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L
ung cancer is a global concern, be-

ing cited as the most common cancer 

worldwide and accounting for 13% of 

the total number of new cancer cases 

diagnosed in 2012 (American Cancer 

Society, 2015; Ferlay et al., 2013). Despite decreasing 

trends in mortality and incidence, lung cancer still 

accounts for the largest number of deaths attributed 

to cancer (American Cancer Society, 2016; Canadian 

Cancer Society’s Advisory Committee on Cancer Sta-

tistics, 2015). 

These trends and statistics are noteworthy from 

a nursing perspective because patients (i.e., affected 

individuals) with lung cancer tend to experience 

higher levels of psychological distress and symptom 

burden and lower quality of life compared to patients 

with other types of cancer (Lehto, 2014). Personal 

reactions to lung cancer, such as guilt, self-blame, 

self-deprecation, regret, and anger (Lehto, 2014) have 

been found to persist throughout the illness journey 

(Akechi et al., 2006). 

A diagnosis of lung cancer also has a signifi-

cant impact on the quality of life and psychological 

well-being of the family unit, particularly the primary 

family caregiver (FC) (Sarna et al., 2006). Recognized 

FC emotional reactions to lung cancer include both 

negative attributes (e.g., uncertainty or fear about 

the future, anger and blame toward self and/or the 

affected individual) and positive attributes (e.g., hope 

for recovery, pride in the affected individual’s efforts 

to manage the disease) (Kendall et al., 2015; Lobchuk, 

McClement, McPherson, & Cheang, 2012; Mosher, 

Jaynes, Hanna, & Ostroff, 2013). 

 Despite recognition that lung cancer can have a 

significant emotional impact on the affected individ-

ual and the FC, limited research has been conducted 

regarding whether a difference exists between their 

attributions and emotions in response to their man-

agement of the disease. The current study builds on 
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the results from Lobchuk, Murdoch, McClement, and 

McPherson (2008), who reported on a preliminary 

sample of 100 pairs of affected individuals and their 

FCs as part of a larger cross-sectional study. They 

found that affected individuals ascribed more negative 

responses (responsibility and anger) toward them-

selves and more positive attributes toward their FC. 

However, FCs ascribed more responsibility, blame, 

and fault toward the affected individual (Lobchuk et 

al., 2008). These preliminary findings suggest that un-

resolved blame and anger issues within a caregiving 

relationship may contribute to increased distress and 

conflict during an already stressful life event. Ongo-

ing evidence is required to support nurses’ sensitive 

understanding of the emotional responses of affect-

ed individuals and FCs and comprehension of how to 

promote awareness and mutual understanding of the 

lung cancer experience within a caregiving dyad. 

Also of interest in relation to the knowledge base 

in this area is the minimal attention paid to investigat-

ing whether affected individual and FC characteristics 

are related to attributional and emotional responses 

in lung cancer. Weiss et al. (2016) examined self- 

reported stigma, self-blame, and satisfaction with care 

in affected individuals with lung cancer and found that 

the belief that smoking caused their cancer, not know-

ing the stage of their cancer, and male gender were 

significantly related to reports of self-blame. No stud-

ies were located that examined the impact of individ-

ual characteristics or aspects of the family caregiving 

situation on attributional or emotional responses be-

yond self-blame in the ongoing management of lung 

cancer or included the FC perspective. An opportuni-

ty exists to expand this aspect of the nursing oncology 

literature by examining whether certain demographic 

variables of affected individuals and FCs, as well as 

aspects of the caregiving relationship, are associated 

with attributions of blame, anger, and responsibility 

in the management of lung cancer.

Therefore, age, gender, and level of education were 

variables chosen to compare with existing findings in 

the literature. Current smoking behavior was iden-

tified as a variable of interest because of its associ-

ation with reported stigma, self-blame (Weiss et al., 

2016), and illness causation (Lehto, 2007) in patients 

with lung cancer. Because non-small cell lung cancer 

(NSCLC) and small cell lung cancer (SCLC) often 

represent differing scenarios regarding disease ag-

gressiveness and rapidity of spread, the type of cancer 

was included in the analysis to examine the potential 

association with emotional and attributional respons-

es. The FC relationship factors were identified as vari-

ables of interest because the nature of the relation-

ship (i.e., spouse, child, or other) and the length of the 

caregiving interaction could influence emotional and 

attributional responses.

The purpose of this article is to build on prelimi-

nary findings from Lobchuk et al. (2008) by reporting 

on the final analyses of a complete dataset with 304 

pairs of affected individuals and FCs. The primary ob-

jective of the current study was to determine if the 

attributional and emotional responses of affected in-

dividuals in respect to responsibility, anger, and pride 

relating to the management of the disease differ from 

FCs. A secondary objective was to determine if age, 

gender, level of education, type of lung cancer, current 

smoking behavior, and type and length of the FC re-

lationship are associated with attributional and emo-

tional responses of affected individuals and FCs. 

Theoretical Framework

Weiner’s (1995) attribution theory provided the theo-

retical foundation for the preliminary and larger studies 

(Lobchuk et al., 2008, 2012) and this subsequent anal-

ysis. Attribution theory is focused on an individual’s 

beliefs or attributions about the cause and/or control 

of an outcome or another person’s behavior and is 

situated within a motivational cognitive emotional 

behavior sequence. According to attribution theory, 

an individual’s attempts to understand or explain the 

occurrence of a significant outcome gives rise to an 

emotional response, which ultimately influences behav-

ior in a situation (e.g., helping or aggressive behavior) 

(Rudolph, Roesch, Gritemeyer, & Weiner, 2004). 

Using Weiner’s (1995) attributional model and 

terminology as a framework, as affected individuals 

with lung cancer and their FCs engage in a cognitive 

process to explain and understand the ongoing man-

agement or progression of the disease, judgments or 

attributions of responsibility are made toward oneself 

or another. The outcome of these attributions can 

result in either positive emotional responses, such as 

pride and hopefulness, or a negative reaction, such as 

anger, which then affects outward behavior (Rudolph 

et al., 2004). As an illustration, if an affected individ-

ual engages in behaviors that are perceived by self or 

another to negatively affects the ongoing manage-

ment of the lung cancer (e.g., the affected individual 

chooses not to follow treatment or lifestyle change 

recommendations), this may cause either the affected 

individual or the FC to attribute more responsibility to 

that person. According to Weiner’s theory, this could 

manifest in an emotional response of more anger and 

less pride felt toward self or the other person and 
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negatively affect behavior in the form of reduced help-

ing actions or outward antagonism. Therefore, for the 

purposes of this analysis, attribution theory was used 

to guide the selection of attributional and emotional 

reactions for comparison between affected individual 

and FC perspectives.

Methods

The secondary data analysis plan was designed to 

engage in a comparative analysis of data collected 

from 608 participants (or 304 dyads of affected indi-

viduals and FCs) on their attributional and emotional 

responses toward their ongoing management of lung 

cancer. Multiple regression was used to determine if 

demographic and caregiving relationship attributes 

had an influence on affected individuals’ and FCs’ 

attributional and emotional responses. Factor anal-

ysis was employed initially to examine the ability to 

aggregate questions into composite scores for the 

measures relative to the main research variables.

Sample

The dataset examined originates from the completed 

cross-sectional study in which Lobchuk et al. (2012) 

examined the impact of affected individuals’ smoking 

behavior on FC judgments of responsibility, emo-

tional responses, and empathic helping behavior. 

After receiving ethical approval from the University 

of Manitoba Research Ethics Board and informed 

consent, affected individuals and their primary FCs 

were recruited by convenience sampling from five 

outpatient cancer care clinics in Winnipeg, Manitoba, 

Canada. Data collection occurred from September 

2005 to February 2009 and involved participant com-

pletion of self-report questionnaires and rating scales. 

Affected individuals were medically diagnosed with 

any stage of lung cancer; aged 18 years or older; able 

to converse, read, and write in English; and demon-

strated no evidence of mental confusion (i.e., score of 

24 or greater out of 30 on the Mini-Mental State Exam 

[Folstein, Folstein, & McHugh, 1975]). Adult FCs were 

primarily involved in the care of the affected individ-

ual in their home setting, and able to converse, read, 

and write in English. The details of the study proce-

dures are described elsewhere (Lobchuk et al., 2012).

Measures

In the preliminary analysis (Lobchuk et al., 2008) and 

the completed research (Lobchuk et al., 2012), the 

main research variables of responsibility, anger, and 

pride that form the foundational concepts (latent 

variables) in Weiner’s (1995) attribution model were 

FIGURE 1. Variables of Weiner’s Attribution 

Theory With Associated Survey Questions

Responsibility

Blame

 ɐ How much do you blame yourself in your efforts to 

control aspects of the disease?

 ɐ How much do you blame your caregiver in your efforts 

to control the disease?

Fault

 ɐ How much do you fault yourself in your efforts to 

control aspects of the disease?

 ɐ How much do you fault your caregiver in your efforts to 

control aspects of the disease?

Responsibility

 ɐ How much do you hold yourself responsible for your 

efforts to control aspects of the disease?

 ɐ How much do you hold your caregiver responsible for 

your efforts to control aspects of the disease?

Anger

Anger

 ɐ How much anger do you feel toward yourself in your 

efforts to control aspects of the disease?

 ɐ How much anger do you feel toward your caregiver in 

your efforts to control aspects of the disease?

Annoyance

 ɐ How much annoyance do you feel toward yourself in 

your efforts to control aspects of the disease?

 ɐ How much annoyance do you feel toward your caregiv-

er in your efforts to control aspects of the disease?

Aggravation

 ɐ How much aggravation do you feel toward yourself in 

your efforts to control aspects of the disease?

 ɐ How much aggravation do you feel toward your care-

giver in your efforts to control aspects of the disease?

Pride

Pride

 ɐ How much pride do you feel in your attempts to control 

aspects of your disease?

 ɐ How much pride do you feel in your caregiver’s at-

tempts to control aspects of your disease?

Satisfaction

 ɐ How satisfied do you feel in your attempts to control 

aspects of your disease?

 ɐ How satisfied do you feel in your caregiver’s attempts 

to control aspects of your disease?

Hopefulness

 ɐ How hopeful do you feel in your attempts to control 

aspects of your disease?

 ɐ How hopeful do you feel in your caregiver’s attempts 

to control aspects of your disease?

Note. The family caregiver questionnaire was identical to 
the patient questionnaire except for having “the patient” 
substituted for “your caregiver.”
Note. Based on information from Weiner, 1995.
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represented by observed indicators used to measure 

the abstract constructs. For example, responsibility is 

a latent variable that was represented by the indica-

tors of blame, fault, and responsibility. The construct 

of anger was measured through questions pertaining 

to anger, annoyance, and aggravation. Lastly, pride 

was represented by indicators of pride, satisfaction, 

and hopefulness (see Figure 1). 

Because a standardized tool to measure these 

three constructs did not exist, the investigators cre-

ated a series of questions that incorporated these 

indicators. The main research variables of responsibil-

ity, anger, and pride ascribed toward self or the other 

with respect to management of the disease were each 

measured by three sub-items, or indicators (respec-

tive to responsibility, anger, and pride), in the form 

of five-point Likert-type scales ranging from 0 (none) 

to 4 (entirely/a great deal) (Lobchuk et al., 2012). 

These questions were included with an investigator- 

developed tool that gathered demographic, smoking 

behavior, and caregiving relationship information via 

independent self-reports of affected individuals and 

FCs. 

Data Analysis

The data analysis plan involved three main proce-

dures: (a) a factor analysis of the indicators pertaining 

to the main research variables of responsibility, anger, 

and pride as a preliminary step to facilitate the analy-

ses of the primary and secondary study objectives; (b) 

a comparative analysis of differences in responsibility, 

anger, and pride scores between affected individuals 

and FCs; and (c) regression modeling to test for rela-

tionships between the main research variables and 

individual demographic and caregiving relationship 

characteristics. Data analyses were performed using 

SAS®, version 9.4.

The initial step of the data analysis involved an 

examination of the indicators (observed variables) 

in relation to the latent variables of responsibility, 

anger, and pride. This was accomplished by calculat-

ing reliability estimates for these three variables using 

Cronbach alpha and by conducting a factor analysis 

using a principal component analysis with a varimax 

rotation method (Fabrigar, Wegener, MacCallum, & 

Strahan, 1999). The rationale for conducting a factor 

analysis was twofold. First, factor analysis on the 

FC data was undertaken in the preliminary analysis 

(Lobchuk et al., 2008) and completed research on the 

fulsome sample (Lobchuk et al., 2012) to examine the 

indicators (observed variables) relative to responsibil-

ity, anger, and pride. The results indicated congruence 

between the indicator and corresponding latent vari-

ables; therefore, factor analysis was conducted in this 

study to compare findings. The factor loadings for 

the FC data were similar to the results of Lobchuk et 

al. (2008, 2012), suggesting theoretical congruence 

between the measures and the latent variables. 

Second, to facilitate comparison of the attribu-

tional and emotional responses between the affected 

individual and FC groups, the data needed to be 

examined for the ability to aggregate the six indi-

vidual sub-items/questions for responsibility, anger, 

and pride into composite scores for each group. 

The indicators for responsibility, anger, and pride 

for both groups had Cronbach alpha values greater 

than 0.8 (with the exception of the affected indi-

vidual responsibility value of 0.637), suggesting a 

high level of reliability between the individual indi-

cators. Examination of the indicator factor loadings 

suggested that the scores could be aggregated as out-

lined in Table 1, resulting in newly created variables 

to allow comparison between the two groups. As an 

example, in consideration of the affected individu-

als’ responsibility scores, self-blame and self-fault in 

ongoing management of lung cancer loaded into one 

component (affected individual self-oriented respon-

sibility), blame and fault toward the FC loaded into a 

second component (affected individual other-oriented 

responsibility), and holding both self and the FC 

responsible loaded into a third (affected individual 

shared responsibility).

Overall, the indicator factor loadings aligned well 

between both groups, enabling the formation of six 

composite outcome variables of interest for both the 

affected individual and FC groups. All indicators of 

the pride variable were highly correlated, resulting 

in one combined variable (shared pride). The items 

that loaded into the two combined variables for anger 

represented an alignment in respect to internally 

(self-oriented anger) and externally (other-oriented 

anger) directed responses of anger in relation to man-

aging the illness. For responsibility, the two indicators 

in relation to holding self and the other responsible 

for the ongoing management of the disease loaded 

into one component for both groups, resulting in the 

combined variable of shared responsibility. However, 

the four indicators representing attributions of blame 

and fault toward self and the other loaded into two 

components for affected individuals and one compo-

nent for FCs. To address the incongruent loading of 

these indicators between the two groups, two com-

bined variables were created based on the affected 

individuals’ responsibility results because these four 
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TABLE 1. Study Variable Factor Loadings Relative to Composite Scores

Indicator(s) Factor Loading Total Variance Explained New Variable

Affected individual

Responsibility

Blames self 0.935 38% AI self-oriented responsibility

Faults self 0.94 38% AI self-oriented responsibility

Blames FC 0.898 26% AI other-oriented responsibility

Faults FC 0.901 26% AI other-oriented responsibility

Holds self responsible 0.803 21% AI shared responsibility

Holds FC responsible 0.86 21% AI shared responsibility

Anger

Anger toward self 0.918 67% AI self-oriented anger

Annoyance toward self 0.928 67% AI self-oriented anger

Aggravation toward self 0.932 67% AI self-oriented anger

Anger toward FC 0.856 22% AI other-oriented anger

Annoyance toward FC 0.909 22% AI other-oriented anger

Aggravation toward FC 0.894 22% AI other-oriented anger

Pride

Pride in self

Pride in FC

Satisfied with self

Satisfied with FC

Hopeful in self

Hopeful in FC

0.772

0.802

0.762

0.834

0.777

0.875

65% 

65%

65%

65%

65%

65%

AI shared pride 

AI shared pride

AI shared pride

AI shared pride

AI shared pride

AI shared pride

Family caregiver

Responsibility

Blames self 0.778 52% FC self-oriented responsibility

Faults self 0.812 52% FC self-oriented responsibility

Blames AI 0.87 NA FC other-oriented responsibility

Faults AI 0.858 NA FC other-oriented responsibility

Holds self responsible 0.939 24% FC shared responsibility

Holds AI responsible 0.882 24% FC shared responsibility

Anger

Anger toward self 0.855 59% FC self-oriented anger

Annoyance toward self 0.89 59% FC self-oriented anger

Aggravation toward self 0.898 59% FC self-oriented anger

Anger toward AI 0.826 22% FC other-oriented anger

Annoyance toward AI 0.892 22% FC other-oriented anger

Aggravation toward AI 0.885 22% FC other-oriented anger

Pride

Pride in self

Pride in AI

Satisfied with self

Satisfied with AI

Hopeful in self

Hopeful in AI

0.689

0.696

0.762

0.789

0.818

0.792

57% 

57% 

57%

57%

57%

57%

FC shared pride 

FC shared pride

FC shared pride

FC shared pride

FC shared pride

FC shared pride

AI—affected individual; FC—family caregiver; NA—not applicableD
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indicators all correlated for the FC data. This resulted 

in the formation of the self-oriented responsibility 

and other-oriented responsibility variables. 

The first study objective was to compare the 

attributional (responsibility) and emotional (anger 

and pride) responses of participants toward their 

respective management of the disease. The affected 

individuals and FCs were considered independent 

(non-paired) groups for this aspect of the analysis. 

Prior work by Zhang and Siminoff (2003) indicates 

affected individuals’ and FCs’ emotional responses 

to the experience would be personal and indepen-

dent from the other’s perspective. Previous study 

findings on family communication indicated a desire 

by affected individuals and their FCs to avoid emo-

tional distress, protect the other from harm or upset, 

and promote positive thinking, which may prevent 

an affected individual and their FC from discussing 

emotions and concerns with each other (Zhang & 

Siminoff, 2003). Pearson’s correlation and nonpara-

metric (Mann-Whitney U) tests were employed.

The second study objective, to determine if cer-

tain demographic factors had an influence on affected 

individuals’ and FCs’ attributional and emotional 

responses, was addressed by conducting regression 

analyses. The effects of age, gender, type of lung 

cancer, level of education, current smoking behavior, 

and type and length of the FC relationship on partic-

ipants’ responsibility and anger scores were analyzed 

using logistic regression models because assump-

tions relating to the normal distribution of residuals 

were not met for the responsibility and anger scores. 

To obtain binary scores for both responsibility and 

anger variables, scores of 0 were coded to represent 

no responsibility/anger, and any other score was col-

lapsed to represent any degree of responsibility/anger. 

Participants’ pride scores were analyzed using a linear 

regression model as assumptions of normal distribu-

tion were met. Three independent variables in the 

regression models were recoded into binominal vari-

ables: level of education (less than high school; high 

school or greater), current smoking status (not cur-

rently smoking; currently smoking), and type of FC 

relationship (not spouse; spouse). 

Results from the separate regression analyses for 

the affected individuals and FCs were similar in terms 

of interpretation of individual coefficients for the 

independent variables. Therefore, to simplify expla-

nation of the findings, the affected individual and FC 

data were combined in the regression models and the 

results reported collectively.

Results

Demographics

Table 2 provides demographic information for the 

sample. Affected individuals with lung cancer (N = 304) 

had a mean age of 65 years (SD = 9.51; range = 40–105) 

and a majority were female (51%) and married (71%). 

TABLE 2. Sample Characteristics by Group

Affected  

Individuals

(N = 304)

Family  

Caregivers

(N = 304)

Characteristic n % n %

Gender

Female 156 51 202 66

Male 148 49 102 34

Level of education

Less than high school 127 42 97 32

High school 75 25 76 25

Partial college (at least one year) 45 15 40 13

College or university 41 14 70 23

Graduate/professional training 16 5 21 7

Marital status

Married 215 71 245 81

Widowed 36 12 7 2

Divorced 25 8 17 6

Never married 15 5 13 4

Common-law 11 4 18 6

Separated 2 1 4 1

Occupational status

Retired 198 65 133 44

Medical leave 62 20 14 5

Full-time 20 7 107 35

Part-time 18 6 38 13

Unemployed 6 2 11 4

No response – – 1 < 1

Smoking behavior

Former smoker (was not smoking 

around time of diagnosis)

147 49 132 44

Quit smoking since diagnosis 67 22 20 7

Smoke regularly now but cut back 

since diagnosis

45 15 31 10

I never smoked. 22 7 84 28

Smoke every once in a while 13 4 13 4

Smoke regularly now (about same 

amount as before diagnosis)

9 3 23 8

No response 1 < 1 1 < 1

Note. Because of rounding, percentages may not total 100.
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Fifty-nine percent reported high school or higher 

level of education and 22% of affected individuals 

were smoking cigarettes to some extent at the time 

of the study. FCs (N = 304) had a mean age of 59 

years (SD = 12.7; range = 20–84) and a majority were 

female (66%) and married (81%). Sixty-eight percent 

had achieved high school or higher level of education 

and 22% currently smoked cigarettes to some extent 

at the time of the study. In relation to caregiving 

information, 66% of the FCs were the affected indi-

vidual’s spouse and 75% of the caregivers lived with 

the affected individual.

Regarding affected individuals’ available lung 

cancer diagnostic information, 78% (n = 238) had 

NSCLC and 21% (n = 64) had SCLC. Of those with 

NSCLC, 64% had stage III or IV cancer, and 44% of 

affected individuals with SCLC reported extensive 

involvement of the disease. Forty-nine percent of the 

affected individuals with lung cancer were receiving 

active treatment at the time of the survey. FCs were 

most frequently a spouse (66%) or son/daughter 

(16%). The most commonly reported length of care-

giving relationship was from 0-9 months (49%), with a 

timeframe of greater than 36 months being the second 

most common (29%) response. Seventy-two percent 

of the FCs reported that they frequently or always 

assisted the affected individual in coping with his or 

her medical condition and symptoms. 

Affected Individual and Family Caregiver  

Attributional and Emotional Responses

Descriptive statistics and comparative results for the 

combined responsibility, anger, and pride scores in 

relation to management of the disease are provided 

in Table 3. To address the first objective, affected 

individuals had significantly higher average scores on 

the self-oriented responsibility questions compared 

to FCs’ self-oriented responsibility scores. However, 

FCs had significantly higher average scores on other- 

oriented responsibility questions compared to affected 

individuals. For the self-oriented anger scores, affected 

individuals reported significantly higher feelings of 

anger, annoyance, and aggravation toward themselves 

compared to FCs. Conversely, FCs reported slightly 

higher scores compared to affected individuals for 

the other-oriented anger questions, which addressed 

anger, annoyance, and aggravation toward the affected 

individual. FCs had slightly higher scores for shared 

pride compared to affected individuals; however, the 

difference was not significant. Regarding correlations 

in responsibility and emotional scores, significant 

but weak positive correlations were noted between 

affected individual and FC responses on the other- 

oriented responsibility (r = 0.136, p < 0.05), self- 

oriented anger (r = 0.175, p < 0.01), and shared pride  

(r = 0.339, p < 0.01) scores.

Effects of Variables on Attributional  

and Emotional Responses

In consideration of the second study objective, the 

results of the logistic regression analysis of the respon-

sibility and anger variables are presented in Table 4. 

Significant findings were noted in relation to the odds 

ratios (ORs) for the three responsibility measures and 

the self-oriented anger measure. For self-oriented  

responsibility, the model associated reports of 

TABLE 3. Comparison of Affected Individual and Family Caregiver Responsibility, Anger, and Pride Scores (N = 304)

Affected Individual Family Caregiver

Item n
—

X SD n
—

X SD pa

Self-oriented responsibility (blames, faults self) 303 2.37 2.9 304 0.97 1.68 0.000

Other-oriented responsibility (blames, faults other) 303 0.21 0.94 304 1.43 2.17 0.000

Shared responsibility (holds self and other responsible) 303 3.23 2.52 304 3.2 2.96 0.502

Self-oriented anger (angry, annoyed, aggravated with self) 303 3.83 4.1 303 1.92 2.96 0.000

Other-oriented anger (angry, annoyed, aggravated with other) 303 1.26 3.17 303 1.57 2.52 0.000

Shared pride (pride, satisfaction, hopeful with self and other) 301 16.51 6.97 304 16.65 5.8 0.383

a p values for hypothesis testing of independents samples (Mann Whitney U test); level of significance < 0.05
Note. Self-oriented responsibility, other-oriented responsibility, and shared responsibility scores ranged from 0–8; self-oriented anger and other- 
oriented anger scores ranged from 0–12; and shared pride scores ranged from 0–24. A lower number indicates less attribution of responsibility, 
anger, or pride, and the upper number of each range indicates the highest attribution of responsibility, anger, or pride.
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self-directed blame and fault with current smoking 

(OR = 2.43, 95% CI [1.54, 3.83]) and male gender (OR = 

1.52, 95% CI [1.03, 2.26]). If a diagnosis of NSCLC was 

present, the model suggested less odds of reporting 

self-blame and fault (OR = 0.63, 95% CI [0.34, 0.99]). 

The results indicated less chance of reporting blame 

and fault toward the other person (other-oriented 

responsibility) with increasing age (OR = 0.54, 95% 

CI [0.32, 0.93]) and when the affected individual had 

NSCLC (OR = 0.59, 95% CI [0.37, 0.92]). Finally, in 

relation to the responsibility variable, the analysis 

supported a relationship between reports of increased 

shared responsibility if the length of the caregiving 

relationship was within a 10- to 18-month timeframe 

(OR = 2.18, 95% CI [1.05, 4.52]) and with higher levels 

of education (OR = 1.62, 95% CI [1.1, 2.39]). Only one 

significant finding was noted in relation to the anger 

variables. The model suggested a relationship between 

current smoking and self-directed anger, annoyance, 

and aggravation (OR = 1.84, 95% CI [1.21, 2.8]).

Regarding the linear regression analysis of pride 

(not reported in Table 4), the model explained 6.5% 

of the variance in the pride scores (F = 5.1, df = 8, p < 

0.000). Results of the regression suggested that lower 

ratings of pride would be reported by affected individ-

uals who currently smoke (b = –1.26, 95% CI [–2.49, 

–0.03], p = 0.04) and if the affected individual has 

NSCLC (b = –1.31, 95% CI [–2.56, –0.06], p = 0.04). If 

the FC was the affected individual’s spouse, the model 

suggested higher ratings of pride (b = 2.79, 95% CI [1.64, 

3.93], p < 0.000). 

Discussion

As guided by Weiner’s (1995) attributional theory, the 

primary study objective was to compare attributional 

perspectives and emotional responses of affected 

individuals and FCs in respect to the management of 

lung cancer. Affected individuals tended to blame and 

fault themselves more so than FCs. FCs also tended to 

blame and fault the affected individuals more regard-

ing responsibility in managing the disease; affected 

individuals blamed and faulted FCs less. Similarly, 

affected individuals reported more anger, annoyance, 

and aggravation directed toward self than at FCs. On 

the other hand, FCs indicated greater responses of 

anger, annoyance, and aggravation toward affected 

individuals than affected individuals did toward FCs. 

Results from this analysis support the preliminary 

findings by Lobchuk et al. (2008) where affected 

individuals reported significantly more self-directed 

responsibility and anger, but less toward the FC. 

Conversely, they too found that FCs attributed more 

blame, fault, and responsibility toward affected indi-

viduals than toward themselves.

Comparative analyses of affected individuals and 

FC pride scores produced interesting but unexpected 

results. No significant difference existed between 

pride scores that were moderately high. These findings 

suggest that, although there appeared to be some neg-

ative emotional responses in relation to responsibility 

and anger directed toward the affected individual, 

these responses did not appear to adversely affect 

the sense of pride, satisfaction, and hopefulness that 

TABLE 4. Odds Ratios for Responsibility and Anger Variables

Variable

Self-Oriented 

Responsibility

Other-Oriented 

Responsibility

Shared  

Responsibility

Self-Oriented 

Anger

Other-Oriented 

Anger

Age 1.23 0.54* 1 1.2 0.58

Gender 1.52* 0.74 0.89 1.08 0.82

Type of lung cancer 0.63* 0.59* 0.96 0.82 1.62

Level of education 1.18 1.48 1.62* 0.95 1.06

Current smoking behavior 2.43** 1.13 1.2 1.84** 0.87

Family caregiver relationship to individual 1.06 1.13 0.68 0.96 0.94

Length of relationship: 0–9 months 0.86 0.77 1.48 0.81 0.88

Length of relationship: 10–18 months 0.8 1.58 2.18* 1.13 0.91

Length of relationship: 19–36 months 0.95 1.23 1.8 1.09 1.46

* p < 0.05; ** p < 0.01
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the affected individual and the FC felt in relation to 

managing the disease. Although literature cites the 

existence and persistence of anger, self-blame, fear, 

and uncertainty within the context of a lung cancer 

diagnosis, evidence shows that positive emotions, 

such as hope for recovery, coexist (Kendall et al., 

2015). Dealing with lung cancer represents the com-

plex coexistence of negative and positive emotional 

responses that invokes a flexible nursing approach to 

mitigate potential adverse outcomes while drawing 

on emotional strengths, such as hope and pride. 

The secondary objective of the study was to deter-

mine if demographic and caregiving relationship 

factors were related to attributional and emotional 

responses of participants. The relationship between 

current smoking behavior and increased self-oriented 

ascriptions of blame, fault, and anger, and decreased 

pride is a notable finding. Although causality cannot 

be established with this one-time convenience sample, 

bi-directional relationships can be considered. From 

one perspective, if affected individuals blame them-

selves and hold the belief that their smoking behavior 

was the cause of the lung cancer (Weiss et al., 2016), 

attributions of self-directed blame and fault may 

transfer into their ongoing efforts to manage the 

disease, particularly if they continue to smoke. The 

resultant emotional reactions of anger and lessened 

pride may have a negative impact on the person’s 

overall emotional state and quality of life. However, a 

second perspective stems from the strong connection 

that has been established between anger, stress, and 

smoking. In affected individuals who smoke, smoking 

behavior tends to increase in response to stress or 

negative affect, such as anger, anxiety, or guilt, with 

the expectation that it will help alleviate these mood 

states (Kassel, Stroud, & Paronis, 2003). Therefore, 

it follows that, if an individual is experiencing self- 

oriented blame, fault, and anger within the context of 

a lung cancer diagnosis, they may continue to smoke 

as a coping mechanism to help manage their stress 

and negative affect.

Another finding of interest is the association 

between a diagnosis of NSCLC and lower reports of 

ascribed self- and other-oriented blame and fault, and 

lower feelings of pride; this relationship has not yet 

been documented in the literature to the best of the 

authors’ knowledge. It is plausible that not all indi-

viduals believed smoking caused their lung cancer 

(regardless of type of lung cancer) (Lehto, 2007). 

This could explain why attributions of responsibil-

ity directed toward the self or other as to the cause 

or ongoing management of this form of lung cancer 

may not be experienced by some affected individuals. 

Aggressiveness, rapidity of spread, and survival rates 

also differ between the different types of NSCLC 

(American Cancer Society, 2016), which can miti-

gate an affected individual’s or FC’s ascriptions of 

responsibility and emotional responses. Because the 

data collected in the original study (Lobchuk et al., 

2012) did not identify the type of NSCLC (i.e., ade-

nocarcinoma, squamous cell carcinoma, or large cell 

carcinoma), it is difficult to draw inferences from the 

data. Additional research is needed to investigate the 

existence and underlying causes of the relationship 

between the type and stage of lung cancer and ascrip-

tions of blame and fault toward self and the other in 

the caregiving dyad.

Also of interest to nurses is the relationship 

between increased reports of self-oriented blame 

and fault and male gender. This supports previously 

reported outcomes by Weiss et al. (2016), who also 

found an association between male gender and 

higher reports of self-blame in lung cancer. Although 

the reason for this relationship cannot be firmly 

established from those data, it is plausible that this 

result may be related to gender roles and socialized 

responses to illness that warrant additional research. 

The association between higher levels of educa-

tion and increased shared responsibility in managing 

the disease might be explained by mutual knowledge- 

seeking expectations and behaviors in response to 

the ongoing management of the illness. This may be 

a factor for the nurse to identify and consider in rela-

tion to the acceptance and provision of teaching and 

health information to support the dyad in their ongo-

ing efforts to manage the condition. 

Regarding aspects of the caregiving relationship, 

the findings suggestive of a relationship between a 

10- to 18-month caregiving relationship and higher 

reports of shared responsibility also are of signif-

icance to nurses. Because one-year lung cancer 

survival rates are cited as 44% (American Cancer 

Society, 2016), affected individuals and their FCs in 

long-term relationships need to be jointly supported 

in their shared responsibility to manage the condition 

up to and beyond expectations for survival. Related to 

this finding, another association was found between 

increased reports of pride and spousal caregivers. 

Assuming that affected individuals would be living 

with their spouse, it is plausible that this finding is 

because the dyad would spend more consistent time 

together, allowing more opportunity to observe and 

appreciate efforts made toward managing the illness. 

Because these findings have not been identified in 
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previous research, the characteristics of the caregiv-

ing relationship represent another potential area for 

further development.

Limitations

Major limitations are related to the convenience 

sample and use of self-report data collection methods 

on the sensitive topic of judgments of responsibil-

ity and emotional responses in the context of a dire 

and stigmatized cancer diagnosis. In addition, the 

study was cross-sectional in nature because data 

were collected at only one time point, which does 

not allow for causal inferences or further investi-

gation on changes in attributional and emotional 

responses throughout the cancer journey. The sample 

of affected individuals was obtained at urban clinic 

settings, which makes it difficult to generalize the 

findings to rural settings. In addition, this sample was 

comprised mainly of English-speaking and married 

individuals from middle-income families; this also 

limits study generalizability. Information collected on 

the type and amount of assistance (i.e., physical and/

or emotional) needed by the affected individuals with 

lung cancer and provided by FCs is somewhat limited 

within the dataset. These factors could affect the FCs’ 

psychological and emotional responses to the situa-

tion, specifically considering that 48% of the FCs in 

this sample reported working full- or part-time. 

Lastly, a standardized and validated tool was not 

employed to measure the main research variables 

of responsibility, anger, and pride. Regardless, most 

sub-items correlated well to each other and loaded 

acceptably into the factor analysis, enabling the cre-

ation of component scores.

Implications for Nursing

Affected individuals and FCs dealing with lung cancer 

need ongoing support from a variety of sources 

throughout their illness journey (Luszczynska, 

Pawlowska, Cieslak, Knoll, & Scholz, 2013; Mosher 

et al., 2013). Nurses must attend to the psychosocial 

and emotional needs of affected individuals and their 

FCs as a necessary component of person- and family- 

centred care. This analysis offers clarity related to 

what attributional and emotional responses the nurse 

can expect to deal with when providing support to 

affected individuals and their FCs. 

Based on the outcomes of this study, nurses 

should be aware that affected individuals and their 

FCs can express a complex mix of negative attributes 

( judgments of blame and fault) toward the affected 

individual while, at the same time, report a degree 

of pride in their shared efforts to manage the illness. 

In addition, the nurse should appreciate that the 

affected individual may experience blame, fault, and 

anger reactions from both internal (self) and external 

(FC) sources. The experience of anger is particularly 

concerning from a nursing perspective, as anger has 

been found to persist throughout the lung cancer 

experience (Akechi et al., 2006). This, in turn, can 

affect quality of life for both the affected individual 

and the FC (Sarna et al., 2006). 

From the FC perspective, previous research has 

suggested that the lung cancer experience for FCs 

involves attending to the affected individual’s emo-

tional needs as well as their own needs (Mosher et al., 

2013). This study’s findings suggest that nurses need 

to be aware of the potential for the FC to ascribe fault 

and blame to the affected individual with lung cancer 

and the resultant emotional reactions (i.e., anger or 

guilt) that may negatively influence the FC’s emo-

tional and physical support (Lobchuk et al., 2012). 

To intervene effectively in these situations, the 

nurse should first consider and assess for the exis-

tence of self- or other-directed blame, fault, and anger 

within the FC dyad. If these ascriptions of responsi-

bility and emotional responses are present, it would 

be important for the nurse to explore and understand 

the “why” behind these reactions to help inform the 

intervention. Subsequent action could entail drawing 

on sources of positive emotional responses, such as 

pride and hopefulness, to counterbalance affected 

individuals’ and FCs’ negative emotional reactions 

throughout the illness experience. In addition, the 

nurse may need to consider and discuss amenable 

options for emotional and psychological support in 

the form of individual or dyad counseling or even a 

group therapy intervention.

A final consideration for nursing practice is related 

to the implications of current smoking behavior of 

KNOWLEDGE TRANSLATION

 ɐ Individuals affected by lung cancer and family caregivers experi-

ence a complex coexistence of positive and negative emotional 

responses to the ongoing management of the condition.

 ɐ Current smoking behavior was related to increased self-oriented 

blame, fault, and anger, as well as decreased pride for the ongoing 

management of the lung cancer.

 ɐ A diagnosis of non-small cell lung cancer was associated with 

lower reports of ascribed self- and other-oriented blame and fault 

and feelings of pride, which has not been documented in previous 

literature.
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either the person or FC (i.e., 22% of both the affected 

individuals and FCs currently smoked at the time of 

this study). The study findings indicated that if either 

the affected individual or FC currently smoked, they 

ascribed more blame and fault and reported more 

anger toward self in the context of managing the dis-

ease. Ascriptions of responsibility such as self-blame 

can potentially have negative effects on a person’s psy-

chological and emotional state; however, conversely, 

it also can motivate positive behavioral changes, 

such as smoking cessation (Weiner, 1995; Weiss et 

al., 2016). The presence of self-blame and anger in 

the context of lung cancer is an important consider-

ation when broaching conversations about smoking 

behavior and recommending appropriate smoking 

cessation strategies or programs. For example, results 

from a randomized, controlled trial (Yalcin, Unal, 

Pirdal, & Karahan, 2014) found that a smoking cessa-

tion program that incorporated anger management 

and stress control strategies significantly reduced the 

level of stress and anger reported by the study partici-

pants and improved sustained quit rates compared to 

a control group. If the nurse finds that the underlying 

reason for continued smoking in the context of a lung 

cancer diagnosis is to help alleviate stress or deal with 

negative emotions, such as anger, a program of this 

nature may be more effective in this circumstance to 

promote and achieve smoking cessation.

Conclusion

This secondary data analysis of a larger dataset was 

undertaken to enhance understanding of attributions 

of responsibility for ongoing management of lung 

cancer and related emotional responses of anger and 

pride held by affected individuals and FCs. Affected 

individual and FC judgments of responsibility and 

emotional reactions of anger toward the affected indi-

vidual for management of the disease serve as a signal 

to nurses to intervene by ameliorating the poten-

tially detrimental effects of attributional reactions on 

psychological health and supportive care within the 

caregiving dyad. On the other hand, pride in relation 

to ongoing management of the disease from the per-

spective of both the affected individual and the FC is 

also important for nurses to recognize and harness as 

a source of positive strength and support during the 

illness experience. This study also provides insight 

into the attributional and emotional impact of cur-

rent smoking behavior on the ongoing management of 

lung cancer. Additional intervention work is required 

to help position nurses to best respond to com-

plex psychosocial and emotional needs of affected 

individuals dealing with a stigmatized diagnosis that 

has a poor prognosis.
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