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LETTERS TO THE EDITOR

All Roads (Even Those Less
Traveled) Lead to Rome
Benefits of Transradial Coronary Interventions
As he walked off the table following a transradial percutaneous
coronary intervention (TRPCI), a morbidly obese patient asked
me if the route from the wrist to the heart was more direct than
that from the groin. He had reached this conclusion because his
previous transfemoral procedure by another physician was prolonged and resulted in a large retroperitoneal hematoma, necessitating transfusion and protracted hospitalization. He was amazed
at the ease and speed with which the TRPCI was performed. I
replied that all roads lead to Rome; some are just easier to find and
safer than others.
I applaud Dr. Kern’s recommendations in his editorial “Cardiac
Catheterization on the Road Less Traveled: Navigating the Radial
Versus Femoral Debate?” from the previous issue of JACC:
Cardiovascular Interventions (1), that the seasoned interventionalist
to be well-versed in both access sites. The virtual elimination of
bleeding risk associated with TRPCI is undeniable, even by the
skeptics. As the obesity epidemic appears to spread unchecked in
our nation, one can only expect that physicians will encounter
more patients similar to the one in the preceding example.
Ironically, we trail other nations in acceptance of this technique.
This patient is illustrative of the size paradox for TRPCI. In most
cases, obese patients are actually excellent candidates for this
approach, as they have large radial arteries, with robust pulses.
Immediate ambulation is a great benefit for individuals afflicted
with back conditions. Patients not infrequently consider the
post-procedural groin compression and recuperative bed rest as the
most uncomfortable aspects of the procedure (2). As demonstrated
by Cooper et al. (3), all quality-of-life indices favor transradial over
transfemoral access. A secondary, perhaps less appreciated, difference is the intangible loss of privacy associated with instrumentation of the very personal groin area. When questioned, many
patients thus perceive the transradial approach as somehow less
invasive.
Another patient, who had undergone uncomplicated transfemoral stenting years ago, developed an inflammatory cyst at the access
site after a subsequent TRPCI. This phenomenon is a rare
hypersensitivity reaction to the hydrophilic coating on certain
transradial sheaths and requires only lancing and application of
antibiotic ointment. Upon hearing my apology for the adverse
occurrence, the patient simply inquired: “Doc, can you please still
use my wrist next time?” He preferred a (minor) transradial
complication over an uncomplicated transfemoral procedure.
Importantly, elective PCI in the U.S. is now defined and
reimbursed by Medicare as an outpatient procedure. TRPCI is
ideally suited for early ambulation and discharge, thus allowing
alignment of practice with payment. In the STRIDE (Same-day
TransRadial Intervention and Discharge Evaluation) trial, we

retrospectively demonstrated the potential safety and feasibility of
ambulatory discharge following TRPCI (4).
Regarding concerns over radiation exposure, simple setup modifications can easily remedy the situation. By positioning the arm
parallel, rather than perpendicular, to the body, the wrist is actually
below the level of the groin. Moreover, the addition of an
extension tubing allows the operator to stand at the level of the
patient’s foot during injections.
Clearly, interventionalists, like travelers, will differ in their
choice of routes to a common destination. Nonetheless, it may be
preferable to have access to both the larger freeway as well as the
smaller, less travelled but perhaps safer, back road.
*Jack P. Chen, MD
*Saint Joseph’s Heart and Vascular Institute
5670 Peachtree Dunwoody Road, #880
Atlanta, Georgia 30342
E-mail: jchen@sjha.org
doi:10.1016/j.jcin.2009.10.027

REFERENCES

1. Kern MJ. Cardiac catheterization on the road less traveled: navigating
the radial versus femoral debate. J Am Coll Cardiol Intv 2009;2:1055– 6.
2. Chen JP. Repeat right transradial coronary intervention in a patient with
dextrocardia: the right approach to the right-sided heart. Cathet Cardiovasc Interv 2007;69:223– 6.
3. Cooper CJ, El-Shiekh RA, Cohen DJ, et al. Effect of transradial access
on quality of life and cost of cardiac catheterization: a randomized
comparison. Am Heart J 1999;138:430 – 6.
4. Jabara R, Gadesam R, Pendyala L, et al. Ambulatory discharge following
transradial coronary intervention: preliminary U.S. single-center experience (Same-day TransRadial Intervention and Discharge Evaluation,
the STRIDE Study). Am Heart J 2008;156:1141– 6.

Reply
I thank Dr. Chen for his interest in my editorial (1) and for again
highlighting the undeniable facts about the superiority of the
transradial approach relative to the U.S. standard of femoral access.
The issue is not whether radial access is better but why has it taken
so long to be adopted in this country and what can we do about it?
As a recently converted sinner, I am intimately familiar with the
rationale to delay adoption but once on the “Radial First” road, my
experience and that of my patients confirms it is the right road. I
gained some insight from a recent conversation with a young
catheterization lab director in Springfield, Massachusetts, when
asked why he was not teaching radial technique to the fellows in
training. The same litany of excuses was chagrinly provided. “It
was the way I was trained” was the first excuse. If we kept to that
approach, I would still be doing cut-downs on the brachial artery.
I believe it is the duty of every interventionalist in charge of
training fellows to take this challenge and duty to their patients to
heart. I am sure Dr. Chen would agree that we should use this new

