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Abstract 

Patients of racial minorities have lower chance of securing a suitable donor, essential part 

of successful allogeneic stem cell transplant. In this simulated interview study, we sought 

to examine how hematologists discuss donor options and risks with patients with high-

risk myeloid neoplasm considering transplant. Thirty-seven US hematologists 

participated (65% male; 65% white, 24% Asian, none Black), randomly assigned to meet 

with a Black or white patient actor. The hematologists emphasized the benefits of a full 

match with the white patient and high chance of securing a donor. Conversely, with the 

Black patient, they tended not to ask about ancestry, discuss the donor registry, race 

implications or challenges with donor search. Knowing the patient had children, many 

recommended haploidentical transplant. The unique circumstances of transplant argue 

for a focused communication including discussing race. While conversations should be 

tailored to each patient, limiting essential information on donor options may contribute to 

disparities. 
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Introduction  

The availability of a suitable donor plays an integral part in the success of 

allogeneic stem cell transplant (alloSCT).1,2 Historically, the preferred donor source has 

been a fully matched related donor (MRD), with a matched unrelated donor (MUD) being 

a viable second option. Still, only about a third of patients have a suitable sibling donor3 

and preference for MRDs over MUDs is diminishing due, in part, to superior outcomes 

with younger unrelated donors in some cases.4-6 While white patients of European 

descent have about 75% chance of finding MUD through the international donor registry, 

patients of racial and ethnic minorities have a lower chance, with Black patients having 

among the lowest at around 20%.3,7 Reasons for this are multifactorial, including 

increased variability in HLA polymorphisms, lower registry representation overall and 

scarcity of registered donors who ultimately donate upon request.8-12 Black patients are 

therefore far more dependent on alternative donors, including haploidentical (haplo), cord 

blood (CB) and mismatched unrelated donors (MMUD).  

AlloSCT is the only treatment associated with cure across many myeloid 

malignancies, including high-risk myelodysplastic neoplasm (MDS), a disease of older 

adults associated with particularly poor prognosis and potential for leukemic 

transformation.13,14 Survival outcomes of patients with high-risk MDS who undergo 

alloSCT based on availability of a fully human leukocyte antigen (HLA)-matched donor, 

related or unrelated, are better when compared to those who do not have a donor and do 

not undergo transplant.15-17 However, alloSCT comes with uncertainty and risks, including 

early treatment-related mortality, graft rejection, and graft versus host disease (GVHD).18-
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21 AlloSCT from mismatched donors have been associated with worse outcomes,1,22-24 

but recent advances, particularly the use of post-transplant cyclophosphamide, have 

markedly improved their safety.25-27 This has reduced barriers to access of alloSCT, 

particularly for minorities, and most patients will eventually find a donor28,29, though 

patients of African ancestry still have the lowest availability, even of alternative donors30. 

Furthermore, due to heterogeneity and the relatively rare nature of performing alloSCT, 

uncertainty remains about true equivalence with mismatched donors and the historic 

strong preference for matched donors still influences many providers.  

Beyond donor availability, alloSCT remains a highly complex and costly procedure 

that tends to magnify other disparities in the health care system.31,32 Disparities in doctor-

patient communication contribute to healthcare inequities33 which can be further amplified 

by the complexity of the subject34, such as when discussing alloSCT. As donor availability 

is affected by race, studying how hematologists discuss donor options and their impact 

on decision making is of particular interest. To our knowledge, no prior studies have 

explored how hematologists engage patients of different race/ethnicities in conversations 

about donor-related issues during the transplant consultation. In this study evaluating 

communication practices of transplant hematologists with patients with high-risk MDS 

considering alloSCT, we compared how hematologists discuss donor options and risks 

with Black versus white patients.   

Materials and methods 

Study design 
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This is an observational study of video-recorded virtual encounters. We recruited 

fellowship-trained transplant hematologists in the United States and randomly assigned 

them to meet with either a Black or white actor similar in all physical and clinical 

characteristics, except for apparent race and trained to portray the same 67-year-old man 

with newly diagnosed high-risk MDS sent for specialty consultation. The encounters were 

with simulated patients to control for differences in patient factors and isolate 

hematologists’ behavior. The patients were similar in all features except for their apparent 

race and trained to mirror each other to have consistent performances across encounters. 

The case represented a realistic alloSCT candidate with potential sibling/children donors 

and was designed so that hematologists could focus on treatment decision making. The 

hematologists were informed that the study’s purpose was to analyze how hematologists 

approach a consultation with different patients with high-risk MDS and discuss treatment 

options. They were told they would meet with a simulated patient but not that they would 

be randomized to meet with either a Black or white patient or that we would be comparing 

the interactions based on race of the patient. The hematologists answered a demographic 

survey prior to participating, which included information on their clinic practice. The 

encounters mimicked a telemedicine visit using video conferencing software, with each 

visit lasting up to an hour. Further details about the patient case, participants and 

recruitment, actor hiring and training, encounters, and qualitative analysis have been 

described elsewhere.35,36 All the hematologists who were contacted, met eligibility criteria 

and agreed to participate were included in the study. We obtained approval to conduct 
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this study from the University of Wisconsin Minimal Risk Research Institutional Review 

Board.  

 

Results  

We contacted over 200 hematologists from 85 US academic centers, of which 37 

from 25 centers consented and participated in the study. Their self-reported demographic 

and clinical characteristics are listed in Table 1. Seventeen hematologists met with the 

Black patient, and 20 with the white patient. Of the 37 participants, 24 (65%) were white, 

9 (24%) were Asian, and none was Black.  

 
A. General observations 

All but one of the hematologists discussed donor-related issues during the visit. Seven 

(19%) limited their discussion to brief review of the process of finding either a related 

donor or an unrelated donor through the registry. The majority (73%, n=27) provided 

numerous details about the donor process:   

1. The need for a suitable donor based on matching. Most hematologists 

explained that finding an appropriate donor is a major early step in undergoing 

transplant and inquired about the patient’s siblings and/or children very early in the 

visit. Most expressed a preference for a fully matched donor but many 

acknowledged recent advances allowing safer use of haplo.  

2. The unrelated donor registry. Many (86%, n=32) introduced the international 

donor registry as an additional source.  
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3. The need to start the donor search early. They consistently recommended to 

start the search to avoid delays later, regardless of whether transplant would 

ultimately happen or not.  

4. Reassurance that a donor would be found. Most expressed hope of finding a 

donor and that it should not be a barrier to undergo transplant.  

5. Lack of pressure to make a decision during the first visit. Many emphasized 

that the search would not commit the patient to undergo transplant, but some 

reasoned that the outcome of the search could help them make a decision.  

Rarely (8%, n=3, all with the white patient), hematologists provided even greater details 

about the donor selection process and risks associated with specific sources.   

 
B. Observations specific to patient race  

1. The role of matching, the risks of mismatching and the use of haplo and 

alternative transplants.  

Most hematologists who met with the white patient emphasized finding “a perfect 

match” to optimize transplant outcomes and minimize risks. They expressed a preference 

for MUD, after a sibling donor, explained the benefits of full match and outlined the risks 

of mismatching, including GVHD and rejection (Box 1). Most (65%, n=13) reviewed the 

option of haplo and that its outcomes have improved, but given risks involved and less 

experience this would be less preferred and unlikely needed. Some (25%, n=5) 

mentioned the option of using CB, though generally not in an older patient. Two 

hematologists (10%) additionally mentioned the possibility of using MMUD if all other 

options were unavailable.   
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Hematologists who met with the Black patient did not discuss the benefits of a close 

match to the same extent as with the white patient. While many expressed that MRD or 

MUD would be optimal, after knowing the patient had children, they focused on 

reassurance that recent advances have enabled the use of haplo (Box 1). They gave 

variable estimates of overall outcomes from haplo, without providing specific details. 

Some stated that haplo transplants are superior to other donor sources, whereas others 

acknowledged that variability in outcomes reported in studies has caused debate and 

uncertainty, but reassured that adjustments could be made to achieve more favorable 

outcomes. Only two hematologists (12%) mentioned CB as an option, and none 

discussed the possibility of using MMUD. Hematologists generally discussed differences 

in risks from alternative donor sources to less extent with the Black patient.  

 
2. Ancestry history taking and the role of race/ethnicity in finding a match.  

All but one of the 20 hematologists (95%) who met with the white patient discussed 

the donor registry whereas 13 of the 17 hematologists (76%) who met with the Black 

patient mentioned the donor registry. Four hematologists (20%) asked the white patient 

about his ancestry, whereas none asked the Black patient about his ancestry. Six (30%) 

explained to the white patient that ethnicity impacted the probability of finding MUD, 

whereas 3 (18%) explained the same to the Black patient (Box 2). Of these 

hematologists, two were non-white themselves which one explicitly referenced. One 

hematologist did not explain ethnic differences but markedly overestimated the odds of 

finding MUD for the Black patient.  
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3. The assurance of having a donor.  

Overall, hematologists expressed optimism that with adequate family members, donor 

availability should not be a barrier to transplant. They frequently reassured the white 

patient he would have many options to choose from to find the best donor (Box 3).  

In comparison, they reassured the Black patient he would find a donor. Several stated 

that haplo would be a likely source for the Black patient. Some expressed a preference 

for using one of the patient’s children as a donor, inquired about his children before his 

siblings, and used declarative statements that one of his children would ultimately be the 

donor. A few explained that haplo would be their first choice based on their institution’s 

preference.  

 

4. Deferring the discussion of donor options.  

Notably, some hematologists postponed discussions of donor issues at this first visit, 

either explicitly or implicitly deferring this to after a first registry search. Some who met 

the white patient minimized donor-related issues stating it wouldn’t pose a problem (Box 

4). Some mentioned to the Black patient the possibility of not being able to find a donor, 

or that other barriers such as lack of social support could prevent the patient from 

undergoing transplant, and consequently deferred recommending for/against it (Box 4). 

The single encounter where donor options were not reviewed at all was with a Black 

patient where chemotherapy was recommended over transplant after the patient 

expressed valuing quality of life and time spent with family. 
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Overall, the differences we observed in communications on donor issues did not result in 

significantly different recommendations to the Black versus white patient on whether to 

proceed with alloSCT work-up.   

 

Discussion  

This qualitative analysis sheds light on how hematologists explain donor options 

and their influence on outcomes with Black and white patients considering alloSCT. 

Despite qualifying statements, most hematologists expressed a preference for a fully 

matched donor and variably implied their association with the best outcomes. However, 

this study underscores important differences in discussions dependent on the patient’s 

race.  

Conversations with the white patient highlighted ethnicity as a reassuring 

characteristic that meant a better chance of finding a good donor and achieving a 

successful transplant. Hematologists more often asked about ancestry and discussed the 

high likelihood of finding MUD through a donor registry if MRD wasn’t available, 

emphasizing a “perfect match,” to minimize risks and increase the success of transplant. 

They explained that haplo would neither be likely nor preferred and only serve as a back-

up option. In contrast, hematologists seemed to shy away from discussing race with the 

Black patient. They did not ask about ancestry, rarely discussed the donor registry and 

were guarded in their discussion of finding a fully matched donor. In fact, despite lower 

likelihood of being needed,10 there were more discussions about the breadth of alternative 

donor options including CB and MMUD with the white patient. 
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Donor concerns were a limited part of the transplant conversation in this single visit 

making it difficult to infer intent or fully appreciate why the interactions with the Black 

patient took the directions they did. The patient’s male gender (decreasing probability of 

anti-child HLA antibodies) and presence of multiple young children (features we included 

to remove a barrier of potentially not having a donor in a Black patient) may have 

minimized discussions of alternative donor sources. Still, the differences we observed 

raise some concerns. Hematologists may have avoided discussing race with the Black 

patient out of concern for the sensitive nature or unfamiliarity with the topic, to preserve 

hope or avoid eliciting a negative emotional reaction while working to build rapport with a 

new patient.37-39 The lack of Black hematologists may have been significant and doctor-

patient race concordance could have altered the results.33 As the overall message about 

transplant for both patients was positive, this may have been an effort to not dissuade 

from alloSCT with discouraging statistics surrounding fully matched donor availability.40 

Encouragingly, the conversations centered on optimism around finding a donor and 

recommendations on pursuing alloSCT did not depend on race. Early donor search is 

medically appropriate and confirming an appropriate donor can help reduce 

apprehensions patients with serious illness have about proceeding with alloSCT.41 Still 

extremely affirmative statements about the use of one of the Black patient’s children as a 

donor, or about the easy availability of MUD for the white patient, may presuppose the 

patient had already decided to pursue alloSCT and may bias the decision, highlighting 

the importance of engaging patients in discussions about their preferences and values at 

the initial visit. 
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The complexity and cost of alloSCT add barriers that magnify disparities.10,31,42,43 

Socioeconomic factors including lack of health insurance, employment security and 

caregiver support are important contributors,29,32,44-46 and may drive lower referral rates 

to transplant centers and inclusion of ethnic/racial minorities in clinical trials.45-48 

Historically, donor availability and worse outcomes with mismatched transplants almost 

certainly contributed to lack of access for racial/ethnic minorities. Medical progress has 

significantly reduced this gap by allowing safer mismatched transplants and enabled more 

patients to undergo alloSCT.28,29,49 Unfortunately, patients of African descent have the 

lowest donor availability, not only of MUD but also of haplo which cannot be presumed 

as an option.12,30 The patient’s age was higher than would generally be considered for 

CB50, but younger patients should be informed about this option. While the hematologists 

acknowledged donor search could take time, they did not review expected challenges of 

securing a donor for the minority patient. Instead, they referred to haplo as a likely source, 

emphasizing evolution of the field towards its use. While this may reflect recent advances 

and appropriate clinical reasoning, they did not explicitly state whether the critical lack of 

fully matched donors was driving their preference for haplo, especially considering the 

conversations with the white patient where a full match was considered optimal.  

Not asking about ancestry suggests assumptions may have been made which is 

problematic as medical charts commonly have incomplete or inaccurate information on 

patients’ race/ethnicity.51 Program initiatives to improve collection of race/ethnicity data in 

healthcare have demonstrated that patients are willing to answer such questions.52 As 

racial minorities less often have access to fully matched donors this is critical information 
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to guide discussions, to identify patients who are unlikely to have an unrelated matched 

donor and enable use of unrelated donor search prognosis tools to triage them to an 

alternative donor search in a timely manner.53  

Regardless of hematologists’ perceived risks of mismatched transplants, this study 

suggests possible contradictory messaging where the benefits of a fully matched donor 

were emphasized with the white patient but donor-related issues minimized with the Black 

patient. Black patients with serious illness report poorer communication and perceive 

greater physician bias, both well-established disparities.54,55 Clinic visits with Black 

patients are shorter with less information giving.56,57 Obscuring a possible differential risk 

could foster patient distrust and affect treatment decisions.58 The complexity and high-

risk, high-reward nature of alloSCT make shared decision making particularly delicate.36 

Hematologists’ approach to the conversation may impact patients’ understanding, 

perceptions and ultimately decision to proceed with a high-stakes treatment.55 Better 

communication is associated with greater trust and satisfaction with the care provided.59,60 

To allow patients the most ethical informed consent and build trust, providers should be 

upfront about uncertainties in transplant practice and donor availability.  

This study has limitations. Each hematologist only met one patient and the sample 

size was relatively small, therefore variation in communication style may have more effect 

than patient race. Despite a broad recruitment strategy, no Black hematologists 

participated in the study and the participants primarily treat white patients which may 

reflect comfort levels and communication practices with the Black patient. The actors 

were not interviewed post-encounter on their impression of the doctor-patient 
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communication, which could have supported or undermined the conclusions drawn. More 

studies are needed examining patients´ perspectives of discussions on impact of race in 

transplant conversations. While a strength of this study is that participants came from 

different centers across the US, we acknowledge that centers may have preferences 

towards specific donor sources.  

Our future work will build on results of this study and our prior observations35 to 

develop a communication tool aimed to guide shared decision-making, facilitate dialogue 

engagement with patients of different race/ethnicities and reduce disparities in 

information- exchange with patients considering alloSCT.   

In conclusion, conversations between hematologists and Black and white patients 

considering alloSCT reflect optimism that donor availability should not be a barrier, and 

recommendations whether to pursue transplant did not depend on race. Hematologists 

seemed more comfortable discussing the role of race/ ethnicity in donor search with the 

white patient. They gave the impression of emphasizing the benefits of a full match and 

white ethnicity was considered a positive characteristic in securing an optimal donor, 

whereas haplo was less preferred. Conversely, they seemed to shy away from discussing 

race with the Black patient and were less upfront about expected challenges of securing 

a donor. The unique circumstances of transplant as a treatment argue for a focused 

communication strategy. Given the impact of race on donor availability, discussing race 

is an imperative part of the conversation. Discussions need to be tailored to each patient, 

where transparency about potential uncertainties is important so that each patient has 

realistic expectations about donor availability and outcomes. Limiting such essential 
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information for racial minority patients may contribute to communication disparities and 

affect trust building and treatment decision making. 
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Tables and figures  
 
Table 1. Demographic and clinical characteristics of hematologists (n= 37). 
 

Characteristics n (%) 
Age 
Years (median, range) 44 (33-73) 
Sex 
Male 24 (65%) 
Female  13 (35%) 
Race 
Asian 9 (24%) 
White 24 (65%) 
Black or African American  0 (0%) 
Latinx or Hispanic  0 (0%) 
Other 4 (11%) 
Formal communication training 
Workshop, didactics, and/or palliative 
care rotation 27 (73%) 

Estimated number of patients treated with 
alloSCT annually 
<25 5 (14%) 
25-50 19 (51%) 
51-75 6 (16%) 
76-100 3 (8%) 
>100 4 (11%) 
Estimated clinical time devoted to alloSCT 
annually 
Less than 25% 3 (8%) 
25-50% 14 (38%) 
51-75% 13 (35%) 
76-100% 7 (19) 
Estimated percentage of transplants 
using alternative donors 
(mismatched unrelated, 
haploidentical, or umbilical cord 
stem cells) 

 

10-30% 16 (43%) 
31-50% 14 (38%) 
>50% 7 (19%) 
Estimated percentage of their 
patients who identify as white    
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<10% 0 (0%) 
10-25% 1 (3%) 
26-50% 4 (11%) 
51-75% 16 (43%) 
>75% 16 (43%) 
Estimated percentage of their 
patients who identify as Black   

<10% 14 (38%) 
10-25% 23 (62%) 
26-50% 0 (0%) 
31-50% 0 (0%) 
>75% 0 (0%) 
Location of medical center/place of employment 
Large urban area 24 (65%) 
Moderate size city that draws from a 
rural state 13 (35%) 
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Box 1: The role of matching, risks of mismatching and the use of haploidentical 
transplants 
 
With the white patient (n=20) -The hematologists expressed preference for a full 
match in terms of risks and experience, whereas haploidentical match was 
considered unlikely and less preferred.  
 
“The closer of a match, the easier parts of the treatment and more successful the 
outcomes of the transplant can be.” Hematologist #2 
 
“We prefer a full match because there's less rejection, right? If you have a full match, 
then your body will accept the new cells and vice versa. So, with a half match, there's 
a higher risk of rejection. So, that's why they're not our first choice, but it is feasible to 
do that type of transplant […] That risk of what I would call rejection, graft rejection, 
varies depending on how well matched the donor is. If we have what we would 
consider a perfectly matched donor, that risk is less than 10%. If we don't have a 
match donor and we have to use, say, a son or a daughter or cord blood, the risk of 
rejection in the cells not taking could be up to 25%. So, we stack the odds in our favor 
by searching for a fully matched donor […] Similar to the graft rejection problem, we 
minimize our graft versus host disease risk by finding a perfect match. And so, if we're 
using a donor source where we don't have that perfect match, we have a higher risk 
of this problem as well.” Hematologist #7 
 
“So, this is a type of transplant in which we have to find someone whose DNA 
matches as closely as possible to your DNA so that when we give you the cells, your 
body does not reject them. When we give you the cells, they do their job, and they 
keep the MDS under control. And lastly, to minimize the risk of something we call 
graft versus host disease or GVHD, it's a complication of transplant […] I would still 
prefer right now just as a personal preference to still explore fully matched donor 
options first before using the haplo option.” Hematologist #13 
 
“That goes back to the initial discussion about how similar or different the donor and 
the recipient are with relation to the immune system. Definitely, the more different 
they are, the higher the risk of graft versus host disease.” Hematologist #15 
 
“If we had a choice between a matched donor outside of your family and a half-
matched donor inside your family? We would actually take the outside of the family 
donor. We think that's preferable. So that's one part of this in terms of risk.” 
Hematologist #18 
 
“The most important in our eyes are, you know, how closely related, how similar their 
immune system is to yours and their age. And so, we will ultimately select a donor 
who is going to give us, we hope, a good chance of curing your MDS, but without 



 25 

causing you lots of complications and side effects from the transplant itself.” 
Hematologist #25 
 
“There's one backup option of donors, which I don't think we'll go to, but it's good to 
know there's a backup option. The backup option in this case are your children […] 
We haven't used that predominantly as the first try yet because half matched 
transplant is a relatively new phenomenon. We don't have as much experience as 
using the completely matched donor yet, even though the preliminary result is quite 
similar. So that's why if you have matched unrelated donor from the registry, we'll still 
go to them first before using your children.” Hematologist #6 
 
With the Black patient (n=17) -The hematologists explained haploidentical 
transplant would be a likely and reasonable choice emphasizing recent advances with 
its’ use.  
 
“So, if one of your children were your donor, and that's something we do routinely, we 
would change the recipe for the conditioning therapy a little bit and change some of 
the medicines we use to prevent graft versus host disease. But we have been 
successful at getting patients through.” Hematologist #33 
 
“Now the field is evolving into using half match because if you have three children and 
each one of them is actually half your match and the other half is from their 
mothers.  […] So, in the last few years, we've been doing a lot of what we call half-
blood transplants, means half match. And we've been getting some good results with 
that.” Hematologist #1 
 
“Our preference would be to first see if one of your siblings or an unrelated donor was 
a complete match for you. And if that weren't the case, then you know, all of your 
children are going to be half matches for you. So, we can also consider using them as 
donors for the transplant. It just changes a little bit how we do the transplant, but the 
outcomes can be as favorable as if we're using a completely matched donor. So, that 
would be our, kind of our, I guess, our next level in this hierarchy.” Hematologist #17 
 
“Considering that you have three siblings and you have three kids, the chances of one 
of them being a donor for you is quite high. OK? Children are half donors. They have 
half the genes of you. And with the way we do transplants these days, they're 
sometimes just as good as a full matched sibling donor.” Hematologist #3 
 
“With recent advances in the technology of transplant, we're able to allow the use of a 
so-called half-matched or haploidentical donor and achieve outcomes which are equal 
or sometimes even better than other donor sources.” Hematologist #19 
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Box 2: Ancestry history taking and the role of race/ethnicity in finding a match 
 
With the white patient (n=20) -Hematologists often asked the white patient about his 
ancestry and frequently discussed the high chance of finding an unrelated donor in 
the donor registry compared to patients of racial minorities. 
 
“Now we're going back to why I ask you about your ethnic background. The worldwide 
registry actually has an overabundance of western, of Europeans, white Europeans, 
and that's partially German Polish background, so you probably will have a lot of 
potentially matched unrelated donors in the registry. This will also give us the chance 
to pick the youngest or the healthiest donor if you have more than one donor 
available.” Hematologist #6 
 
“What is your ancestry? […] The reason I ask, and it is an odd question I know to ask 
in the consultation, is that the majority of donors in the unrelated donor database are 
of European ancestry. So, individuals of that type of ancestry actually have a very 
good chance of finding a match in the unrelated donor database.” Hematologist #9 
 
“The chances of finding a donor are higher for Caucasians. And as you go down the 
racial and ethnic minority spectrum, it becomes harder and harder. It's the hardest for 
African-American patients. For you, I’d say, 60 to 80 percent chance we'd be able to 
find a donor through the registry.” Hematologist #13 
 
“People who have a northern European background have a higher likelihood of 
finding a donor than people who do not […] We also don’t have very good 
representation in the National Marrow Donor Program for people who are African-
American or people who are Hispanic, so they have a lower likelihood of finding a 
donor.” Hematologist #18 
 
With the Black patient (n=17) -The hematologists never asked about ancestry. The 
patient was less likely to receive information about the international donor registry and 
some overestimated the odds for him of finding an unrelated donor.  
 
“We can look in the registry. There are people who have registered themselves to be 
bone marrow donors but most of those persons are from Europe. So, if you're 
Caucasian, your chances of finding a donor are pretty good, but like 70 percent. But 
for, for me or for an African American or Hispanic, those chances are like maybe 20, 
30 percent.” Hematologist #21  
 
“The registry has 10 million people. There is a possibility that we will find somebody. 
As an African-American there's probably a 60 percent chance that somebody out 
there has your same tissue type.” Hematologist #14 
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Box 3: The assurance of having a donor  
 
With the white patient (n=20) -The hematologists frequently reassured the white 
patient that he would have multiple donors to choose from to find the best one.  
 
“I think you will have an adequate donor or for the transplant. You have a couple 
siblings who are young enough, you know, 60 and under is our ideal age for a 
transplant donor. You have some children and children can be used as transplant 
donors. Every child is a half match. And you potentially have some unrelated donors 
who would be a perfect match in the registry. I suspect in your case, it would be a 
matter of choosing the best donor for you, rather than whether you would have a 
donor or not.” Hematologist #28 
 
“For people who end up not having a match, there are other options, but I think that is 
something we can leave for another day because I think you have, you have a good 
chance of having an unrelated donor.” Hematologist #9  
 
With the Black patient (n=17) -The hematologists frequently reassured the Black 
patient he would have a donor. Many expressed that one of the patient’s children 
would be a donor.  
 
“When people have children, that almost assures us that they have a match. […] I 
think you have one good thing, which is you've got, I'm pretty confident you have a 
donor. One of your three children will be a donor.” Hematologist #23 
 
“I think for you, your situation, you have good odds, both because you have several 
siblings and then your children are guaranteed to be half matches. So, if nothing else, 
one of your children would be a good donor.” Hematologist #34 
 
“And your donor, whoever we chose, one of your children, would also have a couple 
visits where they have their own doctor to make sure that they're healthy enough to 
be the donor for you.” Hematologist #36 
 
“So, we're going to type your kids. And so, one of your kids will be our donor if we 
don't find a sibling or an unrelated donor.” Hematologist #21 
 
“These days, that's usually not the limiting factor and we can usually find a match, 
being through this registry or in the family, now that we're accepting donors who are 
not completely matched as well. So, I don't think that's going to be a limiting factor. 
That's really pretty unusual now that we can't find a good, good donor.” Hematologist 
#5 
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Box 4: Deferring the discussion of donor options at the first visit  
 
With the white patient (n=20) -Some hematologists deferred discussing donor 
options as finding a donor would be unlikely to pose a problem.  
 
“The bone marrow transplant option involves, first off, finding a donor. I won't talk in 
more detail about that because we can almost sort, almost always sort that out.” 
Hematologist #27 
 
With the Black patient (n=17) -Some hematologists deferred discussing donor 
options out of concern for other barriers.  
 
“But we are kind of jumping ahead. I mean, it's important that we assess what donors 
you have and that you have donors available to you because we can't do the 
transplant without that. But I need you to be focused on, you know, one if you want to 
move forward with it after doing all the side effects.” Hematologist #3 
 
“So, I put off the decision until we have all the pieces of information. Because then, 
you know, because then sometimes there's something that doesn't work out. You 
know, we can't find a donor or social environment is not supportive of the intensive 
need for supportive care, transportation, whatever it is. I mean, sometimes it just is 
not going to be a good idea.” Hematologist #30 
 
 

 

 

 
 
 
 
 


