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FOR TYPE II DIABETES,

TODAY'S LIFE DEMANDS

CAN'T ALWAYS EAT REGULARLY.
GLUCOTROIv provides

patients with insulin only when needed, responding
on demand to meals and rising blood sugar1

DOUBLE SHIFTS.
GLUCOTROL, with

insulin on demand, controls blood sugar quickly and
effectively—all day and all night1

TOUGH PHYSICAL WORK.

in response to meals; then insulin returns to
near-normal levels once the meal challenge subsides1'2

When diet alone fails in NIDDM...

CglipizideD 5-mg and 1O-mg
Scored "tablets

As with all sulfonylureas, hypoglycemia may occur. Pratt Plecue jee brief nummary of prescribing information on Lcutt page.



U : i ^ RESPONDS TO MEALS—
AND REMAINS AT BASAL LEVELS DURING FASTING
Day I with meals

BREAKFAST LUNCH

Day 2 without meals

SUPPER

GLUCOTROL

•DOSE _

T

GLUCOTROL

Blood glucose (mg/lOOmL) DOSE Blood glucose (mg/100 mL)

Plasma insulin (uU/ml.) ~ Plasma insulin (uU/mL)

T I M E ( H 0 U R S )Adapted from Clarke et al.'

The effect ol fasting on mean blood sugar and plasma insulin levels was measured in a 2-day study of six NIDDM
patients whose blood sugar levels had been controlled by a single daily dose of 5 to 10 mg of GLUCOTROL. On the
first day, patients were served three meals. On the second, they received no food. Each patient received their usual
dose of GLUCOTROL at the start of each day'

REFERENCES: 1 . Clarke BF, Corrall RJM, Azzopardi J, Bhalla IP, Fraser DM, Duncan LJP. Clinical observations
on glipizide: efficacy, duration of activity, and safety. In: Glipizide: A Worldwide Review. Princeton, NJ: Excerpta
Medica; 1984:234-247.2. Goebel R, Leb G. Effects of glyburide and glipizide on levels of immunoreactive insulin
and blood sugar. In: Glipizide: A Worldwide Reviev/. Princeton, NJ: Excerpta Medica; 1984:9-15.

Brief Summary of Prescribing Information
INDICATIONS AND USAGE: GLUCOTROL is indicated as an adjunct to diet for the control of hyperglycemia in
patients with non-insulin-dependent diabetes mellitus (NIDDM, type II) after an adequate trial of dietary therapy
has proved unsatisfactory.
CONTRAINDICATIONS: GLUCOTROL is 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 (UGDP), a long-term prospective
clinical trial designed to evaluate the effectiveness of glucose-lowering drugs in preventing or
delaying vascular complications in patients with non-insulin-dependent diabetes. The study
involved 823 patients who were randomly assigned to one of four treatment groups [Diabeteses,
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 of cardiovascular mortality approximately 254 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
insufficiency 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,
sympathomimetics, 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.

FOR TYPE II DIABETES,

TODAY'S LIFE DEMANDS

When diet alone fails in NIDDM...

Glucotrol
[glipizide] 5-mg and 10-mg

Scored Tablets

Pregnancy: Pregnancy Category C: GLUCOTROL (glipizide) was found to be mildly fetotoxic in rat reproductive
studies at all dose levels (5-50 mg/kg). This fetqtoxicity 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 il nursing is to be continued.
Pediatric Use: Safety and effectiveness in children have not been established.
ADVERSE REACTIONS: In controlled studies, the frequency of serious adverse reactions reported was very low.
Of 702 patients, 11.8% reported adverse reactions and in only 1.5% was GLUCOTROL discontinued.
Hypoglycemia: See PRECAUTIONS and OVERDOSAGE sections.
Gastrointestinal: Gastrointestinal disturbances, the most common, were reported with the following approximate
incidence: nausea and diarrhea, one in 70; constipation and gastralgia, one in 100. They appear to be dose-related
and may disappear on division or reduction of dosage. Cholestatic jaundice may occur rarely with sulfonylureas:
GLUCOTROL should be discontinued if this occurs.
Dermatologic: Allergic skin reactions including erythema, morbilliform or maculopapular eruptions, urticaria,
pruritus, and eczema have been reported in about one in 70 patients. These may be transient and may disappear
despite continued use of GLUCOTROL; if skin reactions persist, the drug should be discontinued. Porphyria
cutanea tarda and photosensitivity reactions have been reported with sulfonylureas.
Hematologic: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia, and
pancytopenia 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 antidiurelic hormone (SIADH)
secretion have been reported with this and other sulfonylureas.
Miscellaneous: Dizziness, drowsiness, and headache have each been reported in about one in filty patients
treated with GLUCOTROL. They are usually transient and seldom require discontinuance of therapy.
OVERDOSAGE: Overdosage of sulfonylureas including GLUCOTROL can produce hypoglycemia. II 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 lor 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 ol the extensive protein
binding of GLUCOTROL, dialysis is unlikely to be of benefit.
DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen for the management of diabetes mellitus
with GLUCOTROL; in general, it should be given approximately 30 minutes before a meal to achieve the greatest
reduction in postprandial hyperglycemia.
Initial Dose: The recommended starting dose is 5 mg before breakfast. Geriatric patients or those with liver
disease may be started on 2.5 mg. Dosage adjustments should ordinarily be in Increments of 2.5-5 mg, as
determined by blood glucose response. At least several days should elapse between titration steps.
Maximum Dose: The maximum recommended total daily dose is 40 mg.
Maintenance: Some patients may be effectively controlled on a once-a-day regimen, while others show better
response with divided dosing. Total daily doses above 15 mg should ordinarily be divided.
HOW SUPPLIED: GLUCOTROL tablets are white, dye-free, scored, diamond-shaped, and imprinted as follows:

5 mg—Pfizer 411; 10 mg—Pfizer 412.
5 mg Bottles: 100's (NDC 0049-4110-66); 500's (NDC 0049-4110-73); Unit Dose 100s (NDC 0049-4110-41)
10 mg Bottles: 100's (NDC 0049-4120-66); 500's (NDC 0049-4120-73); Unit Dose 100's (NDC 0049-4120-41)

CAUTION: Federal law prohibits dispensing without prescription.
More detailed professional information available on request. Revised Auaust 1990

RGC028A93 ©1993, Pfizer Inc Pratt
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T H E S I M P L I C I T Y I S O N E T O U C H ? A T A P R I C E T H A T ' S A L I G H T T O U C H .

LifeScan set the standard for blood glucose monitoring with the revolutionary ONE TOUCH"1

Meters. And the ONE TOUCH® BASIC™ Blood Glucose Meter is no exception. Priced around $60,

it's the only low-price meter to incorporate proven, accurate ONE TOUCH® technology - the

no-wipe technology selected by over a million people. Easy-to-follow prompts in English and

Spanish guide users through three simple steps, with accurate results in 45 seconds. Simple to

P R E S E N T I N G T H E

ONE TOUCH* BASIC
B L O O D G L U C O S E M O N I T O R I N G S Y S T E M

calibrate, the meter features a replaceable battery, a one-test memory that stores the last test

result, and a three-year warranty. Available in drug stores and home healthcare centers across

the country, the ONE TOUCH BASIC Meter also comes with a 30-day, money-back guarantee from

LifeScan, a Johnson & Johnson company - plus a 24-hour, consumer technical services line and

separate Healthcare Professional Hotline. For more information, please call 1800 524-7266.

(01993 LifeScan Inc.

Far diabetes and life.
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Imagine going to a seminar with the world's leading diabetes

investigators ... without leaving your office

If you're like the average clinician treating diabetes, you probably have a tough time
keeping up with all of the latest basic and clinical diabetes research. Diabetes Reviews,
the new quarterly review journal from the American Diabetes Association, can help. In
it's pages, top investigators discuss their latest findings, explain how they relate to pre-
vious data, and point out the clinical significance of the work. Each issue is like com-
pleting a postgraduate course in diabetes.

Contributors are chosen to offer the broadest possible perspective on a given subject.
Diabetes Reviews will cover the topics that clinicians face most often, including:

K complications of IDDM and NIDDM
U methods of achieving and effects of good glycemic control
M drug treatment, including mechanism of action
Mi exercise therapy
E management of lipid disorders
H epidemiology of diabetes and its complications

and much more

Edited by noted diabetes investigator Ralph DeFronzo of the University of Texas, Dia-
betes Reviews will bring you to the frontiers of diabetes research. It is a must read for
any clinician who wants to keep up-to-date on the most quickly advancing areas of clini-
cal and basic research.

Please begin my charter subscription to Diabetes Reviews * My payment of $30 is enclosed (outside the
US, Canada, & Mexico please enclose $41).
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PREGNANCY WARNING: ACE Inhibitors should be discontinued as soon as pregnancy is detected (see Warnings).
Evaluation of the hypertensive patient should always include assessment of renal function (see Dosage and Administration). Angioedema
has been reported with ACE inhibitors, including ZESTRIL (see Warnings).

'The antihypertensive effect may diminish at the end of the dosing interval.

Please see adjacent page for brief summary of prescribing information.

© 1993 Zeneca Inc



ZESTRIC/
USINOPRIPSIUART

Zesh1l®(lisinoprll)

Available in 5 mg (scored), 10 mg,
20 mg, 40 mg, tablets

USE IN PREGNANCY
Whsn us8d In pregnancy during Die second and third trimesters, ACE Inhibtlofs can cause Injury and death to the dsvetoplnQ (Btus.
When pregnancy Is detected, ZESTRIL should be discontinued as soon as possible. See WARNINGS, FetaVNeonalal Morbidity and Mortality.

FOR FULL PRESCRIBING INFORMATION, SEE PACKAGE INSERT
INDICATIONS AND USAGE

ZESTRIL Is Indicated for the treatment of hypertension. It may be used alone as Initial therapy or concomltantty with other c sofantihyper-

In using ZESTRIL, consideration should be given to the fact that another angiotensin converting enzyme Inhibitor, captopril, has caused agranu-
locytosls, particularly In patients with renal impairment or collagen vascular disesse, and that available data are Insufficient to show that ZESTRIL
does not have a similar risk. (See WARNINGS.)
CONTRAINDICATIONS

ZESTRIL Is contraindicated In patients who are hypersensitive to this product and in patients with a history of angioedema related to previous
treatment with an angiotensin converting enzyme Inhibitor.
WARNINGS

Angloedema: Angioedema of the face, extremities, lips, tongue, glottis, and/or larynx has been reported in patients treated with angiotensin con-
verting enzyme inhibitors, Including ZESTRIL. In such cases, ZESTRIL should be promptly discontinued and appropriate therapy and monitoring
should be provided until complete and sustained resolution of signs and symptoms has occurred. In instances where swelling has been confined to
the face and lips, the condition has generally resolved without treatment, although ano'hlstamlnes have been useful In relieving symptoms.
Angioedema associated with laryngeal edema may be fatal. Where then Is Involvement ol ths tongue, glottis, or larynx llktlf to cause airway
obstruction, appropriate therapy, eg, subcutaneous eplnephrine solution 1:1000 (0.3 mL to 0.5 mL) and/or measures necessary to ensure a
patent airway ifcoold be promptly provided. (See ADVERSE REACTIONS.)

Hypotension: Excessive hypotension was rarely seen in uncomplicated hypertensive patients but Is a possible consequence of the use with
ZESTRIL In salt/volume-depleted persons, such as those treated vigorously with diuretics or patients on dialysis. (See PRECAUTIONS, Drug
Interactions, and ADVERSE REACTIONS.) In patients with severe congestive heart failure, with or without associated renal Insufficiency, excessive

Because of the potential fall In blood pressure in these patients, therapy should be started under very close medical supervision. Such patients
should be followed closely for the first two weeks of treatment and whenever the dose of ZESTRIL and/or diuretic is Increased. Similar considera-
tions apply to patients with ischemic heart or cerebrovascular disease in whom an excessive tall in blood pressure could result In a myocardial
Infarction or cerebrovascular accident.

If hypotension occurs, the patient should be placed in supine position and, if necessary, receive an Intravenous infusion of normal saline. A tran-
sient hypotenstve response Is not a contraindication to further doses which usually can be given without difficulty once the blood pressure has

Neotropenla/Agranglocytosls: Another angiotensin converting enzyme Inhibitor, captopril, has been shown to cause agranulocytosis and bone
marrow depression, rarely in uncomplicated patients but more frequently in patients with renal Impairment, especially If they also have a collagen
vascular disease. Available data from clinical trials of ZESTRIL are insufficient to show that ZESTRIL does not cause agranulocytosis at similar rates.
Marketing experience has revealed rare cases of neutropenla and bone marrow depression in which a causal relationship to llsinopril cannot be
excluded. Periodic monitoring of white blood cell counts in patients with collagen vascular disease and renal disease should be considered.

Fetal/Neonatal Morbidity aod Mortality: ACE Inhibitors can cause fetal and neonatal morbidity and death when administered to pregnant
women. Several dozen cases have been reported In the world literature. When pregnancy is detected, ACE inhibitors should be discontinued as soon
as possible.

The use of ACE inhibitors during the second and third trimesters of pregnancy has been associated with fetal and neonatal Injury, including
hypotension, neonatal skull hypoplasla, anuria, reversible or Irreversible renal failure, and death. Oligohydramnlos has also been reported, presum-
ably resulting from decreased fetal renal function; oligohydramnlos in this setting has been associated with fetal limb contractures, craniofaclal
deformation, and hypoplastlc lung development. Prematurity, intrauterine growth retardation, and patent ductus arterlosus have also been reported,
although It Is not dear whether these occurrences were due to the ACE-inhlKtor exposure.

These adverse effects do not appear to have resulted from Intrauterine ACE-inhibitor exposure that has been limited to the first trimester.
Mothers whose embryos and fetuses are exposed to ACE Inhibitors only during the first trimester should be so informed. Nonetheless, when
patients become pregnant, physicians should make every effort to discontinue the use of ZESTRIL as soon as possible.

Rarely (probably less often than once in every thousand pregnancies), no alternative to ACE Inhibitors will be found. In these rare cases, the mothers
should be apprised of the potential hazards to their fetuses, and serial ultrasound examinations should be performed to assess the intra-
amnlotlc environment.

It oligohydramnlos is observed, ZESTRIL should be discontinued unless It is considered lifesaving for the mother. Contraction stress testing
(CST), a nonstress test (NST), or biophysical profiling (BPP) may be appropriate, depending upon the week of pregnancy. Patients and physicians
should be aware, however, that oligohydramnlos may not appear until after thg fetus has sustained irreversible Injury.

Infants with histories of In utero exposure to ACE Inhibitors should be closely observed for hypotension, oligurla, and hyperkalemla. If oliguria
occurs, attention should be directed toward support of blood pressure and renal pertusion. Exchange transfusion or dialysis may be required as
means of reversing hypotension and/or substituting tor disordered renal function, lisinopril, which crosses the placenta, has been removed from
neonatal circulation by peritoneal dialysis with some clinical benefit, and theoretically may be removed by exchange transfusion, although there is no
experience with the latter procedure.

No teratogenic effects of llsinopril were seen In studies of pregnant rats, mice, and rabbits. On a mg/kg basis, the doses used were up to
625 times (In mice), 188 times (In rats), and 0.6 times (in rabbits) the maximum recommended human dose.
PRECAUTIONS
General

Impaired Renal Function: As a consequence of inhibiting the renln-angiotensln-aldosterone system, changes In renal function may be antici-
pated In susceptible Individuals. In patients with severe congestive heart failure whose renal function may depend on the activity of the renin-
anglotensln-aldosterone system, treatment with angiotensin converting enzyme Inhibitors, including ZESTRIL, may be associated with oliguria
and/or progressive azotemia and rarely with acute renal failure and/or death.

In hypertensive patients with unilateral or bilateral renal artery stenosis, increases In blood urea nitrogen and serum creatinine may occur.
Experience with another angiotensin converting enzyme inhibitor suggests that these increases are usually reversible upon discontinuation of
ZESTRIL and/or diuretic therapy. In such patients, renal function should be monitored during the first few weeks of therapy.

Some hypertensive patients with no apparent preexisting renal vascular disease have developed increases in blood urea nitrogen and serum cre-
atinine. usually minor and transient, especially when ZESTRIL has been given concomltantly with a diuretic. This is more likely to occur in patients
with preexisting renal Impairment. Dosage reduction of ZESTRIL and/or discontinuation of the diuretic may be required.

Evaluation ot the Hypertensive patient should always Include assessment of renal ftmdlon. (See DOSAGE AND ADMINISTRATION.)
Hyperkalemla: In clinical trials hyperkalemla (serum potassium greater than 5.7 mEq/L) occurred in approximately 2.2% of hypertensive patients

and 4.0% ot patients with congestive heart failure. In most cases these were Isolated values which resolved despite continued therapy. Hyperkalemia
was a cause ol discontinuation of therapy In approximately 0.1% of hypertensive patients. Risk factors for the development ot hyperkalemla include
renal insufficiency, diabetes mellitus, and the concomitant use of potassium-sparing diuretics, potassium supplements, and/or potassium-containing
salt substitutes, which should be used cautiously, if at all, with ZESTRIL. (See Drug Interactions.)

Cough: Cough has been reported with the use of ACE inhibitors. Characteristically, the cough is nonproductive, persistent and resolves after dis-
continuation of therapy. ACE Inhibitor-Induced cough should be considered as part of the differential diagnosis of cough.

Surgery/Anesthesia: In patients undergoing major surgery or during anesthesia with agents that produce hypotension, ZESTRIL may block
angiotensin II formation secondary to compensatory renin release. If hypotension occurs and Is considered to be due to this mechanism, it can be
corrected by volume expansion.
Infonnttion for Patients

Angioedema: Angioedema, Including laryngeal edema, may occur especially following the first dose of ZESTRIL. Patients should be so advised
and told to report immediately any signs or symptoms suggesting angioedema (swelling of face, extremities, eyes, lips, tongue, difficulty in swallow-
Ing or breathing) and to take no more drug until they have consulted with the prescribing physician.

Symptomatic Hypotension: Patients should be cautioned to report light-headedness especially during the first few days of therapy. If actual syn-
cope occurs, the patients should be told to discontinue the drug until they have consulted with the prescribing physician.

AH patients should be cautioned that excessive perspiration and dehydration may lead to an excessive fall in blood pressure because ot reduction
In fluid volume. Other causes of volume depletion such as vomiting or diarrhea may also lead to a tall in blood pressure; patients should be advised
to consult with their physicians.

Hyperkalemla: Patients should be told not to use salt substitutes containing potassium without consulting their physicians.
Neotropenla: Patients should be told to report promptly any Indication of Infection (eg, sore throat, fever) which may be a sign ot neutropenla.
Pregnancy: Female patients of chlldbearing age should be told about the consequences of second- and third-trimester exposure to ACE

inhibitors, and they should also be told that these consequences do not appear to have resulted from intrauterine ACE-inhibitor exposure that has
been limited to the first trimester. These patients should be asked to report pregnancies to their physicians as soon as possible.

NOTE: As with many other drugs, certain advice to patients being treated with ZESTRIL is warranted. This Information Is Intended to aid in the
safe and effective use ot this medication. It Is not a disclosure of all possible adverse or intended effects.
Drag Interactions

Hypotension — Patients on Diuretic Therapy: Patients on diuretics, and especially those in whom diuretic therapy was recently instituted, may
occasionally experience an excessive reduction of blood pressure after initiation of therapy with ZESTRIL. The possibility ot hypotensive effects with
ZESTRIL can be minimized by either discontinuing the diuretic or increasing the salt intake prior to Initiation of treatment with ZESTRIL. If it is nec-
essary to continue the diuretic, Initiate therapy with ZESTRIL at a dose ot 5 mg daily, and provide close medical supervision after the Initial dose for
at least two hours and until blood pressure has stabilized for at least an additional hour. (See WARNINGS, and DOSAGE AND ADMINISTRATION.)
When a diuretic Is added to the therapy ot a patient receiving ZESTRIL, an additional antihypertensive effect is usually observed. Studies with ACE
Inhibitors In combination with diuretics indicate that the dose of the ACE inhibitor can be reduced when it is given with a diuretic. (See DOSAGE AND
ADMINISTRATION.)

Indomethadn: In a study in 36 patients with mild to moderate hypertension where the antihypertensive effects of ZESTRIL alone were compared
to ZESTRIL given concomitantly with Indomethadn, the use of Indomemacin was associated with a reduced effect, although the difference between
the two regimens was not significant.

Other Agents: ZESTRIL has been used concomltantty with nitrates and/or digoxin without evidence of clinically significant adverse interactions.
No clinically important pharmacokinetic Interactions occurred when ZESTRIL was used concomitantly with propranolol or hydrochlorothiazide. The
presence of food In the stomach does not alter the bloavailabllity of ZESTRIL.

Agents Increasing Seram Potasslnm: ZESTRIL attenuates potassium loss caused by thlazide-type diuretics. Use ot ZESTRIL with potassium-
sparing diuretics (eg, spironolactone, triamterene, or amiloride), potassium supplements, or potassium-containing salt substitutes may lead to sig-
nificant Increases In serum potassium. Therefore, If concomitant use ot these agents Is indicated because of demonstrated hypokalemia, they should
be used with caution and with frequent monitoring of serum potassium.

Lithium: Lithium toxicity has been reported in patients receiving lithium with drugs which cause elimination of sodium, including ACE inhibitors.
Lithium toxicity was usually reversible upon discontinuation of both drugs. It is recommended that serum lithium levels be monitored frequently if
ZESTRIL Is administered concomitantly with lithium.
Cirdnogenesls, Mntageneslt, Impairment ol Fertility

There was no evidence of a tumorigenic effect when llsinopril was administered for 105 weeks to male and female rats at doses up to 90 mg/kg/day
(about 56 times' the maximum recommended dally human dose) or when lisinopril was administered for 92 weeks to (male and female) mice at doses up
to 135 mg/kg/day (about 84 times' the maximum recommended dally human dose).

'Based on patient weight of 50 kg.

Llsinopril was not mutagenlc In the Ames microblal mutagen test with or without metabolic activation. It was also negative in a forward mutation
assay using Chinese hamster lung cells. Lisinopril did not produce single strand DNA breaks in an In vitro alkaline elution rat hepatocyte assay. In
addition, llsinopril did not produce increases in chromosomal aberrations In an in vitro test in Chinese hamster ovary cells or In an In vivo study In
mouse bone marrow.

There were no adverse effects on reproductive performance In male and female rats treated with up to 300 mg/kg/day of llsinopril.

Pregnancy
Pregnancy Categories C (first trimester) and D (second and third trimesters). See WARNINGS, Fetal/Neonatal Morbidity and Mortality.
Nursing Mothers: Milk of lactatlng rats contains radioactivity following administration of I4C lisinopril. 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 ZESTRIL Is given to a nursing mother.

Pedlatric Use: Safety and effectiveness In children have not been established.

ADVERSE REACTIONS
ZESTRIL has been found to be generally well tolerated In controlled clinical trials Involving 2003 patients and subjects.
The most frequent clinical adverse experiences In controlled trials with ZESTRIL were dizziness (6.3%), headache (5.3%), fatigue (3.3%), diar-

rhea (3.2%), upper respiratory symptoms (3.0%), and cough (2.9%), all ot which were more frequent than In placebo-treated patients. For the most
part, adverse experiences were mild and transient In nature. Discontinuation of therapy was required In 6.0% ot patients. In clinical trials, the overall
frequency of adverse experiences could not be related to total dally dosage within the recommended therapeutic dosage range.

For adverse experiences which occurred in more than 1% of patients and subjects treated with ZESTRIL or ZESTRIL plus hydrochlorothiazide In
controlled clinical trials, comparative incidence data are listed In the table below.

Percent of Patients In Controlled Studies
ZESTRIL ZESTRIL/Hydrochlorothlazlde Placebo

(n = 2003') (n°644) (n = 207)
Incidence (discontinuation) Incidence (discontinuation) Incidence

Dizziness
Headache
Fatigue
Diarrhea
Upper Respiratory Symptoms
Cough
Nausea
Hypotension
Rash
Orthostatlc Effects
Asthenia
Chest Pain
Vomiting
Dyspnea
Dyspepsia
Paresthesia
Impotence
Muscle Cramps
Back Pain
Nasal Congestion
Decreased Libido
Vertigo

6.3
5.3
3.3
3.2
3.0
2.9
2.3
1.8
1.5
1.4
1.3
1.3
1.3
1.1
1.0
0.8
0.7
0.6
0.5
0.3
0.2
0.1

(0.6)
(0.2)
(0.2)
(0.3)
(0.0)
(0.4)
(0.3)
(0.8)
(0.4)
(0.0)
(0.4)
(0.1)
(0.2)
(0.0)
(0.0)
(0.0)
(0.2)
(0.0)
(0.0)
(0.0)
(0.1)
(0.0)

9.0
4.3
3.9
2.6
4.5
4.5
2.5
1.6
1.6
3.4
2.0
1.2
1.4
0.5
1.9
2.0
1.6
2.8
1.1
1.2
1.2
1.1

(0.9)
(0.5)
(0.5)
(0.3)
(0.0)
(0.8)
(0.2)
(0.5)
(0.2)
(0.2)
(0.2)
(0.2)
(0.0)
(0.2)
(0.0)
(0.2)
(0.3)
(0.6)
(0.0)
(0.0)
(0.0)
(0.2)

1.9
1.9
1.0
2.4
0.0
1.0
2.4
0.5
0.5
1.0
1.0
1.4
0.5
1.4
0.0
0.0
0.0
0.5
1.4
0.0
0.0
0.0

'Includes 420 patients treated for congestive heart failure who were receiving concomitant digitalis and/or diuretic therapy.
Clinical adverse experiences occurring In 0.3% to 1.0% of patients in the controlled trials and rarer, serious, possibly drug related events reported In

uncontrolled studies or marketing experience are listed below and, within each category, are in order of decreasing severity.
BODY AS A WHOLE: Chest discomfort, fever, flushing, malaise.
CARDIOVASCULAR: Myocardial infarction or cerebrovascular accident, possibly secondary to excessive hypotension in high risk patients (see
WARNINGS, Hypotension); angina pectoris, orthostatic hypotension, rhythm disturbances, tachycardia, peripheral edema, vasculitls, palpitation.
DIGESTIVE: Pancreatitis, hepatitis (hepatocellular or cholestatlc jaundice), abdominal pain, anorexia, constipation, flatulence, dry mouth.
METABOLISM: Gout
MUSCULOSKELETAL: Joint pain, shoulder pain.
NERVOUS SYSTEM/PSYCHIATRIC: Depression, somnolence, Insomnia, stroke, nervousness, confusion.
RESPIRATORY SYSTEM: Bronchitis, sinusitis, pharyngeal pain.
SKIN: Urticaria, pruritus, diaphoresis.
SPECIAL SENSES: Blurred vision.
UROGENITAL: Oliguria, progressive azotemia, acute renal failure, urinary tract infection.
A symptom complex has been reported which may include a positive ANA, an elevated erythrocyte sedimentation rate, arthralgla/arthritis,

myalgia, and fever.
ANGIOEDEMA: Angioedema has been reported In patients receiving ZESTRIL (0.1%). Angioedema associated with laryngeal edema may be fatal.

If angioedema of the face, extremities, lips, tongue, glottis, and/or larynx occurs, treatment with ZESTRIL should be discontinued and appropriate
therapy Instituted immediately. (See WARNINGS.)

HYPOTENSION: In hypertensive patients, hypotension occurred In 1.2% and syncope occurred In 0.1% ot patients. Hypotension or syncope was
a cause of discontinuation of therapy in 0.5% of hypertensive patients. (See WARNINGS.)

In patients with congestive heart failure, hypotension occurred in 5.0% and syncope occurred in 1.0% of patients. These adverse experiences
were causes for discontinuation of therapy in 1.3% of these patients.
Fetal/Neonital Morbidity and Mortality: See WARNINGS, Fetal/Neonatal Morbidity and Mortality.
Congh: See PRECAUTIONS - Cough
Clinical Laboratory Test Findings

Serum Electrolytes: Hyperkalemia. (See PRECAUTIONS.)
Creatinine, Blood Urea Nitrogen: Minor increases in blood urea nitrogen and serum creatinine, reversible upon discontinuation of therapy, were

observed in about 2.0% of patients with essential hypertension treated with ZESTRIL alone. Increases were more common In patients receiving con-
comitant diuretics and in patients with renal artery stenosis. (See PRECAUTIONS.) Reversible minor Increases In blood urea nitrogen and serum cre-
atinine were observed in approximately 9.1% of patients with congestive heart failure on concomitant diuretic therapy. Frequently, these abnormali-
ties resolved when the dosage of the diuretic was decreased.

Hemoglobin and Hematocril: Small decreases in hemoglobin and hematocrit (mean decreases of approximately 0.4 g% and 1.3 vol%, respec-
tively) occurred frequently in patients treated with ZESTRIL but were rarely of clinical Importance In patients without some other cause ot anemia. In
clinical trials, less than 0.1% ot patients discontinued therapy due to anemia.

Oilier (Causal Relationship Unknown): Rarely, elevations of liver enzymes and/or serum billrubln have occurred. In marketing experience, rare
cases of neutropenla and bone marrow depression have been reported.

Overall, 2.0% of patients discontinued therapy due to laboratory adverse experiences, principally elevations In blood urea nitrogen (0.6%), serum
creatinine (0.5%), and serum potassium (0.4%).
OVERDOSAGE

The oral LDso of lisinopril Is greater than 20 g/kg in mice and rats. The most likely manifestation of overdosage would be hypotension, for which
the usual treatment would be intravenous Infusion of normal saline solution.

Lisinopril can be removed by hemodialysis.

OOSAGE AND ADMINISTRATION
Initial Therapy: In patients with uncomplicated essential hypertension not on diuretic therapy, the recommended initial dose Is 10 mg once a

day. Dosage should be adjusted according to blood pressure response. The usual dosage range is 20-40 mg per day administered in a single dally
dose. The antihypertensive effect may diminish toward the end of the dosing interval regardless of the administered dose, but most commonly with a
dose of 10 mg daily. This can be evaluated by measuring blood pressure just prior to dosing to determine whether satisfactory control Is being
maintained for 24 hours. If it is not, an increase in dose should be considered. Doses up to 80 mg have been used but do not appear to give greater
effect. If blood pressure is not controlled with ZESTRIL alone, a low dose of a diuretic may be added. Hydrochlorothlazlde, 12.5 mg has been shown
to provide an additive effect. After the addition of a diuretic, It may be possible to reduce the dose of ZESTRIL.

Diuretic Treated Patients: In hypertensive patients who are currently being treated with a diuretic, symptomatic hypotension may occur occa-
sionally following the initial dose of ZESTRIL. The diuretic should be discontinued, II possible, for two to three days before beginning therapy with
ZESTRIL to reduce the likelihood of hypotension. (See WARNINGS.) The dosage of ZESTRIL should be adjusted according to blood pressure
response. If the patient's blood pressure Is not controlled with ZESTRIL alone, diuretic therapy may be resumed as described above.

If the diuretic cannot be discontinued, an initial dose of 5 mg should be used under medical supervision for at least two hours and until blood
pressure has stabilized for at least an additional hour. (See WARNINGS and PRECAUTIONS, Drug Interactions.)

Concomitant administration ot ZESTRIL with potassium supplements, potassium sail substitutes, or potassium-sparing diuretics may lead to
increases of serum potassium. (See PRECAUTIONS.)

Use In Elderly: In general, blood pressure response and adverse experiences were similar In younger and older patients given similar doses ot
ZESTRIL. Pharmacokinetic studies, however, indicate that maximum blood levels and area under the plasma concentration time curve (AUC) are
doubled in older patients so that dosage adjustments should be made with particular caution.

Dosage Adjustment in Renal Impairment: The usual dose ol ZESTRIL (10 mg) is recommended for patients with creatinine clearance
> 30 mL/min (serum creatinine of up to approximately 3 mg/dL). For patients with creatinine clearance i 10 mL/min s 30 mL/mln (serum creatinine
2 3 mg/dL), the first dose is 5 mg once daily. For patients with creatinine clearance < 10 mL/min (usually on hemodialysis) the recommended Initial
dose is 2.5 mg. The dosage may be titrated upward until blood pressure Is controlled or to a maximum of 40 mg dally.
Renal Status Creatinine Clearance mL/mln Initial Dose mg/day

Normal Renal Function to Mild Impairment
Moderate to Severe Impairment
Dialysis Patients

>30
210 £30

10
5
2.5»

"Dosage or dosing interval should be adjusted depending on the blood pressure response.
HOW SUPPLIED

5 mg Tablets (NDC 0038-0130) pink, capsule-shaped, biconvex, bisected, uncoated tablets, identified "ZESTRIL" on one side and "130" on the
other side are supplied in bottles of 100 tablets and 1000 tablets, and unit dose packages of 100 tablets.

10 mg Tablets (NDC 0038-0131) pink, round, biconvex, uncoated tablets Identified "ZESTRIL 10" debossed on one side, and "131" debossed on
the other side are supplied in bottles ol 100 tablets and 1000 tablets, and unit dose packages of 100 tablets.

20 mg Tablets (NDC 0038-0132) red, round, biconvex, uncoated tablets identified "ZESTRIL 20" debossed on one side, and "132" debossed on
the other side are supplied in bottles of 100 tablets and 1000 tablets, and unit dose packages of 100 tablets.

40 mg Tablets (NDC 0038-0134) yellow, round, biconvex, uncoated tablets Identified "ZESTRIL 40* debossed on one side, and "134" debossed
on the other side are supplied in bottles of 100 tablets and unit dose packages of 100 tablets.

Store at room temperature. Protect from moisture, freezing, and excessive heat. Dispense In a tight container.
Rev B 02/92

STUART PHARMACEUTICALS
A business unit of Zeneca Inc.
Wilmington, Delaware 19897 USA GRP 1122
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VIVA LAS VEGAS

As Nevada's largest city, Las
Vegas has all the attraction of a
major metropolitan area com-
bined with the southwest-style
friendliness and fun.

The world renowned Las Vegas
Strip is lined with opulent
resort hotel-casinos. The city
hosts world famous stars,
singers and popular comics in a
variety of stage spectaculars.
Las Vegas' dazzling production
shows are unrivaled for their
sheer pageantry.

Some of the world's most
inspiring natural and man made
attractions are located just out-
side of town — the Hoover Dam
and sporty Lake Mead, the
Valley of Fire, and the Red
Rock Canyon to name a few.



The American Diabetes Association and the 1993 Scientific Sessions Meeting
Committee invite the participation of all professionals involved in diabetes
research and in the delivery of diabetes care and services. Physicians,
researchers, nurses, dietitians, administrators, and other health professionals
will benefit from the comprehensive programming and stimulating atmosphere.
From the structured sessions to the exposition, participants will be challenged
to update and review their knowledge in diabetes practice and research.

If the growing need for the latest and most exciting information in diabetes
research and clinical care affects you, mark your calendars now for the 53rd
Annual Meeting and Scientific Sessions, June 12-15,1993 in Las Vegas.

The 53rd Annual Meeting and Scientif-
ic Sessions will be held in the Las
Vegas Convention Center. The pro-
gram will begin on Saturday, June 12
with concurrent morning and after-
noon Professional Section Council
symposia. The American Diabetes
Association's annual Awards Banquet
will be held at the Las Vegas Hilton on
Saturday evening. The program on
Sunday through Tuesday will include
concurrent symposia, oral and poster
presentations, state-of-the-art lectures,
and poster discussion sessions. The
Banting Lecture has been scheduled
for Sunday afternoon to be followed by
the President's Poster Session. Monday
afternoon's Lilly Lecture will be pre-
ceded by the presentation of the
American Diabetes Association's
scientific achievement awards.

Take advantage of registration dis-
counts and register early! Please
use the Advance Registration Form
included in this program. Special
discounted fees are available to
those who register before March
12. Advance Registrations must be
postmarked and all fees paid by
May 14, 1993.

If you cannot pre-register by May 14,
plan to register in the Las Vegas
Convention Center and pay the on-
site registration fee.

The American Diabetes Association's
Annual Meeting and Scientific Sessions
program has been designed to meet
the continuing medical education
needs of physicians, nurses, dietitians,
and other health care professionals in
the field of diabetes. Four days of pro-
grams will cover the latest develop-
ments in basic and clinical research
in the areas of pathophysiology, epi-
demiology, prevention, and treatment.

The American Diabetes Association
(ADA) is accredited by the Accredita-
tion Council for Continuing Medical
Education to sponsor continuing
medical education for physicians.
The American Diabetes Association
is approved as a provider of contin-
uing education in nursing by the
Virginia Nurses' Association which
is accredited as an approver of con-
tinuing education in nursing by
the American Nurses' Credentialing
Center's Commission on Accreditation.

The American Diabetes Association
certifies that this continuing medical
education activity meets the criteria for
28.5 credit hours in Category 1 for the
Physician's Recognition Award of the
American Medical Association. ADA
certifies that this continuing education
program has been approved for 34.2
contact hours. ADA has also applied
to the American Dietetic Association
for accreditation.

STANDARDS FOR DIABETES
PATH NT EDUCATION
PROGRAMS AND

A Recognition Conference will be
offered in conjunction with the
American Diabetes Association's
Annual Meeting and Scientific
Sessions. This one-day conference,
"Meeting the National Standards for
Diabetes Patient Education Programs
and Applying for ADA Recognition"
will be held Friday, June 11, 1993,
at the Las Vegas Convention Center,
preceding the Scientific Sessions.
This intensive, practical program is
designed for individuals who are
interested in the process of complet-
ing an application for Recognition
or are planning to submit an applica-
tion within the next twelve months.
CEU's will be awarded and enrollment
is limited.

The registration fee for the
Recognition Conference is $100.00.
Further information about registration
is available ONLY from the Recognition
Program at the American Diabetes
Association's National Center, at
800-232-3472, ext. 214.



12, 1993

Registration Open

Professional Section Council Symposia
Current Controversy: Carbohydrate and Fat
Advances in Diabetic Foot Care
New Thoughts on the Etiology, Prevention, Prediction, and Early Treatment of Type I

Diabetes in Children and Adolescents
Update on Providing Diabetes Self-Management Training and the Reimbursement Problem
Long-Term Consequences of Diabetes and Pregnancy — Mother and Child

Exhibit Hall Open

Professional Section Council Symposia
Diabetic Peripheral Polyneuropathy: An Epidemiologic Perspective
Exercise and Effects on Vascular Complications of Diabetes
Molecular Aspects ofB-Cell Function
New Concepts in Diabetic Complications
New Approaches to Community Education Using School Age Children As A Model
Psychiatric Syndromes in Diabetes: Occurrence, Recognition, and Management

1 13f 1993

Registration Open

Exhibit Hall Open

Symposium
DCCT Update

Concurrent Oral Presentations
Poster Presentations

State-of-the-Art Lecture
Advances in Behavioral Research for Diabetes

Concurrent Oral Presentations
Poster Discussion Session
President's Address
Banting Lecture
President's Poster Session



Registration Open

Exhibit Hall Open

Concurrent Symposia
Diabetes Education and Health Care Delivery and Promotion
Pancreatic and Islet Transplantation: Successes and Failures circa 1993

Concurrent Oral Presentations
Poster Presentations

Afternoon

State-of-the-Art Lecture
Glucokinase Mutations in Diabetes Mellitus

Concurrent Oral Presentations
Poster Discussion Session
Presentation of Awards
Lilly Lecture

Registration Open

Exhibit Hall Open

Concurrent Symposia
New Views on the Pathogenesis of Atherosclerosis in Diabetes
Signal Transduction
Sex Hormones, Insulin Resistance, and Obesity-Associated Diabetes

Concurrent Oral Presentations
Poster Presentations

Afternoon

Concurrent State-of-the-Art Lectures
The Pathophysiology and Management of Hypertension in Diabetes
Nitric Oxide as a Secretory Product of Mammalian Cells

Concurrent Oral Presentations
Poster Discussion Session



March 12, 1993

May 14, 1993

Mail your completed registration
form with payment to:

American Diabetes Association
Meeting Registrar
Department 0825
McLean, VA 22109-0825

Checks are payable to the
American Diabetes Association in
US funds, drawn on a US bank.

Please read the following instruc-
tions carefully. One registrant per
form. Make duplicate copies if
necessary.

Personal Data - Please type or
print information clearly. Please
include a phone number where
you can be reached between
8:30 am - 5:00 pm EST.

Registration Fees - Please circle
the appropriate registration
category and fee. If you select
one-day registration, please
indicate appropriate day. Guest
registration includes entrance
to the Exposition and Social
Events only. Guests are not
eligible for continuing medical
education credits. CHILDREN
UNDER THE AGE OF 16 WILL
NOT BE ADMITTED TO THE
EXHIBIT HALL.

o Awards Banquet - If you wish
to purchase banquet tickets,
please indicate entree prefer-
ence: fish or beef, and the
number of tickets for each
type of meal.

Payment - The registration
form MUST be accompanied
by payment in order to be
processed. Payment may be
made by check, payable to the
American Diabetes Association
(drawn on a US bank in US
funds) or by MasterCard, VISA,
or American Express credit
cards.

ADA will not honor overseas
wire transfers, purchase orders
or vouchers as a substitute
for payment.

If your institution is paying
your registration fee, please
arrange for payment to be made
before the registration dead-
lines. Please ensure that the
check is appropriately identified
with your name.

Refund Policy - Refund
requests must be submitted
in writing and postmarked
by May 28, 1993. Refund
requests postmarked before
March 26 will receive a full
refund LESS a 25% processing
fee. Refund requests post-
marked between March 27,
1993 and May 28, 1993 will
receive a registration refund
LESS 5096. Refund requests
postmarked after May 28,
1993 will not be honored.

Confirmation - Upon receipt
of your registration form, a
confirmation notice will be
mailed to you with instruc-
tions for badge and confer-
ence material pick-up.

On-Site Registration - If you
have not postmarked your
registration by May 14, plan
to register on-site at the Las
Vegas Convention Center.



ADA Member
Non-Member

Postmarked Before
March 12

$195
315

Student/Resident/Fellow 100
Guest
One Day Fee

50

135

Between March 13
and May 14

$210
330

115

50

135

After May 14
or On-Site

$280
445

155

50

135

Registration in the Las Vegas Convention Center is scheduled for the
days and hours listed below:

Friday, June 11

Saturday, June 12

Sunday, June 13

Monday, June 14

Tuesday, June 15

6:00pm - 8:30pm

7:00am - 5:00pm

7:00am - 5:00pm

7:00am - 5:00pm

7:00am - 1:00pm

A Housing Request Form is includ-
ed with this Preliminary Program.
To ensure assignment to the hotel
of your choice, please complete
the application for hotel accom-
modations, enclose your prepay-
ment requirement for $100, and
mail directly to the address on the
form. Telephone requests will not
be accepted. Your reservation
request will be delayed if the
Housing Request Form is mailed
to the ADA's National Center or to
the hotel. Negotiated room rates
are available only at the hotels
listed. Hotel assignments are made
on a first come - first served basis.

All requests for changes or cancel-
lations must be made in writing
to the ADA's Housing Bureau
before May 6, 1993. After May 6,
you may contact your assigned
hotel directly. Please read your
hotel confirmation for prepay-
ment refund policy.

More than 300 exhibits addressing
diabetes treatment and manage-
ment will be displayed at the 53rd
Annual Meeting and Scientific
Sessions. Poster presentations are
featured daily in the exhibit hall.
A convenient sidewalk cafe is also
available so you do not have to leave
the convention center for lunch.

Shuttle bus service will be available
between participating hotels and
the Convention Center Saturday,
June 12 through Tuesday June 15.

r;fii§
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The American Diabetes Association
has arranged a wide assortment of
tours and activities for conference
attendees and their families to
enjoy. Tour programs and registra-
tion information will be included in
the Advance Program, which ADA
members will receive in March.
Tickets and additional information
will be available at the Las Vegas
Convention Center. On-site tickets
will be more expensive than tickets
purchased in advance.



Check with the front desk or
concierge of your hotel for local
child care references.

Las Vegas is located in the arid
desert of Nevada. Daytime tem-
peratures may reach over 100
degrees during June. A light
sweater or jacket is recommend-
ed to wear in air-conditioned
buildings.

Many fine restaurants are located
in Las Vegas. A reservation ser-
vice and list of restaurants will
be available in the registration
area of the Convention Center.

The American Diabetes
Association prohibits smoking
in all areas of the Las Vegas
Convention Center and hotel
meeting rooms hosting ADA
functions. Your compliance
is appreciated.

The American Diabetes Associa-
tion will produce audio cassettes -
of selected sessions at the 53rd
Annual Meeting and Scientific
Sessions. Tapes will be available
for purchase at the audio tape
sales desk in the registration
area in the Convention Center.

American Airlines is the official
carrier for the 53rd Annual Meeting
and Scientific Sessions. Negotiated
discounts have been arranged to
ensure the best and most economi-
cal service for your travel require-
ments. Take advantage of 40% dis-
counts off full coach fares or 5% off
the lowest market fare.
Arrangements can be made by
calling the American Diabetes
Association's Travel Service at
l-(800) ADA-3472 ext. 328 or
l-(800) 42-TRAVL. If booking
directly through American Airlines
or through your travel agent, use
#NBR 9473 as a reference number.

Registration
Program
Travel

Fax Number

703-549-1500
703-549-1500
800-ADA-3472
or 800-428-7285

703-836-7439

ext. 330
ext. 212
ext. 328



Sahara Ave.
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LAS VEGAS HILTON

LAS VEGAS
CONVENTION
CENTERConvention Center Dr

COURTYARD BY MARRIOTT

Desert Inn Rd.

HOTEL NAME

Las Vegas Hilton

Courtyard Marriott

Riviera Hotel

Sahara Hotel

RATE

$ 95 single/double

$ 62 single/double

$ 69 single/double

$ 50 single/double



HOUSING RESERVATION CUTOFF
DATE: MAY 6 , 1 9 9 3

MAIL T O : ADA Housing
3150 Paradise Road
Las Vegas, NV 89109-9096

JUNE 1 2 - 1 5 , 1 9 9 3 SCIENTIFIC SESSIONS

INSTRUCTIONS:
• Telephone or fax request not accepted.
• Please print or type all items to ensure accuracy and

rapid computer processing.
• Only one reservation per form is allowed. Please

photocopy this form if additional forms are needed.

Acknowledgement(s) of receipt of Housing Form will be sent
only to the individual at the address given below.
Hotel will send actual confirmation notice to the person list-
ed below. (Refer to Prepayment Requirement below.)
Include $100 Prepayment Requirement.

(LAST NAME) (FIRST)

(PROFESSIONAL AFFILIATION/INSTITUTION)

(STREET ADDRESS OR P.O. BOX NUMBER)

(CITY) (STATE)

(COUNTRY) (AREA CODE)

(ZIP USA)

(OFFICE NUMBER)

INSTRUCTIONS: Select FOUR Hotels/Motels of your choice. Request will not be processed without FOUR choices. USE HOTEL
NAMES ONLY—DO NOT USE NUMBERS—PLEASE REFER TO MAP FOR HOTEL NAMES.

First Choice Second Choice Third Choice Fourth Choice

PREPAYMENT REQUIREMENT: Payment Requirement of 5100 can ONLY be made with an American Express, MasterCard, or
Visa Credit Cards. CHECKS WILL NOT BE ACCEPTED. Please provide card number and expiration date. Please read your hotel con-
firmation for prepayment refund policy.

Print name as it appears on card

Credit card number

Type of card AE,MC,Visa

Expiration date

c SPECIAL NOTE: Rooms are assigned on "First Come/First Served" basis AND room availability for your arrival/departure. If none
of the choices listed is available, another facility will be assigned. Rooms required two or more days post or pre convention are not
always available through the housing bureau. If not available, the Housing Bureau will advise you to call the hotel directly for addi-
tional nights (not always available at convention rate).

DO NOT DUPLICATE—if sharing a room, designate ONE person to submit Housing Request Form.
Occupant(s) print—last name first
1. . . . _

2. ..... . _ . . . . . . . .. . .
3. _
4. .._.._

SPECIAL NOTE: Housing form cannot be processed without all information completed.
ARRIVAL DATE .
ARRIVAL TIME AM/PM (Approximate)
DEPARTURE DATE

SELECT TYPE OF ROOM DESIRED
Single (1 pers., 1 bed)
Dbl/Dbl (2 pers., 2 beds)

-Double (2pers., 1 bed)
Other special needs

—Triple (3 pers., 2 beds) Quad (4 pers., 2 beds)





For more than one million patients,
our superior accuracy

has become a way of life
For many of your patients, controlling their blood glucose means success in controlling
their disease. And knowing that their blood glucose monitor delivers the most accurate
values adds to their sense of security. For those patients, Accu-Chek® III is the best
recommendation you can make.

Using the same Chemstrip bG® technology that over a million patients and most hospitals
rely on, Accu-Chek III delivers the most accurate values.1 And with its recent system
improvements that make testing even easier, 99% of Accu-Chek III users are satisfied.2

For you, this may be no surprise-
just a great comfort.

CTo find out more, call
1-800-858-8072

1. Based on the published data of competitive monitors.
2. Based on survey of Accu-Chek III Warranty Card respondents.

Accu-Chek III
^/J BLOOD GLUCOSE MONITOtl & CHER1SYIHP bG" Tt'ST STRIPS

Quite simply, the most accurate

BOEHRINGER
MANNHEIM
CORPORATION

Boehringer Mannheim Corporation
Patient Care Systems Division
9115 Hague Road, RO. Box 50100
Indianapolis, IN 46250-0100

© 1992 Boehringer Mannheim Corporation. All rights reserved. AUZ-755



Lead a diabetes support group
with the newest resource from the

American Diabetes Association.
This complete guide for health-care professionals

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

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

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

and Other Legal Issues

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

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

copies of Diabetes Support Groups for Young Adults:
A Facilitator's Manual. #PEDSGYA
ADA Members: $14.80, Nonmembers: $16.45 $
SUBTOTAL (VA residents add 4.5% state sales tax) $
Add Shipping & Handling (see chart) $

TOTAL $

NAME.

ADDRESS.

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

Shipping & Handling Chart
(calculate using the total cost of publications)

up to $5.00 $1.75
$5.01-$10.00 $3.00
$10.0l-$25.00 $4.50
$25.01-$50.00 $5.50
over $50.00 10% of order
Allow 6-8 weeks for domestic
delivery. Add $3.00 to shipping
& handling for each additional
"ship to" address. Add $15.00 to
shipping & handling for air
shipped orders outside the U.S.
Prices subject to change without
notice.

A American
Diabetes

.Association.

HURRY! Order your copy today.
PC29304



All The Recommendation
WeThinkYouNeed.
V fc These manuals contain concepts
that are essential to the education of

every person who undertakes the care of
persons with diabetes mellitus. They
are highly recommended for medical

students, resident physicians, and nurse
lcians.

Physician's Guide to
Insulin-Dependent

• — • • • ^ s

Diagnosis and
Treatment

Roger W. ttarkington, MD
Book Review, JAMA. May 26, 1989

Vol. 20, p. 3037. Copyright 1989

Non-I
Physician's Guide , o
n" ^ " " -Dependen t

Dia8n»sis and

JMIllfliw"

Authoritative Resources from the
American Diabetes Association.

I am an ADA member and want to take advantage of my
member discount.
My Membership Number is .
(See mailing label on Diabetes Forecast)

Please send me
copies, Physician's Guide to IDDM #PTIPG
ADA Members: $17.95; Nonmembers: $19.95 $
sets, IDDM Slide Presentation #PTISS. ADA
Members: $81.00; Nonmembers: $90.00 $
copies, Physician's Guide to NIDDM #PTIIPG.
ADA Members: $17.95; Nonmembers: $19.95 $
sets, NIDDM Slide Presentation #PTIISS.
ADA Members: $81.00; Nonmembers: $90.00 $

Publications Subtotal $.

VA Residents add 4.5% State Sales Tax $.

Add Shipping & Handling (see chart) $.

TOTAL $.

Color slide programs, designed to follow the Guides, are available
for group presentations. Presenter's scripts are included.

Name

Address

City

State Zip
PC29305

Shipping & Handl ing Chart (calculate using publications subtotal)
up to $5.00 $1.75 $25.01-$50.00 $5.50
$5.01-$10.00 $3.00 over $50.00 . 10% of order
$10.01-$25.00 $4.50
To order, send your check or money order payable to the American
Diabetes Association, 1970 Chain Bridge Road, McLean, VA
22109-0592. Please allow 6-8 weeks for domestic delivery. Add $3.00
to shipping & handling for each additional "ship to" address. Add
$15.00 to shipping & handling for air A A m o r i r a n
shipped orders outside the U.S. Prices J k fy i | S t « !
subject to change without notice. M^L y o D e i e S

mr%. Association.



Simple Preventive
Medicine
Begins Here
Diabetic foot problems are a major chronic complication
of diabetes. As a concerned health-care professional who
cares for people with diabetes, educating your patients on
proper foot care and routinely evaluating the condition of
their feet is an important and critical responsibility. You
can have a direct impact on the incidence of infection that
can lead to the tragedy of amputation.

Diabetic Foot Care, guidelines prepared by the Council
on Foot Care of the American Diabetes Association, dis-
cusses the following issues:

• Evaluation of low-risk patients and high-risk
patients without active ulcers

• Signs and symptoms of peripheral neuropathy
and vascular disease

• Treatment of diabetic foot ulcers
• Criteria for therapeutic shoe design
• Diagnosis of neuroarthropathic joints
• Patient instructions for diabetic foot care

To obtain a copy of this important resource, use the
form below and order today!

Order Form

Please send me:

copies of Diabetic Foot Care. #PMFOOT.
ADA members: $3.00 each;
Nonmembers: $3.50 each.
Publications Total $_
VA Residents Add 4.5% Sales Tax $_
Add Shipping and Handling (see chart) $_

TOTAL $_

Name
Address

City_ State Zip.
PC29302

Shipping and Handling Chart
(calculate using publications total)

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

Send your check or money order payable to the American
Diabetes Association, 1970 Chain Bridge Road, McLean,
VA 22109-0592. Allow 6-8 weeks for domestic delivery.
Add $3.00 to shipping and handling for each additional
"ship to" address. Add $15.00 to shipping and handling for
air shipped orders outside the U.S. Prices subject to
change without notice.
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They Have Diabetes.
W —Diatyfs: 1991 Vital Statistics, pa. 1

You'll find hundreds of timely and vital diabetes statistics like
this in ADA's latest fact-filled publication.

Almost every imaginable statistic on diabetes
has been gathered for you by ADA and pub-
lished under one brand new title—Diabetes:
1991 Vital Statistics.

Designed as a quick reference manual,
Diabetes: 1991 Vital Statistics is filled with more
than 30 easy-to-read charts and graphs that
highlight the latest diabetes statistics. Examples
include:
• More than 725,000 new cases of diabetes are

diagnosed each year.
• Mexican Americans are three times as likely to

develop NIDDM as whites.
• The prevalence of NIDDM is 60 percent

higher in blacks than in whites.
• Much more!

There's also a convenient bibliography of tables
and figures at the back of the book. It's a great

time-saver when you need to make a quick
statistical reference.

Diabetes: 1991 Vital Statistics also contains
page after page of information to help you
diagnose diabetes and treat and prevent com-
plications. Informative topics include:

• How Diabetes is Diagnosed
• Risk Factors for Diabetes
• Diabetes Complications
• Diabetes Treatment and Prevention
• Much more!

Diabetes: 1991 Vital Statistics provides the
latest diabetes statistics and important treatment
information. It's sure to be a valuable addition to
your personal library.

So order your copy of Diabetes: 1991 Vital
Statistics today. And become the source for the
most timely diabetes information available.

i"Ye~s! Please send me copies of Diabetes: 1991 Vital Statistics at $6.25 per copy for members or
$6.95 per copy 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
Upto$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

DIABETES

Address

City

Send your check or money order payable to:

4A American Diabetes Association®
1970 Chain Bridge Road
McLean, VA 22109-0592

State Zip
PC29303

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.



Destination: CHD

Triad patients are at increased risk of
heart attack12

In the placebo population of the Helsinki Heart Study, patients with the triad of risk-
low HDL, elevated LDL, and elevated triglycerides—have been

shown to be almost four times more likely to develop CHD.1

© 1992 Warner-Lambert Company



CHDetour:
LOPID reduced CHD* by
57% in triad patients+

In the Helsinki Heart Study, LOPID reduced heart
attack by 57% in patients at very high risk and by
34% overall.* LOPID raises HDL and lowers LDL
and triglycerides while it reduces the risk of
developing CHD as an adjunct to diet in patients
with the triad of lipid abnormalities who have had
an inadequate response to exercise, dietary
therapy, weight loss, and trial of other
pharmacologic agents (such as bile acid
sequestrants and nicotinic acid).

LOPID is indicated as adjunctive therapy to diet for
reducing the risk of developing coronary heart disease
only in type Mb patients who are without history of or
symptoms of existing coronary heart disease and who
have the following triad of lipid abnormalities: low
HDL cholesterol in addition to elevated LDL cholesterol
and elevated triglycerides.
In addition, the potential benefit of gemfibroziI in
treating type I la patients with elevations of LDL choles-
terol only is not likely to outweigh the risks. LOPID is
not indicated for the treatment of patients with low
HDL as their only lipid abnormality.
LOPID is contraindicated in patients with hepatic or
severe renal dysfunction, including primary biliary
cirrhosis, preexisting gallbladder disease, or hyper-
sensitivity to gemfibrozil. LOPID may increase choles-
terol secretion into the bile, leading to cholelithiasis.
Caution should be exercised when anticoagulants are
given in conjunction with LOPID.

With baseline HDL above the median (46.4 mg/dL), the incidence of serious
coronary events was similar for LOPID and placebo groups.

•Defined as a combination of definite coronary death and/or definite myocardial
infarction. 57% calculated from an incidence of CHD of 149/1000 among placebo
patients and 64/1000 among treated patients.

fBaselinet.DL >175 mg/dL, baseline TG > 200 mg/dL, and baseline HDL <35 mg/dL.
*All patients were counseled on dietary therapy and encouraged to exercise and quit
smoking.

Please see adjacent page for brief summary of prescribing information.

PARKEDAVIS ,BOOTS
' PHARMACEUTICALS

P A R K E - D A V I S Division of Warner-Lambert Company, Morris Plains. New Jersey 07950

PD-56-JA-8322-A1(1?!?!)
310011

IPPID
(gemfibrozil)
TREATS THE TRIAD
REDUCES THE RISK OF DEVELOPING CHD



IPPID
(gemfibrod) Ste BID

Lopld® (Gemfibrozil Tablets)

Before prescribing, please see lull 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 between gemfibrozil and ctofibrate, the adverse findings
with clofibrate in two large clinical studies may also apply to gemfibrozil. In the first of those studies, the Coronary Drug
Project, 1000 subjects with previous myocardial infarction were treated for five years with clofibrate. There was no difference in
mortality between the clofibrate-treated subjects and 3000 placebo-treated subjects, but twice as many clofibrate-treated
subjects developed cholelithiasis and cholecystitis requiring surgery. In the other study, conducted by the World Health
Organization (WHO), 5000 subjects without known coronary heart disease were treated with clofibrate for five years and
followed one year beyond. There was a statistically significant, 44%, higher age-adjusted total mortality in the clofibrate-
treated than in a comparable placebo-treated control group during the trial period. 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 subjects for gallbladder disease was confirmed.

Because of the more limited size of the Helsinki Heart Study, the observed difference in mortality from any cause between
the Lopid and placebo group is not statistically significantly different from the 29% excess mortality reported in the clofibrate
group in the separate WHO study at the 9 year follow-up. Noncoronary heart disease related mortality showed an excess in
the group originally randomized to Lopid primarily due to cancer deaths observed during the open-label extension.

During the 5 year primary prevention component of the Helsinki Heart Study mortality from any cause was 44 (2.2%) in the
Lopid group and 43 (2.1%) in the placebo group; including the 35 year follow-up period since the trial was completed,
cumulative mortality from any cause was 101 (4.9%) in the Lopid group and 83 (4.1%) in the group originally randomized to
placebo (hazard ratio 1.20 in favor of placebo). Because of the more limited size of the Helsinki Heart Study, the observed
difference in mortality from any cause between the Lopid and placebo groups at year-5 or at year-85 is not statistically
siqnificantly different from the 29% excess mortality reported in the clofibrate group in the separate WHO study at the 9 year
follow-up. Noncoronary heart disease related mortality showed an excess in the group originally randomized to Lopid at the
85 year follow-up (65 Lopid versus 45 placebo noncoronary deaths).

The incidence of cancer (excluding basal cell carcinoma) discovered during the trial and in the 35 years after the trial was
completed was 51 (25%) in both originally randomized groups. In addition, there were 16 basal cell carcinomas in the group
originally randomized to Lopid and 9 in the group originally randomized to placebo (p = 0.22). There were 30 (15%) deaths
attributed to cancer in the group originally randomized to Lopid and 18 (0.9%) in the group originally randomized to placebo
( p ' > 0.11). Adverse outcomes, including coronary events, were higher in gemfibrozil patients in a corresponding study in men
with a history of known or suspected coronary heart disease in the secondary prevention component of the Helsinki Heart
Study. See CLINICAL PHARMACOLOGY section in full prescribing information which includes the following: The secondary
prevention component of the Helskinki Heart Study was conducted over 5 years in parallel and at the same centers in Finland
in 628 middle-aged males excluded from the primary prevention component of the Helsinki Heart Study because of a history
of angina, myocardial infarction or unexplained ECG changes. The primary efficacy endpoint of the study was cardiac events
(the sum of ratal and non-fatal myocardial infarctions and sudden cardiac deaths). The hazard ratio (Lopid:placebo) for cardiac
events was 1.47 (95% confidence limits 0B8-2.48, p=0.14). Of the 35 patients in the Lopid group who experienced cardiac
events, 12 patients suffered events after discontinuation from the study. Of the 24 patients in the placebo group with cardiac
events, 4 patients suffered events after discontinuation from the study. There were 17 cardiac deaths in the Lopid group and 8
in the placebo group (hazard ratio 2.18; 95% confidence limits 0.94-5.05, p=0.C6). Ten of these deaths in the Lopid group and
3 in the placebo group occurred after discontinuation from therapy. In this study of patients with known or suspected coronary
heart disease, no benefit from Lopid treatment was observed in reducing cardiac events or cardiac deaths. Thus, Lopid
has shown benefit only in selected dyslipidemic patients without suspected or established coronary heart disease Even in
patients with coronary heart disease and the triad of elevated LDL-cholesterol, elevated triglycerides, plus low HDL-cholesterol,
the possible effect of lopid on coronary events has not been adequately studied.
2. A gallstone prevalence substudy of 450 Helsinki Heart Study participants shaved a trend toward a greater prevalence of
gallstones during the study within the Lopid treatment group (75% vs 4.9% for the placebo 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
subjects, a 54% excess). This result did not differ statistically from the increased incidence of cholecystectomy observed in
the WHO study in the group treated with clofibrata 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 heart 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 conjunction with Lopid. The
dosage of the anticoagulant 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.
5. Concomitant therapy with Lopid and Mevacor3 (lovastatin) has been associated with rhabdomyolysis, markedly elevated
creatine kinase (CK) levels and myoglobinuria, leading in a high proportion of cases to acute renal failure. IN VIRTUALLY ALL
PATIENTS WHO HAVE HAD AN UNSATISFACTORY LFPID RESPONSE TO EITHER DRUG ALONE, ANY POTENTIAL LIPID
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 myosiiis, including serum creatine kinase level determination. If
myositis is suspected or diagnosed, Lopid therapy should be withdrawn.
6. Cataracts - SubcapsuSar bilateral cataracts occurred in 10%, and unilateral in 6.3% of male rats treated with gemfibrozil at
10 times the human dosa
PRECAUTIONS
1. Initial Therapy-Laboratory studies should be done to ascertain thai the lipid levels are consistently abnormal. Before
instituting Lopid therapy, every attempt 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) HMG-CoA reductase inhibitors: 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 unsatisfactory lipid response to either drug alone, the possible benefit of combined therapy with
lovastatin (or other HMG-CoA reductase inhibitors) and gemfibrozil does not outweigh the risks of severe myopathy rhabdo-
myolysis, and acute renal failure. There is no assurance that periodic monitoring of creatine kinase will prevent the occurrence
of severe myopathy and kidney damaga
(B) Anticoagulants: CAUTION SHOULD BE EXERCISED WHEN ANTICOAGULANTS ARE GIVEN IN CONJUNCTION WITH
LOPID THE DOSAGE OF THE ANTICOAGULANT 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. Carclnogenesls, Mutagenesls, Impairment of Fert i l i ty- Long-term studies have been conducted in rats at 0.2
and 2 times the human dose (based on surface area, mg/meter2). The incidence 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). Male rais had a dose-related and statistically significant increase of
benign Leydig cell tumors. The higher dose female rats had a significant increase in the combined incidence of benign, and
malignant liver neoplasms.

Long-term studies have been conducted in mice at 0.1 and 1 times the human dose (based on surface area). There were
no statistically significant differences from controls in the incidence of liver tumors, but the doses tested were lower than
those shown to be carcinogenic with other fibrates

Electron microscopy studies have demonstrated a florid hepatic peroxisome proliferation following Lopid administration to
the male rat. An adequate study to test for peroxisome 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 rare compared before and after treatment in the same individual.

Administration of approximately 0.6 and 2 times the human dose (based on surface area) 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 transmitted to the offspring.
5. Pregnancy Category C - Lopid has been shown to produce adverse effects in rats and rabbits at doses between 05 and
3 times the human dose (based on surface area) but no developmental toxicity or teratogenicity among offspring of either

species. There are no adequate and well-controlled studies in pregnant women. Lopid should be used during pregnancy only
if the potential benefit justifies the potential risk to the fetus

Administration of Lopid to female rats at 0.6 and 2 times the human dose (based on surface area) before and throughout
gestation caused a dose-related decrease in conception rate and, at the high dose, an increase in stillboms and a slight
reduction in pup weight during lactation. There were also dose-related increased skeletal variations. Anophthalmia occurred,
but rarely.

Administration of 0.6 and 2 times the human dose (based on surface area) of Lopid to female rats from gestation day 15
through weaning caused dose-related decreases in birth weight and suppressions of pup growth during lactation.

Administration of 1 and 3 times the human dose (based on surface area) of Lopid to female rabbits during organogenesis
caused a dose-related decrease in litter size and at the high dose, an increased incidence of parietal bone variations.
6. Nursing Mothers - It is not known whether this drug is excreted in human milk. Because many drugs are excreted in
human milk and because of the potential tor tumorigenicity shown for Lopid in animal studies, a decision should be made
whether to discontinue nursing or to discontinue the drug, taking into account the importance of the drug to the mother.
7. Hematologlc Changes -Mi ld hemoglobin, hematocrit ana 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
elevations of AST (SGOT), ALT (SGPT), LDH, bilirubin, and alkaline phosphatasa These are usually reversible when Lopid is
discontinued. Therefore periodic liver function studies are recommended and Lopid therapy should be terminated if
abnormalities persist.
9. Kidney Function -There have been reports of worsening renal insufficiency upon the addition of Lopid therapy in
individuals with baseline plasma creatinine > 2.0 mgJtiL In such patients, the use of alternative therapy should be
considered against the risks and benefits of a lower dose of Lopid.
10. Use In Children - Safety and efficacy in children and adolescents have not been established.
ADVERSE REACTIONS
In the double-blind controlled phase of the primary prevention component 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
PUP: LOPID PLACEBO

(N=2046) (N=2035)
Frequency in percent of subjects

Gastrointestinal reactions 34.2 23.8
Dyspepsia 19.6 11.9
Abdominal pain 9.8 5.6
Acute appendicitis 1.2 0.6

(histologically confirmed in most cases where data were available)
Atrial fibrillation 0.7 0.1

Adverse events reported by more than 1% of subjects, but without a significant difference between groups:
Diarrhea 7.2 6.5
Fatigue 3.8 3.5
Nausea/Vomiting 2.5 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 05% of placebo subjects in the primary prevention component,
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. Gallbladder surgery was also performed more frequently in the Lopid group
compared to placebo (13% vs. 03%, p = 0.07) in the secondary prevention component. A statistically significant increase in
appendectomy in the gemfibrozil group was seen also in the secondary prevention component (6 on gemfibrozil vs. 0 on
placebo, p = 0.014).

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 hemorrhaga

From other studies it seems probable that Lopid is causallyrelated 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 treatment 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 PRECAUTIONS); Clinical Laboratory: increased creatine phosphokinase, increased
bilirubin, increased liver transaminases (AST [SGOT], ALT [SGPT]), increased alkaline phosphatase; Hematopoietic: anemia,
leukopenia, bone marrow hypoplasia, eosinophilia; immunologic: angioedema, laryngeal edema, urticaria; Integumentary
exfoliative dermatitis, rash, dermatitis, pruritus.

CAUSAL RELATIONSHIP NOT ESTABLISHED: General: weight loss; Cardiac: extrasystoles; Gastrointestinal: pancreatitis,
hepatoma, colitis; Central Nervous System: confusion, convulsions, syncope; Eye: retinal edema; Genitourinary: decreased
male fertility, renal dysfunction; Clinical Laboratory: positive antinuclear 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.
OVERDOSAGE
While there has been no reported case of overdosaga symptomatic supportive measures should be taken should it occur.
HOW SUPPLIED
Lopid (Tablet 737), white, elliptical, film-coated, scored tablets, each containing 600 mg gemfibrozil, are available as follows:
N 0071-0737-20 Bottles of 60
N 0071-0737-30 Bottles of 500
N 0071-0737-40 Unit dose packages of 100 (10 strips of 10 tablets each)
Barcode® No. 737
Storage: Store below 30° C (86° F).
REFERENCES
1. Frick MH, Elo 0, Haapa K, et al: Helsinki Heart Study: Primary prevention trial with gemfibrozil in middle-aged men with
dysiipidemia. W fng/ J Aferf 1987;317:1237-124&
2. Manninen V, Elo 0, Frick 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 JB et al.
(eds.): The Metabolic Basis ol Inherited Disease, 5th ed., McGraw-Hill, 1983, Chap. 30, pp. 622-642.
4. Report of the National Cholesterol Education Program Expert Panel on Detection, Evaluation, and Treatment of High Blood
Cholesterol. Arch IntMed 1988:148:36-39.
Caution - Federal law prohibits dispensing without prescription. 0737G015
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Help your patients to a healthier life.
The ONE TOUCH® II Blood Glucose Monitoring System's proven no-wipe technology is so easy to use

and accurate in everyday life, it can actually lead to a better quality of life for your patients. Perhaps

that's why it's the meter recommended by more specialists and diabetes educators* Available at drug

stores and home healthcare centers, it comes with a 30-day, money-back guarantee. Plus it's backed

with a 24-hour, toll-free consumer technical services line for your patients. And a 24-hour Healthcare

Professional Hotline for your patience. Call 1 800 524-7226. LifeScan, for diabetes and life.

: Data on file, available upon request.

onE TOUCH n
BLOOD GLUCOSE MONITORING SYSTEM i)\Wlitt'ScjnInc. MiIpiU\California



Get the Facts on Diabetes Breakthroughs
Subscribe to American Diabetes
Association Journals
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DIABETES
The premier journal of basic diabetes
research, DIABETES presents the
latest laboratory findings from the
world's top scientists, plus reviews,
editorials, and ADA news. Published
monthly with occasional supplements,
DIABETES brings you major research
studies by Roger Unger, Paul Lacy,
Bernard Jeanrenaud, George
Eisenbarth and other authorities.

DIABETES CARE
DIABETES CARE presents the latest clinical research from top researchers with
analysis and comments on what the new findings mean for you and your patients.
A must for practitioners, dietitians, and educators who want to keep up
with the latest clinical findings.

DIABETES SPECTRUM
Written for professionals who work day-to-day on the front line of diabetes
treatment, DIABETES SPECTRUM translates the latest research into practice.
Each issue contains concise, easy-to-follow summaries of the hottest papers in
diabetes research, plus tips for treating your patients.

American
Diabetes
Association.A

Please start my subscription for the following journals:

I | DIABETES (12 issues) Rate: US/Mexico:$ 100 International $142
I I DIABETES CARE(12 issues) Rate: US/Mexico:$75 International $105
[ 1 DIABETES SPECTRUM(6 issues) Rate: US/Mexico:$30 International $45

Name/Degree:

Address:

City: State: Zip:

Province/Country:
JDDC093

All payments must accompany your order, paid in US funds on checks drawn on a US bank.
Credit orders accepted. Allow 6-8 weeks for delivery. Canadians add 7% GST tax.

Method of Payment (check one):

• Check/money order

• VISA

• MasterCard

Card no. exp.

Signature:

• Check here to receive information about
ADA professional membership.

Return this form with payment to:

American Diabetes Association
Subscription Services
1660 Duke Street
Alexandria, VA 22314, USA
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Developed by The U.S. Pharmacopeial Convention, Inc.
and the American Diabetes Association

Experience shows that interactive training is one of the fastest,
most productive ways to instruct your diabetes patients about
managing their health. Now, with the development of the next
generation of USP DI Visualized - About Your Diabetes™, USP
has taken interactive training to an even higher level of efficiency
— at a remarkably low price.
An exciting way to learn: Colorful graphics, high quality audio,
and real life scenarios actively involve your patients with a com-
plete database of diabetes management information.
Customized content: Learning is enjoyable, self-paced and
completely personalized to each patient's unique condition.
Vital diet and nutrition exercises: Enhanced meal plan infor-
mation and exercises included.

Easy to use: The single unit Compact Disc Interactive (CD-I)
player is lightweight, portable, and plugs into any TV monitor
for instant operation.

USP. Information is your most valuable tool.

Simple data analysis and storage: Create on-screen reports to
assess patient comprehension. Save patient record information
on floppy disk.

Compare the advantages of About Your Diabetes to any other dia-
betes patient education system. You'll see that it's a value you
can't afford to pass up.

A American
Diabetes
Association, S I N C E 1 8 2 0

For more information call USP's Marketing Department at
A SAA •/•/'•/! •$>//'//%•> or use the following coupon.
^Hardware prices may vary with market and your choice of peripherals.

• Yes, I'm interested in About Your Diabetes. Send me more information.

Name Title

Organization

Address

City i_State_

Phone ( )

Send to: The U.S. Pharmacopeial Convention, Inc.
12601 Twinbrook Parkway Rockville, MD 20852

.Zip..



December 1992

Volume 9 Number 10

Contents

Diabetic
Medicine
Journal of the British Diabetic Association

DM Diary 884
Editorial The Annual Review: Here to Stay A. J. M. Boulton 887

Review Erectile Impotence in Diabetic Men: Aetiology, Investigation, and
Management P. C. Wiles 888

Original Articles Impotence in Diabetes: Aetiology, Implications for Treatment and Preferred
Vacuum Device R. E. J. Ryder, C. F. Close, K. T. Moriarty, K. T. H. Moore,
C. A. Hardisty 893

A Cross-sectional Study of Echocardiographic Indices, Treadmill Exercise
Capacity and Microvascular Complications in Nigerian Patients with
Hypertension Associated with Diabetes Mellitus R. O. Babalola, A. A. Ajayi 899

Risk Factors for Peripheral Vascular Disease in Hypertensive Subjects with
Type 2 Diabetes Mellitus /. C. Alcolado, P. J. Pacy, M. Beevers, P. M. Dodson. 904

A Double Blind Study of the Effect of Acipimox on Serum Lipids, Blood
Glucose Control and Insulin Action in Non-obese Patients with Type 2
Diabetes Mellitus C. R. Fulcher, C. Catalano, M. Walker, M. Farrer, J. Thow,
C. R. Whately-Smith, K. C. M. M. Alberti 908

Insulin Injection Site Tissue Depths and Localization of a Simulated Insulin
Bolus Using a Novel Air Contrast Ultrasonographic Technique in Insulin
Treated Diabetic Subjects /. C. Thow, A. Coulthard, P. D. Home 915

A Simple Method for Quantitation of Insulin Sensitivity and Insulin Release
from an Intravenous Glucose Tolerance Test P. Calvin, C. Ward, J. Walters,
R. Pestell, M. Koschmann, A. Vaag, I. Martin, J. D. Best, F. Aliord 921

T-Cell Receptor Constant P Chain Polymorphisms and Susceptibility to Type 1
Diabetes M. L Hibberd, B. A. Millward, F. S. Wong, A. G. Demaine 929

Clinical Practice The Quality and Relevance of Peripheral Neuropathy Data on a Diabetic
Clinical information System R. B. Jones, R. Gregory, E. W. Jones, D. Kerr,
S. P. Allison, A. McLeod, D. M. Titterington, A. J. Fiedley 934

Prescribing and Dispensing of Insulin: Margins for Error? M. D. Page,
C. Stephenson, R. M. Pope, H. J. Bodansky 938

A Survey of Lower Limb Amputation in Diabetic Patients
C. Deerochanawong, P. D. Home, K. C. M. M. Alberti 942

Case Reports Staphylococcal Septicaemia Complicating Intracavernosal Autoinjection
Therapy for Impotence in a Man with Diabetes V. J. Parfitt, R. Wong,
A. Dobbie, M. Hartog, J. C. Gingell 947

Pre- and Postoperative Glucose Levels for Eliciting Hypoglycaemic Responses
in a Patient with Insulinoma H. Vea, R. Jorde, G. Sager, S. Vaaler,
J. Sundsijord, A. Revhaug 950

Phrenic Neuropathy in Association with Diabetes /. E. S. White, R. E. Bullock,
P. Hudgson, P. D. Home, G. J. Gibson 954

Meeting Report American Diabetes Association Annual Scientific Sessions, San Antonio, 20-23
June 1992 S. Kumar 957

Media Review 960
Diabetes Care Contents Page - Volume 15 Number 10 (1992) by arrangement with the

American Diabetes Association 961

Author Index 962
Keyword Index 965

Volume Contents 967
ISSN 0742-3071

DIMEEV 9(10) 881-976 (1992) For information contact: John Wiley & Sons Ltd., Baffins Lane, Chichester, West
Sussex, PO19 2 NL, UK.



Last week, all your
patients wmdiabetes,

never missed a blood glucose reading...

always ate what they should...

and exercised every day.

Right?
l, maybe not quite.

But now you can help
tell the difference, because the
GLUCOMETER®M+ Diabetes
Care System lets you track and
verify virtually all aspects of your
patients' diabetes treatment programs.

A meter and logbook combined,
theGLUCOMETERM+ System
tracks blood glucose readings,
insulin dosage (and the type of
insulin used), changes in diet and
exercise, pre- and post-meal blood
glucose levels, diabetes-related
symptoms and special events.

GLUCOFILM® Test Strip technol-
ogy assures accurate performance.

©1990 Miles Inc.

Step-by-step prompts on the display
make it easy for your patients to use.

In addition, with the GLUCOFACTS™+
Data Printer or GLUCOFACTS+
Diabetes Management System soft-
ware, it's simple to analyze the
results. Use the results to educate

and motivate your patients to do
their best.

After all, no one's perfect. But the
GLUCOMETERM+ System is per-
fect for all those patients whose
diabetes control should be second
to none.

Write us at the address below, or
contact your Miles Inc., Diagnostics
Division representative for a free
demonstration.

The
Glucometer JK#
Diabetes Care System

Miles Inc.
Diagnostics Division
P.O. Box 70
Elkhart,IN46515MILES



The world's eading diabetes experts
just wrote the only therapy manna

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.

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 $

Shipping & Handling Chart
Upto$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

Name

Address

City

Send your check or money order payable to:

1970 Chain Bridge Road
McLean, VA 22109-0592

State Zip
PC29301

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.



MediSense Sensors.
The Benefits Are Obvious.

The Choice Is Simple.
Now They're Also 33% Faster.

BLOOD GLUCOSE
TEST TIME (SECONDS)

10 20 30

When we first introduced our
exclusive BioSensor technology, the
Pen™ and Companion™ sensors
quickly became the fastest testing—
and one of the fastest growing-
blood glucose monitors available.

Now MediSense introduces the
second generation Pen™ 2 and Com-
panion™ 2 sensors, with new Sensor
Electrodes (strips). Faster, more con-
venient, and more user-friendly
than ever.

AS ALWAYS, COMPLIANCE IS
THE KEY TO BETTER HEALTH.

Frequent blood glucose testing
helps patients manage their diabetes
better. And no one makes testing
easier than MediSense.

Patients simply insert our pat-
ented Sensor Electrode into the
sensor, apply a small drop of blood
to the target area, and see accurate
results in record time—now just
20 seconds.

There's no need to wipe or blot,
saving time and reducing technique
errors. No blood ever enters the
sensor, eliminating the need for
cleaning and the possibility of
cross-contamination between
samples. And calibration is a simple
one-step process.

NOW THE BEST
IS EVEN BETTER.

Today, after years of research,
testing, and refinement, MediSense
can oner patients with diabetes
even more:

For increased ease of use, the
sensor starts automatically as soon
as a small blood drop is applied to
the Sensor Electrode. This elimi-
nates the need for timing or

"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
expanded to 20-600 mg/dL. And an
added control feature compensates
for temperature vari-
ances and eliminates,
interferences from
uric acid and
other substances
in the blood.

NOTHING IS MORE CONVENIENT.
EASY TO TEACH, EASY TO LEARN.

Only our sensors are so easy to
learn (and teach), so fast to use, so
simple to maintain, and so conve-
nient to carry. And no other system
offers a better combination of accu-
racy, speed, and convenience, with:
• Trie two smallest monitors avail-

able: the ingeniously designed
Pen 2 and the credit-card sized
Companion 2.

• Individually foil-wrapped, easily
opened Sensor Electrodes, in
packages of 25 and 50.

MEDISENSE SENSORS.
THE BENEFITS ARE OBVIOUS.
THE CHOICE IS SIMPLE.

For more information on
the Pen 2 and Companion 2
Blood Glucose System, please
call 1-800-537-3575.

No monitors are as discreet or
test faster than MediSense Pen 2
and Companion 2 Sensors.

mMEDISENSE

Sensors for a better life.

Cambridge, MA 02139



From the Next Generation ofrDNA Technology

NOVOLIN JO/30

Combining Control and Confidence

When it comes to glycemic CONTROL, 'ffeLp-—<•§

the ideal insulin response is a natural f

I
one. NOVOLIN® 70/30 has been

Novolin
formulated to provide rapid onset with HRB? 7OI30

When it comes to CONFIDENCE, you

look for safety, accuracy, and convenience.

NOVOLIN® 70/30 eliminates measur-

and mixing errors and may

5 70% NPH, Human
. . . - , 7 Insulin Isophane <

sustained duration for a more natural s, Suspension and • improve patient adherence through
$ 30% Regular, Human
jf Insulin Injection :
o (recombinant DNA

insulin profile than NPH alone. 1ft
 ong'n! a simple B.I.D. dosing regimen.

K 10 ml 100 units/ml * & b

NOVOLINJO/30
Human Insulin
(recombinant DNA origin)

Combining Control and Confidence

WARNING: ANY CHANGE IN INSULIN SHOULD BE MADE
For more information, call 1-800-727-6500. CAUTIOUSLY AND ONLY UNDER MEDICAL SUPERVISION.

Novolins and Novo Diabetes Care™ are trademarks of Novo Nordisk A/S.
W 1992 Novo Nordisk Pharmaceuticals Inc. 205-62 May 1992 Printed in U.S.A.




