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24-hour glycemic control can begin
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f i l icic S k i n Shiny thickened skin is common in patients with long-standing insulin-dependent diabetes
mellitus (IDDM) who often complain of difficulty in piercing the skin with insulin needles
and exhibit joint stiffness. Skin thickness is determined primarily by collagen content, and
because collagen is readily glycosylated, Collier et al. (p. 309) hypothesized that excess
glycosylated collagen contributes to thick skin and reflects glycemic control. They inves-
tigated skin thickness and glycemic control over 4 yr in 66 men with IDDM. Diabetic
subjects had thicker skin than control subjects, and skin thickness related directly to
duration of diabetes, glycemic control, retinopathy, joint stiffness, and neuropathy. Al-
though duration of illness could explain all of the aforementioned except glycemic control,
we have yet to learn whether increased skin thickness is time or glucose dependent.

"I don't need to check my blood sugar—I know when it's too high or too low." Sound
familiar? Although several studies suggest that subjects with insulin-dependent diabetes
mellitus (IDDM) correctly guess blood glucose levels ~50% of the time, can certain
patients estimate blood glucose levels more accurately? Might training improve their pre-
cision? Cox et al. (p. 313) assigned 22 subjects with IDDM to either the blood glucose
awareness training (BGAT) or control group. Subjects receiving BGAT estimated blood
glucose levels more accurately and had slightly lower glycosylated hemoglobin levels
compared to controls. Both groups monitored glucose, suggesting that BGAT may have
helped improve control. Finally, subjects capable of glucose counterregulation showed
greater ability in glucose estimation after BGAT compared to those unable to counterreg-
ulate. Although it appears that with training some IDDM subjects can improve blood
glucose estimation skills, BGAT is unlikely to displace self-monitoring of blood glucose
in the day-to-day diabetes regimen.

The diabetic patient is at an increased risk for atherosclerosis at any given blood cholesterol
level. Whereas normalization of glycemia is a primary goal of treatment, the exact impact
of that effort on lipid levels is unknown. Ostlund et al. (p. 332) followed 212 type I
(insulin-dependent) diabetic patients for ~4 yr while monitoring blood lipid levels, gly-
cosylated hemoglobin (HbA,) concentrations, and insulin dose. They demonstrate that
plasma cholesterol declines 2.2% for each percentage-point reduction in HbA,. The dec-
rement was independent of covariates such as body weight and insulin dose.

ô In the quest to find the best diet for managing diabetes mellitus, researchers have devoted
n A rT° , ; OiHS, much time and effort to determining which carbohydrates should constitute the 50-60%

/A j j l i f P C i S ^ K of total daily calories currently recommended by the American Diabetes Association.
Although simple sugars have not been completely restored from dietary exile, studies show
that moderate consumption may not be harmful. Anderson et al. (p. 337) report encour-
aging results from their study of long-term fructose supplementation in 14 diabetic men.
Subjects consumed 50-60 g fructose/day as part of a high-carbohydrate high-fiber low-
fat diet. After 24 wk, there were no adverse changes in glycemia or lipid levels; further-
more, adherence to fructose consumption improved compliance with other dietary rec-
ommendations.

The hospitalized diabetic patient's principal and often most influential contact with the
medical profession is the nurse. But how much do nurses know? Drass et al. (p. 351)
report the results of a study designed to assess both the perceived and actual knowledge
of diabetes among 184 professional staff nurses. Nurses who participated in in-service
education, had more contact with diabetic patients, were employed shorter periods, or
had diabetes themselves performed better on the knowledge test. Curiously, this group
perceived themselves as less knowledgeable than their lower-scoring cohorts. The study
raises disturbing concerns about continuing professional education. It seems that those
who may be in greatest need of training are the least compelled to seek it.

DIABETES CARE, VOL. 12, NO. 5, MAY 1989
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Introducing the first system for bedside
blood glucose testing quality control to...

Take paperwork
out of the picture.

Only the GIUCOMETER* QA System and
GLUCOFILM™ Test Strips help you satisfyJCAHO
standards for bedside blood glucose testing quality
control. With almost unbelievable ease and
efficiency.

Taking easier control of procedures. The
GU'COMKTER QA System measures patients blood
glucose levels with the speed and simplicity of a
conventional blood glucose meter. Yet its sophisti-
cated electronics automatically track hundreds of
operator control readings. No manual record
keeping or paperwork is necessary.

Taking better control of quality.
Bedside testing and control checks
are performed with a portable

workstation. While state-of-the-art
GLUCOFILM Test Strips help

deliver the accuracy and precision necessary to
meet the rigorous demands of your hospital.

Quality control reports, produced through a sepa-
rate printer, help you verify the proficiency of your
personnel and the performance of the equipment
on which their efforts rely.

Take this chance to learn more. The need
to satisfy JCAI10 standards for bedside blood
glucose testing quality control poses a difficult
question. How can you take the burden of
paperwork and procedures out of the picture of
quality control? With the only system that lets you
spend less time taking care of paper. And more
time taking care of patients.

Contact your Miles Inc., Diagnostics Division
representative, or write us at the address below,
for more information.

with
New

Glucometer
S Y S T E M

Glucofilm test strips
PUTTING THE QUESTION OF BEDSIDE
TESTING QUALITY CONTROL TO REST.

Miles Inc.
Diagnostics Division
PO.Box70
Elkhart, IN 46515
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controlling the complications
of diabetes
Our international researchers first
brought beta blockade to the
medical community...then topped
that achievement with TENOBMIN
(atenolol), the world's leading
beta blocker.

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

hospital antiseptic/antimicrobial
$Mn 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 it
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
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Increasing the risk of
Peripheral Arterial Disease

Diabetes
stacks the odds

against
microtirculatory
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.1

>,_

Duration of Diabetes
10 years
20 years

Incidence of PAD
15%
45%

© 1988 by Hoechst-Roussel Pharmaceuticals Incorporated.



Trental
improves

microcirculatory
and lifestyle for many
diabetics with PAD

flow

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

7

Trental* (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 response.7

tissue perfusion and oxygenation.6

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

400 mg Tablets

^9

(pentoxifylline)
The only proven-effective agent for intermittent (laudication,
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:
Trental® (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 methylxanthines 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 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 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
Agitation/Nervousness
Dizziness
Drowsiness
Headache
Insomnia
Tremor
Blurred Vision

Controlled-Release
Tablets

Commercially
Available

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

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 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, 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 or Trental® (pentoxifylline) should be discontinued. Edition 2/88
Trental® REG TM HOECHST AG

Hoechst-Roussel Pharmaceuticals Inc.
Somerville, New Jersey 08876

a logo HOECHST 010 regsrcred

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"

Name

Address

City State Zip

Cut out and mail to : Step Lively, HOECHST-ROUSSEL PHARMACEUTICALS INC.
P.O. Box 831, Andover, New Jersey 07821

400 mg
TabletsTrental

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

O73174-1O88
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Essential information
k for the study and ±

L management of A
< diabetes. . . A

INSULIN RECEPTORS
Part A: Methods for the Study of Structure and

Function
Part B: Clinical Assessment, Biological Responses,

and Comparison to the IGF-Receptor
C. Ronald Kahn and Len C. Harrison, Editors

Insulin Receptors, Parts A and B, covers all aspects of the basic
methodology and biochemistry of insulin receptors and includes
research from various applied and clinical studies related to these
receptors. Contributions by experts in the field comprehensively
describe the methods used to study the insulin receptor, its binding
and kinase functions, and methods for data analysis.
(Receptor Biochemistry and Methodology, Volume 12A) Insulin Receptors,
Part A: Methods for the Study of Structure and Function • C. Ronald Kahn
and Len C. Harrison, Editors • ISBN 0-8451-3798-0 • LC 87-36645 •
Publication: June 1988 • 318 pages, $96.00 • Size 7x10*
Two Volume Set ISBN 0-8451-3711-5
(Receptor Biochemistry and Methodology, Volume 12B) Insulin Receptors,
Part B: Clinical Assessment, Biological Responses, and Comparison to the
IGF-I Receptor • C. Ronald Kahn and Len C. Harrison, Editors • ISBN
0-8451-3799-9 • LC 87-36645 • Publication: June 1988 • 234 pages,
$70.00 • Size 7 x 10 • Two Volume Set ISBN 0-8451-3711-5

PATHOGENESIS AND NEW
APPROACHES TO THE STUDY
OF NONINSULIN-DEPENDENT
DIABETES MELLITUS
Albert Y. Chang and Arthur R. Diani, Editors

Organized in three sections, this outstanding volume features state-
of-the-art reviews by leading experts in the field on various aspects of
NIDDM, with particular emphasis on the islet and peripheral tissue, as
well as critiques of current drug therapies.
Progress in Clinical and Biological Research, Volume 265. Proceedings of a
Brook Lodge Symposium Held at Augusta, Michigan, January 11-13, 1987 •
ISBN 0-8451-5115-0 • LC 88-45301 • Publication: May 1988 • Book #5115*
230 pages • $49.50

GENETIC ANALYSIS OF COMPLEX
TRAITS, PART I: INSULIN-DEPENDENT
DIABETES MELLITUS
Richard S. Spielman, Max P. Bauer, and
Francoise Clerget-Darpoux, Editors

This volume provides a complete overview of the genetic basis
of susceptibility to insulin-dependent diabetes mellitus (IDDM). It
examines a single, homogeneous body of data to reflect two com-
plementary aspects of the genetics of IDDM.
Proceedings of Genetic Analysis Workshop 5, held at Chantilly, France,
September 2-5, 1987. Also published as Genetic Epidemiology, Volume 6,
Number 1, 1989
ISBN 0-8451-4277-1 • LC 89-2798 • Publication: March 1989 • 180 pages •
Book #4277 • $48.00

THE FOOT IN DIABETES
H. Connor, A.J.M. Bolton, and J.D. Ward, Editors

The Foot in Diabetes provides an up-to-date review of the knowledge
of the causation of diabetic foot disease. It constitutes a comprehensive
textbook of modern diabetic foot care, including pathogenesis and all
aspects of investigation and management.
(A John Wiley and Sons Ltd. Medical Title Marketed and Distributed in
the U.S. and Japan by Alan R. Liss, Inc.)
ISBN 0-471-91190-9 • LC 86-32514 • 1987 • 181 pages • Book #J047 • $35.00

DIABETES COMPLICATING
PREGNANCY
THE JOSLIN CLINIC METHOD
JohnW. Hare, M.D., Editor

Diabetes Complicating Pregnancy: The Joslin Clinic Method
provides practical information for the clinical management of diabetic
pregnancy. It is written by clinicians actively involved in the treatment
of patients at the renowned Joslin Clinic, including diabetologists,
perinatologists, a nurse educator, a nutritionist, and a perinatal
social worker.

ISBN 0-8451-4268-2 • LC 88-38143 •
• Book #4268 • $49.50

Publication: February 1989 • 206 pages

MOLECULAR AND CELLULAR
BIOLOGY OF DIABETES MELLITUS,
VOLUMES I-III
Boris Draznin, Shlomo Melmed, and Derek LeRoith, Editors
Volume 1: Insulin Secretion

This three-volume treatise covers the areas of insulin synthesis and
secretion, insulin action at the cellular level, and complications of
diabetes mellitus, summarizing knowledge of the subject and sug-
gesting future directions for basic research and clinical investigation.
Three Volume Set ISBN 0-8451-4297-6
Volume I: Insulin Secretion
ISBN 0-8451-4257-7 • LC 88-23111 • November 1988 • 182 pages • Book
#4257 • Size: 7 x 10 • $53.00

Volume II: Insulin Action
ISBN 0-8451-4258-5 • LC 88-23111 • Publication: January 1989 • 242 pages
• Book #4258 • Size: 7 x 10 • $53.00

Volume III: Complications of Diabetes Mellitus
ISBN 0-8451-4259-3 • LC 88-23111 • January • 178 pages • Book #4259 •
Size 7 x 10 • $53.00

CLINICAL GUIDE TO
DIABETES MELLITUS
Karl E. Sussman, Boris Draznin, and William E. James, Editors
From the Reviews
" . . . this book would also be of great value to all health professionals involved
in the treatment of diabetic patients. Written in a clear, concise and
thorough style, this book summarizes the remarkable advances in diabetes
and its treatment over the past 15 years. . .
" . . . The book is highly recommended to all health professionals looking for
a readable, concise presentation of the state of the art for the treatment of
diabetic patients."

American Family Physician
Volume 37, Number 2, February 1988

ISBN 0-8451-4235-6 • LC 87-3207 • Size 7x10* Publication: June 1987 •
12 color illustrations • 44 black and white illustrations • 306 pages • $34.50

NUTRITION AND DIABETES
Lois Jovanovic and Charles M. Peterson, Editors

Nutrition and Diabetes addresses the problems of nutrition with
respect to the diabetic patient, and presents practical solutions to
achieve defined therapeutic goals.
From the Reviews
" . . . this is an outstanding account of recent work on the nutritional care of
diabetic patients."

British Medical Journal, August 1985
Contemporary Issues in Clinical Nutrition, Volume 8 • ISBN 0-8451-1200-7 •
LC 84-21286 • Publication: March 1985 • Book #1200 • 218 pages • $36.00

Order
from your

bookseller or
directly from the publisher:

Alan R. Liss, Inc.,
41 East 11th Street, New York, NY 10003
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Introducing Direct 30/30.
Blood glucose monitoring without sjrips. >

• Unique sensing system. True glucose sensing means no strips to wipe, blot or time.
• 30 days unlimited testing, 30 seconds to results. Easily replaceable 30-day cartridge encourages

frequent testing.
• Economical testing. Many enjoy savings of 50% or more.
• Highly accurate.* Tests confirm high correlation between laboratory methods and Direct 30/30.

Inherently linear, indeaendent of hematocrit levels. Accurate for whole blood, plasma or serum.
• Highly'reliable. SysWn is self-checking. Simple calibration helps ensure continuous reliability.
0 Small sample size. Just 7 ul produces an accurate reading. No hanging drop required.
• Portable and patient-friendly. Simple operating steps minimize patient training. Pocket-sized.
'Reference "Laboratory Evaluation of New Reusable Blood Glucose Sensor," Diabetes Care, Vol. 11, No. 10, Nov./Dec. 1988

From ELCO Diagnostics, ^
a new division of Eli Lilly & Co.
dedicated to innovative diagnostic products.

D I A G N O S T I C

ETHICAL DIAGNOSTICS FROh

For more information, call 1-800-334-7328

r
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Get ADA's nutrition publications for
your patients at a great savings!

' Save $5 to more than $700 when you
buy bulk copies of these essential patient
^publications! J
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Exchange Lists For
Meal Planning
Here's the preferred system for
diabetes meal planning. Color-
ful charts, helpful tips on good

nutrition,
and the
six easy-
to-use
food ex-
change
lists show
your
patients

how to balance their diets to
help control their diabetes.
Regular or Large-Print Versions.

Healthy Pood Choices
This pamphlet
contains the
basics of good
nutrition and
meal planning.
Designed as an
introduction to
the Exchange
Lists or a stand-alone product,
this mini-poster is a "beginner's
level" meal planning tool.
English or Spanish Versions.

Exchange Lists For
Weight Management
It's the perfect book for any of
your patients who want to get
their weight under control. Help
your patients learn the basics of
good
nutrition
and set
goals for
a good
weight
manage-
ment
program.

Eating Healthy Foods
Developed
for people
with limited
reading
skills, this
colorfully
illustrated
booklet pro-
vides daily
meal choices
using the
Exchange Lists. It's also perfect
for patients needing a simplified
guide to meal planning.

Bulk Prices

Nutrition Pamphlets
This series of pamphlets for your
patients answers the most com-
monly asked questions about
healthy eating. Each pamphlet
contains dietary goals and tips.
•A Word About Obesity #220B
•A Word About Nutrition #228B
• Nutrition and Insulin-

Dependent Diabetes #229B
• Nutrition and Non-lnsulin-

Dependent Diabetes #230B
•Nutrition For Children With

Diabetes #231B
Each title: $6.95 for 25 copies.

100 250 500

$31.10 $ 62.15
$59.75 $118.15
$36.25 $ 76.40

$269.00
$519.00
$340.25

Exchange Lists For
Meal Planning
Regular
Large Print

Eating Healthy Foods
Healthy Food Choices

English
Spanish

Exchange Lists For
Weight Management $31.10 $ 62.15 $119.00 $269.00 $547.00

$ 7.05 $
$ 7.55 $

13.40
14.40

$119.00
$219.00
$160.25

$ 23.70
$ 25.70

53.70
58.70

$547.00
$922.00
$626.10

$ 96.75
$106.75

r
YES! Please send me the following publications:

ity Item Name or Number Total

Subtotal $_
Orders outside the U.S.. please add \0c/c for shipping $_

VA residents add 4.5r< state sales tax Ŝ
TOTAL $_

Name
Address
City
State Zip_

HX03

To Order send your check or money order payable lo the American Diahetes Association.
1470 Chain Bridge Rd.. McLean VA 22KW-O59:. VA residents add 4.V» for sales la\
and foreign orders add l()r< for surface shipping. Please allow 4-6 weeks for domestic
delivery. Prices are subject to change without notice.

Call l-800-ADA-DI.SC ext. 355 for bulk prices on ADA's other patient publications!
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prescribe

Glucotrol can-
pile up fast

In TypeIIdiabetes...

i Glucotrol starts

controlling blood

sugar in minutes1'1

• Choice brand of

endocrinologists2

• Once-daily dosing

Glucotr
Please see brief summary
of GLUCOTROL'* (glipizide)

l7Zxtllg"formatto"
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«-1989. Pfizer Inc.

When diet alone fails in non-insulin-dependent diabetes meWtus
As with all sulfonylureas, hypqglycemia may occur.' ..',"' ' '
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References: 1. Goebel R, Leb G: Effects of glyburide and glipizide on levels of immunoreactive insulin and blood
sugar, in Glipizide: A Worldwide Review. Princeton, NJ, Excerpta Medica, 1984, pp 9-15.2. Melander A, WShlin-Boll E:
Clinical pharmacology of glipizide. Am J Med 1983:75:8-14. 3. Medical Marketing Conference: Antidiabetic Therapy
Study V, Tabular Summary. West Orange, NJ, Market Measures Inc, November 1987-January 1988.
GLUCOTROL' (glipizide) Tablets
Brief Summary of Prescribing Information
INDICATIONS AND USAGE: GLUCOTROL is indicated as an adjunct to diet for the control of hyperglycemia in patients
with non-insulin-dependent diabetes mellitus (NIDDM, type II) after an adequate trial of dietary therapy has proved
unsatisfactory.
CONTRAINDICATIONS: GLUCOTROL is contramdicated in patients with known hypersensitivity to the drug or with
diabetic ketoacidosis, with or without coma, which should be treated with insulin.
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of oral hypoglycemic
drugs has been reported to be associated with increased cardiovascular mortality as compared to treatment with
diet alone or diet plus insulin. This warning is based on the study conducted by the University Group Diabetes
Program (UGDP), a long-term prospective clinical trial designed to evaluate the effectiveness of glucose-lowering
drugs in preventing or delaying vascular complications in patients with non-insulin-dependent diabetes. The study
involved 823 patients who were randomly assigned to one of four treatment groups {Diabetes, 19, supp. 2:747-830,19701
UBOP 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 regarding the interpretation of these results, the findings of the UGOP
study provide an adequate basis for this warning. The patient should be informed of the potential risks and
advantages of GLUCOTROL and of alternative modes of therapy.

Although only one drug in the sulfonylurea class (tolbutamide) was included in this study, it is prudent from a
safety standpoint to consider that this warning may also apply to other oral hypoglycemic drugs in this class, in
view of their close similarities in mode of action and chemical structure.
PRECAUTIONS: 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 of
hypoglycemic reactions. Elderly, debilitated or malnourished patients and those with adrenal or pituitary insuffi-
ciency 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 of Control of 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
hemoglobin may be useful.
Information for Patients: Patients should be informed of the potential risks and advantages of GLUCOTROL, of
alternative modes of therapy, as well as the importance of 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.
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. In
vitro studies indicate that GLUCOTROL binds differently than tolbutamide and does not interact with salicylate or
dicumarol. However, caution must be exercised in extrapolating these findings to a clinical situation. Certain drugs
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, nicotinic acid, sym-
pathomimetics, calcium channel blocking drugs, and isoniazid. 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 of 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 carcinogenicity. Bacterial and
in vivo mutagenicity tests were uniformly negative. Studies in rats of both sexes at doses up to 75 times the human
dose showed no effects on fertility.

Pregnancy: Pregnancy Category C: GLUCOTROL (glipizide) was found 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 justifies the potential risk to the fetus.
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 sulfonylurea drug at the time of delivery. This has been reported more frequently with the use of agents
with prolonged half-lives. GLUCOTROL should be discontinued at least one month before the expected delivery date.
Nursing Mothers: Since some sulfonylurea drugs are known to be excreted in human milk, insulin therapy should be
considered if nursing is to be continued.
Pediatric Use: Safety 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 OVERDOSAGE sections.
Gastrointestinal: Gastrointestinal disturbances, the most common, were reported with the following approximate
incidence: nausea and diarrhea, one in 70: constipation and gastralgia, one in 100. They appear to be dose-related
and may disappear on division or reduction of dosage. Cholestatic jaundice may occur rarely with sulfonylureas:
GLUCOTROL should be discontinued if this occurs.
Dermatologic: Allergic skin reactions including erythema, morbilliform or maculopapular eruptions, urticaria,
pruritus, and eczema have been reported in about one in 70 patients. These may be transient and may disappear
despite continued use of GLUCOTROL: if skin reactions persist, the drug should be discontinued. Porphyria cutanea
tarda and photosensitivity reactions have been reported with sulfonylureas.
Hematologic: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia, and pan-
cytopenia have been reported with sulfonylureas.
Metabolic: Hepatic porphyria and disulfiram-like alcohol reactions have been reported with sulfonylureas. Clinical
experience to date has shown that GLUCOTROL has an extremely low incidence of disulfiram-like reactions.
Endocrine Reactions: Cases of hyponatremia and the syndrome of inappropriate antidiuretic hormone (SIAOH)
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 of 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 of 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 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. Clearance of GLUCOTROL from plasma would
be prolonged in persons with liver disease. Because of the extensive protein binding of GLUCOTROL. dialysis is
unlikely to be of benefit.
DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen for the management of diabetes mellitus with
GLUCOTROL; in general, it should be given approximately 30 minutes before a meal to achieve the greatest reduction
in postprandial 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 adjustments 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.
Maximum Dose: The maximum recommended total daily dose is 40 mg.
Maintenance: Some patients may be effectively controlled on a once-a-day regimen, while others show better
response with divided dosing. Total daily doses above 15 mg should ordinarily be divided.
HOW SUPPLIED: GLUCOTROL is available as white, dye-free, scored, diamond-shaped tablets imprinted as follows:
5 mg tablet—Pfizer 411 (NDC 5 mg 0049-4110-66) Bottles of 100; 10 mg tablet—Pfizer 412 (NDC 10 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



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



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 of ICI Americas Inc.
Wilmington, Delaware 19897

ICI PHARMA
Division of ICI Americas Inc.
WILMINGTON. DELAWARE 19897 USA

1988 ICI Americas Inc



Hoechst-Roussel and the Diabetes Research and Education Foundation:

HELPING A PHYSICIAN SIMPLIFY
THE STUDY OF THE DIABETIC LIVER

"Funding by the
Foundation will
provide the critical first
step in the development
and application of a
simpler technique to
measure dynamic
hepatic glucose output."
Thomas A. Buchanan, MD

DREF grants make a difference
Overproduction of glucose by the liver is a primary cause of fasting hyperglycemia, a hallmark of
non-insulin-dependent diabetes mellitus (NIDDM). Until now, methods used to measure hepatic glucose
output were cumbersome, technically demanding, and difficult to apply. With the help of funding from the
Diabetes Research and Education Foundation (DREF), Dr. Thomas Buchanan is attempting to clear the way
for large-scale explorations of the diabetic liver by developing a simpler test for hepatic glucose out-
put using the intravenous glucose tolerance test (IVGT).

Since its creation in 1984, the Diabetes Research and Education
Foundation has disbursed over $4.3 million to fund 255 projects.
Support for the Foundation is derived solely from a percentage of
revenues from DIABETA® (g lybur ide ) and TRENTAL®
(pentoxifylline).

Hoechst-Roussel and DREF:
Helping you take the first step
If you have a creative research or education initiative that requires
funding and would like to apply for a Foundation grant, write to
Herbert C. Rosenkilde, MD, Executive Director, Diabetes Research
and Education Foundation, P.O. Box 6168, Bridgewater, NJ
08807-9998.

Please see adjacent page for brief summary of prescribing infor-
mation for DiaBeta® (glyburide).

DIABETES
RESEARCH & EDUCATION

FOUNDATION
FUNDED BY

HOECHST-ROUSSEL



DioBetcl
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TfiBUETS
1.25. 2.5
& 5mg

FOR EFFECTIVE CONTROL OF TYPE II DIABETES

Brief Summary

DIABETA (glyburide) 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 [Diabeies 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 2V2 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 ol Control of
BloodGlucose: 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 DIABETA1' and administer insulin.
Information lor 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 DIABETA" 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 DIABETA'; 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 DIABETA0 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. Q<>WI- . ;K9

Hoechst-Roussel Pharmaceuticals Inc.
Somerville. New Jersey 08876

Hoechst

Be sure
to get

your copy
of the

ADA
Scientific
Sessions
Program.

PROGRAM

48th Annual Meeting

SCIENTIFIC SESSIONS

Saturday, Juno 11

Monday. Juno 13

Tuesday, Juno 14

This Year's Program Contains:
• 935 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 49th 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 49th 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. .Zip.

JZ02

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 for domestic delivery and
add appropriate time for foreign surface delivery.



For treatment of diabetes:

REPLACE
Human Insulin

With Human Insulin

Humulin
human insulin
[recombinant DNA origin]

Leadership
In Diabetes Care

©I9M.EUUU.YAN0 COMPANY HI-2906-1T 849364



American
Diabetes
Association

The ADA Professional Section
New Membership Categories
And Benefits Designed
Specifically For You.

New Membership Categories!
In order to better serve your professional interests, the
ADA now offers you the choice from among four
membership categories:

FULL PROFESSIONAL MEMBERSHIP—Includes all
physicians. Also includes all other health-care profes-
sionals who wish to receive the full range of profes-
sional section benefits. (Physicians must join this
category). Annual Dues: $ 150.00

RESEARCH FOCUS MEMBERSHIP—Includes Ph.D's.
researchers, and scientists studying diabetes Annual
Dues: $90.00

CLINICAL FOCUS MEMBERSHIP—Includes nurses,
dietitians, pharmacists, diabetes educators, and other
health-care professionals who devote at least 50% of
their time to patients with diabetes. Annual Dues:
J90.00

ASSOCIATE PROFESSIONAL MEMBERSHIP—
Includes same professionals as Clinical Focus Member-
ship, who devote less than 50% of their time to diabetic
patients. Annual Dues: J50.00.

If you have received your first professional degree
within the last five years you are eligible to become a
Member-In-Training. This qualifies you for dues at half-
price. Just be sure to list your degree information in the
space provided on the membership form.

Publications

•• DIABETES SPECTRUM
• DIABETES
• DIABETES CARE
• CLINICAL DIABETES
• DIABETES FORECAST
• DIABETES '88
• PROFESSIONAL SECTION REPORT

ADA publications offer continuing education for
professionals. You're as close to the latest research
and up-to-date information on treatment and care as
you are to your mailbox, (see box for publica-
tions offered for each membership category).

lRi:i: Council Membership
• Your opportunity to learn and serve on your

choice from nine ADA Special Interest Councils.
Select your councils) from the list on the other side.

Professional Membership Directory
Your link to a valuable network of more than 8,000
diabetes experts.

BENEFITS

Diabetes

Diabetes Care

Diabetes spectrum

Clinical Diabetes

Diabetes Forecast

Diabetes 88

Professional
ton Report

Annual Membership
Directory

Discounts on
Educational Program

i-rants & Awards

Voting Rights

Membership in
local ADA Affiliat

Discount on Regis
tration to BRS
"Colleague

EtfGrants and Awards
Members of the ADA Professional Section are eligible
to receive grants to support diabetes research. In
addition, annual awards are presented to physicians,
educators, and researchers to honor outstanding
performances.

Discounts on Educational Programs
Save on registrations for ADA's Scientific Sessions and
the Postgraduate Course.

Voting Rights and Privileges
• Your national ADA membership also entitles you to

membership at the local affiliate level where you can
vote and actively participate in shaping the future of ADA.
Through your participation in locally sponsored pro-
fessional and patient education programs, you can
help the ADA improve the well-being of all people
with diabetes. Through the products and services we
provide our professional members. ADA is helping
you and your colleagues to get closer and closer to
the cure. Join ADA today.

On-Line Library Access
Discount of $25 when you subscribe to BRS
Colleague, the computerized medical library.
Members can now access Colleague via their per-
sonal computers to review selected ADA publications
plus a comprehensive library of non-ADA journals
and books.



A Application for Professional Membership
Association

(please print)

Name

Address

Phone (_ Is this your • Home or • Office address?

University or College Attended
Education: Degree

Degree

Specialty

Specialty

Date Earned

Date Earned

PROFESSIONAL SECTION MEMBERSHIP DIRECTORY INFORMATION
Please check your specialty or specialties (up to 3) for your Directory listing:
• Administration (AD)
• Anatomy (AN)
• Anesthesiology (AE)
D Biology (BI)
• Biochemistry (BC)
• Cardiology (CA)
D Dentistry (DO)
• Dermatology (DE)
• Diabetes (DM)
D Dietetics (DN)
• Education (ED)

• Epidemiology (EP)
• Endocrinology (EN)
• Family Practice (FP)
• General Practice (GP)
• Geriatrics (GE)
• Internal Medicine (IM)
• Immunology (IU)
• Metabolism (ME)
• Nephrology (NE)
• Neurology (NR)
• Nursing (NS)

Please check one of the following locations:

• Academic (1)
• Clinic (2)

• Hospital (3)
• Office (4)

• Nutrition (NU)
• Obstetrics/Gynecology (OG)
• Ophthalmology (OP)
• Optometry (OT)
• Orthopedics (OR)
• Osteopathy (OS)
• Pathology (PT)
• Pediatric Diabetes (PD)
• Pediatric Endocrinology (PN)
• Pediatrics (PE)
D Pedorthic Management (PR)
• Pharmacology (PA)

• Public Health (5)
• Research (6)

• Pharmacy (PM)
D Physical Therapy (PX)
• Physiology (PY)
• Podiatry (PO)
• Psychiatry (PS)
• Psychology (PC)
• Public Health (PH)
• Research (RE)
• Social Work (SW)
• Surgery (SU)
• Urology (UR)
n Other

• Other (7)

FREE COUNCIL MEMBERSHIP
Please check your selection. FULL PROFESSIONAL MEMBERS receive two free Council Memberships. All other members
receive one free Council Membership. Additional Council Memberships are available for S25 each.

New! • Council on Complications (TT)
D Council on Diabetes in Pregnancy (BB)
• Council on Diabetes in Youth (EE)

New! • Council on Education (SS)
New! • Council on Foot Care (RR)

• Council on Epidemiology
and Statistics (CC)

New! D Council on Exercise (XX)
D Council on Health Care (DD)
D Council on Nutritional

Sciences and Metabolism (AA)

MEMBERSHIP CATEGORY/DUES INFORMATION Please check appropriate membership category
Full Membership* Research Focus Clinical Focus Associate

Regular

Student* *

International** *

Student International * * *

• $150.00

• 8 75.00

D $250.00

• 8125.00

• 8 90.00

• 8 45.00

• $160.00

• $ 80.00

D 8 90.00

• $ 45.00

• S 160.00

• 8 80.00

• S50.00

• 825.00

• 890.00

• S45.OO

M.D.'s must select this category.
If you've received your first professional degree, diploma, or certificate during the preceding 5 years, be sure to list your degree
information in the space provided on the membership form.

' Includes all members living outside the U.S. and Canada. All publications will be expedited within 18 days.

• I am enclosing $
• I am enclosing $
TOTAL AMOUNT ENCLOSED 8

for a • New • Renewed Membership,
for additional Council(s).

The portion of the membership dues set aside for publications is as follows: DIABETES 850.00 (in-training members
$25.00); DIABETES CARE 835.00 (in-training members $17.50); DIABETES FORECAST 814.00 (in-training members 87.00);
DIABETES SPECTRUM 820.00 (in-training members 810.00).
If you need specific information not available here, call our
toll-free number 1-800-232-3472. In Alaska, Hawaii, and
Virginia please call 703-549-1500.

Please allow 5-7 weeks for the processing of your order.

Please send completed application with your dues pay-
ment to: American Diabetes Association, Professional Sec-
tion Membership, P.O. Box 2055, Harlan, I A 51593-0238.

JZPM112



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

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

• 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

• Efficacious—Effective in lowering
blood glucose levels1

• Nonimmunogenic—Minimal IgG
antibody development2

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

SQUIBB®
NOVCT

The diabetes
care specialists

References: 1. Sonnenberg GE, Kemmer FW, Cuppers HJ, et al: Subcutaneous use of regular human insulin (Novo): Pharmacokinetics
and continuous insulin infusion therapy. Diabetes Care 1983;6(suppl 1):35-39. 2. Schernthaner G, Borkenstein M, Fink M, et al: Immunogenicity
of human insulin (Novo) or pork monocomponent insulin in HLA-DR-typed insulin-dependent diabetic individuals. Diabetes Care 1983;6(suppl 1):43-48.

' Dosage adjustments may be necessary for patients now using other human or beef insulin.
Novolm, is a trademark of Novo Industri A/S. © 1989 squibb-Novo. inc. 259-201 Apni 1939


