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A Case of Recurrent Transient Small Bowel Intussusception

Yun-Hee Mun, M.D., Min-Jung Yun, M.D., Su-Youn Kim, M.D. and Yeong-Ho Rha, M.D.
Department of Pediatrics, College of Medicine, Kyung Hee University, Seoul, Korea

Isolated small bowel intussusception accounts for 10% of all pediatric intussusception. It is more
common in children older than 2 years of age. Presentation usually is with vomiting and abdominal
pain. Currant jelly stool and palpable mass are less frequent than typical intussusception. There
are few reported cases of children with transient small bowel intussusception. We describe
3-year-old boy presented with intermittent cyclic crampy abdominal pain for 6 months was
diagnosed as having recurrent transient small bowel intussusception by abdominal ultrasonography
and small bowel series. (Korean J Pediatr Gastroenterol Nutr 2006; 9: 70~ 74)
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Fig. 1. Abdominal ultrasonography shows a doughnut
sign on transverse scan indicating intussusception. The
small bowel intussusception spontaneously reduced

during US examination and his abdominal pain sub-
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Fig. 2. Small bowel series shows a coiled spring
appearance at proximal jejunum indicating short seg-
ment small bowel intussusception. The length of lesion
is 26 cm. This lesion spontaneously reduced during
examination.
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