
9 June 1995 

The media has expressed great interest in the date of the release of the Final 

Report of the Accident Task Force at the Hong Kong University of Science and 

Technology. While the task force attempted to speed up its work after the unauthorized 

release of a first drafr, it was not able to do so. The reasons are in the attached 

Statement from the Chairman. 

The various departments within the University have also been busy reviewing 

their procedures and operations to look into reinforcing safety in the laboratories and 

attached is a listing of what the University has done since the tragic date in April, 1995. 

Please direct enquiries to the Office of Public Affairs at 2358 6305. 



9 June 1995 

A Statement from the Chairman of the 
Accident Investigation Task Force 

Professor Peter N. Dobson 

The Accident Investigation Task Force appointed on 6 April 1995 by the President, 
Professor Chia-Wei Woo, completed the first phase of its work and issued its First Report on 
21 April 1995. The First Report related the events that took place in the 7/F Chemistry 
laboratories on the night of 4 April 1995, and that resulted in the death of postgraduate student 
Richard Leung Wai Cheuk. 

The Task Force was also charged with determining the causes of the accident and 
making findings and recommendations related to the improvement of safety. These issues will 
be covered in its second and final report. 

In response to inquiries from the press following the disclosure of an early draft of the 
report, the Chairman of the Task Force indicated that he hoped the report would be completed 
and submitted within a few days. However, this has not proved to be possible as there are still 
issues that merit consideration. The progress of work on these issues has been hampered by 
the fact that one member has been unavailable for medical reasons. Meetings of the Task 
Force are being scheduled, however, and its work will resume in the near future. 

The Task Force has a responsibility to advise the University on issues of safety as 
these are illuminated and informed by the tragic events of 4 April 1995. The University, on 
the other hand, is not waiting for the submission of the final report before taking action to 
improve safety. A number of measures are already underway, based in part on the facts made 
public in the first report of the Task Force. The Task Force also plans to take a view on some 
longer range policy and organisational questions that go beyond these immediate 
improvements. These issues, however, will require further study and much wider discussion 
within the University community before any decisions are made. 

In the view of the Chairman of the Task Force, the timing of the submission of its 
final report is not a matter of urgency. Public reaction to the draft was centred on the question 
of liability, a legal issue that is neither part of the terms of reference of the Task Force nor 
within the competence of its members. Those who believe that an immediate submission of 
the report is somehow significant to the resolution of this matter misunderstand the role of the 
Task Force and the purpose of its report. 



9 June 1995 

University Actions since the Accident 

Immediately after the tragic accident on 4 April 1995, the University launched a 
review of its safety procedures independent of the investigation of the Task Force. The 
Chemistry Department and the Safety and Environmental Protection Office (SEPO) 
conducted an investigation of all the laboratories summarising what actions are 
required. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

Since then the University has done the following: 

Chemical storage cabinets in all laboratories have been checked and have been 
braced or affixed to ensure that they will not tip over. 

The alarm from the Emergency Ventilation system to the Security Control 
Centre has been reconnected. The University is currently investigating 
installation of a system of audible local alarms. 

Notices have been posted indicating exactly where the Emergency Ventilation 
buttons are located. 

All laboratories have been checked to ensure that unnecessary quantities of 
chemicals are not kept in the laboratories. All surplus chemicals in the 
dangerous goods category have been removed to the dangerous goods’ stores. 

It was found that the air handling system worked most efficiently when air 
conditioning is working. Therefore, all laboratories with fume hoods are now 
air conditioned 24 hours a day to ensure maximum safety. The University is 
now undertaking a review of work patterns among the faculty and students to 
determine a set of preferred working hours. Once that is determined, all 
personnel shall be notified that no work will be permitted in the laboratories 
when the air-conditioning is not working. 

The Chemistry Department has reviewed the emergency procedures with the 
students and staff after the accident. This included the emergency escape 
routes, emergency ventilation buttons, etc. 

Specific on-the-job training is being added to existing safety courses. Currently, 
a total of 23 safety courses concerning various aspects of safety is offered 
throughout the year. Students are required to take specific courses depending 
on their area of work. For example, within the Chemistry Department, all 
experimentalists (students, staff, and faculty) are required to attend two safety 
courses offered by the Safety & Environmental Protection Office (SEPO) -- 



Chemistry Safety in the Laboratory and Hazardous Waste Management. 
Furthermore, they are encouraged to enroll in a practical course on the use of 
fire extinguishers. Certain types of research require special safety training such 
as Laser Safety and the like. In addition, the Chemistry faculty supervisor 
trains students through example and practice in the laboratory. 


