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This definition underscores the importance of health care providers 
taking an active role in sexual assessment and counseling. In addition, 
such interactions are not a one‑time event, and sexual assessment and 
counseling should be ongoing and in a variety of settings. Using a 
multidisciplinary approach can ensure that sexual counseling is fully 
integrated into care.

SEXUAL ASSESSMENT
Before beginning treatment and counseling, an assessment of patients’ 
sexual activity and satisfaction is needed.1,9–11

How to assess sexual concerns/problems
With sexual assessment in cardiac patients, it is important 
to get a complete description of the nature of the problem, 
underlying causes, and perceptions, such as thoughts, beliefs and 
misconceptions that patients and partners have about the problem 
or the underlying course. In addition to cardiac specific causes and 
possible adverse effects of cardiac medication, other underlying 
conditions that contribute to sexual dysfunction should be assessed, 
as well as adverse effects of cardiovascular and noncardiovascular 
medications.1,12 Other questions can be posed to gain insight of 
underlying reasons or consequences of sexual problems such as, 
any medical comorbidities that may be contributing to sexual 
dysfunction, complicating factors such as on‑going ischemia or 
active nitrate use, whether the patient is a candidate for treatment 
of erectile dysfunction (ED), and/or should this patient be referred 
to a specialist.12,13

WHY SEXUAL COUNSELING?
Sexual counseling is an activity that health care providers may be 
hesitant to address; but, it is important in maintaining both overall 
and sexual quality of life for many couples. There is ample research 
that illustrates that patients and their partners are in need of sexual 
counseling and expect health care providers to both initiate the topic 
and provide counseling about sexual activity and cardiovascular 
disease (CVD).1–3 The responsibility for counseling includes 
physicians, nurses, physical therapists, rehabilitation staff and others; 
thus, health care providers must be informed regarding how to address 
sexual issues and the content to be discussed. Two recent scientific 
statements provide guidance to address common questions of when 
to resume sexual activity, the safety of sexual activity, assessment, and 
specific counseling by cardiac diagnosis.1,4–7 This article will provide 
essential information for health care providers to initiate sexual 
counseling in practice, and is applicable to both men and women 
with CVD (Table 1).

What is sexual counseling?
Sexual counseling is recognized as an important aspect of care by 
the World Health Organization and efforts are in progress to better 
understand the elements, implementation, and outcomes for sexual 
counseling as delivered by health care providers.8 Most recently, it has 
been defined as “an interaction with patients that includes information 
on sexual concerns and safe return to sexual activity, as well as 
assessment, support, and specific advice related to psychological and 
sexual problems, also referred to as psychosexual counseling” (p. 2).1 
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When conducting a sexual assessment, it is important to consider 
the needs and concerns of the couple as a dyad, as partners may have 
heightened concerns about triggering a myocardial infarction (MI) or 
adverse event with sexual activity. Partners may exhibit higher level 
of concern than the patient. In addition, the need for support and 
information might vary between the patient and partner, perhaps 
necessitating different approaches to address sexual concerns.1 Few 
studies have examined the needs of partners; however, some literature 
suggests that those patients who have experienced MI or/and implanted 

cardioverter defibrillator  (ICD) results in considerable concerns by 
partners.11

General assessment questions
An open discussion during a clinic or office visit regarding the patient and 
partner’s sexual concerns can help determine the direction of treatment 
and counseling.13 There may be a need for information concerning 
sexuality in several domains, for example in relation to the relationship and 
symptoms.14–16 Some patients might want to know more about medications 
and psychological factors. Open‑ended questions tend to facilitate 
discussion, for example, “What concerns do you have about resuming 
sexual activity with your heart failure (HF)” or “Many people have concerns 
about resuming sexual activity after a heart attack. What concerns do 
you have?”11,17 The response to such an open‑ended question may allow 
the health care provider to get a sense of which sexual counseling topics 
might need to be discussed and how open patients are to such discussions.

Strategies for assessment
Depending on the setting, personal style, or professional background, 
different approaches are used for assessment of sexual concerns and 
problems.14 There is no evidence on the most effective approach of 
assessment; however, it is important that the health care provider 
feels comfortable with the subject. There are several approaches for 
sexual assessment that can be practically applied (Table 2).14 These 
allow the health care provider to tailor the discussion to the needs 
and concerns of the patient based on the initial assessment. For 
example, some patients who have been wondering if sexual activity 
is safe often appreciate a more direct approach in order to get their 
questions answered, while such an approach might be too confronting 
for other patients.14 In a recent study of 296 cardiac patients in The 
Netherlands, none of the respondents stated that it would annoy 
them if the cardiologist would ask about sexual function. Only one 
patient said this question would offend him, but most respondents 
considered a question about sexual health as something positive.2 At 
the same time; however, one should realize that cultural and personal 
differences need to be considered in discussing sex with patients and 
their partners. Often, people might regard sex as private and talking 

Table  1: Key points

Before sexual counseling and treatment, an assessment of patients’ sexual 
activity and satisfaction is needed

Assessment instruments and other tools can provide a starting point to address 
sexual health, and for sexual counseling, education, and provision of resources 
and referrals

Depending on the setting, personal style, or professional background, different 
approaches are used for assessment of sexual concerns and problems

To optimally target treatment for sexual dysfunction, any cardiac risk associated 
with sexual activity should be evaluated

Supportive interventions can enhance sexual function and quality of life, and 
integrating such interventions in cardiac rehabilitation is an important strategy

There is a clear need to implement sexual counseling in practice, and health 
care providers can be guided in this effort both from the information currently 
available in scientific statements, and by gleaning some useful strategies from 
intervention studies

Patients and partners may want practical advice, and discussion by health 
care providers may be helpful in alleviating anxiety and fear regarding sexual 
activity

Encouraging communication between the patient and partner regarding sexual 
needs or concerns is important for overall sexual adjustment and quality of life

In addition to general advice for all cardiac patients, disease specific advice 
might be needed

PDE5 inhibitors might be considered in cardiac patients to improve sexual 
performed; however, discussion with patients about contraindications and side 
effects is needed

Just ask! Research clearly shows that cardiac patients want health care 
providers to ask about and address their sexual concerns, so don’t rely on 
the patient or partner to bring up the topic of sex. Being proactive in these 
discussions helps maintain overall sexual quality of life for the couple

Table  2: Approaches for sexual assessment14

Approach Focus/sample script Considerations

Direct or popular 
approach

Uses focused direct questions to elicit sexual concerns or problem. “How is 
your sex life after your ICD implantation?”

Some patients who are obviously concerned about sexual function 
after a cardiac problem often appreciate a direct approach

Gradual 
approach

Ask general questions about the patient’s sexual concerns and then proceed 
to more sensitive topics

For those who are hesitant about discussing sexual issues may 
benefit from this approach. Stressing that it is normal to have 
sexual concerns with a cardiac condition can be helpful

Matter‑of‑fact 
approach

Uses experiences of other patients or evidence from research; “many people 
have concerns about resuming sex after a heart attack. What concerns do 
you have?”14 This statement implies that concerns are normal and gives 
the patient permission to bring up any concerns

Those not sexually active or those without sexual concerns will 
usually directly inform you in their response. Most are not 
offended

Sensitivity 
approach

Directly addresses sensitivity of the topic; “some people feel that talking 
about sexuality is not easy. However, for a lot of people, this is an 
important subject in their life and your disease might have an effect on 
sexuality. Is it alright to ask you a few question regarding this subject?”14

This approach allows the patient to help direct the conversation 
at a pace that is comfortable for them

Context 
approach

Introduces sexual concerns in a broader context, for example, when 
discussing exercise after cardiac disease or intervention, or the discussion 
of medication effects and fears regarding impotence

This allows a natural progression from a common topic like 
exercise to sexual activity as another form of exercise, in a less 
threatening way

Policy 
approach

An organizational policy can help health care providers feel free to discuss 
sexuality and help frame these discussions. “In our team, we think it is 
important to discuss sexuality and the effect of treatment with all our 
patients that we see at the HF clinic. Therefore, I would like to pose a few 
questions regarding this subject”14

Knowing that both the organization and the health care team 
view discussions of sexuality as an important part of cardiac 
rehabilitation can help the health care provider be more 
comfortable and confidence in assessing sexual concerns and 
problems

ICD: implantable cardioverter defibrillator; HF: heart failure
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about sex can be viewed as taboo or unnecessary in some cultures.2,18 
Similarly, cultures within organizations may influence the health care 
provider’s comfort in bringing up sexual topics. Although there is 
often a lack of organizational policy for discussing sexual health with 
patients, it might be considered in the assessment.19 A good policy can 
help professionals to address the subject.14

Practical tools for assessment
Assessment instruments and other tools can provide a starting point 
to address sexual health, and for sexual counseling, education, and 
provision of resources and referrals.1,14 These tools may consist 
of questionnaires, diaries, or event logs. Some questionnaires are 
specially developed to measure ED, such as the International Index 
of Erectile Function‑5,20 which is a frequently used 5 items self‑report 
questionnaire. Another questionnaire aimed to measure male sexual 
function is for example the Brief Male Sexual Function Inventory,21 a 
10 items self‑report scale that measures drive, erection, ejaculation, 
problem with sexual function, and sexual satisfaction.

There are also questionnaires that assess female sexual health. The 
Female Sexual Function Index, is a 19 items questionnaire measuring 
a woman’s desire, arousal lubrication, orgasm, and satisfaction.22 The 
Brief Index of Sexual Functioning for Women23 consists of 22 items 
that measure sexual desire, sexual activity, and sexual satisfaction. 
These instruments might also be used with female partners of men 
with CVD when assessing the couple as a dyad.

Some questionnaires are suitable to use in both genders or have 
specific gender specific versions, such as derogatis interview for sexual 
functioning (DISF) and DISF – self‑report.24

Evaluating risk of sex before treatment
To optimally target treatment for men, any cardiac risk associated 
with sexual activity should be evaluated. The recommendations from 
the third Princeton Consensus Conference, similar to prior reports, 
emphasized evaluation and management of men with ED who are 
at risk for CVD, focusing efforts on risk reduction, and addressing 
any risk associated with sexual activity individually.7 Exercise ability 
can be used to guide estimates of cardiovascular risk with sexual 
activity, although in some cases, stress testing may be needed to 
evaluate each man’s cardiovascular health as related to the physical 
demands of sexual activity.25 Furthermore, exercise tolerance should 
be established before the initiation of ED therapy in all men regardless 
of cardiovascular risk.

Patients determined to be at low‑risk, generally can perform 
moderate intensity exercise without symptoms, and sexual activity is 
generally safe. Low‑risk patients are those successfully revascularized, or 
with asymptomatic and controlled hypertension, mild valvular disease, 
and left ventricular dysfunction (New York Heart Association [NYHA] 
Classes I and II HF).7 Low‑risk patients are often good candidates for 
ED therapy.

High‑risk patients are those with severe CVD, unstable, and/or 
moderate to severe symptoms for which sexual activity may pose 
significant risk, thus sexual activity should be avoided. For patients 
deemed to be at high‑risk, sexual activity should be deferred until 
their condition is optimally managed and stabilized.4 Common 
high‑risk conditions include: unstable/refractory angina pectoris, 
uncontrolled hypertension, congestive HF (NYHA Class IV), a recent 
MI < 2 weeks without intervention, high‑risk dysrhythmia such as 
exercise‑induced ventricular tachycardia, ICD with frequent shocks 
and poorly controlled atrial fibrillation, obstructive hypertrophic 
cardiomyopathy and severely symptomatic and moderately to severe 
disease, such as aortic stenosis.7

Indeterminate risk patients are those requiring further evaluation 
with exercise stress testing before sexual activity can be recommended. 
Those included in this risk category are those with: mild to moderate 
stable angina pectoris, prior MI within the last 2–8 weeks and without 
intervention awaiting exercise electrocardiography, congestive 
HF  (NYHA Class  III), and noncardiac sequelae of atherosclerotic 
disease such as peripheral arterial disease and history of stroke or 
transient ischemic attack.7 Patients in the indeterminate category are 
reclassified into low‑ or high‑risk based on further testing.

INTERVENTIONS FOR SEXUAL COUNSELING: WHAT WORKS?
Studies testing interventional approaches for sexual counseling are 
limited, although some early work began in the mid‑1970 and early 
1980’s.1 Recent attention to this topic has provided insights regarding 
effective strategies for sexual counseling. Consensus document 
recommendations for interventional studies, based on those showing 
greatest effectiveness, include the use of a psychosocial framework, 
such as cognitive behavioral therapy and social support  (Class  IIa; 
Level of Evidence B).1 This illustrates the importance of including 
both psychosexual and physical aspects in counseling. In addition, it 
is suggested that educational approaches with repeated meetings with 
both patients and partners, and using a multidisciplinary approach may 
yield greatest effectiveness (Class IIa; Level of Evidence B).1

Several studies cited here illustrate both interventional approach 
and positive outcomes of sexual counseling (Table 3). Klein et al.26 
studied the use of sexual therapy with a multi‑faceted approach in Phase 
2 cardiac rehabilitation patients. Sexual activity, sexual satisfaction, 
and overall sexual quality of life improved postintervention. The study 
findings illustrate that supportive interventions can enhance sexual 
function and quality of life, and integrating such interventions in 
cardiac rehabilitation is an important strategy.

Stroke patients often face considerable challenges in resuming 
sexual activity, related to physical deficits from the stroke and 
psychological impact. Song et  al.27 tested a one‑session sexual 
rehabilitation program, primarily educational in nature, with stroke 
patients and partners, and implemented prior to hospital discharge, 
with outcomes later measured at 1 month postdischarge.While there 
were improvements in sexual satisfaction and the frequency of sexual 
activity, sexual knowledge did not improve. Gains in short‑term sexual 
knowledge has been reported at 1 month post‑MI,28 but changes in 
longer term knowledge may be difficult to achieve.

A small pilot study of MI patients tested a social‑cognitive sexual 
counseling intervention, implemented with several interventional 
components over an 8‑week period.29 This is one of few studies to 
use the psychosexual measure of sexual self‑concept in a cardiac 
population.30,31 Overall, patients exhibited some improvement in sexual 
knowledge, had moderate sexual self‑efficacy, and were not sexually 
anxious, but with slightly increased sexual depression at 8  weeks 
post‑MI. Of concern is the low rate of return to sexual activity; only 
60% reported return to sexual activity at 8 weeks, compared to 80% 
prior to the MI.29 This appeared to contribute to the finding of lower 
sexual satisfaction, and perhaps low quality of life scores. A strength of 
the study is the use of specific measures for psychosexual factors (sexual 
anxiety, sexual depression, sexual self‑efficacy, and sexual satisfaction), 
areas not usually addressed. Global measures, such as for depression 
or anxiety does not differentiate between overall psychological distress 
compared to that related to sexual activity. Thus, using sexual‑specific 
measures may provide greater understanding of sexual concerns 
and problems, and help guide interventions. Further testing of the 
intervention used in this study is clearly needed.
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One promising study in progress includes a 12  weeks sexual 
rehabilitation program for men with an ICD or ischemic heart disease.32 
This is a follow‑up to a preliminary study of 196 ICD patients that 
elicited patient concerns related sexual function and changes in sexual 
behavior, but yielded no differences in the intervention and control 
groups.33 For the later study, more intensive exercise and training plan, 
as well as a psycho‑educational intervention are planned components 
of the intervention.32 This study is important in that few studies have 
examined sexual function in ICD patients, and intervention studies 
are almost nonexistent.

The studies highlighted here are more recent, have solid designs 
for sexual counseling interventions, and show promising results. 
Additional intervention studies, 10 in all and spanning the years of 
1976 to 2012 are presented with study details in the sexual counseling 
consensus document.1 While further intervention studies are needed, 

some aspects of these interventions may be readily adapted for use in 
clinical settings, for example, ongoing sexual counseling and support, 
as well as addressing psychosexual concerns. There is a clear need to 
implement sexual counseling in practice, and health care providers can 
be guided in this effort both from the information currently available 
in scientific statements, and by gleaning some useful strategies from 
these intervention studies.

SEXUAL COUNSELING – GENERAL STRATEGIES
There are general sexual counseling topics that are applicable across 
cardiovascular diagnoses (Table 4). Health care providers may view 
these topics as too simplistic or not needing to be addressed. From the 
authors’ experience in sexual counseling, patients and partners want 
this practical advice, and it may be helpful in alleviating anxiety and 
fear regarding sexual activity. In addition, encouraging communication 

Table  3: Sample interventions for sexual counseling

Study/source Sample Intervention Key findings

Klein et al. 200726 n=92 MI, ACS, CABG
Therapy group (n=47) 

compared to control 
group (n=45)

Sexual therapy, three sessions (5 h total), inclusive 
of patient and partner

Patient education, cognitive restructuring, 
emotional support, guided imagery, medication for 
ED (if needed)

Sexual therapy group-greater resumption of sexual activity 
at 1 month compared to controls (87% vs 50%); greater 
desire, higher sexual satisfaction, more confidence in 
maintaining erections, increased frequency of erections; 
no change in state anxiety or partner/marital satisfaction

Song et al. 201127 n=23 stroke patients and 
partners (12 couples 
in rehabilitation group, 
11 couples in control 
group)

Sexual rehabilitation (one session, 40-50 min with 
couple), education, topics included common 
sexual problems, changes in sex life poststroke, 
general information on healthy sex life, counseling 
regarding sexual fears, specific tips and strategies

Significantly improved sexual satisfaction, and frequency of 
sexual activity and sexual intercourse in the intervention 
group

Slightly higher, but nonsignificant, sexual knowledge in 
intervention group

Steinke et al. 201329 n=10 MI patients, 
n=3 partners

Pilot study testing social‑cognitive intervention; 
video on return to sexual activity watched in home 
setting, telephone counseling at 4 and 6 weeks 
post‑MI, mailed newsletters at 2, 4, and 6 weeks 
post‑MI

Return to sexual activity by only 60% at 8 weeks; Low 
overall quality of life for patients and partners

Some gain in sexual knowledge, moderate sexual 
self‑efficacy, not sexually anxious, slight increase in sexual 
depression, lower sexual satisfaction at 8 weeks post‑MI

Johansen et al. 201332 Men with impaired sexual 
function from ischemic 
heart disease or ICD 
patients; projected 
sample 154 men

Sexual rehabilitation (12 weeks) compared to usual 
care group; physiotherapist supervised exercise 
plan, tailored to patient ability and condition, 
with warm‑up, cardiovascular training, strength 
exercises, stretching/cool‑down; pelvic floor 
exercises; psycho‑educational intervention by 
specially trained nurse

Outcomes to be measured at 16 weeks and 6 months-sexual 
function and dysfunction using ILEF‑5, psychosocial 
adjustment to illness scale; exploratory outcomes 
will include physical (e.g., pelvic floor strength and 
endurance, physical capacity), psychological (e.g., 
health related quality of life, anxiety, depression, sexual 
dysfunction), and demographic characteristics

ACS: acute coronary syndrome; CABG: coronary artery bypass grafting; ED: erectile dysfunction; ICD: implantable cardioverter defibrillator; MI: myocardial infarction; ILEF‑5: index of 
erectile function‑5

Table  4: General counseling strategies

Topic Recommendation Class/LOE

Medications During sexual counseling, it is useful to review medications to consider any impact on sexual function, and it can 
be beneficial to encourage the patient to report any side effects of medications related to sexual function and to 
inform the patient to not stop taking the medication if a side‑effect is experienced; as long as cardiac risk is not 
altered, it can be beneficial to change the medication dosage or drug type to minimize impact on sexual function1

IIa/LOE C

Environment It can be beneficial to encourage the use of a comfortable, familiar setting to minimize any cardiac stress 
associated with sexual activity1

IIa/LOE C

Energy 
consumption

Because cardiovascular symptoms during sexual activity rarely occur in patients who do not experience similar 
symptoms during exercise testing, it is reasonable to encourage the patient to resume sexual intercourse when the 
patient is capable of expending 3–5 metabolic equivalents of task1,4

IIa/LOE B

Risks of sex It can be useful to evaluate and inform patients about the level of risk related to sexual activity, and it is reasonable 
to encourage patients at low‑risk to initiate or resume sexual activity; it is also reasonable that those at high risk 
or those who experience cardiovascular symptoms precipitated by sexual activity defer sexual activity until their 
condition is stabilized or optimally managed1,4

IIa/LOE B

Warning signs The patient should be encouraged to report any symptoms that are experienced with sexual activity; 
nitroglycerine (if prescribed) can be used for chest pain experienced with sexual activity, but the patient should 
be encouraged to report or seek medical assistance for unrelieved chest pain1

Class I/LOE B

Resumption of 
sexual activity

It is reasonable to encourage the couple to use activities that require less energy expenditure (e.g., hugging, kissing, 
and fondling) as a bridge to sexual intercourse or for those for whom sexual intercourse is not possible because of 
compromised cardiac function1

Class IIa/LOE B

Physical 
training

Because regular physical exercise is associated with a reduced risk of sexual activity‑triggered cardiovascular 
events, it can be beneficial to include recommendations to exercise regularly as part of sexual counseling1

Class IIa/LOE B

LOE: level of evidence
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between the patient and partner regarding sexual needs, or concerns 
are important for overall sexual adjustment and quality of life.

Medication effects
Cardiovascular medications are well‑known to cause sexual 
dysfunction, although newer generations of drugs appear to have less 
sexual side‑effects. Beta blockers and thiazide diuretics in particular 
may impact erectile function,34 although some reports also implicate 
angiotensin converting enzyme  (ACE) inhibitors or angiotensin 
receptor blockers  (ARBs) in ED,35 while others note a neutral or 
even positive effect of ACE inhibitors and ARBs.34 It is important to 
advise the patient not to stop taking medications suddenly if a sexual 
side‑effect is experienced. Often, adjusting the dosage or changing 
to another medication in the same or different classification may 
alleviate sexual dysfunction. Thorough assessment for any reported 
sexual side‑effects is important to evaluate whether sexual dysfunction 
is related to underlying vascular effects or to the drug itself. It is 
imperative to establish a good relationship with the patient to ensure 
that the provider has accurate information on which to base clinical 
decision‑making.

Decreasing stress related to sex
There is less research regarding environmental considerations, but 
encouraging the couple to choose a comfortable, familiar setting is 
reasonable, to avoid any undue stress on the heart. Research supports 
that sexual activity with an unfamiliar partner may increase anxiety 
and cardiac stress, as well as increased risk of coital MI and mortality.4,36 
Patients often ask if they should change their usual sexual position or 
if doing so minimizes the risk. In general, most patients can assume 
a position of comfort or their usual position if they choose.1 If the 
patient has had a coronary artery bypass graft (CABG) for example, 
instructing patients to avoid positions that would put undue strain on 
incision sites would be important to note in counseling. Thus, health 
care providers may need to adjust instructions regarding positioning 
depending on the individual cardiac condition and patient status. 
A recent online supplement to a consensus document provides visual 
examples of sexual positioning, which may be helpful to share with 
patients and partners during sexual counseling.1

Role of physical activity
Recommendations for energy consumption and physical activity go 
hand in hand. It is helpful to suggest that couples engage in physical 
activity together, not only to increase physical activity, but to promote 
intimacy. If the patient is able to engage in physical activity at the level 
of 3–5 metabolic equivalent of task without symptoms (e.g. walking 
on the treadmill at 3–4 miles per hour or climbing 2 flights of stairs 
briskly), sexual activity can usually be resumed.1,4 Some patients may 
need to undergo exercise testing to verify readiness for sexual activity. 
It is important to note that not all patients may be able to engage in 
sexual activity, for example, when experiencing cardiac symptoms or 
an HF exacerbation. For these times, it is helpful to discuss that there 
are a range of sexual activities and some require low levels of energy, 
for example, hugging or kissing. These, along with sexual touching or 
masturbation, might be used as a bridge to sexual intercourse, so that 
couples begin with activities that require the least energy expenditure 
and gradually add other sexual activities until they are ready for sexual 
intercourse.1 Some patients may define sexual intercourse as the only 
type of sexual activity, so discussing a range of sexual activities can 
help promote intimacy for a couple. If the provider does not discuss 
these topics, the patient and/or partner may believe that any sexual 
activity is prohibited.

Warning signs
Another important area is the discussion of warning signs with sexual 
activity. Stressing the risk of a cardiac event during sexual activity is low 
can help alleviate the couple’s fears, and sexual activity as the cause of 
acute MI is generally < 1%, and the absolute risk within 1 h of sexual 
activity is low  (2-3 per 10 000 person‑years).25,37,38  Patients should 
report symptoms occurring with sexual activities such as chest pain, 
shortness of breath, rapid or irregular heart rate, dizziness, insomnia 
after sexual activity, or fatigue the day after sexual activity. Nilsson 
et al.39 have reported that patients’ knowledge was low for several areas 
related to safety, including reporting warning signs such as palpitations 
or shortness of breath, not stopping a medication immediately for 
sexual side‑effects, and avoiding heavy meals or alcohol prior to sexual 
activity. This provides further evidence that health care providers must 
provide specific instructions to couples.

SEXUAL COUNSELING FOR SPECIFIC CARDIAC CONDITIONS
This section focuses on the most common cardiac diagnoses 
encountered by health care providers and content to include in 
sexual counseling. Conditions that will be discussed include ischemic 
conditions such as angina, MI, postpercutaneous intervention, or 
coronary bypass surgery; HF; and implanted devices. The reader is 
referred to the two scientific statements for other conditions such as 
congenital heart disease, valvular heart disease, and stroke.1,4

One key aspect for the conditions discussed is that the cardiac 
condition must be stabilized and optimally managed before 
recommending the patient resume sexual intercourse. As mentioned 
previously, other less vigorous sexual activities might be resumed in 
the interim. Advice on when to resume sexual activity depends on the 
particular cardiac condition (Tables 5 and 6), and then individualized 
to the patient and partner. Patients not only want to know when they 
can resume sexual activity, but how to go about resuming sex. In our 
experience during postcardiac recovery, patients and partners may 
be confused, scared, and unsure about resuming sex; therefore, the 
recommendations for sexual counseling are a guide to help health 
care providers address the common topics for sexual counseling. In 
addition, the general counseling strategies cited previously (Table 4) 
are important to discuss with all cardiac patients.

Ischemic conditions
For patients with angina or MI, and once their condition is stabilized, 
and they are asymptomatic, sexual activity can usually be resumed 
within a week or more after the cardiac event (Table 5). Those who 
had a complicated MI, including cardiac arrest, hypotension, serious 
arrhythmias, or HF, may need to resume sexual activity gradually 
over a longer period of time and may need exercise stress testing to 
determine readiness for sexual activity.4,40 Patients and their partner 
are often fearful that sexual activity may cause another MI. Assessing 
sexual concerns and addressing these with education and psychological 
support can be quite helpful. In addition, advising patients to choose 
a position of comfort and one that allows unrestricted breathing is 
useful.40 It is important to discuss the warning signs as mentioned 
previously, including any coital angina. Patients should be directly 
told what interventions to try, such as stopping to rest or taking 
nitroglycerine (if prescribed), and when to seek emergency treatment. 
As noted in Table 5, if the patient experiences angina and has taken a 
phosphodiesterase‑5 (PDE5) inhibitor, nitrates should not be used.25

After CABG, patients may be fearful about resuming sex, much 
like the MI patient, so providing reassurance and education is 
important. Both patients and partners are concerned that engaging 
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in sexual activity may cause harm to the sternum if an open approach 
was used. Patients can be encouraged to use a position that avoids 
straining on the sternal incision or one that is uncomfortable (Table 5). 
Often, using a mild pain reliever before sexual activity can alleviate 
any discomfort, as well as the use of pillows strategically placed to 
provide support of incisional/sternal areas.40 In addition, women 
have described breast discomfort such as shooting pain to the breasts, 
numbness, tingling, and heaviness;41,42 therefore, supporting both the 
breasts and incisions using the strategies above are good suggestions 
for women post‑CABG.

Heart failure
The ability to engage in sexual activity is very much dependent on the 
class of HF, being stabilized, and optimal medical management. Those 
patients with NYHA Class I or II HF can usually engage in sexual activity 
if well‑managed and asymptomatic with sexual activity (Table 6). In 
patients with NYHA Class III or IV HF, being optimally managed and not 
in a decompensated state will help determine the safety of sexual activity.4 
Some patients may not be able to safely engage in sexual intercourse; 
thus, other less vigorous sexual activities may be recommended. The use 
of sexual foreplay may help gauge tolerance for sexual activity.1

Table  5: Recommendations for sexual activity and counseling for ischemic conditions

Condition Return to sexual activity (class/LOE)4 Recommendations for sexual counseling (class/LOE)1

Angina pectoris Sexual activity is reasonable for patients with no or mild angina (IIa/LOE B)
Sexual activity should be deferred for those with unstable or refractory angina 

until their condition is stabilized and optimally managed (III/LOE C)

During counseling, it might be reasonable to reassure patients 
about the low risks of coital angina, in cases in which angina 
is not experienced during usual physical exertion; however, 
it may also be reasonable to advise patients that when coital 
angina is experienced and does not resolve spontaneously 
in 15 min, or 5 min after nitrate use, they should seek 
emergency services (IIb/LOE C)

For patients using PDE5 inhibitors before sexual activity, 
nitrates should not be used in the event of coital angina 
(III/LOE C). These patients should be advised to contact 
emergency services immediately on experiencing coital angina

MI Sexual activity is reasonable 1 or more weeks after uncomplicated MI if the 
patient is without cardiac symptoms during mild to moderate physical 
activity (IIa/LOE C)

After an MI, it is reasonable to counsel patients to resume 
sexual activity gradually, starting with activities that require 
less exertion, such as fondling and kissing, and building up to 
sexual intercourse, to enable patients to build confidence and 
allow them to assess their tolerance for sexual activity 
(IIa/LOE C)

Coronary 
revascularization

Sexual activity is reasonable for patients who have undergone complete 
coronary revascularization (IIa/LOE B) and may be resumed (a) several days 
after PCI if the vascular access site is without complications (Class IIa/LOE 
C) or (b) 6–8 weeks after standard CABG surgery, provided the sternotomy is 
well‑healed (IIa/LOE C)

Sexual activity is reasonable for patients who have undergone noncoronary 
open heart surgery and may be resumed 6–8 weeks after the procedure, 
providing the sternotomy is well‑healed (IIa/LOE C)

For patients with incomplete revascularization, exercise stress testing can be 
considered to assess the extent and severity of residual ischemia (IIb/LOE C)

Sexual counseling specific to the CABG surgical patient that 
addresses both physical and psychosocial concerns, including 
return to sexual activity, management of incisional discomfort, 
and encouragement of cardiac rehabilitation as a means 
of supporting physical activity and sexual function, can be 
useful (IIa/LOE C)

LOE: level of evidence; MI: myocardial infarction; PCI: percutaneous intervention; CABG: coronary artery bypass graft

Table  6: Recommendations for sexual activity and counseling for HF or implanted devices

Condition Return to sexual activity (class/LOE)4 Recommendations for sexual counseling (class/LOE)1

HF Sexual activity is reasonable for patients with compensated and/or 
mild (NYHA Class I or II) HF (IIa/LOE B)

Sexual activity is not advised for patients with decompensated or 
advanced (NYHA Class III or IV) HF until their condition is stabilized and 
optimally managed (III/LOE C)

Sexual counseling of the patient with HF might reasonably include 
tolerance for sexual activity, as well as general strategies such 
as positioning, being well rested before sexual activity, and how 
to manage shortness of breath or other symptoms with sexual 
activity (IIb/LOE C)

Pacemaker Sexual activity is reasonable for patients with pacemakers (IIa/LOE C)

ICD Sexual activity is reasonable for patients with an ICD implanted for primary 
prevention (IIa/LOE C)

Sexual activity is reasonable for patients with an ICD used for secondary 
prevention in whom moderate physical activity (≥3–5 METs) does not 
precipitate ventricular tachycardia or fibrillation and who do not receive 
frequent multiple inappropriate shocks (LOE C)

Sexual activity should be deferred in patients with an ICD who have received 
multiple shocks until the causative arrhythmia is stabilized and optimally 
controlled (III/LOE C)

Sexual activity should be deferred for patients with atrial fibrillation 
and poorly controlled ventricular rate, uncontrolled or symptomatic 
supraventricular arrhythmias, and spontaneous or exercise‑induced 
ventricular tachycardia until the condition is optimally managed (III/LOE C)

During sexual counseling, it may be reasonable to address the 
following areas: when it is safe to resume sex, the potential for 
an ICD shock with sex, what to do if a shock occurs with sex, 
that an ICD shock will not harm the partner, the level of sexual 
activity that is safe, how to deal with changes in sexual desire or 
function, and prepregnancy counseling for women who wish to 
become pregnant (IIb/LOE C)

LVAD Sexual activity is reasonable after placement of a LVAD (IIb/LOE C)
During sexual counseling, it may be useful to discuss any changes 

in position needed with sexual activity, instructions on battery 
use, and protection of the driveline from tension or the possibility 
of it being pulled during sexual intercourse (IIb/LOE C)

LOE: level of evidence; ICD: implantable cardioverter defibrillator; LVAD: left ventricular assist device; METs: metabolic equivalent of task; NYHA: new  york heart association; 
HF:  heart failure
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In sexual counseling, health care providers should additionally 
advise the HF patient to use a sexual position that allows for easier 
breathing, such as a semi‑reclining or upright position, and avoiding 
positions that require less effort, such as an on‑bottom position. 
Discussion of warning signs/symptoms during sexual activity is 
particularly relevant in HF, and encouraging patients to stop and rest 
if shortness of breath occurs. One practical suggestion is to have the 
patient time the use of diuretics so that frequent urination does not 
interfere with sexual activity.1,40

Implanted devices
Patients with a pacemaker have few restrictions on sexual activity, 
unless their overall cardiac condition is limiting in regards to sexual 
activity. It is well‑known, however, that those patients with an ICD and 
their partners have considerable anxiety and fear about the ICD and the 
potential for ICD discharge during sexual activity. Thus, assessment of 
sexual concerns, education, and psychological support are needed. In 
general, ICD patients can usually resume sexual activity fairly quickly 
after ICD placement, particularly if asymptomatic with moderate 
physical activity (Table 6). The exception would be for patients who 
experience frequent inappropriate ICD shocks or arrhythmias.4 
Sexual counseling should include avoiding pressure or strain on the 
implantation site, discussion of patient/partner fears of ICD firing with 
sexual activity, the low‑risk of ICD firing with sexual activity, that the 
partner would not be harmed if it does fire, reporting ICD discharge 
with sexual activity to the health care provider as device settings may 
need to be adjusted, and taking medications as prescribed to prevent 
sinus tachycardia.1 Changes in sexual desire and sexual activity after 
ICD have been reported, so it is important to instruct the patient to 
report any sexual problems experienced.

Of the few studies available regarding a left ventricular assist 
device (LVAD), these indicate that the sexual function may improve 
after LVAD, owing to greater sexual interest, desire, and energy. 
In one study, patients returned to sexual activity within 1  month 
after returning home postimplant.43 Unique to this population are 
patient, and partner fears related to driveline displacement. Avoiding 
tension on the driveline and using sexual positions to protect the 
driveline from potential dislodgement would be important in sexual 
counseling (Table 6).1

COUNSELING REGARDING PHOSPHODIESTERASE‑5 INHIBITORS
Men commonly turn to PDE5 inhibitors to assist with ED, with 
sildenafil, tadalafil, and vardenafil as the commonly used drugs in this 
class. These drugs overall effectiveness and safety have been established 
for most men. Vardenafil and sildenafil have a shorter duration of 
action, with a half‑life of about 4 h, while the longer‑acting tadalafil 
has a half‑life of 17.5 h.25 PDE5 inhibitors cause modest reductions of 
systolic and diastolic blood pressures, which could be problematic in 
those cardiovascular patients with hypotension. In addition, vardenafil 
may cause the QTc interval to be prolonged, and should be avoided in 
patients with a history of torsades de pointes, those with congenital 
QTc prolongation, and if medications that prolong the QTc interval are 
being used.25 The safety and effectiveness of PDE5 inhibitors is fairly 
well‑established, and few serious cardiac events have been reported. 
The most common side‑effects with PDE5 inhibitors are headache, 
flushing, dyspepsia, visual changes, and nasal congestion.

As mentioned, the use of both short‑  and long‑acting nitrates 
is contraindicated with the concomitant use of PDE5 inhibitors, as 
significant drops in systemic arterial pressure can result. A  patient 
presenting with ischemic conditions should not receive short‑  or 

long‑acting nitrates within 24 h of use of vardenafil or sildenafil, or 
within 48 h of use of tadalafil.25 It is advised that patients on chronic 
nitrate therapy be reevaluated if treatment with PDE5 inhibitors is 
sought; changing to a nonnitrate therapy might be considered.

The choice of PDE5 inhibitor is based on a comprehensive 
discussion between patient and provider, and taking into account, 
which drug might yield long‑term treatment success. A  thorough 
assessment of sexual function and patterns of dysfunction are important 
considerations. In counseling patients, the discussion includes the 
action and onset of each drug, specific dosing, and side‑effects. For most 
patients, sildenafil or vardenafil are taken 30–60 min prior to sexual 
activity, while tadalafil is taken at least 2 h before anticipated sexual 
activity. The longer half‑life of tadalafil allows for greater spontaneity 
of sexual activity. In some cases, daily dosing with tadalafil might be 
appropriate, with some studies showing improved erectile function 
over time.44 Important in counseling is the discussion of drugs to 
avoid, such as nitrates, or for which caution is advised  (e.g.  alpha 
blockers), and providing the rationale in understandable terms for 
the patient and partner, to increase adherence and to avoid potentially 
dangerous side‑effects. In addition, taking sildenafil and vardenafil on 
an empty stomach is suggested, as high fat meals interferes with plasma 
concentration of the drug.45,46

SUMMARY
Providing sexual counseling of cardiac patients is an important role 
for health care providers. Assessment of patients and partners sexual 
concerns with a few select questions or using a standardized assessment 
instrument can determine both sexual concerns, interest in sexual 
activity, and level of previous sexual activity. Then, knowledge of the 
individual patient’s medical condition and application of both general 
and specific sexual counseling strategies by cardiac condition can be 
used effectively in addressing patients’ sexual quality of life.
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