agaunico feeder.

The insulation of the transformer windings and the overhead 550-volt feeder 
from the transformer house to the hoist-house were destroyed. A 5-foot section 
of the armoured cable leading from the transformer house to the underground 
pump on the 200-foot level was destroyed at a point about 130 feet below the 
collar.

The hoist- and compressor-house was burned to the ground. The heat 
caused the counterweight hoisting-cable to part, and the counterweight dropped. 
The cage was sitting on the chairs at the collar.

The transformer bank was protected by three 11,000-volt lightning arresters, 
and the grounding conductor was run to a separate grounding electrode consisting 
of a l-inch iron pipe driven into the ground. The resistance to ground of this 
electrode was 55 ohms, which is, according to present-day standards, too high for 
the arrestors to provide satisfactory protection against a severe lightning surge.

At 5.30 P.M. on November 25, a fire broke out in the hoist-room at the 
Cobalt Lake No. 4 shaft of the Silanco Mining and Refining Company, Limited. 
The hoist-room, hoist, and rope were destroyed. The fire was probably started
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by an overheated stove in the hoist-room. The shaft was just being reconditioned 
in preparation for underground work.

No men were at work either underground or on surface at the time, and the 
hoist-room door had been locked by the mine captain when he left after the day 
shift.

Teck-Hughes Gold Mines, Limited

On July 3, at approximately 10.00 A.M., a fire caused by sparks from a 
cutting-torch broke out in No. 2 winze on the 30th level of the Teck-Hughes 
mine. The fire burned itself out about July 7 after the timber in the winze from 
the 30th to the 29th level had been consumed.

No. 2 winze extends from the 29th to the 40th level, dipping eastward at an 
angle of 60 degrees. The collar is at the 30th level, and there are ten levels below 
at 125-foot intervals. There are connections to the South shaft, South Shaft 
extension, and No. 25 Level winze on the 29th and 30th levels, with other con 
nections to the South Shaft extension and No. 3 winze below the 30th level. 
No. 2 winze has three compartments and is served by an air-operated hoist 
situated on the 29th level. The hoist is on the west or footwall side of the winze, 
and the ropes from the hoist to the sheaves are horizontal. A connecting drift on 
the 29th level extends eastward to a crosscut connecting No. 25 Level winze 
with the South shaft.

A ventilation fan is located at the intersection of the drift to No. 2 winze 
and the crosscut between No. 25 Level winze and the South shaft. With the fan 
operating, the positive pressure from its discharge to the South shaft closes the 
doors leading to No. 2 winze. During the fire the fan was shut off and the con 
vection currents from the fire caused these doors to open, thus exhausting the 
smoke via South shaft to surface.

No. 2 winze has not been in use for the past four years and was in the 
process of being reconditioned at the time of the fire. The station at the 30th level 
had been retimbered, and most of the shaft timber from the 30th to the 29th level 
had been replaced. Midway between the 30th and 29th levels there are dumping 
bins for the skips. These bins, located on the footwall side, were almost filled 
with broken rock at the time of the fire. Three timbermen, M. Parker, K. Gill, 
and H. Brady, were working in the winze on a bulkhead at the 30th level. This 
was partially covered by loose rock that they had scaled down. The two skips 
were banked at this point. At a point 15 feet above the 30th level, the old timber 
blocking had been held in place by spiles made of 2-inch pipe. The butts of these 
spiles projected into the compartment and were to be cut off when rethnbering 
had been completed. The timbermen called in S. McLean, who was working on 
the level with an acetylene torch, to do the job. He brought two 1-quart Pyrene 
extinguishers as a precautionary measure against fire. During the cutting opera 
tion, sparks or molten metal lodged in the dry blocking in the hanging wall. 
The Pyrene extinguishers were used without effect, and an attempt was made to 
connect a water-hose with a water-header about 40 feet from the shaft. Before 
the connection could be effected the smoke got so dense the men had to leave.

All men were evacuated from the mine, and the Mine Rescue Station was 
notified. The Kirkland Lake Gold mine and the Lake Shore mine were notified 
at 11.00 A.M. No gases entered the Lake Shore mine, but by 1.15 P.M. smoke 
was noticed on the 3,850-foot level of the Kirkland Lake Gold mine and all men 
were evacuated from the mine when the stench warning gas was introduced 
at 1.35 P.M.

Trained rescue crews from the Kirkland Lake camp were put to work fighting 
the fire. Smoke and heat prevented access to the scene of the fire from the 29th
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level. Using fire-hose and a fog-nozzle borrowed from the Kirkland Lake Fire 
Department, water was played on the fire from the 30th level. This prevented 
the fire from spreading out on that level or going below the collar and had some 
cooling effect on the fire above the level. By July 6 it was possible to start ap 
proaching the scene of the fire from the 29th level. At 8.00 A.M. on July 7, the 
fire-fighters had water running down from the sheave deck at the 29th level. 
By this time the fire had burned itself out except for smouldering embers. The 
fire had burned out all timber from the 30th to the 29th levels, including back 
timber in the rope drift and hoist-room. Tons of loose rock fell into the shaft 
and in the rope drift and hoist-room, almost burying the hoist itself.

During the fire, which appeared to reach its maximum intensity on July 4 
and 5, the Teck-Hughes and Kirkland Lake Gold mines were seriously con 
taminated with carbon monoxide. The Lake Shore mine, being on a positive 
pressure side, did not detect any gas. By July 6 the Teck-Hughes and Kirkland 
Lake Gold mines appeared to be free of carbon monoxide, indicating that the fire 
was almost spent. Work was resumed at the Kirkland Lake Gold mine on the 
3.00 P.M. shift of July 8 and continued on the 7.00 A.M. shift of July 9. Work was 
resumed above the 30th level at the Teck-Hughes mine after a thorough check 
of the working places. Work below the 30th level was resumed after the South 
Shaft extension hoist had been checked and the workings tested.

None of the miners who were evacuated nor any of the members of the fire- 
fighting crews were injured or affected by gases. The fire-fighting crews remained 
continuously on the job from the outbreak of the fire on July 3 to July 7. After 
July 7 only the Teck-Hughes crew was retained.

The serious results of the fire can be attributed to lack of adequate fire pro 
tection when using an acetylene torch.

Prosecutions
Rex vs. John Armstrong

Following an accident in which a teamster was killed in the Armstrong gravel 
pit, a charge was laid against John Armstrong, as follows:—

That John Armstrong of the township of Cumberland in the county of Russell, being the 
owner of a certain gravel pit situate in the township of Cumberland aforesaid, did during the 
months of February and March, 1946, work or permit such gravel pit to be worked in contra 
vention of subsection 208 of Section 160 of the Mining Act, R.S.O., 1937, Chapter 47, as amended 
by 3 George VI (1939), Statutes of Ontario, Chapter 27, Section 21, in that the method of removing 
material in such gravel pit by undermining was allowed and that vertical working-places having a 
height of more than 10 feet were permitted, contrary to the form of the statute in such case made 
and provided and to the said subsection 208 of Section 160 of the Mining Act, R.S.O., 1937, 
Chapter 47, as amended by 3 George VI (1939), Statutes of Ontario, Chapter 27, Section 21.

Armstrong pleaded not guilty before Magistrate R. Lambrosse at Rockland 
on June 7. The case was remanded until June 14, then to June 21, then to June 28, 
when Armstrong was found guilty, and a fine of S100 and costs was imposed. 
The fine and costs were paid.

Rex vs. Patrick Brown

A charge was laid against Patrick Brown, a driller employed by Pickle Crow 
Gold Mines, Limited, as follows:—

That Patrick Brown of the hamlet of Pickle Crow in the district of Kenora on or about the 22nd 
day of August, A. D. 1946, at the hamlet of Pickle Crow in the said district of Kenora, did un 
lawfully build a fire underground in the 1,500 shaft station of the No. l shaft of the Pickle Crow 
Gold Mines, contrary to Section 160, subsection 5a, of the Mining Act of Ontario as amended 
at the 7th Session, 20th Legislature, Ontario, 1942.

As it has been impossible to locate Brown since the charge was laid, the 
case has not been heard.
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Rex vs. Albert Cloutier

On April 10, a motorman, Albert Cloutier, aged 33, single, employed at the 
Dome mine, was brought to surface in an intoxicated condition by Captain 
Wm. Moyle. He was discharged and turned over to R. Withrow, the Dome 
policeman, who escorted him off the property. The following morning his 
partner and two muckers, to whom he had offered liquor underground, were held 
for questioning by the mine inspector. None of these men had accepted any 
liquor. Before Cloutier was brought to surface by Captain Moyle he had 
smashed the bottle he was -carrying in a muck car, but a portion of the bottle 
with the label on it was recovered. The bottle had contained port wine.

A charge against Cloutier was laid under Section 160, subsection 343 of the 
Ontario Mining Act, on the afternoon of April 11, and he was summoned to 
appear in court on April 16. His partner and one of the two muckers were also 
subpoenaed to give evidence. Cloutier did not appear in court. A second sum 
mons was mailed to him, ordering him to appear in court on April 30. He again 
failed to appear, and it was learned that he had gone to the Province of Quebec. 
The case now stands adjourned.

Rex vs. P. Desjarlais
A charge was laid against P. Desjarlais, chute blaster's helper, employed by 

Pickle Crow Gold Mines, Limited, as follows:—
That P. Desjarlais of the hamlet of Pickle Crow in the district of Kenora (Patricia portion) 

on or about the lith day of May, A. D. 1946, at the hamlet of Pickle Crow in the said district 
of Kenora, did unlawfully during blasting operations neglect to effectively guard an approach to 
a place where blasting was being done, to wit the east approach to a chute blast on the 1,600 
level, Pickle Crow gold mine, contrary to the provisions of Section 160, subsection 75a of the 
Mining Act of Ontario.

The case was heard before Justices of the Peace H. M. Finlay and R. K. 
Barrett at Pickle Crow on May 21. Desjarlais pleaded guilty and paid a fine of 
S10.00 and costs amounting to S12.50.

Rex vs. Werner John Fors
A charge was laid against Werner John Fors, a driller at the Central Patricia 

mine, as follows:—
That Werner John Fors of the hamlet of Central Patricia in the district of Kenora (Patricia 

portion) on or about the 1st day of March, 1946, at the hamlet of Central Patricia in the said 
district of Kenora, did unlawfully drill a hole within 6 inches of the remnant of a hole that had 
been charged and blasted, contrary to the provisions of Section 160, subsection 73a, of the Mining 
Act of Ontario.

The case was heard before Justices of the Peace, H. M. Finlay and R. E. 
Barrett on March 21 at Central Patricia. Fors pleaded guilty, and a fine of 
S50.00 and 17.50 costs were imposed.

Fors had been prosecuted on May 25, 1943, and paid a fine of S10.00 and 
S7.50 costs for a similar offense.

Rex vs. Wm. Kennard
A charge was laid against William Kennard, a deckman, at the Hallnor 

mine, as follows:—
That on September 25, 1946, William Kennard did not close the collar doors at the deck 

used for sinking purposes in the No. l shaft at the Hallnor Mines in the township of Whitney 
when removing material from the sinking-bucket, contrary to Section 160, subsection 138c, of 
the Ontario Mining Act.

Kennard lifted a Climax centrifugal pump, weighing 54 pounds, by means 
of the discharge hose without closing the deck doors. The hose came off the pump,
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and the pump fell from the deck to the bottom of the shaft, a distance of slightly 
over 900 feet. The shaft crew on the bottom were scaling at the time. They 
heard the pump falling and tried to get under cover. Two men failed to do so 
and were injured, one suffering a fractured finger and the other two fractured 
bones in the right hand and a fractured pelvis.

The case was heard before Magistrate S. Atkinson in South Porcupine 
on October 1.

Kennard pleaded guilty. He was fined 125.00 and costs, the latter amount 
ing to 13.50.

Rex vs. John Machura 
Rex vs. John Belobrojdic

John Machura and John Belobrojdic were jointly charged as follows:—
That on or about September 9, 1946, they did fail to effectively guard their blasting in "B" 

box-hole in 1549 drift on the 15th level of the Dome mine, contrary to Section 160, subsection 
75a, of the Ontario Mining Act.

The raisemen when ready to blast in a box-hole made no attempt to assure 
themselves that all persons had left that section of the mine. They lighted their 
fuses and left. As the shots went off, a mechanic's helper, who had been greasing 
a scraper hoist in the sill drift above, was coming down the manway of another 
box-hole 125 feet to the east. Fortunately he escaped injury.

The case was heard before Magistrate S. Atkinson on September 17 at 
South Porcupine. The two men pleaded guilty, and each man was fined S10.00 
and costs amounting to S4.25.

Rex vs. H. H. Miller 
Rex vs. J. J. Lafoley

A charge was laid against H. H. Miller and J. J. Lafoley, drillers working 
together at the Dome mine, under Section 160, subsection 53c, of the Ontario 
Mining Act, as follows:—

That H. H. Miller and J. J. Lafoley, drillers, did commit a careless act with explosives on 
March 27, 1946, to wit, did bury explosives in a pile of muck in 553 drift on the 5th level of the 
Dome mine.

On the night shift of March 27, Fred Lebarge and Fred Raby were cleaning 
up in No. 553 drift, and the former picked into powder and brought up a cartridge 
on the end of his pick. He then uncovered 23 sticks of powder. He reported 
this to his shift boss, and the latter in turn left a report for the day shift on March 
28. When the men were questioned the following morning, Lafoley admitted 
burying the powder, but Miller denied any knowledge of it. Later, when Lafoley 
and Miller went underground, Lafoley found out that the powder which he 
admitted that he had buried had not been found. Actually the powder that he 
had buried was in No. 663 drift, 53 feet distant and on the opposite side of a 
pillar from the powder which was found by Lebarge.

The case was heard before Magistrate S. Atkinson on April 2 at South 
Porcupine. Both men pleaded not guilty. When the evidence was taken and 
Lafoley admitted burying 12 sticks of powder in No. 563 drift, the charge was 
amended to read "in 563 drift" and Lafoley was found guilty. A fine of S10.00 
and costs amounting to S25.35 were imposed. The fine and costs were paid. The 
case against Miller was dismissed.

Rex vs. John Nayhayzer
A charge was laid against John Nayhayzer, a motorman, employed by 

Pamour Porcupine Mines, Limited, as follows:—
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That on or about November 16, 1946, he did cut and did use fuse shorter than 3 feet in 
length, contrary to Section 160, subsection 76, of the Ontario Mining Act.

On the night shift of November 16, J. G. Hamelin and F. Chaumont were 
coupling a train of cars and were unable to couple the fifth and sixth cars because 
one of the coupling links was too tight. They were going to chain the cars to 
gether when Nayhayzer, the motorman, undertook to spread the links with two 
detonators. He shortened two 3-foot fuses until they were only 5 or 6 inches in 
length. He then lit them and was trying to place them when one or both detona 
tors exploded. Nayhayzer suffered the loss of part of the thumb and forefinger 
of the left hand.

The case came up on December 10 before Magistrate S. Atkinson, and the 
lawyer for the accused asked that the case be adjourned until December 17. On 
December 17, the accused pleaded "not guilty." He was found guilty and was 
fined S25.00 and costs amounting to S10.75.

Mine Rescue Stations

NORTHWESTERN ONTARIO 

Geraldton, Red Lake, Berens River, and Pickle Lake
Normal operations were carried on during the year. Forty men received 

training. Progress is being made in the construction of the rescue station build 
ings at Geraldton and Red Lake. The station building at Pickle Lake has been 
completed. John Lang is superintendent of the four stations. His address is 
Geraldton Mine Rescue Station, Geraldton.

NORTHEASTERN ONTARIO 

Sudbury

Normal operations of training and fire-drills wrere carried on throughout the 
year. Seventy-six men received training. T. J. Fee is superintendent. The 
address is Sudbury Mine Rescue Station, Sudbury.

Kirkland Lake
Normal operations of regular and special training were carried on throughout 

the year. Seventy-five men received training. Assistance was given in the case 
of one serious fire underground. P. C. Smith is superintendent. The address is 
Kirkland Lake Mine Rescue Station, Kirkland Lake.

Timmins

Normal operations were carried on throughout the year. One hundred and 
fifty men received training. Austin Neame will retire at the end of January, 1947, 
after nearly twenty years of faithful service. A. K. Graham has been appointed 
to replace him as superintendent. The address is Timmins Mine Rescue Station, 
Timmins.

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 1946:—
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Classification

Tests for Ontario mines. . 
Special informative tests . . 
Tests for \vire-rope manu-

Tests for mines outside

Jan.

38 
52

7

21

m

Feb.

39 
53

9

3

104

Mar.

51 
37

9

11

108

Apr.

49 
37

9

(i

May

43 
67

G

121

June

52 
33

97

July
36 
49

2 fi

Aug.

54 
31

9

94

Sept.

37 

4

7

48

Oct.

00 
43

4

3

110

Nov.

41 
30

3

7

81

Dec.

41 
14

3

H

72

Total

541 
446

53

US

1,158

Fatal Accidents 

MINES
Broulan Porcupine Mines, Limited

John Hartikainen, aged 50, Finnish, married, a driller at the Broulan mine, 
was instantly killed at 10.25 P.M., January 23, by a fall of loose ground in No. 207 
slice-and-fill stope. He had worked at the mine since February 19, 1940. He 
was an efficient workman but required close supervision to ensure that he wrorked 
safely.

No. 207 stope, on the main body of ore, has been mined up from the 4th level 
to a height of about 60 feet above the 2nd level. There are travel way s at the 2nd 
level elevation consisting of tunnel sets surrounded by sand backfill. The width 
of the stope where the accident occurred is about 160 feet. The fill for one slice 
above the tunnel sets in this part of the stope wras in place when, at 4.45 P.M. on 
November 27, 1945, a block of ground estimated to contain between 7,000 and 
8,000 tons of ore fell out of the back of the stope. The block, mainly in one piece, 
wras cut off on the upper side by a fault dipping to the east at approximately 17 
degrees. The fault was intersected 18 feet above the back when a fill raise was 
driven. As the fault was found to be open for about 3 inches, the piece had already 
started to settle at that time. The north side was bounded by slaty sediments 
dipping steeply to the north. The south side was bounded by a slip face dipping 
to the south. The west end of the block broke off just east of a row of timber 
cribs on the fill. The depth of the piece at this end was nearly 40 feet. The block 
broke off at the east end, and the depth at this end averaged about 20 feet. The 
lo\ver face of the block had a maximum length of 90 feet in line with the east and 
west strike of the ore. The maximum width was 110 feet. The weight of the 
block of ground crushed and closed some of the tunnel sets beneath it on the level.

About 1,800 tons of the fallen rock still remained unbroken on January 23. 
The day shift had set up a 6-foot machine bar, leaning against the face of the 
the block of rock, with the lower end of the bar on the fill and the upper end 
against a block of timber under steel pins in holes drilled in the fallen block of 
rock. A 10-foot arm extended to the east of the bar. The rock being drilled was 
slaty sediments and quartz stringers. The face at the bar was 30 feet high and 
50 feet long. Some muck wras banked against both ends. The day-shift crew 
drilled 4 holes. The day-shift runner scaled only on the right or east side of the 
bar and reported this at the end of the shift.

On night shift, Hartikainen was drilling his eleventh hole in the face when, 
at 10. 25 P.M., about four tons of loose ground fell off the face from a 10- by 11-foot 
area extending from 8 feet west of the bar to 5^2 feet east of the bar. The low-est 
point of the loose area was l ̂  feet directly above the bar. The piece broke up 
into slabs up to 9 inches in thickness. Hartikainen was buried under them. 
V. Bigras, who was in front of the arm and close to the bar, escaped with only a 
small scratch.
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Hartikainen suffered a fractured skull, a fracture of the right femur, and 
fractures of the right tibia and fibia. Death was instantaneous.

Investigation shows that Hartikainen did a little scaling at the beginning of 
the shift, but this was done to the right of the bar, where he started to drill. 
Gerald Williams, shift boss, was in the stope about 8.30 P.M. He instructed 
Hartikainen to scale the face well and not to drill on the left side of the bar. 
Frank Krizmanich, another workman in the stope, says that about 7.30 P.M. 
he had taken an eye-bolt out of a hole 5 feet west of the bar. He looked at the 
ground which later fell. It was tight at the lower edge, but the upper part had 
opened about half an inch. He told Hartikainen that it was bad, but Harti 
kainen disregarded the warning. Inspection after the accident showed that two 
holes had been drilled through the loose ground.

An inquest was opened at 10.00 A.M. on February 6 before Coroner H. L. 
Minthorn, M.D., at Porcupine. It was adjourned because V. Bigras, Harti- 
kainen's helper, could not appear at the inquest because all the Timmins taxis 
and buses had been taken off the road because of icy conditions. The inquest was 
resumed at 10.00 A.M. on February 7. The jury returned the following verdict:—

We, the jury empanelled to enquire into the circumstances concerning the death of John 
Hartikainen, find as follows: The said John Hartikainen was killed by a fall of rock at the Broulan 
mine on January 23, 1946. While his death was accidental, we strongly recommend that more 
care should be taken both by the company and the workmen in reporting dangerous ground or 
working conditions as the evidence shows negligence on the part of the management and also 
certain of the workmen concerned.

Jurymen were questioned after the inquest regarding their reference to 
negligence on the part of the company. They said that this referred to the com 
pany's action in leaving Hartikainen on the job as driller when they knew that 
he required close supervision to be sure he paid sufficient attention to safety. 
Some of the jury also believed that Krizmanich should have gone to the shift 
boss, G. Williams, and told him that there was dangerous ground on the face.

Buffalo Ankerite Gold Mines, Limited
Andy Striez, aged 40, driller, Czecho-Slovakian, married, with wife and two 

children living in Czecho-Slovakia, was instantly killed by a fall of ground at 
10.10 P.M., January 30, in No. 1,558 west stope at the Buffalo Ankerite mine. 
He had commenced work at the mine on April 15, 1942, had left on May 4, 1945, 
and returned to work again on October 11, 1945.

A slice was being mined in No. 1,558 slice-and-fill stope at a height of 65 
feet above the 1,550-foot level. I/ong, flat diamond-drill holes were drilled in 
stead of leyner-drill holes.

The holes were blasted, but a number of holes along the south wall did not 
break to the bottom and left bootlegs up to 30 feet in length. The ground that 
was left unbroken was being drilled with leyner machines and blasted. On 
January 30, the day the accident occurred, the day-shift crew, consisting of 
Aime Giroux, runner, and Albert Cote, helper, completed a slash on the south 
wall, moved the back about 35 feet behind this point, and set up for the night 
shift to drill another slash. The wddth of the stope at this point wras 30 feet.

The night shift, consisting of Andy Striez and Paul Zupanich, a helper, went 
on shift at 7.00 P.M. Zupanich says they did some scaling and sounded the back, 
including the area around the place where the bar was set up. They considered 
the ground safe. They drilled two holes, and 5 feet of a third hole. They stopped 
drilling to tighten one of the side rods, which had become loose. While they were 
doing this, a slab of rock weighing about 10 tons fell from the back and south 
wall of the stope. Striez was caught under one end of the slab and instantly
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killed. Jacks were required to recover the body, which was freed about 15 
minutes after midnight.

The piece of loose extended from about a foot behind the bar to a point 17 
feet beyond it. The west end, next to the bar, broke off more or less squarely to 
the remnants of the old slash face. The depth of the piece at this point was 4^ 
feet, and its maximum width was 3^ feet.

Investigation the following day indicated that the ground in the stope may 
have been loose for some time previous to the accident or become loose overnight. 
A large part of the back was covered with dust from the blasting of the diamond- 
drill holes, which had not broken properly. The upper-left back hole had been 
reblasted once. Another hole, 4V^ feet lower and 2^ feet inside the back hole, 
had been reblasted several times and had broken to a point 2 feet ahead of the 
west end of the loose piece that fell.

The cause of Striez's death was multiple injuries. His skull was badly 
fractured, causing the protrusion of brain matter. Many of his spinal vertebrae 
were fractured. His chest and abdomen were crushed, causing the protrusion 
of the bowrels.

An inquest was held at 4.00 P.M. on February 27 in the Municipal Hall, 
South Porcupine, before Coroner Frank Evans. The jury returned the following 
verdict:—

We, the jury, find that Andy Striez died from a fall of rock in 1558 west stope at the Buffalo 
Ankerite Gold Mines, Limited, on January 30, 1946, about 10.10 P.M., with nobody to blame. 
We recommend that better scaling be done in the future after all blasting.

Canada Talc, Limited

John Cassibo, British, aged 42, married, with four children, employed as a 
shoveller, wTas fatally injured at 2.00 P.M. on January 16 on the 270-foot or fourth 
level of the Conley mine of Canada Talc, Limited, at Madoc. He was struck by 
a piece of falling rock and died of internal injuries on January 28 in the Belleville 
General Hospital. Cassibo had worked off and on for years at the Conley mine 
and had been employed continuously since June, 1945.

Talc occurs in vertical lenses with a maximum width of 65 feet. The broken 
talc spills out on to shovelling platforms and from there it is shovelled into cars. 
The talc, in place, is well fractured and blocky. The stope backs, which are left 
in ore, continue to fall and in this way continually add to the broken ore in the 
stopes. It is dangerous to enter these old stopes; the miners are aware of this 
and are instructed not to enter them.

The accident occurred at.the No. 2 shovelling-platform of the "old stope" 
on the 270-foot level some 125 feet from the shaft. Ore has not been broken down 
into this stope for 6 or 7 years. The opening, which is 7 feet high, over the plat 
form extends inwards toward the stope for 4 or 5 feet and rises abruptly for 6 or 
7 feet before the wall of the stope proper is reached. This makes an overhanging 
brow some 13 or 14 feet above the shovelling-platform. The stope is about 35 
feet in width at this point, and the backs are about 60 feet above the level. At 
the time of the accident the muck had spilled well forward on to the platform and 
on to the track, but sufficient clearance remained between the top of the muck 
and the solid back to allow a man to walk up the muck pile in a crouched position.

On the day of the accident Cassibo started working in this heading shortly 
after he came on shift at 7 A.M. He was working alone, and two other muckers, 
Le vi Lajoie and Leonard Keller, were working together some 200 feet away in 
the "new stope." The mine captain, Cecil Taylor, in the course of making his 
rounds visited the working place where Cassibo was mucking at about 8 A.M. 
He inspected the back over the opening but, as it appeared safe, he did not sound
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it. Cassibo worked throughout the day and about 15 minutes before the time 
of the accident he warned Lajoie and Keller that he was going to sand-blast a 
large piece. After the two men heard the blast they trammed a car to the shaft 
and, in passing the crosscut leading to the old stope, saw Cassibo working. They 
loaded and trammed another car to the shaft and were dumping it into the skip 
pocket when they heard some one cry out. They ran toward the old stope and 
found Cassibo sitting at a corner with his back to the wall of the drift. He was 
in considerable pain and having some difficulty in breathing, but was able to 
speak and told them that he had been hit. It was about 2.00 P.M. by this time; 
Lajoie and Keller helped Cassibo into the cage and to surface. Cecil Taylor 
drove Cassibo to the home of Dr. Beattie in Madoc. Dr. Beattie drove him to 
the Belleville General Hospital, where he was admitted and attended by Dr. 
Stobie. An examination showed Cassibo to be suffering from shock, abrasions, 
8 broken ribs on the right side, and a puncture of the lung. Cassibo was quite ill 
for the first week, but during the second \veek he improved rapidly. On getting 
up on January 28, preparatory to going home, he suddenly collapsed and died 
within 10 minutes.

On investigation at the scene of the accident, the filled car, which was the 
last car Cassibo was to muck out that shift, was found at the end of the heading. 
His hat, lamp, and scaling bar were found at a point about 10 feet up the muck 
pile. When discussing the accident with visitors during his temporary con 
valescence in the hospital, Cassibo seemed rather uncertain about the events 
preceding the accident. He said he went up into the stope to bar down some 
hung-up broken material for his next day's work but he could not say how far 
forward he climbed into the stope. Apparently he wras struck without warning 
and knocked down on the muck pile, then got up and walked back to the place 
where he was found.

A post-mortem examination was performed, and it was found that death 
was due to the formation of a blood clot that had lodged in a vital organ.

An inquest was held at Belleville on February 8 before Coroner J. J. Robert 
son, M.D. The jury's verdict was as follows:—

John Cassibo, at Belleville General Hospital, on January 28, 1946, died through injuries 
from being hit by a falling ore body at the Canada Talc Mines at Madoc on January 16, 1946. 
Ore body is believed to have fallen from ceiling of old stope loosened by earlier blast. Recom 
mended that where blasting has occurred workings be examined for loosened bodies before work 
ing is resumed.

Canadian Gypsum Company, Limited

Richard Page, British, aged 36, married, with one child, employed as a 
shoveller underground at the Canadian Gypsum Company's mine near Hagers- 
ville, was fatally injured when struck by a fall of loose ground at 4.25 P.M. on 
November 19 and died at about 10.00 A.M. the following day in the Hamilton 
General Hospital. Page had been employed at the mine for three years, mostly 
as a shoveller.

At this property the gypsum is found interbedded with limestones and 
shales in a flat-lying bed averaging 42 inches in thickness. A layer of shaly rock, 
with a maximum thickness of 14 inches, immediately above the gypsum is cut 
by thin, flat gypsum-filled fractures. Parting occurs readily along these fracture 
planes, permitting slabs to come free from the roof. The limestone overlying this 
fractured "cap rock" is comparatively strong. There is a 3-compartment shaft 
operating to a depth of 96 feet. A modified form of room-and-pillar mining is 
employed. Zones are opened up by driving four parallel entries, one of which 
ultimately becomes a haulageway. At right angles to the outermost entries,
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headings are driven on 33-foot centres separated by 11-foot pillars, and these 
headings are subsequently connected by crosscuts. In all, about 22 per cent, of 
the material is left in the pillars. In driving the rooms, flat holes are drilled and 
blasted, and the broken material is shovelled on to electrically driven pan con 
veyers of the shaker type. To maintain the grade of gypsum the cap rock is left 
in place, and as the face advances it is either propped up or blasted down. Simple 
props ranging from 6 to 10 inches in diameter are used, and no regular pattern is 
followed in placing them. The shovellers are paid on a tonnage basis, except 
when they are required to install props, when they are paid at an hourly rate. 
A company rule forbids workmen going under a hanging roof without first making 
it safe.

On the morning of November 19, Page, Alfred Bomberry, Ervin Smith, and 
Fred Yecero started shovelling in room 32, which opens off the second left south 
entry, located about 1,600 feet from the shaft. During the morning Ivor Edwards 
and his helper, Wallace Williams, had propped the roof in rooms 32 and 33 and 
the connecting crosscut. At noon the face in room 32 was blasted. After return 
ing from lunch the shovelling crew set a few props and started to shovel. Shortly 
afterwards the mine superintendent, Charles Miller, inspected the working-place. 
At about 2.00 P.M., Douglas James, the mine foreman, arrived and instructed the 
crew to place props near the pan conveyer as they worked toward the face. 
Several props had been knocked out by the blast, including some in the crosscut. 
Since there was no immediate prospect of the crew working in this area, neither 
Miller nor James mentioned replacing the props in the crosscut.

The crew continued shovelling in the afternoon, and about 4.00 P.M. Edwards 
sent his helper, Williams, to assist the shovellers. At this time most of the gypsum 
near the face had been loaded and the crew was working in the crosscut shovelling 
the scattered broken material on to the conveyer. Page was beneath the un- 
propped area in the crosscut about 20 feet from the conveyer. Vecero and Smith 
were working near the conveyer over wThich the roof was propped, while Bom 
berry, the fourth member of the crew, was working to the south near the solid 
face. While helping Page, Williams noticed that a crack about 1^ inches wide 
had opened up in the roof near the conveyer. He attracted Page's attention by 
shining his light on him then indicating the opening. Page nodded his head but 
continued working. At about 4.20 P.M., Williams left to rejoin Edwards, who was 
working out in the entry. At 4.25 P.M. the roof suddenly collapsed, trapping 
Page and Vecero and knocking Smith and Bomberry down. The portion of the 
roof that fell measured 44 feet in length and averaged 10 feet in width and 9 
inches in thickness. It extended from beside the pan conveyer in room 32, 
through the crosscut, and into room 33. Page was underneath the middle of 
the section, and the others were at the edge towards the conveyer, or approxi 
mately in the same position as when Williams left the room after warning Page.

Smith and Bomberry were not injured. Together with other workmen who 
rushed to the scene of the fall they helped uncover Page and Vecero. Page was 
doubled up under a piece of rock about 13 inches thick and weighing approxi 
mately 1,500 pounds. He was suffering from severe scalp lacerations together 
with other injuries but was conscious. A stretcher was brought, and he was 
carried to the haulage way, then taken by locomotive to the shaft, and brought 
to surface on the cage. Meanwhile the office had been notified, and Dr. W. C. 
Powell of Hagersville was called. He arrived at about 4.45 P.M. and administered 
a sedative. At 5.15 P.M., Page and Vecero were taken in an ambulance to the 
Hamilton General Hospital. Vecero was not seriously injured. Page's condition 
gradually became worse and he died the next day about 10.00 A.M. Dr. W. J.
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Deadman performed an autopsy at the Hamilton General Hospital and found the 
injuries to consist of numerous lacerations and abrasions of the head, hand, and 
right hip, fracture of the jaw, fracture of the ribs on both sides, fracture of the 
pelvis, contusion of the left lung, liver, and small intestine, pelvic tissue lacera 
tions, and haemorrhage into the pelvic cavity. Death was ascribed to shock and 
contusion of viscera associated with fracture of left jaw, ribs, and pelvis.

An inquest was held at 8.00 P.M. on November 29 before Coroner A. E. 
Roszell, M.B., at Caledonia. The jury returned the following verdict:—

That Richard Page died at the Hamilton General Hospital in the city of Hamilton in the 
county of Wentworth on the 20th day of November, 1946, about 10 A.M. as a result of injuries 
he received on the 19th of November, 1946, about 4.30 P.M. in the mine of the Canadian Gypsum 
Company, Limited, in the township of Oneida in the county of Haldimand, as a result of part 
of the roof of the mine falling on him while he was working underground loading gypsum rock.

We believe from the evidence submitted that the death of Mr. Richard Page was accidental 
but would recommend that stricter precaution be taken on the part of the management and men 
employed to prevent further accidents.

Central Patricia Gold Mines, Limited
William Malynyk, naturalized British subject of Polish birth, aged 35, 

married, with 3 children, employed as a stope leader at the Central Patricia gold 
mine, was almost instantly killed about 2.45 P.M. on February 21 in No. B-23 
stope, when he was struck by a slab of loose rock weighing approximately 2 tons. 
Malynyk had about 10 years' mining experience.

No. B-23 stope is located on the 2,350-foot level, a distance of 425 feet from 
the vertical winze, which is collared on the 2,050-foot level. With the exception 
of taking down backs in two small sections on the 2,200-foot level, no stoping 
had been done between the 2,350-foot level and the 2,050-foot level. No. B-23 
stope has just been started, the back being taken down from the east end of the 
stope. The second cut has also been started at the east end.

The afternoon shift of February 20, working in No. B-23 stope, blasted the 
breast advancing west on leaving. With this blast the back was taken down for a 
distance of 65 feet. On the day shift of February 21, William Malynyk, stope 
leader, and Chester Culleton, driller, scaled and set up their staging, and each 
drilled with a stoper in the section that had been blasted by the afternoon shift. 
At 11.30 A.M. lyorne Jamieson, shift boss, and Elmer Charest, mine captain, 
visited No. B-23 stope and told Malynyk to blast the second cut at the east end 
of the stope at the end of the shift. Culleton went for powder about 2.25 P.M., 
and Malynyk started to put the gear out of the way of the blast. When Culleton 
returned he told Malynyk that he would have to telephone for some more fuse 
as they were going to blast 30 holes and needed 20 more pieces of fuse. Malynyk 
answered that he would attach the water and air spray for the blast. He was 
evidently doing this when he was struck by the loose rock. Culleton returned at 
about 2.50 P.M. and found Malynyk pinned under a large piece of rock. Culleton 
went immediately to the station and rang the 9-bell signal, which was heard by 
Jamieson on the level below. The two men released Malynyk, who ceased breath 
ing after being freed. He was hoisted in the winze cage to the 2,050-foot level 
and transferred to the main shaft. The party was met there by Dr. E. S. Connor, 
who instructed that Malynyk be removed immediately to the hospital, where he 
pronounced life extinct. Death was due to a basal fracture of the skull with 
resulting haemorrhage and gross brain damage.

In place the piece of loose was oval in shape, 12 feet long and 6 feet wide. 
It was 9 inches in thickness in the centre and tapered to its edges. Its weight is 
estimated to be about 2 tons. The vein at this section is 10 feet wide, dips at an 
angle of 54 degrees, and is a mineralized banded iron formation with a sheared
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greenstone hanging wall and footwall. The back was scaled at the beginning of 
the shift, but during the shift Malynyk and Culleton drilled four holes through 
a piece which they could not scale down and also one on the footwall and one on 
the hanging wall. Lately, a new condition in the B-23 stope has developed. 
Ordinarily once the hack is well scaled it does not loosen, but two days after the 
accident after the back had been well scaled a piece estimated to weigh half a 
ton was scaled from the same place from which the piece that killed Malynyk fell. 

An inquest was held at 1.00 P.M. on February 28 by Coroner D. J. Mason, 
M. D., at the staff-house of the Central Patricia mine. The coroner gave his 
verdict as follows:—

William Malynyk came to his death between the hours of 2 o'clock and 3 o'clock on the after 
noon of Thursday, February 21, year 1946, in the B-23 stope of the Central Patricia Gold Mines, 
Limited, situated in the Patricia portion of the Kenora district. Death was due to fracture of 
the base of the skull with resulting brain damage and haemorrhage, death being almost instantane 
ous. The accident by which the deceased William Malynyk came to his death was caused by 
falling rock from the back of the No. B-23 stope in which the deceased was working. From the 
evidence submitted I find no evidence of fault either on the part of the deceased, his fellow work 
men, or the mine management.

Cochenour Willans Gold Mines, Limited

John Johnson, driller, aged 37, naturalized British subject of Latvian birth, 
married, with one child, and his helper, Mike Gulenchyn, a British subject, born 
of Polish parents, aged 19, single, were both instantly killed about 4.00 P.M. on 
February 3 when blasting at the face of the No. 2-402 north crosscut at the 
Cochenour Willans mine.

No. 2-402 north crosscut located on the 4th level was driven north 120 feet 
from No. 2-405 west drift, the junction being some 660 feet north of No. 2 shaft. 
No. 2-405 wrest drift was driven some 120 feet past the entrance to No. 2-402 
north crosscut. The last 85 feet of the crosscut had been driven through very 
badly fractured ground, which was making about 100 gallons of water per minute. 
This flow of water advanced with the face of the crosscut.

About 11.30 A.M. on the day shift of February 3, Frank Wylie, shift boss, 
visited No. 2-402 north crosscut where Johnson and Gulenchyn had finished 
drilling their round and were tearing down. Owing to the nature of the ground, 
only 17 or 18 holes, drilled with a diamond cut, had been considered necessary to 
pull a round. Wylie left with the impression that Johnson would set up in No. 
2-405 west drift and start drilling, leaving enough time to load and blast the 
round in No. 2-402 north crosscut. Johnson and his partner were the only ones 
working near the No. 2 shaft.

About 4.30 P.M., when Johnson and Gulenchyn did not check out, Wylie 
realized that something was wrong and went underground to investigate. Near 
the face -of No. 2-402 north crosscut, which is about half a mile from the main 
shaft, he found Gulenchyn's body on the floor of the crosscut about 27 feet from 
the face. A short distance farther on, about 19 feet from the face, he found 
Johnson's body. Both men were dead and had been killed by a blast. Wylie 
returned to the main shaft and called Dr. Galway. The doctor stated that both 
men had been killed instantly. Gulenchyn had suffered severe mutilation about 
the head, together with many other injuries. Johnson had been decapitated.

The muck from the round was carefully examined, but nothing unusual was 
found. Not all the holes had exploded. Fuse and powder were found in 5 holes, 
i.e., the top centre, top right, and the three lifter holes. Two 10-foot fuses had 
been used in each of the lifter holes. The lifter fuses looked as if they had not 
been lit, but it was impossible to determine whether the top two holes had been 
lit. The explosive used was Cilgel. The fuse is black safety fuse having a burning
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rate of 40 seconds per foot. Hot wire lighters were used to spit the fuse. From 
the injuries received it was evident that Johnson and Gulenchyn were facing 
each other and were still at the face of the crosscut when the first blast caught 
them. Bits of hard hat were found as far as 88 feet from the face of the crosscut. 
From the fact that there were fuse still not lit and a great amount of water was 
coming from the face of the crosscut, there is no doubt that Johnson and Gulen 
chyn experienced difficulty in lighting the fuse. Verne Drake, underground super 
intendent, and Wylie had mentioned to Johnson just a few shifts prior to the 
accident the possibility of using delay electric blasting caps because the blocky 
ground was cutting off the fuse, as evidenced by the fact that at least one missed 
hole was found after each round. Johnson did not want to use them.

An inquest was held at 9.30 P.M. on February 3 by Coroner J. McCammon, 
M.D., in the engineering office of the Cochenour Willans mine. The coroner gave 
his verdict as follows:—

I find that John R. Johnson and Mike Gulenchyn came to their death about 4 P.M., February 
3, 1946, when they delayed at the face of 2-402 north crosscut; that they were blasting. Death 
was instantaneous and from the evidence submitted it would appear that the unusually wet 
conditions prevailing at the face caused the delay in lighting the fuses.

Dome Mines, Limited

Wilfred Joseph Philbert, British, aged 31, married, employed by Dome 
Mines, Limited, as a mechanical-loader operator, was killed instantly at 1.30 P.M., 
June 24, when he picked into a missed lifter hole, causing it to explode. Philbert 
was first employed at the Dome mine in July, 1940. He later enlisted in the 
armed forces and returned to the mine again on October 3, 1945.

On June 24, Philbert and A. Klimk, motorman, were mucking out No. 
1,272E drift round on the 12th level. This drift was approximately 10 by 8 feet 
in cross-section. The advance made in the last round measured 8.5 feet.

Philbert was picking around the centre lifter when he evidently picked into 
the primer cartridge which had been placed in the fifth cartridge from the 
bottom of the hole. The powder used was 40 per cent. Forcite. The blasting-cap 
was size No. 6.

The resulting explosion lifted Philbert, threw him against the back of the 
drift l^/i feet behind the face, and carried him on a further 11 feet. The head of 
his pick was broken into three pieces, and the handle was split into four or five 
pieces.

At the time of the accident, Philbert's partner was approximately 600 feet 
away, switching cars with his motor. He heard the sound of the blast and in 
vestigated, and immediately caused the foreman to be notified of the accident.

Philbert was killed instantly. The cause of his death was extensive skull 
fractures and brain damage.

After all the loose muck had been removed, it was observed that the left- 
hand lifter hole had failed to break to the bottom. The centre lifter hole had also 
failed to break, although it is not known whether or not Philbert realized this. 
Drift muckers at the Dome mine are required to clean out all lifter bootlegs and 
to place a steel or a stick in them to show the drillers where these holes are 
located.

As very little muck was produced by the blast, there was evidently very little 
rock over the powder in this hole. When the face was examined after the accident, 
there was a pool of water covering 2 inches of bootleg to a depth of 6 inches.

An inquest was held at 4.00 P.M. on June 28 before Coroner Frank C. Evans 
in South Porcupine.

The jury returned the following verdict:—
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"\Ve, the jury, find the deceased, Wilfred Joseph Philbert, came to his death accidentally, 
by picking into a missed lifter causing it to explode, on the 12th level of the Dome Mines, Limited, 
June 24, 1946, about 1.30 P.M.

Hallnor Mines, Limited
Robert Carson, British, single, aged 30, a driller at the Hallnor mine, was 

killed about 10.30 P.M. on December 3 when he was squeezed by a Model 12B 
Eimco loader, which he was operating in No. 309 drift on the 3rd level.

No. 309 drift had been in very hard ground for over two months, requiring 
two or more shifts to drill off one round. When Carson and his partner, Frank 
Ranta, went on shift at 4.00 P.M. on the day of the accident, they had two holes 
to drill to complete the round. After completing this work, they blasted, ate their 
lunch, and commenced mucking. Carson was cleaning up the track with the 
loader about 12 feet behind the toe of the muck pile. He had loaded about 600 
pounds of fine muck into the first car when the front wheels of the loader on the 
operator's, or south, side became derailed. The drift was 5 feet 8 inches in width 
with a 24-inch gauge track in the centre, and the distance between the south rail 
and the south wall at this point was between 15^2 an(i 18 inches.

When the accident occurred it would appear that Carson was facing the rear 
end of the loader. He was bent over in order to place a wedge-shaped rock behind 
the left front wheel with the intention of backing the machine over the rock on 
to the rails. As he did this his left shoulder is believed to have struck the traction 
valve lever, moving it back and causing the machine to move forward. As it 
moved forward it bent Carson over further so that he was doubled up and 
suffocated.

Ranta was unable to do anything alone, but summoned nearby help at once. 
Carson was dead when he was released about ten minutes later. Before being 
brought to surface Carson was examined by Dr. Paul, who stated that his death 
was due to traumatic asphyxia.

The loader was in good condition. The springs on the traction control lever 
were in working order; the safety valve, at the hose connection to the machine, 
was in good working order, but it had not been used on this occasion; the track 
was in good condition; the 25-pound rails were new; the machine was midway 
between rail joints; the wheels on the loader had been changed about five weeks 
previous to the accident, and the flanges were like new.

An inquest was held on December 12 before Coroner D. L. Minthorn, M.D., 
in Porcupine. The jury returned the following verdict:—

We, the jury, find that R. Carson came to his death on December 3, 1946, at the Hallnor 
mine by accidentally being crushed between the wall of the drift and mucking-machine while 
trying to place it back on the track.

Hollinger Consolidated Gold Mines, Limited

Felix J. Chenier, aged 45, British, married, a driller, fell into No. 43 mill-hole 
in No. 222EM1 slice-and-fill stope on the 675-foot level of the Hollinger mine 
about 12.15 P.M., February 23. The fall knocked him unconscious, and muck fell 
in and buried him, causing injuries from which he died within a few minutes.

Chenier was first employed at the Hollinger mine on July 24, 1929. He left 
the mine in October, 1930, and returned again in March, 1935. He had also 
worked as a timberman at the Paymaster Consolidated and Blue Quartz mines 
and as a driller at the Wright-Hargreaves mine. He was made a driller at the 
Hollinger mine in November, 1935. He was considered a good and careful miner 
by his foremen. He had worked with W. B. Ashby, his partner at the time of the 
accident, for nearly four years.

No. 222EM1 is a slice-and-fill stope on the 675-foot level. At the time of the
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accident there was 42 feet of sand fill above the level east of No. 43 mill-hole and 
13 feet more on the west side behind a fill barricade, the foot of which was against 
the manway on the west side of the mill-hole. Three breasts of ore had been 
broken as mining went on over the manway and the mill-hole. The breast was 
11 to 16 feet east of the east side of the mill-hole and had been blasted a week 
previous, on February 16. During the week of February 18 to 23, the two shifts 
that worked in this part of the stope had scaled, drilled off the next breast, and 
barred muck when necessary into the mill-hole. The stope at this point was about 
18 feet wide at the top of the mill-hole and 22 feet wide near the stope back, which 
was 24 feet above. The breast was 14 feet in depth.

When Chenier and Ashby went on shift at 7.00 A.M., the mill-hole was open 
and the muck stood steeply on all sides of it; there was no chance to cover the 
mill-hole partially as was the practice when enough floor was cleared to support 
covering and when the muck slope was safe to descend to the top of the mill-hole.

About 9.00 A.M., J. McPhail, the shift boss, visited the stope. At this time 
two men were working on the east side of the mill-hole. They had only one safety 
rope. McPhail told them where to get another new 100-foot rope. This was 
obtained later, and Ashby used it on the west side of the mill-hole. McPhail told 
the men to clean up the top as much as possible and not to roll any large pieces of 
rock into the mill-hole because the chute pullers wanted to fix the chute headblock.

After McPhail left, the chute pullers entered the stope and asked the men 
to stop mucking and help them to empty the chute and put in a new headblock. 
They did so and then ate lunch. At 11.40 A.M. they again started to roll muck 
into the mill-hole. Shortly after this Chenier fell into the mill-hole. Ashby says 
that both of them had their ropes tied around their waists and both were using 
scaling-bars when he talked to Chenier three or four minutes before the accident. 
There was about 13 feet of muck in the mill-hole. Ashby went to the level and 
summoned help. A hole was cut from the manway into the mill-hole about 4 feet 
above the muck level. No part of Chenier could be seen. Men then went into 
the stope and covered over the top of the mill-hole to prevent more muck rolling 
into it. A second hole was cut 8^ feet below the first hole, and the muck was 
drawn off through it. Chenier was found to be buried under about a foot of 
muck. While only partially uncovered he was examined in the mill-hole by Dr. 
Kelly, who pronounced him dead. He was taken from the mill-hole about 5.15 
P.M. The primary cause of death was compound fractures of the skull, with 
crushing of the chest and right kidney as contributory factors.

After the accident Chenier's safety rope was found hanging in the mill-hole. 
It was not broken and was not tied around his body. It is impossible to say 
whether or not Chenier had the rope around him when he fell. As a pick was 
found in the mill-hole and a scaling-bar was found sticking in a bootleg close to 
the point from which he fell, it would appear that just before he fell he exchanged 
the scaling-bar he was using for a pick.

An inquest was held before Coroner H. L. Minthorn, M.D., at 2.00 P.M., 
February 27. The jury returned the following verdict:—

We, the jury, have come to the conclusion that Felix Chenier has come to his death February 
23 at 12.15 P.M., Hollinger mine, 625 level, at 222EM1, accidentally. But we, the jury, recom 
mend that use of safety belts be enforced and also a staging erected over open mill-holes before 
pulling muck.

Edward W. Jones, British, aged 52, married, with two dependent children, 
employed as a head loader at the Hollinger mine, while driving a motor on the 
4,700-foot level at the No. 27 shaft waste-pass dump, about 1.20 P.M. on Septem-
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ber o, received injuries which resulted in his death about noon the following day 
at St. Mary's Hospital in Timmins. He was first employed at the Hollinger mine 
in May, 1923, and left in September of the same year. He returned in October, 
1925, and worked continuously at the mine until May, 1943, when he enlisted. 
He returned in May, 1944. During his years of employment he had worked in 
various capacities, including that of transportation foreman, head loader, and 
motorman. During a large part of the time he was rated as a head loader. He 
was engaged in driving a motor when he was injured by being crushed between it 
and a half-open waste-pass door.

At No. 27 shaft there are continuous ore and waste passes with finger raises 
from points 25 to 30 feet below the various levels up to the dumps on the levels. 
These dump passes are covered with dust doors, which, when closed, are inclined 
at about 33 degrees from the horizontal and are hinged on the higher side, 2 feet 
above the top of the rail level. The doors on both the ore and the waste passes on 
the 4,700-foot level are operated by one air lift, built in the Hollinger shops, 
having a 6-foot 2-inch stroke. The cylinder is made of S^-inch Shelby boiler 
tubing with walls 0.120 inches thick. The cylinder for the installation on the 
4,700-foot level is located in the back of No. 17 crosscut south, just south of the 
waste-pass door. The ore-pass door is 47 feet north of the waste-pass door. Cables 
connecting the cylinder piston to the doors pass through a double block in front 
of the waste pass. One cable then turns at right angles and is connected to the 
wastS door through a second pulley 5 feet to the east, or directly over the hinged 
edge of the door. The cables are connected to each door by a hook. Only one 
door is operated at any one time, although the lift is capable of hoisting both 
doors together. To close these doors the air supply valve is closed and a drain 
valve is opened. As the air is drained from the cylinder the doors slowly close by 
gravity. The doors and the lift on this level were installed about two years ago, 
but they were never used until hoisting was commenced in No. 27 shaft, and 
work on this level, which had been suspended, was resumed again on July 30 of 
this year.

On September 5 there were three workmen on the 4,700-foot level. The 
work for the day consisted of mucking out one drift round in No. 95A E20. l, a 
heading about 2,100 feet distant from the waste pass. The round was all dumped 
for waste. Two muckers mucked in the heading, and Jones took the loaded cars 
to the pass by means of a 3-ton Whitcomb battery locomotive and dumped them. 
The two muckers finished their round, went to No. 25 shaft, passing No. 27 shaft 
on the way, and up No. 25 shaft to the 3,950-foot level. From there they caught 
the 11.30 A.M. cage in No. 19 shaft to surface. When they passed the waste pass 
on their way to No. 25 shaft, the last three cars of muck from their working place 
were at the waste pass. They were dumped last, because the three empty cars 
were found after the accident in No. 55W 17 drift at the south end of No. 17 
crosscut, where they had been placed clear of the main line so as not to interfere 
with the drillers who would be going in on the afternoon shift.

When D. Moore and H. Manette, surveyors, went to the 4,700-foot level 
about 11.15 A.M. to survey Nos. 95A E20. l and 177SH W21 drift faces, they saw 
Jones sitting near the No. 27 shaft station, eating his lunch and reading. The 
muckers were then off the level. The surveyors returned to the shaft about 
12.30 P.M. They were certain that the dump-pass doors at No. 27 shaft were 
closed properly when they passed them and also that there were no cars between 
No. 25 shaft and No. 95A E20. l face, where the muckers had worked.

On September 5 Jack Loam, the shift boss on duty (in the absence of the 
regular ore- and waste-pass operator) was assisting Fred Picotte, a loader, to run
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the passes. Picotte had had limited experience at this work at other times. 
About 12.30 P.M., Loam and Picotte blasted in the waste pass above the 4,850- 
foot level, using eight sticks of 40 per cent. Forcite powder. A short time later 
the two men took the cage to run the waste pass on the 4,700- and 4,550-foot 
levels. Picotte went to the 4,700-foot level, and Loam went to the 4,550-foot 
level.

Picotte says that when he reached the pass on the 4,700-foot level, the level 
was very smoky from the blasting on the 4,850-foot level and that he bumped 
into the waste-pass door, which was half open. He tried to shut the door but 
was unable to do so. He ran the pass, operating the pass gate—a guillotine-type 
chute—and then returned to the shaft. He told Jones that the waste-pass door 
\vas open and asked him if he had left it open. Jones replied "No." A few minutes 
later Picotte returned to the 4,850-foot level with Loam, who was riding with the 
cagetender. Picotte told Loam that he had found the waste-pass door half open. 
Loam instructed the cagetender, Henry Brisbois, to return to the 4,700-foot level 
and to tell Jones to go in and shut the door. Brisbois found Jones on the level 
about 375 feet from the waste pass, gave him Loam's instructions, and then went 
directly to the 5,100-foot level to answer a call. After this he returned to the 
4,700-foot level, making a stop on the 5,000-foot level on the way up. When he 
arrived Jones was then just driving the motor up to the shaft station. He 
stopped his motor and asked Brisbois to pull out the switch plug and said that 
he was badly hurt.

Brisbois went back to the 4,850-foot level and returned with Loam and 
Picotte; he then went to the 4,100-foot level and returned with a stretcher. 
Jones was taken up No. 25 shaft to the 3,950-foot level and transferred on the 
3,950-foot level to No. 19 shaft. The time was noted to be 1.38 P.M. while he was 
being transferred on the 3,950-foot level.

Jones was met by Dr. J. D. Campbell and transferred directly to St. Mary's 
Hospital in Timmins, where he was treated by Dr. G. S. McKechnie. He was 
suffering from serious shock. He was given 600 c.c. of plasma and other treat 
ment for shock. A bed X-ray was taken, and this showed that the 8th, 9th, and 
10th ribs on the left side were fractured. One had punctured the left lung, which 
had collapsed. There was haemorrhage into the pleural cavity. Two blood 
aspirations were made. He rallied for a few hours after the first aspiration, but 
not after the second. He died about noon on September 6. Dr. McKechnie 
gave the cause of his death as surgical shock.

It would seem that after receiving instructions to close the waste-pass door 
Jones drove in to the pass on the motor, facing west. His seat was on the left 
side over the east rail of the crosscut. He drove into the half-open door, striking 
the door with his left side, and was then squeezed between the door and the 
motor battery. He then drove back to the station, leaving the door as it was. 
When half open, or in the position in which it was struck, the door projected out 
toward the track as far as the outer edge of the adjacent rail, with the outer edge 
of the door 3 feet l inch above the rail.

Investigation after the accident showed that the waste-pass door had been 
giving trouble for some time and that it had not been closing properly but had 
been sticking in a half-closed position.

Three motormen had been operating on the 4,700-foot level since work was 
resumed there at the end of July. They had been rotating because the work was 
particularly light on this level where there was only one round of muck to dump 
each day. The week before the accident it was reported to Captain McDermott 
that the waste-pass door was sticking. On Tuesday, August 27, McDermott,
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with George Allison, a safety engineer, went in to inspect the door. At that time 
J. Stitt, the motorman on shift that week, had the double pulley block from 
above the door down and apart. He had found that the pulleys were wearing 
on one side. He thought the trouble was due to the cable binding in the pulley. 
He turned the pulley wheels over and said that he thought this would help 
temporarily. McDermott said that he would order a new block and left before 
the pulley wTas replaced and the door tried again. The change that Stitt made in 
the block did not help it, and all that week Stitt continued to close the door by 
lifting it a few inches after it stuck and letting it fall. Stitt did not report that 
the door was no better, and the other two motormen never at any time reported 
the door in bad condition.

Jones was considered by every one to be a very careful workman. He had 
undoubtedly closed the door after he dumped the last cars of waste. Perhaps the 
instructions to him regarding closing the door did not make it clear whether the 
waste-dump door was wide open or half open and, knowing that he had closed it 
previously, he may have thought that the new pass man was having trouble with 
the pass gate and that he was referring to it.

The possibility of the door opening and sticking because of the blast below 
was considered. It might be thrown wide open by a blast and remain that way, 
but the opening of the door would only lift the cable and the cylinder piston 
would not move. Picotte maintains that he found the door half open. Moore 
and Manette are positive that the door was closed at 12.30 P.M. As there was no 
smoke in the crosscut when they passed to obscure their vision, they would have 
noticed a half-open door. The door-cylinder valves and the waste-pass gate 
valves are only a few feet apart, and it is possible that in the dense smoke present 
when Jones went in to close the door the wrong valves were opened by mistake.

The real reason for the door sticking was due to a deformity in the centre of 
the air-lift cylinder. This did not appear to be of recent origin. It was a dent on 
the upper side, which might have been made either by a wrench or by squeezing 
in a vice. It was just sufficient to bind the piston enough to hold the door.

An inquest was held before Coroner H. L. Minthorn, M.D., at Timmins on 
September 13. The jury returned the following verdict:—

We, the jury, find Edward Jones came to his death September 6, after date of accident 
September 5, through negligence on the part of lack of supervision of mechanical devices on 
4,700 level 17 crosscut south waste pass at Hollinger Consolidated Gold Mines.

Following the inquest, the question of negligence was taken up with the 
Crown Attorney. He was asked if there were any grounds for prosecution under 
the criminal laws. He answered "No," and said that while there perhaps was 
laxity in not ascertaining the true cause and remedying this, the direct cause of 
the accident was the manner in which Jones went about doing the job of fixing 
the door that he was instructed to close.

International Nickel Company of Canada, Limited

Urho Ahlgren, Finnish, aged 43, married, employed as a shaft leader at the 
Creighton mine, was fatally injured about 9.40 P.M. on February 24, when he fell 
about 35 feet while supervising repair work in No. 5 shaft following a rock burst. 
He died at 7.55 A.M. on February 26 in the Copper Cliff Hospital.

No. 5 shaft is 16 by 28^ feet outside the timber and extends vertically from 
surface to a depth of 4,074 feet. It is divided into four main compartments, each 
6 feet by 14 feet 4 inches inside the timber. The north compartment has a skip- 
way on the east side and a ladderway-pipeway on the west side. The north-centre 
compartment has a skip way on the east side and an airway on the west side.
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Cages are operated in the south-centre and south compartments. The sets are at 
7-foot centres and have 10- by 12-inch B.C. fir end-plates, 10- by 10-inch wall- 
plates and dividers, and a 6- by 10-inch spreader between the skip way and airway 
in the north-centre compartment. The spreader fits into dove-tailed mortises 
in the dividers. The mortises are 3^2 inches wide at the top and 2^2 inches wide 
at the bottom and have a depth of one inch.

At 7.00 P.M. on February 22, a rock burst occurred in the north wall of the 
shaft. It displaced about 50 tons of rock in the area between sets Nos. 498 and 
506. The north end-plate and the dividers between the north, north-centre, and 
south-centre compartments in sets Nos. 500 to 505, inclusive, were driven south 
wards in the centre and cracked. Fortunately, the cages and skips were above 
this location at the time of the burst. Repair work was started the following day 
on a 3-shift schedule. A solid bulkhead was placed across the entire shaft at set 
No. 506. Another bulkhead was constructed at set No. 498, in which the south 
compartment was left uncovered to enable the cage to service the repair work. 
Four stringers were next laid from wall plate to wall plate on set No. 501, and a 
working platform was laid on them. The replacement of the damaged timber in 
set No. 500 was then started. The work was illuminated by a flood-light in 
addition to the electric cap-lamps worn by the men.

The repair crew on the afternoon shift of February 24 consisted of a shaft 
leader, U. Ahlgren, and seven shaftmen. They completed repairs to set No. 500 
and then removed the working-platform from the north and north-centre com 
partments and piled it on the platform in the south-centre compartment. Two 
stringers were moved down to set No. 502 and laid across the north compartment. 
About 9.40 P.M., three shaftmen were standing on the pile of platform timbers 
ready to pass them down to two shaftmen on set No. 502. Ahlgren was standing 
on the east wall-plate of set No. 501 beside the divider separating the north and 
north-centre compartments. He instructed the shaftmen to pass down the 
platform timbers, of which there were two types. They picked up the wrong type 
for initial placement. Ahlgren told them to pass down the other type first and 
pointed towards the correct ones. At the same time, he walked out on the 
damaged divider beside him and stepped on the spreader between the skipway 
and airway. The spreader fell out under his weight, causing him to fall down the 
shaft. He landed on the bulkhead at set No. 506, about 35 feet below.

Ahlgren sustained a fractured skull, collapsed right lung, abdominal injuries, 
a fractured left clavicle, and two fractured ribs. He was removed to the Copper 
Cliff Hospital, where he died on February 26.

The spreader was found to be in good condition when examined afterwards. 
The mortises in the dividers were also intact. It is believed that the movement 
of the dividers had left the spreader insecurely supported by the mortises.

An inquest was held on March 6 by Coroner R. M. Mitchell, M.D., at 
Creighton. His verdict was as follows:—

Urho Ahlgren came to his death at the Copper Cliff Hospital on February 26, 1946, due to 
multiple injuries and shock as the result of falling a distance of 35 feet on February 24, 1946, 
during repairs to the timbering in No. 5 shaft at the Creighton mine of the International Nickel 
Company, Limited. Accidental death with no blame attached to any one other than the deceased.

James Angus, British, aged 42, married, employed as a pillar leader at the 
Frood mine, was killed about 1.30 P.M. on January 10 in No. 7 slice of No. 28.5 
floor pillar, on the 2,400-foot level, when he was buried in a run of rock fill from 
the stoped-out area overhead.

No. 28.5 floor pillar is located between the 2,400-foot level and the sill floor
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of the completed square-set, cut-and-fill stopes, 40 feet above the base of rail. 
It is being mined over a distance of about 150 feet from north to south and from 
a line about 45 feet inside the ore body to the hanging wall on the west. This 
part of the pillar is divided into 6-floor, vertical slices from east to west. Even- 
numbered slices, one or two sets in width, are mined by square-set, cut-and-fill 
overhand methods. The sets are at 5^-foot centres. Odd-numbered slices, two 
sets in width, are similarly mined for one floor, then by underhand methods using 
a rilled face, stringers at 5^-foot centres, and A-braces. The latter slices are not 
mined until the adjoining overhand slices have been completed and filled. All 
slices are connected by a fill tramway in the footwall ore at the 6th floor elevation. 
The work is on a one-shift schedule, with two men in each slice that is being 
mined. The sill-floor timbering of the overlying stopes consists of double 2- by 
10-inch cedar planks, 11 feet long, laid from east to west with staggered joints 
on 4- by 10-inch cedar sills, located at S^-foot centres. The sill-floor fill above 
No. 7 slice was placed early in 1935 and consists of crushed waste rock from the 
Creighton mine. Nos. 3, 7, and 11 slices were being mined at the time of the 
accident. No. 7 slice is about 90 feet long at the 6th floor.

At the beginning of the shift on January 10, the face in No. 7 slice was about 
half way to the hanging wall at the 6th floor, with the leading top stringer within 
a few feet of the face. Fourteen holes had been drilled on the previous day in the 
face at this floor with 7-foot steel. None of the holes were within three feet of 
the sill-floor timbering. The crew consisted of a pillar leader, S. Kusan, and a 
timberman, J. Pilja. In the forenoon of January 10, they blasted 10 holes in 
three separate blasts, and then put out booms in advance of the leading stringer 
to support the exposed sill-floor timbering. The 4 remaining holes were blasted 
about 12.45 P.M., a total of three sticks of powder being used. When the crew 
returned to the face, they found a break in the sill-floor timbering on the north 
side of the slice. It was about two feet in advance of the leading stringer, and 
about half a ton of fill had spilled through on the floor. The men put out a short 
boom under the break and were lagging it with 3-inch planks when another 
half a ton of fill ran through on the floor.

In the meantime, about 1.00 P.M., James Angus and J. Charbonneau had 
blasted in No. 3 slice. Angus, the pillar leader, had remained in the fill tramway 
to guard the blast, while Charbonneau went down to the level to do likewise. 
The latter was then to load the broken ore into cars in No. 2 drift with a slusher 
hoist. About 1.20 P.M., Angus apparently re-entered No. 3 slice, turned off the 
air, and then went over to No. 7 slice. He arrived shortly after the second run 
of fill had occurred.

Kusan discussed the matter with Angus, and the latter offered to assist them 
in placing a stringer under the booms and over the caps of the sets on the sides of 
the slice. Kusan and Pilja pushed the north end of the stringer into place under 
the break while Angus held the south end in his arms. The latter was then 
standing at the face, about seven feet in advance of the other men and facing 
westward. At that moment, Kusan observed the leading stringer to be under 
severe weight. He gave a warning shout and started to run eastward with Pilja. 
The timbering suddenly gave way between the next-to-leading stringer and the 
face, 14 feet away, allowing about 100 tons of fill to run into the slice. Kusan 
and Pilja were knocked down and covered up to their necks by fill, which piled 
up on the floor east of the break-through. Angus was trapped in the face and 
later found to have been completely buried.

Charbonneau had loaded two 4-ton cars and was looking for more empty 
cars on the level, when he heard shouting. He traced the sound to No. 7 slice
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and found Kusan and Pilja. The crew in No. 11 slice were drilling at the time 
and were unaware that anything unusual had happened until Charbonneau 
summoned them.

Rescue operations were started immediately. Pilja was released about 
4.00 P.M., and Kusan about 5.00 P.M. Both men were suffering from pressure 
bruises and shock. Angus was uncovered about 3.20 A.M. on January 11. He 
had sustained a fractured skull and crushing injuries, which had probably caused 
almost instantaneous death.

The run of fill left an arched void, about 14 feet high, above the sill floor. 
It is not known why the fill in this particular location had failed to consolidate. 
Both the sill-floor and that pillar timbering that broke were found to be in good 
condition.

An inquest was held on January 31 by Coroner H. C. Nash, M.D., at Frood. 
His verdict was as follows:—

James Angus came to his death at the Frood mine of the International Nickel Company, 
Limited, on January 10, 1946, as the result of a fractured skull arid crushing injuries to his chest 
sustained when he was completely buried in a run of rock fill from an overlying stope into No. 
28.5 floor pillar workings on the 2,400-foot level. Accidental death with no blame attached to 
any one.

Alex Kaczmar, Polish, aged 34, married, employed as a timberman at the 
Frood mine, was instantly killed about 6.00 P.M. on October 23, when he fell 
down No. 39 .52 chute in No. 39.5 rib pillar on the 2,600-foot level.

No. 39.5 pillar is 6 sets wide and 25 floors in height and extends westward 
from the footwall to the hanging wall. The sets are at 5^-foot centres. The 
floors are 7 feet apart. The pillar was divided into three 2-set longitudinal slices 
for mining. The outer slices have been mined out by square-set, cut-and-fill over 
hand methods. The centre slice is now being mined in blocks by underhand 
methods, using stringers at 53^-foot centres and A-braces. The stringers are 
placed in line with the square-set girts in the overhand slices. An underhand 
block, six sets long, is at present being mined from the 16th floor down to the 
9th floor. The ore is rilled separately into two vertical chutes in the north slice 
at the edge of the block. Each chute is about 4 feet square inside, and the opening 
adjoining the rill is guarded by two 10-foot lengths of 40-pound rail, which are 
suspended from chains at 18-inch centres acid spiked to the square-set caps. 
No. 39.52 chute is one set from the west end of the block. The manway is two 
sets west of the chute, with access through openings from the northwest corner 
of the block. Safety belts attached to marlin-covered wire ropes are supplied to 
pillar crews in underhand stopes. They are instructed to put the belts on in the 
manway before entering their working-place and to keep them on until they return 
to the manway. At the time of the accident, rilling was in progress around No. 
39.52 chute to make room for the second stringer from the west end at the 14th 
floor horizon. There wTere openings from the working area into the manway at 
the 13th and 14th floors.

On October 23, the afternoon-shift crew consisted of a leader, A. Mizuik, 
and a timberman, A. Kaczmar. They cleaned down the rill and then drilled two 
holes directly in front of the chute and three holes in the west bench. Mizuik 
loaded and blasted the holes. On returning later, they drilled three holes in the 
east bench to make room for the second stringer. Kaczmar loaded the holes 
while Mizuik pulled the drill and hoses up to the 15th floor. The latter then 
returned and removed the tools that Kaczmar handed to him over the top of the 
first stringer. Mizuik then went into the manway through the 13th floor opening,
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while his partner lit the fuses about 6.00 P.M. A few moments later, Mizuik 
heard Kaczmar shout and then the noise of fines running into the chute. He 
looked into the block through the opening on the 14th floor and found that 
Kaczmar was missing. He then went down to the 2,600-foot level and advised 
the shift boss, M. Hall, that his partner had fallen into the chute. They arrived 
at the mouth of the chute as the shots were going off.

Kaczmar was dead when removed from the chute mouth at 7.05 P.M., after 
three cars of ore had been pulled out. He had fallen about 100 feet and had 
evidently been instantly killed. He had sustained fractures of the skull, cervical 
vertebrae, and both femurs.

An examination of the scene afterwards revealed that the guard-rails on the 
chute were about 1^ to 2 feet above the bottom of the rill. Kaczmar's safety 
belt was lying on top of the west bench underneath a piece of ore, within a few 
feet of the opening into the manway on the 13th floor. Both men were wearing 
their belts when Hall visited them about 5.00 P.M. Mizuik states that Kaczmar 
\vas wearing his belt while lighting the fuse. It is thus presumed that the latter 
took off his belt before reaching the manway, put a piece of ore on top to secure 
it, then lost his footing and fell down the rill into the chute. Mizuik's belt was 
found on the platform in the manway on the 14th floor.

An inquest wras held on November 5 by Coroner H. M. Torrington, M.D., at 
Frood. His verdict was as follows:—

Alex Kaczmar came to his death on October 23, 1946, at Frood mine, Frood, Out., Inter 
national Xickel Company, in pillar stope Xo. 39.5, 2,600-foot level, when he presumably slipped 
on his way back to the manway, having removed his safety belt, and fell 90 to 100 feet down the 
ore chute to the 2,600-foot level, causing fracture of skull and other bodily injuries. Accidental 
death with no blame attached to any one.

Harold Morley, British, aged 33, married, employed as a shaft driller in 
No. 7 shaft at the Stobie mine, was instantly killed about 2.05 A.M. on August 31 
by a fall of ground during excavation of the station at the 1,000-foot level.

No. 7 shaft was sunk vertically from surface to a depth of 3,105 feet without 
stations being cut. It is 16 feet wide and 25 feet 8 inches long outside the timber 
and has five compartments. No. l compartment, containing the manway, is at 
the south end of the shaft. Sinking-skips are operated in balance in the centre of 
Nos. 2 and 3 compartments, which will be used later for cages. Skips will be 
operated in Nos. 4 and 5 compartments, both located at the north end of the shaft. 
The stations are on the west side of the shaft. Brow pockets are to be cut at the 
north end of the shaft at the 1,000-foot level, so that development rock can be 
loaded into the skips. An entry to this location is being excavated simultaneously 
with the shaft station.

At the time of the accident, the combined excavation was about 38 feet from 
north to south and the face was about 18 feet west of the shaft. There was an 
inclined back directly in front of the shaft, which decreased in height from about 
20 feet at the shaft edge to about 12 feet at a point about 10 feet west of the shaft. 
This section of the back was supported by five booms put out from the shaft 
timber. The remainder of the excavation was about 12 feet in height. A slusher 
hoist was set up in the southwest corner of the shaft, with which broken rock wras 
scraped over to Nos. 2 and 3 compartments and thence shovelled into the sinking- 
skips. Eye-bolts had been placed around the excavation so that rock could be 
scraped from different directions.

On August 31, the shaft crew on the midnight to 8.00 A.M. shift consisted of 
eleven men and a leader, M. Pecinor, under the supervision of a foreman, Chas.
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Tobin. The preceding shift at about 8.00 P.M. on August 30 had blasted 24 slash 
holes in the northeast corner of the excavation and had scraped out part of the 
broken rock. Pecinor sounded the back at the beginning of his shift and had a 
piece of loose rock over the north boom taken down. Tobin arrived about 12.30 
A.M. and checked over the entire back with Pecinor. Both men were satisfied 
that it was in a sound condition. The crew then started to scrape the broken 
rock from the north end of the excavation. One of the men, H. Morley, was 
given the job of transferring the slusher cable from one side of an intervening 
shaft post to the other when the direction of scraping was altered. Shortly before 
2.00 A.M., Tobin went up to surface in the No. 2 compartment skip to obtain a 
long stull and supporting posts, to be placed under the free end of the booms. 
This work had awaited the scraping out of room to stand the north post. The 
back was then to be timbered to the face.

About 2.05 A.M., Morley was standing about 15 feet west of the shaft, near 
the centre of the face, waiting for the No. 3 compartment skip to be hoisted with 
a load of rock. A cracking noise was heard, and he was seen to take several steps 
towards the shaft before a piece of rock, weighing about 1^2 tons, fell from the 
untimbered back and landed on him. It was about 8^/2 feet long and 4 feet wide 
and ranged from a fraction of an inch to a foot in thickness. Morley was instantly 
killed. As Pecinor had been standing near Morley, he escaped injury by a narrow 
margin.

An inquest was held on September 4 by Coroner H. C. Nash, M.D., at Frood. 
His verdict was as follows:—

Harold Morley came to his death at the Stobie mine of the International Nickel Company, 
Limited, on August 31, 1946, as the result of crushing injuries sustained when he was hit by a fall 
of rock while employed in excavating the 1,000-foot level station in Xo. 7 shaft. Accidental 
death with no blame attached to any one.

Leitch Gold Mines, Limited
Murrel F. Wang, aged 32, Canadian born, of Norwegian descent, unmarried, 

was instantly killed about 8.15 P.M. on September 26 by a fall of ground in No. 
804D stope at the Leitch mine. He had been employed at the mine since August 
3, 1946, as a shoveller.

The cut-and-fill method known as resuing is followed in No. 804D stope, 
which is above the 8th level on No. 4 vein. The width of the ore here is from l 
to 2 feet and the stope is mined to about 5 feet in width. The vein in this section 
strikes east and west and dips at about 800 N. The interval between the 7th and 
8th levels is 118 feet, and at the time of the accident the back of the stope was 
68 feet above the 8th level.

In this method of mining, the ore and required waste are drilled by stoper 
drill for some distance along the stope. The ore is then blasted and mucked by 
hand into chutes. The plank floor previously laid oil the fill is then lifted, the 
chutes and manways are raised, and the waste holes are blasted. The broken 
waste is then levelled off to about 6 feet from the back and the floor relaid to 
complete the cycle.

Except for the raising of the chutes and manways, which is done by timber- 
men, the work in the stopes is done by teams of drillers and muckers. Each 
mining crew as a rule has its own working-place with no alternate crews.

In No. 804D stope the mining crew consisted of H. Heinrich, driller, and 
M. F.|Wang, shoveller. They had been working together in this stope since 
August 5. On the date of the accident they were on night shift, which commences 
at 8.00 P.M.

On coming offjshift the morning of September 26, Heinrich had blasted 8
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holes in ore to start a new cut near the east end of the stope. There was no one 
in the stope during the day. According to Heinrich, on the night of the 26th he 
and Wang arrived at the stope about 8.00 P.M. They reached the stope floor by 
a manway from the 8th level near the west end of the stope. The top of this 
manway was about 50 feet from the point where they had blasted the holes on 
the previous shift. It was Heinrich's duty as driller to see that all necessary 
scaling in the stope was done. Owing to the angle of slips or fracturing in the 
rock the scaling can best be done from east to west. Heinrich proceeded to scale, 
.working from west to east, from the manway to the place where the blasting had 
been done, bringing down any apparent loose. It was his intention to make the 
back safe to the face and then turn and thoroughly scale the same section back 
to the manway. He had just reached the section that had been blasted when he 
heard a fall of ground and a cry./ He turned and saw Wang about 15 feet behind 
him crushed beneath a large piece of rock. The piece had fallen from the back, 
which was about 5 feet above the floor at that point. The fallen piece was later 
measured and found to be about 7 feet long, an average of 3 feet in width, and 
about 9 inches thick. It weighed over a ton. Wang groaned once and was then 
still. He had been waiting till Heinrich had completed the scaling and was ap 
parently following him along the stope to commence mucking at the east end, 
when the loose piece fell. Heinrich immediately went for help. Dr. D. B- Scott 
was called and arrived in the stope before the body was extricated. He stated 
that death must have been almost instantaneous. The body was brought out 
of the mine about 9.15 P.M. The cause of death was the crushing of the cervical 
vertebrae.

Heinrich states that he had scaled some small pieces of loose from under the 
large one which later fell. It is possible that he would have noted this large one 
on his return scaling. There was a smooth slip showing in the back from which 
the large slab had fallen.

Mine Captain Homer Matte had been at the shaft collar till the shift went 
on, and Shift Boss R. Clarke was preparing to start his round of the working 
places when notified of the accident.

An inquest was held on September 28 at Beardmore before Coroner Charles 
Powell, M.D. The jury returned the following verdict:—

Murrel F. Wang died on September 26, 1946, at the Leitch Gold Mines where he was em 
ployed. A large piece of loose rock fell on him while he was at work underground, causing a frac 
ture dislocation of his neck and other injuries. Death was accidental, and no blame can be 
attached to any persons.

Little Long Lac Gold Mines, Limited

Aron Enberg, a naturalized British subject, born in Sweden, aged 50 years, 
married, with two children, employed as a miner, was fatally injured about 
2.00 A.M. on April 12 by a fall of ground in No. 1,601-19 stope at the Little Long 
Lac mine. He had been employed at the mine since March 11, 1943.

No. 1,601-19 stope lies between the 16th and 15th levels near the west end 
of the ore body. The stoping operation at present consists of the removal of a 
remnant of the sill floor under the 15th level. The remnant is 43 feet in length on 
the loth level and 21 feet in length at the bottom, 46 feet below the level. It is 
being rill-stoped from east to west, and the west boundary of the remnant is a 
fill raise. The width of the working is approximately 8 feet.

The method of stoping the remnant is by advancing three breasts, or about 
21 feet on the east end, then drawing off the broken ore and advancing the fill 
fence and floor to within about 8 feet of the face. As small remnants invite rock 
bursts at this property, the top face is kept vertical and some 18 feet in height
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to avoid leaving a very thin remnant at any time under the level. The inclined 
rill floor has a slope of approximately 43 degrees.

When the broken ore is being drawn from the stope it is followed down from 
the top by miners, who scale the stope walls and place sprags from wall to wall 
where necessary.

The wall rock, in this section of the mine in particular, shows numerous 
slips, and there had been considerable working and loosening of the rock along 
these slip planes.

On this date, advancing of the rill face for a mining cycle had been com 
pleted. A section of vertical fill fence near the face and to a depth of 18 feet below 
the level had been completed, and the drawing-off of the broken ore was being 
continued. Carl Anderson and Aron Enberg, both miners who had been working 
in this type of ground together for more than two years, had worked in this stope 
on the night shift of Tuesday, April 9, scaling and spragging. There had been no 
crew in the stope till the night shift of April 11, when Anderson and Enberg re 
turned to do more scaling and spragging. In the meantime about 125 tons of 
broken ore had been withdrawn. Anderson and Enberg continued scaling from 
8.00 P.M., when the shift started, till 2.00 A.M., when the accident occurred. A 
slab of rock on the south wall of the working-place at the top of the muck pile 
in the rill broke away. The piece, as nearly as could be later estimated, was about 
4 by 7 feet and l foot thick and weighed more than two tons. Anderson was 
standing opposite the loose piece when it fell and was knocked down but sustained 
no injuries. As two men could not work at the same time scaling or mucking at 
this point in the stope, Enberg was seated on the muck pile facing down the slope. 
He was apparently struck on the back and head by the loose. When Anderson 
recovered he spoke to Enberg but received no answer. He then noted Enberg 
was lying on the muck pile groaning slightly and bleeding considerably at the 
mouth. Anderson went to the 15th level station and telephoned for a stretcher 
and also called for the doctor.

Shift Boss D. Henry had been in the stope at 1.30 A.M. He was notified of 
the accident and returned. Enberg did not recover consciousness and was pro 
nounced dead by Dr. Gordon, who arrived at the 15th level station at 2.25 A.M. 
Death was caused by shock and haemorrhage due to injuries of the spine, ribs, 
and lungs.

Both Shift Boss Henry and Anderson state they had no idea the piece of rock 
that fell was in any way loose. They had tried the wy alls of the working-place and 
consulted about placing sprags against other pieces but did not suspect this one. 
The loose piece extended 4 feet up and 7 feet down along the slope, the bottom 
being at the edge of the muck pile. It broke up into several pieces as it landed.

An inquest was held at 6.00 P.M. on April 13 before Coroner Chas. Powell, 
M.D., at Geraldton. The jury returned the following verdict:—

Aron Enberg died at Little Long Lac Gold Mines in the district of Thunder Bay, Ontario, on 
the 12th of April, 1946, when he was struck by loose rock at the Little Long; Lac Gold Mines, 
Limited. The cause of death was shock and fractured dislocation of the spine. Death was purely 
accidental.

Eelis Alaviippola, naturalized British subject, born in Finland, aged 42, 
single, drill helper, was killed at about 1.10 P.M. on May 10, when he was caught 
in a run of broken rock in No. 1,801-21 stope of the Little Long Lac mine.

No. 1,801-21 stope was being mined by the rill system. This section of the 
1,800-foot level was back-timbered with 13-inch round stulls set at 5-foot inter 
vals. The stulls were hitched in the north wall at 7 feet above track elevation and
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were at an inclination of 20 degrees to the south wall, where the end rested against 
two headblocks, each 6 inches thick, 14 inches wide, and 30 inches in length.

On the day of the accident Otto Nykaanen, driller, and Eelis Alaviippola, 
helper, had drilled off the bottom breast of the rill face. They then moved their 
drilling-gear to a point underneath and ahead of the breast. The bottom of the 
breast was about 9 feet above the level timber and 18 feet above the track on 
the level. Nykaanen was finally passing under the breast to go out of the stope 
to get powder for blasting and Alaviippola was about to follow him when the 
broken rock on which they were standing dropped away between them. Ny 
kaanen, who was at a lower point than Alaviippola, scrambled ahead to a safe 
point, but Alaviippola apparently tripped and plunged head first down the slide. 
He was finally caught in the broken rock, and his head, shoulders, and chest were 
buried. Nykaanen noted Alaviippola's position and rushed to the shaft station 
about 300 feet distant to get help. Jack Simonsen and Matti Vutula, raisemen, 
were at the station. The cagetender was notified, and they hurried back to the 
stope and freed Alaviippola about ten minutes after he was caught. He was 
bleeding at the ear and unconscious. Shift Boss Kenneth Doyle arrived when the 
man was being released. Artificial respiration was used till Dr. J. Gordon arrived 
at 1.25 P.M. and pronounced Alaviippola dead. Death was due to asphyxiation 
and fracture of the base of the skull.

Investigation following the accident showed that a drift stull situated just 
behind the breast where the men were working had broken, allowing the broken 
muck, which was about 10 feet deep over the timber at this point, to drop about 
9 feet to the level. Examination of the stull showed that it had become decayed 
about 12 inches in from each end so that one end had sheared off. The stull was 
15 inches in diameter and had been 6^ feet in length before breaking.

It had been the practice as the face of the stope was advanced over the level 
timber to reinforce the stulls by temporary posts when blasting over them on the 
lower breasts. This stull had been reinforced on the day before the accident. 
No flaws in the stull had been noted at that time by either the men placing and 
removing the temporary posts or Shift Boss Doyle, who was in charge of that 
area. The drift stulls on this level had been placed late in the year 1942 or early 
in 1943.

An inquest was held at 3.00 P.M. on May 11 in the Town Hall at Geraldton 
before Coroner Chas. Powell, M.D. The jury returned the following verdict:—

We, the jury, declare the deceased Eelis Alaviippola met accidental death at the Little Long 
Lac gold mine on May 10, 1946.

George Maslej, Czecho-Slovak, aged 52 years, single, employed as a driller, 
was asphyxiated at about 2.15 P.M. on May 22 when he was covered by about 5 
feet of fill in No. 1,401-14 stope at the Little Long Lac mine. He had been em 
ployed at the mine since February, 1944.

No. 1,401-14 stope is being mined by a continuous rill around an almost 
vertical fold from the 14th to the 13th level. The ore from the south limb of the 
fold, which is the top of the rill, is passed down a chute, which is carried up the 
nose of the fold as the stope is being mined. The ore from the north limb is drawn 
directly from the rill flooring into mine cars on the 14th level. The method of 
mining is to advance the rill three breasts, or around 24 feet, and, while the ore is 
being drawn from the stope, follow it down from the top, scaling and placing 
sprags where necessary. The chute along the nose of the fold is then raised 24 
feet by installing stulls at 6-foot centres. Ordinarily these stulls are round local
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spruce 18 feet long, but if the span is greater than 18 feet, 8- by 8-inch B.C. fir 
timbers are used. Planks 3 by 8 inches and 6 feet long are used as gob-fencing 
and as chute-lining.

On the day shift of May 22, George Maslej and his partner, Jim Fowler, 
were working in No. 1,401-14 stope placing fill and laying floor above the chute; 
the section below the chute or the north limb of the fold had been completely 
filled and the floor laid. Since the span across the nose of the fold was greater 
than 18 feet, three B.C. fir timbers with an installed length of 19 feet 6 inches 
were used as the top three members of the chute. The top of the chute was 98 
feet above the back-timbering on the 14th level, and the height of ore remaining 
in the chute was 24 feet lower than the top of the chute. During the shift one set 
of floor was laid from the chute up the rill. In order to get the fill to run under 
this set of flooring, Maslej and Fowler dumped a 1^-ton car full of water from 
the 13th level on to the fill. A few minutes after this, at about 2.00 P.M., Maslej 
started tamping the fill under the set of flooring when the three 8- by 8-inch B.C. 
fir timbers gave way, and the run of fill that followed carried Maslej into the 
chute and covered him to a depth of about 5 feet.

Arthur West, shift boss, was notified immediately and was in the stope 
shortly after the accident. Maslej was still alive and talked until about 2.15 P.M. 
After this when it was certain that Maslej was no longer alive, recovery operations 
were started by pulling the chute on the 14th level. It was considered too danger 
ous to recover the body from the top owing to the unstable condition of the fill, 
the three broken timbers, the plank gob-fencing, and the chute-lining, which 
were still hanging overhead. Maslej's body was recovered about 5.15 P.M. the 
following day. Dr. Gordon examined the body and gave the cause of death as 
asphyxiation accompanied by shock and haemorrhage.

An inquest was held at 2.00 P.M. on May 25 before Coroner Chas. Powell, 
M.D., at Geraldton. The jury returned the following verdict:—

We, the jury, find that George Maslej came to his death at the Little Long Lac gold mine in 
the 1,401-14 stope on May 22, at about 2.20 P.M. Cause of death being asphyxiation when he was 
covered with approximatly 5 feet of fill when the timbers retaining the fill broke. Although we 
find that death was accidental we would recommend that in all future operations of a similar 
nature timbers be doubled or placed at a three foot centre instead of six.

Macassa Mines, Limited

Anthime Leo Soucie, aged 40, British, married, with two children, was in 
stantly killed at 9.30 A.M., December 30, when struck by a large slab of rock in 
Xo. 23G stope at the Macassa mine.

Soucie was first hired at the Macassa mine on January 2, 1942. He left on 
May 22, 1946, and was rehired on December 23, 1946. He was employed as a 
chute blaster.

No. 23G stope is located on the 23rd sublevel. It is an open-stull stope 
dipping flatly at an average angle of 50 degrees. The stope extends about 200 
feet in an east and west direction. There are 15 chutes into No. 23G drift, located 
at 15-foot intervals. No. l manway is located approximately 60 feet from the 
west end of the stope, and No. 2 manway is near the east end of the stope. 
Mining had been discontinued in the stope, and chute-pulling operations only 
were in progress.

The accident occurred at a point 15 feet east of No. l manway, a distance of 
25 feet above the level. This part of the stope had been mined to a slope distance 
of 45 feet above the level and stopped. Practically all the ore had been removed 
except some remnants on the footwall. While mining operations were in progress, 
heavy stulls had been installed where the nature of the hanging wall required
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them. Owing to the flat angle of the stope, a man could walk around with 
comparative ease.

Soucie was working with a crew of three inexperienced men, A. Gilroy, D. 
Wilson, and D. Kroeker, who had all been hired in the month of December and 
who had not had previous mining experience. As senior man, Soucie supervised 
the work of his helpers. Soucie did the blasting when necessary and performed 
other jobs which required the knowledge and experience his partners did not have.

On December 30, several chutes had been pulled in No. 23G stope prior to 
the accident, and the ore had been hand-trammed to the ore pass.

At 9.30 A.M., Soucie, Gilroy, Wilson, and Kroeker were at the ore pass dump 
ing cars. Soucie left without saying where he was going, walking back towards 
No. 23G stope. Gilroy, Wilson, and Kroeker followed shortly afterwards, going 
to the east end to pull chutes Nos. 14 and 15.

About 10.00 A.M., Gilroy went to look for Soucie. As he was not at the east 
end of No. 23G drift, which was a blind heading, and he had not been passed on 
the way in, it was assumed he had gone into the stope. Gilroy went up No. l 
manway and saw Soucie's light gleaming underneath a slab of rock about 15 
feet east of the manway. Gilroy notified Wilson and Kroeker, and they ran down 
to the 24th level and notified the level crew, who arranged for help.

Recovery operations under the supervision of C. Chisholm, mine super 
intendent, and C. M. O'Shaughnessy, mine captain, were undertaken. Dr. Nee 
lands and Dr. T. W. Armstrong arrived to give medical aid. The body was re 
moved at 11.45 A.M. after the slab of rock had been jacked up, Dr. Armstrong 
pronounced the man dead. The cause of death was a fractured neck and crushed 
chest.

The slab of rock that struck Soucie was 8 by 5 by l ̂  feet and weighed about 
5 tons. It was part of a larger piece, probably 10 tons in all, which had fallen 
from the hanging wall. Soucie's head and shoulders were pinned to the footwall 
by the slab. A blasting-pole about 10 feet long was found beside the body. 
Soucie apparently had been barring at some muck with the pole when, in some 
manner, the slab of loose fell on him.

Soucie's reasons for going into the stope are not clear. Shift Boss B- Ander 
son stated that as there was loose rock in the back he had, on different occasions, 
instructed Soucie to keep out of the stope. This evidence was corroborated by 
Wilson. Anderson further stated that he had instructed Soucie to pull muck 
from the east end of the stope and not in the vicinity of No. l manway because 
the amount and grade of ore there did not warrant further withdrawal.

An inquest was held at 7.30 P.M., January 8, before Coroner J. F. Kdis, M.D., 
in Kirkland Lake. The jury returned the following verdict:—

Anthime Soucie died of a broken neck and internal injuries caused by falling rock at the 
Macassa Mines, Limited. Having considered the evidence presented to us, we, the jury, find the 
deceased died under accidental circumstances with blame attached to no one.

Mcintyre Porcupine Mines, Limited
Edward Geisler, aged 31, British, married, a drill helper, died in St. Mary's 

Hospital at 9.45 P.M., January 18, from injuries received about 1.00 P.M. the same 
day in No. 1,029 No. 2 stope of the Mcintyre Porcupine mine. He had com 
menced working at the mine on October l, 1945. He had previously worked for 
one year at the Frood mine.

No. 1,029 No. 2 stope had been mined up to an elevation 32 feet below the 
800-foot level by cut-and-fill methods. The west end of the stope, a square-set 
section, had been idle for about a year. This part of the stope was badly cut up 
by a fault and fractures at right angles to the fault. In January plans were made
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to resume work. The intention was to mine a slice, commencing on the west side 
of a raise 55 feet east of the west end of the stope and running through to the 
west face, drive a fill raise at the west end, and then mine the sill by rilling from 
west to east.

Before drilling was started, the blocking over the square sets was removed 
and the caps of the square sets over a length of seven sets were covered with 
planks. Six of these sets were made into a china chute. The width of the stope 
in this area ranged from 103/2 feet under the raise to 18 feet at the west end of the 
china chute. A timber crib was built with the blocking and additional timber in 
the next two sets west of the china chute. The distance above the plank flooring 
on the caps and the stope back varied from 4 feet at the brow of the raise to 2 
feet at the west end of the china chute. A considerable amount of scaling was 
done after the floor was laid. A machine bar was set up under the brow of the 
raise on 2^ feet of muck which had been scaled down.

The night-shift crew on January 17, consisting of Graham Jeffrey, runner, 
and Geisler, helper, scaled, set up, and drilled 9 holes. Another night-shift 
runner, G. Pulez, estimated that the breast required about 12 more holes. Both 
runners considered that the back was solid. Jeffrey had finished drilling, and 
they were commencing to clean up when the accident occurred. During the 
drilling a steel had slid down under the breast. Geisler went under the breast 
to recover it, and when he was climbing back up the small pile of muck a piece of 
ore fell from the back and struck him. He was pinned down by the rock, which 
rested on his pelvis and leg. Jeffrey attempted to lift the rock with a scaling-bar. 
He raised it a little, but the bar bent. He rolled a small piece of rock under it, 
and this held the fallen slab until he got a drill steel. With this he was able to 
free Geisler and helped him under the raise. Jeffrey went to the Jupiter shaft 
and rang nine bells and the level signal. The cagetender and the deckman, who 
were on the 500-foot-level station came immediately to the 800-foot level. The 
cagetender wrent to the shaft collar and returned with a stretcher and additional 
help.

Geisler was examined in the first-aid room by Dr. G. C. Armitage. He was 
given a sedative of morphia and then removed to St. Mary's Hospital. Here he 
was treated for shock and given blood transfusions. His death at 9.45 P.M. was 
attributed to shock, haemorrhage, and multiple fractures. The fractures included 
multiple fractures of the right pubis and iscium with gross displacement, fracture 
of the upper femur, and fracture of the fourth lumbar vertebra. Extensive tearing 
of the perenium and eurethra resulted in extensive haemorrhage.

An inquest was held at 10.00 A.M. on January 31 before Coroner H. L. 
Minthorn, M.D., in Schumacher. The jury returned the following verdict:—

We, the undersigned jury, summoned to inquire into the death of Edward Geisler, find that 
the deceased came to his death at 9.45 P.M. from injuries he received at 1.00 P.M. of that same day, 
January 18, while working at the 1,029 No. 2 stope, Mcintyre Mines. From the evidence at hand 
we find that death was accidental and no blame could be attached to any one.

Steve Kulisek, a naturalized British subject, born in Czecho-Slovakia, aged 
47, single, was injured about 8.30 P.M., October 28, in No. 3,778 No. l drift on the 
3,750-foot level of the Mcintyre Porcupine mine. He was removed immediately 
to St. Mary's Hospital in Timmins, where he died on November 6. Kulisek had 
worked at the Mcintyre Porcupine mine for 217 months. He was employed as a 
chute blaster and switchman. He was working as a switchman when he was 
crushed between a truck loaded with timber and the north wall of No. 3,778 
No. l drift.
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On the night shift commencing at 7.00 P.M. of October 28, Kulisek was 
switching for D. Cameron, who was operating a 1^-ton battery locomotive on 
the 3,750-foot level. A train of six empty 1^-ton Hudson cars and an 11-foot 
5-inch timber-truck, with a wheel base of 2 feet 2 inches and a timber rack 4 
feet high, was picked up at No. 11 shaft station. The timber-truck was loaded in 
the centre with 7- by 7-inch chute timbers 6 feet long. The train was pushed 
north on No. 37-b crosscut, up grade, into No. 3,778 No. l drift and stopped just 
clear of the crosscut switch. The timber-truck was attached to the empty cars 
ahead of it but had no coupling on the end next to the motor. In order to pick 
up a safety car, which wras on No. 37-b crosscut just north of No. 3,778 No. l 
drift, the motor was backed out of the drift on to the crosscut and stopped south 
of the switch. Kulisek pushed the safety car, which is a weighted Hudson car 
chassis, down to the motor, coupled it to the motor, kicked over the switch 
points, and called to Cameron to come ahead. Cameron pushed the safety car 
until it contacted the timber-truck at a point approximately 12 feet beyond the 
switch points. When the safety car struck the timber-truck, Cameron heard a 
shout from Kulisek. He immediately reversed his motor and applied the brake. 
He could not see Kulisek from the motor. He went around to the front end of the 
timber-truck and found Kulisek sitting on the north edge of the truck in the 
space between the end of the car and the timber. Kulisek had been squeezed 
against the north wall of No. 3,778 No. l drift either by the end of the truck or 
by the timber. When in the hospital Kulisek told a friend, J. Bakalar, that he 
was going to cross over the timber-truck in the open space between the timber 
and the end of the truck. The timber-truck evidently rolled back when Cameron 
reversed his motor because Kulisek was free when Cameron reached him. 
Cameron assisted him back to the motor where he sat on the seat and Cameron 
drove him out to No. 11 shaft where he was brought to surface in the small 
auxiliary service cage.

Kulisek was suffering from shock when he reached surface. He was trans 
ferred to the hospital, where he was treated for shock. At this time he was 
suffering severe pain around the left side of his chest. An X-ray showed that he 
had no broken bones. He later developed paralysis of the bowels. When the 
paralysis developed, the doctors decided that an exploratory operation should be 
performed. This was done on November 2, and it was discovered that Kulisek 
was suffering from a ruptured diaphragm on the left side and tearing in the 
mesentery. These injuries resulted in his death four days later.

No satisfactory explanation of how Kulisek came to be injured has been 
found. He had acted as switchman in this part of the mine many times and was 
familiar with No. 3,778 No. l drift. It is possible that he was going to try to 
get ahead of the train but he could only have done this by climbing over several 
cars. There was a tail-light on the forward end of the empty cars. While it would 
have been good practice to walk ahead of a train such as this, especially when one 
coupling was missing, the motorman did not think that Kulisek was trying to 
get ahead of the train, because the destination for the timber truck was only 
130 feet ahead on a branch line.

There is a possibility that the long timber truck caught on the north wall 
of the drift at the switch curve. Kulisek might have been trying to guide the 
front end of the truck away from the wall. However, Cameron and two other 
motormen who have worked a great deal on the level stated that the type of 
truck being used at this time did not catch on the wall.

An inquest was held before H. E. Montgomery at 2.00 P.M., November 14, 
in Timmins. The jury returned the following verdict:—
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We, the jury, find that Mr. Steve Kulisek met his death from injuries received in the Mc 
intyre mine October 28, 1946. We find that these injuries were received from being crushed 
between the wall and the timber-truck and that no blame is attached to any one.

Madsen Red Lake Gold Mines, Limited

Johannes Christian Lauritzen, aged 51, single, driller, naturalized British 
subject of Danish birth, was fatally injured at the Madsen Red Lake mine about 
7.40 P.M. on October 2 by the fall of a piece of loose rock in No. 7-10 stope, which 
he was scaling. He died in the Madsen Hospital at 8.50 P.M. on the same day. 
His employment record showed that he had had 16 years' mining experience.

No. 7-10 shrinkage stope had been mined from the 7th level to the 6th level 
by diamond-drill blast holes. On the 6th level the stope had been mined to an 
average width of 25 feet; this left a bench of an approximate width of 14 feet at 
the floor level to be slashed out before the stope was mined through to the 5th 
level.

Lauritzen and his helper, Babin, had been employed since September 25 
in No. 7-10 stope at slashing the bench. On October 2, on the 7.00 P.M. shift, 
they were preparing to drill a round of slash holes in the bench, which was then 
60 feet in length. Westram, a sampler, entered the working-place at the same 
time. The face of the previous blast was washed and, as there was some loose 
ground, Lauritzen started scaling. After some small pieces had been scaled, 
Lauritzen thoroughly tested the back of the bench where he intended to drill 
and found that quite a large piece of loose would have to be taken down. The 
three men pried at the piece. It fell, loosening another piece over Lauritzen. 
This piece fell on him, pinning him underneath it. Babin and Westram were 
able to remove Lauritzen from underneath the slab, and Westram stayed with 
him while Babin went for help and a stretcher.

At 8.00 P.M., or about 20 minutes after the accident, Dr. P. Playfair examined 
Lauritzen underground and found that he was suffering from a crushed left 
chest and a badly fractured left ankle, which was bleeding profusely. Lauritzen 
was taken immediately to the Madsen Hospital where he died at 8.50 P.M. The 
cause of death was perforation of the left lung due to multiple rib fractures.

From an examination of the scene of the accident it was evident that the 
top of the piece of loose rock that fell on Lauritzen was bounded by a slip, and 
it was quite possible that this piece would sound solid when he tested it. It was 
roughly 3 feet square and approximately l foot in thickness and was estimated 
to weigh about 1,300 pounds.

An inquest was held at 11.00 A.M. on October 5 by Coroner D. J. Mason, 
M.D., in the Community Hall at Madsen. The coroner gave his verdict as 
follows:—

Johannes Christian Lauritzen came to his death at the hour of ten minutes to nine o'clock 
on the evening of October 2, 1946, at the Madsen Hospital. Death was due to perforation of the 
left lung by multiple fractures of the ribs of the left chest and other injuries sustained in the 7-10 
stope bench of Madsen Red Lake Gold Mines, Limited, when the deceased was struck by a large 
piece of loose rock which he was scaling from the back of the aforesaid stope. From the evidence 
submitted I find that death was purely accidental.

Omega Gold Mines, Limited

John Kuros, a miner, Polish, aged 43, with a wife and child living in Poland, 
was killed at about 3.45 P.M. on August 6 at the Omega mine when he was buried 
in a run of sand fill in No. 1,102, No. 2 east stope on the 1,175-foot level. He 
was an experienced miner and had worked in the Larder Lake and Sudbury 
areas. He was first employed in 1937 at the Omega mine, where he worked until 
November, 1942. He then worked in the Sudbury district until October, 1945, 
when he returned to the Omega mine.
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Kuros had been working for several weeks prior to his death, on a fill-pass 
system from a stope on the 1,400-foot level to the 1,050-foot level. One leg of 
the system passed through No. 1,102, No. 2 east stope. This stope had been 
mined some years before to a height of 50 feet above the 1,175-foot level and 
filled to a height of 40 feet. Cribbed chutes and manways had been carried from 
the 1,175-foot level to the stope floor. A stope fill raise extends from the back of 
the stope to the 1,050-foot level. The bottom of the fill raise is directly over the 
top of a chute. During filling operations in No. 1,102 No. 2 east stope a de 
flector had been built from the bottom of the raise to run fill into the north branch 
of the stope. This deflector or slide was 5 feet wide, made of 2- by 8-inch plank, 
and inclined at an angle of 35 degrees. The high end rested on a cap supported 
by two posts at the point where the footwall of the fill raise intersected the back 
of the stope. Midway along the slide, the planks were supported by a cleat nailed 
between two posts on each side of the slide and supported by a short post under 
the centre. Sand fill had been dumped from the 1,050-foot level into the fill 
raise. The slide prevented the sand from going into the chute below.

On the day of the accident Kuros and his partner, Roland Tremblay, had 
commenced running fill to the stope on the 1,400-foot level, starting from the 
lower end of the system. When they got to the 1,175-foot level they found the 
slide in No. 1,102 stope was holding up the sand, Kuros decided to knock it out. 
He took his sledge-hammer and knocked out the centre post. The centre of the 
slide collapsed and permitted some of the sand to run into the chute below7 . 
Kuros then knocked out a second post on the west edge of the slide. The rush of 
sand that ensued caused the whole slide to collapse. Tremblay ran clear as the 
sand spread out on the stope floor. Kuros hesitated, then turned and backed 
away, but the sand knocked him down and buried him before he got clear.

Tremblay immediately tried to shovel the sand off Kuros, but was unable to 
make any headway because the sand flowed in as fast as he could remove it. In 
his effort, he broke his shovel. Tremblay then ran down the man way to the level 
and contacted the cagetender, who brought a couple of men to assist. After about 
15 minutes they succeeded in uncovering Kuros' head and shoulders, which were 
buried for about 15 inches. Dr. T. J. Elliot, of Larder Lake, was called and 
arrived at the scene of the accident at 4.05 P.M. Kuros was apparently dead 
when the doctor arrived. Resuscitation was attempted, but without success. 
Death wyas attributed to asphyxiation. In his post-morten examination of the 
body, Dr. Elliot found a bruise on the left side of the forehead and a fractured 
lower left jaw. Neither of these would have been fatal in themselves.

An inquest was held on August 15, 1946, in the Larder Lake Town Office by 
Coroner J. F. Edis, M.D. The jury returned the following verdict:—

We, the jury, find that John Kuros came to his death on August 6, 1946, at 3.45 P.M. by 
suffocation caused by pressure of sand at Omega mine, Larder Lake.

Pamour Porcupine Mines, Limited

John Szczesny, Polish, aged 48, employed at the Pamour mine as a chute 
blaster, was injured at 8.00 A.M., July 24, in front of No. 76E chute in No. 9 east 
stope on the 800-foot level, when he was struck by a piece of a chute-breaker log, 
which had been broken by a rock falling from the open stope above. He died on 
the following day in hospital. Szczesny was married and until 1939 his wife and 
two adult sons lived in Poland. After that date he had been unable to 
make any contact with them. He was first employed at the Pamour mine from 
March 12, 1938, until August 27, 1941. Since that time he has worked at the 
mine five different times. During two of the intervals of absence he worked at
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the Broulan mine and in one of the other intervals he worked at an International 
Nickel mine. He was rehired last at the Pamour mine on February 11, 1946.

No. 9 stope above No. 76E chute is approximately 70 feet in width. It has 
been mined by shrinkage methods above the 800-foot level up to 20 feet below 
the 600-foot level. The drift in front of No. 76E chute is 12 feet in width and 10 
feet in height. There are box-hole chutes on both sides of the drift, and this 
section is double-tracked. The chutes are constructed of 12- by 12-inch square 
B.C. fir posts hitched into the back of the drift, with 6- by 8-inch bottoms and 
sides. The bottoms are put in at 30 degrees to the horizontal. The inside dimen 
sions of the chute when new are 48 inches in width and about 2^ feet in depth. 
The box-holes are driven up at an inclination of approximately 40 degrees and 
are then funnelled out at the top, leaving a brow of rock 5 feet above and beyond 
the inside of the chute-posts. In this chute, as is usual in most cases after a 
stope is completed, the brow was considerably worn. Two 8-inch, round, green 
spruce-breaker logs, l O feet in length, are used in the chutes. The logs rest above 
the first two pieces of side timber about 16 inches above the chute bottom and 
are held by 60-pound rails fastened by staples to the fir chute-posts. The rails 
are held from swinging sideways by track spikes in the posts about one foot 
below the staples. Muck from the chutes is pulled into trains. The chute pullers 
stand on the cars adjacent to the one being filled. At the same time a car is kept 
on the other track to prevent the cars tipping when large-sized muck is being 
pulled and for the chute pullers to shovel into when cleaning up the spill.

On July 24, Szczesny and his helper, N. Vachon, were blasting in chutes on 
the 800-foot level. Before the accident Szczesny fired several sand blasts 
simultaneously by means of electricity on slabs in the box-hole only a short 
distance above No. 76E chute.

About ten minutes after the blasting, three chute pullers pulled two 3-ton 
cars of ore from the chute. This practically emptied the chute except for a large 
rock, which was left under and against a 3- by 10-inch elm chute plank, 10 feet 
long, one end of which was held up by the rock.

While the second car of muck was being pulled, Szczesny climbed up on the 
car on the south line to pass to the east of No. 76E chute. He stopped on the 
car and looked up into the chute, where he had blasted. Just then a large fall of 
loose rock or hung-up muck occurred in the stope, and the rock fell into several 
chutes simultaneously. One piece about 4 by 3 by l foot in size fell into No. 76E 
chute, bounced, broke both the breaker logs, fell out, and lodged between the 
two cars in front of the chute. Dust from the falling muck made it impossible to 
see anything for a few minutes. When the dust cleared Szczesny was found lying 
at the south side of the drift and half of one of the chute logs was lying beside him.

Both chute logs were broken and had fallen out of the chute. The chute 
plank was not broken and nothing else ran out, although seven cars of muck 
ran from this chute when it was pulled later.

The other workmen realized that Szczesny was seriously injured and got a 
stretcher before moving him. He was met at the station by Dr. Paul, who took 
him to the Porcupine General Hospital. He did not appear to be badly shocked, 
although he was suffering considerable pain. He was given a sedative and kept 
under observation for indications of a ruptured spleen or liver. His pulse ap 
peared to be satisfactory. During the night he refused to stay in bed. At 6.00 
A.M. the following day his pulse went up. Later, about 8.00 A.M., it dropped 
back to 90. About 9.00 A.M. he collapsed and showed no pulse. He was in no 
condition for an operation. Blood donors were sent for. Of ten men sent from 
the Pamour only one was found to have the right type of blood. More blood was
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required, and donors were called for from the Dome mine. Szczesny was given 
three transfusions and operated on at about 5.00 P.M. A small rupture was 
found in the duodenum bowel, and the mesenteric region was found to be in a 
gangrenous condition. After the small rupture was found and sutured, he died 
on the operating table before further examination could be made.

A post-mortem examination was made by Dr. Giardine, who gave the follow 
ing causes of death: (1) shock; (2) extensive mesenteric thrombosis; (3) petechial 
haemorrhages—mesentery; (4) gangrene omentum; (5) gangrene—several patches 
involving both small and large intestines; (6) lacerations of the jejunum and the 
second part of the duodenum; (7) perineal haemorrhage—left.

An inquest was held at 4.00 P.M. on July 31 before Coroner M. L. Minthorn, 
M.D., in the Whitney Township Hall at Porcupine. The jury returned the 
following verdict:—

We, the jury, find that the cause of the death of the deceased, John Szczesny, was accidental, 
the accident occurring July 24 on the 800 level of the Pamour mine, death occurring on July 25 
at Porcupine General Hospital.

Paymaster Consolidated Mines, Limited
Three men were killed instantly about 8.30 A.M. on June 18 in the No. 5 

winze at the Paymaster Consolidated mine, when a l J^-ton Atlas locomotive fell 
from the collar of the winze at the 2,075-foot level, crashed into the hoisting con 
veyance, which was standing at the 3,200-foot level 1,144 feet below the collar, 
fell with the conveyance, crashing through a spill-pocket door located 2,130 feet 
below the collar, and fell an additional 20 feet into the sump, where it was com 
pletely immersed in 25 feet of water.

The following men were killed: Jean Marie Bernard, British, aged 26, 
married, track helper; Peter Candusso, Italian, aged 35, single, trackman; John 
Lavrick, Jugo-Slav, aged 49, married, cagetender.

The men had been employed at the Paymaster Consolidated mine 9 months; 
11 years, 10 months; and 4 years, 2 months, respectively.

The No. 5 winze is 2,155 feet deep and is collared on the 2,075-foot level, 
approximately 4,000 feet east of the main or No. 5 shaft. There is also a con 
nection between the winze and the No. 5 shaft on the 2,575-foot level.

The levels are established at 125-foot intervals, the lowest being at 4,075 
feet. At 64 feet below the lowest level, there is a loading-pocket, and 37 Y^ feet 
below the pocket and 25 feet above the sump bottom there are spill doors made 
of 8-inch timber covered with steel plates. The winze has three compartments; 
its long axis lies north and south. Each compartment is 5 feet by 5 feet 6 inches. 
A skip is operated in the north compartment, and an aluminum combination skip 
and cage assembly, having the skip above the cage, is operated in the centre or 
"cage" compartment. The south compartment is the manway. The hoist is on 
the east side of the shaft on the 2,075-foot level. An 18-inch gauge track leads to 
the west side of the cage compartment from a switch in No. 2,008K drift about 
48 feet southwest of the winze. Locomotives, mucking-machines, and timber are 
loaded on to the cage from the west side. Men are loaded on to the cage from 
the east side.

All stations below the collar are on the east side of the shaft. Both hoisting- 
compartments are flush-lined. The cage-skip assembly, with skip over the cage 
and with a flat hood and "Hollinger"-type safety dogs, weighed 4,650 pounds.

The doors of the cage compartment were constructed of steel plate reinforced 
with two 20-pound rails, welded to the door, one 15 inches above the bottom 
and the other 15 inches below the top. The width of the door was 5 feet 8 inches. 
The span between the shaft posts was 5 feet. The doors were hung by brackets
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and two pulleys acting as a cantilever from a track extending across the manway 
compartment. They had originally been hung on the station posts by hinges 
but were hung on rollers a week previous to the accident, as part of an arrange 
ment for interchanging a skip and cage.

Paymaster underground shift work commences at 8.00 A.M. and 4.00 P.M.
On the morning of June 18, about twenty men were sent to work on the 

2,200-, 2,325-, 2,450-, 2,575-, 2,700-, 3,200-, and 3,450-foot levels. There was no 
current work on the levels below 3,450 feet nor on the remaining intermediate 
levels.

On the previous shift, ending at midnight, two locomotives, one from the 
2,200-foot level and one from the 2,700-foot level, had been brought up and taken 
to the charging-station on the 2,075-foot level at No. 5 shaft. These were brought 
back to the winze collar on June 18 by the day-shift workmen who were going 
to use them.

The first locomotive, a IJ/^-ton Atlas, was driven in by Mike Rybachuk and 
was left approximately 14 feet from the shaft collar. The track leading to the 
cage compartment is only 48 feet in length from the switch points, where it 
branches off the main line at a curve where the drift turns from northeast to due 
north. Rybachuk's partner, Ted Hanson, preceded the motor to the No. 5 
winze to open the switch. He found it open. He says he closed it after the motor 
passed through it. Rybachuk says that he applied the hand-lever brake and 
pulled the battery plug out when he stopped the motor.

A few minutes later A. Clusiau and A. Schell brought in a second motor, 
built by the company and called the "Jeep," and stopped it a few feet behind 
the Atlas. Schell rode with Clusiau up to the switch. He says he opened the 
switch and Clusiau drove the motor through and applied the brake. Schell says 
he stood by the switch while the motor passed and afterwards closed the switch. 
Clusiau stated at the inquest that he saw that the switch was closed after he 
passed over it.

In the meantime, John Lavrick, the cagetender, lowered the cage at the 
collar and cleaned off the hood and safety mechanism with compressed air. To 
do this it was necessary to have the shaft doors open. Most of the men who were 
at the shaft collar were aware that Lavrick did this. Henry Riopel stated that 
Lavrick worked from both the east and the west sides of the shaft and that he 
had both shaft doors open. None of the other witnesses were sure that Lavrick 
opened the west door, although some said they thought he had worked from 
both sides of the shaft.

A few minutes after the last locomotive arrived, the first cage load of men 
was lowered. There were 12 men including the cagetender. Two men got off 
at the 2,325-foot level; Clusiau and Schell got off at the 2,700-foot level; Riopel 
and his partner, R. Menard, got off to work on the 3,200-foot level, and Bernard 
and Candusso, the two trackmen, also got off there to get tools which they had 
left there and were going to spend that morning on the 1,050-foot level. The 
cagetender then took the last three men, who were to work on the 3,450-foot 
level, as far as the 3,325-foot level. The previous shift had blasted at the 3,450- 
foot station and instructions had been left to lower only to the 3,325-foot station 
until the shaft had been inspected below that level.

After letting the last three men off, Lavrick returned to the 3,200-foot level, 
and the two trackmen got back into the cage. Riopel, who was working at the 
3,200-foot station, said Lavrick had closed the shaft gate. John Jarvis, the 
hoistman, says that Lavrick had given only the 3-bell signal when the Atlas 
motor, which had been standing at the collar, fell down the winze onto the cage.
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The Atlas locomotive was bumped into the shaft by a train of thirteen 
1^-ton Hudson cars, pushed by a 3-ton Atlas locomotive, which was proceeding 
along the main line to reach waste chutes just north of the winze station but 
which ran into the winze track through the main-line switch, which was open to 
the winze. From all the evidence given, this train was travelling at only about 
2 miles per hour, but the cars bumped the "Jeep" motor and it in turn bumped 
the Atlas. The Atlas motor shoved the shaft gate, which was not closed and had 
no bearing against one station post, off the rollers and carried it into the shaft. 
The motor itself then toppled over into the shaft. A number of the workmen 
waiting to go down saw the cars and started to shout. The motorman, R. 
Heatherington, heard the shouting and stopped. He did not feel any bump 
when the cars hit the locomotives as he was going too slowly. When the "Jeep" 
stopped, 3 or 4 feet from the edge of the opening, the cars were tight against it.

A search for the men who had been on the cage was begun immediately, 
to locate them and determine whether they were still alive. From the men on 
the 3,300-foot level it was learned that the cage had fallen past that point and 
that probably the cagetender and two trackmen were on it. This was later found 
to be correct. When the search party proceeded down the shaft, the cage was 
found in the sump.

Owing to the breaking of the pump line when the cage fell, the pump was put 
out of commission. It was impossible to commence recovery operations until 
normal pumping was restored. In the mean time the water rose to the level of 
the spill doors, and it was necessary to lower it about 20 feet.

The first body, that of Bernard, was recovered about 5.00 A.M. the following 
morning. The other two were recovered about an hour and three-quarters later.

The wreckage moved to recover the bodies was handled in the following 
order: a number of loose pieces, the largest of which included a bumper off the 
locomotive, pieces off the skip hood, and part of the safety mechanism; about 
two-thirds of the spill door; the framework from the bottom of the cage; the main 
part of the safety mechanism; more loose pieces of twisted aluminum and the 
rest of the spill door; the skip box, containing most of the locomotive chassis and 
the battery. Bernard's body was found under the skip box. Then a side of the 
cage was removed, and the other two bodies were found.

A post-morten examination was held to determine if the men had been killed 
instantly or by drowning. The examination indicated that they were killed 
instantly. The injuries were of such a nature that identification was difficult.

Examination after the accident showed that the motor, falling down between 
the flush lining on the west side of the winze and the hoisting-rope, did no damage 
until it struck the top of the conveyance standing at the 3,200-foot level station. 
At this point six feet of both guides were broken out cleanly, as well as the ad 
jacent guide in the skip compartment and some lining on all four sides. The 
socket clevis pin, l }^ inches in diameter, which was held by cotter pins at each 
end, was torn from the clevis, spreading the latter. The rope was not broken. 
The safety-dog mechanism was wrecked. The dog shafts were bent into a "U" 
shape. They were pulled through their bearings, and some of the dogs wrere even 
stripped off the shafts. The skip-and-cage assembly, with the motor resting in 
the skip, then fell to the spill-pocket door, located about 1,000 feet below the 
3,200-foot level, and crashed through it smashing all the guides and dividers on 
each side of the compartment. After passing through the spill door the whole 
mass of wreckage settled into the sump. The sump pump-line was also broken 
and the pump put out of commission for a time.

In connection with the cause of the accident, if Schell closed the switch as
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he claims, some one else opened it. The switch could not have been thrown by 
the cars.

When the Atlas motor was pushed into the shaft, the shaft gate could not 
have been completely closed. It was not even touching the centre post; the latter 
was not scratched by the door although a latch formerly used on the door when 
it was on hinges, projected two inches beyond the north edge of the door. The 
upright member of the bracket carrying the door was bent. The door was 
simply pushed around the southwest corner post of the compartment and thrown 
off its rollers and into the shaft, where it lodged across the shaft compartment.

An inquest was held at 2.00 P.M. on June 26 before Coroner Frank C. Evans 
in South Porcupine. The inquest was conducted on Jean M. Bernard. Fourteen 
witnesses gave evidence.

The jury returned the following verdict:—
We, the jury, come to the conclusion that Jean M. Bernard came to his death in the Pay 

master Mines at No. 5 winze by the main switch being left open by person or persons unknown 
on the 2,075 level on the 18th of June, 1946.

We recommend that spring switches be installed at all main switches leading to all stations; 
also a rail of 60 pounds or over be fixed to the doors permanently with an overlap of 6 inches on 
both sides of the door, approximately 12 inches from the bottom of station door.

Preston East Dome Mines, Limited
Palma D. Schryer, British, aged 40, married, with five children, was killed 

about 6.45 P.M. on December 4, when he fell into the main cage compartment of 
the main shaft at the Preston East Dome mine. He was regularly employed as 
a timberman, but at various times had acted as shaft inspector. He had worked 
at the Preston East Dome mine a total of 323/2 months.

On the night shift, commencing at 7.00 P.M., on December 4 it was planned 
to lower a 10- by 12-inch timber, 22 feet long, from surface to the 19th level. 
Most of the timber for the mine is lowered on top of the cage but it was necessary 
to lower this unusually long timber by slinging it underneath the cage. The 
foreman had previously discussed with Schryer the job for which the timber was 
required. On the night of the accident A. Giffin, shift boss, told Schryer to wait 
for further instructions regarding the work. Schryer went into the headframe 
with the rest of the night shift. He told W. Honer, the cagetender who had been 
on duty since 3.00 P.M., that the timber would be lowered beneath the cage. 
Honer had been on the cage only three weeks and had never had occasion to lower 
anything that had to be slung beneath it. He asked W. Maki, an experienced 
cagetender, who was in charge of the combination cage and skip in the centre 
compartment, how it was done, and the latter said that he would do it for him 
after they had lowered the shift. The men were then gathering in the headframe. 
Schryer offered to attach the timber sling beneath the cage before the shift was 
lowered. The cage was rung up and stopped 6 or 7 feet above the shaft collar. 
Schryer and Honer carried two 16-foot planks to the shaft collar. Honer and 
several other men told Schryer to put on the safety belt which was permanently 
stapled to the post on which the shaft gate was hinged. He ignored this advice. 
He straddled one plank, slid it out about 5 feet into the shaft, and told Honer to 
stand clear. He then attempted to throw it across the long dimension of the 
shaft, a span of 9^ feet. The plank missed the far end of the compartment and 
fell down the shaft. In falling, the back end of the plank tipped up and lifted 
Schryer, who was still straddling it, throwing him into the shaft. His body was 
dismembered as it fell. Parts of it reached the bulkhead two sets below the 
19th level at 2,362 feet below the shaft collar.

Maki was on the opposite side of the open shaft gate taking the safety belt 
from its hanging place when Schryer attempted to throw the plank across the
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shaft. He did not see Schryer fall, but several of the large group of men gathered 
in the headframe did see exactly what occurred.

The cause of Schryer's death was described as dismemberment.
An inquest was held on December 9 before Coroner H. E- Montgomery at 

South Porcupine. The jury returned the following verdict:—
We, the jury, find P. Schryer met his death at Preston East Dome shaft on December 4 

by carelessness on his own part.

Renabie Mines, Limited
Leo Damianoff, naturalized British subject of Bulgarian birth, aged 44, 

married, employed as a shaft leader at the Renabie mine, was instantly killed 
about 8.45 P.M. on September 24 in No. 2 shaft, when hit on the head by falling 
rock when a sinking-bucket was dumped at surface while the dumping-doors 
were open.

The 3-compartment, vertical shaft is 6^4 by 16^ feet outside the timber. 
The long axis runs east and west. A cage-type crosshead and sinking-bucket are 
operated in the centre compartment, which is 5 by 5^2 feet inside the timber. 
The bucket holds about two tons of rock. The crosshead chairs are 32 feet above 
the shaft collar. The dumpman's platform is on the west side, about 12j^ feet 
above the collar. A pair of steel dumping-doors are hinged on the north and south 
sides, 8^/2 feet above the collar, and close at an inclination of 45 degrees about 9 
inches below the dumpman's platform. They are actuated by a compressed-air 
cylinder. The door-closing valves are automatically operated by the action of 
chairing the crosshead. The door-opening valves are manually operated by the 
dumpman, but the doors will not open while the crosshead is chaired.

During mucking operations, the bucket is hoisted until the crosshead is 
above the chairs and then lowered to a position about 5 feet above the dump 
man's platform. The crosshead lands on the chairs while descending with the 
bucket. This action trips the crosshead safety appliance and allows the bucket 
to continue downwards alone so that it can be dumped. The door-closing valves 
go into operation before the safety appliance is completely tripped, and the 
doors are normally closed before the bucket is stopped. To dump the bucket, the 
dumpman hooks a chain attached to the south side of the headframe into a ring 
suspended from the bottom of the bucket. The bucket is then lowered until it 
is dumped by the chain. The side of the bucket normally hits the peak of the 
doors, and the broken rock runs down the north door into a chute leading to a 
car in the shaft-house. After dumping, the bucket is hoisted to the previous 
stopping point, the chain is detached, and the bucket is again hoisted until the 
crosshead is lifted from the chairs. The dumpman then operates the door- 
opening valves, the doors open, and the crosshead and bucket are sent down the 
shaft. He next descends to the shaft-house floor and pushes the loaded car to 
the waste dump, assisted by a helper. On returning with the empty car, he climbs 
up to the platform and frequently finds a loaded bucket waiting for him to 
attach the chain, with the dumping doors closed.

The shaft had reached a depth of 165 feet at the time of the accident. A 
steel blasting-shield is used to cover the shaft, except for the centre compartment. 
It was about 14 feet above the shaft bottom. Sinking is being done on a 2-shift 
schedule, with the afternoon shift commencing about 6.00 P.M. The benching 
method of sinking is in use.

On September 24, the crew in the shaft on afternoon shift consisted of the 
leader, L- Damianoff, and three shaftmen, J. Koweluk, P. Mascarin, and A. 
Pulkinen. They commenced mucking out the pile of broken rock at the east end 
of the shaft, using two buckets in rotation. Shortly before 8.45 P.M., they sent
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the 14th loaded bucket to surface and started to load the 15th bucket. In the 
mean time, the dumpman, J. Cesar, had gone to the waste dump with the loaded 
car from the 13th bucket, assisted by D. Fournier. On his return to the plat 
form, he found the 14th bucket waiting for him in the usual location. He attached 
the chain and dumped it without noticing that the dumping-doors were open, 
thus spilling the contents down the shaft. Damianoff was working on the north 
side of the 15th bucket, just under the opening in the blasting-shield. He was 
hit on the head by falling rock and instantly killed. The other men were not 
injured.

The crosshead was apparently chaired at the time of the accident because it 
was later found by experiment that the bucket could not be dumped while in the 
crosshead. It is not known why the doors failed to close as usual on this occasion, 
but it seems likely that there was a temporary obstruction in the air-line or 
valves. There was apparently an ample supply of compressed air from a nearby 
receiver, which also serves the hoist. Cesar states that the doors closed as the 
bucket was hoisted to allow him to remove the chain and that they opened 
promptly when he operated the valves after the crosshead was picked up. The 
entire mechanism was afterwards found to be in good working order. It was 
dismantled for inspection, but nothing was found to show what had occurred. 
The dumping-chain and doors have since been mechanically interlocked to pre 
vent the dumpman from reaching the chain when the doors are open.

An inquest was held on October 23 by Coroner G. E. Young, M.D., at 
Chapleau. His verdict was as follows:—

Leo Damianoff came to his death at the Renabie Alines, Missanabie, Ontario, on September 
24, 1946, as a result of severe cranial and cerebral injuries, which caused instant death. The 
evidence shows that rock fell down the shaft due to mechanical failure of the mechanism which 
operated the safety doors at the head of the shaft of the mine. The evidence has shown that satis 
factory safety measures had been taken in the operation of this particular equipment, and no 
blame can be attached to any one. Accidental death.

Smith and Travers Company, Limited

Frank Coutts, British, aged 21, single, employed as a diamond-drill helper 
by the Smith and Travers Company, Limited, was instantly killed about 4.05 
A.M. on May 8 when struck by a train in No. l exploration drift east on the 
1,500-foot level at the Murray mine of the International Nickel Company of 
Canada, Limited.

This exploration drift is being driven eastward and is from 6 to 7 feet in 
width. Diamond-drill drifts are driven southward for a distance of 15 to 20 feet 
at intervals of 100 or 200 feet along the exploration drift as the face is advanced. 
The broken rock is loaded into 27-cubic-foot Hudson cars by means of an Eimco- 
Findlay shovel. The cars are 4 feet 5 inches in width and 3 feet 11 inches in height. 
Nine cars are shuttled between a switch station and the shovel by a 5-ton battery 
locomotive until loaded and are then hauled to the dump near No. 2 shaft. The 
mucking crew consists of a motorman and a shovel operator. The latter acts as 
switchman during the trip to the dump, at which time a tail-light is carried on 
the end car. The tail-light is not carried during the shuttle work.

On May 6, Smith and Travers Company, Limited, started to drill south 
ward from No. 39 diamond-drill drift, located between the switch station in use 
and the face of the exploration drift. W. Tkachuk and his helper, F. Coutts, 
operated the diamond-drill from 12 midnight to 8.00 A.M. on May 7 and returned 
to work at 12 midnight on May 8. Their working-place was then about 126 feet 
from the face and 200 feet from the switch station.

B. Lee, motorman, and P. Laurin, shovel operator, were working in the
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exploration drift on the midnight to 8.00 A.M. shift on May 8. They loaded 17 
cars prior to the accident. The locomotive was pushing 8 full cars and an empty 
car towards the shovel shortly after 4.00 A.M. at a speed of 2 to 3 miles per hour. 
Laurin noticed a pair of legs projecting from underneath the leading car as it 
approached the shovel and shouted at Lee to stop the train.

Coutts was lying with his back on the south rail, his head under the rear 
axle inside the rail, and his right leg outside it. He had sustained severe head 
injuries and was dead when reached.

An investigation revealed blood on the south side of the drift starting from 
a point about 16 feet east of Coutts' working-place. It is presumed that he was 
struck at this point and shoved along the track for a distance of 61 feet. His 
electric cap-lamp was found beside him. The diamond-drill was in operation at 
the time of the accident, with Tkachuk standing at the controls. A new drill-rod 
had been added just before 4.00 A.M., after which Coutts sat down on a box to 
eat his lunch. He was not seen again until after the accident. He had worked 
underground at the Murray mine since April 17, following his discharge from 
the Navy.

An inquest was held on May 30 by Coroner P. E- Laflamme, M.D., at the 
Murray club-house. His verdict was as follows:—

Frank Coutts, age 21, employed as a diamond-drill helper by Smith and Travers Company, 
Limited, was instantly killed about 4.05 A.M. on May 8, 1946, while working for this company at 
the Murray mine of the International Nickel Company, Limited. From evidence given, he was 
apparently struck by a shuttle train in No. l exploration drift east on the 1,500-foot level, about 
16 feet east of his working-place in No. 39 diamond-drill drift. The locomotive was pushing nine 
cars towards a mucking-machine which was working in the face of the development drift, about 
110 feet east of the diamond-drill drift. The leading car struck Coutts and pushed him for a 
distance of about 61 feet before any one knew that an accident had occurred. The train was 
travelling at a slow rate of speed. Coutts should not have been east of his working-place. It is 
thought that he may have wanted to see the mucking-machine in operation. He died from a com 
pound comminuted fracture of the skull. Accidental death with no blame attached to any one.

Steep Rock Iron Mines, Limited

Eli Skrumeda, British, aged 28, single, employed as a driver of a Euclid 
truck at the Steep Rock iron mine, was instantly killed on April 23, at about 
12.30 A.M., when the truck he was driving backwards went over the outside edge 
of the 1,200-foot bench at the "B" ore-body open pit. He had been employed at 
the mine since April 17, 1946.

The "B" ore body strikes north and south and outcrops in the bed of Steep 
Rock lake on the west side of Mosher point. The ore dips to the west at a steep 
angle. The top of the ore body has been uncovered for a length of 1,800 feet. 
During the past winter and spring months, part of the work has consisted of 
benching back the limestone rock of Mosher point, which rises steeply from the 
footwall contact with the ore body on the east side.

The l ,200-foot bench was being advanced horizontally in and along the footwall 
from the south end at a rate of 65 feet in 24 hours. At the time of the accident 
it had reached a point 540 feet north of the junction of the bench, the ramp from 
the 1,170-foot bench, and the main haulage road to the pit across the old lake 
bottom from the former south shore. It was at about the same level as the haul 
age road. The bench was planned to have a final average width of 40 feet and to 
be used as a roadway. Owing to clay seams, et cetera, in the limestone, which 
allowed overbreak, some sections were narrower. Boulders piled on the inner 
side of the road along the wall cut the driving width at one place to 22 feet, 
which was the narrowest point.

Operations at the pit were on a 3-shift basis. The broken rock was loaded
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by a power shovel into 15-ton Euclid trucks, having an over-all width of 8 feet 
6 inches, and hauled back along the bench and main roadway to a waste 
dump.

When the 1,200-foot bench was started, the trucks, when proceeding to the 
shovel, turned at the intersection of the bench and the haulage road, where there 
was a road width of 80 feet or more, and backed in to the shovel. When the 
bench had been advanced 500 feet, a turning-point was established to allow the 
trucks to head in on the bench and turn near the shovel.

On April 22, the day previous to the accident, it had rained considerably 
and the road turn close to the shovel had become badly churned up and rutted 
so that turning the trucks at this point was not easy for the drivers. On the 
3.00 to 11.00 P.M. shift of April 22, the trucks had all headed in to the turning- 
point. When the 11.00 P.M. to 7.00 A.M. shift came out, the Euclid drivers ap 
parently decided to back in from the south end of the bench. The practice, on 
this bench, had been for the empty trucks to back in, keeping to the inside of the 
road, and for the loaded trucks, going out, to take the outside. Flood-lighting is 
not used on these roadways because it is claimed that the glare of the flood 
lights creates a hazard to drivers. It may benefit a driver proceeding in one 
direction but blind a driver in another direction. Backing this distance at night, 
howrever, would have to be done with extreme care and was not safe practice. 
Drivers backing up with the wall on their left could open the door on this side 
and watch the wall as a guide. When trucks passed, the inside truck was always 
stopped. The lighting at the No. 5 shovel on the 1,200-foot bench consisted of 
four 150-watt Projector-type flood-lamps, mounted on the front of the shovel, 
and two at the back. These furnished good lighting for the loading operation and 
the truck turn only. On April 22, Skrumeda had come on duty at 11.00 P.M. 
with eleven other Euclid drivers. This was his second shift driving alone. Daniel 
Wood, truck spotter at the No. 5 power shovel loading on the 1,200-foot bench, 
says that Skrumeda made two trips from the shovel to the dump with No. 4 
Euclid truck and was coming in on the bench for a third load when the accident 
happened. He turned the truck around at the south end of the bench and was 
backing in. He had backed a distance of 250 feet when the truck went over the 
outer edge of the bench.

Just before the accident, the truck spotter, Wood, saw a loaded truck going 
out passing Skrumeda's truck going in at the south end of the 1,200-foot bench. 
At that time Skrumeda's truck was next the wall, and the loaded outgoing truck 
passed on the outside. Shortly afterwards Wood saw the lights of the truck 
flashing upwards as it went over the edge of the roadway. He ran to the truck, 
taking with him two other men who were working near by. At this time Foreman 
Kidd also arrived. The truck had made a three-quarter roll sideways and landed 
on its side 20 feet below on the 1,170-foot ramp. Skrumeda had apparently been 
thrown out of the cab of the rolling truck and landed on the ramp ahead of it; 
he was found lying on the roadway with his head pinned under the front wheel. 
The truck was quickly lifted by a bulldozer, and Skrumeda was freed. He had 
apparent severe head injuries, and there was no pulse or heart-beat. Dr. 
Robinson arrived soon afterwards and stated that Skrumeda had been killed 
instantly. Death was due to severe head injuries.

When Skrumeda applied for work as a truck-driver at the mine, he stated 
that his experience included driving heavy army trucks for two and a half years. 
He was first placed with experienced drivers to get acquainted with the trucks 
and the operation before being assigned to driving Euclid trucks alone. W. 
Langford, the second driver Skrumeda was working with, stated that he had
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considered Skrumeda competent to drive a Euclid truck. This was also the 
opinion of his foreman, Allan Kidd.

Skrumeda, on his last trip in, apparently did not continue to keep to the 
inner side of the road; from the wheel marks noted later, he had been backing 
along the outer edge for at least the last fifteen feet. The roadbed was hard at 
this point, and the wheel tracks could not be traced farther back. The road at 
the place he went off was 30 feet wide.

No instructions had been issued to the drivers on the Monday night shift 
after coming on, with regard to the method of approaching the shovel. The 
previous week this shift had been the 7.00 A.M. to 3.00 P.M. shift. There were 
two men on shift in general charge, one foreman, C. Stueland, and a subforeman, 
A. Kidd. Stueland had come off another shift and was just starting on this one. 
At the beginning of the shift he first visited the No. 5 shovel on the 1,200-foot 
bench and then proceeded to another section of the work. He stated that when 
he visited the 1,200-foot bench he did not see any Euclid trucks backing in and 
that he would have stopped this practice if he had noted it. At the start of the 
shift, A. Kidd had proceeded to the north end of the pit to check some reported 
difficulty.

S. Yawney, driver of No. 4 Euclid truck on the previous shift, reported that 
this truck, which Skrumeda later drove, had been in good operating condition. 
His shift card showed that he reported trouble with the horn only. After the 
accident, the damage to the truck was found to be a smashed door and some very 
slight damage to parts of the body. The steering-gear was found to be in excellent 
operating condition.

The company now-proposes to install backing-lights on the Euclid trucks 
and already has made progress in this respect by altering and temporarily using 
the tail-lights as such.

An inquest was held at 2.00 P.M. on April 26 at the office of Steep Rock Iron 
Mines, Limited, at Steep Rock Lake before Coroner W. G. Boyle, M.D., with 
Crown Attorney N. L. Croome attending. The coroner's verdict was as follows:—

That Eli Skrumeda came to his death at 12.20 A.M., the 23rd day of April, 1946, at Steep 
Rock Iron Mines, about 300 feet southeast of electric shovel on bench 1,200 where the Euclid 
truck he was operating backed over bench 1,200 and fell to bench 1,170, a distance of 21 feet, the 
front left wheel of said Euclid truck coming in contact in the falling (or rolling) of the said Euclid 
truck with the head of the driver, EH Skrumeda, and inflicting head injuries and fractures im 
mediately causing his death. That the said EH Skrumeda thus came to his death from accident, 
misadventure, mischance, and no blame is attachable to the Steep Rock Mine Company or any of 
its servants, officers, agents, or employees.

Upper Canada Mines, Limited

Frederick Harrop, aged 66, British, employed as a boiler fireman and lamp 
man at the Upper Canada mine, died of acute lobar pneumonia in the Kirkland 
District Hospital on September 23, thirty-one hours after he sustained three 
fractured ribs from a fall in the boiler-room at the Upper Canada mine. Harrop 
had nine children, the youngest of whom, a daughter, was 18 years of age.

Harrop was hired at the Upper Canada mine on November 15, 1938, as a 
surface labourer. For the past few years he had worked in the mechanical de 
partment tending the automatic stoker in the heating-plant and servicing the 
miners' lamps.

On Sunday morning, September 22, at approximately 8.30 A.M., he reported 
to Hartley West, the master mechanic, that he.had tripped over the feed screw 
of the mechanical stoker in the boiler-room when the cuff of his pant leg caught on 
a projection and that he had injured his side. West called a taxi for him and had 
him sent to the Kirkland District Hospital for examination.
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Dr. C. N. Brebner attended Harrop in the hospital, diagnosed his injury as 
fractured ribs, and strapped his chest with adhesive. On the clinical examination 
the patient's temperature was normal. There was no indication of internal 
injuries. He was sent home to Dobie.

At 8 o'clock the same evening Dr. Brebner received a call that Harrop was 
suffering pain. He was brought to the hospital by ambulance and again examined 
by Dr. Brebner at 9.30 P.M. His temperature was still normal but he complained 
of considerable pain in the lower right side of his chest where the ribs were 
cracked. Dr. Brebner removed the adhesive strapping, gave him a sedative, and 
kept him in the hospital.

On the morning of September 23, at 7.00 A.M., Harrop's temperature was 
reported to be higher, and Dr. Brebner again examined him. He found evidence 
of pneumonia of the left lung. Harrop did not respond to treatment, but became 
progressively worse and died at 3.00 P.M.

Coroner J. F. Edis, M.D., ordered an autopsy, which was performed on 
September 24 by Dr. J. Lebland. Dr. Lebland found that the lower lobe of the 
left lung showed evidence of acute lobar pneumonia. The 10th, lith, and 12th 
ribs were fractured in the right posterior region. There was no injury to the lung 
or internal organs from the fractured ribs. In the opinion of both Dr. Brebner 
and Dr. Lebland the injury sustained by Harrop on September 22 was a con 
tributing cause to the rapid development of acute pneumonia from which the 
patient died.

An inquest was held at 7.30 P.M. on October 2 in the Kirkland Lake Town 
Hall before Coroner J. F. Edis, M.D. The jury returned the following verdict:—

We, the jury, find from the evidence given that Frederick Harrop came to his death on 
September 23, 1946, from lobar pneumonia of the left lung undoubtedly aggravated and rapidly 
advanced from a chest injury suffered by the deceased at the Upper Canada Mines on September 
22, 1946.

Wartime Metals Corporation

James Regan, British, aged 54, single, employed as a rod-mill operator at the 
Craigmont Corundum project, an operation of the Wartime Metals Corporation 
near Combermere, was suffocated at about 4.30 A.M. on July 27, when trapped 
by a run of fine ore in the ore bins where he was shovelling.

At this property corundum is recovered from mill tailings resulting from 
previous operations. The tailings are scraped and conveyed to flat-bottomed 
wooden bins, which are divided into four compartments. Each compartment 
feeds on to a conveyer belt through manually operated chutes. From the point 
of discharge the material is conveyed to a rod mill, and the product is fed over 
gravity tables. The bins are 35 feet long, 16 feet wide, and 16 feet deep. The 
chute openings are 18 by 24 inches. The chutes, made of steel plates bolted 
together, extend below the bottom of the bin a distance of about 2 feet. The 
tailings material is one-fortieth of an inch or less in size, and its moisture content 
in the bins ranges from 5 to 8 per cent. When being piled the material will assume 
an angle of repose of about 50 degrees, but while being drawn from the bins it 
will frequently hang up at steeper angles. When a hang-up occurs, or when a 
bin is low, men work the material from a platform at the top of the bin by means 
of long, blade-ended bars. Sometimes, however, this is not sufficient to release 
the material, in which case the men shovel from within the bin. A safety harness 
attached to a %-inch life-line is. provided. In addition, a notice is posted on a 
nearby wall to the effect that a man must wear the safety harness whenever 
working in the bins and also that a second man must be in attendance.

The tailings are scraped from the dump and conveyed to the bin on two
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shifts, 6 A.M. to 2 P.M. and 2 P.M. to 10 P.M.; the mill operates on a 3-shift basis. 
During the night shift, 12 P.M. to 8 A.M., the supply of tailings to the bins is 
stopped, and as the bins are drawn down the rod-mill operator is required, at 
times, to bar or shovel down any hung-up material. Only two men are employed 
in the mill on night shift.

Regan had been employed continuously as a rod-mill operator since the 
commencement of milling operations in May, 1944. On the morning of July 27 
he came to work late and started at 2.30 A.M. After eating his lunch he went to 
the bins to shovel. At about 4.00 A.M. Edmond Coulas, the Diesel operator, 
visited him. At that time he was working in the No. l compartment while ma 
terial was being drawn from No. 4 compartment. He was not wearing the safety 
harness. At about 5.00 A.M. Nick Pavelick, the senior mill operator, noticed that 
the conveyer belt feeding the rod mill was running empty. Upon investigation 
he found a booted foot caught in the No. 4 chute. After stopping the belt he 
climbed to the top of the bins and, seeing no sign of Regan, called to Coulas, who 
then ran to the bunk-house for help. Coulas called the manager, A. G. Roach. 
Pavelick and a party started to uncover Regan, while Roach and his party set 
up an acetylene torch and started cutting away the chute. When they started to 
shovel, the material in the centre of the bins was about 9 feet below the top. 
Within 20 minutes Regan's head was uncovered beneath about 2 feet of ma 
terial. The body was in an upright position. The face was somewhat discoloured, 
and no sign of life remained. At 5.25 A.M. the chute was removed and the body 
was drawn through. The safety harness had not been worn.

Artificial respiration was begun immediately, and Roach telephoned Dr. F. 
W. Kggert, of Millaloe. Dr. Eggert arrived at 6.45 A.M. and pronounced the man 
dead. When the coroner, Dr. J. Reeves, arrived he examined the body and 
ordered an autopsy, which was performed the same day by Dr. A. J. Skelley, who 
found the injuries to consist of minor abrasions, collapse of the lungs, and slight 
enlargement of the heart. Death was ascribed to asphyxia following the stoppage 
of oxygen supply to the body. Time of death was set at about 4.30 A.M.

An inquest was held on August 7 at the Combermere Town Hall before 
Coroner J. Reeves, M.D. The jury returned the following verdict:—

We find that James Regan came to his death on the morning of the 27th day of July, 1946, 
at the Craigmont Corundum project in the township of Raglan where he was employed. The 
deceased died of asphyxiation, having been buried in mill tailings in an ore bin when shovelling 
tailings. We find that death was accidental, and we do not attach blame to the company.

Wright-Hargreaves Mines, Limited

Felix J. Mutka, single, aged 33, naturalized British subject of Finnish birth, 
employed as a motorman, died from injuries sustained when a loaded steel-truck 
fell over on him on the 4,350-foot level of the Wright-Hargreaves mine. The 
accident happened at 7.30 P.M. on June 24 at No. 5 winze station. He died at 
8.40 A.M., June 25.

Mutka was first hired as a mucker at the Wright-Hargreaves mine in 1936. 
In 1939 he became a motorman. From 1941 to 1946 he served in the Canadian 
Army and had been back at the Wright-Hargreaves mine three and a half months 
after his discharge from the army.

The accident happened just at the beginning of the 7.00 P.M. to 3.00 A.M. 
shift. A loaded steel-truck containing 50 sets of drill-steel, consisting of starters 
and 3-, 5-, and 7-foot lengths of steel, had been lowered to the 4,350-foot level 
from surface via No. 4 shaft and No. 5 winze on the day shift of June 24 and left 
on the track at the shaft station for the afternoon shift to unload and pile in the 
steel-rack. The steel-truck, which is a standard type at the Wright-Hargreaves
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mine and quite commonly used in the mining industry, is 3 feet 6 inches long with 
a 2-foot wheel base. The box of the truck is steel plate with the sides stepped up 
from 2 feet on the low end to 4 feet 9 inches on the high end. The steel is loaded 
into the truck in a vertical position with the starters loaded in the low end and 
the longer steel at the high end. To help stabilize the load the 7-foot steels are 
placed closer to the centre of the box than the 5-foot steels. The truck is designed 
to be pushed by hand, having two hand grips on each side. The track gauge is 
18 inches. The estimated weight of 50 sets of steel is 2,230 pounds, and the 
weight of the truck is 850 pounds, a total of 3,080 pounds.

No. 5 winze is 30 feet from the centre line of the 4,350-foot level crosscut, 
which runs in an approximate north-south direction. The track extends from 
No. 3 compartment of the winze and branches out to form a "Y," one arm of 
which goes north and the other south to connect with the main-line track in the 
crosscut. Another switch from the main line leads to No. l compartment. This 
branch line is close to the north wall of the station.

Mutka was moving the steel-truck out of the way so that he could switch 
his motor over the "Y" to get it turned end for end and put it behind a mucking- 
machine which he was going to push into the mine workings. A machine helper, 
S. E- Neuman, who was standing at the station, was assisting him to move the 
truck. They attempted to push it on to the switch leading to No. l compartment 
of the shaft, but the steel in the truck fouled the overhead air and water-pipe. 
Mutka then decided to push the truck down the north leg of the "Y." With 
Neuman pushing and Mutka pulling, the truck was moved over the switch. In 
some manner Mutka's left foot caught and the truck toppled over pinning him 
to the track. The truck did not jump the track but rotated over the front wheels. 
The track and switch at this point are in good condition. Mutka's partner, F. 
Wilkinson, and another machine helper, A. Charron, were standing at the station 
when the accident occurred. They assisted Neuman to remove the weight from 
Mutka and called the first-aid room. Dr. C. S. Harris arrived in a few minutes 
at the scene of the accident and attended Mutka. He was removed to the 
Kirkland District Hospital, where he died at 8.40 A.M. the following day. Mutka 
sustained a series of crushing injuries and compound fractures of the tibia, 
fibula, and femur of the left leg and of the left side of the pelvis. His bladder was 
ruptured, and parts of his intestines torn. The cause of death was shock and 
internal haemorrhage.

Mutka was acting contrary to the company's safety regulations in that he 
was pulling the truck instead of pushing, and he must have been fully aware of 
this regulation.

An inquest was held on July 3 in the Municipal Building of the township of 
Teck in Kirkland Lake before Coroner J. F. Edis, M.D.

The jury returned the following verdict:—
Felix Mutka did on the 25th day of June, 1946, come to his death at the Wright-Hargreaves 

mine due to internal haemorrhages caused by an accident on the 4,300 level when a car of steel 
overturned on top of him.

QUARRIES 

Chemical Lime Company, Limited

Enrico Nadalin, a naturalized British subject, of Italian birth, aged 42, 
married, without children, employed as a labourer at the limestone quarry of 
the Chemical Lime Company, Limited, at Beachville, was fatally injured when, 
after an epileptic seizure, he fell beneath the wheels of a passing truck at 1.55 
P.M. on June 13. He died about 2.05 P.M. the same day.
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Nadalin had been employed intermittently at this quarry for a period of 
years and had worked continuously since February, 1945. During this time he 
worked as a labourer in and about the plant. He was subject to epileptic fits, 
moderately severe in nature but not accompanied by convulsions; invariably he 
would collapse but generally within five minutes he would be sufficiently recovered 
to resume his duties. Lately he had been subject to two or three such attacks 
each week. He had received medical treatments but had not benefited from 
them. The management was aware of Nadalin's condition and had advised the 
Workmen's Compensation Board of his employment and at the same time for 
bidden Nadalin to work near the quarry edge, to work above ground level, or to 
work inside trucks or railway cars.

The limestone is quarried and hauled to bins by truck and dumped into a 
crusher. The product is carried by conveyer belt up to and over vibrating screens. 
Two different undersize products from the screens accumulate in a loading-bin, 
and the oversize is carried on to fall on to a stock pile. The bin is of timber con 
struction, divided into two compartments. The fine undersize from the screens 
falls into the east compartment and the coarse into the west compartment. The 
bin floors are about 10 feet from the ground to permit trucks to back under either 
of the compartments and be loaded for shipment. From the stock pile the over 
size is shovelled by hand into 2-ton buckets, which are hoisted by means of a 
3-drum swinging derrick swung across the road leading to the bin, from which 
it is charged to the top of the lime kilns.

On the afternoon of June 13, Nadalin and his partner, Albert Odorico, were 
shovelling oversize into buckets, and at about 1.55 P.M., after a loaded bucket 
had been hoisted, they stepped over and stood in the shelter of the nearby bin 
while the empty bucket was being returned. Meanwhile, Albert Thompson, a 
company truck-driver, was loading his vehicle, a Reo 2-ton dump-truck, equipped 
with dual rear wheels, with fines from the bin farthest from the place where 
Nadalin and Odorico were standing. After loading, Thompson started up, pulled 
out from under the bins, stalled, started up again, and turned sharply left to 
enter the roadway. He had partially completed his turn when Nadalin slumped 
forward, fell against the side of the slowly moving truck, then to the ground, where 
he lay on his back with his head to one side. The outside left rear wheel of the truck 
passed over his left shoulder and the back of his head. Odorico, who was standing 
about 6 feet from Nadalin, rushed to the front of the truck and stopped the driver. 
As he had driven past the two men, Thompson had spoken to them and noticed that 
Nadalin was smiling. He had no intimation that Nadalin had been run over 
until he felt a gentle thump from his left rear wheel and heard Odorico shouting 
for him to stop. When stopped, the rear wheel was about 3 feet past Nadalin as 
he lay on the ground. He was unconscious and, owing to his obvious injuries, 
no first aid was attempted. An ambulance and a doctor were called. Upon 
arrival at about 2.15 P.M., Dr. C. A. Osborne, of Ingersoll, pronounced the man 
dead. The time of death was set at 2.05 P.M. Coroner H. G. Furlong, M.D., also 
of Ingersoll, was called and, after examination, ordered the body removed.

Injuries consisted of compound fracture of the skull, severe lacerations of the 
neck, and crushing of the chest. Death was ascribed to the skull fractures and 
chest injuries.

An inquest was held on June 25, at the Ingersoll Town Hall before Coroner 
H. G. Furlong. The jury returned the following verdict:—

We, the jury, impanelled to enquire into the death of Enrico Nadalin find as follows: That 
Enrico Nadalin was accidentally killed June 13, 1946, at about 2.00 P.M. in the vicinity of the stone 
bins on the property of the Chemical Lime Company, Limited, township of North Oxford. That
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the deceased struck the side of a passing loaded dump truck, subsequently sliding under the rear 
left wheel, during an epileptic seizure. That the truck wheel passed over his head, shoulder, and 
chest, causing compound fracture of the skull and crushed chest; injuries which caused his death.

Limestone Products, Limited

Clifford Northey, British, aged 34, married, with four children, a mechanic 
at the limestone quarry of Limestone Products, Limited, at Uhthoff, was fatally 
injured at about 10.15 A.M., April 30, when crushed by a truck against machinery 
he was repairing. He died the following day at about 2.30 P.M. in the Soldiers' 
Memorial Hospital at Orillia.

At this property, limestone is quarried and trucked to a crusher. The 
product is conveyed to a mill building, where it is recrushed, sized, and stored in 
bins, or in some cases by-passed to outside stock piles. A double-tracked siding 
passes under the bin structure, and crushed stone of various sizes is loaded into 
either railway cars or trucks from the bins. The siding runs east and west, and 
the long dimension of the mill building north and south. Approximately 40 feet 
east of the mill building a small machine shop is located, and the intervening 
space comprises part of the yard area. The tops of the track rails are about 6 
inches below the surface of the yard. The stock piles are located farther to the 
east. The stock-piled material is loaded into railway cars or trucks by a loco 
motive clam. Most of the stone is shipped by rail, company personnel being 
employed at all times in these loading operations. Occasionally, however, ma 
terial is sold to contractors and private truckers, in which case they operate 
their own vehicles.

On the morning of April 30, Northey and a helper, John Kavanaugh, were 
repairing the dipper stick of a Koehring gas shovel. Northey had been em 
ployed continuously for nine years by the company as an electrician, but 
at times worked on mechanical repairs. The dipper stick, about 15 feet in 
length and 2,500 pounds in weight, was lying on the ground in the yard area mid 
way between the mill and the machine shop. The stick, with the yoke to the 
north, was about 20 feet away from the closest rail of the siding. At about 10.00 
A.M., A. S. Davy, a private trucker from Washago, after enquiry at the office 
drove into the yard area where Northey and Kavanaugh were working and seeing 
them standing at the yoke swung around them and stopped in a position close 
beside and parallel to the track. He was driving his own 5^2-ton cab-over- 
engine International truck, which had a 4-yard box. He spoke to Joseph Cranney, 
the shipper, who was standing near by, to inquire for some l-inch stone. Cranney 
redirected him to the stock piles. Davy started back and swung his rear wheels 
on to the track, then came forward, while Cranney walked behind the slowly 
moving truck to return to the bins. Davy had come forward about 16 feet when 
the bumper struck both Northey and Kavanaugh, who were kneeling down over 
the yoke of the dipper stick. Kavanaugh was knocked forward, clear of the 
stick, while Northey was crushed between the bumper and the horns of the 
yoke; both the injured man and the stick were driven forward about 18 inches 
before the truck came to a stop. As he prepared to come forward the rear wheels 
of Davy's truck were at track level, while the front wheels were on the higher 
surface of the yard and this raised his line of vision above the men and the dipper 
stick. As he drove forward he thought he had sufficient clearance and was un 
aware of the possibility of striking the men until the far end of the dipper stick 
came into view. He then braked the truck, but not in time to avoid striking the 
men. After signalling Davy to back up, Kavanaugh returned to help Northey 
who was crouched forward over the stick. Northey was still conscious and 
Kavanaugh eased him to the ground. Meanwhile Cranney, realizing the serious-
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ness of Northey's injury, telephoned the company office, and an ambulance and 
doctor were called from Orillia. Dr. A. P. Asselstine, of Orillia, arrived within 
fifteen minutes and, after treating the injured man for shock, ordered him re 
moved to the hospital in the ambulance. Although the deceased remained con 
scious he failed to rally and died at the hospital at 2.30 P.M. on May 1.

Dr. Asselstine, who continued to attend Northey while in the hospital, 
described his injuries as severe crushing of the left chest and shoulder region, 
numerous fractures of the left scapula, complete disarticulation of the left cla 
vicular joint, severe crushing, and tearing of the great vessels and nerves of the 
left arm resulting in a complete gangrene of the arm, accompanied by great and 
severe shock. Death was ascribed to the shock following the injury. Owing to 
misunderstanding on the part of Limestone Products, Limited, the Department 
of Mines was not notified. A Crown charge of criminal negligence was laid 
against Davy, and pending the completion of proceedings, the Coroner of Simcoe 
county decided that an inquest was not necessary and did not notify the Depart 
ment of Mines. The case against Davy was dismissed.

CLAY, SAND, AND GRAVEL PITS 
John Armstrong

Rheal Lemieux, aged 25, single, British, a teamster, was fatally injured at 
about 3.00 P.M. on Thursday, February 28, when he was struck by a falling piece 
of frozen gravel in the pit of John Armstrong in the township of Cumberland, 
county of Russell, near Bearbrook. He died about 5.00 P.M. the same day, 
shortly after admission to the Ottawa General Hospital.

The pit is located on lot 23, concession V, Cumberland township, and has 
been in operation for more than 12 years. From time to time Armstrong has 
leased the gravel rights to road contractors, but at the present time he is operating 
the pit, selling the gravel to individuals, mainly farmers, who load by hand and 
haul it away themselves. Armstrong is generally present to supervise digging and 
loading operations. The pit, about 300 feet in diameter and 15 feet in depth, 
contains fine to coarse gravel, banded in places by a clayey material and covered 
with two or three feet of soil. During the summer the gravel runs comparatively 
freely, and the banks are worked at a safe angle. With the coming of frost the 
top material is frozen to a depth of 4 or 5 feet and, during the winter, as the loose 
gravel sloping against the banks is removed, the underlying unfrozen gravel con 
tinues to crumble while the frozen material remains in place, leaving an over 
hanging brow. In some places this frozen brow has to be blown down by ex 
plosives. The teamsters have been warned by Armstrong in the past and are 
generally aware of the danger of working under such a brow.

February 28, the day of the accident, was clear and mild, and as the gravel 
thawed the danger of frozen material suddenly coming loose was greatly in 
creased. Numerous farmers had taken advantage of the weather to load and 
haul gravel from the pit. Among them were Rheal Lemieux and his younger 
brother, Conrad, who had been hauling occasionally from this pit for the past 
two years. They each had a team and a sleigh carrying a box having a capacity 
of two yards. They arrived about 2.00 P.M. and were met by Armstrong. There 
were then five or six other teamsters busy loading in the pit, and Armstrong 
directed them to a face on the east side of the pit that had been extensively under 
cut. At this time Armstrong told them to "watch their step." Although neither 
of the brothers spoke English, they apparently understood it sufficiently well to 
comprehend Armstrong's warning as well as his directions. The brothers drove
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to the face, arranged their sleighs back to back, and began loading. Armstrong 
joined them at the face and helped them to shovel. Rheal Lemieux, farthest to 
the south of the trio, was shovelling into his own sleigh. Armstrong was next to 
him and was helping Conrad Lemieux load into the latter's sleigh. According to 
various descriptions the face at which Rheal Lemieux was working had been 
undercut to a maximum depth of 5 feet for a height 6 feet above the pit floor, 
and from there the gravel sloped outward and upward to a point 10 feet above 
the floor of the pit, from which point it rose vertically for about 6 feet to the top 
of the bank, leaving an overhanging brow.

When both sleighs were partly loaded, another teamster, Dorila La Plante, 
drove up, dismounted, and came over to speak to Rheal Lemieux. In the course 
of the conversation he warned him that he was working in a dangerous place. 
La Plante then turned to speak to Armstrong, and shortly after a thump was 
heard and a cry from Lemieux that his back was broken; he was crouched for 
ward in the midst of several large chunks of frozen gravel, only his left foot being 
covered. The overhang showed that a ton or more of material had fallen.

La Plante and Armstrong pulled Lemieux free and laid him on his brother's 
sleigh. Rheal lost consciousness, and they revived him with snow. Realizing 
the seriousness of the injury, Armstrong called to his son Leslie to telephone for 
a doctor. Lemieux was then transferred to La Plante's sleigh, which was empty, 
and driven to Leslie Armstrong's house, some 400 yards distant; it was about 
3.00 P.M. by this time. Unable to locate a doctor, Leslie Armstrong called 
Tanner's ambulance from Vars and accompanied Lemieux to the Ottawa General 
Hospital. It has since been found that there was no first-aid kit available. 
Lemieux lost consciousness during the trip to the hospital and died shortly after 
admission at about 5.00 P.M. An autopsy was performed by the hospital pathol 
ogist, Dr. Liddington, who found numerous cuts and bruises, a mass of clotted 
blood in the retro-peritoneal aspect of the abdomen, the pelvis full of blood, the 
pubic rami fractured, and the pelvic bones fractured bilaterally. Death was due 
to massive haemorrhage, fractures, and shock.

An inquest was held at 2.30 P.M. on March 28 before Coroner W. C. Tweedie, 
M.D., in the court-house at Leonard, in Russell county. The jury returned the 
following verdict:—

We, the jury, find that Rheal Lemieux came to his death by internal haemorrhage and shock 
in the Ottawa General Hospital in Ottawa on the 28th day of February, 1946, from the effects of 
being hit by a lump of frozen gravel or earth in the gravel pit of John Armstrong, lot 23, concession 
V, in the township of Cumberland and we agree that the injuries were accidental and that the pit 
was not to the requirements of the Act governing gravel pits.

Toronto Brick Company, Limited 
(Don Valley Plant)

Isaac Collins, labourer, British, aged 62, married, with 12 children, was 
fatally injured at 4.00 P.M. on January 18 when he was struck by a shale-car in 
the pit of the Don Valley plant of the Toronto Brick Company, Limited. He 
died in St. Michael's Hospital at 3.00 P.M. on January 19. He had been employed 
since January 3 as a pit labourer. He was quite deaf and employed a battery- 
activated hearing-aid, with which he was able to hear normal conversation.

Shale for the manufacture of brick at this plant is obtained from a pit 90 
feet deep. Clay overburden is stripped back from the surface, and the shale is 
benched down by normal drilling and blasting methods. The broken shale is 
loaded by a Diesel-driven, bucket-type tractor-loader into mine cars. The cars 
are side-dumping, with a capacity of l J/2 yards of material. They are 6 feet long 
and 68 inches wide, with an overhang of 16 inches on each side outside the track
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rails. Track in the pit consists of 40-pound rails laid on timber ties set to 36-inch 
gauge.

The grinding plant, located on the surface at the south edge of the pit, is 
reached by means of two parallel, 15-degree inclines about 100 feet apart. The 
broken shale is brought to the foot of the inclines by a pony; the cars are con 
nected to a hoisting-rope and drawn up into the grinding-plants by means of 
electric hoists.

The track on the west incline, which has a slope distance of 350 feet, splits 
at the bottom into two branches, one leading to the west and the other to the 
east. At the top, where the track crosses over the sill of the entrance to the 
grinding-plant, it turns slightly east and flattens to a gradient of 2 degrees for a 
distance of 70 feet, at which point the track ends. Near the entrance there is a 
switch leading to another track to the west. The hoisting-cable is ^g-inch steel- 
wire rope connected to a bracket on the car by means of a clevis and safety pin. 
It was attached to the spider of the hoisting drum by a U-bolt clamp. The hoist 
has a single drum, 20 inches in diameter and with a 30-inch face, powered by a 
15 h.p., 550-volt Canadian Westinghouse induction motor. Power is trans 
mitted through a chain drive, shaft, and pinion to a bull gear, and thence to a 
friction-type disc clutch. The disc is 16 inches in diameter and is faced with 
5/16-inch redwood fibre. The brake band is made of 3/16-inch plate, 3 inches 
in width, faced with 5/16-inch redwood fibre, and acts on a 26-inch diameter 
brake drum. To operate the hoist the operator stands on a platform located some 
15 feet inside the doorway and at an elevation of 9 feet above the track. From 
this point he is able to look out through the entrance and observe the car moving, 
or turn back and watch the hoist, which is located at the end of the track. The 
clutch on the hoist is operated by a hand lever mounted on the platform and 
connected, by means of pulleys and a cable, to the bridle of the clutch. The 
brake is operated by a foot pedal connected through a pin and bar linkage to the 
brake band.

On January 18, Collins had been stripping back clay overburden on the pit 
top until about 10 A.M. The pit foreman, Sam Johnson, then took him down into 
the pit to keep the tracks clear of the snow that was falling. Johnson warned 
Collins to stand clear of the tracks whenever a car was in motion.

Fritz Gebhardt, the hoistman at the west incline, was teaching Frederick 
Carrie, who had previously been employed on the maintenance gang, to run the 
hoist. Carrie had hoisted one or two cars of uncrushed shale and had brought 
another car up the incline and to a point half way through the doorway; then, to 
slacken speed, he disengaged the clutch. The car stopped, he applied the brake, 
and, as he was looking back towards the hoist, he saw the rope begin to pay out. 
He put his full weight on the foot-brake pedal, but the rope continued to unwind. 
He called to Gebhardt, who was standing near by on the platform, for assistance. 
Gebhardt joined Carrie in standing on the brake pedal, but did not succeed in 
stopping the hoist. They turned around, looked down the incline, and saw the 
car jump the rail, strike Collins, bounce off the ground, overturn, and come to 
rest west of the track at the foot of the incline, 80 to 90 feet beyond the switch. 
The rope continued to unwind and was pulled free of the drum. Neither Carrie 
nor Gebhardt thought to re-engage the clutch. At the time he was struck, 
Collins was standing with his back to the incline, about 3 feet to the east 
of the east rail of the track and about 10 feet ahead of the point of the switch. 
He was thrown a distance of about 25 feet, a little to the east of the line of the 
incline. Wilfred Middlebrook, a tractor-loader operator, did not see the car 
strike Collins but saw the body fly through the air and strike the ground. He
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ran over to where Collins was lying and was shortly joined by the other 6 or 7 
workmen in the pit, including Johnson. Collins was unconscious. Middlebrook 
went up to the plant and returned with a stretcher; Collins was carried up to the 
plant. In the mean time Johnson notified Sampson, the plant manager, who 
telephoned the East York police for a doctor and an ambulance. He also called 
Dr. J. R. Stewart. Dr. R. H. Judge, called by the police, arrived at 4.15 P.M. 
and immediately applied a dressing to Collins' arm and treated him for shock. 
Dr. Stewart arrived shortly afterward and ordered Collins removed to St. 
Michael's Hospital in an ambulance, which arrived about 4.30 P.M. Collins did 
not regain consciousness and died the following day at 3.00 P.M.

Dr. W. A. Burr performed a post-mortem examination at the Toronto city 
morgue and found that the deceased had suffered lacerations of the brain, brain 
haemorrhage, crushing injuries to the chest, haemorrhage into the left pleural 
cavity, fractures of all the ribs on both sides from the second to the tenth, 
inclusive. Several ribs on the left side had pierced the parietal cavity, causing 
bleeding in the lung cavity. His left upper arm was fractured.

When the accident occurred, it was thought that the hoisting-rope had 
broken, but investigation showed that the rope had pulled away from the spider 
of the drum. The rope was, apparently, undamaged. The body of the car was 
torn free from the frame, which was twisted and bent with the rope still attached. 
The clutch was found to be disengaged. It was also found that the brake band 
had broken away from the toggle lever along the line of two rivet holes. This 
break appeared to have been quite recent. There was no surface evidence of 
weakness. With the exception of the brake, the hoist mechanism and controls 
were working normally.

An inquest was held at 8.00 P.M. on February 7 before Coroner W. L. 
Christie, M.D., in the Hast York township offices. The jury's verdict was as 
follows:—

That Isaac Collins died on January 19, 1946, in St. Michael's Hospital of injuries received at 
the Toronto Brick Company, Don Valley quarry, on January 18, 1946, at about 3.00 P.M. The 
injuries were caused in an accident in which he was struck by a runaway car, which was caused by 
failure of the brake band on the hoisting mechanism, allowing the car to run down the incline track 
near which Collins was working. This death of Collins was accidental, and we attach no blame. 
We suggest that no other than experienced operators be permitted to operate this hoisting 
equipment.


