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Background: Little is known about how best to support both patients and their partners in the reengagement of sexual

activity (SA) after acute coronary syndrome (ACS), with sparse direct data from the partner on their needs and concerns

in the area of SA support.Objectives:We undertook a qualitative study to address this gap in the literature through 3

objectives froma patient and partner perspective: (1) to characterize the experience of reengaging in SA post ACS, (2) to

identify needs and priorities in the area of SA support post ACS, and (3) to determinewhether cardiac rehabilitation (CR)

could be an acceptable point of intervention for SA support. Methods: Semistructured qualitative interviews were

conductedwith 6male patients whowere post ACS and their partners (age range, 47–81 years). Patients were criterion

sampled from the Alberta Provincial Project for Outcome Assessment in Coronary Heart Disease database. Inductive

thematic data analysis was conducted. Results: Four themes were identified: “importance,” “support received,” “on

their own,” and “wanting support.” Couples reaffirmed the importance of SA pre and post ACS, reported SA support

as currently insufficient but articulatedways it could be improved, and reportedCR as a current source of SA support but

thought there could be room for improvement on the content and delivery of such information.Conclusions: This study

illustrates the potential value of promoting SA support for both patients who are post ACS and their partners and

reports that SA support provided at CR would be viewed as important, needed, and acceptable.

KEY WORDS: acute coronary syndrome, cardiac rehabilitation, qualitative research, sexual behavior
Sexual activity (SA) in the context of an intimate rela-
tionship can be an important aspect of cardiovascu-

lar disease recovery both emotionally and indirectly,
physically.1,2 Having an intimate partner can lead to
better emotional support and support for health behav-
ior changes such as smoking cessation and engaging in
regular exercise.2 Previous qualitative research has de-
noted the importance of SA to patients after acute
coronary syndrome (ACS), stating that SA allowed
them to feel close and connected to their partner.1,3

However, it is also well recognized that ACS can nega-
tively impact SA and that sexual problems and con-
cerns are prevalent in patients and partners after
ACS.4–11 Overall, the experience of ACS can be disrup-
tive to a couple's life, especially with regard to SA.

Survival after ACS has significantly improved for the
past several decades in Canada, with overall age- and
sex-standardized mortality rates from myocardial
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infarction having dropped by 38% from 1994 to
2004.12 Most individuals who experience ACS survive
the event, and as a result, there has been an increasing
focus placed on optimizing recovery and overall quality
of life after the event.

Current American and European clinical practice
guidelines recommend that some form of SA support
be provided to couples after ACS.13,14 Sexual activity has
been found to be safe for patients with ACS, with compa-
rable disturbances to heart rhythm as other daily activi-
ties.15 This SA support should usually be provided before
hospital discharge or within a cardiac rehabilitation (CR)
program.Many patients, however, are either not receiving
SA support or not receiving adequate information.16,17

There is evidence that CR has a positive effect on
clinical,18,19 physical,20,21 psychosocial,22,23 and other
lifestyle20–24 aspects of a recovering cardiovascular pa-
tient. It also provides a location for both patients and
partners to receive information regarding exercise, nu-
trition, risk factor reduction, and psychosocial support.
It is posited that the existing infrastructure of CR could
provide a promising framework for SA support for
both patients and partners.

Sexual activity is an important aspect of quality of
life and is important to recovery after a major heart
event like ACS.1 Unfortunately, we know little about
how best to support both patients and their partners
in the reengagement of SA post ACS, and we have little
information provided by the partners of patients who
are post ACS on their individual needs regarding SA
support. There is also little research including both
the patient and partner perspectives on the potential
for CR to be a point of intervention for SA support.
We undertook a qualitative study to address this gap
in the literature through 3 objectives from a patient
and partner perspective: (1) to characterize the experi-
ence of reengaging in SA post ACS, (2) to identify needs
and priorities in the area of SA support post ACS, and
(3) to determine whether CR could be an acceptable
point of intervention for SA support.

Methods
The Consolidated Criteria for ReportingQualitative Re-
search reporting standards were followed.25 The Con-
joint Health Research Ethics Board at the University of
Calgary approved this research (REB17-1905_MOD2).

The Patient Engagement Framework, developed by
the Canadian Institute for Health Research, was used
as the methodological approach for this study.26 This
framework focuses on creating meaningful and active
collaborationwith patients to improve health outcomes
and shape the healthcare system.26 Patients from the
Libin Cardiovascular Institute of Alberta Patient to
Population advisory group who had lived experience
advised on the content and delivery of all interview
materials. One male and one female cardiovascular pa-
tient were consulted to ensure all content was compre-
hensible and appropriate and had strong face validity.

Participants

Criterion sampling was used to recruit patients who
were post ACS and their partners from the Alberta Pro-
vincial Project for Outcome Assessment in Coronary
Heart Disease database. This database is a provincial
registry that contains data on all patients that have had
either a cardiac catheterization or a hospital admission
toa cardiac careunit since1995 in theprovinceofAlberta.27

All registrants are sent a follow-up survey at 1 week post
catheterization asking whether they consent to be contacted
for future research studies. All persons contacted during the
course of this study had provided such consent. Participants
were identified as eligible based on the criteria that they
were 18 years or older, had a formal diagnosis of ACS,
and were located in Calgary, Alberta.

To optimize recruitment, several recruitment strate-
gies were used in this study. Potential participants were
first emailed, and those who were interested were
screened for eligibility. Participants who were not inter-
ested were given the option to declare reasons for non-
participation. Potential participants were then mailed
an invitation letter where they could return a recontact
card if theywere interested or return a nonparticipation
card if they were not. Finally, a media campaign strat-
egy was used (eg, social media and television news me-
dia) to recruit potentially eligible participants from the
community, because of low recruitment from the pro-
vincial registry database sampling method.

Eligible participants were considered if they were male
or female, were 18 years or older, had a formal diagnosis
of ACS within the past 2 years (ie, unstable angina,
ST-elevated myocardial infarction, non–ST-elevated myo-
cardial infarction), were legally married or in a common-
law relationship (defined as not legally married but have
lived together for a minimum of 3 years) for a minimum
duration of 5 years, and had a partner willing to partici-
pate. No incentives were offered to the study participants.

Interview Procedure

Open-ended semistructured qualitative interviews were
conducted with both the patient and their partner pres-
ent, after receiving informed consent from both parties.
A single female interviewer (C.A.B.) conducted all par-
ticipant interviews for her Master of Science thesis pro-
ject. Interviews were held in a small meeting room at
the University of Calgary Foothills Campus.

Interviewswere both audio and video recordedwhere
interview criteria followed Rice and Ezzy's28 recommen-
dation that interview questions be developed from a
themed list to follow a semistructured template. Because
of the fact that there was 1 interviewer and 2 interviewees,
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the video recordings were used to ensure no nonverbal cues
were missed and, ultimately, to ensure rigor. There was no
relationship established between the researcher and the par-
ticipants before study commencement, andparticipants only
knew the research was being conducted as a master's level
project. Questions covered 4 topic areas: importance of SA
before and after the ACS event, barriers and/or challenges
faced in regard to reengaging in SA, any support re-
ceived from the broader healthcare system or specifically
fromCR regarding reengaging in SA, andwhat future SA
support by the broader healthcare system or specifically
from CR should or should not be provided.

After the interview was completed, both patient and
partner completed a demographics questionnaire and
were debriefed. Field notes were made during the inter-
views, and summary notes and thoughts were made af-
ter the interviews. Interviews were conducted until data
saturation was reached. Saturation was defined as when
“all major categories were fully developed, showed var-
iation, and were integrated.”29

Data Analysis

Quantitative demographic data were analyzed using
Microsoft Excel, version 16.11.1. Qualitative interview
FIGURE 1. Qualitative interview enrollment flowchart.
data were analyzed using NVivo qualitative data analysis
software (QSR International Pty Ltd, version 11.4.3).

Results were interpreted with a stakeholder lens such
that the multidisciplinary healthcare team that cares for
patients who are post ACS and their partners were kept
in the foreground as those whowould benefit most from
this research. Interviews were analyzed using an induc-
tive thematic approach in which themes were obtained
gradually from the data. The framework usedwas based
on the semistructured style of the interview guide such
that themes were drawn from the 4 main topics of
conversation.
Results
A total of 454 potential patients were eligible for inclu-
sion in the study from the Alberta Provincial Project for
Outcome Assessment in Coronary Heart Disease data-
base (Figure 1). With 2 methods of contact, 232 pa-
tients were contacted via email and 435 patients were
contacted via mail (213 patients were contacted via
both strategies). There was a total response rate of
31.8%. A total of 202 patients responded with reasons
for nonparticipation, with themost common reason for



FIGURE 2. Participant reasons for nonparticipation.

TABLE Participant Demographic and Interview
Characteristics (n = 12)

Characteristic

Age, median (range), y 62.5 (47–81)
Sex
Male 6/12
Female 6/12

Gender
Male 6/12
Female 6/12

Ethnicity
White 10/12
South Asian 2/12

Cardiac event (patients)
Myocardial infarction 3/6
Unstable angina 3/6

Marriage duration, median (range), y 40 (27–52)
No. children, median (range) 2.5 (1–4)
Highest level of education
No degree, certificate, diploma 1/12
High school diploma 2/12
College or nonuniversity 2/12
Bachelor degree 4/12
Master's degree 3/12

Employment status
Full-time 3/12
Retired 7/12
Homemaker 1/12

Cardiac rehabilitation referred (patients) 5/6
Cardiac rehabilitation attended (patients)
Yes, attended 100% of program 4/6
Yes, attended 50% of program 1/6
No, did not attend program at all 1/6

Interview length, mean (SD), min 46.38 (10.68)
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women being “not currently in a relationship/do not
have a partner” and for men being “not interested”
(Figure 2). Five potential patients expressed interest in
participating in the study via the community media re-
cruitment strategy but either were deemed ineligible or
were recontacted with no response.

Demographic and interview characteristics for patients
and partners are presented in Table. Interviews were con-
ductedwith 6male patients whowere post ACS and their
associated 6 female partners (n = 12). The median age of
all participants was 62.5 years (range, 47–81 years), with
10 participants identifying as White and 2 participants
identifying as South Asian. Three patients experienced
unstable angina, and 3 experienced at least 1 myocardial
infarction in the past 2 to 5 years. Five of 6 patients had
received a referral to CR. The video analysis showed that
couples were concordant in both verbal and nonverbal
expressions of the interview content.

Inductive thematic analysis identified the 4 over-
arching themes discussed hereinafter (Figure 3):

Importance

Most couples responded stating that SAwas important
before ACS diagnosis. One patient stated: “I think really
important, always has been” (M5), and 1 patient quan-
tified it by stating, “Well, on a scale of 10, I'd say an
eight” (M1). Most partners agreed as exemplified by
partner M3, who stated: “Clearly, we have four chil-
dren, we only meant to have two….” There were, how-
ever, 2 partners who stated that they had different
answers than the patients in terms of SA importance.
One partner stated: “We have different answers…it's
not [important], … I mean if I could avoid it I would”
(partner M4) and “Yeah, I am perfectly happy with-
out” (partner M6).

In terms of importance of SA post ACS episode, most
couples agreed that it was just as important before as af-
ter. One patient stated: “I'd say equally as important but
I think it's been, it's certainly been affected” (M2). One
other patient and one other partner agreed by stating
that SA importance post ACSwas “The same.Nothing's
changed” (M5) and “It's the same thing” (partner M6).

Change around SA post ACS was found to be mini-
mal by most patients. M3, M4, M5, and M6 reported
limited change in regard to their SA and/or desire for
SA. Interestingly, partners M5 and M6 were more
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apprehensive and stated: “I think it's changed” and
“Yes. A little bit [of change],” respectively.
Support Received

There were multiple healthcare system locations that
patients and partners reported as providing some SA
support post ACS.

Pamphlet at Discharge
Two couples were provided with a pamphlet at discharge
(M3 andM6). PartnerM3 stated, “So she [nurse] handed
us that little pamphlet and then said, oh, you can look at
that on your own,” and M6 stated, “You read in a bro-
chure but nobody counselling us.” M3 mentioned that
the pamphlet stated: “…You are healthy enough to
re-engage in sexual activity when you can climb two
sets of stairs without any chest pain.”

Cardiologist
M2 and M4 received some information from their car-
diologist, where partner M2 brought the conversation
up and M4's cardiologist mentioned when it was safe
to reengage in SA. M2 stated that the cardiologist's re-
sponse was “…Something to the effect of whenever you
feel you are ready,” andM4 stated that the cardiologist's
response was “…You're free to engage in sex about one
month after the heart attack…feel free to, in case you are
worried about it, feel free to partake and participate….”

Cardiac Rehabilitation
M1andM2 stated that SAwasmentioned during a pre-
sentation to a group at CR where “…there was a lec-
ture and there was a little chat around—it was not a
lot” (M2).M2also stated that therewas a brief discussion
where“…you could ask questions if youwanted Imean, I
would not say great forum for us to ask questions but….”
M2 stated that CR did provide a “chapter [on SA sup-
port] in their book that they got there,” and M1 stated
they too received support from the “cardiac rehab
binder.” Partners M1–M3 reported attending CR with
FIGURE 3. Qualitative overarching themes.
the patients and reiterated the importance of “supporting
your partner” during their recovery.

Other Points of Intervention
One couple stated that their family physician was the
point of contact for SA support. The topic was brought
upwith partnerM5 (not the patient) and was out of the
context of M5's ACS episode. Moreover, 2 couples
(M2 andM4) mentioned there was a conversation with
a pharmacist around potential sex-related side effects of
some of the drugs the patients were prescribed.

On Their Own

The third major theme outlines the degree to which cou-
ples thought they were “on their own” in regard to SA
support post ACS. A majority of couples (M1, M2,
M4, M5, and M6) thought they were provided with
very little SA support post ACS. M2 stated: “…Well
to me I mean the whole system is lacking in the sexual
activity.” Specifically, M1, M2, M4, and M5 found
therewas “nothing” or “limited support” upon discharge
from the hospital, and M1, M3, and M4 found CR also
provided limited SA support. At CR, the information
received around reengaging in SA was “…More like,
do not worry be happy” (M1) and “It was good, but
they did not talk about sex, nobody talked about sex
once” (partner M3). Many couples thought they were
on their own in terms of accessing resources around
SA and knowing when it would be safe to reengage.
Partner M2 stated: “Oh. I found out from this experi-
ence that you absolutely have to be your own advocate.”

M1 and M3 did state, however, that they received
adequate information around SA support, which could
be due to the less severe ACS episode that was experi-
enced by both patients. M3 stated: “I am, yeah [satis-
fied with support received], I thought it was addressed
as well as it possibly could be.” Although M3 and his
partner stated positive satisfaction with the healthcare
system providing SA support, it would seem that they
made the decision on their own to resume SA and
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“did not feel hard done by” the lack of SA support pro-
vided as “by then, we were having sex again.”

Trial and Error
Afewcouplesmentioned that they used a“trial-and-error”
approach to reengaging in SA. M2 mentioned that
“after you did not drop over the first time, okay, and
we both said well okay, did not kill us, told you.” This
eludes to the fact that patients and partners had to take
matters into their own hands when it came to reengag-
ing in SA and were under the impression that “if it still
works…okay…here we go” (partner M4).

Paralleling to Physical Activity
A few patients mentioned that they drew a parallel be-
tween their physical activity abilities and their reen-
gagement in SA. M1 stated that, once he could walk
up a hill that he could do before his ACS episode, he
used that as “my measure about where my heart was
at” and, therefore, when it would be safe to resume SA.
Similarly, M3 went for “walks around the mall” and
M4 mentioned his ability to “bike and go for a walk”
to ensure theywould be physically able to reengage in SA.

Partner Follows Lead
Partners played a crucial role in when SAwould resume
for the couple. Most partners would follow the lead of
the patient to decide when it would be safe to reengage
in SA. Partner M2 stated: “Well I would say at the end
of the day, it was like kind of when [M2] thought com-
fortable….” Partner M5 even adjusted her expecta-
tions: “Not to expect [M5] to perform like you know
one, two, three, go….”

Barriers and Challenges
Some couples thought there were physical and psycho-
logical barriers and challenges experienced during reen-
gagement of SA, and some couples disagreed. Those
who experienced less severe heart events (M1, M3,
and M5) reported less challenges such that M1 men-
tioned: “I did not experience any kind of pain or pres-
sure when we had sexual activity before my heart
procedure…and of course we did not have any after”
and “I did not really feel any anxiety either….” How-
ever, those who had more severe heart events (M2,
M4, and M6) did report some challenges related to
“physical capabilities” such as an inability to hold an
erection (M6). A common theme bymost couples, espe-
cially partners, was “fear and anxiety” of reinfarction
during SA and around when it would be safe to resume
SA (M2, and partners M2, M3, M4, M5, and M6).
These barriers and challenges seemed to be heightened
when little SA support was received as couples were left
on their own when it came to making decisions around
SA. Partner M1 stated that “…which we did not know
[how or when M1 would be treated] and that adds
some anxiety too forme.” Furthermore, partnerM2 re-
ported some anxiety around reengaging in SA stating,
“Well I was worried about it…,” and thus initiated the
topic with M2's cardiologist herself rather than wait
for other SA support.M2 also reported frustrationwith
the lack of information provided around physical activ-
ity and SA stating, “…If everybody's so afraid of phys-
ical activity, to me that only lends to the fear around
sexual activity.”

Wanting Support

Finally, the fourth major theme outlined the want for
SA support and specifically where, by whom, what,
and how this information should be provided. All cou-
ples stated that more support would be welcomed in re-
gard to SA. Partner M2 stated, “…I still would have
think it would have been helpful to understand kind
of what's the process around re-engaging [in SA],”
and partner M3 stated, “…It should have been I think
a little more forthright….”

Where
Couples M1, M2, M4, M5, andM6 stated that at hos-
pital discharge would be an appropriate place to be pro-
vided with some sort of SA support. M1 cited: “…So
probably when you get discharged from the hospital
but there is a lot going on when you are in the hospital.”
M2, M3, M5, and M6 also mentioned that CR would
be the ideal place to bring up a conversation surrounding
SA. Partner M3 stated that “…I will say that [CR] was
the time to be talking about sex…” and that “…Seven
minutes or five minutes even, and you could have con-
veyed almost all the information you had to convey….”

Who
Partners M2 andM6 stated that the cardiologist would
“make sense as a good spot to talk about it” (partner
M2). M1 even mentioned: “…Yeah in the big scheme
of things I would probably prefer to get it frommy fam-
ily doctor because that will be an environment where
things have levelled out some, there is not as many other
pressures and distractions.”M6 showed support for the
team at CR to provide SA support by stating, “Or the
rehab people, the rehab would be probably better.”

What
M5 and partner M2 specifically stated that a “check-
list” of dos and don'ts could provide “kind of indica-
tors when you are kind of ready or is there risk…”
(partner M2). It seems patients are looking for a “met-
ric” or list of limitations when it comes to reengaging in
SA. M2 mentioned that receiving SA support makes
sense to be paired with physical activity support, which
he recognized to be “the basis of everything” and “work
hand in hand [with SA].” Most couples also stated that
receiving written literature in the form of a pamphlet
(M1, M2, M4, M5, and M6) or attending an informa-
tional session (M4 andM5) would be beneficial. Couple
M3 did receive a pamphlet upon discharge and stated:
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“…That went as far as it really needed to, and probably
further than it needed to for us.” Couple M6mentioned
that any SA support should be a holistic conversation in
that other aspects such as intimacy and affection should
also be included (ie, not only physical penetration).

How
It seems that couples are worried about potential dis-
tractions and a feeling of being rushed when receiving
SA support. In turn, some couples mentioned that SA
support should be multidisciplinary in that they could
receive information at different times and locations
along the recovery process. M1 stated: “…I think it's
got to be more than just a conversation…you need to
hear the things more than once.” M5 even stated the
importance of bringing SA support up at hospital dis-
charge and then again at CR because “it's all part of
the fact that you have exercise and stress management
and put [it in] the whole package.” Moreover, partner
M1, partnerM3, andM6mentioned the idea of having
one-on-one support as an important aspect to receiving
SA information.

The importance of delivery of content was brought
up by every couple. M4 stated that the information
should be provided in a way that everyone “can read
to understand it.” PartnerM1, partnerM4, andM6de-
noted that the comfort levels of the couples should be
considered before SA support is provided such that “I
think for people that aren't as comfortable as this that
they may need that piece of paper or brochures sent
along just so they have that information” (partner M1).
Some couples mentioned that the healthcare provider
should gauge the comfort level or interest before provid-
ing SA support (partners M4 and M6) or even provide
information so that “it is there if they want it” (M4,
partnerM4, andM6). Even gauging the appropriateness
of information for couples of different ages (M6 and
partner M6), different ethnicities and cultures (partners
M4 andM6), and/or different severity of events was also
brought up (M1–M6). Partners M4 and M6 also de-
noted that SA support discharge packages could be
catered to these different contexts such that they can
be “specific to what they need or want” (partner M4)
and that it would up to the couple to pursue further
support if they required it (partner M6).
Discussion
This research is the first, to our knowledge, to gain per-
spectives simultaneously from both patients and part-
ners on CR as a potential point of intervention for SA
support. Previous qualitative studies on this topic have
interviewed women only,1,3,11 patients only,10,30,31 or
healthcare workers only17,32 but lack in both patient
and partner perspectives. Partners play a key role as a
caregiver in the recovery process post ACS13 and are
integral to the intimate relationship as a whole. Other
qualitative research has denoted that spouses of patients
who have undergone cardiac surgery experience exten-
sive stress and often feel their needs have been pushed
aside.33 This study fills this gap in knowledge by pro-
viding insights from partners on the plausibility of re-
ceiving SA support within CR.

This study provides affirmation that SA is indeed im-
portant to most patients and partners post ACS. Cou-
ples are concerned about SA and report it to be an
important component of a healthy lifestyle post ACS.
Couples thought that the support provided for SA post
ACS was insufficient, but they articulated several ways
that education of SA after ACS could be improved.
Many couples were left to their own judgment of when
it was safe to reengage in SA and had little support from
the healthcare system. It was acknowledged that dis-
charge was a hectic process and, as such, SA support
should be addressed at multiple times through the re-
covery process, potentially upon discharge from hospi-
tal and once again at CR. Moreover, CR was identified
as a current source of SA support, but couples thought
there was room for improvement on the content and
delivery of such SA information.

This research adds to the literature by reaffirming
that, despite the fact that current guidelines recommend
that SA support be provided to both patient and part-
ner post ACS,13 couples are not receiving enough infor-
mation and are often left to their own judgments without
formal clinical advice. Perhaps even more unfortunate is
that there is evidence to suggest that there is a significant
disconnect between what healthcare teams believe they
are providing in the way of SA support andwhat patients
actually receive.30 In this study, couples made decisions
on when to reengage in SA based on subjective metrics
such as their usual physical abilities as an extension of
sexual abilities and partners gauging energy levels and
symptoms of the patient. Although these metrics are sim-
ilar to current recommendations on when to resume SA,
there was limited formal conversation or resources pro-
vided to the couples by a healthcare professional, andmany
couples reported that it would have been welcomed.

Couples reported that they were eager to receive
some sort of SA support, preferably in a multidisciplin-
ary way. The importance of content and delivery of SA
support was also brought up and showcases the diver-
sity of those receiving this information. Couples reported
that the information could be tailored to those who actu-
ally wanted SA support information, followed by infor-
mation that was easy to understand, evidence based,
and appropriate for their age, ethnicity, and severity
of ACS.

Many couples framed how they wanted future SA
support to be provided by expressing their concerns
for how future couples may differ from them. Couple
M2 expressed their support for SA information to be



What’s New and Important

▪ Sexual activity was important to participants before and
after ACS, but there was insufficient SA support
provided post ACS.

▪ Cardiac rehabilitation would be an acceptable point of
intervention for SA support.

▪ This research enhances the potential value of promoting
SA support and could have strong implications for
future SA support initiatives for both patients who are
post ACS and their partners.
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provided at CR but also mentioned that “not everybody
goes.” Moreover, M5 (who experienced a less severe
ACS event) reported that the healthcare system should
provide SA for people in general, despite the information
he received being adequate. This concern for whether
others would receive SA support reinforces that couples
believed this information to be important and that a
greater effort should be made to deliver such support.

Strengths and Limitations

This study has limitations. There is risk of sampling
bias because there may be fundamental differences be-
tween the couples who came forward to participate in
the interviews and those who did not, which may limit
generalizability to those who are comfortable discussing
the topic of SA. The homogenous demographics of this
sample limits generalizability to couples of different eth-
nicities, cultures, and sexual orientations (eg, lesbian,
gay, transgender). One of the main limitations of this
study was the fact that no female patients with ACS
and their partners were successfully recruited. The reluc-
tance of women to participate in this study was an unex-
pected but important finding. It is also noteworthy that,
whereas all male patients in this study viewed SA as im-
portant, 2 female partners were indifferent about SA
(partners M4 and M6). It therefore cannot be said with
certainty whether perspectives betweenmen andwomen
would be similar, and thus, female patients who are post
ACS and their partners should be interviewed in future
research in this area.

One of themain strengths of this studywas that non-
participation proportions and reasons for nonpartici-
pation were assessed for both men and women who
were contacted as eligible participants (post ACS but de-
clined participation). Fifty-one women who were post
ACS gave reasons for nonparticipation, and themost com-
mon response was that they were “not currently in a re-
lationship” or “did not currently have a partner.” It has
been found that, in all regions of the world, ACS occurs
nearly a decade later in women compared with men.34 It
is plausible that womenwere perhaps not participating be-
cause of eligibility criteria (ie, women outliving their part-
ners and therefore did not have a partner with whom
to participate) rather than hesitation. Future iterations
of this research could perhaps interview women
alone who have had a long-term partner in the past
but are currently widowed or single.

Conclusion

In conclusion, this study characterized patient and part-
ner experiences reengaging in SA post ACS and found
that there was importance placed on SA before and af-
ter ACS. In addition, it was found that there was insuf-
ficient SA support provided and that CR would be an
acceptable point of intervention for SA support because
it currently does provide some support but is lacking in
content and delivery. This research enhances the poten-
tial value of promoting SA support and could have
strong implications for future SA support initiatives
for both patients who are post ACS and their partners.
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