


Global PaedSurg Research Training Fellowship
[image: ]
Session 8: 29 June 2019
Preparing an abstract for submission at a conference for presentation

By:
Samir K. Gadepalli, MSc, MD, MBA
Assistant Professor, Pediatric Surgery and Surgical Critical Care
University of Michigan
Ann Arbor, MI, USA


Preparing for an abstract

· [bookmark: _GoBack]Know the audience of your presentation - Make presentation carry relevant information for your audience
· Follow the guidelines given by the conference organisers – clarify if the conference will require you to only present your abstract at that specific conference or you’ll be able to present it at other similar conferences. These rules may vary from conference to conference. Prepare a manuscript together with your abstract in the event that it is also requested by the conference organisers.
· Anatomy of an abstract
· Background/Purpose (Why?)
· Methods (How?)
· Results (What?)
· Conclusions (So what?)
· An abstract is a trailer for the movie, this draws people to the conference. It may be chosen based on its relevance, audience precision (appropriate), strict adherence to guidelines and anatomy of study is as expected as well as a good catch. 

Anatomy of abstract.

Background

Background/purpose/introduction – defines the why, why do we want to do this study 
· 1-3 lines long
· First sentence – what we know, main character, right altitude – the first sentence depicts the level to which the audience will need to be focused on. 
· Second sentence – sometimes included in the first or third for space – focuses on the problem that needs to be solved, looking at the unknown gap existing within the literature or the field
· Third sentence – how will the problem be solved, hypothesis establishment is at this sentence

For example 
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Methods 

Objective review of what is to be done/ was done in the study

· Length varies 
· Detail matters
· Key components
· IRB – internal review board, ethics approval from the board
· Population/Data source – large data registries, source of registry and how it was obtained
· Definitions – how to define specific populations, and words used in the study, exclusion and inclusion criteria
· Approach – type of study design used, retrospective, RCT, prospective, survey
· Stats used
· Demographics, intervention, outcomes, stats
· Do not confuse results and methods

Example 
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Results 
Details the findings of the study
Results and methods are very complementary as they determine if an abstract is chosen for presentation at the conference 
· Start HERE – does the whole story make sense
· Do I want to hear more about this project?
· Be organized
· Use your tables/figures wisely
· Most important findings - Focus on your main findings,
· Interpret but don’t judge – objective evidence based interpretation
· Complementary with methods – must be concurrent 
· Are decimal points necessary? How many? Are they necessary in the abstract?
· A good results section will get your abstract accepted 
· Not because of the findings but on how it’s presented – presented in a logical fashion  that’s understandable. 
· Typically I do it in 3-4 levels
· Population studied: Demographics – mean versus median
· Comparison of groups: p-values, confidence intervals important
· Outcomes: make sure to appropriately adjust for regression (present what was used for adjustment in methods e.g. confounders)
· Most important finding: Table/Figure. Is the information understandable?
· Is it tweetable? The table should entice individuals to read the study. 
· The reader should get to the conclusion before reading it!!
Example 
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Conclusion
· Last thing I write but first thing I think about
· Talk about what was done and what was found.
· Just by looking at figures/tables, you should be able to tell the takeaways
· What are the implications/main findings?
· Why should this be the abstract chosen – “first one”, “largest”, “unexpected findings”, “important problem”
· Keep it simple. Make it easy to read.
· And Memorable!
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Purpose
Surgical training paradigms are shifting toward competency-based models that promote
earlier autonomy. This study sought to assess parent knowledge, opinion, and willingness
to consent to fellow autonomy in their child's operation.
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Methods
A convenience sample of 100 parents of children aged 0-17 years were surveyed during
new patient evaluations in pediatric surgery clinics at two academic tertiary children’s
hospitals (1/23/2018-4/20/2018). Parents completed a 28-item electronic survey
capturing (1) knowledge, (2) opinions, and (3) willingness to consent to fellow involvement
in their child’s operation in both standard and competency-based models of surgical
training. McNemar's test was used to assess willingness to consent in standard and
competency-based training models (p<0.05). IRB approval was obtained at both sites and
verbal consent obtained from participants.
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Results

Among 412 respondents (65% response rate), 217 received an opioid prescription
(53%). Patients reported good (71%) or adequate (24%) pain control and frequent use
of acetaminophen (81%) and/or ibuprofen (92%). Excess medication was prescribed to
73% of patients (158/217). Prescriptions exceeded use for all procedures (Figure). For 4
procedures, most patients took no opioid: adenoidectomy (45/48, 94%), inguinal hernia
(47/51, 92%), appendectomy (21/23, 91%), and umbilical hernia (18/20, 90%). Among
these, 1 parent requested a refil after adenoidectomy. Only 37% and 48% of all parents
reported receiving education on opioid storage and disposal, respectively. Opioids were
stored in a locked location (23%, 45/200), unlocked location (66%, 132/200), or in the
open (11%, 23/200). Only 27% of parents disposed of extra medication (43/159).
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Results

Of 723 patients with IBD and a documented age of diagnosis, 73 (10%) were classified as
VEO-IBD. Thirteen (18%) underwent initial IBD-related surgical intervention at a median
age of 7.5 years (interquartile range [IQR]: 5.6-11.4), with 7/13 (54%) occurring within

2 years of diagnosis. At the time of surgery, 10 patients were thought to have ulcerative
colitis and 3 Crohn's disease; however, 4 patients (31%) had their diagnosis changed

at least once. The most common indication for initial surgical intervention was disease
refractory to medical management (92%). Eleven of 13 (85%) were on combination therapy
(22 agents). The median length of stay post-operatively was 6 days (IQR: 4-8) with 1
major immediate complication (anastomotic leak requiring diverting ileostomy), and 2
ccomplications related to an ileostomy (dehydration requiring re-admission and peri-stomal
pyoderma gangrenosum).
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Results

Respondents were 76% female, 41% age 30-39 years old, and 79% white. The fellow role
was correctly identified by 35% of respondents. Most parents wanted to know (58%) and
‘expected to be asked permission (83%) if a trainee was involved in their child’s operation.
Few parents (18%) did not want trainees involved. For routine procedures, parents would
consent to a fellow assisting the attending (96%) and independently operating with the
attending present (79%). They were less likely to consent if the attending was elsewhere
in the hospital (39%) or outside of the hospital (25%). r trends existed for complex
procedures. Although competency-based training increased willingness to consent across
levels of autonomy, it was statistically significant only for fellow independence with the
attending in the operating room (Figure).





image10.png
1 vour child needed a surgery, would vou consent to a FELLOW to:
Routine Procedure
R
e ] "
Pearform your chid's surgery 0n their own. with an atlending surgeon

e )

present nthe hospial but not =
in the operating reom p2.10

avalable to come i 1o assist, but =035
ot present in the hospial bulding
0 2 4

Perform your chid's surgery 0n their own, with an atiending surgeon

== == B

prasent i the hosptal, but not =1
n the operating room 007

avatable 1o come i 1o assist,but 10
0l present n the hospdal buideg
0 0 4 @ 80 100

Standard training system Compelency-based training system

Signifies two-tailed signifcance with p<0.05.





image11.png
Conclusion
Excess opioids are frequently prescribed after children’s surgery. This study offers
evidence for procedure-specific opioid prescribing recommendations, specifically
suggesting elimination of opioids for umbilical hernia, inguinal hernia, appendectomy, and
‘adenoidectomy. To address unsafe opioid management in the home, a multidisciplinary
‘approach to standardize both education content and delivery is necessary.
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Conclusion

Parents expect to consent to trainee participation in their child’s operation. Ethical tension
underlies the need for autonomy to prepare trainees for future practice and transparency,

which may limit parental consent. This study suggests that surgeons in academic settings

must better balance transparency and autonomy when obtaining parent consent.
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Conclusion
Ours is the first study to specifically investigate the role of surgery in VEO-IBD. Nearly 1 in

5 required surgical intervention, half within 2 years of diagnosis. Initial diagnosis changed
in almost a third.
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Purpose
Though surgery is a leading source of opioids among children, procedure-specific

patterns of postoperative use, storage, and disposal are unknown. We sought to evaluate
these outcomes after eight pediatric procedures.
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Purpose
Very early onset inflammatory bowel disease (VEO-IBD), diagnosed in children under

6 years of age, is a growing sub-population of pediatric IBD with unique challenges in
diagnosis and treatment. Literature on surgical management and outcomes is scarce. We
investigated our institution's VEO-IBD cohort and surgical experience.
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