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Hb= AR (stomachlee@skku.edu)

&= Springer US( @springer.com)

k2 =t 2008/11/29 18:09:22 St 2008/11/29 18:09:17
= Query for your ariticle titled "Comparison of Scoring Systems for the Prediction of Outcomes in

Patients with Non—variceal Upper Gastrointestinal Bleeding — A Prospective Study”

Article Title: "Comparison of Scoring Systems for the Prediction of Qutcomes in Patients
with Non-variceal Upper Gastrointestinal Bleeding — A Prospective Study"

Journal Title: Digestive Diseases and Sciences (10620_654)

Dear Jun Haeng,

We are the typesetters of your article titled "Comparison of Scoring Systems for the
Prediction of Outcomes in Patients with Non-variceal Upper Gastrointestinal Bleeding
— A Prospective Study” to be published in "Digestive Diseases and Sciences".

While processing your article, we notice that, The quality of the figure 1 supplied in the article mentioned
above is lesser than what is accepted by Springer. (Attached the same for your reference). If you could
MEJS with high—resolution figure at the earliest, it would be very helpful in taking this article through
the remaining processes of proof preparation.
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DPI value for digital image?

« A digitally stored image has no inherent
physical dimensions, measured in inches or
centimetres.

http://en.wikipedia.org/wiki/Dots_per_inch



Information amount in a BMP file

e Determined by the number of pixels
« Size (Inches) x resolution (dpi) = pixel numbers

_EBX

Width 1000 pixels
= 4 inches x 250 pixel/inch
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Bitmap (=rastor) image

Vector image



Is my image a vector file?
To ensure that your image is a vector drawing please
conduct the following test:

1 Inthe document zoom in to the diagram 500% or more.
2 Check if lines such as curves have lost any quality, are

appearing plxelated (made up of small squares rather
than clea "

3 Iftheyar
same file
mention
check tha

http://www.thelancet.com/webfiles/images/clusters/thelancet/EESartwork.pdf



22|7} 29| AI25I= format2
CHE & bitmap formatO|LC}

File
Format Pertinent Application
DICOM  PACS
[PEG PowerPoint, web-based display
TIFE Print output, journal publication
PSD Print output, when arrows or labels are necessary
GIF Web-based display
EPS Vector graphics
PDF Distribution, web-based or otherwise
PICT Some Macintosh applications use this format though it is largely replaced
by the other formats
PNG New format, may replace JPEG eventually

Note.—PICT = PICTure; PNG = portable networks graphics; PSD = PhotoShop

document.

LaBerge. J Vasc Interv Radiol 2003;14:1223-1229
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« Bitmap (=raster) image
— Photoshop
— Cameras
— Scanners
« Vector image
— Adobe illustrator
— Corel draw
— Prism



Making a vector file in Prism

__nonll

Fold-change in expression relative to
matched normal colorectal mucosa
B

1
128 106}l File name:

4=
Export

Savein: | @' Desktop v|

l,DMy' Documents

j My Computer

My Network Places

%] test_window meta file, wmf

test_window meta file wmf

[ Save ]

Save as type:

WMF windows metafile

WMF windows metafile
PMG web graphic
TIF bit map

Dptions far the BMF bit map

PC¥ bit map
*f'ou can rang | pes

with na logs ol TESTTmT.

Background color. () Include infile  (3) Make clear

Cancel

[ Corcel |

indows programs




Insertion of the WMF file
- File size: 5,158 bytes

ol

1 hsa-miR-342

="

Fold-change in expression relative to
matched normal colorectal mucosa
© ® N OO A O B O RN

10-——T——T—TTT—T—T—T"T T T T T T T T T 71
128 196 756 48 277 52 750 56 138 46 231 604 602 50 323 54 97 361 44

Case number

Windows Metafile (WMF) is a vector graphics format
which also allows the inclusion of raster graphics.



X10 enlargement

expre
al col

-K



X100 enlargement




Some journals may requires vector
drawings

Acceptecl file types
For graphs and diagrams we prefer to accept vector
drawings. These files would ideally be created in a
program such as Adobe Illustrator or Corel Draw and
saved as an encapsulated postscript (.eps) or portable
document format (.pdf) files for uploading on-line.

« Other accepted vector files are Corel Draw (.cdt) and
Adobe Illustrator (.ai). Please email these directly to
the article editor as these formats are not supported for

uploading.

http://www.thelancet.com/webfiles/images/clusters/thelancet/EESartwork.pdf
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Acceptable resolutions. It is extremely important that the proper resolution be used when
submitting digital artwork. Low resolution graphics are commonly misused in print projects.

This occurs when a graphic is placed that has a DPI resolution too low for print quality.
Unfortunately, the problem doesn't arise until the plating or printing of a job.

The minimum requirements for resolution in raster files are:

= 1200 DPI/PPI for monochrome
This resolution applies to images that are purely black and white. Images such as line
graphs (shown left) fall in this category.

m 300 DPI/PPI for halftones (CMYK/Grayscale)
This resolution is for images containing pictures only. For example, an image not containing
text labeling or thin lines (shown center)

m 600 DPI/PPI for combination halftones.
This resolution is for images containing pictures and text labeling and/or thin lines (shown

right).
/RIM
HANDLE W pase HANDLE
MONOCHROME IMAGE HALFTONE COMEINATION HALFTONE

Color space requirements. All digital art submitted must be bitmap (Monochrome), grayscale, or
CMYK.

Graphics in the RGB color space (or Indexed color) will not separate correctly. They are very
difficult to detect before plating or even going to press.

It is extremely important to check every scan/file for correct color format before saving and
submitting your work.
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Color: 300 dpi

Gray scale: 300 - 600 dpi [required for photos,
without text]

Combination art (combo): 600 - 900 dpi
[required for photos and text]

e Line art (monochrome 1-bit image): 900 - 1200
dpi [B&W text only]
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Bronchiectasts Bronchiolits
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GEAD-negative GERD-positive

GERD-negative GERD-positive

FiovRs 1. Bor and whiskers graph of he quantiaivs imaging analysisshowing the umber of imctved

lobes with bronchiectasis ans
small nodules (< 10 mm in diameter) or branchi;

The ends of the boxes indicate the 25th and 7Eth
median value. The 10th and 90th percentiles are

GERD, the median numbers of involved lobes with bronchiectasis and bronchiolitiz ars both 2

bronchiolitis. Branchiolitis is defined as the presence of centrilobular

nodular structures (tree-in-bud pattern) on HRCT.
percentiles, and the lines in the bars Indicate the
Indicated with whiskers. In the patients without

2. In the

So]

patients with GERD, the median numbers of invalved lobes with bronchiectasis and bronchilitis are
both 4. Bronchisctasis and bronchiclitis were cbserved in more lobes in pateints with CERD than in
patients without GERD (p = 0.008 and p= 0.00d, respactively).

In addition, patients with CERD were more likely to
have AFB-positive sputum smear results in compar-
ison with patients without GERD. These findings
suggest that further studies to nvestigate the nature
of the association between GERD and NTM lung
disease are needed. If CERD is causative, its treat
ment may be eritical. If GERD is secondary to more
advanced lung disease, its treatment may be less
important in managing the lung disease.

Our study had some limitations. First, this study
did not include a control group. However, our
principal goal was to investigate the prevalence of
GERD in patients with the nodular bronchiectatic
form of NTM lung disease, and ours is the only study
to use 24-h pH monitoring to determine this.

Second, a significant proportion (34 of 92 patients,
37%) of screened patients did not perform 24-h
esophageal pH monitoring. Then, the study group
did not aceurately reflect total population of patients
with NTM lung disease. In particular, the study
group had a significantly higher proportion of pa-
tients with M abscessus infection than the total
group. This is very significant because it has been
shawn that patients with M abscessus infection have
a higher rate of gastroesophageal abnormalities

Third, we used accepted criteria used by gastro-
enterologists for the diagnosis of CERD, but these
may not apply for a person to be susceptible to NTM
infection by possible aspiration. For example, it is
not known if someone has to have a pH
4 for > 4% of the study time to place NTM in his or
her lungs. Also, the patients were only studied for

www.chesfioumalorg

24 h, which does not exclude that aspiration may
have oceurred at other times not studied.

Although we showed that GERD is prevalent in
patients with NTM lng disease, the nature of this
relationship remains uncertain. Our study was not
designed to investipate a possible causal association
between GERD and NTM lung disease. Our data are
consistent with GERD causing or contributing to the
development or progression of NTM hung dissase via
recurrent exposure of the pulmenary parenchyma to
the acidity of the refluxed gastric contents. Altema-
tively, GERD might be a secondary phenomenon.
Patients with NTM lung disease might be at increased
risk for abnormal reflux because of the increased
pressure gradient across the diaphragm during fre-
quent coughing and changes in pulmonary mechanics.

In addition, non-acid reflux as well as acid reflux
may be present in patients with NTM lung disease.
The measurement of acid reflux using esophageal
pH monitoring is just a marker for possible aspira-
tion but may not be related to the pathogenesis of
NTM infection. In fact, it is possible that the in-
creased use of acid suppressants with a resultant
aspiration of relative alkaline pH into the esophagus
may actually make the environment more favorable
to NTM infection and the relative alkaline pH
exacerbate further aspiration.

In eonclusion, our study showed that patients with
the nodular bronchiectatic form of NTM lung dis-
ease have 4 high prevalence of GERD. However,
most patients with NTM lung disease and GERD
lacked the typical symptoms of heartburn and regur-

CHEST /131767 JUNE, 2007 1829

Downloaded from chestjournals.org on June 12, 2007
Copyright © 2007 by American College of Chest Physicians

Figure 1 Endoscopic appearances of primary upper gastrointestinal NK-{T-cell lymphoma. a Superficialjerosive type {patient 1): several superficial erosions
of varlous sizes Ina continuous focal pattern In the body of the stomach. b Ulcerative type {patient 2): a round 1.5-cm well defined deep ulcerin the body of

the stomach. cL

3): round deepuicer atthe angle of the stomach. d Ulcerative type (patient 4):a long imegular 4-cm

pi
well defined deep ulcer in the mid esophagus. e Ulceroinfiltrative type (patient 5): diffuse il defined ulcers of various sizes in a continuous pattern in the lower
esophagus. f Ulceroinfitrative type {patient 6): diffuse il defined ulcers of various sizes in 2 continuous pattem in the second portion of the duodenum.

Figure 2 Colonoscopic appearances of primary
NK-/T-cell lymphoms. a Superfidalferosive type
{patient 7): two small superficial focal erosions
with surounding smooth nodular surface in the
teminal lleum. b Superficialerosive type (patient
8}: iequiarly shaped 1-cm superfical erosion in
the cecum. ¢ Ulceroinfiltrative type {patient 9):
multiple geographic uicers of various sizes in a
skipped pattem in the cecum. d Ulceroinfitrative
type (patient 10): multiple penetrating ulcers of
various sizes vith surrounding edema i a skip-
ped pattem, In the transverse colon., e Infiltrative
type {patient 11): diffuse multiple nodular sur-
face but no definite ulcer ormass, In the ascend-
ing colon.

KimH et al. Primary gastrointestinal NK-{T-cell lymphoma... Endoscopy 2007; 39: 156~ 160




Only a few journals recommend the size
of the artwork

A The Lancet Oncology - Microsoft Internet Explorer
File Edit Wew Favorites Tools Help

. € \‘__‘,J |;h E,h {_h ;ﬁ Search “E:E’ Favorites @ E::;{v :&, W] - _J (v |
Yf A v (| searchweb + & T~ @~ @ | =mal - Q)

. Address @ http: / fwwew, thelancet. com fjournals lanonc/misc/autharinfo

Artwork

Every Review, Histoncal Review, Personal View, and Health-care
Research manuscript should have an eye-catching image as the first
figure that illustrzke ~gcneral theme of the paper. It should have
minimum width :w: minimum resolution of 200 dpi, and be
cited within the fir W ords of the main text. If vou are unable to
submit your artwork via EES, please contact the Editor. If artwork is
compressed, use only Stuffit or SEA software. Photographs can also
be accepted as good-quality prints or slides. Images that have been
published previously should be accompanied by a statement from the
publisher indicating permission to reproduce the image. If required,
further assistance can obtained from the editonal team. Please also
refer to the formatiting guidelines for electronic submission of artwork.

http://www.thelancet.com/journals/lanonc/misc/authorinfo
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rather than lymphocyrtes. might diminish this e

Fas/FasL System and Toxin A-Induced Ileitis lc.fi?tl‘::ee:c:?; l::;?lztgi:

We next examined the pathophysiologic relevance FasL-deficient (—/—'
of toxin A-induced-Fas/FasL induction in FasL /- (gld) 9H), indicating tha
and Fas™/~ (I[pr) mice. Mice were injected intraluminally ileitis in Fas- or F;
with buffer, roxin A, or toxin A plus PGE,. Toxin A diminished cata\'l\'vﬁ‘

P g T

. UNITED STATES CANADA i
800.521.2109 * 650.349.1636 B800.665.5355 * 604.980.2481 (+49) 6!
FAX 650.349.3729 Fax 604.987.3299 Fax (+49)

| LMWMEMWL@&MMEJJUJJ Thunnﬁ\(guﬂf. AT
M _4 mlce. e typlc Viiius daestruction, edema, and massive tory and eisewne

infiltration of polvmorphonuclear leukocytes observed in  initiated by rapy

4 inch, 900 dpi2 %= otH CtHFE =2 F=0 =X 7t 8ACt

Kim. Gastroenterology 2007;133:875-886
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P: Adobe Photoshop C53 - [Figure.tif @ 100% (BRGB/8#)]
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Epigenetic silencing of miR-342 in colorectal cancer
WM Grady et al
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Figure 3 EVL/fsa-miR-342 locus CpG methylation in colorectal carcinogenesis: evidence for a “field defect” of EVL/hsa-miR-342
locus CpG methylation in colorectal cancer. Bisulfite genomic sequencing results are shown for the EVEL/ isa-miR-342 CpG island from
(1) normal colorectal mucosa from four individuals without cancer, (i) colorectal cancer tissue from three individuals and (iii) normal

appearing colorectal mucosa from two patients with concurrent colorectal cancer, The numbers in the left column represent patient

ident
colorectal mucosa were analysed from patients no. 128 and ne
dinucleotide and the
number of informative clones at a given CpG site.

identify genes that are (a) overexpressed in colorectal
cancer based on results from three relevant gene
expression profiling studies (Alon et al., 1999; Notterman
et al., 2001; Zou et al., 2002) and (b) PicTar-predicted
targets of hsa-miR-342. Eleven genes satisfied these
criteria and are presented in Supplementary Table S3.

Discussion

In this study, we confirmed that silencing of hsa-miR-
342 is a common event in colorectal cancer and provided
evidence for coordinate epigenetic silencing of an
intronic microRNA and its host gene in human cancer.
Given that roughly half of microRNA genes are located
in introns (Rodriguez er al., 2004; Kim and Kim, 2007;
Saini e al, 2007), we suggest that this mode of
coordinate silencing may represent a more general
mechanism of microRNA suppression in human cancer.

Our data also suggest that methylation of the EVL/
hsa-miR-342 locus 1s an early event in colorectal
carcinogenesis, given that it is detectable in 67% of
adenomas, as well as in 56% of histologically normal
colorectal mucosal specimens from patients with con-
current colorectal cancer. Based on these observations,

Oncogene

. The number of clones sequenced from each patient sample is indicated in parenthe:
31 with results shown in (i) ang
roportion of methylated CpGs is indicated by black shading. The height of the bar is representative of the

Matched tumor (T) and normal (N)
iii). Each bar represents one CpG

we propose that the methylated DNA corresponding to
the E'VL/hsa-miR-342 locus may merit further investiga-
tion as a biomarker for non-invasive disease detection or
risk prediction for colorectal cancer, especially in light
of its apparent specificity for colorectal cancer.

With respect to carcinogenesis, the data suggest a
model in which the aberrant methylation of EVL/hsa-
miR-342 precedes histologically apparent neoplastic
alterations in the colon and leads to an early expansion
of precancerous progenitor cells carrying methylated
CpG islands at the EVL/hsa-miR-342 locus. The
presence of methylation of EVL/hsq-miR-342 in normal
appearing colorectal mucosa may reflect an acquired.
carly epigenetic change in the pathogenesis of colorectal
cancer. Alternatively, it could also be the consequence of
clonal expansion of rare, normal colorectal epithelial
cells that carry a methylated EVL/hsa-miR-342 locus as
a part of their normal physiological state (Ohm and
Baylin, 2007; Widschwendter er al., 2007).

Given that EVL and hsa-miR-342 are coordinately
silenced, we cannot determine @ priori whether suppres-
sion of EVL, hsa-miR-342 or both is the relevant event
in colorectal carcinogenesis. EVL is a member of the
Ena/VASP protein family, which are actin-associated
proteins involved in a variety of processes related to
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Image Forensics
- Good science requires reliable data -
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Feature

What'’s in a picture?
The temptation of image manipulation

Mike Rossner! and Kenneth M. Yamada?

1Managing Editor, The Journal of Cell Biology
*Editor, The Journal of Cell Biology, and the National Institute of Dental and Craniofacial Research, National Institutes of Health

Data must be reported directly, not through a filter
based on what you think they “should” illustrate to
your audience.

For every adjustment that you make to a digital image,
it is important to ask yourself, “Is the image that
results from this adjustment still an accurate
representation of the original data?”

If the answer to this question is “no,” your actions may
be construed as misconduct.

J Cell Biol 2004:166:11-15



Image modification
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J Cell Biol 2004:166:11-15



Brightness and contrast adjustment

A. Original image Manipulated image

J Cell Biol 2004:166:11-15



Image manipulation was found by
simple contrast adjustment

Manipulated
image

; ; 7 e ™

ADOBE PHOTOSHOP

FORENSICS
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J Cell Biol 2004:166:11-15
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Two More Tips
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JPG: a source of confusion

 Relatively small file size
« Developed for the Internet

« Lossy compression: decreased image quality by
every saving step

« Useful for photos: standard image format for
compact digital cameras

« Not useful for line-art: NEVER use for line-art
figures considering submission to a journal

« Will be mostly replaced with PNG format




JPEG may be used for photos

All photographicimages

« Photographic documentatiop—tan—be accepted as
Photoshop (.psd), tiff (.tif),(jpeg (.jp ) encapsulated
postscript (.eps), portable dosument fefmat (.pdf), or

Powerpoint (.ppt) files.

« All supplied photographs and scans should be supplied
20% larger than they will appear in The Lancet and have
a resolution of 300dpi. This will ensure better quality
processing of your images. Example sizes are:
90mm for a 75mm column width
130mm fora 107 mm column width
185mm for a 154 mm column width.

http://www.thelancet.com/webfiles/images/clusters/thelancet/EESartwork.pdf
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Figure 1. A. Endoscopic finding. Well-demarcated, elevated nodular lesion can be seen at anterior wall of antrum. B. Conventional CT
finding. Focal irregular wall thickness can be seen at anterior wall of antrum, but shows no lymph node or distant metastasis. C.
Representative FDG-PET image of a patient with early gastric cancer without lymph node metastasis or distant metastasis. Transversal
slices of respectively PET-CT fusion and FDG-PET show no highlighting pathological FDG-PET uptake in the gastric wall. No lymph node
or distant metastases can be observed. Coronal slice of total body FDG-PET examination with physiological FDG-PET shows no uptake in
the gastric wall. Again, no lymph node or distant metastasis is observed.

Scand J Gastroenterol 2009
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Take home message
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