
Real World Evidence : 
Osimertinib as SoC in the 

management of EGFRm NSCLC

 

Transparency statement: You agree and consent that AstraZeneca may record or take photographs or collect, retain, use and disclose your information, including personal, 
in order for AstraZeneca to comply with any legal or regulatory obligations or transparency requirements that apply to AstraZeneca’s activities anywhere in the world, as 
well as comply with AstraZeneca’s internal policies, sharing of practices, standard operating procedures and guidelines. You can also access our Privacy Policy at 
www.astrazeneca.com. 
 Approval  ID IN-8556 Date of Approval :21/12/2021 Date of Expiry: 21/12/2023



INTRODUCTION 

• In patients with EGFR mutations, PFS improves after treatment with EGFR – TKIs 
compared with that with cytotoxic chemotherapy

• Osimertinib, an irreversible, third-generation EGFR TKI, demonstrated a clinically 
meaningful improvement in median progression-free survival (mPFS, 18.9 months vs. 10.2; 
hazard ratio [HR], 0.46; 0.37–0.57; p < .001) in the phase III randomized FLAURA trial

• Overall survival (OS) median OS, 38.6 months vs. 31.8; HR, 0.80; 95% CI, 0.64– 1.00), made 
osimertinib the best treatment option for patients with untreated EGFR-mutant aNSCLC.

aNSCLC – Advanced Non-small cell lung cancer
1. Skovlund E, Leufkens HGM, Smyth JF. The use of real-world data in cancer drug development. Eur J Cancer 2018;101:69–76.
2. Sherman RE, Anderson SA, Dal Pan GJ et al. Real-world evidence — What is it and what can it tell us? N Engl J Med 2016;375:2293–2297. 
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FLAURA DOUBLE-BLIND STUDY DESIGN

OS was a key secondary endpoint
⬥Final OS analysis planned for when approximately 318 death events had occurred
⬥For statistical significance, a p-value of less than 0.0495, determined by O’Brien-Fleming approach, was required

⬥Alpha spend for interim OS analysis was 0.0015
⬥At data cut-off, 61 patients (22%) in the osimertinib arm and 13 patients (5%) in the comparator arm were ongoing study treatmen t

Crossover was allowed for patients in
the comparator EGFR-TKI arm,

who could receive open-label
osimertinib upon central confirmation of

progression* and T790M positivity

Stratification by
mutation status

(Ex19del / L858R)
and race

(Asian / non-Asian)

Patients with locally advanced or
metastatic NSCLC

Key inclusion criteria
⬥≥18 years (≥20 years in Japan)
⬥WHO performance status 0 / 1
⬥Ex19del / L858R (enrolment by local or

central EGFR testing)
⬥No prior systemic anticancer /

EGFR-TKI therapy
⬥Stable CNS metastases allowed

Randomised 1:1

RECIST 1.1 assessment every
6 weeks until objective
progressive disease.

Following the primary PFS analysis,
progression events by RECIST 1.1
were no longer centrally collected

Comparator EGFR-TKI
Gefitinib (250 mg p.o. qd) or

Erlotinib (150 mg p.o. qd)
(n=277)

Osimertinib
(80 mg p.o. qd)

(n=279)

Data cut-off: 25 June 2019
Soria et al. N Engl J Med 2018;378:113-25

*By investigator assessment if disease progression occurred after the primary analysis data cut-off
p.o., orally; qd, once daily; RECIST 1.1, Response Evaluation Criteria In Solid Tumors version 1.1; WHO, World Health Organization



BASELINE CHARACTERISTICS
Characteristic, % Osimertinib (n=279) Comparator EGFR-TKI (n=277)

Sex: male / female 36 / 64 38 / 62

Age, median (range), years 64 (26–85) 64 (35–93)

Race: Asian / non-Asian 62 / 38 62 / 38

Smoking status: never / ever 65 / 35 63 / 37

CNS metastases at study entry 19 23

WHO performance status: 0 / 1 40 / 60 42 / 58

Overall disease classification: metastatic / advanced 95 / 5 95 / 5

Histology: adenocarcinoma / other 99 / 1 98 / 2

EGFR mutation at randomisation: Ex19del / L858R 63 / 37 63 / 37

Data cut-off: 12 June 2017
Soria et al. N Engl J Med 2018;378:113-25



PRIMARY ANALYSIS: PROGRESSION-FREE SURVIVAL

Data cut-off: 12 June 2017
1. Soria et al. N Engl J Med 2018;378:113-25

CI, confidence interval; ctDNA, circulating tumour DNA; NC, not calculable; PH, proportional-hazards
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FINAL ANALYSIS: OVERALL SURVIVAL

Data cut-off: 25 June 2019
For statistical significance, a p-value of less than 0.0495, determined by O’Brien-Fleming approach, was required

Median OS, months (95% CI)

– Osimertinib 38.6 (34.5, 41.8)

– Comparator EGFR-TKI 31.8 (26.6, 36.0)

HR (95.05% CI) 0.799 (0.641, 0.997); p=0.0462

321 deaths in 556 patients at data cut-off: 58% maturity
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⬥FLAURA showed a statistically significant and clinically meaningful improvement in OS with osimertinib
⬥Median OS for patients in the osimertinib arm was extended by 6.8 months

⬥Osimertinib is the first EGFR-TKI monotherapy to show a statistically significant OS benefit versus
another EGFR-TKI

⬥After three years, 28% of patients in the osimertinib arm and 9% of patients in the comparator EGFR-TKI
arm remained on first-line study treatment

⬥Osimertinib presented a favourable and consistent toxicity profile, despite prolonged exposure

CONCLUSIONS

The final OS analysis of FLAURA reinforces osimertinib as the standard of care for
first-line treatment of patients with EGFRm advanced NSCLC



Real –World Evidence of 
Osimertinib 

1

1) FLOWER STUDY
2) OSI-FACT 
3) MYKONOS



First-Line Osimertinib in Patients with EGFR-Mutant 
Advanced Non-Small Cell Lung Cancer: : FLOWER Study

10 MARTINA LORENZI et al, The Oncologist 
2021;9999:1–16



INTRODUCTION 
• Osimertinib, an irreversible, third-generation EGFR TKI, demonstrated a clinically 

meaningful improvement in median progression-free survival (mPFS, 18.9 months vs. 10.2; 
hazard ratio [HR], 0.46; 0.37–0.57; p < .001) in the phase III randomized FLAURA trial

• Overall survival (OS) median OS, 38.6 months vs. 31.8; HR, 0.80; 95% CI, 0.64– 1.00), made 
osimertinib the best treatment option for patients with untreated EGFR-mutant aNSCLC.

• It has been estimated that only 2%–4% of patients with cancer receive treatment within 
RCTs, thus raising the issue of the representativeness

• Real-world data have  become useful tools to assess unique insights in routine oncology 
practice in the post marketing setting

aNSCLC – Advanced Non-small cell lung cancer
1. Skovlund E, Leufkens HGM, Smyth JF. The use of real-world data in cancer drug development. Eur J Cancer 2018;101:69–76.
2. Sherman RE, Anderson SA, Dal Pan GJ et al. Real-world evidence — What is it and what can it tell us? N Engl J Med 2016;375:2293–2297. 



KEY FEATURES: BASELINE

CR, complete response; ECOG PS, Eastern Cooperative Oncology Group Performance Status; NOS, not otherwise specified;
PD, progressive disease; PR, partial response; SD, stable disease.
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STUDY INCLUSION & EXCLUSION CRITERIA

Inclusion Exclusion

1. Age > 18 years

2.    Histological and/or cytological confirmed
       diagnosis of NSCLC

3. Presence of one or more epidermal growth factor  
       receptor (EGFR) mutations in exon 18–21

4. Locally advanced, recurrent or metastatic disease 
      (stage IIIB and IV according to 8th edition of the  
      TNM Classification of Malignant Tumors) 

5. Eligible to receive first-line treatment with the 
      third-generation EGFR TKI, Osimertinib. 

Patients who received the study drug in clinical trials



STUDY ENDPOINTS
Primary Secondary 

(a) mTTD, measured from the osimertinib start to 
discontinuation for any
Cause

(b) rate of treatment-related Aes

(c) rate of dose reduction and temporary or 
definitive treatment interruption
due to AEs.

a) mOS ( median Overall survival) 

b) mPFS ( median progression free survival)

c) ORR ( Overall response rate)

d) DCR ( Disease control rate) 

 e) Progression patterns to Osimertinib, in terms of number and 
localization of metastatic sites, new lesions, and progression 
related symptoms

Diagnostic-therapeutic pathway:

 (a) The time frame between diagnostic biopsy, histologic report 
 (b) The proportion of patients underwent locoregional 
treatment 
 (c) type and frequency of rebiopsy performed at progression.

TTD is under exploration as a pragmatic 
real-world endpoint to assess effectiveness of 
anticancer therapy in NSCLC and reflects the 
common practice to continue treatment beyond 
RECIST progression, justified by the biology of 
oncogene addicted tumors, in which 
oligoprogression frequently occurs, and the 
favorable safety profile of targeted therapies



PRIMARY ASSESSMENT: EFFECTIVENESS

• Patients with poor PS, comorbidities, rare EGFR mutations, and active brain metastases were included ( 
excluded in FLAURA trial)

• Outcomes were similar to published data, thus adding consistency to Osimertinib efficacy 1

• No difference in PFS, TTD, and OS were noted in elderly patients, patients with comorbidity and less 
common EGFR mutations

• TTD appears to be a more suitable endpoint to evaluate treatment outcomes in pragmatic real-world 
trials2.
• TTD was longer (25.3 months) than the post progression outcomes analysis of FLAURA trial (20.8 

months): probably due to study population unfit for further therapy / different therapy for 
oligoprogressive

• Better TTD was associated with fewer than three progressing sites (p = .050) and isolated 
progression (p = .018) compared with oligo- or systemic progression.

1) Soria JC, N Engl J Med 2017;378:113–125.

2) Blumenthal GM  et al. Ann Oncol 2019;30:830–838.

mTTD in patients with or 
without symptoms at diagnosis 

mTTD in patients with less than 3 or at 
least 3 metastatic sites

median time to treatment 
discontinuation (mTTD)



Poor treatment outcome for patients with brain metastases, presence of symptoms, and at least 
three metastatic sites at diagnosis, suggesting tumor load as a negative prognostic factor



PRIMARY ASSESSMENT : EFFECTIVENESS
• After a median follow-up of 12.3 months mPFS was 18.9 months (95% CI, 11.2–26.7) 

• mOS was not reached at the time of data cut-off (81% of censored subjects)

Multivariate analysis: 

• Longer PFS was noticed in the absence of brain metastasis (median not reached vs. 13.3 months; HR, 
2.382; 95% CI, 1.061–5.344; p = .035)

• Prolonged PFS (median not reached vs. 15.5 months) and longer OS (median not reached vs. 21.3 
months; p = .022) also noticed in patients without symptoms at diagnosis 

• TTD of 9 months or higher was significantly associated with better OS (p = .008; HR, 0.145; 95% CI, 
0.035–0.599

Outcome N(%)

CR 0 (0%)

PR 92 (73%)

SD 29 (23%)

PD 5 (4%)

mPFS in patients with or without 
brain metastases at diagnosis

mPFS in patients with and 
without symptoms at 
diagnosis



Real-world diagnostic-therapeutic pathway
• Essential element of evidence-based medicine and could help clinician in decision making

• Among patients experiencing PD (n = 44), 
• 21 cases(47.7%) underwent a rebiopsy at progression. 
• Tissue rebiopsy  14 cases (66.7%), liquid biopsy  (n = 6, 28.6%)

• Molecular analysis was performed in 13 samples (61.9%)
• Druggable resistance mechanisms included the following: MET amplification (amp) (n = 4), MET 

amp/EGFR amp (n = 1), EGFR amp (n = 1), HER2 amp (n = 1)

18



SAFETY DATA & CONCLUSION 
• 110 patients (87%) experienced adverse events (AEs), 42 (33%) of grade 3–4

• Venous thromboembolism (VTE) was the most common (n = 10, 7.9%). In the real-world 
ASTRIS study, grade 3 pulmonary embolism accounted for 2% of pretreated patients receiving 
Osimertinib *

• No difference in rates of VTE was reported according to age, PS, comorbidity, and tumor load. 

• No difference in survival outcome was observed according to age, comorbidity, and type of 
EGFR mutation.

• Osimertinib confirmed effectiveness and safety in the real-world scenario

*de Marinis F, Wu YL, Castro GD Jr. et al.. Future Oncol 2019;15:3003–3014.



Osimertinib as first-line treatment for advanced epidermal 
growth factor receptor mutation–positive non–small-cell 
lung cancer in a real-world setting (OSI-FACT)

20 Y. Sakata et al.  European Journal of Cancer 159 (2021) 
144e153



INTRODUCTION 

• In patients with EGFR mutations, PFS improves after treatment with EGFR – TKIs 
compared with that with cytotoxic chemotherapy

• Osimertinib was shown to be superior to first generation EGFR-TKIs in terms of overall 
survival (OS)

• The current study, investigated the differences in efficacy with patient background and 
the safety of first-line Osimertinib treatment in real world scenario 

1. Ramalingam SS, Vansteenkiste J, Planchard D, Cho BC, Gray JE, Ohe Y, et al. Overall survival with osimertinib in untreated, EGFR-mutated advanced 
NSCLC. N Engl J Med 2020; 382:41e50. 

2.  Nogami N, Ramalingam SS, Imamura F, Okamoto I, Kurata T, Kato T, et al. Osimertinib as first-line therapy for EGFRm advanced NSCLC (FLAURA): 
final OS in Japanese subset. The 60th annual Meeting of the Japan Lung Cancer Society. 2019.



Inclusion Exclusion 
Advanced EGFR + NSCLC with
Osimertinib as the initial treatment

a) Patients concurrently using other 
anticancer agents or undergoing 
thoracic radiotherapy

b) Undergoing postoperative adjuvant 
     chemotherapy 

c) Receiving Osimertinib as second-line 
    treatment

STUDY INCLUSION & EXCLUSION CRITERIA



BASELINE CHARACTERISTICS



STUDY ENDPOINTS 
Primary Secondary 
PFS a) OS

b) Time to treatment failure (TTF)

c) Response rate, safety and posttreatment.
 
 (Complete response [CR], partial response 
[PR], stable disease [SD], progressive 
disease [PD] or not evaluated)

d) Objective response rate (ORR; CR + PR) 

e) Disease control rate (DCR; CR + PR + SD)



EFFICACY ANALYSIS: PRIMARY ENDPOINT (PFS) 
• PFS events occurred in 182 of the 538 patients, mPFS was 20.5 months (95% CI: 18.6 - not 

reached [NR])

•  Other parameters significantly associated with PFS: 
• Male gender [HR] 1.99, 95% CI 1.35 - 2.93, P < 0.001)
• Malignant effusions (HR 1.51, 95% CI 1.11 - 2.04, P < 0.008)
• Liver metastasis (HR 1.55, 95% CI 1.03 -2.33, P < 0.037)
• advanced unresectable cases (HR 1.71, 95% CI, 1.04 - 2.82, P < 0.036

• With respect to PD-L1 expression
• mPFS was NR in patients with the TPS <1% (95% CI 20.7NR)
• 14.7months (95% CI 13.6 - 20.5) with the TPS < 49%
• 11.1 months (95% CI 8.3 - NR) for those with TPS 50% 
• NR in patients with the TPS unknown (95% CI 16.9- NR) 
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 TREATMENT DISCONTINUATION PROFILESAFETY PROFILE: ADVERSE EVENTS 



CONCLUSION 

• ORR was 76.2%, and the DCR was 94.1%. PFS is better with Osimertinib than with 
conventional EGFR-TKIs, irrespective of PD-L1 expression

• Median TTF was 19.1 months (95% CI:15.9 - NR)
• The median time from the start of treatment to the onset of AE was 56 days (range: 5 -565 

days).
• Pneumonitis of all grades occurred in 69 patients (12.8%), grade III or higher in 24 patients 

(4.5%) and fatal pneumonitis in 4 patients (0.7%)

• Conclusion: 
• PFS after first-line Osimertinib treatment in real-world practice was favourable
• The discontinuation rate due to AEs 41 (18.8%, 41/218), especially pneumonitis requires 

further investigation 

27

DCR : Disease control Rate 

TTF: Time to treatment failure



Real world study of patients with EGFR- mutated locally 
advanced or metastatic NSCLC treated with first line 
Osimertinib 

28 Jorge Nieva et al. Journal of Thoracic Oncology Vol. 16 No. 3S
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ASSESSMENT AND STATISTICAL ANALYSIS 



SOCIODEMOGRAPHIC CHARACTERISTICS 



CLINICAL CHARACTERISTICS 



EGFR MUTATIONS 



TREATMENT SEQUENCING  



REAL WORLD TIME TO NEXT TREATMENT OR 
DEATH (rwTTNTD) 



REAL WORLD TIME TO NEXT TREATMENT OR 
DEATH (rwTTNTD) 



REAL WORLD TIME TO TREATMENT 
DISCONTINUATION (rwTTD) 



REAL WORLD TIME TO TREATMENT 
DISCONTINUATION (rwTTD) 



TAKE HOME MESSAGES 



OSIMERTINIB TABLETS 
TAGRISSO™ 40 mg & 80 mg
Abbreviated Prescribing Information 
QUALITATIVE AND QUANTITATIVE COMPOSITION 
Each 80 mg tablet contains a dose of 80 mg osimertinib (as mesylate).
Each 40 mg tablet contains a dose of 40 mg osimertinib (as mesylate).
THERAPEUTIC INDICATIONS
Osimertinib as monotherapy is indicated for: 

•The adjuvant treatment after complete tumour resection in patients with non-small cell lung cancer (NSCLC) whose tumours have epidermal growth factor receptor (EGFR) exon 19 deletions or exon 21 (L858R) substitution mutations.
•The first-line treatment of patients with locally advanced or metastatic non-small cell lung cancer (NSCLC whose tumours have epidermal growth receptor (EGFR exon 19 deletions or exon 21 (L858R) substitutions mutations. 
•The treatment of patient with metastatic epidermal growth factor receptor (EGFR T790M mutation -positive non-small cell lung cancer (NSCLC as detected by an appropriate test, whose disease has progressed on or after EGFR TKI therapy
 POSOLOGY AND METHOD OF ADMINISTRATION
The recommended dose is 80 mg osimertinib once a day with or without food, at the same time each day.

•Patients in the adjuvant setting should receive treatment until disease recurrence or unacceptable toxicity. Treatment duration for more than 3 years was not studied.
•Patients with locally advanced or metastatic lung cancer should receive treatment until disease progression or unacceptable toxicity. 
If a dose of TAGRISSO is missed, the dose should be made up unless the next dose is due within 12 hours.
CONTRAINDICATIONS
None WARNINGS & PRECAUTIONS 

•Assessment of EGFR mutation status When considering the use of TAGRISSO as  adjuvant treatment after complete tumour resection in patients with NSCLC, EGFR mutation positive status (exon 19 deletions or exon 21 (L858R) substitution mutations) indicates treatment eligibility. A 
validated test should be performed in aclinical laboratory using tumour tissue DNA from biopsy or surgical specimen.When considering the use of TAGRISSO as a treatment for locally advanced or metastatic NSCLC, it is important that the EGFR mutation positive status is determined. A 
validated test should be performed using either tumour DNA derived from a tissue sample or circulating tumour DNA(ctDNA) obtained from a plasma sample.
Only robust, reliable and sensitive tests with demonstrated utility for the determination of EGFR mutation status should be used.Positive determination of EGFR mutation status (activating EGFR mutations for first-line treatment or T790M mutations following progression on or after EGFR TKI 
therapy) using either a tissue-based or plasma-based test indicates eligibility for treatment with TAGRISSO.However, if a plasma-based ctDNA test is used and the result is negative, it is advisable to follow-up with a tissue test wherever possible due to the potential for false negative results 
using a plasma-based test.Interstitial lung disease (ILD) - Withhold TAGRISSO and promptly investigate for ILD in any patient who presents with worsening of respiratory symptoms which may be indicative of ILD (e.g. dyspnea, cough and fever). Permanently discontinue TAGRISSO if ILD 
is confirmedPlease refer to full prescribing information.Erythema multiforme and Stevens-Johnson syndrome- Case reports of Erythema multiforme (EM) and Stevens-Johnson syndrome (SJS) have been rarely reported, in association with TAGRISSO treatment. If signs and symptoms 
suggestive of SJS appear, TAGRISSO should be interrupted or discontinued immediately.QTc interval prolongation - When possible, avoid use of TAGRISSO in patients with congenital long QT syndrome. Consider periodic monitoring with electrocardiograms (ECGs) and electrolytes in 
patients with congestive heart failure, electrolyte abnormalities, or those who are taking medications that are known to prolong the QTc interval.Changes in cardiac contractility - In patients with cardiac risk factors and those with conditions that can affect LVEF, cardiac monitoring, including 
an assessment of LVEF at baseline and during treatment, should be considered. In patients who develop relevant cardiac signs/symptoms during treatment, cardiac monitoring including LVEF assessment should be considered.

•Keratitis - Patients presenting with signs and symptoms suggestive of keratitis such as acute or worsening: eye inflammation, lacrimation, light sensitivity, blurred vision, eye pain and/or red eye should be referred promptly to an ophthalmology specialist.
FERTILITY, PREGNANCY AND LACTATION

•Women of childbearing potential should be advised to avoid becoming pregnant while receiving TAGRISSO.TAGRISSO is not recommended during pregnancy and in women of childbearing potential not using contraception. Breast‑feeding should be discontinued during treatment with 
TAGRISSO..Results from animal studies have shown that TAGRISSO has effects on male and female reproductive organs and could impair fertility.
UNDESIRABLE EFFECTS
The safety data of reflect exposure to TAGRISSO in 1479 patients with EGFR mutation-positive non-small cell lung cancer. These patients received TAGRISSO at a dose of 80 mg daily in three randomised Phase 3 studies (ADAURA Adjuvant, 
FLAURA, first line and AURA3, second line only), two single-arm studies (AURAex and AURA2, second line or greater) and one Phase 1 study (AURA1, first-line or greater). Most adverse reactions were Grade 1 or 2 in severity. 
The most commonly reported adverse drug reactions (ADRs) were diarrhoea (47%)  rash (45%), paronychia (33%), dry skin (32%), and stomatitis (24%). Grade 3 and Grade 4 adverse reactions with Tagrisso were 8.5% and 0.1%, respectively. I
n patients treated with TAGRISSO 80 mg once daily, dose reductions due to adverse reactions occurred in 3.2 % of the patients. Discontinuation due to adverse reactions was 4.6%.
 Please refer to full prescribing information or detailed assessment of adverse events.INTERACTIONSIt is recommended that concomitant use of strong CYP3A inducers  with TAGRISSO should be avoided. If not possible, then increase TAGRISSO dose to 160 mg 
during the treatment with strong CYP3A inducer and resume at 80 mg, 3 weeks after discontinuation of the strong CYP3A inducer. No dose adjustments are required when TAGRISSO is used with moderate and/or weak CYP3A inducers. CYP3A4 inhibitors are not 
likely to affect the exposure of osimertinib. Gastric pH modifying agents can be concomitantly used with TAGRISSO without any restrictions. Patients taking concomitant medications with disposition dependent upon BCRP and with narrow therapeutic index should be 
closely monitored for signs of changed tolerability as a result of increased exposure of the concomitant medication whilst receiving TAGRISSO.
PHARMACOLOGICAL PROPERTIES Mechanism of action 
Osimertinib is a Tyrosine Kinase Inhibitor (TKI). It is an oral potent and selective irreversible inhibitor of Epidermal Growth Factor Receptors (EGFRs) harboring sensitising mutations (EGFRm) and TKI-resistance mutation T790M.
Pharmacokinetic properties
Based on population pharmacokinetic analysis, osimertinib apparent plasma clearance is 14.3 L/h, apparent volume of distribution is 918 L and terminal half-life of approximately 44 hours.
PHARMACEUTICAL PARTICULARS EXCIPIENTS Tablet core :- Mannitol, Microcrystalline cellulose, Low-substituted hydroxpropyl cellulose, Sodium stearyl fumarate.Tablet coating:- Polyvinyl alcohol, Titanium dioxide, Macrogol 3350, Talc, Yellow iron oxide, Red 
iron oxide & Black iron oxide. SHELF LIFE3 years. STORAGE This medicinal product does not require any special storage conditions. PRESENTATION  Film-coated tablet (tablet). The TAGRISSO 80 mg tablet is a beige, 7.25 x 14.5 mm, oval, biconvex tablet, 
debossed with “AZ” and “80” on one side and plain on the reverse.
The TAGRISSO 40 mg tablet is a beige, 9 mm, round, biconvex tablet, debossed with “AZ” and “40” on one side and plain on the reverse.
Tagrisso™ is a trademark of AstraZeneca Group Companies.  
TM: Trademark Applied for
For full prescribing information, please contact:  AstraZeneca India Pharma Ltd. Block N1, 12th Floor, Manyata Embasssy Business Park, Rachenahalli, Outer Ring Road, Bangalore – 560045. www.astrazeneca.india.com. For more information please refer Prescribing 
information version 4 dated 10th March 2021

http://www.astrazeneca.india.com/
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