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Pediatric Ileocolic Intussusception Guideline
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Footnotes:

a.

Features suggesting ileocolic intussusception:’

a. Occurs mostfrequently in young children age 3 months to 3 years, though it can occurin
older children, most often associated with a pathologic lead point
Sudden onset of intermittent, severe, crampy, progressive abdominal pain
Inconsolable crying and drawing up ofthe legs toward the abdomen
Vomiting is common, initially nonbilious but can become bilious
A “sausage shaped mass” can sometimes be palpated in the Rabdomen
Stoolis bloodyin <25% of cases. A minority of patients have ”currant jelly” stools, which is
caused by the combination of gross bleeding and mucosal sloughing, typically a late
finding.

b. Exclusion criteria: adults > 18 years, small bowel intussusception, recent abdominal/bowel surgery

c. Signs of peritonitis: abdominal tenderness with guarding, rebound tenderness and/or rigidity.

d. Smallbowelintussusceptionis most often a benign process thatis found incidentally. It can be
associated with bowel inflammation (e.g. gastroenteritis, HSP). Operative reduction is usually not
required as most spontaneously reduce. Further work up and treatment is typically notindicated,
except if long segment is involved, severe pain, and/or inability to maintain oral hydration.’

e. IVantibiotic dosing: ceftriaxone 50mg/kg (max 2g), metronidazole 30mg/kg (max 1g)

f. ED return precautions: recurrence of abdominal pain, persistent emesis, altered mental status,
blood per rectum
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