
RESEARCH POSTER PRESENTATION DESIGN © 2019

www.PosterPresentations.com

QUICK START GUIDE
(THIS SIDEBAR WILL NOT PRINT)

This PowerPoint template produces a 42”x90" presentation poster. You can 
use it to create your research poster by placing your title, subtitle, text, 
tables, charts and photos. 

We provide a series of online tutorials that will guide you through the poster 
design process and answer your poster production questions. For complete 
template tutorials, go online to PosterPresentations.com and click on the  
HELP DESK tab.

To print your poster using our same-day professional printing service, go 
online to PosterPresentations.com and click on "Order your poster".

This is a template for a 
presentation poster

42 inches tall
by

90 inches wide

Important: Check the 
template size
Before you start working on your poster 
and to avoid printing problems check that 
you have downloaded and that you are 
using the correct size template for your 
poster presentation.
This template can also be printed at the 
following sizes without distortion and 
without any additional formatting:
36 tall x 77.14 wide
44 tall x 94.28 wide

How to Zoom in and out
Use the PowerPoint zoom tool to adjust 
the screen magnification to view 
comfortably. PowerPoint provides 2 ways 
to zoom: 
1. On the top menu bar click on the VIEW 
tab and then click on ZOOM. Choose the 
zoom percentage that works best for you. 
2. For better zoom flexibility, use the zoom 
slider at the bottom right of the window.

Ruler and Guides
The dotted lines on his poster template are guides.  The horizontal and 
vertical guides will help you align your poster elements accurately. Text boxes 
and other elements will ”snap” to the guides and stay within the boundaries of 
the columns. To hide the guides go to VIEW and uncheck the Guides box.

Headers and text containers
Included in this template are commonly 
used section headers such as Abstract, 
Objectives, Methods, Results, etc. 
- Click inside a section header to add its 
text. 
- To add another header, click on edge of 
the section box so that it is outlined. Copy 
and paste it. 
- To increase its size, click on the white 
circles and expand to the the desired size.

Adding content to the poster
Start by adding your text to each section without spending too much time with 
formatting. Use the default font size even if your text extends beyond the 
bottom of the poster. Continue until you have added all your content including 
text, graphics, photos, etc. Once you finish adding your content you can go 
back and format your text as needed.
- If you run out of room, try to reduce the size of your fonts and/or the size 

of your graphics. If there is a lot of empty space try to increase your font 
sizes and the size of your graphics. The font used for references can be 
smaller.

Photos
You can add photos by dragging and dropping from your desktop, copy and 
paste, or by going to INSERT > PICTURES. Resize images proportionally by 
holding down the SHIFT key and dragging one of the white corner handles 
(dots). For a professional-looking poster, do not distort your images by 
stretching them disproportionally.

Quality check your graphics
Zoom in and look at your images at 100%-200% magnification. If they look 
clear, they will print well. 

QUICK START GUIDE
(THIS SIDEBAR WILL NOT PRINT)

How to change the template colors
You can change the overall template color theme by clicking on the 
COLORS dropdown menu under the DESIGN tab. You can see a tutorial 
here: 
https://www.posterpresentations.com/how-to-change-the-research-poster-templa
te-colors.html

You can also manually change the color of individual elements by going to 
VIEW > SLIDE MASTER. On the left side of your screen select the 
background master where you can change the template background, column 
sizes, etc. 

After you finish working on the SLIDE MASTER, it is important that you go to 
VIEW > NORMAL to continue working on your poster. 

How to change the column layout configuration
You can manually change the configuration on the columns by going to 
VIEW > SLIDE MASTER. You can delete columns, resize them or modify 
them as needed for your layout. 
You can see a tutorial here: 
https://www.posterpresentations.com/how-to-change-the-column-configuratio
n.html

How to hide the QUICK 
START GUIDE bars from 
the sides of the template
The Quick Start Guides are outside 
the template’s printable area and 
they will not be on the printed 
poster. 

If you create a PDF file from your 
template, the guides will not be 
included.

To hide the guides click on the 
Home tab (top of the screen) and 
then click on the Layout button 
below to see the available layouts. 
Choose the Without Guides layout.

How to preview your 
poster prior to printing
You can preview your poster at any 
time by pressing the F5 key on your 
keyboard. You will see on the screen 
what's on your poster and how it 
should look when printed. Press the 
ESC key to exit Preview.

F5 

How to print your poster
When you are ready to have your poster printed go online to 
PosterPresentations.com and click on the "Order Your Poster" button. You 
can have your poster printed on professional papers, fabric for easy traveling 
and a variety of other materials. 
If you submit a PowerPoint document, you will be receiving a PDF proof for 
your approval prior to printing. If your order is placed and paid for before 
noon (Pacific time) Monday-Friday, your order will ship out that same day. 
FedEx Next day, Second day, Third day, and Free Ground services are 
offered. 

Go to PosterPresentations.com for more information.

© 2019 PosterPresentations.com

2117 Fourth Street , STE C        

Berkeley CA 94710 USA

For complete tutorials visit:
https://www.posterpresentations.
com/helpdesk.html

Emergent fasciotomies were performed on diagnosis day 0 to both 
lower extremities; left tibialis anterior and dorsalis pedis arterial 
thrombectomies of the anterior tibial and dorsalis pedis arteries were 
performed with immediate return of Doppler signals. The right lower 
extremity (LE) required a tarsal tunnel release, posterior tibial artery 
sympathectomy. Multiple muscle &amp; soft tissue debridements were 
required (n=6) to remove continued tissue necrosis. After extubation on 
day 2, sensory deficits remained to both LE. Permanent motor function 
loss to left ankle joint from muscle necrosis. Immediately post 
fasciotomy, defects measured 800 cm2  total. Multiple sequential 
surgical debridements were performed to all compartments every 3-5 
days with NPWTi application. NPWTi of 0.25% acetic acid, 
hypochlorous acid and saline aided granulation. Intraoperative cultures 
grew E. coli, S. maltophilia, C. glabrata, treated with levofloxacin and 
micafungin. Collagen powder and decellularized dermal allograft used 
topically once repeat operative cultures proved negative. Subsequently, 
left ankle joint fusion was performed for drop foot to prevent equinus. 
External fixation applied on day 36 provided wound offloading during 
healing and allowed immediate supervised weight-bearing ambulation 
with a walker. After sufficient wound granulation was noted and defects 
measured 175 cm 2 or less, a STSG was applied (day 79). A custom AFO 
was made to allow independent ambulation of the right LE drop foot, 
which slowly resolved. The EF was removed 3 months post discharge 
from the hospital. Following removal of the EF, she was able to 
ambulate with an AFO to bilateral LE.

Introduction

39 year-old schizophrenic female was thought to have 
mental status changes resulting in her being immobile on 
the floor. She was found unresponsive presumably for five 
days. Nonoliguric acute renal failure (ARF) secondary to
massive rhabdomyolysis [CPK 74660 unit/L] developed; 
secondary to a delayed presentation left thigh compartment 
syndrome (CS), bilateral four-compartment leg CS, right 
foot CS. Emergent fasciotomies and arterial 
thrombectomies were required. She sustained severe 
sensory and motor deficits to the bilateral legs and large 
wound defects. Serial debridements with negative pressure 
wound therapy with instillation (NPWTi) were performed 
until split thickness skin grafts (STSG) could be applied. 
Left ankle arthrodesis was required due to dense motor
deficits, assisted by the use of external fixation, which 
allowed early mobilization. Upon recovery, an ankle foot 
orthosis (AFO) allowed community ambulation.

Methods

Case Study Continued

Upon discharge from the hospital, patient was ambulatory with 
external fixator (EF) on the left LE. The EF was removed and 
she was able to ambulate in bilateral custom ankle foot orthoses 
(AFOs). At seven months follow up, she has retained successful 
bilateral limb status. The initial soft tissue defects of bilateral 
lower extremities after the fasciectomies totaled 800 cm2 total. 
After serial surgical debridements, NPWTi of 0.25% acetic acid, 
hypochlorous acid and saline, selective antibiotic treatment, use 
of collagen powder and decellularized dermal allograft (once 
cultures proved negative), the soft tissue defects measured 175 
cm2 or less; STSG was then applied and was fully incorporated 
at time EF removal. 
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Day 9: A third surgery was performed to resect necrosis of musculature 
and soft tissue to the anterior and deep posterior compartments;partial 
skin necrosis to the dorsal foot and posterior calf were also resected. 

Bottom left: Day 0 Necrotic soft tissue 
resected from all compartments of left lower 
extremity from first surgical procedure..
 
Right: Day 2 Patient underwent 
thrombectomy of the AT and DP arteries with 
microsurgical closure arteriotomy resulting in 
full doppler signals of the AT and DP pulses. 
NPWTi of 0.25% acetic acid, hypochlorous 
acid, and saline was applied intraoperatively.

Discussion

Debridements yielded viable tissue, yet massive defects 
remained, especially to the medial compartment. 
Thrombectomy and microsurgical repair of the anterior 
tibial and dorsalis pedis arteries in the first debridement 
surgery was successful. The left lower extremity was 
non-functional with loss of sensation from knee joint to 
distal toes and loss of ankle motion prior to surgery 
which never returned. Once defects granulated 
sufficiently with NWPTi, complete closure was achieved 
with split thickness skin autograft (STSG) and external 
fixation removal. 

Above: Day 8 Progressive necrosis noted on bedside vac change.

Above: Day 14 Further necrosis, mostly to the posterior compartment 
debrided in fourth surgery. Intraoperative cultures were positive for 
stentrophomonas maltophilia, candida glabrata and E. coli. NPWTi was 
continued.
Day 30: Fifth surgical debridement was performed with use of collagen 
powder and decellularized dermal allograft used topically.  Due to 
maceration of tissues, saline dressings were applied for a ‘vac holiday.’
Day 35: All compartments were surgically debrided in sixth surgery. 

Case Study Results
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Above: Day 40 4 days post external fixator application with temporary ankle joint 
& subtalar joint arthrodesis to prevent equinus (seventh surgery).

Right Day 86: Patient 
ambulating on external fixator 
with rolling walker 
Patients are permitted to be 
immediately weightbearing as 
tolerated.

Bottom Day 93: In the ninth 
and final surgery, the external 
fixator was removed. Well 
epithelialized skin graft 
incorporation to all affected 
compartments is noted. Patient 
will be placed in long term 
custom ankle foot orthosis 
brace.

Left Day 79: In 
the eighth 
surgery, split 
thickness skin 
grafts were 
applied to 
affected 
compartments. 
Ankle joint 
fusion was 
assisted by 
modifications to 
external fixator.  

Left: Day 0  Initial 
presentation in the 
emergency room 
with severe 
swelling, necrotic 
skin edges, pallor 
and nonpalpable 
pedal pulses. She 
was taken for an 
emergent 4 
compartment 
fasciotomy the 
same day.

Day 62: Above photos from first outpatient follow up since hospital 
discharge 7 days prior. Wound bed granular, awaiting split thickness skin 
graft preparation.
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