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Abstract

Syringomyelia (SM) with Chiari malformation is a rare disease with an unpredictable course. Surgery and other interventions
help reduce the severity of symptoms, but over 50% patients require re-operation. Auto-resolution is rare in this type of
SM, and most cases progress to complications, which may amount to a great burden. The patient of SM with Arnold-Chiari
malformation type | in a 54-year-old Russian woman who was treated with individualized classical homeopathy for over
eight years with remarkable improvement in the clinical signs and symptoms of the condition and comorbidities. On MRI,
the syrinx completely resolved, which further confirmed the benefit of this therapy. This case of SM with Arnold-Chiari
malformation type | seemed to benefit from individualized classical homeopathy. Scientific investigation into an individualized

classical homeopathic approach towards SM is necessary to establish its relevance in this condition.
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Introduction

Syringomyelia (SM) is a rare, progressive disease of the spinal
cord and it presents with mild to severe neurological
complaints, with the characteristic intramedullary cyst,!
occurring mostly from underlying causes such as Chiari
malformations (CMs).! CM incidence is approximately
3-8/100,000, with 62% to 80% exhibiting SM,2 and it shows a
predilection to certain geographic locations such as Russia.>#
Over 50% of the cases are because of Arnold-Chiari
malformation type 1, characterized by herniation of cerebellar
tonsils through the foramen magnum, followed by trauma-
related incidence (25% of cases), the other types being rarer. '’
Many theories were proposed to explain the dynamics behind
the development of SM, including the three popular theories
of Gardner, Williams, and Oldfield.! The common vein
running through these theories is a disturbance in the
circulation of cerebrospinal fluid (CSF), resulting from an
aberrant resorption, or a mechanical block to circulation, or
disorder of spinal cord mobility.! SM is classified into
communicating, noncommunicating, atrophic, and neoplastic
types. This classification helps decide whether shunting,
surgery, or conservative treatment is the best option.® The

understanding of SM pathophysiology remains patchy, which
makes its diagnosis and treatment a challenge.” The diagnosis
of SM is made by the appreciation of the fluid-filled cavity in
the spinal cord related to CSF circulation disturbance, cord
tethering, or an intramedullary tumour.” The symptoms result
from herniation of cerebellar tonsils or the compression of
nerves. The most common symptoms in SM with CM are
headache, dizziness, insomnia, weakness in the upper
extremities, neck pain, numbness and tingling in the
extremities, and other neurological symptoms.® The severity
depends on the size and duration of the syrinx. Rapidly
progressing cases show more severe symptoms than cases that
progress slowly over many years.* Management is conservative
when neurological symptoms are absent or mild. However,
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most patients exhibit disease progression with conservative
treatment.! When the symptoms are severe, surgery/shunting/
cordectomy/cellular neuro-construction may be offered to the
patient, depending on the underlying cause.! Stabilization of
the neurological symptoms and improvement in the general
condition are the aims of treatment.? Surgery is effective in
most cases, but over 50% of patients require re-operation at
some point.! Auto-resolution of SM is rarely reported, and
sometimes the auto-resolution is not associated with any
difference in clinical symptoms.®

We present a rare case of SM with Arnold Chiari
malformation type 1 that progressed considerably until the
application of classical homeopathic treatment, and regressed
under this therapy over the years. A benefit was also seen in
the comorbidities. The literature did not yield any other
similar case where SM benefited from homeopathy.

Case Presentation

The patient, a Russian woman, medical doctor
(ultrasonologist), was 54 years old when she presented for a
homeopathic consultation in June 2012. The diagnosis was
made in 2006 using an MRI, but she was not given any
medication or therapy.

Presenting Complaints

The patient had severe neurological complaints at the time of
homeopathic consultation, including pain, burning, and
tingling in the dorsum of hands; sharp pains in the first
metacarpophalangeal joints; and coldness of the hands. She
dropped things suddenly and could not feel how they fell out
of her hands. There was pain under the right scapula, in the
lumbar and sacral regions, and in her feet. She experienced
incontinence of urine when laughing or coughing and reported
a pulsating noise in the head.

Other Complaints

Other complaints include deep bleeding cracks in the patient’s
fingertips every winter; flushes of heat, disturbing her sleep;
dryness in the vagina; epigastric and umbilical region pain
with bloated feeling; and deep acne on the face.

History of Presenting Complaints

In 1995, the patient developed vertigo and pain in the hands.
She also developed tingling and burning in linear areas in the
upper arms, forearms, and dorsum of the hands. Pain in the
first her metacarpophalangeal joints increased so much that
sometimes she was unable to move the ultrasound probe. She
started dropping things suddenly with insensibility. An MRI
in 2006 led to the diagnosis of SM. The neurologist told her
to avoid activities such as lifting weights and abdominal
crunches, but no therapy/medication was given. She stopped

visiting a chiropractor. Follow-up MRIs were performed
occasionally.

Past Medical History

The patient suffered hepatitis at the age of three years, had
recurrent tonsillitis and occasional gastric pains in childhood,
and later developed recurrent tracheitis with high fevers,
which continued to occur at intervals at the time of
consultation. She was treated mostly with antibiotics for these
infections. At 20 years of age, a gastroscopy revealed no
gastritis but an increased motility of the stomach. At the age
of 46 years, she was treated with lithotripsy for left renal
colic. At 52, she had pneumonia and was given antibiotics.
She still suffered occasional flu with high fever. She had pain
in the sacral region since she was 34 years old and was
visiting a chiropractor for this issue. She had acne since

puberty.

Obstetrics and Gynecological History

The patient attained menarche at the age of 13 years. She had
two children without event. She underwent electrocoagulation
for erosion of cervix at the age of 22 years and laser treatment
for leukoplakia of cervix at 45 years. Since April 2011, she
had menopausal symptoms, and a cytological examination of
the vagina showed atrophy of the mucosa. She applied
estrogen cream as recommended by the gynecologist but
stopped doing it as she developed swelling in the breasts.

Family History

The patient’s father had hypertension and died from rupture
of abdominal aortic aneurism at the age of 82 years. Her
mother had brain stroke at the age of 65 years, hypertension
and vascular dementia. She died at the age of 76 years.

Diagnosis

The patient was diagnosed as having SM with Arnold-Chiari
malformation type 1 (ICD10: G95.0).1°

MRI: Cervical and Upper Thoracic Spine on
February 15, 2006 (Figure 1):

There is a hydromyelic cavity in the spinal cord extending
from the level of C3 to T1 vertebra. The maximum diameter
of the cavity is 5 mm. The spinal cord below this level has
normal diameter and structure. The vertebral body height is
normal, and there are no focal lesions.

There is straightening of cervical lordosis with formation
of pathological kyphosis. There is decreased intensity of
signal from the intervertebral discs of the cervical spine
(evidence of dehydration). There are dorsal central disc
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Figure 1. First MRI film in 2006 at Diagnosis of Syringomyelia.

protrusions, up to 3 mm in size, with mild intervertebral
foraminal narrowing at the levels of C4-C5 and C5-C6.
There is circumferential disc hernia (4 mm dorsally) with
signs of intervertebral foraminal narrowing on both sides
(mostly right) at the C6-C7 level.

There is descent of cerebellar tonsils below the foramen
magnum (an MRI of the brain is recommended).

Hydromyelia at the level of C3-T1. Osteochondrosis of
the cervical and upper thoracic spine. Disc hernia at C6—C7.

MRI: Brain and Intracranial Arteries on
March 15, 2006

Midline structures are not displaced. The size of the ventricles
is normal. There is mild asymmetry of the lateral ventricles
(Sinister > Dexter). There are no focal lesions in the brain.
Subarachnoid spaces are not widened. The size of the
hypophysis is normal. The stem structures are within normal
limits. The cerebellar tonsils extend 5 mm below the
Chamberlain line. The paranasal sinuses are filled with air.
MR angiography of the intracranial arteries did not show any
evidence of occlusion or aneurism of arteriovenous
malformations.

There are no focal lesions in the brain matter. A repeat
MRI in July 2008 showed progression of the discase.

MRI: Brain and Cervical Spine on July 22,
2008

The MRI of the brain shows a single, small (up to 3 mm)
hyperintense lesion in the white matter of the left frontal lobe
near the anterior horn of the lateral ventricle. A second small

lesion is at the border between cortex and white matter in the
left cerebellar hemisphere. No other space-occupying lesions
or sites of pathological MR-signal are identified. There is
widening of perivascular Virchow-Robin spaces. Midline
structures are not displaced. The ventricles are of normal
position, shape, and size. The lateral ventricles are
asymmetrical (Sinister > Dexter). The basal cisterns are
normal. The external subarachnoid space is uneven in width
along the convex surface of the cerebral hemisphere; it is
slightly dilated in the frontal-parietal areas and normal in
other areas. There is ectopia of cerebellar tonsils, not more
than 6 mm to the posterior parts of the foramen magnum. The
paranasal sinuses are filled with air.

MR angiography of the brain vessels shows no pathological
tortuosity, deformities, or dilatations of the arteries, and the
vessel lumens are homogenous.

Arnold-Chiari Malformation Type |.
Signs of Vascular Encephalopathy

MRI of the cervical spine showed that the syringomyelial
cyst found in previous investigations is now extending from
the level of C3 to the upper part of the T3 vertebral body. The
shape and structure of the cyst (consisting of several confluent
cysts with septa) are the same as a previous investigation on
December 5, 2006. The maximum diameter is up to 7 mm at
the level of the C7 vertebra. The contour of the cyst at the
border with the normal part of the spinal cord is “sharp” — a
variant of a cavity with low pressure. The haemangioma at
the posterior part of the C7 vertebra is the same in size and
shape. Signs of osteochondrosis at the level of C4-C7
vertebrae with maximal pathological changes (posterior disc
hernia) at the level of C6—C7 vertebrae.
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SM at the level of C3-T3 vertebrae. Osteochondrosis of the
cervical spine. Haemangioma of C7 vertebra.

Differential Diagnosis

SM may be confused with neuropathic disorders, such as
diabetic neuropathy, and other more common neurological
disorders, such as Guillain-Barré syndrome, amyotrophic
lateral sclerosis, and multiple sclerosis.!! The diagnosis was
confirmed on an MRI of the brain and spinal cord.

Homeopathic Consultation

The patient sought a homeopathic consultation on June 24,
2012. Her neurological symptoms had escalated to the list
mentioned earlier. She also had menopausal symptoms and
dermatitis. Homeopathic prescriptions consider the totality of
symptoms and not just those of SM. This extends to the
patient’s mental/emotional suffering. A detailed history
revealed that she suffered repeated events causing grief in the
past. She experienced tremendous fear that something bad
would happen to her family and they would die. She dreaded
phone calls anticipating bad news. She had sudden episodes
of fear, thinking she lost something, such as the keys to her
car. She checked and rechecked if she closed the doors and
the taps.

This specific kind of anxiety and memory loss, along with
the history of grief with the physical problems in the nervous
system, indicated the homeopathic remedy Causticum
hahnemanni (Figure 2).12

Prescription
Causticum 30 CH, One Dose

The rationale behind prescribing Causticum is that the
primary pathology in a patient requiring causticum is
prolonged grief, bringing down the immune system. A patient
in such a condition exhibits absentmindedness and
nervousness. Causticum also has this symptom of having
extreme intolerance to injustice from being sympathetic.
Further, the cracking of skin and coldness of hands are a part
of its proving. The symptom of involuntary urination on
coughing is a hallmark of causticum monograph.

Follow Up

After the remedy, pain in the patient’s hands with tingling and
burning sensations increased for a period of time (what is
termed “therapeutic aggravation” in homeopathy), but the
hands became warmer and she sometimes felt heat in her
hands. The flushes of heat increased for a period time. Her
energy level became better. Her mood improved, and her
anxiety diminished.

This case had a long follow up of eight years with
constant ups and downs. She received Causticum in different
potencies from time to time whenever the symptoms
worsened, with good effects most of the time. She also
received Causticum for acute episodes, such as trigeminal
neuralgia. Few other remedies were given when she had
acute inflammatory diseases, such as common cold, acute
otitis media, respiratory infection, and intestinal infection.
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Figure 2. Repertorisation of the Symptoms at Presentation to Homeopathy.
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She was given Mercurius solubilis, Arsenicum album,
Graphites, Eupatorium perfoliatum, and Gelsimium
sempervirens for these. The otitis did not respond to
Graphites, and she used antibiotic ear drops and steroids.
She experienced multiple traumas and fractures during these
eight years, despite there being no obvious deficits in her
balance, and was given Rhus toxicodendron, Ruta
graveolens, and Arnica montana as required. She also
received nonsteroidal anti-inflammatory drugs (NSAIDs)
for the traumas. There was once a severe pain in the sacral
region that extended to the hip, thigh, and knee. She was
then given meloxicam (NSAID) and injections of vitamins
B1, B6, and B12. These treatments given interspersed with
her main complaints relieved the incidental episodes.
However, the mainstay of her treatment was Causticum, and

it nearly always relieved her core symptoms. This is typical
in a chronic running case with classical homeopathic
treatment, that there may arise need for different remedies
during the acute diseases but they may need repetition of the
same remedy for chronic condition after such episodes for
the case to proceed in the right direction. The relapses were
progressively milder over the years until they significantly
improved at the last follow-up on October 8, 2020. The
patient’s report at the last follow-up is detailed further.

She stopped dropping things and the pain in her hands
reduced. She worked more freely. The tingling, burning, and
coldness in the hands were gone, and the deep cracks on the
fingers disappeared. The acne was less severe. The anxiety
about family was less intense. She did not recheck as frequently.
The paresthesia in the calves, which she had experienced since

Fig 3: MRI filr

for comparison from 2008 to 2020

N

Figure 3. MRI Films for Comparison From 2008 to 2020.

Table I. Changes in MRI From 2008 to 2020

Date MRI Brain MRI Spine
April 23, Small single areas of hyperintense MR-signal located =~ Marked improvement compared to the investigation on July
2015 in the subcortical parts of the white matter in 22, 2008—an absence of syringomyelia cysts. There is a

frontal-parietal areas and paraventricularly on both
sides.
The maximum diameter of the lesion is 2.7 mm. In

the subcortical area of the right cerebral hemisphere

against the dilated perivascular spaces, there are
several grouped cysts of different caliber with

homogenous content, up to 4 mm in size. There are

no perifocal changes around these lesions, and they
do not exert a mass effect on the adjacent brain
structures. There are no recent ischaemic changes
on the diffusion weighted images.

The lateral ventricles are asymmetrical, the left
lateral ventricle is slightly wider.

local dilatation of the central canal at the level of C2 and C3
vertebrae (up to |.6 mm in anteroposterior dimension, 6.7 mm
and |4 mm in length, respectively).

The vertebral body height is normal. The MR-signal from their
structure is altered because of the degenerative-dystrophic
changes with posterior marginal osteophytes.

There is a hyperintense MR-signal in the posterior part of C7
vertebra—a haemangioma of the same size and shape. There
are lesions with the same signal characteristics in the body

of the C6 vertebra (5x3 mm in size) and in the body of C4
vertebra (9x5 mm in size).

MR-signal from all the disks is reduced in T2-weighted images.
There is a reduction of disc height at the levels of C4-C7
vertebrae.

(Table 1 continued)
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(Table 1 continued)

Date MRI Brain MRI Spine
External subarachnoid space along the cerebral There is a narrowing of the right lateral recess with a
hemispheres is slightly dilated in the frontal-parietal ~ compression of the root because of the disc protrusion up to
areas and normal in the other areas. 3 mm and a posterior marginal osteophyte at the level of C6—
There is ectopia of cerebellar tonsils to the posterior C7 vertebrae.
parts of foramen magnum not more than 5 mm. There is an induration of ligamentum flavum at the level of
The nasal septum is deflected. C6-C7.
There is a moderate increase in the number of There is a scoliotic deviation in the longitudinal axis, the
lesions compared to the investigation on July 22, cervical lordosis is straightened.
2008. The thoracic kyphotic curve is increased.
There is a mild wedge-shape deformity of the T7 vertebra.
Conclusion: The MR-signal from their structure is altered because of
MRI picture of Arnold-Chiari malformation type I. dehydration.
Signs of vascular encephalopathy.
Conclusion:
A disturbance of statics of the cervical and thoracic spine.
Osteochondrosis and spondylosis of the spine with the
biggest changes at the level of C6—C7 vertebral segment (with
right paramedian disc protrusion and root compression).
Hydromyelia at the levels of C2 and C3 vertebrae.
There is a marked improvement compared to the investigation
on July 22, 2008—the previously visualized syringomyelia cysts
at the level of C3—T3 vertebrae are absent.
October 31, The quantity and size of lesions in the subcortical Persisting dilatation of the central canal at the level of C2 and
2017 and periventricular white matter of the frontal- C3 vertebrae. The length of the dilated part is the same at

parietal areas are the same as the investigation on
April 23, 2015.

There remains a widening of perivascular Virchow-
Robin spaces with a visualization of a cystic dilatation
up to 4 mm at the right side.

The lateral ventricles remain asymmetrical, the left
lateral ventricle is slightly wider.

External subarachnoid space along the convex
surface of the cerebral hemispheres is uneven in
width—it is slightly dilated in the frontal-parietal
areas and normal in other areas. There is an ectopia
of cerebellar tonsils to the posterior parts of
foramen magnum not more than 5 mm as before.
Conclusion:

MRI picture of Arnold-Chiari malformation type I.
Signs of microangiopathy with no negative changes
compared to the investigation on April 23, 2015.

the level of C2 vertebra (6.7 mm) and is less at the level of
C3 vertebra at 6.2 mm (compared to |4 mm at the previous
investigation).

The haemangioma in the right part of C4 vertebra is 8x5 mm
in size, and the haemangioma in the posterior-right part of C7
vertebra is 10x7 mm in size, which is not enlarged compared
to the previous investigation, and there is a small lesion in the
C6 vertebra.

Signs of osteochondrosis at the level of C4-C7 vertebrae with
the biggest changes at the level of C6—C7 vertebrae.

Uneven disc bulging at the posterior semicircle with a
maximum right paramedian bulging up to 3 mm and a
narrowing of right intervertebral foramen.

Pronounced thoracic kyphotic curve. There is a mild scoliotic
deviation in the longitudinal axis. The vertebral body height

is normal. The MR-signal from the vertebral bodies is altered
because of the degenerative changes. MR-signal from the disks
is reduced because of the dehydration. There are no dorsal
disc protrusions.

Investigation in the myelography mode showed a dilatation of
root pouches at the level of T6—T12 vertebrae.

Conclusion:

Osteochondrosis of the cervical and thoracic spine with the
biggest changes at the level of C6—C7 vertebral segment
(posterior right paramedian disc protrusion). Hydromyelia at
the level of C2 and C3 vertebrae. Haemangiomas in C4, C6,
and C7 vertebral bodies. A disturbance of statics of the spine.
There are no negative changes compared to the investigation
on April 23, 2015.

(Table 1 continued)



176

Annals of Neurosciences 28(3-4)

(Table 1 continued)

Date MRI Brain MRI Spine
March 25, Not performed At the level of C2 vertebra, the central canal of the spinal
2020 cord is visualized up to | mm in width at the length of 6 mm.

The central canal in all other parts of the cervical and thoracic
region is not dilated. There are no cysts in the spinal cord.
The vertebral body height is normal. The vertebral body
contours are deformed because of the osteophytes (the
anterior marginal osteophytes in the middle thoracic spine are
most prominent). The intensity of signal from the vertebral
bodies is heterogenous because of the degenerative changes
in the marrow. There are areas of accumulation of fatty

tissue (hypointense in the STIR mode) in the C4, C7, and T6
vertebral bodies.

There is a decreased intensity of signal from the intervertebral
discs of the cervical and thoracic spine in because of
dehydration.

There are dorsal disc protrusions on a wide base at the levels
of C6-C7 (3.5 mm), C4-C5, C5-C6 (up to 3 mm), causing
moderate intervertebral foraminal narrowing. There is a
moderate hypertrophy of the ligament flava at the level of C6—
C7, leading to deformity of the dural sac in the dorsal part.

Conclusion:

There are no focal lesions, cysts, or any significant widening
of the central canal of the spinal cord. Osteochondrosis or
spondyloarthrosis of the cervical and thoracic spine.

Note: The bold text indicates significant change.

May 2019, had decreased for several days after the last
remedy, but relapsed after one week. The dryness in the eyes
that had appeared occasionally since March 2014 persisted.
The flushes of heat persisted. Sleep remained poor, waking
three to four times during the night, but she fell asleep easier.

Her acute inflammatory conditions over the years became
milder than before her starting homeopathy.

When asked to repeat the brain MRI for final analysis, the
patient refused because she was severely affected by the
procedure and, in her own words, “I am healthy, young and
beautiful and I will never ever have to do MRI again.”

The changes in the MRI are presented in Figure 3 and
Table 1. Notably, the syrinx cavity increased in size from
200610 2008, regressed progressively after the commencement
of homeopathic treatment, with a complete obliteration of the
cavity in the latest MRI of March 2020.

Discussion

In this case of SM with CM type 1, classical individualized
homeopathy was beneficial—as appreciated on the MRI—
and complete resolution of the syrinx was evident. The
clinical signs and symptoms of SM improved along with the
crippling anxiety that she suffered. There was also remarkable
improvement in her memory, dermatitis, and acne. The
frequent infections with high fever also became milder after
the treatment. The causality score on modified Naranjo

criteria for assessing causal attribution of clinical outcome to
homeopathic intervention was 12 (Table 2).

The Levels of Health theory!? explains that a patient born
with a higher “level of health” generally has a good prognosis
despite dire diagnoses. This theory provides tangible methods
to categorize a patient’s level of health. Despite having a
chronic neurological condition, our patient generated high
fevers during acute episodes, an indication that she was of
higher health level and good prognosis. Accordingly, deep
positive changes were appreciated in the follow-ups, and she
proceeded in the right direction according to homeopathic
laws (Figure 4). She proceeded from a deeper pathology
involving the spinal cord (nervous system) to a predominantly
vertebral pathology (musculoskeletal system), namely, from
SM to spondyloarthrosis. While this may still continue to
disturb the patient and require treatment, the limitation is
much more superficial. This effect was demonstrated in other
cases with serious pathology, with concomitant ability to
induce high fever during acute infections.'* However, such
response may not be expected in all cases.

The homeopathic remedy Causticum hahnemanni is
indicated in deep neurological conditions, anxiety, depression,
and memory issues.'”? Classical homeopathy previously
exhibited clinical effects in deep pathologies,'# but the effects
of Causticum are limited in the published literature.

The limitation here was the inability to demonstrate any
pharmacological effect of the remedy because homeopathy
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Table 2. Modified Naranjo Criteria for Assessing Causal Attribution of Clinical Outcome to Homeopathic Intervention

Criteria Y N Not Sure/NA Case

|. Was there an improvement in the main symptom or condition for which the homeopathic 2 -1 0 2
medicine was prescribed?

2. Did the clinical improvement occur within a plausible time frame relative to the drug intake? I -2 0 |

3. Was there an initial aggravation of symptoms? I 0 0 |

4. Did the effect encompass more than the main symptom or condition, that is, were other I 0 0 |
symptoms ultimately improved or changed?

5. Did the overall well-being improve? I 0 0 |

6 (A) Direction of cure: did some symptoms improve in the opposite order of the development I 0 0 0
of symptoms of the disease?

6 (B) Direction of cure: Did at least two of the following aspects apply to the order of I 0 0 |

improvement of symptoms: from organs of more importance to those of less importance, from
deeper to more superficial aspects of the individual, and from the top downwards

7. Did “old symptoms” (defined as nonseasonal and noncyclical symptoms that were previously I 0 0 |
thought to have resolved) reappear temporarily during the course of the improvement?
8. Are there alternate causes (other than the medicine) that with a high probability could have -3 | 0 |

caused the improvement? (consider known course of disease, other forms of treatment, and
other clinically relevant interventions)

9. Was the health improvement confirmed by any objective evidence! (in this case MRI) 2 0 0 2
10. Did repeat dosing, if conducted, create similar clinical improvement? I 0 0 |
Total 12

Note: The causality score is high for the treatment in this case, implying that the effects were indeed attributable to homeopathic treatment

2006: Initial finding:

Syringomyelia: Hydromyelia at the level of C3-T1.

Diameter of the cavity is 5 mm »
Spondyloarthrosis/Osteochondrosis: of the cervical
and upper thoracic spine,

Disc hernia: at C6-C7

2008: Progress of disease

Syringomyelia: Amold-Chiari malformation type 1. Maximum diameter is up to 7 mm at
the level of the C7 vertebra; syringomyelia at the level of C3-T3 vertebrae.

Vascular encephaloparhy: single, small (up to 3 mm) hyperintense lesion in the white
matter of the left frontal lobe near the anterior horn of the lateral ventricle. The second
small lesion is at the border between cortex and white matter in the left cerebellar
hemisphere

SpondyloarthrosisiOsteochondrosis of the cervical spine.

Haemangioma of C7 vertebra.

Escalation of neurological condition

Homeopathic treatment began in 2012

We see that there is a steady shift from
predominantly logical to p ly
musculoskeletal pathology in the patient’s
MRI. This is in keeping with the direction of

cure as is necessary according to 2015: Improvement in neurological condition but persistence of musculoskeletal
homeopathic principles problems

Syringomyelia: Marked improvement compared to the investigation on 22 July 2008 -

absence of syringomyelia cysts. local dilatation of the central canal at the level of C2 and

C3 vertebrae {up to 1.6 mm in anteroposterior dimension, 6.7 mm and 14 mm in length,

1

respectively
SpondyloarthrosisiOsteochondrosis of the spine with the biggest changes at the level of
C6-C7 vertebral segment (with right f dian disc p ion and root pression)

Hemangioma of C7 vertebra persists

2020: Resolution of neurological disease with

further increase in musculoskeletal issues
Syringomyelia: At the level of C2 vertebra, the
central canal of the spinal cord is visualized up to 1
mm in width at the length of 6 mm. There are no
cysts in the spinal cord.
Spondyloarthrosis/Osteochondrosis: dorsal dise
protrusions on a wide base at the levels of C6-7 (3.5
mm), C4-5, C5-6 (up to 3 mm), causing moderate
intervertebral foraminal narrowing

Hemangioma: not mentioned

F 3

2017: Further improvement in neurological complaints with slight worsening of
musculoskeletal issues

Syringomyelia: dilatation of the central canal at the level of C2 and C3 vertebrae. The
length of the dilated part is the same at the level of C2 vertebra (6.7 mm) and is less at
the level of C3 vertebra — 6.2 mm (compared to 14 mm at the previous investigation)
Spondyloarthrosis/Osteochondrosis of the cervical and thoracic spine with the biggest
changes at the level of C6-CT bral segment (] for right dian disc
protrusion),

Hemangioma: in C4, C6 and C7 vertebral bodies.

Figure 4. Direction of Cure as Seen in the MRI Reports.
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does not act on the matter but on the energy fields of the
organism,'’ aperspective not yetexperimentally demonstrated.
There is also a remote possibility of auto resolution, as seen
in rare cases of SM with CM,® which was unlikely because
our case was on a progressive pathological path at the time of
homeopathic consultation.

Conclusion

This case of SM with Arnold-Chiari malformation type I
benefited from individualized classical homeopathy, as seen
on MRI reports and appreciated in clinical signs and
symptoms. There is a need to scientifically investigate the
individualized approach to SM cases.
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