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Objective: To provide a concise review of the significance of radial artery occlusion (RAO) after transradial (TR) coronary angiography and to highlight methods to identify high risk groups, prevention tactics, and therapeutic options for this rare but potentially devastating complication.
Background: TR cannulation is poised to supplant transfemoral (TF) cannulation as the access site of choice in coronary angiography, catheterization, and percutaneous coronary intervention procedures worldwide. With lower incidence of vascular complications, improved patient satisfaction, preference among general and interventional cardiology fellows, the use of TR access and its complications are expected to rise in the foreseeable future. RAO is an often underreported and overlooked complication that can present as critical limb ischemia up to four months post procedure. Currently, rates as low as 0.8% to as high as 30% have been identified and thus our aim is to create awareness, provide preventative measures and management options of this complication.
Discussion: Prevention of RAO begins with identifying subsets of patients that are considered higher risk as they would benefit from additional monitoring prior to, during and after TR access. Pre-procedure radial artery patency evaluation via the Allen’s tests can assist in identifying patients who are unsuitable for TR access. Intraoperatively, the use of the Seldinger technique, smaller sheath size, adequate prophylactic anticoagulation, and intra-arterial vasodilator prior to sheath removal have all shown to be beneficial in reducing ROA. The duration of treatment with anticoagulation for non-surgical patients in those whom ROA occurs is unknown, however it is reasonable to use direct acting oral anticoagulants for three months. 
Conclusion: As the use of TR access continues to increase, practitioners must be vigilant in reducing the risks for RAO. This can be achieved by identifying high risk patients, performing pre-procedural patency evaluation, maintaining appropriate anticoagulation in the intraoperative setting and assuring post procedural hemostasis.

