
1 

Closure Devices: 
Which Are The Best? 

Ian Loftus 

St George’s  

Vascular Institute,  

London UK 



2 2 

• Disclosure 

• Speaker name: 

• Ian Loftus 

•       I have the following potential conflicts of interest to report: 

•       Consulting/Speaker Fees/Proctor/Research Grants  

• Endologix 

• Medtronic 

• Abbott 

• Covidien 

• Cook Medical 

•     Shareholder in a healthcare company: Inotec 



3 3 

Percutaneous Solution 

• Advantages: procedural and post-operative 

– Smaller sheaths/more stable 

– Reduced bleeding 

– Early mobilisation 

– Reduced length of stay 

– Reduced length of operation 

– Reduced wound complications 

– Overall cost reduction  

– Cosmesis and patient preference 
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Percutaneous Solution 

• Disadvantages 

 

– Loss of access disasterous 

– Technical failure 

– Device specific complications 
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Complications of P/C Closure 

• Case related factors: 

– Obesity 

– Scar tissue 

– Vessel disease 

• Expertise related factors 

– Learning curve 
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Closure Devices: Features 

Proglide Prostar 

Diameter 6Fr 10Fr 

Length Short Long 

Suture type Monofilament Braided 

Evidence base ++ +++ 

Ease of Use +++ ++ 

Number of 

devices/vessel 

2 1 

Indication 5-21Fr 8.5-10Fr 
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• Primary success 868/903 (96.1%) 

• All 35 secondary procedures <1 week 

– Bleeding 28 

– Pseudo-aneurysm 4 

– Vessel thrombosis 3 

• Predictors of technical failure 

– Sheath size 

– Scarring 

Elsenack et al, J Endo Ther 2009;16:708-13 

Clinical Results: Prostar 
Prospective Evaluation in 500 patients (n=903) 
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• Consecutive series Prostar (n=186) vs or FE (n=208) 

• Technical success 95.2% 

• Reduced operation time reduced by 20 minutes 

• Reduced length of stay by 1 day 

• Reduced groin complication rate (3 vs 8%) 

• Overall cost saving 

• Predictors of success: obesity, CFA disease, operator 

experience  

 

 

 

Results: St Georges Experience  

Metcalfe et al, EJVES 2012;43:378-81 
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• Absolute success 624/692 (92%) 

• Procedural time (n=193) 66 mins less than open 

• Reduced time to discharge and time to ambulation 

• Risk ratio of complication vs open 0.94 (0.51-1.72) 

• Reduced procedural time and hospitalisation lead to 

cost savings 

Haulon et al, EJVES 2011;41:201-213 

Clinical Results:  
Meta-analysis of 21 Studies 
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• Randomised Trial 

• 2:1 percutaneous access vs. 

femoral exposure (FE) 

• Prostar (PS)/ProGlide (PG) 

• Endologix AFX 21F 
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Clinical Results: RCT 2014 

PG (50) PS (51) FE (50) 

Major access related 

complications (%) 
6 12 10 

Vascular injury (%) 2 10 2 

Lower extremity 

ischaemia (%) 
4 2 4 

Nerve injury (%) 0 0 2 
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PG (50) PS (51) FE (50) 

Blood loss (ml) 213 (205) 193 (148) 280 (290) 

Procedural 

time (min) 
107 (45) 95 (35) 141 (73) 

Time to 

discharge  (d) 
1.3 (0.7) 1.4 (0.4) 1.8 (2.4) 

Clinical Results: RCT 2014 
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Operator Experience 
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Personal Observations 

• Proglide preferable and default option 

– More useable and teachable 

– Consistent 

– Lower diameter/atraumatic 

– But: cost implications 

• Prostar better in some difficult iliac access 

– Longer shaft 

– Single pass 

• Achieve complication/failure <2% with experience 
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Personal Observations 

• Absolute contraindications for both: 

– Connective tissue disease 

– Acute dissection of CFA 

– Aneurysmal CFA 

– Severe circumferential calcification of CFA 
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Summary 

• Complete p/c treatment is technically feasible in most 

cases, is safe and leads to early mobilisation and 

reduced length of stay, therefore cost savings 

• Proglide is technically simple and reliable 

• Complication profile is different to open approach 

• Complications can be minimised by prudent case 

selection, training and careful device deployment 

 


