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

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

Micronase
Tablets (glybunde)
Please see adjacent page for brief summary of prescribing information.



Micronase
Tablets (glybunde) Usual starting dosage

2.5 mg-5 mg once a day

CONTRAINDICATIONS: MICRONASE Tablets are contraindicated in patients with: 1. Known hypersensitivity
or allergy to the drug. 2. Diabetic ketoacidosis. with or without coma. This condition should be treated with
insulin. 3. Type I diabetes melhtus, as sole therapy.

SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration ot oral
hypoglycemic drugs has been reported to be associated with increased cardiovascular mortality as
compared to treatment with diet alone or diet plus insulin. This warning is based on the study conducted
by the University Group Diabetes Program (UGDP), a long-term prospective clinical trial designed to
evaluate the effectiveness ot glucose-lowering drugs in preventing or delaying vascular complications
in patients with noninsulin-dependent diabetes. The study involved 823 patients who were randomly
assigned to one of (our treatment groups (Diabetes, 19 [Suppl 2): 747-830,1970).
UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamide (1.5 grams
per day) had a rate of cardiovascular mortality approximately Vh times that of patients treated with diet
alone. A significant increase in total mortality was not observed, but the use of tolbutamide was discon-
tinued based on the increase in cardiovascular mortality, thus limiting the opportunity lor 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 ol MICRONASE and of alternative modes of therapy.
Although only one drug in the sulfonylurea class (tolbutamide) was included in this study, it is prudent
from a safety standpoint to consider that this warning may apply to other oral hypoglycemic drugs in this
class, in view of their close similarities in mode of action and chemical structure.
PRECAUTIONS: General—Hypoglycemia: All sulfonylureas are capable of producing severe hypoglycemia.
Proper patient selection and dosage and instructions are important to avoid hypoglycemic episodes. Renal
or hepatic insufficiency may increase the risk of serious hypoglycemic reactions. Elderly, debilitated or mal-
nourished patients, and those with adrenal or pituitary insufficiency, are particularly susceptible to the
hypoglycemic action of glucose-lowering drugs. Hypoglycemia may be difficult to recognize in the elderly
and in people who are taking beta-adrenergic blocking drugs. Hypoglycemia is more likely to occur when
caloric intake is deficient, after severe or prolonged exercise, when alcohol is ingested, or when more than
one glucose-lowering drug is used.

Loss ol Control ol Blood Glucose: In diabetic patients exposed to stress such as fever, trauma, infection or
surgery, a loss of control may occur. It may then be necessary to discontinue MICRONASE and administer
insulin. Adequate adjustment of dose and adherence to diet should be assessed before classifying a patient
as a secondary failure. Information lor Patients: Patients should be informed of the potential risks and
advantages of MICRONASE and of alternative modes of therapy. They also should be informed about the
importance of adherence to dietary instructions, of a regular exercise program, and of regular testing of urine
and/or blood glucose. The risks of hypoglycemia, its symptoms and treatment, and conditions that predis-
pose to its development should be explained to patients and responsible family members. Primary and sec-
ondary failure should also be explained.
Laboratory Tests: Response to MICRONASE Tablets should be monitored by frequent urine glucose tests and
periodic blood glucose tests. Measurement of glycosylated hemoglobin levels may be helpful in some patients.
Drug Interactions: The hypoglycemic action of sulfonylureas may be potentiated by certain drugs including
nonsteroidal anti-inflammatory agents and other drugs that are highly protein bound, sahcylates. sulfon-
amides, chloramphemcol, probenecid, coumanns. monoamme oxidase inhibitors, and beta adrenergic blocking
agents.

Certain drugs tend to produce hyperglycemia and may lead to loss of control. These drugs include the thia-
zides and other diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives,
phenytom. mcotimc 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 ot Fertility: Studies in rats at doses up to 300 mg/kg/day
for 18 months showed no carcinogenic effects. Glybunde is nonmutagenic when studied in the Salmonella
microsome test (Ames test) and in the ONA 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 glybunde. There are no adequate and well con-
trolled studies in pregnant women. This drug should be used during pregnancy only if clearly needed. Insulin
should be used during pregnancy to maintain blood glucose as close to normal as possible. Nonteratogenic
Effects: Prolonged severe hypoglycemia (4 to 10 days) has been reported in neonates born to mothers who
were receiving a sulfonylurea drug at the time of delivery. MICRONASE should be discontinued at least two
weeks before the expected delivery date.
Nursing Mothers: Some sulfonylurea drugs are known to be excreted in human milk. Insulin therapy should
be considered.

Pediatric Use: Safety and effectiveness in children have not been established.
ADVERSE REACTIONS: Hypoglycemia: See Precautions and Overdosage sections. Gastrointestinal Reac-
tions: Cholestatic iaundice and hepatitis may occur rarely: MICRONASE Tablets should be discontinued if
this occurs. Gastrointestinal disturbances (nausea, epigastric; fullness, and heartburn) occurred in 1.8% of
patients during clinical trials. They were the most commonly reported adverse reactions. They tend to be
dose related and may disappear when dosage is reduced. Liver function abnormalities have been reported.
Dermatologic Reactions: Allergic skin reactions, e.g., pruritus, erythema, urticaria, and morbilliform or
maculopapular eruptions occurred in 1.5% of patients during trials. These may be transient and may disap-
pear despite continued use of MICRONASE: if skin reactions persist, the drug should be discontinued. Por-
phyna cutanea tarda and photosensitivity reactions have been reported with sulfonylureas. Hematologic
Reactions: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, apiastic anemia, and pan-
cytopema have been reported with sulfonylureas. Metabolic Reactions: Hepatic porphyria and disulfiram-
hke reactions have been reported with sulfonylureas: however, hepatic porphyria has not been reported with
MICRONASE and disulfiram-hke reactions have been reported very rarely. Cases of hyponatremia have been
reported with glybunde and all other sulfonylureas. most often in patients who are on other medications or
have medical conditions known to cause hyponatremia or increase release of antidiuretic hormone. (SIADH)
secretion has been reported with certain other sulfonylureas, and it has been suggested that these sulfon-
ylureas may augment the peripheral (antidiuretic) action of ADH and/or increase release of ADH.
OVERDOSAGE: Overdosage of sulfonylureas. including MICRONASE Tablets, can produce hypoglycemia. If
hypoglycemic coma is diagnosed or suspected, the patient should be given a rapid intravenous injection of
concentrated (50%) glucose solution. This should be followed by a continuous infusion of a more dilute
(10%) glucose solution at a rate which will maintain the blood glucose at a level above 100 mg/dL. Patients
should be closely monjtored for a minimum of 24 to 48 hours, since hypoglycemia may recur after apparent
clinical recovery.

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

Dosage Interval: Once-a-day therapy is usually satisfactory. Some patients, particularly those receiving more

than 10 mg daily, may have a more satisfactory response with twice-a-day dosage.

Specific Patient Populations: MICRONASE is not recommended for use in pregnancy or for use in children.

In elderly patients, debilitated or malnourished patients, and patients with impaired renal or hepatic function,

the initial and maintenance dosing should be conservative to avoid hypoglycemic reactions. (See Precau-

tions Section).

For additional product information see your Upjohn representative.
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For treatment of diabetes:
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Human Insulin
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IN THIS ISSUE

Restoration of Blood
Glucose a Sniff Away

It may be that injections of glucagon are not the only effective route of admin-
istration. Pontiroli et al. (p. 604) present evidence that nasal administration of
glucagon effectively increases blood glucose concentrations in healthy volunteers
as well as in euglycemic and hypoglycemic subjects with type I (insulin-depen-
dent) diabetes mellitus. Although less effective on a gram-for-gram basis than
intramuscular glucagon, nasal glucagon acted faster than oral glucose. Although
the precise role for this route of administration needs to be defined, nasal glu-
cagon promises to make treatment of severe hypoglycemia a little easier.

Exercise Tips
the Balance

One of the factors thought to influence the risk of atherosclerosis in diabetes is
an imbalance between prostacyclin (prostaglandin l2 [PGI2]), a vasodilator and
platelet inhibitor, and thromboxane A2 (TXA2), a vasoconstrictor and platelet
agonist. Koivisto et al. (p. 609) measured the stable urinary metabolites of these
short-lived prostanoids in type I (insulin-dependent) diabetic subjects and healthy
control subjects before and after exercise. Although diabetic subjects had normal
PGI2 and TXA2 synthesis before exercise, they demonstrated a deficit in PGI2
metabolism after brief and extended periods of exercise. The ultimate significance
of this observation is unclear, although they speculate that it may indicate incip-
ient vasculopathy and/or nephropathy.

Antibodies to Insulin:
A Contemporary
Perspective

A potential benefit resulting from the increasingly widespread use of extremely
pure insulin is the reduction in prevalence and titers of antibodies to insulin. Van
Haeften (p. 641) reviews the factors related to the development of insulin anti-
bodies and assesses their impact on lipoatrophy, insulin resistance, and glycemic
control. Circulating antibodies to insulin might explain the increased half-life of
free insulin, large glycemic excursions, and the delayed recovery from hypogly-
cemia reported to occur in subjects with high titers of antibodies to insulin.

Nerve Conduction
Studies: Do They
Measure Up?

The diagnosis and assessment of diabetic neuropathy relies on the objective and
subjective evaluations made by physician and patient. Changes in symptoms
noted by patient report and neurological examination are the criteria for judging
effectiveness of treatment, but scant reliable quantifiable measurements can be
troublesome. Dyck and O'Brien (p. 649) contend that research on diabetic neu-
ropathy need not suffer from these vagaries. They argue that predictable rela-
tionships between nerve conduction studies and clinical neurological evaluation
have been established. Thus, tests of nerve conduction, which are more repro-
ducible than clinical evaluation, can serve as the prime standard by which ther-
apies for diabetic neuropathy are judged.
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With One Touch, simplicity and
With its breakthrough technology, the One Touch
System dramatically simplifies blood glucose
self-monitoring for your patients with diabetes.
The One Touch procedure eliminates three major
demands on the user: starting the test, timing the
test and removing the blood.

1. Insert
test strip

2. Press
POWER

3. Apply
sample

"Rebate period September 1,1989 through December 31,1989.
See Rebate Certificate for details, or call 1 800 2278862.

©LifeScan Inc. 1989.

Patients rated One Touch
simplest to use1

one TOUCH

| Product X 2.2

Product Y _27]

Product Z 3.61

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

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



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

one TOUCH

Product X 82°

tProductZ 8 1 % !

Product Y 68% I

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

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

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

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

one TOUCH
BLOOD GLUCOSE MONITORING SYSTEM

uFEsenn
ftiumt company

Mountain View, California 94043
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The ultimate in injection comfort
promises the ultimate in ""~"
patient compliance.

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

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

B-D. MICRO-FINE IV. PLASTIPAK and LO-DOSE are trademarks 0* Becton Dickinson and Company "BETTER LB

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

DIABETES CARE



In NIDDM
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GLVBURKPHacHsr-ROusa
The first choice of the second generation*

'Physician preference based on a worldwide survey of oral hypoglycemic prescriptions.

lower dosage
needed
to maintain control
lower cost per day
than glipizide

1-4

All sulfonylureas. including DiaBeta*
can cause severe hypoglycemia
In considering the use of DiaBeta", consult
the INDICATIONS AND USAGE. WARNINGS
AND PRECAUTIONS sections of the
adjacent prescribing information.

1. Multicenter study. Protocol 404. data on (He, Hoechst-Roussel Pharmaceuticals. Inc. 2. Kong JSL. Lope; J. Gee JS
Dosing trends in grybunde and glipizKfe VA Practitioner 1988.Dec. 61 -68. 3. Comstock JR Cunningham GR. Cotdero E. et al.
Treatment of NIDDM. A randomized double-blind crossover trial with ghpizide and giybunde Presented at the American
Diabetes Association. 49th Annual Meeting. Detroit. June 5. 1989. 4. Coffee AS, Lindsay JW A retrospective comparison of
maintenance dose requirements and effectiveness ot glrpizide versus giybunde in the non-insulin-dependent diabetic
patient at the John L. McClellan VA Medical Center Presented at the American Society of Hospital Pharmacists, 46th
Annual Meeting. June 4-8. 1989 5. Red Book Update, June, 1989

Hoechst-Roussel Pharmaceuticals Inc.
Somerville, New Jersey 08876
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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 Oiabetes Program (UGDP), a long-term prospective clinical trial
designed to evaluate the effectiveness of glucose-lowering drugs in preventing or delaying vascular
complications in patients with noninsulin-dependent diabetes. The study involved 823 patients who
were randomly assigned to one of four treatment groups (Diabetes 19[Suppl 21:747-830,1970).
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 IVi 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 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 DIABETA" Tablets, can produce hypoglycemia.
If hypoglycemic coma is diagnosed or suspected, the patient should be given a rapid intravenous
inaction 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. 069347889

Hoechst-Roussel Pharmaceuticals Inc.
Somerville. New Jersey 08876
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holds 1 year of DIABETES
(12 issues plus supplements). These durable, space
saving cases make affordable gifts as well!
SLIPCASES: $7.95 each, throe for $21.95, six for $39.95
BINDERS: $9.95 v-ach, thnv for $27.95. six for $52.95
MAIL TO: Jesse Jones Industries, Dept. DIAB
499 East Erie Avenue, Philadelphia, PA 19134
Please send cases; binders.
Enclosed is $ Add $1 per item for Postage and Handling.
Outside U.S.A. add $2.50 per item (U.S. funds only).
Print Name

Address
No P.O. Boxes Please

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

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



Power to the people

Chemstrip bG8 Test Strips
Accuracy that gives
people the power to
take control

Optimal control of blood
glucose levels can help prevent
potential diabetic complications
and, in some cases, halt the
progression of existing ones.12

Chemstrip bG* Test Strips
provide the accuracy your
patients... and you... need for
better diabetes management.
Chemstrip bG* Test Strips are
least affected by hematocrit
variation3 and are accurate across
a wide range of blood glucose
readings, from 20 to 800 mg/dL.
What's more, Chemstrip bG*
Test Strips are simple to use,
totally portable and very
economical. Recommend
Chemstrip bG* Test Strips and
give new power to all your
patients with diabetes.

Call 1-800-858-8072 for
more information about any
Boehringer Mannheim product.
References: 1. Engerman R: Glucose control
and the eye. Presented at the Symposium,
Diabetes Management in the 80s, Rockefeller
University, New York City, November, 1980,
2, Mauer M: Glucose control and renal
morphology. Presented at the Symposium,
Diabetes Management in the 80s, Rockefeller
University, New York City, November, 1980.
3. Barreau PB, Buttery JE: The effect of the
haematocrit value on the determination of
glucose levels by reagent-strip methods.
Med I Aust 1987;147:286-288.
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mind for every system
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© 1989 Boehringer Mannheim Corporation. All rights reserved.
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Get ADA's nutrition publications for
your patients at a great savings!

Save $5 to more than $700 when you
my bulk copies of these essential patient

publications!

P^PP '
fcS^',1

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 Food 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.

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.

Bulk Prices

Exchange Lists For 25 5Q_ I Q Q 25_0_
Meal Planning
Regular $31.10 $ 62.15 $119.00 $269.00
Large Print $59.75 $118.15 $219.00 $519.00

Eating Healthy Foods $36.25 $ 76.40 $160.25 $340.25
Healthy Food Choices

English $ 7.05 $ 13.40 $ 23.70
Spanish $ 7.55 $ 14.40 $ 25.70

Exchange Lists For

$547.00
$922.00
$626.1 O

$
$

Weight Management $31.10 $ 62.15 $119.00

53.70 $ 96.75
58.70 $106.75jj

$269.00 $547.00

r
YES! Please send me the following publications:
)uantitv Item Name or Number Total

Subtotal $_
Orders outside the U.S., please add 10% for shipping $_

VA residents add 4.5% state sales tax $_
TOTAL $_

Name
Address
City
State Zip.

H5O2

To Order send your check or money order payable to the American Diabetes Association,
1970 Chain Bridge Rd., McLean VA 22109-0592. VA residents add 4.5% for sales tax
and foreign orders add 10% for surface shipping. Please allow 4-6 weeks for domestic
delivery. Prices are subject to change without notice.

Call 1-800-ADA-DISC ext. 355 for bulk prices on ADA's other patient publications!



ACCU-CHEK® BLOOD GLUCOSE MONITORS:

We didn't get admitted to
more hospitals by accident

Accu-CheWIIm Blood
Glucose Monitor &
Chemstrip bG® Test Strips

Chosen by more hospitals
for accuracy and precision1

Accuracy and precision are only two
reasons 7 out of 10 hospitals have
selected the Accu-Chek® system for
blood glucose monitoring of diabetic
patients.1 Today, this same hospital
accuracy is available with the Accu-
Chek® Urn Blood Glucose Monitor.
Independent studies have proved
that the Accu-Chek® Ilm system out-
performs every other major blood
glucose monitor available.1 Accuracy
and precision studies show 100%
acceptable results across the entire
measured range of 20-500 mg/dL
blood glucose.1

When used with Chemstrip bG® Test
Strips, the Accu-Chek® Urn BLod
Glucose Monitor provides the most
accurate, precise system available. It is
also the only blood glucose monitor
that rejects most strips to which an
inadequate amount of blood has been
applied2 and is the only monitor
system cleared for use with neonates.1
A 30-value memory lets patients record
readings more conveniently.

Recommend the Accu-Chek" Ilm
Blood Glucose Monitor for hospital
accuracy each time your patients test.
References: 1. Data on file, Boehringer Mannheim
Diagnostics. 2. Meters for glucose monitoring. Med
Lett Drugs Ther 1988;30(778):101-102.

There's a person in
mind for every system
we design

BOEHRINGER
MANNHEIM

DIAGNOSTICS

Boehringer Mannheim Diagnostics, 9115 Hague Road, P.O. Box 50100, Indianapolis, IN 46250-0100
© 1989 Boehringer Mannheim Corporation. All rights reserved.
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KNOWING
YOU HAVE
DIABETES
ISNTTHE

END OF
THE WORLD.

NOT
KNOWING
COULD BE.

Every year 500,000
Americans find out they
have diabetes.

Support from family and
friends softens the news and
with proper care, diabetes
can be controlled.

And life can go on.
Untreated, diabetes can

lead to heart disease, kidney
disease, and blindness.

Diabetes can also result in
early death.

Are you experiencing
blurred vision, numbness in
feet or fingers, or frequent
skin infections? Are you
over forty and overweight?
Is there a history of diabetes
in your family?

See your doctor.
Because what you don't

know can hurt you.

A message from the
American Diabetes Association,

American
Diabetes
Association

For more information call 1-800-ADA-DISC
In Virginia and Washington D.C.

1-703-549-1500

This advertisement donated by the publisher.
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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 (Diabetes 19[Suppl 21:747-830,1970).

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
DIABETA011 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 DIABETA"1 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. Q6933i-2H9
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Hoechst-Roussel and the Diabetes Research and Education Foundation:

HELPING A PHYSICIAN SIMPLIFY
THE STUDY OF THE DIABETIC LIVER

rM M UVV7T

"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® (glyburide) 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

FOUTiDATIOn
FUNDED BY

HOECHST-ROUSSEL

J
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Lead a diabetes support group
with the newest resource from the

American Diabetes Association.
Diabetes

Support
Groups tor

young
Adults

This complete guide for health-care professionals
presents a step-by-step approach to planning and
conducting support groups for young adults with type I
diabetes. Session plans cover everything from
recruitment and screening of participants to the final
wrap-up and group evaluation. This manual also
provides questionnaires, exercises, and fact sheets for
use as handouts to participants.

The following topics are covered:
• Managing Sick Days
• Insulin and Insulin Injection

Techniques
• Sexuality and Pregnancy
• Aerobic Exercise
• Managing Stress
• Insulin Reactions
• Psychological Issues
• Complications
• New Developments
• Alcohol and Diabetes
• Employment Discrimination

and Other Legal Issues

Diabetes Support Groups for Young Adults: A Facilitator's Manual

I would like to order the newest resource from the American Diabetes
Association. Please send me:

copies of Diabetes Support Groups for Young Adults:
A Facilitator's Manual. #041.
ADA Members: $14.95; Nonmembers: $17.95. $
TOTAL (VA residents add 4.5% state sales tax) $

NAME

ADDRESS.

CITY

STATE. ZIP.

Make your check or money order payable to: American Diabetes Association. Mail to: American
Diabetes Association, 1970 Chain Bridge Road, McLean, VA 22109-0592.

Payment must be in U.S.
funds and be drawn on a U.S.
bank.

Shipping and handling are
included for orders to the
North American continent.
Contact the ADA for foreign
price list for shipping charges
to other destinations.

Please allow 6-8 weeks for
delivery.

American
Diabetes

.Association.

HURRY! Order your copy today.
J602A



The reasons to

Once-daily dosing

Please see brief summary
of GLUCOTROL* (glipizide)
prescribing information
pn next page.

CglipizideD S-mg and 1O-mg
Scored lablets

When diet alone fails in non-insulin-dependent diabetes meWtus
6 1989, Plizer Inc. As with all sulfortylureas, hypqglycemia may occur.



Mt as
Wod sugar spills,

Glucotrol
spells...

References: 1. Goebel R, Leb G: Effects of glyburide and glipizide on levels of immunoreactive insulin and blood
sugar, in Glipiiide: A Worldwide Review. Princeton, NJ, Excerpta Medica, 1984, pp 9-15.2. Melander A, W3hlin-Boll E:
Clinical pharmacology of glipizide. AmJMed 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 INCREASEO RISK OF CARDIOVASCULAR MORTALITY: The administration of orarhypoglycemic
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 (U60P), a long-term prospective clinical trial designed to evaluate the effectiveness of glucose-lowering
drags 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
UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamide (1.5 grams per
day) had a rate of cardiovascular mortality approximately 2-1/2 times that of patients treated with diet alone. A
signjficant 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.

Glucotrol
5 m 9 a n d 1 O ~ m

Scored Tablets

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, ll.8% reported adverse reactions and in only 1.5% was GLUCOTROL discontinued.
Hypoglycemia: See PRECAUTIONS and OVEROOSAGE sections.
Gastrointestinal: Gastrointestinal disturbances, the most common, were reported with the following approximate
incidence: nausea and diarrhea, one in 70; constipation and gastralgia, one in 100. They appear to be dose-related
and may disappear on division or reduction of dosage. Cholestatic jaundice may occur rarely with sulfonylureas:
GLUCOTROL should be discontinued if this occurs.
Derrnatologic: Allergic skin reactions including erythema, morbillitorm or maculopapular eruptions, urticaria.
pruritus, and eczema have been reported in about one in 70 patients. These may be transient and may disappear
despite continued use of GLUCOTROL; if skin reactions persist, the drug should be discontinued. Porphyna cutanea
tarda and photosensitivity reactions have been reported with sulfonylureas.
Hematologic: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia, and pan-
cytopenia have been reported with sulfonylureas.
Metabolic: Hepatic porphyna and disulfiram-like alcohol reactions have been reported with sulfonylureas. Clinical
experience to date has shown that GLUCOTROL has an extremely low incidence of disulfiram-like reactions.
Endocrine Reactions: Cases of hyponatremia and the syndrome of inappropriate antidiuretic hormone (SIADH)
secretion have been reported with this and other sulfonylureas.
Miscellaneous: Dizziness, drowsiness, and headache have each been reported in about one in fifty patients treated
with GLUCOTROL. They are usually transient and seldom require discontinuance of therapy.
OVEROOSAGE: 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 AN0 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.

ROeRIG < 9 A division of Pfizer Pharmaceuticals
New York. New York 10017



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

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

Glyc-Ajfm GHb provides:
n accurate measurements of total glycated

hemoglobin, not just HbA, or HbA,c

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

between 18°C and 35°C

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

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

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

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

216-825-4525
(collect, in Ohio)

D inc.
r ^ INNOVATIVE
[ J BIOCHEMICAL

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



Essential
diabetes
work.

Essential diabetes reading.
DIABETES—An Essential Research Tool

The leading U.S. Journal on basic diabetes research, presenting the latest
laboratory findings from the world's most eminent scientists. Published monthly,
plus supplements, DIABETES features major scientific papers and review articles,
editorials, and ADA news.

Upcoming issues of DIABETES will feature the latest findings on such
important topics as early detection of vascular dysfunction in NIDDM, effects on
insulin, HLA-DR antigens as markers for B-cell destruction in NIDDM patients,
and more. Plus, you'll have immediate access to major research studies by Roger
Unger.. .Paul Lacy.. .Bernard Jeanrenaud. . .George Eisenbarth.. .J0rn
Nerup... David Sutherland. . . and scores of other authorities in the field of
diabetes research.

DIABETES SPECTRUM:
From Research to Practice
NEW!

Written for professionals who work day-to-day on the front line of diabetes treat-
ment, DIABETES SPECTRUM translates the latest research into practical applica-
tions for their practice. Upcoming issues of DIABETES SPECTRUM will feature in
a 30+ page Research to Practice Section that can be detached and saved for
future reference. Topics in this section for 1988 will focus on: Obesity and Weight
Control—Hypoglycemia—Control and Complications—the Diabetic Foot—Exercise.

Each issue will also contain a question and answer column, legal and legislative
updates, book reviews, Letters to the Editors, and ADA Position Statements. Plus,
you'll enjoy Spectrum Notes, highlighting individuals developing new techniques,
awards, and other happenings in the diabetes field. Be the first to subscribe to this
exciting new ADA publication!

Please send payment with your order to:
American Diabetes Association
Subscription Services Dept.
P.O. Box 2055
Harlan, IA 51593-0293, USA.

SUBSCRIPTION ORDER FORM
DIABETES

Please start my subscription for: US/CANADA
12 issues—$90

DIABETES SPECTRUM
_US/CANADA

6 issues—$30

International
_$132 _ $ 4 5

Name/Degree I I 1

Address I I L

I I I I I I I I I I I I I I I I I I

I I I I I I 1 I I 1 I I

A American
Diabetes
Association. Inc.

i i i i i i i i i i i i i i i i
Zip/Province/City/Country (International)

I I I I I I I 1 I I I I I I I I I I I I I I
J6SP1
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Little Matthew is only three years old
and mighty proud. Not only does he know
the alphabet and how to count, he also
knows how to check his blood glucose level.

When it comes to blood glucose test-
ing, the ExacTech® System makes learning
easy for patients of any age. Even Matthew
has mastered the simple one-button, three-
step procedure. And because the ExacTech
System gives results in 30 seconds and
does not require blotting or wiping, Mat-
thew can focus on what he really likes to
do. Like playing ball. Or riding his scooter.

The ExacTech sensor is so small and
discrete that it goes where Matthew goes
. . . and so convenient to use that Matthew
doesn't mind checking his blood glucose
level frequently. Matthew's doctor
explained to Matthew and his parents how
frequent checking can help them manage
diabetes more effectively.

MediSense is so sure that the
convenience of the ExacTech Blood
Glucose System will encourage better
compliance, that we will refund the
full purchase price of the sensor to
anyone whose glycosylated hemoglobin
is brought down to the normal range*—
or maintained in the normal range*
—after a six-month period from the
date of purchase. For complete details,
write to MediSense, Communications
Department, or call 1-800-527-3339.

Blood Glucose System
Uncomplicate blood glucose testing with
the ExacTbch"" System.

MediSense. inc.
128 Sidney Street, Cambridge, MA 02139

•Interpretation of normal range
depends on specific test used
and patient type. Physician
verification necessary.



Goals for
Diabetes

Education

Get the resources you need from the
American Diabetes Association.

CH YES! I want to order the ADA publications I have chosen below.
I am an ADA Member and want to take advantage of my member discount.
My Membership Number is
(See mailing label on Diabetes Forecast.)

copies, Goals for Diabetes Education #201 $
copies, Physician's Guide to IDDM #038 $
copies, IDDM Slide Presentation #040 $
copies, Physician's Guide to NIDDM #037 $
copies, NIDDM Slide Presentation #034 $
copies, Nutrition Guide for Professionals #111

Subtotal
VA Residents add 4.5% State Sales Tax

TOTAL

Name
Address
City
State Zip

J502B
Make checks or money orders payable to: American Diabetes Association. Mail to: American Diabetes
Association, 1970 Chain Bridge Road, McLean, VA 22109-0592.
Payment must be in U.S. funds and be drawn on a U.S. bank. Shipping and handling are included
for orders to the North American continent. Contact the ADA for foreign price list for shipping
charges to other destinations. Please allow 6-8 weeks for delivery. Prices subject to change without
notice.

Goals for Diabetes Education
Presented in an easy-to-use checklist
format, this manual provides you with a
logical, thorough approach to patient
education. Some topics covered include
diabetes and pregnancy, nutrition,
exercise, and psychosocial adjustment. A
must for all professionals involved in
patient education! 1986
Nonmember: $6.00
ADA Member: $4.80
Physician's Guide to Insulin-Dependent
(Type I) Diabetes: Diagnosis and Treatment
This authoritative new Guide covers
treatment advice about all areas of
IDDM including diagnosis, routine
management, special programs, and
complications. 1988
Nonmember: $22.45
ADA Member: $18.45

Principles of Good Care in the
Management of Insulin-Dependent (Type I)
Diabetes Mellitus: A Lecture Program
This color slide program, ideal for group
presentations, follows the outline of the
IDDM Guide. Presenter's script included.
1988
Nonmember: $91.75
ADA Member: $76.75
Physician's Guide to Non-lnsulin-Dependent
(Type II) Diabetes: Diagnosis and
Treatment, 2nd Edition
Newly revised, this Guide is essential for
you if you treat patients with NIDDM.
Learn about the latest advances in the
areas of classification and pathogenesis,
treatment, and complications. 1988
Nonmember: $22.45
ADA Member: $18.45

Principles of Good Care in the Management
of Non-lnsulin-Dependent (Type II) Diabetes
Mellitus: A Lecture Program
This color slide program, ideal for group
presentations, follows the outline of the
NIDDM Guide. Presenter's script
included. 1988
Nonmember: $91.75
ADA Member: $76.75

Nutrition Guide for Professionals:
Diabetes Education and Meal Planning
This new book helps you use the
Exchange Lists for Meal Planning
effectively. Some topics covered include
calculating an exchange meal plan, self-
monitoring of blood glucose and diet,
and the complete data bases of nutrients
that form the basis for the Exchange
Lists. 1988
Nonmember: $14.70
ADA Member: $12.75

A American
Diabetes
Association.



Now little Matthew* has freedom of choice.,
Introducing the New ExacTfech* Companion

Actual Size

The same speed, simplicity, and convenience
of the original ExacTech Blood Glucose Sensor

Actual Size

Two models, one technology

Life can now be a little easier with the choice
between two different models of the ExacTech*
Blood Glucose System—the original pen-sized
sensor and the new, credit-card-sized sensor,
the ExacTech* Companion. Both models are
light, small, and use the same ExacTech strip.

MediSense. inc.
128 Sidney Street, Cambridge, MA 02139

*In case you missed it, little Matthew is on the previous page.

No blotting, no wiping...
results in 30 seconds

The original ExacTech and the new ExacTech
Companion require no blotting, no wiping...
nothing is more convenient. No blood glucose
meter is faster—both models give results in
30 seconds. And, the procedure is so simple-
one button, three-step operation—that fre-
quent blood glucose testing fits easily into the
diabetic's life-style.

Blood Glucose System
Uncomplicate blood glucose testing with the
ExacTech* System.



FROM THE AMERICAN DIABETES ASSOCIATION

DIABETES
DIABETES SPECTRUM
From Research to Practice

New! For the diabetes health-care team. A jour-
nal that translates the latest research into prac-
tical applications for health professionals and
researchers treating patients with diabetes.
You'll receive authoritative commentary on topics
that matter most to you.. .with an emphasis
on "what this means to your practice."

Co-edited by a nurse, dietitian, and a physician,
this exciting bimonthly journal represents your
spectrum of interests in-depth, in a format that
is designed for professionals on a busy schedule.

• Some of the featured topics of
1989 include:

• Aging
• Adolescents
• Oral Agents
• Hyperiipidemia
• Autonomic Neuropathy
• Communication

Diabetes Spectrum features a 30-plus page
"From Research to Practice" section in which
experts present and review important research in
select topic areas—and you can detach and save
It for future reference! Plus these features:

• Problems in Practice: a Question and
Answer column

• Letters to the Editors

• Spectrum Bookshelf: featuring in-
teresting book reviews

• Capitol Comment: our legislative column

• Spectrum Notes: featuring personalities,
new techniques, and important happen-
ings in the field.

• ADA Position Statements: alerting you
to the ADA stance on new treatments,
new products, and issues related to
diabetes research.

^ Please note that all Professional Section
Members (with the exception of Research
Focus members) of the American Diabetes
Association will receive Diabetes Spectrum
as part of their membership benefits.

To order your subscription of Diabetes Spec-
trum, fill in the coupon and return it today!

I would like to be one of the first to
subscribe to DIABETES SPECTRUM.

Please check:
Please start my subscription for 1 year. (6 issues) $30 US/Canada.

Please start my subscription for 1 year. (6 issues) $45 International.

Name

Address

Send to:
American Diabetes Association
Diabetes Spectrum
P.O. Box 2055
Harlan, IA 50311 A American

Diabetes
Association.

All orders must be pre-paid. Make checks payable to the American Diabetes Association. Any interna-
tional checks must be drawn from a U.S. bank.

J5SA112



CLASSIFIED
ADVERTISING

Diabetes Care Classified Ad rates are:

V4Page $350
(for non-ADA members, $475)

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

All advertising must be prepaid
with order.

All advertisements will be
typeset uniformly.

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

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

Circulation: 11,500 Paid

For information on classified
advertising in Diabetes and

Diabetes Spectrum; and Copy and
Contract Policies, contact:

Peggy B. Donovan
American Diabetes Association

1660 Duke Street
Alexandria, VA 22314

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

(703) 549-1500.

TEXAS GULF COAST
A young, board-certified Endocrinologist practicing in
Beaumont, Texas is now seeking an associate to join his
growing practice. He is currently director of the newly
expanded, 25-bed Diabetes Unit at our 250-bed hospital
and also has privileges at two other local hospitals with an
additional 856 beds. The extensive referral base includes
a large area of southeast Texas and southwest Louisiana
with a total population of 300,000. This practice is 100%
endocrinology and diabetes. Candidates with interest in
Pediatric Endocrinology are especially welcome. Beaumont,
pop. 140,000, is located 90 miles east of Houston on 1-10
and offers year-round coastal recreational activities. For
more information on this attractive opportunity, send your
curriculum vitae to: Manager, Professional Relations,
Humana Inc., Dept. TT-9, 500 West Main Street, Louisville,
KY 40201-1438. Or call TOLL-FREE 1-800-626-1590.

Endocrinologist/Diabetologist

A full time Department of Medicine faculty position is available
at the University of Washington. Primary responsibility will be
to assist at all levels in the development of an outpatient dia-
betes care center at the University of Washington Medical Cen-
ter, Seattle. Approximately 80% of effort will be devoted to
clinical care, both direct and supervisory, and to teaching. The
remainder will be available for research or other scholarly pur-
suits, such as the Diabetes Control and Complications Trial.
Applicants should be enthusiastic, innovative and skilled in
modern comprehensive diabetes care. Excellence in teaching
and clinical ability is required. Send C.V. to Dr. Jerry P. Palmer,
M.D., Head, Division of Endocrinology, Metabolism and Nu-
trition, Seattle Veterans Administration Hospital, Medical Ser-
vice (111), 1660 So. Columbian Way, Seattle, WA 98108,
(telephone: 206-764-2495). The University of Washington is
an affirmative action and equal opportunity employer.

Look in this issue
for registration

information on the
1990

Postgraduate Course



"Wfe Tried ft.

4 of 5 people who try it think it's the better way
Today over 50,000 people with diabetes are using NovolinPen,

Dial-A-Dose Insulin Delivery System. To find out how they
like NovolinPen,,,, we took a nationwide survey asking
about their experience. Here's what ,̂ >'
they say. f~ m

It's simple and easy to use*...
The Dial-A-Dose feature simplifies the procedure.

It's easy to carry, quicker to use *...
At home or away from home, injections are more convenient
with NovolinPen,,, than with a conventional syringe and vial.

It's m o r e comfortable*. . .The NovolinPen,, injection
is more comfortable, compared with their previous
method of giving insulin.

It's the one they'll continue to use*... •<
Comfort, accuracy, and a better feeling about taking
their injections make NovolinPenu first choice
for 4 of 5 people who try it.

Your patients too will appreciate insulin therapy
at its simplest. Once they try NovolinPen,,,
they may never go back to insulin syringes.
Like more information? Then give us a
call, toll-free, at 1-800-727-6500.

' /

}NovolinPen
Dial-A-Dose

Insulin Delivery System
New freedom for insulin users

NovolinPen^, Novolin^.PenFillj,, and PenNeedle^
are trademarks of Novo Industri A/S.

" National Patient Lifestyle and Experience Survey,
data on file, Sauibb-Novo. Inc.

© 1989 Squibb-Novo, Inc. 269-207 April 1989

The diabetes care specialists




