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A priming dose of intravenous ketamine-dexmedetomidine suppresses
fentanyl-induced coughing: A double-blind, randomized, controlled
study
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Abstract
Objective. This study was designed to investigate whether a priming dose of ketamine-dexmedetomidine can effectively
suppress fentanyl-induced coughing (FIC).
Methods. Altogether 400 patients of ASA I and II, aged 18–70 years, undergoing various elective surgical procedures, were
randomly allocated into four groups of 100 patients each. Patients in the placebo group received volume-matched normal
saline 0.15 mL/kg + normal saline 0.05 mL/kg. One group of patients was given ketamine 0.15 mg/kg + normal saline 0.05 ml/
kg (KET), and another group dexmedetomidine 0.5 mg/kg + normal saline 0.05 ml/kg (DEX). Finally, one group of patients
received ketamine 0.15 mg/kg + dexmedetomidine 0.5 mg/kg (KETODEX). After fentanyl administration, the onset time and
severity of cough for 1 min were recorded. Cough severity was graded as mild (grade 1–2), moderate (grade 3–5), or severe
(grade >5).
Result.The incidence of FIC was 53%, 34%, 20%, and 9% in the placebo, DEX, KET, and KETODEX groups, respectively.
The incidence of cough was significantly lower in the KETODEX group. Likewise, the onset time of cough was significantly
delayed in the KETODEX group. Only nine patients in the KETODEX group had either mild (6%) or moderate (3%) cough,
with none suffering from severe cough.
Conclusion. A priming dose of KETODEX effectively suppressed the cough reflex induced by fentanyl and delayed the onset
time of cough. Therefore, treatment with KETODEX may be a clinically useful method for preventing FIC.
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Introduction

During anesthesia induction and surgery, patients
may experience some psychological and sympathetic
adverse effects. Opioids are often used to allay anxiety
and to decrease pain associated with surgery (1,2).
Fentanyl, in particular, is often used as a premedicant
agent during the induction of general anesthesia to
prevent elevation of blood pressure during intubation
in the operation room. The use of fentanyl is due to
its rapid onset, short duration, intense analgesia, ease
of titrability, reduced cardiovascular depression,
and low histamine release (3). However, intravenous

bolus administration of fentanyl often elicits cough,
and the frequency can reach 65% (4,5). Thus,
fentanyl-induced coughing (FIC) is often observed
after intravenous bolus administration of fentanyl
during anesthesia induction. However, FIC is unde-
sirable during anesthesia induction, especially in some
patients suffering from coexisting diseases including
increased intracranial pressure (ICP), cerebral aneu-
rysm, brain trauma, brain hernia, dissecting aortic
aneurysm, open eye injury, reactive airway disease,
or pneumothorax (6). Furthermore, severe FIC at the
induction time can cause multiple conjunctival and
periorbital petechiae (7) and lead to upper airway
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obstruction that might require immediate interven-
tion (8). Therefore, effective ways to prevent FIC are
clinically important.
The mechanism of FIC is still unclear. Previous

studies with various pharmacological interventions
have been conducted to reduce the incidence of
fentanyl-induced cough using readily available
anesthetic adjuncts (9) such as N-methyl-D-aspartate
(NMDA) receptor antagonists, benzodiazepines,
lidocaine, propofol, a2 agonists, atropine, priming
and slow injection of fentanyl, inhalation of
selective b2-adrenergic bronchodilators, salbutamol,
beclomethasone, or sodium chromoglycate (10-16).
Several studies have been conducted on dexmedeto-
midine, alone, or in combination with other agents to
reduce the incidence of fentanyl-induced cough
(17,18). Because of its unique highly selective
a2-adrenoceptor agonist mechanism, dexmedetomi-
dine is regularly used in clinical practice to blunt
the cardiovascular response to tracheal intubation
(19-23). On the other hand, intravenously injected
ketamine, an NMDA antagonist, has well-known
potent analgesic and bronchodilatory effects
(24-29). However, the suppression of FIC with
priming doses of intravenous ketamine and dexme-
detomidine (KETODEX) has not been studied. The
aim of the present study was to investigate whether
KETODEX could effectively prevent or suppress
FIC.

Materials and methods

Patient selection

After the study had been approved by the ethical
committee of Third Xiangya Medical Hospital of
Central South University, Changsha, Hunan, P.R.
China, written informed consent was obtained from
all participants before they were enrolled into this
randomized, prospective, double-blind, placebo-
controlled study. Altogether 400 American Society
of Anesthesiologists (ASA) physical status Grade I
and II patients, aged between 18 and 70 years, under-
going general anesthesia for various elective surgeries,
were recruited. The exclusion criteria were those
older than 70 years or younger than 18 years, body
weight exceeding 20% of the ideal body weight,
impaired kidney or liver functions, a history of bron-
chial asthma and chronic obstructive pulmonary dis-
ease, a history of smoking, respiratory tract infection,
hypersensitivity to local anesthetics, hyperactive
patients on medication containing angiotensin-
converting enzyme inhibitors, and patients on anes-
thetic premedication.

Procedures

None of the patients received any premedication
before surgery. After the patient’s arrival at the oper-
ating room, peripheral venous access was established
on the right or left antecubital vein for fluid and
drug administration with a 20-G intravenous cannula.
Electrocardiography, non-invasive blood pressure,
and pulse oxygen saturation were monitored.
Dexmedetomidine (200 mg/2 mL) was diluted with
normal saline to obtain a concentration of 4 mg/mL,
and ketamine (100 mg/1 mL) was diluted with normal
saline to obtain a concentration of 10mg/mL. Patients
were randomly assigned to four groups of 100 patients
each, using computer-generated random numbers, to
receive dexmedetomidine 0.5 mg/kg + normal saline
0.05 mL/kg (DEX group), ketamine 0.15 mg/kg +
normal saline 0.05 mL/kg (KET group), or ketamine
0.15 mg/kg + dexmedetomidine 0.5 mg/kg (KETO-
DEX group). The placebo group received normal
saline 0.15 mL/kg + normal saline 0.05 mL/kg.
The above-mentioned drugs were administered intra-
venously, in 10 mL isotonic saline. Dexmedetomidine
0.5 mg/kg or its corresponding normal saline
(0.05 mL/kg) for all groups was infused at a steady
rate of 2 mL/min, over 5 min. Ketamine 0.15 mg/kg or
its corresponding normal saline 0.05 mL/kg was
administrated over 10 s, 1 min before the fentanyl
bolus injection (3.0 mg/kg within 5 s).
After the fentanyl injection any episode of cough

was classified as coughing. The onset time (from the
end of bolus administration to the beginning of
coughing), frequency, and severity of cough for
1 min were recorded, by a blinded observer, who
was unaware of the type of medication given to the
patients. Syringes for injection were labeled with
specific numbers, keeping the identity of the group
treatment concealed from all research staff until the
end of the study. Recorded numbers of episodes of
coughing were classified based on the number of
coughs observed per min. Cough severity was graded
as mild (grade 1–2), moderate (grade 3–5), or severe
(grade >5). Later, general anesthesia was induced
with a sleeping dose of propofol (1–2 mg/kg),
and then anesthesia was maintained with infusion
of propofol and/or inhalation agent and air/oxygen
mixtures.

Statistical analyses

Statistical analyses were carried out using SPSS sta-
tistical package, version 13.0 (SPSS, Inc., Chicago,
IL, USA) for Windows. Results are expressed as the
mean ± SD, number, proportion, or percentage.
Frequencies of coughing and proportions of sex
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and ASA classes were compared using the chi-square
test or Fisher’s exact test with Bonferroni correction.
One-way analysis of variance was used to compare
age and weight among the four groups. A value
of P < 0.05 was considered to be statistically
significant.

Results

A total of 427 patients were assessed for eligibility,
and 27 (6%) patients were excluded. Among them
were 17 (4%) patients who did not meet the inclusion
criteria, 8 (2%) other patients declined to participate,
and 2 (0.5%) were excluded for other reasons. Those
who withdrew did not differ significantly in any char-
acteristics from those who continued the study.
Therefore, a total of 400 (93%) patients were enrolled
in the study, and there were 100 patients in each
group. The demographic data were comparable for
age, weight, gender, and ASA status in the four
groups (Table I).
Following an intravenous fentanyl bolus, 53 patients

had cough in the placebo group, 20 in the KET group,

34 in the DEX group, and only 9 of the patients in
KETODEX group (Table II). The incidence of cough
was significantly lower (P < 0.05) in the KETODEX
group when compared with the other groups. The
onset time of cough was significantly delayed in
the KETODEX group. Only nine patients in the
KETODEX group had either mild (6%) or moderate
(3%) cough, with none suffering from severe cough
(Table II). No patient in any of the groups suffered
from hypoxemia, apnea, truncal rigidity, nausea,
vomiting, or other adverse effects after the bolus
injection of fentanyl.

Discussion

Cough reflexes commonly occur after fentanyl admin-
istration during induction of general anesthesia.
Thus, FIC is then frequently observed but has so
far received little attention, and therefore FIC may
continue to be a troublesome factor in the delivery of
safe and effective patient care (7). Multiple mechan-
isms have been proposed to be responsible for the
occurrence of FIC at induction. Thus, fentanyl has
been shown to inhibit central sympathetic outflow
causing vagal predominance, inducing cough and
reflex bronchoconstriction (6,30,31). Several recent
studies have been conducted to investigate different
pharmacological drugs with regard to their potency to
reduce the adverse effects of FIC (3-5,8-12). In our
study, the dose (3 mg/kg) of fentanyl was selected
because it fitted to the common administration
in our daily clinical practice. Interestingly, our study
demonstrated that a priming dose of intravenous
KETODEX reduced the incidence of FIC to 9% in
compared to 53%, 34% and 20%, in the placebo,
DEX and KET groups, respectively.
Of nine patients who had coughed in the KETO-

DEX group, none of them experienced any degree of
severe coughing 1 min after fentanyl administration.
Patients in the placebo group showed a higher

Table I. Demographics of four patient groups (n = 100).

Group Placebo KET DEX KETODEX

Age (y) 39.1 ±
15.1

38.8 ±
17.3

40.2 ±
14.2

39.6 ± 15.6

Gender
(M/F), n

61/39 58/42 66/34 63/37

Weight (kg) 58 ± 6 61 ± 6 60 ± 3 62 ± 1

ASA (I/II),
n

94/6 93/7 98/2 96/4

Values are means ± standard deviation. No statistically significant
differences were observed in this table.
ASA = American Society of Anesthesiologists physical status;
KET = ketamine group; DEX = dexmedetomidine group;
KETODEX = ketamine-dexmedetomidine group.

Table II. Incidence of coughing and its severity after fentanyl injection.

Severity of cough (%)

Groups Incidence (%) Onset (s) Mild Moderate Severe Total No cough (%)

Placebo 53/100 (53) 15.7 ± 3.9 25 (25) 17 (17) 11 (11) 53 47

KET 20/100 (20) 18.6 ± 3.3 10 (10) 6 (6) 4 (4) 20 80

DEX 34/100 (34) 18.2 ± 3.2 16 (16) 11 (11) 7 (7) 34 66

KETODEX 9/100 (9) 25.8 ± 3.8b 6 (6)b 3 (3) 0 (0)a 9 91

The dose of fentanyl was 3 mg/kg for an injection duration of <5 s. Severity of coughing was graded as mild (grade 1–2), moderate (grade 3–5)
and severe (grade >5) based on the number of coughs.
The onset time (mean ± SD) was the median value of patients who coughed.
aP < 0.01, bP < 0.05.
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incidence rate (53%) than patients in the KET (20%)
or the DEX (34%) groups. There was a relative risk
reduction for the KET group in the incidence of FIC
(20%), but the difference did not attain statistical
significance. In addition, the onset time of cough
was delayed in the KETODEX group. The relatively
slow time course for the fentanyl injection (5 s) may
be considered to be a possible reason when compared
with injection times (<2 s) used in previous studies
(16,17,32-35). In our study, no patients received any
premedication before surgery. This may be the reason
why more of the patients in the placebo group expe-
rienced coughing (53%).
Yeh et al. demonstrated that ketamine (0.15 mg/kg)

could suppress FIC (12). The activation of NMDA
receptors in the larynx, lung, and airways can trigger
airway constriction. Therefore, the direct bronchodi-
lating and inhibitory effect of ketamine on broncho-
motor tone may be attributed to its NMDA receptor
antagonism to attenuate the fentanyl cough reflex
(23,36). In another study, He et al. demonstrated
that dexmedetomidine (0.5 mg/kg and, to a higher
extent, 1.0 mg/kg) reduced the incidence of FIC (18).
Dexmedetomidine is a highly selective a2-adrenergic
agonist with sedative and analgesic properties. The
combination of ketamine and an a2-adrenergic ago-
nist has bronchodilatory effects on airway smooth
muscles. The rapid response of the cough reflex after
fentanyl injection suggests that a pulmonary chemor-
eflex is the likely mechanism, mediated by either
irritant receptors or by vagal C-fiber receptors in close
proximity to pulmonary vessels (5,12).
The relevant limitation of our study is that the

priming dose of ketamine (0.15 mg/kg) in the
KET and KETODEX groups was low, so perhaps
the relatively high incidence rate in both groups
could have been different if we had used a different
dose.
In conclusion, the present study has shown that a

priming dose of intravenous KETODEX could
suppress FIC caused by fentanyl within 5 s during
general anesthesia induction. Therefore, KETODEX
could be a clinically effective choice for attenuating
FIC.

Acknowledgements

The authors thank Dr Duan Kai ming for support in
conducting this study. Amin J. Saleh and Liangbin
Zhang contributed equally to this work.

Declaration of interest: The authors report no
conflicts of interest. The authors alone are responsible
for the content and writing of the paper.

References

1. Bovill JG, Sebel PS, Stanley TH. Opioid analgesics in anes-
thesia: with special reference to their use in cardiovascular
anesthesia. Anesthesiology. 1984;61:731–55.

2. Baily PL. Possible mechanism(s) of opioid-induced coughing.
Anesthesiology. 1999;90:335.

3. Grell FL, Koons RA, Denson JS. Fentanyl in anesthesia:
a report of 500 cases. Anesth Analg. 1970;49:523–32.

4. Lin CS, Sun WZ, Chan WH, Lin CJ, Yeh HM, Mok MS.
Intravenous lidocaine and ephedrine, but not propofol,
suppress fentanyl-induced cough. Can J Anaesth. 2004;51:
654–9.

5. Lin JA, Yeh CC, Lee MS, Wu CT, Lin SL, Wong CS.
Prolonged injection time and light smoking decrease the
incidence of fentanyl-induced cough. Anesth Analg. 2005;
101:670–4.

6. Agarwal A, Azim A, Ambesh S, Bose N, Dhiraj S, Sahu D, et
al. Salbutamol, beclomethasone or sodium chromoglycate
suppress coughing induced by iv fentanyl. Can J Anaesth.
2003;50:297–300.

7. Tweed WA, Dakin D. Explosive coughing after bolus fentanyl
injection. Anesth Analg. 2001;92:1442–3.

8. Ambesh SP, Singh N, Srivastava K. Fentanyl induced cough-
ing caused life-threatening airway obstruction in a patient with
arteriovenous malformation of tongue and hypopharynx.
Internet J Anesthesiol. 2009;20:7.

9. Kim JE, Min SK, Chae YJ, Lee YJ, Moon BK, Kim JY.
Pharmacological and nonpharmacological prevention of
fentanyl-induced cough: a meta-analysis. J Anesth. 2014;28:
257–66.

10. Pandey CK, Raza M, Ranjan R, Lakra A, Agarwal A,
Singh U, et al. Intravenous lidocaine suppresses fentanyl
induced coughing: a double-blind, prospective, randomized
placebo-controlled study. Anesth Analg. 2004;99:1696–8.

11. Horng HC, Wong CS, Hsiao KN, Huh BK, Kuo CP,
Cherng CH, et al. Pre-medication with intravenous clonidine
suppresses fentanyl-induced cough. Acta Anaesthesiol Scand.
2007;51:862–5.

12. Yeh CC,Wu CT, Huh BK, LeeMS, Lin SL, J SheenM, et al.
Premedication with intravenous low-dose ketamine sup-
presses fentanyl-induced cough. J Clin Anesth. 2007;19:53–6.

13. Lui PW, Hsing CH, Chu YC. Terbutaline inhalation sup-
presses fentanyl-induced coughing. Can J Anaesth. 1996;43:
1216–19.

14. Hung KC, Chen CW, Lin VC, Weng HC, Hsieh SW. The
effect of pre-emptive use of minimal dose fentanyl on fentanyl-
induced coughing. Anaesthesia. 2010;65:4–7.

15. Phua WT, Teh BT, Jong W, Lee TL, Tweed WA. Tussive
effect of a fentanyl bolus. Can J Anaesth. 1991;38:330–4.

16. Tang Q, Qian Y, Zhang Q, Yang J, Wang Z. Effects of
different priming doses of propofol on fentanyl-induced cough
during anesthesia induction: a preliminary randomized con-
trolled study. Ups J Med Sci. 2010;115:121–4.

17. Yu J, Lu Y, Dong C, Zhu H, Xu R. Premedication with
intravenous dexmedetomidine-midazolam suppresses fenta-
nylinduced cough. Ir J Med Sci. 2012;181:517–20.

18. He L, Xu JM, Dai RP. Dexmedetomidine reduces the inci-
dence of fentanyl-induced cough: a double-blind, random-
ized, and placebo-controlled study. Ups J Med Sci. 2012;117:
18–21.

19. Pipanmekaporn T, Punjasawadwong Y, Charuluxananan S,
Lapisatepun W, Bunburaphong P. The effect of prophylactic
dexmedetomidine on hemodynamic disturbances to double-
lumen endotracheal intubation: a prospective, randomized,

336 A. J. Saleh et al.

http://www.ncbi.nlm.nih.gov/pubmed/6150663?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6150663?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6150663?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5534663?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5534663?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15310631?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15310631?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16115973?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16115973?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12620955?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12620955?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11375822?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11375822?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23958914?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23958914?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15562056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15562056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15562056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17578464?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17578464?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17321928?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17321928?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8955969?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8955969?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19889113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19889113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19889113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2036693?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2036693?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19824805?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19824805?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19824805?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19824805?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22373589?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22373589?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22373589?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22335390?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22335390?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22335390?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23983684?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23983684?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23983684?dopt=Abstract


double-blind, and placebo-controlled trial. Anesthesiol Res
Pract. 2013;2013:236089.

20. Bollucuoglu K, Hanci V, Yurtlu S, Okyay D, Ayoglu H,
Turan IO. Comparison of propofol-dexmedetomidine,
tiopental-dexmedetomidine and etomidate-dexmedetomidine
combinations’ effectson the tracheal intubationconditionswith-
out usingmuscle relaxants. Bratisl Lek Listy. 2013;114:514–18.

21. Shin HW, Yoo HN, Kim DH, Lee H, Shin HJ, Lee HW.
Preanesthetic dexmedetomidine 1 mg/kg single infusion is a
simple, easy, and economic adjuvant for general anesthesia.
Korean J Anesthesiol. 2013;65:114–20.

22. Patel CR, Engineer SR, Shah BJ, Madhu S. The effect of
dexmedetomidine continuous infusion as an adjuvant to general
anesthesiaonsevofluranerequirements:astudybasedonentropy
analysis. J Anaesthesiol Clin Pharmacol. 2013;29:318–22.

23. Wang SS, Zhang MZ, Sun Y, Wu C, Xu WY, Bai J, et al. The
sedative effects and the attenuation of cardiovascular and
arousal responses during anesthesia induction and intubation
in pediatric patients: a randomized comparison between two
different doses of preoperative intranasal dexmedetomidine.
Paediatr Anaesth. 2014;24:275–81.

24. Sato T, Hirota K, Matsuki A, Zsigmond EK, Rabito SF. The
role of the N-methyl-D-aspartic acid receptor in the relaxant
effect of ketamine on tracheal smooth muscle. Anesth Analg.
1998;87:1383–8.

25. ZhuMM,ZhouQH,ZhuMH,RongHB,XuYM,QianYN, et
al. Effects of nebulized ketamine on allergen-induced airway
hyperresponsiveness and inflammation in actively sensitized
Brown-Norway rats. J Inflamm (Lond). 2007;4:10.

26. Mathewson HS, Davis TA. Bronchodilator properties of keta-
mine. Respir Care. 1997;42:292–3.

27. Nehama J, Pass R, Bechtler-Karsch A, Steinberg C,
Notterman DA. Continuous ketamine infusion for the treat-
ment of refractory asthma in a mechanically ventilated infant:
case report and review of the pediatric literature. Pediatr
Emerg Care. 1996;12:294–7.

28. Pabelick CM, Jones KA, Street K, Lorenz RR, Warner DO.
Calcium concentration-dependent mechanisms through
which ketamine relaxes canine airway smooth muscle. Anes-
thesiology. 1997;86:1104–11.

29. Hirota K, Sato T, Rabito SF, Zsigmond EK, Matsuki A.
Relaxant effect of ketamine and its isomers on histamine-
induced contraction of tracheal smooth muscle. Br J Anesth.
1996;76:266–70.

30. Yasuda I,HiranoT,YusaT,SatohM.Tracheal constrictionby
morphine and by fentanyl in man. Anesthesiology. 1978;49:
117–19.

31. Kamei J, Nakanishi Y, Asato M, Ikeda H. Fentanyl enhances
the excitability of rapidly adapting receptors to cause cough via
the enhancement of histamine release in the airways. Cough.
2013;9:3.

32. Guler G, Aksu R, Bicer C, Tosun Z, Boyaci A. Comparison of
the effects of ketamine or lidocaine on fentanyl- induced
cough in patients undergoing surgery: a prospective, dou-
ble-blind, randomized, placebo-controlled study. Curr Ther
Res Clin Exp. 2010;71:289–97.

33. Ai Q, Hu Y,Wang Y, Wu S, Qin Z, Wang J, et al. Pentazocine
pretreatment suppresses fentanyl-induced cough. Pharmacol
Rep. 2010;62:747–50.

34. Sun ZT, Yang CY, Cui Z, Zhang J, Han XP. Effect of
intravenous dezocine on fentanyl-induced cough during
general anesthesia induction: a double-blinded, prospective,
randomized, controlled trial. J Anesth. 2011;25:860–3.

35. Horng HC, Lin BF, Wang TC, Lin SL, Liaw WJ,
Wang HJ, et al. Priming dose of intravenous rocuronium
suppresses fentanyl-induced coughing. Acta Anaesthesiol
Taiwan. 2012;50:147–9.

36. Said SI, Berisha HI, Pakbaz H. N-methyl-D-aspartate recep-
tors outside the central nervous system: activation causes
acute lung injury that is mediated by nitric oxide synthesis
and prevented by vasoactive intestinal peptide. Neuroscience.
1995;65:943–6.

KETODEX suppresses fentanyl-induced coughing 337

http://www.ncbi.nlm.nih.gov/pubmed/23983684?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24020707?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24020707?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24020707?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24020707?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24020707?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24023992?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24023992?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24023992?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24106354?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24106354?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24106354?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24106354?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24224515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24224515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24224515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24224515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24224515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9842833?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9842833?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9842833?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17480224?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17480224?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17480224?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8858657?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8858657?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8858657?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9158360?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9158360?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8777108?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8777108?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/686415?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/686415?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23369146?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23369146?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23369146?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24688150?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24688150?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24688150?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24688150?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20885016?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20885016?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21935685?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21935685?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21935685?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21935685?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23385035?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/23385035?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7617171?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7617171?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7617171?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7617171?dopt=Abstract

	Abstract
	Introduction
	Materials and methods
	Patient selection
	Procedures
	Statistical analyses

	Results
	Discussion
	Acknowledgements
	Declaration of interest
	References

