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Introduction (00:06): When we think about migraine patients, we have patients with sporadic 
symptoms, and we have patients with chronic symptoms. And those chronic symptoms we 
generally think of as patients who have symptoms 15 days a month or more. Almost all of our 
vestibular migraine patients have symptoms 15 days a month or more. And if you're having that 
many episodes, you're far better off trying to prevent them than trying to stamp out the fire 
when it's there. 

Elizabeth DeStefano (00:40): Vestibular migraine is a form of the disease that dramatically 
impacts those who live with it despite absence, often, of the head pain that characterizes many 
other forms of migraine. Dr. Michael Teixido is here with us to discuss vestibular migraine and 
management techniques related to it. Dr. Teixido, welcome back to the Migraine World Summit. 

Dr. Teixido (01:01): Thank you, Elizabeth. It's a pleasure to be here. 

Elizabeth DeStefano (01:05): We've had several informative discussions of vestibular migraine 
on the Migraine World Summit, including a few years ago with you. This year, we're hoping to 
dive into discussions of management techniques in this type of migraine. But before we do so, 
could you briefly summarize what vestibular migraine is, for those who might be newer to this 
topic? 

Dr. Teixido (01:25): Sure. The vestibular migraine is an atypical manifestation of migraine in 
which dizziness, rather than headache, is the cardinal symptom. We know that any neurologic 
symptom can be created by migraine phenomena, depending on what part of the brain is 
affected. Most commonly, people have visual aura. And a lot of people with visual auras get 
them preceding a severe headache. But for every person who has migraine with a visual aura 
preceding it, there are many more who get just visual aura and they rarely ever get a headache. 
And we call that ocular migraine. Well, vestibular migraine is a symptom of dizziness, 
disorientation, vertigo, that happens in the brain, not in the inner ear. And that is not always 
coupled with a headache. 

Elizabeth DeStefano (02:22): And what is the degree of impact of those sorts of symptoms on 
someone's life? 

Dr. Teixido (02:29): The degree of impact is hugely variable. You know, for some people, they 
have an incidental and startling moment of unsteadiness, as if an invisible man has just pushed 
them. Others have a long-lasting spinning. Others have a problem coordinating the vergence of 
eye information and balance information from the inner ears, so that when they move their 
head, the brain is getting a difference in the signals from the eyes about how much movement is 
happening, and the inner ears. And so, they become very sensitive to head motion, or any 
motion. Some patients with vestibular migraine can have unusual symptoms like rocking back 
and forth, a sensation of constant falling, or a sense that they're displaced in space, as if — I am 
looking at you now, and looking at my room, but imagine you feel that you're really looking at 
the world from about a foot or two behind where you are — an out-of-body displacement. We 
call that "Alice in Wonderland syndrome," as if you have shrunk down, and the perspective from 
which you're viewing the world is changed. So that kind of displacement in space, rocking, 
constant falling — those are not symptoms that can happen in the inner ear. Those are 
symptoms that generate from abnormalities of processing of normal vestibular information in 
the brain that comes from the inner ears. 
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Elizabeth DeStefano (04:16): So, to some extent, the symptoms themselves can help pinpoint 
the location of the migraine-related activity at that time? 

Dr. Teixido (04:23): Well, they can. And I think that we'll talk about that in a little bit. So, 
especially when we think about the brain stem — we know that it may be that spreading 
depression can also happen in some of the nuclei in the brain. But certainly we know from 
functional imaging, which is a kind of MRI [magnetic resonance imaging] that shows us 
increased metabolic activity in certain parts of the brain, that patients who have migraine have 
increased metabolic activity in the trigeminal nucleus — the nucleus of the trigeminal nerve, the 
nerve that is hyperactive in migraine. 

Dr. Teixido (05:09): But it's not only the trigeminal nucleus. There are many other nuclei, and 
many patients have other nuclei which become hypersensitive. And if they are hypersensitive, 
then the incoming information from the five balance triggers in each ear — three with the 
semicircular canals and two with the otolith organs ... these are the little organs with otoconia, 
ear stones that orient us to gravity — that information can get distorted if it goes into a 
vestibular nucleus that is highly active. Just the way a patient with migraine pain can get 
something called allodynia, if the nucleus of the trigeminal nerve is lit up and very hyperactive 
and hypersensitive, sometimes even normal touch, like combing the hair, can be painful. Well, a 
patient with vestibular migraine, with an activated vestibular nucleus, may find that just simple 
motions of the head are exaggerated. And so that's another place that symptoms can generate. 

Elizabeth DeStefano (06:28): Many patients with vestibular migraine have recurrent BPPV 
[benign paroxysmal positional vertigo] and Meniere's disease. Is there a relationship between 
these pathologies that happens in the inner ear and vestibular symptoms that occur in the 
brain? Is there such a thing as a cochlear vestibular migraine that could also be present in 
vestibular migraine? 

Dr. Teixido (06:48): So, Meniere's disease, for some people, may be a complication of migraine 
in an individual who is susceptible. And the same thing with BPPV. We know that there are more 
females than males that have Meniere's disease. We know there are more females than males 
that have migraine. We know that there are ... that patients with Meniere's disease are 
particularly susceptible to caffeine, and weather change, and dehydration, and many of the 
triggers that we think about for migraine. And in fact, in practical terms, one of the things that 
we look for when we see a patient with Meniere's disease is: Is migraine present? And should 
we be treating the migraine and see how much the ears calm down before we suggest any 
solutions for their Meniere's disease, which are destructive? And some of the time, we do use 
destructive procedures, like we weaken the balance nerves to get rid of vertigo attacks. 

Elizabeth DeStefano (07:57): Well, Dr. Teixido, you co-authored the chapter on vestibular 
migraine in the clinical guide Sinus Headache, Migraine, and the Otolaryngologist, and noted 
that vestibular migraine can respond well to well-established chronic migraine treatments. So, 
let's start with medications, if we can. What are the primary pharmacologic options for 
vestibular migraine, both for prevention and acute treatment? 

Dr. Teixido (08:21): So, the basic ways that we treat migraine is to reduce triggers that are in the 
environment, in our diet, and in our physiology. That means resting, avoiding dehydration, 
minimizing stress, avoiding hunger, and avoiding manifest food triggers for migraine, many of 
which are well-known. But also, in addition to lowering the burden of triggers — the ones we 
have control over — we want to elevate the threshold, stabilize the system, so it doesn't get 
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tipped over so easily. Imagine a row of dominoes — when a patient with migraine has this first 
domino, and once it goes over, a long sequence begins. And you just have to hope you can 
interrupt it. That sequence is kind of like a chemical spill, and the earlier — and it is a chemical 
spill, of inflammatory peptides around nerves and around the blood vessels and in deeper 
centers. And the earliest ... the best way to treat a chemical spill is to stop it as early as possible, 
and not to let it go on. So, this is the reason some patients, even with vestibular migraine ... at 
the very first sign of trouble, if they take something, they can eliminate a whole day of misery. 

Elizabeth DeStefano (10:00): And so that includes any of the traditional medications that have 
been used in treating migraine acutely, correct? Triptans? 

Dr. Teixido (10:10): Yeah, that's right. So triptans are pretty good for stopping the release of 
these inflammatory peptides, and also blocking the receptors that they bind to that tip over the 
subsequent dominoes. So, in vestibular migraine, something like sumatriptan is about 50% 
effective at reducing symptoms in about half of patients. So, it's nice to know that you can get 
some relief, but it's not enough for a lot of patients. So that's a particular problem. What do you 
do when you're having big episodes now and then that really need management? I think the 
thing to think about, though, is that most of the patients with vestibular migraine don't just have 
occasional attacks. When we think about migraine patients, we have patients with sporadic 
symptoms, and we have patients with chronic symptoms. And those chronic symptoms we 
generally think of as patients who have symptoms 15 days a month or more. Almost all of our 
vestibular migraine patients have symptoms 15 days a month or more. And if you're having that 
many episodes, you're far better off trying to prevent them than trying to stamp out the fire 
when it's there. 

Dr. Teixido (11:26): So, we use different kinds of medications to stabilize the nervous system. 
So, what I'm going to describe with these medications applies not just to vestibular migraine, 
but it applies to chronic migraine headache itself. So, we have a few different kinds of 
medications which seem to be particularly effective for chronic migraine patients. Some of them 
are sodium channel blockers. Those are traditional seizure medicines — seizure medicines like 
Depakote and topiramate. And if you happen to be a person with leaky sodium channels, and 
you prevent them from being leaky, well, then all of a sudden, your brain can rest from 
maintaining ... from all that energy of keeping the ions apart. And it's also sitting farther away 
from firing, so it's less sensitive. Well, maybe that doesn't work for you at all, but when you take 
a calcium channel blocking medicine, like verapamil or diltiazem — in Europe they use other 
calcium channel blocking agents — that might be uniquely effective for you because your 
problem actually is an inherited problem with leaky calcium channels. It's another kind of 
positive ion that is important for nerve conduction. 

Dr. Teixido (13:08): And then there are other patients for whom beta blockers are uniquely 
effective. And there are other patients for whom serotonin drugs are helpful. And there are lots 
of different serotonin drugs, which have varying degrees of efficacy, but one of the ones that 
stands out is the tricyclic antidepressants — drugs like nortriptyline and amitriptyline — and 
those seem to be unusually effective, and for good reason ... Not only do they have the 
serotonin effect that we're after, but they happen to be medium-potency sodium channel 
blockers, and calcium channel blockers. And they actually are synthesized from an 
antihistamine, originally. So, it's like giving three classes of medication at the same time. And the 
other nice thing about them is that you can use them at very low doses. They were not very 
good antidepressants, but in the '60s and '70s, there wasn't anything else available. 
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Dr. Teixido (14:33): There's no medicine that seems to be uniquely effective for vestibular 
migraine, except one, and that medication is clonazepam. Clonazepam is a benzodiazepine — 
it's a cousin of Valium and Xanax. These medications are direct vestibular suppressants, in a 
way, but they don't work in the inner ear; they work in the brain stem. So, some patients with 
vestibular migraine can get great relief with low doses of clonazepam. They have ... it's an 
anxiety medicine. It relaxes you. And as you know, a lot of patients with vestibular migraine, 
their lives are turned upside down. They have a huge amount of anxiety, and for some of them, 
their problem even is stemming from a peak of anxiety and stress in their lives, for a variety of 
factors. And having at least a temporary reprieve from that reinforcing cycle of stress and 
symptom generation, using an anxiolytic drug that also decreases the intensity of symptoms, 
can give them a little bit of hope and decrease the heaviness of the burden of their symptoms. 
So that can be really helpful, at least ... you know, long term in some patients, but in others it 
can help them to understand the role of stress in generating their symptoms, and give them 
time to get the right kind of supportive therapy that is so often helpful in some of these 
patients. 

Elizabeth DeStefano (16:26): Well, along these lines, some of our viewers have reported that 
meclizine doesn't help to reduce intensity of their episodes or chronic symptoms, but that 
diazepam is helpful. And they've noted that in varying degrees ... to varying degrees with varying 
doses. 

Dr. Teixido (16:44): And that's exactly the case. So, benzodiazepines, like diazepam and 
clonazepam, have more of an effect in the brain than in the inner ear. And the traditional 
vestibular suppressant medications, like meclizine, and most of the antihistamines — meclizine 
is an antihistamine — they are cholinergic, and they work in the inner ear. Well, if the problem 
isn't in the inner ear, then patients will tell you, "Oh yeah, I took all of that and it actually made 
me feel worse," or it had no effect. And that's a very curious thing, because most patients with 
real inner-ear problems — they take something like meclizine, and an hour later they can tell 
that, "OK, that really reduced my symptoms by 50%." So when they tell you that at their first 
visit, you know that you're probably not dealing with an inner-ear problem. 

Elizabeth DeStefano (17:47): How do the newer migraine medications, and those in the 
pipeline, factor into vestibular migraine prevention or acute treatment? 

Dr. Teixido (17:56): Oh, that's a good question. Some of the new medications are antibodies, or 
against a particular molecule called CGRP, which is one of those inflammatory peptides that gets 
secreted around blood vessels. CGRP may have a role in vestibular processing in the vestibular 
nucleus. We also have oral medications now that you can take that are not antibodies, but that 
block the receptors that CGRP stimulates. And those have been really effective at preventing 
headache, and they're remarkably specific and they don't have very many side effects. 

Elizabeth DeStefano (18:39): And these would be the gepants? 

Dr. Teixido (18:42): That's exactly the case. So once again, we're treating the entire migraine 
constellation of symptoms in the same way, but there isn't a specific treatment that seems to be 
uniquely helpful for these patients. Now, there's an exception to that, and that is vestibular 
therapy, which I think that we — I wanted to make sure that we talked about — can be really 
helpful for some patients with vestibular migraine ... especially because some of them have 
some otolith disease, they might have some BPPV — and when they get their BPPV, boy, for 
some — for everyone with BPPV — they go, "Wow, I'm really dizzy." That's horrible. But for the 
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person with vestibular migraine, those loose crystals cause symptoms that push all the 
dominoes down. And if you can identify which canals and which ear those otoliths are in, and 
release them with a maneuver, then you can prevent all of this triggering from happening. And 
that can be invaluable to a patient with vestibular migraine. 

Dr. Teixido (19:55): But we always have to be a little careful with vestibular migraine patients, 
because they will often tell me that, "Oh, I went for therapy and every time I go to therapy, I'm 
really wiped out. I get home and I just, I lie down on the couch and I'm there for the rest of the 
day and evening. I'm wiped out." Well, often that's just a step backwards. And that doesn't seem 
to be getting better, session after session after session. And what we realize over time is that for 
many patients, the vestibular therapy is helpful to keep them moving and to not develop a fear 
of moving, but that the dose of therapy that they can really tolerate may be 10 minutes, or even 
less than 10 minutes. And it may be that they need to do their own therapy at home; to get 
coached by the therapist and then go home and repeat it a few times a day — just in the small 
doses that they can tolerate. 

Dr. Teixido (21:05): And I think that this is the big point for most patients: They need to learn 
how much they can insist without paying for it and taking a big step backward. And this way you 
can maintain boundaries. You know, we don't want to have patients fearful of all movement, 
because then they can develop more of an overlay of a fear of motion that some people call 
PPPD ... which, I think that is something that — there is an increasing awareness of PPPD now: 
persistent postural-perceptual dizziness. And what that is, is a phenomenon that ... where 
patients have learned to focus on a balance symptom in a way that they never did before, and it 
changes the way they perceive everything. And now they just can't unlock their focus from their 
balance sensorium. And now ... and it may be that they're just interpreting their reality wrongly 
— and that clearly exists in a few patients. 

Elizabeth DeStefano (22:23): We started to touch on vestibular therapy, which I've often heard 
referred to as vestibular rehabilitation, as well. 

Dr. Teixido (22:31): Yeah, sure. 

Elizabeth DeStefano (22:33): What is it? What happens in those sessions? 

Dr. Teixido (22:37): Too many vestibular therapists do the same thing for all their patients. But 
what you really want is a vestibular therapist who understands that patients who have otolith 
disease get specific treatment with repositioning. Patients who have an uncompensated 
weakness that is, say, one inner ear that's weaker than the other, and the brain hasn't learned 
how to recalibrate to that imbalance — well, they get another kind of treatment to enhance 
compensation. 

Dr. Teixido (23:08): There are other patients who have a hypersensitivity, and there can be ... 
and those are a lot of vestibular migraine patients. They're really sensitive to head motion. And 
sometimes by insisting just the right amount, you can habituate and get them to be a little ... to 
have their system react a little less to that motion over time, that is, so it doesn't react. Now, 
that's a problem, because there is a fundamental problem among migraine patients in which 
they can't habituate. So, you have to be really careful. This is where I was saying that the dose of 
therapy may be really small for some of those patients. 



	

7 
Copyright © 2022 by Migraine World Summit. All rights reserved. 

Dr. Teixido (23:55): And finally, there are other patients who have problems with their balance 
because their inner ears have gotten really weak. Their gyroscopes, in a sense, have gotten so 
weak that they just don't have very much balance. And you need to teach them something 
called "substitution strategies," in which they get more information from their vision, and they 
get more information from their proprioception, from their body, their muscles and joints — by 
using a cane; by taking the big, spongy running shoes off of them and putting them in firmer-
soled shoes so they feel the floor more definitely. This increases their contact with the support 
surface and improves their steadiness. 

Dr. Teixido (24:48): And also, many patients, they just need to get in shape a little bit. You know, 
when we walk around and move around — we're dancing, in a way, and you can't dance very 
well if you're really weak; you're gonna fall. And your body knows that you're too weak to move 
around, so it doesn't let you move around. And so, we end up walking around like we're on a 
tightrope. And so, you need to get people in shape, get them toned up so that they can move. 
And their cone of stability, we say, kind of starts to expand, and they can move around more 
easily without getting near that fall limit. 

Elizabeth DeStefano (25:31): One of our viewers, Heidi, shared that very thing: that some of her 
vestibular rehabilitation can actually serve to pronounce her dizziness, and wonders if there's a 
different approach. And it sounds like you've already suggested that — in that it may be smaller 
segments or smaller exposure to build up a tolerance to greater amounts of time. Is that 
correct? 

Dr. Teixido (25:56): Yeah, that's true. So, I don't think that it is harmful for anyone, but if it's not 
giving benefits, then you should consider whether or not it is really going to help at this time. 
And it may be that it's ... not helpful now, but it may be helpful in the future when the system 
becomes less sensitive. 

Elizabeth DeStefano (26:23): While we're on the topic of nonpharmacologic approaches, our 
viewer, Patricia, noted that she makes a practice of controlling her salt intake and she eats 
bananas for potassium. That brings up the question: Are there any natural approaches that 
should be part of a vestibular management plan? 

Dr. Teixido (26:42): So, there's a lifestyle change. And there are many nonpharmacologic 
remedies, from melatonin to different teas and things like that, that can help you to sleep. You 
can take magnesium; we know that patients with migraine have low intracellular magnesium in 
cases, and you take a serum magnesium level and it's normal. But taking some magnesium of 
any kind, you know — it doesn't matter whether it's oxide or aspartate or gluconate or citrate, 
which is a little bit laxative — they're all a little laxative — that can be helpful for some patients. 
Some patients get better with CoQ10. Some patients get better with riboflavin. And riboflavin, 
which is vitamin B2, taken for — at 400 milligrams a day — has as good evidence for efficacy as 
some of the preventive medications that I spoke about earlier, so definitely worth a try. And if 
they work for migraine headache, then there's a chance that by ramping down migraine activity 
globally, that vestibular migraine symptoms will also improve. So, it's really difficult to separate 
the two. And with the exception of vestibular therapy, it's difficult to say that there is a specific 
treatment that is uniquely effective for vestibular migraine, but that isn't also helpful for 
migraine headaches. 

Elizabeth DeStefano (28:23): Where can we best learn about and find out more about what it is 
that you do and are doing in this arena? 
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Dr. Teixido (28:31): Well, I think that one of the best places is my YouTube channel, so I think 
that that would be one of the best places. And another place to look: Association of Migraine 
Disorders, which is an organization which I cofounded with a colleague, Rick Godley, about nine 
years ago. We've hosted a few meetings that tried to increase awareness of the huge variation 
of migraine symptomatology in all parts of the body. So just as I was just talking about 
symptoms that are common in otolaryngology, we've brought in women's health specialists, GI 
specialists, cardiologists, oral maxillofacial surgeons. Every specialty has some patients for 
whom ... a subpopulation of patients they're seeing [who] are actually having symptoms that are 
generated by migraine mechanisms. And we are really making an effort to try to increase 
awareness. So, there's a video blog there and plenty of other content that's helpful to both 
practitioners and to patients. 

Elizabeth DeStefano (29:40): Good. We'll be sure to post links to both of those, then, in the 
show notes with this interview. 

Dr. Teixido (29:48): Good. 

Elizabeth DeStefano (29:49): Thank you so much, Dr. Teixido, for being here with us today to 
review vestibular migraine and management techniques for it. We appreciate you taking the 
time and sharing your expertise. 

Dr. Teixido (30:00): Oh, it's really a pleasure, Elizabeth. Thank you so much. I hope that people 
find this useful. 

Elizabeth DeStefano (30:05): Thank you. 


