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STRUCTURED ABSTRACT

Question: What is the efficacy of metoclopramide compared to placebo for
gastric visualization in patients with active upper gastrointestinal bleeding
(UGIB)?

Design: Double-blind, placebo-controlled randomized controlled trial (RCT).

Setting: Two medical centers in Thailand: the King Chulalongkorn Memorial
Hospital, Sawanpracharak Hospital.

Patients: Adults > 18 years with active UGIB (defined as having fresh or bright
red blood within 24 hours or fresh blood during gastric lavage) who arrived in
the emergency department and had an upper endoscopy within 12 hours after
arrival. Adults were excluded if they had known prior gastric or duodenal sur-
gery; known esophageal, gastric, or duodenal cancer; advanced HIV; and preg-
nant.
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Interventions: Metoclopramide 10 mg administered intravenously between 30 to
120 minutes before the upper endoscopy. The comparison group was normal sa-
line.

Outcomes: The primary outcome was the percentage of patients with adequate
visualization in the metoclopramide group compared with the placebo group as de-
termined by the Frossard scoring method. Secondary outcomes were the mean dif-
ference in endoscopic visualized gastroduodenal scores (EVS), duration of esoph-
agogastroduodenoscopy (EGD), immediate hemostasis, the need for a second look
EGD within 72 hours after initial endoscopy, unit of blood transfusion, length of
hospital stay, and 30-day rebleeding rate.

Data Analysis: Intention-to-treat analysis. In addition, logistic regression was used
to estimate the impact of treatment on adequate visualization.

Funding: The Gastroenterological Association of Thailand (GAT).

Results: Sixty-two patients (31 metoclopramide and 31 placebo) were enrolled
and analyzed (Figure 1). The percentage of patients with adequate visualization
was higher in the metoclopramide group versus in the placebo group (77.4% vs
61.6%, respectively; odds ratio [OR] 2.16 [0.71-6.58], P=0.16) but was not statisti-
cally significant. However, in gastric lesion subgroup analysis, metoclopramide
improved the adequate visualization rate compared to placebo (92.9% vs 50%; OR
13.0 [1.32-128.10], P=0.03) and improved endoscopic visualization at the fundus.
Lastly, metoclopramide reduced the need for second look EGD within 72 hours
compared to placebo (3.2% vs 22.6%; OR -0.11 [0.01-0.99], P=0.02).

COMMENTARY

Why Is This Important?

Acute upper gastrointestinal bleed
(UGIB) is a common problem world-
wide and is associated Wlth significant
morbidity and mortality.' Endoscopy
and its therapeutic interventions have
been shown to reduce both rebleeding
rates and mortahty rates associated with
acute UGIB.> However, the effective-
ness of endoscopic interventions for an

UGIB is dependent on the quality of en-
doscopic visualization, which can be
hampered by the presence of blood,
clots, or other residues in the stomach
and duodenum. Although current guide-
lines, including those pubished by the
American College of Gastroenterology
and European 8001ety of Gastrointesti-
nal Endoscopy,™ suggest the use of in-
travenous (IV) erythromcyin before
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Figure 1. Visual abstract showing results.

endoscopy for an acute UGIB, it can
prolong the QT interval, which can be
associated  with  ventricular  tach-
yarrhythmias and Torsade de Points.
Thus, identifying a prokinetic agent that
has rapid onset, easily accessible, and is
safe and effective is urgently needed for
the management of acute UGIBs.
Therefore, this RCT from Vimonsunti-
rungsri and colleagues addresses this
gap by evaluating the use of metoclo-
pramide for gastric visualization during

endoscopy in patients with acute
UGIB.*
Key Study Findings

Overall, metoclopramide did not signif-
icantly improve endoscopic visualiza-
tion among patients with acute UGIB.

Overall lesions
OR=0.11[0.01-0.99]
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However, in subgroup analysis, meto-
clopramide did improve endoscopic vis-
ualization among patients with acute
UGIB due to gastric lesions; this was
achieved through improved visualiza-
tion of the fundus. Metoclopramide also
reduced the need for a second look en-
doscopy within 72 hours.

Metoclopramide did not provide much
clinical benefit in terms of EGD dura-
tion, immediate hemostasis success rate,
length of hospital stay, and 30 day re-
bleeding rate.

Caution

There are some limitations worth noting
from this trial. First, the metoclo-
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pramide group had a lower hemoglobin
level compared to placebo, suggesting a
higher volume of blood loss in this
group, which may have impacted the re-
sults. Second, metoclopramide im-
proved visualization in the stomach
from gastric lesions and reduced the
need for a second look endoscopy with-
in 72 hours; however, this trial was not
adequately powered to evaluate these
outcomes. Lastly, the study was con-
ducted in 2 hospitals in Thailand, which
limits the generalizability.

My Practice

I typically use prokinetic agents, either
IV erythromycin 250 mg or IV metoclo-
pramide 10 mg, for selected individuals
with evidence of active upper GI bleed-
ing or blood in the stomach such as he-
matemesis, coffee ground emesis, or a
bloody nasogastric aspirate. The hope is
that these prokinetic agents can help im-
prove gastric visualization at the time of
endoscopy by clearing the stomach of
blood, clots, and food residue. I typical-
ly order these prokinetic agents to be
administered intravenously 30 to 60
minutes prior to endoscopy. In deter-
mining which prokinetic agent to use,
it’s mainly dependent on what is availa-
ble at our medical center. However,
most of the times, I’'m mainly using
erythromycin based on a meta-analysis
of nearly 600 patients and 8§ studies sug-
gesting that giving erythromycin prior
to the EGD results in decreasing the
need for repeat EGD because of im-
proved visualization.” With the results
from Vimonsuntirungsri et al.,* there is
now additional evidence, albeit from
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subgroup analyses, to support metoclo-
pramide use prior to endoscopy for an
acute UGIB, especially if I suspect the
bleeding source is from the stomach. In
addition to prokinetic agents, I will oc-
casionally reposition the patient from
the standard left later decubitus position
to the left lateral “semi-recumbent” po-
sition with the head of the bed raised.
This approach can also help clear blood,
clots, or debris in the fundus.

For Future Research

Future studies should compare the ef-
fectiveness between metoclopramide
versus erythromycin for improving gas-
tric visualization among patients with
acute active upper GI bleeding.
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