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suggests the influence of the social environment. Twin
studies show a genetic influence on alcohol consumption,'3 14
but even in identical twins reared together concordance for
alcohol dependence is far from complete.2

If being brought up by an alcoholic parent were itself of
major importance, sons of alcoholics adopted into non-
alcoholic families would be expected not to have the same
raised incidence of the disorder. Nevertheless, recent studies
in Denmark15 16 found such sons to have a higher alcoholism
rate than a matched group of adoptees whose biological parents
were not recorded as alcoholic-and the rate was no less high
than in non-adopted sons of the same alcoholics. Shared family
environment seemed to be irrelevant. Furthermore, the genetic
influence appeared to be more specific than might have been
expected: the adopted sons did not have an increased risk of
depression or other psychiatric disorder.
Goodwin and his colleagues'7 have now extended their study

of Danish adoptees to the daughters of (mostly male) alcoholics.
Female alcoholism is relatively rare, and in some studies the
rate reported among the daughters of alcoholics was only
6-9%. So we should not expect statistically significant results
from a study based on 49 women, eight of them still under the
age of 30. Alcohol-related problems (but not depression) in
these women were indeed raised over what might have been
expected in the general population, but the control group of
47 girls adopted from non-alcoholic parents also apparently
had a raised incidence of alcoholism-two women who had
needed hospital care had had adoptive fathers described as
problem drinkers.

It would be a gross oversimplification to say that male
alcoholism is genetic and female environmental; but there is a
widespread belief that women have a higher threshold for
alcohol addiction, which implies that it takes more of the
relevant biological or environmental factors to make a woman
addicted. Those who are affected have a higher mortality rate
and incidence of cirrhosis than men.'8 Using the few data
available, American workers19 have argued that male and
female alcohol dependence need not be based on different
genotypes. The rates they found in male relatives of male
probands were too high to be accounted for entirely by
shared family genes, shared family environments, and the
different thresholds for the two sexes: social, non-familial
environmental factors seemed also to be important. Certainly
the environmental factors promoting alcohol dependence look
to be different in the sexes, with men being more vulnerable to
social pressures and women to stresses within the family.
Unfortunately the most certain thing that we can now say
about female alcoholism20 is that it is showing a "new and
deplorable rise"-not, presumably, for genetic reasons.
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Low key in Copenhagen
EEC doctors produced no dramatic new initiatives at their
meeting last week in Copenhagen. The 1977 annual plenary
session of the Standing Committee of Doctors of the EEC,
while low key, marked three firsts. The Danish Medical
Association was running its first full meeting (the Danes took
over the secretariat from the BMA in January this year1); the
Standing Committee held its first press conference; and it was
the first time that full delegations from the Nine had met since
the directive permitting the free movement of doctors had
become part of Community law.2 Though free movement is
now allowed, not all countries have yet passed the necessary
legislation, so it is too early to judge the effects of the new
freedom. Some preliminary figures for 1977 were given to the
plenary session: these have to be interpreted with caution, as
they include "foreign" doctors who were merely regularising
their existing practices in their host country. For example,
Belgium had admitted 50 doctors, Denmark nine (two from
the UK), and France 62 (four from the UK), while Holland
reported 109 applications in the first six months of 1977, with
53 of those now fully registered (19 from the UK).
When free movement was discussed during the meeting-

and the practical problems associated with it became apparent
on various occasions during the two days-the British came
in for particular criticism, led by the Germans, over the
language test introduced by our Government. The general
consensus was that this test breaks the Common Market rules,
so it seems only a matter oftime before the British Government
is taken to the European Court at Luxembourg to answer for
its action. Nevertheless, though the British have come out
into the open with a language test, apparently some other
countries are erecting informal barriers that have much the
same effect. So, clearly, there are some delicate discussions to
be held about this sensitive area.
The Standing Committee, chaired with quiet determination

by Dr Erik Holst of the DMA, held its first ever formal press
conference at lunchtime on the first day. The timing, though
convenient for the international press who attended, proved
unhappy for the conference. With the reasonable desire to
present some outcome to the media, the platform attempted to
reach agreement on several new proposals during the first
morning. In this sort of international gathering, thorough
ground work and ample discussion time are necessary to
ensure the smooth passage of fresh initiatives. As these were
missing, a three-part recommendation on rising health costs
raised more dissension than accord and-despite a valiant
compromise effort later in the meeting by Dr Alan Rowe, the
British delegation's leader-never saw the light of day. Another
major proposal, this time from Britain, calling for a co-
ordinating health directorate (health affairs fall into several
different Commission directorates at Brussels) and a companion
professional health advisory committee suffered the same fate.
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A more fundamental reason for the loss of these motions was
the fear of many delegations that doctors would be exposed to
even more bureaucratic influence than now and they wanted a
thorough debate on their implications.

In several countries doctors have been in dispute with the
authorities. The case of Italy, where the Government is trying
to force through some drastic reforms that Italian doctors
claim will turn too many of them into civil servants, was
discussed by the Standing Committee, which finally approved
a complex "mozione" expressing its "solidarity" with the
cause of the profession in Italy. Overhanging this debate-and,
indeed, several others-was fear about training too many
doctors. One Italian delegate spoke of his country having
300 000 doctors by the 1980s, though a Dutch speaker was
confident that medical advances would absorb Europe's
increasing output of doctors.
Though informally several delegates said that they were

disappointed with the outcome of the meeting, they should
not be too depressed. Free movement of doctors in the Nine
has been a major international achievement and could have
been long delayed without the determined efforts of the
Standing Committee. This meeting consolidated that success,
and the discussions on health costs, postgraduate training,
hospital services, and reorganisation of the Standing Com-
mittee were valuable education for future meetings. If before
the next plenary session delegations prepare the ground work
in subcommittees and by informal exchanges the 1978 Copen-
hagen meeting could produce some really constructive
initiatives.
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Complications of vascular
access devices used for
repeated haemodialysis

Until 1960 access to the circulation for haemodialysis required
multiple venepuncture or surgically implanted temporary
cannulas. In that year Quinton et all introduced the Scribner
shunt, which, as well as the later variants, was inserted
between the radial artery and cephalic vein or the posterior
tibial artery and long or short saphenous veins. These have
transformed the treatment of patients with terminal chronic
renal failure.

In 1966 Brescia et a12 showed that repeated access was also
possible with a surgically created internal arteriovenous fistula
(Cimino-Brescia fistula) near the wrist. At first two vene-
punctures of the arterialised veins were required, one needle
being used to remove blood from the patient to the dialyser and
the other to act as a venous return, but single-needle devices
are now available. In general, patients who have had experience
of both types prefer the Cimino-Brescia fistulas. A Scribner
shunt limits activities such as taking a bath, and complications
tend to be more frequent than with Cimino-Brescia fistulas.
The main advantage of shunts is that they can be used at once,
whereas Cimino-Brescia fistulas may need several weeks or
months to "mature" before the arterialised veins are large
enough for regular venepuncture. Many renal units create
Cimino-Brescia fistulas in advance of the need for dialysis, but

such planning is not always possible and a Scribner type shunt
may be needed as a temporary access system.

Creation of an adequate Cimino-Brescia fistula may be
impossible in some patients with poorly developed forearm
veins and those whose veins have been damaged by cut-
downs or shunt surgery. (Clearly patients who may be destined
to need regular haemodialysis treatment should have their
potential fistula sites jealously guarded.) Sometimes long-term
use of a Scribner shunt may prove possible, but there remain a
few patients on regular dialysis in whom vascular access be-
comes very difficult. Techniques that may be applicable here
include the use of autologous saphenous vein grafts, allografts
of artery and vein, bovine heterografts, Dacron velour pros-
theses, human umbilical cord vein grafts, brachial artery shunts,
brachial artery fistulas, Thomas shunts, Allen-Brown shunts,
vein repositioning, femoral artery repositioning, ulnar artery
and transpalmar fistulas, mandril-grown autografts, and
Gordon fistulas.:3-12 Patients having difficulties with vascular
access systems are usually given priority for renal transplan-
tation.
As many more patients become long-term survivors on

regular dialysis we need to know just how long the most
commonly used vascular access systems will last. Cross and
Steigbigel'3 found that the mean survival of the arterial
cannula of Scribner shunts was 9-6 months (range 4-3-14 3)
and the mean survival of the venous cannula of Scribner type
shunts was 7-8 months (range 3 5-11-7). The mean survival
of Cimino-Brescia fistulas was 21 months (range 1-72).

Scribner shunts usually have flow rates of between 150 and
250 ml min, and high output cardiac failure does not seem to
be a problem. Nevertheless, they do have complications,
including bleeding, clotting, local infection, septicaemias, septic
pulmonary emboli, infective endocarditis, false aneurysms,
mycotic aneurysms, skin erosions and necrosis, stenosis of
cannulated vessels, and poor flows. Local stenosis is seen most
commonly in the cannulated vein near the tip of the Teflon
cannula and may result in poor flows, high "venous pressure"
during dialysis, and clotting of the shunt-which requires
treatment by surgical revision of the shunt. The most frequent
complication is clotting due- either to a local structural
abnormality or to transient hypotension and hypovolaemia at
the end of dialysis after overenthusiastic ultrafiltration or
during cold weather. In many instances there may be no
obvious precipitating factor, and it may be possible to reduce
the frequency of shunt clotting with long-term anticoagulant
therapy."4 The declotting procedure uses irrigation and
aspiration with warmed heparinised saline (local urokinase may
also be helpful), but there is a danger of infection and sudden
death attributed to retrograde cerebral arterial embolism.'5
The Buselmeier shunt16 is said to have a lower frequency of
clotting.

Cimino-Brescia fistulas have a longer life and fewer com-
plications than Scribner type shunts. The original procedure
was a side-to-side 3-5 mm anastomosis of the radial artery to a
neighbouring vein just proximal to the wrist. Many variations
have-been used since. The fistula blood flow is related to the
size of the artery supplying it and to the diameter of the
communication between artery and vein. Later reports
recommended communications of 5-10 mm for anastomoses
of the radial artery and cephalic vein and 3-4 mm for ante-
cubital fistulas, restricting flow and so limiting the danger of
high output cardiac failure-which occurs but is uncommon in
forearm fistulas.17-19 High output cardiac failure has also been
reported in patients with antecubital fistulas20 21 and seems
likely to be a problem wherever fistula flow rates exceed
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