
The briefing paper from the King's Fund exhorts the
government to follow Griffiths's recommendation that it has
an important leadership role in community care policies.6 So
far it has signally failed to play its part. The government
should not control the details of implementation but set
priorities, match targets with resources, and give clearer
guidance on policy. The government needs to keep up the
momentum by judicious use of development grants to "make
it happen."

1993 is too far off for staff in the services and patients and
their families to have any faith that a real intention exists to
implement the plans. The prolonged delay will lead to
unnecessary government expense, and the shambles of
community care will continue to leave the most vulnerable
people in our society inadequately cared for. The briefing
paper proposes bringing the date of implementation forward
to April 1992, which would show how serious the Minister for
Health was when she said in November 1990, "I want to say
unequivocally that the full community care proposals will be
implemented. The policy will not be abandoned and it would
be wrongheaded to think so."
We must hope that Mrs Bottomley knows what is going on

in the Department of the Environment. Rumour has it that

Mr Heseltine's team, searching for ways to reduce the
community charge, is considering proposals to hand over
community care responsibilities lock, stock, and barrel to the
health service. But community care is about housing, work,
education, leisure, and personal help with the daily tasks of
life. The health service has little to offer here and is poorly
placed to develop anything when management is focused on
implementing the split between purchasers and providers.
The government must now provide clear evidence of its
intention to give the main responsibility for community care
to local government as soon as possible.
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Preventing fraud

The Royal College of Physicians takes its first, faltering step

The idea of fraudulent research strikes so deep at the heart of
what science is about that responses to it are characterised
more by shock than by rationality. This has certainly been the
case in the United States, where a few well publicised cases of
scientific fraud throughout the 1980s have caused turmoil and
heart searching among the American biomedical community.
Faculties have been split, whistleblowers hounded, suspects
denied "due process," and procedures criticised by the
courts. '
The incidence of fraud, and its associated angst, is

apparently much less in Britain, though the British habit of
settling things behind closed doors makes it hard to know.2
Lock's study of professors ofmedicine and surgery unearthed
a total of 41 cases in Britain. Most of these cases were never
formally investigated but settled by quiet resignations or
disallowed degrees, but they also included well documented
cases, such as that of Alsabti, who plagiarised 60 articles3;
Purves, who invented data on fetal glucose metabolism4; and
Siddiqui, who invented data in a drug trial and was struck off
the Medical Register.' These cases pale beside some of the
American cases: John Darsee, a researcher in cardiovascular
disease at Emory and Harvard, published 45 articles (often
with distinguished coauthors), most of them based on
invented data; Robert Slutsky published 138 articles over
nine years, 12 of them fraudulent and 48 questionable.'

In a creditable attempt to avoid the American experience
and to devise a standard way of handling allegations of fraud
the Royal College of Physicians last year set up a working
party to consider misconduct in medical research, how to
prevent it, and how to investigate it. Less creditable is the
college's apparent lack of conviction over its working party's
recommendations: the report was slipped out last week
without publicity.
The recommendations (to be published in April in the

college journal,6) are unexceptionable, agreeing closely with
similar guidelines in the United States7 and Australia.8 Their
underlying assumption is that fraud is just the nasty end

of a spectrum of sloppy science. Prevention is therefore
aimed at ensuring the integrity of normal research practice.
For example, the working party reproduced the Harvard
guidance for scientific investigators, recommended that
students should be taught research ethics, said that raw data
should be held for 10 years, commended the guidelines on
authorship produced by the Vancouver group, and wanted
appointment committees to consider only 5-10 publications
from each candidate, instead of simply measuring the length
of the list. These last two recommendations go together: real
authorship means real involvement in the work, so lessening
the opportunity for forged data from any one worker, and
removing some of the pressure to publish large numbers of
papers means that researchers have the time to take proper
care. The report also suggests a role for ethics committees in
considering what other trials an investigator is conducting and
insisting on retention of data. All these are sensible measures,
many of them already in practice in good research units.
The suggested mechanism for investigating cases of fraud

(based on that of the Association of American Universities)
relies on an institution appointing a named "screener" to
receive allegations, screen them, and if necessary appoint
three scientists to investigate them. The working party
emphasises the need for confidentiality (to avoid problems of
defamation) and for "natural justice" for suspects, but if
serious scientific misconduct is found then the General
Medical Council, employers, grant giving bodies, and, if
necessary, journal editors should all be informed.

Institutions geared to research-universities and institutes
-should have no difficulty with this model, the dean
or director (or nominee) being the natural screener. The
problems arise with "freelance" research done in NHS
hospitals and clinics, general practice, and private practice.
The report suggests that the postgraduate dean might act as
the screener in the NHS; although for consultants the regional
director of public health might sometimes be more appro-
priate.
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Who could claim jurisdiction for general practitioners or
what should happen in NHS trusts is not clear. The working
party touched obliquely on the problem with its parenthetical
suggestion that royal colleges and specialty associations might
be asked to nominate screeners to cover research in private
clinics. But the lack of a robust solution to the problem of
fraudulent research in the NHS is disappointing: here was one
instance where American style solutions had nothing to offer.
Moreover, the mechanism also assumes that all parties are
willing to comply-and, as many of the American cases have
shown, this is often not so.

Clearly one report from one royal college is not going to
solve the problem of fraud in medical research in Britain.
What is important now is the recommendations on preventing
fraud, and here the college is in a powerful position: its fellows
are deans and professors; they chair ethics committees and sit
on appointments committees. Together with colleagues in
other specialties they should now start to ensure good
supervision, toughen up on authorship, quiz investigators on

their other work, and-perhaps most importantly-stop
measuring the worth of candidates for jobs by the quantity of
their research publications. To this end nominees on appoint-
ment committees should start asking for limited lists of
publications. Doubts raised by the low key way that the
college chose to release its report could be dispelled by its
vigorous promotion of the guidelines through the conference
of colleges and faculties.

JANE SMITH
Senior assistant editor, BMJ
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Regular Review

Medical assessment and treatment ofchronic epilepsy

All patients should have a long term plan oftreatment

Between 50 and 120 people per million population develop
epilepsy each year, and about halfare children. The prevalence
of active epilepsy is about one in 200.1 It is a common
misconception that most patients who develop epilepsy go on
to have a chronic disease, but recent population based
research has shown this not to be the case. A simple
comparison of incidence and prevalence rates shows that the
epilepsy ceases in most cases. Longitudinal population studies
have shown that seizures remit in about two thirds of cases
(remission defined as freedom from seizures for two to
five years); and once a patient is in remission relapse is
uncommon.24 The chances of entering remission are greatest
in the first few years after diagnosis. If, on the other hand, the
epilepsy continues without remission (for example, for
five years) the chance of subsequent remission is reduced
considerably.

In this review chronic epilepsy is defined as epilepsy that is
still active five years or more after diagnosis. Patients with
chronic epilepsy are a minority of all those who develop
epilepsy, but they form a group in whom treatment may be
difficult and unsatisfactory. Between 150 000 and 200 000
people in Britain have chronic epilepsy, of whom about one
third have a seizure once or more often a month.5

Patients who develop seizures may be categorised into four
prognostic groups. In the first are patients with a mild,
probably self limiting condition, which usually remits after a
short time. This group accounts for about 30% of the total.
Second are those patients whose epilepsy is easily controlled
with drugs and will remit over time-another 30%. The third
group comprises patients with chronic epilepsy partly respon-
sive to drugs but with a continuing tendency to relapse (a fifth
of cases); and, finally, the remaining fifth have a chronic
condition in which remission is unusual and the epilepsy is
largely unresponsive to normal treatment. Some factors
known to influence the long term prognosis in epilepsy are
shown in table I.

Patients in the first and second groups are usually easily
treated with one of the standard drugs.6 The principles of

treatment in such cases are well established6 and will not be
discussed further. This review is concerned with the medical
assessment and treatment of the third and fourth groups-
patients with chronic epilepsy who require long term anti-
convulsant treatment. The principles of medical treatment of
such patients are different from those oftreating new patients.
I will describe the approach to the outpatient management of
newly referred patients with chronic epilepsy based on that
practised in the epilepsy clinics at the National Hospital and
the Chalfont Centre. Most such patients are referred because
drugs have previously failed to control their seizures, and they
are usually taking combinations of antiepileptic drugs. Such
patients are common attenders at neurological clinics-yet
their management is often suboptimal. This review will be

TABLE I-Factors known to influence the long term outcome ofepilepsy

Good outcome
(remission expected Poor outcome (remission

in >70%) Variable outcome expected in <20%)

Syndromes Benign rolandic Primary generalised Syndromes of secondarily
(and other benign epilepsy generalised epilepsies
epilepsies) (including Lennox

syndrome, West
syndrome, and the
myoclonic syndromes of
infancy and childhood;

Progressive myoclonus
epilepsy

Epilepsia partialis
continua

Seizure type Generalised absence Tonic-clonic seizures Atonic seizures
seizures Partial seizures Tonic seizures

Myoclonic seizures
Aetiology Provoked seizures Cryptogenic epilepsy Epilepsy after

(partial or generalised) encephalitis, cerebral
Epilepsy with vascular abscess, or severe head

disease trauma
Epilepsy with cerebral Cerebral degenerative
tumour disease

Inherited metabolic
diseases

Miscellaneous History of a long Family history of seizures Long history without
remission Neonatal seizures remission

Mental retardation
Neurological handicaps

Recent onset
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