—196— I AR 25235 2023 4F 2 H 45 32 42545 28] ] Intervent Radiol 2023, Vol.32, No.2

’i—) A ) .
2% A General review

WM& 8 G AR TE AL BN OR AR 28 A B AT 5 Y
i A 1z H]

WHEE, FAKHK

=

(FEE] MAF4E 525 (SMCD) R — 2538 o 28 i e B 7 28 0 o Jo] [ A2 1) I A5 P 5 2 i, T AR 48
Bz SR Gk B R e AR A R T A R . SMCD 28 2 P45 %ot T I s ik o 11 428 28 )AL 8 1 i 1) 4 L
HEZZ N, HATSMCD 18 22k H AR s koK P AR 22 LA 6 7 s i e 2 iR . 3
HWFFEIPAL T SMCD K 191 B 48 28 H AR A ol sk, DA K BT 45 2 D A 86 TR 25, T R4 o8 A r R R O vl 2
WA B o AR R WA %2 A A O X 1 AR S i A 7 28 B DA 5t B A SMCD e JAR 1 FH 19
EEPREL, ARSI AR EES SMCD 7E Bl kR AR 280 16 A i iz FH IR, Sl 4 Ja R G B AR & e
PRALELE

[E82im]  MASH O3S, MG sl lk; B &L B AR

FESES:R543 XEHREG:B XEHS:1008-794X(2023)-02-0196-05

Clinical application of suture—mediated closure device in closing the femoral artery puncture access
used for large—bore delivery system X/E Yiyun, QIN Yonglin. Department of Interventional and
Vascular Surgery, Affiliated Zhongda Hospital of Southeast University, Nanjing, Jiangsu Province 210009,
China

Corresponding author: QIN Yonglin, E-mail: qinyl200801@163.com

[Abstract] Suture—mediated closure device (SMCD) is a kind of vascular closure device that places
stitches around the puncture point through a percutaneous device to achieve the closure of the puncture site
under percutaneous conditions with almost the same effect as surgical suturing. For the closure of femoral
artery large—bore access, percutaneous SMCD treatment, as a minimally—invasive technique, is of great
significance. At present, the preclose technique of SMCD is the most widely used technology in closing the
femoral artery large—bore access. In current related researches, the advantages and disadvantages of SMCD
and preclose technique are evaluated, the risk factors for failure of vascular closure are discussed, and the
auxiliary methods to reduce intraoperative and postoperative bleeding are proposed. Nowadays, how to safely
and effectively perform the percutaneous closure of the femoral artery large—bore access has become an
important topic in the clinical application of SMCD. This article aims to summarize the current clinical
application status of SMCD in closing the femoral artery large—bore access so as to provide useful ideas for
the development of related technologies in the future.
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