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Abstract. OnMarch 11, 2004, Madrid suffered one of the worst terrorist attacks in the history of Spain, leaving more than
190 dead and 2,000 injured. For years, the psychological consequences of the attacks have been studied; however, its long-
term effects on symptomatology and especially on well-being remains unknown. This study aims to explore, through a
qualitative approach, pathways and obstacles to the well-being of those affected directly or indirectly by the attacks of
March 11 in Madrid. Two focus groups were held, one for indirect victims and one for direct victims. Subsequently, a
thematic analysis of the materials obtained was carried out. More than 10 years after the attacks, most of the participants
reported great difficulty in achieving well-being. Acceptance and victims’ associations seemed to act as key facilitators,
while symptoms, political institutions and themediawere themain obstacles. Direct and indirect victims presented similar
data although aspects such as guilt and family relationships played a different role in their well-being.
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TheUnitedNations1 (1999) defines terrorism as “any act
that seeks to cause death or serious harm to a civilian or
any other individual who is not playing an active role in
hostilities in a situation of armed conflict, when the
purpose of said act is to intimidate the population or
to force an organization or government to carry out or
omit an action” (Article 2 of the International Conven-
tion for the Suppression of the Financing of Terrorism).
On March 11, 2004, Madrid suffered one of the worst
terrorist attacks in the history of Spain. Multiple back-
packs full of explosives detonated inside 4 trains in a

jihadist attack, leaving nearly 200 dead and almost 2,000
injured.
Post-traumatic stress disorder (PTSD) is the most

prevalent mental disorder associated with terrorist
attacks (García-Vera & Sanz, 2017). Recent data suggest
that 33% to 39% of direct victims will develop PTSD.
17% to 29% of indirect victims (especially family and
friends) may also develop this disorder. While it is true
that PTSD symptoms tend to mitigate over time, direct
victims will continue to show a prevalence of 15% to
26% up to seven years after the traumatic events
(García-Vera et al., 2016). Albeit the most prevalent,
PTSD is not the only disorder present in victims. They
may also show other diagnoses, such as depression,
generalized anxiety, panic attacks and agoraphobia
(Conejo-Galindo et al., 2007).
However, the long-term impact of terrorist attacks

goes beyond diagnosable disorders, and is reflected in
physical and psychological health, aswell as in reported
levels of well-being or life satisfaction (Bromet et al.,
2016). One of the reasons for the relative lack of interest
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in the well-being of this population is that it is usually
assumed that well-being and psychopathology are the
extremes of a continuum, in the same way as this was
previously assumed for positive and negative emotions.
This is not the case. Mental health andmental illness are
related but distinct dimensions (Westerhof & Keyes,
2010). More than a decade ago, the World Health
Organization defined health as “a state of well-being
in which the individual realizes their own abilities and
can cope with the stressors of the day to day, work
productively and make contributions to their
community” (World Health Organization, 2004, p. 11);
in other words, the absence of disease does not neces-
sarily indicate the presence of health (Westerhof &
Keyes, 2010).
Well-being is a key concept to understand positive

mental health (see Positive Emotion, Engagement, Rela-
tionships, Meaning, and Accomplishment, PERMA;
Seligman, 2011). Well-being conceptualization has
evolved over recent decades. The concept of subjective
well-being included a cognitive aspect (i.e., life satisfac-
tion) and an emotional aspect (Diener, 1984). Ryff and
Keyes (1995) considered psychological well-being to be
a multifactorial concept that includes self-acceptance,
life purpose, autonomy, positive relationships, environ-
mental mastery and personal growth.
PTSD symptomatology and well-being are inversely

correlated but the magnitude is not as great as might be
expected (Díaz et al., 2018; Marín et al., 2019). The
treatment and improvement of PTSD symptoms are
associated with an increase in well-being. However,
the magnitude of the association is, again, quite small
(Berle et al., 2018). In the aftermath of a terrorist attack,
positive emotions may be present, along with suffering
and PTSD symptoms (Fredrickson, 2003; Vázquez &
Hervás, 2010).
Several questions remain unanswered: How does the

concept of well-being change after a terrorist attack? Do
victims consider that they can achievewell-being?What
are the factors that modulate it? Despite the increase in
research related to the effects of attacks on the develop-
ment of PTSD, there is no parallel increase in the study
of well-being in this population.
Qualitative methodology allows an initial approach

to relatively unknown study areas (Morgan & Krueger,
1993). Further, it generates a completely different type
of result compared with quantitative methodology. It is
not only interesting to know what victims say about
well-being, but also how they express it (Wilkinson,
1998). Qualitative methodology has been used with
interesting results when approaching post-traumatic
growth and quality of life in trauma not related to
terrorist attacks (Anderson et al., 2012; Davis et al.,
2007; Haun et al., 2016; Palmer et al., 2017; Woodward
& Joseph, 2003). As regards qualitative research on the

specific effects of terrorist attacks on mental health,
several studies have been conducted on this issue; how-
ever, most of them worked with victims of September
11 and focused on psychopathological symptoms
(Johnson et al., 2017; North et al., 2015, 2010, 2005).
Among the different qualitative approaches, focus

groups were used in our study. A focus group is a
way of collecting qualitative data using a small sample
engaged in an informal discussion centered on a topic
and guided by a moderator (Wilkinson, 2004). This not
only provides information about the opinion of the
participants but also about their natural language. Pre-
vious works on traumatic situations point out the
importance of understanding these experiences in inter-
action, as a shared event (Blanco et al., 2016).
This is the first study to use focus groups and quali-

tative analysis to study the well-being of victims of
terrorist attacks, more specifically the attacks of March
11 in Madrid (also referred to as 11M). The scope of this
work is entirely exploratory. The study starts with four
main objectives: First, to obtain an initial qualitative
approach to what the victims of 11M understand when
talking aboutwell-being. Second, to see if they currently
enjoywell-being or if they believe they can enjoy it in the
future. Third, factors that promote and interfere with
victims’ well-being. Finally, to analyze whether there
may be differences in all these aspects between direct
victims and indirect victims.

Method

Participants

All the participants belonged to the “Association 11M
Affected by Terrorism”. They were contacted through
the association’s psychologists from among patients
whowere undergoing treatment or hadpreviously been
undergoing treatment.
Participants had to be aged 18–65 and be direct or

indirect victims of the 11M attacks. Direct victims were
those people who experienced the attacks first-hand,
while indirect victimswere relatives of peoplewho died
or were injured.
There were 16 participants who agreed to enter the

study. Two discussion groups were held, one with dir-
ect victims (n = 6) and the other with indirect victims
(n = 10). Most of the participants were under psycho-
logical treatment at that time or had completed it.
Table 1 shows the demographic data of the participants.

Procedure

The groupswere held onMay 24, 2016, at the headquar-
ters of the “11M Association Affected by Terrorism”, in
Madrid, Spain. The direct victims’ sessionwas heldfirst.
The focus groups lasted an hour and a half each. They
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were led by two researchers, who raised the issues and
facilitated the dynamics. Onemoremember of the work
team oversaw the recording. A non-directive position
was always adopted, only intervening when new infor-
mation on a specific topic no longer appeared or when
the discussion moved too far away from the research
objectives. To begin, the study team was introduced,
and the basic rules of interaction were explained. Sub-
sequently, the researchers allowed each of the partici-
pants to present themselves freely.
Certain questions were prepared to inquire into rele-

vant aspects of research if they were not generated spon-
taneously by the groups. The topics to be addressedwere
divided into three large blocks, presented in Table 2:
Definition ofwell-being, factors that facilitatewell-being,
factors that hinderwell-being.Not necessarily all of them
came up in the discussion and on occasion the groups
introduced some related topics not previously contem-
plated. This structure was used in both groups.
The sessions were recorded with the prior consent of

the participants, in order to be able to transcribe them
and analyze their content. The study was approved by
the ethics committee of the Complutense University of

Madrid with code 2016/17–020. All participants signed
an informed consent document before starting.

Data Analysis

The audio records were transcribed and transferred to
the Atlas.ti version 7.5.7 text analysis program (2015). A
classic content analysis of the transcripts was per-
formed. This analysis works on the issues generated
by the group, not those foreseen by the researchers. This
type of analysis seeks to reduce the complexity of texts
by categorizing fragments of them (Scandroglio &
López, 2007).
The analysis process was developed by the first

author. The process was carried out iteratively and
cyclically. In a first reading, preliminary themes were
noted by selecting fragments that exemplified them. In a
second round, codes were generated based on the
themes and examples, in addition to checking whether
the fragments initially selected were maintained. The
process was repeated on four occasions, each time try-
ing to eliminate excess codes and outline the appropri-
ate definition. The aimwas to have clearly differentiated
thematic codes sufficient to summarize the interviews.
The approach to the analysis was exclusively explora-
tory. Given the scant literature on this subject in the
population that concerns us, the work of Díaz et al.
(2018) allowed a first guide to some of the topics.
The analysis was done simultaneously with the tran-

scripts of direct and indirect victims to avoid generating
different code groups unnecessarily. The word code
refers to the specific name given to the topic for analysis,

Table 1. Sociodemographic Data

Characteristics

Direct
victims
(n = 6)

Indirect
victims
(n = 10)

Age M (SD) 48.5 (13.63) 53.29 (3.55)
Gender n (%)
Men 4 (66.67%) 2 (20%)
Women 2 (33.34%) 8 (80%)

Marital status n (%)
Married 3 (50%) 4 (40%)
Divorced 0 1 (10%)
Single 1 (16.67%) 0
Widow/er 0 2 (20%)
NA 2 (33.34%) 3 (30%)

Educational level n (%)
Secondary 0 5 (50%)
Vocational training 0 1 (10%)
University 4 (66.67%) 1 (10%)
NA 2 (33.34%) 3 (30%)

Work status n (%)
Active 2 (33.34%) 4 (40%)
Retired 2 (33.34%) 0
Unemployed 0 2 (20%)
Housewife/husband 0 1 (10%)
NA 2 (33.34%) 3 (30%)

State of the affected family
member n (%)
Deceased – 5 (50%)
Injured – 5 (50%)

Note. NA = Not available.

Table 2. Key Themes and Subthemes Addressed by the Research
Team

Main well-being related topics

Definition Facilitators Hindrances

Subthemes Subthemes Subthemes
General well-being

concept
Well-being

facilitators
Elements that
hinder well-
being

Concept of
psychological well-
being after a
traumatic
experience

Strategies
that
promote
well-being

Stigma

Concept of
psychological well-
being in victims of
terrorism

Meta-stereotype

Changes in
psychological state
after trauma
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but code and topic are used interchangeably here. Once
the codes were considered final and all had associated
examples, those that most clearly reflected them were
selected for inclusion in drafting this paper.

Results

Seventeen topics were identified. Table 3 presents the
codes assigned to each of the topics, as well as a brief
definition and the number of engagements in each of the
two groups of participants. Finally, some upper-level
categories were generated by semantic resemblance to
simplify the structuring and reading.
First, the construction of the various categories is

justified. The first group, health, includes definitions of
health as well as symptoms. As regards the factors,
everything that affects the well-being of the groups,

regardless of the direction they took. This is presented
subdivided into internal factors (emotions and
thoughts) and external factors (other people or organ-
izations). Those opinions or comments regarding differ-
ences perceivedwith other victimsof different traumatic
events are included together in a fourth group.
Representative examples of the different codes are

shown in Table 4, to be subsequently explained. The cit-
ations are presented translated from Spanish but respect-
ing how they were originally stated by the participants.

Health

Well-Being

Both direct and indirect victims spoke of well-being as
excitement and emotional stability (Quotation 3). All

Table 3. Topics Discussed by the Focus Groups

Categories and codes Definition

No. of
mentions

direct victims

No. of
mentions

indirect victims

Health
Well-being Direct definitions of the term well-being 21 8
Symptomatology Mention of any kind of psychological symptom, especially focused

on PTSD
14 6

Internal factors
Acceptance References to the need to move on regarding the attacks 11 2
Guilt References to sources of guilt 4 7
Identity Need to be identified and remembered as victims of 11M 4 5
Meaning Attempts to understand why the bombings occurred 10 2

External factors
Professional help Mention to any mental health professional, whether a psychologist

or psychiatrist of public or private health
17 7

Family Descriptions of relationships with any family members, not focused
solely on the most direct family nucleus

11 14

Peers and
associations

Contributions on victims’ associations or relationships with others
affected

6 4

Institutions Discussions on public entities and politicians involved with victims 7 11
Media Issues related to any media outlet 11 6
Relationship with

those affected
Interactions regarding the relationship between indirect victims and
their relatives who were present in the attack

0 14

Civil society Reactions from the general population perceived by victims 15 16
Work Interactions of the victims with their workplace 3 7

Differences
With an accident Different effects and interpretations of an accident compared with a

terrorist attack
13 12

Between direct and
indirect victims

Differences between those directly present in the attack and indirect
victims

5 7

With ETA victims Distinction in the treatment of victims of the terrorist organization
ETA compared with victims of other terrorist events

9 5

Note. The table includes the codes generated after performing the thematic analysis. To characterize them, the following are
included: The name of the code, the definition that justifies the inclusion or exclusion of certain citations, the number of citations
labeledwith that code in each of the groups of victims and a category later assigned by the researcher in order to group and simplify
reading.

4 A. Pemau et al.

https://doi.org/10.1017/SJP.2023.20 Published online by Cambridge University Press

https://doi.org/10.1017/SJP.2023.20


Table 4. Examples of Quotes from Each Code

Categories and codes Direct Victims Indirect victims

Health
Well-being “What would be ideal would be… to be how we were

before” (Quotation 1).
“You need to be aware that I believe we will always be

like this” (Quotation 2).

“Not to suffer ups and downs” (Quotation 3).
“If my husband and daughter are not well, I cannot be

either” (Quotation 4).

Symptomatology “At the start, I would be on the train and get off and
change carriage” (Quotation 5).

“I would be on my way to work on the underground, and I
started to feel stressed” (Quotation 6).

Internal factors
Acceptance “Constantly looking over your shoulder is no help at

all” (Quotation 7).
“It is OK to accept what you are going through at the time

and try not to think about the past or the future”
(Quotation 8).

Guilt “Beating myself up over what happened and why it
happened” (Quotation 9).

“I have also been left with the issue of my mother, of not
spending enough time with her; I didn’t do enough”
(Quotation 10).

“People see you smile or see you looking good one day and it
seems strange to them” (Quotation 11).

Identity “I want them to write 11M, I need that”
(Quotation 12).

“Then they should acknowledge that we are victims of a
terrorist attack and that we aren’t manipulated by
anything else” (Quotation 13).

Meaning “Why me? I don’t think that leads anywhere”
(Quotation 14).

“I started to think why and every time I did it shook me even
more” (Quotation 15).

External factors
Professional help “A bad experience with a psychologist makes you

close the door on that” (Quotation 16).
“Can psychology do anything for us? I guess so. As

at the time it did inmy particular case, it did a lot.”
(Quotation 17).

“A huge difference between a private psychologist and a
public psychologist” (Quotation 18).

Family “I always focus onme andmy family, and take refuge
there” (Quotation 19).

“Mygreatest needwas forme to be alright to ensure thatmy
daughter was alright” (Quotation 20).

Peers and
associations

“The association, when you get in touch with people,
it builds you up. You feel loved” (Quotation 21).

“Coming here helpsme becausewe all knowwhatwe are like
inside and we can talk about anything” (Quotation 22).

Institutions “The institutions? Excuse me, but a fucking
disgrace” (Quotation 23).

“Just give me a simple solution, rather than sending me to
28,000 different places or ignoring me” (Quotation 24).

Media “The media are often more harmful than anything by
showing images” (Quotation 25).

“You need to see it, to see news about it and what
happened” (Quotation 26).

“I have been very pleased with some of the journalists; then
you have the Paris attacks and they are almost
sensationalist” (Quotation 27).

“All the channels broadcast a special program; I asked all
my friends to record them” (Quotation 28).

Relationship with
those affected

“I have to help them pick themselves up, and if I can’t then
we all hit a low point” (Quotation 29).

Civil society “You then had the sensation of aah, were you at
11M? And what happened to you? A morbid
fascination” (Quotation 30).

“It seems like people helped a great deal with a lot of
solidarity” (Quotation 31).

“You say that you have psychological problems and they tell
you that you have a tremendous nerve” (Quotation 32).

Work “I was better off working than getting fed up lying on
the sofa” (Quotation 33.)

“After a year and a half at work I was fired because they
couldn’t comprehend that I wasn’t 100% right”
(Quotation 34).

Differences
With an accident “The degree of defenselessness… and the level of

aggression and horror of an attack”
(Quotation 35).

“That wasn’t an accident. It was a massacre”
(Quotation 36).

“The feeling of guilt of someone who has fallen off
scaffolding may be theirs alone” (Quotation 37).

Well-Being in Victims of Terrorism 5
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victims foundwell-being difficult to achieve, even saying
that the only way to obtain well-being would be to go
back to the day before the attacks (Quotations 1 and 2).
Only direct victims pointed to the association between
physical and psychological well-being, also emphasizing
the presence of physical symptoms as a key aspect. On
the other hand, indirect victims’ well-being was heavily
associated with that of their directly affected relatives
(Quotation 4).

Symptomatology

Both groups commented on the presence of fear and
avoidance behavior in situations reminiscent of the
attacks (Quotations 5 and 6). Psychological symptoms
were more discussed in the group of direct victims,
especially those associated with PTSD. Indirect victims
hardly referred to their own symptoms, focusing on
those of their relatives.

Internal Factors

Acceptance

All victimspointed to the importance ofmovingpast the
damage caused by the attacks (Quotations 7 and 8).
Direct victims tried to differentiate the idea of accept-
ance and resignation, acceptance implying an active
approach. This is a relevant issue and with similar
nuances in both groups but was more thoroughly dis-
cussed by direct victims.

Guilt

Both groups of victims felt stigmatized for feeling better
or taking time for themselves (Quotation 11). Aside
from that, the reasons behind guilt on direct and indirect
victims were substantially different. Direct victims felt
guilty for having survived the attacks (Quotation 9),
while indirect victims felt guilty for having received

financial aid or for not being able to understand how
their family members felt (Quotation 10).

Identity

Both groups spoke about the need for recognition as
victims of 11M (Quotation 12 and 13). They need to
specify what they have suffered, as a kind of badge.

Meaning

Both groups spoke about trying to understand the
reasons for the attack; the contradictory relationship
between needing to know more information and the
pain stemming from trying to do this was discussed
(Quotations 9, 14 and 15).

External Factors

Professional Help

Very marked differences were observed at an
intragroup but not an intergroup level. Some partici-
pants were tired with mental health professionals
(Quotation 16) while others remarked that these profes-
sionals have been a key help (Quotation 17). They also
provided some insight on what problems they have
encountered or what needs have not been met when
using these services (e.g., differences between private
and public services, Quotation 18).

Family

This code includes all interactions between familymem-
bers except those that occur between indirect and direct
victims, which are included elsewhere. Direct victims
pointed to their family as a very important source of
support (Quotation 19); however, indirect victims
reported having to bear a great weight, feeling the need
to appear happy in front of the rest of the family
(Quotation 20).

Table 4. Continued.

Categories and codes Direct Victims Indirect victims

Between direct and
indirect victims

“These feeling are set in stone” (Quotation 38). “I’m not sure, I feel that because they are similar there may
not be a big difference” (Quotation 39).

With ETA victims “The AVT association, let’s say, the largest one has
seen an increase of 40%” (Quotation 40).

“Psychologically, you are the same in the end”
(Quotation 41).

“We fall in the second category. ETA attacks are clear and
have been happening forever” (Quotation 42).

“You could see ETA before and this was targeted at military
personal and Guardia Civil officers; so, this wasn’t going
to happen to us” (Quotation 43).

Note.AVT=Asociación deVíctimas del Terrorismo; 11M=11 demarzodel 2004; ETA=Euskadi TaAskatasuna, Spanish terrorist
group. Examples are numbered for ease of reading.
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Peers and Associations

Direct and indirect victims said they felt very supported
by other victims and their associations (Quotations
21 and 22).

Institutions

This code was widely discussed in both groups, with
similar content and quite negative emotions associated
with it (Quotations 23 and 24). They felt forgotten and
used by the government. The help received was not
perceived as fair or effective. Indirect victims also
blamed the attacks on the political decisions taken in
the previous years.

Media

Therewas amarkedly negative tone associatedwith this
topic. The repetition of images of the attackswere harm-
ful to them and they felt used and manipulated
(Quotations 25 and 27). However, this coexisted along-
side a strong need to continue using the media to find
out more about the attacks (Quotations 26 and 28).

Relationship with Those Affected

This is the only code that does not appear in both
groups, only being present for indirect victims. This
may be considered a split from the family theme; how-
ever, it differs greatly in its content andonly includes the
relationship between direct and indirect victims. Indir-
ect victims spoke in detail about the emotional climate
after 11M. Although most of the emotions reflected are
negative, there are also some positive ones. Having a
great difficulty understanding how direct victims felt
was repeatedly shared, associated with frustration. The
difficulties separating one´s own emotions from those of
direct victims was a key point (Quotation 29).

Civil Society

In both groups, a great deal of importance was given to
how society viewed those affected by 11M. There were
more differences between participants than between
groups. While some participants felt support from soci-
ety (Quotation 31) others felt forgotten and isolated
(Quotation 32). Both groups said that they felt that some
people looked at it morbidly or judged the victims
(Quotation 30).

Work

Victims felt poorly understood in their workplaces
(Quotation 34), although some participants benefited
from being able to keep going to work (Quotation 33).

Differences

Differences from an Accident

Both direct and indirect victims considered that terror-
ist’s attacks and accidents are very different phenom-
ena, especially considering the degree of uncertainty,
defenselessness and fear (Quotations 35 and 36). Even
so, in both groups, some participants argued that the
consequences after an accident or an attack are similar.
Indirect victims argued that in an accident the person
involved may have some degree of agency whereas in
an attack that is not the case (Quotation 37).

Differences between Direct and Indirect Victims

Direct victims perceived that symptoms and the direct
experience of the attack were haunting and separated
the two groups (Quotation 38). Indirect victims didn´t
see any differences between the groups (Quotation 39).

Differences with ETA Victims

Before explaining this section, it is necessary to point out
some peculiarities of terrorism in Spain. Although 11M
was a jihadist attack, Spain previously experienced
many attacks carried out by the national terrorist group
ETA (Euskadi Ta Askatasuna or Basque Country and
Freedom). The existence of a terrorist group in Spain
generates issues such as comparisons between victims
(i.e., ETA vs. jihadism).
This is one of the topics that presented the most

disagreement at an intragroup level, leading to
heated discussions. However, there was fairly wide-
spread agreement between the participants of both
groups regarding feeling less recognized than the
victims of ETA (Quotations 40 and 42). The discus-
sion began between those who did not observe great
differences (Quotation 41) and those who considered
that ETA attacks were directed against specific
groups, while 11M attacks affected anonymous civil-
ians (Quotation 43).

Discussion

This study aimed to make an initial approach to the
well-being of the victims of 11M. After carrying out
the focus groups and conducting a thematic analysis
of the content, we are somewhat closer to understand-
ing how this specific population views the concept of
well-being.
Victims understand that well-being is linked to bal-

ance, hope and inner peace. As might be expected, they
associate their well-being with the absence of symp-
toms, both psychological and physical. This is similar
to the findings of other previous works (Bromet et al.,
2016; Díaz et al., 2018). Indirect victims consider the
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health of their directly affected familymembers as a key
point in defining their own health and well-being.
Regardless of the presence of symptoms, well-being
was not achieved by a significant part of the partici-
pants. Despite being a factorwithmultiple components,
as mentioned above, it was automatically associated
with the absence of suffering in both groups without
going into other issues such as personal growth or
coping skills, which do appear in other samples not
exposed to traumatic events (McKinlay et al., 2021;
Slade et al., 2019)
Another of our objectives was to discover the factors

that interact with well-being. Regarding factors that
facilitate well-being, both groups point out that victims’
associations are of great help, due to the feeling of
understanding and unity. This has been reflected in
previous works, although it is established that sharing
this kind of emotion is a double-edged sword, initially
leading to greater rumination andmaintenance of nega-
tive emotions, but also associated with greater post-
traumatic growth (Rimé et al., 2010). Acceptance is also
a key factor. Both groups commented that being able to
accept what happened and move on are crucial aspects
of recovery. Studies focused on acceptance and commit-
ment therapy in PTSD draw similar conclusions
(Thompson et al., 2011).
Speaking about those factors that hinder well-being,

similarities also appear between the two groups. The
presence of symptoms is one of the greatest difficulties
when it comes to achieving well-being. The tendency to
speak of symptoms when being asked about health has
already been observed in other population groups suf-
fering from PTSD (Haun et al., 2016). This is reflected in
both groups, but more markedly with direct victims.
However, it could be argued that there is a certain
degree of denial of their own discomfort on the part of
indirect victims, as a care role is expected from them.
Guilt also appears in both groups, although in a more
pronouncedway in indirect victims (Wilson et al., 2006).
According to the views of participants, the representa-
tion of the attacks in the media and the tendency to
speculate about them has caused great harm. This phe-
nomenon has already been studied, especially in rela-
tion to the dreams of the victims (Propper et al., 2007).
However, it is simultaneously observed that there is a
considerable need to use the media to obtain more
information about the attacks. This is related to another
aspect that has been considered counterproductive for
well-being in this work -the search for meaning. Previ-
ous models suggest that finding meaning helps post-
traumatic growth (Park, 2016). However, in our case it
seems that participants are looking formeaning, but not
finding it. A prolonged and unfruitful search for mean-
ing may be associated with the discomfort that some of
the participants experienced. Something similar is

observed with the treatment received from political
institutions, finding the aid they receive ineffective
and considering that there is a differential treatment
with respect to other groups of victims. Similarly, to
the relationship established between the media and
meaning, institutions and identity as a victim are asso-
ciated. Although clear opinions cannot be established
with the information obtained, it is necessary to delve
into the role that identity plays in achieving well-being,
as well as the relevance of victims’ organizations in
developing such identity. Some previous works indi-
cate that turning trauma into part of identity is associ-
ated with higher PTSD scores (Berntse & Rubin, 2007).
Regarding those factors that play an ambivalent role,

participants raised issues about work, professional help
and civil society. Work acted to some extent as a dis-
traction and provided some normality after the attacks.
However, in turn, the organizational structure showed
very little understanding of the psychological symp-
toms, something reflected in other studies (Brooks
et al., 2019; North et al., 2010). Professional help pre-
sented a similar phenomenon. For some victims it was
essential, while others were very disappointed. They
comment on feeling differences between private and
public treatment, aswell as betweenmedical andpsych-
ology professionals. This issue deserves attention on its
own, since it may have a special weight in terms of
adapting the psychological treatment given to this
population. It is also observed that stereotypes and
stigma about mental health prevent some victims from
seeking help (Brooks et al., 2019).
It is now necessary to observe the main differences

between direct and indirect victims. The family is per-
haps the biggest point of distinction. While it plays a
very positive role in direct victims, as already noted, for
indirect victims it is a source of support, but also of
frustration (Stevens et al., 2013). Indirect victims felt
they had to appear strongwhen theywere also affected.
They speak of the difficulties in helping the direct vic-
tims. Indirect victims associated this situationwith guilt
and the denial of one’s own needs. The vision of civil
society is another differentiating point. Society provides
benefits and difficulties for both direct and indirect
victims but shows a somewhat darker side in the eyes
of the latter. Society is a considerable source of guilt, and
they often felt judged, although this could also be taken
as a sample of the self-stigma of the participants (Bonfils
et al., 2018).
This study presents some limitations. First, the small

sample prevents generalizations about thewell-being of
all victims of terrorism. By only targeting 11M victims
and having only one focus group for each type there is a
risk of bias. However, this study, as it was exploratory,
did not seek to generalize so much as to discover new
avenues of research.
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Participants selection criteria could also be a source of
bias, since all of them were undergoing treatment
(or had already finished it). But ethical and clinical
criteria guided the decision. Including people with
symptoms could be harmful and could also hinder the
proper development of the groups.
Another problem is that the codes and snippets were

only selected by one person. Having used focus groups
rather than in-depth interviews may have affected the
issues that emerged. However, the use of individual
interviewsmakes it impossible to access the interactions
between members, an important objective of this work.
Due to the meta-stereotypes of the victims or the fear

of being judged, they may have modified their way of
talking about certain topics. However, since direct and
indirect victims were grouped separately, this problem
should be minimal.
Finally, the amount of time that has passed since the

terrorist attacks may alter the results substantially,
while allowing us to observe the long-term effects.
Beyond these limitations, the high specificity of the

sample has generated its own themes that would not
appear in other populations. For example, Spain is one
of the few countries that have experienced terrorist
attacks by an autochthonous group, which generates
issues such as differences between victims, which are
not expected in other victims. In addition, the specificity
of well-being indicates that answers are clearly
dependent on culture and nationality (Vazquez & Her-
vas, 2012).
In brief, this study does not allow generalizations,

given the size and specific characteristics of the sample,
but it does act as a door to future work. Regarding
possible future directions, there is a lot to research on
the well-being of victims of terrorism. The role of the
family, the treatment of the media and politicians and
the type of help given bymental health professionals are
issues that should be considered for new studies in the
future. Of special relevance is the variability felt in
mental health care. As the victims point out, a bad
experience can lead to closing the door on these services,
and this seems to be a relevant topic for future study.
Future research might explore whether specific inter-
ventions for increasing well-being in victims of terror-
ism are feasible and useful. Another crucial point is the
special needs of familymembers. Given that they do not
present asmany symptoms their need for psychological
attention may be overlooked. Guilt appears nuclear,
and communication difficulties may be one of the
focuses of the treatment when attending to indirect
victims.
This work has allowed an initial approach to well-

being in victims of terrorist attacks using a qualitative
strategy rarely attempted in this population group. It
opens up more questions than it can definitively

answer, thus fulfilling its role as an exploratory work.
Many aspects have been suggested that might be asso-
ciated with the lower levels of well-being typically
found in this population group. Additionally, direct
and indirect victims present a lot of similarities, but also
specific needs and complaints that must be taken into
account. Victims of terrorism struggle to achieve previ-
ous levels of well-being. However, in-depth research is
needed to confirm or deny such hypotheses. Future
studies could use mixed methodologies to study well-
being in this group and even compare them with non-
victim samples.
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