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Introduction

In Norway, kidney transplantation has been an established

treatment for patients with terminal kidney failure since

1969. In 2005, Norwegian donors averaged 16.3 [1], while

Spain and France averaged 35.1 and 22.2, respectively [2].

However, the demand for donor organs has increased

worldwide, while organ donors have not increased at the

same rate [3–5]. Although the donor rate in Norway is

higher than or equal to the rate prevailing in other Scan-

dinavian countries, the average reported in Spain and

France implies that there is scope for considerable

increase in organ donation in Norway. As Spain intro-

duced a network of healthcare professionals responsible

for organ donation, referrals have increased from all the

hospitals. Even allowing for that, it is still felt that there is

much room for improvement, especially in the area of

motivating the reluctant relatives for organ donation [6].

To progress from identifying a potential organ donor

to effectively implementing the organ donation process is
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Summary

To progress from identifying a potential organ donor to implementing the

actual organ donation effectively is a challenging process for all involved. The

nurses might find the change of focus difficult, as the donor organ acquisition

process often starts before the relatives had been informed and have had the

time to reorient themselves about the severe situation of the patient and have

been briefed on the option of organ donation. The purpose was to investigate

the hospital-based education in organ donation at the 28 Norwegian donor

hospitals, and elicit the needs of the intensive care nurses for imparting of

required knowledge and support in shifting their focus from intensive care

towards the process of organ procurement. Hospital-based education and

guidelines in organ donation were analyzed by scrutinizing the documents

available. Eleven units were found to have their own guidelines and only three

hospitals had organ donation in their educational programme. Intensive care

nurses at three hospitals participated in focus groups. The main finding was

the need for collaboration and mutual understanding within the treatment

team. Nurses expounded the multiple responsibilities that they discharged dur-

ing the course of intensive care. In reorienting their focus from intensive care

to donor organ procurement, the time of death was explained as the crucial

turning point. The knowledge of intensive care staff and professional compe-

tence were crucial in winning the relatives’ trust and were central in the com-

munication processes. Donor hospitals should implement systematic training

and debriefing, where both nurses and physicians contribute to this process.

Well-prepared protocols for organ donation at hospitals can define responsibil-

ities assigned to different members of the donor organ acquisition team.
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a challenging process for all involved. To ensure vascular

circulation and preservation of solid organs, the treatment

to the potential donor will often become more intensive

and this would be at odds with the pattern of care of

other patients who die in the intensive care unit (ICU).

At the same time, intensive care nurses are also responsi-

ble for the care of next of kin who might be in shock and

need practical, emotional and cognitive support [7,8].

Deaths, in cases where organ donation is an option, are

usually unexpected and relatives generally may not be

emotionally prepared. They need time to assimilate the

information given [8–10]. The nurses might find the

change of focus difficult, as the donor organ acquisition

process has been set in motion even before the relatives

have assimilated the severe situation and have been

briefed on the option of organ donation.

Intensive care staff play a central role in the process of

donor organ acquisition in identifying a potential donor,

in taking care of the relatives’ need for pertinent informa-

tion and also in briefing them on the question of organ

donation [7,11,12]. There can be psychosocial, organiza-

tional and professional barriers to organ donation. Stud-

ies show that the staff’s level of knowledge and experience

influence their confidence in discussions and briefings on

organ donation both with their own colleagues and also

with relatives/power of attorney for the patient [3,11–15].

The nurses’ requirements for knowledge and understand-

ing of the process of organ donation, definitions of death

and various changes that occur in relation to the death

processes, as well as the needs of next of kin, have been

documented in several studies [5,11,16–20]. The authors

of these documents also underscore that intensive care

staff need practice in communication with next of kin

and knowledge about organ donation practice guidelines

as to how and when to make the request for organ dona-

tion. In the USA, educational programmes have been

developed that enable the nurses to introduce the matter

of tissue and organ donation to relatives. These educa-

tional programmes emphasize imparting professional

knowledge of different types of transplantation, effective

communication processes, proper care of the bereaved

and being sensitive to religious views on organ donation

[21].

In Norway, there are 28 donor hospitals and one trans-

plantation centre. Among the 28 donor hospitals, there

are five regional hospitals, which refer most of the

donors. This means that the number of potential donors,

even at the larger hospitals, is not very high. Experience

with donor organ acquisition among those who work in

the various intensive care units will therefore vary. Riks-

hospitalet-Radiumhospitalet Medical Centre in coopera-

tion with Norwegian resource group for organ donation

(NOROD) developed ‘protocol for organ donation – a

guideline for Norwegian Hospitals’ [22]. NOROD orga-

nizes seminars for intensive care staff, but there are no

general practice guidelines for education and training of

intensive care nurses related to change of focus from

intensive care towards donor organ acquisition process.

The purpose of this study was therefore twofold: (i) to

map out hospital-based education in organ donation for

intensive care nurses at Norwegian donor hospitals and

(ii) to elicit from the intensive care nurses a comprehen-

sive set of their needs for knowledge and support in shift-

ing their focus from intensive care towards donor organ

procurement.

Material and methods

Documentation of hospital-based education in organ

donation

All intensive care units at the 28 donor hospitals in Nor-

way were invited to send their educational material and

practice guidelines for organ donation. Twenty of the

hospitals responded. The material was analysed by scruti-

nizing the documents made available.

Interviews in focus groups

Nurses at three hospitals were invited to participate in

focus groups. The scope of a focus group interview is to

use group dynamics to help acquire qualitatively good

data about the participants’ experience and opinions on

the subject in question [23]. This particular method was

chosen to facilitate the intensive care nurses to explore

their own experiences in the organ donation process.

To tap the nurses’ diversity in experience, focus

groups were established at two university hospitals and

one smaller hospital. Between three and six nurses partici-

pated in each focus group. The leadership of the depart-

ments was informed about the project and they gave

permission to carry out the interviews. Criteria for inclu-

sion in the focus groups were that nurses were certified

intensive care nurses and had experienced at least one

organ donation process. Nurse leaders at the wards

recruited nurses to participate. Together with the invita-

tion to participate, the nurses received written informa-

tion about the project and a request for informed

consent.

A semi-structured interview guide was developed to

cover the topics such as collaboration among the staff,

care of next of kin, donor organ acquisition, needs for

knowledge and educational procedures. The interviews

lasted 1 to 1.5 h, were taped and transcribed. Tran-

scripts were analysed according to Kvale’s [24] three

levels of analysis of qualitative data. At the first level of

self-understanding, a rephrased condensation of the
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informants’ own views was worded. The next level of

analysis occurred at a more general commonsense level,

where meanings were interpreted and merged into

broader categories. These are presented in the results

section of this paper. Kvale’s third level implies investi-

gating the categories in a theoretical context and this is

presented in the discussion section of this paper. The

tapes and transcribed material were treated confiden-

tially according to regulations by Norwegian Social Sci-

ence Data Services. The results are presented so that

the identity of no one can be recognized in any publi-

cation.

Results

Documentation on educational material and practice

guidelines

All responding units reported that ‘protocol for organ

donation – a guideline for Norwegian Hospitals’ was

used. In addition, 11 hospitals had developed their own

guidelines. Some units also reported that they used sev-

eral articles regarding organ donation as part of their

educational material. Several units that did not have any

educational material or procedures commented that they

saw the need for structuring this part of the hospital’s

activity. Intensive care nurses from all units had partici-

pated in seminars arranged by NOROD. A compendium

of literature and lectures given during the seminars was

part of the educational material in the units. Only one

unit had organ donation included in the educational

programme for newly employed intensive care nurses.

Another had unit education about organ donation once

a year. They were, however, considering whether educa-

tional input should increase to once a semester because

it was rare they had a potential donor and it was a

challenge to keep up the experience and knowledge of

the topic. Experience was often shared during internal

education. Other examples of educational input were

mentioned by a few hospitals, such as organizing even-

ing teaching, arranging a study tour and a one-day edu-

cational seminar every alternate year for students and

staff.

Findings from interviews in focus groups

Four major themes were developed through the analysis

of data: multidimensional responsibility, organ donation

as a process, time of death as a turning point and the

importance of knowledge and professional competence.

Multidimensional responsibility

Intensive care nurses described several responsibilities in

the donor organ acquisition process such as creating an

environment that was conducive to donation and caring

for the potential organ donor as well as the next of kin.

It was very challenging to comfort and support the rela-

tives while at the same time giving the type and amount

of information that could lead to an understanding of the

situation. One nurse explained:

I think our focus changes in relation to the relatives.

They need different information on another level,

which is very demanding. It demands resources and

it demands a lot of me as a person.

A number of participating nurses declared that intro-

duction of the issue of organ donation was a duty

towards the potential donor and if the question was not

approached, the deceased’s possibility to donate vanished.

All nurses stated that life-sustaining therapy was possible

even though organ donation was on their mind. They

saw their efforts to preserve organs as a meaningful and

important task, i.e. to ensure the best quality of the gift,

hence the recipients got the best possible benefit and life

continued in a way. The letters from the transplantation

centre, detailing which organs could be used and how the

recipients were recovering, were highly appreciated by the

few nurses who had seen them.

Aesthetics, dignity and respect were underscored as

focus of nursing towards the potential donor and the

patients’ next of kin. Some families had never thought

about death and for the most part bereavement came as a

shock. Time and effort were required from the nurses to

take care of the family in this extraordinary situation.

Nurses viewed protection of donor and the relatives as

their special responsibility, more than the physicians’

responsibility. All groups agreed that this responsibility

required two nurses, one to take care of the relatives and

another for the donor organ acquisition. One nurse stated

that it was an honour to be there when someone died.

Another said it this way:

…at the same time I feel that even if it is a donor,

we can have lots of fine conversations. We talk a lot

about how they want it and some times some of

them want to join in the nursing of the body as well.

I feel it can be quite good, as when we are waiting

for someone to die, actually.

All nurses maintained that the termination of treatment

ought to be ceremonious. Two of the groups discussed

the importance of giving the relatives an opportunity to

see the deceased after the donor operation. They could

visualize that this may entail practical difficulties as the

retrieval of the organs often was time-consuming. Never-

theless, the relatives should have the opportunity to

return to the ward when the donor was back from the

theatre. Nurses who had been part of this described it as

dignified and considered it as a good ending for next of

kin as well as for the nurses.
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Organ donation as a process

Many nurses described organ donation as a process where

both relatives and health personnel prepared themselves

for the bereavement. Intensive care nurses pointed out

collaboration and mutual understanding within the treat-

ment group as essential for a good process. If the treat-

ment team did not cooperate, organs for transplantation

could be lost.

It is not a personal or ethical conflict if everyone

agrees, but it becomes a problem as soon as someone

starts signalling that this is not okay. Even if I am

convinced that what I am doing is preservation of

organs towards a donation, it gets ugly if someone

starts mentioning violation, desecration of the body

or not doing enough to preserve life. Then, we do

not have a donor situation anymore, and my experi-

ence is that we lose organs.

One of the groups gave an example of disagreement

within the team: the time for cerebral angiography.

There are discussions in the ward if someone feels

that the decision about angiography is premature or

too late, or booked and then cancelled. This creates

‘waves’, but after angiography silence comes…
Several of the nurses asserted that the donor process

was complicated because they could not be honest

towards the relatives before organ donation was decided.

For example, it was difficult to explain the taking of

numerous tests. This was a breach of confidence. Also,

when doctors refused to inform relatives about the accu-

rate situation, the process became problematic. Improved

teamwork related to information and orientation of rela-

tives could make it easier to speak right out, be open

and take whatever came. Information in an earlier stage

was seen to be preventive; hence relatives did not have

to make a decision when everything else was happening.

All of them underlined that experienced health workers

often grasped early if there was a potential donor and

that donation might be introduced in a conversation

few hours after the arrival in the ward. Transition from

intensive care towards organ donation was described by

many nurses as a development without distinct steps or

changes, a more or less seamless process. One nurse

said:

That point in time when you change from one focus

to the other – that is the clue, but when does it

really start? It does not end with one thing and start

with the other. There is no sudden change the way it

is written in the literature or as you are taught in

lectures.

Nurses believed that most relatives mentally prepared

themselves, even though they did not give up hope before

life was gone. Thus, it was important to facilitate a pro-

cess so families might find time to settle things between

themselves. Relatives displayed many different reactions

and nurses expressed the need to be proficient in different

strategies for these circumstances:

We have to act on every reaction that comes. If it is

denial, crying, anger, anything. So to practise, at least

cognitively, how I can cope is important.

A number of the nurses explained that they defused at

the end of the shift, which was easier if there had been

two nurses involved in the process because then they

could enter the situation right away.

Time of death as a turning point

Intensive care nurses experienced the time of death as a

turning point. They comprehended the importance of not

talking to the deceased but rather to turn to the relatives

and speak about the deceased. If the relatives did not

receive or understand, the exact clinical status of the

patient at that point, new hope might arise when tests

and treatment were seen to be continued.

It is important for me to distinguish between the

two phases, before and after the patient is dead, so

the relatives also comprehend that he is dead. I have

experienced that relatives can become confused, so I

try to be conscious of not talking to the patient at

all, because now he is dead.

To follow the practice guidelines at this turning point

was considered very important. The prescribed diagnostic

tests are a stepwise movement towards angiography.

However, angiography ahead of time was sensitized to be

a consequence of not following guidelines. It might be

easier for relatives to comprehend the situation if the

nurses could persuade the doctors to give orientation and

do clinical tests before angiography. Staying while the

apnoea test was carried out was one way to make it easier

for the relatives to comprehend. It might also make it

easier for the physicians to approach the question of

organ donation more gracefully.

The importance of knowledge and professional competence

Intensive care staff’s familiarization and knowledge were

recognized by all groups to be essential for cultivating

and maintaining the relatives’ trust, and central to the

communication processes. It was pointed out that rela-

tives should know the one who gave the information and

approached with the request for organ donation. The

doctors’ skills and confidence in how they break the sub-

ject and make the request for organ donation were

described as critical for how relatives faced the process.

One nurse gave an example:

I consider him very clear, which illustrates that if

you have the skills and know what you are talking

about, it becomes clear and sincere. The explanations

are understandable. It actually becomes beautiful.
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Some of the nurses said that they frequently yearned to

make the request themselves. They tried to influence the

conversation, while others claimed that it was not their

responsibility. In one hospital, the nurses were implicitly

expected to be part of the conversation. In another, it

was the doctor’s choice. Often the inexperienced doctors

chose to break the information on death of the patient to

the relatives on their own, while the experienced preferred

to involve the nurses. A guideline for the appropriate

time when to give the information and on enhanced col-

laboration between physicians and intensive care nurses

was considered to be a factor that improved the donor

organ acquisition process.

Mutual understanding was seen as supporting and also

formation of a team created confidence in the process.

Intensive care nurses’ knowledge, level of experience and

attitudes were described as important as to when and

how the shifting of focus took place; as one nurse

explained:

If I have thought that this is a potential donor and

the other one has not reached that point yet… you

know at once when the other one is at the same stage

as you. And I can not hasten one who has never expe-

rienced a similar situation to follow my thoughts….

‘Knowing yourself’’ was identified by several of the

intensive care nurses as central to their feeling of security,

when meeting the next of kin. They explained that rela-

tives who met a nurse who appeared uncomfortable with

organ donation might not feel taken care of and further,

all agreed that a nurse who was not at ease should be able

to skip the situation. One of the nurses said that her

knowledge about death and sorrow had helped her in

meeting and understanding the relatives’ needs. Another

one stated:

Previously I hoped the relatives would refuse organ

donation, but today I feel confident and I wish they

will give their consent.

All groups said that their personal knowledge had been

acquired through perusal of literature and discussions in

the ward. On the other hand, training and education in

organ donation were not structured enough, and most

nurses had experienced to ‘have been thrown into their

first donor organ acquisition process’. Time for reflection

was seen as an essential factor.

It is important that nurses who have been in this

kind of situations tell their stories about ‘what was

done and said, and what made it right in the end’.

That way, those who have not been in similar situa-

tions can gain knowledge. That is how I remember

best, if someone tells me stories; it is a way to be

taught. And we are not good at that.

Everyone who had the exposure missed proper debrief-

ing, which they considered as important for education. It

could be a way to share knowledge and experience to

strengthen the personal competence of the nurses.

…part of being a good nurse is to be able to com-

municate, to use your own experience and others’

experiences. So I think it is important to have time

for that kind of education in order to survive as an

intensive care nurse in the ward and be able to give

relatives what they need….

None of the units had routines for debriefing, though

it was often facilitated if someone expressed a need. All

groups were in favour of debriefing where everyone in

the treatment team contributed. Such support could

improve the next situation. At the end of one focus group

interview, one nurse sighed:

This was debriefing. It is exactly what we need.

Most of the nurses had participated in the various sem-

inars organized by NOROD. The seminars were recog-

nized as part of the nurses’ education about organ

donation. The participation of health workers with differ-

ent professional backgrounds was highlighted as the

strength in these seminars.

Discussion

Intensive care nurses sought to develop a donor organ

acquisition process where both the staff and the next of

kin together prepared themselves for the bereavement.

Insufficient or absence of collaborative spirit within the

treatment team could cause difficulties in the process.

Distrust from the next of kin and even loss of organs

could be the result, if the team did not have a mutual

understanding and strategy as to when and how to

approach the relatives. Who should be responsible for

giving the information and how to inform depending on

the situation and the family structure could be part of

this strategy. Teamwork and close co-operation during

the process are emphasized in regard to communication

with the bereaved family in the European Donor Hospital

Education Programme [18]. Another study has shown

that working environments that maintain support and

mutual respect facilitate a culture where discussions about

postmortem intentions freely take place [11].

Another complexity was lack of formal practice guide-

lines in donor hospitals. When to inform and what kind

of information next of kin needed were a subject for dis-

cussions as well as appropriate time for cerebral angiogra-

phy. Legislative regulations are overriding, but do not

give directions in these challenging situations. Studies

have shown that protocols or quality control systems can

improve the donor organ acquisition process. Per one

study, implementation of a protocol for communication

promoted a mutual holistic experience and the whole

team saw the process through. Professional responsibili-
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ties were defined and co-ordinated and this reduced role

vagueness and conflicts [20]. In Spain, the network of

health professionals working with donors made everyone

feel involved and responsible. The network also developed

a quality control system and guidelines for common prac-

tice during donor organ acquisition in the ICUs [6]. How

to approach the question of organ donation and attitudes

towards work with potential donors were discovered as

obstacles to organ donation, in a study among Swedish

physicians. Sanner suggests that the hospitals should give

a higher priority for the organ donation process and that

a proactive donor detection programme could be a key to

success [15].

The experience of multiple responsibilities was another

central finding. The responsibilities demand resources, par-

ticularly nursing resources, as the nurses claimed to have a

greater responsibility than the physicians. In another study,

intensive care nurses clearly saw their professional respon-

sibility and central role in the donation process [14] but

this differs from the conclusions of Chernenko’s study,

where the physicians felt more responsible for identifying a

potential donor and approaching the family than nurses

[19]. Both Riley, Sque and Chernenko argue that nurses

play a vital role in identification of potential donors and

caring for the next of kin. They should be actively involved

in the donor organ acquisition process and in emotionally

supporting the bereaved [13,14,19].

Knowledge and professional competence among staff

are important to create trust when meeting the relatives

in a donor process. Systematic and repeated education is

needed for all professions. Professional input and shared

experience can be gained in different ways such as

debriefing, hospital-based education and courses. Educa-

tion about transplantation and donation as well as train-

ing in communication skills is required to make the staff

confident and experienced in meeting the relatives’ need

for information. Consent for donation often relies on the

relatives’ experience when approached with the request

for organ donation [15,18,19]. Hospital-based pro-

grammes can change the organ donation practice and

educational strategies [6]. Debriefing works both as a

common emotional valve and as professional support and

is a forum for sharing experiences and gaining skills. In

addition, collaboration and mutual understanding in the

treatment team improve [20]. Several earlier studies sup-

port the findings in the present study and highlight the

need for more knowledge and training among intensive

care staff involved in the donor organ acquisition process.

Conclusions

The creation of a good donor organ acquisition process

depends on all the staff involved. Knowledge and experi-

ence as well as mutual understanding are significant fac-

tors while interacting with the relatives. To increase the

number of donors, knowledge about transplantation and

donation is important, but even more essential are the

skills in meeting the relatives’ needs for information and

communication. Diagnostics, legislation, care for the

bereaved and communication should all be part of the

hospital-based education both for the nurses and for the

physicians serving in intensive care units. Practice guide-

lines for organ donation can be an instrument in defining

responsibilities and procedures for disseminating informa-

tion, diagnostics and in interacting with the relatives after

the donation process is over. Debriefing that involves

everyone in the process and promotes a free discussion

can improve common understanding of the mission and

teamwork. The letter from the transplant centre inform-

ing which organs could be used and how the recipients

were recovering should be included in the debriefing.

Further investigation is needed to explore physicians’ atti-

tudes and knowledge in organ donation in Norwegian

hospitals. Relatives’ experience with the donor process is

an area of importance for future investigations. This

theme is, however, a delicate matter.
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