
1Don’t routinely order nasopharyngeal (NP) testing for typical 
respiratory viruses unless results are likely to impact management.

Respiratory viral infections frequently occur in children and are a common reason to seek medical care. The diagnosis is 
made clinically and usually does not require confirmatory testing. NP testing is uncomfortable for children and the results 
frequently do not impact their medical management. Therefore, NP testing should only be considered in high risk patients 
where results will influence treatment decisions such as the need for antibiotics, performance of additional tests, or 
hospitalization. Reducing routine respiratory viral testing promotes high value care and allows for more effective allocation  
of health care resources.

2Don’t routinely perform a voiding cystourethrogram (VCUG)  
in infants after a first febrile urinary tract infection.

Previous guidelines recommended routine VCUG after first febrile urinary tract infections (UTI) in young children. However, 
a more recent body of research has not supported this practice. In addition VCUGs are uncomfortable, and expose children 
to ionizing radiation. Thus, most recent guidelines suggest that VCUG should be considered after febrile UTI only in select 
circumstances: for example, when the renal ultrasound is abnormal suggestive of higher grade reflux, or scarring; in atypical 
circumstances; or with recurrent UTI. 

3Don’t use continuous pulse oximetry routinely in children hospitalized 
with acute respiratory illness unless they are on supplemental oxygen. 

When children are in a stable phase of their acute respiratory hospitalization and do not require supplemental oxygen, 
observational research suggests that the use of continuous oxygen saturation monitoring leads to over-diagnosis and 
overtreatment of hypoxemia resulting in longer hospital stay.

4Don’t automatically give IVIG as first-line treatment for children  
with newly diagnosed, typical ITP.

Management choices for children with newly diagnosed, typical ITP include observation (when the bleeding is mild), 
prednisone, or IVIG. Each option has risks and benefits; ideally these can be discussed with families and their preferences 
accounted for. There is no evidence of a relationship between these initial therapies and subsequent development of severe 
bleeding. Prior to choosing IVIG, consideration should be given to its requirement for a day-hospital or overnight admission,  
its expense, and its side-effect profile that frequently includes aseptic meningitis.

5Don’t use routine radiography in children who present with  
acute ankle injuries and meet criteria for a low risk examination.

In North America, approximately 2 million children present to emergency departments annually with ankle injuries; about 12% 
demonstrate fractures on plain films. A paediatric clinical decision rule (Low Risk Ankle Rule) has been developed, validated 
and demonstrated a safe reduction in unnecessary radiographs by up to 60%. Implementing this rule reduces unnecessary 
radiation exposure and saves health care resources.
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How the list was created
The Department of Paediatrics at The Hospital for Sick Children in Toronto, Canada developed its Choosing Wisely Canada  
Top 5 recommendations through the following process. Stakeholders at the hospital were asked to submit items felt to be 
specific and appropriate for the paediatricians at this tertiary care children’s hospital. These items were combined with pre-
existing recommendations selected as being appropriate for hospital care of children from various Choosing Wisely specialty 
lists from Canada and the USA. This list was reduced from 22 to 12 items by the departmental Clinical Excellence Committee 
based on strength of evidence and appropriateness for our setting. These 12 items were included in an anonymous survey 
sent to all full time faculty and paediatric resident trainees. The highest ranked recommendations were then used in 
combination with a scoring system that factored in ease of implementation, expected value, ease of measurement, and 
alignment with hospital initiatives to reach a consensus on the top 5 recommendations. A physician champion for each 
recommendation was chosen.
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