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Visual Representation of Data
Chart the right path for your next project
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Stephen R. Midway, 2020

“Effective figures suggest an 
understanding and interpretation of data; 
ineffective figures suggest the opposite”

https://www.sciencedirect.com/science/article/pii/S2666389920301896#bib11



Objectives
#BloomsTaxonomy

• Review some of the principles of effective visual design for medical figures 
and graphics


• Develop an effective visual design for a clinical algorithm


• Demonstrate how the visual representation of data can better highlight the 
data in your work



Plan ahead…
…so you can Excel

• Focus on the information and message first


• What is your visual objective? Comparison? Ranking? Growth over time? 
Composition? A geographic pattern?


• Consider starting with pen and paper


• Save figures and images from journals and presentations that are effective 
and see if they fit your plan





https://upload.wikimedia.org/wikipedia/commons/3/31/Nucleosynthesis_periodic_table.svg



You don’t have to use your stats software
But you can if you want

• Simple spreadsheet programs can create a wide array of charts and figures


• Complex technical figures and infographics require other programs either to 
design the figures or for graphical elements


• Most are not free and you need to be able to collaborate with other users


• Some are now incorporating AI



Data visualization applications and tools
There are a lot more…

• Photoshop / Illustrator


• PowerPoint & Keynote


• BioRender (molecular diagrams)


• Tableau (interactive tables)


• Infogram (threaded multimedia)


• Microsoft Power BI (integrates with Microsoft apps)


• The Noun Project (free icons)



Other examples 

https://www.biorender.com/


https://www.biorender.com/




thenounproject.com



Infographics on a manuscript?
It’s a figure, it’s a table, it’s a fable? Not, that’s dumb…

• There’s no rule that says you can’t submit an infographic as a figure/
table in a paper


• This graphic could also be shown online (social media), in 
presentations or posters, and serve as a synopsis of the study’s data



http://www.languagebasecamp.com/linguistics-for-language-learners-what-is-the-ipa/



http://prooffreaderplus.blogspot.com/2014/05/methodology-and-analysis-of-letter.html
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Multiple mockups and iterations later…



Principles of effective design
More on the custom website we put together for this workshop

• There are lots of different types of “geometries” like bar graphs, histograms, 
line plots to consider


• Practice color-blind sensitive design


• Tables should be straightforward, well-aligned, and easy to follow



Design

• What is your message?


• Make a diagram


• Save examples of 
figures you like


• Pick the best software/
application for you 
needs

Production

• Use the correct 
geometry/figure style to 
show your data


• Utilize color effectively


• Include relevant metrics 
of uncertainty


• Distinguish models 
(curve fitting) from data 
(scatterplot)


• Include a detailed, 
standalone caption

Review

• Consider an infographic


• Solicit independent 
reviews



Activity 1 
Let’s design a better algorithm



Which technique is more likely to be 
successful in reducing a nursemaid’s elbow, 
hyperpronation or supination/flexion?



A Comparison of Supination/Flexion to 
Hyperpronation in the Reduction of 
Radial Head Subluxations
Charles G. Macias, MD; Joan Bothner, MD; Robert Wiebe, MD
                                 ,1998 102 (1): e10



Spoiler: Its hyperpronation
A prospective RCT of 90 children with a clinical diagnosis of radial head subluxation

• Randomized to one of the two methods and were followed every 5 minutes for return of elbow function
• The initial procedure was repeated if baseline functioning did not return 15 minutes after the initial 

attempt
• Continued assessment every 5 minutes
• Failure of the first technique 30 minutes after the initial attempt resulted in a cross-over to the 

alternate method
• Continued assessment every 5 minutes
• The alternate procedure was repeated if baseline functioning did not return 15 minutes after the 

alternate procedure was attempted
• If the patient failed both techniques, X-Rays were ordered



Activity 1 
Using this study’s methods, design an algorithm / care 
pathway to be used in an ED or Urgent Care using 
digital tools or the flip charts



Algorithm design
Best practices

• Clear steps and order


• Easy to follow


• Delineate junction (yes/no) points effectively


• Limit extraneous information


• Use color effectively - watch for color blind individuals



• Randomized to one of the two methods and were followed every 5 minutes 
for return of elbow function

• The initial procedure was repeated if baseline functioning did not return 15 
minutes after the initial attempt

• Continued assessment every 5 minutes
• Failure of the first technique 30 minutes after the initial attempt resulted in a 

cross-over to the alternate method
• Continued assessment every 5 minutes
• The alternate procedure was repeated if baseline functioning did not return 

15 minutes after the alternate procedure was attempted
• If the patient failed both techniques, X-Rays were ordered

A Comparison of Supination/Flexion to 
Hyperpronation in the Reduction of 
Radial Head Subluxations
Charles G. Macias, MD; Joan Bothner, MD; Robert Wiebe, MD
                                 ,1998 102 (1): e10



Activity 1 
Show & Tell



Acute Otitis Media Algorithm: Emergency Department/Urgent Care
Age ≥ 2 months – 12 years

Child with ear pain tugging, fever, 
or other symptom concerning for 

AOM presents to ED/UC

11092023

Diagnose AOM only if middle ear effusion is present (redness without effusion is not AOM)

No bulging Mild bulging Moderate/severe 
bulging

Not AOM

AOM: Mild 
bulging with < 
48h ear pain or 

intense 
erythema

AOM: If mod-
severe bulging 
or otorrhea not 

due to OE

No antibiotic warranted. 
Consider analgesics, 

evaluate other causes of 
ear pain, and give 

instructions for follow-up

Prescribe 
Antibiotics

Are symptoms severe?

Definitions
• Severe AOM: AOM with moderate to 

severe otalgia or fever ≥ 39
• Non-severe AOM = AOM with mild 

otalgia and temp < 39
• Recurrent AOM: 3 or more well 

documented separate episodes in the 
past 6 months (or 4 in 12 months 
including 1 in 6 months)

• Treatment failure: no clinical 
improvement in 48-72 hours

Antibiotic selection:
Amoxicillin 90 mg/kg/day divided BID to max 4000 mg/day
• <2: 10 days
• 2-5 years: 7 days (10 for severe AOM)
• ≥ 6 years: 5-7 days (10 for severe AOM)

• Severe = AOM with moderate to severe otalgia or  fever 
>39. 

• Single dose ceftriaxone is adequate therapy for untreated 
AOM in child who cannot take po’s (rare)

Special situations (Use durations above by age):
• PCN allergy: cefdinir (or cefpodoxime) 
• With associated purulent conjunctivitis: Augmentin
• Amox in last 30 days:  Augmentin

Treatment failure:
• No clinical improvement in 48-72 hours (note – evaluate 

whether ongoing symptoms are from treatment failure or 
concomitant viral infection: effusions can take weeks to 
resolve on exam)

• Failed high dose amoxicillin -> 10 days Augmentin (high 
dose)

• Failed high dose Augmentin or oral Cephalosporin: 
             -Ceftriaxone IV/IM q24 hours X 3
             -Can consider clindamycin +/- oral cephalosporin

Azithromycin, Bactrim, and po cephalosporins alone are not 
adequate therapy for AOM that has failed other antibiotics

Other considerations
• Consult ENT immediately for associated facial nerve paralysis
• ENT referral criteria (usually done by PCP not ED/UC): 3 

episodes of recurrent AOM in 6 months; or 4 episodes in 
past year with 1 in past 6 months

References

The Diagnosis and Management of Acute Otitis Media 
Pediatrics (2013) 131 (3): e964–e999.

Assess for severe signs and symptoms:

Severe AOM if ANY:
• Fever ≥ 39
• Moderate to severe otalgia
• Otalgia >48 hours
• Otorrhea from perforation

Yes

Non-severe 
symptomsNo

< 6 mos 6 – 23 mos ≥ 2 yrs

Bilateral Unilateral

Shared decision-making 
with family: 

Prescribe antibiotics OR 
Offer rescue script OR 
Offer observation with 

PCCP follow-up in 48-72 
hours



Text Placeholder

Title in this box

• Let's put text in this box
• More stuff in here
• Also do this treatment
• And a little more

Something importantAnother thingAnother thing

Title of Algorithm
Key information subtitle about using it

• Let's put text in this box
• More stuff in here
• Also do this treatment
• And a little more

• Let's put text in this box
• More stuff in here
• Also do this treatment
• And a little more

Another thing Another thing

• Let's put text in this box
• More stuff in here
• Also do this treatment
• And a little more
• This is a very detailed reference so I’m going 

to type more into here than anywhere else 
• To give you a sense of how much 

information we need to convey

• Let's put text in this box
• More stuff in here
• Also do this treatment
• And a little more
• This is a very detailed reference so I’m going 

to type more into here than anywhere else 
• To give you a sense of how much 

information we need to convey

Big this we don’t miss or 
shouldn’t ignore

30 min

Something
Important here

A diamond

Title Header Thing

Drug name Dosing parameters 
5 mg/kg for people

• Time for information
• Into this box we will put stuff
• That will help you with the title

Drug name 10mg/kg for others 
and so on

• Time for information
• Into this box we will put stuff
• That will help you with the title

Drug name I had to type 
something into this 

• Time for information
• Into this box we will put stuff
• That will help you with the title

Title of table

1
Placeholder demo text

2

3

Title

Last one

One

And

More

Another

Placeholder demo text
Placeholder demo text

Placeholder demo text

Placeholder demo text

Placeholder demo text

Text in this box

4

5

6

Placeholder demo text

Placeholder demo text
Placeholder demo text

Placeholder demo text

Placeholder demo text

Placeholder demo text

Title of Algorithm
Key information subtitle about using it

Title of Algorithm
Key information subtitle about using it

Title of Algorithm
Key information subtitle about using it

Title of Algorithm
Key information subtitle about using it

Title of Algorithm
Key information subtitle about using it

Text sections
Key In the vast world of canines, dogs come in all shapes, sizes, and personalities, each with their own 
unique tail-wagging charm. From the energetic and playful to the calm and regal, dogs have captured 
the hearts of humans for centuries. Let's embark on a delightful journey celebrating these wonderful 
companions.

1. Labrador Retriever: Known for their friendly and outgoing nature, Labradors are versatile and make 
excellent family pets, assistance dogs, and service dogs.

2. German Shepherd: Revered for their intelligence and loyalty, German Shepherds are often employed 
in roles such as police and military work, search and rescue, and as service animals.

3. Golden Retriever: These gentle and affectionate dogs are highly favored as family pets and are also 
commonly seen as therapy and assistance dogs due to their friendly disposition.

4. Bulldog: With their distinctive appearance and affectionate nature, Bulldogs have become popular 
pets. Despite their stocky build, they are known for their gentle and friendly temperament.

5. Beagle: Beagles are beloved for their playful and sociable nature. They are often sought after as 
family pets and are known for their exceptional sense of smell, making them popular as scent 
detection dogs.

Subheading
There are more types of pets out there, but dogs are the best ones naturally
• Cats
• Birds
• Fish
• Chinchillas even?



Acute Otitis Media Algorithm
Emergency Department / Urgent Care – Age 2 months – 12 years

Child with ear pain tugging, fever, or another symptom
 concerning for AOM presents to ED/UC

No bulging

Not AOM

Mild bulging with 
<48h ear pain or 
intense erythema

Assess for severe signs and symptoms

Severe AOM if ANY:
• Fever ≥ 39
• Moderate to severe otalgia
• Otalgia >48 hours
• Otorrhea from perforation

Diagnose AOM only if middle ear effusion is present
(redness without effusion is not AOM)

Are symptoms 
severe?

Mild bulging Moderate / severe bulging

Diagnose AOM if:

No antibiotics 
warranted, give 

analgesics, 
evaluate other 
causes of ear 
pain, & give 
follow-up 

instructions

Moderate to severe bulging, 
or new otorrhea not due to 
otitis externa

Diagnose AOM if:

Prescribe antibiotics

Non-severe symptoms

6-23 mos>2 years <6mos

BilateralUnilateral

Shared decision-making with 
family: Prescribe antibiotics 
OR Offer rescue script OR 

Offer observation with PCP 
follow-up in 48-72 hours

Consult ENT immediately for associated 
facial nerve paralysis 

ENT referral criteria
usually done by PCP not ED/UC
• 3 episodes of recurrent AOM in 6 

months or
• 4 episodes in past year with 1 in past 

6 months 

Use durations above by age / severity:

PCN allergy - cefdinir (or cefpodoxime) 

With associated purulent conjunctivitis - 
Augmentin 

Amox in last 30 days - Augmentin 

Child cannot take po (rare) - Single dose 
ceftriaxone is adequate therapy for 
untreated AOM

Severe  - moderate to severe otalgia or 
fever ≥ 39 

Non-severe  - mild otalgia & temp < 39

Recurrent  - ≥3 or more well documented 
separate episodes in the past 6 months 
(4 in 12 months including 1 in 6 months) 

AOM Definitions

90 mg/kg/day divided BID w/ max 4000 
mg/day 
• <2 yrs - 10 days 
• 2-5 yrs: 7 days (10 for severe) 
• ≥ 6 yrs: 5-7 days (10 for severe) 

No clinical improvement in 48-72 hours, 
evaluate whether ongoing symptoms are 
from treatment failure or concomitant 
viral infection.  Effusions can take 
weeks to resolve on exam

Failed high dose amoxicillin - 10 days 
Augmentin (high dose) 

Failed high dose Augmentin or oral 
Cephalosporin - Ceftriaxone IV/IM q24 
hours X 3

Can consider clindamycin +/- oral 
cephalosporin 

Azithromycin, TMP/SMX, and PO 
cephalosporins alone are not adequate 
therapy for AOM that has failed other 
antibiotics 

When to involve Otolaryngology

Preferred treatment - Amoxicillin

Special situations

Treatment failure

Acute Otitis Media Algorithm: Emergency Department/Urgent Care
Age ≥ 2 months – 12 years

Child with ear pain tugging, fever, 
or other symptom concerning for 

AOM presents to ED/UC

11092023

Diagnose AOM only if middle ear effusion is present (redness without effusion is not AOM)

No bulging Mild bulging Moderate/severe 
bulging

Not AOM

AOM: Mild 
bulging with < 
48h ear pain or 

intense 
erythema

AOM: If mod-
severe bulging 
or otorrhea not 

due to OE

No antibiotic warranted. 
Consider analgesics, 

evaluate other causes of 
ear pain, and give 

instructions for follow-up

Prescribe 
Antibiotics

Are symptoms severe?

Definitions
• Severe AOM: AOM with moderate to 

severe otalgia or fever ≥ 39
• Non-severe AOM = AOM with mild 

otalgia and temp < 39
• Recurrent AOM: 3 or more well 

documented separate episodes in the 
past 6 months (or 4 in 12 months 
including 1 in 6 months)

• Treatment failure: no clinical 
improvement in 48-72 hours

Antibiotic selection:
Amoxicillin 90 mg/kg/day divided BID to max 4000 mg/day
• <2: 10 days
• 2-5 years: 7 days (10 for severe AOM)
• ≥ 6 years: 5-7 days (10 for severe AOM)

• Severe = AOM with moderate to severe otalgia or  fever 
>39. 

• Single dose ceftriaxone is adequate therapy for untreated 
AOM in child who cannot take po’s (rare)

Special situations (Use durations above by age):
• PCN allergy: cefdinir (or cefpodoxime) 
• With associated purulent conjunctivitis: Augmentin
• Amox in last 30 days:  Augmentin

Treatment failure:
• No clinical improvement in 48-72 hours (note – evaluate 

whether ongoing symptoms are from treatment failure or 
concomitant viral infection: effusions can take weeks to 
resolve on exam)

• Failed high dose amoxicillin -> 10 days Augmentin (high 
dose)

• Failed high dose Augmentin or oral Cephalosporin: 
             -Ceftriaxone IV/IM q24 hours X 3
             -Can consider clindamycin +/- oral cephalosporin

Azithromycin, Bactrim, and po cephalosporins alone are not 
adequate therapy for AOM that has failed other antibiotics

Other considerations
• Consult ENT immediately for associated facial nerve paralysis
• ENT referral criteria (usually done by PCP not ED/UC): 3 

episodes of recurrent AOM in 6 months; or 4 episodes in 
past year with 1 in past 6 months

References

The Diagnosis and Management of Acute Otitis Media 
Pediatrics (2013) 131 (3): e964–e999.

Assess for severe signs and symptoms:

Severe AOM if ANY:
• Fever ≥ 39
• Moderate to severe otalgia
• Otalgia >48 hours
• Otorrhea from perforation

Yes

Non-severe 
symptomsNo

< 6 mos 6 – 23 mos ≥ 2 yrs

Bilateral Unilateral

Shared decision-making 
with family: 

Prescribe antibiotics OR 
Offer rescue script OR 
Offer observation with 

PCCP follow-up in 48-72 
hours











Activity 2 
Display your data in a compelling fashion



Activity 2 
We will share some data from a study, and it’s up to 
you to work in small groups to design a unique way to 
tell the story using digital tools or the flip charts



ABC
Easy as 1, 2, 3? Not so fast…

• Describe, using video review, the performance of the rapid 
cardiopulmonary assessment by 71 categorical pediatric residents in the 
resuscitation area of a pediatric Emergency Department

• Primary Outcome: Performance of a complete RCPA (exam + 
assessment of airway, breathing and circulation)

• Secondary Outcome: Performance of individual components of airway, 
breathing, and circulation exam and assessment



The data you’ll use to make your figure

The entire rapid cardiopulmonary assessment
• 2/71 (3%) of residents performed a complete RCPA (exam + assessment for airway, breathing, 

and circulation
• 45/71 (63%) did at least one exam element for airway, breathing, and circulation
• 4/71 (6%) verbalized an assessment for airway, breathing, and circulation

Airway
• 34/71 (48%) did at least one 

exam element
• 31/71 (44%) verbalized an 

assessment

Breathing
• 68/71 (96%) did at least one 

exam element
• 34/71 (48%) verbalized an 

assessment

Circulation
• 34/71 (93%) did at least one 

exam element
• 7/71 (10%) verbalized an 

assessment



Activity 2 
Show & Tell



Resident Performance of the Rapid 
Cardiopulmonary Assessment in 
the Emergency Department
Sobolewski, Brad MD, MEd; Taylor, Regina G. MA; 
Geis, Gary L. MD; Kerrey, Benjamin T. MD, MS                                  

36(6):p e304-e309, June 2020



Airway Breathing Circulation













Component 
%

Vocalization 


  Spontaneous 
28

  Speaks to patient 
45

  Unable to vocalize 
14

Physical exam 
7








Auscultation 
96

Expansion 
 
3

Respiratory rate 
3

Work of breathing 
18








Auscultation 
83

Skin 
 
11

Pulses 
 
85

Capillary refill 
56

Heart rate 
 
23

Mental status 
13

Blood Pressure 
0


Aim

To describe, using video review, the 
performance of the RCPA by pediatric residents 
in the resuscitation area of a pediatric ED


Pediatric resident performance of the rapid cardiopulmonary 
assessment in the Emergency Department

Brad Sobolewski, MD, MEd; Regina Taylor, MA; Gary Geis, MD; Benjamin Kerrey, MD, MS


Methods

Observational study of senior pediatric resident performance of the 
RCPA on non-trauma patients evaluated in the resuscitation area 
of a busy pediatric ED



Subjects: 2nd and 3rd year categorical pediatric residents



Residents are tasked with initial RCPA for all patients



All encounters in the resuscitation area are video recorded 
(departmental standard)



One randomly selected encounter for residents rotating through 
the ED from January 2013 - June 2013



Data collection by video review using a standard form



Outcomes: 


Primary: Performance of a complete RCPA (exam + assessment 
of airway, breathing and circulation)


Secondary: Performance of individual components of airway, 
breathing and circulation exam/assessment




Analysis: Descriptive statistics


Take Home


For patients evaluated in the resuscitation area 
of a busy academic pediatric ED, video review 
revealed that senior pediatric residents typically 
performed part of the breathing and circulatory 
exam but struggled to verbalize an assessment


Background

The rapid cardiopulmonary assessment (RCPA) is a focused exam 
and assessment of a patient’s airway, breathing and circulation and is 
the foundation of the initial management of the critically ill child



Pediatric resident exposure to critical illness, especially the initial 
assessment, is increasingly limited



Limited exposure to critical illness and reliance on single day, annual 
training, i.e.,  PALS, may limit resident competency with the  RCPA



The assessment of critically ill patients is a core competency of 
residency training and a basic societal expectation of all physicians 



Very few studies describe performance of the RCPA, specifically by 
pediatric residents



Data collection is difficult without direct observation


of residents performed 
a complete RCPA (2/71) 


48%

Exam


44% 
Assessment
 96%


Exam

48% 

Assessment
 93%

Exam


10% 
Assessment


Airway
 Breathing
 Circulation


3
%

Component 
 
%

Patency 
 
42

Protect 
 
4

Maintain 
 
1 


Potential deterioration 
 
0 









Normal 
 
27

Distress 
 
20

Failure 
 
0

Apnea/arrest 
 
1 




 






Normal 
 
7

Shock 
 
3 



Exam
 Assessment


A


B


C
 Measure: Percentage of 
residents out of 71


Definitions 
Airway

Exam   Resident attempted to get patient to vocalize or physically 
inspected the airway

Assessment   Resident verbalized as either patent, protected, 
maintained, or potential deterioration/difficulty



Breathing

Exam   Resident auscultated or verbalized rate/work of breathing

Assessment   Resident verbalized as normal or abnormal 
(respiratory distress or failure)



Circulation

Exam   Resident auscultated over heart, checked pulses, or 
capillary refill or verbalized heart rate

Assessment   Resident verbalized as normal or evidence of shock


PAS 
2015





of 4 to 17 years.5 However, several studies have identified
younger age groups as priority targets of OIT.12,20,21 Our group
recognized that OIT could be considered in younger age groups,
even under 1 year of age, although the level of agreement was
highest for the approved indication.While our group did not reach
a consensus on patients over the age of 18, we recognize that this
group may be suitable if adequately informed and prepared. We
note most participants were pediatric allergists, thus potentially
biasing the consideration of adult patients.

The benefits of OIT have been evaluated inmultiple studies and
meta-analyses and include reduced risk of reaction and reaction
severity and potentially improved quality of life and anxiety,
which also have aligned with prior research defining patient
preferences and goals of therapy.5-7,26 Our panel recognized and
agreed that these outcomes may be variable and depend on patient
characteristics, such as age, baseline degree of sensitization, and
protocol. While patients may want to understand success rates,
variability in baseline patient characteristics and protocols makes
such determinations challenging to specify to patients.

Contraindications, risk mitigation, and OIT
discontinuation

One of the major outcomes of this study was delineating OIT
contraindications, as well as delineating whether experts consid-
ered contraindications to be absolute or relative. Performing
proper clinical trials to specifically assess contraindications is
potentially unethical, so contraindications can primarily be based
on expert opinion or safety outcomes from trials and real-world
data.4,20 Opinions regarding these designations vary, and a lack of
clarity on such heterogeneity may affect OIT outcomes. Panelists
agreed on a few absolute contraindications: unwillingness to use
epinephrine, uncontrolled asthma, and pregnancy. However, there
were differences in agreement regarding the degree of contraindi-
cation (relative vs absolute) with other potential concerns, such as
active EoE, concurrent b-blocker receipt, control of other allergic
comorbidities, and prior severity of reactions. While other groups
have attempted to define absolute and relative contraindications
for OIT, this is the first published data to add granularity to these
contraindications.4,20

FIG 5. Theme K key statements regarding ‘‘OIT may be discontinued by patient or practitioner if.’’ State-
ment number and statement are listed. Percentage of participants who voted for statement represented by
number and graphically as blue circle. Blue dots represent number of rounds to reach consensus. Median
priority to include statement on consent form represented with number and rainbow lever graphic repre-
sentation. Interquartile range listed below. Full list of statements is provided in Table E12.
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nnn 2024
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psychological disorders (86.1%; 1) (including eating disorders
—83.3%; 1, anxiety—83.3%; 1, and obsessive-compulsive disor-
der—86.1%; 2) were considered contraindications if poorly
controlled but were not considered contraindications if
controlled. Social factors, including parental discord (94.4%;

1), poor parental communication (86.1%; 1), language barriers
(77.8%; 1), and poor prior adherence (94.4%; 1), were all consid-
ered contraindications. Unwillingness to use epinephrine was a
contraindication (97.2%; 1), with 94.3% considering this an abso-
lute contraindication (Fig 2).

FIG 1. (A) Theme A key statements regarding general considerations for counseling patients about OIT. (B)
Theme B key statements regarding general considerations for counseling patients about OIT. (C) Theme C
key statements regarding general considerations for counseling patients about OIT. Statement number and
statement are listed. Percentage of participants who voted for statement is represented by number and
graphically as blue circle. Blue dots represent number of rounds to reach consensus. Full list of statements
is provided in Tables E2–E4.
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FIG 6. Proposed flow diagram resulting from procedural and consent elements of PPOINT study.AD,Atopic
dermatitis; AR, allergic rhinitis; CSU, chronic spontaneous urticaria; EMA, European Medicines Agency;
FDA, US Food and Drug Administration; GAD, general anxiety; GERD, gastroesophageal reflux disease;
GI, gastrointestinal; IBD, inflammatory bowel disease; NSAID, nonsteroidal anti-inflammatory;
OCD, obsessive-compulsive disorder; QOL, quality of life; SLIT, sublingual immunotherapy.

J ALLERGY CLIN IMMUNOL

VOLUME nnn, NUMBER nn

MACK ET AL 11



Design

• What is your message?


• Make a diagram


• Save examples of 
figures you like


• Pick the best software/
application for you 
needs

Production

• Use the correct 
geometry/figure style to 
show your data


• Utilize color effectively


• Include relevant metrics 
of uncertainty


• Distinguish models 
(curve fitting) from data 
(scatterplot)


• Include a detailed, 
standalone caption

Review

• Consider an infographic


• Solicit independent 
reviews




