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PREFACE

“Eroticism is assenting to life up to the point of death.”

— Georges Bataille

Serious illness often changes how people relate to their bodies, their partners, and them-
selves. In the context of incurable cancer, attention is understandably directed toward
treatment, symptoms, and survival. Yet alongside these concerns, the need for closeness,
touch, desire, and emotional connection does not disappear. Instead, it often becomes
more complex, fragile, and harder to express.

This project starts from the assumption that sexuality and intimacy are not separate from
life when illness is present, but remain part of it until the end. They are shaped by vulne-
rability, uncertainty, and shifting roles, but also by care, connection, and meaning. Addres-
sing these themes requires sensitivity, openness, and an approach that goes beyond
purely medical solutions.

As a design research project situated between healthcare and industrial design, this work
seeks to explore how design can contribute to this sensitive domain. Rather than aiming
to solve or standardize intimate experiences, the project takes an exploratory stance
toward how sexuality and intimacy are experienced and expressed in the context of incu-
rable illness. It is guided by respect for personal boundaries and by awareness of the emo-
tional and ethical complexity that characterizes palliative care.

This thesis does not claim to offer final answers. Instead, it presents a careful exploration of
how design might support people in staying connected to themselves and to each other,
even when life is marked by illness and uncertainty.



EXECUTIVE SUMMARY

Sexuality and intimacy remain important aspects of quality of life in the context of incura-
ble cancer and palliative care, yet they are often difficult to address within healthcare prac-
tice and intimate relationships. People with incurable cancer and their partners experience
changes in intimacy, communication, and relational balance, while support for these expe-
riences is often limited or primarily medically oriented. This graduation project explores how
design can sensitively support sexual well-being in palliative care.

The project was conducted as part of a broader research initiative at Erasmus Medical Center
and focused on translating qualitative research insights into a concrete design concept. A
combination of design research methods and qualitative healthcare research approaches,
including literature review and in-depth interviews, was used to explore the problem space.

The research identified two central relational mechanisms: autonomy and communication.
Partners often struggle to express personal needs without guilt, while commmunication about
intimacy becomes challenging due to emotional burden and shifting relational roles. These
insights informed the formulation of design opportunities and guided a broad exploration of
possible design directions.

Through a structured selection process, one concept direction was chosen for further deve-
lopment: the Pillow Partner. This concept consists of a pair of connected pillows that allow
partners to record and listen to intimate voice messages. It aims to support autonomy by
enabling control over timing and emotional exposure, and to support communication by
offering an indirect and less confrontational medium for sharing sensitive thoughts.

The concept was refined through expert interviews and exploratory user interviews, which
provided insights into emotional impact, usability, and contextual sensitivity. Key findings
emphasized the importance of a warm, non-medical and gender-neutral design, physical
comfort, and a sense of connection, while also revealing tensions between autonomy, simpli-
city, and relational responsibility.

Finally, implementation considerations were explored, focusing on low-threshold introduc-
tion, discretion, privacy, and the supportive role of healthcare professionals. Rather than
presenting a final solution, this project offers a grounded design concept and strategic direc-
tions for further development. It demonstrates how design can meaningfully contribute to
supporting communication and autonomy in intimate relationships affected by incurable
illness, while acknowledging the ethical and emotional complexity of this domain.



TERMINOLOGY

To support clarity and accessibility, this sec-
tion explains key terms and abbreviations
used throughout this thesis.

Sexuality

In this thesis, sexuality is used in line with the
World Health Organization (WHQ) definition.
It refers to a broad and multifaceted concept
that includes physical, emotional, relational,
and expressive aspects of human experi-
ence. Sexuality is not limited to sexual acts,
but also includes feelings of closeness, iden-
tity, desire, communication, and meaning.

Intimacy

Intimacy is treated as a component of sexua-
lity and refers specifically to emotional close-
ness, affectionate interaction, physical proxi-
mity, and relational connection between
people. In palliative care contexts, intimacy
is often used as a less explicit or more acces-
sible term when discussing sexual matters.
For this reason, the terms sexuality and inti-
macy sometimes appear together in inter-
views and materials. In the analysis, they are
treated as related but not identical concepts.

Contextmapping

Contextmapping is a design research
method used to explore people’s experien-
ces, emotions, and needs through reflective
and often creative tools. In this project, con-
textmapping supports the exploration of
sensitive topics that may be difficult to arti-
culate directly.

Palliative care

Palliative care refers to care aimed at impro-
ving quality of life for people with life-li-
miting or incurable illness and their loved
ones. It addresses physical, psychological,
social, and existential dimensions of well-
being, rather than focusing solely on curative
treatment.

Autonomy

Autonomy refers to the experience of acting
in line with one’s own values, needs, and
motivations, while remaining connected to
others.

Within intimate relationships, autonomy
does not mean independence, but rather
having a sense of choice and self-direction in
how needs and feelings are expressed.

Communication

Communication is used to describe both
verbal and non-verbal ways in which part-
ners share emotions, needs, boundaries, and
experiences. In this project, communication
is understood as a relational process that
can be emotionally sensitive and influenced
by context, illness, and power dynamics.

ROLES AND EXPERTISE

Sexologist

In this thesis, the term sexologist refers to
professionals with medical, psychological,
or therapeutic expertise related to sexuality,
intimacy, and sexual well-being.

Healthcare professional

Healthcare professional is used as an
umbrella term for medical specialists, nurses,
psychologists, and other care providers invol-
ved in palliative care.

ABBREVIATIONS

WHO - World Health Organization
SDT - Self-Determination Theory
EMC - Erasmus Medical Center

IDE - Industrial Design Engineering
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INTRODUCTION

INTRODUCTION

1.1 PROJECT INTRODUCTION
1.2 PROJECT GOAL & SCOPE
1.3 PROJECT APPROACH

1.4 POSITIONALITY STATEMENT

1.1 PROJECT INTRODUCTION

Sexuality is known to be an important con-
tributor to general well-being and quality
of life (Robinson & Molzahn, 2007; World
Health Organization: WHO, 2019). Although
literature about the needs for sexual well-
being of people with incurable cancer is
limited (Hjalmarsson & Lindroth, 2020), it is
clear that many people within this group
experience problems related to their sexu-
ality (Higgins & Hynes, 2018). In general
11-15% of the Dutch population is dissatis-
fied with their sex life (Seksuele Gezond-
heid in Nederland, 2017). Yet, a large Euro-
pean study conducted across six countries,
including the Netherlands, shows that 42%
of people with advanced cancer and 33%
of their partners report dissatisfaction with
their sex life (Matthys et al,, 2024). Even
after receiving a diagnosis of incurable
cancer, many individuals and their partners
continue to value sexuality as important
aspects of their lives, regardless of health
challenges (Wang et al., 2018). The need for
sexuality in this special phase does actu-
ally not decrease, however it does often
change (Kelemen et al.,, 2019).

Against this background, palliative care is
increasingly framed in a holistic manner,
in which care is not only aimed at physical
symptoms but also addresses psychologi-
cal, social, and existential domains (Over
leven tot het laatst, 2025). Recent initiatives
in palliative care specifically emphasize
the recognition of sexual well-being as a
topic of importance (Pal voor U, 2024). This
increased attention represents an impor-
tant shift from sexuality being largely over-
looked toward its recognition as a relevant
aspect of holistic palliative care.

At the same time, actual implementa-

tion in daily care practice remains limited.
Unfortunately, practice shows that this
change in ideology has difficulty finding
adaptation with care practitioners (Hjal-
marsson & Lindroth, 2020). Previous studies
seem to fail to provide a holistic approach

to sexuality that goes beyond the medi-
cal approach. Research in this area often
concentrates on patient groups with gen-
der-specific cancers that impact sexual
organs, such as breast cancer among
women or prostate cancer among men
(Matthys et al,, 2024; Offerman et al., 2025).
Studies that do acknowledge the multifa-
ceted nature of sexuality often describe
sexuality as embedded in emotional, rela-
tional, and contextual factors. However,
these studies tend to remain at a relatively
abstract level, focusing on general themes
or broad recommendations. As a result,
they offer limited guidance on how such
insights can be translated into concrete
forms of support within palliative care
practice (Donz et al,, 2024).

This project addresses two main gaps:

1. Alimited holistic understan-
ding of sexuality in the context
of incurable cancer, as existing
research often prioritises medi-
cal or functional aspects over
relational and emotional experi-
ences; and

2. alack of translation of these
insights into actionable support
solutions.

This project therefore combines context-
mapping to generate a holistic understan-
ding with iterative prototyping to trans-
late insights into a concrete supportive
concept.

1.2 PROJECT GOAL & SCOPE

Following the identified gap, research at
Erasmus Medical Center (EMC) was initi-
ated by project lead Evi Bakker to “better
understand the experiences and needs

of people with incurable cancer and their
partners regarding sexuality, relationships
and intimacy, and how these needs can be
best addressed.”



This report from the graduation project at
the Delft University of Technology forms
one design-focused part of the broader
EMC research program. While the main
EMC project aims to generate a deeper
understanding of lived experiences with
respect to sexuality in palliative care, this
graduation project combines independent
design research with qualitative methods
to both generate and interpret insights.
These insights are then translated into an
actionable design direction through itera-
tive design exploration. The central assign-
ment guiding this graduation project is:

“Design and develop a prototype

(physical, digital, or otherwise) to

support the sexual well-being of

people with incurable cancer and
their relatives.”

Within this scope, the project explores how
design can meaningfully support indivi-
duals and couples during the last phase

of life, and how sensitive insights from
gualitative research can be translated into
tangible forms. The project includes explo-
ring user experiences, generating concept
directions, iteratively refining a chosen
concept, and formulating strategic recom-
mendations for future development.

The project does not aim to test clinical
effectiveness. However, potential futu-
re application in healthcare settings is
left open, and insights gathered in this
project may contribute to later imple-
mentation.

1.3 PROJECT APPROACH

This project follows the Double Diamond
framework introduced by the British
Design Council (2005). This structured
method supports a thorough examina-
tion of the problem space and guides the
creation of solutions backed by evidence
(Humble, 2025). The model structures the
design process into four phases: Discover,
Define, Develop and Deliver (See Figure 1).
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The four phases are structured by alterna-

ting cycles of divergence and convergence.

While the framework provided the overall
structure, each phase was adapted to the
specific needs of researching sexuality in
the context of incurable cancer.

Discover — Understanding
experiences, needs and context

This phase used qualitative research
methods commonly applied in public
health and design. Semi-structured
in-depth interviews, contextmapping
techniques and sensitizing materials were
used to explore how people with incurable
cancer and their partners experience sexu-
ality. These methods were chosen because
they help reveal personal and emotional
experiences that are difficult to express
directly.

In parallel, expert and market-oriented

interviews were conducted with sexologists

and people with commmercial experience in
the industry of sexual wellness. These con-
versations provided insight into existing
support tools, current gaps in care, practi-
cal barriers to implementation and taboos
around sexuality and illness. Together,
these user and expert perspectives shaped
the understanding of the problem space
and informed the focus of the later design
brief.

Define — Synthesizing insights into a
clear design brief

Data from the interviews was analyzed
inductively and clustered into themes.
These themes were then triangulated with
findings from literature and expert inter-
views. This process led to a focused pro-
blem statement, a design goal and design
requirements that guided the rest of the
project.

Potential Directions

Discover Define

Project
brief

Image 1. Double diamond framework

Develop — Exploring and Refining the
Concept

To explore the design space and generate
a broad range of potential solutions, several
methods were combined. How Might

We gquestions were used to reframe the
themes into opportunity areas, followed

by a morphological chart to map functio-
nal possibilities and structure the design
space. Concept generation then emer-
ged from combinations within this chart,
resulting in eight initial concept directions.
A selection method (Harris profiles) was
applied to identify one concept for further
development.

This selected concept (the Pillow Partner)
was subsequently refined through two ite-
rative cycles. In Iteration 1, expert interviews
were conducted to examine feasibility and

Design
Brief

Design

Develop Deliver

Plan to
Execute

clarify relational and functional require-
ments. In Iteration 2, semi-structured user
interviews using simple prototypes pro-
vided insights into desirability, relational
meaning, and how well the concept sup-
ported autonomy and communication.

Deliver — Final refinement and
strategic recommendations

The final phase focuses on refining the
concept based on all insights and transla-
ting it into a clear concept proposal with
guidelines for implementation. In this step,
recordings and notes from earlier expert
interviews were re-analyzed to extract stra-
tegic insights about viability, adoption, and
integration within healthcare and commer-
cial ecosystems.

11



12

1.4 POSITIONALITY STATEMENT

My position in this project is shaped by my
background as an industrial design engi-

neer and by working within a public health
(Maatschappelijke Gezondheidszorg) research
environment. As a designer, | often work ite-
ratively, combine information early, and use
methods such as contextmapping that focus
on emotions, lived experience and imagined
futures. These tools support exploration of sen-
sitive topics, but they may also encourage early
attention to possibilities and solutions. | tried to
balance this by keeping the exploration broad,
delaying decisions, and grounding choices in
multiple forms of data.

Working in a public health context also made
me aware of the ethical and emotional sensi-
tivity of topics such as sexuality and incurable
illness. This required careful attention to power
dynamics during interviews and to supporting
participants’ comfort and sense of control.

| also recognize that my personal background
influences this work. As a white, heterosexual
man, my own experiences of sexuality, rela-
tionships and care differ from those of many
participants. This position may shape which
experiences feel more familiar to me and which
require conscious reflection. To address this, |
aimed to approach interviews openly, to listen
carefully to perspectives different from my own,
and to remain aware of how my position could
influence interpretation and design decisions.

My role as both researcher and designer cre-
ates a natural tension: | seek to understand
people's experiences while also translating
insights into design directions. By making my
process explicit and separating analysis from
ideation, | aimed to remain reflexive about how
my perspective shaped the project.

13
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2.4 THEMATIC SYNTHESIS
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This chapter provides an overview of the
existing literature relevant to sexuality in
the context of incurable cancer. Because
sexuality is shaped by biological, psycho-
logical, social, and cultural factors, under-
standing this topic requires insight into
both the conceptual foundations and the
lived experiences of patients and partners.
The literature reviewed here helps clarify
the relevance of addressing sexual well-
being in the palliative phase, identifies cur-
rent assumptions and taboos, and outlines
what is already known and what remains
unclear. With the literature reviewed, this
chapter further defines the scope of this
project and guides the direction of the
subsequent research activities.

2.1 CONCEPTUAL FRAMEWORK

Sexual well-being is a complex and mul-
tifaceted concept, and existing literature
shows considerable overlap and inconsis-
tency in the use of terms such as sexua-
lity, sexual health, and sexual well-being
(Edwards & Coleman, 2004; Giami, 2002;
Lorimer et al,, 2019). Rather than engaging
in an extensive definitional debate, this
project adopts a clear working definition to
provide conceptual clarity and consistency
for the design process.

In this project, sexual well-being is defined
as a state of physical, emotional, mental,
and social well-being in relation to sexua-
lity. This definition is grounded in the prin-
ciples of the World Health Organization’s
definition of sexual health (WHO, 2006),
which emphasizes well-being rather than
the absence of disease and highlights the
importance of respect, safety, pleasure, and
sexual rights. This shift away from a purely
medical perspective aligns with critiques
in recent literature, which note that sexual
health is still often approached primarily
through clinical or biomedical frameworks
(Douglas & Fenton, 2013; Mitchell et al,,
2021).

Sexual well-being, as used in this project,
refers to the extent to which individuals

are able to experience sexuality in ways
that are emotionally supportive, relatio-
nally meaningful, and aligned with their
personal values and needs, within the con-
straints of illness and care. This includes
intimacy, emotional closeness, communi-
cation about sexual or intimate needs, and
the ability to express or withhold sexual
desires without guilt or pressure. Such a
holistic and relational understanding of
sexual well-being is consistent with con-
temporary perspectives that frame sexu-
ality as embedded in everyday life, relati-
onships, and emotional experience rather
than isolated sexual function (Ozer et al,,
2022).

While this working definition is grounded
in established international guidelines and
supported by recent literature, it is impor-
tant to acknowledge that sexual well-being
cannot be reduced to a single universal
experience. Its meaning varies between
individuals and over time, shaped by per-
sonal values, lived experiences, relational
contexts, and self-reflection (Kromojahjo
et al,, 2025; Offerman et al., 2025). For this
reason, sexual well-being is approached in
this project as a subjective and relational
concept, rather than as a fixed or measura-
ble outcome.

This conceptual framing aligns with the
design focus of the project, which aims to
support autonomy and communication
within intimate relationships affected by
incurable illness.

2.2 CONTEXTUAL FRAMEWORK

Palliative care

This project is situated within the context
of oncology, where care is commonly dis-
tinguished between curative and palliative
approaches. While curative care aims to
treat disease and achieve recovery, pallia-
tive care focuses on alleviating symptoms
and improving quality of life for individu-
als living with serious illness (Fekete et al,,
2024).
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Rather than understanding palliative care
as a clearly bounded phase at the very end
of life, contemporary literature increasingly
describes it as a holistic and person-cen-
tred approach that can coexist with
disease-modifying or life-prolonging treat-
ments. Lynn and Adamson (2003) concep-
tualised this shift as a continuum of care, in
which the emphasis gradually moves from
curative intent toward symptom manage-
ment and supportive care. More recent
definitions similarly argue that palliative
care should begin when cure is no longer
feasible or when increasing vulnerability
indicates a growing need for supportive,
quality-of-life-oriented care (Palliatieve
zorg, 2025).

Importantly, not all non-curative treat-
ments should automatically be classified
as palliative. Fekete et al. (2024) argue that
interventions aimed at prolonging life
without curative intent should be distin-
guished from care that primarily seeks to
relieve suffering and enhance well-being.
This distinction helps prevent conceptual
ambiguity and clarifies the specific role of
palliative care within oncology.

In line with these perspectives, this project
adopts a holistic working definition of palli-
ative care that emphasises well-being and
symptom relief rather than cure. Palliative
care is understood as an approach that
aims to improve quality of life by addres-
sing physical, psychological, social, and
spiritual needs, while also recognising the
involvement of family and loved ones in
the care process (Higgins & Hynes, 2019;
Donz et al,, 2024).

This working definition provides the con-
textual foundation for the project and
clarifies the care setting in which the sub-
seqguent research and design activities are
situated. By framing palliative care as a
form of “total care” for both the individual
and their close relationships, the project
moves beyond a purely medical perspec-
tive and creates space to address intimate
and psychosocial aspects such as sexuality
and emotional connection.

18

Phases of palliative care

Palliative care is often associated with the
terminal phase of illness, particularly in
public perception (Nederlandse Zorgauto-
riteit, 2025). However, palliative care can be
understood as unfolding across multiple
phases, from early supportive care along-
side treatment, through terminal care, and
into aftercare for loved ones.

Figure 2 illustrates this temporal progres-
sion, showing how curative, palliative, and
aftercare approaches may overlap over
time. This representation helps clarify that
palliative care is not limited to the final
days of life, but can play a role earlier in the
illness trajectory.

2.3 THE HUMAN EXPERIENCE

Although there is a lot of research to find
about the complex biopsychosocial dri-
vers behind sexual & intimate behavior
(Malary et al., 2015; Meston & Buss, 2007),
these studies often provide rather general
insights. There is little research about the
more specific experience of sexuality focu-
sing on people confronted with incurable
diseases. (Benoot et al., 2017, Schmalz et al,,
2024; Traverse et al., 2025). The few studies
that do exist suggest that sexuality chan-
ges drastically for patients with incurable
cancer (Benoot et al,, 2017; Lemieux et al,,
2004). They even suggest that sexuality in
incurable diseases is more limited than in
curable diseases (Ananth et al., 2003).

These broader findings underline the need
to look more closely at the concrete chal-
lenges that patients with incurable cancer
face in their sexual lives. One important
area involves the physical changes caused
by cancer and its treatment. Physical chan-
ges that are linked to cancer include erec-
tile or orgasm problems, pain, or general
malaise (Leung et al., 2016). These changes
can have great impact on a patients sexual
well-being. Not just directly, but also by
causing mental changes such as decre-
ased sexual desire, impaired body image,
and a feeling of disembodiment (Benoot

et al,, 2017). Additionally, contextual con-
ditions such as immobility, a one person
hospital bed or a lack of privacy can form
challenging barriers to express sexuality
(Manne & Badr, 2008).

Despite these barriers, research indicates
that the level of importance placed upon
sexuality changes minimally with cancer,
but moreso the type of sexual expression
is likely subject to change (Lemieux et al,,
2004). Often there is a shift from physical
desire towards more emotional desires and
a need for deeper connection which can
be expressed by holding hands, hugging
and dancing (Cagle & Bolte, 2009; Higgins
& Hynes, 2019; Meer et al., 2025). Especi-
ally if the remaining time with loved ones
is limited, connecting intimately through
closeness and touch becomes even more
important (Higgins & Hynes, 2018).

These evolving forms of intimacy, especi-
ally when a disease like incurable cancer
introduces physical, emotional & con-
textual changes, are also shaped by how
couples respond to the illness together. As
a result, relationships can change in diffe-
rent ways. Where some couples grow apart
others find new ways to connect in their

Phase 1

Healthy

Curative

Prevention

relationship (Taylor, 2014). Couples who

are sexually active can better adapt to the
changes and find new ways to maintain
their intimacy (Macedo et al., 2019). This
characterization of sexually active partners,
emphasizes the relational importance of
sexual well-being. In fact the consequences
of cancer are not limited to the ill person
but can also affect the spousal relationship
(Matthys et al., 2024). Caregiving partners
may struggle with role changes, feel guilty
about sexual desires or fear hurting theill
person (Higgins, 2013).

Because these relational dynamics play
such a central role in how intimacy is main-
tained or disrupted, they underline the
need for adequate support from health-
care providers. They are in a key position

to recognize that during the end of life,
expressions of sexuality are interrupted

by the illness or its treatment (Macedo et
al.,, 2019). However, studies up until now
mainly highlights the barriers experienced
by healthcare professionals in addressing
the topic, including lack of skill, knowledge,
discomfort, and taboo (Donz et al., 2024;
Hjalmarsson & Lindroth, 2020; Wang et al.,
2018). In line with this a third of patients
with advanced cancer and partners reports

Phase 2 Phase 3

Palliative Care

Figure 2: Phases of palliative care and their relation to curative, palliative, and aftercare approaches over time.
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to experience unsatisfied care needs with
regards to sexual well-being (Van Roij et al.,
2022).

These unmet needs may be reinforced
since sexuality and intimacy remain difficult
topics to discuss, especially near the end of
life. Because both intimacy and dying are
often treated as taboo subjects, they tend
to receive little attention in clinical practice
and remain insufficiently studied (Donz et
al., 2024; Wang et al., 2018).

Such silence is further strengthened by
persistent societal myths about sexuality

in older or seriously ill individuals. It is a
common myth that the need for sexual
expression inevitably decreases with aging.
Similar to that, it is regularly assumed that ill
people are less interested in sexual intimacy
(Hjalmarsson & Lindroth, 2020; Hordern &
Currow, 2003; Leung et al., 2016). These mis-
conceptions also reflect the narrow way in
which sexuality is often understood, both

in society and in healthcare. Sexuality is fre-
quently viewed in a limited way, with emp-
hasis placed primarily on physical elements
and penetrative sex (Benoot et al,, 2017). This
contrasts with the World Health Organizati-
on’s much broader definition, which inclu-
des not only sexual activity but also gender
identities and roles, sexual orientation,
pleasure, intimacy, eroticism, and reproduc-
tive aspects (World Health Organization:
WHO, 2019).

In response to these challenges, several
interventions have been developed to help
healthcare professionals address sexual
well-being in this demographic group.
One well-known approach is the PLISSIT
model, which provides a structured way for
healthcare professionals to address sexual
concerns in a stepwise manner. A recent
thematic review found positive outcomes
associated with the use of this model, sug-
gesting it can be a helpful tool in practice
(Arends et al., 2024). However, the PLISSIT
model is primarily designed for application
within healthcare contexts, making it less
suited for use in the home environment
and limiting its broader implementation.
Moreover, the personal and complex nature

20

of sexual well-being means that no single
framework can fully capture the diverse
needs of individuals and couples, indicating
that there is still room for further develop-
ment in this area (Kromojahjo et al., 2025).

2.4 THEMATIC SYNTHESIS

Resulting from the literature review are the
following main themes:

1. Conceptual ambiguity and
individuality

The literature shows that sexual well-being
is a complex and highly individual concept.
Terms such as sexual health, sexuality and
sexual well-being, are often used interchan-
geably, which makes it difficult to establish
a single definition. While organizations like
the WHO describe sexual health broad as

a state of physical, emotional, mental, and
social well-being, the term is still regularly
approached from a medicalized perspec-
tive. Those who hold opposing views argue
that sexual well-being cannot be reduced
to this medicalized view. Instead, they pro-
pose sexual well-being heavily depends

on personal values, life experiences, and
cultural background. This suggests that
any approach to sexual well-being should
recognize its subjective and evolving nature,
rather than trying to create one universal
model.

2. Holistic yet fragmented care

Palliative care aims to support patients
holistically across physical, psychological,
social, and spiritual dimensions. Sexuality
and sexual well-being cut across multiple
of these dimensions, as they relate to bodily
comfort, emotional experience, relational
connection, and meaning-making. Howe-
ver, despite this cross-cutting relevance,
sexuality and sexual well-being receive limi-
ted explicit attention in palliative care prac-
tice. They are often treated as taboo topics
or regarded as less relevant toward the end
of life. This reveals a gap between the holis-
tic ideals of palliative care and the fragmen-
ted way in which care is often delivered in
practice.

3. Shifting intimacy and relational
adaptation

When people face incurable cancer, their
experience of sexuality changes. Physical
symptoms such as pain or fatigue can limit
sexual activity, but emotional closeness
often becomes even more important. Many
couples shift from more classical expressi-
ons of sexuality (such as penetrative or oral
sex) towards more intimate forms of con-
nection, such as holding hands or simply
being close. Some couples grow apart,
while others develop new ways of inti-
macy. These findings suggest that sexual
well-being in palliative contexts is not only
about more traditional conceptualizations
of sexual activity, but also about maintai-
ning emotional connection.

4. Communication and care barriers

Healthcare professionals play an important
role in supporting patients’ well-being, but
many feel uncomfortable or unprepared to
talk about sexuality due to barriers such as
limited knowledge, time pressure, or fear
of saying the wrong thing. At the same
time, ill people and their partners often
find sexuality difficult to discuss them-
selves, due to embarrassment, guilt, or
uncertainty about whether such topics are
appropriate in care settings. This mutual
hesitation means that intimacy-related
needs frequently remain unaddressed,
reflecting not only practical barriers but
also broader cultural taboos around sexua-
lity and death.

2.5 RELEVANGE & IDENTIFIED
DESIGN GAPS

The literature review highlights why atten-
tion to sexuality in the palliative phase is
not only important, but fundamentally dif-
ferent from non-palliative contexts. People
nearing the end of life face a double taboo:
the taboo surrounding death and the
taboo surrounding sexuality. This combi-
nation makes conversations about sexual
well-being even more difficult and contri-
butes to the persistent assumption that

sexuality becomes irrelevant when some-
one is older, seriously ill, or approaching
death. However, existing research contra-
dicts these assumptions. In the general
Dutch population, 11-15% report dissatis-
faction with their sex life (Seksuele Gezond-
heid in Nederland, 2017), whereas 42% of
people with advanced cancer and 33% of
their partners are dissatisfied (Matthys et
al., 2024). Sexual problems are among the
six most common issues in Dutch patients
with advanced cancer (Verder leven met
of na kanker, hoe is dat voor jou?, 2024),
and one third of patients and partners
experience unmet care needs regarding
sexual well-being (Van Roij et al., 2022).
These findings show that sexuality remains
meaningful in the palliative phase, even
though its expression may change.

This contrast between societal assumpti-
ons and the lived experiences of patients
and partners reveals important design
gaps. First, there is little comprehensive
insight into what support for sexual well-
being currently exists. While many publica-
tions discuss the importance of sexuality in
palliative care, they do not map the availa-
ble tools, interventions, or resources in a
systematic way. For designers, understan-
ding the existing landscape is essential to
avoid duplication and to identify opportu-
nities for innovation. Therefore, this project
includes a market analysis to clarify what
is currently offered and where structural
gaps remain.

Second, the literature shows that experien-
ces and needs related to sexuality in incu-
rable cancer are still poorly understood.
Many studies focus only on genital cancers,
approach sexuality from a purely medical
perspective, or examine only the view-
points of patients and healthcare professi-
onals, thereby often overlooking partners
and relational dynamics. Because sexual
well-being in the palliative phase is shaped
by physical decline, emotional closeness,
shifting relational roles, and existential
concerns, a more nuanced understanding
is required. To design an outcome that is
truly meaningful, desirable, and grounded
in real needs, this project will therefore
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conduct interviews with patients and their
partners to gain insight into their lived
experiences.

Together, these two gaps demonstrate the
relevance of this project: the double taboo
surrounding death and sexuality leads to
unmet needs that existing frameworks

do not yet address. By exploring both the
organizational landscape and the human
experience, this research aims to generate
knowledge that can support better, more
holistic care and inform the design of inter-
ventions that genuinely matter at the end
of life.
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MARKET RESEARCH

3.1 PHASE 1- DESK RE
3.2 PHASE 2 - EXPERT VAL

3.3 PHASE 1&2 - CONCLUSION

The objective of this chapter is to map the
current market of support tools for sexual
well-being and to identify potential gaps
and opportunities through expert valida-
tion. To achieve this objective, the study was
designed in two consecutive phases. Phase
1 focused on desk research to systematically
collect and categorize publicly available

information on existing sexual support tools.

Phase 2 aimed to validate and refine the
findings from Phase 1 through consultations
with field experts, enabling a more com-
prehensive understanding of the market
and the identification of overlooked areas or
emerging opportunities.

3.1PHASE 1- DESK RESEARCH

PHASE 1- METHODOLOGY

To approach the research objective the
boundaries were kept broad. Limiting the
study to sexual support within the specific
context of palliative care for people with
incurable cancer would likely exclude a sig-
nificant amount of relevant information. Exi-
sting support for sexual well-being is rarely
developed exclusively for palliative care and
is often situated in broader healthcare, rela-
tional, or consumer contexts. Broadening
the scope of the market analysis therefore
allows for a more comprehensive under-
standing of current strategies, while still
enabling reflection on their relevance for
palliative settings.

Phase one of the market analysis consis-
ted of desk research to collect and analyse
secondary data that was publicly available.
Data was gathered through targeted online
searches across websites of retailers, online
platforms, forums, and relevant articles.
Search terms included combinations of key-
words related to sexual well-being, intimacy,

relationships, illness, and emotional support.

The aim was to identify a broad range of exi-
sting products and services rather than to
be exhaustive. The collected data was syn-
thesised into a schematic overview repre-
senting different categories.

In the overview, the different categories

were further described based on two diffe-
rent aspects. The first aspect was the type of
palliative care to which the sexual support
might be applicable (curative & palliative
care, terminal palliative care, and aftercare).
The second aspect was who the sexual sup-
port would be aimed at (patient, partner,
and healthcare professional).

PHASE 1 - RESULTS

The desk research identified a variety of
sexual support tools, including physical,
conversational, contextual, audiovisual,
explorative, and medical interventions.
These findings were summarized in an over-
viewproviding a visual representation of the
findings.

PHASE 1 - DISCUSSION

The desk research provided a preliminary
overview of sexual support tools, revealing a
diverse range across several categories but
also suggesting preliminary gaps, particu-
larly in partner-focused support and contex-
tual interventions. As the data relied solely
on publicly available sources, it may not
capture all practical applications or expert
perspectives. The synthesized overview,
however, offered a structured foundation for
Phase 2, enabling expert validation and the
identification of additional insights beyond
the initial categories.

3.2 PHASE 2 - EXPERT VALIDATION

Building on this preliminary mapping,
Phase 2 focused on expert validation to
refine the categories, verify their relevance,
and uncover broader perspectives on the
market for sexual support tools.

PHASE 2 - METHODOLOGY

In the second phase of the research, the
overview from the desk research in phase
one was presented to people conside-

red experts in the field of sexual support.
Recruitment of experts was done through
personal networks of the research team.
The different fields of expertise included
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medical sexologists, psychological sexo-
logists, sex and relationship coaches,
commercial pharmaceutical companies,
and commercial sexual device retailer
(see Table 1). Each expert participant was
anonymized and coded as expert (E1-E10).

The initial overview of sexual support cate-

Expert Expertise Form of data

El Medical sexologist | In-person interview

E2 Psychological In-person interview
sexologist

E3.E4 Commercial In-person interview
company medicine

E5 Psychological Textual feedback
sexologist

E6 Medical sexologist | Textual feedback

E7 Sex and Textual feedback
relationships coach

ES8 Psychological Textual feedback
sexologist

E9.E10 Commercial Digital interview
company Sex aids

Table 1: Experts that participated in phase 2

gories, that was synthesized from desk
research in phase one, served a dual pur-
pose in the design of phase two. The initial
purpose was to collect content-related
feedback and validation on the overview. A
second aim of the overview was to facilitate
expert feedback and expert discussions to
provide broader insights.

Data in the second phase was collected

in three main ways: written responses via
email, in-person interviews, and digital
interviews. While no formal questionnaire
was prepared, the interviews followed a
semi-structured format in which discussi-
ons were guided by the overview of prede-
fined market support categories. This over-
view structured the feedback process.

Content-related feedback from notes and
textual emails was collected and imple-
mented directly into a new overview
throughout the data collection. By doing
so, the overview evolved over time and was
constantly adapted to provide broad feed-
back and the desired validation.

To uncover themes in the data collected

26

from the expert feedback in phase two

of the market analysis, a brief qualitative
thematic analysis was done. The conver-
sational notes and textual emails were
summarized, clustered, and structured into
themes. To support this process, Figma
was used as the primary workspace due to
its flexibility in visual organization.

PHASE 2 - RESULTS

Categories identified

The expert validation provided content-re-
lated insights which suggested a recon-
sideration of the names (see Figure 3) of
certain categories to more considerate
names. “Physical sex toys” was replaced

by “sexual devices" and “explorative tools”
was replaced by “informative/educational
tools” to be more inclusive. An additional
category was created for sexual care since
many experts saw fit for this. Content-rela-
ted feedback was also provided in the form
of practical examples to make categories
more complete. These examples were
mainly aimed at general information sour-
ces such as “sickandsex.nl” and “seks en
zorg podcast”.Lastly some medical termi-
nology was corrected, for example Viagra
was explained to be a brand rather than
the underlying chemical Sildenafil (PDE-5
blocker).

1. CONVERSATIONAL TOOLS

This category consists of

tools developed and used

to initiate the conversation

about sexuality. Theoreti-

cal frameworks such as the

PLISSIT model and ISEP-tool are often used
in more practical translations such as “Roze
olifant”, Onder4Ogen and IntiME. Practi-
cally these toolkits often consist of some-
what guided sessions with workbooks, card
games, or visual materials. These conversa-
tional tools are almost always aimed at the
healthcare providers to inform, educate or
initiate the conversation.

CONVERSATIONAL TOOL

Tools aimed at professionals to
suppot the conversation about
sexual wellbeing partner

SEXUAL DEVICES

Physical toys intended to either
increase pleasure, or alleviate

AUDIOVISUAL STIMULI

Erotically tinted audio and visual
stimuli, aimed at patient and

CONTEXT INTERVENTIONS

Almed at overcoming contextual

SEXUAL CARE

Sexual workers that specifically
specialize in providing services
in medical context

challenges that prevent
intimacy or sexual expression

INFORMATION & EDUCATION MEDICATION

Websites, social platforms or
therapy that provide relevant
discomfort information or lessons about

Sildenafil, estrogen or
testosteron-therapy aimed at
erictile disfunction or vaginal

dryness

Figure 3: Market analysis synthesization after conversations with experts

2. SEXUAL DEVICES

Physical sex toys are per-

haps the most popular

tool related to sexua-

lity. These toys include

Masturbators, lubricant, erection pump,
prostate stimulator, cock ring, ohnut (to
prevent deep penetration), strap-on devi-
ces, sleeves, sex pillows, sensory tools (like
feathers) and many more. Although the
value of these tools is often promoted by
medical sexologists, the tools are almost
rarely covered by insurance, which forms a
financial barrier for patients. Even though
this category is so large, it is difficult to
categorize these toys based on their pur-
pose since this is very personal. For one
person a sex pillow could primarily be used
to alleviate some discomfort where for the
other person the same pillow could be
used to increase pleasure. This category
in the context of people with incurable
cancer is primarily aimed at patient and
partner.

3. EROTIC AUDIOVISUAL

STIMULI

Erotic media such as audio

or visual stimuli are often

associated with porno-

graphy and all of its stereotypes. Other
types of audiovisual stimuli do however
exist. Audio stories (Audiopodesires &
Dipsea), or sensitive female friendly porno
are great examples. Even in elder care
homes a projector (Qwiek-up) is used to
project these types of erotic stimuli on the
ceiling of private patient rooms. Although
this category can be used by anyone,

this project considers the tool mostly for
patient (and partner).

4. INFORMATIVE & EDUCA-

TIONAL TOOLS

Informative or educatio-

nal tools are often in the

frontline of support for sexual well-being.
Informative initiatives such as SickAndSex
(website) help inform patients and part-
ners about their situation. It can help, break

27



taboos, feel acknowledged and provide
relevant tips and tricks. SickAndSex for
example published an overview of sexual
disfunction that might be the result of
certain medicine and their side effects.
Besides information there is also a relati-
vely new media of educational apps that
provide support in learning about one’s
sexuality. A well known psychological
approach to (re)discovering sexuality and
intimacy is the sensate focus therapy. This
approach sex therapy technique deve-
loped by Masters and Johnson involves
touching exercises to help individuals and
couples improve communication, reduce
sexual anxiety, and deepen connection by
focusing on the experience of touch rather
than performance or goal-oriented sexual
activity.

5. CONTEXT INTERVENTIONS

As mentioned, contex-

tual changes such as a

one person bed in a hos-

pice or the lack of privacy

in a hospital can pose barriers for sexual
expression. The “koppelbed” is a recent
initiative that allows relatives or partners
to be together in the last phase of life.
Privacy facilities in hospitals or clear com-
munication about private hours are other
examples of interventions. It is important
to note that these interventions are not
solely meant to facilitate coitus sexual acts,
but are perhaps more so meant to provide
physical and mental connection which

is in line with our working definition of
well-being.

6. MEDICATION

This category was not

the most prominent in

palliative care, but in

the general support for

sexual well-being it is a well-known cate-
gory. Medication typically serves two pur-
poses in this context. The first is vaginal
dryness and the second is erectile function.
Vaginal dryness in the palliative care phase
would likely be treated with local estrogens
since in this medical situation possible side
effects are valued less important. Erectile
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function is often treated with sildenafil or
PDE-5 inhibitors. In the palliative phase

of people with incurable cancer, medica-
tion is viewed with different perspectives
by experts Some considered it medically
inappropriate in the late stages, as it can be
quite invasive, while others viewed it as sui-
table for palliative care, since possible side
effects can be seen as more appropriate
considering the meaningful goal at that
stage.

7. SEXUAL CARE

When people think of

sex and problems it is

often associated with

sex workers. However,

in the professional context of healthcare it
is often considered a taboo. However, sur-
rogate partners are an example of sex wor-
kers that specifically focus on people with
sexually supportive needs. Flekszorg is
similar but focusses on people with specific
disabilities. In the context of palliative care,
this type of support would most likely be
aimed at the patient.

Themes identified from expert
feedback

Five themes emerged from the analysis
of expert feedback. These themes are not
directly tied to specific sexual support
tools in the market but instead reflect the
experts’ broader perspectives on sexuality,
healthcare practices, and the commercial
landscape.

1. SEXUALITY IS UNDERVALUED IN HEALTHCARE
Sexuality remains an undervalued aspect
of healthcare. Sexual support tools are
often not covered by insurance forming a
barrier for ill people to access care. Many
people with incurable cancer experience
unmet needs because sexual well-being is
rarely addressed openly by professionals.
This lack of attention reflects a slow cultu-
ral change within healthcare institutions,
where sexuality is still seen as a sensitive
or secondary issue. Recognizing sexual
needs as part of holistic care is essential
for improving quality of life and reducing
frustration among people with incurable
cancer. It is also considered that acknow-
ledging sexual needs and frustration can
reduce the number of uncomfortable care
situations where for example disabled or
elder people in care facilities show unwan-
ted sexual related behavior towards staff.

“There is absolutely too little recog-
nition of sexual needs in healthcare
in general. Luckily this change is
starting to take place, but such a
cultural change is very slow and
takes a lot of time.” (EO2)

2. SEXUAL CARE IS INCONSISTENTLY EMBED-
DED IN HEALTHCARE SYSTEMS

Sexual care is inconsistently embedded

in healthcare systems, creating unequal
experiences for patients and providers. The
lack of clear norms and guidelines often
leads to barriers in access, privacy, and
practical implementation. Even when faci-
lities for privacy exist, they are frequently
limited by unhelpful or uncomfortable pro-
cedures, such as having to request access
in public spaces. This inconsistency reflects
how cultural and institutional differences

shape sexual care practices. Moreover, the
recognition of sexual needs among health-
care professionals often depends on perso-
nal attitudes and experiences rather than
shared professional standards. As one par-
ticipant observed,

“Privacy facilities are very different
per location. If there are private
facilities these are often still met
with very unpractical barriers. Think
about having to reserve a room or
having to ask for a key at a public
desk while everyone can hear it”
(EO2)

while another expert noted,

‘It is interesting that the acknow-
ledgement of sexual needs among
healthcare providers is also very
personal.” (EO3)

3. BROADENING SEXUAL PRACTICES AND
EXPECTATIONS BEYOND PENETRATION

This theme highlights the different ways
in which sexuality can be experienced.
Currently the cultural conceptualization of
sex is often through PIV (penis in vagina).
However, the potential of sexual experi-
ences goes beyond this normative con-
ceptualization. Especially when medical
conditions limit the sexual possibilities,
the redefinement of sexuality beyond PIV
sex, can help. Sensate focus is a sex the-
rapy which implements this and is gai-
ning popularity. The sensate focus aims

to shift the focus of sex from performance
and orgasm driven, towards more sensual
arousal. Although the redefining of sexu-
ality after a limiting intervention occurred
can offer great relief in some cases it is also
met with challenges. Expectations should
be tempered and gradual constructive
approaches are important to avoid disap-
pointment and people stop attempting.
In the context of palliative care with an
approaching death and a sense of time
running out, this gradual approach can be
very difficult to prioritize.
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“For example oral sex could be an
alternative for PIV sex, but some
cultures do not approve it, causing
people to find it dirty which can
make adaptation to new forms of
sexuality very difficult” (EO]1)

4. INDIVIDUAL NATURE OF SEXUALITY

Although the normative conceptualization
of sexuality is often considered PIV sex, it
can still be experienced and expressed in
many ways unique to the individual. Cul-
ture and past experiences can shape these
unigue individual perspectives. The tailored
nature of care itself and the route a patient
has traveled deepens this complexity of an
individual's extremely personal situation
and needs. This naturally asks for sexual
support that is tailored to the specific situa-
tion and needs of the ill person. Completely
personalized support is economically and
practically difficult to realize, resulting in

a selection being made often benefiting
individuals best at navigating the health-
care system and individuals best at expres-
sing a sexual support need.

“These sexual support interventions
are not for everyone. There has to be
a desire and a need expressed. If a
patient is throwing up from chemo,
this is probably the last thing you
are waiting for.” (EQT)

5. ROLE OF PARTNER IS UNRECOGNIZED IN
SEXUAL SUPPORT

The relational dimension of sexual wellness
is underrecognized in healthcare. Health-
care is aimed at a patient and this individu-
alistic approach is not always sensitive to
the relational dimension of sexuality. Often
partners of ill people take on a caring role
for. This role can place a strain on partners
and intimacy in the relationship affecting
the ill person as well. The new caring role of
a partner in addition to the primary focus
of support on the ill person makes that
partners are often unrecognized in their
needs.
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“It is quite strange that healthcare
is traditionally taught and aimed at
the individual patient when sex is
often in context of a relationship”
(EO2)

PHASE 2 - DISCUSSION

The results from the study provide a rich
and comprehensive overview that sheds
light on the different categories of sexual
support available. Interestingly, there
seemed to be consensus that the first line
of care should be communication focused.
Some sexologists with psychological back-
ground expressed that sexologists with
medical background would prioritize medi-
cation over communication. It turned out
that actually all sexologists with medical
backgrounds prioritized communication as
a first line of care in sexual wellness.

Opposing this consensus, seemingly oppo-
sing themes were also described. Theme

2 (inconsistent care implementation) and
theme 4 (individual nature of sexuality)
seem to conflict with eachother since
standardization and customization can be
considered opposite ideas. Different expert
perspectives were also found elsewhere.
For example, disagreement among experts
arose regarding the visualization. Some
experts agreed with the suggestion that
some support categories are more suitable
for palliative phases of care than others.
Yet, others completely disagreed with this
and noted that every type of care should
be considered in every stage. The different
perspectives included in the interviews
provide a diverse base for the overview and
additionally provide the overview with a
certain level of validation.

However, the study shows potential for
more academic rigor as interviews were
not recorded. The inclusion of full interview
transcripts could have strengthened the
study’s methodological rigor and facilitated
greater transparency and replicability in
the analytical process.

Experts in the field of sexuality can be dif-
ficult to reach, that is why all experts were
contacted and recruited for the study
through the personal networks of rese-
archers involved in the project. Although
this did help to find enough experts, this
approach may have limited the representa-
tiveness of the sample for the entire sexual
support system.

Since the experts did not always have the
time and availability for an interview, some
of them provided feedback over email. The
four experts that provided feedback via
email, mostly focused on small content-re-
lated elements of the generated overview
draft. Although this content-related feed-
back is valuable, the six experts who pro-
vided interviews were able to go beyond
the overview. They shared more nuanced
perspectives on sexuality, healthcare, and
experiences. Perhaps if all data was col-
lected through the form of interviews, this
would add to the depth of the results. On
the other hand, doing so could result in a
more narrow focus in the resulting insights.

Additionally, setting the scope for the
market analysis to sexual support in gene-
ral did help to foster a holistic approach. On
the other hand, setting the scope broad-
made it difficult to draw conclusions on
how the categories are experienced speci-
fically in the context of palliative care and
incurable cancer. Also, trying to describe
support categories based on their intended
user arbitrary and conflicting results.

Lastly, the goal of the study was not to pro-
vide quantitative insights into the effective-
ness of certain types of sexual support. This

qualitative study focused on the objective
to generate a comprehensive overview of
the support available. That does however
mean that with the resulting overview, it
remains difficult to draw conclusions on
the implementational success of the dif-
ferent support categories. A more quan-
titative benchmark study providing these
results could be interesting to get an even
better understanding of how the different
support categories are used in practice.

3.3 PHASE 1 & 2 - CONGLUSION

This study set out to map the current
market of support tools for sexual well-
being and to identify possible gaps and
opportunities based on expert validation.
The findings show that the market for
sexual support is diverse but fragmented,
with limited integration into healthcare
systems and a strong presence of commer-
cially driven products. While a wide range
of tools exists from educational and con-
versational materials to medical and con-
textual interventions experts emphasized
that sexuality is still undervalued in health-
care, and sexual care is inconsistently
embedded in practice. They highlighted
the need for broader definitions of sexuality
beyond penetrative sex, more attention to
the role of partners, and sexual care that

is sensitive to the individual's needs. These
insights point to opportunities for design
and innovation in creating more holistic,
inclusive, and person-centered sexual sup-
port solutions.
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4.4 DISCUSSION

4.5 CONCLUSION

4.1 AIM

The second main gap identified in the
literature review is the lack of information
about the needs and desires of people
with incurable cancer and their partners
in the domain of sexuality. In an attempt
to fill this gap and provide relevant design
insights, a qualitative interview study is
conducted.

This study aims to explore how people with
incurable cancer and their partners expe-
rience intimacy and sexual well-being, and
how best they can be supported in this
area.

4.2 METHODOLOGY

Study design

This study used a qualitative design with
semi-structured, in-depth interviews to
explore experiences, needs, and wishes
related to sexuality, relationships, and inti-
macy in the last phase of life. The goal was
to better understand how people with
incurable cancer and their partners expe-
rience intimacy and sexual well-being, and
how they can be supported in this area.

Interviews were conducted individually

or as couples, depending on participants’
preferences. They could take place face-to-
face or online, and the location was chosen
by the participant (for example, at Eras-
mus MC or at home). Interviews followed

a semi-structured topic list that included
the meaning of intimacy, experiences and
needs, and wishes for support.

At the beginning of each session, a visual
representation of the research team’s
working definition of intimacy and sexu-
ality was presented. It has to be noted
that the term intimacy was additionally
used because of the lesser explicit nature
of the word. By doing so the respondent
had a choice of what vocabulary to use,
so that the interviewees could adapt their
language. The visual illustrated the broad

and multifaceted nature of the two con-
cepts, ranging from physical touch and
sexual activity to emotional closeness and
communication. Introducing this repre-
sentation is meant to help participants
understand that “intimacy” and “sexua-
lity" are not limited to physical or sexual
acts, but include emotional connection,
trust, and non-verbal affection. It serves to
create a safe and inclusive atmosphere and
encourage participants to share experien-
ces that resonate with their own personal
definitions.

To help participants express their thoughts
more easily, contextmapping was used
during the interviews. This technique,
developed in design research, invites parti-
cipants to share their experiences through
visual and reflective tools such as drawing
a timeline. This exercise supports associa-
tive thinking and helps reveal underlying
needs and emotions. Because sexuality
can be a sensitive topic, this approach was
expected to make conversations more
open and reflective. Building upon the
methodology, contextmapping was con-
cretely implemented in three ways with
the aim to gradually immerse participants
into their lived experiences and make
abstract emotions more tangible and dis-
cussable in the interview.

1.SENSITIZING BOOKLET

Prior to the interview, each participant
received a sensitizing booklet (appendix
C) designed to encourage reflection on
their daily life, emotions, and relationships.
The booklet included small open-ended
prompts, writing tasks, and visual exerci-
ses (“what does intimacy mean to you?”,
“Could you take pictures of things that
you associate with intimacy throughout
two days?"). Completing the booklet over
several days helped participants to become
more aware of their own experiences and
made it easier to articulate sensitive fee-
lings during the interview session.
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2. EXPLORING PRESENT, PAST AND FUTURE
The topic list (Appendix C) used for the
interviews, implemented a conversation
technique that initially asks about the
present and the current situation, where
people are asked to share concrete and
familiar experiences to build trust. Then the
technique asks the respondent to reflect
on the past to provide storytelling that
reveals deeper values and patterns. Finally,
the technique transitions to the future,
encouraging respondents to imagine pos-
sibilities grounded in their lived experien-
ces. The idea behind this technique is that
it eases cognitive effort, builds confidence,
and stimulates creativity by moving from
concrete experiences to imaginative thin-
king. Because the last step in the sequence
transitions to the future, which could be
considered insensitive to ask incurably ill
people, this was reshaped into asking res-
pondents to directly imagine possibilities
without constraints.

3. CREATING TANGIBLE OBJECT

To externalize thoughts, emotions, and
insights, a tangible timeline was created
during the interview. This artefact served
as a conversational bridge, allowing parti-
cipants to speak freely and where desired
through the object and thereby access
deeper, more personal layers of meaning.
In practice one of researchers that conduc-
ted the interview was in charge of creating
the timeline to allow the participant to
speak freely as much as possible.

Together, these three components aimed
to implement contextmapping into the
interview sessions ensuring these sessions
were both sensitive to the participants and
rich in insights and unmet needs.

Participants & recruitment

The study included adult patients with
incurable cancer and their partners. To
take part in the study, participants had to
meet specific criteria. Patients had to have
incurable cancer, meaning that no cura-
tive treatment options were available and
only life-prolonging or palliative treatment
was possible. Partners could either be the

current partner of someone with incurable
cancer or a bereaved partner of someone
who had died of cancer. People were not
eligible to participate if they were younger
than 18, unable to provide written infor-
med consent, or unable to read and speak
Dutch.

Participants were recruited through palli-
ative care networks, patient organizations,
and personal networks. Stakeholder orga-
nizations were asked to share information
about the study in their newsletters, on
websites, through social media, and by
using leaflets. People who were interested
in taking part could contact the research
team by email. After contacting the resear-
chers, they received an information letter
by email. When participants confirmed
their willingness to take part, an interview
was scheduled. Depending on participants’
preferences, interviews were conducted
either face-to-face or online. Informed
consent was provided digitally before
interviews using LimeSurvey or physically
by signing a printed informed consent
form before the start of the session. Before
each interview, respondents were asked to
complete an online survey to collect back-
ground information.

Data collection

Data for this study was collected through
audio recorded interviews with people with
incurable cancer and their partners. During
the interviews, participants created a visu-
alization of their experiences, by drawing a
timeline on paper.

Data analysis & procedure

All interviews were audio-recorded and
transcribed verbatim. The transcripts,
together with relevant materials such as
visual artefacts (timelines), were thema-
tically analyzed using Atlas. An inductive
approach was used for coding, keeping
the initial codes close to the participants’
words in the open coding. The analysis
focused on identifying meaningful patterns
and themes across all types of participant
input.

4.3 RESULTS

Two individual interviews were conduc-
ted with partners of people with incurable
cancer. The two interviewed both identified
as woman. The analysis of the transcripts
in Atlas.ti generated over 400 open codes.
These codes were grouped into five main
themes and 13 subthemes, capturing

key patterns in participants’' experiences,
needs, and perspectives regarding inti-
macy and sexual well-being in the last
phase of life (see Figure 4).

Topic Main themes

Redefining sexuality
& intimacy

Sexual and intimacy related
experiences, needs and
desires for people with

incurable cancer and their
partners

] N

Figure 4: Resulting thematic coding tree from analysis

Lack of recognition
for the partner

Challenges with
communication and
information

Transition of
relational roles

Coping, meaning
and recovery of
recognition

Sub-themes

Sexuality after illness

Intimacy as substitute or new form

Unfulfilled needs among caregiving partner

Lack of recognition within the relationship

Lack of recognition within the healthcare system

Lack of recognition within the social environment

Communication problems within the relationship

Communication & information problems with
healthcare providers

/1N /N /N

Communicative awkwardness in social situations

Transition from partner to caregiver
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1. Redefining sexuality & intimacy

1.1 SEXUALITY AFTER ILLNESS

The ill partner in the relationship is directly
affected by the disease and its curative, pal-
liative, or life-prolonging treatments. These
interventions have physical, emotional, and
contextual consequences. Physically, part-
ners described fatigue, pain, malaise, and
sexual side effects such as erectile difficul-
ties. One caregiving partner noted:

“We were told that the hormone
injections would reduce the size of
his penis, but he can't even find it
anymore.” (P0O2)

Emotionally, treatment led to changes in
mood, self-image, and confidence, with
some ill partners struggling with feelings
of inadequacy. Contextual impacts were
also significant, as daily life became more
restricted due to reduced mobility and
energy. As one participant expressed:

“*Our world has become so much
smaller, | never thought | would
enjoy a 50m walk through the
forest as much as | do now.” (P0O2)

These combined changes often resulted

in a substantial reduction (or complete
loss) of sexual desire among the ill partner.
Caregiving partners described how this
absence of desire made the ill partner feel
guilty or distressed, while at the same time
limited opportunities for sexual expression
within the relationship. This imbalance in
needs and desires could lead to tension or
emotional strain for both partners.

1.2 INTIMACY AS SUBSTITUTE OR NEW FORM

Participants saw sex and intimacy as two
very separate things. Expressions of sexu-
ality beyond penetration or oral sex were
often labeled as ‘intimate’. These ‘intimate’
expressions were suggested as alternative,
substitute or new form of connecting and
included dancing, hugging, kissing, deep
conversations, symbolic expressions, and
caregiving moments. These forms of ‘inti-
macy’ were mentioned as potential ways

of connecting, and it was even suggested
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by one of the participants that the heavy
emotional nature of topics such as death
helped intensify their intimate relationship.
As one noted:

“The love has always been there,
but perhaps now we go deeper into
conversations. We didn’t have those
conversations about death when
we were 40." (PO1)

However, one of the participants speci-
fically mentioned that although these
moments of ‘intimacy’ are valued, they
should not be presented into the relati-
onship with the intent to replace more
classical forms of sex:

“You can't downplay sex and place
it in a line with 10 forms of intimacy.
It is big and important.” (PO2)

1.3 UNFULFILLED (SEXUAL AND INTIMATE)
NEEDS AMONG CAREGIVING PARTNERS

Where ill partners seemed to have reduced
needs for sexual interactions, the caregi-
ving partners expressed to still have simi-
lar needs as before the disease entered
their relationship. The lack of initiative from
the ill partner was said to make it difficult
for the caregiving partner to satisfy these
needs without feeling as though they are a
burden to the ill partner. These unfulfilled
needs were very personal. They could be
purely sexual with the focus on (oral) sex
and masturbation, but could also be more
‘intimate’ with the focus on gentle touch,
hugging, and verbal communication.
Attempts of the ill partner to fulfill these
needs without feeling the needs personally
were labeled by the caregiving partner

as unauthentic causing them to lack any
effect. In time this disbalance in needs and
reluctance to keep taking initiative was
suggested to result in a shortage of legi-
timate sexual (or ‘intimate’) moments for
caregiving partners.

“I'am thinking of looking at sex
work to fulfill my sexual needs in dif-
ferent ways” (PO])

2. Lack of recognition for the
caregiving partner

2.1 LACK OF RECOGNITION WITHIN THE
RELATIONSHIP

The ill partner does not feel the sexual desi-
res anymore as they once were. The caregi-
ving partner still has similar sexual desires
as before the disease was introduced, but
these cannot be met by the ill partner. This
leads to the partner feeling as though their
needs are not recognized anymore in the
relationship. Not just with regards to sexual
needs the caregiving partner feels as if the
focus is on the needs and life of the ill part-
ner, also with regards to attention in gene-
ral the caregiving partner feels as if every-
thing is focused on the ill partner. One of
the participants noted:

“A disease makes the patient selfish
inaway." (PO2)

This “selfish” behavior can lead to the care-
giving partner feeling less recognized and
feeling unseen in the relationship.

2.2 LACK OF PARTNER RECOGNITION WITHIN
THE HEALTHCARE SYSTEM

Looking at the healthcare system, there is
too little recognition of the caregiving part-
ner in the relationship. Caregiving partners
themselves mentioned experiencing the
healthcare system as if their perspective
was insufficiently taken into consideration.
They describe feeling as a ‘shadow patient’.
As one of the participants described:

“The main focus is that he is sick
and what that means to him, but
that is not asked to me. No-one asks
me what this means to me.” (POI1)

Healthcare is mainly focused on the needs
of anill individual. This makes it difficult
for caregiving partners to fulfill their own
needs for support and care.

2.3 LACK OF RECOGNITION WITHIN THE SOCIAL
ENVIRONMENT

Caregiving partners of people with incura-

ble cancer show a need for feeling under-
stood. However, the situation of incurable
cancer that couples find themselves in,

is a very personal situation. The personal
nature of sexuality adds to this individuality
and makes it even more difficult to under-
stand. Although friends and family may
try to understand the effect and pain of
the situation, caregiving partners expres-
sed that they feel as though they are not
understood. They claim that their situation
is so specific, that it becomes hard to share
this in social situations.

My mom believes she has experi-
ence and that she understands me,
because my dad died from cancer
too. She thinks she gets me but
that is her pain and sorrow.” (PO1)

This feeling of not being able to share
experiences was strengthened by the idea
that the ill partner is the rightful center

of attention and that caregiving partners
should not complain.

The socially isolating situation can in

fact result in the couple growing closer
together. There were also notions of care-
giving partners not wanting to share

their problems with ill partners to prevent
unwanted stress. In general these barri-
ers can cause situations where caregiving
partners, despite feeling the need to share
their stories, are afraid to do so with friends,
family and even their partner. They are
scared of being a burden to them by doing
so and fear they won't understand, leading
to situations where partners can feel very
isolated.

3. Challenges with communication
and information provision

3.1 COMMUNICATION PROBLEMS WITHIN THE
RELATIONSHIP

Communication within the relationship
can change drastically by the introduc-
tion of the disease. Effects from treatment
can for example lead to a more agitated
personality. This agitation was often direc-
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ted towards the caregiving partners in
the relationship. One of the participants
mentioned:

‘As a partner | am the easy place for
him to vent his anger and frustrati-
ons, but he knows that it is safe with
me.” (PO2)

From the perspective of the caregiving
partner a big barrier was described in com-
munication about their sexual needs. Care-
giving partners mentioned that ill partners
had strongly reduced sexual and intimate
needs (if any). Burdening the ill partner
and confronting them with what their
inability to perform or feel anything was
too painful. Therefore the topic of sexuality
and desires associated with it were rarely
communicated:

‘I don't want to confront him with
my desires. He doesn't feel anything
and that makes him feel very guilty
so | rather don't confront him with
that.” (PO2)

3.2 Communication & information
problems with healthcare providers

Communicative frustration between
couples and healthcare providers was
expressed. Mostly with regards to the lack
of information that prepared for sexual
conseguences of treatment. This lack of
preparation was not related to the volume
of information, but more so to the contents
of the information. Booklets and websites
that were suggested often only provided
very vague or euphemistic information
about the consequences of the disease
and treatment. This makes choosing the
right treatment or preparation for the con-
seguences very difficult. As one participant
noted:

“I don't need 20 booklets, | would
have wanted honest information,
instead of saying it is possible that
you will have erection problems...
They should write it as it is!” (P0O2)
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Although the idea of protecting a couple
from confronting information was found
reasonable, the need for honesty and con-
crete language was emphasized. The eup-
hemized communication style also resul-
ted in participants feeling unrecognized
in their situation. One of the participants
mentioned:

“If at least the communication
would be truthful about side effects
then patients and their partners
would at least be recognized in
their difficult situation.” (PO2)

3.3 COMMUNICATIVE AWKWARDNESS IN
SOCIAL SITUATIONS

The introduction of the disease and treat-
ment was said to lead to communicative
awkward situation in public social situa-
tions. The ill partner for example became
more irritable after treatment. This was not
only directed towards the caregiving part-
ner, but also towards friends and family in
public situations. It was said that the seve-
rity of the topic makes it difficult for friends
to find the right way to communicate
about it which often lead to confronting
situations. Additionally caregiving partners
often felt like they needed to protect the

ill partner from awkward public situations.
For example one participant mentioned
the difficulty of cognitive side effects in
social situations:

“It's easier when we're together
with just each other. If there's other
people, | feel like he can't be left
alone because he'll repeat himself
10 times.” (P0O2)

Another complex situation occurred
when caregiving partner felt the need to
communicate the severity of the situa-
tion with others while the ill partner only
shared a euphemized version of the expe-
rience situation. As one of the participants
mentioned:

“I would like the children to have
a better understanding of how il
their father is, but you can't force it

on them” (PO1)

Caregiving partners expressed that they
do not want to speak for the ill partner,

but find it difficult when the ill partner lies
about the situation. Especially because the
impact on their own life is so severe. The
situation was said to make communication
about the disease and the severity of it dif-
ficult. Not merely towards friends, parents,
and children, but also towards healthcare
professionals.

4. Transition of relational roles

4.1 TRANSITION FROM PARTNER TO CAREGIVER
An important transition in roles made
within the relationships, was mentioned
multiple times. One partner transitions into
a care demanding role, becoming perhaps
more selfish and consequently while the
other partner turned into a care providing
role, taking on the caring tasks. This transi-

tion in roles was described to be voluntarily:

“| care for him and | can and want
to" (PO1)

The shift in roles was even described to
serve as a form of intimacy:

‘Cleaning his catheter in a way can
be very intimate as well." (P0O2)

However, it was also described as proble-
matic when setting boundaries became
difficult. At some point in time the care
started to feel like an obligation and
replaced affectionate expressions of sexua-
lity. One of the participants mentioned the
following:

“Loving someone is not always the
same as caring for someone” (PO1)

4.2 LOSS OF EQUALITY IN RELATIONSHIP
Lastly, an important impact of this shift in
roles that was mentioned, was the conse-
guence that relational equality is lost. Even
though true equality in a relationship is
practically impossible to establish, loss of it
was repeatedly mentioned by participants.

It was described that the ill partner in the
relationship can have a very demanding
effect on the caregiving partner, whose
caregiving role can feel all-consuming. One
participant mentioned:

‘It feels like | always step into the life
of the patient and never get to live
my own life anymore. Everything
revolves around the patient” (PO1)

In this situation the ill partner determines
the pace, space, and topics discussed while
the caregiving partner has to constantly
adapt. This loss of autonomy also reflected
on the sexuality in the relationship:

“Pleasure is also more focused
on him instead of me, it has also
become one-way traffic” (PO]1)

All of a sudden the ill partner is faced with
a loss in sexual or intimate desires. Since
everything revolves around the ill partner
this often means that the caregiving part-
ner does not dare to act upon their desires
and no longer initiates sexual contact. This
loss of autonomy goes beyond the sexual
expressions of the couple. Caregiving part-
ners mentioned that self-pleasure through
masturbation or the idea of sex-work to
satisfy their needs was accompanied by a
lot of guilt. One participant mentioned:

“In the moment it is nice, it is a way
to vent my emotions, but after-
wards | am always so sad because it
is not together with him.” (P0O2)

5. Coping strategies and uncertainty
5.1 COPING STRATEGIES

Several coping strategies to deal with the
situation were repeatedly mentioned. Dis-
traction was often found through activities
such as arts, sports or meditation. Addi-
tionally small out of home activities were
mentioned as the only moments where
the disease could be forgotten. However,

it was also noted that since the body is the
medium of the disease it is always confron-
tationally present. The difficulty with these
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out of home activities do make one start to
appreciate the little things more. The situ-
ation is also often received with a sense of
(perhaps false) realism. Participants noted
multiple times that:

“It could have been so much worse.”
(POT)

Although this might be true in some cases,
it shows a reaction which seems to con-
tradict the need for prioritization of own
desires.

5.2 THE UNCERTAINTY OF THE FUTURE

The idea of the future was often mentioned
in combination with a lot of uncertainty.
Especially with regards to how long the
current situation would still last. Preferen-
ces of it ending sooner rather than later,
were expressed. Since it is so difficult to
prepare for the future, the idea of it was
associated with a lot of stress. The idea of
having to deal with the current situation
was so confronting for one of the respon-
dents that she mentioned:

“Perhaps the best solution would
be if | get a hormone therapy too,
or a pill that takes away all my desi-
res. Then at least we feel the same.”
(PO2)

4.4 DISCUSSION

The interview study provided rich and
nuanced insights into how partners of
people with incurable cancer experience
intimacy, sexuality, and relational transi-
tions in the last phase of life. Despite the
small sample size, the depth and emotio-
nal openness of the conversations resul-
ted in themes that closely align with the
study'’s aim of uncovering lived experien-
ces and unmet needs. The methodologi-
cal choice to integrate contextmapping
techniques appears to have contributed
meaningfully to this depth. In particular,
the sensitizing booklet likely enabled par-
ticipants to reflect prior to the interview,
resulting in detailed narratives and con-
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crete examples supporting the analysis.
The emergent themes were identifiable
across both interviews, suggesting a cer-
tain level of thematic consistency despite
the limited dataset.

At the same time, several methodological
limitations must be acknowledged. First,
only two interviews were conducted, both
with female partners of male patients. This
creates a gendered and heteronormative
perspective and limits the representative-
ness of the findings. Additionally, one of
the participants lived in a long distance
relationship, introducing a relational dyna-
mic that differs from cohabitating couples.
While this uniqueness generated valuable
insights, it also reduces comparability bet-
ween cases. Additionally recruitment took
place exclusively via Facebook, which may
have introduced self-selection bias; partici-
pants willing to speak publicly about sexu-
ality and illness may differ systematically
from those who are less comfortable or less
digitally connected.

Furthermore, no interviews were conduc-
ted with ill partners themselves, despite
the study’s aim to investigate the experien-
ces of both ill and caregiving partners .. As
a result, the findings primarily reflect the
partner perspective, especially regarding
unmet needs, relational imbalance, and
the emotional burden of caregiving. Alt-
hough these insights are highly valuable,
given that partner perspectives are often
understudied, the absence of interviews
with ill partners makes it difficult to fully
explore relational dynamics from both
sides.

Despite these limitations, the interviews
provide an important step in understan-
ding the complex and often overlooked
experiences surrounding intimacy and
sexuality in the context of incurable cancer.
They highlight the need for partner-inclu-
sive care, open and honest communica-
tion, and support that accommodates both
emotional and sexual dimensions of relati-
onships at the end of life.

4.5 CONCLUSION

The interview study set out to explore how
people with incurable cancer and their
partners experience sexual well-being, and
how they believe they can best be suppor-
ted. Although only two partners were inter-
viewed, the results reveal a compelling pic-
ture of the relational, emotional, and sexual
challenges couples face in the last phase of
life. Participants described profound shifts
in desire, relational roles and communica-
tion. These shifts often led to unmet needs,
emotional isolation, and a sense of unre-
cognition within both the relationship and
the healthcare system.

The themes highlight several key gaps in
current palliative care practice. Partners
feel overlooked and communication about
treatment consequences is often euphe-
mistic rather than honest and concrete.
Furthermore, the transition from partner
to caregiver restructures relational equality
in ways that deeply impact intimacy and
sexual connection. These findings unders-
core the necessity of partner-inclusive
approaches to sexual well-being, clearer
communication about expected changes,
and interventions that help couples navi-
gate shifting roles and desires.
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DISCOVER

TRIANGULATION

9.1 AIM

9.1 AIM

The aim of this chapter is to integrate the
findings from the literature review, market
analysis, and interview study in order to
identify overarching themes that charac-
terize the problem space of sexual well-
being in the context of incurable cancer.
While the previous chapters explored the
topic through separate studies, each with
its own focus and methodology, this chap-
ter brings these perspectives together to
form an integrated understanding that will
guide the subsequent design directions.

9.2 INTEGRATION METHOD

To synthesize the findings across the three
studies, an affinity mapping process was
used. Themes from the literature review
and market analysis were translated into
individual post-its, while for the interview
study the more fine-grained sub-themes
were used in order to maintain nuance. All
post-its were imported into Figma, where
they were grouped step by step based on
their similarities in meaning and content.
This visual grouping process enabled the
identification of shared patterns across the
datasets and facilitated the development
of higher-order themes.

To maintain transparency in how each
main theme was constructed, a triangu-
lation table was created (see Table 2). This
table systematically indicates which study
contributed to which overarching theme,
supporting traceability and strengthening
the validity of the synthesis.

0.3 RESULTS

In the affinity mapping, 26 themes were
clustered into seven overarching themes.
The following seven overarching themes
were identified.

1. TABOOS AND COMMUNICATION BARRI-

ERS: OBSTACLES TO OPEN DIALOGUE AND
CONNECTION

Communicative barriers are both mentio-
ned in literature and interviews. Literature
highlights cultural taboos with regards to
the topics of sexuality and death. Additio-
nally, literature also reveals certain stigmas
and stereotypes that surface when the two
topics meet. For example, it isa com-mon
myth that the need for sexual expres--
sion inevitably decreases with aging.
Simi-lar to that, it is regularly assumed
that ill people are less interested in sexual
intima-cy. These stigmas support the
taboos around the topic and prevent open
communication.

OVERARCHING THEME
1.Tabboos and communication barriers

SOURCE IN WHICH THEME APPEARED
Literature review, Interviews

9.2 INTEGRATION METHOD

2.Loss of equality and autonomy Interviews

6.3 RESULTS

3.Unrecognition partner Market analysis, Interviews

4.Shift in sexuality Literature review, Interviews

5.4 DISCUSSION

5.Sexuality undervalued in healthcare Literature review, Market analysis

6.Too much focus on penetration Literature review, Market analysis

9.5 CONCLUSION

7.Individualistic nature of sexuality Literature review, Market analysis

Table 2: Resulting triangulation table of affinity clustering
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These stigmas support the taboos
around the topic and prevent open
communication.

The barriers to open dialogue and connec-
tion was confirmed by the interview study.
It highlighted problems with open com-
munication in relational, social, and health-
care settings. In relational settings com-
municative barriers revolve around trouble
with expressing needs and not wanting

to confront the other person in the relati-
onship. In social context communicative
barriers revolve around not being able to
communicate the severity of the extre-
mely individual situation to others and not
wanting to burden friends and family too
much. In the context of healthcare, com-
municative frustration was mostly expres-
sed in the way information was being eup-
hemized and insensitive to the true needs
of the couple. These taboos and communi-
cative barriers can lead to a sense of isola-
tion for both partners.

2.LOSS OF RELATIONAL EQUALITY AND A
LOSING SENSE OF AUTONOMY.

The introduction of incurable cancer in the
lives of people often comes with a change
in relational roles. Both the literature
review and interview study described that
the transition from partner to patient is
accompanied by a transition from partner
to caregiver. In these new relational roles
the ill person can become selfish in the
sense that they take up a lot of attention.
The two participants both mentioned this
feeling that everything revolves around
the ill person and that the relationship has
become one-directional.

The loss of relational equality is reflected on
the sexuality of the individuals involved in
the relationship. Sexual desires that caregi-
ving partners may feel were not expressed
with the fear of burdening or confronting
the ill partner. Even solo attempts to satisfy
these needs in different ways are often met
with a feeling of guilt towards the partner.

The sense of losing autonomy over desires
and loss of autonomy over life seem to be
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consequences of an incriesed relational
inequality. Worries about the uncertain
future that are presented by the disease
and complexity of palliative care, appear to
support this loss of autonomy, as it beco-
mes difficult to couples and individuals to
plan and dream beyond the disease.

3.UNRECOGNITION OF CAREGIVING PARTNERS.
Expert interviews from the market analysis
revealed frustrations about the unrecogni-
zed significance of the relational nature of
sexuality. Healthcare is taught and desig-
ned to focus on the individual patient. By
doing so healthcare is rather insensitive to
the experiences and needs of the patient’s
partner. Especially in the context of sexu-
ality and palliative care these needs of
caregiving partners are suggested to be of
great importance.

The feeling of caregiving partners being
unrecognized in their situation goes
beyond the shortcomings of the health-
care systemn but also prevails within the
couples' relationship. As theme one high-
lighted the shift in roles within the relati-
onship makes it hard to prioritize the needs
of the caregiving partner.

Additionally, in social situations friends
and family are also not always able to pro-
vide the partner with a feeling of being
recognized. The complex individuality of
both sexuality and palliative care can make
experiences difficult to relate to for friends
and family. The idea that others will not
understand their situation adds to the
sense of isolation experienced and expres-
sed in interviews with partners.

This theme is closely related to the com-
municative barriers that are mentioned

in theme one, but differentiates itself in

its focus on the emotional isolation and
unrecognized needs of the caregiving
partner, both within healthcare settings,
the relationship and social settings. It hig-
hlights how the caregiving partner’s expe-
riences and needs, are often overlooked,
contributing to their sense of isolation and
frustration.

4. SHIFT IN SEXUALITY AND SHIFT IN NEEDS.
The physical, emotional and contextual
effects of the disease are felt deeply in
sexuality and the relationship. The stu-
dies conducted show that the direct
physical and emotional effects have large
impact on the sexuality and desires of the
ill person. Physical sexual ability is often
greatly reduced by the disease and treat-
ments. Emotional effects such as reduced
sexual needs are also mentioned. This tran-
sition into a new state of limited physical
and reduced emotional needs for sexuality,
can be difficult to adapt to for the ill person
but also for the partner. Adapting to a new
form of sexuality as a couple and balan-
cing sexual needs can be very challenging.
Especially when caregiving partners expe-
rience unchanged sexual needs that are
similar as the time before the disease was
introduced into the relationship.

This unbalance that is described in mul-
tiple of the conducted studies can have
many implications and links this theme
closely to the loss of equal relationships
described in theme 2.

5. SEXUALITY IS UNDERVALUED IN HEALTH-
CARE AND IMPLEMENTED INCONSISTENTLY.
This theme highlights how sexuality is
currently considered to be undervalued

in healthcare. Although a small change in
culture is said to be taking place, the speed
and size of it are constantly being critiqued
by pointing out the taboos on sexuality still
present in healthcare.

Palliative care aims to support patients
holistically across physical, psychological,
social, and spiritual dimensions. However,
sexuality and sexual well-being are rarely
included in this holistic model. Although
the ideology of palliative care emphasizes
“total care,” sexual well-being is often tre-
ated as a taboo topic or seen as less rele-
vant at the end of life. This shows a gap
between the ideals of holistic care and the
fragmented way it is often practiced.

Although a biopsychosocial model is
widely adopted among sexologist to
approach sexuality in The Netherlands,
sexual care implementation is still very
fragmented lacking the desired standardi-
zation. The type of sexual support received
by an ill person is still very dependent on
the hospital, nursing home or practitioner
involved. Additionally, literature shows that
physical complaints are often prioritized in
healthcare, which suggests that the mul-
tifaceted definition of sexuality is not com-
pletely being adapted across the different
lines of healthcare.

Lastly sexual care is categorized as care
that does not qualify to be covered by insu-
rance. This demonstrates the disadvanta-
ged position sexual care currently hasin
the healthcare system and highlights the
need for recognition.

6. TOO MUCH FOCUS ON PENETRATION.

The stereotypical conceptualization of sex
focuses heavily on penetration. Literature
and expert interviews both highlight the
potential of sexuality to move beyond the
focus on penetration. Sex therapy tech-
niques such as sensate focus could help
couples to shift the focus from goal-orien-
ted sex to the sensory experiences of touch
often.

Although literature presents a broad defi-
nition of sexuality that includes sensory
experiences beyond penetration, the inter-
view study suggested a clear distinction
between sex and intimacy. Expressions of
sexuality in the form of kissing, cuddling,
holding hands, dancing or intellectual dis-
course are primarily labelled as acts asso-
ciated with intimacy. Masturbation, oral
satisfaction or sex with penetration were
labelled as sex. When making this distinc-
tion sex and intimacy are often not valued
the same. It is however important to notice
that to some people the idea of redefining
sexuality to a broader definition that inclu-
des acts labelled as intimate, can be expe-
rienced as an infringement attempting to
replace their desire for acts labelled as sex.
Therefore, the quest to explore the poten-
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tial of redefining sex should be pursued

with care. Truly seeing the concept as an
addition instead of a replacement could
help in the acceptance by couples.

The context of palliative care makes a tran-
sition in sexuality quite difficult. Incremen-
tal change and expectation management
are suggested by experts and literature to
facilitate the shift. Yet, with limited time
and an approaching death these aspects
are difficult to prioritize.

7. INDIVIDUALISTIC NATURE OF SEXUALITY.
This theme highlights the individualistic
and evolving nature of sexuality found in
both literature and the study on market
analysis. Consequently, sexual well-being

is a highly individual concept that makes
standardized sexual healthcare very diffi-
cult. Regardless of the difficult implications
that personalized care may bring with it
solutions should still aim to be considerate
and sensitive towards the different ideas of
sexuality individuals may have.

Taking that into consideration, single
sexual support will interventions will not
be able to help everyone. Especially within
the group of people dealing with incura-
ble cancer and their careging partners.

To some, sex may be the last thing they
want to think about. In contrast, with the
approaching end of life, others may want
to answer their desires for closeness, belon-
ging, or spirituality through expressions of
sexuality.

9.4 DISCUSSION

The triangulation process brought together
insights from the literature review, market
analysis, and interview study in order to
obtain a more holistic understanding of
sexuality and intimacy in the context of
incurable cancer. While this synthesis pro-
duced meaningful overarching themes,
the process also required a substantial level
of abstraction. This abstraction is inherent
to affinity mapping: clustering highly con-
textual, nuanced sub-themes into broader
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categories inevitably simplifies the data.
Although this step is necessary to reveal
structure across studies, it also introduces
interpretative subjectivity. The resulting
theme structure therefore reflects not only
the data itself but also the researcher’s
analytical reasoning.

Another methodological challenge con-
cerns the considerable conceptual overlap
between themes. Issues such as commu-
nication, relational equality, and partner
recognition are deeply interconnected,
both theoretically and in practice. During
analysis, some sub-themes naturally con-
tributed to more than one overarching
theme. In these cases, the sub-themes
were deliberately placed in multiple clus-
ters when they served different conceptual
functions. This decision allowed important
nuances to remain visible rather than for-
cing artificial separations for the sake of
thematic neatness.

A third point of reflection concerns how
different sources were weighed. Throug-
hout the process, an effort was made to
treat the three studies equally and avoid
privileging one method or perspective
over another. Nonetheless, the nature of
the datasets required careful handling: the
literature and experts offered broader sys-
temic views, while the interviews provided
deep but highly personal accounts from
only two participants.

Finally, the triangulation demonstrates that
although the seven overarching themes
are analytically distinct, they remain closely
interconnected. Communication barri-

ers, emotional isolation, shifts in relational
roles, and the undervaluation of sexuality

in healthcare form a web of mutually rein-
forcing phenomena. Rather than viewing
these themes as isolated findings, they
should be understood as elements of a
complex relational and systemic landscape.
This complexity is central to the problem
space and must be carried forward into the
design phase.

5.5 CONCLUSION

The triangulation of the three studies
resulted in seven overarching themes

that together provide a coherent and
integrated understanding of the challen-
ges surrounding sexuality and intimacy

in the context of incurable cancer. While
the abstraction required for this synthesis
introduces some subjectivity, the analysis
demonstrates a strong convergence across
literature, expert perspectives, and partner
experiences.

The themes show that sexuality remains
undervalued and inconsistently addres-
sed in healthcare; that communication is
limited by taboos, euphemized language,
and emotional barriers; that partners often
feel unrecognized across relational, social,
and healthcare settings; and that sexua-
lity undergoes significant shifts due to the
physical, emotional, and contextual impact
of illness. At the same time, the results
emphasize the relational and individual
nature of sexual well-being, revealing the
need for personalized and partner-inclu-
sive approaches.

Importantly, the synthesis also illustrates
that several of the identified issues such

as the undervaluation of sexuality, limited
training of professionals, and lack of stan-
dardized practices are systemic in nature.
These structural blind spots cannot be
resolved by a single design intervention.
Instead, the design work that follows will
focus on helping people with incurable
cancer and partners navigate these syste-
mic constraints, limit their impact, and find
meaningful forms of connection within the
realities of the current context.

Despite the interconnectedness of the
themes, the triangulation offers a struc-
tured view of the problem space that can
help guide the next design steps. The inte-
grated insights provide a solid foundation
for developing interventions that are sen-
sitive to relational dynamics, acknowledge
the individuality of sexual expression, and
support couples in living with and through
the limitations imposed by both illness and
the healthcare system.
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DESIGN DIRECTIONS

6.1AIM

6.2 TRIANGULATION DESIGN DIRECTIONS
6.3 NARROWING DESIGN DIRECTIONS
6.4 SELECTED DESIGN FOCUS

6.5 DISCUSSION

6.6 CONLUSION

6.1AIM

The aim of this chapter is twofold. First, it
explains how the overarching themes iden-
tified in the triangulation analysis (Chapter
5) are translated into actionable design
directions. Rather than reinterpreting or
expanding on these themes, this chapter
demonstrates how they inform design
thinking by indicating where and how
design can meaningfully intervene.

Second, this chapter justifies the selection
of a focused design direction for the sub-
sequent concept development phase. Alt-
hough multiple design directions emerged
from the research, pursuing all of them
simultaneously would limit depth and cla-
rity in the design process.

Because the triangulated themes and their
underlying insights have already been dis-
cussed in detail in Chapter 5, this chapter
does not revisit each theme extensively.
Instead, it uses selected examples to illus-
trate the translation from research findings
to design focus, while maintaining a clear
and traceable link to the empirical data.

6.2 FROM TRIANGULATION THE-
MES T0 DESIGN DIRECTIONS

The translation from triangulation themes
to design directions followed a systematic
and transparent process. Because the se-
ven overarching themes already provided a
clear and structured understanding of the
problem space, the goal in this phase was
not to reinvent or reinterpret these themes,
but to recast them into more actionable,
design-oriented statements.

For each triangulation theme, the under-
lying need, tension, or challenge was iden-
tified. These elements were then reformu-
lated into a design direction by shifting
the analytical focus from describing the
problem to indicating how design could
respond to it. This meant emphasizing
aspects such as support, facilitation, adap-
tation, or empowerment, while keeping

the original meaning of the theme intact.

Because the triangulation themes are
strongly interconnected, overlaps between
design directions were unavoidable and
were deliberately maintained. Rather than
forcing themes into isolated categories,
this approach preserves the complexity of
the problem space and ensures that each
direction remains traceable to the rese-
arch. The full set of seven design directions
resulting from this process is included in
Appendix D. In this chapter, two directions
are discussed as illustrative examples, as
they later form the core focus of the design
phase.

1. Support Open Communication:
Overcoming Taboos and Communica-
tion Barriers

Designing interventions focused on redu-
cing the taboos surrounding sensitive
topics like sexuality and death, and foste-
ring open dialogue in relational, social and
healthcare settings. This direction empha-
sizes tools that promote communication
between partners, but also with friends,
family and healthcare providers, aiming
to reduce isolation. It should be nuanced
however that this design direction does
not aim to completely eliminate taboos
surrounding sexuality and death. This
direction moreso aims to provide individu-
als that need to communicate and con-
nect, the appropriate tools to do so.

2. Supporting Sexual and Relational
Autonomy: Addressing the Loss of
Equality in the Relationship

This design direction focuses on suppor-
ting partners and couples in situations
where incurable cancer has disrupted rela-
tional balance and reduced the autonomy
of one or both partners. It addresses the
shift from partner to caregiver and the fee-
ling that life begins to revolve around theill
person. A particular emphasis is placed on
the loss of autonomy over sexual and inti-
mate needs, which are often suppressed
out of fear of burdening the ill partner or
causing guilt.

51



6.3 COMPARING AND NARROWING
DESIGN DIRECTIONS

The previous section outlined how the
triangulated research themes were trans-
lated into a set of seven design directions.
Because the underlying issues addressed
by these directions are deeply interwoven,
each direction touches upon multiple
aspects of the problem space. This makes
it challenging to isolate one direction as
more important than the others. Neverthe-
less, moving from analysis to design requi-
res making a deliberate and well-reasoned
choice.

Choosing a focused design direction does
not imply that the other directions are irre-
levant. Rather, it allows the design process
to gain depth instead of breadth. A focu-
sed design trajectory enables meaningful
exploration, targeted prototyping, and
clear iteration, which would not be feasi-
ble if multiple directions were pursued
simultaneously. This focus strengthens
the coherence of the project and supports
the development of a robust and rese-
arch-grounded design outcome.

To support this selection process, a SWOT
analysis was conducted to compare the
seven design directions in a structured
and consistent manner. For each direction,
strengths and weaknesses were examined
as internal qualities, such as alignment
with the research insights, clarity of focus,
and feasibility within the project scope.
Opportunities and threats addressed
external factors, including cultural develop-
ments, practical constraints within health-
care settings, and potential risks related to
emotional sensitivity and user acceptance.

A full SWOT analysis was carried out for all
seven design directions. Presenting each
analysis in detail within this chapter would
result in substantial repetition and reduce
clarity. For this reason, the complete SWOT
tables are included in Appendix E. This
chapter therefore focuses on explaining
the comparative logic and decision-ma-
king process, rather than reproducing the
full analytical output.
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Across the seven directions, the SWOT
analysis revealed recurring tensions bet-
ween feasibility, emotional sensitivity, and
strategic impact. Directions operating at a
system or policy level showed high societal
relevance but limited feasibility within the
scope of this project. In contrast, more inti-
mate and relational directions offered gre-
ater concreteness and sensitivity to users’
lived experiences, making them more sui-
table for further design exploration.

The insights from this comparative analysis
form the basis for the selection of a focu-
sed design direction, which is discussed in
the following section.

6.4 SELECTED DESIGN FOCUS

Following the SWOT analysis, an additional
evaluative step was carried out to narrow
the seven design directions into a worka-
ble focus for the design phase. While the
SWOT analysis provided insight into the
relative strengths, weaknesses, opportuni-
ties, and threats of each direction, this eva-
luative step supported a more deliberate
and transparent decision-making process.

Each design direction was assessed against
three key criteria derived from the research
aims and practical considerations of this
graduation project.

1. Potential for meaningful impact
The design direction needed to demon-
strate clear potential to improve partners’
lived experiences in the context of incu-
rable cancer. This included offering emo-
tional, communicative, or relational value
that aligns with the needs and challenges
expressed by participants throughout the
research.

2. Feasibility within project constraints

The direction needed to allow the develop-
ment of a concrete and testable concept
within the available timeframe, technical
possibilities, and scope of this graduation
project. Directions that required large-scale

systemic change or long-term institutional
implementation were therefore considered
less suitable.

3. Designer context fit

Finally, the design direction needed to
align with the researcher’s design expertise
and with the ethical and emotional sensiti-
vity required in palliative care. This ensured
that the design work could be carried out
responsibly, respectfully, and effectively.

Based on the comparative analysis two
design directions emerged as the most
suitable focus for further concept develop-
ment: supporting open communication
and strengthening sexual and relational
autonomy. These directions were selected
because they directly address the most
recurrent and emotionally salient challen-
ges identified across the literature review,
market research, and interviews.

1: SUPPORT OPEN COMMUNICATION: OVER-
COMING TABOOS AND COMMUNICATION BAR-
RIERS

This direction shows strong potential
because it directly addresses one of the
most recurrent themes identified across
the literature, market research, and inter-
views. Its main strength lies in its broad
applicability across relational, social, and
healthcare settings, making it relevant to
multiple contexts in which couples affec-
ted by incurable cancer navigate intimacy
and communication.

At the same time, this breadth also pre-
sents a weakness. Because communication
can be approached in many different ways,
the direction risks becoming diffuse if not
clearly framed within a specific relational
context. Opportunities for this direction
include the growing societal acceptance of
conversations about intimacy and mental
well-being, which creates space for suppor-
tive tools that lower commmunication bar-
riers. However, threats remain in the form
of persistent cultural taboos surrounding
sexuality and death, which may limit user
acceptance and willingness to engage with
such interventions.

2: SUPPORTING SEXUAL AND RELATIONAL
AUTONOMY: ADDRESSING THE LOSS OF
EQUALITY IN THE RELATIONSHIP

The second selected direction builds
directly on the strong theme of relational
imbalance identified in the interviews, in
which partners described a loss of auto-
nomy over their own emotional, intimate,
and sexual needs. Its main strength lies in
its focus on supporting partners in expres-
sing these needs without guilt, while
simultaneously acknowledging the con-
straints imposed by illness and caregiving
responsibilities.

A central limitation of this direction is

that the structural inequality created by
incurable cancer makes full relational
equality unattainable. This inherent imba-
lance cannot be resolved through design
alone. Nevertheless, opportunities arise
from a growing awareness of the emoti-
onal burden experienced by partners in
palliative contexts, which opens space for
tools that help couples navigate changing
roles, needs, and desires. At the same time,
this direction carries potential threats, as
interventions that surface unmet needs
may unintentionally increase emotional
pressure on either partner, particularly if
conversations become confronting or over-
whelming within an already vulnerable
situation.

Taken together, these two directions
address closely connected aspects of the
same underlying problem. Open com-
munication enables partners to articulate
needs, boundaries, and emotions, while
relational autonomy depends on having
the space and support to express these
needs without fear or guilt. Their combina-
tion therefore offers a coherent and groun-
ded focus for the design phase, allowing
the project to engage deeply with the rela-
tional challenges identified in the research
while remaining feasible within the scope
of this graduation project.
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6.5 DISCUSSION

Translating the triangulated themes into
design directions required a degree of
abstraction, which is inherent to moving
from research insights toward actionable
design. Because the seven themes identi-
fied in Chapter 5 are strongly interconnec-
ted, overlaps between design directions
were unavoidable and, in some cases,
intentionally preserved.

An important consideration in this pro-
cess was the decision to keep the design
directions closely tied to the original tri-
angulation themes, rather than reframing
them into entirely new categories. This
choice ensures transparency and allows
readers to trace each design direction back
to its empirical foundations. Although this
approach resulted in a relatively one-to-
one mapping between themes and direc-
tions, it avoided unnecessary conceptual
fragmentation and supported coherence
between research and design.

The selection process further showed that
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it was not possible to focus on a single
design direction without losing important
parts of the research findings. The triangu-
lated themes are closely connected, and
this interdependence was also reflected

in the SWOT evaluation. In particular, the
directions related to open communication
and sexual or relational autonomy appea-
red strongly linked. Communication ena-
bles partners to express needs and desires,
while autonomy depends on having the
space and ability to articulate these needs
without fear or guilt. Separating these
directions would risk oversimplifying the
relational challenges identified in the rese-
arch.

Although the remaining design directions
were not selected as the primary focus,
they still carry important insights. They
continue to inform the design process as
boundary conditions and considerations.
Themes such as the individual nature of
sexuality, the role of caregiving partners,
and shifts in sexual expression remain rele-
vant and shape the criteria that any suita-
ble design outcome must respect.

AUTONOMY
INTIMATE
DESIRES

DIRECTION

6.6 CONCLUSION

This chapter translated the overarching
themes from the triangulation phase

into a set of actionable design directions
and justified the selection of a focused
design direction for the design phase. By
combining the directions of supporting
open communication and strengthening
sexual and relational autonomy, the project
retains the complexity of the research fin-
dings while establishing a clear and mana-
geable focus for further development.

The selected direction captures the core
emotional and relational challenges iden-
tified across the different studies, par-
ticularly the difficulties partners face in
expressing desires, navigating unequal
relational roles, and maintaining a sense of
self within the context of incurable cancer.
At the same time, the remaining design
directions continue to function as impor-
tant considerations that ensure the design
process remains inclusive, sensitive, and
grounded in the broader research context.

COMMUNICATION
DIFFICULT
TOPICS

Figure 5: Two chosen design directions based on themes from triangulation

Together, the design directions form the
conceptual bridge between research and
design. In the next chapters, this focus will
be further translated into concrete design
criteria that guide ideation, prototyping,
and the development of a meaningful
design intervention.
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7.2 DESIGN,

The aim of this chapter is to bridge

the analytical research phase and the
design-oriented exploration that follows.
Building on the insights and themes iden-
tified in the previous chapters, this chapter
translates the research findings into clear
and actionable design directions. In doing
so, it marks the transition from understan-
ding the problem space (the first diamond)
to exploring possible solution spaces

(the second diamond), and prepares the
foundation for the subsequent design
exploration.

7.1 PROBLEM STATEMENT

The problem statement combines two
main themes identified in the studies. The
first theme highlights challenges with
maintaining autonomy over sexuality.
When incurable cancer is introduced in a
relationship, sexuality for both individuals
changes drastically. Dealing with such a
drastic transition is especially difficult for
caregiving partners, whose needs incre-
asingly move to the background as relatio-
nal inequality grows. This inequality in need
prioritization is also reflected on needs and
desires in sexuality. Consequently caregi-
ving partners lack a sense of autonomy
over their sexuality.

The second theme highlights the barri-

ers experienced in communication about
sexuality. When people are not free to com-
Mmunicate, it can create a sense of isolation
that negatively affects their relatedness.
People in the context of incurable cancer
experience communicative barriers in the
form of cultural taboos on the topics sex
and death make commmunicative barriers
even bigger.

Ultimately, communicative barri-
ers may undermine intimacy, rela-
tedness, and sexual well-being in
relationships affected by incurable
cancer, potentially impacting overall
quality of life.

In summary, the problem addres-
sed in this project can be described
as follows:

When incurable cancer enters a
relationship, sexuality may be sig-
nificantly affected. Shifts in roles,
unequal attention to needs, stigma,
and cultural taboos can create com-
municative barriers that make it dif-
ficult for couples to express intimate
and sexual experiences, which can
negatively influence their sense of
autonomy, relatedness, and sexual
well-being.”

1.2 DESIGN SCOPE

The design scope of this project started
with a broad and holistic perspective. Even
though the design phase of the project
still aims to be sensitive to the complex
domain of this project, the studies conduc-
ted help with specifying the scope. First
and foremost it is important to keep in
mind that this project aims to support the
sexual well-being. The themes identified

in the research can be interpreted beyond
the scope of sexual well-being. For exam-
ple communicative and autonomy pro-
blems can easily be placed out of sexuality
context and still have potential for impact-
ful solutions. However this project scopes
the themes and problems identified in the
context of sexuality and supporting sexual
well-being.

The conducted studies show that people
experience communication barriers in dif-
ferent contexts: within their relationships,
in social settings, and in healthcare. For
this design project, the focus will be on
communication within the relationship, as
many previous interventions have attemp-
ted to address communication barriers in
healthcare contexts. While social or societal
recognition also influences sexual well-
being, the strongest potential for impact
appears to be in relational context.
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Additionally, the literature review of this
project also showed that healthcare dif-
ferentiates three phases of palliative care.
The first two phases of palliative are care
symptom management and end-of life.
They form the main focus of the design
process. This because the bereavement
phase that starts after the ill partner has
passed away focusses on relatives of the
deceased person. The nature of this phase
and lack of insightful results from the rese-
arch, make it difficult to focus the design
scope on the bereavement phase. Since
the problem as defined can be experien-
ced by someone in both the symptom
management phase as well as the end-of
life phase, both are considered within the
scope of the project.

1.3 TARGET GROUP

At the start of the project, a holistic
approach identified the ill person, partner,
and healthcare professionals as the three
main stakeholders. While all of these sta-
keholders remain relevant, the design pro-
cess benefits from focusing on one primary
user to enable depth and clarity in the
design phase.

Based on the conducted studies, care-
giving partners of people with incurable
cancer often experience limited recogni-
tion of their own emotional, relational, and
sexual needs. Although both partners are
affected by changes in intimacy and sexu-
ality, care and support structures tend to
focus primarily on the ill person. For this
reason, the design phase of this project
uses the perspective of the caregiving
partner as the primary point of entry. This
choice does not imply that the design is
intended for one person in isolation, as
sexuality and intimacy are fundamentally
relational. Consequently, a key design
requirement is that any outcome remains
sensitive to the ill partner and supports the
dynamics of the relationship as a whole.
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7.4 DESIGN GOAL

Building on the problem statement, the
scope, and the target group a design goal
has been established as the starting point
for the design phase. This goal focused on
autonomy of sexuality and communicative
support to foster relatedness.

“The design aims to support care-
giving partners of people with
incurable cancer in restoring sexual
autonomy, understood as the abi-
lity to recognize, articulate, and act
upon their own needs and desi-

res without relational pressure.
Through communicative support,
the design will help partners meet
their personal need for relatedness.”

7.5 DESIGN REQUIREMENTS

To effectively navigate the second design
diamond, and deliver an impactful solu-
tion, specific design requirements were set
up. Feasibility, viability and desirability are
considered key aspects to guide the design
process. These requirements ensure the
solution not only meets the needs of the
main design goal but also aligns with the
themes that were found in the research.
The requirements are the following:

Feasibility
1. The design should be techni-
cally feasible with mostly existing
technologies.
2. The design should be sensitive
towards the different palliative con-
texts and environments (home care,
hospital care, hospice) that the user
may find itself in.
3. The design should be sensitive
towards the situation of the user
and the short horizon they have
due to the limited time left.
Viability
4. The design should be sensitive
to individualistic nature of sexuality.
It should ideally provide support

for sexual well-being to individuals
regardless of their conceptualiza-
tion of sexuality.

5. The design should be sensitive
towards the relational aspect of
sexuality. Despite focusing on the
partner as a main user, it should still
be considerate towards the use and
implementation in a relationship.

Desirability

6. The design should support in
communication about difficult
topics such as sexuality and the
related needs.

7.In doing so the design should still
be sensitive towards implications of
existing taboos, that might reduce
the desirability if not taken into
consideration.

8. The design should help the user
gain autonomy over their sexual
desires and needs.

9. In doing so the design should
remain desirable by being sensitive
towards the complex situation of
the user who is dealing with bar-
riers in the form of a partner with
sexual disabilities, reduced sexual
desires and contextual logistical
challenges.

1.6 CONCLUSION

In this design brief, the insights from the
preceding research phases were translated
into a focused and actionable foundation
for the design process. By synthesizing the
identified challenges the brief establishes
a clear problem definition and describes

a scope that is both sensitive to the com-
plexity of sexuality in palliative care and
feasible within the constraints of the pro-
ject. The decision to center caregiving part-
ners reflects both the empirical evidence
gathered and the opportunity to create
meaningful impact where current support
is lacking. The resulting design goal and
requirements provide a coherent and rese-
arch-grounded framework that will guide
the subsequent development of concepts,
ensuring alignment with the needs, con-
texts, and lived experiences of the users.
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8.7 CONCLUSION

The aim of this chapter is to describe

how the design brief was translated into

a focused concept direction through a
combination of divergent exploration and
convergent selection. Given the complexity
and sensitivity of sexuality and communi-
cation within palliative contexts, this phase
deliberately moved from breadth to focus:
first expanding the design space to explore
multiple possible interpretations, and then
narrowing this space to identify a workable
and promising concept for further develop-
ment.

The chapter therefore combines two clo-
sely connected design phases. The first
phase focuses on ideation, in which the
design space was broadly and systemati-
cally explored using How Might We (HMW)
guestions and a morphological chart.
These methods supported a structured yet
open-ended exploration, allowing abstract
relational themes such as autonomy and
communication to be translated into con-
crete opportunity areas and multiple low-fi-
delity concept directions.

The second phase focuses on concept
selection. Using explicit design criteria deri-
ved from the design brief and research fin-
dings, the preliminary concept directions
were compared through a Harris profile
evaluation. This step introduced conver-
gence by supporting a transparent and
reasoned selection of one concept direc-
tion, while acknowledging the subjective
nature of early-stage design decision-ma-
king.

Together, these phases form a coherent
transition from research-driven explora-
tion to focused concept development. The
chapter shows not only which concept was
selected, but also how and why this deci-
sion was made, providing a clear methodo-
logical bridge between the earlier research
chapters and the subsequent refinement
and prototyping phases.

8.1 FRAMING THE DESIGN SPACGE
THROUGH HMW QUESTIONS

The aim of this first step was to create a
grounded but generative starting point
for ideation. To do so, the key themes of
the design brief (autonomy and commu-
nication) were translated into How Might
We (HMW) questions. These questions
helped reframe a complex relational pro-
blem into multiple opportunity directions
and supported a broad, divergent explora-
tion of the design space. To avoid relying
only on intuition, the themes were ancho-
red in well-established research on close
relationships.

Autonomy Themes

Relational research describes autonomy
not as independence, but as acting in
line with one’s own values and motiva-
tions while staying connected to a part-
ner (Kernis & Goldman, 2006; LaGuardia
et al., 2000). Two recurring elements of
autonomy were selected as opportunity
themes:

1. SUPPORTING INDIVIDUAL INTENTIONS:
Enabling people to act according to inner
motivations rather than external pressure
or expectations (Kernis & Goldman, 2006;
LaGuardia et al., 2000)

2. FULFILLING BASIC PSYCHOLOGICAL NEEDS:
Supporting autonomy, competence and
relatedness as core needs for well-being
and healthy relational functioning (LaGuar-
dia et al., 2000).
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Communication Themes

Research shows that autonomy and com-
munication in intimate relationships are
mutually reinforcing processes. When part-
ners experience autonomy, they tend to
communicate in more open and authen-
tic ways (Knee & Uysal, 2011). At the same
time, supportive and safe coommunication
creates the conditions in which autonomy
can be expressed and maintained, as part-
ners feel heard, respected, and emotionally
secure (Kluwer et al., 2019; Anderson, 2019).

Studies further indicate that relationship
quality improves when autonomy and rela-
tedness operate together through suppor-
tive communication processes (Hardy et al.,
2022). In this sense, communication is not
only an outcome of autonomy, but also a
key mechanism through which autonomy
can be enabled in close relationships.

Because communication difficulties were a
recurring barrier identified in both the lite-
rature and earlier research phases of this
project, communication was treated as a
distinct but closely related design theme.
From this work, two communication-rela-
ted themes were selected:

1. ENABLING AUTHENTIC COMMUNICATION:
supporting partners in expressing difficult
thoughts or feelings honestly and safely
(Anderson, 2019; Hardy et al.,, 2022; Knee &
Uysal, 201).

2. MAINTAINING INTERCONNECTEDNESS:
fostering emotional closeness, mutual res-
ponsiveness and a secure bond that makes
communication easier and less threate-
ning (Kluwer et al., 2019; LaGuardia et al,,
2000).

Role of the Themes in Framing HMW
Questions

Together, these four themes offered a
structured way to translate abstract relatio-
nal theory into concrete opportunity areas.
Autonomy supports communication, and
communication supports autonomy; this
mutual reinforcement made these themes
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useful conceptual anchors for generating
the HMW questions used in the next step.

Main and Sub-HMW Questions

Based on these anchors, four main HMW
guestions were formulated:

1. How might we support individual
intentions?

2. How might we promote psycho-
logical need fulfilment?

3. How might we enable authentic
communication?

4. How might we maintain
interconnectedness?

While these questions offered clear thema-
tic directions, they remained too abstract
for active idea generation. Early explorati-
ons showed that each question contained
multiple possible sub-problems. Therefore,
sub-HMW questions were developed to
break the themes into smaller, actionable
opportunity areas. This process resulted

in the complete HMW tree in figure 6. It
showed how abstract concepts from the
literature could translate into concrete
design opportunities. The tree then served
as the basis for the structured exploration
in Step 2.

Figure 6: Resulting How Might We tree with main, bridging and sub HMW questions
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8.2 TRANSLATING HMW QUES-
TIONS INTO A MORPHOLOGICAL
CHART

The aim of this step was to structure the
opportunity space generated during the
HMW phase by answering the HMW ques-
tions and mapping it onto a morphological
chart. Whereas HMW questions served to
broaden the design space conceptually,
the morphological chart enabled a struc-
tured and multidimensional exploration

of possible solution components. This
method was chosen because it makes
explicit how different aspects of the pro-
blem space can be varied and recombined,
thereby supporting extensive divergent
thinking while maintaining traceability to
the design brief.

The morphological chart (see Figure 7) was
built using the sub-HMW questions from
Step 1. After a brief clustering of overlap-
ping HMWs each sub-HMW became one
dimension in the chart and formed the left
column of the matrix. For every dimension,
several answer options were generated.
These options came from quick ideation
sketches.

No evaluation or filtering was done at this
stage. All options were kept equal because
the goal was to explore the design space
as widely as possible. By placing the HMW
dimensions in rows and the answer in
columns, the chart made it possible to
create many different combinations. This
helped reveal a broad range of potential
directions that would not appear through
intuitive thinking alone.
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The morphological chart brought together
all 10 sub-HMW questions and their ans-
wers into one structured overview. This
visual shows how broad the design space
is and how many different directions can
be created by combining the rows and
columns. The chart does not present finis-
hed ideas, but it makes clear where inte-
resting opportunities appear across the
themes of autonomy and communication.

8.3 GENERATING CONCEPT DIREC-
TIONS FROM THE MORPHOLOGI-
CAL SPACE

The aim of this step was to turn the possi-
bilities from the morphological chart into
a small set of early concept directions.
These concepts were meant to show the
breadth of the design space while staying
low in fidelity, so that the focus remained
on the idea itself and not yet on detailed
execution.

The morphological chart from Step 2 was
used as a direct starting point for gene-
rating concepts. Different answer options
from the chart were combined to explore
many possible directions (see Figure 8).
Some combinations were chosen because
they matched the themes of autonomy
and communication, while others were
selected to explore more unexpected or
creative routes.

Reading alone together Shared playlist Shared show Shared care project Check in tokens signaling need  Mini note communication
HMW reduce fear of o — a
judgment or conflict &!’f\‘f’\ -m'
by being trusted wf - fl - I
receiver?
Friends Diary Person in same situation Family Robot

HMW reduce fear of 1
judgment or conflict E ﬁ ,ﬁ-"ro\

by indirect | ﬁ

communication
medium? - )
Cnline chat Letter Intermediary Record audio
HMW support ~— N

partners in A P\ )
understanding each > 4
other’s viewpoints

more deeply? Perspective labeling Perspective switch exercise Mirror response token
HMW provide non- Q
verbal or alternative ﬂ CAA LY, & fa\
channels for self- 0~y
expression? ——

Music Visualization (arts)

Physical (hugging)

Act of kindness

Figure 7: Example of concept generation
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Figure 8 Example of conceptualization using
morphological chart

The goal was to create concepts that were:

- Broad enough to stay flexible,

- Different enough to represent dis-
tinct ideas, and

- Concrete enough to discuss and
refine in the next phase.

No feasibility limits were used, because this
step was still fully divergent.

This process resulted in eight early con-
cept directions, each built from different
combinations within the morphological
chart. Together, they show a wide range of
possible ways to support autonomy, and
communication about difficult topics in
the context of incurable cancer. A short
functional description of each concept is
provided below.

8.4 RESULTING CONCEPT IDEAS

Concept idea 1- Advent calendar

The advent calendar contains stimulating
items regarding sexuality. The idea is that
these new items stimulate both in explora-
tory ways and communicative ways. By
introducing potentially new items into the
relation it invites users to experiment in
new ways of sexuality beyond penetration.
By doing this it allows people to discover
boundaries and make them explicit. Not
just for themselves, but it also stimulates
people to start the conversation about
these boundaries with each other.
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Concept idea 2 - Safe chatbot

The chatbot provides a way of commmunica-
tion for partners in that need to vent their
emotions. It is an unconditional listening
ear in times when it is much needed. Users
don't have to feel burdened to share their
emotions and are provided with relevant
feedback to their situation. Since the chat-
bot is not a real person and the information
is not publicly available the users don't
need to be as scared of judgement as they
would be with friends or family.

Concept idea 3 - Pillow Partner

The Pillow Partner is a set of pillows, one
for each partner. They allow the user to
record loving messages when cuddling
the pillow and since they are connected to
each other the user is also able to retrieve
loving messages from the pillow that the
partner recorded. This allows users to be
able to vent and access intimate emotions
on demand, without being dependent on
the willingness or ability of the other part-
ner. By being an intermediary communica-
tion device it potentially lowers the thres-
hold for users to talk about difficult topics.
In turn this could also benefit the direct
communication between partners about
these difficult topics.
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Concept idea 4 - Sensate Mediator

The Sensate Mediator is an app that allows
users to provide each other with construc-
tive feedback without restricting users on
their need to vent their emotions. Users
can simply type how they feel about recent
sexual activity, what they liked, and espe-
cially what they did not like. This can be
about sexual actions, but also about com-
munication or general actions in a rela-
tionship. The typing exercise provides a
moment of reflection for the users. After
the feedback is submitted, the app goes to
work and translates it where needed into
constructive feedback points for the recei-
ving partner. The new perspective provided
in a constructive way is the starting point
of relevant authentic conversations about
difficult topics.

Concept idea 5 - Artificial Partner

This concept allows users to vent their
sexual and intimate desires without the
dependency on the partner. This concept
provides an artificially generated stimuli
(visual and/or audio) from the partner. By
doing so it allows the user to fulfill cropped
up needs without burdening the partner.
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The format could be visually and porno-
graphic, but could also be audio and more
emotionally comforting.

Concept idea 6 - Situation based
buddy

The situation based buddy is a platform
that helps individuals wanting to talk but
feel their situation is too specific for friends
and family to understand. The platform
allows people to connect with each other
based on their situation and the topics
they want to discuss. What follows can be
an online anonymous conversation or it
could be a real life meetup to converse, but
it should allow users to feel heard in their
specific situation and lower the boundary
to talk about it.
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Concept idea 7 - Diary exercises

This concept provides users with exercises
that could benefit their well-being by sup-
porting aspects of the Self Determination
Theory. These diary exercises could include
tracking successes to make one feel more
competent. Other exercises can help
make boundaries explicit or help identify

what choices were made for whom that
day to help make the balance in the rela-
tionship explicit. These writing exercises
offer moments of reflection and by having
personal safe ownership of the book the
boundary to conceptualize emotions and
thoughts is potentially lowered.

Concept idea 8 — Shared playlist

This concept consists of two main ele-
ments. The first is a shared playlist of songs
for both partners where they can add
songs that mean something special. This
allows to access these special moments

on demand. The second element is the
part where partners have insight into each
other's listening behavior. This listening
behavior is conceptualized in the form of

Yered P\o7| 15t

a “wrapped  overview that gives insight
into the types of songs listened to that day
by the other person and what this might
mean to their emotional status. This inter-
mediary and abstracted format of com-
munication could be the starting point of
difficult conversations.
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8.5 CONCEPT SELECTION

This selection step marks the transition
from divergent exploration to convergent
decision-making, narrowing the design
space to a single direction for further
refinement.

To support a structured selection process,
the design requirements from the design
brief were translated into criteria for a
Harris profile evaluation. Harris profiles
were chosen because they offer a balance
between quick comparison and speci-

fic scoring, which fits the early and still
exploratory nature of this phase. The crite-
ria came directly from the research themes
and the design brief requirements:

Feasibility
- Foster autonomy over sexual
needs and desires
- Support communication
- Feasible with existing
technologies

Viability
- Sensitive to palliative care contexts
- Sensitive to limited time

Desirability

- Sensitive to the individualistic
nature of sexuality

- Sensitive to both partnersin the
relationship

- Sensitive to existing taboos

- Sensitive to shifted sexuality due
to illness

Each concept was scored individually on
these criteria. No weighting was added,

because the goal was to create an initial
differentiation.

The Harris profiles (see Figure 9) showed

a clear difference between the concepts,
and the Pillow Partner received the highest
overall score. This concept consists of two
connected pillows that allow partners to
record and receive intimate messages.

It allows both partners to decide when
they access the intimate messages and
when they express their intimate feelings,
without being dependent on each other s
emotional state or energy levels. The idea
is that by doing so this concept supports
autonomy over primarily intimate needs. At
the same time the concept functions as an
intermediary communication tool which
enables indirect communication within a
relationship. The concept clearly showed
the most potential to support both auto-
nomy and communication at the same
time, the two core themes of the design
brief. Next to the two core themes of the
design brief, the Pillow Partner also scored
high on other criteria.

For example, the Pillow Partner also scored
higher than the other concepts when
comparing practical feasibility and contex-
tual sensitivity. It is feasible with existing
technologies, while concepts such as the
Sensate Mediator (concept 4), which would
need active Al-based translation of emoti-
onal feedback, are positioned further out-
side the technical scope of this project. The
Pillow Partner is also usable across almost
all palliative care contexts including home
care, hospital care and hospice whereas
some ideas depend strongly on specific
settings.

The concept is suitable for users with limi-
ted time, because it requires very little
setup or learning. It is also sensitive to both
partners in the relationship. For example,
concepts based on creating a digital or arti-
ficial copy of the partner risk being emotio-
nally confrontational or insensitive, especi-
ally for the ill partner.

Finally, the concept is respectful of

existing taboos around sexuality and
death. Explorative concepts such as the
advent-calendar may introduce new sexual
stimuli in ways that some users could

find uncomfortable or overwhelming. The
Pillow Partner avoids this risk by offering
intimacy in a softer, indirect format, while
still allowing space for sexual expression in
different forms.

= Foster autonomy sexual desires
» Support communication

= Feasible with existing technologies

Sensitive to contexts of palliative care
Sensitive to limited time
Sensitive to individualistic nature sexuality

Sensitive to both partners in relationship

= Sensitive to existing taboos

Sensitive to shifted sexuality

Foster autonomy sexual desires

Support communication

Feasible with existing technologies

Sensitive to contexts of palliative care

Sensitive to limited time

Sensitive to individualistic nature sexuality

Sensitive to both partners in relationship

Sensitive to existing taboos

Sensitive to shifted sexuality

For these reasons, the Pillow Partner was selected as the concept direction for further
development.

Advent Calendar

Safe Chatbot

Pillow Partner

Sensate mediator

Artificial partner

Situation Buddy

Sharad Playlist
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Figure 9: Results of selection Harris Profiles
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8.6 DISCUSSION

The design exploration and concept selec-
tion presented in this chapter are inhe-
rently subjective and exploratory. Both the
ideation phase and the selection phase
relied on designerly judgement, inter-
pretation, and creative decision-making.
Methods such as How Might We framing,
morphological mapping, and Harris pro-
files do not aim to produce objective or
exhaustive outcomes. Different designers
might have formulated alternative questi-
ons, dimensions, or concept combinations,
or might have weighted selection criteria
differently. The results should therefore be
understood as one possible and situated
outcome of the design process, rather than
a definitive mapping of all possible soluti-
ons.

At the same time, the use of structured
design methods helped ensure that this
subjectivity remained transparent and
traceable. The ideation phase was groun-
ded in research insights, design directions,
and sub-HMW questions derived from the
triangulation analysis. The morphological
chart supported a systematic exploration of
the design space, translating abstract rela-
tional mechanisms into concrete opportu-
nity areas and eight preliminary concept
directions.

Similarly, the concept selection phase
applied explicit design criteria and a com-
parative method to support decision-ma-
king. Although Harris profiles depend on
interpretation and judgement, the large
differences in scores between concepts
provided a reasonable and transparent
basis for selection at this stage. Rather than
eliminating subjectivity, the process made
evaluative choices explicit and grounded
them in previously defined criteria.

An important outcome of this combined
phase is the recognition that early-stage
design benefits from both breadth and
focus. The divergent exploration allowed
multiple interpretations of how autonomy
and communication might be supported,
while the convergent selection step ena-

bled depth by identifying one concept
direction to develop further. The selected
concept, the Pillow Partner, emerged as
a direction that balances emotional sen-
sitivity, relational relevance, and feasibility,
while remaining open to refinement.

8.7 CONCLUSION

This chapter combined divergent ideation
and convergent concept selection into a
single, coherent design phase. Through
structured exploration methods, abstract
research insights were translated into
concrete opportunity areas and multiple
preliminary concept directions. These
directions provided a broad foundation for
understanding how design could support
autonomy and communication for part-
ners of people with incurable cancer.

Using explicit design criteria and com-
parative evaluation, the Pillow Partner

was selected as the most promising con-
cept direction for further development.
Although the selection process remains
inherently subjective, the structured use of
methods ensured transparency and align-
ment with the research aims. The chosen
concept offers a balanced focus on inti-
mate and emotional closeness, while retai-
ning sufficient flexibility to address a broa-
der range of sexual and relational needs in
future iterations.

Together, the ideation and selection
phases form a critical transition from rese-
arch-driven exploration to focused concept
development. The selected concept pro-
vides a grounded and adaptable starting
point for refinement, prototyping, and
evaluation in the subsequent stages of the
design process.
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CONGEPT REFINEMENT

9.1TERATION 1- EXPERT
CO-CONCEPTUALIZATION

9.2 ITERATION 2 - USER TESTS

9.3 OVERALL CONCLUSION

9.1 TERATION 1 - EXPERT
CO-CONCEPTUALIZATION

9.1.1 Aim - Iteration 1

The aim of this first refinement step was to
gather meaningful input on the selected
concept and to further refine the design
criteria for the next iteration. While broad
exploration can generate valuable insights,
focusing on one concept at this stage allo-
wed for more specific, concrete and detai-
led feedback. The goal was to balance this
focus with opportunities for open reflec-
tion, so that feedback could address both
the underlying themes of autonomy and
communication, and the early visulization
of the Pillow Partner concept.

9.1.2 Method - Iteration 1

A semi-structured expert interview format
was used. The structure was inspired by
co-creation methods, moving step-by-step
from broad reflections toward more con-
crete discussion of the concept (see figure
10). This approach was chosen to give parti-
cipants enough freedom to share their per-
spectives while still supporting meaningful
input on the concept’s feasibility, desirabi-
lity and viability. The interview consisted of
three steps:

Input
Specific Attributes

Joint
Conceptualization

Input
Design Brief

Figure 10: Study design including three types of
input

STEP 1— BROAD INPUT ON THE DESIGN BRIEF
AND PROBLEM SCENARIOS

Experts were introduced briefly to the
design brief. Three problem scenarios,
based on anecdotes from earlier interviews,
were used to ground the discussion (see
figure 11). Experts were asked to reflect
freely on the brief, the scenarios and what
they believed a successful solution should
achieve.

Probleem Scenario 1

U %% B0 @

[=)

liefde energie om erop in te
gaan leidend is

Partner voeltspontane  Deander hesftgeen  Uiting van lisfde wordt  Partner voelt alsof het
afgewezen

Probleem Scenario 2

Afstand tussen partners  Partner heeft behoefte Deze behoefte kan niet Partner voelt zich
(ziekenhuis & thuis) aan de ander worden vervuld eenzaam

Probleem Scenario 3

ST T D
S YA D

Partner heeft seksuele Is bang voor de Solo masturbereniseen  Voelt zich eenzaam en
behosften afwijzing van de ander fijne uitlaatklen schuldig na de tiid

Figure 11: Problem scenarios introduced in step one
based on anecdotes from interviews

STEP 2 — JOINT CONCEPTUALIZATION OF THE
PiLLOW PARTNER

The Pillow Partner concept was visually
introduced only as a starting point (see
figure 12). Experts were asked to build on
the ideas they mentioned in Step 1 and
translate these into possible functions or
qualities of the pillow. This step aimed to
support open-ended conceptualization
within a gentle structure.

g \ )

Figure 12: Visualization shown in step 2 for joint con-
ceptualization
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STEP 3 — SPECIFIC FEEDBACK ON
IMPLEMENTATION

The concept was then placed into the
context of the three problem scenarios
(see figure 13). Experts were asked which
functions, qualities or behaviors the pillow
should have in each scenario and why.
Several example attributes were shown to
support this process.

Throughout all steps, a balance was kept
between broad reflection (on autonomy
and communication) and more concrete
feedback on the exectution of the concept.

Experts were recruited based on their
professional expertise in sexuality-related
healthcare, sexual well-being design, or the
development of products and services for
sensitive relational contexts (see Table 3).

Interviews were recorded through audio
and supported by written notes. Visuals
used during the sessions helped structure
the conversation.

Partner voalt spantane  De ander heeft gesn Kan authentiske Voalt zich een beetje in
liefde energieomeropinte  liefdesuitingen gevenen  controle over intieme
gaan antvangen uit kussen behoeften

il | 2 €:) [
754 0]
I | B
Afstand tussen partners  Partner heeft behoefte Knuffelen met kusseniis Voelt zich toch een
{ziekenhuis & thuis) aan de ander wel een optie beetje verbonden

Oplossing Scenario 2

Oplossing scenario 3

(e X @
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Partner heeft seksuele Is bang voor de Solo masturberenis een  affercare en een gevoel
behoeften afwijzing van de ander fijne vitlaatklep van connectie

Opties voor Functies

Figure 13: Solution scenarios shown in step 3 to gene-
rate specific feedback

The interviews were analyzed using a light-
weight qualitative synthesis aimed at iden-
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tifying practical insights for the next design
iteration. Full transcription and formal the-
matic coding were not used, because the
goal of this early refinement phase was to
collect actionable design input rather than
produce a detailed theory. Instead, the ana-
lysis followed three steps:

1. Note review: all written notes from the
sessions were gathered and read to iden-
tify recurring ideas.

2. Selective audio listening: key sections
of the audio recordings were replayed
to verify important remarks and check
nuance.

3. Insight clustering: similar observations
were grouped into small sets of insights
such as “simple, warm and non-medical
appearance”.

9.1.3 Results - Iteration 1

The expert interviews resulted in a set of
converging insights about how the Pillow
Partner should be designed and experi-
enced. Rather than producing isolated
comments, the interviews led to a small
number of recurring design expectations
that were mentioned across experts and
across interview steps.

Expert Field of expertise Type of interview
EO1 Sexologist In-person
E03 Develop sexual conversation Online
tool in healthcare
E10 Design for sexuality Online
Ell Design for sexuality & cancer | Online
El2 Design for sexuality In-person
E13 Design for robotics pillow In-person
(outlier)

Table 3: Experts included in the concept refinement

Through a process of clustering and syn-
thesis, four key design elements were iden-
tified. These elements summarize what
experts considered essential for the con-
cept to be effective, acceptable, and sen-
sitive within palliative contexts. They form
the main outcome of this refinement step

and guide the next design iteration.

1. INTIMATE AND SOFT PHYSICAL CHARACTER
The pillow was repeatedly described as
something that should feel comforting,
soft, and close to the body. Experts associ-
ated intimacy with haptics, warmth, and
familiarity, rather than with explicit sexual
cues.

2. SENSE OF CONNECTION THROUGH FORM OR
INTERACTION

Experts highlighted that the pillow should
express connection, either through its
physical form or through its interaction
logic. This sense of connection was linked
to emotional closeness and to the pillow’s
role as an intermediary in communication.

3. SIMPLE, WARM, AND NON-MEDICAL
APPEARANCE

Across interviews, experts stressed that the
concept should not feel technological or
clinical. A simple and warm aesthetic was
considered important to reduce emotional
distance and to increase acceptance, both
for users and for healthcare professionals.

4. GENDER-SENSITIVE AND INCLUSIVE FORM
Experts consistently emphasized that

the pillow should avoid gendered shapes,
colors, or associations. A neutral and inclu-
sive appearance was seen as essential to
ensure that the concept feels accessible
to different couples and does not reinforce
stereotypes.

These design elements were informed by
different types of input across the three
interview steps. In the first step, broad
reflections on the design brief and problem
scenarios highlighted commmunication
barriers and unmet relational needs. In
the second step, experts translated these
reflections into desired qualities and roles
for the Pillow Partner. In the third step,
concrete feedback on form, materials, and
interaction helped clarify how these quali-
ties could be expressed in practice.

The examples discussed in each step
should therefore be understood as illustra-
tive rather than exhaustive. Together, they
contributed to the four synthesized design
elements presented above.

STEP 1— BROAD REFLECTIONS ON THE
DESIGN BRIEF

General insights from experts included:

- The solution should “bridge the
distance between partners’ needs”.
- A lack of authentic commmunica-

tion was seen as a core problem.

STEP 2 — CONCEPTUALIZING THE PILLOW
PARTNER

Experts highlighted the following design
needs:

- Space for positive messages, but
perhaps also for difficult emotions
such as anger or frustration.

- The pillow should act as a starting
point for cormmunication, not pre-
tend to fix all problems.

- Easy to try out without
commitment.

- should not not scream sex. This
could help the acceptance among
healthcare professionals.

STEP 3 — SPECIFIC FEEDBACK ON
IMPLEMENTATION

Experts discussed concrete qualities,
including:

- A neutral color palette to avoid
gendered associations.

- Warmth or soft vibration to create
comfort and feeling of secure.

- Heartbeat or respiration imitation
risked feeling “too medical”.
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9.1.4 Discussion - Iteration 1

This refinement step showed both bene-
fits and limitations. Focusing on one con-
cept made it possible to receive deep and
detailed feedback, especially on feasibility
and viability. Experts were able to speak
clearly about materials, emotional qua-
lities and practical constraints. However,
because only one concept was shown,
several experts mainly reacted to the pillow
itself and less to the broader themes of
autonomy and communication. Follow-up
guestions were needed to touch upon the
underlying reasons and broader themes

as well. This effect was a natural result of
narrowing the exploration early, and it may
have reduced the variety of input and ideas
that could have emerged.

The visuals also had a strong influence. The
color and shape led experts to comment
heavily on form and gender sensitivity. This
feedback was useful, but it shows that the
visual style may have guided the discussion
more than intended. Additionally, for true
co-creation, more supportive and creative
facilitative tools would have been needed.
In the current study, the visuals worked
mostly as conversation starters rather than
tools for making something together.

Some experts found it difficult to think
beyond the given concept, especially those
without a creative background. Still, the
interviews generated insights about emoti-
onal needs, comfort, communication sup-
port and contextual sensitivity in palliative
care. The sample also included some bias,
because several experts knew the pro-

ject from earlier phases or came from the
designer’s network. Yet this familiarity may
also have helped them speak more openly.
One participant was an “outlier”: a designer
with expertise in robotics pillows, not in
sexuality. This expert was included because
the experience in bringing similar and
novel products to market. The expert’s per-
spective did not replace the sexual-health
expertise of others, but it added useful
insights about implementation and viabi-
lity strategies.
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Experts did not always agree. Each of

the three scenarios presented was seen

as “very realistic” by some and “unlikely”
by others. These differences show how
personal and diverse perspectives are on
sexuality. Interestingly sometimes experts
agreed on overarching goals, but had dif-
ferent ideas on how to achieve those. For
example two experts both mentioned that
the design should be simple, but one of
them mentioned doing this by excluding
apps or external devices while the other
said this would help keep the product itself
simple and actually include external devi-
ces in the concpet.

Overall, the study produced valuable
insights for the next iteration, even if it was
not full co-creation. The step helped reveal
what the pillow should feel like, how it
might function, and how it should behave
in sensitive emotional situations. This infor-
mation will guide the next concept deve-
lopment stage.

9.2 ITERATION 2 - USER TESTS

9.2.1 Aim - Iteration 2

The aim of this second refinement step was
to explore in what ways the two core relati-
onal mechanisms identified in the research
phase (autonomy and communication) are
best supported by the Pillow Partner con-
cept. This step focused on gaining early,
formative insights rather than evaluating
effectiveness. The goal was to understand
how users interpret the concept, how they
imagine using it in their own relationship,
and how these experiences can guide the
next design iteration.

A central aim was to test whether users
could recognize and experience the two
core elements in the concept:

1. AUTONOMY OVER SEXUAL AND EMOTIONAL
NEEDS

The concept allows each partner to express
or access intimacy independently, without
relying on the availability or energy of the
other. This aims to support users in ful-
filling or exploring their own needs in a
non-demanding way.

2. SUPPORT FOR COMMUNICATION ABOUT
DIFFICULT TOPICS

The pillow functions as an indirect, less
confrontational medium for emotional or
intimate messages. This may help part-
ners express thoughts or feelings that
are harder to communicate face-to-face,
making communication within the relati-
onship safer and more approachable.

9.2.2 Method - Iteration 2
DESIGN OF STUDY

The study followed a semi-structured,
three-step interview format. Each step
increased in focus, moving from first
impressions to relational reflection, and
finally to an evaluation of the concept's
intended purpose. This structure allowed
participants to respond openly before
being influenced by the underlying design
goals.

STEP 1— FIRST REACTIONS TO THE CONCEPT
USING TANGIBLE CONCEPT PROTOTYPES

The interview began with an introduction
of the Pillow Partner concept, supported
by simple physical prototypes (figure 14).
The initially introduced prototypes consist
of two dummy pillows which together with
an explanation represented the concept.

Figure 14: Prototype of the pillow partner concept
introduced to the participants

These prototypes were used as a conversa-
tional trigger to help participants express
intuitive reactions. Participants were asked
what the concept meant to them, how
they interpreted the interaction, and what
feelings or associations the prototype
evoked.

STEP 2 — EXPLORING RELATIONAL USE AND
IMAGINED SITUATIONS

After discussing their first impressions, par-
ticipants were asked to imagine how they
might use the Pillow Partner within their
own relationship. This included reflecting
on when, why and in which emotional
situations they might record or listen to a
message.
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To help participants experience the inter-
action more concretely, a functional pillow
which allowed participants to test basic
voice-recording and playback functions
was presented (figure 15). Participants were
invited to record a short message as if it
were meant for their partner, and then to
play back a message from the functional
pillow. The goal of this exercise was not to
create realistic or personal content, but

to let participants feel what the action of
recording and receiving might be like in a
real relationship.

Figure 15: Interaction prototype highlighting commu-
nicative aspects of concept

This step helped explore the emotional
tone, usability and relational meaning

of the interaction with the concept, still
without introducing the intended design
goals of autonomy or communication
support.

STEP 3 — INTRODUCING THE INTENDED PUR-
POSES: AUTONOMY AND COMMUNICATION
Only in the final step were the two core
aims of the concept explained (supporting
autonomy over intimate needs and desires
& supporting communication about diffi-
cult or sensitive topics).
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Participants were then asked whether they
recognized these functions in the concept,
whether they felt meaningful in their own
situation, and how the pillow might need
to change to better support these aims.
This step was meant to generate reflec-
tive feedback on alignment between user
experience and design intention.

PARTICIPANTS & RECRUITMENT

In an ideal version of this study, interviews
would be conducted with couples rather
than only individuals. Interviewing with
both partners at the same time makes it
possible to test a core element of the con-
cept: sending and receiving intimate mes-
sages between partners. This would prac-
tically be done with the third pillow that
allows to record and replay short messa-
ges. This interaction is central to the Pillow
Partner and provides insight into how the
concept may support autonomy and com-
munication in real relational dynamics.

However, recruiting couples for in-depth
interviews can be challenging, especially
because the topic is sensitive and requi-
res a shared time commitment. For this
reason, individual interviews are not exclu-
ded. Interviewing individuals still provides
valuable insights into personal expecta-
tions, emotional responses and potential
barriers, while also making it possible to
include a sufficient number of participants.

The target for this study was 5-6 partici-
pants. This number seamed reasonable
within the scope of this project and appro-
priate for qualitative, exploratory design
research, where the aim is depth and
richness of insight rather than statistical
generalization.

The intended end-users of the concept
(people living with incurable cancer and/
or their partners) are the most valuable
group for collecting meaningful feedback.
However, due to the emotional sensitivity
and practical demands of involving this
group, they will be approached later in the
interview sequence. Early interviews will
therefore be conducted with “healthy” par-

ticipants who are in a relationship. These
early interviews can help identify unclear
elements or usability issues that should be
adjusted before engaging with the primary
user group. This approach aims to protect
the target population and ensures that
their involvement contributes the most.

DATA COLLECTION

Conversations are recorded and com-
plemented by researcher notes. All data
is pseudonymized during analysis, using
a separate key file to protect participant
identities.

DATA ANALYSIS & PROCEDURE

The analysis followed a light and flexible
qualitative approach fit for early-stage
design research. No predefined coding
template was used during the interviews,
as this could restrict spontaneity and
reduce sensitivity to unexpected insights.
Instead, notes were taken freely during
the conversations, and audio recordings
were used afterwards to enrich and correct
these notes.

After each interview, the recordings were
reviewed and expanded into short analytic
memos capturing: key statements, emoti-
onal reactions or hesitations, and potential
implications for the concept.

These analytic memos were then compa-
red across participants and grouped into
emerging themes through a simple cluste-
ring process similar to affinity mapping.

The analysis followed a pragmatic quali-
tative approach fitting the phase of the
project. Audio recordings and notes were
reviewed, and key insights were clustered
around the two core themes of the study:
autonomy and communication. The goal
of the analysis was to identify design impli-
cations rather than to develop a formal
coding framework.

9.2.3 Results - Iteration 2

Three interviews were conducted which
generated rich qualitative data about how

participants perceived and experienced
the Pillow Partner concept. Although the
participants differed in health status and
relational context, several recurring pat-
terns emerged across the interviews. The
results are presented as thematic findings,
each illustrated with direct quotes from the
participants.

1. THE PILLOW AS A SOURCE OF PHYSICAL COM-
FORT AND EMOTIONAL SAFETY

All participants immediately engaged with
the pillow as a physical object. They descri-
bed holding, embracing or leaning against
it, and associated this physical contact with
comfort and emotional safety. One parti-
cipant described how the shape and size
invited closeness:

“It really feels like something you
want to hold. I immediately started
hugging it.” (RO2)

Another participant linked the form to a
bodily experience of being with someone:

“If you hold it like this, it almost feels
like someone laying on your chest.”
(ROT)

The physical softness and warmth were
repeatedly mentioned as important qua-
lities. A participant with chronic illness
connected this directly to emotional
regulation:

‘| sleep with a hot water bottle
because it helps when | panic. | can
imagine that hearing a voice while
holding something warm would
really calm me.” (RO3)

Across interviews, participants contrasted
the pillow with phones or digital devices,
which they experienced as more distant or
technical:

“WhatsApp feels very different. This
is soft, you can hold it, it feels much
more intimate.” (RO3)
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These responses suggest that the physical
presence of the pillow plays a key role in
making emotional expression feel safer.

2. INDIRECT COMMUNICATION LOWERS THE
THRESHOLD FOR EXPRESSING DIFFICULT
FEELINGS

Participants consistently described the
pillow as a less confrontational way to com-
municate difficult or sensitive thoughts.
Speaking into the pillow felt easier than
speaking directly to the partner, while still
maintaining a sense of connection. One
participant explained:

“If you want to say something diffi-
cult, it helps that you don't have to
look at the other person, but you
still feel like someone is there.” (ROT1)

Another participant reflected on how
the pillow could support communication
during emotionally charged moments:

“It's easier to say things through
the pillow than face to face. Hol-
ding something makes it less hard.”
(RO2)

Participants also noted that the pillow allo-
wed them to reflect on their own words
before sharing them:

“It's kKind of nice to hear yourself
back first. You can think: is this really
what | mean?” (ROOI)

This suggests that the pillow not only sup-
ports communication toward the partner,
but also functions as a reflective tool for
the speaker.

12.3 CONTROL OVER TIMING AND EMOTIONAL
EXPOSURE

A strong theme across all interviews was
the importance of choosing when to speak
and when to listen. Participants valued that
the concept did not demand immediate
interaction. One participant described this
clearly:
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“It's not like a phone that rings and
you have to respond right away. You
decide when you're ready.” (RO3)

Another participant emphasized the
importance of emotional pacing:

“You can say something when you
have the energy, and the other can
listen when they're ready for it.”
(ROT)

At the same time, participants were aware
that commmunication always affects both
partners. This led to reflections on respon-
sibility and expectation:

“You decide when to say something,
but once the other listens, it does
something. You can't fully control
that.” (RO1)

Several participants suggested small
design adaptations to manage this tension,
such as confirming that a message had
been listened to:

“Maylbe you could let the other
know: I've listened, but | need some
time to think about it.” (RO1)

These remarks show that control over
timing was experienced as supportive, but
also relationally complex.

12.4 DIFFERENT MEANINGS AND USES WITHIN
THE SAME RELATIONSHIP

Participants described that the pillow
might be used differently by each partner
in a relationship. These differences were
not seen as negative, but as reflecting indi-
vidual needs. One participant explained:

“For me it would be more practical,
like a communication tool. For my
partner it would really be a cuddle
pillow.” (RO1)

Another participant emphasized personal
ownership:

“This one feels like mine. | can use
it when | want, and the other has
their own.” (RO2)

This separation was seen as valuable, espe-
cially in relationships where partners differ
in emotional needs or energy levels.

12.5 MEANING BEYOND SEXUAL
COMMUNICATION

Although the concept was discussed in
relation to intimacy, participants repea-
tedly framed its value in broader emotional
terms. Comfort, warmth, reassurance and
presence were mentioned multiple times.
One participant stated:

“This is not just about sex. It's about
closeness, comfort, being there for
each other.” (RO2)

Others described use in moments of ill-
ness, anxiety or grief:

“If sommeone is gone, or you're alone
at night, hearing their voice while
holding something like this could
mean a lot." (RO3)

These responses indicate that participants
understood the pillow as a medium for
emotional connection across different situ-
ations and phases of a relationship.

9.3.4 Discussion - Iteration 2

This iteration has several limitations that
should be taken into account when inter-
preting the results. First, only three partici-
pants were interviewed. Additionally, not all
participants fully represented the intended
end-user group. This limited sample size
reduces the generalisability of the findings
and means that the results should be inter-
preted with caution.

Although care was taken not to involve
friends of the designer and instead to seek
feedback from external and critical par-
ticipants, the study setup still allows for
potential bias. The designer was present
during the interviews, which may have

influenced how openly participants expres-
sed critical feedback. Participants might
have been more careful or restrained in
their responses due to social desirability or
the presence of the concept's creator. In

a future and more robust user study, this
bias should be addressed, for example by
involving an independent moderator or
using anonymised feedback methods.

Despite these limitations, the results of
this iteration are promising. Even without
explicitly commmunicating the design goals,
most participants independently recog-
nised and articulated these goals during
steps 1and 2 of the interviews. This sug-
gests that the core intentions of the con-
cept are clearly embedded in the design
and are intuitively understood by users.
The fact that the design goals were con-
sistently identified indicates that the con-
cept communicates its purpose effectively,
which is a strong outcome of this refine-
ment iteration.

9.3 OVERALL CONCLUSION

The two refinement iterations together
provided complementary insights that
strengthened the Pillow Partner concept
both conceptually and experientially. The
first iteration, based on expert co-concep-
tualization, clarified the essential design
gualities needed for sensitivity, acceptance
and feasibility within palliative and relatio-
nal contexts. It resulted in four clear design
elements that guided further development
and helped translate abstract themes such
as autonomy and communication into
concrete design directions.

The second iteration focused on early user
interpretation and experience. Despite a
limited sample size, the user interviews
showed that participants intuitively under-
stood the core intentions of the concept,
even before these were explicitly explained.
Users recognized how the Pillow Partner
could support autonomy, and communi-
cation within a relationship. This suggests
a strong alignment between design inten-

tion and user perception.
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Taken together, the iterations show an
iterative refinement process in which
expert-driven design principles were vali-
dated and enriched by user experiences.
While further and more robust user stu-
dies are needed, the findings indicate that
the Pillow Partner concept meaningfully
embeds its relational goals and provides a
solid foundation for the next development
stage.
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10.1 AIM OF THIS CHAPTER

The aim of this chapter is to present the
final design outcome of this project and to
explain how the concept responds to the
insights generated in the previous analy-
tical and exploratory phases. This chapter
describes how the Pillow Partner works,
which design choices were made, and how
these choices relate to the two core relatio-
nal themes identified throughout the rese-
arch: autonomy and communication. In
addition, this chapter reflects critically on
the scope and limitations of the concept,
acknowledging what the design supports
and what remains beyond its reach.

10.2 DESIGN RATIONALE: FROM
RESEARCH TO CONCEPT

The final design is grounded in a synthesis
of insights from literature, contextmapping
studies, expert interviews, and iterative
concept exploration. Across these phases,
two recurring challenges became central:
partners experienced limited autonomy
over their intimate and emotional needs
(figure 16), and communication about

Figure 16: Individual timelines with moments of spon-
taneous intimacy are asynchronous.

these needs was often inhibited by fear of
confrontation, guilt, or emotional overload
(figure 17).

The research showed that autonomy over
intimacy in relationships is closely tied to
having control over timing, expression, and
emotional pacing, especially in sensitive
contexts such as incurable illness. At the
same time, communication was found to
be highly relational and emotionally char-
ged, often becoming more difficult when
partners wished to protect each other from
distress. Physical comfort, indirect interac-
tion, and asynchronous communication
repeatedly emerged as factors that could
lower these emotional thresholds.

The Pillow Partner was designed as a res-
ponse to these insights. Rather than offe-
ring direct guidance or explicit instruction,
the concept aims to create conditions that
make autonomy and communication more
accessible within the relationship. It does
so by combining a familiar, comforting
physical object with a simple voice-based
interaction that allows partners to express
and receive messages at their own pace.

?
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Figure 17: Uncertain relational communication in
current situation.
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10.3 CONCEPT OVERVIEW: THE
PILLOW PARTNER

The Pillow Partner is a paired set of soft pil-
lows designed for partners in an intimate
relationship. Each partner has their own
pillow, which can be used independently
or in connection with the other. The pillows
allow users to record short voice messages
and to listen to messages recorded by their
partner.

The concept is intended for use in situations
where direct conversation feels difficult or
overwhelming. This may include moments
of emotional vulnerability, physical absence,
illness-related stress, or times when part-
ners have different levels of energy or readi-
ness to talk. The pillow can be used privately,
without the immediate presence of the
other partner, and does not require synchro-
nous interaction.

Unlike digital communication tools such as
messaging apps, the Pillow Partner is deli-
berately physical and non-medical in appea-

rance. It is designed to blend into everyday
domestic environments and to be approa-
ched as an object of comfort rather than as
a technological device. The concept does
not aim to replace conversation, therapy, or
care, but to function as a gentle intermedi-
ary that can support moments of connec-
tion and expression.

10.4 HOW THE DESIGN SUPPORTS
THE CORE THEMES

1. Supporting Autonomy over intimacy

The Pillow Partner supports autonomy by
giving users control over when, how, and
whether they engage with intimate com-
munication (figure 18). Recording a message
does not require the immediate attention
or response of the partner, which redu-
ces pressure and allows users to choose a
moment that feels emotionally safe. Simi-
larly, listening to a message can be done
when the receiver feels ready, rather than
when a message arrives unexpectedly.

A >

Pillow
Partner
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Figure 18: Pillow partner supports spontaneous inti-
macy at individual's pace.

The interaction with the pillow is intentio-
nally simple and private. Users do not need
to navigate complex interfaces or external
platforms, which helps reduce cognitive
effort and dependence on technology. The
pillow can be used alone, without explana-
tion or justification, reinforcing a sense of
personal ownership. In this way, autonomy
is supported not as independence from the
partner, but as self-directed participation
within the relationship.

2. Supporting Communication about
difficult topics

Communication is supported through indi-
rectness, physical comfort, and emotional
safety (figure 19). The soft, familiar form of

the pillow encourages touch and closeness,
which can make emotional expression feel
less threatening. Speaking into a pillow
rather than directly to a partner can lower
the barrier to articulating difficult thoughts
or feelings, especially when fear of reaction
or conflict is present.

Pill
.. — pameld '.
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Figure 19: Supported relational communication with
Pillow partner in relationship.

The use of voice allows emotional nuance to
be conveyed more clearly than text-based
communication, while the absence of visual
presence reduces confrontation. Because
the pillow is associated with intimacy and
care, messages exchanged through it are
perceived as more personal and meaningful.
Together, these qualities support communi-
cation as a gradual, relational process rather
than a single confrontational moment.




10.5 DESIGN DECISIONS AND THEIR IMPLICATIONS

Form

The form of the Pillow Partner was deliberately designed as a synthesis
of two morphological references. On the one hand, the object needed to
evoke the physical and emotional qualities of a body: something that can
be held, embraced, and pressed close, similar to the experience of hug-
ging a partner. On the other hand, it needed to remain recognizable as a
familiar household object, rather than a playful toy or an explicitly sexual
artefact.

By combining these two references — the cuddle qualities of a body and
the everyday familiarity of a pillow—the final form was developed (see
Figure 20). This balance aims to make the object emotionally approacha-
ble without becoming overly symbolic or confronting.

Material choices further support this intention. Soft, tactile textiles were
selected to encourage physical contact and comfort, while a neutral and
inclusive color palette was used to avoid gendered associations or expli- Human body Familiar Pillow
cit sexual connotations. This neutral appearance lowers the threshold for

use and supports introduction in sensitive contexts, but it also means

that the object is not immediately recognizable as an intimacy-focused

product. This ambiguity was accepted as a trade-off in favor of emotional

safety and broad accessibility. Figure 20: Morphological inspiration for the concept.
Function
In terms of function, the design aimed to balance simplicity of use with Speaker + Microphone -

meaningful interaction. The interaction logic was intentionally kept mini-

mal to reduce cognitive load and avoid a technical or medical feel. The !
user interface consists of a single button and a circular LED indicator, : =
which together support recording, sending, and listening to voice mes- LED Ring
sages. This limited interaction set allows users to focus on the emotional

content of the message rather than on operating the device. ] ( '___
Heating Element m— I‘ lm - :

In addition to voice messages and the physical presence of the pillow, a

warmth function was integrated. The pillow gently warms while a mes-

sage is being played, adding a physical sensation to the auditory experi- . - 3

ence. This warmth was intended to support feelings of closeness and pre- - ,3::/ 3 Button
sence, capturing an abstract sense of nearness without becoming overly

literal or confronting. Compared to features such as screens or visual

representations, warmth adds little technical complexity

Figure 21: Functions of the concept
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10.6 DISCUSSION

While the Pillow Partner addresses key chal-
lenges identified in the research, it does not
function as a universal solution. The concept
assumes a certain level of willingness to engage
with emotional expression and may not be sui-
table for all relationships or stages of illness. It
also cannot resolve deeper relational conflicts or
replace professional support when needed.

The design intentionally limits its ambition to
supporting the opening of communication
and the experience of autonomy, rather than
managing outcomes or guiding conversations.
Emotional responses elicited by the pillow may
require follow-up through direct conversation
or care, and the concept should be understood
as part of a broader ecosystem of relational and
healthcare support.

10.7 CONCLUSION

This chapter presented the final design of the
Pillow Partner and explained how it translates
research insights into a concrete design out-
come. By focusing on autonomy and communi-
cation, the concept addresses central relational
challenges identified throughout the project.
The design choices reflect a careful balance
between sensitivity, simplicity, and functionality,
while acknowledging the limitations inherent to
such an intervention.

The Pillow Partner does not aim to solve inti-
macy-related problems, but to create space

for expression, connection, and self-directed
engagement within relationships affected by ill-
ness. As such, it forms a grounded and reflective
design outcome that bridges analytical research
and practical application, and provides a foun-
dation for further development, testing, and
implementation.
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11.1AIM

The aim of this chapter is to explore the
conditions under which the proposed
concept could be meaningfully introdu-
ced, accepted and sustained in practice.
Rather than evaluating the concept itself,
this chapter focuses on the broader imple-
mentation context. The goal is to identify
strategic considerations that influence
feasibility, desirability and viability for inti-
macy-supporting interventions in pallia-
tive care. These insights are intended to
inform not only the further development of
the Pillow Partner, but also similar design
interventions operating in sensitive health-
care contexts.

11.2 METHODOLOGY

To develop an implementation-oriented
perspective, this chapter builds on a secon-
dary analysis of expert (EO1-E13) interviews
conducted throughout the project. These
interviews included professionals from
sexual health care, palliative care, design
for sensitive contexts, and commercial
development of intimacy-related products.

All available audio recordings and notes
from earlier expert interviews were revisi-
ted with a specific focus on strategic and
contextual insights. Rather than analysing
feedback on the concept's form or functi-
ons, this review aimed to extract recurring
patterns related to introduction, positio-
ning, timing, stakeholder roles and barriers
to adoption.

The analysis followed a qualitative synthe-
sis approach. Insights from all interviews
were brought together and compared
across contexts. Through iterative reflec-
tion and clustering, recurring concerns and
conditions were grouped into a small set
of implementation themes. These themes
were not treated as fixed requirements, but
as strategic conditions that shape whether
a concept such as the Pillow Partner can
be realistically introduced and sustained

11.3 RESULTS - STRATEGIC THE-
MES & KEY IMPLEMENTATION
CONDITIONS

1. Low-threshold, non-medical
positioning that supports introduction
by healthcare professionals

Experts consistently emphasized that any
intervention addressing sexuality and inti-
macy in the context of incurable cancer
must lower barriers rather than add new
ones. Both patients and healthcare pro-
fessionals experience discomfort when
approaching this topic, making a calm,
neutral and relational positioning essential.

Because sexuality is already surrounded
by taboo and vulnerability, experts warned
against explicit, playful or sexualized
framing:

“You don't want to materialize or
medicalize the problem around
sexuality too much." EO1

This low-threshold positioning was seen
as especially important in incurable
cancer contexts, where patients and part-
ners often feel overwhelmed by medical
interventions:

“People with incurable cancer have
already been through so much.
They are often not waiting for
something very medical or scientific
anymore." EO1

Closely connected to this was the role of
healthcare professionals. Experts stressed
that not all professionals feel trained or
comfortable discussing sexuality, and that
this should not be a prerequisite for intro-
ducing the concept:

“The subject is incredibly difficult to
communicate about. For patients,
but also for specialists. That is the
core of the problem.” EO3
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Rather than requiring expertise, the concept
was seen as something that could support
professionals in opening the topic without
making it too explicit or taking responsibility
for solving it:

“This could be a tool for professionals
who don't know much about it, don't
want to know, or have little experi-
ence - something they can easily
introduce.” EO1

The importance of non-medical language
was repeatedly emphasized:

“It's much friendlier to say: thereis a
nice tool you can try to stay connec-
ted, instead of immediately talking
about erectile dysfunction or medi-
cation.” EO3

Together, these insights suggest that suc-
cessful implementation depends on a posi-
tioning that is neutral, relational and sup-
portive (figure 22), allowing both users and
healthcare professionals to approach inti-
macy without added pressure or expertise
requirements.

2. Balancing timely introduction with
emotional readiness

Timing emerged as a critical strategic con-
dition. Experts described a clear tension
between introducing support early enough
to prevent escalation, and avoiding intro-
duction at moments when people are not
emotionally receptive. On the one hand,
experts emphasized the importance of early
awareness:

“l usually give a hint early on, so
people know it exists. Then people
can come back half a year later with
interest.” EO1

At the same time, introducing intimacy-rela-
ted support too early may cause resistance:

“At the first bad news conversation,
people are often angry or over-
whelmed. This is not the moment.”
EO1

Rather than a fixed timing, experts descri-
bed introduction as a process, embedded
within the broader care trajectory:

“For one person it's after a month, for
another after a year, and for a larger
group maybe never.” EO1

Crucially, the concept was valued for being

available without obligation:

“It's important that the pillow is
already there, so you don't have to ask
for help at the moment it becomes
really difficult.” ET1

This suggests that the strategic value of the
concept lies not in immediate use, but per-
haps in lowering the future threshold for
addressing intimacy when users are ready
(figure 23).

3. Financial accessibility and non-
medical market positioning

Experts identified financial barriers as a
major risk for adoption and the products’
survival in the market. High purchase costs
were seen as limiting accessibility and incre-
asing expectations beyond what such a con-
cept can realistically deliver:

“If everyone has to pay a few hundred
euros themselves, you reach only a
very small group. Five hundred euros
creates very high expectations. Then
people expect the product to solve
the problem.” E13

Drawing on experience with comparable
products, experts emphasized alternative
access models:

“For our product, a big step was
moving away from selling it as a pro-
duct and offering it as a subscription.”
E13

Several experts advised against positioning
the concept primarily as a medical device
(figure 24), especially given the limited size of
the incurable cancer population:

“As an academic exercise it's great,
but as an entrepreneur | would posi-
tion it as a device for everyone —
more like a wellness product.” E13

This broader positioning was seen as
more viable, while still allowing use in care
contexts:

“‘Our product is a consumer device
that also has medical applications.”
E13

Soft claims and experiential value were con-
sidered more realistic than hard medical
promises:

‘It's something that already exists in
another form, like a pregnancy pillow
or a weighted blanket — but now
focused on intimacy.” E13

Figure 22: The leaflet supports healthcare professionals in introducing intimacy-re-
lated support without requiring specialist knowledge or explicit conversation.

Figure 23: Waiting area where the concept is visibly present, allowing users to
become aware of available support without requiring immediate engagement.

Figure 24: Positioning the concept in the public space as a consu-
mer product rather than a medical device.



11.4 DISCUSSION

The findings of this implementation-orien-
ted analysis show that the success of an
intimacy-supporting concept in the con-
text of incurable cancer depends less on
technological sophistication and more on
how the concept is positioned, introduced,
and accessed. Across expert perspectives,
implementation emerged as a relational
and contextual challenge rather than a
purely design or engineering problem.

First, the strong emphasis on low-thres-
hold and non-medical positioning high-
lights a tension between intention and
reception. While the concept aims to
support autonomy and communication,
experts cautioned that explicit or overly
sexualized framing may paradoxically
reduce openness. This underscores the
importance of subtlety in design: a concept
can only support communication if it does
not itself become a source of discomfort.
Importantly, this finding also reframes the
role of healthcare professionals. Rather
than positioning them as experts who
must actively address sexuality, the con-
cept can function as a shared entry point
that lowers responsibility and emotional
load for both parties.

Second, the insights on timing reveal that
implementation cannot be understood as
a single moment of introduction. Instead,
intimacy-related support must be embed-
ded within the broader care trajectory,
allowing space for denial, adaptation,

and shifting priorities. Experts described
early awareness as valuable, but warned
against introducing such concepts during
moments of acute emotional overload.
This reinforces the idea that feasibility in
this context is not only about availability,
but about temporal sensitivity: the concept
must remain present without demanding
immediate engagement.

Third, the discussion around financial
accessibility and market positioning expo-
ses a structural limitation of niche medical
framing. While incurable cancer provides
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a meaningful and urgent context for use,
experts questioned whether this group
alone can sustain a viable product model.
Positioning the concept as a broader well-
ness-oriented device, with soft claims and
flexible access models, was seen as a way
to balance emotional sensitivity with long-
term sustainability. This approach does
not deny medical relevance, but avoids
burdening the concept with expectations
of clinical effectiveness that are difficult to
substantiate.

Taken together, these findings suggest
that implementation in this domain is less
about scaling a solution and more about
carefully situating it within existing relati-
onal, professional, and economic systems.
The concept’s strength lies in its ability to
remain optional, supportive, and adaptable
across different moments and users.

11.5 CONCLUSION

This chapter explored the strategic condi-
tions required for implementing an inti-
macy-supporting concept in the context
of incurable cancer. Through a synthesis
of expert insights, three key themes were
identified: low-threshold and non-medical
positioning, timely introduction within the
care trajectory, and financial and strategic
accessibility.

Rather than prescribing a single imple-
mentation pathway, these themes describe
a set of boundary conditions that shape
whether such a concept can realistically
function in practice. They show that suc-
cessful implementation depends on redu-
cing emotional, professional, and financial
barriers, while respecting the vulnerability
and variability of users’ experiences.

For the Pillow Partner concept, these
insights imply that its value does not lie

in solving intimacy-related problems, but
in creating space for communication at
moments chosen by the users themselves.
By remaining subtle, optional, and broadly
accessible, the concept can align with both

the relational needs of couples and the practical constraints of healthcare contexts.

These conclusions provide a grounded foundation for translating the concept into an imple-
mentation approach that is sensitive, feasible, and sustainable, while leaving room for further

refinement and validation in future work.

Intimacy Supporting Design

1. Accessible and Non-Medical Framing 2. Timing and Emotional Readiness

Figure 25: Key Conditions Shaping Implementation of Intimacy-Supporting Design

3. Financial Accessibility and Market Viability

The conditions were identified through expert interviews as factors that influence whether an intimacy-supporting concept
can be responsibly introduced and sustained in palliative care contexts. They should be understood as enabling conditions

rather than guarantees of successful implementation.
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12.4 IMPLEMENTATION AND SCALING
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12:6 CONCLUSION

12.1 AIM OF THIS CHAPTER

This chapter outlines recommmendations
for future work building on the outcomes
of this graduation project. Rather than
reflecting on the project itself, the aim is
to indicate how the concept, the research
approach, and the proposed implementa-
tion strategy could be further developed in
follow-up design or research trajectories.
These recommendations are intended to
support designers, researchers, or care
organizations who may continue working
on similar interventions at the intersection
of intimacy, relationships, and palliative
care.

12.2 RECOMMENDATIONS FOR FU-
RTHER CONCEPT DEVELOPMENT

While the Pillow Partner concept was
refined and tested in an exploratory
Mmanner, several directions for further
design development emerged.

First, future iterations could further explore
graduated autonomy features. Interviews
suggested that users value control over
timing, emotional intensity, and exposure.
Follow-up design work could investigate
features such as staged listening, delayed
responses, or explicit signals that a mes-
sage has been received but not yet proces-
sed. These refinements could help balance
individual autonomy with relational
sensitivity.

Second, the sensory qualities of the object
deserve deeper exploration. Warmth,
weight, softness, and scent were repea-
tedly described as meaningful, yet these
gualities were only lightly prototyped.
Future work could investigate how diffe-
rent sensory configurations influence com-
fort, emotional regulation, and perceived
presence over longer periods of use.

Third, the concept could be further tailored
to different relational scenarios. The cur-
rent concept addresses couples in general,
but future design work might differenti-
ate between early palliative phases, later
stages of illness, and periods after loss. This
could result in scenario-specific versions or
modes of use, while maintaining a cohe-
rent core concept.

12.3 RECOMMENDATIONS FOR
EMPIRICAL RESEARCH

From a research perspective, several
follow-up studies would strengthen
the evidence base around this type of
intervention.

A first recommendation is to conduct lon-
gitudinal user studies. The current research
focused on first impressions and short-
term experiences. Longer-term studies
could explore how meaning, use patterns,
and emotional impact evolve over time,
particularly as illness progresses or relatio-
nal dynamics change.

Second, future research should more expli-
citly involve couple-based studies. While
individual interviews provided valuable
insights, dyadic research could reveal how
autonomy and communication are negoti-
ated between partners, how asymmetries
arise, and how shared use influences relati-
onal processes.

Third, targeted studies with specific patient
groups are recommended. Different diag-
noses, disease trajectories, and care set-
tings may shape needs and expectations in
distinct ways. Carefully staged involvement
of people with incurable cancer, in colla-
boration with care professionals, would be
essential to ensure ethical and emotional
safety.
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12.4 RECOMMENDATIONS FOR
IMPLEMENTATION AND SCALING

Building on the implementation insights
gathered, future work could further deve-
lop and test concrete pathways for introdu-
cing such a concept into practice.

At a micro level, research could focus on
how and when the concept is introduced
within care trajectories. Small pilot studies
could explore whether introduction during
early consultations, follow-up conversati-
ons, or psychosocial support sessions leads
to different uptake and use.

At a meso level, future work could explore
the role of intermediate professionals, such
as specialized nurses, psychologists, or
sexologists, as mediators. Training materi-
als, conversation guides, or demonstration
tools could be developed to support careful
and non-confrontational introduction.

At a macro level, alternative distribution
and access models could be explored.
These may include lending systems, tem-
porary trials, or integration into existing
care infrastructures. Such models could
lower thresholds for use and reduce the
need for users to actively request help
during vulnerable moments.

12.5 METHODOLOGICAL RECOM-
MENDATIONS FOR DESIGN AND
HEALTHCARE RESEARCH

This project explored the overlap between
design research and qualitative healthcare
research by combining contextmapping
with reflexive practices. Future projects
could further build on this exchange bet-
ween fields.

Healthcare and public health research
may benefit from design methods such as
contextmapping, which help participants
reflect on lived experiences and express
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abstract or sensitive topics in a more tangi-
ble and accessible way. In this project, con-
textmapping supported open conversati-
ons about intimacy and relationships by
shifting the focus from direct questioning
to experiential reflection.

At the same time, design research may
benefit from adopting reflexive practices
that are more established in qualitative
healthcare research, such as explicit posi-
tionality statements and critical reflection
on the role of the researcher. Making these
influences visible can strengthen ethical
awareness and transparency, especially
when working with vulnerable populations.

Rather than proposing a new methodo-
logy, future work could focus on better
understanding how design and healthcare
research tools can complement each other,
and on developing clearer guidance for
when and how specific methods are appro-
priate in sensitive medical and relational
contexts.

12.6 CONCLUSION

This chapter presented recommendations
for future work related to concept deve-
lopment, empirical research, implemen-
tation, and methodology. Together, these
suggestions show that the project does not
conclude with a single design outcome,
but rather offers a starting point for con-
tinued exploration of how autonomy and
communication can be supported through
design in palliative and relational contexts.
Future studies and design trajectories can
build on these insights to further develop
responsible, sensitive, and meaningful
interventions.
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PART IV
FINAL REDLECTIONS
&
SUPPORTING MATERIAL




REFLECTION

This project offered a rare opportunity to engage directly, as a designer, with people
living in a highly sensitive and underexplored context: sexuality and intimacy in the
lives of people with incurable illness and their partners. Speaking openly with partici-
pants about such personal topics required care and humility, but it also highlighted
how valuable it is to include these perspectives in design research. Many participants
expressed appreciation for being asked about a topic that is often overlooked, which
confirmed the relevance of the project despite its seemingly niche focus.

Throughout the project, | worked in an integrated role as a designer-researcher,
where inquiry and creation continuously informed one another. My design training
naturally encourages early exploration of possibilities and directions, which often
supported sense-making and helped translate emerging insights into tangible con-
cepts. At the same time, this orientation also carries the risk that certain interpretati-
ons or solution directions become more prominent too quickly.

| addressed this by consciously structuring the process into phases of exploration
and refinement, making design choices explicit, and repeatedly grounding them in
insights from different sources. This approach allowed design and research to func-
tion not as separate activities, but as complementary ways of understanding and
engaging with the complex relational context of the project.

From a methodological perspective, the findings of this project are not statistically
generalizable due to the qualitative nature and limited sample size. However, the
insights may be transferable to comparable relational and healthcare contexts where
intimacy, vulnerability, and commmunication play a role. The value of the research lies
not in producing definitive answers, but in revealing underlying mechanisms and
translating them into design principles that can inform future work.

An important learning outcome of this project was the realization that a strong idea

alone is insufficient. While the concept of the Pillow Partner emerged as meaningful

and resonant, its potential impact depends heavily on careful execution, positioning,

and implementation. This became particularly clear when considering feasibility and

long-term viability. The project revealed a clear tension between medical positioning
and a more accessible wellness-oriented framing, as well as between addressing a

specific target group and the need for scalability. These tensions do not have simple
solutions, but acknowledging them is essential for responsible design in healthca-

re-related domains.

On a personal level, the project required learning to work with ambiguity, emotional
complexity, and moments of not knowing. It demanded sensitivity in both research
and design decisions, and encouraged reflection on ethical responsibility. At the
same time, it supported growth in academic writing, critical reflection, and the arti-
culation of design rationale. Ultimately, the project revealed that meaningful design
research is not an end state, but an ongoing process of learning, questioning, and
careful iteration.
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A. PROJECT BRIEF

Personal Project Brief — IDE Master Graduation Project

Donz, B., Russia, B., Barbaret, C., Braybrook, D., Perceau-Chambard, E., Reverdy, T., &
Economos, G. (2024). What contributes to promote sexual health in cancer palliative care? A
realist review. Sexual Medicine Reviews, 12(3), 334-345.

https:/fdoi.org/10.1016/.8xmr.2023.11.005

Hjalmarsson, E., & Lindrath, M. {2020). “To live until you die could actually inciude being intimate
and having sex”: A focus group study on nurses’ experiences of their work with sexuality in
palliative care. lournal of Clinical Nursing, 29(15-16), 2879-2990.

https:/fdoi.org/10.1111/jocn. 15355

Name student Sam van der Ploeg

PROJECT TITLE, INTRODUCTION, PROBLEM DEFINITION and ASSIGNMENT Reese, l. B., Sorice, K., Beach, M. C., Porter, L. 5., Tulsky, J. A., Daly, M. B., & Lepore, 5. J. (2017).
Complete all fields, keep information clear, specific and concise Patient-provider communication about sexual concerns in cancer: A systematic review. Journal
of Cancer Survivorship, 11(2), 175-188. https://doi.org/10.1007/s11764-016-0577-9

Wang, K., Ariello, K., Choi, M., Turner, A., Wan, B. A, Yee, C., & Chow, E. (2017). Sexual
healthcare for cancer patients receiving palliative care: A narrative review. Annals of Palliative
Supporting sexual wellbeing in palliative care Medicine, 7(2), 256-264. https://doi.org/10.21037/apm.2017.08.08

Project title

World Health Organization. {z,d.}. Sexual health: Definitions. World Health Crganization.

Please state the title of your graduation project (above). Keep the title compact and simple. Do not use abbreviations. The hitps:/iwwwawho.int/health-topics/sexual-health#tab=tab_2

remainder of this document allows you to define and clarify your graduation project.

image / figure 1
Introduction

Describe the context of your project here; What is the domain in which your project takes place? Who are the main stakeholders
and what interests are at stake? Describe the opportunities (and limitations) in this domain to better serve the stakeholder
interests. (max 250 words)

Sexuality and intimacy are known to be important contributors to general well-being (Reese et al., 2017; World Health
Organization, n.d.), even in the final phase of life. In palliative care for people with incurable cancer, these aspects are often
overlooked despite their relevance for keeping human connection and dignity (3). Conversation about intimacy and sexual
needs are often accompanied by discomfort and taboos which makes these conversations difficult for patients, partners
and healthcare professionals (Donz et al., 2024; Hjalmarsson & Lindroth, 2020; Wang et al., 2017).

Following this, research at Erasmus Medical Centrum (EMC) is set up by project leader Evi Bakker with the aim to “better
understand the experiences and needs of people with incurable cancer and their partners regarding relationships and
intimacy, and how these needs can be best addressed”.

The IDE graduation project of the project brief you are reading will be part of the EMC research project. The main goal of
the IDE graduation project is to “Design and develop a prototype (physical, digital, or otherwise) to support the sexual
well-being for receiving palliative care, especially for people with incurable cancer and their relatives”.

The main stakeholders are people with incurable cancer and their partners or loved ones, whose interests likely lie in
keeping emotional and physical connection as well as a sense of dignity in the final phase of life. Secondary stakeholders

include healthcare professionals who aim to provide care but may struggle with addressing intimate topics due to
discomfort. Other stakeholders include healthcare institutions and policymakers aiming to improve quality of life.

image / figure 2
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Project planning and key moments

To make visible how you plan to spend your time, you must make a planning for the full project. You are advised to use a Gantt
chart format to show the different phases of your project, deliverables you have in mind, meetings and in-between deadlines.
Keep in mind that all activities should fit within the given run time of 100 working days. Your planning should include a kick-off
Personal Pro j ect Brief — IDE Master Graduation Pro J ect meeting, mid-term evaluation meeting, green light meeting and graduation ceremony. Please indicate periods of part-time

activities and/or periods of not spending time on your graduation project, if any (for instance because of holidays or parallel
course activities).

Problem Definition

Make sure to attach the full plan to this project brief.

What problem do you want to solve in the context described in the introduction, and within the available time frame of 100 The four key moment dates must be filled in below

working days? (= Master Graduation Project of 30 EC). What opportunities do you see to create added value for the described

stakeholders? Substantiate your choice.

(max 200 words) In exceptional cases (part of) the Graduation
Kick off meeting 2 sept 2025 Project may need to be scheduled part-time.

The main problem addressed in this project is the lack of adequate support for people with incurable cancer and their Indicate here if such applies to your project

relatives to talk about their relationship, intimacy and sexuality with each other, healthcare professionals and other close

friends. Part of project scheduled part-time
To design an efficient solution, it is important to understand the end-user as thoroughly as possible. The complexity of Mid-term evaluation 28 okt 2025
making a difficult topic, such as intimacy, open for discussion will likely pose challenges during the project. It could be For how many project weeks

difficult to create a situation where the target group is truly able to speak freely and show its true colors.
Number of project days per week

A diverse target group inherently brings diverse backgrounds, values and needs. Also with regards to the discussion of

intimacy. With the nature of the project it can be challenging to balance inclusivity and impact. On one hand as a designer

Green light meeting 16 dec 2025

you want to include as many people as possible and make everybody feel heard. On the other, designing for everyone may Comments:
consequently result in an outcome that is too diluted to benefit anyone.
Graduation ceremony 27 jan 2026
Assignment Motivation and personal ambitions
This is the most important part of the project brief because it will give a clear direction of what you are heading for. Explain why you wish to start this project, what competencies you want to prove or develop (e.g. competencies acquired in your

Formulate an assignment to yourself regarding what you expect to deliver as result at the end of your project. (1 sentence)
As you graduate as an industrial design engineer, your assignment will start with a verb (Design/Investigate/Validate/Create),
and you may use the green text format:

MSc programme, electives, extra-curricular activities or other).

Optionally, describe whether you have some personal learning ambitions which you explicitly want to address in this project, on

Design and develop a prototype (physical, digital, or otherwise) to support the sexual well-being for people receiving top of the learning objectives of the Graduation Project itself. You might think of e.g. acquiring in depth knowledge on a specific
palliative care, especially for people with incurable cancer and their relatives subject, broadening your competencies or experimenting with a specific tool or methodology. Personal learning ambitions are
limited to a maximum number of five.
(200 words max)
Then explain your project approach to carrying out your graduation project and what research and design methods you plan to
use to generate your design solution (max 150 words) Ambitions:
In this graduation project, | wish to familiarize myself more with the possibilities for designers in the medical industry. This
Design should not be considered a linear process, however during the project there are four main phases to be identified. also includes learning about the inner workings of EMC. Getting an inside look is therefore one of my ambitions.

The planning for these phases was made based on the double diamond model.
Secondly, | wish to create tangible results that go beyond merely insights about a situation, but push to make impact.
1. The discover phase is used to understand the context and domain this project is working with (Benchmarking,

understanding sexual well-being, patient journey mapping and of course understanding our main stakeholders). Referring Thirdly, my aim is to navigate this project in a way that allows me to interact with final users. This will likely boost the results
back to the earlier comment made about balancing diversity and impact, it is likely that in this phase choices will be made of the project significantly

with regards to the selected target group.

2. The define phasg s usgd to |d.en.t|fy the specific problem and come up with a design brief. To do this, the goal is to For me it will be interesting to prove my skills as a strategic designer and manager during this project. Skills that | have been
conduct a number interviews within the target group.

3. The develop phase is used to ideate and develop a design solution that fits the design brief. To do this, the goal is to able to practice with in the past and am comfortable with. The creative and visual skills are skills that | am insecure about,

conduct two to four co-creation sessions with the target group. which is something | aim to potentially change in this project.
4. The deliver phase is used to reflect on important implications that the final design has.
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B. MARKET ANALYSIS

Benchmarking - supportive tools sexual wellbeing

Category

Examples

Primarily aimed at

Possible use-phase

of palliative care

Physical sex toys

ol 2
iiiidi e ¢
Higusrsorne

Maturbators, lube,
erection pump,
sensory tools (feather,
blindfold, warm or
cold objects)

patient
either increasing
pleasure or reduce
pain

ing toys to

Palliative care phase
& terminal palliative
care phase

Conversational
tools

cardgam

Caregiv
Tools to support

caregivers in having
conversations about
sexuality

Context interventions

e
—

Koppelbed

Patient & partner:
taking away barriers
that the environment
and context of care
might bring with
them

Palliative care phase
& terminal palliative
care phase

Terminal palliative
care phase

Market analysis - supportive tools for sexual well-being

Category

Examples

Primarily aimed at

Possible use-phase

of palliative care
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Roze olifant, PLI

Onder40gen Happy Fa
cardgame, Openhartig,

Conversational
tools

IT model,
ool, IntiMl

Vertellis, Sextalk

Caregiver, partner &
patient:
Tools to support
caregiver

sin having
conversations about
sexuality

Palliative care phase
& terminal palliative
care phase

Sexual devices

Masturbators,
lubricant, erection
pump, sensory tools
(feather, blindfold,
warm or cold objects)

patient (& partner):
using toys to either
increasing pleasure,
reduce discomfort
and improve function

Palliative care phase
& terminal palliative
care phase

Erotic audiovisual
stimuli

Informative/

Erotic audiovisual

stimuli

sea,
Audiopodesires

pornography

Patient: erotically
stimulating patients
through visuals &
audio

Palliative care phase
& terminal palliative
care phase

Context interventions

educational tools

‘ Body Mapping

Ferly, OMGYes.
Sick And Sex, S

e——
[ —

Koppelbed

Explorative tools

Patient: exploring
sexuality to improve
sexual wellbeing

Palliative care phase
& terminal palliative
care phase

Medical

Sildenafil, estrogen or

Medication

Viagra, estrogen or
testosteron-therapy

Patient: Frectile

function, vaginal

dryness & pain,
libido/sexual desire

Rarely used in
palliative phases

Sexual care

Zo2q

Surrogate partners,

Scks & zorg podcast

through visuals &
audio

Palliative care phase
& terminal palliative
care phase

Sensate focus therapy

Patient (& partner):

privacy facilities,

Patient & partner:

exploring sexuality to
improve sexual well-
being

Palliative care phase
& terminal palliative
care phase

taking away barriers
that the environment
and context of care
might bring with

them

Palliative care phase
& terminal palliative
care phase

the

py

dryness &

sexual desire

Palliative care phase
& terminal palliative
care phase

snoezelzorg, stichting

schildpad

phy
care for people in
special conditions

Palliative care phase
& terminal palliative
care phase

CONVERSATIONAL TOOL

Tools aimed at professionals to
suppot the conversation about

sexual wellbeing

Physical toys intended to either
increase pleasure, or alleviate

SEXUAL DEVICES

discomfort

AUDIOVISUAL STIMULI

Erotically tinted audio and visual
stimuli, aimed at patient and

INFORMATION & EDUCATION

Websites, social platforms or

therapy that provide relevant

infarmation or lessons about
sexuality

CONTEXT INTERVENTIONS

Aimed at overcoming contextual
challenges that prevent
partner intimacy or sexual expression

SEXUAL CARE

Sexual workers that specifically
specialize in providing services
in medical context

MEDICATION

Sildenafil, estrogen or
testosteron-therapy aimed at
erictile disfunction or vaginal

dryness
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C.INTERVIEWS - SENSITIZING BOOKLET
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Beste deelnemer,

Zoals in de informatiebrief is uitgelegd, sturen wij u voorafgaand aan het gesprek
een document met extra materiaal.

Dit document bevat enkele vragen en een vrijwillige opdracht die u kunnen helpen
om alvast na te denken over het onderwerp intimiteit.

Wij willen u verzoeken om voorafgaand aan het gesprek voor uzelf alvast over
deze vragen na te denken.

Desgewenst kunt u het antwoord ook opschrijven en meenemen naar het
gesprek.

Alvast hartelijk dank voor uw inzet!

Met vriendelijke groet,
Het onderzoeksteam

Drs. Evi Bakker

Dr. Arianne Stoppelenburg
Prof. dr. Judith Rietjens
Sam van der Ploeg

Erasmus MC

Unlversitalr Medisch Centrum Rotterdam

VRAAG 1: Wat betekent ‘intimiteit’ voor u?’

Desgewenst kunt u het antwoord hieronder ook opschrijven of tekenen.
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C. USER RESEARCH - TOPIC LIST

Interviewhandleiding DoubleTaboo Versie 02-10-2025

Introductie en doel van het gesprek
Wat fijn dat u tijd heeft gemaakt voor dit gesprek.
Ik zal mij eerst kort voorstellen en nog eens uitleggen waarom we hier zijn.

Mijn naam is Evi Bakker, en ik ben hier als arts onderzoeker van het Erasmus MC bij betrokken.

En mijn naam is Sam van der Ploeg en ik ben hier als ontwerper van de TU Delft bij betrokken.
Spreek ons vooral aan met je of jij. Wat vindt u prettig?

Wij doen dus een onderzoek naar relaties en intimiteit bij mensen met ongeneeslijke kanker en
hun partners.

Ongeneeslijke kanker kan invloed hebben op iemands relatie en intimiteit.

Maar, toch wordt dit onderwerp vaak niet besproken.

Ons doel is om meer te begrijpen van de ervaringen en behoeften rondom relaties en intimiteit
bij mensen die met ongeneeslijke kanker te maken hebben. Zo hopen wij hen beter te kunnen
ondersteunen, waar dat nodig is.

Hierbij werken we samen met ontwerpers van de Technische Universiteit Delft.
We gaan zo niet alleen praten, maar ook samen uw ervaringen op dit papier zetten.

Dit kan ons helpen om het overzicht te houden. U hoeft niet creatief te zijn, we doen het samen.

Heeft u tot nu toe vragen? Bijvoorbeeld over de informatie die we u eerder hebben gestuurd.

Uitleg concept en visueel overzicht
Het onderwerp van dit onderzoek kan voor sommige mensen dichtbij komen. Dat is heel
begrijpelijk. Daarom vinden wij het heel waardevol dat u met ons in gesprek wilt gaan.

ledereen kan intimiteit en seksualiteit op een andere manier ervaren. Zoals u op dit plaatje kunt
zien, zien wij deze onderwerpen in ons onderzoek op een brede manier.

Het kan gaan over lichamelijke dingen zoals knuffelen, zoenen of vrijen.

Maar, ook over je gevoelens delen en je verbonden of veilig voelen.

Ook je identiteit en seksuele oriéntatie kunnen van invlioed zijn.

Misschien heeft u zelf ook nog aanvullingen.

Dit alles kan je alleen of samen met iemand anders ervaren.

Dan zal ik ook eerst wat uitleg geven bij het papier dat voor ons ligt.

U ziet een tijdlijn. Wij hebben alvast het moment van de diagnose en nu ingevuld.

Tijdens het gesprek gaan we proberen om samen gebeurtenissen rondom de onderwerpen
relaties, intimiteit en seksualiteit op deze tijdlijn te plaatsen.

Dit geeft een overzicht en houvast tijdens het gesprek.

Vertrouwelijkheid van gesprek

Het gaat om uw ervaring en beleving. Er zijn geen goede of foute antwoorden.
U kunt het altijd aangeven als u het gesprek wilt pauzeren of stoppen.

Alles wat u zegt, wordt vertrouwelijk behandeld en anoniem verwerkt.
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Toestemming

Vindt u het goed dat ik het gesprek opneem met een audiorecorder?

- Dan kan ik mij beter concentreren op het gesprek, zonder dat ik alles op hoef te schrijven.

- Het gesprek wordt later uitgeschreven en uw naam wordt vervangen door een nummer. Alle
persoonlijke gegevens worden weggelaten.

- Als ik zo de audiorecorder aanzet, zal ik uw deelnemersnummer noemen en u nog een keer
vragen om uw toestemming voor de opname.

Heeft u nog vragen voordat we beginnen?

Informed consent form laten tekenen.

Vragenlijst doorlopen.

Heeft u nog vragen voordat we beginnen?
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C. INTERVIEWS - TOPIC LIST

Topiclijst
Audiorecorder aanzetten
Dit is een opname voor een gesprek met respondent [X].
Geeft u toestemming om dit gesprek op te nemen en om uw antwoorden te gebruiken voor
onderzoeksdoeleinden, nu en in de toekomst?
Dank u wel. Dan gaan we nu door met het gesprek.

1. Kuntu om te beginnen kort iets vertellen over uw situatie?

2. Tervoorbereiding heeft u een document met enkele vragen over intimiteit gekregen.
Was u in de gelegenheid om hier over na te denken?
o Indien ja: Heeft u dit document bij de hand? En zou u hier wat over willen delen? Bijv.
over de eerste vraag: wat betekent intimiteit voor u?
= De andere vraag was of u een herinnering zou kunnen beschrijven, die voor u
te maken heeft met intimiteit sinds de diagnose. Kunt u hier wat over delen?
Dan vullen we deze samen op de tijdlijn in.
= Hebtutoevallig foto’s gemaakt? Hoe was dit om te doen? Zou u ze kunnen
laten zien en vertellen waarom u juist die foto’s hebt gemaakt?
o Indien nee: datis geen probleem.
= Eenvandevragen was om na te denken over wat intimiteit voor u betekent.
Zou u daar anders nu wat over kunnen delen?
= De andere vraag was of u een positieve of negatieve herinnering zou kunnen
omschrijven, die voor u te maken heeft met intimiteit sinds de diagnose.
e Zou udaar nu wat over kunnen delen? Dan vullen we deze samen op de
tijdlijn in.

3. Hoe ervaart u op dit moment uw intimiteit en seksualiteit?
Emotionele intimiteit
Lichamelijke intimiteit
o Indien relatie: en hoe ervaren jullie intimiteit en seksualiteit onderling?
o Vraag door naar emoties: hoe voel(de) u zich hierbij/wat ging erin u om?

4. Is uw intimiteit en seksualiteit veranderd? En zo ja, hoe?
o Emotionele / lichamelijke intimiteit
= |suw behoefte naar intimiteit of seksualiteit veranderd?
= |swat uonderintimiteit of seksualiteit verstaat in de loop van de tijd
veranderd?
o Indien relatie:
= Zijn er belangrijke gesprekken, gevoelens of gedachten die jullie samen
hebben gedeeld?
= |serooit een situatie geweest waarin jullie andere wensen of verwachtingen
hadden over intimiteit? Hoe gingen jullie daarmee om?

5. Kijkend naar de tijdlijn, wat zijn de belangrijkste gebeurtenissen, gevolgen of problemen?

o Kuntudeze gebeurtenissen ook in periodes opsplitsen?
o Wie waren er voor u belangrijk?
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Kort een samenvatting geven van wat er is besproken
o Watvalt op bij de tijdlijn (bv. pijnpunten)
o Zoishetnu+zois het gegaan

6. Hoe bentu met deze gevolgen omgegaan?
o Hebtuop bepaalde momenten behoefte gehad aan ondersteuning?
o Wathebtu zelf al geprobeerd?
o Welke rol kunnen naasten/zorgverleners/anderen spelen?

7. Stel dat alles mogelijk was, is er dan iets wat u/jullie zou kunnen helpen op het gebied van
intimiteit of seksualiteit?
o Welke specifieke ondersteuning zou behulpzaam kunnen zijn?

8. Stel dat u advies geeft aan iemand anders in dezelfde situatie. Welke tips of
bemoedigende woorden over intimiteit of seksualiteit zou u geven?

Afronding
9. We zijn nu aan het einde van het gesprek gekomen. Zijn er nog belangrijke dingen die we nog
niet hebben besproken en u wel graag zou willen delen?

10. Tenslotte zou ik graag nog willen weten hoe het voor u was om dit gesprek te voeren?

Voicerecorder uitzetten

Nogmaals dank dat u mee wilde doen aan dit onderzoek en uw openhartigheid.

Wij gaan de komende periode nog met anderen in gesprek en de gesprekken analyseren.
Wilt u bij dit onderzoek betrokken blijven? Bijvoorbeeld middels een vervolggesprek?

En wilt u op de hoogte gehouden worden van de uiteindelijke resultaten?

Vragen om materiaal mee te nemen/door te sturen
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C. INTERVIEWS - DEFINTIONS & MAP

Intimiteit & seksualiteit

, L S
3 T - ",
’. _2-

Identiteit
Gender identiteit, seksuele
origntatie & expressie

Lichamelijk . /' Emotioneel & mentaal

Knuffelen, hand ; =i Gevoelens kunnen .
: vasthouden, o delen, fijne gesprekken
\ zoenen, vrijen, 3 ~_ = hebben, verbonden en
massage geven. - ] \ veilig voelen.
” .,
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Je eigen ideeén

®
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Diagnose Nu
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D. ALL 7 DESIGN DIRECTIONS

1. Support Open Communication: Overcoming Taboos and Communication Barriers

Designing interventions focused on reducing the taboos surrounding sensitive topics like sexu-
ality and death, and fostering open dialogue in relational, social and healthcare settings. This
direction emphasizes tools that promote communication between partners, but also with friends,
family and healthcare providers, aiming to reduce isolation. It should be nuanced however that
this design direction does not aim to completely eliminate taboos surrounding sexuality and
death. This direction moreso aims to provide individuals that need to communicate and connect,
the appropriate tools to do so.

2. Supporting Sexual and Relational Autonomy: Addressing the Loss of Equality in the
Relationship

This design direction focuses on supporting partners and couples in situations where incurable
cancer has disrupted relational balance and reduced the autonomy of one or both partners. It
addresses the shift from partner to caregiver and the feeling that life begins to revolve around
the ill person. A particular emphasis is placed on the loss of autonomy over sexual and intimate
needs, which are often suppressed out of fear of burdening the ill partner or causing guilt.

3. Acknowledge the Role of caregiving partners : Recognizing Unseen Needs

Designing solutions that ensure the emotional, relational, and sexual needs of the partner are
acknowledged within relationships, social situations and healthcare. This direction focuses on
creating inclusive systems and tools that recognize the significance of the partner’s role, ensuring
that both the ill person and caregiving partner receive appropriate recognition.

4. Supporting Transitions in Sexuality: Adapting to Shifts in Needs

This direction focuses on supporting couples in navigating the changes in sexuality brought on
by incurable cancer. It advocates solutions that help couples adapt to new forms of intimacy and
redefine sexuality beyond stigmas. This could include designing resources that guide couples
through the transition to non-penetrative forms of sexuality.

5. Integrating Sexuality into Holistic Care: Standardizing Sexual Support in Healthcare

Aimed at addressing the underrecognition of sexuality in palliative care and healthcare in general,
this design direction advocates for the integration of sexual well-being into the holistic model of
care. It emphasizes the need for standardized sexual care guidelines that are sensitive to the spe-
cific needs of the ill person and their partner, ensuring that sexual health is not sidelined in the
treatment process.

6. Shifting the Focus: Moving Beyond Penetration in Sexuality

This design direction challenges the dominant focus on penetrative sex in both healthcare and
societal discussions of sexuality. It advocates for a broader, more inclusive definition of sexuality
that values non-penetrative forms of intimacy, such as kissing, cuddling, and sensual touch. Solu-
tions could include creating educational tools, resources, and support systems that encourage
couples to explore these alternative forms of sexual expression.

7. Personalizing Sexuality: Embracing the Individualistic Nature of Sexual Care

Given the individualistic nature of sexuality, this design direction advocates for highly persona-
lized approaches to sexual care. It stresses the importance of flexible, adaptable solutions that
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cater to the diverse needs and desires of ill person and their partner. This could involve designing
systems that offer tailored advice and support, recognizing that each individual's experience of
sexuality is unique, particularly in the context of illness and palliative care.
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E. SWOT ANALYSIS - RESULTS

1. Support Open Communication: Overcoming Taboos and Communication Barriers

The first direction shows strong potential because it directly addresses one of the most recurrent
themes identified across the literature, market research, and interviews. Its strength lies in its
broad applicability across relational, social, and healthcare settings. However, its openness also
presents a weakness: the direction can easily become diffuse, as cormmunication can be approa-
ched in many ways. Opportunities include the growing societal acceptance of conversations
about intimacy and mental well-being, while threats stem from the sensitivity and cultural taboos
surrounding sexuality and death, which may limit user acceptance.

2. Supporting Sexual and Relational Autonomy: Addressing the Loss of Equality in the
Relationship

The second direction builds directly on the strong theme of relational imbalance identified in the
interviews, where partners described a loss of autonomy over their own emotional, intimate, and
sexual needs. Its main strength lies in its focus on supporting partners in expressing these needs
without guilt, while also acknowledging the constraints imposed by illness. However, the structu-
ral inequality created by incurable cancer makes full relational equality unattainable, which forms
an inherent weakness of this direction. Opportunities arise from a growing awareness of the
emotional burden experienced by partners in palliative contexts, creating room for tools that help
couples navigate changing roles and desires. At the same time, threats relate to the risk that such
tools may unintentionally increase pressure on either partner, particularly if discussions about
unmet needs feel confronting or emotionally overwhelming in an already vulnerable situation.

3. Acknowledge the Role of caregiving partners : Recognizing Unseen Needs

The third direction, strongly aligns with the research finding that partners feel overlooked in both
relational and healthcare contexts. Its strength lies in explicitly validating their emotional and
sexual needs. However, this direction requires sensitivity, as designs must avoid overshadowing
the experiences of the ill partner. Opportunities include a growing awareness in healthcare of the
emotional and relational impact on partners, while threats concern potential resistance within
medical contexts that remain patient-focused rather than relationship-focused.

4. Supporting Transitions in Sexuality: Adapting to Shifts in Needs

The fourth direction directly addresses the shifts in sexual needs and capacities that accompany
incurable cancer. It offers strong design potential through guidance, reframing, and alternative
forms of intimacy. Its main weakness is that such transitions often require slow, gradual proces-
ses (such as sensate-focus based approaches), which may be difficult to implement in a context
of limited time and declining health. Opportunities lie in improving couples’ ability to navigate
change, while threats include the emotional difficulty of accepting a new sexual identity and the
time-pressure inherent in palliative care.

5. Integrating Sexuality into Holistic Care: Standardizing Sexual Support in Healthcare

The fifth direction, is powerful in its systemic ambition. Its strength is the potential for large-scale,
long-term impact if sexuality is embedded structurally in palliative care. However, this direction
requires cultural and institutional change across healthcare systems, an unrealistic goal within
the timeframe and scope of this design project. Opportunities include for example alignment
with holistic care frameworks, whereas threats involve slow adoption, institutional barriers, and
variation between care settings.
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6. Shifting the Focus: Moving Beyond Penetration in Sexuality

The sixth direction challenges normative definitions of sexuality and aligns with expert recom-
mendations for broader sexual exploration. Its strength is its conceptual clarity and its alignment
with both medical and psychological sexological approaches. However, such cultural reframing
is difficult to achieve at scale. Opportunities in acceptance arise from the increasing visibility of
sex-positive movements, while threats include cultural resistance and the risk that users may feel
their personal definitions of sexuality are being challenged or replaced.

7. Personalizing Sexuality: Embracing the Individualistic Nature of Sexual Care

The seventh direction acknowledges the highly individual nature of sexual needs and offers
strong potential for tailored support. Its main strength is its sensitivity to personal variation;
however, personalization can be resource-intensive and may be difficult to implement within
an already strained healthcare system. Opportunities exist in the broader societal shift toward
individualized care, while threats include feasibility constraints, privacy concerns, and the risk of
over-complexity for users or care providers.

Taken together, the SWOT analysis provides a structured understanding of the potential and limi-
tations of each design direction. This overview forms the basis for selecting one direction that is
both meaningful in relation to the research insights and feasible within the scope of this project.
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F. CONCEPT REFINEMENT st iteration - Step

- Ist iteration

Design Brief Pillow Partner

x Z 5 & - f =
Relaties waar een ernstige ziekte zoals ongeneeslijke kanker speelt, hebben vaak te maken

met een verschuiving in rollen. Zo verschuift de rol van de ene partner naar een zorg
vragende rol en die van de andere partner naar een meer verzorgende rol. Deze transitie
zorgt over het algemeen voor een grotere focus op de behoeften van de partner met
ongeneeslijke kanker.

De verschuiving in focus reflecteert bovendien op de seksualiteit en intimiteit in een relatie.
Aangezien ongeneeslijke kanker en behandelingen veel negatieve inviced hebben op de
seksuele en intieme behoeften van een individu, is de verzorgende partner vaak opgezadeld
met onvervulde behoeften en verlies van autonomie over deze gevoelens.

Communicatie over het probleem kan een remedie zijn door mensen verbonden te laten
voelen. Echier, taboes rondom seksualiteit en een naderend levenseinde voorkomen dit vaal.

Probleem Scenario 1

S %% 94 @ ¢
A 55 &

Partner voelt spontane De ander heeft geen Uiting van liefde wordt  Partner voelt alsof het
liefde enargie om erop in te afgewezan leven van de ander

goan leidend is \
L, #

1/ /

Probleem Scenario 2

Bl deE
léﬁf

Afstand tussen partners  Partner heeft behoefte Deze behoefte kan niet Partner voelt zich
{ziekenhuis & thuis) aan de ander wiorden vervuld eenIoam v Eigenschappen concept N
Probleem Scenario 3
4
| 8 -
©"
~ r 3+ \. J
Partner heeft seksuele |s Bang voor de Solo masturbereniseen  Voelt zich eenzaam en
behoeften afwijzing van de ander fijne vitloatklep schuldig no de tijd
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Ist iteration - step 3

Oplossing Scenario |
Partrner voealt spontane [e ander heeft geen Kaon auvthentieke Voelt zich een beetje in
liefde energie omercpinte liefdesuvitingen gevenen  controle over intieme
gaan ontvangen uit kussen behoeften

Oplassing Scenario 2

Afstand fussen partners  Partner heeft behoefte  Knuffelen met kussen is Vioelt zich toch een
{ziekenhuis & thuis) aan de ander wel een optie beetje verbonden

Oplossing scenario 3

a ,3+

Partner heaft seksuele Is bang voor de Solo masturberen is ean  aftercare en een gavoel
behoeften afwijzing van de ander fijne vitloatklep van cannectie

Opties voor Functies

Abstroctic 'Iﬁ:in? ‘+L :3'
Gaur

partnar
demiholing Hortslog

oo | | B & || %7 || ¥

maricnd Knoge om abes [ Bikwfieen || Spentoan
G e reran G TN G TN BRI
Dipvalen % % || ‘.
barichi Enepje om B krwrifatan Spenbaan
ol 1 gpelen alspalen alapalan
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G. CONCEPT REFINEMENT - 2ND ITERATION - TOPIC LIST Dank u wel. Dan gaan we nu door met het gesprek.

Introductie (voorlezen aan participant) STAP 1 —EERSTE REACTIES OP HET CONCEPT

Wat fijn dat u tijd heeft gemaakt voor dit gesprek. Voor mijn afstudeerproject aan de TUDelft doe (Met.twee.dummy_kussens.>.functioneel.testkussen.- .alleen.basis.uitleg?geen.doelen.noemen)

ik onderzoek naar relaties en intimiteit, verbinding en emotionele ondersteuning binnen
relaties. Een doel van dit project is om hiervoor een ondersteunend product te maken. Vandaag
bekijken we een vroeg concept. Het gaat om een object dat partners kunnen gebruiken om e »Dit.is.een.eerste.prototype.van.de.Pillow.Partnerseen.setkussens.waarmee.partners.

Introductie.van.het.concept

persoonlijke of warme berichten met elkaar te delen.
Het interview bestaat uit drie delen:
1. eerst bespreken we uw eerste indrukken van het concept,
2. daarna bekijken we hoe u hetin uw eigen relatie zou gebruiken,

3. entotslot bespreken we wat het concept volgens u zou moeten kunnen of
ondersteunen.

Vertrouwelijkheid van gesprek

Het gaat om uw ervaring en beleving. Er zijn geen goede of foute antwoorden.
U kunt het altijd aangeven als u het gesprek wilt pauzeren of stoppen.

Alles wat u zegt, wordt vertrouwelijk behandeld en anoniem verwerkt.

Tekenen van IC formulier:
Voordat we beginnen wil ik u vragen om het toestemmingsformulier even door te lezen.
Als u akkoord bent met deelname, kunt u het hier meteen ondertekenen.

korte.intieme.of.steunende.berichtjes.kunnen.opnemen.en.afspelenj.Wat.zijn.uw.eerste.
gedachten.hierbij?«

Vragen

1. Eerste indrukken

- Watvaltu als eerste op?

- Watvindt u prettig / minder prettig?

- Welke gevoelens of associaties roept dit op?

2. Interpretatie van gebruik
- Hoe denkt u dat dit werkt?
- Waarvoor zou dit volgens u bedoeld kunnen zijn?

3. Uiterlijk en vormgeving
- Watvindt uvan de vorm / uitstraling?
- Wat zou u veranderen?

Laat het gerust weten als u vragen heeft.

4. Emotionele reactie

- Hoevoelt hetom zo’n kussen vast te houden?

- Voelt het warm, neutraal, ongemakkelijk...? Waarom?

Informed consent form laten tekenen.
Korte vragenlijst:

Om uw situatie iets beter te begrijpen, zou ik graag samen met u een paar korte vragen

doornemen. Het kost maar een paar minuten. Is dat goed? STAP 2 — RELATIONELE TOEPASSING & ERVARINGSOEFENING

Vragenlijst samen invullen. (Hier.vooral.de.functionaliteit.laten.zien;,opnemen-afspelen)

Toestemming Functionele.test

Vindt u het goed dat ik het gesprek opneem met een audiorecorder?
- Dan kan ik mij beter concentreren op het gesprek, zonder dat ik alles op hoef te
schrijven.

- Alsikzo de audiorecorder aanzet, zal ik uw deelnemersnummer noemen en u nog een e Daarna: »Nukunt.u.het.bericht.afspelen?zodat.u.het.ontvangen.ook kunt.ervaren
keer vragen om uw toestemming voor de opname.

e »Ditkussen.kan.een.kort.bericht.opnemen.en.afspelenj.lk.wil.uvragen.om.een.kort?
testberichtje.op.te.nemen._alsof.het.bedoeld.zou.zijn.voor.uw.partneri

Vragen.over.gebruik.in.de.relatie

Heeft u nog vragen voordat we beginnen? L .
1. Gebruikssituaties

- Inwelke situaties zou u dit gebruiken?

Audiorecorder aanzetten - Wat zou u opnemen?

Ditis een opname voor een gesprek met respondent [X]. - Wanneer zou u iets terug willen horen?
Geeft utoestemming om dit gesprek op te nemen en om uw antwoorden te gebruiken voor

onderzoeksdoeleinden, nu en in de toekomst? 2. Emotionele betekenis

-  Hoevoelde hetomietsin te spreken?
- Hoevoelde het om een bericht af te spelen?
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3. Ruimte voor eigen behoeften (autonomie — maar nog niet benoemen)
- Zouu dit ook gebruiken op momenten dat uw partner er niet voor u kan zijn?
- Wat zou dit voor u kunnen betekenen?

4. Indirecte communicatie (maar nog niet benoemen)
- Denkt u dat dit zou helpen bij dingen die u lastig vindt om direct te zeggen?

5. Relatie-context
- Hoe zou het conceptinjullie relatie gebruikt worden? Waarom?
- Zietuverschillen tussen hoe u en uw partner dit zouden gebruiken?

STAP 3 — INTRODUCTIE VAN DE ONDERLIGGENDE DOELEN (AUTONOMIE &
COMMUNICATIE)

(Pas.nu.de.design.intenties.uitleggen)
Uitleg.twee.ontwerpdoelen

1. De Pillow Partner is bedoeld om autonomie over intieme en emotionele behoeften te
ondersteunen.

2. De Pillow Partner is bedoeld om communicatie over moeilijke of gevoelige
onderwerpen te vergemakkelijken.

Reflectievragen

1. Herkenning
- Herkentu deze twee doelen in het concept?
- Waarom wel/niet?

2. Autonomie
- Denkt udatdit product u zou helpen om eigen gevoelens of behoeften te uiten zonder
afhankelijk te zijn van de stemming of beschikbaarheid van uw partner?
- Wat zou helpen om dit nog beter te ondersteunen?

3. Communicatie
- Denkt udat het kussen een ingang zou kunnen zijn voor moeilijke gesprekken?
- Hoe zou dit veiliger of prettiger kunnen worden gemaakt?

4. Aanpassingen
- Wat zou u veranderen aan het kussen om deze doelen beter te bereiken?
- Zijn er functies die ontbreken?
- Zijnerdingen die juist weg zouden moeten?

AFSLUITING

“Is er nog iets dat u belangrijk vindt om te noemen over het concept of uw ervaring?”
- Bedanken voor deelname.
- Optioneel: vragen of ze later opnieuw betrokken willen worden.
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