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BACKGROUND
Jugular bulb diverticulum is a rare condition that has
never been reported in association with lower cranial
nerve palsy.
CASE DESCRIPTION
A 54-year-old woman developed acute swallowing distur-
bance and hoarseness. Neuroradiological examinations
demonstrated a jugular bulb diverticulum as well as un-
ruptured internal carotid and basilar tip aneurysms on
the same side. Laboratory data for both serum and cere-
brospinal fluid were normal. Steroids were given, and the
cranial nerve palsy disappeared within 1 month. The
aneurysms were successfully clipped. During the
follow-up period of more than 1 year, the patient has done
well and has no neurological deficit.
CONCLUSION
This is the first reported case of jugular bulb diverticulum
associated with a lower cranial nerve palsy and multiple
aneurysms. We recommend close observation of patients
with this condition regardless of its clinical presentation.
© 2000 by Elsevier Science Inc.
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Jugular bulb diverticulum is an extremely rare
condition. It is a protrusion on the jugular bulb

that can lead to internal auditory dysfunction, re-
sulting in symptoms such as hearing loss, tinnitus,
and vertigo. We present the first case of a patient
with a jugular bulb diverticulum who presented
with a lower cranial nerve palsy.

Case Report
A 54-year-old woman noticed a swallowing distur-
bance at lunch, and her family pointed out that she
had dysarthria and hoarseness. She had had a slight
fever a few days before the onset of these symp-
toms. She presented to our hospital on the day after
her symptoms appeared. Neurological examination
revealed a curtain sign, vocal cord palsy, an absent
gag reflex, and weakness of the sternocleidomas-
toid and trapezius muscles. Laboratory data for
serum and cerebrospinal fluid (CSF) were all normal
including the viral titer, although there was a slight
elevation of CSF protein to 41 mg/dL. The jugular
foramen seemed to be normal on both magnetic
resonance imaging (MRI) and computed tomogra-
phy (CT) scans. Cerebral angiography and retro-
grade jugular venography revealed a right jugular
bulb diverticulum; multiple aneurysms were also
noted on the right internal carotid and posterior
communicating arteries and at the basilar tip.

The patient underwent steroid therapy (methyl-
prednisolone 500 mg for 3 days) to treat the lower
cranial nerve palsy. She responded well, and her
signs and symptoms disappeared within several
weeks, at which time the aneurysms were success-
fully clipped. Over a follow-up period of 18 months,
the patient has done well, with no neurological
deficit.

Discussion
To the best of our knowledge, only nine cases of
jugular bulb diverticulum have been reported in the
literature [1,3,6–8,11]. The male-to-female ratio is
8:1; left-to-right side ratio is 5:3. Age at the time of
diagnosis ranges from 35 to 74 years (mean 55.8
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years). The most common clinical symptoms are
hearing loss, tinnitus, and vertigo.

Stering et al reported that the cause of hearing
loss was direct compression of the internal audi-
tory meatus by the jugular bulb [11]. A “high” jug-
ular bulb indicates that the position of the upper
margin of the jugular fossa is above the level of the
cochlea [12]. Jugular bulb diverticulum is usually
located more medial and posterior to the petrous
bone compared to a high jugular bulb.

Our patient’s symptoms were distinctly different

from those noted in previous cases; a lower cranial
nerve palsy has never been reported in association
with a jugular bulb diverticulum. However, it is
unlikely that our patient’s symptoms were caused
by the jugular bulb diverticulum, as they resolved
with steroid pulse therapy. The fever that pre-
ceded the onset of her cranial nerve symptoms
may indicate a viral infection that may have
caused her symptoms, although there was no ev-
idence of infection in serum or CSF studies. There
has also been no previous report of a jugular bulb

1 A & B. Retrograde jugulography showing a right jugular bulb diverticulum.
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diverticulum associated with multiple cerebral
aneurysms.

Jugular bulb diverticulum can be seen clearly on
jugular venography [2,5,9]. Although surgical inter-
vention is not generally indicated in the treatment
of jugular bulb diverticulum, Jahrsdoerfer et al sec-
tioned the VIII nerve to successfully treat their pa-
tient’s symptoms of vertigo and tinnitus [7]. Mu-
rakami et al reported that jugular bulb diverticulum
is a congenital developmental anomaly that enlarges

with time, eventually reaching the internal auditory
meatus and causing hearing loss, tinnitus, and vertigo
[8]. Therefore, these patients must be observed care-
fully for the appearance of such symptoms.

Conclusion
Jugular bulb diverticulum associated with lower
cranial nerve palsy and multiple cerebral aneu-

2 A & B. Angiograms showing internal carotid and posterior communicating artery aneurysms and a basilar tip
aneurysm.
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rysms has never before been reported. Close clini-
cal observation is recommended in these cases re-
gardless of presenting symptoms.
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The only thing you should try to be is the best you can be. You
should compete with yourself, not others.

No operation was ever improved by swearing or throwing
instruments.

An operation is like a military campaign. The surgeon is the
general. He should have the qualities to head his troops into

battle. Leaders will be respected if they conduct themselves as
leaders and not as tyrants. There is only one purpose to the
operation and that is to win and decisively defeat the enemy
disease. You must rehearse and prepare for the battle in order to
win. Anything less than that, and the patient loses.
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