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[Abstract] Objective To evaluate the role of endovascular stent-graft treatment (ESGT) for type B aortic intramural he-

matoma (IMH) through MDCT following-up. Methods Seventeen patients with type B IMH treated with ESGT were ret-

rospectively analyzed. During following-up, all patients underwent MDCT examination more than two times. Results Af-

ter ESGT, complete regression (n=6) , significant absorption (n=9) and part absorption (n=2) of type B IMH were ob-

served. During the following-up. no death nor complications occurred. Conclusion ESGT for type B IMH is safe and ef-

fective. MDCT can be used as an important imaging method for following-up of type B IMH patients after ESGT.
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