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Surgical Management of Pulsatile Tinnitus due to High Dehiscent Jugular Bulb
with Chronic Otitis Media

Byung-Woo Yoon, MD, Se-Joon Oh, MD, PhD, Su-Geun Kong, MD, PhD and Eui-kyung Goh, MD, PhD

Department of Otorhinolaryngology-Head and Neck Surgery, Pusan National University School of Medicine,
Busan, Korea

—ABSTRACT —

A high jugular bulb is often found as an incidental finding that is asymptomatic. High jugular bulb dehiscence
may often cause pulsatile tinnitus. We report one case of pulsatile tinnitus due to dehiscent high jugular bulb and
chronic otitis media, which has been successfully treated by surgical reconstruction with tragal cartilage and soft

tissue. (J Clinical Otolaryngol 2016;27:327-331)
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Fig. 1. Preoperative otoscopic finding shows right tym-
panic membrane anteroinferial small perforation and
posterior blue-like shining portions.
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Fig. 2. Preoperative pure tone audiogram. Right is better ear and observed 10 dB air bone gap at 500 Hz field.
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Fig. 3. Preoperative high resolution temporal bone com-
puted tomography scan shows right high jugular bulb.
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Fig. 4. Operation fi fndlng A . After tympanomeatal flap
elevation, dehescient high jugular portion measured
about 5 mm. B : Reconstruction was done using part of
cartilage and perichondrium and soft tissue through
preauricular fistular incision site.
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