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TWO CASES OF OBSTRUCTIVE PYELONEPHRITIS WITH
HYPERAMMONEMIA CAUSING IMPAIRED CONSCIOUSNESS

Takao HartaNt, Daisuke TAKAHASHI, Shigeki KOTERAZAWA,
Shinya SomM1vA, Yoshihito HiGasHI and Masaaki IMAMURA
The Department of Urology, Ijinkai Takeda General Hospital

We herein report two cases of obstructive pyelonephritis with hyperammonemia causing impaired
consciousness. One patient was a 79-year-old female. She was admitted for impaired consciousness and

hematuria. Computed tomography (CT) revealed left hydronephrosis and hydroureter indicating
obstructive pyelonephritis and her ammonia in the blood was a high level of 208 ug/dl.  Her consciousness
did not change immediately but improved 10 days after ureteral catheterization. The other patient was an
88-year-old female. She was also admitted for impaired consciousness and hematuria. CT revealed right
hydronephrosis and an ureteral stone causing obstructive pyelonephritis and her ammonia level in the blood

was a high level of 133 ug/dl. Her consciousness did not change immediately but improved 7 days after

ureteral catheterization. Hyperammonemia in patients with obstructive pyelonephritis is a rare entity that

can be occasionally observed. In patients with prolonged impaired consciousness due to urinary tract

infections, clinicians should consider the possibility of hyperammonemia.
(Hinyokika Kiyo 71: 271-275, 2025 DOI: 10.14989/ActaUrolJap_71_8_271)
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Fig. 2. Clinical course with transition of CRP, ammonia, and Japan Coma Scale in the case 1.
CTM: cefotiam, CZOP: cefozopran, MINO: minocycline, ST: sulfamethoxazole-
trimethoprim.
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Fig. 4. Clinical course with transition of CRP, ammonia, and Japan Coma Scale in the case 2.
TAZ/PIPC : tazobactam/piperacillin, MEPM : meropenem.
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