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Abstract

Background: Limping in children is a common clinical presentation that requires a meticulous diagnostic approach to
distinguish benign, self-limited conditions from serious pathology.

Objectives: This study aimed to evaluate the clinical and paraclinical profiles and etiologies of children hospitalized for
limping in a tertiary care setting.

Methods: We conducted a retrospective cross-sectional study of 166 children aged 1- 18 years who were admitted to a tertiary
referral hospital with a limp between January 2018 and December 2022. Data on demographics, clinical manifestations,
laboratory investigations, and final discharge diagnoses were analyzed using descriptive statistics.

Results: The cohort comprised 166 patients, of whom 61.4% were male. The mean age was 6.1 £ 3.1 years, with the highest
prevalence observed in the 4 - 7-year age group (48.1%). An acute clinical presentation was observed in 57.2% of cases. The most
frequent diagnoses were reactive arthritis (25.3%) and viral myositis (20.4%), followed by transient synovitis and septic arthritis
(10.2% each). Joint pain was the primary symptom (61.4%), with single-joint involvement in 65.6% of patients, most commonly
affecting the hip, knee, and ankle. Fever was documented in 49.4% of cases. Patients with septic arthritis had the highest rates of
leukocytosis (52.9%) and elevated C-reactive protein (82.3%), as well as the highest mean erythrocyte sedimentation rate (55.4
mm/h). The longest hospitalization duration was observed in cases of Guillain-Barré syndrome (11.7 £ 5.1 days).

Conclusions: Limping in children encompasses a broad diagnostic spectrum. Our findings highlight that structured clinical
evaluation, supported by targeted laboratory investigations, is essential for timely diagnosis and appropriate management.
These data may serve as a practical reference for clinicians managing acute limping in pediatric patients.
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1. Background

Limping in childhood is a common clinical
presentation that requires a meticulous diagnostic
approach. It is defined as an abnormal gait pattern
resulting from pain, mechanical dysfunction, or
neurological deficits (1). The differential diagnosis is
extensive, ranging from benign, self-limiting conditions
to serious pathologies requiring urgent intervention.
Etiologically, limping is categorized into infectious,
traumatic, inflammatory, = developmental, and
neoplastic disorders (2).

In modern pediatric practice, distinguishing self-
limiting conditions from severe etiologies, such as
septic arthritis or osteomyelitis, remains paramount, as
delayed diagnosis can lead to substantial long-term
morbidity (3). Common diagnoses include transient
synovitis, fractures, Legg-Calvé-Perthes disease, and
slipped capital femoral epiphysis (4, 5). Furthermore,
recent diagnostic algorithms emphasize integrating the
clinical history and physical examination with selective
paraclinical evaluation, including inflammatory
markers when indicated, to avoid unnecessary
investigations (1, 6). Figure 1 was developed by the
authors based on a synthesis of the available literature
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and common diagnostic pathways for pediatric limping
(1, 6).

The pathway prioritizes clinical assessment and
recognition of red flags, followed by selective
paraclinical testing (e.g., CBC, ESR, CRP) and targeted
imaging when indicated, to reduce over-investigation
and facilitate early identification of urgent conditions.
The algorithm is based on published approaches to
evaluating the limping child and on the diagnostic
utility of inflammatory markers in pediatric hip
conditions (1, 6).

A systematic clinical assessment, combined with the
judicious use of laboratory markers, such as C-reactive
protein (CRP) and erythrocyte sedimentation rate (ESR),
and imaging modalities, such as ultrasonography and
magnetic resonance imaging (MRI), is essential for
accurate diagnosis (6, 7). Despite these tools, the
diagnostic pathway for hospitalized children remains
complex, particularly in tertiary care settings where
clinical presentations may be atypical.

2. Objectives

This 5-year retrospective study aimed to elucidate the
clinical and paraclinical spectrum of limping in
hospitalized children. By analyzing this cohort, we
sought to provide updated insights into current
diagnostic patterns and management outcomes that
may serve as a valuable reference to support clinicians’
decision-making when managing this challenging
pediatric presentation.

3.Methods

3.1. Patients and Setting

This single-center, retrospective, cross-sectional,
descriptive study was conducted at 17 Shahrivar
Hospital, a tertiary pediatric care center in Northern
Iran. The study included all children aged 1-18 years who
were admitted to the hospital with a chief complaint of
limping between January 2018 and December 2022.
Children with limping due to a chronic condition
established before the study period and those who were
not hospitalized were excluded.

3.2. Data Gathering

Data were retrospectively collected from the
electronic medical records of eligible patients. The
following information was extracted: demographic
data, including age, sex, and place of residence; clinical
history, including duration of limping, fever, pain
characteristics, associated symptoms, medication

history, unpasteurized dairy consumption, trauma
history, and respiratory infection in the preceding 15
days; physical examination findings, including localized
tenderness, swelling, erythema, joint effusion, range-of-
motion limitation, gait abnormality, and temperature;
laboratory investigations, including complete blood
count (CBC) with white blood cell (WBC) count and
differential, CRP, ESR, Wright test, Coombs Wright test,
antinuclear antibody, C3, antistreptolysin O, and
rheumatoid factor; imaging studies, including plain
radiographs of the affected limb and pelvis,
ultrasonography of the hip or affected joint, MRI of the
affected area, and other imaging modalities when
performed; final diagnosis, based on clinical findings,
laboratory results, imaging, and response to treatment
as recorded in the medical records; and final outcome,
classified as complete recovery, incomplete
recovery/outpatient follow-up, or complication.

A standardized data collection form was used to
ensure consistency. Two independent reviewers
extracted the data, and discrepancies were resolved by
consensus or by consultation with a senior clinician.

3.3. Diagnostic Definitions and Adjudication

Transient synovitis was defined as acute-onset hip
pain or limping with limited range of motion, the
absence of systemic infection, and supportive
ultrasonographic findings when available. Septic
arthritis was defined as clinical suspicion accompanied
by laboratory evidence of infection, including elevated
inflammatory markers, and/or positive joint aspiration
findings, together with the treating physician's final
diagnosis. Reactive arthritis was defined as arthritis
occurring after a recent infection, without evidence of
septic arthritis, and diagnosed by the treating physician
based on clinical and laboratory findings. Viral myositis
was defined as acute muscle pain or gait disturbance
associated with a recent viral illness and elevated
muscle enzymes when available. Other diagnoses,
including osteomyelitis, Guillain-Barré syndrome,
cellulitis, brucellosis, juvenile idiopathic arthritis (JIA),
and multisystem inflammatory syndrome in children
(MIS-C), were recorded according to the final clinical
diagnosis documented by the treating physicians in the
hospital records.

3.4. Operational Definitions and Variable Categorization

To ensure clarity and reproducibility, clinical and
laboratory variables were defined as follows. Fever was
defined as a core body temperature > 38.0°C.
Leukocytosis was defined according to age-specific
reference ranges (e.g., >15000/L for infants, >12000/uL
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Proposed diagnostic approach to a limping child
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Figure 1. Stepwise diagnostic approach to a child presenting with limping.

for toddlers, and > 10000/uL for older children).
Elevated CRP was defined as values > 10 mg|L.
Thrombocytosis was defined as a platelet count >
450000[/uL. Abnormal ultrasonographic findings
included signs of joint effusion, synovial thickening, or
other structural abnormalities, as interpreted by the
attending radiologist. Symptom duration (limping) was
categorized as acute (<7 days), subacute (>7 days to 4
weeks), and chronic (>4 weeks). Hospitalization
outcomes were defined as follows: 1) complete recovery,
defined as resolution of symptoms and return to
baseline function at discharge; 2) incomplete
recovery/outpatient follow-up, defined as ongoing pain
or limping requiring further observation and follow-up
visits due to unresolved mild symptoms; and 3)
complication, defined as the development of secondary
issues, such as abscess formation or local soft tissue
infection, during or immediately after the hospital stay.
These outcomes were based on the final clinical
assessment documented by the primary team at
discharge.

3.5. Statistical Analysis

] Compr Ped. 2026;17(3): 169385

Descriptive statistics were used to summarize
demographic  characteristics, clinical  features,
laboratory and imaging findings, and the distribution
of final diagnoses. Continuous variables are expressed
as mean * standard deviation (SD), and categorical
variables are presented as frequencies and percentages,
with 95% confidence intervals (CIs) calculated for the
prevalence of the main diagnostic categories to enhance
reporting robustness. As the study was designed as a
descriptive  cross-sectional analysis, no formal
inferential statistical comparisons, such as P-value
comparisons between groups, were performed.

4. Results

A total of 166 children admitted with a limp between
January 2018 and December 2022 were included in this
study. The male-to-female ratio was approximately 1.6:1,
with males comprising 61.4% (n = 102) of the study
population. The mean age of the cohort was 6.1 + 3.1
years (range, 1 - 14.5 years). The distribution of patients
by age group was as follows: <3 years, 25.9% (n = 43); 4 -7
years, 48.1% (n = 80); and 8 - 18 years, 25.9% (n = 43).
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Table 1. Distribution of Final Diagnoses in Children Presenting with Limp

Final Diagnosis

No (%); 95% CI

Reactive arthritis

Viral myositis

Transient synovitis
Septic arthritis
Guillain-Barré syndrome

Cellulitis

New lesion P

Complication from underlying disease

Acute rheumatic fever

Brucellosis

Growing pain

Osteomyelitis

Multisystem inflammatory syndrome in children
Juvenile idiopathic arthritis

Transient, self-limiting conditions

42(25.3);18.9-32.6
34(20.4);14.6 -27.4
17(10.2); 6.1-15.9
17(10.2); 6.1-15.9
11(6.6);3.6-11.6
9(5.4);2.8-10.2
7(4.2);1.7-8.5
3(1.8);0.4-5.2
3(1.8);0.4-5.2
2(12);0.1-43
2(12);0.1-43
2(1.2);0.1-43
2(1.2);0.1-43
1(0.6);0.02-3.3
14 (8.4);4.7-13.8

2 Abbreviations: JIA, juvenile idiopathic arthritis; MIS-C, multisystem inflammatory syndrome in children.

b New bone-joint lesion during the course of an underlying disease included 4 cases of acute lymphocytic leukemia, 2 cases of Langerhans cell histiocytosis, and 1 case of

primitive neuro-ectodermal tumor.

Table 2. Mean Age and Distribution of Final Diagnoses by Age Group and Sex *

Final Diagnosis Male Female Age (y) 1-3(y) 4-7(y) 8-18(y)
Reactive arthritis (n=42) 22(52.3) 20 (47.6) 27+52 13(30.9) 23(54.7) 6(14.2)
Viral myositis (n =34) 27(79.4) 7(20.5) 2.0%6.5 3(8.8) 20(58.8) 11(32.3)
Transient synovitis (n =17) 9(52.9) 8(47.0) 23+4.6 7(411) 8(47.0) 2(11.7)

Septic arthritis (n =17) 9(52.9) 8(47.0) 3.7+6.1 6(35.2) 7(41.1) 4(23.5)
Guillain-Barré syndrome (n=11) 9(81.8) 2(18.1) 42+81 1(9.0) 5(45.4) 5(45.5)
Cellulitis (n=9) 5(55.5) 4(44.4) 29+52 3(333) 5(55.5) 1(11.1)

New lesion (n=7) 5(41.4) 2(28.5) 3116.4 2(28.5) 2(28.5) 3(42.8)

@ Values are expressed as No. (%) or mean * SD.

Overall, 144 patients (86.7%) were urban residents and 22
(13.2%) were rural residents.

4.1. Etiology of Limping

The distribution of final diagnoses is presented in
Table 1. Reactive arthritis and viral myositis were the
most frequent diagnoses, accounting for 25.3% and 20.4%
of cases, respectively. All patients received a final
diagnosis at discharge. Notably, 14 cases (8.4%) did not
meet the criteria for a specific pathological entity but
were discharged after complete symptom resolution;
these cases were classified as transient, selflimiting
conditions. There were no cases with an undetermined
diagnosis in this cohort.

The most frequent final diagnoses were reactive
arthritis in the <3 and 4 - 7-year age groups (30.2% and
28.7%, respectively) and viral myositis in the 8 - 18-year
age group (32.3%). Viral myositis was the most common
diagnosis among males, whereas reactive arthritis was
the most common diagnosis among females. The mean
age for each final diagnosis, along with the frequency of
diagnoses stratified by sex and age group, is presented
in Table 2.

4.2. Clinical Characteristics and Joint Involvement

Joint pain was the most common complaint (n =102,
61.4%), primarily involving the hip (n = 66, 65%), knee (n
=39, 38%), and ankle (n =11,10.7%). Among these patients,
67 (65.6%) had monoarticular involvement, whereas 35
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Table 3. Clinical Characteristics of Patients Stratified by Final Diagnosis

. . N . . Lower Limb Joint Movement Decreased Muscle . Limb
Final Diagnosis Fever Joint Pain Pain Limitation Tenderness strength Swelling Weakness
Reactive arthritis (n= 26 (61.9);45.6 40 (95.2); 83.8 1(2.3);0.1- ' 13(30.9);17.6 - i 7(16.6);7.0- 4(9.5);2.7-
42) 6.4 2994 1.6 18 (42.8);27.7-59.0 471 5(11.9); 4.0-25.6 314 2.6
Viral myositis (n=34) B (4‘212)_;127'2 T 1(2.9);01-153 &L (?89'(23.)7;72'5 0(0);0-103 7 <203';)9; By 7(20.5);8.7-37.9 0(0);0-103 3(8.8);1.9-23.7
Transient synovitis (n= 5(29.4);10.3- 17(100);80.5- . . : 6(35.2);14.2- . 2(1.7);15- .

17) 56.0 100 0(0);0-19.5 8(47.0);23.0-72.2 617 0(0);0-19.5 364 0(0);0-19.5
Septicarthritis(n=17) 4(823)56.6 17(100):80.5- (). 195  1o(s88)329-816 03522 0(0);0-19.5 6352142 gy 0.195
-96.2 100 617 617

Guillain-Barré . 1(9.0);0.2- 3(27.2);6.0- i X | X 9(81.8);48.2-
syndrome (n=11) 0(0);0-28.5 413 6L.0 0(0);0-28.5 1(9.0);0.2-413  7(63.6);30.8-89.1 0(0);0-28.5 977

) _ 3(33.3);7.5- 1(11.1);0.3 - 7(77.7); 40.0 - o(fa 4(44.4);13.7- . 8(88.8);51.8 - o
Cellulitis (n=9) o] s e 0(0);0-33.6 e 0(0);0-33.6 e 0(0);0-33.6

. _ 3(42.9);9.9- 3(42.9);9.9- 3(42.9);9.9- e . cal . 4(57.1);18.4 -

New lesion (n=7) I~ 516 I~ 2(28.6);3.7-71.0 0(0);0-41.0 2(28.6);3.7-71.0 0(0); 0-41.0 001
3 Values are expressed as No (%); 95% CL.
(343%) had polyarticular symptoms. Notably, 64 Among the 93 patients with a prior medication

children (38.5%) could not localize the pain or reported
it generally within the affected limb, largely because of
their young age. Across all etiologies, monoarticular
involvement was consistently more frequent than
polyarticular involvement. Migratory joint pain
occurred in 5 patients (4.9%): 3 diagnosed with reactive
arthritis and 2 with transient, selflimiting conditions.
Joint pain was present in all cases of transient synovitis
and septic arthritis. Clinical characteristics and the
distribution of joint involvement by final diagnosis are
detailed in Tables 3 and 4, respectively.

The mean duration of symptoms before admission
was 10.9 * 4.7 days (range, 1- 120 days). Most cases were
acute (n = 95, 57.2%) or subacute (n = 69, 41.5%), whereas
only 2 cases (1.2%) were chronic (osteomyelitis and
systemic juvenile idiopathic arthritis). Subacute onset
was more frequent in reactive and septic arthritis,
whereas acute onset predominated in viral myositis and
transient synovitis.

4.3. Patient History

Notable clinical histories included medication use (n
=93, 56.0%), recent upper respiratory infection (URI) (n =
81, 48.7%), trauma (n = 24, 14.4%), unpasteurized dairy
consumption (n = 19, 11.4%), and diarrhea (n = 9, 5.4%).
Recent URI was most strongly associated with viral
myositis, Guillain-Barré syndrome, and transient
synovitis. Trauma was primarily associated with
cellulitis and septic arthritis. Notably, of the 19 patients
who consumed unpasteurized dairy, only 2 were
diagnosed with brucellosis, indicating that this history
alone is insufficient for diagnosis. Patient history
stratified by final diagnosis is summarized in Table 5.

] Compr Ped. 2026;17(3): 169385

history, antibiotics were the most frequently used
medications (n = 65, 69.8%), predominantly cefixime,
amoxicillin-clavulanate, and amoxicillin.  Other
commonly used medications included acetaminophen
(n = 37, 39.7%), nonsteroidal anti-inflammatory drugs
(NSAIDs), primarily ibuprofen (n = 30, 32.2%), and
antihistamines, mainly diphenhydramine (n = 23,
24.7%). A history of prior medication use was most
frequently associated with viral myositis and reactive
arthritis.

4.4. Laboratory and Imaging Findings

The mean WBC count was 9,426/mm’, with age-

adjusted leukocytosis observed in 46 cases (27.7%), most
notably among patients with septic and reactive
arthritis. Laboratory findings stratified by final
diagnosis are presented in Table 6.

The distribution of ESR levels was stratified across all
diagnostic groups to delineate their respective
inflammatory profiles (Figure 2). Notably, patients with
septic arthritis exhibited a broader distribution of
elevated ESR levels, including a substantial proportion
above 50 mm/h, whereas conditions such as transient
synovitis and viral myositis were predominantly
associated with lower ESR values (<50 mm/h). This
stratification underscores the clinical utility of ESR as a
discriminative marker in the differential diagnosis of
pediatric limping.

The stacked bars represent the percentage of patients
within each ESR category (mm/h): <20 (lightest shade),
21 - 50, 51 - 100, and > 100 (darkest shade). This
visualization highlights the varied inflammatory
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Table 4. Pattern of Joint Involvement Categorized by Final Diagnosis

Joint Involvement Reactive Arthritis  Viral Myositis  Transient Synovitis Septic Arthritis Guillain-Barré Syndrome Cellulitis New Lesion
One joint 23(54.7) 0(0) 13(23.5) 13(23.5) 1(9.0) 1(11.1) 2(28.5)
More than one joint 17 (40.4) 1(2.94) 4(23.5) 4(23.5) 0(0) 0(0) 1(14.2)
Values are expressed as No. (%).
Table 5. Distribution of Patient History by Final Diagnosis

Final Diagnosis History of Specific Medication Diarrhea Recent URI Trauma Unpasteurized Dairy Consumption
Reactive arthritis (n=42) 24(55.8) 5(11.9) 18 (42.8) 4(9.5) 4(9.5)

Viral myositis (n =34) 26(76.4) 0(0) 29(85.2) 0(0) 2(5.8)

Transient synovitis (n =17) 5(29.4) 0(0) 10 (58.5) 2(11.7) 4(23.5)

Septic arthritis (n =17) 9(52.9) 1(5.8) 4(23.5) 5(29.4) 4(23.5)
Guillain-Barré syndrome (n=11) 5(45.4) 2(18.1) 7(63.6) 2(18.1) 0(0)

Cellulitis (n=9) 5(55.5) 0(0) 0(0) 6(66.6) 0(0)

New lesion (n=7) 1(14.2) 0(0) 0(0) 2(28.5) 1(14.2)

Values are expressed as No (%). Abbreviation: URI, upper respiratory infection.

profiles associated with different etiologies of pediatric
limping.

Ultrasound was performed in 100 patients and
revealed pathological findings in 55 (55%), most
commonly joint effusion (n = 41, 74.5%) and synovial
thickening (n = 22, 40%). Radiographic evaluation,
available for 34 patients, showed abnormalities in 6
(17.6%). Bone scans were performed in 15 patients, with 7
showing inflammatory uptake. Both ultrasound and
radiographic abnormalities were most frequent in
septic arthritis.

The mean length of hospital stay for the entire cohort
was 6.14 £ 4.3 days (range, 1- 26 days). As illustrated in
Figure 3, the duration of hospitalization varied notably
across diagnostic groups. Patients with Guillain-Barré
syndrome and septic arthritis had the longest hospital
stays, whereas those with transient synovitis and viral
myositis had shorter recovery periods. This variability in
hospitalization duration reflects the underlying clinical
complexity and management requirements of each
diagnostic entity.

Data are presented as mean + standard deviation.
Length of stay varied significantly across diagnostic
groups, with Guillain-Barré syndrome and septic
arthritis requiring the longest hospitalization duration.
LOS values are expressed in days.

Complete recovery was achieved in 154 patients
(92.7%). The remaining 12 patients (7.2%) required follow-
up, primarily because of persistent symptoms, deferred
diagnoses, or recurrence. Review of the medical records

documented no serious complications during the
follow-up period. Six patients required readmission
because of persistent or recurrent limping; their final
diagnoses were revised in several instances, notably
shifting from initial suspected diagnoses, such as
transient synovitis or reactive arthritis, to definitive
chronic conditions such as JIA.

5. Discussion

Limping in children is a common pediatric
presentation that poses a substantial diagnostic
challenge. This 5-year retrospective study of 166 children
at a tertiary center in Northern Iran provides a
comprehensive analysis of the clinical, laboratory, and
paraclinical landscape of this condition.

Our results indicate a higher prevalence of limping
among males, consistent with the findings of Jowkar et
al. (8) and Lazaro Carrefio et al. (9). Although transient
synovitis is frequently cited as the most common
diagnosis in other series (8 - 10), our study identified
reactive arthritis and viral myositis as the leading
etiologies. This discrepancy is likely multifactorial.
Although we observed this shift during the COVID-19
pandemic period, the retrospective nature of our study
precludes establishing a definitive causal link between
the pandemic and these diagnostic patterns. It is
plausible, however, that pandemic-related changes in
viral circulation and healthcare-seeking behaviors may
have contributed to these findings; nonetheless, this

] Compr Ped. 2026;17(3): €169385
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Table 6. Laboratory Characteristics Stratified by Final Diagnosis *

Final Diagnosis WBC(per | Kocvtosis ESR Raised CRP (>10 Platelet Thrombocytosis (>
& mm3) vt (mm/h) mg/dL) (x1000/mm?3) 450000/mm’)
Reactive arthritis (n =42) 11500 3422 18 (42.8) 43.0£30.5 25(59.5) 322.5+79.4 5(11.9)
Viral myositis (n=34) 524143034 1(2.9) 20.5+15.2 8(23.5) 190.8 £ 67.3 0(o0)
Transient synovitis (n=17) 9800 +2776 4(23.5) 215+12 9(52.9) 293.2+59.4 1(5.8)
Septic arthritis (n=17) 11805 £ 5401 9(52.9) 55.4+34.9 14 (82.3) 298.14109.4 2(11.7)
IGI‘)‘i"ai“'Ba"e syndrome (n= 9390 +2659 3(27.2) 181411 2(18.1) 3234862 3(27.2)
Cellulitis (n=9) 10233 £3440 3(333) 20.2£9.8 6(66.6) 276.4%76.9 0(0)

Values are expressed as No (%) or mean + SD Abbreviations: CRP, C-reactive protein; ESR, erythrocyte sedimentation rate; WBC, white blood cell.
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Figure 2. Distribution of erythrocyte sedimentation rate (ESR) levels stratified by final diagnosis

observation warrants cautious interpretation and
further investigation. Furthermore, differences in study
design, specifically our focus on hospitalized patients
compared with the emergency-only cohorts of other
studies (8, 10), likely contributed to the higher
frequency of more severe or subacute presentations in
our population.

Clinical evaluation remains the cornerstone of
management. We observed a high frequency of fever
(49%) and elevated inflammatory markers in our cohort,
particularly in cases of septic arthritis. This finding
underscores the clinical utility of the Kocher criteria
and markers such as WBC, ESR, and CRP in
distinguishing septic etiologies from benign conditions.

] Compr Ped. 2026;17(3): €169385

Our data reinforce the argument by Dubois-Ferriére et
al. (11) that excessive, low-yield diagnostic testing can
often be avoided. For instance, the high rate of
nonspecific positive results in tests such as the Wright
and antistreptolysin O tests in our cohort suggests that
clinicians should be cautious not to misinterpret

remote historical infections as current clinical
explanations.
Management strategies also require careful

consideration of patients’ pharmacological history.
Because 32% of our patients had received NSAIDs before
admission, clinicians should be aware that such therapy
can potentially mask clinical signs and delay definitive
diagnosis. Despite the diagnostic complexity, the
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Figure 3. Mean length of hospital stay (LOS) according to final diagnosis

favorable recovery rate (92.8%) observed in our study
supports the effectiveness of current institutional
management protocols.

5.1. Strengths and Limitations

The strengths of this study include its 5-year
longitudinal dataset, the largest of its kind in Iran,
which captures the nuances of limping across varied
etiologies. However, the retrospective design carries
inherent risks of recall bias and potential selection bias
toward more severe cases admitted to a tertiary center.
Although our results may not be fully generalizable,
they provide a valuable framework for regional
pediatric care.

5.2. Conclusions

Limping in children requires a systematic approach
that balances vigilant assessment for septic arthritis
with the rational use of diagnostic resources. We believe
that integrating thorough history-taking with targeted
imaging and laboratory investigations may allow our
findings to serve as a useful reference for clinicians

navigating this complex diagnostic spectrum, thereby
minimizing unnecessary testing and improving patient
outcomes. However, these findings reflect the clinical
profile of patients admitted to a tertiary care center and
may not be directly generalizable to primary care or
outpatient settings.

Footnotes

Al Use Disclosure: The authors declare that no
generative Al tools were used in the creation of this
article.

Authors' Contribution: H. H, A. M. E., and A. H. R.
contributed to the study concept and design. H. H., M. B.
L., and A. M. E. contributed to data acquisition. A. H. R.
contributed to data analysis and interpretation and
statistical analysis. H. H., M. B. L., and A. M. E. drafted the
manuscript. H. H, A. M. E., and A. H. R. critically revised
the manuscript for important intellectual content and
supervised the study. H. H. and A. M. E. provided
administrative, technical, and material support.

] Compr Ped. 2026;17(3): €169385


https://brieflands.com/journals/jcp/articles/169385

Hashemian H et al.

Brieflands

Conflict of Interests Statement: The authors do not
declare any conflicts of interests for this study.

Data Availability: The dataset presented in the study
is available on request from the corresponding author
during submission or after publication.

Ethical Approval: This study was approved by the
Ethics Committee of the Vice-Chancellor of Research at
Guilan University of Medical Sciences (Number:
IR.GUMS.REC.1402.338, Date: 2023 - 09 - 13).

Funding/Support: No funding was received for this
study.

References

1. Puthanakit T, Anugulruengkitt S, Jantarabenjakul W. Approach to the
child with a limp. Pediatr Clin North Am. 2022;69(1):153-169. [PubMed
ID:  34794674]. [PubMed  Central ID:  PMC8592647].
https://doi.org[10.1016/j.pcl.2021.08.006.

2. de Saint Vincent B, Martinot P, Dartus ], Pasquier G, Girard ], Migaud
H. The limping child. Orthop Traumatol Surg Res. 2023;109(1S). 103444.
[PubMed ID: 36252927]. https:[/doi.org/10.1016/j.0ts1.2022.103444.

3. Heyer JH, Mitchell SL, Garcia S, Flynn JM, Anari JB. Septic arthritis in
children: A review of diagnostic and management strategies. |
Pediatr  Orthop. 2022;42(10):588-595. [PubMed ID: 35980760].
https://doi.org/10.1097/BPO.0000000000002241.

] Compr Ped. 2026;17(3): 169385

10.

1.

Vibhakar AM, Cassels JA, Botchu R, Rennie W], Shah A. Current
perspectives on transient synovitis of the hip in children. J Clin
Orthop Trauma. 2021;22. 101568. [PubMed ID: 34567971]. [PubMed
Central ID: PMC8449057]. https://doi.org/10.1016/j.jcot.2021.101568.

Loder RT, Hensinger RN. Slipped capital femoral epiphysis: Review of
the current evidence. ] Am Acad Orthop Surg. 2023;31(4):185-194.
https://doi.org[10.5435/JAAOS-D-22-00508.

Piuzzi NS, Ring D. Evaluation of the child with a limp. ] Am Acad
Orthop  Surg.  2021;29(8):336-347. [PubMed ID: 34101679].
https://doi.org/10.5435/JAAOS-D-20-00810.

Needleman L, Feld R. Advances in pediatric musculoskeletal
imaging. Radiol Clin North Am. 2025;63(1):45-62. [PubMed ID:
39510659). https://doi.org/10.1016/j.rcl.2024.08.005.

Jowkar R, Sharyf Pour Delavari M, Mohammadi M, Oladi S. Evaluation
of Epidemiology and Etiologies of Acute Limping in Children
Presented to the Emergency Department of Pediatric Hospital of
Amirkola in Babol, Iran. J Iran Med Counc. 2021;4(4):244-248.
https://doi.org/10.18502[jimc.v4i4.8471.

Lazaro Carrefio MI, Fraile Currius R, Garcia Clemente A. Non-

traumatic limping in Pediatric Emergencies: Epidemiology,
evaluation and results. Rev Esp Cir Ortop Traumatol (Engl Ed).
2018;62(2):127-133. [PubMed ID: 29138043).

https://doi.org/10.1016/j.recote.2017.11.004.

Sahin S. Analysis of Patients Presenting to a Pediatric Emergency
Department with Acute Limping. Cocuk Acil ve Yogun Bakim.
2017;4(2):66-70. https:|/doi.org[10.4274/cayd.46513.

Dubois-Ferriére V, Belaieff W, Lascombes P, De Coulon G, Ceroni D.
Transient synovitis of the hip: which investigations are truly useful?
Swiss Med Wkly. 2015;145(3334):w14176. [PubMed ID: 26295841].
https://doi.org/10.4414[smw.2015.14176.


https://brieflands.com/journals/jcp/articles/169385
http://www.ncbi.nlm.nih.gov/pubmed/34794674
https://www.ncbi.nlm.nih.gov/pmc/PMC8592647
https://doi.org/10.1016/j.pcl.2021.08.006
http://www.ncbi.nlm.nih.gov/pubmed/36252927
https://doi.org/10.1016/j.otsr.2022.103444
http://www.ncbi.nlm.nih.gov/pubmed/35980760
https://doi.org/10.1097/BPO.0000000000002241
http://www.ncbi.nlm.nih.gov/pubmed/34567971
https://www.ncbi.nlm.nih.gov/pmc/PMC8449057
https://doi.org/10.1016/j.jcot.2021.101568
https://doi.org/10.5435/JAAOS-D-22-00508
http://www.ncbi.nlm.nih.gov/pubmed/34101679
https://doi.org/10.5435/JAAOS-D-20-00810
http://www.ncbi.nlm.nih.gov/pubmed/39510659
https://doi.org/10.1016/j.rcl.2024.08.005
https://doi.org/10.18502/jimc.v4i4.8471
http://www.ncbi.nlm.nih.gov/pubmed/29138043
https://doi.org/10.1016/j.recote.2017.11.004
https://doi.org/10.4274/cayd.46513
http://www.ncbi.nlm.nih.gov/pubmed/26295841
https://doi.org/10.4414/smw.2015.14176

