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Summary
Objective: This study aims to determine the
burden of illness imposed by severe sepsis in
Switzerland by evaluating the direct and indirect
patient-related costs for critically ill patients with
severe sepsis.
Methods: In order to estimate the direct costs a
retrospective analysis was undertaken using
records from 61 adult patients treated in three intensive care units (ICUs) in three different University hospitals in Switzerland, in 2001. Resource
use was determined by a bottom up approach and
valued using centre-specific unit costs for medication, nutrition, blood products, disposables and
official tariffs for laboratory and microbiology
analysis, diagnostic services, and clinical procedures. By adding centre-specific personnel and
basic bed (hotel) costs total direct costs in the ICU
were calculated. Indirect costs resulting from unfitness for work, early retirement, and premature
death were calculated using official Swiss statistics
for the years 1998–2000.
Results: The mean total direct costs for a se-

verely septic patient are CHF 41 790 (± 33 222
CHF) or CHF 3244 (± 757 CHF) per day. Nonsurvivors cause significantly higher costs than survivors (CHF 45 956 vs. CHF 37 759, p <0.001).
The total intensive care costs in Switzerland due
to severe sepsis amount to CHF 146–355 million.
Indirect costs were estimated to range from CHF
347 to 844 million (predominantly due to premature death). Consequently the burden of illness
of severe sepsis can be estimated to range from
CHF 493 to 1199 million per year in Switzerland
(1 CHF = 0.662 Euro in 2001).
Conclusion: Patients suffering from severe sepsis in Switzerland have a high mortality rate and
spend a prolonged time in the ICU, leading to high
direct and indirect costs. Particularly productivity
losses due to premature death represent a considerable burden to the Swiss society.
Key words: intensive care; healthcare costs; burden
of illness; cost of treatment; sepsis
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Increasing pressure on health care budgets
worldwide emphasizes the need to address economic implications of new services and therapies.
However, economic studies are still rarely found.
Due to differences in healthcare systems economic
questions need to be dealt with on a country-bycountry basis. These differences prevent an easy
application and adaptation of foreign findings to
the particular country of interest. Sepsis is one of
the disease areas that lately moved into medical society’s focus because of its high mortality rate and
the ongoing search for effective drug therapies.
This general interest was recently increased by the
publication of the PROWESS trial [1], which
showed improved survival of severe sepsis patients

treated with drotrecogin alfa (activated). The introduction of this new drug on the market certainly
raises cost related questions as new promising inventions do not tend to be cheap. Additionally, sepsis is a disease generally treated in intensive care
units, a fact which per se already indicates a rather
high cost level. However, a fair discussion on a new
therapy cannot be started without knowledge of
the epidemiological and economic background.
Although sepsis is a well-documented disease
process regarding history, incidence and risk factors, information relating to the actual costs associated with sepsis is rare. This fact may be related
to the general difficulties in undertaking cost of
disease studies in intensive care units based on in-
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adequate documentation of intensive care unit
(ICU) costs [2] and a lack of standardised models
to determine costs [3]. However, currently there
have been several publications on the cost of severe sepsis in various countries [4–7], often using
a combination of methods (bottom-up, top-down
approaches for direct costs and calculations based
on statistical information for indirect costs). We

were interested to obtain specific information regarding the cost of illness of sepsis in Switzerland.
The aim of the present study was to investigate the
incidence of severe sepsis in Switzerland and to determine its burden of illness based on the disease
related direct and indirect costs applying the societal point of view.

Material and methods
Knowledge of the incidence of severe sepsis is mandatory in order to calculate the burden of illness. Epidemiological data was generated based on three different approaches. The first approach used literature and other
sources (unpublished data, expert opinion, etc.) to get first
estimates. A second approach projected mortality data
given by the Federal Statistical Office of Switzerland to
calculate the incidence, including not only the ICD-10
codes (International Classification of Diseases, Edition
10) of sepsis but also some organ failures most certainly
due to sepsis. In a third approach severe sepsis cases were
estimated based on the diagnosed disease of hospitalised
patients [8]. However, patients included were not only declared sepsis cases but also patients with a disease most certainly leading to sepsis (certain percentages of these). The
combination of these three approaches yielded a range of
severe sepsis cases. The real number of cases most certainly lies within this incidence range.
To calculate the total costs associated with a specific
medical illness or condition, health economic research
generally differentiates three categories: direct costs, indirect costs, and intangible costs. Direct costs cover the
actual costs of services provided, including hospitalisation
costs, diagnostic tests, procedures, and medications. Indirect costs quantify the estimated loss of income as the result of illness and death. Intangible costs include the nonquantifiable costs associated with physical and emotional
pain and suffering. In order to estimate the burden of illness of severe sepsis in Switzerland both direct and indirect costs have to be analysed. Resource use (i.e. the type
and frequency of goods and services rendered to the patient) and the monetary value (prices and unit costs) for
each type of these variables were used to estimate the direct cost of severely septic patients. Data on the resource
use of severely septic patients in the ICU was collected by
means of a retrospective chart analysis using patient
records from three ICUs in the university hospitals of
Basle, Geneva, and Zurich. The study was approved by the
Ethics Committee of the hospital where required. Ran-

domly selected records of 61 adult patients suffering from
severe sepsis (defined according the ACCP/SCCM criteria [9]), with a length of stay >24 h in the year 2001 were
evaluated. The chosen patient number represents about
1% of the estimated annual total number of severe sepsis
cases in Switzerland. Dosage and frequency of previously
defined healthcare goods and services (table 1) were assessed for each patient over the whole length of stay in the
ICU and additionally some basic patient data such as age
and sex, data about length of ICU stay and length of treatment, as well as data about ICU outcome (survivors or
non-survivors) and infection (on ICU admission and/or
acquired in ICU). All data was compiled in a database (MS
Access 2000).
The assessed resources were valued with centre specific costs gathered by clinical experts and pharmacists
from the hospitals involved. Hospital purchasing prices
were applied to medication, consumables, nutrition, and
blood products. Staff costs per day of care were calculated
by dividing the summarised gross income from nurses and
physicians of the specific ICU with the days of care. Hotel
(basic bed) costs per day were derived from hospital administrations. Some cost data could not be provided by the
three centres and was substituted with equivalent data
from additional Swiss centres including the Ospedale San
Giovanni in Bellinzona, Hôpital de Cadolles in Neuchâtel, and Hôpital Régional in Sion. Routine and microbiology laboratory as well as diagnostic services were calculated using official tariffs (tax points multiplied with
cantonal tax point values) [10, 11]. Investment costs and
depreciation of ICU equipment was not taken into account.
We generally followed a conservative approach assessing
the resource use data. Therefore, we deliberately omitted
the resource use of the regular ward, because it was impossible to differentiate what was caused by severe sepsis
or an underlying disease. All cost data was turned into costs
per unit, added to the database and linked to the related
resources. Specific costs for each patient were calculated
by multiplying unit costs with the amount of resources

Table 1

Medication (analgesics, sedatives, steroids, antibiotics, vasoactive drugs, muscle relaxants, etc.)*

Assessed health care
goods and services.

Blood and blood products (fresh frozen plasma, platelets, etc.)*
Nutritional products (enteral and parenteral nutrition, vitamin and mineral supplements)*
Volume replacement (colloids, crystalloids, etc.)*
Laboratory tests (blood analysis, urine analysis, liver function tests, coagulation, etc.)
Microbiology (blood cultures, sputum, urine, antibiotic sensitivity pattern, etc.)
Diagnostic services (X-ray, CT scan, etc.)**
Consumables (drainages, catheters, etc.)**
Staff services in ICU (physicians and nurses)
Hotel costs for ICU
* are combined in cost group medication
** are included in cost group consumables
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and another six month for the last year). Since no official
retirement figures were available on sepsis in Switzerland,
the low Austrian value from our previous study in Austria
[5] (0.16% in the year 2000, oral communication from the
“Hauptverband Sozialversicherungsträger”) was applied,
assuming that both countries are comparable with respect
to sepsis incidence, treatment and outcome. To obtain the
productivity loss due to mortality the number of deaths
was multiplied by the gross income per year [13] and by
the average work years lost per age group and gender based
on the assessed clinical data. The age and gender depending participation rate [13] was taken into account and again
one year was subtracted to account for the different retirement dates as described above. Indirect costs due to
mortality and permanent morbidity were discounted with
5% [14]. “Saved” old-age pensions after early death or
given invalidity pensions do not enter in these direct cost
calculations because they do not represent a productivity
of the evaluated patient population.
The annual burden of illness imposed by severe sepsis in Switzerland was calculated by summing up the total
direct and indirect costs.
Data analysis and cost calculations were done using
MS Access 2000, MS Excel 2000, and SPSS 11.0. Statistical analysis of cost differences in subgroups was performed
using the non-parametric bootstrapping method [15]
since traditional statistical methods to analyse the difference in costs are considered inappropriate [16, 17]. This
means that the observed data are treated as an empirical
probability distribution which is resampled with replacement many times. Each resampling is used to provide an
estimate of the cost. The repeated estimates are used to
establish an empirical distribution with a sufficient sample
size, from which tests of hypothesis are constructed. Bootstrapping was done within each subgroup using 1000
estimates for the analysis. Differences in length of stay
were tested statistically with the Mann-Whitney U test.
A p-value of ≤0.05 was accepted as a significant difference.

used, and then all resource costs were summarised to total
cost per patient. Finally, the mean cost and standard deviation was calculated. Costs per patient were multiplied
with the estimated incidence range to obtain the total direct costs. Costs were calculated using 2001 prices. In 2001
the exchange rate to Euro was 1 CHF = 0.662.
Indirect costs were calculated using human productivity as substitute to estimate the effect of severe sepsis on
society in financial terms. This human capital approach is
commonly used since the human life and health cannot be
expressed directly by a given monetary value [12]. Indirect
costs include productivity loss (represented by lost income) due to temporary morbidity (work absenteeism),
due to permanent morbidity (early retirement), and due
to mortality (premature death). To give productivity a
monetary value the official Swiss gross income from employment [13] was used since exact patient based income
data was not available. Apart from the calculations regarding productivity loss due to mortality no gender specific calculations were possible because information was
not detailed enough. The average productivity loss due to
temporary morbidity was calculated by multiplying the
statistical number of working days spent in hospital due to
severe sepsis [8] (data about stay at home after illness was
not available) with the gross income from employment per
day (official Swiss gross income from employment per
year divided by 220 working days = CHF 306.82 [13]) and
the estimated incidence range. The productivity loss due
to permanent morbidity was estimated by multiplying the
number of early retirements due to sepsis with the mean
working years lost and the gross income per year (CHF
67 500 [13]). The mean working years lost were calculated
by deducting the average age of 51 years of patients in
working age in the assessed clinical data from the official
retirement age (65 years). To account for the fact that not
all early retirements start on January 1 and end on December 31, one year was subtracted from the average
number of life years lost per patient (half a year for the first

Results

Figure 1

Patient number

Age distribution of
severely septic patients and percentage
of non-survivors.

A total of 61 severe sepsis patients requiring
786 days of intensive care were assessed. Patient
records were evaluated at three University hospitals in Switzerland including the University hospital Zurich (27 patients), Geneva (19 patients), and
Basle (15 patients). The mean age of the patient
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Table 2

Components

Mean direct ICU cost
per severely septic
patient and per day
(in CHF).

per patient

per day

Medication

8020

622

Routine labs

3982

309

Microbiology

2030

158

Consumables

2726

212

Hotel costs

3803

295

Staff costs

21229

1648

Total mean direct costs

41790

3244

population was 62 years (± 15.0). The majority of
patients, i.e. 57.4%, were male and 42.6% were female. An overall ICU mortality of 49.2% was observed and an overall average length of stay (LOS)
in the ICU of 12.9 days (± 9.9). Survivors and nonsurvivors showed almost the same LOS (12.6 [±
8.7] vs. 13.2 [± 11.2] days, p = 0.897). No relation
between mortality and age (figure 1) or mortality
and LOS (figure 2) was found, which may be explained by the small sample size.
The mean total direct cost per severely septic
patient amounted to CHF 41 790 (± 33 222) or

Table 3

Costs

Total costs of severe
sepsis in Switzerland
per year (Mio CHF).

Direct costs

CHF 3244 (± 757) per day. The cost per severely
septic patient included medication, routine laboratory testing, microbiology, consumables, hotel
and staff costs (table 2). Half of the costs are due
to staff, 19% to drugs and related goods (fluids,
blood products, nutrition etc.), and 9% are hotel
costs. Non-survivors cause higher mean costs per
patient than survivors (CHF 45 956 (± 38 464) vs.
CHF 37 759 (± 27 260), p <0.001). Non-survivors
have been found to spend almost the same number
of days in the ICU as survivors. Therefore differences in costs between survivors and non-survivors
can only be attributed to the higher resource use
of non-survivors compared to survivors. This is
also reflected by the finding that the mean cost per
day is higher in non-survivors (CHF 3481 vs. CHF
3001, p <0.001), which is mainly driven by higher
medication expenses (CHF 779 vs. 463, p <0.001).
Based on the incidence range of 3500 to 8500 severely septic patients the total intensive care costs
lay between CHF 146 and 355 million (for details
see table 3).

Low end of range
(3500 patients)

High end of range
(8500 patients)

Medication

28.1

68.2

Routine laboratory tests

13.9

33.8

Microbiology

7.1

17.3

Consumables

9.5

23.2

Hotel costs

13.3

32.3

Staff costs

74.3

Total direct costs

180.4
146.2

355.2

Indirect costs
Productivity loss due to work absenteeism

12.6

30.7

Productivity loss due to early retirement

4.6

10.7

Productivity loss due to premature death

329.8

802.4

Total indirect costs
Total costs of severe sepsis in Switzerland (Mio)

347.0
493.2

843.8
1199.0
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Indirect costs due to severe sepsis in Switzerland were found to range from CHF 347 to 844
million. These costs are predominantly driven by
the high mortality rate of severe sepsis patients,
which accounts for a productivity loss ranging
from CHF 330 to 802 million. Work absenteeism
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adds further productivity losses ranging from
CHF 12.6 to 30.7 million and early retirement
CHF 4.6 to 10.7 million.
Combining direct and indirect costs, severe
sepsis imposes a yearly burden between CHF 493
and 1199 million to the Swiss society (table 3).

Discussion
Information about resource use and clinical
data in septic patients was collected by means of a
retrospective chart analysis. The used bottom up
approach allowed us to estimate costs for this specific patient group more accurately than would
have been possible with a top down approach.
However, such data collection is time consuming
and often hampered by the unavailability of certain cost data. Involving several hospitals allowed
us to substitute missing cost data with data from
one of the other centres, and had also a balancing
effect on centre specific cost variations. As a certain percentage of underreporting of used resources in the patient files is plausible or a certain
amount of resources may have been overlooked
when assessing the health care goods used, we performed a sensitivity analysis to check possible cost
implications when increasing the variable direct
costs by 10% or 20%. Even a 20% increase in costs
would not change results as they stay in the standard deviation range (± 33 222 CHF) of the originally calculated mean per patient costs. Therefore, the effect of some underreporting of resource
use does not significantly influence the final results. A slight underestimation of treatment costs
also results from the omission of regular ward stay
which we decided on due to a lack of exact information. However, comparing the found mean ICU
LOS (12.9 days) with the average hospital LOS of
septic patients given in official statistics (15.8 days
[8]) suggests a stay on regular ward of about 3 days
per patient, which is not included in our calculations. On the other hand there might be a certain
overestimation of costs since this retrospective
study was carried out in university hospitals only.
However, in Switzerland all ICUs are clearly defined, well equipped and adequately staffed units
which provide the same level of care [20] so that
resource use is comparable. Cost data were also
provided by non-University hospitals, which contributed to a direct cost estimation representative
for Switzerland. Generally it can be stated that a
slight under- or overestimation of direct costs will
have relatively little effect, as they only represent
30% of the total costs.
In a burden of illness assessment indirect costs
must be included. However, estimating indirect
costs is a methodological problem as they cannot
be measured directly. We used the most commonly
applied approach although it has limitations regarding the economic assumptions it is based on
[12, 21, 22]. Indirect costs are influenced by the as-

sumed discount rate for future costs occurring
through productivity loss. We used the well accepted discount rate of 5% [14]. Applying no discount rate or a higher rate of 10% would substantially influence indirect costs (increase the indirect
cost range by about 60% and lower it by about 30%
respectively). Furthermore, a decreased long-term
survival of patients with severe sepsis might lead to
a further productivity loss. However, since literature reports are controversial regarding decreased
long term survival of severely septic patients, this
possibility was not taken into account.
Average ICU mortality for severe sepsis was
49.2%, which was somewhat higher than the rates
found in Germany and Austria (respectively 36%
and 43.2% [5, 7]). Nonetheless, the rate lies within
the range of 30–50% reported in the literature [1,
23]. However, the mortality rate may have been biased by patient selection because in one centre surviving patients had to give their consent before inclusion and not all of them did. This may have led
to an inclusion of non-survivors slightly above average. In addition, the observed mortality is based
only on a total of 61 patients and should therefore
be interpreted with caution. Apart from this, the
patient population evaluated does not significantly
differ in gender relation (57/43 compared with
58/42 and 66/34 in % male/female) or age (62 [±
15] vs. 58 [± 16.5] years in Germany and Austria)
from severely septic patient populations studied in
Germany and Austria [5, 7]. This suggests that the
evaluated patient population reflects the entire severely septic patient population in Switzerland.
Comparing the Swiss cost data with those
from Germany and Austria offers comparable
findings [5, 7]. Non-survivors in all three countries
showed higher mean costs per day than survivors,
caused by higher resource use, i.e. higher medication costs. This fact results in equal or higher per
patient costs for non-survivors despite similar or
even shorter LOS in the ICU compared with survivors. Mean total ICU costs per patient are comparable to those found in Austria and are somewhat
higher than those found in Germany.
The mean direct costs of treating a septic patient were calculated to be CHF 3244 per day. This
corresponds to the total costs estimated for intensive care patients with an extraordinary nursing requirement (SGI category Ia) which is estimated to
be CHF 3142 [20] (adapted for the year 2001 based
on the consumer price index for hospital service
[24]). Based on the assumption that intensive care
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accounts for 6–10% of total hospital expenses in
Switzerland [20], the total ICU costs of the year
2001 were CHF 662–1103 million [25]. Referring
to the previously described range of 3500–8500 patients with severe sepsis, the cost of severe sepsis
represents between 13% and 54% of the total ICU
costs in Switzerland.
Based on the study results we conclude that patients suffering from severe sepsis in Switzerland
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have a relatively high mortality rate and spend an
average of 12.9 days in the ICU. They impose an
annual burden ranging from CHF 493 to 1199
million to the Swiss society.
We thank Dr. R. Zürcher-Zenklusen, Hôpital de
Cadolles in Neuchâtel, Dr. A. Perren, Ospedale San Giovanni in Bellinzona, and Dr. P. Eckert, Hôpital Régional
in Sion, Switzerland for supplying additional cost information.

References
1 Bernard GR, Vincent J-L, Laterre P-F, LaRosa SP, Dhainaut
J-F, Lopez-Rodriguez A, et al. Efficacy and safety of recombinant human activated protein C for severe sepsis. N Engl J Med
2001;344:699–709.
2 Gyldmark M. A review of costs studies in intensive care units:
problems with the cost concept. Crit Care Med 1995;23:
964–72.
3 Bone RC. Economic analysis of the intensive care unit: A
dilemma. Crit Care Med 1995;23:805.
4 Angus DC, Linde-Zwirble WT, Lidicker J, Clermont G, Carcillo J, Pinsky MG. Epidemiology of severe sepsis in the United
States: analysis of incidence, outcome, and associated costs of
care. Crit Care Med 2001;29:1303–10.
5 Schmid A, Schneider H, Adlof A, Smolle KH, Edelmann G,
Sporn P, et al. Economic burden of illness imposed by severe
sepsis in Austria. Wien Klin Wochenschr 2002;114/15–16:
697–701.
6 Mörer O, Schmid A, Hofmann M, Herklotz A, Reinhart K,
Werdan K, et al. Direct costs of severe sepsis patients in three
German intensive care units based on retrospective electronic
patient record analysis of resource use. Int Care Med 2002;
28:1440–6.
7 Schmid A, Burchardi H, Clouth J, Schneider H. Burden of illness imposed by severe sepsis in Germany. Eur Health Econom
2002;3:77–82.
8 Bundesamt für Statistik. Medizinische Statistik der Krankenhäuser 1998. http://www.statistik.admin.ch/stat_ch/ber14/
gewe/drfr14a.htm.
9 Bone RC, Balk RA, Cerra FB, Dellinger RP, Fein AM, Knaus
WA, Schein RMH, et al. The ACCP/SCCM Consensus Conference Committee. Definitions for sepsis and organ failure and
guidelines for the use of innovative therapies in sepsis. Chest
1992;101:1656–62.
10 Eidgenössisches Departement des Innern (EDI). Analysenliste.
Edition October 1999.
11 Santésuisse. Tagestaxen in Heilanstalten. Edition September
2002.
12 Greiner W. Die Berechnung von Kosten und Nutzen im
Gesundheitswesen. In: Schöffski O, Glaser P, Graf v.d. Schulenburg JM, eds. Gesundheitsökonomische Evaluationen.
Springer Verlag, Berlin, Heidelberg 1998.

13 Bundesamt für Statistik. Statistisches Jahrbuch der Schweiz
2002. Verlag Neue Zürcher Zeitung, Zürich 2002.
14 Hannoveraner Konsensus Gruppe. Deutsche Empfehlungen
zur gesundheits-ökonomischen Evaluationen – Revidierte Fassung des Hannoveraner Konsens. Gesundh ökon Qual manag
1999;4:A62–A65.
15 Desgagné A, Castilloux AM, Angers JF, LeLorier J. The use of
the bootstrap statistical method for the pharmacoeconomic cost
analysis of skewed data. Pharmaco Economics 1998;13:487–97.
16 O’Brian BJ, Drummond MF, Labelle RJ, Willin A. In search of
power and significance: issues in design and analysis of stochastic cost-effectiveness studies in health care. Med Care 1994;32:
150–63.
17 Barber JA, Thompson SG. Analysis and interpretation of cost
data in randomised controlled trials: review of published data.
BMJ 1998;317:1195–200.
18 Rangel-Frausto S, Pittet D, Hwang T, Woolson RF, Wenzel RP.
The dynamics of disease progression in sepsis: Markov modeling describing the natural history and the likely impact of effective antisepsis agents. Clin Infect Dis 1998;27:185–90.
19 Rangel-Frausto S, Pittet D, Costignan M, Hwag T, Davis CS,
Wenzel RP. The natural history of the systemic inflammatory
response syndrome. JAMA 1995;273:117–23.
20 Frutiger A. Qualitätssicherung in der Intensivmedizin: die
Situation in der Schweiz. Schweiz Med Wochenschr 1999;
129:1592–9.
21 Drummond MF. Studies in economic appraisal in health care,
vol 2. Oxford University Press 1986, Oxford New York Tokyo.
22 Drummond MF. Cost of illness studies: a major headache?
Pharmaco economics 1992;2:1–4.
23 Balk RA. Severe sepsis and septic shock. Crit Care Clin 2000;
16:179–92.
24 Bundesamt für Statistik. Kosten des Gesundheitswesens. Detaillierte Ergebnisse 2001 und Entwicklung seit 1996. BFS,
Neuchâtel 2003.
25 Bundesamt für Statistik. Krankenhausstatistik und Statistik der
sozialmedizinischen Institutionen 2001. http://www.statistik.
admin.ch/stat_ch/ber14/gewe/dtfr14i.htm

Swiss
Medical Weekly

Swiss Medical Weekly: Call for papers

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

The many reasons why you should
choose SMW to publish your research
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 conferences 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 experimental medicine and clinical investigation.
We look forward to receiving your paper!
Guidelines for authors:
http://www.smw.ch/set_authors.html

Impact factor Swiss Medical Weekly
2
1.8

1.537

1.6

E ditores M edicorum H elveticorum

1.4
1.162

1.2

All manuscripts should be sent in electronic form, to:

1
0.770

0.8

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

0.6
0.4

Schweiz Med Wochenschr (1871–2000)
Swiss Med Wkly (continues Schweiz Med Wochenschr from 2001)

2004

2003

2002

2000

1999

1998

1997

1996

0

1995

0.2

Manuscripts:
Letters to the editor:
Editorial Board:
Internet:

submission@smw.ch
letters@smw.ch
red@smw.ch
http://www.smw.ch

