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Complicaciones en Anestesia
____________________________________________

Mortalidad

Morbilidad mayor

Morbilidad menor

Insatisfacción del paciente

Aumento del gasto
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Habitantes Cirugías NVPO (30%)

Francia, 1996 60 mill 7.020.000                  2.100.000

Alemania, 2001           80 mill 9.600.000 2.880.000

España, 2005 42 mill 5.600.000 1.680.000

Posibilidad de NVPO
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1980 2010

Mortalidad

/ 10.000 1,9-7 0,19-1,4

NVPO

% 30 30

Tasas de mortalidad anestésica y NVPO
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Fisiopatología de las náuseas y vómitos
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Fisiopatología: origen de los estímulos

Corteza

Vestíbulo

Ap. digestivo

Faringe, 

mediastino...
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Fisiopatología: receptores involucrados

Histaminérgicos: H1

Colinérgicos

Serotoninérgicos: 5HT3

Dopaminérgicos: D2

Neuroquininérgicos: NK1

OtrosIII 
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Escala Riesgo Actuación Rescate

Apfel

0 10% “Esperar y ver”               Ondansetron

1 20% 1 Antiemético (Dx ó Dr) Ondansetron

2 40%                      2 AE (Dx + Dr) Ondansetron

3 60% TIVA + 2 AE (Dx + Dr) Ondansetron

4 80% TIVA + 3 AE (Dx + Dr + Ond) AE no usados

Recomendaciones
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DROPERIDOL ONDANSETRON DEXAMETASONA

EFICACIA (NNT)

5-6 5-7 6

EFECTOS SECUNDARIOS (%)

S. Extrapiramidales <1.1

Vértigo                       0.7

Sedación                    4.2

Cefalea              3.3

Estreñimiento       3

Transaminasas 3.2

Hiperglucemia

Escozor perineal
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Alternativas

• Aprepitant: 40 mg po

• Palonosetron: 0,075 mg iv

• Metoclopramida : 25- 50 mg iv

• Prometazina:  6,25-12,50 mg iv

• Propofol: carga de 10 mg + 

infusión 10 µg/kg/min (340 ng/ml)

Escopolamina parche: 1,5 mg

Dimenhidrinato: 1mg/kg iv
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Apfel CC et al (IMPACT), N Engl J Med 2004; 350: 2441-51.
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Antagonistas 5-HT3

Características generales

Específicos y selectivos

Perfil favorable

Variabilidad farmacogenética
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Antagonistas 5-HT3
Farmacogenética y NVPO

Polimorfismo glicoproteína-P

Polimorfismo receptor 5HT3

Polimorfismo CYP2D6III 
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Antagonistas 5-HT3
Metabolismo CYP450

Primario Secundario

Dolasetron 2D6 3A

Granisetron 3A 3A4

Ondansetron 3A4 2D6

1A2

Palonosetron 2D6 3A

1A2

Tropisetron 2D6 3A4
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Cascorbi I, Eur J Clin Invest 2003
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Dexametasona

Efectiva

Perfil favorable

BarataIII 
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Droperidol
Características generales

Efectivo

Mejor antinauseoso

Duración larga

Perfil favorable (?)
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WARNING 
Cases of QT prolongation and/or torsades de pointes have been reported in patients receiving 

INAPSINE at doses at or below recommended doses. Some cases have occurred in patients with no 

known risk factors for QT prolongation and some cases have been fatal. 

Due to its potential for serious proarrhythmic effects and death, INAPSINE should be reserved for use in the 

treatment of patients who fail to show an acceptable response to other adequate treatments, either because of 

insufficient effectiveness or the inability to achieve an effective dose due to intolerable adverse effects from 

those drugs (see Warnings, Adverse Reactions, Contraindications, and Precautions). 

Cases of QT prolongation and serious arrhythmias (e.g., torsades de pointes) have been reported in patients 

treated with INAPSINE. Based on these reports, all patients should undergo a 12-lead ECG prior to 

administration of INAPSINE to determine if a prolonged QT interval (i.e., QTc greater than 440 msec for 

males or 450 msec for females) is present. If there is a prolonged QT interval, INAPSINE should NOT be 

administered. For patients in whom the potential benefit of INAPSINE treatment is felt to outweigh the risks 

of potentially serious arrhythmias, ECG monitoring should be performed prior to treatment and continued for 

2-3 hours after completing treatment to monitor for arrhythmias. 

INAPSINE is contraindicated in patients with known or suspected QT prolongation, including patients with 

congenital long QT syndrome. 

INAPSINE should be administered with extreme caution to patients who may be at risk for development of 

prolonged QT syndrome (e.g., congestive heart failure, bradycardia, use of a diuretic, cardiac hypertrophy, 

hypokalemia, hypomagnesemia, or administration of other drugs known to increase the QT interval). Other 

risk factors may include age over 65 years, alcohol abuse, and use of agents such as benzodiazepines, volatile 

anesthetics, and IV opiates. Droperidol should be initiated at a low dose and adjusted upward, with caution, as 

needed to achieve the desired effect. 

USFDA, Diciembre 2001
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Habib AS, Gan TJ.

Food and Drug Administration Black Box 

warning on the Perioperative Use of 

Droperidol: A Review of the Cases. 

Anesth Analg 2003; 96: 1377-79.

Análisis de 10 casos de arritmias 

severas tras droperidol < 1,25 mg:

En ninguno existía relación causa-

efecto

III 
GATIV

 20
10

Dr. JI Gómez-Arnau



III 
GATIV

 20
10

Dr. JI Gómez-Arnau



Charbit et al, Anesthesiology 2005
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Charbit et al, Anesthesiology 2005
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Shah M et al, Circulation 2005
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Sneyd JR

III 
GATIV

 20
10

Dr. JI Gómez-Arnau



III 
GATIV

 20
10

Dr. JI Gómez-Arnau



III 
GATIV

 20
10

Dr. JI Gómez-Arnau



Estudios       Pacientes       Periodo          Incidencia

Náuseas            12 5.500 3 días              17 (0-55)

Vómitos            11                  5.429               2.9 días            8 (0-16)
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Incidencia de NVPA

Apfel et al, 2010

n=2170

Náuseas 50%

(severas 13%)

Vómitos 17%

(severos 5%)
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Apfel CA et al. The role of neurokinin-1 receptor antagonists for the 

management of postoperative nausea and vomiting. Curr Opin 

Anesthesiol 2008; 21: 427-32.

III 
GATIV

 20
10

Dr. JI Gómez-Arnau



Anesth Analg 2008; 469-78
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Conclusiones

1. Evaluar el riesgo

2. Prevenir en casi todos

3. Regional mejor que general, 

TIVA mejor que inhalatoria

4. 1, 2 ó 3 antieméticos según el riesgo

5. Si NV, tratar siempre

6. Controlar más allá de 24 horas
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