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BEHAVIORAL AND PSYCHOSOCIAL RESEARCH

Couple-Level Dynamics and Multilevel Challenges
Among Black Men Who Have Sex with Men:

A Framework of Dyadic HIV Care

Judy Y. Tan, PhD, MA,1 Chadwick K. Campbell, MPH,1 Amy A. Conroy, PhD, MPH,1

Alyssa P. Tabrisky, BA,1 Susan Kegeles, PhD,1 and Shari L. Dworkin, PhD, MS2

Abstract

The primary romantic relationship may offer critical opportunities for improving HIV care among key popu-
lations affected by high rates of HIV infection and low rates of care engagement, such as black men who have
sex with men. A conceptual framework is needed to identify dyadic processes involved in addressing challenges
in retention in care and adherence to antiretroviral therapy. This study conducted dyadic and individual-level
qualitative analyses of individual interviews with men living with HIV from 14 black gay couples (n = 28).
Interviews explored each partner’s perspectives on challenges to and supportive strategies for retention in care
and medication adherence. Findings highlighted challenges at various levels of care engagement and patterns of
dyadic interactions that impeded or facilitated HIV care. Couple-level processes (i.e., couple’s resilience,
interdependence) underlined a joint problem-solving approach toward addressing challenges in care engage-
ment. Findings support a conceptual framework of dyadic HIV care that highlights the impacts of dyadic and
individual factors on coordination of care and treatment to influence retention and adherence. The generaliz-
ability of study findings is limited by the small sample size. Implications for intervention design include
leveraging drivers of partner support, including couples’ resilience, in enhancing joint problem-solving in HIV
care among black gay couples.

Keywords: dyadic HIV care, couple’s resilience, joint problem-solving, primary relationship, black men who
have sex with men, partner support

Introduction

Black men who have sex with men (MSM) represent
approximately one quarter of all new HIV infections in

the United States.1,2 Recent estimates indicate that 60% of
black MSM will be HIV-positive by age 40.3 Stark disparities
in retention in care and adherence to antiretroviral therapy
(ART; i.e., HIV care) exist among black MSM.2,4–6 Poor HIV
care predicts HIV-associated morbidity and mortality, and
subsequent viremia can lead to forward transmission.2,7 En-
gagement in the HIV care continuum is necessary for people
living with HIV to fully benefit from advances in ART.8 To
achieve the National HIV/AIDS Strategy goals to lower HIV
incidence, enhance health outcomes, and reduce health dis-
parities, it is paramount to enhance HIV care and to reduce
discontinuity of HIV care among the most underserved and
vulnerable populations in the United States.9,10

Black MSM face a wide range of barriers to HIV care at
multiple levels and may have few resources with which to
address these challenges.2,9,11,12 Challenges and barriers in-
clude those at the individual level (e.g., mental illness, sub-
stance use),13–16 interpersonal level (e.g., negative relationship
dynamics),17,18 social level (e.g., stigmatization associated with
HIV, sexual orientation, race/ethnicity),2,19 and structural/sys-
tems level (e.g., access to services, patient–provider relation-
ship).12,20 One common resource with which to address
challenges in HIV care among black MSM is the primary re-
lationship.21–23 A nationally representative sample of black
MSM living with HIV found that almost half were in a primary
relationship,24 yet, a preponderance of intervention research
with black MSM has focused on individual-level barriers and
facilitators, rather than those at the couple-level.25,26

The primary relationship may be a source of both support
and challenge in chronic disease management. On the one
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hand, support from primary partners is associated with fa-
vorable HIV care and treatment outcomes.22,27–29 Partner
support strategies range from helping one cope with the im-
pact of an HIV diagnosis, reminding about appointments,
setting out medication, coaching to build habits around taking
medications, and monitoring adherence.18,30–32 According to
dyadic models of stress and coping in chronic illness, partners
perceive care engagement needs and evaluate appropriate
coping strategies in offering support.28,31,33,34 These support
strategies can change dynamically depending on the situation
and the changing needs of the partner living with HIV.28

On the other hand, the primary partner may also present
challenges in one’s care engagement. Just as the adaptive,
healthy behavior of a primary partner may influence one’s
own favorable health outcomes, the partner’s beliefs and
behavior may have negative impacts.35 Indeed, among black
MSM, the primary relationship is inconsistently associated
with favorable HIV care outcomes.36 Specifically, relative to
single men, partnered black MSM were better retained in care
but less adherent to ART.36 To understand the role of the
primary relationship in care and treatment, more evidence is
needed to elucidate dyadic processes in HIV care. Studies
with MSM couples have emerged only recently to highlight
how couples work together collaboratively to coordinate be-
haviors around HIV care and treatment activities.21,22,27,33

The goal of this study is to address the current evidence gap
by exploring dyadic HIV care among black MSM in couples,
using individual-level analyses of qualitative interviews to
identify care engagement challenges and forms of partner
support, and dyadic analysis to explore couple’s dynamics
around care engagement. While individual-level analysis of
qualitative data allows a review of issues and behaviors
across participants, dyadic or couple-level analysis of quali-
tative data allows exploration and comparison of each part-
ner’s perspectives on the same issue in the context of the
relationship (e.g., medication adherence), providing a richer
understanding of relationship dynamics around HIV care.37

When data from both partners are available, combining both
individual- and couple-level qualitative analyses provides
complementary information, just as combining both ap-
proaches would in the analysis of quantitative data from both
members of the couple.

Methods

Recruitment and screening strategy

Purposive sampling was used to recruit black MSM and their
primary partner as part of a larger study exploring the use of
mobile technology to increase engagement in HIV care and
treatment. Trained recruiters visited and distributed study ma-
terials at social venues (e.g., local bars, cafes) and AIDS service
and community-based organizations serving black MSM in the
San Francisco Bay Area. Recruitment materials contained a
dedicated study phone number to contact study staff.

Potential participants were screened by phone for eligi-
bility. Individuals were eligible if they identified as black or
African American and a cisgender man at the time of the
study; had a primary partner of 3 months or longer, a
threshold commonly used in relationship research; was cur-
rently living with HIV; was between the ages of 18 and 65;
owned a personal mobile telephone device; and was a resi-
dent of the San Francisco Bay Area. Individuals were ex-

cluded if their partner declined to participate. Inclusion criteria
for the primary partner were as follows: identified as a cisgender
man; reported the referring participant as their primary partner
of 3 months or longer; was between the ages of 18 and 65; and
resided in the Bay Area. HIV-status was verified by a letter of
diagnosis or by a labeled pill bottle of their HIV medicine.

A total of 51 individuals were screened. Of these, 23 were
ineligible for one of the following reasons: did not identify as
black/African American (n = 2), neither partner was HIV-
positive (n = 2), single relationship status (n = 2), no-show
(n = 2), the relationship ended at the time of screening or in-
terview (n = 4), or primary partner declined to participate
(n = 9). One couple (n = 2) was excluded from analyses due to
one partner identifying as a trans woman at the interview. A
total of 28 men (14 couples) were included in the final analyses.

Individual interviews

Eligible participants were scheduled for an in-person in-
terview with their primary partner. Participants were assigned
a unique identification number. Partners were interviewed
simultaneously but separately to allow each partner privacy
to tell ‘‘his side’’ of the story.38 The study site was centrally
located and accessible via public transportation. Informed
consent was obtained from the participants before each in-
terview, which lasted approximately 1.5–2 h. Interviews were
audiotaped and transcribed for analyses. All study procedures
were approved by the University of California San Francis-
co’s Institutional Review Board.

Qualitative analysis

For dyadic analysis, the couple was the unit of analysis. To
differentiate the partners from each other, one partner was
assigned to be the index. The index referred to the participant
living with HIV; among seroconcordant-positive couples,
the index was randomly assigned. Among the three ser-
odiscordant couples in the sample, all three HIV-negative
partners reported currently being on preexposure prophylaxis
(PrEP). Thus, interview topics focused on partner support in
care engagement pertained to all couples. Interview topics
included how the index engaged in HIV care (e.g., ‘‘How
often do you see your medical provider for your HIV?’’), and
how his partner may be involved in his care (e.g., ‘‘How does
[your significant other] support or not support you in your
HIV care and treatment?’’).

The first, second, and third authors formed a team-based
approach to analyze the narrative data.39 Individual-level
analysis was conducted to capture the full range of challenges
to care engagement and forms of partner support, while dy-
adic analysis focused on exploring couple’s dynamics based
on both partners’ narratives. Data were first analyzed at the
couple-level using an approach similar to Eisikovits and
Koren.37 A codebook was developed by iteratively gen-
erating and revising codes based on discussions of major
themes that emerged from reading all transcripts. After sev-
eral sessions of simultaneously applying codes as a team and
discussing the coding system, consistency in code application
was verified using transcripts from one couple. Thereafter,
coders independently coded the remaining 13 transcripts
using Dedoose version 7.6.21.40

To analyze the narratives at the couple-level, we compared
and contrasted each transcript with that of the partner to
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discover overlaps between narratives and to identify points of
corroboration and contradiction. With the couple as the unit of
analysis, important statements were cross-analyzed and themes
formulated based on both partners’ perspectives on the role that
their relationship played in their respective care engagement.37

Discrepancies in partners’ accounts were incorporated into
the analysis (rather than disregarded) to indicate discord and
to signal where closer examination was warranted.37 For
example, both partner A and B claimed to be the more
supportive partner in the relationship (e.g., ‘‘I do more to
support him than he does to support me.’’). Further explo-
ration of respective narratives found that each man was able
to recall instances when his partner was supportive in their
HIV care, as his partner had claimed separately. However,
because both partners did not attribute those instances to be
supportive, the intracouple discrepancy in their narratives
was taken to indicate general relationship dissatisfaction in
both partners.37,41

Individual-level analysis was conducted by reading a set of
six transcripts from three couples, highlighting sections of
texts to derive themes based on narratives that described
partner support offered or received in the context of HIV care.
Specific actions of HIV care and treatment-related support
described in the text were marked and developed into index
codes. Marker codes were developed to note the presence of
specific actions that represented partner support within the
dyad. Each marker code was listed under the index code in
the codebook and given a definition and an example.

After reviewing the coded transcripts and comparing code
application between coders, we applied the codes to the
transcripts of one couple to verify code definitions and con-
sistency in code application. The codebook was revised and
the process of reviewing the coded transcripts and comparing
code application between coders was repeated until reaching
85% agreement.42 Thereafter, we independently coded and
created analytic memos based on emergent findings.

Results

A total of 11 seroconcordant-positive and three ser-
odiscordant couples (14 couples; n = 28) participated in the
study. The mean age of participants was 48.8 years; in-
tracouple age difference ranged from 0 to 36 years (mean =
10.7 years). The majority of couples comprised partners who
both self-identified as black/African American (10 couples);
the remaining couples were of interracial. The annual indi-
vidual income of the sample ranged from <$10K to $55K,
with half of the sample (n = 14) reporting an annual personal
income of less than $20K. Relationship length ranged from 3
months to over 20 years (mean = 6.6 years). Of the 14 cou-
ples, 8 reported cohabitation at the time of the study.

Emergent themes from individual-level analyses focused
on facilitators to and challenges in care engagement. Dyadic
analysis revealed themes around couple-level characteristics
that shaped how partners perceived their significant other’s
care needs and offered support in response. Individual-level
findings are presented first, followed by findings from the
dyadic analysis.

Multilevel facilitators and barriers to HIV care

Participants referred to challenges to care engagement at
the individual, interpersonal, and social structural levels,

while facilitators of care engagement were identified at the
interpersonal level.

Individual. Individual-level challenges to engagement in
care and medication adherence included medication fatigue
and side effects, forgetfulness, and changes to medication
regimen. Medication fatigue was common, especially among
those who took multiple medications (‘‘I hate taking so many.
I’m already taking other different medications, but now the
HIV pills, they’re just more pills.’’). Some men growing tired
of taking medications after taking them for a long time and
would miss doses on purpose to take a break:

‘‘I purposely missed one this week. Sometimes I just have to
‘air myself out.’ I’ve spoken to my doctor about this. It’s just
an instinctual thing. I mean, it’s not recommended. But
sometimes you just have that feeling. You just need to give
your liver a break. And once in a while, once in a while.’’

Some men mentioned feeling good and thus questioning
whether they needed to keep taking medications. Others
discussed experiencing side effects such as diarrhea, mood
swings, and ‘‘crazy dreams.’’ For one man, these side effects
were coupled with a perception that the medications are un-
necessary as long as ‘‘I’m feeling healthy’’:

‘‘I don’t really want to take it. I don’t really see the point. My
T - cells and my viral load are good. I’m feeling healthy. And
I actually feel worse taking medicine, in the past. It must have
been for about five or six - no - six, seven months. And I was
still, like, having symptoms. Right now, I’m just figuring out
where I’m going to be in my career and all that - before I can
take the medicine.’’

Many men mentioned ‘‘forgetting’’ as an ongoing chal-
lenge in taking medications or attending appointments. Other
personal challenges included mental illness (e.g., depression)
and drug use. Approximately one-third of participants dis-
cussed having experienced symptoms of depression. These
ranged from brief depression after HIV diagnosis to long-
term, more serious depression that directly impacted their
motivation to live (‘‘[I] didn’t want to live, so I didn’t care if I
take the meds or not.’’). Drug use was mentioned as a per-
sonal challenge to HIV care:

‘‘Crack, you name it, I was doing it. And I one time got
shingles because my immune system was all messed up. I
wasn’t taking my medication right. And then the stuff doesn’t
work because you’re not using it right.’’

Interpersonal. Interpersonal factors such as couple ser-
ostatus played a role in how men engaged in care. Men in
concordant-positive relationships described that having an
HIV-positive partner was helpful to their own care engage-
ment. Some men were comforted by knowing that their
partner understood and related to the challenges of living
with HIV. Others explained that being with someone who
was also HIV-positive destigmatized their HIV-positive sta-
tus, which increased their capacity for self-care. One man
appreciated being in a relationship, in which he did not have
to be self-conscious of his status:

‘‘I was too uncomfortable with who I was and probably still
am too uncomfortable with somebody who is not positive.
I wouldn’t even take the chance of being with somebody [who
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is HIV-negative].I was very careful and very self-conscious.
But with [my partner] it’s different.he’s just great.’’

For HIV-negative partners who were on PrEP, care en-
gagement often was a joint effort. For HIV-positive partners,
support revolved around the motivation to help his HIV-
negative partner to stay healthy. Reasons for adhering to HIV
treatment included not wanting to infect one’s partner and
feeling responsible for a partner’s health:

‘‘Because I don’t want to infect nobody, especially him. You
know, I wouldn’t want that on him, even though he’s doing his
PrEP, you know, being smart and stuff like that. But I want to
make sure he’s fine. So, for him to be fine, I have to be okay,
have to be good. He keeps me on track, you know, about the
medicine and stuff, so, yeah.’’

While some interpersonal factors facilitated care engage-
ment, others presented challenges. Some men described
negative relationship dynamics such as jealousy and intimate
partner violence, but did not specifically refer to them as
interfering with their care engagement. In fact, among cou-
ples with relationship discord and mutual blame, men nev-
ertheless acknowledged receiving certain tangible benefits in
care engagement from their partner. In one example, both
men expressed dissatisfaction in their relationship, but each
was able to recount instances of support from the partner such
as scheduling each other’s follow-up appointments and ac-
companying each other to and from appointments.

Some participants also described that being caregivers to
partners, family, or friends detracted from their ability to
optimally engage in care. One participant explained that
taking care of his ailing grandmother led him to forget to take
his own medication at times. Others lamented that caring for
their HIV-positive partner can be burdensome when their
partner was unappreciative (‘‘[I wish he would say] a
simple thank-you to show that he appreciates [what I do for
him].’’). Partners may also have negative impacts on each
other’s behavior. For example,

‘‘A couple of months ago because I noticed if I don’t take care
of myself and then it affects people around me like my partner
because then part of me - part of him is like, ‘Well, if he’s
missing the pills, I could.’’ So, I notice that we sort of feed off
on each other like even our behaviors or patterns are like,
‘‘Well, he’s drinking whatever. Why can’t I?’’’

Social structural. Many of the significant challenges to
care were social-structural in nature and often interrelated.
These included experiences with HIV stigma, incarceration,
homophobia, housing, food insecurity, and substance use.
One man explained how difficult it was for his partner to stay
on track of his care and treatment while living in single-room
occupancy (SRO housing):

‘‘There’s just a lot of drug people hang out right close to you
24/7. [HIV] is a hard thing to deal with just normally, but if
[drug use] is always in your face. I mean, when it comes to
SROs, it’s crazy. You go up in there, doors are all open, and
people doing their shit, and knock on your door at 5:00 in the
morning - and you go outside, everything’s going on, literally
everything. Then the dealer came by, got some stuff. It’s a
hard thing to be focused and doing your thing.’’

Almost all of the HIV-positive men discussed care en-
gagement in the context of coming to terms with their HIV

status as a black man, a process that had a profound effect on
their self-concept and acceptance. Some discussed the in-
tersecting impacts of HIV stigma, homophobia, and racism
that led them to go through periods of denial about their HIV
status, during which time they were not engaged in HIV care
or on ART. Although several of the men in the study had
disclosed their HIV status to close others, discussions around
HIV remained taboo. For example,

‘‘Yeah, well, I just shared [my status] with my mom. I told my
auntie first, and I told my sister, but it’s just something in my
family that’s not discussed. I cannot have HIV conversation
with my sister. I would not dare to. I’m from that family. So,
I still feel that it’s taboo. We don’t discuss this.’’

Poverty was described as linked to food insecurity, sub-
optimal or unstable housing, and challenges to HIV care, such
as suboptimal living conditions in SRO housing. Although
we did not specifically ask about incarceration history, sev-
eral men referred to spending time in jail and/or having vi-
carious (e.g., a relative) encounters with the legal system. In
addition, several men also described not adhering to medi-
cations due to food insecurity. One such participant was re-
luctant to take medicines on an empty stomach because there
was no food in the house; another missed doses due to be-
lieving that he had to take them with meals. One man men-
tioned selling his HIV medication for food:

‘‘I was selling my pills for grocery. Get pills that come in
every month, look at your refrigerator. So, once [my HIV
medicine] was a lifesaver, and then it got to be, okay, I can
keep food in my house by selling it to other HIV positive
people who weren’t in the healthcare system.’’

Although all participants in the study had either private or
safety-net health insurance, healthcare access was not with-
out hitches. Affordability posed issues to healthcare access.
When explaining why he was not engaged in care, one man
explained,

‘‘I need to do some blood work before I go to see my doctor. I
know that already. But I owed money so I couldn’t do it. I have
to figure that out, somehow, with ADAP [AIDS Drug Assis-
tance Program] or something, some way to get that done.’’

Some men faced healthcare-related challenges with
scheduling appointments, communicating with providers,
and organizational issues at clinics (‘‘It’s just the communi-
cation breakdown: I’ll call the front office, and it’ll be like,
well, [the doctor] is not in today, can they call you back? I’ll
wait for a call, and they won’t call me at all that whole
month.’’). The task of managing healthcare was perceived as
difficult due to inefficiency and long wait times at the clinic.
For example,

‘‘It was just like sort of like everybody was running around
with their heads cut off.You could never go draw blood
because something was wrong with the machines. The new
receptionist, she didn’t know what she was doing. You get to
your appointment, and then you go into that little room to wait
for the doctor, 40 minutes to an hour.’’

Dyadic processes in HIV care

Several important couple-level processes emerged. Dy-
namics of couple’s resilience, joint problem-solving, and
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interdependence bolstered the couple’s capacity for dyadic
HIV care.

Couple’s resilience. Some men described couples’ resi-
lience as working together to overcome oppression and ad-
versity, a sense of ‘‘we-ness’’ that shaped their approach to
problem-solve barriers in care engagement. In the same way,
the personal experiences in overcoming adversity can lead to a
sense of unity, shared experiences with overcoming adversity
related to racism, police brutality, incarceration, substance
use, and stigma of being HIV-positive and gay or MSM,
served as a powerful bond. This couple-level resilience in turn
strengthened the couples’ relationship and their ability to
address challenges in HIV care as a unit. Specifically:

‘‘If a Black man hooks up with another Black man, they ap-
preciate each other. They got a whole lot of odds that they go
through. Racism and homophobia are both seriously strong
things to go against. A White gay man, he doesn’t have to deal
with racism. Racism is so strong.so if I can find a brother
who’s willing to walk with me through all this madness—a
bond is created. That bond is impenetrable. I think what helps
a Black couple make it is that a Black male relationship
doesn’t fit the mold of a lot of things. Like two brothers that
hang together for however many years? They done been
through dope, death, and a lot of stuff—and then homophobia
on top of that? So when you find a brother that’s strong enough
to come through all of that, you hang on to it.’’

Positive relationship dynamics among resilient couples
often helped men in overcoming individual or social and
structural barriers to care engagement. Another expressed
pride in being in a relationship that has stood the test of time
despite tremendous strains, giving his relationship meaning
within his community, while driving how he and his partner
supported each other. For example:

‘‘My friends look up to our relationship and say, ‘I want to be
just like you guys.’ We’re like a model couple for so many
people in our community, because we have been through so
much, me and my partner, and we’re still together. A lot of
younger and even some older people look up to us for still
hanging in there because our bond is so strong. [We’ve been
through] domestic violence. We’ve been through drugs to-
gether, breaking up off and on, and just a lot of different stuff
that we’ve been through together.’’

Joint problem solving. Many participants described HIV
care as a collaborative process, in which partners coordinated
with each other to problem-solve the myriad of challenges in
HIV care. Partners often traded tips and exchanged knowl-
edge around HIV care. One man explained that seeing how
his partner engaged in care and treatment helped him know
what to expect in terms of his own HIV care (‘‘He’s had HIV
longer, so I kind of look to him to know what to expect.’’). As
some noted, challenges relating to affordability, scheduling
appointments, and accessing public benefits can be signifi-
cant barriers. Some men had skills and knowledge that they
used to help their partners get beyond these obstacles. Some
played an active part in helping navigate healthcare access
and social services (‘‘I know which forms to fill out to qualify
for [healthcare] services and I’ll tell him to go down to
[location].’’). Couples problem-solved issues in care en-
gagement together, such as listening and then giving rec-

ommendations (‘‘He tells me about [the suboptimal care he
received], and I tell him to switch doctors.’’).

Partners helped each other coordinate activities and be-
havior around care and treatment engagement as a part of
normal daily routine. Dyadic coordination was evident in
giving reminders about scheduled appointments, coattending
medical appointments, and communicating with each other’s
healthcare providers. For example, some couples used a joint
calendar to keep track of medical appointments. Conse-
quently, the task of managing HIV care became a collabo-
rative task, in which each partner was aware of the other’s
appointments:

‘‘I take him to my doctor’s appointments, and I go to his
doctor’s appointments.what I usually do is I find out when
my next appointment is and then I just write it down on the
calendar. I have two calendars, one in the bathroom and one by
the door, and so I just write it down on the calendars. I even
write down his appointments all on the calendars to remind us
so that every day we know what we have - like, the night
before, we look at the calendar at least once or twice a day to
see what we have to do the next day.’’

Coordinating schedules required joint effort and some men
did so only when their schedule allowed or when it was
necessary. Nevertheless, some were able to coordinate their
schedules so that they attended each other’s appointments.
One described how he and his partner coordinated their
schedules to accompany each other:

‘‘[We coordinated] our routine within our schedules. My last
appointment was last month at [name of clinic] and his is
coming up next month for his checkup but I know his previous
one was probably about three months prior. I went to that
doctor’s appointment with him.’’

While some men accompanied each other, others even
entered the examination room with their partner or commu-
nicated directly with the healthcare provider. Attending the
primary partner’s medical appointments often also meant
meeting and communicating with the partner’s healthcare
provider. This was particularly instrumental in cases where a
partner was struggling with depression or substance use:

‘‘.[W]hen he wasn’t taking his meds and stuff, the doctor
asked me, ‘Why wasn’t he taking it? And what can we do to
get him back to taking his medicine’ and stuff. I told him the
truth. I said, ‘He don’t.like taking the medicine because he
don’t really care to live anymore.’’’

Interdependence. All men described some degree of
mutual dependence within their relationship with their part-
ner that factored in their care engagement. An interdependent
dynamic of accountability was often manifested in everyday
interactions between partners, as one man described:

‘‘We both usually know when each other [has] got an ap-
pointment. So, just in general conversation we usually throw it
out to the other. So, when he says that, ‘oh, I got a dental
appointment,’ I’ll try to keep him conscious of it, even though
he probably remembers. So, we know enough about each
other to be conscious of an appointment coming up.’’

It was common among couple members to be mutually
familiar with each other’s preferences for receiving social
support, noting respective similarities and differences
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between themselves and their partner. Partners were adept at
balancing between competing needs and preferences in of-
fering their support that required intimate and off-hand
knowledge of their partner’s goings-on. Men recalled their
partner’s last medical appointment, the name of his health-
care provider or clinic, and the number of medications he
takes and when. Having an intimate knowledge about their
partner allowed men to engage in nuanced support strategies
that changed dynamically depending on the situation. Al-
though familiarity with each other’s habits was more com-
monly expressed among couples that have been together for
some time (e.g., 5+ years), it was not uncommon among
shorter relationships (e.g., <1 year).

Many described a mutual sense of responsibility for their
partner’s health. Partners typically mirrored each other’s
caregiving values and sense of responsibility or obligation. A
few men reported feeling ‘‘100% responsible’’ for their
partner’s health outcomes, while others emphasized personal
responsibility, but all felt some responsibility toward their
partner’s overall health. Some expressed that they offered
support to demonstrate their love for the partner; this often
prompted their partner to reciprocate by ‘‘trying to be healthy
for him.’’ Some men demonstrated good habits in healthcare
as a way of motivating their partner and to illustrate that ‘‘life
is worth living.’’ Other men suggested that helping their
partner with care engagement further strengthened their be-
liefs in and resolve to be healthy.

For some couples, medication adherence appears to be a
result of mutual influence on each other. Several men de-
scribed being reminded to take their medicine when they see
their primary partner take theirs (e.g., ‘‘Usually he kind of
reminds me now because.when he gets up and takes his in
the morning, I see him taking his. It’s kind of a ‘ding, I better
take mine.’’’). Many described medication adherence as a
joint effort (e.g., ‘‘I make sure he take his medicine. He make
sure I take mine’’). Others supported each other by incor-
porating their partner’s medication regimen into their own.

Discussion

HIV care is a complex and dynamic process, and black
MSM may draw from various resources, including from their
primary relationship, to address a multitude of individual,
interpersonal, and social structural or institutional challenges
to care.12 Findings showed common challenges to and fa-
cilitators of care engagement among black MSM in primary
relationships and elucidated couple-level dynamics that ap-
pear to support care engagement. Individual-level analyses
highlighted challenges to and facilitators of HIV care that
were individual, interpersonal, and social structural/institu-
tional in nature.

Individual-level barriers included medication fatigue and
side effects, forgetfulness, changes to medication regimen,
and mental illness, consistent with the existing literature.15,20

Interpersonal factors included those that presented chal-
lenges, such as caregiving burden and negative relationship
dynamics, as well as those that facilitated care engagement,
such as couple serostatus.36 Specifically, our findings found
that having a primary partner who was also HIV-positive may
remove some of its stigma, while being in a relationship with
an HIV-negative partner may be a motivation to maintain an
undetectable viral load and lower transmission risk. Other

challenges in care engagement were social structural or in-
stitutional in nature, ranging from food insecurity, discrimi-
nation, and navigation of healthcare systems.

In response to challenges in HIV care, primary partners
often provided tactical, instrumental support that included
reminding about medication regimens and accompanying to
and from medical appointments.43 Couple-level analyses
identified key dynamics of the couple that underlined these
supportive strategies in dyadic care engagement. Such dy-
namics included couple’s resilience, a characteristic of the
couple based on having overcome adversity together and
evidenced by a mutual understanding around shared experi-
ences as black and MSM. To our knowledge, this is the first
study to examine couple’s resilience in the context of black
MSM in couples. Past research has examined couple’s resi-
lience using a stress and coping framework to understand
how couples adapt to and cope with HIV,34 but has been
limited in application to black MSM.

Couple’s resilience was evident in how couples ap-
proached challenges in care engagement. One such approach
was joint problem-solving, evident in how couples drew upon
and relied on each other to engage in care and treatment. Joint
problem-solving entailed coordinating schedules, attending
each other’s healthcare appointments, reminding each other
to take medications on time, and trading tips and discussing
solutions for navigating the healthcare system.

Couples also referred to a sense of obligation to and from
their partner, and this dimension of interdependence was key
in driving mutual support. Support strategies also appeared to
be driven by familiarity with the partner’s needs, preferences,
and daily goings-on. Findings showed that some men viewed
adherence as an individual responsibility, while others
viewed it as something that is a collective responsibility that
should be integrated into the relationship.27,43

These findings expand on Karney and colleagues’ model of
dyadic HIV prevention. Our model delineates individual, in-
terpersonal, and social structural factors in HIV care and iden-
tifies dyadic processes that bolster the couple’s capacity to
address multilevel challenges and to coordinate dyadic HIV care
(Fig. 1).44 Specifically, dyadic processes of couple’s resilience,
joint problem-solving, and interdependence bolster the couple’s
capacity to address multilevel challenges to HIV care.21

The present sample of couples was predominantly of the
same race (i.e., black), consistent with previous research.45

FIG. 1. Framework of dyadic HIV care.
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Our findings with these black MSM couples showed that
couple’s resilience entailed a shared experience having coped
with past adversity, which strengthens the couple’s rela-
tionship to further adapt to current or future challenges. These
challenges may stem from having overcome past adversity
related to incarceration, substance use, racism, living with
HIV, and being gay or MSM. Black men in this study ref-
erenced significant challenges to care, including housing in-
stability, food insecurity, substance use, and interrupted
access to the healthcare system.20,46,47

The effects of such challenges required numerous types of
resources and concerted efforts from the couple. Some men
referred to feeling empowered from being in a relationship that
had been resilient in the face of past challenges and adversi-
ty.34 These experiences serve as a powerful bond unifying the
couple and invoking a sense of ‘‘we-ness,’’ in turn strength-
ening the couple’s relationship and their capacity to adapt to
and coordinate HIV effectively as a unit using joint problem-
solving approaches.48,49 Joint problem-solving is commonly
conceptualized as an ‘‘active’’ task-oriented approach in the
stress and coping literature.50 Joint problem-solving required
that each partner have the skills to collaboratively derive plans
and implement strategies for engaging in care and treatment.51

Interdependence is a broad concept that encapsulates re-
ciprocal dynamics of mutual accountability, influence, and
familiarity around healthcare beliefs, preferences, and be-
haviors.52,53 Thus, in the context of multilevel challenges to
retention in care and adherence to treatment, these dyadic
processes may increase the couples’ capacity to successfully
coordinate HIV care. Interventions with black MSM in pri-
mary relationships could be developed to promote dyadic
coordination in the relationship of HIV care by leveraging
these dyadic processes.21

The primary relationship can be a ‘‘double-edged sword.’’
Being in a relationship with an uncaring partner violates
transactional expectations of mutual caring, leading to per-
ceived asymmetry in caregiving and resentment in the rela-
tionship.54 While the primary relationship served many
positive supportive functions in care engagement, our find-
ings also show evidence of potential negative effects of
mutual influence on care engagement. We found evidence
that being a caregiver can impede some men’s own adherence
to treatment. Substance use on the part of one’s partner may
also negatively impact one’s care engagement. There was
some evidence for negative partner influence (e.g., one’s poor
adherence affecting the other’s adherence), but this seemed
more about the perceptions or the potential to affect a partner
rather than having actual negative impacts on engagement.

The emphasis on positive impact of partners suggests the
need to capitalize on positive aspects of these relationships in
an intervention, such as bolstering couple’s resilience and
strengthening joint problem-solving skills. Future research
may address both positive and negative effects of the primary
relationship. Interventions may do so by using approaches
and strategies that are culturally appropriate for engaging and
retaining minority couples, including technology-based ap-
proaches55 to HIV care that synchronize dyadic coordination
of engagement and adherence between partners.21 HIV pro-
viders and clinics may wish to invite the patient’s primary
partner to be involved in his HIV care. Doing so acknowl-
edges the primary partner’s role in the health of the patient
and creates an inclusive environment.56

Limitations

As with most qualitative research that uses small sample
sizes, we acknowledge the limits to the generalizability of the
study findings to other populations (e.g., black MSM couples
living in a different geographical region). We focused in the
interviews on how relationship dynamics might support HIV
care, which may have inadvertently emphasized positive
rather than negative relationship dynamics. Similarly, we did
not focus the study on relationship conflict and violence,
which has been shown to negatively influence HIV care.57

Our findings represent challenges that were perceived by the
participants, and we were not able to observe their actual
behavior. Experienced challenges to care engagement may
not be captured given social desirability bias, as some studies
suggest.58 Future research should explore using mixed
methods data collection to triangulate potential barriers and
support strategies.

Conclusions

This study included participants who are in most need for
adherence support and could represent the 10% that get left
behind in UNAIDS 90-90-90 goals.59 There are important
opportunities to leverage existing forms of relationship dy-
namics to improve engagement in HIV care and treatment
among black MSM. By using individual- and couple-level
analyses, the present study identified multilevel barriers to
care and the couple-level processes involved in overcoming
these challenges. Findings support a conceptual framework
of dyadic HIV care that may guide future research with
couples. Harnessing the strength of couples (e.g., couple’s
resilience) while addressing potential negative influences of
the partner for HIV care is likely to be a fruitful direction.
Dyadic interventions may capitalize on the benefits of pri-
mary relationships, such as strengthening joint problem-
solving and couple’s resilience, in facilitating black MSM in
couples to help each other engage in care and treatment.
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