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Expert consensus on fibrin sealant aneurysm sac filling during
endovascular abdominal aortic aneurysmal repair

Vascular Surgery Professional Committee of the Chinese Association of Rehabilitation Medicine

Abstract Abdominal aortic aneurysm is a potentially fatal vascular disease commonly encountered in the elderly
population. Although endovascular aneurysm repair (EVAR) has become the preferred treatment
modality, the incidence of postoperative endoleaks remains high (20%-40%), with more than 30% of
cases requiring secondary interventions, thereby significantly compromising long-term outcomes. To
standardize the application of fibrin sealant aneurysm sac filling during EVAR, the Vascular Surgery
Professional Committee of the Chinese Association of Rehabilitation Medicine convened a
multidisciplinary expert panel. In accordance with the RIGHT reporting guideline and the GRADE
evidence grading system, and through two rounds of Delphi surveys to prioritize clinical questions
combined with systematic evidence review, the committee developed the Expert consensus on fibrin
sealant aneurysm sac filling during endovascular abdominal aortic aneurysmal repair. This consensus

systematically addresses key aspects including indications and contraindications, technical procedures,
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dosage estimation, intraoperative assessment criteria, prevention and management of complications, and

postoperative follow-up. It defines criteria for complete sac filling and provides tailored application

strategies under various anatomical conditions. The aim of this consensus is to standardize clinical

practice, reduce the incidence of endoleaks, improve long-term outcomes after EVAR, and provide

vascular surgeons with evidence-informed and practically applicable guidance.
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Table 3 Classification, definition, and clinical management of endoleaks following EVAR

P 432 FESL MIERAR T TG
el INLRGE oL S AR A I it (La 20 ) BT830 (1b ) Al X5 16 32 Sl K0 2 (R A A B R A S Ik 3 N 5%~10%  70%~90%
Tafl SR CEF Bk N ) 5 E SRR SIS A % 4%~8% >95%
Ih Y SR AL il i S e S SR BE NG G N B 1%-~3% 80%~85%
I B MRS R T RGN SIKTT B, ELXHIRE A 3l DRSSO sl Ik S50 S5 1 i P sl kR i 2 sl ko 3 ([ B B
MG ST AT S 38 5 St o X 0 A IR )
% VR 15 S AR A 5 1 P P 4 43 S Sk (RS ok s R B 2Bk IR IE sl ik L s sl ik g 9 2 S I —
o ) AN S B S it A\ s e s N
HaZfl BRI, A N — 253 S Sk CA D) Vi AT 3 , P28 ) — Sl 3 — S 43 S dhlik b )3 e 12%~18% <5%
b A BASCIAL, JOH I 2 VRN — 353 SC BNk A SR 4 , (AT BB IAT 38, 10 VAR 8 PN B i 8%~12%  30%~40%
VG B 2 SCARREAR A B 1A ml Sz AT ) 42 b ) A B IAE A B R 4 7 2%~5% 90%~95%
Mak ARG SIRN ERGHE 3 (BT SO I R A R 19%~3% 100%
b & SCOHRA AR AS B R AR A sl 2 L <1% 100%
IV LR 3ot S AR 7 IS (LR G S A 1 E AL )18 A sl ks 2 vy <1% 0%
Vi TERAG 2R A [CT 1A A% (computed tomography angiography , CTA ) KU ML 52 ] L BA & 1%-3% 100%
IS RS IR EHEER , (RS PR PS8 K (55 mm)
RER [ AT AR I AATE 2 AP 2SR P i (AT & 1Y ) ANH i RE A

2.3 ERER

A SL P I A SR AR AE EVAR R 4 F
o5 PS4 (CMFL) 108 AE sh g e vy . B S
ZRAL OB AR 2 R ORGSR B KO 2 s O
W, SCELUT HAR () MU ZE . 4508
e (1O Al 1 v P P L | R 5 A A R
I GR35 R, R R o A i A Ak . (3) R T BE
Wr . [ G 9% BE 5K 7 [ M >80 mmHg [ £ <20 mmHg
(1 mmHg=0.133 kPa) |, Bij1EJRARY 3K .

3 EVARARHPFHELQHAFIERERER
AR#SE

3.1 ENIESERIE
JEIE . EVAR A ATl % B8R 1B 4% B N

T B EVAR; R EIM &R NN, HICHH
T B S B DA S K it 18 i A DX T s BB .
S BHIK ZF 4 2 R I B A A L S
BEREWE A (I B ) B AR 1T B8 A S HR I N B #2
TE I

32 NMASAEEAMNESTIERBENEIURIERRE
3.2.1 EIF%FEGHEAA ELEE AT 5B
AITER A AFSCHES PR, RAHE 148
WA SF 2Rk RE SR E RE (L) T
W, &S EVAR 58 UG #EAT 9 IS I 7S . 48
A B8 22 0 B B Bk kA, AT S SR ek R G TR
—iHE, IR ST ERIE A L e ke T
ICE S kF T, 5 R AR e 54 S MR T
HRRAWERN (F 1), a8 sh bk ek i sh bk A
LM A, vk EE SR, el s

http://www.zpwz.net



36 HE AR R

35 &

Jit Bl kO B T A8 (A 75 3% JE GPS) o A0 I R
BT E N ERAE, AR R 2 S F, fEREE
[7) I 790 0 5 S48 R A 32 2 GPS) . TS S e
RS S, MEANHSEMN, 5FSEEH
BoRity, H4FFEFELKREEHREF HEAT
PLSE UK & RNE S . AEFEH/DNERN S8 (A
3% % GPS),

Bl TERaTAMESHLISERETENRERN (B30
FELE)
Figure 1

A pre-positioned single-curve angiographic
catheter placed within the aortic lumen (above

the level of the renal arteries)
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Figure 2 The reserved 5 F catheter advanced downward to
the apex of the aneurysm sac at the distal end of
the aneurysm neck
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Figure 3 Aortic balloon occlusion at the ostia of both renal

arteries
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Figure 4 Process of fibrin sealant injection

A: Contrast injection through the pre-positioned catheter for tracking; B: Injection

of fibrin sealant; C: Dispersion of fibrin sealant within the aneurysm sac; D: Visualization of an accessory renal artery; E:
Adjustment of catheter position; F: Continued injection of fibrin sealant; G: Visualization of a lumbar artery; H: Adjustment
of catheter angulation followed by continued injection, with no further visualization of the lumbar artery
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Figure 5 Aneurysm sac filling for iliac artery aneurysm
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C: FRIERHIBTEE 3

A: Injection of fibrin sealant into the iliac artery aneurysm; B: Fibrin
sealant dispersing across the bifurcation to the contralateral side; C: Balloon occlusion of the distal iliac branch to prevent

fibrin sealant from escaping the aneurysm
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Figure 6 Assessment of complete aneurysm sac filling

A: [PI4EEZIKBHBERBE S , RIS B: E SR, C: FF/ENIRR, RN
A: No contrast flow after withdrawal of the aortic occlusion balloon; B:
Intra-arterial pressure measurement via catheter; C: Presence of an arterial waveform within the sac pressure tracing when
an endoleak exists; D: A flat pressure waveform within the sac after resolution of the endoleak; E: Absence of blood reflux
from the pre-positioned catheter after elimination of the endoleak
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Table 4 Anatomical characteristics requiring aneurysm sac filling during EVAR and corresponding filling strategies
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Figure 7 Completion angiography shows no endoleak
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