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Abstract

Background—Lung cancer patients and their spouses may engage in blame attributions
regarding the cancer cause, which may adversely affect their psychological adjustment.

Purpose—To examine whether dyadic adjustment and network support moderate the association
between blame and distress in couples affected by lung cancer.

Methods—~Patients and their spouses completed questionnaires within 1 month of treatment
initiation (baseline) and at 6-month follow-up.

Results—Multilevel modeling of data from 158 couples revealed that, at baseline, dyadic
adjustment moderated the association between blame and distress for patients but not spouses (p<.
05). Controlling for baseline distress, baseline blame predicted later distress (p<.05) for both
patients and spouses regardless of dyadic adjustment. Network support moderated this association
at follow-up.

Conclusion—For patients experiencing low dyadic adjustment, blame was associated with
increased distress. Not initially but later, network support may protect against low levels but not
high levels of blame in patients and spouses.
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INTRODUCTION

Attributions

Lung cancer is a devastating disease resulting in the death of approximately 157,000 men
and women annually, making it the most fatal type of cancer in the United States (1).
Because lung cancer patients often suffer from physical and psychiatric comorbidities (2), it
is not surprising that they are at high risk for experiencing psychological distress more so
than other cancer populations. For instance, a large study of 620 lung cancer patients found
that 43% were distressed (3). To successfully cope with the cancer diagnosis and treatment,
patients need support from their close others. Most often, patients’ spouses are the primary
(4) and the most valued source of support (5); yet, as spouses deal with patients’
deteriorating health, ongoing caregiving demands, and fear of possible loss of their loved
one, they tend to be no less distressed than patients themselves (6).

of Blame, Smoking and Distress in Lung Cancer

As individuals cope with a traumatic event such as cancer, they often attempt to make
meaning by finding causal explanations of the event (7). Because at least 80% of lung
cancers are linked to a history of poor health behaviors particularly smoking (8), patients
may blame themselves for developing cancer, which may contribute to or exacerbate their
psychological distress. In fact, a few studies have demonstrated that lung cancer patients are
more vulnerable to blaming themselves (9-11) for developing cancer compared to other
cancer populations including breast and prostate cancer patients whose illness etiology is
less lifestyle dependent (11-13). Nevertheless, it is unclear if lung cancer patients who have
a history of smoking are actually more vulnerable to attributions of blame compared to
never smokers. For example, Salander (14) conducted qualitative interviews of 16 smokers
diagnosed with lung cancer and found that only two attributed the cancer to their smoking.
Similarly and importantly, in a sample of a 120 lung cancer patients, even though 70% of
patients indicated smoking as a cause of their illness, 81% of them minimized the relevance
of smoking as an etiological factor during follow-up interviews (15). In contrast, although
less is known about spouses’ tendency to blame the patient for developing cancer, a recent
study found that primary caregivers of lung cancer patients (68% of them were spouses)
attributed the cancer cause to patients’ smoking behavior—particularly if the patient refused
to quit smoking after the cancer diagnosis (16). However, the authors did not examine if
caregivers’ own smoking status moderated their tendency to blame the patient. In order to
identify couples at risk for blame, it is important to examine the role of patients and spouses
smoking history in attributions of blame. (For purpose of clarification, from this point
forward, blame refers to a patient blaming him or herself and a spouse blaming the patient
for developing cancer so that the patient is always the target of blame).

Of note, attributions of blame are problematic because they are directly associated with
psychological distress. Historically, there has been some controversy regarding the extent to
which self-blame is harmful or possibly beneficial to psychological functioning. Attempting
to clarify inconsistent findings, researchers have distinguished between behavioral self-
blame (blaming particular behaviors such as smoking) and characterological self-blame
(blaming global and stable personality characteristics)(17). Even though some have
proposed that behavioral self-blame may be linked to improved adjustment—perhaps not
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initially but at later follow-up time points—because blaming one’s behavior may facilitate a
sense of control, there is a consensus in the cancer literature that both types of blame are

associated with poor psychological adjustment (12, 13, 18). Because we are interested in the
role of a lifestyle behavior (i.e., smoking), the current research focuses on behavioral blame.

Although spouses may be vulnerable to blame attributions (16, 19), it is not clear if blaming
the patient is linked to increased spousal distress. Based on findings in the marital literature,
making relationship compromising attributions such as blaming one's partner for unfortunate
events is distressing (20). Blaming one's loved one for developing a life-threatening disease
may be particularly psychologically taxing because spouses may experience conflicting
cognition and emations (.e.g., anger, guilt, fear, worry, compassion, and affection).
Furthermore, based on Weiner's Attribution-Emotion-Action Model of help-giving behavior
(21), spouses’ affective responses to the patient's illness may be influenced by their
attributions of the cancer cause. This model was preliminarily supported in lung cancer
caregivers (19) in that caregivers who blamed the patient for developing cancer were more
likely to experience negative affect, which in turn was associated with fewer helping
behaviors. Thus, while couples attempt to cope with the stressors associated with the cancer
diagnosis and treatment, both may suffer from the undercurrents of blame, which may
compromise their psychological adjustment and exacerbate distress.

Moderators of the Blame and Distress Association

There is reason to believe that attributions of blame may affect couples differently
depending on their levels of dyadic and social functioning possibly buffering the negative
consequences associated with blame. Pinpointing which couples are likely to experience
increased distress when engaging in attributions of blame is paramount to the design of
programs facilitating cancer adjustment in couples. For example, dyadic adjustment, which
is the general functioning of one's committed romantic relationship (i.e., satisfaction,
stability, mutuality, affection)(22) has been linked to decreased psychological distress in
lung cancer patients and their spouses (6, 23). Similarly, network social support has been
identified as a major coping resource (24). Patients whose disease can be linked to a
behavioral cause are vulnerable to experience or perceive stigma (9, 25), which may be
associated with self-blame, as demonstrated in lung cancer patients (10, 11). Yet, when
patients receive high levels of support such as love and acceptance from their social
network, attributions of blame may be less distressing. Network support is also an important
predictor of adjustment for caregivers of patients with lung cancer (26) and experiencing
supportive relationships may alleviate distress associated with blaming one's loved one for
developing a life-threatening disease.

Goals of Current Research

In summary, the purpose of this study was to examine associations between smoking
history, attributions of blame, and distress in patients and their spouses facing lung cancer.
We also examined whether dyadic adjustment and network support moderated the
association between blame and distress. We hypothesized that:
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» Patients and spouses’ smoking history is associated with their tendency to engage
in attributions of blame.

«  Dyadic adjustment and network support moderate the association between blame
and distress such that those with low levels of dyadic adjustment and network
support experience increased distress when engaging in attributions of blame.

Because previous work has revealed social role differences (patient vs. spouse) in the
associations between relationship processes and psychosocial adjustment (27-31), we tested
whether these buffering associations are further moderated by social role. Additionally, we
sought to examine whether these associations might change over time as couples adjust;
thus, we examined these associations both within 1 month of treatment initiation (baseline)
and at 6-month follow-up. Lastly, because we were interested in the long-term effects of
attributions of blame, we performed prospective analyses examining baseline levels of
blame and its moderators predicting 6-month follow-up distress while controlling for
baseline distress.

METHODS

Participants

The current data are part of a longitudinal study of the psychological and relationship
functioning of couples coping with lung cancer (6, 30). Data were collected at baseline
(within 1 month of treatment initiation) and 3 and 6 months later. Only data collected at
baseline and 6 months are analyzed in this study because we were interested in the long-term
effects of blame on adjustment.

Patients were eligible if they: 1) were initiating treatment for lung cancer; 2) had a
physician-rated Eastern Cooperative Oncology Group performance status score <2 meaning,
at minimum, patients were up more than 50% of waking hours and ambulatory and capable
of all self-care but unable to carry out any work activities (32); 3) were able to provide
informed consent; 4) could speak, read, and understand English; 5) were age 18 years or
older; and 6) had a partner (spouse or significant other) with whom they had lived for at
least 1 year.

We obtained consent from 270 patients and their spouses; 158 (59%) of these couples
returned the baseline questionnaire; there were an additional 11 couples in which only the
patient returned a survey and nine couples in which only the spouse returned a survey.
Detailed recruitment information was previously described (6). Prior to mailing the 6-month
questionnaires, six patients died and 12 couples withdrew so that only 140 sets of surveys
were mailed, of which 108 (68% of the original 158) were returned. Importantly, t test
analyses found that patients and spouses who did not complete the follow-up surveys did not
significantly differ from those who did in their scores for baseline distress, dyadic
adjustment, attributions of blame, and network support.

Procedure

Prior to data collection, this study was approved by The University of Texas MD Anderson
Cancer's Center's Institutional Review Board. Research staff approached patients and their
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spouses during weekly appointments at the Thoracic Clinic, screened them for eligibility,
and obtained their informed consent. Patients and spouses separately completed paper-pencil
questionnaires and returned them in individually sealed postage-paid envelopes. Follow-up
surveys were mailed 3 and 6 months later to couples who had completed the baseline
questionnaires. Participants received $10 gift cards for survey completion (up to $60 total
per couple).

Demographic/medical factors—At baseline, patients and spouses provided
demographic information including age, sex, level of education, race/ethnicity, marital
status, and employment status. Patients were asked questions about their disease, including
time since diagnosis, treatments, and disease stage.

Smoking history—~Patients and spouses were asked about their current tobacco smoking
status with an one-item question categorizing participants as never smokers, former smokers
(quit date = 6 months), recent quitters (quit date < 6 months), or current smokers.

Blame—We used the Glinder and Compas one-item measure of behavioral blame (i.e.,
“How much do you blame yourself for the kinds of things you did, that is, for any behaviors
that may have led to your cancer?”) that has been widely used in the cancer literature to
assess behavioral blame (13). We modified the item for spouses to ask the extent to which
they blamed the patient's behaviors leading to his/her cancer. Participants responded using a
4-point Likert-type scale (1=not at all; 4=completely).

Dyadic adjustment—~Patients and spouses completed the 32-item Dyadic Adjustment
Scale, which assesses four components of marital adjustment: consensus, satisfaction,
cohesion, and affectionate expression (22). Marital distress (poor dyadic adjustment) is
defined by cutoff scores of < 97 (33). Alpha coefficients for patients” and spouses’ scores
were .91 and .90, respectively.

Network support—Network support was assessed with the Medical Outcomes Study-
Social Support Scale (34). This 20-item instrument measures perceived available support
from one's social network using four subscales of functional support (emotional/
informational, tangible, affectionate, and positive social interaction) and a summed total
score. We reported on the total score. Alpha coefficients for the total score for patients and
spouses’ scores were .97 and .95, respectively.

Psychological distress—Patients and spouses completed the well-validated Brief
Symptom Inventory (35), a 53-item self-report measure of psychological functioning over
the past week in nine symptom dimensions. It also yields a global severity index. A score
=63 on the global severity index or on two of the Brief Symptom Inventory's nine primary
dimensions defines “caseness” for distress and indicates a need for further clinical
evaluation. For this report, we used the global severity index raw scores.
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Data Analysis Strategy

We calculated descriptive statistics (e.g., means, standard deviations, correlations) for each
of the major study variables and performed paired t tests to determine whether mean scores
differed for patients and spouses. Additionally, we performed paired t tests to examine
whether participants’ baseline scores differed from the 6-month follow-up scores. We used
separate analysis of variance (ANOVA) for patients and spouses to test the associations
between smoking history and blame. Because none of the assessed demographic variables
(i.e., age, sex, race/ethnicity, level of education, employment status) and patients’ medical
factors (i.e., time since diagnosis, Eastern Cooperative Oncology Group performance status,
stage of disease, treatment initiation and type of treatment) were associated (with
significance defined as p<.05) with the outcome variable (i.e., distress), we did not include
them as control variables in our main analyses.

To examine the association between attributions of blame and distress, whether this
association is moderated by dyadic adjustment and network support, and whether these
associations differed for patients and spouses, we regressed participants’ distress on the
three-way interaction between blame, dyadic adjustment or network support, and social role
(i.e., patient or spouse). Given the dyadic nature of our data, we used a multilevel modeling
technique in which the couple was the unit of analysis (Actor Partner Interdependence
Model — APIM)(36), using the PROC MIXED procedure in SAS (37). As opposed to the
general linear model, multilevel modeling allows testing of nonindependent data without
introducing bias to the probability estimates. Additionally, instead of using list-wise deletion
for cases with missing data, PROC MIXED uses a likelihood-based estimation method for
missing data so that attrition is less of a concern for the prospective analyses (38). Separate
multilevel models were conducted to examine the moderating associations of dyadic
adjustment and network support. The predictor variables were centered at their grand mean
(36); effect coding was used for social role (patient=1 and partner=-1), and effect sizes were
calculated using the formula r=[t2/(t2+df)]¥/2 (39) for significant effects. In case of
significant interactions, we used simple slope analyses as outlined by Preacher et al. (40),
which allows determining at which level of the moderator (i.e., network support, dyadic
adjustment) the focal variable (i.e., blame) is associated with the outcome (i.e., distress).
Otherwise, the model was reduced to examine two-way interactions and main effects. We
repeated these analyses for the 6-month follow-up. For the prospective analyses, we tested
baseline predictors of follow-up distress while controlling for baseline distress.

RESULTS

Descriptive Results

At baseline, 85.4% of patients reported a history of smoking with15 patients (9.8%)
identifying themselves as current smokers, 38 (26.8%) as recent quitters, and 72 (48.8%) as
former smokers; only 24 (14.6%) identified themselves as never smokers. In the spouse
sample, 53.7% reported a history of smoking with 28 (19.1%) identifying themselves as
current smokers, 4 (2.5%) as recent quitters, and 47 (32.1%) as former smokers; 70 (46.3%)
identified themselves as never smokers. Regarding distress, 34.6% of patients and 36.4% of
spouses met the Brief Symptom Inventory “caseness” criterion for distress (6), and 10.9% of
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patients and 14.1% of spouses could be classified as “maritally distressed.” Importantly,
46.7% of patients indicated that they blamed themselves either “very much” or “completely”
for behaviors that may have caused their cancer. In contrast, 89.9% of spouses blamed the
patient's behavior either “not at all” or only “somewhat.” Table 1 summarizes baseline
demographic and medical characteristics of the sample.

Table 2 shows the correlations, means, and standard deviations for major study variables by
social role (i.e., patient or spouse). As expected, blame was associated with distress for
patients as well as for spouses at baseline. Interestingly, at baseline, the correlation between
blame and distress was stronger for spouses (r=.32, p<.0001) than for patients (r=.16, p<.
05), even though patients were significantly more likely to engage in attributions of blame
(t158=6.40, p<.0001, paired t test). Patients also reported receiving more total network
support (t155=6.05, p<.0001, paired t test) than did spouses, but network support was
associated with distress at baseline (r=—.27, p<.0001) and follow-up (r=-.35, p<.0001) for
spouses but not for patients. Spouses who reported more network support experienced less
distress. The global severity scores on the Brief Symptom Inventory (indicating distress) and
the dyadic adjustment scores did not differ between patients and their spouses. In previously
published analyses, we reported differences on specific subscales of the Brief Symptom
Inventory and Dyadic Adjustment Scale spouses had lower scores on somatization and
paranoid ideation on the Brief Symptom Inventory compared to patients, as well as lower
scores for satisfaction on the dyadic adjustment scale (6). Lastly, patients and spouses’ mean
scores for the study variables at baseline did not significantly differ from the means at the 6-
month follow-up assessment except for patients’ self-blame scores (t(95)=2.32, p<.05);
patients reported significantly more blame at baseline than at follow-up.

Smoking History and Attributions of Blame

ANOVA for patients revealed that patients’ smoking history reported at baseline was
significantly associated with attributions of blame (F(3,157)=17.97, p<.0001) at baseline
and at 6-month follow-up (F(3,90)=.6.77, p<.001). Post hoc comparisons using Tukey
adjustments revealed that current smokers were more likely to blame themselves than were
former smokers (p<.05) and never smokers (p<.0001). Attributions of blame did not
significantly differ between current smokers and recent quitters or between recent quitters
and former smokers. Patients’ smoking history was also associated with spouses’ tendency
to blame the patient at baseline (F(3,154)=10.98, p<.0001) and at 6-month follow-up
(F(3,91)=2.90, p<.05). Post hoc analyses at baseline revealed that spouses were more likely
to blame patients if the patients were current smokers or recent quitters compared with
former or never smokers (p<.01). Additionally, spouses’ personal smoking history reported
at baseline was associated with blame (F(3,158)=3.24, p<.05); spouses who had never
smoked were more likely to blame the patient than were spouses who were current smokers
(p<.05). Spouses’ smoking history was not associated with blame at 6-month follow-up.
Least squares means for attributions of blame by patients’ smoking history at baseline are
presented in Table 3.
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of Blame, Distress, and Dyadic Adjustment

As hypothesized, multilevel model analyses revealed a significant three-way interaction of
blame, dyadic adjustment, and social role at baseline (F(1,263)=6.49, p=.01). Table 4
represents this finding. Simple slope analyses revealed that dyadic adjustment buffers the
association between attributions of blame and distress for patients but not for spouses. More
specifically, for patients reporting high levels of dyadic adjustment, blame was not
associated with distress (z=.52, p=.61), but for patients experiencing low levels of dyadic
adjustment, blame was associated with increased distress (z=2.72, p=.01). In contrast, for
spouses, blame was associated with increased distress regardless of the level of dyadic
adjustment (z=2.03, p=.05). Figure 1 illustrates this finding decomposed by social role.
Because the three-way interaction was significant, we did not examine lower order terms
(42).

At 6-month follow-up, the three-way interaction was not significant. We reduced the model
to examine two-way interactions and main effects. The only significant main effect was that
of dyadic adjustment (t(183) =—3.95, p<.0001); couples with higher dyadic adjustment
reported decreased distress. Similarly, prospective analyses did not reveal significant three-
way or two-way interactions. However, when we controlled for baseline distress
(t(177)=11.86, p<.0001), there was a significant main effect of baseline attributions of blame
(t(171)=2.31, p<.05) predicting later distress.

of Blame, Distress, and Network Support

Multilevel model analyses did not reveal a significant interaction of blame, network support,
and social role at baseline. A reduced model yielded a marginally significant interaction
between attributions of blame and network support on baseline distress (t(292)=-1.62, p=.
10). Simple slope analyses revealed that, consistent with our hypothesis, for those with high
levels of support, blame was not associated with distress (z=1.59, p=.11); whereas for those
with low levels of support, higher levels of blame were associated with increased distress
(z=3.65, p<.001).

At 6-month follow-up, the interaction was significant (F(91,123)=5.30, p<.05), but the
direction of the interaction did not indicate a buffering effect of network support. Table 4
presents this finding. Simple slope analysis revealed that high levels of support were
associated with decreased distress for those reporting low (z=2.44, p<.05) but not high (z=.
65, p=.51) levels of blame. Figure 2 further illustrates this finding. When we controlled for
baseline distress (t(166)=11.36, p<.0001), prospective analyses showed that the interaction
between baseline network support and blame predicting follow-up distress was marginally
significant (t(169)=1.90, p=.06). Similar to the results of the 6-month simple slope analyses,
high levels of support at baseline were marginally associated with decreased follow-up
distress if blame was low (z=1.70, p=.09) but not high (z=-.89, p=.38).

DISCUSSION

This prospective dyadic study revealed that attributions of blame appear to be quite common
in lung cancer patients. As hypothesized, lung cancer patients and their spouses were more
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likely to make blame attributions if the patient had a smoking history supporting existing
literature (19). Additionally, spouses who never smoked were more likely to blame the
patient compared to those with a personal smoking history. Consistent with previous work
(9-11), we demonstrated that attributions of blame at treatment initiation are harmful
because they are associated with increased initial distress in patients and even more so in
spouses. Our hypothesis regarding moderators (i.e., dyadic adjustment, network support) of
the association between blame and distress was partially supported. For patients, dyadic
adjustment buffered against the harmful association of high levels of blame such that only
those patients with poor dyadic adjustment experienced increased distress when blaming
themselves for developing their disease. There was no evidence for dyadic adjustment
protecting against distress in spouses who engaged in high levels of blame attributions.
Prospectively, there was no buffering effect for patients or spouses. In fact, initial blame
predicted later distress above and beyond initial distress emphasizing the lingering harmful
effects of blame in couples. Our findings also suggested that network support may buffer
against increased distress associated with high levels of blame in both patients and spouses.
However, the interaction between blame and network support was only marginally
significant. Further, at the follow-up time point, network support was beneficial to distress
outcomes for couples reporting low levels of attributions of blame but not for those
reporting high levels.

Our findings not only support the blame attribution literature, but also extend it in several
important ways. For one, we identified that both patient and spousal smoking history is
associated with attributions of blame. Second, even though blame was more prevalent
among patients than spouses, blame was more strongly associated with increased distress in
spouses than patients. Third, we extended previous knowledge by examining moderator
variables of the blame and distress association. Our findings related to dyadic adjustment
were promising for patients and pointed to the benefits associated with satisfying
relationships. Because of smoking, patients may experience guilt and shame (10, 42) for
engaging in an addictive, unhealthy behavior causing cancer, resources such as affection,
acceptance, and positive interactions offered by spouses and possibly their social networks
appear to reduce distress associated with blame. It is possible that in well-functioning
marriages, couples have discussions about the cancer cause in a factual, non-accusatory
manner, as opposed to displaying derogatory or punitive behaviors. As such, spouses may
actually help patients cope with mood disturbances associated with self-blame (18) by
helping them cognitively process their cancer in a healthy way. Unfortunately, there was no
evidence that spouses with high dyadic adjustment reap a similar benefit of alleviating
distress linked to blame.

Because attributions of blame are associated with increased distress in both patients and
spouses, this research highlights targets for clinical attention and underscores the necessity
for a couple-oriented approach for psychosocial care. Regarding the design of future dyadic
interventions to reduce distress in couples affected by lung cancer, targeting patients who
currently smoke or have recently quit appears to be particularly fruitful as they tend to be
most vulnerable to self-blame. Further, intervening early in the treatment trajectory may
prevent a snowballing effect of distress, as initial distress and blame were strong predictors
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of later distress. Programs incorporating cognitive-behavioral therapy may be most helpful
for reducing distress, as they can teach patients and spouses how to restructure cognitions
involving blame and to effectively utilize their marriage and social network to cope with
such distressing attributions (19). Additionally, based on the current evidence of a buffering
effect of well-adjusted relationships, programs enhancing marital functioning through
teaching open and supportive communication may also be beneficial. For instance,
communication patterns of couples with low marital functioning tend to be characterized by
mutual avoidance of concerns and demand-withdrawal communication behaviors, which are
associated with increased distress in couples coping with cancer (27, 43, 44). Thus, rather
than holding back distressing thoughts and emotions, teaching couples how to mutually
engage and openly exchange thoughts, concerns, and feelings with the goal of providing and
receiving support may be particularly effective components of such programs. Importantly,
because studies have shown that patient and partner distress levels are related (30, 45), the
effectiveness of interventions should be optimized by including both patients and spouses (6,
30, 46).

This study has a few limitations. First, the sample had an attrition rate of 32%. Yet, this rate
is similar to other studies targeting couples facing advanced cancers and on active treatment
(47). Moreover, comparison analyses revealed no difference in baseline characteristics
between the participants who were retained and the ones who were not. Second, statistical
power was reduced at the follow-up analyses, which may explain the failure to replicate the
significant baseline interaction involving dyadic adjustment at the later time point. However,
we did use a statistical procedure that maximized the use of all available data. Third, we
used a one-item measure to assess general behavioral blame. Despite the brevity of the
measure, it is the most frequently used blame measure in the health literature. In the same
vein, we did not assess blame specific to smoking tobacco and consequently included all
patients in our primary analyses, even never smokers. To this end, we only identified one
and the most obvious risk factor of blame, tobacco smoking behavior. Other behaviors (e.g.,
smoking marijuana, delaying seeking medical attention, alcohol consumption) as well as
psychosocial factors may be related to blame. Consequently, future research is needed to
develop a more fine-tuned instrument for assessing blame in cancer patients and their
spouses and to identify other risk factors for blame. Future research also needs to examine
the role of second-hand smoking and blame, particularly in couples in which the spouse
smoked and the patient did not. Fourth, regarding the measurement of smoking history, we
used a brief self-report measure. As with all self-report assessment, social desirability in
responses is a concern; hence, the inclusion of a biomarker of nicotine use would have been
optimal. We attempted to reduce any potential social desirability bias by communicating
confidentially of responses and instructing patients and spouses to complete and mail their
questionnaires individually. Likely, this bias was minimized because approximately 85% of
patients self-reported a smoking history, which is what would be expected for a lung cancer
sample. Finally, as with all survey data, no causal inferences can be made. Based on
prospective analyses, we can be fairly confident regarding the direction of the blame and
distress association; however, a bidirectional association is certainly possible.

In summary, patients and to a lesser degree spouses coping with lung cancer are at risk of
engaging in attributions of blame for developing cancer, which is related to increased long-
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term distress. This risk is elevated in patients who are current smokers or had recently quit.
The study contributes to attribution research in the cancer literature because it not only
examined an understudied population but also included spouses, highlighting the dyadic
nature of the cancer coping process. The procedure we employed for data analysis enabled
us to examine couple-level data within the same model and test for differential associations
for patients and their spouses. This study's prospective design allowed us to confirm the
direction of blame and its association with distress over a 6-month period. Additionally, the
study revealed preliminary evidence that dyadic adjustment and network support may buffer
against this association, particularly in patients. Future intervention research is encouraged
to examine cognitive restructuring and enhancing relationship functioning as targets of
couple-focused interventions to facilitate patients and spouses’ coping with lung cancer.
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A multilevel model analysis reveals a three-way interaction (p<.05) depicting baseline
distress as a function of blame and dyadic adjustment in patients (a) and spouses (b). Scores
are plotted at mean %1 standard deviation. Higher scores indicate greater distress.
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Fig. 2.

A multilevel model analysis reveals an interaction at 6-month follow-up (p<.05) depicting
distress as a function of blame and network social support at mean +1 standard deviation.
Higher scores indicate greater distress.
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Table 1

Baseline Demographic and Medical Characteristics of Lung Cancer Patients and their Spouses

Characteristic

Patients (N=169)

Spouses (N=167)

Men (%) 63.7 32.9
White (%) 89.3 91.0
Hispanic or Latino (%) 48 2.4
Age (mean + standard deviation) (range), years 62.9+10.1 (30.3-86.6) 60.5+11.1 (30.6-86.4)
College 22 yrs (%) 61.3 57.5
Employment status (%)
Full-time 33.9 375
Part-time 5.4 7.5
Unemployed 10.1 7.5
Retired 50.6 475
Married (%) 95.8
Length of marriage (mean + standard deviation), years 25.57 £ 13.02
Disease stage at initial diagnosis: (%)
| 16.3
1 145
1l 325
v 36.7
Time since diagnosis (mean + standard deviation), months 2.3 +1.7
Had initiated treatment (%)
Yes 57.1
Type of treatment* (%)
Chemotherapy 55.8
Radiotherapy 24.2
Chemoradiotherapy 3.2
Surgery 16.8
Note:

*

percentages of those who had initiated treatment at baseline assessment.
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