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History of present illness:  A 6-year-old male presented to the emergency department (ED) with acute onset 
of abdominal pain and multiple episodes of vomiting and diarrhea after his lunch at school. The patient’s 
mother was unsure if he had a fever. His sister had similar symptoms recently. Upon arrival, the patient was 
hypertensive, tachycardic and afebrile. He was drowsy but arousable. His abdomen was soft, with tenderness 
in the left lower quadrant. Laboratory findings showed leukocytosis of 18.1 x 1000/mm3. While in the ED, the 
patient developed a fever to 38.2°C.  
 
Significant findings: The patient’s abdominal ultrasound revealed intussusception in the right upper 
abdominal quadrant. The transverse ultrasound view showed a “doughnut sign” (dashed yellow line), 
telescoping bowel (yellow arrow), and invaginated hyperechoic mesenteric fat with crescent configuration 
(dashed orange line).  The sagittal ultrasound view demonstrated the intussusception formed by the outer 
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recipient bowel loop (yellow arrows), invaginated hyperechoic mesenteric fat (orange asterisks), and 
telescoping bowel centrally (red arrow). 
 
Discussion: Intussusception is an emergent condition in which a portion of bowel invaginates into a distal 
part of the intestine. It most commonly affects children aged 3 months to 3 years and is often preceded by a 
viral prodrome. Ninety percent of intussusception cases occur at the ileocolic junction where prominent 
lymphoid tissue acts as a lead point. Other possible lead points may include a Meckel’s diverticulum, polyp, 
appendicitis, or lymphoma.1  
 
Many children with intussusception do not present with the classic triad of currant jelly stools, colicky 
abdominal pain, and vomiting.  Intermittent abdominal pain is present in 80%-95% of patients, and bloody 
stools are present in only 50%-70% of cases. Patients may also present with lethargy, diarrhea, or septic shock 
if perforation or necrosis of bowel has occurred. Some studies suggest that clinical presentation varies by age 
with emesis, bloody stool, irritability, and lethargy more common in children less than 12 months old. 
Children greater than twelve months old were more likely to present with tenderness to palpation of the 
abdomen or abdominal pain.2 A delay in diagnosis can result in bowel ischemia, perforation, and increased 
need for surgical intervention.3 Therefore, it is crucial to maintain a high index of suspicion for 
intussusception in children presenting with any of the above symptoms.   
 
Ultrasonography should be the initial imaging modality in cases with clinical suspicion for intussusception.4 
Previously, contrast enemas were often used as a diagnostic tool and treatment modality.  Studies have 
demonstrated that the modality choice had been related to age, with infants less than six months more likely 
to undergo enema while children greater than four were more likely to have a computed tomography scan 
or ultrasound.5 In the pediatric population, ultrasound has a sensitivity of 97.9% and specificity of 97.8% for 
diagnosis of ileocolic intussusception.6 A “doughnut,” “pseudokidney,” or “target sign” are diagnostic 
findings.3,7 The study could be performed by radiology or at the bedside in the ED.8,9  A study reported that 
with limited training, ED physicians could accurately perform ultrasound to diagnose intussusception, with a 
sensitivity of 85% and a specificity of 97%.  Further studies are needed to determine the utility of bedside 
ultrasound for the diagnosis of intussusception in the community setting.3 
 
Treatment in a stable, well-appearing child includes intravenous hydration and pediatric surgery 
consultation.  The mainstay of non-operative therapy is air enema, often done under fluoroscopy, which has 
a success rate of approximately 90%.1 Occasionally, the bowel will reduce spontaneously without any 
intervention. If air enema fails, repeat air enema or surgical intervention is required.  Other indications for 
surgery include hemodynamic instability, bowel necrosis, bowel perforation, or peritonitis.   
 
This patient was transferred to a children’s hospital from which he was discharged home the next day. His  
two-week followed up document noted that the patient did not undergo any interventions, suggesting that 
his intussusception reduced spontaneously.   
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