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Forward-looking statements

In order, among other things, to utilise the 'safe harbour' provisions of the US Private Securities Litigation Reform Act 1995, we are providing the following cautionary
statement: This document contains certain forward-looking statements with respect to the operations, performance and financial condition of the Group, including,
among other things, statements about expected revenues, margins, earnings per share or other financial or other measures. Although we believe our expectations are
based on reasonable assumptions, any forward-looking statements, by their very nature, involve risks and uncertainties and may be influenced by factors that could
cause actual outcomes and results to be materially different from those predicted. The forward-looking statements reflect knowledge and information available at the
date of preparation of this document and AstraZeneca undertakes no obligation to update these forward-looking statements. We identify the forward-looking
statements by using the words 'anticipates’, 'believes', 'expects’, 'intends' and similar expressions in such statements. Important factors that could cause actual results
to differ materially from those contained in forward-looking statements, certain of which are beyond our control, include, among other things: the loss or expiration of,
or limitations to, patents, marketing exclusivity or trademarks, or the risk of failure to obtain and enforce patent protection; effects of patent litigation in respect of IP
rights; the impact of any delays in the manufacturing, distribution and sale of any of our products; the impact of any failure by third parties to supply materials or
services; the risk of failure of outsourcing; the risks associated with manufacturing biologics; the risk that R&D will not yield new products that achieve commercial
success; the risk of delay to new product launches; the risk that new products do not perform as we expect; the risk that strategic alliances and acquisitions, including
licensing and collaborations, will be unsuccessful; the risks from pressures resulting from generic competition; the impact of competition, price controls and price
reductions; the risks associated with developing our business in emerging markets; the risk of illegal trade in our products; the difficulties of obtaining and maintaining
regulatory approvals for products; the risk that regulatory approval processes for biosimilars could have an adverse effect on future commercial prospects; the risk of
failure to successfully implement planned cost reduction measures through productivity initiatives and restructuring programmes; the risk of failure of critical processes
affecting business continuity; economic, regulatory and political pressures to limit or reduce the cost of our products; failure to achieve strategic priorities or to meet
targets or expectations; the risk of substantial adverse litigation/government investigation claims and insufficient insurance coverage; the risk of substantial product
liability claims; the risk of failure to adhere to applicable laws, rules and regulations; the risk of failure to adhere to applicable laws, rules and regulations relating to
anti-competitive behaviour; the impact of increasing implementation and enforcement of more stringent anti-bribery and anti-corruption legislation; taxation risks;
exchange rate fluctuations; the risk of an adverse impact of a sustained economic downturn; political and socio-economic conditions; the risk of environmental
liabilities; the risk of occupational health and safety liabilities; the risk associated with pensions liabilities; the impact of failing to attract and retain key personnel and to
successfully engage with our employees; the risk of misuse of social medial platforms and new technology; and the risk of failure of information technology and
cybercrime. Nothing in this presentation / webcast should be construed as a profit forecast.
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for the DECLARE — TIMI 58 Investigators
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58

* Patients with type 2 DM are at high risk for development of atherosclerotic CV
events and heart failure.

* Dapagliflozin is a selective SGLT2 inhibitor
which blocks glucose and sodium
resorption in the kidney, and thereby {
blood sugar, BP & weight.

* Prior CV outcomes trials with other SGLT2i
have shown reductions in CV and renal
events predominantly in secondary
prevention patients, though questions have
been raised related to amputation, stroke
and DKA.

BRIGHAM HEALTH
BRIGHAM AND HARVARD MEDICAL SCHOOL
B ostens Hosera & e Zelniker TA, Braunwald E JACC 2018



ggc%)ARE Trial DESign @

17,160 with Type 2 DM
Established CV Disease (6974) or
Multiple Risk Factors (10186)

RANDOMIZE 1:1
DAPAGLIFLOZIN DOUBLE BLIND PLACEBO
10 mg DAILY All other DM Rx per treating MD

FO"ow-up visits DURATION
In Person Q 6 mo/ telephone Q 3 mo EVENT DRIVEN
P 21390 MACE

Primary EPs Median follow up
Safety: MACE (CVD/MlI/Ischemic Stroke) 4.2 years
Dual Efficacy: CVD/HHF, MACE
B N e ) s ech scmoo Wiviott SD, Raz |...Sabatine MA, AHJ 2018
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DECLARE Enroliment Criteria @

Diagnosis of T2DM, HbA1c 6.5-12%, CrCl 260 ml/min

AND

Established ASCVD (Secondary prevention)
Ischemic heart disease
Cerebrovascular disease

Peripheral Artery Disease
Or

Multiple risk factors for ASCVD (Primary prevention)

Men > 55 yrs and women > 60 yrs with at least one additional risk factor:
Dyslipidemia
Hypertension
Current Tobacco use

BRIGHAM HEALTH

BRIGHAM AND HARVARD MEDICAL SCHOOL
@ WOMEN'S HOSPITAL TEACHING HOSPITAL Wiviott SD, Raz |...Sabatine MA, AHJ 2018
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DECLARE Analytic Plan @

MACE
Non-inferiority (Upper Bound Cl <1.3): 1-sided a = 0.023

If non-inferior ... l

Superiority for Dual Primary Efficacy Endpoints (MACE & CVD/HHF)
test each simultaneously with 2-sided o= 0.0231
if either significant, may recycle a to test other at 0.0462

If both significant ... l

Renal composite
40%4, eGFR, ESRD, Renal or CV death

a =0.0462
If significant ... l

All-cause mortality

BRIGHAM HEALTH
@ BRIGHAM AND @ HARVARD MEDICAL SCHOOL

WOMEN'S HOSPITAL TEACHING HOSPITAL Wiviott SD, Raz |...Sabatine MA, AHJ 2018




P Global Enrolilment

DY GRAP AACALL WDCA

Cpapiticen £t on Cardioasaly Ewnds

17,160 patients
randomized at 882 sites,
33 countries between
5/2013-6/2015

_Spain: 195
e ltaly:155
lovakia: 346

868

Philippines
,;_M “9 85

Argentina
683

v
Australia

414 <\
BRIGHAM HEALTH ?

BRIGHAM AND HARVARD MEDICAL SCHOOL
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) Follow-up

DECLARE
Randomized 17,160 patients
Established ASCVD (6,974), MRF (10,186)
Dapagliflozin Placebo
(N=8582) (N=8578)
Follow-up median 4.2 yr (IQR 3.9-4.4)
| |
1559 patients experienced MACE
913 experienced CVD/HHF
| |
Premature perm. .
drug discontinuation S.2%/yr 6.2%/yr
Withdrew consent 0.28%/yr 0.37%/yr
Lost to follow-up 12 patients 18 patients
" B Ay, (G it v
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Baseline Characteristics @

RECLARE
D
N=17160
64 (7)
37
32 (6)
11 (6, 16)
HbA1c (%), Mean (SD) 8.3(1.2)
eGFR (CKD-EPI), Mean (SD) 85 (16)
32
| Ewope =
11
13
Established CV Disease (%) 41
10

P=NS for all between treatment arm comparisons

BRIGHAM HEALTH
BRIGHAM AND HARVARD MEDICAL SCHOOL
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. Baseline Characteristics: @
CLARE Medication Use

0

8

I
N=17160
82
nsulin a1
43
17
4
61
81
53
75

P=NS for all between treatment arm comparisons

BRIGHAM HEALTH
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P Cardiovascular Risk Factors

DECLARE
Lo e oL
HbA1lc Weight
LSM Difference 0.42% (95% Cl 0.40-0.45) LSM Difference 1.8 kg (95% Cl 1.7-2.0)
= Dapagliflozin — Placebo
Asal g3 -
833 8.2 8.2 o
.2 ‘ 8.1
81 \ 390
-
o N—
o
%70 7o B
T8 = &
7.7
76 87
75
"BL 6mos 12 mos 24 mos 36 mos 48mos BL 6mos 12 mos 24 mos 36 mos 48 mos
All P-values (except BL) <0.001 All P-values (except BL) <0.001

14 BRIGHAM HEALTH ?
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P Cardiovascular Risk Factors

DECLARE
A £ o Corkoasnts £
SBP DBP
LSM Difference 2.7 mmHg (95% Cl 2.4-3.0) LSM Difference 0.7mmHg (95% Cl 0.6-0.9)
= Dapagliflozin — Placebo
c 0
- s - 135 i
135 136
135/ 1 S —

SBP (mmHg)
g

133 132
S e 132
132 75|
BL 6 mos 12 mos 24 mos 36 mos 48 mos BL 6mos 12 mos 24 mos 36 mos 48 mos
All P-values (except BL) <0.001 All P-values (except BL) <0.001

15 BRIGHAM HEALTH ?
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D

Primary Endpoints

DECLARE
CVD/HHF MACE
4.9% vs 5.8% 8.8% vs 9.4%
HR 0.83 (0.73-0.95) HR 0.93 (0.84-1.03)
P(Superiority) 0.005 P(Noninferiority) <0.001
6 4 10%% - P(Superiority) 0.17
g ne- g =
K §
3
o i~
0% L T T v T T T v T 0% g r . r T ' ' ' '
180 s 40 720 $00 1080 1260 1440 0 180 360 S0 720 900 1080 1260 1840
Amalysis thne (days) Amalysis time (days)
Dapagliflozin

BRIGHAM HEALTH
BRIGHAM AND HARVARD MEDICAL SCHOOL
@ WOMEN'S HOSPITAL TEACHING HOSPITAL
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P Secondary Endpoints @

DECLARE
TI- - _._‘

58

Renal Composite EP All-Cause Mortality

40%, eGFR, ESRD, Renal or CV death

4.3% vs. 5.6% 6.2% vs 6.6%
HR 0.76 (0.67-0.87) HR 0.93 (0.82-1.04)
P P<0.001 » P=0.20
59— 6%
g L 4%
S 4%
& -
% »
& 2%
1%
1%
0% T T T T T T T Y M - N : .
. Sy o e 730 S T T e :) 1;0 0 t'w 71'0 o:» |oYeo I;w u:o
Amlyss tens (dxp) Asalysis tine (days)

e Dapagliflozin

—  Placebo

17 BRIGHAM HEALTH
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2) Endpoints and Components

DECLARE
Dapagliflozin Placebo

rate/1000 rate/1000

p = = 5% CI) P value
CV death/HHF 122 147 0.83 (0.73-0.95) —e— 0.005*
MACE 226 242 0.93 (0.84-1.03) e <%q'(;1. sk
40% decrease in eGFR to <60 ml/min/m2, 108 14.1 0.76 (0.67-0.87) —e—
ESRD, or renal or CV death
All-cause death 15.1 16.4 0.93 (0.82-1.04) e
HHF 6.2 8.5 0.73 (0.61-0.88) ——i
Myocardial infarction 11.7 13.2 0.89 (0.77-1.01) r—e—
Ischemic Stroke 6.9 6.8 1.01 (0.84-1.21) e o
CV death 7.0 71 0.98 (0.82-1.17) ——
Non-CV death 6.0 6.8 0.88 (0.73-1.06) —e—
40% decrease in eGFR to <60 ml/min/m2, 3.7 7.0 0.53 (0.43-0.66) r——i
ESRD, or renal death

0.40 050 1.0 15
Favors Dapaglifiozin «- -» Favors Placebo

I BRICHAM AND W MARVARD MEDICAL SCHOOL *P for superiority, **P for non-inferiority
@ WOMEN'S HOSPITAL TEACHING HOSPITAL



D Primary Efficacy Endpoints @
rectare by Presence of ASCVD vs MRF

Dapagliflozin Placebo
Events per Events per Hazard Ratio P value for

Outcomes 1000 ptyears 1000 pt years (95% Cl) interaction
CV death/HHF 12.2 14.7 0.83 (0.73-0.95) - 0.99

ASCVD 19.9 239 0.83 (0.71-0.98) e

MRF 7.0 84 0.84 (0.67-1.04) —&—r
MACE 22.6 24.2 0.93 (0.84-1.03) - 0.25

ASCVD 36.8 41.0 0.90 (0.79-1.02) e

MRF 134 13.3 1.01 (0.86-1.20) —o—i

| I |
0.50 1.0 1.5

Favors Dapaglifiozin «- -» Favors Placebo

19 BRIGHAM HEALTH
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D Effect on CVD/HHF
RECLARE in Key Subgroups

CVD/HHF
Dapaglifiozin  Placebo Hazard Ratio (95% C1) HR (95%-Cl) P Value for
n\N n\N Interaction
Total Cohort 417/8582 496/8578 — 0.83 (0.73-0.95)
Risk Group 0.99
ASCVD 272/3474 325/3500 —— 0.83 (0.71-0.98)
MRF 145/5108 171/5078 ——— 0.84 (0.67-1.04)
History of HF 0.60
Yes 142/852 172/872 Pty 0.79 (0.63-0.99)
No 2757730 324/7706 P—O—i 0.84 (0.72-0.99)
eGFR 0.37
>=90 mL/min/1.73m2 163/4137 163/4025 H—'—* 0.96 (0.77-1.19)
60 - <90 mL/min/1.73m2 199/3838 252/3894 —e— 0.79 (0.66-0.95)
<60 mL/min/1.73m2 55/606 81/659 . { 0.78 (0.55-1.09)
r 1
0.50 1.0 15
Favors Dapagiifiozin «- —» Favors Placebo
20 BRIGHAM HEALTH

BRIGHAM AND HARVARD MEDICAL SCHOOL
@ WOMEN'S HOSPITAL TEACHING HOSPITAL
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Fracore R
B e, O s, sovoo *CEC Adjudicated

©

P)

Dapagliflozin|Placebo
(%)

LARE Key Safety Events

36.2
6.9
1.0
0.1
13
5.1
2.0
2.4
0.1
1.6

0.08
0.5

Between Group
Comparison

P<0.001
P=0.01
P=0.02
P=0.02

NS
NS
P=0.002
NS
P<0.001
NS
NS
P=0.02

S
D



) Summary @

DECLARE

In DECLARE - TIMI 58, the largest SGLT2i trial, which
included a broad representation of 1° and 2°
prevention patients:

 Dapagliflozin reduced CVD/HHF, was safe with
regard to MACE and appeared to reduce renal events

* J CVD/HHF was consistent regardless of baseline ASCVD or HF

* Dapagliflozin was safe and generally well-tolerated
* T Genital infections & DKA

* No difference in: amputation, fracture, or stroke

| Hypoglycemia, AKI, bladder Ca

22 BRIGHAM HEALTH
BRICHAM AND HARVARD MEDICAL SCHOOL
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D Meta-Analysis of CVOTs:
reccare MACE by Presence of ASCVD

Treatment Placebo
MACE Events per  Events per HR [95% CI]
1000 pt-yrs 1000 pt-yrs

Atherosclerotic Cardiovascular Disease: :
EMPA-REG OUTCOME 374 439 l—l—i 0.86[0.74,0.99]

CANVAS Program 34.1 413 —a— 0.82(0.72,0.95)
DECLARE-TIMI 58 368 41 - 0.90(0.79, 1.02)
FE Model for ASCVD (P-value = 0.0002) - 0.86 [0.80, 0.93]
Multiple Risk Factor: :

CANVAS Program 158 155 F l i 0.98[0.74, 1.30]
DECLARE-TIMI 58 134 133 — .- 1.01[0.86, 1.20)
FE Model for MRF (P-value = 0.98) --- 1.00 [0.87, 1.16]

Test for Subgroup Differences p=0.05

I I e 1 I
0.50 0.75 125 150

Hazard Ratio
23 BRIGHAM HEALTH
B PO NRerma @ TEACHING HOSPITAL Zelniker TA, Wiviott SD..Sabatine MA, Lancet 2018



D Meta-Analysis of CVOTs: @
eectareC\/D/HHF by Presence of ASCVD

Treatment Placebo

CVD/HHF Events per  Events per HR [95% CI]
1000 pt-yrs 1000 pt-yrs

Atherosclerotic Cardiovascular Disease:

EMPA-REG OUTCOME 19.7 30.1 [ L { 0.66 [0.55, 0.79]
CANVAS Program 21 274 . 0.77[0.65,0.92]
DECLARE-TIMI 58 199 239 B 0.83(0.71,0.98]
FE Model for ASCVD (P-value <0.0001) —cTimme 0.76 [0.69, 0.84]
Multiple Risk Factor: :

CANVAS Program 890 98 [ : | 0.83[0.58, 1.19]
DECLARE-TIMI 58 7 84 k = { 0.84[0.67, 1.04]
FE Model for MRF (P-value = 0.0634) —-—-—- 0.84 [0.69, 1.01]

Test for Subgroup Differences p=0.41

I 1 - ] 1
0.50 075 125 150
Hazard Ratio

24 BRIGHAM HEALTH
B T e W TEACHING HOBPITAL O Zelniker TA, Wiviott SD..Sabatine MA, Lancet 2018
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P, Conclusions ﬁ

DECLARE

Now with the context of 3 large CVOTs:

* SGLT2i have moderate benefits on atherosclerotic MACE that
appear confined to those with established ASCVD

* SGLT2i have robust effects on reducing the risk of heart failure
and renal outcomes which do not appear dependent on baseline
atherosclerotic risk or prior HF

These data with dapagliflozin from DECLARE - TIMI 58
extend the benefit of SGLT2i to a broader population of
patients for primary and secondary prevention

NNNNNNNNNNNNN
BRIGHAM AND HARVARD MEDICAL SCHOOL
@ WOMEN'S HOSPITAL TEACHING HOSPITAL



P Additional Information

‘ ORIGINAL ARTICLE

e NEW ENGLAND
JOURNAL of MEDICINE

Dapagliflozin and Cardiovascular Outcomes
in Type 2 Diabetes

S.D. Wiviott, I. Raz, M.P. Bonaca, O. Mosenzon, E.T. Kato, A. Cahn,

. . : M.G. Silverman, T.A. Zelniker, ). Kuder, S.A. Murphy, D.L. Bhatt, LA, Leite
LBCT Shdes ava“able. DK r‘«{(C.UI!(‘vJ,P_H_ ‘-'.‘ﬂdl"l'}", C.T. Ruff, LAM. Gause-Nilsson, M. Fredrikssor
WWW,tImI,Org P.A. Johansson, A M. Langkilde, and M.S. Sabatine, for the DECLARE-TIMI 58
Investigators?

SGLT2 inhibitors for primary and secondary prevention

THE LANCET of cardiovascular and renal outcomes in type 2 diabetes:
a systematic review and meta-analysis of cardiovascular
outcomes trials

Thermas A Zelniker, Stephe D'Whsolt, itamar ez, Kyungak Im, Frica | Gasdrich, Mare P Banacg, Ofa fcsenear, Fri TKace, Svivic Cchn,
Remo H M Fuctade, Deepak [ Bhatt, Lawemaes 8 Leicer, Daren K MoGuio Joba PHWilding, Mare § Sakatine

26 BRIGHAM HEALTH
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Market leader by volume in the fastest-growing class

Farxiga
$m global sales
1,600
1,400
1,200
1,000

800
600
400
200 .

FY 2013 FY 2014 FY 2015 FY 2016

Absolute values at actual exchange rates.
Source: AstraZeneca financials and company-collected consensus.
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FY 2017

FY 2018
(consensus)

SGLT2 inhibitors is the fastest-
growing non-insulin antidiabetic class
(global volume, days of therapy)

25.0% -
20.0% -
15.9%
% 15.0% - W o
-
©
<
(%]
<
= 10.0% A
5.0% -
1.8%
0.0% -
o © o A Q A A A A G2l > o) S
> e Y e Bt > o ne Y ny > N Y
o N o N
o F F & & F WP &P

A1ON (DPP4i)

A10H (SU) A10K (TZD)

A10S (GLP-1)

A10P (SGLT2i)

Source: IQVIA, pharmacy sales, retail and hospital where available, YTD
August 2018.



Meaningful CV benefit with opportunity for early use

USA Germany Japan
% of new patients % of new patients % of new patients
Proportion of SGLT in each line of therapy Proportion of SGLT in each line of therapy Proportion of SGLT in each line of therapy
10% 10% 0%
60% 60% 60%
50% 50% 50%
40% 40% 40%
30% 30% 30%
20% 20% 20%
10% 10% 10%
0% 0% 0%
1stline after Met 2nd line after Met >2nd line after Met 1st line after Met 2nd line after Met >2nd line after Met Lstline after Met 2nd line after Met >2nd line after Met

Source: IQVIA APLD, patients starting therapy in
June to August 2017 and tracking until July 2018. Source: IQVIA LRx, SGLT2 use, Q2 2018. Source: IQVIA NPA, custom report, October 2018.
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Potential to leverage AstraZeneca'’s presence

Top-ten countries of Example: in Brazil, Farxiga is the largest
$m adults with diabetes oral, innovative anti-diabetic medicine
1 China 109.6 million 12 gy 06
fopsgs
2 India 69.2 million 10 4 25.0%
3 | United States of America 29.3 million " - 3
4 Brazil 14.3 million g 2
) ) . = 06 4 15.0% §
5 'Russian Federation 12.1 million 0 5
%]
6 |Mexico 11.5 million %1 0o 2
7 ' Indonesia 10.0 million 02 5.0%
8 Egypt 7.8 million " 00
=312 O b o o ’\ A A ’\ ’\ ’\ ’\ ’\ '\ A A 9 9 0 9 B0 9 B
9 ' Japan 7.2 million &x s@QN o“xeoxgﬂa S sz&x § @ \§ & & 4 oy\;owo@“w \@w@x&x v‘*l\ $ \f \0» $
10 | Bangladesh 7.1 million Brazi (SGLT2StDPPA)  emmmFoniga FamilyShare ~ emmm ~ SCIT2COTRENON G2 Competitor
- D‘:Pf':,’..ﬁo?ﬁ:::m —  DPPIV Fgmpe‘"m Onglyza Familvshare
O 2 O A O 60 8 O ‘I O O 1 2 0 o=  DPP-IV cgmpelilor @mmm  SGLT-2 Competitor 3 family share
4 family share 3 family share

Source: IQVIA, pharmacy sales, retail and hospital where available, YTD
Source: IDF, Diabetes Atlas, 2015. August 2018.
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Very frequent T2D complication; no progress in a decade

First CV event in type-2 diabetes patients Heart failure:
(selected events, 6,137 events total)

no reduction in mortality over the last decade

16.2% 1004
- 14.1% g |
c 4 ] _ , .
o 11.5% g nWith diabetes = Without diabetes
- 1 )
v 10.3% §% 40 4
> Al ™) o
° 13 L]
: ao 0 L .
e v . J l
o .
©
= Ev 40 ol
c £§
g 3,’ 60 1 P=0.011 P=0.067 P=0.564 P=0.809 P=0.325
v § 40
= .
S PAD HF* NFMI CVA  CVdeath O o Moerdt D Stioke et Ahythnia
PAD=peripheral arterial disease NFMI=non-fatal myocardial infarction CVA=cerebrovascular accident.
*Heart failure post Ml was not included in this definition of HF. Source: Cheng YJ, et al., online ahead of print, Diabetes Care
Source: Shah AD, et al., Lancet Diabetes Endocrinol 2015;3:105-113. 2018;d0i:10.2337/dc18-0831.
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DECLARE results FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)
were not yet IF HbA, ABOVE TARGET PROCEED AS BELOW

available when l

consensus report

was written ESTABLISHED ASCVD OR CKD

CONSENSUS RECOMMENDATIONS l
- Patients with T2D who have &
established ASCVD:
SGLT2 inhibit GLP-1 RAs with :
g7 il ASCVD predominates “&

roven CV benefit recommended -
. g HF or CKD predominates

+ Patients with ASCVD in whom HF l ¢ Gr@
\

coexists or is of special concern:

SGLT2 inhibitors recommended ( ) (
PREFERABLY
: . . - SGLT2i with evidence of reducing HF and/or CKD
» Patients with T2D and CKD, with or . .. .
SRR T GLP-1 RA with proven ssé;g'h‘z::fﬂﬁmi’fe" progression in CVOTs if eGFR adequate?®
Consider an SGLT2 inhibitor shown to CVD benefit' v || [ OR -------mmmmmm oo oo
eGFR adequate
reduce CKD progression or, if a If SGLT2i not tolerated or contraindicated or if eGFR less
Cﬁntrair:dicaéed/ngth[r)efe"ed, GLP-1RA than adequate? add GLP-1 RA with proven CVD benefit'*
shown to reduce progression \ J \ y

1. Proven CVD benefit means label indication of reducing CVD events. For GLP-1 strongest evidence for liraglutide>semaglutide>exenatide extended release. For SGLT2i evidence modestly stronger for empagliflozin>canagliflozin.
2. SGLT2i vary by region and individual medicine with regard to indicated level of eGFR for initiation and continued use.
3. Both empagliflozin and canagliflozin have shown reduction in HF and to reduce CKD progression in CVOTs.

4. Caution with GLP-1 in ESRD.
Source: Davies MJ, et al., online ahead of print, Diabetologia, 2018;https://doi.org/10.1007/s00125-018-4729-5.
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Farxiga: lifecycle plans aim at extending benefits beyond

type-2 diabetes

D

DECLARE

TIMI-58 rw stuoy saoueaonssss uenicas 085

CV Outcome Trial

33

(EP DAPACKD

CKD Outcome Trial

Qp DAPAHF

HF Outcome Trial

Q’) DELIVER

HFpEF Outcome Trial
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Use of AstraZeneca conference call, webcast and presentation slides

The AstraZeneca webcast, conference call and presentation slides (together the ‘AstraZeneca Materials’) are for your personal, non-
commercial use only. You may not copy, reproduce, republish, post, broadcast, transmit, make available to the public, sell or otherwise reuse or
commercialise the AstraZeneca Materials in any way. You may not edit, alter, adapt or add to the AstraZeneca Materials in any way, nor
combine the AstraZeneca Materials with any other material. You may not download or use the AstraZeneca Materials for the purpose of
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