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Children and
Hypogiycemia:
Assessing Risk

Conventional wisdom and common sense suggest that the greater the effort to normalize
blood glucose levels in insulin-dependent diabetes mellitus (IDDM) patients, the higher
the risk of severe hypogiycemia. Indeed, several studies support the contention that fre-
quency of symptomatic hypogiycemia correlates indirectly with glycosylated hemoglobin
(HbA,) but directly with insulin dose. Bergada et al. (p. 239) studied 350 children with
IDDM for 1 yr. During that time, 24 had at least one severe hypoglycemic reaction. As
expected, insulin dose was greater in hypoglycemic children than in asymptomatic co-
horts, although HbA, was not different. Recent diagnosis of IDDM and history of previous
hypogiycemia were both associated with increased risk for subsequent occurrences. Al-
though many episodes were after exercise or missed meals, the data suggest two other
possible causes: some patients may be inherently prone to severely low blood glucose
levels, whereas hypogiycemia itself may predispose patients to recurrent episodes.

Things That Go Low
in the Night

Although we have been aware that many diabetic patients experience wide swings in
blood glucose overnight and early in the morning, the connection between these fluctua-
tions and their effect on daytime glycemia remains cloudy. Stephenson and Schernthaner
(p. 245) examined dawn phenomenon and Somogyi effect in 231 blood glucose profiles
from 97 patients with insulin-dependent diabetes mellitus. Although nighttime blood glu-
cose levels below 60 mg/dl occurred in 25% of profiles, glucose levels the next day were
lower when compared with profiles showing no nocturnal hypogiycemia. However, a rise
in blood glucose between 0300 and 0600 did correlate to higher levels during the day;
conversion from conventional twice-daily mixed insulin injections to basal-bolus insulin
therapy achieved a modest reduction in the frequency and magnitude of these early-
morning rises.

Another Pill
for Diabetes?

Tissue resistance to insulin is the major identifiable defect in non-insulin-dependent dia-
betes mellitus (NIDDM). Numerous treatments, including diet-induced weight loss, ex-
ercise, and sulfonylurea drugs, can partially overcome this resistance and improve diabetic
control. However, life-style modifications may have only limited long-term success, and
therefore drug therapy is often required for suboptimally controlled NIDDM subjects.
Pestell et al. (p. 252) report that fenfluramine, a sympathomimetic agent initially used to
treat obesity, directly affects tissue sensitivity to insulin. Perhaps this or related compounds
could be used to attack the obesity-induced insulin resistance-NIDDM puzzle at more
than one locus, although further long-term studies elucidating interaction of the sympa-
thetic nervous system with insulin action are clearly needed.

Magnesium and
Insulin Sensitivity
In the Elderly

Low plasma magnesium concentrations are common in people with diabetes. What is the
effect of raising magnesium levels in these patients? Paolisso et al. (p. 265) studied insulin
response and insulin action in eight elderly non-insulin-dependent diabetic subjects re-
ceiving 2 g magnesium supplement/day. The supplement effectively raised magnesium
levels in erythrocytes. After 4 wk, this increase was associated with improved early insulin
response to an intravenous challenge and with a 24% increase in insulin action as mea-
sured by glucose clamps. Clearly, magnesium intake affects early insulin response and
insulin action. These results should provoke further exploration into how magnesium
achieves these effects and what dietary recommendations may be indicated.

Neuropathy:
Doctor Versus Doctor
Versus Technology

The clinical management of diabetic peripheral neuropathy is seriously hampered by the
absence of reliable tools to detect it and follow its course. Maser et al. (p. 270) investigate
whether we can depend on the most important tool, clinical judgment. Independent
assessments of neuropathy among 100 insulin-dependent diabetes mellitus patients were
made by an internist, a neurologist, and by quantitative sensory-threshold testing for vi-
bratory and pinprick sensations. Interobserver agreement concerning symptoms and var-
ious signs of damaged sensory nerves varied from fair to unimpressive. Threshold testing,
on the other hand, doubled the clinically apparent prevalence of sensory neuropathy.
However, it is premature to retire the tuning fork and hammer. The clinical relevance of
quantitative sensory-threshold testing must be established by long-term follow-up.
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patients can read the
scale more easily.
This, in turn, provides
greater dosage
accuracy -a signifi-
cant improvement.

The unique; B-l)
3 10 cc syringe comes

RTnl INSULINlElSJ SYRINGE
I INSULIN
I SYRINGE

FOR I

MICRO-F
MEEOLE
The Ultimate In Inaction Conrtort

"%• One* and DHtrn

- u u L'2-02.7n«rtNEL.u.Lu

B-D. AND MICRO-FINES are trademarks of Becton Dickinson and Company BETTER
DIABETES CARE



Leading the way in biodiagnostics

Which lest...

. . . 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
• J f f l » a subsidiary of Hoffmann-La Roche Inc.Roche Diagnostic Systems. Inc

One Sunset Avenue
Montclair, New Jersey 07042-5199



In Type II diabetes... ' -

• Glucotrol starts

controlling blood

sugar in minutes12

• Choice brand of

endocrinologists3

• Once-daily dosing

Please see brief summary
of GLUCOTROL* (gltpizide)
prescribing information
on next page.

CglipizideD 5-mg and 1Omg
Scored lablets

£ 1989. Pfizer Inc.

When diet alone fails in non-insulin-dependent diabetes mellitus
As with all sulfonylureas, bypoglycemia may occur.



As fast as
blood sugar spillsl
Glucotrol
spells...

tolerances: 1. Goebel R Leo G Effects of glybunde and glipwde on levels ol immunoreactive insulin and blood
sugar in Glipwde AWottdwideRemn Princeton, W, bcerpta Medica. 1984 pp 9 15 Z.Melantf* A. W&hlin-BollE
Clinical pharmacology of glipizide AmIMed 198375 814 3. Medical MaAetmg Conference Aa;:d abet>r f , v ^ ,
Study V tabular Summary West Orange NJ Market features Inc November 198/-i«nudry 198*
SiUCOTROL" (ilfpizide) Tablets
Brief Summary of Prescribing Information
INDICATIONS AND USAGE: GLUCOTROL is indicated as an adjum.f to V I tor the contfrti o; :)«*.»:*«.. J ., paints
with non insulin dependent diabetes melhtus (NIDDM. type II) artei <in ddpquatf teal ol d i e O ' v ^ ^ u y nas pr^rfd
unsdlistaclcny
CONTRAINDICATIONS: GLUCOTROL is contraindicated in patients with known hypf.sen>,;,/i(y ti ' •. 1rufc ..•• win
diabetR" ketoaciclosis with or without coma which should *)t (reated with insult
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The J d m , , ^ I i a 1 i o n of oral hypoglvcemic

drugs has been reported to be associated with increased cardiovascular mo, tu«ty as compared totreatmpn! with
diet alone or diet plus insulin This warning is based on the study conducted by the 'Jmvei iity Group Diabetes
Program (UGDP), a long term prospective clinical trial designed to evaluate the effr L,;«ti it» u! glutoie-lowering
drugs in preventing or delaying vascular complications in patents mth non-insulw-dependeni diabetr. The study
involved 623 patents who were randomly assigned to one ot four treatment groups (Diabetes. 19 supp. 274 J-830.1970)
UGOP reported that patients treated lor 5 to 8 years with diet plus a hied dose ot tolbutamide (1 5 grams per
day) had a rate ol cardiovascular mortality approximately 2 I 2 times that of patients treated with di»' tlone A
significant increase in total mortality was not observed, but the use ol tolbutamide was discontinued Dd*ed on
the increase in cardiovascular mortality, thus limiting the opportunity tor the study to show an increase in
overall mortality Despite controversy regarding the interpretation ot these results, the tindingi u the UGDP
study provide an adequate basis tor this warning The patient should be informed of the potential risks and
advantage: of GLUCOTROL and ol alternative modes ot therapy
Although only one drug in the sultonylurea class (tolbutamide) was included m this study it is prudent from a
safety standpoint to consider that this warning may also apply to other oral tiypoglycssnic drugs in this t :ass, in
view ot their close similarities in mode of action and chemical structure.
PRECAUTIONS Renal and Hepatic Disease: The metabolism and excretion of GLUCOTROL may be slowed m patients
wilh impaired renjl andur hepatic function Hypoglycemia may be prolonged in such palienls should it occur
Hypoglycemia: Ail sulfonylureas are capable ot producing severe hypoglycerma Ptuptr patient selection -losa^-
and instructions are important to avoid hypoglycemia Renal or hepatic insufficiency may increase the v > <_>i
hypoglycemic reactions Elderly, debilitated or malnourished pattern i and those with adrenal T pituitary -t.;..&<
ciency are particularly susceptible to [he hypoglycemic action ot glucose-lowering drugs Hypj j j l fp"- i ma> ;•;
difficult to recognize in the elderly or people taking beta adrenorgic blocking drugs Hypuflycei;;^ ^ more huly to
occur when caloric intake is deficient after severe or prolonged exercise, when alcohol i* ingested or when more
than one glucose-lowering drug is used
Loss of Control ot Blood Glucose; A loss of control may occur m diabetic patients exposed to sues such as fever.
trauma, infection oi surgery It may then be necessary to discontinue GLUCOTROL and administet insulin
Laboratory Tests: Blood and unne glucose should be monitored periodically Measurement ot glvcosylated
hemoglobin may be useful
Information for Patients Patients should be informed ot the potential risks and advantages of GLUCOTROL of
alternative modes of therapy, as well as the importance ot adhering 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
Dnif Interactions: The hypoglycemic action of sultonyiureas may be potentiated by certain drugs including
nonsteroidal anti inflammatory agents and other drugs that are highly protein bound salicylates sulfonamides.
chloramphemcol. probenecid coumanns. monoamtne oxidase inhibitors and bela-adrenergic blocking agents In
vitro studies indicate that GLUCOTROL binds differently than tolbutamide and does not interact with salicylate or
dicumarol However, caution must be exercised m extrapolating these findings lo a clinical situation Certain drugs
tend to produce hyperglycemia and may lead to loss of control including the thiaztdes and other diuretics.
cortitosteroids phenothia;mes. thyroid products, estrogens, oral contraceptives phenyioin mcotmic acid, sym
pathormmetics. calcium channel blocking drugs and isonia/id 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, Of vaginal preparations ot miconatole is not known
Carcmogenesis, Mutagenesis. Impairment of Fertility: A 20-month study m tats and an IS month study m mice at
doses up to 75 times the maximum human dose revealed no evidence of drug related carcinogenicity Bacterial and
in vivo mutagemcity tests were uniformly negative Studies in rats of both sexes at doses up to 76 limes the human
dose showed no effects on fertility

Pregnancy fv.^uancy Categorv 0 u^tUfHOL (giipmde) was found to be mildly tetotoxic in rat reproductive studies
at an dojt it-vels >'>bQ mgk^i Inr.. teioiomcity has been similarly noted with other sulfonylufeas. such as
lu.-v^dtinae B..U i:iazamidt ine etfect is pcmid^t dnd believed to be directly related to the pharmacologic
invi>o(!l^.emk' j\.non ot CLil'JjirtOL in studies m rats and rabbits no teiatogenic effects were found There ate no
djMjuate and wen-upturned studies m pregnant women GLUCOTROL should be used during pregnancy only if the
potential b^wtrt lusiilies the potential risk to the fetus
Betduie rpctni information suggests that abnormal biiwd glucose levels during pregnancy are associated with a
hignei tnuden'.* of cof^mtal abnormalities, many expert1- recommend that insulin be used during pregnancy lo
maintain blood glue.^H iewL as close to normal as posiiDie
Nonteratogenic Effects: Piulonged sevete hypoglycemia hai been reported m neonates born to mothers who were
receiving a sultonvlurea drug ai the time of delivery Tim has been reported more frequently with the use of agents
with prolonged halt lu-^ ^LUCOTROL should be discontinued at least one month before the expected delivery date
Nursing Mothers. Smu ^u-ne sultonylurea drugs are knowi. tc oe excreted m human milk, insulin therapy should be
considered if niiistn,; is lo be continued
Pediatric Use: Safe', j. id effectiveness in children have not heei, t ^b l i thed
ADVERSE REACTIOKS: In controlled studies the frequency o' serious adverse reactions reported was very low Ot 702
pal<e...i II 8% reported adverse reactions and m only 1 b% was GLUCOTROL discontinued
Hypoglycemia: S<v PRECAUTIONS and OVERDOSAGE sections
Gastrointestinal: Gastrointestinal disturbances the most common, were reported with the following approximate
in' idence naj'^d ano didirhea. one in 70. constipation and gastralgia one in 100 They appear to be dose-related
ana may disappear on division or reduction cit dosage Choleslatic iaundite may occur rarely with suHonylureas
GLUCO1ROL should be discontinued if this occurs
Dermatologic: Allergic ^ ' n reactions including erythema morbillitorm or maculopapular eruptions, urticaria.
prurnu1", and eczem,i hj;v ^vn reported m about one m 70 patients These may be transient and may disappear
despi1-' continued USL .t 'JLUCuTROL, it skin teactions persist the drug should be discontinued Porphyna culanea
tarda and photosen. -viiy reactions have been reported with sulfonylureas
Hematolctic ' ""kopenid agranulocytosis. Ihrombocyiopenia hemolytic anemia aplastic anemia and pan
cyUpeiiirf nave been reported with sulfonylureas
Metabolic Hepatic porphyry and disulfiram-like alcohol reactions have been reported with sultonyluteas Clinical
expenence lo date has shown that GLUCOTROL has an extremely low incidence of disultiram like reactions
Endocrine Reactions: Cases of hyponatremia and the syndrome ol inappropriate antidiuretic hormone ISIADH)
secretion have been reported with this and other sulfonylureas
Miscellaneous: Dizziness drowsiness, and headache have each been reported m about one in fitly patients treated
with GLUCOTROL They are usually transient and seldom require discontinuance ot therapy
OVERDOSAGE; Overdosage ot sulfonylureas including GLUCOTROL can produce hypoglycemia If hypoglycemic coma
is diagnosed or suspected, the patienl should be given a rapid intravenous injection of concentrated (J>0%) glucose
solution This should be followed by a continuous infusion of a more dilute (10%) glucose solution at a rate that will
maintain the blood glucose at a level above 100 mg dL Patients should be closely monitored tor a minimum of 24 to
48 hours since hypoglycemia may recur after apparent clinical recovery Clearance ot GLUCOTROL (ram plasma would
be prolonged in persons with liver disease Because of the extensive protein binding ot GLUCOTROL dialysis is
unlikely to be of benefit
DOSAGE AND ADMINISTRATION: Ihere is no fixed dosage regimen for the management ol diabetes mellitus with
GLUCOTROL m general it should be given approximately 30 minutes before a meal to achieve the greatest (eduction
in postprandial hyoerglycemia
Initial Dose: The recommended starting dose is b mg before breakfast Geriatric patients or those with liver disease
may be started on 2 5 mg Dosage adjustments should ordinarily be in increments ot 2 b-h mg as determined by
blood glucose response At least several days should elapse between titiation steps
Maiimum Dose. The maximum recommended total daily dose is 40 mg
Maintenance: Some patients may be effectively controlled on a once-a-day regtmen while others show better
response with divided dosing Total daily doses above lb mg should ordinarily be divided
HOW SUPPLIED: GLUCOTROL is available as white dye-tree scored diamond-shaped tablets imprinted as follows
b mg tablet Pfizer 411 (NDC 5 mg 0049-4110-66) Bottles of 100 10 mg tablet Pti/er 412 INDC 10 mg
0049-4120-66) Bottles of 100
CAUTION: Federal law prohibits dispensing without prescription
More detailed professional information available on request.

A division ot Pti/er Pharmaceuticals
New York New York 1OO17



A new ingredient for restricted diets:
, excitements

Ratatouilk from
France, tibboideh from Leba-
non, ChineseSauteedShrimps,
Jamaican Escabeche—on a
diabetic diet? Of course!
They're just a sample of the
mouthwatering choices in a
new cookbook for peo-
ple with special dietary
needs. Yllma Liacouras
Chantiles, an acclaimed
food writer and nutri-
tionist, gathered 270
favorite recipes from
diabetes associations,
diabetes specialists and
people with diabetes from
more than 50 countries,
India to Italy, Mexico to Malta.

\ ^ Special features
^ » ^ ^ include:
9~f • A complete and
^ r > comprehensive
I ^ P profile for

each dish
• Serving tips and menu
planning suggestions
• Nutrition profiles and food
exchange values for exotic as
well as American fruits and
vegetables
• The American Diabetes

Assoc/The Ameri-
can Dietetic Assoc.
complete
"Exchange Lists
for Meal Planning

For information on bulk purchases, contact

t ^ ^ Harper &)Row

Best of all, the recipes
in Diabetic Cooking From
Around the World are chosen
not simply because they meet
dietetic needs. Low in fat,
sugar and sodium, high in
fiber and in taste-appeal,
they're healthful, satisfying

and savory.

"Looking through the
recipes that Mima Liacouras
Chantiles has collected is a
pleasure.. .Anyone invited to
share a meal may only know
that they have had a culinary
treat and not even think about
diabetic' cooking!'
—From the foreword by Judith
Wylie-Rosett, Ed.D., R.D.'

DIABETIC COOKING
FROM

MOUND THE WORLD
FOREWORD BY JUDITH WYUE-ROSETT, Ed.D., R.D. - . .
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Howdoypusolvea
problem like 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 NITRILINK1". The comprehensive weight-reduction
program that works. For patient., and physician.

With NUTRIUNK. your patients can finally lose weight safely. Because the
entire program is under your supervision. And they'll lose weight successfully.
Because NUTRIUNK uses superior-tasting nutritional products, Nutrimed™ and
Biomed™, to help them lose. And NUTR1LINK uses behavior modification meth-
ods to help them keep weight off.

Physicians benefit because NITRILINK 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 vour patients—and at the same time
help build your practice — contact
NUTRIUNK 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.

% NUML



Help Your Diabetic
Patients Get A
Heal thv Return

***"•<***»,

ond WhenThey Buy
Accu-Chelcil/IIm

NBIood Glucose Monitor or Diabetes Care Kit

OFFER EXPIRES os/31/89

Now, when you recommend that your patient
make a small investment in an Accu-Chek
II/IIm Blood Glucose Monitor or Diabetes Care
Kit, they'll get a healthy retum-A Free $100
U.S. Savings Bond.

The Accu-Chek II Diabetes Care Kit comes
complete with everything your patients need
to better control their diabetes. Plus, each kit
comes with a free step-by-step instructional/

educational video to Help them stay in bal-
ance and in control. No wonder it's the blood
glucose monitor used by more people with
diabetes than any other brand.1

So the next time you prescribe a Blood
Glucose Monitor for one of your patients with
diabetes, make sure it's an Accu-Chek" ll/llm
monitor. And they'll get a healthy return with
a small investment.

C-IWBMC All Rights RcwrveO
i Paid on file M Boehnnger Mannheim

Diagnostic*

THE LINE OF CONFIDENCE IN DIABETES CONTROL
BOENRMGEK

MANNHEIM
DIAGNOSTICS



in NIDDM
STflRT HIM ON

Lower dosage
In a recent study,1 two groups of patients were started on similar
daily doses of GlucotroP* (glipizide) and DiaBeta* (glyburide). After
3V2 months, the mean daily dose of Glucotrol needed to maintain
glucose control had nearly doubled, while that of DiaBeta had
changed only slightly.

Lower cost
If the dosage of your patient's oral hypoglycemic doesn't
increase, neither does the cost. Based on this study,1 the
dosage of DiaBeta required to maintain glucose control
was lower than that of glipizide, resulting in a lower
cost — savings your patients will appreciate over a
lifetime of therapy.
1. Kilo C: Multicenter comparison of glyburide and glipizide in the treatment of
non-insulin-dependent diabetes mellitus. Clin Ther 1988;10(3):294-302.

'Brand of glipizide/Roerig.
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Starting
dose

Titration
phase

.

Glucotrol
(glipizide)

(n = 52)

i

DioBcto
(glyburide)

(n = 57)

Maintenance
phase

• — •

18.3 mg

[P<0.01]

10.3 mg

_ Final
dose

Study design: Interim report of an ongoing multicenter, randomized study involving 109 non-insulin-dependent diabetics.1

DiopetoTflBlfTS
1.25, 2.5
& 5mg

The first choice of the second generation.
HoechSt E COMMITTED TO DIABETES RESEARCH AND EDUCATION

Please see following page for brief summary of prescribing information.



DiopetaTABUETS
1.25. 2.5
5i 5mg

FOR EFFECTIVE CONTROL OF TYPE II DIABETES
Brief Summary

DIABETA" (gtyburide) Tablets

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

SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of
oral hypoglycemic drugs has been reported to be associated with increased cardiovascular mortal-
ity 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 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 five to eight years with diet plus a fixed dose of tolbutamide
(1.5 grams per day) had a rate of cardiovascular mortality approximately 2Vi times that of patients
treated with diet alone. A significant increase in total mortality was not observed, but the use of
tolbutamide was discontinued based on the increase in cardiovascular mortality, thus limiting the
opportunity for the study to show an increase in overall mortality. Despite controversy regarding the
interpretation of these results, the findings of the UGDP study provide an adequate basis for this
warning. The patient should be informed of the potential risks and advantages of DIABETA® 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 of their close similarities in mode of action and chemical structure.

PRECAUTIONS: General -Hypoglycemia: All sulfonylureas are capable of producing severe hypogly-
cemia. 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 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 DIABETA" and administer insulin.
Information for Patients: Patients should be informed of the potential risks and advantages of
DIABETA* 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 DIABETA1- 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, 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/d for 18 months showed no carcinogenic effects. Glyburide is nonmutagenic
when studied in 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 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. DIABETA®
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. If DIABETA'" is discontinued and if diet
alone is inadequate for controlling blood glucose, insulin therapy should be considered. Pediatric Use:
Safety and effectiveness in children have not been established.

ADVERSE REACTIONS: Hypoglycemia: See Precautions and Overdosage sections. Gastrointestinal
Reactions: Cholestatic jaundice and hepatitis may occur rarely; DIABETA^ Tablets should be discontin-
ued if this occurs. Gastrointestinal disturbances, eg, 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, including
isolated transaminase elevations, have been reported. Dermatologic Reactions: Allergic skin reac-
tions, eg, pruritis, erythema, urticaria, and morbilliform or maculopapular eruptions, occur in 1.5% of
treated patients. These may be transient and may disappear despite continued use of DIABETA15; if skin
reactions persist, the drug should be discontinued. Porphyria cutanea tarda and photosensitivity
reactions have been reported with sulfonylureas. Hematologic Reactions: Leukopenia, agranulocy-
tosis, 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 DIABETA® 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. The
syndrome of inappropriate antidiuretic hormone (SIADH) secretion has been reported with certain other
sulfonylureas, and it has been suggested that these sulfonylureas may augment the peripheral (anti-
diuretic) action of ADH and/or increase release of ADH.

OVERDOSAGE: Overdosage of sulfonylureas, including DIABETA* 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. 751010-1287

HoechstHoechst-Roussel Pharmaceuticals Inc.
Somerville. New Jersey 08876

The name and logo HOECHST are registered trademarks of Hoechsi AG Q69234-189

Classified Advertising

Diabetes Care Classified Ad rates are:

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

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

Peggy B. Donovan
American Diabetes Association

1660 Duke Street
Alexandria, VA 22314

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

SIXTH ANNUAL NATIONAL CLINICAL
CARE CONFERENCE

"The Nuts and Bolts of Diabetes Care"

Sponsored by
Department of Internal Medicine/Diabetes Center

of Eastern Virginia
Eastern Virginia Medical School

May 17 & 18,1989 Virginia Beach, Virginia

PURPOSE: Provide physicians, nurses, and other members
of the diabetes health care team the most recent information
about diabetes and its complications.

OBJECTIVES:
1. Review current approaches to insulin therapy
2. Examine modern management of type II diabetes
3. Discuss treatment of diabetic complications
4. Analyze impact of external factors on patient care

The faculty will present down to earth approaches to major
problems encountered in treating patients with diabetes. Top-
ics in the areas of current insulin therapy, approaches to man-
aging type II diabetes, and assessing complications will be
presented in a way that incorporates important recent re-
search advances into clinical practice. Although the primary
format of the conference will be lecture, there will be ample
opportunity to interact with conference faculty about specific
issues and questions.

FMI: 804/446-6140 EVMS-CME



•liLUCUMK'l'tK'" II Blood Glucose Meter
with Memory gives patients the convenience and
security they need to comply with your blood
glucose monitoring recommendations.

It's convenient, because it stores 26 readings
(and calculates averages too) so that patients can
record their results when they have time. Patients
can feel secure, because they need not worry about
forgetting the readings the meter remembers.

t even takes the worry out of your patients
leaving their meters at home. Because the
GLUCOMETER II with Memory uses GLUCOSTIX®
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 GLUCOMETER®II Blood Glucose Meter with Memory.
The meter with a mind of its own.

©1988 Miles Inc. MILES

Miles Inc.
Diagnostics Division
Elkhart, IN 46515



Novolin, 70130
70% NPH Human Insulin Isophane Suspension &
30% Regular Human Insulin Injection (semi-synthetic)

• Physiologic—Closely
approximates nondiabetic
insulin secretion profile

• Convenient—Eliminates
complicated mixing procedures

• Accurate—Eliminates risk of
patients' mixing errors

• Stable—Premixed 70/30 ratio
remains constant

Novol'm

70% NPH, Human
Insulin Isophane

Suspension &
' 30S Regular, Human

Insulin Injection
! Isemi-synthetic)

•10ml 100unit»/ml

• Efficacious—Effective in lowering
blood glucose levels1

• Nonimmunogenic—Minimal IgG
antibody development2

For additional information concerning
Squibb-Novo products, call 1-800-727-6500.

Newly diagnosed
patients

Current insulin
users who would
benefit from a
70/30 mixture

Patients now
mixing in
approximately
a 70/30 ratio*

Patients who
could benefit
from human
insulin
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"Dosage adjustments may be necessary for patients now using other human or beef insulin.
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