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ABSTRACT  

Intimate partner violence (IPV) and HIV remain intersecting public health challenges in 
Mozambique, particularly among serodiscordant couples. This qualitative study 
explored how individuals in serodiscordant relationships described their intimate 
relationships following the discovery of HIV serodiscordance, and how these 
relationship dynamics were described in relation to engagement with HIV prevention 
practices. Eighteen serodiscordant couples (36 individuals) were recruited from health 
facilities in Gaza Province, Mozambique. Individual in-depth interviews were 
conducted between October and November 2022 and analysed using thematic 
analysis. Participants described emotional and relational responses following 
diagnosis, including betrayal, mistrust, uncertainty about relationship continuity. 
Ongoing dynamics included con4ict, control, and experiences of IPV, as well as 
commitment, support, and communication. In some relationships, con4ict, coercion, 
and violence limited participants’ ability to negotiate condom use or avoid 
unprotected sex. In others, commitment and support facilitated condom use and 
engagement with treatment. Alcohol use was described in relation to both con4ict 
and di6culties with safer sex. These findings highlight how HIV prevention within 
serodiscordant relationships is experienced in the context of relationship dynamics, 
including IPV. Interventions that address both relational dynamics and access to 
prevention may strengthen engagement with HIV prevention and care among 
serodiscordant couples.
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Introduction

Intimate partner violence (IPV) and HIV represent interconnected global health challenges that dispropor-

tionately a�ect populations in sub-Saharan Africa (Krug et al., 2002; UNAIDS, 2023; World Health Organ-

ization [WHO], 2025). In 2024, approximately 40.8 million people globally were living with HIV, with 63% 

residing in sub-Saharan Africa (UNAIDS, 2025). Mozambique has one of the highest HIV burdens in 

Southern Africa, with an estimated adult HIV prevalence of 12.5% (INS et al., 2023). Approximately 

9.6% of couples in Mozambique are serodiscordant, relationships where one partner is living with HIV 

and the other is HIV-negative (MISAU et al., 2019).

Serodiscordant couples face unique biomedical, behavioural, and relational risks that require specialised pre-

vention and intervention approaches (WHO, 2012, 2021). Evidence-based prevention strategies for these 

couples include HIV testing and counselling, behavioural risk reduction counselling, consistent condom use, 

pre-exposure prophylaxis (PrEP) for the HIV-negative partner, including newer long acting injectable formu-

lations that may overcome adherence barriers associated with daily oral regimens, and antiretroviral therapy 

(ART) for the partner living with HIV (Delany-Moretlwe et al., 2022; Roberts et al., 2016; WHO, 2021, 

2022). When PrEP and ART are used e�ectively, HIV transmission within serodiscordant couples can be 
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virtually eliminated (Cohen et al., 2016; Crepaz et al., 2016). However, in many sub-Saharan African contexts, 

including Mozambique, uptake and sustained adherence to these prevention strategies remains inadequate due 

to individual, social, and structural barriers, particularly IPV (Hatcher et al., 2015; Jewkes et al., 2010).

Globally, approximately 30% of ever-partnered women report having experienced physical and/or sexual 

violence by an intimate partner (WHO, 2025). In Mozambique, IPV remains a pervasive public health issue, 

with one in three women aged 15–49 reporting lifetime experience of emotional, physical, or sexual violence 

(INE & ICF, 2023). The relationship between IPV and HIV is bidirectional (Hatcher et al., 2014). In sero-

discordant couples, IPV can limit communication, impede condom negotiation, reduce autonomy in 

decision-making, and discourage HIV testing or disclosure of serostatus, particularly for women (Were 

et al., 2011). Fear of violence or abandonment may lead people living with HIV, especially women, to con-

ceal their status, thereby diminishing the e�ectiveness of prevention strategies (Colombini et al., 2016).

Despite the clear intersections between IPV and HIV, research that specifically examines IPV within HIV 

serodiscordant couples remains limited and is especially scarce in Mozambique (Were et al., 2011). Much of 

the existing literature treats IPV and HIV as separate domains, missing how they interact within stable, 

long-term relationships. Qualitative research is particularly valuable for understanding the relational and 

contextual mechanisms through which IPV shapes HIV prevention behaviours, revealing processes that 

quantitative data cannot fully capture (Hatcher et al., 2015; Kouyoumdjian et al., 2013).

The socioecological model provides a comprehensive framework to explore the dynamic interaction 

between individual and environmental factors, conceptualizing IPV and HIV risk as arising from factors 

operating at individual, relational, community, and societal levels (Heise, 1998; Krug et al., 2002; Ogolsky 

et al., 2026). The Theory of Gender and Power complements this by identifying how gendered structures, 

namely the sexual division of labour, the sexual division of power, and cathexis (a�ective and social norms), 

shape women’s vulnerability to IPV and constrain their ability to engage in HIV prevention and care (Con-

nell, 1987; Wingood & Diclemente, 2000). Together, these frameworks provide a lens for understanding 

how gendered power inequalities and multilevel contextual factors shape women’s experiences of IPV 

within serodiscordant relationships and inJuence their ability to engage in HIV prevention and care (El- 

Bassel et al., 2022; Kuchukhidze et al., 2022).

This study addresses critical gaps by exploring how HIV serodiscordance a�ects relationship dynamics 

and how these dynamics relate to engagement with HIV prevention and care among serodiscordant couples 

in Mozambique, with attention to IPV as an important relational dynamic. Guided by the socioecological 

model and Theory of Gender and Power, we specifically examine: (1) how individuals in serodiscordant 

relationships described their intimate relationships following the discovery of HIV serodiscordance, includ-

ing initial responses and relational dynamics such as conJict, controlling behaviours, communication, and 

commitment; and (2) how these relationship dynamics, including experiences of IPV, were described as 

inJuencing engagement with HIV prevention practices, such as safer sex negotiation and the use of biome-

dical strategies (PrEP and ART).

Methods

Study design and setting

This qualitative study was conducted in the Xai-Xai district, Gaza Province, Mozambique, between October 

and November 2022. Gaza has one of the highest HIV prevalence rates in Mozambique (24%), with approxi-

mately 7.9% of couples being serodiscordant (INS et al., 2023). The study employed an interpretive quali-

tative approach using individual in-depth interviews with members of serodiscordant couples.

Participants and recruitment

Participants were serodiscordant couples recruited from the Xai-Xai Provincial Hospital HIV clinic through 

purposive sampling. The clinic serves approximately 2,500 people living with HIV annually. Eligibility cri-

teria included: (1) men and women aged 18–49 years, (2) currently in a serodiscordant relationship, (3) both 

partners fully aware of their discordant status, and (4) willingness to participate. Individuals with cognitive 

impairments that might hinder informed consent were excluded.
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All potential participants were contacted by their regular ART provider and invited to participate. Those 

who expressed interest were subsequently contacted by the researcher to schedule interviews. In total, 46 

individuals (from 23 serodiscordant couples) were approached through their ART providers; 38 expressed 

interest and were contacted by the researcher; and 36 individuals (18 couples) were scheduled for and com-

pleted interviews. Two individuals who initially expressed interest withdrew after initial contact, citing time 

constraints.

Data saturation was determined through ongoing data collection an analysis, with transcripts reviewed 

and coded alongside interviews. Saturation was reached after 36 interviews (18 men and 18 women from 18 

serodiscordant couples), when no new themes or substantiative insights were emerging.

Data collection

Individual semi-structured interviews were conducted separately with each partner in Portuguese by the 

lead researcher in private oNce space provided by the hospital. Each interview lasted 45–60 min. The inter-

views formed part of a larger study that focused on the prevalence and contributing factors of IPV and its 

inJuence on HIV risk among serodiscordant couples in Mozambique. The interview guide was developed 

from the literature and study objectives and was organised around four broad topic areas: participants’ 

understanding of HIV serodiscordance and the discovery of their serodiscordant status, including initial 

responses; relationship experiences in the context of serodiscordance, including communication, 

decision-making, and conJict; HIV prevention strategies, including safer sex practices and biomedical 

approaches; and perceived support needs for couples in serodiscordant relationships. This analysis focuses 

on participants’ descriptions of relationship experiences following the discovery of their serodiscordance, 

including initial responses and relational dynamics, and how these dynamics were described in relation 

to engagement with HIV prevention practices.

All interviews were audio-recorded with participants’ permission. Covid-19 safety precautions, including 

hand hygiene, face masks, and physical distancing, were observed throughout data collection.

Data analysis

Interview recordings were transcribed verbatim and translated from Portuguese to English by the lead 

researcher, a native Portuguese speaker Juent in English. To enhance accuracy, selected transcripts were 

checked against the original audio recordings. While some loss of nuance is possible in translation, care 

was taken to preserve the meaning and cultural context of participants’ accounts.

The data were analysed using thematic analysis (Braun & Clarke, 2006). Transcripts were imported into 

MAXQDA 2020 to support data management and coding. Coding was conducted by the lead researcher 

using an inductive approach. Initial codes were developed through repeated close reading of the transcripts, 

with attention to participants’ language and meanings. Codes were iteratively refined, compared across 

transcripts, and organised into a codebook reJecting emerging patterns in the data. The developing code-

book and interpretations were discussed with a co-author to clarify code definitions, reduce overlap, and 

strengthen analytic consistency.

Codes were then grouped into broader themes capturing patterns related to relationship experiences, 

including responses to serodiscordance, relationship dynamics (including conJict and IPV), and engage-

ment with HIV prevention and care. Themes were reviewed and refined to ensure coherence and distinc-

tion, and final theme definitions were agreed through discussion among the authors. While the analysis was 

primarily inductive, it was informed by the Socioecological Model and the Theory of Gender and Power, 

which sensitised the analysis to relational, social, and structural inJuences on participants’ experiences.

Direct quotations are attributed using anonymised codes indicating gender (M/F), HIV status (+/−), and 

couple number (e.g., M+, 05 for the male partner living with HIV from Couple 05).

Trustworthiness

Credibility was enhanced through verbatim transcription, member checking at the end of interviews, and 

providing adequate supporting data using participants’ words. Dependability was established through 
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detailed documentation of research procedures and use of interview guides. Transferability was supported 

by providing detailed descriptions of the study setting and participant characteristics. Confirmability was 

strengthened through reJexive field notes and direct quotations supporting conclusions.

Ethical considerations

Ethical approval was obtained from Eduardo Mondlane University’s Faculty of Medicine Bioethics Com-

mittee (Reference number: CIBS FM&HCM/021/2022) and University of South Africa’s College of 

Human Sciences Research Ethics Committee (NHREC registration: 240816-052). All participants pro-

vided written informed consent after receiving verbal and written information about the study in Portu-

guese and were given the opportunity to ask questions. Participation was voluntary, and participants 

could withdraw at any time without consequences to their medical care. Interviews were conducted in 

private, and partners were interviewed separately to ensure confidentiality and minimise potential risk. 

Confidentiality was maintained through use of pseudonyms, separate interview spaces, and secure pass-

word-protected data storage. Given the sensitive nature of IPV and HIV disclosure, all participants 

received contact information for psychological counselling services available at Xai-Xai Provincial 

Hospital.

Findings

Participant characteristics

The study included 18 serodiscordant couples (36 individuals: 18 men and 18 women). Six couples (33.3%) 

were married and 12 (66.7%) were cohabiting. Male partners were generally older than female partners, with 

77.8% of men aged 30 or older compared to 61.1% of women. Men had higher educational attainment, with 

66.7% having completed secondary education compared to 33.3% of women. Employment disparities were 

evident, with 77.8% of men employed versus 33.3% of women. Regarding HIV status, 72.2% of men were 

living with HIV compared to 27.8% of women. A minority reported having additional sexual partners 

(22.2% of men and 5.6% of women).

Overview of findings

Findings are organised into three themes: (1) betrayal, trust, and uncertainty following the discovery of ser-

odiscordance; (2) conJict, control, and experiences of IPV; and (3) commitment and communication in 

coping with serodiscordance (Table 1). These themes capture how participants described their intimate 

relationships following the discovery of serodiscordance. While Theme 1 reJects initial relationship disrup-

tion, Themes 2 and 3 illustrate relationship dynamics in the context of serodiscordance, including conJict, 

control, IPV, and, in some cases, commitment and communication, and how these were described as 

inJuencing how couples engaged with HIV prevention practices.

Table 1. Analytic areas, themes, and subthemes.

Themes Subthemes

Relationship strain and uncertainty following the discovery of serodiscordance Betrayal, confusion and questioning of trust
Guilt, responsibility and uncertainty about relationship continuity
Multiple partnerships as a driver of mistrust

Relationship dynamics conflict, control, and experiences of IPV Jealousy, suspicion, and controlling behaviours
Verbal, physical, and sexual violence
Alcohol use and IPV escalation
Constraints on HIV prevention

Commitment and communication in coping with HIV serodiscordance Commitment and support
Communication and mutual understanding
Shared responsibility and support for HIV prevention
Contextual influences on engagement with biomedical prevention

Source: Prepared by the authors
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Theme 1: relationship strain and uncertainty following the discovery of serodiscordance

HIV serodiscordance was experienced as placing strain on intimate relationships, as reJected in partici-

pants’ accounts of uncertainty and their initial emotional responses at the time of discovery. Participants 

described feelings of betrayal and confusion, as well as guilt and concerns about the future of the relation-

ship, with these responses di�ering by HIV status.

Betrayal, confusion and questioning of trust

Betrayal and confusion were commonly described by participants, particularly those who were HIV-nega-

tive, following the discovery of their serodiscordant status. These feelings were closely linked to participants’ 

questioning of how HIV was acquired, often involving suspicions of infidelity and concerns about incon-

sistent condom use. As one HIV-negative woman explained: 

I felt a profound sense of betrayal and confusion as I pondered why he chose not to use protection. It baPed me 
that he would risk not only his health but mine, bringing a disease into our home. In a world where my autonomy 
feels constantly undermined, it felt like a direct assault on my safety and trust. (F-, 03)

This account reJects how participants described feelings of betrayal and confusion in relation to trust, as 

well as perceptions of risk and vulnerability within the relationship. Women’s accounts often emphasised 

emotional distress and confusion, alongside concerns about personal safety, trust, and their sense of worth 

within the relationship. Another woman similarly described emotional distress and questioning following 

her partner’s diagnosis, linking feelings of betrayal to concerns about fidelity and her own sense of worth 

within the relationship: 

My heart raced with fear as I confronted the reality of the situation. Tears Jowed freely, and I felt a deep sense of 
anguish. I couldn’t help but question everything, “How did he end up with this disease?” I felt wronged and 
betrayed by my partner, especially as a woman who has always valued her fidelity. It was as if my worth was 
diminished in the shadow of his choices. (F-, 09)

HIV-negative male participants also described feeling betrayed, with a focus on suspicions of infidelity 

rather than personal risk or vulnerability, as illustrated in the following quote: 

In that moment, a rush of thoughts Jooded my mind … How did she come to contract HIV? Was her infidelity 
the cause? With whom could she have betrayed me, and what on earth compelled her? I found myself on the 
brink of deciding to cast aside my wife. (M-, 02)

These accounts suggest that serodiscordance is understood not only as a biomedical condition but also as a 

relational event shaped by concerns about fidelity and trust. Suspicions of infidelity were described as dis-

rupting trust and producing feelings of betrayal, confusion, and uncertainty about the relationship.

Guilt, responsibility and uncertainty about relationship continuity

Participants living with HIV described feelings of responsibility and concern about the future of the 

relationship following diagnosis. Uncertainty about whether partners would remain in the relationship 

was commonly expressed: 

Upon finding out that my partner is HIV negative, I had moments of uncertainty, doubt, fear, and insecurity 
about our marital relationship. I felt bad, wondering if he would stay with me despite our di�erent HIV statuses. 
I worried if he could still avoid the worst outcome. I felt guilty, thinking that maybe he would want to leave and 
avoid the risk of getting infected by me. (F+, 02)

Men also described feelings of guilt and responsibility, often linked to concerns about their partner’s poten-

tial risk of HIV infection and their role within the relationship. One man explained: 

When I found out I had contracted HIV, I felt guilty and distressed, with countless doubts swirling in my mind. I 
felt as though I had put my wife’s life at risk, and that burden was nearly unbearable. I wanted to shield her from 
my reality because it seemed unjust for her to contract HIV due to my irresponsibility. (M+, 05)

Another male participant described how living with HIV led him to question his role within the relationship 

and whether he could continue to meet his partner’s expectations: 
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Being HIV-positive challenges my understanding of what it means to be a man in a relationship. I frequently 
question whether I am suNcient for her or if I can still bring her happiness while carrying this burden (M+, 17).

These accounts suggest that serodiscordance and living with HIV were understood in relation to partners 

and the relationship, with participants describing feelings of guilt and responsibility linked to their partner’s 

risk of infection and uncertainty about relationship continuity. While both women and men expressed these 

concerns, men additionally described how living with HIV challenged their sense of masculinity and their 

perceived role within the relationship.

Theme 2: relationship dynamics con ict, control, and experiences of IPV

Theme 2 focuses on relationship dynamics characterised by conJict, control, and experiences of IPV within 

serodiscordance relationships. The subthemes that follow examine these dynamics in more detail, including 

jealousy, suspicion and controlling behaviours; experiences of violence; the role of alcohol use, and con-

straints on HIV prevention.

Jealousy, suspicion, and controlling behaviours

Participants described jealousy, suspicion, and controlling behaviours within relationships, often linked to 

concerns about fidelity and relationship stability in the context of serdiscordance. In some accounts, par-

ticularly from women whose partners were described as persistent and a�ecting the relationship. As one 

HIV-negative woman explained: 

Every passing day is getting worse. I believe it is an unhealthy possessiveness, far from being normal. He is exces-
sively possessive, and this Jaw greatly a�ects our relationship. (…) He constantly suspects that I am being 
unfaithful with other men or that I will leave him because I am HIV-negative. (F-, 03)

This account shows how jealousy and suspicion linked to HIV status were expressed through controlling 

behaviours, with ongoing concerns about infidelity and relationship stability shaping interactions in the 

relationship.

Verbal, physical, and sexual violence

Participants described experiences of IPV, including verbal, physical, and sexual violence, within their 

relationships, both at the time of discovering their serodiscordance status and thereafter, as part of an 

ongoing relationship dynamic. Verbal aggression was described by both men and women and was often 

linked to concerns about fidelity and relationship tensions. One male participant described verbal aggres-

sion from his partner: 

My wife shouts at me regardless of the setting whether there are strangers around, our children are present, or we 
are in private (…) It hurts me deeply because it undermines my authority as a man and as a father, especially 
when she shouts in front of our children (…) Most times started with jealousy, she thinks that I will continue 
betray her. (M+, 03)

One woman acknowledged engaging in verbal aggression as a means of expressing dissatisfaction: 

I sometimes get angry to intimidate him and show that I am not happy with his behaviour. Whenever I get angry 
and start shouting loudly, he never steps out of the house and simply remains indoors (F-, 16).

Here, anger and shouting were described as a way of expressing dissatisfaction and inJuencing a partner’s 

behaviour, reJecting how verbal aggression could function as a form of control within the relationship.

Accounts of physical and sexual violence were described primarily by female participants, including both 

women living with HIV and those who were HIV-negative. Violence was described as an a reaction to per-

ceived infidelity following discovery of serodiscordance status and as an ongoing mechanism of control, 

often linked to concerns about HIV status and relationship stability. One woman living with HIV described 

how accusations of infidelity following disclosure were accompanied by threats, physical violence, and 

forced sex: 

When we arrived home, it was the worst day. My husband started accusing me of betraying him and became 
physically abusive. He took a pair of scissors and threatened, “I will kill you. Tell me who your lover is!” (…) 
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Since that day, he has begun forcing me to have sex, even when I do not desire it. He argues that I must have been 
with other men because I do not have enough sex at home. (F+, 18)

This account illustrates how suspicion and accusations related to HIV status and fidelity were expressed 

through coercion and violence at the time of disclosure, described by the participant as “the worst day,” 

and how this violence continued thereafter, as reJected in her statement “since that day.” Forced sex was 

described as a means of asserting control and “proving” fidelity, constraining women’s autonomy and limit-

ing their ability to refuse sex.

Another female participant, who was HIV-negative, described violence that had occurred prior to diag-

nosis but was perceived to have intensified following her partner’s diagnosis: 

I have experienced physical violence from my husband, driven by his deep-seated insecurities. Even prior to his 
HIV diagnosis, alcohol would often trigger his aggressive outbursts. However, since he found out about his sta-
tus, his behaviour has intensified. He’s terrified that I might cheat or abandon him because my HIV-negative 
status feels like a threat to his masculinity. (F-, 14)

This account highlights how participants understood violence as rooted in insecurity, jealousy, and 

gendered power, and in some cases described it as becoming more frequent or severe in the context 

of serodiscordance. Alcohol use was also described as contributing to the escalation of conJict and 

violence.

Alcohol use and IPV escalation

Alcohol use was described as aggravating conJict and violence. Some women explained that their partners 

were kind when sober but became hostile when intoxicated. One participant explained: 

When he doesn’t drink, he is a good personkind, caring, and super intelligent. However, when he consumes alco-
hol, he undergoes a complete transformation, becoming rude and occasionally violent (F-, 01).

Similarly, another woman noted: 

When he drinks too much, he becomes irrational. On one occasion, he even slapped me and falsely accused me of 
cheating on him, even suggesting that I intend to give him HIV. (F+, 11)

In these accounts, alcohol use was described as linked to increased aggression and, in some cases, sexual 

coercion, often in relation to accusations of infidelity and relationship conJict.

Constraints on HIV prevention

ConJict, coercion, and violence were described by some women in ways that limited their ability to nego-

tiate safer sex practices. Disagreement about condom use was described as a source of conJict. In some 

cases, refusal to use condoms occurred alongside pressure or coercion: 

Because when we wanted to have sexual intercourse, I asked him to at least use a condom. He sometimes denied 
it … that was the most diNcult part because he denied using a condom and forced me to have sexual intercourse 
without [one] (F-, 03).

Some women described situations where violence and forced sex further limited their ability to engage in 

prevention: 

Sometimes when he’s drunk, he beats me up and forces me to have sex (…) and this psychologically breaks me 
down because I could also be infected (F-, 15).

Alcohol was also mentioned in relation to condom use: 

Alcohol consumption makes us men forget that condoms are a safety measure to avoid infection with other dis-
eases, including HIV and AIDS (M+, 09).

These accounts show how, in some relationships, condom use was not agreed or could not be insisted upon, 

showing how conJict, coercion, and violence were described as limiting the use of condoms and engage-

ment with HIV prevention.
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Theme 3: commitment and communication in coping with HIV serodiscordance

Despite the challenges described, some participants emphasised commitment, emotional support, and com-

munication within their relationships. Theme 3 describes how these dynamics were reported following the 

discovery of HIV serodiscordance, including commitment and support, communication and mutual under-

standing, and shared responsibility in relation to HIV prevention, as well as broader contextual factors that 

shaped engagement with prevention and treatment.

Commitment and support

Participants described providing and receiving support within their relationships following diagnosis. In 

several accounts, HIV-negative partners, often women, described o�ering emotional support, including 

reassurance and encouragement, and continued presence during periods of distress: 

The first thing that came to my mind was to give him strength because he wanted to commit suicide. I gave him 
strength; I told him that this is not a disease that kills; all you have to do is comply with the treatment. (F-, 04)

In the first days, he was bad, really bad. He wanted to die. When he was at his lowest, I made sure he’d see that I 
would never abandon him. Love means being there, especially when times are tough. (F-, 08)

Male participants also reJected on receiving support from their partners, describing how this support 

reduced feelings of isolation and reinforced continued commitment: 

At that moment, with my positive test result in hand, I wished I had never cheated on my wife. Interestingly, after 
she discovered that I had tested positive while she tested negative, she continued to provide me with strength and 
support, making me feel that I am not alone in this struggle (M+, 09).

These accounts show how commitment and support were described in maintaining connection within 

relationships and suggest gendered patterns in how support was enacted, with women frequently positioned 

as key sources of emotional support.

Communication and mutual understanding

Participants described communication as an important part of how some couples coped with serodiscor-

dance following diagnosis. HIV-negative women described e�orts to understand their partner’s experiences 

and maintain connection: 

Since I learned that he is HIV positive, I started to give him strength and support and tried to understand his 
fears because it is not easy living with this illness (F-, 08).

Another participant emphasised shared commitment and joint decision-making: 

Although my husband is HIV positive and I am HIV negative, we have chosen to support one another because 
we vowed at the altar to remain together in both sickness and health (F-, 09).

Participants also reJected on expectations within relationships and the roles they took in supporting their 

partners: 

People expect men to be strong and invulnerable, but we know that when they are sick, we are all vulnerable and 
need support to move forward. My role as a wife is to provide him with support, even though sometimes, par-
ticularly when he drinks, he exhibits poor behaviour (F-, 01).

Communication was described as helping partners understand one another’s experiences and maintain 

connection. These narratives illustrate how commitment and communication supported coping within 

relationships challenged by HIV serodiscordance.

Shared responsibility and support for HIV prevention

In contrast to accounts where conJict and coercion limited prevention, some participants described how 

prevention was supported through mutual support, shared responsibility, and cooperation within 

relationships.

Several participants described fidelity as a way of reducing HIV risk and maintaining commitment within 

the relationship. One male participant reJected on his decision to remain faithful following diagnosis: 
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I decided to be faithful to my wife; she put up with my betrayals, took care of me during my illness when I was 
diagnosed as HIV positive, and yet she remained HIV negative (M+, 03).

A female participant similarly described fidelity as a personal commitment: 

Since I met my husband, I have not known another man. I am faithful. He is the man that God has given to me 
(F-, 01).

Participants also described condom use as an important prevention strategy, sometimes adopted following 

medical advice: 

Following the doctor’s advice during our hospital visit, we decided to use condoms (M+, 09).

However, in some accounts, condom use required discussion and agreement: 

Initially, I felt my heart racing, and as my anxiety subsided, I began to contemplate how I would navigate the 
relationship and coexist with him. Ultimately, we found a way to incorporate condom use … Although he 
was initially resistant to the idea, he ultimately agreed to use condoms. (F+, 02)

Another woman described asserting her position: 

I told him in a slightly aggressive voice, “If you want to have sex with me, use a condom. I don’t want any more 
unprotected sex.” I frightened him … I had to do that to scare him and make it clear (F-, 16).

Partner support was also described as important for ART adherence. One woman noted: 

Having the support of my partner has been crucial in my adherence to treatment. It makes a significant di�erence 
in staying on track (F+, 02).

Participants also described a sense of responsibility towards their partners and families as motivating 

engagement with prevention and treatment: 

My wife is not employed, and my children are in the process of growing up. What will become of them if I were to 
pass away? I cannot a�ord to stop taking my medication (M+, 03).

Some accounts described shared routines and practical strategies that supported adherence, including syn-

chronising medication use and mutual support in collecting treatment: 

Although my wife is HIV-negative, she has supported me in collecting my medication from the hospital. When 
she visits to obtain her PrEP prescription, she also picks up my medication, and we take them together every day 
at 8 PM before going to bed (M+, 09).

Some participants also described using PrEP as a way of managing risk within the relationship, although it 

was not always presented as a shared or mutually negotiated practice: 

I take PrEP to reduce my risk of contracting HIV (F-, 01).

My husband is HIV-positive, and I take PrEP as a precaution … if the condom breaks, I must protect myself (F-, 
09).

These accounts describe how prevention practices were, in some relationships, supported through 

cooperation between partners, including shared responsibility and support.

Contextual in#uences on engagement with biomedical prevention

In addition to relationship dynamics, some participants described broader factors that a�ected their engage-

ment with HIV prevention, particularly in relation to PrEP and ART. These included concerns about 

stigma, beliefs about medication, and material constraints.

Accounts relating to PrEP reJected uncertainty about taking medication in the absence of illness, as well 

as beliefs about immunity: 

Why do I have to take these pills if I am not sick? The one who is sick is my husband (F-, 17).

My blood is good because it’s type O. I don’t need to use a condom or take these medications (PrEP) (M-, 18).

In relation to ART, one participant described avoiding health services due to fear of being seen: 
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My husband avoids going to the hospital due to the fear of being seen by others and concerns that he will be 
ridiculed (F-, 01).

Material constraints were also described as a�ecting treatment adherence: 

Taking medication every day is a significant challenge; there are moments when I feel inclined to give up. The 
treatment requires a nutritious diet, but unfortunately, there are times when we struggle to find enough food (M 
+, 17).

These accounts indicate that engagement with PrEP and ART was, in some cases, shaped by concerns about 

stigma, individual beliefs about medication, and broader living conditions, rather than by relationship 

dynamics alone.

Discussion

This qualitative study provides insight into how HIV serodiscordance is experienced within intimate 

relationships and how these relational dynamics relate to engagement with HIV prevention and care 

among serodiscordant couples in Mozambique. The findings highlight three interrelated patterns: initial 

relationship disruption characterised by mistrust and uncertainty; relationship dynamics marked by 

conJict, control, and IPV, as well as commitment and support; and the ways in which these dynamics 

were described as shaping engagement with HIV prevention practices. Together, these findings suggest 

that HIV prevention within serodiscordant relationships is embedded within everyday relational pro-

cesses, shaped by power, communication, and broader contextual inJuences. The discovery of serodiscor-

dance was experienced as a disruption within relationships, characterised by betrayal, confusion, and 

uncertainty about relationship continuity. These responses were closely tied to questions about how 

HIV was acquired, with participants, particularly those who were HIV-negative, describing suspicions 

of infidelity and concerns about trust. Similar patterns have been reported in studies across sub-Saharan 

Africa, where disclosure of HIV status has been associated with mistrust, accusations of infidelity, and 

relationship instability (Bhatia et al., 2017; Emusu et al., 2009; Kairania et al., 2010; Medley et al., 

2004; Sanga et al., 2023).

Participants living with HIV described feelings of guilt and responsibility, particularly in relation to the 

perceived risk posed to their partners and uncertainty about whether the relationship would continue. 

These accounts reJect concerns about rejection and relationship dissolution that have been widely docu-

mented in the context of HIV-related stigma across sub-Saharan Africa (Alhassan et al., 2022; Audet et 

al., 2010), but in this study they were described in relation to immediate relational experiences following 

diagnosis. Some accounts also suggest that living with HIV was interpreted through gendered expectations 

within relationships. Male participants, in particular, described questioning their adequacy and ability to 

fulfil expected roles, consistent with evidence that masculine norms shape how men experience illness 

and vulnerability and may discourage health-seeking and preventive behaviours (Audet et al., 2016; Sik-

weyiya et al., 2015). Together, these findings suggest that serodiscordance was experienced not only as a 

source of relational uncertainty, but also as a challenge to identity and role expectations within intimate 

relationships. The study also documented how HIV serodiscordance was described in relation to conJict, 

controlling behaviours, and IPV within relationships. While it is not possible to determine whether these 

dynamics were present prior to diagnosis, some participants described conJict and violence as becoming 

more frequent or more severe following the discovery of serodiscordance, often in relation to HIV status, 

trust, and fidelity. Similar patterns have been documented in sub-Saharan Africa, where HIV disclosure has 

been associated with increased relationship conJict and IPV (Colombini et al., 2016; Shamu et al., 2014).

The findings further show how prevention practices are negotiated within these relational contexts. In 

situations characterised by coercion or violence, participants described being unable to insist on condom 

use or avoid unprotected sex. These findings reinforce existing evidence on the relationship between IPV 

and HIV risk by illustrating how control and violence are linked to diNculties in condom negotiation 

and engagement with prevention within serodiscordant relationships in this setting. This is consistent 

with broader evidence on the gendered nature of sexual negotiation in sub-Saharan Africa, where male 

dominance and female subordination constrain women’s ability to advocate for protection (Closson et 

al., 2018; Muessig & Cohen, 2014).
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Gendered patterns were evident in how these experiences were described. Accounts of physical and sex-

ual violence, as well as diNculties negotiating condom use or avoiding unprotected sex, were described by 

women. These accounts highlight how violence and coercion limited women’s ability to inJuence sexual 

decision-making within relationships. Verbal conJict, including shouting and expressions of anger, was 

described by both men and women. These patterns are consistent with the Theory of Gender and 

Power, which highlights how gendered power relations shape decision-making within intimate relation-

ships, particularly in relation to sexual practices (Connell, 1987; Wingood & Diclemente, 2000).

Alcohol use further intensified these dynamics. Women described how male partners’ alcohol use con-

tributed to conJict, aggression, and forced or unprotected sex, while men described forgetting or abandon-

ing condom use when intoxicated. This aligns with existing evidence showing that alcohol use is associated 

with increased IPV and sexual risk behaviours (Coldiron et al., 2008; Shuper et al., 2009) and suggests that 

substance use compounds relational constraints on HIV prevention.

In contrast to these accounts, some couples described commitment, communication, and mutual support 

in ways that enabled coping with serodiscordance and, in some cases, supported engagement with HIV pre-

vention. HIV-negative partners, especially women, described providing reassurance, encouragement, and 

e�orts to sustain the relationship during periods of distress. Men also described receiving this support, 

showing how some couples maintained connection and navigated the challenges associated with serodiscor-

dance. These findings align with evidence that partner support and dyadic coping can facilitate adjustment 

to HIV and improve engagement with care (Patel et al., 2012; Stoebenau et al., 2011).

Communication also appeared to be important in supporting prevention. In relationships, condom use, 

fidelity, and treatment engagement were discussed and negotiated, even where agreement was not immedi-

ate and required discussion over time. This reJects broader evidence that safer sex practices within couples 

are shaped through interaction rather than individual decision-making alone (Closson et al., 2018; Muessig 

& Cohen, 2014). Support within relationships was also described in relation to treatment, with some par-

ticipants linking adherence to encouragement from partners, shared routines, and a sense of responsibility 

towards family members, consistent with evidence that social support plays an important role in sustaining 

ART adherence (Patel et al., 2012; Stoebenau et al., 2011).

Gendered patterns were also evident in these supportive dynamics. Women were often described as pro-

viding emotional and practical support, particularly to partners living with HIV, while men described 

engagement with treatment in relation to responsibility for family wellbeing. These patterns reJect gen-

dered expectations around care, responsibility, and authority, consistent with the Theory of Gender and 

Power (Connell, 1987; Wingood & Diclemente, 2000). Within a broader socioecological context, these 

dynamics are shaped by gender norms and economic constraints that inJuence how support is enacted 

and whose needs are prioritised (Ogolsky et al., 2026). While women’s roles in sustaining relationships 

may facilitate engagement with treatment, they may also limit women’s ability to prioritise their own pre-

vention needs.

At the same time, engagement with biomedical prevention was not shaped by relationship dynamics 

alone. Some participants described broader factors that a�ected engagement with PrEP and ART, including 

stigma, beliefs about medication, and material constraints such as food insecurity. Accounts relating to 

PrEP reJected uncertainty about taking medication in the absence of illness, while ART adherence was 

described as a�ected by concerns about being seen at health facilities and by economic constraints. 

These findings align with evidence showing that uptake and adherence to biomedical prevention are shaped 

by stigma, misconceptions about prevention, and structural barriers, including poverty and access to care 

(Ahmed et al., 2018; Bogart et al., 2016; Corneli et al., 2014). Within the socioecological framework, these 

findings highlight how individual, relational, and structural factors interact to shape engagement with HIV 

prevention and care.

Strengths and limitations

This study provides qualitative insights into how relationship dynamics are experienced and described in 

relation to HIV prevention among serodiscordant couples in Mozambique. However, several limitations 

should be considered. Participants were recruited from a single health facility and were already engaged 

in HIV care, which may underrepresent the experiences of couples who are less connected to services or 
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who experience more severe relationship instability. The sensitive nature of IPV and HIV may have 

inJuenced reporting, with some participants potentially underreporting experiences of violence or conJict 

or presenting their relationships in more socially acceptable ways. In addition, the study captures partici-

pants’ accounts at a single point in time, which limits the ability to assess how relationship dynamics evolved 

or to determine the nature of relationships prior to the discovery of serodiscordance.

Conclusions

This study found that HIV serodiscordance was experienced as a relational disruption that inJuenced 

relationship dynamics and, in turn, engagement with HIV prevention and care among couples in Mozam-

bique. ConJict, control, IPV, and alcohol use were described as constraining safer sex negotiation and 

engagement with prevention, while commitment, communication, and partner support enabled some 

couples to manage HIV risk and treatment together. These findings highlight that HIV prevention 

among serodiscordant couples in Mozambique and similar settings requires approaches that address 

both biomedical and relational dimensions. Interventions should incorporate IPV screening and support 

within HIV services and strengthen couple-based counselling approaches, which have shown promise in 

improving prevention engagement among couples (Crepaz et al., 2015; Morton et al., 2017). Addressing 

gendered power imbalances, integrating alcohol reduction strategies, and expanding access to user-con-

trolled prevention options, such as long-acting PrEP, may further support engagement. Future research 

should examine how relationship dynamics evolve over time and evaluate interventions that address 

both relational and structural drivers of HIV risk within serodiscordant partnerships.
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