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ABSTRACT: We wished to assess the efficacy of inhaled salmeterol (SML; 50 
1-1g b.i.d.) compared to a combination of slow-release theophylline and ketotlfen 
p.o. (TK; T 300 mg + K 1 mg b.i.d.) for the treatment of nocturnal asthma. 
Ninety six patients with nocturnal asthma, (forced expiratory volume in one sec­
ond (FEV

1
) 60-90% of predicted value, reversibility :z:lS%, at least two noc­

tur nal awakenings per week) were eligible for a mult icentre, double-blind, 
double-dummy cross-over study (14-day run-in, two successive 28-day treatment 
periods), Efficacy was assessed as success/failure, success being defined as the 
complete disappearance of nocturnal symptoms/awakenings during the last week 
of each treatment period. 

There was a statistically significant difference between SML and TK for this 
criterion: 46% and 39% success with SML during periods I (first 28-day pe­
riod) and li (following the cross-over), compared to only 15% and 26 % with 
TK, respectively (p<O.Ol). SML was also significantly better for the other cri­
teria (lung function, rescue salbutamol intake during day and night). Side­
effects were five times less frequent in SML-treated patients (p<0.004). 

Efficacy and tolerance of SML were obviously far better than those of TK 
in patients with nocturnal asthma. 
Eur Respir J., 1992, 5, 1197-1200. 

• Service de Pneumologie, Hopital de 
Bois Guillaume, Boisguillaume, France 
• • Laboratoires Glaxo, France. 

Correspondence: L. Bertin 
Laboratoires Glaxo 
43, rue Vineuse - B.P. 166-16 
F-75764 Paris Cedex 16 
France 

Keywords: ketotifen 
nocturnal asthma 
salmeterol 
theophylline 

Received: January 30 1992 
Accepted after revision August 2 1992 

Nocturnal asthma, i.e. awakening due to coughing, 
wheezing or breathlessness, is quite common, as more 
than 70% of asthmatic patients suffer from sleep dis­
turbances related to this condition [1 ]. The period of 
greatest vulnerability is around 4 a.m. [2], which ac­
counts for the lack of efficacy of conventional inhaled, 
short-acting bronchodilators in this indication. Sus­
tained-release theophylline is currently used in patients 
with nocturnal asthma and some studies have shown 
that this drug could control nocturnal symptoms and 
improve airflow during the early hours of the morn­
ing [3-5]. However, quality of sleep, defined by 
electroencephalography, might be impaired by theo­
phylline [6) and some trials have failed to show any 
improvement of sleep in patients treated with slow­
release theophylline [7]. The bronchodilating action of 
theophylline is potentiated by ketotifen [8], whilst 
some papers indicate a mutual attenuation of the cen­
tral nervous system (CNS) effects of ketotifen and 
theophylline at therapeutic doses [9]. Salmeterol is a 
new long-acting ~2-agonist efficacy of which in noc­
turnal asthma, has been established in a placebo­
controlled trial [10]. The present study was designed 
to assess the efficacy and tolerance of inhaled sal­
meterol compared to a combination of slow-release 

theophylline with ketotifen for the treatment of 
nocturnal asthma and the improvement of sleep, in 
adult patients. 

Patients and methods 

Patients 

One hundred and fifteen patients were screened and 
ninety six (47 males) were eligible for this multicentre 
(30 centres), double-blind, double dummy, cross-over 
study, with a 14-day run-in period and two successive 
28 day treatment periods. The patients were aged 17-
70 yrs (mean ±so: 42±13 yrs) and weighed 45-80 kg 
(mean: 65±10 kg). They were suffering from chronic 
asthma (forced expiratory volume in one second 
(FEV) 60-90% of predicted value, reversibility ~15% 
after 200 j..tg inhaled salbutamol), with at least two 
nocturnal awakenings per week due to coughing, 
wheezing or breathlessness during the 2 week run-in 
period. Patients with respiratory tract infection, or 
hospitalization due to an exacerbation of asthma 
within 28 days prior to the study, or with serious 
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non-controlled systemic disorders, or clinically signifi­
cant laboratory abnormalities were not eligible. Pa­
tients treated with ketotifen within a month prior to 
the study, or with 13-blockers, or with more than 2 
mg·day·1 of inhaled steroids, or oral steroids at a dos­
age >20 mg·day·1 of prednisolone, were also not eli­
gible. All other treatments of asthma had to be 
discontinued at entry into the run-in period. 

This study was approved by the Ethics Committee 
(Rouen University Hospital). Written informed con­
sent was obtained from all patients, who were seen as 
out-patients. 

Salmeterol 
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Fig. 1. - Study plan. D: day; SR: slow-release. 

Treatments 

The only bronchodilator treatment allowed during 
the 2-week run-in period was inhaled salbutamol 
200 j..l.g p.r.n. Eligible patients were randomly allo­
cated to receive, for 28 days, either salmeterol (50 11g 
b.i.d. by metered-dose inhaler, n=50) and placebo 
tablets for slow-release theophylline and ketotifen, or 
slow-release theophylline (300 mg b.i.d., n=46) com­
bined with ketotifen (1 mg b.i.d.) as tablets and a 
placebo for salmeterol. At the end of this first pe­
riod, they were crossed over to receive the other 
treatment for a further 28 days. The study plan is 
presented in figure 1. A rescue salbutamol metered­
dose inhaler was provided for every patient, to be used 
p.r.n. throughout the study period. Patients were not 
allowed to take any other bronchodilating drugs, 
sodium cromoglycate or anti-histamine drugs. Exac­
erbations of asthma could be treated according to the 
investigator's choice. 

Criteria of response 

Efficacy was assessed in the clinic just before (DO) 
and at the end (D28) of each 28-day treatment period, 
on the improvement of sleep during the last week of 
each treatment period, the first 3 weeks being 

considered as a wash-out period. This criterion was 
assessed as success or failure. Success was defined 
as the complete disappearance of nocturnal symptoms 
(recorded every morning in the patient's diary card) 
during the last week of each treatment period. The 
improvement of sleep was also expressed as the per­
centage of awakening-free nights. 

Other criteria included: 1) daily morning and 
evening peak expiratory flow rate (PEFR) measure­
ments, using a Mini-Wright peak flow meter (the best 
of 3 measures was recorded in the patient's diary 
card); 2) intakes of rescue salbutamo l ; and 
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on DO and at the end of each treatment period . 

Statistical methods 

The sample size was determined for the main crite­
rion with a=0.05 and ~=0.20, assuming that the 
frequency of successes would be 75 and 90% in the 
theophylline-ketotifen and salmeterol groups, respec­
tively. The choice between a cross-over analysis or 
the use of an analysis appropriate for a parallel de­
sign on the first period data only, was based on the 
method of WILLAN and PATER [11, 12], which means 
that we chose the analysis with the larger correspond­
ing test statistic. This method, recommended by JoNES 

and KENWARD [13), keeps the risk a=5% whatever the 
carry-over effect. Therefore, the results for the "im­
provement of sleep" defined as success/failure were 
analysed according to a cross-over design using a log­
linear model for cross-over binary data [14], and the 
remaining criteria according to a parallel group design 
on the first period data. Tests for qualitative data 
were performed by means of the Chi-squared test. 
The quantitative data were compared using Student's 
!-test, if normally distributed according to Shapiro 
Wilk's test, and by using Wilcoxon rank-score test if 



SALMETEROL IN NOCTURNAL ASTHMA 1199 

not. The significance levels of all statistical tests were 
corrected according to the method of WILLAN and 
PATER (11, 12). 

Results 

Comparability of treatment groups 

At the time of inclusion (DO), there were no signifi­
cant differences among the two groups (salmeterol first 
or slow-release theophylline-ketotifen first) as regards 
sex distribution, age, height, weight, concomitant ill­
nesses, previous treatments and evaluation criteria. 
Seventy two percent of the patients were known to be 
atopic and 87% had positive skin tests to common 
allergens. A majority of patients (88%) were non­
smokers. Mean (±so) FEV1 was 70±10% and 68±9% 
of predicted value in the salmeterol and slow-release 
theophylline-ketotifen groups, respectively. Sixty 
percent of the patients were using inhaled bec­
lomethasone, at a mean (±so) dosage of 1,000±400 
1Ag·day·1 and 9 patients were treated with oral steroids, 
at a mean dosage of 14±5 mg·day·1 of prednisolone. 
These treatments were continued at a constant dosage 
throughout the study. 

Withdrawals 

There were 15 withdrawals from the study during 
the first treatment period: 6 patients given salmeterol 
(3 adverse effects: bronchospasm, tachycardia, exacer­
bation; 2 intakes of steroids; 1 "persistence of symp­
toms"); and 9 on theophylline-ketotifen (5 adverse 
effects: 2 gastrointestinal disorders, dizziness, exacer­
bation, headache; 2 intakes of steroids; 1 "persistence 
of symptoms"; 1 lack of compliance); a diary card was 
missing for a patient given slow-release theophylline­
ketotifen. There were 8 withdrawals during the 
second period: 4 patients treated with salmeterol (2 in­
takes of steroids; 1 exacerbation; 1 lost to follow-up); 
and 4 given slow-release theophylline-ketotifen (2 
adverse effects: diarrhoea, drowsiness; 1 intake of ster­
oids; 1 lost to follow-up). Therefore, the cross-over 
analysis was performed on the results obtained in 72 
patients, and the parallel group analysis on the data 
from 80 patients (first treatment period). 

Efficacy 

The number of salmeterol and slow-release theophyl­
line-ketotifen treated patients totally free of nocturnal 
symptoms during the last week of each treatment 
period was equal to 46 and 15% for the first period 
and to 39 and 26% for the second, respectively. The 
difference between treatment groups is highly signifi­
cant (p<O.Ol). 

Salmeterol is better than slow-release theophylline­
ketotifen as regards the percentage of symptom-free 
nights: 67±6% and 43±7% at the end of the first pe­
riod for salmeterol and slow-release theophylline­
ketotifen, respectively (p<0.025). There is a 
statistically significant difference between treatment 
groups as regards rescue salbutamol intake during the 
night: 0.8±0.2 puffs·night·1 in the salmeterol-treated 
patients, compared to 1.3±0.2 puffs·nighr1 in the slow­
release theophylline-ketotifen group (p<0.025, 
Wilcoxon rank test). Salbutamol use nearly halved 
during the daytime in the salmeterol group: 1.1±0.3 
compared to 2.1±0.4 puffs·day·1 for slow-release theo­
phylline-ketotifen treated patients (p<0.025). At the 
end of the first treatment period, mean FEV

1 
was sig­

nificantly higher (p<0.05) in the salmeterol group 
(83±3% of predicted value, that is to say a 13% in­
crease in DO value) than in the slow-release theophyl­
line-ketotifen group (74±3% of predicted value, 6% 
increase in DO value). At the end of the first period, 
the difference between treatment groups was not sta­
tistically significant for morning PEFR, FVC and 
FEV2s-1s· 

Tolerance 

No drug-related, serious, adverse effects were re­
ported. Twenty six drug-related, minor, adverse ef­
fects were reported: 4 (mainly tachycardia, and 
nervousness) in 3 salmeterol-treated patients and 22 
(mainly gastrointestinal disorders, vomiting and head­
aches) in 15 slow-release theophylline-ketotifen treated 
patients. This difference between treatment groups is 
statistically significant (p=0.004). 

Discussion 

It has already been established that inhaled sal­
meterol at a dosage of 50 IAg b.i.d. is an effective 
treatment for nocturnal asthma compared to placebo 
(10]. The next logical step was thus to compare 
salmeterol with a treatment recommended for patients 
with nocturnal asthma, namely slow-release theophyl­
line combined to ketotifen, which is frequently pre­
scribed in this indication as a twice daily dosage. The 
present study demonstrates the superiority of salmeterol 
compared to slow-release theophylline-ketotifen, using 
a more selective criterion than the usual "percentage 
of symptom-free nights". It should be noted, however, 
that salmeterol also gives significantly better results 
using this criterion. 

Salmeterol was not only significantly better than the 
slow-release theophylline-ketotifen combination on 
sleep improvement, but it was also superior to the lat­
ter as regards bronchodilating effects (FEV

1
) (p<0.05), 

and the need for rescue salbutamol intakes during 
night and day (p<0.025). The lack of significant dif­
ference between treatment groups as to morning PEFR 
is probably related to the fact that theophylline-
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ketotifen-treated patients took more rescue salbutamol 
during the last part of the night, these patient's morn­
ing PEFR being thus "falsely" increased. 

During recent years, inhaled steroids have been rec­
ommended as first-line treatment of moderate chronic 
asthma (15]. Sixty percent of the patients included 
were treated with inhaled steroids and kept on taking 
this treatment at a constant dosage throughout the 
study. It has been shown that inhaled steroids were 
as effective as slow-release oral 13

2
-agonists in control­

ling nocturnal asthma and that the combination was 
better (16]. The present trial was not designed to 
compare steroid-treated patients with those who were 
not, but it could be advisable to associate salmeterol 
with inhaled steroids. 

Salmeterol was significantly better tolerated 
(p<0.004), with five times less drug-related adverse 
events than in the combination-treated patients. We 
chose not to adjust theopylline dosage to plasma lev­
els, as this is not done in current medical practice and 
as a double-blind design would not have been possi­
ble. However, patients included had to weigh 45-80 
kg and the mean dosage was 9.2 mg·kg·1 body weight 
per day. Considering the large difference observed be­
tween the two treatment groups, it is very unlikely that 
any adjustment to plasma levels would have changed 
the results, while the already high number of adverse 
events in the theophylline group could have increased. 

We conclude that salmeterol is not only highly ef­
fective as a bronchodilator drug but is also the first 
treatment which really allows patients suffering from 
nocturnal asthma to sleep normally, with an excellent 
efficacy-safety ratio. 

Members of French Multicentre Study Group:· 
A. Abcllan (Tarbcs), G. Akoun (Paris), J .P. Battesti 
(Bobigny), A. Berthier (Saint-Nazaire), C. Bertin 
(Montbelliard), A. Bcttendorf (Nice), F. Bon (Annecy), G. 
Bonan (Paris), F. Bonnaud (Limoges) G. Cabanicu (Bor­
deaux), P. Caries (Toulouse), M. Chamas (Toulouse), P. 
Chaumier (Aubergenville), E. Fournier (Henin-Beaumont), 
B. Granger-Veyron (Bordeaux), J.M. Grosbois {Lille), M· 
R. Ickovic (Montreuil), D. Krai (Cholet), M. Legendre 
(Chamali~res), D. Lugassy (Paris), D. Marteau (Paris), M. 
Mathieu (Aulnay·Sous·Bois), P. Morin (Yerres), D. Muller 
(Metz), M. Perrin-Fayolle (Lyon), C. Prenat (Besan~on), 
M. Prosper (Paris), Jean-C. Pujet (Paris), A. Reman 
(Alent;;on), D. Rigaud (Grenoble), J.J. Roujon (Toulon), A. 
Roullier (Tours), A. Sabbah (Angers), J-C." Severac 
(Beziers), F. Steenhouwer (Roubaix), D. Te te 
(Chatellerault), L. Vives (Saint·Gaudens), A. Vergnenegre 
(Brive la Gaillarde ). 

References 

1. Turner-Warwick M. - Epidemiology of nocturnal 
as thma. Am J Med, 1988; 85: (Suppl. 1B): 6- 8. 
2. Schutzer SE. - Nocturnal asthma: a model of 
chronobiologic and pathophysiologic interactions. Allerg 
lmmunol, 1991; 23: 47-48. 
3. Bush RK. - Nocturnal asthma: mechanisms and the 
role of theophylline in treatment. Postgrad Med J, 1991; 67 
(Suppl 4): 520- 24. 
4. Zwillich CW, Neagley SR, Cicutto L, White DP, Mar­
tin RJ. - Nocturnal asthma therapy: inhaled bitolterol ver­
sus sustained-release theophylline. Am Rev Respir Dis, 1989; 
139: 470-474. 
5. Heins M, Kurtin L, Oellerich M, Maes R, Sybrecht 
GW. - Nocturnal asthma: slow-release terbutaline versus 
slow-release theophylline therapy. Eur Respir J, 1988; 1: 
306- 310. 
6. Rhind GB, Connaughton JJ, McFie J, Douglas NJ, 
Flenley DC. - Sustained release choline theophyllinate in 
nocturnal asthma. Br Med J, 1985; 291: 1605-1607. 
7. Milledge JS, Morris J. - A comparison of slow-re­
lease salbutamol with slow-release aminophylline in noctur· 
nal asthma. J lnt Med, 1979; 7 (Suppl. 1): 106-110. 
8. Hendy MS, Burge PS, Stableforth DE. - Effect of 
ketotifen on the bronchodilating action of aminophylline. 
Respiration, 1986; 49: 296-299. 
9. Matejeck M, Irwin P, Neff G, Abt K, Wehrli; W. -
Determination of the central effects of the asthma prophy· 
lactic ketotifen, the bronchodilator theophylline, and both 
in combination: an application of quantitative electro­
encephalography to the study of drug interactions. lnt J Clin 
Pharmacal Ther Thoxicol, 1984; 23: 258-266. 
10. Fitzpatrick MF, Mackay T, Driver H, Douglas NJ -
Salmeterol in nocturnal asthma: a double-blind, placebo con­
trolled trial of a long-acting inhaled (3

1
-agonist. Br Med J, 

1990; 301: 1365-1368. 
11. Willan AR, Pater JL. - Carry-over and the two-pe­
riod, cross-over, clinical trial. Biometrics, 1986; 42: 593-
599. 
12. Willan AR. - Using the maximum test statis tic in the 
two-period cross-over clinical trial. Biometrics, 1988; 44: 
211-218. 
13. Jones B, Kenward MG. - Design and analysis of 
cross-over trials. Monographs on statistics and applied prob­
ability. London Chapman and Hall, 1989; 34: 39-51. 
14. Kenward MG, Jones B. - A log-linear model for bi­
nary cross-over data. App/ Stat, 1987; 36: 192-204. 
15. National Heart, Lung and Blood Institute. National 
Asthma Education Program. Expert Panel Report. J Allergy 
Clin lmmunol, 1991; 88: 478-480 
16. Dahl R, Pedersen B, HagglOf B. - Nocturnal asthma: 
effect of treatment with oral sustained release terbutaline, 
inhaled budesonide, and the two in combination. J Allergy 
Clin lmmunol, 1989; 83: 811-815. 


