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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.

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

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.

r \

0 . 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

glyburide, 5 mgTablets

For brief summary of prescribing information, please turn page.



Tablets (glybunde)
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 nonlnsulin-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 5 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 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 ol Control olBlood 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, salicylales, 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, Mutagenesis, 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 DNA damage/alkaline elution assay.
Pregnancy: Teratogenic Effects: Pregnancy Category B. 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. Pedlatric 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. Dermatologic 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 of 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
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Then thousands...

Soon more than a million.
Soon more than a million insulin users
will be taking Humulin.
And no wonder. Humulin is identical to the insulin produced
by the human pancreas—except that it is made by rDNA
technology.

Humulin is not derived from animal pancreases. So it con-
tains none of the animal-source pancreatic impurities that
may contribute to insulin allergies or immunogenicity.

The clinical significance of insulin antibodies in the com-
plications of diabetes is uncertain at this time. However, high
antibody titers have been shown to decrease the small
amounts of endogenous insulin secretion some insulin
users still have.The lower immunogenicity of Humulin has been
shown to result in lower insulin antibody titers; thus, Humulin
may help to prolong endogenous insulin production in
some patients.

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), species/source (beef, pork, beef-pork, or
human), and/or method of manufacture (recombinant DNA
versus animal-source insulin) may result in the need for a
change in dosage.

DIET...EXERCISE...

Humulin
human insulin
[recombinant DNA origin]

m

l u n u n * HumuMnn

Lilly Leadership
1 \ n 1 \ 1; 1

For your insulin-using patients © 1987, ELI LILLY AND COMPANY HI-2901T

Eli Lilly and Company
Indianapolis, Indiana
46285
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Part of a complete system for
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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 Diabinese9 by name.

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

1 . more effective with a smaller number of primary >^V " ^ r
Strand secondary drug failures and a greater -jr ~h
"'[" proportion of patients successfully controlled ,̂  J

jrtfhe end of 2 years. Severe hypoglycemia was
^greater hazard during treatment with glyburide. ...'n

all sulfonylureas, hypoglycemia may occur with Diabinese.

iahinese
(chlorpropamide)

A GENERATION AHEAD IN NIDDM CONTROL

Tablets, USP, 100 mg,
250 mg and D-Pak

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. April 1982. pp 57-65.

Please see Diabinese" (chlorpropamide) brief summary on the following page. LABORATORIES DIVISION



BRIEF SUMMARY
DIABINESE- (chlorpropamide)
TABLETS, USP

CONTRAINDICATIONS
OIABINESE 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).

UGOP 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 Vft 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 UGOP 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 laundice 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, eg., 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

Porphyria cutanea tarda and photosensitivity reactions have been reported with sulfonylureas
Skin eruptions rarely progressing to erythema multiforme and exfohative 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 osmolality

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-insuhn-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-insuhn-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-insuhn-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;
500s. 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; 1000's, NDC #0663-3940-82; 100
unit dose of 10 X 10, NDC #0663-3940-41; and 30s D-Pak. NDC #0663-3940-30).

RECOMMENDED STORAGE: Store below 86°F (30°C)

CAUTION: Federal law prohibits dispensing without prescription

LABORATORIES DIVISION
PH/tHINC: NEW YORK N Y 10OI7

"If you have
Diabetes,
you can
help change
the way it
is treated."

The Diabetes Control and
Complications Trial is seeking
volunteers for a major research
study supported by the National
Institutes of Health.

The goal: to determine whether
one of two insulin regimens will
help prevent or slow down the
devastating complications of
diabetes, including kidney and heart
disease, blindness, and nerve
disorders.

Qualified volunteers receive
expert diabetes medical care, at
one of 27 top quality medical
centers in the U.S. and Canada,
at NO COST, for up to six years.

Volunteers must be:
• insulin-dependent for 15 years

or less,

• taking no more than two injec-
tions daily,

• between the ages of 13 and 39.

For more information, call our toll-
free numbers 24 hours a day.

1-800-522-DCCT
IM THE U.S.

1-800-533-DCCT
IN CANADA

EflCDiabetes
Control and
Complications
Trial

Space provided as a public service by the publisher.



Scientific research
has demonstrated

there are
three steps needed
to enhance chronic

wound healing

^s

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.

DuoDERM
Hydroactive Dressing ^

.. .putting science into healing® ~i

t

-Prec.inica.daU, Bibliography upon revest.

1. Cherry GW, Ryan TJ: Enhanced wound angiogenesis with a new
RO. 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 4 Sons, Inc. 587-606 Issued: May 1987 Medicine, pp 61-68,1985.



resenting

SIMPLY SUPERIOR
THE DIASCAN* BLOOD GLUCOSE

SELF-MONITORING SYSTEM
Featuring the New Diascan-S Meter

I t 's s imple : Easy to learn . . . easier to use. Everything about it is easy . . . from applying
the sample to the test strip (no need for hanging drop) to removing the sample from the pad . . .
from touch calibration to adjustable prompts. Even the door has been eliminated . . . just insert
the strip and read.

I t 's smar t : So smart that it remembers the last ten tests, compensates for variations in
temperature, and tells you if the strip is not seated correctly. The DIASCAN-S offers the broadest
available range (10-600 mg/dl), plus unsurpassed accuracy and reliability that has made
DIASCAN the fastest growing blood glucose self-monitoring system in America.

D I A S C A N - S : T h e sensib le Choice. Simplicity of use plus superior technology add
up to the ideal blood glucose self-monitoring system. For more information contact your local
Diabetes Training Center or call Home Diagnostics, Inc. 1-800-DIASCAN (in New Jersey and
outside the USA, please call 201-542-7788).

&0 1987 All rights reserved. HDI-1
"Trademark Home Diagnostics, Inc. 6 Industrial Way West Eatontown, NJ 07724

HDI-Home Diagnostics, Inc.
The Innovative Name in Patient-Oriented Diagnostics



ATTENTION
ADA MEMBERS:

HELP US
CHART THE FUTUKE

The American Diabetes Association has embarked on A Consensus Development Conference will be held in
one of the most important projects it has ever under- December of this year to formulate the core principles
taken: the development of the Long-Range Plan that upon which the Long-Range Plan will be based. We would

will set the Association's direction through the 1990s. As a like you to provide input to the conference by answering
member of the Association, you are both a provider and a the two questions listed below. Your answers will be tabu-
recipient of ADA services. You are a provider in your role lated and a summary presented to the participants in the
as an ADA volunteer, working with ADA Affiliates and Conference. This is your opportunity to have an impact on
Chapters around the country to help us achieve our mis- the direction your Association takes for the rest of this
sion. You are also a recipient of the benefits of membership century. Please answer the questions and know that your
in the Association through your professional journals and voice will be heard and your opinions considered. Thank
the other benefits of professional membership, including you for your help,
program activities of the ADA Affiliate Associations. Q A f
Therefore, you are critical to the success of our work. That ^ 4̂ V*̂  y
is why we are inviting you to provide input into the develop- S. Douglas Dodd John A. Colwell, M.D., Ph.D.
ment of ADA's Long-Range Plan. Chairman of the Board President

Question 1
On a national basis, how should ADA allocate its resources among the following program areas? Please rank the
following in order of importance to you. (1 = most important; 5 = least important)

Patient education (includes education classes, support groups, etc., for people with diabetes and their families).

. Professional education (includes training programs to enable health professionals to provide up-to-date care).

Public awareness (includes materials and activities designed to make the general public aware of the
seriousness of diabetes and its risk factors and symptoms).

Research (includes support of researchers).

Youth Activities (includes camps and other special programs for children with diabetes).

Question 2
In your community, what are the three most pressing needs ADA should address?
Please give your city state and Zip Code

1.

2.

3.

Additional Comments:

Return to: Long-Range Plan, ADA, 1660 Duke Street, Alexandria, VA 22314, before October 31, 1987. Thank you.
Diabetes Forecast October 1987 71



NEW
Advanced needle-free
insulin injection system

New size
3 easy to hold

New slimline design
D easy to use at all sites

New simplified operation
n easy to learn and use

[*•• v^

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 MedkJector models, Medi-Jector £Z
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-JectorH?

Life just got a little easier.

<e) 1987, Derata Corporation. P5/87

DERJTA
CORPORATION

6701 Parkway Circle, Suite 100
Minneapolis, MN 55430



Clinical
Diabetes
Reviews

Volume 1

ANNOUNCING...

Clinical
Diabetes

American C L I * '$£!: ,
Diabetes EDUCATION
Association PROGRAM

Current,
complete,

and
comprehensive

— the
essential
book on
diabetes!

New from the ADA, this first volume of Clinical Diabetes Reviews offers
you — the primary-care physician and health-care professional —

the essential information you need for your practice.
The American Diabetes Association has created this
compendium of up-to-date articles from its two interna-
tionally recognized clinical journals — Diabetes Care and
Clinical Diabetes. This indispensable softcover book pro-
vides you with the latest developments in diabetes treat-
ment . . . so you can provide your patients with the best
care possible.

Clinical Diabetes Reviews contains 29 jargon-free arti-
cles written for you by world-renowned experts in the
field of diabetes. Its 208 pages offers you the most
thorough analysis, in a single volume, covering all of
these important areas:

PSYCHOSOCIAL
ASPECTS

PATHOGENESIS

DIAGNOSIS

Classification and
Diagnosis of Diabetes
Mellitus
by Saul Genuth, MD

Genetics of Diabetes
by L. J. Raffel, MD and
J. I. Rotter, MD

Pathophysiology of
Insulin Secretion in
Non-Insulin-
Dependent Diabetes
By W. Ward, MD, J. C.
Beard, M D . J . B . Halter,
MD, M. A. Pfeifer, MD,
and D. Porte, Jr., MD

•M^MMM ORDER

The Young Child With
Diabetes: Challenges
of Diagnosis and
Management
by M. Frank, RN,
J. Link, RN, BScN,
D. Daneman, MB,
K. Perlman, MD, and
R. M. Ehrlich, MD

SPECIAL PROBLEMS
AND COMPLICATIONS

Brittle Diabetes:
Tracking Down Its
Sources
by R. A. Rizza, MD,
B. R. Zimmerman, MD,
and F. J. Service, MD

Management of
Diabetic Ketoacidosis
by J. M. Johnston, MD

TREATMENT:
Routine Management

Understanding GHb
Assays: A Guided
Tour for Clinicians
by D. E. Goldstein, MD

Self-Monitoring: A
Practical Guide to
Getting Started
by P. Raskin, MD

TREATMENT:
Drug Therapy

Insulin Absorption:
Understanding the
Variables
by P. Haycock, MD

Second-Generation
Sulfonylureas: What
Are They and What Is
Their Value?
by H. E. Lebovitz, MD

Please send me copies of Clinical Diabetes
Reviews, Vol. 1. I have enclosed D $19.95 (nonmember
price) or • $15.95 (member price) for each copy (prices
include shipping and handling).

ADA Member # from my magazine label

Name

Organization

Address

City State Zip

Make checks payable to the:
American Diabetes Association
1660 Duke Street
Alexandria, VA 22314 H 7 9101

OFFER EXPIRES 6/30/88.



N O T I M I N G , W I P I N G O R B L O T T I N G

reliable blood glucose
monitoring
takes just
one touch.



R O

one TOUCH
SYSTEM

A revolutionary blood
glucose monitoring system

from LifeScan.

OneTbuch-
the first truly
simple system.

1. Insert test strip

The new One Touch System
makes reliable blood glucose
monitoring easier than ever.
With One Touch, results can be
achieved by touching the reagent
pad just once-to apply blood-
because no wiping or blotting
is required.

One Touch-no timing,
no wiping, no blotting,
no user demands.
The One Touch System eliminates
three major demands on your
patients: starting the test, timing
the test and removing the blood.
With the test strip in the meter,
the patient presses Power, then
applies the blood sample to the
reagent pad at any time. At this

2. Press POWER.



point the meter takes over, start-
ing the test automatically when it
detects blood on the reagent pad.
No blood removal is required, and
results appear in just 45 seconds.
The opportunity for procedural
error is virtually eliminated.

One Touch-easier to use,
easier to handle.
The One Touch Meter provides
a stable platform for the test
strip while the blood sample

is applied. The reagent pad is
smaller, so less blood is required
for each test. The test strip is
wider, so it's easier to handle.

One Touch-added features
for greater convenience
and confidence.
One Touch is the first blood
glucose meter to provide inter-
active messages in plain English
on a large, easy-to-read display

With each One Touch test,
numerous system self-checks
(optics, software, memory
function, strip presence and
battery) are performed. And
250 previous test results may
be recalled from memory

One Touch-designed for
technique-independent
testing.
When blood glucose monitoring
is kept simple, results are more
reliable. The One Touch testing
procedure accomplishes this goal.

3. Apply sample. Result appears in just
45 seconds-with no timing,
wiping, or blotting.

one TOUCH
SYSTEM



The Complete One Touch™ System Includes:
One Touch Meter with Carry Case

One Touch Test Strips
Penlet™Automatic Sampling Pen and Lancets

Glucose Control Solution
Instructional Audio Cassette

Owner's Booklet
Logbook

Technology that tests the glucose, not the patient.
Specifications:
Fast test time
Results appear in just 45 seconds.
Wider dynamic range
0 to 600 mg/dL(0 to 333 mmol/L).
Unsurpassed accuracy
When compared to a clinical laboratory
instrument (YSI Model 23A Glucose
Analyzer) at three different clinical
locations, results from patients using
the One Touch System demonstrated
excellent correlation with the
reference method,

slope 1.02
y intercept 4.7 mg/dL
correlation coefficient (r) 0.979

Automatic memory
Stores most recent 250 readings. Data
port for transferring memory contents
to Data Manager™ unit for printed
test histories with time and date.

Easy-to-read display
Alphanumeric; dot matrix LCD.

Comparison of One Touch
used by patients vs. laboratory
reference method*

100 200 300 400
Laboratory Method

For a One Touch demonstration,
contact your LifeScan Professional
Representative. For the name of your
local Representative, call toll-free:
In the US.: 1 800 227-8862
In Canada: 1 800 663-5521

*Data on file, LifeScan, Inc.

one TOUCH
SYSTEM

UFEsenn,

Mountain View. California 94043Customer satisfaction guarantee
No risk money-back guarantee on
One Touch System within 30 days of
purchase. Full three-year warranty
On One Touch Meter. © LifeScan, Inc. 1987 Printed in U.S.A. 8/87 53-2OOA



Essential
diabetes

work.

Essential diabetes reading
"Ji iTES An * -*\

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 linger
. . . Paul Lacy... Bernard Jeanrenaud... George Eisenbarth... J0rn Nerup...
David Sutherland... and scores of other authorities in the field of diabetes
research.

DIABETES CAB? '-vs -^ IVr*.

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.

Please enter a subscription for: • DIABETES • DIABETES CARE
(12 issues - $70.00) (6 issues - $35.00)

Name

Address

American
j n k Diabetes

City. State_ Zip_

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

B74801



1 Diafleta! 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.

2 Diafleta! Increases free water clearance,
an important consideration for patients with
coexisting hypertension orCHr.

3 DiafSeta! Very rare incidence of embarrassing
disulfiram-like reactions.

4 Diapeta: Excreted equally in urine and bile
which reduces the risk of accumulation in
patients with nephropathy*

Compare these benefits with what you know about
other agents. We believe you would take DiaBeta!

Dia0eta
(GLYBURIDE)

The differences are important.

® TABLETS
1.25, 2.5
and 5mg

*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. Q69152-887 © 1987 Hoechst-Roussei Pharmaceuticals inc.



Imagine you've just
diagnosed yourself as a diabetic.
Which medicine would you take?



DiaBetcf(glyburide)
For effective control of Type II Diabetes.
DiaBetcf (glyburide) Tablets
1.25, 2.5 and 5mg
BRIEF SUMMARY
INDICATIONS AND USAGE
Dia/teta® (glyburide) is indirated 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/3eta® (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 ot 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 2Vi 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 ana advantages of Dia/?eta® (glyburide) and of alternative
modes of therapy.
Although only one drug In the sulfonylurea class (tolbutamide) was Included in this study, it is prudent
Irom 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/?eta® (glyburide) and the latter may also diminish
gluconeogenic 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/teta® (glyburide) and administer insulin.
The effectiveness of any oral hypoglycemic drug, including Dia/?eta® (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/?etaw (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
thiazldes and other diuretics, corticosteroids, Dhenothiazines, 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/3eta® (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.
Carcinogenesis, Mutagenesls, and Impairment of Fertility
Dia/teta® (glyburide) is non-mutagenic when studied in the Salmonella microsome test (Ames test) and

Q69152-1286
(31987 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/3eta® (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/Jeta0 (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 Diapeta* (glyburide) is
discontinued and if diet alone is inadequate for controlling blood glucose, insulin therapy should be
considered.

PEOIATRIC 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/JetaB (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/teta® (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 m g / d L 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



WHEN
HYPERTENSION
COEXISTS WITH
DIABETES...

Consider the
CAPOTEN difference

*CAPOTEN may be used as initial therapy only for
patients with normal renal function in whom the risk of
neutropenia/agranulocytosis is relatively low (1 out of
over 8,600 in clinical trials). Use special precautions in
patients with impaired renal function, collagen vascular
disorders, or those exposed to other drugs known to
affect the white cells or immune response. Evaluation of
hypertensives should always include assessment of renal
function. Overall, the most frequently occurring adverse
reactions associated with CAPOTEN are skin rash and
taste alteration; both effects are generally mild,
reversible, or self-limited. See INDICATIONS AND
USAGE, WARNINGS, and ADVERSE REACTIONS in the
brief summary on adjacent page.

Novolin® is a licensed trademark of NOVO lndustri A/S.

Effective control*
150 mg to 100 mg daily effectively controls most
patients with mild hypertension1

Fewer complications
•Studies of hypertensive patients with concurrent
Type I or Type II diabetes show that CAPOTEN
does not affect glucose metabolism2 3

•Unlike some beta-blockers,4 CAPOTEN is not
associated with hyperglycemic or hypoglycemic
changes and does not mask the symptoms of
hypoglycemia

•Unlike diuretics,4 CAPOTEN is not associated with
impairment of glucose tolerance in diabetics
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CAPOTEN® TABLETS
Captopril Tablets

INDICATIONS: Hypertension-CAPOTEN (captopril) is indicated for the treat-
ment of hypertension. Consideration should be given to the risk of neutropenia/
agranulocytosis (see WARNINGS). CAPOTEN may be used as initial therapy for
patients with normal renal function, in whom the risk is relatively low. In patients
with impaired renal function, particularly those with collagen vascular disease,
captopril should be reserved for those who have either developed unacceptable side
effects on other drugs, or have failed to respond satisfactorily to drug combinations.
CAPOTEN is effective alone and in combination with other antihypertensive agents,
especially thiazide-type diuretics.

Heart Failure: CAPOTEN (captopril) is indicated in patients with heart failure who
have not responded adequately to or cannot be controlled by conventional diuretic
and digitalis therapy. CAPOTEN is to be used with diuretics and digitalis.

WARNINGS: Neutropenia/Agranulocytosis - Neutropenia (<1000/mm3) with
myeloid hypoplasia has resulted from use of captopril. About half of the neutropenic
patients developed systemic or oral cavity infections or other features of the syndrome
of agranulocytosis. The risk of neutropenia is dependent on the clinical status of
the patient:

In clinical trials in patients with hypertension who have normal renal function
(serum creatinine < 1.6 mg/dL and no collagen vascular disease), neutropenia has
been seen in one patient out of over 8,600 exposed. In patients with some degree of
renal failure (serum creatinine at least 1.6 mg/dL) but no collagen vascular disease,
the risk in clinical trials was about 1 per 500. Doses were relatively high in these
patients, particularly in view of their diminished renal function. In patients with
collagen vascular diseases (e.g., systemic lupus erythematosus, scleroderma) and
impaired renal function, neutropenia occurred in 3.7% of patients in clinical trials.
While none of the over 750 patients in formal clinical trials of heart failure
developed neutropenia, it has occurred during subsequent clinical experience. Of
reported cases, about half had serum creatinine > 1.6 mg/dL and more than 75%
received procainamide. In heart failure, it appears that the same risk factors for
neutropenia are present.

Neutropenia has appeared usually within 3 months after starting therapy, associated
with myeloid hypoplasia and frequently accompanied by erythroid hypoplasia and
decreased numbers of megakaryocytes (e.g., hypoplastic bone marrow and pancyto-
penia); anemia and thrombocytopenia were sometimes seen. Neutrophils generally
returned to normal in about 2 weeks after captopril was discontinued, and serious
infections were limited to clinically complex patients. About 13% of the cases of
neutropenia have ended fatally, but almost all fatalities were in patients with serious
illness, having collagen vascular disease, renal failure, heart failure or immunosup-
pressant therapy, or a combination of these complicating factors.

Evaluation of the hypertensive or heart failure patient should always
include assessment of renal function. If captopril is used in patients with
impaired renal function, white blood cell and differential counts should be evaluated
prior to starting treatment and at approximately 2-week intervals for about 3 months,
then periodically. In patients with collagen vascular disease or who are exposed to
other drugs known to affect the white cells or immune response, particularly when
there is impaired renal function, captopril should be used only after an assessment of
benefit and risk, and then with caution. All patients treated with captopril should be
told to report any signs of infection (e.g., sore throat, fever); if infection is suspected,
perform counts without delay. Since discontinuation of captopril and other drugs has
generally led to prompt return of the white count to normal, upon confirmation of
neutropenia (neutrophil count <1000/mm3) withdraw captopril and closely follow
the patient's course.

Proteinuria — Total urinary proteins >1 g/day were seen in about 0.7% of patients
on captopril. About 90% of affected patients had evidence of prior renal disease or
received high doses (>150 mg/day), or both. The nephrotic syndrome occurred in
about one-fifth of proteinuric patients. In most cases, proteinuria subsided or cleared
within 6 months whether or not captopril was continued. The BUN and creatinine
were seldom altered in proteinuric patients. Since most cases of proteinuria occurred
by the 8th month of therapy, patients with prior renal disease or those receiving
captopril at doses >150 mg/day should have urinary protein estimates (dip-stick on
1st morning urine) before therapy, and periodically thereafter.

Hypotension — Excessive hypotension was rarely seen in hypertensive patients but
is a possibility in severely salt/volume-depleted persons such as those treated vigorously
with diuretics (see PRECAUTIONS [Drug Interactions]).

In heart failure, where blood pressure was either normal or low, transient decreases
in mean blood pressure >20% were recorded in about half of the patients. This transient
hypotension may occur after any of the first several doses and is usually well tolerated,
although rarely it has been associated with arrhythmia or conduction defects. A
starting dose of 6.25 or 12.5 mg tid may minimize the hypotensive effect. Patients
should be followed closely for the first 2 weeks of treatment and whenever the dose of
captopril and/or diuretic is increased.

BECAUSE OF THE POTENTIAL FALL IN BLOOD PRESSURE IN
THESE PATIENTS, THERAPY SHOULD BE STARTED UNDER VERY
CLOSE MEDICAL SUPERVISION.
PRECAUTIONS: General: Impaired Renal Function, Hypertension —Some
hypertensive patients with renal disease, particularly those with severe renal artery
stenosis, have developed increases in BUN and serum creatinine. It may be necessary
to reduce captopril dosage and/or discontinue diuretic. For some of these patients,
normalization of blood pressure and maintenance of adequate renal perfusion may
not be possible. Heart Failure—About 20% of patients develop stable elevations of
BUN and serum creatinine >20% above normal or baseline upon long-term treat-
ment. Less than 5% of patients, generally with severe preexisting renal disease,
required discontinuation due to progressively increasing creatinine. See DOSAGE
AND ADMINISTRATION, ADVERSE REACTIONS [Altered Laboratory Find-
ings]. Valvular Stenosis—A theoretical concern, for risk of decreased coronary perfu-
sion, has been noted regarding vasodilator treatment in patients with aortic stenosis
due to decreased afterload reduction.

Surgery/Anesthesia — If hypotension occurs during major surgery or anesthesia, and is
considered due to the effects of captopril, it is correctable by volume expansion.

References: 1. Drayer JM, Weber MA: Monotherapy of essential
hypertension with a converting-enzyme inhibitor. Hypertension
5(5-SupplIII):108-113,1983.
2. D'Angelo A, Sartori L, Gambaro G, et al: Captopril in the treatment
of hypertension in type I and type II diabetic patients, Postgrad Med J
62(Suppl 0:69-72,1986.
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Drug Interactions: Hypotension: Patients on Diuretic Therapy—Precipitous reduc-
tion of blood pressure may occasionally occur within the 1st hour after administration
of the initial captopril dose in patients on diuretics, especially those recently placed on
diuretics, and those on severe dietary salt restriction or dialysis. This possibility can
be minimized by either discontinuing the diuretic or increasing the salt intake about
1 week prior to initiation of captopril therapy or by initiating therapy with small
doses (6.25 or 12.5 mg). Alternatively, provide medical supervision for at least 1 hour
after the initial dose.

Agents Having Vasodilator Activity — In heart failure patients, vasodilators should
be administered with caution.

Agents Causing Renin Release—Captopril's effect will be augmented by antihypertensive
agents that cause renin release.

Agents Affecting Sympathetic Activity—The sympathetic nervous system may be
especially important in supporting blood pressure in patients receiving captopril
alone or with diuretics. Beta-adrenergic blocking drugs add some further antihypertensive
effect to captopril, but the overall response is less than additive. Therefore, use agents
affecting sympathetic activity (e.g., ganglionic blocking agents or adrenergic neuron
blocking agents) with caution.

Agents Increasing Serum Potassium — Give potassium-sparing diuretics or potassium
supplements only for documented hypokalemia, and then with caution, since they
may lead to a significant increase of serum potassium. Use potassium-containing salt
substitutes with caution.

Inhibitors of Endogenous Prostaglandin Synthesis—Indomethacin and other nonsteroidal
anti-inflammatory agents may reduce the antihypertensive effect of captopril, espe-
cially in low renin hypertension.
Drug/Laboratory Test Interaction: Captopril may cause a false-positive urine
test for acetone.
Carcinogenesis, Mutagenesis and Impairment of Fertility: Two-year studies
with doses of 50 to 1350 mg/kg/day in mice and rats failed to show any evidence of
carcinogenic potential. Studies in rats have revealed no impairment of fertility.
Pregnancy: Category C—There are no adequate and well-controlled studies in
pregnant women. Embryocidal effects and craniofacial malformations were observed
in rabbits. Therefore, captopril should be used during pregnancy, or for patients
likely to become pregnant, only if the potential benefit outweighs the potential risk to
the fetus. Captopril crosses the human placenta.

Nursing Mothers: Captopril is secreted in human milk. Exercise caution when ad-
ministering captopril to a nursing woman, and, in general, nursing should be interrupted.
Pediatric Use: Safety and effectiveness in children have not been established
although there is limited experience with use of captopril in children from 2 months
to 15 years of age. Dosage, on a weight basis, was comparable to that used in adults.
Captopril should be used in children only if other measures for controlling blood
pressure have not been effective.
ADVERSE REACTIONS: Reported incidences are based on clinical trials involv-
ing approximately 7000 patients.

Renal—About 1 of 100 patients developed proteinuria (see WARNINGS). Renal in-
sufficiency, renal failure, polyuria, oliguria,and urinary frequency in 1 to 2 of 1000 patients.

Hematologic—Neutropenia/agranulocytosis have occurred (see WARNINGS). Ane-
mia, thrombocytopenia, and pancytopenia have been reported.

Dermatologic — Rash (usually maculopapular, rarely urticarial), often with pruritus
and sometimes with fever and eosinophilia, in about 4 to 7 of 100 patients (depending
on renal status and dose), usually during the 1st 4 weeks of therapy. Pruritus, without
rash, in about 2 of 100 patients. A reversible associated pemphigoid-like lesion, and
photosensitivity have also been reported. Angioedema of the face, mucous mem-
branes of the mouth, or of the extremities in about 1 of 1000 patients — reversible on
discontinuance of captopril therapy. One case of laryngeal edema reported. Flushing
or pallor in 2 to 5 of 1000 patients.

Cardiovascular - Hypotension may occur, see WARNINGS and PRECAUTIONS
(Drug Interactions) for discussion of hypotension on initiation of captopril therapy.
Tachycardia, chest pain, and palpitations each in about 1 of 100 patients. Angina
pectoris, myocardial infarction, Raynaud's syndrome, and congestive heart failure
each in 2 to 3 of 1000 patients.

Dysgeusia — About 2 to 4 (depending on renal status and dose) of 100 patients
developed a diminution or loss of taste perception; taste impairment is reversible and
usually self-limited even with continued drug use (2 to 3 months). Gastric irritation,
abdominal pain, nausea, vomiting, diarrhea, anorexia, constipation, aphthous ulcers,
peptic ulcer, dizziness, headache, malaise, fatigue, insomnia, dry mouth, dyspnea,
cough, alopecia, and paresthesias reported in about 0.5 to 2% of patients but did not
appear at increased frequency compared to placebo or other treatments used in
controlled trials.

Altered Laboratory Findings: Elevations of liver enzymes in a few patients
although no causal relationship has been established. Rarely cholestatic jaundice and
hepatocellular injury with or without secondary cholestasis, have been reported. A
transient elevation of BUN and serum creatinine may occur, especially in volume-
depleted or renovascular hypertensive patients. In instances of rapid reduction of
longstanding or severely elevated blood pressure, the glomerular filtration rate may
decrease transiently, also resulting in transient rises in serum creatinine and BUN.
Small increases in serum potassium concentration frequently occur, especially in
patients with renal impairment (see PRECAUTIONS).

OVERDOSAGE: Primary concern is correction of hypotension. Volume expansion
with an I.V. infusion of normal saline is the treatment of choice for restoration of
blood pressure. Captopril may be removed from the general circulation by hemodialysis.
DOSAGE AND ADMINISTRATION: CAPOTEN (captopril) should be taken
one hour before meals. In hypertension, CAPOTEN may be dosed bid or tid. Dosage
must be individualized; see DOSAGE AND ADMINISTRATION section of pack'
age insert for detailed information regarding dosage in hypertension and in heart
failure. Because CAPOTEN (captopril) is excreted primarily by the kidneys, dosage
adjustments are recommended for patients with impaired renal function.
Consult package insert before prescribing CAPOTEN (captopril).
HOW SUPPLIED: Available in tablets of 12.5, 25, 50, and 100 mg in bottles of 100
(25 mg also available in bottles of 1000), and in UNIMATIC* single dose packs of 100
tablets. (J3-658D)

3. Matthews DM, Wathen CG, Bell D, et al: The effect of captopril on
blood pressure and glucose tolerance in hypertensive non-insulin
dependent diabetics. Postgrad Med J 62(Suppl I):73-75,1986.
4. Christlieb AR: Management of hypertension in the patient with
diabetes mellitus. Practical Cardiol 8:94-103,1982.
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ONE R\KT OF A DIET TOUR
[NTS WILL RND EASY TO FOLLOW.

P 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

y 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'NLOW
FOR MllilONS OF PEOPLE, THERE'S JUST NO EQUAL.



NEW
TM

TRACK
Blood Glucose Micro-monitor

UNMISTAKABLY THE ONE
FOR PATIENTS ON THE GO

Ideal for accurate results anywhere, anytime
Considering today's hectic lifestyles, it's important
that your diabetes patients be able to test for their
blood glucose easily in settings other than the home.
That's why Boehringer Mannheim Diagnostics
has designed the TRACER™ Blood Glucose
Micro-monitor for patients on the go.
Since it fits so easily into pocket or purse, your
patients can test conveniently anywhere, anytime.
And you can count on TRACER™ for accurate and
reliable blood glucose readings in the 40 to
400 mg/dL range.

Special features for extra convenience
TRACER™ has other advantages as well, such as
the unique TRACER bG™ Test Strips which are
smaller than conventional strips and thus require
less blood. In addition, these strips utilize the same
superior chemistry as CHEMSTRIP bG® Test Strips.
Furthermore, TRACER™ has a convenient mem-
ory function that allows for storage of up to seven
glucose values so that your patients can test now
and record their results later.

High quality to meet the highest standards
TRACER™ has been developed to meet the highest
standards of quality, accuracy and convenience.
At Boehringer Mannheim Diagnostics, the commit-
ment to achieve better diabetes control through
technology and education is ongoing.
For more information, please contact your
Boehringer Mannheim Diagnostics sales repre-
sentative or call toll-free 1-800-858-8072.

THE LINE OF CONFIDENCE
IN DIABETES CONTROL



ON/OFF

TIMER
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Effective control time and time again
Effective control of fasting and postprandial
glucose—patient after patient, meal after meal,
year after year.

Insulin when it's needed
Insulin levels are rapidly elevated in response to a
meal, then return promptly to basal levels after the
meal challenge subsides.

Timed to minimize risks
Rapidly metabolized and excreted, with an
excellent safety profile.1 As with all sulfonylureas,
hypoglycemia may occur.

In concert with diet in non-insulin-
dependent diabetes mellitus

otro
SYNCHRONIZED
SULFONYLUREA THERAPY

Please see brief summary of Glucotrol* (glipizide)
prescribing information on next page.

ROeRIG



Reference:
1. Sachs R. Frank M Fishman SK Overview of clinical experience with glipizide. in Glipmde A Worldwide Review
Princeton, NJ. Excerpta Medica. 1984, pp 163-172
6LUC0TRM* (gllpiildi) Tabliti
Brief Summary of Prescribing Information
INDICATIONS AND USAGE: GLUCOTROL is indicated as an adjunct to diet for the control ot hyperglycemia in patients
with non-insulm-dependent diabetes mellitus (NIDDM type II) after an adequate trial ot dietary therapy has proved
unsatisfactory
CONTRAINDICATIONS: GLUCOTROL is contramdicated in patients with known hypersensitivity to the drug or with
diabetic ketoacidosis, with or without coma, which should be treated with insulin
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration ot oral hypogly-
cemlc 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 ol
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 ot lour treatment groups [Diabetes
19. supp. 2:747-830,1970).
UGDP reported that patients treated tor 5 to 8 years with diet plus a (lied dose ol tolbutamide (1.5 grams per day)
had a rate ot cardiovascular mortality approximately 2-1/2 times that ol patients treated with diet alone. A
significant increase In total mortality was not observed, but the use ol tolbutamide was discontinued based on the
Increase In cardiovascular mortality, thus limiting the opportunity tor the study to show an increase in overall
mortality. Despite controversy regarding the interpretation ol these results, the findings ol the UGOP study
provide an adequate basis lor this warning. The patient should be informed ol the potential risks and advantages
ol GLUCOTROL and ol alternative modes ol therapy.

Although only one drug In the sullonylurea 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 ol their close similarities in mode ol action and chemical structure.
PRECAUTIONS: Renal and Hepatic Disease: The metabolism and excretion of GLUCOTROL may be slowed in patients
with impaired renal and/or hepatic function Hypoglycemia may be prolonged in such patients should it occur
Hypoglycemla: All sulfonyiureas are capable of producing severe hypoglycemia Proper patient selection, dosage and
instructions are important to avoid hypoglycemia Renal or hepatic insufficiency may increase the risk of hypogly-
cemic reactions Elderly, debilitated, or malnourished patients and those with adrenal or pituitary insufficiency are
particularly susceptible to the hypoqlycemic action ot glucose-lowering drugs Hypoglycemia may be difficult to
recognize in the elderly or people 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 ol Control ol Blood Glucose: A loss ol control may occur in diabetic patients exposed to stress such as fever,
trauma, infection or surgery It may then be necessary to discontinue GLUCOTROL and administer insulin
Laboratory Tests: Blood and urine glucose should be monitored periodically Measurement of glycosylated hemo-
globin may be useful
Information (or Patients: Patients should be informed of the potential risks and advantages of GLUCOTROL. of
alternative modes ot therapy, as well as the importance ol adhering to dietary instructions, of a regular exercise
program, and of regular testing ot 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
Drug Interactions: The hypoglycemic action of sulfonyiureas may be potentiated by certain drugs including non-
steroidal anti-inflammatory agents and other drugs that are highly protein bound, salicylates. sullonamides, chlor-
amphemcol. probenecid. coumarins, monoamine oxidase inhibitors, and beta adrenergic blocking agents In vitro
studies indicate that GLUCOTROL binds differently than tolbutamide and does not interact with salicylate or dicumarol
However, caution must be exercised in extrapolating these findings to a clinical situation Certain drugs lend to
produce hyperglycemia and may lead to loss ol control, including the thiazides and other diuretics, corticosteroids.
phenothiazines. thyroid products, estrogens, oral contraceptives, phenytoin. nicotinic acid, sympathomimetics.
calcium channel blocking drugs and isomazid 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

Carclnogenesls, Mutagenesis, Impairment ol Fertility: A 20-month study in rats and an 18-month study in mice at
doses up to 75 times the maximum human dose revealed no evidence of drug-related carcmogenicity Bacterial and in
vwo mutagemcity tests were uniformly negative Studies in rats of both sexes at doses up to 75 times the human dose
showed no eltects on fertility
Pregnancy: Pregnancy Category C GLUCOTROL (glipizide) was found to be mildly letotoxic in rat reproductive studies
at all dose levels (5-50 mg/kg) This fetotoxicity has been similarly noted with other sulfonyiureas. such as
tnlbutamide and tolazamide The effect is perinatal and believed to be directly related to the pharmacologic
(hypoglycemic) action of GLUCOTROL In studies in rats and rabbits no teratogemc effects were found There are no
adequate and well-controlled studies in pregnant women GLUCOTROL should be used during pregnancy only if the
potential benefit justifies the potential risk to the fetus
Because recent information suggests that abnormal blood glucose levels during pregnancy are associated with a
hiqher 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 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
prolonqed half-lives GLUCOTROL should be discontinued at least one month before the expected delivery date
Nursing Mothers: Since some sulfonylurea drugs are known to be excreted in human milk, insulin therapy should be
considered if nursing is to be continued
Pedlatrlc Use: Safety and effectiveness in children have not been established
AOVERSE REACTIONS: In controlled studies, the Irequency ot serious adverse reactions reported was very low. Ot
702 patients. 11 8'o reported adverse reactions and in only 1 5°o was GLUCOTROL discontinued
Hypoglycemia: See PRECAUTIONS and OVEROOSAGE sections
Gastrointestinal: Gastrointestinal disturbances, the most common, were reported with the following approximate
incidence nausea and diarrhea.one in 70. constipation and gastralgia. one in 100 They appear to be dose-related and
may disappear on division or reduction of dosage Cholestatic |aundice may occur rarely with sulfonyiureas
GLUCOTROL should be discontinued if this occurs
Dermatologlc: Allergic skin reactions including erythema, morbilliform or maculopapular eruptions, urticaria,
pruritus, and eczema have been reported in about one in 70 patients These may be transient and may disappear
despite continued use of GLUCOTROL. il skin reactions persist, the drug should be discontinued Porphyria cutanea
tarda and photosensitivity reactions have been reported with sulfonyiureas
Hematologlc: Leukopema. agranulocytosis. thrombocytopema. hemolytic anemia, aplastic anemia, and pan-
cytopema have been reported with sullonylureas
Metabolic: Hepatic porphyria and disulfiram-like alcohol reactions have been reported with sulfonyiureas Clinical
experience to date has shown that GLUCOTROL has an extremely low incidence ol disultiram-like reactions
Endocrine Reactions: Cases of hyponatremia and the syndrome of inappropriate antidiuretic hormone (SIADH)
secretion have been reported with this and other sulfonyiureas
Miscellaneous: Dizziness, drowsiness, and headache have each been reported in about one in fifty patients treated
with GLUCOTROL They are usually transient and seldom require discontinuance of therapy
OVERDOSAGE: Overdosage of sulfonyiureas including GLUCOTROL can produce hypoglycemia It hypoglycemic
coma is diagnosed or suspected the patient should be given a rapid intravenous injection of concentrated
(50M glucose solution This should be followed by a continuous infusion of a more dilute (1(F=) glucose solution at a
rate that will maintain the blood glucose at a level above 100 mg dL Patients should be closely monitored for a
minimum ot 24 to 48 hours since hypoglycemia may recur after apparent clinical recovery Clearance of GLUCOTROL
from plasma would be prolonged in persons with liver disease Because of the extensive protein binding of
GLUCOTROL (qlipizide). dialysis is unlikely to be of benefit

DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen for the management of diabetes mellitus with
GLUCOTROL. in general, it should be given approximately 30 minutes before a meal to achieve the greatest reduction
in postprandial h/perglycemia
Initial Dose: The recommended starting dose is 5 mg before breakfast Geriatric patients or those with liver disease
may be started on 2 5 mg Dosage adjustments should ordinan'y be in increments ot 2 5-5 mg. as determined by
blood glucose response At least several days should elapse between titration steps
Maximum Dose: The maximum recommended total daily dose is 40 mg
Maintenance: Some patients may be effectively controlled on a once-a-day regimen, while others show better
response with divided dosing Total daily doses above 15 mg should ordinarily be divided
HOW SUPPLIED: GLUCOTROL is available as white, dye-free, scored diamond-shaped tablets imprinted as follows
5 mg tablet Pfizer 411 (NDC 5 mg 0049-4110-66) Bottles ol 100.10 mg tablet—Pfizer 412 (NDC10 mg 0049-4120-66)
Bottles ot 100
CAUTION: Federal law prohibits dispensing without prescription
More detailed professional Information available on request.

ROeRIG A division of Pfizer Pharmaceuticals
New York. New York 10017

ERRATUM

In the article titled "Interaction Between Plastic
Catheter Tubings and Regular Insulin Preparations
Used for Continuous Subcutaneous Insulin-Infusion
Therapy" by E. Chantelau and associates (Diabetes
Care 10:348-51, 1987), all values in Table 2 should
be expressed as mg/ml and percentages. In addition,
the last line of text should read: "It might be con-
cluded, however, that polyethylene catheters may
have advantages for CSII treatment, because this
material was shown to interact less than others (e.g.,
PVC) with commercial insulin preparations.
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NUTRIMED
DIETARY FOOD SUPPLEMENT

PROTEIN SUPPLEMENT OF EXCEPTIONAL BIOLOGICAL QUALITY WITH A
WIDE RANGE OF APPLICATIONS

ANORECTIC FEEDING
Nutrimed derives approximately 60% of its calories from protein (pasteurized egg white solids) and has a multi-vitamin, multi-mineral
supplement built into the product. An extremely well accepted taste.

ANABOLIC FEEDING
Having a blend of exceptionally high quality protein and carbohydrate, Nutrimed is an excellent adjunct to a normal diet for those
patients who need to gain weight-well suited for post operative patients.

SUPPLEMENTED FASTING PROGRAMS-REFERENCE ARTICLES

A. Bistrian, B. R., Blackburn, G. L, et al: NITROGEN METABOLISM AND INSULIN REQUIREMENTS IN OBESE DIABETIC ADULTS
ON A PROTEIN SPARING MODIFIED FAST. Diabetes, Vol. 25, No. 6:494-504, June 1976.

B. Vertes, V.,Genuth, S. M., Hazelton, I.M.: SUPPLEMENTED FASTING AS A LARGE SCALE OUTPATIENT PROGRAM. JAMA, 238:
2151-2153, Nov. 14, 1977.

C. Kirschner, M. A., Schneider, G. et al: SUPPLEMENTAL STARVATION: A SUCCESSFUL METHOD FOR CONTROL OF MAJOR
OBESITY. Journal Med. Soc. New Jersey, Vol. 76, No. 3:175-179, March 1979.

D. Genuth, S., SUPPLEMENTED FASTING IN THE TREATMENT OF OBESITY AND DIABETES. The American Journal of Clinical
Nutrition, Vol. 32, No. 12:2579-2586, Dec. 1979.

EACH AVAILABLE IN VANILLA OR CHOCOLATE FLAVORS

NUTRITIONAL INFORMATION

NUTRIMED
Serving Size
Servings Per Box . . .
Calories Per Packet

Protein
Carbohydrate.
Fat
Calories. .

One Packet 118 10 Grams. 63 Ounces)
18
60

Percent Of
Per Serving Per Five US RDA**
lOne Packet) Servings* (Five Servings)

9 Gm 45 Gm 100
6 Gm 30 Gm ***
0 Gm 0 Gm ***

60 300 . . . . ' * *

Vitamin A 1.000 IU 5.000 IU 100
Vitamin D 80 IU 400 IU 100
Vitamin E 6 IU 30 IU 100
Vitamin C 12 Mg 60 Mg 100
Thiamin 30 Mg 1 5 Mg 100
Ribollavin 34 Mg 1 7 Mg 100
Vitamin B6 40 Mg 2 Mg 100
Vitamin B,? 1 20 Meg . 6 Meg 100
Niacin 4 Mg 20 Mg. 100
Folic Acid . 80 Meg 4 Mg 100
Biotin 60 Meg 3 Mg 100
Pantothenic Acid 2 Mg 10 Mg 100
Calcium 120 Mg 60 Gm.. . 60
Phosphorus 70 Mg 35 Gm. 35
Iron 3 6 Mg 18 Mg 100
Iodine. 30 Meg 15 Mg 100
Magnesium 30 Mg 150 Mg 35
Zinc 3 Mg 15 Mg 100
Copper 4 Mg 2 M g . . 100
Manganese 8 Mg 4 Mg
Sodium 180 Mg 92 Gm *'*
Potassium 170 Mg 86 Gm
Selenium - - -
Chromium -
Molybdenum - - -
Approximate Analysis by Weight Nutrimed (Vanilla Flavor)

Protein-50%. Carbohydrate - 33%; F a t - 3%
* Typical Daily Serving

" F o r Adults and Children Four Or More Years Of Age
" * U S RDA Has Not Been Established

INGREDIENTS: (Vanilla Flavor) Pasteurized egg white solids, sucrose, nonfat dry milk, calcium
phosphate, natural and artificial flavors, magnesium oxide, sodium ascorbate. alpha tocopheryl
acetate, niacin. ferrous sulfate. vitamin A palmitate. manganese sultate. D-calcium pantothenate,
pyridoxine hydrochloride. copper gluconate. vitamin D2. thiamin. folic acid, biotin. ribollavin.
potassium iodide, cyanocobalamin

NUTRIMED 420
Serving S ize . . .
Servings Per Box
Calories Per Packet

Protein
Carbohydrate
Fat
Calories .

Per Serving
(One Packet)

14 Gm
6 Gm

2 Gm
84

One Packet (26 94 Grams, 93 Ounces)
12
84

Percent Of
Per Five
Servings*

70 Gm
32 Gm

1 Gm
420

US RDA"
(Five Servings)

150

Vitamin A 1000 IU 5 000 IU 100
Vitamin 0 80 IU 400 IU 100
Vitamin E 6 IU 30 IU 100
Vitamin C 18 Mg 90 Mg 150
Thiamin 45 Mg 2 25 Mg 150
Riboflavin 52 Mg 2 6 Mg 150
Vitamin B6 60 Mg 3 0 Mg 150
Vitamin B,? 12 Meg 6 0 Meg 100
Niacin 4 Mg 20 Mg 100
Folic Acid 08 Mg 4 Mg 100
Biotin 90 Meg 450 Meg 150
Pantothenic Acid . . . . . . . 2 Mg 10 Mg 100
Calcium 200 Mg 1 Gm 100
Phosphorus 124 Mg 62 Gm 60
Iron 3 6 Mg 18 Mg 100
Iodine 30 Meg 150 Meg 100
Magnesium 80 Mg 400 Mg 100
Zinc 3 Mg 15 Mg 100
Copper 4 Mg 2 Mg 100
Manganese 8 Mg 4 Mg
Sodium 190 Mg 95 Gm
Potassium 200 Mg
Selenium 30 Meg
Chromium 30 Meg
Molybdenum 60 Meg .
Approximate Analysis by Weight: Nutrimed 420 (Chocolate Flavor)

Protein - 52%: Carbohydrate - 24% Fat - 1%
•Typical Daily Serving

" F o r Adults and Children Four Or More Years Of Age
* " U . S RDA Has Not Been Established

INGREDIENTS: (Chocolate Flavor) Pasteurized egg white solids, sucrose, calcium sodium
caseinate. dutch cocoa (processed with alkali), nonfat milk, fructose, vegetable gums,
calcium phosphate, artificial flavor, magnesium oxide, sodium ascorbate. aspartame.'
ferrous sulfate. zinc sultate. alpha tocopheryl acetate, vitamin A palmitate. niacin. copper
gluconate. manganese sulfate, vitamin D?. pyridoxine hydrochloride. thiamin. riboflavin. chromic
acetate, sodium molybdate. biotin. folic acid, sodium selemte potassium iodide, cyanocobalamin
* Phenylketonurics contains phenylalanine

1 Gm
150 Meg
150 Meg
300 Meg

ALSO AVAILABLE - PROTEIN SOUPS, DRINKS, HOT COCOA MIX, AND GELATIN DESSERTS.

FOR INFORMATION CALL COLLECT 609-778-9200

ROBARD CORPORATION • 821 EAST GATE DRIVE • MT. LAUREL, N.J. 08054
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"MONITORING
MY BLOOD GLUCOSE
MAKES ME FEEL
MORE SECURE."
"My GLUCOSCAN Meter makes me feel more secure. Before I go out, I'll do a blood
glucose test. Then I know if I should take orange juice along with me.

"I never leave my GLUCOSCAN Meter home. It gives me a sense of security that
I know what I'm doing. I have the 'brittle' type of diabetes. Sometimes I can't tell if my blood
sugar is up or down because some of the symptoms are the same. My blood sugar can drop
in a moment without notice for no apparent reason.

"You learn to work around the diabetes. Checking my blood sugar helps me everyday
to care for my family"

GLUCOSCAN is the blood glucose meter that keeps people with diabetes on the go
and in tune with themselves and the rest of the world. It's so easy to use, blood glucose
monitoring becomes second nature.

Factory calibrated to help ensure accuracy you can trust your GLUCOSCAN Meter to
take care of your blood glucose test results so you can concentrate on the rest of your life.

GLUCOSCAN Blood Glucose Meters are
backed by LifeScan's reputation for prompt
and caring service. And, LifeScan offers a
money-back guarantee with each and every
GLUCOSCAN Meter. The GLUCOSCAN Meter
is available from over 3,000 authorized
distributors nationwide. For the distributor
near you, or for more information, call
TOLL-FREE:

United States 1800227-8862
Canada 1800663-5521

Jennie Saltiel, age 62, has
had 'brittle'diabetes for
5 years; has used the
GLUCOSCAN Meter for
1 year.

GLUCOSCAN: A friend for life.

company

Mountain View, California 94f)-i3

© LifeScan Inc. 1987



Goals for Diabetes Education
Goals for Diabetes Education outlines the major objectives that must

be covered to help your patients and their families gain the independence and
control they need to effectively cope with diabetes.

Its useful checklist format leads you through the basic survival needs of
individuals with diabetes to more advanced levels of continuing education,
confidence-building, and life-style changes.

You'll review in-depth continuing education and counseling for type I and
type II diabetes, as well as behavioral objectives for pregnant women with overt
or gestational diabetes.

G°ais for

Diabetes

American
Diabetes
Association

Definitions
Nutrition
Exercise and Health Habits

Medication
Monitoring
Psychosocial Adjustment

Acute and
Long-Term
Complications

ORDER FORM
YES! Please send me copies of Goals for Diabetes Education.
I have enclosed S6.00 for each copy (includes shipping and handling).

Name.

Address

Make checks payable to the
American Diabetes Association
and mail to: American Diabetes
Association, 1660 Duke St.,
Alexandria, VA 22314.

Zip.

NATIONAL ACHIEVEMENT AWARDS
Each year during the Annual Meeting, the ADA presents awards to honor individuals who have made significant contributions to the ADA
through their work in the area of diabetes research, education, and service. These awards are designed to recognize excellence in these fields
and to stimulate continuing achievement in these areas. Winners will be selected in the following categories:

Outstanding Scientific Achievement by an Investigator (spon-
sored by Eli Lilly and Co.)
Outstanding Physician Educator in Diabetes (sponsored by the
Upjohn Co.)
Outstanding Clinician in Diabetes (sponsored by Pfizer/Roerig)
Outstanding Contribution to Camping and Diabetes (sponsored
by Becton Dickinson Consumer Products)

Outstanding Contribution to Diabetes in Youth (sponsored by
Boehringer Mannheim Diagnostics)
Outstanding Health Professional Educator in Diabetes (spon-
sored by Ames Division, Miles Laboratories)
Outstanding Affiliate Service (sponsored by Squibb-Novo)
Youth Leadership Award (sponsored by the NutraSweet Co.)

By December 15, 1986, each affiliate is invited to nominate one person in each of the award categories. The following criteria apply to all
nominations:

• Current committee members are not eligible for the particular • If a nominee is not selected for the award, his/her nomination
awards that their committees are presenting.

• There should be no more than one nominee per affiliate for each
award.

• Nominees may not be current ADA officers or have held office
within the past five years.

remain on file and receive consideration for an additional 2
years. To ensure that these candidates receive consideration
each year, it is necessary to reconfirm their nomination by sub-
mitting updated supporting material annually.

The awards process provides an opportunity to acknowledge those individuals who play a major part in the accomplishment of our goals, and
represents one of the highlights of the Annual Meeting. We look forward to each affiliate's participation in this endeavor.

Please submit all nominations to the ADA'S National Service Center, 1660 Duke Street, Alexandria, VA 22314, to the attention of Elaine Wells.
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ABSTRACT REPRODUCTION FORM FOR
ANNUAL MEETING PROGRAM PUBLISHED IN DIABETES

DEADLINE FOR RECEIPT OF ABSTRACTS IS JANUARY 18, 1988

THIS FORM MUST BE SIGNED BY AN
ACTIVE MEMBER OF THE NATIONAL

TYPE ABSTRACT HERE
BE SURE TO STAY WITHIN BORDER

Due to an inadvertent printing error the date in the National Achievement Awards ad in
this issue is incorrect. The corrected version is printed below.

NATIONAL ACHIEVEMENT AWARDS
Each year during the Annual Meeting, the ADA presents awards to honor individuals who have made significant contributions to the ADA
through their work in the area of diabetes research, education, and service. These awards are designed to recognize excellence in these fields
and to stimulate continuing achievement in these areas. Winners will be selected in the following categories:

• Outstanding Scientific Achievement by an Investigator (spon-
sored by Eli Lilly and Co.)

• Outstanding Physician Educator in Diabetes (sponsored
by The Upjohn Co.)

• Outstanding Clinician in Diabetes (sponsored by Pfizer/Roerig)
• Outstanding Contribution to Camping and Diabetes (sponsored

by Becton Dickinson Consumer Products)

• Outstanding Contribution to Diabetes in Youth (sponsored by
Boehringer Mannheim Diagnostics)

• Outstanding Health Professional Educator in Diabetes (spon-
sored by Ames Division, Miles Laboratories)

• Outstanding Affiliate Service (sponsored by Squibb-Novo)
• Youth Leadership Award (sponsored by the NutraSweet Co.)

By December 1, 1987, each affiliate is invited to nominate one person in each of the award categories. The following criteria apply
to all nominations:

Current committee members are not eligible tor the particular
awards that their committees are presenting.
There should be no more than one nominee per affiliate for each
award.
Nominees may not be current ADA officers or have held office
within the past five years.

If a nominee is not selected for the award, his/her nomination
will remain on file and receive consideration for an additional 2
years. To ensure that these candidates receive consideration
each year, it is necessary to reconfirm their nomination by sub-
mitting updated supporting material annually.

The awards process provides an opportunity to acknowledge those individuals who play a major part in the accomplishment of our goals, and
represents one of the highlights of the Annual Meeting. We look forward to each affiliate's participation in this endeavor.

Please submit all nominations to the ADA'S National Service Center, 1660 Duke Street, Alexandria, VA 22314, to the attention of Elaine Wells.



AMERICAN DIABETES ASSOCIATION, INC.
48th SCIENTIFIC SESSIONS MEETING
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ABSTRACT REPRODUCTION FORM FOR
ANNUAL MEETING PROGRAM PUBLISHED IN DIABETES

DEADLINE FOR RECEIPT OF ABSTRACTS IS JANUARY 18, 1988

THIS FORM MUST BE SIGNED BY AN
ACTIVE MEMBER OF THE NATIONAL

PROFESSIONAL SECTION OF THE
AMERICAN DIABETES ASSOCIATION

IMPORTANT

The instructions on pages 3 and 4 must be followed
COMPLETELY for all abstracts to appear in the Annual
Meeting Program which is published as a Supplement to
DIABETES. A PROCESSING FEE OF $15.00 (U.S.
dollars) MUST ACCOMPANY EACH ABSTRACT SUB-
MITTED TO THE AMERICAN DIABETES ASSOCIA-
TION. An abstract which is not accompanied by the pro-
cessing fee will not be considered. The maximum number
of abstracts per individual, as author or sponsor, is two (2).

List name, degrees, address and telephone number of
author who should receive correspondence:

Name

TYPE ABSTRACT HERE
BE SURE TO STAY WITHIN BORDER

Address

City _State_ Zip Code.

Office Telephone Number, including area code

ABSTRACTS THAT HAVE BEEN SENT TO OTHER
NATIONAL OR INTERNATIONAL SOCIETIES, OR
THOSE PUBLISHED PREVIOUSLY WILL NOT BE
CONSIDERED BY THE COMMITTEE.

CHECK ONE
Prefer Poster Session Presentation
Prefer Oral Presentation
No Preference

The Committee has final decision as to session assign-
ment and oral or poster presentation.

A limited number of abbreviations are acceptable provided they are defined within the
body of the abstract.

CHECK ONE CATEGORY ONLY

Genetics, Etiology
Immunology
Hormone Synthesis, Secretion
Hormone Receptors
Hormone Action

Metabolism
Lipids, Lipoproteins
Clinical Diabetes
Vascular Complications
Nonvascular Complications

Clinical Physiology
Epidemiology
Forms of Therapy _
Pregnancy
Transplantation

Health Care Delivery
Health Education
Psychosocial
Behavioral Medicine _
Nutrition

The sponsoring member agrees that the material submitted herein is in conformity with the above. If this abstract is presented at another national or international
meeting or appears in publication prior to the annual ADA scientific sessions in June, all authors whose names appear on this abstract will be prohibited from
presenting any work at the current annual ADA meeting. The maximum number of abstracts per individual, as author or sponsor, is two (2). He/She may appear
as first author on only one of these. If an individual (member or nonmember) appears on more than two abstracts, only the two abstracts with the earliest postmarked
dates will be considered.

MEMBER'S SIGNATURE

PLEASE PRINT
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PROCEDURE FOR SUBMISSION OF ABSTRACTS
FOR THE SCIENTIFIC SESSIONS OF THE ANNUAL MEETING

1. The signature of an active member of the National
Professional Section of the American Diabetes Associa-
tion is required to validate the abstract. It is the Associa-
tion's assurance from the member of adherence to the rules
and of the quality of the abstract. Members who sponsor
non-members should verify that the latter are conform-
ing to the rules.

2. An individual (member or nonmember) may only
appear on two (2) abstracts. A member has the option of
appearing as author, co-author or sponsor. A nonmember
has the option of appearing as author or co-author.

3. An individual may appear as first author on only
one abstract.

4. A processing fee of $15.00 (U.S. dollars) must ac-
company each abstract submitted to the American Diabetes
Association.

5. The processing fee payment must be in the form
of a check or money order made payable to the American
Diabetes Association, Inc. Purchase orders are unaccep-
table. Foreign payments must be prepaid in U.S. funds
and drawn on a U.S. bank.

6. The appropriate category and preference for presen-
tation should be checked.

7. The final decision with respect to selection, pro-
gramming and/or publication of any abstract will be vested
in the Committee on Scientific and Medical Programs.

8. Authors must adhere to the rule that scientific
material presented at the Annual Meeting will not have
been published or presented before at a major national
or international meeting prior to the Annual Meeting of
the American Diabetes Association.

9. Abstracts are limited to the space provided. Those
exceeding the limit will not be accepted.

10. The original and 3 copies of the abstract must be
provided.

11. The heading of abstracts should be in the following
form:

a. Title(s), first letters of major words being
capitalized. Do not use subtitles, e.g., Methods,
Results.

b . Author(s) name(s) preceded by initials or first
name(s) should be capitalized.

c. Members of the Professional Section serving as
authors, co-authors and sponsor(s) must be in-
dicated by an asterisk.

d. Omit degree(s) (e.g., M.D.R.N., or R.D.),
academic title(s) and institutional affiliation(s).

e. Include City and State or origin of work; omit
street address and zip code.

There should be no indented lines in the above sec-
tion; however, the first line of the text of the abstract
and the first line of any subsequent paragraphs
should be indented three spaces.

12. Use of standard abbreviations is desirable (RBC,
for example). This journal uses kg, g, mg, ml, L (liter),
meq, m (meter), mosm (milliosmols), / (per), and % (per-
cent). Place special or unusual abbreviations in paren-
theses after the full word, the first time it appears. Use
numerals to indicate numbers, except to begin sentences.

13. Nonproprietary (generic) names should be used the
first time a drug is mentioned, and typed in lower case
letters. The first letter of proprietary names is always
capitalized, e.g., aspirin (Bufferin).

14. Simple tables, graphs or special symbols may be
included if they fit within the rectangular form provided.
Material which cannot be typed should be drawn in black
India ink.

15. Abstracts accepted will be printed as submitted.
They should be carefully written and edited prior to sub-
mission. Changes may not be made after they have been
submitted.

16. Abstracts must be received at the National Service
Center by January 18, 1988. Abstracts received after the
deadline, regardless of the date of postmark, will not be
accepted.

17. Papers are to be presented by the first author listed.
Presentations at the Scientific Sessions will be strictly
limited to ten minutes to allow time for discussion.

18. Do NOT fold the Abstract Reproduction Form or
copies. They should be mailed with cardboard backing
FIRST CLASS, or AIR MAIL if applicable, and addressed
as follows:

Committee on Scientific and
Medical Programs
American Diabetes Association
1660 Duke Street
Alexandria, VA 22314

19. Provide one typed 3" x 5" white file card for each
author named on the abstract in order to be listed in the
index of the Journal. The author's name and degree(s)
should be typed in the top left corner of the card. The
abstract category should be typed in the center of the card.

20. If an acknowledgement is desired, each Abstract
Reproduction Form and copies are to be accompanied by
a postage prepaid postal card addressed to the senior
author; the reverse side of the card is to contain the title
of the abstract and names of all authors.

21. Additional Abstract Reproduction Forms may be ob-
tained from the Committee on Scientific and Medical Pro-
grams at the address indicated above.

22. Authors are required to pay the registration fee for
attendance at the Annual Meeting.

The Committee reserves the right to reject an abstract which does not conform to the Helsinki Agreement.



CHECK LIST FOR PREPARATION OF ABSTRACT

Use carbon ribbon or slightly used black silk ribbon. (Brand-new ribbons smudge, old ones reproduce too faintly.) PRAC-
TICE typing the abstract in a rectangle 4-3/16" x 6-3/16" before using this form.

DO NOT ERASE. Abstracts will appear in DIABETES exactly as submitted. Abstracts which do not conform to prescribed
rules, or with smudges, errors, misspellings, poor hyphenations, skipped lines, typed-in margins, incorrect abbrevia-
tions, require retyping by the publisher at a cost of $15.00.

Before mailing, please check your abstract for the following:

Title is NOT capitalized.

Author(s), co-author(s) and sponsor(s) name(s) are CAPITALIZED.

Initials or first names precede last names.

Asterisks are used to designate American Diabetes Association members on Abstract Reproduction Form
and verbatim copies; asterisks are NOT otherwise used.

Heading of abstract including title, author(s), name(s), city and state is NOT indented.

First line of text of abstracts, as well as first line of any subsequent paragraph(s), are INDENTED three spaces.

Degrees, academic titles, institutional affiliations, street address and zip code are NOT listed in heading
of abstract.

Abstract is typed within rectangular borders of Reproduction Form.

Letters or lines are NOT squeezed.

Spelling and correct use of hyphens have been verified.

Three (3) photocopies accompany the Abstract Reproduction Form.

The Abstract Reproduction Form has been signed by an active member of the National Professional Section
of the American Diabetes Association.

A typed index card with name, degree(s), and abstract category is submitted for EACH author. The author's
name should be typed in the top left corner of the card. The abstract category should appear in the center
of the card.

The $15.00 processing fee is enclosed for each abstract submitted. (Make check or money order payable
to The American Diabetes Association, Inc.)

EXAMPLES:

ABSTRACT HEADINGS

The Mechanism of Glucosamine-induced Insulin Release. FRANZ M.
MATSCHINSKY* JANINA KOTLER-BRAJTBURG, JEANETTE ELLERMAN,
and MARSHA ROGERS, St. Louis, Mo.

It was observed previously that glucosamine (20 mM) combined with theophylline
(10 mM) causes

Cytochemical Localization of Adrenyl Cyclase and Cyclic AMP Phosphodiesterase
in Rat Islets of Langerhans, S. L. HOWELL, S. A. KENNEDY, and MARGARET
WHITFIELD, Sussex, England (Introduced by PAUL E. LACY* St. Louis, Mo.)

Rates of insulin secretion may be altered by agents which affect the enzymes respon-
sible for

3 X 5 White Index Card

SMITH, L.E. • M.D., Ph.D.
Category—Lipids and Lipoproteins

(provide an index card for each author that appears on the abstract form)


