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Beth Probert; 
Well, Steve, we’d like to get started with you. I’d like for you to tell our viewers a little bit about your life with AML. And if 
you can include how did you get diagnosed, what was that like getting diagnosed, and how did you react, who is your 
support team, and just what you’ve been though. So, I’ll turn it over to you now. 

Steve Buechler:            
Well, at age 64, I was living what I thought was a normal, healthy life. I had no symptoms. My primary care physician had 
been monitoring my white blood cell count for a couple of years because it was borderline low but not too alarming. And 
then, in the spring of 2016, it began to drop more precipitously. 
 
So, he recommended I see a hematologist, and I went to do that. And the hematologist said I should probably have a bone 
marrow biopsy. And so, I agreed to do that sort of to humor them, because I didn’t feel sick. I didn’t have any symptoms. I 
didn’t have any idea anything was wrong. It was a memorable week. The biopsy was on a Monday. On Tuesday, I swam my 
normal 50 laps. I did some shopping. I ate dinner out. Wednesday morning, I played in a weekly poker game with some 
retired guys. So, life was normal, until that phone call that came Wednesday afternoon informing me I had acute myeloid 
leukemia, and I had to get to a hospital right away.  
 
So, the next day, I checked into a hospital. The day after that, Friday, I started chemotherapy. So, in 48 hours, I went from 
feeling perfectly healthy to 24/7 chemotherapy drip. And they started me on this standard treatment that’s been use, I 
think, for a very long time called 7 + 3 cytarabine (Cytosar-U) and daunorubicin (Cerubidine) to try to get the cancer into 
remission. And so, I spent a week on that medication.  
 
And then, I waited for the inevitable drop in my white blood cell count and my immune system. I was going to be very 
vulnerable to various kinds of infections. And as predicted, I came down with colitis and an E. coli infection, body rash, and 
a bunch of other stuff that they couldn’t even identify. But the infectious disease doctors stepped in and dealt with those 
issues one at a time. So, I ended up spending five-and-a-half weeks in the hospital for my counts to recover. But the good 
news was, one month after starting chemo, they did a bone marrow biopsy that found there was no residual leukemia. So, 
the first goal had been reached, at that point. I was in remission.   
 
Adding to the story, of course, the first night I spent in the hospital, my wife was with me and left late in the evening to go 
home. And as she arrived home, she had a stabbing pain in her right leg. The next morning, she got up and could hardly get 



out of bed, called 9-1-1. They brought her to my hospital in an ambulance through the ER.  
 
And it turned out she had a fractured femur. So, I was on one floor of the hospital in the chemo ward, and she was on 
another floor of the hospital awaiting subsequent surgery to repair her leg. And then, she went off to a transitional care 
unit for rehab. So, when I realized our house was going to be unoccupied for about a month, I started to write to our 
neighbors on email. And I found it was a really useful way to communicate. So, I ended up, over the many months that 
followed, adding maybe 60 people to that email list and sending over 60 emails out, over the course of a year and a half to 
keep people informed of what was going on.  
 
I, subsequently realized, as I was writing for other people that I was really using that writing to make sense of my own 
experience. I struggled to figure out what was going on and how I could capture it and how I could explain to people. And it 
was useful to get their responses back, but it was useful for me. It was very therapeutic for me just to have that writing 
experience to make sense out of what was going on.  
 
After five-and-a-half weeks, I got permission to leave. I went home for a while. But I was awaiting the genetic testing of my 
cancer to figure out what the next round of treatment would be, because I think people know, with AML, there needs to be 
a second arm of the treatment. It can come back very fast and very ferociously. I was told that the genetic testing of my 
cancer would put me in either a low risk or a high-risk category for recurrence. And that would point towards either 
chemotherapy, if it was low risk, and stem cell transplant, if it was high risk.  
 
When the results finally came in, they said, “Well, you’re kind of in an intermediate category.” So, the way forward was not 
as clear as I thought it might be. So, I talked to my initial oncologist. I did my own research. I, subsequently, went and talked 
to a transplant oncologist at the University of Minnesota Medical Center who sort of nudged me towards the transplant 
option. I went to the Mayo Clinic and got a second opinion. And all of the indications really were that I would be a good 
candidate for transplant. I had no comorbidity. I had no other health problems. 
 
And everybody thought I should probably be able to withstand the conditioning fairly well. So, eventually, I came around to 
that decision to have a stem cell transplant. I had a brother who was a half match donor. But the folks at the BMT unit said 
we also have some good umbilical cord blood matches for you. And so, I was, again, faced with the decision about which 
way to go. But it turned out they had a study. Don’t they always have a study? I was randomly assigned to the cord blood 
donor option. So, my brother was off the hook.  
 
And I ended up having a double cord blood stem cell transplant in October of 2016, about four or five months after I was 
initially diagnosed. That procedure went very smoothly. And within three weeks, a biopsy revealed that one of my cord 
donors was 99 percent engrafted, which is pretty early for a cord blood procedure. So, that was good news. I was able to go 
home, at that point, and begin a pretty long, extensive, and sometimes arduous process of recovery.  
 
The first 100 days, they offered me to come back to clinic daily for the first month or so to get blood tests, to get platelets, 
to get red blood cell transfusions, whatever it is that you need to keep you healthy. It’s a pretty vulnerable time. One of the 
oncologists, at the transplant unit, described this whole procedure as, first, we bring you to the brink of death by killing off 
diseased immune system. And then, we try to bring you back again. Well, it worked, in my case, I’m happy to report. So, by 
early 2017, I was beginning to taper off my anti-rejection medication. That ended in April of that year.  
 
And then, it was just a process of gradually getting more strength, getting better. And, in my case, very fortunately, I 
avoided any trace of graft-verusus-host disease. So, that allowed me to have a pretty healthy recovery. One year after my 
transplant, of course, I had to go in and get my baby shots, my vaccinations and needles because my previous immune 
system had been obliterated. And they only gave me the dead vaccines, at that point, because they reasoned I couldn’t 
handle the live ones. 
 
So, that happened at year two. And that was recently completed about two months ago. I got the rest of my vaccines. The 
other good part of the story is, although there was a 60 to 70 percent chance of graft-versus-host disease, I never had any 
trace of that. I’ve since become very active in talking with other patients as a volunteer, doing some writing, becoming 
involved in the cancer community. And I’ve come to appreciate really how fortunate my story was. I think the three big 
indicators were I got into remission on the first try. I’ve talked to a lot of patients who haven’t been able to do that.  



My transplant engrafted within three weeks, which was a very solid, early result. And a lot of patients don’t have that kind 
of success. And I had no graft-versus-host disease. So, that’s about as good of a story as you can have with AML, as I 
understand it. So, obviously, I’m very grateful to have done that. And something like that gives me a lot of motivation to try 
and give something back. So, I’ve been participating in various ways in the cancer community. 
 
Believe it or not, that’s the short version.  
Beth Probert:                
Steve, you have a remarkable story. I just heard—we talked earlier, and just to keep hearing your story again is really just so 
noteworthy. And the three points you made, just having the early remission the first time with chemo is amazing. And early 
engraftment just within three weeks and no graft-versus-host disease. And your enthusiasm and wanting to give back and 
just with your writing. And we’ll talk a little bit later. I know that you have a book that’s coming out. So, your story is, for 
someone like me, amazing. But Dr. Daver, I’d like to turn to you, for a few moments, and tell me, is Steve’s story typical?  
And what kind of feedback do you have on his journey? 

Dr. Daver:                     
So, Steve’s story is a very good outcome story. It’s not necessarily typical, as Steve mentioned. About 70 to 80 percent of 
our patients will go into remission with the first induction. So, it’s a high number, but it’s not 100 percent. And if you don’t 
go into remission with the first induction that is actually one of the very high-risk or adverse features. It’s called primary 
refractory AML. And those patients usually do have a much harder time. The second thing is about 60 percent of patients 
will fall in what we call intermediate groups. So, we do do molecular and cytogenetics. And if we find that we have 
favorable molecular cytogenetic changes, then, those are considered to be good.  
 
And we may not do transplant. On the other hand, if you have unfavorable cytogenetic molecular, then, it’s very clear a 
transplant probably is the only hope for long term survival. But, unfortunately, a lot of patients fall into intermediate group. 
Now, that intermediate group is becoming smaller and smaller, because we are understanding more and more about the 
molecular machinery, the cytogenetics, and the prognostic impact of new molecular mutations. So, we are able to triage 
patients better into high risk or low risk, which helps us make the transplant decision. But I think the most fortunate thing, 
in Steve’s case, was the lack of GVHD. And that actually is very uncommon. Most of the patients we see will have some 
degree of GvHD. It may be acute. It maybe chronic. In most cases, I will say that it is manageable. We rarely see very severe 
ICU requiring GvHD or fatalities from GvHD. 
 
But about 60 to 70 percent will have some degree of GVHD, will require some treatment for it with steroids or additional 
immunosuppression. And in some cases, it can take many months and can be a major discomfort and affect quality of life. 
So, I think that was fantastic that he did not have the GvHD. And I think all of those features, although are seen in a 
traditional AML story, I think Steve was fortunate, and the outcome was very favorable so far. 
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