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When a type II diabetic patient
needs more than diet,
unique MiCRONASE® Tablets
are a logical first choice.

Choosing antidiabetic
1 Micronase—a rational choice in type II diabetes

Insulin levels are normal or elevated in most patients with
type II diabetes, although insulin action is markedly
impaired. MICRONASE helps normalize the tissue response
to endogenous insulin.

Initially, MICRONASE helps lower serum glucose in
responsive patients by stimulating the release of additional
insulin. As therapy continues, MICRONASE is believed to
promote peripheral glucose metabolism by helping to correct
defects at the cellular receptor and postreceptor levels.

I

.. Micronase—a single, daily dose
provides 24-hour glycemic control
MICRONASE provides 24-hour control of blood glucose with
a single, daily, low-milligram dose. MiCRONASE may be
taken with food, since food intake does not appear to affect
its bioavailability.

O - Micronase—for the type II diabetic
patient who is also hypertensive:
Control without risk of water retention
This may also be significant for the type II diabetic patient
with congestive heart failure. MICRONASE actually causes a
mild diuresis.

© 1987 The Upjohn Company



therapy today
nr. Micronase—an important consideration in
the type II diabetic patient with renal impair-
ment: Control plus unique dual excretion...
50% urine, 50% bile
Elimination of MICRONASE equally in bile and urine reduces the
risk of drug accumulation, which may result in hypoglycemia.
MICRONASE should be used with caution in patients with renal
impairment; however, in a single-dose study, plasma clearance of
MICRONASE was prolonged only in patients with severe renal
impairment.

£)• Micronase—for the patient who fails
on other diabetic therapy:
Potency and dosage flexibility
MICRONASE may prove effective when other drugs fail.
Five mg of MICRONASE is approximately equivalent to
250 mg of chlorpropamide or 500 mg of acetohexamide
in its ability to lower blood glucose. The dosage range
of MICRONASE allows for greater dosage flexibility than
other agents.

Overdosage of sulfonylureas, including MICRONASE,

can cause hypoglycemia. Although the interpretations are
controversial, the UGDP study reported in 1970 that

the use of tolbutamide, an oral hypoglycemic drug,
was associated with increased cardiovascular
mortality.

Your initial Rx in type II diabetes

Micronase
glyburide, 5 mgTablets

For brief summary of prescribing information, please turn page.



MicrOIlCISe®Tablets (glyburide)
Dosage Guide:* Although relatively rare, hypoglycemia may occur during the conversion to
MICRONASE from other therapy.
Prior therapy Considerations before Initial MICRONASE
or condition starting therapy dose (mg/day)
Dietary therapy ineffective No priming necessary 1.25 to 5 mg
Oral therapy Discontinue oral hypoglycemict 2.5to5mg
Insulin therapy
(<40 units/day)

Completely discontinue insulin injections
under medical supervision

2.5to5mg

Insulin therapy
(>40 units/day)

Gradually discontinue insulin injections under
close medical observation or hospitalization

5mg

•See complete prescribing information.
tSee package insert for special precautions when transferring patients from chlorpropamide

Micronase Tablets (brand of glyburide tablets)
CONTRAINDICATIONS: MICRONASE Tablets are contraindicated in patients with: 1. Known hyper-
sensitivity or allergy to the drug. 2. Diabetic ketoacidosis, with or without coma. This condition
should be treated with insulin. 3.Type I diabetes mellitus, as sole therapy.
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration
of oral hypoglycemlc drugs has been reported to be associated with increased cardiovascular
mortality as compared to treatment with diet alone or diet plus Insulin. This warning is based on
the study conducted by the University Group Diabetes Program (UGDP), a long-term prospective
clinical trial designed to evaluate the effectiveness of glucose-lowering drugs In preventing or
delaying vascular complications In patients with nonlnsulln-dependent diabetes. The study In-
volved 823 patients who were randomly assigned to one of four treatment groups (Diabetes, 19
[Suppl 2]: 747-830,1970).
UGDP reported that patients treated for S to 8 years with diet plus a fixed dose of tolbutamide (1.5
grams per day) had a rate of cardiovascular mortality approximately 2-1/2 times that of patients
treated with diet alone. A significant Increase in total mortality was not observed, but the use of
tolbutamide was discontinued based on the increase In cardiovascular mortality, thus limiting
the opportunity for the study to show an Increase In overall mortality. Despite controversy re-
garding the Interpretation of these results, the findings of the UGDP study provide an adequate
basis for this warning. The patient should be informed of the potential risks and advantages of
MICRONASE and of alternative modes of therapy.
Although only one drug In the sulfonylurea class (tolbutamide) was included in this study, it is
prudent from a safety standpoint to consider that this warning may apply to other oral hypo-
glycemlc drugs In this class, In view of their close similarities In mode of action and chemical
structure.
PRECAUTIONS: General - Hypoglycemia: All sulfonylureas are capable of producing severe
hypoglycemia. Proper patient selection and dosage and instructions are important to avoid
hypoglycemic episodes. Renal or hepatic insufficiency may increase the risk of serious hypo-
glycemic reactions. Elderly, debilitated or malnourished patients, and those with adrenal or
pituitary insufficiency, are particularly susceptible to trie hypoglycemic action of glucose-
lowering drugs. Hypoglycemia may be difficult to recognize in the elderly and in people who are
taking beta-adrenergic blocking drugs. Hypoglycemia is more likely to occur when caloric
intake is deficient, after severe or prolonged exercise, when alcohol is ingested, or when more
than one glucose-lowering drug is used. Loss of Control ol Blood Glucose: In diabetic patients
exposed to stress such as fever, trauma, infection or surgery, a loss of control may occur. It may
then be necessary to discontinue MICRONASE and administer insulin. Adequate adjustment of
dose and adherence to diet should be assessed before classifying a patient as a secondary
failure. Information for Patients: Patients should be informed of the potential risks and advan-
tages of MICRONASE and of alternative modes of therapy. They also should be informed about
the importance of adherence to dietary instructions, of a regular exercise program, and of
regular testing of urine and/or blood glucose. The risks of hypoglycemia, its symptoms and
treatment, and conditions that predispose to its development should be explained to patients
and responsible family members. Primary and secondary failure should also be explained.
Laboratory Tests: Response to MICRONASE Tablets should be monitored by frequent urine glucose
tests and periodic blood glucose tests. Measurement of glycosylated hemoglobin levels may be
helpful in some patients. Drug Interactions: The hypoglycemic action of sulfonylureas may be
potentiated by certain drugs including nonsteroidal anti-inflammatory agents and other drugs that
are highly protein bound, salicylates, sulfonamides, chloramphenicol, probenecid, coumarins,
monoamine oxidase inhibitors, and beta adrenergic blocking agents. Certain drugs tend to produce
hyperglycemia and may lead to loss of control. These drugs include the thiazides and other diuretics,
corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives, phenytoin, nico-
tinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid. A potential interaction
between oral miconazole and oral hypoglycemic agents leading to severe hypoglycemia has been
reported. Carcinogenesls, Mutagenesls, and Impairment of Fertility: Studies in rats at doses up to
300mg/kg/day for 18 months showed no carcinogenic effects. Glyburide is nonmutagenic when
studied in the Salmonella microsome test (Ames test) and in the ONA damage/alkaline elution assay.
Pregnancy: Teratogenic Effects: Pregnancy Category 8. Reproduction studies in rats and rabbits
have revealed no evidence of impaired fertility or harm to the fetus due to glyburide. There are no
adequate and well controlled studies in pregnant women. This drug should be used during preg-
nancy only if clearly needed. Insulin should be used during pregnancy to maintain blood glucose as
close to normal as possible. Nonteratogenic Effects: Prolonged severe hypoglycemia (4 to 10 days)
has been reported in neonates born to mothers who were receiving a sulfonylurea drug at the time of
delivery. MICRONASE should be discontinued at least two weeks before the expected delivery date.
Nursing Mothers: Some sulfonylurea drugs are known to be excreted in human milk. Insulin
therapy should be considered. Pedlatrlc Use: Safety and effectiveness in children have not been
established.

ADVERSE REACTIONS: Hypoglycemia: See Precautions and Overdosage sections. Gastrointestinal
Reactions: Cholestatic jaundice may occur rarely; MICRONASE Tablets should be discontinued if
this occurs. Gastrointestinal disturbances, e.g., nausea, epigastric fullness, and heartburn, are the
most common reactions, having occurred in 1.8% of treated patients during clinical trials. They tend
to be dose-related and may disappear when dosage is reduced. Liver function abnormalities, includ-
ing isolated transaminase elevations, have been reported. Dermatologlc Reactions: Allergic skin
reactions, e.g., pruritis, erythema, urticaria, and morbilliform or maculopapular eruptions, occurred
in 1.5% of treated patients during clinical trials. These may be transient and may disappear despite
continued use of MICRONASE; if skin reactions persist, the drug should be discontinued. Porphyria
cutanea tarda and photosensitivity reactions have been reported with sulfonylureas. Hematologic
Reactions: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia,
and pancytopenia have been reported with sulfonylureas. Metabolic Reactions: Hepatic porphyria
and disulfiram-like reactions have been reported with sulfonylureas; however, hepatic porphyria has
not been reported with MICRONASE and disulfiram-like reactions have been reported very rarely.
OVERDOSAGE: Overdosage ot sulfonylureas, including MICRONASE Tablets, can produce hypogly-
cemia. If hypoglycemic coma is diagnosed or suspected, the patient should be given a rapid intra-
venous injection of concentrated (50%) glucose solution. This should be followed by a continuous
infusion of a more dilute (10%) glucose solution at a rate which will maintain the blood glucose at a
level above 100 mg/dL Patients should be closely monitored for a minimum of 24 to 48 hours, since
hypoglycemia may recur after apparent clinical recovery.
Caution: Federal law prohibits dispensing without prescription. Store at controlled room tempera-
ture 15°-30°C (59°-86°F). Dispensed in well closed containers with safety closures. Keep container
tightly closed.
For additional product information see your Upjohn representative. B-3-S

THE UPJOHN COMPANY
Kalamazoo, Ml 49001, USA
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Human insulin for all. Humulin
human insulin
[recombinant DNA origin]

Identical to human insulin. Humulin is the only insulin not
derived from animal pancreases.

Recombinant DNA technology makes the production of
Humulin possible and virtually assures every insulin user of a
lifetime supply.

From Lilly . . . a dependable source off insulin for
generations. Since 1922, when we became the first company
to manufacture insulin, we have led the search for the best
diabetes care products and, at the same time, maintained a
constant supply of insulin for all insulin users.

Our 24 formulations of insulin—including Humulin and all
forms of lletin® (insulin)—are available through the widest retail
distribution of insulin in the United States.

Beyond that, we will continue to provide a wide range of
diabetes service and educational materials for use by physi-
cians, pharmacists, and diabetes educators.

© 1986. ELI LILLY AND COMPANY

Our Medical Division is on call. Our Medical Division staff
is only a phone call away. Please contact them if you have any
questions about our diabetes care products.

Any change of insulin should be made cautiously and
only under medical supervision. Changes in refinement,
purity, strength, brand (manufacturer), type (regular, NPH,
Lente®, etc), and/or method of manufacture (recombinant DNA
versus animal-source insulin) may result in the need for a change
in dosage.

IN DlA BETES CA RE

For information on insulin delivery systems, contact CPI: 1-(800)-227-3422.

t/Cy
Eli Lilly and Company
Indianapolis, Indiana 46285
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THE ONE R\KT OF A DIET YOUR
>ATIENTS WILL FIND EASY TO FOLLOW

Sweet 'N Low.® It's the sugar substitute that keeps millions on their diets.
Because even on stria weight-loss or sugar-reduced diets, patients still

enjoy the great tastes they're used to.
For 25 years, Sweet 'N Low has been the number one sugar substitute for

dieters. It has only four calories per serving. And it tastes great, in everything
from beverages to baked goods.

Sweet 'N Low. It's something your patients don't want to lose.

SWEET'N LOW
FOR MILLIONS OF PEOPLE, THERE'S JUST NO EQUAL.
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Master Plan for
NIDDM Control
A Diabinese® (chlorpropamide) prescription

completes the design
Diet, exercise, education and once-daily Diabinese®
dispensed as written, comprise the Master Plan
for successful non-insulin-dependent diabetes
mellitus (NIDDM) control. For overall NIDDM control,
specify Diabinese® by name.

Proven Efficacy and Safety
In a two-year study comparing Diabinese® to
glyburide, "... chlorpropamide was clinically

, more effective with a smaller number of primary
hpnd secondary drug failures and a greater
proportion of patients successfully controlled
~'**1he end of 2 years. Severe hypoglycemia was

/eater hazard during treatment with glyburide....

with all sulfonylureas, hypoglycemia may occur with Diabinese.

\

• • ) *

"]

icrbinese
fchlornronnmiclf*) ^/e's ̂ '°2?9
| V I If \*/1 KJt \~SKJ\~AI I If \JI \^ J 250 mg and D-Pak

A GENERATION AHEAD IN NIDDM CONTROL
Reference: 1. Clarke BF: Comparative effectiveness of glyburide in the treatment of non-insulin-dependent diabetes, in
Diagnosis and Management of Diabetes Mellitus. Postgraduate Medicine: Custom Communications, Apnl 1982, pp 57-65.

Please see D/ob/'nese* (chlorpropamide) brief summary on the following page. LABORATORIES DIVISION



BRIEF SUMMARY
DIABINESE- (chlorpropamide)
TABLETS. USP

CONTRAINDICATIONS
DIABINESE is contraindicated in patients with.
1. Known hypersensitivity to the drug.
2. Diabetic ketoacidosis. with or without coma. This condition should be treated with insulin.

WARNINGS
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY

The administration of oral hypoglycemic drugs has been reported to be associated with increased
cardiovascular mortality as compared to treatment with diet alone or diet plus insulin. This warning
is based on the study conducted by the University Group Diabetes Program (UGDP), a long-term
prospective clinical trial designed to evaluate the effectiveness of glucose-lowering drugs in
preventing or delaying vascular complications in patients with non-insulin-dependent diabetes. The
study involved 823 patients who were randomly assigned to one of four treatment groups (Diabetes,
19 [supp. 21:747-830,1970).

UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamide (1.5
grams per day) had a rate of cardiovascular mortality approximately IVi times that of patients
treated with diet alone. A significant increase in total mortality was not observed, but the use of
tolbutamide was discontinued based on the increase in cardiovascular mortality, thus limiting the
opportunity for the study to show an increase in overall mortality. Despite controversy regarding the
interpretation of these results, the findings of the UGDP study provide an adequate basis for this
warning. The patient should be informed of the potential risks and advantages of DIABINESE (chlor-
propamide) and of alternative modes of therapy.

Although only one drug in the sulfonylurea class (tolbutamide) was included in this study, it is prudent
from a safety standpoint to consider that this warning may also apply to other oral hypoglycemic drugs in
this class, in view of their close similarities in mode of action and chemical structure.

PRECAUTIONS
General

Hypoglycemia: All sulfonylurea drugs are capable of producing severe hypoglycemia. Proper patient
selection, dosage, and instructions are important to avoid hypoglycemic episodes. Renal or hepatic
insufficiency may cause elevated blood levels of DIABINESE and the latter may also dimmish
gluconeogemc capacity, both of which increase the risk of serious hypoglycemic reactions. Elderly,
debilitated or malnourished patients, and those with adrenal or pituitary insufficiency are particularly
susceptible to the hypoglycemic action of glucose-lowering drugs. Hypoglycemia may be difficult to
recognize in the elderly, and in people who are taking beta-adrenergic blocking drugs. Hypoglycemia is
more likely to occur when caloric intake is deficient, after severe or prolonged exercise, when alcohol is
ingested, or when more than one glucose-lowering drug is used.

Because of the long half-life of chlorpropamide, patients who become hypoglycemic during therapy
require careful supervision of the dose and frequent feedings for at least 3 to 5 days. Hospitalization and
intravenous glucose may be necessary.

Loss of control of blood glucose: When a patient stabilized on any diabetic regimen is exposed to stress
such as fever, trauma, infection.or surgery, a loss of control may occur. At such times, it may be necessary
to discontinue DIABINESE (chlorpropamide) and administer insulin

The effectiveness of any oral hypoglycemic drug, including DIABINESE. in lowering blood glucose to a
desired level decreases in many patients over a period of time, which may be due to progression of the
severity of the diabetes or to diminished responsiveness to the drug. This phenomenon is known as
secondary failure, to distinguish it from primary failure in which the drug is ineffective in an individual
patient when first given.

ADVERSE REACTIONS
Hypoglycemia: See PRECAUTIONS section.

Gastrointestinal Reactions: Cholestatic jaundice may occur rarely; DIABINESE should be discontinued
if this occurs. Gastrointestinal disturbances are the most common reactions: nausea has been reported in
less than 5% of patients, and diarrhea, vomiting, anorexia, and hunger in less than 2%. Other
gastrointestinal disturbances have occurred in less than 1% of patients including proctocohtis. They tend
to be dose related and may disappear when dosage is reduced.

Dermatologic Reactions: Pruritus has been reported in less than 3% of patients. Other allergic skin
reactions, e.g., urticaria and maculopapular eruptions have been reported in approximately 1% or less of
patients. These may be transient and may disappear despite continued use of DIABINESE (chlorpropa-
mide): if skin reactions persist the drug should be discontinued.

Porphyna cutanea tarda and photosensitivity reactions have been reported with sulfonylureas.
Skin eruptions rarely progressing to erythema multiforme and exfoliative dermatitis have also been reported.
Hematologic Reactions: Leukopema. agranulocytosis, thrombocytopema, hemolytic anemia, aplastic

anemia, pancytopema, and eosinophilia have been reported with sulfonylureas.
Metabolic Reactions- Hepatic porphyria and disulfiram-like reactions have been reported with DIABINESE.
Endocrine Reactions: On rare occasions, chlorpropamide has caused a reaction identical to the syndrome of

inappropriate antidiuretic hormone (ADH) secretion. The features of this syndrome result from excessive water
retention and include hyponatremia. low serum osmolality and high urine osmolahty.

DOSAGE AND ADMINISTRATION
There is no fixed dosage regimen for the management of diabetes melhtus with DIABINESE or any other
hypoglycemic agent. In addition to the usual monitoring of urinary glucose, the patient's blood glucose
must also be monitored periodically to determine the minimum effective dose for the patient: to detect
primary failure, and to detect secondary failure. Glycosylated hemoglobin levels may also be of value in
monitoring the patient's response to therapy.

The total daily dosage is generally taken at a single time each morning with breakfast. Occasionally
cases of gastrointestinal intolerance may be relieved by dividing the daily dosage. A LOADING OR PRIMING
DOSE IS NOT NECESSARY AND SHOULD NOT BE USED.

Initial Therapy: 1. The mild to moderately severe, middle-aged, stable, non-insulm-dependent diabetic
patient should be started on 250 mg daily. Older patients should be started on smaller amounts of
DIABINESE (chlorpropamide), in the range of 100 to 125 mg daily.

2. No transition period is necessary when transferring patients from other oral hypoglycemic agents to
DIABINESE. The other agent may be discontinued abruptly and chlorpropamide started at once. In
prescribing chlorpropamide, due consideration must be given to its greater potency.

Many mild to moderately severe, middle-aged, stable non-msuhn-dependent diabetic patients
receiving insulin can be placed directly on the oral drug and their insulin abruptly discontinued. For
patients requiring more than 40 units of insulin daily, therapy with DIABINESE may be initiated with a
50 per cent reduction in insulin for the first few days, with subsequent further reductions dependent
upon the response.

Five to seven days after the initial therapy, the blood level of chlorpropamide reaches a plateau. Dosage may
subsequently be adjusted upward or downward by increments of not more than 50 to 125 mg at intervals of
3 to 5 days to obtain optimal control. More frequent adjustments are usually undesirable.

Maintenance Therapy: Most moderately severe, middle-aged, stable non-msuhn-dependent diabetic
patients are controlled by approximately 250 mg daily. Many investigators have found that some milder
diabetics do well on daily doses of 100 mg or less. Many of the more severe diabetics may require 500 mg
daily for adequate control. PATIENTS WHO DO NOT RESPOND COMPLETELY TO 500 MG DAILY WILL USUALLY
NOT RESPOND TO HIGHER DOSES. MAINTENANCE DOSES ABOVE 750 MG DAILY SHOULD BE AVOIDED.

HOW SUPPLIED
Blue. D-shaped. scored tablets in strengths of 100 mg, tablet code 393; (100s. NDC #0663-3930-66;
500's, NDC #0663-3930-73; and 100 unit dose of 10 X 10. NDC #0663-3930-41) and 250 mg. tablet
code 394; (100s. NDC #0663-3940-66; 250s. NDC #0663-3940-71; 1000s, NDC #0663-3940-82:100
unit dose of 10 X 10, NDC #0663-3940-41; and 30s D-Pak. NDC #0663-3940-30).

REC0MMENDE0 STORAGE: Store below 86°F (3O°C).

CAUTION: Federal law prohibits dispensing without prescription
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essential source of information on the diag-
nosis and treatment of diabetes mellitus and
its complications.
Special features include in-depth coverage of:
• the use of insulin, oral hypoglycemic agents,
and diet in the day-to-day management of
patients with both insulin dependent and non-
insulin dependent diabetes
• related illnesses such as heart disease,
hypertension, infections, and peripheral
vascular disorders
• acute as well as chronic complications
(including diabetic ketoacidosis, hypoglycemia,
neuropathy, retinopathy, and nephropathy)
• recent advances in treatment (e.g., the use
of constant subcutaneous insulin infusions;
new insulin preparations; etc.)
• office management of the diabetic patient;
diabetes and pregnancy; and the psychosocial
aspects of diabetes
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Squibb-Novo

Insulin
Delivery System

The Future of
Human Insulin Delivery Is Here

The first comprehensive, streamlined
human insulin delivery system

Designed for the
lifestyle of your
patients with diabetes

Discreet:
Unobtrusive carrying and handling of

NovoPen® may encourage adherence to
multiple daily injection regimens.
• Easy to administer insulin away from
home.

Convenient:
• Sleek fountain-pen design makes it
lightweight and portable.
• Eliminates the need for conventional
syringes and vials for Novolin® R Human
Insulin (semi-synthetic).

Accurate:
• Push-button measurement designed for
accurate delivery of two or more units of
Novolin® R Insulin.
• Eliminates dosing errors that may result
from visually estimating dose.

For further information about NovoPen®,
call 1-800-334-3678. In New Jersey, call
1-800-367-0249.

NovoPen.
bringing new simplicity and
convenience to life with diabetes.

S Q U I B B " " The diabetes care specialists

Novcr
<£) Squibb-Novo, Inc February 1987
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New GlucometefM
Diabetes Management System

easily defines blood glucose patterns

XJ\r

Glucofacts™
Data Management System
lets you review and analyze blood glucose
data to assess and manage diabetes control.
The system connects to Glucometer M
meter to provide accurate and current
information on each patient. Whatever
your background with computers, you'll
find this system powerful, rr"~
flexible and easy to use.

Five analysis displays
offer meaningful statis-
tical analyses and
graphic pictures of
patient control.

The software is
compatible with
IBM PC computers.

Glucofacts™
Data Printer
provides Glucometer M meter data even
when a personal computer is not avail-
able. It connects-directly with the meter
and prints out meaningful statistical
and graphic information about patient
glycemic control, helping you recognize
patterns and make quicker decisions
about adjustments in patient regimens.

Four analysis printouts
provide useful statisti-
cal and graphic data.

Glucometer® M Blood Glucose Meter
allows patients to accurately record and
store up to 338 readings for a complete
chronological record between office
visits. Designed to interface with the
Glucofacts Data Management System
and/or printer, glucose readings are auto-
matically pictured in a complete series
of useful statistical reports and graphs.

Better Compliance
Comes from
Better Understanding
Use the Glucometer M system as a
teaching tool to graphically demonstrate
the relationship between patient's
actions and glucose patterns. Clearer
understanding
can help
many
patients
better
control
their
diabetes and
decrease complications.

For more information on Glucometer M
Diabetes Management System, please
contact your Ames representative.

Ames
Division

Ames Division, Miles Laboratories, Inc.
P.O. Box 70, Elkhart, Indiana 46515

Ames...the tradition continues

© 1987 Miles Laboratories, Inc. 440204



NEW Medi-JectorEZ
Advanced needle-free
insulin injection system

New size
D easy to hold

New slimline design
o ©asy to use at all sites

New Medi-Jector EZ It's smaller, lighter weight, and
much easier to use. And it's the most affordable
Medi-Jector ever.
But some things about the Medi-Jector EZ aren't
new. Like previous generations of Medi-Jectors used
each year for millions of insulin injections,
Medi-Jector EZ has exceptional quality and durability
It is warranted for three years. And Medi-Jector EZ
makes economic sense. There are no needles to
purchase.
Also, like previous Medi-Jector models, Medi-Jector EZ
has an exclusive air compensation feature that

facilitates repeatable dosage accuracy (tenths of
a unit). Medi-Jector EZ will deliver 2-50 units of
insulin, single or mixed doses.
Best of all, Medi-Jector EZ has the feature that is the
hallmark of all Medi-Jector products. No needles.
Nothing is felt but a tiny stream of insulin one-third
the size of the thinnest needle. Compared to needle
injections, there is improved insulin dispersion and
less trauma to the injection site.
For more product information, call 1-800-328-3074.
In Minnesota, call collect 1-612-566-1202.
Now, more than ever, isn't it time for Medi-Jector®?

Life just got a little easier.

© 1987. Derata Corporation. P5/87

DEr^vTA
CORPORATION

6701 Parkway Circle, Suite 100
Minneapolis. MN 55430



Scientific research
has demonstrated

there are
three steps needed
to enhance chronic

wound healing

Open

Peel

Apply



DuoDERM* Hydroactive Dressing
The only dressing proven*
to create the optimum
healing environment

Many dressings can maintain an appropriate moisture balance, but only
DuoDERM Hydroactive Dressing is proven to stimulate new capillary growth1-
a fundamental property of a healing wound.

Many dressings are superficial barriers to bacteria. Only DuoDERM
Hydroactive Dressing is proven to create a functional barrier against bacteria-
reducing the risk of infection.

Many dressings interact with moisture, but only DuoDERM Hydroactive
Dressing is proven to create and maintain an acidic pH-the optimal environ-
ment for natural antibacterial activity.

See the difference.

DupDGRM .
Hydroactive" Dressing JAL

.. .putting science into healing® ®JJZ>J^

1 III 1 V r .f.ii o ' Preclinical data, Bibliography upon request.

K3r A Squibb Company
1. Cherry GW, Ryan TJ: Enhanced wound angiogenesis with a new

PO. BOX 4000, Princeton, NJ 08543-4000 hydrocolloid dressing, in Ryan TJ (ed): An Environment for
Healing: The Role of Occlusion. London: The Royal Society of

© 1987 E.R. Squibb A Sons, Inc. 687-606 Issued: May 1987 Medicine, pp 61-68,1985.



FOR HYPERTENSIVE PATIENTS
INTOLERANT

OF BETA BLOCKER THERAPY

CONSIDER

VASOTEC
(ENALAPRIL MALEATE MSD)

For a Brief Summary of Prescribing Information, please see the last page of this advertisement.
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PATIENTS FEEL

Usually No Interference
with Physical or Mental Activity
Certain subjective symptoms such as malaise and
drowsiness, which may interfere with physical or mental
activity, have not been characteristic of VASOTEC-a fact that
may be related to the specificity of action of VASOTEC on
the renin-angiotensin-aldosterone system.
Also, certain central effects, such as impairment of
memory, nightmares, or depression, have not been
characteristic of VASOTEC.

ACE* Inhibition That Favorably
Affects Certain Hemodynamic
Parameters in Many Patients
VASOTEC has a highly specific mode of action which acts on
the renin-angiotensin-aldosterone system-it blocks ACE
from converting angiotensin I to angiotensin II, one of
the most potent vasoconstrictors known. For many
hypertensive patients, VASOTEC favorably affects certain
hemodynamic parameters: peripheral arterial resistance
is reduced with an increase in cardiac output and no
significant change in heart rate; sodium and water
retention are also reduced.

VASOTEC is contraindicated in patients who are hypersensitive to this
product.
Angioedema of the face, extremities, lips, tongue, glottis, and/or larynx
has been reported in patients treated with angiotensin-converting-
enzyme (ACE) inhibitors, including VASOTEC (0.2% of patients treated
with VASOTEC in clinical trials). In such cases, VASOTEC should be promptly
discontinued and the patient carefully observed until the swelling
disappears. Angioedema associated with laryngeal edema may be fatal.
Where there is involvement of the tongue, glottis, or larynx,
likely to cause airway obstruction, appropriate therapy,
e.g., subcutaneous epinephrine solution 1:1OOO (0.3 mL to 0.5 mL)
should be promptly administered (see ADVERSE REACTIONS).
Excessive hypotension was rarely seen in uncomplicated hypertensive
patients but is a possible consequence of enalapril use in severely salt/
volume-depleted persons, such as those treated vigorously with
diuretics or patients on dialysis. In using VASOTEC, consideration should
be given to the fact that another ACE inhibitor, captopril, has caused
agranulocytosis, particularly in patients with renal impairment or
collagen vascular disease, and the available data are insufficient to show
that VASOTEC does not have a similar risk (see WARNINGS).
Discontinue therapy with a beta blocker only in accordance with the
recommendations in the prescribing information for that product.

For a Brief Summary of Prescribing Information, please see the last page
of this advertisement.

•angiotensin-converting enzyme

FOR MANY HYPERTENSIVE PATIENTS
ONCE-A-DAJf

VASOTEC
(ENALAPRIL MALEATE MSD
IT MAT HELP CHANGE THE WAV YOU
MANAGE YOUR HYPERTENSIVE PATIENTS



VASOTEC
(ENALAPRIL MALEATEIMSD)

Contraindications: VASOTEC' (Enalapril Maleate, MSD) is conlraindicated in patients who are
hypersensitive to this product.
Warnings: Angioedema: Angioedema of the face, extremities, lips, tongue, glottis, and/or larynx
has been reported in patients treated with ACE inhibitors, including VASOTEC. In such cases,
VASOTEC should be promptly discontinued and the patient carefully observed until the swelling
disappears. In instances where swelling has been confined to the face and lips the condition has
generally resolved without treatment, although antihistamines have been useful in relieving
symptoms. Angioedema associated with laryngeal edema may be fatal. Where there is
involvement of the tongue, glottis, or larynx, likely to cause airway obstruction,
appropriate therapy, e.g. , subcutaneous epinephrine solution 1:1000 (0.3 mL to 0.5
mL) should be promptly administered. (See ADVERSE REACTIONS.)
Hypotension: Excessive hypotension was rarely seen in uncomplicated hypertensive patients but
is a possible consequence of enalapril use in severely salt/volume-depleted persons such as
those treated vigorously with diuretics or patients on dialysis. (See PRECAUTIONS, Drug Interac-
tions and ADVERSE REACTIONS.) In patients with severe congestive heart failure, with or without
associated renal insufficiency excessive hypotension has been observed and may be associated
with oliguria and/or progressive azotemia, and rarely with acute renal failure and/or death.
Because of the potential fall in blood pressure in these patients, therapy should be started under
very close medical supervision. Such patients should be followed closely for the first two weeks of
treatment and whenever the dose of enalapril and/or diuretic is increased.
If hypotension occurs, the patient should be placed in supine position and, if necessary, receive an
intravenous infusion of normal saline. A transient hypotensive response is not a contraindication
to further doses, which usually can be given without difficulty once the blood pressure has
increased after volume expansion.
Neutropenia/Agranulocytosis: Another ACE inhibitor has been shown to cause agranulocytosis
and bone marrow depression, rarely in uncomplicated patients but more frequently in patients
with renal impairment, especially if they also have a collagen vascular disease. Available data from
clinical trials of enalapril are insufficient to show that enalapril does not cause agranulocytosis at
similar rates. Foreign marketing experience has revealed several cases of neutropenia or agranu-
locytosis in which a causal relationship to enalapril cannot be excluded. Periodic monitoring of
white blood cell counts in patients with collagen vascular disease and renal disease should be
considered.

Precautions: General: Impaired Renal Function: As a consequence of inhibiting the renin-
angiolensin-aldoslerone system, changes in renal function may be anticipated in susceptible indi-
viduals. In patients with severe congestive heart failure whose renal function may depend on the
activity of the renin-angiotensin-aldosterone system, treatment with ACE inhibitors, including
VASOTEC, may be associated with oliguria and/or progressive azotemia and rarely with acute
renal failure and/or death.
In clinical studies in hypertensive patients with unilateral or bilateral renal artery stenosis,
increases in blood urea nitrogen and serum creatinine were observed in 20% of patients. These
increases were almost always reversible upon discontinuation of enalapril and/or diuretic therapy.
In such patients renal function should be monitored during the first few weeks of therapy.
Some hypertensive patients with no apparent preexisting renal vascular disease have developed
increases in blood urea and serum creatinine, usually minor and transient, especially when
VASOTEC has been given concomilantly with a diuretic. This is more likely to occur in patients
with preexisting renal impairment. Dosage reduction of VASOTEC and/or discontinuation of the
diuretic may be required.
Evaluation of the hypertensive patient should always include assessment of renal
function. (See DOSAGE AND ADMINISTRATION in complete Prescribing Information.)
Hyperkalemia: Elevated serum potassium (greater than 5.7 mEq/L) was observed in approxi-
mately 1% of hypertensive patients in clinical trials. In most cases these were isolated values
which resolved despite continued therapy. Hyperkalemia was a cause of discontinuation of therapy
in 0.28% of hypertensive patients. Risk factors for the development of hyperkalemia may include
renal insufficiency, diabetes mellitus, and the concomitant use of agents to treat hypokalemia. (See
Drug Interactions.)
Surgery/Anesthesia: In patients undergoing major surgery or during anesthesia with agents that
produce hypotension, enalapril may block angiotensin II formation secondary to compensatory
renin release. If hypotension occurs and is considered to be due to this mechanism, it can be
corrected by volume expansion.
Inlormation lor Patients:
Angioedema: Angioedema, including laryngeal edema, may occur especially following the first
dose ol enalapril. Patients should be so advised and told to report immediately any signs or
symptoms suggesting angioedema (swelling of face, extremities, eyes, lips, tongue, difficulty in
breathing) and to take no more drug until they have consulted with the prescribing physician.
Hypotension: Patients should be cautioned to report lightheadedness especially during the first
few days of therapy. If actual syncope occurs, the patients should be told to discontinue the drug
until they have consulted with the prescribing physician.
All patients should be cautioned that excessive perspiration and dehydration may lead to an
excessive fall in blood pressure because of reduction in fluid volume. Other causes of volume
depletion such as vomiting or diarrhea may also lead to a fall in blood pressure; patients should be
advised to consult with the physician.
Hyperkalemia: Patients should be told not to use salt substitutes containing potassium without
consulting their physician.
Neutropenia: Patients should be told to report promptly any indication of infection (e.g., sore
throat, fever) which may be a sign of neulropenia.
NOTE: As with many other drugs, certain advice to patients being treated with enalapril is war-
ranted. This information is intended to aid in the safe and effective use of this medication. It is not
a disclosure of all possible adverse or intended effects.
Drug Interactions:
Hypotension: Patients on Diuretic Therapy: Patients on diuretics and especially those in whom
diuretic therapy was recently instituted may occasionally experience an excessive reduction of
blood pressure after initiation of therapy with enalapril. The possibility of hypotensive effects with
enalapril can be minimized by either discontinuing the diuretic or increasing the salt intake prior to
initiation of treatment with enalapril. If it is necessary to continue the diuretic, provide medical
supervision for at least one hour after the initial dose. (See WARNINGS and DOSAGE AND
ADMINISTRATION in complete Prescribing Information.)
Agents Causing Renin Release: The antihypertensive effect of VASOTEC is augmented by antihy-
pertensive agents that cause renin release (e.g., diuretics).

Other Cardiovascular Agents: VASOTEC (Enalapril Maleate, MSD) has been used concomitantly
with beta-adrenergic-blocking agents, methyldopa, nitrates, calcium-blocking agents, hydrala-
zine, and prazosin without evidence of clinically significant adverse interactions.
Agents Increasing Serum Potassium: VASOTEC may attenuate potassium loss caused by thia-
zide-type diuretics. Potassium-sparing diuretics (e.g., spironolactone, triamterene, or amiloride),
potassium supplements, or potassium-containing salt substitutes may lead to significant
increases in serum potassium. Therefore, if concomitant use of these agents is indicated, they
should be used with caution and with frequent monitoring of serum potassium.
Pregnancy-Category C: There was no fetotoxicity or teratogenicity in rats treated with up to
200 mg/kg/day of enalapril (333 times the maximum human dose). Fetotoxicity, expressed as a
decrease in average fetal weight, occurred in rats given 1200 mg/kg/day of enalapril, but did not
occur when these animals were supplemented with saline. Enalapril was not teratogenic in rabbits.
However, maternal and fetal toxicity occurred in some rabbits at doses of 1 mg/kg/day or
more. Saline supplementation prevented the maternal and fetal toxicity seen at doses of 3 and
10 mg/kg/day, but not at 30 mg/kg/day (50 times the maximum human dose).
There are no adequate and well-controlled studies in pregnant women. VASOTEC should be used
during pregnancy only if the potential benefit justifies the potential risk to the fetus.
Nursing Mothers: It is not known whether this drug is secreted in human milk. Because many
drugs are secreted in human milk, caution should be exercised when VASOTEC is given to a
nursing mother.

Pediatric Use: Safety and effectiveness in children have not been established.
Adverse Reactions: VASOTEC has been evaluated for safety in more than 10,000 patients,
including over 1000 patients treated for one year or more. VASOTEC has been found to be gener-
ally well tolerated in controlled clinical trials involving 2677 patients.
The most frequent clinical adverse experiences in controlled trials were: headache (4.8%), dizzi-
ness (4.6%), and fatigue (2.8%). For the most part, adverse experiences were mild and transient
in nature. Discontinuation ol therapy was required in 6.0% of patients. In clinical trials, the overall
frequency of adverse experiences was not related to total daily dosage within the range of 10 to
40 mg. The overall percentage of patients treated with VASOTEC reporting adverse experiences
was comparable to placebo.

Other adverse experiences occurring in greater than 1% of patients treated with VASOTEC in
controlled clinical trials were: diarrhea (1.6%), rash (1.5%), hypotension (1.4%), cough (1.3%),
nausea (1.3%), and orthostatic effects (1.3%).
Clinical adverse experiences occurring in 0.5% to 1.0% of patients in the controlled trials or since
the drug was marketed include:
Cardiovascular: Syncope, orthostatic hypotension, palpitations, chest pain.
Nervous System: Insomnia, nervousness, paresthesia, somnolence.
Gastrointestinal System: Abdominal pain, vomiting, dyspepsia.
Renal: Renal dysfunction, renal failure, oliguria (See PRECAUTIONS and DOSAGE AND ADMIN-
ISTRATION in complete Prescribing Information.)
Other: Dyspnea, muscle cramps, hyperhidrosis, impotence, pruritus, asthenia.
Angioedema: Angioedema has been reported in patients receiving VASOTEC (0.2%). Angio-
edema associated with laryngeal edema may be fatal. If angioedema of the face, extremities, lips,
tongue, glottis, and/or larynx occurs, treatment with VASOTEC should be discontinued and
appropriate therapy instituted immediately. (See WARNINGS.)
Hypotension: Combining the results of clinical trials in patients with hypertension or congestive
heart failure, hypotension (including postural hypotension and other orthostatic effects) was
reported in 2.3% of patients following the initial dose of enalapril or during extended therapy. In
the hypertensive patients, hypotension occurred in 0.9% and syncope occurred in 0.5% of
patients. Hypotension or syncope was a cause for discontinuation of therapy in 0.1% of hyperten-
sive patients. (See WARNINGS.)
Clinical Laboratory Test Findings:
Hyperkalemia: (See PRECAUTIONS.)
Creatinine, Blood Urea Nitrogen: In controlled clinical trials, minor increases in blood urea nitro-
gen and serum creatinine, reversible upon discontinuation of therapy, were observed in about
0.2% of patients with essential hypertension treated with VASOTEC alone. Increases are more
likely to occur in patients receiving concomitant diuretics or in patients with renal artery stenosis.
(See PRECAUTIONS.)
Hemoglobin and Hematocrit: Small decreases in hemoglobin and hematocrit (mean decreases of
approximately 0.3 g% and 1.0 vol%, respectively) occur frequently in hypertensive patients
treated with VASOTEC but are rarely of clinical importance unless another cause of anemia coex-
ists. In clinical trials, less than 0.1% of patients discontinued therapy due to anemia.
Other (Causal Relationship Unknown): Rarely, elevations of liver enzymes and/or serum bilirubin
have occurred.
In marketing experience, rare cases of neutropenia, thrombocytopenia, and bone marrow depres-
sion have been reported.

Dosage and Administration: In patients who are currently being treated with a diuretic, symp-
tomatic hypotension occasionally may occur following the intitial dose of VASOTEC. The diuretic
should, if possible, be discontinued for two to three days before beginning therapy with VASOTEC
to reduce the likelihood of hypotension. (See WARNINGS.) If the patient's blood pressure is not
controlled with VASOTEC alone, diuretic therapy may be resumed.

If the diuretic cannot be discontinued, an initial dose of 2.5 mg (break the 5-mg tablet) should be
used under medical supervision for at least one hour to determine whether excess hypotension
will occur. (See WARNINGS and PRECAUTIONS, Drug Interactions.)

The recommended intial dose in patients not on diuretics is 5 mg once a day. Dosage should be
adjusted according to blood pressure response. The usual dosage range is 10 to 40 mg per day
administered in a single dose or two divided doses. In some patients treated once daily the
antihyperlensive effect may diminish toward the end of the dosing interval. In such patients, an
increase in dosage or twice daily administration should be considered. If blood pressure is not
controlled with VASOTEC alone, a diuretic may be added.

Concomitant administration of VASOTEC with potassium supplements, potassium salt substi-
tutes, or potassium-sparing diuretics may lead to increases of serum potassium (see PRECAU-
TIONS).
Dosage Adjustment in Renal Impairment: The usual dose of enalapri I is recommended for patients
with a creatinine clearance >30 mLAnin (serum creatinine of up to approximately 3 mg/dL). For
patients with creatinine clearance ==30 mL/min (serum creatinine s=3 mg/dL), the first dose is 2.5
mg once daily. The dosage may be titrated upward until blood pressure is controlled or to a
maximum of 40 mg daily. For dialysis patients, the initial dose and the dose on
dialysis days is 2.5 mg/day. Dosage on nondialysis days should be adjusted | v | S D
depending on blood pressure response.
For more detailed inlormation, consult your MSD representative or see Pre- W E R C K
scribing Inlormation. Merck Sharp & Dohme, Division ol Merck & Co., INC., 2 Q A H r %
West Point, PA 19486. jevsi2(4O6) D O H M E



The first troche treatment
for oropharyngeal

candidiasis*

Before treatment.

High clinical cure* rates*
A clinical cure rate of 96% was achieved in
one randomized double-blind trial2 in which
MYCELEX Troche was administered to
patients with oropharyngeal candidiasis.
Other investigators have concluded that
MYCELEX Troche "is highly effective
treatment for chronic oral candidiasis. "3

Dramatic improvement
in symptoms.
Patients attain a high degree of relief at the
end of therapy, as evidenced by the dramatic
decrease in severity of glossitis, patches,
perleche, pain, and other clinical signs and
symptoms of thrush.4

After treatment with
MYCELEX Troche.1

Good patient acceptance,
minimal side effects.
With MYCELEX Troche, messy suspensions
and lengthy swishing are things of the past.
MYCELEX Troche has a pleasant, slightly
sweet taste. And an entire day's therapy—
5 troches—can easily be carried in pocket
or purse.

Based on a study of 52 episodes of
oropharyngeal candidiasis, the investigators
stated: "We believe that the troche form of
clotrimazole... in the treatment of thrush in
any patient population... is both effective
and safe. "2+

'Clinical cure is defined as absence of signs and symptoms
of the disease.

fSee adjacent page for summary of prescribing information,
including contraindications and adverse reactions.

Myeelex Troche
(clotrimazole)1Omg

The only troche
for oropharyngeal

candidiasis.



MYCELEX® (clotrimazole) TROCHE
Indications and Usage: Mycelex Troches are indicated
for the local treatment of oropharyngeal candidiasis.
The diagnosis should be confirmed by a KOH smear
and/or culture prior to treatment.
Contraindications: Mycelex Troches are contra-
indicated in patients who are hypersensitive to any of
the components.
Warning: Mycelex Troches are not indicated for the
treatment of systemic mycoses.
Precautions: Abnormal liver function tests have been
reported in patients treated with clotrimazole troches;
elevated SGOT levels were reported in about 15% of
patients in the clinical trials. In most cases the eleva-
tions were minimal and it was often impossible to
distinguish effects of clotrimazole from those of other
therapy and the underlying disease (malignancy in
most cases). Periodic assessment of hepatic function is
advisable particularly in patients with preexisting
hepatic impairment.

Since patients must be instructed to allow each
troche to dissolve slowly in the mouth in order to
achieve maximum effect of the medication, they must
be of such an age and physical and/or mental
condition to comprehend such instructions.

Carcinogenesis: An 18-month dosing study with
clotrimazole in rats has not revealed any carcinogenic
effect.

Usage in Pregnancy: Pregnancy Category C:
Clotrimazole has been shown to be embryotoxic in
rats and mice when given in doses 100 times the
adult human dose (in mg/kg), possibly secondary to
maternal toxicity. The drug was not teratogenic in mice,
rabbits, and rats when given in doses up to 200,180,
and 100 times the human dose.

Clotrimazole given orally to mice from nine weeks
before mating through weaning at a dose 120 times the
human dose was associated with impairment of mating,
decreased number of viable young, and decreased
survival to weaning. No effects were observed at 60
times the human dose. When the drug was given to rats
during a similar time period at 50 times the human
dose, there was a slight decrease in the number of pups
per litter and decreased pup viability,

There are no adequate and well-controlled studies in
pregnant women. Clotrimazole troches should be used
during pregnancy only if the potential benefit justifies
the potential risk to the fetus.
Padlatric Use: Safety and effectiveness of clotrimazole
in children below the age of three years have not been
established: therefore, its use in such patients is not
recommended.
Adverse Reactions: Abnormal liver function tests have
been reported in patients treated with clotrimazole
troches; elevated SGOT levels were reported in about
15% of patients in the clinical trials (see Precautions
section).

Nausea and vomiting was reported in about one in
20 patients.
Dosage and Administration: Mycelex Troches are
administered only as a lozenge that must be dissolved
slowly in the mouth. The recommended dose is one
troche five times a day for 14 consecutive days.
Only limited data are available on the safety and
effectiveness of the clotrimazole troche after prolonged
administration; therefore, therapy should be limited to
short-term use, if possible.
How Supplied: Mycelex Troches—white, discoid,
uncoated tablets are supplied in bottles of 70 and 140.
Each tablet will be identified with the following: Miles
095.

Store below 86°F (30°C), avoid freezing.
References: 1. Montes LF, et al: Clotrimazole troches: a
new therapeutic approach to oral candidiasis. Cutis
17:277-280,1976.2. Yap B-S, Bodey GP: Oropharyngeal
candidiasis treated with a troche form of clotrimazole.
Arch Intern Med 139:656-657,1979.3. Kirkpatrick CH,
Ailing DW: Treatment of chronic oral candidiasis
with clotrimazole troches: a controlled clinical trial.
N Engl J Med 299:1201-1203,1978.4. Data on file,
Miles Pharmaceuticals.
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Miles Pharmaceuticals
Division of Miles Laboratories, Inc.

West Haven, Connecticut 06516 USA
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Preserve
your copies of

DIABETES
CARE

slipcase

Custom-made for DIABETES CARE,
these journal slipcases and binders
turn back issues into a permanent
reference source. Bound in attractive
blue leatherette, and embossed with
gold lettering, each slipcase and
binder holds 1 year of DIABETES
CARE (6 issues plus supplement).
And each comes with gold transfers,
allowing you to personalize your
volume further. These durable, space
saving cases make affordable gifts as
well.
SLIPCASES: $7.95 each, three for $21.95, six
for $39.95 (measures: llVfe x 8y2 x 2Vs")
BINDERS: $9.95 each, three for $27.95, six
for $52.95 (measures: 12% x 9y4 x W)

MAIL TO: Jesse Jones Industries, Dept. DIAB-C
499 East Erie Avenue, Philadelphia, PA 19134
Please send cases; binders.
Enclosed is $_ _. Add $1 per item for Postage and Handling.
Outside U.S.A. add $2.50 per item (U.S. funds only).
Print Name
Address

No P.O. Boxes Please

City/State/Zip
PA residents add 6% sales tax

We also accept American Express, Visa, MasterCard and Diners
Club (for minimum orders of $15.00). Call TOLL FREE (charge
orders only) 1-800-972-5858, 7 days, 24 hours.

NOTE: Satisfaction guaranteed. Slipcase and binders are also available
for DIABETES & DIABETES FORECAST.
For information write:
American Diabetes Association,
1660 Duke St., Alexandria, VA 22314,
Attn: Circulation Dept. ^ J ^
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Essential
diabetes

work.

Essential diabetes reading.
DIABETES—An Essential Research Tod,

The most vital link to a preventive and cure for diabetes is current informa-
tion. After all, so much of what we know about diabetes has been uncovered
during the last decade—and reported first in DIABETES: A Journal of the
American Diabetes Association.

Upcoming issues of DIABETES will feature the latest findings on such impor-
tant topics as the hormonal mechanisms of insulin secretion, genetic risk
factors, insulin action, pancreatic transplantation, immunoregulation, and more.

Plus, you'll have immediate access to major research studies by Roger Unger
. . . Paul Lacy... Bernard Jeanrenaud... George Eisenbarth... J0rn Nerup...
David Sutherland... and scores of other authorities in the field of diabetes
research.

-Research With CiDIABETES CARE
Relevance.

The widest circulated journal covering clinical studies of diabetes, DIABETES
CARE provides physicians, nurses, educators and researchers with the latest
research findings with clinical relevance, timely reviews of diabetic complications
and their management, along with policies of the ADA related to all facets of
diabetes care.

DIABETES CARE offers valuable insights on such critical areas of concern as:
Comparison of Insulin Injection Techniques • High Blood Pressure and Diabetic
Retinopathy • Insurance Coverage for People With Diabetes • Predicting Self-
Care Compliance • Insulin Therapy in Pre-School Children • Educating Obese
Diabetic Patients to Control Diabetes... and much more.

SUBSCRIPTION ORDER FORM
Please enter a subscription for: • DIABETES • DIABETES CARE

(12 issues - $70.00) (6 issues - $35.00)

Name

Address

American
Diabetes
Association® Inc.

City. State. Zip.

Please send payment with your order to:
American Diabetes Association, P.O. Box 2045, Mahopac, NY 10541

R7AR01



pty&
matte atuipart ofpf

Second nature comes ton ease
of use.

To become a second-nature tool,
an object must possess certain
qualities.

Simplicity. Functionality.
Portability.

They are part and parcel of many
tools that make our life easier and
better.

Tools such as the GLUCOSCAN7"
3000 Personal Blood Glucose Meter.

Simple
Everything

I r J can be
learned, but

simple things
lire learned more easily. Almost every-
one knows how to use a paper clip.

The GLUCOSCAN 3000 Meter
has precisely the kind of simplicity
that invites easy learning.

Like the simple procedure. The
simple two-touch operation. Or the
permanent factory calibration that
does away with both unnecessary
steps and operator errors.

The faster the learning, the easier
your training job. And the greater
the likelihood of continued use.

The GLUCOSCAN one-minute
test and dry-blot procedure make
compliance sure and simple.

And when your patients comply,
you can feel confident with their
treatment program.

Functional
Functional tools work small miracles
every day. Using a pencil has
become second nature to the degree
that its brilliant, functional design
is taken for granted.

The GLUCOSCAN 3000 Meter
can become just such a tool for your

w

l i te the Memory Bank*
Data Log that auto-
matically stores your
patient's last 29 test
readings.

Or the largest,
easiest-to-read digital
display in glucose
monitoring. The only
adjustable volume
control. The longest
battery life. And
the longest meter
warranty—three
full years—
included free
of extra
charge.

Portable
Cumbersome objects stay home.
Compact ones go places. When we
wear a wristwatch, we always know
the time no matter where we are.

Equally, with the GLUCOSCAN
3000 Meter, your patients can test
their blood sugars
virtually anywhere,
because the
GLUCOSCAN
3000 Meter is the
smallest one -~̂ _ ^fc « • „
available.

But of
what use
is a small
meter if all
the other
testing
supplies
are not
readily at
hand? The unique,
truly pocket-portable GLUCOSCAN

Ip,
Blood Sampling

Pen, GLUCOSCAN Lancets, and, of
course, theGLUCOSCAN Meter itself.

GLUCOSCAN 3000
GLUCOSCAN 3000 is more than just
another meter. It's an important
part of life for many people.

Some say it's second nature.

Discover how blood glucose
testing can become second nature
with the GLUCOSCAN 3000 Personal
Blood Glucose Meter. Call us
toll-free for the name of your nearest
Authorized LifeScan Distributor:
United States 1800 227-8862.

Also available in the econom-
ical GLUCOSCAN 2000 model
(Memory Bank not included).

UFEsenn inc.
Mountain View, CA 94043

<r) 1986 LifeScan Inc.



GLUCOSCAN
Meters
Easiest to start with.
Easiest to stay with.

* On Meter and Starter Kit purchased
March 16,1987 through May 29,1987.
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Dig Beta! Controls blood glucose with 24-hour
duration of action. This once-a-day dosage
for most patients helps avoid drug overlap
and its associated problems.

Dig Beta! Increases free water clearance,
an important consideration for patients with
coexisting hypertension or CHE

Dig Beta! Very rare incidence of emborrassing
disulfiram-like regctions.

DigBeto! Excreted eguglly in urine gnd bile
which reduces the risk of occumulgtion in
potients with nephropothy.*

Compore these benefits with whgt you know obout
other ggents. We believe you would toke DigBetg!

DIET&
TABLETS
1.25, 2.5
and 5mgDiafteta

(GLYBURIDE)

The differences are important.

•Dosage should be monitored in patients with hepatic or renal insufficiency to avoid hypoglycemia. Please refer to Warnings and Precautions section of
prescribing information.
Although the findings are controversial, the UGDP study reported in 1970 that the use of tolbutamide, an oral sulfonylurea, was associated with increased
cardiovascular risk.
Please see last page of this ad for brief summary of prescribing information.





DiaBeta (glyburide)
For effective control of Type II Diabetes,
DiaBetcf (glyburide) Tablets
1.25, 2.5 and 5mg
BRIEF SUMMARY
INDICATIONS AND USAGE

Dia/Jeta® (glyburide) is indicated as an adjunct to diet to lower the blood glucose in patients with non-
insulin-dependent diabetes mellitus (Type II) whose hyperglycemia cannot be controlled by diet alone.
In initiating treatment for non-insulin-dependent diabetes, diet should be emphasized as the primary
form of treatment. Caloric restriction and weight loss are essential in the obese diabetic patient. Pro-
per dietary management alone may be effective in controlling the blood glucose and symptoms of
hyperglycemia. The importance of regular physical activity should also be stressed, and car-
diovascular risk factors should be identified and corrective measures taken where possible.
If this treatment program fails to reduce symptoms and/or blood glucose, the use of an oral
sulfonylurea or insulin should be considered. Use of Dia/Jeta® (glyburide) must be viewed by both the
physician and patient as a treatment in addition to diet, and not as a substitute for diet or as a conve-
nient mechanism for avoiding dietary restraint. Furthermore, loss of blood glucose control on diet alone
may be transient, thus requiring only short-term administration of Dia/Jeta® (glyburide).
During maintenance programs, Dia/Jeta® (glyburide) should be discontinued if satisfactory lowering of
blood glucose is no longer achieved. Judgments should be based on regular clinical and laboratory
evaluations.
In consjdering the use of Dia/Jeta® (glyburide) in asymptomatic patients, it should be recognized that
controlling the blood glucose in non-insulin dependent diabetes has not been definitely established to
be effective in preventing the long-term cardiovascular or neural complications of diabetes.

CONTRAINDICATIONS
Dia/Jeta® (glyburide) is contraindicated in patients with:
1 . Known hypersensitivity to the drug.

2 . Diabetic ketoacidosis, with or without coma. This condition should be treated with insulin.

WARNINGS
SPECIAL WARNING ON INCREASED

RISK OF CARDIOVASCULAR MORTALITY
The administration of oral hypoglycemic drugs has been reported to be associated with Increased car-
diovascular mortality as compared to treatment with diet alone or diet plus insulin. This warning is bas-
ed on the study conducted by the University Group Diabetes Program (UGDP), a long-term prospective
clinical trial designed to evaluate the effectiveness of glucose-lowering drugs in preventing or delaying
vascular complications in patients with non-insulin-dependent diabetes. The study involved 823 pa-
tients who were randomly assigned to one of four treatment groups (Diabetes, 19 (supp. 2):
747-830, 1970).

UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamide (1.5
grams per day) had a rate of cardiovascular mortality approximately 2V> times that of patients treated
with diet alone. A significant increase in total mortality was not observed, but the use of tolbutamide
was discontinued based on the increase in cardiovascular mortality, thus limiting the opportunity for
the study to show an increase In overall mortality. Despite controversy regarding the interpretation of
these results, the findings of the UGDP study provide an adequate basis for this warning. The patient
should be informed of the potential risks and advantages of Dia/Jeta® (glyburide) and of alternative
modes of therapy.
Although only one drug in the sulfonylurea class (tolbutamide) was included in this study, it is prudent
from a safety standpoint to consider that this warning may also apply to other oral hypoglycemic drugs
in this class, in view of their close similarities in mode of action and chemical structure.

PRECAUTIONS
General
Hypoglycemia: All sulfonylurea drugs are capable of producing severe hypoglycemia. Proper patient
selection, dosage, and instructions are important to avoid hypoglycemic episodes. Renal or hepatic in-
sufficiency may cause elevated blood levels of Dia/Jeta® (glyburide) and the latter may also diminish
glucqneogenic capacity, both of which increase the risk of serious hypoglycemic reactions. Elderly,
debilitated or malnourished patients, and those with adrenal or pituitary insufficiency are particularly
susceptible to the hypoglycemic action of glucose-lowering drugs. Hypoglycemia may be difficult to
recognize in the elderly, and in people who are taking beta-adrenergic blocking drugs. Hypoglycemia is
more likely to occur when caloric intake is deficient, after severe or prolonged exercise, when alcohol is
ingested, or when more than one glucose-lowering drug is used.
Loss of control of blood glucose: When a patient stabilized on any diabetic regimen is exposed to stress
such as fever, trauma, infection, or surgery, a loss of control may occur. At such times, it may be
necessary to discontinue Dia/Jeta® (glyburide) and administer insulin.
The effectiveness of any oral hypoglycemic drug, including Dia/Jeta® (glyburide), in lowering blood
glucose to a desired level decreases in many patients over a period of time, which may be due to pro-
gression of the severity of the diabetes or to diminished responsiveness to the drug. This phenomenon
is known as secondary failure, to distinguish it from primary failure in which the drug is ineffective in
an individual patient when first given.
Information for Patients
Patients should be informed of the potential risks, advantages, alternative modes of therapy, impor-
tance of adherence to dietary instructions, to a regular exercise program, and regular testing of urine
and/or blood glucose. Also explain to the patient and responsible family members, the risks of
hypoglycemia, its symptoms, treatment, conditions that predispose to its development, and primary
and secondary failure.
Laboratory Tests

Blood and urine glucose should be monitored periodically. Measurement of glycosylated hemoglobin
may be useful.
Drug Interactions

The hypoglycemic action of sulfonylureas may be potentiated by certain drugs including nonsteroidal
anti-inflammatory agents and other drugs that are highly protein bound, salicylates, sulfonamides,
chloramphenicol, probenecid, coumarins, monoamine oxidase inhibitors, and beta adrenergic blocking
agents. When such drugs are administered to a patient receiving Dia/Jeta® (glyburide), the patient
should be observed closely for hypoglycemia. When such drugs are withdrawn from a patient receiving
Dia/Jeta® (glyburide), the patient should be observed closely for loss of control.
Certain drugs tend to produce hyperglycemia and may lead to loss of control. These drugs include the
thiazides and other diuretics, corticosteroids, ohenothiazines, thyroid products, estrogens, oral con-
traceptives, phenytoin, nicotinic acid, sympathomimetics, calcium channel blocking drugs, and
isoniazid. When such drugs are administered to a patient receiving Dia/Jeta® (glyburide), the patient
should be closely observed for loss of control. When such drugs are withdrawn from a patient receiving
Dia/Jeta® (glyburide), the patient should be observed closely for hypoglycemia.
A potential interaction between oral miconazole and oral hypoglycemic agents leading to severe
hypoglycemia has been reported. Whether this interaction also occurs with the intravenous, topical or
vaginal preparations of miconazole is not known.
Carclnogenesis, Mutagenesls, and Impairment of Fertility
Dia/Jeta® (glyburide) is non-mutagenic when studied in the Salmonella microsome test (Ames test) and

Q69152-1286
©1987 by Hoechst-Roussel Pharmaceuticals Inc.

in the DNA damage/alkaline elution assay. Studies in rats at doses up to 300 mg/kg/day for 18 mon-
ths showed no carcinogenic effects.
Pregnancy

Teratogenic Effects: Pregnancy Category B
Reproduction studies have been performed in rats and rabbits at doses up to 500 times the human dose
and have revealed no evidence of impaired fertility or harm to the fetus due to Dia/Jeta® (glyburide).
There are, however, no adequate and well controlled studies in pregnant women. Because animal
reproduction studies are not always predictive of human response, this drug should be used during
pregnancy only if clearly needed.
Because recent information suggests that abnormal blood glucose levels during pregnancy are
associated with a higher incidence of congenital abnormalities, many experts recommend that insulin
be used during pregnancy to maintain blood glucose levels as close to normal as possible.
Nonteratogenic Effects

Prolonged severe hypoglycemia (4 to 10 days) has been reported in neonates born to mothers who were
receiving a sulfonylurea drug at the time of delivery. This has been reported more frequently with the
use of agents with prolonged half-lives. If Dia/Jeta® (glyburide) is used during pregnancy, it should be
discontinued at least two weeks before the expected delivery date.
Nursing Mothers

Although it is not known whether Dia/Jeta® (glyburide) is excreted in human milk, some sulfonylureas
are known to be excreted in human milk. Because the potential for hypoglycemia in nursing infants
may exist, a decision should be made whether to discontinue nursing or to discontinue administering
the drug, taking into account the importance of the drug to the mother. If Dia/Jeta® (glyburide) is
discontinued and if diet alone is inadequate for controlling blood glucose, insulin therapy should be
considered.

PEDIATRIC USE

Safety and effectiveness in children have not been established.

ADVERSE REACTIONS
Hypoglycemia: See PRECAUTIONS and OVERDOSAGE Sections.
Gastrointestinal Reactions: Cholestatic jaundice may occur rarely; Dia/Jeta® (glyburide) should be
discontinued if this occurs. Gastrointestinal disturbances, e.g., nausea, epigastric fullness, and heart-
burn, are the most common reactions and occur in 1.8% of treated patients. They tend to be dose-
related and may disappear when dosage is reduced.

Dermatologic Reactions: Allergic skin reactions, e.g., pruritus, erythema, urticaria, and morbilliform
or maculopapular eruptions, occur in 1.5% of treated patients. These may be transient and may disap-
pear despite continued use of Dia/Jeta® (glyburide); if skin reactions persist, the drug should be
discontinued.
Porphyria cutanea tarda and photosensitivity reactions have been reported with sulfonylureas.
Hematologic Reactions: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic
anemia, and pancytopenia have been reported with sulfonylureas.

Metabolic Reactions: Hepatic porphyria reactions have been reported with sulfonylureas; however,
these have not been reported with Dia/Jeta® (glyburide). Disulfiram-like reactions have been reported
very rarely with Dia/Jeta® (glyburide).
OVERDOSAGE

Overdosage can produce hypoglycemia. Aggressively treat the mild symptoms (without loss of con-
sciousness or neurologic findings) with oral glucose and adjustments in drug dosage and/or meal pat-
terns. Continue close monitoring until patient is out of danger. Severe hypoglycemic reactions with
coma, seizure, or other neurological impairment, are medical emergencies requiring immediate
hospitalization. with hypoglycemic coma (diagnosed or suspected), administer rapid intravenous in-
jection of concentrated (50%) glucose solution, followed by continuous infusion of a more dilute (10%)
glucose solution at a rate to maintain a blood glucose level above 100 mg/dL. Monitor closely for a
minimum of 24-48 hours; hypoglycemia may recur after apparent clinical recovery.

DIABETES
RESEARCH & EDUCATION

FOUNDATION

Hoechst-Roussel Pharmaceuticals Inc. is
proud to support the efforts of the Diabetes
Research & Education Foundation. The
Foundation is an independent, non-profit
organization which provides funding to
individuals for work in diabetes research
or education.

If you are interested, grant applications can
be obtained by writing to:

Diabetes Research & Education
Foundation, Inc., P.O. Box 6168,
Bridgewater, NJ 08807-9998.

Support for the foundation is provided by
Hoechst-Roussel via a donation derived
from a percentage of sales of their diabetes
products.

Hoechst-Roussel Pharmaceuticals Inc.
Somerville. New Jersey 08876

The name and logo HOECHST are registered trademarks of Hoechst AG.
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International Research Symposium
"The Immunology of Diabetes"

Woods Hole, Massachusetts • October 27-30,1987

The American Diabetes Association is sponsoring a conference on
'The Immunology of Diabetes" to be held October 27-30,1987 at
Woods Hole. An update on the major advances in the field of immuno-
pathogenesis, immunoprediction, and immunotherapy of type I diabe-
tes will be presented as a series of invited plenary communications as
well as competitive abstracts presented verbally or in poster sessions.

Organizing Committee: G. Eisenbarth, F. Bottazzo, H. Kolb, N. Maclaren,
A. Rossini

Invited speakers include: F. Bach, J. F. Bach, F. Bottazzo, G. Eisenbarth,
R. Guttmann, L. Harrison, H. Kolb, K. Lafferty, E. Leiter, A. Lemmark,
N. Maclaren, H. McDevitt, J. Nerup, J. Palmer, A. Rossini, C. Stiller

ABSTRACTS
Abstract forms are available by writing to:

American Diabetes Association, Inc.
1987 Research Symposium
1660 Duke Street
Alexandria, VA 22314 U.S.A.

or by calling 1-800-ADA-DISC.

Abstracts must be received by July 1, 1987;
abstract authors will be notified by July 24. Ap-
proximately 100 abstracts will be selected for
presentation. Travel grants will be awarded to
the individuals submitting the five highest
ranked abstracts.

REGISTRATION

1. All individuals planning to attend the con-
ference must preregister. There will be no
on-site registration. Attendance at the
meeting is limited to approximately 250
conferees. Preference will be given to indi-
viduals making presentations (verbal or
poster) and individuals submitting ab-
stracts. Only registered conferees will be
permitted to attend the meeting.

2. Conferees must complete a registration
form and it must be accompanied by the
full fixed fee. Scientists must send a check

payable to the American Diabetes Associa-
tion. Scientists in other countries must
send a check drawn in U.S. dollars.

3. The fixed fee covers registration, three-
nights lodging and taxes for the nights of
Oct. 27-29, all meals beginning with dinner
on Oct. 27th and ending with lunch on Oct.
30, and evening receptions. Complimentary
bus service to and from Boston's Logan
Airport will be available; no other trans-
portation is complimentary. Logan Airport
is approximately 75 miles from Woods
Hole.

The fixed fee will not cover telephone, taxi,
laundry or other personal expenses. The
fixed fee will be charged regardless of the
time a conferee attends the meeting.

4. The fixed fee pays for a double occupancy
room with bath. Conferees who wish a
single room occupancy must pay the addi-
tional fee listed in the registration form.
Sleeping accommodations are in the
Marine Biological Laboratory dormitories or
nearby facilities. Room assignments will be
made by ADA and are non-negotiable.
Conferees who wish to make their own
accommodation arrangements are free to
do so but must pay the commuter fee.

(See next page for registration form)



5. Conferees are expected to eat all meals in
the dining room of the Marine Biological
Laboratory and, therefore, the fixed fee
covers only such meals.

6. Registration forms and fees will not be
accepted with postmarks prior to May 15,
1987.

7. Cancellation:
1. Full refunds will be made up until

August 7 (two weeks after abstract
notification).

2. Only 20% of the fixed fee will be re-

funded if an accepted registration is
canceled after August 7.

8. Fees:

Regular registration (per person):

$350.00 (double occupancy room with
bath).

$425.00 (single occupancy room with
bath).

Commuter registration (per person):

$275.00 (includes all fees and meals
but no lodging).

REGISTRATION FORM

International Research Symposium
"The Immunology of Diabetes"

Woods Hole, Massachusetts • October 27-30,1987

Advance Registration is required by all attendees. Registration must be received by July 1,1987.

A. Applicant's Name

C. Business Affiliation

D. Business Address

E.City I I

B. • M.D.
• Ph.D.
• Other

H. Country (if other than U.S.A.) I

F. State | | | G. Zip Code

I I I I . Telephone ( | |

J. Registration Fee (Complete section 1, 2 or 3)

1. Double Occupancy

number of persons x $350 fee = $ is submitted.

(Attach separate registration form for accompanying conferee. In the absence of an attached form, ADA
will make all room assignments).

2. Single Occupancy

I would like a single occupancy room. $

3. Commuter

I do not want accommodations. $

is submitted (Fee is $425 per person).

is submitted (Fee is $275 per person).

ADA CANNOT BILL YOU. ALL FEES MUST ACCOMPANY THIS REGISTRATION FORM. VOUCHERS,
PURCHASE ORDERS OR CHECKS NOT DRAWN IN U.S. DOLLARS WILL NOT BE ACCEPTED.

Make checks payable to: American Diabetes Association, Inc.

Mail to: American Diabetes Association
1987 Research Symposium
1660 Duke Street
Alexandria, VA 22314



Microalbuminuria is an early
predictor of diabetic kidney
disease. Early detection and
successful management offer
the promise of a full life.
Diagnostic Products Corpora-
tion has developed three kits
to aid in the management of
diabetes and diabetes-related
conditions.

ALBUMIN
DPC's Albumin kit is unique
in that it measures urinary
albumin in the range of
microalbuminuria. with a sen-
sitivity of 0.9 .g/ml. Patients
can be monitored routinely,
so that abnormal levels of
urinary albumin can be
detected before irreversible
kidney damage occurs.

C-PEPTIDE
C-peptide levels can serve as
a valuable index ot insulin
secretion. The DPC double-
antibody assay for measuring
C-peptide levels in set urn and
urine requires less than one
hour of bench time and has a
sensitivity of 0.03 ng/ml.

INSULIN
The simplicity of DPC's Coat-
A-Count Insulin kit makes it
ideal tor routinely assaying

assay, win

mat! ix effects, has a detec
tion limit of 3 JU-'ml.

DPC is committed to qual
ity products and excellent
service to increase laboiatoiv
convenience and improve
diagnosis and patient caie.

Call DPC toi moie intoima-
tion about these kits M\i
others in oui extensive piod-

DPC is the company
that listens.

mm?



From
Squibb-Novo

I Insulin
® Delivery System

The Future of
Human Insulin Delivery Is Here

9 The first
comprehensive,

'I streamlined
' human insulin

delivery system

Designed for the lifestyle of
your patients with diabetes

Convenient:
Sleek fountain-pen design makes it lightweight and portable.
Eliminates the need for conventional syringes and vials for
Novolin- R Human Insulin (semi-synthetic).

Discreet:
Unobtrusive carrying and handling of NovoPen® may
encourage adherence to multiple daily injection regimens.
Easy to administer insulin away from home.

Accurate:
Push-button measurement designed for accurate delivery of
two or more units of Novolin® R Insulin.
Eliminates dosing errors that may result from visually
estimating dose.
For further information about NovoPen®, call 1-800-334-3678.
In New Jersey, call 1-800-367-0249.

convenience to life with diabetes.

NOVO
The d iabetes care specialists

Squibb-Novo, Inc February 1987


