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The Longitudinal Effects of Cancer Treatment
on Sexuality in Individuals With Lung Cancer

Judith A. Shell, PhD, LMFT, RN, Marsha Carolan, PhD, LMFT,
Ying Zhang, PhD, and Karen Dow Meneses, PhD, RN, FAAN

Purpose/Objectives: To examine changes in sexual functioning dur-
ing treatment for lung cancer and the extent to which age, gender, social
support, and mood status affect sexual dysfunction.

Design: Prospective, exploratory.

Setting: Outpatient cancer clinic.

Sample: 59 of 84 eligible patients diagnosed with small cell or non-
small cell lung cancer.

Methods: The Derogatis Interview for Sexual Function, Self-Report,
to measure sexual functioning; the Social Provisions Scale to measure
social support; and the Derogatis Affects Balance Scale to measure
mood status were administered at diagnosis and at two and four months
during treatment.

Main Research Variables: Level of sexual function, treatment, age,
gender, social support, and mood status.

Findings: Results indicate a decrease in sexual function but no sig-
nificant change in sexual function between the two treatment groups.
Age was a significant factor affecting sexual function. Gender signifi-
cantly affected sexual function at time 2 only. Between times 1 and 2,
mood status had a significant relationship with sexual function. Social
support did not affect sexual function directly; social support was found
to significantly affect mood status.

Conclusions: Most patients reported below-normal sexual function
at baseline. Sexual function worsened over time. Further research is
warranted to examine time, place, and type of intervention needed.

Implications for Nursing: New data encourage assessment, inter-
vention, and research related to the sexual function of patients with
lung cancer.

in cancer mortality for men and women (American

Cancer Society, 2007). Although death often is the first
fear, the potential exists for other stressors that may neces-
sitate many lifestyle adjustments (Ryan, 1996; Schover, Mon-
tague, & Lakin, 1997), including multimodality treatments,
potential for metastatic spread, psychosocial and emotional
distress, and uncertain prognosis (Ginsburg, Quirt, Ginsburg,
& MacKillop, 1995; Schwartz & Plawecki, 2002).

The crisis of lung cancer is intensified by its invasive nature,
societal reactions, and the effects of treatment on the patients’
sexuality and body image even when no outward change in
appearance may be obvious or visible. Changes in role func-
tion caused by the inability to continue working or caring for
family, fatigue, and a loss in physical sexual functioning can
threaten patients with lung cancer with a loss of feelings of
femininity or masculinity (Bernhard & Ganz, 1991a, 1991b;
Schwartz & Plawecki, 2002; Thaler-DeMers, 2001).

l ung cancer ranks second in cancer incidence and first

Key Points . . .

» Sexual function of patients with lung cancer over time has
been understudied.

» Sexual function can worsen over time as patients with lung
cancer undergo treatment, and some evidence suggests that
sexual function may be less than optimal at baseline for many
patients.

» A short, reliable, and valid instrument to assess sexual func-
tioning is needed.

» Research to evaluate counseling and medication regimens to
improve or maintain sexual functioning during and following
treatment needs to be conducted.

Literature Review

Human sexuality underlies the complete range of human
experience and contributes to people’s lives in many ways.
Changes in sexual functioning are among the multitudes of
quality-of-life changes that can occur in response to a cancer
diagnosis and treatment. Most psychosocial studies that ex-
amine sexuality exclusively, or as a variable, usually involve
patients with genital cancers (e.g. breast, gynecologic, prostate,
testicular) (Anderson, 1996; Andersen & Elliot, 1994; Fransson
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& Widmark, 1996; Meyerowitz, Desmond, Rowland, Wyatt,
& Ganz, 1999; Smith & Reilly, 1994; Stanford et al., 2000;
Wilmoth, 2006; Young-McCaughan, 1996). Far fewer studies
on sexuality include patients with nongenital cancers (e.g., lung,
head and neck, esophageal), which can lead to less than optimal
assessment and intervention for such patients (Cella et al., 1987;
Ginsburg et al., 1995; Siston & List, 1997).

Schover and Jensen (1988) provided an excellent overview
of sexuality problems and cited specific cancer-related ex-
amples in their review. Low sexual desire, erectile dysfunc-
tion, female arousal-phase dysfunction, and male and female
orgasmic dysfunction may result from fatigue, stress, chronic
pain, nerve or vascular damage, neurotoxic chemotherapy,
and hormonal effects. Body image disturbances and deficits
in self-esteem may result from premature aging caused by
decreased hormones, surgical disfigurement, weight loss,
and other side effects of radiation and chemotherapy (Shell &
Campbell-Norris, 2006). Relationships also may suffer during
cancer treatment when couples lack the ability to show caring,
share feelings, or negotiate disagreements; have role inflex-
ibility, or do not share similar needs for intimacy. Age and
gender also influence sexuality (Fransson & Widmark, 1996;
Ganz, Rowland, Desmond, Meyerowitz, & Wyatt, 1998).
Studies often reveal that age, gender, and treatment with
chemotherapy or radiation therapy can negatively influence
sexuality (Alfonso et al., 1997; Auchincloss, 1991; Fransson
& Widmark; Ganz et al., 2000).

Physical Factors Influencing Sexuality

Physically and physiologically, reports of sexual dys-
function following cancer treatment with surgery, radiation
therapy, or chemotherapy range widely from 10%-90% (Iwa-
moto, 2001; Lamb, 1995; Schover et al., 1997). Schwartz and
Plawecki (2002) explained that many of the side effects from
chemotherapy affect sexual desire and the physical ability to
engage in sexual activity.

Chemotherapy agents can affect gonadal function. Those
effects are classified as immediate, early, or late. Testicular at-
rophy along with oligospermia (decreased sperm) or aspermia
(no sperm) can occur (Rieker, 1996). Women can experience
amenorrhea and menopausal symptoms (e.g., hot flashes) and
vaginal dryness and loss of elasticity. In addition, women may
suffer from dyspareunia as a result of the dryness and irrita-
tion from chemotherapy-induced ovarian failure (Carpenter
et al., 2004; Ganz et al., 2000; Lamb, 1995). Those problems
can lead to deficiencies in the excitement phase, libido and
orgasm, response to sexual stimulation, and sexual energy
and erotic pleasure.

Psychosocial Factors Influencing Sexuality

Emotional distress rarely is discussed in the setting of
lung cancer. Psychosocial research and intervention are in-
frequently described for patients with the disease. Moreover,
limited research specifically pertains to sexual function during
or after treatment for lung cancer.

Some studies discuss several sexuality consequences in
patients with lung cancer, including indirect effect of distress
on sexuality, loss of libido during treatment, and decrease
in sexual activity in women (Sarna, 1993a). However, little
is known about how treatment may affect sexual function
specifically in patients with lung cancer and how aspects of
gender, age, social support, and mood status are related.

Bernhard and Ganz (1991a, 1991b) reviewed the literature
from 1975-1990 regarding psychosocial issues in patients with
lung cancer and concluded that a number of areas needed fur-
ther investigation. They emphasized that the multidimensional
construct of quality of life included sexual function. Ginsburg
et al. (1995) examined psychiatric illness and psychosocial
concerns among 52 newly diagnosed patients with lung cancer.
Of the 20 outcome measures, only one measure was related to
patients’ sexuality. Specifically, 25 (48%) acknowledged loss
of libido that was rated severe by 27% of subjects.

Sarna (1993b) reported on a group of 69 women (X = 61
years of age) with lung cancer. She found greater disturbance
in their quality of life compared to women with other cancers,
particularly for those with recurrent lung disease. Subjects
reported more problems, greater psychological distress, and
greater marital dysfunction. Results showed a 38% decrease
in sexual activity; many were no longer interested in sex, nor
did they feel sexually attractive.

In a sample of 56 patients with lung cancer, Klemm (1994)
explored the correlation of daily hassles, demands of illness,
and social support with psychosocial adjustment. She found
that demands of illness were predictive of decreased psycho-
social adjustment. Subjects reported generally high social
support, low daily hassles, and moderately low demands of
illness. Finally, quality of life was assessed in adult survivors
of lung, colon, and prostate cancer. The investigators reported
significant physical, psychosocial, sexual, medical interaction,
and marital problems in all three groups (Schag, Ganz, Wing,
Sim, & Lee, 1994). Lung cancer survivors experienced more
problems than other patients with cancer, and the authors
determined that patients who survive cancer do not return to
a state of normal health.

Purpose

The purpose of the present study was to explore the rela-
tionship between the type of lung cancer treatment and level
of sexual function in people with lung cancer. The control
variables included gender, age, perception of social support,
and mood status. The study addressed the following ques-
tions: Does a significant relationship exist between sexual
function within and between two lung cancer treatment
groups (chemotherapy only versus chemotherapy and radia-
tion therapy) at diagnosis, and at two and four months during
treatment? Do significant relationships exist between the
extent of variation in the level of sexual function in people
with lung cancer and gender, age, perception of social sup-
port, and mood status?

Methods
Study Design

This exploratory study examined changes in sexual func-
tioning as perceived by people with lung cancer during treat-
ment (i.e., chemotherapy only versus chemotherapy and radia-
tion therapy). The extent to which age, gender, social support,
and mood status affected sexual function was measured with
self-report survey questionnaires.

Sample and Setting

The sample for the present study was 59 patients newly
diagnosed with lung cancer. The study was conducted pri-
marily in an outpatient cancer center in the southern United
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States. Some subjects were located via the Internet. Subjects
were diagnosed by biopsy (n = 47), wedge resection (n = 1),
or surgical removal of a lobe of the lung (n = 11). All subjects
were fewer than four weeks into their treatment.

Instruments

The Derogatis Interview for Sexual Functioning, Self-
Report (DISF-SR), (Derogatis, 1987) is a self-report tool
(with versions for men and women) designed to measure the
quality of current (i.e., within the previous 30 days) sexual
functioning. The tool is composed of 25 questions in five
separate domains that essentially parallel the sexual response
cycle: sexual cognition and fantasy, sexual arousal, sexual
behavior and experience, sexual orgasm, and sexual drive and
relationships. Questions are asked on a Likert scale format.
Gender-specific representative norms have been developed for
the DISF-SR based on several hundred nonpatient community
respondents (Derogatis, 1997). Scores below the 50th percen-
tile are interpreted as relative deficiencies in important aspects
of sexual functioning whereas scores above the 50th percentile
are viewed as relative strengths. Internal consistency reliabil-
ity coefficients tend to be high and well within an acceptable
range of 0.74-0.80. Test-retest coefficients are based on a
seven-day retest interval and range from 0.80-0.90; the stabil-
ity coefficient for the DISF-SR is 0.86 (Derogatis, 1987).

The Social Provisions Scale (SPS) (Cutrona & Russell,
1987) assesses six different facets or provisions of social
support (attachment, social integration, reassurance of worth,
reliable alliance, guidance, and opportunity for nurturing). It
has been used to examine adaptation to stress in different popu-
lations (Baron, Cutrona, Hicklin, Russell, & Lubaroff, 1990;
Cutrona, 1989; Cutrona, Cole, Colangelo, Assouline, & Rus-
sell, 1994; Russell & Cutrona, 1991). The scale consists of 24
items, with four items assessing each social provision subscale.
Of the four items in each subscale, two are worded in a positive
manner and two in a negative manner. High scores indicate that
a patient is receiving that provision (Russell & Cutrona, 1984).
Reported reliabilities for the six subscales proved adequate with
coefficient alphas ranging from 0.65-0.76; reliability for the
total SPS score was 0.91 (Cutrona & Russell).

The Derogatis Affects Balance Scale (DABS) (Derogatis,
1975) is a measure of mood or affect and provides a profile
of four positive (joy, contentment, vigor, affection) and four
negative (anxiety, depression, guilt, hostility) affects plus five
global measures. Twenty adjectives describe the negative and
positive affect dimensions for a total of 40 adjectives. The five
global scores provide summary measures of affective status
at a higher order and include a Positive Total Score, Negative
Total Score, Affects Balance Index, Affects Expressiveness
Index, and Positive Affects Ratio (Derogatis, 1996). Norms
have been generated identical to the DISF-SR scores. Based
on a sample of 355 psychiatric patients, coefficient alphas
were 0.84—-0.92 for positive affects and 0.79—0.85 for negative
affects, indicating item homogeneity. Test-retest coefficients
for positive and negative affects ranged from 0.78-0.84.

Procedures

The study proposal was reviewed and approved by the
University Committee on Research Involving Human Subjects
at Michigan State University. Newly diagnosed patients with
lung cancer were identified. When eligibility was determined,
the investigator explained the study to the prospective subject.

Because of the sensitive nature of the DISF-SR, subjects were
instructed to read over the surveys before providing informed
consent. When written informed consent was obtained,
subjects completed the instruments at baseline (i.e., either
pretreatment or within four weeks of initiation of treatment),
at two months, and at four months after baseline. Completion
time for all three surveys was 15-20 minutes.

Data Analysis

Summary statistics described the sample. Multiple paired
samples t test adjusted by the Bonferroni technique tested
change in sexual function in the two treatment groups at the
three points in time. Multiple paired samples t test was used
rather than analysis of variance (ANOVA) because ANOVA
is used to test the differences for more than two groups. The
tests were conducted individually instead of collectively be-
cause the sample sizes at different times varied, so research-
ers believed that the t tests tend to be more powerful than
the repeated measure ANOVA. Independent samples t test
was used to test change in sexual function between the two
treatment groups at the three test points. Correlation between
treatment and lung cancer cell type was analyzed using chi
square. Multiple linear step-wise regression determined the
influence of mood status, social support, age, and gender on
sexual functioning.

Results

Subjects

During a 19-month period, surveys from 59 of 84 eligible
subjects were received; 78% of subjects had non-small cell
lung cancer and 22% had small cell lung cancer. In the non-
small cell category, more subjects had stage III or IV disease
(70%) than stage I or II (30%).

Twenty-three (39%) patients received chemotherapy only
whereas 36 (61%) received chemotherapy and radiation
therapy. The sample was predominately Caucasian, with a
high school or less education, and from a lower-middle class
group. Slightly more women than men participated, and they
ranged in age from 2883 years (X = 60.6 years); 75% were
married (see Table 1).

Forty-seven of the 59 subjects were diagnosed via biopsy,
bronchial brushings, or fine needle aspiration and did not
have to recover from major surgery. The 12 subjects who had
surgery had lobectomies; this may have affected their baseline
sexual function scores negatively because they were recover-
ing from major surgery. Those patients started treatment with
radiation and chemotherapy 20-70 days after surgery and
completed their baseline assessments 14 days before to 20
days after radiation and chemotherapy were initiated. Base-
line sexual function was assessed as close to treatment start
date as possible so that pretreatment sexual function could
be measured accurately and treatment with chemotherapy or
chemotherapy and radiation therapy would not interfere with
patients’ actual sexual function or perception of how well
they were functioning. Forty-five percent started the study
within 20 days before and 55% started within 27 days after
treatment commenced.

Sexual Functioning

Most subjects experienced problems with sexual function-
ing at all three test points. According to the DISF-SR, all but
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Tahle 1. Demographic Characteristics

Characteristic n %

Race
Caucasian
Hispanic
African American
Native American
Marital status

(S}
NN A

Married 44 75
Divorced or separated 6 10
Widowed 6 10
Single 3 5
Education
Less than high school 6 10
High school graduate 33 56
Some college 10 17
College graduate 9 15
Postgraduate work 1 2
Employment status
Full-time 9 15
Part-time 3 5
Unemployed 14 24
Retired 33 56
Family income ($)
Less than 40,000 40 68
40,000-70,000 12 20
More than 70,000 5 9
Unknown 2 3
Age (years)
28-39 2 3
40-49 7 12
50-59 20 34
60-69 15 26
70-79 13 22
80-89 2 3
Gender
Female 32 54
Male 27 46
Treatment
Chemotherapy only 23 39
Chemotherapy and radiation 36 61
Diagnostic procedures
Biopsy only 47 80
Surgery with removal of lobe 11 19
Wedge resection 1 1
N =59

three of the subjects (95%) performed below the norm for
sexual function (i.e., below the 50th percentile) at baseline. At
the second test point, one subject, who had functioned below
the norm at time one, scored above the 50th percentile at time
two but then reverted to below the norm at the third test point.
Two of the subjects (3%) functioned above the 50th percentile
at all three test points.

The majority of subjects were below the norm on the Af-
fects Balance Index of the DABS (measure of sense of well-
being or depressed mood) at each test point, with 65% below
the 50th percentile at baseline, 75% at time 2, and 62% at
time 3 (see Table 2).

The Bonferroni technique was used to analyze the change
in sexual function in the two treatment groups. Results
showed that sexual function decreased between baseline
and time two (month 2) of survey completion (confidence

interval = —2.09-10.78) as well as between baseline and time
three (month 4) of survey completion (confidence interval =
—3.85-10.04). The score between test points 2 and 3 had very
little difference (confidence interval = —5.71-5.81). Although
a definite trend toward a decrease in sexual function existed
over time, none of the sexual function score decreases was
statistically significant.

At baseline and time 2, the chemotherapy and radia-
tion therapy group scored higher on the DISF-SR than the
chemotherapy-only group. At time 3, the chemotherapy-only
group scored higher. No statistically significant differences in
sexual functioning between the two treatment groups existed
at the three test points.

Between baseline and time 2, scores on the Affects Bal-
ance Index decreased significantly just as they did between
baseline and time 3. Interestingly, between times 2 and 3 the
Affects Balance Index score increase slightly, although it was
not statistically significant. No statistically significant change
occurred in the subjects’ perception of social support among
any of the three time points.

To explore the extent to which age and gender affect sexu-
al functioning, three multiple linear regression models were
constructed on sexual functioning adjusted for treatment
across the three test points. Regression analysis between the
DISF-SR raw score and each predictor variable (treatment,
age, gender, mood, and social support) was performed. At
all three test points, age was a statistically significant fac-
tor affecting sexual function (p < 0.001, p < 0.001, and p =
0.03, respectively). Gender was not statistically significant
at baseline or time 3; however, it was significant at time
two (p = 0.029) (see Table 3), indicating that male subjects
tended to have more normal sexual functioning than their
female counterparts. Mood status was significantly related
to the subjects’ sexual function at baseline (p = 0.004) and
time 2 (p = 0.002) but not at time 3. Social support had no
significant effect on the patients’ sexual function at any of
the testing times; however, the possibility that it played some
significant role relative to the patients’ quality of life and,
thereby, indirectly affected sexual function seemed logi-
cal. To examine that supposition, the investigator regressed
mood status (Affects Balance Index score) on social support
and adjusted for age, gender, and treatment. Social support
positively affected mood status significantly (p = 0.003,
p <0.001, and p < 0.001, respectively) at all three test points
(see Table 4).

Table 2. Mood and Social Support Scores Over Time

_ Possible Actual
Score X SD Range Range Variance N
Affects Balance
Index
Time 1 46.42 1440 25-80 25-80 207.32 59
Time 2 43.08 13.80 25-80 25-78 19045 49
Time 3 4546 13.80 25-80 25-78 26220 41
Social Provisions
Scale
Time 1 79.88 941 1-100 64-96 88.59 59
Time 2 7823 1255 1-100 38-96 15746 48
Time 3 7887 1113 1-100 48-97 12385 39
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Table 3. Analysis of Sexual Functioning Factors Effect
Over Time

Affects
Balance
Patient Index Social
Variable Constant Treatment Age  Gender tscore Support
Time 1
t 0.939 1456  -4.096 1.625 3.047 0.029
p 0.352 0.151 0.000 0.110 0.004 0.822
Time 2
t 1.234 -0.001 -3.830 2.261 3.356 0173
p 0.224 0.999 0.000 0.029 0.002 0.864
Time 3
t 1.322 -0.058 -2.267 1.239 1213 -0.013
p 0.195 0.716 0.030 0.224 0.234 0.990
Discussion

The present study is the first reported research study with a
primary focus on the sexual function of individuals with lung
cancer. The longitudinal design identified the key factors that
affected sexual functioning in patients with lung cancer over
time. As previously noted, sexual function frequently declines
in people with cancer, especially as they experience treatment
(Alfonso et al., 1997; Burbie & Polinsky, 1992; Schover,
Montague, & Schain, 1993). The present study confirms a
trend toward worsening sexual functioning over time as pa-
tients undergo treatment. However, most subjects entered the
study with low sexual functioning according to their DISF-
SR scores, which may be a result of a negative psychological
response to the diagnosis itself.

No statistical difference existed between treatment groups
(chemotherapy only versus chemotherapy and radiation ther-
apy) relative to DISF-SR raw scores. The finding is similar to
Sarna’s (1993b) findings that symptom distress did not differ
significantly based on treatment status or type of lung cancer.

According to the DISF-SR scores, men being treated for
lung cancer tended to experience a more normal level of
sexual functioning than women; the finding was significant
at the two-month time period and may be the result of the
shock of hair loss, weight loss, and potential skin changes,
along with hot flashes, decreased libido, and vaginal atro-
phy experienced by women. At the four-month time period,
women may have become acclimated to the changes and
begun to adapt to a different body image. Speculation
regarding female sexual dysfunction while receiving
chemotherapy is tentative by necessity because, as Susman
(2001) explained, research on the subject generally is 20
years behind that of men.

A significant decrease in mood status was observed between
baseline and time 2 and baseline and time 3. Interestingly,
mood status actually increased slightly between times 2 and 3.
The finding may be because when people are diagnosed with
lung cancer, they immediately contemplate their demise, have
little hope, and plunge into despair. However, as treatment is
introduced that has the potential to prolong life, hope is resur-
rected, and help is afforded to adjust to the cancer diagnosis
(Bernhard & Ganz, 1991b).

Social support had no direct significant effect on the sexual
function of patients with lung cancer; however, it did have a

significantly positive effect on mood status at all three test
points and particularly at the four-month period. The result
supports findings from other studies that examined the effect
of social support on perceptions of psychological distress,
psychosocial adjustment, anxiety, and depression (Nort-
house, Dorris, & Charron-Moore, 1995; Quinn, Fontanna, &
Reznikoff, 1987). A significant relationship between mood
status and sexual functioning seems to suggest that a higher
level of social support affects sexual function in an indirect
manner.

One notable finding from the present study was that mood
status did affect sexual function. The better the mood, the
higher the patient tended to score on the DISF-SR. Because
many patients report depression and anxiety when diagnosed
with cancer, and those with more severe illness such as lung
cancer report even higher depression rates, healthcare profes-
sionals need to assess carefully for it. If depression is treated
proactively with therapy and antidepressants that tend not to
produce sexual side effects such as bupropion or escitalopram,
potential sexual dysfunction may be reduced and patients
can have a more satisfactory quality of life as they journey
through treatment.

Strengths and Limitations

The present study explored only the sexual function of
people being treated for lung cancer without examining other
psychosocial aspects (e.g., smoking behaviors, role activities
such as work, parenting responsibilities, financial issues) and
comorbidities. Consequently, more in-depth information was
gained relative to sexual function and what factors had an effect
on sexual function. Similar to previous reports in the literature,
social support and mood status were relevant factors and were
shown to affect sexual function directly and indirectly.

Sexual function, mood status, and social support were mea-
sured by self-report questionnaires, which are quite sensitive
when used to measure various sexuality parameters (Fransson
& Widmark, 1996). When given the opportunity for confiden-
tiality, people may be more truthful with sensitive issues such
as their sexual function and activity.

The study was not randomized and did not have a control
group. However, it was an exploratory, descriptive study
done to improve knowledge of sexual function in patients
with lung cancer. The study sample, although adequate with
power to detect changes, was small and is not generalizable
to the total population of patients with lung cancer; however,

Table 4. Analysis of Mood Status Effect Over Time
Using Affects Balance Index t Score?

Patient Social
Variable Constant Gender Age Treatment Support
Time 1
t -0.547 0.222 1.414 -1.209 3.165
p 0.587 0.825 0.163 0.232 0.003
Time 2
t -0.836 -1.254 2.159 0.146 4.027
p 0.408 0.216 0.036 0.884 0.000
Time 3
t —-2.493 0.331 1.360 0.012 5.347
p 0.018 0.743 0.183 0.991 0.000

@ Standarized score
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no other specific sexuality study currently exists with which
to compare the results.

Although almost an equal number of women and men par-
ticipated, the recruitment of minority subjects was less than
optimal. The study had no known gay or lesbian subjects.
Participants included only two African Americans, two His-
panics, and one Native American; all others were Caucasian.
Notably, then, the experiences of other cultures, races, and
sexual orientation need further exploration.

The personal nature of the study could limit the strength
of the findings because responses may have been biased by
reluctance to report sexual activity, as has been noted by other
investigators (Catania, Gibson, Chitwood, & Coates, 1990;
Schover et al., 1995). The standardized instrument used to
measure sexual function (DISF-SR) may not have been sensi-
tive enough to capture particular sexual issues of people with
cancer and, in particular, lung cancer. Those nuances could
have been realized by including a qualitative approach such
as interview, but that was beyond the scope of this study.
Moreover, although the DISF-SR instrument has been used
previously with patients with cancer, it does not have any
questions relating to intimacy within the relationship. The
DISF-SR asks how satisfied subjects are with their present
relationships but does little to realize factors other than the
physical aspects of sexual function.

Nursing Implications
Clinical

If nurses and therapists are aware that sexual functioning
may be decreased in patients with lung cancer even before
treatment begins, they can address and normalize possible
feelings of inadequacy. After the cancer diagnosis, but before
treatment begins, sexual desire may decrease as a result of
anxiety about survival. Those anxious feelings can overpower

patients or partners and lead to an emotional crisis. Nurses
and therapists can provide encouragement by explaining that
tumor response to chemotherapy and radiation therapy often
can minimize symptoms and improve physical performance.
Simply discussing sexuality, an important aspect of quality
of life, may give patients with lung cancer hope and increase
their sense of well-being. Future studies can examine the ef-
fect of treatment on sexual functioning in patients with lung
cancer over a longer period of time.

Research

The efficacy of a structured counseling program interven-
tion such as sexual rehabilitation counseling can be assessed
through randomized, controlled studies. Medical family thera-
pists or other healthcare providers can intervene at different
points in time to provide patients and partners information
regarding the effect of treatment on the phases of sexual
functioning. Further research also may create interventions ac-
cording to gender and age. Clearly, more research to develop
empirically supported interventions can enrich our knowledge
of which modes of psychosocial interventions are most effec-
tive and in which groups of patients.

Finally, the assessment of sexual functioning in people with
lung cancer suffers from a lack of reliable and valid instruments
appropriate for this particular population. This quantitative study
used a short, reliable, and valid questionnaire to assess sexual
functioning, but the instrument was not specific to individuals
with lung cancer. Future studies could incorporate a qualitative
section so patients and partners have a means to communicate
their concerns and needs using their own words.
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