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ABSTRACT — Background — There is a two-fold higher rate of failed colo-
noscopy secondary to inadequate bowel preparation among hospital-
ized versus ambulatory patients. Split-dose bowel preparation is widely
used in the outpatient setting but has not been generally adapted for
use among the inpatient population. Objective — The aim of this study
is to evaluate the effectiveness of split versus single dose polyethylene
glycol bowel (PEG) preparation for inpatient colonoscopies and deter-
mine additional procedural and patient characteristics that drive inpa-
tient colonoscopy quality. Methods — A retrospective cohort study was
performed on 189 patients who underwent inpatient colonoscopy and
received 4 liters PEG as either split- or straight-dose during a 6-month
period in 2017 at an academic medical center. Bowel preparation quality
was assessed using Boston Bowel Preparation Score (BBPS), Aronchick
Score, and reported adequacy of preparation. Results — Bowel prepa-
ration was reported as adequate in 89% of the split-dose group versus
66% in the straight-dose group (P=0.0003). Inadequate bowel prepara-
tions were documented in 34.2% of the single-dose group and 10.7% of
the split-dose group (£<0.001). Only 40% of patients received split-dose
PEG. Mean BBPS was significantly lower in the straight-dose group (To-
tal: 6.32 vs 7.73, P<0.001). Conclusion — Split-dose bowel preparation
is superior to straight-dose preparation across reportable quality metrics
for non-screening colonoscopies and was readily performed in the inpa-
tient setting. Interventions should be targeted at shifting the culture of
gastroenterologist prescribing practices towards use of split-dose bowel
preparation for inpatient colonoscopy.

Keywords — Inpatient colonoscopy; bowel preparation; patient outcomes;

quality improvement; colorectal disease.
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INTRODUCTION

Colonoscopy is indicated for a variety of gas-
trointestinal conditions in the inpatient setting, most
notably including gastrointestinal hemorrhage, acu-
te diarrhea, and abnormal radiographic imaging
findings””. Approximately 14 million colonoscopies
are performed annually in the United States®?. The
effectiveness of colonoscopy is determined by se-
veral factors that reflect how well the mucosa is vi-
sualized and inspected from the anal verge to the
ileocecal valve™. These include factors related to the
endoscopist, the quality of the bowel preparation,
and patient characteristics“?.

Quality of colonoscopy is largely affected by the
adequacy of bowel preparation®. For outpatient scre-
ening colonoscopies, poor quality bowel preparation
can increase the risk of missing adenomas, procedure
time, need for repeat colonoscopy, and cost®1*13, It
also contributes to incomplete passage of colonosco-
pe into the cecum in 10-20% of colonoscopies™*17.
Bowel preparation is affected by pre-procedure diet,
laxative regimen, and patient factors. There are va-
rious types of laxatives but there is no evidence that
one is superior; however, polyethylene glycol (PEG)
is commonly used as it is safe and highly effective®'®,
PEG can be administered as a single dose (straight-
dose) or in two split doses. Studies have shown that
split-dose of 2 liters of PEG the night before colonos-
copy and 2 liters the morning of procedure improves
preparation quality, tolerance, and ADR in patients
undergoing outpatient screening colonoscopy™®?,
In addition to choice of bowel preparation regimen,
multiple patient characteristics have been shown to
correlate with inadequate preparation, including pri-
mary language, insurance type, certain medications,
and medical comorbidities®**”. Further human fac-
tors such as noncompliance with instructions and
timing of administration, and systems-level factors
such as increased pre-procedure wait times portend
worse preparation87:2930,

Per the American Society for Gastrointestinal En-
doscopy and American College of Gastroenterology
Taskforce on Quality in Endoscopy, every colonos-
copy report should include the quality of bowel
preparation. There is no discrete standardization for
this reporting; however, various scaling systems have
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been developed®**”. Among these are the Aronchi-
ck scale and the Boston Bowel Preparation scale
(BBPS). The Aronchick scale is one of the most utili-
zed scoring systems and is scored on a scale from 1
to 4 based on stool present and percentage of muco-
sa visualized“?. The Boston Bowel Preparatory Scale
is a validated 10-point scale, using scores from three
anatomical colon segments, devised to limit operator
reporting variability.

While robust evidence exists for outpatient scree-
ning colonoscopies as above, it is important to note
that there exists limited data in the literature regarding
these factors in the inpatient setting for non-screening
colonoscopies. This is of paramount importance as
there is a two-fold higher rate of failed bowel pre-
paration and inadequate colonoscopy in hospitalized
patients as compared to outpatients(41). This has
been attributed to patients being older with more co-
morbidities, which theoretically contributes to issues
with feasibility"?. However, some studies have shown
split-dose preparation can be highly realistic in this
setting®. The purpose of our study is to utilize vali-
dated bowel preparation scores to evaluate the quali-
ty of inpatient colonoscopies for hospitalized patients
and subsequently identify the patient and procedural
factors that impacted these outcomes. Specifically, we
hypothesized that split-dose bowel preparation would
also be shown to be superior for inpatient colonos-
copies with improved bowel preparation scores. This
study has future implications for targetable areas of in-
tervention to improve inpatient colonoscopy quality.

METHODS

Study design and patient population

This investigation was a retrospective study. Eli-
gibility criteria included all adult patients 18 years of
age or older who were admitted to the York Street
Campus of Yale New Haven Hospital and underwent
colonoscopy for any indication in the six months
between April 2017 and September 2017. Patients
requiring rapid bowel preparation for emergent
colonoscopy were excluded. All patients otherwi-
se meeting our inclusion criteria were included in
the study. All colonoscopies were performed by a
board-certified gastroenterologist (endoscopist) or
gastroenterology fellow in an Accreditation Council
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for Graduate Medical Education (ACGME) accredited
program under direct supervision of a board-certified
gastroenterologist.

Bowel preparation quality assessment

After completion of the colonoscopy, the endos-
copist graded the quality of bowel preparation using
one or more of the three different systems including
BBPS, Aronchick scale, and or adequacy of bowel
preparation.

BBPS scores the adequacy of bowel preparation
after cleaning the bowel using the colonoscope. This
method then looks at the three anatomical segments
of the colon broken down into left, transverse, and
right segments. The scoring is as follows®?:

0: the mucosa is covered with solid or thick li-
quid stool that could not be cleared resulting
in obstruction of the endoscopist’s view.

1: some residual stool or thick liquid is obstruc-
ting areas in one segment of the colon.

2: small fragments of stool or thick liquid stool
are present but not obstructing visualization of
the mucosa.

3: the entire mucosa in a colon segment was seen
with no obstruction of view

Each of the three segments receives a score from
0 to 3 and the scores are then summed for the to-
tal BBPS score. BBPS score has been categorized in
three different categories including “poor/fair” for
total score up to five, “good” for six and seven, and
“excellent” for eight and nine“?. In line with the li-
terature, scores were categorized for analysis by pla-
cing patients in three groups, first with BBPS >5, se-
cond BBPS >6, and third BBPS >7 they were further
subcategorized for subanalysis.

The Aronchick scale is scored from 1 to 4 based
on an overall evaluation of the entire colonic mucosa
as follows“:

1: Excellent. There is only a small volume of cle-
ar liquid or more than 95% of the surface is
visualized.

2: Good. Large volumes of clear liquid covered 5
to 25% of the surface but more than 90% of the
surface was seen.

3: Fair. There is some semisolid stool that could
be washed or suctioned away but still more
than 90% of the surface can be seen.

4: Poor. There is stool in the colon that could not
be suctioned or washed away and less than
90% of the surface could be seen.

Data collection

Research approval was obtained from Yale
University’s Institutional Review Board prior to com-
mencement of data collection. The electronic medi-
cal record of each patient was reviewed by a physi-
cian (one of the investigators on the study) and the
following information was obtained and recorded
for each patient: age, sex, body mass index (BMD),
length of stay, chronic constipation, race, presence
of diabetes mellitus, stroke, dementia, Parkinsons di-
sease, obesity, cirrhosis, colorectal surgery, tricyclic
antidepressant use, history of poor bowel prepara-
tion, ASA score (as noted in anesthesia note), me-
thod of taking preparation (split versus single dose),
volume of total preparation used, indication for co-
lonoscopy, hours from start of last prep adminis-
tration to start of colonoscopy (hours), duration of
procedure in minutes, cecal intubation, BBPS in left/
transverse/right/total colon, adequacy of prep, Aron-
chick prep score, interventions performed (1-biop-
sy, 2-clip, 3-polypectomy, 4-foreign body retrieval,
5-APC, 6-bicap. 7-stent placement, 8-epi injection, 9
-gold probe, 10-stent placement, 11-tattoo), interven-
tion success, final colon diagnosis, repeat colonosco-
py recommended, reason for repeat colonoscopy rec
(1=inadequate prep, 2=on anticoagulation, 3=recent
GI bleed, 4=polyp surveillance, 5=other). The elec-
tronic medical record was reviewed to identify the
type of bowel preparation ordered. Nursing entries
in the electronic record were likewise reviewed to
determine whether split or straight dose bowel pre-
paration was administered and at what time.

Statistical analysis

Descriptive statistics are reported as proportions
for categorical variables and as mean + standard de-
viation and range for continuous variables. The data
set was analyzed using JMP statistical software (SAS
institute). Appropriate statistical analysis methods
were used including ¢ test, ANOVA, logistic regres-
sion, and chi-square test. A P value <0.05 was consi-
dered statistically significant.
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Statement of ethics

This study protocol was reviewed and appro-
ved by the Yale School of Medicine Institutional
Review Board on 11/12/2019, approval number
MODO00026209.

RESULTS

Demographics

A total of 189 hospitalized patients were evalu-
ated in this study. The average age was 65.8+14.4
(range: 20-96) years, 48% were female, and 68%
self-reported as Caucasian. The average BMI was
28.1+6.9 (range: 13.3-54.5) kg/m? 38% had a BMI
greater than or equal to 30 and were considered
to be obese. Hospital length of stay was 7.8+7.7
(range: 1-47) days. Regarding medical comorbidi-
ties, 47% had a diagnosis of diabetes mellitus, 40%
self-reported chronic constipation, 17% had prior
CVA, 10% had dementia, 12% had cirrhosis, and
14% had previous colorectal surgery. None of these
patients carried a diagnosis of Parkinson’s disease.
Only one patient had a history of previous poor
bowel preparation (TABLE 1).

TABLE 1. General demographics.
Age (mean +£SD) (range) years 65.8+14.4 (20-96)
Sex (female %) 48%
Race (white%, black %) 68% (126) — 24% (45)
BMI (mean +£SD) (range) kg/m? 28.1+6.9 (13.3-54.5)

Obesity % 38% (72)
LoS (mean +SD) (range) days 7.8+7.7 (1-47)
Diabetes mellitus % 47% (89)
Chronic constipation % 40% (75)
Stroke 17% (33)
Dementia 10 % (18)
Cirrhosis 12 % (22)
Colorectal surgery 14% (27)

BMI: body mass index.

Procedure characteristics

Among the colonoscopies performed, 26% oc-
curred in the morning versus 74% in the afternoon.
The overall average procedure duration time was 33
minutes +16 (10-97) minutes. Cecal intubation was
achieved in 95% of patients while only 75% were
reported to have adequate bowel preparation, with
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60% receiving straight dose PEG versus 40% recei-
ving split-dose. Mean hours from the last dose of
PEG regardless of split vs straight dose was 10.6
hours. Mean BBPS score was 6.9+1.9 (3-9) points.
Aronchick Score was 2.6x1.1 (1-4) points. Adequacy
of bowel preparation was reported in all patients,
while BBPS was assessed in 135 patients and Aron-
chick scale in 54 patients. Aronchick score was in
complete concordance with total BBPS (2<0.0001).
In the initial analysis, patients with adequate bowel
preparation had significantly higher rates of cecal in-
tubation (£<0.0028) (TABLE 2).

TABLE 2. Procedure characteristics.
AM/PM colonoscopy 48 (26%) — 140 (74%)
Straight/split 114 (60%) — 75 (40%)

Hours from last dose of PEG

(mean +SD) (range) 10.6+4.2 (4-22)

Procedure duration (mean +SD)
(range) 33+16 (10-97)
Cecal intubation

BBPS (mean +SD) (range)

Adequate preparation

95% (176)
6.9+1.9 (3-9)
75% (142)

The most common indication reported for co-
lonoscopy was GI bleeding (48%), anemia (23%),
diarrthea (14%), suspicion for malignancy (7%) and
abdominal pain (6%). The most common findings
on colonoscopy were polyps (42%), diverticulosis
(35%), hemorrhoids (31%), colitis (8%), appearance
consistent with malignancy (8%), vascular lesions
(8%). Colonoscopy was reported normal in 15% of
cases (29 cases). No diagnosis was reported in 3% of
cases (7 cases) due to poor bowel preparation. Inter-
vention was performed in 100 patients with biopsy
being the most common, followed by polypectomy.
Repeat colonoscopy was recommended in 41 pa-
tients (22%) with polyp surveillance being the most
common reason (26 patients), followed by inadequa-
te bowel preparation (15 patients).

Factors affecting BBPS

A subgroup analysis was performed to evalua-
te the 135 patients who were evaluated for bowel
preparation with BBPS. Age was inversely related
to BBPS in total and individual colon segments but
was not statistically significant (total score: P=0.0919,
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left colon score: P=0.0876, transverse colon score:
P=0.1681, right colon score: P=0.3157). Duration in
hours between last administration of bowel prepara-
tion and procedure start time was inversely related to
BBPS score (P<0.0046), though did not affect proce-
dure duration (P=0.1122). Successful cecal intubation
was positively associated with higher left colon score
(P=0.0446), transverse colon score (P=0.0467), total
BBPS (P=0.0392), but it was not associated with right
colon score (P=0.1122).

There was no relationship between BBPS and BMI,
length of stay, need for repeat procedure, or self-re-
ported chronic constipation. Further, history of chro-
nic constipation did not clinically or statistically affect
duration of procedure with a total difference between

TABLE 3. Categorized BBPS score.
BBPS>6 BBPS <6 P-value

Factor General

BBPS =7 BBPS <7 P-value BBPS =8

the two groups less than one minute (P=0.7321). Ho-
wever, opiate use significantly reduced the adequacy
of bowel preparation (P=0.0001) and inversely affec-
ted cecal intubation, but did not reach statistical sig-
nificance (P=0.5967). This resulted in decreased total
and all subsegment BBPS (<0.0001).

Patients were further subdivided into BBPS <6
and =6, as well as BBPS >7 and BBPS >8. Patients
who had taken split dose bowel preparation had sta-
tistically significantly higher BBPS in all three groups,
and the duration of time from last dose of bowel pre-
paration was inversely related to total BBPS. Howe-
ver, there was no statistical difference between the
duration of the procedure or cecal intubation among
the subgroups (TABLE 3).

BBPS <8 P-value

Age 65.8+14.4 65.3+14.9 66.9:8.9 0463 64.4:162 67.3:9.9 0192 635:165 67.6£10.8 0.087
Sex (F) 48% 50% 39% 0.395 50% 46% 0.727 51% 46% 0.607

Race (W) 68% 74% 61%  0.0379 69% 74% 0.669 66% 76% 0.830

BMI 28169  28.9+7  29.3x7.2 0789  205:7.2 285:6.8 0421 28.8:85 293:7.1  0.694

Obesity 38% 43% 43% 0.989 44% 42% 1.000 42% 44% 0.862

é?;ygztoosf) 78+7.7  7.6+7.5 94x11.2 0419  7.7+7.9  85x91 0612  82+85  7.8+84  0.759

DM 47% 44% 57% 0.287 41% 54% 0.162 42% 51% 0.301

Opioids 12% 6% 43%  <0.0001 5% 25%  0.0016 6% 20%  0.0224
cC 40% 35% 50% 0.188 42% 32% 0.214 46% 30% 0.982

Stroke 17% 18% 21% 0.784 19% 18% 0.827 20% 17% 0.824
Dementia 10% 10% 3% 0.458 13% 4% 0.071 14% 4% 0.069

Cirrhosis 12% 10% 21% 0.121 8% 19% 0.064 9% 16% 0.305

gg:gfr‘;ta' 14% 12% 21% 0.227 9% 21% 0.077 1% 17% 0.329
AM % 26% 26% 21% 0.807 29% 21% 0.422 32% 19% 0.078
Straight % 60% 50% 82% 0.002 45% 72%  0.0027 43% 68%  0.0033
g‘;f[jsozigce 10.6+4.2 1039  11.7#45 0088  9.7+39 11142 0.033 92:37  11.4x42 0.0029
Duration 3316 35+14 3423  0.832 36+15 33+19 0323  36+14 34+18 0515
Cecal 95% 100% 96% 0.203 100% 98% 0.421 100% 99% 1.000
intubation

BBPS: Boston Bowel Preparation Score; DM: diabetes mellitus; CC: chronic constipation; BMI: body mass index; AM: morning.
135 were scored using BBPS. 28 people had BBPS <6 while 107 were above, 57 with BBP <7 and 78 above, and 65 with BBPS <8 and 70 above.

Bolded P-values indicate those that were statistically significant (P<0.05).
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Split dose versus straight dose PEG

The final subgroup analysis compared the 114
patients who took straight dose PEG versus the 75
patients who took split-dose PEG. Patient demo-
graphics varied in these two groups, with patients
administered split-dose PEG significantly younger
(62.3+16.4 versus 68.1+12.4 years, P=0.0057), more
likely male (61% versus 46% P=0.0382), and less li-
kely to have dementia (4% versus 13%, P=0.0429).

The duration between the last dose of PEG and
procedure start time was significantly longer in
straight dose versus split dose (12.1+4.3 hours ver-
sus 8.5+2.9 hours, P<0.0001). However, procedure
duration was longer by an average of 7 minutes in
the split dose group (P=0.0197). Bowel preparation
was reported as adequate in 89% of the split dose
group versus 66% in the straight dose (£=0.0003).
Inadequate bowel preparations were documented
in 34.2% of the straight-dose group and 10.7% in
the split-dose group (P<0.001). BBPS was higher in
split dose compared to straight dose (7.7+1.5 versus
6.3+0.7, P<0.0001). Aronchick score was likewise hi-
gher in the split dose group (2.7+1.2 versus 2.4+0.7,
P<0.0001) (TABLE 4).

DISCUSSION

In this study we investigated the effects of various
factors on the quality and outcomes of inpatient co-
lonoscopies with a specific focus on the role of split
versus straight dose preparation and subsequent bo-
wel preparation scores. We also sought to address
the paucity of data regarding optimal preparation for
inpatient colonoscopies compared to outpatient scre-
ening colonoscopies given there is a two-fold higher
rate of failed bowel preparation in hospitalized pa-
tients reported in the literature“?.

There were several patient factors associated with
poorer bowel preparation in the inpatient setting
that were similar to the data on bowel preparation
in outpatient colonoscopies. Use of opiates was as-
sociated with significantly reduced bowel prepara-
tion. This is likely secondary to reduced motility from
binding of opioid receptors in the gastrointestinal
tract, as has been extensively documented in the li-
terature“®. African-American patients were found to
have lower BBPS scores; however, this is confoun-

IEZH Arq Gastroenterol 2023, v. 60 n° 1 e jan/mar

TABLE 4. Demographics and BBPS in split versus straight dose
preparation groups.

Straight Split P-value

Age (mean +SD)
(range) years

Sex (female %) 54% 39% 0.0382
Race (white%) 72% 63% 0.450

BMI (mean +SD)
(range) kg/m?

Obesity % 39% 36% 0.649
LoS (mean +SD)

68.1+x12.4 62.3+16.4 0.0057

28+6.4 28.4+7.6 0.689

(- 7.2+7 8.7+8.6 0.213
Diabetes mellitus % 48% 45% 0.766
Chronic constipation % 40% 39% 0.879
Stroke 18% 17% 1.000
Dementia 13% 4% 0.0429
Cirrhosis 12% 1% 0.819
Colorectal surgery 15% 13% 0.834
Opioids 11% 13% 0.644
AM colonoscopy 26% 24% 0.864

Hours from last dose

of PEG (mean +SD) 12.1+4.3 8.4+29  <0.0001

(range)

F%ZZ?E?D‘;TEEZZ) 30416 37416 0.0197
Cecal intubation 96% 95% 0.740

(T::E;)BPS (mean£50) — g3.5 77415  <0.0001
BBPS >7 37% 63% 0.0033
BBPS >6 46% 73% 0.0027
BBPS >5 70% 92% 0.0024
Aronchick score 2.7+1.2 2.4+0.7 <0.0001
Adequate prep 66% 89% 0.0003

BBPS: Boston Bowel Preparation Score; PEG: polyethylene glycol; BMI:
body mass index; AM: morning.
Bolded P-values indicate those that were statistically significant (P<0.05).

ded by the sample population having increased ra-
tes of inpatient opiate use. Chronic constipation was
self-reported by 40% of our patients without use of
Bristol stool chart, which is higher than the 16% pre-
valence in the general population; however, this did
not affect BBPS or duration of procedure in contrast
to this association with outpatient colonoscopies®”.
The prevalence of diabetes mellitus, cirrhosis, and
previous colorectal surgery were higher among pa-
tients with lower quality bowel preparation, but this
did not reach statistical significance. Lastly, patients
with dementia unexpectedly had higher quality pre-
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paration scores, though not statistically significant.
This could potentially be explained by closer obser-
vation by clinical staff to ensure ingestion of PEG,
but this has not been validated.

The procedure characteristic associated with im-
proved bowel preparation was shorter duration be-
tween last administration of PEG. This study in parti-
cular had a longer duration between the last dose of
PEG and procedure initiation (10.6 hours) compared
to other similar studies, which is likely attributable to
74% of procedures being performed in the afterno-
on18303Y Patients receiving split-dose PEG were sho-
wn to have significantly shorter durations between
administration of the last dose of PEG.

Split-dose PEG was also independently associa-
ted with higher bowel preparation adequacy, BBPS,
and Aronchick scores in all subgroups. Rates of ce-
cal intubation were consequently higher in patients
with higher preparation scores, and thus increased
in patients who received split-dose. Of note, patients
who received split-dose PEG were statistically youn-
ger by 7 years. It is unclear whether this is clinically
significant, but it could reflect a selection bias due
to perceived tolerability predicted by the ordering
providers. Conversely, inadequate bowel prepara-
tions were documented in the straight-dose group
at a three-fold higher rate than the split-dose group.
Based on this study population, split-dose prepara-
tion was not adopted as gastroenterologists’ choice
of preparation, as it was only ordered for 40% of
patients. These data were limited by inconsistencies
in nursing documentation and medication reconci-
liation orders and thus a concrete determination of
feasibility cannot be assessed. However, the fact that
split-dose was administered to 40% of patients as
confirmed by nursing notes and order reconciliation
and yielded profoundly improved bowel preparation

in hospitalized patients shows that it is preferable
and anecdotally suggests it may be more feasible
than previously considered. Overall, this data de-
monstrates that split-dose bowel preparation with
PEG is superior to straight dose preparation for inpa-
tient colonoscopies.

While there were some minor differences in
the demographics of the patients evaluated in this
study which could affect generalizability, the data
overwhelmingly shows that split-dose PEG is effica-
cious, leading to enhanced bowel preparation and
subsequent quality indices of successful colonosco-
pies. Given these findings, it is germane that inter-
ventions should be developed to increase the use
of split-dose bowel preparation for inpatient colo-
noscopies and shift the culture of ordering practices
among gastroenterologists regarding bowel prepara-
tion in hospitalized patients.
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Magier S, Jahandideh D, Pourmorady J, Masoud A. O preparo intestinal em dose dividida é superior a dose direta em pacientes

hospitalizados submetidos a colonoscopia hospitalar. Arq Gastroenterol. 2023;60(1):39-47.

RESUMO — Contexto — Hi uma taxa duas vezes maior de colonoscopia com falha secundaria ao preparo intestinal inadequado entre

pacientes hospitalizados versus ambulatoriais. O preparo intestinal em dose dividida é amplamente utilizado em ambulatério, mas
geralmente nao foi adaptado para uso entre a populacao hospitalar. Objetivo — O objetivo deste estudo ¢é avaliar a eficicia da
preparacio do intestino de polietilenoglicol (PEG) em dose tnica versus doses separadas para colonoscopias hospitalares e deter-
minar caracteristicas adicionais do procedimento e do paciente que promovam a qualidade da colonoscopia do paciente internado.
Métodos — Um estudo de coorte retrospectivo foi realizado em 189 pacientes que foram submetidos a colonoscopia hospitalar e
receberam 4 litros de PEG como dose dividida ou direta durante um periodo de 6 meses em 2017 em um centro médico académico.
A qualidade do preparo intestinal foi avaliada usando-se o Boston Bowel Preparation Score (BBPS), o Aronchick Score, e relatério
sobre a adequacao do preparo. Resultados — O preparo intestinal foi relatado como adequado em 89% do grupo de dose dividida
versus 66% no grupo de dose direta (P=0,0003). Preparacdes intestinais inadequadas foram documentadas em 34,2% do grupo de
dose tnica e 10,7% do grupo de dose dividida (£<0,001). Apenas 40% dos pacientes receberam PEG em dose fracionada. O BBPS
médio foi significativamente menor no grupo de dose direta (total: 6,32 vs 7,73, P<0,001). Conclusdao — O preparo intestinal em
dose dividida é superior ao preparo de dose tnica em todas as métricas de qualidade relacionadas para colonoscopias sem tria-
gem e foi adequadamente realizado no ambiente de internacio. As intervencoes devem ser direcionadas para mudar a cultura das
priticas de prescricdo de gastroenterologistas para o uso de preparacao intestinal em dose dividida para colonoscopia hospitalar.
Palavras-chave — Colonoscopia hospitalar; preparo intestinal; resultados do paciente; melhoria da qualidade; doenca colorretal.
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