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Figure. (A) Brain computed tomography presents a capsuled hypodensity mass and T1-weighted image shows heterogenous intensities nodules in
right Meckel’s cave (arrows). (B) Midsagittal T1-weighted image reveals scattered high singal intensity lesions throughout the subarachnoid space
(arrows). (C) T1 weighted image shows high signal intensity nodules of supratentorium (arrow). (D) Axial fluid-attenuated inversion recovery
image reveals high signal intensity lesions that contains fatty acids (arrows). (E) Susceptibility-weighted image presents low signal intensity
showing blooming artifact (arrows).
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