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Intussusception

Purpose

e To streamline the process for patients who present with suspected
intussusception.

e To minimize the time between arrival to ACH and definitive care of this time
sensitive condition.

e Streamline flow for care of patients and reduce the amount of waste between
departments.

Background

Time-sensitive diagnoses, e.g. intussusception, are evaluated as part of our
continuing verification as a Level 1 Children’s Surgery Center. Recently, we have
identified inefficiencies in the workflow surrounding intussusception. Streamlining
the process for both diagnosis and management of these patients may lead to
intervention in a timelier manner.
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Inclusion Criteria HOSPITALS - RESEARCH - FOUNDATION
Patients 4 months-4 years
History of recent Gl illness
Colicky or intermittent abdominal pain
Blood stools
Lethargy or fussiness
Family/personal history of Intussusception

Exclusion Criteria

Hemodynamically unstable
Clinical concern for perforation
Concern for sepsis/Sepsis RED
History of intra-abdominal surgery
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Metrics/Goals

1. Reduce the average time from triage to ultrasound from 1.5 hours to 1 hour by December 31,
2020.

2. Reduce the average time from ultrasound to reduction from 2.25 hours to 1.5 hours by December
31, 2020.
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Dr. Melvin Dassinger, Pediatric Surgery
Dr. Elizabeth Storm, Emergency Medicine
Dr. Lawrence Quang, Emergency Medicine
Thad Carter, Assistant Director, Emergency Department
Lauren Stringer
Dr. Amy Rowell, Pediatric Radiology
Dr. Charles James, Pediatric Radiology
Shelly Keller, RN, Quality Improvement
Kim Rhodes, APRN, Surgery Program Manager
Emily Rader, RN, Clinical Pathways Specialist
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