
probably have four or more lymph nodes for adequate
staging.
Almost half of all patients with a palpable primary breast

cancer will have lymph node metastases at presentation
compared with only one fifth of those with a non-palpable
cancer detected on mammography. Preliminary work on
immunoscintigraphy promises some hope in determining
nodal status preoperatively and warrants further research.'2
Subcutaneous administration of radiolabelled monoclonal
antibody seems to be preferable to intravenous administration.
False negative and false positive results remain a problem, but
the rates should be diminished by the use of more specific
monoclonal antibodies, antibody fragments, better radio-
isotopes, and more sensitive imaging techniques. Ultrasono-
graphy has also been investigated for determining lymph node
status preoperatively; although much more sensitive than
clinical examination, its specificity is low, yielding no overall
improvement in prognostic information.'3
Hormone receptors, tumour markers, oncogenes, growth

factors, and measurements of proliferative rate have all been
suggested as alternative means of identifying patients with a
poor prognosis. All are still in the investigational phase,
however, and, except for oestrogen receptors, have not
proved to be independent prognostic indicators. Preliminary
results on the HER-2/neu gene, a member of the erb B
oncogene family, are encouraging."' Amplication of HER-2/
neu seems to correlate with the number of positive lymph
nodes and is also an independent predictor of overall survival
and time to relapse in node positive patients.

Accurate preoperative determination of lymph node status
in primary breast cancer would have many advantages. Both
sampling and clearance could be avoided in node negative
patients and clearance reserved for node positive patients;
radiotherapy to the axilla could be avoided in all patients with

operable primary breast cancer; and treatment options could
be discussed in detail before surgery. Until this is possible,
however, the evidence suggests that axillary node clearance
provides the most reliable method ofdetermining lymph node
status, an excellent method of local disease control, and a
reduced incidence oflong term complications when compared
with axillary node sampling and radiotherapy in patients with
primary breast cancer.

P J O'DWYER
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Delaying community care

1993 is too far away: why not Apnrl 1992?

No sooner had the new community care legislation become
statute last summer than the government delayed its imple-
mentation until April 1993-to the "never never" land
beyond the next election. The preceding six months of hectic
but enthusiastic joint planning between health and social
services authorities slowed down to its usual desultory pace as
frustrated fury at the news gave way to despondency.
Although the Social Services Inspectorate produced a sensible
programme of phased targets designed to encourage local
author'ities to use the available time productively, inspectors
acknowledged that it was almost impossible to maintain
momentum and enthusiasm.
The reason for the delay was the government's realisation of

the costs that local authorities would incur by taking on their'
new responsibilities. Local authority associations estimated
that in 1991-2, £829m would be required. The government
has not made known its own estimates -if it has any-but it
has made clear that the pace of introducing changes will be
determined by the consequences on the level of community
charge. The Association of Metropolitan Authorities calcu-
lated that an extra burden of £15 would fall on each
community charge payer each year.'

Furthermore, the government had no confidence in local
authorities' ability to implement the proposals efficiently.
According to the then Secretary of State for Health, Mr
Kenneth Clarke, "It has become overwhelmingly clear that

many local authorities are not managing their services and
their spending so that they deliver good quality services
effectively within reasonable spending limits."2
The charges of profligacy and irresponsibility laid at the

feet of local government look like a clear case ofthe pot calling
the kettle black, when the likely impact ofthe delay on central
government spending on social security benefits is considered.
Clearly setting out the effects of the delay is an excellent new
briefing paper from the King's Fund Institute, All things come
(to those who wait?).3 Readers will remember that an important
reason for the new proposals was the need to cap escalating
social security spending on residential and nursing home care.
It had increased from £lOm to £878m between December
1979 and May 1988, and the most recent official estimates
suggest a figure of £1200m to £1300m for the year ending
March 1991. If the growth rate continues at 30% a year, as it
has done recently, the total could reach £1-9 billion by 1992.1
This could rise further over the next two years because health
authorities are now scrambling to transfer as many long stay
care clients as possible out of NHS funded places into places
managed by charitable trusts working within the independent
sector, housing associations, and complicated consortiums
specifically designed to take advantage of the current funding
arrangements before the drawbridge is pulled up in April
1993. Delaying the changes in community care may cost
central government £520m.5
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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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