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ABSTRACT

BACKGROUND: Proper fecal tagging allows for high-quality computed tomography colonography. However, there is no single
tagging scheme. Therefore, the effects of a contrast enhancement regimen on fecal tagging should be evaluated.

AIM: This study aimed to compare the quality of single-dose fecal tagging with that of split-dose fecal tagging with iohexol
during computed tomographic colonography and to assess the impact of these regimens on procedure tolerability.

METHODS: In this retrospective, selective, single-center study, the patients were divided into two groups based on whether
they received single-dose (group 1) or split-dose (group 2) fecal tagging. Both groups received 50 mL of the iodine-containing
contrast agent iohexol, with iodine concentration of 350 mg/mL. The residual liquid density was assessed using three
parameters: maximum, minimum, and mean values. Additionally, the residual fluid homogeneity was assessed by calculating
the mean standard deviation within the region of interest. Tolerability of preparation for colonography was assessed using
a 10-point visual analog scale.

RESULTS: The final sample included 338 patients: 116 ingroup 1and 222 in group 2. The mean, minimum, and maximum density
values in group 2 were significantly higher than those in group 1: 943 [722; 1245], 753 [525; 1082], and 1079 HU [801; 1456]
versus 681 [420; 907], 570 [374; 820], and 825 HU [496; 1154], respectively (p < 0.001). The residual fluid homogeneity was
significantly higher in group 2 than in group 1: 59 [46; 78] versus 67 HU [54; 81] (p=0.012). Group 2 showed a significantly lower
subjective difficulty of preparation than did group 1: 4 [2; 6] and 5 [4; 7], respectively (p = 0.004).

CONCLUSION: A single dose of 50 mL of iohexol (iodine concentration: 350 mg/mL) provides higher-quality fecal tagging
than a split-dose provides because of higher residual fluid density with maintained homogeneity. Moreover, single-dose
tagging was found to be more tolerable.
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CpaBHeHMe KayecTBa O HO3TANHOU M ABYX3ITaNHOM

MapKUPOBKMU 0CTaTOYHOI0 KULLUEYHOr0 COAEpPXKUMOro
WOreKcoNoM Npu KOMNbIOTEPHOU ToMorpadpuyecKon
KonoHorpaguu
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AHHOTALLUA

060cHoBaHMe. MapKUpOBKa 0CTATOYHOMO KULLEYHOTO COLEPHUMOro UrPaeT peLLaioLLyto posib B 06ecneyeHnn BbICOKOTO Ka-
YecTBa KOMMbIOTEPHON TOMOrpaduyecKoii KonoHorpaguu. 0fHaKo He CyLecTBYeT eUHON CXEMbI er0 MapKUPOBKU. B cBs3n
C 3TMM LenecoobpasHo U3y4nTb BAMSHWUE CXEMbI MPUEMA KOHTPACTHOrO npenaparta Ha KavyecTBO MapKUPOBKW OCTATOYHOIO
KULLEYHOT0 COAEPUMOTO.

Lienb uccnepoBanus. CpaBHeHe KayecTBa 0OHO3TAMHOW U ABYX3TaMHOW MapKUPOBKM OCTAaTOYHOIO KULLEYHOTO COAEpHUMO-
ro OreKcooM Npu KOMMbIOTEPHOH TOMOrpadmyecKon KonoHorpadmm v oLeHKa UX BIUAHUS Ha NEPEHOCMMOCTb NOAr0TOBKM
Yy NaLMeHTOB.

Metoabl. [lpoBesieHO peTpocneKTMBHOE BbIBOPOUHOE OJHOLIEHTPOBOE MccnepoBaHue. ChopMmUpPoBaHO ABe rpynnbl NaLmMeH-
TOB: C ABYX3TanHoi (1-a rpynna) 1 0AHO3TanHOM (2-5 rpynna) MapKUPOBKOI 0CTaTOYHOO KULLEYHOT0 coaepxuMoro. B obemx
rpynnax NpUMEHANM MOACOAEPIKALLMIA KOHTPACTHBIA npenapart iorekcon B fo3e 50 Mn (KoHueHTpauums iioga 350 mr/mn).
OueHKy MNOTHOCTM OCTaTOYHOM XUAKOCTU NPOBOAMIM MO TPEM MOKa3aTensM: MaKCUManbHOMY, MUHUMANbHOMY U CpeHeMy
3HayeHu0. [OMOreHHOCTb pe3nayanbHoi HUAKOCTV ONPefeNsfM KaK cpefHee apudMeTUUYeCKoe 3HAYeHWe CTaHApTHOro
OTKNIOHeHUs B 0bnacTu uHTepeca. lepeHocMMocTb NOAroToBKK oueHvBanu no 10-6annbHol BU3yanbHO-aHaNoroBo LWKane.
Pesynbtatbl. B utorosyio BbibopKy BKtoumnu 338 naumeHtos: 1-a rpynna (n=116); 2-a rpynna (n=222). 3HauyeHus cpef-
Hel, MUHUMaNbHOM W MaKCMManbHOW MJIOTHOCTU BO 2-W rpynne ObinM CTaTMYeCKM 3HauMMo Bbiwe, YeM B 1-i rpynne:
943 [722; 1245], 753 [525; 1082] v 1079 HU [801; 1456] npotus 681 [420; 907], 570 [374; 820] n 825 HU [496; 1154] cooTBeT-
cTBeHHO, p <0,001. OcTaToyHas XMAKOCTb BO 2-1 rpynne Bbla CTaTUCTUYECKM 3HAUMMO Boniee roMoreHHas, YeM B 1-i rpynne:
59 [46; 78] npotue 67 HU [54; 81], p=0,012. CybbeKkTMBHOE OLLYLLEHWUE TAXECTM NOATOTOBKYM ObINO CTAaTUCTUYECKN 3HAYUMO
MeHbLLE BO 2-1 rpynne no cpaBHeHUio ¢ 1-1 rpynnoit: 4 [2; 6] u 5 bannos. [4; 7] cooTBeTcTBEHHO (p=0,004).

3aksnoyeHmne. OgHOKpaTHbLIA NpUEM iiorekcona B fo3e 50 Mn (KoHueHTpaumsa oga 350 Mr/mn) obecneunBaeT bonee Bbico-
KOE KauyeCTBO MapKUPOBKM OCTATOYHOMO KULLEYHOTO COLEPKVUMOTO U KUAKOCTM M0 CPABHEHMIO C €ro JBYKPATHBIM NPUEMOM,
yTo 06YCNIOB/IEHO MOBBILLEHUEM MAOTHOCTHBIX XapaKTEPUCTUK OCTAaTOYHOW KWAKOCTW MPU COXPaHEHWW eé rOMOTeHHOCTH.
KpoMe Toro, 0aHO3TanHas MapKUPOBKa XapaKTepuU3yeTcs NyyLIen NepeHOCUMOCTbH) MaUMEHTaMM.

KnioueBble cnoBa: KoMMbloTepHas ToMorpadmyeckas KONOHOrpadusi; KOMMbloTepHash ToMorpadus;  iorexcon;
KOJOPEKTaNbHbI paK.
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BACKGROUND

Proper fecal tagging is crucial for effective computed
tomography colonography (CT colonography) [1, 2]. Previous
research shows that fecal tagging substantially increases
the detection rate of colorectal neoplasms measuring 6 mm
or larger on CT colonography [3]. Along with laxatives
and a low-residue diet, tagging is an essential part
of preparing for CT colonography [2, 4]. Proper tagging is also
required for electronic cleansing algorithms that digitally
subtract tagged contents from the large intestine lumen
to enable continuous endoluminal 3D imaging [5].

Water-soluble iodinated contrast agents are superior
to barium sulfate agents for achieving homogeneous tagging
and do not affect the quality of same-day colonoscopies [6].
Consequently, iodinated contrast agents such as meglumine
diatrizoate, sodium diatrizoate, and iohexol are the most
commonly used for fecal tagging worldwide [1]. Non-ionic
iohexol has several advantages over ionic meglumine
diatrizoate. lohexol is safer, more palatable, and more
affordable in many countries [7]. In contrast, diatrizoate has
an unpleasant taste and can cause nausea, abdominal cramps,
and diarrhea because of its high osmolarity [8]. Furthermore,
iohexol has been reported to provide superficial contrast
coating of the polyp mucosa, improving the sensitivity of CT
colonography in the detection of flat polyps [9].

Despite the numerous techniques for fecal tagging,
there is no single strategy [10]. Some authors recommend
single-dose tagging [4, 7, 8, 11], while others prefer
a split-dose procedure [10-13]. However, there are no
standardized criteria for tagging quality. The optimal
residual fluid attenuation is generally considered to be
above 400-500 Hounsfield units (HU) [7, 14], and the minimum
acceptable level is 200 HU [14]. Current electronic
cleansing algorithms operate at residual fluid attenuation
level of greater than 250 HU [15]. Tagging homogeneity
and fluid volume are also used as quality criteria when
preparing for colonoscopy [4]. Therefore, it is relevant
to assess the impact of the contrast regimen on tagging
quality. This means to evaluate the minimum, maximum,
and mean residual fluid attenuation; compare these levels
with CT colonography benchmarks and electronic cleansing
thresholds; and assess fluid homogeneity and volume.
Furthermore, the impact of tagging regimens on preparation
tolerability should be evaluated. Bellini et al. [16] consider
the preparation stage to be the most burdensome for patients.

Our clinic successively used two fecal tagging regimens,
both of which involved 50 mL of ichexol, an iodinated
contrast agent with a concentration of 350 mg I/mL. The first
split-dose regimen was used until September 2020. Then, we
switched to the second single-dose regimen.

AM

To compare the quality of single-dose and split-dose fecal
tagging with iohexol in CT colonography, as well as to assess
the impact of these regimens on preparation tolerability.
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METHODS
Study Design

This was a retrospective, sample-based, single-center
study.

Study Setting

The study included patients who underwent CT
colonography at Outpatient Clinic No. 3 of the Presidential
Executive Office of the Russian Federation from August 2017
to May 2023.

Eligibility Criteria
Inclusion criteria:
« Full preparation for colonoscopy, including diet, laxatives,
and fecal tagging;
» A completed questionnaire.
Non-inclusion criteria: History of surgery for colorectal
cancer.

Study Duration
The study period was from August 2017 to June 2024.

Group Analysis

The study included two groups:
 Group 1: CT colonography with split-dose ichexol tagging
in a clinical setting from August 2017 to September 2020;
» Group 2: CT colonography with switch to single-dose
tagging in a clinical setting from September 2020
to May 2023.

Computed Tomography Colonography

Preparation for computed tomography colonography

Preparation included:
o diet,
laxatives, and
« fecal tagging.

Both groups received 50 mL of oral iohexol (350 mg I/mL)
for fecal tagging. For split-dose tagging, 500 mL of water
was used to dilute iohexol. Patients took half of the resulting
solution at 17:00 the day before the procedure, after beginning
preparation with a laxative. The other half of the solution
was taken at 21:00-22:00, after completing preparation
with a laxative. For single-dose tagging, 250 mL
of water were used to dilute iohexol. Patients took the entire
volume of the resulting solution at 21:00-22:00 the day
before the procedure, after preparation with a laxative.

The preparation was otherwise the same for both groups
and included a low-residue diet and the use of a laxative (2 L
of polyethylene glycol combined with ascorbic acid) the night
before the procedure. Patients were instructed to avoid solid
food on the day of the procedure. All patients underwent CT
colonography at 08:00-11:00 on the day following completion
of preparation. Antispasmodics were not used for preparation.
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Computed tomography colonography procedure

All CT colonographies were performed according
to the consensus guidelines of the European Society
of Gastrointestinal and Abdominal Radiology (ESGAR) [2]. Prior
to CT scans, patients were instructed to empty their bowels
until no solid or loose stool remained. The large intestine
lumen was inflated using manual room air insufflation.
Scans were performed in two positions: supine and prone.
If adequate colon distension was not achieved in these two
positions, an additional scan was performed in the lateral
decubitus position after further air insufflation.

Equipment

CT colonography was performed using the same low-dose
scanning parameters on two scanners: GE Lightspeed® 16
and GE Lightspeed® VCT 64 (both from GE Healthcare, USA).
The settings were 120 kV (140 kV for overweight patients)
and 50-75 mAs with current modulation along the Z-axis.
Detector collimation was 64 mm x 0.625 mm, tube rotation time
was 0.6 s, pitch was 1.375, and reconstructed section thickness
was 1.25 mm. Patients were randomly assigned to CT scanners
depending on the workload of each apparatus. The images
were reconstructed using the Adaptive Statistical Iterative
Reconstruction (ASiR®) algorithm (GE Healthcare, USA).

Main Study Outcome

Comparison of single-dose and split-dose fecal tagging
with ichexol in CT colonography.

Additional Study Outcome

Comparison of the tolerability of preparation for CT
colonography using different fecal tagging regimens.

Outcomes Registration

Evaluation of computed tomography colonography images
and tagging quality

A combination of parameters was used to evaluate
the quality of fecal tagging:

o Residual fluid attenuation;

+ Residual fluid homogeneity;

« Percentage of scans with mean residual fluid attenuation
of less than 250 HU (the lowest threshold for using
electronic cleansing algorithms);

» Mean residual fluid attenuation of <400 HU (the lowest
optimal level);

 Residual content volumes in six large intestine segments
(rectum, sigmoid, descending, transverse, and ascending
colon, and cecum).

Anonymized images were transferred for evaluation
on the Advantage Workstation® 4.5 (GE Healthcare, USA)
with specialized software for processing CT colonography
scans (Colon VCAR®, GE Healthcare, USA). Two radiologists,
one with two years of experience and the other with 11 years
of experience, interpreted the images. Residual fluid attenuation

Vol 6 (3) 2025
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was assessed using maximum, minimum, and mean levels,
which were calculated as arithmetic means of measurements
across the three most representative segments of the large
intestine. The regions of interest for attenuation measurements
were adjusted to include as much of the tagged fluid
as possible while excluding other structures [8]. A previously
developed method was used to quantitatively assess residual
fluid homogeneity, calculating it as the arithmetic mean
of the standard deviation in the three most representative
segments of the region of interest [17]. Residual content volumes
in six large intestine segments (rectum, sigmoid, descending,
transverse, and ascending colon, and cecum) were assessed
using a previously developed four-point visual analogue scale
(VAS): 4, no fluid or stool; 1, maximum residual content;
2-3, intermediate values [18]. Then, the total residual content
score was calculated by summing the scores for each segment
of the large intestine. Two-dimensional images were used
for the visual assessment. The recommended window settings
for CT colonography included a width of 2000 HU and a level
of 0 HU.

Perceived difficulty of preparation for computed
tomography colonography

The impact of switching tagging regimens on perceived
difficulty of preparation was additionally evaluated. A standard
questionnaire with a 10-point VAS was used to evaluate
perceived difficulty of preparation before CT colonography.
The questionnaire also asked about potential adverse effects
of the preparation, such as nausea, vomiting, abdominal pain,
weakness, dizziness, and sleep disturbances. Two additional
parameters were evaluated: number of stools and willingness
to repeat the procedure. Patients with a history of colonoscopy
were asked to specify which preparation was easier: for CT
colonography, for colonoscopy, or no difference.

Ethics Approval

The study was approved by the local Ethics Committee
of Outpatient Clinic No. 3 (Minutes No. 1-06-2017 of June 29,
2017).

Statistical Analysis

Sample size calculation: The Lehr formula was used
to calculate the required sample size (with a power of 80%).

Statistical methods: After normality testing, we compared
the groups using the Mann-Whitney U test for quantitative
variables and the Pearson's chi-squared test for categorical
variables. The quantitative data are presented as Me [Q1; Q3],
where Me is the median, Q1 is the first quartile,
and Q3 is the third quartile. The qualitative data are presented
as absolute and relative values. Differences were considered
significant at p < 0.05. The Cohen's kappa coefficient was
used to assess inter-rater agreement. The agreement
was considered satisfactory or good if k was 0.40-0.75,
and excellent if k was >0.75. Jamovi® v.2.3.28 (The Jamovi
Project, Australia) was used to perform all calculations.
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RESULTS

Sampling

Figure 1 shows the sampling sequence in the study.

Sample Characteristics

The final sample included 338 patients: 137 men (40.5%)
and 201 women (59.5%). The median age was 73 [60; 80]
years. Group 1 included patients who underwent split-dose
fecal tagging (n = 116), and group 2 included patients who

1012 patients
(424 SpDT + 528 SDT)

623 patients
did not complete
the questionnaire

Vol. 6

23 patients violated
the preparation
regimen

28 patients had
a history of surgical
treatment

for colorectal cancer

o

| Group 1 (n=116) |

Fig. 1. Sampling sequence in the study. CRC, colorectal cancer;
SDT, single-dose tagging; SpDT, split-dose tagging.

338 patients

| Group2(n=222) |

Table 1. Key characteristics of patients and changes across groups

(3) 2025 Digital Diagnostics

underwent single-dose fecal tagging (n = 222) (see Fig. 1).
The pooled study sample had a total of 38 polyps measuring
6—9 mm, 13 polyps measuring =10 mm, and 4 cases
of colorectal cancer. There were no significant intergroup
differences in detection rates of colorectal neoplasms
(p > 0.05). The polyp detection rate was 15%. Diverticular
disease was reported in 241 patients (71.3%), with 161 having
multiple diverticula (47.6%) (see Table 1).

Primary Results

Table 2 shows quality assessment results for fecal
tagging. The mean, minimum, and maximum residual fluid
attenuation levels in group 2 were all significantly higher
than in group 1 (p < 0.001; see Table 2). Figure 2 shows
box plots of fecal tagging quality parameters depending
on the tagging regimen. The residual fluid in group 2 was
significantly more homogeneous than in group 2 (p = 0.012;
see Table 2). Figure 3 shows a box plot of homogeneity
parameters depending on the tagging regimen. The mean
attenuation level of <400 HU was observed significantly
less frequently in group 2 than in group 1 (p < 0.001; see
Fig. 4). Good inter-rater agreement was demonstrated
in assessing residual fluid attenuation parameters (k = 0.72;
95% confidence interval, 0.67-0.76).

Secondary Results

The perceived difficulty of preparation, as measured
by 10-point VAS scores, was significantly lower in group 2
than in group 1 (p = 0.004; see Fig. 5). There were

Group 2, n =222 |

Characteristics Group 1,n=116 | p-value
Age, years 75 [68; 801 71 [55; 80] 0.003*
Male-to-female ratio, n 38/78 99/123 0.035
Polyps: 69 mm, n (%) 15(12.9) 23 (10.4) >0.05
Polyps: =10 mm, n (%) 7(6) 6(2.7) >0.05
Colorectal cancer, n (%) 1(0.9) 3(1.4) >0.05
Diverticular disease, n (%) 96 (82.8) 145 (65.3) <0.001*
Multiple diverticula, n (%) 7 (61.2) 90 (40.5) <0.001*

Note. The quantitative data are presented as Me [Q1; Q3], where Me is the median, Q1 is the first quartile, and Q3 is the third quartile. The Mann-Whitney U
test was used to compare quantitative data and the Pearson's chi-squared test was used to compare qualitative data. * Differences are significant.

Table 2. Fecal tagging quality across groups

Parameters Group 1, n=116 Group 2, n=222 p-value
Mean attenuation, HU 681 [420; 907] 943 [722; 1245] <0.001*
Maximum attenuation, HU 825 [496; 1154] 1079 [801; 1456] <0.001*
Minimum attenuation, HU 570 [347, 820] 753 [525; 1082] <0.001*
Homogeneity, HU 67 [54; 81] 59 [46; 78] 0.012
Mean attenuation: <250 HU, n (%) 9(78) 0(0) <0.001*
Mean attenuation: <400 HU, n (%) 24(20.7) 5(23) <0.001*

Note. The quantitative data are presented as Me [Q1; Q3], where Me is the median, Q1 is the first quartile, and Q3 is the third quartile. The Mann-Whitney U
test was used to compare quantitative data and the Pearson's chi-squared test was used to compare qualitative data. * Differences are significant.
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Fig. 2. Box plots of fecal tagging quality parameters: a, mean residual fluid attenuation; b, maximum residual fluid attenuation; ¢, minimum
residual fluid attenuation. SDT, single-dose tagging; SpDT, split-dose tagging.
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Fig. 3. Box plot of residual fluid homogeneity parameters SpIDT SoT
(standard deviation in Hounsfield units in the region of interest). Tagging regimen

ST, single-dose tagging; SpDT, split-dose tagging. Fig. 4. Bar chats of residual fluid attenuation frequencies of

<400 HU and >400 HU. SDT, single-dose tagging; SpDT, split-dose

tagging.

10.01
754 no significant differences in the number of stools or
g in willingness to repeat the procedure. Furthermore, there
S 5.04 were no significant intergroup differences in the incidence
v of abdominal pain, nausea, vomiting, weakness, dizziness, or
2.51 bloating during preparation for CT colonography (see Table 3).

0.0, - - DISCUSSION
SpDT SDT
Tagging regimen Summary of Primary Results

Fig. 5. Box plot of visual analogue scale scores for perceived Our retrospective study showed that single-dose
difficulty in preparation. SDT, single-dose tagging; SpDT, split-dose  fecal tagging was superior to split-dose tagging. The key
tagging. advantages of single-dose tagging were improved residual

Table 3. Tolerability of preparation for computed tomographic colonography across groups

Parameters Group 1,n=116 Group 2, n=222 p-value
Perceived difficulty in preparation, scores 514, 7] 412; 6] 0.004*
Willingness to repeat the procedure, n (%) 85 (73.3%) 181 (81.5) >0.05
Abdominal pain, n (%) 24.(20.7) 61 (275) >0.05
Nausea and vomiting, n (%) 17 (14.7) 36(16.2) >0.05
Weakness or dizziness, n (%) 17 (14.7) 48 (21.6) >0.05
Bloating, n (%) 37(31.9) 71(32.3) >0.05

Note. The quantitative data are presented as Me [Q1; Q3], where Me is the median, Q1 is the first quartile, and Q3 is the third quartile. * Differences are significant.
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Fig. 6. Representative computed tomography colonography image with single-dose fecal tagging using 50 mL of iohexol (350 mg I/mL).
Mean residual fluid attenuation in the large intestine was 1228 HU. g, the axial image in the prone position shows an 8-mm ascending
colon polyp (arrowhead) near the ileocecal valve; b, in the prone position, the polyp is submerged under a layer of tagged residual

fluid (arrow) but remains clearly visible; ¢, 3D endoluminal reconstruction: the black arrow indicates the virtual endoscope’s trajectory
toward the cecum; d, the polyp was confirmed by colonoscopy followed by same-day polypectomy (histology: adenoma).
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Fig. 7. Representative computed tomography colonography image with split-dose fecal tagging using 50 mL of iohexol (350 mg I/mL).
Mean residual fluid attenuation in the large intestine was 496 HU. g, the axial image in the supine position shows an 6-mm cecum
polyp (arrowhead); b, in the prone position, the polyp is submerged under a layer of tagged residual fluid (arrow); the low attenuation
of the residual fluid makes the polyp difficult to visualize; ¢, 3D endoluminal reconstruction; d, the polyp was confirmed by colonoscopy

followed by same-day polypectomy (histology: adenoma).
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fluid attenuation and significant decrease in the number
of scans with suboptimal attenuation (400 HU) (see Figs. 6, 7).
None of the patients in group 2 had residual fluid attenuation
below 250 HU, which enabled the use of electronic cleansing
algorithms in all cases. Another advantage was that group 2
reported a lower perceived level of difficulty in preparation,
as measured by VAS scores.

Switching from a split-dose to a single-dose tagging
regimen did not affect residual content homogeneity or
volume. There were no significant differences in the incidence
of adverse effects.

Discussion of Primary Results

Although switching from a split-dose to a single-
dose tagging regimen improved the perceived difficulty
of preparation, there were no significant intergroup
differences in willingness to repeat the procedure. This may
be caused by insufficient sample size because this parameter
was not the primary result of the study. However, switching
to a different tagging regimen improved the overall tolerability
of preparation and increased screening coverage [19].

Unlike other studies, which used a larger contrast dose
for tagging, our study used only 50 mL of iohexol [10, 12].
For example, Wilson et al. [10] performed tagging with 50:50
and 75:25 ratios of meglumine diatrizoate 24 and 12 hours
before the procedure, respectively. Nagata et al. [12]
performed CT colonography using iohexol (300 mg/mL)
administered in seven 10-mL doses with meals over 48 hours
before the procedure, without dietary restrictions. Three
hours before the procedure, patients received additional
30 mL of non-ionic iodinated contrast agent diluted in 700 mL
of water. Only Utano et al. [13] used a comparable volume
of contrast agent (20 mL of sodium diatrizoate after an evening
meal) for split-dose tagging. Patients received the second
dose of the contrast agent (20 mL of sodium diatrizoate)
in the morning on the day of the procedure, which increased
the risk of incomplete tagging of the left large intestine because
optimal tagging time is at least 4.0-4.5 hours [14, 20].

Study Limitations

Our study has several limitations. First, this was
a retrospective study. Second, performance of electronic
cleansing algorithms for each tagging regimen was not
evaluated directly. However, a threshold exceeding 250 HU
reliably indicates the performance of these algorithms
because it aligns with the manufacturer's technical
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specifications [15]. Third, we measured residual fluid
attenuation in the three most representative large intestine
segments, regardless of their anatomical structure. However,
this measurement method is not expected to significantly
impact the final results, because two experienced radiologists
independently achieved good agreement on attenuation
measurements. Finally, we did not evaluate the immediate
impact of the proposed tagging regimen on diagnostic
accuracy. However, the accuracy of colonography depends
on the quality of preparation, so it can be assumed that
adequate preparation should not reduce its accuracy.

CONCLUSION

A single dose of iohexol (350 mg I/mL) resulted in better
fecal tagging than a split-dose regimen. It increased
attenuation levels without compromising homogeneity.
Patients tolerated the single-dose regimen better
than the split-dose regimen. Therefore, our findings are
relevant to clinical practice because improved tagging quality
makes CT colonography scans easier to interpret and ensures
more reliable performance of electronic cleansing algorithms.
Improved tolerability of single-dose tagging could provide
greater screening coverage for colorectal cancer.
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