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NRP DCD retrieval protocol for lungs 
 

These guidelines are designed to enable retrieval of the lungs from DCD 
donors with simultaneous utilisation of NRP for the abdominal organs. As 
such the goal is to minimise blood loss at the time of organ retrieval. 
Diathermy is preferred for this reason. 
 
- After donor arrives in theatre reintubation by an anesthetist (if 

arranged), or by the surgeon followed by bronchoscopy by the retrieval 
surgeon. Lungs inflated with a single recruitment manoeuvre at least 
10 minutes after asystole. Lungs are kept inflated. 

 
- Surgeon scrubs in, performs routine sternotomy and opens the 

pericardium. By this stage the abdominal team would have established 
NRP cannulation. 

 
- Turn attention to left sided pericardium/pleura just above the 

diaphragm. Open this vertically downwards towards the spine to 
expose the descending thoracic aorta and clamp aorta here just above 
the diaphragm (omit this step if the aorta has been already clamped by 
the abdominal team). 

 
- Clamp the IVC approx 2 cm above the diaphragm after ensuring the 

position of the IVC NRP cannula of the abdominal team. The IVC NRP 
cannula needs to be 2 cm below the clamp to ensure good venous 
return at the level of the diaphragm. 

 
- Clamp the ascending aorta just proximal to the origin of the innominate 

artery. 
 

- Place purse-string in main PA, open the PA inside purse-string and 
remove clot. Place and secure the PA perfusion cannula and connect 
system to pulmoplegia. 

 
- Vent the left atrial appendage widely. 

 
- Start ventilation at half tidal volume with PEEP 5 and 40% oxygen and 

commence pulmoplegia. 
 

- Open the pleurae widely on both sides and inspect/palpate lungs. 
Ensure adequate delivery of pulmoplegia. Topical cooling of the lungs. 

 
- Tie off the SVC just below the azygos take off.  
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- Disconnect the systemic connections of the heart while waiting for 
pulmoplegia to be delivered. Cut the SVC below the tie. Cut the IVC 
above the clamp. Cut the ascending aorta below the clamp. 

 
- Once pulmoplegia is completed remove the PA cannula and divide the 

PA at this site just proximal to its bifurcation. 
 

- Lungs should be allowed to deflate at this stage 
 

- Cut the left atrium leaving behind adequate cuff for the lungs as per 
routine and pass the excised heart off the field. 

 
- Cut the pericardium just above the diaphragm to enter the plane behind 

the pericardium and develop this plane up to and behind the trachea. 
This is aided by flipping the lungs back and forth and dividing the 
inferior pulmonary ligaments on either side. 

 
- On the right side continue the dissection up to the azygos and then 

follow the curve of the azygos on its inferior aspect to connect up to the 
already divided SVC. On the left side continue the dissection up to the 
aortic arch and then follow the curve of the arch on its inferior aspect to 
connect up to the already divided ascending aorta. 

 
- The trachea in the midline should be left as the only major structure. 

Dissect circumferentially around the trachea in the space between the 
SVC and aorta. This is easiest to do bluntly. Once encircled pull the 
trachea down to gain as much length as possible, ensure ETT tube is 
withdrawn to high in the trachea. Deliver a breath with 80% tidal 
volume and staple the trachea with the bronchial stapler. Divide above 
the staple line. 

 
- Only flimsy attachments should remain which are easily divided. 

Remove the lung block from the field and bag as per routine.  
 

- Ensure complete haemostasis of the mediastinum. The Thoracic 
surgeon should not leave the theatre until all are satisfied that there is 
no excess bleeding in the chest. 
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