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Effects of montelukast in patients

with persistent asthma using inhaled
corticosteroids plus additional second-line
therapy

To the Editor:

The retrospective data by Barnes et al' succinctly
demonstrated that benefits were conferred by the addi-
tion of montelukast for real-life patients with asthma.
Indeed, 66% of patients—irrespective of disease severity
or duration or existing treatment—were observed to
have a significant improvement in overall control of
asthma after attenuation of the cysteinyl leukotriene
pathway.

It is particularly interesting to note that concomitant
montelukast provided beneficial effects in patients using
inhaled corticosteroids plus additional second-line con-
troller therapy. Despite the fact that concomitant mon-
telukast is advocated in current guidelines,z’3 the authors
quite correctly point out that there is a paucity of data
showing beneficial effects. For example, Robinson et al*
failed to demonstrate any additional effects of montelukast
on the primary endpoint of peak expiratory flow in patients
with asthma using inhaled corticosteroid plus additional
therapy (mostly long-acting (3,-agonists). However, be-
cause the patients studied were likely to have been
maximally bronchodilated (by the long-acting [3,-agonist
moiety), it is not particularly surprising that such a smooth
muscle—dependent outcome was not influenced by the
addition of montelukast. In the same study, the short
treatment period (14 days) would have also precluded
any demonstrable effect on exacerbation frequency. In
another randomized, placebo-controlled study, the effect
of montelukast in conjunction with fluticasone propio-
nate 500 wg/d plus salmeterol was examined.” As ex-
pected, no further benefit was achieved in terms of airway
caliber, although commensurate reductions in airway
hyperresponsiveness and inflammatory biomarkers were
observed.

It stands to reason, therefore, that the additional
beneficial effects of montelukast may in fact occur
through its ability to suppress airway hyperresponsive-
ness and the underlying asthmatic inflammatory pathway.
Further data are required to confirm whether this in turn
has a positive effect on parameters of airway remodeling.
The data by Barnes et al provide clinicians with a timely
reminder that the benefits achieved with leukotriene re-
ceptor antagonists are indeed to be found across a range of
asthmatic phenotypes—even in those at the more severe
end of the spectrum.
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The authors of the article were provided with the opportunity to
respond to this correspondence from Currie et al. They indicated that
they could not add any further information to the correspondence.
They agree that further studies are needed in the area of markers of
inflammation, lung function, and airway remodeling in asthma to
elucidate potential areas of improvement.
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Response to Wolfe and Marks

To the Editor:

Dr Wolf and Mr Marks present an argument for in-
creased use of pharmaceutical samples within 2 settings:
the clinical office and through tithing to an outside
pharmacy serving indigent patients.' They acknowledge
that dispensing of drug samples is primarily a marketing
and drug promotion tool by the pharmaceutical industry. It
is important to stress that pharmaceutical samples priced at
average wholesale acquisition cost are the single largest
form of product promotion for the pharmaceutical in-
dustry. The estimate of $400,000 for a busy 3-person
allergy practice seems about right and shockingly large for
those unfamiliar with the extent of sampling in asthma
specialty practices. Asthma and allergy medications are
among the top category of drug class for which samples
were given.

The use of pharmaceutical samples in the office setting
does change physician prescribing patterns.>* Of physi-
cians who dispensed samples, between 49% and 95%
dispensed a drug sample that differed from their preferred
drug choice. Industry supplies samples for the drugs they
are promoting, and samples are not usually supplied for
nonbranded products.

In addition, the routine use of samples in the office
setting bypasses the pharmacist. The amount of education
and instruction associated with the dispensing of samples
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