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for new powerful anti-secretory drugs, particularly for
treating patients with severe disease.

In studies comparing omeprazole against placebo for
short-term treatment, the drug proved markedly superior
and a 40 mg daily dose was not much more effective than
20 mg.' There then followed several controlled studies
with virtually identical design comparing omeprazole (20
mg and 40 mg daily mainly and one with 60 mg) with
cimetidine (400 mg four times daily) or ranitidine (150 mg
twice daily). The results were similar. Pooling the data
from' 7 such studies and the present study (1094 patients
entered),>!' the healing rates were: at 4 weeks, OM 65%,
H2RA 35%; at 8 weeks, OM 79%, H2RA 47%; and in
more severe disease, OM 62%, H2RA 15%. Complete
relief of heartburn at 4 weeks occurred in 82% of patients
on omeprazole compared with 44% on H2RA.

Clearly, omeprazole is remarkably effective in reflux
disease; and in all likelihood, similar results will be
achieved with other proton pump blockers now being
investigated (such as lansoprazole). Should this com-
pound now be the drug of choice in all patients with
erosive oesophagitis? With time it may well become so but
at present I suggest its use be restricted to patients with
severe disease. My reasons are as follows. First, the vast
majority of patients with reflux symptoms have mild
disease and many have normal endoscopy; in them antacid-
alginates, dietary measures, weight reduction, etc.,
suffice. Second, where mild erosive disease is present,
H2RAs are effective. This class of drug has a remarkably
good safety record and can be used for long-term therapy
as well. Third, as yet hardly any data are available on
suitable dose, efficacy and safety of long-term omeprazole
maintenance therapy, an important consideration bearing
in mind the high chance of relapse in this condition.

Today, for the short-term treatment of severe oeso-
phagitis, omeprazole 20 mg to 40 mg daily for 4 to 8 weeks
is the drug of choice. For long-term treatment, as yet only
an H2RA can be used which, in my experience, is fairly
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SUMMARY
To determine the usefulness of isoproterenol administration in
the diagnosis of vasovagal syncope the authors selected patients
with two or more episodes of syncope which occurred in the
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effective given in moderately high doses (cimetidine 1.6 g
daily or ranitidine 0.3 to 0.45 g daily).

Though much is yet to be established, the proton pump
blockers are likely to revolutionize the medical manage-
ment of severe gastro-oesophageal reflux disease.
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erect position and which were preceded by weakness, sweating,
a sensation of warmth, nausea and visual dimming. The patients
were subjected to passive tilt testing to +60° for 5 to 15minutes.
No patient developed syncope with the procedure. Isoproterenol
was given in a dose of 2 fAg/minintravenously and the dose was
increased stepwise to a maximum of 8 fAg/min.Isoproterenol was
given with the patient at 0° and repeated after a tilt of +60°.

Sixteen of the 48 patients developed pre-syncope or syncope
to isoproterenol tilt testing. With isoproterenol infusion, the
heart rate initially increased and the mean blood pressure fell;
after attaining a peak the heart rate abruptly slowed down and
this was followed by a marked decrease in arterial blood pressure
and other symptoms associated with syncope. Prompt reversal
of the posture caused the heart rate to increase. The greatest
decrease in heart rate occurred at 65.1±3.7 seconds and the
minimal mean blood pressure occurred at 71.7±3.9 seconds.
Thus, the maximum fall in heart rate preceded the maximum fall
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in blood pressure. In 4 patients, the test was repeated after giving
10 mg propranolol intravenously. In these patients isoproterenol
did not cause any symptoms.

The sensitivity, specificity and positive predictive values of
the tilt test with isoproterenol infusion were 73%,85% and 69%
respectively.

COMMENT
Of the many causes of syncope, vaso-depressor syncope or
the common faint is the commonest though confirmation of
its diagnosis is difficult. Upright tilt testing has been
suggested as an aid to diagnosing this condition. The overall
incidence of a positive test has ranged from 6% to 13%.1.2

In normal subjects, infusion of isoproterenol does not
cause bradycardia or hypotension in either the supine
or 'head up' tilt position. But in individuals with vaso-
depressor syncope, both the systolic blood pressure and
pulse pressure decrease. Thus, the inotropic stimulation,
induced by isoproterenol with the decreased ventricular
volume caused by an upright tilt, accentuates the receptors
in the heart and causes an increase in the afferent neural
activity of the mechanoreceptors which in turn causes
bradycardia and vasodilatation.

It has been shown that preceding the faint, there is
increased adrenergic activity as evidenced by an increase
in heart rate, blood pressure and urinary and plasma con-
centrations of epinephrine and norepinephrine.' The
increased sympathetic activity stimulates the unmyelinated
left ventricular vagal nerve endings (C fibres) which result
in hypotension and bradycardia. This increased adrenergic
activity suggests that if a cardioselective beta blocker is
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SUMMARY
Fifty-five consecutive patients undergoing coronary artery
bypass surgery (CAB G) were studied preoperatively and again
at six to eight weeks after operation to determine the alteration
in their pulmonary function. Group 1 consisted of 45 patients
who underwent sternotomy and in whom one or both internal
mammary arteries (IMAs) were used as bypass conduits while
group 2 consisted of 10 patients who had a sternotomy and
saphenous vein grafts. Pulmonary mechanics were assessed by
the changes in FVC, FEV 1, forced expiratory flowover the middle
half of the FVC (FEF2>-7s)and arterial blood gas determinations.
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used, the susceptibility to hypotension and bradycardia
might be prevented. This is exactly what has been
demonstrated by Goldenberg et al.4 They found that oral
metoprolol decreased or prevented these episodes over a
9 month mean follow up. Thus, beta blockers may be use-
ful in these patients. In the study under review only 4 of
the 16 patients were given intravenous propranolol and,
though the number is very small, in all four it ameliorated
the symptoms.

This study improves our understanding of the common
vasovagal faint. I think the following conclusions are
possible:

1. Isoproterenol testing with an upright tilt can determine
the cause of syncope. The test is simple and safe.

2. The sensitivity and specificity of this test need to be
further investigated.

3. Beta blockers may prove useful in the treatment of
vasovagal syncope.
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Patients in group 1were younger than those in group 2 (57.4±7.0
compared to 69.0±4.0) and there were more males in group I.
There were no statistical differences between the groups in the
number of vessels bypassed, duration of bypass. aortic cross
clamp time and cardiopulmonary fluid gradient. Patients in both
groups experienced deterioration in pulmonary mechanics after
surgery. However, patients in group 1had a significantly greater
reduction in FYC, FEY, and FEF2q5 compared with those in
group 2. There was no statistically significant difference between
patients who had single and bilateral internal mammary grafts.
The authors suggest that sternotomy and IMA harvesting
caused a decrease in postoperative pulmonary functions as dis-
ruption of the sternum impaired chest wall stability and IMA
removal decreased intercostal blood supply and reduced the
force of respiration. Thus IMA harvesting might be accom-
panied by a greater impairment of lung function than when
saphenous vein grafts are used.

COMMENT
Since Vine berg's original description that implanting the
IMA increases blood flow to the heart muscle, t.2 we have
now approached the stage where the IMA is considered
by many to be the best method for CABG. 3.4 This is
because the procedure has not only better long term
patency rates compared to reversed saphenous vein grafts
but also better survival rates.>? In addition, patients who


