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MINING ACCIDENTS IN ONTARIO IN 1950
By 

The Staff of the Mines Inspection Branch

Accidents during 1950
During1 the year 1950 at the mines, metallurgical works, quarries, and 

clay, sand, and gravel pits regulated by the Mining Act there were 2,094 
accidents to employees reported to the Department of Mines up to January 
16, 1951. Twenty-four fatalities, arising out of 23 separate accidents, and 
2,070 non-fatal accidents were recorded.

The returns represent a decrease of 209 (8.7 per cent.) in the total 
number of accidents reported and a decrease of 9 in the number of 
fatalities that occurred over the preceding year. There were 22 accidents 
in which l man was killed and one accident in which 2 men were killed.

The report shows a fatality rate of 0.68 persons killed per thousand 
persons employed, which is a decrease of 0.32 per thousand over the 
preceding year and is 0.97 per thousand lower than the average for the 
last 25 years. There were 58 non-fatal accidents per 1,000 persons em 
ployed, which is a decrease of 13 (18 per cent.) from the rate of 1949 
and is 26 (30 per cent.) lower than the average for the last 25 years. The 
percentage of non-fatal accidents followed by infection increased from 
3.9 in 1949 to 4.3 in 1950.

The total employment figures show an increase from 32,913 men 
employed in 1949 to 35,554 in 1950.

Fatal Accidents
A comparison of fatal accidents for the past 5 years is given below: 

Distribution

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

Contract diamond-drilling ...........................

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

1946

28
o

0
2
2
1

36

1947

21
5
1
0
3
0

30

1948

21
1
3
2
1
1

29

1949

26
2
2
0
0
0

30

1950

16
0
4
2
1
0

23

ANALYSIS OF FATALITIES AT MINES, 1946-1950

Cause

Fall of ground ...........................................
Rock burst ................................................... ..
Run of ore or rock ...................................
Shaft accidents .............................................
Explosives ......................................................
Falls down stope or raise .......................
Haulage ....... . .... .........
Unclassified ...~ ................................. ...
Surface... ..

1946
per cent. 

28
0

13
15

8
5

10
3

18

1947
per cent. 

23
3
3

13
0
3

13
26
16

1948
per cent. 

38
0
8

21
0
4
8

17
4

1949
per cent. 

45
0
7
0
7

17
3

14
7

1950
per cent. 

50
0
0

19
0

31
0
0
0

[1]



By months the fatal accidents occurred as follows:—

Month

January . . ...................... .......................................
February . . ..................................— —. ...................................................
March . . .........— ........... . ....... ... ..... .... ... .................. ........ ......... ... .......
April .... . . ......— ........— ..... ......— — .-.—.. ....... — .................. .................
May . . ............ ~... . . .... -
June .. . . — ..— ...— — —. ...- — .... — .......— — ...... .................................. ... ....
July ......... . .....................-...-....-........................................................-
August ......... . —. ......... .. ...........................................................................
September ................ .........— ...........................................................
October .. . .. . ..............................— .......................................................
November ....... ....— ... ..........— ......................... ....................................
December ....................................... ... ~. .................. .................................

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

No. 
accidents

2
1
1
0
7
3
1
1
2

0
3

23

No. 
men killed

1
1
0
7
4
1
1

0
3

24

Classifying the fatalities according to industries gives the following:—
Gold mines ............................................................................................. 12
Nickel-copper mines ............................................................................. 3
Silver-cobalt mines ......................—............—.................................... l
Nickel-copper smelters ...............................,,....................,.................. 3
Silver-cobalt smelters ..............—.———......—...........——.——............ l
Iron blast furnaces .............................................................................. l
Quarries ............................................................-..............—................. 2
Clay, sand, and gravel pits ................................................................ l

Total 24

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

Mines2 ............................... ~. ............ .......................... .......
Metallurgical works —. ...~ ~— .... ~. — .... —. —. — ..............
Quarries .... ~. ...... ...... — .... — ............... ........... ......... ... ........
Clay, sand, and gravel pits — ...- .........— ......... —. ...

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

Men 
employed1

23,734
9,046
1,455
1,319

OC KKA

No. killed

16
5
2
1

9A.

Rate per 
thousand

0.67
.55

1.37
.76

0.68

l Average number for year.
2Includes contract diamond-drilling at mines.

The number of men killed in the various age groups is as follows:-

17-20

0

21-25

3

26-30

4

31-35

3

36-40

5

41-45

0

46-50

4

Over 50

5

Total

24



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 OP ACCIDENTS TO EMPLOYEES IN MINES, METALLURGICAL WORKS, 

QUARRIES, AND CLAY, SAND, AND GRAVEL PITS, 1926-1950

Year

1926 .........
1927 .........
1928 .........
1929 .......
1930 .........
1931
1932 .........
1933 ...--
1934 .........
1935 .........
1936 .........
1937 .........
1938 .........
1939 .........
1940 .........
1941 .........
1942 .........
1943 .........
1944 ........ 
1945 .........
1946 .........
1947 .........
1948 .........
1949 .........
1950 .........

Average -

Persons injured

Fatally

32 
33 
85 
55 
56 
37 
25 
25 
34 
36 
65 
52 
62 
47 
42 
64 
50 
36 
32 
41 
39 
35 
31 
33 
24

43

Non- 
fatally

2,220 
2,244 
2,516 
2,389 
2,167 
1,813 
1,452 
1,514 
1,913 
2,048 
2^59 
2,721 
2,147 
2,246 
2,128 
2,240 
2,167 
2,101 
2,238 
2,026 
2,483 
2,608 
2,429 
2,341 
2,070

2,183

Total

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 
2,643 
2,460 
2,374 
2,094

2,226

Persons employed at 
all operations1

Producing 
operations

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 
29,965 
31,571 
32,586 
35,073

24,869

Non-pro 
ducing 

operations

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 
1,136 
1,136 

327 
481

1,189

Total

13,000 
15,311 
17,787 
18,994 
18,534 
18,267 
14,809 
15,884 
20,556 
22,972 
28,272 
32,158 
30355 
33,341 
35,575 
35,935 
33,767 
29,477 
28,476 
27,052 
28,149 
31,101 
32,707 
32,913 
35,554

26,058

Person injured 
per 1000 employed

Fatally

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 
1.13 
.95 

1.00 
.68

1.65

Non- 
fatally

171 
147 
142 
126 
117 

99 
98 
95 
93 
89 
83 
85 
70 
67 
60 
62 
64 
71 
79 
75 
88 
84 
74 
71 
58

84

1 Three hundred 8-hour shifts^ l man yearly employment

The following table shows the number of persons employed under 
ground and on surface at mines from 1940 to 1950. The figures do not 
include contract diamond-drilling.

Year

1940 ..............................
1941 ..............................
1942 ..............................
1943 .............................
1944 ...............................
1945 .............................
1946 .............................
1947 ........................ ......
1948 ..............................
1949 ..............................
1950 ......................,..........

Average ..................

Surface

No.

8,238
8,285 
8,205 
7,148 
6,914 
6,687 
7,442 
8,111 
7,851 
7,918 
8,372

7.743

Per. cent.

31 
32
34 
37 
38 
39 
39 
39 
37 
36 
36

36

Underground

No.

18,088 
17,744 
15,679 
12,396 
11,184 
10,535 
11,503 
12,653 
13,663 
13,968 
14,591

13,818

Per cent.

69 
68 
66 
63 
62 
61 
61 
61 
63 
64 
64

64

Total

26,326 
26,029 
23,884 
19,544 
18,098 
17,222 
18,945 
20,764 
21,514 
21,886 
22,963

21,561



TABLE OF FATAL ACCIDENTS UNDER

No

1

?,
3
4
5

6

7
8

9
10

11
12 

13

14 

15

16

Date

May 2

Jan. 28
May 31
May 17
Dec. 6

May 20

Aug. 25
Oct. 11

May 10
Dec. 22

May 24
Sept. 16 

Feb. 10

May 12 

June 23

June 28

Name of mine

Chesterville ..........~
Dome ......................

Frood-Stobie ..........

Garson ....................

Lake Shore ............
MacLeod-Cockshutt

Preston East Dome

RpjjVPT

Starratt Olsen ......

Starratt Olsen ......

Name of operator

Buffalo-Ankerite Gold Mines, Ltd.

Falconbridge Nickel Mines, Ltd.

Ltd. ................................................

Ltd. ................................................
Kerr-Addison Gold Mines, Ltd. ..

MacLeod-Cockshutt Gold Mines, 
Ltd. ................................................

Paymaster Consol. Mines, Ltd. ..
Preston East Dome Mines, Ltd. ~

Ltd. ................................................

Starratt Olsen Gold Mines, Ltd. .. 

Starratt Olsen Gold Mines, Ltd. ..

Starratt Olsen Gold Mines, Ltd. -

Name of deceased

Kalle Maki ..................

William L. Lane

Frank Casey (Caisse)

Thomas D. Starr ......

Tymko Zariczanskyj..
John D. McKinnon ....

Maurice Scully ..........

Edward Andrzejczyk 

Iwan Knysch ..............

Mychailo Strocen ......

TABLE OF FATAL ACCIDENTS ON THE

No. Date Plant Name of operator Name of deceased

There were no fatal accidents on



GROUND AT ONTARIO MINES, 1950

Age

32

50
48
22

34

26
37
48

46

38
35 
40

57

23

27

27

Occupation

Milner

IMiner

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

Machine runner ......
Timberman's helper 
Shaftman ..................

Machine runner's

Mucker ......................

Allegiance

Finnish ............

Canadian ........

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

Polish'.............

Canadian .......
Ukrainian .....

Polish ..............

Polish .----
Polish-

Ukrainian ..

Married, 
single, or 
widower

M

M
M
S

S

S
M
M

M

M
S 
S

M

S

S

M

Cause ' ;

Struck by fall of ground and fell down
raise. 

Fell into open raise.
Struck by fall of ground in stope.
Fell into fill raise.

Fell into ore-pocket raise.

Struck by fall of ground in drift.
Struck by fall of ground in stope.
Struck by piping dislodged by falling

rock in stope. 
Struck by fall of ground in stope.

Fell down ore pass.
Struck by fall of ground in stope. 
Crushed between moving cage and

shaft timber. 

Caught between moving cage and
shaft timber.

bly in shaft.

Fell down ore pass.

SURFACE AT ONTARIO MINES, 1950

Age Occupation Allegiance
Married,
single, or
widower

Cause

the surface at Ontario mines in 1950.



TABLE OF FATAL ACCIDENTS AT

No.

1 

2 

3

4

Date

Oct. 3

July 18 

June 30

Sept. 21

Plant

Canadian Furnace

Copper Cliff smelter 

Copper Cliff smelter

Name of Operator

Deloro Smelting and Refining 
Co., Ltd. ......................................

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

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

Name of deceased

Marcel La Forge ...~

Nick Basco ...............

TABLE OF FATAL ACCIDENTS AT

No.

1

2

Date

Mar. 2

Dec. 6

Name of operator

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

Sykes Quarries, Ltd. ...............................................................

Name of deceased

Robert Cain ...— .........

TABLE OF FATAL ACCIDENTS AT

No.

1

Date

Jan. 19

Name of operator

C. A. Fielding, Ltd. ...............................................................

Name of deceased



METALLURGICAL WORKS, 1950.

Age

40

65

22 
27

55

Occupation

Feederman ................

Baleman ....................
Maintenance 

mechanic's helper

Skull crackerman ....

Allegiance

Canadian ........

Jugo-Slavian

Married, 
single, or 
widower

S 

M

M | 

M J

M

Cause

Buried by run of flue dust in railway 
bin.

Drawn into rolls of plate-bending 
machine.

Burned by molten matte when crane 
hook broke.

Run over by train in smelter yard.

Age

71 

51

Occupation

Conveyer attendant 

Foreman ....................

Allegiance

Canadian ........ 

Canadian ........

Married, 
single, or 
widower

M 

M

Cause

Found on conveyer belt crushed against 
head-pulley guard. 

Crushed by falling derrick boom.

CLAY, SAND, AND GRAVEL PITS, 1950

Age

39

Occupation

Shovel oiler ..............

Allegiance
Married, 
single, or 
widower

M

Cause

Struck by chunk of frozen gravel from
bank.
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Non-fatal Accidents 
Mines

There were 22,963 persons employed at mines in Ontario in 1950- Dur 
ing the year, 1,481 were injured, giving a non-fatal accident rate of 65 per 
thousand. The causes of these accidents are shown in the following table:—

Cause Surface Underground Total

Strain while lifting ................................... 39
Fall of persons ............................................ 52
Fall of rock or ore, drilling, scaling, etc. O
Drilling machines ....................................... 3
Handling or tramming mine cars ........... 3
Falling objects ............................................... 20
Rock or ore at chute ....................................... l
Hand tools ..................................................... 15
Flying objects, sledging, drilling, etc. ... 8
Roll of broken rock or ore .......~~............ l
Mechanical transportation ......................... 3
Handling materials other than rock or

ore ............................................................ 16
Fall of loose rock or ore ........................... O
Machinery, general ....................................... 37
Nails or splinters ....................................... 9
Mechanical loaders ....~...~............................ O
Strain while moving ................................... 6
Crushed between two objects ................... 7
Handling rock or ore ............~......................... 3
Running into or striking objects —........ 8
Tugger hoists, scrapers, etc. ................... 2
Cage, skip, or bucket in shaft ............... O
Burns ................................................................. 11
Falls down shaft, winze, or stope ........... O
Explosives ...........................~............................ O
Rock bursts ................................................... O
Dermatitis -—...—...........—............................. l
Caught by run of rock or fill ................... O
Noxious gases ................................................... l
Natural gas explosion ............................... O
Electricity ...................................,.......~............ l
Unclassified ............................—.................... O

Total ............................................................... 247

152
109
135

78
73
51
67
50
56
53
47

34
47

7
31
36
29
27
31
23
28
19

5
13
10

6
5
6 
2 
l 
O 
3

191
161
135

81
76
71
68
65
64
54
50

50
47
44
40
36
35
34
34
31
30
19
16
13
10

6
6
6
3
l
l
3

1,234 1,481

Metallurgical Works
There were 9,046 persons employed at metallurgical works in Ontario 

in 1950. During the year, 254 were injured, giving a non-fatal accident 
rate of 28 per thousand. The causes of these accidents are shown in the 
following table:—
Strain while lifting or moving ........ 39
Fall of persons ~.——~~————.——-— 31
Burns by slag or metal ...-............... 28
Falling objects -........-.-..-.--.....- 27
Machinery .....-.—————.-——————— 17
Hoisting equipment, hooks, slings,

blocks, etc. .......................~~...~....~.. 13
Hand tools ..............~.~.......................... 12
Running into or striking objects .... 12
Handling materials ...........~~.—~.....~ 11
Burns ..................................~-.—.-.-- 11
Dermatitis ............................——...-.—. 9

Crushed between two objects -—— 8
Flying objects, sledging, etc. ........ 8
Noxious gases .................................... 7
Nails or splinters ........~~...................... 6
Loading, unloading, and handling

cars —.—...........—...——....................... 5
Transportation ........................—........... 5
Electricity .............................................. l
Unclassified .......................................... 4

Total .................................................... 254
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Quarries
There were 1,455 persons employed at quarries in Ontario in 1950. 

During the year, 115 were injured, giving a non-fatal accident rate of 79 
per thousand. The causes of these accidents were:—
Fall of persons ...................................... 21
Handling material ................................ 13
Hand tools ............................................ 12
Fall of material during handling .... 12
Flying objects, sledging, etc. ............ 10
Falling objects ...................................... 10
Strain while lifting or moving ........ 8
Fall of material from face ................ 7
Transportation ...................................... 6

Crushed between two objects ............ 4
Burns ........................~....~........................ 4
Explosives ............................................ 3
Running into or striking objects ...... 3
Machinery .............................................. 2

Total .................................................... 115

Clay, Sand, and Gravel Pits
There were 1,319 persons employed at clay, sand, and gravel pits in 

Ontario during 1950. During the year, 103 were injured, giving a non- 
fatal accident rate of 78 per thousand. The causes of these accidents were:—
Machinery .............................................. 25
Fall of persons .....................—............ 17
Strain while lifting or moving ...... 8
Transportation ...................................... 7
Hand tools .............................................. 7
Crushed between two objects ........ 6
Fall of material during handling .... 5
Burns ..........................—........................... 5
Flying objects, sledging, etc. ............ 5

Fall of material from bank ............ 4
Running into or striking objects ........ 4
Falling objects —.—————————.... 3
Nails or splinters ................—............ 3
Dermatitis .............................................. 3
Handling material .............................. 2

Total .................................................. 103

Contract Diamond-Drilling
There were 771 persons employed in contract diamond-drilling in 

Ontario in 1950. During the year, 117 were injured, giving a non-fatal 
accident rate of 152 per thousand. The causes of these accidents were:—
Hand tools ............................................ 25
Handling drill rods ............................ 22
Caught in moving parts ......---........-- 13
Nails or splinters .............................. 12
Burns ...................................................... 10
Strain while lifting or moving ........ 8
Falling objects ........~............~.............. 8
Crushed between two objects ........ 7

Fall of persons .......——.........—........... 4
Flying objects, sledging, etc. ........ 3
Handling materials ..............—........... 2
Transportation ........................................ l
Dermatitis .............................................. l
Rock burst ......—....—........................... l

Total .................................................... 117

Infection
Records show that infection followed in 90 cases out of a total of 

2,070 accidents.

Location

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

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

No. 
accidents

1,234
247
254
115
103
117

2,070

Accidents followed 
by infection

43
13
12
3
3

16

90

Per cent, 
infection

3.5
5.3
4.7
2.6
2.9

13.7

4.3
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Electrical 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:—

1941 1942 1943 1944

1

1945

1

1946 1947 1948

1

1949

1

1950 Total

4

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

1941

5

1942

6

1943

5

1944

2

1945

1

1946

7

1947

2

1948

2

1949

4

1950

2

Total

36

Accidents from Explosives

Cause

Drilled into explosive in bootleg hole ........................
Walked into unguarded blast .— ...~ ...............................
Returned too soon to scene of blast
Blast transmitted through diamond-drill hole 
Unaware of stope blast, struck while pulling chutes 
Reblasting, original fuse ignited and blasted charge 

prematurely ................................................ ..........
Unexplained ignition of black powder in quarry ....

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

No. 
accidents

4 
3
1
1 
1 
1

1 
1

13

Persons injured

Non- 
fatally

4 
3 
1 
1 
1 
1

1 
1

13

Fatally

0

Total

4 
3 
1 
1 
1 
1

1 
1

13

Fires
Cobalt Chemical and Refinery Company, Limited 

No. 190
At 10.30 A.M. on May 4 a fire broke out at the oil burner of No. 3 

rotary roasting furnace at the plant of the Cobalt Chemical and Refinery 
Company, Limited. Chemical fire extinguishers failed to extinguish the 
fire, and it spread rapidly through the smelter building, destroying it in 
less than half an hour.

A favourable wind from a northerly direction and the application 
of fire-hose saved the adjacent leaching-plant building.

No person was injured, but four or five men got a slight whiff of 
chlorine gas when a tank car of chlorine was hurriedly disconnected at 
the discharge pipe so that it could be pushed clear of the building. It is 
reported that the men suffered only minor irritation of the nose and 
throat and were examined and released by Dr. H. A. Dunning, of Cobalt.

The smelter building consisted of a steel framework sheeted with 
lumber, with an exterior covering of "Asbestoside." It had two floors with 
an intermediate mezzanine floor. It housed two electric furnaces, three 
rotary roasting furnaces, a jaw crusher and ball mill and bins, conveyers, 
etc., for handling materials.
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At the time of the fire, one rotary roaster was operating on pro 
duction. Another one, No. 3, which had been idle for several days pre 
viously, had been lighted on May 3 to preheat it in preparation for charging. 
The rotary roasters are cylindrical tubes about 40 feet long and 3 feet 
in diameter, inclined at approximately 15 degrees from the horizontal. 
Heat is supplied by a fuel-oil burner at the lower end, where oil under 
pressure is atomized by a jet of compressed air. The function of the 
roaster is to calcine the ore concentrates which are fed in from the high 
end of the slowly rotating roaster. The concentrates pass slowly down the 
roaster against the hot blast from the burner, and the calcined product is 
collected in a barrel through a chute at the bottom.

At the time of the fire, No. 3 roaster was not being fed, but the 
collecting barrel was in place and about half full of calcined material 
from the last period of operation. Owing to some defect in the oil burner, 
an excess of oil was allowed to pass through the burner jet. This, in turn, 
dropped down into the collecting barrel and saturated the fine calcines. 
It is not certain what happened, but it is possible that the flame went 
out for a while and then re-ignited. The saturated calcines in the barrel 
burst into flame. The company managing director was nearby at the 
time and was one of the first to notice the fire. With the assistance of 
nearby workmen he attacked the flame with chemical soda-acid fire ex 
tinguishers. In spite of their efforts the fire spread rapidly, probably 
accelerated by the diffusion of particles of hot calcine dust. Within a few 
minutes the building was enveloped in flame.

Workmen were evacuated from the buildings without difficulty and 
all available fire equipment was brought into use. With the smelter build 
ing beyond hope of salvage, efforts were concentrated on saving the 
adjoining leaching plant. The fire department from the town of Cobalt, 
located seven miles away, arrived promptly.

Coniaurum Mines, Limited 
No. 191

At approximately 6.30 A.M. on April 19 a fire broke out in the crusher- 
house elevator at the Coniaurum mine. The unit is located in the north 
west corner of the building and is covered by a wooden dust-control hous 
ing. The top of the unit is about 5 feet below the roof, and the heat set off 
the sprinkler system, which quenched the fire about ten or fifteen minutes 
after it started. The Schumacher fire department inspected the scene and 
poured more water on the location to ensure that there would be no further 
outbreak. The unit was back in operation about four hours after the fire.

The fire was caused when the elevator belt stuck and the V-belt drive 
pulley on the motor kept turning. This caused the pulley to become heated 
and set fire to the V-belts, and the fire spread to the wooden dust-control 
housing. At about this point the sprinkler system went into operation and 
quenched the fire.

Dome Mines, Limited 
No. 192

At 5.45 A.M. on September 29, while a battery-equipped Baldwin lo 
comotive was being charged at No. 5 winze on the 16th level of the Dome 
mine, the charging-cable grounded to the plug casing; this ignited the 
insulation on the receptacle and the locomotive lighting circuit. The fire 
was discovered by the locomotive maintenance operator and was put out
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by the use of a l 1/^-quart C.T.C. extinguisher located at the charging-set. 

The charging-cable was neoprene-jacketed, but the lighting-circuit 
cable, which was quite short, was rubber-insulated.

Frobisher, Limited 
(Black Donald Graphite Division) 

No. 193
A fire of unknown origin occurred at 10.30 A.M. on October 17 in the 

changehouse at the Black Donald mine. The fire had secured a good hold 
on the building-paper lining before it was discovered, and the interior of 
the building was gutted. The fire was extinguished before the walls and 
ceiling were seriously damaged-

Greenray Mines, Limited 
No. 194

The compressor and compressor building at the Greenray mine in 
Shakespeare township were destroyed by fire about 2.30 A.M. on 
October 13.

The 12- by 24-foot frame building, containing a 320-cubic-foot gasoline- 
driven compressor, was located about 100 feet from an adit portal. It was 
unheated and illuminated by a dry-^cell lantern. Gasoline was pumped 
through a hose from drums outside the building to the fuel tank, and the 
displaced air was conducted outdoors.

The compressor operator, a non-smoker, had stopped the machine at 
the completion of the shift, filled the fuel tank, and removed the fuel hose 
from the building. He had started to clean up the machine when flames 
suddenly broke out around it, burning his face and arms so that he was 
unable to use the fire extinguishers. The building caught fire and was 
completely destroyed.

Hollinger Consolidated Gold Mines,, Limited 
No. 195

A small electrical fire was discovered in the 3,050-foot level station at 
No. 19 shaft of the Hollinger Mine on February 3 at about 9.00 A.M. by 
the cagetender when he made a routine stop at the level on an upward trip 
with the cage from the 3,950-foot level to the surface. When the cage arrived 
at the station level the cagetender observed a short piece of 2/0 rubber- 
covered, double-cotton braid cable, which was burning. This short piece 
of cable, about 30 inches in length, carries the 250-volt D.C- electric current 
from a single-pole, double-throw isolating switch to a 150-ampere trolley 
fuse cut-out. Both the switch and the cut-out are secured to the station- 
post timbers and are placed high up on the posts close to the station cap- 
timbers. Shift Boss G. Jansen was riding on the cage. He pulled both 
poles of the double-throw isolating switch, and the fire was then extin 
guished with water from the fire-hose at the station.

About ten minutes prior to his finding the burning cable the cage 
tender had made a routine stop at the station level on a downward trip, and 
at that time everything was normal at station level.

No one was affected by the fire, and the damage to the cable con 
sisted of a few inches of scorched braid. The electrical and porcelain parts 
of the cut-out were demolished by heat. TJhe cause of the fire is presumed 
to have been a loose connection in the cut-out, which caused the cut-out to 
heat to a point where it burned the electrical fixtures and caused the 
porcelain fixtures to crack and fall apart.
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No. 195
At about 6.00 P.M. on March 6, a fireman noticed smoke and flame 

issuing from the rubber-belt drive connecting an electrical 7.5 h.p., 550- 
volt A.C., 1,440 r.p.m. motor to No. l Hofft sawdust feeder in No. 11 shaft 
central heating-plant at the Hollinger mine. He stopped the motor and 
called the sawdust scraper operator on the buzzer system and instructed 
him to sound the fire-alarm signal on the company whistle, which is in 
stalled in the heating-plant building. He removed the burning rubber belt 
from the motor and stamped the fire out with his feet. He then instructed 
the sawdust scraper operator to sound the all-clear signal on the company 
whistle.

The fire was caused by friction set up by the slipping of the belt on 
the pulleys of the motor and feeder shafts. The four rubber belts, meas 
uring 3/4, by i/z bby 78 inches, were charred on the inside bby the fire. No 
one was affected by the occurrence.

No. 197
At 10.45 A.M. on October 20, a flash fire occurred when a burnerman 

and his helper were operating an acetylene torch in the car-repair shop on 
the 1,550-foot level of the Hollinger mine.

At the start of the shift the workmen had used the acetylene torch to 
burn two holes in an apron for use at the tipple on the 1,850-foot level, 
After completing the job they disconnected the gauges on the tanks and 
replaced the caps on both the oxygen and the acetylene tanks before 
taking the apron to the 1,850-foot level. They arrived at the car repair 
shop on the 1,550-foot level at about 10.00 A.M. and continued to work on 
car repairs.

Having opened the valves on the tanks, the burnerman opened the 
acetylene valve which fed to the torch and then operated the sparking flint 
to light the torch. As he did this the flame flashed back through the 
acetylene hose and set fire to the tank. The four safety valves on the tank 
blew out, releasing the pressure in the tank.

The two men went to the surface and reported the fire. The plate- 
shop foreman and a mechanic immediatedy went underground with the 
men to the scene of the fire, taking with them a Burrell All-Service gas 
mask. They extinguished the fire with water from a nearby water hose.

There was no flash back arrester on the acetylene cylinder. These are 
in general use on the surface but had not been used underground.

No. 198
At noon on October 19, the hoistman noticed a burning smell around 

the No. 2 Babcock, Wilcox- and Goldie McCulloch 1,500-cubic-foot air 
compressor at the Ross mine and, upon investigation, found that a 3/8-inch 
copper tubing leading from the high-pressure cylinder to the unloader was 
red hot. The compressor was stopped but was started again three hours 
later after inspection failed to find anything wrong with the machine. 
Some miners coming off shift at noon noticed the peculiar smell in the air.

At 9.30 A.M. the next morning, the same copper tubing was found to 
be still red hot, and faint wisps of smoke were noticed coming out of the 
gasket where the tubing enters the unloader. Nobody underground 
reported any smell in the air at this time. Upon inspection, a tiny piece
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of steel was found to be broken off one of the valves. It is thought that 
the friction caused overheating, which ignited some of the carbon around 
the valves. Minor repairs were made, after which the compressor ran 
satisfactorily.

No. 199
At 7.00 P.M. on October 23, an electrical fire broke out in the starting 

panel of the new Canadian Ingersoll-Rand, low-pressure compressor in the 
mill at the Ross mine. The fire was quickly put out with the aid of a 
Pyrene fire extinguisher. The damage was slight, and the compressor was 
put back into operation the next morning.

No. 200
A small electrical fire occurred in the primary crusher house at the 

Ross mine at 10.05 P.M., on December 21.
The lead wires to the Jeffrey vibrating feeder caught fire, possibly 

owing to the insulation being worn off by continuous vibration. The fire 
was quickly put out with a Pyrene extinguisher. Damage was negligible, 
and the operating delay very slight.

International Nickel Company of Canada, Limited 
No. 201

A small electrical fire occurred in the 2,800-foot-level crusher station 
at the Frood-Stobie mine, about 11.30 P.M. on June 9.

The crusher became plugged with ore, and friction developed between 
th motor pulley and the rubber drive belt- The belt caught fire, and three 
motor resisters were also overheated and damaged.

The fire was reported to surface at once by the crusherman. The mine 
power supply was cut off, and water was applied to the burning belt and 
hot equipment.

No. 202
A short circuit caused a fire in the motor-generator set supplying 

power to the large cage hoist at No. 3 shaft of the Frood-Stobie mine about 
10.30 P.M. on July 3.

The fire was extinguished at 11.05 P.M. following the use of fire 
extinguishers and a fire-hose equipped with a fog nozzle. The rotor and 
stator coils of the A.C. motor were damaged and had to be rewound. The 
hoist was out of service for four days.

No. 203
In December, the oxidation of sulphides in the rock used to backfill a 

block of square-set stopes at the Frood-Stobie mine caused sufficient heat 
to start a series of small fires in the timbering of No. IB drift through this 
block on the 2,600-foot level.

These small fires were extinguished with water, and the immediate 
area was cooled down by piping in about 3,000 tons of water-borne sand fill.
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No, 204

A small electrical fire occurred in a switch-room on the 1,500-foot level 
at the Levack mine about 9.30 P.M. on May 24.

The switch-room is in a locked enclosure, with the starter switch for 
No. 38.2 slusher located on the outside.

The slusher operator attempted to start the slusher motor about 9.30 
P.M. on May 24 but was unable to do so. He summoned an electrician to 
locate the trouble. When the latter entered the switch-room about 10.00 
P.M. it was full of smoke. The fire, however, was already out.

The breaker control for No. 38-2 slusher motor had apparently burned 
out when the operator attempted to start the motor.

No. 205

The main motor cables on a battery locomotive being operated on the 
15th level of the Levack mine caught fire about 5.15 P.M. on Novem 
ber 21.

The fire was immediately put out with a Pyrene extinguisher. It was 
caused by a short circuit due to the removal of insulation by friction 
against the motor frame.

No. 206

A small electrical fire occurred in the control room of the underground 
crusher on the 16th level of the Levack mine, about 8.25 P.M. on Decem 
ber 26.

A maintenance mechanic had been sent underground to start the 
crusher. He turned the power partly on, and the crusher started but would 
not come up to normal speed. He left the controls on and went below into 
the crusher pit to loosen the swing rods. While he was working below, 
Shift Boss W. Bragg entered the crusher station and observed smoke 
issuing from the control-room. Bragg turned off the power and put out 
the fire with a Pyrene extinguisher.

It was found that the insulation on three wires between the resister 
and the controls had burned, owing to the power being left partly on for 
too long a period.

Kirkland Lake Gold Mining Company, Limited 
No. 207

At approximately 9.30 A.M. on August 28, a small fire was detected 
in the loading-pocket at the 2,600-foot level of the Kirkland Lake Gold 
mine.

Two mechanics and a scraperman went to the 2,600-foot level load 
ing-pocket at 7.30 A.M. to burn off a curled steel plate on the bulkhead 
above the chain gates with an acetylene cutting-torch.

After the job was completed the bulkhead timbers were cleaned and 
scraped of all cuttings. No indication of fire was seen. The cagetender 
was instructed to check periodically as a further precaution.

At approximately 9.30 A.M., the cagetender detected smoke and, on 
investigating, found a smouldering fire. This was immediately put out 
with a fire-hose. No damage resulted from the fire. It is believed that 
some hot steel fragments, lodged between the plate lining and the timbered 
bulkhead, caused the fire.
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Lake Shore Mines, Limited
No. 208

A small electrical fire occurred in the charging-station on the 3,575- 
foot level of the Lake Shore mine at about 7.20 P.M. on April 5.

The motorman shut off the charging-set and removed the charging- 
cord from No. 3 motor. He then put the charging-cord into No. 7 motor 
and started the generator. The No. 4 B.X.L. cable feeding from the gen 
erator to the panel started to smoke and caught fire. The fuse in the panel 
blew and the power turned off, but the insulation on the cable continued to 
burn. The fire was put out at 7.25 P.M. by using a Pyrene extinguisher. 
No damage was done.

Orofino Mines, Limited 
No. 209

The change-house at the Orofino mine was destroyed by fire on 
July 11.

The fire was discovered about 9.15 P.M. by R. Vendetti, hoistman, in 
some clothing that was hanging on an overhead hook. He attempted to 
extinguished it with a pack pump but was not successful. Other clothing- 
caught fire and in turn set fire to the roof of the building.

Aid was summoned, and a 1,200 g.p.m. fire pump was put in action. 
The fire was quickly extinguished, but the building was damaged beyond 
repair.

Pamour Porcupine Mines, Limited 
No. 210

A fire occurred in the No. 3 shaft waste-chute at the Pamour Porcu 
pine mine on January 25. The waste chute, which extends approximately 
12 feet outside the shaft, is used for loading- trucks. Where it extends out 
side, the chute is hooded by a steam coil and is housed in a wooden frame 
of 2- by 4-inch shiplap, l inch thick, covered on the outside with galvanized 
iron and insulated with rock wool.

About 10.15 A.M. on January 25, a mechanic had used an oxy-acetylene 
charge while changing a liner on the discharging control gate. It appears 
that a spark or some red-hot metal entered the wooden housing at this 
time. The fire was reported at 1.20 P.M. The lower part of the wooden 
housing was on fire. The plant fire department put the fire out promptly, 
and by 1.30 P.M. all traces of fire had been extinguished. The fire was 
confined entirely to the chute housing and did not ignite the insul-board 
covering of the shaft-house.

It is planned to remove this wooden housing and replace it with a 
housing of fireproof material.

Theresa Gold Mines, Limited 
No. 211

The garage at the Theresa mine was destroyed by fire on May 1. The 
fire started at 4.30 P.M. while mechanics were emptying the gas tank of 
a truck that was being repaired. Carbon-dioxide extinguishers and three 
fire hoses were used, but it was found impossible to save the garage. The
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stench warning was used at 4.35 P.M., and ali men were up from under 
ground at 4.48 P.M. The fire was under control by 4.50 P.M. and com 
pletely extinguished by 6.00 P.M.

Prosecutions

Rex vs. W. Bellemare

A charge was laid against W. Bellemare, a shaftman employed by 
Pamour Porcupine Mines, Limited, as follows:—

That W. Bellemare did on the 8th day of September, 1950, unlawfully enter the 
property of Pamour Porcupine Mines, Limited, in the township of Whitney, while under 
the influence of liquor, contrary to Section 160, subsection 411, of the Ontario 
Mining Act.

The case was heard before Magistrate S. Atkinson on September 12 
at South Porcupine. Bellemare pleaded not guilty. After hearing three 
witnesses for the proscution and two for the defence the magistrate found 
the defendant guilty. A fine of #10.00 and costs of $14.50 were imposed.

Rex vs. E. Fricker and F. Martin

A charge was laid against E. Fricker and F. Martin, drillers employed 
by Central Patricia Gold mines, Limited, as follows:—

That E. Fricker and F. Martin of the hamlet of Central Patricia in the district 
of Kenora on or about the 27th day of February, A.D. 1950, at the hamlet of Central 
Patricia in the said district of Kenora, did unlawfully fail to cause all entrances or 
approaches to the west drift about 20 feet west of the 3,400 crosscut of the Central 
Patricia mine where blasting was to be done or where the safety of persons may be 
endangered by the said blasting to be effectively guarded so as to prevent inadvertent 
access to the place aforesaid while charges were being blasted, contrary to Part VIII, 
Section 160, subsection 75(a), of the Mining Act, R.S.O. 1937, Chapter 47 and 
amendments.

The case was heard on April 18 before Magistrate J. A. Cox at Central 
Patricia. Fricker and Martin pleaded not guilty. Magistrate Cox reg 
istered a conviction and levied a fine of #10.00 and costs of #17.00 against 
each man.

Rex vs. J. H. Gagnon

The following charge was laid against J. H. Gagnon, a miner employed 
by Lake Shore Mines, Limited:—

That on September 28, 1950, J. H. Gagnon, being a miner employed at Lake 
Shore Mines, Limited, did unlawfully before blasting fail to cause all entrances of 
approaches to the place where such blasting was done to be effectively guarded so as to 
prevent inadvertent access to such place while such charge was being blasted, contrary 
to Section 160, subsection 75 (a), of the Mining Act of Ontario.

The case was heard on October 4 before Magistrate S. C. Platus at 
Kirkland Lake. Gagnon pleaded guilty. He was fined #10.00 and costs 
amounting to #2-50.

Gagnon lighted a 12-hole reblast on the second cut of No. 5,701 Wl 
stope. He and his partner guarded the stope from the drift below but 
failed to guard the manway from the 5,575-foot level above. Shift Boss 
Peter Cain entered the stope from this manway and was just about to step
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from the manway into the stope when the first shot exploded. He suffered 
temporary deafness but no permanent injuries.

Rex. vs. Mitchell Michalczuk

A charge was laid against Mitchell Michalczuk, a grizzly blockholer 
at the Creighton mine of the International Nickel Company of Canada, 
Limited, as follows:—

That Mitchell Michalczuk, at the village of Creighton Mine, on the 20th day of 
May, 1950, did unlawfully enter upon the property of the International Nickel Com 
pany of Canada, Limited, to wit No. 5 shaft at Creighton mine, while under the 
influence of liquor, contrary to subsection 411 of Section 160, Part VIII, of the Mining 
Act of Ontario.

Michalczuk pleaded guilty before Magistrate W. F. Woodliffe at Sud 
bury on May 23 and paid a fine of 310.00 plus costs of ^6.00.

Mine Rescue Stations

During the year the training of crews in mine rescue and recovery 
operations was carried out at an increasing rate in basic, standard, 
advanced, and supervisory classes.

Alterations and additions were made to the Kirkland Lake mine rescue 
station to bring it up to standard and provide the necessary facilities for 
the increased training.

A total of 118 trained teams available for emergencies was maintained 
by the mines as follows:—

Station

Geraldton ...............................................

Helen ......................................................
Sudbury ............................................ ...j

Porcupine ..................~~................— ........

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

Superintendent

[C. S. Culbert ....................................j
-\ i

G. G. McPhail ......................................

G. E. Wilson .............................................
A. K. Graham ...................................-

No. of 
teams

1 3
4Q '

2
2

| 26
26
36

118

Ontario Cable Testing Laboratories

Normal operations were conducted throughout the year. The total 
number of tests made during 1950 was 1,451, being an increase of 87 (6 
per cent.) over that recorded for the preceding year. The number of 6- 
month statutory tests and special informative tests of ropes operated at 
Ontario mines shows a small decrease. The number of statutory tests of 
new ropes for rope manufacturers and tests of ropes used by mines outside 
the Province shows an increase. The following is a summary of the tests 
made during 1950:—
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SUMMARY OF ROPE TESTS, 1950

Tests for Ontario Mines

Special informative tests

Tests for wire-rope

Tests for mines outside Ontario

Tests for industries other than

Other tests .

TOTAL . . .. . .... ... .

Jan.

62

19

22

6

3

112

Feb.

38

42

?n
28

128

Mar.

62

42

23

42

2

1

172

Apr.

36

26

11

42

123

May

51

55

21

23

150

June

42

27

23

10

1

103

July

44

43

31

13

131

Aug.

41

1

16

23

81

Sept.

60
19

12
15

106

Oct.

54

15
46

115

Nov.

40

33

15
41

6

135

Dec.

33
16

23

23

95

Total

563

323

240

312

12

1

1,451

Fatal Accidents
MINES 

Buffalo Ankerite Gold Mines, Limited

Romeo Fortin, Canadian, aged 32, married, with one dependent child, 
employed as a miner, was fatally injured about 7.30 P.M. on May 2 when 
he fell down No. 3,422B raise on the 3,450-foot level of the Buffalo Ankerite 
mine after being struck on the head by a fall of ground. He died in Porcu 
pine General Hospital at 10.00 A.M. on May 4. He had been employed at 
the Buffalo Ankerite mine for seven years as a miner.

No. 3,422B stope is being developed for mining. A 45-degree raise, 
5 by 6 feet in cross-section, had been driven from a point 100 feet above 
the 3,450-foot level in No. 3,422 stope to the 3,250-foot level. At a point 
26 feet vertically below the 3.250-foot level, a sublevel drift had been driven 
north in the footwall of the raise for 32 feet on a narrow tourmaline vein, 
which intersected the drift at this point. One round was also driven in the 
hanging wall of the raise at this horizon. The raise and subdrift were 
completed in February, 1950. No further work was done until April 28, 
when a crew was sent in to prepare for further mining.

The vein in No. 3,422B stope raked flatly to the north. It was planned 
to bench out waste below the subdrift to allow a second subdrift to be 
driven north on the bottom of the vein at a lower horizon. In order to 
remove this waste, the ore in the raise and mill-hole, which formed the 
draw point for the sublevel, was pulled empty.

On April 28 and 29 and May l, a mining crew scaled the back of the 
raise from the 3,250-foot level down to the sublevel elevation and cleaned 
off the floor of the sublevel in preparation for benching. They also put in 
two stagings for access to the raise back. The crew working there on May 
l reported that the back of the raise was "working" and required further 
scaling.

On the day shift of May 2 a crew, consisting of Alex. Lefevre and 
John Mayer, drilled 8 holes in a bench on the subdrift floor at the edge of 
the raise. During the shift they also tested the back of the raise for loose 
rock, but found none that could be scaled. At 2.30 P.M. they blasted the 
holes in the bench. Some of the broken rock from the blast rolled down
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the raise into the mill-hole of No. 3,422 stope, filling it for 300 feet above 
the chute.

On the night shift of May 2 Andrew Ryan, a spare shift boss, in the 
absence of Donald Kerr, the regular shift boss, assigned work to the men 
on the bottom levels, with the assistance of Shift Boss Tom Young.

Since the regular crew for No. 3,422B stope did not report for work 
on May 2, Ryan instructed Romeo Fortin and Benjamin Terry, both ma 
chine runners, to go to No. 3,422B stope, muck off the bench that had been 
blasted on the day shift, and prepare for further drilling. Neither Fortin 
nor Terry had worked in the stope before, although both were familiar 
with the level and Terry had worked in an adjoining stope.

Fortin and Terry arrived in No. 3,422B stope about 7.15 P.M. They 
both climbed down the ladders to the sublevel, and Fortin proceeded down 
to the muck on the blasted bench. Terry handed him a water hose, then 
climbed to the 3,250-foot level, where he opened the water valve. On re 
turning to the sublevel he saw Fortin washing the walls near the bench. 
Fortin looked up and remarked that there was some loose in the back of 
the raise. He then turned, presumably to move farther back, just as a 
rock dropped from the raise back, striking him on the head- He was 
knocked forward and fell over the edge of the muck pile into the open 
raise below. The rock that fell was a piece from the wall of the round 
driven in the hanging wall of the raise. It measured about 2 feet in length 
and was 10 inches by 4 inches in cross-section. It weighed approximately 
45 pounds and fell 7 feet. As Fortin made no sound, he was apparently 
knocked unconscious.

Terry went immediately to call the cage and telephoned surface for 
assistance. He proceeded to the 3,450-foot level with Shift Boss Tom 
Young and rescue operations were started at once. Fortin was found on 
top of the muck in No. 3,422 mill-hole, 30 feet above the chute. He had 
fallen 65 feet down the 45-degree raise and a further 80 feet in ^the mill- 
hole ,which was inclined at 65 degrees. A hole was cut in the cribbing of 
the mill-hole from the adjoining manway. Dr. Fader, of South Porcupine, 
arrived at the scene at 8.15 P.M. He administered sedatives to Fortin, 
who was semi-conscious. At 9.00 P.M., when a stretcher could be taken 
into the mill-hole, Fortin was moved to surface under the direction of Dr. 
Fader and taken to the Porcupine General Hospital.

The doctor's examination revealed that Fortin was suffering from 
severe shock, a fractured hip and undetermined head injuries. He became 
unconscious on the afternoon of May 3 and died at 10.00 A.M. on May 4. 
Death was attributed to multiple lacerations of the brain.

As far as could be determined Terry and Fortin made no inspection 
of the back and walls of the working-place as they entered but descended 
immediately to the sublevel and only then noticed that there was loose 
ground over their heads. Stagings had been built by previous crews for 
the express purpose of checking the back of the raise for loose.

An inquest was held before Coroner H. Montgomery in the Timmins 
Municipal Building at 3.00 P.M. on May 11. The jury returned the follow 
ing verdict:—

Accidental death. We recommend that safety belts be provided while working in 
a radius of 15 feet from any open raise, mill-hole, manway, etc., and give the shift 
boss the jurisdiction of its use. No blame is attached to anyone.
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Chesterville Mines, Limited

Kalle Maki, aged 50, Finnish, married, with two children, one of whom 
was dependent, was instantly killed when he accidentally fell into an open 
raise on the 9th level of the Chesterville mine at 9.30 A.M. on January 28.

Maki was employed as a drill runner. He was an experienced miner 
and had been employed at the Chesterville mine since May, 1949.

Maki and his partner, O. Olsen, were pulling broken ore from No. 8 
box-hole, No. 904 W drift on the 9th level. This box-hole is a standard 
type at the Chesterville mine, driven about 7 feet wide and 8 feet high 
from the floor of the drift. It was designed for loading by mucking-ma- 
chine. It was one of a series of draw points from No. 9D1 stope, which 
had been mined out and was being drawn empty. Directly underneath 
the box-hole and slightly in front of it, a raise had been driven through 
the horizontal pillar of No. 10D1 stope below, which had also been mined 
out. Broken ore was passed from No. 8 box-hole directly into the raise 
below, thence through No. 10D1 stope and past the 10th level into No. 
11D1 stope. From there it was drawn from another box-hole in a scram 
drift at the lith level, where it was loaded into cars and transferred to the 
shaft for hoisting.

On the morning of January 28, Maki and Olsen had been barring down 
No. 8 box-hole on the 9th level- The hole in the floor of the drift was 
protected by two sprags across the drift, which acted as a barricade. Two 
safety belts were provided for use when it was necessary for the workmen 
to go beyond the barricade to drill, blast, or bar the muck.

According to Olsen, they had drilled and blasted one chunk that morn 
ing and had placed a sand blast on another. The chute had been barred 
again until it hung up, and the men decided to place a pole-blast of several 
sticks of powder attached to a 16-foot pole.

Maki climbed over the barricade without first putting on his belt. 
Olsen handed him the made-up pole-blast, and Maki set it in place and 
lighted the fuse. Some small pieces of rock dislodged, and the sound of 
them apparently frightened Maki. He^ stepped back suddenly, missed his 
footing, and fell into the hole below. Olsen made a grab for him but was 
unable to get an effective grip. Olsen promptly pulled the blasting-charge 
from the chute and yanked the fuse out before it had burned more than 
a foot or so.

Olsen obtained help, and a crew of men in charge of Borden Bowes, 
acting mine superintendent, started recovery operations. It was evident 
that Maki had fallen to the muck above the scram drift at the lith level, 
250 feet below, and could not have survived. The impossibility of safe 
entrance to the place made it necessary to draw No. 7 box-hole in No. 11D1 
scram drift. Maki's body was removed from the box-hole at 8.45 P.M. the 
same day. Dr. H. F. Richardson examined him and pronounced him dead.

J. Stos, the mucker boss, had visited the place about an hour before 
the accident occurred. He had warned the workmen to use the safety 
belts which were provided. Olsen, the helper, stated that the belts had 
been used on two previous occasions that morning, but that Maki had failed 
to put his on the last time he stepped over the barricade.

Maki suffered a fractured skull with brain damage, fractured cervical 
vertebrae, crushed chest, and various internal injuries. Practically all the 
long bones of his body were fractured.

An inquest was held on February l at the Public School in Virginia- 
town, before Coroner J. F. Edis, M.D. The jury brought in the following 
verdict:—
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That Kaile Maki came to his death at Chesterville Mines, Limited, at 9.30 A.M., 
January 28, 1950. He, without safety belt, was placing sand blast in 9D1 box-hole 
No. 8 and when coming out of box-hole he did slip and his feet and lower body went 
into 10D1 No. 11 raise and he hung by his hands. His partner, Mr. Olsen, grasped 
him by his oilers but could not hold him. He did consequently fall down 10D1 No. 11 
raise through 10D1 stope to 11D1 No. 9 raise into 11D1 stope. His body was recovered 
by pulling No. 7 box-hoie in 11D1 scram drift. His death was due to fractured skull 
and brain damages sustained in the fall.

The jury is of the opinion that Maki was an experienced miner and although safety 
belts were available at 9D1 box-hole No. 8 he was not wearing one when he fell to 
his death.

Dome Mines, Limited

John Pusok, aged 48, married, Hungarian, employed as a miner at the 
Dome mine, was killed in No- 2,802 slice-and-fill stope on the 28th level at 
9.40 A.M., May 31, when he was crushed under approximately IVs tons 
of quartz, which fell a distance of 8 feet from the back of the stope. Pusok 
immigrated to Canada in 1930. He is survived by his wife and several 
adult children in his homeland. He was employed at the Dome mine on 
April 7, 1950. He had previously worked at the Paymaster, Buffalo 
Ankerite, and Aunor mines.

Stope No. 2,802 is 560 feet long and from 5 to 20 feet in width. The 
vein strikes northeast and southwest. There are four raises out of the 
stope to the 27th level, and a fifth raise was being driven at the east end 
of the stope ot the time of the accident. No. 2,802 "C" raise provides an 
entry near the west end of the stope from the 27th level. No. 2,802 "B" 
raise is 150 feet east of "C" raise. The stope back between the two raises 
is 55 feet below the 27th level.

On May 30, Pusok and Joe Skrobacz, both runners, were scraping fill 
from "B" raise, and the work was almost finished. There was enough fill 
under the open raise to complete the job- Shift Boss Jim Hartling and 
Captain Ben Mitchell inspected the stope together and noted that the back 
was very bad for some 30 feet west of the raise. They also noted that 
the raise required scaling. They ordered Skrobacz and Pusok to stop work 
in the stope, to construct barricades on each side of the dangerous area, 
and then to get safety belts and proceed to scale the raise from the 27th 
level downwards.

The men constructed one barricade 30 feet east of the raise and a 
second one at the scraper hoist, which was set up 110 feet west of the 
raise. The west barricade, built over the hoist, left less than 30 inches 
between the stope back and the top of the barricade. The stope at this 
point was only 5 feet in width. It was impossible to pass around the end 
of the barricade.

Skrobacz and Pusok commenced the scaling of the raise. The night 
shift in the stope continued the scaling, but did not complete it. Skrobacz 
and Pusok were instructed to continue the scaling on the morning of May 
31. Both men entered the raise from the 27th level. Scaling had been 
completed to a point about 20 feet above the stope back. Skrobacz started 
to scale. After watching for a short time, Pusok said that there was 
nothing he could do in the raise and that he was going into the stope. 
Skrobacz made no effort to stop him, although he remarked that he could 
not do anything in the stope either.

Pnsok went br-ck to the 27th level and then entered the stope through 
"A" raise at the west end. He passed the barricade at the hoist and, from 
the west side of the raise, started to talk to Skrobacz. He told him that
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he wanted to pass the raise. Skrobacz said that it was not safe to pass 
under the raise, but Pusok did so. Skrobacz scaled some more, and a little 
later Pusok stopped him again to pass back to the west side of the raise. 
As he passed Skrobacz observed that he was carrying a scaling bar. A 
short while later Skrobacz heard a fall of ground in the stope and a call 
from Pusok for help. Skrobacz released himself from his safety belt and 
went down the raise into the stope. He could not see Pusok, but the latter 
spoke again, telling him to hurry. Skrobacz found Pusok under a slab of 
quartz about 4 feet square and slightly over a foot in thickness; an adjoin 
ing piece of quartz weighing approximately 300 pounds either had been 
scaled or had fallen at the same time as the larger piece.

Skrobacz was unable alone to release Pusok. He ran to the west end 
of the stope and called the raise crew, N. Vikston and G. Keyes. Pusok was 
dead when they removed him a few minutes later.

Pusok had started to scale at the foot of the muck pile under the raise. 
He was in danger at this point from scale muck rolling down the raise, 
and he was in the area from which he had been removed the previous day, 
The 7-foot scaling-bar that he had been using projected about 4 feet to 
the east of the quartz that fell on him. The quartz in this area was ex 
tremely high-grade ore, carrying much visible gold.

Pusok's death was due to multiple crushing injuries and a fractured 
skull. He also suffered fractures of the right wrist, the right femur, and 
the right heel.

An inquest was held on June 21, before Coroner H. E. Montgomery, in 
the Tisdale Municipal Hall. The jury returned the following verdict:—

We, the jury, summoned to enquire into the death of John Pusok, find that he 
came to his death in stope 2,802 in the Dome Mines, Limited, on May 31, 1950, as a 
result of a fall of rock. According to the evidence we find this man was properly 
instructed not to enter this area, which was properly barricaded at both ends, and the 
jury agrees that his death was accidental with no blame attached to anyone.

Falconbridge Nickel Mines, Limited

Frederick Seniuk, Canadian, aged 22, single, employed as a timber 
helper at the Falconbridge mine, was fatally injured about 9.30 A.M., on 
May 17, when he fell into No. 1,702-82 fill 'raise on the 1,575-foot level. 
His employment dated from April, 1948.

The grizzly covering No. 1,702-82 vertical fill raise adjoins the south 
side of the track in the main east drift on the 1,575-foot level. It consists 
of two heavy timbers parallel to the track, 4 feet apart, supporting six 
80-pound rails at right angles about l foot below the track. A guard plank 
spans the grizzly about 2 feet south of and 3 feet above the track. A 12- 
inch plank is kept on the grizzly between the guard plank and the track. 
The grizzly rails are usually spaced 11 inches apart, but at the time of the 
accident, the two centre rails were 18 inches apart at the south end.

On May 17, a train of 8 Hudson cars, loaded with sand and gravel, 
was pushed eastward by a battery locomotive to the fill raise. The cars 
were dumped by the switchman, H. Willis, 'who then replaced the guard 
and grizzly planks. The train then continued eastward to a box-hole 
chute about 80 feet away, where the cars were loaded with ore.

Meanwhile, Fred Seniuk had been helping George White to repair the 
box-hole chutes at the east end of the drift. He left White at work on a 
chute about 130 feet east of the raise and started westward, supposedly 
to examine the condition of the chutes in that direction.
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The loaded train was moving westward when Willis noticed some 
spillage on the track about 30 feet east of the raise and gave a whistle 
signal to the motorman, J. Hannaway, to stop the train. Seniuk and a 
trackman, R. Conrad, were at that time standing beside the track about 
10 feet farther west. Willis got off the rear car, gave a signal to Hanna 
way to move the train ahead, and started to clean the track.

Seniuk jumped on the end coupling of the rear car as the train slowly 
passed him. He was leaning toward the south, apparently watching a 
large slab in the next car as it approached a chute, when he appeared to 
lose his balance while passing the raise. He fell through the centre rails 
of the grizzly into the raise and landed on the sand and gravel fill about 
105 feet below. He was dead when brought up to the level about 10.30 
A.M. An autopsy revealed that he had sustained a massive peritoneal 
haemorrhage and collapse of both lungs.

An inquest was held by Coroner G. Desmarais, M.D., at Falconbridge 
on June 1. His verdict was as follows:—

Frederick Seniuk, aged 22, came to his death at the Falconbridge mine of Falcon 
bridge Nickel Mines, Limited, on May 17, 1950, when he fell about 105 feet down No. 
1,702-82 fill raise from the 1,575-foot level of the mine and sustained internal injuries. 
Accidental death with no blame attached to anyone.

International Nickel Company of Canada, Limited

William L. Lane, British, aged 34, single, employed as a trammer at 
the Frood-Stobie mine, was killed about 10.15 P.M. on December 6, when 
he fell into No. 7 ore-pocket raise on the 2,400-foot level. His employment 
dated from June, 1948.

The grizzly covering No. 7 ore-pocket raise adjoins the south side of 
the track in the ore-pocket drift on the 2,400-foot level. It consists of 
three heavy beams set in concrete at right angles to the track, leaving 
four openings into the raise, each about 3 feet in width. The beams are 
2 feet below the base of rail and a steel slide extends from the south rail 
to the raise. A heavy guard, timber with deflector chains is located about 
4 feet above the grizzly and 3 1/* feet south of the track. The dumping 
area is fenced off by a guard rail on the north side of the track and by 
gates across the track at both ends. Three safety belts with attached 
ropes are kept immediately outside the dumping-area. Any one going 
inside the gates is required to wear one of these belts.

Development rock is loaded into Hudson cars on the 3,000-foot level 
and hoisted in No. 7 shaft cages to the 2,400-foot level. A tramming crew 
moves ten or twelve cars at a time from the shaft station to the ore-pocket 
raise by means of a tugger hoist and dumps them by hand.

On December 6, the afternoon-shift tramming crew consisted of Wil 
liam Lane and W. Kivi. They dumped ten cars before lunch without 
incident. After lunch, they moved twelve cars to the raise and commenced 
dumping them. Both men were wearing safety belts. Lane, however, 
removed his belt after the eighth car had been dumped. After dumping 
the tenth car, Lane told Kivi to move up the last two cars with the tugger 
hoist while he removed some rock remaining in the tenth car- Kivi was 
outside the dumping area when he saw Lane's light disappear into the 
raise. He returned and found that Lane had apparently fallen through 
the grizzly.

Recovery operations were started immediately. Lane was located 
on the broken rock about 77 feet below the level, with a pick lying near by.
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H'e was brought up to the level about 1.00 A.M. on December 7. Dr. A. R. 
Foerster was at hand and found that he had apparently died instantaneously 
from skull fractures and brain injuries.

An inquest was held by Coroner P. E. Laflamme, M.D., at Frood on 
December 28. His verdict was as follows:—

William L. Lane, aged 34, came to his death at the Frood-Stobie mine of the 
International Nickel Company of Canada, Limited, on December 6, 1950, from multiple 
fractures of the skull and severe brain injuries when he fell about 77 feet down No. 7 
ore pocket raise from the 2,400-foot level of the mine. From evidence given, Lane 
had removed his safety belt contrary to instructions while dumping Hudson cars into 
the raise. He apparently lost his balance and fell through the grizzly into the raise 
while attempting to remove a residue of rock from a car which had just been dumped. 
Accidental death with no blame attached to anyone other than the deceased.

Frank Casey (Caisse), Canadian, aged 26, single, employed as a timber 
helper at the Garson mine, was fatally injured about 6.45 P.M. on May 20, 
by a fall of ground in No. 2.1 drift on the 1,200-foot level. He died about 
two hours later. His employment dated from May 13.

The retimbering of No. 2.1 drift eastward has been in progress inter 
mittently for about eight months. The old timber has shifted with the 
subsidence of fill in an underlying stope on which it was partially installed. 
The sill floor of the overlying stope is 30 feet above the drift floor, and a 
considerable quantity of loose ground has developed in places above the old 
timber. Booms are put out from the leading set of new timber to support 
the old back-lagging when new sets are installed. The back is then scaled 
and new cribbing installed. When there is sufficient room, a hole is cut 
in the east side of the cribbing through which the loose ground ahead may 
be scaled- The work had been in progress on a two-shift basis for about 
three weeks prior to the accident. Frank Casey commenced helping M. 
McLaughlin with this work on the afternoon shift of May 16.

On May 20, McLaughlin was instructed by a relief shift boss, E. 
Ashick, to scale ahead from a hole cut in the cribbing. The back was 
about 9 feet above the new sets at this point. Ashick told Casey to clean 
up the drift under the completed timbering and to prevent anyone from 
passing a guard rail across the drift just west of the area to be scaled.

A few minutes before the accident, Casey climbed up the inside ladder 
to the hole in the cribbing and asked McLaughlin if he could guard from 
there since the drift cleaning had been completed. McLaughlin was then 
scaling from outside the cribbing. He told Casey that this would be 
satisfactory if he kept a careful watch and did not venture outside.

About 6.45 P.M., McLaughlin was scaling on the north side with his 
back to the cribbing when a 21/^-ton slab fell immediately in front of it, 
missing him by several feet. On turning around, he saw that Casey was 
lying with his right leg under the east end of the slab, which was from 
4 to 5 feet ahead of the cribbing.

Casey was conscious, and only complained of pain in his right knee. 
He was released about 7.30 P.M. and removed to surface, where he was 
attended by Dr. J- L. Kirk. Casey had sustained a ruptured bladder and 
fractures of the spine, pelvis, right scapula, and left ribs. He died at 8.40 
P.M. while being transported by ambulance to the Copper Cliff Hospital.

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

Frank Casey (Caisse), aged 26, came to his death in the village of Garson on 
May 20, 1950, as the result of injuries received the same day on the 1,200-foot level of 
the Garson mine of the International Nickel Company of Canada, Limited, when he 
was hit by a slab of falling: rock. Accidental death with no blame attached to anyone.
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Kerr-Addison Gold Mines, Limited

Charles David Dunn, Canadian, aged 37, married, with four children, 
died in Kirkland Lake District Hospital on August 25, from injuries sus 
tained when struck by a fall of rock in No. 319-65 stope on the 300-foot 
level of the Kerr-Addison mine on August 24.

Dunn had been employed at the Kerr-Addison mine as a driller since 
July, 1950. He had seven years' experience in mining before coming to 
the Kerr-Addison and was regarded as an experienced miner.

No. 319-65 stope is a cut-and-fill operation, and all of the broken ore, 
with the exception of 10 tons, which remained on the fill floor along the 
north wall at the west end, had been scraped into the mill-hole.

At the west end the stope is 12 feet wide. The fill floor is 41 feet 
above the track elevation of the 300-foot level, and the back of the stope 
is 24 feet above the fill floor. At a point 34 feet west of the centre line 
of the combined mill-hole and manway, a subdrift had been driven west 
ward for 25 feet beyond the former west end of the stope. The floor of 
the subdrift is approximately 4 feet above the fill floor. The remaining 
broken ore lay on the fill floor between the mill-hole and the bench to the 
subdrift floor.

Dunn and his partner, Albert Kerr, started work at 8.30 A.M. on 
August 24, picking and shovelling the ore into the path of the scraper. 
The scraper hoist was set up immediately east of the mill-hole, and the 
tail block of the scraper cable was attached to a rock pin in the north 
wall, 3 feet vertically above the bench of the subdrift. The stope was 
visited at 9.00 A.M. by Mine Captain Joe Teal and Shift Boss Duncan 
Johnston. The walls and back were considered safe by both the workmen 
and the superviser. At approximately 10.00 A.M., Kerr went over to the 
scraper hoist and was just about to turn on the air when a large slab of 
rock fell from the north wall immediately east of the bench of the sub 
drift. It struck the south wall and broke up into several smaller pieces- 
Dunn, who was standing directly alongside the slab, was struck by one 
or more of the pieces. One piece, 31/3 feet by 6 feet and about a foot thick, 
was lying across Dunn's shoulder when Kerr returned to the scene of the 
accident from his position at the scraper hoist. Kerr was unable to free 
Dunn and went to the 300-foot level for assistance. Dunn was freed within 
a few minutes after help arrived. The first aid officer administered treat 
ment for shock, and Dr. G. E. Hagerman attended the injured man under 
ground.

The slab that fell extended from the mucking-floor to the back, a 
height of about 24 feet, and was about 14 feet wide and l foot thick at 
the centre. The slab of loose was roughly lens-shaped, and is estimated 
to have weighed about 20 tons.

Dunn was taken to Kirkland Lake District Hospital. He died at 2.00 
A.M. on August 25. He had suffered a fracture and displacement of the 
fifth cervical vertebra, fractured right scapula, and severe shock.

An inquest was held in the Virginiatown Public School on August 
30 before Coroner H. F- Richardson, M.D. The coroner's jury returned 
the following verdict:—

We, the jury, agree that Charles D. Dunn died on August 25, 1950, following an 
accident at Kerr Addison gold mine on August 24, 1950, as the result of injuries caused 
by a fall of loose rock, no blame being attached to anyone.
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Albert Chorzepa, aged 48, Polish, married, with no dependent children, 
was instantly killed at 12.40 A.M. on October 11, when he was struck on 
the back of the neck by iron piping- dislodged by a large slab of falling 
rock. The accident occurred in No. 1,014-52 north grizzly drift at No. 36 
grizzly.

Chorzepa, who was an experienced miner, was hired at the Kerr- 
Addison mine on January 17, 1939. His regular occupation was mucking- 
machine operator. But he and his partner, Nicholas Rouillard, had been 
sent into the grizzly drift by Shift Boss George Rathwell for the night 
shift of October 10 and 11 to draw muck from No. 1,014-52 stope. He was 
temporarily acting as grizzlyman at the time of his death.

No. 1,014-52 North stope is a shrinkage operation in which mining 
has been completed and which is being drawn empty. A grizzly drift 
located 35 feet above No. 1,014 East drift on the 1,000-foot level provides 
access to the four draw points of the stope. These draw points are in 
opposite pairs, each pair opening on to a grizzly. Each grizzly is 16 feet 
long and 6 feet wide and is divided into four equal openings by crossed 
timbers, each opening being approximately 20 inches wide and 6 feet long- 
The grizzly drift serving the draw points is driven 5^ by G'% feet. The 
grizzly chamber excavations, which are driven at right angles to the drift, 
are 16 feet long, 7 feet wide, and 7 feet high. The two draw points to the 
grizzly were driven from the ends of the chamber. A 2-inch air line and 
1-inch water line are carried along the grizzly drift and fastened to the 
back by pipe hangers suspended from rock pins. Where the pipes pass 
over No. 36 grizzly they are encased in a 4-inch protecting pipe, 16 feet 
long, which protects the air and water lines against damage from blasting 
on the grizzly.

Chrozepa and Rouillard had started passing muck through No 36 
grizzly at the beginning of the shift at 8.00 P.M., October 10. A tramming- 
crew on the level below drew the muck away from the box-hole below the 
grizzly. According to Rouillard, he and Chorzepa had tested the walls of 
the drift around the grizzly chamber and had scaled some loose rock. At 
12.40 A.M. on October 11, they filled the box-hole below the grizzly. As 
they waited for the tramming crew to pull the box-hole empty, Chorzepa 
leaned his shovel against the north wall of the drift about 5 feet east of 
the grizzly chamber and then sat down on the heel of the shovel. Rouillard 
stood about the same distance west of the grizzly chamber. Rouillard 
looked up and saw a small piece of loose rock, which he thought would 
weigh about 10 pounds- He called Chorzepa's attention to it and was told 
to scale it down. Rouillard had merely touched this small piece of loose 
rock with his scaling bar when a large slab, about 9 feet long, 4 feet wide, 
and 11 inches thick and weighing about 3 tons, fell from the back directly 
over the centre of the grizzly. The air and water lines enclosed in the 4- 
inch pipe were directly under the slab and fell with it. The east end of 
the falling pipe struck Chorzepa on the back of the neck, killing him 
instantly. Rescue workers had to use a jack to lift the pipe from his body.

An inquest was held in the Virginiatown Public School on October 18 
before Coroner H. F. Richardson, M.D. The coroner's jury brought in the 
following verdict:—

That Mr. A. Chorzepa was killed accidentally when, in the early hours of the 
morning of October 11, 1950, at Kerr-Addison Gold Mines, Limited, in 1,014-52 North 
grizzly drift at No. 36 grizzly, rock falling on pipe line caused the pipe line to strike 
him on the neck. The cause of death was a broken neck.
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Lake Shore Mines, Limited

Thomas Daniel Starr, Canadian, age 46, married, with one child, was 
instantly killed when struck by a fall of rock in No. 5,810 east stope at 
No. 13-1 section of the Lake Shore mine, at approximately 1.45 P.M. on 
May 10. He suffered a crushed chest and abdomen and a compound 
fracture of the base of the skull. His partner, J. Baczynski, was injured 
by the same fall of rock and sustained fractures of the left ribs and four 
transverse processes of the vertabrae, various fractures of pelvic bones, 
and a ruptured kidney.

Starr had been employed at the Lake Shore mine since 1930, except for 
five years' service in the Canadian army. At the time of his death, he was 
employed as a drill runner. Baczynski, a displaced person from Poland, 
had been working at the Lake Shore mine since August, 1949.

No. 5,810 East "open-rill" cut-and-fill stope is being mined from the 
5,800-foot level. It is 50 feet long and 12 feet wide and dips almost ver 
tically. The east end of the rill is 20 feet and the west end about 50 feet 
below the 5,700-foot level. There is a manway and mill-hole from the bottom 
of the rill leading to the level below and a manway and sand-fill pass leading 
to the 5,700-foot level from the upper end of the rill. The stope is sand- 
filled within 15 feet of the back. The breast of the rill had been drilled and 
blasted from bottom to top, and the broken ore covered the mucking-floor.

Starr and his partner were scaling the breast and placing 8- by 8-inch 
cross-stulls, working from the top down. Two such stulls had been placed 
and blacked, and the men were cutting a hitch to install the third stull 
when a large slab, weighing approximately 5 tons, fell unexpectedly from 
the breast under which they were working and pinned both workmen be 
neath it.

When the men failed to report at the end of the shift at 3.00 P.M., 
Shift Boss J. Gibson went to look for them, and found them pinned under 
the rock. M Seymour, assistant underground superintendent, Mine Cap 
tain J- Howey, and Shift Boss J. Gibson had visited the stope at 10.00 
A.M., and Gibson had returned again at 12.30 P.M. Starr had been 
instructed where and how to place the timber.

In a statement given to the Inspector of Mines, Baczynski said that 
he was breaking a timber hitch on the south wall with a hammer and 
Starr was prying the broken fragments out with a scaling bar when there 
was a sudden crack, followed immediately by the fall of rock. Starr was 
directly below and Baczynski partly underneath. They had no time to 
jump. He also stated that they had scaled thoroughly for two days and 
had checked the back on the morning of the accident.

The heavy piece of loose had parted from a slip plane on the south 
wall of the stope and broke off across the back from its own weight.

An inquest was held in the Kirkland Lake Council Chambers before 
Coroner J. F. Edis, M.D., on May 17. The jury brought in the following 
verdict:—

We find that Daniel Thomas Starr met his death instantly on May 10, 1950, at 
approximately 1.45 P.M. in 5,810 stope at Lake Shore mine, from injuries received 
through a fall of rock. Death was accidental and no blame attached to anyone.
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MacLeod-Cockshutt Gold Mines, Limited

John Quesnel, Canadian, married, aged 38, employed as a machine 
runner at the MacLeod-Cockshutt mine, was instantly killed when he 
walked into an open ore pass in No. 1,063 west drift at approximately 11.30 
P.M. on December 22. Quesnel had been employed at the MacLeod-Cock 
shutt mine since 1941 as a machine runner in stopes, raises, and drifts.

No. 1,063 west drift is a slusher drift in the "F" zone. The zone is 
1,800 feet long and 50 feet wide on the 10th level. It is divided into 
eleven stoping sections numbered from 1,072 to 1,082. Each stope is 
110 feet long and is separated from the next stope by a 40-foot pillar. 
Work is being carried on in Nos. 1,075, 1,076, 1,077, 1,079, and 1,080 
stopes. Nos. 1,078, 1,081, and 1,082 stopes are being prepared for stoping.

Ore passes are driven 300 feet apart, in the middle of the pillar, so 
that they may service two stopes. The ore pass raises are 6 by 8 feet in 
cross-section and are inclined at 50 degrees, with one knuckle 30 feet 
above the lith level and another 50 feet below the 10th level. From the 
second knuckle two finger raises 30 feet apart are driven to break into 
No. 1,063 west slusher drift.

The west finger of No. 1,178 ore pass raise had been completed. 
Grizzly rails had been installed, and muck from No. 1,079 stope draw 
points was being slushed into the raise. The east finger of No- 1,178 ore 
pass raise broke into No. 1,063 west drift on December 14. On the morn 
ing of December 22, two timbermen started to install the grizzly rails. 
They drilled pop holes for the grizzly rail hitches and blasted these before 
coming off shift at 3.00 P.M.

Quesnel and his partner, Robert Wright, were working, for the third 
successive shift, in a box-hole in No. 1,063 west drift. This box-hole is 
located 50 feet east of the east finger of No. 1,178 ore-pass raise. Quesnel 
and Wright came on shift at 7.00 P.M. and approached the box-hole from 
the west side, passing over the east finger of No. 1,178 ore-pass raise. 
At this time the opening was covered only by a ladder laid close to the 
south side of No. 1,063 west drift. Quesnel and Wright walked over the 
ladder and commenced drilling in the box-hole. At 11.00 P.M., E. Elling- 
sen, slusherman at No. 1,178 west grizzly, came to the box-hole to warn 
Quesnel that he was going to blast at the grizzly. Quesnel and Wright 
decided to go for lunch and in doing so, again passed over the ladder on 
the east finger raise.

Quesnel and partner finished lunch and started back to their working 
place. Quesnel first looked at the No. 1,178 west grizzly, apparently to 
see if the blast had been successful. He then turned and started walking 
eastward toward the box-hole. He walked into the open side of the east 
finger raise and disappeared from sight. At this time Wright was about 
3 feet behind him. Wright saw Quesnel fall and ran to the station for help.

William Quesnel, shift boss in charge of the area in which the acci 
dent occurred and brother of the deceased, came to the scene of the accident 
and climbed down the raise. He found John Quesnel's body lying on the 
muck in No. 1,178 raise, about 130 feet below the 10th level. The body 
was brought to the top of the raise where it was examined by Dr. J. Knipf 
at 12.00 P.M. Dr. Knipf stated that death was instantaneous and due 
to a fractured neck and skull.

Investigation showed that the finger raise had been adequately covered 
after the break-through on December 14 and that this cover had still beer 
in place on December 12. Poor visibility due to smoke from the blast at
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the west grizzly was a contributing cause of the accident. Robert Wright 
stated that the visibility was about 5 feet at 11.30 P.M., the time of the 
.accident.

An inquest was held in the Legion Hall in Geraldton at 2.00 P.M. on 
December 27 before Coroner Charles Powell, M.D. The jury returned 
the following verdict:—

We, the undersigned, find John Quesnel came to his death approximately 11.30 
P.M., on December 22, 1950, at MacLeod-Cockshutt Gold Mines, Limited, from a frac 
tured skull suffered as the result of falling down an open ore pass possibly while 
handicapped by poor visibility.

Paymaster Consolidated Mines, Limited

Tymko Zariczanskyj, aged 35, Ukrainian, single, employed as a timber- 
man's helper, was instantly killed about 12.50 P.M. on May 24 at the 
Paymaster mine, when he was caught under a piece of rock weighing 
approximately 2 tons, which fell from the hanging wall of No. 2,327 A-l 
back stope.

Zariczanskyj immigrated to Canada and commenced work at Pay 
master on December 2, 1948. His previous labouring experience had been 
in concentration camp kitchens in Germany and on farms. He was 
employed first in the Paymaster mine as a mucker. He was later tried 
out as a motorman, but was taken off this work because he proved to be 
unsuitable. In December, 1949, he was placed with Russell McLaughlin 
as a timberman's helper. He was working with McLaughlin at the time of 
the accident.

On May 17 McLaughlin and Zariczanskyj started to drill and blast 
for shrinkage stope chutes in No. 2,327 A-l back stope, which had pre 
viously been broken to a height of approximately 19 feet above the track 
and mucked out. As the vein is slightly less than drift width, some 
slashing is necessary in the hanging wall for chutes and to make room 
for chute-pulling.

On May 23, at the of the day shift, McLaughlin blasted 32 light slash- 
holes at five different chute locations. He reported hearing only 27 shots. 
This report was entered in the log book. Only one shift works on this 
type of operation. The night-shift boss went to the stope to examine for 
misfires, but did not do so because there was too much loose ground. No 
missed holes were ever found.

On May 24 McLaughlin started scaling at the east end of the stope 
to make each place safe in turn. At the first chute slash he simply washed 
and scaled. At the second one he washed and scaled and then put in five 
sprags from 3 to 5 feet in length. At the third location he washed, scaled, 
and put in four sprags and one short 12-inch stull. At the fourth location 
he had washed and scaled and had just gone back about 100 feet to the 
east for 4-foot measuring sticks to measure for a longer timber, when 
Zariczanskyj wandered ahead into the unsealed fifth chute location where 
two holes had been blasted. He had no tools and no known reason for 
going there. While he was in the fifth chute slash a slab, weighing about 
2 tons, fell on him from the hanging wall. This slab measured 7 feet in 
length and 4Vg feet m width and was 1*4 feet thick.

McLaughlin heard the rock fall and heard his partner groan. By the 
time he reached him he was unconscious or dead.

McLaughlin went to the No. 5 winze for help. He found two men at 
the ore-pass grizzly. In reply to the 9-bell danger signal and a telephone
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call, Shift Boss Percy Johnson came to the level. The cagetender then 
went to the winze collar at the 2,000-foot level to get a stretcher, and from 
this point he brought down two engineers who assisted in recovery 
operations.

The cause of Zariczanskyj's death was multiple crushing injuries. An 
autopsy performed by Dr. R. P. Smith showed that he had suffered com 
pound rib fractures and punctured lungs, compound fractures of the right 
arm and shoulder, a ruptured liver, fracture and separation of the pelvis, 
and fractures of both legs. Death was practically instantaneous.

An inquest was held before Coroner H. E. Montgomery at 3.00 P.M. 
on June 6 in the Tisdale Municipal Building at South Porcupine. The jury 
returned the following verdict:—

We of the jury find that the deceased, Tymko Zariczanskyj, was accidently killed 
at the Paymaster mine on May 24, 1950. We of the jury recommend that a barricade 
be placed in the drift where a hazard exists.

Preston East Dome Mines, Limited
John D. McKinnon, Canadian, aged 40, single, employed as a shaft- 

man was instantly killed at 11.10 P.M. on September 16 when crushed 
between the moving cage and the shaft timbering in the No. 3 winze of 
the Preston East Dome mine. McKinnon had been employed underground 
at the Preston East Dome mine for nine years as a miner and shaftman.

No. 3 winze is a 3-compartment opening, each compartment being 5 
feet l inch by 5 feet 6 inches inside the timber. Nos. l and 2 compart 
ments contain cages operating in balance, and No. 3 compartment serves 
as a manway and pipe compartment. The collar of the winze is at the 
18th level. Deepening of the shaft to the 29th level was completed in 
July, 1949. Levels were established at 125-foot intervals.

For four months previous to the accident a crew consisting of four 
shaftmen and a leader was engaged in tight-lining Nos. l and 2 compart 
ments with 2- by 6-inch treated spruce planks flush with the 8- by 8-inch 
shaft sets. Nos. l and 2 compartments were first lined from the collar 
down to the 21st level. The men were being affected by the chemical 
preservative which dripped on them from the newly installed lining, and 
it was decided to install the lining from the bottom upward. The lining 
of No. 2 compartment was completed, and No. l compartment was lined 
from the bottom to a point five sets above the 23rd level. When installing 
lining it was customary for one man to work from inside the cage and for 
three men to work on the roof. A supply of planks was kept inside the 
cage. These were handed up, one at a time, to the men on the roof through 
a 3- by 8-inch door cut in the hood and were nailed into place The men 
on top of the cage controlled the conveyance by means of a signal-cord 
extension in one corner of the compartment.

The hood of the cage, from which the men work, is made of 3/16-inch 
steel plate and covers an area of 4 feet 2 inches by 4 feet 3 inches. A centre 
section, 9 inches wide, is horizontal, and there are side sections sloping 
toward the front and rear of the conveyance at an angle of 12 degrees. 
One-inch angle-irons are welded around the outside edge of the roof. The 
clearance between the edge of the hood and wall plates is 11/2 inches.

On the night shift, 3.30 P.M. to 11.30 P.M., of September 16, a crew 
consisting of John McKinnon, J. Durocher, A. Duguay, and H. Harwood, 
all shaftmen, was engaged in installing lining in No. l compartment 
between the 23rd and 22nd levels. Duguay was handling the timber from
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P.M. they had used up their supply of lining planks. It was a Saturday 
night shift and they intended to go to surface. The cage was rung to the 
22nd level, where it stopped with the cage floor level with the station, 
Duguay got out of the cage and opened the main air-valve at the station, 
the crew's usual practice when going off shift Duguay then re-entered 
the cage and signalled for the 21st level.

Meanwhile the other three men were on the top of the cage. McKinnon 
was standing on the side of the hood away from the station, and Durocher 
and Harwood were on the opposite side of the hoisting-cage, facing him. 
A 6-foot length of the hoisting-rope above the cage thimble was wrapped 
with canvas, which was held in place with twine near) the top and bottom. 
When the cage stopped at the station of the 22nd level, McKinnon, who 
was carrying an axe in his left hand, cut the bottom binding which held 
the canvas to the rope. He presumably also let go of the cable with his 
right hand at the same time. Just as.the cage was signalled to the 21st 
level he cut the piece of twine near the top of the canvas covering. As the 
cage was moving away from, the station McKinnon was seen to reach for 
the hoisting-rope with his right hand. He lost his balance and fell back 
ward and was caught and crushed between the wall plate and the rear wall 
of the cage. The hoistman, O- Mattson, noticed a sudden load on the hoist 
and stopped immediately. He then went to the shaft to investigate and, 
on hearing shouts from the men on the cage, reported the accident to 
surface.

A rescue party was able to reach the top of the cage from the manway 
compartment by climbing around the outside of the shaft timber, there 
being some overbreak at this point. McKinnon was found wedged between 
the seventh wall plate above the 22nd level and the rear wall of the cage. 
Dr. P. B. Purdie, of South Porcupine, who had been called to the scene, 
pronounced McKinnon dead. Death was due to multiple crushing injuries 
to the chest and abdomen and was probably instantaeous.

The two steel plates forming the rear wall of the cage were removed, 
and McKinnon's body was recovered in about an hour and twenty minutes.

From the markings on the shaft timbering it appears that McKinnon 
was dragged past two 7-foot sets before the cage stopped. The conveyance 
was travelling at a speed of less than 300 feet per minute at the time of 
the accident.

An inquest was held before Coroner H. Montgomery in the Tisdale 
Municipal Building at South Porcupine on September 28, at 4.00 P.M. The 
jury returned the following verdict:—-

We, the jury, find that John D. McKinnon came to his death by accidental means 
on September 16th, i960, at approximately 11.00 P.M. at the Preston East Pome Mines. 
This jury would recommend that in the future a bell cord be dropped while this type 
of work is in progress.

Silanco Mining and Refining Company, Limited

Maurice Scully, Canadian, age 57, married, with four children, two 
of whom are dependent, employed as a cagetender, was instantly killed on 
February 10 at the Beaver mine shaft of Silanco Mining and Refining 
Company. Limited, in Coleman township, near Cobalt. He was caught be 
tween a moving cage and a shaft timber. Death was due to a crushed 
skull and laceration of the brain.
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Scully had been in the employ of the company since 1944. He had 
almost forty years' mining- experience, mainly in the Cobalt district.

The Beaver shaft is a 2-compartment, vertical shaft, 1,600 feet deep, 
and is dewatered to a depth of 765 feet. The lowest working level is the 702- 
foot. The water that collects in the shaft from the Beaver mine workings 
and the adjacent Temiskarning mine workings is lifted to a sump on the 
702-foot level by an air blower, then to surface by pumps. It-is a practice 
at the mine to check the water level in the shaft twice during each shift.

The signal system is mechanical non-return. A bell cord extends 
down the northeast corner of the hoisting-compartment and can be rung 
by the cagetender from within the cage with doors closed. The bell cord 
operates an electric buzzer in the hoist-room. The signal to hoist slowly 
is one long buzz and to lower slowly is two long buzzes.

Shortly after 9.00 A.M. on the day of the accident, Scully, who was 
on the 702-foot level, gave the hoistman, Albert Babineau, a 3-bell "man 
signal," followed by a 2-bell "slow lowering signal" Babineau lowered 
the cage slowly to a point approximately 60 feet below the level. Babineau 
says that he received a 1-bell stop signal and stopped the cage There was 
an interval of a minute or so, after which a distinct 3-bell man signal, fol 
lowed by a 1-bell slow1 hoist signal, was received. He hoisted about 6 feet 
and felt the cage jam. Realizing something was wrong, he stopped the 
hoist. Nestor Syren, another employee, who was in the hoist-room when 
the incident occurred, went down to the scene of the accident by way of 
the adjacent Temiskaming mine shaft Scully was found dead with his 
head wedged between the east edge of the bottom of the cage and the 
shaft wall plate. The cage doors were open, but the door bar was closed 
and had been bent inward about 11/2 inches, indicating that some force 
had been exerted against it from the outside.

Scully was reported by his doctor to have been in excellent health, 
and his accident is not considered due to any physical collapse. It is also 
unlikely that he was inside the cage and was accidently thrown out, since 
there was very little damage to his body except a crushed skull. It is 
thought that he was standing on the timber outside the cage when he gave 
his signals and that he failed to get fully on the cage before giving the 
executive signal to hoist or that the signal was improperly transmitted or 
misunderstood by the hoistman and that the conveyance moved before 
Scully expected it .would.

An inquest was held in the Council Chambers in the town of Cobalt 
on February 14, before Coroner W. C. Arnold, M.D. The jury brought in 
the following verdict:—

That Maurice Scully, on February 10, 1950, at 9.25 A.M., at the Silanco mine, 
Beaver property, township of Coleman, was accidently killed while carrying out his 
duties as a cagetender.

Starratt Olsen Gold Mines, Limited

Edward Andrzejczyk, Polish, aged 23, single, employed as a skiptender 
at the Starratt Olsen gold mine, was instantly killed about 10.30 A.M. on' 
May 12 when he was struck by the descending cage-skip assembly at the 
1,000-foot-level station of the main shaft.

Andrzeczyk came to Canada in September, 1949, and was employed 
at the Starratt Olsen mine on September 10, 1949. He had worked as a
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skiptender's helper since February 16, 1950, and was promoted to skip- 
tender on May 9.

The main 3-compartment, vertical shaft at the Starratt Olsen mine 
has a lip-loading- pocket located immediately below the 1,000-foot level. 
The long axis of the shaft is east and west. The east or No. l compart 
ment is used only for handling material, being equipped with a skip. The 
next compartment, No. 2, is equipped with a skip-over-cage assembly. At 
the 1,000-foot level the third compartment will be used as a sinking-com 
partment and is now bulkheaded two sets, or 12 feet, below the level The 
4th or west compartment is the manway. The lip pocket, located below 
the 1,000-foot level, has capacity of about 30 tons, and the bottoms of the 
chutes are 12 feet below the 1,000-foot level. The gates for the lip pocket 
are operated by air cylinders with the operating valves near the bell-pull 
hoist-signal. The control valve for the pocket gate of No. 2 compartment 
is located on the south face of the southwest shaft-post of No. 2 compart 
ment, 4 feet 5 inches above the floor of the shaft station, and the bell pull 
is located on the east face of the shaft-post 5 feet 3 inches above the floor 
of the station . The shaft-door for the No. 2 compartment is constructed of 
2-inch plank, reinforced with two steel rails, and is 4 feet 3 inches in 
height. The door is hinged to a false post fastened to the southwest shaft- 
post of No. 2 compartment.

During the loading operation the skiptender stands at the control 
valve for the pocket gate and his helper stands on the bulkhead in t^e 
sinking-compartment 12 feet below the level, where he can watch the skip- 
loading. When the skip is loaded he calls to the skiptender to tell him. 
The skiptender closes the control valve and signals the hoistman to hoist 
the skip. With the controls so located it is not necessary nor more con 
venient, for the skiptender to have the shaft-gate open.

On May 12, about 10.30 A.M., Andrzejczyk and his helper, Wojciceh 
Kukulka, had loaded the skip in the No. l compartment. While this skip 
was being hoisted Kukulka, looking up, could see Andrzejczyk's lamp 
shining down No. 2 compartment. He called to Andrzejczyk to "watch 
out," to which Andrezejczyk replied, that he knew what he was doing. When 
the skip cage came past the station Kukulka heard a squeezing sound as 
the assembly came into view. He called to Andrzejczyk and, on seeing 
no light and getting no answer, looked into the skip and saw Andrzejczyk's 
body. He immediately notified Don Ross, shift boss, who was on the 
1,000-foot level. On raising the assembly to the level it was noted that 
blood and brain matter were smeared along the front of the cage. When 
Andrzejczyk's body was removed from the skip it was apparent that death 
had been instantaneous since the top and back of the head were missing. 
Kukulka found the shaft door into No. 2 compartment wide open after 
the accident, which was not necessary while skipping. No explanation of 
the reason why Andrzejczyk was in a dangerous position could be found.

An inquest was held at Starrat Olsen gold mines at 10.30 A.M. on May 
16th, by Coroner C. F. Galway, M.D. His verdict was as follows:—

Edward Andrzejczyk, aged 23, skiptender, was killed instantly on May 12th, 
about 10.30 A.M., at the 1,000-foot level shaft station of the main shaft of Starratt 
Olsen gold mines by being struck by the descending skip-cage. I find from the evidence 
that there was no negligence on the part of the management or the employees or was 
it necessary for the deceased to expose himself to danger in carrying out his duties 
as skiptender.
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Iwan Knysch, Polish, aged 27, single, employed as a machine runner's 
helper, was fatally injured at the Starratt Olsen mine about 7.00 P.M. on 
June 23, when a piece of ore weighing about 2^ tons fell on him as he 
was entering No 1,026 stope at the beginning of his shift.

Knysch came to Canada early in September, 1949, and was employed 
at the Starratt Olsen mine on September 10, 1949.

No. 1,026 stope, which is 340 feet long and averages about 20 feet 
in width, has been mined by shrinkage methods to a height of about 67 
feet above the 1,000-foot level. The long axis of the stope is east and west. 
A cribbed manway is located at the east end of the stope, and above this 
the stope has been mined to a width of about 8 feet. The method of 
mining is being changed to that of vertical diamond-drilling, and the last 
breast completing the shrinkage stoping was blasted on the night shift 
of June 22 over east manway. The system involves diamond-drilling from 
a subdrift located 58 feet above the back of the stope, and a slot has been 
mined at the west end of the stope and the 5th row of vertical diamond- 
drill holes has been blasted. The system was changed because of 
dangerous ground due to many mud slips within the ore body. While the 
stope was being mined by shrinkage methods drilling and blasting were 
confined to one shift and scaling and timbering to another shft.

On the day shift of June 23, No. 1,026 stope was scaled and the east 
manway was raised to a height of 60 feet above the base of the rail by 
Shukstes and his helper F. Cieslak. At 7.00 P.M., J. Warzel, machine 
runner, and his helper, I. Knysch, were sent into No. 1,026 stope to block- 
hole any large pieces of ore remaining in the east end of the stope. On 
entering the stope, Knysch had just stepped out of the east manway on 
to the muck pile when a piece of loose rock fell from the wall at the east 
end of the stope, striking him across the lower part of his body and pin 
ing him down. Warzel, who was not quite out of the manway, was struck 
a glancing blow on the head and fell a few feet down the manway He 
as uninjured, except for a shaking-up.

Knysch was conscious until he was removed from under the piece of 
rock. On arrival at surface at 7.35 P.M., he was pronounced dead by 
Dr. E. Daniels. Death was caused by shock and internal haemorrhage.

The piece of rock that fell measured roughly 5 by 3 by 2 feet and was 
estimated to weigh about 2V& tons. In place, it had been bounded om the 
south by a slip.

An inquest was held at the Starratt Olsen mine at 10.35 A.M. on July 
6, with Coroner C. F. Galway in charge and Crown Attorney B. A. R. 
Taylor, of Kenora, in attendance. The coroner's verdict was as follows:—

Iwan Knysch died of injuries accidently received in the 1,026 stope, June 23, 1950, 
at 7.15 P.M., in the Starratt Olsen gold mine when struck by a piece of loose weighing 
about 2V2 tons, which fell on him when entering the above-mentioned stope at the start 
of the shift. Death was caused by haemorrhage and shock. From the evidence 
received, no blame could be attached to anyone.

Mychailo Strocen, Polish-Ukrainian, aged 27, married, employed as a 
mucker, was fatally injured at the Starrat Olsen mine about 2.30 P.M. on 
June 28, when he fell down No. 10-92 ore pass. He was taken to the Win 
nipeg General Hospital on June 29 and died there on June 30.

Strocen arrived in Canada during April, 1949, and was employed at 
the Starratt Olsen mine on April 26, 1949.
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No. 10-92 ore pass connects the 1,000-foot level to the 800-foot level 
and was driven at an angle of 50 degrees. No. 10-20 subdrift was started 
in the ore pass 24 feet below the 800-foot level and driven about 190 feet 
east. The subdrift is being slashed the full width of the ore body. The 
muck is trammed westward in a IV^-ton Hudson car and is dumped down 
No. 10-92 ore pass. The top of the ore pass is tightly planked over except 
for an opening 2 feet by 4 feet 11 inches, through which the muck is 
dumped. The opening is kept covered when not in use.

After lunch on June 28, J. Dupont, the shift boss, sent M. Strocen 
and I. Horvath, both muckers, into No. 10-20 subdrift to finish the shift 
by cleaning up the subdrift. A. Trybaluk, driller, and his partner were 
drilling a slash on the north wall at about the same place. Strocen and 
Horvath filled the IVs-ton Hudson car, and Strocen sent Horvath to 
remove the planks from the top of the ore pass. When Horvath returned 
after doing this, they pushed the loaded car toward the ore pass. As they 
were nearing the top of the ore pass and were retarding the speed of the 
loaded car, Strocen slipped into the ore pass. The accident happened so 
quickly and unexpectedly that Horvath was unable to do anything to 
prevent it. Trybaluk and his helper did not see the accident. J. Kucharski, 
the motorman on the 1,000-foot level, who was near No. 10-92 ore-pass 
chute, heard a noise in the chute and, on investigating, saw Strocen in the 
chute. He was unconscious. He was removed immediately from the 
chute, at about 2.30 P.M., and taken to surface, where he was examined 
by Dr. E- Daniels. He was then taken to the Red Lake Memorial Hospital.

Strocen's injuries consisted of numerous cuts and bruises to the head, 
face, and hands. On June 29 he was taken to the Winnipeg General Hos 
pital, where he died on June 30 at 11.25 P.M. An autopsy performed by 
Dr. D. Penner, of Winnipeg, showed that he died of a fracture of the base 
of his skull.

The ore-pass opening measured 13 inches from the nearest rail. 
Strocen's injuries indicated that he had fallen head first into the ore pass. 
It is difficult to understand how this could happen since he was pulling 
back on the car when the accident happened. Horvath could give very 
little information because the accident occurred so suddenly.

An inquest was held at 8.00 P.M. on July 14 in the Provincial Police 
Court in Winnipeg before Dr. I. O. Fryer, coroner. The jury returned 
the following verdict:—

We, the jury, have come to the unanimous decision that Mychailo Strocen died at 
the Winnipeg- General Hospital, Manitoba, on the 30th day of June, 1950, at approx 
imately 11.25 P.M. as a result of an accident at the Starratt Olsen gold mine in the 
Red Lake area (Ontario) on the 28th of June, 1950. It is unanimously agreed that the 
deceased met his death accidently while at his work in the above-mentioned mine. And 
we the jury wish to express our sincere sympathy to the family of the deceased.

METALLURGICAL WORKS 

Canadian Furnace, Limited

Edwin Fretz, aged 40, single, Canadian, employed as a feederman in 
the sinter plant of Canadian Furnace, Limited, at Port Colborne, died at 
about 4.00 A.M. on October 3, 1950, when he was buried by a run of flue 
dust while working inside a railway bin. Fretz had been employed by the 
company for three years, mainly as a feederman in the sinter plant.

In the production of pig iron, flue dust is recovered, sintered, and 
charged back to the blast furnaces. After recovery the flue dust is moved
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by railway cars to the "high line" trestle and dumped into hopper-bins 
built under the tracks. The flue dust is a fine, granular material with an 
average moisture content of 8 per cent. The bins, approximately 25 feet 
square at the top and 26 feet deep, are of metal construction. The flue- 
dust bins are covered by metal grids with a manhole opening. They dis 
charge by gravity through an adjustable chute-gate on to a rotary feeder 
table, which in turn discharges on to a conveyer belt leading to the sinter 
plant. One man is employed on each shift in the feeder-room to regulate 
the flow of materials to the sinter plant. In the event of a hang-up in the 
bins, the feederman is required to go up to the high line and free the 
material, which usually involves descending into the bins and barring down 
the material. For this purpose life-lines of %-inch manilla rope, to which 
the men are required to fasten themselves, hang down into the bins.

The men are further required to have some other employee stand by 
while they are working inside the bins. Notices to the effect (including 
Department of Mines Notice No. 11) are posted.

Fretz was working on the midnight to 8.00 A.M. shift on October 3 
and was seen at 3.00 A.M. in the feeder-room. At about 4.00 A.M. the 
sinter plant foreman, Fred Jones, who was investigating a flow stoppage, 
came into the feeder-room and found a foot protruding from the chute 
gate of the flue-dust feeder. Help was called, and when it was seen that 
Fretz was covered by some 4 feet of dust a torch was brought and the 
feeder was cut away to release him. Dr. F. G. Pearson, who had arrived 
in the mean time, found Fretz to be dead, at 4.50 A.M.

A bar, an unattached life-line, and an extension cord and bulb were 
found in the bin after the accident. Fretz had not notified any one that 
he was going into the bin.

An autopsy was performed by Dr. L. C. Whitaker. He found the 
mouth and windpipe filled with flue dust. The cause of death was 
suffocation.

An inquest was held before Coroner E. A. MacKenzie, M.B., at Port 
Colborne on October 18. The jury returned the following verdict:—

On October 3, 1950, at approximately 3.25 o'clock in the morning, at the Cana 
dian Furnace plant, Edwin Fretz met accidental death by suffocation through no fault 
of the company that employed him, and we, the jury, recommend that a lock be placed 
on the trap door to each bin and the keys be placed in charge of the foreman of each 
shift, and that he be responsible for men entering the bin.

Deloro Smelting and Refining Company, Limited

John Laird, aged 65, Canadian, married, was fatally injured when he 
was drawn into the rolls of a plate-bending machine in the workshop at 
the plant of the Deloro Smelting and Refining Company, Limited, at 
Deloro at 4.40 P.M. on July 18. Laird had been employed by the com 
pany for the past 12 years, mainly as a metal worker.

A separate workshop equipped for electrical, pipefitting and metal- 
fabricating work is located on the property. The metal-working part of 
the shop includes a 4-foot plate-bending machine, consisting of three 
5-inch-diameter rolls working in a cluster at a peripheral speed of about 
10 feet per minute. The rolls are driven by a belt from an overhead line 
shaft through a gear train. A belt-shifting lever is located at the left- 
hand side of the machine to stop and start the rolls. The machine is gen 
erally used to bend light plate or sheet metal to make up piping or duct 
work. Two or more men are required to operate the machine when heavy
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material is being: handled, but one operator can handle light material. 
Depending on the clearance setting between the rolls, one or more passes 
may be required. In the case of circular sections a final pass is required 
to bring the material back on itself, which prevents the use of the usual 
type of guard.

On the afternoon of July 18 Laird was cutting 16-gauge mild steel 
sheets into 63-inch lengths when the machine shop foreman, Sidney 
Sandham, visited him at 4.30 P.M. After Sandham left, Laird apparently 
began passing these lengths through the rolls to make up 20-inch pipe. 
At 4.40 P.M. the plant electrician, James Rice, called at the metal shop 
and found Laird slumped over the rolls. He saw that Laird's left arm had 
been drawn into the rolls, which were still turning. He immediately 
moved the belt shifter to stop the machine. Help was called, and it was 
necessary to separate the rolls at the right-hand bearing-block in order 
to release Laird. The front part of his trousers and shirt were torn and, 
in addition to the crushed forearm, he had suffered abrasion injuries to 
the face and chest where he had been drawn against the moving rolls. He 
showed no sign of life. Artificial respiration was commenced and was 
later continued by inhalator treatment. Meanwhile Dr. S. R. Beatty had 
been called from Madoc and arrived at 5.00 P.M. After Laird failed to 
respond to injections he was declared dead.

A curved length of material was found behind the machine. Standing 
toward the left (driven) end of the machine, Laird apparently became 
entangled while feeding this sheet through the rolls. In this position, 
however, with his left hand caught, he would be unable to reach the shift 
lever. Since the accident the company is installing a more readily 
accessible stop mechanism.

A post mortem examination was performed by Dr. J. H. Bateman at 
Belleville. Laird's injuries were described as extensive crushing of the 
left hand, burns to the face, chest, and thigh, and fractures of the ribs 
and sternum. Death was ascribed to multiple injuries followed by 
asphyxia.

An inquest was held before Coroner S. R. Beatty, M.D., at Marmora 
on July 24, and the jury returned the following verdict:—

John Laird met his death at the Deloro Smelting and Refining1 Company on July 
18, 1950, at 4.40 P.M., caused by internal injuries received from the machine he was 
operating, due to the lack of a safety device on the machine.

Through a misunderstanding the Department was not notified of the 
accident and consequently was not represented at the inquest.

International Nickel Company of Canada, Limited

Marcel La Forge, Canadian, aged 22, married, with two children, 
employed as a baleman, and Walter Korton. Canadian, aged 27, married, 
with one child, employed as a maintenance mechanic's helper, were fatally 
burned in the converter aisle at the Copper Cliff smelter about 11.30 A.M. 
on June 30, when the main hook of No. 4 crane broke while carrying a 
ladle of molten matte. La Forge was caught in the flow of spilled matte 
and died almost instantly. Korton died in the Copper Cliff Hospital on 
the following day.

The converter aisle runs east and west, with the converters in line 
near the south side. The burner ends of the reverberatory furnaces adjoin 
the north side. Ladles of reverberatory matte are brought into the con 
verter aisle on transfer cars from tunnels at right angles to the aisle. Six



40

bridge cranes, with a span of 66 feet, are operated on a single track above 
the aisle. Ladles are lifted by two bales suspended from the ends of a 
bale beam, which is hung on the main crane hook. The cylindrical shank 
of the main hook is threaded at the upper end and held in the sheave 
crosshead by a load nut and safety nut. It turns inside the crosshead on 
roller bearings. No. 4 crane is rated to carry a maximum load of 60 tons 
on the main hook.

On June 30, C. Martel, operating No. 4 crane, picked up a ladle of 
reverberatory matte from No. 6 transfer car a few minutes before 11.30 
A.M. This transfer car is located in line with the space between Nos. 9 
and 10 converters. The ladle, containing about 16 tons of matte at a 
temperature of around 2,100 degrees F. was to be taken eastward to No. 
16 converter. Before moving, Martel noticed No. 3 crane approaching 
from the west with an empty slag ladle and No. 5 crane approaching 
from the east with a ladle of converter matte. He waited until the slag 
ladle had been delivered to No. 9 converter, then started to follow No. 3 
crane westward so that No. 5 crane could reach No. 8 converter. He was 
in motion opposite the east end of No. 8 converter when the main hook of 
his crane broke, allowing the bale beam and ladle to fall about 20 feet to 
the floor. The molten matte spilled out of the ladle as it fell, rapidly 
covering about 2,300 square feet of floor surface.

Meanwhile, M. La Forge, the baleman for No. 3 crane, was on the 
floor between Nos. 8 and 9 converters. A- Langlade, maintenance 
mechanic, and his helper, W. Korton, were on the floor at the east end of 
No. 8 converter. W. Lent, A. Shelley, and L. Kennedy were on the 
punchers' platform between Nos. 8 and 9 converters. This platform runs 
along the south side of the converters, about 6 feet above the floor.

La Forge was surrounded by flowing matte and burned to death about 
27 feet from the fallen ladle. Korton received burns covering about 55 
per cent of his body and died the following day from secondary shock. 
Langlade escaped with severe burns. Lent sustained severe burns and a 
fractured pelvis when he fell down a stairway while escaping from the 
punchers' platform. Shelley received minor burns. Kennedy was uninjured.

An examination of the hook revealed that the shank had broken at 
the lower end of the threaded section. This had apparently occurred in 
three stages. Only about one fifth of the cross-sectional area had remained 
intact after the second stage. The hook was carrying a load of 33.4 tons 
at the time of the accident. Tests and analyses were made afterwards, 
which showed it to be a good-quality, mild steel of normal ductility. No 
evidence of cracking was ever observed by the riggers during their exam 
ination at the beginning of every shift nor by the crane inspectors during 
their daily inspection. The hook had been annealed and given a Magnaflux 
examination in August, 1949, and returned to service the following month.

An inquest was held by Coroner P. E. Laflamme, M.D., at Copper 
Cliff on July 19. His verdict was as follows:—

J. A. Marcel La Forge, age 22, came to his death at the Copper Cliff smelter 
of the International Nickel Company of Canada, Limited, on June 30, 1950, from 
multiple extensive burns and shock sustained when a ladle of molten matte was spilled 
in the converter aisle following the rupture of the crane hook carrying the ladle. From 
evidence given, the hook appeared to have cracked progressively over a period of time 
in a location concealed from routine inspections until it finally ruptured. The cause 
of the initial cracking could not be determined. Waited Korton, age 27, came to his 
death in the Copper Cliff Hospital on July l, 1950, from secondary shock due to 
extensive burns received in the same accident. Accidental deaths with no blame 
attached to anyone.
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Nick Basco, Jugo-Slavian, aged 55, with wife and two children in 
Jugo-Slavia, employed as a skull crackerman at the Copper Cliff smelter, 
was fatally injured about 12.20 A.M. on September 21, when he was run 
over by a train in the smelter yard. He died in the Copper Cliff Hospital 
about 35 minutes later. He had been employed at the smelter since 1933-

Nickel skulls from the matte ladles are crushed in a skull cracker and 
loaded into 50-ton bottom-dump cars for transportation to the blast-furnace 
bins. The skull-cracker building adjoins the north side of the converter 
building near the west end. Nickel scrap is loaded into similar cars in the 
west end of the converter building and is also sent to the bins. Cars are 
switched into the west end of both buildings on tracks leading northwest 
ward from the main slag track. This area of the yard is adequately 
illuminated at night by overhead lights. The skull crackerman places 
classification tags on the cars loaded in the building before they are picked 
up by the train crews. The shift boss normally tags the cars of scrap in a 
similar manner.

When Basco came on duty at midnight on September 21, there were 
three loaded cars at the east end of both the skull cracker and scrap 
tracks. Shortly afterwards, an electric locomotive arrived with six empty 
cars. The train crew consisted of a conductor, C. Elliott, an engineer, 
F. Hopkins, and a brakeman, L. Paquette. The six empty cars were 
pushed toward the skull cracker, and coupled to the three loaded cars. 
The latter were then switched to the main slag track. The empty cars 
were pushed in again and Elliott uncoupled three of them. Basco asked 
Elliot if he was going to take the three loaded cars of scrap from the 
converter building. Elliot said that one of these cars had not been tagged- 
Basco then told Elliott to pull out the cars, and he would get a tag. The 
three empty cars, still coupled to the locomotive, were pushed in and 
coupled to the three loaded cars. The latter were then switched to the 
main slag track, and placed with the other loaded cars. Elliott pulled 
the coupling pin, and signalled Hopkins to pull pack the three empty cars 
to the switch, where Paquette was stationed. Bascoe was standing between 
the skull cracker and scrap tracks, tagging the full car nearest the switch, 
when Elliott walked away to guard a road crossing the tracks. Paquette 
noticed Basco at this location before throwing the switch.

Paquette threw the switch, signalled Hopkins to come ahead, and 
got on the east ladder of the leading car. Hopkins replied with two blasts 
of the locomotive whistle, and put the train in motion with the bell ring 
ing. A few moments later, Paquette noticed Basco walking on the skull- 
cracker track towards the building. Basco had walked about 30 feet, when 
he suddenly turned eastward and started to cross the scrap track immed 
iately in front of the train. Paquette shouted at him and gave an 
emergency stop signal with his lantern. Basco, however, was knocked 
down and run over by the leading car before the train could be stopped.

Basco sustained crushing injuries, which almost severed his body in 
the pelvic region. He was removed to the Copper Cliff Hospital, where 
he died at 12.55 A.M.

An inquest was held by Coroner G. Desmarais, M.D., at Copper Cliff 
on October 3. His verdict was as follows:—

Nick Basco, age 55, came to his death in the Copper Cliff Hospital on September 
21, 1950, from shock and haemorrhage as the result of crushing injuries sustained 
at the Copper Cliff smelter of the International Nickel Company of Canada, Limited, 
about 35 minutes previously, when he was run over in the smelter yard by the leading 
car of a standard-gauge train near the west end of the converter building. Accidental 
death with no blame attached to anyone.
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QUARRIES

St. Mary's Cement Company, Limited
James Lince, aged 71, Canadian, married, employed as a conveyer 

attendant, was found dead at 9.15 A.M. on March 2 at the head end of a 
conveyer belt in the crushing-plant of the St. Mary's Cement Company, 
Limited, at St. Mary's. Lince had worked for the company for some 25 
years, mainly as a labourer.

At this property limestone is quarried and trucked to a crushing- 
plant, from which the product is moved by conveyer to the mill for the 
manufacture of cement. In crushing, the limestone is first reduced in a 
fine crusher, then in a hammer mill, all to minus 2 inches in size. The 
hammer mill discharges on to a 36-inch rubber conveyer belt inclined at 
an angle of 16 degrees, which moves at the rate of 200 feet per minute. 
The conveyer is housed in a gallery 10 feet wide with walkways on each 
side of the belt. The belt is 21 inches above the walkways and has a 
length of 140 feet between the pulleys. The idlers are lubricated by grease 
cups on each side. At the head pulley the belt discharges through a floor 
opening, 48 inches long by 15 inches wide, on to a second belt for transfer 
to a mill storage bin. This opening*is protected by a timber guard-rail.

The crushing-plant is operated on one shift from 8.00 A.M. to 5.00 
P.M. Three men are employed to operate the crushers and a fourth man 
is employed as a conveyer attendant. Lince was conveyer attendant. It 
was his duty to grease the machinery and clean up spillage.

On March 2, Lince started work at 7.45 A.M. and apparently began 
greasing the conveyer idlers. He was last seen alive at 8.20 A.M. in a 
shelter on the gallery, at which time he remarked that he felt quite well. 
Shortly after 9.00 A.M., John Ellis, the quarry foreman, while walking 
toward the crushing-plant, noticed stone falling from an opening in the 
conveyer gallery. Upon investigating he found Lince's body, partially 
covered with rock, wedged in the floor opening beneath the head pulley. 
Ellis stopped the driving motor and called for assistance. Upon uncov 
ering the body it was seen that Lince had been considerably mutilated 
by the brushing action of the moving belt. He was apparently dead. This 
was at 9.15 A.M.... Dr. T. J. Mclnnis, of St. Mary's, was called and arrived 
at 9.25 A.M. After examination he pronounced the man dead. Injuries 
were described as loss of skin and tissue from the right side of the skull, 
severance of the left arm, and loss of tissue from the lower limbs. No 
autopsy was held. Death was ascribed to multiple injuries.

It would seem that Lince had either collapsed and fallen forward on 
to the moving belt or that he had been drawn into the discharge opening 
by the machinery in some unexplained manner.

Dr. Mclnnis also acted as coroner at an inquest held in St. Mary's 
Town Hall at 8.00 P.M. on March 13. The jury returned the following 
verdict:—

We, the members of the jury called to enquire into the death of James Lince, on 
orders of Coroner Dr. T. J. Mclnnis, agree that Mr. James Lince met death due to 
accidental unknown causes while performing his normal duties. We also agree that in 
view of the evidence presented Mr. J. Lince was in apparent good health.

Sykes Quarries, Limited

Robert Cain, aged 51, Canadian, married, with six children, was 
instantly killed at 9.15 A.M. on December 6 at the property of Sykes
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Quarries, Limited, near Glen Williams, when he was crushed by a falling 
derrick boom. Cain had worked in this quarry for 12 years and had 
lately occupied the position of foreman.

At this operation sandstone is quarried for use as building-stone. The 
quarry is roughly circular in outline and approximately 300 feet in dia 
meter, with a maximum depth of 15 feet. A swinging derrick is located 
centrally in the quarry and is used to move larger pieces of sandstone from 
the face to the working areas. The derrick consists of a vertically rigged 
rotating mast, 60 feet high, and a swinging boom, 50 feet long. Both are 
square timbers of British Columbia fir, 14 by 14 inches. The hoisting- 
tackle consists of 5/8-inch steel rope controlled by a 2-drum tandem wind 
ing-hoist, driven by compressed air. The mast is supported by 7 guys, 
anchored to tree trunks around the rim of the quarry, consisting of ^- 
inch, galvanized, mild steel rope constructed of 5 strands of 7 wires each- 
The guys are double clamped at each end.

On the morning of December 6, Cain was operating the hoist, standing 
to one side at the controls. In the west end of the quarry Lorne Norton 
and Robert Rayner were working with a piece of sandstone weighing 
about 2 tons. At 9.15 A.M. they called to Cain to move it. He hoisted 
and swung the piece toward the centre of the quarry to a cleared location. 
Then he began lowering the load by intermittent application of the brake; 
in this position, the boom was descending directly over his head, contrary 
co the rules of safe practice. Suddenly, when the load was some 10 feet 
from the quarry floor, the back guy parted and the derrick collapsed, 
falling toward. The boom crushed Cain against the hoist drum.

The six men in the pit were unable to lift the boom directly and had 
to pry it upwards to release Cain. Apparently he had been killed instantly. 
Dr. R. T. Paul was called from Georgetown. He arrived at 9.30 A.M. and 
found Cain to be dead. He had sustained crushing injuries to the chest 
and numerous body contusions. Death was attributed to chest injuries. 
No autopsy was performed.

The guy that failed was directly opposite the load and so located with 
respect to the adjacent guys that they offered little or no assistance in 
resisting an initial strain. The point of failure was about 5 feet from the 
masthead just below the clamps. The derrick had been re rigged three 
years previously. The guy ropes were known to be 10 years old at that 
time Some of them that were in bad condition, with broken wires, were 
replaced. Three months before the accident the clamps had been adjusted, 
and the ropes were examined at the same time. Their condition was con 
sidered to be satisfactory for their purpose.

Subsequently a section of the guy rope was examined in the Cable 
Testing Laboratories of the Department of Mines. There were no broken 
wires, but extensive corrosion had resulted in some metal loss, particularly 
in the outer wires. Testing showed a breaking strength of 51/2 tons. 
A similar rope, when new, should have a strength of between 7 and 7^ 
tons. Further testing indicated an 80 per cent, loss of elasticity in the rope.

At the time the guy broke, the boom was almost fully lowered, at 
which point a strain of about 2 tons would be imposed on the guy rope. 
The uneven application of the brakes would impose a further dynamic 
strain, which the fatigued metal would be unable to withstand.

An inquest was held before Coroner G. E. Syer, M.D., at Georgetown 
at 8.00 P.M. on December 27. The jury returned the followed verdict:_

We, the members of the jury impanelled to inquire into the death of Robert Cain, 
find that he came to his death on the 6th day of December, 1950, at the village of Glen
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Williams in the county of Halton, as a result of being struck by the boom of a derrick 
operated by himself. We find his death was accidental. We wish to commend the 
straightforward evidence of all the witnesses. We do recommend that the Department 
of Mines should determine what the life of a cable should be when operated outdoors 
under similar conditions and see that they are renewed at the proper time.

CLAY, SAND, AND GRAVEL PITS 

C. A. Fielding, Limited

William Foisey, Canadian, aged 39, married, employed as a shovel oiler 
at the Garson gravel pit, was killed about 2.00 P.M. on January 19, when 
struck by a chunk of frozen gravel, which rolled down the bank. He had 
been employed intermittently for about six years.

The pit is located on lot 3, concession III, in Garson township, and is 
owned by the International Nickel Company of Canada, Limited. It is 
worked under contract by C. A. Fielding, Limited, to obtain backfill for 
the Garson mine.

On January 19, a li/^yard Diesel shovel was being used to excavate 
gravel from the east bank of the pit and load it into trucks. The shovel 
crew consisted of the operator, O. Bertrand, and an oiler, William Foisey. 
The work started at 7.30 A.M.

About 2.00 P.M., the shovel was facing southward and loading from 
a projecting toe of the east bank. The bank was about 41 feet in height. 
Four or five trucks were lined up, facing northwards. The leading truck, 
driven by L. Miron, was partially loaded when Foisey left the shovel cab 
and commenced greasing. He was using a grease gun on the front idler 
of the west tread when a chunk of frozen gravel, weighing about l 1/^ tons, 
rolled down the bank to the south of the shovel. It was deflected in some 
manner and came around the front end of the west tread, striking Foisey 
a glancing blow while he was in a bent-over position. His head was driven 
forward against the upper edge of the tread.

Foisey was removed to the first-aid room at the Garson mine. Dr. 
J. L. Kirk found that he had sustained a compound fracture of the skull 
and a fracture dislocation of the middle cervical vertebra. He had prob 
ably been instantly killed.

An inquest was held by Coroner R. M. Mitchell, M.D., at Sudbury on 
February 1. His verdict was as follows:—

That William Foisey came to his death on January 19, 1950, while working as a 
shovel oiler for C. A. Fielding, Limited, in Garson gravel pit, Garson township. That 
his death was caused by severe crushing injury to his head and dislocation of his neck 
when he was hit by a frozen chunk of gravel. That death was accidental with no blame 
attached to anyone.


