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Introduction and aim of work 

 

Introduction: 

The incidence of melanoma is increasing more rapidly than 

any other malignancy (Rigel and Carucci, 2000) Melanoma 

currently ranks as the fifth most common cancer, with an 

estimated 62190 cases diagnosed in 2006 (Jemal A et al., 2006), 

Although melanoma most commonly metastasizes to regional 

lymph nodes, mortality from melanoma is due primarily to 

distant spread to visceral organs, commonly the lung, liver and 

brain (Blach et al., 2001), Long – term survival is excellent for 

patients diagnosed with in situ and early invasive disease, 

making an early diagnosis and accurate staging extremely 

important in the management of melanoma (Lange and Blach, 

2006). 

 

For many years, computed tomography (CT), and to a lesser 

extent magnetic resonance imaging (MRI), have been the 

principal modalities used for imaging metastatic melanoma, 

however, the advent of positron emission tomography (PET), 

and more recently PET/CT, has raised new questions as to be the 

optimal imaging management strategy for the this disease, as 

they combine the ability to detect active metabolic processes and 

their morphologic features in a single exam, so it play important 

role in staging and restaging of malignant melanoma (Gambhir , 

2002). 

 

FDG-PET is of limited use in patients with early-stage 

disease without nodal or distant metastases (stage I-II), but FDG-


