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

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

Micronase
Tablets (glyburide) Usual starting dosage

2.5 mg-5 mg once a day

Please see adjacent page for brief summary of prescribing information.



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

SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of oral
hypoglycamlc 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 noninsulln-dependent diabetes. The study Involved 823 patients who were randomly
assigned to one of four treatment groups (Diabetes, 19 [Suppl 2]: 747-830,1970).
UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamlde (1.5 grams
per day) had a rate of cardiovascular mortality approximately 2% times that of patients treated with diet
alone. A significant increase In total mortality was not observed, but the use of tolbutamide was discon-
tinued based on the Increase in cardiovascular mortality, thus limiting the opportunity for the study to
show an increase In overall mortality. Despite controversy regarding the Interpretation of these results,
the findings of the UGOP study provide an adequate basis for this warning. The patient should be Informed
of the potential risks and advantages of MICRONASE and of alternative modes ol therapy.
Although only one drug In the sulfonylurea class (tolbutamide) was included In this study, it is prudent
from a safety standpoint to consider that this warning may apply to other oral hypoglycemic drugs in this
class, in view ol their close similarities In mode of action and chemical structure.
PRECAUTIONS: General—Hypoglycemia: All sulfonylureas are capable of producing severe hypoglycemia.
Proper patient selection and dosage and instructions are important to avoid hypoglycemic episodes. Renal
or hepatic insufficiency may increase the risk of serious hypoglycemic reactions. Elderly, debilitatedor 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 of Control of Blood Glucose: In diabetic patients exposed to stress such as fever, trauma, infection or
surgery, a loss of control may occur. It may then be necessary to discontinue MICRONASE and administer
insulin. Adequate adjustment of dose and adherence to diet should be assessed before classifying a patient
as a secondary failure. Information for Patients: Patients should be informed of the potential risks and
advantages of MICRONASE and of alternative modes of therapy. They also should be informed about the
importance of adherence to dietary instructions, of a regular exercise program, and of regular testing of urine
and/or blood glucose. The risks of hypoglycemia, its symptoms and treatment, and conditions that predis-
pose to its development should be explained to patients and responsible family members. Primary and sec-
ondary failure should also be explained.
Laboratory Tests: Response to MICRONASE Tablets should be monitored by frequent urine glucose tests and
periodic blood glucose tests. Measurement of glycosylated hemoglobin levels may be helpful in some patients.
Drug Interactions: The hypoglycemic action of sulfonylureas may be potentiated by certain drugs including
nonsteroidal anti-inflammatory agents and other drugs that are highly protein bound, salicylates, sulfon-
amides, chloramphenicol, probenecid. 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 thia-
zides and other diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives,
phenytoin, nicotinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid.
A potential interaction between oral miconazole and oral hypoglycemic agents leading to severe hypogly-
cemia has been reported.

Carclnogenesis, Mulagenesls, and Impairment of Fertility: Studies in rats at doses up to 300 mg/kg/day
for 18 months showed no carcinogenic effects. Glyburide is nonmutagenic when studied in the Salmonella
microsome test (Ames test) and in the DNA damage/alkaline elution assay.

Pregnancy: Teratogenic effects: Pregnancy Category B. Reproduction studies in rats and rabbits have revealed
no evidence of impaired fertility or harm to the fetus due to glyburide. There are no adequate and well con-
trolled studies in pregnant women. This drug should be used during pregnancy only if clearly needed. Insulin
should be used during pregnancy to maintain blood glucose as close to normal as possible. Nonteratogenic
Effects: Prolonged severe hypoglycemia (4 to 10 days) has been reported in neonates born to mothers who
were receiving a sulfonylurea drug at the time of delivery. MICRONASE should be discontinued at least two
weeks before the expected delivery date.

Nursing Mothers: Some sulfonylurea drugs are known to be excreted in human milk. Insulin therapy should
be considered.

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

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

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

THE UPJOHN COMPANY, Kalamazoo, Ml 49001
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Exercise is known to hasten absorption of insulin injected into a muscle. Frid et
al. (p. 473) go one step further in their study of 10 adults with insulin-dependent
diabetes mellitus. With computed tomography scanning, they found that the
subcutaneous layer of the thigh was thinner than a 13-mm insulin needle in most
men studied, and that full perpendicular injection (without a pinch) would inev-
itably result in an intramuscular injection. They then compared insulin absorption
and the fall in blood glucose levels after intramuscular and subcutaneous injec-
tions followed by exercise. Not surprisingly, the intramuscular injections resulted
in quicker insulin absorption and a greater fall in blood glucose levels. These
data suggest that accidental intramuscular injections may be common, thus in-
creasing the risk of hypoglycemia and contributing to glycemic lability.

An abnormal test is often defined as a value exceeding a statistical limit, say 2SD
beyond the mean. However, such objective boundaries are clinically worthless
if they are not a reliable indicator of disease. Little et al. (p. 483) reexamine the
oral glucose tolerance test (OGTT) during pregnancy and compare the standard
definitions of glucose intolerance with what is really of concern: the health and
viability of the baby. They studied 287 women during the 28th week of preg-
nancy. Subjects were drawn from university clinics; those with frankly abnormal
glucose tolerance were excluded. The analysis demonstrated that women with
the worst normal glucose tolerance tended to be older and more obese, and they
had larger babies who were large for gestational age. Yet, in terms of infant
morbidity and mortality, babies born to these mothers were none the worse.
Thus, current diagnostic criteria for the 100-g OGTT may be good enough.

Measuring blood glucose with reflectance meters has become a cornerstone of
treatment for diabetes mellitus. In hospitals, nurses usually perform this task; there-
fore, their proficiency is of paramount importance to the care of hospitalized
patients with diabetes. Kucler et al. (p. 488) investigated the effects of several
parameters on the competency of nurses in measuring blood glucose levels.
Nurses who learned blood glucose monitoring methods in a traditional classroom
setting had better test scores and decreased retest failure rates compared with
nurses whose initial training used self-instructional materials. In fact, the results
suggest that the initial method of instruction may have a greater impact on a
nurse's competency in monitoring their patients' blood glucose levels than any
other single factor.

Diabetes is the leading cause of nontraumatic limb loss in the U.S., and possibly
in the rest of the world as well. How can we prevent amputations and speed
recovery? Early identification of factors that lead to amputation may provide
patients and physicians with precious time and allow for preventive therapy, thus
obviating the need for amputation. With the use of an innovative clinical ap-
proach, Pecoraro et al. (p. 513) determined pathways that led to 80 diabetic limb
amputations. They identified pivotal and potentially preventable events which,
in most of these cases, might have responded to practical clinical interventions.
Further prospective studies will show whether this approach decreases the rate
of limb amputations in diabetic patients.

DIABETES CARE, VOL. 13, NO. 5, MAY 1990



Increasing the risk of
Peripheral Arterial Disease

Diabetes
stacks the odds

nucrocirculatory
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

micrqcirculatory flow
and lifestyle for many
diabetics with PAD
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
tissue perfusion and oxygenation.6

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

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

Trental
® 400 mg Tablets

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

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

Trentarcan 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. Trental9 (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

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

2.3 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 been reported spontaneously worldwide since marketing
in 1972. Although they occurred under circumstances in which a causal relation-
ship with pentoxifylline could not be established, they are listed to serve as infor-
mation for physicians: Cardiovascular-angina, arrhythmia, tachycardia;
Digestive—hepatitis, jaundice, increased liver enzymes; and Hemicand Lymphatic
-decreased serum fibrinogen, pancytopenia, aplastic anemia, purpura, thrombo-
cytopenia.
OVERDOSAGE:
Overdosage with Trental® (pentoxifylline) has been reported in children and adults.
Symptoms appear to be dose related. A report from a poison control center on 44
patients taking overdoses of enteric-coated pentoxifylline tablets noted that
symptoms usually occurred 4-5 hours after ingestion and lasted about 12 hours.
The highest amount ingested was 80 mg/kg; "flushing, hypotension, convulsions,
somnolence, loss of consciousness, fever, and agitation occurred. All patients
recovered.
In addition to symptomatic treatment and gastric lavage, special attention must
be given to supporting respiration, maintaining systemic blood pressure, and
controlling convulsions. Activated charcoal has been used to adsorb pentoxifylline
in patients who have overdosed.
DOSAGE AND ADMINISTRATION:
The usual dosage of Trental® (pentoxifylline) in controlled-release tablet form is
one tablet (400 mg) three times a day with meals.
While the effect of Trental® (pentoxifylline) may be seen within 2 to 4 weeks, it is
recommended that treatment be continued for at least 8 weeks. Efficacy has
been demonstrated in double-blind clinical studies of 6 months duration.
Digestive and central nervous system side effects are dose related. If patients
develop these side effects it is recommended that the dosage be lowered to one
tablet twice a day (800 mg/day). If side effects persist at this lower dosage, the
administration of Trental® (pentoxifylline) should be discontinued. Edition 2/88
Trental® REG TM HOECHST AG

Hoechst-Roussel Pharmaceuticals Inc. H O G C h S t
Somerville, New Jersey 08876

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



What's a common
denominator
of most heart
attack victims?



mg/dL
Mixed hyperlipidemias—elevated cholesterol and
triglycerides—are common among heart attack
victims,1 and nearly two-thirds of people who
developed myocardial infarction in the PROCAM Trial
had a low (<35 mg/dL) baseline level of HDL
cholesterol.2

HEART ATTACK PATIENTS
(PROCAM TRIAL)2

PARKE-DAVIS
© 1989 Warner-Lambert Company



A powerful
case for

Raised low HDL 25%
—in patients whose baseline HDL was below
35 mg/dL in the landmark Helsinki Heart Study (HHS).3

Reduced heart attack
incidence* up to 62%
—in these HHS patients and 45% in HHS patients whose
baseline HDL was below the median (46.4 mg/dL). Incidence
of serious coronary events was similar for LOPID and placebo
subgroups with baseline HDL above the median (46.4 mg/dL).3

/

Raised HDL levels VA to 3
times more effectively than lovastatin
—in a 12-week, double-blind, randomized trial among
patients with moderate to severe hyperlipidemia.
Lovastatin achieved greater reductions in total serum
cholesterol than gemfibrozil in this study population.4

RAISES HDL
DRAMATICALLY REDUCES HEART ATTACK
LOPID is indicated for reducing the risk of coronary heart disease
(CHD) in Type lib patients with low HDL, in addition to elevated LDL
and triglycerides, and who have had an inadequate response to weight
loss, diet, exercise, and other pharmacologic agents such as bile acid
sequestrants and nicotinic acid.

*Defined as a combination of definite coronary death and/or definite
myocardial infarction.

References: 1. Goldstein JL, Hazzard WR, Schrott HC, Bierman EL, Motulsky AC. Hyperlipidemia in
coronary heart disease. I. Lipid levels in 500 survivors of myocardial infarction. I C/i'n Invest.
1973;52:1533-1543. 2. Assmann C, Schulte H. PROCAM-Trial: Prospective Cardiovascular Mijnster
Trial. Zurich: Panscientia Verlag; 1986:8-9. 3. Data on file, Medical Affairs Dept, Parke-Davis
4. Tikkanen M), Helve E, Jaattera A, et al. Comparison between lovastatin and gemfibrozil in the
treatment of primary hypercholesterolemia: the Finnish Multicenter Study. Am I Cardiol.
1988;62:35J-43J.

Please see last page of this advertisement for warnings, contraindications, and
brief summary of prescribing information.



(gemfibrozil)
RAISES HDL..DRAMATICALLY
REDUCES HEART ATTACK

Lopid" (Gemfibrozil Capsules and Tablets)

Before prescribing, please see full prescribing information.
A Brief Summary follows.
CONTRAINDICATIONS. 1 Hepatic or severe renal dysfunction, including primary
biliary cirrhosis

2 Preexisting gallbladder disease (See WARNINGS)
3. Hypersensitivity to gemfibrozil.

WARNINGS. 1 Because of chemical, pharmacological, and clinical similarities be-
tween gemfibrozil and clofibrate, the adverse findings with clofibrate in two large clinical
studies may also apply to gemfibrozil In the first of those studies, the Coronary Drug
Proiect. 1000 sublets with previous myocardial infarction were treated for five years
with clofibrate There was no difference in mortality between the clofibrate-treated sub-
lects and 3000 placebo-treated sublets, but twice as many clofibrate-treated subjects
developed cholelithiasis and cholecystitis requiring surgery. In the other study, con-
ducted by the World Health Organization (WHO). 5000 sublets without known cor-
onary heart disease were treated with clofibrate for five years and followed one year
beyond There was a statistically significant, 29%, higher total mortality in the clofibrate-
treated than in a comparable placebo-treated control group. The excess mortality was
due to a 33% increase in noncardiovascular causes, including malignancy, post-
cholecystectomy complications, and pancreatitis. The higher risk of clofibrate-treated
subiects for gallbladder disease was confirmed

During the Helsinki Heart Study and in the 11/? year follow-up period since the trial
was completed, mortality from any cause was 59 (2 9%) in the Lopid group and 55
(2 7%) in the placebo group Mortality from any cause during the double-blind portion
of the study was 44 deaths in the Lopid group and 43 in the placebo group. Because of
the more limited size of the Helsinki Heart Study, this result is not statistically-
significantly different from the 29% excess mortality seen in the clofibrate group in the
separate WHO study Noncoronary heart disease related mortality showed a 58%
greater trend in the Lopid group (43 vs 27 patients in the placebo group, p=0.056).

In the Helsinki Heart Study, the incidence of total malignancies discovered during the
trial and in the 11/? years since the trial was completed was 39 in the Lopid group and 29
in the placebo group (difference not statistically significant) This includes 5 basal cell
carcinomas in the Lopid group and none in the placebo group (p=006; historical data
predicted an expected 4 7 cases in the placebo group) Gl malignancies and deaths
from malignancies were not statistically
different between Lopid and placebo sub-
groups Follow-up of the Helsinki Heart
Study participants will provide further infor-
mation on cause-specific mortality and
cancer morbidity

2 A gallstone prevalence substudy of 450
Helsinki Heart Study participants showed a
trend toward a greater prevalence of gall-
stones during the study within the Lopid
treatment group (75% vs 4 9% for the place-
bo group, a 55% excess for the gemfibrozil
group) A trend toward a greater incidence
of gallbladder surgery was observed for the
Lopid group (17 vs 11 subiects. a 54% ex-
cess) This result did not differ statistically
from the increased incidence of cholecystectomy observed in the WHO study in the
group treated with clofibrate Both clofibrate and gemfibrozil may increase cholesterol
excretion into the bile leading to cholelithiasis If cholelithiasis is suspected, gallbladder
studies are indicated Lopid therapy should be discontinued if gallstones are found

3 Since a reduction of mortality from coronary artery disease has not been
demonstrated and because liver and interstitial cell testicular tumors were increased in
rats. Lopid should be administered only to those patients described in the INDICATIONS
AND USAGE section If a significant serum lipid response is not obtained, Lopid should
be discontinued

4 Concomitant Anticoagulants - Caution should be exercised when anticoagulants
are given in coniunction with Lopid The dosage of the anticoagulant should be reduced
to maintain the prothrombm time at the desired level to prevent bleeding complications.
Frequent prothrombm determinations are advisable until it has been definitely determined
that the prothrombm level has stabilized.

5 Concomitant therapy with Lopid and Mevacor* (lovastatin) has been associated with
rhabdomyolysis. markedly elevated creatine kinase (CK) levels and myoglobinuna,
leading in a high proportion of cases to acute renal failure In most subjects who have
had an unsatisfactory lipid response to either drug alone, the possible benefit of combined
therapy with lovastatin and gemfibrozil does not outweigh the risks of severe myopathy,
rhabdomyolysis. and acute renal failure (See Drug Interactions). The use of fibrates
alone, including Lopid. may occasionally be associated with myositis. Patients receiving
Lopid and complaining of muscle pain, tenderness, or weakness should have prompt
medical evaluation for myositis, including serum creatine kinase level determination. If
myositis is suspected or diagnosed. Lopid therapy should be withdrawn

6 Cataracts Subcapsular bilateral cataracts occurred in 10%, and unilateral in 6 3 %
of male rats treated with gemfibrozil at 10 times the human dose.
PRECAUTIONS. 1 Initial Therapy- Laboratory studies should be done to ascertain
that the lipid levels are consistently abnormal Before instituting Lopid therapy, every at-
tempt should be made to control serum lipids with appropriate diet, exercise, weight loss
in obese patients, and control of any medical problems such as diabetes mellitus and
hypothyroidism that are contributing to the lipid abnormalities.

2 Continued Therapy—Periodic determination of serum lipids should be obtained,
and the drug withdrawn if lipid response is inadequate after 3 months of therapy.

3 Drug Interactions-(A) Lovastatin: Rhabdomyolysis has occurred with combined
gemfibrozil and lovastatin therapy It may be seen as early as 3 weeks after initiation of
combined therapy or after several months In most subjects who have had an unsatisfac-
tory lipid response to either drug alone, the possible benefit of combined therapy with
lovastatin and gemfibrozil does not outweigh the risks of severe myopathy, rhab-
domyolysis, and acute renal failure There is no assurance that periodic monitoring of
creatine kinase will prevent the occurrence of severe myopathy and kidney damage

(B) Anticoagulants: CAUTION SHOULD BE EXERCISED WHEN ANTICOAGU-
LANTS ARE GIVEN IN CONJUNCTION WITH LOPID THE DOSAGE OF THE ANTI-
COAGULANT SHOULD BE REDUCED TO MAINTAIN THE PROTHROMBIN TIME AT
THE DESIRED LEVEL TO PREVENT BLEEDING COMPLICATIONS. FREQUENT
PROTHROMBIN DETERMINATIONS ARE ADVISABLE UNTIL IT HAS BEEN
DEFINITELY DETERMINED THAT THE PROTHROMBIN LEVEL HAS STABILIZED.

4 Carcinogenesis, Mutagenesis, Impairment of Fertility — Long-term studies
have been conducted in rats and mice at one and ten times the human dose. The inci-
dence of benign liver nodules and liver carcinomas was significantly increased in high
dose male rats The incidence of liver carcinomas increased also in low dose males,
but this increase was not statistically significant (p=0.1). In high dose female rats, there
was a significant increase in the combined incidence of benign, and malignant liver
neoplasms In male and female mice, there were no statistically significant differences

Lopi'd"" (Gemfibrozil Capsules and Tablets)

from controls in the incidence of liver tumors, but the doses tested were lower than those
shown to be carcinogenic with other fibrates.

Male rats had a dose-related and statistically significant increase of benign Leydig cell
tumors at 1 and 10 times the human dose.

Electron microscopy studies have demonstrated a florid hepatic peroxisome prolifera-
tion following Lopid administration to the male rat. An adequate study to test for perox-
isome proliferation has not been done in humans but changes in peroxisome
morphology have been observed. Peroxisome proliferation has been shown to occur in
humans with either of two other drugs of the fibrate class when liver biopsies were com-
pared before and after treatment in the same individual.

Administration of approximately three or ten times the human dose to male rats for 10 weeks
resulted in a dose-related decrease of fertility. Subsequent studies demonstrated that this
effect was reversed after a drug-free period of about eight weeks, and it was not transmit-
ted to the offspring.

5 Pregnancy Category B - Reproduction studies have been performed in the rat at
doses 3 and 9 times the human dose, and in the rabbit at 2 and 6.7 times the human
dose. These studies have revealed no evidence of impaired fertility in females or harm to
the fetus due to Lopid. Minor fetotoxicity was manifested by reduced birth rates observed
at the high dose levels No significant malformations were found among almost 400 off-
spring from 36 litters of rats and 100 fetuses from 22 litters of rabbits

There are no studies in pregnant women. In view of the fact that Lopid is tumongenic in
male and female rats, the use of Lopid in pregnancy should be reserved for those pa-
tients where the benefit clearly outweighs the possible risk to the patient or fetus

6. Nursing Mothers — Because of the potential for tumongenicity shown for gem-
fibrozil 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

7 Hematologic Changes — Mild hemoglobin, hematocrit and white blood cell
decreases have been observed in occasional patients following initiation of Lopid
therapy. However, these levels stabilize during long-term administration. Rarely, severe
anemia, leukopenia, thrombocytopenia, and bone marrow hypoplasia have been
reported. Therefore, periodic blood counts are recommended during the first 12 months
of Lopid administration.

8. Liver Function -Abnormal liver function tests have been observed occasionally
during Lopid administration, including eleva-
tions of AST (SGOT), ALT (SGPT), LDH, bih-
rubin, and alkaline phosphatase These are
usually reversible when Lopid is discon-
tinued. Therefore periodic liver function
studies are recommended and Lopid therapy
should be terminated if abnormalities persist

9. Use in Children -Safety and efficacy in
children have not been established.
ADVERSE REACTIONS. In the double-blind
controlled phase of the Helsinki Heart Study.
2046 patients received Lopid for up to 5 years
In that study, the following adverse reactions
were statistically more frequent in subjects in
the Lopid group (placebo incidence in paren-
theses): gastrointestinal reactions, 34 2 %

(23.8%); dyspepsia, 19.6% (11.9%); abdominal pain, 9.8% (5.6%); acute appendicitis
(histologically confirmed in most cases where data are available), 1.2% (0.6%); atrial
fibrillation, 0.7% (0.1%).

Adverse events reported by more than 1 % of subjects, but without a significant differ-
ence between groups (placebo incidence in parentheses) were: diarrhea, 7.2% (6.5%).
fatigue, 3.8%(3.5%); nausea/vomiting, 25%(2.1%); eczema, 1.9%(1.2%); rash, 1.7%
(1.3%); vertigo, 1.5%(1.3%); constipation, 1.4%(1.3%); headache, 1.2%(1 1%)
Gallbladder surgery was performed in 0.9% of Lopid and 0.5% of placebo subjects, a
64% excess, which is not statistically different from the excess of gallbladder surgery
observed in the clofibrate compared to the placebo group of the WHO study

Nervous system and special senses adverse reactions were more common in the
Lopid group. These included hypesthesia, paresthesias, and taste perversion. Other
adverse reactions that were more common among Lopid treatment group subjects but
where a causal relationship was not established include cataracts, peripheral vascular
disease, and intracerebral hemorrhage.

From other studies it seems probable that Lopid is causally related to the occurrence
of musculoskeletal symptoms (See WARNINGS), and to abnormal liver function
tests and hematologic changes (See PRECAUTIONS).

Reports of viral and bacterial infections (common cold, cough, urinary tract infections) were
more common in gemfibrozil-treated patients in other controlled clinical trials of 805 patients

Additional adverse reactions that have been reported for gemfibrozil are listed below
by system. These are categorized according to whether a causal relationship to treat-
ment with Lopid is probable or not established:
CAUSAL RELATIONSHIP PROBABLE: Gastrointestinal: cholestatic jaundice; Central
Nervous System: dizziness, somnolence, paresthesia. peripheral neuritis, decreased
libido, depression, headache; Eye: blurred vision; Genitourinary: impotence;
Musculoskeletal: myopathy, myasthenia, myalgia, painful extremities, arthralgia,
synovitis. rhabdomyolysis (see WARNINGS and Drug Interactions under PRECAU-
TIONS); Clinical Laboratory: increased creatine phosphokinase, increased bihrubin, in-
creased liver transaminases (AST [SGOT], ALT [SGPT]), increased alkaline phosphatase;
Hematopoietic: anemia, leukopenia, bone marrow hypoplasia, eosinophilia; Im-
munologic: angioedema, laryngeal edema, urticaria; Integumentary: exfoliative der-
matitis, rash, dermatitis, pruritus.
CAUSAL RELATIONSHIP NOT ESTABLISHED: General: weight loss; Cardiac: extrasys-
toles; Gastrointestinal: pancreatitis, hepatoma, colitis; Central Nervous System: confu-
sion, convulsions, syncope; Eye. retinal edema; Genitourinary: decreased male fertility;
Clinical Laboratory: positive antmuclear antibody; Hematopoietic: thrombocytopenia;
Immunologic: anaphylaxis, Lupus-like syndrome, vasculitis; Integumentary: alopecia.
DOSAGE AND ADMINISTRATION. The recommended dose for adults is 1200 mg
administered in two divided doses 30 minutes before the morning and evening meal
MANAGEMENT OF OVERDOSE. While there has been no reported case of over-
dosage, symptomatic supportive, measures should be taken should it occur
References: 1. Frick MH, Elo O, Haapa K, et al: Helsinki Heart Study: Primary preven-
tion trial with gemfibrozil in middle-aged men with dyslipidemia. N EnglJ Med
1987:317:1237-1245. 2. Manmnen V, Elo 0, Fnck MH, et al: Lipid alterations and decline
in the incidence of coronary heart disease in the Helsinki Heart Study. JAMA 1988;
260:641 -651. 3. Nikkila EA: Familial lipoprotein lipase deficiency and related disorders of
chylomicron metabolism. In Stanbury J. B. et al. (eds): The Metabolic Basis olInherited
Disease, 5th ed., McGraw-Hill, 1983, Chap. 30, pp. 622-642.
Caution - Federal law prohibits dispensing without prescription.

PARKE-DAVIS 0737G013
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and the facts
behind

Presenting
sides of the story.
Making the right recommen-
dation about a blood glucose
monitoring system demands
all the facts... the whole story
of reliability and ease of use.
Here are the facts about
the new GLUCOMETER® 3
Diabetes Care System and
GLUCOFILM™ Test Strips.
Facts that clearly make it the
right system for more patients.

it.
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Fact: Provides
the accuracy you
need to assure
good diabetes
management.
The GLUCOMETER 3 System
assures you of clinically useful
blood glucose results from
20-500 mg/dl.

The graphics shown demon-
strate the close correlation
of GLUCOMETER 3 System
readings to YSI whole blood
glucose values across a
broad range.
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Fact: Simplicity
assures accurate
results from
patients as well
as professionals.
One-button operation,
easy-to-see display and
film-strip accuracy make the
GLUCOMETER 3 System so
simple, it's hard to go wrong.
We know, because we didn't
limit our studies to experi-
enced evaluators. We also
gathered precision and
accuracy data from patients
with diabetes who tested
themselves. Patients of various
ages and types of diabetes.
As charts A and B show, this
means GLUCOMETER 3 System
accuracy and simplicity are
right for patients, right for
professionals.

Fact: Precision
variability is
4% or less.
A laboratory study using
the GLUCOMETER 3 System
yielded the precision data
shown here. Good precision
assures more reliable blood
glucose results.
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• 4 . ( 1

ill
2.8 !

2.1

30 70 140 300

Whole blood glucose (mg/dL)

Fact: GLUCOFim
Test Strips provide
the widest
hematocrit range
available for
blood glucose levels
fix>m 2U-5OO mg/dL.
Hematocrit levels from 20%
to 60% have shown no
significant effect on blood
glucose results.

Fact: The
GLUCOMETER 3
Diabetes Care
System is affordable.
Try the GLUCOMETER 3
System and be your own judge
of the facts behind this reliable,
easy-to-use and affordable
blood glucose monitoring
system. Contact your Miles
Inc., Diagnostics Division
representative or write us
at the address below.

Introducing

Gkcometer'3
Diabetes Care System

With New Glucofilnf Test Strips

Miles Inc.
Diagnostics Division

T P.O. Box 70
M I L E S Elkhart.lN46515



Endocrinologist/Internist

BC/BE to join same in Richmond, Virginia, in practice
of Endocrinology/Internal Medicine. Located near
Washington, DC, Williamsburg, Virginia Beach, and the
Chesapeake Bay, and two hours from Virginia/West Vir-
ginia skiing—an excellent practice opportunity with
guaranteed salary leading to partnership. Located ad-
jacent to 369-bed hospital with full facilities and teach-
ing opportunities. Send CV to:

Eugene M. Newman, M.D.
St. Mary's Medical Building
5855 Bremo Road, Suite 201
Richmond, Virginia 23226-1991

Visit the ADA Store at the
American Diabetes Association's

50th Annual Meeting &
Scientific Sessions
June 16-19,1990

Take the store items home with you and save!
The store will be open in

Atlanta's Georgia World Congress Center.
Come by and see us!

Classified Advertising

Diabetes Care Classified Ad rates are:

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

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

Peggy B. Donovan
American Diabetes Association

1660 Duke Street
Alexandria, VA 22314

(800) ADA-DISC or in Virginia and
Washington DC Area dial (703) 549-1500.
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FOR EFFECTIVE CONTROL OF TYPE II DIABETES
Brief Summary

DIABETA® (glyburide) Tablets

CONTRAINDICATIONS: DIABETA® is contraindicated in patients with: l. 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 mor-
tality as compared to treatment with diet alone or diet plus Insulin. This warning Is based on the
study conducted by the University Croup Diabetes Program (UCDP), a long-term prospective
clinical trial designed to evaluate the effectiveness of glucose-lowering drugs in preventing or
delaying vascular complications in patients with nonlnsulin-dependent diabetes. The study
involved 823 patients who were randomly assigned to one of four treatment groups {Diabetes
19(Suppl 21:747-830,1970).

UCDP reported that patients treated for five to eight years with diet plus a fixed dose of
tolbutamlde (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 tolbutamlde was discontinued based on the increase in cardiovascu-
lar mortality, thus limiting the opportunity for the study to show an increase In overall mortal-
ity. Despite controversy regarding the interpretation of these results, the findings of the UCDP
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: Ceneral -Hypoglycemia: All sulfonylureas are capable of producing severe hypoglyce-
mia. Proper patient selection and dosageand 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 whoare taking beta-adrenergic blocking drugs. Hypoglycemia is more likely to occur
when caloric intake is deficient, after severeor prolonged exercise, when alcohol is ingested, orwhen 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 urineand/or blood glucose. The risks of hypoglycemia, its symptomsand 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-in-
flammatory agents and other drugs that are highly protein bound—salicylates, sulfonamides, chloram-
phenicol, 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 contra-
ceptives, phenytoin, nicotinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid. A
potential interaction between oral miconazoleand oral hypoglycemicagents leading to severe hypoglyce-
mia 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 nonmutagemc when
studied in Salmonella microsome test (Ames test) and in the DNA damage/alkaline elution assay. Preg-
nancy: 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 sulfonyl-
urea 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. Pedlatrlc Use: Safety
and effectiveness in children have not been established.

ADVERSE REACTIONS: Hypoglycemia: See Precautions and Overdosage sections. Gastrointestinal
Reactions: Cholestaticjaundiceand hepatitis may occur rarely; DIABETA® Tablets should bediscontinued
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 reactions,
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 photosensmvity reactions have
been reported with sulfonylureas. Hematologic Reactions: Leukopema, agranulocytosis, thrombocyto-
penia, hemolytic anemia, aplastic anemia, and pancytopenia have been reported with sulfonylureas.
Metabolic Reactions: Hepatic porphyria and disulfiram-like reactions have been reported with sulfonyl-
ureas; however, hepatic porphyria has not been reported with DIABETA® and disuldram-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 antidi-
uretic hormone (SIADH) secretion has been reported with certain other sulfonylureas, and it has been
suggested that these sulfonylureas may augment the peripheral (antidiuretic) action of ADH and/or
increase release of ADH.

OVERDOSAGE: Overdosage of sulfonylureas, including DIABETA® Tablets, can produce hypoglycemia. If
hypoglycemic coma is diagnosed or suspected, the patient should be given a rapid intravenous injection
of concentrated (50%) glucose solution. This should be followed by a continuous infusion of a more dilute
(10%) glucose solution at a rate which will maintain the blood glucose at a level above 100 mg/dL Patients
should be closely monitored for a minimum of 24 to 48 hours, since hypoglycemia may recur after
apparent clinical recovery. 069592 290

Hoechst-Roussel Pharmaceuticals Inc.
Somerville, New Jersey 08876-1258

Sole sponsor of the Diabetes Research & Education Foundation
The name and logo HOECHST are registered trademarks ol Hoechst AC



In NIDDM

DkiBetci
IBURKPH:

TR6UETS
1.25, 2.5
& 5mg

GLYCEMIC CONTROL
WITHOUT THE RISKS OF

HYPERINSULINEMIA

Human
insulin
magnified.

D In a major study,* hyperinsulinemia is linked to increased coronary risk.1

• DiaBeta helps maintain excellent glycemic control without the risks of long-term
elevation of plasma insulin levels.2

•Published in The New England Journal ofMedicine.

All sulfonylureas, including DiaBeta®, can cause severe hypoglycemia.

References:}. Zavaroni I, Bonora E, Pagliara M, etal: NewEngU Metfi989;320:702-706.2. Feldman JM, Lebovitz HE: Diabetes i97i;20:745-755.

Please see adjacent page for brief summary of prescribing information.
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test strip

"I USE THE
ONETOUCH
METER WITH
CONFIDENCE"

-Pediatrician PeterBove, M.D., San Bruno, California.

"One much makes accurate results easy to achieve:
"I cant afford to worry about the accuracy of my blood

glucose test results. That's why I use the One Touch* Blood
Glucose System from LifeScan."

"In testing my own blood glucose I have found it more
difficult to make a mistake with One Touch, it's so simple."

"I use One Touch with confidence in testing my own
blood glucose. And I recommend One Touch with confidence
for my patients."

The One Touch System dramatically simplifies blood
glucose testing. Results are obtained with only three easy steps.

Accurate results are easy to
achieve with testing this simple. The
OneTouch System reduces the chance
of user error because it eliminates
three major demands on the user:
Starting the Test Timing theTest, and
Removing the Blood. And that means
greater accuracy where it matters most
in the hands of the people who use it1.

Press
power

Apply
sample

To find out more about the One Touch Blood Glucose
Monitoring System call:
Toll Free

United States
Canada

1 800 227-8862
1 800 663-5521

1. Jovanovic-Peterson L, Peterson C. Dudley J., Kilo C, Ellis B.: Identifying
sources of error in self-monitoring of blood glucose. Diabetes
Care 1988; 11 (10) 791-794.

UFGsenn

co LifeScan inc. 1990

a GomitoniMHKin company

Milpitas, California 95035



Succinctly and forcefully captures
the current state of knowledge in the field
Principles and Practice of
ENDOCRINOLOGY and METABOLISM
Editor: Kenneth L Becker, M.D., Ph.D. /8 Associate Editors/302 Contributors

«8?//'s easy to order. Call TOLL FREE
(USA except AK) 1-800-638-3030.
In Maryland, call collect 301-824-7300.
Or use the coupon below. Lippincott books
are also available from your health science
bookstore or Lippincott representative.

Lippincott

Demonstrates its relevance to the
decisions you make every day
Now—the contemporary new text that covers the entire field of
endocrinology and metabolism. Clearly written...clinically rele-
vant...superbly illustrated...this new reference demonstrates its
relevance to the decisions you make every day.

Three hundred outstanding clinicians and investigators have
worked closely together to achieve a cohesiveness and consis-
tency of style unusual in a multi-authored work. Basic scientists
provide a scientific foundation for normal endocrine function. And
premier clinical endocrinologists offer you practical diagnostic and
therapeutic information.

Unique and practical features:
• Includes extensive coverage of pediatric endocrinology and
the endocrinology of the woman—fundamental areas not covered
in depth in any other endocrine text.
• Sections on the diffuse endocrine system and the relationship
between hormones and the body emphasize the systemic nature
of endocrinology and its diseases.
• Most clinical chapters are disease-oriented. Outstanding en-
docrine surgeons contribute chapters describing practical
aspects of surgical therapy. And renowned subspecialists discuss
manifestations of endocrine disorders in their specialty, focusing
on signs and symptoms.
• A multidisciplinary approach provides alternative theories,
diagnoses, and treatments for your consideration.
• A superb selection of x-rays, photographs and line drawings
depict and highlight key clinical concepts.
• A highly useful section provides complete listings of: labora-
tory values; nearly all drugs used in endocrine therapy; test pro-
cedures used in clinical endocrinology.
• Provides to-the-point background information on the normal
anatomy, histology, biochemistry and physiology of the endocrine
system.
• Contains a unique section on hormones and cancer.

7,920 Pages. 1,333 Illustrations. 65-09236.
7990. $125.00.

J.B. Lippincott Company RO. Box 1630, HAGERSTOWN MD 21741-1630
[ ] YES! Please send me for 30 days' on-approval examination: D Becker (65-09236) $125.00.

Name

Address.

D Payment enclosed* (save postage & handling) D Bill me (plus postage & handling)
D Charge it:* (save postage & handling) D MasterCard • VISA

City/State/Zip

Phone
9-digit

Card No.

Signature

. Expiration Date.

'Add sales tax. Prices in US. funds and subject to change. Orders subject to approval of Lippincott. Professional books may be tax deductible. Offer valid in U.S. and Canada only.



When post-meal blood sugar
demands control . ^ ^
demand Glucotrol >' foSSS'
After meals, when NIDDM patients need insulin most,
^ Glucotrol stimulates insulin release within
*^ minutes to control blood sugar?

No deleterious effect
onlipids*

Low incidence of
prolonged and severe
hypoglycemia4

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

(glipizide} 5-mg and 1O-mg
Scored Tablets

When diet alone fails in non-insulin-dependent diabetes mellitus (NIDDM}
© 1990. Pfizer Inc i>:.. As with all sulfonylureas, hypoglycemia can occur.



LS fast as
blood sugarTpills,
Glucotrol
spells...

References: 1. Peterson CM, Sims RV Jones RL. et al Bioavailability of glipmde and its effect on blood glucose and

insulin levels tn patients with non insulin-dependent diabetes Diabetes Caie 1982,5 497-500 2. Goebel R. Leb G

Effects of glybunde and glipi/ide on levels of immunoreactive insulin and blood sugar, in Glipwde. A Worldwide

Review Princeton, M bcerpta Medica, 1984, pp 9-15 3. Reaven GM Effect ot ghpizide treatment on various aspects

oi glucose, insulin, and lipid metabolism in patients with noninsulin-dependent diabetes mellitus. Am I Med

19837MNovember 30) 8-14 4. Berger W. Cadutf \. Pasquel M, et a> The relative frequency of severe sultonylurea

hypogtycemia in the last 25 years in Switzerland SchmnMed Wochensctu 1986,116 145 151

Brief Summary of Prescribing Information

INDICATIONS AND USAGE GLUCOTROL is indicated as an adturtct to diet for the control ot hyperglvcemia in patients

witt1 no" msulm dependent diabetes mellitus (NIDDM. type II) after an adequate trial of dietary therapy has proved

unsatisfactory

CONTRAINDICATIONS; GLUCOTROl is conframdicated in patients with known hypersensitivity to the drug or with

tlMDPtir ketoacidosis with or without coma whirh should be treated with insulin

SPECIAL WARNING ON INCREASED RtSK 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 (U60P!. a long term prospective clinical trial designed to evaluate the effectiveness of glucose lowering

drugs in preventing or delaying vascular complications in patents with non insulin-dependent diabetes The study

involved 823 patients who were randomly assigned to one of four treatment groups [Diabetes 19. supp. 2 747 830.1970).

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 ot 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 tor the study to show an increase in

overall mortality Despite controversy regarding the interpretation of these results, the findings of the UGDP

study provide an adequate basis lor this warning The patient should be informed of the potential risks and

advantages of GLUCOTROL and of alternative modes ot 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 ot GLUCOTROL may be slowed in patients

with impaired lenal and<or hepatic lunction Hypoglycemia may be prolonged m such patients should it occur

Hypoglycemia: All sulfonvlureas 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 ot 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 tt 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 tor 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, ot a regular exercise

program and of regular testing ot urine and'Or blood glucose The risks ot 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

0 r u | 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

chloramphemcol probenecid. coumanns, monoamine oxidase inhibitors, and beta-adrenergic blocking agents In

vitro studies indicate that GLUCOTROL binds differently than tolbutamide and does not interact with 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 ot control, including the thwides and other diuretics.

corticosteroids. phenothiazines. thyroid products, estrogens, oral contraceptives, phenytoin, mcotimc acid sym-

pathomrmetics. calcium channel blocking drugs and isomand 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

Carcinof enesis, Hut agenesis. Impairment ot Fertility- A 20 month study in tats and an 18- month study in mice at

doses up to 1b times the maximum human dose revealed no evidence of drug-related carcinogenicity Bacterial and

m vivo mutagemcity 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
Scored Tablets

Pregnancy: Pregnancy Category C GLUCOTROL (glipizide) was found to be mildly fefotoxic 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 tola/amide The effect is perinatal and believed to be directly related to the pharmacology

(hypoglycemic} action of GLUCOTROL In studies in rats and rabbits no teratogenic effects were found There are no

adequate and well controlled studies m 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 dose to normal as possible

Nonteratogenic Effects: Prolonged severe hypoglvcemia has been reported in neonaies born to mothers who were

receiving a sultonylurea drug at the time of delivery This has been reported more frequently with the use of agents

with prolonged halt-lives GLUCOTROL should be discontinued at least one month before the expected delivery date

Nursing Mothers: Since some sultonylurea drugs are known to be excreted in human milk, insulin therapy should be

ronsidered it 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 Ot 702

patient", 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 sultonylureas

GLUCOTROL should be discontinued if this occurs

Dermatologic: Allergic skin reactions including erythema morbilliform or maculopapular eruptions, urticaria.

piuntus. and eczema have been reported in about one in 70 patients These may be transient and may disappear

despite continued use ot GLUCOTROL. if skin reactions persist, the drug should be discontinued Porphyria cutanea

tarda and photosensitivity reactions have been reported with sultonylureas

Hematologic: Leukopema. agranulocytosis. ttuombocyiopema, hemolylic anemia, aplastic anemia, and pan-

cytopema have been reported with sultonylureas

Metabolic: Hepatic porphyria and disulfiram-like alcohol reactions have been reported with sultonylureas Clinical

experience to date has shown thai GLUCOTROL has an extremely low incidence ot disulfiram-like reactions

Endocrine Reactions: Cases of hyponatremia and the syndrome ol inappropriate antidiuretic hormone (SIAOK)

secretion have been reported with this and other sultonylureas

Miscellaneous: Dizziness drowsiness and headache have each been reported m about one in fifty patients treated

with GLUCOTROL They are usually transient and seldom require discontinuance of therapy

0VERD0SA6E: 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 ot 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 tot 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 ot the extensive protein binding of GLUCOTROl. dialysis is

unlikely to be of benefit

DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen tor the management of diabetes mellitus with

GLUCOTROL: in general, it should be given approximately 30 minutes before a meal to achieve the greatest reduction

tn postprandial hyperglycemia

Initial Dose: The recommended starting dose is 5 mg before breakfast Geriatric patients or those with l iwt disease

may be started on 2 b mg Dosage adjustments should ordinarily be m increments of 2 5 5 mg, as determined by

blood glucose response At least several days should elapse between filiation 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 while, dye-free scored diamond shaped tablets impnnted as follows

5 mg tablet Pfizer 411 (NDC b mg 0049-4110-66) Bottles ot 100, 10 mg tablet Piuer 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



A
ANNOUNCING

on

50th Annual
Meeting and

Scientific
Sessions
Proud of the Past

. . . Confident of the Future

June 14-19, 1990
Georgia World Congress Center
Atlanta, Georgia

Over 400 outstanding international diabe-
tes physicians, researchers, and health
educators will present recent clinical and
research findings at the Scientific Sessions
of the American Diabetes Association's 50th
Annual Meeting. Topics will be presented
in a variety of formats—lectures, symposia,
and poster sessions. Although the formal
program has not yet been prepared, some
of the topics that will be presented include:

Genetics, Etiology
Immunology
Insulin Synthesis,

Secretion
Hormone Receptors
Hormone Action
Other Hormones
Metabolism In Vivo
Metabolism In Vitro
Lipids, Lipoproteins
Insulin Action
Signal Transduction

Clinical Diabetes
Complications
Epidemiology
Forms of Therapy
Health-Care Delivery
Health Education
Psychosocial
Behavioral Medicine
Nutrition
Pregnancy
Transplantation

American
Diabetes
Association

F



American Diabetes Association

50th Annual
Meeting and

Scientific
Sessions

Avoid On-Slte Delays and fines
REGISTER TODAYI

ATTENTION Nonmembers

GENERAL INFORMATION

REGISTRATION

Registration forms must be accompanied by payment to
be processed. The registration fee for the program includes
an abstract program book and admission to all scientific
sessions, including lectures, technical exhibits, council
meetings, poster presentations, and social events.

Member Rate

Early Bird
By Feb. 28

$125

Nonmember Rate $225

Student Rate $ 50

Advance
By April 30

$145

$245

$ 60

Registration
on-site

$165

$265

$ 75

Spouse registration will admit spouses to commercial ex-
hibits and social functions only. We will accept American
Express, MasterCard, and Visa.

Join ADA now and register at the Professional Section
Member rate. This represents a significant savings, plus
you'll receive Member benefits such as ADA journals,
Special-Interest Council memberships, discounts to other
ADA meetings, and eligibility for ADA research grants. To
join, enclose the membership application and your mem-
bership dues payment when you preregister.

All registrations received by April 30 will be acknowl-
edged. Please contact the American Diabetes Asso-
ciation's National Service Center if you do not receive
a confirmation.

CONTINUING MEDICAL EDUCATION CREDITS
In addition to updating your knowledge with current in-
formation on diabetes care and management, you will also
earn continuing medical education credit if you are a
physician, nurse, or dietitian.

BANQUET
The Annual Awards Banquet will be held on Saturday, June
16. A cocktail reception will be held before the dinner and
dancing. Tickets are $50.00. We invite you to attend and
celebrate with your colleagues who are being honored for
their work in diabetes research and care.

COUNCILS OF THE PROFESSIONAL SECTIONS
All council programs are scheduled for Saturday, June 16.
Full council programs will be available in April. The coun-
cils include:

•Council on Diabetes in Pregnancy
•Council on Education
•Council on Diabetes in Youth
•Council on Epidemiology and Statistics
•Council on Nutrition Sciences and Metabolism
•Council on Complications
•Council on Health-Care Delivery and Public Health
•Council on Exercise
•Council on Foot Care



ADA 50th Annual Meeting and Scientific Sessions (June 14-19,1990)

PREREGISTRATION FORM A American
Diabetes

.Association.

Please register only one person per form. This form can be copied for additional registrants.

Academic degree(s): D MD D DO • PhD D RN D RD • Other L _ i _ _ i _ J

l I I L J L J I I L

First Name, M.I., Last Name
i i I i i I i i

Nickname (as you want name to appear on your badge)
I i i i i i i i i i i i i

Professional Affiliation
i i i i i i i i i i i i i j

i i i i i i i i i i i J I I I I I I I I I I I I I

I I I I I I

Business Address
I i i i i i i i i i i i i i i I I i

City State Zip Code
I i i i i i i i i i i i i i i i i i I I i i T i i T i i i

Country (if other than U.S.A.)
I i i i i i i i i i i i I

Telephone with Area Code

Spouse's Name (if accompanying)

1- If you join ADA now, you can register at the
member rate and save!
Physicians (MD) Student t
• Member (oi) • Member (05)
D Nonmember(<>2) • Nonmember (o<i)

Non-MD Professional
D Member (03)
• Nonmember (04)

t Verification of status must be included with
registration in order for it to be processed.

2. Specialty Area (check one):
D a. Adult • i.

Endocrinology • j .
• b. Family Practice
• c. Geriatrics • k.
D d. Internal Medicine • 1.
D e. Nursing • m
D f. Nutrition D n.
D g. Ophthalmology D o.
• h. Ob/Gyn • p.

Pediatrics
Pediatric
Endocrinology
Pharmacology
Podiatry
Psychology
Public Health
Research
Other
(please indicate)

3. Type of Practice (check one):
• a. Clinic • f. Research
D b. Corporate
• c. Hospital
• d. Private Practice
• e. Public Health

• g. Student
• h. Academic
• i. Other

(please indicate)

4. Previous Postgraduate Courses attended

1990 1989 1988 1987

5. Previous Annual Meetings attended

1989 1988 1987

6. Registration fee submitted $

1986

7. Membership fee included (be sure to include
membership application and a separate check for
your payment) $

Banquet ($50.00 each; indicate number of each type of
ticket being purchased)

#Fish #Beef

8. Total $ Date

Sorry, ADA cannot bill you. All fees must be paid
in advance and must accompany the registration
form. Vouchers or purchase orders cannot be
accepted. All funds must be drawn on U.S. banks.

Make checks payable to:
American Diabetes Association

Mail to:
50th Annual Meeting and Scientific Sessions
1970 Chain Bridge Road
P.O. Box 0594
McLean, VA 22109-0594

9. I authorize you to charge the fee indicated on
this form to my American Express, MasterCard
or Visa credit card.

D American Express • MasterCard • Visa

No

Expiration Date

Signature

Cancellation Policy: The registration fee, less a cancellation fee of $50.00 (student cancellation fee of $15.00) will be
refunded on written request postmarked by June 30,1990. No refunds will be allowed for banquet ticket cancellations
received after May 31,1990. No refunds will be made after these dates.
•Registration must be postmarked by the preregistration cut-off to receive reduced fees. AMD2



Downtown Atlanta

^ t

ATLANTA, GEORGIACopyright 1985 N
Atlanta Convention
and Visitors Bureau.

1. American Hotel
Spring Street at International Boulevard

2. Atlanta Downtown Travelodge
311 Courtland Street

3. Atlanta Hilton & Towers
Courtland and Harris Streets, N.E.

4. Atlanta Marriot Marquis
265 Peachtree Center Avenue

5. Comfort Inn
101 International Boulevard

6. Hyatt Regency Atlanta
in Peachtree Center
265 Peachtree Street, N.E.

7. Omni Hotel at CNN Center
100 CNN Center

8. Radisson Hotel Atlanta

Single Double

$ 70 $ 82

$ 62

$110

$112

$ 69

$109

$115

$ 78
Courtland and International Boulevard

For information regarding suites, contact the ADA's
Meetings Department.

68

$125

$127

$ 79

$125

$125

$ 88



A American
Diabetes
Association

50th Annual Meeting and
Scientific Sessions
Georgia World
Congress Center
Atlanta, GA

Central Council: June 14-16,1990
Board of Directors: June 16,1990
Professional Councils: June 16,1990
Scientific Sessions: June 16-19,1990

Hotel Reservation Request

Will you be attending the
Endocrine Society Meeting?
yes _J no J

Complete and mail this form to:
ADA Housing Bureau
233 Peachtree Street, NE, Suite 2000
Peachtree Harris Building
Atlanta, GA 30303
(404) 521-6630 (For inquiries only, no
reservations will be taken by phone)

Confirmation of your hotel reservation
will be received directly from the hotel.

Hotel Preference:
It is necessary that you list the hotels in your order of preference.
Your first choice will be honored to the extent that the accommo-
dations are available. See other side for list of hotels and rates.

2..

If my choices are unavailable, please give preference to
price location

ROOM APPLICATIONS WILL NOT BE PROCESSED
WITHOUT A DEPOSIT OF $75 IN U.S. CURRENCY. The
Housing Bureau will accept checks, money orders, or
American Express. Make checks payable to the ADA
HOUSING BUREAU. Deposits will be forwarded to the hotel
to which you are assigned.

Failure to notify the hotel of any change in arrival time or
room occupants may result in cancellation of your reserva-
tion and loss of deposit.

Make all changes and cancellations in writing directly with
the ADA Housing Bureau before May 13, 1990; after that
date make all changes and cancellations directly with the
hotel to which you are assigned. International attendees
may make changes and cancel by phone.

Do NOT send the housing request form to the Association
because it will delay the processing of your housing
request.

Please type or print names of occupants'
(Confirmation will only be sent to individual below)

(Please bracket names of people who will share a room)

Type of Accommodation
(See key below)

Arrival Departure

Date Time Date Time

* Please attach a separate sheet of paper for additional occupants.

Note:
A supplementary list of names and dates may be attached
to this form.
Names must be supplied for each room reserved.
Reservations for suites must be made on a separate
application, which is available from the American Diabetes
Association.

I plan to attend - -ADA Central Council
. ADA Scientific Sessions

J Check or money order enclosed:

Amount $

J American Express Card #.

Expiration Date

I authorize the confirming hotel to charge my account for $75
deposit.

Signature

Single (1 bed, 1 person)
Double (1 bed, 2 people)

Accommodation Key

Twin (2 beds, 2 people)
Triple (3 people)*
Quad (4 people)'

*An extra charge for each additional person will vary by hotel and will
be quoted by the hotel with your confirmation.

Please type or print

Confirm to:

Company Name:

Street Address:

City/State/Zip

Country (if other than U.S.)

Daytime Area Code and Telephone.

ADA cannot guarantee requests for hotel accommodations received after May 13, 1990.
Forms should be returned immediately.



One out of
every two

men with diabetes
will become impotent

after age 50.
A statistical fact of life, yes.

But there is a solution. And it does
not involve surgery.



ErecAid System
The most widely prescribed

non-surgical solution for managing
diabetes-induced impotence.
A 1988 market research study found that diabetes was the

leading cause of impotence among ErecAid System owners. When
queried, over 95% of diabetic men who used ErecAid System
stated they would recommend it as safe and effective. In simple
terms, ErecAid System works for a cat-
egory of men whose impotence can be
difficult to treat. And it works without
surgery. The next time you diagnose
impotence secondary to diabetes, pre-
scribe ErecAid System. It may be the
only step your patient will ever have to
take to treat his impotence. For infor-
mation about ErecAid System and the
special support provided to physicians
and patients, contact Osbon Medical
Systems: 1-800-344-9688, Dept. 57

| ErecAid System

The leading choice for impotence management
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From the worldwide leader
in diabetes care.

Novolin®
VOI30

70% NPH, Human
Insulin Isophane

\^ln Suspensions
5 30% Regular, Human J
* Insulin Injection .
I (semi-synthetic)

100units/ml

Novolin® 70/30 (70% NPH human insulin isophane suspension & 30%
regular human insulin injection [semi-synthetic]): The world's first
commercially available human premixed insulin is structurally identical to
endogenous human insulin.

• STABLE — Precise, premixed ratio consistently maintained
• ACCURATE — Eliminates mixing errors
• EFFICACIOUS — Helps promote good glycemic control1

Human insulin that helps eliminate human error

Novo Nordisk Pharmaceuticals Inc.
The worldwide leader in diabetes care

1 Roland JM: Need Stable Diabetics Mix Their Insulins? Diabetic Medicine 1985;2:51-53. ©Novo Nordisk Pharmaceuticals Inc. 1990




