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loss of ovary. A  high index of suspicion and prompt 
surgical intervention is required in children and 
adolescent population to salvage the ovary in cases of 
adnexal torsion. Pre‑ and post‑transplant gynecological 
evaluation and baseline pelvic ultrasound should be 
routinely advocated as data suggests there is an increase 
in the incidence of ovarian cysts in transplant females 
on immunotherapy.
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Adnexal torsion in an  
adolescent renal transplant 
recipient
Sir,
Adnexal torsion is rare in adolescents, with an incidence 
of 10–12%.[1] Benign adnexal masses  (mainly ovarian 
cysts) have been reported to date in transplanted 
patients.[2] A 14‑year‑old girl who had undergone renal 
transplantation 4  years back presented with acute 
abdominal pain. Her vital signs were normal. The white 
blood count was elevated at 14.26 × 1000/cmm, while 
hemoglobin, hematocrit, and platelets were within 
normal levels. A  basic chemistry panel was normal. 
Ultrasonography of abdomen and pelvis demonstrated 
a right enlarged ovary 7 cm × 8 cm × 8 cm with large 
thin‑walled cysts measuring 15 cm × 7 cm × 7 cm with 
cystic and solid masses and absent color flow. Computed 
tomography (CT) scan revealed a nonenhancing mixed 
solid and cystic lesion of size 15  cm  ×  9  cm seen 
retroperitoneally extending from L2 to S1  [Figure  1] 
with associated pelvic free fluid. Uterus and left adnexa 
normal.

Exploratory laparoscopy showed a 16 cm × 9 cm × 9 cm 
hemorrhagic cyst extending from right iliac fossa 
to left hypogastrium with 360° torsion of the right 
tube, ovary, and cyst. Detorsion was not possible and 
hence adenexectomy was done. The left ovary was 
enlarged on naked eye appearance. Histopathology 
was consistent with hemorrhagic and necrotic adnexa 
with simple cyst.

The literature review did not reveal any case reports 
of adnexal torsion in postrenal transplant females. 
Patients on sirolimus have a high prevalence of benign 
ovarian cysts.[3] One study reported on the diagnosis 
of a benign ovarian cyst in 6.7% recipients of the 
kidney transplant that had large cysts  (up to 9  cm) 
requiring surgical excision.[2] The reported incidence of 
ovarian cysts in patients on sirolimus plus tacrolimus 
was higher than that compared to those on tacrolimus 
plus mycophenolic acid.[3] The hormone profile after 
kidney transplantation may be impaired; especially 
the higher levels of estrogens may increase the risk of 
some gynecological pathology. Thus regular, attentive 
gynecological care is strongly recommended in female 
kidney graft recipients.[4] Ovarian torsion with delayed 
surgical intervention often results in necrosis and 

Figure 1: Hemorrhagic cyst and transplanted kidney
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Purple urine bag syndrome 
in chronic kidney disease
Sir,
Purple urine bag syndrome (PUBS) is a rare condition 
found in patients with chronic urinary catheterization, 
and is characterized by purple-colored urine, bags, or 
tubing. Patients with PUBS are typically women who have 
urinary tract infection, alkaline urine, and constipation[1] 
PUBS is usually reported in patients with bacteruria, with 
the strains expressing indoxyl sulfatase/phosphatase 
activity.[2] The cause of discoloration of urine is believed 
to be due to indigo (blue) and indirubin (red) or their 
mixture (purple).[3]

An 85-year-old male, a patient of obstructive uropathy 
secondary to stricture urethra, on continuous bladder 
drainage through a supra pubic urinary catheter, 
presented with uremic symptoms and purple color 
urine in the bag [Figure 1]. Evaluation revealed 
severe renal failure (blood urea 108 mg/dl, serum 
creatinine 7.2 mg/dl), pyuria, alkaline urine (pH 9), 
and Pseudomonas aeruginosa urinary tract infection. 
He was not a diabetic. He was on oral amlodipine, 
carvedilol for hypertension control, and calcium acetate 
as a phosphate binder. He was treated with parental 
cefoperazone and sulbactum for a week, based on 
the microbiological sensitivity, and within two days of 
initiation of the antibiotic, the urine color turned to pale 

straw from purple. Subsequently, he was supported with 
hemodialysis for renal failure.

The chain reaction of PUBS begins with tryptophan from 
the food being metabolized into indole by the bacteria 
in the large intestine, and then the indole is absorbed 
into the portal circulation and converted into indoxyl 
sulfate by a series of detoxification transformations 
in the liver. After being excreted in the urine, indoxyl 
sulfate is digested into indoxyl by the enzyme sulphatase/ 
phosphatase produced by certain bacteria. The common 
bacteria that have been reported are Klebesiella 
pneumonia, Escherichia coli, Pseudomonas aeruginosa, 
Proteus mirabilis, Proteus rettgeri, Providencia stuartii, 
Morganella morganii, Enterobacter species, Enterococcus 
species, and fecal Streptococci. Further indoxyl turns 
into indigo (blue) and indirubin (red) in the alkaline 
urine. The mixture of indirubin and indigo gives rise to a 
purple or blue color.[1,3,4] Several causative or associated 
factors such as old age, female gender, bed-ridden state, 
constipation, chronic urinary catheterization, urinary tract 
infection, alkaline urine, and plastic material of the bag 
or catheter were found to be involved in the development 
of PUBS.[1,3,4]

To conclude, our patient had Pseudomonas urinary tract 
infection and presented with PUBS. He responded to 
cefoperazone and sulbactum. He was also treated with 
dialysis for end stage renal disease.
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Figure 1: Showing purple color urine
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