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Fig. 1. Pure tone audiogram shows air-bone gap at the low frequencies in both ears.
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Fig. 2. Vestibular evoked myogenic potentials. The threshold of right side is lower than that of the left side.
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Fig. 3. Right side temporal bone
CT axial image shows high riding
jugular bulb (arrow) in contact with
the posterior semicircular canal (ar-
rowhead) (A). Left side temporal bone
CT image shows absence of jugular
bulb abnormality and intact posterior
canal (B). Right coronal image shows
high riding jugular bulb (arrow) in con-
tact with the posterior semicircular
canal (arrowhead) (C). Left coronal
image (D).
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