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Serodiscordant Couples 

 

Abstract 

Living within an HIV-serodiscordant relationship has been recognized as a stressful 

experience for both HIV-infected and HIV-uninfected partners. However, no study has 

examined the association between dyadic coping (DC) and dyadic adjustment of such 

couples. In this study, we analysed the association between DC (positive, negative, and 

common DC) and dyadic adjustment (consensus, satisfaction, cohesion) among HIV-

serodiscordant couples, considering individual and cross-partner effects. This cross-sectional 

study included a sample of 44 HIV-serodiscordant different-sex couples, in a relationship for 

an average of 16.46 years. The self-reported measures included the Dyadic Coping Inventory 

and the Revised Dyadic Adjustment Scale. For HIV-infected partners, their own common DC 

was significantly associated with cohesion, and a cross-partner effect of common DC on 

satisfaction was found. For HIV-uninfected partners, individual effects of common DC on all 

dyadic adjustment subscales and a cross-partner effect of common DC on cohesion were 

found. Additionally, their own and their HIV-infected partners’ negative DC were 

significantly associated with cohesion and satisfaction, respectively. These findings suggest 

that the perception of common DC has a particularly important role in explaining the different 

components of dyadic adjustment of both partners facing HIV-serodiscordancy, whereas 

negative DC is linked to the adjustment of HIV-uninfected partners. 

Keywords: HIV-serodiscordant couples; dyadic coping; dyadic adjustment; cross-partner 

effect. 
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Introduction 

Living with a chronic disease remains a life-changing experience that implies 

profound adjustments not only for patients but also for their romantic partners (Badr & 

Acitelli, 2017). This may be especially important for HIV-serodiscordant couples, in which 

one member of the couple is HIV-infected and the other is HIV-uninfected. Beyond the 

numerous aspects of disease management and its implications (e.g., treatment-related 

decisions), HIV-serodiscordant couples must also face unique interpersonal challenges 

(Pasipanodya & Heatherington, 2015). For instance, the disclosure of HIV-serodiscordancy to 

others (associated with the fear of stigma and discrimination) and the negotiation of sexual 

relationships (related to the fear of sexual transmission of the virus to the uninfected partner) 

have been identified as particularly difficult challenges (Bunnell et al., 2005; Rispel et al., 

2011; Saraswat et al., 2019). Coping with HIV-serodiscordancy may also compromise 

couples’ dyadic/marital adjustment. For instance, studies with HIV-serodiscordant couples 

have shown that such couples have low levels of satisfaction and affectional expression and 

that there are tensions within the couple surrounding communication about HIV (Largu et al., 

2012; Persson, 2008). Accordingly, living within an HIV-serodiscordant relationship can be 

perceived as stressful for each partner individually and for the couple as a unit; hence, it can 

be conceptualised as a context of dyadic stress with important consequences for the dyadic 

adjustment of both partners. 

A construct that has been well established in the literature as having a significant 

impact on different adjustment outcomes, including couples’ dyadic adjustment, is dyadic 

coping (DC; Falconier et al., 2015; Falconier & Kuhn, 2019; Regan et al., 2015; Traa et al., 

2015). DC is a process of interpersonal coping engaging both partners in a couple and 

involving an interdependency between one partner’s stress signals and the other partner’s 

coping responses (Iafrate & Donato, 2012; Revenson et al., 2005). The systemic transactional 
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model (STM; Bodenmann, 2005), based on the stress and coping paradigm (Lazarus & 

Folkman, 1984), posits that the DC process is triggered when one partner communicates 

stress to the other either verbally and/or nonverbally. Then, the other partner perceives, 

interprets, and decodes the stress signals and responds with some form of DC. The STM, 

initially developed in the context of everyday stress, has been expanded and considered a 

sound theoretical framework for understanding couples’ coping with stressors such as chronic 

diseases (Berg & Upchurch, 2007; Bodenmann et al., 2016), with the “we-disease” approach 

also emerging in this context (Kayser et al., 2007).  

According to the STM, DC is not strictly functional per se; that is, partners can engage 

in both positive and negative forms of stress management (Donato et al., 2009). Bodenmann 

(2005) differentiates between positive and negative DC behaviours. Positive DC is thought to 

restore some degree of homeostasis for the individual and for the dyad in the face of the 

stressor (Bodenmann et al., 2016), and it includes supportive, delegated, and common DC. 

Supportive (one partner attempts to assist the other in his/her coping efforts by, e.g., providing 

advice) and delegated DC (one partner is explicitly asked by the other to give support and to 

take over responsibilities/tasks to alleviate the other’s stress) are considered partner-oriented 

behaviours. Common DC (the effort that both partners make together and more or less 

symmetrically, e.g., by engaging in joint problem-solving to overcome a stressor relevant to 

the couple) is acknowledged as couple-oriented. In contrast, the negative forms of DC (all 

partner-oriented behaviours) are attempts to regulate stress by expressing negativity 

(Bodenmann et al., 2016) and include hostile, ambivalent, and superficial efforts to assist the 

stressed partner, for example, by showing disinterest or minimizing the seriousness of the 

partner’s stress when providing support (hostile DC), offering support unwillingly or with the 

attitude that his/her contribution should be unnecessary (ambivalent DC), or providing 

support that is insincere (superficial DC).  
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The relationship between DC and dyadic adjustment has been demonstrated not only 

among couples from community-based samples (e.g., Bodenmann et al., 2006; Donato et al., 

2015; Parise et al., 2019) but also among dyads facing chronic conditions. Although no 

studies were found in couples affected by HIV, in the cancer context, the findings from 

several studies have shown that more positive and less negative forms of DC were associated 

with higher levels of dyadic adjustment or other positive relationship outcomes for both 

patients and their partners (Badr et al., 2010; Pankrath et al., 2018; Regan et al., 2014; 

Rottmann et al., 2015). Many of these studies have adopted a dyadic perspective and, 

therefore, have considered that each individual DC behaviour may be associated not only with 

one partner’s own dyadic adjustment (individual effect) score but also with his/her partner’s 

adjustment (cross-partner effect). For instance, Pankrath et al. (2018) reported significant 

individual and cross-partner effects of positive DC on relationship satisfaction for both 

patients and partners. In contrast, Rottmann et al. (2015) did not find significant associations 

between any positive DC behaviours by oneself and relationship quality. However, in the 

same study, the more the patients rated the couple as engaging in common DC, the higher the 

relationship quality reported by both the patients and their partners. Indeed, and considering 

the “we-disease” approach (Kayser et al., 2007), common DC is likely to occur in situations 

that primarily concern one partner (disease) but have a serious impact on the other. This 

means that both partners consider the disease of one as a problem of both, both are affected by 

the stressor, and both need to share their resources to effectively cope with the situation 

(Bodenmann et al., 2016). 

Although research in the context of HIV-serodiscordancy has explored different 

factors (e.g., psychological distress, individual coping strategies) that impact dyadic 

adjustment (Nichols, 2006; Pasipanodya & Heatherington, 2015; Remien et al., 2003), DC 

and its association with couples’ dyadic adjustment has not yet been examined. Previous 
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investigations on couples’ coping have been based on an interdependence and communal 

coping approach (Lewis et al., 2006) to understand the impact of couple interdependence on 

health-enhancing behaviours (e.g., viral suppression; Gamarel, Neilands, et al., 2014; Rogers 

et al., 2016). Therefore, in this study we examined the association between DC behaviours 

and the dyadic adjustment of HIV-infected and HIV-uninfected partners in HIV-

serodiscordant couples, considering that the dyadic adjustment of one partner may be 

associated both with his/her own and his/her partner’s DC behaviours (i.e., individual and 

cross-partner effects). Based on the existing literature, we hypothesised that higher levels of 

common DC would be associated with higher levels of dyadic adjustment (hypothesis 1); 

higher levels of partner-oriented positive DC behaviours would be associated with higher 

levels of dyadic adjustment (hypothesis 2); and lower levels of negative DC behaviours would 

be associated with higher levels of dyadic adjustment (hypothesis 3). Since these associations 

were never explored among HIV-serodiscordant couples, no hypothesis was formulated 

regarding specific individual and cross-partner effects.  

Methods 

Participants 

The sample comprised 44 HIV-serodiscordant different-sex couples. Couples were 

eligible if one partner was HIV-infected and the other was HIV-uninfected; the HIV-infected 

partner had disclosed his/her status to the HIV-uninfected partner; both partners in the couple 

were aged above 18 years; they self-defined themselves as heterosexual individuals or as 

bisexual individuals as long as the primary relationship was with a person of the opposite sex; 

and they had the cognitive and linguistic ability to complete the assessment protocol. 

The participants were in a romantic relationship for an average of 16.46 years (SD = 

12.97; range: 5 months-47 years), and the man was the HIV-infected partner in 35 couples 

(79.5%). Most participants (78.4%; 69/88) reported to have children, and most of the couples 
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reported to have at least a child from the current partner (65.8%; 25/38). Tables 1 and 2 

summarize the sociodemographic and HIV-related characteristics of the sample. 

[Insert_table_1_about_here] 

[Insert_table_2_about_here] 

Procedures 

This cross-sectional study was part of a larger research project about HIV-

serodiscordancy, which was approved by the Research Ethics Committees of the host 

institution, the National Commission of Data Protection, and three urban public hospitals 

located in different cities in Portugal (Centro Hospitalar e Universitário de Coimbra, EPE 

[CHUC]; Hospital de Santa Maria – Centro Hospitalar de Lisboa Norte, EPE [HSM-CHLN]; 

Hospital Garcia de Orta, EPE [HGO]). 

The participants were recruited through convenience sampling in the department of 

infectious diseases of three public hospitals between September 2017 and March 2019. 

Participation was voluntary, and no financial compensation was provided. In the outpatient 

services of two hospitals (CHUC and HSM-CHLN), the infectious disease specialist briefly 

presented the study and asked the dyad/patient whether they were willing to be contacted by 

the researchers after their medical consultation. If they agreed, in an office provided for this 

purpose, the researchers presented a detailed explanation of the study, ensured the 

confidentiality of personal data, and obtained written informed consent from couples who 

agreed to participate. The participants received an envelope containing two versions of the 

self-report measures (one for each member of the couple) to be completed independently at 

home, letters informing the participants about the research, and a stamped self-addressed 

envelope to return the questionnaires by mail. When direct contact with one of the partners 

was not possible, the researchers presented the study to the partner who was present, asking 

him/her to present the received information to his/her partner by using the letter and the 
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informed consent form (which could be signed and returned later, along with the completed 

questionnaires). At the HGO, these couples were identified by infectious disease specialists, 

who provided contact information (with the individuals’ consent) to the researchers, who then 

contacted the dyads/partners and agreed upon a day to meet at the hospital to present the 

research and obtain the written consent forms. 

A total of 264 couples were initially contacted, of which 21 couples did not meet the 

inclusion criteria and 28 couples refused to participate. Thus, 215 were eligible and agreed to 

participate. Fifty-eight complete HIV-serodiscordant couples and 19 partners in an HIV-

serodiscordant relationship (15 HIV-infected and four HIV-uninfected) returned the set of 

questionnaires (response rate: 31.4%). Considering this study’s aim, these individual partners 

were excluded from the analyses. Of the complete couples, 14 were further excluded because 

more than 20% of the responses were missing in at least one of the relevant scales/subscales 

used in this study (Peng et al., 2006). The final sample comprised 44 HIV-serodiscordant 

different-sex couples (N = 88 individuals). 

Measures 

Dyadic coping. The Dyadic Coping Inventory (DCI; Bodenmann, 2008) is a 37-item 

self-report inventory measuring different components of the DC process on a five-point scale 

(1 = very rarely to 5 = very often). DCI comprises subscales for stress communication, DC 

(supportive, delegated, negative, and common), and two single items that evaluate the quality 

of self-perceived DC. Except for these two single items and common DC, each subscale is 

assessed in two item-parallel versions: the participants’ own stress communication and DC 

behaviours (DC enacted by oneself) and the participants’ perception of their partner’s stress 

communication and DC behaviours (DC enacted by the partner). In this study, we used three 

subscales measuring the participants’ positive DC by oneself (aggregated subscales of 

supportive and delegated DC by oneself; seven items; e.g., “I show empathy and 
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understanding to my partner”), negative DC by oneself (four items; e.g., “I do not take my 

partner’s stress seriously”), and couples’ common DC (five items; e.g., “We help one another 

to put the problem in perspective and see it in a new light”). Because this study explores 

cross-partner effects, measuring perceptions of the participants’ own and as well as their 

partners’ DC behaviours would cause theoretical overlap. Therefore, only the subscales of DC 

enacted by oneself and common DC were included. Cronbach’s alpha ranged from .69 

(negative DC by oneself – HIV-uninfected partner) to .91 (common DC – HIV-uninfected 

partner). 

Dyadic adjustment. The Revised Dyadic Adjustment Scale (RDAS; Busby et al., 

1995) is a 14-item self-report measure used to assess dyadic adjustment, which comprises 

three subscales: consensus (the degree to which participant agrees with his/her partner on 

matters important to the relationship; six items; e.g., “Career decisions”); satisfaction (the 

degree to which participant feels satisfied with his/her partner; four items; e.g., “How often do 

you and your partner quarrel?”); and cohesion (the degree to which participant and his/her 

partner share common interests and participate in activities together; four items; e.g., “Do you 

and your mate engage in outside interests together?”). Participants are asked to rate their 

answers on a six-point scale (e.g., 0 = always disagree to 5 = always agree) or five-point scale 

(0 = never to 4 = every day). In this sample, Cronbach’s alpha ranged from .66 (cohesion – 

HIV-uninfected partner) to .86 (consensus – HIV-infected partner). 

Statistical analyses 

Data analyses were performed using the Statistical Package for Social Sciences (IBM 

SPSS, version 22.0). To account for the interdependency of a couple’s observations, repeated-

measures multivariate analysis of variance was conducted. HIV status (infected vs. 

uninfected) was the within-subjects factor. Pearson correlations were computed to examine 

the associations between study variables. Two-step hierarchical linear regression (HLR; enter 
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method) analyses were performed to analyse the individual and cross-partner effects of DC on 

dyadic adjustment. In one set of analyses, the HIV-infected dyadic adjustment subscales were 

regressed on the DC of the HIV-infected partner (individual effect) and the HIV-uninfected 

partner (cross-partner effect), and in the other set, the HIV-uninfected dyadic adjustment 

subscales were regressed on the DC of the HIV-uninfected partner (individual effect) and the 

HIV-infected partner (cross-partner effect). A relevant assumption of HLR (i.e., no 

multicollinearity) was verified through the variance inflation factor (VIF) and the tolerance 

values. The VIF statistics were all below 10, and the tolerance values were above 0.2, 

suggesting no multicollinearity concerns (Field, 2009).  

Results  

Preliminary analyses 

The HIV-infected and HIV-uninfected partners did not differ in any DC, V = 0.08, 

F(3, 41) = 1.11, p = .358, or dyadic adjustment subscale, V = 0.05, F(3, 41) = 0.77, p = .516 

(see Table 3). 

[Insert_table_3_about_here] 

Regarding the correlation between the HIV-infected partners’ DC and their own 

dyadic adjustment and their HIV-uninfected partners’ dyadic adjustment, positive DC and 

common DC were significantly and positively associated with all of their own and their 

partners’ dyadic adjustment subscales. Negative DC was significantly and negatively 

correlated with all of their own dyadic adjustment subscales and their partners’ satisfaction 

and cohesion (see Table 4). 

Concerning the association between the HIV-uninfected partners’ DC and their own 

dyadic adjustment and their HIV-infected partners’ dyadic adjustment, positive DC in the 

HIV-uninfected partner was significantly and positively correlated with his/her own and 

his/her HIV-uninfected partner’s cohesion. Common DC was significantly and positively 
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associated with all of their own and their partner’s dyadic adjustment subscales. No 

significant associations for negative DC were found (see Table 4). 

[Insert_table_4_about_here] 

Individual and cross-partner effects of DC on dyadic adjustment 

Table 5 shows the individual and cross-partner effects of DC on the dyadic adjustment 

of the HIV-infected partners. The regression models regarding satisfaction and cohesion were 

statistically significant. Higher satisfaction reported by the HIV-infected partner was 

associated with higher common DC in his/her HIV-uninfected partner (cross-partner effect). 

Cohesion in the HIV-infected partner was higher when his/her own common DC was higher 

(individual effect). 

[Insert_table_5_about_here] 

Concerning the HIV-uninfected partners (see Table 6), all regression models were 

significant and showed that consensus in the HIV-uninfected partner was higher when his/her 

own common DC was higher (individual effect). Higher satisfaction reported by the HIV-

uninfected partner was associated with his/her own higher common DC (individual effect) 

and with his/her HIV-infected partner’s lower negative DC (cross-partner effect). Cohesion in 

the HIV-uninfected partner was higher when his/her own and his/her HIV-infected partner’s 

common DC (individual and cross-partner effects) were higher and when his/her own 

negative DC was higher (individual effect). 

[Insert_table_6_about_here] 

Discussion 

This study is the first to examine whether positive and negative DC provided by 

partners in HIV-serodiscordant couples and their common DC as a couple are associated with 

their dyadic/marital adjustment, considering both individual and cross-partner effects. Our 

main findings indicate that different dimensions of dyadic adjustment of both HIV-infected 
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and HIV-uninfected partners are associated with each other’s DC but principally their own 

perception of engagement in common DC and their partners’ common DC. 

For both HIV-infected and HIV-uninfected partners, several positive individual and 

cross-partner effects of common DC on the indicators of dyadic adjustment were found. 

These results support our first hypothesis and corroborate the consistent findings showing that 

common DC has beneficial effects in couples facing medical conditions (Falconier & Kuhn, 

2019). Regarding individual effects, the higher common DC in HIV-infected partners was 

associated with their higher cohesion, and the common DC of HIV-uninfected partners was 

positively related to all dimensions of dyadic adjustment. These results are congruent with 

evidence in the cancer context showing a positive association between one’s engagement in 

common DC and his/her own dyadic adjustment (e.g., Badr et al., 2010; Rottmann et al., 

2015). Two cross-partner effects were also observed. The more the HIV-infected partners 

rated the couple as using common DC, the higher the cohesion reported by their HIV-

uninfected partners. Moreover, the more the HIV-uninfected partners rated the couple as 

engaging in common DC, the higher the relationship satisfaction reported by their HIV-

infected partners. These results suggest that both HIV-infected and HIV-uninfected 

individuals seem to benefit when not only they but also their partners perceive the couple as 

engaging in joint coping activities (e.g., expressing mutual understanding). Past evidence 

demonstrating that each individual’s common DC may be associated with his/her partner’s 

score on a positive relationship outcome (e.g., relationship quality) also supports these 

findings (e.g., Regan et al., 2014; Rottmann et al., 2015). 

Contrary to our second hypothesis, the aggregated measure of positive DC by oneself 

was not significantly associated with the dyadic adjustment of any partner. Although some 

studies have found a positive link between positive DC behaviours, namely, supportive DC, 

and the dyadic adjustment of couples in which one member was dealing with a chronic 
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condition (Mittinty et al., 2020; Regan et al., 2014), our findings are similar to those reported 

in a study with couples facing breast cancer that did not find any significant associations 

between supportive or delegated DC and relationship quality (Rottmann et al., 2015). As also 

verified by Rottmann et al. (2015), this lack of significance seems to reinforce the importance 

and centrality of common DC for the adjustment of HIV-serodiscordant couples over the 

positive DC behaviours provided by one partner. If partners have and value the resources to 

jointly cope with the disease and if they perceive the disease as an inherently shared 

responsibility (the “we-disease”), then this may stimulate synchronized efforts and emotional 

sharing (Sallay et al., 2019), which can be translated into an increased well-being for and 

dyadic adjustment of both partners. This approach can be particularly important in the context 

of HIV-serodiscordancy since a joint appraisal of HIV by both partners may also be beneficial 

for their decision-making process regarding, for example, sexual behaviours/safer sex 

practices, as has been previously suggested by Gamarel, Starks, et al. (2014).  

In the multivariate models, negative DC behaviours were associated with the dyadic 

adjustment of HIV-uninfected partners. Supporting our third hypothesis, HIV-infected 

partners’ lower engagement in negative DC was associated with higher relationship 

satisfaction in their HIV-uninfected partners. In fact, engaging in less hostile, superficial, or 

ambivalent behaviours is expected to have positive implications for the dyadic adjustment of 

the partner. However, and contrary to this hypothesis and to research demonstrating a 

negative association between negative DC and dyadic adjustment (Mittinty et al., 2020; 

Regan et al., 2014; Traa et al., 2015), we also found that for HIV-uninfected partners, higher 

negative DC was associated with higher cohesion. In the literature, some studies have shown 

that negative interactions between partners can improve romantic relationships in the long run 

because such interactions may help lead the partners to better understand the relationship 

challenges and each other’s needs (Gottman & Krokoff, 1989; Li & Fung, 2013). 
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Nevertheless, this is an unexpected finding that warrants further investigation. 

This study is not without limitations. First, the participants were recruited through 

convenience sampling, the number of couples who participated was small, and there is an 

imbalance between HIV-infected men and women, with more men being the index partner. 

Therefore, these results are not generalizable to all types of partners living with HIV-

serodiscordancy. Although this discrepancy is consistent with Portuguese epidemiological 

data, in which over 70% of HIV-infected individuals are men (Directorate-General of Health, 

2019), future studies with more sex-balanced samples would be important to understand not 

only the social role (i.e., being the HIV-infected or HIV-uninfected partner) but also the 

gender differences (and their interaction) in these associations. Despite the significant 

recruitment efforts, the response rate was low (31.4%), which is not unusual in similar dyadic 

studies (e.g., Regan et al., 2014). The reasons for this low response rate may be associated 

with the fact that this study required the participation of both partners; the participants were 

not offered any reward/compensation; the set of questionnaires was lengthy; and some 

sociodemographic characteristics of the participants (e.g., older age, low educational level; 

Sheldon, 2007) may have made completing the entire protocol more difficult. HIV-

serodiscordant partners may be considered a hard-to-reach population because of the 

nondisclosure of HIV status, the high rates of relationship dissolution (Mack et al., 2014), and 

the fear of feeling that their anonymity is compromised, particularly when conducting 

research on stigmatized/risk behaviours (Shaghaghi et al., 2011). Additionally, the cross-

sectional design precludes inferences about the causal relationships between the study 

variables. Studies with longitudinal designs would be valuable. Finally, further research with 

a larger sample of HIV-serodiscordant couples would benefit from adopting more 

sophisticated methods of analysis of dyads, such as the actor-partner interdependence model 

(APIM; Cook & Kenny, 2005). 
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Despite these limitations, this study extends the prior literature on DC and 

dyadic/marital adjustment among a population that has been relatively neglected in studies 

about relationship dynamics, and it collects data from both partners and analyses these data 

considering the interdependency of partners’ DC, thus identifying individual and cross-

partner effects. This study also identifies and discriminates specific DC behaviours (common 

DC, aggregated measure of positive DC, and negative DC), which may refine interventions in 

the HIV context, therefore providing more precise intervention targets in the relationship. Our 

results, highlighting the central role of common DC (both within-person and across partners), 

support that interventions that include both partners may be more effective than those directed 

to the patients alone (Fife et al., 2008). Indeed, Bodenmann et al. (2016) have recently 

endorsed that interventions should involve both partners allowing them to engage in common 

DC, as both are suffering from the same stressor. Accordingly, our findings also suggest that 

these couples may benefit from DC-enhancing interventions (e.g., couples coping 

enhancement training; Bodenmann & Shantinath, 2004) to assist them in coping with the 

stress of living with HIV, which in turn may have a positive effect on their relationship 

adjustment. Couple-based interventions should be attentive to the different effects of DC on 

the dyadic adjustment of partners (e.g., whether a particular DC behaviour is typically 

associated with both or only one of the partners’ adjustment; whether that effect is usually 

positive or negative) and strongly focus on strengthening the “we” approach of common DC. 

Ultimately, promoting a better dyadic adjustment within relationships affected by HIV-

serodiscordancy is crucial, since relationship quality has been consistently associated with 

individual health and well-being (Proulx et al., 2007).  
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Table 1. Sociodemographic information of the sample considering the partner’s HIV status. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
HIV-infected partners 

(n = 44) 

HIV-uninfected partners 

(n = 44) 

Age (years), M (SD); range 49.61 (11.03); 24-73 48.30 (11.11); 24-67 

Education, n (%)   

Up to the 9th grade 26 (60.5) 19 (44.2) 

High school (10th to 12th grade) 14 (32.6) 13 (30.2) 

University studies 3 (7.0) 11 (25.6) 

Work situation, n (%)   

Employed 20 (50.0) 24 (60.0) 

Unemployed 5 (12.5) 10 (25.0) 

Student 0 (0.0) 0 (0.0) 

Retired 15 (37.5) 6 (15.0) 

Residence, n (%)   

Rural area 15 (35.7) 14 (35.0) 

Urban area 27 (64.3) 26 (65.0) 

Note. The ns of variables do not add up to 44 due to missing values. The number of missing responses in 

sociodemographic information ranged from 0 to 4. 
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Table 2. Clinical information related to HIV. 

 

 

 

 

 

 

 

 

 

 
HIV-infected partners 

(N = 44) 

Time since diagnosis (years), M (SD); range 14.36 (8.64); 1-29 

Transmission mode, n (%)  

Sex with a woman or a man  24 (57.1) 

Shared needles or other injection equipment 7 (16.7) 

Blood transfusion or other medical procedure 3 (7.1) 

Needle stick or other exposure while at work  2 (4.8) 

Born with HIV infection 1 (2.4) 

Unknown 5 (11.9) 

On ART, n (%)  

Yes 41 (97.6) 

No 1 (2.4) 

Most recent viral load, n (%)  

Undetectable 26 (66.7) 

Detectable 4 (10.3) 

Don’t know 9 (23.1) 

Most recent CD4 cells count, n (%)  

< 350 cells/ml 5 (13.9) 

   > 350 cells/ml 11 (30.6) 

   Don’t know  20 (55.6) 

Chronic hepatitis B, n (%)  

  Yes 4 (11.4) 

  No 31 (88.6) 

Chronic hepatitis C, n (%)  

  Yes 4 (11.1) 

  No  32 (88.9) 

Note.  ART = Antiretroviral therapy. The ns of variables do not add up to 44 due to missing values. The number of missing 

responses in clinical data ranged from 2 to 9. 
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Table 3. Differences within the couple in study variables. 

 

HIV-infected 

partners 

(n = 44) 

HIV-uninfected 

partners 

(n = 44) 

  

M (SD) M (SD) F (df) p 

DC subscales     

Positive DC (O) 3.87 (0.82) 3.82 (0.57) 0.16 (43) .689 

Negative DC (O) 1.91 (0.84) 1.80 (0.72) 0.56 (43) .457 

   Common DC 3.94 (0.78) 3.73 (0.94) 2.50 (43) .121 

Dyadic adjustment subscales     

Consensus 3.90 (0.83) 3.87 (0.78) 0.12 (43) .728 

Satisfaction 4.03 (0.64) 3.91 (0.79) 2.42 (43) .142 

Cohesion 3.21 (1.08) 3.15 (1.01) 0.23 (43) .633 

Note. DC = Dyadic coping; O = by oneself. 
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Table 4. Correlations between DC and dyadic adjustment of HIV-infected and HIV-uninfected 1 

partners. 2 

 HIV-infected partner HIV-uninfected partner 

 Consensus Satisfaction Cohesion Consensus Satisfaction Cohesion 

HIV-infected partner       

   Positive DC (O) .38* .42** .53*** .33* .44** .35* 

   Negative DC (O) -.31* -.49** -.35* -.16 -.55*** -.30* 

   Common DC .38* .55*** .65*** .36* .47** .54*** 

HIV-uninfected partner       

   Positive DC (O) .14 .17 .31* .03 .17 .35* 

   Negative DC (O) -.18 -.13 -.17 -.19 -.29 .04 

   Common DC .39* .53*** .45** .60*** .62*** .54*** 

Note. DC = Dyadic coping; O = by oneself. Correlations in shaded represent cross-partner effects (i.e., the correlations between DC 

of one partner and his/her partner’s dyadic adjustment). 

*p < .05; **p < .01; ***p < .001. 
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Table 5. Individual and cross-partner effects of DC on dyadic adjustment of HIV-infected partners. 17 

 Consensus Satisfaction Cohesion 

 β t R2 β t R2 β t R2 

Step 1   .17   .34   .44 

[HIV+] Positive DC (O) .19 0.86  -.03 -0.14  .10 0.55  

[HIV+] Negative DC (O) -.11 -0.58  -.24 -1.49  .09 0.60  

[HIV+] Common DC .17 0.72  .42 1.98  .64 3.28**  

Step 2   .06   .09   .03 

[HIV+] Positive DC (O) .26 1.13  .02 0.12  .10 0.52  

[HIV+] Negative DC (O) -.09 -0.48  -.24 -1.51  .10 0.63  

[HIV+] Common DC -.02 -0.07  .25 1.10  .56 2.57*  

[HIV-] Positive DC (O) -.06 -0.39  -.06 -0.46  .10 0.79  

[HIV-] Negative DC (O) -.06 -0.38  .09 0.70  .07 0.52  

[HIV-] Common DC .29 1.66  .36 2.38*  .15 1.02  

Adjusted R2 .11 

1.85 

.34 

4.62** 

.38 

5.45*** F (Final model) 

Note. HIV+ = HIV-infected partners; HIV- = HIV-uninfected partners; DC = Dyadic coping; O = by oneself. The standardized regression weights 

concern the analyses in which all main effects were entered (second step). 

*p < .05; **p < .01; *** p < .001. 
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Table 6. Individual and cross-partner effects of DC on dyadic adjustment of HIV-uninfected partners. 34 

 Consensus Satisfaction Cohesion 

 β t R2 β t R2 β t R2 

Step 1   .40   .40   .37 

[HIV-] Positive DC (O) -.21 -1.62  -.08 -0.57  .21 1.58  

[HIV-] Negative DC (O) -.08 -0.61  -.16 -1.23  .21 1.64  

[HIV-] Common DC .66 4.92***  .60 4.55***  .52 3.81***  

Step 2   .06   .15   .12 

[HIV-] Positive DC (O) -.25 -1.88  -.13 -1.12  .19 1.49  

[HIV-] Negative DC (O) -.09 -0.70  -.12 -1.00  .31 2.43*  

[HIV-] Common DC .65 4.43***  .55 4.13***  .33 2.33*  

[HIV+] Positive DC (O) .32 1.68  .26 1.53  -.14 -0.78  

[HIV+] Negative DC (O) .16 1.01  -.37 -2.63*  .02 0.11  

[HIV+] Common DC -.08 -0.34  -.24 -1.20  .53 2.50*  

Adjusted R2 .37 

5.16** 

.49 

7.78*** 

.41 

5.96*** F (Final model) 

Note. HIV- = HIV-uninfected partners; HIV+ = HIV-infected partners; DC = Dyadic coping; O = by oneself. The standardized regression weights 

concern the analyses in which all main effects were entered (second step). 

*p < .05; **p < .01; ***p < .001. 
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