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Asian Society for Traumatic Stress Studies

T

hanks to your support, AsianSTSS has
successfully held the Annual General
Meeting on 22nd September 2007.
In the meeting, six directors were elected by
members. This is an important development
for this is our first elected Board of Directors.
We hope you will continue to participate in the
management of AsianSTSS and help to sustain
continuous growth of AsianSTSS.

Past Events
Half-day Seminar on Care for the End-ofLife Journey
2nd Annual General Meeting
Sharing in the Associative Debate of
Medecins Sans Frontieres
Enrolment Form
Membership Application Form
Message from AsianSTSS

Contacts
AsianSTSS
c/o Department of Psychology, The Chinese
University of Hong Kong, Shatin, Hong Kong
Tel

: 852 2609 8084

Home Page

: http://www.asianstss.org

Fax

E-mail

: 852 2603 5019

: info@asianstss.org

Talking about growth, I am pleased to let
you know that 2008 will be an exciting year
for the AsianSTSS. We have invited Prof.
Mark Creamer from the Australian Centre
for Posttraumatic Mental Health to conduct
a 2-day workshop on Cognitive Behavioural
Approaches to t he Understanding and
Treatment of Posttraumatic Stress Disorder on
5-6 March 2008. Furthermore, in addressing
childhood developmental issues related to
prevention and management of trauma, the
executive committee has planned to organise
a 2-day seminar on Gender Identity Issues &
Trauma in December 2008. Both local and
overseas speakers will be invited to share their
knowledge and experience from personal,
developmental, and social perspectives.

A significant fee discount is available for
members to participate in these activities,
please refer to the Upcoming Events Corner of
this newsletter for enrolment details.
Besides support for academic seminars,
AsianSTSS will continue to expand our
public education through the enrichment of
our website. Resources on traumatic stress
written in Chinese are now available on our
website for members to download for public
education. Past issues of our half-yearly
newsletter Asian Traumatic Stress Points can
also be downloaded freely.
Lastly, the working group for drafting the
position paper on psychological impact of road
traffic accident has been working very hard in
reviewing the literature and local statistics. I
hope that a position paper can be proposed
for members’ endorsement within 2008 so
that AsianSTSS can play an active role in
the community to increase awareness and
promote good practice in the field of trauma
prevention and management.
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To be Legally Prepared
Paper presented in the half-day seminar on “Care for the End-of-Life Journey”

Mr. Charles Chiu, Chairperson of Guardianship Board, HKSAR
22nd September, 2007

L

ife could be tough sometimes and
traumatic incidents might overrun people
who are caught rather unprepared e.g.
a collapse of your loved one due to a cerebral
vascular accident (CVA), a comatose of the
sole breadwinner of the family, a pre-senile
dementia diagnosis of a spouse etc. Rain does
not only fall but pours. The matter would get
more complicated if a doctor refuses to carry
out a surgery due to lack of consent from the
unconscious patient or the bank accounts of the
patient have become inoperable. It is therefore
important that one should realize the things that
can be done as a preventive measure or postincident reliefs. This paper is not intended to
contain an exhaustive search for all alternatives
but to highlight some of the common ways to
deal with the situation. Above all, some central
legal positions will be addressed.

a. Life

In cases Nitechki v Poland (Application No
65653/01) and R(A) v Papworth Hospital
NHS Foundation & Others (9 May 2006), and
similar decisions, medical resources are viewed
as scarce and a patient is generally not entitled
to compel the health authority to provide a
particular treatment, particularly where the
patient is terminally ill. Article 2 (Right to life)
of European Convention on Human Rights
[ECHR] will not assist in the healthcare field.

b. Death

If one could not insist on medical resources to
be given by health authority in order to survive,
then could one seek a termination of life to end
suffering? The answer is in the negative. Articles
2,3,8,9 or 13 of ECHR could not help in the
case of Pretty v United Kingdom (2002) where
the European Court of Human Rights declined
to interfere with the UK Government decision
in refusing to issue a letter of no-prosecution to
the husband of Diane Pretty, a patient suffering
from terminal motor neurone disease, should he
end Diane’s life by way of mercy killing.

c. Guardianship

Hong Kong has its adult guardianship system
put in place in February 1999. In a nutshell,
the Guardianship Board will, on application,
appoint a guardian for a patient or a mental
handicap (who must be over 18) if certain legal
criteria are satisfied. These include whether
the patient (i.e. subject-person) is established
by medical evidence that s/he is a mentally
incapacitated person within the meaning of s.2
of Mental Health Ordinance Cap. 136. Also,
it must be proved that the subject-person is
suffering from mental incapacity to an extent
or degree that warrants his/her reception into
guardianship. The Board also considers if there
are other informal means through which the
particular need of the subject-person can be
satisfied without guardianship. The guardian,
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once appointed, can then make proxy decisions,
with a view to extend the human rights of the
subject-person, on medical, financial and welfare
(or accommodation and daily care or training)
issues. The Board aims to act as a facilitator
and empowering authority to promote the
best interest of the subject-person. It is hoped
to achieve that the application of the law is
humanized at the Board which conducts cases
in an informal manner. However, one must note
that the financial power of a guardian is, unlike
other jurisdictions, limited to using the cash
of the subject-person in the sum of, currently,
$10,000 for the latter’s sole maintenance.
All cases will be automatically reviewed after
expiration of a specified certain period. So
far, the Board annually handled a workload of
around 600 cases. Most medical and family
social workers in Hong Kong are familiar
with guardianship applications. The Hong
Kong guardianship is the first of its kind in
Asia. The official website of the Board is
www.adultguardianship.org.hk.

d. Application to Court of First
Instance for a Committee Order
under Part II of the Mental
Health Ordinance, Cap. 136
This type of application is costly and time
consuming. Essentially, it is a type of higher
financial order to enable a proxy to exercise
“unlimited” financial power for the subjectperson. It serves the purpose well if the subjectperson does have real estate property, stocks,
various investment portfolios, businesses,
valuables that needed to be realized in order
to maintain himself (or herself) and other
dependents, e.g. spouse or children. Also, with
wider financial powers, the subject-person can be
moved to a residential facility of better quality or
hired more domestic maids at home to enhance
his/her quality of life. Many people mistook that
“Committee” would mean a group of managers.
It is a wrong concept as the Court may, and
in fact very often, appoint a spouse to be the
“Committee”. A “Committee” primarily means
a “financial manager”. As court procedures are
rather complicated and daunting to a layman,
one would need to consider instructing a solicitor
to make the application.

e. Will

One of the common preventive methods is
to execute a will. It is advisable to instruct a
solicitor for the preparation as there are statutory
requirements. However, there are two important
matters to take note of. First, a will only takes
effect on death. Secondly, in case an onset of
illness occurred, an assessment of psychiatrist/
clinical psychologist is called for before the
subject-person should take steps to instruct a
solicitor or to execute a will. A professional
assessment of testamentary capacity is essential
where in some cases the validity of the will
may be challenged afterwards by potential

beneficiaries or other family members.

f. Enduring Power of Attorney
(EPA)

Like most common law jurisdictions, Hong
Kong SAR has its own legislation for enduring
power of attorney since 1997 - Enduring Power
of Attorney Ordinance, Cap, 501. This is an
advance instrument for appointing another
person of your choice, while you are still
mentally capable to decide, to manage the area
of your financial affairs specified by you, in the
event that you subsequently lose your capacity
or competence to further take charge of your
finances. There is a prescribed form to be strictly
followed and it is, again, advisable to instruct a
solicitor to proceed with the matter. Strangely,
in Hong Kong, the usage rate is extremely low as
only 16 EPAs are registered with High Court as
at September 2006, i.e. in 9 years time. While
not intending to be critical, the factor accounting
for such a low take-up rate is chiefly due to
the total lack of publicity. Further, some view
that the cumbersome execution requirements
have caused such problem, e.g. the need of two
simultaneous witnesses including a doctor at
execution. Anyway, one word of caution, in
the experience of other jurisdictions, financial
abuses do happen with cases where EPAs are
executed.

g. Advance Directive (AD)

While EPA relates to finances, AD has its sole
significance to medical treatments. It is defined
as a competent adult patient’s anticipatory
refusal of consent of medical treatment or
invasive procedures (4.110 Andrew Grubb). At
common law, it is binding on doctors provided
that it is clear in meaning, “validly” executed
and found to be “applicable” at the material
time. AD is a very complicated topic and it is at
substantial risks to simplify it here. Nonetheless,
put it in Hong Kong context, what the Law
Reform Commission canvassed in its Report in
August 2006 is only limited to an anticipatory
refusal of life sustaining treatment in one of the
following medical conditions: 1. terminally ill,
2. irreversible coma and 3. permanent vegetative
state. The Report, unlike the approach of United
Kingdom, does not propose to legislate for a
scheme of AD or to define the law of AD. Yet, it
puts forth a Model Form of AD whilst expressly
states that ADs executed in other formats could
be equally valid. The Government has already
set up an inter-departmental working group to
draw up plans to promote AD territory-wide.
It is hoped that the above brings to readers
a quick and overall view of the various
methods commonly available in the legal
regimes to tie them over in difficult times.
Advance instruments are particularly useful
as they will avoid family dissensions and
distress in making financial and, sometimes
emotive, medical decisions for the patients
who lose their sentience.
			

Knowledge Gateway

Advance Directive: How Wide is the Gap in Clinical Practice?
Paper presented in the half-day seminar on “Care for the End-of-Life Journey”

Dr. Tse Man Wah, Doris, Chief of Service, Department of Medicine & Geriatrics / ICU, Caritas Medical Centre

22nd September, 2007

A

dvance directive (AD) is a
document which serves to indicate
one’s preference for the medical
care when one is incompetent to do so.
The emergence of AD stemmed from the
call to combat the paternalistic approach
of physicians in applying unnecessary
technological interventions to patients
who were in the dying phase. The AD
embraces the autonomy of a patient to
refuse medical treatment that he or she
does not want, and hence more accurately,
should be referred as advance refusal.
In different places of the world, there
are ongoing movements to promote AD
in health care, including legislation. In
Hong Kong, the Law Reform Commission
(LRC) of Hong Kong released the report
on Substitute Decision-Making and
Advance Directives in Relation to Medical
Treatment in 2006. Legislation of AD
was not recommended as the society was
not prepared while a model AD form was
proposed for use.
In clinical practice, medical decisions
by patients and families are often

contemporary in nature. Promoting
prior decision making as in AD requires
patients, families and physicians to take
a leap. However, there are issues that
have to be addressed in order to narrow
the gaps: (1) To differentiate AD as a
mean from an end (2) To work towards
a platform for discussion (3) To involve
people who should be involved (4) To
ensure active palliation in parallel with
advance refusal.

AD: A mean and not an end
To put AD in the right perspective, AD
serves as one of the means and not an end
by itself. In anticipating a life threatening
illness, the process of communication
is of paramount importance, without
which the goal of preparing for death and
dying cannot be achieved. Advance Care
Planning (ACP) refers to the process of
communication among patients, their
health care providers, their families, and
important others regarding the kind of care
that will be considered appropriate when the
patient cannot make decisions. AD is one
of the means, and enhancement of patient’s
autonomy is only one of the goals. (Fig. 1)

Fig. 1: The relationship of advance care planning (ACP) and advance directive (AD)
Process

Means
Goals

Advance Care Planning (ACP)
Complete an AD form

Document the discussion in
medical record

Assign someone as proxy

Enhance autonomy of
patient

Relieve decision burden of
caregivers

Strengthen relationship
with loved ones

Preparation for death and dying

To work towards a platform for
discussion
If the advance care planning is a process to
prepare for death and dying, then barriers to ACP
or AD also include barriers to talk about death
and dying. Confusion of related terms serves
only to undermine the milieu for constructive
discussion. Withholding and withdrawing futile
life sustaining treatment in the terminally ill is
legal and acceptable, but is often equated with
the confusing term of ‘passive euthanasia’ as
evident in media communication and results
from local study
. AD is
not euthanasia, the intentional killing of patient
as part of medical care.
Patients or healthy subjects often find it difficult

to anticipate death and dying, a process that
is highly institutionalized. Discussing death
and dying can be emotionally charging for
all parties – patients, families and physicians.
Many people relate ACP as a process in medical
setting, but physicians’ attitude and skill varies.
Bringing the locus of discussion to the social
context helps to involve other family members so
that the process itself, and not the AD, is more
important in strengthening their relationships
with the loved ones.

To involve people who should be
involved
Patient’s autonomy is the theme behind AD.
The pre-requisite for enhancement of autonomy
is to provide patient with adequate information

by good communication so that one can make
own decision. A local study of 543 older
persons found that majority of them had no
knowledge of life sustaining therapy and they
over-estimated the success rate of CPR. When
given information, 20% of them changed their
decision and declined CPR. Most of them would
like to have discussions on the subject (Hui, Ho,
Tsang, Lee, & Woo, 1997).
Traditional Chinese culture values the role and
importance of the family and this cannot be
ignored in the context of medical decisions in
real life (Lee, Chen, Yeo, & So, 2003). Results
from various local studies on public, doctors and
medical students showed that many of them
regarded patient’s own wish as sufficient or more
important in decision making (Chan, 2004;
Sham, Cheng, & Ho et al., 2007; Yap, Joynt, &
Chan, 2004). Although Hong Kong doctors share
the value of not deceiving the patients, families
are commonly being informed of the medical
condition before the patients (Chan, 2004).
The above studies made use of hypothetical
situations in exploring the attitude. It would
be interesting to know whether this is close
to the actual clinical scenario. A retrospective
chart review was conducted in the Department
of Medicine and Geriatrics of Caritas Medical
Centre. A total of 123 deaths that occurred in
the month of July 2007 were analyzed for the
persons involved in end of life decision making
(unpublished data). Patients who died in the
Palliative Care Unit were excluded as discussion
and documentation of EOL issues is a standard
practice. Among the 123 deaths, 107 deaths
(87%) had EOL care plan documented. However,
patients were only involved in 7% while family
members were involved in 97%. At the time of
discussion, 27% of patients could walk with
or without aid; while 16% were of full mental
capacity. Among the interventions discussed,
CPR accounted for 98%, followed by mechanical
ventilation in 27%. The time of first discussion
ranged from within the day of death to 1108 days
before death. Among all, 21.5% of discussion
took place within 2 days before death; while
51.4% occurred within the last week of life. The
low rate of patient involvement warrants further
studies to elucidate the underlying reasons.

To ensure active palliation in parallel
with advance refusal
At the end of the day, the AD form is only a
tool, and its completion falls short of claiming
its success, unless the movement makes a
difference to the dying in terms of care. In the
recent national wide study in US to evaluate
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the EOL care after a decade of AD promotion,
70.8% of deaths had an AD (Teno, Gruneir, &
Schwartz et al., 2007) (compared with 21% in
the SUPPORT study in US published in 1995
(The SUPPORT Principal Investigators, 1995)).
However, even in those with AD, one in four
reported unmet need in pain, one in two reported
inadequate emotional support for the patient,
and one in three stated inadequate emotional
support for the family.

more likely to receive analgesics (Tse, Chan, Lau,
Lam, & Lam, 2007).
When patients are asked to consider refusals
of futile medical interventions when they are
terminally ill, it will only be fair and just if they
also have assess to quality palliative care in
relieving their distress and suffering.

Dying patients and their families have their
needs, irrespective of the state of AD. Palliation
care is the active treatment of symptoms and care
of the psychosocial and spiritual distress when
cure is no longer possible.
Palliative care is not just about holding hands
and no interventions, but about appropriate
interventions with respect to patient’s wish and
clinical state. In a local study on 494 cancer
deaths in four hospitals, cancer patients who
received palliative care were compared with those
who did not. Results showed that in their last 2
weeks of life, patients with palliative care service
were more likely to have DNR order in place; less
likely to have CPR performed; less likely to die in
acute wards or intensive care unit; less likely to
have invasive interventions initiated; more likely
to have pain and other symptoms documented;

dying patients. Hong Kong Med J, 9, 186-91.
Sham, C. O., Cheng, Y. W., & Ho, K. W. et
al. (2007). Do-not-resuscitate decision: the
attitudes of medical and non-medical students in
Hong Kong. J Med Ethics, 33, 261-265.
Teno, J. M., Gruneir, A., & Schwartz, Z. et al.
(2007). Association between advance directive
and quality of end-of-life care: a national study.
J Am Geriatr Soc, 55(2), 189-94.
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Advance Directive: Individual or Familial Decision?
Paper presented in the half-day seminar on “Care for the End-of-Life Journey”

Dr. Amy Chow, Assistant Professor, Department of Social Work & Social Administration, HKU
22nd September, 2007

A

dvance directives are written instructions,
prepared when individual is mentally
competent, on future medical care when
he becomes incapacitated in decision-making.
This concept was introduced to Hong Kong
through the dissemination of a consultation
paper by the Law Reform Commission in July,
2004 (LRC, July 2004). Subsequently, a report
was published in Aug, 2006 (LRC, Aug 2006). In
the report, it is emphasized that the introduction
of advance directive is derived from the respect
to individual autonomy in health care decision.
“ …they make sure your wishes are followed
if they are different from your family wishes”
(p.12, LRC, Aug, 2006). On the other hand,
the report indicated acknowledgement on the
differences between the Chinese and Western
concepts of self, and emphasized the important
of family involvement in preparing the advance
directive (p.154, LRC, Aug, 2006). Should
advance directive be an individual or a familial
decision? What are the scenarios in Hong Kong?
Based on clinical observations, a few scenarios
are highlighted for discussions.
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Patients who surrender their rights
Some patients thought that they are not
good decision-makers. They trust their family
members, who are younger or more educated,
to make the decision on behalf of them.
Though it appears to be straight forward, there
are still chances of complications. A bereaved
person, who witnessed the death of her mother
after her surrogated decision of withdrawing
the life-sustaining support was executed,
shared the repeated intrusive thoughts on her
appropriateness of the decision. She even had
nightmares, seeing her mother crying in her
dreams. Another bereaved person shared about
the distresses in facing other distant relatives’
complaints of the wrong end-of-life surrogated
decision. Even though the decision making is
about individual care, it has long-lasting impact
on other family members.

Patients who assert their rights
For patients who assert their rights, there might
still be problems in the communication of their
directive. They might describe it indirectly. A

patient told his family that his wish was to cause
less trouble to others. When he was in coma,
the son perceived the instruction as “Do Not
Resuscitate” (DNR), while the wife perceived
it as “by all means saving the life”. The wife
thought that she would be highly troubled if
the patient died, thus saving his life is reducing
trouble to others. The confusion will be reduced
if they have better communications on the
decisions.
Even when the instruction is clear and direct, the
family member might not follow the patients’
decision. Family members might perceive the
decision of withdrawing life-sustaining support
as against filial piety. Discords among different
family members might surface that affect their
relationships.
Advance directive, though is an individual
decision, affects the whole family. With more
open, direct, and systematic communications
within the family, the advance directive can
achieve its objective. It might not be easy for

Upcoming Events
the family to initiate this topic for discussion
with the long-standing death avoiding attitude.
Health care professional can have a salient role in
facilitate this communication. The concern is not
on the outcome, but the process. Besides, when
they are ready to share, the decision can further
be expanded beyond the medical decisions, and
include the psycho-social ones. Planning ahead
is a virtue for Chinese. I sincerely hope that we
can help to facilitate this virtue in our clients in
facing their end-of-life journey.

References:
The Law Reform Commission of Hong Kong
(LRC) (July, 2004). Substitute decision-making
and advance directives in relation to medical
treatment. Hong Kong: Hong Kong Government
Printer.

decision-making and advance directives in
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Date / Time

5 & 6 Mar , 2008 (Wed – Thu) / 9:00 a.m. - 5:00 p.m.

Title

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 post-disaster and post-trauma management. 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 behavioural 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

Lecture Theatre, G/F, Wai On Block, Caritas Medical Centre, Shamshuipo, Kowloon.

Fees

One Day:
Both Days:

$800 (Member)
$1400 (Member)

$1000 (Non-member)
$1800 (Non-member)

* Half price for student member
Medium of Instruction

English

5% discount for early bird registration on or before 5 February, 2008
Co-organiser: Clinical Psychology Department, Caritas Medical Centre
Pending CE points from various professional bodies

Date / Time

5 & 6 Dec, 2008 (Fri – Sat) 9:00 a.m. - 5:00 p.m.

Title

2-DAY SEMINAR ON “GENDER IDENTITY ISSUES & TRAUMA – RESOLUTION FROM PERSONAL, DEVELOPMENTAL & SOCIAL PERSPECTIVES”

Speaker

Esben Esther Pirelli Benestad and Elsa Almas
Esben Esther is a physician and Elsa is a clinical psychologist. They are both Associate Professors of the University of Agder, Norway, and
are respected professionals in sexology and family therapy in Norway. Esben Esther is also known as openly trans- or bi-gendered. The
heightened awareness of gender issues evident today in Norway can be attributed to their efforts at educating specialists and the public
over the years. They have authored 3 textbooks together including “Sexology in Practice”, published by Tano Aschehoug in 1997. Esben
Esther became a national celebrity in 2002, when his son portrayed him in the documentary “All about my father” (Alt om min far), which
won the prestigious Amanda prize for Best Norwegian Film and received wide international acclaim.

Topic

This inspiring 2-day seminar will explore:
The difficulties & trauma faced by families, children & young people in relation to bi-gender & transgender issues.
The latest thinking in relation to bi-gender & transgender issues.
Responding to families, children and young people in relation to these issues.
This seminar will certainly generate ideas for how doctors, psychologists, counselors, and teachers can best respond to families and young
people in relation to these issues.

Venue

To be confirmed

Fees

To be confirmed
Pending CE points from various professional bodies
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Half-day Seminar on “Care for the End-of-Life Journey”

O

n the morning of September 22 2007, a half-day seminar entitled
“Care for the End-of-Life Journey” was held in The University of
Hong Kong. In collaboration with the Department of the Social
Work and Social Administration of The University of Hong Kong (SWSA),
AsianSTSS bestowed the attendants with another inspiring seminar.
The seminar began with the welcome remarks by Department Head of
the SWSA, Dr. Sandra Tsang and the President of ASTSS, Dr. Kitty Wu.
Followed with presentations by our honorable guest speakers - Mr. Charles
Chiu, Chairperson of Guardianship Board of HKSAR, Dr. Doris Tse, Chief
of Service, Medical & Geriatric Department, Caritas Medical Centre, and
Dr. Amy Chow, Assistant Professor of SWSA. Together with our executive

member Ms. Esther Ng, the presenters shared their particular concerns on
care for the people who approached the end of their lives. Mr. Charles
Chiu expanded the vision of the attendants on the legal issues of making a
living will. Dr. Doris Tse and Dr. Amy Chow showed the attendants the
importance of involving the patient and the family members into advance
care planning. Ms. Esther Ng ended the serial presentation with a discussion on the correlation between terminally ill patients and suicide.
Many participants grasped the opportunity in the Q&A session to
learn more from the presenters. AsianSTSS would like to thank the
speakers, participants, and helpers, for making the seminar a successful one.

2nd Annual General Meeting

T

he 2nd Annual General Meeting of Asian Society for Traumatic
Stress Studies (AsianSTSS) was successfully held at the University
of Hong Kong on 22 September 2007. The Society unanimously
adopted the minutes of the last Annual General Meeting, as well as approved the Annual Report and Accounts for the year 2005-07. Ms. Selina
Lau and Mr. Benny Chu were again appointed as our Honorary Legal Advi-

sor and Honorary Auditor respectively for a one-year term. Meanwhile, the
board of directors for the year 2007-09 were elected, and Ms. Yvonne Yu
was newly elected to the board in addition to five existing board members
–Dr. Kitty Wu, Dr. Eugenie Leung, Ms. Esther Ng, Dr. Karen Shum and
Prof. Catherine Tang.

Sharing in the Associative Debate of Medecins Sans Frontieres

O

ur President, Dr. Kitty Wu and Director, Ms. Yvonne Yu were
invited to share on the topics of mental health service in the
Associative Debate organized by the Medecins Sans Frontieres
(MSF) on 9 October 2007.
The Debate started with an introduction by MSF on what they are doing
in mental health and the trends in mental health support programmes
in the field. Then, Dr. Wu shared on the topic of mental health support
programmes in humanitarian aid. She shared on the possible psychological reactions of victims of disaster and traumatic events and the different levels of support that would be required for management of these reactions. Finally, Ms. Yu introduced the psychological support programmes
for delegates in Red Cross. The participants have a lot of discussion and
exchanges in how to make the mental health programmes successful and
effective, especially in how to face the challenges caused by increasing
risks and stress in the field.

Dr. Kitty Wu was giving a presentation for the Medecins Sans Frontieres
(photo from Alan Cheung of MSF)

Not only the staff and volunteers based in Hong Kong joined the debate,
the mental health staff in Belgium and Spain also joined the debate
through videoconference. It was a fruitful evening full of sharings and
exchanges.

6

Enrolment Form for Upcoming Events 08/09
Title:

By Professor Mark Creamer BA(Hons), MA(Clin), PhD, FAPS; Director, Australian Centre

Name (with surname in block letters) :

for Posttraumatic Mental Health; Professor of Psychology, Department of Psychiatry, University of
Melbourne

Correspondence Address:

Phone: (
Fax: (

SEMINAR ON “COGNITIVE BEHAVIOURAL APPROACHES TO
THE UNDERSTANDING AND TREATMENT OF POSTTRAUMATIC STRESS DISORDER”

Date: 5 – 6 Mar 2008 (Wed – Thu)/ 9:00 am to 5:00 pm
Deadline of enrolment: 28th February, 2008

)

For Registration on or before 5 Feb 2008

)

March 5 only

E-mail:

HK$760
HK$380
HK$950

Position held:

AsianSTSS Member
AsianSTSS Student Member
Non-member

Organization:

For Registration after 5 Feb 2008

Profession:

Enrolment details (please tick as appropriate) :

Join AsianSTSS now and receive member’s rate!
Please complete and return the enrolment form with a crossed cheque payable to Asian
Society for Traumatic Stress Studies Limited 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

4.
5.
6.

HK$760
HK$380
HK$950

March 5 only

March 6 only

HK$800
HK$400
HK$1,000

HK$800
HK$400
HK$1,000

AsianSTSS Member
AsianSTSS Student Member
Non-member

Both workshops
HK$1,330
HK$665
HK$1,710

Both workshops
HK$1,400
HK$7,00
HK$1,800

2-DAY SEMINAR ON “GENDER IDENTITY ISSUES & TRAUMA – RESOLUTION
FROM PERSONAL, DEVELOPMENTAL & SOCIAL PERSPECTIVES”

Remarks:
1.
2.
3.

March 6 only

Seats are reserved 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.
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

By Esben Esther, Elsa Almas
Date / Time: 5 and 6 Dec 2008 (Fri -Sat ) / 9:00 a.m. – 5:00 p.m.
Venue & Fees : To be confirmed
I am interested in the seminar. Please email the information to me when
available.

✁

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

Issue No. 4 January 2008

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.

Our Mission
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

Abbreviated prescribing information:
PRESENTATION: Tablets containing 10mg and 15mg aripiprazole INDICATIONS: Schizophrenia and Bipolar I Disorder DOSAGE: For Schizophrenia, the recommended starting and target dose is 10 or15mg once-a-day without regard to meals. ABILIFY has
been systematically evaluated and shown to be effective in a dose range of 10 to 30mg/day. Dosage adjustments are not routinely indicated on the basis of age, gender, race, or renal or hepatic impairment status. Dosage increases should not be made
before 2 weeks, the time needed to achieve steady state. For Bipolar Disorder, the starting dose was 30mg given once a day in clinical trials. A dose of 30mg/day was found to be effective when administered as the tablet formulation. Approximately 15%
of patients had their dose decreased to 15mg based on assessment of tolerability. The safety of doses above 30mg/day has not been evaluated in clinical trials. CONTRAINDICATIONS: Hypersensitivity to the product. WARNING AND PRECAUTIONS: Clinical
improvement may take several days to some weeks: monitor patient throughout this period. Reduce dose or discontinue if sign or symptoms of tardive dyskinesia appear. Discontinue if patient develops signs and symptoms indicative of neuroleptic
malignant syndrome. Caution in patients with a history of seizure. Do not use in pregnancy unless benefit outweight risk; breastfeeding not advised. Until individual patient response established, caution not to drive or operate machinery. DRUG
INTERACTIONS: Both CYP3A4 and CYP2D6 are responsible for Abilify metabolism. Agents that induce CYP3A4 (e.g. carbamazepine) could cause an increase in Abilify clearance and lower blood levels. Inhibitors of CYP3A4 (e.g. ketoconazole) or CYP2D6
(e.g. quinidine, fluoxetine, or paroxetine) can inhibit elimination and cause increased blood levels. ADVERSE EVENTS: Adverse events occurred in 10% or more of patients treated with Abilify are headache, nausea, vomiting, constipation, anxiety, insomnia,
lightheadness, somnolence, akathisia. OVERDOSAGE: Treatment should be symptomatic and supportive: adequate airway maintenance, cardiovascular monitoring and close medical supervision. Activated charcoal reduces serum concentrations.
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