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This PowerPoint 2007 template produces an A1 presentation poster.
You can use it to create your research poster and save valuable time
placing titles, subtitles, text, and graphics.

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

When you are ready to print your poster, go online to
PosterPresentations.com

Need assistance? Call us at 1.510.649.3001 

QUICK START

Zoom in and out 
As you work on your poster zoom in and out to the level that is more

comfortable to you. Go to VIEW > ZOOM. 

Title, Authors, and Affiliations
Start designing your poster by adding the title, the names of the authors, and the
affiliated institutions. You can type or paste text into the provided boxes. The
template will automatically adjust the size of your text to fit the title box. You
can manually override this feature and change the size of your text.

TIP: The font size of your title should be bigger than your name(s) and institution
name(s). 

Adding Logos / Seals
Most often, logos are added on each side of the title. You can insert a logo by
dragging and dropping it from your desktop, copy and paste or by going to INSERT
> PICTURES. Logos taken from web sites are likely to be low quality when printed.
Zoom it at 100% to see what the logo will look like on the final poster and make
any necessary adjustments.   

TIP: See if your school’s logo is available on our free poster templates page.

Photographs / Graphics
You can add images 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 corner handles. For a professional-looking 
poster, do not distort your images by enlarging them disproportionally.

Image Quality Check
Zoom in and look at your images at 100% magnification. If they look good they will
print well. 
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QUICK START (cont.)

How to change the template color theme
You can easily change the color theme of your poster by going to the DESIGN
menu, click on COLORS, and choose the color theme of your choice. You can also
create your own color theme. 

You can also manually change the color of your background by going to VIEW >
SLIDE MASTER. After you finish working on the master be sure to go to VIEW >
NORMAL to continue working on your poster.

How to add Text
The template comes with a number of pre-formatted placeholders for headers and
text blocks. You can add more blocks by copying and pasting the existing ones or
by adding a text box from the HOME menu.

Text size
Adjust the size of your text based on how much content you have to present.
The default template text offers a good starting point. Follow the conference
requirements.

How to add Tables 
To add a table from scratch go to the INSERT menu and
click on TABLE. A drop-down box will help you select rows and
columns. You can also copy and a paste a table from Word or 
another PowerPoint document. A pasted table may need to be re-
formatted by RIGHT-CLICK > FORMAT SHAPE, TEXT BOX, Margins.

Graphs / Charts
You can simply copy and paste charts and graphs from Excel or Word. Some
reformatting may be required depending on how the original document has been
created. 

How to change the column configuration
RIGHT-CLICK on the poster background and select LAYOUT to see the column
options available for this template. The poster columns can also be customized on
the Master. VIEW > MASTER.

How to remove the info bars 
If you are working in PowerPoint for Windows and have finished your poster, save
as PDF and the bars will not be included. You can also delete them by going to
VIEW > MASTER. On the Mac adjust the Page-Setup to match the Page-Setup in
PowerPoint before you create a PDF. You can also delete them from the Slide
Master. 

Save your work 
Save your template as a PowerPoint document. For printing, save as PowerPoint of
“Print-quality” PDF. 

Student discounts are available on our Facebook page.
Go to PosterPresentations.com and click on the FB icon.  
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Aims	  &	  objec?ves	  

Methods	  

Results	  (contd.)	  
• 19	  pa/ents	  had	  previously	  abnormal	  iron	  studies	  and	  16	  of	  these	  were	  not

taking	  oral	  iron	  therapy	  at	  presenta/on	  to	  the	  preassessment	  clinic.
• Another	  12	  pa/ents	  in	  the	  group	  without	  previous	  iron	  studies	  were	  found

to	  have	  IDA	  that	  was	  also	  untreated	  at	  presenta/on	  meaning	  that	  at	  least
28	  (56%)	  pa/ents	  had	  IDA	  that	  was	  untreated	  (see	  Fig.	  2)

• An	  addi/onal	  3	  pa/ents	  on	  oral	  iron	  should	  have	  had	  treatment	  escala/on.

	  Fig.	  2	  

• 9	  pa/ents	  were	  noted	  to	  have	  had	  intravenous	  iron	  therapy	  prior	  to	  surgery
and	  all	  had	  a	  good	  response.

• Overall	  9	  (18%)	  cases	  responded	  well	  to	  treatment	  and	  had	  their	  anaemia
corrected	  before	  surgery.	  21	  pa/ents	  (42%)	  had	  a	  further	  Haemoglobin
check	  confirming	  they	  were	  s/ll	  anaemic	  before	  surgery.	  The	  remaining	  20
(40%)	  cases	  had	  no	  addi/onal	  check	  performed.

	  Conclusions	  
This	  study	  demonstrated:	  
• The	  leading	  cause	  of	  anaemia	  in	  72%	  of	  pa/ents	  presen/ng	  to	  our

preassessment	  clinic	  was	  IDA.	  Most	  of	  these	  pa/ents	  with	  IDA	  should	  have
been	  iden/fied	  early	  to	  be	  at	  high	  risk	  of	  IDA	  from	  their	  presen/ng	  history.

• The	  majority	  of	  pa/ents	  with	  IDA	  were	  not	  on	  treatment	  for	  this	  condi/on.
• 18%	  of	  pa/ents	  were	  not	  inves/gated	  adequately	  to	  iden/fy	  a	  possible

reversible	  cause	  of	  their	  anaemia.

	  Recommenda?ons	  
• Health	  professionals	  should	  iden/fy	  all	  pa/ents	  at	  high	  risk	  of	  IDA	  early.
• Iron	  studies	  are	  essen/al	  to	  guide	  treatment	  and	  should	  be	  requested	  on	  all

pa/ents	  at	  their	  first	  presenta/on	  of	  anaemia.	  	  (This	  may	  be	  at	  the	  GP	  surgery,
surgical	  outpa8ent	  clinic	  or	  the	  anaesthe8c	  pre-‐assessment	  clinic.)

• Once	  iron	  deficiency	  is	  confirmed	  as	  the	  cause	  of	  anaemia,	  oral	  iron	  therapy
should	  be	  started	  immediately	  and	  followed	  up	  for	  effec/veness.

• If	  oral	  iron	  therapy	  is	  not	  tolerated,	  inadequate,	  or	  the	  /me	  frame	  to
surgery	  is	  short	  then	  considera/on	  should	  be	  given	  to	  intravenous	  iron.

Ac?on	  Plan	  
• The	  audit	  has	  been	  publicised	  across	  key	  stakeholders	  to	  encourage	  early

	  diagnosis,	  inves/ga/on	  and	  management	  of	  IDA.	  
• A	  reaudit	  is	  planned	  to	  ascertain	  an	  improvement	  in	  prac/ce	  has	  occurred.
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50	  surgical	  pa/ents	  who	  were	  anaemic	  on	  presenta/on	  to	  the	  anaesthe/c	  pre-‐
opera/ve	  assessment	  clinic	  (PAC)	  between	  Jan	  2013	  –	  Jan	  2014	  were	  audited	  
retrospec/vely	  against	  the	  standards	  above.	  	  An	  audit	  proforma	  was	  created	  
and	  data	  collected	  from	  laboratory	  systems	  and	  the	  Electronic	  Care	  Record	  
(ECR).	  

Pa/ents	  were	  deemed	  to	  be	  at	  high	  risk	  of	  IDA	  if	  they	  had	  low	  grade	  bleeding	  
over	  a	  period	  of	  /me,	  eg	  bowel	  cancer,	  haematuria	  from	  renal/bladder	  cancer	  
or	  menorrhagia.	  

Results	  
Key	  findings:	  see	  Fig.	  1	  (below):	  

• IDA	  was	  confirmed	  in	  36	  pa/ents	  (72%)
• 5	  pa/ents	  (10%)	  had	  anaemia	  of	  other	  cause
• 9	  pa/ents	  (18%)	  were	  inadequately	  inves/gated	  leaving	  cause	  unknown

	  	  	  	  	  	  	  Fig.	  1 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

• It	  was	  also	  noted	  that	  36	  pa/ents	  (72%)	  were	  deemed	  to	  be	  at	  high	  risk
of	  IDA	  and	  early	  inves/ga/on	  and	  treatment	  would	  have	  been	  expected	  in
	  this	  group.	  
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Inves/ga/on	  and	  Management	  of	  
Preopera/ve	  Anaemia	  

Preopera/ve	  anaemia	  is	  seen	  in	  30%	  of	  pa/ents	  presen/ng	  for	  major	  surgery	  
and	   is	   associated	   with	   increased	   morbidity	   and	   mortality	   post-‐surgery1.	   We	  
wished	   to	   audit	   the	   diagnosis,	   inves/ga/ons	   and	   treatment	   of	   pa/ents	  
presen/ng	  to	  the	  pre-‐opera/ve	  anaesthe/c	  pre-‐assessment	  clinic.	  

	  	  	  	  	  	  	  	  	  	  	  	  Standards	  
Standards	  on	  the	  management	  of	   iron	  deficiency	  anaemia	  (IDA)	  are	  available	  
from	  the	  Na/onal	  Ins/tute	  for	  Clinical	  Excellence	  (NICE)2,	  the	  Northern	  Ireland	  
Department	   of	   Health,	   Social	   Services	   and	   Public	   Safety	   (DHSSPS)3	   and	   the	  
Guidelines	  and	  Implementa/on	  Network	  (GAIN)4.	  

1. All	  anaemic	  pa/ents	  should	  have	  iron	  studies	  performed.(3,	  4)

2. If	  IDA	  is	  diagnosed,	  iron	  therapy	  should	  be	  ins/gated	  promptly.(2,	  3,	  4)

3. Referral	  for	  IV	  iron	  should	  be	  considered	  for	  those	  who	  are	  intolerant	  of	  oral
iron	  or	  those	  who	  require	  urgent	  correc/on	  of	  the	  deficit.(3,	  4)	  

72%	  

10%	   18%	  


