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Editorial

Montelukast, a representative leukotriene receptor antagonist 
(LTRA), was launched 20 years ago in Korea and, since then, has 
been used mainly to treat childhood asthma and allergic rhinitis.

Since 2010, LTRA has been prescribed more often than inhaled 
corticosteroids (ICS) to pediatric asthma patients in Korea.1) 
Although the efficacy of LTRA is inferior to that of ICS, the 
effectiveness of LTRA is superior considering patient compliance 
and medication side effects as demonstrated in several real-world 
studies.2) With the increasing use of LTRA, the symptoms of pedi
atric asthma patients are becoming well controlled and their 
quality of life is improving.2) LTRA is safe, especially in young 
children, because it has fewer side effects than other asthma medi
cations. Moreover, it rarely causes behavioral changes or Churg-
Strauss syndrome.3)

Viral wheeze in childhood is well described as an episodic 
viral wheeze. Although highly controversial, LTRA has proven 
efficacy for episodic viral wheeze and can be useful when asthma 
exacerbates by viral infections.4) It is difficult to identify prac
tical biomarkers of LTRA that are safe, easy to take, and effective 
asthma controllers. To our knowledge, the best LTRA efficacy is 
seen for treating asthma in young children and asthma of short 
duration.5) Many recent studies have determined the effective
ness of LTRA treatment by noninvasively measuring eosinophil-
derived neurotoxin (EDN). EDN may act as a predictor of the 
development of recurrent wheezing in patients with postrespi
ratory syncytial virus bronchiolitis. A meta-analysis reported 
that montelukast reduced EDN levels in children with recurrent 
wheezing.5) However, most studies of EDN examined patients 
with recurrent wheezing. Therefore, well-designed studies of 
EDN in asthma patients remain insufficient, making its applica
tion difficult in practical clinical practice.

Now, 20 years after the introduction of montelukast in Korea, 
this review article6) addresses the effects of LTRA on asthma. 
However, LTRA also has a profound effect on symptom control 
in children with allergic rhinitis. Of course, as with asthma, 
LTRA is less effective at treating allergic rhinitis than intranasal 
steroids, with somewhat contradictory results compared to anti
histamines.7) Combination therapy of montelukast and a second-

generation antihistamine may be more effective at controlling 
symptoms than administering monotherapy.8) Intranasal steroid 
is the primary recommended drug for allergic rhinitis, but for 
patients who cannot use intranasal steroids, LTRA alone or in 
combination with an antihistamine may be recommended.9) 
LTRA is also useful in the presence of asthma and allergic rhinitis 
and has some effectiveness at alleviating symptoms of allergic 
conjunctivitis.10)

In the absence of key tools for precision medicine, the most 
appropriate approach for the thoughtful clinician is to perform 
a therapeutic trial in an individual patient to assess the potential 
benefit of montelukast. Such a trial should be as objective as 
possible and finite in length considering the variable natural his
tory of children who wheeze. A significant minority of children 
can undoubtedly benefit from montelukast, and this approach 
could be the most effective way to identify such children while 
minimizing over-prescription to children who do not benefit 
from this treatment.
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