
(—THIS SIDEBAR DOES NOT PRINT—)
DESIGN GUIDE 

(Adapted from PosterPresentations.com)

Need assistance? Contact the OhioHealth Research Institute. 

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.  

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. 

ORIGINAL DISTORTED
Corner handles

G
o

o
d

 p
ri

nt
in

g 
q

u
al

it
y

B
ad

 p
ri

nt
in

g 
q

u
al

it
y

QUICK START (cont.)

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.

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

Want to add photos of your care site?
If you would like to add photos of your care sites, you can find 
high-resolution images here:

https://ohesource.ohiohealth.com/departments/marketing%20and%20co
mmunications/brandresources/_layouts/15/WopiFrame.aspx?sourcedoc=/
departments/marketing%20and%20communications/brandresources/Phot
os/photolibrary_exteriors.November_2015_revised.pptx&action=default 

You can also get there by eSource 🡪 Departments 🡪 Care Site: System 
Support 🡪 Marketing and Communications 🡪 Photos

© 2015 PosterPresentations.com
    2117 Fourth Street , Unit C        
     Berkeley CA 94710

    posterpresenter@gmail.com

Anatomy of the Peroneal/Fibular Complex: Ultrasonic Findings in 
Asymptomatic Ankles
Alexa Bykowski DPM, Joseph Brown DPM, Zachary Hill DPM, Meghan Roby DPM, Nevin Joseph DPM, Sara Judickas DPM, Jeffrey Strakowski MD, 
Robert Mendicino DPM, FACFAS

• Include a general overview of your study methods 
here. Include description of study design, patient 
population, and data collection methods. 

• Be brief and succinct. For complicated methods, 
direct reader to a reference.

• Use graphics when possible

• If you need more room for results, you can shift 
methods to the first column

• Describe the results of your study here 

• Limit text, and focus on figures or tables 

• Figure legends should be clear enough to stand 
alone 

• When you must use text, use bullets

• Do not discuss conclusions here

• What is the “take-home” 
message from the study? 

• How do the conclusions fit into 
the context of your hypothesis 
(if applicable)

• Discuss alternative 
interpretations (if applicable).

• Contributions to general 
knowledge?

• Limitations/future directions?

1. Xxxx

2. Xxsss

3. Xssss

4. Xssss

5. Xssss

Acknowledge personnel who contributed to 
this work, but were not eligible for authorship. 
Reference any funding support. 

METHODS

RESULTS

CONCLUSIONS

REFERENCES

ACKNOWLEDGEMENTS

INTRODUCTION 

The peroneal complex plays a pivotal role in 
maintaining lateral ankle stability and 
facilitating eversion of the foot. Flattening of 
the peroneus brevis (PB) tendon may be 
caused by pathologic processes or can be 
found as a normal variant.1 Recent  studies 
found  incidence of 70-87.5% of a low-lying 
muscle belly (LLMB) in those with 
posterior-lateral ankle pain.2,3 A LLMB is 
postulated to cause an overcrowding effect 
within the retromalleolar groove leading to 
subluxation and tendon damage.4-7  

Approximately 40% of peroneal pathologies 
are misdiagnosed on initial evaluation, 
highlighting the importance of advanced 
imaging for a thorough evaluation of peroneal 
complex pathology.8,9 MRI has been shown to 
be unreliable in the preoperative evaluation of 
surgically confirmed PB LLMB with sensitivity 
of 3.23% to 7.1%.2,7 Ultrasound (US) imaging 
has emerged as a valuable diagnostic tool in 
musculoskeletal medicine as it offers a 
dynamic assessment of the soft tissues 
without ionizing radiation exposure.10-12

PURPOSE

To the best of the author’s knowledge, no 
publications have evaluated normal peroneal 
complex anatomy in asymptomatic subjects 
utilizing musculoskeletal US. Therefore, the 
aim is to evaluate the morphological features 
of asymptomatic, nonpathological peroneal 
complexes utilizing musculoskeletal US. 
Hypothesized most subjects with 
asymptomatic ankles would show pathologic 
signs, including flattening of the peroneal 
tendons and/or a LLMB.

RESULTS

The average age of the participants was 33.3 years old. 
10 (33.3%) of the subjects were male and 20 (66.7%) 
were female. No tears or subluxations were appreciated 
in either the peroneus brevis or peroneus  longus tendon. 
Of the 23 bilateral examinations, 19 of them were 
classified in the same category on either side. 

STATISTICAL ANALYSIS

Independent samples T-test were utilized for comparison of 
ultrasound types. If the data was categorical, a chi-square test 
was employed instead. Descriptive data was tallied, and a 
mean was calculated. 

METHODS

Volunteers were scanned by a single physician trained in 
musculoskeletal US. Asymptomatic adults free of injury history 
based on a questionnaire were included. If both ankles met 
criteria, a bilateral exam was performed, otherwise the unaffected 
limb was evaluated in isolation.
 
A standardized US protocol with the same machines was 
completed for each subject. With the subject supine and their foot 
resting on the examination table, a general scan of the anterior 
tibiotalar joint was performed evaluating for effusion and synovitis. 
The peroneal tendons were evaluated for subluxation with the 
ankle moving through active range of motion. The tendons were 
then evaluated for tears, synovitis, and the presence of anatomic 
variants. The retromalleolar groove depth was measured. The 
peroneal tubercle was identified and described and the 
relationship of the peroneal tendons to the tubercle was 
evaluated. The peroneal tendons were identified at the level of 
the CFL and the height and width of each tendon were measured 
in the transverse plane, with a “flat” tendon described as having 
twice the length in one dimension. The PB muscle belly distance 
from the CFL was measured with the ankle placed in neutral, 
maximum inversion, and maximum eversion. The CFL was 
utilized for ease of identification and reproducibility. A positive 
value indicated the myotendinous junction was proximal to the 
CFL with a negative value distal. The location of the PB muscle 
belly at neutral was classified into three categories: A – Proximal 
to CFL, B – at the CFL, C – Distal to CFL.

ANALYSIS AND DISCUSSION

Musculoskeletal US was used to describe normal anatomic 
features of the peroneal complex in uninjured, asymptomatic 
individuals. US has been described as the study of choice for 
evaluating peroneal tendon injuries as it’s noninvasive, 
inexpensive, and dynamic.10  
 
Multiple anatomic variants about the lateral ankle have been 
described and may lead to pathological processes.13-16 This 
study found a 3.8% prevalence of a peroneus quartus or an os 
peroneum. The low incidence of both a peroneus quartus17-20 or 
os peroneum18,21,22 compared to literature is likely secondary to a 
small population size. 

A recent MRI study in asymptomatic subjects found the 
retromalleolar groove was concave in 28%, flat in 43%, and 
convex in 18%.15 Lamm found the retromalleolar groove was 
convex in 78% of individuals who were pathologic.14  This study 
found a mean retromalleolar depth of 5.52 mm with no 
correlation to peroneal subluxation.

On MRI, the normal contour of the PB tendon is flat or mildly 
crescentic at the level of the retromalleolar groove. 64.2% of 
asymptomatic PB tendons were described as flat. A flattened PB 
tendon is not necessarily pathologic.

Tenosynovitis and degenerative changes of the PL tendon may 
occur from a hypertrophic peroneal tubercle.12, 23-25 Saupe et al 
concluded a peroneal tubercle height of >5mm is pathologic.15 
These findings agree with Saupe et al.

Multiple pathological processes have been described secondary 
to a PB LLMB.12,13,23, 27-29  The location of the myotendinous 
junction varied in relation to the CFL, dependent on foot 
position. Most ankles were classified as Type B in this study. To 
the authors knowledge, no other classification systems describe 
a PB LLMB.

There are several limitations. Convenience sampling may not be 
representative and is prone to selection bias. A single clinician 
evaluated all subjects, although differences in evaluation 
technique were therefore eliminated, caution should be taken 
when generalizing results.
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