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According with the last updated guidelines on resuscitation, the 
underlying cause of cardiac arrest (CA) should be identified, treat-
ed and, if possible, reversed with different strategies but a com-
mon target: to increase long-term survival with good neurologic 
recovery.
At the same time, some countries have implemented protocols for 
donation after considering the irreversibility of cardiac arrest and 
the failure of resuscitation attempts.
Both strategies are complementary and should coexist. Thus, we 
would be able to go beyond the refractory CA firstly and, if not 
indicated or unsuccessful, we could increase the organ donation 
pool after confirming irreversibility.
International recommendations on resuscitation (1) highlight the 
importance of high-quality cardiopulmonary resuscitation (CPR) 
based on minimal interruptions, focused on determining the cause 
of the cardiac arrest and offering, as early as possible, etiological 
treatment of potential reversible causes. Several pioneering proto-
cols have been developed throughout the world in order to provide 
a multidisciplinary approach to the out-of-hospital (OHCA) and 
in-hospital cardiac arrest (IHCA). 
Moreover, international programs including non-conventional re-
suscitation procedures (NCRPs) have been set up (2-7). 
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Such an approach to refractory CA incu-
des: 
1. High-quality CPR with minimal inter-

ruptions: ongoing CPR during trans-
portation to the hospital through 
automated chest compressors and ven-
tilations, possible administration of 
thrombolytics in pulmonary embolism 
(1), and use of therapeutic mild hypo-
thermia (3,7). 

2. Management of IHCA, or incoming pa-
tient with OHCA undergoing CPR: per-
cutaneous coronary intervention dur-
ing CPR in coronary artery disease, or 
ECLS followed by thrombolysis, place-
ment of an intra-aortic balloon pump, 
or therapeutic mild hypothermia (2-7). 

The conclusions of published studies 
highlight in the need of validating a pre-
dictive model, to establish teams trained 
in the procedures, and to avoid delays in 
the initiation of the ECLS technique after 
admission of the patient to the hospital 
(minimizing the so-called low-flow peri-
od) (2,4-7). 
Some countries are a reference in pro-
grams for uncontrolled donation after cir-
culatory death (uDCD) (9-12): a patient 
who has an unexpected OHCA, and who 
fails to CPR attempts is transferred with 
continuing thoracic compressions and 
ventilation with the sole aim of preserv-
ing the organs (12). Thus, is driven to a 
hospital with the capacity to receive this 
type of donor, rather than to the hospital 
able to treat the underlying cause of CA, 
when possible (9-12).
The family, if not at the scene are asked by 
police to go to the hospital and there, they 
receive notification of the death of their 
relation. Transplant coordinators then 
ask them for authorization to the organ 
retrieval. 
At this time, the deceased person is al-
ready in the operating room and has been 

connected to an organ preserving system. 
This type of uDCD program provides 10% 
of all deceased donors in Spain (40% in 
Madrid region) (12). 
There are evident similarities between 
the human, technical and logistical means 
made available for NCRPs and those re-
quired by uDCD programs (9-11). 
We, obviously, support the need to obtain 
organs for donation, and the uDCD pro-
grams are essential for this laudable pur-
pose (11). 
However, priorities should be clear and 
transparent:  inclusion in the uDCD pro-
gram should be considered only after ben-
efiting patients of NCRPs, if they were eli-
gible for it (9-11). 
Moreover, recent protocols even show that 
joining both strategies, not only survival 
outcomes rate increases, but also graft 
outcomes (3,7). 
An unexplored path to achieve both these 
goals might be to implement a comprehen-
sive management of OHCA that includes 
two options: ‘Non-conventional resusci-
tation procedures option’ in selected pa-
tients, focused on the reversible underly-
ing primary cause of OHCA (option 1) or a 
protocol for uDCD (option 2) if the ‘ongo-
ing CPR option’ is not indicated or judged 
futile, after conventional resuscitation at-
tempts have been provided case-by-case.  
To implement such a protocol requires to 
build a bridge linking prehospital and hos-
pital settings. 
Thus, by trying to save hopeless patients’ 
lives, and when this is not possible, by in-
creasing organ availability for transplan-
tation, we will be providing excellent care 
to patients suffering refractory cardiac 
arrest on the field, and saving more lives 
by one or other way: firstly, through high-
quality resuscitation, and secondly, when 
really impossible even after the best at-
tempts, retaining donation and transplan-
tation options after declaring death.
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