Intussusception Examination technique from the ACR Practice Guideline, Pediatric Contrast Enema (pg 476)
a. Pneumatic reduction 

i. Air, CO2, or O2 may be employed for a fluoroscopically guided diagnostic and therapeutic enema for intussusception. 

ii. See b. ii, below. 

iii. The pressure must be monitored as the gaseous contrast is insufflated into the colon. The pressure chosen depends on patient size and clinical circumstances. The recommended range is 80-120 mm Hg. The number of images should be kept to a minimum to limit the radiation dose. Intermittent fluoroscopy should be performed to identify an intus-susception, normal filling of the colon and small bowel, or a pneumo-peritoneum. The pressure may fluctuate and be higher during insufflation or when the patient is crying, straining, or performing a Valsalva maneuver. The length of time spent on a continuous reduction attempt or intermittent filling is at the discretion of the individual physician. If the intussusception is reduced, air should be allowed to fill the distal small bowel, when possible. The physician should search for a residual filling defect to suggest a lead point or incomplete reduction of the intus-susception. If a tension pneumo-peritoneum occurs, paracentesis should be performed immediately in the midline supraumbilical location. 

iv. Large format or fluoroscopic imaging, or sonography, of the abdomen may be performed at the completion of air sufflation. This may identify spontaneous reduction of a previously irreducible intussusception or reintus-susception of a previously reduced intussusception. Documentation of the absence of pneumoperitoneum as a complication of the procedure is accomplished by radiography. 

b. Hydrostatic reduction 

i. Barium or dilute water-soluble contrast media (approximately 90-150 mgl/mL, for example, diatrizoate diluted with an equal volume of water or iothalamate diluted with an equal volume of water) may be employed for fluoroscopically guided diagnostic and therapeutic enema for intussusception. 

ii. The rectum should be catheterized with a soft catheter, and the catheter should be securely taped to the patient’s buttocks. The buttocks should be firmly taped to provide as tight a seal as possible. A balloon may be inflated in the rectum as needed to maintain a closed system during reduction of an intussusception. 

iii. The colon should be filled by infusion. Images should be kept to a minimum to limit the radiation dose. If an intussusception is encountered and reduction is incomplete, the hydrostatic pressure should be continued. A continuous hydrostatic reduction or a filling/refilling technique can be used. The height of the infusion bag, the duration of each attempted reduction, and the number of attempts are at the discretion of the physician. If the intussusception is reduced, contrast should be allowed to fill the distal small bowel, when possible. The physician should search for a residual filling defect in the contrast column to detect a possible lead point or incomplete reduction of the intussusception. The contrast should then be drained or evacuation allowed. 

iv. Large format or fluoroscopic images, or sonography, of the abdomen may be performed at the completion of filling and after evacuation or gravity drainage of the colon; this may identify spontaneous reduction of a previously irreducible intussusception or reintus-susception of a previously reduced intussusception.
