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Diabetes mellitus is an important risk factor
for atherosclerotic cardiovascular disease, which,
when present, is associated with increased mortal-
ity and morbidity in diabetic patients as compared
with non-diabetic patients [1–4]. Diabetics repre-
sent ca. 20% of patients referred for percutaneous
coronary intervention (PCI) [5, 6]. Unfortunately,
diabetics have significantly increased rates of
clinical events and re-stenosis after PCI [7–11].
Although the use of stents [12] and abciximab [13]
has slightly improved outcome of diabetics fol-
lowing PCI, patients with diabetes treated with
current techniques still have lower event-free
survival compared with non-diabetics [6]. 

Intravascular ultrasound (IVUS) is a tomo-
graphic imaging technique that has contributed to
our understanding in many areas of interventional
cardiology with its unique capability to assess the
extent of vessel remodelling, plaque morphology,
and exact vascular dimensions. IVUS guidance has
been shown to improve procedural results [14–17]
and reduce the need for subsequent target vessel
revascularisation (TVR) [15–17] after PCI. How-
ever, the most recent multicentre study failed to
show a benefit of IVUS-guidance for primary
stenting [18]. The impact of IVUS-guidance on
long-term outcome in diabetics is currently un-
known. The Strategy for IVUS guided PTCA and

Background: The Strategy for Intravascular
ultrasound (IVUS) guided PTCA and Stenting
(SIPS) trial included a prospectively designed
subgroup analysis to investigate whether routine
IVUS-guidance during percutaneous intervention
improves long-term outcome in diabetics.

Methods and results: Consecutive diabetic pa-
tients (n = 43) with 57 lesions were randomly as-
signed to receive provisional stenting with angio-
graphic guidance only (ANGIO) or with IVUS
guidance provided by a combined IVUS/variable
diameter balloon catheter (IVUS). The combined
primary endpoint included death, nonfatal myo-
cardial infarction and target vessel revascularisa-
tion (TVR) and was recorded for 28 months. The
re-stenosis rate at 6-month follow-up angiography
was defined as a secondary endpoint.

A primary endpoint occurred in 6 diabetic pa-
tients (31.6%) in the IVUS-group and 11 diabetic
patients (45.8%) in the ANGIO-group (relative

risk for IVUS, 0.83, 95% confidence interval
0.28–2.35, p = 0.83). Kaplan-Meier analysis sug-
gested that IVUS did slightly attenuate the nega-
tive effect of diabetes on long-term event-free sur-
vival. The quantitative assessment of follow-up an-
giography revealed that the incidence of re-steno-
sis was high in both groups (IVUS: 53% versus
ANGIO: 52%, p = 0.94). There was no difference
in the mean duration of hospitalisation (11.8 days
with IVUS versus 11.2 days with ANGIO, p = 0.83)
or total cost ($ 16 725 with IVUS versus $ 16 230
with ANGIO, p = 0.83) during follow-up. 

Conclusion: Routine IVUS-guidance during
provisional stenting seems to slightly attenuate the
negative effect of diabetes on long-term outcome.
However, the re-stenosis rate remains very high.
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Stenting (SIPS) trial [16] included a prospectively
designed subgroup analysis to investigate whether

routine IVUS-guidance improves long-term out-
come in diabetics.
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Methods

Patient population

Consecutive diabetic patients undergoing planned
intervention (n = 43) with 57 lesions were randomly as-
signed to receive provisional stenting with angiographic
guidance only (ANGIO) or with IVUS guidance provided
by a combined IVUS/variable diameter balloon catheter
(IVUS). The protocol of this study was approved by the
institutional review board, and all patients provided writ-
ten informed consent.

Procedure

Procedural details have been described in detail else-
where [16]. In brief, in the IVUS group, cases were per-
formed with a combined IVUS/variable diameter balloon
catheter [19] (Oracle FocusC, Jomed, Rancho Cordova,
California). A provisional stenting strategy was employed.
When the result was unsatisfactory either by angiographic
assessment or owing to failure to achieve the pre-defined
lesion lumen area of >65% compared to the surrounding
reference lumen area, stenting was employed. In the
angiographic group, stent use was at the discretion of the
operator based only on angiographic analysis. The use of
online quantitative coronary angiography (QCA) was
recommended by the study protocol in both groups but
was ultimately left to the discretion of the operator. Intra-
venous glycoprotein IIb/IIIa inhibition was not used in
these patients.

Follow-up and endpoints

All patients were asked to return for follow-up an-
giography at 6-months. In addition, patients were con-
tacted at 18 and 28 months and hospital records of our
institution reviewed at 28 months for all patients. The
medical records of patients suffering adverse events at
other hospitals were also obtained and reviewed. Myocar-

dial infarction was defined as typical chest pain at rest fol-
lowed by an increase in creatine phosphokinase (CK and
CK-MB beyond 2�, and 5� the upper limit of normal re-
spectively after coronary artery bypass grafting) or new Q-
waves in the electrocardiogram. The combined primary
endpoint included death, non-fatal myocardial infarction
and target vessel revascularisation (TVR). The re-steno-
sis rate at 6-month follow-up angiography was defined as
a secondary endpoint.

QCA

For QCA, cineangiograms were analysed in a core
laboratory unaware of clinical data. Baseline, post-pro-
cedural and follow-up (6-month) cineangiograms were
analysed with an automated edge-detection algorithm
(CAAS II). The reproducibility and accuracy of measure-
ments performed in this laboratory have been reported
previously. Specifically, the long term variability for re-
peated measures (2.3 years) of sequential angiograms was
0.34 mm (stenosis diameter), 0.66 mm (reference diame-
ter), and 6.52% (percentage of stenosis diameter) [20].
The minimal lumen diameter (MLD) of the target lesion,
the user defined reference (closest normal appearing seg-
ment proximal to the lesion), and the degree of stenosis
(percent) were measured in the single worst view on the
basis of the baseline angiogram. The acute gain in the
diameter of the target lesion was defined as the MLD im-
mediately after the intervention minus the MLD at base-
line. Late loss was defined as the MLD immediately after
the intervention minus the MLD at six months. The net
gain was defined as the MLD at six months minus the
MLD at baseline. The loss index was defined as the late
loss divided by the acute gain. Re-stenosis was defined as
more than 50 percent diameter stenosis at follow-up. 

Days

10008006004002000

E
ve

n
t-

fr
ee

  S
u

rv
iv

al

1,0

,9

,8

,7

,6

,5

,4

IVUS No-DM

IVUS DM

ANGIO No-DM

ANGIO DMp = 0.30 by log-rank

Figure 1

Event-free survival in
diabetics with IVUS
(IVUS DM), diabetics
with ANGIO (ANGIO
DM), and non-diabet-
ics with IVUS (IVUS
No-DM) or ANGIO
(ANGIO No-DM).
IVUS seems to atten-
uate the negative ef-
fect of diabetes. 



Baseline patient and lesion characteristics were
well matched between the groups (table 1). Two-
thirds of patients had suffered a previous myocar-
dial infarction, left ventricular function was on av-
erage modestly impaired. More than half the le-
sions were complex (ACC/AHA lesion type B2 or
C), one third were re-stenotic. The mean lesion
length was 11 mm with IVUS and 10 mm with
ANGIO. The balloon-to-artery ratio was 1.05 and
1.06, respectively. Stents were placed in ca. 50% of
lesions. QCA-analysis (table 2) revealed that at
baseline the reference diameter was slightly larger
in the IVUS-group (3.09 mm versus 2.82 mm, 
p = 0.11). The diameter stenosis was 81% in the
IVUS-group and 77% in the ANGIO-group. The

acute gain was slightly higher with IVUS (1.85 mm
versus 1.60 mm, p = 0.16). However, the MLD of
the lesion was only non-significantly higher in the
IVUS-group immediately after the intervention
(2.44 mm versus 2.26 mm, p = 0.25).
Clinical follow-up was complete in all 43 patients
(100%). A primary endpoint occurred in 6 diabetic
patients (31.6%) in the IVUS-group and 11 dia-
betic patients (45.8%) in the ANGIO-group (rel-
ative risk for IVUS, 0.83, 95% confidence interval
0.28–2.35, p = 0.83). Kaplan-Meier analysis sug-
gested that IVUS did slightly attenuate the nega-
tive effect of diabetes on long-term event-free sur-
vival. Two diabetic patients died, one in the IVUS-
group and one in the ANGIO-group (table 3).
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Results

Costs

Direct costs were gathered for the initial hospitalisa-
tion and for cardiac related hospitalisations during a two-
year follow-up period. These included costs for catheter
laboratory resource use, catheter laboratory personnel,
inpatient care and TVR. In addition, cost for cardiac med-
ication and indirect costs were calculated. Details of the
cost calculation have been described elsewhere [21]. 

Statistical analysis

Discrete variables were expressed as counts, continu-
ous variables as means ± SD. Comparisons were made

among continuous variables using analysis of variance
(ANOVA) for independent samples. Comparison of
discrete variables was performed using chi-square tests. All
hypothesis testing was two-tailed. P-values <0.05 were
considered significant. Cox Proportional-Hazards regres-
sion analysis was used for the calculation of the relative
risk with IVUS for the primary endpoint. The survival
curves were generated with the Kaplan-Meier estimator.
The statistical analyses were performed using the SPSS/
PC (version 10.0, SPSS Inc., USA) software package.
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Figure 2

Distribution of lesion
minimal lumen dia-
meters at baseline
(pre), immediately
after the interven-
tion (post), and at 
6 months in patients
assigned IVUS (bold)
or angiographic
guidance.



There were no non-fatal myocardial infarctions.
TVR was performed in 5 patients (26%) with
IVUS as compared to 10 patients (42%) with
ANGIO (p = 0.35). There was no difference in the
mean duration of hospitalisation (11.8 days with
IVUS versus 11.2 days with ANGIO, p = 0.83) or
total cost ($ 16 725 with IVUS versus $ 16 230 with
ANGIO) during follow-up.

Quantitative assessment of follow-up angiog-
raphy was possible for 40 lesions (70%). The MLD
(1.27 mm versus 1.11 mm), the percent diameter
stenosis (61% versus 58%) and the incidence of 
re-stenosis as the secondary endpoint of this study
(53% versus 52%, p = 0.94) were all very similar in
both groups. In addition, there was no significant
difference in late loss, net gain or loss index.
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IVUS ANGIO p-
n (%) n (%) value

Patients (n) 19 24

Lesions (n) 28 29

Age (years) 65 ± 8 63 ± 7 0.25

Sex (female) 7 (37) 4 (17) 0.14

Height (cm) 169 ± 8 170 ± 7 0.78

Weight (kg) 83 ± 14 80 ± 11 0.46

Hypercholesterolaemia 16 (84) 24 (88) 0.76

Hypertension 12 (63) 16 (67) 0.82

Smoking 9 (47) 10 (42) 0.92

Prior myocardial Infarction 12 (63) 16 (67) 0.82

Three vessel disease 10 (53) 12 (50) 0.87

Left ventricular function (0–3) 0.8 ± 0.6 0.9 ± 0.8 0.73
(0 = excellent, 3 = severely impaired)

ACC/AHA lesion type

B2 9 (32) 16 (55) 0.08

C 6 (21) 2 (7) 0.12

Re-stenosis 10 (36) 9 (31) 0.71

LAD 8 (29) 11 (38) 0.46

LCX 8 (29) 12 (41) 0.32

RCA 6 (21) 6 (21) 0.95

SVG 0 6 (21) 0.01

Lesion length (mm)* 11.2 ± 8.1 9.7 ± 5.4 0.42

Stent placement 15 (54) 14 (48) 0.70

Balloon diameter (mm)* 3.12 ± 0.61 2.91 ± 0.47 0.18

Maximal inflation pressure (atm) 13.1 ± 3.4 13.4 ± 12.1 0.91

Ballon-to-artery ratio* 1.05 ± 0.20 1.06 ± 0.16 0.78

* by Quantitative Coronary Angiography.
LAD denotes left anterior descending, LCX denotes left 
circum-flex, RCA denotes right coronary artery, 
SVG denotes saphenous vein graft.

Table 1

Baseline patient, lesion and procedural characteristics.

IVUS ANGIO p-
(n = 28) (n = 29) value

Before intervention

Reference diameter (mm) 3.09 ± 0.60 2.82 ± 0.62 0.11

MLD (mm) 0.60 ± 0.36 0.66 ± 0.57 0.62

Stenosis (%) 81 ± 11 77 ± 18 0.38

Immediately after intervention

Reference diameter (mm) 3.15 ± 0.56 2.89 ± 0.56 0.09

MLD (mm) 2.44 ± 0.64 2.26 ± 0.58 0.25

Stenosis (%) 22 ± 18 21 ± 18 0.86

At 6 months

Reference diameter (mm) 3.12 ± 0.63 2.71 ± 0.60 0.05

MLD (mm) 1.27 ± 1.02 1.11 ± 0.89 0.61

Stenosis (%) 61 ± 30 58 ± 32 0.76

Re-stenosis 8 (53) 13 (52) 0.94

Gain or loss 

Acute gain (mm) 1.85 ± 0.67 1.60 ± 0.64 0.16

Late loss (mm) 1.26 ± 1.07 1.10 ± 0.85 0.61

Net gain (mm) 0.71 ± 0.98 0.55 ± 1.03 0.63

Loss index 0.62 ± 0.57 0.84 ± 0.83 0.38

MLD denotes minimal lumen diameter of the stenotic segment. 
Acute gain, late loss, net gain and loss index are defined in the 
Methods section.
Data are expressed as mean ± SD

Table 2

Quantitative coronary angiographic analysis
in 57 target lesions before and after intervention.

Table 3

Outcomes during 2-year follow-up.

IVUS ANGIO p-
n (%) n (%) value

Primary endpoint 6 (32) 11 (46) 0.32

Death 1 (5) 1 (4) 0.87

Non-fatal myocardial
infarction 0 0 1.00

Target vessel 
revascularisation 5 (26) 10 (42) 0.30

Days in hospital 11.8 ± 10.5 11.2 ± 8.8 0.83

Total cost (US$) 16 725 ± 7519 16 230 ± 7371 0.83

Discussion

This is the first study that investigates the im-
pact of routine IVUS-guidance for PCI on long-
term outcome in diabetic patients. Although IVUS

seems to slightly attenuate the negative effect of
diabetes, re-stenosis rates remain very high. Con-
sequently, the duration of hospitalisation and total



costs during the two-year period were very similar
in both groups. 

One major reason for the limited impact of
IVUS may have been the failure to achieve a sig-
nificantly higher MLD immediately after the in-
tervention in the IVUS group. Although the acute
gain was 0.25 mm and the final MLD 0.18 mm
larger in the IVUS group, these differences did not
reach statistical significance and proved too little
to provide a statistically significant long-term
benefit. The balloon-artery-ratios were identical
in both groups. Therefore, the IVUS information
on exact vessel dimensions did not result in a more
aggressive balloon sizing. The design of the SIPS
study, by recruiting consecutive patients, allows
the extrapolation of these findings into clinical
practice. 

As patency of the target vessel at 6-month
follow-up angiography [22] has recently been
demonstrated to be a key determinant of survival
in diabetic patients after PCI, a significant im-
provement in interventional techniques seems of
utmost importance. Whether the introduction of
novel sirolimus-coated stents [23] will solve the
“PCI-diabetes-dilemma” or whether the indica-
tion for bypass surgery [6, 7] and medical therapy
will have to be expanded in diabetics awaits further
study. 

This study has several limitations. Firstly,
compared to angiography, the clinical experience
with IVUS criteria is limited. The IVUS strategy

used in the SIPS study was based on the best vali-
dated criteria for balloon sizing and assessment of
PTCA and stent results at the time of study initi-
ation. However, recent findings suggest that using
absolute [24] rather than relative cut-off values for
final lumen areas might be a more discriminatory
use for the IVUS information. Various ongoing
studies will help define ideal criteria that may
translate into additional clinical benefit for pa-
tients receiving IVUS-guided procedures. Sec-
ondly, this study is based on a predefined subgroup
of the SIPS trial. The numbers are too small and
not sufficiently powered to draw final conclusions,
but they can be used to generate hypotheses. A
large trial in diabetics only would be necessary in
order to reach definitive conclusions.

In conclusion, routine IVUS-guidance during
provisional stenting seems to slightly attenuate the
negative effect of diabetes on clinical long-term
outcome. However, the angiographic re-stenosis
rate remains very high. 
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eter at the lesion at
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diately after the inter-
vention (post), and at
6 months follow-up
in the IVUS and
ANGIO group. 



1 Abbott RD, Donahue RP, Kannel WB, et al. The impact of
diabetes on survival following myocardial infarction in men vs.
women: the Framingham Study. JAMA 1988;260:3456–60.

2 Butler WJ, Osrander LD Jr, Carman WJ, et al. Mortality from
coronary heart disease in the Tecumseh Study: long-term effect
of diabetes mellitus, glucose intolerance, and other risk factors.
Am J Epidemiol 1985;121:541–7. 

3 Garcia MJ, McNamara PM, Gordon T, et al. Morbidity and
mortality in diabetics in the Framingham population. Diabetes
1974;23:105–11.

4 Jarrett RJ. Type 2 (non-insulin-dependent) diabetes mellitus
and coronary heart disease: chicken, egg or neither? Dia-
betologia 1984;26:99–102.

5 Marso SP, Lincoff AM, Ellis SG, et al. Optimizing the Percu-
taneous Interventional Outcomes for Patients With Diabetes
Mellitus: Results of the EPISTENT (Evaluation of Platelet
IIb/IIIa Inhibitor for Stenting Trial) Diabetic Substudy. Circu-
lation 1999;100:2477–84.

6 Abizaid A, Costa MA, Centemero M, et al. Clinical and Eco-
nomic Impact of Diabetes Mellitus on Percutaneous and Sur-
gical Treatment of Multivessel Coronary Disease Patients:
Insights From the Arterial Revascularization Therapy Study
(ARTS) Trial. Circulation 2001;104:533–8.

7 BARI Investigators. Influences of diabetes on 5-year mortality
and morbidity in a randomized trial comparing CABG and
PTCA in patients with multivessel disease. Circulation 1997;
96:1761–9. 

8 Kip KE, Faxon DP, Detre KM, et al, for the investigators of the
NHLBI PTCA registry. Coronary angioplasty in diabetic pa-
tients: the National Heart, Lung, and Blood Institute Percuta-
neous Transluminal Coronary Angioplasty Registry. Circula-
tion 1996;94:1818–25. 

9 Stein B, Weintraub WS, Gebhart SSP, et al. Influence of dia-
betes mellitus on early and late outcome after percutaneous
transluminal coronary angioplasty. Circulation 1995;91:979–
89. 

10 O’Keefe JH, Blackstone EH, Sergeant P, et al. The optimal
mode of coronary revascularization for diabetics: a risk-adjusted
long-term study comparing coronary angioplasty and coronary
bypass surgery. Eur Heart J 1998;19:1696–703. 

11 Weintraub WS, Stein B, Kosinski A, et al. Outcome of coronary
bypass surgery versus coronary angioplasty in diabetic patients
with multivessel coronary artery disease. J Am Coll Cardiol
1998;31:10–9.

12 Van Belle E, Bauters C, Hubert E, et al. Restenosis rates in di-
abetic patients: a comparison of coronary stenting and balloon
angioplasty in native coronary vessels. Circulation 1997;96:
1454–60.

13 Bhatt D, Marso S, Lincoff M, et al. Abciximab reduces mortal-
ity in diabetics following percutaneous coronary intervention. 
J Am Coll Cardiol 2000;35:922–8.

14 Stone GW, Hodgson JM, St.Goar FG, et al. Improved pro-
cedural results of coronary angioplasty with intravascular ultra-
sound guided balloon sizing: the CLOUT pilot trial. Circula-
tion 1997;95:2044–52.

15 Fitzgerald PJ, Oshima A, Hayase M, et al. Final results of the
Can Routine Ultrasound Influence Stent Expansion (CRUISE)
Study. Circulation 2000;102:523–30.

16 Frey AW, Hodgson JM, Mueller C, et al. Ultrasound guided
provisional stenting with a focal balloon combination catheter:
Results from the randomized strategy for IVUS-guided PTCA
and stenting (SIPS) trial. Circulation 2000;102:2497–502.

17 Schiele F, Meneveau N, Vuillemenot A, et al. Impact of intra-
vascular ultrasound guidance in stent deployment on 6-month
re-stenosis rate: a multicenter, randomized study comparing
two strategies – with and without intravascular ultrasound guid-
ance: RESIST Study Group: REStenosis after Ivus guided
Stenting. J Am Coll Cardiol 1998;32:320–8.

18 Mudra H, Di Mario C, De Jaegere, et al. Randomized compar-
ison of coronary stent implantation under ultrasound or angio-
graphic guidance to reduce stent restenosis (OPTICUS Study).
Circulation 2001;104:1343–9.

19 Mueller C, Hodgson JM, Roskamm H, et al. Single device ap-
proach to ultrasound guided PTCA and stenting: initial experi-
ence with a combined intracoronary ultrasound/variable diam-
eter balloon. Cathet Cardiovasc Diagn 1997;40:393–9.

20 Bestehorn HP, Rensing UFE, Roskamm H, et al. The effect of
simvastatin on progression of coronary artery disease. Eur
Heart J 1997;18:226–34.

21 Mueller C, Hodgson JM, Buettner HJ, et al. Cost-effectiveness
of intracoronary ultrasound for percutaneous coronary inter-
ventions – economic analysis of the randomized SIPS trial. J Am
Coll Cardiol 2002;39;supplement A,55A (abstract).

22 Van Belle E, Ketelers R, Bauters C, et al. Patency of percuta-
neous transluminal coronary angioplasty sites at 6-month an-
giographic follow-up. A key determinant of survival in diabet-
ics after coronary balloon angioplasty. Circulation 20001;103:
1218–24.

23 Sousa JE, Costa MA, Abizaid A, et al. Lack of intimal prolifer-
ation after implantation of sirolimus-coated stents in human
coronary arteries. Circulation 2001;103:192–5.

24 De Feyter PJ, Kay P, Disco C, et al. Reference chart derived
from post-stent-implantation intravascular ultrasound predic-
tors of 6-month expected restenosis on quantitative coronary
angiography. Circulation 1999;100:1777–83.

Impact of IVUS guidance on long-term outcome of percutaneous coronary interventions in diabetics 284

References



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


