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Vestibular Migraine (VM) is one of the most common causes of episodic vertigo in both children

and adults. It is a variant of migraine, where vestibular (inner ear balance system) symptoms such

as vertigo, dizziness, nausea and imbalance are the main complaints. Headache is not always a

feature of VM. Migraine is understood to be a neurochemical event during which levels of certain

neurotransmitters in the brain get out of balance. This can then lead to changes to brain neural

activity, blood flow and inflammation, which cause the symptoms people experience. 

Spontaneous vertigo (no trigger)

Vertigo or dizziness triggered by positional change,

head motion or visual motion

Intolerance to head movement and motion sensitivity

Unsteadiness/ imbalance

Nausea and vomiting

Ear pressure/ discomfort or noises (tinnitus) in ear,

muffled hearing or sound sensitivity

Visual blurring, visual aura (missing vision or lights/

shapes in vision), sensitivity to light

Headache (during or after)

Fatigue

Smell sensitivity

Sensory change such as spreading numbness

During a VM event, most people have

nystagmus, which are jerky eye movements.

These can be seen with special goggles that

remove the ability to focus the eyes. These

eye movements can sometimes mimic

nystagmus caused by other vestibular

disorders such as BPPV, vestibular neuritis or

Meniere's Disease. Between VM episodes,

vestibular and balance examinations tend to

be normal, though sometimes imbalance or

low-grade nystagmus is still present.

Migraine is described as being a disorder of

sensory processing and that the brain is

'sensitised' compared to a non-migraine

brain. The brain has increased excitability

occurring during the processing of sensory

information. This means that the brain is

'working at higher revs' and is more easily

stimulated to the point of getting a migraine

than a non-migraine brain. VM is associated

with anxiety disorders, PPPD, fibromyalgia,

and gastro-intestinal dysfunction like IBS.

This association is thought to be due to

abnormalities in certain chemical pathways.

25-35%
of patients attending

'dizzy clinics' are

diagnosed with VM

5 MINUTES TO
72 HOURS

Episodes usually

last between

DIAGNOSIS

The diagnosis of VM is made on the person's history, physical

examination and sometimes specialised vestibular testing,

which can rule out other vestibular disorders. People with VM

sometimes report a childhood history of motion sickness,

positional vertigo or unexplained abdominal pains, or a family

history of migraine. VM diagnosis can be complicated as

there are other vestibular disorders that can coexist with VM,

including as BPPV and Meniere's Disease.

SYMPTOMS CAN INCLUDE

Migraine can be

worsened by trauma

such as concussion or

prolonged poor 

neck posture

WHAT IS A VESTIBULAR MIGRAINE?



Mobilisation of the upper cervical spine to address headaches, neck stiffness and pain

Postural advice including an individualised exercise program and functional advice

Provide exercises to reduce head motion intolerance

Treat co-existing BPPV and vestibular dysfunction if present

Advice on trigger reduction and lifestyle management

Address imbalance and falls risk

Communication with your GP or Neurologist

Be a resource for other useful interventions

REGULAR SLEEP

ROUTINE

Literature has suggested that some over the

counter supplements such as high dose

Magnesium (600mg) and Riboflavin (400mg),

co-enzyme Q10 or combinations such as Reme-D

or Migraine Care (Bioceuticals) can be useful in

preventing migraine. This should be discussed

with a pharmacist or GP before trialling.

Migraine is also managed medically, with the

use of preventer medications, medication for

use during an attack and medications to help

with symptom relief such as pain killers or anti-

nausea medications. GPs and Neurologists can

suggest the most appropriate management

with medication.
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AVOID ENVIRONMENTAL,

HORMONAL, STRESS OR

DIETARY TRIGGERS

ADDITIONAL APPROACHES INCLUDE:

USE STRESS REDUCTION

TECHNIQUES (CBT, MINDFULNESS,

SPECIALISED PSYCHOLOGIST)

REGULAR MODERATE

CARDIOVASCULAR EXERCISE

(20-40 MINS DAILY)

ADEQUATE FOOD

AND WATER INTAKE
STOP SMOKING

HOW WE CAN HELP YOU AT ON-BALANCE PHYSIOTHERAPY?

Managing Vestibular Migraine usually takes a multi-pronged approach. Recent literature supports

assessing the upper cervical spine (C0/1, C1/2 and C2/3) for any motion segment dysfunction

and/or muscle spasm and treating this if appropriate. This approach consists of neck manual

therapy, posture advice and individualised exercises.


