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Since it was first described by Gagner in 1992
[1], laparoscopic adrenalectomy has grown within
a few years into an established procedure. Case-
controlled studies [2, 3] where laparoscopic proce-
dures were compared with open technology show
advantages as well as reduced mortality, shorter
hospital stay, smaller wounds and an earlier return
to normal activities. Other authors are talking
about the new gold standard, based on their own
results and a review of the literature [4]. The suc-
cess of laparoscopic adrenalectomy is not surpris-
ing. An anatomic region requiring extensive
transperitoneal exposure can be clearly repre-
sented and thus the access-related trauma to re-
move the adrenal glands is minimised. On the
other hand, randomised trials comparing open

with laparoscopic adrenalectomy are lacking and
the success of this new procedure is based on case
control studies and clinical experience.

Since 1994 we have regularly performed lap-
aroscopic adrenalectomy [5] for benign patholo-
gies of the adrenal gland. This paper reviews our
early experience of this new operative procedure.
Focused on length of hospital stay, operating time,
intraoperative blood loss and postoperative anal-
gesic use, we compared 22 consecutive laparo-
scopic adrenalectomies with 20 consecutively per-
formed open ectomies over the previous six years.
We also consider aspects such as learning curve and
intraoperative complications at a single centre in
Switzerland.

Principles: Since 1994 we have been removing
most non-malignant classified pathologies of the
adrenal gland laparoscopically. Does this minimal
invasive procedure involve advantages over the
conventional approach? 

Methods: Retrospective analysis of 22 all-con-
secutive laparoscopic adrenalectomies in 21 pa-
tients (10 women, 11 men, age 26–70 years, mean
43 years, 11 right, 9 left, one bilateral in MEN IIa
syndrome). These procedures were performed be-
tween 1994 and 2001 transperitoneally in the lat-
eral decubitus position, recently by use of the Ul-
tracision device and once with a handport. These
results are compared with 20 consecutive open
transperitoneal unilateral adrenalectomies with
similar pathologies (13 women, 7 men, age 28–77
years, median 51.5 years, 8 right, 12 left) carried
out between 1988 and 1993. 

Results: The mean operating times were 150
and 115 minutes with the laparoscopic and the
open procedure respectively (p <0.011). On the

other hand, mean hospital stay (6 versus 15 days, 
p <0.00001), intraoperative blood loss (200 versus
300 ml, p <0.04) and postoperative need for anal-
gesics were significantly shorter or lower. Two out
of the first five laparoscopic operations had to be
converted into open adrenalectomy due to in-
traabdominal adhesions and a diaphragmatic in-
jury with pneumothorax. In both groups three
complications occurred (14% and 15%). 

Conclusion: Laparoscopic adrenalectomy is a
safe, effective and useful procedure involving a
shorter hospital stay, lower intraoperative blood
loss and a lower postoperative analgesics require-
ment compared with the open approach. The lap-
aroscopic approach is the procedure of choice for
all benign adrenal pathologies. 
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22 laparoscopic adrenalectomies (11 right, 9 left, 1 bi-
lateral) in 21 patients (11 women and 10 men, age 26–70
years, median 43 years, p = n.s.) performed between 1994
and 2001 in our clinic were analysed retrospectively (table
1). Preoperative investigations were performed on an out-
patient basis by an endocrinologist of the internal medicine
department. Briefly, hormones were detected in plasma and
urinalysis on the basis of clinical suspicion or symptoms.
Further investigations were clonidine tests for pheochro-
mocytoma, dexamethasone tests for cortisol-secreting ade-
nomas and furosemide stimulation tests for aldosterone-se-
creting adenomas. For preoperative imaging, every patient
had either a CT or MRI scan of the abdominal part.
Metaiodobenzylguanidine scintigraphy was done in one
case of pheochromocytoma and selective adrenal gland an-
giography with synacthen stimulation was performed in
one case of aldosterone-secreting adenoma. Patients with
pheochromocytoma were treated preoperatively with an
alpha-blocker (Dibenzyran®) and, if blood pressure was still
elevated, in combination with a beta blocker. Patients with
a cortisol-secreting adenoma were treated with cortisol i.v.
during the day of operation and the first postoperative day.
Further substitution was performed orally. Perioperative
antibiotics were not routinely given. 

All the operations were performed under general
anaesthesia with use of a muscle relaxant and controlled
ventilation. Transperitoneal access in the lateral decubitus
position, as described elsewhere [4, 7], was selected. Briefly,
the patient is positioned in a 90-degree flank position with
the bed flexed to increase the space between ribs and iliac
crest. For right adrenalectomy four, and for left adrenalec-
tomy three, cannulas (with an optional fourth) are used.
Pneumoperitoneum is currently established up to 14 
mm Hg pneumoperitoneal pressure with a Veress needle
unless there has been prior surgery in the upper abdomi-
nal part. In such cases open positioning of the first trocar
is indicated. A 30-degree angle laparoscope is used. On the
right side, after liver retraction and lifting, the posterior
peritoneum is incised to expose the lateral aspect of the in-
ferior vena cava, renal and adrenal veins. Tissue dissection
along the lateral aspect of the inferior vena cava permits
identification of the transversely oriented short adrenal
vein directly entering the inferior vena cava. The main ad-

renal vein is dissected, clip-ligated and divided. The adre-
nal gland is lifted and the space between the adrenal gland
and the psoas muscle is enlarged. Grasping of the adrenal
tissue must be avoided since it may cause troublesome
bleeding with subsequent reduced vision of the operative
field. Dissection of the upper adrenal margin, separating it
from the liver, requires particular attention to the small in-
ferior phrenic vessels, which are clipped, not coagulated,
owing to their tendency to retract once sectioned. 

On left side, after medialisation of the left colon flexure,
incision of the phrenocolic and lienorenal ligaments is nec-
essary to mobilize the spleen medially. Gerota’s fascia is then
incised to expose the left renal and adrenal veins. The first
crucial step is identification of the adrenal vein, whereupon
it is dissected, clipped and divided. The venous stump is used
to gently lift the adrenal gland, and the posterior aspect of
the adrenal gland is freed from its lateral and medial attach-
ments. If sizable vessels are found, they must be clipped and
divided. Particular attention is called for during the adrenal
isolation, involving dissection of the upper margin, often lo-
cated deep down under the inferior splenic border with a ve-
nous branch of the inferior phrenic vein which may be diffi-
cult to secure. Once freed, the adrenal gland is extracted in-
tact in an Endobag. The adrenal fossa is inspected carefully
for bleeding under reduced pneumoperitoneal pressure.

During the last seven operations the Ultracision
(Ethicon/Johnson & Johnsons®) was used. In a very obese
patient we used Handport once. All 22 laparoscopic
adrenalectomies were performed by four surgeons.

The postoperative regimen with respect to mobilisa-
tion and nutrition depended on general condition, pain
and intestinal activity respectively.

The outcome in laparoscopically treated patients was
compared with that in 20 open, transperitoneal, unilateral
adrenalectomies (13 women, 7 men, age 28–77 years, me-
dian age 51.5, p = n.s.) with similar, non-malignant
pathologies, performed between 1988 and 1993 (table 1).
Preoperatively a single i.v. dose of second-generation
cephalosporin was given to these patients Postoperatively,
low-molecular heparin was dispensed in prophylactic
dosage according to body weight. Continuous variables
were compared with the Mann-Whitney U test. P-values
of <0.05 were taken as significant.

Methods

laparoscopic open p

n = 22 n = 20

Pheochromocytoma 11 10

Aldosterone-secreting adenoma 6 6

Cortisol-secreting adenoma 2 3

Non-functional adenoma 3 1

Age median 43 (26–70, ± 14.2) 51.5 (28–77, ± 12.1) ns

Sex 11 f / 10 m 13 f / 7 m ns

f: female, m: male, ns: non significant

Table 1

Indication, age and
gender.

laparoscopic open p

Mean OP-time (min) 150 (75–270, ± 48) 115 (70–240, ± 37) <0.011

Mean hospital stay (d) 6 (4–10, ± 1.9) 15 (9–40, ± 6) <0.00001

Mean blood loss (ml) 200 (50–400, ± 158) 300 (200–500, ± 105) <0.04

Mean analgesics (d)

– Opiates 2 (1–4, ± 0.8) 3 (1–8, ± 1.2) <0.04

– NSAID 6 (4–10, ± 1.7) 11 (9–23, ± 2.4) <0.03

Abb: NSAID: Non-steroidal anti-inflammatory drugs

Table 2

Operating time,
hospital stay, blood
loss and analgesic
use.
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Figure 1
Operating times 
for unilateral laparo-
scopic adrenal-
ectomies (n = 20) 
in chronological
sequence.

The indication for the adrenalectomies was
afforded by four different adrenal pathologies 
(21 pheochromocytoma, 12 cortisol-secreting
adenoma, 5 aldosterone-secreting adenoma and 4
non-functional adenoma) (table 1). Bilateral lap-
aroscopic adrenalectomy, based on a MEN IIa
syndrome (bilateral phaeochromocytoma), took
210 minutes. The median operating time with the
laparoscopic method was significantly longer than
with the open method (150 vs 115 minutes, p
<0.011). On the other hand, mean hospital stay (6
vs 15 days, p <0.00001), intraoperative blood loss
(200 vs 300 ml, p <0.04) and need for postopera-
tive analgesics (2 vs 3 days for opiates, p <0.04 and
6 vs 11 days for NSAID, p <0.03) were significantly
shorter/lower with the laparoscopic than with the
open method. Operating time, hospital stay, blood
loss, analgesic use and the corresponding signifi-
cance are summarised in table 2. The operating
times for all laparoscopic procedures are given in
chronological order in figure 1.

The third and the fifth laparoscopic operations
had to be converted to open adrenalectomy, the
former due to extensive adhesions in the upper ab-
dominal part after laparotomy for perforated ap-
pendix seven years before, and the latter due to a
too deep-lying diaphragm which was accidentally

injured. This led to subsequent loss of the pneu-
moperitoneum. Even by closing the diaphragm
with sutures and insertion of a thoracic drain, the
overview in the abdominal cavity was not satisfac-
tory and we therefore converted to the open
method. The longest laparoscopic adrenalectomy
lasted 270 minutes. This case was an obese patient
(BMI 32) whose adrenal gland artery consisted of
many small arterioles which rendered dissection
more difficult.

The laparoscopically removed specimens had
diameters between 3.5 and 8 cm. Four glands were
removed through a non-expanded instrumental
cannula, eight through an instrumental cannula
expanded by incision, seven through an umbilical
incision and three through an inguinal incision.

Complications occurred during hospitalisa-
tion in both groups. Atelectasis and in one case
lung embolism occurred in two patients after lap-
aroscopic procedures. The latter required a pro-
longed hospital stay (10 days). Atelectasis, superfi-
cial wound infection and deep venous thrombosis,
involving a 40-day hospital stay, occurred after
open adrenalectomy. Intra- and postoperative
complications are summarised in table 3. All com-
plications healed fully with appropriate treatment.

Results

Complications laparoscopic open

Intraoperative 2 1 adhesion 0
1 diaphragm injury

Postoperative 3 1 lung embolism 3 1 atelectasis
2 alelectasis 1 wound infection

1 deep venous thrombosis

Table 3

Intra- and postopera-
tive complications.
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The conventional transabdominal approach to
the adrenal glands renders a large incision and
thorough preparation necessary. Minimally inva-
sive methods such as the laparoscopic technique
reduce operative trauma, and this means shorter
hospitalisation, lower blood loss and less need for
analgesics [3, 8–10]. The cosmetic advantage is not
inconsiderable [10, 11].

Potentially malignant adrenal lesions must be
treated as contraindications for the laparoscopic
approach in order not to jeopardie wide en bloc
resection. One should convert to the open tech-
nique when a malignant tumour is found intraop-
eratively [4, 12]. In case of doubt, we do not rec-
ommend frozen sections and favour open resection.
Except for a few case reports [13] there are to our
knowledge no investigations into frozen section of
adrenal glands and the danger of tumour dissemi-
nation. The effect of pneumoperitoneal pressure
on tumour dissemination and tumour recurrence at
port site remains unclear. In animal models in-
creased pneumoperitoneal pressure significantly
increased instrument contamination and tumour
recurrence at port-site incisions [14]; on the other
hand, authors report no increase in circulating tu-
mour DNA due to pneumoperitoneum [15]. In a
review of the literature Schaeff et al. conclude that
there is clinical evidence that laparoscopy with CO2

pneumoperitoneum may enhance tumour dissem-
ination [16], but randomised trials are lacking. 

The diameter is a relative contraindication. Al-
though masses of up to 10–15 cm are resectable la-
paroscopically [4, 17], the dissection may be difficult
and time-consuming and exposure may be not opti-
mal due to limited space. For a larger mass not sus-
pect for cancer the surgeon’s experience may prompt
the decision in favour of the laparoscopic approach.
But as long as malignancy is not excluded, tumours
with a diameter of more than 6–8 cm should be con-
sidered possibly malignant [4]. We therefore recom-
mend open resection for lesions larger than 8 cm
without clarified dignity. Management decisions on
an incidental mass are based on its biochemical ac-
tivity, the radiological characteristics and the patient’s
age and preference. Biochemical evaluation has been
described previously [18]. Regarding imaging, a
small homogeneous mass with smooth margins
points to a benign mass. Radiological techniques may
allow accurate non-invasive differentiation of benign
from malignant adrenal masses with a specificity of
up to 96% for incidental adrenal masses [19, 20].
Image-guided fine needle aspiration cytology of a
suspected adrenal mass has even higher specificity
but also a morbidity rate of 4.3% [20]. Accordingly,
we do not currently perform this procedure as a di-
agnostic approach to adrenal masses. 

Various laparoscopic techniques have been re-
ported [4, 21–24]. The main difference between in-
dividual techniques is between the transperitoneal
[21, 22] and retroperitoneal [23, 24] approach. We

use only the most common transperitoneal ap-
proach in the lateral decubitus position [10, 17].
This allows the viscera to gravitate away from the
area of dissection and the respective adrenal gland
becomes visible after dissection in a largely avas-
cular area. Another advantage of this approach is
the relatively large intraabdominal working space,
which is usually not available with the retroperi-
toneal approach. The latter approach carries an el-
evated risk of hypercapnia and subcutaneous em-
physema [10]. However, in the event of extended
intraabdominal adhesions the retroperitoneal ap-
proach may be beneficial. Hence prior abdominal
surgery is not a contraindication for the laparo-
scopic approach. The decision to use a transperi-
toneal or retroperitoneal access usually depends on
the surgeon’s preference. 

After laparotomy for a perforated appendix
one patient, no. 3 in the series, needed to be con-
verted to open adrenalectomy due to extensive ad-
hesions. Because of prior abdominal surgery this
patient would have been a candidate for the
retroperitoneal approach. In patient no. 5 conver-
sion was rendered necessary by a very low-lying
left diaphragm due to a preexisting phrenicus le-
sion after mitral valve replacement four years ear-
lier. In all the subsequent cases no conversion was
necessary, also implying a learning curve with la-
paroscopic adrenalectomy in our series. In other
studies [17, 25] conversion to open surgery has
been reported in 3–6%. The reasons for conver-
sion were usually uncontrollable intraoperative
bleeding, malignancy or widespread adhesions
after prior abdominal surgery.

Although mean operating time for laparo-
scopic adrenalectomy (150 min) is significantly
longer than for the open procedure, the advantages
of the former are obvious: shorter hospital stay, less
postoperative pain [8–10] and better cosmetic
results. Moreover, a learning curve is observable
(figure 1). Currently it takes 75–90 min to resect
an adenoma in our surgery department. Two out
of the four surgeons performed only one opera-
tion. For the other two surgeons, increased expe-
rience and new instruments (Ultracision) have re-
sulted in a shorter operating time. Others have
published mean operating times ranging between
123 and 202 minutes [17, 25]. In all studies com-
paring laparoscopic with open adrenalectomy, the
mean operating time was longer for the minimally
invasive technique [3, 8–10].

A mean hospital stay of less than three days is
reported by several authors [17, 22, 24]. The hos-
pital stay could be shortened, on the one hand, by
hospitalisation on the day of the operation and not
the day before, and, on the other hand, by better
outpatient support from family doctors, relatives
or home support institutions.

Our complication rate was 14% in the laparo-
scopic and 15% in the open group. Other series 

Discussion
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[3, 9, 10] report higher postoperative complication
rates: up to 40% after open surgery and between
0.2% [4] and 16% [13] after laparoscopic adrenal-
ectomy. Atelectasis and pneumonia were the most
common causes after the open procedure. Deep
venous thrombosis, haematoma (which required
laparotomy or transfusion in several cases) [26] and
pneumothorax [17, 26] are the most frequently
reported after laparoscopic adrenalectomy. 

Based on our own experience with a relatively
small number of cases in a single centre in Switzer-
land, we have observed that laparoscopic adre-
nalectomy is a safe, effective and useful procedure
with decreasing hospital stay, less intraoperative
blood loss and less postoperative need for anal-
gesics. Reviewing the literature, where series of

more than a hundred cases are reported [17, 21–24,
26], we find our results confirmed. We therefore
conclude that laparoscopic adrenalectomy is the
procedure of choice for most benign adrenal
pathologies. 

Correspondence:
Dr. med. M. Bolli
Departement Chirurgie
Universitätskliniken
Kantonsspital Basel 
Spitalstrasse 21
CH-4031 Basel
E-Mail: mbolli@uhbs.ch

References
1 Gagner M, Lacroix A, Bolte E. Laparoscopic adrenalectomy in

Cushing’s syndrome and pheochromocytoma. N Engl J Med
1992;327:1033.

2 Imai T, Kikumori T, Ohiwa M, Mase T, Funahashi H. A case-
controlled study of laparoscopic compared with open lateral
adrenalectomy. Am J Surg 1999;178:50–3.

3 Thompson GB, Grant CS, Van Heerden JA, Schlinkert RT,
Young WF, Farley DR, Ilstrup DM. Laparoscopic versus open
posterior adrenalectomy: a case-control study of 100 patients.
Surgery 1997;122:1132–6.

4 Smith CD, Weber CJ, Amerson JR. Laparoscopic adrenalec-
tomy: new gold standard. World J Surg 1999;23:389–96.

5 Vogelbach P, Kocher T, von Flüe M, Oertli D, Harder F. La-
paroskopische Adrenalektomie beim Phäochromocytom.
Schweiz Med Wochenschrift 1995;125:1735–9.

6 Gagner M, Lacroix A, Prinz RA, Bolte E, Albala D, Polvin C.
Early experience with laparoscopic approach for adrenalectomy.
Surgery 1993;114:1120–5.

7 Gagner M, Lacroix A, Bolte E, Pomp A. Laparoscopic adrenal-
ectomy. The importance of a flank approach in the lateral de-
cubitus position. Surgical Endoscopy 1994;8:135–8

8 Naito S, Uozumi J, Ichimiya H, Tanaka M, Kimoto K, Taka-
hashi K, Ohta J, Tanaka M, Kumazawa J. Laparoscopic adrenal-
ectomy: comparison with open adrenalectomy. Eur Urol 1994;
26:253–7.

9 Dudley NE, Harrison BJ. Comparison of open posterior versus
transperitoneal laparoscopic adrenalectomy. Br J Surg 1999;
86:656–60.

10 Brunt LM, Doherty GM, Norton JA, Soper NJ, Quasebarth
MA, Moley JF. Laparoscopic adrenalectomy compared to open
adrenalectomy for benign adrenal neoplasms. J Am Coll Surg
1996;183:1–10.

11 Linos DA, Stylopoulos N, Boukis M, Souvatzoglou A, Raptis S,
Papadimitriou J. Anterior, posterior, or laparoscopic approach
for the management of adrenal diseases? Am J Surg 1997;173:
120–5.

12 Barresi RV, Prinz RA. Laparoscopic adrenalectomy. Arch Surg
1999;134:212–7.

13 Berber E, String A, Garland AM, Engle K, Siperstein A. Lap-
aroscopic management of a posterior mediastinal tumor mim-
icking an adrenal neoplasm. Surg Endosc 2000;14:680.

14 Moreira H Jr, Yamaguchi T, Wexner S, Singer L, Zhao R, Baig
MK, et al. Effect of pneumoperitoneal pressure on tumor dis-
semination and tumor recurrence at port-site and midline inci-
sions. Am Surg 2001;67:369–73.

15 Lecuru FR, Agostini AF, Coulet FP, Robin FP, Aggerbeck MS,
Jais JP, et al. Effect of pneumoperitoneum on circulating tumor
DNA. Anticancer Res 2001;21:2029–32.

16 Schaeff B, Paolucci V, Thomopoulos J. Port site recurrences
after laparoscopic surgery. A review. Dig Surg 1998;15:124–34.

17 Gagner M, Pomp A, Heniford BT, Pharand D, Lacroix A. Lap-
aroscopic adrenalectomy: lessons learned from 100 consecutive
procedures. Annals of Surgery 1997;226:238–47.

18 Kloos RT, Korobkin M, Thompson NW. Incidentally discov-
ered adrenal masses. In: Arnold A, ed. Endocrine Neoplasm.
Boston: Kluwer Academic Publishers; 1997. p. 263.

19 Korobkin M, Brodeur FJ, Yutzy GG, Francis IR, Quint LE,
Dunnick NR, Kazerooni EA. Differentiation of adrenal adeno-
mas from nonadenomas using CT attenuation values. AJR Am
J Roentgenol 1996;166:531–6.

20 Lumachi F, Borsato S, Brandes AA, Boccagni P, Tregnaghi A,
Angelini F, Favia G. Fine-needle aspiration cytology of adrenal
masses in noncancer patients: clinicoradiologic and histologic
correlations in functioning and nonfunctioning tumors. Cancer
2001;93:323–9.

21 Guazzoni G, Cestari A, Montorsi F, Lanzi R, Nava L, Cente-
mero A, Rigatti P. Eight-year experience with transperitoneal
laparoscopic adrenal surgery. J Urol 2001;166:820–4.

22 Lezoche E, Guerrieri M, Paganini AM, Feliciotti F, Zenobi P,
Antognini F, Mantero F. Laparoscopic adrenalectomy by 
the anterior transperitoneal approach: results of 108 operations
in unselected cases. Surg Endosc 2000;14:920–5.

23 Salomon L, Soule M, Mouly P, Saint F, Cicco A, Olsson E, et
al. Experience with retroperitoneal laparoscopic adrenalectomy
in 115 procedures. J Urol 2001;166:38–41.

24 Bonjer HJ, Sorm V, Berends FJ, Kazemier G, Steyerberg EW,
de Herder WW, et al. Endoscopic retroperitoneal adrenalec-
tomy: lessons learned from 111 consecutive cases. Ann Surg
2000;232:796–803.

25 Suzuki K, Ushiyama T, Ihara H, Kageyama S, Mugiya S, Fujita
K. Complications of laparoscopic adrenalectomy in 75 patients
treated by the same surgeon. Eur Urol 1999;36:40–7.

26 Henry JF, Defechereux T, Raffaelli M, Lubrano D, Gramatica
L. Complications of laparoscopic adrenalectomy: results of 169
consecutive procedures. World J Surg 2000;24:1342–6.



What Swiss Medical Weekly has to offer:

• SMW’s impact factor has been steadily 
rising, to the current 1.537

• Open access to the publication via
the Internet, therefore wide audience 
and impact

• Rapid listing in Medline
• LinkOut-button from PubMed 

with link to the full text 
website http://www.smw.ch (direct link
from each SMW record in PubMed)

• No-nonsense submission – you submit 
a single copy of your manuscript by 
e-mail attachment 

• Peer review based on a broad spectrum 
of international academic referees

• Assistance of our professional statistician
for every article with statistical analyses

• Fast peer review, by e-mail exchange with
the referees 

• Prompt decisions based on weekly confer-
ences of the Editorial Board

• Prompt notification on the status of your
manuscript by e-mail

• Professional English copy editing
• No page charges and attractive colour 

offprints at no extra cost

Editorial Board
Prof. Jean-Michel Dayer, Geneva
Prof. Peter Gehr, Berne
Prof. André P. Perruchoud, Basel
Prof. Andreas Schaffner, Zurich 

(Editor in chief)
Prof. Werner Straub, Berne
Prof. Ludwig von Segesser, Lausanne

International Advisory Committee
Prof. K. E. Juhani Airaksinen, Turku, Finland
Prof. Anthony Bayes de Luna, Barcelona, Spain
Prof. Hubert E. Blum, Freiburg, Germany
Prof. Walter E. Haefeli, Heidelberg, Germany
Prof. Nino Kuenzli, Los Angeles, USA
Prof. René Lutter, Amsterdam, 

The Netherlands
Prof. Claude Martin, Marseille, France
Prof. Josef Patsch, Innsbruck, Austria
Prof. Luigi Tavazzi, Pavia, Italy

We evaluate manuscripts of broad clinical
interest from all specialities, including experi-
mental medicine and clinical investigation.

We look forward to receiving your paper!

Guidelines for authors:
http://www.smw.ch/set_authors.html

All manuscripts should be sent in electronic form, to:

EMH Swiss Medical Publishers Ltd.
SMW Editorial Secretariat
Farnsburgerstrasse 8
CH-4132 Muttenz

Manuscripts: submission@smw.ch
Letters to the editor: letters@smw.ch
Editorial Board: red@smw.ch
Internet: http://www.smw.ch

Swiss Medical Weekly: Call for papers
Swiss 
Medical Weekly

The many reasons why you should 
choose SMW to publish your research 

Official journal of
the Swiss Society of Infectious disease
the Swiss Society of Internal Medicine
the Swiss Respiratory Society

Impact factor Swiss Medical Weekly 

0 . 7 7 0

1 . 5 3 7

1 . 1 6 2

0

0.2

0.4

0.6

0.8

1

1.2

1.4

1.6

1.8

2

1
9

9
5

1
9

9
6

1
9

9
7

1
9

9
8

1
9

9
9

2
0

0
0

2
0

0
2

2
0

0
3

2
0

0
4

Schweiz Med Wochenschr (1871–2000)

Swiss Med Wkly (continues Schweiz Med Wochenschr from 2001) 

Editores Medicorum Helveticorum


