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Primary care interventions to encourage organ donation registration: a

systematic review

Abstract

Background: Previous research has proposed that primary care interventions to increase
organ donation rates can help address the discrepancy between organ donation rates and
the number of patients awaiting transplant. However, no systematic review has been
conducted to examine interventions in this setting.

Objective: To synthesise evidence from previous organ donation interventions conducted in
a primary care setting.

Methods: Six databases and grey literature were systematically searched between
November 2016 and July 2017. Inclusion criteria included English language, studies
published after the year 2000 and unpublished studies. A quality assessment and narrative
synthesis was conducted.

Results: Eight studies met the inclusion criteria, all of which examined actual organ donor
registration as their primary outcome. Seven interventions increased registration to be an
organ donor. Successful interventions utilised active methods of participant engagement
that encouraged donation at the point of patient contact.

Discussion: Despite the small pool of studies that met the inclusion criteria, the results
suggest primary care interventions could produce promising results for increasing organ
donation registration. However, additional higher quality studies are required before firm

conclusions can be made. Barriers to implementation were also found and suggest the
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feasibility of a primary care environment for organ donation intervention should be

investigated.



Background

Worldwide there is a disparity present between available organs and the number required
for transplant [1]. During the period 15t April 2016 to 7t April 2017, 6476 people living in the
United Kingdom (UK) were in need of an organ yet only 3712 transplants were carried out
during this time [2]. A similar pattern is present in the U.S.A, as of 18" July 2017 116933
candidates were awaiting transplant and only 17,155 were carried out in 2017 [3]. Many
countries, like the U.S.A and England, adopt an opt-in method for donation, where consent
for donation is not assumed, donation wishes of the deceased are acknowledged either by
registry in life and/or by family consent after death [4]. Registers are held in these countries
which record whom wishes to be an organ donor [4]. Being a member of a registry gives an
official method for acknowledging wishes and increases the likelihood of family consent [5].
Opt-out systems however, assume a preference for donation unless a person chooses to
opt-out [4], adopted in Austria, Argentina and France for example [4]. Two types of opt-out
system exist, ‘hard’ or ‘soft’ with soft requiring family consent to proceed with donation [4].
The majority of ‘opt-out’ countries use the ‘soft’ method, therefore the importance of

intervention is still highlighted, due to the importance of family consent [4].

Several interventions have been developed to improve rates of organ donation and reduce
the disparity between need and actual transplant [6]. These focus on targeting registration
and/or discussing organ donation wishes with family members [7-14]. Internationally, these
have been implemented using numerous techniques and settings. Many systematic reviews
on interventions in these areas have been carried out (e.g. school based interventions [9],

interventions targeting healthcare professionals [7], ethnic minority focused interventions



[14]. However, no review has yet been published focusing solely on interventions in the
primary care setting. By systematically reviewing these the most effective methods,
strategies and theory can be used to base primary care studies and interventions on in the

future.

Primary care is the main point of contact to healthcare systems [15], therefore interventions
in this setting allow for a high level of exposure to diverse populations of patients. For
example, in the UK at present, asking patients to join the NHS ODR only occurs at
registration at a general practice (GP) clinic, responsible for 9% of the total new registrations
[16]. By developing a new primary care intervention, at least partially based on the results
of this review, it is anticipated that recruitment to registers and family consent levels can be

boosted, particularly if all patients are targeted as opposed to only new registrants.

Objectives
To synthesise evidence from previous organ donation interventions conducted in a primary
care setting and determine their effectiveness in improving both primary and secondary

outcomes.

Method

Inclusion and exclusion criteria

Included in this review were primary studies of interventions, published and unpublished, in
the English Language. Peer reviewed journals, conference proceedings and theses were all
included. Any intervention aimed at encouraging organ donation conducted in a primary

care setting regarding deceased organ donation was included. All types of participants were



included; for example, patients, healthcare professionals and the general public. Excluded
from this review were interventions not conducted in a primary care setting, those not

targeting organ donation nor those targeting living organ donation.

Data sources and searching strategy

Electronic databases searches were conducted from 27/11/2016 to 19/07/2017. The
following electronic databases were selected for search; PsycINFO, CINAHL, Medline,
Scopus, Web of Science and Global Health using the search string: (((Organ OR transplant))
AND intervention*) AND (GP OR "general pract*" OR "family medicine" OR physician* OR
"primary care"). Ethos was also searched using the string; organ donation AND primary care.
The reference lists of papers that passed all inclusion criteria were hand searched and
authors of included studies contacted alongside other experts in the field both in the UK and

internationally regarding studies for inclusion.

One reviewer (CPJ) screened articles by their title and subsequently by abstract if applicable.
Full-text articles were obtained of studies meeting eligibility criteria following abstract and
title review, and of those for which eligibility could not be established. A second reviewer
read the full-text to determine eligibility. A third author not part of the original review
process was available to resolve any disputes. The number of articles screened at all stages

can be viewed in the PRISMA Flow Diagram (Figure 1) [17].



Data Extraction and Management

Eligible primary outcomes were actual behaviour of organ donor register sign up or
conversation with family taking place. Secondary outcomes included were split into the
following categories; Intention - to donate, sign-up or discuss with family members,

and cognitive - improvement in knowledge, attitude change, identification or improvement
in barriers and facilitators to donation. The lead author extracted data using an excel
spreadsheet with the following columns; title, author, date of publication, language, aims,
hypotheses, design, sample details (size, method), intervention design & timescale,
intervention theory, intervention target group (patients/staff), intervention target gender,
intervention target participant age, intervention target participant ethnicity, intervention
target participant socioeconomic status (SES: if applicable; patient gender, patient age,
patient ethnicity, patient SES), attrition, outcome, outcome measures, analysis method,
outcome results, other results, limitations, other comments. Records of searches were

stored and duplicates removed using Endnote Desktop version X7.

Quality Assessment

Quality assessment was performed on all studies included for analysis, using the Cochrane
recommended ‘Assessment tool for Quantitative studies’ published by the ‘Effective Public
Health Practice Project’ [18-20]. This tool assesses studies according to selection bias, study
design, confounders, blinding, data collection methods, withdrawals and drop-outs,
intervention integrity and analyses. Component ratings are calculated according to these
scores and studies are categorised as strong, moderate or weak. Strong studies had no weak
ratings, moderate studies had one weak rating and weak studies had two or more weak

ratings.



Analysis

Due to the variation in reporting of outcome measures (independently verified sign-up
versus self-reported sign-up and intention to sign-up) and the lack of any outcome data in
one study, a meta-analysis was considered inappropriate. Narrative synthesis was chosen to

best investigate the data, and the studies were analysed according to type of intervention.

Results

Description of studies

Electronic and hand-searches identified 3185 studies, reduced to 1407 after duplicates were
removed (Figure 1). Title and abstracts were screened according to the inclusion criteria;
1395 records were excluded at this stage. Full-text assessment on ten articles led to the
exclusion of two articles which were not conducted in a primary care setting (Siegel et al.,
2008 [21] naturalistic settings and Manyalich et al. 2013 [22] healthcare workers in various
settings across Europe), therefore ten studies were included in the final review. These
consisted of two theses (Pradeep, 2014 [23] & Faudree, 2010 [24]) four peer-reviewed
journal articles (Thornton et al., 2016 [25], Bidigare & Ellis, 2000 [26], Salim et al., 2014 [27]
& Natt et al., 2017 [28]) two conference presentations identified through correspondence
with experts in the field (Degenholtz et al., [29] & Razdan et al., [30]), one student
presentation (Rocque, 2017 [31]) and one unpublished study conducted by NHS Blood and
Transplant (NHSBT; Asghar [32]). One hundred percent agreement for eligibility between

the first and second reviewer was established.

[Figure 1]



Included Studies

The characteristics of included studies can be seen in Table 1. Included studies were
conducted between 2000 and 2017 in either the U.K (Pradeep, 2014 [23] & Asghar [32]). or
U.S.A (Faudree, 2010 [24], Thornton et al., 2016 [25], Bidigare & Ellis, 2000 [26], Salim et al.,
2014, [27], Natt et al., 2017 [28], Degenholtz et al., [29], Razdan et al., [30] & Rocque 2017
[31]). Studies were randomised control trials (RCTs) (Thornton et al., 2016 [25] &
Degenholtz et al [29]), non-randomised controlled trials (Bidigarre et al. 2000 [26]),
interrupted time series (Salim et al., 2015 [27]) and one-group cohort studies (Pradeep,
2014 [23], Faudree, 2010 [24], Natt et al., 2017 [28], Razdan et al., [30], Rocque, 2017 [31] &
Asghar [32]). Five interventions focused on training staff as well as targeting patients
(Pradeep, 2010 [23], Faudree, 2010 [24], Degenholtz et al [29], Razdan et al., [30] & Asghar
[32]) and five encouraged donation only through intervention with patients (Thornton et al.,
2016 [25], Bidigare et al., 2000 [26], Salim et al., 2015 [27], Natt et al., 2017 [28], Rocque,
2017 [31]) . The primary outcome of nine included studies was actual registration as organ
donors (Pradeep, 2014 [23], Faudree, 2010 [24], Thornton et al., 2016 [25], Bidigare & Ellis,
2000 [26], Salim et al., 2014, [27], Natt et al., 2017 [28], Degenholtz et al., [29], Razdan et
al., [30] & Asghar [32]) and intention to register as an organ donor in one study (Rocque,

2017 [31]).

[Table 1]



Excluded Studies

Two studies that were entered into the full-text screening stage were excluded from
analysis as they were not conducted in a primary care setting. Siegel et al. [21] in hospital,
library, community college and university settings, and Manyalich et al., [22] conducted

across all health professionals involved in donation and transplant processes.

Quality Assessment

The methodological quality of included studies varied from strong to weak, see Table 2.
Seven studies were classed as ‘weak’ (Pradeep [23], Faudree [24], Bidigare et al [26], Salim
et al.,, [27], Razdan et al., [30], Rocque [31] & Asghar [32]). Natt et al. [28] as ‘moderate’,
Thornton et al. as [25] ‘strong’, and Degenholtz et al., [29] ‘strong’ for its primary outcome
of organ donation registration but ‘moderate’ for its assessment of physician and staff
knowledge and attitudes. The latter two studies were randomised controlled trials,
reporting clearly on participant detail, with well-matched groups, and valid and reliable
measures of organ donation registration (Thornton et al., [25] & Degenholtz et al [29]). Natt
et al., (2017, [28]) a one-group cohort study was rated moderate due to clear reporting of
dropout-rates and data collection methods, but lack of reporting of potential confounders.
Five of the weak studies were one group cohort studies (Pradeep, 2014 [23], Faudree, 2010
[24], Razdan et al., [30], Rocque, 2017 [31] & Asghar [32]), one an interrupted time series
(Salim et al., 2015 [27]), and one a controlled clinical trial with no randomisation of
participants (Bidigare et al., 2000 [26]). The weak studies also either did not report on
possible confounders or note withdrawals and drop-outs during intervention. However, five

rated weak weak’ (Pradeep [23], Faudree [24], Bidigare et al [26], Salim et al., [27], Razdan



et al., [30], & Asghar [32]) did use direct sign-up to an organ donor registry through form

completion except Rocque who used intention to register [31].

[Table 2]

Effects of intervention

In eight out of the nine studies who used actual organ donor registration as their primary
outcome, an increase in organ donation registration occurred (Faudree, 2010 [24], Thornton
et al., [25], Bidigare et al., 2000 [26], Salim et al., 2014 [27], Natt et al., 2017 [28],
Degenholtz et al., [29], Razdan et al., [30] & Asghar [32]). However, this increase varied in
size depending on the type of intervention applied. Rocque (2017 [31]) did not find an
increase in intention to register as an organ donor. A summary of the results can be seen in

Table 3.

[Table 3]

Active versus Passive Patient Interventions

All the interventions used to target patients can be categorised into ‘active’ (i.e. those that
involve discussion, prompting, engagement or encouragement of donation) and ‘passive’
(i.e. those where printed materials were displayed but relied on the patients’ approach).
These were either combined i.e. active methods as intervention arm and passive as control,

or evaluated in isolation.



One passive only study (Pradeep, 2014 [20]) did not report any new registrations to the U.K.
organ donation register after conducting their intervention, which consisted of health
professional training and printed materials being made available for patients. The author
also reported challenges to intervention implementation, mainly GPs and practice
managers’ concerns about resources. She states that although initially an active intervention
was planned, the GP’s would not implement it and requested passive materials be used

instead.

An additional study also found no effect of the intervention, through intention to register.
Rocque (2017, [31]) implemented an active intervention where patients attending a primary
care clinic for their annual check-up were provided with an information sheet and survey.
Only 6 participants took part, with an average intention to register score of 2.5 (Based on 1-
5 Likert Scale, 1 is Very Unlikely and 5 is Very Likely). Qualitative outcomes were also
examined, barriers included a belief that organs would not be usable (N=3/6, 50%) and
participants requiring more time to consider their decision (N=2/6, 30%). Rocque, however

highlights that further research is required due to the low N recruited to this study.

An active intervention by Natt et al (2017, [28]) also used information sheets and
pamphlets, and included a donor registration form. Of those patients who returned the
registration forms (N=46/60, 76.6%) an increase in registration to become an organ donor
was found (N=11/39, 28.3%). Participants served as their own control by disclosing their
organ donor registration status prior to completing the intervention. Compared to baseline
(6/60, 10%) the authors report an increase of registration rate by 18.3% in those who

returned the form and were not already registered (N=11/39, 28.3%). As above however,



the authors critique the generalisability of this study due to the low number of participants

recruited.

Thornton et al. [25] utilised an active intervention where patients viewed a five-minute
video to encourage donation then were asked to select a question about organ donation to
ask their physician. This intervention resulted in a greater number of participants signing-up
to be organ donors than compared to the control arm of usual care (N=100/456, 22% versus
N=71/459, 15% respectively; adjusted odds ratio (OR), 1.50 (95 % Cl, 1.10-2.13). Differences
were also found for organ donation knowledge scores post-intervention, with 16% higher
knowledge in participants who had discussed organ donation with their physician compared

to participants in the control group.

Asghar et al. [30] also implemented an active intervention, involving ‘prompted choice’ in
one U.K. primary care practice. This pilot one group cohort study trained practice staff in
organ donation, who then asked patients if they would like to register on the NHS ODR.
Over a four-month period, 39% (N=277/703) of patients asked agreed to join the NHS ODR.
A high proportion of uptake was noted among groups who are underrepresented on the
NHS ODR [16] [33], including 55% (N=152) of over 50s and 16% (N=46) from Black, Asian,
and minority ethnic communities. Six out of forty-nine practices expressed an interest in
taking part in the study, with barriers expressed by the practice staff concerning resources

and time to devote to the intervention.



Combining both active methods and passive materials and one group cohort design,
Faudree [24] implemented a brochure-based intervention, given to those attending a
military primary care centre by their physician at time of their annual check-up. Patients
could request more information about organ donation and were asked for their donation
intentions during their clinic appointment, post-brochure being given. Out of the 94 who

were not already donors, 42 (21%) decided to donate post-intervention.

Also combining these strategies, Salim et al. [27] examined the influence of staffed (active)
and unstaffed (passive) kiosks containing pamphlets, posters and sign-up forms. During the
staffed period of one week, 102 people sighed up to become donors, significantly more than
during the unstaffed period of six weeks where two people signed up (Unstaffed: 0.03 per
1,000 [95% CI: 0.0-0.1]. Staffed: 10 per 1,000 [95% Cl: 8—13]; p <.0001). However, Bidigare
et al.[26], found no significant difference in sign-up between those who received passive
printed material exposure combined with discussion with their physician and those who
received passive material alone. Furthermore, the authors report results could be
contaminated as ethically they were unable to control for participants in the passive arm
initiating discussion with their physician concerning organ donation. Finally, Degenholtz et
al’s [28] three-arm randomised controlled trial used an intervention involving physician and
staff training, using passive materials as their control. Posters and pamphlets promoting

organ donation only saw no new registrations in the control arm.



Primary Care Physician and Staff Training

Five studies investigated the role of primary care physician and staff training on registration.
As previously stated, Pradeep [23] did not observe any new sign-ups to the register when
training and passive printed media were introduced into five U.K. GP practices. However,
the results by Asghar et al. [30] and Faudree [24] and Degenholtz et al [28] large scale
randomised control trial contradict these results. A pilot study by Razdan preceded this RCT
[29] working with a USA based primary care clinic to redesign the workflow and train staff in
organ donation. This redesign caused patients to be presented with information and sign-up
forms at clinic check-in and caused 29/444 (6.5%) previously unregistered patients to sign-
up. These results were used as the basis for Degenholtz et al. [28] study across 121 clinics
with a total of 20,000 patient encounters over the trial period. Three arms were introduced,
in-person training, web-based training and a control arm with posters and brochures for
patients only. 225 people signed up in the web training condition (N=225/7950, 7.1%), 536
in in-person training (N=536/13,239, 8.6%) and, crucially, no new sign-ups were recorded in
the control arm. Both clinics with web and in-person training had sign up rates higher than
control. Staff knowledge and attitudes were also examined; the intervention arms
significantly improved knowledge (Web average knowledge score 10.35/15, in-person
10.21/15) compared to the control arm (8.54/15, p<0.001) and in-person training caused
significantly higher positive attitudes (4.51/5) than both web-training (4.4/5, p=0.01) and

control (4.28/5, p<0.001), with web-training also significantly higher than control (p=0.04) .

Discussion
To the best of our knowledge, this systematic review is the first examining organ donation

interventions in primary care. Ten studies were identified which assessed the effectiveness



of various types of intervention to increase sign-up rates to the organ donation registry, in
the UK and USA. All but two of these studies identified an increase in sign-up rates post
intervention; however, the ability to attribute this to a particular intervention methodology
was limited. Two studies by the same research team focused on educating primary care
professionals across multiple clinics. These proved significantly more successful in
comparison to control groups of no education. Positive results were also found for
interventions that employed discussion with physician or active in-person recruitment
techniques in this setting. In contrast, those studies using passive methods where patients
must be self-motivated and approach materials themselves had lower rates of sign-up to
the register. Although a limited number of studies were found, this latter finding was strong
and consistent throughout included interventions. Using active and passive methods to

encourage other health behaviours also support the findings of this review [34-39].

A strong body of evidence supports the use of active methods of recruitment to organ
donation registers in other settings, specifically the Driving Motor Vehicles (DMV) offices in
the U.S.A. Numerous studies have investigated how to improve sign-up rates in this setting,
the majority of which have found success [40-53]. The generalisability of these studies
internationally however, is challenging, due to the unique nature of the DMV to the U.S.A.
The studies reviewed in the present paper, indicate that primary care could provide the
setting through which active interventions, like those investigated in the DMV, could be
implemented internationally. Primary care settings are usually the first point of contact for
patients with their health service and thus provide an opportunity for large numbers of

people targeted through active intervention [54].



Due to the small number of studies and mixed quality assessment results found, there is
uncertainty as to whether these results would be replicated in future studies however.
Further, although positive support for passive methods has also been found, often previous
studies do not compare passive to an active intervention group [55]. Two studies examining
sedentary behaviour compared passive and active methods, with passive posters at the
point of behaviour increasing target behaviour levels alongside active methods [56-57]. The
implication for the current review is that although active interventions are superior, passive
methods could be successfully used alongside the active at the point of behaviour and

should not be discarded altogether.

A theoretical explanation for these results comes from the IIFF model of organ donation
registration behaviour by Siegel, Alvaro and Hohman (2010, [58]). The IIFF model stands for,
Immediate sign-up opportunity, Information provision, Focused Engagement and
Favourable activation. The authors state all of these factors must be included
simultaneously for registration behaviour to take place. A key element in the successful
studies reviewed in the current paper is the opportunity to undertake the behaviour
immediately after or during exposure to the intervention. The authors propose it is this
element which differentiates the unsuccessful passive and successful active organ donation

interventions in this review.

It is important to note however that throughout the studies reported, no capture rate of
passive interventions was provided. It is possible therefore that the superior findings for
‘active’ studies could be due to poor intervention fidelity of passive interventions, rather

than poor efficacy of the materials themselves. Passive materials could have been displayed



in ways which caused them to be ignored or not noticed by participants [59-61]. This could
also be explained by the IIFF model, where focused engagement or a participant engaging
with the passive intervention materials, does not occur due to their placing in a primary care
setting. Previous research has found that placing of passive materials in primary care is
often inappropriate and healthcare professionals themselves are often not aware of their

presence [59].

Implications for Practice

The results of this review indicate that the use of passive posters, brochures and pamphlets
as organ donation interventions in primary care settings are likely to be ineffective on their
own. These passive approaches, although cost-effective should be combined with active
methods to encourage donation if an increase in donor registrations is desired. Previous
investigations into the use of posters and leaflets in primary care has been conducted at
length, with a lack of leaflet display fidelity, concern over patient perceptions and lack of
patient engagements with leaflets being reported to be key barriers to implementation [59-
61]. The active methods to promote organ donation registration used in eight of the studies
contained in this review have the potential to help combat these barriers. By directly
engaging with patients concerning organ donation fidelity issues such as patient exposure or
poster placement are lessened. Training healthcare professionals in organ donation
communication could also aid with these barriers by lessening any embarrassment or fear of

negative patient perceptions through providing communication strategies and tools.



Implications for Research

Two high quality RCTs show positive results for intervention in this setting, with regard to
staff training on registration rates and direct patient intervention [25, 29]. However, five
studies were of low quality and one moderate. Therefore, it is recommended that further
high quality research is needed before firm conclusions of intervention efficacy can be
made. Further, barriers expressed by Pradeep [20] and Asghar et al. [26] suggest that a
primary care setting, although potentially effective, may not be feasible for large scale
intervention roll out. Of note, Pradeep [20] was the only study to find no new sign-ups post-
intervention. Although poorly scored in the quality assessment, the author attributed these
results to expressed time constraints, causing barriers to access and implementation by the
practice managers and GPs themselves. To combat barriers of the type expressed by Asghar
et al., [26] and Pradeep [20], Razdan et al., [24] incorporated a collaborative workflow
rearrangement to include organ donation sign-up forms as part of general practice. This was
well received by the pilot clinic and the authors did not anticipate additional burden by
including this. These results are promising and suggest a collaborative approach to

intervention development between researchers and general practice could be successful.

It should also be stated that although some positive results have been found in this context,
the feasibility of this environment for intervention has yet to be investigated fully by any
study. Therefore, recommendations are made for future studies to assess the feasibility of
primary care as a setting for organ donation interventions, prior to intervention efficacy

assessment.

Conclusion



Increasing rates of organ donation is vitally important to counter the discrepancy between
donation rates and those awaiting transplant. By examining interventions previously
conducted, effective methods and settings can be determined. This review focuses on organ
donation interventions in primary care settings and found 10 eligible studies, nine targeting
actual organ donor register sign-up and one intention to sign-up. Successful interventions
were found to utilise active methods of participant engagement that encourage donation at
the point of contact. Passive methods such as leaflets, posters and those with which the
participant has to actively engage show less promising results. Combining active and passive
strategies along with primary care staff training is recommended, however, this review
highlights the potential barriers to implementation in primary care and the dearth of

research assessing the feasibility of this setting for organ donation interventions.
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Figures

Figure 1: PRISMA Flow Diagram of Search Results.
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Tables

Table 1: Characteristics of included studies.

Author (Date)  Location Design Intervention Description Primary Sample N (Clinics,  Sample Details
Outcome(s) Staff trained
and/or patients)
Pradeep North-West One Group GP’s and staff were trained in Organ 5 GP Practices. South Asian
(2014) [23] England Cohort organ donation, posters and Donation population - 94.66%,
brochures available in Registry 93.67%, 92.19%,
multiple languages displayed Sign-up. 90.96% and 74% in
in practices. each clinic.
Faudree Fort Stewart, One Group Military primary care staff Organ One military 85% Caucasian, 15%
(2010) [24] Georgia, Cohort were trained in organ Donation primary care clinic  Hispanic.
U.S.A. donation (physicians and Registry N=197.
doctors). At patient annual Sign-up.
health check, they asked if
they wanted more
information regarding
donation (brochure) and if
they wanted to be a donor.
Thornton et Cuyahoga Randomised 5-minute video viewed by Organ 18 primary care Randomised
al., (2016) County, Ohio, Control Trial participants on iPads. Donation clinics. N=915 patients: 32% male,
[25] USA. Prompted to choose an organ Registry patients 77% black, 20%
donation question to discuss Sign-up. randomised. white, 11%
with physician in their bachelor’s degree.
appointment.
Bidigare et St John Controlled Pamphlet containing Organ N=300 patients. 2 Not Specified
al., (2000) Providence, Trial (non- commonly asked questions Donation attending
[26] Michigan, randomised) and a sticker for sign up given. Registry physicians and 1
USA. A brief discussion with Sign-up. visiting physician.
physician also conducted.
Salim et Southern Interrupted Kiosks set up in clinics, either Organ 3 community Clinics in Hispanic
al.,(2015)[27] California, Time Series staffed (6 weeks) or unstaffed Donation clinics and 1 neighbourhoods.
USA. (1 week). Kiosk included a Registry hospital clinic Serving a high
poster, brochure, registration Sign-up. Serving 59,181 proportion of low
materials and a box to place patients in income and low

completed sign up forms.

unstaffed period

education.



Natt et al. Ontario,

(2017) [28] Canada

Degenholtzet  Pennsylvania
al., (n.d.) [29] and West

Virginia, USA.

Razdan et al., West Virginia,

(n.d.)[30] USA.

Rocque Vermont,

(2017) [31] Us.s

Asghar et al., Enfield, U.K.

(n.d.)[32]

One Group

Cohort

Randomised

Control Trial

One Group

Cohort

One Group

Cohort

One Group

Cohort

3 cycles of intervention were
conducted. Pamphlet testing
for feasibility in cycle 1, N9.
Cycle 2 included pamphlet and
registration form given to
patients in waiting room, N30.
Cycle 3 included edited
pamphlet to include graphic,
rather than statistics,
alongside registration form,
N60.

Training of physicians and
office staff. Arm 1 —In-person
training. Arm 2 — web-based
training.

Training physicians and office
staff. 50 minute in person
presentation. Rearrangement
of clinic workflow to include
patients being given organ
donation sign up forms at
clinic check in.

Patients awaiting annual
health check were given
information sheet and a
brochure in primary care
clinic. These addressed myths
and misconceptions about
organ and tissue donation.
Practice Nurses, Healthcare
Assistants and Practice
Managers asked patients
during consultation if they
would like to join the organ
donor register. Face to face

training was provided before

Organ
Donation
Registry

Sign-up

Organ
Donation
Registry
Sign-up.
Organ
Donation
Registry

Sign-up.

Intention to

donate

organs.

Organ
Donation
Registry

Sign-up.

and 9,805 patients

in staffed period.

One primary care Not reported.
clinic. N69.
121 clinics, Patients 57.7%

N=20,000 patient female aged 18-64,
encounters. 95% white. Staff

87.6% female.

1 clinic, N=733 Not Specified
patients

One primary care Not reported.
clinic. N6.

One General 62.2% White.

Practice clinic in

the U.K., N=430.




intervention commenced.




Table 2: Quality assessment of included studies in our review, using Assessment tool for

Quantitative studies [20].

Author Selection Study Confounders  Blinding Data Withdrawals  Global

Bias Design Collection and Rating

Methods Dropouts
Pradeep [23] Moderate  Moderate  Moderate Moderate  Weak Weak WEAK
Faudree [24] Moderate  Moderate Weak Moderate  Weak Weak WEAK
Thornton et al. [25] Moderate  Strong Strong Moderate  Strong Strong STRONG
Bidigare et al. [26] Weak Weak Moderate Moderate Moderate Weak WEAK
Salim et al. [27] Moderate  Moderate  Weak Moderate  Strong Weak WEAK
Natt et al [28 ] Moderate  Moderate  Weak Moderate  Strong Moderate MODERATE
Degenholtz et al. [29] Moderate  Strong Strong Moderate  Moderate  Strong STRONG/
MODERATE

Razdan et al. [30] Weak Moderate  Strong Moderate Moderate Weak WEAK
Rocque [31] Weak Moderate  Weak Moderate  Weak Weak WEAK
Asghar et al. [32] Moderate  Moderate  Weak Moderate  Strong Weak WEAK




Table 3: Results of included studies.

Author (Date) Primary Sample Results Summary
Outcome
Pradeep (2014) [23] Actual 5 GP Practices No new registrations to the U.K. NHS Organ Donor Register.

Faudree (2010) [24]

Thornton et al., (2016) [25]

Bidigare et al., (2000) [26]

Salim et al.,(2015)[27]

Natt et al. (2017) [28]

Degenholtz et al., (n.d.) [29]

Razdan et al., (n.d.)[30]

Rocque (2017) [31]

Asghar et al., (n.d.)[32]

registration

Actual
registration

Actual
registration

Actual
registration

Actual
registration

Actual
registration

Actual
registration
Actual

registration

Intention to
register

Actual
registration

N94

Intervention Arm N456,
Control arm N459.

N176

Staffed patient encounters
N 9,805

Unstaffed patient
encounters N 59,181

N39

Patient encounters
N20,000

N444

N6

N703

21% registered post intervention.
Intervention arm resulted in higher sign-up than control arm
(22% versus 15%).

40% of patients decided to become organ donors post
intervention.

Significantly more people registered during staffed kiosk period
than unstaffed (102 people versus 2 people).

Increase in registration to become a donor by 18.3% compared
to participant’s registration status prior to intervention.

7.1% signed up to register in web training condition, 8.6%
signed up in in-person training and no new registrations were
found in control condition.

6.5% patients signed up to organ donor register.

On Likert scale 1 —very unlikely to register and 5 — very likely to

register. Average intention to register score 2.5.

39% of patients joined NHS Organ Donor Register.
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