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Abstract
Background: There is paucity of data on quality of life as a dimension of treatment outcome among Visceral
Leishmaniasis and HIV coinfected patients. This study sought to explore perceived quality of life among Visceral
Leishmaniasis and HIV coinfected male migrant workers in Northwest Ethiopia.
Methods: Twenty Visceral Leishmaniasis and HIV coinfected study participants took part in the in-depth interviews
at Visceral Leishmaniasis and HIV treatment centers. Ten participants were on antiretroviral treatment (ART) and
the remaining 10 have not yet started ART. All interviews were recorded, transcribed and translated for analysis.
Data were analyzed by qualitative content analysis using Open Code software version 3.4.
Result: Participants reported on four aspects of quality of life: liveability of the environment, utility of life, life
ability of a person and appreciation of life. Respondents living environment, therapeutic side effects of Visceral
Leishmaniasis drugs, poverty and stigma negatively affected their quality of life. On the contrary, good treatment
response and financial security were reported to positively affect their quality of life.
Conclusion: Challenges related to the living environment, financial limitations and sub-optimal response of Visceral
Leishmaniasis drug and relapse of Visceral Leishmaniasis disease are factors most negatively affecting the quality
of life of Visceral Leishmaniasis and HIV coinfected patients. Micro-financing and other socio-economical support
programs should be launched to assist the unemployed males migrating to Visceral Leishmaniasis endemic and
relatively higher HIV prevalent areas to work as daily laborers. HIV prevention programs in HIV positive-living
counseling programs should target such high risk migrant workers in the endemic areas.
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Background
Human immunodeficiency virus (HIV) and Visceral
Leishmaniasis (VL; also known as “Kala-azar”) coinfection reported in 35 countries [1, 2], among which
Ethiopia carries the highest burden. Twenty three percent (23%) of people with VL were also infected with
HIV in 2008, far higher than anywhere else in the world.
The affected populations are largely very poor male seasonal migrant workers that travel in the harvesting
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season from non endemic highlands to the cotton,
sesame and sorghum fields of Humara and Metama on
the Sudanese boarders [3, 4].
VL and HIV coinfection are associated with special
therapeutic challenges. VL-HIV coinfected patients are at
higher risk of relapse and death. Furthermore, VL
adversely affects the response to antiretroviral therapy
(ART) [5, 6]. In Ethiopia, free ART has been given to
patients since 2003 [7]. To improve quality of life (QoL), it
is vital to explore the perception and determinants of QoL.
Many studies have provided important information on
the correlates of health related quality of life (HRQoL)
during HIV infection. Several studies have documented
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significant improvements in QoL during ART [8–10].
There is however knowledge gap on the understanding
of perception of QoL of patients with VL-HIV coinfection as a treatment outcome. Thus, the aim of this study
was to explore perceived QoL among VL-HIV coinfected
migrant male-workers using qualitative method, and to
reveal the concept of QoL for people who are VL-HIV
coinfected in Ethiopian context to contribute to the
development of VL-HIV coinfected persons care model.

Methods
Study design

An in-depth qualitative, phenomenological study design
was selected to carry out searching of the lived experience and perceptions of the study subjects on the quality
of life of VL-HIV coinfected male patients that were
receiving VL treatment.
Study setting

The study was carried out at three different sites found
in Northwest Ethiopia. The first site was Abdrafi inpatient kala-azar treatment center located in Abdrafi; at
this health center medical services are provided for patients with Leishmaniasis, VL-HIV coinfection and snake
bite. The second site was Kala-azar Treatment and
Research Center found in the University of Gondar
Hospital located in Gondar; at this center both outpatient and inpatient medical services are provided for
patients with Leishmaniasis and VL-HIV coinfection in
addition to the comprehensive medical service from
other units in the University of Gondar Hospital. The
third site was Kahsay Aberra Hospital located in
Humera kala-azar treatment center; at this center both
outpatient and inpatient medical services are provided
for patients with Leishmaniasis, VL-HIV coinfection and
many other hospital level services. Study participants
come from different parts of kala-azar endemic areas
with a variety of cultural background in Northwest
Ethiopia. As the typical patient approach procedure,
when the patients come to the clinic, the physicians and
the health officers will do clinical and laboratory examinations to diagnose the patients for kala-azar, if patients
are found to be positive for VL they will further screen
them for HIV. This allows the health workers to select
the appropriate treatment for VL-HIV coinfection.
Recruitment of participants

The study included twenty VL-HIV coinfected male patients who were attending VL treatment. Newly diagnosed VL-HIV coinfected patients who already started
ART and who didn’t start ART were included in this
study. We distributed invitation letters to approach the
study participants at kala-azar treatment centers of the
selected health facilities in the study area. A purposive
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sample of 20 study participants, ten patients who already
started ART and the remaining ten patients didn’t start
ART, participated in the study. Study participants had
not been evaluated for quality of life before this study.
Individuals who were seriously sick and mentally disabled were excluded.
Data collection and analysis

The data collection method was in-depth semistructured interviews. After securing written informed
consent, a topic guide was used as a prompt for questioning. The key consideration for influencing the direction of each interview was the participant’s response to
questions in terms of their individual experiences. The
principal investigator (PI) conducted the face-to-face indepth interviews using semi-structured guide in venues
suitable for the participants. The guide was developed in
English and translated in to Amharic (the local language)
for all participants. Interviews were recorded using audio
recorder devise in order to capture all information provided by the interviewee.
The interview was started by couple of questions prepared to create rapport with the study participants.
These questions focus on the life experiences as a
migrant worker and challenges they faced when they are
diagnosed with VL-HIV coinfection. After we created a
rapport, the theme of quality of life issues was introduced in subsequent interview of persons living with
VL-HIV coinfection. The interviewer probed for any
changes in personal values, responses for treatments and
goals and how they are related to quality of life.
The PI had continued interviewing participants until
no new information is provided from additional interviews (i.e., the point of saturation is reached). Upon
completion of each interview and based on the recorded
audio the PI developed a detailed transcription that captures all the discussion. These texts and the emerging
themes identified during the course of the interviews
were confirmed by the coauthors and issues were addressed. All the interviews were transcribed and prepared for coding and thematic analysis. The typed data
were analyzed by qualitative content analysis using the
Open Code software version 3.4 (Umea University,
Umea, Sweden). The Open Code software is used as a
tool for classifying and sorting qualitative information.
The investigators scrutinized transcripts were read
multiple times in order to get general sense of the content. An inductive qualitative content analysis method
was used to analyze the data. A coding framework was
developed based on the emerging themes. Emergent categories and themes were identified based on meticulous
and systematic reading and coding of the transcripts.
Codes and sub-codes were refined during the analysis.
This was done by the PI and reviewed by the coauthors.

Alemayehu et al. BMC Public Health (2017) 17:204

Results
Among the twenty patients included in the study, ten
patients were started taking antiretroviral (ARV) drugs
in addition to the Visceral Leishmaniasis (VL) drugs during interview. The remaining ten patients have not yet
started taking ARV drugs but were taking VL treatment.
All of the study participants were male migrant workers.
The age range of participants was from 25 to 52 years.
Emergent categories and themes were identified from
the interviews, including “Liveability of the environment” as indicators of QoL; “Utility of life”, covers responses of life expectations/goals; “Life ability”, covering
responses to VL and HIV treatments, stigma, stress and
VL relapse and appreciation of life.
Liveability of the environment
Indicators of quality of life

Quality of life was discussed in terms of wellbeing and
happiness influenced by good health, having money,
good living environment, good social relations and emotional wellbeing. All of the study participants (taking
ART and not taking ART) interviewed defined QoL in a
way similar to World Health Organization (WHO) definition of health as “a state of complete physical, mental
and social wellbeing and not merely absence of disease
or infirmity” [11].
One 51 year-old man, taking both VL and ARV drugs
said “QoL is about being healthy, having good energy
and enough money.” A 42 year-old man, taking both VL
and ARV drugs remarked “QoL is when one has health,
access to VL treatment centers and money. If I have
money and access to VL treatment center, I am able to
treat my VL relapse immediately; my QoL is good”. A
39 year-old man, taking only VL drug and not in ART
said “QoL is about not working in hot areas (low lands)
and having work in cold areas (high lands), having
shelter”. A 33 year-old man, taking both VL and ARV
drugs said “QoL is about having money, not doing laborious work, free from any substance use or abuse such
as chewing khat, smoking cigarette and drinking alcohol
and not being coinfected by VL”. Another 29 year-old
man, taking only VL drug and not in ART said “It’s
about being cured from VL, able to create my own
business and earn money and marrying a woman and
have children”.
The majority (16/20; 80%) of the study participants in
both groups mentioned availability of money is very much
vital for their wellbeing and hence a good QoL, and for example “for me after I finished VL treatment, I don’t have
money for transport to go back to my residence. To cover
my daily expenses I need to have money” (34 year-old
man, taking only VL drug and not in ART) and “I need
money to pay my house rent, for food and to buy clothes
that are vital for sustaining my life” (42 year-old, taking
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both VL and ARV drugs). One 32 year-old man, taking
both VL and ARV drugs said that “I am very much worried
about my future life after I am discharged from this VL
treatment center. Unlike previous times I don’t have
enough energy to work as a daily laborer in hot areas (low
lands) because VL infection severely weakened my body.
On the other hand, in order to do my own job, I don’t have
enough money. I am very much worried about how to get
money for my daily subsistence. It is very much difficult to
be happy and lead good QoL when you have no money”.
All of the respondents in both groups stated that good
health and money were crucial to their wellbeing and
QoL. Most of the participants were migrant daily
laborers. They were more frank when discussing money
as a source of wellbeing. For instance, one 34 year-old
migrant daily laborer resided in May-kadra district who
are taking only VL drug and not in ART said that “my
choice of living in May-kadra is because there is job
opportunity and I am able to earn money” and also one
33 year-old migrant daily laborer residing in Humera
district who are taking both VL and ARV drugs stated
“In order to sustain my income, I am working laborious
work in very hot area of Humera districts”.
Almost all (19/20; 95%) interviewees in both groups
highlighted living environment as a cornerstone of their
not wellbeing and QoL, for example “I have resided and
spent many years in very hot area because I can be easily
employed as a daily laborer in large farms and I can generate money easily. It is not suitable for health because
there are diseases like malaria and VL” (42 year-old
man, taking both VL and ARV drugs) and “I am living in
a hot and VL disease prevalent area. For this reason I
am not happy in my living environment and withstanding all those problems I will continue working as a daily
laborer to sustain my income” (33 year-old man, taking
both VL and ARV drugs). One 29 year-old man taking
only VL drugs and not in ART said “I am working as a
daily laborer moving from one hot area to the other hot
area in order to generate money for my daily expenses.
Those areas I have visited were very hot and were not
suitable for health because there are different diseases
like malaria, VL and diarrheal diseases”.
Lack of happiness due to living environment was reported by majority (18/20; 90%) of the respondents in
both groups. For instance, one 39 year-old man, taking
only VL drugs and not in ART said that he is fade up of
working as daily laborer in “berha”, translated as “very
hot areas or low lands”. When asked what exactly he
meant by this, he explained that these areas are
extremely hot and there are different diseases like VL.
Therefore, working in those areas were made me coinfected with VL and it makes me very much weak.
Social relationships including support from immediate
family reported by few (2 patients or 10%) of the
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respondents in both groups as a key to their wellbeing,
for example, “I have supportive family, my mother’s wellbeing and successful friends around me makes me
happy” (52 year-old man, taking both VL and ARV
drugs) and “a good relationship with my wife and the
care I get from my brother makes me happy” (45 yearold man, taking only VL drugs and not in ART).
Emotional stability was a concern among a few (1 patient
or 5%) of those interviewed. A 45 year-old man, taking
only VL drugs and not in ART described QoL as “Living
the life without worries is having good QoL”. As happiness
was stated by all of the participants, we asked them further
what was meant by happiness for VL-HIV coinfected patient. Happiness was seen as indicator of QoL. The main
factors remarked as a source of happiness were to get
cured from VL disease and the free treatment they got
from the treatment facilities. The other factors mentioned
as a source of happiness included financial wellbeing.
These findings were consistent across all ages and for both
groups (with and without ART) of the participant.
Almost all (19/20; 95%) of the study participants in
both groups clearly mentioned that recovering from VL
disease and the treatment centers where they have received care were the source of their happiness. One
25 year-old man taking only VL drugs and not in ART
said “my source of happiness depends on being cured
from VL disease”. Another 34 year-old man, taking only
VL drugs and not in ART stated that “the only way to
get back my happiness depends on being cured from VL
disease”. A 33 year-old man, taking both VL and ARV
drugs remarked “my happiness entirely depends on recovering from VL disease. I am also very much happy by
free treatment that I got from this treatment center”.
One 41 year-old man, taking both VL and ARV drugs
said that “My source of happiness entirely depends on
the fact that I am cured from VL disease and the support I got from the treatment center. In the last 5 years I
had experienced eleven times VL relapse and in all those
relapses this treatment center was giving me free
treatment”.
All (20 patients or 100%) of the participants in both
groups were mentioned lack of economical wellbeing as
a major contributor to their unhappiness. According to
one 34 year-old man, taking only VL drugs and not in
ART said “In order to lead my life properly I need
money and money is everything. I don’t have money to
cover my daily expenses. If I don’t get money to cover
the cost of a transport from the treatment center to my
home town then I will be a beggar”. A 42 year-old man,
taking both VL and ARV drugs said “money is a source
of my happiness. For instance, if I didn’t have money I
wouldn’t reach here to follow my treatment. Hence,
when I have money in my pocket I do have a better happiness. Currently I don’t have money and I feel very
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much angry”. A 51 year-old man, taking both VL and
ARV drugs said “I feel very much angry when I have no
money; I am not a happy person because I don’t have
money to pay for house rent and to buy my daily food
consumption”.
Life ability
Response to VL and ARV drug treatment

Majority (14/20; 70%) of the participants in both groups
were given Liposomal amphotricine B (AmBisome, Gilead
Sciences Ltd, Paris, France) and some (6/20; 30%) received
a combination of AmBisome with oral Miltefosine for VL
treatment. Most (10/14; 71%) of the participants in both
groups who received only AmBisome reported side effects.
Those who had side effects said that they cleared within a
couple of days and that they felt much better. A 51 yearold man, taking both AmBisome and ARV drugs said “the
first few days may be four to five days were bad, I was
unconscious for the first day, the next 3 to 4 days I had
experienced severe sweating, abdominal cramp, constipation, sense of burns around injection areas and series of
vomiting and later stabilized”. Another 25 year-old man,
taking only AmBisome and not in ART also stated “the
first couple of days were bad, I experienced series of
vomiting that included blood, lower back pain, variability
of body temperature and loss of appetite and then after
few days these were ceased”.
Two third (4/6 or 2/3rd; 67%) of the participants in
both groups who received a combination of treatment
were also reported side effects, for example, “After I
have taken VL drugs, I experienced stomachache, constipation, feeling pain during urination, loss of appetite and
severe lower back pain” (34 year-old man, taking only
combination of AmBisome with oral Miltefosine and not
in ART), and “the side effects that I experienced because
of VL drugs are diarrheal disease and loss of appetite
and whenever I took Miltefosine without eating food I
felt stomachache and vomiting” (41 year-old man, taking
both combination of AmBisome with oral Miltefosine
and ARV drugs).
A 45 year-old man who is in ART and he had been experienced seven times VL relapses in the past four years
said “Among all side effects of VL treatments that I experienced during my VL relapse times; my second time
VL relapse treatment were very much severe. The drug I
had taken during this time was sodium stibogluconate
(SSG). After nine days of taking SSG I experienced that
around two liters of blood came out from my mouth
and nose and later I quit the drug and the physician
changed it to AmBisome”.
Some of the participants in ART group reported a reduction in therapeutic response of VL treatment and this
results high rate of relapse, for example, “I have experienced six times relapse. In most cases the VL relapse
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occurs when I am starved and when I am engaged in laborious works in very hot areas (low lands)” (39 year-old
man, taking both VL and ARV drugs) and “Usually my
VL relapses when I am engaged in laborious work in
very hot areas” (33 year-old migrant daily laborer, taking
both VL and ARV drugs). A 41 year-old man, taking
both VL and ARV drugs remarked “In the last five years
I had experienced 11 times VL relapse because of this
reason I couldn’t manage to do work and able to generate money for my daily expenses”.
Most (8/10; 80%) of the participants who are in ART
group reported minor side effects of ARV drug and
these side effects were cleared within few days and then
they felt much better. Those who had these side effects
of ARV drug perceived the side effects as very minor
compared to the benefits of taking ARV: “The first few
days may be 2 or 3 days were bad, I felt sleep disorder
and dizziness and later stabilized” (27 year-old man, taking both VL and ARV drugs). Another 33 year-old man,
taking both VL and ARV drugs said “For the eight days
since I started ARV, I experienced bad dreams and sleep
disorder then after eight days these feelings were
ceased”. One 29 year-old man, taking both VL and ARV
drugs stated “The first eight days were bad; I had sleep
disturbance and terrible dreams which later ceased.
Sometimes I felt headache after I have taken ARV drug”.
Almost all (9/10; 90%) of participants who were not in
ART have high interest to start taking ARV drugs. The
reason of not starting ARV drugs was residence of the
participant. All (10 patients or 100%) of the participants
who have not in ART are migrated from their home
town to be employed as daily laborer in study areas.
Therefore, after they completed VL treatments they will
be linked to ART centers that are found in their permanent residence or home town. A 34 year-old man, taking
only VL drugs and not in ART said “After I completed
my VL treatment, I will start ARV drug in May-kadra
health center which is found in my home town”. Another 36 year-old man, taking only VL drugs and not in
ART stated “Till now I didn’t start ARV drug. The reason for this is I planned to start the drug in my home
town ART center”. One 42 year-old migrant daily
laborer, taking only VL drugs and not in ART said “I
have an interest to start ARV drug but I fear to communicate my HIV status to my wife. The reason for this is
my wife is very rigid and I am in deep fear that she will
not accept me. My last option will be requesting divorce
without telling my HIV status. If it is successful I will
start the drug otherwise I will not start it”.
Stigma

The majority (8/10; 80%) of the study participants who
are in ART reported stigmatization due to their HIV status. Some (2/10; 20%) respondent’s who are in ART
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seemed to have convinced themselves about their HIV
infection and didn’t worry about what other people said
or thought of them. A 42 year-old man, taking both VL
and ARV drugs said “In my village there is a trend of
disgracing a person when he is HIV infected. Because of
this reason no one knows about my HIV status and I will
keep it secret from my family, friends and the community at large”. Another 39 year-old man, taking both VL
and ARV drugs stated “After I told my HIV status to my
best friend he refused to eat with me”. Similarly, one
32 year-old man, taking both VL and ARV drugs reported that “After I disclose my HIV status to my best
friend and his wife, she refused to eat with me”.
Many of the respondents were migrant daily laborers
and they are supposed to work in group in big farm
lands – thus making clear their HIV status makes them
discriminated by the group. One 42 year-old man, taking
both VL and ARV drugs said “I used to work in a group
as a daily laborer in Abdrafi farm lands. Among the
group one of my friends knew about my HIV status.
One day in the middle of the day I felt tired and decided
to have nap. During this time my friend told the group
about my HIV status and then the group refused to eat
and work together with me”.
A few (2/10; 20%) respondent’s who are in ART reported no sense of stigma. One 45 year-old man, taking
both VL and ARV drugs said “some people gave me an
advice not to take ARV drugs in front of the people but
I don’t mind if people know. I always share my experience and how good my life is with the HIV treatment. I
encourage people whom I knew to know their HIV status and to act accordingly”. A 41 year-old man, taking
both VL and ARV drugs remarked “I don’t care if people
know my HIV status. I don’t bother about what other
people say about me”.
Stress/depression/anxiety/fear

All (20 patients or 100%) of the participants in both
group interviewed reported that they were fearful,
shocked and worried at the time of VL and HIV concurrent diagnosis. Though, they got support from health
care providers. A 34 year-old man, taking only VL drugs
and not in ART described his reaction after he was
tested VL and HIV coinfection “I was very much depressed and stressed. I thought I was going to die”. Another 41 year-old man, taking both VL and ARV drugs
who had been experienced eleven times relapse said “I
am depressed and worried about my future life. The
multiple VL relapses that I have experienced make me
desperate. Many times I felt angry and stressed”. One
25 year-old man, taking only VL drugs and not in ART
said “The first couple of weeks were bad, I felt stress and
fear to die and later I stabilized quickly after VL and
HIV treatment was started”. Participants expressed
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anxiety about house rent and daily subsistence “Currently
I have no money and enough energy to work as a daily
laborer; these are my major problems,” remarked a
51 year-old man, taking both VL and ARV drugs.
Utility of life
Goals and expectations

Over a half (12 patients or 60%) of the participants in
both groups were hopeful and have set goals for their future life. There were similarities in the desire expressed
by the majority of hopeful respondents regarding their
wish to gain enough money for creating their own job.
The participants’ future plans included relocating their
living environment to cold areas, opening mini shop to
sustain their income, building their own homes, getting
married for those that were unmarried and having children. Plans were explained:
“I hope to make more money and opens my own
hotel” (25 year-old man, taking only VL drugs and not
in ART), “I would like to relocate from very hot area to
cold area like Gondar town; I would also like to be a
merchant and get married to have children” (33 year-old
man, taking both VL and ARV drugs), “I would like to
make more money and relocate to cold areas; I would
also open mini shop to sustain my income and I will
marry a woman of the same status” (42 year-old man,
taking both VL and ARV drugs), “I would like to change
my profession, build home in the outskirt of the town,
and buy cattle, sheep and hens so that I will get nonlaborious work” (45 year-old man, taking both VL and
ARV drugs).
A few (2/10; 20%) interviewees who are in ART have
changed habits such as chewing khat and drinking
alcohols because of frequent relapses of VL, and put
increased focus on planning for their future how not to
be coinfected with VL again. “My VL relapses were
occurred when I consecutively engaged in substance
use/abuse like khat chewing and drinking alcohol.
Therefore, in order to prevent VL relapse I have stopped
khat chewing and drinking alcohol” (39 year-old man
who was taking both VL and ARV drugs and experienced six times relapse), “I used to drink alcohol and
smoke cigarette. I stopped these activities since I started
treatment. I live my life free from any substance use/
abuse to prevent VL relapse” (40 year-old man, taking
both VL and ARV drugs).
Some (8/20; 40%) of the study participants in both
groups were not hopeful about their future, for example,
“My future is dark because I don’t have enough energy
to work as a daily laborer. I am also desperate for not establishing family” (34 year-old man, taking only VL
drugs and not in ART), “I don’t have future because if I
wasn’t infected with HIV, I would have married and have
children” (45 year-old man, taking only VL drugs and
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not in ART). One 41 year-old man who was taking both
VL and ARV drugs and experienced eleven times VL relapse said “There is no future for me because the frequent relapse of VL makes me very much week and I
have no money to lead my life and to establish family”.
Appreciation of life

QoL by VL-HIV coinfected patients was commonly explained by both groups as being cured from VL disease,
change living environment from very hot areas to cold
area town and opening mini shop to sustain their income. One 34 year-old man, taking only VL drugs and
not in ART said “when coinfected patient cured from VL
disease, they have no problems and whatever they set
out to do comes out as desired like building home and
opening mini shop to sustain their income”. One
51 year-old man who was taking both VL and ARV
drugs and experienced six times relapse explain “It’s
when one prevents VL relapse, suffers no illness and has
mini shop or micro business to earn money for their
daily subsistence like eat, drink, and no worries”.
Another 33 year-old man, taking both VL and ARV
drugs said “It’s about curing from VL disease, when you
are healthy and living in cold areas. In addition, when
you have income generating means like mini shop for
making your basic needs satisfied”.

Discussion
This study showed that the VL-HIV coinfected patients
have to overcome poor QoL; and, special emphasis
should be given for the complex challenges existing in
the treatment and care of VL-HIV coinfected patients.
The findings of this research article were framed in
accordance with the Ruut Veenhoven model of “four
qualities of life” [12]. Participants’ narratives were
alluded to the concept of “liveability of the environment”,
which could be considered to explain the prevailing economic status such as a lack of money, living environment
and the nature of their work. Moreover, “Life ability of the
person” could be defined as how capable one is able to
cope with life problems. The participants in our study discussed the side effects of VL and HIV treatments, feelings
of stigma, and stress/depression/anxiety/fear. Some of the
participants report the ineffectiveness of VL treatments
and this results a high rate of relapse. The third theme
raised was “utility of life”, which could be considered to
describe their expectations/goals of their future life. Some
of the patients remarked that relocating from their residence to cold areas and changing job are good for improvement of QoL. Some of the patients also said that the
future is very dark. Finally, study participants spoke of
subjective wellbeing, expressed as “life in the eyes of
beholder” [12]. Majority of the patients to appreciate and
enjoy life we should be cured from VL disease, change
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living environment and opening mini shop. Overall, QoL
was perceived in terms of cured from VL disease and
opening mini shop.
Living environment was mentioned as indicator of poor
QoL by our study participants. Living in very hot lowland
areas was a source of VL infection and hence results a
poor QoL, all of the participants reporting that their VL
infection or relapse were because of their living environment. Our finding was supported by the eco-epidemiology
study of VL in Ethiopia [13], the Humera plains in the Tigray and Amhara regional states, bordering Sudan and
Eritrea, constitute the main VL endemic area in the country, contributing over 60% to the burden of VL infection.
Hence, the finding of this study also gives further evidence
on the high transmission of VL from which the clinical
cases are reported in Northwest Ethiopia.
The study participants in this study thoroughly discussed their quality of life. They have mentioned the
most important aspects in their lives and that have been
related to their experience of living with VL-HIV coinfection. The ability to work and earn money to sustain
their daily subsistence was described as a major component of their quality of life. Qualitative studies on wellbeing of HIV infected patients in some of the developing
countries including Ethiopia, mentioned similar theme
and determinants of wellbeing found in our study group.
Food, money, shelter, health, family relations, children
and education were commonly considered important for
wellbeing in population groups [14, 15].
The availability of VL treatment has had a significant
impact on QoL of coinfected patients. Most of the
patients who received AmBisome and combination with
oral Milefosine for VL treatment reported slight side
effects. Those who had experienced side effects said that
they got relief within a couple of days and that they felt
much better. Some of the participants who had a history
of VL reported that a reduction therapeutic response of
VL treatment and this results high rates of relapses.
These findings were supported by other quantitative
studies that are conducted on long term effectiveness
and treatment outcomes of VL-HIV coinfected patients
treated with AmBisome [16]. The VL-HIV coinfected
patients showed initial cure following treatment with
AmBisome but these patients appear to have much
higher rates of VL relapse and mortality than patients
not known to be HIV-positive.
Access to the VL-HIV treatment centers has had a
contribution to the positive changes in livelihoods of
some VL-HIV coinfected patients and it results hopefulness for their future. There were similarities in the desire
expressed by the majority of hopeful respondents to gain
money for opening mini shop to sustain their income
and changing their living environment to non VL
endemic areas. This finding is supported by a study from
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South Africa that elaborates in further details on how
HIV patients regained health and social relations while
in care [17]. Whereas some of the participants in our
study were not hopeful about their future, this finding
also in line with the study participants in rural Uganda
struggled to “get back to normal” and rebuild their social
life’s after diagnosis of HIV and treatment [18]. The
present study took place in VL-HIV coinfection treatment facilities. All of the patients offered free treatments
for both VL and HIV infections. Half of the included
patients were newly diagnosed VL-HIV coinfected
patients. Indeed, some even reported a frequent relapse
of VL after they are attending the treatment center.
Therefore, life disruption was experienced by some of
our study participants.
Majority of the study participants’ who were in ART
demonstrate that they continue to quietly suffer from
stigmatization, stress, poverty, uncertainty about the future and an inability to make known their HIV status.
Participants reported experiences of varying degrees of
stigma. These results are similar to those of other studies
in both developing countries [15, 19] and developed
world [20]. These challenges surrounding social stigma
and non-disclosure of HIV status negatively affected respondents’ QoL. However, those study participants who
had not been on ART treatment during data collection
were not reported about stigmatization. The reason for
this is we included newly HIV diagnosed patients and
they didn’t have exposure with the community with
known HIV status.
The limitation of this study is clearly stated by the following statements. All interviews were conducted by the
PI and this may have introduced some bias however tape
record were played for the study participants and confirmed by their signature and transcripts were also
reviewed by colleagues. The present study participants
were only male migrant daily laborers this may also
introduce some bias. The reason for not including
female sex was the difficulty of finding infected female
migrant daily laborers. Interviews were tape recorded
and this may also have introduced some bias because
some of the interviewees were not comfortable with the
audio recorder practice due to stigma and non disclosure of the status.

Conclusion
This study highlights the complexities and multidimensional nature of QoL and provided the challenges
and concerns faced by those VL-HIV coinfected male
patients in an African setting. Challenges of living environment and therapeutic response of VL treatment are
factors that most negatively affect the QoL of VL-HIV
coinfected patients. Engaging the unemployed males
who are desperately migrating to VL endemic and high
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HIV prevalent areas for job with micro-finance programs and giving technical support to help them create
their own job will not only improve the quality of life of
the already VL-HIV coinfected individuals but also will
alter the transmission dynamics of both HIV and VL. It
is possible to plan control programs specific to the
endemic areas if the unpredictable nature of the migration dynamics is not interfering with the policy and
programmatic planning and intervention. Clinical trials
aiming at reducing side effects and improving efficacy
should be encouraged. HIV prevention programs and
HIV positive-living counseling programs should target
migrant workers to VL endemic areas in the country.
Despite the free treatment of VL-HIV coinfected patients
provided by the treatment facilities found in Northwest
Ethiopia, those who faced a frequent relapse of VL experienced life disruption. Although some participants spoke
hope for the future, there are fundamental factors that
cause adverse impact on QoL of VL-HIV coinfected patients. These factors were relapse of VL, stress, stigma,
poverty and depression. These factors need to be targeted
and addressed when managing these patients.
Abbreviations
ART: Antiretroviral therapy; ARV: Antiretroviral; HIV: Human immunodeficiency
virus; HRQoL: Health related quality of life; IDIs: In depth interviews;
PI: Principal Investigator; PLHA: People living with HIV/AIDS; QoL: Quality of
life; SSG: Stibogluconate; VL: Visceral Leishmaniasis; WHO: World Health
Organization
Acknowledgment
We forward our appreciation to the treatment center managers of all treatment
sites for allowing us to conduct this research. Our special appreciation will goes
to the study participants for their volunteer participation. Finally we thank our
colleagues in the Institute of Public Health for their support throughout
the process.
Funding
The study was supported by University of Gondar.
Availability of data and materials
The data supporting the conclusion of this article are available upon requesting
to the corresponding author. The original data contain information which may
lead to the identification of study participants and in order to protect their
privacy, we do not make participants data publicly available.
Authors’ contributions
MA, MW, NM and AG participated in the conception and design of the
study, MA collected data, MA, NM and MW interpreted the data. MA drafted
the initial manuscript. All authors read and approved the final manuscript,
contributed the critical review and the content.
Competing interests
The authors declare that they have no competing interest.
Consent for publication
Not applicable.
Ethics approval and consent to participate
Ethical clearance was obtained from Ethics review committee of University of
Gondar (2015/996). All the study participants have been informed the
objective of the study, and the importance of their participation for the
study. All of them have provided written informed consent.

Page 8 of 8

Author details
1
Institute of Public Health, College of Medicine and Health Sciences,
University of Gondar, Northwest Ethiopia, P. O. Box - 196, Gondar, Ethiopia.
2
Department of Public Health, St. Paul’s Hospital Millennium Medical College,
Addis Ababa, Ethiopia. 3School of Medicine, College of Medicine and Health
Sciences, University of Gondar, P. O. Box - 196, Gondar, Ethiopia.
Received: 8 July 2016 Accepted: 13 February 2017

References
1. Cruz I, Nieto J, Moreno J, Canavate C, Desjeux P, Alvar J. Leishmania/HIV
co-infections in the second decade. Indian J Med Res. 2006;123:357–88.
2. Desjeux P, Alvar J. Leishmania/HIV co-infections: epidemiology in Europe.
Ann Trop Med Parasitol. 2003;97(1):3–15.
3. Alvar J, Aparicio P, Assefa A, Den Boer M, Canavate C, et al. The Relationship
between Leishmaniasis and AIDS: the second 10 years. Clin Microbiol Rev.
2008;21(2):334–59.
4. ter Horst R, Colline SM, Ritemeijer K, Bogale A, Robert ND. Concordant HIV
infection and Visceral Leishmaniasis in Ethiopia: The influence of Antiretroviral
Treatment and other factors on outcome. Clin Infect Dis. 2008;46:1702–9.
5. Olivier M, Badaro R, Medrano F, Moreno J. The pathogenesis of Leishmania/HIV
co-infection: cellular and immunological mechanisms. Ann Trop Med Parasitol.
2003;97(1):79–98.
6. WHO. Control of the Leishmaniases. Report of a Meeting of the WHO Expert
Committee on the Control of Leishmaniasis; March 22–26, 2010. Geneva:
WHO; 2010. p. 1–186.
7. Federal Democratic Republic of Ethiopia Ministry of Health (MOH): National
ART guideline. 2003. http://wwwetharc.org. Accessed 25 Apr 2016.
8. Casado A, Consiglio E, Podzamczer D, et al. Highly active antiretroviral
treatment (HAART) and health-related quality of life in naive and pretreated
HIV-infected patients. HIV Clin Trials. 2001;2(6):477–83.
9. Mannheimer SB, Matts J, Telzak E, Chesney M, Child C, Wu AW, Friedland G,
et al. Community Programs for Clinical Research on AIDS. Quality of life in
HIV-infected individuals receiving antiretroviral therapy is related to
adherence. AIDS Care. 2005;17(1):10–22.
10. Stangl AL, Wamai N, Mermin J, Awor AC, et al. Trends and predictors of
quality of life among HIV-infected adults taking highly active antiretroviral
therapy in rural Uganda. AIDS Care. 2007;19(5):626–36.
11. WHO: Preamble to the constitution of the World Health Organization as
adopted by the International Health Conference. New York: 1946. Signed
on July 1946 by the representative of 61 states (official records of the World
Health Organization, 2:100) and entered into force on 7 April 1948.
Geneva: World Health Organization (WHO).
12. Veenhoven R. The four qualities of life ordering concepts and measures of
the good life. J Happiness Stud. 2000;1:1–39.
13. Gadisa E, Tsegaw T, Abera A, Elnaiem D-E, den Boer M, et al. Eco-epidemiology
of visceral leishmaniasis in Ethiopia. Parasit Vectors. 2015;8:381.
14. Copestake J, Camfield L. Measuring subjective wellbeing in Bangladesh,
Ethiopia, Peru and Thailand using a personal life goal satisfaction approach,
A working paper. Bath: University of Bath/wellbeing in Developing countries
(WeD) Working papers; 2009. WeD working paper 09.
15. Doris M-M, Janet Seeley FM, Katamba A. Perceptions of quality of life
among Ugandan patients living with HIV: a qualitative study. BMC Public Health.
2014;14:343.
16. Burza S, Mahajan R, Sinha PK, van Griensven J, Pandey K, et al. Visceral
Leishmaniasis and HIV Co-infection in Bihar, India: Long-term Effectiveness
and Treatment Outcomes with Liposomal Amphotericin B (AmBisome).
PLoS Negl Trop Dis. 2014;8(8):e3053. doi:10.1371/journal.pntd.0003053.
17. Robins S. Rights passages from “Near Death” to “New Life”. AIDS activism
and treatment testimonies in South Africa, IDS Working paper 251.
Brighton: Institute of Developmental Studies; 2005.
18. Seeley J, Russel S. Social rebirth and social transformation? Rebuilding social
lives after ART in rural Uganda. AIDS Care. 2010;22(1):44–50.
19. Geurtsen B. Quality of Life and Living with HIV/AIDS in Cambodia. J trans-culture Nurs.
2005;16(1):41–9.
20. Wilson HS, Hutchinson SA, Holzemer WL. Salvaging quality of life in
ethincally diverse patients with advanced HIV/AIDS. Qual Health Res.
1997;7(1):75–97.

