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I

n this issue of the Asian Traumatic Stress Points,
I would like to report to our members some of
the vital consolidation work towards the targets
of AsianSTSS.
Aiming to provide a forum for active participation
and sharing among members of the local community,
holding seminars led by local experts of different
disciplines have been one of our chief targets. The
attendance and feedback we have received indicated
that the topics covered and the standard of presentation
in these seminars were highly regarded. AsianSTSS
will continue to provide this platform of local sharing
for stimulation of ideas, enlargement of networking
and recognition of local expertise. The seminar on
“Care for the End-of-Life Journey” to be held in this
coming September is another prototype of this local
seminar. Much care and thoughts have been put into
the planning of this seminar so that each of the topics is
meticulously composed and the fitting expert is invited
as the speaker. We wish that AsianSTSS will earn a
good reputation of giving platform for local sharings
with excellence, and the coverage, in terms of topics,
speakers and participants, will be adequately diversified
so that there is space for different voices.
Besides encouraging dialogue between different
disciplines, our forum acknowledges discussions on
topics not customarily, but, implicitly associated
with traumatic stress. AsianSTSS will give particular
attention to public education, prevention and
management of traumatic stress that could be
experienced by ordinary civilians. These topics range
from childhood developmental issue to end-of-life
experience. At the same time, adequate attention will
also be given to evidenced-based management of wellrecognized traumatic stress and international experts
will continually be invited to share their expertise. So,

do take a look at the Upcoming Events corner and mark
your diary for these activities.
As mentioned in the presidential message of the last
issue, the AsianSTSS will explore the feasibility of
building up a voice in the community for promoting
public health and safe practice for enhancement of
trauma prevention and management. For this intention,
a working group was set up to study the feasibility of
writing up a position paper on trauma related to road
traffic accident in our last Exco meeting, a goal most
relevant to a busy city like Hong Kong, as well as, for
developing countries like China, which has experienced
serious traffic accidents claiming the lives of many in the
past years. I have the utmost professional interest to see
this position paper to become a reality not only because
of my research and practice in this area. I also have an
enormous personal interest for realizing the intention
after I experienced and witnessed the immense sadness
in the emergency room when a traffic accident claimed
the life of a highly regarded colleague, Ms. Michelle
Choy, a palliative care nurse, on her way for delivery
of homecare service on 21st May, 2007. I hope similar
tragic event causing undue stress to ordinary families
would be minimized and AsianSTSS could play a role
in this pursue.
There are so many quests waiting to be fulfilled that
your continuous support for AsianSTSS is most
sought for. To continue our work and the forum
for exchange, may I appeal to you to renew your
membership before 1st October 2007. For benefits of
new members, membership application coming together
with enrolment for the seminar in coming September,
membership will be extended to end of September 2008.
If members have any comments or are interested to
participate in organizing activities, please send an email
to us at info@asianstss.org.
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When They Come to the Doctor …
Paper presented in the “Seminar on Management of Trauma: From the Acute to the Chronic Phase” of the Asian Society for
Traumatic Stress Studies, Hong Kong.

Dr. Shum Hau-Yan, Karen, MBBS, MRCPsych, FHKAM(Psych), FRANZCP
Psychiatrist in Private Practice
10 March 2007

“I

have a friend, who was involved in a
traffic accident, it had been months,
she is still mortified about going on
public transport. … I have told her she just needs
to be brave and try. … Is this mental illness?!!! …
She would be so angry if we suggest she should go
and see a doctor.” Similar stories had come to me
from time to time and I thought how come we are
still so ill-informed about mental consequences
of traumatic events, and so prejudiced about
mental health professionals and treatments.
But the ignorance about the prevalence of
traumatic events and its effect does not only
happens within the general public. It somehow
loams large in our own professional practice
too. It is known that history of trauma is much
more frequent in people who has mental health
problem. Two researches about the prevalence
of traumatic experiences in mental health clinic
attendees and first episode psychosis admission
cohort revealed exposure rate of 84% and 64%
respectively (Mueser et al, 2004; Neria et al,
2002). And 32% of those who was admitted for
the first time for psychosis is still experiencing
ongoing trauma. Traumatic experiences are
more prevalent in people suffering from Major
Depressive Disorder than Schizophrenia or
Bipolar Affective Disorder. Another review of
six studies about the prevalence of Posttraumatic
Stress Disorder (PTSD) in people with Serious
Mental Illness revealed a rate of 29%-43%,
with only fewer than 5% of identified cases had
PTSD documented in their charts (Mueser et
al, 2002). This has a weighty implication on
mental health service for people with traumatic
experiences suffer from more serious symptoms,
including a higher incident of substance abuse,
and had more psychiatric and non-psychiatric
hospitalizations.
Posttraumatic Stress Disorder is neither the
only nor the most common sequelae occurring
after a traumatic event. A 1-year follow-up
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study of Accident & Emergency Department
Attendees in Oxford, UK, (Ehlers et al., 1998)
after motor vehicle accident showed that 17%
has Posttraumatic Stress Disorder symptoms,
19% has General Anxiety Symptoms, 6% has
Depression symptoms and 16% still showed
travel anxiety. We also know that for people
who are suffering from PTSD, the co-morbid
existence of other psychiatric condition is
more the rule than exception, with Depressive
Disorder being the most common co-morbidity
occurring in over 40% of people suffering from
PTSD. It is a matter of best practice to ask
persons who use the mental health services, at
an appropriate time, if they are experiencing
or have experienced trauma in their lives. And
often, we would not get the answer unless we
do ask repeatedly at different stages.
Our own experience will tell us that when people
come to us for help, it is rare that they will talk
about their experiences of trauma or offer it
as one of the main causes of their symptoms.
Neither is it common to see someone with pure
uncomplicated PTSD symptoms. Whether this
pattern will change and we have better public
awareness about the mental health consequences
of traumatic experiences and the benefit of early
treatment remained a question to be answered.
However, the current reality is that we often
see people with mixtures of anxiety-depressivepsychotic symptoms together with interpersonal
difficulties and the history of single, multiple or
ongoing traumas embedded in all these.
There is no guideline or protocol of treatment
for this most common presentation. The
usual advice is that treatment needs to
be individualized, flexible, comprehensive,
multimodal, evidence-based or theory-guided,
and, be applied consistently over a long period
of time. But how does this translate to our
everyday practice?

We need to be aware that there need to be
different degrees of emphasis in different areas of
treatment goal according to the circumstances at
the time. The different treatment goals include:
✎ Stabilization: this is often an neglected
first step, but the success in this stage often
enhance the effectiveness of subsequent
treatment attempts. It includes establishing
skills to enhance safety, identify and
verbalize thoughts and feelings, contain
affective liability and setting up plans of
risk management. This can be achieved via
a combination of psychological treatment,
social manipulation and medications. Trust
also need to be established between the
therapist and the client at this stage, this
may include a detail discussion of therapeutic
formulations, treatment options, expectant
effect and forming of treatment contract.
✎ Containment of symptoms (of anxiety,
depression or psychosis).
✎ Trauma memory processing when
indicated.
✎ Minimization of avoidance behaviour.
✎ Establishment of meaningful bonding and
negotiation of interpersonal stress.
These can be delivered by different professionals
in a coordinated effort and all need to be aware
about the change of emphasis should new
circumstances arise.
Similarly, due to the complexity of presentation,
outcome monitoring also needs to be multimodal to prevent an oversight on our part for
it is not unusual that we see improvement in
one area while there is deterioration in another.
The main outcome indicators that we need to
monitor include:
✎ Symptoms: of PTSD and other co-morbid
disorder.
✎ Degree of Adverse Practice: self-harm,
substance use, and unsafe sexual practice.
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The Hidden Agenda behind Everyday Mood
Problems

Paper presented in the “Seminar on Management of Trauma: From the Acute to the Chronic Phase” of the Asian Society
for Traumatic Stress Studies, Hong Kong.

Eugenie Y. Leung,

PhD (Clin.Psy.)
Director of Counselling
Centre of Development and Resources for Students
The University of Hong Kong
10 March 2007
✎ Social and vocational functioning.
✎ Subjective sense of distress.
Mental health had always been the most
intriguing yet least understood aspect of human
health by virtue of its own complexity. It had
never been easy to deliver a mental health
service. But by acknowledging its complexity,
and as experiences of different disciplines and
schools add up, further lights will be shed on
our work.
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T

rauma experience is not as uncommon
as most people thought. Traumatic
experience is an important underlying
factor in everyday mood problems. Trauma
experience was obviously present in the following
types of depression and anxiety problems: (1)
an anxious driver might have gone through a
traffic accident and became anxious whenever
he is behind the wheels; (2) emotional bruises in
people with a history of child abuse; (3) threat of
injury and actual injury in crime victimization;
(4) repeated victimization in victims of domestic
violence; and (5) civilians and veterans who have
gone through wars.
However, trauma experience could be the hidden
agenda in a variety of everyday mood problems.
Some case examples included: (1) insomnia
being related to a need to stay constantly alert
to avoid danger; (2) a young man with low selfesteem had a bad experience of being bullied; (3)
a grieving mother who suffered the loss of the
son was also traumatized by the gruesome death
scene; (4) a compulsive checker catastrophized
the risk and danger after being burglarized;
(5) physical examination, police investigation,
court hearings and assailant identification
can be a type of secondary victimization and
re-traumatization for the crime victim; (6)
surviving family members developed homiciderelated PTSD after the death of their loved

one; (7) serial killer with a traumatically violent
upbringing; (8) sex worker with a history
of socioeconomic deprivation and ongoing
traumatic experience with bad clients; (9) people
with “holiday blues” might be suffering from
anniversary reactions and reminders of loss and
danger during the holiday seasons; (10) news
coverage of incidents can be constant reminders
and victims will avoid reading similar news; (11)
drinking and drug abuse increased after attacks
related to crime and disaster. In fact, we are not
exempted from trauma. People in Hong Kong
and Asia went through the fear and trauma of the
SARS (Severe Acute Respiratory Syndrome) and
the South Asia Tsunami and almost everybody
was affected at least at the initial stage.
In summary, trauma exposure and trauma
experience are common underlying etiological
or aggravating factors in the everyday mood
disorders. Exploration into the client’s history
and current life might shed more light and
insight into some apparently simple and
straightforward clinical problems.
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Integrating Research and Practice in Psychological Treatment for
Traumatized Patients
Paper presented in the “Seminar on Management of Trauma: From the Acute to the Chronic Phase” of the Asian Society for
Traumatic Stress Studies, Hong Kong.

Dr. Kitty Wu, PhD (Clin.Psy.)

Clinical Psychologist i/c, Caritas Medical Centre
10 March 2007

A

n integrated approach for psychological
treatment involves integration of
research findings and practice, as well
as comprehensive care which extended from
the preventive to the acute phase and from the
acute to the chronic phase. As defined by van
der Hart and his colleagues (2001), “rather
than addressing comorbidity separately, a
comprehensive, individualized, evidence-based,
theory-guided approach is essential to treat the
sequelae of complex trauma”.
Research findings on prevalence and risk
factors of posttraumatic stress reactions can
become valuable information and enrich the
content of psychoeducation in treatment. In
this context, a number of local research findings
were discussed. According to a post-discharge
3-month follow-up study on posttraumatic
stress reactions for 131 survivors of Severe Acute
Respiratory Syndrome (SARS) (Wu, Chan, &
Ma, 2005), 75% of discharged SARS patients
showed resilience for psychological distress when
assessed by self-report measures one month
and three months after they were discharged
from hospital, 11% reported to have significant
distress when follow-up at 1-month, but reported
to have no significant distress when follow-up at
3-month. There were 10% of SARS survivors
who reported to have significant distress both
at 1-month and 3-month follow-up, and only
4% reported to have delayed onset of distress
as they reported to have no significant distress
when follow-up one month after discharged from
hospital, but reported to have significant distress
when follow-up three months after discharged
from hospital. This research finding can be
used for educational purpose at the acute phase
after trauma as it helps clinicians to normalize
acute but transient distress experienced by the
majority of people after a traumatic experience
of getting life-threatening disease, and educate
them on the probability and help-seeking
procedures for prolonged distress. The risk
factors identified in this research can also guide
clinicians in early identification of the at-risk
survivors and to provide early treatment and
psychosocial support.
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Based on research findings in a 6-month follow-up
study of motor vehicle accident (MVA) survivors
(Wu & Cheung, 2006), different developmental
courses of the three posttraumatic stress
disorder symptom clusters (i.e. Re-experiencing,
Avoidance, and Hyperarousal) were found. The
level of distress measured by the Impact of Event
Scale-Revised (IES-R) (Weiss & Marmar, 1997;
Wu & Chan, 2003, 2004) at the initial period
(i.e., 1-week) after MVA was found to be useful
for identification of MVA survivors at-risk for
prolonged distress. Unlike re-experiencing and
hyperarousal features, the severity of avoidance
feature does not drop over time. Thus, survivors
with high severity level of avoidance features
one week after MVA will likely be distressed
by these symptoms continuously. This finding
offers support for clinicians in encouraging
clients to engage in life normalization as soon as
appropriate after a traumatic experience rather
than to adopt an avoidance coping strategy. It
also helps clinicians in explaining the rationale
of exposure-based therapy for patients who
experienced prolonged distress related to
avoidance features of PTSD.
The study also found that there are different
trajectories for different severity levels of
hyperarousal feature one week after MVA, and
suggested that the dropping rate is different
for different survivors. MVA survivors with
severe hyperarousal features one week after
MVA are at risk for chronic distress due to the
slow dropping rate of hyperarousal features.
Among the three symptom clusters of PTSD, reexperiencing symptoms occurred one week after
MVA appears to be relatively benign as it will
drop significantly over time. However, since the
dropping rate for those with high initial severity
level is not faster than those with low initial
severity level, patients with high severity level
of re-experiencing features at the initial period
will likely experience more distress than patients
with low severity level at any time point after the
accident. Thus, MVA survivors who experience
high distress level one week after MVA could be
seen as at-risk for prolonged distress and may
require early intervention.

Clinicians are encouraged to empower the
public and clients with research evidence
that facilitate adaptive coping as well as early
identification and intervention for those who
are at-risk for prolonged distress. Clinicians can
also utilize research findings when conducting
psychoeducation in explaining the rationale of
treatment procedures.
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22 Sept 2007 / 9:00 a.m. – 1:00 p.m.
SEMINAR ON “CARE FOR THE END-OF-LIFE JOURNEY”
To be legally prepared
Mr. Charles Chiu, Chairperson of Guardianship Board, HKSAR
Advance directive in clinical practice: how wide is the gap?
Dr. Doris Tse, Chief of Service, Medical & Geriatric Department, Caritas Medical Centre
Advance directive: individual or familial decision?
Dr. Amy Chow, Assistant Professor, Department of Social Work & Social Administration, The University of Hong Kong
Suicide in terminally ill patients: autonomy vs pathology
Ms Esther Ng, Clinical Psychologist, Pamela Youde Nethersole Eastern Hospital

In this seminar, Mr. Charles Chiu, an experienced lawyer and the Chairperson of the Guardianship Board will enlighten us on
the legal aspects of advance directives like living will and enduring power of attorney, and other issues about welfare and
financial management. Dr. Doris Tse, a pronounced expert in palliative care will share her experience and vision in helping
patients and their families to make use of advance directives to enhance the care for the end-of-life journey. Dr. Amy Chow
will share her experience around advanced psychosocial directives as well as the ways in facilitating the communication
of individuals’ directives with their family members. Ms Esther Ng will bring us stimulating knowledge and thoughts about the
autonomy of terminally ill patients in ending their life.
Venue

Lecture Theatre T1, Ming Wah Complex, University of Hong Kong

Fees

FREE ! (Member)

Date / Time

22 Sept 2007 / 1:00 p.m.
2ND ANNUAL GENERAL MEETING

Title

$100 (Non-member)

Please be informed that the 2nd Annual General Meeting will be held on the same day following the half-day seminar on
‘Care for the End-of-Life Journey’.
Venue

Lecture Theatre T1, Ming Wah Complex, University of Hong Kong.
Formal notice will be sent to members via emails later. You are most welcome to join!

Date / Time
Title

5 & 6 Mar 2008 (Wed – Thu) / 9:00 a.m. - 5:00 p.m.
2-DAY SEMINAR ON COGNITIVE BEHAVIOURAL APPROACHES TO
THE UNDERSTANDING AND TREATMENT OF POSTTRAUMATIC STRESS DISORDER

Speaker

Professor Mark Creamer, BA(Hons), MA(Clin), PhD, FAPS
Director, Australian Centre for Posttraumatic Mental Health; Professor of Psychology, Department
of Psychiatry, University of Melbourne
Professor Creamer is a clinical psychologist with over 20 years of clinical experience in mental health
recovery from disaster and trauma. He regularly provides advice to State and Commonwealth
governments. Professor Creamer’s research focuses on acute and chronic posttraumatic stress, and
he has published widely in scientific journals and books. He serves on the Board of Directors of the
International Society for Traumatic Stress Studies

Topic

Day One: 5 Mar 2008 (Wed)
1. Diagnosis, assessment and treatment planning
2. Models of PTSD and implications for treatment
3. Managing acute posttraumatic reactions
4. Population/community based interventions

Day Two: 6 Mar 2008 (Thu)
5. Conducting exposure treatment for PTSD
6. Managing traumatic grief
7. Relapse prevention

In this 2-day workshop, Prof Creamer will discuss cognitive behavioral approaches in the management of posttraumatic
stress disorder (PTSD) and related conditions. Specific attention will be paid to the design and implementation of mental
health services in the immediate aftermath of trauma and disaster, as well as to the clinical management of acute reactions.
Participants will also learn about conducting imaginal exposure in the treatment of PTSD and traumatic grief. Case material
and video examples will be used. Participants are encouraged to bring their own case examples for group discussion.
Venue

To be confirmed

Fees

To be confirmed
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Past Events
Half-Day Seminar on Management of Trauma: From the Acute to the Chronic Phase

A

sianSTSS in collaboration with the
Centre of Development and Resources for
Students (CEDARS) of the University of
Hong Kong organized a half-day seminar entitled
“Management of Trauma: From the Acute to the
Chronic Phase” on 10 March 2007.
The seminar began with the welcome remarks
by Dean of Student Affairs, Dr Albert Chau.
Followed then were the presentations by three
of our executive committee members - Dr.
Eugenie Leung, Dr. Karen Shum, and Dr. Kitty

Wu, as well as our guest speaker Prof. Lui Tai
Lok from the Department of Sociology of the
Chinese University of Hong Kong, who shared
their experiences and views on management
of trauma in psychiatric, psychological and
sociological perspectives. Dr. Eugenie Leung
facilitated the participants to understand some
hidden agenda behind mood problems, whereas
Dr. Karen Shum and Dr. Kitty Wu highlighted
the updated research findings and discussed
related implications of pharmacological and
psychological treatment respectively. Finally,
Prof. Lui Tai Lok shared the micro and macro
sociological perspectives on management of
trauma.
The seminar ended with an interactive Q&A
session with the speakers. The participants
enjoyed a fruitful seminar in that Saturday
morning and AsianSTSS would like to thank the
speakers, participants, and helpers, for making
the seminar a successful one.
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SEMINAR ON “CARE FOR THE END-OF-LIFE JOURNEY”

To be legally prepared
by Mr. Charles Chiu, Chairperson of Guardianship Board, HKSAR
Advance directive in clinical practice: how wide is the gap?
by Dr. Doris Tse, Chief of Service, Medical & Geriatric Department, Caritas Medical

Title:
Name (with surname in block letters) :

Centre

Correspondence Address:

Advance directive: individual or familial decision?
by Dr. Amy Chow, Assistant Professor, Department of Social Work & Social

Administration, The University of Hong Kong

Phone: (
Fax: (

Suicide in terminally ill patients: autonomy vs pathology
by Ms. Esther Ng, Clinical Psychologist, Pamela Youde Nethersole Eastern Hospital

)
)

Date: 22 September 2007 (Sat) / 9:00 am to 1:00 pm
Deadline of enrolment: 15 September 2007

E-mail:

AsianSTSS Member
AsianSTSS Student Member
Non-member

Profession:
Position held:
Organization:

2-DAY SEMINAR ON COGNITIVE BEHAVIOURAL APPROACHES TO

Enrolment details (please tick as appropriate) :

THE UNDERSTANDING AND TREATMENT OF POSTTRAUMATIC
STRESS DISORDER

Join AsianSTSS now and receive member’s rate!

By Professor Mark Creamer

SPECIAL OFFER! MEMBERSHIP WILL BE EXTENDED TO
SEPTEMBER 2008

BA(Hons), MA(Clin), PhD, FAPS; Director, Australian Centre for Posttraumatic Mental Health;
Professor of Psychology, Department of Psychiatry, University of Melbourne

Please complete and return the enrolment form with a crossed cheque payable to Asian
Society for Traumatic Stress Studies Limited by mail to:

Date / Time: 5 and 6 Mar 2008 (Wed & Thu) 9:00 a.m. – 5:00 p.m.

Asian Society for Traumatic Stress Studies Limited
c/o Department of Psychology
The Chinese University of Hong Kong
Shatin, N.T., Hong Kong

Venue & Fees : To be confirmed
I am interested in the seminar. Please email the information to me when
available.

Remarks:
1.
2.
3.

FREE !
FREE !
HK$ 100

Seats are served on a first-come-first-serve basis. Priority is given to members/staff of organising bodies.
AsianSTSS reserves the right to modify the programme and reject an enrolment at any point in time.
Enrolment will be confirmed ONLY when full payment has been received by the AsianSTSS. Confirmation will be sent
by email or fax one week prior to the workshop.

4.
5.
6.

Official receipt will be issued at the registration counter. All fees are non-refundable.
If the Typhoon Signal No. 8 or above, or the Black Rainstorm Warning Signal is hoisted, the workshop will be cancelled.
Details of postponement will be announced later.
For enquiry, please send your email to info@asianstss.org or visit our website at www.asianstss.org

✁

Membership Application Form (Membership does not imply qualification or expertise)
AsianSTSS will treat the data provided by you as strictly confidential. AsianSTSS may provide such data for its administrative and service planning purposes. In order to facilitate networking among
members who are interested in the trauma field, your personal information may be placed in the Members’ Directory of the AsianSTSS website which is only accessible to members of the Society.
AsianSTSS will not disclose any personal information provided by you to anybodies or organizations unless you have been informed or it is required to do so by law.
Please put an X in the square boxes if you do not want any of such information to be included in the Members’ Directory on the AsianSTSS website
http://www.asianstss.org.
Title :

Name (with surname in block letters) :

Correspondence Address :
Phone : (

)

Fax : (

)

E-mail :

(AsianSTSS encourages electronic communication with members. Please provide your email address to facilitate communication between AsianSTSS and you.)
Office Address (if different from correspondence address) :
Profession :

  Relevant Academic Qualifications :
The Society’s financial year runs from 1st October through 30th September, membership fees are not pro-rated.

I hereby enclose my cheque / money order for (please tick one box only) :
Full membership: HKD 200
Student membership: HKD 100 (Student member applicants are requested to send a copy of current and valid proof of full-time student status together with this form)
Please return your membership application / renewal form with your payment by mail to : Asian Society for Traumatic Stress Studies Limited
		c/o Department of Psychology
		The Chinese University of Hong Kong, Shatin, N.T., Hong Kong
Payment must accompany applications. Please make a cheque payable to “Asian Society for Traumatic Stress Studies Limited”.
I hereby agree to provide the above information for AsianSTSS and support the objectives of the AsianSTSS as expressed in the Memorandum.

Signature:

Date:
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Message from
AsianSTSS

What is AsianSTSS ?
The Asian Society for Traumatic
Stress Studies (AsianSTSS)
was founded in 2005 as a fully
incorporated limited company
registered in Hong Kong for
professionals to share information
about the effects of trauma.
AsianSTSS is a multi-disciplinary
organization that provides a forum
for exchange of knowledge about
severe stress and trauma within
the Asian region. This knowledge
includes preventing traumatic
events, understanding the scope
and consequences of traumatic
exposure, and ameliorating their
consequences.

HKSTADA707 Jul 2007

	To advance knowledge about
the nature and consequences
of highly stressful events
	To provide a forum for the
sharing of research, clinical
strategies, public policy concerns
and theoretical formulations
on trauma around the Asian
region
	To promote high standards and
ethical practice in the trauma
field

Full Prescribing information is available to healthcare professional on request from: Eli Lilly Asia Inc.
Suites 2501-9, 25/F, Shell Tower, Times Square, 1 Matheson Street, Causeway Bay, Hong Kong
Phone: 2572 0160
Fax: 2572 7893
www.lilly.com.hk
For more information about Strattera, please visit our web site at www.strattera.com
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Our Mission

