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A Case of Surgical Repair Using Cartilage for Pulsatile Tinnitus

due to the Dehiscent High Jugular Bulb

Young-Bum Ko, MD and Sung Hyun Boo, MD

Department of Otorhinolaryngology Head & Neck Surgery, Samsung Changwon Hospital,
Sunghkyunkwan University School of Medicine, Changwon, Korea

—ABSTRACT —

A high jugular bulb is usually asymptomatic and incidentally found during otologic examination. But high jugu-
lar bulb dehiscence may cause vascular pulsatile tinnitus. It is thought to be one of the treatable cause of venous
pulsatile tinnitus, but there were previous 2 case reports of surgical treatment for pulsatile tinnitus due to high
jugular bulb dehiscence in Korean literature. The authors present a case of pulsatile tinnitus owing to dehiscent
high jugular bulb which has been successfully treated by surgical reconstruction. We used conchal cartilage piece
as a reconstruction material. The procedure was simple and easy to introduce and worth for it. (J Clinical Otolaryn-

gol 2014;25:56-60)
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Fig. 2. Pure tone audiogram of the patient. A
diogram showed lower tone conductive hearing loss. B :

Fig. 1. The preoperative endoscopic finding of right tym-
panic membrane. There shows bluish mass in posteroin-

ferior quadrant of middle ear (arrow).

Postoperative audiogram shows equivocal conductive

hearing loss after 1 year of surgery.
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Fig. 3. AXIO| (A) and coronal (B, C) imaging of temporal bone CT scan shows right side dehiscent high jugular bulb
(arrow), extending to the mesotympanum. The dehiscent high jugular bulb is reached at round window niche (A, B).
Contact of the jugular bulb with the tympanic membrane is also seen (C).

Fig. 4. Operative findings. A : The bluish pale high jugular bulb(black arrow) was exposed in posteromfenor portion of
right middle ear cavity. It was close to the round window niche (white arrow). B : The harvested conchal cartiage
(black arrowhead) was positioned between round window niche and high jugular bulb and it was placed over high
jugular bulb after sealing with bone dust.

58



=4 FaAo)7]

]_

L
L

9

9] 7T SRl WAt 15w

ok By 7 o]

gk

Hop 2u) A= o] Ay

2=
=

o]

ok oF 2ufol] @5}7] wfo]ct”

2=
=

%ol
5 ojxjol

ik

=
=35

717¢

S

o) 571 24

T BEAQ B9} ot

3}7]

a2 o= A

sheiAl £

=
T

71 431, vl ghedof of

3

224 279 FAS 2

"

He l QlofAl 831 A8 4 glgle

25

= A

=

o

ol §31 71 9lo] 2uke ohA] Wo 3

il
oy

ﬂmo

Ab s o] ] 171

X
Bl
ol

3

AL,

oLt orgof Hit

%

e

o 71d oz A7t

BEHQ ARk 2 Yook et

L
.

UhEg ol A

915 sk 497 5)

%

3) HY

—
o

ol
o4
ol

o|J
i

oml o] F3)9]

2 7h RSl 2AEIlom olelt 2

].

et

Aol A= i
kS 4]

6) =
=Z

et

< (transcatheter en-

= Fo= A

e

%

.

o

!

b

3

. . . 12
dovascular coil embolization),””

I

Em:

o
B

el
l

ot w A ket AxHoel L

2l 49l

ol

s

2} 72,9

Z:]_ _%_9‘10,15*17)01 ())\)]\E‘,'

12131 Glasscock 5'0%

A A

o

37}

573 o8] A=

b

Aol o3t

o] 2191 7

< El-Begermy®} Rabie'¥:= 154 o]t 9] 2] &) A o]

A~
T

|

.
=0 Ao m HIHY

airk

i ol A

£ 9]

FAZ 9, ZE(bone dust)

ol

o2 THZF 514 ool

BslT, Selutel i 9] AR o5t vl

A7 BT} 23] =20 Park £

|

oo 47

REFERENCES
1) Weiss RL, Zahtz G, Goldofsky E, Parnes H, Shikowitz MJ.

High jugular bulb and conductive hearing loss. Laryngo-

scope 1997:107(3):321-7.

_?‘]

A

59



J Clinical Otolaryngol 2014;25:56-60

2) Ahn SY, Kim BY, Kang MG, Choi SS. Conductive hear-
ing loss secondary to a high jugular bulb in a pediatric pa-
tient. J Clin Otolaryngol 2006,17(2):248-52.

3) Yoon Y, Yang YS, Lee SH, Choi SC. 4 case of high jugu-
lar bulb associated with conductive hearing loss. Korean
J Otolaryngol-Head Neck Surg 2002,45(12):1184-7.

4) Page JR. 4 case of probable injury to the jugular bulb fol-
lowing myringotomy in an infant 10 months old. Ann Otol
Rhinol Laryngol 1914;23:161-3.

5) Overton SB, Ritter FN. 4 high placed jugular bulb in the
middle ear: a clinical and temporal bone study. Laryngo-
scope 1973,83(12):1986-91.

6) Wadin K, Wilbrand H. The topographic relations of the

high jugular fossa to the inner ear. Acta Radiol Diagn 1986;

27(3):315-24.

Atilla S, Akpek S, Uslu S, Ilgit ET, Isik S. Computed tomo-

graphic evaluation of surgically significant vascular vari-

ations related with the temporal bone. Eur J Radiol 1995;20

(1):52-6.

Park CK, Park YJ, Yoon SD, Kim SH, Lee BD, Chang HS,

et al. Otolaryngologic analysis of high jugular bulb using

temporal bone computed tomography. Korean J Otolaryn-
gol-Head Neck Surg 1997:40(9):1256-61.

Huang BR, Wang CH, Young YH. Dehiscent high jugular

bulb: a pitfall in middle ear surgery. Otol Neurotol 2006,27

(7):923-7.

10) Glasscock ME, Dickins JR, Jackson CG, Wiet RJ. Vascu-
lar anomalies of the middle ear. Laryngoscope 1980,90(1):

77-88.

11) Park SN, Park KH, Im DJ, Yeo SW. 4 case of pulsatile tin-

7)

8)

9)

60

nitus with high jugular bulb treated by ligation of internal
Jjugular vein. Korean J Otorhinolaryngol-Head Neck Surg
2007:50(12):1152-6.

12) Kondoh K, Kitahara T, Mishiro Y, Okumura S, Kubo T.
Management of hemorrhagic high jugular bulb with adhe-
sive otitis media in an only hearing ear:transcatheter en-
dovascular embolization using detachable coils. Ann Otol
Rhinol Laryngol 2004;113(12):975-9.

13) Yoon BN, Lee TH, Kong SK, Chon KM, Goh EK. Man-
agement of high jugular bulb with tinnitus: transvenous
stent-assisted coil embolization. Otolaryngol Head Neck
Surg 2008,139(5):740-1.

14) Couloigner V, Grayeli AB, Bouccara D, Julien N, Sterkers
O. Surgical treatment of the high jugular bulb in patients
with Meniere’s disease and pulsatile tinnitus. Eur Arch
Otorhinolaryngol 1999;256(5):224-9.

15) Robbin PE. 4 case of upwardly situated jugular bulb in the
left middle ear. J Laryngol 1972,86(12):1241-6.

16) El-Begermy MA, Rabie AN. 4 novel surgical technique for
management of tinnitus due to high dehiscent jugular bulb.
Otolaryngol Head Neck Surg 2010, 142(4):576-81.

17) Shin SO, Moon YE, Yoo SD, Kim MS. 4 case of Pulsatile
Tinnitus from dehiscent high jugular bulb treated by recon-
struction of the hypotympanum. Korean J Otorhinolaryn-
gol-Head Neck Sur 2008,51(8):751-4.

18) Chon KM, Goh EK, Lee IW, Moon Y1, Lee BJ, Roh HJ, ez
al. Intracranial and inner ear diseases discovered during
the management of tinnitus. J Clinical Otolaryngol 2002;13
(1):56-64.



