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Asthma is the most common chronic disease in
children and adolescents [1]. Countless empirical
studies underline that a chronic disease such as
asthma not only involves physical symptoms but
may also cause difficulties in the social, emotional
and school spheres [2]. Although physiological
measures have greatly contributed to a better un-
derstanding of the pathophysiology of asthma and
will continue to be important diagnostically and in
evaluating the response to treatment, they fail to
evaluate how patients feel and how far they can
cope with everyday demands [3]. Despite the avail-
ability of a range of highly effective asthma med-
ication, no significant reduction in morbidity and
mortality has been achieved [4, 5].

Health-related quality of life (HRQOL) may
be defined as “the functional effect of an illness and
its consequent therapy upon a patient, as perceived
by the patient” [6]. Understanding the patient’s
subjective perception of the impact of asthma on
his daily life may help to change asthma manage-
ment with a potentially better outcome. 

Assessment of asthma-specific HRQOL in
children and adolescents is a relatively new field. 
A number of asthma-specific HRQOL question-
naires are available for children and adolescents in
English [3, 7, 8]. The Adolescent Asthma Quality
of Life Questionnaire (AAQOL) is the only in-
strument specifically for use in adolescents [9]. It
was developed in response to conceptual and/or

Principles: The Adolescent Asthma Quality of
Life Questionnaire (AAQOL) is the only asthma-
specific quality-of-life questionnaire to date for use
specifically in adolescents. The aim of this study
was translation of the AAQOL into German, re-
validation of the German version (AAQOL-D)
and comparison of health-related quality of life
(HRQOL) in Swiss and Australian adolescents. 

Methods: 60 adolescents with frequent episodic
or persistent asthma aged 12–17 years were re-
cruited. The standardised method consisted of 
(1) translation of the AAQOL; (2) additional item
selection via semistructured interviews (n = 11); (3)
item reduction and re-validation (n = 56). For item
reduction the clinical impact method was applied. 

Results: The same 32 items were identified 
as relevant for the AAQOL-D as in the original
version (AAQOL). Internal consistency for the 
6 dimensions and the total score was high 
(a = 0.76–0.87). Despite consideration of psycho-
social aspects relevant to adolescents, high corre-

lation  with the Pediatric Asthma Quality of Life
Questionnaire was confirmed for the AAQOL-D
(� [rho] = 0.85; p <0.0001). Correlation with a
health status thermometer consisted in � = 0.74 
(p <0.0001). There was moderate correlation with
clinical parameters of asthma severity (� =
0.51–0.73; p ≤ 0.0002), not however with frequency
of medication (� = 0.22; p = 0.13). Comparison of
Swiss and Australian adolescents showed that
Swiss adolescents were more bothered by cigarette
smoke and the need to avoid places where ciga-
rettes were smoked.

Conclusions: The AAQOL-D is a valid multidi-
mensional instrument in German for assessing
HRQOL of adolescents with asthma. HRQOL of
Swiss adolescents with asthma may be enhanced by
implementing non-smoking policies promoting
smoke-free environments.
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methodological deficiencies of other available
questionnaires for use in adolescents, such as lack
of multidimensionality, absence of age-appropri-
ate psychosocial items, insufficient asthma-speci-
ficity, and parent-completion instead of self-com-
pletion [10]. The AAQOL is a multidimensional
questionnaire for adolescents aged 12–17 years
consisting of the 6 domains symptoms, medica-
tion, physical activities, emotions, social interac-
tion and positive effects of asthma (e.g. asthma-re-
lated social support) on the adolescent’s daily life.
The AAQOL showed high internal stability and
good construct validity with Australian adolescents
suffering from asthma.

With regard to the use of the questionnaires in
other languages, Guyatt et al. [11] recommend not
only translation but also cross-cultural adaptation,
including a new item reduction and validation in
order to define and take into account both
linguistic and transcultural differences in the sub-
jective response to the effects of illness and con-
sequent treatment. The aim of this study was 
(1) translation and re-validation of the AAQOL 
in German (AAQOL-D) and assessment of mea-
surement characteristics while maintaining the
properties of the original instrument; and (2) com-
parison of HRQOL in Swiss and Australian
adolescents. 
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Methods

Subjects

Inclusion criteria. As with the development and valida-
tion of the English version, eligible adolescents were
12–17 years old. A total of 60 in- and outpatients and for-
mer patients of the Alpine Children’s Hospital Davos, with
asthma diagnosed by a paediatric respiratory physician,
were enrolled. The patients suffered from frequent
episodic or persistent asthma [12] and experienced asthma
symptoms at least once a week or took asthma medication
daily during the two weeks prior to enrolment. Partici-
pants were excluded if they had other chronic diseases
(with the exception of atopic diseases such as eczema, hay
fever, food allergies) and if their knowledge of German was
poor. Demographic data are given in Table 1. Ethical ap-

proval was obtained from the Ethics Committee of the
University Children’s Hospital Zurich. To be included in
the study, participants and one of their caregivers were re-
quired to give written consent. 

Sample A. One focus group interview was held with 3
and individual interviews were held with 8 German-speak-
ing Swiss adolescents (7 males and 4 females; mean age
14.7 ± 1.65 yrs; duration of asthma 10.36 ± 4.9 yrs) as part
of the item selection (see below).

Sample B. Item reduction and validation of the final
version of the AAQOL-D was performed in a single study
with 56 adolescents (26 males and 30 females, mean age
14.6 ± 1.8 yrs; duration of asthma 9.25 ± 3.8 yrs). For the
purpose of comparing the results, the mean age of the
Australian sample when developing and validating the
AAQOL was 15.5 ± 1.9 yrs with 45.5% males and 54.5%
female adolescents. With regard to asthma severity, the
same inclusion criteria were applied for both the Aus-
tralian and the Swiss adolescents (see above).

Study design

A standardised multi-step method was used to de-
velop the questionnaire [13].

Translation. The existing English version of the
AAQOL was translated into German and retranslated by
an independent objective translator to omit any possible
source of translation-derived errors. This preliminary
questionnaire was presented to three independent Ger-
man-speaking adolescents to identify any confusing word-
ing, and any such was omitted. 

Item selection. A semi-structured focus group inter-
view with 3 adolescents and 8 individual interviews were
held with participants of Sample A to scrutinise the exist-
ing questions of the translated AAQOL as to their rele-
vance and to select further questions of potential impor-
tance to the adolescents, allowing for transcultural differ-
ences. Item generation was discontinued when no new
items were identified in two subsequent interviews. The
selected items were combined with the items of the orig-
inal AAQOL to form the preliminary questionnaire. 

Item reduction. As with the development of the origi-
nal version, the most relevant items were again identified
by applying the “clinical impact” method described by
Guyatt and Juniper and colleagues [13, 14]. This method
is consistent with the HRQOL definition mentioned
above. 56 adolescents (sample B) were questioned via the
preliminary questionnaire to ascertain how frequently the
event occurred and how bothered they were or how im-
portant the event was to them. “Clinical impact” was cal-
culated as the product of the frequency and importance

Sample A Sample B
(Item (Item 
selection) reduction)
n = 11 n = 56

Sex

Male (%) 64 46

Female (%) 36 54

Mean age (mean yrs [SD]) 14.7 (1.65) 14.6 (1.8)

Duration of asthma 10.36 (4.9) 9.25 (–3.8)
(mean yrs [SD]) 

Drugs taken

Relieving only (%) 73 37.5

Both relieving 27 62.5
and preventive (%)

Asthma symptoms

Less than once per week (%) 27 25

About once per week (%) 45 25

About three times 27 45
per week (%)

Daily (%) 0 5

Hospitalisation during last 27 16
12 months due to asthma (%)

Smoking status

Non-smoker (%) 82 89

Ex-smoker (%) 0 2

Occasional smoker (less than 8 9
5 cigarettes per week) (%)

Regular smoker (%) 0 0

Table 1

Demographic charac-
teristics.



rating of each item. The rankings of the original ques-
tionnaire and the AAQOL-D were compared.

Allocation of items to domains. As with the original ver-
sion of the AAQOL, each item of the AAQOL-D was al-
located to one of the predefined domains according to the
original version of the AAQOL, provided that the item
correlated higher with the total score of the predefined do-
main than any other domain.

Response scales. As with the AAQOL, a seven-point
Likert scale was used for the preliminary as well as the final
version of the AAQOL-D. The seven-point response scale
facilitates interpretation of data, since it has been shown
that the minimal clinically important difference from this
scale is 0.5 [15]. Scores for each domain, and a total score,
were calculated. The total score excluded the “positive ef-
fects” domain, since the response scores of this domain
cannot be meaningfully added to scores of the other do-
mains.

Construct validity. Construct validity was assessed by
correlating the scores of the final version with the scores
of two health outcome measurements and with several
clinical parameters of asthma severity and lung function.
These were (1) the German version of the Paediatric
Asthma Quality of Life Questionnaire (PAQLQ), an
asthma-specific 23-item quality of life instrument [3, 16]
for children and adolescents (major focus on symptoms
and emotions, as discussed elsewhere [10]); (2) a health
status thermometer (HST), a visual analogue scale from
0–100 with 0 the worst imaginable health status and 100
equal to perfect health; (3) clinical parameters of asthma

severity such as the adolescent’s subjective perception of
severity, number of hopitalisations in the last 12 months,
number of medications, self-completed recording of
cough/wheezing/sleeping disorders in the last 7 days. All
questionnaires were completed by 56 adolescents (sample
B). Of these, 27 also completed a peak-flow chart over
three days to obtain more detailed information on clinical
parameters of asthma severity. Whether a peak-flow chart
was completed or not depended on (a) whether the indi-
vidual had a peak-flow meter available (not all adolescents
completed peak-flow charts on a regular basis), and (b) the
individual’s disposition (it was decided that overall com-
pliance would be improved if this matter were treated in a
voluntary manner).

Based on the literature [3, 10] and the validation of
the original version of the AAQOL, it was hypothesised
that there would be (1) a high correlation with the
PAQLQ; (2) a moderate correlation with the HST; (3) a
weak correlation with clinical parameters of asthma sever-
ity; (4) a weak or no correlation with peak flow measure-
ments.

Statistical analysis

Data analysis was performed by means of Stata [17].
Cronbach’s alpha was measured for all the domains and
the total score as a measure of internal stability of the
AAQOL-D. Spearman rank correlation coefficients were
calculated to measure the relationships between outcome
measurements and for inter-item and inter-domain corre-
lations of the AAQOL-D. 
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Results

Translation
The presentation of the translated question-

naire to independent German-speaking adoles-
cents led to the identification of 2 misleading or
confusing types of wording; these were omitted
and the phrasing was optimised in the light of the
adolescents’ comments. 

Item selection
The initial Australian item pool comprised 44

items. Of these, 4 items, which had been elimi-
nated from the original item pool during develop-
ment of the AAQOL, were selected as important
in the focus interviews and included in the prelim-
inary questionnaire of the AAQOL-D. These
items included questions regarding tiredness and
nightly waking due to asthma, as well as feeling dif-

ferent or left out due to asthma and fear of asthma
attacks. In addition, two new items were identified,
one asking about the influence of asthma on school
performance and one concerning the influence on
the adolescent’s mood. Any newly identified items
were allocated to the end of each domain in the
preliminary questionnaire, so as to interfere as
little as possible with the patients’ reactions to the
original questions. 

The preliminary questionnaire contained 38
items. The majority (33) of the items asked about
the negative impact of asthma on HRQOL, and
the remainder focused on positive issues in the ex-
perience of asthma.

Item reduction
Applying the clinical impact method, all the

new items which had been selected in addition to
those of the AAQOL were omitted, because little
relevance was attached to them when compared
with the items in the original version of the
AAQOL. Therefore, applying the clinical impact
method, the same items were identified as clini-
cally relevant and were included in the AAQOL-
D as in the AAQOL. Among those items that were
confirmed as clinically important, there was a
slightly different order in the item ranking. Within
the symptom domain, for example, coughing and
having trouble taking a deep breath were perceived
to be more important by the Swiss adolescents than
by the Australian sample (see Table 2). Within the
“activities” domain the item “missing school due

Items AAQOL AAQOL-D

Shortness of breath 23.1 29.7

Wheezing 25.8 31.3

Tightness of chest 25.9 27.6

Coughing 28.3 22.1

Asthma due to change in 28.6 28.9
weather/air pollution

Difficulty taking a deep breath 30.4 24.6

Feeling tired due to asthma* 32.9 33.4

Waking up at night due to asthma* 33 37.4

* Item omitted in both AAQOL and AAQOL-D 
due to low ranking

Table 2

Comparison of clini-
cal impact ranking
(mean frequency �
mean importance) for
the symptom domain
(lower number indi-
cates higher clinical
impact).



to their family’s helpfulness over their asthma 
than Australian adolescents (AAQOL 5.5 and
AAQOL-D 10.5). Overall, 72% of all items were
ranked higher (i.e. higher clinical impact) by the
Australian adolescents than their German-speak-
ing peers.

Allocation of items
As in the original questionnaire, none of the

items allocated to a particular domain showed a
significantly higher correlation with the total
score of another domain. The allocation of items
to domains therefore remained the same as in the
AAQOL.

Internal consistency for the six dimensions
(symptoms, medication, physical activity, emo-
tions, social interaction, positive effects) was high
(a = 0.76–0.87), as it was for the total score (a =
0.87), as shown in Table 3. Comparison with the
results for the AAQOL showed a similar distribu-
tion.

Construct validity
As had been hypothesised, high correlation

existed between the AAQOL-D and the German
version of the PAQLQ ( ρ = 0.86; p <0.0001). Even
excluding items common to both scales, the cor-
relation remained high ( ρ = 0.85; p <0.0001). Cor-
relation with a health status thermometer was
high for both the AAQOL-D (0.74; p <0.0001)
and the PAQLQ (0.69; p <0.0001). Both the
AAQOL and the PAQLQ showed a statistically
significant correlation with patient-rated symp-
tom severity (see Table 4). Correlation of severity
of coughing, wheezing and shortness of breath
was weak to moderate for both the AAQOL-D
and the PAQLQ. No statistically significant cor-
relation was found with the number of medica-
tions taken or the number of hospitalisations dur-
ing the last 12 months, and neither the AAQOL-
D nor the PAQLQ showed a statistically signifi-
cant correlation with peak-flow rating.
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Domain AAQOL AAQOL-D

Symptoms 0.82 0.85

Medication 0.82 0.78

Physical activities 0.85 0.85

Emotion 0.87 0.90

Social interaction 0.76 0.76

Positive effects 0.80 0.70

Total score 0.87 0.93

Table 3

Cronbach alpha for
each domain individ-
ually and the total
score for the AAQOL
and the AAQOL-D. 

Discussion

The aim of this study was to translate into
German and revalidate the AAQOL, a multidi-
mensional instrument for assessing the HRQOL
of adolescents with asthma. 

In the item reduction process the same 32
items, covering six domains of HRQOL as in-
cluded in the AAQOL, were shown to be relevant
for German-speaking adolescents. This provides
strong evidence that those items most important
to adolescents with asthma were identified and that
both the AAQOL and the AAQOL-D are age-ap-
propriate HRQOL instruments. 

Validation of the AAQOL-D confirmed the
good internal reliability of each domain and the
total score. Furthermore, the AAQOL’s good
construct-validity was confirmed, with a high cor-

relation with the PAQLQ and a health status 
thermometer, and a moderate correlation with
various clinical parameters of asthma severity. 
The high correlation of the AAQOL/AAQOL-D
with the PAQLQ does not put the AAQOL/
AAQOL-D’s use in question but may in fact favour
it. The AAQOL not only addresses more age-spe-
cific issues for adolescents but, by focusing on a
broader range of domains, also provides a more
comprehensive HRQOL assessment than the
PAQLQ. 

Repeat investigation of test-retest reliability
was not performed, since test-retest validity was
high for all domains and for the total score of the
AAQOL, with intraclass correlation coefficients
ranging from 0.76 for the symptom domain to 0.85

AAQOL-D PAQLQ

PAQLQ 0.85**

Health status thermometer 0.74** 0.69**

Patient-rated symptom severity 0.73** 0.76**

No. of hospitalisations –0.22 –0.20
in last 12 months

No. of medications per day –0.22 –0.01

Coughing last 14 days –0.59** –0.44*

Wheezing last 14 days –0.51** –0.42*

Shortness of breath last 14 days –0.71** –0.50*

Sleeping last 14 days –0.52** –0.45*

FEV1 0.57* 0.41

*: p <0.005; **: p <0.0001.

Table 4

Spearman rank corre-
lations between dif-
ferent health out-
come measures and
with asthma severity
parameters.

to asthma” was ranked lower in the Swiss group
than in the Australian group (clinical impact rated
at 30.4 in AAQOL and 43.6 in AAQOL-D, a low
score indicating a high relevance to the adoles-
cents), as did, within the social domain, the rele-
vance of parents being overprotective because of
asthma (27.5 for AAQOL and 34.2 for AAQOL-
D) and adolescents’ frustration at not being able to
go to a party because of asthma (29.8 for AAQOL
and 38.1 for AAQOL-D). However, Swiss candi-
dates seemed more bothered by cigarette smoke
and would avoid going to places where cigarettes
were being smoked (28.3 for AAQOL and 25.7 for
AAQOL-D). As to positive aspects of asthma,
Swiss adolescents seemed to attach less importance



for the emotion domain and 0.90 for the AAQOL’s
total score [9].

It can be argued that the sample size of this
study was relatively small. However, as there is no
uniquely accepted way of calculating minimally
required sample sizes for HRQOL questionnaires
such as the AAQOL-D, which were developed by
applying the clinical impact method, it was decided
that the sample size should be approximately the
same as for the original development and valida-
tion of the AAQOL (sample size 66 for item re-
duction and validation) and the PAQLQ (sample
size 52).

Like the AAQOL, the AAQOL-D does not
allow comparison of data between children and
adolescents. However, doubts have been raised re-
cently about whether children under 12 are capa-
ble of differentiating between perceived limita-
tions of daily functioning imposed by a particular
disease such as asthma, and limitations not caused
by the disease [10]. The minimum age required for
self-reported HRQOL assessment using disease-
specific instruments has not yet been investigated
properly and still needs to be determined.

Like the AAQOL, the AAQOL-D is unique in
including a domain which deals with positive im-
pacts that asthma may have on the individual’s daily
life. Although the assessment of construct validity
for this domain presented a methodological diffi-
culty, as described elsewhere [9], the items of the
positive effects domain were again rated highly im-
portant by the adolescents, and this resulted in the
inclusion of this domain in the AAQOL-D.

Intercultural differences were not found with
regard to identification of the most relevant items
to be included in the AAQOL-D. However,
among these items there were some ranking dif-
ferences between Swiss and Australian adoles-
cents. Within the symptom domain, the different
ranking of the items asking about coughing and
having difficulty taking a deep breath may suggest
that these two items represent bigger restrictions
for the Swiss sample than for their Australian
peers, who feel more restricted through wheezing
and shortness of breath. A possible explanation for
this is the difference in climate between the Euro-
pean and the Australian continents.

Differences were also found in the social do-
main. Missing school seemed to pose more of a
problem for the Australian adolescents. The rea-
sons for this difference are not clearly understood.

One could argue that school attendance is more
important to the Australian adolescents, but
equally it may be that Swiss adolescents feel under
greater pressure to succeed at school and therefore
miss school less frequently despite suffering from
asthma symptoms. Equally, the role of the adoles-
cents’ families appears to differ in the two cultures.
Australian adolescents seem to be more bothered
by their parents’ overprotectiveness and attach
more importance to helpfulness on their families’
part in regard to their asthma than do their Ger-
man-speaking peers. The Swiss respondents are
evidently more bothered by cigarette smoke and
having to avoid going to places where cigarettes are
smoked. This correlates with the data on smoking
rates in the two countries; whereas in Australia
29% of male adolescents and 31% of female ado-
lescents aged 16–19 years regularly smoke ciga-
rettes [18], the proportion of Swiss adolescents of
the same age that smoke cigarettes is larger (42%
of males and 38% of females) [19]. Another factor
to be taken into consideration is the importance at-
tached to non-smoking policies in Australia, with
a high proportion of smoke-free environments
which makes it easier for Australian adolescents
with asthma not to be bothered by cigarette smoke. 

In summary, this study has confirmed the
AAQOL’s validity as a multidimensional asthma-
specific and age-appropriate instrument for as-
sessing the health-related quality of life of adoles-
cents with asthma. With the AAQOL-D an equally
valid instrument is available for HRQOL assess-
ment in German, allowing comparison with data
obtained by the original AAQOL due to its simi-
lar content of items. 

With regard to the comparison of HRQOL in
Swiss and Australian adolescents, the Swiss sample
was more bothered by cigarette smoke and having
to avoid places where cigarettes are smoked, and
this provides strong evidence that non-smoking
policies promoting a high proportion of smoke-
free environments enhance HRQOL in adoles-
cents with asthma.

Correspondence:
Alison Somerville
University Children’s Hospital of Basle (UKBB)
P.O. Box
CH-4005 Basel
E-Mail: alison.somerville@ukbb.ch

S W I S S  M E D  W K LY 2 0 0 4 ; 1 3 4 : 9 1 – 9 6 ·  w w w. s m w. c h 95

References

1 Taylor WR, Newacheck PW. Impact of childhood asthma on
health. Pediatrics 1992;90:657–62.

2 Lenney W. The burden of pediatric asthma. Pediatr Pulmonol
Suppl 1997;15:13–6.

3 Juniper EF, Guyatt GH, Feeny DH, Ferrie PJ, Griffith LE,
Townsend M. Measuring quality of life in children with asthma.
Qual Life Res 1996;5:35–46.

4 Akinbami LJ, Schoendorf KC. Trends in childhood asthma:
Prevalence, health care utilization and mortality. Pediatrics
2002;110:315–22.

5 Eroglu GE, Rabito FA, Srivastav SK. Mortality from asthma in
children and young adults in Louisiana. Ann Allergy Asthma
Immunol 2002;89:191–4.



6 Schipper H, Clinch J, Powell V. Definitions and conceptual
issues. In: Spilker B, ed. Quality of life assessments in clinical
trials. New York Raven Press 1990:11–35.

7 Creer TL, Wigal JK, Kotses H, Hatala JC, McConnaughy K,
Winder JA. A life activities questionnaire for childhood asthma.
J Asthma 1993;30:467–73.

8 French DJ, Christie MJ, Sowden AJ. The reproducibility of the
childhood asthma questionnaires: measures of quality of life for
children with asthma aged 4–16 years. Qual Life Res 1994;3:
215–24.

9 Rutishauser C, Sawyer SM, Bond L, Coffey C, Bowes G. De-
velopment and validation of the adolescent asthma quality of life
questionnaire (AAQOL). Eur Respir J 2001;17:52–8.

10 Rutishauser C, Sawyer SM, Bowes G. Quality-of-life assess-
ment in children and adolescents with asthma. Eur Respir J
1998;12:486–94.

11 Guyatt GH. The philosophy of health-related quality of life
translation. Qual Life Res 1993;2:461–5.

12 Isles AF, Robertson CF. Treatment of asthma in children and
adolescents: The need for a different approach. Med J Aust
2001;158:761–3.

13 Guyatt GH, Bombardier C, Tugwell PX. Measuring disease-
specific quality of life in clinical trials. Can Med Assoc J 1986;
134:889–95.

14 Juniper EF, Guyatt GH, Steiner DL, King DR. Clinical impact
versus factor analysis for quality of life questionnaire construc-
tion. J Clin Epidemiol 1997;50:233–8.

15 Jaeschke R, Singer J, Guyatt GH. Measurement of health sta-
tus: ascertaining the minimal clinically important difference.
Control Clin Trials 1989;10:407–15.

16 Warschburger P. Measuring the quality of life of children and
adolescents with asthma – the pediatric asthma quality of life
questionnaire. Rehabilitation 1998;37:17–24.

17 Stata corporation, Stata statistical software. 1997, College Sta-
tion, Texas.

18 Hill DJ, White VM, Scollo MM. Smoking behaviours of Aus-
tralian adults in 1995: trends and concerns. Med J Aust 1998;-
168:209–13.

19 Swiss Federal Office of Public Health, Press release 1997. Fed-
eral Office of Public Health.

Qualitiy of life in Swiss adolescents with asthma 96



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


