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1

Don’t perform axillary lymph node dissection for clinical stages I and II breast cancer with
clinically negative lymph nodes without attempting sentinel node biopsy.

Sentinel node biopsy is proven effective at staging the axilla for positive lymph nodes and is proven to have fewer short and
long term side effects, and in particular is associated with a markedly lower risk of lymphedema (permanent arm swelling).
When the sentinel lymph node(s) are negative for cancer, no axillary dissection should be performed. When one or two
sentinel nodes are involved with cancer that is not extensive in the node, the patient received breast conserving surgery
and is planning to receive whole breast radiation and stage appropriate systemic therapy, axillary node dissection should
not be performed.

2

Avoid the routine use of “whole-body” diagnostic computed tomography (CT) scanning in
patients with minor or single system trauma.

Aggressive use of “whole-body” CT scanning improves early diagnosis of injury and may even positively impact survival in
polytrauma patients. However, the significance of radiation exposure with these studies must be considered, especially in
patients with low energy mechanisms of injury and absent physical examination findings consistent with major trauma.

3

Avoid colorectal cancer screening tests on asymptomatic patients with a life expectancy
of less than 10 years and no family or personal history of colorectal neoplasia.

Screening for colorectal cancer has been shown to reduce the mortality associated with this common disease; colonoscopy
provides the opportunity to detect and remove adenomatous polyps, the precursor lesion to many cancers, thereby
reducing the incidence of the disease later in life. However, screening and surveillance modalities are inappropriate when
the risks exceed the benefit. The risk of colonoscopy increases with increasing age and comorbidities. The risk/benefit
ratio of colorectal cancer screening or surveillance for any patient should be individualized based on the results of previous
screening examinations, family history, predicted risk of the intervention, life expectancy and patient preference.

4

Avoid admission or preoperative chest X-rays for ambulatory patients with unremarkable
history and physical exam.

Performing routine admission or preoperative chest X-rays is not recommended for ambulatory patients without specific
reasons suggested by the history and/or physical examination findings. Only 2 percent of such images lead to a change
in management. Obtaining a chest radiograph is reasonable if acute cardiopulmonary disease is suspected or there is a
history of chronic stable cardiopulmonary diseases in patients older than age 70 who have not had chest radiography within
six months.

5

Don’t do computed tomography (CT) for the evaluation of suspected appendicitis in
children until after ultrasound has been considered as an option.

Although CT is accurate in the evaluation of suspected appendicitis in the pediatric population, ultrasound is the preferred
initial consideration for imaging examination in children. If the results of the ultrasound exam are equivocal, it may be
followed by CT. This approach is cost-effective, reduces potential radiation risks and has excellent accuracy, with reported
sensitivity and specificity of 94 percent in experienced hands. Recognizing that expertise may vary, strategies including
improving diagnostic expertise in community based ultrasound and the development of evidence-based clinical decision
rules are realistic goals in improving diagnosis without the use of CT scan.

6

Avoid repair of minimally symptomatic inguinal hernias where appropriate by offering an
option of watchful waiting for up to two years.

Repair of minimally symptomatic inguinal hernias in adults can prevent potentially serious complications due to hernia
incarceration. However, such repairs can also lead to complications such as infection, chronic inguinal pain and hernia
recurrence which cumulatively approximate the risks of incarceration. Evidence shows that such hernias can also be
managed with watchful waiting for up to 2 years after assessment, a choice that should be offered to appropriately selected
persons.

How the list was created
The Canadian Association of General Surgeons (CAGS) established its Choosing Wisely Canada Top 5 recommendations by first having its Clinical
Practice Committee review the American College of Surgeons (ACS) Choosing Wisely® list. Feeling confident that the American list reflected general
surgery issues in Canada (addressing breast cancer diagnostics and treatment, colon cancer screening, trauma diagnostics and screening, admission and
preoperative chest X-rays, and appendicitis diagnostics in children), the CAGS Clinical Practice Committee approved the list in principle. The list was then
circulated to the CAGS Board and surgeons that specialized in each area were consulted. Ultimately, the first five items were adopted with permission from
the Five Things Physicians and Patients Should Question, © 2013 American College of Surgeons. The CAGS Board also felt strongly about adding a sixth
item to the list about the treatment of asymptomatic hernia and six items were then submitted for publication.
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