Efficacy and safety of larotrectinib as first-line treatment for patients with TRK fusion cancer
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« There were 20 unique fusion partners, with ETV6::NTRK3 being the most common

(n=47; 51%; Figure 1). P LA I N LA N G UAG E S U M MA RY » Treatment-related adverse events (TRAES) were predominantly Grade 1 or 2 (Figure 5).
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