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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.  
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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 
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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 
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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 
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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.  
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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 
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Save your work 
Save your template as a PowerPoint document. For printing, save as 
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The use of intrathecal methotrexate as an 
antineoplastic drug has been related with the 
development of acute myelopathy as an adverse 
effect of the drug. We describe the case of a 5-
year-old boy with acute lymphoblastic leukemia 
(ALL), who presented with polyneuropathy after 
the administration of intrathecal methotrexate.   
 

INTRODUCTION	
  

A 5 year old boy with a recent diagnosis of ALL in 
complete remission after induction chemotherapy, 
presented with progressive weakness of lower limbs 
and gait disturbance after the administration of 
intrathecal metothrexate. The cerebrospinal fluid 
analysis was negative for leukemic infiltration. 
Laboratories tests revealed normal creatin 
phosphokinase (CPK), lactic dehydrogenase (LDH), 
and liver function testsl. Analysis of the CSF revealed 
zero White red blood cells, and zero red blood cells, 
total protein 68 mg/dL, and glucose of 51 mg/dL. 
Complete blood count showed hemoglobin of 10.1 gr/
dL, white cells 2400/mm3, neutrophils 35.4%, 
lymphocytes 33%, and 130.000/mm3 platelets. 
Contrast enhanced MRI of the spine revealed  
thickening of cauda equina and enhancement of the 
motor roots from L1 to S2 (Figures 1 and 2).  
Somatosensory evoked potentials of the tibial nerve 
revealed a mild alteration of the sensitive route.  
Nerve conduction studies revealed an acute axonal 
motor neuropathy, without denervation changes. The 
polyneuropathy was attributed to methotrexate, for 
which the drug was suspended. Treatment with 
dextrometrorphan and steroids, lead to resolution of 
the patient’s neurological symptoms. At this time, the 
patient is still on complete remission of leukemia, and 
is actually under maintenance with 6 –MP and 
vincristine.  
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DISCUSSION	
  
Methotrexate is an anti-metabolite broadly used as an anti-
neoplastic agent. It is frequently used for the treatment and 
prophylaxis of malignancies that involve the CNS, usually 
delivered intrathecally (IT), Among the adverse effects of 
this drug, is acute polyneuropathy, which is an infrequent but 
highly symptomatic complication.  The physiopathology of 
this side effect remains unclear. That said, it is hypothesized 
that the local depletion of folates after its IT administration 
could be the cause1. The clinical manifestations range from 
urinary incontinence to motor polyneuropathy and gait 
disturbances2.  
The diagnosis of methotrexate-associated polyneuropathy 
should be based on clinical presentation when the patient has 
a history of having had received IT chemotherapy.  MRI of 
the spine is recommended as a diagnostic tool. That said, 
MRI abnormalities due to methotrexate-associated 
polyneuropathy are non-specific. They may include: spinal 
cord swelling, and contrast enhancement and T2 
hyperintensity of spinal roots2. However, a normal MRI does 
not exclude the presence of myelopathy3. 
Relating to treatment, Dratchman et al reported some benefit 
with the administration of dextrometorphan4. Finally, 
additional trials involving folates are on course, with some 
promising results5.   
 CONCLUSIONS	
  
Acute myelopathy is an unfrequent complication 
associated with intrathecal chemotherapy, in this case 
methotrexate. The neurological complications require 
special attention and management. We reported the case of 
a 5-year-old boy with the diagnosis of ALL who presented 
with acute polyneuropathy after the administration of 
intrathecal methotrexate.  
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Figure	
   1:	
   ParasagiMal	
   T1	
   weighted	
  
lumbosacral	
   spine	
   MRI:	
   thickening	
   of	
  
the	
  cauda	
  equina	
  	
  

Figure	
   2:	
   A)	
   	
   ParasagiMal	
   T1	
  weighted	
   lumbosacral	
   spine	
  MRI	
  
with	
  contrats	
  medium:	
   thickening	
  of	
   cauda	
  equina,	
  B)	
  Axial	
  T1	
  
weighted	
   lumbosacral	
   spine	
  with	
   contrast	
  medium:	
   enhancing	
  
of	
  the	
  nerve	
  roots	
  (from	
  L1	
  to	
  S2).	
  	
  

1 month Strentgh of superior limbs 5/5, inferior limbs 0/5 on 
proximal muscles and 1/5 on ditals. Patellar areflexia 
and achilles tendon hyporeflexia.   

3 months Patellar hyporeflexia, ancle jerk reflex normal.  

6 months Independent gait, hip flexors 4/5, foot flexors and 
extensors 3/5 of predominantly left  

7 months Independent gait, hip flexors 4/5, foot flexors and 
extensors 5/5 
 

10 months Gait with bilateral recurvatum, less balancing and 
increased lumbar lordosis 
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