
 

Cervicogenic Dizziness 
 

 Overview  

  
What is cervicogenic dizziness? 

When episodes of dizziness are arising from dysfunction of the cervical spine (neck), 
this condition is referred to as cervicogenic dizziness (CGD). This type of dizziness is 
often accompanied by neck pain or recent trauma to the neck, such as whip-lash 
injuries following motor vehicle collisions. Dizziness must be closely related to 
changes in neck position or movement of the neck for CGD to be considered as a 
potential diagnosis.  
 
Dizziness is a common symptom that can result from a number of different causes, 
including disturbances of the ear, central nervous system, cardiovascular system, and 
benign positional paroxysmal vertigo (BPPV). The incidence of CGD has been 
reported to be 7.5% of all dizziness. If all other causes have been ruled out, CGD may 
be the appropriate diagnosis by exclusion.   Sometimes, CGD can occur 
simultaneously with other sources of dizziness.  It is important to get a thorough 
evaluation to explore all possible causes of dizziness. 
 
Dizziness related to the cervical spine is often described as light-headedness, 
imbalance, giddiness, or unsteadiness. This can be a concerning symptom that may 
lead to additional problems, such as physical injuries from falling, psychological issues 
including depression and anxiety, employment difficulties, and inability to perform daily 
activities.  
 
In most cases, cervicogenic dizziness can be managed with an individualized 
intervention program that includes cervical range of motion, stabilization exercises, 
proprioceptive training, and manual physical therapy. It is important to seek guidance 
from a licensed physical therapist who is trained to properly diagnosis and treat 
cervicogenic dizziness. 

(Reid 2014, Reid 2005, Yaseen 2018) 
 

Symptoms 
 

The most common clinical symptoms of cervicogenic dizziness are: 
● neck stiffness  
● muscle tenderness  
● altered cervical joint positional sensation  
● poor neck stability, and  



 

● dizziness provoked by neck or head movements.  
This means that neck pain and stiffness will occur with movements of the neck simultaneously 
with dizziness.  Symptoms that may occur with cervicogenic dizziness, but are not directly 
related to cervicogenic dizziness may include radiating symptoms to the arms, jaw pain, and 
arm numbness.  Symptoms that are not typical of cervicogenic dizziness are problems 
speaking, swallowing, facial numbness, clumsiness, impaired vision, and can be signs of a 
more serious condition. 

(Jung 2017) 
 

Causes and Risk Factors  

 

CGD is caused distinctly by the cervical spine; to be considered, the dizziness has to be 
closely related to cervical spine position or cervical joint movement. Symptoms of imbalance, 
unsteadiness, and disorientation are not fully understood but it has been suggested that it 
may stem from a dysfunction of a person’s kinesthetic (movement) sense. The severity of 
dizziness is typically proportional to the severity of cervical symptoms such as pain, stiffness 
and numbness. If someone does not report both dizziness and cervical involvement, CGD is 
unlikely. 

Causes: 

● Degenerative cervical spine disorders 
● Barre-Lieou syndrome 
● Whiplash-associated disorders 
● Bow hunter’s syndrome 
● Beauty parlor stroke syndrome 
● Cervical myofascial pain syndrome 

Risk Factors: 

● Cervical pathology (cervical spondylosis) 
● Neck injury (trauma, whiplash) 
● Neck pain 
● Fatigue 
● Anxiety 
● Stress 

(Devaraja 2018, Reiley 2017, Reid 2004) 



 

 

When to see your Physical Therapist for Cervicogenic 
Dizziness  

● When the dizziness severity correlates with neck pain  
● Limitation in neck range of motion  
● Onset of dizziness following head or neck trauma 
● Vague complaints of light-headedness and unsteadiness 
● Dizziness lasting minutes to hours 
● Not associated with double vision  
● Dizziness occurs episodically  
● Symptoms improve with lying down or supporting the neck  
● Your dizziness was determined not to be coming from a cardiac or vestibular 

condition 
  

 (Devarja 2018, Jung 2017, Reid 2005, Reid 2014, Reiley 2017) 

 

TREATMENT  

Goals of physical therapy treatment: 

● Decrease frequency and intensity of symptoms/dizziness 
● Improve pain, mobility, balance, and overall function 

Individuals with CGD commonly present with both painful and stiff musculature/joints 
of the head and neck 

● There is a growing body of evidence that manual therapy (hands-on treatment) is 
beneficial in the management of cervicogenic dizziness  

● Examples: Soft tissue mobilization, joint mobilization and manipulation, stretching 

video 1 (Mobilization with Movement), video 2 (Passive Cervical Mobilization) 

A reduction of dizziness symptoms in response to cervical traction may indicate 
involvement of the cervical spine and is more consistent with CGD than with vestibular 
dysfunction 

● Cervical traction: The use of light traction force to the head and neck of approximately 
5-10 lbs, held for about 1 minute: Force and time is based off patient’s response and 
determined by the physical therapist 
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● Cervical traction can be completed manually by a physical therapist.  Mechanical units 
in the clinic and for home use are available, as well as other self-traction methods 

● Patients should be properly trained in the safety and functions of each device prior to 
utilization 

Increasing head and neck range of motion (ROM) has demonstrated 
improvement/normalization of cervical sensory input and thus may improve dizziness 
that has a cervical origin 

● Exercises may be prescribed specific to areas of limitation and in respect to 
provocation/relief.  

● Newly gained range of motion is coordinated by active use and strengthening of the 
neck and shoulder musculature 

● Fatigue of cervical muscles is linked to adverse integration and feedback of the 
cervical kinesthetic and sensory system 

○ Examples: Stretching, Active ROM, Isometric Holds 
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video 3 (self SNAG) 



 

Adverse changes in proprioception (awareness of position and movement) of the 
head/neck may affect the sensory and motor control of gaze stability, eye-head 
movement, and postural control 

● A thorough examination can identify individual sensory and motor deficits in the head 
and neck linked to dizziness.  

● This enables the physical therapist to design a specific/personalized program to 
improve performance, posture, balance, and function 
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(Reid 2014, Reiley 2017, Cook 2012, Jung 2017) 
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