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To gain advisors’ perspectives on

> Testing protocols and treatment pathways for NTRK fusion-positive cancers

STUDY OBJECTIVE

Report Objectives
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Report Snapshot: Session Overview
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A moderated roundtable 
discussion was held with 
oncologists from the 
OneOncology network in 
a virtual setting on 
September 14, 2021

Disease state and data 
presentations were led by 
Dr Lee Schwartzberg 
from The West Clinic in 
conjunction with content 
developed by the 
Aptitude Health clinical 
team

Insights were obtained on 
testing protocols and 
treatment pathways for 
NTRK fusion-positive 
cancers in the 
community setting

Data collection was 
accomplished through a 
premeeting 
questionnaire of 33  
physicians and in-depth 
moderated discussion 
with 11 physicians.  



Report Snapshot: Attendee Overview

> The group of advisors comprised 11 oncologists from New York, Tennessee, and 
Texas
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INSTITUTION CITY STATE

The Center for Cancer and Blood Disorders Fort Worth TX

New York Cancer & Blood Specialists Port Jefferson NY

New York Cancer & Blood Specialists Bronx NY

West Cancer Center Memphis TN

Tennessee Oncology Chattanooga TN

Tennessee Oncology Nashville TN

Tennessee Oncology Shelbyville TN

The West Clinic Germantown TN



Report Snapshot: Agenda

Time (ET) Topic
6.00 PM – 6.15 PM
(15 min) Introduction and ARS Questions

6.15 PM – 6.30 PM
(15 min) NTRK Gene Fusions as Oncogenic Drivers

6.30 PM – 6.45 PM
(15 min) Treatment of Thyroid/Salivary Gland Cancers

6.45 PM – 7.30 PM
(45 min) Consensus Pathway Discussion: Thyroid/Salivary Gland Cancers

7.30 PM – 7.45 PM
(15 min) Break

7.45 PM – 8.00 PM
(15 min) Treatment of Lung Cancer

8.00 PM – 8.45 PM
(45 min) Consensus Pathway Discussion: Lung Cancer

8.45 PM – 9.00 PM
(15 min) Key Takeaways and Meeting Evaluation
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Key Insights and 
Discussion Summary
Thyroid/Salivary Gland Cancers



INSIGHTS

Discussion: Thyroid/Salivary Gland Cancers (1/3)
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Screening/Genomic 
Analysis for NTRK
Gene Fusions

“The full RAI-refractory patient, I do test them. I just I haven’t seen one.”

“The RNA-based technology is more sensitive; should I use it? Because it’s hard to test them twice because of 
cost. I’m just wondering whether we should use one platform more than the other?”

[Would you test all DTC patients?] “I would test them upfront.”

[In a value-based environment like in Texas or in Tennessee, when will you think about doing testing?] “Likely right 
before deciding treatment.”

“Frequently, pathology will do the IHC without us even knowing about it. Sometimes I’ll get IHC results, but 
typically NGS.”

“Most of the oncologists are doing next-generation sequencing for their outpatients that have advanced cancer, 
irrespective of where the original site of the tumor is. And I think not just for the NTRK, but we are actively looking 
for targets in this era of precision oncology. The pathologists that I work with, they usually know that I’m going to 
request next-generation sequencing.”

“I want to add this point of mRNA-based technology vs DNA. Of course, tumors like salivary gland tumors, you 
don’t want to miss that large intron sequence. My preference usually is to use a platform that can give me a much 
deeper insight into what the whole genome sequencing looks like on an mRNA platform, not to deprive the patient 
of a targeted therapy, if it can be detected with more sensitivity.”



INSIGHTS

Discussion: Thyroid/Salivary Gland Cancers (2/3)
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Screening/Genomic 
Analysis for NTRK
Gene Fusions

“For OncoEMR, we have an ordering system where we have to go down and pick ‘Other molecular’ and then it 
gives the option for 30 different tests. The RNA testing is in there, and I click on it and I usually type ‘Tempus’ in 
the comments.”

“The Tempus panel, they have a great app. You can follow if you have the app. You download it on your phone 
and then you can follow it along. And when it results, it comes into your, especially when you’re rounding on 
patients in the hospital and you don’t have a computer, you can look it up on there, on the phone.”

“In our practice, we don’t have a specific order set for next-generation sequencing. We have to kind of free text it 
when we put the orders in. But the best thing is, like, our medical assistants get right on top of it and they fill out all 
the necessary forms, the requisition forms. And they contact pathology and generate the testing.”

“I like to control everything to the point of extending my day sometimes. I order a lot of the NGS myself. I order a 
lot of Foundation. I have my own log-in. I go in and log in. It’s actually pretty fast. It doesn’t take me that much 
longer than it does to put in the order and talk to my—and every time I log in, I can check the status and see 
where the request is.” 

[Reflexed liquid biopsies when there’s been low tissue] “I just do them both at the same time, just pretty much 
trusting that we may not have enough sample to get something on the tissue itself. I haven’t had much pushback 
from Guardant. It’s been really useful because it usually comes back so quickly; I find it to be helpful. It’s missed a 
couple ALKs in lung. But other than that, it’s been pretty concordant.”



INSIGHTS

Discussion: Thyroid/Salivary Gland Cancers (3/3)
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“I really think the data is very robust. When we have a targetable, an actual mutation, we’d like to prefer that. And 
we feel that as long as the drug is clean, and the data shows that it actually is well manageable, we actually, I
prefer, I try to incorporate it early in my algorithm as much as possible.”

“We can cure with iodine, I’m not sure we should commit them to long-term pills. I think larotrectinib and 
entrectinib are very effective, non-toxic, but again it’s a long-term commitment for pills, very expensive pills. But if 
they are refractory, iodine, I think they should be tested and should be treated accordingly.”

“I think larotrectinib has a little bit, seems to be a cleaner drug in terms of the targeted sites. I will probably prefer 
to start with it, just because of that reason. But, again, they haven’t been compared head-to-head and they both 
are very robust. I cannot say that one is better than the other. It’s just a preference.”

“I see them as equal. And so if I am going to use one of them, I’m going to choose the one that has the least 
financial toxicity.”

[When would you use TRK inhibitor for RAI-refractory patient?] “I use it right away, I use it right away. And I think 
that it’s a very easily tolerable drug and so far has a very good durable response. I would use right away.”

“You don’t want to miss a chance to use it if something goes wrong.”

“I’ve had actually 1 patient with anaplastic and they were very sick. And they were in the hospital. And some of 
these patients, they need urgent chemo, and these oral-targeted agents can take awhile to get approval and the 
process started. But it kind of depends on the clinical situation of the patient. If they need a quick response, 
maybe give chemo first.”

TRK Inhibitors as 
Therapeutic Options



Key Insights and 
Discussion Summary
Lung Cancer



INSIGHTS

Discussion: Lung Cancer (1/2)
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“In my practice, like I'm testing with next-generation sequencing at the time of diagnosis, especially the ones that 
have metastatic disease, to try and see if I can use a targeted agent upfront rather than wait for 2 or 3 lines of 
therapy before giving them targeted therapy.”

“The resistance gene panel, after they progress on an NTRK inhibitor, that's very useful information to have so 
that we can use the second-generation NTRK inhibitors.”

“I try to test everybody. Actually, I think that we try to test earlier on. Even stage 3 we have data, we have the 
EGFR in the adjuvant setting, and I think it's just a matter of time until we roll more targeted therapy into the 
adjuvant setting. But in the metastatic setting, pretty much everybody that comes into our practice gets 
immediately tested. No distinctions.”

“I will send both, but I have encountered in a couple of occasions, patients that come with a diagnosis after an 
FNA, and most of the times we don't get sufficient tissue, so I try to reflex and send liquids with the Foundation, I 
send both, just in case the FNA doesn't have enough material.”

“I always send liquid, just because I'm a pessimist as far as when I'm getting ready to hear as far as the biopsy 
result.”

“I normally wait and see what the NDS on the tissue is before I decide if I want to send off liquid.”

“I'm really going to echo what everybody has said. I have nothing else to add. I start with chemo if the patient is 
symptomatic. I hold IO, just in those rare cases that I might be surprised by an EGFR mutation. I don't want to 
create any extra toxicity on that patient by giving the IO prior to the EGFR, like osimertinib.”

Screening/Genomic 
Analysis for NTRK
Gene Fusions



INSIGHTS

Discussion: Lung Cancer (2/2)
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“So this is really nice data, and if we see a patient, we definitely use NTRK as first line so we can use the resistant 
drugs later.”

“I think using immunotherapy upfront, if they have a higher PD-L1 and have targeted, it's not a good idea because 
I think most of the time, they don't respond right to immunotherapy anyway, and then they may not respond to 
treatment later on down the road either, so I use them upfront.”

“I think if the radiation oncologists are not comfortable watching those small lesions, especially if they're not 
symptomatic, we watch them, start them on treatment, and then we wait and see what happens. Good penetration 
and good response, then we save radiation for a later day.”

“I think data you present appear to be larotrectinib is much more effective.”

“Especially maybe after taking into account like someone previously said, financial toxicity. But otherwise, it 
sounds like maybe laro would be the way to go, but not that strongly.”

[Regarding NTRK fusion identified after starting chemotherapy] “I think I would probably switch. Even if somebody 
is tolerating the chemotherapy pretty well, you'd hate to have some toxicity come up that leads to hospitalization or 
even worse and not give them the opportunity to get the targeted therapy. So we know that this targeted therapy 
works great, I think I would switch right away.”

TRK Inhibitors as 
Therapeutic Options



Key Insights and 
Discussion Summary
Pathway Consensus 



INSIGHTS

Discussion: Pathway Consensus 
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[Regarding the utility of pathways in oncology] “I think overall they can be very helpful. They can help confirm a diagnosis 
or a treatment plan that you already had in your head. Or if they have something that’s discordant, maybe make you think 
twice.”

“I do agree that it takes a couple minutes to get to the final regimen that we want or we need. But it’s a safety net, when 
you see the final regimen popping up, and being like the NCCN preferred. The ONCOassist needs a little fine-tuning. It’s 
very slow. It takes awhile to load and awhile to get to the final regimen.”

“Especially in our practice, our nurses really use the pathways to look at the dosing and the scheduling and then use that 
as a teaching tool for our, what we call chair-time visits for the patients. Once we enter the pathway, that kind of sets the 
future plans for the patient. And they automatically get education materials on the drugs we choose on the pathway.”

[Inclusion of NTRK testing in pathways] “If it causes me to click any more than I already do, then, no. We already click so 
many times. But I like to think I remember to do it now. There’s probably times out there that I’ve forgotten, but eventually
I’ll remember. I don’t like any additional stimuli coming at me or clicking that I have to do.”

[Inclusion of NTRK testing in pathways] “For me, it would be a great resource. Most of the times when I use pathways, it’s 
basically for treatment and the regimen that I’m going to put in. We have in our pathways, built in, those options where you 
could click on the Oncotype DX results or if they have EGFR or something. And if NTRK is included in that, then, yes, 
absolutely, I would prefer that.” 

“Where it has been helpful, I think the prophylactic antimicrobials, especially for the lymphoma patients. I find that to be 
extremely useful. And then for immunotherapy for the labs, the cortisol and the thyroid, very, very helpful.”

“I assume that you would be comfortable with our lung cancer group putting NTRK inhibitors as preferred for first-line 
therapy in our pathways. I'm seeing most heads shake, it's a yes.”

Pathway Development



Advisor Key Takeaways



Advisor Key Takeaways 
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ADVISOR ADVISOR

1
> Using RNA testing for NTRK mutations in thyroid cancer 

moving forward
> Incorporate testing in earlier lines of therapy 

7
> This reinforces the RNA based testing approach
> Both drugs look great. Look forward to being able to use then in 

thyroid or lung cancer 

2
> Use RNA based testing; it has more sensitivity with all 

mutations including NTRK
> Data on both NTRK inhibitors is phenomenal and side 

effects are tolderable. These are in the same category as 
the EFGR and ALK inhibitors at this point 

8
> Based on the data, NTRK targeted therapy is more effective and 

more tolerable than instinct told me
> The drugs are even better than I thought 
> I am going to be using the testing algorithm shown 

3
> NTRK is another good marker to have 
> These therapies seem to really work well and be well 

tolerated 
9

> The overall efficacy of next generation sequencing and how vital 
those results could be in terms of patient management, when 
appropriate we should wait for those results before making 
treatment decisions 

4

> If I have a driver mutation, irrespective of PD-L1 status, I 
would go after the driver mutation and it looks like NTRK is 
a great target

> The two therapies are interchangeable. They have good 
intercranial penetration. The tie breaker is the side effect 
profile, specifically in patients with morbid obesity due to 
weight gain in 10% of the patient population

10
> I love the data shown and that these drugs can be used frontline
> These drugs are effective not only in lung, but also thyroid and other 

cancers
> Should be looking for these in all cancers 

5
> Testing, testing, testing 
> Will pay more attention to RNA testing
> The drugs are very impressive

11 > Did not provide takeaways

6
> I am ready to use these drugs upfront. Like many targeted 

agents, they work really well, especially with the CNS 
penetration

> They have a good safety profile



Thyroid Cancer-Specific 
Questions



Nineteen Percent of the Advisors Have Treated ≥4 RAI-R mDTC 
Patients in the Past 12 Months; Around One-Quarter of the 
Advisors Treated an NTRK Fusion-Positive mDTC Patient 
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74%

23%

3%

Approximately how many NTRK fusion-positive 
mDTC patients have you ever treated? (N = 31)

0

1–2

3–4

5–6

≥7

Unsure because I don’t 
test for NTRK gene 
fusions

81%

16%

3%

Approximately how many patients with RAI-R 
metastatic DTC (mDTC) have you treated in the 

past 12 months? (N = 31)

≤3

4–6

7–10

11–15

16–20

≥21



The Majority of Advisors Test for NTRK Gene Fusions Upfront 
in mDTC; 16% of Advisors Do Not Test for NTRK Fusions
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58%

16%
10%

16%

0%

20%

40%

60%

80%

100%

Yes, I test upfront No, I test after RAI No, I test after initiation of
systemic therapy

No, I do not test for NTRK fusions

Do you test for NTRK gene fusions prior to initiating any therapy for mDTC?
(N = 31)



For 58% of Advisors, Most or All of Their RAI-R mDTC Patients 
Receive NTRK Fusion Testing
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19%

10%
6% 6%

23%

35%

0%

20%

40%

60%

80%

100%

0% 1%–25% 26%–50% 51%–75% 76%–99% 100%

What percentage of your RAI-R mDTC patients receive NTRK fusion testing? (N = 31)



Just Over Half of the Advisors Need to Specifically Request 
NTRK Fusion Testing
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32%

52%

16%

0%

20%

40%

60%

80%

100%

NTRK fusion testing is automatically
requested

I need to specifically request NTRK fusion
tests

I don’t test for NTRK fusions

Is NTRK fusion testing automatically requested in RAI-R mDTC patients or do you need to 
specifically request the testing? (N = 31)



Most Advisors Outsource NTRK Gene Fusion Testing in mDTC; 
the Majority of These Advisors Use DNA-Based Testing
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TRK IHC FISH RT-PCR DNA-based
NGS,

in-house

RNA-based
NGS,

in-house

DNA-based
NGS,

outsourced

RNA-based
NGS,

outsourced

We do not test
for NTRK gene

fusions in mDTC

How does your practice test mDTC patients for NTRK gene fusions? Select all that apply.
(N = 31)



In mDTC, 58% of the Advisors Perform Tissue-Based Testing 
First, Followed by a Liquid Biopsy Where Appropriate
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13%

58%

0% 0%

19%

10%

0%

20%

40%

60%

80%

100%

Tissue only Tissue; reflex to liquid
biopsy where
appropriate

Liquid biopsy only Liquid; reflex to tissue
where appropriate

Both tissue and liquid
biopsy at the same

time

I do not perform
biomarker testing in

mNSCLC

What testing algorithms do most of your mDTC patients experience for biomarker testing? 
(N = 31)



All Advisors Who Treat RAI-R mDTC Would Switch to a TRK 
Inhibitor in an NTRK+ Patient; the Slight Majority Would Make 
the Switch at Disease Progression
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42%
52%

0%
6%

0%

20%

40%

60%

80%

100%

As soon as the NTRK fusion is
detected

At disease progression I would not switch to a TRK
inhibitor in mNSCLC

Other*

When an NTRK fusion is detected after another first-line systemic therapy has been 
initiated for RAI-R mDTC, at what point would you offer to switch therapy to a TRK 

inhibitor?  (N = 31)

*Two advisors specified that they do not treat this disease.



More Advisors Would Choose Larotrectinib Over Entrectinib in 
RAI-R mDTC; However, 39% of Advisors Were Unsure of Their 
Choice of TRK Inhibitor

27

26%

35% 39%

0%

20%

40%

60%

80%

100%

Entrectinib Larotrectinib Unsure

Which TRK inhibitor would you choose for an NTRK gene fusion-positive RAI-R mDTC 
patient? (N = 31)



Lung Cancer-Specific 
Questions



Forty-Eight Percent of the Advisors Have Treated ≥21 mNSCLC 
Patients in the Past Year; 45% of Advisors Have Treated an 
NTRK Fusion-Positive mNSCLC Patient

29

52%

33%

6%
3%

3%3%

Approximately how many NTRK fusion-positive 
mNSCLC patients have you ever treated?

(N = 33)

0

1–2

3–4

5–6

≥7

Unsure because I don’t 
test for NTRK gene 
fusions

9%
6%

9%

27%

48%

Approximately how many patients with 
metastatic NSCLC (mNSCLC) have you treated 

in the past 12 months? (N = 33)

≤3

4–6

7–10

11–15

16–20

≥21



For the Majority of Advisors, Most or All of Their mNSCLC 
Patients Receive NTRK Fusion Testing
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What percentage of your mNSCLC patients receive NTRK fusion testing? (N = 33)



For 55% of Advisors, NTRK Fusion Testing Is Automatically 
Requested
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55%

42%
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100%

NTRK fusion testing is automatically
requested

I need to specifically request NTRK fusion
tests

I don’t test for NTRK fusions

Is NTRK fusion testing automatically requested for mNSCLC patients or do you need to 
specifically request the testing? (N = 33)



Most Advisors Outsource NTRK Gene Fusion Testing in NSCLC; 
the Majority of These Advisors Use DNA-Based Testing
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We do not test
for NTRK gene

fusions in
NSCLC

How does your practice test NSCLC patients for NTRK gene fusions? Select all that apply.
(N = 33)



Most Advisors Initially Use Tissue for Biomarker Testing and 
Reflex to Liquid Biopsy Where Appropriate
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3%

76%

0% 0%
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80%

100%

Tissue only Tissue; reflex to liquid
biopsy where
appropriate

Liquid biopsy only Liquid; reflex to tissue
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Both tissue and liquid
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I do not perform
biomarker testing in

mNSCLC

What testing algorithms do most of your patients with mNSCLC experience for biomarker 
testing? (N = 33)



Slightly More Advisors Initiate First-Line Therapy While Waiting 
for NTRK Fusion Results vs Waiting for NTRK Fusion Results 
Before Beginning Therapy
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41%

53%

6%

0%

20%

40%

60%

80%

100%

Yes, and I typically wait for NTRK fusion
results before initiating therapy

Yes, but I typically initiate first-line therapy
while waiting for NTRK fusion results

No

Do you test for NTRK prior to initiating first-line systemic therapy in mNSCLC?
(N = 32)



Most Advisors Would Use a TRK Inhibitor for This Patient; 
Slightly More Would Choose Larotrectinib
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0%

34%
41%

6%
13%

6%

0%

20%

40%

60%

80%

100%

Atezolizumab Entrectinib Larotrectinib Pembrolizumab Platinum-
pemetrexed-

pembrolizumab

Other*

If an NTRK gene fusion is detected in a mNSCLC patient prior to initiating first-line 
systemic therapy, what therapy option would you prefer (assuming adenocarcinoma 

histology and PD-L1 ≥50%)? (N = 32)

*Advisors specified “Treat based on pathway recommendations” (N = 1) and “Clinical trial” (N = 1).



Around Half of the Advisors (47%) Would Be Comfortable or 
Very Comfortable With Switching Therapy to a TRK Inhibitor
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9%
16%

28% 25% 22%
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100%

1 – Very uncomfortable 2 3 4 5 – Very comfortable 

When an NTRK fusion is detected after first-line systemic therapy was initiated for 
mNSCLC, how comfortable would you be in switching therapy to a TRK inhibitor, with 1 

being Very uncomfortable and 5 being Very comfortable? (N = 32)



All Advisors Would Switch to a TRK Inhibitor in an NTRK+ 
Patient; the Majority Would Make the Switch at Disease 
Progression
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31%

66%

0% 3%
0%

20%

40%

60%

80%

100%

As soon as the NTRK fusion is
detected

At disease progression I would not switch to a TRK
inhibitor in mNSCLC

Other*

When an NTRK fusion is detected after another first-line systemic therapy has been 
initiated for mNSCLC, at what point would you offer to switch therapy to a TRK inhibitor? 

(N = 32)

*One advisor specified “Depends on the patient’s response to current Rx.”



Most Advisors Were Not Familiar With the Comparative 
Effectiveness Data of Entrectinib vs Larotrectinib in NSCLC
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On a scale of 1–5, how familiar are you with the comparative effectiveness data on 
entrectinib vs larotrectinib in NSCLC, with 1 being Unfamiliar and 5 being Very familiar?

(N = 32)



Slightly More Advisors Would Choose Larotrectinib Over 
Entrectinib in mNSCLC; Around One-Third of Advisors (31%) 
Were Unsure of Their Choice of TRK Inhibitor
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Which TRK inhibitor would you choose for an NTRK gene fusion-positive mNSCLC 
patient? (N = 32)



Testing/Pathway-Specific 
Questions



Most Advisors Do Not Have a Field for NTRK Biomarker Status 
in Their EHR
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Do you have a field for NTRK biomarker status in your EHR? (N = 31)



How Biomarker Testing Is Ordered

42

Please describe how you order biomarker testing at your practice. (N = 31)
Ordered through EMR – “molecular testing” then I manually type in Tempus xT for 
tissue. I order Guardant or Tempus Blood through EMR under orders tab Ordered through HER – panel testing.

Through EHR Electronic through EHR with Foundation One or Caris

Electronically through Foundation Medicine EHR under biomarker. You may specify specific test platform

I request the full panel through EHR I order FoundationOne CDx electronically, or ask my MA to do it

Paper testing. I request. MA fills out Usually order a full panel on EHR with CARIS or FMH

I have to fill out a paper form and submit it to the pathologist Foundation One, electronic request through EHR

Paper – Foundation One requisition form In the EMR

Tissue and liquid through EHR EHR order placed. It is then routed to a team that requests the biopsy and sends it 
to the appropriate testing vendor

Paper – full panel Mostly Foundation on tissue, some liquid. Also use Guardant 360 for lung, 
sometime Caris. Mostly handwritten and kits by Medical assistants

EMR For HMO patients, auth must be requested for individual tests as NGS will be 
denied. For PPO/Medicare, order full panel through EHR

Test is ordered electronically. We request full panel I order it as part of broader NGS testing through the EMR

For metastatic lung, the EGFR/ALK/NTRK usually already occurs. Then through 
our EHR, I'll check NGS and dually order Guardant on the blood

Electronic request via EMR to patient navigator who then orders the test through 
portal

We usually order Foundation testing, on paper Paper NGS full panel

Comprehensive DNA based NGS is ordered through EHR Medical oncologists usually order a panel through pathology. EMR

Foundation One, EHR Foundation One test and Caris Test are built in the EMR

We order electronically through our EHR and then sign paper forms with further 
information



How Biomarker Testing Results Are Received by the Physician
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Please describe how the results of biomarker testing are reported and transmitted back to the treating physician.  (N = 30)

I am signed up for Tempus Portal and they are also scanned into EMR I receive an email when the results are available. Also, my MA prints the results out 
and puts them on my desk

Auto Populate in the EHR PDF, loaded into record, and molecular tumor board
Electronically through the Foundation portal PDF format, Foundation One pathologist review and result are auto populated
Full NGS testing ordered. Results are in PDF form and results are discussed 
through molecular tumor board. I do not believe there is an internal pathologist. 
Results are scanned in and not auto populates

Uploaded back into the EMR and sent to the physician inbox. They are PDF. No 
internal pathologists reviews. It also gets sent to our personalized medicine team 
and is presented at a weekly conference with treatment and clinical trial options

Fax Scanned in PDFs into EHR and interpreted by the attending oncologist

NGS is faxed to our clinic Fax

PDF emailed to practicing physician and the concerned pathologist

If possible order NGS through Foundation One. Otherwise, order through approved 
laboratory such as LabCorp Oncology or Quest. The results are faxed back to the 
treating physician as a PDF and then uploaded into the EHR. The results do not 
auto-populate into the EHR

G360 in EHR and app on phone. Tissue in EHR Results are input into the EMR. We also have molecular tumor board that reviews 
and gives recommendations

Online portal and email alert Comes as document through our inbox in our EMR
Emr Faxed, scanned into EMR
Complete genomic testing is sent and uploaded electronically to patient's chart. No 
review is done by pathology prior to MD review Faxed to office

It comes through OncoEMR in the INBOX PDF file

It is outsourced, paper results scanned to the chart Results are faxed to our facility and then scanned into their chart for our viewing. 
They also come through our electronic inbox to sign off on

Results are scanned in to the EHR for MD to review. No other provider, pathologist 
included, reviews the results Email with report attached. Then it is populated into EHR

PDF scanned in EHR Arrive in my inbox in the EHR under pathology



In Most Advisors’ Practices, Patients Are Treated On-Pathway 
≥81% of the Time; 13% of the Advisors Do Not Use Clinical 
Pathways in Their Practice
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27%

50%

3% 7%
13%

0%

20%

40%

60%

80%

100%

91%–100% of the time 81%–90% of the time 70%–80% of the time <70% of the time We do not use clinical
pathways

In general, how often are patients treated on-pathway in your practice? (N = 30)



Most Advisors’ Practices Have Pathways for mNSCLC; for 40% 
of Advisors, Their Practice Has Pathways for NTRK Fusion-
Positive Cancers
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83%

13%

40% 40%

17%

0%

20%

40%

60%

80%

100%

mNSCLC RAI-R mDTC NTRK fusion-positive
cancers

Other actionable
biomarker-driven cancers

None of the above

Does your practice have pathways for any of the following? Select all that apply. (N = 30)



Practices Have Varied Approaches to Modifying Clinical 
Pathways; for 47% of the Advisors, Their Practice Modifies 
Pathways Every 4–6 Months
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47%

10% 13% 17% 13%

0%

20%

40%

60%

80%

100%

Every 4–6 months Every year Every time there is a new
regimen approved for a

disease

We do not use clinical
pathways

Other*

How often are clinical pathways modified in your practice? (N = 30)

*Three advisors indicated they are unsure; 1 advisor specified every 3 months.



For Practices That Use Clinical Pathways, Slightly More Have 
Pathways Integrated Into the EHR
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43%
37%

20%

0%

20%

40%

60%

80%

100%

Yes, our pathways are integrated into the
EHR

No, we use pathways, but they are not
integrated into the EHR

No, we do not use clinical pathways

Are your clinical pathways integrated into the EHR? (N = 30)



Pathways Are Typically From a Third-Party Entity, Most Often 
ClinicalPath or OneOncology
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20%

30% 33%

13%

3%
0%

20%

40%

60%

80%

100%

Internal practice OneOncology ClinicalPath (formerly Via
Oncology)

Flatiron Assist™ Other*

Are the clinical pathways used in your practice developed internally or do you rely on a 
third-party entity? (N = 30)

*All of the above (N = 1); Do not use pathways (N = 1).



For Those Who Have Internally Created Pathways, the 
Department Head, a Disease-State Expert, and a Precision 
Medicine Expert Are Most Likely to Be Involved 

49

10%

27%
17% 17%

7% 3%

20%

37%

0%

20%

40%

60%

80%

100%

Practice
manager

Department
head

Precision
medicine expert

Disease-state
expert

Pharmacy NP/PA/Nurse
navigator

Other* Our pathways
are created by a
third-party entity

If your clinical pathways are created internally, who is part of the pathway development? 
Select all that apply. (N = 30)

*Don’t know (N = 3); We do not use pathways (N = 1); Guideline committee (N = 1); and “Different doctors” (N = 1).
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