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In non-insulin-dependent diabetes

BREAKFAST-TO-BREAKFAST
CONTROL...One dose a day.

Upjohn

© 1988 The Upjohn Company
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24-hour glycemic control can begin
at the breakfast table.
When diet and exercise aren't enough, once-a-day MICRONASE provides 24-hour
control of both postprandial and fasting blood glucose levels. The usual starting
dosage, 2.5 mg to 5 mg once a day, should be taken with breakfast or the first
main meal of the day. Some patients, particularly those receiving more than 10 mg
daily, may have a more satisfactory response with twice-a-day dosage.

All sulfonylureas, including MICRONASE, can cause severe hypoglycemia. Proper
patient selection, dosage, and instructions are important.

Micronase
Tablets (glyburide) Usual starting dosage

2.5 mg-5 mg once a day

Please see adjacent page for brief summary of prescribing information.



Micronase
Tablets (glyburide)

Usual starting dosage
2.5 mg-5 mg once a day

CONTRAINDICATIONS: MICRONASE Tablets are contraindicated in patients with: 1. Known hypersensitivity
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 ot glucose-lowering drugs in preventing or delaying vascular complications
in patients with noninsulin-dependent diabetes. The study involved 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 ol cardiovascular mortality approximately 2Vi times that of patients treated with diet
alone. A significant increase in total mortality was not observed, but the use of tolbutamide was discon-
tinued 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 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 hypoglycemic drugs in this
class, in view ol 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 hypoglycemic reactions. Elderly, debilitated or mal-
nourished 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. Mypoglycemia 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 adiustment 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
advantages 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 predis-
pose to its development should be explained to patients and responsible family members. Primary and sec-
ondary 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, sulfon-
amides, chloramphenicol, probenecid, coumanns, 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 thia-
zides and other diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives,
phenytoin, nicotinic acid, sympathomimetics. calcium channel blocking drugs, and isoniazid.
A potential interaction between oral miconazole and oral hypoglycemic agents leading to severe hypogly-
cemia has been reported.

Carcinogenesis, Mutagenesis, and Impairment of Fertility: Studies in rats at doses up to 300 mg/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 con-
trolled studies in pregnant women. This drug should be used during pregnancy 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 Reac-
tions: Cholestatic |aundice and hepatitis may occur rarely: MICRONASE Tablets should be discontinued if
this occurs. Gastrointestinal disturbances (nausea, epigastric fullness, and heartburn) occurred in 1.8% of
patients during clinical trials. They were the most commonly reported adverse reactions. They tend to be
dose related and may disappear when dosage is reduced. Liver function abnormalities have been reported.
Dermatologic Reactions: Allergic skin reactions, e.g., pruritus, erythema, urticaria, and morbilliform or
maculopapular eruptions occurred in 1.5% of patients during trials. These may be transient and may disap-
pear despite continued use of MICRONASE: if skin reactions persist, the drug should be discontinued. Por-
phyria cutanea tarda and photosensitivity reactions have been reported with sulfonylureas. Hematologic
Reactions: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia, and pan-
cytopema 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. Cases of hyponatremia have been
reported with glyburide and all other sulfonylureas, most often in patients who are on other medications or
have medical conditions known to cause hyponatremia or increase release of antidiuretic hormone. (SIADH)
secretion has been reported with certain other sulfonylureas, and it has been suggested that these sulfon-
ylureas may augment the peripheral (antidiuretic) action of ADH and/or increase release of ADH.
OVERDOSAGE: Overdosage of sulfonylureas. including MICRONASE Tablets, can produce hypoglycemia. If
hypoglycemic coma is diagnosed or suspected, the patient should be given a rapid intravenous injection of
concentrated (50%) glucose solution. This should be followed by a continuous infusion of a more dilute
(10%) glucose solution at a rate which will maintain the blood glucose at a level above 100 mg/dL. Patients
should be closely monitored for a minimum of 24 to 48 hours, since hypoglycemia may recur after apparent
clinical recovery.

Maximum Dose: Daily doses of more than 20 mg are not recommended.

Dosage Interval: Once-a-day therapy is usually satisfactory. Some patients, particularly those receiving more
than 10 mg daily, may have a more satisfactory response with twice-a-day dosage.
Specific Patient Populations: MICRONASE is not recommended for use in pregnancy or for use in children.
In elderly patients, debilitated or malnourished patients, and patients with impaired renal or hepatic function,
the initial and maintenance dosing should be conservative to avoid hypoglycemic reactions. (See Precau-
tions Section).
For additional product information see your Upjohn representative.

THE UPJOHN COMPANY. Kalamazoo. Ml 49001
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In Diabetes- Control Means Quality of Life
Poor control of blood glucose has been associ-
ated with complications and malaise that detract
from the quality of life. While this is true for all
diabetics, it seems to often be forgotten when
managing NIDDM.
Random blood glucose testing often does not
provide significant new information to detect
possible physical damage caused by poor
control.
A periodic glycated hemoglobin assay, however,
provides you with a retrospective view of average
blood glucose levels over the previous four to
eight weeks. With that information, you can
modify or change the treatment and reinforce
adherence to diet and exercise.
Glycated hemoglobin values are something both
you and your patients can understand.

Glyc-Affin GHb—
The True Value Affinity Assay
Because glycated hemoglobin results are so
important, it is essential that the assay used
provide true values time after time.

Glyc-Affin GHb provides:
• accurate measurements of total glycated

hemoglobin, not just HbA, or HbAlc

D results unaffected by hemoglobin variants
D results unaffected by any temperature variation

between 18°C and 35°C

Glyc-Affin GHb—
The True Value Clinical Advantage
Metabolic changes are detected sooner with
Glyc-Affin GHb than with other assays, and
they are more pronounced than HbA, or HbAlc

values. That's a clinical advantage for you and
often a psychological boost for the patient, since
they see progress sooner. It also provides an
early warning system for lessening of control.

GLYC-AFHNGHb
The True Value
Affinity Assay for
Glycated Hemoglobin
worth specifying
worth doing four times per year. . .
because control is that important

MISOLABnc
INNOVATIVE

U BIOCHEMICAL
METHODOIOGY

Drawer 435O Akron, Ohio USA 44321
TELEX 98-6475 • TELEFAX 216-825-8520

For more
information, call:
800-321-9632
(toll-free)

216-825-4525
(collect, in Ohio)



The immune system plays an important role in the pathogenesis of insulin-de-
pendent diabetes mellitus (IDDM). Immunologic markers, reflecting the auto-
immune destruction of pancreatic (3-cells, are detectable in people at high risk
for developing IDDM in the near future. Rabinowe et al. (p. 1) report finding
antibodies to sympathetic ganglia in a high proportion of IDDM subjects, which
suggests that at least one of the complications of diabetes, autonomic neuropathy,
may have an autoimmune basis. Whether such antibodies can be used to identify
diabetic subjects at high risk for developing autonomic neuropathy is an impor-
tant area for future research.

As if pattern baldness, the draft, and a statistically shorter life span were not
enough, maleness itself may be a risk factor for worsening diabetes mellitus.
Kobayashi et al. (p. 7) report that progressive loss of insulin secretion is more
likely to occur in men than women. In a longitudinal study of 2858 non-insulin-
dependent diabetic (NIDDM) individuals spanning 48 mo, islet cell antibody-
positive men were more likely to become insulin dependent than women. The
difference could not be explained by the titer of islet cell antibody or HLA tissue
type, giving weight to the speculation that sex may play a role in the progression
of this disease.

Which comes first? Is psychomotor performance impaired by hypoglycemia or
r® L o w B l o o d s o m e ^acto r a s s o c i a t ed with the onset of hypoglycemic symptoms? Stevens et al.
'* (p. 12) administered psychometric tests and a questionnaire assessing hypogly-
COSe ®lf^ cemic symptoms to 12 healthy subjects at either normal or slightly lowered glu-

cose levels. Although fine motor performance, memory, and information pro-
cessing were diminished during mild hypoglycemia, these impairments were not
observed before the onset of warning symptoms and hormonal counterregulation.

The family of a diabetic child may bear an unusually heavy stress load. How
much stress exists and how it affects the child are unknown. Hauenstein et al.
(p. 18) measured the perceived level of stress in mothers of diabetic children and
assessed its relationship to glycemic control. The authors quantitated difficulties
in parent-child relationships and compared the results with an age-matched con-
trol group. Mothers of diabetic children had more negative feelings about their
offspring and more frequently perceived themselves as less competent and more
isolated from receiving spousal support than did mothers of healthy children.
Although stress levels were generally higher in mothers of diabetic children, there
was no clear relationship to glycemic control.

The role of sugar in the diet of individuals with diabetes is unclear and contro-
versial. This issue of Diabetes Care (p. 47) includes a symposium dealing with
caloric sweeteners and various old and new noncaloric substitutes. The article
addresses many important questions. What, for example, is the role of fructose
as a sweetener in the diabetic diet? How much and what type of sweeteners can
be ingested safely? Should the ban on cyclamates be continued? What other
options are available? Is there any truth in the rumors about health hazards re-
garding aspartame? The answers are timely and important.

DIABETES CARE, VOL. 12, NO. 1, JANUARY 1989



With One Touch, simplicity and
With its breakthrough technology, the One Touch
System dramatically simplifies blood glucose
self-monitoring for your patients with diabetes.
The One Touch procedure eliminates three major
demands on the user: starting the test, timing the
test and removing the blood.

1. Insert
test strip

3. Apply
sample

Patients rated One Touch
simplest to use
one TOUCH

Product X

Product Y

Product Z

1.2

2.2

27 |

3.01

Mean scores of blood glucose monitoring systems rated by 45 patients
with diabetes, using a 7-point scale. A score of 1 indicates strong
agreement with the statement "Easy to do." A score of 7 indicates
strong disagreement.

No timing. No wiping. No blotting.
Results in 45 seconds.

© LifeScan Inc. 1988



accuracy go hand in hand.
Unsurpassed accuracy in
the hands of patients1

one TOUCH

Product X 82%

Product Z 81%

ProductY

Blood glucose readings obtained by patients using blood glucose meters
were compared to readings obtained by a technician using a laboratory
reference standard. Figures indicate the percentage of patient readings
within 15% of reference standard.

l.Jovanovic-Peterson L, Peterson CM, Dudley JD, Kilo C, Ellis B: Identify-
ing sources of error in self-monitoring of blood glucose. Diabetes Care
1988;! 1(10)791-794.

The One Touch System helps patients achieve
greater accuracy because test results are virtually
technique-independent. When you recommend
the One Touch System, you put simpler, more
accurate monitoring within your patients' grasp.

For a One Touch System demonstration and a
complete review of clinical data, contact your
IifeScan Professional Representative. For the
name of your representative, call toll-free:
1 800 227-8862.

one TOUCH
BLOOD GLUCOSE MONITORING SYSTEM

UFEsenn INC

Mountain View, California 94043



Leading the way in biodiagnostics

Which test

. . . monitors a clinically significant
timef rame and can provide results
while your diabetic patient waits?
RoTAG™ is a rapid, "time-averaged
glucose" test, which measures
fructosamine (glycated proteins).
It provides rapid access to average
glucose levels over the preceding
1-3 weeks, making it especially
useful in monitoring Type I,
Type II and gestational diabetes.

More sensitive to changes in dia-
betes control than the 6-8 week
reflection of glycated hemoglobin
Easily automated with results
in just minutes
Convenient routine monitoring
from random samples with ready-
to-use reagents

RoTAG Fructosamine Assay helps
reduce the risk of diabetes com-
plications with rapidly available,
clinically significant information.
For additional information, call
1-800-526-1247, or write Roche
Diagnostic Systems.

RoTAG
FRUCTOSAMINE ASSAY

Roche Diagnostic Systems
t iHffl i# a subsidiary of Hoffmann-La Roche Inc.Roche Diagnostic Systems, Inc.

One Sunset Avenue
Montclair, New Jersey 07042-5199
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PIECE OF MINK
How the meter with memory helps ease Jhe concerns

with your blood
iations.

it stores 26 readings
too) so that patients can

i when they have time. Patients
\ because they need not worry about

i readings the meter remembers.

leaving ilfeTr meters at home.
GLUCOMETERII with Memory uses GLUCOSTDC*
Reagent Strips, which patients can use to make
visual readings when the meter's out of sight

Help ease the concerns that make self blood
glucose monitoring a challenge. A piece of mind
from the GLUCOMETER II with Memory can mean
peace of mind for your patients. And for you.

The GLUCOMETER9IIBlood Glucose Meter with Memory.
The meter with a mind of its own.

Miles Inc.
Diagnostics)

MILES Elkhart.lN.



Howdoypusolvea
problem lite Maria?

Your overweight patients can become quite a problem. As a physician, you
know all too well that their obesity can lead to kidney problems, heart disease,
diabetes, and more. Problems that can probably be avoided if they would only
lose weight. But no matter how hard they try, they can't seem to. They become
frustrated. And so do you. If you could only help them lose, you could also help
them avoid these graver conditions.

Fortunately there's NUTRILINK™. The comprehensive weight-reduction
program that works. For patient...and physician.

With NUTRILINK, your patients can finally lose weight safely. Because the
entire program is under your supervision. And they'll lose weight successfully.
Because NUTRILINK uses superior-tasting nutritional products, Nutrimed™ and
Biomed™, to help them lose. And NUTRILINK uses behavior modification meth-
ods to help them keep weight off.

Physicians benefit because NUTRILINK completely supports their practice
with a turnkey operation —from comprehensive program manuals, computer
software and a library of instructional patient videos, to staff training and on-
going support. We also provide the marketing materials to help you develop
and expand your patient base.

For more information about how
you can help solve the weight problems
of your patients—and at the same time
help build your practice—contact
NUTRILINK at (609) 778-9200 in
New Jersey. Outside New Jersey, call
800-222-9201. Or write: NUTRILINK,
821 East Gate Drive, Mount Laurel,
New Jersey 08054.



The ultimate in inject
promises the ultimate
patient compliance.

The B-D MICRO-FINE "32 is so sharp, so superbly lubricated,
no other needle even comes close for comfort.

The ultimate in comfort leads to the ultimate in patient
compliance with your insulin injection instructions. One more
reason physicians, nurses and hospitals use B-D syringes more
than any other brand.

B-D. MICRO-FINE IV. PLASTIPAK a m LO-DOSE ate IraOemaiKs <* BocKxi Dickinson and Company
BETTERL
UlAUt itS VAHt

We back up our comfort promise to your patients with a
money-back guarantee on every box ol B-D syringes It's
our way of assuring them they will receive the ultimate in
injection comfort.



Increasing the risk of
Peripheral Arterial Disease

Diabetes
stacks the odds

microdFculatory
flow
In diabetes, atherosclerotic changes occur above and
below the knee, often involving smaller vessels and
multisegmental occlusions.1 Diabetes has also been
associated with decreased red cell flexibility, and
increasing fibrinogen levels, platelet aggregation and
platelet adherence, factors which predispose patients
to peripheral arterial disease.'

Duration of Diabetes
10 years
20 years

Incidence of PAD
15%
45%

© 1988 by Hoechst-Roussel Pharmaceuticals Incorporated



Trental
improves

microdrculatory
and lifestyle for many
diabetics with RAD
Trentar (pentoxifylline) increases red cell flexibility2

while decreasing elevated plasma fibrinogen
levels,3 aggregation of platelets4 and red cells.5 The
resulting increase in microcirculatory flow enhances
tissue perfusion and oxygenation.6

With Trental, patients experience significant
improvement in pain-free walking distance, par-
esthesia, skin temperature and subjective overall
response.7

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

Trental
« 400 mg Tablets

(pentoxifylline)
The only proven-effective agent for intermittent claudication,
a symptom of peripheral arterial disease

Please see references and brief summary of prescribing information on following page

Trental can improve function and symptoms, but is not intended to replace more
definitive therapy, such as surgery
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Trental® (pentoxifylline) Tablets, 400 mg
A brief summary of the Prescribing Information follows.
INDICATIONS AND USAGE:
"[rental* (pentoxifylline) is indicated for the treatment of patients with intermittent
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 exhib-
ited intolerance to this product or methylxantnines such as caffeine, theophyl-
line, 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 con-
current coronary artery and cerebrovascular diseases, but there have been occa-
sional 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 hemogjobin. 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 pres-
sure monitoring is recommended for patients receiving concomitant antihyper-
tensive therapy. If indicated, dosage of the antihypertensive agents should be
reduced.
Carcinogenesis, Mutagenesis and Impairment of Fertility: Long-term studies
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 mar-
ginal 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 considered

drug related, as well as the numbers of patients who received controlled-release
Trental* (pentoxifylline) tablets, immediate-release Trental* (pentoxifylline) cap-
sules, 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 cap-
sule 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
Ag itation/Ner vousness
Dizziness
Drowsiness
Headache
Insomnia
Tremor
Blurred Vision

Controlted-Release
Tablets

Commercially
Available

Irental®
(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

Used only for
Controlled Clinical Trials

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 nave 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, urticaria, angioedema.
Special Senses-blurred vision, conjunctivitis, earache, scotoma.
Miscellaneous-bad taste, excessive salivation, leukopenia, malaise, sore
throat/swollen neck glands, weight change.

A few rare events have Deen reported spontaneously worldwide since marketing
in 1972. Although they occurred under circumstances in which a causal relation-
ship with pentoxifylline could not be established, they are listed to serve as infor-
mation for physicians: Cardiovascular—angina, arrhythmia, tachycardia;
Digestive-hepatitis, jaundice, increased liver enzymes; and Hemicand Lymphatic
-decreased serum fibrinogen, pancytopenia, aplastic anemia, purpura, thrombo-
cytopenia.
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. Edition 2/88
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Help your patients take a step toward early
detection and treatment of RA.D....

Send away today or ask your Hoechst-Roussel
representative for your free supply of our patient
education booklet, "Step Lively'!
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DIASCM-S
Accurate blood glucose readings

Even il you're all...

When it comes to self-testing for
blood sugar levels, diabetic patients
can be their own worst enemy.

That's why there's Diascan-S.
The best friend a self-monitoring
diabetic can have.

Easy to learn. Even easier to
use. In a matter of seconds, the
precision-built Diascan-S Sure-
Read System delivers accurate
blood glucose readings comparable
to those obtained in a clinical labo-
ratory.

But that's not all.
The Diascan-S is also very forgiv-

ing. So highly accurate readings are
assured, even when test conditions
are less than ideal.

And it's extremely user-friendly.
With Diascan-S, there's never a
need to fuss with bothersome test
requirements like "a perfect hang-
ing drop of blood." Or fret about
special blotting papers. Or worry
that the test strip isn't in the meter
just right.

Diascan is a trademark of Home Diagnostics Inc.

Yes, even for people who are
all thumbs, totally reliable blood
glucose readings are a snap with
Diascan-S.

For more information on the
Diascan-S Sure-Read System, con-
tact your local Diabetes Training
Center or call Home Diagnostics
at 1-800-DIASCAN (in New Jersey
and outside the USA please call
(201) 542-7788). Discover for your-
self why people with diabetes and
health care professionals across the
country recommend Diascan-S.

Hands down.

HDI • Home Diagnostics, Inc.
The Innovative Name in Diabetes Management

6 Industrial Way West, Eatontown, NJ 07724



Once theytry it,
your patients will
never go back to
insulin syringes sjgain.

wovollnPen DIAL-A-DOSE
INSULIN DELIVERY
SYSTEM

lNovollnhv,

\ ^ " '

A multi-dose PenFill® cartridge
slips in for several days'
dosage of insulin

No syringes, no vials: It's no longer necessary to
carry syringes or vials with NovolinPenTM. Your patients
simply load a multiple-dose PenFill® cartridge containing
150 units of Novolin® Human Insulin (semi-synthetic)
and, before each injection, attach a new PenNeedle™
disposable needle. NovolinPenTM is now ready for use.

Available in:

NoVOlin® N PenFill® NPH Human Insulin Isophane Suspension
(semi-synthetic)

NOVOlin® R PenFill® Regular Human Insulin Injection (semi-
synthetic)

Premixed NOVOlin® 70/30 PenFUl® 70% NPH Human Insulin
Isophane Suspension & 30% Regular Human Insulin Injection (semi-
synthetic)

NovolinPea., PenFills, PenNeedle., and Novolin., are trademarks of Novo Industri A/S.

Dial-A-Dose delivery lets a
patient select 2 to 36 units and

inject the right dose... every time

No measuring, no mixing: Variations in dosage
accuracy that could be affected by poor vision, impaired
motor skills, or carelessness are virtually eliminated.
NovolinPen™, with Novolin® 70/30 PenFill® cartridge,
eliminates the need to mix NPH and Regular Insulin.
Individual technique is no longer a factor.

For more information, call 1-800-727-6500.

NovolinPen.
Dial-A-Dose Insulin Delivery System

The freedom to live with

no syringes and no vials

SQUIBB The diabetes care specialists
NOVO®
I ^ W T W © 1988Squibb-Novo,Inc. 268-806 May 1988




