
was written. Gay and bisexual men who
injected drugs have a higher incidence
rate (3.1 per 100 person-years [95% CI
0.6–6.1]) than those who did not (0.9
per 100 person-years [95% CI
0.4–1.4]). Robert Remis and colleagues
are correct in assuming that our rate of
HIV incidence among noninjecting
participants is similar to that reported
for men under 30 years in the Omega
cohort (1.0 per 100 person-years from
1996 to 1999). However, the annual-
ized incidence rates presented in Table
1 for noninjecting gay and bisexual men
indicate that HIV infection appears to
be increasing in this population.

Remis and colleagues felt that we
should have reported follow-up risky
sexual behaviour among participants
who had safe as well as unsafe sexual
practices at baseline. Of the 285 men
with regular partners, 89 (31.2%) re-
ported having unprotected insertive
anal sex and 100 (35.0%) reported hav-
ing unprotected receptive anal sex in
the year before the baseline visit. At 1-
year follow-up, 66 (74.1%) of the 89
subjects and 71 (71.0%) of the 100 sub-
jects reported having unprotective in-
sertive and receptive anal sex respec-
tively. Of the 279 men with casual
partners, 46 (16.5%) reported having
unprotected insertive and 36 (12.4%)
unprotected receptive anal sex in the
year before the baseline visit. Of these
men, 21 (46.6%) and 16 (44.4%) re-
ported having had unprotected in-
sertive and receptive anal intercourse
respectively by the time of their first
follow-up visit. In combining these

data with other information presented
in our paper,1 the odds of relapsea-
mong men with regular partners in-
creased 2-fold for both unprotected in-
sertive intercourse (odds ratio 2.2, 95%
CI 1.4-3.7) and receptive anal inter-
course (odds ratio 1.9, 95% CI 1.4-
3.0). Among men with casual partners,
similar odds were observed for unpro-
tected insertive intercourse (odds ratio
1.7, 95% CI 1.0–2.8), but the odds for
receptive anal intercourse were not sig-
nificantly increased (odds ratio 1.3,
95% CI 0.7–2.3). These new data
along with the findings originally pre-
sented in our article confirm the high
HIV rates and sexual risk behaviour in
our cohort.

Robert S. Hogg
British Columbia Centre for Excellence 
in HIV/AIDS

St. Paul’s Hospital
Vancouver, BC
Steffanie A. Strathdee
Johns Hopkins School of Hygiene and 
Public Health

Baltimore, Md.
Keith Chan
Stephen L. Martindale
Kevin J.P. Craib
British Columbia Centre for Excellence
in HIV/AIDS

St. Paul’s Hospital
Vancouver, BC
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Different centuries, same old
story

The recent Escherichia coli outbreak
in Walkerton, Ont., is remark-

ably similar to a cholera outbreak in
Hamburg, Germany, in 1892. How-
ever, it is not the outbreak of water-
borne disease that makes these stories
similar but the delays in warning citi-
zens of the emerging epidemics threat-
ening them.

In Hamburg, the first person to die
from cholera was a building worker
who inspected a sewage outlet on Aug.
15. Although his vomiting and diarrhea
were consistent with cholera, an official
diagnosis could not be made without a
cultured bacillus. Another building
worker became ill with the same symp-
toms and died Aug. 17. However, gas-
trointestinal upset was not uncommon
during the summer months in Ham-
burg and local doctors were not per-
suaded to take the time to investigate
the cause of each illness. Physicians did
not attempt to culture the bacillus until
Aug. 20. In the meantime, others began
to show signs of infection: 2 people on
the 16th, 4 more on the 17th and 12 on
the 18th. By Aug. 19, 31 patients had
received treatment.

Although “official” confirmation of
the cholera outbreak had been received
by Aug. 22, the chief medical officer
and the Senate chose not to warn peo-
ple to boil water, and the contamina-
tion was not publicized until Aug. 24.
By then, every part of the city had been
infected and thousands of citizens had
unsuspectingly consumed the infected
water; they soon became ill with
cholera and began to infect others. By
the time the cholera outbreak was fully
contained almost 17 000 poeple had
been infected and 8600 had died. The
outbreak of 1892 killed 13.4% of the
population of Hamburg; it killed as
many people as all other cholera out-
breaks in Germany during the 19th
century.1

Although several public inquiries
and investigations are taking place to
ascertain just went wrong in Walker-
ton, the Hamburg outbreak does illus-
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trate the fact that history, even medical
history, does tend to repeat itself.

Adrian M. Viens
Joint Centre for Bioethics
University of Toronto
Toronto, Ont.
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Plastic bread-bag clips: the
saga continues

We read with interest the recent
report of plastic bread-bag clips

in the gastrointestinal tract.1 We were
recently consulted regarding a patient
whose small bowel was ultimately
found to have been perforated owing to
an impacted plastic bread-bag clip. 

The patient, a 39-year-old man, had
been experiencing intermittent episodes
of colicky abdominal pain for about 5
years. He had previously been admitted
to hospital with signs and symptoms
consistent with a small bowel obstruc-
tion. He had undergone several investi-

gations, including CT scans and a small
bowel follow-through, but no cause was
identified.

He presented at our hospital with se-
vere pain and a recent onset of nausea and
vomiting. This followed several weeks of
increasing crampy pain, associated with at
least 1 episode of rectal bleeding. He was
admitted to the GI service and over the
next 36 hours developed signs of peritoni-
tis, for which the surgical service was con-
sulted. In the meantime, he had under-
gone both an ultrasound and a CT scan,
which showed a small amount of free
fluid but nothing else.

He underwent a laparotomy, and the
clip was found in the distal small bowel,
where it appeared to have attached itself
and slowly eroded through the wall, as de-
scribed by Ken Newell and colleagues.1

He underwent a resection and primary
anastomosis, from which he has recovered
well. Unfortunately, the “best before” date
was no longer visible on the clip.

In contrast to most of the patients in
the study by Newell and colleagues,1

this patient was young and had his own
teeth. However, he is a single parent of
young, active children and said that he
often eats in a rush and does not chew
his food well.

The findings in this case support the
authors’ recommendation that the clips
be made of a radiopaque material to al-
low early identification of the foreign
body.

Susan McDonald
General surgery resident
Con Rusnak
General surgeon
Capital Health Region
Victoria, BC
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Iwas surprised to see how many cases
of plastic bread-bag clip ingestion

with complications have been previ-
ously reported.1 We also had 1 case re-
cently in a 73-year-old woman who had
unknowingly ingested a plastic bread-
bag clip and subsequently complained
of epigastric pain. An upper gastroin-
testinal barium study suggested gastric
ulceration. When we performed a gas-
troscopy we were surprised to see a
plastic bread-bag clip lodged in the py-
loris (Fig. 1). The angled teeth of the
plastic clip had trapped the pyloric lip
and had become deeply embedded. We
used a snare to grab the clip and gently
pull it out of the gastric mucosa. The
clip was removed without sequela and
the patient was placed on acid suppres-
sion with complete resolution of her
symptoms. With regards to the risk fac-
tors mentioned by the authors, our pa-
tient wore dentures but did not have
dementia.

I support Ken Newell and col-
leagues’ suggestion that other forms of
bag ties be used or that these clips be
physically altered to minimize these oc-
currences.1

Carlo Fallone
Gastroenterologist
McGill University Health Centre
Montreal, Que.
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Fig. 1: Endoscopic view of the pyloris with the plastic bread-
bag clip embedded in the pyloric lip.


