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ABSTRACT
Background: Dyadic interventions for health behaviour change involving
the romantic partner are promising. However, it often remains unclear
how exactly the partner is involved in dyadic interventions. We propose
a novel compendium of dyadic intervention techniques (DITs) that
facilitates systematic description of dyadic interventions in terms of
who performs what for whom during intervention delivery and
subsequent implementation.
Objective: We aimed to systematically characterise dyadic interventions
along their degree of partner involvement and to provide a
comprehensive list of DITs used in dyadic interventions with romantic
partners.
Methods: We systematically reviewed dyadic health behaviour change
interventions with controlled designs. We included 165 studies
describing 122 distinct dyadic interventions with romantic partners.
Interventions were classified along their degree of partner involvement,
160 DITs were extracted, and their frequencies of use counted.
Results: The majority of interventions (n = 90, 74%) explicitly instructed
partners to interact. Half of the DITs were performed jointly by the
couple and also targeted the couple. Mostly, couples were instructed to
jointly practice communication skills and to jointly perform problem
solving for the couple.
Discussion: The present review contributes to the development of a
shared and systematic way of describing dyadic interventions to
facilitate cumulation of evidence.
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Background

There is consistent evidence that social relationships have a protective role for health: Individuals
lacking social ties are physically and mentally less healthy and more likely to die prematurely than
socially integrated individuals (Holt-Lunstad, 2021; Holt-Lunstad et al., 2010). Romantic relationships,
being the most important and intimate personal relationships during the adult lifespan, seem to
have a particularly relevant role in influencing health (Holt-Lunstad et al., 2008, 2010). Interestingly,
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having a supportive network cannot compensate for worse health outcomes in unmarried or unhap-
pily married individuals (Holt-Lunstad et al., 2008, 2010). Moreover, prior studies showed that health
behaviours tend to correspond between romantic partners (Myers Virtue et al., 2015; Torvik et al.,
2013) and that health behaviour change in one partner is positively linked to health behaviour
change in the other partner (Jackson et al., 2015). This suggests that partners shape each other’s
health behaviours and may facilitate health behaviour change.

Although dyadic interventions for health behaviour change involving the romantic partner seem
promising, the varying levels of detail and lack of systematic labelling in intervention descriptions
have impeded a clear understanding of how exactly partners are involved in these interventions.
Therefore, the present review aims to systematically describe dyadic intervention techniques used
in health behaviour change interventions with romantic couples. This will help to facilitate systema-
tic reporting and evidence synthesis of dyadic interventions. Moreover, the present review serves as
a starting point for the development of an agreed-upon and theory-based compendium of dyadic
intervention techniques that will also facilitate the development of theory-based dyadic interven-
tions in the future (for further information on the project, please see: https://OSF.io/r43v6/).

In recent years, there has been a rise in dyadic intervention studies that attempt to leverage the
romantic partner for health behaviour change (e.g., Berli et al., 2016; Burkert et al., 2011; Knoll et al.,
2017; Prestwich et al., 2014). For example, some dyadic interventions focus on extending self-regu-
lation processes to the level of the romantic dyad, such as collaborative implementation intentions
(Prestwich et al., 2014), dyadic planning (Burkert et al., 2011; Knoll et al., 2017), or dyadic action
control (Berli et al., 2016). Others focus more specifically on enhancing social support, for example
in smoking cessation (e.g., Faseru et al., 2018; McBride et al., 2004). Several systematic reviews
and meta-analyses demonstrate positive effects across both the increase of health-enhancing beha-
viours such as physical activity (Carr et al., 2019) and the reduction of health-compromising beha-
viours such as sedentary behaviour (Carr et al., 2019; Richards et al., 2017), sexual risk behaviours
(Burton et al., 2010), or substance use (O’Farrell & Schein, 2011). Moreover, results of meta-analyses
showed improved effectiveness of couple-based interventions compared to individual interventions,
although effect sizes are usually small and dependent on the type of dyad (Carr et al., 2019). Overall,
accumulating evidence in the literature indicates that couple-based interventions appear to be a
promising approach for changing health behaviours.

However, reviews also indicate a pronounced heterogeneity in couple-based interventions
regarding their intervention design, intervention implementation and comparison conditions
(Arden-Close & McGrath, 2017; Burton et al., 2010). Due to varying levels of detail in the reporting
of intervention content in dyadic intervention studies and unsystematic labelling of intervention
techniques, little is known about how exactly partners are involved and which intervention tech-
niques and underlying mechanisms make those interventions successful (Arden-Close & McGrath,
2017; Burton et al., 2010; Carr et al., 2019). For instance, reviews of dyadic intervention studies
showed that only few studies reported the use of specific couple-based intervention techniques
(Arden-Close & McGrath, 2017). Carr et al. (2019) provided detailed information in their meta-analysis
on how dyadic interventions were delivered, how they were structured, and whether dyad members
had shared goals; however, the intervention content and the involvement of the partner in the inter-
vention were not discussed.

Thus, despite the fact that evidence on the effectiveness of dyadic interventions is increasing,
potential active ingredients of such interventions, including for instance, the specific roles and invol-
vement of the couple members, still remain unknown. So far, this might also be due to a lack of
a common language for describing dyadic interventions or intervention techniques including the
interaction within the dyad. This precludes comparability between studies and creates a barrier
for reviews and meta-analyses synthesising the effectiveness of dyadic involvement in couple-
based interventions. The present systematic review aims to establish a reporting standard of
dyadic intervention content which accounts for the varying roles and involvement of each dyad
member in dyadic interventions.
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Types of dyadic interventions

Given the specific nature of dyadic interventions involving two persons, it is important to understand
which partner the intervention focuses on (e.g., see also Richards et al., 2017) and what specific roles
partners have during intervention delivery and subsequent implementation. Prior literature on
dyadic health behaviour change suggests that the degree of partner involvement represents a
meaningful characteristic when differentiating dyadic intervention content (Baucom et al., 1998;
Martire et al., 2010). Joint efforts in behaviour change are assumed to allow couples to draw more
efficiently from their joint pool of resources, in contrast to individual efforts that are supported or
assisted by the other partner (Fitzsimons et al., 2015; Lewis et al., 2006; Lyons et al., 1998). The per-
ception of, for example, a chronic illness of one partner as a shared problem or the adherence to HIV
medication as a shared goal that affects the couple as a whole, is assumed to enhance motivation for
cooperative action, enhance mutual support, and reduce individual coping efforts (Fitzsimons et al.,
2015; Lewis et al., 2006; Lyons et al., 1998). A stronger personal involvement of romantic partners
during the intervention delivery or subsequent implementation could be an enabling factor for
improved behaviour change. In this review, we propose a compendium that aims to systematise
the detailed reporting of dyadic intervention techniques (i.e., who performs what for whom). Such
detailed dyadic intervention description may encompass vital information concerning potential
moderator effects in the efficacy of dyadic interventions (e.g., joint techniques that are executed
together might be more effective than techniques that are not executed together).

Currently, there is no universally accepted and consistently applied definition of dyadic interven-
tions, resulting in different interpretations depending on context, study, and intervention design. For
example, even at the level of systematic reviews different criteria to refer to dyadic interventions as
interventions that actively or directly involve the other partner are used. Whereas in some reviews
‘involvement of the partner’ remained unspecified (Arden-Close & McGrath, 2017; Baucom et al.,
2012; Brandão et al., 2014; Richards et al., 2017; Shaffer et al., 2020), other reviews included
dyadic interventions where both romantic partners were present at the intervention (Buck et al.,
2018). To investigate dyadic interventions, it is important to create a shared language and
agreed-upon criteria defining a dyadic intervention. We refer to dyadic interventions as explicitly
addressing both members of a dyad as part of the intervention, with a range of techniques targeting
either one (focus person or partner) or both partners to change at least one dyad member’s health
behaviour. Interventions may thus range from partners simply sharing presence to explicitly interacting
with each other.

In order to account for the various ways in which partners can be involved in behaviour change
interventions, Scholz et al. (2020) suggested a classification of dyadic interventions according to their
degree of partner involvement during intervention delivery and subsequent implementation. The
framework can be used to classify interventions into different prototypes of dyadic interventions
and to distinguish between intervention techniques that focus on one versus two partners. The
types of dyadic interventions can be classified into two overarching categories: (1) Interventions
in which both partners receive an intervention and/or are present during an intervention, but the
two partners do not explicitly interact with each other (i.e., shared presence), and (2) interventions
in which the dyad is explicitly asked to interact with or refer to each other in some way (i.e., instructed
interaction) (see Table 1 for definitions and examples). Interventions categorised as (1) shared pres-
ence include interventions in which (a) the partner is merely present, i.e., both partners attend the
intervention, but at least one partner has no active role or task and receives information only pas-
sively (i.e., mere presence) or (b) interventions in which both partners perform a task in parallel
without interaction between each other (i.e., parallel). Prior research suggests that social proximity
might affect important determinants of health behaviour change in focus persons and their partners,
such as self-efficacy or emotion regulation (Aron & Aron, 1986; Beckes & Coan, 2011). Thus, dyadic
interventions only describing the mere presence of the partner should be conceptualised as distinct
from individual interventions regarding the processes they might initiate. Building on the original
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framework by Scholz et al. (2020), we classified interventions in which the partner is merely present
as a type of dyadic intervention with the lowest degree of partner involvement (see Figure 1). Inter-
ventions categorised as (2) instructed interaction include interventions that are (a) directed at one
partner who is explicitly asked to interact with or refer to the other partner during intervention deliv-
ery or subsequent implementation (i.e., cross-over) or interventions that (b) actively involve both
partners in the intervention task (i.e., joint, see Figure 1). Depending on the type of dyadic interven-
tion, different intervention techniques can be used. Interventions categorised as (1) shared presence
may include any technique that involves only one partner. Interventions categorised as (2) instructed
interaction may include any technique that involves an interaction with or reference to the other
partner, either directed at one partner or both (see Figure 1).

Intervention techniques in dyadic interventions

In recent years, considerable effort has been devoted to systematically identify and classify interven-
tion techniques (e.g., Bartholomew et al., 2006; Kok et al., 2016; Michie et al., 2013). Existing taxonomies
such as the behaviour change taxonomy (BCT; Michie et al., 2013) or the intervention mapping taxon-
omy (IM taxonomy; Kok et al., 2016) fundamentally contributed to behaviour change research. They
have facilitated the accumulation of evidence across contexts and the development of theory- and evi-
dence-based interventions (Bartholomew et al., 2006; Kok et al., 2016; Michie et al., 2013). However, the
majority of behaviour change techniques identified in existing taxonomies are at the level of the indi-
vidual (e.g., goal setting, self-monitoring) and those behaviour change techniques that do involve an
interaction with a non-professional dyad member to change health behaviour are still under-rep-
resented or not well differentiated in existing taxonomies. In the original BCT taxonomy (Michie

Table 1. Definitions and examples of different prototypes of dyadic interventions.

Definition Example

(1) Shared
presence

Interventions in which both partners receive an
intervention and/or are present during an
intervention, but the two partners do not
explicitly interact with each other.

a) Mere
presence

Interventions in which both partners are present and
attend the intervention, but at least one partner has
no active role or task and receives information only
passively.

Both partners jointly attend an education lesson
and one partner receives an individual
intervention task, e.g., individual planning.

b) Parallel Interventions in which both partners perform a task in
parallel without interacting with each other; i.e., both
partners receive an intervention and have an active
role or task beyond just passively receiving
information, but do not interact with each other.

Both partners jointly attend an education lesson
and both partners receive an individual
intervention task, e.g., individual planning.

(2) Instructed
interaction

Interventions in which both partners are explicitly
asked to interact with or refer to each other
during intervention delivery or subsequent
implementation, with either one partner being
instructed to interact with or refer to the other
partner in some way or with both partners jointly
performing an intervention task.

a) Cross-over Interventions that are directed at one partner who is
explicitly asked to interact with or clearly refer to the
other partner during intervention delivery or
subsequent implementation, but that do not have to
be administered to both partners.

One partner is instructed to provide support to the
other partner.

One partner is instructed to recognise health
consequences from the other partner’s drinking
behaviour.

b) Joint Interventions that actively involve both partners during
intervention delivery. Accordingly, joint dyadic
techniques cannot be implemented if only one dyad
member is present.

Both partners sign a joint behavioural contract.
Both partners engage in collaborative planning.
Both partners engage in a joint discussion about
their health behaviours.

4 S. DI MAIO ET AL.



et al., 2013), for example, the differentiation of ‘social support’ in unspecified, practical and emotional
support only broadly addresses different forms of support. This is despite the fact that reviews on
support interventions (e.g., Hogan et al., 2002) suggest that there is considerable variation in the
approach and concepts of support used. In the intervention mapping taxonomy, the role of others
(i.e., environmental agents) is more explicitly considered and processes of social support and social
influence are differentiated in more detail. However, other social exchange processes, such as commu-
nal coping (Lyons et al., 1998), companionship (Lüscher et al., 2022; Rook, 1987), or social control (Lewis
& Rook, 1999; Scholz et al., 2021) that have been introducedmore than two decades ago, are not or not
fully considered. Thus, taxonomies of individual behaviour change (e.g., Kok et al., 2016; Michie et al.,
2013) provide an excellent starting point for identifying potential dyadic intervention techniques. Yet,
a more differentiated view that considers important features of behaviour change techniques that are
unique to the dyadic context (e.g., who performs a specific task for whom) is needed. Importantly, we
argue that dyadic intervention techniques are more than a specific (i.e., dyadic) delivery mode of indi-
vidual intervention techniques. Rather, intervention techniques involving dyadic interaction are
unique in terms of their intervention content (e.g., setting a joint goal is distinct from setting an indi-
vidual goal) and should thus be explicitly identified.

Further, dyadic intervention techniques can be linked to different determinants underlying
behaviour change. So far, no model or theory of dyadic behaviour change exists that comprehen-
sively addresses all the different determinants underlying dyadic behaviour change. For this
reason, we used a meta-framework, the theoretical domains framework (TDF), outlining overarching
theoretical domains that were derived from synthesising theoretical constructs from 33 theories
related to behaviour change (Atkins et al., 2017; Cane et al., 2012). For instance, theoretical constructs
such as social support, social comparison, or learning/modelling are nested in the domain ‘social
influences’, whereas theoretical constructs such as action planning or self-monitoring are nested
in the domain ‘behavioral regulation’. Although not specific for the dyadic context, the TDF compre-
hensively describes related theoretical constructs of behaviour change nested in overarching
domains and therefore provides a heuristic model that can also be used to structure and categorise
dyadic behaviour change techniques. In the present paper and as suggested by Kok et al. (2016) we
refer to theoretical constructs that predict behaviour change as determinants.

Figure 1. Continuum of dyadic interventions.
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To systematically classify dyadic intervention techniques, the specific nature of dyadic inter-
vention techniques needs to be considered. We define a dyadic intervention technique (DIT) to
change behaviours as an observable and replicable intervention technique that explicitly involves
any form of interaction with, or clear reference to, a non-professional dyad member to change behav-
iour. The technique specifies who performs what for whom during intervention delivery or sub-
sequent implementation. The fact that two participants versus one participant are involved in
an intervention technique yields the need to explicitly state the role and involvement of each
dyad member in who is performing the intervention task and also whom the intervention task is
targeted at to account for the increased level of complexity. Thus, each dyadic intervention tech-
nique can be divided into different components: (1) the execution level of the intervention task
within the dyad (i.e., who performs the intervention task?), that describes two possible ways an
intervention task can be completed by the dyad members: alone by one partner or together by
the dyad. (2) the intervention task itself (i.e., what intervention task is being performed?), and
(3) the target level of the intervention task (i.e., whom is the intervention task targeted at?)
that defines whom the content of the intervention task is targeted at: one partner, the other
partner or the couple, for instance whose problem is attempted to be solved or whose goal is
being agreed upon.

The execution level of a technique defines whether it is a cross-over technique or a joint technique
(see Figure 1). Cross-over techniques are always executed by one partner alone (i.e., execution level)
and targeted at either the other partner or the couple (i.e., target level). Moreover, cross-over tech-
niques can also be performed simultaneously or in response to the other partner. This means that
cross-over techniques can be performed mutually by both partners. For example, both partners
can reciprocally provide support for the respective other partner (i.e., mutual cross-over technique).
Joint techniques are performed by the couple (i.e., execution level) and target either one partner
or the couple (i.e., target level). Joint techniques that target one partner can just as well be performed
mutually (i.e., mutual joint technique). For example, the couple can jointly (i.e., execution level) create
a plan (i.e., intervention task) for one partner (i.e., target level) and subsequently do the same for the
other partner (i.e., target level).

Different combinations of the execution level (i.e., who performs the intervention task?) and
target level (i.e., whom is the intervention task targeted at?), allow each intervention task (i.e.,
what intervention task is being performed?) to be potentially implemented as four dyadic interven-
tion techniques since each combination of execution level, intervention task, and target level is
referred to as a unique dyadic intervention technique. For example, the intervention task plans for
can, at the execution level, be performed by one partner (i.e., one partner plans alone) or by the
couple (i.e., the couple plans together). Further, if one partner plans alone, the plan can either be
targeted at the other partner (i.e., the partner who did not plan is supposed to enact the plan) or
the couple (i.e., the couple is supposed to enact the plan together). Similarly, if the couple plans
together, the plans themselves can either target one partner (i.e., one partner of the dyad is supposed
to enact the plan alone) or the couple (i.e., the couple is supposed to enact the plan together). The
couple (i.e., execution level) plans (i.e., intervention task) for one partner (i.e., target level) is also
known as dyadic planning (Knoll et al., 2017) or we-for-me plans (Kulis et al., 2022a). The couple
(i.e., execution level) plans (i.e., intervention task) for the couple (i.e., target level) are also known
as collaborative implementation intentions (Prestwich et al., 2012) or we-for-us plans (Kulis et al.,
2022a). It is important to note that, depending on the intervention task, the four theoretically poss-
ible combinations of execution level, intervention task, and target level may not always make sense
or may not have been implemented so far.

Objectives

As reviewed above, although a considerable number of dyadic health behaviour change interven-
tions have been conducted, no systematic classification and common language of dyadic
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intervention techniques exist. So far, active ingredients of dyadic behaviour change interventions
are far from understood and most dyadic interventions do not specify partner involvement (i.e.,
mere presence, parallel, cross-over, joint) or how exactly the intervention techniques were con-
ducted (i.e., execution level, intervention task, target level). Existing taxonomies of behaviour
change techniques do not sufficiently cover dyadic intervention techniques including who per-
forms what for whom. The present review contributes to the development of a shared and sys-
tematic way of reporting and describing dyadic interventions and their intervention content.
This will facilitate cumulative evidence synthesis in the long run. It will also serve as a starting
point for an agreed-upon and theory-based compendium of dyadic intervention techniques
that can be used for intervention development (for further information on the project, please
see: https://OSF.io/r43v6/).

Therefore, the primary objectives of this review are to summarise the current literature on dyadic
interventions with romantic couples that aim to change one or both partners’ health-enhancing (e.g.,
physical activity, nutrition) or health-compromising behaviour (e.g., smoking, alcohol consumption).
More specifically, we aimed to (1) characterise dyadic interventions according to their degree of
partner involvement (i.e., mere presence, parallel, cross-over, joint), and to (2) provide a comprehen-
sive list of dyadic intervention techniques used in interventions within a framework classifying
execution level, intervention task, and target level.

Method

The systematic review was conducted in compliance with the Preferred Reporting Items for Systema-
tic Reviews and Meta-Analysis (PRISMA; Page et al., 2021) guidelines. The protocol of the systematic
review is registered with the Prospective Register of Systematic Reviews database (ID number:
CRD42021261622; July 2021, available from: https://www.crd.york.ac.uk/prospero/display_record.
php?ID = CRD42021261622).

Search strategy

A comprehensive and systematic literature search was conducted in July 2021 across five elec-
tronic databases: EMBASE, Scopus, PsycINFO, PubMed, and Web of Science (Core Collection).
Search terms focused on the following concepts critical to the research question: ‘intervention’,
‘romantic couple’, and ‘health behaviour’ including different health-enhancing (i.e., ‘physical
activity’, ‘healthy diet’, ‘medication adherence’) and health-compromising (i.e., ‘smoking’,
‘alcohol consumption’, ‘sexual behaviors’) behaviours. Terms were mapped to controlled vocabu-
lary (e.g., MeSH terms) whenever possible and Boolean operators were used to combine the con-
cepts. The search terms were discussed and agreed upon by all project partners and reviewed by a
scientific librarian at the University of Zurich (see Supplement S1 for an example search term for
the database: Web of Science (Core Collection)). No limitation was set on publication status (pub-
lished, unpublished, in press, or in progress) or publication period. Identified related studies,
study protocols, and relevant systematic reviews and meta-analyses were also searched to ident-
ify other potentially eligible studies. Authors of included studies were contacted to identify any
further unpublished literature and ongoing studies and/or to obtain additional information on
relevant studies.

Inclusion and exclusion criteria

Studies were eligible for inclusion if they focused on (1) a dyadic intervention for (2) couples or
romantic partners to (3) change a health-enhancing (e.g., physical activity, nutrition) and/or
health-compromising behaviour (e.g., smoking, alcohol consumption). Dyadic interventions
were defined as interventions explicitly addressing both members of a dyad as part of the
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intervention covering different types of dyadic interventions as displayed in Figure 1 (see also
Scholz et al., 2020). Only intervention studies using a controlled design with at least one control
condition were eligible. Randomisation was not mandatory (e.g., RCT, non-randomised trials,
quasi-experimental trials) and no restriction on the type of comparison condition (e.g., active or
passive control group) was made.

There were no restrictions on the age of the participants, sexual orientation, setting, or location
of the study. Studies were excluded if they involved other types of dyads (e.g., mother–child,
friends, health professional-patient), if the intervention addressed more people besides the
romantic partner (e.g., other family members) or if studies did not only involve the romantic
partner but ‘others’ in general, if no health behaviour was addressed (e.g., if only a health
outcome such as weight, mental health, wellbeing, distress, or relationship satisfaction was
addressed), if the study design was only correlational, or if the study was published in any
other language than English.

Data selection and extraction

Results of database searches were imported into the Covidence© systematic review software
(Veritas Health Innovation, Melbourne, Australia, available at www.covidence.org) and duplicates
were removed. Records were double-screened independently by the two lead authors (SD and KV)
and trained student research assistants in a comprehensive two-step process: (1) all identified titles
and abstracts were screened against the pre-specified inclusion criteria (yes, maybe, no), and (2)
full texts of potentially eligible publications were obtained and screened for inclusion (yes, no).
Any disagreement regarding eligibility was resolved through discussions between three of the
authors (SD, KV, and CB) under the consultation of the other authors until a consensus was
reached. As a much greater percentage of studies was excluded than included in the title/abstract
screening, an adjusted kappa was calculated to account for the unbalanced distribution (Byrt et al.,
1993). Interrater reliability of both title/abstract screening and full-text screening was high with an
adjusted kappa of PABAK = 0.97 for the title/abstract screening and Cohen’s kappa = 0.88 for the
full-text screening. Figure 2 displays a PRISMA flowchart for the study selection process. To
obtain as much detail as possible on the content and instructions of each intervention, we con-
tacted the first authors of each included study requesting additional intervention materials and
descriptions.

Data were systematically extracted following the ‘template for intervention description and
replication’ (TIDieR; Hoffmann et al., 2014) and a custom-designed data extraction form
implemented in Covidence©. All available information (i.e., original paper and study protocol, con-
nected papers, and additional material provided by authors) was reviewed to extract relevant
details. Data extraction included information on key study characteristics (e.g., study design and
setting), the definition of romantic partners, relationship duration and partner´s role/task in the
intervention, participant characteristics, intervention characteristics, and intervention description,
health behaviour context/target behaviour, and outcomes of the study. Data were extracted and
coded by two trained student research assistants independently and one of the lead authors (SD or
KV) double-checked the form for accuracy and completeness. Any disagreement was resolved by
discussion between three of the authors (SD, KV, and CB) under the consultation of the rest of the
author team.

Risk of bias assessment

As the aim of the present systematic review was to comprehensively describe dyadic intervention
techniques and not to assess effects of the interventions, risk of bias of the included studies was
not conducted.
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Classification of the degree of partner involvement

Following data extraction, the degree of partner involvement was classified according to the con-
tinuum of dyadic interventions (see Figure 1) independently by the two lead authors (SD and KV)
and any disagreement was resolved by consensus. For classification, all available information (i.e.,
original paper and study protocol, connected papers, and additional material provided by authors)
was used. Partner involvement and interaction between partners were not unequivocally identifi-
able in all interventions. For example, some interventions did not provide detailed information on
role and interaction of partners, solely stating that couples received couple counseling together
without describing the content of the sessions or the role of each partner (n = 4), or stating that
the couple participated in the intervention as part of a bigger group without describing the part-
ners’ specific interaction (n = 4). Those interventions were conservatively classified as ‘mere pres-
ence’. Classification followed a hierarchical order, e.g., if at least one interaction between partners
was identified, the study was classified as a dyadic intervention with ‘instructed interaction’ (see
Figure 1). Frequencies of publication dates, targeted health behaviours, and partner characteristics
for each prototype of dyadic intervention (i.e., mere presence, parallel, cross-over, joint) were
counted and differences between prototypes regarding these characteristics were tested using
the Fisher’s exact test, considering different samples sizes across prototypes of dyadic
interventions.

Figure 2. Prisma flowchart of the study selection process.
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Extraction of specific dyadic intervention techniques

As the aim of this systematic review was the identification and classification of dyadic intervention
techniques that explicitly involved both partners of the dyad, in a second step of data extraction, we
focused solely on interventions including a form of instructed interaction between partners (see
Figure 1), i.e., interventions with at least one cross-over technique or joint technique, to extract
specific dyadic intervention techniques. Studies describing the same intervention were grouped
together. The response rate of all contacted authors (n = 128) for additional materials was 36% (n
= 46). Overall, 16% (n = 21) sent additional materials on intervention descriptions.

To extract and identify dyadic intervention techniques, any intervention description that included
either an instruction for one or both partners to interact or an instruction to refer to one partner or
the dyad was extracted by the two lead authors (SD and KV) and trained student research assistants.
Interventiondescriptionswere taken fromtheoriginal papers, and if available fromstudyprotocols, con-
nected papers and additional material provided by the authors. Extracted information was combined
and reviewedby the two leadauthors (SDandKV) andaprimary list of labelsof dyadic intervention tech-
niques was created in an iterative process identifying distinct techniques across studies. Feedback from
the other authors was obtained at several timepoints and incorporated into the process. Consensus on
the list of dyadic intervention techniques was reached via discussions with the author team.

Finally, two trained student assistants reassigned – independently from each other – all extracted
examples from each intervention included in the review to the final list of labels of dyadic interven-
tion techniques, and one of the lead authors (SD or KV) resolved any disagreement.

Extracted dyadic intervention techniques were clustered according to their theoretical determi-
nants (e.g., planning,modelling, social control) and sorted according to the domains of the theoretical
domains framework (Atkins et al., 2017; Cane et al., 2012). Further, dyadic intervention techniques
weremapped and,where applicable, namedaccording towording and labels identified anddescribed
in existing individual health behaviour change taxonomies by Kok et al. (2016) andMichie et al. (2013).
References to these taxonomies (Kok et al., 2016; Michie et al., 2013) are marked in the notes.

Counts of each dyadic intervention technique (i.e., each combination of execution level, interven-
tion task, target level) identified in the literature were indicated using a greyscale, with darker shades
indicating higher counts in the cells of the respective dyadic intervention technique. If dyadic inter-
vention techniques were applied mutually in the reviewed literature, i.e., a technique performed reci-
procally by both partners, the respective cell was marked with an asterisk (see Table 2).

Results

The flow diagram (Figure 2) outlines the search process and article disposition. We initially identified
165 articles through database and supplementary searches, based on the pre-defined eligibility cri-
teria. Publication dates ranged from 1981 to 2022, with 91% being published in or after 2000. Articles
reporting on the same intervention were grouped together. Consequently, 122 distinct interventions
reported in 165 articles were included in the review.

Descriptive characteristics of dyadic interventions

The characteristics of the included interventions and corresponding reports are summarised in the
Supplement (for interventions with shared presence see S3, for interventions including an instructed
interaction see S4). Moreover, a summary of characteristics across included interventions by category
of partner involvement can be found in the Supplement (S2). The interventions were conducted
across five different continents: America (n = 52), Europe (n = 18), Africa (n = 17), Asia (n = 17), Austra-
lia (n = 7), America/Africa (n = 1). However, n = 10 interventions did not provide any information on
the location. The majority of interventions (n = 106, 87%) used a randomised controlled trial design,
while the remaining n = 16 interventions (13%) used non-randomised designs. Across interventions,
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six different categories of health behaviour change were targeted. Specifically, 44 interventions tar-
geted multiple health behaviours, while the remaining focused on substance use (smoking, alcohol;
n = 27), sexual protective/risk behaviour (n = 22), physical activity (n = 19) and cancer screening (n =
6). Eating behaviours and medication adherence were addressed by two interventions each.

Couple definition and partner characteristics

The definition of couple varied substantially between interventions. Most commonly, self-report of
being married (e.g., Hartmann et al., 2018) or being in a committed relationship (e.g., Newcomb et al.,
2020) was used as the definition. Some studies specified additional criteria, such as defining the
minimum relationship duration ranging from three months (e.g., Koniak-Griffin et al., 2008) to
three years (e.g., O’Farrell & Murphy, 1995), or minimum cohabitation duration, varying from six
months (e.g., Knoll et al., 2017) to 12 months (e.g., Robinson et al., 2007). Furthermore, some inter-
ventions required a prospect of a joint future (e.g., Speizer et al., 2018) or daily contact between the
dyad members (i.e., Voils et al., 2020).

A great majority of interventions focused on mixed gender dyads (n = 84), while only two inter-
ventions specifically included same gender dyads (Martinez et al., 2018; Newcomb et al., 2020). The
remaining interventions either included both mixed and same gender dyads (n = 15) or did not
report the type of relationship (n = 21). Overall, about half of the interventions (n = 57, 47%) included
dyads from the general population. In n = 47 interventions (38%), one partner of the dyad had a
medical condition, and in n = 18 interventions (15%), both partners had medical conditions.

Dyadic intervention designs

A specific feature of dyadic interventions is that the person who receives the intervention (e.g.,
attends intervention sessions, receives intervention materials, or is instructed to do something)
may not necessarily be the person who is designated to change their health behaviour. Across inter-
ventions, we identified several possible combinations of dyadic interventions designs. The interven-
tion can be delivered to only one partner, with the focus of the health behaviour change being on
both partners (i.e., the dyad) or the other partner. For example, in an intervention by Wakefield and
Jones (1998), pregnant smoking women received a smoking cessation intervention with the aim of
helping both the women and their smoking partners to quit. On the other hand, also the other
partner, who does not receive the intervention, can be the focus of a health behaviour change inter-
vention. For example, Chan et al. (2008) conducted an intervention in which non-smoking mothers
of children with a disease received health information and were asked to share the information with
their smoking spouses, thereby encouraging them to quit smoking.

Likewise, the intervention can be delivered to the dyad with either both partners (i.e., the dyad) being
designated to change their health behaviour or only one of the partners. For example, Osuka et al. (2017)
conducted an intervention in which married couples attended exercise classes and were recommended
to exercise together and keep track of each other’s progress in order to improve long-term exercise
adherence among people aged 65 years and older. Similarly, the intervention by Fals-Stewart et al.
(2006) was received by both members of the dyad, i.e., women with alcohol problems, attending individ-
ual and couples’ behavioural therapy sessions together with their non-substance-abusing male partners.
However, only the female partner was designated to change the health behaviour with the male partner
being an active participant to help female partners remain abstinent. Within each dyadic intervention
design, the specific role of each partner and degree of partner involvement can be further specified.

Degree of partner involvement

Overall, interventions showed a great amount of variation in the nature and extent of the partner invol-
vement, covering the entire continuum of dyadic interventions (i.e.,mere presence, parallel, cross-over,
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joint). Figure 3 displays the frequency of interventions per prototype. Themajority of interventions (n =
90, 74%) involved at least one formof instructed interactionbetweenpartnerswith about three quarters
of them (n = 67) explicitly asking participants to do something jointly (i.e., joint), whereas in about one
quarter (n = 23) one partner was asked to interact in some formwith the other partner during interven-
tion delivery or subsequent implementation (i.e., cross-over). For instance, in joint interventions, part-
ners were asked to perform a joint target behaviour like engaging in short stretching exercises
together (Cho et al., 2020), set a joint goal to reduce HIV risk behaviours (El-Bassel et al., 2010, 2011;
NIMH, 2008), or jointly planned to engage in physical activity together (Wooldridge et al., 2019). In
cross-over interventions for example, one partner was asked to provide support to the other partner
following the intervention (e.g., Voils et al., 2009), to imagine the perspective and the experiences of
the other partner who was not present (Akers et al., 2020), to serve as a model or cue for the target
behaviour of the other partner in daily life (e.g., Gorin et al., 2020), or to share health information
with the other partner in future interactions (e.g., Chan et al., 2008).

The remaining n = 32 interventions were categorised as shared presence (i.e., mere presence
and parallel). In n = 13 interventions partners were asked to perform a parallel task not including
an interaction between them (i.e., parallel). For example, in one study each partner set their indi-
vidual activity goal at the same time (Gellert et al., 2011), while in another study, partners inde-
pendently, but in parallel attended motivational feedback sessions (Woodin & O’Leary, 2010). In
the other n = 19 interventions, the partner was merely present, not having an active role or inter-
action during the intervention procedure (i.e., mere presence). For instance, dyad members
attended sessions on safe sexual behaviour (Delavande et al., 2016), pregnant women received
tailored coaching on maternal health behaviours with their male partners being invited to
attend (Oostingh et al., 2020; van Dijk et al., 2020), or data were assessed from both partners
such as for example weight status and adherence to weight control behaviours from patients
seeking bariatric surgery and their romantic partners (Ferriby et al., 2019). However, neither of
these interventions explicitly described an active role of the partner or a specific interaction
between partners in the intervention. As mentioned previously, interventions in which the
partner was present, but it remained unclear if or how partners actively interacted with each
other, for example receiving couple counseling (e.g., Becker et al., 2009) or participation in
group activities (e.g., Dracup et al., 1984), were classified as mere presence.

Comparing characteristics of interventions with varying degree of partner involvement

An analysis of publication date revealed no temporal effect on the prototype of dyadic interven-
tions. The publication date between interventions classified as instructed interaction (i.e., cross-over
or joint) and shared presence (i.e., mere presence or parallel) did not significantly differ (p = .142).
Therefore, there was no evidence of a change in the use of prototype of dyadic intervention
over the years.

Figure 3. Frequency of interventions per prototype of dyadic interventions.
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Healthbehaviours.Among interventions including instructed interactionbetweenpartners, themajority
of interventions targeted one single health behaviour (71%), whereas most of the interventions with
shared presence of partners targeted multiple health behaviours (i.e., more than one) at once (56%).
Overall, therewas a large overlap of the health behaviours targeted by the interventions across categories
(i.e., instructed interactionand sharedpresence), except for cancer screeningandhealthyeating,whichwere
exclusively represented in interventions with instructed interaction (see Supplement S2).

Comparing targeted health behaviours in interventions categorised as joint versus cross-over as
well as parallel versus mere presence, indicated only few differences (see Supplement S2). For
instance, cross-over interventions tended to target substance use more often (43%) compared to
joint interventions (21%), though this difference was not statistically significant (p = .054). Moreover,
more than one-third of interventions with mere presence – but no parallel intervention – focused on
sexual protective/risk behaviour (37%; p = .025). Further, parallel interventions more often focused
on substance use (23%) compared tomere presence interventions (of which none targeted substance
use), though this also did not reach statistical significance (p = .058). Healthy eating behaviours were
targeted only by cross-over interventions (9%, p = .063). Again, the differences remained on a descrip-
tive level only.

Dyad characteristics. Dyad characteristics (e.g., mixed and same gender dyads) were similar
between prototypes of dyadic interventions (see Supplement S2). A higher proportion of interven-
tions with shared presence (34%) included dyads with both partners having a medical condition com-
pared to interventions with instructed interaction (8%; p <.001). Further, a higher proportion of
dyads with one partner having a medical condition were present in interventions with instructed
interaction (50%) compared to interventions with shared presence (6%; p <.001). Overall, cross-over
interventions (52%), parallel interventions (54%) and interventions with mere presence (63%)
mainly included dyads without a medical condition.

Dyadic intervention techniques to change behaviour

To specifically understand how partners were involved, dyadic intervention techniques
implemented in the 90 interventions classified as instructed interaction were extracted in detail.
Within these interventions, we extracted 76 distinct intervention tasks (i.e., what is being per-
formed?) that were implemented as 160 different dyadic intervention techniques (i.e., who performs
what for whom) to change health behaviour. These techniques were applied 722 times across the
interventions with instructed interaction (see Table 2).

The extensive review of the extracted techniques served as the basis for the conceptual develop-
ment of the definition of dyadic intervention techniques (DITs). We refer to dyadic intervention tech-
niques as a composition of (1) the execution level of the intervention task within the dyad, (2) the
intervention task itself, and (3) the target level of the intervention task (see Figure 1 for the conceptual
overview). The compendium depicts a matrix of all identified dyadic intervention techniques nested
in 30 identified theoretical determinants (i.e., theoretical predictors of behavioural change), which in
turn are nested in 10 domains of the theoretical domains framework (e.g., skills or social influences;
Atkins et al., 2017). The heat map of the compendium depicts the frequency of use, that is how often
each dyadic intervention technique (i.e., who performs what for whom) was applied across all inter-
ventions. The frequency of use of each dyadic intervention technique varied between being
implemented in only one single intervention to being implemented in 25 interventions. It has to
be noted that intervention tasks are not always fully distinct. Thus, some instructions from interven-
tion descriptions were assigned to more than one dyadic intervention technique. For example, in an
intervention including couples with one partner being addicted to alcohol, the other partner was
instructed to identify triggers for their partners’ alcohol consumption and to create plans including
alternative behaviour (Flanagan et al., 2019; Worden et al., 2015). This exercise would reflect the inter-
vention tasks one partner creates a coping plan for the other partner as well as one partner identifies
barriers with identification of solutions (problem solving) for the other partner.
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Of the 76 intervention tasks (i.e., what is being performed?), n = 23 intervention tasks were similar to
behaviour change techniques from existing health behaviour change taxonomies (Kok et al., 2016;
Michie et al., 2013). This includes for example planning, cue control, or goal setting. Overlap of interven-
tion tasks with techniques from existing taxonomies are indicated by exponent digits following the
label of the intervention task (see Table 2). However, the majority of intervention tasks were unique
to the dyadic setting and were not yet covered by previous taxonomies, such as sharing health infor-
mation, practicing communication skills for health behaviour, or engaging in cooperative action.

Frequency of dyadic intervention techniques

We counted the frequency of use of each dyadic intervention technique (i.e., who performs what for
whom), arriving at a total use of 722 times across the 90 interventions classified as instructed inter-
action. Specifically, dyadic intervention techniques were applied 242 times (34% of overall frequency
of use) as cross-over techniques (i.e., performed by one partner) and 480 times (66%) as joint tech-
niques (i.e., performed by the couple) (see Table 2).

Cross-over techniques vs. joint techniques. Of the 722 total applications, about one-third (31%, n =
221) were cross-over techniques that targeted the other partner, i.e., one partner performed the inter-
vention task for the other partner (e.g., one partner receives education for supporting the other partner
or one partner demonstrates the health behaviour to the other partner). Cross-over techniques that tar-
geted the couple were applied in 3% (n = 21) of all frequency counts, i.e., one partner performed the
intervention task for the couple (e.g., one partner recognises relationship consequences from health
behaviour of the couple or one partner monitors the couple). In contrast, half (50%, n = 360) of the
total applications were joint techniques targeting the couple, i.e., the couple performed the interven-
tion task for the couple (e.g., the couple adopts an attitude of being a team for the health behaviour
change of the couple or the couple performs the health behaviour for the couple). In 17% (n = 120) of
the overall frequency of use, dyadic intervention techniques were performed by the couple and tar-
geted one partner, i.e., the couple performed the intervention task for one partner (e.g., the couple
identifies and changes behaviour that serves as a trigger for one partner or the couple identifies effective
support behaviours for one partner).

Couple-level vs. individual-level target. Overall, the majority of all applied dyadic intervention tech-
niques had a couple-level target (53%, n = 381) compared to an individual-level target (47%, n = 341),
for instance, the couple sets a goal for the couple (n = 16) versus for one partner (n = 5) or the couple
plans for the couple (n = 17) versus for one partner (n= 9).

Most frequently employed dyadic intervention techniques. Altogether, the most frequently
employed dyadic intervention techniques to change health behaviour were the couple practices com-
munication skills for health behaviour of the couple (n = 25), the couple practices skills for health behav-
iour of the couple (n = 23), and the couple identifies barriers with identification of solutions (problem
solving) for the couple (n = 20). In total, 52 dyadic intervention techniques were used each in one
intervention only, such as the couple identifies behavioural substitution for the couple (n = 1) or one
partner prompts self-monitoring of the other partner (n = 1).

Frequency of dyadic intervention techniques across TDF domains. Comparing frequencies of use of
dyadic intervention techniques (i.e., how often dyadic intervention techniques were applied across
all interventions) between the domains of the TDF (Atkins et al., 2017), we found that dyadic inter-
vention techniques nested within the domain of social influences were used 198 times (27%), fol-
lowed by dyadic intervention techniques nested in the domain of behavioural regulation that
were applied 185 times (26%), and the domain of goals where dyadic intervention techniques
were used 80 times (11%) across all interventions.

Dyadic intervention techniques for changing support behaviour. We further identified a set of dyadic
intervention techniques that specifically aimed to change support behaviours as the most proximal
behavioural outcome (see Table 2). We identified several dyadic intervention techniques to change
support behaviour that were unique in terms of their intervention content, such as one partner
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Table 2. Compendium of dyadic intervention techniques to change health behaviours.
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Table 2. Continued.

Notes: Legend and respective numbers in the cells show frequencies of use of the dyadic intervention techniques to change health behaviour across n = 122 interventions, ranging from n = 1 – n = 25.
Mutually executeddyadic intervention techniques are indicatedwith an asterix (*) in the respective cells. The following techniques fromtheBehavioral Change Taxonomy (BCT,Michie et al., 2013) and from
the Intervention Mapping Taxonomy (IM Taxonomy, Kok et al., 2016) overlap with techniques from the present compendium: 1 BCT: pros and cons, 2 BCT: Information about health consequences, IM:
consciousness raising, personalised risk, 3 BCT: social reward (outcome or behaviour), material reward, non-specific reward IM: provide contingency rewards, 4 BCT: remove reward, 5 BCT: incentive, 6 BCT:
goal setting (behavioural outcome), IM: goal setting, 7 BCT: commitment, 8 BCT: review goals, 9 BCT: behavioural contract, 10 BCT: prompts/cues, IM: cue altering, 11 BCT: reduce prompts/cues, restructuring
the social environment, restructuring the physical environment, IM: stimulus control, 12 BCT: action planning, IM: implementation intentions, 13 BCT: problem solving: barrier identificationwithout solution
is not sufficient, IM: planning coping responses, participatory problem solving, 14 BCT: monitoring of behaviour by others with/without feedback, IM: self-monitoring of behaviour, 15 BCT: behavioral
substitution, IM: counterconditioning, 16 BCT: behavioural practice/rehearsal, IM: counter conditioning, 17 IM: modelling, 18 IM: shifting perspective, 19 BCT: social support (practical), 20 BCT: social
support (emotional), 21 BCT: social support (unspecified), 22 IM: mobilising social support, mobilising social networks, 23 IM: persuasive communication, coercion. † Labels and definitions originate
from the TDF (Atkins et al., 2017; Cane et al., 2012).
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adopts a positive attitude to provide support to the other partner (n = 6) or one partner identifies
effective support behaviours for the other partner (n = 9). Additionally, we also identified dyadic inter-
vention techniques that target the regulation of support behaviour and that use similar intervention
tasks, e.g., planning, goal setting, or monitoring, as those dyadic intervention techniques to change
health behaviour. We clustered all those dyadic intervention techniques targeting behaviour-
specific support whose intervention tasks overlap with dyadic intervention techniques to change
health behaviour within the determinant support regulation.

Mutual execution of dyadic intervention techniques. A total of n = 39 dyadic intervention tech-
niques of the compendium were executed mutually as indicated by an asterisk in the respective
cells. For example, in an intervention by Winters-Stone et al. (2012), romantic partners were sup-
posed to coach each other while exercising, and thus, one partner was instructed to take on the
role as coach for the other partner, before the other partner was then instructed to adopt the role
as a coach for their partner.

Discussion

This systematic review aimed to provide an overview of the landscape of existing dyadic interventions
with romantic couples and the dyadic intervention techniques used in these interventions to change
health behaviour. We introduced a newly revised systematic framework for classifying dyadic interven-
tions according to their degree of partner involvement (based on Scholz et al., 2020), and a novel com-
pendium of dyadic intervention techniques (DITs) used in these interventions that describes the dyadic
intervention techniques’ execution level, intervention task, and target level. The compendiumof dyadic
intervention techniques offers a first step for more systematic reporting and description of dyadic inter-
vention content in all its complexity. The present review also provides a basis for the development of a
theory-based and agreed-upon compendium that aims to facilitate the development and evaluation of
dyadic interventions and dyadic intervention techniques (for further information on the project, please
see: https://OSF.io/r43v6/). This will help to broaden our understanding of dyadic behaviour change.

This systematic review makes several conceptual contributions to the existing literature. Due to the
lack of structural and conceptual clarity in the dyadic health behaviour change literature, we proposed
a definition of dyadic interventions that includes any type of intervention that explicitly addresses both
members of a dyad as part of the intervention procedure, with a range of techniques targeting either
one (focus person or partner) or both partners to change at least one dyadmember’s health behaviour.
Accordingly, also interventions that solely apply individual behaviour change techniques but in which
the other partner is at least present or performs a task in parallel (i.e., shared presence) are considered
dyadic. Interventions including any type of instructed interaction with or reference to the other partner
were focused onmore closely in the present review (i.e., instructed interaction). To better describe what
happens in such instructed interactions between dyad members, we further introduced a compen-
dium of dyadic intervention techniques (DITs). This compendium accounts for the complexity of
dyadic intervention techniques by defining and distinguishing in a systematic manner between impor-
tant features of the involvement of the dyad member in the technique. That is, a dyadic intervention
technique results from a combination of an execution level (i.e., who performs the intervention task?),
an intervention task (i.e., what is being performed?), and a target level (i.e., whom is the intervention
task targeted at?). The fine-grained differentiation of the execution and target levels when defining a
dyadic intervention technique systematically describes partner involvement in each intervention task,
and thus, has important implications for intervention development and the assessment of the effec-
tiveness of dyadic intervention techniques.

Main results of the review

The results revealed that the majority of the reviewed interventions instructed an interaction
between the dyad members using cross-over techniques or joint intervention techniques (74%),
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whereas in only 26% of the interventions the partner was merely present or received a parallel task
without any explicit interaction between the partners. We observed no significant shift in the use of
dyadic interventions over time, meaning that actively involving both partners has continuously been
the preferred way to intervene in couple interventions to change health behaviour. We found a large
overlap of targeted health behaviours between interventions with instructed interaction and inter-
ventions with shared presence. Prototypes of dyadic interventions did not differ in terms of their tar-
geted health behaviours. Nevertheless, it can be assumed that the level of interdependence in the
target behaviour of romantic partners could influence the choice of an intervention. For example, it
stands to reason that couples would set joint goals and jointly plan for their sexual protection beha-
viours, such as condom use. In contrast, in interventions targeting medication adherence of one
partner, the other partner’s presence at an education session might be sufficient.

The dyadic intervention techniques targeted determinants across nearly all domains of the theor-
etical domains framework (Atkins et al., 2017). This is in line with prior findings indicating the impor-
tance of dyadic interaction throughout various stages of behaviour change (Rhodes et al., 2002). In
total, 76 different intervention tasks (i.e., what is being performed?), and 160 different dyadic inter-
vention techniques (i.e., who performs what for whom?) to change health behaviour were extracted
from the included studies, indicating an abundance of possibilities to promote health behaviour
change in dyads. Notably, a majority of these dyadic intervention techniques were performed by
the couple (i.e., joint techniques), whereas fewer were performed by one partner alone (i.e., cross-
over techniques). Most joint techniques targeted the couple, whereas only a few joint techniques tar-
geted one partner. For instance, more interventions instructed the partners to create couple-level
plans, set couple-level goals, or to recognise the couple-level risk of a health behaviour, instead
of jointly planning, setting goals, or recognising health risks for only one partner. This is in line
with theoretical propositions suggesting that increased partner involvement in behaviour change
holds more potential for successful behaviour change (Fitzsimons et al., 2015; Lewis et al., 2006).
Cross-over techniques primarily targeted the other partner, including tasks such as receiving education
about support, providing instrumental, informational, emotional, or unspecified support or taking on the
role as a coach for the other partner. It is conceivable that many of these intervention tasks would
have been subsumed under ‘support provision’, when using existing taxonomies to code individual
intervention techniques (Bartholomew et al., 2006; Kok et al., 2016; Michie et al., 2013). The great
variety of intervention tasks of the present compendium that instructed on how to encourage,
how to support, or how to understand the partner, empathises the importance of a more fine-
grained way to describe dyadic intervention content as will be facilitated by the compendium.

The most commonly used dyadic intervention techniques instructed the couples to practice com-
munication skills, to practice (other) skills, or to engage in problem solving for the health behaviour of
the couple. The great focus on improving couple-level skills might be attributed to the fact that the
joint execution of skills requires more complex behavioural scripts than the individual execution of
skills in order to be effective (van der Wel et al., 2021). For example, joint problem solving necessi-
tates discussion and coordination to reach a satisfactory agreement on the type of problem and its
solution, whereas individual problem solving usually does not require such interpersonal arrange-
ments (van der Wel et al., 2021). Assuming that romantic partners communicate and coordinate
well, couple-level skills can unlock additional resources (Rusbult & Van Lange, 2003). For instance,
jointly solving a problem, as opposed to individual problem solving, might aid the identification
of barriers and solutions through good communication and mutual cooperation, partners might
be able to expand on each other’s ideas and perspectives, anticipate additional needs or difficulties,
and identify synergies regarding interests and skills more easily. Jointly arranging an active vacation,
for example, might lead to the agreement to do a multi-day bike tour for which one partner selects
the route and commits to navigate throughout the tour, while the other partner agrees to take care
of bike tools and maintenance of the bikes throughout the tour. In addition, a positively experienced
conversation about the bike tour has the potential to strengthen the emotional bond between part-
ners, increasing their commitment to the tour and the coordinated action required to make the bike
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tour possible. The relatively high number of interventions that instructed couples to practice their
communication about health behaviour and support behaviours, seems promising in light of prior
findings highlighting the importance of couple communication for successful behaviour change
(Dailey et al., 2011). In a similar vein, many intervention tasks aimed at improving the quality of
support attempts, such as receiving education for supporting, adopting a positive attitude to
provide support, or identifying support needs. Prior studies have shown that social support
should be tailored to recipients’ needs to be positively associated with health (Lee et al., 2019;
Selcuk & Ong, 2013; Thong et al., 2006). Thus, the reviewed dyadic interventions that aim to directly
improve support behaviour seem particularly promising.

Importantly, as the compendium at this point only includes dyadic intervention techniques
extracted from the literature, it needs to be highlighted that there may be additional dyadic tech-
niques that are not yet included. Therefore, the compendium cannot be interpreted as an exhaustive
list of all possible dyadic intervention techniques. Similar to the evolution of the BCT taxonomy
(Michie et al., 2013) into a behaviour change intervention ontology (BCIO, Marques et al., 2023),
the present compendium serves as a starting point for the development of an agreed-upon and
theory-based compendium of dyadic intervention techniques.

Contributions of the review

This review significantly contributes to the systematic description of dyadic interventions. The newly
revised continuum of dyadic interventions developed by Scholz et al. (2020) allows for a systematic
classification into different prototypes of dyadic interventions based on the degree to which the
partner is involved. This is particularly important because the different prototypes of dyadic interven-
tions might trigger different processes (i.e., mechanisms of action, Moore & Evans, 2017) linked to behav-
iour change (Scholz et al., 2020). Prior evidence suggests that individual performance (e.g., as response to
an intervention task) is interdependent with the social context (Gully et al., 2002). For example, close
partners are assumed to share memory resources (Wegner et al., 1991) or to automatically expand
their self-concept by the resources of others, leaving more capacity for the individual to acquire new
skills or qualities (Aron & Aron, 1986). Accordingly, the social baseline theory (Beckes & Coan, 2011)
posits that individuals, when with others, automatically adjust their expectations about the availability
of their own personal resources by including those resources expected to be available from the social
setting. This might hold individuals in a state of relative calm with lower need for emotion regulation
or self-regulation when facing situational challenges when with others as opposed to being alone
(Beckes & Coan, 2011). The beneficial effect of social proximity increases with greater familiarity or inter-
dependence of the social environment so that the presence of a romantic partner is assumed to be par-
ticularly beneficial for self-regulation processes (Beckes & Coan, 2011). Thus, dyadic interventions with
shared presence might foster important mechanisms of action in focus persons (e.g., memories, self-
efficacy, attention, helpful cognitions, and emotions) simply by physical proximity, and in partners
(e.g., knowledge, attitudes, self-efficacy) by observing the intervention or performing a task in parallel.
Interventions with an instructed interaction that use dyadic intervention techniques, either by targeting
one partner (i.e., cross-over techniques) or by targeting both partners jointly (i.e., joint techniques) are likely
to trigger additional processes of social exchange, such as supportive interactions (Burkert et al., 2011) or
relational mechanisms such as communal coping (Lewis et al., 2006). Interdependence theory posits that
any kind of joint engagement for a health outcome of one partner or the couple increases coordination
between dyad members and activates ability-related traits and behaviours, such as problem-solving or
improved action taking (Rusbult & Van Lange, 2003).

More theoretical work is needed to generate hypotheses about the dyadic mechanisms triggered
by different prototypes of dyadic interventions. Moreover, subsequent empirical work needs to test
these assumptions. The specific dyadic mechanisms of action (Connell et al., 2019) triggered by inter-
ventions with instructed interaction may also depend on the specific dyadic intervention techniques
used (see more detailed discussion of this below).
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Furthermore, the review makes an important contribution to systematically label and character-
ise dyadic intervention techniques used in interventions that include an instructed interaction. The
proposed compendium accounts for the complexity of these techniques by defining and dis-
tinguishing important features such as execution level, intervention task, and target level. This
can assist future researchers in describing and identifying instructed interactions in detail,
which can provide valuable insights into moderator effects, such as who executes an intervention
task or whom the intervention task is targeted at. The IM taxonomy (Kok et al., 2016) acknowledges
the importance of the social environment for behaviour change by conceptualising environmental
agents (e.g., couples, romantic partners) as potential recipients of intervention tasks for the behav-
iour change of a focus person. However, in the IM taxonomy, environmental agents do not only
refer to individuals at the interpersonal level (e.g., teachers, partners, parents), but also to stake-
holders at an organisational, community, or societal level. This way, authors of the IM taxonomy
describe rather broad social influences that are predicted to change environmental conditions
(Kok et al., 2016). The present compendium, in contrast, focuses on instructed interaction at an
interpersonal level with the goal to facilitate at least one person’s health behaviour. In part, the
present compendium builds upon existing taxonomies (e.g., BCT taxonomy; Michie et al., 2013;
IM taxonomy, Kok et al., 2016) by zooming in on previously described behaviour change tech-
niques that involve an instructed interaction with another (non-professional) person. To ensure
comparability to individual intervention techniques we adapted existing labels wherever possible.
The majority of intervention tasks were not covered by previous taxonomies (e.g., shares health
information with the partner, practices communication skills for health behaviour, or engages in coop-
erative action). A total of 23 out of the 76 intervention tasks (i.e., what is being performed?)
extracted in the present review closely resembled behaviour change techniques in individual
health behaviour change taxonomies (Kok et al., 2016; Michie et al., 2013). For instance, planning,
controlling cues, or setting goals. In these cases, the intervention task itself was comparable to exist-
ing BCTs, but they were adapted significantly for dyadic use (e.g., instead of planning for oneself,
the couple plans together for one person or the couple plans together for themselves). The explicit
involvement of another individual in an intervention task yields an important qualitative difference
compared to a traditional individual behaviour change technique. We propose that the involve-
ment of a partner in an intervention task (i.e., either at the execution or target level) creates a
different experience from executing an intervention task alone (or with a professional interven-
tionist), and thus will foster different mechanisms of action. Unlike a simple mode of delivery,
which defines how the intervention content (i.e., intervention task) is delivered (Marques et al.,
2021), a dyadic intervention technique defines what content is brought to participants. For
example, a goal-setting task can be delivered in written or oral form, which is the mode of delivery.
The content of an intervention task (i.e., what the participants perform to accomplish the goal-
setting task) does not change depending on the mode of delivery. If two versus one person are
instructed to set a goal together, this directly influences what participants do during the goal-
setting task, e.g., discuss, consult or potentially monitor each other’s actions. Dyadic intervention
techniques therefore extend individual intervention techniques as they are assumed to instigate
natural processes in everyday life that primarily evolve from the instructed interaction with a
close other. However, the specific processes that are triggered by dyadic intervention techniques
are still not well understood.

Moreover, the compendium of dyadic intervention techniques will facilitate the identification of
mechanisms of action (MoA; Connell et al., 2019), which are the psychological, physical, or social pro-
cesses, that can influence, maintain, or catalyse a change in behaviour (Carey et al., 2018; Connell
et al., 2019; Moore & Evans, 2017). Both individual and dyadic intervention techniques are
assumed to modify or stimulate mechanisms of action for behaviour change. Understanding the
link between dyadic intervention techniques and mechanisms of action is crucial to understand
dyadic behaviour change and to facilitate the development of effective intervention designs.
Strongly theory-driven, the IM taxonomy was the first taxonomy to provide theory-based
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assumptions about the link of behaviour change techniques with psychological variables and regu-
latory processes preceding behaviour change (Kok et al., 2016). Recently, there has been consider-
able effort to identify BCT-MoA links to understand individual behaviour change (Carey et al.,
2018; Connell et al., 2019; Michie et al., 2018; Schenk et al., 2023). Literature review and expert con-
sensus showed that even at the level of individual behaviour change there is great diversity in how
specific BCTs influence certain MoAs (Carey et al., 2018; Connell et al., 2019). As shown in the present
review, introducing a partner in the process of behaviour change increases the complexity of inter-
vention techniques themselves and thus likely also increases the diversity of potential MoAs for
behaviour change. As dyadic intervention techniques involve two people (e.g., the couple plans
for the couple), MoAs might act through intrapersonal mechanisms at the individual level (e.g., indi-
vidual planning) and/or through interpersonal mechanisms at the couple-level (e.g., collaborative
social control; Kulis et al., 2022), both of which can facilitate behaviour change (see also Lewis
et al., 2006). The proposed framework of dyadic intervention techniques, specifying who performs
which intervention task for whom, will serve as an important basis to identify different sets of
dyadic intervention techniques (e.g., techniques with a joint execution or joint target level) that
uniquely stimulate certain MoAs.

According to the transactive goal dynamics theory (Fitzsimons et al., 2015), the pool of couple-
level resources (e.g., skills, mental and physical capacities, energy, or time) increases with greater
interdependence of goals (e.g., being physically active together), pursuits (e.g., blocking time for
each other, monitoring progress of each other), and outcomes (e.g., joint weight loss) between
romantic partners (Fitzsimons et al., 2015). The theory suggests that having similar goals for
the other partner or for them as a couple (i.e., shared goal representation), understanding and
recognising needs and resources of the partner (i.e., responsiveness), as well as the efficient
coordination of efforts facilitating behaviour change, predicts the extent to which dyad
members unlock couple-level resources and show improved behaviour change (Fitzsimons
et al., 2015). Dyadic intervention techniques might influence both, the extent to which behaviour
change efforts between partners are intertwined as well as important factors facilitating the
efficient use of the pooled resources. For instance, dyadic intervention techniques, where dyad
members set goals, plan, or solve a problem together, should improve shared goal representation
as partners agree on goals and means of how to pursue them. Dyadic intervention techniques,
such as sharing thoughts and feelings towards health behaviour, identification of support needs,
or practice of communication skills about support behaviourmight improve partner responsiveness
to recipients’ needs in behaviour change efforts and therefore improve coordination and also
relationship satisfaction. Other dyadic intervention techniques make the use of pooled resources
even more visible. For instance, instructing the couple or one partner to set an external cue,
prompt self-monitoring, demonstrate health behaviour or to take on the role as a coach for the
other partner. Further considerations on the link between dyadic intervention techniques, mech-
anisms of action (MoAs), and successful behaviour change can be informed by hypotheses from
communal coping theory (Lewis et al., 2006). This theory suggests that motivation to cope with a
problem together and to engage in cooperative action is higher if dyad members perceive a
problem as shared, rather than individual (Lewis et al., 2006; Lyons et al., 1998). Thus, intervention
tasks such as adopts an attitude of being a team for the health behaviour change of one partner or
the couple, as well as engages in cooperative action for the health behaviour of one or both partners
should increase the intention of dyad members for communal coping and facilitate cooperative
action.

So far, no comprehensive model or framework of dyadic behaviour change exists that addresses
different MoAs underlying dyadic behaviour change. However, using the structure of the theoretical
domains framework (Atkins et al., 2017; Cane et al., 2012) allows for the categorisation of related
theoretical constructs in a meaningful way. This can be used as a first step for more elaborated
empirical research on the underlying processes and MoAs through which dyadic intervention tech-
niques stimulate behaviour change.
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Effectiveness of dyadic intervention techniques

Creating a systematic reporting and shared language of dyadic intervention techniques will facilitate
data syntheses for testing the effectiveness of dyadic interventions. It needs to be acknowledged
that the explicit bottom-up approach, as done in the present review, does not allow conclusions
about the significance or effectiveness of single dyadic intervention techniques, yet. However, pro-
viding a systematic approach for describing dyadic interventions, including dyadic intervention tech-
niques used, is a first important step to shed more light on the heterogeneity of couple interventions
and their effectiveness. Preliminary evidence suggests that different constellations of the target
levels (i.e., whether an intervention task targets the couple or one partner) of the same intervention
task (i.e., planning) are not equally effective. Kulis et al. (2022a) demonstrated improved physical
activity when dyad members (including, but not limited to romantic couples) jointly planned for
one partner (i.e., ‘we for me’) compared to a control condition. However, this was not the case for
dyad members who jointly planned for the dyad (i.e., ‘we for us’, collaborative planning; Kulis
et al., 2022a). Which components of dyadic intervention techniques (i.e., who performs what for
whom?) will uncover meaningful differences empirically needs to be examined by future research.

The precise description of dyadic intervention techniques will also enable the identification of
optimal matches between dyadic intervention techniques and dyad characteristics. For example,
intervention tasks performed by the couple (i.e., joint execution level) and targeted at only one
partner (i.e., individual target level) may be more effective in case one partner is in greater need
to change their health behaviour, such as due to a medical condition. In contrast, when behaviour
change is equally desirable for both partners, joint techniques targeting only one partner might even
diminish intervention effectiveness in some circumstances. For example, a study by Keller et al.
(2020) showed that randomly assigned target persons from couples of a dyadic planning condition
(instructed to plan together only for the randomly assigned target person) to increase physical
activity had – particularly in case of low relationship quality – the least favourable effects on physical
activity compared to target persons from an individual planning condition and a no-planning control
group. The authors concluded that randomly determining the target person of the intervention
undermined dyadic processes and created inequity within the dyad that might have been
counter-productive (Keller et al., 2020). For such intervention designs, a mutual form of dyadic plan-
ning may be more promising, where partners first plan together for one, and then for the other
partner. Our compendium should encourage researchers to specifically pay attention to the fit
between dyadic intervention techniques and dyad characteristics and the possible dynamics that
may result.

The findings of the present review emphasise the need for more differentiated analyses when
examining effectiveness of dyadic interventions. Meta-analyses could account for the heterogeneity
of couple interventions by differentiating effects for the prototypes of dyadic interventions, different
health behaviour domains, specific combinations of execution and target level (e.g., cross-over tech-
niques versus joint techniques), or specific dyadic intervention techniques. The synthesis of evidence
for the prototypes of dyadic interventions as well as combinations of execution and target level can
thus be guided by the conceptualisations of the present review. However, it is important to note that
the compendium does not represent a coding taxonomy like the BCT taxonomy (Michie et al., 2013).
It does not guarantee distinctiveness of the different intervention tasks (e.g., identification of effective
support behaviour, provide emotional support, etc.). Therefore, evidence synthesis for single interven-
tion tasks based on the compendium should be conducted with caution, considering potential
overlaps.

Boundary conditions of dyadic intervention techniques to change health behaviour

With the detailed description of different features of dyadic interventions that we extracted in this
review, we can begin to establish theoretical assumptions and empirical findings in terms of when
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and for whom certain types of dyadic interventions or dyadic intervention techniques might be par-
ticularly effective, ineffective, or even potentially harmful (i.e., boundary conditions).

The choice of the appropriate dyadic intervention type and dyadic intervention technique should
depend on the structural context, which includes aspects such as the targeted health behaviour, the
target of the intervention (one partner vs. the couple), the characteristics of the setting, as well as the
unique characteristics of the partners (e.g., health status, role within the relationship, attachment
style) and/or dyad characteristics (e.g., type of relationship, relationship dynamics, relationship sat-
isfaction). For instance, some health behaviours are inherently dyadic in nature (e.g., safer sex), where
both members of the dyad share equal responsibility and accountability for execution. In such cases,
dyadic intervention techniques that equally focus on both partners (i.e., joint techniques targeting
the couple) are likely to be more effective. Conversely, there are health behaviours that are more
individual in nature but can also be performed together (e.g., cancer screening). For these ‘more indi-
vidual’ behaviours, such as flossing, it may be more reasonable to focus on one partner as the assist-
ing figure.

Dyadic interventions using cross-over techniques (i.e., one partner performs an intervention task
that targets the other partner or the couple) might be better suited for interventions where, for
example, only one partner is available for the intervention. This might be due to a lack of willingness
on the part of one partner to participate in an intervention or pre-existing role allocation between
partners, e.g., patient/target partner-care/support partner (Pitkälä et al., 2013). Cross-over techniques
in dyadic interventions that allow partners to self-select their roles (i.e., focus person or partner) may
also involve less conflict for couples with pre-existing asymmetries, which should remain untouched
by the dyadic intervention technique (Rusbult & Van Lange, 2003). However, dyadic interventions
using joint techniques that target the couple are more likely to ensure equal attention to both part-
ners’ needs and perspectives and therefore might improve intervention fidelity and effectiveness
(Richards et al., 2017).

It also needs to be highlighted that dyadic interventions might not be suitable for every couple.
Whether an interaction between the partners, instructed by the interventionist, is perceived or
enacted as positive and helpful, strongly depends on relationship- and couple characteristics,
such as communication patterns, relationship satisfaction, equity, expertise, power dynamics, or
attachment types and individual characteristics (e.g., preference for self-reliance) (Huelsnitz et al.,
2022). While a substantial body of evidence supports the positive link between social relationships
and health (Holt-Lunstad, 2021; Holt-Lunstad et al., 2015), it is important to recognise that not every
relationship is inevitably positive. In fact, negative social interactions or being in an unhappy
relationship might have a negative impact on health outcomes (Robles & Kiecolt-Glaser, 2003;
Yang et al., 2016), and the behaviour of close others can also sabotage the efforts to change behav-
iour (e.g., Stanforth & Mackert, 2009). Whether the use of social control strategies has a favourable
effect on health behaviour change, for example, was shown to depend on the types of control strat-
egies (Young et al., 2019), and relationship satisfaction of the couple (Siwa et al., 2023). Particularly,
negative social control strategies (e.g., pressure) as opposed to positive social control strategies (e.g.,
persuasion) may have a negative impact on relationship (Siwa et al., 2023) and health outcomes
(Craddock et al., 2015), and therefore should be used with caution in dyadic interventions.
Further, research indicates that the effects of social control can vary based on relationship quality,
such as in the context of cigarette smoking (e.g., Scholz et al., 2013). Accordingly, Martire et al.
(2010) argued that couples with higher marital satisfaction might still perceive positive aspects,
such as good intentions, in unhelpful support attempts, whereas unhelpful support attempts
might yield only negative effects in couples with lower marital satisfaction (Martire et al., 2010). Con-
sequently, dyadic interventions aimed at increasing the interaction and interdependence of partners
regarding health behaviour change, may not be suitable for every couple. Aspects of the structural
context, especially the targeted health behaviour as well as partner and dyad characteristics, should
be considered when deciding on the type of dyadic interventions and dyadic intervention
techniques.
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Implications for future research

The continuum of dyadic interventions (Figure 1) and the compendium of dyadic intervention tech-
niques (Table 2), in all their complexity, presents a first step towards a systematic description of
dyadic interventions and dyadic intervention techniques. By clustering identified dyadic intervention
techniques within the theoretical domains framework (Atkins et al., 2017), the proposed compendium
of dyadic intervention techniques provides first insights in the targeted determinants potentially
driving dyadic behaviour change. These determinants should be tested as mediating pathways of
dyadic intervention effects in future research. Additionally, potential moderating effects should be
tested in effectiveness analyses, considering different types of dyadic interventions and their boundary
conditions, different dyad characteristics, as well as different combinations of execution and target
level across intervention tasks (e.g., joint techniques versus cross-over techniques). Providing links to
theory is important to further enhance the understanding of underlying mechanisms of action of
dyadic behaviour change. Therefore, as an important next step, we will integrate and link identified
dyadic intervention techniques to theoretical concepts. Subsequently, we will conduct an expert con-
sensus to validate the identified and described dyadic intervention techniques, aiming to achieve an
agreed-upon compendium of theoretically-derived, clearly labelled, and defined dyadic intervention
techniques (for further information on the project see: https://OSF.io/r43v6/).

Limitations

In addition to the above-outlined strengths of the current review, limitations need to be recognised.
First, the results of the present review and the compendium of extracted dyadic intervention

techniques are limited to published studies in English, and eligible studies in other languages
might have been omitted. However, several measures were taken to reduce this risk, such as search-
ing in multiple databases, conducting backward searches, searching for connected studies, and con-
tacting authors of included studies for additional research.

Second, the classification of the degree of partner involvement and the extracted dyadic
behaviour change techniques are limited to the available information in intervention descriptions.
This bears the risk of miss-classifying interventions or missing additional dyadic intervention tech-
niques. To address this potential bias and prevent missing data, authors of included interventions
were contacted to request more detailed descriptions of the intervention and additional material,
including intervention or training manuals. When available, study protocols, connected papers,
and additional material sent by the first authors of reviewed studies were included in the extrac-
tion process. However, for eight interventions we could only affirm the mere presence of the
partner since the intervention description lacked further details.

Third, it is important to acknowledge that the present compendium of dyadic intervention tech-
niques is limited to health behaviour change interventions in romantic couples. Nevertheless, the
compendium lays a foundation for other more extended versions of dyadic intervention techniques
across different dyad constellations (e.g., parent–child dyads) and behavioural contexts (e.g., mental
health, stress).

Fourth, the present compendium is highly complex, with various combinations of execution and
target levels for each intervention task. This complexity requires a thorough understanding of the
compendium’s structure and may pose challenges to its practical application. In the field of
dyadic behaviour change, we are generally confronted with a high degree of complexity. The
Health Influence Model, for example, identifies numerous possible pathways between health beha-
viours and beliefs, relational behaviours and beliefs, and influence strategies through which partners
can influence each other’s health behaviours (Huelsnitz et al., 2022). The compendium aims to alle-
viate some of this complexity by systematically describing all possible couple combinations within
each intervention task in a unified matrix. Moreover, the allocation of dyadic intervention techniques
to both the domains of the TDF (Atkins et al., 2017; Cane et al., 2012) and theoretical determinants
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should facilitate the reporting of and theory-guided selection from the numerous dyadic interven-
tion techniques. Furthermore, at this early stage of development, the structure of the compendium
enables the identification of potentially important features of dyadic intervention techniques, par-
ticularly by specifying ‘who performs what for whom?’. This specification may have significant
empirical relevance in the future.

Conclusion

In conclusion, the compendium of dyadic intervention techniques extends the individual per-
spective of behaviour change to a dyadic perspective, specifically indicating how partners can
be involved in health behaviour change interventions. It lays a foundation for the systematic
description of dyadic interventions and implemented dyadic intervention techniques by specify-
ing who is performing (i.e., execution level) an intervention task and whom the intervention task
is targeted at (i.e., target level). The next steps consist of further refinement and integration of
theory to provide a comprehensive compendium of dyadic intervention techniques to change
behaviour, guiding not only standardised reporting, but also evidence synthesis and intervention
development.
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