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PONSETI TECHNIQUE – INTEGRATED CARE PATHWAY

	Name
	
	Hospital Number
	

	
	
	DOB
	       /       / 

	
	
	Next of Kin
	

	Sex
	M / F
	
	

	Home Area
	
	
	

	Local contact details
	HV / Referring hospital
	
	

	Name
	
	Home Tel
	

	Tel No
	
	
	


Treatment Record – R / L / Bilateral
	Weekly POP’s commenced
	Total No.
	Date for tenotomy
	Post-tenotomy manipulations
	Three week POP on
	DBB on
	DBB due off
	DBB sleep only

	     /     /
	
	    /     /
	
	  
	  /    /
	   /   /
	


Clubfoot assessment

	Name


	
	Hospital Number
	

	Date of 1st referral
	         /       /
	Referral source 1
	

	Date of 1st appt
	         /       /
	Referral source 2
	

	History

	Prenatal diagnosis 
	Y / N
	Family history
	Y / N

	Breech
	Y / N
	Parent
	M / F

	Sibling number
	1/2/3/other
	Sibling
	Y / N

	
	
	Other
	

	Previous treatment

	No previous treatment
	Y / N
	Age at start of treatment
	Frequency 

	Massage
	Y / N
	
	

	Below knee strapping
	Y / N
	
	

	Above knee strapping
	Y / N
	
	

	Below knee POP
	Y / N
	
	

	Above knee POP
	Y / N
	
	


	Family Structure
	

	Parent information sheet given and fully explained
	
	

	Consent given for photos to be taken during treatment
	
	

	Consent given for photos to be used for publication / teaching
	
	

	Medical Illustration consent obtained
	
	

	Medical Illustration consent form filed in medical notes
	


Pirani classification

	HFCS

Hindfoot contracture score
	The severity of the posterior crease (foot held in maximal correction) PC
	0 = multiple fine creases 

	
	
	0.5 = one or two deep creases 

	
	
	1 = deep creases change the contour of the arch 

	
	The emptiness of the heel (foot and ankle held in maximal correction) EH
	0 = tuberosity of calcaneous easily palpable

	
	
	0.5 = tuberosity of calcaneous more difficult to palpate

	
	
	1 = tuberosity of calcaneous not palpable

	
	The rigidity of equinus (knee extended, ankle maximally corrected) RE
	0 = ankle dorsiflexes fully

	
	
	0.5 = ankle dorsiflexes to allow lateral border of foot and leg to make angle of  90o or less

	
	
	1 = ankle dorsiflexion severly limited. lateral border of foot and leg makes angle of greater than 90o 

	MFCS

Midfoot contracture score
	The severity of the medial crease

(foot held in maximal correction) MC
	0 = multiple fine creases

	
	
	0.5 = one or two deep creases

	
	
	1 = deep creases change the contour of the arch

	
	Palpation of the lateral part of the head of the talus (forefoot held is fully abducted) LHT
	0 = navicular completely reduces, lateral talar head cannot be felt

	
	
	0.5 = navicular partially reduces, lateral talar head less palplable

	
	
	1 = navicular does not reduce, lateral talar head easily felt

	
	The curvature of the lateral border CLB
	0 = straight border

	
	
	0.5 = mild,distal curved border

	
	
	1 = lateral border curves at calcaeo-cuboid joint

	MC
	Manipulate and cast
	R
	Refer

	T
	Tenotomy
	O
	other

	BB
	Boots and bar
	


	Date


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	SIDE
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L
	R
	L

	Age in weeks
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	PC
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	EH
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	RE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HFCS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MC
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	LHT
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	CLB
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MFCS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Treatment performed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Plastering Record

	
	Right 
	Left 
	

	Date 
	Pirani score
	Plaster No
	Materials used
	Pirani score
	Plaster No
	Materials used
	Initials 

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Date 
	Variances
	Signed 

	
	
	


Telephone advice and ad-hoc visits 

during course of plastering.

	Date 
	Advice given / Evaluation 
	Signed 

	
	
	


Pre-op assessment

	
	· / x
	Variances / action
	Signed

	Tenotomy booked 
	/       /
	
	

	General health good
	
	
	

	No cough


	
	
	

	No fever
	
	
	

	No flu-like illness
	
	
	

	No other recent illness
	
	
	

	Feeding well
	
	
	

	No relevant past medical history
	
	
	

	No regular medications
	
	
	

	No past surgical history
	
	
	

	No family history of anaesthetic problems
	
	
	

	Immunisations up to date
	
	
	

	No known allergies
	
	
	

	Chest clear
	
	
	

	Heart sounds 1 + 11+ 0
	
	
	

	Abdo soft and non-tender
	
	
	

	Passing urine as normal
	
	
	

	No problems with bowels
	
	
	

	Weight 
	
	
	

	Fasting instructions given


	
	
	

	Consent form completed
	
	
	


Admission to ward for tenotomy – pre-op

	
	· / x
	Variances / action
	Signed 

	Admission details are correct


	
	
	

	Child clerked in
	
	
	

	Nameband in situ
	
	
	

	Baseline TPR recorded and within normal limits
	
	
	

	TTO medicines prescribed and ordered from pharmacy
	
	
	

	Parents have own transport arrangements
	
	
	

	Pre- and post- op procedures explained to parents
	
	
	

	Child fasted for theatre as per hospital protocol
	
	
	

	Diet / milk
	fluids

	Plasters removed 1-2 hours pre-op
	
	
	

	Child has had bath
	
	
	

	Ametop cream applied
	
	
	

	Time applied
	
	

	Child dressed in theatre gown
	
	
	

	Child has been checked with a member of theatre staff
	
	
	

	Two trained nurses have completed pre-op checklist within consent form
	
	
	

	Child safely escorted to theatre
	
	
	


Admission to ward for tenotomy – post-op

	
	· / x
	Variances / action
	Signed 

	Child returned safely from theatre
	
	
	

	Oxygen and suction in bed area
	
	
	

	½ hour post op – CSM, pulse and resps satisfactory
	
	
	

	½ hour post-op – no sign of pain, no swelling, no oozing on plaster
	
	
	

	1 hour post op – CSM, pulse and resps satisfactory
	
	
	

	1 hour post-op – no sign of pain, no swelling, no oozing on plaster
	
	
	

	1½ hours post op – CSM, pulse and resps satisfactory
	
	
	

	1½ hours post-op – no sign of pain, no swelling, no oozing on plaster
	
	
	

	2 hours post op – CSM, pulse and resps satisfactory
	
	
	

	2 hours post-op – no sign of pain, no swelling, no oozing on plaster
	
	
	

	2 hours post-op  - Child is apyrexial 
	
	
	

	2½ hours post op – CSM, pulse and resps satisfactory
	
	
	

	2½ hours post-op – no sign of pain, no swelling, no oozing on plaster
	
	
	

	3 hours post op – CSM, pulse and resps satisfactory
	
	
	

	3 hours post-op – no sign of pain, no swelling, no oozing on plaster
	
	
	

	3½ hours post op – CSM, pulse and resps satisfactory
	
	
	

	3½ hours post-op – no sign of pain, no swelling, no oozing on plaster
	
	
	

	4 hours post op – CSM, pulse and resps satisfactory
	
	
	

	4 hours post-op – no sign of pain, no swelling, no oozing on plaster
	
	
	

	Child has passed urine
	
	
	

	Child has tolerated diet / fluids
	
	
	

	Dry plaster reinforced with 2 layers of dynacast
	
	
	

	Child apyrexial at time of discharge
	
	
	

	Parents have been given child’s TTO medicine and prescription sheet
	
	
	

	Cannula has been removed
	
	
	

	Boots and bar have been ordered from orthotist
	
	
	

	Boot size recorded in ICP
	
	
	

	Outpatient appointment made with OPD sister
	
	
	

	Outpatient appointment faxed to appointments
	
	
	

	Date
	Time 

	Parents aware of appointment details
	
	
	

	Child meets discharge criteria as per medical notes
	
	
	

	GP and Health Visitor have been informed of discharge
	
	
	


Post manipulation Plastering Record

	
	Right 
	Left 
	

	Date 
	Pirani score
	Plaster No
	Materials used
	Pirani score
	Plaster No
	Materials used
	Initials 

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Date 
	Variances
	Signed 

	
	
	


	
	· / x
	Variances / action
	Signed 

	3 week POP applied left leg
	
	
	

	Dynacast applied left leg
	
	
	

	3 week POP applied right leg
	
	
	

	Dynacast applied right leg
	
	
	


Boots  and Bar
	Date 
	Ordered / fitted
	Bar size
	Right boot size
	Left boot 

size

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Date 
	Boots appointment
	· / x
	Variances / action
	Signed 

	
	Initial fitting of boots
	
	
	

	
	2 day check
	
	
	

	
	1 week check
	
	
	

	
	6 week check


	
	
	

	
	3 month check
	
	
	


	date
	Variances 
	Signed 

	
	
	


Telephone advice and ad-hoc visits

during three months in boots.

	Date 
	Advice given / Evaluation 
	Signed 

	
	
	


Follow-up OPD appointments

	Date
	Pirani score
	Comments
	Signed 

	
	
	
	


Lisa Elliott / revised 2003 
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