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Do not order a screening hip ultrasound to rule out developmental hip dysplasia or 
developmental hip dislocation if the baby has no risk factors and has a clinically stable hip 
examination.
Hip dysplasia/dislocation is relatively rare, with incidence of approximately 7 per 1,000 births. Studies have shown that universal 
screening programs for developmental hip instability using ultrasounds to assess otherwise normal appearing hips have a 
nearly negligible positive yield. There is a substantial false positive rate. When there are no physical findings or underlying risk 
factors for hip dysplasia/dislocation in a newborn, a hip ultrasound is costly, time-intensive and the findings may be misleading 
to parents and physicians. 

Do not order radiographs or advise bracing or surgery for a child less than 8 years of age 
with simple in-toeing gait.
Mild in-toeing is usually a physiologic phenomenon reflecting ongoing maturation of the skeleton. Metatarsus adductus, femoral 
anteversion, and tibial torsion all contribute to in-toeing and tend to improve with growth. Simply monitoring gait for continued 
improvement at normal well child examination intervals is adequate until the age of 7–8 unless there is severe tripping and 
falling or asymmetry. It is not possible to alter the natural evolution using physical therapy, bracing or shoe inserts.

Do not order custom orthotics or shoe inserts for a child with minimally symptomatic or 
asymptomatic flat feet.
Flexible flat feet are normal physiologic variants commonly found in children and adults. Unlike a painful or rigid flatfoot that 
requires further workup, if an arch is present when standing on tiptoe, the foot can be managed with observation or  
over-the-counter orthotics. The use of custom orthotic devices to provide support for the foot does not aid in the development of 
the arch.

Do not order advanced imaging studies (MRI or CT) for  musculoskeletal conditions in a 
child until all appropriate clinical, laboratory and plain radiographic examinations have 
been completed.
History, physical examination, and appropriate radiographs remain the primary diagnostic modalities in pediatric orthopaedics, 
as they are both diagnostic and prognostic for the great majority of pediatric musculoskeletal conditions. Examples of such 
conditions would include the work up of injury or pain (spine, knees and ankles), possible infection, and deformity. MRI 
examinations and other advanced imaging studies are costly and frequently require sedation in the young child (under 5 years 
old) Additionally, a significant dose of radiation is delivered to the patient during a CT scan.

Do not order follow-up X-rays for buckle (or torus) fractures if they are no longer tender or 
painful.
Buckle (torus) fractures are very common injuries in young children, especially in the distal radius These fractures are inherently 
stable and do not necessarily require a formal cast, unless severe pain or fracture instability necessitates a cast for 4 weeks. 
Instead immobilization with a simple wrist brace or removable splint is often preferable. If the fracture is non-tender to palpation 
at 4 weeks post-injury, no follow-up radiograph is required, and full activities may be resumed.
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How the list was created: 
The Canadian Orthopaedic Association (COA) recently formed a Subspecialty Society Council, in which all affiliated Subspecialty Societies are represented 
by their President or a member of the Executive. This Council encouraged the Subspecialty Society members to forward their recommendations and 
references for review. As clinical and practical experts in their field, the COA has endorsed these recommendations based on past position statements and 
publications.
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About Choosing Wisely Canada
Choosing Wisely Canada is the national voice for reducing unnecessary tests and treatments in health care. One of its important functions is to help 
clinicians and patients engage in conversations that lead to smart and effective care choices.

     ChoosingWiselyCanada.org  |         info@ChoosingWiselyCanada.org  |        @ChooseWiselyCA  |      /ChoosingWiselyCanada

About the Canadian Orthopaedic Association
The Canadian Orthopaedic Association (COA) is a proud partner of the Choosing Wisely Canada campaign. 
With some 1,300 members, the COA is the national professional association that represents Canada’s 
orthopaedic surgeons. Its mandate is to promote excellence in bone and joint care through continuing 
professional development, models of care, practice-management strategies, government relations and a code 
of ethics. The COA has met annually since 1945, providing a venue for Canada’s orthopaedic surgeons to 
update and refine their skills, as well as discuss and respond to professional and patient issues. Faced with 
increasing subspecialization, the COA has avoided fragmentation by forming subspecialty societies within 
the parent organization. Thus, the COA continues to speak with a united voice on behalf of the orthopaedic 

About the Canadian Paediatric Orthopaedic Group
The Canadian Paediatric Orthopaedic Group is a research group that provides a collaborative research 
forum for orthopaedic surgeons and allied health care professionals practicing in Canada with an 
interest in clinical research. This organization provides an opportunity to examine the features of 
paediatric orthopaedic surgery unique to the Canadian environment and to improve clinical practice 
and research methods. CPOG’s goal is to continually move towards clinical excellence through research 
and education while translating knowledge into tangible diagnostic, preventative and therapeutic health 
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