
community care services flexibly from the statutory,
voluntary, and private sectors. If the purchasing power of
these new authorities were to extend to short stay hospital
services they could prove a potent force for reshaping health
services to suit local population needs.

This radical solution could, however, have a profoundly
depressing effect on the morale of a health service just settling
down after the massive upheaval of the Griffiths management
revolution. It also poses the danger of spreading the narrow
professionalisation and restrictive working practices that
bedevil the health professions into community domiciliary
and residential care- something that Mr Clarke may feel
particularly sensitive about in view of his problems with the
grading exercise for clinical nurses.
The Griffiths proposals could work well provided that there

are tight financial controls and good monitoring of service
plans for each care group. The mechanism of an intermediate
agency to oversee transfer of responsibility to local authorities
requires the least upheaval and could be the first step in
separating the proper responsibility for medical and health
care of central government from the provision of social and
domestic care by the elected local authority.

ELAINE MURPHY
Professor of Psychogeriatrics,
United Medical Schools of Guy's and St Thomas's Hospitals,
Guy's Hospital,
London SE1 9RT
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Autres pays, autres moeurs

Theories on why the French have less heart disease than the British

Travel from Scotland to England and thence to France and
you pass through countries displaying major contrasts in their
mortality.'2 Scotland has high mortality from all causes in
both sexes; in women it is among the highest in the world. In
1983 Scotland had the highest age standardised mortality
rates for coronary heart disease in the world for both men and
women.3 In England and Wales mortality from all causes is
lower for both men and women but high by international
standards. In the world league table of deaths from coronary
heart disease England and Wales are several places from the
top. In France mortality from all causes in men is similar to
that in England and Wales, although marginally lower. By
contrast, Frenchwomen have an age standardised death rate
that is only two thirds that of women in England and Wales.
Mortality from coronary heart disease in men, according to
the official statistics, is less than a third of that in England and
Wales and a quarter of that in Scotland. In Frenchwomen
mortality from coronary artery disease is one fifth that in
women in England and Wales and one sixth that in Scottish
women.2
Frenchmen do not live appreciably longer than Englishmen

because, although their total mortality from circulatory
disease is only half that of Englishmen, mortality from other
causes is higher. Rates are lower for carcinoma of the
bronchus but much higher for tumours of the mouth,
oesophagus, and larynx. Among other noteworthy causes of
increased mortality in Frenchmen are suicide, accidents, ill
defined causes, and-most particularly- chronic liver disease
(which includes cirrhosis) and digestive diseases. French-
women, on the other hand, seem to have it both ways.
Although they have an excess of deaths from liver disease, ill
defined causes, accidents, and suicide these contribute only a
few deaths. Deaths from cancer are much lower than among
Englishwomen, even for the cancers in which Frenchmen
show an excess. The low mortality from cancer and from
cardiovascular disease results in the better life expectancy of
Frenchwomen.2
Why do the French seem to have so much less coronary

heart disease than the British? Is it really true, and if so does
the fact that Frenchmen enjoy rich food disprove the idea that
diet is important in coronary artery disease? Unfortunately, a
national excess of disease is a greater spur to research than is a
deficit. The most famous attempt to explain international

variation in mortality from coronary heart disease-the seven
countries study4- concluded that mortality was closely related
to the average serum concentration of cholesterol in the
population and to the intake of saturated fat but did not
include any French cohorts. French researchers have, how-
ever, been attempting to answer some of these questions.

Mortality from coronary heart disease in France is higher in
the north than in the south. There is a social class gradient,
with less disease in the professional classes.5 The classic
coronary risk factors that predict coronary heart disease in
American and British studies also do so when applied
prospectively to Frenchmen in the Paris prospective study,68
but disease occurs at a lower rate. Although there has been
doubt in the past about the diagnoses given on death
certificates in France, this is less true now. Most death
certificates are specific, and researchers have totted up those
with unsatisfactorily vague diagnoses that might have been
coronary heart disease to work out what the mortality would
be if they were.910 When this is done French mortality is
similar to that of many southern European countries, which
was also shown by the French registers of myocardial
infarction in the 1970s." Unlike in the Mediterranean
countries that figure in the seven countries study, however,
fat intake in France is not particularly low.910 There remains
therefore a French paradox that has stimulated several
hypotheses.
Frenchmen and women drink more wine than- those in

other countries; they eat more garlic and onions; the fat they
consume contains more polyunsaturated essential fatty acids
than that from Northern climes; and Frenchwomen insist on
buying fresh food every day in the market and then cook
vegetables very gently. Theories to explain the French paradox
thus depend on protection from wine (it raises high density
lipoprotein cholesterol concentration), garlic and onions
(effect on clotting factors),'2 '4 polyunsaturated fatty acids
(effect on clotting factors and function of platelets),'5 and
vitamins (protection from degradation of fats by free radicals
to atherogenic products). 16 Unfortunately, these dietary habits
are so correlated that cross cultural studies have difficulty in
teasing out what matters. The French paradox could, how-
ever, be of great interest if it leads to confirmation that there
are foods that protect against coronary artery disease rather
than cause it.
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It is Frenchwomen, however, who have the better mortality
from all causes, and although the French diet may contain
elements that should be emulated, the high mortality from
cancer and cirrhosis suggests that the men may have been
drinking and smoking to excess compared with the women.
More research is needed, and a World Health Organisation
study is monitoring trends and determinants for coronary
heart disease in 23 countries, including France.'7

If the digging of the Channel tunnel and the establishment
of a true internal market in Europe in 1992 lead to a
homogenisation of lifestyles it will be interesting to see whose
mortality patterns will predominate.
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Duodenal ulcers that are difficult to heal

Reinvestigate and change the treatment

About 95% of duodenal ulcers heal during an eight week
course of a normal dose of a histamine H2 antagonist.' Some
ulcers may not heal because of poor compliance or an unusual
regimen of histamine H2 antagonist that does not eliminate
nocturnal acidity. Another group of ulcers that are difficult to
heal are those caused not by peptic ulceration but by Crohn's
disease, tuberculosis, duodenal lymphoma or carcinoma, or
cytomegalovirus infection in a patient with AIDS.2 Or the
ulcer might be caused by the acid hypersecretion of Zollinger-
Ellison syndrome, which is only partly controlled by con-
ventional doses of a histamine H2 antagonist.3

Fortunately all these rare causes of duodenal ulceration
may be eliminated by one session of intensive investigation.
The fasting patient has blood taken for routine haematological
and biochemical tests and to measure plasma gastrin con-
centration and is then sedated with diazepam using the same
needle. Gentle questioning at this stage may draw a more
honest answer on drug compliance. Upper gastrointestinal
endoscopy will allow a view of the duodenum, and any
ulceration should be biopsied: all the rare causes ofnon-peptic
duodenal ulceration are diagnosed without difficulty under
the microscope. Armed with normal results from these tests
the doctor knows that the other causes of an ulcer in the
duodenum have been eliminated and that the patient has
straightforward refractory peptic ulceration.

All patients with a refractory ulcer should be encouraged to
stop smoking and to avoid non-steroidal anti-inflammatory
drugs, but should they continue treatment with a histamine
H2 antagonist? Most of the evidence suggests that prolonged
treatment with conventional doses ofcimetidine4 5 or ranitidine
will not work, but possibly larger doses may be useful- for
example, cimetidine 1600 mg at night6 or ranitidine 300 mg
twice daily.7 Unfortunately, neither of these regimens has
been subjected to a controlled clinical trial in patients with
refractory ulcers.
Two studies have suggested that tripotassium dicitrato

bismuthate may heal refractory ulcers.89 It is not clear how
bismuth works but it may clear Campylobacter pylori."' It
might thus be worth trying a regimen of tripotassium dicitrato
bismuthate plus metronidazole and amoxycillin in these
difficult cases."I Misoprostol, a prostaglandin analogue, has
been tried with only limited success for refractory ulcers-
42% healed with misoprostol compared with 20% with
placebo. 12

Omeprazole is not yet available in Britain, but the ability of
this inhibitor of hydrogen-potassium adenosine triphos-
phatase (if given in a dose of at least 30 mg daily) to eliminate
all intragastric acidity has achieved virtually total healing of
duodenal ulcers after four weeks' treatment. 13 It might thus be
argued that this regimen has eliminated all refractory ulcers,
and omeprazole has been tested successfully in two studies of
refractory ulceration.5 '4 In a double blind comparative study
patients with refractory ulcers were either given omeprazole
40 mg every morning or continued to take histamine H2
antagonist in conventional doses5: after four weeks 87% of the
ulcers in those treated with omeprazole had healed compared
with only 39% of the ulcers in those who continued taking
histamine H2 antagonists.

Surgery is not entirely successful for patients with refractory
ulcers. A recent study has shown a five year relapse rate
of 34% after highly selective vagotomy in patients with re-
fractory ulcers, whereas the rate was only 3% in those patients
whose ulcers had responded to histamine H2 antagonists
before surgery.'5 There is, however, a suggestion that re-
curren ulcers in patients who have had unsuccessful highly
selective vagotomy do respond to normal doses of a histamine
H2 antagonist. 6

Difficult ulcers may always stay difficult. Delayed healing
often seems to be followed by early relapse, and it may be
impossible to maintain remission with the usual maintenance
dose of a histamine H2 antagonist.'4 If patients with this type
of aggressive ulceration cannot or will not give up smoking
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