
1Duchamp- Viret P, et al. BMJ Open 2021;11:e047141. doi:10.1136/bmjopen-2020-047141

Open access 

Protocol of controlled odorant 
stimulation for reducing apnoeic 
episodes in premature newborns: a 
randomised open- label Latin- square 
study with independent evaluation of 
the main endpoint (PREMODEUR)

Patricia Duchamp- Viret    ,1,2 Huu Kim Nguyen,3,4 Delphine Maucort- Boulch,5,6 
Laurent Remontet,5,7 Aurore Guyon,8 Patricia Franco,8 Andrei Cividjian,9,10 
Marc Thevenet,1,2 Jean Iwaz,5,7 Sonia Galletti,7,11 Behrouz Kassai,7,11 
Elise Cornaton,3 Franck Plaisant,3 Olivier Claris,3 Hélène Gauthier- Moulinier3

To cite: Duchamp- Viret P, 
Nguyen HK, Maucort- Boulch D, 
et al.  Protocol of controlled 
odorant stimulation for 
reducing apnoeic episodes 
in premature newborns: a 
randomised open- label Latin- 
square study with independent 
evaluation of the main endpoint 
(PREMODEUR). BMJ Open 
2021;11:e047141. doi:10.1136/
bmjopen-2020-047141

 ► Prepublication history for 
this paper is available online. 
To view these files, please visit 
the journal online (http:// dx. doi. 
org/ 10. 1136/ bmjopen- 2020- 
047141).

Received 24 November 2020
Accepted 19 August 2021

For numbered affiliations see 
end of article.

Correspondence to
Dr Patricia Duchamp- Viret;  
 patricia. viret@ cnrs. fr

Protocol

© Author(s) (or their 
employer(s)) 2021. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Introduction Apnoea affects 85% of premature infants 
under 34 weeks of age and would be an important risk 
factor for subsequent neuropsychological disorders. 
Currently, premature children with life- threatening 
apnoeas receive stimulants such as methylxanthines 
(mainly, caffeine) or doxapram (an analeptic unlicensed 
in children under 15). However, these products have 
undesirable effects (hyperarousal, irritability, sleep 
disorders, tachycardia) and are not always effective 
because apnoea does persist in some premature 
newborns. Previous studies have indicated that odorant 
stimulation, a non- invasive intervention, may stimulate the 
respiratory rhythm. The objective of the present protocol is 
to reduce the occurrence of apnoeic episodes in premature 
newborns by controlled odorant stimulation added to 
current pharmacological treatments.
Methods and analysis The project is a randomised 
open- label Latin- square trial with independent evaluation 
of the main endpoint. It will include 60 preterm neonates 
from two university hospital neonatal intensive care units 
over 2 years (2021–2023). Each newborn will receive 
no (S0), sham (S1) or real olfactory stimulation (S2) in 
random order. During S2, three distinct odorants (mint, 
grapefruit and vanilla) will be delivered successively, in 
puffs, over 24 hours. Mint and grapefruit odours stimulate 
the main and the trigeminal olfactory pathways, whereas 
vanilla odour stimulates only the main olfactory pathway. 
A statistical analysis will compare the incidence of 
apnoeic episodes during S1 versus S2 using a mixed 
effects Poisson model.
Ethics and dissemination Ethical approval was 
obtained from the Comité de Protection des Personnes 
Île- de- France XI (# 2017- AO13-50-53). The results will 
be disseminated through various scientific meetings, 
specialised peer- reviewed journals and, whenever 
possible, posted on appropriate public websites.
Trial registration number NCT02851979; Pre-results.

INTRODUCTION
Sensory abilities of newborns
Newborns were long considered immature, 
almost deaf and blind and insensitive to 
odours or pain. Today, it is widely recognised 
that newborns have peripheral and cognitive 
abilities in sense organs and brain centres.1 2 
The olfactory sense is, in particular, fully func-
tional in newborns3; moreover, the spatial 
extent of the olfactory mucosa (or peripheral 

Strengths and limitations of this study

 ► To our best knowledge, this is the first time in 
France a trial uses a new, non- invasive and non- 
pharmacological treatment that does not replace 
but complements current treatments. No predictable 
adverse effects are expected with the odorants or 
the equipment.

 ► The main benefit of this method would be a reduc-
tion of the occurrence of apnoeic episodes. Other 
benefits would be less time spent under continuous 
positive airway pressure, less discomfort with the 
mask and less feeding disturbance.

 ► The ease of implementation of this stimulation 
method: the olfactory stimulator works as an au-
tomaton and requires few adjustments by the staff.

 ► The method may ultimately replace pharmacological 
treatments that are not fully effective and have un-
desirable side effects.

 ► Some limitations could be an insufficient number of 
included newborns, group imbalance due to caffeine 
treatment or another unexpected source of bias, or 
a reduced effectiveness of odorant stimulation in 
premature newborns on high- flow nasal cannula 
because of the partial obstruction of the nostrils by 
the device.
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olfactory organ) is clearly greater in fetuses aged 5–9 
months than in adults.4 From a functional point of view 
(sensitivity and olfactory analysis), newborns seem not 
only capable of detection and discrimination3 5 but also 
of habituation, memory and even learning.6 This olfac-
tory sensitivity was found in premature infants as early as 
28 weeks of gestation.7 Through facial mimics, newborns 
have expressed spontaneous preferences or disgusts for 
certain odours whose hedonicity seems rather universal 
and innate,8 particularly odours of vanilla (pleasant) 
or butyric acid (unpleasant).5 8–10 The perception of 
these odours do not only induce facial expressions and 
mouth or limb movements but also changes in breathing 
frequency.

Apnoea in premature newborns
Apnoea affects 85% of premature infants under 34 weeks 
of gestation.11–13 Clinicians consider that apnoea of prema-
turity is an important risk factor for subsequent neuro-
psychological disorders. Indeed, in these frail infants, 
apnoeas may cause cerebral hypoxia that would lead to 
neuronal death with varying degrees of impact on brain 
development.14 Moreover, repeated apnoeic episodes are 
generally associated with altered neuro- motor prognosis 
at age 3 years.15

Premature infants with apnoeas receive pharmaco-
logical treatments with stimulants such as methylxan-
thines (caffeine)16 17 or doxapram9 18–20; but, in France, 
only caffeine has a marketing authorisation for preterm 
newborn treatment. Nevertheless, both treatments have 
side effects (hyperarousal, irritability, sleep disorders, 
tachycardia, etc) and are not always effective because 
apnoea does persist in some premature infants despite 
treatment.11–13

Apnoea and newborn’s sleep
Physiologically, sleep cycles do not proceed in the same 
way at all ages. Rapid eye movement sleep constitutes 
nearly 25% of total sleep time in healthy adults21 versus 
80% in fetuses.22 This part decreases to 50% after birth, 
then to 33% at age 3 years and then again to 25% between 
age 10 and 14 years. In both humans and animals, apnoea 
induces, via hypoxia, an arousal reflex and increases the 
respiratory rate. In contrast, apnoea (thus, hypoxia) 
would not increase the respiratory rate in premature 
infants. This would be also true in newborns with congen-
ital central hypoventilation syndrome or newborns 
exposed to intrauterine nicotine.23 The same was seen in 
mice24 and ewes exposed to long periods of hypercapnic 
atmosphere at birth.25 Sometimes, in premature or frail 
newborns, apnoeas are not physiologically regulated, 
which is a risk factor for vital prognosis and/or neuro-
logical maturation.26 Moreover, in premature infants, this 
non- response to hypoxia may be favoured by excess heat 
in the incubator.27

Odour perception and cardiorespiratory functions
In healthy adults, odours can be perceived during 
sleep. This perception elicits behavioural reactions that 

influence sleep quality; without awakening, odours may 
change the respiratory rate and raise consciousness 
level.28 Depending on the odorant, opposite effects may 
be exerted on the autonomic system. For example, grape-
fruit odour would be stimulating because it increases 
the cardiorespiratory rhythm, whereas lavender odour 
would be relaxing.29–31 The smell of grapefruit (or limo-
nene, its main component, 95%) increases sympathetic 
nerve function and blood pressure (for up to 10 min 
after the end of odour stimulation) but decreases vagus 
nerve activity. This action on the vagus nerve could be of 
particular interest in newborns. Indeed, an overexpres-
sion of muscarinic cholinergic receptors as well as hyper-
activity of cholinesterase were found in newborns who 
succumbed to sudden infant death syndrome.32 Those 
factors may have led to vagus nerve overactivity favouring 
sudden infant death.33

A preliminary assessment of the effect of odours on the 
occurrence of apnoea was carried out in newborns resis-
tant to pharmacological treatments.9 The study consisted 
in an uncontrolled ‘permanent’ odourisation (quality, 
intensity and dispersion) of an incubator with drops 
of vanillin adsorbed on newborns’ pillows. It showed a 
decrease in the frequency of apnoea (with or without 
deep bradycardia) over 24 hours of observation and no 
negative side effects. Indeed, during odorant diffusion, 
cardiorespiratory parameters remained stable as well as 
intestinal tolerance (vanillin did not significantly increase 
regurgitation). At the behavioural level, the authors 
reported no increased activity or excitability throughout 
the trial. More recent studies confirmed the beneficial 
effect of vanilla through reduction of the occurrence of 
apnoea.34 35

Within this context, the aim of the present trial is to 
find out whether controlled odorant stimulation (as a 
non- invasive entry pathway that would stimulate the respi-
ratory system) would reduce the occurrence of apnoea 
in premature newborns. The present article presents the 
trial protocol and details a method of controlled odorant 
stimulation that would supplement current pharmacolog-
ical treatments.

OBJECTIVES
Primary objective
The primary objective is to determine whether the 
number of apnoeas differs under real versus sham olfac-
tory stimulation. We hypothesise that an intermittent and 
concentration- controlled odorant stimulation is able to 
reduce the occurrence of apnoeic episodes in newborns.

Secondary objectives
The secondary objectives are:

 ► Investigate the influence of the following factors on 
the effectiveness of odorant stimulation: the order of 
stimulation, gestational age, concomitant treatments 
that may influence respiratory function and their 
dosages.
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 ► Determine whether the number and duration (mean 
and max duration) of apnoeas under real olfactory 
stimulation differ from the number and duration of 
apnoeas under sham or no stimulation.

 ► Evaluate the tolerance to real olfactory stimulation.

METHODS AND ANALYSIS
Experimental design
Patient and public involvement
No patient’s parent(s), legal guardian(s), or other public 
representatives have been involved in the design of this 
protocol.

Type of intervention
The study will be a randomised, open- label, Latin 
square trial with independent assessment of the primary 
objective.

Three test modalities will be used: (1) S0: no stimula-
tion; (2) S1: sham stimulation during which only non- 
odourised medical air will be delivered; and, (3) S2: 
real olfactory stimulation with three odorants (mint, 
grapefruit and vanilla) delivered in the same order for 
all subjects and in same flow rate and same stimulation 
frequency as for S1.

The simulation sequence (each S0, S1 and S2 set) 
will be determined using a Latin square according to 
Williams’ scheme. This allows taking into account the 
carry- over effect. Six distinct sequences will be used: 
S0- S1- S2, S0- S2- S1, S1- S0- S2, S1- S2- S0, S2- S1- S0 and 
S2- S0- S1.

The newborns will be therefore exposed to three 
24- hour stimulations (random succession of S0, S1 and 
S2). Each stimulation will be followed by a 24- hour 
washout period. The order of the three test modalities 
will be randomised and each newborn will be his/her 
own control.

A monitoring of a maximum of 3 days will search for 
any disorder (eg, infection) likely to interfere with the 
effects of the stimulations.

Number of subjects and study duration
Eighty newborns will be recruited to have 60 evaluable 
subjects (10 per specific sequence as detailed above). 
The premature newborns with randomised sequence will 
undergo cardiorespiratory recordings for five successive 
24- hour periods (including washout) to determine the 
influence of odorant stimulation on the frequency of 
apnoea.

The whole recruitment period is expected to last 24 
months. The duration of participation of each newborn 
will be a maximum of 12 days: 4 days for screening and 
selection, 5 days for experimentation (3 days for stimu-
lation modalities + 2 days for in- between washout) and 3 
days for medical supervision. The analyses and comple-
tion of the study report will require 6 months. There-
fore, the duration of the project will be 36 months and 
12 days.

Criteria for result evaluation
Main assessment criterion
The main assessment criterion will be the number of 
apnoeas or breathing pauses per 24 hours. This number 
will be obtained by continuous recording of the cardiore-
spiratory parameters via RECAN software: raw ECG wave-
forms, plethysmography (SpO2–saturation of peripheral 
oxygen–sensor) and respiratory rate (impedancemetry 
with ECG electrodes). The averages of heart rate, SpO2 
and respiratory rate will be computed each second by 
the monitor. A specific graphical interface will detect 
events with a posteriori changeable threshold followed 
by manual validation. A pathological apnoea episode is 
defined either as complete cessation of breathing for 
more than 20 s (simple apnoea) or apnoea of any dura-
tion associated with bradycardia (heart rate <80 beats/
min).

For each newborn, the study will look for a change in 
the number of apnoeas under real olfactory stimulation 
(S2) versus sham stimulation (S1).

Secondary assessment criteria
The secondary evaluation will include assessing:

 ► The changes in the number of apnoeas under real 
olfactory stimulation (S2) versus sham stimulation 
(S1) in function of the order of stimulation modali-
ties, the gestational age, the concomitant treatments 
that may influence the respiratory function and their 
dosages.

 ► The difference between the number and duration of 
apnoeas under real olfactory stimulation (S2) and the 
number and duration of apnoeas under sham (S1) or 
no stimulation (S0).

 ► Tolerance parameters: adverse events and serious 
adverse events.

Evaluation of the benefit–risk balance
The main risk expected is an unfavourable change in 
respiratory rhythm with increase in apnoea episodes. This 
risk is deemed extremely limited; it has not been reported 
in previous studies that used odorants in neonates.7–10 34 35

The expected benefit is being able to suggest a 
method of olfactory stimulation that decreases the 
number of apnoeic episodes. This non- invasive and non- 
pharmacological method will complement existing treat-
ments (eg, routine caffeine) and, in the long term, would 
replace other treatments that have shown adverse effects. 
In a broader framework, olfactory stimulation would 
participate in the maturation of the autonomous nervous 
system of premature newborns as well as the maturation 
of limbic and cognitive brain structures. The benefit–risk 
balance of this project is expected to be positive.

Participants
Inclusion criteria
The inclusion criteria will be the following:

 ► Girl or boy born before 33 weeks of amenorrhoea 
from single or multiple pregnancy
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 ► Age ≥6 days at intervention.
 ► Hospitalised in a neonatology department of one of 

the participating centres (HFME, Lyon, France and 
CHU Saint-Étienne, France).

 ► No known respiratory disease other than respira-
tory problems related to prematurity at the time of 
inclusion.

 ► At least three bradycardias per day (heart rate <80 
beats/min) over three successive days or suspicion of 
apnoeas based on healthcare staff reporting.

 ► Signed informed consent obtained from the newborn’s 
parent(s) or legal guardian(s) by a neonatologist or a 
senior neonatal nurse after a 2- day reflection period.

Exclusion criteria
The exclusion criteria will be the following:

 ► Presence of severe congenital malformation.
 ► Suspected or confirmed central congenital hypoventi-

lation syndrome.
 ► Need for respiratory assistance likely to limit odour 

perception (continuous positive airway pressure or 
invasive assisted ventilation).

 ► Allergy to olfactory stimulation: coughing, sneezing, 
tearing, respiratory arrest.

 ► Non- affiliation to the social security regime (for legal 
reasons).

Retention conditions
Participation will be proposed to all parents or legal 
guardians of eligible neonates. The participants will be 
followed- up as long as their stay in the neonatal intensive 
care unit (NICU). The unit staff will be called to solicit 
participation before any transfer of eligible newborn 
from the unit and prevent unnecessary transfers before 
completion of the protocol.

In case of enrolment problems, amendments to the 
protocol will be introduced to widen the age range.

In case of intervention discontinuation, no further 
data for the study will be collected, except the reason for 
discontinuation. Whenever necessary, the participant’s 
health status at NICU or hospital discharge might be later 
retrieved.

Discontinuation criteria
The intervention in any participant will be discon-
tinued on appearance of any abnormal sign likely to be 
attributed to the use of the odorants (allergy, respiratory 
signs, neurological signs, etc).

The study may be discontinued in case of safety prob-
lems on decision of the investigator and or the Data Safety 
Monitoring Board.

Whenever changes to the protocol are necessary, an 
amendment file will be constituted and transmitted to the 
Agence Nationale de Sécurité du Médicament and to the 
trial centres in order to update the protocol.

The Centre Régional de Pharmacovigilance (Lyon, 
France), a public and independent centre, will examine 
all cases of suspected adverse reactions.

Randomisation criteria
Only newborns who meet all of the following criteria 
will be randomised; the others will be excluded before 
randomisation.

 ► Newborns born before 33 weeks of amenorrhoea and 
aged more than 10 days.

 ► Presence of pathological apnoeas; precisely, chil-
dren with at least three pathological apnoeas per day 
over three successive days as assessed by continuous 
RECAN monitors prior to randomisation (recordings 
reviewed by experts from the department of paedi-
atric sleep disorders).

Random allocation method (randomisation)
Randomisation will be carried out after checking all 
inclusion and exclusion criteria and completion of 
the informed consent process. Randomisation will be 
centralised and use a dedicated internet server.

The randomisation list will be generated by the study 
statistician who will keep a copy. Randomisation will be 
carried out according to the plan defined by the Latin 
square: newborns will be randomised into six groups (at 
least 10 newborns per group) that correspond to the six 
possible combinations of S0, S1 and S2. The randomisa-
tion will be also stratified by centre (Lyon and Saint-Éti-
enne). The date of randomisation will be the starting 
point of the study (date D0). The assigned treatment will 
start on the very day of randomisation.

Blinding
No concealment nor blinding are needed because: (1) 
each participant will be his/her own control; (2) the 
newborns are not supposed to be influenced by the 
randomisation process; and, (3) healthcare members 
who carry out the experiments do not participate in data 
processing or analysis.

Interventions
Products under study
The trial will use distinct odorant stimuli to avoid the 
phenomenon of sensory habituation to repeated stimu-
lation with the same odorant likely to lead to decreases 
in behavioural and cardiorespiratory responses. More-
over, the odorants should be unfamiliar to the newborns 
(eg, breast milk) because of possible unspecific reactions 
according to hunger or satiety.36

In newborns, even premature ones, the main and 
trigeminal olfactory systems are already functional. The 
trigeminal system makes it possible to treat somatosen-
sory sensations caused by odorant molecules (fresh, hot, 
pungent, odorant, etc). Detection is carried out by the 
free endings of the sensory fibres of the ophthalmic 
branch of the trigeminal nerve that innervate the face, 
the scalp and the oral and nasal mucosa. The choice of 
odorants that stimulate the trigeminal system should 
compensate for possible lower olfactory stimulation 
linked to the use of a high- flow intranasal cannula that 
reduces the openings of the nostrils. However, the choice 

 on S
eptem

ber 13, 2021 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2020-047141 on 13 S
eptem

ber 2021. D
ow

nloaded from
 

http://bmjopen.bmj.com/


5Duchamp- Viret P, et al. BMJ Open 2021;11:e047141. doi:10.1136/bmjopen-2020-047141

Open access

of odorants that stimulate specifically the olfactory 
system (like vanilla used by several authors9 34 35) will be 
also important because of the hypothesis of alteration 
of the trigeminal nucleus in newborns who succumbed 
to sudden infant death syndrome.37 Thus, the odorants 
chosen should stimulate both the main and the trigem-
inal olfactory systems to compensate for possible failure 
of any of them.

Moreover, in humans and newborn mammals, some 
odorant molecules acting on both the main and the 
trigeminal systems have been reported to influence the 
cardiorespiratory rhythm,28–31 especially during sleep, 
and thus, should influence apnoea in newborns.

Accordingly, ‘vanilla’ seems to be an odorant of choice 
because of its known effects on apnoea.9 34 35 ‘Mint’ and 
‘citrus’ are also very interesting odorants because of their 
effects on the cardiorespiratory rhythm.28–31

Finally, the use of pure molecules seems essential to 
ensure stimulus consistency over time (constant volatility 
and composition of the vapour phase).

According to all those conditions, the molecules 
chosen for the trial will be: (1) (R)-(-)- Carvone, CAS RN 
6485-40-1 (herein written CAR); a spearmint scent that 
stimulates the olfactory and the trigeminal system (food 
grade, Sigma- Aldrich, France); (2) Ethylvanillin, CAS RN 
121-32-4 (herein written EVAN); a vanilla scent that stim-
ulates the olfactory system (food grade, Sigma- Aldrich, 
France); and, (3) (R)-(+)- Limonene, CAS RN 5989-54-8 
(herein written LIM); a grapefruit scent that stimulates 
the olfactory and the trigeminal system (food grade, 
Spectrum, USA). CAS is the product registry number in 
the Chemical Abstracts Service database.

Preparation and handling of trial products
Odorants in liquid phase (CAR and LIM) or powder 
phase (EVAN) will be adsorbed to PEBAX 33 MED 
SERIES beads (Arkema, France). The transfers to PEBAX 
beads will be as follows: 5 g (±0.1 g) of PEBAX beads will 
be packed in each of three 40 mL plastic vials and each 
vial will receive either 2 mL of LIM, 2.5 mL of CAR or 
0.4 g of EVAN, then shaken to disperse the liquid or the 
powder on the beads. Each of these preparations will 
be kept at room temperature and away from light for a 
minimum of 24 hours to ensure total adsorption. The 
three vials of odourised beads will be transferred to three 
U- tubes closed with Teflon screw caps: the so- conditioned 
odourised beads can be stored for 30 days without risk of 
instability.

All preparations will be carried out by in a single labo-
ratory and the storage made at the pharmacy for indoor 
use (PIU) of each centre until randomisation and use. 
The batches of the study products will be labelled by the 
preparing laboratory according to the regulations and 
sent for use in the NICU. The dispensing will be nomina-
tive and carried out by each centre’s PIU. The dispensed 
batches will be traced per newborn. Unused batches 
will be returned to each centre’s PIU for recycling or 
destruction.

Odorant administration
Each of the odorant will be diffused in gas phase 
using a portable olfactory stimulator or ‘olfactometer’ 
(figure 1A). This device is a prototype dedicated to this 
trial and developed by CNRS UMR 5292 (NEODEUR: 
European patent N° 602017020 520.6 / FR3411104; 
delivered on 29 July 2020; Medical Device for Olfactory 
Stimulation). The olfactometer will be placed outside the 
incubator; only a Teflon tube whose end opens by a small 
plastic single- use funnel (figure 1B) will be placed inside 
the incubator. During administration, the funnel will be 
placed at nearly 10 cm from the newborn’s face in the 
axis of the nostrils. The ventilation flow of the incubator 
and the use of a high- flow nasal cannula will be taken 
into account. During S2, the three odorants contained 
in three U- shaped glass tubes (supplied by each centre’s 
PIU) will be connected to the olfactometer by an autho-
rised investigator.

The olfactometer will diffuse the odorants with strictly 
controlled and reproducible parameters of quantity, 
duration and sequence. During olfactory stimulation 
(S2), the stimuli will consist of 5 s puffs of LIM, CAR or 
EVAN delivered successively at 5 min intervals and at a 
constant flow rate of 500 mL/min.

Figure 1 (A) View of the front panel of the olfactometer 
showing the three U- tubes containing the odourised beads 
and the Teflon tube that conveys the odorant. (B) Detailed 
view of the transparent plastic funnel connected to the Teflon 
tube and from which the odorant puffs are released at nearly 
10 cm in front of the newborn’s face.
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The functioning of the olfactometer underwent a 
24- hour non- stop test in the same conditions as the 
present protocol. The odorant puffs were measured by 
a photoionisation detector; they showed consistency 
and reproducibility with the three molecules. During 
the experiments with the newborns, the vector gas that 
will extract the odorants from the PEBAX beads will be 
medical air to limit the transmission of pathogenic micro-
organisms. During sham stimulation (S1), the olfac-
tometer will deliver medical air at same flow rate and 
frequency for 24 hours.

Clinical investigations
During each experiment, cardiorespiratory parameters 
will be continuously recorded over 8 days; for four consec-
utive days from D4 to D1 (pre- randomisation) and then 
for five consecutive days from D0 to D4 included (post- 
randomisation) of which 3 days of administration (S0, S1, 
S2 in random order) and 2 days of washout (WO1, WO2) 
(figure 2).

Cardiorespiratory parameters and stimulation times will 
be recorded over 24 hours a day and stored via RECAN 
software. This software is a data logger designed to acquire 
analogue and RS232 signals from different devices and 
collect continuous cardiorespiratory parameters over the 
8 days. An RS232 link connects it to the olfactometer that 
sends a signal indicating the time, the duration and the 
nature of the stimulation in relation with the temporal 
courses of the cardiorespiratory events. This ensures an 
exact timing of each cardiorespiratory event relative to 
the test modalities. The programme is also able to record 
information from the newborn monitor alarms (via USB). 
An interface dedicated to the nursing staff allows them 
to write, in real time, comments concerning the alarms 
as well as the events likely to disturb the protocol such 
as gastric feeding, handling the newborn, changing the 
diaper, etc.

The reading and analysis of the recordings will be 
carried out by an independent evaluator who is an expert 
in the software and signal analysis. RECAN includes 
processing tools that allow defining multiparameter 
searches (threshold, frequency, co- occurrence of events, 

temporal and frequency analyses of the activity of the auto-
nomic nervous system, etc). The analyses will determine 
changes in the occurrence of apnoeas under different 
experimental conditions (no, sham and real olfactory 
stimulation). In the case of an artefact on a tracing, the 
medical record completed by the nursing staff will allow 
deciding whether it was an apnoeic episode or not. This 
reassessment will be blinded to the modality received by 
the newborn. All recordings will be sent to a single centre 
(the Sleep Unit) as anonymised data on a USB flash drive.

Data and study management
Observation notebooks
All data required by the protocol will be collected with 
explanations for missing data. All clinical or paraclinical 
data will be transferred to electronic case report forms 
(CRFs) as soon as they are obtained. The statistical anal-
ysis will apply methods to handle missing data according 
to their nature and number.

The data will be available to the investigators, the trial 
physicians, the trial assistants, the biostatisticians and the 
members of the Data Safety Monitoring Board. The data 
confidentiality is governed by an official MR001 declara-
tion and the European Union (EU) General Data Protec-
tion Regulation.

Source documents
Source documents will be the original data and records 
from which patient data will be transferred to the case 
report book. These will include (but not be limited 
to) test result reports, hospital temperature curves 
and/or medical notes, dispensing notes and medical 
correspondence.

The investigator will allow direct access to study source 
data during monitoring, audit or inspection visits. A copy 
of the CRF will be kept by the investigator for his/her 
own records. The investigator will keep all observations 
and the signed consent of the parents/legal guardians 
for a minimum of 25 years. The data of the study will be 
computerised in a coded way and in accordance with the 
Data Protection Act 2018 (EU General Data Protection 
Regulation). The CIC data management department 
(Centre d'Investigation Clinique, Lyon, France) will be 
responsible for the computer management of the data.

Consent forms and documentation given to the partic-
ipants’ authorised surrogates are available on motivated 
request from the principal investigator.

Study management committees
The Coordination Committee will ensure the progress of 
the study; solve any problem related to its conduct; and 
decide on the study discontinuation, outcomes and publi-
cation. It will involve two neonatologists (of whom the 
principal investigator), three researchers and one nurse 
as trial assistant.

The Steering Committee will ensure the overall supervi-
sion of the conduct of the study according to the current 
recommended standards and practices, and prepare the 

Figure 2 Schedule of a typical experiment. From the first 
day of screening (D-4) to the last day of medical surveillance 
(D7), the recordings will last 12 days for each newborn. The 
recording by RECAN will be reset to 0 at D0; the first day of 
the clinical trial. The trial will alternate, over 5 days, 24- hour 
periods of stimulation (S: either S0, S1 or S2 as assigned by 
randomisation among the six different possible combinations) 
and 24- hour period of washout (WO).
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publications. It will involve four physicians (of whom two 
neonatologists and two methodologists), one researcher 
and one biostatistician.

The Data Safety Monitoring Board will defend the 
interests of the participants, review safety and efficacy 
data and, potentially, issue recommendations on the 
study discontinuation. It will involve two physicians and 
one methodologist/statistician.

Statistical aspects
The number of subjects needed was calculated by simula-
tion using a Poisson mixed- effects model, the model that 
will be used for the main analysis. Based on the raw data 
reported by Marlier et al9 a model was fitted to determine 
parameters that were subsequently used in a Monte- Carlo 
simulation. These parameters were the mean number of 
apnoeas under S1, under S2 and the interindividual vari-
ability of these numbers. Marlier et al9 reported a 36% 
reduction in the number of apnoeas. Because of the 
small size of that study (N=14), we considered the lower 
limit of the CI of this reduction; that is, 10%, to account 
for the large uncertainty around this variation. Thus, 
assuming a 10% reduction between S1 and S2, 60 individ-
uals were deemed required to reach a statistical power of 
90% with a 5% two- sided significance level. However, as 
the secondary objectives involve interaction testing, the 
number of subjects needed for these objectives should 
be higher: this number will therefore be the maximum 
recruitment capacity.

Some potential confounding factors such as caffeine 
treatment or maternal history of smoking during preg-
nancy will be mentioned in the CRF and taken into 
account in the final analysis.

The analyses below will be performed on an intention- 
to- treat basis. No interim analyses are planned because of 
the short duration of the whole study.

Trial conduct audits will be carried out by the Promoter. 
The first one will take place after the inclusion of the 
second participant then after inclusion of every group of 
10 participants.

Main analysis
The main objective will be analysed by testing the effect 
of stimulation S2 versus S1 using a Poisson model with a 
random ‘newborn’ effect and retaining only the measures 
(ie, numbers of apnoeas) under sham and real stimula-
tion.38 The basic assumptions of the Poisson model will 
be checked and an alternative model will be used if some 
of them are not met.

Noting Kij the number of apnoeas of newborn i with 
measure j (j=1,2), the model may be written:

Kij→Poisson(λij), with log(λij) = β0 + β1(stimulation)ij + 
β2(order)ij + u0i; u0i→N(0,σ2), with (stimulation)ij = 0 if 
stimulation j is the sham type (S1) or=1 if stimulation j is 
the real type (S2).

(order)ij = 0 if stimulation j is chronologically the 
first of the two measures (retained here) in newborn i 
or =1 if stimulation j is the second. The main analysis 

will correspond to testing whether ‘β1=0’, parameter β1 
reflecting the change in the number of apnoeas, at a 
given individual risk u0i, between a sham stimulation S1 
and a real stimulation S2 (ie, β1 corresponds to the ratio 
between the number of apnoeas under S2 and the number 
of apnoeas under S1, all other things being equal). This 
test will be a likelihood ratio test with type I error of 5%. 
If this test indicates no significant difference, it will be 
concluded that there is no effect of real stimulation (vs 
sham stimulation).

Secondary analyses
The first secondary objective will be analysed using a 
model similar to the one used in the main analysis but 
to which will be added two factors of interest: gestational 
age and concomitant treatments. The analysis will test the 
interactions between these factors and the stimulation 
effect as well as the interaction between factor ‘order’ and 
factor ‘stimulation’ as defined above.

The second secondary objective will be analysed in the 
same way as the main analysis. This analysis will test the 
effect of stimulation S2 versus S0.

DISCUSSION
In newborns, prematurity, high proportion of paradox-
ical sleep (≥50%) and intrauterine exposure to nico-
tine (~30%) are all factors that favour the occurrence of 
apnoeic episodes and may engage the vital prognosis.15 26 
Exposure of newborns to odorants they could perceive 
without sleep disturbance would be an easy and non- 
invasive way of preventing or limiting apnoeic episodes by 
stimulating the entire cardiorespiratory system.

The use of odorant stimulation to drive the cardiore-
spiratory rhythm would involve the autonomic system via 
several putative olfacto- motor pathways. The existence 
of such pathways is supported by several animal studies. 
For example, in rats, novel odorants induced changes in 
sniffing frequency which becomes extremely rapid,39 advo-
cating an olfacto- motor regulatory pathway. In rabbits, 
olfactory stimulation induces not only a rapid sniffing 
response, but also an excitatory discharge in the respira-
tory centres of the brain stem.40 In humans as in animals, 
the hypothesis is that olfactory stimulation acts from the 
olfactory bulb on the modulating respiratory centres 
via different cerebral pathways passing mainly through 
the hippocampus (for a review see41) where neurons 
discharge in rhythm with respiration42; thus, the olfacto- 
motor pathway may not involve the hippocampal relay. In 
mice, starting also from the olfactory bulb, one pathway 
would involve the amygdala43 and then the parabrachial 
nucleus (belonging to the pontomedullary structures) 
which is thought to play an important role in cardiore-
spiratory control,44 whereas another pathway would go to 
the cerebellum via the ventral tegmental area.45

Current pharmacological treatments used to reduce 
the frequency of premature newborn apnoeic episodes 
are debatable. In comparison, olfactory stimulation 
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is much less invasive and quite easy to implement. It 
would complement existing treatments (eg, caffeine) or 
replace other treatments with potential side effects (eg, 
doxapram). Besides, odorant stimulation in premature 
newborns is likely to contribute to the maturation of the 
bulbar respiratory centres, the autonomic nervous system, 
the limbic system and the cognitive areas because olfac-
tory integration processes involve all these structures.

If odorant stimulation proves effective within the 
context of prematurity, it will be extended to the treat-
ment of sleep apnoea in older children though this 
condition is not linked to immaturity of the respiratory 
centres as in premature newborns. Indeed, prematurely 
born children may be more often subject to sleep respi-
ratory disorders and present obstructive apnoea in child-
hood.13 Furthermore, because, it stimulates the feeding 
centres, odorant stimulation may be also used to promote 
oral feeding in premature newborns.46

As olfactory stimulation seems to be a non- invasive 
way of influencing the sequences of different cycles as 
well as the quality of sleep,28 it may be used in funda-
mental research in sleep physiology, treatment of diseases 
related to sleep apnoea or the control of other condi-
tions requiring cerebral sensory awakening (particularly, 
dysphagia in the elderly through maintaining the swal-
lowing reflex,47 or even coma).

This trial was motivated by the seriousness of sleep 
apnoea in neonatology and the extents of the therapeutic 
fields of olfactory stimulation. Assessing objectively and 
accurately the benefits from the approach requires a strict 
control the olfactory stimulation (nature, quantity, dura-
tion and sequence). This will be satisfactorily ensured by 
an olfactometer or ‘portable odorizer’, a prototype specif-
ically designed for the present protocol to allow a perfect 
control of odorant diffusion in the gas phase. The valida-
tion of this olfactometer in a clinical study will offer devel-
opment opportunities for the design of olfactometers for 
medical or other specific purposes.

Among the potential limitations, one could imagine an 
insufficient number of included newborns, group imbal-
ance due to caffeine treatment or another unexpected 
source of bias or a reduced effectiveness of odorant stim-
ulation in premature newborns with the high flow nasal 
cannula because of the partial obstruction of the nostrils 
by the device.

In case of success, one potential immediate benefit 
from the method will be a non- invasive and non- 
pharmacological solution to apnoea in premature 
newborns and a convenient way to stimulate the matura-
tion of their autonomous nervous system and even cogni-
tive functions.

Author affiliations
1Centre de Recherche en Neurosciences de Lyon, Bron, France
2Équipe de Neuro-Éthologie Sensorielle, UMR 5292, Bron/Saint-Étienne, Rhône- 
Alpes, France
3Service de néonatologie et de réanimation néonatale, Hospices Civils de Lyon, 
Hôpital Femme Mère Enfant, Bron, France
4Département de Pharmacotoxicologie, Hospices Civils de Lyon, Lyon, France

5Service de Biostatistique- Bioinformatique, Hospices Civils de Lyon, Pôle Santé 
Publique, Lyon, France
6Université de Lyon, Lyon, France
7Équipe Biostatistique- Santé, CNRS UMR 5558, Laboratoire de Biométrie et Biologie 
Évolutive, Villeurbanne, France
8Unité de sommeil pédiatrique, Hospices Civils de Lyon, Hôpital Femme Mère 
Enfant, Bron, France
9Département de Cardiologie, Hospices Civils de Lyon, Hôpital de la Croix- Rousse, 
Lyon, France
10Alpha-2 Ltd, Lyon, France
11Centre d'investigation clinique, Lyon, France

Acknowledgements The authors thank the nurses, the physicians and the 
head of the neonatal intensive care units of Hôpital Femme Mère Enfant for their 
involvement in the design of this trial. They also thank Christian Delvar, the engineer 
who developed the software of the olfactometer used for this study.

Contributors Study conception and design: PD- V, HGM, HKN, DM- B and LR. Study 
coordination: PD- V, HGM, HKN, SG, BK, OC and PF. Mechanical and pneumatic 
design of the olfactometer: TM, PD- V. Data collection: HGM, HKN, SG and EC. Data 
management: HKN, AG, FP, SG and AC. Data analysis: DM- B, LR and JI. Manuscript 
drafting: PD- V, HGM, HKN, OC and JI. Final manuscript revisions: All authors.

Funding This study will be supported by the Direction Générale de l’Offre de Soins 
(DGOS) (PHRCI - 2017).

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

ORCID iD
Patricia Duchamp- Viret http:// orcid. org/ 0000- 0002- 7730- 266X

REFERENCES
 1 Jouen F, Hénocq A. Du nouveau- né Au nourrisson: Recherche 

fondamentale et pédiatrie. Paris PUF, 1991.
 2 Streri A, de Hevia MD, Izard V, et al. What do we know about 

neonatal cognition? Behav Sci 2013;3:154–69.
 3 Soussignan R, Schaal B, Marlier L, et al. Facial and autonomic 

responses to biological and artificial olfactory stimuli in human 
neonates: re- examining early hedonic discrimination of odors. 
Physiol Behav 1997;62:745–58.

 4 Nakashima T, Kimmelman CP, Snow JB. Vomeronasal organs 
and nerves of Jacobson in the human fetus. Acta Otolaryngol 
1985;99:266–71.

 5 Marlier L, Schaal B, Gaugler C, et al. Olfaction in Premature Human 
Newborns: Detection and Discrimination Abilities Two Months Before 
Gestational Term. In: Marchlewska- Koj A, Lepri JJ, Müller- Schwarze 
D, eds. Chemical signals in vertebrates 9. Boston, MA: Springer, 
2001.

 6 Goubet N, Rattaz C, Pierrat V, et al. Olfactory familiarization 
and discrimination in preterm and full- term newborns. Infancy 
2002;3:53–75.

 7 Sarnat HB. Olfactory reflexes in the newborn infant. J Pediatr 
1978;92:624–6.

 8 Schaal B, Hummel T, Soussignan R. Olfaction in the fetal and 
premature infant: functional status and clinical implications. Clin 
Perinatol 2004;31:261–85. vi- vii.

 9 Marlier L, Gaugler C, Messer J. Olfactory stimulation prevents apnea 
in premature newborns. Pediatrics 2005;115:83–8.

 10 Marlier L, Gaugler C, Astruc D, et al. [The olfactory sensitivity of the 
premature newborn]. Arch Pediatr 2007;14:45–53.

 11 Henderson- Smart DJ. The effect of gestational age on the incidence 
and duration of recurrent apnoea in newborn babies. Aust Paediatr J 
1981;17:273–6.

 on S
eptem

ber 13, 2021 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2020-047141 on 13 S
eptem

ber 2021. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-7730-266X
http://dx.doi.org/10.3390/bs3010154
http://dx.doi.org/10.1016/s0031-9384(97)00187-x
http://dx.doi.org/10.3109/00016488509108907
http://dx.doi.org/10.1207/S15327078IN0301_3
http://dx.doi.org/10.1016/S0022-3476(78)80307-2
http://dx.doi.org/10.1016/j.clp.2004.04.003
http://dx.doi.org/10.1016/j.clp.2004.04.003
http://dx.doi.org/10.1542/peds.2004-0865
http://dx.doi.org/10.1016/j.arcped.2006.09.006
http://dx.doi.org/10.1111/j.1440-1754.1981.tb01957.x
http://bmjopen.bmj.com/


9Duchamp- Viret P, et al. BMJ Open 2021;11:e047141. doi:10.1136/bmjopen-2020-047141

Open access

 12 Henderson- Smart D, Steer P. Doxapram treatment for apnea in 
preterm infants. Cochrane Database Syst Rev 2004:CD000074.

 13 Raynes- Greenow CH, Hadfield RM, Cistulli PA, et al. Sleep apnea 
in early childhood associated with preterm birth but not small for 
gestational age: a population- based record linkage study. Sleep 
2012;35:1475–80.

 14 Nalivaeva NN, Turner AJ, Zhuravin IA. Role of prenatal hypoxia in 
brain development, cognitive functions, and neurodegeneration. 
Front Neurosci 2018;12:825.

 15 Janvier A, Khairy M, Kokkotis A, et al. Apnea is associated with 
neurodevelopmental impairment in very low birth weight infants. J 
Perinatol 2004;24:763–8.

 16 Lucey JF. The xanthine treatment of apnea of prematurity. Pediatrics 
1975;55:584–6.

 17 Bairam A, Boutroy MJ, Badonnel Y, et al. Theophylline versus 
caffeine: comparative effects in treatment of idiopathic apnea in the 
preterm infant. J Pediatr 1987;110:636–9.

 18 Alpan G, Eyal F, Sagi E, et al. Doxapram in the treatment of idiopathic 
apnea of prematurity unresponsive to aminophylline. J Pediatr 
1984;104:634–7.

 19 Sagi E, Eyal F, Alpan G, et al. Idiopathic apnoea of prematurity 
treated with doxapram and aminophylline. Arch Dis Child 
1984;59:281–3.

 20 Prins SA, Pans SJA, van Weissenbruch MM, et al. Doxapram use 
for apnoea of prematurity in neonatal intensive care. Int J Pediatr 
2013;2013:1–5.

 21 McCarley RW. Neurobiology of REM and NREM sleep. Sleep Med 
2007;8:302–30.

 22 Ferber R. Sleep, sleeplessness, and sleep disruptions in infants and 
young children. Ann Clin Res 1985;17:227–34.

 23 Gallego J, Matrot B. Arousal response to hypoxia in newborns: 
insights from animal models. Biol Psychol 2010;84:39–45.

 24 Cohen G, Roux J- C, Grailhe R, et al. Perinatal exposure to nicotine 
causes deficits associated with a loss of nicotinic receptor function. 
Proc Natl Acad Sci U S A 2005;102:3817–21.

 25 Fewell JE, Konduri GG. Influence of repeated exposure to rapidly 
developing hypoxaemia on the arousal and cardiopulmonary 
response to rapidly developing hypoxaemia in lambs. J Dev Physiol 
1989;11:77–82.

 26 Zhao J, Gonzalez F, Mu D. Apnea of prematurity: from cause to 
treatment. Eur J Pediatr 2011;170:1097–105.

 27 Kinney HC, Thach BT. The sudden infant death syndrome. N Engl J 
Med 2009;361:795–805.

 28 Arzi A, Sela L, Green A, et al. The influence of odorants on respiratory 
patterns in sleep. Chem Senses 2010;35:31–40.

 29 Shen J, Niijima A, Tanida M, et al. Olfactory stimulation with scent of 
grapefruit oil affects autonomic nerves, lipolysis and appetite in rats. 
Neurosci Lett 2005;380:289–94.

 30 Tanida M, Niijima A, Shen J, et al. Olfactory stimulation with scent of 
essential oil of grapefruit affects autonomic neurotransmission and 
blood pressure. Brain Res 2005;1058:44–55.

 31 Tanida M, Shen J, Niijima A, et al. Effects of olfactory stimulations 
with scents of grapefruit and lavender oils on renal sympathetic 
nerve and blood pressure in clock mutant mice. Auton Neurosci 
2008;139:1–8.

 32 Livolsi A, Niederhoffer N, Dali- Youcef N, et al. Cardiac muscarinic 
receptor overexpression in sudden infant death syndrome. PLoS One 
2010;5:e9464.

 33 Malloy MH. SIDS--a syndrome in search of a cause. N Engl J Med 
2004;351:957–9.

 34 Edraki M, Pourpulad H, Kargar M, et al. Olfactory stimulation by 
vanillin prevents apnea in premature newborn infants. Iran J Pediatr 
2013;23:261–8.

 35 Kanbur BN, Balci S. Impact of the odors of Vanilla extract and breast 
milk on the frequency of apnea in preterm neonates. Jpn J Nurs Sci 
2020;17:e12271.

 36 Marlier L, Schaal B, Soussignan R. Neonatal responsiveness to the 
odor of amniotic and lacteal fluids: a test of perinatal chemosensory 
continuity. Child Dev 1998;69:611–23.

 37 Lavezzi AM, Mehboob R, Matturri L. Developmental alterations 
of the spinal trigeminal nucleus disclosed by substance P 
immunohistochemistry in fetal and infant sudden unexplained 
deaths. Neuropathology 2011;31:405–13.

 38 Diggle SL, Liang PPJ, Zeger KY. Analysis of longitudinal data. New- 
York: Oxford Univ Pr, 1994.

 39 Wesson DW, Carey RM, Verhagen JV, et al. Rapid encoding and 
perception of novel odors in the rat. PLoS Biol 2008;6:e82.

 40 du Pont JS. Firing patterns of bulbar respiratory neurones 
during sniffing in the conscious, non- paralyzed rabbit. Brain Res 
1987;414:163–8.

 41 Harper RM, Poe GR, Rector DM, et al. Relationships between 
hippocampal activity and breathing patterns. Neurosci Biobehav Rev 
1998;22:233–6.

 42 Frysinger RC, Harper RM. Cardiac and respiratory correlations 
with unit discharge in human amygdala and hippocampus. 
Electroencephalogr Clin Neurophysiol 1989;72:463–70.

 43 Igarashi KM, Ieki N, An M, et al. Parallel mitral and tufted cell 
pathways route distinct odor information to different targets in the 
olfactory cortex. J Neurosci 2012;32:7970–85.

 44 Gallego J, Nsegbe E, Durand E. Learning in respiratory control. 
Behav Modif 2001;25:495–512.

 45 Watabe- Uchida M, Zhu L, Ogawa SK, et al. Whole- brain 
mapping of direct inputs to midbrain dopamine neurons. Neuron 
2012;74:858–73.

 46 Cao Van H, Guinand N, Damis E, et al. Olfactory stimulation may 
promote oral feeding in immature newborn: a randomized controlled 
trial. Eur Arch Otorhinolaryngol 2018;275:125–9.

 47 Ebihara S, Kohzuki M, Sumi Y, et al. Sensory stimulation to improve 
swallowing reflex and prevent aspiration pneumonia in elderly 
dysphagic people. J Pharmacol Sci 2011;115:99–104.

 on S
eptem

ber 13, 2021 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2020-047141 on 13 S
eptem

ber 2021. D
ow

nloaded from
 

http://dx.doi.org/10.1002/14651858.CD000074.pub2
http://dx.doi.org/10.5665/sleep.2192
http://dx.doi.org/10.3389/fnins.2018.00825
http://dx.doi.org/10.1038/sj.jp.7211182
http://dx.doi.org/10.1038/sj.jp.7211182
http://www.ncbi.nlm.nih.gov/pubmed/1128983
http://dx.doi.org/10.1016/S0022-3476(87)80569-3
http://dx.doi.org/10.1016/S0022-3476(84)80568-5
http://dx.doi.org/10.1136/adc.59.3.281
http://dx.doi.org/10.1155/2013/251047
http://dx.doi.org/10.1016/j.sleep.2007.03.005
http://www.ncbi.nlm.nih.gov/pubmed/3909917
http://dx.doi.org/10.1016/j.biopsycho.2009.12.001
http://dx.doi.org/10.1073/pnas.0409782102
http://www.ncbi.nlm.nih.gov/pubmed/2778294
http://dx.doi.org/10.1007/s00431-011-1409-6
http://dx.doi.org/10.1056/NEJMra0803836
http://dx.doi.org/10.1056/NEJMra0803836
http://dx.doi.org/10.1093/chemse/bjp079
http://dx.doi.org/10.1016/j.neulet.2005.01.058
http://dx.doi.org/10.1016/j.brainres.2005.07.048
http://dx.doi.org/10.1016/j.autneu.2007.12.001
http://dx.doi.org/10.1371/journal.pone.0009464
http://dx.doi.org/10.1056/NEJMp048194
http://www.ncbi.nlm.nih.gov/pubmed/23795247
http://dx.doi.org/10.1111/jjns.12271
http://dx.doi.org/10.1111/j.1467-8624.1998.tb06232.x
http://dx.doi.org/10.1111/j.1440-1789.2010.01190.x
http://dx.doi.org/10.1371/journal.pbio.0060082
http://dx.doi.org/10.1016/0006-8993(87)91340-0
http://dx.doi.org/10.1016/S0149-7634(97)00010-9
http://dx.doi.org/10.1016/0013-4694(89)90222-8
http://dx.doi.org/10.1523/JNEUROSCI.0154-12.2012
http://dx.doi.org/10.1177/0145445501254002
http://dx.doi.org/10.1016/j.neuron.2012.03.017
http://dx.doi.org/10.1007/s00405-017-4796-0
http://dx.doi.org/10.1254/jphs.10R05CP
http://bmjopen.bmj.com/

	Protocol of controlled odorant stimulation for reducing apnoeic episodes in premature newborns: a randomised open-label Latin-square study with independent evaluation of the main endpoint (PREMODEUR)
	Abstract
	Introduction
	Sensory abilities of newborns
	Apnoea in premature newborns
	Apnoea and newborn’s sleep
	Odour perception and cardiorespiratory functions

	Objectives
	Primary objective
	Secondary objectives

	Methods and analysis
	Experimental design
	Patient and public involvement
	Type of intervention
	Number of subjects and study duration

	Criteria for result evaluation
	Main assessment criterion
	Secondary assessment criteria
	Evaluation of the benefit–risk balance

	Participants
	Inclusion criteria
	Exclusion criteria
	Retention conditions
	Discontinuation criteria
	Randomisation criteria
	Random allocation method (randomisation)
	Blinding

	Interventions
	Products under study
	Preparation and handling of trial products
	Odorant administration

	Clinical investigations
	Data and study management
	Observation notebooks
	Source documents
	Study management committees

	Statistical aspects
	Main analysis
	Secondary analyses


	Discussion
	References


