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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
4 . Micronase—an important consideration in
the type II diabetic patient with renal impair-
ment: Control plus unique dual excretion...
50% urine, 50% bile

Elimination of MiCRONASE equally in bile and urine reduces the
risk of drug accumulation, which may result in hypoglycemia.
MiCRONASE should be used with caution in patients with renal
impairment; however, in a single-dose study, plasma clearance of
MICRONASE was prolonged only in patients with severe renal
impairment.

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

Overdosage of sulfonylureas, including MiCRONASE,
can cause hypoglycemia. Although the interpretations are
controversial, the UGDP study reported in 1970 that

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

Your initial Rx in type II diabetes

Micronase
glyburide, 5 mgTablets

For brief summary of prescribing information, please turn page.



Tablets (glyburide)
Dosage Guide:* Although relatively rare, hypoglycemia may occur during the conversion to
MICRONASE from other therapy.
Prior therapy Considerations before Initial MICRONASE
or c o n d i t i o n s t a r t i n g t h e r a p y d o s e (mg/day)

Dietary therapy ineffective No priming necessary 1.25 to 5mg

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 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 noninsulin-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-
glycemic 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 of Control of Blood Glucose: In diabetic patients
exposed to stress such as fever, trauma, infection or surgery, a loss of control may occur. It may
then be necessary to discontinue MICRONASE and administer insulin. Adequate adjustment of
dose and adherence to diet should be assessed before classifying a patient as a secondary
failure. Information for Patients: Patients should be informed of the potential risks and advan-
tages of MICRONASE and of alternative modes of therapy. They also should be informed about
the importance of adherence to dietary instructions, of a regular exercise program, and of
regular testing of urine and/or blood glucose. The risks of hypoglycemia, its symptoms and
treatment, and conditions that predispose to its development should be explained to patients
and responsible family members. Primary and secondary failure should also be explained.
Laboratory Tests: Response to MICRONASE Tablets should be monitored by frequent urine glucose
tests and periodic blood glucose tests. Measurement of glycosylated hemoglobin levels may be
helpful in some patients. Drug Interactions: The hypoglycemic action of sulfonylureas may be
potentiated by certain drugs including nonsteroidal anti-inflammatory agents and other drugs that
are highly protein bound, salicylates, sulfonamides, chloramphenicol, probenecid, coumarins,
monoamine oxidase inhibitors, and beta adrenergic blocking agents. Certain drugs tend to produce
hyperglycemia and may lead to loss of control. These drugs include the thiazides and other diuretics,
corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives, phenytoin, nico-
tinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid. A potential interaction
between oral miconazole and oral hypoglycemic agents leading to severe hypoglycemia has been
reported. Carcinogenesls, 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. Pediatric Use: Safety and effectiveness in children have not been
established.
ADVERSE REACTIONS: Hypoglycemia: See Precautions and Overdosage sections. Gastrointestinal
Reactions: Cholestatic jaundice may occur rarely; 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 100mg/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

Upjohn THE UPJOHN COMPANY
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these journal slipcases and binders
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SELF-MONITORING SYSTEM
Featuring the New Diascan-S Meter

It '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 SJTiart: 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 sens ib 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).

(o 1987 All rights reserved. HOI-1
'Trademark Home Diagnostics, Inc. 6 Industrial Way West Eatontown, NJ 07724

HDI-Home Diagnostics, Inc.
The Innovative Name in Diabetes Management
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What causes morning hyperglycemia in diabetic subjects? The dawn phenomenon is often
cited when no other explanation can be found. This phenomenon has been observed in
individuals with and without diabetes but is more pronounced in diabetic subjects whose
ability to secrete additional insulin in response to a rising early-morning blood glucose
may be impaired. Few studies have examined this phenomenon in children and adoles-
cents. In this issue, Marin et al. (p. 393) could not demonstrate a dawn phenomenon in
nondiabetic individuals between 8 and 18 yr of age. Adult diurnal and day-night hypo-
thalamus pituitary rhythms may not be established until the second decade of life; if one
or more of these hormonal systems contributes to the dawn phenomenon, it is possible
that it may not occur until such rhythms are firmly in place.

Hypertension in the diabetic patient warrants aggressive therapy aimed toward minimizing
long-term micro- and macrovascular complications. Unfortunately, the first-line phar-
macologic agents chosen for blood pressure control (thiazides, p-blockers) may produce
undesirable side effects, e.g., hyperglycemia, or mask the warning symptoms of hypogly-
cemia. Enalapril, an angiotensin-converting enzyme inhibitor, is a relative newcomer
among the antihypertensive drugs. Moore et al. (p. 397) studied its use in 22 patients with
non-insulin-dependent diabetes and hypertension for 3 mo. Enalapril had no adverse
metabolic consequences on HbA,,, glucose, insulin, or C-peptide. Hyperkalemia noted
early in treatment was mild and self-limited. These findings should interest those searching
for a better antihypertensive agent for the diabetic patient.

According to current thinking, certain factors associated with pregnancy induce insulin
resistance and trigger gestational diabetes in some people. Therefore, gestational diabetes
begins and ends with pregnancy. This hypothesis, however, is not without its critics. Data
accumulated over the last 5 yr demonstrate abnormalities of carbohydrate metabolism
and/or insulin secretion in patients with previous gestational diabetes months or even
years after pregnancy. Harris (p. 402) further challenges the hypothesis with data drawn
from the Second Health and Nutrition Examination Survey, concluding that impairment
of glucose tolerance and other metabolic disturbances associated with gestational diabetes
may actually occur before pregnancy but are only discovered during metabolic testing in
routine prenatal care.

Conventional wisdom holds that improved glycemic control before and during pregnancy
reduces the risk of complications for diabetic mothers and their infants. It has also been
shown that sudden tightening of glycemic control can accelerate the development of
certain diabetic complications. Weinstock et al. (p. 416) report a case in which the com-
bination of pregnancy and tightening of glycemic control may have caused a rapid de-
velopment of retinopathy and nephropathy so severe that the pregnancy was terminated.
The possibility that improved glycemic control may have been partly responsible for such
dramatic disease progression should caution us—we have much to learn about the dy-
namics of the diabetic pregnancy.

Measurement of stable glycosylated hemoglobin (HbA,) is accepted as a reliable indicator
of long-term (2-mo) glycemic control. Surprisingly, this may not always be the case.
Modan and associates (p. 422) report that 12% of individuals with normal glucose toler-
ance had chronically elevated HbA, values. How can this be explained? A small associ-
ation with smoking was detected, possibly due to an increased susceptibility of deoxy-
hemoglobin to glycosylation, but this accounted for only a few cases. They propose that
biologically significant interindividual variation in the propensity of hemoglobin for gly-
cosylation unrelated to glycemia may be responsible. If so, the difference in rates of
glycosylation may be important in understanding the susceptibility to long-term compli-
cations of diabetes.

Measurement of glycosylated hemoglobin (HbA,) concentrations has become a routine
part of the management of patients with diabetes mellitus and provides an important aid
in monitoring long-term glycemic control. But what if there were an assay that was much
less expensive and time consuming? What if its cost were so low it rivaled that for mea-
suring plasma glucose? Smart et al. (p. 433) report the use of fructosamine levels as an
alternative to HbA,. They discuss the relationship between the two measurements, their
extent of agreement, and reasons for disagreements between the two methodologies when
they occur. The arguments for considering the further development of fructosamine as a
routine clinical assay are strong ones and may have far-reaching clinical ramifications.
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DIABETES FORECAST EDITOR

The American Diabetes Association invites applications for the editorship of Diabetes
Forecast, the Association's monthly magazine for people with diabetes and their fam-
ilies.

The appointment is for three years. Interested parties should submit a letter of intent
by June 15, 1988. A curriculum vitae should be included. Further instructions will
follow upon receipt of the letter of intent.

Please address correspondence to: Pasquale J. Palumbo, M.D.
American Diabetes Association
1660 Duke Street
Alexandria, VA 22314
Attention: Susan Coughlin

r

Goals for Diabetes Education

American
Diabetes
Association

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.

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 $6.00 for each copy (includes shipping and handling).

Name.

Address

City
State. Zip.

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

disease...^

when microcirculatory
blood flow improves,

isodoeslife.

TVental
400 mg
Tablets(pentoxifylline)

The only proven-effective agent
for intermittent claudication,

a symptom of peripheral arterial disease

Please see following page for brief summary
of prescribing information.
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Cental® (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:
Trental® (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 occjusive arterial disease of the limbs frequently
show other manifestations of arteriosclerotic disease. Trentaj® (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® (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 periodic
examinations for bleeding including hematocrit 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 Trental® (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 pentoxifyjline 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 OT 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 spontane-
ously 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 fingernails, pruritus, rash, urti-
caria; Special Senses-blurred vision, conjunctivitis, earache, 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 pentoxifylline
in patients who have overdosed.
DOSAGE AND ADMINISTRATION:
The usual dosage of Trental® (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 08676

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,
a symptom of
peripheral arterial disease

073158-488



Your source for progress
in controlling the
complications of diabetes

CASCD

Center for Advanced Study
in Complications of Diabetes

The new Center for Advanced
Study in Complications of Diabetes
(CASCD) has a crucial mission:
to provide you with up-to-date
information on the prevention
and treatment of complications
of diabetes.

We're at the forefront of research
in this area, and as information
emerges, we'll be sending you
scientific and clinical updates to help
build your clinical expertise.
You will be able to turn to CASCD
for comprehensive answers when
you have questions about such
evolving issues as aldose-reductase
inhibition, the pathogenesis of
diabetic complications, and new

developments in diagnosis and
treatment.

As the companies who have
consistently innovated in international
health care... most notably with
the introduction of beta blockade to
cardiovascular disease, the first
antiestrogen therapy in oncology,
and major advances in anesthesia...
we're committed to progress
in control of the complications of
diabetes. The formation of
CASCD, together with our continu-
ing clinical research, signals
the depth of that commitment.
Through it, we hope that one day
the promise of this intensive effort
will become a clinical reality.

Committed to improving the control
of diabetic complications

STUART PHARMACEUTICALS
Division oi ICI Americas Inc
Wilmington. Delaware 19897

loMCIPHARMA

1988 ICI Amencas Inc.
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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



BOEHRINGER
MANNHEIM
DIAGNOSTICS

911b Hague Road
PO Box 50100
Indianapolis. IN 46250



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 (1810 Grams; .63 Ounces)
18
60

Percent 01
Per Serving Per Five U.S. RDA**
(One 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..
Vitamin D 80 IU 400 IU..
Vitamin E 6 IU 30 IU..
VitaminC 12 Mg 60 Mg..
Thiamin 30 Mg 1 5 Mg..
FSiboilavin 34 Mg 17 Mg..
Vitamin B6 40 Mg 2 Mg..
Vitamin B,2 120 Meg 6 Meg.
Niacin 4 Mg 20 Mg..
Folic Acid 80 Meg 4 Mg..
Biotin 60 Meg 3 Mg..
Pantothenic Acid 2 Mg 10 Mg..
Calcium 120 Mg 60 Gm..
Phosphorus 70 Mg 35 Gm.
Iron 36 Mg 18 Mg..
Iodine 30 Meg i5Mg .
Magnesium 30 Mg 150 Mg..
Zinc 3 Mg 15 Mg..
Copper 4 Mg 2 Mg..
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%: Fat- 3%
'Typical Daily Serving

"For Adults and Children Four Oi 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 artilicial flavors, magnesium oxide, sodium ascorbate. alpha tocopheryl
acetate, niacin. lerrous sulfate. vitamin A palmitate, manganese sulfate. D-calcium pantothenate.
pyridoxine hydrochloride. copper gluconale. vitamin D?, thiamin. folic acid, biotin. ribotlavin.
potassium iodide, cyanocobalamin

100
100
100
.100
100
100
.100
.100
100
100
100
100
60

. 35

.100

.100

. 35

.100

.100

NUTRIMED 420
Serving Size
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 US RDA"
Servings*

70 Gm.
32 Gm.

1 Gm.
420

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

1.000 IU 5.000 IU. . .
80 IU 400 IU. . .
6 IU 30 IU. . .

18 Mg 90 Mg..
45 Mg 225 M g .
52 Mg 2 6 Mg..
60 Mg 3.0 Mg..

12 Meg 6.0 Meg.
4 Mg 20 Mg..

08 Mg 4 Mg..
90 Meg 450 Meg.

2 Mg 10 Mg.
200 Mg 1 Gm..
124 Mg 62 Gm..

3 6 Mg 18 Mg..
30 Meg 150 Meg.
80 Mg 400 Mg..

3 Mg 15 Mg..
4 Mg 2 Mg..
8 Mg 4 Mg..

190 Mg 95 Gm..
200 Mg 1 Gm..
30 Meg 150 Meg

(Five Servingsl
. . . 1 5 0

100
.100
100
.150
.150
.150
150
.100
100

100
.100
. 60
.100
.100
.100
.100
.100

30 Meg 150
60 Meg 300

Meg.
Meg.

Approximate Analysis by Weight: Nutrimed 420 (Chocolate Flavor)
Protein - 52%; Carbohydrate - 24% Fat - 1%

'Typical Daily Serving
"For 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
casemate, 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 selenite. potassium iodide, cyanocobalamin
'Phenylketonurics: contains phenylalamne

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

FOR INFORMATION CALL COLLECT 609-778-9200 OR 1-800-222-9201
ROBARD CORPORATION • 821 EAST GATE DRIVE • MT. LAUREL, N.J. 08054



NEW FEATURES

New

SO

New

v
ADDED CAPABILITIES

COBAS MIRA incorporates exciting new fea-
tures you've been waiting for. Along with the
reliability and efficiency you've come to expect
for STAT and routine assays, you get
added capabilities.
Our new reagent racks provide
simultaneous, convenient, ran-
dom access testing for TDMs
and thyroids, in addition to
isoenzymes, general chem-
istries and electro-
lytes. Our sophisti-
cated new software
design combines

unmatched flexibility with unprecedented sim-
plicity. And new Syva Emit® Convenience Packs,
specially configured for the COBAS MIRA, slash
reagent handling time for immunoassavs.

Whether you need a complete,
self-contained chemistry sys-
tem or a dedicated TDM/spe-
cialty analyzer, choose COBAS
MIRA -— the army of one.
For more information and
added capabilities, call

k> 1-800-526-1247.

THE ARMY OF ONE
COBAS MIRA is a trademark of Roche Diagnostic Systems. Inc.. Moim-lair. N.I IPO42,

Roche Diagnostic Systems
a subsidiary of Hoffmann-La Roche Inc.
Roche Diagnostic Systems, Inc.

One Sunset Avenue

Montclair, New Jersey 07042-5199

I-mil is a registered lr.idcni.irk of the Syva I'.ompany. Palo Alto, ('.A 94304.
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Effective control time and time again1

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

Insulin when its 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

Glucotrol
SYNCHRONIZED
SULFONYLUREA THERAPY

Please see brief summary of Glucotrol* (gfipizide)
presciibimj information on next page.



Relerence:
1. Sachs R, Frank M Fishman SK: Overview of clinical experience with glipizide. in Glipizide: A Worldwide Review.
Princeton, NJ. Excerpta Medica. 1984, pp 163-172
GlUCOTROl' (gllplilda) Tablets
Brief Summary of Prescribing Information
INDICATIONS AND USAGE: GLUCOTROL is indicated as an adiunct to diet for the control ot hyperglycemia in patients
with non-insulin-dependent diabetes mellitus (NIDDM. type II) after an adequate trial ot dietary therapy has proved
unsatisfactory
CONTRAINDICATIONS: GLUCOTROL is contraindicated 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 of 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 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 ol four treatment groups [Diabetes
19, supp. 2:747-830,1970).

UGDP reported that patients treated lor 5 to 8 years with diet plus a Hied dose ol tolbutamide (1.5 grams per day)
had a rate of 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 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 lor this warning. The patient should be informed ol the potential risks and advantages
ol GLUCOTROL and of alternative modes ol 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 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
Hypoglycemia: All sulfonylureas 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 ot hypogly-
cemic 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 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 of 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 lor 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 ot regular testing of urine and'or blood glucose The risks ol 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 sulfonylureas may be potentiated by certain drugs including non-
steroidal anti-inflammatory agents and other drugs that are highly protein bound, sahcylates. sulfonamides. chlor-
amphemcol, probenecid. coumanns. monoamine oxidase inhibitors, and beta adrenergic blocking agents In vitro
studies indicate that GLUCOTROL binds differently than tolbutamide and does not interact with sahcylate or dicumarol
However, caution must be exercised in extrapolating these findings to a clinical situation Certain drugs tend to
produce hyperglycemia and may lead to loss of control, including the thiazides and other diuretics, corticosteroids.
phenothiazines. thyroid products, estrogens, oral contraceptives, phenytoin. mcotimc 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.

Carcinogenesis, 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 carcinogemcity Bacterial and in
vivo mutagenicity tests were unitormly negative Studies in rats ol both sexes at doses up to 75 times the human dose
showed no effects on fertility
Pregnancy: Pregnancy Category C: GLUCOTROL (glipizide) was tound to be mildly fetotoxic in rat reproductive studies
at all dose levels (5-50 mg/kg). This fetotoxicity has been similarly noted with other sulfonylureas. such as
tolbutamide 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 teratogenic 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 lustifies the potential risk to the tetus
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 has been reported in neonates born to mothers who were
receiving a sullonylurea drug at the time of delivery This has been reported more frequently with the use ot agents with
prolonged hall-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 it nursing is to be continued
Pedlatrlc Use: Satety and effectiveness in children have not been established
ADVERSE REACTIONS: In controlled studies, the frequency of serious adverse reactions reported was very low. Of
702 patients. 11 8% reported adverse reactions and in only 1.5% 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 ot dosage Cholestatic iaundice may occur rarely with sulfonylureas:
GLUCOTROL should be discontinued if this occurs
Dermatologic: Allergic skin reactions including erythema, morbillitorm 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: if skin reactions persist, the drug should be discontinued Porphyna cutanea
tarda and photosensitivity reactions have been reported with sulfonylureas
Hematologic: Leukopema. agranulocytosis. thrombocytopema. hemolytic anemia, aplastic anemia, and pan-
cytopema have been reported with sultonylureas
Metabolic: Hepatic porphyna and disulfiram-like alcohol reactions have been reported with sulfonylureas Clinical
experience to date has shown that GLUCOTROL has an extremely low incidence of disulliram-like reactions
Endocrine Reactions: Cases of hyponatremia and the syndrome of inappropriate antidiuretic hormone (SIADH)
secretion have been reported with this and other sulfonylureas
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 ol therapy
OVERDOSAGE: Overdosage of sulfonylureas including GLUCOTROL can produce hypoglycemia If hypoglycemic
coma is diagnosed or suspected, the patient should be given a rapid intravenous injection ot concentrated
(50%) glucose solution This should be followed by a continuous infusion of a more dilute (10%) glucose solution at a
rate that will maintain Ihe 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 alter apparent clinical recovery Clearance ol GLUCOTROL
Irom plasma would be prolonged in persons with liver disease Because ol the extensive protein binding of
GLUCOTROL (glipizide). dialysis is unlikely to be ot benefit

DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen for the management ot diabetes mellitus with
GLUCOTROL; in general, it should be given approximately 30 minutes before a meal to achieve the greatest reduction
in postprandial hyperglycemia
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 adiuslments should ordinarily be in increments of 2 5-5 mg. as determined by
blood glucose response At least several days should elapse between titration steps
Mailmum 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 of 100; 10 mg tablet—Pfizer 412 (NDC10 mg 0049-4120-66)
Bottles of 100
CAUTION: Federal law prohibits dispensing without prescription.
More detailed professional information available on request.

A division of Pfizer Pharmaceuticals
New York. New York 10017

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 l-800-ADA-DISC

FIGHT SOME OF THE WORST DISEASES OF OUR TIME. A

Support the American Diabetes Association. M^

AMERICAN DIABETES ASSOCIATION

MISSING ISSUE
POLICY

Replacements for missing issues will be
sent free of charge provided we are
notified within two months of the issue
date for U.S. and Canadian subscribers/
members or within four months of the
issue date for all other foreign subscri-
bers/members.
To order back issues, please prepay in
U.S. funds drawn on a U.S. bank.

U.S.

$8.00

Diabetes and Diabetes Care
(Single copy price)

Foreign Foreign
Surface Mail Air Mail

$10.50 $14.00
Make check payable to:

American Diabetes Association
Back Issue Department
1660 Duke Street
Alexandria, VA 22314
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reliable blood glucose
monitoring
takes just
one touch.



R O

one TOUCH
SYSTEM

A revolutionary blood
glucose monitoring system

from LiieScan.

One Touch-
the first truly
simple system.

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

L Insert test strip.

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.

ORE TOUCH
SYSTEM



SimpJe
One Touch Testing
*" Easy procedure
'No wiping or blotting
r No user timing
rfte<results-.,5 seconds

The Complete One Touch1" System Includes:
One Touch Meter with Carry Case

One Touch Test Strips
Penlef'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 (YS1 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*

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

LiFEsenn

Mountain View, California 94043

100 200 300 400

Laboratory Method

Customer 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. 198" Printed in I'.S.A. 8/87 S.V200A



YES! Bring me up-to-date.
Please send me the new second edition Physician's Guide to Non-Insulin-
Dependent (Type II) Diabetes: Diagnosis and Treatment.

• I am a member of the ADA and want to take advantage of my
membership discount. My membership number is .
(appears on your DIABETES FORECAST label)
Nonmember Price $19.95 per copy Member Price $15.95 per copy

(PLUS $2.50 FOR SHIPPING AND HANDLING.)
Copies @ $ per copy + $2.50 (S&H) = $_

Name
Address.
City
State
Phone(

TOTAL

Zip.
HL02

Thank you. All checks or money orders must be paid in U.S. dollars, drawn on a U.S.
bank to the American Diabetes Association, Attn: Order Dept., 1660 Duke St.,
Alexandria, VA 22314. Add $2.50 to the book price for shipping and handling. Prices
are subject to change without notice. Allow 6 to 8 weeks for domestic delivery and
add appropriate time for foreign surface delivery.

More than
10 million
people with
type II
diabetes are
depending
on you.

Are you up-to-date?
With the rapid advances being

made in diabetes, it is essential
that you have the latest
source of information about
type II diabetes—to give your
patients the best care possible.
The American Diabetes Association
recognizes this need and has now
revised the popular Physician's
Guide to Non-Insulin Dependent
(Type II) Diabetes, to reflect impor-
tant new changes learned during
the past four years.

In this second edition, you will
find major changes in the sections
about:

• pathogenesis;
• management; and
• detection and treatment of

complications.
For example, there are new
guidelines for the control of lipid
and cholesterol levels and a presen-
tation of new approaches to diabetic
complications.

Take it from the
experts...

Marvin E. Levin, MD, a clinical
professor of medicine, Washington
University, and a practicing
diabetologist, remarks: "Here are
the very latest findings on this most
common type of diabetes including
an excellent and concise approach to
therapy."

It's the most practical, succinct,
readable, and easy-to-use guide that
you'll find for the diagnosis and
treatment of non-insulin-dependent
diabetes.

A American
Diabetes
Association.



Pathway to progress I



controlling the complications
~ of diabetes

Our international researchers first
brought beta blockade to the
medical community...then topped
that achievement with TENORMIN'
(atenolol), the world's leading
beta blocker.

The same expertise developed
NOLVADEX" (tamoxilen citrate),
the first antiestrogen therapy. It also
created HIBICLENS- (chlorhexidine
gluconate), the most widely used

hospital antiseptic/antimicrobial
skin cleanser. And it is contributing
major advances in anesthesiology
and the treatment of infectious
disease, across the United States
and abroad.

Now the world-renowned research
expertise of Stuart Pharmaceuticals
and ICI Pharma is tackling the
challenge of the complications of
diabetes.

Together, as companies of the
ICI Pharmaceuticals Group, we are
deeply committed to ongoing
clinical research in this vital field.
As with our past achievements, each
step of our exploration involves
thousands of research hours and is
aimed toward meeting your needs
and the needs of your patients.

Following this pathway, we look
forward to a day in which the
promise of this intensive effort be-
comes a clinical reality.

Committed to improving the
control of diabetic complications

STUART PHARMACEUTICALS
Division of ICI Americas Inc.
Wilmington. Delaware 19897

1cl\ ICI PHARMA
Division of ICI Americas Inc
WILMINGTON DELAWARE 19897 USA

1988 ICI Americas Inc



FINAL REPORT The Working Group on Hypertension in Diabetes:

CAPOTEN*(captopril tablets)
HRST-LINE THERAPY
FOR HYPERTENSIVE DIABETIC
PATIENTS*



Controls hypertension today
CAPOTEN controls blood pressure without altering insulin
secretion or complicating diabetes management.12

Offers potential long-term benefits
CAPOTEN does not deplete potassium or alter lipid levels.

THE

(captopril tablets)
DIFFERENCE

•CAPOTEN may be used as initial therapy only for patients with normal renal function in whom the risk of neutropenia/agranu-
locytosis 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. See INDICATIONS AND USAGE, CONTRAINDICATIONS,
WARNINGS, PRECAUTIONS, and ADVERSE REACTIONS in the brief summary on the adjacent page.
References:
1 The Working Group on Hypertension in Diabetes: Statement on Hypertension in Diabetes Mellitus: Final Report Arch Intern Med 147:830-842,1987
2. D'Angelo A, Sartori U Gambaro G, ct al: Captopril in the treatment of hypertension in type 1 and type II diabetic patients. Postgrad MedJ 62(suppl l):69-72,1986.



THE

CAPOTEN
\^t(captopril tablets)

DIFFERENCE
CAPOTEN"TABLETS
Captopril Tablets
INDICATIONS: Hypertension-CAPOTEN (captopril) is indicated tor 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
patienis with normal renal function, in whom ihe 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.

CONTRAINDICATIONS: CAPOTEN is contraindicated in patients who are hyper-
sensitive to this product.
WARNINGS: Neutropenia/Agranulocytosis — Neutropenia ( 1000/mm1) with my-
eloid hypoplasia has resulted from use of captopril. About half of the neutropenic pa-
tients 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 less than 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 ai least 1.6 mg/dL) but no collagen vascular disease, the risk
in clinical trials was about I per 500. Doses were relatively high in these patients, par-
ticularly in view of their diminished renal function. In patients with collagen vascular
diseases (e.g., systemic lupus erythematosus, scleroderma) and impaired renal func-
tion, 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 ncuiropenia, it has
occurred during the subsequent clinical experience. Of reported cases, about half had
scrum 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 mycloid hypoplasia and frequently accompanied by erythroid hypoplasia and de-
creased numbers oi megakaryocytes (e.g., hypoplastic bone marrow and pancytopenia);
anemia and thrombocytopenia were sometimes seen. Neuirophils 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 immunosuppressant therapy, or a combi-
nation 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
1 months, then periodically. In patients with collagen vascular disease or who are ex-
posed 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
ot 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 white cell counts without delay. Since discontinuation of captopril and other
drugs has generally led to prompt return of the white count to normal, upon confirma-
tion of neutropenia (neutrophil count 1000/mm') withdraw captopril and closely fol-
low the patient's course.

Protcinurta: Total urinary proteins 1 g per day were seen in about 0.7% of patients on
captopril. About °<0% 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 with captopril, patients with prior renal disease or those receiving
captopril at doses 150 mg per 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 the
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 asso-
ciated with arrhythmia or conduction defects. A starting dose of 6.25 or 12.5 mg tid may
minimize the hypotensivc 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 hyper-
tensive patients with renal disease, particularly those with severe renal artery stenosis,
have developed increases in BUN and serum crcatinine. 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 treatment. Less than 5% of

concern, for risk of decreased coronary perfusion, has been noted regarding vasodilator
treatment in patients with aortic stenosis due to decreased afterioad reduction. Surgery/
Anesthesia - If hypotension occurs during surgery or anesthesia, and is considered due
to the effects of captopril, it is correctable by volume expansion.
Drug Interactions: Hypotension - Patients on Diuretic Therapy - Precipitous reduction
of blood pressure may occasionally occur within the 1st hour after administration of the
initial of 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 I 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 es-
pecially important in supporting blood pressure in patients receiving captopril alone or
with diuretics. Bcta-adrenergic blocking drugs add some further antihypertensive effect
to captopril, but the overall response is less than additive. Therefore, use agents affect-
ing sympathetic activity (e.g., ganglionic blocking agents oradrenergic 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 substi-
tutes with caution.

Inhibitors of Endogenous Prostaglandin Synthesis — Indomethacin and other nonsteroidal
anti-inflammatory agents may reduce the antihypertensive effect of captopril, especially
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 arc no adequate and well-controlled studies in preg-
nant women. Embryocidal effects and craniofacial malformations were observed in rab-
bits. 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. CAPOTEN
(captopril) should be used in children only if other measures for controlling blood pres-
sure have not been effective.
ADVERSE REACTIONS: Reported incidences are based on clinical trials involving
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 — Neutropcnia/agranulocytosis has 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 membranes
of the mouth, or of the extremities in about 1 of 1000 patients — reversible on discontin-
uance of captopril therapy. One case of laryngeal edema has been 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 —Approximately 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, paresthesias reported in about 0.5 to 2% of patients but did not appear at in-
creased 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
hypertension patients. In instances of rapid reduction of longstanding or severely ele-
vated blood pressure, the glomerular filtration rate may decrease transiently, also resulting
in transient rises in scrum 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. Captoprii 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 package 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, and 50 mg in bottles of 100 and
1000; 100 mg in bottles of 100; and in UNIMATIC* unit-dose packs of 100 tablets.

(J3-658K)

© 1988 E R. Squibb & Sons, Inc., Princeton NJ 528-504 Issued: May 1988



Unequalled injection comfort delivers
unequalled patient compliance. - ^

delivers.
B-D MICRO-FINE" in is the thinnest, finest, sharpest needle

ever made—for unequalled injection comfort.

The result is unequalled patient compliance with your insulin-
administration instructions. No wonder physicians, nurses and
hospitals use B-D syringes more than all other brands combined. Your patients will lind a money-back guarantee on every

box ol B-D syringes It is our assurance to them ol receiving
the most comfortable miections they ve ever had

frO WCNOFME m PUtSTmtKandLO-DOSEanHdamaiuolBKUinclormmConvm tVAMtt TUV I'KBF~



Amazingly Enoughjhis
Blood Glucose Meter's
Biggest Breakthrough

IsntSize.



Presenting the Exadech™
Blood Glucose Meter.

It's accurate because it's less dependent on user
technique.

Technique-dependent steps like wiping, blotting,
timing and cleaning have
been eliminated. In fact,
because this meter is so easy
to use, patients are inclined
to test themselves regularly.

They simply insert a test
strip into the meter, put a
small drop of blood on the
target area and press the button. Results appear on
the display in just 30 seconds.

It's all due to our exclusive system. One part is

the ExacTech Meter, which determines blood
glucose levels through a unique electronic
measuring method. The other is the Exaciechiest
Strip, which has a small, hydrophilic target area
that attracts blood.

At last, there's been a breakthrough in meter
technology. Recommend it to your patients. Call
1-800-527-3339, ext. 700, for more information, or
write Baxter Healthcare Corporation, Physician
Diagnostics Division, Attn: Exaciech, 1415 Lake
Cook Road, PO. Box 852, Deerfield, Illinois
60015-0852.

We're committed
to helping people
with diabetes
live better lives.



Be sure

to get
your copy

of the
ADA

Scientific
Sessions
Program.

diabetes
PROGRAM

48H Annual Meeting

This Year's Program Contains:
• 967 Abstracts and Author Index

• General Information about the Meeting

• Award Winners

• Programs of the Councils of the Professional

Section

• A List of the Exhibitors & Products Featured

Please note:
You will automatically receive the program if you
are:

1. A Professional Section Member who receives
Diabetes as part of your membership

2. A Diabetes Subscriber
3. A registered attendee of the ADA Annual

Meeting & Scientific Sessions

If you are not in any of the categories above, you may
purchase ADA's 48th Annual Meeting & Scientific Sessions
Program for only $10 (plus $2.50 for shipping and
handling.)

PROGRAM ORDER FORM

Yes! Please send me. . copies of ADA'S 48th Annual
Meeting & Scientific Sessions Program. My $ .
check or money order is enclosed (programs are $10.00
each plus $2.50 shipping and handling!)

Name.
Address.

City _
State. .Z ip .

HL01

Send your order to:

American Diabetes Association
1970 Chain Bridge Road
McLean, VA 22109-0592

Thank you. Make checks or money orders payable to the American Diabetes
Association. All payments must be in U.S. Dollars, drawn on a U.S. Bank. Prices
are subject to change without notice. Allow 6-8 weeks tor domestic delivery and
add appropriate time for foreign surface delivery.

CLASSIFIED
ADVERTISING

Diabetes Care Classified Ad rates are:

V* Page $350
(for non-ADA members, $475)

Vfe Page $175
(for non-ADA members, $235)

All advertising must be prepaid
with order.

All advertisements will be
typeset uniformly.

The closing date for space in
Diabetes Care is: the 25th of the 2nd

month preceding month of issue
(November 25 for the January issue).

Circulation: 11.500 Paid

For information on classified
advertising in Diabetes and

Diabetes Spectrum; and Copy and
Contract Policies, contact:

Peggy B. Donovan
American Diabetes Association

1660 Duke Street
Alexandria. VA 22314

(800) 232-3472 ext. 312 or in Virginia
and the Washington, DC area dial

(703) 549-1500.



First hundreds-

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]

Lilly Leadership
IX U I A B t I F S C A K L

For your insulin-using patients 9 1987, ELI LILLY AND COMPANY HI 2901 T

Eli Lilly and Company
Indianapolis, Indiana
46285



r Medi-Jector £ Z
Advanced needle-free
insulin injection system

New size
, n easy to hold

New slimline design
• easy to use at all sites

New simplified operation
• easy to learn and use

New light weight o.
D easy to carry

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

ital do
• easy to understand

Ounces

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

Life just got a little easier

11987. Derate Corporation. P5/87

DER^TA
CORPORATION

6701 Parkway Circle. Suite 100
Minneapolis, MINI 55430



RIGHT IN YOUR HOTEL ROOM
6AM-9AM (VIA CLOSED CIRCUIT TELEVISION)

ADA Scientific News
Speaker Interviews
Updates

National Headlines
Guest Program
Local Weather

Sunday, June 12 Monday, June 13 Tuesday, June 14

FEATURED AT:

• Hilton Riverside & Towers • Radisson Suite Hotel
• Marriott • Hotel Meridien • Doubletree Hotel

• Holiday Inn Crowne Plaza

Produced under an educational grant from

rfci) ICI Pharmaceuticals Group

ICI Pharma
Stuart Pharmaceuticals

A American
Diabetes
Association., Inc.

Divisions oi >O Americas Ircc
Wilmington Delaware 1989?
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Available
FREE:
Diabetes '88
Receive 10 FREE copies of EVERY
ISSUE of Diabetes '88, ADA's
quarterly patient newsletter*. Each
12-page issue is filled with basic
information on living with dia-
betes, including tips on diet, exer-
cise, and diabetes management.

ADA General
Membership Pad
Tell your patients about the benefits
of joining the American Diabetes
Association with a page from our
50-sheet Membership Pad.

The above items are FREE and
available now. Complete the form
and mail it today to receive
your FREE ADA information.

"NOTE: Dialxies HH i> a\ailable to people
living in the I V only.

Return to: American Diabetes Association
DlAHKTl-S "8H
P.O. Box 20SS
Harlan, IA

FREE ADA
Information
for You
and Your
Patients

The American Diabetes Association wants you to
know about the FREE materials available to you, your

patients, their families—everyone that you encounter
who needs information and advice on diabetes.

Choose the FREE issues of Diabetes '88 or the FREE
Membership Pad—or choose both. Help your patients to
receive the important information they need with Diabetes
'88, and to enjoy the benefits of membership in the
American Diabetes Association with the General Membership
Pad. (ieneral Membership benefits include:

• One-year subscription to Diabetes Forecast (12 issues),
the big, colorful members' magazine filled with in-depth
articles on diabetes management, research, celebrities and
everyday heroes who don't let diabetes stand in the way
of personal achievement, and much more.

• Membership in a nearby ADA Affiliate. Local ADA Affiliates
provide lectures, workshops, counseling, summer camps
and other services not available anywhere else—and the
chance to meet other people with diabetes.

• Mailed newsletter from the ADA Affiliate listing diabetes-
related events and educational programs in the area.

• A vote in the Association's local elections.
Please fill out the form below and return it to the
ADA—today!

YES! I want my patients to receive the FREK information and the
benefits of the American Diabetes Association. Please send me:

FREE copies of each issue of Diabetes '88. (10 or more copies
of each issue are available FREE. Please indicate your need.)
FREE S()-sheet Membership Pad.
(i only) 4 American

Diabetes
AssociationA

Name

Organization.

Address

Citv .State.
JKOC



recall
average
delete?

seconds
mg/dL
low battery

on/mode/off action start test
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t PUSH HERE and make

your blood glucose readings
a memory.
If you've got diabetes, you've got enough to
remember already. The Glucometer® [I Blood
Glucose Meter with Memory can help ease your
mind because it lets you take blood glucose read-
ings when you have to. And record the results in
your diary when you want to.

The Glucometer II with Memory stores up to 26
blood glucose readings and recalls them at the
touch of a button. It even calculates the averages
of the results it stores, so you can more easily
monitor your progress.

he Glucometer II with Memory is part of a com-
plete system of diabetes management that includes
Glucostix* Reagent Strips for convenient use with
the meter itself or for visually reading your blood
' lucose levels. Ketostix® Reagent Strips are also
available for monitoring urine to detect ketonuria.
bllowing through on all the elements of your treat-

ment is important in ensuring proper control of
your condition.

Make your worries about tracking blood glucose.
readings a memory. Ask your diabetes profes-'

sional or pharmacist for addi-
tional information about the
Glucometer II with Memory.
Or write us to learn more. ,

Division IVIII-I

\

Ames Division, Miles Laboratories," Inc.
P.O. Box 7O,£lkhart, Indiana 46515

boratories, fhc. &I50215



The First Premixed
Human Insulin

Novolirf 70/30
70% NPH Human Insulin Isophane

^ Suspension & 30% Regular Human
Insulin Injection (semi-synthetic)
A stable mixture that combines

rapid onset with sustained
^ duration in one vial

The benefits of a i
mixed insulin
regimen without
the inconvenience

Advantages for
your patient
G Ease of use-for me
patient currently mixing a 70/30 ratio
of NPH & Regular (the most frequently
prescribed ratio')

D Convenience totdiy
eliminating the steps of mixing insulin

[ I ACCUraCy—eliminates risk
of patient mixing error

n E C O n O m y —at no extra cost
to patient

I Physicians surveyed. American DiaDetes Association
Annual Meeting. 1986. Anaheim. Calif
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