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Intranasal Metoclopramide patients are disappointing. After intravenous meto-
A Viewpoint by Sergio Gregoretti clopramide 2 mg/kg, cumulative doses of intra-
Department of Anaesthesiology, University of nasal metoclopramide of up to 640mgX&80mg

Alabama at Birmingham, Birmingham, doses) were only marginally better than placebo in
Alabama, USA controlling emesis during the first 24 hours after

In the presence of Vomiting' which makes the Chemotherapy. The limited data available on the
oral route unsuitable, intranasal administration oféffects of intranasal metoclopramide on delayed
an antiemetic drug is an attractive concept that haghemotherapy-induced emesis are equally unim-
obvious advantages over intravenous or intramuspressive.
cular administration. Metoclopramide is the first  In patients who have undergone surgery, intra-
antiemetic to be made available as a nasal spray. nasal metoclopramide 20mg was found to be no

How does the absorption of metoclopramide ad-different from placebo in preventing post operative
ministered intranasally compare with its absorp-nausea and vomitingl These results are perplex-
tion after oral or intramuscular administration? ing, since others have found that metoclopramide
From the limited data available, the intranasal route10mg intravenously (supposedly a dose equipotent
does not provide more rapid absorption or greatetto 20mg intranasally) was able to decrease postop-
bioavailability than the oral route. The intranasal erative nausea and vomiting by 50% in comparison
route provides a bioavailability which is about 50% with placebd3: 4!
of the intramuscular routé] suggesting thatintra- ~ More information is obviously needed on the
nasal doses twice as large as intramuscular ones agghsorption of intranasal metoclopramide, especially
needed to achieve the same blood levels. It seemsyhen administered at the high doses (60 to 80mg) that
therefore, that intranasal administration of meto-\ere ysed in some clinical trials and found to be sur-
clopramide may well substitute for oral and, with isingly ineffective. Further clinical studies, com-

appropriate dose adjustments, intramuscular adpined with more complete pharmacokinetic data,
ministration. , will determine the place of intranasal metoclopram-
_ The data sug_gest that mtran_asal metoclopramide in our therapeutic armamentariuma

ide, because of its slow absorption, may be poorly
suited to treating nausea and vomiting when they References
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