
1 23

Sexuality Research and Social Policy
 
ISSN 1868-9884
 
Sex Res Soc Policy
DOI 10.1007/s13178-018-0371-8

Hand in Hand: An Intervention Taking
Heterosexual Couples Through the HIV
Care Cascade Together

Jennifer M. Belus



1 23

Your article is protected by copyright and

all rights are held exclusively by Springer

Science+Business Media, LLC, part of

Springer Nature. This e-offprint is for personal

use only and shall not be self-archived in

electronic repositories. If you wish to self-

archive your article, please use the accepted

manuscript version for posting on your own

website. You may further deposit the accepted

manuscript version in any repository,

provided it is only made publicly available 12

months after official publication or later and

provided acknowledgement is given to the

original source of publication and a link is

inserted to the published article on Springer's

website. The link must be accompanied by

the following text: "The final publication is

available at link.springer.com”.



Hand in Hand: An Intervention Taking Heterosexual
Couples Through the HIV Care Cascade Together

Jennifer M. Belus1

# Springer Science+Business Media, LLC, part of Springer Nature 2019

Abstract
The global HIVepidemic has undergone significant shifts over the last decade, transforming HIV into a chronic illness. A shift in
focus is now sorely needed on how to provide treatment and care to individuals living with HIV that can improve their quality of
life by addressing the psychosocial milieu of the disease. In the area of HIV prevention and testing, the benefits of working with
couples, rather than individuals, have been delineated and empirically supported. This paper extends the work by proposing a
model of a couple-based intervention that can help couples, regardless of HIV concordance status, move through the HIV care
cascade, from testing, linkage to care, treatment, and retention using a cognitive-behavioral couples framework. This paper draws
primarily on research with heterosexual couples in sub-Saharan Africa, though adapting this framework to meet the needs of
diverse couples in other geographical regions is recommended.
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HIV continues to be a significant burden in sub-Saharan Africa,
with about 25.7 million people infected (UNAIDS, 2018). There
is a global push, spearheaded by the UNAIDS, to end the HIV/
AIDS epidemic by having 90% of all individuals living with
HIVaware of their status, 90% of all individuals diagnosed with
HIV on sustained antiretroviral therapy (ART), and 90% of all
individuals on ART virally suppressed, all by 2020 (UNAIDS,
2014). The goal of this plan is to provide life-saving treatment to
persons living with HIV, as well as reduce, and eventually erad-
icate, the spread of HIV and the development of AIDS. Many
countries have shown impressive gains with population-level
improvements in HIV testing rates since the initiation of the
UNAIDS’ 90-90-90 goal; for example, the percentage of people
living with HIV who know their status in Eastern and Southern
Africa is now over 73% (UNAIDS, 2018). Patient attrition in the
subsequent steps of the HIV treatment cascade, however, re-
mains unacceptably high (Granich et al., 2017; UNAIDS,
2018). This suggests a need for new strategies to help keep
individuals engaged in care. This paper proposes and delineates
a model for a couple-based HIV treatment intervention that

would improve continuity of care after HIV testing and strength-
en retention along the HIV care cascade. The proposed interven-
tion is designed to be used with couples who have received
couples voluntary counseling and testing (CVCT) and one or
both partners are HIV-positive. The intervention is also intended
to be relevant and feasible for implementation in places of high
HIV burden where HIV is primarily transmitted in the context of
stable heterosexual relationships, which includes many countries
in sub-Saharan Africa (UNAIDS, 2018).

CVCT is both an HIV testing and prevention strategy,
where couples jointly test and subsequently learn about their
HIV status together. Not only does each partner learn about
their own status, but the process ensures mutual disclosure,
which serves as an important HIV prevention strategy for
couples who have discordant status (WHO, 2012). CVCT is
facilitated by a counselor who is trained in HIV counseling
with couples. CVCT has been successfully implemented in
Rwanda at the national level, with impressive results. It is
estimated that 80–90% of Rwandan couples have received
CVCT and more than 70% of new HIV infections have been
prevented (Karita et al., 2016). Data also show that CVCT is
cost-effective. A study in Zambia found that the cost of
averting one HIV infection through CVCTwas 5% of the cost
associated with using ART to prevent one new infection when
ART was used as Btreatment as prevention^ (Allen et al.,
2014). The World Health Organization (WHO) recommends
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that couples receive CVCT (WHO, 2012), and there is grow-
ing interest in its utility. For example, over 19 countries have
sought guidance from the Rwanda and Zambia research
groups about the implementation of CVCT, such as training
providers, assistancewith policy, and technical assistancewith
data collection and management (Ahmed et al., 2014). As
CVCT increasingly becomes an important pillar in the global
fight against HIV, new opportunities emerge to capitalize on
the efforts and resources put forth by organizations and gov-
ernments to continue to work with couples during HIV treat-
ment and care.

One reason why working with couples beyond the testing
phase is so appealing is that retention rates of HIV-positive
individuals in subsequent steps of the HIV care cascade are
troublesome, suggesting areas for needed enhancement. For
instance, a recent study examined national HIV care continua
data and found that in the region of Africa (which included 9
countries), an estimated 54% of HIV-positive individuals were
receiving ART and only 44% were virally suppressed
(Granich et al., 2017). The study did not include data on link-
age to care for individuals who were not yet eligible for ART,
perhaps because this segment of the HIV care continuum will
become obsolete as theWHO guidelines to provide ART to all
HIV-positive patients are implemented universally (WHO,
2016). Nevertheless, data from a meta-analysis on loss to
follow-up during the pre-ART period in sub-Saharan Africa
found that 54% of individuals ineligible for ART initiation at
time of diagnosis were lost to follow-up (Mugglin et al.,
2012), and approximately 45% of patients were not retained
in pre-ART care (Kranzer, Govindasamy, Ford, Johnston, &
Lawn, 2012). Some interventions designed to improve the rate
or timing of ART initiation have been successful, including
integration of HIV and TB services, rapid CD4 testing, and
comprehensive patient service packages (Fox et al., 2016).
Fox et al. (2016) note that comprehensive patient service
packages that target more than one step in the HIV care cas-
cade may be most useful. The proposed intervention does
exactly this and may be especially well-positioned to improve
retention at each step of the continuum by working with the

couple to increase patient accountability for health behavior
change. In the USA, researchers have advocated for working
with couples across the HIV care cascade and have recently
developed a model for working with same-sex male couples
(Bazzi et al., 2016). Figure 1 shows the components of the
proposed intervention that theoretically help couples move
through the HIV care cascade. A detailed description of the
intervention is provided below.

Proposed Intervention

The proposed model of a couple-based intervention for HIV
treatment and care draws on the work of Baucom and col-
leagues, who developed a treatment model for how to work
with couples when one partner is experiencing a medical con-
dition, using a cognitive-behavioral couple therapy (CBCT)
framework (Baucom, Porter, Kirby, & Hudepohl, 2012). The
goal of working with couples in this context is to keep both
members of the couple engaged in appropriate services along
the HIV care cascade. In other words, to provide ART or to
keep the HIV-positive partner engaged during the ART initia-
tion and maintenance phases, as well as to provide HIV pre-
vention and ongoing testing services if there is an HIV-
negative partner. The CBCT framework posits that there is a
bidirectional association between individual well-being and
relationship well-being; in other words, healthy relationships
contribute to healthy individuals, and vice versa. Moreover,
each partner has individual cognitions, behaviors, and emo-
tions, and these components interact between partners, affect-
ing the overall health of the individuals and the relationship
(Epstein & Baucom, 2002).

In the proposed treatment model, improvements in engage-
ment along the care continuum are hypothesized to be the
result of improvements in couples’ psychosocial milieu (e.g.,
social support, relationship satisfaction, perceived stress),
which can serve as a barrier to initial health behavior change.
Working with the dyad allows couples to define the medical
issue in relational terms (i.e., as a dyadic problem), rather than
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Fig. 1 Couple-based
interventions along the HIV care
cascade. The boxes in the lower
half of the diagram represent the
specific interventions at each
point that theoretically help move
couples along the continuum.
Note that sharing thoughts and
feelings and problem-solving
around relationship issues that
emanate directly from the pres-
ence of HIV (e.g., how to family
plan in the context of HIV) can be
implemented at any stage along
the HIV care cascade
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as an individual problem, which often results in better func-
tioning for the couple (Skerrett, 2003). Moreover, focusing on
the issue dyadically allows for a more nuanced understanding
of the nature of the problem, and encourages both partners to
commit to making or supporting needed changes. This com-
mitment from both partners is important for sustained behav-
ior change. Furthermore, the intervention also directly deals
with interfering relationship dynamics (e.g., lack of partner
support, hostile communication), as well as relevant individ-
ual issues that may impede either member of the couple from
making healthy choices (e.g., high levels of alcohol use as a
way to cope with an HIV diagnosis).

The components described in this model are the following:
(1) psychoeducation about HIV, (2) sharing thoughts and

feelings related to HIVor receiving an HIV diagnosis, (3) joint
problem-solving around treatment decisions and behavior
change related to HIV, (4) joint problem-solving around rela-
tionship issues that emanate from HIV, and (5) sharing
thoughts and feelings related to treatment gains and joint
problem-solving around barriers to maintaining treatment ad-
herence. Table 1 describes the key interventions in each treat-
ment stage.

Psychoeducation about HIV

The first component in a couple-based intervention for a med-
ical condition (similar to most other psychosocial interven-
tions) is to provide psychoeducation about the disorder, which

Table 1 Components of a couple-based HIV treatment intervention

Treatment stage Specific interventions used

1. Psychoeducation about HIV • Provide information on symptoms, etiology, and treatment
for HIV diagnosis

• Disabuse misconceptions about HIV transmission and increase
HIV knowledge
so couples can have informed conversations

• Describe common emotional reactions to HIV diagnosis for
HIV-positive partners and HIV-negative partners (if applicable)

• Describe common ways HIV can impact intimate relationships

• Highlight health behavior changes needed to maintain optimal
health with HIV diagnosis

• Introduce gender role norms

2. Sharing thoughts and feelings related to HIV/receiving HIV
diagnosis

• Teach communication skills (speaker-listener technique)

• Both partners share reactions to diagnosis of HIV (how it will
affect each person and the relationship)

• Elicit opportunities for the couple to experience positive emotions,
such as through their renewed commitment to the relationship,
expression of vulnerability, or benefit-finding

3. Joint problem-solving related to treatment decisions and be-
havior change related to HIV

• Teach problem-solving skills as a couple

• Couple discusses and problem-solves pertinent issues related to HIV diagnosis:

- Initiating and maintaining ART regimen for HIV-positive partner and PrEP for
HIV-negative partner (if applicable)

- Whether/how to engage in further disclosure of HIV status

- Other lifestyle changes necessary for health (e.g., nutrition, intersection
with other chronic illnesses)

4. Joint problem-solving around relationship issues that emanate
from HIV

• Couple discusses and problem-solves how to maintain a safe yet fulfilling
and healthy physical/sexual relationship

• Couple discusses and problem-solves family planning options (if applicable)

• Couple discusses issues of trust as it relates to condom use and problem-solves
how they can build/rebuild trust into their relationship, particularly if there were
past episodes of having outside sex partners while in a monogamous relationship

• Couple problem-solves to identify new strategies/behaviors to show love
and relationship commitment

5. Treatment maintenance and relapse prevention • Couple shares thoughts and feelings related to treatment gains

• Couples shares thoughts and feelings regarding desired future individual
and relationship changes

• Couple problem-solves barriers to maintaining treatment gains

Sex Res Soc Policy

Author's personal copy



generally includes facts about the condition, symptoms, etiol-
ogy, treatment, prognosis, and important health behavior
changes that are essential for optimal functioning.
Psychoeducation is not, however, simply a discussion of facts
about the disease. A mainstay component of psychoeducation
is an understanding and discussion of how the presence of the
medical condition impacts the patient’s psychological func-
tioning (Baucom et al., 2012). Qualitative research with
HIV-positive Kenyan women revealed that common emotion-
al reactions to receiving an HIV diagnosis include fear, shock,
despair, denial, and suicidal thoughts, as well as a desire to
understand why the experience happened to them (Kako,
Stevens, & Karani, 2011). Symptoms of grief, an appropriate
response to the experiences of loss (not just death), can also be
common in individuals with an HIV diagnosis (Jonsson et al.,
2013). Thus, in the process of psychoeducation, making both
patients and partners aware of these common reactions can
help to normalize such responses.

Moreover, it is important to discuss the range of reactions
that uninfected partners may have to learning about the pa-
tient’s diagnosis, and acknowledge that an HIV diagnosis can
have a significant impact on the partner and the relationship.
Disclosure of one’s serostatus can be met with a wide array of
reactions from loved ones, ranging from supportive to
unsupportive (Medley, Garcia-Moreno, McGill, & Maman,
2004). Although research suggests that patients report greater
well-being when partners react in a positive or supportive
manner, no research has been conducted on partner experi-
ences of disclosure (i.e., what it is like for the partner to
receive the news; Chaudoir, Fisher, & Simoni, 2011). More
research is sorely needed to better understand partners’ reac-
tions to this information, and how receiving such information
can in turn affect partners’ own well-being. Moreover, men
may be especially vulnerable to experiencing psychological
distress when their female partners have a diagnosis, due to
gender role norms that prescribe men to be strong and respon-
sible for alleviating their partners’ worries or concerns
(Northouse, 1988). Such masculinity norms in many sub-
Saharan African countries do not provide space for men to
acknowledge that they have their own worries and concerns
regarding the well-being of loved ones or themselves (Ballard,
2014; Sikweyiya, Jewkes, & Dunkle, 2014). This phase of
treatment may be an appropriate place to introduce how gen-
der role norms can affect both the individual and couple’s
behaviors. Discussing gender roles in a couple-based interven-
tion for HIV in sub-Saharan Africa has previously been advo-
cated for by a number of researchers, and has been success-
fully included in such interventions (Wechsberg et al., 2015).

Furthermore, another goal of psychoeducation with cou-
ples is to ensure that both partners have a shared understand-
ing of the disease, its prognosis, and treatment options.
Fertility and family planning is an important consideration
for many couples, but information on safer contraception

strategies when one or both partners are HIV-positive is often
unavailable (Joseph Davey et al., 2018). Relatedly, it is impor-
tant for couples to understand how HIV is transmitted. Yet,
findings from several studies in sub-Saharan Africa suggest
that many individuals lack a thorough understanding of the
HIV transmission process, with the idea of serodiscordant
couples particularly perplexing (Bhatia et al., 2017; Kim
et al., 2016; Parker, Pettifor, Maman, Sibeko, & MacPhail,
2014; Woodson et al., 2018). As a result of various beliefs,
discussions of HIV testing and condom use among couples
are often mired in questions of infidelity and partner trustwor-
thiness. Thus, couple-based psychoeducation provides an ini-
tial opportunity to disabuse misconceptions about HIV trans-
mission and to increase HIV knowledge. Through this pro-
cess, partners can more openly have conversations about con-
dom usage and practicing safe sex, both in current and future
relationships.

Sharing Thoughts and Feelings Related to HIV

The next component of the intervention is to have both the
patient and the partner share their thoughts and feelings about
the diagnosis and how the presence of HIV has affected them
and/or their relationship. In order to do this, couples learn
communication skills for both the Bspeaker^ and Blistener^
roles in a conversation (Epstein & Baucom, 2002). In a review
of psychosocial factors in HIV, Ironson and Hayward (2008)
found that expressing emotions was associated with slower
disease progression, and those individuals who processed
their emotions (rather than just expressing them) and made
meaning of their experiences had improved health outcomes.
Decades of research on communication with Western couples
has found that healthy communication is one of the best pre-
dictors of couples’ relationship satisfaction over the long term
(Karney & Bradbury, 1995). However, it is often the case that
couples develop maladaptive communication patterns that can
interfere with their ability to feel connected to each other and
impede their ability to solve problems effectively as a couple
(Benson, McGinn, & Christensen, 2012). Two studies of
couple-based HIV prevention interventions with South
African and Ugandan couples reported that couples who re-
ceived the intervention enjoyed learning the communication
skills and found the skills valuable for their relationship well-
being (King et al., 2012; Pettifor et al., 2014).

In addition to couples discussing their negative feelings, it
is critical for relationship well-being that couples also discuss
their positive emotions (Karney & Bradbury, 1995). This is
line with the large body of literature documenting the use of
benefit-finding after the experience of a traumatic event, in-
cluding the diagnosis of an illness such as HIV. A meta-
analysis across a number of stressful events found that greater
benefit-finding was associated with less depression and great-
er positive well-being (Helgeson, Reynolds, & Tomich,
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2006).Moreover, Ironson andHayward (2008) also found that
the experience of positive affect in individuals with HIV was
related to better health outcomes, including lower mortality
rates and better response to ART. In the context of couples
and HIV specifically, sharing positive thoughts and feelings
could be an opportunity for individuals to express their
renewed commitment to the partner and the relationship dur-
ing this difficult time (Darbes et al., 2014), and this disclosure
in turn could foster a feeling of connectedness for the couple
(Greenberg, Ford, Alden, & Johnson, 1993).

Making Decisions Related to HIV

The next component of the intervention focuses on assisting
the couple in problem-solving or decision-making with regard
to the patient’s treatment and/or behavior change for the pa-
tient’s care and well-being. Problems or concerns addressed
here are related directly to the patient’s HIV care and are not
issues that affect the couple’s relationship per se. However,
including partners in such decision-making conversations can
be of great use. Here, partners act in the role of surrogate
therapist or coach in a number of ways: providing emotional
support as the patient addresses difficult topics related to their
well-being, helping the patient generate possible solutions,
and providing their perspective on what might be a good de-
cision for the patient’s health and well-being. Lanham,
L’Engle, Loolpapit, and Oguma (2012) showed that Kenyan
women were often part of the decision-making process in their
male partner’s decision to undergo voluntary male circumci-
sion. In order to facilitate couple-level decision-making, the
couple learns behavioral problem-solving skills in order to
make decisions together effectively (Epstein & Baucom,
2002), which build upon the communication skills they have
already learned.

A number of concerns exist about a diagnosis of HIV that
could be helpful for a couple to discuss, and on which they
could make joint decisions. One issue is whether the patient
will disclose their HIV status to other people, or how they will
go about disclosing it if they have already decided to do so.
Disclosure of an individual’s HIV status to family, friends, or
community members is a very challenging decision and can
have a significant negative impact on the patient (Maman, van
Rooyen, & Groves, 2014), as well as on the partner through
association (Rankin, Brennan, Schell, Laviwa, & Rankin,
2005). Partners may be able to provide insight into who is
likely to respond well to the disclosure or can assist the patient
in devising a plan for how to deliver the news to certain close
others.

An area of concern that may be especially relevant in an
intervention for HIV treatment and care is a patient’s adher-
ence to ART, and if relevant, how an uninfected partner can
remain HIV-negative. ART adherence continues to be a major
challenge in reaching the 90-90-90 goals globally acrossmany

communities (Granich et al., 2017). A couple-based interven-
tion addressing ART adherence developed by Remien et al.
(2005) was tested with serodiscordant couples in the USA and
evidenced support for the inclusion of partners in treatment,
relative to treatment-as-usual. Qualitative work with couples
in Uganda showed that social support provided by intimate
partners was a key resource in remembering to take ART on
time (Ware et al., 2015). Moreover, serodiscordant couples are
faced with the challenge of ensuring the HIV-negative partner
remains uninfected. Recent data from epidemiologically
linked serodiscordant couples in Zambia and Rwanda showed
that lack of sufficient ART adherence led to HIV transmission
in the HIV-negative partner (Woodson et al., 2018). Pre-
exposure prophylaxis (PrEP), recommended by the WHO
(2016) as an HIV prevention strategy, may be relevant here
when used as a time-limited bridging strategy where the HIV-
negative partner takes PrEP until the HIV-positive partner
achieves viral suppression (Morton et al., 2017). If the use
of PrEP is relevant for a given couple, then the possibility of
incorporating PrEP into the couple’s treatment plan should be
explored here with the use of decision-making skills.

Sharing and Decision-making Related to Relationship
Issues that Emanate from HIV

In addition to the couple making decisions around issues re-
lated to the patient and partner’s treatment and/or prevention
for HIV, it is also the case that a diagnosis of HIV has impli-
cations for the relationship. Thus, it is desirable to have cou-
ples share thoughts and feelings and make decisions around
issues affecting their relationship. HIV is a particularly rela-
tional disorder, given that the disease is often transmitted sex-
ually. For many couples then, both the partner and the rela-
tionship are affected by the patient’s HIV diagnosis,
underscoring the need to address these concerns within the
dyadic context. Moreover, HIV carries with it potentially cat-
astrophic family outcomes in the event that one partner dies.
Families already living under severe economic hardship rely
on the minimal income available to them, typically through
the work of the male partner. If the male partner dies as a result
of AIDS or other HIV-related problems, the woman and chil-
dren face limited opportunity for housing and economic sup-
port (Gombachika, Sundby, Chirwa, & Malata, 2014). If the
female partner dies, men are at risk of losing relationship ties
to their children (Gombachika et al., 2014). In less extreme
cases, the presence of HIV can still shift the roles and respon-
sibilities of each partner due to one’s inability to work or take
care of the children. New roles within the relationship may
therefore need to be negotiated, highlighting the relevance of a
couple-based intervention.

One of the most obvious ways that HIV affects couples is
through its impact on the couple’s sexual relationship, which
often includes a desire to have children. For such couples, the
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use of condoms is contrary to the goal of conception, even if
one partner is HIV-positive. Family planning and safer con-
ception methods are often not integrated into HIV care, al-
though this is the recommended venue for such discussions.
Many couples have not previously had conversations about
fertility and family planning due to issues of stigma and lack
of disclosure when one or both partners are HIV-positive
(Joseph Davey et al., 2018). The use of a couple-based inter-
vention is very fitting for such couples.

If conceiving children is not desired, one of the greatest
concerns for serodiscordant couples is how to ensure the
HIV-negative partner does not seroconvert. In order to achieve
this goal while still maintaining a healthy sexual relationship,
the options are for the HIV-positive partner to maintain com-
plete adherence to ART so that he/she is virally suppressed,
the HIV-negative partner protects himself/herself through the
use of PrEP, and/or the couple practices safe sex through con-
sistent condom use (Jones, Weiss, Arheart, Cook, & Chitalu,
2014; Wechsberg et al., 2015). In a qualitative study with
serodiscordant couples from Uganda, a common theme was
for couples to describe a significant shift in their relationship
after one partner was diagnosed with HIV, such that their
relationship felt more akin to siblings rather than romantic
partners (King et al., 2012). In this context, the HIV-positive
partner did not want to transmit the virus to the uninfected
partner but did not know how tomaintain a sexual relationship
at the same time, emphasizing the importance of safe sex
education. Moreover, a critical component of safe sex discus-
sions is how to make sex fun and pleasurable, while being
safe. This idea is core in the Project Connect intervention
(El-Bassel et al., 2003), of which parts have been adapted
for couples in South Africa (Wechsberg et al., 2015).
Furthermore, as part of this discussion on the couple’s sexual
relationship, it is important to broaden the couple’s perspec-
tive on the various ways that partners can foster physical inti-
macy with each other, since sex per se is not the only way for
couples to do this (McCarthy, 2002).

In addition, condom use in monogamous relationships is
challenging at times because it is interpreted as a lack of trust
between partners, and broaching the topic of condom use can
be viewed as an accusation or admission of extradyadic in-
volvement (Desgrées-du-Loû & Orne-Gliemann, 2008).
Within this context, using a couple-based intervention may
be especially appropriate to target some of these maladaptive
beliefs that perpetuate mistrust, and to help couples engage in
more helpful individual and relationship behaviors. In the in-
tervention Project Connect (El-Bassel et al., 2003), first devel-
oped in the USA and then adapted in the Couples Health
CoOp in South Africa (Wechsberg et al., 2015), a commitment
pledge for monogamy is used to help couples address the
common practice of multiple partnerships. In addition, the
Couples Health CoOp has couples delineate the benefits and
challenges of being faithful as a way for couples to

realistically acknowledge the trials of staying committed,
while also acknowledging the benefits of being in a monoga-
mous relationship that may be overlooked.

As part of the discussion about trust within the couple’s
relationship, it is necessary for couples to extricate the synon-
ymy of safe sex discussions and relationship trust. In order to
do this, couples can have frank discussions of trust (using their
well-practiced communication skills) to set realistic and clear
relationship boundaries and work as a team to counteract feel-
ings of distrust. If sexual concurrency has previously taken
place within the relationship, then couples can work to re-
establish trust by identifying factors that contributed to the
extradyadic involvement, working on forgiveness, and mov-
ing forward as a unit (Gordon & Baucom, 1998). Although
rebuilding trust (especially after an act of extradyadic involve-
ment) can be a very challenging therapeutic endeavor, it is
certainly possible to do. Couples may not fully resolve their
trust issues in the course of this brief treatment, but the skills
learned can open the lines of communication on the topic of
trust in a healthy way.

Finally, not wearing condoms is also perceived as an act of
love and closeness between partners (Mojola, 2014). In this
case, it is likely ineffective to ask couples to change this be-
havior without providing them with new strategies to express
their love and commitment for each other. Consequently, as
part of the intervention, couples can problem-solve new ways
to show their care for each other that do not put them at risk for
transmitting or acquiring HIV. The practice of eradicating un-
wanted behavior by building in new, desired behaviors is a
mainstay practice in both individual and couple behavioral
interventions, and necessary for long-term change.

Addressing Treatment Maintenance and Relapse
Prevention as a Couple

After the couple has worked through the various stages of
treatment, the final step is for the couple to identify ways to
solidify treatment gains and prevent future relapses. Most be-
havioral treatments involve these steps in the final stage, and
this treatment is no different. In order to solidify treatment
gains, couples use their communication skills to share with
each other what changes they have noticed as individuals
and as a couple since the start of treatment. Not only does this
step serve to consolidate treatment gains, it also provides an
opportunity for the couple to recognize their progress as a joint
endeavor as well as compliment changes they have noticed in
their partner; both of these can facilitate relationship enhance-
ment. Moreover, this final step in treatment is designed to help
couples plan for lapses and relapses in treatment gains by
identifying potential high-risk situations where behavior
change my be especially difficult, which is an important
evidence-based strategy for maintaining new behavioral pat-
terns (Marlatt & Donovan, 2005). For example, situations
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where the HIV-positive partner may forget to take their ART
medication or where the couple has difficulty maintaining
open communication about their sexual relationship. It is also
important for the couple to discuss and find acceptable and
supportive ways to remind each other about behavior change
going forward. Finally, the couple shares thoughts and feel-
ings about their hopes for the future, both individually and
relationally, which allows them to keep these goals in mind
as they continue to make self-directed changes outside of a
formal treatment program.

Contextual Considerations

A discussion of treating HIV within sub-Saharan Africa
would be negligent without acknowledging the role of gender
in perpetuating the transmission of HIV, as well as the effects
of gender on HIV treatment and care. Young women and girls,
aged 15 to 24, comprise 22% of all new HIV infections.
AIDS-related illness continues to be one of the leading causes
of death among this population in sub-Saharan Africa
(UNAIDS, 2017). The contextual, socioeconomic, behavior-
al, and structural vulnerabilities in sub-Saharan Africa put
women at greater risk for acquiring the disease (Ramjee &
Daniels, 2013). Important factors include the broader patriar-
chal culture that limits women’s decision-making ability,
forced marriage at a young age, limited educational and eco-
nomic opportunities, use of transactional sex (e.g., for food,
money, clothes) to support themselves and their family, pres-
ence of concurrent partnerships, and widespread gender-based
violence. These are significant concerns from the perspectives
of HIV prevention and treatment, and currently work is being
done to empower vulnerable women (Kerrigan, Fonner,
Stromdahl, & Kennedy, 2013) and shift gender norms with
men in non-couple-based interventions (Dworkin, Treves-
Kagan, & Lippman, 2013). Although it is conceivable that
using a couple-based intervention could exacerbate the power
imbalances between men and women, and result in women’s
further marginalization, couple-based preventative interven-
tions have successfully incorporated gender norms into their
program curriculum without adversely affecting women
(Darbes et al., in press; Wechsberg et al., 2016). Moreover,
couple-based interventions have the potential to improve re-
lationship dynamics such as relationship satisfaction, sexual
communication, intimacy, problem-solving behavior, and in-
timate partner violence. There is some preliminary evidence
that these changes occur (e.g., Karakurt, Whiting, van Esch,
Bolen, & Calabrese, 2016; Speizer et al., 2018), but there is a
need for more formal evaluation of these effects. That said, it
remains critical that implementers of such interventions are
aware and vigilant for potential harms against women.
Finally, a couple-based intervention may provide a unique
opportunity for couples to disclose the way in which they

are impacted by gender norms, particularly if this is included
in the curriculum. This has the potential to increase couples’
intimacy while simultaneously addressing a critical issue, pos-
sibly making the format of this intervention more powerful.

Another important factor to consider regarding the imple-
mentation of this intervention is to identify qualified person-
nel. The WHO (2008) has long recommended the use of task-
sharing, which involves training non-specialist health workers
who provide specific interventions for the treatment of HIV-
related problems, including psychosocial support. The pro-
posed intervention would be delivered by providers who have
already undergone training to provide CVCT, which includes
training in communication and mediation skills (Centers for
Disease Control and Prevention, 2011). Training in the pro-
posed intervention would therefore build upon the existing
skills of non-specialist health workers. Extant gaps in provider
knowledge, such as in the area of family planning when at
least one partner is HIV-positive (Joseph Davey et al., 2018),
would need to be incorporated into provider training
programs.

Recently, task-sharing has been used to successfully imple-
ment a couple-based HIV preventative intervention in Zambia
(Jones et al., 2014) and a family-based intervention for HIV-
positive adolescents and their caregivers in South Africa
(Bhana et al., 2014). This highlights the flexibility of task-
sharing and the possibility of its use with more complex cases,
such as with couples and families. Jones et al. (2014) describe
the training of community health workers in a couple-based
HIV prevention program that includes a dedicated two-day
group training, yearly training refreshers provided at clinics,
and ongoing training/supervision from more senior staff dur-
ing day-to-day operations in clinics. Training for the proposed
intervention could follow a similar protocol.

Other relevant factors to consider when implementing a
couple-based intervention for treatment and care include
whether to use an opt-in versus opt-out approach, how to
maximize initial uptake and subsequent attendance given that
the intervention takes place over several sessions, and the
costs involved with the intervention’s implementation.
Studies generally show higher levels of uptake when HIV
testing services are provided as an opt-out versus opt-in ap-
proach (Kennedy et al., 2013). It is possible that an opt-out
approach would maximize participation in a post-testing psy-
chosocial intervention as well. However, there are reasons
beyond maximizing participation, such as participant safety,
that need to be considered, and which could impact the deci-
sion to use an opt-in versus opt-out approach. Ensuring that
both members of the couple have adequate opportunity to
consent to the intervention or withdraw from its participation,
where the safety of neither partner is compromised, is a sig-
nificant priority. In most cases, this risk is particularly salient
for women, who are at greater risk for violence (Dworkin
et al., 2013). It has been recommended to include safety
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planning as part of couple-based interventions and engage in
ongoing safety check-ins for couples who are experiencing
active abuse or have experienced recent abuse (Jiwatram-
Negrón & El-Bassel, 2014). Opt-in approaches may give in-
tervention providers more latitude in protecting participants
who are vulnerable to abuse.

Moreover, uptake of CVCT has generally been low outside
of Rwanda, where CVCT is the norm. Reasons for low uptake
of CVCT primarily center around fears of HIV status disclo-
sure and the implications for relationship mistrust, suspected
infidelity, relationship dissolution, and the possibility of vio-
lence (Bhatia et al., 2017; Matovu et al., 2014; Nannozi,
Wobudeya, & Gahagan, 2017). In traditional CVCT, one-
session interventions are not adequate to address these con-
cerns. However, the proposed intervention intentionally ad-
dresses several of these concerns (e.g., relationship mistrust,
infidelity, relationship commitment) and there is opportunity
to tailor the treatment to the couple’s specific worries.
Participation rates may be higher if couples were aware that
a CVCT intervention was designed to address their concerns.

Other barriers to intervention use include couples attending
sessions together due to conflicting schedules, distance to the
clinic, costs associated with transport to the clinic, and loss of
employment income when receiving care during work hours
(Goudge, Gilson, Russell, Gumede, & Mills, 2009; Matovu
et al., 2014). Multi-session couple- and family-based HIV
prevention and treatment programs in low-resource settings
show variable rates of follow-up. For example, Wechsberg
et al. (2016) had a 99% attendance rate for a 2-session group
intervention in South Africa, and McGrath and others
(McGrath et al., 2007) had a 91% attendance rate for a 4-
session group intervention in Thailand, India, and Uganda.
Several other interventions showed that partial attendance
for longer interventions (4 to 6 sessions) ranged from 73 to
94%, but that complete attendance was often lower, ranging
between 40 and 83% (Bhana et al., 2014; Darbes et al., 2016;
Pettifor et al., 2014). It is difficult to estimate how closely
these numbers reflect real-world attendance rates, given that
these data were collected as part of research studies that often
have stricter timelines in place for session completion, but
generally also include more personnel to engage in outreach.
It is possible that non-monetary incentives could be used to
enhance uptake and attendance of such an intervention, as
have been shown to work for CVCT uptake in Zimbabwe
(Sibanda et al., 2017).

Finally, going forward, it is important for data to be collect-
ed on the costs involved in implementing such an intervention,
so that a budget impact analysis can be conducted. Some data
on costs and cost-effectiveness of CVCT do exist, and show
that CVCT is cost-effective, particularly when uptake of the
intervention is high and when available in settings of high
HIV prevalence (Allen et al., 2014; John, Farquhar, Kiarie,
Kabura, & John-Stewart, 2008; Sweat et al., 2000).

Collecting similar data on the proposed intervention will
strengthen the overall investment case for couple-based HIV
treatment and prevention, particularly for use with policy
makers and other decision makers.

Limitations and Future Directions

The goal of this paper was to develop a model that could be
employed in sub-Saharan Africa, where the majority of indi-
viduals with HIV live. Of course, there are significant differ-
ences between countries within sub-Saharan Africa, and any
intervention would need to be modified based on the local
culture. Moreover, the proposed intervention was developed
and described as targeting heterosexual couples in sub-
Saharan Africa, since the primary mode of HIV transmission
occurs through heterosexual sex. However, men who have sex
with men, transgender individuals, and sex workers are key
populations in the HIV epidemic (UNAIDS, 2018), and
couple-based interventions should account for the specific
needs of these groups.

Furthermore, Byounger^ HIV epidemics in other parts of
the world are more often driven by intravenous drug use rather
than through sex, particularly in Eastern Europe and Central
Asia (Altice et al., 2016). This intervention does not address
factors related to drug use, though preventative interventions
targeting intravenous drug users and their partners have re-
cently been developed and show promise (El-Bassel et al.,
2014), making it likely that an analogous treatment for HIV
treatment and care could be developed. Moreover, the format
of a couple-based intervention necessarily excludes individ-
uals who are not in relationships. Single women (and men)
living with HIV have significant unmet psychological and
social needs (Thenjiwe, Nyaradzai, Naboth, Precious, &
Pederson, 2012), which must be addressed through other in-
terventions. This may be an ideal place for family-based in-
terventions (Lewis Kulzer et al., 2012).

Moreover, this paper has also identified a number of areas
in which more research is sorely needed, which will in turn
inform the development of a more nuanced couple-based in-
tervention for HIV treatment and care for this population. One
area of research that is significantly lacking is our general
understanding of intimate relationships and couple function-
ing in sub-Saharan Africa. An understanding of how intimate
relationships operate is of utmost importance when develop-
ing couple-based interventions. Therefore, research exploring
the nuances of couple relationships, such as how couples com-
municate in general or facets of relationship satisfaction, is
greatly needed. A few recent studies have begun to examine
facets of couples’ relationships, such as communication, trust,
love, and relationship quality in couples from South Africa,
Malawi, Swaziland, and Rwanda (Belus, Kline, Carney,
Myers, & Wechsberg, 2018; Conroy et al., 2016;
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Crankshaw, Voce, Butler, & Darbes, 2016; Ruark, Chase,
Hembling, Davis, Perrin, & Brewster-Lee, 2017; Ruark,
Stern, Dlamini-Simelane, & Kakuze, 2017). These studies
show initial progress toward the goal of better understanding
couple relationships.

In order to move the field closer to realizing a couple-based
model for treatment and care, several concrete steps can be
taken. Formative work with both couples and staff from the
local context needs to be conducted to gain insight into the
needs of couples as well as gaps in staff training and knowl-
edge. This will inform development of an intervention manual
and training program, both of which can be shared with other
institutions or clinics to facilitate the development of locally
relevant programs. Testing the clinical efficacy of the inter-
vention, including its ability to increase ART adherence, pa-
tient retention along the HIV treatment cascade, men’s en-
gagement in care, and the couple’s relationship functioning
(e.g., communication, satisfaction), is subsequently needed.

Conclusions

Overall, this paper seeks to provide a framework for working
with couples in order to provide treatment and care when at
least one partner has HIV in sub-Saharan Africa. Not only is
this paper designed to address the gaps in the HIV treatment
cascade, it also seeks to improve the quality of life for indi-
viduals living with HIV. Toward this end, an intervention that
inherently targets the psychosocial milieu of HIV (by focusing
on relational aspects of the disease) is likely to have a positive
impact on patients’ lives. This model has the potential to im-
prove both the physical and psychosocial aspects of patients’
lives, resulting in more robust enhancements in overall quality
of life, which is the ultimate goal of this work.
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