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Introduction

Lymphangiomas, or cystic hygromas, are a heterogeneous
group of benign congenital cystic malformations of the lym-
phatic vessels. Around 50% develop in the head and neck
region [1,2]. Surgical removal is the commonest treatment;
alternatives are needle aspiration, injection of sclerosing
agents, and observation [1-3]. Needle aspiration is consid-
ered a non-definitive decompressive measure [1-4]. Scle-
rosing agents used include steroids, alcohol, bleomycin sul-
phate, tetracyclines, and more recently OK-432, prepared
from a low-virulence strain of Streptococcus pyogenes. OK-
432 seems particularly promising and is often used in pa-
tients at high risk of post-surgical recurrence [5].

Spontaneous regression (partial or complete) of cystic hy-
gromas is not uncommon and modern management policy
tends to be conservative, being limited to periodic Ultrasonic
(US) check-ups, with surgery reserved for progressive le-
sions [1,3].

We present the case of a young girl with congenital cystic hy-
groma of the neck, initially 4 cm in maximum diameter. After
a series of severe episodes of beta-haemolytic streptococcal
tonsillitis, all treated with clarithromycin, the child was hos-
pitalized with superinfection of the hygroma. Intramuscular
ceftriaxone resolved the symptoms in 10 days, but the hy-
groma was then 8 cm in diameter. Four months later, after
US revealed the lesion had stabilized at 4 cm, we commenced
a four-month course of homeopathic treatment consisting
of Lymphomyosot and Echinacea Compositum. During this
treatment the hygroma reduced in size progressively and
three months after its initiation had disappeared clinically
and was barely perceptible on US. Nine months later US
showed complete resolution of the hygroma.

Case Report

The girl, now 23 years old, second child of a 34-year-old
mother, was born normally in May 1996, weight 3.8 kg, Ap-
gar index 10/10. She was breast fed exclusively to 10 months

and continued to receive her mother’s milk up to 24 months.
At six months the mother noticed a protrusion at the base of
the neck on the left side, bringing it to the attention of a pe-
diatrician when the child was 18 months. A soft tumefaction
of doughy consistency with indistinct boundaries was found,
which after US examination was diagnosed as cystic hygroma
4 cm in diameter (Figure 1). Periodic check-ups were pre-
scribed. A detailed chronology of all subsequent treatments
and events is given in Table 1.

Figure 1. First ultrasonogram taken in November 1997 resulting
in diagnosis of the hygroma. The large cystic lesion is evident at the
base of the neck on the left, with anechogenic center, and moderately
thickened walls. Maximum diameter 4 cm. Arrows: hygroma, V: Blood
vessels.

Briefly, she had varicella at 30 months followed by several
severe bouts of tonsillitis, usually with pharyngeal swab
positive for group A beta-haemolytic streptococcus, treated
successfully with clarithromycin. Figure 2 shows a control
US at age 46 months with cystic hygroma diameter 4 cm and
presence of three adjacent lymph nodes. The patient was
hospitalized in October 2000 (age 53 months) for severe su-
perinfection of the cystic hygroma, which had increased to
10 cm. Ceftriaxone resolved the symptoms in 10 days, but
the hygroma was 8-10 cm in diameter (Figure 3). During
this time, she was transferred to pediatric surgery for fur-
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Table 1. Detailed chronology of events and treatments up to complete resolution of congenital cystic hygroma in child
born May 1996.

Age Date Event

6 months Jan 1997 Protrusion at the base of the neck on left side.

18 months Jan 1998 US: cystic hygroma 4 cm diagnosed.

30 months Dec 1998 Varicella treated with topical acyclovir, resolved in 15 days.

Tonsillitis. Pharyngeal swab positive for beta-haemolytic streptococcus (BHS) accompanied by

33 months Mar 1999 left knee inflammation, treated with clarithromycin for 7 days after swab found positive.

45 months Feb 2000 Another episode BHS tonsillitis. Clarithromycin given for 7 after positive swab.

46 months Mar 2000 US: cyst}c hygroma 4 cm diameter, echogenically inhomogeneous, three lymph nodes
noted (Figure 2).

52 months Sept 2000 Anqther eplsf)de of tonsillitis BHS. (tonsils violaceus and engorged), was treated with
clarithromycin for seven days starting from when swab was found positive.
Hospitalized for severe superinfection of cystic hygroma (10 cm diam.). Intramuscular

53 months Oct 2000 ceftriaxone resolved the symptoms in 10 days, but the hygroma was 8-10 cm (Figure 3).

54 months Nov 2009 High-temperature tonsillitis, swab positive (BHS), treated with clarithromycin.

55 months Dec 2000 Hygroma had reduced to 4 cm. Bout of radiologically confirmed pneumonia, resolved

rapidly with antibiotics.

56 months Jan 2001 US: hygroma had stabilized at 4 cm (Figure 4).

Period of homeopathic treatment. Hygroma reduced in size progressively. Barely
evident end of February. No longer clinically perceptible in March. Between February
and May three bouts of mild tonsillitis (sore throat, listlessness, tonsillar reddening, no

57-60 months 11;?: 2?? OO 01 1_ plaques) with slight temperature (37.2°C) lasting 1 day. Clarithromycin given for 7 days
Y after swab positive BHS (after symptoms had resolved).
US in May (Figure 5) showed resolution of cystic component, with residual hypere-
chogenicity and increased thickness of subcutaneous tissue. Three lymph nodes visible.
61 months Jun 2001 Bronchitis, resolved without antibiotics.
Another episode of BHS tonsillitis with violaceous, engorged, plaque-covered tonsils,
65 months Oct 2001 temp. 39.5°C, treated with clarithromycin for 7 days.
66 months Nov 2001 US (Figure 6).showed complete regression of hygroma: area of former lesion com-
pletely normalized; subcutaneous thickening no longer present.
May 2006 Latest check-up. The girl was well, no recurrence of hygroma.

Figure 3. Ultrasonogram taken in November 2001 during acute
inflammation phase. Maximum hygroma diameter over 8 cm. Note
the multi-chambered, mainly liquid anechogenic structure, the
coarse hypo-hyper-echogenic organization and presence of nu-
merous small adenopathies. Arrows: hygroma: X: lymph nodes.

Figure 2. First check-up ultrasonogram in March 2000. The lesion
wall has thickened compared to the first examination, and the
contents are echogenically non-homogeneous. Maximum diam-
eter 4 cm. Three lymph nodes are visible. Arrows: Hygroma: X:
Lymph nodes.
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ther evaluation. Surgery was programmed for March 2001.
On discharge she was well but the hygroma was 8 cm. Clini-
cal and US check-ups were prescribed. The hygroma had
reduced to 4 cm by December 2000 and had stabilized at
4 cm in January 2001. After informed consent (parents) ho-
meopathic treatment was initiated in February consisting of
Lymphomyosot phial (1.1 ml) and Echinacea Compositum S.
phial (2.2 ml). The two phials were combined for daily oral
administration in three parts, 15 minutes before meals. This
treatment continued for four weeks, followed by the same
treatment on alternate days for a further two months, and
then with two phials twice a week for another month. The
treatment concluded at the end of May 2001 after 64 phials
of each preparation had been given. Detailed information on

Table 2. Echinacea Compositum composition, indications
and contraindications [15].

Composition: A 2.2 ml phial contains: Echinacea angustifolia
D3, Aconitum D3, Sanguinaria D4, Sulfur D8, Baptisia D4,
Lachesis D10, Bryonia D6, Eupatorium perfoliatum D6, Pul-
satilla D8, Hydrargyrum bichloratum D8, Thuja D8, Grippe
Nosode D13, Phosphorus D8, Cortisonacetat D13, Streptococ-
cinum D18, Staphylococcinum D18, Phytolacca D6, Pyroge-
nium D198, Zincum metallicum D10, Gelsenium D6, Hepar
sulfuris D 10, Rhus toxicodendron D4, Arnica D4, Acidum
arsenicosum D8, Argentum nitricum D8, Euphorbium D6; 22
1 of each.

Contraindications: Hypersensitivity to Anacardiacae.

Indications: Stimulation of immune system in cases of fever,
infection, tonsillitis, pustules, boils, abscesses, gastroenteritis,
enterocolitis, cystitis, pyelitis, colpitis, fluor albus, adnexitis,
glomerulonephritis, suppuration, fistula, otitis media, osteo-
myelitis, chronic cerebral abscess, meningitis, anthrax, mono-
nucleosis, dermatitis and mastitis.

Table 3. Lymphomyosot: Composition, indications,
contraindications and side effects [15].

Composition: A 2.2 ml phial contains: Myosotys arvensis
D3, Veronica D3, Teucrium scorodia D3, Pinus silvestris D4,
Gentiana lutea D5, Equisetum hiemale D4, Sarsaparilla D6,
Scrophularia nodosa D3, Juglans D3, Calcium phosphoricum
D12, Natrium sulfuricum D4, Fumaria officinalis D4, Thyrox-
in D12, Aranea diadema D6 all at 0.55

1 Geranium robertianum D4, Nasturtium aquaticum D4, Fer-
rum jodatum D12 all at 1.1

1

Indications: Lymphatic conditions and gland enlargement in-
cluding tonsillar hypertrophy, chronic tonsillar angina.

Contraindications: Thyroid conditions.

Side effects: May modify thyroid function: Monitor T3, T4,
and TSH before during treatment, in patients with a known
thyroid condition. May cause transitory lymph node hyper-
plasia, particularly of inguinal nodes, regresses after cessation
of treatment. May cause tachycardia or palpitations; if these
occur following administration it may be prudent to stop the
treatment.

these preparations is given in Tables 2 and 3.

Following the initiation of this treatment the hygroma re-
duced progressively in size. At the end of March, it was bare-
ly evident and in April was no longer clinically perceptible.
US in May revealed that the liquid component of the lesion
had resolved completely to be replaced by a modest subcu-
taneous thickening; three moderately enlarged lymph nodes
persisted (Figure 5). Ultrasound 10 months later (November
2001) revealed complete resolution of the hygroma (Figure
6): the area of the former lesion had completely normalized
and the subcutaneous thickening was no longer present,
two lymph nodes were still present. No undesirable effects

oOLLD " sl

Figure 4. Ultrasonogram in January 2001, four months after hygro-
ma infection. The lesion has returned to its original size, maximum
diameter 4 cm. Three lymph nodes are visible. Arrows: hygroma;
X: lymph nodes.

coLLD SX

Figure 5. Ultrasonogram May 2001 at conclusion of homeopathic
treatment. Note resolution of the cystic component, residual hy-
perechogenicity, and increased thickness of subcutaneous tissue.
Three lymph nodes are clearly visible. X: lymph nodes.

attributable to the homeopathic medications were reported
or observed.

In February 2001 while receiving the homeopathic treat-
ment, the child developed mild tonsillitis (sore throat, list-
lessness, tonsillar reddening but no plaques) with slight
temperature (37.2°C) lasting one day; a swab was positive
for beta-haemolytic streptococcus. Clarithromycin was giv-

Volume - 1 Issue - 1

Citation: Laffranchi A, Modonesi C. (2019) Complete Regression of Cystic Hygroma: Spontaneous or Due to Complex Homeopathic Treatment?. . Page 3 of 5 -
OSP J Case Rep 1: JCR-1-103 g



OSP J Case Rep

Copyright © Laffranchi A

Figure 6. Ultrasonogram November 2001. The area where the le-
sion had been is has completely normalized. Even the subcutane-
ous thickening evident in Fig. 5 has disappeared. Two lymph nodes
(L) are visible. G: Jugular vein; C/CAR: Carotid artery.

en for seven days starting from the positive swab result ob-
tained after the symptoms had resolved.

Between March and May 2001 there were two further bouts
of tonsillitis; both lasted one day during which the child was
listless with sore throat, temperature (37.2°C), and red-
dened tonsils without plaques. In both cases a swab was
positive, prompting seven-day courses of antibiotics, in each
case initiated after the symptoms had resolved.

In June 2001, after the homeopathic treatment had con-
cluded, the child had bronchitis which resolved without
antibiotics. In October 2001 there was another episode of
beta-haemolytic streptococcus tonsillitis, with reddened
plaque-covered tonsils and high temperature (39.5°C). In
December she contracted an intestinal virus infection with
nausea, diarrhoea and temperature (37.2°C) which resolved
spontaneously in a week.

Discussion

The patient-led explosion in the popularity of homeopathic
treatments [6], has pushed scientists and physicians into
studying them seriously [7-9]. It has been proposed that ho-
meopathic preparations act by two mechanisms: biochemi-
cal at low and medium dilutions (up to D9) [10], and by
some electromagnetic effect at high dilutions [10-12].

Published studies on the homeopathic use of arnica (a com-
ponent of the treatment given to our patient) clearly show
it has an anti-inflammatory effect [13] and can help prevent
post-surgical complications [14]. A homeopathic prepara-
tion containing arnica was also significantly more effective
than placebo in reducing the severity and incidence of che-
motherapy-induced stomatitis [15]. Finally, a recent critical
review of post 1994 clinical studies that used homeopathic
preparations to treat acute upper respiratory tract infec-
tions and their complications [16], concluded there was at
least equivalence between homeopathic and conventional
treatment for uncomplicated upper respiratory tract infec-
tions, with fewer adverse events.

Linde et al. [9], identified 186 clinical studies employing
homeopathic medicines and performed a meta-analysis on
89; they concluded that the results of these studies were

not compatible with the hypothesis that the clinical effects
of homoeopathy were completely due to placebo; however,
they found insufficient evidence that homoeopathy was
clearly efficacious for any single clinical condition and urged
that further rigorous and systematic research be conducted.

In our patient (Table 1) pharyngeal swabs for beta-haemo-
lytic streptococcus were negative after the clarithromycin
given in September 2000 for tonsillitis Fifteen days later
severe hygromal inflammation developed (Figure 3), with
pharyngeal swabs still negative for streptococcus. This in-
fection responded promptly to ceftriaxone, suggesting a
Gram-positive organism, probably staphylococcus which
commonly causes superinfections of this type.

We wish to emphasize:

We used clarithromycin against all tonsillitis episodes
before homeopathic treatment, but there was never any
change in size of the hygroma. We therefore conclude that
the clarithromycin used for the tonsillitis episodes during
homeopathic treatment had no effect on the hygroma.

Although the hygroma reduced in size (from 10 cm to 4 cm)
after the resolution of the infection (Figures 3 and 4), it re-
mained stable at 4 cm until the initiation of homeopathic
treatment.

The regression progressed rapidly during the course of this
treatment; no other treatments for the hygroma were given.

The three bouts of beta-haemolytic streptococcus-positive
tonsillitis during the homeopathic treatment were mild
and brief, while the bouts before and after the homeopathy
course were severe.

The complex homeopathic treatment lasted four months
during which no adverse effects attributable to the treat-
ment were observed. In particular, the patient did not com-
plain of hyper-salivation, which has been reported with the
use of lymphomyosot and echinacea compositum together.

The combination of these events strongly suggests that the
homeopathic treatment had a causal role in triggering the
regression which was almost complete at the end of the
treatment. However, we cannot exclude that hygroma may
have regressed without the homeopathic treatment.

We chose the complex homeopathic preparations in the
present case based on our experience with their use in 11
consecutive children age 4-6 years (treated 1997-2002)
with recurrent severe bouts of tonsillitis not responsive
to antibiotics. All these children were treated successfully
while on the waiting list for tonsillectomy or adenoidec-
tomy. None eventually underwent tonsillectomy as subse-
quent episodes of tonsillitis, again treated homeopathically,
were mild.

A further basis for the use of these preparations are indi-
cations as stated by the pharmaceutical company [17, 18].
Echinacea Compositum is indicated to stimulate the defence
system in cases of fever, infection, tonsillitis, etc. Lympho-
myosot is indicated for lymphatic conditions and gland en-
largement including tonsillar hypertrophy, and chronic ton-
sillar angina.
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Our intent in initiating homeopathic treatment in the child
was to reduce the chance of recurrence of the superinfec-
tion, while awaiting surgery. The clinical response was bet-
ter than we expected and surgery was no longer required. At
latest check-up in May 2006 the hygroma had not recurred.

The mechanisms of action of homeopathic products are not
well understood. The mode of regression of the lesion in our
patient induces us to propose involvement of the immune
system, which may have been stimulated by the prepara-
tions given, helping to clear up the infection and triggering
regression of a condition that has a known tendency to re-
gress.

We wish also to emphasize the ease of administration, lack
of side effects and contained cost of the homeopathic medi-
cations we prescribed, suggesting they should be tried in
other cases of cystic hygroma, and also in a systematic study
on their effectiveness as an adjunct to conventional treat-
ments for bacterial tonsillitis.

From 2006 to September 2019, the patient had been fol-
lowed by our medical staff. During that time hygroma recur-
rence was not observed. And severe episodes of tonsillitis
due to beta-haemolytic streptococcus have been absent.

To conclude, thanks to the encouraging findings of this case
report, in subsequent years we have administered the same
treatment to about twenty patients with lymphangioma, ob-
taining reductions in the use of sclerosing applications and
surgery and in some cases complete remissions.
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