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The leading article of this volume is on “Towards ending AIDS in
Sri Lanka”. This is the summary of the Presidential Address given
by the author at the inauguration of the 21 Annual Scientific
Sessions of the college in 2016.

Undoubtedly, “Ending AIDS” is one of the most talked about
subjects during 2016. The goal set by UNAIDS by 2020, is to
diagnose 90 percent of people living with HIV; provide
antiretroviral drugs to 90 percent of that population; and ensure
that 90 percent of patients receiving treatment have a
suppressed viral load, making it hard for infection to be
transmitted. The long-term global goal is to end AIDS by 2030.

According to the joint publication of National STD/AIDS Control
Programme and Sri Lanka Medical Association, titled “Towards
ending AIDS in Sri Lanka; a road map”, Sri Lanka has taken a
proactive stance of ending AIDS by 2025, five years earlier than
the global goal.

To achieve this ambitious target testing and treatment must go
to hard-to-reach populations, especially the poorest of the poor
in the country, men who have sex with men, drug users, sex
workers, beach boys and other marginalized people.

The war against AIDS cannot truly be won without the progress
towards elimination of poverty and inequality. The other main
challenge to ending the epidemic is the stigma that is associated
with the disease. These are the real challenges confronting
those involved in providing prevention, treatment and care
services for people infected and affected by HIV/AIDS.

Ariyaratne Manathunge
Editor-in-chief

(http://www.who.int/reproductivehealth/topics/sexual_health/i
ssues/en/)
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Time taken to escort men who have sex with men (MSM) for HIV
testing in the peer group interventions in Sri Lanka

M. Suchira Suranga?, D. A. Karawita?, S.M.A.S. Bandara®, R. M. D. K. Rajakaruna*

Abstract

Introduction: Sri Lanka has completed a phase of an HIV prevention project (from 2013 to 2015) for
men who have sex with men (MSM) under the support of Global Fund. The intervention was to
deliver an HIV prevention package (HPP) to MSM which included provision of six services (1. STI
knowledge, 2. HIV knowledge, 3. MSM tailored leaflets, 4. Condom/dildo demonstration, 5.
Provision of condoms, and 6. Clinic escort). MSM who received all 1, 2, 3, 4 and 5 services in the HPP
are defined as “reached”. The final step is to escort the reached (who received initial 5 services)
MSM to an STD clinic, and ones they are escorted they are defined as “escorted”. This HPP was
delivered to MSM through peer educators (PE) scattered in four high populous districts in the
country. Each PE has regular contact with another 6-15 peers forming a peer group (PG). However, in
this model, a significant number of MSM does not take the escorting step (step 6). Therefore, the
purpose of this paper is to analyze the time taken to escort and other associated factors for an MSM
to be escorted to an STD clinic.

Method: All the MSM peers (699 MSM) registered in 2013 and retained during the project till the
end of December 2015 have been filtered out from the web-based monitoring and evaluation
information management system (MEIMS) for analysis. Time-to escort analysis with Kaplan—Meier
was performed to find out median escort time. Hypothesis testing for equality of survival
distribution (Kaplan—Meier curve) was conducted to determine the differences in probabilities of
first clinic escort for different socio-economic and demographic characteristics.

Results: Estimated median time-to escort was 17 months (SD = 0.867). Escorting is less likely with
non-youth MSM (>25 years), educated MSM (> GCE O/L), rural MSM, Nachchi MSM (effeminate
males), high frequent receptive MSM (>7/week) and high duration MSM (>10 years). Galle and
Gampaha districts shows high performance in escorting compared to other districts

Conclusions: More vulnerable and high risk segments of MSM population are less likely to be
escorted for HIV testing in the current programme design. Current intervention need to strengthen
with more focus strategies to address this programmatic gap. In addition, performance of PEs, field
supervisors and coordinators has been observed to be a major factor in improving escort rate.

Key words: Men who have sex with Men (MSM), HIV, time taken to escort, Escorts, Peer Education,
Survival Analysis
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Full article
Introduction

Sri Lanka is an Island country of about 65,610
km? located near the southern tip of India. Sri
Lanka currently experience a low-level of HIV
epidemic based on the fact that HIV
prevalence has not consistently exceeded 5%
in any of the high risk groups (HRGs) such as
female sex workers (FSW), men who have sex
with men (MSM), beach boys (BB) and people
who inject drugs (PWID). (1) However, as of
end 2015, a cumulative total of 2308 HIV
positive persons have been reported to the
National STD/AIDS Control Programme
(NSACP), Ministry of Health, Sri Lanka. (2)
During 2015, total of 235 HIV cases reported
to the NSACP and it was the highest number
reported in a year. In general, an estimate of
10.5 new infections occurs per week while,
only about 4.5 new cases reported to the
NSACP per week. (2)

During the last five years (2011-2015) relative
proportion of heterosexual transmission of
HIV reduced from 74% (2011) to 54% (2015)
while proportion of male-to-male
transmission increased from 20% (2011) to
41% (2016). Mother to child transmission
remained between 3-7% over the last 5 years.
Injecting drug use as a mode of transmission
reported in less than 2.5% of cases. However,
transmission through, blood and blood
products have not been identified as a
method of transmission since 2000. (2)

National Stretegic Plan (NSP) of Sri Lanka has
identified different HRGs for HIV prevention
interventions such as Female sex workers
(FSW), men who have sex with men (MSM),
beach boys (A group of men who associate
with tourists as guides or animators, and
provide entertainment including sexual
services, majority of them are bisexuals),
clients of sex workers and drug users (DU) as
most-at-risk populations (MARPs). (3) The
mapping and size estimation study carried out
in 2013 showed that estimate of 14,132
female sex workers, 7,551 MSM, 1314 BBs,
and 17,459 DU in the country. (4) HIV

prevalence estimation carried out in the
integrated biological and behavioural survey
(IBBS) showed that HIV prevalence among
FSW and MSM were 0.8% and 0.9%
respectively while among DU and BB the HIV
prevalence was 0%.

Peer group approach

Sri Lanka has completed a phase of HIV
prevention project from 2013 to 2015 (36
months) under the support of the Global
Fund. The Family Planning Association of Sri
Lanka (FPASL) as the non-governmental
principal recipient of the GFATM grant carried
out interventions targeting men who have sex
with men (MSM). The main intervention is
through peer group model (Fig 01). In this
model, identified MSM peer educators
(identified persons with knowledge and
leadership qualities within peer networks)
were trained and a monthly allowance was
given to maintain a regular contact with
another 6-15 peers forming a peer group (PG).
These peer educators (PEs) were employed in
different locations and overall supervision
was carried out by full-time salaried field
supervisors and district coordinators.

Fig 01: Peer Group

P — Peer (6-15 in number)
MSM PE— Men who have sex
with men peer educator

Peer educators are supposed to deliver an HIV
prevention package (HPP) to MSM in their
peer group. HIV prevention package (HPP)
includes the provision of 6 components listed
in the Box 1.

Box 1: HIV prevention package (HPP)

1. Provision of STI knowledge

2. Provision of HIV knowledge

3. Provision of MSM tailored leaflets

4. Condom/dildo demonstration

5. Provision of condoms and

6. Escorting of peers to STD clinic for HIV testing.
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Under this project, HPP was delivered through
248 MSM peer educators to their peer groups
covering a population of 3,638 MSM.

Peers are referred as “Reached” if the first
five services are delivered (reached peers).
Once the reached peers (who received all 1-5
services in the HPP) are escorted to an STD

clinic they are referred as “Escorted”
(escorted peers). (5)
Although escorting of MSM to the

government STD clinic for HIV testing and
counselling is one of the important aspects of
the HIV prevention package, percentage of
MSM escorted remained 23% to 39% during
the past three years (2013-2015). Table 01
describe the number and percentage of MSM
escorted from 2013 to 2015 against number
of MSM reached with HPP (6).

Table 1: Number and percentage of MSM
reached vs. escorted from 2013 to 2015.

Number of Number of Perceen:}
Year MSM Reached  MSM escorted ’9\7/’ SM
with HPP to STD Clinics

escorted

2013 2127 496 23%
2014 2980 969 33%
2015 3638 1416 39%
Source: - Annual Progress Report of the Primary

Recipient 2 (PR2) - Global Fund HIV prevention Project
(Round 09 Grant - Phase 2

The purpose of this paper is to analyze the
factors affecting the median time-to-escort
“time taken to escort” to an STD clinic. This
study analyse the escorting pattern of the first
year cohort (2013) who retained in the
project till the end of follow-up (end
December 2015)

Methodology

A cohort of MSM registered in the first year
(2013) and who retained in the project till the
end of December 2015 (end of follow-up) was
taken for the analysis. Total of 699 MSM
peers registered in the first year and retained
till the end of follow-up.

Baseline data was collected at the registration
of an MSM to peer groups using an
interviewer administered registration form.
The subsequent follow up data on the status
of the delivery of components of the HPP
including the escort status to an STD clinic for
HIV testing were monthly recorded by PE on
the Peer Calendar and sent to the community
based organization (CBO) under which PEs
were employed. Furthermore, re-checking of
peer calendars and on site data verifications
were carried out by the M&E staff to improve
data quality. The M&E staff of the CBO feeds
data to the web-based monitoring and
evaluation information management system
(MEIMS) maintained at the Family Planning
Association of Sri Lanka (FPA)

This MEIMS maintains peer cohort from the
time of peer registration with follow up data
during the project period using a unique
identifier called client reference number or
client ID (From 2013 to end 2015). (5)

Time-to-event analysis was performed using
Kaplan—Meier curves and estimates. Total of
699 MSM peers registered during the accrual
period of the project (2013). Peer registration
was considered as the “start of the serial
time” and event was the escort step of the
HIV prevention package (6" step). Total of
699 serial times were analyzed using Kaplan-
Meier estimator (KM estimator) at the end of
the project period to find out median escort
time with 95% confidence interval. In this
study, inverse KM curve (one minus survival
function) was wused to understand the
escorting pattern of the MSM cohort. So, the
X axis of the curve represent the “time to first
escort” in number of months from initiation
of the project and Y axis represent
“proportion of MSM escorted at least one
time” to STD clinics for HIV testing. The one-
minus survival function is referred to as the
“time-to-escort function” hereafter in this
paper. An important advantage of the
Kaplan—Meier curve is that the method can
take into account some types of “censored
data” (7). In this study, censored data
represent the MSM who couldn’t escort at
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least one time by end of the project
(December, 2015). Further, hypothesis testing
(Mantel-Cox test, Generalized Wilcoxon test
and Tarone-Ware test) was conducted to
determine the differences in probabilities of
first escort for different socio-economic and
demographic characteristics. One minus
survival functions (Time-to-escort functions)
of different sub samples of MSM (considering
socio-economic and demographic
characteristics) = were  compared and
graphically illustrated.

Results

Background Information

A total of 699 MSM peers, retained in the
service cycle during the project period (2013-
2015), were filtered out for the analysis and
sample characteristics are shown in the table
02.

Table 2: Distribution of sample characteristics

Variable Levels Freq Perce Cum.
nt (%)  Perce
nt (%)
District Colombo 247 35% 35%
Gampaha 98 14% 49%
Kalutara 97 14% 63%
Galle 257 37% 100%
Total 699 100%
Location Urban 304 43% 43%
Semi urban 184 26% 70%
Rural 211 30% 100%
Total 699 100%
Age <25yr 335 48% 48%
>25 364 52% 100%
Total 699 100%
Marital Married 125 18% 18%
Status Unmarried 514 74% 92%
Living together 32 5% 96%
Divorced 17 2% 99%
Widow 9 1% 100%
Total 697 100%
Level of UptoGrade08 98 14% 14%
School Up to GCE O/L 361 52% 66%
Education  Up to GCEA/L 205 29% 95%
Above GCE A/L 32 5% 100%
Total 696 100%
Duration <5yr 173 25% 25%
in MSM 5to10 252 36% 61%
behavior  10to 20 228 33% 94%
(No  of >20yr 43 6% 100%
years) Total 696 100%

Time-to-escort analysis

Out of the 699 serial times, 499 MSM peers
(71.4%) had completed the event of interest
(escort step) at least one time by the end of
the project period (secular time). The
remaining MSM (28.6%) who have not been
escorted at least one time were presented as
“Censored” in KM curves. Estimated median
time-to-escort was 17 months (SD = 0.867
months). In other words, as an estimate, only
50% of the MSM peers have been escorted to
the STD clinics during the first 17 months
(95% Cl = 15.3-18.7 months) of the project.

Time-to-escort analysis by district of project
implementation

Figure 1: Time-to-escort functions by districts

Proportion of MSM

(Generalized Wilcoxon test P = 0.534, X? = 2.1920 and Tarone-
Ware test P = 2610, X?= 4.006).

As shown in the figure 1, the time-to-escort
functions of different districts are significantly
different, showing a high escort rates in Galle
and Gampaha by end of the project (log rank
test P=0.033, X?>=0.050). Although, there is no
statistically significant difference in escort
rates among four districts in the first half of
the project, Kalutara district has performed
over other districts during the first half. So,
lowest median time to first escort was
recorded in Kalutara (13 months) followed by
Colombo (16 months), Gampaha (16 months)
and Galle (17 months).

Sri Lanka Journal of Sexual Health and HIV Medicine (Sri Lanka JoSHH), Volume 2, December 2016

30



Papers

Time-to-escort analysis by socio-
demographic and behavioural factors

Escorting of MSM peers for an STD clinic is
depend on many factors. In the secular time
period of the study(2013-2015), some MSM
showed relatively more median time-to-
escort. They included, Non-youth MSM (>25
years), educated MSM (> GCE O/L), rural
MSM, Nachchi MSM (effeminate males), MSM

with more frequent receptive anal sex (>7
week), long duration MSM (>10 years).

Other groups of MSM showed less medium
time-to-escort (more likely to escort). They
included, generally young MSM (<25 years),
Less educated MSM (up to GCE O/L), non-
effeminate MSM, urban and semi-urban MSM
(Table 3)

Table 3: Distribution of estimated median time-to-escort and hypothesis tests by socio-demographic

factors and behavioural factors

Estimated Median time- Hypothesis tests for equality of

to-escort (months) time-to-escort
Variable Levels 95% Confidence {B(;Z:I:r‘::lize g Tarone- Llog  Rank
Months _Inter val Wilcoxon) Ware (Mantel-Cox)
Lower Upper Early part of  Middle part Latter part of
bound bound the curve of the curve the curve
Socio- Age (years) Youth 16 13.096 18.904 X2=3.389  X?=4.194  X?=5.098
demographic  Youth: <25 yrs Non-youth 17 14.564 19.436 P=0.066 P=0.041*%  P=0.024*
factors Non-youth: >25yrs — Overall 17 15.300 18.700
Level of Education UptoGCEO/L 16 14.412 17.588 X?=3.420 X2=3.964 X2=4.201
Above GCE 20 16.707 23.293 P=0.064 P=0.046* P=0.040*
o/L
Overall 17 15.180 18.820
Marital Status Ever Married 16 13.264 18.736 X2=0.000 X?=0.012 X?=0.060
Other 17 14.824 19.176 P=0.984 P=0.913 P=0.807
Overall 17 15.280 18.720
Location of the hot Rural 17 13.841 20.159 X?=2.666 X?=3.424 X?=4.580
spot Urban/Semi 16 13.763 18.237 P=0.103 P=0.064 P=0.032%
Overall 17 15.300 18.700
MSM Category Nachchi 20 13.185 26.815 X2=1.300 X2=2.227 X?=3.454
Other MSM 16 14.528 17.472 P=0.254 P=0.136 P=0.043*
Overall 17 15.330 18.670
Behavioural  Frequent of Lessthan7 16 12.444 19.556 X?=10.513 X?=9.257  X?=7.799
factors receptive anal sex 7 and above 22 19.143 24.857 P=0.001* P=0.002* P=0.005*
per week Overall 18 15.348 20.652
Frequent of Lessthan7 17 15.293 18.707 X?=0.350  X?=0.209 X?=0.062
insertive anal sex 7 and above 13 10.119 15.881 P=0.554 P=0.648 P=0.804
per week Overall 16 14.394 17.606
Duration of MSM <10 years 16 13.912 18.088 X2=2.159 X?=3.170 X?=4.419
behavior >10 years 17 13.976 20.024 P=0.142 P=0.05* P=0.036*
Overall 17 15.180 18.820
Test for HIV before Yes 16 14.254 17.746 X?=1.985  X2=2.480  X?=2.941
joining  with the No 22 16.852 27.148 P=0.159 P=0.115 P=0.086
program Overall 17 15.180 18.820
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Proportion of MSM Escorted
Proportion of MSM Escorted

Figure 3: Cumulative Escort distributions for
Figure 2: Cumulative Escort distributions for high educated and less educated MSM
youth and non-youth MSM

Proportion of MSM Escorted
Proportion of MSM Escorted

Figure 4: Cumulative Escort distributions for Figure 5: Cumulative Escort distributions for
MSM living in rural and urban area Nachchi and other MSM

Proportion of MSM Escorted
=

Figure 6: Cumulative escort vs duration of Figure 7: Cumulative Escort distributions by
MSM behaviour (<10vears and 210 vears) number of receptive anal sex
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Discussion

A previous cross sectional analysis conducted
using the sample of MSM found that the clinic
(P<0.001), duration of MSM behaviour
(P=0.018), experience of an HIV test during
previous 12 months (P=0.050), number of
receptive anal sex (P=0.050). (8)

In this study, time-to-escort analysis and
hypothesis testing for equality of escort
functions shows that some groups take long
time to be escorted to an STD clinic. Those
groups include high frequent receptive MSM
(>7/week), MSM who never had an HIV test
(before project enrolment), educated MSM
and Nachchi MSM (effeminate MSM).
Furthermore, Peer educators have taken
about 17 months to escort Non-youth MSM,

rural MSM, low frequent insertive MSM
(<7/week) and MSM with >10 vyears
behaviour. Therefore, different innovative

strategies need to be adopted to increase the
rate of HIV testing among those who take
longer time-to-escort.

High frequent receptive MSM (>7/week) and
Nachchi MSM (effeminate MSM) are less
likely to be escorted by peer educators.
Nachchi MSM also includes male sex workers
(MSW) and most of them practice receptive
anal sex. Receptive anal sex and effeminate
nature of Nachchi MSM have self and felt
stigma which made them to be escorted less
likely.

MSM who never had an HIV test before the
enrolment to the project seems to be still
difficult to be escorted for an HIV test may be
due to some personal or access related
barrier.

Furthermore, non-youth MSM and long
duration MSM (>10 years) are also taking
relatively long time-to-escort may be due to
some experience based personal attitude.

Although it is not statistically significant, low
frequent insertive MSM (<7/week) are more
difficult to be escorted than high frequent

escort is associated with age group of MSM
(P=0.008), level of education (P=0.007),
urban/rural status

insertive MSM (>7/week) probably due to the
fact that low frequent insertive MSM are
reluctant to disclose the homosexual
behaviour at STD clinics. In this analysis, rural
MSM were also needed long time-to-escort
which may be due to stigma and distance
related factors.

Overall, these results indicate that MSM with
higher risk of HIV take longer time for the first
escort and are less likely to be escorted for
HIV testing. As shown in the graphical
illustrations, and results of the hypothesis
testing, this difference is higher and
significant in the middle and later part of the
project. Apart from the socio-demographic
and behavioural factors, pressure imposed on
peer educators by the project management to
achieve the escort targets may affect on
higher rate of escorts of low risk MSM who
are easy to escort for HIV testing. This
programme quality gap may increase by
introducing strategies such as incentivising
the peer educators on their performance, by
setting unrealistic targets.

In addition, it has been observed that district
variation of escort rates are also largely
depend on the district level implementation
(CBO), performance of PE, field supervisors
and coordinators who can overcome some of
the difficulties found. These lesson learnt
needs to be considered in designing and
implementing of future HIV prevention
interventions for MSM.

Conclusion

Escorting of MSM peers to an STD clinic is
depending on many factors. The estimated
median time-to-escort an MSM peer was 17
months from the start of the project.

Time-to-escort functions of different districts
are significantly different, showing a high
escort rates in Galle and Gampaha towards
the end of the project, there is no significant
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difference in escorts among four districts in
the first half of the project. This shows the
differences of efficiency of implementation of
the project by the staff of the CBOs. Efficiency
is significant at the latter part of the project
most probably due to the time, target and
incentive bound programmatic pressure of
the project.

Relatively longer time has been taken for peer
educators to escort high frequent receptive
MSM (22 months) and MSM who never had
an HIV test (22 months). A median of about 20
months has been taken to escort educated
MSM and Nachchi MSM. Furthermore, it has
been taken about 17 months to escort non-
youth MSM, rural MSM, low frequent
insertive MSM (<7/week).

Relatively shorter period (13 months) has
been taken by peer educator to escort high
frequent insertive MSM (>7/week) probably
due to their self acceptance of homosexual
behaviours and more masculine nature of the
behaviour.

Generally, more attention and tailored
interventions are necessary to improve escort
rates among MSM who needed longer time-
to-escort to an STD clinic for HIV testing
because they are less likely to be escorted.
Current intervention need to be strengthened
with more focus strategies to address this
programmatic gap. In addition, performances
of PEs, field supervisors and coordinators
have been observed to be a major factor in
improving escort rate.

References

UNAIDS/WHO. Guidelines for second generation
HIV surveillance. World Health Organization.
Geneva : s.n., 2000.

NSACP/MoH. Annual Report 2015. National
STD/AIDS Control Programme, Ministry of Health.
Colombo : s.n., 2016.

National STD/AIDS Control Programmes. National
Strategic Plan 2013-2017. National STD/AIDS
Control Programme, Ministry of Health. Colombo :
s.n., 2013.

National STD/AIDS Control Programme. National
size estimation of most-at-risk populations (MARPs)
for HIV in Sri Lanka. National STD/AIDS Control
Programme, Ministry of Health. Colombo : National
STD/AIDS Control Programme, 2013.

Family Planning Association of Sri Lanka.
Monitoring and Evaluation Plan, Glonal Fund round
9 HIV prevention project (Phase Il) . Family Planning
Association of Sri Lanka. Colombo : s.n., August
2013.

The Family Planning Association of Sri Lanka.
Annual Progress Report of the PR2 - Global Fund
HIV prevention Project (Round 09 Grant - Phase 2).
Colombo : Monitoring and Evaluation Unit - The
Family Planning Association of Sri Lanka, 2013-
2015.

Nonparametric  estimation  from  incomplete
observations. Kaplan, L E and Meier, P. [ed.] John
Tukey. 282, 1958, Journal of the American
Statistical Association, Vol. 53, pp. 457-481.

Factors associated with clinic escorts in peer-led HIV
prevention interventions for men who have sex with
men (MSM) in Sri Lanka. Suranga, M Suchira, et al.
UNAIDS, WHO Working Group. Guideline for second
generation HIV surveillance: an update: Know your
epidemic. World Health Organization. Geneva : s.n.,
2013.

Sri Lanka Journal of Sexual Health and HIV Medicine (Sri Lanka JoSHH), Volume 2, December 2016

34



Author information

Author Guidelines

Sri Lanka Journal of Sexual Health and HIV
Medicine (Sri Lanka JoSHH) is a peer-reviewed
biomedical journal published annually following
the scientific sessions of the Sri Lanka College of
Sexual Health and HIV Medicine.

Section 1: Journal Components

(1.1). Leading articles: Leading articles are expert
opinions on current topics, usually solicited by the
editors. Presidential address of the Sri Lanka
College of Venereologists at its annual scientific
sessions is usually included in this section of the
journal. They do not usually exceed 1500 words
and 20 references.

(1.2). Papers: This includes original research work
and reviews concerning the preventive and
curative medicine in the field. They should not
exceed 2000 words, 5 tables or illustrations, and
20 references.

(1.3). Brief Reports: This category includes case
reports, reports of drug adverse effects,
preliminary reports of continuing studies or trials,
new patient management methods, and reports of
new techniques and devices. They should not
exceed 750 words, 3 tables or illustrations, and 10
references.

(1.4). Points of Views: The Sri Lanka JoSHH also
accept essays expressing point of views,
presenting hypotheses and controversial issues,
clarifying recent advances in the field and
historical issues and essays pertaining to laws,
policies, ethics, rights and best practices in the
field. They should not exceed 2000 words, 5 tables
and illustrations, and 20 references.

(1.5). Miscellaneous: The JoSHH will also consider
publication of letters (less than 400 words of text,
3 authors, and 5 references), obituaries (less than
400 words), and contributions to the picture-story
series (not more than 250 words of text, 3 authors,
3 references and 2 clear black & white or colour
photographs).

Section 2: Authorship
The International Committee of Medical Journal

Editors (ICMJE) has recommended the following
criteria for authorship; these criteria are still

appropriate for journals that distinguish authors
from other contributors.

Authorship credit should be based on,

1) Substantial contributions to conception and
design, acquisition of data, or analysis and
interpretation of data

2) Drafting the article or revising it critically for
important intellectual content; and

3) Final approval of the version to be published.

Authors should meet conditions 1, 2, and 3.

All other contributors who do not meet criteria for
authorship should be listed in an
acknowledgements section.

Section 3: Submitting Manuscripts
All submissions should be made with, following

3.1. Covering letter: to the editor-in-chief
explaining the originality of the work, and the
letter should acknowledge any potential conflict of
interest. Should also be included details about the
corresponding author (Email is mandatory).

3.2. Letter of agreement: is a letter signed by the
principal author, corresponding author and co-
authors agreeing for the publication (author with
google profiles, LinkedIn, e-portfolios, professional
WebPages can confirm online). This may be
optional in some situations.

3.3. Manuscript:
document which
sections.

Manuscript is the complete
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4.4. Guideline for tables and figures

Tables: All tables must be typed single-spaced with
left horizontal alignment of text/numbers in each

cell. Tables should be numbered with Arabic
numerals, in the order in which they are cited in
the text. A table title should describe concisely the
content of the table. Explain all non-standard
abbreviations in footnotes, and use the following
symbols, in sequence *, 1, 1, §, 9, **, Tt

Figures: Figures should be professionally drawn or
prepared. Lettering should be uniform in style.
Number the figures in the order in which they are
cited in the text. Close up photos and photos with
magnification should have scale markers on
degree of magnification. Submit images in TIFF or
JPEG format (minimum resolution 300dpi). The
authors will have to incur the cost for colour
printing.

Section 5: Editorial correspondence
submitted online

The manuscript should be
through the following link

http://joshhm.sljol.info/

Subsequent editorial correspondences are done
through the manuscript submission and review
system of the Sri Lanka Journal of Sexual Health
and HIV Medicine and also through email of
authors.

You can contact the editor-in-chief (EIC) by the
following email.

editor.srilanka.coshh@gmail.com

Kindly note that abstracts not confirming to the
above specifications will be rejected.

Manuscripts should be submitted with a fee of
1000 LKR as administrative cost as a cheque in
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the account name “Sri Lanka College of
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Peer review process

The editorial board consist of Editor-in-chief,
acquisition editor, assistant editors, members and
the secretary. Editorial board is elected from the
members of the Sri Lanka College of sexual Health
and HIV Medicine at its annual general meeting. In
addition to the editorial board, there is a panel of
reviewers.

Editor-in-chief scrutinizes all the articles submitted
by authors for its consistency with the author
guidelines, timeliness and originality of the work,
importance of the research problem, clarity of
writing, methodology, validity of data, scientific
strength, and appropriateness for readers of
the Journal.

Editor-in-chief informs the decision to the
respective authors regarding submitted articles.

Editor-in-chief send selected articles for peer
review process and regularly obtain advice on
individual manuscripts from reviewers (experts on
the manuscript subject area). In addition, opinions
are sought from statistical reviewers before
publication.

Editors reserve the right to modify style, shorten
articles, make editorial corrections where
necessary, and to determine priority and time of

publication. All accepted articles for publication
will be acknowledged to the corresponding author.

The type of peer review process of the Sri Lanka
JoSHH

There are essentially three stages at which an
article can be reviewed:

Before the author submits it to the Journal (Pre-
submission review)

Review by the journal, and

Review after it has been published

Pre-submission review: Sri Lanka JoSHH
recommends authors to seek pre-submission
reviews from individuals or peer review service
providers to improve their articles before they
submit to Journal.

Based on the editor’s, reviewers/referees and
author’s preference, Single-blind review, double-
blind review or open review is arranged.

Single-blind
author.

review: the reviewer knows the

Double-blind review: Neither the reviewer nor the
author knows each other.

Open review: Both the reviewer and the author
knows each other.

Post-publication review: finally, once an article is
published (online), anyone in the world can review
the article — commenting on how good or bad it is.
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