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HISTORY BRINGS YOU WITHIN ONE TOUCH OF THE FUTURE

ONE TOUCH* no-wipe technology revolutionized simple, accurate blood glucose monitoring. Now history

advances to the future with the ONE TOUCH* II Blood Glucose Meter. You'll appreciate the 250-test memory

with time and date. And there's no wiping. No blotting. No timing. ONE TOUCH technology is proven and

preferred after 4 years of hospital use. In fact, it's used by more than half a million people. In a recent study,

91% said they would buy it again. What other meter prompts you in English, Spanish or 7 other languages?

Alerts you when it must be cleaned? Or detects most incorrectly applied samples? That's why ONE TOUCH is the

no-wipe brand recommended by more physicians, nurse educators and pharmacists. After all, you wouldn't

expect anything less from LifeScan, a Johnson & Johnson company. Recommend the ONE TOUCH II to

your patients. For more information, or a product demo, contact your LifeScan Professional Sales Repre-

sentative or call 1800 453-7226, extension 9- Let ONE TOUCH II bring you up to date.

Accuracy Made Simple.
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ented Sensor Electrode into the
sensor, apply a small drop of blood
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"button-pushing" and further helps
to reduce technique errors.

For even faster test results, we
reduced the testing time from 30 sec-
onds to 20 seconds, making the quick-
est test on the market even quicker.

For increased flexibility, our
assay reading range has been
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added control feature compensates
for temperature vari-
ances and eliminates,
interferences from
uric acid and
other substances
in the blood.
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Blood Glucose System, please
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test faster than MediSense Pen 2
and Companion 2 Sensors.
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Sensors for a better life.
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ONCE-A-DAY

Scored Tablets
1 mg, 2 mg, 4 mg, 8 mg(doxazosin mesylate

(|p Convenient once-a-day dosage
Most responsive patients are
controlled with one daily dose of
4 to 8 mg1

—recommended initial dose is
I mg, with dosage range of 1 mg
to 16 mg per day.

Reference: 1 . Data available on request from Roerig.
CARDURA® (doxazosin mesylate) Tablets
Brief Summary of Prescribing Information
INDICATIONS AND USAGE
CARDURA (doxazosin mesylate) is indicated for the treatment of hypertension.
CARDURA may be used alone or in combination with diuretics or beta-adrenergic
blocking agents. There is limited experience with CARDURA in combination with
angiotensin converting enzyme inhibitors or calcium channel blockers.
CONTRAINDICATIONS
CARDURA is contraindicated in patients with a known sensitivity to quinazolines
(e.g. prazosin, terazosin).
WARNINGS
Syncope and "First-dose" Effect:
Doxazosin, like other alpha-adrenergic blocking agents, can cause
marked hypotension, especially in the upright position, with syncope
and other postural symptoms such as dizziness. Marked orthostatic
effects are most common with the first dose but can also occur when
there is a dosage Increase, or if therapy is interrupted for more than a
few days. To decrease the likelihood of excessive hypotension and
syncope, it is essential that treatment be initiated with the 1 mg dose.
The 2 , 4 , and 8 mg tablets are not for initial therapy. Dosage should
then be adjusted slowly (see DOSAGE AND ADMINISTRATION section)
with increases in dose every two weeks. Additional antihypertensive
agents should be added with caution.

Patients being titrated with doxazosin should be cautioned to avoid
situations where injury could result should syncope occur.

In an early invesligalional study of the safety and tolerance of increasing daily
doses of doxazosin in normotensives beginning at 1 mg/day, only 2 of 6 subjects
could tolerate more than 2 mg/day without experiencing symptomatic postural
hypotension. In another study of 24 healthy normotensive male subjects receiving
initial doses of 2 mg/day of doxazosin, seven (29%) of the subjects experienced
symptomatic postural hypotension between 0.5 and 6 hours after the first dose
necessitating termination of the study. In this study 2 of the normotensive
subjects experienced syncope. Subsequent trials in hypertensive patients always
began doxazosin dosing at 1 mg/day resulting in a 4% incidence of postural side
eflects at 1 mg/day with no cases ol syncope.

In multiple dose clinical trials involving over 1500 patients with dose titration
every one to two weeks, syncope was reported in 0.7% of patients. None of these
events occurred at the starting dose of 1 mg and 1.2% (8/664) occurred at 16
mg/day.

If syncope occurs, the patient should be placed in a recumbent
position and treated supportively as necessary.
PRECAUTIONS
General:
1 . Orthostatic Hypotension:
While syncope is the most severe orthostatic effect of CARDURA, other symptoms
of lowered blood pressure, such as dizziness, lightheadedness, or vertigo, can
occur, especially at initiation of therapy or at the time of dose increases. These
were common in clinical trials, occurring in up to 23% of all patients treated and
causing discontinuation of therapy in about 2%.

In placebo controlled litralion trials orthostatic effects were minimized by
beginning therapy at 1 mg per day and titrating every two weeks to 2,4, or 8 mg
per day. There was an increased frequency of orthostatic effects in patients given
8 mg or more, 10%, compared to 5% at 1-4 mg and 3% in the placebo group.

Patients in occupations in which orthostatic hypotension could be dangerous
should be treated with particular caution.

II hypotension occurs, the patient should be placed in the supine position and,
il this measure is inadequate, volume expansion with intravenous fluids or
vasopressor therapy may be used. A transient hypotensive response is not a
contraindication to further doses of CARDURA.
2. Impaired liver function:
CARDURA should be administered with caution to patients with evidence of
impaired hepatic function or to patients receiving drugs known to influence
hepatic metabolism (see CLINICAL PHARMACOLOGY). There is no controlled
clinical experience with CARDURA in patients with these conditions.
3. Leukopenia/Neutropenia:
Analysis of hematologic data from patients receiving CARDURA in controlled
clinical trials showed that the mean WBC (N=474) and mean neutrophil counts
(N :419) were decreased by 2.4% and 1.0% respectively, compared to placebo, a
phenomenon seen with other alpha blocking drugs. A search through a data base
of 2400 patients revealed 4 in which drug-related neutropenia could not be ruled
out. Two had a single low value on the last day of treatment. Two had stable, non-
progressive neutrophil counts in the 1000/mm3 range over periods of 20 and 40
weeks. In cases where follow-up was available the WBCs and neutrophil counts
returned to normal after discontinuation of CARDURA. No patients became
symptomatic as a result of the low WBC or neutrophil counts.
Information for Patients:
Patients should be made aware of the possibility of syncopal and orthostatic
symptoms, especially at the initiation of therapy, and urged to avoid driving or
hazardous tasks for 24 hours after the first dose, after a dosage increase, and after
interruption of therapy when treatment is resumed. They should be cautioned to
avoid situations where injury could result should syncope occur during initiation
of doxazosin therapy. They should also be advised of the need to sit or lie down
when symptoms ol lowered blood pressure occur, although these symptoms are
not always orthostatic, and to be careful when rising from a sitting or lying posi-
tion. If dizziness, lightheadedness, or palpitations are bothersome they should be
reported to the physician, so that dose adjustment can be considered. Patients
should also be told thai drowsiness or somnolence can occur with doxazosin,
requiring caution in people who must drive or operate heavy machinery.

Begin all patients
with CARDURJIRA 1 mg
once daily to mini-

mize side effects. Evaluate
supine and standing blood
pressure. Prescribe
CARDURA 2 mg once daily,
if necessary.

Evaluate for blood
pressure control.
Prescribe 4 mg once

daily, if necessary.

4 mg

Evaluate for blood
pressure control.
Prescribe 8 mg once

daily, if necessary.
Maximum recommended
dosage is 16 mg once
daily.

8 mg

Drug Interactions:
Most (98%) of plasma doxazosin is protein bound. In vitro data in human plasma
indicate that CARDURA has no effect on protein binding of digoxin, warfarin,
phenytoin or indomethacin. There is no information on the effect of other highly
plasma protein bound drugs on doxazosin binding. CAROURA has been
administered without any evidence of an adverse drug interaction to patients
receiving thiazide diuretics, beta blocking agents, and nonsteroidal anti-
inflammatory drugs.
Drug/Laboratory test interactions:
None known.
Cardiac Toxicity in Animals:
An increased incidence of myocardial necrosis or fibrosis was displayed by
Sprague-Dawley rats after 6 months of dietary administration at concentrations
calculated to provide 80 mg doxazosin/kg/day and after 12 months of dietary
administration at concentrations calculated to provide 40 mg doxazosin/kg/day
(150 times the maximum recommended human dose assuming a patient weight of
60 kg). There is no evidence that similar lesions occur in humans.
Carcinogenesis, Mutagenesis and Impairment of Fertility:
Chronic dietary administration (up to 24 months) of doxazosin mesylate at
maximally tolerated concentrations (highest dose 40 mg/kg: about 150 times the
maximum recommended human dose of 16 mg/60 kg) revealed no evidence of
carcinogenicity in rats. There was also no evidence of carcinogenicity in a
similarly conducted study (up to 18 months of dietary administration) in mice.
The mouse study, however, was compromised by the failure to use a maximally
tolerated dose ol doxazosin.

Mutagenicity studies revealed no drug- or metabolite-related effects at either
chromosomal or subchromosomal levels.

Studies in rats showed reduced fertility in males treated with doxazosin at oral
doses of 20 (but not 5 or 10) mg/kg/day, about 75 times the maximum
recommended human dose. This effect was reversible within two weeks of drug
withdrawal.
Pregnancy
Teratogenic Effects, Pregnancy Category B. Studies in rabbits and rats at
daily oral doses of up to 40 and 20 mg/kg, respectively (150 and 75 times the
maximum recommended daily dose of 16 mg, assuming a patient weight of 60
kg), have revealed no evidence of harm to the fetus. The rabbit study, however,
was compromised by the failure to use a maximally tolerated dose of doxazosin.
There are no adequate and well-controlled studies in pregnant women. Because
animal reproduction studies are not always predictive of human response,
CARDURA should be used during pregnancy only if clearly needed.

Radioactivity was found to cross the placenta following oral administration of
labelled doxazosin to pregnant rats.
Nonteratogenic Effects. In peri-postnatal studies in rats, postnatal
development at maternal doses of 40 or 50 mg/kg/day of doxazosin was delayed
as evidenced by slower body weight gain and a slightly later appearance of
anatomical features and reflexes.
Nursing Mothers
It is not known whether this drug is excreted in human milk. Because many drugs
are excreted in human milk, caution should be exercised when CARDURA is
administered to a nursing mother.
Pediatric Use
Safety and effectiveness in children have not been established.
ADVERSE REACTIONS
CARDURA has been administered to approximately 4000 patients, of whom 1679
were included in the clinical development program. In that program, minor
adverse effects were frequent, but led to discontinuation of treatment in only 7%
of patients. In placebo-controlled studies adverse effects occurred in 49% and
40% of patients in the doxazosin and placebo groups, respectively, and led to
discontinuation in 2% of patients in each group. The major reasons for
discontinuation were postural effects (2%), edema, malaise/fatigue, and some
heart rate disturbance, each about 0.7%.

In controlled clinical trials directly comparing CARDURA to placebo there was
no significant difference in the incidence of side effects, except for dizziness
(including postural), weight gain, somnolence and fatigue/malaise. Postural
effects and edema appeared to be dose related.

The prevalence rates presented below are based on combined data from
placebo-controlled studies involving once daily administration of doxazosin at
doses ranging from 1-16 mg. Table 1 summarizes those adverse experiences
(possibly/probably related) reported for patients in these studies where the
prevalence rate in the doxazosin group was at least 0.5% or where the reaction is
of particular interest.

TABLE 1: ADVERSE REACTIONS DURING PLACEBO CONTROLLED STUDIES

CARDIOVASCULAR Dizziness
Vertigo
Postural Hypotension
Edema
Palpitation
Arrhythmia
Hypotension
Tachycardia
Peripheral Ischemia

SKIN APPENDAGES Rash
Pruritus

MUSCULOSKELETAL Arthralgia/Arthritis
Muscle Weakness
Myalgia

DOXAZOSIN
(N=339)

19%
2%

0.3%
4%
2%
1%
1%

0.3%
0.3%

1%
1%
1%
1%
1%

PLACEBO
(N=336)

9%
1%
0%
3%
3%
0%
0%
1%
0%

1%
1%

0%
0%
0%

CENTRAL &
PERIPHERAL N.S.

Headache
Paresthesia
Kinetic Disorders
Ataxia
Hypertonia
Muscle Cramps

DOXAZOSIN
(N=339)

14%
1%
1%
1%
io '

1%

PLACEBO
(N-336)

16%
1 0 '

0%
0%
0%
0%

AUTONOMIC

SPECIAL SENSES

PSYCHIATRIC

Mouth Dry
Flushing
Vision Abnormal
Conjunctivitis/Eye Pain
Tinnitus
Somnolence
Nervousness
Depression
Insomnia
Sexual Dysfunction

2%

2%
1 0 '

CO'
J JO

1 %
2%

2 to

0%
1 1
1 °

O.3"5
10

00

1 t

11
r,

GASTROINTESTINAL Nausea
Diarrhea
Constipation
Dyspepsia
Flatulence
Abdominal Pain
Vomiting

9 0 '

2%
1%
1%
1%
0%
0%

4%
3%
1%
1%
1%
2%
1%

RESPIRATORY Rhinitis
Dyspnea
Epistaxis

0 id

1 %

1 %
1 %
0%

URINARY Polyuria
Urinary Incontinence
Micturation Frequency

2%

0%

0%
0%
2%

Fatigue/Malaise
Chest Pain
Asthenia
Face Edema
Pain

12%
2%
1%
1%
2%

6%
2%
1%
0%
2%

GENERAL

Additional adverse reactions have been reported, but these are, in general, not
distinguishable from symptoms that might have occurred in the absence of
exposure to doxazosin. The following adverse reactions occurred with a Irequency
of between 0.5% and 1 %: syncope, hypoesthesia, increased sweating, agitation,
increased weight. The following additional adverse reactions were reported by
<0.5% ol 3960 patients who received doxazosin in controlled or open, short- or
long-term clinical studies, including international studies. Cardiovascular
System: angina pectoris, myocardial infarction, cerebrovascular accident;
Autonomic Nervous System: pallor; /We/a6o//c: thirst, gout, hypokalemia;
Hematopoietic: lymphadenopathy, purpura; Reproductive System: breast pain;
Skin Disorders: alopecia, dry skin, eczema; Central Nervous System: paresis,
tremor, twitching, confusion, migraine, impaired concentration; Psychiatric:
paroniria, amnesia, emotional lability, abnormal thinking, depersonalization;
Special Senses: parosmia, earache, taste perversion, photophobia, abnormal
lacrimation; Gastrointestinal System: increased appetite, anorexia, fecal
incontinence, gastroenteritis; Respiratory System: bronchospasm, sinusitis,
coughing, pharyngitis; Urinary System: renal calculus; General Body System: hot
flashes, back pain, infection, fever/rigors, decreased weight, influenza-like
symptoms.

CARDURA has not been associated with any clinically significant changes in
routine biochemical tests. No clinically relevant adverse effects were noted on
serum potassium, serum glucose, uric acid, blood urea nitrogen, creatinine or
liver function tests. CARDURA has been associated with decreases in white blood
cell counts (See Precautions).
OVERDOSAGE
The oral LD50 ol doxazosin is greater than 1000 mg/kg in mice and rats. The
most likely manifestation of overdosage would be hypotension, for which the
usual treatment would be intravenous infusion of fluid. As doxazosin is highly
protein bound, dialysis would not be indicated.
DOSAGE AND ADMINISTRATION
DOSAGE MUST BE INDIVIDUALIZED. The initial dosage of CARDURA in
hypertensive patients is 1 mg given once daily. Depending on the individual
patient's standing blood pressure response (based on measurements taken at 2-6
hours postdose and 24 hours postdose), dosage may then be increased to 2 mg
and thereafter if necessary to 4 mg, 8 mg and 16 mg to achieve the desired
reduction in blood pressure. Increases in dose beyond 4 mg increase the
likelihood of excessive postural effects including syncope, postural
dizziness/vertigo, postural hypotension. At a titrated dose of 16 mg once daily the
frequency of postural effects is about 12% compared to 3% for placebo.
HOW SUPPLIED
CARDURA (doxazosin mesylate) is available as colored tablets for oral
administration. Each tablet contains doxazosin mesylate equivalent to 1 mg
(white), 2 mg (yellow), 4 mg (orange) or 8 mg (green) ol the active constituent,
doxazosin.

CARDURA® TABLETS are available as 1 mg (white), 2 mg (yellow),
4 mg (orange) and 8 mg (green) scored tablets. Bottles ol 100:1 mg (NDC 0049-

2750-66), 2 mg (NDC 0049-2760-66), 4 mg (NDC 0049-2770-66), 8 mg (NDC
0049-2780-66)
Recommended Storage: Store below 86°F(30°C).
CAUTION: Federal law prohibits dispensing without prescription.
65-4538-00-0 ^ s ^ . Issued Nov. 1990
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For your insulin-mixing or NPH-using patients

7aHumulin 730 makes life easier

Rapid onset and sustained
duration insulin activity
in a single vial

• May offer enhanced control through
a more physiologic activity profile

• Accurate dosing—eliminates
mixing errors

• Convenient premixed dose for
better compliance

• Easy to use—for patients who
find mixing difficult

Specify

Humulin
70% human insulin
isophane suspension
30% human insulin injection
(recombinant DNA origin)

Humulin has
just the right mix
Any change of insulin should be made
cautiously and only under medical supervision.

Leadership In Diabetes Care

Eli Lilly and Company
Indianapolis, Indiana
46285

CO 1991. ELI LILLY AND COMPANY HI-2927-T-149325



Presenting a diabetes education
system that's as unique as the

patients who use it
Your Diabetes
Touch Your Choice

General
information Whft^it rs

Treatment Diet

Education Trave

Long term
problems Finished

"Touch Screen" technology lets patients tailor
the program to fit their condition.

Every diabetes patient is
different. And now there's an
educational program that
addresses those differences. It's
called About Your Diabetes™ — an
interactive, touch screen system
that can be customized for each
patient's condition through a
series of simple questions. So
only relevant information is
presented.

It Takes Less Time To Learn More
The personalized About Your

Diabetes program is fun and easy
to use for patients of all ages and
literacy levels. With full-motion
video, colorful graphics, plus on-

screen and audio prompts,
patients are more likely to pay
attention. As a result, they learn
faster and remember more. An
easy comprehension test helps
ensure that everything is
understood.

Quality Of Care And Efficiency
Are Enhanced

When patients are actively
involved in learning how to
manage their disease, they realize

U S P D l V I S U A L I Z E D

DIABETES
A Comprehensive Patient Education System

how important it is to comply with
the treatment plan you provide.
And that can help prevent acute
problems. Also, because you can
feel confident about the accurate,
consistent information About Your
Diabetes delivers, you can be more
productive elsewhere in the office.

No Other System Compares
About Your Diabetes is a

one-of-a-kind education system
that offers all kinds of benefits
to both you and your patients.
To learn more about it, call
1-800-227-8772, ext. 884 today
and ask for the Marketing
Department.

American
Diabetes

k-Association*
S I N C E I 8 2 0
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ADVANCED POSTGRADUATE
COURSE

New Directions in Diabetes Manaaement
Translating Research Advances to New Therapeulic Strategies
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NEW DIRECTIONS IN DIABETES MANAGEMENT:
TRANSLATING RESEARCH ADVANCES TO NEW THERAPEUTIC STRATEGIES

The 39th Advanced Postgraduate Course is directed toward the
health professional with special interest and experience in the care of
patients with diabetes mellitus. The program was developed by Alan
Garber, MI), PhD, Marion Franz, RD, MS, and Julie Myers, RN, MN.

The 39th Advanced Postgraduate Course represents a unique
departure from previous years and will offer advanced programming
for health care professionals in the field of diabetes. Symposia topics
will include hypertension as it complicates diabetes, diabetes and
pregnancy, atherosclerosis in diabetes, and diabetes control. Daily
round-table discussions following each symposium will provide
attendees with an opportunity for face-to-face dialogue with the
speakers.

Program content is designed for those experienced in diabetes care
who wish to expand the depth and scope of their knowledge.
Participation by several individuals from the same facility is
encouraged. Endocrinologists, diabetologists, nurses, and other
health professionals in the field of diabetes will benefit from this
advanced program.

/. to initiate an in-depth review of topics critical to the manage
ment of patients with diabetes mellitus and establish the level of
knowledge relative to this care for the 1990's;

2. to determine what treatments and/or mechanisms may be best
for implementation of diabetes control in both Type I and Tyjie
II patients;

3. to determine the significance of hypertension, not only as a
factor complicating diabetes management, but as an etiologic
cause for the chronic vascular complications of diabetes;

4. to establish atherosclerosis as the principal threat to patients
with diabetes mellitus and to evolve treatment plans which
might effectively prevent atherosclerosis in patients already at
increased risk from that disease, because of diabetes, and/or
other risk factors for atherosclerosis;

5. to establish the essentials for adequate treatment plans for the
pregnant patient with diabetes mellitus.



Thursday, January 16,1992
7:15am - 2:00pm Exhibits Open - Continental Breakfast Buffet Available
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12:50pm

12:45pm

1:45pm

:45pm

Welcome and Introduction

Combination Therapy in NIDDM

Implantable mid Superficial Insulin Pumps

Physiological Effects of Intensive Insulin Therapy

(loffc Break in Exhibit Hall

Pancreas Transplantation - Indications mid Outcomes

The Impact of Glucose Normalization through
Transplantation on the Complications of Diabetes

Chairman's Summary

Meet the Speakers - Round-Table Discussions
(Lunch will be available for attendees to purchase)

Adjourn

Fridayy January 17,1992
7:15am - 2:00pm Exhibits Open - Continental Breakfast Buffet Available

Matthew C. Riddle, MI)

Christopher D.Saudek, MI)

Philip E.Cryer, ML)

David E. R. Sutherland, MI), PhD

R. Paul Robertson, Ml)

Julio V. Santiago, MI)
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(]haimi;ui'slntixxluction

Hyixrtension and the Panidox of Coronan' Artery Disease

Treatment of Hypertension in Patients with Diabetes

Treatment of Hypertension in the Presence of Nephropathy

Coffee Break in Exhibit Hall

Effect of Hypertension mid "High Normal" Blood Pressures
on Diabetic Retinopathy

Role of the Sympathetic Nervous System in Hypertension
Complicated by Diabetes

Chairman's Summary
Meet the Shakers - Round-Table Discussions

(Lunch will be available for attendees to purchase)

Adjourn

RalphA.I)eFronzo,MI)

Henry Black, MI)

Norman Kaplan, ML)

Robert Narias. MD

Ronald Klein, MI), MPH

Stevo Julias, MD, ScD

RalphA.DeFronzo,MD

8:(X)ain - 8:10am
8: Khun - 8:50am

Chairman's Introduction
Implementation of Intensified Treatment Procedures: Predictors of Success

Julio Santiago, MD
Bernard Zinman, MD



8:50am - 9:30am
9:30am - 10:10am
10:10am - 11:10am
11:10am - 11:50am
11:50am - 12:30pm
12:30pm - 12:45pm
12:45pm - 1:45pm

Neurobehavioral Impact of Insulin Intensification
Nutritional Issues in Intensive Control
Coffee Break in Exhibit Hall
Educational Techniques and Motivation
The Impact of Intensified Treatment on Quality of life
Chairman's Summary
Meet the Speakers - Round-Table Discussions

(Lunch will be available for attendees to purchase)

Christopher M. Ryan, PhD
Linda M.Delahanty, MS, RD

Patricia Callahan, RN, BS, CDE
AlanM.Jacobson, MD
Julio Santiago, MD

[:45pm urn

Saturdayjanumy 18,1992
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2:15pm

Chairman's Introduction
Iipoprotein Metabolism in Diabetes
The Role of Growth Factors in Diabetes and Atherosclerosis
Pathogenesis of Atherosclerosis
Break
A Reassessment of Tryglyceride Metabolism and the Role

of Dense Lipoproteins
Treatment of Hyperlipidemias in Diabetes
Is Regression of Atherosclerosis Possible in Patients with Diabetes ?
Chairman's Summary
Meet the Speakers - Round- Table Discussions

(Lunch will be available for attendees to purchase)
urn

AlanJ.Garber,MD,PhD
AlanJ.Garber,MD,PhD
David R. Clemmoas, MD
GustavSchonfeld,MD

Ronald M.Krauss,MD
Ernest Schaeffer, MD
Linda Cashin-Hemphill, MD
AlanJ.Garber,MD,PhD
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10:10am
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Chairman's Introduction
Diagnosis and Management of Gestational Diabetes
Prepregnancy Counseling and the Management of the

Pregnant Woman with Diabetes
Nutrition and Weight Management in Gestational Diabetes
Break
Patient Education, Monitoring, and Exercise
Prevention, Detection, and Management of the Macrosomic

Infant of the Diabetic Mother
Chairman's Summary
Meet the Speakers - Round-Table Discussions

(Lunch will be available for attendees to purchase)
Adjourn

Steven G. Gabbe, MD
Donald R. Coustan, MD

Judith M. Steel, MB, ChB
Marion J. Franz, MS, RD, CDE

Linda S.Marcuz,RN, CDE

MarkB.Landon,MD
Steven G. Gabbe, MD



make ends meet.

In these days of bell-tightening, everyone's feeling the pinch. But there s one cut-back
that can be an asset for your overweight patients: A sugar-reduced diet that "
includes Sweet 'N Low brand sugar substitute. Sweet 1N Low tastes great
in everything from beverages to baked goods. No wonder its been a dietersj
favorite for 30 years. J

And with just 4 calories per serving. Sweet 'N Low can make even M
the strictest diet look like a cinch. J^

Sweet TM Low For millions of people, there's just no equal.



When post-meal blood sugar
demands control, . , „ ;

J 1 /^ii j_ 1 insulin levels returndemand Uucotrol *.*»./**'....••
After meals, when NIDDM patients need insulin most,
^ Glucotrol stimulates insulin release within
^ - minutes to control blood sugar'-

.No deleterious effect
onjipids3-

r m -

Low.incidence of

8^5

Plejse sec brief swnrrtury
of CI1H :OTRO L*" (glipizidc)
prescribing information

fcjlipizide) 5-mg and 1O-mg
Scored lablets

1990. Pfizor Inc

When diet alone fails in non-insulin-dependent diabetes mellitus (NIDDM)

As with all sulfonylnreas, hypoglycemia can occur.



_ Jbd sugar spills,
Glucotrol
spells...

Glucotrol
Scored Tablets

References: 1. Peterson CM, Sims RV, Jones RL, et ah Bioavailabilityof glipizide and its effect on blood glucose and
insulin levels in patients with non-insulin-dependent diabetes. Diabetes Care 1982:5:497-500.2. Goebel R, Leb G:
Effects of glyburide and glipizide on levels of immunoreactive insulin and blood sugar, in GHpizide-. A Worldwide
Review. Princeton, NJ, Excerpta Medica, 1984, pp 9-15.3. Reaven GM: Effect of glipizide treatment on various aspects
of glucose, insulin, and lipid metabolism in patients with noninsulin-dependent diabetes mellitus. Am J Med
1983;75(November 30):8-14.4. Berger W, Caduff F. Pasquel M, et ah The relative frequency of severe sulfonylurea
hypoglycemia in the last 25 years in Switzerland. SchweizMed Wochenschr 1986:116:145-151.
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 (NIDOM, type II) after an adequate trial of dietary therapy has proved
unsatisfactory.'
CONTRAINDICATIONS: GLUCOTROL is contraindicated in patients with known hypersensitivity to the drug or with
diabetic ketoacidosis, with or without coma, which should be treated with insulin.
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of oral hypoglycemic
drugs has been reported to be associated with increased cardiovascular mortality as compared to treatment with
diet alone or diet plus insulin. This warning is based on the study conducted by the University Group Diabetes
Program (U6DP), a long-term prospective clinical trial designed to evaluate the effectiveness of glucose-lowering
drugs in preventing or delaying vascular complications in patients with non-insulin-dependent diabetes. The study
Involved 82) patients who were randomly assigned to one of four treatment groups (Diabetes, 19, supp. 2:747-830,1970X
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
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 GLUCOTROL and of alternative modes of therapy.

Although only one drug in the sulfonylurea class (tolbutamide) was included in this study, it is prudent from a
safety standpoint to. consider that this warning may also apply to other oral hypoglycemic drugs in this class, in
view of their close similarities in mode of action and chemical structure.
PRECAUTIONS: Renal and Hepatic Disease: The metabolism and excretion of GLUCOTROL may be slowed in patients
with impaired renal and/or hepatic function. Hypoglycemia may be prolonged in such patients should it occur.
Hypoglycemia: All sulfonylureas are capable of producing severe hypoglycemia. Proper patient selection, dosage,
and instructions are important to avoid hypoglycemia. Renal or hepatic insufficiency may increase the risk of
hypoglycemic reactions. Elderly, debilitated or malnourished patients and those with adrenal or pituitary insuffi-
ciency are particularly susceptible to the hypoglycemic action of glucose-lowering drugs. Hypoglycemia may be
difficult to recognize in the elderly or people taking beta-adrenergic blocking drugs. Hypoglycemia is more likely to
occur when caloric intake is deficient, after severe or prolonged exercise, when alcohol is ingested, or when more
than one glucose-lowering drug is used.

Loss of Control of Blood Glucose: A loss of control may occur in diabetic patients exposed to stress such as fever,
trauma, infection or surgery. It may then be necessary to discontinue GLUCOTROL and administer insulin.
Laboratory Tests: Blood and urine glucose should be monitored periodically. Measurement of glycosylated
hemoglobin may be useful.
Information for Patients: Patients should be informed of the potential risks and advantages of GLUCOTROL, of
alternative modes of therapy, as well as the importance of adhering to dietary instructions, of a regular exercise
program, and of regular testing of urine and/or blood glucose. The risks of hypoglycemia, its symptoms and
treatment, and conditions that predispose to its development should be explained to patients and responsible family
members. Primary and secondary failure should also be explained.
Drug Interactions: The hypoglycemic action of sulfonylureas may be potentiated by certain drugs including
nonsteroidal anti-inflammatory agents and other drugs that are highly protein bound, salicylates, sulfonamides,
chloramphenicol, probenecid, coumarins, monoamine oxidase inhibitors, and beta-adrenergic blocking agents. In
vitro studies indicate that GLUCOTROL binds differently than tolbutamide and does not interact with salicylate or
dicumarol. However, caution must be exercised in extrapolating these findings to a clinical situation. Certain drugs
tend to produce hyperglycemia and may lead to loss of control, including the thiazides and other diuretics,
corticosteroids, phenothiazines. thyroid products, estrogens, oral contraceptives, phenytoin, nicotinic acid, sym-
pathomimetics, calcium channel blocking drugs, and isoniazid. A potential interaction between oral miconazole and
oral hypoglycemic agents leading to severe hypoglycemia has been reported. Whether this interaction also occurs
with the intravenous, topical, or vaginal preparations of miconazole is not known.
Carcinogenesis, Mutagenesis, Impairment of Fertility: A 20-month study in rats and an 18-month study in mice at
doses up to 75 times the maximum human dose revealed no evidence of drug-related carcinogenicity. Bacterial and
in vivo mutagenicity tests were uniformly negative. Studies in rats of both sexes at doses up to 75 times the human
dose showed no effects on fertility.

Pregnancy: Pregnancy Category C: GLUCOTROL (glipizide) was found to be mildly fetotoxic in rat reproductive studies
at all dose levels (5-50 mg/kg). This fetotoxicity has been similarly noted with other sulfonylureas, such as
tolbutamide and tolazamide. The effect is perinatal and believed to be directly related to the pharmacologic
(hypoglycemic) action of GLUCOTROL. In studies in rats and rabbits no teratogenic effects were found. There are no
adequate and well-controlled studies in pregnant women. GLUCOTROL should be used during pregnancy only if the
potential benefit justifies the potential risk to the fetus.
Because recent information suggests that abnormal blood glucose levels during pregnancy are associated with a
higher incidence of congenital abnormalities, many experts recommend that insulin be used during pregnancy to
maintain blood glucose levels as close to normal as possible.
Nonteratogenic Effects: Prolonged severe hypoglycemia has been reported in neonates born to mothers who were
receiving a sulfonylurea drug at the time of delivery. This has been reported more frequently with the use of agents
with prolonged half-lives. GLUCOTROL should be discontinued at least one month before the expected delivery date.
Nursing Mothers: Since some sulfonylurea drugs are known to be excreted in human milk, insulin therapy should be
considered if nursing is to be continued.
Pediatric Use: Safety and effectiveness in children have not been established.
ADVERSE REACTIONS: In controlled studies, the frequency of serious adverse reactions reported was very low. Of 702
patients, II.8% reported adverse reactions and in only 1.5% was GLUCOTROL discontinued.
Hypoglycemia: See PRECAUTIONS and OVERDOSAGE sections.
Gastrointestinal: Gastrointestinal disturbances, the most common, were reported with the following approximate
incidence: nausea and diarrhea, one in 70; constipation and gastralgia, one in 100. They appear to be dose-related
and may disappear on division or reduction of dosage. Cholestatic jaundice may occur rarely with sulfonylureas:
GLUCOTROL should be discontinued if this occurs.
DermatologiC: Allergic skin reactions including erythema, morbilliform or maculopapular eruptions, urticaria,
pruritus, and eczema have been reported in about one in 70 patients. These may be transient and may disappear
despite continued use of GLUCOTROL; if skin reactions persist, the drug should be discontinued. Porphyria cutanea
tarda and photosensitivity reactions have been reported with sulfonylureas.
Hematologic: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia, and pan-
cytopenia have been reported with sulfonylureas.
Metabolic: Hepatic porphyria and disulfiram-like alcohol reactions have been reported with sulfonylureas. Clinical
experience to date has shown that GLUCOTROL has an extremely low incidence of disulfiram-like reactions.
Endocrine Reactions: Cases of hyponatremia and the syndrome of inappropriate antidiuretic hormone (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.
OVERDOSAGE: Overdosage of sulfonylureas including GLUCOTROL can produce hypoglycemia. If hypoglycemic coma
is diagnosed or suspected, the patient should be given a rapid intravenous injection of concentrated (50%) glucose
solution. This should be followed by a continuous infusion of a more dilute (10%) glucose solution at a rate that will
maintain the blood glucose at a level above 100 mg/dL. Patients should be closely monitored for a minimum of 24 to
48 hours since hypoglycemia may recur after apparent clinical recovery. Clearance of GLUCOTROL from plasma would
be prolonged in persons with liver disease. Because of the extensive protein binding of GLUCOTROL, dialysis is
unlikely to be of benefit.
D0SA6E AND ADMINISTRATION: There is no fixed dosage regimen for the management of diabetes mellitus with
GLUCOTROL; in general, it should be given approximately 30 minutes before a meal to achieve the greatest reduction
in postprandial hyperglycemia.
Initial Dose: The recommended starting dose is 5 mg before breakfast. Geriatric patients or those with liver disease
may be started on 2.5 mg. Dosage adjustments should ordinarily be in increments of 2.5-5 mg, as determined by
blood glucose response. At least several days should elapse between titration steps.
Maximum Dose: The maximum recommended total daily dose is 40 mg.
Maintenance: Some patients may be effectively controlled on a once-a-day regimen, while others show better
response with divided dosing. Total daily doses above 15 mg should ordinarily be divided.
HOW SUPPLIED: GLUCOTROL is available as white, dye-free, scored, diamond-shaped tablets imprinted as follows:
5 mg tablet—Pfizer 411 (NDC 5 mg 0049-4110-66) Bottles of 100; 10 mg tablet—Pfizer 412 (NDC 10 mg
0049-4120-66) Bottles of 100.
CAUTION: Federal law prohibits dispensing without prescription.
More detailed professional information available on request.

Roerig



Right foot, plantar
surface of a 45-year-old
male with diabetes.
Week one
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Only the Wound Care Center*
hensive outpatient wound management
provided by an expert team of physicians,
and technicians. Located in select hospitals,
center provides a treatment progmm that includes:

• wound assessment and classification
• vascular studies
• infection control
• aggressive debridement
• autologous growth factor therapy
• protective devices
• patient education

When you refer your patient to
Care Center you will remain an active
your patient's health managem
adjunctive therapeutic
Center assists in ydur

®Core Center
patients with wounds that woni heal.

To refer a patient or obtain further information
about the Wound Care Center nearest you,
return the attached reply card.

Wound Care Center' is a registered trademark of Curative Technologies, Inc., Setauket,
NY. Wound Care Centers are owned/operated by select hospitals affiliated with Curative
Technologies, Inc.

Copyright © 1991, Curative Technologies, Inc. All rights reserved. 7/91 4001
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A measuring range of 20-500
mg/dL assures you of clinically
usefiil blood glucose results for
good diabetes management.
One-button operation, easy-tn-
see display and film-strip accu-
racy assure patients of simple,
yet confident testing. In charts
A and B, our data from experi-
enced evaluators and patients
with diabetes who tested
themselves support high-level
accuracy for both groups.
The close correlation of
GLUCOMETER 3 System values
with the Yellow Springs
Instrument (YSI) reference
method shows this system
is right for all.

I
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<flH£s

^your own; judge of the facts
^ t ^

iferdable blood glu-
imonitoi ing system. Contact
•Mies ire . Diagnostics

)h repiesentative or
us. '

YSI mg/dL

C 1990 Miles Inc

YSI mg/dL

Miles Inc.
Diagnostics Division

T^Z RO. Box 70
M I L E S Elkhart, IN 46515



In non-insulin-dependent diabetes..

ONEDOSEADJW
Steady, round-the-clock glycemic control
can begin with breakfast
All sulfonylureas, including MICRONASE, can cause severe hypoglycemia.
Proper patient selection, dosage, and instruction are important.

(=) 1990 The Upjohn Company

Micronase
Tablets (glyburide) tUsual starting dosage:

2.5mg-5mg once a day

Please see adjacent page for brief summary of prescribing information.



Micronase
Tablets (glyburide) Usual starting dosage

2.5 mg-5 mg once a day

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

SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration ot oral
hypoglycemlc 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 ol 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 ot four treatment groups (Diabetes, 19 [Suppl 2]: 747-830,1970).
UGDP reported that patients treated lor 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 ol 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 ol the UGDP study provide an adequate basts for this warning. The patient should be informed
of the potential risks and advantages of MICRONASE and ol alternative modes of therapy.
Although only one drug In the sullonylurea 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: Gtntn\—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 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.

Carcinogenesls, Mutagenesls, 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 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 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.

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

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

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

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

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

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

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

tions Section).

For additional product information see your Upjohn representative.

THE UPJOHN COMPANY, Kalamazoo, Ml 49001
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CLASSIFIED
ADVERTISING

Diabetes Care Classified Ad rates are:

14 Page $350
(for non-ADA members, $475)

% 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. Abbott
American Diabetes Association

1660 Duke Street
Alexandria, VA 22314

Phone toll free --
1-800-232-3472x312 or
1-703-549-1500x312
FAX - 1-703-836-7439



The worlds leading diabetes experts
just wrote the only therapy manua

you'll ever need.
Imagine not having to

wade through volume
after volume of diabetes
therapy textbooks that
consume too much of
your time. Or having the
expertise of more than
50 diabetes profes-
sionals at your fingertips
in one. new publication.

Well, the world's
leading diabetes ex-
perts just wrote the only
therapy manual you'll
ever need. And it's easy
to use!

Therapy for Diabetes
Mellitus and Related
Disorders has just been
published by the Ameri-
can Diabetes Associa-
tion and is the. authoritative
guide to diabetes therapy. It's
a "how to" reference manual
filled with all the information
you need to provide the best
care for your patients. Yet each
of the 49 chapters average just
seven pages, so you'll be able
to digest the latest in treatment

and therapy in minutes.
You'll learn about:

• The latest drugs for treat-
ing diabetes, including
sulfonylureas, metformin,
and alpha-glucosidase
inhibitors

• Genetic counseling for
type I diabetes

• Treating diabetic
nerve, eye, and
kidney disease

• Controlling blood
lipid abnormalities in
diabetic patients

• Managing diabetic
ketoacidosis and
hyperglycemic
hyperosmolar coma

• Much, much more!
Therapy for Diabetes

Mellitus is also filled
with more than 170
charts and tables,
making each chapter
easier to read and
understand. Also, the
manual's pocket-sized
format will allow you to
carry it with you for

quick reference whenever
necessary.

So order your copy of
Therapy for Diabetes Mellitus
and Related Disorders today.
And put the most comprehen-
sive and easy-to-use therapy
manual in your pocket.

iT«f Please send me copies of Therapy for Diabetes Mellitus and Related Disorders at $22.45 for
members or $24.95 for nonmembers. I will be sure to add shipping and handling using the chart below.

Publication Total $

Virginia Residents Add 4.5% sales tax $.

Orders outside the U.S., please
add $15 for each airmail shipment $.

Add shipping & handling (use chart) $.

GRAND TOTAL $.

Name

Shipping & Handling Chart
Up to $5.00 add $1.75

$5.01-$10.00 add $3.00

$10.01-$25.00 add $4.50

$25.01-$50.00 add $5.50

over $50.00 add 10% of order

Address

City

Send your check or money order payable to:

A American Diabetes Association®
1970 Chain Bridge Road
McLean, VA 22109-0592

State Zip
PCC9103

Allow 6-8 weeks for delivery. Add $3.00 to shipping & handling
for each additional shipping address. Foreign orders must be
paid in U.S. funds, drawn on a U.S. bank. Prices subject to
change without notice.



I N T R O D U C I N G

The Next Generation of
Recombinant DNA Technology
NOVOLIN Human Insulin
(recombinant DNA origin)

NOVOLIN® HUMAN INSULIN: rDNA ORIGIN vs. SEMI-SYNTHETIC

NO CHANGE IN METABOLIC CONTROL

0 Clinical transfer studies have shown that
patients' metabolic control, as measured by
HBAic, remains the same after a dose-for-dose
transfer to NOVOLIN® human insulin
(rDNA) from NOVOLIN® human insulin
(semi-synthetic).

SIMPLE CONVERSION AT TIME
OF AVAILABILITY

D NOVOLIN® human insulin (rDNA) will be
made available this fall as existing inventories
of NOVOLIN® human insulin (semi-synthetic)
are depleted.

NOVO DIABETES CARE

[] A comprehensive diabetes service program for
NOVOLIN® patients and healthcare
professionals.
—Patient Education Systems
—Professional Information, Education and

Services

PROVEN PERFORMANCE

D NOVOLIN® human insulin (rDNA) is already
being used by patients with diabetes in
70 countries around the world.

Novo Nordisk Pharmaceuticals Inc.
The worldwide leader in diabetes care

Novolin* and PenFill* are trademarks of Novo Nordisk A/S. ©1991 Novo Nordisk Pharmaceuticals Inc. Printed in U.S.A.




