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A B S T R A C T   

Neurotrophic tyrosine receptor kinase (NTRK) gene fusions are recurrent oncogenic drivers found in a variety of 
solid tumours, including lung cancer. Several tropomyosin receptor kinase (TRK) inhibitors have been developed 
to treat tumours with NTRK gene fusions. Larotrectinib and entrectinib are first-generation TRK inhibitors that 
have demonstrated efficacy in patients with TRK fusion lung cancers. Genomic testing is recommended for all 
patients with metastatic non-small cell lung cancer for optimal drug therapy selection. Multiple testing methods 
can be employed to identify NTRK gene fusions in the clinic and each has its own advantages and limitations. 
Among these assays, RNA-based next-generation sequencing (NGS) can be considered a gold standard for 
detecting NTRK gene fusions; however, several alternatives with minimally acceptable sensitivity and specificity 
are also available in areas where widespread access to NGS is unfeasible. This review highlights the importance 
of testing for NTRK gene fusions in lung cancer, ideally using the gold-standard method of RNA-based NGS, the 
various assays that are available, and treatment algorithms for patients.   

Introduction 

In non-small cell lung cancer (NSCLC), oncogene dysregulation due 
to activating mutations, fusions or amplifications is a frequent event. 
These recurring oncogenic alterations enable cancer cell survival and 
growth [1,2]. Lung cancers harbouring oncogenic drivers tend to rely on 
aberrant signalling for survival and growth, a concept known as ‘onco
gene addiction’ [2,3]. This dependency on oncogene signalling, how
ever, generates a unique vulnerability that can be exploited with the use 
of selective targeted agents such as tyrosine kinase inhibitors (TKIs) 
[2,4]. TKIs reduce the replicative fitness of cancer cells and cause 
apoptosis, with the ultimate clinical goal of controlling disease 
morbidity and improving patient outcomes [2,4]. 

This tumour biology-informed treatment strategy has been exten
sively proven to be viable for treating patients with oncogene-addicted 
NSCLCs, leading to the approval of multiple oncogene-directed thera
pies for patients in the last decade [4,5]. This same wave of approvals 
concurrently played a role in promoting the routine use of molecular 
testing in patients with lung cancer [6]. Diagnostic advancements 
fuelled by the need to reliably and cost-effectively match patients to 
targeted therapy has resulted in improved assay sensitivity and 
comprehensiveness. 

As of 2023, targeted therapies are approved by one or more 
regulatory agencies for patients with metastatic NSCLC harbouring 
select sensitising alterations in epidermal growth factor receptor 
(EGFR), human epidermal growth factor receptor 2 (HER2, also known 
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as ERBB2), B-type Raf proto-oncogene (BRAF), mesenchymal epithelial 
transition (MET), anaplastic lymphoma kinase (ALK), rearranged during 
transfection (RET), c-ros oncogene 1 (ROS1) and neurotrophic tyrosine 
receptor kinase (NTRK)1/2/3 [3,7]. Targeted therapy for NTRK gene 
fusions achieves impressive activity that is either comparable to or 
exceeds that of targeted therapy for other oncogenic drivers, underlying 
the importance of understanding the biology of these fusions, finding 
them in patient samples and developing an approach to therapy 
selection and adverse-event (AE) management. 

NTRK gene fusion biology 

Normal TRK physiology 

The NTRK1, NTRK2 and NTRK3 genes encode the tropomyosin 
receptor kinase (TRK) receptors A, B and C, respectively [8]. Although 
TRKA/B/C proteins play key roles in embryonic development, physio
logic expression is restricted to a few cell types like smooth muscle, 
neuronal components and testes in adults [9–12]. Under physiologic 
circumstances, neurotrophin ligand-binding and TRK activation initiate 
homodimerisation of the receptor, which subsequently leads to the 
transactivation of TRK intracellular domains. This is followed by the 
engagement of cytoplasmic adaptor proteins; these adaptors instigate 
downstream signalling through the activation of the mitogen-activated 
protein kinase (MAPK), phosphoinositide-3-kinase and/or protein 
kinase C pathways [13]. 

Primary oncogenesis with TRK fusion proteins 

NTRK gene fusions are rare but recurrent oncogenic drivers found in 
up to 1% of all solid tumours [8]. In NSCLCs, the frequency of NTRK 
gene fusions is estimated to be 0.1–0.2% [14–17]. NTRK gene fusions 
generally arise when the 3′ segment of NTRK1/2/3, which encodes the 
kinase domain, is combined with a different gene in the 5′ position 
through intra- or inter-chromosomal rearrangement. The resultant 
fusion protein comes under the regulation of the promoter of the partner 
gene. Consequently, the transcriptional programme active in the fusion- 
positive cell leads to anomalous signalling mediated by the aberrantly 
expressed TRK fusion proteins [8,18]. Consistent with their role in 
strongly promoting oncogenesis, NTRK gene fusions are usually mutu
ally exclusive with other canonical oncogenic alterations [17,19,20]. 

Most patients with lung cancers harbouring NTRK gene fusions share 
similar clinical features with ALK, RET or ROS1 fusion-positive lung 
cancers, specifically a younger median age compared with non- 
oncogene-addicted lung cancers and minimal or no prior history of 
cigarette smoking. However, NTRK gene fusions are identified in pa
tients across a variety of ages and prior smoking histories [1,14]. Central 
nervous system (CNS) metastases have been identified in many patients 
with TRK fusion lung cancers, consistent with that seen in other lung 
cancers driven by oncogenes [21–24]. 

NTRK point mutations, splice variants and copy number gain/ 
amplification have also been observed in some tumour types. However, 
these alterations have not been strongly associated with targeted ther
apy benefit thus far, and their actionability is considered limited or 
absent [25,26]. 

TRK fusion acquisition in TKI resistance 

Aside from their well-characterised role as primary drivers of onco
genesis, NTRK gene fusions can also arise as acquired resistance mech
anisms to targeted therapy directed against other oncogenes. In this 
setting, the evolutionary pressure applied by the inhibition of the 
founder oncogene favours the selection of a new cancer cell population 
harbouring a gene fusion able to withstand the precedent non-TRK- 
fusion-directed treatment [27–29]. 

NTRK gene fusions can be causative or putative resistance 

mechanisms to EGFR TKI treatment in patients with EGFR-mutant 
NSCLC [27–30]. In a series of 21,155 lung cancers in China, there were 
six patients with existing EGFR mutations previously treated with EGFR 
TKIs who had co-existing NTRK1 gene fusions [28]. Although it is 
unclear if an analysis of paired pre-treatment and post-treatment 
samples was performed in this study, the authors concluded that these 
NTRK gene fusions were presumptively the reason for acquired 
resistance to EGFR inhibitor treatment. These observations of acquired 
NTRK gene fusions as a resistance mechanism to the evolutionary 
pressure applied by a TKI are in line with a similar phenomenon 
observed with other acquired fusions post-EGFR TKI progression, such 
as RET, ALK or FGFR3 fusions [30,31]. Although to date no case reports 
have reported the occurrence of NTRK gene fusions as an acquired 
resistance mechanism to the inhibition of other oncogenes such as RET, 
ROS1 or ALK, this phenomenon might also be possible. 

Overall, although acquired NTRK gene fusions are a rare occurrence, 
precision-medicine case reports highlight the feasibility of the simulta
neous addition of a TRK inhibitor to the prior treatment to target the 
acquired NTRK gene fusion [27]. 

Identifying NTRK gene fusions 

Several different tests can detect NTRK gene fusions. These tests 
include immunohistochemistry (IHC), fluorescence in situ hybridisation 
(FISH), reverse transcription-polymerase chain reaction (RT-PCR) and 
next-generation sequencing (NGS) [32,33]. NTRK gene fusion identifi
cation using liquid biopsies, such as circulating tumour DNA (ctDNA) 
assays, is also feasible [34]. Each detection method has intrinsic 
advantages and limitations [32,35]. As such, testing strategies used in 
the clinic need to balance reliability and scalability with analytical 
specimen characteristics and local test availability. 

Comprehensive testing 

NGS of tumour tissue is considered the gold standard, as it is the most 
comprehensive and inclusive method of identifying NTRK gene 
fusions while also allowing the detection of concurrent non-NTRK gene 
alterations (Table 1). NGS assays can be based on the analysis of either 
DNA or RNA, with some variability in gene coverage based on the tech
nology platform used [32,35–37]. DNA-based NGS assays need to tile 
introns for accurate fusion detection; however, some intronic regions 
(e.g., NTRK2) are too large to be captured by DNA-based approaches. 
Consequently, some NTRK gene fusions can be missed [32]. RNA-based 
NGS avoids these limitations by enriching for specific expressed tran
scripts without the need for large introns [32]. These assays may also 
include information on transcriptional activity and frame retention of the 
fusion gene. 

While RNA-based NGS has advantages compared to DNA-based NGS, 
intrinsic limitations of these detection methods should also be considered, 
as amplicon-based and hybrid capture-based approaches both have spe
cific requirements. Fusion detection with amplicon-based NGS is most 
reliable for gene partners that are known and included in the primer pool, 
as only these will be amplified and sequenced. While some strategies exist 
to detect the presence of a fusion event for unknown partners, such as the 
observation of a 3′/5′ imbalance in reads, they do not allow the clear 
identification of the partner gene and may require further confirmatory 
analysis [38]. On the other hand, hybrid capture-based approaches allow 
detection of gene fusions even if they are complex and the primer-binding 
sites for amplicon-based NGS have been lost; however, they generally 
require higher nucleic acid input quantities [39]. 

ctDNA NGS is a minimally invasive technique that can also be used to 
identify NTRK gene fusions (Table 1). Sensitivity can be a challenge with 
ctDNA analysis as detection of genetic alterations requires adequate 
tumour cell shedding for detection in the circulation [40], and is also 
influenced by therapy response and disease burden. Furthermore, the 
NTRK gene fusion probe regions require high coverage due to the large 
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number of possible partner genes. To ensure a high sequencing depth, 
ctDNA panels normally target limited probe regions without complete 
coverage across NTRK1/2/3; this may result in an increase in false nega
tives [41]. 

Given the aforementioned limitations of ctDNA-based NGS in 
detecting NTRK gene fusions and the somewhat high chance of false- 
negative results, the 2022 European Society for Medical Oncology 
(ESMO) recommendations on the use of ctDNA assays for patients with 
cancer state that a tissue-based assay should be repeated when possible 
if ctDNA is negative [42]. 

Finally, serial ctDNA testing can monitor tumour response and 
growth in patients treated with TRK inhibitors [40]. In an analysis 
assessing concordance between the ctDNA-based NGS Foundation 
One® Liquid CDx (F1L CDx) and tumour DNA- or RNA-based NGS 
testing used to identify patients with tumours that harbour NTRK gene 
fusions in a phase 2 basket entrectinib trial, the positive percentage 
agreements between F1L CDx and clinical trial assays was 47.4% for 
NTRK gene fusions among 85 evaluable pre-treatment clinical samples, 
with F1L CDx demonstrating a positive predictive value of 100% for 
NTRK gene fusion-positive samples. F1L CDx testing also identified 
acquired resistance mutations across a range of tumour types with 
NTRK gene fusions. These data suggest that F1L CDx is a clinically valid 
non-invasive complement to tissue-based testing in identifying patients 
with cancers harbouring actionable oncogenic biomarkers and those 
with acquired resistance mutations, and may be a testing option for 
patients who do not have adequate or available tissue samples for NGS 
testing [43]. 

Single/oligo gene testing 

As NGS may be limited in availability in certain areas due to cost and 
technical complexity, alternative testing methods can be used. FISH can 
detect the presence of a fusion event involving a target gene without 
prior knowledge of the fusion partner and is available in most clinical 
laboratories [32,33]. On the other hand, FISH is labour- and cost- 
intensive, as individual analyses must be performed for each of the 
three NTRK genes [32,33]. 

RT-PCR is a highly specific, rapid and sensitive method with a quick 
turnaround time (~1 week) and multiplexing capabilities. This method, 
however, is not fusion-partner-agnostic as it requires prior knowledge of 
fusion partners [32,33,40,44], of which many exist (Fig. 1) and several 
may yet be unknown. 

Protein expression testing 

IHC is a widely used technique to screen for NTRK gene fusions and 
has a fast turnaround time (~1–2 days) [32,33,45,46]. If high-quality 
IHC is implemented, the use of a pan-TRK antibody has high sensi
tivity [46,47] for detecting TRK expression [9]. The pan-TRK antibody 
does not discriminate between expression of the wild-type and fusion 
proteins [32,48]; therefore, confirmation with a secondary method, such 
as NGS, is required (Table 1) [32,33]. Conversely, IHC can be used as a 
confirmation assay for protein expression in cases detected by NGS or 
FISH, particularly when equivocal results are obtained (e.g., if a fusion 
of unclear significance is found) [9,46,47]. 

Testing recommendations 

Testing practices for NTRK gene fusions differ by country due to 
varying accessibility and availability of tests and treatment options [49]. 
Global recommendations for NTRK gene fusion testing are shown in 
Table 2. The choice of testing method should account for factors such as 
tumour type and prevalence of NTRK gene fusions in that tumour type 
[9,50]. 

The National Health Commission of the People’s Republic of China 
guidelines suggest testing in advanced NSCLC whenever feasible [51]. 
Canadian guidelines similarly advocate for routine testing in advanced 
NSCLC cases [52]. The ESMO guidelines mandate subtyping of all 
NSCLCs for therapeutic decision-making, and recommend testing for 
EGFR, ALK, ROS1, NTRK, RET, BRAF, ERBB2, KRAS and programmed 
death-ligand 1 (PD-L1) status in all patients with advanced NSCLC 
[53,54] and suggest molecular subtyping should be performed for 
patients with early-stage NSCLC when feasible [42]. Most guidelines 
recommend comprehensive molecular diagnostics for patients with 
advanced-stage disease only, however there is an ever-growing rationale 
for extending testing to all patients with NSCLC. Presently, the only 
established targeted agent in early-stage NSCLC is osimertinib for EGFR 
mutation-positive patients [55], however, ongoing clinical studies, like 
NAUTIKA1 [56], are investigating the role of TRK inhibition in this 
setting. While testing for early-stage patients can undoubtedly add 
options in terms of investigational treatments, achieving a scenario 
where blanket comprehensive genetic testing is performed in the early- 
stage setting has several challenges, since NTRK testing coverage is 
sometimes suboptimal, even for patients with advanced disease. 

Given that TRK inhibitors are approved in a tumour-agnostic fashion 
in multiple countries, several international oncology societies 

Table 1 
Comparison of the various methods used to test for NTRK gene fusions [32,33,44].   

IHC FISH RT-PCR NGS 

Advantages  • Widely used  
• Cost effective  
• ~1–2 days’ turnaround time  

• Widely available  
• Approximately 3–5 days’ turnaround time  
• Can detect the presence of a fusion event 

involving a target gene without prior 
knowledge of the fusion partner  

• Highly specific  
• Sensitive  
• Approximately 1-week 

turnaround time  
• Multiplexing capabilities  

• Most comprehensive and inclusive  
• Can be based on either the analysis 

of DNA or RNA  
• ctDNA NGS can serve as a surrogate 

method when a tissue specimen is 
not available  

Disadvantages  • Pan-TRK antibody does not 
discriminate between expression of 
the wild-type and fusion protein  

• May be used as initial screening, but 
requires confirmation with secondary 
method 

• Can be labour- and cost-intensive as indi
vidual analyses must be performed for each 
of the three NTRK genes  

• Requires prior 
knowledge of the fusion 
partners  

• Costly  
• RNA NGS requires optimal tissue 

fixation  
• Technically complex  
• DNA NGS risks false negatives  
• Approximately 1–3 weeks’ 

turnaround time  
• Sensitivity varies among partner 

genes  
• ctDNA NGS requires adequate 

tumour cell shedding for detection 
in the circulation 

ctDNA: circulating tumour DNA; FISH: fluorescence in situ hybridisation; IHC: immunohistochemistry; NGS: next-generation sequencing; NTRK: neurotrophic tyrosine 
receptor kinase; RT-PCR: reverse transcription-polymerase chain reaction; TRK: tropomyosin receptor kinase. 
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recommend NTRK gene fusion testing in advanced solid tumours 
without known actionable mutations [57]. In line with the discussion 
above, some of these guidelines recommend using IHC for screening and 
NGS for confirmatory testing [57]. 

ESMO guidelines recommend different testing strategies based on 
fusion prevalence. In high-prevalence cases (applicable to non-lung cancers 
such as secretory carcinomas and fibrosarcomas), initial testing by FISH, 
RT-PCR or RNA-based sequencing panels can be performed. In unselected 
populations where fusions are less common (as is the case with NSCLCs), 
NGS should be the first choice, keeping in mind that RNA-based NGS can be 
better at fusion detection than DNA-based NGS. However, in scenarios 
where NGS is not readily available, IHC can be used as a screening tool [9]. 

Management of patients while awaiting testing results 

In 2020, the American Society of Clinical Oncology conducted a 
survey to study oncologists’ biomarker-testing practices and the impact 
on treatment decisions [7]. Nearly a quarter of clinicians said that they 
were concerned about delaying treatment while waiting for test results, 
and 50% of clinicians were likely to start non-targeted systemic therapy 
if test results were not available in under 2 weeks [7]. While access to 
select targeted therapies in particularly regulated environments may be 
contingent on the receipt or lack of other systemic therapies like 
chemotherapy, failure to start first-line chemotherapy may result in 

rapid disease progression and patient decline. In the same survey, 
two-thirds of clinicians were likely to switch to targeted therapy once 
molecular testing results returned positive for a fusion; a third opted to 
continue systemic therapy unless it became intolerable or failed [7]. 

Some clinicians may choose to start treatment while waiting for test 
results; however, it is important to consider the possible consequences of 
these treatments. PD-L1 testing is often performed at diagnosis and a 
positive result may prompt the use of immunotherapy (either alone or 
with chemotherapy). The use of immunotherapy should be approached 
with caution, as oncogene-driven lung cancers, particularly those with 
fusions, have had historically limited benefit, particularly with single- 
agent immune checkpoint inhibition [58]. The administration of TKIs 
after initial treatment with immune checkpoint inhibitors also has 
potential for toxicity [58,59]. For example, a study of patients with 
EGFR-mutant NSCLC treated with PD-L1 blockade and EGFR TKIs found 
that PD-L1 blockade followed by treatment with osimertinib was asso
ciated with severe immune-related AEs. These AEs were more frequent 
among patients who had recently received PD-L1 blockade treatment 
(within the last 3 months) compared with patients who had treatment 
more than 1 year before [59]. There are currently no data available on 
the safety of TKI therapy after initial treatment with immune checkpoint 
inhibitors in NTRK gene fusion-positive NSCLC. 

Real-world evidence has demonstrated the importance of universal 
and rapid testing in patients with advanced NSCLC and the impact on 

Fig. 1. Circos plot representing the most frequently observed fusions with NTRK genes in lung cancer [14,16,35,66,83–85]. The thickness of the joining line is 
directly proportional to the frequency of the specific fusion plotted in a patient cohort obtained pooling together multiple studies characterising NTRK fusions in lung 
cancer [14,16,35,66,83–85]. NTRK: neurotrophic tyrosine receptor kinase. 
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treatment outcomes. The results of a retrospective analysis showed that 
overall survival was significantly worse in patients with NSCLC that 
harboured an oncogenic driver who received initial treatment with non- 
TKI therapy [58]. In an ideal situation, identifying patients who may 
benefit from targeted treatment as early as possible is critical in max
imising benefit and avoiding harm. The results of this retrospective 
analysis demonstrate the importance of universal and rapid testing in 
patients with stage IV NSCLC [58]. 

TRK fusion-targeted therapy 

Larotrectinib and entrectinib are two first-generation TRK inhibitors 
currently approved for the treatment of patients with TRK-fusion 
solid tumours [2,60]. Both are adenosine triphosphate (ATP)-competi
tive inhibitors. A kinome inhibition assay on a panel of 255 
kinases showed that larotrectinib displayed high selectivity at 1 µmol/L, 
inhibiting > 95% TRKA, TRKB and TRKC and showed lower inhibition 
than all other tested kinases. Larotrectinib only displayed additional 
inhibition of more than 50% for ROS1 and ACK1, while all other kinases 
were inhibited less than 50%. On the other hand, entrectinib inhibited 75 
of the 255 profiled kinases by more than 50% at 1 µmol/L (Fig. 2A) [60]. 

Larotrectinib 

Larotrectinib is the first-in-class, highly selective TRK inhibitor 

approved for adult and paediatric patients with solid tumours that have 
an NTRK gene fusion (without a known acquired resistance mutation), 
are metastatic or for which surgical resection is likely to result in severe 
morbidity and have no satisfactory alternative treatments or have 
progressed following treatment [61]. Larotrectinib has demonstrated 
activity in TRK fusion lung cancers. In a recent cohort of 30 patients of a 
median age of 56 years (range 25–81), patients received a median of two 
prior lines of systemic therapies and most (93%) had adenocarcinomas 
[62]. In 27 evaluable patients, the overall response rate (ORR) per 
independent review committee (IRC) assessment was 74% (95% 
confidence interval [CI] 54–89; Table 3) [62]. The median duration of 
response (DoR) was 33.9 months (95% CI 9.5–not estimable [NE]) at a 
median follow-up of 22.9 months. The median progression-free survival 
(PFS) was 33.0 months (95% CI 11.3–NE) at a median follow-up of 24.7 
months (Fig. 2B) [62]. Treatment-related AEs (TRAEs) were mostly 
grade 1 or 2. Five patients experienced a grade 3 TRAE (two each had 
increased aspartate aminotransferase levels and increased weight; one 
each had increased alanine aminotransferase levels, myalgia and 
hypersensitivity). There were no treatment discontinuations due to 
TRAEs [62]. 

Entrectinib 

Entrectinib is a multi-kinase TRK, ROS1 and ALK inhibitor that is 
approved for adult and paediatric patients older than 1 month of age 

Table 2 
Global recommendations for NTRK gene fusion testing.  

Name of country/organisation/group Recommendations for biomarker testing in lung cancer Recommendations for NTRK gene fusion testing, if 
applicable 

Multidisciplinary consensus of key Spanish medical 
societies on optimising the detection of NTRK gene 
alterations in tumours [50] 

Molecular screening in lung cancer should include NTRK 
gene fusions 
If no testing is done for NTRK and testing does not show 
alterations in KRAS, NRAS, BRAF, EGFR, ALK, ROS1 or RET, 
it is still important to evaluate for NTRK since these fusions 
are usually exclusive to the other alterations   

Belgian expert consensus for tumour-agnostic 
treatment of NTRK gene fusion-drive solid tumours 
with larotrectinib [79] 

Recommend including NTRK gene fusions in the testing 
panel for tumour types that already undergo broad genomic 
testing via DNA and RNA-NGS at the time of diagnosis (such 
as advanced lung adenocarcinoma and squamous cell) 

Recommend that ideally all locally advanced and 
metastatic solid tumours should be tested for NTRK gene 
fusions in parallel to other actionable oncogenic drivers  

Consensus of a Singapore Task Force for recommended 
testing algorithms for NTRK gene fusions in 
paediatric and selected adult cancers [80] 

Recommend NGS testing upfront for NTRK gene fusions 
alongside key oncogenic drivers (EGFR, ALK, ROS1, MET, 
BRAF, PD-L1)   

Consensus of Japanese medical societies on the 
diagnosis and use of TRK inhibitors in adult and 
paediatric patients with NTRK fusion-positive 
advanced solid tumours [81] 

Recommendations specific to lung cancer not provided Do not recommend testing for NTRK gene fusions in 
patients with solid cancers that have genetic alterations that 
are mutually exclusive with NTRK gene fusions 
Strongly recommend testing for NTRK gene fusions for 
known cancer types in which NTRK gene fusions are 
detected at a high frequency  

Canadian consensus for testing and treatment of TRK 
fusion cancer in paediatric patients [82] 

Recommendations specific to lung cancer not provided Recommend for tumour types with an intermediate or low 
probability of harbouring an NTRK gene fusion, ideally all 
patients with locally advanced/metastatic disease or those 
being considered for systemic therapy would be offered a 
comprehensive RNA-based NGS panel for all known 
oncogenic drivers, including NTRK gene fusions  

Expert consensus on diagnosis and treatment of NTRK 
gene fusion solid tumours in China [41]  

Recommend that all advanced adult and paediatric solid 
tumours be tested for NTRK gene fusions 
Recommend a DNA-based NGS panel with the NTRK’s 
intron region covered or whole exome sequencing as the 
main method for NTRK gene fusion detection 

NGS: next-generation sequencing; NSCLC: non-small cell lung cancer; NTRK: neurotrophic tyrosine receptor kinase; TRK: tropomyosin receptor kinase. 
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Fig. 2. A) Kinome dendrograms for entrectinib and larotrectinib showing the percentage of kinase activity inhibition for 76 wild-type tyrosine kinases in the presence 
of 1 µmol/L inhibitor, from Kooijman et al [60]. B) Bubble plot comparing the ORR and PFS of various FDA-approved drugs commonly used in the treatment of 
NSCLC with oncogenic kinase alterations. Data plotted come from trials that led to the approval of the agent by the regulatory authority. Activity of agents high
lighted with (*) comes from treatment-naïve patients, while all other data come from activity in pretreated patients. Diameter of the bubble is directly proportional to 
the number of patients that participated in the regulatory trial. FDA: U.S. Food and Drug Administration; NSCLC: non-small cell lung cancer; ORR: objective response 
rate; PFS: progression-free survival. 
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with solid tumours that have an NTRK gene fusion (without a known 
acquired resistance mutation), are metastatic or for which surgical 
resection is likely to result in severe morbidity and have progressed 
following treatment or have no satisfactory alternative therapy [63]. 

Entrectinib is also active in TRK fusion lung cancers. In a 
recent cohort of 31 evaluable patients, the median age was 60 years 
(range 22–88) and 11 patients (35.5%) had two or more prior systemic 
therapies [64]. In this cohort, 18 patients (58.1%) were current 
or former smokers and the majority of patients (83.9%) had 
adenocarcinomas. The ORR per investigator assessment was 64.5% 
(95% CI 45.4–80.8) for all patients (Table 3). In the 15 evaluable 
patients with baseline CNS metastases, the ORR was 60% (95% CI 
32.3–83.7) [64]. The median DoR was 27.1 months (95% CI 14.8–29.4) 
and the median PFS was 20.8 months (95% CI 13.8–30.4) [64] (Fig. 2B). 

TRAEs were mostly grade 1 or 2 and non-serious. TRAEs leading to 
dose reduction, interruption or discontinuation occurred in 31.4%, 
28.6% and 5.7% of patients, respectively [64]. 

CNS activity 

Both larotrectinib and entrectinib have demonstrated activity in the 
CNS [65]. The pooled analyses of patients with TRK fusion lung cancers 
treated in larotrectinib and entrectinib registrational trials included 
patients with baseline CNS metastases [66,67]. A recent pooled analysis 

of data from two global, multicenter, registrational clinical trials of 
larotrectinib in patients with TRK-fusion NSCLC showed that, among 10 
patients with baseline CNS metastases, the ORR per IRC assessment was 
88% (95% CI 47–100) [66]. The intracranial ORR with entrectinib in 
eight patients with TRK fusion NSCLC with baseline CNS metastases was 
63% per blinded independent central review assessment. The median 
intracranial PFS in this cohort was 8.9 months [67]. 

Management of AEs associated with TRK inhibition 

First-generation TRK inhibitors are well tolerated overall. As reported 
in earlier datasets, rates of dose interruption and dose discontinuations 
due to treatment-emergent AEs were 39% and 9% for larotrectinib [61], 
and 46% and 9% for entrectinib [63], respectively. In more recent studies 
of larger datasets, rates of dose reduction and dose discontinuation due to 
TRAEs were not reported and 2% for larotrectinib [68], and 25.6% and 
6.5% for entrectinib [69], respectively. Common TRAEs include weight 
gain, dizziness and withdrawal-associated pain, as well as CNS, gastro
intestinal and respiratory symptoms (Fig. 3) [70,71]. 

Clinical trial experience with larotrectinib and entrectinib have 
provided guidance for expert recommendations based on 
AE-management outcomes [70,71]. Weight gain, dizziness, paraesthe
sias and withdrawal pain could all be considered ‘on-target’ AEs 
secondary to the inhibition of TRKA/B/C that play post-developmental 

Table 3 
Efficacy of first-generation TRK inhibitors in patients with TRK fusion lung cancer.   

Larotrectinib†

N ¼ 30 [62] 
Entrectinib‡

N ¼ 31 [64] 

ORR, % (95% CI)   
All patients 74 (54–89) 64.5 (45.4–80.8) 
Patients with known baseline CNS metastases Not reported 60.0 (32.3–83.7) 

DoR   
Median, months (95% CI) 33.9 (9.5–NE) 27.1 (14.8–29.4) 
Median follow-up, months 22.9 Not reported 

PFS   
Median, months (95% CI) 33.0 (11.3–NE) 20.8 (13.8–30.4) 
Median follow-up, months 24.7 Not reported 

OS   
Median, months (95% CI) 39.3 (17.2–NE) NE 
Median follow-up, months 23.1 Not reported  

†Data cut-off: 20 July 2022. 
‡Data cut-off: 2 August 2021. CI: confidence interval; CNS: central nervous system; DoR: duration of response; NE: not estimable; ORR: overall response rate; OS: 

overall survival; PFS: progression-free survival; TRK: tropomyosin receptor kinase. 

Fig. 3. Frequency and severity of adverse events in patients treated with larotrectinib and entrectinib [61,63,86]. †Includes: arthralgia, back pain, bone pain, 
musculoskeletal chest pain, musculoskeletal discomfort, musculoskeletal pain, musculoskeletal stiffness, myalgia, neck pain, non-cardiac chest pain and pain in 
extremity. ‡Includes musculoskeletal pain, musculoskeletal chest pain, myalgia and neck pain. §Includes dizziness, dizziness postural and vertigo. 
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roles in the maintenance of the nervous system [13,65,70]. A number of 
measures can be employed for relief of these symptoms as outlined 
below and TRK inhibitor dose reduction should be considered in the 
absence of good symptom control or presence of severe AEs. 

‘Dizziness’ should be appropriately characterised, and dose reduc
tion should be considered for intolerable dizziness unresponsive to 
pharmacologic management [70,71]. Ataxia (proprioception or vestib
ular) can be managed using meclizine or scopolamine. Patients should 
avoid activities that increase the risk of dizziness and should change 
position slowly [70,71]. Orthostasis can be managed with midodrine or 
fludrocortisone. Non-pharmacological interventions include avoiding 
alcohol, caffeine and nicotine; keeping eyes open while showering to 
avoid dizziness; using a mobility aid if needed; and multidisciplinary 
care such as physiotherapy and occupational therapy [71]. 

Monitoring a patient’s weight while on TRK inhibitors is advised. 
Non-pharmacological or pharmacological interventions are available for 
patients who exceed a clinically meaningful threshold over the ideal 
body weight [13,70,71]. In a study from Liu et al., most patients treated 
with exercise and dietary modifications, or pharmacological 
interventions including glucagon-like peptide 1 analogues, metformin, 
bupropion, topiramate, sibutramine and phentermine, had minor 
weight loss or weight stabilisation [70]. 

Dysesthesias and peripheral sensory neuropathies can be managed 
with duloxetine. Dysgeusia, a common CNS-related AE, has no phar
macological treatment, so relies on dose interruption and non- 
pharmacological interventions in moderate-to-severe cases [71]. 

Withdrawal-associated pain can occur in patients who temporarily or 
permanently discontinue TRK inhibitor therapy [13,65,70,71]. Non- 
narcotic and narcotic pain medication can be used during this period, 
along with a slow taper of the TRK inhibitor [13,70]. In patients who 
discontinue the drug temporarily, TRK inhibitor reintroduction often 
results in substantial/complete relief, underscoring how chronic TRK 
inhibitor therapy may reset one’s threshold for feeling pain [70,71]. 

Acquired TRK inhibitor resistance 

Selective evolutionary pressure applied by TRK inhibitor treatment 
can elicit convergent evolution of both on-target acquired TRK kinase 
resistance mutations or off-target oncogene dysregulations as an escape 
mechanism to TRK inhibition. Acquired on-target resistance mutations 
in the kinase domain are frequent with larotrectinib and entrectinib. 
These resistance mutations cluster together in three main conserved 
residue hotspots with similar functions across TRK proteins: the solvent- 
front, gatekeeper and xDFG residues [13]. Substitutions that result from 
these mutations occur in areas next to the ATP-binding pocket occupied 
by the TKI, directly inducing steric clash with the drug or increasing the 
ATP affinity of the mutant protein [2,13]. In general, on-target resis
tance mutations should be targeted with next-generation TRK inhibitors 
that can overcome these resistance mutations [25]. Drugs such as 
repotrectinib, taletrectinib and paltimatrectinib were designed to bind 
the ATP pocket of the target kinase and are able to target both wild-type 
and mutant kinases thanks to their more compact linear or macrocyclic 
structure [2,65]. 

Repotrectinib is a next-generation macrocyclic TKI that is selective 
and highly potent against TRK, ROS1 and ALK. It exhibits activity 
against a variety of solvent-front mutations both in vitro and in vivo [72]. 
In multiple preclinical models, repotrectinib demonstrated potent anti
proliferative activity against wild-type fusion proteins involving TRKA, 
TRKB, TRKC and their corresponding solvent-front mutations in cellular 
inhibitory assays and xenograft models [72]. Repotrectinib was granted 
breakthrough therapy designation in October 2021 for patients with 
advanced solid tumours that have an NTRK gene fusion who progressed 
following treatment with one or two prior TRK inhibitors, with or 
without prior chemotherapy, and have no satisfactory alternative 
treatments [73]. 

Taletrectinib is a next-generation, potent, linear, selective pan-TRK 

and ROS1 inhibitor that is being investigated in a phase 2 basket 
study of patients with NTRK gene fusions [74]. While presently no 
clinical data are available on taletrectinib’s activity on acquired 
resistance mutations to first-generation TRK inhibitors, in vitro evidence 
indicates that taletrectinib might be able to overcome some of these 
mutations [25]. In in vitro assays on Ba/F3 cell lines expressing the 
TPM3::NTRK1 fusion, taletrectinib was, to a degree, able to inhibit 
solvent-front mutations (G595X), albeit with a slight increase in the half 
maximal inhibitory concentration (IC50). On the other hand, the xDFG 
NTRK G667C mutation was found to be resistant to taletrectinib, with an 
IC50 of > 300 nM [25,75]. 

SIM1803-1A is a novel, small molecule pan-TRK/ROS1 dual inhibi
tor of undisclosed structure that targets both the wild-type and multiple 
clinical mutations of TRK and ROS1 with a clean selectivity profile [76]. 
In vitro characterisation of this agent showed high potency against wild- 
type NTRK1, as well as against G595R solvent-front mutation and xDFG 
mutation G667C. Preclinical studies have shown that it is a potent in
hibitor with a potentially better safety profile arising from improved 
kinase selectivity, although no clinical data are yet available [76]. 

Paltimatrectinib (PBI-200) is a novel, selective, linear, brain- 
penetrant, next-generation pan-TRK inhibitor. It retains activity 
against resistance mutations reported in patients receiving first- 
generation TRK inhibitors [77] like NTRK1 solvent-front G595R and 
xDFG G667C mutations. Based on its activity against resistance 
mutations and its excellent brain penetration, paltimatrectinib holds 
good potential as a TRK inhibitor, especially for primary brain tumours 
or brain metastatic lesions that harbour an NTRK gene fusion [77]. 

Off-target resistance to TRK inhibitors is mediated by the acquisition 
of additional driver genomic alterations that converge to activate the 
MAPK pathway [2,78]. The use of next-generation TRK inhibitors is not 
likely to be effective if resistance is due to off-target acquired resistance 
[25]. BRAF V600E mutations, KRAS G12D mutations and MET ampli
fications have been identified as the bypass-mediated resistance mech
anisms to TRK inhibitors [78]. As is the case for other targeted therapies 
(EGFR, ALK, etc.), the optimal treatment for acquired resistance will 
likely depend on individual analysis of resistance mechanisms and 
appropriate targeting [25]. Combinations of targeted therapies might be 
an option for patients with multiple drug-resistance pathways [78]. In 
the absence of other targetable mutations, or in the presence of a 
genomic configuration where combination treatment strategies might 
not be feasible, standard chemotherapy can be an option [25]. 

Conclusions 

NTRK gene fusions are a highly actionable therapeutic target found 
in NSCLCs. TRK inhibitors have improved outcomes for patients with 
TRK-fusion cancers, including NSCLCs; therefore, it is important to test 
all patients with NSCLC for the presence of NTRK gene fusions to match 
patients to targeted therapy. Although there are multiple testing 
methods available, RNA-based NGS is considered to be the gold standard 
for detecting NTRK gene fusions. First-generation TRK inhibitors are 
currently approved in a tumour-agnostic fashion. Next-generation drugs 
with activity against resistance mutations are in development. There are 
unique TRK inhibitor-related AEs that should be monitored. Delays in 
identifying and treating these patients with targeted therapy has been 
shown to have a negative effect on their outcomes. Therefore, it is 
crucial to test and identify patients who may benefit from targeted 
treatment as early as possible to maximise the benefits of these 
treatments. 

Funding 

Financial support: Bayer HealthCare Pharmaceutics, Inc. 

M. Repetto et al.                                                                                                                                                                                                                                



Cancer Treatment Reviews 127 (2024) 102733

9

CRediT authorship contribution statement 

Matteo Repetto: Writing – original draft, Writing – review & edit
ing. Marina Chiara Garassino: Writing – original draft, Writing – re
view & editing. Herbert H. Loong: Writing – original draft, Writing – 
review & editing. Fernando Lopez-Rios: Writing – original draft, 
Writing – review & editing. Tony Mok: Writing – original draft, Writing 
– review & editing. Solange Peters: Writing – original draft, Writing – 
review & editing. David Planchard: Writing – original draft, Writing – 
review & editing. Sanjay Popat: Writing – original draft, Writing – re
view & editing. Erin R. Rudzinski: Writing – original draft, Writing – 
review & editing. Alexander Drilon: Writing – original draft, Writing – 
review & editing. Caicun Zhou: Writing – original draft, Writing – re
view & editing. 

Declaration of competing interest 

Support for attending meetings and/or travel: Sanofi. 
Marina Chiara Garassino: Personal financial interests: 

AstraZeneca, Abion, MSD International GmbH, Bayer, BMS, Boehringer 
Ingelheim Italia S.p.A, Celgene, Eli Lilly, Incyte, Novartis, Pfizer, Roche, 
Takeda, Seattle Genetics, Mirati, Daiichi Sankyo, Regeneron, Merck, 
Blueprint, Jansenn, Sanofi, AbbVie, BeiGenius, Oncohost, Medscape, 
Gilead, Io Biotech; Institutional financial interests: Eli Lilly, MSD, Pfizer 
(MISP); AstraZeneca, MSD International GmbH, BMS, Boehringer 
Ingelheim Italia S.p.A, Celgene, Eli Lilly, Ignyta, Incyte, MedImmune, 
Novartis, Pfizer, Roche, Takeda, Tiziana, Foundation Medicine, GSK, 
Spectrum Pharmaceuticals; Others: AIRC, AIFA, Italian Moh, TRANS
CAN; Research funding, Horizon 2020. 

Herbert H. Loong: Advisory: Boehringer Ingelheim, Celgene, Daii
chi Sankyo, Eli Lilly, Illumina, Novartis, Merck Sereno, Takeda, George 
Clinical; Speakers’ bureau: AbbVie, Bayer, Daiichi Sankyo, Eisai, Eli 
Lilly, Guardant Health, Novartis; Travel support: Bayer, Boehringer 
Ingelheim, MSD, Novartis, Pfizer; Research funding: MSD, Mundi
pharma, Novartis; Others: Member of Pharmacy and Poisons (Registra
tion of Pharmaceutical Products and Substances: Certification of Clinical 
Trial/Medicinal Test) Committee, Pharmacy & Poisons Board of Hong 
Kong. Fernando Lopez-Rios: Honoraria/advisory boards: Abbvie, 
Astellas, AstraZeneca, Bayer, BMS, Daiichi Sankyo, Janssen, Lilly, MSD, 
Merck, Pfizer, Roche, Sanofi, Takeda, Thermo Fisher Scientific; Associ
ated research paid to institution: AstraZeneca, Lilly, Pfizer, Roche, 
Thermo Fisher Scientific. 

Tony Mok: Grant/research support from (paid to institution): 
AstraZeneca, BMS, G1 Therapeutics, MSD, Merck Serono, Novartis, 
Pfizer, Roche, SFJ, Takeda, XCovery; Speaker’s fees received from: 
ACEA Pharma, Alpha Biopharma Co., Ltd., Amgen, Amoy Diagnostics 
Co., Ltd., AstraZeneca (before 1/1/19), BeiGene, Boehringer Ingelheim, 
BMS, Daiichi Sankyo, Daz Group, Fishawack Facilitate Ltd., InMed 
Medical Communication, Janssen Pharmaceutica NV, Jiahui Holdings 
Co. Limited, LiangYiHui Healthcare, Lilly, Lucence Health Inc., MD 
Health Brazil, Medscape LLC, Merck Pharmaceuticals HK Ltd., Merck 
Sharp & Dohme, MiRXES, Novartis, OrigiMed Co. Ltd., P. Permanyer SL, 
PeerVoice, Physicians’ Education Resource (PER), Pfizer, PrIME 
Oncology, Research to Practice, Roche Pharmaceuticals/Diagnostics/ 
Foundation One, Sanofi-Aventis, Shanghai BeBirds Translation & 
Consulting Co., Ltd., Shanghai Promedican Pharmaceuticals Co., Ltd., 
Taiho Pharmaceutical Co. Ltd, Takeda Oncology, Touch Independent 
Medical Education Ltd; Honoraria/honorarium received (for consulta
tion services/as independent consultant) from: Abbvie Inc., ACEA 
Pharma, Adagene, Alpha Biopharma Co., Ltd., Amgen, Amoy Di
agnostics Co., Ltd., AnHeart Therapeutics, AstraZeneca (before 1/1/19), 
AVEO Pharmaceuticals, Inc., Bayer Healthcare Pharmaceuticals Ltd., 
BeiGene, BerGenBio ASA, Berry Oncology, Boehringer Ingelheim, 
Blueprint Medicines Corporation, BMS, Bowtie Life Insurance Company 
Limited, Bridge Biotherapeutics Inc., Covidien LP, C4 Therapeutics Inc., 
Cirina Ltd., CStone Pharmaceuticals, Curio Science, D3 Bio Ltd., Da 

Volterra, Daiichi Sankyo, Eisai, Elevation Oncology, F. Hoffmann-La 
Roche Ltd., Genentech, GLG’s Healthcare, Fishawack Facilitate Ltd., 
G1 Therapeutics Inc., geneDecode Co., Ltd, Gilead Sciences, Inc. Grit
stone Oncology, Inc., Guardant Health, Hengrui Therapeutics Inc., 
HutchMed, Ignyta, Inc., Illumina, Inc., Incyte Corporation, Inivata, 
IQVIA, Janssen, Lakeshore Biotech Ltd, Lilly, Lunit USA, Inc., Loxo 
Oncology, Lucence Health Inc., Medscape LLC/ WebMD, Medtronic, 
Merck Serono, MSD, Mirati Therapeutics Inc., MiRXES, MoreHealth, 
Novartis, Novocure GmbH, Omega Therapeutics Inc., OrigiMed, OSE 
Immunotherapeutics, PeerVoice, Pfizer, PrIME Oncology, Prenetics, 
Puma Biotechnology Inc., Qiming Development (HK) Ltd., Regeneron 
Pharmaceuticals Inc., Roche Pharmaceuticals/Diagnostics/Foundation 
One, Sanofi-Aventis, SFJ Pharmaceutical Ltd., Simcere of America Inc., 
Summit Therapeutics Sub, Inc., Synergy Research, Takeda Pharmaceu
ticals HK Ltd., Tigermed, Vertex Pharmaceuticals, Virtus Medical Group, 
XENCOR, Inc., Yuhan Corporation; Stock shareholder in: Alentis Ther
apeutics AG, AstraZeneca, Aurora Tele-Oncology Ltd., Biolidics Ltd., 
HutchMed, Prenetics, D3 Bio, Lunit Inc.; Stock options: Bowtie Life In
surance Co. Ltd., D3 Bio, Lakeshore Biotech Ltd, Loxo Oncology, Lunit 
USA, Inc., Virtus Medical Group, Phanes Therapeutics, Inc., Insighta; 
Advisory board for: AbbVie Inc., ACEA Pharma, Amgen, AstraZeneca, 
BerGenBio ASA, Berry Oncology, Blueprint Medicines Corporation, 
Boehringer Ingelheim, Bowtie Life Insurance Co Ltd, BMS, C4 Thera
peutics Inc, Covidien LP, CStone Pharmaceuticals, Curio Science, D3 Bio 
Ltd., Daiichi Sankyo Inc., Eisai, Fishawack Facilitate Ltd., G1 Thera
peutics Inc., Gilead Sciences Inc., Gritstone Oncology, Inc., Guardant 
Health, geneDecode Co. Ltd. (uncompensated), Hengrui Therapeutics 
Inc., HutchMed, Ignyta Inc., Incyte Corporation, Imagene AI Ltd., Ini
vata, IQVIA, Janssen, Lakeshore Biotech, Lily, Loxo Oncology Inc., 
Lunit, Inc., Merck Serono, Merck Sharp & Dohme, Mirati Therapeutics 
Inc., MiRXES Group, Novartis, OrigiMed, Pfizer, Prenetics, Puma 
Biotechnology Inc., Roche/Genentech, Regeneron Pharmaceuticals Inc., 
Sanofi-Aventis R&D, SFJ Pharmaceutical, Simcere of America Inc., 
Simcere Zaiming, Inc., Takeda, Vertex Pharmaceuticals, Virtus Medical 
Group, Yuhan Corporation; Board of directors/leadership roles (remu
nerated): AstraZeneca PLC (from January 2019–Present), HutchMed, 
Aurora, Insighta (from July 2023–Present); Board of directors/leader
ship roles (non-remunerated): American Society of Clinical Oncology 
(2018–2022), Asian Thoracic Oncology Research Group 
(2016–Present), Chinese Lung Cancer Research Foundation Limited 
(2005–2012), Chinese Society of Clinical Oncology (2009–2020), Hong 
Kong Cancer Fund (2011–Present), Hong Kong Cancer Therapy Society 
(2004–Present), International Association for the Study of Lung Cancer 
(2007–2019), St. Stephen’s College & Prep. School (2017–Present), 
Hong Kong Academy of Sciences (2022–Present). 

Solange Peters: I have Received education grants, provided 
consultation, attended advisory boards and/or provided lectures for the 
following organizations, from whom honoraria received (all fees to 
institution): Consultation/Advisory role: AbbVie, Amgen, Arcus, Astra
Zeneca, Bayer, Beigene, BerGenBio, Biocartis, BioInvent, Blueprint 
Medicines, Boehringer Ingelheim, BMS, Clovis, Daiichi Sankyo, Debio
pharm, Eli Lilly, F-Star, Fishawack, Foundation Medicine, Genzyme, 
Gilead, GSK, Hutchmed, Illumina, Incyte, Ipsen, iTeos, Janssen, Merck 
Sharp and Dohme, Merck Serono, Merrimack, Mirati, Nykode Thera
peutics, Novartis, Novocure, Pharma Mar, Promontory Therapeutics, 
Pfizer, Regeneron, Roche/Genentech, Sanofi, Seattle Genetics, Takeda; 
Board of director position: Galenica; Talk in a company’s organized 
public event: AstraZeneca, Boehringer Ingelheim, BMS, Eli Lilly, Foun
dation Medicine, GSK, Illumina, Ipsen, Merck Sharp and Dohme, Mirati, 
Novartis, Pfizer, Roche/Genentech, Sanofi, Takeda; Receipt of grants/ 
research supports: Principal investigator in trials (institutional financial 
support for clinical trials) sponsored by: Amgen, Arcus, AstraZeneca, 
Beigene, BMS, GSK, iTeos, Merck Sharp and Dohme, Mirati, Pharma 
Mar, Promontory Therapeutics, Roche/Genentech, Seattle Genetics. 

David Planchard: Consulting, advisory role or lectures: AstraZe
neca, Abbvie, BMS, Boehringer Ingelheim, Celgene, Daiichi Sankyo, Eli 

M. Repetto et al.                                                                                                                                                                                                                                



Cancer Treatment Reviews 127 (2024) 102733

10

Lilly, Merck, Novartis, Janssen, Pfizer, Roche, Pierre-fabre, Takeda, 
ArriVent, Mirati, Seagen; Clinical trials research as principal or co- 
investigator (institutional financial interests): AstraZeneca, BMS, 
Boehringer Ingelheim, Eli Lilly, Merck, Novartis, Pfizer, Roche, Medi
mmune, Sanofi-Aventis, Taiho Pharma, Novocure, Daiichi Sankyo, 
Abbvie, Janssen, Pierre-Fabre, Takeda, ArriVent, Mirati, Seagen; Travel, 
accommodations and/or expenses: AstraZeneca, Roche, Novartis, Pfizer. 

Sanjay Popat: Consulting fees (personal fees): Amgen, AstraZeneca, 
Bayer, Blueprint, BMS, Boehringer Ingelheim, Daiichi Sankyo, GSK, 
Guardant Health, Incyte, Janssen, Lilly, Merck Serono, MSD, Novartis, 
Roche, Takeda, Pfizer, Seattle Genetics, Turning Point Therapeutics, 
EQRx; Payment or honoraria for lectures, presentations, speakers bu
reaus, manuscript writing or educational events (personal fees): Astra
Zeneca, Bayer, Guardant Health, Janssen, Merck Serono, Roche, Takeda; 
Payment for expert testimony (personal fees): Roche, Merck Serono; 
Support for attending meetings and/or travel (travel expenses reim
bursement): Janssen, Roche; Leadership in fiduciary role in other board, 
society, committee or advocacy group (unpaid): British Thoracic 
Oncology Group, ALK Positive UK, Lung Cancer Europe, Ruth Strauss 
Foundation, Mesothelioma Applied Research Foundation; ETOP-IBCSG 
Partners Foundation Board. 

Erin R. Rudzinski: Clinical trials research: ON-TRK study (Bayer). 
Alexander Drilon: Honoraria/advisory boards: 14ner/Elevation 

Oncology, Amgen, Abbvie, ArcherDX, AstraZeneca, Beigene, BergenBio, 
Blueprint Medicines, Chugai Pharmaceutical, EcoR1, EMD Serono, 
Entos, Exelixis, Helsinn, Hengrui Therapeutics, Ignyta/Genentech/ 
Roche, Janssen, Loxo/Bayer/Lilly, Merus, Monopteros, MonteRosa, 
Novartis, Nuvalent, Pfizer, Prelude, Repare RX, Takeda/Ariad/Millen
ium, Treeline Bio, TP Therapeutics, Tyra Biosciences, Verastem; Asso
ciated research paid to institution: Pfizer, Exelixis, GSK, Teva, Taiho, 
PharmaMar; Royalties: Wolters Kluwer; Other (food/beverage): Merck, 
Puma, Merus, Boehringer Ingelheim; CME honoraria: Answers in CME, 
Applied Pharmaceutical Science, Inc., AXIS, Clinical Care Options, EPG 
Health, Harborside Nexus, I3 Health, Imedex, Liberum, Medendi, Med
scape, Med Learning, MJH Life Sciences, MORE Health, Ology, OncLive, 
Paradigm, Peerview Institute, PeerVoice, Physicians Education Re
sources, Remedica Ltd., Research to Practice, RV More, Targeted 
Oncology, TouchIME, WebMD. 

Caicun Zhou: Consulting fees: Innovent Biologics, Hengrui, Qilu, 
TopAlliance Biosciences; Payment or honoraria for lectures, pre
sentations, speakers bureaus, manuscript writing or educational events: 
Lily China, Sanofi, Boehringer Ingelheim, Roche, Merck Sharp & Dohme, 
Qilu, Hengrui, Innovent Biologics, Alice, C-Stone, LUYE Pharma, 
TopAlliance Biosciences, Amoy Diagnostics, AnHeart. 

Acknowledgements 

Medical writing support was provided by Anastasija Pesevska, 
PharmD, and editorial support was provided by Melissa Ward, BA, both 
of Scion (a division of Prime), London, UK, supported by Bayer 
HealthCare Pharmaceuticals, Inc. according to Good Publication Prac
tice guidelines (Link: https://www.acpjournals.org/doi/10.7326 
/M22-1460). 

References 

[1] Harada G, Santini FC, Wilhelm C, Drilon A. NTRK fusions in lung cancer: from 
biology to therapy. Lung Cancer 2021;161:108–13. https://doi.org/10.1016/j. 
lungcan.2021.09.005. 

[2] Harada G, Gongora ABL, da Costa CM, Santini FC. TRK inhibitors in non-small cell 
lung cancer. Curr Treat Options Oncol 2020;21:39. https://doi.org/10.1007/ 
s11864-020-00741-z. 

[3] Michelotti A, de Scordilli M, Bertoli E, De Carlo E, Del Conte A, Bearz A. NSCLC as 
the paradigm of precision medicine at its finest: the rise of new druggable 
molecular targets for advanced disease. Int J Mol Sci 2022;23:6748. https://doi. 
org/10.3390/ijms23126748. 

[4] Halliday PR, Blakely CM, Bivona TG. Emerging targeted therapies for the treatment 
of non-small cell lung cancer. Curr Oncol Rep 2019;21:21. https://doi.org/ 
10.1007/s11912-019-0770-x. 

[5] Genova C, Rossi G, Tagliamento M, Rijavec E, Biello F, Cerbone L, et al. Targeted 
therapy of oncogenic-driven advanced non-small cell lung cancer: recent advances 
and new perspectives. Expert Rev Respir Med 2020;14:367–83. https://doi.org/ 
10.1080/17476348.2020.1714441. 

[6] Wenzel C, Herold S, Wermke M, Aust DE, Baretton GB. Routine molecular 
pathology diagnostics in precision oncology. Dtsch Arztebl Int 2021;118:255–61. 
https://doi.org/10.3238/arztebl.m2021.0025. 

[7] Mileham KF, Schenkel C, Bruinooge SS, Freeman-Daily J, Basu Roy U, Moore A, 
et al. Defining comprehensive biomarker-related testing and treatment practices 
for advanced non-small-cell lung cancer: results of a survey of U.S. oncologists. 
Cancer Med 2022;11:530–8. https://doi.org/10.1002/cam4.4459. 

[8] Amatu A, Sartore-Bianchi A, Bencardino K, Pizzutilo EG, Tosi F, Siena S. 
Tropomyosin receptor kinase (TRK) biology and the role of NTRK gene fusions in 
cancer. Ann Oncol 2019;30:viii5–viii15.. https://doi.org/10.1093/annonc/ 
mdz383. 

[9] Marchio C, Scaltriti M, Ladanyi M, Iafrate AJ, Bibeau F, Dietel M, et al. ESMO 
recommendations on the standard methods to detect NTRK fusions in daily practice 
and clinical research. Ann Oncol 2019;30:1417–27. https://doi.org/10.1093/ 
annonc/mdz204. 

[10] Negri T, Tamborini E, Dagrada GP, Greco A, Staurengo S, Guzzo M, et al. TRK-A, 
HER-2/neu, and KIT expression/activation profiles in salivary gland carcinoma. 
Transl Oncol 2008;1:121–8. https://doi.org/10.1593/tlo.08127. 

[11] Yu X, Liu L, Cai B, He Y, Wan X. Suppression of anoikis by the neurotrophic 
receptor TrkB in human ovarian cancer. Cancer Sci 2008;99:543–52. https://doi. 
org/10.1111/j.1349-7006.2007.00722.x. 

[12] Wadhwa S, Nag TC, Jindal A, Kushwaha R, Mahapatra AK, Sarkar C. Expression of 
the neurotrophin receptors trk a and trk B in adult human astrocytoma and 
glioblastoma. J Biosci 2003;28:181–8. https://doi.org/10.1007/BF02706217. 

[13] Cocco E, Scaltriti M, Drilon A. NTRK fusion-positive cancers and TRK inhibitor 
therapy. Nat Rev Clin Oncol 2018;15:731–47. https://doi.org/10.1038/s41571- 
018-0113-0. 

[14] Farago AF, Taylor MS, Doebele RC, Zhu VW, Kummar S, Spira AI, et al. 
Clinicopathologic features of non-small-cell lung cancer harboring an NTRK gene 
fusion. JCO Precis Oncol 2018;2018. https://doi.org/10.1200/PO.18.00037. 

[15] Forsythe A, Zhang W, Phillip Strauss U, Fellous M, Korei M, Keating K. A systematic 
review and meta-analysis of neurotrophic tyrosine receptor kinase gene fusion 
frequencies in solid tumors. Ther Adv Med Oncol 2020;12. https://doi.org/ 
10.1177/1758835920975613. 1758835920975613. 

[16] Solomon JP, Linkov I, Rosado A, Mullaney K, Rosen EY, Frosina D, et al. NTRK 
fusion detection across multiple assays and 33,997 cases: diagnostic implications 
and pitfalls. Mod Pathol 2020;33:38–46. https://doi.org/10.1038/s41379-019- 
0324-7. 

[17] Westphalen CB, Krebs MG, Le Tourneau C, Sokol ES, Maund SL, Wilson TR, et al. 
Genomic context of NTRK1/2/3 fusion-positive tumours from a large real-world 
population. NPJ Precis Oncol 2021;5:69. https://doi.org/10.1038/s41698-021- 
00206-y. 

[18] Vaishnavi A, Le AT, Doebele RC. TRKing down an old oncogene in a new era of 
targeted therapy. Cancer Discov 2015;5:25–34. https://doi.org/10.1158/2159- 
8290.CD-14-0765. 

[19] Rosen EY, Goldman DA, Hechtman JF, Benayed R, Schram AM, Cocco E, et al. TRK 
fusions are enriched in cancers with uncommon histologies and the absence of 
canonical driver mutations. Clin Cancer Res 2020;26:1624–32. https://doi.org/ 
10.1158/1078-0432.CCR-19-3165. 

[20] Bridgewater J, Jiao X, Parimi M, Flach C, Stratford J, Kamburov A, et al. Prognosis 
and oncogenomic profiling of patients with tropomyosin receptor kinase fusion 
cancer in the 100,000 genomes project. Cancer Treat Res Commun 2022;33: 
100623. https://doi.org/10.1016/j.ctarc.2022.100623. 

[21] Tan AC, Itchins M, Khasraw M. Brain metastases in lung cancers with emerging 
targetable fusion drivers. Int J Mol Sci 2020;21. https://doi.org/10.3390/ 
ijms21041416. 

[22] Toyokawa G, Seto T, Takenoyama M, Ichinose Y. Insights into brain metastasis in 
patients with ALK+ lung cancer: is the brain truly a sanctuary? Cancer Metastasis 
Rev 2015;34:797–805. https://doi.org/10.1007/s10555-015-9592-y. 

[23] Patil T, Smith DE, Bunn PA, Aisner DL, Le AT, Hancock M, et al. The incidence of 
brain metastases in stage IV ROS1-rearranged non-small cell lung cancer and rate 
of central nervous system progression on crizotinib. J Thorac Oncol 2018;13: 
1717–26. https://doi.org/10.1016/j.jtho.2018.07.001. 

[24] Gainor JF, Tseng D, Yoda S, Dagogo-Jack I, Friboulet L, Lin JJ, et al. Patterns of 
metastatic spread and mechanisms of resistance to crizotinib in ROS1-positive non- 
small-cell lung cancer. JCO Precis. Oncol 2017;2017. https://doi.org/10.1200/ 
PO.17.00063. 

[25] Qin H, Patel MR. The challenge and opportunity of NTRK inhibitors in non-small 
cell lung cancer. Int J Mol Sci 2022;23. https://doi.org/10.3390/ijms23062916. 

[26] Hong DS, Bauer TM, Lee JJ, Dowlati A, Brose MS, Farago AF, et al. Larotrectinib in 
adult patients with solid tumours: a multi-centre, open-label, phase I dose- 
escalation study. Ann Oncol 2019;30:325–31. https://doi.org/10.1093/annonc/ 
mdy539. 

[27] Wang JL, Wang LS, Zhu JQ, Ren J, Wang D, Luo M. Survival benefit of 
combinatorial osimertinib rechallenge and entrectinib in an EGFR-mutant NSCLC 
patient with acquired LMNA-NTRK1 fusion following osimertinib resistance. 
Respirol Case Rep 2022;10:e01054. https://doi.org/10.1002/rcr2.1054. 

[28] Xia H, Xue X, Ding H, Ou Q, Wu X, Nagasaka M, et al. Evidence of NTRK1 fusion as 
resistance mechanism to EGFR TKI in EGFR+ NSCLC: results from a large-scale 
survey of NTRK1 fusions in chinese patients with lung cancer. Clin Lung Cancer 
2020;21:247–54. https://doi.org/10.1016/j.cllc.2019.09.004. 

M. Repetto et al.                                                                                                                                                                                                                                

https://www.acpjournals.org/doi/10.7326/M22-1460
https://www.acpjournals.org/doi/10.7326/M22-1460
https://doi.org/10.1016/j.lungcan.2021.09.005
https://doi.org/10.1016/j.lungcan.2021.09.005
https://doi.org/10.1007/s11864-020-00741-z
https://doi.org/10.1007/s11864-020-00741-z
https://doi.org/10.3390/ijms23126748
https://doi.org/10.3390/ijms23126748
https://doi.org/10.1007/s11912-019-0770-x
https://doi.org/10.1007/s11912-019-0770-x
https://doi.org/10.1080/17476348.2020.1714441
https://doi.org/10.1080/17476348.2020.1714441
https://doi.org/10.3238/arztebl.m2021.0025
https://doi.org/10.1002/cam4.4459
https://doi.org/10.1093/annonc/mdz383
https://doi.org/10.1093/annonc/mdz383
https://doi.org/10.1093/annonc/mdz204
https://doi.org/10.1093/annonc/mdz204
https://doi.org/10.1593/tlo.08127
https://doi.org/10.1111/j.1349-7006.2007.00722.x
https://doi.org/10.1111/j.1349-7006.2007.00722.x
https://doi.org/10.1007/BF02706217
https://doi.org/10.1038/s41571-018-0113-0
https://doi.org/10.1038/s41571-018-0113-0
https://doi.org/10.1200/PO.18.00037
https://doi.org/10.1177/1758835920975613
https://doi.org/10.1177/1758835920975613
https://doi.org/10.1038/s41379-019-0324-7
https://doi.org/10.1038/s41379-019-0324-7
https://doi.org/10.1038/s41698-021-00206-y
https://doi.org/10.1038/s41698-021-00206-y
https://doi.org/10.1158/2159-8290.CD-14-0765
https://doi.org/10.1158/2159-8290.CD-14-0765
https://doi.org/10.1158/1078-0432.CCR-19-3165
https://doi.org/10.1158/1078-0432.CCR-19-3165
https://doi.org/10.1016/j.ctarc.2022.100623
https://doi.org/10.3390/ijms21041416
https://doi.org/10.3390/ijms21041416
https://doi.org/10.1007/s10555-015-9592-y
https://doi.org/10.1016/j.jtho.2018.07.001
https://doi.org/10.1200/PO.17.00063
https://doi.org/10.1200/PO.17.00063
https://doi.org/10.3390/ijms23062916
https://doi.org/10.1093/annonc/mdy539
https://doi.org/10.1093/annonc/mdy539
https://doi.org/10.1002/rcr2.1054
https://doi.org/10.1016/j.cllc.2019.09.004


Cancer Treatment Reviews 127 (2024) 102733

11

[29] Helman E, Nguyen M, Karlovich CA, Despain D, Choquette AK, Spira AI, et al. Cell- 
free DNA next-generation sequencing prediction of response and resistance to 
third-generation EGFR inhibitor. Clin Lung Cancer 2018;19(518–30):e7. https:// 
doi.org/10.1016/j.cllc.2018.07.008. 

[30] Chmielecki J, Mok T, Wu YL, Han JY, Ahn MJ, Ramalingam SS, et al. Analysis of 
acquired resistance mechanisms to osimertinib in patients with EGFR-mutated 
advanced non-small cell lung cancer from the AURA3 trial. Nat Commun 2023;14: 
1071. https://doi.org/10.1038/s41467-023-35962-x. 

[31] Hou H, Sun D, Zhang C, Liu D, Zhang X. ALK rearrangements as mechanisms of 
acquired resistance to osimertinib in EGFR mutant non-small cell lung cancer. 
Thorac Cancer 2021;12:962–9. https://doi.org/10.1111/1759-7714.13817. 

[32] Wong D, Yip S, Sorensen PH. Methods for identifying patients with tropomyosin 
receptor kinase (TRK) fusion cancer. Pathol Oncol Res 2020;26:1385–99. https:// 
doi.org/10.1007/s12253-019-00685-2. 

[33] Hsiao SJ, Zehir A, Sireci AN, Aisner DL. Detection of tumor NTRK gene fusions to 
identify patients who may benefit from tyrosine kinase (TRK) inhibitor therapy. 
J Mol Diagn 2019;21:553–71. https://doi.org/10.1016/j.jmoldx.2019.03.008. 

[34] Rolfo C, Drilon A, Hong D, McCoach C, Dowlati A, Lin JJ, et al. NTRK1 fusions 
identified by non-invasive plasma next-generation sequencing (NGS) across 9 
cancer types. Br J Cancer 2022;126:514–20. https://doi.org/10.1038/s41416-021- 
01536-1. 

[35] Hernandez S, Conde E, Molero A, Suarez-Gauthier A, Martinez R, Alonso M, et al. 
Efficient identification of patients with NTRK fusions using a supervised tumor- 
agnostic approach. Arch Pathol Lab Med 2023. https://doi.org/10.5858/ 
arpa.2022-0443-OA. 

[36] Sheikine Y, Kuo FC, Lindeman NI. Clinical and technical aspects of genomic 
diagnostics for precision oncology. J Clin Oncol 2017;35:929–33. https://doi.org/ 
10.1200/JCO.2016.70.7539. 

[37] Bormann Chung C, Lee J, Barritault M, Bringuier PP, Xu Z, Huang WY, et al. 
Evaluating targeted next-generation sequencing assays and reference materials for 
NTRK fusion detection. J Mol Diagn 2022;24:18–32. https://doi.org/10.1016/j. 
jmoldx.2021.09.008. 

[38] Belli C, Penault-Llorca F, Ladanyi M, Normanno N, Scoazec JY, Lacroix L, et al. 
ESMO recommendations on the standard methods to detect RET fusions and 
mutations in daily practice and clinical research. Ann Oncol 2021;32:337–50. 
https://doi.org/10.1016/j.annonc.2020.11.021. 

[39] Singh RR. Target enrichment approaches for next-generation sequencing 
applications in oncology. Diagnostics (Basel) 2022:12. https://doi.org/10.3390/ 
diagnostics12071539. 

[40] Hechtman JF. NTRK insights: best practices for pathologists. Mod Pathol 2022;35: 
298–305. https://doi.org/10.1038/s41379-021-00913-8. 

[41] Xu C, Si L, Wang W, Li Z, Song Z, Wang Q, et al. Expert consensus on the diagnosis 
and treatment of NTRK gene fusion solid tumors in China. Thorac Cancer 2022;13: 
3084–97. https://doi.org/10.1111/1759-7714.14644. 

[42] Pascual J, Attard G, Bidard FC, Curigliano G, De Mattos-Arruda L, Diehn M, et al. 
ESMO recommendations on the use of circulating tumour DNA assays for patients 
with cancer: a report from the ESMO Precision Medicine Working Group. Ann 
Oncol 2022;33:750–68. https://doi.org/10.1016/j.annonc.2022.05.520. 

[43] Dziadziuszko R, Hung T, Wang K, Choeurng V, Drilon A, Doebele RC, et al. Pre- and 
post-treatment blood-based genomic landscape of patients with ROS1 or NTRK 
fusion-positive solid tumours treated with entrectinib. Mol Oncol 2022;16: 
2000–14. https://doi.org/10.1002/1878-0261.13214. 

[44] Solomon JP, Hechtman JF. Detection of NTRK fusions: merits and limitations of 
current diagnostic platforms. Cancer Res 2019;79:3163–8. https://doi.org/ 
10.1158/0008-5472.CAN-19-0372. 

[45] Rudolf Eyerer FI, Bradshaw G, Vasalos P, Laser JS, Chang CC, Kim AS, et al. Getting 
your laboratory on track with neurotrophic receptor tyrosine kinase. Arch Pathol 
Lab Med 2022. https://doi.org/10.5858/arpa.2022-0042-CP. 

[46] Conde E, Hernandez S, Alonso M, Lopez-Rios F. Pan-TRK immunohistochemistry to 
optimize the detection of NTRK fusions: removing the hay when looking for the 
needle. Mod Pathol 2023;36:100346. https://doi.org/10.1016/j. 
modpat.2023.100346. 

[47] Hyrcza MD, Martins-Filho SN, Spatz A, Wang HJ, Purgina BM, Desmeules P, et al. 
Canadian multicentric pan-TRK (CANTRK) immunohistochemistry harmonization 
dtudy. Mod Pathol 2023;37:100384. https://doi.org/10.1016/j. 
modpat.2023.100384. 

[48] Conde E, Hernandez S, Sanchez E, Regojo RM, Camacho C, Alonso M, et al. Pan- 
TRK immunohistochemistry: an example-based practical approach to efficiently 
identify patients with NTRK fusion cancer. Arch Pathol Lab Med 2021;145: 
1031–40. https://doi.org/10.5858/arpa.2020-0400-RA. 

[49] Yang SR, Schultheis AM, Yu H, Mandelker D, Ladanyi M, Buttner R. Precision 
medicine in non-small cell lung cancer: current applications and future directions. 
Semin Cancer Biol 2022;84:184–98. https://doi.org/10.1016/j. 
semcancer.2020.07.009. 

[50] Garrido P, Hladun R, de Alava E, Alvarez R, Bautista F, Lopez-Rios F, et al. 
Multidisciplinary consensus on optimising the detection of NTRK gene alterations 
in tumours. Clin Transl Oncol 2021;23:1529–41. https://doi.org/10.1007/s12094- 
021-02558-0. 

[51] Health Commission Of The People’s Republic Of China N. National guidelines for 
diagnosis and treatment of lung cancer 2022 in China (English version). Chin J 
Cancer Res 2022;34:176–206. https://doi.org/10.21147/j.issn.1000- 
9604.2022.03.03. 

[52] Bebb DG, Banerji S, Blais N, Desmeules P, Gill S, Grin A, et al. Canadian consensus 
for biomarker testing and treatment of TRK fusion cancer in adults. Curr Oncol 
2021;28:523–48. https://doi.org/10.3390/curroncol28010053. 

[53] Hendriks LE, Kerr KM, Menis J, Mok TS, Nestle U, Passaro A, et al. Oncogene- 
addicted metastatic non-small-cell lung cancer: ESMO clinical Practice guideline 
for diagnosis, treatment and follow-up. Ann Oncol 2023;34:339–57. https://doi. 
org/10.1016/j.annonc.2022.12.009. 

[54] Planchard D, Popat S, Kerr K, Novello S, Smit EF, Faivre-Finn C, et al. Metastatic 
non-small cell lung cancer: ESMO clinical Practice guidelines for diagnosis, 
treatment and follow-up. Ann Oncol 2018;29:iv192–237. https://doi.org/ 
10.1093/annonc/mdy275. 

[55] Wu YL, Tsuboi M, He J, John T, Grohe C, Majem M, et al. Osimertinib in Resected 
EGFR-mutated non-small-cell lung cancer. N Engl J Med 2020;383:1711–23. 
https://doi.org/10.1056/NEJMoa2027071. 

[56] ClinicalTrials.gov. A Study of Multiple Therapies in Biomarker-Selected Patients 
With Resectable Stages IB-III Non-Small Cell Lung Cancer. 2024. Updated March 
15, 2024. https://www.clinicaltrials.gov/study/NCT04302025. Accessed 18 
March 2024. 

[57] Yoshino T, Pentheroudakis G, Mishima S, Overman MJ, Yeh KH, Baba E, et al. 
JSCO—ESMO—ASCO—JSMO—TOS: international expert consensus 
recommendations for tumour-agnostic treatments in patients with solid tumours 
with microsatellite instability or NTRK fusions. Ann Oncol 2020;31:861–72. 
https://doi.org/10.1016/j.annonc.2020.03.299. 

[58] Scott JA, Lennerz J, Johnson ML, Gordan LN, Dumanois RH, Quagliata L, et al. 
Compromised outcomes in stage IV non-small-cell lung cancer with actionable 
mutations initially treated without tyrosine kinase inhibitors: a retrospective 
analysis of real-world data. JCO Oncol Pract 2023:OP2200611. https://doi.org/ 
10.1200/OP.22.00611. 

[59] Schoenfeld AJ, Arbour KC, Rizvi H, Iqbal AN, Gadgeel SM, Girshman J, et al. 
Severe immune-related adverse events are common with sequential PD-(L)1 
blockade and osimertinib. Ann Oncol 2019;30:839–44. https://doi.org/10.1093/ 
annonc/mdz077. 

[60] Kooijman JJ, van Riel WE, Dylus J, Prinsen MBW, Grobben Y, de Bitter TJJ, et al. 
Comparative kinase and cancer cell panel profiling of kinase inhibitors approved 
for clinical use from 2018 to 2020. Front Oncol 2022;12:953013. https://doi.org/ 
10.3389/fonc.2022.953013. 

[61] Bayer HealthCare Pharmaceuticals Inc. VITRAKVI prescribing information. 2022. 
Updated 2022. https://www.accessdata.fda.gov/drugsatfda_docs/label/2022/210 
861s008lbl.pdf. Accessed 13 September 2023. 

[62] Lin JJ, Tan DSW, Kummar S, Patel JD, Cermignani L, Dai M-S, et al. Long-term 
efficacy and safety of larotrectinib in patients with tropomyosin receptor kinase 
(TRK) fusion lung cancer. ASCO 2023 Annual Meeting 2023;41:9056. https://doi. 
org/10.1200/JCO.2023.41.16_suppl.9056. 

[63] Genentech I. ROZLYTREK (entrectinib) prescribing information. 2023. htt 
ps://www.accessdata.fda.gov/drugsatfda_docs/label/2023/212725Orig1s009lbl. 
pdf. Accessed 4 December 2023. 

[64] Cho BC, Chiu C-H, Massarelli E, Buchschacher GL, Goto K, Overbeck TR, et al. 
Updated efficacy and safety of entrectinib in patients (pts) with locally advanced/ 
metastatic NTRK fusion-positive (fp) non-small cell lung cancer (NSCLC). ASCO 
Annual Meeting 2023;2023(41):9047. https://doi.org/10.1200/JCO.2023.41.16_ 
suppl.9047. 

[65] Drilon A. TRK inhibitors in TRK fusion-positive cancers. Ann Oncol 2019;30: 
viii23–30. https://doi.org/10.1093/annonc/mdz282. 

[66] Drilon A, Tan DSW, Lassen UN, Leyvraz S, Liu Y, Patel JD, et al. Efficacy and safety 
of larotrectinib in patients with tropomyosin receptor kinase fusion-positive lung 
cancers. JCO Precis Oncol 2022;6:e2100418. https://doi.org/10.1200/ 
PO.21.00418. 

[67] Dziadziuszko R, Siena S, Tan DSW, Cho BC, Ahn M-J, Goto K, et al. 1288P efficacy 
of entrectinib in patients with NTRK or ROS1 fusionpositive NSCLC with CNS 
metastases at baseline. ESMO 2020;31. https://doi.org/10.1016/j. 
annonc.2020.08.1602. 

[68] Hong DS, DuBois SG, Kummar S, Farago AF, Albert CM, Rohrberg KS, et al. 
Larotrectinib in patients with TRK fusion-positive solid tumours: a pooled analysis 
of three phase 1/2 clinical trials. Lancet Oncol 2020;21:531–40. https://doi.org/ 
10.1016/S1470-2045(19)30856-3. 

[69] Demetri GD, De Braud F, Drilon A, Siena S, Patel MR, Cho BC, et al. Updated 
integrated analysis of the efficacy and safety of entrectinib in patients with NTRK 
fusion-positive solid tumors. Clin Cancer Res 2022;28:1302–12. https://doi.org/ 
10.1158/1078-0432.CCR-21-3597. 

[70] Liu D, Flory J, Lin A, Offin M, Falcon CJ, Murciano-Goroff YR, et al. 
Characterization of on-target adverse events caused by TRK inhibitor therapy. Ann 
Oncol 2020;31:1207–15. https://doi.org/10.1016/j.annonc.2020.05.006. 

[71] Martineau C, Turcotte MK, Otis N, Provost F, Themens L, Guay MP, et al. 
Management of adverse events related to first-generation tyrosine receptor kinase 
inhibitors in adults: a narrative review. Support Care Cancer 2022;30:10471–82. 
https://doi.org/10.1007/s00520-022-07401-y. 

[72] Drilon A, Ou SHI, Cho BC, Kim DW, Lee J, Lin JJ, et al. Repotrectinib (TPX-0005) is 
a next-generation ROS1/TRK/ALK inhibitor that potently inhibits ROS1/TRK/ALK 
solvent- front mutations. Cancer Discov 2018;8:1227–36. https://doi.org/ 
10.1158/2159-8290.Cd-18-0484. 

[73] Turning Point Therapeutics. Turning Point Therapeutics granted breakthrough 
therapy designation for repotrectinib treatment in patients with NTRK-positive, 
TKI-pretreated advanced solid tumors. 2021. Updated October 4, 2021. https: 
//www.globenewswire.com/news-release/2021/10/04/2307947/0/en/Turning-P 
oint-Therapeutics-Granted-Breakthrough-Therapy-Designation-for-Repotrectinib 
-Treatment-in-Patients-with-NTRK-Positive-TKI-Pretreated-Advanced-Solid-T 
umors.html. Accessed 17 May 2023. 

[74] Innovent Biologics. Innovent announces first patient dosed in the phase II basket 
trial of taletrectinib for solid tumors with NTRK fusion. 2021. Updated June 18, 

M. Repetto et al.                                                                                                                                                                                                                                

https://doi.org/10.1016/j.cllc.2018.07.008
https://doi.org/10.1016/j.cllc.2018.07.008
https://doi.org/10.1038/s41467-023-35962-x
https://doi.org/10.1111/1759-7714.13817
https://doi.org/10.1007/s12253-019-00685-2
https://doi.org/10.1007/s12253-019-00685-2
https://doi.org/10.1016/j.jmoldx.2019.03.008
https://doi.org/10.1038/s41416-021-01536-1
https://doi.org/10.1038/s41416-021-01536-1
https://doi.org/10.5858/arpa.2022-0443-OA
https://doi.org/10.5858/arpa.2022-0443-OA
https://doi.org/10.1200/JCO.2016.70.7539
https://doi.org/10.1200/JCO.2016.70.7539
https://doi.org/10.1016/j.jmoldx.2021.09.008
https://doi.org/10.1016/j.jmoldx.2021.09.008
https://doi.org/10.1016/j.annonc.2020.11.021
https://doi.org/10.3390/diagnostics12071539
https://doi.org/10.3390/diagnostics12071539
https://doi.org/10.1038/s41379-021-00913-8
https://doi.org/10.1111/1759-7714.14644
https://doi.org/10.1016/j.annonc.2022.05.520
https://doi.org/10.1002/1878-0261.13214
https://doi.org/10.1158/0008-5472.CAN-19-0372
https://doi.org/10.1158/0008-5472.CAN-19-0372
https://doi.org/10.5858/arpa.2022-0042-CP
https://doi.org/10.1016/j.modpat.2023.100346
https://doi.org/10.1016/j.modpat.2023.100346
https://doi.org/10.1016/j.modpat.2023.100384
https://doi.org/10.1016/j.modpat.2023.100384
https://doi.org/10.5858/arpa.2020-0400-RA
https://doi.org/10.1016/j.semcancer.2020.07.009
https://doi.org/10.1016/j.semcancer.2020.07.009
https://doi.org/10.1007/s12094-021-02558-0
https://doi.org/10.1007/s12094-021-02558-0
https://doi.org/10.21147/j.issn.1000-9604.2022.03.03
https://doi.org/10.21147/j.issn.1000-9604.2022.03.03
https://doi.org/10.3390/curroncol28010053
https://doi.org/10.1016/j.annonc.2022.12.009
https://doi.org/10.1016/j.annonc.2022.12.009
https://doi.org/10.1093/annonc/mdy275
https://doi.org/10.1093/annonc/mdy275
https://doi.org/10.1056/NEJMoa2027071
https://www.clinicaltrials.gov/study/NCT04302025
https://doi.org/10.1016/j.annonc.2020.03.299
https://doi.org/10.1200/OP.22.00611
https://doi.org/10.1200/OP.22.00611
https://doi.org/10.1093/annonc/mdz077
https://doi.org/10.1093/annonc/mdz077
https://doi.org/10.3389/fonc.2022.953013
https://doi.org/10.3389/fonc.2022.953013
https://www.accessdata.fda.gov/drugsatfda_docs/label/2022/210861s008lbl.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/label/2022/210861s008lbl.pdf
https://doi.org/10.1200/JCO.2023.41.16_suppl.9056
https://doi.org/10.1200/JCO.2023.41.16_suppl.9056
https://www.accessdata.fda.gov/drugsatfda_docs/label/2023/212725Orig1s009lbl.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/label/2023/212725Orig1s009lbl.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/label/2023/212725Orig1s009lbl.pdf
https://doi.org/10.1200/JCO.2023.41.16_suppl.9047
https://doi.org/10.1200/JCO.2023.41.16_suppl.9047
https://doi.org/10.1093/annonc/mdz282
https://doi.org/10.1200/PO.21.00418
https://doi.org/10.1200/PO.21.00418
https://doi.org/10.1016/j.annonc.2020.08.1602
https://doi.org/10.1016/j.annonc.2020.08.1602
https://doi.org/10.1016/S1470-2045(19)30856-3
https://doi.org/10.1016/S1470-2045(19)30856-3
https://doi.org/10.1158/1078-0432.CCR-21-3597
https://doi.org/10.1158/1078-0432.CCR-21-3597
https://doi.org/10.1016/j.annonc.2020.05.006
https://doi.org/10.1007/s00520-022-07401-y
https://doi.org/10.1158/2159-8290.Cd-18-0484
https://doi.org/10.1158/2159-8290.Cd-18-0484
https://www.globenewswire.com/news-release/2021/10/04/2307947/0/en/Turning-Point-Therapeutics-Granted-Breakthrough-Therapy-Designation-for-Repotrectinib-Treatment-in-Patients-with-NTRK-Positive-TKI-Pretreated-Advanced-Solid-Tumors.html
https://www.globenewswire.com/news-release/2021/10/04/2307947/0/en/Turning-Point-Therapeutics-Granted-Breakthrough-Therapy-Designation-for-Repotrectinib-Treatment-in-Patients-with-NTRK-Positive-TKI-Pretreated-Advanced-Solid-Tumors.html
https://www.globenewswire.com/news-release/2021/10/04/2307947/0/en/Turning-Point-Therapeutics-Granted-Breakthrough-Therapy-Designation-for-Repotrectinib-Treatment-in-Patients-with-NTRK-Positive-TKI-Pretreated-Advanced-Solid-Tumors.html
https://www.globenewswire.com/news-release/2021/10/04/2307947/0/en/Turning-Point-Therapeutics-Granted-Breakthrough-Therapy-Designation-for-Repotrectinib-Treatment-in-Patients-with-NTRK-Positive-TKI-Pretreated-Advanced-Solid-Tumors.html
https://www.globenewswire.com/news-release/2021/10/04/2307947/0/en/Turning-Point-Therapeutics-Granted-Breakthrough-Therapy-Designation-for-Repotrectinib-Treatment-in-Patients-with-NTRK-Positive-TKI-Pretreated-Advanced-Solid-Tumors.html


Cancer Treatment Reviews 127 (2024) 102733

12

2021. https://www.innoventbio.com/InvestorsAndMedia/PressReleaseDetail?ke 
y=256. Accessed 17 May 2023. 

[75] Katayama R, Gong B, Togashi N, Miyamoto M, Kiga M, Iwasaki S, et al. The new- 
generation selective ROS1/NTRK inhibitor DS-6051b overcomes crizotinib 
resistant ROS1-G2032R mutation in preclinical models. Nat Commun 2019;10: 
3604. https://doi.org/10.1038/s41467-019-11496-z. 

[76] Wang J, Yu X, Zhu S, Chen Q, Sun J, Xia Y, et al. Preclinical evaluation of SIM1803- 
1A, a small molecule Trk/ROS1 dual inhibitor for wild and mutate NTRK/ROS1 
fusion solid malignancies. J Clin Oncol 2020;38. https://doi.org/10.1200/ 
JCO.2020.38.15_suppl.e21663. e21663–e63. 

[77] Regina A, Elagoz A, Albert V, Boudreault J, Wang H, Ouellet M, et al. Abstract 
2198: PBI-200: a novel, brain penetrant, next generation pan-TRK kinase inhibitor. 
American Association for Cancer Research Annual Meeting 2019;2019:79. 

[78] Cocco E, Schram AM, Kulick A, Misale S, Won HH, Yaeger R, et al. Resistance to 
TRK inhibition mediated by convergent MAPK pathway activation. Nat Med 2019; 
25:1422–7. https://doi.org/10.1038/s41591-019-0542-z. 

[79] Awada A, Berghmans T, Clement PM, Cuppens K, De Wilde B, Machiels JP, et al. 
Belgian expert consensus for tumor-agnostic treatment of NTRK gene fusion-driven 
solid tumors with larotrectinib. Crit Rev Oncol Hematol 2022;169:103564. https:// 
doi.org/10.1016/j.critrevonc.2021.103564. 

[80] Lim KHT, Kong HL, Chang KTE, Tan DSW, Tan IBH, Mohamad F, et al. 
Recommended testing algorithms for NTRK gene fusions in pediatric and selected 
adult cancers: consensus of a Singapore task force. Asia Pac J Clin Oncol 2022;18: 
394–403. https://doi.org/10.1111/ajco.13727. 

[81] Naito Y, Mishima S, Akagi K, Igarashi A, Ikeda M, Okano S, et al. Japan Society of 
Clinical Oncology/Japanese Society of Medical Oncology-led clinical 

recommendations on the diagnosis and use of tropomyosin receptor kinase 
inhibitors in adult and pediatric patients with neurotrophic receptor tyrosine 
kinase fusion-positive advanced solid tumors, cooperated by the Japanese Society 
of Pediatric Hematology/Oncology. Int J Clin Oncol 2020;25:403–17. https://doi. 
org/10.1007/s10147-019-01610-y. 

[82] Perreault S, Chami R, Deyell RJ, El Demellawy D, Ellezam B, Jabado N, et al. 
Canadian consensus for biomarker testing and treatment of TRK fusion cancer in 
pediatric patients. Curr Oncol 2021;28:346–66. https://doi.org/10.3390/ 
curroncol28010038. 

[83] Rudzinski ER, Hechtman J, Roy-Chowdhuri S, Rudolph M, Lockwood CM, 
Silvertown J, et al. Diagnostic testing approaches for the identification of patients 
with TRK fusion cancer prior to enrollment in clinical trials investigating 
larotrectinib. Cancer Genet 2022;260–261:46–52. https://doi.org/10.1016/j. 
cancergen.2021.11.006. 

[84] Zhou KI, Vashistha V, Guo A, Ahmed S, Kelley MJ. Real-world experience with 
neurotrophic tyrosine receptor kinase fusion-positive tumors and tropomyosin 
receptor kinase inhibitors in veterans. JCO Precis Oncol 2023;7:e2200692. https:// 
doi.org/10.1200/PO.22.00692. 

[85] de Oliveira CR, de Andrade ES, Tadin Reis M, de Paula FE, Noriz Berardinelli G, 
Bonatelli M, et al. Detection of NTRK fusions by RNA-based nCounter is a feasible 
diagnostic methodology in a real-world scenario for non-small cell lung cancer 
assessment. Sci Rep 2023;13:21168. https://doi.org/10.1038/s41598-023-48613- 
4. 

[86] Genentech. ROZLYTREK summary of product characteristics. 2022. https://www. 
ema.europa.eu/en/documents/product-information/rozlytrek-epar-product-infor 
mation_en.pdf. Accessed 23 December 2022. 

M. Repetto et al.                                                                                                                                                                                                                                

https://www.innoventbio.com/InvestorsAndMedia/PressReleaseDetail?key=256
https://www.innoventbio.com/InvestorsAndMedia/PressReleaseDetail?key=256
https://doi.org/10.1038/s41467-019-11496-z
https://doi.org/10.1200/JCO.2020.38.15_suppl.e21663
https://doi.org/10.1200/JCO.2020.38.15_suppl.e21663
http://refhub.elsevier.com/S0305-7372(24)00060-4/h0385
http://refhub.elsevier.com/S0305-7372(24)00060-4/h0385
http://refhub.elsevier.com/S0305-7372(24)00060-4/h0385
https://doi.org/10.1038/s41591-019-0542-z
https://doi.org/10.1016/j.critrevonc.2021.103564
https://doi.org/10.1016/j.critrevonc.2021.103564
https://doi.org/10.1111/ajco.13727
https://doi.org/10.1007/s10147-019-01610-y
https://doi.org/10.1007/s10147-019-01610-y
https://doi.org/10.3390/curroncol28010038
https://doi.org/10.3390/curroncol28010038
https://doi.org/10.1016/j.cancergen.2021.11.006
https://doi.org/10.1016/j.cancergen.2021.11.006
https://doi.org/10.1200/PO.22.00692
https://doi.org/10.1200/PO.22.00692
https://doi.org/10.1038/s41598-023-48613-4
https://doi.org/10.1038/s41598-023-48613-4
https://www.ema.europa.eu/en/documents/product-information/rozlytrek-epar-product-information_en.pdf
https://www.ema.europa.eu/en/documents/product-information/rozlytrek-epar-product-information_en.pdf
https://www.ema.europa.eu/en/documents/product-information/rozlytrek-epar-product-information_en.pdf

	NTRK gene fusion testing and management in lung cancer
	Introduction
	NTRK gene fusion biology
	Normal TRK physiology
	Primary oncogenesis with TRK fusion proteins
	TRK fusion acquisition in TKI resistance

	Identifying NTRK gene fusions
	Comprehensive testing
	Single/oligo gene testing
	Protein expression testing
	Testing recommendations
	Management of patients while awaiting testing results

	TRK fusion-targeted therapy
	Larotrectinib
	Entrectinib
	CNS activity
	Management of AEs associated with TRK inhibition
	Acquired TRK inhibitor resistance

	Conclusions
	Funding
	CRediT authorship contribution statement
	Declaration of competing interest
	Acknowledgements
	References


