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TRACER
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
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when microcirculatory
blood flow improves,

so does life.
Though glucose
control may be
imperfect, Trentar
increases red cell
flexibility and
lowers blood vis-
cosity. The flow of
red cells—which
are larger than
the diameter of
the microcirculatory vessels—is enhanced through
the capillary bed, and tissue perfusion and oxygen-
ation improve.3'5

Evidence of improved perfusion and oxygena-
tion has been obtained from experimental mea-
surements of partial pressures of oxygen (pO2) in
the calf muscles of patients with limb ischemia
given Trentar.6

Significant improvement
in stabilized diabetics2

The effectiveness of Trental^ on intermittent
claudication has been demonstrated in a controlled
trial of 50 maturity-onset diabetics stabilized on
insulin, oral antidiabetics, or diet alone. Eighty-four
percent of patients receiving TrentaT"1400 mg b.i.d.
showed a significant improvement in walking dis-
tance, compared with 17% of those on placebo.

Trentalw-treated patients also had significant
improvement in paresthesias, skin temperature, and
subjective overall response.

Not a vasodilator • Not an anticoagulant
Not related to aspirin or dipyridamole

(pentoxifylline) ™*

v y The only proven-
effective agent for

intermittent claudication
symptomatic of peripheral
arterial disease

Trent.il*can improve function and symptoms, but is not intended to
replace more definitive therapy such as surgery.

Please see following page for references and brief summary of prescribing
information.

©1987 by Hoechsl-Roussel Pharmaceuticals Incorporated.
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Trental® (pentoxifylline) Tablets, 400 mg
A brief summary of the Prescribing Information follows.
INDICATIONS AND USAGE:
Trental® (pentoxifylline) is indicated for the treatment of patients with intermit-
tent claudication on the basis of chronic occlusive arterial disease of the limbs.
Trental® (pentoxifylline) can improve function and symptoms but is not intended
to replace more definitive therapy, such as surgical bypass, or removal of arterial
obstructions when treating peripheral vascular disease.
CONTRAINDICATIONS:
Trental00 (pentoxifylline) should not be used in patients who have previously
exhibited intolerance to this product or methylxanthines such as caffeine, theo-
phylline, and theobromine.
PRECAUTIONS:
General: Patients with chronic occlusive arterial disease of the limbs frequently
show other manifestations of arteriosclerotic disease. Trental® (pentoxifylline) has
been used safely for treatment of peripheral arterial disease in patients with
concurrent coronary artery and cerebrovascular diseases, but there have been
occasional reports of angina, hypotension, and arrhythmia. Controlled trials do
not show that Trental(B) (pentoxifylline) causes such adverse effects more often
than placebo, but, as it is a methylxanthine derivative, it is possible some
individuals will experience such responses.
Drug Interactions: Although a causal relationship has not been established,
there have been reports of bleeding and/or prolonged prothrombin time in
patients treated with Trental® (pentoxifylline) with and without anticoagulants or
platelet aggregation inhibitors. Patients on warfarin should have more frequent
monitoring of prothrombin times, while patients with other risk factors compli-
cated by hemorrhage (e.g., recent surgery, peptic ulceration) should have peri-
odic examinations for bleeding including nematocrit and/or hemoglobin, trental®
(pentoxifylline) has been used concurrently with antihypertensive drugs, beta
blockers, digitalis, diuretics, antidiabetic agents, and antiarrhythmics, without
observed problems. Small decreases in blood pressure have been observed in
some patients treated with Trental0" (pentoxifylline); periodic systemic blood
pressure monitoring is recommended for patients receiving concomitant antihy-
pertensive therapy. If indicated, dosage OT the antihypertensive agents should
be reduced.

Carcinogenesis, Mutagenesis and Impairment of Fertility: Long-term stud-
ies of the carcinogenic potential of pentoxifylline were conducted in mice and
rats by dietary administration of the drug at doses up to approximately 24 times
(570 mg/kg) the maximum recommended human daily dose (MRHD) of 24 mg/kg
for 18 months in mice and 18 months in rats with an additional 6 months
without drug exposure in the latter. No carcinogenic potential for pentoxifylline
was noted in the mouse study. In the rat study, there was a statistically significant
increase in benign mammary fibroadenomas in females in the high dose group
(24 X MRHD). The relevance of this finding to human use is uncertain since this
was only a marginal statistically significant increase for a tumor that is common
in aged rats. Pentoxifylline was devoid of mutagenic activity in various strains of
Salmonella (Ames test) when tested in the presence and absence of metabolic
activation.
Pregnancy: Category C. Teratogenic studies have been performed in rats and
rabbits at oral doses up to about 25 and 10 times the maximum recommended
human daily dose (MRHD) of 24 mg/kg, respectively. No evidence of fetal malfor-
mation was observed. Increased resorption was seen in rats at 25 times MRHD.
There are, however, no adequate and well controlled studies in pregnant women.
Because animal reproduction studies are not always predictive of human
response, Trental® (pentoxifylline) should be used during pregnancy only if
clearly needed.
Nursing Mothers: Pentoxifylline and its metabolites are excreted in human
milk. Because of the potential for tumorigenicity shown for pentoxifylline in rats,
a decision should be made whether to discontinue nursing or discontinue the
drug, taking into account the importance of the drug to the mother.
Pediatric Use: Safety and effectiveness in children below the age of 18 years
have not been established.
ADVERSE REACTIONS:

Clinical trials were conducted using either controlled-release Trental® (pentoxifyl-
line) tablets for up to 60 weeks or immediate-release Trental® (pentoxifylline)
capsules for up to 24 weeks. Dosage ranges in the tablet studies were 400 mg
bid to tid and in the capsule studies, 200-400 mg tid.

The table summarizes the incidence (in percent) of adverse reactions consid-
ered drug related, as well as the numbers ol patients who received controlled-

release Trental® (pentoxifylline) tablets, immediate-release Trental® (pentoxifyl-
line) capsules, or the corresponding placebos. The incidence of adverse reactions
was higher in the capsule studies (where dose related increases were seen in
digestive and nervous system side effects) than in the tablet studies. Studies with
the capsule include domestic experience, whereas studies with the controlled-
release tablets were conducted outside the U.S. The table indicates that in the
tablet studies few patients discontinued because of adverse effects.

INCIDENCE (%) OF SIDE EFFECTS

(Numbers of Patients at Risk)
Discontinued for Side Effect
CARDIOVASCULAR SYSTEM

Angina/Chest Pain
Arrhythmia/Palpitation
Flushing

DIGESTIVE SYSTEM
Abdominal Discomfort
Belching/Flatus/Bloating
Diarrhea
Dyspepsia
Nausea
Vomiting

NERVOUS SYSTEM
Agitation/Nervousness
Dizziness
Drowsiness
Headache
Insomnia
Tremor
Blurred Vision

Controlled- Release
Tablets

Trental®

(321)
3.1

0.3
—
—

—
0.6

2.8
2.2
1.2

—
1.9

1.2

0.3
—

Placebo

(128)
0

—
—
—

—
—

4.7
0.8
—

—
3.1

1.6

0.8
—

Immediate-Release
Capsules

Trental®
(177)
9.6

1.1
1.7
2.3

4.0
9.0
3.4
9.6

28.8
4.5

1.7
11.9
1.1
6.2
2.3

2.3

Placebo

(138)
7.2

2.2
0.7
0.7

1.4
3.6
2.9
2.9
8.7
0.7

0.7
4.3
5.8
5.8
2.2
_
1.4

Trental® (pentoxifylline) has been marketed in Europe and elsewhere since 1972.
In addition to the above symptoms, the following have been reported sponta-
neously since marketing, or occurred in other clinical trials with an incidence of
less than 1 %; the causal relationship was uncertain: Cardiovascular—dyspnea,
edema, hypotension; Digestive—anorexia, cholecystitis, constipation, dry
mouth/thirst; Nervous—anxiety, confusion; Respiratory—epistaxis, flu-like
symptoms, laryngitis, nasal congestion; Skin and Appendages—brittle finger-
nails, pruritus, rash, urticaria; Special Senses—blurred vision, conjunctivitis, ear-
ache, scotoma; and Miscellaneous—bad taste, excessive salivation, leukopenia,
malaise, sore throat/swollen neck glands, weight change.

A few rare events have been reported spontaneously worldwide since mar-
keting in 1972. Although they occurred under circumstances in which a causal
relationship with pentoxifylline could not be established, they are listed to serve
as information for physicians: Cardiovascular—angina, arrhythmia, tachycardia;
Digestive—hepatitis, jaundice; and Hemic and Lymphatic—decreased serum
fibrinogen, pancytopenia, purpura, thrombocytopenia.
OVERDOSAGE:
Overdosage with Trental® (pentoxifylline) has been reported in children and
adults. Symptoms appear to be dose related. A report from a poison control
center on 44 patients taking overdoses of enteric-coated pentoxifylline tablets
noted that symptoms usually occurred 4-5 hours after ingestion and lasted about
12 hours. The highest amount ingested was 80 mg/kg; flushing, hypotension,
convulsions, somnolence, loss of consciousness, fever, and agitation occurred.
All patients recovered.

In addition to symptomatic treatment and gastric lavage, special attention
must be given to supporting respiration, maintaining systemic blood pressure,
and controlling convulsions. Activated charcoal has been used to adsorb pentoxi-
fylline in patients who have overdosed.
DOSAGE AND ADMINISTRATION:
The usual dosage of Trentaj® (pentoxifylline) in controlled-release tablet form is
one tablet (400 mg) three times a day with meals.

While the effect of Trental® (pentoxifylline) may be seen within 2 to 4 weeks,
it is recommended that treatment be continued for at least 8 weeks. Efficacy has
been demonstrated in double-blind clinical studies of 6 months duration.

Digestive and central nervous system side effects are dose related. If patients
develop these side effects it is recommended that the dosage be lowered to one
tablet twice a day (800 mg/day). If side effects persist at this lower dosage, the
administration of Trental® (pentoxifylline) should be discontinued.

Hoechst-Roussel Pharmaceuticals Inc. H O G C l l S t
Somerville, New Jersey 08876

A giant step toward
compliance...

• Medication
• Diet
• Stopping smoking
• Exercise

Ask your Hoechst-Roussel
representative for
information about this
innovative patient
education program.

400 mg
TabletsTrental

(pentoxifylline)
The only proven-effective agent
for intermittent claudication
symptomatic of
peripheral arterial disease...
The name and logo HOECHSTare
registered trademarks of Hoechst AC.

073130-287



LOWER HIS BLOOD PRESSURE

NOT HIS PERFORMANCE

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



START HIS DAY OUT RIGHT



FOR MANY HYPERTENSIVE PATIENTS

Start with Once-a-Day

VASOTEC
BSJALAPRIL MALEATEIMSD

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

WSOTEC is contraindicated in patients who are hypersensitive
to this product.
Angioedema of the face, extremities, lips, tongue, glottis, and/or
larynx has been reported in patients treated with angiotensin-
converting-enzyme (ACE) inhibitors, including VASOTEC (0.2% of
patients treated with VASOTEC in clinical trials), in such cases. VASOTEC
should be promptly discontinued and the patient carefully observed
until the swelling disappears. Angioedema associated with laryngeal
edema may be fatal. Where there is involvement of the tongue,
glottis, or larynx, likely to cause airway obstruction, appropriate
therapy, e.g., subcutaneous epinephrine solution 1:1000 (0.3 ml

to 0.5 mu, should be promptly administered.
Excessive hypotension was rarely seen in uncomplicated

\ W hypertensive patients but is a possible consequence of
1 " ' enalapril use in severely salt/volume-depleted persons,

such as those treated vigorously with diuretics or
patients on dialysis, in using VASOTEC, consideration
should be given to the fact that another ACE
inhibitor, captopril, has caused agranulocytosis,
particularly in patients with renal impairment or
collagen vascular disease, and the available data
are insufficient to show that VASOTEC does not
have a similar risk.
For a Brief Summary of Prescribing
Information, please see the last page
of this advertisement.

It May Change
the Way Your Patients feel

on Antihypertensive Therapy
*T^¥f.



VASOTEC
(ENALAPRIL MALEATEIMSD)

Contraindications: VASOTEC9 (Enalapril Maleate, MSD) is contraindicated in patients who are
hypersensitive to this product.
Warnings: Angioedema: Angioedema of the face, extremities, lips, tongue, glottis, and/or larynx
has been reported in patients treated with ACE inhibitors, including VASOTEC. In such cases,
VASOTEC should be promptly discontinued and the patient carefully observed until the swelling
disappears. In instances where swelling has been confined to the face and lips, the condition has
generally resolved without treatment, although antihistamines have been useful in relieving
symptoms. Angioedema associated with laryngeal edema may be fatal. Where there is
Involvement ot the tongue, glottis, or larynx, likely to cause airway obstruction,
appropriate therapy, e.g., subcutaneous epinephrlne solution 1:1000 (0.3 mLto 0.5
mL), should be promptly administered. (See ADVERSE REACTIONS.)
Hypotension: Excessive hypotension was rarely seen in uncomplicated hypertensive patients but
is a possible consequence of enalapril use in severely salt/volume-depleted persons such as
those treated vigorously with diuretics or patients on dialysis. (See PRECAUTIONS, Drug Interac-
tions and ADVERSE REACTIONS.) In patients with severe congestive heart failure, with or without
associated renal insufficiency, excessive hypotension has been observed and may be associated
with oliguria and/or progressive azotemia, and rarely with acute renal failure and/or death.
Because of the potential fall in blood pressure in these patients, therapy should be started under
very close medical supervision. Such patients should be followed closely for the first two weeks of
treatment and whenever the dose of enalapril and/or diuretic is increased.
If hypotension occurs, the patient should be placed in supine position and, if necessary, receive an
intravenous infusion of normal saline. A transient hypotensiye response is not a contraindication
to further doses, which usually can be given without difficulty once the blood pressure has
increased after volume expansion.

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

Other Cardiovascular Agents: VASOTEC* (Enalapril Maleate, MSD) has been used concomitantly
with beta-adrenergic-blocking agents, methyldopa, nitrates, calcium-blocking agents, hydrala-
zine, and prazosin without evidence of clinically significant adverse interactions.
Agents Increasing Serum Potassium: VASOTEC may attenuate potassium loss caused by thia-
zide-type diuretics. Potassium-sparing diuretics (e.g., spironolactone, triamterene, or amiloride),
potassium supplements, or potassium-containing salt substitutes may lead to significant
increases in serum potassium. Therefore, if concomitant use of these agents is indicated, they
should be used with caution and with frequent monitoring of serum potassium.
Pregnancy-Category C: There was no fetotoxicity or teratogenicity in rats treated with up to
200 mg/kg/day of enalapril (333 times the maximum human dose). Fetotoxicity, expressed as a
decrease in average fetal weight, occurred in rats given 1200 mg/kg/day of enalapril but did not
occur when these animals were supplemented with saline. Enalapril was not teratogenic in rabbits.
However, maternal and fetal toxicity occurred in some rabbits at doses of 1 mg/kg/day or
more. Saline supplementation prevented the maternal and fetal toxicity seen at doses of 3 and
10 mg/kg/day, but not at 30 mg/kg/day (50 times the maximum human dose).
There are no adequate and well-controlled studies in pregnant women. VASOTEC should be used
during pregnancy only if the potential benefit justifies the potential risk to the fetus.
Nursing Mothers: It is not known whether this drug is secreted in human milk. Because many
drugs are secreted in human milk, caution should be exercised when VASOTEC is given to a
nursing mother.
Pediatric Use: Safety and effectiveness in children have not been established.
Adverse Reactions: VASOTEC has been evaluated for safety in more than 10,000 patients,
including over 1000 patients treated for one year or more. VASOTEC has been found to be gener-
ally well tolerated in controlled clinical trials involving 2677 patients.
The most frequent clinical adverse experiences in controlled trials were: headache (4.8%), dizzi-
ness (4.6%), and fatigue (2.8%). For the most part, adverse experiences were mild and transient
in nature. Discontinuation of therapy was required in 6.0% of patients. In clinical trials, the overall
frequency of adverse experiences was not related to total daily dosage within the range of 10 to
40 mg. The overall percentage of patients treated with VASOTEC reporting adverse experiences
was comparable to placebo.
Other adverse experiences occurring in greater than 1% of patients treated with VASOTEC in
controlled clinical trials were: diarrhea (1.6%), rash (1.5%), hypotension (1.4%), cough (1.3%),
nausea (1.3%), and orthostatic effects (1.3%).
Clinical adverse experiences occurring in 0.5% to 1.0% of patients in the controlled trials or since
the drug was marketed include:
Cardiovascular: Syncope, orthostatic hypotension, palpitations, chest pain.
Nervous System: Insomnia, nervousness, paresthesia, somnolence.
Gastrointestinal System: Abdominal pain, vomiting, dyspepsia.
Renal: Renal dysfunction, renal failure, oliguria. (See PRECAUTIONS and DOSAGE AND ADMIN-
ISTRATION in complete Prescribing Information.)
Other: Dyspnea, muscle cramps, hyperhidrosis, impotence, pruritus, asthenia.
Angioedema: Angioedema has been reported in patients receiving VASOTEC (0.2%). Angio-
edema associated with laryngeal edema may be fatal. If angioedema of the face, extremities, lips,
tongue, glottis, and/or larynx occurs, treatment with VASOTEC should be discontinued and
appropriate therapy instituted immediately. (See WARNINGS.)
Hypotension: Combining the results of clinical trials in patients with hypertension or congestive
heart failure, hypotension (including postural hypotension and other orthostatic effects) was
reported in 2.3% of patients following the initial dose of enalapril or during extended therapy. In
the hypertensive patients, hypotension occurred in 0.9% and syncope occurred in 0.5% of
patients. Hypotension or syncope was a cause for discontinuation of therapy in 0.1% of hyperten-
sive patients. (See WARNINGS.)
Clinical Laboratory Test Findings:
Hyperkalemia: (See PRECAUTIONS.)
Creatinine, Blood Urea Nitrogen: In controlled clinical trials, minor increases in blood urea nitro-
gen and serum creatinine, reversible upon discontinuation of therapy, were observed in about
0.2% of patients with essential hypertension treated with VASOTEC alone. Increases are more
likely to occur in patients receiving concomitant diuretics or in patients with renal artery stenosis.
(See PRECAUTIONS.)
Hemoglobin and Hematocrit: Small decreases in hemoglobin and hematocrit (mean decreases of
approximately 0.3 g% and 1.0 vol%, respectively) occur frequently in hypertensive patients
treated with VASOTEC but are rarely of clinical importance unless another cause of anemia coex-
ists. In clinical trials, less than 0.1% of patients discontinued therapy due to anemia.
Other (Causal Relationship Unknown): Rarely, elevations of liver enzymes and/or serum bilirubin
have occurred.
In marketing experience, rare cases of neutropenia, thrombocytopenia, and bone marrow depres-
sion have been reported.

Dosage and Administration: In patients who are currently being treated with a diuretic, symp-
tomatic hypotension occasionally may occur following the initial dose of VASOTEC. The diuretic
should, if possible, be discontinued for two to three days before beginning therapy with VASOTEC
to reduce the likelihood of hypotension. (See WARNINGS.) If the patients blood pressure is not
controlled with VASOTEC alone, diuretic therapy may be resumed.
If the diuretic cannot be discontinued, an initial dose of 2.5 mg (break the 5-mg tablet) should be
used under medical supervision for at least one hour to determine whether excess hypotension
will occur. (See WARNINGS and PRECAUTIONS, Drug Interactions.)
The recommended initial dose in patients not on diuretics is 5 mg once a day. Dosage should be
adjusted according to blood pressure response. The usual dosage range is 10 to 40 mg per day
administered in a single dose or in two divided doses. In some patients treated once daily, the
antihypertensive effect may diminish toward the end of the dosing interval. In such patients, an
increase in dosage or twice-daily administration should be considered. If blood pressure is not
controlled with VASOTEC alone, a diuretic may be added.
Concomitant administration of VASOTEC with potassium supplements, potassium salt substi-
tutes, or potassium-sparing diuretics may lead to increases of serum potassium (see PRECAU-
TIONS).
Dosage Adjustment in Renal Impairment: The usual dose of enalapril is recommended for patients
with a creatinine clearance > 3 0 mL/min (serum creatinine of up to approximately 3 mg/dL). For
patients with creatinine clearance « 3 0 mL/min (serum creatinine s=3 mg/dL), the first dose is 2.5
mg once daily. The dosage may be titrated upward until blood pressure is controlled or to a
maximum of 40 mg daily. For dialysis patients, the initial dose and the dose on
dialysis days is 2.5 mg/day. Dosage on nondialysis days should be adjusted M S D
depending on blood pressure response.
For more detailed information, consult your MSD representative or see Pre-
scribing Information. Merck Sharp & Dohme, Division of Merck & Co., INC.,
West Point, PA 19486. J7VS24(4O6R)



Classified Advertising

Diabetes Care Classified Ad rates are:

V4 Page $475 (for members of ADA, $350)
Vs Page $235 (for members of ADA, $175)

For information on closing dates; Copy and
Contract Policies; and Classified Advertising
rates in Diabetes, contact:

Peggy B. Donovan
American Diabetes Association

1660 Duke Street
Alexandria, VA 22314

(800) ADA-DISC or in Virginia and
Washington DC Area dial (703) 549-1500.

Private practice opportunity
for an Endocrinologist in

C e n t r a l F lo r ida . There is now an attractive
private practice opportunity for an Endocrinologist
in the booming Central Florida community of
Orlando. This opportunity is to set up practice in
offices adjacent to a major referral center for cardio-
vascular, ophthalmology, oncology and orthopedic
services. An attractive financial assistance package
will be offered.

Orlando, one of Florida's most attractive
communities, continues to experience amazing
growth paced by the tourist industry and defense
spending. Support for the art and cultural activity
is also undergoing a renaissance here.

If you would like to learn more about this
opportunity, send your curriculum vitae to: John
Hollander, Director, Professional Relations, Humana
Inc., Dept. TT-11, 500 West Main Street, Louisville,
KY 40201-1438, or call TOLL-FRF.E 800/626-1590.

umana

CLINICAL NURSE
SPECIALIST

Diabetes
University Hospital, a 690 bed regional/referral
center, is seeking a Clinical Nurse Specialist in
Diabetes to be responsible for the delivery of op-
timal nursing care to our diabetic patients and
coordination of care between the inpatient and
outpatient setting. Other responsibilities include
participation on a multidisciplinary team, im-
plementation of nursing research and participa-
tion in diabetic education. Qualified candidates
will hold a Master's degree in Nursing and
AADE certification (or, certification eligible).
Located 2-'/2 hours from Atlanta, Georgia and 3
hours from the Atlantic Ocean, Augusta is the
home of the Master's Golf Tournament and The
Medical College of Georgia. Please send your
resume or call toll-free for more information.

Candy Mintz
Manager, Nurse Recruitment

UNIVERSITY HOSPITAL OF AUGUSTA
1350 Walton Way

Augusta, GA 30910-3599
_ 1-800-338-9599

University Hospital
An Affiliate of University Health

KOK MIY

ENDOCRINOLOGIST
CENTRAL FLORIDA

A four-man internal medicine group is expanding in
the Central Florida area. A Board Certified or Board
Eligible Endocrinologist is urgently needed to work in
this rapidly growing practice. The physician chosen for
this appointment will have an opportunity to partici-
pate in the development of a Diabetes Management
Center® at the hospital serving one of the fastest
growing communities in the country, and will be the
only Endocrinologist in the immediate service area.
This resort area combines a strong business economy
with a commitment to cultural events and the arts,
and provides a quality lifestyle that few communities
can match.

The appointment carries a competitive salary with bo-
nus potential. The benefits include health and life in-
surance and malpractice coverage. A Partnership op-
tion can be available after 2 years. Interested candidates
should send a current curriculum vitae along with let-
ters of reference to:

DIABETES MANAGEMENT GROUP
One Lakeview Place

25 Century Blvd., Suite 413
Nashville, TN 37214
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Master Plan for
NIDDM Control
A Diabinese® (chlorpropamide) prescription

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

Proven Efficacy and Safety
i In a two-year study comparing Diabinese^ to

glyburide, ".. .chlorpropamide was clinically
more effective with a smaller number of primary
and secondary drug failures and a greater
proportion of patients successfully controlled

:. . at the end of 2 years. Severe hypoglycemia was
l)\ Q greater hazard during treatment with glyburide "'

'#• ^s with all sulfonylureas, hypoglycemia may occur with Diabinese.

-a-day

Diabinese
(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
OIABINESE" (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 Oiabetes Program (UGDP), a long-term
prospective clinical trial designed to evaluate the effectiveness of glucose-lowering drugs in
preventing or delaying vascular complications in patients with non-insulin-dependent diabetes. The
study involved 823 patients who were randomly assigned to one of four treatment groups {Diabetes,
19 [supp. 21:747-830.1970).

UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamide (1.5
grams per day) had a rate of cardiovascular mortality approximately 2V? times that of patients
treated with diet alone. A significant increase in total mortality was not observed, but the use of
tolbutamide was discontinued based on the increase in cardiovascular mortality, thus limiting the
opportunity for the study to show an increase in overall mortality. Despite controversy regarding the
interpretation of these results, the findings of the UGDP study provide an adequate basis for this
warning. The patient should be informed of the potential risks and advantages of OIABINESE (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 diminish
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 Hospitahzation and
intravenous glucose may be necessary.

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

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

ADVERSE REACTIONS
Hypoglycemia: See PRECAUTIONS section.

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

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

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

anemia, pancytopema, and eosinophiha 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 osmolahty 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-insulm-dependent diabetic
patient should be started on 250 mg daily. Older patients should be started on smaller amounts of
DIABINESE (chlorpropamide). in the range of 100 to 125 mg daily.

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

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

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

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

CAUTION: Federal law prohibits dispensing without prescription

LABORATORIES DIVISION
PFIZER INC NEW YORK N Y 1OO17

Preserve your copies of
diabetes

These journal slipcases and
binders turn back issues into
a permanent reference source.

Bound in attractive blue
I leatherette, and embossed
[with gold lettering, one
slipcase or two binders

holds 1 year of DIABETES
(12 issues plus supplements). These durable, space
saving cases make affordable gifts as well!
SLIPCASES: $7.95 each, three for $21.95, six for $39.95
BINDERS: $9.95 each, three for $27.95, sjxjbrj>52.95
MAIL TO: Jesse Jones Industries, Dept. DIAB
499 East Erie Avenue, Philadelphia, PA 19134
Please send cases; binders.
Enclosed is $_ _. Add $1 per item for Postage and Handling.
Outside U.S.A. add $2.50 per item (U.S. funds only).
Print Name

Address
No P.O. Boxes Please

City/State/Zip
PA residents add 6% sales tax
We also accept American Express, Visa, MasterCard and Diners
Club (for minimum orders of $15.00). Call TOLL FREE (charge
orders only) 1-800-972-5858, 7 days, 24 hours.

NOTE: Satisfaction guaranteed. Slipcase and binders are also available
for DIABETES CARE & DIABETES FORECAST.
For information write:
American Diabetes Association, 4 American
1660 Duke St., Alexandria, VA 22314,
Attn: Circulation Dept.

FIGHT
HEART DISEASE

KIDNEY DISEASE
AND BLINDNESS
IN ONE STROKE.

Diabetes is a major contributor to heart disease, kidney
disease, and blindness. So when you support the American Diabetes

Association, you fight some of the worst diseases of our time.
See the White Pages for the American Diabetes Association office

nearest you or call 1-800-ADA-DISC

RGHT SOME OF 11C WORST DISEASES OF OUR TIME.

Support the American Diabetes Association.



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 (18 10 Grams 63 Ounces)
18
60

Percent Of
Per Serving Per Five U.S. RDA**

(One Packet) Servings* (Five Servings)
9 Gm 45 Gm 100
6 Gm 30 Gm ***
0 Gm 0 G m . . . .

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 17 Mg. . . 100
Vitamin B6 40 Mg 2 Mg 100
Vitamin B,2 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
Pantothemc 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 Mg. 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

"Fo r Adults and Children Four Or More Years 01 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 pafmnate. manganese sulfate. D-calcium pantothenate,
pyridoxine hydrochloride. copper gluconate. vitamin 0 2 . thiamin. folic acid, biotin. riboflavin.
potassium iodide, cyanocobalamin

NUTRIMED 420
Serving Size
Servings Per Box. . .
Calories Per Packet.

Protein
Carbohydrate
Fat
Calories

Vitamin A
Vitamin D
Vitamin E
Vitamin C
Thiamin
Riboflavin
Vitamin B6
Vitamin B , 2 . . .
Niacin
Folic Acid
Biotin
Pantothenic Acid.
Calcium
Phosphorus
Iron
Iodine
Magnesium
Zinc
Copper
Manganese
Sodium
Potassium
Selenium
Chromium
Molybdenum.

Per Serving
(One Packet)

14 Gm
6 Gm

2 Gm
84

1.000 IU
80 IU .

6 I U . .
18 Mg.

45 Mg.
52 Mg.
60 M g . .

12 Meg
4 Mg

08 Mg.
90 Meg

2 Mg .
200 Mg . .
124 Mg .

3 6 M g . .
30 Meg
80 Mg

3 Mg.
4 Mg .
8 Mg . .

190 M g . .
200 Mg.

30 Meg.
30 Meg.
60 Meg.

One Packet (26.94 Grams; .93 Ounces)
12
84

Percent Of
Per Five US RDA"
Servings* (Five Servings)

70 Gm 150
32 Gm ' * '

1 Gm.
420

5.000
400
30
90

IU
IU
IU
Mg

2 25 Mg.
2 6 Mg.
3 0 Mg.
6 0 Meg

20

450
10
1

18
150
400

15
2
4

1
150
150
300

Mg
M m Q .

Meg
Mg
Gm

62 Gm
Mg
Meg
Mg
Mg.
Mg.
Mg.

95 Gm
Gm
Meg
Meg
Meg

100
100
100
150
150
150
150
100
100
100
150
100
100
60
100
100
100
100

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 01 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. ribollavin. chromic
acetate, sodium molybdate, biotin. folic acid, sodium selenite. potassium iodide, cyanocobalamin
'Phenylketonurics: contains phenylalanine.

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



A New Addition to the ADA Library!
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m wi
\S tb

hildren with Diabetes, a book
written specifically to help
the child with diabetes and
the whole family.

Children with Diabetes, by
Linda Siminerio, R.N., M.S.; and
Jean Betschart, R.N., M.S., is the
essential manual for parents and other
adults who deal with children who
have diabetes.

This 80 - page book covers all details
of diabetes management:
• insulin therapy
• the role of exercise
• the how-to's of testing
• healthy meal planning
• and helpful tips on travel and

special occasions.

This thoughtfully written guide takes
a sensitive look at the psychological
needs of all family members when
diabetes is present and offers sug-
gestions for promoting a positive
and supportive home environment.
A must for every family with
children with diabetes.

A Special Book from the American Diabetes Association
%# P J ^ J I Please send me my personal

I C O ! copy of Children with Diabetes. N a m e

D I am an ADA member and want to take advantage Address
of my membership discount. My membership number
is

(appears on your Diabetes Forecast label)

Nonmember Price $9.45 per copy
Member Price $7.55 per copy

Copies @ $ per copy = $_

City

State. Zip.

TOTAL Phone ( ).

Thank you. Please send your check or money order to the American Diabetes Association, 1660 Duke St.,
Alexandria, VA 22314. Allow four to six weeks for delivery. Prices include shipping and handling charges. H7D101



Essential Research Tools...
There When YOU Need Them!

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

But what good are the latest research studies and
discoveries if you receive them too late? Your research is
too important to allow the latest diabetes findings to be
slowly routed to your office. So get off the routing slip
and begin receiving your own fresh, clean copy of this
indispensable reference tool every month.

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

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

To have this up-to-the-minute information delivered
directly to you on time every month, simply fill out and
return the subscription form.

Or for more information, call our TOLL-FREE number:
1-800-ADA-DISC 8:30 A.M. to 5:00 P.M., E.T., Monday
through Friday (in Alaska, Hawaii, Virginia, and outside the
U.S., please call: 703-549-1500).

Y E S ! I want to receive this indispensable research tool
each month, immediately after it's published. I have
enclosed a check, payable to the American Diabetes
Association, to cover my subscription to Diabetes as
indicated below:
United States
D 1 Year (12 issues) $70.00
Foreign*
• 1 year (12 issues) $82.50 ($135 if delivered by Air Mail)

Name.

Address.

City. .State.

Country. .Zip/Postal Code.

Send Your Order To: American Diabetes Association, Inc.
P.O. Box 2055, Harlan, IA 51593-0238.
Please allow 4-8 weeks for delivery of your first issue.
'All foreign orders must be prepaid in US. funds drawn on a US. bank. JFCI
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DIABETES
RESEAFCH&EDUCATIOn
FOUTiDATIOri

36 new grants
awarded

at the April 1987 meeting

$2.5 million awarded since inception.



The Trustees of the Foundation announce
the funding of 36 special projects...

FIFTEEN IN BASIC RESEARCH:
Stephen T. Bartlett, MD, Sacramento, CA

Recurrent Diabetes in Pancreas Transplants
Paulos Berhanu, MD, Denver, CO

Structure-Function Studies of the Human Insulin Receptor
Using Mutant Receptor Species

Alfons A. Bonde III, Ph.D., New Haven, CT
Isolation and Culture of Cellular Mediators of Beta Cell
Destruction in Spontaneous Diabetes in the BB/W Rat

Klaus Brendel, Ph.D., Tucson, AZ
Glucagon Antagonists in the Control of Diabetic Hyperglycemia

Boris Draznin, MD, Denver, CO
Effect of Insulin and Sulfonylurea Agents on Cytosolic Free
Calcium Concentrations in Peripheral Tissues.

Peter R. Gwilt, Ph.D., Morgantown, WV
Effect of Experimental Diabetes on the Disposition of Proprano-
lol in Rats

Norman Kretchmer, MD, Ph.D., Berkeley, CA
The Role of Creatine Phosphate in the Secretion of Insulin and
Glucagon

Leonard]. Lerner, Ph.D., Philadelphia, PA
Effect of Streptozotocin-Induced Diabetes on Uterine Progester-
one and Estrogen Receptors and Serum Sex Steroid Levels of
Intact Castrated and Pregnant Rats

FOURTEEN IN CLINICAL RESEARCH:

Arye Lev-Ran, MD, Ph.D., Duarte, CA
Cafeteria Diet and Glucose Tolerance in Outbred Mice

Robert]. Pallet, MD, Ph.D., Tampa, FL
Membrane Glycerolipids as Mediators of the Peripheral Action
of Sulfonylurea Agents

Barbara P. Rogers, Ph.D., RN, Bozeman, MT
Characteristics of Insulin Binding by Keratinocytes of Adult
Insulin Resistant Mice

Ron G. Rosenfeld, MD, Stanford, CA
Characterization of Receptors for Insulin-like Growth Factor II

Richard R Selden, Ph.D., Boston, MA
Production of Human Insulin in Non-Islet Tissues of Transkar-
yotic and Transgenic Mice: An Animal Model for Diabetic Gene
Therapy

Heinrich Taegtmeyer, MD, D.Phil., FACC, Houston, TX
Rapid, Serial Assessment of Glucose Uptake by Rabbit Skeletal
Muscle In Vivo

Edward H. Williams, Ph.D., Charlottesville, VA
Molecular Characterization of Aldose Reductose

Lloyd Axelrod, MD, Boston, MA
The Effect of Fish Oils on Platelet Function and Plasma Lipids in
Diabetes Mellitus

John O'M. Bockris, College Station, TX
Glucose Sensing Enzyme Electrodes Based on Electronically
Conducting Polymers

]ohn]. Cunnighan, Ph.D., Amherst, MA
Evaluation of Pancreatic Beta Cell-Dermal Fibroblast Fused
Hybrid (B-blast) Populated Collagen Lattice Implants

Elliot J. Krane, MD, Seattle, WA
Prevention of Brain Swelling During Diabetic Ketoacidosis: A
Comparison of Slow Rehydration with Conventional Therapy

Bernard R. Landau, MD, Ph.D., Cleveland, OH
Quantitation of Futile Cycling of Glucose in the Type II
Diabetic

Derek LeRoith, MD, Ph.D., Bethesda, MD
Expression of Insulin and IGF-I Receptors in Neural-Derived
Cell Lines: Functional, Biochemical and Molecular
Characterization

Jan]. Lewandowski, Ph.D., Cleveland, OH
Evaluation of Membrane Coating for Electrocatalytic Glucose
Sensor

SEVEN IN EDUCATION:
Elizabeth Goldring, Cambridge, MA

The Inner Eye: From the Inside Out
Alan M. Jacobson, MD, Boston, MA

Depression and Diabetes Control: A Pilot Intervention Project
Robert Jensen, MD, and William Charlesworth, Ph.D., St. Louis
Park, MN

Peers and Diabetes Management: An Exploratory Study
Nelda C. Martinez, RN, MS, CDE, Dayton, OH

Knowledge and Attitudes of the Diabetes Educator Toward the
Aged: Impact on Teaching and Future Planning

William H. Marks, MD, Ph.D., Maywood, IL
Can In Vivo Ultrasonic Pancreas Disruption Be Used to Produce
Human Islets Suitable for Transplantation?

Don H. Nelson, Salt Lake City, UT
The Role of Sphingolipids in Insulin Resistance

Gerald T. Nepom, MD, Ph.D., Seattle, WA
Analysis of Genetic Predisposition to IDDM Utilizing Specific
DNA Probes

Jacques Philippe, MD, Brookline, MA
Glucagon Gene Expression in Normal and Diabetic States

Eric Ravussin, Ph.D., Phoenix, AZ
Determination of Mechanisms of Reduced Rates of Energy
Expenditures as Possible Predictors of Development of Obesity
and Non-Insulin Dependent Diabetes Mellitus

Marc Rendell, MD, Omaha, NB
Current Perception Threshold Testing in Diabetic Neuropathy

Ethan A.H. Sims, MD, Burlington, VT
Computerized Guidance for Characterization and Management
of Diabetes Mellitus Type II/Obesity/Hyperlipidemia/
Hypertension

Felix V. Matos, MD, Cidra, PR
Education of Diabetic Migrant Agricultural Workers Using
Audiovisual Aids

/. Russell May, Pharm. D., Augusta, GA
Clinical Implications of Drug Interactions with Oral
Hypoglycemics

Ronald H. Melincoff, DPM, Minneapolis, MN
Diabetes Foot Care Program

Continuation of the Foundation's work is insured by an annual donation derived from a percentage of sales of
diabetes products marketed by Hoechst-Roussel Pharmaceuticals Inc.

For a grant application, write to Herbert Rosenkilde, MD, Executive Director, Diabetes Research and Education
Foundation, Inc., P.O. Box 6168, Bridgewater, NJ 08807-9998.
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UNMISTAKABLY AHEAD OF THE REST
Extremely accurate and reliable

Most widely used system in hospitals1

Portable and easy to use

Most often recommended by
diabetologists artd endocrinologists1'

Accu-Chekn
^W Blood Glucose Monitor

o v

THE LINE OF CONFIDENCE" IN DIABETES CONTROL

For more information, please call toll-free 1-800-858-8072. Available at most retail pharmacies.
•From a group of physicians surveyed. Reference: 1. Data on file, Boehringer Mannheim Diagnostics. ® 1987 Boehringer Mannheim Corporation. All rights reserved.
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