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Mrs. L. is a 60-year-old retired female teacher with stage IllA squa-
mous cell carcinoma of the lung, status postchemoradiation. She re-
cently developed radiation pneumonitis, which was managed con-
servatively, and she did not require steroids. Mrs. L. has noted some
progression of her underlying dyspnea. She is monitoring her oxygen
saturation at home, and most of the time it is in the range of 94% to
96%. On one occasion only, her oxygen dropped to 88% and rapidly
improved to the mid-90s. Her cough has improved for the past 4 to
6 weeks. She denies sputum production, congestion, or fever. Mrs. L.
does not require a walker and uses a wheelchair only for long dis-
tances. She has occasional, slight dysphagia. A recent CT scan shows
stable disease, and she is to return to the clinic in 2 months for restag-
ing and possible further chemotherapy.

Mrs. L. and her husband have been married for 33 years, and they
have been very close. Until recently, they have continued to be sexu-
ally active and very intimate with each other. Since Mrs. L.’s diagnosis,
and during treatment, the couple have become extremely stressed
and psychologically spent. The act of sexual intercourse has ceased,
yet they have attempted to remain close and maintain open commu-
nication. In addition to Mrs. L.’s increasing dyspnea, she has also suf-
fered a great deal of fatigue and depression, along with alopecia and
vaginal atrophy, due to the chemotherapy and radiation treatments.

Both Mr. and Mrs. L. are very distressed over the change in their
sexual lives. Mr. L. has mentioned that he now feels more like a “nurse-
maid” than a husband or lover. Mrs. L. has made concerted efforts to
maintain intimacy with her husband, but her fatigue is profound. She
has taken to sleeping in the living room, sitting up on the couch, as it
relieves her dyspnea to some degree.
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alking about sexuality in health care

has slowly increased in recent years,

along with efforts to augment support

accompanying the occurrence of a cat-
astrophic health event. Although some progress
has been made, discussion about sexuality and
intimacy, particularly in older adults, has been
sparse (Katz, 2005; Lindau et al., 2007). While
it is generally assumed that sexuality diminishes
with age, research studies suggest that sexual in-
terest and activity lasts well into the eighth de-
cade of life. It is reported that 57% of individuals
aged 65 to 74, and 26% of adults aged 74 through
84 remain sexually active (Hartford Institute for
Geriatric Nursing, 2012). Sexuality and intimacy
are at the very core of what makes us human be-
ings. They are integral parts of any healthy rela-
tionship for people of all ages (Kalra, Subraman-
yam, & Pinto, 2011).

Older adults make up the most rapidly growing
segment of the population. It is projected that 60%
of 65-year-olds are expected to suffer at least one
comorbidity, for example, diabetes, arthritis, con-
gestive heart failure, or dementia, by the year 2030
(HealthyPeople, 2012). Combining these comor-
bidities with a diagnosis of lung cancer provides a
challenging and complex picture of why individu-
als with this diagnosis might be concerned about
their sexuality or intimate activities. Given that
most individuals are diagnosed with lung cancer af-
ter the age of 65, with a median age of 72 (National
Cancer Institute [NCI], 2012), the target population
for this article will focus on older patients between
65 and 84 years old who have been diagnosed with
lung cancer and who are in a partnership.

The following is a review of the evidence re-
garding sexuality and intimacy in the older adult
and its relationship to the care of the older patient
with lung cancer. This evaluation will include work-
ing definitions, topics regarding lung cancer and
sexual health, the framework and hierarchy of needs
in older adults, assessment of sexual concerns, and
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the etiology of sexual interruption. In addition, a
quality-of-life (QOL) model will be used to illustrate
how sexuality impacts a patient’s normal intimate
functioning. Further topics will include a focused
assessment, proper medical management, implica-
tions for sexuality assessment in practice, discussion
of Mrs. Ls case study, and a general discussion.

Sex is defined as the biological act leading to
intercourse, as well as intercourse itself. Sexual
health, according to the Centers for Disease Con-
trol (CDC) and the World Health Organization
(WHO, 2013), is a state of physical, emotional,
mental, and social well-being along with the inte-
gration of the somatic, emotional, intellectual, and
social aspects of the sexual being in ways that are
positively enriching, enhancing personality, com-
munication, and love. Each patient is unique and
defines his or her own sexuality according to age,
gender, attitudes, as well as religious and cultural
principles (Southard & Keller, 2008).

Sexual dysfunction or malfunction refers to dif-
ficulties experienced by an individual or a couple
during any stage of a normal sexual activity, in-
cluding desire, preference, arousal, and orgasm.
Sexual dysfunction can have a profound impact
on an individual’s perceived quality of sexual life
(Eden & Wylie, 2009).

Sexuality is a complex biopsychosocial and
spiritual state of mind. It is multidimensional to
time, place, and partners and encompasses eco-
nomic political, cultural, ethical, and legal as-
pects of life (WHO, 2013). Sexuality is natural and
healthy, with a wide range of normal sexual func-
tioning defined by an individual and one’s partner.
It involves more than sex, and sex involves more
than intercourse; it encompasses sexual knowl-
edge, beliefs, attitudes, values, and individual be-
haviors. It is part of our identity, orientation, per-
sonality, thoughts, and feelings (WHO, 2013). The
American Cancer Society (ACS, 2011b) defines
sexuality as all of the feelings and actions associ-
ated with loving someone: holding hands, special
looks, hugging, kissing, etc. It is not just the act of
sex; it is intimacy. Although pathologic response
to sexuality is beyond the scope of this article, its
existence is acknowledged.

Intimacy is the extensive and often confiden-
tial knowledge that partners have concerning each
other. It is caring, affection, interdependence, and
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the strong effect one person has on the other: mu-
tuality. With intimacy comes trust and the tenden-
cy to think of the “us” not just the “me” (Kydd &
Rowett, 2006).

Physical intimacy is sensual proximity or
touching. It is an act or reaction to an expres-
sion of feelings (such as close friendship, love,
or sexual attraction) that people have for one
another. Examples of physical intimacy include
being inside someone’s personal space, holding
hands, hugging, kissing, caressing, and engaging
in sexual activity. The forms of physical intimacy
include physical closeness, touching (especially
tenderly), touching intimate parts, and penetra-
tion. It is possible to be physically intimate with
someone without actually touching. For instance,
sustained eye contact is considered a form of
physical intimacy that is analogous to touching.
When a person enters someone else’s personal
space for the purpose of being intimate, physical
intimacy exists, with or without actual physical
contact. Most people desire at least occasional
physical intimacy, which is a natural part of hu-
man sexuality.

Research has shown that physical intimacy has
health benefits (Lindau, Surawska, Paice, & Baron,
2011). A hug or touch can result in the release of
oxytocin, dopamine, and serotonin and a reduction
in stress hormones. A lack of physical intimacy can
lead to increased feelings of loneliness, isolation,
and depression (Lindau et al., 2011).

Emotional intimacy is an aspect of interper-
sonal relationships that varies in intensity from
one relationship to another and varies from one
time to another, much like physical intimacy.
Affect, emotion, and feeling may refer to dif-
ferent phenomena. Emotional intimacy can be
expressed through both verbal and nonverbal
communication. The degree of comfort, effec-
tiveness, and mutual experience of closeness
might indicate emotional intimacy between in-
dividuals. Intimate communication is both ex-
pressed (e.g., talking) and implied (e.g., friends
sitting close on a park bench in silence). Emo-
tional intimacy depends primarily on trust, as
well as on the nature of the relationship and the
culture in which it is observed. Depending on
the background and conventions of the partici-
pants, emotional intimacy might involve disclos-
ing thoughts, feelings, and emotions in order to
reach an understanding; offering mutual sup-
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port; or building a sense of community. Addi-
tionally, it might involve sharing a duty without
commentary (Kydd & Rowett, 2006).

Quality of life is a broad concept that usually
refers to a patient’s general well-being, including
mental status, stress level, sexual function, and
self-perceived health status (CDC, 2011a). Each
person has a subjective definition of QOL. The City
of Hope QOL Model (Ferrell et al., 1999) depicted
in Figure 1 describes the physical, psychological,
social, and spiritual aspects of a patient’s life.

Palliative care is an approach that improves
the QOL of patients and their families facing the
problems associated with a life-threatening ill-
ness, through the prevention and relief of suffer-
ing (WHO, 2002). Early identification, impec-
cable assessment, and effective treatment of pain
and other problems (physical, psychosocial, and
spiritual) are imperative. Palliation should in-
clude issues related to sexuality, which is often a
silent QOL concern due to the intimate nature of
the topic itself. Intimacy concerns frequently go
unaddressed, leading to unmet needs and a nega-
tive impact on relationships and overall QOL.

Lung cancer takes approximately 160,000
lives annually, constituting 28% of all cancer
deaths in the United States (CDC, 2011; Nwosu,
Bayly, Gaunt, & Mayland, 2012). In the year 2009,
there were approximately 388,000 men and wom-
en living with a diagnosis of lung cancer. This fig-
ure encompasses all those patients diagnosed at
any point prior to January 1, 2009, including those
with active disease and those deemed cured (NCI,
2012). Within a 5-year period, only 13.2% of those
388,000 individuals will still be alive (NCI, 2012).

Lung cancer remains one of the most medi-
cally challenging and burdensome diagnoses in
all arenas of health care (NCI, 2013). Additionally,
few studies have been conducted regarding the
sexual health of older adults, let alone those also
diagnosed with lung cancer. Prior to focusing on a
review of intimacy associated with lung cancer, it
is prudent to acknowledge the normal physiologic
and pathologic changes that take place as a per-
son ages. Individuals suffering from lung cancer
may possess multiple comorbid conditions, along
with numerous QOL issues. Frequently present at
diagnosis are chronic illnesses including cardiac,
pulmonary, endocrine, and psychological issues,
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Figure 1. Quality-of-life model. Adapted with permission from Ferrell et al.

(1999).

in addition to common bodily alterations, for ex-
ample, decreased libido, erectile dysfunction in
men, and vaginal stenosis in women (National In-
stitutes on Aging [NIA], 2012). Any one of these
concerns can affect the ability to enjoy or partici-
pate in sexual activities or intimacy.

FRAMEWORK AND HIERARCHY
OF NEEDS

Considering the developmental stage of an el-
derly population (people aged 65 and older), Erik-
son’s theory of psychosocial development would
place these individuals at the juncture of ego in-
tegrity vs. despair. Persons of this age group may
experience a sense of integrity in having an accom-
plished life or may suffer despair at not having real-
ized their goals (Erikson, 1950). Aside from Erik-
son’s framework of psychosocial stages, there have
been relatively few theories of psychological de-
velopment focusing on the later years. Sperry and
Prosen (1996) have described aging as a develop-
mental process and suggested that clinicians might
better serve their patients by developing a more op-
timistic representation of aging. This would require
a paradigm shift in the myths surrounding aging
and the need to embrace the evidence surrounding
the fact that aging is truly a developmental process.

Additionally, Maslow’s Hierarchy of Needs
(1954), as seen in Figure 2, includes sex among the
basic physiologic requirements, whereas sexual in-
timacy is elevated on the pyramid and is associated
with love and belonging. Humans feel the need for
partnerships and affectionate relationships as well as
a sense of community. Viewed from a negative per-
spective, a lack of intimacy promotes vulnerability
to loneliness and anxieties (Maslow, 1954). Sexuality
signals closeness to another, boosting a sense of well-
being, and should remain intact even in the presence
of a life-threatening or terminal illness (ACS, 2011a).

THE CITY OF HOPE QOL MODEL

Ferrell et al. (1999) developed a functional model
that includes four domains regarding QOL: physical,
psychological, social, and spiritual well-being (Fig-
ure 1). The model provides a framework for examin-
ing the devastating effects lung cancer and its treat-
ment have on a person’s ability to have interest in or
engage in intimacy. Of a physical nature, the source
of the issue could be the cancer treatment itself, with
associated symptoms such as fatigue, nausea and
vomiting, or the neuropathies of chemotherapy. Ra-
diation often causes pneumonitis or fibrosis, while
surgical resection can alter body image, interrupt tis-
sue and nerve pathways, yield organ and hematolog-
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Self-actualization ——m»

Esteem

Morality,
creativity,
spontaneity,
problem solving,
lack of prejudice,
acceptance of facts

Self-esteem,

confidence, achievement,

respect of others, respect by others

Love/belonging ——>»

Physiological —»

Breathing, food, water, sex, sleep, homeostasis, excretion

Friendship, family, sexual intimacy

Safety ) Security of body, of employment, of resources,
of morality, of the family, of health, or of property

Maslow’s hierarchy of needs. Adapted from Maslow (1954).

ic toxicities, and diminish lung capacity. With preex-
isting issues, such as erectile dysfunction in men and
stenosis or dyspareunia in women (Kagan, Holland,
& Chalian, 2008; Rosenbaum & Rosenbaum, 2005),
the diagnosis of lung cancer and/or tumor burden
may further interrupt a person’s sexual well-being.
Often accompanied by a chronic obstructive or re-
strictive condition, breathlessness often weakens
one’s ability to perform sexually. It is reported that
sexual dysfunction occurs in 20% to 100% of all pa-
tients with lung cancer (ACS, 2011a).

Psychological issues consist of a myriad of re-
sponses to having a diagnosis of cancer, along with
a decrease in libido. Grief, anxiety, depression, loss
of body image, feeling detached from self and oth-
ers, and loss of control all contribute to fear and
take a toll on interest in the sexual arena (Ferrell,
Koczywas, Grannis, & Harrington, 2011).

Socially, many relationships may already be
strained prior to a devastating diagnosis such as
lung cancer. The effects of cancer treatment on fi-
nances and relationship roles can put any union
at risk, causing a breakdown in communication,
increased isolation, decreased affection, and in-
creased fear of abandonment (Ferrell et al., 2011).
These feelings can further intensify any issues of
depression and anxiety that may accompany the
cancer diagnosis.

Spiritual aspects, such as grieving and harm
brought on by a life-threatening disease, are of-
ten ignored. An individual will struggle to find
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meaning and purpose in the experience and may
question faith or spiritual beliefs. The suffering
experienced, along with the uncertainties of the
cancer trajectory, most assuredly impacts an in-
dividual’s sense of sexuality (Borneman, Ferrell,
& Puchalski, 2010).

The literature on sexuality issues in cancer
patients is scarce at best. A study from the Uni-
versity of Chicago (Laumann, Das, & Waite, 2008)
revealed that clinicians are failing to take into ac-
count any additional life domains aside from phys-
ical issues. The research also points to the fact
that sexual problems are not an inevitable part of
aging, but an element involved in the responses to
the incidence of stressors in multiple life domains.
It is evident from such data that health-care pro-
fessionals should adopt a proactive psychosocial,
sexual health, and satisfaction assessment as a
standard intervention in health-care practice.

Further research by Basson et al. (2010) sug-
gests that multifactorial issues in sexual health
should be assessed and treated in a multidisci-
plinary fashion, with an emphasis on a structured
interview involving both partners. According to
Basson and colleagues, both direct and indirect
factors should be evaluated, such as side effects
from treatment or medication (direct) and dimin-
ished body image, change in mood, level of fatigue,
and general relationship issues (indirect).
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Although the manner in which a lung cancer pa-
tient demonstrates intimacy might change over time,
there are numerous resources and medical interven-
tions to address sexuality issues, all of which should
be part of a comprehensive and dynamic assessment
and care. Research by Lindau et al. (2007) revealed
that although sexual activity declines with age, those
engaged in intimate relationships viewed sexual-
ity as an important aspect of life. However, 25% of
older adults who remained sexually active admitted
to refraining from activity due to health problems,
such as those associated with advancing age and
illness (Lindau et al.,, 2007). Additionally, patients
with cancer admitted to both short- and long-term
effects of their disease or treatment itself, curtailing
their sexual function. Among the most common is-
sues women reported were lack of desire, inability
to reach orgasm, and atrophic vaginitis and stenosis.
Men stated concerns surrounding erectile dysfunc-
tion, with only 14% of those utilizing pharmacologic
intervention for the issue. Moreover, more men than
women found treatment for sexual dysfunction nec-
essary and/or satisfying (Lindau et al., 2007). Normal
aging, chronic diseases, pharmacology, and the can-
cer itself can certainly diminish the sexual spirit (the
manner in which one expresses sexuality).

Symptoms such as dyspnea coupled with
erectile dysfunction or dyspareunia yields to an
understanding of how intimacy is disrupted in re-

Bring up the topic.

Explain that you are concerned with quality-of-life
issues, including sexuality. Although you may not be
able to answer all questions, convey that patients can
talk about any concerns they have.

Tell patients that you will find appropriate resources
to address their concerns.

Timing might not seem appropriate now, but
acknowledge that patients can ask for information at
any time.

Educate patients about the side effects of cancer
treatments.

ecord your assessment and interventions in patients’
medical records.

The BETTER model. Adapted with
permission from Mick et al. (2004).
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lationships of the elderly. Etiology of the interrup-
tion of sexuality in lung cancer patients requires a
thorough understanding of the personal, genera-
tional, and cultural influences shaping one’s sex-
ual expression (Kagan, Holland, & Chalian, 2008).
Although there is sparse evidence implying that
early intervention prevents sexual morbidities,
research does suggest that attention to the social
(intimate) functioning of patients and their loved
ones improves overall QOL, assisting in the basic
physical and psychological functioning of any hu-
man being (Kalra, Subramanyam, & Pinto, 2011).

Common tools developed for sexuality assess-
ment are the PLISSIT and BETTER models. The
PLISSIT model suggests that the advanced practi-
tioner follow these steps: Ask the patient for Per-
mission to approach the subject of sexuality; offer
Limited Information needed to function sexually;
give Specific Suggestions for the individual to pro-
ceed with intimate relations; and provide Inten-
sive Therapy surrounding the issues of sexuality
for the patient (Annon, 1976). The BETTER model
(Figure 3) proposes another approach for the ad-
vanced practitioner to assess sexuality in patients.

Another more contemporary outlook, the DE-
SIRE model (Figure 4), lends a comprehensive
approach to sexual assessment of the patient with
cancer. Developed by Krychman and Kellogg-
Spadt (2010), this approach takes into account
the need for sexuality assessment, the complexi-
ties of sexual relationships, and the concerns re-
lated to sexual dysfunction associated with hav-
ing cancer. They reported that although 20% to
100% of cancer patients cite sexual issues and
concerns, a mere 13% are provided sexual assess-
ment by the health-care team before treatment,
and only 5% after treatment begins. It is estimated
that 85% of adults would like to discuss sexual
functioning with their physician; however, they
do not for many reasons: 71% of patients believe
their physician would not want or have the time
to deal with sexual problems, 68% of adults are
concerned about embarrassing their physician,
and 76% believe no treatment is available for their
problems. Krychman and Kellogg-Spadt encour-
age advanced practitioners to question patients
regarding intimacy issues. As a clinician, one can-
not treat a concern if its existence is not acknowl-
edged (Krychman & Kellogg-Spadt, 2010).
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Treatment of sexual issues is a multidimen-
sional task that should be implemented as a col-
laborative effort. Interventions should be focused
on both physical and psychological components,
as it is difficult to feel sexual when in pain, chroni-
cally fatigued, or suffering from anxiety over a
life-threatening illness. Both pharmacologic and
nonpharmacologic resources may be employed.
The use of supportive measures and community
resources is essential.

Although initial prevention of intimacy con-
cerns would be ideal, a diagnosis of lung cancer in
an elderly patient ensures a complicated path. It
does not, however, dictate that further problems
are unavoidable. Management of sexual concerns
should begin with a comprehensive evaluation of
the four QOL domains (Figure 1). Next, a sexual
assessment should be conducted using one of the
previously described methods. This step will pro-
vide the information needed for a dynamic plan of
care that is patient- and partner-centered. All inter-
ventions should focus on enhancing posttraumatic
growth and maintaining or increasing communica-
tion between the patient and their significant oth-
er. Timely referrals to supportive team members
should include consultations addressing the bio-
psychosocial, spiritual, and cultural aspects of care.

Symptom management of sexual issues may
involve treating comorbidities due to the aging
process, the cancer, or the treatments received. For
example, as discussed under etiology, the plethora
of issues brought about by the cancer or treatment
itself can cause a multitude of physical maladies.
Types of interventions for women might consist of
using a water-based lubricant, which helps prevent
tearing or damage to friable vaginal tissue (e.g.,
Astroglide, Replens, or Vagisil, which draw mois-
ture to the area). Topical estrogen provides direct
relief and limits overexposure of the hormone in
the bloodstream. Practitioners may also weigh the
benefits of “the ring” (estradiol vaginal ring) or an
estrogen tablet for systemic relief of symptoms.
Dilators are useful in maintaining the elasticity of
the vagina, and the use of various pharmacologic
agents has shown improved outcomes (Basson et
al., 2010; van Lankveld et al., 2010).

For men, testosterone replacement, a phos-
phodiesterase inhibitor such as sildenafil citrate,
or vacuum constriction devices generally achieve
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Discuss the sexual health concern and
personal distress, and discern the context
of the sexual complaint.

Discuss

Evaluate for depression, the overlapping
nature of sexual complaints, and the
impact on the relationship.

Evaluate

Screeners like the DSDS, which are quick
to complete and validated, can be easily
incorporated into clinical practice.

Screeners

Simple interventions like lubricant use,
stress reduction, or making sexual
intimacy a priority in the relationship
can be helpful.

Intervention

Referral networks for complicated
patients are available. Know the
specialists in your community.

Referrals

Education about sexual response,
anatomy, and aging can be helpful and
reassuring to the patient. Never miss an
opportunity to educate the patient.

The DESIRE model. DSDS = decreased
sexual desire screener. Adapted with permission
from Krychman & Kellogg-Spadt (2010).

some level of success in generating and sustaining
an erection. Self-injection (alprostadil [Trimix]) or
urethral suppository therapy (alprostadil [MUSE])
relaxes the smooth muscle, promoting blood flow.
Various remedies to be offered in the near future
provide rapidly effective results, such as Uprima,
which stimulates dopamine and dissolves under the
tongue. A topical cream under investigation, Topi-
glan, acts in the same manner as alprostadil. Others,
such as melanocortin, act on the central nervous
system, and gene therapy produces proteins that
assist in erectile function (WebMD, 2011). As with
women, increased foreplay is an integral part of in-
timacy that promotes closeness of the couple. Penile
implants or different sexual positions for promoting
comfort for both partners may be sufficient. More
challenging are interventions with those patients
suffering from dyspnea and/or pain, unfortunately
common in lung cancer. Again, a change in posi-
tion may provide some satisfaction during intima-
cy, compensating for pain or dyspnea (ACS, 2011a;
Schwartz & Plawecki, 2002; Hellstrom et al., 2010).
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Sensate focus is a well-received intervention
for sexual rehabilitation, relieving performance
anxiety through the practice of exercises in inti-
macy. The concentration is on erogenous zones
throughout a series of sessions (Van Hasselt &
Hersen, 1996). Referrals for professional coun-
seling and treatment programs directed at sexual
function should be made early on in the cancer tra-
jectory. Unfortunately, as research demonstrates,
most consults for sexual concerns are instituted
only when the patient begins to decline physically
(Nwosu et al., 2012).

Patient teaching should promote the desired
outcomes of partners expressing feelings and
communicating with one another. The couple
should be able to identify potential and/or actual
alterations in sexuality caused by the cancer or
its treatment. Lastly, both partners should be able
to describe strategies or alternate methods to use
in response to sexual changes. Again, appropri-
ate and timely referrals and information on addi-
tional resources are key in the care of lung cancer
patients and their intimacy concerns (ACS, 2011a).

In developing a plan of care for Mrs. L., we
might assess intimacy with the BETTER model
(Figure 3) and employ the QOL model (Figure 1) as
well as a more comprehensive assessment. Physi-
cally, Mrs. L. is managed with respiratory medica-
tions and treatments and was referred to the hos-
pital pulmonary rehabilitation program. She has
been instructed to take two short naps daily and
prioritize activities to preserve her energy. She is
using vaginal dilators and Replens for her vagi-
nal atrophy and dryness. She has also purchased
three wigs and several beautiful headscarves and
is wearing mascara and lipstick once again.

Psychologically, Mrs. L. was referred to clini-
cal social work for an evaluation and was subse-
quently sent to a local psychiatrist for consulta-
tion and possible antidepressant therapy. Mr. L.
has been asked to attend every other psychiatric
session and is also being seen separately. Social-
ly, due to Mr. L.s concern of living in a two-story
dwelling, the couple moved into a single-story
residence in a senior community, where there are
a multitude of local activities for both to attend.
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Mrs. L. attends aquatherapy classes three times a
week, and Mr. L. plays golf almost daily. For her
spiritual well-being, Mrs. L. was referred to the
medical center chaplain; both Mr. and Mrs. L.
have been in close contact with the chaplain.

Mr. and Mrs. L. have not been engaging in ac-
tual intercourse, yet they remain intimate on a very
profound level. Their relationship includes sen-
sate focus, utilizing a great deal of hugging, kissing,
and caressing. Mrs. L. states that she feels ready to
engage in sexual intercourse, which will require a
position where she employs little movement, thus
decreasing her dyspnea. Mr. L. is willing to try this
process, and they are both very excited about the
prospect of having “tangible” sex again.

Thus, in applying the BETTER model to this
case study, it would be imperative to have Brought
the topic up for discussion, Explained that any in-
terventions were geared toward maintaining QOL,
Told Mr. and Mrs. L. that appropriate resources
would be provided and referrals made, along with
reminding them that Timing is very important
when planning care. Education should have been
provided on a continuous and as-needed basis,
with stellar Records of any plan of care and inter-
vention maintained and updated routinely.

Far greater than the physiological act, sexual-
ity and intimacy relate to our feelings and values,
as well as our thoughts, desires, and experiences.
A matter open to interpretation, our sexual selves
involve many different dimensions in relation-
ships, sexual or otherwise (WHO, 2013).

Care of an aging population includes a focus
on the whole person: comorbid conditions, cancer
diagnosis, and QOL concerns. Beyond the young
and robust, older people and those with serious
illness are interested in sexuality, yet intercourse
is not the only avenue to pleasure. Sexuality
should be a routine assessment, and communica-
tion should begin early on. If possible, assessment
should be initiated before treatment begins in or-
der to appropriately evaluate any alterations from
the norm of the couple, as a sound baseline is the
best reference point (Yi & Syrjala, 2009). Not only
is it essential that the practitioner-patient discus-
sion be timely, but the sexual partner should be
involved in sexual assessment also, as he or she
may have different responses concerning any sex-
ual changes (Arena & Wallace, 2008; Yi & Syrjala,
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2009). This discussion will open the door to an
enhanced understanding of sexuality and intima-
cy while navigating a catastrophic disease such as
lung cancer. Communication will allow incorpo-
ration of this understanding into the patient’s per-
ception as a sexual being, dispelling misconcep-
tions, judgment, and ultimately improving QOL
for the patient and his or her partner.
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