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T
hreatening life events, such as receiv-

ing a cancer diagnosis, may trigger 

the need to identify an explanation 

for the threatening event or create 

causal attributions (Bennett, 2018). 

Creating attributions is a fundamental cognitive 

task, with wide-reaching implications for interper-

sonal functioning, psychological adjustment, and 

mental and physical health (Fiske & Taylor, 2017). 

Because of the aversive and unpredictable nature of 

the disease, patients with cancer may search for a 

cause or reason for their diagnosis, such as behavior-

al risk factors that are associated with the develop-

ment of cancer (e.g., alcohol consumption, smoking) 

(Maasland, van den Brandt, Kremer, Goldbohm, & 

Schouten, 2014). A study by Taylor (1983), which an-

alyzed the adjustment processes of 78 women with 

breast cancer, found that more than 95% of partici-

pants reported a causal attribution for their diagno-

sis. Therefore, the development of attributions is an 

important cognitive process that may allow patients 

with cancer to effectively adapt to their diagnoses 

(Taylor, 1983).

Abramson, Seligman, and Teasdale (1978) made 

distinctions between the various types of attribu-

tions developed by individuals. A theory proposed by 

Janoff-Bulman (1979) highlights the cognitive process 

for creating a self-blame attribution or attributing 

the occurrence of a stress-inducing event to oneself. 

Self-blame attributions are deconstructed into two 

types: behavioral self-blame (BSB) and characterolog-

ical self-blame (CSB). BSB, an internal attribution, is 

defined as the tendency to blame one’s own behav-

iors for a threatening event. BSB is believed to be 

associated with better adjustment because of the mal-

leability of behavior; although support and resources 

may be needed, individuals can theoretically change 

their own behaviors with relative ease. CSB is also 

considered an internal attribution, but because 

the blame is attributed to one’s own character or 
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personality—which cannot be modified easily—it is 

considered maladaptive for adjustment. Although 

both attributions reflect an internal locus, their per-

ceived malleability varies.

Previous studies of self-blame attributions in 

patients with chronic health conditions support 

Janoff-Bulman’s (1979) theory, particularly the 

suggested link between CSB and negative health 

outcomes. In a study by Plaufcan, Wamboldt, and 

Holm (2012), CSB was associated with more depres-

sive symptoms, whereas BSB was associated with 

less depressive symptoms in patients with chronic 

obstructive pulmonary disease (COPD). According to 

Voth and Sirois (2009), patients with inflammatory 

bowel disease who created person-focused attribu-

tions (i.e., CSB) used more avoidant-focused coping 

strategies, were less likely to accept the limitations 

and difficulties of their illness, and were less effective 

at coping with illness-related stress than patients who 

did not create CSB attributions. Patients in Voth and 

Sirois’ (2009) study who created BSB attributions 

used fewer avoidant coping strategies, reported better 

acceptance of their limitations and difficulties, and 

coped with stress more effectively.

Bennett, Howarter, and Clark (2013), who exam-

ined the relationship between self-blame attributions 

and psychological distress in the context of cardiovas-

cular disease (CVD), found that blaming one’s own 

character for a recent cardiac event at the beginning 

of cardiac rehabilitation was unrelated to distress 

concurrently or at 12 weeks following the end of 

rehabilitation. However, BSB was positively related 

to symptoms of anxiety and depression concurrently 

and at a 12-month follow-up. In addition, although 

CSB was not associated with depressive symptoms 

at three months following diagnosis, it did predict 

increased cardiac symptom experiences (e.g., chest 

pain) at 18 months following cardiac rehabilitation 

(Harry, Bennett, Clark, Howarter, & Eways, 2015). 

Conversely, BSB positively predicted depressive 

symptoms at a three-month follow-up but was unre-

lated to cardiac symptom experiences at 18 months 

following cardiac rehabilitation.

Literature on the effects of self-blame in pa-

tients with cancer is limited. In their study of wom-

en with newly diagnosed breast cancer, Bennett, 

Compas, Beckjord, and Glinder (2005) found that 

BSB and CSB attributions created at diagnosis were 

cross-sectionally and positively related to psycholog-

ical distress at four months and predicted increased 

levels of distress at 7 and 12 months following diag-

nosis. In a study of patients with head and neck or 

lung cancer, BSB—defined in the study as the ex-

tent to which patients believed that their cancer was 

caused by tobacco use or alcohol consumption—was 

positively associated with psychological distress but 

unrelated to cancer-related stigma perceptions (Lebel 

et al., 2013). These results are supported by Friedman 

et al. (2007), who also reported cross-sectional asso-

ciations between BSB attributions and distress in pa-

tients diagnosed with breast cancer.

However, many studies on self-blame attribu-

tions have been inconclusive. This may be a result 

of using single-item questions or measures adapted 

from other scales, which can present methodologic 

and statistical concerns (Bennett et al., 2005, 2013; 

Harry et al., 2015; Lebel et al., 2013; Plaufcan et al., 

2012). Reliability coefficients cannot be calculated for 

single-item measures (Clark & Watson, 1995), and one 

item may not accurately capture the complexity of the 

construct of self-blame attributions (Hoeppner, Kelly, 

Urbanoski, & Slaymaker, 2011). Adapted items or 

measures may also introduce potential measurement 

errors if they are not subjected to sufficient psycho-

metric scrutiny (Voth & Sirois, 2009). Therefore, a 

multi-item, psychometrically valid self-blame attri-

bution measurement tool is needed to examine this 

construct in patients with cancer.

In response to the limitation of using a single-item 

measure, Harry et al. (2018) validated the Cardiac 

Self-Blame Attributions Scale for measuring self-

blame attributions in patients with CVD, which 

represents significant improvements in the mea-

surement of self-blame attributions in patients with 

medical conditions. However, because the use of 

the Cardiac Self-Blame Attributions Scale is limited 

to patients with CVD, the authors adapted the scale 

for use in patients with cancer. The purpose of this 

study was to explore the psychometric properties of 

the Self-Blame Attributions for Cancer Scale (SBAC). 

Using Harry et al.’s (2018) study as a framework, the 

following was hypothesized:

 ɐ Results of an exploratory factor analysis would 

yield a two-factor structure representing BSB and 

CSB.

 ɐ Each factor would demonstrate good internal 

consistency (indicated by a Cronbach alpha coeffi-

cient greater than 0.85).

 ɐ Each factor would not be significantly associated 

with sleep disturbance, indicating discriminant 

validity.

 ɐ Each factor would be positively and significantly 

related to a measure of cancer-specific internal 

locus, indicating convergent validity.
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Methods

Sample, Setting, and Procedures

The outpatient clinic schedules of radiation oncology 

providers at the University of Kansas (KU) Cancer 

Center were screened to identify eligible patients. 

Patients were eligible if they were aged 18 years or 

older, English-speaking, literate, and receiving radi-

ation therapy. Eligible patients could not have any 

cognitive or physical impairments that impeded their 

ability to provide voluntary consent or participate in 

the study procedures.

Eligible patients were approached by a member of 

the research team during their outpatient radiation 

oncology clinic visits. If the patient provided consent, 

the research team member administered a self-report 

questionnaire packet, which included the SBAC scale, 

demographic questions, and measures of convergent 

and discriminant validity. Patients completed the 

questionnaire packets in the clinic examination room 

and returned them to the research team member. 

The study was approved by the KU Cancer Center 

Institutional Review Board.

Measures

The KU Cancer Center’s standard sociodemographic 

form was used to collect patient demographic infor-

mation, including age, cancer diagnosis, gender, race 

and ethnicity, sexual orientation, relationship status, 

religious affiliation, employment status, and educa-

tion level.

Self-Blame Attributions for Cancer Scale: The 

Cardiac Self-Blame Attributions Scale was adapted 

to assesses self-blame attributions in patients with 

cancer. Developed and validated by Harry et al. 

(2018), the Cardiac Self-Blame Attributions Scale is 

an 11-item, Likert-type scale that consists of six items 

measuring BSB attributions and five items measuring 

CSB attributions. Total BSB scores range from 0–24, 

and total CSB scores range from 0–20. Items are 

scored using a five-point scale ranging from 0 (not 

at all) to 4 (completely), with higher scores reflecting 

higher levels of that specific type of reported self-

blame (BSB or CSB). The reliability for each factor 

(BSB and CSB) was good to excellent (Cronbach 

alpha = 0.93 and 0.87, respectively). To expand the 

use of the Cardiac Self-Blame Attributions Scale in 

patients with cancer, the scale was adapted by replac-

ing the phrase “cardiovascular disease” with “cancer” 

for each item. The same five-point, Likert-type scale 

for the Cardiac Self-Blame Attributions Scale was 

used with the SBAC. Reliability and validity statistics 

are reported in the results of this article.

Validity assessment: The six-item sleep distur-

bance subscale of the Patient-Reported Outcomes 

Measurement Information System®–43 (PROMIS-

43), version 2.0, was used to assess the discriminant 

validity of the SBAC. The PROMIS-43 is a self-report 

measure that assesses patient-reported symptoms 

and health-related quality of life, and the sleep dis-

turbance subscale assesses patient perceptions of 

sleep quality during the past seven days (Cella et al., 

2010). Items are scored using a five-point, Likert-

type scale ranging from 1 (very poor) to 5 (very good) 

for the first item and from 1 (not at all) to 5 (very 

much) for the subsequent items. Reverse scoring is 

used for the first two questions. Values are summed 

and raw scores are transformed into norms-based t 

scores, with a mean of 50 and a standard deviation of 

10. Higher scores indicate greater sleep disturbance. 

The PROMIS-43 is a reliable and valid measure of 

multiple dimensions of health-related quality of life 

in patients with cancer, with Cronbach alpha coef-

ficients ranging from 0.89–0.95 for the individual 

subscales (Jensen et al., 2015, 2017). In this study, 

the Cronbach alpha for the PROMIS-43 sleep distur-

bance subscale was 0.84.

The six-item Form C of the Multidimensional 

Health Locus of Control (MHLC) scales was used 

to assess the convergent validity of the SBAC. Form 

C of the MHLC scales evaluates the extent to which 

patients view their cancer diagnoses and their tra-

jectory as something that they can self-manage 

(Wallston, Stein, & Smith, 1994). Although the 

MHLC scales assess perceived control, the internal 

locus of control subscale was selected because its 

items capture aspects of behavioral and dispositional 

causes for health conditions. Items are ranked on a 

Likert-type scale ranging from 1 (strongly disagree) 

to 6 (strongly agree). Higher total scores indicate a 

higher internal locus. Previous research has shown 

that the internal subscale has good internal consis-

tency, with a Cronbach alpha ranging from 0.85–0.87 

(Wallston, 2005; Wallston et al., 1994). In this study, 

the Cronbach alpha was 0.84.

Data Analysis

Descriptive and inferential statistics were performed 

using IBM SPSS Statistics, version 24.0. Because the 

number of missing values was less than two percent 

of the total data, expectation maximization was used 

to impute missing data (Cole, 2008). An exploratory 

factor analysis with principal axis factoring using 

an oblimin rotation was used to examine the factor 

structure of the 11-item SBAC. The number of factors 
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to extract was determined using parallel analysis, 

and convergent and discriminant validity were deter-

mined using Pearson correlation analyses.

Results

Sample Characteristics

From July 2017 to May 2018, 146 patients were 

approached for the study, with 120 patients agreeing 

to participate. Patients declined because of a lack of 

interest (n = 20), time constraints (n = 4), and not feel-

ing well (n = 2). In addition, five patients who initially 

provided consent did not complete the questionnaire 

packet. Two additional patients were excluded from 

the analyses because of a significant amount of miss-

ing data. The final convenience sample consisted of 

113 patients with cancer who were actively receiving 

radiation therapy. According to scale development 

and validation recommendations (subject-to-item 

ratio of 10:1), the number of participants was deemed 

sufficient (Costello & Osborne, 2005).

Patient ages ranged from 20–88 years, with an 

approximate equal number of men (n = 54) and 

women (n = 59). Most patients were White, partnered, 

and straight or heterosexual. A majority of patients 

were retired and had completed at least some college. 

TABLE 1. Sample Characteristics (N = 113) (Continued)

Characteristic n %

Education (continued)

Graduate or professional 

degree

17 15

Did not respond 4 4

Cancer diagnosis

Head or neck 38 34

Breast 24 21

Gynecologic 21 19

Brain 6 5

Colon 6 5

Prostate 4 4

Hematologic 3 3

Lung 2 2

Melanoma 2 2

Skin (non-melanoma) 2 2

Pancreatic 1 1

Other (including multiple 

types)

4 4

a The norms-based reference T scores for the sleep disturbance subscale 
are a mean of 50, with a standard deviation of 10.
Note. Because of rounding, percentages may not total 100.

TABLE 1. Sample Characteristics (N = 113)

Characteristic
—

X SD Range

Age (years) 50.97 13.33 20–88

Behavioral self-blame 6.74 7.06 0–24

Characterological self-blame 2.74 4.44 0–20

Internal locus 15.78 6.34 6–30

Sleep disturbancea 52.06 7.93 31.7–72.4

Characteristic n %

Gender

Female 59 52

Male 54 49

Race

White 90 80

Black 12 11

Asian 3 3

Hispanic/Latino 2 2

American Indian/ 

Alaskan Native

2 2

Other (including biracial 

or multiracial)

4 3

Sexual orientation

Straight or heterosexual 94 83

Gay or lesbian 3 3

Pansexual 1 1

Did not respond 15 13

Relationship status

Partnered/married 75 66

Single 17 15

Divorced 15 13

Widowed 6 5

Employment

Retired 38 34

Unemployed (including 

disability or medical leave)

28 25

Employed full-time 27 24

Employed part-time 10 9

Other (including 

combined responses)

10 9

Education

Less than high school 2 2

High school diploma or 

equivalent

25 22

Some college (no degree) 34 30

Postsecondary or associate

degree

8 7

Bachelor’s degree 23 20

Continued in the next column
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Head and neck, breast, and gynecologic cancer were 

the most common cancer diagnoses in this sample. 

Patient characteristics are presented in Table 1.

Exploratory Factor Analysis

Descriptive statistics, pattern and structure coeffi-

cients, and communalities of the SBAC are presented 

in Table 2. The Kaiser–Meyer–Olkin (KMO) measure 

confirmed that the sampling adequacy for this study 

was excellent (KMO = 0.9). Parallel analysis revealed 

that two factors should be extracted, and the explor-

atory factor analysis indicated that the two factors 

represented BSB (six items) and CSB (five items), 

explaining the 75.7% of the variance in the con-

struct. Factor 1 (BSB) consisted of the first six items, 

and Factor 2 (CSB) consisted of the remaining five 

items. Primary pattern coefficients produced by the 

final factor solution ranged from 0.59–0.99, with no 

cross-loadings above 0.35. Internal consistency esti-

mates for each subscale were excellent (Cronbach 

alpha = 0.95 and 0.93 for BSB and CSB, respectively). 

The correlation between Factors 1 and 2 was 0.65. 

Inter-item correlations are presented in Table 3.

Convergent and Discriminant Validity

Significant and positive correlations were found 

between Form C of MHLC scales and the BSB (r = 

0.33, p < 0.001) and CSB subscales (r = 0.29, p < 0.01), 

indicating convergent validity. Comparatively, weak 

and non-significant correlations were found between 

the sleep disturbance subscale of the PROMIS-43 

and the BSB and CSB subscales (r = 0.11 and r = 0.09, 

TABLE 2. Descriptive Statistics, Coefficients, and Communalities for the Self-Blame Attributions for Cancer Scale

Item
—

X SD

Factorsa

1 2 h2

1. How much do you blame yourself for past behaviors that may have 

caused your cancer?

0.9 1.16 0.75 (0.8) 0.08 (0.56) 0.64

2. To what extent do you accept fault for behaviors that may have 

caused your cancer?

1.24 1.45 0.9 (0.85) –0.08 (0.5) 0.73

3. How much do you think your past behaviors contributed to your 

cancer?

1.21 1.32 0.86 (0.92) 0.09 (0.65) 0.85

4. To what extent do you believe that a change in your behavior could 

have prevented your cancer?

1.22 1.34 0.88 (0.88) 0 (0.57) 0.77

5. To what extent do you feel accountable when thinking about past 

behaviors that may have caused your cancer?

1.22 1.41 0.99 (0.94) –0.07 (0.57) 0.89

6. When discussing possible causes of your cancer with important 

people in your life, to what extent have you blamed past behavior?

0.95 1.25 0.59 (0.8) 0.33 (0.71) 0.7

7. How much do you blame the type of person you are for your cancer? 0.65 1.07 0.16 (0.67) 0.8 (0.9) 0.83

8. To what extent do you believe that a change in the type of person 

you are could have prevented your cancer?

0.73 1.14 0.25 (0.67) 0.66 (0.82) 0.7

9. How much do you blame your personality for your cancer? 0.54 1.04 –0.04 (0.53) 0.88 (0.85) 0.73

10. How much do you blame yourself for being the type of person 

who has bad things, like cancer, happen to them?

0.39 0.84 –0.07 (0.53) 0.92 (0.88) 0.77

11. When discussing possible causes of your cancer with important 

people in your life, to what extent have you blamed your personality?

0.4 0.9 –0.03 (0.53) 0.86 (0.84) 0.71

a  Factors 1 and 2 were related (r = 0.65).
1—behavioral self-blame; 2—characterological self-blame
Note. Items 1–6 were retained on Factor 1, and items 7–11 were retained on Factor 2. Pattern coefficients are followed by structure coefficients in 
parentheses, with h2 indicating the communalities.D
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respectively), indicating discriminant validity (p > 

0.05).

Discussion

This study explored the psychometric properties of 

the SBAC, an adapted multi-item measure of self-

blame attributions in patients with cancer. The SBAC 

revealed a two-factor structure representing BSB and 

CSB attributions, confirming that patients with cancer 

make distinctions between behavioral and character-

ological causes for their diagnoses. In addition, the 

two factors demonstrated excellent internal consis-

tency, with each subscale showing good discriminant 

validity in the form of non-significant correlations 

with sleep disturbance. Convergent validity was also 

indicated via positive and significant correlations 

between the BSB and CSB subscales and Form C of 

the MHLC scales. Therefore, the results support the 

use of the SBAC in patients with cancer.

Overall, this study’s results parallel the findings of 

Harry et al. (2018), but some differences were deter-

mined. In Harry et al.’s (2018) study, the mean scores 

of BSB (
—
X = 12.87) and CSB (

—
X = 5.47) were greater 

than those identified in the current study, suggesting 

that self-blame attributions vary by disease group. 

The discrepancy in BSB between the samples also 

suggests that patients with cancer are more likely to 

search for nonbehavioral causes for their illness. For 

example, genetic components are often emphasized 

over behavioral risk factors for patients with breast 

cancer (Shiovitz & Korde, 2015). Given the differing 

depictions of breast cancer and CVD in the media, this 

emphasis is unsurprising. The media often focuses on 

the search for a cure for breast cancer or new treat-

ment options, whereas CVD is portrayed as a disease 

that is manageable through behavioral changes, such 

as dieting, exercising, and taking medication (Atkin, 

Smith, McFeters, & Ferguson, 2008; Wakefield, Loken, 

& Hornik, 2010). The varying degrees of self-blame 

attributions across patient populations is further 

illustrated by evaluating previous studies that used 

single-item measures for BSB and CSB. Bennett et al. 

(2005) and Harry et al. (2015) examined self-blame 

attributions in patients with newly diagnosed breast 

cancer and patients participating in cardiac rehabil-

itation using the same one-item measures for CSB 

and BSB. Consistent with the current study’s results, 

the mean scores of BSB (
—
X = 1.52) and CSB (

 —
X = 1.3) 

reported by patients with breast cancer were found to 

be relatively lower than mean scores of BSB (
—
X = 2.55) 

and CSB (
—
X = 1.74) reported by patients with CVD.

The moderate cross-loading of item 6 (“When dis-

cussing possible causes of your cancer with important 

people in your life, to what extent have you blamed 

past behavior?”) on both factors in the current study 

was another difference found between the Cardiac 

Self-Blame Attributions Scale and the SBAC. Because 

patients with cancer may be less likely than patients 

TABLE 3. Inter-Item Correlations of the 11-Item Self-Blame Attributions for Cancer Scale

Item 1 2 3 4 5 6 7 8 9 10

1 – – – – – – – – – –

2 0.73 – – – – – – – – –

3 0.73 0.77 – – – – – – – –

4 0.72 0.69 0.83 – – – – – – –

5 0.7 0.83 0.87 0.83 – – – – – –

6 0.63 0.68 0.76 0.69 0.77 – – – – –

7 0.58 0.52 0.65 0.63 0.59 0.66 – – – –

8 0.6 0.52 0.61 0.66 0.57 0.65 0.83 – – –

9 0.41 0.43 0.54 0.44 0.49 0.58 0.77 0.71 – –

10 0.52 0.42 0.51 0.45 0.44 0.57 0.79 0.71 0.71 –

11 0.43 0.4 0.59 0.41 0.49 0.66 0.7 0.6 0.76 0.78

Note. All values were significant at the p < 0.01 level.
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with CVD to attribute their diagnoses to their own 

behaviors, the manner in which they discuss the 

potential causes for their disease with loved ones may 

also be affected. It is also possible that patients’ loved 

ones believe that cancer is less behaviorally medi-

ated than CVD, and, therefore, when patients discuss 

their attributions for their cancer, friends and family 

may be less likely to focus on the patients’ behaviors. 

Patients who choose to discuss behavioral attribu-

tions may not receive supportive feedback, which 

may also cause them to question their own assump-

tions about the behavioral causes of their disease. The 

belief that having a strong support system eschews 

BSB attributions is best considered in the context of a 

specific cancer type. For example, Lobchuk, Murdoch, 

McClement, and McPherson (2008) found that care-

givers of patients with lung cancer identified the 

patient as the primary locus of causality for their ill-

ness because of a history of smoking. These views may 

be less common in patients with cancers for which the 

causes are unknown or less obvious, such as head and 

neck, breast, and gynecologic. Future research should 

explore whether caregivers’ perceptions of the causes 

of a patient’s disease vary by disease type and influ-

ence patient–caregiver interactions.

Information on patients’ causal self-blame attribu-

tions can be integrated into cancer care by healthcare 

providers following a cancer diagnosis. Previous 

research has demonstrated the benefits of targeting 

patients’ perceptions of the causes of their illnesses in 

medical settings. Broadbent, Ellis, Thomas, Gamble, 

and Petrie (2009) tested an inpatient intervention 

aimed at shaping patients’ causal attributions for a 

heart attack. Following the intervention, patients 

reported significantly different causal explanations, 

accurately identifying high cholesterol and lack of 

exercise as the reasons for their disease. The inter-

vention group also reported higher rates of returning 

to work, lower levels of anxiety about returning to 

work, a better understanding of medical informa-

tion, and greater increases in exercise. Patients also 

described feeling better prepared to be discharged 

from the hospital and expressed a greater intention 

to attend cardiac rehabilitation following discharge. 

The results of Broadbent et al.’s (2009) study suggest 

that interventions can enhance outcomes through the 

modification of patients’ attributions for their med-

ical conditions. The intervention techniques used in 

Broadbent et al.’s (2009) study can be implemented 

by clinic staff in other settings without advanced 

mental health training. Brief nurse-delivered psycho-

social interventions, such as cognitive therapy, have 

also been shown to effectively reduce patients’ symp-

toms of depression and anxiety and improve overall 

quality of life (Chambers et al., 2014; Lee, Lim, Yoo, & 

Kim, 2011; Moorey et al., 2009).

Using a validated measure can also help to analyze 

the influence of BSB attributions on patient health 

outcomes. The protective effects of behavioral-based 

attributions have been explored in previous stud-

ies of patients with chronic conditions (Plaufcan et 

al., 2012; Voth & Sirois, 2009). Plaufcan et al. (2012) 

suggest that patients with behavior-based conditions 

(e.g., COPD) may experience perceptions of con-

trollability over disease progression if they blame 

modifiable behaviors such as smoking. Patients with 

behavior-mediated cancers may, therefore, experi-

ence similar benefits from identifying modifiable 

behaviors as the cause of their diagnosis.

However, BSB attributions have been shown 

to adversely affect outcomes in patients receiving 

treatment for cancer (Bennett et al., 2005; Friedman 

et al., 2007; Lebel et al., 2013). According to Lebel 

et al. (2013), blaming specific behaviors (e.g., alco-

hol consumption, tobacco use) may elicit harmful 

effects in patients with behavior-mediated tumors. 

Administering the validated BSB subscale in oncol-

ogy settings can help to clarify these mixed results 

and understand whether they are caused by poor 

measurement techniques, variations in attribution 

processes based on diagnosis, or another variable.

Limitations

The SBAC scale was adapted from a CVD-specific 

scale rather than a scale that intended to evalu-

ate self-blame attributions in patients with cancer. 

Therefore, future research should continue to ex-

amine whether the adapted questions on the SBAC 

adequately reflect self-blame attributions in patients 

with cancer. Some variables unique to patients with 

KNOWLEDGE TRANSLATION

 ɐ The Self-Blame Attributions for Cancer Scale (SBAC) is a valid 

and reliable tool that can be administered by oncology nurses to 

characterize the frequency and severity of self-blame attributions 

experienced by patients with cancer.

 ɐ Because self-blame attributions may affect health outcomes in 

patients with cancer, effective measurement of these constructs 

is needed to ensure early interventions.

 ɐ Using the SBAC may help to predict outcomes in patients with can-

cer and indicate appropriate nurse-led interventions to implement.
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cancer were not collected, including stage and time 

since diagnosis, which may influence patients’ attri-

butions, adjustment, and health outcomes. Collecting 

data on cancer stage and time since diagnosis can also 

help to better understand their effects on self-blame 

attributions and how those attributions change over 

time. Because these data were collected at one time 

point, inferences about the long-term effects of self-

blame attributions are limited. The exclusive use of 

self-report measures also introduces the possibility of 

response and mono-method bias, both of which can 

inflate statistical estimates.

In addition, the SBAC was administered to patients 

with heterogeneous cancer types. Although this 

enhances generalizability, the attribution processes 

experienced by patients from individual disease groups 

could not be examined. Because causal self-blame 

attributions may vary by disease type, future research 

should examine self-blame attributions in patients 

who have cancers, such as lung, head and neck, and 

skin, which are often associated with specific behaviors 

(e.g., smoking, alcohol use, sun exposure). The patients 

in this study were recruited from radiation therapy 

clinics, which does not effectively represent patients 

who are exclusively receiving other treatment types, 

such as surgery, chemotherapy, and immunotherapy. 

In this sample, race, ethnicity, and education level 

were also relatively limited; most patients were White 

and had completed some college. Future research 

should explore self-blame attributions in more diverse 

patient populations from a variety of outpatient oncol-

ogy settings. Although it was consistent with scale 

development sampling recommendations (Costello 

& Osborne, 2005), the current study’s sample was 

relatively small. Future research should explore the 

psychometric properties of the SBAC with larger sam-

ples to reduce the risk of sampling error.

Implications for Nursing

The results from this study have important clinical and 

research implications. Because it has been consistently 

linked to poor outcomes across patient populations, 

nurses should discourage patients with cancer from 

engaging in CSB (Bennett et al., 2005, 2013; Harry et 

al., 2015; Janoff-Bulman, 1979; Plaufcan et al., 2012). 

Administering the CSB subscale in the clinical setting 

would allow for a better understanding of the extent 

to which patients create these attributions and their 

long-term effects. In addition, accurate measurement 

is necessary for understanding patients’ attribu-

tion processes so that appropriate interventions can 

be implemented to improve outcomes. Retraining 

patients’ attribution processes is feasible. Cognitive-

based therapies for mental health concerns, which are 

effective at improving outcomes, can help to identify 

and restructure maladaptive cognitions in patients 

with cancer (Rubenstein, Freed, Shapero, Fauber, & 

Alloy, 2016).

Understanding the effects of BSB attributions 

can also provide clinicians with guidance about 

the appropriateness of interventions for patients 

engaging in such behaviors. If the BSB attributions 

of patients appear to be adaptive, healthcare pro-

viders can help to identify the specific behaviors 

the patients are blaming and facilitate discussions 

on how to modify those behaviors. However, if BSB 

is determined to be maladaptive and does not facil-

itate behavioral changes, healthcare providers may 

instead focus on using interventions similar to those 

described for CSB (i.e., discourage any type of self-

blame by restructuring patients’ thought patterns and 

alleviating the symptoms of distress associated with 

them). Acceptance-based approaches, which have a 

goal of encouraging acceptance of the actual causes 

of cancer rather than modifying casual attributions, 

may be beneficial for patients reporting BSB. These 

approaches simultaneously help patients commit to 

behaviors more consistent with their values, such as 

physical health, family, and work (Hayes, Pistorello, 

& Levin, 2012). Future research evaluating the pre-

dictive validity of the SBAC is needed to determine 

the specific effects of BSB and CSB attributions on 

health outcomes in patients with cancer. Because the 

SBAC is a practical and feasible 11-item scale, with an 

administration and scoring time of about five minutes 

on average, it can be easily integrated into standard 

clinical workflows in outpatient oncology settings to 

help predict patient outcomes.

Conclusion

This study provides preliminary evidence for the reli-

ability and convergent and discriminant validity of the 

SBAC. As the first multi-item measure of self-blame 

attributions for patients with cancer, the SBAC fills 

an important gap in the literature and has many clin-

ical implications, including better characterization of 

the self-blame attributions reported by patients with 

cancer and revealing potential targets for interven-

tions for patients experiencing maladaptive types or 

levels of self-blame. Additional research evaluating 

the use of the SBAC in patients with cancer can help 

to further establish its psychometric properties and 

determine the effects of BSB and CSB attributions on 

psychological and physical health outcomes.
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