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sample consisted of individuals
had experienced personal exp
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2002 bombing and had attend
least one session with a New 
Wales Ministry of Health thera
program. The Bali Recovery Pro
11) · 16 December 2013
Objectives:  To examine terrorism survivors’ perceptions of factors likely to 
promote coping and recovery, and to determine whether coping supports vary 
according to demographic, physical and mental health, incident-exposure and 
bereavement variables.

Design, setting and participants:  Individuals directly exposed to and/or 
bereaved by the 2002 Bali bombings and who had participated in a New South 
Wales Health therapeutic support program completed cross-sectional 
telephone interviews during July–November 2010. Spoken passages were 
categorised into coping support themes. Advocated supports were then 
examined by demographic, physical and mental health, incident-exposure and 
bereavement variables.

Main outcome measures:  Based on their experiences, respondents identified 
personal, social and service-related factors that they believed would optimally 
support future survivors of terrorism.

Results:  Of the 81 people contacted, 55 (68%) participated, providing a total of 
114 comments. Thirty-two respondents were women, and 54 had lost relatives 
or friends in the bombing. Mean age was 50 years (range, 20–73 years). Four 
meaningful coping support themes emerged, with excellent inter-rater 
reliability: professional help and counselling; social support; proactive 
government response and policy; and personal coping strategies. Women were 
significantly more likely to advocate the need for proactive government 
response (P = 0.03). Men were more likely to endorse the use of personal coping 
strategies (P < 0.01). Respondents diagnosed with a mental health condition 
since the bombings were significantly less likely to advocate social support 
processes (P = 0.04).

Conclusions:  Our findings highlight the perceived value of counselling-related 
services for terrorism-affected groups. Male survivors may benefit more from 
mental health interventions that initially build on problem-focused forms of 
coping, including brief education about reactions and periodic check-ups. 
Proactive government health and support services that allow simplified and 
longer-term access were consistently identified as priority areas.
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  2002 Bali bombing remains

 largest single act of terror-
 to have directly affected

s.1 Such atrocities pose seri-
ous challenges to the resilience of
survivors, and to the health services
charged with their care. Raphael and
colleagues highlighted the limited
available evidence to guide practice
with survivors of the 2002 bombing,
including those bereaved by the
attack.2 These individuals may experi-
ence the interplay of trauma and grief
symptoms and have complex, evolv-
ing needs over time.2,3

Since the attacks on the World
Trade Center and other United States
targets on 11 September 2001, there
has been an increased research focus
on understanding the recovery trajec-
tories and health risk factors of terror-
ism survivors.4 However, virtually no
studies have sought the views of sur-
vivors themselves regarding factors
that support optimal coping and
recovery. Such advice can uniquely
inform emergency and health plan-
ners about survivor needs.5 Drawing
on the experiences of Australians
directly affected by terrorism, the aims
of this study were (i) to identify factors
that would support the coping of sim-
ilarly impacted groups, and (ii) to
determine whether advocated coping
supports vary according to demo-
graphic, physical and mental health,
incident-exposure and bereavement
variables.

Methods

Subjects and administration

This cross-sectional convenience
 who
osure
o the
ed at
South
peutic
gram

offered home-based outreach, psycho-
education sessions, and individual or

family-based therapy and mainten-
ance.2 Survey participants completed
computer-assisted telephone inter-
views between 9 July and 22 Novem-
ber 2010. Surveys were completed in
45–55 minutes and were conducted
by professional interviewers from the
NSW Health Survey Program, who
also did the transcriptions. Telephone
surveys were used to be consistent
with other samples in a wider study of
disaster-resilience factors.6 The valid-
ity of telephone-based interviews to
assess stress and anxiety conditions
has been demonstrated.7

Measures

Participants responded to closed-
ended questions to measure inde-
pendent variables, and to open-ended
items to explore their experiences
regarding the 2002 bombing and
post-incident experiences. Consistent

with Krippendorff,8 we conducted a
qualitative content analysis of partici-
pant responses to this question:
“Based on what you have observed,
what do you believe would help other
people cope best after an experience
like the one you went through?”

Participant-advocated coping sup-
ports were examined against several
independent variables: demographic;
physical and mental health (self-rated
physical health, psychological dis-
tress, trauma symptoms and mental
health diagnosis); incident-exposure
and loss (presence in Bali and
bereavement type); a validated item
measuring self-rated physical health;9

and past-month psychological dis-
tress measured using the Kessler Psy-
chological Distress Scale, where
scores range from 10 to 50 and high
scores (� 22) indicate significant risk
of a mental health condition.10 The
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Primary Care Post-Traumatic Stress
Disorder (PTSD) Screen measured
past-month trauma symptoms spe-
cific to Bali bombing-related experi-
ences. Each scale item corresponds to
a specific PTSD symptom (re-experi-
encing, numbing, avoidance or hyper-
arousal), with two or more symptoms
indicating possible PTSD.11 Mental
health diagnoses constituted any
diagnosis received from a mental
health specialist since the bombing.

Response coding

All transcripts for the responses were
reviewed independently by two
researchers, to develop a coding frame
for the analysis based on thematic
content. There was high concordance
between these two independently
established coding frames. Ten coping
support themes were found to accom-
modate all responses, but could be
subsumed under  four  p rimary
themes: professional help and coun-
selling; social support; government
response and policy; and personal
coping strategies (Box 1).

Data analysis

Two researchers not previously
involved in the analysis independ-
ently coded the entire dataset using
the agreed coding frame. As with the
coding frame, these data were coded
manually. The inter-rater reliability of
the coded sets was high (= 0.88).
There were no significant differences
between the coding for the four pri-
mary themes. When scoring items to
determine prevalence, if a respondent
made multiple comments in the same

primary category, this was only
counted once.

All independent variables were
dichotomised for analysis: residential
location (metropolitan or regional, by
postcode); marital status (married or
de facto, or non-partnered); presence
in Bali (present during or shortly after
bombing, or not present); and
bereavement type (first-degree rela-
tive, or non-relative). Respondent age
was bimodally distributed and cate-
gorised as younger (20–43 years) or
older (51–73 years). We used estab-
lished clinical cut-offs to categorise
psychological distress: Kessler Psy-
chological Distress Scale, low (10–21)
or high (22–50); and trauma symp-
toms: Primary Care PTSD Screen, low
(0–1 symptom) or high (2–4 symp-
toms).10,11 We used 2 tests to test for
significant differences in the preva-
lence of advocated coping supports by
the covariates.

Ethics approval

Ethics committees of the University of
Western Sydney (H7143) and the

Northern Sydney Local Health Dis-
trict approved the study protocol.

Results

Of the 81 individuals contacted, 55
(68%) participated. Of these, 32 were
women, and the mean respondent
age was 50 years. Twenty-one
respondents were present in Bali dur-
ing or soon after the bombing, and 54
were bereaved due to the incident.
Respondents provided a total of 114
comments. The average interval
between the 2002 bombing and the
interview was 7 years and 11 months.
No significant differences were found
between the respondent group (n = 55)
and the total Bali Recovery Program
population (n = 115) regarding mean
age (P = 0.38) or sex (P = 0.39).

Advocated coping supports

Box 1 presents the descriptions and
prevalence of the four primary sup-
port themes: receipt of professional
psychological help (counselling) (29/
55); social support (24/55); proactive
responses or policies from govern-

2 Selected responses, by theme

Professional help
“Being able to see someone that has knowledge about the mental health side and the after 
affects, an idea of what mental health effects are likely to take place.”
Social support
“People being there for you, being where you are that day, and refraining from telling you what 
to do, how to feel.”
Government response
“These memorials are important. My children, nephews and nieces visit them regularly.”
“For me, it was being able to know the circumstances of their death.”
“Putting some restrictions on the media, on how they deal with things and allowing people 
their privacy if that’s what they want.”
Personal coping
“I believe that you should try and accept it, which is very hard, and if you don’t it is very difficult 
to get over it.” ◆

1 Coding categories for responses to the key question: “What would help other people cope best after an experience like the one 
you went through?”(n = 55)

Primary theme Expanded description (subtheme)
No. of

respondents* 

Professional help Counselling/mental health consultation: receipt of professional counselling; mental health 
consultation(s); group information sessions

29

Support group: formal groups led by professional mental health workers

Social support Family and friends: able to talk with and confide in family and friends; maintaining support relationships 24

Other survivors: share thoughts and feelings with others directly affected/bereaved

Workplace/community: support from workplaces, clubs, wider community

Government 
response and policy

Early communication/coordination: proactive response by government agencies; early post-incident 
coordination and communication; better regulations (ie, protections) regarding media

22

Access support services: accessible, integrated information detailing health/welfare services available 
(eg, counselling, financial assistance)

Memorial services/sites: services; creation of permanent sites

Personal coping Personal attitude: positive/adaptive attitudes; willingness to get personal or professional help 18

Coping strategies: adaptive behaviours (eg, keeping busy, maintaining a simple daily routine, returning to 
work, engaging in tasks supporting reflection and restoration)

* Respondents could report in more than one primary category. ◆
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ment agencies (22/55); and personal
attitude or coping strategies (18/55).
Some quotes from respondents are
provided in Box 2.

The prevalence of the 10 coping
support subthemes is shown in Box 3.
The most commonly advocated sub-
theme of professional help was indi-
vidual or family-based counselling (as
distinct from group interventions),
being identified by 26 of the 55
respondents.

Definitely counselling, I wasn’t a
great believer in it but after that
[Bali] everyone needs to (62-
year-old woman).

Three men recommended having a
clear option of a limited number of
consultations (or later check-ups) to
get information about potential
effects in order to prepare for these.

To be told as early as possible
how they will feel and how they
are going to feel in future. Just
leave it at that (36-year-old
man).

Social support was seen as pivotal
in recovery: family and friend support
(17/55); sharing thoughts and feel-
ings with other survivors (7/55) and
community support (eg, workplace,
clubs, general public) (7/55).

In an average situation the best
support is your family and
friends. Counsellors are OK but
once you are out the door you
need someone you can talk to
and this is family and friends.

Opportunities to share with other
survivors appeared to provide a spe-
cial form of solace: “Some of the peo-

ple on the outside don’t understand
how you feel”.

The largest subtheme regarding
government response and policy (21/
55) related to service access, primarily
counselling. Comments emphasised
the value of a service system that was
integrated and easy to navigate:

It would be wonderful if there
was a number you could ring and
find out what would be available
to you and what currently exists.

Particular comment was made
regarding the reassurance of knowing
that established services (eg, counsel-
ling) would remain available and not
be withdrawn at an arbitrary point.
Some people (4/55) reported that
memorial services and permanent
sites were invaluable, the latter pro-
viding a physical place where people
could gather, sharing both grief and
positive remembrance.

Respondents observed that affected
groups would be well served by
improved coordination and commu-
nication, particularly in the early post-
incident phase:

When we tried to get on the flight
to Bali we were told we couldn’t
because they were restricted.
There was a battle to get a flight
and there was no one in Bali to
meet people when they arrived to
help them.

Two elements of personal coping
were identified as being likely to assist
others: specific behaviour and tasks
(11/55) and personal attitudes (12/55).
The former included physical exercise,
maintaining a simple daily routine,
keeping occupied, and expressive out-
lets such as journal writing. The latter
included not giving up, living well to
honour those lost, continuing to work
on mental health, and being able to
accept the losses, including acquired
disabilities.

Independent variables

Advocated coping supports were ana-
lysed by demographic, health, exposure
and bereavement variables (Box 4).
Women were significantly more likely
to endorse the need for proactive gov-
ernment response (P = 0.03). Men were
more likely to advocate personal coping
strategies (P < 0.01). Those diagnosed
with a mental health condition after the
incident were significantly less likely to
advocate social support as a support
factor for others (P = 0.04).

Discussion

Our findings highlight several areas
that can inform both the type and
targeting of support initiatives, and
current policy regarding access to
health and other services. Receiving
professional mental health services
was the most frequently advocated
coping support process and did not
differ significantly based on demo-
graphic, health, exposure or bereave-
ment factors. This suggests that when
services are proactive and event-spe-
cific their tolerance and perceived
benefits may be similar across future
recipient groups.

It was notable that women were
significantly more likely to advocate
proactive government responses,
while men generally saw personal
attitudes and responses as pivotal to
effective coping. These outcomes may
reflect broader findings regarding sex-
related stress coping, with men and
women tending to employ problem-
focused and emotion-focused (affilia-
tive) coping strategies, respectively.12

Such findings may have implications
for target interventions. For example,
while no differences by sex were evi-
dent regarding the advocacy of coun-
selling per se, a small number of men
expressed preferences for counselling
or group work focused on symptom
education (what to expect) or flexibly
delivered contact (eg, a periodic
check-up). As men are also more
reluctant to attend mental health
services in general,13 future survivors
may benefit from comprehensive
stepped-care services that include
brief intervention and education
options.14

The strong advocacy of social sup-
port processes is consistent with other
findings of an association between
perceived support and lower mental
health morbidity among survivors.15

Disaster losses and specific trauma
effects (eg, withdrawal, depression)
often degrade interpersonal relation-
ships over time. The ability to actively
maintain social support in such con-
texts may be highly protective.16 The
finding that survivors with a mental
health diagnosis were significantly
less likely to advocate social supports
may indicate that they perceive their
available supports to be insufficient or
that their capacity to access them is

ocated coping supports, by subthemes 
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compromised due to mental health
related issues. Support maintenance
may therefore constitute an important
early intervention. A recently devel-
oped program, Skills for Psychological
Recovery, teaches disaster survivors
key recovery skills (eg, managing
reactions, problem solving, rebuilding
social supports) and could be adapted
for terrorism survivors.17

This study has several limitations.
Its findings are cross-sectional, and
coping support perceptions may
change over time. The response rate
could potentially introduce responder

bias, although no significant differ-
ences by age or sex were observed
between the study and total program
samples. Participants had varying
contact with a therapeutic program,
which may have inflated their advo-
cacy of counselling. Importantly, such
advocacy reflects direct experience of
this process and its perceived value in
this context. While qualitative data are
often context-dependent, these find-
ings are likely to be relevant to other
Australians directly affected by terror-
ism and the policy and practice frame-
works intended to support them.
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4 Prevalence of advocated coping supports by demographic, health and incident-
related factors (n = 55)

No. of respondents

Covariates Total
Professional 

help
Social 

support
Government 

response
Personal 

coping 

Sex 

Male 23 13 10 5 13

Female 32 16 14 17* 5*

Age 

Younger (20–43 yrs) 22 13 8 11 8

Older (51–73 yrs) 33 16 16 11 10

Location

Metropolitan 35 17 16 14 13

Regional 20 12 8 8 5

Married/de facto

No 15 9 4 8 5

Yes 40 20 20 14 13

Good self-rated health

No 10 7 2 2 2

Yes 45 22 22 20 16

Present in Bali†

No 34 19 16 16 9

Yes 21 10 8 6 9

Bereavement type‡

Non-family 17 10 7 5 5

Family 37 19 17 17 13

Psychological distress§ 

Low 43 25 20 17 20

High 12 4 4 5 3

Trauma symptoms¶

Low 28 18 13 11 11

High 27 11 11 11 7

Mental health diagnosis

No 34 18 19 13 11

Yes 21 11 5* 9 7

Total respondent group 55 29 24 22 18

* P < 0.05. † At time of or within 48 hours of bombing. ‡ n = 54; family bereavement defined as loss of 
first-degree relative. § Kessler Psychological Distress Scale: low (range, 10–21); high (range, 22–50). 
¶ Primary Care Post-Traumatic Stress Disorder Screen: low (0–1 symptoms); high (2–4 symptoms).◆
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