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ABSTRACT

ABSTRACT

Ovarian cancer is the leading cause of ceath from gynecologic malignancies.
Despite good response to therapy, a large number of these patients experience
relapse. PET/CT is an imaging technology with evolving potential. Its advantage
lies in its ability to detect metabolic changes in cancer cells even before the
manifestation of the anatomic changes such as (CT). This study aims to evaluate
role of PET/CT in early detection of recurrence in the settings of suspected
biochemical recurrence with negative or equivocal conventional imaging and in

assessment of response to therapy.
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Introduction

Introduction

Worldwide, ovarian cancer accounts for 4% of all female cancers
with over 190,000 new cases diagnosed each year. Ovarian cancer has
been termed a °‘silent’ killer with the majority of patients, up to 70%
presenting with advanced disease due to the vague, nonspecific nature of
the presenting symptoms [1]. The most important determinant of survival
for ovarian cancer patients is the disease stage at diagnosis [2]. However
there are no valid methods for screening and early diagnosis of ovarian
cancer, and the available follow-up protocols are not efficient for an early
detection of tumor relapse [3].

In the late 1990s, positron emission tomography (PET) with 2-
[18F] fluoro-2-deoxy-d-glucose (FDG), which exploits the increased
utilization of glucose by malignant cells and their high uptake of glucose,
opened a new field in clinical oncologic imaging. Originally, PET lacks
anatomic information, and precise localization of any suspicious lesions.
Integrated PET/CT has made it possible to acquire both metabolic and
anatomic imaging data using a single device in a single diagnostic session
and provides precise anatomic localization of suspicious areas of
increased FDG uptake [4]. In the clinical setting, FDG-PET/CT has
achieved a significant improvement in diagnostic accuracy and exerted a
considerable impact on patient management including diagnosis, staging,
optimization of treatment, restaging, therapy monitoring, and prognostic
prediction of various malignant tumors [5, 6].We herein review the
current and future role of FDG-PET/CT in the management of ovarian
cancer, discussing its usefulness and limitations in the imaging of these

patients.
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