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ABSTRACT 

Palliative care is a vital element of comprehensive cancer management; however, its integration 

into healthcare education remains limited in numerous low- and middle-income countries, 

including Sri Lanka. The aim of this study was to outline the Eastern Cancer Care Hospice 

(EASCCA) model, identify challenges to engaging healthcare students, and propose a 

framework to increase awareness for incorporating hospice-based palliative care into 

healthcare education. 

A descriptive study Design was used, integrating experiential insights from the author’s 

involvement in a two-day EASCCA training program with secondary data from institutional 

reports, World Health Organization (WHO) guidelines, and peer-reviewed literature. EASCCA 

offers comprehensive, community-focused palliative care that includes medical, psychological, 

spiritual, and social support. Key barriers to student participation included limited 

communication within institutions, low program visibility, geographic challenges, and the 

absence of formal curricular integration. A three-part awareness framework was created. 

It is concluded that building awareness and establishing formal partnerships between EASCCA 

and healthcare education institutions can improve student engagement, enhance capacity 

building, and promote equitable access to high-quality palliative care in Sri Lanka. 

 

Keywords: Palliative care education; Hospice model; Healthcare students; Community-based 

care; Sri Lanka
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INTRODUCTION 

Palliative care is recognized as a comprehensive approach aimed at enhancing the quality of 

life for patients suffering from life-threatening illnesses (Morrison & Meier, 2004). The 

spiritual, psychological, and social well-being of bereaved families are also regarded as integral 

components of palliative care. Accessing palliative care is a fundamental right of every 

individual affected by a life-threatening illness, and the provision of such care in accordance 

with individual needs is a collective responsibility, including healthcare professionals. 

Annually, an estimated 60 million individuals worldwide require palliative care, yet only 

approximately 14% of those in need currently receive it. The majority of these individuals 

reside in low- and middle-income countries (Kvale et al., 2003). 

 

Cancer is emerging as a global epidemic, with an upward trend. According to GLOBOCAN 

2022, 19.9 million new cancer cases were diagnosed worldwide, and approximately 9.7 million 

individuals succumbed to the disease. The International Agency for Research on Cancer 

(IARC) forecasts that new cancer cases globally will increase from 19.3 million in 2020 to 

approximately 30 million by 2040, primarily due to aging populations and lifestyle 

modifications. There is an urgent necessity for concerted efforts to enhance awareness of 

cancer and to develop efficacious strategies to mitigate its escalating impact, with the aim of 

reducing disparities in cancer care. 

 

Eastern Cancer Care Hospice, also known as EASCCA Hospice, was launched on February 4, 

2020, to provide specialized care for patients with terminal cancer. Acknowledging that cancer 

is a leading global cause of death, EASCCA’s goal is to provide compassionate support to 

patients and their families during difficult times. 

 

Eastern Cancer Care & Hospice is a charitable palliative care institution located in Eravur, 

Batticaloa District, Sri Lanka. The hospice was established to provide comprehensive care and 

support for cancer patients, particularly those suffering from advanced-stage and terminal 

illnesses. The institution mainly focuses on improving the quality of life of patients through 

palliative and supportive care services, including pain management, psychological support, 

counselling, nutritional assistance, and spiritual care. 

 

The hospice accommodates a significant patient population from Batticaloa and neighboring 

areas within the Eastern Province. Patients admitted to the facility receive ongoing nursing and 

medical care under the supervision of healthcare professionals and trained volunteers. Beyond 

inpatient services, the institution also offers outpatient department (OPD) services for 

individuals requiring routine consultations, symptom management, follow-up treatments, and 
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counseling. These OPD services assist both patients and caregivers by addressing the physical, 

emotional, and social challenges associated with cancer. 

 

Furthermore, the hospice operates throughout the day to ensure uninterrupted patient care and 

emergency support. The availability of 24-hour care services demonstrates the institution’s 

commitment to meeting the healthcare needs of vulnerable cancer patients within the 

community. Through its compassionate, multidisciplinary approach, the hospice plays a 

significant role in strengthening palliative cancer care services in Sri Lanka's Eastern region. 

 

EASCCA Hospice adopts a community-based model with architecturally designed homes in a 

lush, serene environment. Registered with the Ministry of Health, it collaborates with Sri 

Lanka’s National Cancer Control Programme and the Institute of Palliative Care Medicines to 

provide services that improve the quality of life for cancer patients. 

 

Although Sri Lanka has made advances, it still faces challenges in incorporating structured 

palliative care into its healthcare education. The Eastern Cancer Care Hospice (EASCCA) 

operates on a community-based model, delivering accommodation, medical treatment, 

emotional support, and holistic services to patients with advanced cancer. In addition to patient 

care, EASCCA provides free training for healthcare students and professionals, helping to 

connect theoretical knowledge with practical experience. 

 

There is limited awareness of EASCCA’s training programs among healthcare students, which 

consequently constrains capacity-building opportunities and diminishes EASCCA’s potential 

as a benchmark for multidisciplinary palliative care education in Sri Lanka. This study 

evaluates the EASCCA model, identifies obstacles to engagement, and proposes a practical 

framework to enhance awareness. A framework to increase awareness. 

Sri Lanka, as a nation, is experiencing an increasing demand for palliative care due to the aging 

population and the rising burden of non-communicable diseases and other chronic illnesses, 

including cancers (Ratnasekera et al., 2026). Consequently, the ‘Sri Lanka National Health 

Policy 2016-2025’ has recognized that ‘the mainstream health system should provide palliative 

care to all patients who need such care to ensure they can live and die with dignity.’ 

Additionally, the 'National Strategic Framework for Palliative Care Development in Sri Lanka 

2019-2023' (Ministry of Health, 2019) delineates strategic directions for the advancement of 

palliative care services within the country. Nevertheless, a considerable number of patients 

currently lack access to comprehensive palliative care services. 
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RESEARCH PROBLEM 

While EASCCA provides unique experiential learning opportunities in palliative care, 

healthcare students’ awareness of and involvement in EASCCA remain limited. Since 

EASCCA is not integrated into formal training programs, this valuable resource remains 

underused. 

OBJECTIVES  

The EASCCA hospice model is a community-based palliative care service. 

To identify barriers to healthcare students’ engagement with EASCCA training programmes. 

To propose an awareness framework for strengthening the integration of EASCCA within 

healthcare education. 

To rising the global awareness of the importance of palliative care 

To advocating for policy changes to support the integration of palliative care into healthcare 

education 

To increasing access to care for vulnerable population who require specialized palliative care 

To supporting by providing ongoing training programs to enhance the skills and knowledge of 

the dedicated work of palliative care professionals and volunteers. 

 

THEORETICAL CONSIDERATIONS AND EMPIRICAL EVIDENCE  

Global literature highlights the need to incorporate palliative care into healthcare education to 

boost patient outcomes and professional skills (Morrison & Meier, 2011). WHO guidelines 

recommend introducing early learning through both classroom and practical experiences to 

foster empathy, improve communication, and build confidence in end-of-life situations (WHO, 

2018). Systematic reviews show that hospice-focused training decreases death anxiety and 

enhances communication skills among healthcare students (Lloyd-Williams & MacLeod, 

2004). 

 

The author’s participation in EASCCA training reinforced these findings, highlighting the 

value of real-world exposure in developing holistic, patient-centered competencies. However, 

such opportunities remain insufficiently promoted within Sri Lankan healthcare education. 

Integrating palliative care into healthcare curricula is widely acknowledged as vital to 

improving outcomes (Morrison & Meier, 2011). The WHO (2018) suggests introducing it early 

through classroom lessons and practical experiences. Hands-on training improves empathy, 

communication skills, and confidence in delivering end-of-life care (Lloyed-Williams & 

Macleod, 2004). 

 

The author’s involvement in the EASCCA training highlighted that real-world experience 

enhances skills beyond what is taught in the classroom. However, in Sri Lanka, such 

opportunities are seldom promoted, leaving healthcare students unaware of them. 
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Palliative care in Sri Lanka, the demand continues to grow due to the rising prevalence of non-

communicable diseases and the ageing of the population.  

 

Palliative care is extensively recognized and adequately resourced as a fundamental component 

of the healthcare system within Sri Lanka’s national policy framework. It is incorporated into 

the National Strategic Framework for Palliative Care Development in Sri Lanka (2019-2023) 

and the National Strategic Plan for the Prevention and Control of Cancer in Sri Lanka (2020-

2024). As an early initiative in palliative care education, a certificate course in Palliative Care 

for medical officers was organized by the Institute of Palliative Medicine, Calicut, India (a 

WHO Collaborating Centre in community-based palliative care and long-term care) in 

collaboration with the College of General Practitioners of Sri Lanka, the national cancer control 

program, the Ministry of Health, and the WHO country office in Sri Lanka.  

 

Sri Lanka Medical Association formed a task force on palliative care and end-of-life care in 

2017. The SLMA task force developed a manual and guidelines relating to end-of-life care and 

a manual relating to palliative care for the management of non-cancer patients. 

Palliative Care Association of Sri Lanka was formed. The association also organized training 

programmes for health professionals and caregivers. 

Postgraduate courses in palliative care were initiated at the Postgraduate Institute of Medicine 

(PGIM), the University of Colombo, in 2017. 

 

The National Cancer Control Programme of the Ministry of Health issued guidelines in 2022 

on palliative care for cancer patients in primary health care. The guidelines emphasize the 

importance of integrating various primary care disciplines to deliver high-quality palliative care 

services.  

 

There are many hospital and community-based palliative care delivery points in the country. 

 

1. Palliative care consult services in the country 

2. Apeksha Cancer Institute, Maharagama 

3. Teaching Hospital Ratnapura 

4. Lady Ridgeway Hospital for Children, Colombo 

5. Teaching Hospital Karapitiya 

6. Colombo South Teaching Hospital, Kalubowila 

In addition to these clinics, palliative care services are arranged through oncology clinics in all 

cancer treatment centres in the country. (Epidemiology unit, 2022) 
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The following are some community-based hospices in the country mainly managed by NGOs 

Organization  Institute 

 

Sri Lanka Cancer Society Shantha Sevana Hospice Care Maharagama 

Cancer Care Association Sri Lanka Hospice at Kurundankulama, Anuradhapura 

and Hospice at Matara. 

Sathya Sai Association Sathya Sai Cancer Hospice, Hanwella 

Cancer Aid for North and East Sri Lanka 

(CANE) 

Hospice at Chunnakum, Jaffna 

Eastern Cancer Care Hospice (EASCCA) Hospice at Eravur, Batticaloa 

Palliative Care Association Sahana Sevana, Abagahpura, Maharagama 

 

METHODOLOGY  

This study adopts a descriptive Design, combining:  

Experimental Evidence: This study’s experimental evidence was gathered through the author’s 

direct participation in a two-day training programme at EASCCA Hospice in Eravur, 

Batticaloa. In addition to the author’s observations, informal perspectives from approximately 

8–10 participants, including programme coordinators, healthcare volunteers, and healthcare 

students, were considered during the training sessions. The service categories were identified 

through direct field observation of hospice activities and were supported by EASCCA 

institutional reports and WHO palliative care guidelines. These experiential insights informed 

understanding of the hospice model’s strengths and helped identify barriers affecting student 

awareness and engagement in palliative care education. 

 

RESULTS AND DISCUSSION  

EASCCA Hospice Model 

EASCCA offers comprehensive, community-focused palliative care services (see Table 1), in 

line with global hospice care standards. Training involved direct engagement, allowing 

students to experience multidisciplinary teamwork, communication with patients and families, 

and end-of-life care approaches. 

 

EASCCA provides free hospice services with a holistic, community-centered approach, 

including accommodation, medical care, pain management, psychosocial support, and spiritual 

EASCCA offers comprehensive, community-focused palliative care services (see Table 1), in 

line with global hospice care standards. Training involved direct engagement, enabling students 

to experience multidisciplinary teamwork, communication with patients and families, and 

approaches to end-of-life care assistance. The author’s training experience highlighted the 

importance of direct participation: students observed teamwork, improved their 



Enhancing Awareness of Eastern Cancer Care Hospice (Eascca) In Healthcare 

Education. A Descriptive Study and Framework for Palliative Care Engagement.  

SLJSM (2026) 1(2): 1-11 

 

7 
 

communication skills for end-of-life care, and gained valuable insights into comprehensive 

patient management. 

 

 

Table 1: Services Provided by EASCCA Hospice 

 

Figure 1: The EASCCA Care Mode 

 

Table 2: Barriers to Student Engagement with EASCCA 

 

Category  Details 

Medical Care Pain and symptom management, palliative 

interventions 

Psychological Support Counselling for patients and families 

Spiritual Care Religious and cultural support based on 

patient needs 

Accommodation & Meals Free-of-charge stay with nutritious meals 

Recreational Facilities Green environment, relaxation spaces, and 

social interaction opportunities 

Training Opportunities Workshops and hands-on exposure for 

healthcare students. 

Barrier Description 

Limited Institutional Communication Universities rarely promote EASCCA 

programmes 

Low Visibility Lack of awareness campaigns to inform 

students 

Geographic Inaccessibility The Eravur location is difficult for students 

from distant provinces to access. 

Lack of Formal Integration Not aligned with most healthcare curricula, 

thereby reducing incentives for participation. 
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Key barriers identified included limited institutional communication, low programme 

visibility, geographic inaccessibility, and lack of curricular integration. These challenges 

mirror those reported in other low-resource settings. 

 

 

 

 

 

 

 

 

 

Figure 2: Challenges in Student Engagement with EASCCA 

 

 

Table 3: Proposed Awareness Framework for EASCCA 

 

Component Proposed Action 

University-EASCCA Partnerships Formal MoUs and integration into healthcare 

curricula 

Peer-led Promotion & Ambassadors Student-led initiatives to spread awareness 

and encourage participation 

Micro-credentialing & Certification Certificates, digital badges, and credit 

recognition for students engaging in training 

This framework is consistent with successful international models in the United Kingdom, 

India, and Africa, where collaborations between hospices and academic institutions have 

enhanced palliative care education (Kumar, 2007; Clark et al., 2018). 

 

 

Figure 3: Awareness Framework for Healthcare Education 
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EASCCA Hospice offers comprehensive palliative care for cancer patients and serves as a 

training site for healthcare students. Although it adheres to international standards of holistic 

care (Saunders, 2001; WHO, 2018), its visibility and integration within Sri Lanka’s healthcare 

education system remain limited. This demonstrates how local hospices can function both as 

service providers and academic collaborators. 

 

Comparison with Global Models 

Many countries worldwide have successfully integrated hospice and palliative care into 

healthcare education, often making them essential parts of training programs. For instance, in 

the UK, palliative care education is embedded throughout both undergraduate and postgraduate 

courses, with hospices serving as training sites where students gain hands-on experience in 

end-of-life care. This approach has been shown to boost clinical confidence and 

communication skills, while also reducing fears and stigmas surrounding death and dying 

(Lloyd-Williams & MacLeod, 2004). 

In India, cancer diagnosis frequently occurs at advanced stages. Community hospice projects 

such as Karunashraya in Bangalore and Can Support in Delhi partner with medical colleges 

and nursing schools to offer rotations, certification programs, and volunteer opportunities, 

thereby increasing awareness of palliative care (Kumar, 2007). EASCCA’s primary challenge 

is establishing official university partnerships to enhance its training efforts. 

In Africa, the Hospice Africa Uganda model shows how embedding palliative care training in 

service delivery can scale nationally. It integrates into nursing and medical curricula, producing 

graduates capable of providing end-of-life care in resource-limited settings. This example 

demonstrates that even in low- and middle-income countries, collaboration between hospices 

and universities can develop trained professionals (Clark et al., 2018). 

In Sri Lanka’s case, through EASCCA, this aligns with the global trend: while service delivery 

remains robust, the integration of education and awareness efforts lags. Addressing this 

disparity is essential if Sri Lanka aspires to expand palliative care services beyond tertiary 

cancer centers and into community-based settings. 

 

Findings in Light of Global Evidence 

This study highlights barriers such as limited institutional communication, low visibility, 

geographic hurdles, and a lack of formal integration, which are similar to those found in other 

developing regions (Morrison & Meier, 2011). In India and Bangladesh, access to training is 

often hindered by geographic and awareness barriers, whereas high-income countries address 

these issues through curricular integration. Sri Lanka could consider adopting international 

approaches, such as digital learning combined with clinical placements at EASCCA, to 

overcome geographic constraints and promote university–hospice collaborations that 

normalize palliative care training. Elaborations that normalize palliative care training. 

The awareness framework, including university partnerships, peer promotion, and 

certification, aligns with global practices. Certification and micro-credentials motivate 

students, as shown by success in India and Africa, where certificates boosted participation and 

employability (Kumar, 2007; Clark et al., 2018). The framework offers a feasible, adaptable 

pathway for Sri Lanka. 
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Broader Implications 

Integrating EASCCA into healthcare education affects capacity building, the sustainability of 

training programs, and equity in cancer care. Equipping future healthcare professionals with 

palliative care skills aligns with the WHO’s goal of ensuring universal access to palliative 

services. 

Interpreting these findings through a global lens reveals three broader implications: 

Capacity Building – Incorporating EASCCA into healthcare curricula can help address Sri 

Lanka’s shortage of trained end-of-life care professionals and align with international 

initiatives to integrate palliative care. 

Sustainability – Partnerships between universities and hospices create sustainable education-

service ecosystems that reduce dependence on ad hoc volunteerism. 

Equity in cancer care can be supported by expanding student engagement, which helps prepare 

future healthcare providers to deliver compassionate care in rural and underserved areas, 

aligning with WHO’s goal of universal access to palliative care (WHO, 2018). 

 

CONCLUSION 

The Eastern Cancer Care Hospice (EASCCA) represents a pioneering model of community-

based palliative care in Sri Lanka, providing both compassionate services for terminally ill 

cancer patients and valuable experiential learning opportunities for healthcare students. 

Despite its alignment with international standards of holistic hospice care, EASCCA remains 

underutilized as an educational resource due to limited awareness, weak institutional linkages, 

and a lack of formal curricular integration. 

This study highlights the need for structured strategies to bridge the gap between service 

delivery and education. The proposed awareness framework, centered on university–hospice 

partnerships, peer-led promotion, and micro-credentialing, offers a feasible pathway for 

integrating hospice-based learning into healthcare education. Drawing on successful global 

models, embedding EASCCA within formal training programmes can strengthen student 

competencies, promote multidisciplinary collaboration, and contribute to more equitable 

cancer care across Sri Lanka. 
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ABSTRACT 

Siddha Medicine is a system of traditional medicine originating in ancient Tamil Nadu in South 

India and Sri Lanka. Traditionally, it is taught that the Siddhars laid the foundation for this 

system of medicine. Siddha system has a unique diagnostic method to identify the diseases and 

their causes. Manikkadai Nool is one of the diagnostic tools. It is explained in the Agasthiyar 

Soodamani Kajiru Soothiram by Saint Veadammamuni in Pathinen Siddhar Naadi Nool. The 

aim of this study was to compare the wrist circumference and Manikkadai alavu (cm) in 

gunmam patients. It is an observational study. After identifying the eligible subjects, Data was 

collected by using the interview administrated questionnaire & relevant data was collected by 

measurement. Collected data were processed and statistically analyzed by a SPSS. The mean 

age of the subjects was 46.06 (SD±13.833). Majority of subjects in 14 (28%) were between 51 

– 60 years of age. The majority of subjects in 30 (60%) were female. The average wrist 

circumference of the subjects was 16.3cm (SD ± 1.34) and 16.616cm (SD ± 1.24) and 

Manikkadai alavu was 18.10cm (SD ± 1.81) and 17.97cm (SD ± 1.82) in right and left hand. 

In group I, II and III, the mean value of right and left wrist circumferences was almost same. 

On the other hand, right and left Manikkadai alavu in cm was increase slightly. In the present 

study revealed that In Group I, II and III, the mean value of right and left wrist circumference.
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was almost same. On the other hand, right and left Manikkadai alavu in cm was increase 

slightly. These slight differences may influence in the disease diagnosis by Manikkadai Nool.  

 

Keywords: Diagnostic methods, Gunmam, Manikkadai Nool, Peptic ulcer, Siddha, Traditional 

Medicine. 

 

INTRODUCTION 

Gunmam is a gastrointestinal disorder. It is characterized by indigestion, epigastric pain, 

heartburn, nausea, vomiting, eructation, belching, body weakness, loss of body weight, 

flatulence and mental disturbances.  Commonly it is classified into eight types. Various Siddha 

diagnostic methods are followed in Siddha system. Manikkadai Nool is one of the diagnostic 

tools. It is explained in the Agasthiyar Soodamani Kajiru Soothiram by Saint Veadammamuni 

in Pathinen Siddhar Naadi Nool. Manikkadai Nool measurement is the circumference of wrist 

which is measured four-finger breadth (fb) from the wrist. Wrist girth of the Gunmam is 

measuring by inelastic thread and expressing it in patient’s own finger breadth units and 

interpreting a prognosis or diagnosis of diseases [3]. Manikkadai Nool measurement is a 

continuous ranging value from 4 to 11 fb with an interval of 0.25 fb between each value [3]. 

The method of measuring wrist circumference and the interpretation of different measurements 

are clearly mentioned in the text of Pathinen Siddhar Naadi Nool. So, I study, why measure 

the Manikkadai alavu four finger breath from the wrist which was studied in gunmam patients. 

The aim of the study was to compare the wrist circumference and Manikkadai alavu among 

patients diagnosed with Gunmam. The objectives of this study were to assess the socio-

demographic pattern of the subjects and to study the wrist circumference and Manikkadai alavu 

among patients with Gunmam. 
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MATERIALS AND METHODS 

Study design: This was an observational study. 

Study setting: This study was carried out in OPD (Out Patient Department) & IP at 

Government Siddha Medical College, Palayamkottai. 

Study duration: This study was carried out from April – August 2019 

Study population 

Inclusion criteria 

Age above 20 and below 65 

Both sexes 

Loss of appetite 

Nausea / Vomiting 

Belching 

Eructation 

Pain in the abdomen 

Flatulence 

Abdominal distension 

Indigestion 

Generalized weakness 

Exclusion criteria 

Age below 19 to above 80 

GIT disorders other than Gunmam 

Sample size: According to the inclusion & exclusion criteria, 50 Gunmam subjects were 

selected for this study. 

Data collection 

Selection of the subjects: The selection was made for all suitable Gunmam subjects who was 

come to the OPD & IPD in the study period.   
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Sampling techniques and randomization process: The subjects were selected by simple 

random method. 

Study instrument 

Questionnaire: Questionnaire was prepared based on the specific objectives 

Informed consent form: Informed concerned form was prepared by the researcher and written 

consent was obtained from selected subjects before the commencement of the study. 

Study procedure 

Subjects who were diagnosed as Gunmam was examined by researcher in the OPD & IPD. All 

relevant information was collected by interrogation & clinical examinations. In addition, 

diagnostic cards or earlier medical records was looked to get more information.  

After identifying the eligible subjects, relevant information was collected by using the 

interview administrated questionnaire & relevant data was collected by measurement.  

Manikkadai alavu (which are mentioned in Siddha literature) (Forearm   Circumference) 

To measure the wrist circumference in finger breadth, the patient was asked to keep his left 

hand`s four fingers on the wrist, then the doctor measured the circumference of the right wrist 

just below index fingers of the left hand of the patient using a inelastic twine, then the twine 

was removed from the wrist and placed on the patient’s finger (above the metacarpal phalangeal 

joint on the palmar surface) and the measure the twine in finger breadth. Measure the wrist 

circumference of other hand likewise.  

 

Anthropometric parameters 

Wrist Circumference - Measure the wrist circumference with the help of measuring tape. 

Manikkadai alavu in cm - Measure the Manikkadai alavu in cm, four finger breath from the 

wrist by measuring tape. 

Data analysis - Data was entered and analyzed with the usage of Microsoft Excel and SPSS. 

Collected literature review information also was compare with the results.  
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Quality assurance - The quality of the study was assured as the protocol of the study was 

submitted in peer review board and expert’s opinions are taken. The whole study was done in 

supervision of faculties of the department and guide of the study. 

 

RESULTS AND DISCUSSION 

Distribution of Demographic Characteristics of study population 

The mean age of the subjects was 46.06 (SD±13.833). Majority of subjects in 14 (28%) 

were between 51 – 60 years of age. The majority of subjects in 30 (60%) were female. 

Table 1: Demographic characteristic of the study population 

Characteristics Ƞ = 50  

Gender Ƞ % 

Male 

Female 

20 

30 

40 

60 

Age (Years): Ƞ % 

21 - 30 13 26 

31 - 40 3 6 

41 - 50 13 26 

51- 60 14 28 

61 - 70 7 14 

Mean age: 

Total 

Male 

Female 

(Mean ± SD) 

46.06 ± 13.833 

45.50 ± 13.276 

46.43 ± 14.405 

 

Ƞ: Frequency; %: Percentage; SD: Std. deviation 
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Table 2: Description of measurement of wrist circumference (WRC) and Manikkadai 

alavu (MA) (cm) in gunmam patients 

 Mean  

Rt WRC 16.300 ± 1.3439 

Lt WRC 16.616 ± 1.2443 

Rt MA (cm) 18.108 ± 1.8100 

Lt MA (cm) 17.978 ± 1.82592 

 

The mean Wrist circumference of the subjects was 16.3 (SD ± 1.3439) and Manikkadai alavu 

(cm) of the subjects was 18.108 (SD ± 1.8100) in right hand. The mean Wrist circumference 

of the subjects was 16.616 (SD ± 1.2443) and Manikkadai alavu (cm) of the subjects was 

17.978 (SD ± 1.82592) in left hand. 

Table 3: Description of measurement of manikkadai alavu by using traditional method 

in gunmam patients 

  Mean  

Rt Hand Rt MA 9.3950 ± 0.7777 

Lt MA 9.3950 ± 0.7777 

Lt Hand Rt MA 9.3150 ± 0.77230 

Lt MA 9.3150 ± 0.77230 

 

The mean Right Manikkadai Alavu of the subjects was 9.3950 (SD ± 0.7777) and Left 

Manikkadai Alavu of the subjects was 9.3950 (SD ± 0.7777) in right hand. The mean Right 

Manikkadai Alavu of the subjects was 9.3150 (SD ± 0.77230) and Left Manikkadai Alavu of 

the subjects was 9.3150 (SD ± 0.77230) for Left hand. 
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Table 4: Description of compare the measurement of right Manikkadai alavu with right 

and left manikkadi alavu and left Manikkadai alavu with right and left manikkadi alavu in 

gunmam patients 

 Mean t Sig. (2-tailed) 

Rt MA (cm) 18.108 ± 1.8100 68.787 0.000 

Rt Hand/ Rt MA 9.3950 ± 0.7777 80.876 0.000 

Lt Hand/ Lt MA 9.3950 ± 0.7777 80.876 0.000 

Lt MA (cm) 17.9780 ± 1.82592 67.685 0.000 

Rt Hand/ Rt MA 9.3150 ± 0.7723 80.708 0.000 

Lt Hand/ Lt MA 9.3150 ± 0.7723 80.708 0.000 

 

There were no significant differences observed between the measurement of right Manikkadai 

alavu (cm) with right and left manikkadi alavu and left Manikkadai alavu (cm) with right and 

left manikkadi alavu in gunmam patients. 

Table 5: Description of compare the measurement of right wrist circumference with 

right Manikkadai alavu (cm) and Left wrist circumference with left Manikkadai alavu 

(cm) in gunmam patients 

 Mean t Sig. (2-tailed) 

Rt WRC 16.300 ± 1.3439 83.132 0.000 

Rt MA (cm) 18.108 ± 1.8100 68.787 0.000 

Lt WRC 16.616 ± 1.2443 91.583 0.000 

Lt MA (cm) 17.9780 ± 1.82592 67.685 0.000 
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There were no significant differences observed between measurement of right wrist 

circumference with right Manikkadai alavu (cm) and Left wrist circumference with left 

Manikkadai alavu (cm) in gunmam patients. 

Table 6: Description of measurement of wrist circumference and Manikkadai alavu in 

Group I, II & III subjects in gunmam patients 

Group I : Manikkadai Alavu : 8 – 8.75 

Group II : Manikkadai Alavu : 9 – 9.75 

Group III: Manikkadai Alavu: 10 – 10.75 

 Mean 

Group I Group II Group III 

Rt WRC 15.8500 ± .66858 16.173 ± .9377 16.575 ± 1.6697 

Lt WRC 15.9167 ± .69402 16.060 ± .9797 16.362 ± 1.6053 

Rt MA 16.0167 ± .62423 17.6733 ± 1.42902 18.5125 ± 1.73406 

Lt MA 15.9000 ± .70427 17.587 ± 1.4870 18.238 ± 1.7695 

 

The mean Right Wrist circumference of the subjects was 15.85 (SD ± 0.66858), Left Wrist 

circumference of the subjects was 15.9167 (SD ± 0.69402), Right Manikkadai alavu of the 

subjects was 16.0167 (SD ± 0.62423), Left Manikkadai alavu of the subjects was 15.9 (SD ± 

0.70427) in Group I.  

The mean Right Wrist circumference of the subjects was 16.173 (SD ± 0.9377), Left Wrist 

circumference of the subjects was 16.060 (SD ± 0.9797), Right Manikkadai alavu of the 

subjects was 17.6733 (SD ± 1.42902), Left Manikkadai alavu of the subjects was 17.587 (SD 

± 1.4870) in Group II.  

The mean Right Wrist circumference of the subjects was 16.575 (SD ± 1.6697), Left Wrist 

circumference of the subjects was 16.362 (SD ± 1.6053), Right Manikkadai alavu of the 
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subjects was 18.5125 (SD ± 1.73406), Left Manikkadai alavu of the subjects was 18.238 (SD 

± 1.7695) in Group III.  

In Group I, II and III, the mean value of Right and Left wrist circumferences was almost same. 

On the other hand, Right and Left Manikkadai alavu in cm was increase slightly. 

CONCLUSION 

In the present study revealed that Majority of subjects in 14 (28%) were between 51 – 60 years 

of age and the majority of subjects in 30 (60%) were female. The average Wrist circumference 

of the subjects was 16.3cm (SD ± 1.34) and Manikkadai alavu of the subjects was 18.108cm 

(SD ± 1.81) in right hand. The average Wrist circumference of the subjects was 16.616cm (SD 

± 1.24) and Manikkadai alavu of the subjects was 17.978cm (SD ± 1.82) in left hand. The 

average Manikkadai alavu of the gunmam subjects was 9 ¼. In Group I, II and III, the mean 

value of Right and Left wrist circumferences was almost same. On the other hand, Right and 

Left Manikkadai alavu in cm was increase slightly. These slight differences may influence in 

the disease diagnosis by Manikkadai Nool. There were no significant differences observed 

between Manikkadai alavu (cm) in right and left hands.  
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ABSTRACT 

Plantar hyperkeratosis, characterized by localized thickening of the skin on the plantar surface 

of the foot, is commonly caused by chronic friction and pressure, particularly in the heel and 

forefoot regions. It affects approximately 20–65% of adults aged above 65 years and around 

18% of the working population, especially women. Thol Thadippu is not specifically 

mentioned under the 4,448 diseases described in Siddha medicine, it is referred as an indication 

in Siddha literature and generally means thickening of skin. Its clinical features may thus be 

related to plantar hyperkeratosis. This study aimed to evaluate the clinical efficacy of Sirattai 

Thailam, a traditional Siddha herbal oil preparation described in the Siddha Formulary of India 

(Part I). Sirattai Thailam is primarily composed of ripened coconut shells and prepared using 

the Kuzhi Thailam method (Bhupuda Thailam), traditionally used to treat thickened skin. A 19-

year-old male with a 4-year history of plantar hyperkeratosis affecting the left heel and 

metatarsal regions (2nd - 4th) was selected for this study. After cleaning the affected areas with 

saline, Sirattai Thailam was applied on gauze and dressed daily for 8 weeks. Assessments 

included surface texture (imaging), hyperkeratosis size (ruler/tracing), quality of life using the 
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Foot Health Status Questionnaire (FHSQ), and patient satisfaction. Over the 8-week period, 

significant improvement was observed. The hyperkeratosis grade reduced from 3 to 1 on visual 

inspection. Heel lesion size improved from 4.8 × 5.8 cm to 3.5 × 5.8 cm, and the metatarsal 

area reduced from 3.8 × 3.4 cm to 3.2 × 3.0 cm. The FHSQ score improved from 75% to 

91.15%. The participant reported high satisfaction and good compliance, with no adverse 

effects. Sirattai Thailam may be of interest as a potential non-invasive treatment for plantar 

hyperkeratosis, supporting its integration into dermatological care. Further controlled studies 

are warranted to confirm long-term efficacy and recurrence outcomes. 

 

Keywords: Bhupuda thailam, Kuzhi thailam, Siddha Traditional Medicine, Sirattai thailam, 

Thol thadippu 

INTRODUCTION 

Plantar hyperkeratosis refers to localized thickening of the skin on the plantar surface of the 

foot, most commonly affecting the heel and forefoot regions. It is primarily caused by chronic 

friction and pressure and may lead to pain, impaired foot function, and, in individuals with 

diabetes, an increased risk of ulceration1. Thol Thadippu is not one of the 4448 diseases 

mentioned in Siddha medicine in particular. However, the condition is mentioned as an 

indication in Siddha literature and is generally understood to mean thickening of the skin. The 

clinical features of this condition are similar to plantar hyperkeratosis. So in the present study 

Thol Thadippu can be clinically correlated with plantar hyperkeratosis. Plantar hyperkeratosis 

is one of the most common dermatological conditions affecting the foot across all age groups. 

It is estimated to affect 20–65% of adults over 65 years of age and approximately 18% of the 

working population, with a higher prevalence among women². The gold standard treatment is 

scalpel debridement performed by a podiatrist. However, this procedure may be difficult for 

some patients to access or tolerate, highlighting the need for safe, effective, and non-invasive 

alternative therapies3. This study explores the potential effectiveness of external Siddha 

management using Sirattai Thailam in the treatment of chronic plantar hyperkeratosis, the 

selection of sirattai Thailam was based on its traditional siddha indication for Thol Thadippu, 

particularly in cases where internal medication is not preferred. Sirattai Thailam is a traditional 

Siddha herbal oil preparation described in classical Siddha literature, including the Siddha 

Formulary of India (Part I), Gunapadam – Mooligai Vaguppu (Muthal Pagam) and 
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Pharmacopoeia of Hospital of Indian Medicine 4-6. The Pharmacopoeia of Hospital of Indian 

Medicine text highlights its important therapeutic applications for external use, particularly in 

conditions such as Natpatta thol noi (chronic skin diseases) and Thol Thadippu (skin 

thickening)6. 

OBJECTIVES 

The objective of this single case observational study was to observe the clinical changes in a 

patient with plantar hyperkeratosis, correlated with Thol Thadippu, during the treatment with 

Sirattai Thailam. Specifically, the study was designed to assess changes in lesion size and 

patient reported foot health throughout the treatment period using lesion measurements and 

digital imaging and the Foot Health Status Questionnaire (FHSQ). 

CASE DETAILS 

A 19-year-old male student from Thirunelvely, Sri Lanka, presented with a four-year history 

of plantar hyperkeratosis on the left heel and ball of the foot. The condition caused discomfort 

and mild pain, and the patient had previously sought treatment at Western hospitals without 

satisfactory results. The patient was subsequently received treatment at the Siddha Teaching 

Hospital, Kaithady, where scalpel debridement was initially performed. But no satisfactory 

improvement was obtained and hence external treatment with Sirattai Thailam was 

subsequently initiated.  

On examination, the lesions were irregular in shape with clearly demarcated borders and 

yellowish discoloration due to dirt trapping, without hyperpigmentation or treatment associated 

lesions. The hyperkeratosis was asymmetrically distributed on the left heel and ball of the foot, 

and the surrounding skin appeared normal. The patient exhibited a flat foot deformity. Gait 

analysis showed normal pressure distribution, and the patient wore standard sandals. On 

palpation, the lesions were hard and of uniform thickness, with reduced temperature and 

monofilament sensation compared to normal skin. Mild tenderness was present, and the edges 

were well-defined but irregular, showing diffuse thickening. The measured size of the plantar 

hyperkeratosis was 4.8 × 5.8 cm on the heel and 3.8 × 3.4 cm on the ball of the foot 
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METHODOLOGY 

This study is a single-case observational study at the Inpatient Division of Siddha Teaching 

Hospital, Kaithady. In this case, internal medications were not administered, as the patient 

preferred only external therapy. 

The external treatment involved cleaning the affected areas of the left heel and ball of the foot 

with saline, followed by the application of Sirattai Thailam on gauze, which was then dressed 

over the lesions (Figure 2). Dressings were changed daily, with follow-ups on alternate days 

and weekly assessments, over a total duration of eight weeks. Outcome measures included 

evaluation of surface texture using digital imaging, measurement of hyperkeratosis size via 

ruler and tracing, assessment of quality of life using the Foot Health Status Questionnaire 

(FHSQ) assessed by physician, and documentation of patient satisfaction. Descriptive analysis 

was used to evaluate changes in lesion size, texture, and patient-reported outcomes throughout 

the treatment period. 

Foot Health Status Questionnaire (FHSQ) Assessment 

Patient-reported outcomes were evaluated using the FHSQ across four domains: Pain (Q1–Q4), 

Function (Q5–Q8), Footwear (Q10–Q12), and General Foot Health (Q9, Q13)8,9. Scores were 

converted to percentages using the formula: 

For Pain domain: 

Pain score (%) = [(5 − Average of Q1 to Q4) ÷ 4] × 100 

For other domains: (Function, Footwear, and General Foot Health) 

Domain score (%) = [(5 − Average score of items in the domain) ÷ 4] × 100 
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RESULTS 

Development and Composition of Sirattai Thailam: 

Sirattai Thailam is prepared using ripened coconut shells (Mutriya Tengai Sirattai Odugal) in 

sufficient quantity. The drug is broken into small pieces and placed in an earthen pot, which 

has a small perforation at the bottom. The opening is fitted or connected to allow the distillate 

to collect in a receiving vessel. The mouth of the pot is then sealed using Seelai (a mixture of 

cloth and clay) to prevent vapor leakage. 

The preparation is carried out using the Kuzhi Pudam method (destructive distillation). A pit is 

made in the ground, and a collecting vessel is placed at the center. The drug-filled earthen pot 

is positioned above this collecting vessel in such a way that the distillate can drip down into it. 

The setup is then covered properly and subjected to heat by arranging and igniting cow dung 

cakes (Varatti) around and over the pot. 

On heating, the coconut shells undergo destructive distillation, and the medicated oil (Sirattai 

Thailam) is released in vapor form, which condenses and collects in the receiving vessel 

(Figure 1). The collected oil is then used for external application, either alone or mixed with 

an equal quantity of coconut oil or Amirta Vennai. 

Plantar Hyperkeratosis Measurement  

The size of the plantar hyperkeratosis was measured weekly using a tracing method. Table 1 

summarizes the reduction in lesion size over the 8-week treatment period. The heel lesion 

decreased by 1.3 cm in length, and the ball of the foot decreased by 0.6 cm in length and 0.4 

cm in width over 8 weeks, showing progressive reduction in hyperkeratosis size. 

Foot Health Status Questionnaire (FHSQ) Assessment. 

Table 2 shows the patient’s Foot Health Status Questionnaire (FHSQ) scores before and after 

eight weeks of treatment with Sirattai Thailam. Scores were converted to percentages using 

the formula. Before treatment, the overall FHSQ score was 75%, reflecting mild pain, slight 

functional limitations, and moderate foot discomfort. After treatment, the overall score 

improved to 91.15% with notable reductions in pain (93.75%), improved function (87.5%), 
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better footwear comfort (83.33%), and excellent general foot health (100%). These results 

indicate significant improvement in the patient’s foot health and quality of life. 

Visual Grading of Hyperkeratosis 

The severity of plantar hyperkeratosis was assessed using a simple visual grading scale (Figure 

3). Grade 1 represents mild thickening of the skin that is smooth and painless. Grade 2 indicates 

moderate thickening with some discomfort, while Grade 3 describes severe thickening 

accompanied by pain and the potential for cracks or fissures in the skin. Baseline hyperkeratosis 

was graded as Grade 3 with significant thickening and discomfort. After the eight weeks of 

treatment with Sirattai Thailam, the lesion showed clinically progressive improvement. After 

the treatment period, hyperkeratosis was graded as Grade 1, with mild residual thickening and 

no pain reported. This gain was consistent with the observed decrease in lesion thickness and 

related discomfort. 
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DISCUSSION 

This case suggests a possible role of Sirattai Thailam, a Siddha external preparation in the 

management of plantar hyperkeratosis. There was progressive clinical improvement during the 

eight-week treatment period, with evidence of reduction in skin thickening and lesion size and 

improvement in foot surface appearance documented by digital imaging. Improvements in Foot 

Health Status Questionnaire (FHSQ) scores were also observed, particularly in domains related 

to foot health and comfort. 

The findings are in agreement with the traditional Siddha use of Sirattai Thailam in skin 

thickening conditions and chronic skin disorders. The slow clinical improvement over the 

treatment period with no adverse effects reported suggests that further investigation of this 

external therapy is warranted. The observed improvement, however, cannot be certainly 

attributed to the intervention because this report is based on a single patient. Further controlled 

studies with larger sample sizes and longer follow-up periods are needed to evaluate its 

efficacy, safety and recurrence outcomes. 

 

CONCLUSION 

In this case, treatment with Sirattai Thailam was associated with improvement in plantar 

hyperkeratosis, including a reduction in lesion severity and improvement in patient-reported 

foot health and comfort. These results suggest that Sirattai Thailam can be considered as a 

complementary or alternative approach to conventional treatments for plantar hyperkeratosis. 

Further controlled studies are warranted to confirm its long-term efficacy and assess recurrence 

outcomes. 
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Tables 

Table 1: Weekly Measurement of Plantar Hyperkeratosis (cm) 

Date Left heel 

length 

Left heel 

width 

Ball of foot 

length 

Ball of foot 

width 

2025 FEB 28 4.8 5.8 3.8 3.4 

2025 MAR 07 4.4 5.8 3.8 3.4 

2025 MAR 14 4.2 5.8 3.7 3.4 

2025 MAR 21 4.0 5.8 3.7 3.3 

2025 MAR 28 3.8 5.8 3.6 3.3 

2025 APR 04 3.7 5.8 3.4 3.3 

2025 APR 11 3.6 5.8 3.3 3.1 

2025 APR 18 3.5 5.8 3.2 3.0 

 

Table 2: FHSQ Scores Before and After Treatment (%) 

Domain Before Treatment After Treatment 

Pain (Q1–Q4) 75.00 93.75 

Function (Q5–Q8) 75.00 87.50 

Footwear (Q10–Q12) 75.00 83.33 

General Foot Health (Q9, Q13) 75.00 100.00 

Overall 75.00 91.15 
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Figures 

Figure 1: End product Sirattai Thailam 

 

  

 

 

 

 

Figure 2: External treatment procedures with Sirattai thailam 

 

 

 

 

Figure 3: Images of Sirattai Thailam management 
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AUTHORS GUIDELINES 

Aims and scope 

Sri Lanka Journal of Siddha Medicine (SLJSM) is published by the Faculty of Siddha 

Medicine, Trincomalee Campus, Eastern University, Sri Lanka. It is a refereed journal that 

publishes original articles, reviews, and case study relevant to the Health related disciplines 

and Allied Sciences  

General 

Submission of a manuscript to the Editor involves the assurance that it is original and that no 

similar paper, other than an abstract or an oral or poster presentation, has been or will be 

submitted for publication elsewhere without the consent of the Editorial Board. The language 

of publication is English. Papers are edited to increase clarity and ease of communication. 

Manuscript preparation 

 The maximum length of contribution is 5000 words, including figures, tables and 

references. The papers should be written clearly and concisely. 

 Manuscripts should be typed in double line spacing in Times New Roman 12-point size on 

A4 page with 2.5 cm margin. 

 Although a rigid format is not insisted upon, it is usually convenient to divide the papers 

into sections such as Title, Abstract, Keywords, Introduction, Materials and Methods, 

Results and Discussion, Conclusions, Acknowledgements, References, Tables and Figures. 

Title page 

 Title informative and not more than 30 words 

 Authors listed 

 Addresses at which the work was carried out after all the names 

 The present addresses of the authors, if different from the above, should appear in a footnote 

 Corresponding author’s name and email address 

 Running title not exceeding 45 characters 

Abstract 

 Indicate why and how the work was done, the results and conclusions 

 250 - 300 words 
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Keywords 

 Maximum five words 

 Avoid choosing keywords from the Title 

 They should be in alphabetical order and separated by commas 

Introduction 

 Describe clearly the current state of work in the relevant field 

 Describe the reasons for carrying out the experiments 

 Give a clear statement of the objectives and hypotheses being tested 

Materials and Methods 

 Sufficient information must be given in this section to allow the reader to understand the 

experimental design and statistical analysis. 

Results and Discussion 

 It should be combined to avoid repetition 

 Make use of tables and figures where necessary and without duplication 

 Focus on the work presented and its relationship with other relevant published work 

Conclusions 

 State the most important outcome of your work 

 Do not simply summarize the points already made in the body, instead, interpret your 

findings at a higher level of abstraction 

Acknowledgements 

 Sources of funding should be listed 

 All contributors who do not meet the criteria for authorship should be listed (e.g., technical 

help, data analysis, writing assistance or general support) 

Headings 

 Heading of major sections should be centered and in bold 

 Subheadings should be in bold and placed on the left of the page 

 Please use no more than three levels of displayed headings 

Page and Line numbers 

 Each page of the manuscript should be numbered at the bottom center of the page 

 Continuous line numbers must be used throughout
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Abbreviations 

 Abbreviations should be defined at first mention and used consistently thereafter 

Scientific style 

 Système International (SI) units are preferred 

 Genus and species names should be in italics 

References 

In the text, cite by author and date; place multiple citations in author alphabetical order; if >1 

citation for an author, then place these citations in chronological order (e.g., Hanson & Hill, 

2012, 2014; Ruppel, 1991; Windels et al., 2004) In the References section, place in author 

alphabetical order Please use the examples below for style (‘Harvard style’) Journal article: 

Christian, G. J., Meenakumari, R., Shanthimalar, R., Sankar, G., Ravichandran, V. M.(2023). 

Safety and efficacy of Siddha management as adjuvant care for COVID-19 patients admitted 

in a tertiary care hospital – An open-label, proof-of-concept Randomized Controlled Trial. 

Journal of Ayurveda and Integrative Medicine, 14(2). 

Work fully accepted and in press: 

Christian, G. J., Meenakumari, R., Shanthimalar, R., Sankar, G., Ravichandran, V. M, (2023). 

Safety and efficacy of Siddha management as adjuvant care for COVID-19 patients admitted 

in a tertiary care hospital – An open-label, proof-of-concept Randomized Controlled Trial. 

Journal of Ayurveda and Integrative Medicine, 14(2). 

https://doi.org/10.1016/j.jaim.2023.100706 

Book: 

Murugesa Muthaliar (1988), Siddha Materia Medica (Vegetable section), Directorate of Indian 

Medicine and Homeopathy, Chennai. 

Book Chapter: 

Hall, R. & MacHardy, W.E. (1981) Water relations. In: Mace, M.E., Bell, A.A. & Beckman, 

C.H. (Eds.) Fungal Wilt Diseases of Plants. New York, NY: Academic Press, pp. 255–298. 

Conference proceedings: 

McIntosh, R.A. (1992) catalogues of gene symbols for wheat. Proceedings of the Seventh 

International Wheat Genetics Symposium, Cambridge, UK. 13–19 July 1992. pp. 1225–1323. 
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Dissertation or Thesis: 

Lenné, J.M. (1978) Studies of the biology and taxonomy of Colletotrichum species. PhD thesis, 

Melbourne, University of Melbourne. 

Online material: 

Goudet J. (2001) FSTAT, a program to estimate and test gene diversities and fixation indices 

v. 2.9.3. Available at: http://www2.unil.ch/popgen/softwares/fstat.htm [Accessed 22 

November 2022]. 

Tables 

 Tables follow the literature cited section 

 Self-explanatory with an appropriate caption (title) without abbreviations 

 Identify tables using a number, e.g. Table 2 

 Mention tables in the text in numerical order (Table 1, then Table 2 etc) 

 Use superscript lowercase letters for footnotes, e.g. a, b and c 

 Vertical lines should not be used, and horizontal rules used only in the headings and at the 

bottom 

Figures 

 Figures should be presented following the Tables 

 Identify figures using a number, e.g. Figure 2 

 Mention figures in the text in numerical order (Figure 1, then Figure 2 etc) 

 Subdivisions within figures should be labelled with lowercase letters, e.g. (a), (b) and (c) 
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PUBLICATION ETHICS 

 

Funding for the Sri Lanka Journal of Siddha Medicine (SLJSM) publication is exclusively from 

Eastern University funds. Also, research funders should be acknowledged by the authors of the 

research papers. SLJSM publishes only original works of the authors that have not been 

published earlier either in printed format or electronically. All authors of manuscripts submitted 

to the SLJSM must confirm that neither the manuscript nor any part of it, regardless of the 

language in which it was originally written or published, has been published or is under 

consideration for publication or accepted for publication elsewhere. 

Further, authors are expected to be knowledgeable of and comply with best practices in 

publication ethics, specifically with regard to authorship, dual submission, plagiarism, 

manipulation of figures, competing interests and compliance with policies on research ethics. 

Authors should be followed applicable copyright laws and conventions. Copyright material 

should be reproduced only with appropriate permission and acknowledgement. Relevant 

previous work and publications, both by other researchers and the authors’ own, should be 

properly acknowledged and referenced. The primary literature should be cited both in the text 

and in the reference list. 

Authors should inform editors if findings have been published previously or if multiple reports 

or multiple analyses of a single data set are under consideration for publication elsewhere. 

Authors should provide copies of related publications or work submitted to other journals. 

Copyrights of the published papers are with the authors, and SLJSM takes the responsibility of 

publishing the manuscript only. Editors of 

SLJSM are devoted not to discriminate against the authors on the grounds of gender, age, 

experience, social status, occupation, sexual orientation, working institution, color of the skin, 

religious or political beliefs, or ethnic or geographical origin. All the papers published by the 

SLJSM are solely on a merit basis. 
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ethics. All stakeholders of the journal, such as the Editors, Authors, Reviewers and Publishers, 

have to agree upon the total ethical behavior in this context. The Publication Ethics of this 

Journal is based on the Code of Conduct and Best Practice Guidelines for Journal Editors of 

the Committee on Publication Ethics 

(COPE) (https://publicationethics.org/). 
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Responsibilities of the Editors 

1. Making initial evaluation of the manuscripts exclusively based on their academic and 

intellectual merit, without considering the author(s)’ race, age, gender, sexual orientation, 

disability, ethnic origin, religious belief, citizenship, political orientation or social class. 

2. Deciding which of the manuscripts submitted to the journal should be sent for reviewers’ 

evaluation following the initial evaluation based upon the policies and authors’ guidelines 

of the journal and legal requirements with regard to vilification, copyright infringement and 

plagiarism. 
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4. Guaranteeing a fair and unbiased double-blind peer review of the manuscripts and ensuring 

all information related to the authors and reviewers are kept confidential, and ensuring both 

authors’ and peer reviewers’ identities are secured. 

5. Provision of direction and guidance to members of the Editorial Board, authors and 

reviewers on their responsibilities and ethical expectations and also on the description of 
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2. Authors must ensure and declare that their work is original and that any work or statement 

from other authors or sources has been appropriately acknowledged and referenced. 
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3. Manuscripts submitted by authors for publication in SLJSM must be original articles and 

must confirm that the submitted works represent their own contributions and that they have 

not been copied or plagiarized in whole or partially from others’ work and such must not 

be included with no clear cited sources. 

4. Authors should cite publications that are relevant to the submitted work only. 

5. Should understand and act towards the fact that plagiarism in all its forms that exhibit 

unethical publishing behaviour is unacceptable. 

6. Authors need to submit a written statement that clearly states the manuscript has not been 

published elsewhere in any form of publishing. 

7. Authorship should comprise those who have contributed significantly to the Planning, 

designing, implementing or interpreting of the relevant research or study. All those who 

have made significant contributions should be listed as coauthors. 

8. Main author and the corresponding author must take all the responsibilities in ensuring all 

the ethical considerations of the journal. 

9. Main author and corresponding author with the journal should ensure that all appropriate 

co-authors are included in the list of authors of the manuscript. Total consensus of all co-

authors in approving the final version of the paper and its submission for publication should 

be ensured. 

10. All sources of financial support for the work submitted to the journal should be disclosed 
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11. All the responsibilities regarding the published material are vested in the main author and 

co-authors. 

12. The journal is freely available online. Authors should agree with the open access policy, 

which enables unrestricted access and reuse of all published articles. The articles are 

published under the Creative Commons Copyright License Policy CCBY-SA. This license 

permits users to use, distribution, and reproduction in any medium, provided it is licensed 

under the same terms and the original work is properly cited. 

 

Responsibilities of the Reviewers 

1. Peer reviewers should assist, especially the Editor-in-Chief, the handling Editor, and the 

Editorial committee whenever necessary, in making editorial decisions by submitting their 

recommendations on the eligibility and relevance of the manuscripts for publication. 

2. Manuscripts received for review must be treated as confidential documents and should not 

be discussed on their content with outside parties and should not be multiplied in any form. 
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3. If a selected reviewer is not competent to review a given manuscript or knows that the 

timely review of the same will be impossible, the reviewer should immediately inform the 

Editor-in-Chief and the handling Editor without delay, enabling the Editors to call an 

alternative reviewer. 

4. Reviewers are requested to report to the Editors if they are aware of copyright breaches and 

plagiarism on the author’s side. 

5. Reviewers must strictly evaluate the manuscripts only based on content, without imagining 

the author’s race, age, gender, ethnic origin, sexual orientation, disability, religious belief, 

citizenship, political orientation or social class. 

6. Peer review must be done very objectively, with clear logic, so that authors can use them 

to improve the paper. 

7. Reviewers should not consider any manuscript for reviewing in which they have conflicts 

of interest resulting from competitive, collaborative, or other relationships or connections 

with any of the authors, establishments or institutions connected to the manuscripts. 
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