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Regular Review

Computed tomography of the body: when should
it be used?

JANET E HUSBAND, STEPHEN J GOLDING

Though whole-body computed tomography was introduced
over five years ago, relatively few scanners have been installed
in Britain, so that clinicians have had limited access to the
technique. Even in the early days of computed tomography,
however, the technique seemed likely to make a major impact
on the management of patients with cancer, and as a result
funds have been raised throughout the country to provide
scanning facilities in district general hospitals as well as in
specialised centres.
The technique has been readily accepted by clinicians,

largely because the images are easily understood, which helps
considerably when decisions on management have to be
made. The cost of installing and maintaining computed
tomography units, however, remains high; and at a time of
financial restraints they need to be used to best advantage.
Patients should be scanned only when the clinical problem is
unlikely to be resolved quickly by simpler and less costly
forms of imaging.
The past two or three years have seen major advances in

scanner technology, which have increased the scope of
computed tomography and made' it more widely applicable.
The technique is particularly valuable where a mass distorts
the contour of organs-for example, a pancreatic tumour-
or a lesion has a density different from that of the surrounding

tissue-for example, a metastasis in the liver. Computed
tomography distinguishes soft tissues from cysts or fat; but
in general soft-tissue masses have similar appearances, so
that distinguishing an inflammatory mass from a malignant
process may be impossible. Scans should be interpreted,
however, in the light of the clinical findings, and a definitive
diagnosis is possible in most patients. Percutaneous biopsy
guided by computed tomography is a reliable method of
obtaining histological confirmation when necessary.1

In view of the many possible uses of the technique, in
this review we consider the indications according to
clinical specialties, but the disciplines overlap and we can
outline only the main indications for the technique and its
major drawbacks. The role of computed tomography in
oncology is described in more detail, since over half the
patients referred for computed tomography of the body have
suspected or known malignant disease.

Oncology

Patients with suspected malignancy are well suited to
examination by computed tomography. In patients with
palpable masses the site of origin of the tumour can often be
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seen. In patients with no clinical evidence of a mass the
technique may disclose the primary tumour or show re-
lated lesions such as unsuspected liver metastases or enlarged
abdominal lymph nodes (fig 1). In a study of 243 patients

FIG 1-Enlarged retroperitoneal lymph nodes (N). Example of disease
detection by computed tomography. Conventional studies had shown
displacement of right kidney and widening of duodenal loop, suggesting
pancreatic mass (kidneys K; liver L).

with suspected malignancy at the BUPA Medical Centre
a mass was shown in 89 patients (37')/ ). Thirty-one patients
had no evidence of a mass on investigations carried out before
the scan, and half of these subsequently proved to have a
malignant tumour. Computed tomography therefore made a
unique contribution to the diagnosis of malignancy in 60/,0 of
patients.2

Accurate staging is essential for clinical management and
has important prognostic implications. Computed tomography
is more effective than other techniques in detecting local
spread of many primary tumours, notably of the bladder,3
head and neck,4 kidney,5 and skeleton.6 It has been disappoint-
ing, however, in the staging of other tumours, especially those
of the bronchus and the prostate.
One of the most important uses of computed tomography

is the detection of lymphatic spread. It can show enlarged
nodes in almost any site, though the internal architecture of
the node is not shown and enlargement is therefore the only
criterion for abnormality. Thus metastases in normal-sized
nodes are missed by computed tomography, and in addition
minimal enlargement due to reactive hyperplasia cannot be
distinguished from tumour. Lymphography shows small
deposits in normal-sized nodes but is unpleasant for the
patient and has the disadvantage that only specific groups of
nodes can be made opaque. In general, therefore, computed
tomography is the technique of choice for diseases producing
enlarged lymph nodes, especially lymphoma. It is a highly
accurate method of detecting infiltration of nodes in the
para-aortic region and is somewhat better than lympho-
graphy,7-9 but in other sites it is less accurate, notably in the
pelvis, since deposits from pelvic tumours tend to produce
little or no enlargement of the lymph nodes. One of the
advantages of computed tomography is that enlargement of the
lymph nodes can be shown in sites inaccessible to lympho-

5

graphy, such as the mesentery, splenic hilum, and porta
hepatis. Unfortunately, diffuse lymphomatous infiltration of
the spleen cannot be detected and the examination cannot
therefore replace staging laparotomy.10 8

Distant metastases to the lungs, liver, skeleton, and brain
can be identified with computed tomography, but the sites
where it has made the most impact are the brain1' and the
lungs.12 Pulmonary metastases as small as 3 mm in diameter
may be detected (fig 2), and in certain tumours the im-
provement in yield over whole-lung tomography is
around 15°,.9 Thus when chest radiographs are normal
computed tomography should be a routine staging investi-
gation in those tumours that metastasise predominantly to the
lungs.
Though skeletal metastases can be identified with the

technique, isotope bone scanning remains the investigation
of choice because computed tomography of the whole skeleton
would be impracticable. When, however, the isotope scan is
abnormal and radiographs are normal computed tomography
may be used to confirm or exclude metastatic spread. Ultra-
sound and computed tomography at present appear to be
equally effective for detecting metastases of the liver.13
Computed tomography is an excellent method of recording

changes in tumour size during treatment and is the technique
of choice for tumours that are difficult to detect by other
techniques.14 Scans should preferably be taken before
treatment to provide a baseline for sequential assessment of
regression or growth of the tumour. Such follow-up exam-
inations account for one-third of all studies carried out at the
Royal Marsden Hospital, where over 900 of patients have
malignant disease.
The cross-sectional display provided by computed tomo-

graphy is an ideal basis for radiotherapy planning because
the tumour, the surrounding structures, and body contour
can be accurately delineated on the computed tomographic

FIG 2-Multiple pulmonary metastases. Small nodules (arrowed) not
visible on chest radiograph.

image. With an integrated radiotherapy planning system
plans can be produced directly on the image, and this
technique has made an important contribution to the
management of many tumours, especially those that are
otherwise difficult to locate.'5
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Thoracic and vascular surgery

One of the best uses of computed tomography in the chest
is the evaluation of mediastinal masses. Soft-tissue masses

can be distinguished from cysts or fat, thus providing in-
formation about the nature of a mass; in some cases surgery

can be avoided on this basis alone. Where surgery is indicated
the precise location and extent of a mass can be shown.16
In the upper mediastinum the most valuable contribution
computed tomography can make is to show whether or not a

mediastinal mass is of vascular origin. The technique has
two other important uses in the mediastinum. Firstly, if
there is doubt whether the mediastinal contour is normal, a

mass can be confidently confirmed or excluded. Secondly,
computed tomography may show a mediastinal mass when the
conventional radiographs or tomograms appear normal. This
is particularly valuable in patients with thymoma'7 or with
enlarged mediastinal lymph nodes.'8 Computed tomography
may show enlarged mediastinal or abdominal nodes in
patients with carcinoma of the bronchus and may therefore
help in staging before surgery, but in evaluating the
mediastinum the technique is less accurate than mediastino-
scopy.'9

Computed tomography is beginning to be important in the
diagnosis of aortic aneurysms; serial scans through the region
of the diseased vessel show the calibre of the patent lumen and
the extent of the aneurysm. The diagnosis of dissecting
aneurysm has been facilitated by the introduction of fast
scanners, which clearly show the intimal flap and false lumen.20
Image reconstruction can be used to provide images that
compare favourably with conventional aortograms; conceivably
computed tomography will replace aortography in the future.
This would be particularly valuable since the investi-
gation is achieved with a lower dose of contrast medium
and avoids instrumentation of diseased vessels. Computed
tomography of the heart has recently become practicable for
the first time; its major applications are likely to be the
investigation of congenital heart disease, myocardial disease,
and coronary artery bypass grafts.2'
Computed tomography has been said to distinguish benign

and malignant pulmonary nodules on the basis ofmeasurement
of the attenuation values,22 but this is not yet substantiated.
Though the technique can show early parenchymal or pleural
lesions, it at present appears not to make an important
contribution to diagnosis.

Gastroenterology

Gastroenterologists are most likely to require computed
tomography for patients with symptoms suggesting disease of
the liver or pancreas. Examinations of the liver are indicated
for suspected focal lesions such as tumours, abscesses, or cysts
and for evaluating patients with jaundice. Tumours as small

as 1-5-2-0 cm diameter can be distinguished from cysts, and
extrahepatic biliary obstruction can be distinguished from
other causes of jaundice in a high proportion of patients.23
Furthermore, the lesion causing biliary obstruction can be
identified in many cases.24

Computed tomography has not proved useful in diffuse
parenchymal diseases of the liver except in patients with
haemochromatosis, where the density ofthe liver is appreciably
increased and the technique may be used to monitor response
to treatment.25 Fatty infiltration of the liver is easily identified,
but the finding is rarely of clinical value.
Computed tomography is the most reliable imaging

BRITISH MEDICAL JOURNAL VOLUME 284 2 JANUARY 1982

technique for the pancreas.26 Pancreatic masses of 3 cm or
greater diameter can be identified; and diffuse enlargement,
calcification, and duct dilatation can all be shown. Inflammatory
disease cannot always be distinguished from neoplasia,
however; and since both these conditions may fail to distort
the contour of the gland the pancreas may appear normal in
both tumours and chronic pancreatitis. Suspected acute
pancreatitis is a good indication for computed tomography to
assess the gland itself, pseudocyst formation, and the extent
of the inflammatory process.
One of the most rewarding uses of the technique

is the investigation of suspected intra-abdominal abscesses.
The accuracy is over 95%,27 and decisions on management
can be made with great confidence. An advantage is the recent
introduction of abscess drainage guided by computed tomo-
graphy in patients in whom surgical intervention may be
undesirable.28
The great drawback of abdominal examination by computed

tomography is that even large masses within the gastro-
intestinal tract may be completely invisible to scanning. In
addition, the radiology of many gastrointestinal disorders is
based on the finding of mucosal abnormalities, which cannot
be shown by computed tomography. Until now the only area
where it has made a useful contribution to the management
of intestinal disorders is in assessing patients with carcinoma
of the oesophagus or the rectum, because the extraluminal
extent of the mass can be assessed more accurately than with
other techniques.2930 When there has been an abdomino-
perineal resection computed tomography is the best method
for detecting local recurrence, since this area is not easily
accessible to other techniques.3

Urology

Most abnormalities of the kidney are diagnosed by excretory
urography and ultrasound, and computed tomography is
rarely required as an initial investigation. It is, however, an
effective method of showing renal masses and of distinguishing
soft-tissue tumours from cysts32; the technique is indicated
if ultrasound is inconclusive or further information is required
-for example, about the extent of spread into perirenal
tissues or the presence of metastases in lymph nodes. Spread
to the renal vein or inferior vena cava can sometimes be
identified.33 Suspected local recurrence of tumour after
nephrectomy is another excellent indication for computed
tomography, as ultrasound is technically difficult because the
bowel usually occupies the renal bed.34

Other renal lesions such as hydronephrosis and congenital
abnormalities are easily shown by computed tomography, but
the technique is rarely required in these conditions. It is
helpful, however, when there is a filling defect in the renal
pelvis at urography. Renal calculi and urothelial tumours are
easily distinguished by computed tomography; in fact, on
present experience all renal calculi appear opaque on the scans
even when radiographs are normal. The cross-sectional display
provided by computed tomography may sometimes be helpful
for planning nephrolithotomy.

Staging of tumours of the bladder by this technique
is more accurate than clinical staging because extravesical
spread is easily shown.35 36 Unfortunately, computed tomo-
graphy is of limited value in carcinoma of the prostate, since
prostatic hypertrophy cannot be distinguished from tumour
and the technique usually provides no more information
than clinical assessment.
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Orthopaedics

The orthopaedic surgeon should consider the use of
computed tomography in spinal trauma, malignant bone
tumours, and back pain.
The technique is particularly valuable in spinal trauma,

especially of the cervical region,37 because not only
can the relation of soft-tissue swelling caused by oedema or
bleeding to bony fragments be displayed but the patient can
be examined without manipulation.
Though conventional radiography remains the investigation

of choice in the diagnosis of primary malignant bone tumours,
computed tomography has the advantage of showing the
soft-tissue component outside or within the bone; and this
information may be useful for planning surgery, defining
radiotherapy portals, or monitoring response to treatment.
Since primary bone tumours metastasise to the chest computed
tomography should be a routine staging procedure in these
patients.
The technique is beginning to make an irmpact on the

management of chronic back pain. The quality of image
provided by newer machines is such that the vertebrae,
subarachnoid space, spinal cord, and nerve-root sleeves can
be shown without the use of an intrathecal contrast medium.
The cross-sectional display shows the relation of prominent
osteophytes to the intraspinal structures,38 and the degree
of spinal stenosis can be accurately assessed. Disc protrusions
may also be diagnosed easily with computed tomography,
and the technique seems certain to replace some of the more
invasive procedures and provide accurate diagnosis in a
larger number of patients.

Paediatrics

Until recently computed tomography has not had an
important role in paediatric radiology. Ultrasound is the
preferred imaging technique in children, since it carries no
radiation hazard and is more easily carried out. This assessment
is being revised, however, as a result of faster scanning times
and improved image quality. The main application is the
assessment of tumours-for example, bone tumours, nephro-
blastoma, and neuroblastoma (unpublished observations).
Unique information can also be obtained in congenital
disorders of the spine.39

Endocrinology, gynaecology, ophthalmology, and ENT

One of the best uses of computed tomography outside the
brain is the investigation of adrenal disease. It is by far the
most accurate technique for showing adrenal tumours, even
the small tumours of Conn's syndrome.40 41 In most patients
computed tomography has replaced invasive investigations
such as arteriography.
The technique plays a limited part in the diagnosis

of other endocrine disorders. Accurate imaging of parathyroid
tumours would be advantageous, but as yet computed
tomography is no more reliable than other procedures. It is,
however, rewarding in disorders of the pituitary.42
Owing to the reliability of clinical examination and other

techniques, notably ultrasound, computed tomography is not
required for primary diagnosis of most gynaecological
conditions, but it has a place in staging malignant disease
since the extent of the primary tumour and the presence of
recurrence can be assessed.43 4

Primary intraorbital tumours or those arising from adjacent
structures can be shown with an accuracy of over 90%.45 46
As in other sites, computed tomography cannot always
provide a definite diagnosis, but the site of origin of the lesion
is often a guide to its pathological identity, and in tumours
the investigation can show intracranial extension or spread to
surrounding bone.
As bone and soft-tissue structures can be shown clearly on

the same image, computed tomography provides information
about the spread of other tumours of the head and neck.
Conventional radiography is usually all that is required for
primary diagnosis in these sites, but computed tomography
may provide additional information in many tumours, such
as carcinoma of the larynx47 or the middle ear48 and tumours
of the salivary glands.49

Conclusions

In this review we have set out the circumstances in which,
in our view, computed tomography can provide useful
information for clinicians in various specialties. While the
best uses of the technique may be defined fairly easily (table)
there are many clinical settings in which we cannot take such
a dogmatic approach. Furthermore, the effectiveness of an

Best indications for computed tomography of the body

Mediastinal masses Intra-abdominal abscesses
Suspected pulmonary metastases Orbital tumours
Adrenal disease Vertebral trauma
Pancreatic masses Staging other tumours-for example, of
Retroperitoneal lymph nodes head and neck, bladder, or oesophagus

imaging service depends greatly on the skills of the medical
personnel as well as the availability of different modalities.
Imaging services have undergone enormous advances during
the past few years, and this progress is likely to continue, with
improvement in established techniques such as ultrasound
and computed tomography, and development of others such
as nuclear magnetic resonance. The referring clinician may
therefore have some difficulty in deciding the best diagnostic
course for the patient, and such problems are best resolved by
continuing close liaison between radiologists and clinicians.

We acknowledge the continued help and advice of all our colleagues,
especially Dr J S Macdonald of the Royal Marsden Hospital and
Dr I Kelsey Fry of the BUPA Medical Centre. The CT scanning
unit at the Royal Marsden Hospital is funded by the Cancer Research
Campaign, who also support one of us (SJG), and the Department
of Health and Social Security. We are indebted to Mrs Janice
O'Donnell for expert secretarial help.

JANET E HUSBAND
Consultant radiologist

STEPHEN J GOLDING
Research fellow

Royal Marsden Hospital,
Sutton SM2 5PT

Mueller PR, Wittenberg J, Ferrucci JT Jr. Fine needle aspiration biopsy
of abdominal masses. Semin Roentgenol 1981 ;16:52-61.

2 Kelsey Fry I. The role of CT in primary diagnosis: an overview. In:
Husband JE, Hobday PA, eds. Computerised axial tomography in
oncology. Edinburgh: Churchill Livingstone, 1981:14-9.

3 Hodson NJ, Husband JE, Macdonald JS. The role of computed tomo-
graphy in the staging of bladder cancer. Clin Radiol 1979;30:389-95.

4 Berry RJ, Julian W, Noscoe N, Twydle J. The application of CT to
radiotherapy planning-head and neck. In: Husband JE, Hobday PA,

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.284.6308.4 on 2 January 1982. D

ow
nloaded from

 

http://www.bmj.com/


8 BRITISH MEDICAL JOURNAL VOLUME 284 2 JANUARY 1982

eds. Computerised axial tomography in oncology. Edinburgh: Churchill
Livingstone, 1981:101-7.

4 Love L, Churchill R, Reynes C, Schuster GA, Moncada R, Berkow A.
Computed tomography staging of renal carcinoma. Urol Radiol 1979;
1:3-10.

6 Levine E, Lee KR, Neff JR, Maklad NF, Robinson RG, Preston DF.
Comparison of computed tomography and other imaging modalities
in the evaluation of musculoskeletal tumors. Radiology 1979;131 :431-7.

7 Best JJK, Blackledge G, Forbes W St C, et al. Computed tomography
of abdomen in staging and clinical management of lymphoma. Br MedJ3
1978 ;ii :1675-7.

8 Earl HM, Sutcliffe SBJ, Fry IK, et al. Computerised tomographic (CT)
abdominal scanning in Hodgkin's disease. Clin Radiol 1980;31 :149-53.

9 Husband JE, Macdonald JS, Peckham MJ. Computed tomography in
testicular disease: a review. 7 R Soc Med 1981 ;74:441-7.

'° Redman HC, Glatstein E, Castellino RA, Federale WA. Computed
tomography as an adjunct in the staging of Hodgkin's disease and
non-Hodgkin's lymphomas. Radiology 1977 ;124 :381-5.

1 Paxton R, Ambrose J. The EMI scanner. A brief review of the first 650
patients. Br 7 Radiol 1974;47:530-65.

12 Muhm JR, Brown LR, Crowe JK, Sheedy PF, Hattery RR, Stephens DH.
Comparison of whole lung tomography and computed tomography for
detecting pulmonary nodules. A7R 1978;131 :981-4.

3 Snow JH, Goldstein HM, Wallace S. Comparison of scintigraphy,
sonography, and computed tomography in the evaluation of hepatic
neoplasms. A7R 1979;132:915-8.

14 Husband JE, Cassell KJ, Peckham MJ, Macdonald JS. The role of
computed tomography in the assessment of tumour volume in patients
with malignanttesticular teratoma. BrJ Radiol 1981;Suppl 15:50-3.

15 Hobday P, Hodson NJ, Husband JE, Parker RP, Macdonald JS.Computed
tomography applied to radiotherapy treatment planning: techniques
and results. Radiology 1979 ;133 :477-82.

16 Heitzman ER, Goldwin RL, Proto AV. Radiologic analysis of the
mediastinum utilizing computed tomography. Radiol Clin North Am
1977 ;15 :309-29.

17 Mink JH, Bein ME, Sukov R, et al. Computed tomography of the
anterior mediastinum in patients with myasthenia gravis and suspected
thymoma. A7R 1978;130:239-46.

18 Husband JE, Peckham MJ, Macdonald JS, Hendry WF. The role of
computed tomography in the management of testicular teratoma.
Clin Radiol 1979;30:243-52.

19 Underwood GH, Hooper RG, Axelbaum SP, Goodwin DW. Computed
tomographic scanning of the thorax in the staging of bronchogenic
carcinoma. N EnglJ7 Med 1979;300:777-8.

20 Larde D, Belloir C, Vasile N, Frija J, Ferrane J. Computed tomography
of aortic dissection. Radiology 1980 ;136:147-51.

21 Guthaner DF, Brody WR, Ricci M, Oyer PE, Wexler L. The use of
computed tomography in the diagnosis of coronary artery bypass graft
patency. Cardiovasc Intervent Radiol 1980;3:3-8.

22 Siegelman SS, Zerhouni EA, Leo FP, Khouri NF, Stitik FP. CT of the
solitary pulmonary nodule. AJ7R 1980;135:1-13.

23 Shimizu H, Ida M, Takayama S, et al. The diagnostic accuracy of
computed tomography in obstructive biliary disease: a comparative
evaluation with direct cholangiography. Radiology 1981;138:411-6.

24 Haaga J, Reich NE. Computed tomography of abdominal abnormalities.
St Louis: C V Mosby, 1979.

25 Houang MTW, Arozena X, Skalicka A, Huehns ER, Shaw DG. Correla-
tion between computed tomographic values and liver iron content in
thalassaemia major with iron overload. Lancet 1979;i:1322-3.

26 Haaga JR, Alfidi RJ, Havrilla TR, et al. Definitive role of CT scanning
of the pancreas. The second year's experience. Radiology 1977;124:
723-30.

2 Knochel JQ, Koehler PR, Lee TG, Welch DM. Diagnosis of abdominal
abscesses with computed tomography, ultrasound and "11In leukocyte
scans. Radiology 1980;137:425-42.

28 Gerzof SG, Spira R, Robbins AH. Percutaneous abscess drainage.
Semin Roentgenol 1981 ;16:62-71.

29 Daffner RH, Halber MD, Postlethwait RW, Korobkin M, ThompsonWM.
CT of the esophagus. II. Carcinoma. A7R 1979;133:1051-5.

:3 Dixon AK, Fry IK, Morson BC, Nicholls RJ, Mason AY. Pre-operative
computed tomography of carcinoma of the rectum. Br 7 Radiol 1981;
54:655-9.

31 Husband JE, Hodson NJ, Parsons CA. The use of computed tomography
in recurrent rectal tumors. Radiology 1980;134:677-82.

32 Magilner AD, Ostrum BJ. Computed tomography in the diagnosis of
renal masses. Radiology 1978;126 :715-8.

33 Marks WM, Korobkin M, Callen PW, Kaiser JA. CT diagnosis of tumor
thrombosis of the renal vein and inferior vena cava. A7R 1978;131:
843-6.

:3 Alter AJ, Uehling DT, Zwiebel WJ. Computed tomography of the
retroperitoneum following nephrectomy. Radiology 1979 ;133 :663-8.

;5 Seidelmann FE, Cohen WN, Bryan PJ. Computed tomographic staging
of bladder neoplasms. Radiol Clin North Am 1977;15:419-40.

:18 Husband JE, Hodson NJ. Computerized axial tomography in staging and
assessing response to treatment in bladder cancer. In: Oliver TD,
Hendry WF, Bloom HJG, eds. Bladder cancer-principles of combination
therapy. London: Butterworths, 1981:27-36.

McInerney DP, Sage MR. Computer-assisted tomography in the
assessment of cervical spine trauma. Clin Radiol 1979;30:203-6.

38 Williams AL, Haughton VM, Syvertsen A. Computed tomography in
the diagnosis of herniated nucleus pulposus. Radiology 1980;135:95-9.

:29 Resjd IM, Harwood-Nash DC, Fitz CR, Chuang S. Computed tomo-
graphic metrizamide myelography in spinal dysraphism in infants and
children. ] Cornput Assist Tomogr 1978;2:549-58.

9 Korobkin M, White EA, Kressel HY, Moss AA, Montagne J-P. Computed
tomography in the diagnosis of adrenal disease. AJR 1979;132:231-8.

"Eghrari M, McLoughlin MJ, Rosen IE, et al. The role of computed
tomography in assessment of tumoral pathology of the adrenal glands.
Y Compuit Assist Tomogr 1980;4:71-7.

I Banna M, Baker HL, Houser OW. Pituitary and parapituitary tumours
on computed tomography. Br 7 Radiol 1980;53: 1123-43.

i3 Walsh JW, Amendola MA, Hall DJ, Tisnado J, Goplerud DR. Recurrent
carcinoma of the cervix: CT diagnosis. A7R 1981;136:117-22.

4"Hodson NJ, Husband JE, Hobday P. The clinical value of CT in the
staging and localisation of pelvic tumours. In: Husband JE, Hobday P,
eds. Computerised axial tomography in oncology. Edinburgh: Churchill
Livingstone, 1981 :81-9.

45 Lloyd GAS. The impact of CT scanning and ultrasonography on orbital
diagnosis. Clzn Radiol 1977;28:583-93.

46 Forbes GS, Sheedy PF, Wailer RR. Orbital tumors evaluated by computed
tomography. Radiology 1980;136:101-1 1.

4 Archer CR, Sagel SS, Yeager VL, Martin S, Friedman WH. Staging of
carcinoma ofthe larynx: comparative accuracy ofCT and laryngography.
AYR 1981;136:571-5.

48 Phelps PD, Lloyd GAS. The radiology of carcinoma of the ear. Br] Radiol
1981 ;54:103-9.

49 Golding S. Computed tomography in the diagnosis of parotid gland
tumours. Br ] Radiol (in press).

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.284.6308.4 on 2 January 1982. D

ow
nloaded from

 

http://www.bmj.com/

