
Patients on PPI 
therapy aren’t 
always “fire” proof

More than 46% may still suffer from 

breakthrough heartburn.1-5

Today’s proton pump inhibitors may provide an answer for 

patients suffering from chronic heartburn. But, symptom 

elimination is less common than you may think.

In a medical survey of 400 PPI users, more than 46% reported 

suffering from breakthrough heartburn.1 Also, in a 2008 Gallup 

survey, 56% of people taking a prescription medication for their 

heartburn experienced breakthrough acid reflux.5 And, break-

through heartburn can have a substantial impact on everyday 

work activity.4

Although many try to manage by turning to over-the-counter 

remedies,1-4 most never tell their doctor that they are using 

OTCs for their breakthrough episodes.1,2 

More isn’t always better when it comes to PPI therapy.

A common management option is to increase the PPI dose 

to twice daily.6 However there are important reasons why 

this may not be the answer.

More than once-a-day PPI dosing, or long-term therapy, has 

been shown in a number of large studies to be associated with 

an increased risk of fractures,7-9 (especially in patients over 50).7

As well, PPIs have been associated with increases in certain 

types of infections.10-13

Is there an appropriate “partner” for PPI therapy?

PPI patients who are in the throes of breakthrough heartburn 

want fast relief. A possible answer is to partner their therapy 

with a fast-acting adjunct that compliments rather than conflicts 

with their PPI. Consider recommending a strong, trusted antacid 

that can provide the fast relief PPI patients need for heartburn 

breakthroughs.

TUMS Ultra. Goes to work in seconds to provide PPI 

patients with a fast escape route.

TUMS Ultra is the strongest TUMS we have ever made. With 

1000mg of calcium carbonate per tablet, nothing works faster 

than TUMS Ultra. Also, there are no known drug interactions 

with PPI therapy. TUMS Ultra is conveniently portable,

affordable, and pleasant tasting.

An ideal PPI partner 
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What is their best escape route?

Ask your PPI patients 

specifically about breakthrough 

heartburn, and consider 

recommending TUMS Ultra 

as their fast escape route.
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Chronic Insomnia Tripled the Risk of Death
B Y  B R U C E  J A N C I N

FROM THE ANNUAL MEETING OF THE

ASSOCIATED PROFESSIONAL SLEEP SOCIETIES

S A N A N T O N I O —  Chronic insomnia
is an independent risk factor for all-
cause mortality, conferring a threefold
increased risk, according to data from
the landmark Wisconsin Sleep Cohort
Study. 

This surprisingly robust increased risk
was seen across all the major subtypes of
chronic insomnia, including frequent dif-
ficulty in falling asleep, repeated awak-
ening during the night, and waking up
too early, Laurel A. Finn reported. High-
er mortality also was seen for sleep main-
tenance insomnia marked by difficulty 

in getting back to sleep after awakening,
she said.

These findings boost the priority lev-
el for treatment of chronic insomnia.
The data provide added impetus for
physicians to prescribe effective treat-
ments for patients who complain of in-
somnia, even in the absence of comor-
bid medical or psychiatric conditions,
added Ms. Finn of the University of Wis-
consin, Madison. 

She reported on 2,242 Wisconsin state
employees, mean age 44 years, who com-
pleted at least two of the detailed sleep
questionnaires mailed by investigators in
1989, 1994, and 2000. If on two or more
surveys they reported insomnia symp-
toms more than five times in the prior
month, they were classified as having
chronic insomnia. 

By this definition, 46% of the survey
participants had chronic insomnia.
Chronic repeated awakening was re-
ported by 26% of participants, while
each of the other three subtypes of

chronic insomnia occurred in 15%-18%. 
A total of 128 participants died during

a mean follow-up of 19 years. The all-
cause mortality rate was 8.6% in partic-
ipants with chronic insomnia and 2.6%
in those with no insomnia. 

In a multivariate analysis adjusted for
potential confounders, including age, gen-
der, smoking, sleep-disordered breathing,
alcohol use, asthma, cardiovascular dis-
ease, diabetes, depression, chronic ob-

structive pulmonary disease, and history
of stroke, chronic insomnia remained in-
dependently associated with a threefold
increased risk of mortality. Each of the
subtypes of chronic insomnia was asso-
ciated with a 2.5- to 3.3-fold increased
risk. 

Possible explanations for the increased
mortality among individuals with chron-
ic insomnia even after controlling for
medical and psychiatric comorbidities

include the well-documented increased
accident rates associated with chronic in-
somnia, as well as decreased quality of
life. 

Chronic sleeplessness also could ham-
per recovery from major illness or injury,
she observed. 

The Wisconsin Sleep Cohort Study is
funded by the National Institutes of
Health. Ms. Finn reported having no fi-
nancial conflicts. ■

The data provide added impetus

for physicians to prescribe

effective treatments for patients

who complain of insomnia, even

without comorbid medical or

psychiatric conditions.
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