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Andrew Schorr: 
Peggy writes in about a question actually about skin cancer.  She says; how strong a connection is there between long-term 
use of Jakafi or ruxolitinib and non-melanoma skin cancer?  Should a patient quit taking the drug if he or she is having a 
problem with aggressive squamous cell carcinoma? 
 
Dr. Pemmaraju:  
So this has come up several times in my clinic in the past six months.  The first part of the question is there is indeed and 
appears to be an association between ruxolitinib and non-melanoma skin cancer, exactly as the questioner was asking.   
 
So to be clear not melanoma, which can be a very, very serious cancer—it can metastasize et cetera, but in the non-
melanoma skin cancer we’re talking about basal cell and squamous cell.  Both can be locally aggressive and recurrent but 
not often associated with metastatic disease. 
 
So in that space, one study I can quote to you for sure is the New England Journal paper for polycythemia vera, which 
ultimately led to the approval of ruxolitinib in advanced p. vera after hydroxyurea (Hydrea).  
 
 So this was in the New England Journal and it was about a year ago—January 2015.  Dr. Verstovsek, my colleague was one 
of the senior authors of the study.  In this trial the so-called response study, there was an early signal that there was a 
slightly higher signal for these non-melanoma skin cancers in patients with ruxolitinib.  
 
Now, in the subset analysis, it does appear that a lot of those patients, the majority had some predisposing, pre-skin cancer 
lesions and that kind of thing. And it’s important, because our patients are often, again 60s, 70s, and 80s, and they already 
had those.  But I would say yes, there does appear to be some association with the drug, but to answer the second part of 
the question in that part of the study nobody discontinued for the development of these, and I have not been doing that 
either in my clinic.  So we should be vigilant in monitoring if there are some skin lesions as in any of our patients—possibly 
an early 
dermatology referral or maybe a biopsy if it’s needed. 
 
But I myself haven’t discontinued yet the drug in the setting of these.  We just know that there is a higher association, so I 
would say individualize it to every patient case, have a dermatologist on board, and know beforehand that these are 
predisposing factors. 
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Andrew Schorr:  
Listening to you though it’s like don’t stress out. 
 
Dr. Pemmaraju:  
Exactly right—in other words these side effects that we know about ruxolitinib, of course, that you and I know from the 
earlier experience from myelofibrosis—which is what initially got the drug approved—we have some better long-term 
follow-up, let’s say the five-year follow-up that we referenced earlier.  Some of those side effects we are watching for, 
whether its viral reactivation, changes in the blood counts we’re all I think in the community of providers of patients aware 
of those. 
 
But I think some of these others we don’t have enough follow-up.  That’s right. We don’t have enough to know how much is 
it associated, how much is directly associated with the drug, so I think vigilance, monitoring and recognition are the keys 
for this question. 
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