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Revisiting a historical phenomenon: Myodil 
droplets in the subarachnoid space
Myodil  (iodophenylundecylic acid, a fatty acid) is an oil‑based 
positive contrast media that has been widely used in 
myelography, ventriculography, and cisternography.[1] 
However, the use of oil‑based contrast agents has been stopped 
long ago because of the potentially severe complications arising 
from their usage, including arachnoiditis and anaphylaxis. 
Thus, images of remnant material of intradural oil‑based 
contrast are rarely encountered nowadays. We present a 
patient in whom incidentally detected myodil remnants 
were seen on computed tomography (CT). Additionally, we 
obtained and present the follow‑up CT and magnetic resonance 
images (MRI) of this patient.

A 73‑year old female patient suffering from abdominal pain 
presented to the emergency department. She had been recently 
diagnosed with non‑Hodgkin lymphoma. Erect abdominal 
radiographic examination was carried out in order to rule 
out pneumoperitoneum or ileus. Numerous high‑density 
droplets, superimposing on thoracic and lumbar vertebrae, 
were noted. A detailed physical examination and blood/urine 
studies revealed that she was having a urinary tract infection. 
For further investigation of the unusual densities seen on the 
radiographic images, a thoracolumbar vertebral CT examination 
was performed. This scan demonstrated numerous high‑density 
droplets within the thoracic and lumbar subarachnoid space 
apart from the findings of a previous surgery performed at 
the L4‑5 level  [Figure 1 a and b]. Upon further questioning 
of the patient, we were informed that she had been operated 
upon for a lumbar disc herniation 30  years ago and she 
barely recalled having an imaging procedure, presumably a 
myelography. The patient was discharged after the effective 
treatment of the ongoing urinary tract infection. She came 
back 6 months later with left‑sided flank pain, and abdominal 
CT examination was performed to rule out a kidney stone. 
No change in the high‑density droplets within the thoracic 

and lumbar subarachnoid space was detected. Dorso‑lumbar 
MRI was performed for further evaluation of these lesions. 
They were barely visible on MRI and appeared hyperintense 
on T1‑weighted  (T1‑W)  [Figure 2a] and and hypointense on 
T2‑weighted (T2‑W) [Figure 2b] images, respectively.

Myodil  (formerly manufactured by Glaxo Laboratories  (London, 
UK); also known as pantopaque in the USA) remained a widely 
used substance in myelography, ventriculography, and 
cisternography as an oil‑based positive contrast media, until the 
late 1980s.[1] The need for myelography decreased considerably 
in modern radiological practice and the usage and production 
of myodil was terminated in 1988. The side effects of myodil 
such as arachnoidal adhesions and cyst formation causing spinal 
cord syringomelia, compression, or nerve root irritation have 
been reported extensively.[2,3] Currently, there are still action 
groups worldwide that help and support victims suffering from 
myodil‑related complications. Myodil can remain in the thecal 
sac for years after a procedure due to its slow absorption rate 
and a long half‑life.[3] It usually appears as intradural droplets 
similar to a string of pearls. It can be detected easily with 
radiographs and CT scans as radiopaque droplets throughout 
the spinal canal and even in the intracranial compartment. 
The diagnosis of intradural oil‑based contrast agent droplets 
on magnetic resonance imaging may be challenging for young 
radiologists and neurosurgeons who have not been exposed to 
this entity before. The MRI findings of remnants of an intradural 
oil‑based contrast agent have been previously reported by Oo 
et al.[4] Fat and fat‑like structures show high‑signal intensity on 
T1‑weighted  (W) imaging and low‑signal intensity on T2‑W 
imaging, according to the basic principles of MRI. Myodil 
has a short T1 and T2 relaxation time and can mimic fat or 
hemorrhage. Typically, myodil appears hyperintense on T1‑W 
images; and, iso‑to‑hypointense lesions have been described 

Figure 2: Sagittal T1‑W (a) image reveals hyperintense areas (arrows) within 
the lumbar subarachnoid space. On sagittal T2‑W image (b) these areas appear 

hypointense (arrows)
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Figure 1: Thoracoabdominal CT examination with sagittal (a) and 
coronal (b) images reveal numerous high‑density droplets within the thoracic and 

lumbar subarachnoid space
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on T2‑W MRI studies, depending on the repetition and echo 
times.[5] Therefore, a lipoma, hemangioma or hemorrhage 
should be considered in the differential diagnosis of residual 
myodil on MRI. An intradural oil‑based contrast agent 
mimicking a spinal lipoma on MR images has been reported 
by Suojanen et al., in 1988.[6] Radiologists and neurosurgeons 
should be aware of this entity when atypical images as seen in 
our case are encountered in their clinical practice.
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Multiple cranial nerve enhancement as a rare 
presentation of secondary brain lymphoma
Central nervous system (CNS) involvement can be an isolated 
recurrence or as a part of the progressive systemic disease 
in secondary CNS lymphoma (SCNSL). SCNL is typically a 
non‑Hodgkin’s type of lymphoma, and unlike primary CNS 
lymphoma, more commonly involves the leptomeninges.
[1] In this report, we present the rare case of secondary CNS 
involvement from thyroid lymphoma in the form of multiple 
cranial nerve involvement.

A 26‑year old lady presented to the emergency department with 
acute onset of right facial weakness, blurred vision, dysphagia 
and bilateral ptosis. She had noticed a gradually enlarging 
neck mass and upper limb weakness for the past five months.

On the initial examination, she was pale with a huge anterior 
neck mass. Neurologic examination demonstrated bilateral 
ptosis, sluggish response of the pupils to light, right facial 
paralysis, and paralysis of multiple extra‑ocular muscles. The 
gag reflex was also impaired. There were no signs of meningeal 
irritation.

Cervical magnetic resonance imaging  (MRI) examination 
revealed a huge thyroid mass and an epidural mass in the 
cervical spinal canal with cord compression  [Figure  1]. On 
brain MRI examination, homogenous enhancement of multiple 
hypertrophic cranial nerves was noted [Figure 2]. Cytological 
examination of the cerebrospinal fluid  (CSF) revealed 
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